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AGENDA

# Description Owner Time

1 Chairman's Welcome & Note of Apologies S Linnett 10.00

2 Any Urgent Items of Any Other Business and Declaration 
of Interest on Items on the Agenda and/or the Register of 
Directors Interests

S Linnett 10.05

3 Minutes of the Previous Meeting: Wednesday 25 July 2018
(attached)

To approve

3 Minutes Public Board meeting 250718 final.doc   7

S Linnett 10.10

4 Matters Arising - Action Log (no actions)
To note

S Linnett 10.15

5 Chairman's Report (verbal)
To note

S Linnett 10.20

6 Merger Update (attached)
To note

6 Proposed Merger Update 071118.docx   15

D Carter 10.25

7 Executive Board Report (attached)
To note

7 Executive Board Report November 2018.doc   17

D Carter 10.30

8 Performance Reports (attached)
To note

8 Performance Reports Header.doc   69

8.1 Quality & Performance

8.1a Q and P report header.doc   71

8.1b Quality  Performance Report Quarter 2.ppt   73

L Lees/C 
Jones

10.45

8.2 Finance

8.2 finance Report.docx   103

A Harwood 10.55
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# Description Owner Time

8.3 Workforce

8.3 Workforce Report.pptx   111

A Doak 11.05

9 Clinical Outcome, Safety & Quality Report (attached & 
verbal)

To note

9 COSQ Report July Aug Sep Oct.doc   117

A Clarke 11.15

10 Finance, Investment & Performance Committee Reports 
(attached)

To note

10 FIP Report to Board.docx   123

D Mellon 11.20

11 Charitable Funds Committee Reports (attached)
To note

11 Charitable Fund Committee Report.doc   129

S Linnett 11.30

12 Hospital Re-Development Committee Reports (attached)
To note

12 Hospital Redevelopment Report - November 18.... 133

S Linnett 11.35

13 Risk Register (attached)
To approve

13  RR November 2018.doc   137

V Parsons 11.40

14 Board Secretary Report (attached)
To ratify

14 Board Secretary Report November 2018.doc   141

V Parsons 11.50

15 Details of Next Meeting: Wednesday 6 February 2019, 
10.00am in COMET Lecture Hall

16 Close
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BOARD OF DIRECTORS

Agenda item 3 Category of Paper Tick

Paper Title Minutes of the Meeting held on 
Wednesday 25 July 2018 To action

Date of Meeting 7 November 2018 To note
Lead Director David Carter For Information
Paper Author David Carter To ratify
Indicate the impact of the paper:
Financial     Quality/Safety     Patient Experience    Equality     Clinical     
Governance

History of 
Committee 

Reporting and 
Date

N/A

Links to Strategic 
Board Objectives All objectives

Links to 
Regulations/ 

Outcomes/Extern
al Assessments

CQC
Monitor

Links to the Risk 
Register All Board Level Risks rated High Risk (15+)

PURPOSE OF THE PAPER/REPORT

To provide an accurate record of the meeting.

SUMMARY/CURRENT ISSUES AND ACTION 
Matters arising to be addressed through the action log.

ACTION REQUIRED
To approve the Minutes.

Public Meeting Private Meeting
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1

THE LUTON & DUNSTABLE UNIVERSITY HOSPITAL NHS FOUNDATION TRUST
BOARD OF DIRECTORS

Minutes of the meeting held on Wednesday 25 July 2018

Present: Mr Simon Linnett, Chairman 
Mr David Carter, Chief Executive
Ms Cathy Jones, Deputy Chief Executive
Ms Angela Doak, Director of Human Resources
Mr Andrew Harwood, Director of Finance
Ms Liz Lees, Chief Nurse
Dr Danielle Freedman, Chief Medical Adviser
Ms Alison Clarke, Non-Executive Director
Mr Denis Mellon, Non-Executive Director
Mr David Hendry, Non-Executive Director
Mr John Garner, Non-Executive Director
Dr Vimal Tiwari, Non-Executive Director
Mr Mark Versallion, Non-Executive Director

In attendance: Ms Victoria Parsons, Board Secretary
Ms Philippa Graves, Director of IT
Ms Anne Sargent (Minute Taker)
6 Members of the Public (including Governors)
2 CQC Inspectors

1. CHAIRMAN’S WELCOME & NOTE OF APOLOGIES

The Chairman opened the meeting, noting that it was a meeting in public and 
that questions (other than points of clarity), would be taken at the conclusion 
of the agenda. 

He welcomed Liz Lees to her first formal L&D Board meeting.  L Lees 
responded that it has been interesting and she is enjoying the challenge and 
being part of the organisation as Chief Nurse 

The Chairman noted that S Oke has been successfully appointed to a post as 
Chief Nurse at Northampton and that there would be opportunity thank her in 
due course.

2. ANY URGENT ITEMS OF ANY OTHER BUSINESS TO BE DECLARED 
AND ANY DELARATIONS OF INTEREST?

No items were declared.

3. MINUTES OF MEETING HELD ON WEDNESDAY 2 MAY 2018

Pg 4, Finance Report, should state ‘a small number of non-recurrent…….’ 
and that ‘results of the KPMG audit would be signed off by NHSI’.
Pg 5, Audit & Risk Committee report was taken by David Hendry.
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Subject to above amendments, the minutes were approved as an accurate 
record.

Proposed:  M Versallion Seconded: A Clarke

4. MATTERS ARISING (ACTION LOG)

There were no matters arising.

5. CHAIRMAN’S REPORT

The Chairman asked A Harwood to comment, during his Finance Report, on 
how L&D will accommodate the pay increases.  He recorded thanks to staff 
involved in the Tent Events.  V Tiwari noted that the next staff engagement 
event in the lecture hall will give opportunity for educational posters etc.  D 
Carter added that we expect the CQC report at the beginning of December, 
with good opportunity to feedback at the staff events.  D Freedman suggested 
a small prize for poster displays be considered by the Charitable Funds 
Committee.  The Chairman advised the Board that subject to ratification by 
the Council of Governors, we have appointed a NED with an interest in Audit 
& Risk.

The opening of Arndale House was reported to be successful.  The Chairman 
believes parking has improved in Lewsey Road as a result of phlebotomy 
services moving to Arndale House.   He finished by mentioning that L&D will 
watch the progress of neighbouring ACOs etc and any effect on services.  

DF/AH

6. MERGER UPDATE

D Carter updated the Board that L&D had submitted a capital bid through the 
STP on 16 July, in accordance with national timetable, for £100m for the hot 
block with a decision expected around the end of October and that in the 
interim, L&D continues with integration work but mindful that the capital is not 
yet confirmed.  T&O is being used as a pilot service to test a model of 
integration using service line management as a foundation for the 
development of joint services.  M Versallion asked if we have picked up any 
concerns about resourcing the integration work.  D Carter responded that the 
integration work had been carried out with minimal expense given uncertainty 
about the funding and in a way that is efficient in terms of our management 
and clinician resources.  D Mellon suggested it would be worthwhile 
comparing the ‘Model Hospital’ results.  C Jones added that in addition to this, 
L&D are well supported by GIRFT teams and have a data sharing agreement 
in place with Bedford Hospital.  A Clarke asked if this exercise would look at 
clinical outcomes.  C Jones assured the Board that this would be the case 
and early indicators have highlighted areas where changes could be made 
and improve clinical outcomes.

D Carter advised the Board that Pathology work is actively progressing, with a 
specialist consulting firm appointed to help with this.  The IM&T work is also 
progressing actively.  P Graves added that this is being done in a phased 
fashion, noting that should L&D not merge, agreement would be needed to 
work as partners to have a shared service.  D Carter advised the Board that 
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Pathology would also be considered as a joint venture, should the merger not 
take place.  D Freedman outlined that NHSI propose there should be 29 
Pathology Networks, although that may increase and that smaller units may 
be more favoured than had previously been thought.  The Trust plan is to form 
a partnership with Bedford Hospital and then explore other neighbouring 
Trusts.  

