Hertfordshire Community NHS Trust Board Meeting in Public
Tuesday 1st December 2020
9.30 to 12.30
Virtual meeting via Microsoft Teams
AGENDA
For

Introduced
by

KG

Patient Experience/ Story
Public Health Nursing Service adaptions to
respond to COVID19

(A)

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

To note for
assurance

Opening Administration

LS

1. Welcome, Introductions and Apologies for
Absence

To note

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

To note

• Sarah Browne, Director of Nursing and
Quality will become the Director of
Infection Prevention and Control from
November 1st, 2020.
• Cath Slater, Deputy Director of Nursing
and Quality will be the Deputy Director of
Infection Prevention and Control from
November 1st, 2020.
LS

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

Board

4. Ratification of items of Chair’s and Chief
Executive’s Action taken since the last

Allocated
Time

Approx.
Timing

20 mins

9.30

5 mins

9.50

10 mins

9.55

For note

(B)

LS

Att.

To note

To ratify

(verbal)

meeting under Standing Order 5.2
• Approval of the Month 7-12 Financial
plan prior to submission to NHSI
LS

5. To approve the minutes of the meeting
held on 6 October 2020

To approve

(B1)

LS

6. Matters arising from the Minutes of the
meeting held on 6 October 2020 and
tracker

To note

(B2)

(C)
EHJ

Strategy, Resources and Engagement
To note

DB

2. Financial Plan months 7-12

To note

(C2)

DB

3. Finance Report (Month 8)

To note

(C3)

To note

verbal

(D)
EK/SB

4. Chair’s Assurance report from the
Strategy Planning and Engagement
Committee from 24 November 2020
Clinical Services and Quality
1. Medical Director and Director of Nursing
Report

EK/ARy 2. Medical Clinical Excellence Awards

To note

(D1)

To note

(D2)

SB

3. Infection Prevention and Control (IPC)
Update re COVID-19 including Board
Assurance Framework

To note for
assurance

(D3)

SB

4. Quality Account

To approve

(D4)

5. Assurance on the Delivery of the Trust
Flu vaccination programme

To note for
assurance

(D5)

EK

6. Learning from Deaths Q2

To note for
assurance

(D6)

SB

7. Safe staffing report Q2

To note for
assurance

(D7)

ARy

10.50

10 mins

11.35

(C1)

1. Chief Executive’s Report

LS

45 mins

SW

8. Quality Committee Chair’s Assurance
Report for the meeting held on 17
November 2020

(E)

Performance and Operations

DB

1.

Performance Report

To note for
assurance

(E1)

2.

People Performance and Finance
Committee Chair’s Assurance report for
meetings on 29th October and 24th
November 2020

To note for
assurance

(E2)
and
verbal

JP

(F)
CStk
AM

ARob

(G)

To note for
assurance

(D8)

Board Governance and Leadership
1. Freedom to Speak up

To note for
assurance

(F1)

2.

To note for
assurance

(F2)

For approval

(F3)

Remuneration Committee assurance
update from meeting on 12 October
2020

Review of Board and Subcommittee
structure with Terms of Reference and
Schedule of dates for April 2021 to
March 2022
Urgent Business

10 mins

11.45

5 mins

11.55

2 mins

12.00

5 mins

12.02

3.

(As notified under Item (C) 2 above)
(H)
ARob
LS
(J)
C1
D4
D8

F3

Risks Arising / Observations
1. Summary Board Assurance Framework
and High Level Level Risk Register
2. Summary of Risks Arising

To discuss
To discuss

(H1)
(verbal)

Supporting Papers / Items for Receipt and Noting Only
i)

Emergency Planning Core Standards
Self-Assessment
ii) Quality Account
iii) Quality Committee annual reports
a)
Infection Control;
b)
Complaints
c)
Safeguarding Children
d)
Adults Safeguarding
e)
Clinical Audit
f)
Medical Revalidation
g)
Pharmacy
iv) Terms of Reference
a)
Audit Committee (AC)
b)
Quality Committee (QC)

J1
J2
J3
J4
J5
J6
J7
J8
J9
J10
J11

c)
d)

e)
f)

(K)

People Performance and
Finance Committee (PPFC)
Strategy Planning &
Engagement Committee
(SPEC)10 Remunerations Committee
(RemCom)
Charitable Funds Committee
(CFC)

J12
J13

J14
J15

Date, Time & Venue of Next Meeting(s)
Virtual Board meeting in Public on

LS

Tuesday 2nd February 2021 9.30 -12.30

(L)

Questions from the Public

LS

The Chair will respond to questions from members
of the public provided in advance.

(M)

Informal Review of Meeting

12.07

12.15

Please note that Board papers and Trust papers referenced in Reports are available on the
Trust’s Website at:
https://www.hct.nhs.uk/about-us/our-board/meeting-papers/
Hard copies or copies in large size font or in translation can be provided on application to:
The Assistant Board Secretary Hertfordshire Community NHS Trust
Unit 1A Howard Court, 14 Tewin Road, Welwyn Garden City, Hertfordshire, AL7 1BW

Board 1st December 2020

Attachment B1

HERTFORDSHIRE COMMUNITY NHS TRUST
Minutes of the Hertfordshire Community NHS Trust Board Meeting
Held by video conference on 6th October 2020

The Board ratified:
i)

The Chair’s action to approve the Work Race Equality Standards for publication

The Board approved:
The minutes of the Board meeting in Public held on 4th August 2020
The delegated authority to review and approve the organisational financial plan for the
six months to 31 March 2021 prior to submission on 22 October 2020.
(iii) The Workforce Disability Equality Standards for publication
(iv) The revised Quality Priorities
(v) The Flu documents to provide external assurance.
(vi) To continue with arrangements currently in place, or planned, to focus on the COVID-19 response and
authority to the Chair and Chief Executive to re-instate measures as required over the next six months
the anticipated increase in COVID-19 related activity and winter pressures.
(vii) The annual resubscription to the NHS Constitution and NHS Trust Codes
(i)
(ii)

The following were noted:
(i)
(ii)
(iii)
(iv)
(v)
(vi)
(vii)

The content of the Chief Executive’s Report.
The content of the Finance Month 5 report
The content of the People Strategy and Plan verbal update
The content of the Children and Young People’s Strategy presentation
The content of the Medical Director and Director of Nursing and Quality Report
The content of the assurance report on the delivery of the Trust Flu Programme
The content of the Quality Committee Chair’s Assurance Report for the meeting held on 15th
September 2020
(viii) The content of the Performance Report
(ix) The content of the People Performance and Finance Committee Chair’s Assurance report for
meeting held on 25th August and 22nd September 2020
(x) The content of the Governance update in response to COVID-19 and the decisions and actions
taken to date
(xi) The content of the assurance update from the Remuneration Committee
(xii) The content of the Audit Committee Chair’s Assurance Report for the meeting held on 8th
September 2020.
(xiii) The content of the Board Assurance Framework and the High Level Risk Register

PRESENT

(*) Voting Member of the Board)

Dr Linda Sheridan

(LS)

Trust Chair *

Jeff Phillips

(JP)

Non-Executive Director*

Richard Rolt

(RR)

Non-Executive Director*

Sarah Wren

(SW)

Non-Executive Director*

Luke Edwards

(LE)

Non-Executive Director (Associate)

Anne McPherson

(AM)

Board Advisor

Clare Hawkins

(CH)

Chief Executive Officer*

David Bacon
Sarah Browne
Marion Dunstone
Dr Elizabeth Kendrick
Sarah Brierley
IN ATTENDANCE
Alison Ryder

(DB)
SB
(DoN&Q)
(MD)
(EK)
SB
(DoS)

(ARy)

Director of Finance, Systems and Estates*
Director of Nursing and Quality*
Chief Operating Officer
Medical Director*
Director of Strategy for HCT & ENHT

Associate Director of People (Acting)

Antonia Robson

(ARob)

Sam Tappenden

(ST)

Katy Healy

(KH)

Beverley Flowers

(BF)

Marina Sweatman

(MS)

Associate Director of Integrated Business Services
Development Director
East and North Hertfordshire Integrated Care Partnership
Associate Director of Operations, Children & Young
People’s Services for Item C5
Director of System Transformation & Integration, Herts &
West Essex ICS from 11.00 Item C5
Assistant Trust Board Secretary (minutes)

Natalie Howard

(NH)

EA to CEO and Office of the Board

APOLOGIES
Maryrose Brennan

111/20

(MRB)

HealthWatch Hertfordshire

Patient/ Service Story
The film was presented featuring the Prevention of Admission (PoA)
service and the role of the East & North Herts Referral Hub
https://youtu.be/zRhFG65c2Is

The presentation included:
i)
Two patient stories from Mr Steven Goodyear and Mrs
Sandra Monk who described the interventions by the
prevention of admissions multidisciplinary team, their patient

ii)

iii)

experience and the outcomes achieved.
An overview of the PoA services and the East & North Herts
Referral Hub
• 13,000 calls were received from referrers and patients in
August 2020 which is an increase of 95% on June
• The enhanced PoA service has enabled 90% of
referred patients to remain at home in August 2020
Using technology the GP team at the Hub are not only able to
diagnose, support and advise individual patients via video
conferencing they also provide support and guidance to local
care homes by holding weekly virtual ward rounds.

Observations (O) Questions (Q) and Response (R) to the Patient
Story
O
Board members commented that this was an excellent very
powerful film and it would be good to share this widely both
internally and externally. It clearly demonstrates Hertfordshire
Community NHS Trust’s (HCT) values and will help partners to
understand the opportunities within Community services to
deliver different pathways of care, whilst demonstrating the
value of joint integrated system working.
R
CH advised that this has been shared with some external
bodies, including NHS X and NHS Providers, and there are
plans to share it wider with other national bodies and local
partners.
O

SW commented that the care home support within the film
demonstrates HCT’s support to social care and expressed that
whole system working is not only beneficial to the patients but
to the partners organisations involved.

O

LE and JP commented that the scale of impact needs to be
clear. There also needs to be a clear evaluation undertaken to
understand and clearly articulate the actual and potential
future system wide savings that the PoA service has, and can,
achieve.
MD advised that EN CCG has agreed to support the
continuation of the enhanced POA service over the winter
period. During this time an evaluation will be undertaken to
develop the metrics and a full business case to bid for funding
from April 2021 to maintain these services in the next financial
year.

R

O

LS thanked Mr Goodyear, Mrs Monk, the Communications
team, EK and all the staff involved in today’s patient story on

behalf of the Board.
Decision(s), Outcome(s) and Action(s)
1.
The Board to send letters of thanks to the teams and patients
involved in the patient story.
2.

(A)
112/20

Action
LS

The Board noted the patient story.

HealthWatch
HealthWatch Hertfordshire (HWH) update
MRB was unable to join the meeting in person; a verbal update was
provided which was presented to the Board.
It was noted that:
i)
HealthWatch Hertfordshire (HWH) staff have worked tirelessly
through the first wave of the COVID-19 pandemic and switched
some of their external project focus activities to
communications and signposting.
ii)

A report will be published over the next month entitled
“COVID-19 Patient Experience: Learning from Hertfordshire”.
The engagement took place between May and July 2020 and
captures feedback on the results from 3 surveys which
focussed on:
• Mental health
• Shielding
• General public health and social care

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

2.
(B)
113/20

Head of Patient Experience to review the “COVID-19 Patient
Experience: Learning from Hertfordshire” report and take
forward any learning applicable to HCT
HWH update was noted

Opening administration
Welcome, Introductions and apologies
The Chair welcomed members of the Board and those in
attendance, in particular:
Sarah Brierley, who is the Director of Strategy for East & North
Herts Trust and, as from October 1st, is the Director of Strategy for
both HCT and East and North Herts Trust,

SB(DoN
&Q)

Beverley Flowers, Director of System Transformation & Integration,
Herts & West Essex ICS and Katy Healy, Associate Director of
Operations, Children & Young People’s Services, HCT, who will be
joining the meeting from 11.00 Item C5
Apologies were received from Maryrose Brennan
114/20

Chair’s Announcements / Notice of Urgent Business
The Chair announced that :
•
•

Clare Hawkins, Chief Executive, will stand down as
Accountable Officer on 31 October 2020
Elliot Howard-Jones has been appointed as Interim Chief
Executive from 1 November 2020

There were no items of urgent business notified.

115/20

Declarations of Interest
(Members to declare any interests material to items on the agenda)
• CH declared that she has been appointed as Senior National
Advisor, Community Care, NHS X, on the “Joining Up
Care Programme” with effective from 1 October 2020. This
position is not remunerated.
• SB (DoS) declared her joint post as Director of Strategy at
East & North Herts NHS Trust and Hertfordshire Community
NHS Trust.

116/20

Ratification of items of Chair’s and Chief Executive’s Action
taken since the last meeting under Standing Order 5.2
The Board ratified the Chair’s and Chief Executive’s action taken
since the Board meeting held on 2nd June which was:
•

117/20

The approval for publication of the Workforce Race Equality
Standards (WRES). This has been discussed further by the
Board since publication.

Minutes of the meeting held in Public on 4th August 2020

The minutes of the Board meeting in public held on 4th August 2020
were agreed as a correct record, subject to minor typographical
errors.
All references to COVID-19 should be recorded as “COVID-19” and
no other permutation to ensure consistency and in line with the
National approach.
118/20

Matters arising from the Minutes of the meeting held on 4
August Tracker
The completed and in progress tracker actions were noted.
108/20 This action is complete. CH provided an update on the NHS
Improvement expectation that there needs to be a system wide
consistent approach taken when communicating the risks of likely
services delays due to the pandemic and winter surge.
107/20 Meeting the needs of COVID-19 Rehabilitation is now
complete. MD advised that the demand for the COVID-19
rehabilitation pathways has increased; these are being closely
monitored to inform investment discussions with the Clinical
Commissioning Group to maintain the required level of response.

(C)
119/20

Strategy, Resources and Engagement
Chief Executive’s Report
The Chief Executive’s report was taken as read.
CH provided highlights in respect of the following key areas for the
Board to note:
i)
ii)

iii)

This is CH’s last Board meeting having contributed to in excess
of 56 Board meetings during her tenure.
The 1st November 2020 marks HCT’s 10th birthday.
Longstanding Board members and staff are invited to record
their experiences and recollections of their journey with the
Trust over the 10 years. HCT has developed into an ambitious,
highly performing, innovative, well respected system partner
that is recognised and appreciated by the people receiving
HCT services. Celebrations will have to be limited due to the
pandemic restrictions but the milestone will be marked.
The conflicting tension and challenges involved within HCT,
and by all NHS Providers, as all organisations try to balance

the demands of recovery whilst continuing to deal with the
demands of winter and COVID-19 surges.
Chief Executive’s Report 3.0 Chief Executive Reflections
Chief Executive’s reflections of Hertfordshire Community NHS Trust
over the past nine and half years.
Chief Executive’s Report
response

4.0 The COVID-19 Pandemic

The COVID-19 Pandemic response included:
4.1
4.2
4.3
4.4
4.5

Overview of HCT’s response
Service Recovery
Winter and COVID-19 Surge Planning
Support HCT people
COVID-19 testing

Chief Executive’s Report 5.0 National and Hertfordshire &
West Essex System updates
The Hertfordshire & West Essex System updates included:
5.1
5.2

National Updates
Hertfordshire and West Essex Integrated Care System

Chief Executive Report 6.0 Trust Update
The Trust update included:
6.1
6.2
6.3
6.4
6.5
6.6

HCT 10th Anniversary
Recent senior appointments
Honorary Fellowship award from the HFMA for David Bacon
HCT service developments and changes
National Awards
Financial Plans October 2020 to March 2021. The proposed
delegated authority to review and approve of the
organisational financial plan for the six months to 31 March
2021 prior to submission on 22 October 2020 was formally
approved.

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

O

All the Board members expressed their personal thanks to CH
for her excellent leadership and for taking HCT from strength
to strength.

O

SW commented that during the recovery phase it is important
to measure and address the equality impact on those patients
who are unable to fully engage with the mechanisms being
used to see people at home, especially people who are not
digitally enabled.
ARob responded that this risk is acknowledged and appears
on the risk register. Further work is required both internally
and at system level to ensure that the risk is managed and
equality impacts are addressed as services are recovered
across the system.

R

O

SB (DoN&Q) commented that HCT are awaiting the outcomes
of five award nominations. In these very difficult times this
demonstrated the level of leadership, innovation and the
strength of the organisation.

O

AM commented that staff have experienced significant
stresses and strains during the pandemic response and it is
likely to continue. AM asked for clarification on the support
available to staff given that they will be dealing with not only
recovery but winter and COVID-19 surges.
ARy explained there is substantial support in place but there is
always more to be done. Work is underway with Managers to
ensure they are mindful of staff on a day to day basis and
show compassionate leadership and interaction.
LS commented that staff need to be supported in the same
way as the staff are supporting patients.

R

R

O

EK advised that the East & North Herts Integrated Care
Partnership (ENHICP) are reviewing inequalities at a
population health level. HCT is also reviewing the accessibility
to services for patients with learning disabilities.

Q

SB (DoS) asked what are the key challenges are for HCT with
regard to recovery and what are the likely strategic
opportunities.
ARob responded that the key challenges are:
•
To balance and manage the demands of service recovery
with the demand for winter and COVID-19 surges.

R

•

To embed and build on the innovation and enhanced
services and achieve the resources to sustain these long
term.
•
Opportunities include avoiding going back to the previous
status quo and working in a different ways with partners
and commissioners.
MD commented the opportunities include:
•
Working together in the system both in the short and long
term.
•
Also there is potential for more diagnostic work to be
delivered in the community, closer to home and reducing
pressure on hospitals.
O
R

Q
R

R

JP suggested that a “secret shopper” approach might help to
ensure that staff concerns are heard.
CH responded that the “Keeping in Touch” programme is
being reinstated and Freedom to Speech Up (FTSU) is being
promoted by the FTSU champions.
JP asked for further clarification on the financial plans for
October 2020 - March 2021.
DB advised that a system indicative financial plan for the six
months to 31 March 2021 was submitted on 5 October 2020,
further negotiation will be undertaken both nationally and
regionally. HCT’s organisational financial plan for the six
months to 31 March 2021 will be submitted by 22 October
2020. Delegated authority for the plan review and approval
was approved. The Board, via the Trust and People
Performance and Finance Committee (PPFC) Chair’s will be
provided with clear information before submission.
DB expressed that based on the information to date he is
confident that the financial position is manageable for the next
six months.

O

SB (DoS) highlighted the importance of providing
demonstrable evidence of the impact that HCT’s recovery and
opportunity schemes will have, including preventing acute
admissions, reducing unnecessary acute pressures and
benefiting the system as a whole. This will help to strengthen
HCT’s position when bidding for funding especially over the
next five months.

O

LS thanked CH for her last Chief Executive board report and
expressed thanks from all the Board for her contribution over

the last nine and a half years.
Decision(s), Outcome(s) and Action(s)
1.
2.

120/20

The Chief Executive’s Report was received with no actions.
Delegated authority for the review and approval of the Trust’s
financial plan for the six months to 31 March 2021 prior to
submission on 22 October 2020 was approved.

Finance Report Month 5
The Finance Report for month 5 was received and taken as read:
DB provided highlights, the Board noted:
i)

ii)
iii)

A breakeven position has been reported this month in line with
the emergency central funding arrangements for months one
to six.
The position in respect of October 2020 to March 2021 has not
yet been confirmed as discussed previously.
HCT is compliant with the national requirements, reporting
appropriately and managing the situation.

Observations (O) Questions (Q) and Response (R) to Finance
Report Month 5
O
R

Q

R

R

JP asked for clarification with regard to the public dividend
capital position which is above plan.
DB explained how the plan was set and how the capital
expenditure in Q4 2019/20 and advanced cash payments
affected the current position.
JP asked for clarification on the reporting process to the Board
on the Productivity Improvement and Efficiency Schemes
(PIES) and the Adopt Adapt Abandon (AAA) process.
DB advised that work is underway to remove costs from the
underlying cost base in preparation for 2021/22, detailed
reports have been presented to the People Performance and
Finance Committee (PPFC). The AAA process is being
evaluated, and the detail will be presented to PPFC and
assurance provided to the Board via the Chair’s assurance
report or via the Director of Finance Board report.
JP advised that SW is the Non-Executive lead for the AAA

Action

process and will provide scrutiny, comment and challenge.
O
R

O

R

Q
R

ST asked how the planned capital programme will change over
the coming year.
DB advised that the requirements for COVID-19 has impacted
some of the capital programmes and work is underway to
ensure optimal usage of the estate, this could lead to potential
delays and therefore result in capital flexibility. Capital is now
managed at system level therefore usage of any flexibility will
need to be agreed at system level with partners.
JP asked if the COVID-19 situation had had an impact on the
development opportunities from the perspective of the Acute
Trusts and the Primary Care Networks when re-evaluating the
development of Waltham Cross and Hoddesdon Health
Centres.
DB advised that patient flow has reduced when compared to
previous years in light of COVID-19 but could not comment on
the involvement of other parties in respect of future services,
the estate strategy group can review this further.
RR asked what the consequences are if the PIES target is not
achieved.
DB advised that the current PIES target of £3m is the
undelivered recurrent impact of previous years. Any PIES that
cannot be delivered recurrently this year will become an
additional burden on the efficiency programme for 2021/22 all
other things being equal.

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

121/20

The Board noted the Finance Report for Month 5, no actions
were recorded.

People Strategy and Plan
The Board received a verbal update on the People Strategy and
Plan.
The Board noted that
i)
The People Strategy is one of the key enabling strategies; the
updated strategy will be brought to the December Board.

ii)

iii)
iv)
v)

The strategy on a page is being reviewed and developed in
light of the recent changes including greater partnership
working and taking into account the National People Plan
A workshop for Board members and other key staff leads will
be arranged to maximise input to the strategy development.
Once completed this will be tested with a number of staff side,
leadership and staff groups to ensure full engagement.
The People Plan was presented to the PPFC in September,
this is being updated in light of the National People Plan and
once complete this will become the delivery plan for the People
Strategy.

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

122/20

The verbal update on the People Strategy and Plan was
noted.

Workforce Disabilities Equality Standards (WDES)
The Workforce Disabilities Equality Standards (WDES) were
received and discussed.
i)
ii)
iii)
iv)

v)

The WDES was presented to and fully discussed by the PPFC
in September.
The WDES will be published by the end of October subject to
Board approval.
It was noted that further work is required to address the
challenges highlighted.
Key areas of work will be taken forward linked to the inclusion
agenda and improve the scoring against the WDES metrics.
This will include reviewing the potential for setting up a
Disability and Long Term Conditions network following focus
group output. Focus groups will be used to understand directly
from staff the areas for development and the best way to
address these.
Future assurance will be provided to the Board via the WDES
work plan.

Observations (O) Questions (Q) and Response (R) to Workforce
Disabilities Equality Standards (WDES)
O

SW acknowledged the value of the BAME network which has
been very successful, however it is essential that HCT do not
assume that a network is the only way of engagement. The

focus group approach was endorsed.
O

CH commented that there is an opportunity for HCT to look
outward to take advantage of other non NHS organisational
approaches - potentially via the Chamber of Commerce as well
as reviewing and considering best practice and innovation
within the NHS.

O

SB (DoS) commented that a specific 360⁰ review might help to
understand any key limiting factors from a peer and line
management perspective.

Q

JP asked what training was provided to leaders in order to
minimise harassment.
ARy advised that a programme of work on unconscious bias is
moving at pace.

R

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

123/20

The Workforce Disabilities Equality Standards (WDES) were
approved for publication

Children & Young People’s Strategy
A presentation on the Children & Young People’s (CYP) Strategy
was delivered by Katy Healy, Associate Director of Operations,
Children & Young People’s Service.
It was noted that:
i)
ii)

The HCT CYP Strategy is operating in the context of other
national and local strategies.
The presentation included:
• Vision for integrated CYP Herts-wide service
• Outcome “Bees” of an integrated Herts CYP service
• Outcomes of HCT’s CYP services aligned to HCT strategic
outcomes
• Children and Young People in the Integrated Care
Partnership (ICP)/ Integrated Care System (ICS)
• Our Children and Young People service design approach
• What will make the CYP strategy a success
• HCT’s role for the CYP in Herts

• Achievements, delivering our strategic objectives
• Solar system showing partners and other engagement to
ensure integration
Observations (O) Questions (Q) and Response (R) to Children
& Young People’s Strategy
O

BF commented that from the ICS perspective it is good to see
an organisation develop a CYP strategy as this is one of the
main areas of work required within the ICS to understand
integration and how to use the good work developed during
COVID-19 around elderly care and other services. BF
expressed there is a great opportunity around Children’s
services, further work will be undertaken to link HCT’s
enthusiasm in this area with ICS level leadership across
Health and Social Care in an integrated way. HCT set an
intention to take forward a leadership role from a health
perspective using this strategy for Children’s service, in the
absence of a Children’s ICP, to ensure Children’s services are
addressed across all ages. BF will review how to push forward
and adopt this approach.

O

LS commented that it was good to hear BF’s approach as
there is a potential for fragmentation of Children’s services
across two geographical ICPs and a Mental Health ICP.
BF suggested that an integrated partnership board may be
developed to ensure a clear partnership approach and focus
for Children’s services. Further discussion will be held around
the potential for dedicated senior level project leadership to
prevent fragmentation.

R

O

R

EK thanked KH for all the work in relation to the CYP strategy.
EK explained her links with the groups within the ICPs to
ensure that there is a combined approach. EK advised that the
population health data in relation to children suggests that
there are some key area for attention and action. EK asked if
the ICS is planning to review the population health data and
recommend actions in key areas and develop the strategy
accordingly.
BF confirmed that Children’s services are in the population
health work programme which is being reinvigorated and forms
part of the national pilot group. The ICS is keen to work with
west Essex to ensure a wider view of population health for all
Children’s services across the ICS and to develop

opportunities focusing on getting the best life start for children.
O

O

ARob thanked KH for the work on the strategy and the support
from BF. ARob commented that it is important to involve
patients and their families in the design and development of
the strategy and felt that the outcomes need to be
strengthened in this respect.
SB (DoS) expressed there is a real opportunity to bring
together all the geographies to develop Children’s services
and work collaboratively to deliver a shared vision and move
together in a shared strategic direction. However there is a risk
that individual organisation’s priorities could lead to
fragmentation. The key challenge is getting an agreement that
West Herts ICP and East & North Herts ICP work together on
a single programme for CYP.

O

MD agreed that there needs to be a joint agreement and
approach for CYP across Hertfordshire which can also benefit
from the learning in west Essex to ensure that CYP services
remain on the agenda. The involvement of primary care is key
to ensuring children’s needs are addressed.

O

JP expressed that there should be similar service provision for
children regardless of which part of Hertfordshire they live in
currently there is significant variation especially within special
educational needs. He commented that “if you get the child
right you get the adult right”.

O

LS thanked KH for the presentation and supported the
approach of HCT providing leadership and consistency for
CYP services across the ICPs..
KH highlighted that the CYP executive has membership from a
variety of organisations county wide and this is the vehicle to
take this forward. KH thanked the Board and BF for their
support and comments.

R

O

CH reflected that HCT is refreshing its Clinical strategy and
Organisational strategy of which the CYP strategy is a key
element, part of this process includes communicating the
strategies both internally and externally.

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

The Children & Young People’s (CYP) Strategy was noted

2.

The Board supported the ongoing work to develop the CYP
services across Hertfordshire

(D)

Clinical Services and Quality

124/20

Medical Director and Director of Nursing and Quality Report

(D)
Action

The Medical Director and Director of Nursing and Quality Report
was received and taken as read.
It was noted that:
i)
There has been an increase in activity relating to the adult
safeguarding service which is linked to the additional support
being providing to nursing and residential homes. Additional
resource has been provided to support this service. It was
reported that there has been a similar increase in activity in
East & North Herts.
Observations (O) Questions (Q) and Response (R) to the
Medical Director and Director of Nursing Report

O

R

JP suggested that that a joined up patient data base for
COVID-19 rehabilitation was essential and asked what the
barriers are to achieving this.
EK explained that HCT has a COVID-19 rehabilitation patient
data base but it would be useful for research purposes to be
linked up with external partners. EK explained that each
organisation has different processes and work will be required
to achieve joined up data bases and raise awareness. EK
explained the emerging picture and work being developed in
respect of “Long COVID”.

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

125/20

The Board noted the Medical Director and Director of Nursing
Report

Revised Quality Priorities

Action

The Board received the revised Quality Priorities.
The Board noted that:
i)
The Quality Priorities were originally agreed in March 2020,
they have been revised as a result of the impact of COVID-19
on HCT services and care delivery and taking into account the
need for SMART targets in line with present service and
reporting capacity.
ii) The revised Quality Priorities were discussed and approved at
the Quality Committee.
iii) Progress against the Quality Priority targets will be monitored
at the Quality Committee via the Clinical Governance
Subcommittee
Decision(s), Outcome(s) and Action(s)
1.

126/20

The Board approved the revised Quality Priorities

Assurance report on the delivery of the 2020 Flu Vaccination
Programme
The Board received the assurance report on the delivery of the HCT
Healthcare workers flu vaccination programme along with the selfassessment checklist .
i)

ii)

iii)

iv)
v)

Annual National Flu Planning Letter 2020/21 was received via
Regional Chief Nurse: East of England on 10th August 2020.
This re-enforces the need for providers to achieve maximum
uptake of the flu vaccine in existing eligible groups to protect
vulnerable people and to support the resilience of the health
and care system, especially in light of the risk of flu and
COVID-19 co-circulating this winter.
The expectation is that all frontline health and social care
workers should receive a vaccination this season provided by
their employer, in order to protect their staff and patients and
ensure the overall safe running of services.
All NHS Trusts are required to complete a self-assessment
against a best practice checklist and publish this in Board
papers on their public web site.
A wider programme of assurance was provided and weekly
updates will be received at the Executive team meeting.
Currently 257 staff vaccinations have been given and 850

Action

vi)

online consent forms have been received.
The Board noted that these documents are required to provide
external assurance.