7. EXECUTIVE BOARD REPORT

 Infection Control – V Tiwari advised the Board of an increase in infections 
with multiple antibiotic resistance which is a concern given the government’s 
wish to reduce antibiotic usage and, in some cases, give antibiotics earlier.  A 
Clarke assured the Board that COSQ had discussed this with Dr Mulla and 
that interaction would continue.  Dr Mulla had suggested a review of L&D’s 
current policy.  The Board were assured that the issue of flies in the Cardiac 
Centre had been resolved.

Medical Education – in addition to the content of the report, C Jones noted 
that in relation to the School of Anaesthetics live feedback process for 
trainees, L&D aim to roll this out in the Autumn when the Board will see 
anonymous feedback.  In relation to Junior Doctors’ dissatisfaction, 
particularly around the timely issue of rotas, A Doak assured the Board of 
current work to ensure compliance.  She had met with Dr Nathwani who 
would communicate all actions to juniors.

Complaints – this is addressed as part of the Quality & Performance Report.

Mortality – Fractured Neck of Femur – C Jones advised the Board that this 
data can be out of date by time it is available to the Board.  She assured the 
Board that following an earlier peak, actions and measures are in place. It 
remains disappointing that L&D’s performance appears to have fallen but the 
mortality rate has now decreased since the time period within the NHFD 
report.  D Freedman added that members of the public should be assured that 
this is taken very seriously.

Needs Based Care – the Board were made aware that a financial appraisal 
has yet to be undertaken.

Compliance Issues – C Jones noted that whilst the recent contract 
performance notices are somewhat unusual; this reflects a change in 
approach from Bedfordshire CCG.

Nursing & Midwifery Staffing – D Mellon drew attention to the improvement 
in ‘qualified’ vacancy rate, noting that unqualified numbers are going down.  It 
was noted that Clinical Support Workers and HCAs remain a challenge, 
particularly given there are other areas, with better conditions and pay, that 
these staff could work in.    

GDE – as mentioned in the report, L&D has passed the next gateway, 
securing the next tranche of funding.  D Hendry added that the programme 
board meetings are very well attended, with excellent engagement.  The 
Board should not underestimate how big an undertaking this is, along with the 
significant effect on our services.  
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Equality, Diversity and Human Rights Annual Reports – the Board were 
advised that these had been approved by the Executive.  J Garner drew 
attention to the number of staff who do not declare a disability and to the 
continued gender pay issue.

Estates and Facilities – C Jones advised the Board that the theatres risk has 
been upgraded due to the current hot conditions putting much of the Trust’s  
plant under significant strain.  
     

8. PERFORMANCE REPORTS

Quality & Performance Report – the Board acknowledged the report.  L 
Lees drew attention to amber and red scores from the 2 page summary:

The numbers of pressure ulcers was reported to be higher than expected.  
The report noted work to be undertaken in relation to falls.  One of L&D’s 
biggest patient experience challenges is keeping response rates up in ED and 
Outpatients.  Meetings are underway with Surgery to address the complaint 
response backlog.

C Jones picked up on the performance section of the report as follows:

Cancer targets were met in April and May although meeting targets for breast 
symptomatic patients remains a national challenge.  The trajectory for 18 
weeks recovery is end of July, although this may be affected by the loss of 
Theatre E for most of last week. Super Saturdays now run every week, which 
is a huge step change from last year.

It was noted that stroke performance is disappointing given the investment in 
this service.  Poor performance for door to needle time for thrombolysis has 
led to changes being identified and implemented.  Compliance has improved 
significantly but it remains the case that not all patients can get this treatment 
within one hour.  V Tiwari advised the Board of national workforce issues in 
this service.

Finance Report – A Harwood introduced the report, noting the following:  

All 2017/18 financial issues have been resolved and signed off by auditors on 
29 June.  The report presented covers Q1 and indicates a challenging trading 
position, partly due to higher than anticipated levels of activity, although this 
has been mitigated by non-recurrent gains.  It should be noted that the 
Surgical Division in particular, did not deliver planned income levels and 
incurred additional unplanned payments.  The Medical Division also incurred 
higher than anticipated costs.

The position allowed the Trust to secure sustainability funds, a proportion of 
which are linked to STP performance.  CCGs have agreed that no individual 
organisation will be worse off which means that a risk-share arrangement in 
respect of provider sustainability funds will need to be in place.

The Board were advised that agency costs remain our biggest challenge.  
NHSI have requested a meeting in September to explore our performance.  
The cash balance fell at the end of Q1 but was enriched with 2017/18 bonus 
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monies during July.  FIP will, later on in the day, meet to address issues 
identified in the report.

A Harwood responded to a query re funding of recent pay awards to explain 
that the tariff included a 1% uplift and that central funding will cover the 
shortfall.  
  
Workforce Report – A Doak presented the report.  

A Doak drew attention to the significant recruitment drives for nursing staff, 
noting that a reduction in turnover is evident.  There has also been a decrease 
in monthly sickness rates in Estates.  J Garner suggested that bullying figures 
could be a contributory factor to sickness levels.  A Doak acknowledged that 
there remain pockets of concern but that links between sickness and bullying 
are not evident, adding that ‘champions’ are being appointed in various 
divisions.  The Trust is working towards having real time data rather than 
identifying issues in the staff survey.  The change to visa issues has been 
very positive, with 112 applicants submitted and successfully approved this 
month.  J Garner pointed out that 30.5% of L&D nursing staff are over 50. 

9. CLINICAL OUTCOME, SAFETY & QUALITY (COSQ) COMMITTEE 
REPORT

The report was taken as read.  A Clarke added that she had personally 
undertaken some additional assurance, spending a day with the tissue 
viability team and although there are issues in this area and with fractured 
neck of femur, she is not unduly concerned.

10. FINANCE, INVESTMENT & PERFORMANCE (FIP) COMMITTEE REPORTS

The report was taken as read.  D Mellon noted a meeting later in the day to 
establish a recovery plan and review projects for the next year.  

11. AUDIT & RISK COMMITTEE REPORTS

The report was taken as read, noting that year end audits were completed 
satisfactorily and assets were assessed as appropriately balanced.  

The audit opinion noted that business areas (excluding cyber security) were 
generally satisfactory.  A critical issue was identified in terms of cyber security 
which is common across the NHS.  Work is underway at L&D to recover this.  
The Board were asked to note an internal issue around sharing of passwords.

12. CHARITABLE FUNDS COMMITTEE REPORTS

The report was taken as read, noting an amendment to the Terms of 
Reference to allow C Bygrave to continue as chair.  

13. HOSPITAL RE-DEVELOPMENT PROGRAMME BOARD REPORT

The Chairman presented the report, noting significant progress in core 
infrastructure.  Significant work has taken place to identify 40 additional 
parking spaces in Calnwood Road.  It was noted that Arndale House has 
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helped reduce pressure on car parking.  J Garner wished to commend the 
security staff at the front entrance during recent works to install the MRI 
scanner.  

14. RISK REGISTER

The Board Secretary drew attention to the new Board level risks, noting that 
financial risks would be reviewed by the FIP committee.

In relation to risk 1353, C Jones noted that Mt Vernon provide a visiting 
Oncology service to L&D.  Two Consultants have recently left the Trust 
meaning that the service is reliant on locums.  The Trust is working to mitigate 
any patient experience issues in order to reassure and support patients.  It is 
hoped that this risk will be downgraded in the near future.  V Tiwari felt there 
is a need to look at how Mt Vernon compares with other centres in terms of 
outcomes, as well as accessibility.  The Chairman suggested this be further 
debated at COSQ.  

15. BOARD SECRETARY REPORT

The Board Secretary drew attention to the information relating to public and 
staff governor elections.

The Board ratified the revised Terms of Reference for the Charitable Funds 
Committee and the Hospital Re-Development Committee.

16. ANY OTHER BUSINESS

No further business matters were raised.  

QUESTIONS/COMMENTS FROM NON BOARD MEMBERS

The following questions were raised by the audience:

1. Further detail was requested on actions taken to recover the 18 week 
position.  C Jones responded that additional clinics were scheduled in 
June and July, along with validation work to close referrals down and re-
code as a completed pathway.  

2. Is the ‘learning from deaths information, Q2 71%, Q3 36% for last year?  A 
Clarke confirmed this was the case and that we had ensured that numbers 
went back for review; C Jones added that clinicians need to be trained in 
using the new tool.  A Clarke assured the Board and the audience that the 
cases where the Trust might gain most learning have been covered under 
the SI reports. 

3. Arndale House has been excellent for patients but communication is still 
not happening, no email has gone to GP practices and in terms of 
disability and GPs remain unsure of access arrangements.   It was noted 
that L Young will provide assurance of how this has been included in the 
GP Link.  The patient leaflet shows that disabled patients come to the 
hospital site.  L&D were asked to be aware that whilst GPs have had 
communication, it may not have been shared with practice managers in 
order for patients to be properly advised.  C Jones would check with A 
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Qurban whether he had met in person with all GP practices.
  

17. SUMMARY OF ACTIONS

To be made available after the meeting

DETAILS OF THE NEXT SCHEDULED MEETING:

Wednesday 7 November 2018, 10.00am, COMET Lecture Hall

18. CLOSE

These minutes may be subject to disclosure under the Freedom of Information Act 
2000, subject to the specified exemptions, including the Data Protection Act 1998 
and Caldicott Guardian principles
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                     BOARD OF DIRECTORS

Agenda item 6 Category of Paper Tick

Paper Title Proposed Merger Update To action
Date of Meeting 7 November 2018 To note
Lead Director David Carter –Chief Executive For Information
Paper Author David Carter –Chief Executive To ratify
Indicate the impact of the paper:
Financial     Quality/Safety     Patient Experience    Equality     Clinical     
Governance

History of 
Committee 

Reporting and Date
N/a

Links to Strategic 
Board Objectives 

Objective 1 – Deliver the Quality Priorities
Objective 2 – Deliver National Quality and Performance Targets 
Objective 3 – Implement the Strategic Plan 
Objective 5 – Optimise our Financial Position

Links to 
Regulations/ 

Outcomes/External 
Assessments

NHS Improvement
CQC
Commissioners
Internal Audit

Links to the Risk 
Register

Hospital Redevelopment
Non-Achievement of Financial 
Target
Vacancy rates

CCG verification processes
Agency costs
Backlog maintenance
Management capacity

PURPOSE OF THE PAPER/REPORT
Update on proposed merger.

SUMMARY/CURRENT ISSUES AND ACTION

The paper updates the Board of Directors on the progression of the proposed merger with Bedford 
Hospital.

ACTION REQUIRED

To note the Merger update.

Public Meeting Private Meeting

6 Proposed Merger Update 071118.docx
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Luton and Dunstable University Hospital NHS Foundation Trust and Bedford 
Hospital NHS Trust

Proposed Merger Update

Following submission of the STP capital bids on 16 July, which included the L&D 
Acute Services Block/merger bid as the first priority, we are still awaiting a decision 
on the outcome and have not yet received communication as to when this might be 
confirmed.  Regular contact with the centre continues to ensure awareness of the bid 
and to ascertain when the Trust’s might expect to receive a decision.  

The executives of both trusts continue to meet regularly at the Joint Integration 
Board in order to plan and monitor merger related activities. At present these 
include:

 Joint work across Trauma and Orthopaedics looking at joint models and benefits 
from merging the services. This approach would act as an exemplar for 
subsequent work and the trusts are looking to roll this out to other areas in a 
phased approach.  The work to date has identified a number of opportunities to 
reduce expenditure and to share clinical resources and expertise across both 
services and has been very positively received by the clinicians participating. 

 Integration work across Pathology focused on the creation of target operating 
models for the relevant specialities, ultimately resulting in a business case for a 
joint service.

 The IT teams are working on developing joint plans as part of the GDE 
programme and work has been agreed to begin physically connecting the sites 
via a Hard Link.

 The PMO is mapping locations for colocation of support services and the 
resulting benefits this would bring.

 Revision of the Full Business Case, Long Term Financial Model and Post 
Transaction Implementation Plan, acknowledging that areas have moved on 
since these were originally created. 

 The Integration Board now has a joint view on performance across both 
organisations to provide visibility on the position of a joint trust.

A very successful clinical engagement event took place on the 19/10/18 involving 
senior clinicians from both sites, who heard Dr Emmanuel Umerah, Deputy Medical 
Director from Frimley Health, talk about his experience of being a consultant in a 
clinical leadership role at Heatherwood and Wexham Park during the merger with 
Frimley Park. Dr Umerah gave a very honest account of the process and his 
learning, which was well received by the clinicians from L&D and Bedford Hospital 
who attended.  The Orthopaedic pilot work on integration was also shared and 
prompted a lively discussion about how best to compare and explore services using 
data and benchmarking
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BOARD OF DIRECTORS

Agenda item 7 Category of Paper Tick
Paper Title Executive Board Report To action
Date of Meeting Wednesday 7 November 2018 To note
Lead Director D Carter For Information
Paper Author Executive Directors To ratify
Indicate the impact of the paper: Financial     Quality/Safety     Patient 
Experience    Equality     Clinical     Governance

History of 
Committee 

Reporting & Date
Executive Board – 24 July 2018

Links to Strategic 
Board Objectives All Objectives

Links to 
Regulations/ 

Outcomes/Extern
al Assessments

CQC
Monitor
Information Governance Toolkit

Links to the Risk 
Register

Hospital Redevelopment
Non-Achievement of Financial 
Target
Vacancy rates

CCG verification processes
Agency costs
Backlog maintenance
Management capacity

PURPOSE OF THE PAPER/REPORT

To update the Board on items discussed / presented / approved by the Executive 
Board in readiness for Board awareness or approval.
SUMMARY/CURRENT ISSUES AND ACTION 

1. Medical Education Update - to note
2. Complaints Board Update - to note
3. Mortality Board Update - to note
4. Needs Based Care - to note
5. Nursing & Midwifery Staffing - to note
6. Management of CQUIN - to note
7. Compliance Issues - to note
8. 18 Weeks - to note
9. Pre-Assessment - to note
10. Daily Status Report App - to note
11. Approval of New Theatres - to note
12. CQC Update - to note
13. GDE Update - to note
14. Information Governance Quarterly Report - to note
15. EPRR Core Standards Annual Report and Business Continuity Plan - to note
16. Workforce Race Equality Standards Report - to note
17. Infection Control Report - to note
18. BLMK STP - to note
19. Freedom to Speak Up - to note
20. Estates & Facilities Update - to note
21. Communications & Fundraising Update - to note
22. Policies & Procedures Update - to note
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ACTION REQUIRED
To note / consider / review / approve as specified above.

Public Meeting Private Meeting
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1. MEDICAL EDUCATION UPDATE

School of Surgery – Following the school exploratory visit the department continue 
to comply with the changes needed to improve the training environment. Issues 
raised following the visit and thereafter in the recommendations are being shared 
with the consultants and wider team to encourage engagement. The next update on 
the action plan is due in November 2018.

School of Anaesthetics – The department continue to develop with the Head of 
School (HoS) for anaesthetics, a pilot to give live trainee feedback. This will help to 
review trends in the feedback on a day to day basis allowing the department to 
review whether processes need changing. This helps reassure the school of 
anaesthetics and regional trainees that the trust and department are promoting 
trainee feedback and developing responses to support trainees and their learning 
environment. This data will help the HoS to promote training at the trust for all 
anaesthetics trainee in the region

Changes planned in training from August 2019 - Refurbishment of the COMET 
and the development of a trainee Rest/Common room within the COMET footprint is 
progressing well and it is anticipated that the work will be completed by mid Nov 
2018.

Improving surgical training (IST) and Internal Medicine training (IMT) - The trust 
has set up working groups to establish changes needed to trainee/junior doctor 
numbers and rota in readiness for the changes anticipated.

2. COMPLAINTS BOARD UPDATE

The complaints board last met in September and it was agreed that there would be a 
review of terms of reference, KPI’s and monitoring within the board. The compliance 
against the response time remains a challenge and a new process and structure will 
be proposed by the Chief Nurse. Additionally the complaints board have agreed to 
undertake a peer review of the quality of complaint responses to ensure shared 
learning and consistency.