Observations (O) Questions (Q) and Response (R) to the
Assurance report for the 2020 Flu Vaccination Programme
O

R

O

SW highlighted that it was important that all frontline staff
across the whole system are prioritised to receive the flu
vaccinations. SW advised that this was going to be raised at
system level and needs to be monitored.
SB (DoN&Q) has been in contact with CCG and Local
Authority colleagues and once vaccine is available HCT is
happy to support colleagues with the vaccination programme.
SB (DoN&Q) was confirmed as the Board Flu Champion and it
was reported that the majority of the Board have booked for
their flu jab. This will be published in line with the
requirements.

Decision(s), Outcome(s) and Action(s)
1. The Board noted the assurance report on the delivery of the

2020 Flu Vaccination Programme
2. The Board approved the Flu documents to provide external
assurance.

127/20

Quality Committee Chair’s Assurance Report for the meeting
held on 15th September 2020
The Board received the Quality Committee Chair’s assurance
report for the meeting held on 15th September 2020
The summary of Committee actions, issues and points for the
Board’s attention included:
i)

ii)
iii)

A Deep Dive into Pressure Ulcers will be presented to the
Clinical Governance Subcommittee (CGSC) in September
2020.
Agreed that future IPC reports are to include non-COVID-19
infections.
Committee informed of the new Anti-coagulation service that

Action

iv)
v)
vi)

HCT is providing within North Hertfordshire.
Committee formally noted that HMP the Mount transfers to new
provider from 1st October 2020.
Committee acknowledged and thanked AM for her input into
Quality Committee.
The annual reports have been delayed as a result of the
COVID-19 pandemic, it was agreed that concise annual
reports will be presented to the next Quality Committee.

Observations (O) Questions (Q) and Response (R) to the Quality
Committee Chair’s Assurance Report
O
CH commented that whilst the Infection Prevention and
Control (IPC) assurance overall is good it is crucial that the
Board continue to receive assurance for IPC and the Flu
vaccination campaign to ensure staff health and wellbeing and
patient safety.
Decision(s), Outcome(s) and Action(s)
1.

(E)

The Board noted the Quality Committee Chair’s Assurance
report.

Performance and Operations

128/20 Performance Report
The Performance report of the Trust wide data for August 2020 was
received and taken as read.
Key areas highlighted including:
•
•
•
•
•
•

Contract Arrangements
Overall performance
Quality
Workforce
Procurement and Management of Personal Protective
Equipment (PPE)
Finance ( covered in separate report)

It was noted that:
i)

This is an abbreviated version of a more detailed report which

Action

ii)

was discussed at length at the PPFC and included in the
Chair’s Assurance report.
It confirms the messages within the Chief Executive report on
the underlying activity improvement and recovery.

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

The Board noted the content of the Performance Report

People Performance and Finance Committee (PPFC) Chair’s
129/20 Assurance for the meeting held on 25th August and 15th
September 2020
The PPFC Chair’s assurance report was taken as read.
It was noted that:
i)
The majority of the items have been discussed previously on
the agenda.
ii) The new committee is developing well and is providing an
adequate level of assurance.

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

(F)

The Board noted the content of the People Performance and
Finance Committee Chair’s assurance report

Board Governance and Leadership

130/20 Governance update in response to COVID-19
The update on the decision and recommendations made in response
to COVID-19 incident was received and discussed.
It was noted that:
i)
The NHS remains in a command and control environment in
response to the COVID-19 pandemic following the NHS
declaration of a Level 4 National Incident on 30 January 2020
and subsequent step down to Level 3.
ii) In March and June 2020 the Board approved the arrangements
put in place to focus the organisation’s response to COVID-19.
iii) The update reflected the current position taking into account
the activity that has restarted.
iv) In light of the expectation that the Trust will be faced with

exceptional Winter/COVID-19 demand, it was recommended
that the Board delegate authority to the Chair and Chief
Executive to re-instate any of the measures as required over
the next six months.
Observations (O) Questions (Q) and Response (R) to the
Governance update in response to COVID-19
O
LS agreed with the Board approval to the recommendation of
delegated authority to the Chair and Chief Executive, but
highlighted that this would be widely communicated to the
whole Board should this action be taken.
Decision(s), Outcome(s) and Action(s)

131/20

1.

The Board noted the decisions and actions taken to date
following the approval of the arrangements agreed in response
to the COVID-19 Incident at the March 2020 Board meeting.

2.

The Board approved the recommendation to continue with the
arrangements currently in place, or planned, with delegated
authority to the Chair and Chief Executive to re-instate
measures as required over the next six months to reflect the
anticipated increase in COVID-19 related activity and winter
pressures.

Annual Re subscription to the NHS Constitution and the NHS
Trust Codes
In line with good governance and practice the Board members
received and approved the annual resubscription to the following
codes and core standards
i)
ii)
iii)
iv)
v)

vi)

132/20

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)

Remuneration Committee Assurance report
The Remuneration Committee assurance report for the meeting held
on 22 September 2020 was received and noted.

Observations (O) Questions (Q) and Response (R) to the
Remuneration Committee Assurance report
O

LS commented that her position as Trust Chair has been made
substantive until October 2021.

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

133/20

The Remuneration Committee meeting notes were noted.

Audit Committee Chair’s Assurance Report for the meeting
held on 8th September 2020
The Audit Committee Chair’s assurance report for the meeting held
on 8th September 2020 was taken as read.
It was noted that:
i)
ii)

Internal audit is behind schedule due to the impact of COVID19
External Audit has been concluded.

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

The Board noted the Audit Committee chair’s assurance
report for the meeting held on 8th September 2020

(G)

Urgent Business

134/20

None notified.

(H)

Risks Arising / Observations

135/20 Board Assurance Framework and the High Level Risk Register
The Board Assurance Framework (BAF) and the High Level Risk
Register (HLRR) were taken as read.
It was noted that:

Action

i)

ii)
iii)

In March 2020 the BAF and HLRR were temporarily
suspended due to the COVID-19 response. These were
replaced by the Strategic (Gold) and Tactical (Silver) risk logs
The BAF and HLRR have now been re-established and the
process used was shared.
The Board was asked to note the new BAF and HLRR and
consider if any additional risks need to be included to fully
reflect the strategic and high level risks currently facing the
Trust.

Observations (O) Questions (Q) and Response (R) to the BAF
and HLRR
O
CH suggested that the Board direct any questions and
comments directly to ARob for Executive team for review.
O

JP suggested that given that this is a reintroduction further
time to allow things to settle and further progress for
discussion at the next Board.

Decision(s), Outcome(s) and Action(s)
1.
2.

BAF and HLRR noted
Questions and comments to be sent to ARob, further
discussion at next Board.

136/20 Summary of Risks Arising
The main risks arising included:
•
•
•

(J)
137/20

The achievement of the recurrent PIES by March 2021
Winter/ COVID-19 / Flu
Better understanding of the October 2020- March 2021
financial arrangements

Supporting Papers / Items for Receipt and Noting Only
The supporting papers were noted:
i)

Workforce Race Equality Standards

ii)

The NHS Constitution

iii)

The NHS Code of Conduct and Accountability

iv)

The NHS Code of Openness

ALL

v)

The “Nolan” Principles of Governance

vi)

HCT Principles of Board Etiquette

vii) The Code of Conduct for NHS Managers (Only applicable to
Executive Directors)
(K)
Date, Time and Venue of the Next Meeting
138/20
The next is meeting is 6th October 2020 time to be confirmed.
The meeting will be held virtually.
LS acknowledged that this was the last Board meeting for Clare
Hawkins as Chief Executive. LS expressed her personal and Board
appreciation to CH for her truly wonderful leadership as the Chief
Executive of HCT and the amazing leadership previously as the
Trust’s Director of Nursing. The Board will be very sad to loose
Clare but HCT will move forward as a result of her legacy as a
strong organisation.
CH responded and thanked everyone for their wonderful comments
and best wishes; she remarked that it has been a huge privilege to
lead HCT, which is a great place to work. CH expressed that good
leaders are only as good as their followers which is a testament to
the team approach taken at HCT. Clare wished everyone well in the
future.
(L)

Questions from the Public

•

(M)

No questions were received.

Informal Review of the meeting
•

(N)

Meeting ran overtime

Close 12.25
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HERTFORDSHIRE COMMUNITY NHS TRUST BOARD –TRACKER
RAG Traffic Light Key:
Action not yet initiated
but within target

Minute
Ref No.

Action in progress and
on target

Meeting
Date

Action in progress and
likely to miss target

Item / Action Required

Action in progress but
not on target or target
has expired

Board
Lead

Target /
Finish Date

Action Complete

Action Deferred

Progress

R/A/G

Board Meeting 6 October 2020
No substantive actions
Board Meeting 4 August 2020

108/20

107/20

4.8.20

4.8.20

The need for communication to manage
public expectations to be raised at the
system Chair’s and Chief Executive’s
meeting
System strategic risk to be raised at the
Partnership Board meeting.

LS

CH

Action
Complete

Oct 20

Dec 20

System risk will be held by the
CCG and the individual
providers risks will be held by
the providers. As the ICS is not

Action
Complete

Board 1 December 2020

Minute
Ref No.

Meeting
Date

Attachment A2

Item / Action Required

Board
Lead

Target /
Finish Date

Progress

R/A/G

statutory organisation, risks
are not formally held there
currently.

107/20

4.8.20

Risk on meeting the needs of Covid-19
rehabilitation to reflect mental health impact.

Reflected in updated risk
register

Action
Complete

SB

Safe staffing reports include
patient dependency
information

Action
Complete

SB

This is being addressed via
the new Patient Experience
and Engagement Strategy

Action
Complete

SB

This is being Addressed via
the new Patient Experience
and Engagement Strategy

Action
Complete

ARob

Sept 20

Pre Covid Actions carried forward – all items were reviewed

15/20

30.1.2020

Safe staffing
Review and revise the reporting. Check what is
reported nationally and potentially include
patient dependency
Complaints & Concerns Policy

139/19

28.11.19

Good to Outstanding Group to review different
ways of obtaining personalised feedback from
service users
Complaints & Concerns Policy

139/19 28.11.19
Executive team to assess and monitor the

Board 1 December 2020
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availability of information to services users on
how to raise concerns and provide feedback.
Comprehensive review of risks
on HLRR and BAF completed

45/19

28.3.19

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

BAF and HLRR back in place
and all reviewed and
updated prior to
recommencing .
Risk appetite review to be
scheduled for board away day
event

Action
Complete

Board 1st December 2020
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Chief Executive’s Report
1.

EXECUTIVE SUMMARY

1.1

This report provides the Board with an update on the work of our Executive Team
and Trust since the last board meeting (October 2020).

1.2

The report updates on our response to the COVID-19 pandemic and particularly our
‘Phase 3’ recovery work, including service recovery, planning for Winter demand/
COVID-19 surges and supporting our people.

1.3

The report also includes updates on other key issues, including developments both
nationally and locally within the Hertfordshire and West Essex Integrated Care
System.

2.

RECOMMENDATIONS

2.1

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

3.

CEO INTRODUCTION

3.1

This has been an exceptionally busy few months for the Trust dealing with the
COVID pandemic and planning to recover normal services following the end of the
first surge. I would like to thank Clare for her leadership throughout these challenging
times, and wish her all the best in her future endeavors.

3.2

As we head into winter, we continue with these busy times with three principal
priorities for the next few months:
1. Recover all services to 100% of normal activity
2. Have plans in place to respond to winter and future COVID surges
3. Deliver the COVID Mass Vaccination to our communities

3.3

Balancing these three will not be straightforward. In recognition that the NHS
collectively stood down too many services in the first wave of COVID as the disease
was unknown, we need to continue to recover services for as long as possible this
time before transferring staff into winter and COVID surge response. There will be
times that this feels uncomfortable but most accept we do not want to see a rise in
waiting lists and we would like to keep services running as normally as possible for
as long as possible.

3.4

We will also act as a lead provider for Mass Vacination across two Integrated Care
Systems (ICS). Plans are still being finalised but we expect that the scale of this will
require some redeployment of staff from across the NHS, and this may slow
recovery in some areas.

3.5

Balancing these three priorities will be the key priority during this winter and we will
need to remain agile to maintain and recover normal services to avoid rising waiting
lists whilst responding the immediate challenges that winter and the pandemic throw
us.

3.6

At this very busy operational time, we also need to focus on the medium and long
term to continue to develop our services to improve our quality and expand our
reach; and build on the close work we have done with partners in the Integrated
Care Partnerships (ICPs) and ICS to clarify and fomalise our relationships and links
with them.

3.7

It is clearly a challenging and busy time. As I travel around the Trust, I always get a
real enthusiasm to work on all of these priorities and a real belief we can, and will,
rise to the challenge.

3.8

Finally, I would like to thank everyone for making me feel so welcome in the first few
weeks in the Trust and I look forward to working with everyone on the challenges
ahead.

4.

COVID-19 PANDEMIC RESPONSE

4.1

Overview of HCT’s Response

4.1.1 HCT is responding to the COVID-19 pandemic within the framework set out by NHS
England, which anticipated four phases to the national pandemic response as
follows:
• Phase 1: up to April 2020 – initial surge
• Phase 2: May to July 2020 – first peak and re-start
• Phase 3: August 2020 to March 2021 – second peak, winter and re-start
• Phase 4: April to September 2021 – renewal in earnest.
4.1.2 We have described the response we made during Phases 1 and 2 of the pandemic
in some detail in previous CEO Reports to the Board. The graphic below provides
further insight into some current elements of our response. The data, correct as at
end October, gives a sense of the breadth and scale of the changes required to our
services. We have delivered many innovations during the pandemic period with pace
and agility, and I am very proud of the way that all HCT staff, working with partners,
have coalesced to deliver the immediate and ongoing response. We also share this
information regularly with key stakeholders via a new bulletin which we introduced in
July. Editions of the bulletin can be found here on our public website.

4.1.3 We are now in Phase 3 of our pandemic response. Our approach to this phase has
been shaped to respond to the national priorities set out in July for Phase 3 which
are as follows:
A. Accelerating the return to near-normal levels of non-COVID health services,
making full use of the capacity available in the ‘window of opportunity’ between
now and winter
B. Preparation for winter demand pressures, alongside continuing vigilance in the
light of further probable COVID spikes locally and possibly nationally
C. Doing the above in a way that takes account of lessons learned during the first
COVID peak; locks in beneficial changes; and explicitly tackles fundamental
challenges including: support for our staff, and action on inequalities and
prevention
4.1.4 Our Phase 3 Organisational Transition Programme (OTP) comprises the following
work streams to respond to these priorities:

Service Transformation ‘Releasing Time to Care’ – This work stream is focused
on service transformation to lock in beneficial changes made during the pandemic
and ensure a population health management approach to address inequalities and
prevention. It will take forward key elements of our learning/reflections on the earlier
phases of the pandemic to embed our ‘Adopt, Adapt, Abandon’ thinking in line with
Priority C above. We will ensure we implement those service changes that will best
allow us to effectively deliver and recover services through this phase of our
pandemic response to March 2021.
The following service transformations have been prioritised to be delivered through
this work stream:
1. Development of a Minimum Operating Model – embedding new ways of working.
2. Prevention of admission (POA) – working with partners in the system to develop
pathways and HCT’s POA services
3. Electronic prescribing – implementing more widely across the Trust
4. Therapy integration – greater efficiency and improved patient experience
5. Enhanced care home model – working with partners in the system and ensuring
every contact counts
Corporate Support – Focused on taking forward beneficial changes from a
Corporate Services perspective through an evaluation of our Transformation of
Corporate Services programme and taking forward the next stage of our Corporate
Services development.
Surge and Winter planning – Focused on planning and mobilisation in response to
further COVID-19 surges and winter demand pressures in line with Priority B.
Service Recovery – Focused on recovering services to near-normal activity levels
to meet Priority A. The work stream also continues to monitor to Phase 2 re-start of
residual services activities.
4.2

Service Recovery

4.2.1 Service Recovery is a key priority and work stream of HCT’s Phase 3 response. We
have completed demand and capacity planning and developed activity and waiting
time trajectories to ensure that we maximise service recovery. We are prioritising
those with the most urgent need and those who have been waiting the longest time.
4.2.2 We have made good progress in returning to near-normal levels of community health
service delivery as illustrated in the table and graph below. The negative variance
against prior year activity levels in the latest month’s data (October) is driven
predominantly by a lower level of activity in our Public Health Nursing service for 019 year olds versus the previous year. This is because an amended programme of
work has been agreed with our commissioners for this service in the light of COVID19 and the national suspension of the high-volume National Childhood Measurement
Programme (NCMP) which would usually see high levels of activity recorded in

October. We are on track with recovery in the Public Health Nursing service in line
with plans agreed with commissioners.
Total Activity
(Contacts)
HCT Adult Services
HCT Children and
Young People’s
Services
Total (all HCT
services)

Apr-20
compared
to Apr-19

May-20
compared
to May-19

Jun-20
compared
to Jun-19

Jul-20
compared
to Jul-19

Aug-20
Sep-20
Oct-20
compared compared compared
to Aug-19 to Sep-19 to Oct-19

-26%

-19%

-5%

-12%

-11%

-1.0%

-6%

-78%

-69%

-25%

-8%

-8%

-1.5%

-23%

-42%

-36%

-13%

-10%

-10%

-1.2%

-13%

4.2.3 As we recover activity levels, we are also making progress in reducing waiting lists
and the time people wait to be seen by our planned care services. We are very
conscious of the impact of long waiting times on our patients and service users and
have a clear ambition to improve our waiting time performance as quickly as
possible, whilst taking measures to ensure safe service delivery in the context of
COVID-19 transmission in the community. These measures, including changes in
the use of our estate to enable adequate social distancing, enhanced cleaning and
time for donning and doffing of personal protective equipment (PPE), unfortunately
reduce capacity for service delivery. Despite this, very good progress has been
made over the past few months in seeing patients who have been waiting the
longest as illustrated in the following two graphs. We are communicating with
patients and service users to give realistic timeframes for appointments, ensure that
they know we continue to deliver services through this second lockdown and to
encourage them to attend appointments.

4.3

Mass Vaccinations for COVID-19

4.3.1 HCT has been confirmed as the lead provider for delivery of mass COVID-19
vaccinations for the Hertfordshire and West Essex (HWE) and Bedfordshire, Luton
and Milton Keynes (BLMK) Integrated Care System (ICS) areas. The Trust is
working with other providers and commissioners in the systems and the NHSE/I
regional team to plan and prepare for the vaccination programme.
4.4

Winter and COVID-19 Surge planning

4.4.1 HCT has agreed winter and COVID-19 surge escalation triggers as part of the ICS
and East and North Hertfordshire ICP surge and capacity plan.
4.4.2 An activation plan has been completed for the enhanced services which HCT can
surge in response to winter or COVID-19 demand pressures. The services that we
may need to enhance to respond to winter/ COVID demand include:
• Support into care and nursing homes
• Prevention of Admission and Core Nursing service for patients in their own
homes
• Increased bed capacity in our Queen Victoria Memorial (QVM), Herts & Essex
and Danesbury community hospitals
• Enhanced Neuro Services for urgent Prevention of Admission and increased
support to our Early Supported Discharge pathway for Stroke and Neuro patients
• Enhanced Discharge Home to Assess for more patients
• Enhanced Children and Young People’s Community Nursing Service including
expanded Children’s Observation and Rapid Assessment Service (CORAS)
4.4.3 The activation plan identifies the additional workforce required to surge and is
informed by the learning from the initial phase of the pandemic. As well as
considering the resource required, the plan also identifies how services can be
delivered differently to increase available capacity for a limited period.
4.4.4 More recently, with the requirement for HCT to deliver the COVID-19 Vaccination
programme and the resource which we anticipate will be needed for this, the

capacity plan has been reviewed to reassess the maximum level of surge that HCT
could provide for enhanced services whilst also delivering COVID-19 Vaccinations.
4.4.5 The next step is to share and agree our latest plans with commissioners and system
partners, including completing a Quality Impact Assessment (QIA) in conjunction
with them.
4.5

Supporting our people

4.5.1 Workforce KPIs
Our workforce KPIs have remained within target, with staff turnover continuing to
show an improvement. The vacancy rate needs to be viewed with caution, as the
Trust is actively recruiting to roles which are not included within the budgeted
establishment and these additional staff are off-setting other vacancies – this will be
further exacerbated by recruitment to the mass vaccination programme. Whilst
sickness remains low, the number of staff self-isolating due to COVID-19 is starting
to increase with the rise in virus transmission in the population.

KPI

Target

April
2020

May
2020

June
2020

July
2020

Aug
2020

Sept
2020

Oct
2020

Vacancy %

11%

10.0%

10.2%

9.8%

10.3%

10.3%

8.5%

7.9%

Turnover - Underlying %

14%

13.8%

13.4%

13.1%

12.5%

11.6%

11.1%

11.0%

Sickness Absence %

3.7%

4.3%

4.0%

3.3%

3.1%

2.9%

3.3%

3.0%

Mandatory Training %

90%

95.7%

94.2%

93.7%

93.7%

93.8%

94.4%

94.0%

4.5.2 Trust People Strategy
A first draft of a revised People Strategy has been developed and is being tested
with a range of groups, including our Staff Council and Joint Negotiating
Committee. Our already well established annual People Plan will become the
delivery plan for this strategy. It is anticipated that the strategy will be ready for
Board approval in February 2021.
4.5.3 Diversity and Inclusion
Our Board Development session on 1 November built on the session on 2
September and continued the Board’s discussion on this important agenda. A
range of areas were agreed for further investigation and development, including
actions relating to training opportunities, Non-Executive Director recruitment and the
concept of a shadow Board. Building on the success of the Trust’s BAME Network,
successful focus groups have been held with staff living with a disability or long term
condition and those from the LGBTQI+ community. These groups will continue to
meet as networks/reference groups and will have an important role in the Trust’s
understanding of how we can continue to develop as a great place to work.
4.5.4 Flu Campaign

The annual staff flu campaign has been running since the end of September, with
Health@Work led clinics run during October and staff then continuing to access
vaccinations from over 40 HCT flu champions or via local pharmacies (claiming back
the cost). The Trust’s ambitious target was to ensure that all staff are vaccinated,
regardless of role, by the end of November. At 18 November, 67 per cent of staff
had been vaccinated and work was taking place to understand the position in
relation to remaining staff. The flu campaign normally extends to February but has
been shortened this year to allow us to move onto COVID-19 vaccinations for staff
as soon as these are made available.
4.5.5 Leading Lights Awards
On 20 October, we held our 2020 Leading Lights awards
ceremony as an online event for the first time. It was
fantastic that so many of our colleagues joined in the
celebrations. Despite being unable to physically be
together, we still managed to celebrate everything that is
good about HCT. Congratulations to all our nominees
and winners. The event recording and full information
about the nominees and winners is available on the staff
intranet.
4.5.6 Leadership Development
Our first virtual Leadership Conference was held on 20 October, with the themes of
inclusion, compassionate leadership and positive conversations. Excellent feedback
was received after the event. We will now build on this further with a series of shorter
leadership development events over the winter and a Leaders Forum in February.
4.5.7 Annual Staff Survey
The annual NHS Staff Survey, run for us as a full online census by the Picker
Institute as in previous years, closes on 27 November. We were pleased to have a
70 per cent response rate to last year’s survey and have set an ambitious internal
target of 90 per cent this year, recognising the importance of hearing the voices of all
our people. As at 13 November, 66 per cent of staff had responded. The survey
results are used internally and externally in a wide variety of ways, including
identifying priorities for improving staff experience in collaboration with our Staff
Council and Trade Union colleagues.
4.5.8 Staff Health and Wellbeing
We are very pleased to have been part of a successful joint Integrated Care System
bid to pilot setting up a Health and Wellbeing Hub aimed at supporting and
promoting the mental wellbeing of staff. This bid will see the introduction of Mental
Health First Aid Training and Schwartz Rounds, as well as an emotional health
support line and an enhanced trauma support service for staff. A further ICS staff
wellbeing bid was also successful, with three systems starting to work together to
develop a wellbeing app and review options for introducing wellbeing checks for
staff.

4.6

COVID-19 testing

4.6.1 HCT continues to deliver the following COVID-19 testing capability to support
infection prevention and control:
• Outbreak testing: We are providing testing as requested in response to
outbreaks reported in East and North Hertfordshire
• HCT inpatients: We are testing all new patients on admission to our inpatient
units and again five to seven days after admission. We test any patients who
become symptomatic during their time on our units and all patients prior to
discharge to another care setting, such as a care or nursing home or a hospice
4.6.2 In addition, asymptomatic COVID-19 testing is being introduced for all patientfacing healthcare staff across England, including receptionists and other non-clinical
staff who regularly come into contact with patients. The programme uses a lateral
flow test - staff self-swab and apply the swab onto a test strip which gives a result in
30 minutes. If the result is negative, no action needs to be taken and staff can work
as normal. If the result is positive, staff members will need to self-isolate and request
a PCR (polymerase chain reaction) test, the standard COVID-19 swab test, which is
analysed in a laboratory. We expect to receive test supplies in late November and
we will then distribute these and train staff to use the test.
5.

NATIONAL AND HERTFORDSHIRE & WEST ESSEX SYSTEM UPDATES

5.1

National updates

5.1.1 Framework for Reducing Health Inequalities Associated with COVID-19
Reducing health inequalities associated with COVID-19 is a new framework which
sets out core principles for understanding and taking action on health inequalities
associated with the pandemic. It has been developed by the Provider Public Health
Network with support from Public Health England (PHE) and in conjunction with NHS
Providers. It is intended to support NHS trusts during delivery of surge plans, as well
as in service restoration and recovery action.
The framework offers principles for a population health level approach to
understanding and taking action on health inequalities which have developed or
worsened as a result of the COVID-19 pandemic. It focuses on what NHS acute
hospital trusts and mental health and community trusts can do, working as part of an
integrated health and care system. The framework is intended to help NHS provider
trusts to systematically review, describe, prioritise and further develop their role in
addressing health inequalities during response and recovery from the COVID-19
pandemic and as part of their broader core efforts to meet the needs of their local
population.

This framework is designed to assist NHS provider trusts to address three main
areas shown in the graphic below:

5.1.2 NHS England and NHS Improvement: Advancing Mental Health Equalities
Strategy
NHSE/I has published its first Advancing Mental Health Equalities Strategy, which
summarises the core actions that need to be taken to bridge the gaps for
communities fairing worse than others in mental health services. It sits alongside the
NHS Mental Health Implementation Plan for 2019/2020 to 2023/2024 and is also an
important element of overall NHS plans to accelerate action to address health
inequalities in the next stage of responding to COVID-19. NHSE/I commits to take a
range of actions across three work streams to support the delivery of the strategy:
•
Supporting local health systems
•
Addressing workforce concerns
•
Improving data and information flow into national datasets
NHS Providers has produced an On the Day Briefing which summarises the key
points from the strategy.
5.2

Hertfordshire and West Essex Integrated Care System Updates

5.2.1 The Hertfordshire and West Essex Integrated Care System (HWE ICS) was formally
recognised as an ICS in May 2020. The ICS is comprised of four Integrated Care
Partnerships (ICPs):
•
•
•
•

East and North Hertfordshire ICP
West Hertfordshire ICP
West Essex ICP
Mental Health and Learning Disabilities ICP

5.2.2 Preliminary conversations have been held between the Development Directors of the
four ICPs and the ICS Director of System Transformation and Integration, to explore
the development of functions at ICP level. The intention is to build on the work

undertaken in February 2020 when a mapping exercise was conducted to
provisionally identify the most beneficial level (i.e. ICP or ICS), for functions to be
carried out in future. This provisional mapping was agreed by the ICS Partnership
Board.
5.2.3 In the East and North Hertfordshire ICP, the focus has been on identifying and
agreeing a small number of impactful priorities to drive system resilience and provide
a clear focus for the Partnership. This is in recognition of the difficult winter faced by
the health and social care system with the second wave of COVID-19 on top of
normal winter pressures and the need to recover services following the first COVID19 wave.
5.2.4 Katy Healy, HCT’s Associate Director of Operations for Children and Young People’s
Services, has been appointed Associate Director of Integrated Care Partnership
(ICP) Development in West Hertfordshire and will be seconded into this role from
January 2021 until March 2022. Katy’s significant strategic and programme
management experience will support the journey of the West Herts ICP from shadow
form in April 2021 to a fully functioning entity a year from then. Katy is currently
leading the Children and Young People’s Autism Spectrum Disorder (ASD) and
Attention Deficit and Hyperactivity Disorder (ADHD) Transformation Programme on
behalf of the Hertfordshire system in her HCT role. She will continue to take this
work forward in her new role to ensure continuity for this work which is both a system
and ICP priority.
6.0

TRUST UPDATES

6.1

HCT’s 10th Anniversary

6.1.1 This year marks the tenth anniversary of the Trust’s establishment on 1 November
2010, having previously been the provider arm of the then Hertfordshire Primary
Care Trust.
6.1.2 HCT’s 10th anniversary week was a great success, with staff across the Trust
celebrating. We shared messages from staff, other Trusts and former employees,
reflecting on our achievements over the past ten years. Our social media posts were
very successful, with hundreds of views each day. Our most popular post was a
video of our many achievements as a community Trust, with a combined 600 views
and 23 shares/retweets.
6.2

Operational Leadership changes

6.2.1 Tafadzwa Mugwagwa, HCT’s Associate Director of Operations for Adult Community
Services, is taking up a secondment with Camden and Islington NHS Foundation
Trust as Interim Deputy Director of Nursing on 1 December. This nine-month role will
build on Tafadzwa’s experience as a registered mental health nurse as well as his
senior leadership experience.

6.2.2 In the light of both Tafadzwa’s secondment and that of Katy Healy described in the
ICP update above, we have taken the opportunity to review the leadership structure
in our operational services and have put in place the following interim arrangements
for nine months from 1 December.
• Director of Operations (Interim) – Emma Whiteford will be returning to HCT to
take up this role leading operational services from 1 December
• Deputy Director of Operations (Adult Services) – Charlotte Reynolds will be
extending her current role to lead the Adult Services Business Unit
• Deputy Director of Operations (Children & Young People’s Services) – Naomi
Mason will be extending her current role to lead the CYP Business Unit
• Deputy Director of Contracts, Performance and Business Management – Andy
Saunders will be extending his current role to become part of the operational
senior leadership team and will support operational services with performance
and business management. He will also maintain his leadership role within the
Integrated Business Team and most of his existing portfolio of responsibilities:
responsibility for procurement will be transferred to the finance department for
this period to support Andy in undertaking this extended role
6.3

Emergency Planning, Resilience and Response Core Standards

6.3.1 Each year, all NHS organisations are required to measure themselves against an
agreed set of standards in order to demonstrate their ability to respond in the event
of an incident (severe weather, power failure, pandemic etc.) to enable continuation
of services.
6.3.2 The normal process is the completion of a comprehensive set of answers, with
evidence, to questions covering areas such as business continuity, incident
command and a number of other emergency planning related subjects. The scoring
of these determines the level of compliance achieved.
6.3.3 Because of COVID-19, NHSE/I required a letter of compliance responding to three
questions (included in the Board supporting papers) followed by, as in previous
years, an interview with East and North Hertfordshire CCG. Following our
submission and interview, the CCG agreed with and endorsed our fully compliant
status for the second year running. This will be confirmed in writing by the CCG (not
yet received at the time of this report).
6.4

Awards

6.4.1 As highlighted to the Board in September, we have continued to enter a number of
relevant local and national award schemes this year. The outcome for some of these
schemes has since been announced:

•
•
•

•

Advancing Healthcare Awards – Linda Rafferty, Children’s Therapy Assistant
Practitioner, was highly commended in the Outstanding Achievement by an Allied
health Professional category
Pride of Stevenage Awards – our Stevenage Integrated Community Team won
the Best COVID Healthcare Heroes category in this annual award scheme
organised by Stevenage Borough Council
Health Service Journal 2020 awards – HCT has now been shortlisted for the
Primary Care Networks, GP or Community Provider of the Year category in this
prestigious national award scheme. Judging takes place in January 2021 with
winners announced in March 2021
NHS Parliamentary Awards - our school aged immunisation service’s drivethrough immunisation sessions have been nominated for these awards by two
local MPs – Oliver Dowden (Hertsmere) and Bim Afolami (Hitchin and
Harpenden). The shortlist is due to be announced on 23 November

6.4.2 In addition:
•
•

6.5

Our East and North Referral Hub features in the NHS Providers Live showcase,
following on from the NHS Providers Annual Conference which took place online
in October
Justine Musiime, Senior Physiotherapist and Vice-chair of HCT’s BAME Network
featured in NHS England’s national recruitment advertising campaign We Are the
NHS which ran during advertising breaks on the ITV network in November

Finance update

6.5.1 There is a more detailed finance report on today’s agenda, but the Board is asked to
note that October was the first month under revised emergency financial
arrangements. A draft financial plan for months 7 to 12 was agreed across the Herts
and West Essex Integrated Care System (ICS) level on 22 October. That draft plan
set the Trust a deficit of £1,069k for the remainder of the year. Work is continuing
across the system to agree finalised plans with the Region.
6.5.2 NHS Charities Together has confirmed that the indicative allocation of funds to the
Hertfordshire and West Essex system is £713k which will be administered through
the HCT Charitable Funds. Grant applications to this value were finalised by the ICS
and submitted on 19 November. It is anticipated that funding to support approved
grant applications will be received in the next couple of months and allow individual
schemes to progress. The funds that HCT received from the Stage 1 Grant Funding
have now been allocated across a variety of staff and patient welfare schemes including kitchen refurbishments and tablets for use by patients in our inpatient units
- that are currently being implemented.
END OF REPORT
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1.0

Purpose & Recommendations

1.1

To outline to the Board the current budgeting arrangements for the second half (M712) of the 2020/21 financial year after completion of the Integrated Care System
(ICS) and Trust submissions on 22nd October 2020.

1.2

To ask the Board to:
(1)

Note that as agreed at the Board meeting on 6th October Chairs action was
taken to approve the Trust submission following a briefing to the Trust chair
and PPFC Chair on 22nd October.

(2)

Note the changes from the M7-12 plan presented in February and July 2020,
the revised arrangements covering COVID-19 spend and income, as well as
agreement about enhanced and expanded services for the rest of the financial
year

(3)

Note the revised budget setting option to be adopted for months 7 to 12.

2.0

Key Points for the Attention of the Board

2.1

Underlying position
The Trust has submitted a deficit control total position for M7-12 of (£1,069k).
Prior to making this submission on 22nd October 2020 the Trusts Executive Team,
PPFC Chair and Trust Chair were briefed and agreed to this submission.
While this is the first time in the Trust’s 10 year history that a deficit planned position
has been submitted, this is felt to be a fair reflection of the competing financial
pressures with regards the costs of services to be provided in the current
circumstances and the level of funding available both locally and nationally. It
remains the Trusts intent/ambition to work to manage the costs of service delivery
and achieve a breakeven position by the year end.
The table below outlines the overall planned position for M7-12 for HCT:

Statement of Comprehensive Income
Operating income from patient care activities
Other operating income
Employee expenses
Operating expenses excluding employee expenses
OPERATING SURPLUS/(DEFICIT)
FINANCE COSTS
Finance income
Finance expense
PDC dividends payable/refundable
NET FINANCE COSTS
Other gains/(losses) including disposal of assets
Share of profit/(loss) of associates/joint ventures
Gains/(losses) from transfers by absorption
Movements in fair value of investments
Corporation tax expense
SURPLUS/(DEFICIT) FOR THE PERIOD/YEAR
Donated asset depreciation adjustments
Control total

M7-12
£'000
56,290
929
(44,416)
(13,497)
(694)
0
0
(414)
(414)
0
0
0
0
0
(1,108)
39
(1,069)

As referred to above, earlier in the year a break even budget was set for the financial
year. However as the COVID19 pandemic has continued and the national funding
approach changed, the Trust is required to adjust its budgetary position for the
balance of the 2020/21 year. These adjustments include:
•
•
•
•
2.2

A national revision to the basis of funding to all NHS Providers
National changes to the calculation of central block funding values
Allocations at system level for Top Up and COVID funding
Inclusion of the costs of enhanced and additional services

Productivity Efficiency Improvement Schemes (PIES):
As previously reported the Trust’s underlying PIES deficit brought forward from 19/20
financial year is £3,121k
While the Trust was not required to achieve PIES within M1-6 as part of the national
emergency response to the COVID-19 pandemic, the Trust has achieved £419k of
PIES so far. Currently the total of identified and expected delivery of PIES for the
year are £1,043k. For M7-12 £624k of PIES will be delivered. As part of the Trust’s
collaboration within the ICS the Trust has recognised the second half of the year
value within its M7-12 planning return.
The level of PIES represents 1.1% of the Trusts income which is in line with the
original planning for 20/21 prior to the COVID-19 pandemic and the national
expectations for the M7 to 12 period

2.3

Changes in COVID-19 funding arrangements from M1-6
For Month 1-6 NHSI/E decided (after initially setting the emergency COVID-19
funding arrangements for M1-4) that Trusts would charge net COVID-19 related
spend to NHSI/E, which would be assessed and verified each month and reimbursed
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the following month. This would ensure Trusts were not left with increasing deficit
positions and cash flow challenges, while ensuring the centre were able to collate
COVID-19 spend across the country.
With a better understanding of COVID-19 related costs, it has been decided for
Months 7-12, rather than reclaim expenditure on a monthly basis; COVID-19 funding
has been allocated at an ICS level. For the Herts and West Essex ICS, a cost
envelope of £44,697k for the six month period has been allocated, which will need to
cover all CCGs (including PCNs) and provider COVID-19 costs in the ICS.
Following negotiations and review of initial plans submitted by each organisation
within the Herts and West Essex ICS, HCT has been allocated £1,226k from this
COVID-19 envelope. In comparison to M1-6 reclaimed net costs of £6,485k this is a
reduction of 81% of the funding. It should be highlighted though that while the
Trust’s COVID-19 costs are expected to decrease in month 7-12, this has been
offset because the Trust will be receiving additional funding direct from the CCG for
some enhanced services that were previously funded via the COVID-19 claim basis,
this is outlined in section 2.3 below.
2.3

Income Changes
The Trust was initially allocated funding of £31,326k covering commissioning by
NHS England, CCGs within the Herts and West Essex ICS and CCGs outside of our
ICS.
During the first half of 2020/21 the Trust was requested to provide a number of
additional services that either started from M7 or were the enhancement of services
provided in the initial response to the COVID-19 pandemic. For many of these
enhanced services where they had been started in the first half of the year, costs
had been reclaimed in M1-6 as part of the emergency COVID-19 funding
arrangements. However for M7-12 the funding of these services were be included
within the ICS overall income and cost envelope.
A breakdown of the additional and enhanced services set out below which were
added to the initial allocations for HCT from NHSI/E;
 CYP Continence services (additional service)



Children’s Observation & Rapid Assessment Service (CORAS) (additional
service)








Anti-coagulation services in primary care (additional service)
Enhanced Services - Prevention of Admissions
Enhanced Services - Discharge Home to Assess
Enhanced Services - COVID-19 rehab services
Care home swabbing - COVID-19 additional service
Key worker swabbing at Howard Court- COVID-19 additional service

The table below outlines the total income for the Trust for the second six months of
the year and its breakdown according to type of income
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M7-12
£'000
£'000

Income
Central calculated block
- NHS England
- CCG in HWE CCG
- CCG's outside in HWE CCG
Total central block

4,296
26,506
524
31,326

ICS Adjustments to block
Growth services funding
Top - up
COVID-19 funding
Total ICS adjustments

4,003
307
5,748
1,226

Income from NHS Trusts & FTs inside the ICS
Income from NHS Trusts & Foundation Trusts outside of the
ICS
NHS other (including PHE)
Local authorities
Injury cost recovery scheme
Private patient income
Non NHS: other
Overseas patients (non-reciprocal, chargeable to patients)
Rental revenue

1,721

11,284
42,610

0
692
11,499
9
5
300
0
383
14,609
57,219

Total Income

Income by summary type is further detailed in Appendix 1 to this report.
2.4

Expenditure Changes
As a result of the additional services outlined above, expenditure has increased and
is broken down in full in appendix 1.
The expenditure within the plan for M7-12 is broadly in line with M1-6. Whilst
additional costs are expected over the winter months, this increase in Month 7 to 12
is felt to be broadly comparable with the spike in expenditure incurred in Months 1
and 2 when costs in responding to the initial COVID response were incurred.

3.0

Relevant Strategic Objective(s) / Strategies

3.1

This report links to the following Trust Strategic Objectives
1.

4.0

Outstanding quality and performance

Risks and Mitigation Plans
Risk
Impact of the second COVID-19
surge could create significantly higher
costs than planned

Mitigation / Action(s)
HCT will be informed by regional and
national direction around pausing core
services to manage competing resourcing
pressures
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5.0

Quality / Service / Regulatory Impacts

5.1 - None
6.0

Resource Implications

6.1 – Note
7.0

Actions / Next Steps / Timelines

7.1 – None
8.0

References, Appendices & Supporting Information
References - None
Appendices & Supporting Information

9.0

Glossary / Abbreviations
None

Author(s) of paper:
David Bacon
Director of Finance, Systems and Estates
James Thirgood
Deputy Director of Finance, Systems and Estates
12th November 2020
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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 Performance and Finance Committee
October 2020
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

√/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, Systems
and Estates

√

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: Comparisons of plan to prior year and M1-6 to M7-12
Income

2019/20
M1 to M6 M7 to M12
Year ending
YTD
Plan
£'000
£'000
£'000
14,272
3,308
4,296
37,789
524
81,845
27,290
38,313
287
56
34
4,577
1,562
1,687
4,864
1,618
1,721

NHS England
CCGs inside the system patient care block
CCGs outside of the system patient care block
Clinical commissioning groups
NHS foundation trusts
NHS trusts
Income from NHS Trusts & FTs inside the system

M1-6 vs
M7-12
£'000
988

11,023
-22
125
103

Local authorities
NHS other (including Public Health England)
Non-NHS: private patients
Injury cost recovery scheme
Non-NHS: other
Total income from patient care activities
Education and training (excluding notional apprenticeship levy income)
Non-patient care services to other WGA bodies
PSF, FRF, MRET funding and Top-Up
Total Top Ups
Other (recognised in accordance with IFRS 15)
Rental revenue from operating leases
Other (recognised in accordance with standards other than IFRS 15)
Total other operating income

22,451
0
49
8
904
124,393
1,358
84
1,174
1,174
1,030
0
25
3,670

10,958
0
6
9
282
43,470
697
0
12,552
12,552
351
25
47
13,672

11,499
147
5
9
300
56,290
545
0
0
0
320
30
34
929

541
147
-1
0
18
12,820
-152
0
-12,552
-12,552
-31
5
-13
-12,743

Total operating income

128,062

57,142

57,219

77

Expenditure

Purchase of healthcare from NHS and DHSC group bodies
Purchase of healthcare from non-NHS and non-DHSC group bodies
Staff and executive directors costs
Non-executive directors
Total Staff Costs
Supplies and services – clinical (excluding drugs costs)
Supplies and services - general
Total Supplies and Services
Drugs costs (drug inventory consumed and purchase of non-inventory drugs)
Other:
Consultancy
Establishment
Premises - business rates payable to local authorities
Premises - other
Transport
Depreciation
Amortisation
Impairments net of (reversals)
Audit fees and other auditor remuneration
Clinical negligence
Education and training - staff costs
Education and training - non-staff
Operating lease expenditure
Redundancy costs - staff costs
Other
Other Total
Total operating expenditure
Net (Deficit)/Surplus
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2019/20
M1 to M6 M7 to M12
Year ending
YTD
Plan
£'000
£'000
£'000
691
225
228
1,741
95
96
95,360
42,426
44,416
67
44
42
95,427
42,470
44,458
5,029
1,846
1,848
1,944
1,728
1,428
6,973
3,574
3,276
895
436
438

M1-6 vs
M7-12
£'000

3
1
1,990
-2
1,988
2
-300
-298
2

447
4,520
808
5,906
1,644
3,595
211
1,074
53
171
0
71
1,790
24
809
21,123

284
3,647
373
2,492
361
1,811
88
0
36
141
0
59
519
0
534
10,344

282
2,802
375
2,490
360
2,012
88
0
36
144
0
60
522
0
621
9,792

-2
-845
2
-2
-1
201
0
0
0
3
0
1
3
0
87
-552

126,849

57,142

58,288

1,146

1,213

0

(1,069)

(1,069)

Efficiencies

2019/20
M1 to M6
M7 to M12
Year ending
YTD
Plan
£'000
£'000
£'000
5,435
0
623
5,435
419
623

Total efficiency assumed in plan
Total efficiency achieved
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M1-6 vs
M7-12
£'000
623
204
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1.0

Purpose & Recommendations
To advise the Board regarding the month 7 2020/21 financial position for the year.
This month was the first month under the revised emergency financial arrangements.
As previously reported the draft financial plan for months 7 to 12 was agreed at the
Herts and West Essex Integrated Care System (ICS) level on the 22nd October 2020.
The draft plan set the Trust a deficit of £1,069k for the remainder of the year.
As a result of the changes in the funding arrangements the Trust can no longer
reclaim COVID-19 related costs and has been ‘allocated’ a standardised value of
£204k a month for additional COVID-19 costs after all additional/enhanced services
notified as part of months1- 6 were approved and ‘allocated’ funding by the ICS.
While the plan has been agreed, risks exist in achieving income and managing
expenditure as the CCGs who are funding the enhanced services have requested
spending reviews of costs and associated income at month 9 and month 12.
The Trust is continuing to work on Productivity Efficiency Improvement Schemes
(PIES) to improve on both the underlying and in year planned position and there
have been a number of additional savings identified following the development of a
number of Business Cases which will support an improved position.
The finance team are continuing to work with NHS partner organisations to reduce
intra NHS Receivables and Payables with further improvement with West Herts
Hospitals NHS Trust expected in month 8.
The Trust’s capital spending levels remain significantly behind plan and a number of
additional capital projects have been identified and business cases are being
completed to ensure the Trust’s capital programme accelerates back to the Capital
Resource Limit by month 12.

The Board is asked to:

2.0

(1)

Note that the Trust is reporting achievement of the planned position for
month 7 (deficit £175k).

(2)

Recognise that some Performance Improvement and Efficiency
Schemes have now been identified for 2020/21 though significant work
is still to be completed to ensure the remaining balance is achieved.

(3)

Recognise that the intra NHS Trade Receivables and Payables
balances continue to improve.

(4)

Raise any issues / concerns.

Key Points for the Attention of the Board
2.1

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

For month1- 6 all provider organisations were required to break-even for the 2020/21
financial year. For months 7 -12 NHS organisations agreed their plans within their
respective STP/ICS system. The Trust has met its plan for month 7 having a deficit
position of £175k. This position does have a number of risks as outlined further in
the report.
Summary Income &
Expenditure 2020/21
£’000s
Income
Employee Costs
Non pay Expenditure
Net Finance costs
Adjustments
Total Surplus/Deficit

NHSE/I
indicative Plan
YTD M1-M7
66,680
(49,827)
(16,675)
(398)
45
(175)

Actual
YTD
M1-M7
66,634
(49,197)
(17,260)
(398)
46
(175)

Variance
YTD
M1-M7
(46)
630
(585)
0
1
0

•

Income and total expenditure are
both slightly below plan, with some
compensating variances between pay and non pay

•

As previously outlined the Trust can no longer claim net COVID-19 costs on a
‘reimbursement basis’ as part of the month 7 -12 financial arrangements.

b. COVID-19 costs
•

The Trust has an allocation of £204k per month within its month 7 -12 funding for
additional COVID-19 costs over and above the enhanced services. The Trust
has actively worked with budget holders to challenge costs accordingly and
ensure we do not exceed the budgeted value.

•

The Trust is still awaiting confirmation from NHSE/I that month 6 reclaimed
COVID-19 costs of £611k have been validated in full. It is expected that this
balance will be confirmed at the end of month 8 and the final position confirmed
in next month’s report.

•

In month 1-6 reporting the monthly financial returns were reviewed and signed
off by the Trust’s Chief Executive. For month 7-12 this is no longer a formal
requirement and the Director of Finance can now sign off the formal return.
However, given the success of the information transfer the Finance team have
continued to meet with the Chief Executive to update on the financial position for
month 7. The team met with Elliot Howard-Jones on the 13th November where
figures were reviewed and challenged accordingly. The monthly return was
signed off and submitted to NHSE/I on the same day which was before the
deadline of midday on the 16th November.

c. Productivity Efficiency Improvement Schemes (PIES):
• While the Trust was not required to achieve PIES within months 1-6 emergency
arrangements, the Trust submitted efficiencies of £624k within its plan for
months 7-12
•

The Trust has brought forward an underachievement of its recurrent PIES from
2019/20 of £3,121k. These need to be fully identified and plans in place to
ensure full achievement by 31st March 2021. PIES delivery remains significantly
behind plan, however a number of business cases in month 7 and the start of
month 8 have identified potentially additional opportunities.

•

As at month 7 the same level of PIES as identified in month 6 (£1,042k) remain
in place. The Trust needs to quantify the financial impact of the Adopt, Adapt
and Abandon work which remains outstanding

•

The Trust’s finance team is actively looking to work with Integrated Care System
(ICS) partner organisations to identify system efficiencies that can help support
the identification of PIES across the system.

c. Capital Expenditure:
• The Trust’s net capital spend was £17k for month 7 after VAT reclaims were
received in month. This is significantly less than the planned level of £784k, and
capital spend now represents a significant risk to this year’s plans. The Trust
YTD spend is £872k against a YTD plan of £3,145k. A significant reason for the
delay has been the completion of business cases which are due to be completed
in full by the end of November 2020. The Trust expects to catch up this spend in
future months, however additional schemes are being identified to bring forward
from 2021/22 financial year to ensure the planned and funded £8,297k spend
occurs.
d. Cash plan:
• The Trust’s cash position was £37,020k (month 6 was £36,798k) against a
revised planned level of £36,037k. The increase in cash is principally due to:
• Overpayments by HVCCG in the first months of 2020/21 that have yet to be
recovered
• Emergency financial arrangements, whereby the Trust receives payment for
the subsequent month in advance
• Delays in payables balances from the previous and current financial years.
e. Receivables and Payables
• The Trust has a year to date Receivables balance of £9,214k (month 6: £8,151k)
• The Trust has a year to date Payables balance of £14,435k (month 6: £13,281k)
3.0

Relevant Strategic Objective(s) / Strategies
3.1

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

4.0

Outstanding quality and performance
Best Value through Innovation

Risks and Mitigation Plans

Risk
PIES not recurrently achieved
in 2019/20 of £3,121k are yet
to be fully identified within the
2020/21 financial year

Mitigation / Action(s)
Though the pandemic has slowed identification, planning and
implementation of PIES, Finance, PMO and Strategy teams are
working closely with management to identify new work streams
to make up the shortfall in PIES.
Despite significant work being undertaken around the Adopt,
Adapt and Abandon strategy, The quantification of the financial

impact/benefit is still outstanding.
Progress on PIES development has occurred in month 7
5.0

Quality / Service / Regulatory Impacts
5.1 - None

6.0

Resource Implications
6.1 – PIES position outlined as above

7.0

Actions / Next Steps / Timelines
7.1 – Next report due for month 8 in December 2020

8.0

References, Appendices & Supporting Information
References – None
Appendices & Supporting Information – None

9.0

Glossary / Abbreviations
None
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James Thirgood
Deputy Director of Finance
16th November 2020
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√
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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
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√
√
√
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Month 7 Finance Report (October 2020)

Sponsoring Director:

Director of Finance, Systems and Estate

Author(s):

Finance Department

Purpose:

The purpose of the report is to provide the Board with
HCT’s financial position as at Month 7 – 2020/21.

Action required by the Board:
The Board is asked to note the Trust’s financial position as at 31st October 2020.

Contents
1. Director of Finance, Systems and Estates Key Messages
2. Statement of Comprehensive Income and Expenditure
3. Statement of Financial Position
4. Cashflow Statement
5. Cashflow movements and COVID-19 costs
6. Pay Expenditure
7. Agency Spend
8. Non Pay Expenditure
9. Risk to achievement of Control Total
10. Capital Spend
11. Better Payments Practice Code (BPPC) Performance

Director of Finance, Systems and Estates Key Messages
The Trust has a revised financial plan with a deficit of (£1,069k) for the 2020/21 financial year. As at
month 7 the Trust has achieved this target, with an in month and YTD deficit of (£175k). The Trust's
financial performance remains to plan; however there remain risks as the Trust could face a
resubmission of its plan for months 7-12. The Trust’s internal aim remains to achieve breakeven for
the year. The largest risk to the Trusts future financial stability is the resolution of the underachievement of the prior year’s Productivity Improvement and Efficiency Schemes (PIES) worth
£3,121k. While in month 1-5 there had been some improvement in the identification and
finalisation of some PIES schemes with a balance of £1,042k identified, no progress has been made
in months 6 or 7. However some additional PIES have potentially been identified during month 8
and urgent action is needed around the evaluation and quantification of the Adapt, Adopt and
Abandon process. As part of the month 7 to 12 planning the Trust is required to demonstrate to
the ICS that efficiencies of 1.1% (c £623k) will be made in month 7-12.
The Trust is currently awaiting approval of the net COVID-19 costs claimed in month 6 of £611k. It
is expected this will be approved at the end of October.
The Trust’s cash position continues to remain strong and the finance team have continued to
reduce down trade receivable and payable balances with other NHS bodies during the month. This
has enabled the team to build strong relationships with their counterparts which will support the
month 9 and year end agreement of balances work and avoid balances building up again as we
approach year end.
The Trust Capital spend is significantly behind plan by £767k in month and £2,133k YTD compared
to a planned YTD spend of £3,145k. An action plan is being compiled by the Capital Investment
Group ensure that the capital spend run rate increases for the rest of the year and the Capital
Resource Limit spend is achieved, this will be finalised shortly and involves the completion of all the
remaining business cases and potentially bringing forward 2021/22 capital expenditure, as well as
increasing the monitoring of scheme delivery from monthly to fortnightly reviews.
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Attachment D1

Medical Director and Director of Nursing Report

1.0

Executive update from Medical and Nursing Directorate

1.1

The Medical and Nursing Directorates continue to support the new Strategy and are
also working towards greater clinical collaboration with other provider Trusts across
the Integrated Care System (ICS).

1.2

The report gives an overview of the notable developments in services provided
during October as well as updates from relevant areas of work.

1.3

New Appointment: Dr Mark Sanderson has joined the trust for 2 days per week as
the new deputy medical director. We are very pleased to welcome him to HCT.

2.0

Dentistry

2.1

The team won the ‘Outstanding care’ Team award at the recent Leading Lights
event, the team were pleased to receive the award in recognition of the important
service they continue to deliver.

2.2

Since lockdown many oral surgery sessions have been cancelled and sedation
clinics have tightened their criteria. New guidelines come into force in January 2020
meaning it will no longer be possible to provide intravenous (IV) sedation for under
12s in a non-hospital setting. We have asked for additional funding so we can see
this patient group in our service.

2.3

The service is currently working with IT to develop templates in readiness for the
dental service moving over to the SystmOne clinical system.

2.4

The service is working on improving its remote consultation work – both in terms of
quality of approach and making the service more efficient by using dentists who are
currently working from home due to COVID risk assessment - a quality improvement
approach has been adopted.

3.0

Safeguarding Adults and Children

3.1

The team have been working together to produce weekly information into the All
Staff Bulletin for ‘Safeguarding Together’ Month in November 2020 with a focus on
topics important across all age groups such as Domestic Abuse, Contextual
Safeguarding (Prevent, Modern Slavery, County Lines, Gangs and Grooming) and
Neglect/Self neglect.

3.2

Safeguarding Adults Level 3 Training has been rolled out to new cohort of band 7
and 8 operational staff in line with national guidelines. This is a virtual package
including online learning and two MS Teams sessions.

4.0

Children’s Safeguarding

4.1

The number of Domestic Abuse notifications from police is being closely monitored.
As discussed at the Hertfordshire Safeguarding Boards, at the current time we are
only seeing a slight increase in comparison to the same months in 2019.

4.2

The Rapid Response to Unexpected Child Deaths data has indicated a lower
number of sudden deaths of children aged 0-18 in comparison to the 2018 and 2019
data.

4.3

The Section 11 annual visit carried out on 9 October by the CCG confirmed that the
Hertfordshire Community Trust (HCT) safeguarding children team showed its
commitment to health, safety, welfare of children, young people and families that
access services across the Trust. The CCG acknowledged that comprehensive
safeguarding assurance processes are in place across the organisation. Continued
service improvement is achieved through examination of practice, regular auditing
processes and implementation of safeguarding practice, in particular as a multiagency partner.

5.0

Occupational Therapy (OT)

5.1

On 2 November, as part of OT Week running 2-9 November, the Royal College of
OT kick started #ChooseOT: its new careers campaign to inspire people to choose
OT as a profession. The national campaign features videos and a new careers
website providing information about becoming an OT. HCT has actively supported
this campaign.

5.2

OT Apprenticeships: Two of our Therapy Assistants (one CYP and one adults)
were successful in the recruitment process for the system wide OT apprenticeship
programme commencing January 2021 at the University of Hertfordshire.

5.3

Helene Somerville – book publication: Helene Somerville, HCT Highly Specialist
Speech and Language Therapist (SLT) for Children and Young People (CYP), has
just had her first book published. The children’s book “The Sound we Found” was
written by Helene and two other SLT colleagues. The three SLT’s hope their story,
which introduces children to sounds and words, will not only act as a form of early
intervention but also promote a love of books in children.

6.0

Prevention of Admission (POA)
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6.1

GP Training: HCT hosted its first GP trainee for four months from August. The
feedback from this first placement was overwhelmingly positive and two further
trainees are planned to join us for placement in December and February.

6.2

Welwyn PCN Care Homes: HCT are providing the Enhanced Health in Care Homes
Service to seven care homes, with around 180 patients, in the Welwyn Primary Care
Network (PCN) as part of the GP PCN Directed Enhanced Service (DES). This
includes weekly virtual ward round review with a frailty GP and co-ordinating the
MDT meetings.

6.3

Eight GPs have now been employed on fixed term contracts to provide medical
support to the POA service from 9am-8pm, 7 days a week.

7.0

Clinical and Professional Executive Group East and North Herts ICP

7.1

There have now been three meetings of the clinical and professional executive
committee for the East and North Integrated Care Partnership (ICP). This is jointly
chaired by the Medical Director at HCT and the Nursing Director from East and North
Herts Trust. These bring together clinicians and professionals from across the ICP.

7.2

The first area of focus has been respiratory conditions and two workshops were held
in November with four different priorities set to be addressed this winter.

8.0

Patient Safety Specialist

8.1

In the last board report we noted the requirement by NHSE/I, as part of the NHS
Patient Safety Strategy, for organisations to have ‘Patient Safety Specialists’ to lead
on patient safety across their organisation. HCT has identified an experienced nurse
in the quality team who will be taking on the role.

9.0

Pharmacy

9.1

With the first wave of COVID-19 over, the HCT Pharmacy Team has focused on its
resources on the recovery phase. The Medicines Optimisation and Pharmacy Plan
2019 to 2021 was reviewed to understand the impact of COVID-19 on the progress
of the work plan. A revised plan for 2020/21 along with mitigating actions for COVIDrelated delays has been developed and implemented. The focus of the recovery has
been the continuation of the Electronic Prescribing and Administration system
project, the in-patient pharmacy support project and continuation of business
development with Primary Care Networks (and support for the Enhanced Care Home
Specification contract). New PCN services for Peartree PCN and Hertford and
Villages PCN commenced in September and October.
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9.2

The Pharmacy Team was also heavily involved in the successful development and
initiation of the new North Herts Anticoagulation service in September. Working at
pace against a very challenging timeline, Pharmacy worked on the development of
clinical policies, operational models and the mobilisation of the service. There
continues to be a pharmacist in the service in a clinical role and Pharmacy continues
to work to further develop the service.