3. MORTALITY BOARD UPDATE

The Trust has recently taken a decision to move to CHKS to provide its 
benchmarking data and they provide a new mortality comparison called the Risk 
Adjusted Mortality Index (RAMI). This index adjusts for age, gender and case mix but 
will also factor in length of stay. Unlike other indicators the national average for RAMI 
is not fixed at 100. The latest Trust RAMI data indicates that the Trust is close to the 
average.

The latest SHMI (which lags behind other mortality indicators) for the Trust shows an 
improving picture from the previous report where the Trust was 7% higher than the 
national average to a 4.5% higher measurement to the national average.
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The last three months, during the summer period have seen low numbers of death in 
the hospital. Therefore despite the high mortality rate in Jan and Feb 2018 the annual 
mortality rate, at 11.5 deaths per 100 spells is marginally better than the 11.7 seen in 
2017.
 

4. NEEDS BASED CARE

The impact of introducing the Needs Based Care model in Respiratory Medicine has 
been a strong reduction in length of stay during the summer for respiratory patients 
(above that normally seen during the warmer weather). As we approach the winter 
months, the model is expected to deliver a much smaller rise than usual in the length 
of stay for patients with respiratory complaints, as the full benefits of rapid senior 
decision making and early intervention are realised.

5. NURSING & MIDWIFERY STAFFING

The Report for July, August and September is attached as Appendix 1

6. MANAGEMENT OF CQUIN

The Trust is working on all the national CQUIN schemes for 2018-19:

 Improving staff health and well-being;
 Reducing the impact of serious infections (antimicrobial resistance and sepsis);
 Improving services for people with mental health needs who present to A&E;
 Offering advice and guidance;
 Preventing Ill Health by Risky Behaviours (tobacco and alcohol)

7 Executive Board Report November 2018.doc
Overall Page 18 of 142



During Quarter 1, the Trust achieved all the milestones with the exception that there 
was partial achievement in one element of the serious infections scheme.  The Trust 
is working to improve the proportion patients who receive their antibiotics within an 
hour of diagnosis of Sepsis, from 81% (Q1 achievement) to over 90%.    

The Trust has submitted all the required reports to the CCG for Quarter 2, the 
outcome of which is currently awaited.

7. COMPLIANCE ISSUES

The Patient Experience Survey results for Cancer Services were published in 
September 2018, and highlighted the L&D as the best performing Trust in the region.  
Our L&D cancer patients gave the Cancer Team 8.9 out of 10 for overall care, with 
over 95% of respondents saying they had a dedicated Clinical Nurse specialist and 
86% of patients saying that they were always treated with dignity and respect while in 
hospital.  This is even more remarkable in the context of us treating record numbers 
of patients for cancer, and these results reflect the extremely hard work that goes into 
giving our patients personalised and responsive care.

Two Getting It Right First Time (GIRFT) visits have taken place in the last few 
months, for Paediatric Surgery and the Diabetes service.  Both have been very 
positive opportunities to compare our services to others with support from an expert 
clinical lead, and both reviews have highlighted good clinical outcomes for patients 
and strong productivity metrics.  Feedback from the clinical leads visiting both teams 
noted the strong sense of team work and engagement from the whole 
multidisciplinary team in the process which is a very good reflection of the strong 
team approach within both of these services. 

The Rheumatology team hosted a peer review visit in September and received very 
positive feedback from the expert visitors who noted exemplary practice around the 
Early Inflammatory Arthritis pathway, and the strong overall performance of the 
rheumatology service at the hospital.  

Following the endoscopy unit JAG scorecard in May 2018, in which the Global Rating 
Score (GRS) resulted in an ‘Assessed; improvements required’ status, we have 
received a request for additional information to be submitted to demonstrate the way 
we carry out root cause analysis on any patients who are found to have colorectal 
cancer following a colonoscopy. This is a key element of the service’s clinical 
governance process and so we do not anticipate any difficulty in submitting this 
evidence.  The deadline for submission of this further information is 19th April 2019.   

There is also an informal pre- assessment review planned for 31st October which will 
provide further steer and guidance as to the key areas for improvement prior to the 
formal visit anticipated in April 2019.

At the end of July, the Bedfordshire NHS Bowel Cancer Screening Programme 
Report was published following an assurance visit from the Public Health England 
screening quality assurance service (SQAS).  The Bedfordshire service is delivered 
jointly between L&D and Bedford Hospital and covers an eligible population of 
681,000 patients from 79 GP practices.  
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The report highlighted 4 areas for concern which were immediately responded to by 
the Trusts and the QA team confirmed as resolved.  A further 18 high priority findings 
have been incorporated into a shared action plan.  Many of the findings relate to the 
current staffing and physical capacity constraints on the endoscopy service which are 
already being addressed through the endoscopy unit recovery and JAG action plan.  
5 areas of good practice were highlighted for sharing with other centres.       

44 recommendations were made by the screening team who will work with local 
leads to monitor progress over the next 12 months.  Internally progress will be 
monitored through the joint steering group, with issues escalated to the quality sub-
committees of both trust boards.

8. 18 WEEKS

There has been a very disappointing deterioration in the trust’s performance against 
the 18 week RTT standard which has a target performance of 92%.  Following the 
challenges posed by cancellations in winter 2017/18, the position had been steadily 
improving, but at the end of September dropped to 89.6%.  This was due to a rapid 
increase in the non-admitted patient backlog, which has resulted from capacity 
pressures causing extending waiting times for outpatient first appointments since full 
‘paper switch off’ for new referrals in April 2018.  A detailed report was submitted to 
COSQ in October 2018 and the current focus is on bringing forward new outpatient 
appointments from 2019 to 2018 to ensure that patients are not waiting too long to be 
seen.    

The Trust is also working with commissioners to ensure that we meet the planning 
guidance expectation that the waiting list will be no larger at 31st March 2019 than it 
was at 31st March 2018.  This is being supported by a Joint Elective Recovery plan, 
which aims to mitigate the financial impact of this year’s growth on elective activity for 
the CCG, whilst meeting the operational and performance requirements of NHSI and 
NHSE.  The aim of the recovery plan is to remove planned activity from the acute 
trust that may not be adding value, such as long term follow-ups or activity that can 
be sensibly delivered by an alternative route. This will help to manage commissioning 
spend, but will also support specialties with capacity pressures that are having to use 
agency staff to support clinically urgent work.

9. PRE-ASSESSMENT

The new pre-assessment area opened in September 2018, and over the course of 
the last 5 weeks the number of specialties directing patients straight from outpatients 
for drop-in pre-assessment following a decision to list for surgery has increased each 
week.  Feedback from the patients is excellent, and with a pharmacist and 
anaesthetists available to support nursing staff in clinic and to see the more complex 
patients, the model is very responsive and is expected to have a big impact on 
reducing cancellations of operations that occur on the day of surgery.
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10. DAILY STATUS REPORT APP

As part of the hospital’s focus on reducing the number of patients staying over 21 
days, an application for mobile devices has been developed which enables us to 
capture the ‘live’ status of all adult inpatients with regards to discharge.  The 
discharge app is helping teams to identify at a glance where medically fit patients are, 
what they are waiting for, and being much more focussed when escalating issues to 
partner organisations. It has also streamlined the work of producing the patient 
tracking lists used to manage delayed transfers of care reporting between health and 
local authority partners.  It is expected that the app will have significant benefit in 
reducing length of stay in hospital to support the hospital during winter pressures, 
and members of the exec team are committed to spending more time on the wards 
participating in sitrep meetings. This will enable rapid senior escalation of the most 
complex cases, and to provide senior support to teams in improving their ward 
processes and ensuring that we retain our strong focus on discharge home as early 
as possible for all patients.

11. APPROVAL OF NEW THEATRES

In September 2018, the Finance, Investment and Performance Committee approved 
a £6.2m business case for two new operating theatres, G and H, to be situated to the 
side of the current theatres E and F.  The works also re-provide the day case arrivals 
and eye day-surgery unit accommodation, and increase the number of recovery beds 
available to theatres to ensure flow is maintained in times of high ward occupancy 
such as winter.  The final element of the scheme is to release the old theatres A-D 
recovery to the emergency teams to increase available space, following last year’s 
winter pressures where this area was bedded and used for emergency medicine for 
significant periods.  