10.0

Skin Health Service

10.1 There have been a number of developments in the Skin Health Service this year. As
part of working across the ICP, HCT has appointed Dr Mazzon as an interim
consultant for the Service. Dr Mazzon also works within the Dermatology Service at
East and North Herts NHS Trust and has a wealth of experience. This appointment is
part of the quality agenda, reviewing the Skin Health Service policies to enhance the
conditions that can be seen in the community and supporting with the supervision
and education of the GPs.
Dr Elizabeth Kendrick
Medical Director

Sarah Browne
Director of Nursing & Quality

November 2020
End of Report
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TRUST BOARD
Title:

Medical Clinical Excellence Awards Outcome

Meeting Date:

1 December 2020

Author:

Alison Ryder - Associate Director of People

For:

Assurance

Risk Rating:

Green

1.0

Purpose & Recommendations
1.1

2.0

3.0

To provide an overview of the process undertaken and outcome of the 2018
and 2019 Local Clinical Excellence Award (LCEA) round.

Key Points for the Attention of the Board
2.1

LCEAs are part of the nationally agreed pay system for NHS medical
consultants and are applied locally to individual consultants to recognise work
that is over and above the standard expected in their role.

2.2

In 2018, new national arrangements for LCEAs were introduced for the period
2018 to 2021. Under this scheme, LCEAs are paid annually as nonconsolidated and non-pensionable lump sum bonuses. These can be
awarded for periods of between one and three years.

2.3

Due to changes in Medical Directors, the Trust ran the 2018 and 2019 LCEA
rounds together in 2019. All eligible Consultants were invited to apply by
completing an application form. Three of the ten eligible consultants chose to
do so. Following consideration at a properly constituted Employer Based
Awards Committee (EBAC), two of these applicants were recommended for
an award for each of the two years. The third failed to provide sufficient
information on the form.

2.4

Details of the calculation of the funding pot and the amounts awarded are
provided at appendix 1. There is a requirement for a report covering these
specified headings to be provided to the Trust Board to ensure transparency
of the process.

Relevant Strategic Objective(s) / Strategies
3.1

This report links to the following Trust Strategic Objectives
3. Great place to work

3.2
4.0

Risks
4.1

5.0

There is a cost attached to Clinical Excellence Awards, but a nationally
agreed calculation determines this, so there is no discretion available to the
Trust.

Next Steps
6.1

7.0

There are no outstanding risks resulting from this Clinical Excellence Awards
round, as all affected parties have been notified of the result and there have
been no appeals. The BMA and Joint Local Negotiating Committee (JLNC)
have been consulted throughout the process and are content that the
arrangements have been properly applied.

Resource Implications
5.1

6.0

Links to: Trust People Plan

Due to the pandemic, it has been agreed nationally that the 2020 award round
will not be run in the normal way and the funding pot will instead be allocated
equally across all eligible consultants. Having discussed and confirmed the
arrangements for this with the JLNC, these payments will be made with the
December payroll.

Appendices & Supporting Information
(1) Clinical Excellence Awards Outcome Report for the Trust Board

Author of paper:
Alison Ryder - Associate Director of People
November 2020
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Data Quality Statement
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√
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√
√
√
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Appendix 1
Clinical Excellence Awards Outcome Report for the Trust Board
The report is based on the analysis of eligible Consultants as at 31/03/2019, with at least 1 years’
service as a Consultant (includes 3 consultants who subsequently left the Trust). The 2018 and
2019 award rounds were run together, but the allocations were calculated separately.
a) The number of consultants eligible

10

Consultants in academic posts

0

Female consultants
Consultants from ethnic minorities

9
4 x Asian or Asian British – Indian
2 x White - British
1 x White – other
1 x Asian or Asian British - Any other Asian
background
2 x Unstated
30 – 39 = 1
40 – 49 = 3
50 – 59 = 4
60 – 69 = 1
70 – 79 = 1
Full-Time = 5
Part-Time = 5
Married = 9
Single = 1
Not disabled = 10
Heterosexual = 5
Do not wish to disclose sexual orientation = 5
Sikh = 2
Atheism = 1
Hindu = 4
Not Stated = 3
1 (CS – Level 7)

The age ranges of consultants

Full-time / part-time status
Information on other protected
characteristics where available.

b) The number of existing award
holders, and of these the number of:
• consultants in academic posts
• female consultants
• consultants from ethnic minorities
• the age ranges of consultants
• full-time / part-time status
• Information on other protected
characteristics where available.
c) The number of applicants for award

0
1
0
50-59 = 1
Part-time = 1
White – British
Not disabled
Sexual orientation/religious belief not disclosed
3

d) The names of people recommended for
an award in a given year (both 2018 and
2019)
e) The amount available for investment in
each round

The amount actually invested for each round

The amount carried forward into the 2020
round
f) The number of appeals that have been:
• received
• upheld
• rejected.
g) Compliance statement by the chair of
the EBAC regarding process and
mechanisms for advising and supporting
consultants.

Two consultants were recommended for awards.
The names are not included due to the small
numbers and degree of personal information
2018 round • £3,016 per point (national agreement)
• Investment ratio 0.3 points per eligible
consultant = 9 consultants
• 2018 investment = £8,143 (9 x 0.3 x £3,016).
2019 round – (2018 investment, plus)
• £3,092 per point (national agreement)
• Investment ratio 0.3 points per eligible
consultant = 10 consultants
• Carry over of £2,111 from 2018
• 2019 investment = £11,387 (10 x 0.3 x £3,092
= £2,111.20).
2018 round 2 points awarded - £6032 (1 x awarded for two
years due to applicant retiring and 1x awarded for 3
years)
2019 round 2 additional points awarded - £6,184 (awarded for 2
years)
£10,459.60 investment - £6,184 awarded =
£5,203
None
None
None
The CEA award round was publicised to all eligible
consultants individually, each being provided with a
copy of the forms to complete, supported by
detailed guidance. The Consultants were given 8
weeks to complete their applications.
A full panel was set up to consider the applications
and each panel member assessed the applicants
first individually against the predetermined criteria
(based on national guidance), prior to coming
together as a panel to aggregate scores.
Following the panel process, all three applicants
were written to individually to confirm the outcome
and the appeals process. No applicants chose to
appeal.
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Author(s):
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Risk Rating:

Amber/Green

1.0

2.0

Purpose & Recommendations
1.1

To update and provide assurance to the Board in regards to Infection Prevention and
Control across the Trust.

1.2

To ask the Board to:
Receive the report and:
(1)
Review actions taken to date
(2)
Identify any further areas of work

Key Points for the Attention of Quality Committee
2.1

Infection prevention and control is a core component of managing the COVID-19
pandemic.

2.2

HCT continues to follow Public Health England (PHE) and NHSI guidance in regards
to infection control principles and personal protective equipment (PPE) requirements.

2.3

Since the last report presented to Quality Committee in September 2020 further
actions have been taken in response to PHE and NHSI guidance which includes:• A review of Community Services guidance in regards to recovery.
• Continuing to encourage staff to work from home where feasible.
• Ongoing promotion of infection control principles and training.
• Reviewing all environment and estates risk assessments in regards to COVID-19
secure.
• Winter planning / surge planning with awareness of interplay between COVID-19,
Norovirus and influenza
• Roll out of influenza vaccination programme (presently 62% uptake of front line
staff)
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• Review of Board Assurance Framework (see appendix 1).
• Monitoring local prevalence and nosocomial infection rates, including outbreak
control
• Daily reporting of sickness and self-isolating staff off sick due to COVID-19
related illnesses, with reduction seen in our overall sickness levels.o As at 10th November we are reporting 1.4% of Trust staff off sick due to
COVID-19 related illness (0.3% with COVID-19 related sickness). Our overall
staff sickness rate is 4.1%.
• Ongoing clinical visits to inpatient areas and use of telecon/video conferencing
facilities to support clinical staff.
• Ongoing daily reporting on the numbers of COVID-19 positive patients within
inpatient facilities.
• Review of swabbing requirements as part of the county swabbing cell including restart and temporay closure of drive-thru swabbing facility at Howard court.
• Policy review and updates.
• Review of NHSE Key actions: infection prevention and control and testing from
learning in regards to nosocomial infections (see appendix 2).
2.4

Regular communications have continued to be undertaken within Staff Bulletins,
Team conversation and All Staff Briefing in regards to ongoing promotion of infection
control principles and learning from local and national outbreaks. Infection Prevention
Control team continue to support clinical teams with any infection related queries and
are undertaking regular visits to the inpatient areas. Training continues thorugh online training as well as offering face to face training to each inpatinet area.

2.5

Following updates in national guidance all the environment and estates risk
assessments in regards to COVID-19 secure were reviewed. Learning from a
potential outbreak was also considered and two sites that had previously been
identified as COVID-19 secure (due to perpex screens being installed) have now
requested staff to wear face masks when moving away from desk areas.

2.6

A full review of the Board Assurance Framework presented to Quality Committee in
July and Board of Directors in August has been undertaken (see appendix 1). This
has been updated to show present position. No new risk or gaps in assurance
identified.

2.7

A full review has also been undertaken of NHSE guidance released on 17 November
2020 “ Key actions: infection prevention and control and testing” detailing learning
from nosocomial infections (see appendix 2).

2.8

Ongoing monitoring of local prevalence and nosocomial infection rates continue as
well as monitoring for other infections. The table below confirm there have been no
other cases of infections reported within the Trust.

MSSA
MRSA
C. diff
Klebsiella
E. coli
Pseudomonas. aer

3.0

Quarter 2
0
0
0
0
0
0

2.9

Outbreaks: There have been two potential outbreaks of COVID-19 within the Trust
(one was downgraded):•
Referall Hub – two members of staff tested positive to COVID-19 in early
October – one as part of research trial and was asymptomatic and one from
COVID-19 symptoms with close family contacts also positive. Full outbreak
guidance and reporting was adhered to with staff testing also undertaken.
This was downgraded to a cluster following a joint IMT with PHE and NHSE
on 16 October following confirmation of the background of cases,
estates/environment, possible exposure and transmission and that all further
staff tested negative.
•
Danesbury office – two members of staff tested positive following symptoms.
Whilst these two cases were identified 5 days apart, due to working in the
same office, it has been confirmed that this is a possible outbreak. Working
with the system IPC leads, it has been agreed that only weekly reporting for
the 28 day period is required due to all appropriate actions being taken.

2.10

Since the last report, there have been no issues with supply of Personal protective
equipment (PPE). Refresh of guidance to staff is presently being undertaken as part
of regular communications.

Relevant Strategic Objective(s) / Strategies
3.1

4.0

Quarter 1
0
0
0
0
0
0

This report links to the following Trust Strategic Objectives
1.
Outstanding quality and performance

Risks and Mitigation Plans

There are a number of risks identified from the COVID-19 pandemic which are being managed and
monitored through our incident control governance structure.

5.0

Actions / Next Steps / Timelines
5.1
5.2

6.0

References, Appendices & Supporting Information
1.
2.

7.0

To ensure that infection prevention and control remains core to the management of
COVID-19 pandemic.
To continue to review and implement relevant guidance as published.

Updated IPC BAF
Key actions: Infection prevention and control and testing document and assurance
paper.

Glossary / Abbreviations
PHE - Public Health England
PPE – Personal Protective Equipment
PHE – Public Health England
BAF – Board Assurance Framework
IPC – Infection, Prevention and control
DoN – Directror of Nursing
DIPC – Director of Infection Prevention and Control.
ESF – Emergency Support Framework

Author(s) of paper:
Sarah Browne
Director of Nursing and Quality / DIPC
19 November 2020
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update will be given at the Board for any updates since the production of the paper.
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Foreword
NHS staff should be proud of the care being provided to patients and the way in which
services have been rapidly adapted in response to the COVID-19 pandemic.
Effective infection prevention and control is fundamental to our efforts. We have developed
this board assurance framework to support all healthcare providers to effectively self-assess
their compliance with PHE and other COVID-19 related infection prevention and control
guidance and to identify risks. The general principles can be applied across all settings;
acute and specialist hospitals, community hospitals, mental health and learning disability,
and locally adapted.
The framework can be used to assure directors of infection prevention and control, medical
directors and directors of nursing by assessing the measures taken in line with current
guidance. It can be used to provide evidence and also as an improvement tool to optimise
actions and interventions. The framework can also be used to assure trust boards.
Using this framework is not compulsory, however its use as a source of internal assurance
will help support organisations to maintain quality standards.

Ruth May
Chief Nursing Officer for England
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1. Introduction
As our understanding of COVID-19 has developed, PHE and related guidance on required
infection prevention and control measures has been published, updated and refined to reflect
the learning. This continuous process will ensure organisations can respond in an evidencebased way to maintain the safety of patients, services users and staff.
We have developed this framework to help providers assess themselves against the
guidance as a source of internal assurance that quality standards are being maintained. It
will also help them identify any areas of risk and show the corrective actions taken in
response. The tool therefore can also provide assurance to trust boards that organisational
compliance has been systematically reviewed.
The framework is intended to be useful for directors of infection prevention and control,
medical directors and directors of nursing rather than imposing an additional burden. This is
a decision that will be taken locally although organisations must ensure they have alternative
appropriate internal assurance mechanisms in place.

2. Legislative framework
The legislative framework is in place to protect service users and staff from avoidable harm
in a healthcare setting. We have structured the framework around the existing 10 criteria set
out in the Code of Practice on the prevention and control of infection which links directly
to Regulation 12 of the Health and Social Care Act 2008 (Regulated Activities) Regulations
2014.
The Health and Safety at Work Act 1974 places wide-ranging duties on employers, who are
required to protect the 'health, safety and welfare' at work of all their employees, as well as
others on their premises, including temporary staff, casual workers, the self-employed,
clients, visitors and the general public.

The legislation also imposes a duty on staff to

take reasonable care of health and safety at work for themselves and for others, and to cooperate with employers to ensure compliance with health and safety requirements.

Robust risk assessment processes are central to protecting the health, safety and welfare of
patients, service users and staff under both pieces of legislation. Where it is not possible to
eliminate risk, organisations must assess and mitigate risk and provide safe systems of
work. In the context of COVID-19, there is an inherent level of risk for NHS staff who are
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treating and caring for patients and service users and for the patients and service users
themselves in a healthcare setting. All organisations must therefore ensure that risks are
identified, managed and mitigated effectively.
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Infection Prevention and Control board assurance framework
1. Systems are in place to manage and monitor the prevention and control of infection. These systems use risk
assessments and consider the susceptibility of service users and any risks posed by their environment and other
service users
Key lines of enquiry

Evidence

Systems and processes are in place to
ensure:
Admitting areas provided with referral
• infection risk is assessed at the
front door and this is documented in form prior to admission and received
patient transfer letter on admission. All
patient notes
patients transferred from ENHT or PAH
are reviewed by inreach team.

Gaps in Assurance

Mitigating Actions

Transfer letters not always
comprehensive
Challenges with obtaining
COVID results in timely
fashion

Treating patients as
potentially positive until
confirmed results.

• patients with possible or confirmed
COVID-19 are not moved unless
this is essential to their care or
reduces the risk of transmission

Patients not moved between clinical
areas unless necessary and/or for
discharge
Identified COVID19 positive wards and
use of cohorting in bays as required.

Delay in swab results

Lab capacity being
monitored. Patients in side
rooms and/or co-horted if
results not known.

• compliance with the
national guidance around discharge
or transfer of COVID-19 positive
patients

Trust adhering to PHE guidance.
Continuous review of any updates with
communication out to staff. Revised
guidance and any changes reflected in
trust communication alerts

Frequent changes have led
to some confusion and
anxiety from staff
(especially from
professional bodies).

Ongoing regular
communication to staff via
newsletters, strict
adherence to PHE
guidance. Infection
prevention control visits to
staff and teams.

• patients and staff are protected
with PPE, as per the PHE national

PPE centrally managed in order to ensure On Push delivery so no
control of quantities of
stock levels are appropriate for clinical

Mutual aid across
Hertfordshire and
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guidance

needs. Weekly deliveries to areas, daily
review of stock levels, completion of
required Sitrep to detail stocks and
projected days stock

PPE.

escalation of any shortages
via NSDR.

• national IPC guidance is regularly
checked for updates and any
changes are effectively
communicated to staff in a timely
way

Trust guidance based on PHE guidance.
Continuous review of any updates with
communication out to staff. Revised
guidance and any changes reflected in
trust communication alerts. Use of PHE
posters.

Staff adherence to
guidance.
Different interpretations of
PPE requirements by other
organisations had
heightened Staff anxiety.

Regular communication to
staff via newsletters, strict
adherence to PHE
guidance, use of YouTube
videos and Infection
prevention control visits to
staff and teams.
Senior staff supporting
clinical areas.

• changes to guidance are brought to
the attention of boards and any
risks and mitigating actions are
highlighted

Risk assessment undertaken and
presented to BoD 01/04/2020 with
N/A
updates of any changes to each BoD.
Any changes to PHE guidance is
reviewed and appropriate actions taken.
Daily Sitrep report circulated to BoD each
evening with any relevant updates.

• risks are reflected in risk registers
and the Board Assurance
Framework where appropriate

Risks are reflected in risk register. Risks N/A
are reviewed as part of Gold and Bronze
teams

N/A

• robust IPC risk assessment
processes and practices are in
place for non COVID-19 infections
and pathogens

IPC raised importance of assuring nonCOVID infections are still prioritised
appropriately. Policies recently revised
and updated concerning all non-COVID
alert organisms

N/A

N/A

N/A
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2. Provide and maintain a clean and appropriate environment in managed premises that facilitates the prevention and
control of infections
Key lines of enquiry

Evidence

Systems and processes are in place to
ensure:
• designated teams with appropriate Clinical areas aware of cleaning
training are assigned to care for and requirements in patient bed spaces and
treat patients in COVID-19 isolation equipment utilised
or cohort areas

Gaps in Assurance

Mitigating Actions

N/A

N/A

• designated cleaning teams with
appropriate training in required
techniques and use of PPE, are
assigned to COVID-19 isolation or
cohort areas.

Specialist trained cleaning contractor
N/A
utilised to conduct all COVID-19 related
cleaning, separate to regular site cleaning
teams.

• decontamination and terminal
decontamination of isolation rooms
or cohort areas is carried out in line
with PHE and other national
guidance

All cleaning is conducted in line with PHE
guidance and as per Risk Assessment
and Method Statement (RAMS).

• increased frequency, at least daily,
of cleaning in areas that have
higher environmental contamination
rates as set out in the PHE and
other national guidance

All cleaning is conducted in line with PHE
guidance and as per RAMS.
Enhanced cleaning of high touch
points/usage areas initiated within site
cleaning schedules across Trust portfolio.
Detailed in Interserve Bedroom Cleaning
Access Log

Cleaned as part of the site specific
• attention to the cleaning of
toilets/bathrooms, as COVID-19 has cleaning schedules
frequently been found to
contaminate surfaces in these

N/A

N/A

N/A

To review ongoing
requirements within clinical
bases and as new areas /
bases open

Cleaning of work bases for
clinical teams has
increased at this present
time. Will need to review
ongoing needs as further
clinical areas / bases are
re-opened

N/A

N/A
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areas
Carried out in line with national guidance
• cleaning is carried out with neutral as detailed in attached RAMS
detergent, a chlorine-based
disinfectant, in the form of a solution
at a minimum strength of 1,000ppm
available chlorine, as per national
guidance. If an alternative
disinfectant is used, the local
infection prevention and control
team (IPCT) should be consulted on
this to ensure that this is effective
against enveloped viruses
Carried out in line with guidance as
• manufacturers’ guidance and detailed in attached RAMS
Chlorine based products are air dried.
recommended product ‘contact
time’ must be followed for all
cleaning/disinfectant
solutions/products
•

N/A

N/A

N/A

N/A

All cleaning is conducted in line with PHE N/A
guidance and as per RAMS.
‘frequently touched’
Enhanced cleaning of high touch
surfaces, eg door/toilet handles, points/usage areas initiated within site
patient call bells, over-bed
cleaning schedules across Trust portfolio.
tables and bed rails, should be
Detailed in Interserve Bedroom Cleaning
decontaminated at least twice
Access Log
daily and when known to be
contaminated with secretions,
excretions or body fluids
N/A
Communication with staff in regards to
cleaning of electronic equipment following
electronic equipment, eg mobile agreed advice from IT ad Infection control.
phones, desk phones, tablets,
desktops and keyboards should
be cleaned at least twice daily Trust does not have specific rooms for
N/A
removal of PPE.
rooms/areas where PPE is

N/A

as per national guidance:
-

-

-

N/A

N/A
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removed must be
decontaminated, timed to
coincide with periods
immediately after PPE removal
by groups of staff (at least twice
daily)
• linen from possible and confirmed
COVID-19 patients is managed in
line with PHE and other national
guidance and the appropriate
precautions are taken
• single use items are used where
possible and according to Single
Use Policy

N/A
All used linen bagged are classified as
infectious linen and processed off site by
specialist linen contractor Synergy, in line
with PHE guidance and Trust policy.

N/A

N/A

N/A

Single items are used where possible.
Guidance on singe use items is part of the
standard principles policy

• reusable equipment is appropriately
Cleaning services, as per RAMS and in line N/A
decontaminated in line with local
and PHE and other national policy with PHE guidance. Medical devices has
also involved for supporting medical
equipment decontamination and has
worked with infection control for clear
messages and guidance to staff.
• review and ensure good ventilation
in admission and waiting areas to
minimize opportunistic airborne
transmission

Where mechanical ventilation systems are
fitted, these are maintained in accordance
with HTM guidance however most
admission and waiting areas have natural
ventilation

N/A

N/A

N/A

3. Ensure appropriate antimicrobial use to optimise patient outcomes and to reduce the risk of adverse events and
antimicrobial resistance
Key lines of enquiry

Gaps in Assurance

Mitigating Actions

Evidence

Systems and process are in place to
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ensure:
• arrangements around antimicrobial
stewardship are maintained

Pharmacy support to inpatient areas.
No electronic prescribing
Pro-active medicines optimisation and
(Electronic Prescribing and
medicines management support which
Medicines Administration
contributes to appropriate antimicrobial use (EPMA) system is in
business plan)
and stewardship.

Pharmacy teams have continued
• mandatory reporting requirements
are adhered to and boards continue conducting regular audits within inpatient
areas as per audit programme.
to maintain oversight

N/A

Pharmacy has increased
both the amount and the
expertise level of its
support to the inpatient
units and team. On top of
the regular pharmacy visits
by Band 6/7 pharmacists,
we have added four more
days per week of Band 8a
pharmacist and Band 7
pharmacy technician time.
N/A

4. Provide suitable accurate information on infections to service users, their visitors and any person concerned with
providing further support or nursing/ medical care in a timely fashion
Key lines of enquiry

Evidence

Gaps in Assurance

Mitigating Actions

N/A

N/A

N/A
Plan in place to allow identification of
COVID-19 +/- sites/wards as required
dependent on pandemic. Ongoing review
of level of demand and phased plan in
place to support.

N/A

Systems and processes are in place to
ensure:
• implementation of national guidance Posters placed in key areas of in-patient
on visiting patients in a care setting areas advising of COVID-19 risks and
guidance. Reduced visiting implemented
within inpatient areas. This is being
continuously reviewed.
• areas in which suspected or
confirmed COVID-19 patients are
where possible being treated in
areas clearly marked with
appropriate signage and have
restricted access
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• information and guidance on
COVID-19 is available on all Trust
websites with easy read versions

Trust website contains basic information
with links to further websites and contact
numbers.

N/A

N/A

• infection status is communicated to
the receiving organisation or
department when a possible or
confirmed COVID-19 patient needs
to be moved

Relevant department and organisations
are informed of infection status prior to
transfer.

N/A

N/A

5. Ensure prompt identification of people who have or are at risk of developing an infection so that they receive timely
and appropriate treatment to reduce the risk of transmitting infection to other people
Key lines of enquiry

Evidence

Gaps in Assurance

Mitigating Actions

MIU’s and outpatient departments have
clear triaging guidance for attending
patients.

Some outpatient
departments small, making
it difficult to facilitate social
distancing

Staggering of appointments
to minimise number of
patients present at any one
time. Use of video
conferencing within
services and MIU.

• mask usage is emphasized for
suspected individuals

Masks are available if required for
patients (and as per 15/06/2020) all
patients and visitors being asked to wear
face coverings.

N/A

N/A

• ideally segregation should be with
separate spaces, but there is
potential to use screens, eg to
protect reception staff

Screens in place for majority of reception
areas –staff being supplied with masks
and visors if required

N/A

N/A

Systems and processes are in place to
ensure:
• front door areas have appropriate
triaging arrangements in place to
cohort patients with possible or
confirmed COVID-19 symptoms
and to segregate them from non
COVID-19 cases to minimise the
risk of cross-infection as per
national guidance
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Patients within inpatient areas swabbed
• for patients with new-onset
symptoms, it is important to achieve and isolated. Staff follow PHE guidance
for contract tracing.
isolation and instigation of contact
tracing as soon as possible

N/A.

N/A.

• patients with suspected COVID-19
are tested promptly

N/A.

N/A

N/A

N/A

N/A

N/A

Robust testing process in place for
inpatients. Community patients covered
via test and trace guidance,

• patients who negative but display or Patients are retested if remain
symptomatic and isolated/co-horted as
go on to develop symptoms of
appropriate
COVID-19 are segregated and
promptly re-tested and contacts
traced
• patients who attend for routine
appointments who display
symptoms of COVID-19 are
managed appropriately

Processes in place for checking patients
prior to attendance for appointments.
Virtual technology in use for majority of
routine appointments to reduce risks.
Patients / relatives attending clinics are
again reviewed for any signs or
symptoms prior to access.

6. Systems to ensure that all care workers (including contractors and volunteers) are aware of and discharge their
responsibilities in the process of preventing and controlling infection
Key lines of enquiry

Evidence

Systems and processes are in place to
ensure:
PHE guidance disseminated clearly and
• all staff (clinical and non- clinical)
on multiple forums.
have appropriate training, in line
with latest PHE and other guidance,
to ensure their personal safety and
working environment is safe

Gaps in Assurance

Mitigating Actions

Regular change/revisions
in PHE guidance did cause
initial anxiety and
uncertainty in many staff
members

Regular communications to
staff, videos, IPC support to
clinical areas, Senior
clinical on site support
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• all staff providing patient care are
trained in the selection and use of
PPE appropriate for the clinical
situation and on how to safely don
and doff it

Training and guidance has been provided
by the Infection Prevention and Control
team, local ward managers and senior
staff. Senior management staff have also
been involved in ad-hoc training

Lack of anti-chambers for
in-patient areas for doffing
PPE proves challenging for
adherence to PHE
guidance. Caring for
patients in own homes
restricts access to suitable
environment for safely
donning and doffing PPE.

IPC visits to clinical areas to
advise staff.
YouTube videos made in a
patients home to show how
to don and doff. Use of
prompt cards as aide
memoire.

• a record of staff training is
maintained

IPC training recorded.

Record of staff in regards
to donning and
doffing/specific COVID-19
training not recorded.

Regular communications to
staff, aide memoires and
videos in place. Managers
supporting and training
staff.

• appropriate arrangements are in
place that any reuse of PPE in line
with the CAS alert is properly
monitored and managed

IIR masks used on a sessional basis in
inpatient areas or swabbing service only
as per CAS alert. Eye protection also
used as per CAS alert and cleaned with
chlorine wipes if not for single use. All
other PPE items used as single use.

N/A

N/A

• any incidents relating to the re-use
of PPE are monitored and
appropriate action taken

Only PPE re-used is eye protection as
above.

N/A

N/A

• adherence to PHE national
guidance on the use of PPE is
regularly audited

Spot checks undertaken by managers
and IPC team. Hand hygiene and care
bundle audits remain in place.

No specific PPE audit

Regular visits to teams and
clinical areas by senior
managers and IPC team to
review adherence.

• staff regularly undertake hand
hygiene and observe standard
infection control precautions

All staff aware of 5 moments of hand
hygiene – as per IPC training and hand
hygiene audits in place

N/A

N/A

N/A

N/A

• hand dryers in toilets are associated
Audit of hand dryer locations conducted
with greater risk of droplet spread
than paper towels. Hands should be across Trust sites. Identified hand dryers
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dried with soft, absorbent,
disposable paper towels from a
dispenser which is located close to
the sink but beyond the risk of
splash contamination, as per
national guidance

have been disconnected/isolated and
hand towel dispensers installed and
waste bins provided.

• guidance on hand hygiene,
Guidance supplied in all toilet areas
including drying, should be clearly
displayed in all public toilet areas as
well as staff areas

N/A

N/A

• staff understand the requirements
for uniform laundering where this is
not provided for on site

Guidance and communications provided
across the trust concerning laundry
procedures (as per IPC guidance).

N/A

N/A

• all staff understand the symptoms
of COVID-19 and take appropriate
action in line with PHE and
other national guidance if they or a
member of their household display
any of the symptoms.

Staff are aware and reminded frequently N/A
of both symptoms to look for in
themselves and family members and also
the protective requirements necessary

N/A

7.

Provide or secure adequate isolation facilities

Key lines of enquiry
Systems and processes are in place to
ensure:
• patients with suspected or
confirmed COVID-19 are isolated in
appropriate facilities or designated
areas where appropriate

Evidence

Gaps in Assurance

Patients are isolated and/or co-horted
N/A
appropriately. Each patient is considered
separately in regards to infection risk and
which area of acute hospital (Black, Red,
Amber, Green status) has been nursed in
to determine which unit to transfer to and
whether can be co-horted or for side

Mitigating Actions

N/A
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room.
• areas used to cohort patients with
suspected or confirmed COVID-19
are compliant with the
environmental requirements set out
in the current PHE national
guidance

PHE guidance is followed if patients who
are symptomatic/asymptomatic with
negative screens are identified

N/A

N/A

• patients with resistant/alert
organisms are managed according
to local IPC guidance, including
ensuring appropriate patient
placement

Advice has been shared that awareness
concerning other infectious organisms
must remain high, especially concerning

Universal promotion and
focus on COVID-19 has
affected clinical observation
and mindfulness of other
alert organisms

Promotion from
managements and IPC
teams to advise of risk

MDR-GNB

from other alert
organisms

8. Secure adequate access to laboratory support as appropriate
Key lines of enquiry
There are systems and processes in
place to ensure:
• testing is undertaken by competent
and trained individuals

Evidence

Gaps in Assurance

Mitigating Actions

N/A

N/A

No laboratory within organisation.
Laboratories identified for testing have
been agreed by PHE.

• patient and staff COVID-19 testing
is undertaken promptly and in line
with PHE and other national
guidance

Patient swabbing undertaken as per
national guidance. Staff testing
undertaken using national portal. HCT
has worked with system to support Drive
through when access was an issue.

Delay in swab results

Ongoing review and
monitoring.

• screening for other potential
infections takes place

If clinically indicated and/or as per
national guidelines regarding intrahospital admissions

N/A

N/A
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9. Have and adhere to policies designed for the individual’s care and provider organisations that will help to prevent
and control infections
Key lines of enquiry

Evidence

Gaps in Assurance

Systems and processes are in place to
ensure that:
• staff are supported in adhering to all IPC policies including those for other alert N/A
organisms in place
IPC policies, including those for
other alert organisms
N/A
Changes to national guidance are
• any changes to the PHE national
managed through gold, silver and bronze
guidance on PPE are quickly
management routes and communicated
identified and effectively
via Communications department within 24
communicated to staff
hours. Information uploaded and updated
on intranet

Mitigating Actions

N/A

N/A

• all clinical waste related to
confirmed or suspected COVID-19
cases is handled, stored and
managed in accordance with
current national guidance

All waste management continues to take
place as per national guidance

N/A

N/A

• PPE stock is appropriately stored
and accessible to staff who require
it

Teams have access to PPE which is
stored locally. Main supply of PPE is
stored centrally and audited daily.

N/A

N/A

10. Have a system in place to manage the occupational health needs and obligations of staff in relation to infection
Key lines of enquiry

Evidence

Gaps in Assurance

Appropriate systems and processes
are in place to ensure:
• staff in ‘at-risk’ groups are identified Robust risk assessment process in place, Small number of risk
assessment forms for
with staff being individually assessed
and managed appropriately
against a range of risk factors. Trust
higher risk categories still
including ensuring their physical

Mitigating Actions

Risk assessments have
been undertaken.
Risk assessment
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and psychological wellbeing is
supported

processes are confirmed as being in line
with national guidance. Any health
concerns/conditions discussed. Red risk
rated staff had been redeployed/advised
to work from home as appropriate for their
safety.

to be completed
(particularly for more
recently introduced factors,
such as BAME and males
over 50)

spreadsheet holds
information on all staff
individual risk levels and
work role risk levels, with a
focus on full assessments
for red risk categories as a
top priority.

N/A

N/A

• staff required to wear FFP reusable
respirators undergo training that is
compliant with PHE national
guidance and a record of this
training is maintained

Staff required to wear FFP masks have
been fit tested and training given. A
record of this is maintained.

• consistency in staff allocation is
maintained, with reductions in the
movement of staff between different
areas and the cross-over of care
pathways between planned and
elective care pathways and urgent
and emergency care pathways, as
per national guidance

Wards were split to COVID-19 positive
and negative with staff allocation to each
area during previous SURGE. Will review
requirements in line with increase in
COVID-19 positive patients.

• all staff adhere to national guidance
on social distancing (2 metres)
wherever possible, particularly if not
wearing a facemask and in nonclinical areas

Regular communications and spot checks Staff adherence to
guidance
in place in regards to social distancing.
Clear message to all staff that if cannot
adhere to 2 metre social distancing- that
PPE is to be worn. Further comms sent to
staff from face mask guidance received
12/06/2020. Risk assessments being
updated to sites to confirm those
identified as COVID-19 secure.

• consideration is given to staggering Staggering of breaks where possible,
wider use of rooms and facilities whilst
staff breaks to limit the density of
healthcare workers in specific areas staff working from home.

Community teams not split
due to numbers of COVID-19
positive patients and size of
teams.

Staff adherence to
guidance

All patients treated as
potential positive. Reenforcement of IPC
guidance.

Regular spot checks and
communications including
posters, stickers on desks.
Computer screens/docking
stations removed to support
spacing of desks.

Regular communications.
Risk assessments of areas.
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• staff absence and well-being are
monitored and staff who are selfisolating are supported and able to
access testing

HR/People team in place to monitor staff
absence and well-being. Wellbeing calls
made to all staff self-isolating. Any staff
newly self-isolating are contacted to
arrange prompt testing. Staff absence is
discussed daily across all management
streams.

N/A

N/A

• staff that test positive have
adequate information and support
to aid their recovery and return to
work.

Staff who have tested positive are
N/A
contacted by HR/People support and also
managers in order to assess their
physical and mental wellbeing

N/A

Key to abbreviations:PPE
Personal Protective Equipment
NSDR
National Supply Disruption Response
HR
Human Resources
IPC
Infection Prevention and Control
MDR-GNB
Multidrug-resistant Gram-negative bacteria (infection)
BoD
Board of Directors
CAS
Central Alerting System

PHE
FFP
BAME
IIR
ENHT
PAH
Don /Doff

Public Health England
Filtering Face piece (FFP3 masks)
Black, Asian and minority ethnic
Fluid Resistant surgical face mask
East and North Herts NHS Trust
Princess Alexandra NHS Trust
‘Do put on’ / Do take off’
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England

Key actions: infection prevention
and control and testing
Organisations
It is the board’s responsibility to ensure that:

1

Staff consistently practice good hand hygiene and all high touch surfaces and
items are decontaminated multiple times every day – once or twice a day is
insufficient.

2

Staff maintain social distancing in the workplace, when travelling to work
(including avoiding car sharing) and to remind staff to follow public health
guidance outside of the workplace.

3

Staff wear the right level of PPE when in clinical settings, including use of face
masks in non-clinical settings.

4

Patients are not moved until at least two negative test results are obtained,
unless clinically justified.

5

Daily data submissions have been signed off by the Chief Executive, the Medical
Director or the Chief Nurse, and the Board Assurance Framework is reviewed
and evidence of reviews is available.

6

Where bays with high numbers of beds are in use, these must be risk assessed,
and where 2m can’t be achieved, physical segregation of patients must be
considered, and wards are effectively ventilated.

Online COVID-19 guidance
www.england.nhs.uk/coronavirus

GOV.UK

NHS.UK

Y

1

England
7

Staff testing:
a. Twice weekly lateral flow antigen testing for NHS patient facing staff is
implemented. Whilst lateral flow technology is the main mechanism for staff
testing, this can continue to be used alongside PCR and LAMP testing.
b. If your trust has a high nosocomial rate you should undertake additional
targeted testing of all NHS staff, as recommended by your local and regional
infection prevention and control team. Such cases must be appropriately
recorded, managed and reported back.

8

Patient testing:
a. All patients must be tested at emergency admission, whether or not they have
symptoms.
b.Those with symptoms of COVID-19 must be retested at the point symptoms
arise after admission.
c. Those who test negative upon admission must have a second test 3 days after
admission, and a third test 5-7 days post admission.
d. All patients must be tested 48 hours prior to discharge directly to a care home
and must only be discharged when their test result is available. Care home
patients testing positive can only be discharged to CQC-designated facilities.
Care homes must not accept discharged patients unless they have that person’s
test result and can safely care for them.
e. Elective patient testing must happen within 3 days before admission and
patients must be asked to self-isolate from the day of the test until the day of
admission.

Systems
Local systems must:

9
10

Assure themselves, with commissioners, that a trust’s infection prevention
and control interventions (IPC) are optimal, the Board Assurance Framework is
complete, and agreed action plans are being delivered.
Review system performance and data; offer peer support and take steps to
intervene as required.

Online COVID-19 guidance
www.england.nhs.uk/coronavirus

GOV.UK

NHS.UK

Y

1

NHSE Key actions: infection prevention and control and testing
Action

Evidence

Gaps in Assurance

Mitigating Actions

It is the board’s responsibility to ensure that:
1.

2.

Staff consistently practice good hand
hygiene and all high touch surfaces and
items are decontaminated multiple
times every day – once or twice a day
is insufficient.

• Regular communications and spot
checks in place in regards hand
hygiene.
• Regular communications and
reminders to staff of importance of
adherence to IPC principles.
• All cleaning is conducted in line with
PHE guidance and as per RAMS.
• Enhanced cleaning of high touch
points/usage areas initiated within site
cleaning schedules across Trust
portfolio

Staff maintain social distancing in the
workplace, when travelling to work
(including avoiding car sharing) and to
remind staff to follow public health
guidance outside of the workplace.

• Regular communications and
reminders to staff of importance of
adherence to IPC principles and social
distancing in and out of work, through
different communication channels
including Team Conversation, All Staff
Briefing and weekly Staff Bulletin.
• HCWs are advised to avoid sharing a
car with someone outside their
household wherever possible. Advice
given for all car sharing as per PHE –
this includes students on placement
with community nursing

Staff adherence to
guidance

Staff adherence to
guidance

• Regular spot checks and
communications.

• Regular communications
• Computer
screens/docking stations
removed to support
spacing of desks and
stickers on desks.

1

3.

Staff wear the right level of PPE when
in clinical settings, including use of face
masks in non-clinical settings.

4.

Patients are not moved until at least
two negative test results are obtained,
unless clinically justified.

5.

6.

7.

• PPE guidance available and regularly
reviewed to meet PHE guidance.
• Clear table showing level of PPE
required available for staff.
• Continuous communication to staff,
• Risk assessments undertaken of office
only areas to identify COVID-19
secure, but with clear message to all
staff that if cannot adhere to 2 metre
social distancing - that face masks are
to be worn.
• Majority of patients admitted via acute
trusts with swab results known on
transfer and re-swabbed on admission.

Daily data submissions have been
• Senior staff sign off daily data
signed off by the Chief Executive, the
submissions as part of ICC role.
Medical Director or the Chief Nurse,
• Board Assurance Framework is
and the Board Assurance Framework is
reviewed regularly and presented to
reviewed and evidence of reviews is
Quality Committee and Board of
available.
Directors.
Where bays with high numbers of beds • Community Trust with rehabilitation
are in use, these must be risk
beds. Admissions are mainly planned
assessed, and where 2m can’t be
via transfer from acute hospitals.
achieved, physical segregation of
• Maximum number of patients in bay is
patients must be considered, and wards
4.
are effectively ventilated.
Staff testing:
a. Twice weekly lateral flow antigen
a. Planning on role out of lateral flow
testing for NHS patient facing staff is
antigen testing for NHS patient facing
implemented. Whilst lateral flow
staff.
technology is the main mechanism
for staff testing, this can continue to
be used alongside PCR and LAMP
testing.

Staff adherence to
guidance

• Regular spot checks and
communications.

N/A

N/A

N/A

N/A

N/A

N/A

TBC once confirmed
processes in place.
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8.

b. If your trust has a high nosocomial
b. We will continue to work with local and
rate you should undertake additional
regional infection prevention and control
targeted testing of all NHS staff, as
team to agree any further targeted
recommended by your local and
testing required. At present, Trust does
regional infection prevention and
not have a high nosocomial rate.
control team. Such cases must be
appropriately recorded, managed and
reported back.
Patient testing:
a. All patients must be tested at
a. Majority of patients admitted via acute
emergency admission, whether or
trusts with swab results known on transfer
not they have symptoms.
and re-swabbed on admission.
b. Those with symptoms of COVID-19
b. Any patients with symptoms are
must be retested at the point
retested at point of symptoms.
symptoms arise after admission.
c. Those who test negative upon
c. Patients had been tested on admission
admission must have a second test
and day 7 –but now to include day 3.
3 days after admission, and a third
test 5-7 days post admission.
d. All patients must be tested 48 hours
d. All patients are tested prior to discharge
prior to discharge directly to a care
– issue with lab capacity and timeliness of
home and must only be discharged
results, therefore at present agreed across
when their test result is available.
system to allow up to 72 hours results
Care home patients testing positive
prior to transfer. But planning to utilise
can only be discharged to CQClateral flow testing to support this. Lab
designated facilities. Care homes
turnaround times and capacity being
must not accept discharged patients monitored with PH support.
unless they have that person’s test
result and can safely care for them.
e. Elective patient testing must happen e. N/A
within 3 days before admission and
patients must be asked to self-isolate
from the day of the test until the day
of admission.

N/A

N/A

N/A

N/A

N/A

N/A

Lab capacity/
turnaround times

Lab turnaround times and
capacity being monitored
with PH support.

Lab capacity/
turnaround times

Lab turnaround times and
capacity being monitored
with PH support. Planning
to utilise lateral flow testing
to support this

N/A

N/A

3

Local systems must:
9.

Assure themselves, with
commissioners, that a trust’s infection
prevention and control interventions
(IPC) are optimal, the Board Assurance
Framework is complete, and agreed
action plans are being delivered.

10.

Review system performance and data;
offer peer support and take steps to
intervene as required.

• Regular COVID-19 infection control
paper presented to each Quality
Committee and shared with
commissioners
• Board Assurance Framework
presented to Quality Committee and
Board of Directors and again shared
with commissioners.
• ENHCCG quality team now part of
Quality Committee.
• Regular communications with IPC
leads across system.
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1.0

2.0

Purpose and Recommendations
1.1

To receive the final full Quality Account 2019/20 and summary version,
including formal responses from stakeholders.

1.2

To ask the Board to:
i. Receive the final full Quality Account and accompanying summary version,
noting proposed Quality Priorities for 2020/21, mandated statements 1 to 9,
and progress against Quality Priorities and service improvements during
2019/20.
ii. Approve final sign off prior to uploading to NHS Choices and HCT websites
as part of the annual statutory Quality Account process.

Executive Summary
2.1

The papers received are the full Quality Account which reflects a full account
of quality activity undertaken in year. This is accompanied by a summarised
version of the Quality Account. This 12-page summary version replaces the 4page summary and ‘Our Highlights’ versions produced in previous years, and
provides information in an easily accessible format familiar to staff,
stakeholders and members of the public.

2.2

The Quality Account outlines HCT’s new vision, values and strategic
objectives, setting out the Trust’s intention to remain an ambitious, innovative
and highly performing organisation that continues to put patients at the heart
of all it does.

2.3

The document sets out the four Quality Priorities agreed for 2020/21. Work to
achieve these has been delayed due to the COVID-19 pandemic; however
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with service recovery underway, all four QP workstreams commenced on 1
October 2020 with quarterly progress being noted at CGSC.
2.4

It is positive to note that HCT retained its ‘Good’ rating following CQC
inspection of services undertaken in February 2020 and Well-Led inspection in
March 2020. Three ‘must do’ areas for improvement were identified, and a
robust continuous improvement plan, overseen by the Good to Outstanding
Steering Group, is in place to deliver these.

2.5

Progress against three Quality Priorities and five CQUINs is noted. It should
be noted that measurement of both Quality Priorities and CQUINs was not
undertaken at the end of Q4 as all reporting activity was ceased in line with
national guidelines in response to the COVID-19 pandemic; thus the final
position noted is that at 31 December 2019. This is in agreement with our
commissioners.

2.6

The Quality Account provides information on the many ways in which HCT
continues to strive for consistent and improving patient safety, excellent
clinical outcomes and an outstanding patient and carer experience, and how
the Trust identifies, responds to and shares learning from incidents,
complaints and deaths.

2.7

The year has been a time of continued quality improvements and redesign of
Adult and Children & Young People’s services, and of corporate teams. It has
been pleasing to note that 2019/20 proved to be HCT’s best ever year for the
number of award wins and nominations. In particular, our East & North Herts
Referral Hub won the prestigious 2019 HSJ award for Community and Primary
Care Service Redesign

2.8

External quality assurance visits from our commissioners and other bodies,
together with a programme of internal peer reviews across services, has
supported both service improvement and affirmed good practice throughout
the year. The continued development and implementation of the Quality
Assurance Framework provides assurance that clinical services continue to
meet CQC essential standards of quality and safety and to support the Trust
in becoming ‘outstanding’ in the delivery of high quality, safe and
compassionate care.

2.9

HCT has continued to engage staff throughout the year, demonstrated in the
70% response rate to the NHS Staff Survey, and the establishing of the Black,
Asian and Minority Ethnic (BAME) Network and Staff Council, giving staff a
stronger voice within the Trust.
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2.10

3.0

The document has been out for comment to all lead commissioners,
Healthwatch Hertfordshire and Hertfordshire County Council Scrutiny
Committee, and responses received have been inserted.

Relevant Strategic Objective(s) / Strategies
3.1

4.0

Attachment D4

The Statement impacts on all strategic objectives and links to all Trust
strategies.

Appendices and Attachments
4.1
4.2

Final full Quality Account 2019/20 – attached in supporting papers J2
Final Quality Account 2019/20 summary version – attached

5 Author(s) of paper:
Andrea Horsler, CQC Lead
November 2020
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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):
Quality Committee
November 2020
Issues arising from committee consideration

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

Accurate
Relevant
Up To
Date
Valid

Clearly
Defined

Description

Comments / Exceptions

√/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 & Quality

√

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

√
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Welcome to a summary of Hertfordshire Community NHS Trust’s (HCT) Quality Account 2019-20.
The full Quality Account 2019-20 can be found on our website: https://www.hct.nhs.uk/aboutus/our-publications/quality-accounts/

TEN KEY ACHIEVEMENTS
1.

We refreshed our Trust Vision ‘Outstanding Services, Healthier Communities’, our Values and our
Strategic Objectives. Our new Trust Values ‘Innovative, Caring, Agile’ reflect our desire to seek new
ideas and adopt best practice to improve our services, deal with new situations quickly and
successfully, while placing kindness and consideration for others in the centre of everything we do.

2.

We retained our Care Quality Commission (CQC) rating of ‘Good’ following a CQC core service and
well-led inspection during February and March 2020.

3.

We have worked consistently with our partners throughout the year, taking forward joint strategies
and working to deliver more integrated services through Integrated Care Pathways.

Innovative:
4. 2019-20 was HCT’s best ever year for the number of award wins and nominations. In particular, our
East & North Herts Referral Hub won the prestigious 2019 HSJ award for Community and Primary
Care Service Redesign.
5.

During the year, and particularly in response to the COVID-19 pandemic, we increased the use of
digital platforms for meetings, virtual consultations and online consent.

Caring:
6. During our CQC inspection, the CQC Lead Inspector said “What was impressive was the passion of
all staff to deliver good quality care”.
7.

75% of our frontline staff received a flu vaccination, demonstrating their wish to protect themselves,
their friends and families, and their patients.

8.

We established our Black, Asian and Ethnic Minority (BAME) Network and our Staff Council to
promote inclusivity and give our staff a stronger ‘voice’ within the Trust. We also signed up to the
NHS Rainbow Badge scheme, providing visible confirmation that HCT is a non-judgemental and
inclusive place for the LGBT+ community.

Agile:
9. We continued to redesign our clinical and corporate services to improve service delivery and build on
best practice. We produced a number of patient information videos and used the NHS England
Always Event Framework to take forward quality improvements in end of life care. Our corporate
service redesign programme aimed to work in less traditional and bureaucratic ways, working across
teams more effectively.
10. Our staff demonstrated this value very clearly in response to the COVID-19 pandemic. Many of our
staff were redeployed to different clinical areas, but used the opportunity to increase their clinical
skills and develop their competencies.
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OUR ORGANISATION

OUR NEW VISION, VALUES AND STRATEGIC OBJECTIVES

3

OUR QUALITY PRIORITIES FOR 2020-21
Excellent clinical effectiveness and outcomes
QP1: We will continue to implement the guidance from NHS England to help staff recognise frailty and
signpost patients and carers to relevant available help, and ensure actions are taken to support the
patient’s needs.
Our aims:
• To enable health professionals to identify a patient’s level of frailty using the Rockwood Clinical Frailty
Scale as part of the core assessment.
• To develop and pilot virtual Frailty Clinics in partnership with the Clinical Commissioning Group
(CCG), which will include the offer of a comprehensive geriatric assessment to identified referred
patients with a Rockwood score of 6 and above to support their health and wellbeing.
Consistent and improving patient safety
QP2: We will reduce the number of falls in patients over the age of 65 in our community inpatient units
through the embedding of the three high impact actions to prevent hospital falls originally implemented
through the 2019/20 Commissioning for Quality and Innovation (CQUIN) scheme.
Our aims:
• To ensure that all inpatients identified as being at high risk of falls have their postural blood pressure
recorded at least once in line with HCT’s Falls policy.
• To ensure that patients are not prescribed medication known to increase the likelihood of falls without
rationale being documented.
• To ensure that all inpatients identified as being at high risk of falls have a timely mobility assessment
and provision of a walking aid where required.
An outstanding patient and carer experience
QP3: We will ensure that carers, including staff, are recognised as carers. Carers will feel respected and
heard as carers, and recognised as experts. This Quality Priority aligns with the aims of the HCC Young
Carers Strategy and broader carer aims for other providers across Hertfordshire which focus on improved
identification and support for carers (including staff carers).
Our aims:
• To continue to identify carers and record this information on our electronic record system, SystmOne.
• To demonstrate that carers are involved in discussions about care planning and discharge.
• To increase carers’ awareness of support available.
• To develop and maintain a database to record staff who recognise themselves as carers.
• To ensure staff are aware of their minimum statutory rights and have access to independent
information and advice.
An outstanding patient and carer experience
QP4: We will ensure that all patients (adults, children and young people) who are identified as possibly
being in their last year of life, and those close to them, are involved in their end of life choices and that
they receive the right care, at the right time, in the right place – “No decision about me, without me”.
Our aims:
• To increase the number of end of life patients achieving their preferred place of death, where this is
practically possible following advance care planning.
• To reduce family distress by enabling more expected patient deaths to be verified by a trained
Integrated Community Team (ICT) clinician.
• To streamline completion of Do Not Attempt CPR (DNACPR) forms through training a cohort of staff to
act as the responsible senior clinician.
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STATEMENTS OF ASURANCE
This section contains nine statutory statements concerning the quality of services provided by
Hertfordshire Community NHS Trust. These are common to all trust quality accounts and therefore
provide a basis for comparison between organisations. Additional information regarding each of these
statements can be found in the full version of our Quality Account 2019/20.
Statement One: Review of Services
• During 2019/20 Hertfordshire Community NHS Trust provided and/or sub-contracted 50 NHS services
(April to September 2019) and 43 NHS services (from 1 October 2019 to March 2020).
• Hertfordshire Community NHS Trust has reviewed all the data available to them on the quality of care
in 52 of these services (April to September 2019) and in 45 of these services (from 1 October 2019).
• The income generated by the NHS services reviewed in 2019/20 represents 98% of the total income
generated from the provision of NHS services by Hertfordshire Community NHS Trust for 2019/20.
Statement Two: Participation in Clinical Audits
• During 2019/20, 7 national clinical audits covered relevant health services that Hertfordshire
Community NHS Trust provides. There were no national confidential enquiries relevant to health
services that Hertfordshire Community NHS Trust provides.
• During that period Hertfordshire Community NHS Trust participated in 100% national clinical audits it
was eligible to participate in.
• The reports of 7 national clinical audits and 52 local clinical audits were reviewed by Hertfordshire
Community NHS Trust in 2019/20 and the Trust has taken or intends to take actions in response to
these reports to improve the quality of healthcare provided.
Statement Three: Participation in Clinical Research
• The number of patients receiving NHS services provided or sub-contracted by Hertfordshire
Community NHS Trust in 2019/20 that were recruited during that period to participate in research
approved by a research ethics committee was 72.
• In addition to the 72 patients who were recruited to participate in research, 108 members of staff were
also recruited to participate in research studies.
Statement Four: Use of CQUIN Payment Framework
A proportion of Hertfordshire Community NHS Trust’s income in 2019/20 was conditional on achieving
quality improvement and innovation goals agreed between Hertfordshire Community NHS Trust and East
& North Hertfordshire CCG, Herts Valleys CCG, and NHS England, through the Commissioning for
Quality and Innovation (CQUIN) payment framework. These are outlined below.

CQUIN 2: Staff flu vaccination

20%

Year-end
position*
17%

CQUIN 3: Alcohol and tobacco screening and brief advice

20%

20%

CQUIN 7: Three high impact actions to prevent hospital falls

20%

14.6%

CQUIN 9: Six month reviews for stroke survivors

20%

20%

Local CQUINs 2019/20

Weighted Value

Year-end position

Herts Valleys CYP services: Self-management of long-term conditions

20%

20%

Total

100%

91.6%

National CQUINs 2019/20

Weighted Value

*Our year end CQUIN position has been agreed with our commissioners
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Statement Five: Care Quality Commission Registration
• Hertfordshire Community NHS Trust is required to register with the Care Quality Commission and its
current registration status is ‘registered without conditions’.
• The Care Quality Commission has not taken enforcement action against Hertfordshire Community
NHS Trust during 2019/20.
• Hertfordshire Community NHS Trust has not participated in any special review or investigations by the
Care Quality Commission during 2019/20.
• The Care Quality Commission has undertaken the 2019/20 inspection and has confirmed
Hertfordshire Community NHS Trust has retained an overall rating of ‘Good’.

Statement Six: Data Quality
• The Trust’s data quality and control is good and has improved significantly in recent years.
• Current Data Quality Report Indicators demonstrate consistent recording of information for the
following:
o NHS Numbers - 99.95%
o Postcodes - 99.98%
o Registered GP - 99.93%
o Ethnicity - 97.2%
o Smoking status recorded - 95.9%
o All data entered on SystmOne within 24 hours of contact - 92.8%
o All data entered on SystmOne within 48 hours of contact - 95.4%
• Hertfordshire Community NHS Trust submitted records during 2019/20 to the Secondary Uses Service
for inclusion in the Hospital Episode Statistics, which are included in the latest published data. The
percentage of records in the published data which included the patient’s valid NHS number was:
o 99.8% for admitted patient care
o 99.6% for accident and emergency care (Minor Injuries Unit)
• And which included the patient’s valid General Medical Practice was:
o 100% for admitted patient care
o 100% for accident and emergency care (Minor Injuries Unit)
Statement Seven: Information Governance Attainment Levels
Hertfordshire Community NHS Trust’s Information Governance Assessment Report final overall score for
2019/20 was graded as ‘standards met’.
Statement Eight: Clinical Coding Error Rate
Hertfordshire Community NHS Trust was not subject to the Payment by Results clinical coding audit by
the Audit Commission during 2019/20.
Statement Nine: Learning from deaths
• During 2019/20 56 patients died whilst in receipt of HCT care.
• By 31 March 2020 54 case record reviews and one investigation had been carried out in relation to 54
of the 56 deaths. In one case a death was subjected to both case review and an investigation.
• None of the patient deaths during the reporting period are judged to be more likely than not to have
been due to problems in the care provided to the patient.
• Learning identified through case record review and investigation has been shared with staff throughout
the year.
• During 2019/20 the Trust has continued to contribute to the Learning Disabilities Mortality Review
(LeDeR) Programme in Hertfordshire.
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PROGRESS AGAINST OUR QUALITY PRIORITIES 2019-20
Excellent clinical effectiveness and outcomes: We will implement the guidance from NHS England to
help staff recognise frailty and signpost patients and carers to relevant available help, and ensure actions
are taken to support the patient’s needs. We will support our community to have active engagement in
their health and wellbeing.
Measures we reported to our Board
Adult services clinical staff to be trained in using Rockwood Clinical Frailty Scale* via
the STP Frailty Training Programme
Patients over the age of 65 to be given a Rockwood score on their first point of faceto-face contact
The percentage of patients attending a Frailty Clinic using Patient Functional Scale
(PFS) on SystmOne for goal setting
Patients attending a Frailty Clinic will be offered an STP MyPlan personalised care
pan (excluding patients for whom MyPlan is not appropriate or who already have one)
Patients attending a Frailty Clinic will be offered a Comprehensive Geriatric
Assessment

Target

Position at
2019/20

75%

78%

75%

16%

50%

Data not
reported during
2019/20**

50%

67%

50%

81%

*The Rockwood Clinical Frailty Scale is a tool to identify those patients in our services who either are or might be frail. It consists of
9 scores ranging from fit and active (1) to terminally ill (9)
**Plans to implement Frailty Clinics in HCT were not taken forward in 2019/20. This metric has therefore not been reported during
2019/20; however the use of PFS across HCT services continues to be embedded and reported.

Consistent and improving patient safety: We will aid recognition and management of a person whose
health is deteriorating, including recognising and managing sepsis, in the inpatient and community
setting.
Measures we reported to our Board
Percentage of community inpatient staff trained in NEWS2
Percentage of identified adult community nursing staff trained in NEWS2
For inpatients who have an escalated NEWS2 score, the percentage of patient
records which identifies a plan of action
Health Visitor and School Nurse awareness training for sepsis

80%
30%

Position at
2019/20
88%
34%

75%

94%

60%

97%

Target

An outstanding patient and carer experience: We will ensure that carers, including staff, are
recognised as carers. Carers will feel respected and heard as carers, and recognised as experts.
Measures we reported to our Board

Target
Increase on Q1 data:
Number of patients recorded as having a carer, split
(Adult carer-166 patients; Young
by adult carer and young carer
carer-1 patient )
Number of patients recorded who are young carers
Increase on Q1 data: (4)
Number of patients whose carers have been
Increase on Q1 data
referred to Carers in Herts which includes adult and
(71 total; 50 declined; 21
young carers (includes options of declining referral)
accepted)
Percentage of carers interviewed (15 per quarter) who reported:
50%
• being involved in care planning
50%
• being involved in discharge (where applicable)
50%
• being aware of support available
All new staff asked if they wish to be recorded as a
carer

50% of all new staff recorded

New staff identified as carers report (via survey)
that they are aware of their rights and support
available

25% of responders to surveys
gave a positive response

Position at 2019/20
Adult carer – 179 patients;
Young carer – 2 patients
5
91 total; 62 declined; 29
accepted
95%
100%
77%
9 new staff members
identified themselves as a
carer*
9 staff identified were
contacted; however no
responses were received*

*It is likely that staff who are carers may wish this information to remain confidential and have therefore not responded to the survey.