The case was supported by the Council of Governors in October 2018, and the 
redevelopment team are in the process of appointing a contractor following 
completion of the tendering process.   

The scheme formed a component of the Trust’s bid for winter capital, against which 
£2m has been received. This funding delivers a number of schemes to release beds 
or improve flow in support of the winter plan, including the recovery A-D component 
of the theatres scheme, the discharge lounge and satellite pharmacy in 
surgery, development of the daily status app and purchase of mobile devices, 
improving flow on ward 34 through relocation of gynaecology services to the vacated 
GUM clinic space and creation of the clean joint ward which frees up sideroom 
capacity for emergency admissions.

12. CQC UPDATE

Following the Trust’s Core Services, Use of Resources and Well Led inspection visits 
between 7th August and 13th September 2018, the CQC inspection report is expected 
to be published by the first week of December 2018.  
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Core Service inspections were carried out in Medicine, Critical Care, Surgery and 
Children’s and Younger people’s services during August 2018 and teams of 
inspectors visited the wards and departments, spoke to patients and relatives, and 
reviewed data and evidence to test the safety and quality of the services we provide.  
Each service will be rated against 5 domains to test whether services are Safe, 
Effective, Caring, Responsive and Well-led.  

A senior team from NHS Improvement visited at the end of August to carry out their 
Use of Resources visit in support of the CQC inspection.  Using benchmarking data 
and investigation interviews with key team members, the NHSI leads explored 
whether we are using resources productively, how we are deploying our workforce to 
best effect, and how our clinical support services, corporate services and financial 
management are supporting the Trust in providing high quality care to patients. 

The final element of the inspection was the Well-Led visit which took place over three 
days in September 2018 during which Trust leads, including Non-executive directors 
and governors, were interviewed to establish whether the trust has strong 
governance, a positive culture, good leadership and a clear vision and strategy. 

We were pleased to receive feedback from our inspection lead that staff had been 
very supportive and positive about the inspection process, and that the CQC staff 
had felt extremely welcomed by our teams.

13. GDE Update

As part of the ‘Global’ ambition of the Digital Exemplar programme, the team 
recently visited Hospital de Cascais in Portugal, one of the 3 hospitals in Europe who 
have achieved the highest level of digital maturity with HIMSS Level 7. Having seen 
their digital journey and streamlined patient care, we invited HIMMS Analytics to visit 
Luton and Dunstable Hospital to seek their advice and identify gaps to deliver HIMMS 
Level 7 Standard. This visit has allowed us to assess the gap of the current plan 
versus the plan to achieve HIMSS Level 7. The CEO from the Cascais Group will be 
addressing the Luton & Dunstable Management Team and the Bedford Hospitals 
Board on the 8th November 2018 at Cranfield and sharing their Digital journey.

As part of GDE Programme, Inpatient Care Coordination Procurement is progressing 
forward with the aim to have a supplier appointed by Q4 2018/19 with the aim to 
commence implementation in Q1 2019/20. We have had a number of procurement 
challenges due to the innovative nature of the programme, and have had to find 
solutions to meet the take this forward to ensure it meets all the needs of the clinical 
workflow. Parallel to this, there are also workshops organised in October and 
November months of 2018 for the e-Portal work stream to capture user feedback 
which has a very multi-disciplinary approach. Also there has been significant 
progress in the DevOps work stream with workshops with partners Citrix and OCSL 
with an aim to achieve Infrastructure as a Service (IaaS) for the existing hardware 
environment allowing improved reliability and increased scalability which is currently 
going through the governance process of assurance. This supports the government 
Health Minister Matt Hancock’s directive of moving all NHS storage infrastructure into 
‘the Cloud’.  We are currently working on process mapping for e-Pharmacy 
Compliance and electronic Forms in the Outpatient department.  The Accident and 
Emergency Process Blueprinting has been successfully submitted and currently the 
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team are working on blueprinting of e-Referrals that have been deployed in 14 
specialties in Outpatient and are on track for submission in Q3 2018/19. 

The GDE Innovation Centre in Cranfield reflects the innovative and creative nature of 
the GDE Programme which showcases clinical environment such as Nursing Bay 
and also pods for third party suppliers to showcase clinical products which reflects 
the clinical transformation programme of GDE. The GDE Programme team are 
locating to the Cranfield site now. 

The GDE programme is now entering a very intensive delivery phase and we will be 
focussing heavily on clinical planning for a successful implementation of such a 
pivotal system as Inpatient Care Co-ordination, and the associated  business change. 
The many benefits that have been described can only be delivered if we achieve the 
delivery timescales successfully, so the programme is now entering a critical phase. 

14. INFORMATION GOVERNANCE QUARTERLY REPORT

The next Information Governance Quarterly report will be presented to the February 
meeting of the Board of Directors.

15. EPRR CORE STANDARDS ANNUAL REPORT AND BUSINESS 
CONTINUITY PLAN

The annual submission and project plan are attached as Appendix 2

16. WORKFORCE RACE EQUALITY STANDARDS REPORT

This year we have produced a more user friendly WRES report and action plan.
It was an option recently given by the WRES team to all Trusts following widespread 
complaints about the clunky mandated format. 

Not much time was given e.g. until the 28th September to produce /publish this. 
However, this has been covered by website publication of the old format WRES 
report approved by Executive Board in July, plus notice that the new style Report and 
Action Plan will be available on the website from the end of October.

On the Action Plan the EDHR Task and Finish Group Members mainly tackled (1) 
declaration and; (2) conduct areas first, but we still have to do: (3) BME 
representation on the board and across bands, career progression and belief in equal 
opportunity. 

LDH HR and Nursing Leads along with NHS Improvement have had initiatives in this 
area and so it would be good to have feedback and comments for the actions here 
from ET members. 
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The report / action comes to Formal Executive Board on 23rd October 2018 for 
approval and will be shared at main EDHR committee on 29th October 2018 for next 
steps consideration.

The report and actions are attached as Appendix 3

17. INFECTION CONTROL REPORT

 MRSA Bacteraemia - One case of MRSA hospital acquired bacteraemia has been 
reported by the Trust in August 2018. The Infection control team and the clinical team 
have conducted a detailed root cause analysis of this case. This case has been reported 
to the CCG as a serious incident as screening was not completed as per protocol on 
admission and topical treatment was not commenced when patient was found to be 
MRSA screen positive. Final report and action plan due 04/12/18 (medical division).

 Infection Control Policy - The Trust needs to review its systems and processes 
to manage and monitor the prevention and control of infection.  

 Clostridium Difficile - In the first two quarters of this financial year the Trust has 
recorded 1 case of hospital acquired Clostridium difficile infection. The ceiling 
(trajectory) for this financial year is 5 cases. One new HA case has been reported 
this month.

 Patients with Multi-drug resistant organisms (MDRO) - The proportion of multi-
resistant isolates from blood cultures is increasing. The vast majority of 
bacteraemia cases are from infections acquired in the community.

 Influenza - Public Health England (East) has reported cases of seasonal 
influenza. Laboratories are advised to commence testing for RSV and influenza. 
The hospital occupational health department has commenced vaccinating staff. 
This year all staff will receive the quadrivalent vaccine. Individuals older than 65 
years are advised a new tri-valent conjugated vaccine.

 Point of Care testing (PCR) - The Microbiology department is supporting the use 
of a Point of Care PCR based rapid assay in the paediatric department for RSV 
and Influenza.   The infection control team has been alerted by Public Health 
England that cases of seasonal influenza have been reported (although currently 
the overall incidence of influenza like illness remains low). The laboratory has 
started testing for RSV and influenza.  Arrangements are underway to commence 
Point of Care testing on paediatrics. The microbiology team has already 
conducted training for some staff

 Antibiotic Prescribing - The uncertainty in the supply of antibiotics to the NHS 
is hampering the effort to manage effective and rational prescribing of antibiotics.  
The Microbiology Consultants and Pharmacy work closely and in liaison with 
PHE to agree suitable alternatives in response to any unavailability’s reported.

 Estates - There are a number of outstanding infection control related Estates 
issues which need resolution.  The Trust needs to re-evaluate the current 
practice of undertaking significant building works on wards with patients in-situ
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 ‘Bare Below Elbows’ - The Trust policy on “Bare below the Elbows” needs to be 
re-enforced robustly for all grades of staff.  The Chief Nurse and DIPC are 
working to agree how best to re-launch the Trust’s ‘No Avoidable Infection’ 
strategy.

 Surgical site Infections - There has been a recent increase in surgical site 
infections following hip and knee joint replacement surgery.

18. BLMK STP

The current STP Central Briefing is attached to this report as Appendix 4

19.  FREEDOM TO SPEAK UP

There were eight new concerns raised by staff during the period 1st July to 30th 
September.  Four of these were raised by nurses, one by a midwife, two by clerical 
and administrative staff and one was anonymous.  Four of these were about attitudes 
and behaviours and four were regarding safety.  These have all been escalated to 
the appropriate board member and are being investigated.

20. ESTATES & FACILITIES UPDATE

OVERVIEW

Ed Payne, Head of Operational Estates will be leaving the Trust on the 6th December 
to join Kettering General Hospital. The Trust has been successful in recruiting into 
this key post; Roy Maynard will be joining the Trust on the 12th November who is 
currently at Addenbrooke’s Hospital.

Outstanding issues with Engie are gradually being resolved. Agreement on catering 
deductions for January to April, are due to be agreed by the end of the October.

FACILITIES

Hard FM

Water Services: An increase in legionella positive results has been recorded in the 
surgical block. Precautionary measures have been taken in accordance with water 
safety management policy including:

 installation of specialist filters on showers and tap outlets
 increased water sampling
 water flushing and tap replacement programme

In addition to these measures the team are exploring other initiatives to assist in the 
management of water quality. A positive Pseudomonas sample has also been 
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identified in ITU which is not linked to the system but recorded as local 
contamination.

Ventilation: All critical systems have been serviced and re-validated by Howorth Air 
Technologies. Minor repairs have been identified and are being addressed. A 
programme of plant replacement is being developed and has been included in the 
draft capital plan. Plant and chiller replacement for theatre five has been identified as 
a priority and will commence on completion of the construction and commissioning of 
the new theatres G and H. 
 
The initial meeting of the Air Quality Management Committee was held on the 5th 
September.

Lifts: All serviced and insurance inspected. The lift service contract is currently out to 
tender. The tender includes a detailed lift inspection requirement to be completed 
within the first three months of the contract award. Allocations have been included in 
the draft capital plan for works arising from inspections and major refurbishment of lift 
four. St Mary’s block lifts are currently undergoing a phased lifecycle maintenance 
and upgrade.

Asbestos: Planning process on duct clearance is progressing. A specification for 
phased removal is being developed to ensure clear access for the electrical 
infrastructure project and Energy Performance Contract (EPC).

Emergency Lighting: Annual testing has commenced on site that has identified 
multiple battery failures. Option work is being carried out in conjunction with Centrica, 
the Trust EPC contractor, to identify options to incorporate/deliver a site-wide 
upgrade to modern self-testing devices.

Boilers: All operational boilers have been serviced and insurance inspected. The 
new EPC will remove all primary heating / hot water backlog in 2020/21.

Pressure Systems Insurance: All site inspections and insurances are up to date.

Medical gas: All quarterly air quality checks have been completed with no issues.   

Soft FM

Cleaning: Domestic standards overall have been improving, however there has been 
a recent drop in scores for significant risk areas.  The table below details the key 
cleaning KPI’s:

Key Cleaning KPI’s:
Target Score Engie Reported 

Scores August 
Engie Reported 
Scores September 

Very High Risk 98% Pass Pass 
High Risk 95% 94.14% 94.12%
Significant Risk 85% Pass 84.29%
Low Risk 75% Pass Pass 

The contract monitoring team are continuing to closely monitor the position / 
performance.
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Catering/Housekeeping: 

Key Catering KPI’s:  
Target Score Engie Reported 

Scores August 
Engie Reported 
Scores 
September 

Correct meals main 
menu 97% Pass Pass

Correct Temperature 100% Pass Pass
Special Diets 100% Pass Pass
Correct service time 96% Pass 94.28%

The contract monitoring team are continuing to closely monitor the position / 
performance.

Retail: All retail outlets on site are compliant with the reduction of sugary drinks and 
CQUIN requirements.

Porters: The porter review is progressing with a draft business case being developed 
to review options and to introduce an electronic call / dispatch system.

Switchboard: Switchboard and helpdesk services are still being challenged by 
issues with the CCG transport contract with East of England Ambulance Service

PROJECTS

Pneumatic Tube Life Cycle Upgrade:  Further to a recent failure of the existing 
system, a contractor has been appointed to carry out a full site life cycle upgrade.  
The new system brings advances in technology and the pods used in the system will 
be RFID trackable.

Fire: The site-wide fire alarm upgrade is nearing completion with testing and training 
ongoing. Completion is scheduled for the end of October. 

Site Fire Compartmentation Survey: Progress has been slow and therefore 
additional resource has been brought onto site. Survey reports reviewed to date have 
not shown major issues but a multitude of minor issues. A remedial works allocation 
has been captured in the estates draft capital programme

HEALTH & SAFETY AND FIRE

Health and Safety: In the second quarter of 2018/19 there were 194 staff related 
DATIX Health and safety incidents. As reporting categories changed in October 
2017, it is difficult to get a comparable figure for the same period of the previous year 
as new sub-categories have been added.    

The top three reported incident types were inappropriate/aggressive behaviour which 
accounted for 43% of all incidents reported within the category, 40% were reported 
as physical abuse from patient to staff and 20% as verbal abuse from patient to staff.  
Needle stick injuries accounted for 15% of all incidents reported with the majority of 
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incidents occurring during procedures. Collision/contact was in third place accounting 
for 9% of all incidents reported. There were no identifiable themes in this category.

RIDDOR - Reporting of Injuries, Diseases & Dangerous Occurrence Regulations 
2013.

The first two quarters of 2018/19 showed an increase in RIDDOR reported incidents 
from seven incidents to ten against the previous year.

There were four staff related RIDDOR reports:

 A traffic accident - a taxi reversed into a staff member causing severe bruising
 A physical assault - staff member was punched in the jaw by a confused 

patient resulting in bruising and whiplash injuries
 A building incident - a parents pull-down bed on the paediatric ward fell onto a 

staff member causing bruising
 Staff member aggravated a back injury whilst dealing with a restless patient 

 
There were six patient RIDDOR reports:

All six incidents were caused by slip, trip or fall; two resulting in facial fractures and 
four in leg fractures.
 
Fire: Fire alarm activations - For the first half of 2018/19 the total figure was 40, a 
slight reduction against the previous year’s 43. However, the number of Fire Service 
attendances has been reduced to four against the previous year’s nine. There were 
no actual fires; all of the activations were reported as false alarms.

The main cause of false fire alarm activations (45%) has been red call point buttons 
being pressed inappropriately.

A combination of hinged plastic covers together with screech sounding-boxes have 
been fitted in an attempt to reduce this number during the second half of the year. 

 

21. COMMUNICATIONS & FUNDRAISING UPDATE  

COMMUNICATIONS:

External Communications and Media attention - we received 35 media enquiries 
over this period including an inquest, increasing knife crime and the donation from 
HELP appeal. The use of social media, especially Facebook, has significantly 
increased the positive stories about the L&D. Numerous stories now reach over 
10,000 people and we are increasing the use of small videos to generate interest.

Internal Communications and Events – Staff engagement events were well 
attended and received positive feedback.

Merger Communications - Heads of Communications from both hospitals have met 
to plan the various scenarios regarding the funding announcement and the future of 
the merger.
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New staff App – The new staff app continues to be downloaded. Staff are finding it 
very useful for booking leave, seeing their rota and accessing the library information. 
We are planning to add ESR and policies shortly.