Our normal service provision changed and our usual reporting was ceased in March 2020 in response to
the COVID-19 pandemic. The report above therefore shows our position as at 31 December 2019.
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AN OUTSTANDING PATIENT AND CARER EXPERIENCE
FEEDBACK FROM PATIENTS, STAFF AND OTHER ORGANISATIONS
I am very proud about the service that my
service provides to patients and about the way I
am treated and respected by my colleagues
and managers at work.
Member of staff
Pulse Staff Survey May 2019

Children’s Community Nursing service:
My child was petrified of having a blood
test. After an hour they were able to take
his blood and this was due to their
patience and understanding.
Parent

E&N MSK Triage service: The
gentleman who saw me was quick,
efficient and explained everything I
needed to know, options were given and
explained very clearly, allowing me to be
involved in treatment decisions.
Patient

Quality Assurance Visit: Very positive visit to
Danesbury; the team engaged well and
demonstrated working well as a multidisciplinary
team. The unit was calm and well organised.
East & North Herts CCG

Ofsted Inspection of Nursing Associate
Programme: Leaders have a clear strategy to
provide highly effective apprenticeship
programmes that meet the requirements of an
apprenticeship, and the needs of apprentices
and employers.
Ofsted

No matter how hard it can be sometimes,
nothing beats a ‘thank you’!
Member of staff
HCT Superstars Event

HCT Special Care Dental Service – supporting special needs patients
Shaz Hossain is an HCT specialist dental patient
living with Cerebral Palsy. We heard about his
experience at the Trust’s AGM.
Una Monaghan, HCT’s Clinical Director of the
Special Care Dental Service in Hertfordshire,
explained “Shaz can’t brush himself because of his
involuntary movements so he requires the help of a
carer to do that for him, and so it was working with
his carers and with him to come up with a way that
he could manage to cope with his teeth being
cleaned. The mouth that he has now, there is no bleeding, his gums are really lovely and pink
and healthy, and he smiles with so much confidence now it’s really wonderful to see.”
Shaz told us “It has changed everything I have thought about oral hygiene for the better.”
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CONSISTENT AND IMPROVING PATIENT SAFETY

4260 patient
safety
incidents,
98.8%
resulting in
no or low
harm

13 serious
incidents,
all of which
were
investigated
and
learning
shared

220
medicationrelated
incidents
attributed to
HCT, 99.5%
resulting in
no or low
harm

896
pressure
ulcerrelated
incidents;
46% of
these were
acquired in
HCT care

249 falls in
inpatient
units, 96%
resulting in
no or low
harm

90% of
medical
devices
compliant
with
maintenance
requirements

95% of
patients
told us they
observed
staff
washing or
cleaning
their hands
between
patients

Over 95% of
HCT staff
completed
mandatory
safeguarding
adult and
children
training
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We’re
sorry

Duty of
Candour
applied to 34
patient
safety
incidents
which
resulted in
moderate or
more severe
harm

EXCELLENT CLINICAL EFFECTIVENESS AND OUTCOMES

NICE COMPLIANCE
Our NICE Working Group reviewed all the 199 sets of
national clinical guidance and the 25 quality standards
released by NICE up to the end of March 2020.
We undertook self-assessments of compliance with the 61 clinical guidelines and the 13 quality
standards applicable to the services we are commissioned to deliver, and took action where
needed.

CONTINUOUS QUALITY IMPROVEMENT
Our Quality Improvement team (previously the Transformation team) has
worked with a number of our Adult, CYP and corporate services to
implement service transformation leading to improvement for our patients,
their families and carers, and for our staff.
We implemented our Quality Assurance Framework across a broader range
of services as we work towards introducing an Accreditation Programme
during 2020-21.
A number of our staff have now attended Quality, Service Improvement & Redesign (QSIR)
training, either as a one-day bitesize session or five-day practitioner course, and QSIR principles
are now included for all new staff as part of their corporate induction. The Quality Improvement
and Quality Assurance teams continue to work together with staff to improve services as part of
HCT’s journey from Good to Outstanding.

SERVICE REDESIGN
We have undertaken a number of actions to improve the
care and ensure the safety of patients in our community
inpatient units as well as the flow of patients through the
Hertfordshire-wide health system.
We have improved access to community services through our award-winning East & North Herts
Referral Hub, ensuring all appropriate referrals are handed over to clinical teams in the localities, in
a timely manner, along with all the required information and documentation in place to enable
clinicians to focus their attention on providing high quality clinical care to the people that we treat.
We have continued to develop our CYP services, providing a more joined up service for children,
young people and their families, with improved single-point access to our Public Health Nursing
service and integration of our CYP Therapy services.
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OUR STAFF – MAKING HCT A GREAT PLACE TO WORK

We engaged
our staff in
launching our
new Vision,
Values and
Strategic
Objectives

We
celebrated
our
differences
and
promoted
inclusivity

70% of our
staff
completed
the NHS Staff
Survey, and
we
significantly
improved in
seven areas

We made it
easier for
staff to
record their
clinical
supervision
on My
Learning
Zone

We
continued
to promote
staff
health,
safety and
wellbeing

We
supported
our staff to
speak up and
raise
concerns

We
recognised
and
celebrated
the fantastic
achievements
of our staff

We used
innovative
ways to
attract and
retain new
and
existing
staff

We
continued to
offer our
leaders
opportunities
to develop
their
leadership
skills

HCT launches its BAME Network

HCT Leading Lights Awards
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FORMAL RESPONSES FROM OUR STAKEHOLDERS

Healthwatch Hertfordshire
values the relationship with
Hertfordshire Community NHS
Trust and looks forward to
continuing to work closely with
the Trust to help improve
services for patients including
supporting the quality priorities
outlined in their Quality Account.

During 2019/20 HCT has made
positive progress regarding their
quality priorities as set out in the
account. The account demonstrates
commitment to improving care
across the organisation in relation
to pressure ulcers, falls and through
research, audits and learning from
incidents and deaths.

Steve Palmer
Chair Healthwatch Hertfordshire

Sharn Elton
Managing Director
East and North Herts CCG

HVCCG is responsible for the commissioning of
health services from HCT to deliver the
Children and Young People (CYP) and also the
Nutrition and Dietetic services. During the year
HVCCG have been working in partnership with
HCT gaining assurance on the quality of care
provided to ensure services are safe, effective
and deliver a positive patient experience.
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David Evans
Managing Director
Herts Valleys Clinical
Commissioning Group
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TRUST BOARD
Title:

Staff Flu Vaccination Campaign Update

Meeting Date:

1st December 2020

Author:

Alison Ryder - Associate Director of People

For:

ASSURANCE

Risk Rating:

Amber/Green

1.0

Purpose & Recommendations
1.1

2.0

To advise the Board of progress on the 2020 staff flu vaccination campaign.

Key Points for the Attention of the Board
2.1

As part of plans to manage winter/second Covid-19 surge, this year the Trust
has set an expectation that all Trust staff will be vaccinated against flu (unless
there are medical reasons against it) by the end of November 2020. At 23rd
November, 1477 employees of the Trust had been vaccinated, 1363 of whom
are identified as front line, equating to an uptake of 71.5%. This means that
the flu campaign will need to continue past the end of November.

2.2

The Trust plans for achieving this target are as set out in the Healthcare
Worker Flu Vaccination Best Practice Management Checklist which was
shared at the October Trust Board meeting. The work that has taken place
since last month’s update is as follows:
•
•
•

•
•
•

Health@Work (Occupational Health) clinics have been completed and spare
vaccine has been collected for the Flu Champions to use.
All staff who have not yet engaged with the campaign have been written to
individually asking them where and when they plan to have the vaccination.
Work to compare those who have consented online with those now
vaccinated has shown that there are 100 staff who have consented but are
yet to have their vaccination. These are being contacted to check whether
there are any barriers to this.
150 staff have notified us that they have had their vaccine elsewhere (mostly
at their GP).
Additional clinics have been put on by the Flu Champions, most recently at
QVM, Sandridge Gate and Gregans House.
A letter is being sent to all staff who have actively declined the vaccination
setting out the Trust’s expectation and providing some myth-busting.

•

2.3

3.0

Additional national submissions on uptake have commenced via the National
Immunisation and Vaccination System (NIVS).

Flu uptake figures are changing daily and a further verbal update will be
provided at the meeting.

Relevant Strategic Objective(s) / Strategies
3.1

This report links to the following Trust Strategic Objectives
1. Outstanding quality and performance
3. Great place to work

3.2
4.0

5.0

Trust People Plan

Risks and Mitigation Plans
Risk

Mitigation / Action(s)

There is a risk that we will not be able
to increase uptake beyond the 77%
last year due to staff resistance/lack of
engagement.

Weekly communication of expectations and
arrangements. Multiple easy routes for being
vaccinated. Good reporting to allow targeting of
those not engaging.

Resource Implications
5.1

6.0

Links to:

Sufficient flu vaccines have been purchased, but there will be a small further
cost attached to those staff making use of the option to have their vaccination
at a local pharmacy and reclaim the cost.

Next Steps
6.1

The next steps are to:
•
•

Continue to monitor uptake at service level and address any areas for concern.
Continue to work with individuals who have not engaged with the process to
identify their status, myth bust and encourage uptake.

Author of paper:
Alison Ryder - Associate Director of People
November 2020

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):
th
Regular Updates to Executive Committee
Weekly updates from 7 October
People Performance and Finance Committee
November 2020
Issues arising from committee consideration
New recruits to the mass vaccination programme would not be included in the Trust data
Data Quality Statement
By way of assurance to the Board, and in order to inform discussion / decision, the accountable executive
director confirms that to the best of their knowledge, and subject to any exceptions identified, data contained
in this report is:
Data
Quality
Domain
Complete

Accurate
Relevant
Up To
Date

Valid

Clearly
Defined

Description

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

Comments / Exceptions

√/ x
√

√
√
Figures change on a weekly basis.
The Associate Director of People will
provide verbal update on most
recent figures at the meeting

Information is presented in a format which
complies with internal or national models or
standards
The meaning of any data in the report is clearly
explained

√

√
√

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

Sarah Browne – Director of
Nursing and Quality

√

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

√
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TRUST BOARD
Title:

Learning From Deaths 2020/21 Q2 report

Meeting Date:

1st December 2020

Executive Lead:

Dr Elizabeth Kendrick, Medical Director

Author(s):

Claire Peck, Patient Safety Lead

For:

Information

Risk Rating:

Green

1.0

Purpose and Recommendations
1.1

2.0

To advise the Board regarding:
• An overview of deaths occurring
• Learning identified

Executive Summary
2.1 Two panels were held during Q2 (July and September). The Panel has caught
up with all the outstanding reviews from during the first phase of response to
the pandemic.
2.2 5 inpatient and 4 community deaths were reported during Q2 meeting criteria
for review;
2.3 No inpatient or community deaths were patients known to have tested positive
for COVID-19;
2.4 20 reviews were assessed at the July and September Learning from Deaths
panels;
- 15 deaths were assessed as ‘definitely not avoidable’;
- 2 deaths were assessed as ‘slight evidence of avoidable’. These patients
were inpatients and review suggests that it was possible that one of these
patients contracted COVID-19 whilst in a trust inpatient unit. For the second
patient, learning has been identified regarding the recognition and treatment
of depression, and the impact that can have on physical health.

Board 1st December 2020
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2.5 Learning identified during the July and September Panels has been shared with
staff via Sharing Lessons in Practice (all staff communication).
2.6 Emerging Patterns (Appendix 2 of the report) has been updated to include
examples of actions taken in response to learning identified. No new patterns
have emerged and the Panel is considering how it can capture actions taken
and outcomes of those actions.
3.0

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

4.0

Appendices and Attachments
(1)

None

Author(s) of paper:
Name
Date:

Claire Peck
October 2020
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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):
Clinical Governance Subcommittee
November 2020
Quality Committee
November 2020
Issues arising from committee consideration
Data Quality Statement
By way of assurance to the Board, and in order to inform discussion / decision, the accountable
executive director confirms that to the best of their knowledge, and subject to any exceptions
identified, data contained in this report is:
Data
Quality
Domain
Complete

Accurate
Relevant
Up To
Date
Valid

Clearly
Defined

Description

Comments / Exceptions

√/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
Sarah Browne
Director of Nursing and
Quality

√

This paper has been quality control checked and approved by the Company Secretary

√

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.

Board Secretary Sign-Off (Board papers only)
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LEARNING FROM DEATHS REPORT
2020/21 Quarter 2
The Learning from Deaths quarterly report summarises information and learning from the review of deaths. This report provides:
1. An overview of deaths occurring meeting the criteria for completing case note review;
2. An overview of mortality reviews undertaken;
3. Learning identified;
4. Key points of note and next steps.
1. Overview of deaths within scope for review
During 2019/20, on 01 October 2019, four inpatient units were transferred from HCT to Central London Community Healthcare (CLCH) and
one inpatient unit was transferred to West Herts Hospitals Trust (WHHT). Previous year’s data has been adjusted to take into account this
change and remove inpatient units that were transferred.
Changes on the 01 October 2019 also affected community services and previous year’s data has also been adjusted to take this into account
and remove those community services that were transferred to CLCH.
Inpatient unit deaths
2017/18
End of year total

2018/19
End of year total

2019/20
End of year total

Q1

Q2

Danesbury Neurology Service

0

0

2

1

3

4

Herts & Essex Hospital

2

2

3

7

2

9

Queen Victoria Memorial Hospital

2

2

3

2

0

2

4

4

8

10

5

15

Total

2020/21
Q3

Q4

Total

On 11/03/2020 the World Health Organisation declared COVID-19 a pandemic and the increase in inpatient deaths seen during Q1 is
associated with the pandemic. There has been a decrease in the number of deaths in Q2 in line with the reduction in cases of COVID-19
during this period

None of the 5 inpatient deaths occurring during Q2 were associated with patients who had tested positive for COVID-19.
A profile of inpatients who died during Q2, including ages and known causes of death, is included below:
Age
65-69
80-84
85-89
90+

No. of patients
1
2
1
1

Causes of death - 1a on death certificate (number of patients)
−
Subdural haematoma (1)
- Pneumonia, Ca Lung (1)
−
Ischaemic heart disease (1)
- Cerebellar ataxia (1)
−
Frailty of old age (1)

Community deaths
2017/18
End of year total

2018/19
End of year total

2019/20
End of year total

Q1

Q2

Specialist Palliative Care

2

2

0

0

0

0

Lymphedema service

0

0

0

1

0

1

Lower Lea Valley ICT

1

1

1

1

2

3

North Herts ICT

1

2

1

2

0

2

WelHat ICT

1

5

0

6

2

8

Stevenage ICT

0

1

2

1

0

1

Stort Valley and villages

0

0

0

1

0

1

E&N Neuro rehab

0

0

1

1

0

1

5

11

5

13

4

17

Total

2020/21
Q3

Q4

Total

None of the 4 community deaths occurring during Q2 were related Coronavirus.
A profile of community patients who died during Q2, including age and known cause of death, is included below:
Age
45-49
80-84
85-89

No. of patients
1
2
1

Causes of death - 1a on death certificate (number of patients)
− Acute ventricular failure (1)
- Ischaemic heart disease (1)
− Myocardial infarction (1)
- to be confirmed by GP (1)

Deaths of children and people with learning disability
It is expected that the deaths of all people with learning disability aged four years and over are reported to the Learning Disabilities Mortality
Review LeDeR programme; reporting a death is not an indication of failings in care.
The LeDeR programme across Hertfordshire is coordinated by the Health and Community Commissioning team, Hertfordshire County Council.
HCT has representation on the Hertfordshire LeDeR Steering Group and the Improving Health Outcomes Group.
2. Overview of structured judgement reviews undertaken
The following dashboard has been developed taking into consideration:
− The ‘assessment of avoidability’ scoring used by NHSI and which HCT has adopted;
− Trusts are expected to “provide estimates of how many deaths were judged more likely than not to have been due to problems in care”
(National Guidance on Learning from Deaths) and those deaths assessed as scoring 1,2,3 fall into this category;

−

2020/
2021

Where the deaths of patients with learning disability have been reviewed these will be included and separate commentary will be
provided as this supports the Learning Disability Mortality Review (LeDeR) programme.
Mortality reviews
completed and
assessed at
Panel
(community and
inpatient)

Panel assessment of avoidability 2020/21

2

Probably
avoidable (more
than 50:50)
3

Probably
avoidable but
not very likely
4

Definitely
avoidable

Strong evidence
of avoidability

1

Slight evidence
of avoidability

Definitely not
avoidable

5

6

Q1

10

0

0

0

0

3

7

Q2

17

0

0

0

0

2

15

Q3
Q4

•
•
•

Two Learning from Deaths panels were held during Q2: July and September. 20 deaths were reviewed, however of these 3 deaths were
not scored as the cause of death was not known. These will be reviewed again at the next Panel.
The panel has caught up with the outstanding reviews form during the first phase of response to the pandemic
Two deaths were judged to have ‘slight evidence of avoidability’, score 5. The two deaths judged as scoring 5 were both in-patient deaths
that had occurred after 01 April 2020. One patient was 90+ and the cause of death was covid-19, the care was felt to be good, however
review suggested that the patient may have contracted COVID-19 whilst in hospital. The second patient was aged 65-60 and the cause of
death was cerebellar ataxia. Care overall was felt to be adequate, and there was learning identified regarding assessment of depression
and recognising the impact that can have on physical health.

3. Learning identified

Learning is gathered through review and discussion at the Learning from Deaths Panel when the Structured Judgement Reviews are
considered by senior doctors, nurses, allied health professionals and managers. Key points of learning are then summarised and
communicated to all staff via Sharing Lessons in Practice (all-staff trust communication), with specific learning being directed to the relevant
service managers.
Learning from the September panel has been summarised and shared with all staff and is attached as Appendix 1 for information.
The system to identify emerging patterns (Appendix 2) was updated following the June panel. The Panel intend to review this summary, and
remove areas where a pattern has not been shown to have emerged.

4. Conclusions and next steps
Given the impact of the pandemic, it is unsurprising that more deaths were reported during Q1 for both inpatient and community services than
compared to previous years, and that there were less deaths reported during Q2 in line with the reduced cases and hospital admissions during
this period related to COVID-19.
The next Panel is scheduled for October.
Discussion has taken place to ensure that learning from the review of child deaths is taken to and considered by the Learning from Deaths
Panel.
Discussions are underway to identify ways in which families can raise concerns or share learning from the death of a loved one, and be
informed of the learning from reviews.
Claire Peck,
Patient Safety Lead, October 2020

Appendix 1

Sharing Lessons in Practice
Learning from deaths
September 2020
By learning from experience we will be better able to continually improve the safety and quality of the services that we provide.
Points of learning
If a patient is appearing confused it is important to consider
whether their condition is having an impact on their cognition and
assess their mental capacity in relation to each care decision.

Source
A 95 year old inpatient was on the ward for 11 days. Records
show that they were presenting with confusion and agitation but
that over the 11 days their capacity was not assessed.

Concerns identified should be acted upon such as treatment for
depression which in turn may improve physical wellbeing.

A patient’s family and therapy staff identified possible depression
which was not addressed, this is likely to have impacted on their
ability to engage with rehabilitation, eating and drinking, recovery
and general physical health.

DKA (Diabetic Ketoacidosis) is caused by a lack of insulin in the
body, which results in the body breaking down fat for energy.
Ketones are released into the body as the fat is broken down. If
you have diabetes, certain things can make this more likely to
happen, including:
• having an infection, such as flu or a urinary tract infection
(UTI)
• not following your treatment plan, such as missing doses of
insulin

A community patient was receiving twice daily visits for
administration of insulin. Two visits were missed and when bloods
where checked the patient’s blood glucose was high at
18.5mmol/l. Although the blood glucose had been monitored,
nothing was done with the results and neither ketones nor clinical
observations were then checked.

It is important to test for ketones when high blood glucose
readings of >15mmol/l are recorded and escalate any concerns
identified to the Diabetic Specialist Nurse and/or GP.

If an irregular pulse is detected then the patient may need ECG to
check for atrial fibrillation. Patients with atrial fibrillation need to be
referred to their GP who will consider if anti-coagulation needs to
be prescribed.

The cause of death of an elderly community patient was recorded
as 1a) Ischaemic stroke 2) Atrial fibrillation, diabetes. Whilst not a
factor in the patient’s death, discussion at panel raised the
importance of considering anticoagulation for patients with atrial
fibrillation, and the need therefore to alert a patient’s GP if an
irregular pulse is identified.

The recently revised ‘Failed Access to Home of Patient for Adult
Services Community Team Visits’ SOP provides clear guidance to
staff when a patient does not answer the door when visiting to
support early identification of the patient’s location and possible
risks such as a fall or even death.

A good example of the use of the SOP was identified where the
SOP was followed and the patient was found on entry to the
property by the police to have died.

All disciplines of staff should utilise the record keeping templates
on SystmOne to document assessments and care provided and
review historical care provided to ensure that care is holistic and
that continuity is supported.

A physiotherapist completed a comprehensive assessment of a
patient on admission, but did not use the core assessment
template.

It is essential to keep key contact details, such as next of kin, up
to date and recorded in all records that staff may use to ensure
that when required timely contact can be made.

A potential delay occurred when contacting a patient’s next of kin
to inform them of the death of the patient as the daughter’s mobile
number had been written in the end of bed records, but not on
SystmOne.

A wound assessment should be completed using the template in
SystmOne on identification of a wound. If a patient declines to
participate in an assessment then, as a minimum, as clear a
description as possible of the wound presentation should be
documented and the wound products used should be documented
clearly to ensure continuity of care and enable evaluation of the
wound and the planned care.
If a patient declines to have, or participate in, an assessment this
should be reattempted at each visit. The reasons for completing

A patient with an infected wound to their lower limb declined to
have a some expected assessments completed at some visits,
however these were not reattempted at other visits meaning there
was no formal wound assessment completed, and there was no
description of the wound, or the care provided in the clinical
record, meaning that it is not possible to know whether the
treatment given was appropriate to the needs of the patient and
his wound.

Q

the assessment should be explained as well as the potential
consequences to support the patient’s decision making.

Learning from Deaths panels are held regularly and are chaired by Dr Elizabeth Kendrick, Medical Director. Learning identified at the
September 2020 panel is shared above.

o

If you have any questions about end of life care please contact:
Sarah Thompson, Professional Clinical Lead; Specialist Palliative Care and End of Life, 07770 284480
o Jemma Finch, Professional Clinical Lead; Specialist Palliative Care and End of Life
07867 141829
Sarah and Jemma’s shared email address is - Hct.sp.palcareteamleads@nhs.net
If you have any questions about the Trust’s learning from deaths process please contact:
o Christine Stock, Head of Patient Safety, 07886377706 / Christine.stock@nhs.net
o Claire Peck, Patient Safety Lead, 07917094050 / Claire.peck@nhs.net

Appendix 2

Learning from deaths - emerging patterns

After each Learning from Death panel, key points of note are considered and included in this table.
The table is intended to support the identification of emerging patterns and note examples of actions taken.

AREA
End of life

DNACPR

ISSUE
−
−
−
−
−

Advance care
planning

−
−
−
−
−

Recognising
patient nearing
EoL

−
−
−

REF.
NO.

Not in place on admission from
acute hospital
Not put in place by
service/delay in putting in place
Check of DNACPR form should
be part of admission
Partner agencies not aware of
DNACPR in place
DNACPR completed based on
patient wishes not medical
opinion
Failure to recognise dying
person as early as possible
Escalation plan not put in place
DNACPR in place but no ACP
conversation
No evidence of ACP or TEP
conversations
ACP in place despite being
recognised as in last year of life

ID45726
ID51949
ID51949
ID52339
ID53033
ID55367

Lateness in recognising person
is in last year of life
Delayed conversations with
family
Last days of life care plan not
completed

ID46705
ID46440
ID48386
ID50431
ID49800
ID52090

DATE
ADDED
Nov’18
Oct’19
Nov’19
Nov’19
Jan’20
Sep’20

CQC
DOMAIN
Effective

EXAMPLE OF ACTIONS TAKEN
o
o
o

o

ID45590
ID47251
ID53065
ID52688
ID54955
ID55211
ID55435
ID55840

Nov’18
Mar’19
Jan’20
Jan’20
Sep’20
Sep’20
Sep’20
Sep’20

Responsive

o

o
o
o

Jan’19
Jan’19
Mar’19
Aug’19
May’19
Oct’19

Caring

o
o

o

DNACPR competencies for senior
clinicians
EOL training
DNACPR status re assessed /
revised on admission and new
assessment template on EPR,
records DNACPR question
‘Message in a bottle’ Lions bottles
being purchased and to be
reissued to all community teams
EOL education, refresher training
to each inpatient unit by specialist
palliative care team, nurse
attended each units MDT to raise
awareness of recognising a person
may be in their last year of life
EOL champions in all localities
Discussed at handover sweep and
MDT.
Escalation plan re assessed on a
daily basis.
EOL education highlights use of
‘Last days of life’ care plan
Refresher training provided to each
inpatient unit by specialist palliative
care team
EOL champions in all localities

−
−

EoL template

−
−
−

Admission /
discharge

Just in case
medication

−

Medication /
prescriptions

−
−
−

Not recognised as being EoL
despite many co-morbidities
No provisions put in place for
family

EoL template not
used/recorded correctly
Template not used yet excellent
record keeping re EoL
Template not used, particularly
last days of life
Team did not respond to
request from family for KIC
medication on day of patient’s
death
Patients admitted to ward from
acute with no or incorrect
medication chart
Poor medical clerking/HCT
drug chart not used
Timed meds guidance not
followed

ID52335
ID53065
ID52688
ID54054
ID53607
ID54769
ID55210
ID55211
ID46384
ID54054
ID55210
ID55429
ID55566

Oct’19
Jan’20
Jan’20
Jun’20
July’20
July’20
Sep’20
Sep’20
May’19
Jun’20
Sep’20
Sep’20
Sep’20

ID55344

ID46203
ID49800
ID51949

o
o

o
Caring

o
o

Sep’20

Caring/safe
ty

o

Jan’19
May’19
Oct’19

Safety

o

o
o

o

o

o

Family discussion planned as soon
as deterioration apparent.
Family offered full use of MDT
room when patients approaching
end of life, and refreshments
supplied
Learning discussed at EoL group
Review of S1 templates
Refresher training provided to each
inpatient unit by specialist palliative
care team

All wards reminded when staff take
handover what they are required to
send with patient.
Individual Doctor who was not
changing drug chart was spoken to
Template for admission to inpatient
units changed to include
comprehensive medical
assessment
Incident reports completed for
admission with no/incorrect drug
chart.
SystmOne training to enhance
medical clerking documentation to
all Dr’s and provided for all Locum
GP’s.
Pharmacy team circulated

Wound
management

Discharge
summary

−

−

Patient with surgical drains
accepted in absence of acute
hospital having plan in place to
manage drains

ID48346

Patient admitted to ward from
acute with no discharge
summary

ID48345

Mar’19

Safety

o

o

May’19

Safety

o

o

Diabetes care

Risk feeding

−

Late d/c from
acute
Appropriatenes
s

−

Low blood
sugar

Poor t/f of information re risk
feeding
Patient d/c from acute to HCT
ward 23:00
Patient for rehab when unlikely
would benefit

ID49800

May’19

Safety

o

ID46384

May’19

Caring

o

ID49226

May’19

Responsive

o

−

Not checking blood sugars after
food/drink given in response to
low BS

ID44806

Jan’19

Safety

o

Insulin
administration

−

ID47548

Mar’19

Safety

o

Documentation

−

Team custom to alter units of
insulin given depending on
blood reading
Administration of insulin not
completed in both home
records and SystmOne

ID54054

Jun’20

Safety

o

Monitoring
ketones

−

Ketones not checked when
patient had raised blood

ID54955
ID55840

Sep’20
Sep’20

Safety

o

−

information to wards about time
critical medication.
Liaise with admitting ward if no
information sent if patient is
discharged with a surgical drain.
Location of In Reach team in
acute will result in these questions
being asked before patients
transferred out
Liaise directly with admitting ward
and request Discharge Summary
ASAP if not sent.
All wards reminded when staff
receive handover from acute
Development of risk feeding
pathway.
Expected pathway is for arrival on
unit before 20:00
In Reach team now review all
inpatient referrals, checking
medical status and suitability for
rehab
All patient’s with low blood sugar
reviewed and readings re checked
unless stated otherwise (ie end of
life).
Sliding scale of insulin is utilised
and prescribed when possible /
appropriate.
Pharmacy exploring EPMA
(electronic prescribing system) to
improve recording of meds
administration.
No SOP/guidance for monitoring
ketones- passed to DSN to draft

Core assessment

Assessments
and Baseline
clinical
observations

−
−
−
−
−
−
−

glucose
Not taken on admission to
service (community)
Completed late
Not completed PurposeT/skin
st
ass’ment/MUSTon 1 visit
Need to take action if
observations are concerning
If patient refuses obs must use
clinical judgement to assess pt.
No assessments completed by
core team
No pressure ulcer prevention
plan completed
Not accurately recorded
Not recorded on first visit

ID47009
ID48507
ID52335
ID53065
ID54860
ID54769
ID54934
ID53625
ID55344
ID55429
ID55749
ID55840

Jan’19
May’19
Nov’19
Jan’20
July’20
July’20
July’20
July’20
Sep’20
Sep’20
Sep’20
Sep’20

Safety

ID46384
ID52335
ID53065

May’19
Nov’19
Sep’19

Safety

o

Task and finish group revising core
assessments to ensure concise
and less time-intensive.

OT / PT or admitting nurse to
complete falls risks assessment on
admission.
Included in Sharing Lessons in
Practice

MUST

−
−

Falls risk
assessments

−

Falls risk assessments not
completed

ID50238
ID49994

Jul’19
Jul’19

Safety

o

Re-assessment

−

ID53663

July’20

Safety

o

MCA and DoLs

Mental
capacity
assessment

−

To re-assess following hospital
admission
MCA not considered when
patient presented as
confused/agitated

o

Assessing pain

−

Pain assessment template not
completed

Sep’20
Sep’20
Sep’20
Sep’20
Mar’19
May’19

Safety

Pain management

ID55210
ID55211
ID55435
ID55566
ID47251
ID46384

Effective

o
o

Managing pain

−

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

ID47251

Mar’19

o
o

Re audit use of pain template
Refresher training provided to each
inpatient unit by specialist palliative
care team
Correct use of EOL template and
last days of life template
JIC medication prescribed for all

Wound
management

Assessment

−
−
−
−

Core delivery of
care

Fluid/nutrition

−
−
−

MDT /
Communication

Acting on
escalated
concerns

−

OOH GP

−

−

Lack of on-going assessment
for wound care
No wound assessment
No assessment of wounds on
first visit
No photographs or description
of wound
Fluid/nutrition charts showed
gaps, not fully completed
Charts showed gaps, daily
intake not totalled
No referral to dietitian despite
significant weight loss

ID45028
ID47360
ID53065
ID55367
ID55749

Mar’19
Mar’19
Jan’20
Sep’20
Sep’20

Effective

o

ID48345
ID49746
ID51126

May’19
Jul’19
Aug’19

Safety

o

Family and therapy staff raised
concerns to Dr not acted upon
Concerns reported by family re
mood/dirty clothes and
reception from staff
OOH GP not requested

ID55435
ID55566

Sep’20
Sep’20

Safety

o

ID49800

May’19

Safety

o

o
o

o

Recognising
sepsis /
deterioration

Ambulance
service

−

Ambulance service not aware
that DNACPR in place

ID53033

Jan’20

Safety

o

NEWS

−
−

Inaccurate NEWS score
Reliance on NEWS, not using
clinical judgement

ID49800
ID50414

May’19
Jul’19

Safety

o

o

End of Life patients - Ward
Doctor/nurse practitioner ensuring
this is actioned.
Monthly documentation audits are
in place and so challenging
practise

Fluid / nutrition charts checked by
Nurse in charge daily/gaps
identified/actioned.
Ward staff requesting Dietitian
review all inpatients losing weight.
Monthly documentation audits are
in place and so challenging
practise.