FUNDRAISING/ CHARITY:

By working closely with grant giving Trusts, Major donors, the community and 
networking locally we have been able to reach new platforms and encourage more 
people to donate to our appeals and the hospital charity. The fundraising for the Child 
oncology room project is now complete; we have raised £230,000 for the appeal. The 
Charity is currently investigating the possibility of NICU Parent’s / Paediatric ward 
project to progress alongside the helipad appeal. 

 18/19 Financial year to 16 October 2018. The charity has received 658 
donations totalling £946K

 Legacy money in £170k, awaiting £37k
 Dr Dhabuwala donation agreed £275k through North Luton Rotary

Events to highlight: 
 LTFC Match, Saturday 17th November on World Prematurity day – a football 

match dedicated to the hospital charity 11,000 supporters. 
 Christmas light switch on by reception 6pm,  6th December 2018
 Major donor Gala event at Luton Hoo Walled Gardens, 18th May 2019. 

Charity partnerships
Luton Sixth Form College, Luton Town Football Club, Hilton Garden Inn Hotel, 
Dominos,  Foxley Kingham, Bond Mason Finance,  G4S. 

22. POLICIES & PROCEDURES UPDATE

The following Policies & Procedures were approved during august, September and 
October 2018:

P10 Non-medical prescribing
V01 VIP and Official visits policy
S25 Social Media Policy
I01 Immunisation of HC workers against mumps etc
I03 Infection control manual (Chapter 17)
Q01 Quality Assurance/Performance Framework
A07 Anti-Bribery Policy
N05 Policy on the use of naming and acknowledgement of charitable donations
G03 Policy on accepting charitable donations
E15 EPRR Training policy
V05 VIP Plan
T10 Threat Level Change
S29 Severe Weather
C24 CBRN/HAZMAT Plan
M01 Major Incident
T11 Supporting Transgender Staff
I07 Information Governance Strategy
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EXECUTIVE REPORT

QUARTERLY REPORT ON NURSING AND MIDWIFERY STAFFING 
LEVELS

Quarter 2 – July - September 2018 

1. Summary of Report

At this Trust we aim to provide safe, high quality care to our patients. Our staffing levels are 
continually assessed to ensure we meet this aim. Following the investigation into Mid Staffordshire 
NHS Trust, the resultant Francis report NHS England (NHSE) and NHS Improvements (NHSI) 
requested that all Trust Boards receive reports on the levels of planned and actual nursing 
registered and unregistered staff. This is broken down between day and night shifts and includes 
the planned versus actual staffing levels.

This report provides the Trust Board with information regarding staffing levels for 1st July to 31st 
September 2018. 

Key Points:

 The Trust has maintained an overall staffing fill rate of above 90%. However trend 
analysis demonstrates difficulties in fill rates over the last 12 months, particularly on day 
shifts

 Continued challenges in meeting the need of enhanced care of patients particularly on 
wards 11, 14 and 19b

The following report details the breakdown of average shift fill rates for the Trust, staffing 
management, vacancies and recruitment activity.

2. Breakdown of Average Shift Fill Rates for the Trust

Consistent with performance in previous quarters, shift fill rates for clinical areas across the Trust 
demonstrate that safe staffing levels for registered and unregistered Nurses and Midwives have 
been maintained.  This quarter has shown a marked increase in the ability to fill Health Care 
Assistant shifts on days. This can be attributed to the reduction in vacancies across the Trust. 
However there remain challenges in filling enhanced care requirements as these are requested 
following risk analysis can unpredictable depending on the nature of the patient’s condition.  

  Appendix 1
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 Table 1 AVERAGE SHIFT FILL RATES FOR THE TRUST

Day % Night %
Month

Qualified Unqualified Qualified Unqualified
Overall 
average

Jul-17 92.2 95.8 97.9 94.2 95.0
Aug-17 92.3 97.3 97.4 97.9 96.2
Sep-17 91.7 94.3 98.4 93.6 94.5
Oct-17 91.7 89.7 98.8 96.7 94.2
Nov-17 90.8 91.6 93.8 98.7 93.8
Dec-17 93.2 94.3 98.2 91.9 94.4
Jan-18 91.1 86 97.8 90 91.2
Feb-18 91.8 85.5 98.9 88.4 91.2
Mar-18 91.8 91.8 97.7 93.9 91.4
Apr-18 93.9 86.3 100.9 95.8 94.2
May-18 94.4 89.9 99.9 95.2 94.8
Jun-18 95.2 88.7 100.0 96.3 95.1
Jul-18 97.1 90.5 99.6 96.4 95.9

Aug-18 91.0 98.2 98.3 90.3 93.6
Sep-18 94.3 93.5 98.8 99.5 96.5
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3. Staffing Management

The Trust has in place a number of mechanisms led by the Chief Nurse to ensure the delivery of 
patient care is safe. Staffing is used flexibly across the wards and clinical areas dependent of 
acuity of patients and staff skill mix. Multi-professional operational meetings occur throughout the 
day where patient requirements are reviewed and planned for. Actions are taken in accordance 
with the Trust Safe Staffing policy (2016). This dictates the escalation process when shortfalls 
occur. It also outlines the risk assessments and communication required.

Consistent with quarter 1 there has been a reduced need to open contingency areas at short notice 
in quarter 2. This has meant that there has been an increase in the ability to staff the base wards. 
A ‘winter support plan’ has been developed in order to ensure patient safety and consistency of 
care during our upcoming challenging months for capacity. 

Consistent with the national picture, registered nurse vacancies remain a challenge. We have 
multiple pipelines for EU and Non-EU and local nurse recruitment. Recently we have seen 23 
newly qualified nurses starting in post across the Trust. 

4. Care Hours Per Patient Day (CHPPD) 

As set out in Lord Carter’s final report, Operational productivity and performance in English acute 
hospitals: Unwarranted variations (February 2016) in order to have a consistent measurement of 
staffing levels, which enables benchmarking across hospitals and reduces variation, Care Hours 
Per Patient Day (CHPPD) are recorded. CHPPD describes the actual hours worked (both 
registered and non-registered) divided by the number of inpatients at midnight per month.

There remains no national data for us to compare our CHPPD with. However comparisons with 
neighbouring Trusts demonstrate that our information is very similar. Dissimilar to the other Trusts, 
is that we include our maternity and acute medical units in these figures (see table 2). It is felt that 
this is important in order for us to monitor the CHPPD for these areas over time.

Table 2 OVERALL CHPPD MONTHLY COMPARISONS
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5. Vacancies and Recruitment Activity

We maintain our focus on recruitment and retention activities across all bands with plans for 2019 
underway. A strategic response to the challenges of retention of staff is being implemented in 
conjunction with the NHSI. This has seen the introduction of ‘Itchy Feet’ Careers Clinics. The Trust 
continues to attend local schools, university job fairs, jobcentre careers days and academy events 
to promote the diversity that the NHS can offer in careers. 

We remain challenged by the high IELTs mark requirements, but recent NMC review has now 
provided an alternative English exam called the Occupational English Test (OET). We have 
commenced a new European nurse pathway that provides in-hospital OET training to these nurses 
while they work as band 4 pre-registration nurses. At present we have a 40% pass rate which is 
consistent with the national picture. 

We continue to average five international nurses arriving each month. These nurses are now 
undertaking an accelerated OSCE training programme delivered by our education team. This is 
required to prepare these staff for their OSCE examination necessary for them to register with the 
NMC. We are proud to state that we have one of the highest pass rates in England with 99.8%. 

6. Action Required 

 The Board is asked to note the content of the report.
 Be assured that there is the appropriate level of detail and assessment in reviewing the 

staffing across inpatient wards as per Carter recommendations.
 Note that there has been a consistent downward trend in the ability to fill shifts – particularly 

during the day and the impact this has on the delivery of patient care.
 Note the continued challenges to delivery patient care due to contingency areas being open 

on top of existing staff vacancies on base wards.