Staff advised to request OOH to
visit and assess if patient clinically
deteriorates.
Sepsis training and NEWs 2 roll
out
‘Message in a bottle’ Lions bottles
being purchased and to be
reissued to all community teams
SystmOne tool available to allow
NEWS score to be recorded along
with escalation actions.
Included in Sepsis training and

o

Locums/Agency

Taking bloods

−

Consider taking bloods if
change/deterioration (nb-taking
bloods should not delay t/f to
secondary care setting)

ID50414

Jul’19

Access to
SystmOne

−

Locums, including Drs, have no
easy access to SI

ID49800

May’19

o

Safety

o

o
Home visits

Full information

Failure to gain
access

−
−

SOP guidance not followed
Guidance not followed

Missed visits

−

Failure to
record NoK
contact details

−

2 visits missed for insulin
administration
No phone numbers recorded in
notes for nok
NOK details recorded on paper
record but not electronic

−

14/10/2020 following LfD Panel held on 17/09/2020

ID49081
Inquest
ID52688
ID54860
ID54955

Jul’19
Nov’19
Jan’20
July’20
Sep’20

Safety

o

Safety

o

ID54860
ID55430

July’20
Sep’20

Responsive

o

NEWS2 rollout.
Revision of ‘escalation of care &
treatment for deteriorating patient
including sepsis’ SOP.
If patient deteriorates or scores on
NEWS 2 consideration of
appropriateness of taking blood
samples is reviewed. All previous
admission bloods are reviewed
during clerking.
Ward based templates redesigned
to make it easier to record actions
taken.
Use of ward based TAC cards is in
place for Locum Dr’s.
Included in Sharing Lessons in
Practice

Included in Sharing Lessons in
Practice
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1.0

Purpose & Recommendations
1.1

To advise the Board of the staffing levels across all HCT Community Hospitals in
Q2

1.2

To ask the Board to: (1)

Note

and approve the report.
2.0

3.0

Key Points for the Attention of Quality Committee
2.1

Bed capacity has returned contracted numbers

2.2

All staff have been redeployed to their substantive roles.

2.3

Appraisal figures remain below the Trust target

Relevant Strategic Objective(s) / Strategies
3.1

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

Outstanding quality and performance
Joined-up local care
Great place to work
Best value through innovation

4.0

Risks and Mitigation Plans

Risk
Should there be a significant surge in
COVID capacity requirements , the
resource will not be available to safely staff
the community beds
5.0

Quality / Service / Regulatory Impacts
Nil

6.0

Resource Implications
6.1 Work Force costs

7.0

Actions / Next Steps / Timelines
7.1 Skill Mix review in progress

8.0

Glossary / Abbreviations
QVM = Queen Victoria Memorial Hospital
HEH = Herts and Essex Community Hospital
CHPPD = Care Hours per patient Day
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Mitigation / Action(s)
Funding has been agreed for additional
capacity only at Danesbury (6 beds) . If further
capacity is required this will be considered as
part of system wide decision making
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Up To
Date
Valid
Clearly
Defined
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√/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

√
√
√
√
√
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Safe Staffing Report for Community Inpatient Units for Q2 July – September 20
1. Introduction
This report provides the Board with an overview of the nursing staffing levels within
Community Inpatient Units, during Q2 as we have continued to respond to the COVID 19
Pandemic. The report is based on local data some of which has been validated, as some
elements of formal reporting has recommenced during this time. HCT has continued to work
in line with NHS England applied threshold of fill rates of 80% and above for Registered
Nurses (RN).
During Q2 and as we moved into Phase 3 recovery, staffing levels have returned to the pre
pandemic levels alongside the return to our normal bed capacity. Over this time, staff who
were redeployed to the inpatient units have returned to their substantive roles. A focused
piece of work has been completed with the support of the people team, to identify any
learning from initial redeployment and this has been used to support decision making and
planning in preparation for a second significant surge.
The Inpatient Units report their staffing levels to the In Reach Team 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. This process has not changed
throughout the response to the pandemic.
Due to the national suspension of most reporting requirements throughout the pandemic
response, there is a minimal amount of data available for Q1 that can be included in this
report.

2. Executive Summary
During Q2 bed capacity has returned to pre covid levels with the exception of QVM where an
additional 3 escalation beds have remained open, the decision to do this was based on the
staffing ratio’s being the same for both 22 and 25 beds. In the middle of September East and
North Herts Acute Trust declared an escalation of Opel 4, in response to this and as agreed
at system level, HCT reopened 6 beds in the Danesbury dining room, to improve the flow of
neuro capacity. These beds remain open at the time of writing this report. These beds have
been staffed with longlined bank/agency staff. The table below shows the number of beds
open at each unit.

Unit

Usual
beds
available
QVM
22
Danesbury 18
HEH
28
Total
68

Escalation
beds
available
3
6
0
9

Total
beds
open
25
24
28
77

The table below shows the core current staffing numbers per shift across all units.

Unit

Day
RN

Herts and
4
Essex ( 28
beds)
QVM (25
3
beds)
Danesbury 4
(24 beds)

Night
HCA

RN

HCA

6

3

3

5

2

3

5

2

3

It is anticipated that should there be another continued increase in the number of Covid+ve
patients requiring a community hospital bed, additional capacity will be required in line with
our response in Q1. We will again use QVM as the dedicated site for all Covid+ve
admissions, Danesbury will continue to admit stroke/neuro rehab admissions, and Herts and
Essex will admit Non – Covid IMC rehab
Throughout Q2, safe care data demonstrates that the actual Care Hours per Patient Per Day
(CHPPD), were above the required levels for both Herts and Essex and Danesbury, with a
number of days at QVM where they were below the required levels, across all units, towards
the end of Q2 there was a focus on staff taking A/L that may have been deferred or
cancelled in Q1as a result of the initial response to the pandemic.
The acuity of patients across all of the Community Inpatient Units fluctuated during Q2, with
both Danesbury seeing a higher level of complexity and more days where additional 1-1
support was required. It is not unusual to see seasonal spikes within neuro when the
demand for beds is greater and the complexity is higher.
Vacancies levels across the units have not been formally reported during this period,
however once the formal recruitment process commenced during Q2 all units have had
positive outcomes and vacancy levels for registered nurses particularly at Herts and Essex
have reduced by approximately 75%.
As reported in Q1 the skill mix review across all of the community hospitals has commenced.
As staff were redeployed back to their substantive roles, bank and agency usage has
increased compared to Q1 This was mainly used to backfill for unplanned sickness at short

notice, and in some cases for 1-1’s where redeployed staff were not confident to support
these roles.
Appraisal and mandatory training has recommenced in Q2, QVM is the only unit above the
trust target of 90% for appraisals, with all units being above the trust target of 90% for
mandatory training.

Acuity/Dependency Tool Measurement ( for reference )
Level 0
(Multipli
er =0.99*
) Patient
requires
hospitalis
ation
Needs
met by
provision
of
normal ward
cares.

Level 1a
(Multiplier
=1.39* )
Acutely ill
patients
requiring
intervention
or those who
are
UNSTABLE
with a
GREATER
POTENTIAL
to
deteriorate.

Care requirements may include the following
Elective medical or surgical admission
May have underlying medical condition requiring on-going treatment
Patients awaiting discharge
Post-operative / post-procedure care - observations recorded half
hourly initially then 4-hourly
• Regular observations 2 - 4 hourly
•
•
•
•

•
•
•
•
•
•
•
•
•
•

Early Warning Score is within normal threshold.
ECG monitoring
Fluid management
Oxygen therapy less than 35%
Patient controlled analgesia
Nerve block
Single chest drain
Confused patients not at risk
Patients requiring assistance with some activities of daily living,
require the assistance of one person to mobilise, or experiences
occasional incontinence

Care requirements may include the following
Increased level of observations and therapeutic interventions
Early Warning Score - trigger point reached and requiring escalation.
Post-operative care following complex surgery
Emergency admissions requiring immediate therapeutic intervention.
Instability requiring continual observation / invasive monitoring
Oxygen therapy greater than 35% + / - chest physiotherapy 2 - 6 hourly
Arterial blood gas analysis - intermittent
Post 24 hours following insertion of tracheostomy, central lines,
epidural or multiple chest or extra ventricular drains
• Severe infection or sepsis
•
•
•
•
•
•
•
•

Level 1b
Care requirements may include the following
(Multiplier =
• Complex wound management requiring more than one nurse
1.72*)
or takes more than one hour to complete.
Patients
• VAC therapy where ward-based nurses undertake the treatment
who are in a • Patients with Spinal Instability / Spinal Cord Injury
STABLE
• Mobility or repositioning difficulties requiring the assistance of
condition
two people
but are
• Complex Intravenous Drug Regimes - (including those requiring
dependant
prolonged preparatory / administration / post-administration
on nursing
care)
• Patient and / or carers requiring enhanced psychological support
care to
owing to poor disease prognosis or clinical outcome
meet most
or all of the • Patients on End of Life Care Pathway
activities of • Confused patients who are at risk or requiring constant supervision
daily living. • Requires assistance with most or all activities of daily living
• Potential for self-harm and requires constant observation
• Facilitating a complex discharge where this is the responsibility of
the ward-based nurse

QVM Hospital Safe Care Data Q2

The data above shows that predominantly throughout the month of August, there were days
that staffing levels were below Q1 the actual care hours per patient (CHHPD) each day that
were required, it was likely that this was as a result of staff taking annual leave that they may
have deferred in Q1 and at the height of the pandemic. To mitigate these gaps the senior
beds management team would’ve reviewed the number of staff across other units and
moved staff into QVM if this was needed. The data also shows that during August there were
days when the unit was not at full bed capacity, this would’ve been taken in to consideration
with any movement of staff between units.
Patients by type over time, shows the acuity of the patients admitted into the beds during
Q2, and as expected, a majority of the patients were assessed as level 1b; this is the normal
patient profile that is admitted into QVM. During Q2 the maximum number of patients
admitted to the unit who required 1-1 supervision was five, these patients would’ve had a
higher level of complexity and assessed as level 1a.
Bank and agency hours used in Q2 show a slight increase compared to Q1, for registered
nurses 13.49% from 9.27% and for unregistered staff 25.69% from 23.34%
Danesbury Hospital Safe Care Data Q2

The data above shows that throughout Q2 staffing levels ensured that actual care hours per
patient ( CHHPD) each day were above what was required based on the acuity of all
patients in the beds.
Patients by type over time, shows the acuity of the patients admitted into the beds during
Q1. As expected, a majority of the patients were assessed as level 1b; however there does
appear to be a higher number of patients during Q2 assessed as level 1a compared to Q1. A

higher acuity of patients in Q2 is not uncommon within the summer months as there is
known to be a seasonal spike, this is in keeping with previous years. Danesbury did have a
higher number of patients assessed as level 1a.This is also reflected in the use of staff to
support 1-1 supervision. During Q2 the maximum number of patients admitted to the unit
who required 1-1 supervision was three.
Bank and agency hours used in Q2 show a very small increase compared to Q1 for
registered nurses 6.63% from 4.43%, however there is a much larger increase in the use of
unregistered staff 17.66% in Q1 to 33.59% in Q2, reflecting the higher acuity of patients
already discussed.
Herts and Essex Community Hospital Safe Care Data Q1

Submission of the acuity data for Herts and Essex Hospital has again been sporadic during
Q2, however from the data that is available on the whole staffing levels have ensured that
actual care hours per patient (CHHPD) each day were what was required based on the
acuity of all patients in the beds.
Patients by type over time, shows that the acuity of patients admitted to Herts and Essex
during Q2 does appear to be lower than that of QVM, with no patients assessed as level 1a.
Bank and agency hours used in Q2 show a slight decrease in from Q1 for registered nurse
use down to 15.02% from 16.79%, however a significant increase in the use of unregistered
staff from 26.98% to 42.17%. This could be as a result of annual leave, as staff were
encouraged to take leave that may have been deferred in Q1, or is a reflection of the acuity
of the patients in the unit that may have not been recorded correctly. This will be reviewed
directly with the unit.

Mandatory Training

Mandatory Training Q2
91.80%
91.70%
91.60%
91.50%
91.40%
91.30%
91.20%
91.10%
91.00%
90.90%

Herts & Essex

QVM

Danesbury

Mandatory training has recommenced during Q2, with a significant improvement in
compliance across all 3 units. All units are above the trust target of 90%, targeted support is
being given to that staffs that are not compliant with their mandatory training
Appraisals

Appraisals Q2
120.00%
100.00%
80.00%
60.00%
40.00%
20.00%
0.00%

Herts & Essex

QVM

Danesbury

Appraisals also recommenced in Q2 QVM are above the trust target of 90%. Despite there
being an increase in compliance at both Herts and Essex and Danesbury, both units remain
below the trust target. Both units are aware, and have plans in place to achieve compliance
by the end of Q3.
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.
Commentary on the use of 1-1’s is now provided in each units specific section of this report.
Patient Safety
Falls
In Q2 the total number of falls across the community hospitals was 21. None of the falls resulted in
severe harm.
Pressure Ulcers
There were 2 pressure ulcers as a result of lapses in care in Q2
Serious Incidents
There was no SI’s reported in Q2 within the community hospitals.
Patient Experience
Complaints
There were 3 formal complaints across the Community Hospitals during Q2
X1 QVM which have been investigated and responded:
• Lack of information relating to discharge planning
X2 Herts & Essex which are currently being investigated:
• Concerns about length of stay, discharge planning and medication on discharge .
• Alleged professional misconduct and accuracy of incident statement

Charlotte Reynolds

AD Integrated Community Services - North
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17th November 2020
Quality Committee
Date of Board Meeting:
Date of Report:

1 December 2020

Committee Chair: Sarah Wren

23 November 2020

Dates of Committee Meetings Held Since Last Board Meeting: None
Date of Next meeting: 19th January 2021
Item
Ref

Subject

Director’s
Risk
Assessment
(H/M/L)
(R/A/G)
Risks Arising From Minutes / Tracker Updates:
Tr1
Tracker
Assurance
4.1
CQC update and action
Plan

4.2

Green

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

Committee Chair’s
Observations

Amber/Green

Good progress being made
with improvement plan. Further
update to be given in regards
to Electronic Prescribing and
Medicines Administration
(EPMA) Business case.
Committee also discussed
improvement to consider what
is needed to support the
culture for the organisation to
move to outstanding.
Quality account approved.
Feedback from commissioners
noted.

Committee approved work
undertaken to take
accreditation proposal forward
and requested to consider
staged awards for teams to
aim for and work towards (e.g.
bronze, silver, gold).
Presentation given to the
Committee by lead Tissue
Viability Nurse. Committee
noted presentation and report
detailing work proposed to

Quality Account 2019/20
N/A

4.3

Accreditation Proposal

Amber/Green

Amber/Green

4.4

Pressure Ulcer Deep
Dive

Amber/Green

Amber/Green
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4.5

Complaints report
update
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Green

Green

cover main themes and
learning.
Report received and
Committee noted that 8 new
complaints were received for
st

4.6

Serious Incident
Repport

Green

4.7

Safe Staffing

Amber / Green

Amber /Green

4.8

Summary establishment
Review update

Amber/Red

Amber/Green

4/9

Infection prevention and
Control Board
Assurance Framework
(BAF) (Covid-19)
update

Amber/Green

Green

Amber/Green

th

the period 1 October – 10
November 2020. Committee
confirmed to return to preCOVID-19 more detailed
report in future.
Report received. Committee
noted that 3 serious incidents
had been reported during
quarter 2 from which the
investigations remain in
progress. Committee were
also updated in regards to
plans for taking Sharing
Learning in Practice (SLiPs)
forward.
Committee noted report which
detailed changes in staffing
and bed numbers through
phase 3 recovery. Assurance
given in regards to the use of
safe care data and senior
manager daily review to adjust
staffing as required to ensure
safe staffing levels across all
sites. Mandatory training also
recommenced during Q2, with
a significant improvement in
compliance across all 3 units
Establishment review
approved for work undertaken
and proposal to review skill
mix across Herts and Essex
and Queen Victoria Memorial
units, subject to financial
approval. Committee noted
that further work is required to
review full multi-disciplinary
team across all three units
post COVID-19 due to present
change in cohort of patients.
Paper and updated BAF were
approved which detailed
ongoing work undertaken
across the Trust in line with
national guidance for Infection,
Prevention and Control.
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a) Freedom to Speak Up
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Green

Green

Amber/Green

Amber/Green

Green

Green

Q1/2

b) Freedom to Speak

Up Culture and
Self-Assessment
update

4/11

Learning from Death Q2

4/12

Board Assurance
Framework and High
Level Risk Register

4/13

Clinical Governance Sub
Committee assurance
report

Committee were also informed
that further work was being
undertaken to ensure draft
high impact actions identified
from learning from nosocomial
infections were also being
reviewed.
Report received and approved
detailing 14 concerns raised
during Q1 and Q2. Committee
also noted the plan to roll out
speaking up elearning
package developed by Health
Education England

Committee received report detailing the self-assessment
undertaken pre COVID-19 and
recommendations for further
actions. Committee proposed
a future Board development
session to include FTSU
alongside People plan to
consider different feedback
mechanisms.
Report approved to be
presented to Board of
Directors.

Report Received.
N/A

N/A

Assurance reports noted from
group. No risks identified for
escalation.
Following policies/procedures
were approved:
• CP42 Not Brought In (NBI)
Policy for Children, Young
People and Adults at Risk
• Mental Health Support
Team in Special Education
Needs Schools (MHST)
SOP
• CP14 Allegations of Abuse
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•

•
•
•
•

4/14

Good to Outstanding
Chair’s Assurance

4/15

Annual Reports
a) Infection Control;

made against HCT Staff
Management
CP56 Plus Size Patient
Management Policy for
Adults in a Community
Setting
CP30 Falls Policy
CP49 Syringe Pump Policy
CG03 SI Policy
GG41 Management of
Omissions in Care by HCT
Staff

Assurance report noted from
group. No risks identified for
escalation.

N/A

Committee approved all the
annual reports presented
noting that in future, the plan
will be for annual reports to be
presented at separate
meeting.

N/A

b) Complaints
c) Safeguarding Children;
d) Adults Safeguarding;
e) Clinical Audit
f) Medical Revalidation
g) Pharmacy

4.16

Hertfordshire
Safeguarding Children
Partnership Neglect
Strategy

4.17

Confidential
Safeguarding Children
report

6.00

Key Items for Noting

Green

Green

Committee approved proposal
for Hertfordshire Neglect
strategy.

Committee noted report in
regards to learning from a
serious safeguarding review
and actions undertaken to
against recommendations to
date prior to report being
published.
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Key Items for Escalation

Supporting Papers for information
SP01
SP02
SP03
SP04

Quality Account 2020 (draft)
Clinical Governance Subcommittee minutes from 24 September 2020
Clinical Governance Subcommittee action tracker from 24 September 2020
Good to Outstanding minutes from 8 October 2020

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

Annual reports presented and approved.
Quality Account approved for presentation to Board of Directors.
Learning from Death report approved for presentation to Board of Directors.
IPC assurance report and updated Board assurance Framework received.
Presentation received covering Pressure Ulcer Deep Dive and identified actions being
taken forward.
Director of Nursing and Medical Director approved establishment review undertaken for
Herts and Essex and Queen Victoria Memorial Hospital. Quality Committee approved
review and noted that further work is required to review full multi-disciplinary team
across all three units post COVID-19 due to present change in cohort of patients.

Definitions and Key:

Green

(A)

Amber/ Green

Amber/ Red

Executive Director’s Risk Assessment

High (Red)

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

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

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

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

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

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

(2)

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

Low (Green)
(1)

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

(B)

Committee Chair’s Assurance:

Red (Negative Assurances):
The Committee considers that there are currently significant gaps / weaknesses in
actions to manage risks, controls or assurances which are of sufficient concern to
the Committee to require escalation to the Board for consideration and agreement on
actions required
Amber / Red (Limited Assurances):
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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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Meeting Date:

1st December 2020

Executive Lead:

David Bacon

Director of Finance

Author(s):

Roshan Jhoree

Head of Analysis and Reporting

For:

Noting

Risk Rating:

Amber/Red

1.0

Purpose and Recommendations
This report provides information to the Board on the Trust’s operational activities
during October 2020.

2.0

Executive Summary

2.1

Contractual Arrangements
It remains the case that the Trust has no formal contracts in place with local NHS
Commissioners nor does it have confirmed activity plans which are usually used for
monitoring performance. The focus of this report is therefore on underlying trends
and comparison where possible with same month/period in 2019/20.

2.2

Overall Performance
Appendix 1 provides an Operational Performance Dashboard – key points to note:
a. Overall contacts across Adults and Children’s services show a negative variance
when compared to October last year although there was a 4.4% increase from
September to October. Adults services were 6% lower and Children’s services
23% lower in October 2020 than October 2019.
b. Referrals for Adults services are 1% lower than last October although Children’s
services referrals are higher by 1%. Services with higher referrals compared to
last year are as follows:• East & North Discharge Unit (DH2A) 240%
• Integrated care teams 31%
• Adult Bladder & Bowel 14.1%
• School Nursing 25.8%
• PALMS 20.4%
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c. Consultant led waiting times are below target (the target is 92% of open waits
should be less than 18 weeks) with 73.5% recorded. However, there is a 6.7%
improvement on the previous month as recovery continues.
d. There were 104 patients (one from Consultant led services) waiting over 52
weeks across all services - this reduced by 2 patients on the previous month.
e. At the end of October there were 1442 patients (441 from Consultant led
services) across all waiting lists that could potentially exceed 52 weeks waiting as
of the end of March 2021. This is a reduction of 1060 from the previous month.
The table below shows the main services where waiters have reduced against
this measure compared to September.

Service
Consultant Led Services
Paediatric Audiology
Community Paediatrics
Skin Health Service
Non-Consultant Led Services
MSK Triage E&N
Adult Bladder & Bowel Care
Children's Speech & Language
Pulmonary Rehab
Integrated Diabetes Service Podiatry Service
MSK Physio E&N
Podiatry Service
Nutrition & Dietetics - E&N CCG
East & North Herts Neuro Rehab
Service - Community
Adult Physiotherapy Service E&N
(Acute Therapies)
Integrated Diabetes Service Excluding Podiatry
Diabetes DSN
Children's Physiotherapy
Adult Speech & Language Therapy
Children’s Occupational Therapy
Adult Occupational Therapy
Service E&N (Acute Therapies)

Removed

Current no. patients at
risk of 52+ week wait at
31/03/2021

152
46
45

401
26
14

141
102
92
72
68

75
102
125
8
11

64
57
45
41

71
46
16
149

28

47

24

32

18
18
17
13
9

52
7
10
34
64
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Diabetes Consultant
Pain Management & Chronic
Fatigue

7
7

92
43

2.3

Quality
There were three inpatient deaths recorded in October and these were non COVID19 related. This takes the total to 17 inpatient deaths since April compared to four
last year for the same period. There were five complaints received in October which
is lower than last year by seven. None of the complaints were COVID-19 related.
Since April there have been 32 complaints reported compared to 53 for the same
period last year.

2.4

Workforce
Sickness absence rates from all causes were 3.9% for October and over the Trust
internal target of 3.7%. At the end of October, COVID-19 absences accounted for
1.4% of the sickness absence rate.

2.5

Procurement and Management of PPE
During the period of the COVID-19 incident, all necessary daily reporting (both
external and internal) based on PPE stock received has been effective. Any potential
stock issues have been identified and addressed either directly by the PPE lead or
with the support of incident management. The increasing PPE requirement has
necessitated the securing of additional storage capacity.

2.6

Finance
Covered by a separate report.

3.0

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

4.0

Appendices and Attachments
(1)
(2)

October 2020 Operational Performance Dashboard
Month 7 YTD 2020 Activity Monitor

Author(s) of paper:
Roshan Jhoree, Head of Analysis and Reporting
Date: November 2020
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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):
People Performance & Finance Committee
November 2020
Issues arising from committee consideration

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

Accurate
Relevant
Up To
Date
Valid

Clearly
Defined

Description

Comments / Exceptions

√/x
√

Information is as comprehensive as possible to
inform the board / committee and no significant
known facts or statistics which 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

√

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

√

Month 7 YTD activity monitor
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Board Committee Chair’s Assurance Report
People Performance and Finance Committee
Date of Board Meeting: 1 December 2020

Committee Chair: Jeff Phillips

Date of Committee Meeting: 27 October 2020 Date of Report: 22 November 2020
Dates of Committee Meetings Held Since Last Board Meeting: None
Date of Next meeting: 24th November 2020
Item
Ref

Subject

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

Committee Committee Chair’s
Assurance Observations
Assessment
(R/AR/AG/G)

People
7/4

Staff Flu update

Amber/Green

Just under 900 staff have
been vaccinated, out of
1160 consents. Remaining
700 staff who have yet to
complete the on-line
consent will be contacted
with a focus on in-patient
and MIU staff. Update in
November.

Amber/Red

Continuation of
improvement was noted,
but consultant-led RTT
remains well below the 92%
target. 52 week delays are
being closely monitored,
but consultant-led
paediatric audiology
continues to be a major
concern.

Performance & Finance
7/5

Performance and Activity
Report (during Covid 19)

Staff sickness remains low,
and below target, and of the
1
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7/6

Service Recovery

7/7

Finance Report month 6

7/8

Financial Plan Oct 2020 –
March 2021

7/9

Productivity Improvement
Efficiency Schemes (PIES)
update
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Amber/Red

Amber/Red

Amber/Green

N/A

2

3.3% sickness reported,
only 0.5% relates to Covid
19
All services that are at risk
of failing to achieve the 52
week waiting time target
are being treated as ‘at risk’
– currently:
• Adult OT therapy
(Acute E&N),
• Pain Management and
Fatigue,
• Adult Physio Service
(Acute E&N).
Month 6 year to date
continues to a break-even
position. Achievement of
the underlying PIES
requirement remains a
challenge.
Capex is behind plan, and
is being managed as a
recognised risk.
In the current climate of
continuing uncertainty
regarding the likely financial
pressures to be faced by
both HCT and the system
for months 7-12, HCT has
submitted a deficit control
total of just under £1.1m.
This submission was
approved by the Trust Chair
(LS) and PPFC Chair (JP)
on 22nd October, with a
written assurance given to
other non-execs following
that review,
Three main areas of focus
are
• The implementation of a
Minimum Operating
Model within Operations
and Corporate using the
AAA methodology,
• Enhancing the outcome
from the Transformation
of Corporate Services,
and
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•

The identification and
evaluation of integration
opportunities across the
System.
The underlying PIES
challenge remains a
significant one, especially
with the Corporate Finance
team being overloaded by
the workload associated
with the volume of small
schemes.
The Trust is committed to
embedding schemes that
will minimise the salami
approach, but it will take
time. Inevitably, the
traditional salami slicing
approach will continue in
part at least until that
embedding is complete
An assurance report on
learning and identification
of AAA savings schemes
was requested for the
November meeting,
covering 20/21.

7/10

N/A

Child and Adolescent Mental
Health Service (CAMHS)
Crisis business case

A draft Crisis business case
has been developed with
HPFT and identified three
options. However, it has
been concluded that it
should not be submitted to
the EH&W board in its
present form.
PPFC was assured that the
delay will not affect those
children and young people
who need to access the
service, as there has been
an extension granted to the
current service.

3
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7/11

Queensway Health Centre Lift
and Redevelopment Capital
Business Case

7/12

Waltham Cross
Redevelopment Business
Case

7/13

Nascot Lawns Disposal
Formal Proposal

7/14

Herts and West Essex
Procurement service update

Attachment E2
N/A

Approved – the scheme
covers the installation of a
much needed lift and
second entrance.

N/A

Approved - this is a
scheme costing £2.1m, and
is a major component in
estate rationalisation, and
will contribute to future
proofing a range of
services, and should
incorporate substantial third
party provision
Approved – final agreement
due in November

N/A
N/A
Not applicable

Prospective Consultants to
the project have made
presentations to the Project
team re the Transformation/
Implementation stage of the
proposed procurement
development
Final approval of the
Procurement
Transformation Business
Case from PAH is expected
in early November.

Any Other Business
Any Other Business
7/15
COVID-19 Mass
Vaccination Programme

HCT have been invited to
be the lead provider for two
health systems (Herts &
West Essex and
Bedfordshire, Luton &
Milton Keynes), the formal
specification is expected
shortly, mobilisation and
vaccine administration
projected to commence in
early December.
The Lead Provider contract
is provisionally scheduled
for completion by 27th
November.

Verbal

Supporting Papers
None
4
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Summary of Committee governance issues and any other points for the Board’s Attention
52 week targets and sustainable PIES to address the underlying position remain the two areas of
greatest concern for the committee

Definitions and Key:
Red
(A)

Amber/ Red

Amber/Green

Green

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)
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.

5
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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.

6
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TRUST BOARD
Title:

Freedom to Speak Up, Q1 and Q2 2020/21 report

Meeting Date:

1st December 2020

Executive Lead:

Sarah Browne, Director of Nursing and Quality

Author(s):

Christine Stock, Freedom to Speak Up Guardian

For:

Information

Risk Rating:

Green

1.0

Purpose and Recommendations

1.1

To advise the Board regarding:
•
•
•
•

Activities undertaken to increase visibility of the Guardian and local speaking up
arrangements;
Number and type of concerns raised during Q1 and Q2;
Associated activity;
Next steps.

2.0

Executive Summary

2.1

The Coronavirus pandemic has impacted on face-to face activities and more communication
is now through the all-staff communication.
14 concerns were raised during Q1 and Q2 of which six were associated with the pandemic;
concerns were raised by people working across the three business units and were received
from a range of levels of seniority.
Most concerns raised are linked to factors associated with ‘leadership’ and ‘behaviour’,
rather than direct patient safety concerns. This is similar to findings identified during the
previous, 2018/19 year.

2.2

2.3

3.0

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

4.0

Appendices and Attachments
(1)
None

Author(s) of paper:
Name
Date:

Christine Stock, Freedom to speak Up Guardian
October 2020
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To be completed as part of paper
Committee Consideration
This Report has previously been considered by the following committees:
Committee: None
Date (Month / Year):
Quality Committee
November 2020
Issues arising from committee consideration

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

Accurate
Relevant
Up To
Date
Valid

Clearly
Defined

Description

Comments / Exceptions

√/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

√/x

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

√
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Freedom to Speak Up
Q1 and Q2 2020/21 report
This report is a summary of speaking up activity undertaken during Q1 and Q2 2020/21.
This report includes information around:
1. Activities to increase visibility of the Guardian and speaking up arrangements;
2. Review of concerns raised during Q1 and Q2 2020/21;
3. Associated activity
4. Next steps
1. Activities to increase visibility of the Guardian and speaking up arrangements
o

o
o
o
o

Prior to the pandemic, an Ambassador attended the market place at each corporate
induction to ensure new staff joining the Trust know how to raise concerns. Since the
pandemic the Guardian has communicated with staff via all-staff trust communications;
The Health and Safety Advisor, who is a FTSU Ambassador, references speaking up at
training provided for new staff and other staff training events;
The speaking up screen saver has been refreshed;
Promotional articles have been written and shared with all staff communications;
Preparations are in hand for national ‘Speak Up’ October, with a range of
communications being prepared to promote speaking up.

The Guardian and Ambassadors have regular catch-up meetings via Microsoft teams and are
joined by the Non-Executive Director speaking up lead. Meetings are an opportunity for
Ambassadors to discuss any matters they have become aware of, including promotional
activities they have been involved in.
The Guardian liaises regularly with the Director of Nursing to discuss matters associated with
speaking up.
2. Review of concerns raised
Speaking up concerns raised to FTSU Guardian
Q1
Q2
2017/18
1
2
2018/19
4
3
2019/20
5
2
2020/21
8
6

Q3
3
5
8

Q4
3
3
6

Total
9
15
21
14

14 contacts have been recorded during Q1 and Q2.
Of the 14 contacts, 6 relate to concerns associated with the Coronavirus pandemic, meaning 8
non-pandemic concerns were recorded, slightly more than in previous years. The increase is

1
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considered positive as it provides assurance activities to raise visibility have been successful
and people feel able to make contact.
All contacts with the Guardian or Ambassadors are included in the numbers recorded above but
not all contacts require follow up. Numbers are an indication that people have wanted to have a
conversation/raise a concern and have felt able to do so.
Types of concerns raised during Q1 and Q2 2020/21
Patient safety / quality
2
Types/categories of concern are suggested by the
National Guardian’s Office. Individual judgement is
Bullying / harassment
0
used when considering how a concern is
System / process
5
categorised. Categorising a concern is not always
Cultural
0
easy and what is considered the closest category is
Leadership
4
selected.
Senior management
1
Staff safety
2
Behavioural/relationship
0
Total
14
During Q1 and Q2 six of the 14 concerns were associated with the pandemic; all were raised
during Q1. An additional report focussing on COVID-19 associated concerns raised between
11/03/20 and 13/05/20 was prepared for consideration at the Quality Committee. Since
13/05/20 only one further COVID-19 related concern has been raised. It was raised in May and
related to redeployment. Concerns about redeployment have been shared and the People and
Operation teams are using this and feedback from other sources to help plan should staff need
to be redeployed again in the future.
Concerns were raised by people working in all three business units, corporate, adult and
children & young people services, and included managers, senior leaders and workers. Two
people wished to remain anonymous.
Example of concerns raised
Patient safety / quality
Staff re-deployed during pandemic to other areas and trusts were
concerned about care to patients.
System / process
Concern that recruitment during pandemic did not follow process.
Leadership
Question raised about how a matter had been managed.
Senior management
Senior manager talked through how they were managing a situation.
Staff safety
Early in the pandemic, concern expressed about failure to follow
social distancing guidance.
Because of the low numbers involved, and to protect the identity of people, examples of
concerns provide a high level outline only.
What has happened?
Closed
7
o 7 contacts have been closed
o For some, only one or two conversations were needed.
o For contacts such as these people were listened to, thanked and
supported or signposted to appropriate teams.
o It was also made clear that people could contact the Guardian again if

2
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o
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Open

7

o
o

o
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they needed further support/if the matter was not resolved.
A concern about social distancing was supported by increased guidance
via all staff communications.
Reassurance was provided about how face-face training was to be
provided safely.
Learning from concerns about redeployment have been shared and
used to help inform how the trust will approach redeployment in the
future.
7 contacts remain open
4 of the 7 contacts are about the same area and the Directors of
Nursing and People are taking actions to understand more fully the
concerns raised and steps to be taken.
3 of the concerns relate to individual matters and are being progressed
individually. Appropriate actions to take are being considered by senior
managers independent of the team/service.

Total 14
What are we learning?
One of the concerns raised during Q2 had been previously raised some months ago through the
trust’s senior management route (not the speaking up route). The person reported to the
Guardian that they did not get feedback from their managers and feel nothing has changed. As
the concern was originally raised during 2019, the delay in feedback cannot be due to the
pandemic. The good practice principles of speaking up and expectations of all managers need
to be promoted.
Individual points of learning are included in the table above.

3. Associated Activity
2020 National Guardian’s Office (NGO) FTSU index report
In July 2020 the NGO published its second ‘Freedom To Speak Up Index Report’ using
information from the 2019 National Staff Survey, specifically responses to four questions:
Staff survey questions

HCT 2018
results

HCT 2019
results

Q17a My organisation treats staff involved in an error,
near miss or incident fairly.
Q17b My organisation encourages us to report errors,
near misses or incidents.
Q18a If you were concerned about unsafe clinical
practice, would you know how to report it?
Q18b I would feel secure raising concerns about
unsafe clinical practice.
Overall score

62.9%

64.8%

↑

90.5%

91.1%

↑

97.4%

97%

↓

78.5%

80.1%

↑

83%

83.9%

↑

3
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The NGO calculates a percentage score for each trust based on responses to the four
questions. Scores for all trusts are listed in the report. The NGO suggests that results provide
helpful insight into how staff perceive their trust’s speaking up culture.
HCT has seen a slight increase in the overall percentage score, rising from 83% in the 2019
Index Report to 83.9% in the 2020 Index Report.
HCT has scored the highest compared to other trusts providing services across Hertfordshire.
National Guardian Office case reviews
In June 2020 the NGO published a case review into the speaking up practices of the Whittington
Health NHS trust. Findings from the review were considered and relevant learning shared with
the Quality Committee.
The review highlights the importance of HR practices, specifically the handling of grievances,
and also the inter-relationship between the People (HR) team and Guardian. Implicit in the
findings is how important a manager’s response is to someone who has spoken up to them.
The Trust is considered to be doing well against the findings but improvements can still be made
and actions that will be taken include:
− Guardian has been invited to attend a People team meeting to promote understanding
between the different roles;
− The People team are reviewing and strengthening the exit interview process;
− Actions will be identified to promote speaking up good practice principles expected of all
line managers;
− Recommend to the Audit Committee that an internal audit is undertaken focussing on
speaking up.
National Guardian’s Office training guidelines
In August 2019 the NGO published ‘National guidelines on freedom to speak up training in the
health sector in England’.
The NGO considers that training on speaking up is essential and that it should be considered on
a par with other mandatory training. The guidelines recommend that training is developed to
cover three broad groups of workers:
− Core training – all staff,
− Line and middle management,
− Senior leaders.
The plan to use elearning developed by Health Education England as core training for all staff
had to be postponed due to the pandemic. New timescales have been agreed and the elearning
will be rolled out from October 2020. Middle and senior leaders training will be developed in due
course.
The Guardian and some Ambassadors have also listened into 2 NGO ‘Lunch & Learn’ webinars;
one focussed on sharing ideas for Speak Up October and one helped Guardians think about
potential barriers to BAME staff speaking up.

4

Board 1st December

Attachment F1

In response to thinking about barriers, the Guardian and chair of the BAME network, shared a
joint message in June raising awareness that all staff , particularly BAME colleagues, must feel
safe to speak out and that the speaking up team are here for everyone. In addition, members of
the BAME network were invited to put forward expressions of interest to become a speaking up
Ambassador.
4. Next steps
October is national ‘Speak Up month’ and the Guardian is using this opportunity to
acknowledge that barriers to speaking up may exist and to seek to explore these more. An
invitation will be extended to staff to contact her or an Ambassador to talk about barriers they
think are in place and their ideas removing them.
From October, a speaking up elearning package developed by Health Education England, will
be rolled out and used as core training that all staff will be expected to completed.
A previous report recognised that in response to the pandemic we need to develop different
ways of promoting and raising awareness of speaking up including for example developing
promotional and training videos and extending how we use social media. The roll out of
elearning helps support this and efforts will continue to develop and extend how we reach out
and communicate with people. In addition during Speak Up October, some of the Ambassadors
have committed to using Twitter to help raise awareness.

Christine Stock
Head of Patient Safety and Freedom to Speak up Guardian
October 2020
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Remuneration Committee
12 October 2020
MAIN ITEMS OF DISCUSSION
Present:

Anne McPherson (AMcP) - Chair of Remuneration Committee
Linda Sheridan (LS) - Trust Board Chairman
Jeff Phillips (JP) – Non-Executive Director

In attendance:

Alison Ryder – Associate Director of People

Item
1.

Introductions & Apologies
The Chair welcomed everyone to the meeting. Apologies were received from the
Chief Executive.

2.

Notes of meeting held 22nd September 2020
The notes of the meeting were agreed as a correct record.

3.

Matters Arising/Actions

4.

•

It was reported that the Executive Director salary review agreed at the
previous meeting had been implemented.

•

The new Interim CEO’s contract basis was discussed.

•

It was confirmed that Chair’s action had been taken between meetings in
relation to the Chief Executive’s leaving arrangements.

NED Recruitment Update
A meeting had been held with NHSI/E in relation to commencing the recruitment
process for the NED vacancy. The importance of using this opportunity to bring
live experience of diversity issues onto the Board was discussed and agreed.

5.

Board Adviser Arrangements
The extension of the term of the Board Adviser to 31 March 2021 was confirmed.

6.

Honorary Contracts
Honorary contracts had been issued to the Associate NED and Board Adviser to
reflect their revised contract end date. The process for future contract extensions
to Trust appointed Board roles was discussed and recommendations to take this
forward agreed.

7.

Any Other Business
Roles of Non-Executive Directors were considered.
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TRUST BOARD
Title:

Governance update

Meeting Date:

1st December 2020

Executive Lead:

Antonia Robson, Associate Director of Integrated Business
Services

Author(s):

Marina Sweatman, Assistant Trust Board Secretrary

For:

APPROVAL

Risk Rating:

Not Applicable

1.0

Purpose & Recommendations
1.1

To advise the Board of the:
(1)
Board and Subcommittee structure and the associated revised Terms
of Reference
(2)
Annual Board and Subcommittee schedule of meetings for 2021/22

1.2 To ask the Board to approve:
(1)
(2)

2.0

The associated Subcommittee Terms of Reference
The Board and Sub Committee meeting schedule for 2021/2020 with
proposed adjustments.

Key Points for the Attention of the Board
2.1 A governance review was undertaken in July 2019 after which the Board
approved a revised Board structure. Once implemented the frequency of the
Quality Committee was amended from quarterly to bi monthly to enable
business to be dealt with in a timely way.
2.2
The Subcommittee Terms of Reference have been revised and updated in line
with good governance and are reviewed annually.
2.3
A further review of governance is planned to ensure that reporting and
meetings are effective, efficient and streamlined.
2.4
The Board and subcommittee schedule of meetings for 2021/2022 has been
devised following feedback to facilitate maximum attendance especially during
school holiday periods and to avoid direct clashes with partner organisations.

3.0

Relevant Strategic Objective(s) / Strategies
3.1

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

4.0

Outstanding quality and performance
Joined-up local care
Great place to work
Best value through innovation

References, Appendices & Supporting Information
Appendices & Supporting Information in Supporting Papers J10-J15
Terms of reference for:
(1)
(2)
(3)
(4)
(5)

Audit Committee (AC)
Quality Committee (QC)
People Performance and Finance Committee (PPFC)
Strategy Planning & Engagement Committee (SPEC)
Remunerations Committee (RemCom)

Author(s) of paper:
Marina Sweatman
Assistant Trust Board Secretary
Date November 2020

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):
Data Quality Statement

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

Accurate
Relevant
Up To
Date
Valid

Clearly
Defined

Description

Comments / Exceptions

√/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.

Antonia Robson
Associate Director of
Integrated Business
Services

√/x

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

√/x

Board and Board Sub Committee Structure Chart

Board of Directors

HCT Corporate Trustee

• Trust Chair & All NEDs
• CEO and All Executive Directors

• Voting Board members

Charitable
Funds
Committee
(Quarterly)

Audit
Committee
(Quarterly)

Quality
Committee
(Bi Monthly)

Assurance Committee – delegated authority from the Board

People
Performance
& Finance
Committee
(Monthly)

Strategy
Planning &
Engagement
Committee
(Bi monthly)

Remuneration
Committee
(Quarterly)
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The role of Trust Board committees reporting to the Board

Audit
Committee

Provides an independent and objective view of internal
control including overview of internal and external audit
services, governance and risk management and financial
reporting.

Quality
Committee
(QC)

Provide assurance to the Audit Committee and the Board on
the systems and processes by which the Trust achieves
organisational and national quality objectives. It will ensure
the delivery of clinical governance, the safety and quality of
clinical services and the management of risk relating to the
delivery of healthcare.
Review the financial implications of the delivery of all Trust
strategies and where investment and disinvestment is required
to deliver Trust objectives.
Be assured that the Trust is using its resources efficiently and
effectively and is delivering value for money.

People
Performance
and Finance
Committee

Review people and organisational development plans to
ensure the Trust has the right people with the right skills and
values to maintain and improve the health and wellbeing of
patients in line with the NHS Long term Plan.
Review and approve any formal mandatory submissions or
returns to regulators which relate to resources and where
Board visibility or approval is a requirement for those
submissions.

Strategy ,
Planning and
Engagement
Committee
(SPEC)

Remuneration
Committee

Review the Trust’s strategic objectives, vision and values
and supporting strategies. Oversee the implementation of
Hertfordshire Community Trust’s Partnership and
Engagement Strategy and any supporting programmes of
work. Provide assurance to the Trust Board that HCT is
successfully embedding partnership working and effectively
engaging with its stakeholders and communities.
The purpose of the Remuneration Committee is to make
decisions on behalf of the Board on the remuneration, terms
and service and performance related pay of the Chief
Executive and Executive Directors and other members of staff
on very senior manager terms and conditions. The decisions
will have been reached following due consideration of all
relevant internal and external factors, so that they are publicly
defensible and reached with probity, discipline and objectivity.
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Charitable
Funds
Committee

The purpose of the Committee is to make the most effective
use of all available charitable funds, ensuring that the funds
are spent appropriately as a financially sustainable
organisation.
Reports to the HCT Corporate Trustee (made up of the
Board voting members)

Full Terms of Reference for all the subcommittee mentioned above can be found in
the supporting papers:
(1)
(2)
(3)
(4)
(5)
(6)

Audit Committee (AC)
Supporting paper J10
Quality Committee (QC
Supporting paper J11
People Performance and Finance Committee (PPFC) Supporting paper J12
Strategy Planning & Engagement Committee (SPEC Supporting paper J13
Remunerations Committee (RemCom)
Supporting paper J14
Charitable Funds Committee (CFC)
Supporting paper J15

Board and Sub Committee schedule for meetings
for April 2021 – March 2022

The Board and subcommittee schedule of meetings for 2021/2022 has been devised
following feedback to facilitate maximum attendance especially during school holiday
periods and to avoid direct clashes with partner organisations.
Board meetings in Public and in Private are to be held on the first Tuesday of the month
bi-monthly in June, August, October, December and February.
In order to meet the end of year account reporting requirements there will be also be
additional meetings in March and May.
Adjustments proposed to maximise attendance for consideration and approval:
Easter school holidays are 29th March –9 April 2021
• Move 30th March 2021 Board back to Thursday 25th March 2021
Half term school holidays are 31st May to 4th June 2020
• Move 1st June Board back to 27th May and link this with Extra Ordinary Audit
Committee
Summer holidays start 23rd July – 30th August
• Move 3rd August Board back to Thursday 29th July 2020 therefore only affecting the
first week of the holidays

Charitable Funds Trustee – held after the December Board

Audit Committee
Will be held on the second Tuesday, quarterly in June, September and March an
adjustment has been made in December to allow for Christmas
An Extra Ordinary Audit Committee will be held on 27th May to approve the annual
accounts.

Quality Committee
Will be held on the third Tuesday, bi-monthly in May, July, September, November, January
and March.
None of the scheduled meeting dates are impacted by school or public holidays.

People Performance and Finance Committee (PPFC)
Will be held on the 4th Tuesday monthly
The July, October meetings are impacted by school holidays.
December meeting is impacted by Christmas
It is proposed that:
•
•
•

The July meeting will remain unchanged
The October meeting is pushed back one week to 2 November 2021 and November
meeting is pushed back one week to 30 November 2021
December meeting to be brought forward one week to 21 December 2021

Strategy Planning and Engagement Committee (SPEC)
Will meet on the 4th Tuesday bi- monthly in May, July, September, November, January
March
The July is impacted by school holidays but will remain unchanged.
Charitable Funds Committee will be held quarterly – in May, September, November and
February
None of the scheduled meeting dates are impacted by school or public holidays

Remuneration Committee to be scheduled when required with a minimum of 2 per year

Consideration has been given to East & North Herts NHS Trust board dates which are
•
•
•
•
•
•
•

4 November 2020
13 January 2021
3 March 2021
5 May 2021
7 July 2021
1 September 2021
3 November 2021:

Full scheduled provided in attached document.
Marina Sweatman
November 2020

Appendix 3

Month
Dec-20
Jan-21
Feb-21
Mar-21
Apr-21
May-21
Jun-21
Jul-21
Aug-21

Date
01-Dec-20
02/02/2021
25/03/2021
27/05/2021
29/07/2021

Board Meeting

Part 2
Part 1
Venue
13.00-14.30 9.30-12.30
No meeting
13.00-14.30 9.30-12.30
13.00-14.30 9.30-12.30 Easter hols 29.3.-9.4
No meeting
13.00-14.30 9.30-12.30
AGM to be confirmed
13.00-14.30 9.30-12.30
No meeting

Sep-21
Oct-21
Nov-21
Dec-21
Jan-22
Feb-22
Mar-22

Month
Dec-20
Jan-21
Feb-21
Mar-21
Apr-21
May-21
Jun-21
Jul-21
Aug-21
Sep-21
Oct-21
Nov-21
Dec-21
Jan-22
Feb-22
Mar-22

05/10/2021 13.00-14.30
07/12/2021 13.00-14.30
01/02/2022 13.00-14.30
29/03/2022 13.00-14.30

No meeting
9.30-12.30
No meeting
9.30-12.30
No meeting
9.30-12.30
9.30-12.30 easter April

Quality Committee

Date

Time

19/01/2021

1.30-3.30

16/03/2021

1.30-3.30

18/05/2021

1.30-3.30

20/07/2021

1.30-3.30

21/09/2021

1.30-3.30

16/11/2021

1.30-3.30

18/01/2022

1.30-3.30

15/03/2022

1.30-3.30

Papers By
No meeting
12/01/2021
No meeting
09/03/2021
No meeting
11/05/2021
No meeting
13/07/2021
No meeting
14/09/2021
No meeting
09/11/2021
No meeting
11/01/2022
No meeting
08/03/2022

Venue

Month
Dec-20
Jan-21
Feb-21
Mar-21
Apr-21
May-21
Jun-21
Jul-21
Aug-21
Sep-21
Oct-21
Nov-21
Dec-21
Jan-22
Feb-22
Mar-22

Month
Dec-20
Jan-21
Feb-21
Mar-21
Apr-21
May-21
Jun-21
Jul-21
Aug-21
Sep-21
Oct-21
Nov-21
Dec-21
Jan-22
Feb-22
Mar-22

Date

Time

09/02/2021 10.00-16.00
13/04/2021 10.00-16.00

07/09/2021 10.00-16.00
02/11/2021 10.00-16.00

08/02/2022 10.00-16.00

Date

Time

Papers by

23/02/2021

11.30-12.30 16/02/2021

18/05/2021

11.30-12.30 11/05/2021

21/09/2021

11.30-12.30 14/09/2021

16/11/2021

11.30-12.30 19/11/2021

22/03/2022

11.30-12.30 15/02/2022

No meeting
No meeting

Audit Committee
Venue

No meeting
No meeting
AGM to be confirmed
No meeting
No meeting

Time
9.30-11.30
9.30-11.30
9.30-11.30
9.30-11.30
9.30-11.30
9.30-11.30
9.30-11.30
9.30-11.30

28/09/2021
02/11/2021
30/11/2021
21/12/2021
25/01/2022
22/02/2022
22/03/2022

9.30-11.30
9.30-11.30
9.30-11.30
9.30-11.30
9.30-11.30
9.30-11.30
9.30-11.30

Month
Dec-20
Jan-21
Feb-21
Mar-21
Apr-21
May-21
Jun-21
Jul-21
Aug-21
Sep-21

No meeting
No meeting
No meeting
No meeting

People Performance and Finance Committee

Date
22/12/2020
26/01/2021
23/02/2021
23/03/2021
27/04/2021
25/05/2021
22/06/2021
27/07/2021

Charitable Funds Committee
Month
Dec-20
Jan-21
Feb-21
Mar-21
Apr-21
May-21
Jun-21
Jul-21
Aug-21
Sep-21
Oct-21
Nov-21
Dec-21
Jan-22
Feb-22
Mar-22

Board Briefing

Papers By
Venue
15/12/2020
19/01/2021
16/02/2021
16/03/2021
20/07/2021
18/05/2021
15/06/2021
20/07/2021
No meeting
21/09/2021
22/10/2021
23/11/2021
14/12/2021 virtual (3rd week)
18/01/2022
15/02/2022
15/03/2021

Oct-21
Nov-21
Dec-21
Jan-22
Feb-22
Mar-22

Month
Dec-20
Jan-21
Feb-21
Mar-21
Apr-21
May-21
Jun-21
Jul-21
Aug-21
Sep-21
Oct-21
Nov-21
Dec-21
Jan-22
Feb-22
Mar-22

Charitable Funda Trustees
Venue

Month
Dec-20
Jan-21
Feb-21
Mar-21
Apr-21
May-21
Jun-21
Jul-21
Aug-21
Sep-21
Oct-21
Nov-21
Dec-21
Jan-22
Feb-22
Mar-22

Date

07/12/2021

Time

Papers by

after Board
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Date
08/12/2020

Time
10.00-11.30

09/03/2021

10.00-11.30

27/05/2021
08/06/2021

9.00-10.00

14/09/2021

10.00-11.30

07/12/2021

Papers by
Venue
01/12/2020
No meeting
No meeting
01/03/2021
No meeting
18/05/2021 Extra Ordinary meeting
01/06/2021
No meeting
No meeting
07/09/2021
No meeting
No meeting
30/11/2021 brought forward 1 week
No meeting
No meeting
01/03/2022

08/03/2022

10.00-11.30

Date

Time

Papers By

26/01/2021

12.00-14.00

19/01/2021

23/03/2021

12.00-14.00

16/03/2021

25/05/2021

12.00-14.00

18/05/2021

27/07/2021

12.00-14.00

20/07/2021

28/09/2021

12.00-14.00

21/09/2021

23/11/2021

12.000-14.00

16/11/2021

25/01/2022

12.00-14.00

18/01/2022

22/03/2022

12.00-14.00

15/03/2021

Strategy Planning and Engagement

Venue
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TRUST BOARD
Title:

BOARD ASSURANCE FRAMEWORK

Meeting Date:

1 December 2020

Exec Lead:

Antonia Robson, Associate Director of Integrated Business Services

Author(s):

Jackie Davenport, Assistant Director of Governance & Business Support
Keith West, Senior PMO Analyst

For:

REVIEW and APPROVAL

Risk Rating:

Not applicable

1

2

PURPOSE & RECOMMENDATIONS

1.1

To share with the Board the latest version of the Board Assurance Framework (BAF)
risks for approval.

1.2

The Board is asked to consider whether the BAF fully reflects the strategic risks
currently faced by the Trust.

KEY POINTS FOR THE ATTENTION OF THE BOARD

2.1
3

RELEVANT STRATEGIC OBJECTIVE(S) / STRATEGIES

3.1
4
Ref

There are 11 open risks on the Board Assurance Framework.

This report links to all of the Trust Strategic Objectives:

BOARD ASSURANCE FRAMEWORK RISKS
Risk Description

Lead

Mitigated
score

BAF-01

There is a risk that as a result of the ongoing and lasting impact
of the pandemic on Trust services that the ability of the
organisation to recover is adversely affected. This could impact
on the ability of services to recover their commissioned
activities, waiting lists, and backlogs, the deliverability of the
Trust's strategic objectives, its ability to deliver on the priorities
of the NHS Long Term Plan, and the quality of care provided to
people.

Antonia Robson,
Associate
Director of
Integrated
Business
Services

3 x 5 = 15

BAF-02

Failure of HCT to enhance and sustainably expand the
reputation, role and contribution of its integrated community
services for the benefit of the population/communities that we
serve.

Sarah Brierley,
Joint Director of
Strategy

4 x 3 = 12

ID
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Risk Description

Lead

Mitigated
score

BAF-03

There is a risk that the organisation is unable to effectively
implement and embed digital and technological solutions to
support effective transformation, improvement and efficiency

Sarah Brierley,
Joint Director of
Strategy

5 x 3 = 15

BAF-04

There is a risk that the long-term health of the people served by
the Trust is adversely affected as a result of reduced service
provision and longer waiting times for services, which could
generate an increase in demand for services in future, and
therefore impact on the ability of the organisation to deliver the
Trust's corporate strategy.

Liz Kendrick,
Medical Director

4 x 4 = 16

BAF-05

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

Liz Kendrick,
Medical Director

4 x 4 = 16

David Bacon,
Director of
Finance

4 x 4= 16

Alison Ryder,
Associate
Director of
People

4 x 3 = 12

Alison Ryder,
Associate
Director of
People

4 x 4 = 16

Sarah Browne,
Director of
Nursing and
Quality

3 x 4 = 12

ID

BAF-06

Pressures on financial resources available to the Trust and
increasing number of contracts with financially linked KPIs may
lead to:
1. Trust’s inability to transform and implement productivity
improvements at sufficient scale or pace to mitigate financial
pressures
2. Financial Penalties if KPIs are not met
3. Pressure on the ability to achieve financial balance and meet
previously agreed control total
4. Trust developing a poor reputation

BAF-07

BAF-08

5. Inability to acquire new business and difficulties to renew the
current contracts.
There is a risk that the sustained heightened state of readiness,
challenges of recovery phase, potential second surge and
ongoing exposure to uncertainty and stressful situations has an
adverse effect on the resilience and morale of Trust leaders
and the workforce leading to loss of engagement, higher
absence and increased turnover, thus impacting on the ability
of the Trust to deliver its services.
There is a risk of an insufficient supply of workforce with the
right skills and values to enable the Trust to meet current and
future service needs, impacting on the ability to deliver our
vision, objectives and NHS Long Term Plan.
The inability to maintain present CQC rating and embed and
deliver continuous quality improvement to enable movement
from good to outstanding may result in potential;

BAF-09

• loss of confidence by key stakeholders including the local
population, commissioners and partner organisations,
• impact on the Trust’s reputation for delivering safe, effective,
well led care &
• reduction in staff morale.
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Risk Description

Lead

Mitigated
score

BAF-10

There is a risk that as a result of the mobilisation of system,
regional, and national structures to manage the Covid-19
pandemic, there is the potential for misunderstandings with
difficulties in escalating issues and achieving co-ordinated
delivery of coherent services in partnership. This could impact
the speed of the Trust's response, the level of support provided
to the Trust from regional NHSE/I, and ultimately the
effectiveness and quality of care provided to the local
population by the health and social care sector.

Elliot HowardJones, Chief
Executive
Officer

4 x 3 = 12

BAF-11

There is a risk that, as a result of any of the other BAF risks
being realised, and unmitigated, that the reputation of the Trust
is adversely affected, potentially leading to a lack of investment,
reduced credibility in the system and/or region, and a reduction
in staff morale.

Elliot HowardJones, Chief
Executive
Officer

3x3=9

ID

Author(s) of paper:
Name:

Jackie Davenport, Assistant Director of Governance & Business Support
Keith West, Senior PMO Analyst

Date:

11 November 2020
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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):
Quality Committee (QC); Strategy Planning &
November 2020
Engagement Committee (SPEC)
Issues arising from committee consideration:
Request from SPEC for target risk scores and timelines for BAF
Data Quality Statement
By way of assurance to the Board, and in order to inform discussion / decision, the accountable executive director
confirms that to the best of their knowledge, and subject to any exceptions identified, data contained in this report is:

Data
Quality
Domain
Complete

Accurate
Relevant
Up To
Date
Valid
Clearly
Defined

Description

Comments / Exceptions

√/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.

Antonia Robson, Associate
Director of Integrated Business
Services

√

Company Secretary Sign-Off (Board papers only)

This paper has been quality control checked and approved by the Associate Director, Integrated
Business Services

√