7 Executive Board Report November 2018.doc
Overall Page 33 of 142



Title EPRR and BCM Review of Core Standards
Lead Director Deputy CEO
Author Head of EPRR & Business Continuity
Purpose Information and action
Date 7th November 2018  
To be considered by Executive Board

1. Executive Summary

As part of the NHS England Emergency Preparedness, Resilience and Response (EPRR) framework, 
providers and commissioners of NHS funded services must show they can effectively respond to 
major, critical and business continuity incidents whilst maintaining services to patients.

The NHS England Core Standards for Emergency Preparedness, Resilience and response (EPRR) set 
out clearly the minimum EPRR standards which NHS Organisations and providers of NHS funded 
care must meet. These standards are in accordance with the Civil Contingencies Act 2004, the NHS 
Act 2006 (as amended) and the Cabinet Office Expectations and Indicators of Good Practice set for 
Category 1 and 2 Responders. 

The NHS England Core Standards for EPRR are split into ten domains: 
1. Governance 
2. Duty to Risk Assess
3. Duty to maintain plans
4. Command and Control
5. Training and Exercising 
6. Response
7. Warning and Informing
8. Cooperation 
9. Business Continuity 
10. Chemical Biological Radiological Nuclear (CBRN)

Each year a ‘deep dive’ is conducted to gain additional assurance into a specific area. The 2018/19 
‘deep dive’ is Command and Control. The self-assessment against the deep dive standards does 
not contribute to the organisations overall EPRR assurance rating, these are reported separately. 

Acute Trusts are required to self-assess compliance annually against the NHS England Core 
Standards for Emergency Planning Resilience and Response.  The self-assessment is signed off by 
the Trust Board each year.  This year’s submissions of self-assessments were required by the 7th 
September 2018 with a follow up Review Panel on 12th October 2018.

This year’s self-assessment has seen an improvement, bringing all of last year’s substantially 
compliant standards to fully compliant. The 2018/19 core standards have been fully revised and 
updated by NHS England. This revision has included new standards, and therefore the Trust has 
been unable to achieve full compliance, and has measured itself as Substantially Compliant (94% 
compliance). The trust was able to declare itself as fully compliant with the ‘deep dive’ Command 
and Control standards.   

  Appendix 2
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Overall EPRR 
assurance rating 

Criteria 

Fully The organisation is 100% compliant with all core standards they are expected 
to achieve.
The organisation’s Board has agreed with this position statement. 

Substantial The organisation is 89-99% compliant with the core standards they are 
expected to achieve.
For each non-compliant core standard, the organisation’s Board has agreed 
an action plan to meet compliance within the next 12 months. 

Partial The organisation is 77-88% compliant with the core standards they are 
expected to achieve.
For each non-compliant core standard, the organisation’s Board has agreed 
an action plan to meet compliance within the next 12 months.

Non-compliant The organisation is compliant with 76% or less of the core standards the 
organisation is expected to achieve.
For each non-compliant core standard, the organisation’s Board has agreed 
an action plan to meet compliance within the next 12 months.
The action plans will be monitored on a quarterly basis to demonstrate 
progress towards compliance. 

An action plan and EPRR work programme is in place to meet the substantially compliant 
standards which will be tracked via the Emergency Preparedness and Business Continuity 
Committee and the full assessment document is attached for information.

The Board is asked to note the core standards self-assessment compliance.

2. Outcome of Self-Assessment

The outcome of the self-assessment document is as follows:

Theme Compliance 
Level Comment/Rationale

Emergency Planning, Risk and Resilience Core Standard Topics
Governance Full
Duty to asses 
risk

Full

Duty to 
maintain plans

Full

Command & 
Control

Full

Training & 
Exercising

Substantial Core Standard 28 - There is a requirement for all Strategic 
and Tactical Commanders to maintain a continuous personal 
development portfolio demonstrating training in line with 
National Occupational standards, and/or incident/exercise 
participation. Working with T & D to record all EPRR activities 
on individuals ESR.  

Response Full
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Warning & 
Informing

Full

Cooperation Full

Theme Compliance 
Level Comment/Rationale

Business 
Continuity 

Substantial Core Standard 50 – Organisations’ IT Depts are required to 
certify that they are compliant with the Data Protection and 
Security Toolkit on an annual basis. The Trust is compliant 
in 9 of the 10 standards and is working to achieve 
compliance in the access control standard. 
Core Standard 53 – There is a requirement for the Trust to 
have a process for internal audit, and report outcomes to the 
Trust Board. The revised Business Continuity policy will 
include a programme for internal and external audit. 
Core Standard 55 – There is a requirement to have a 
system in place to assess the business continuity plans of 
commissioned providers or suppliers, and assurance that 
these providers arrangements work with the organisations 
BC plans. 

CBRN Full

3. Items for Escalation

There are no items for escalation.
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Business Continuity Project Plan 

RED Project not started / deadline missed
AMBER Work outstanding but within deadline
GREEN Complete

Project: Business Continuity Executive Lead: Deputy CEO
Project Manager: Head of EPRR

Project Status: Project commenced 
July 2018

Project Summary:

The 2016/17 EPRR Core Standards Assurance Process highlighted the need to develop a robust business continuity management system 
(BCMS) in order to fully embed business continuity management within the culture of the organisation. The Trust will ensure its business 
continuity management system (BCMS) complies with ISO 22301, as recommended by NHS England 2015 (EPRR Framework).

Project Deadline: Sept 2019
Deliverables: 1. A business continuity management process which 

is embedded across the organisation 

2. Compliance with ISO22301, and the business 
continuity aspects of the Civil Contingencies Act 
(2004) and the NHS England Core Standards for 
EPRR

Project Update: tbc

Project milestone (to 
achieve the deliverable) Timescale Milestone 

status Risks / Issues / Comments

1. Policy and Programme January Actions 
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Management 2019  Review and update the Trust’s Business Continuity policy in line with ISO 
22301.

 The Policy will set out the Trust’s Business Continuity management 
programme.

 Conduct an initial Business Impact Analysis (BIA) – a high level analysis to 
identify the organisation’s products and services, which can be used to clarify 
the scope of the business continuity programme.

 Define the scope of the Business Continuity management programme, 
consider which of the organisation’s products and services are to be included 
and which are to be excluded. 

 Include within the policy the timetable and structure for review of the business 
continuity management programme.

 Define within the policy the process for review in response to organisational 
change. 

 Include within the policy a process for reviewing BC plans of providers and 
ensure new products or services are considered during the planning stages.  

2. Analysis April 2019  Identify the activities that deliver the products and services identified in the 
initial BIA. 

 Identify service area business continuity leads.

 Deliver business impact analysis workshops to business continuity leads to 
support the completion of departmental activity BIA’s.

 Business continuity leads will complete activity BIA’s for activities that deliver 
the product and services within the scope of the business continuity policy. 

 Provide 1:1 sessions, where necessary, with business continuity leads to 
assist in completion of BIA’s. 
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3. Design and 
Implementation

July 2019  Deliver business continuity plan workshops to service area leads to support 
design of business continuity solutions, based on the results of the BIA’s. 

 Include department response structure within all service area business 
continuity plans. 

4. Validation September 
2019 - 
ongoing

 Develop an exercise, programme maintenance and review strategy. 

 Design and deliver small scale exercises in service areas to test individual 
plans. 

 Develop a lessons learnt process for continuous improvement, post 
exercise/incident. 

 Develop a review strategy that includes audit (internal/external), self 
assessment, supplier performance and management (board) review.  

5. Embedding September 
2019 - 
ongoing

 Deliver awareness training to all staff at induction.

 Deliver awareness training to senior managers.

 Provide BC awareness leaflets for all staff to be distributed by departments. 

 Provide ‘train the trainer’ course for business continuity leads to deliver 
training within their departments, to include departmental inductions. 

 Promote E-learning modules for senior managers 

 Conduct post exercise/incident debriefs and reviews.

 Produce incident reports, highlighting areas of learning and action plans. 
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Luton and Dunstable University Hospital

Workforce Race Equality Standard 

WRES Report 2018 
(With reference to 2015-2017 WRES results) 

28th September 2018

  Appendix 3
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Trust Board Leads for the WRES Angela Doak - Director of Human Resources 
Liz Lees - Chief Nurse.

Lead manager compiling this report Diane Brown – Equality and Diversity Lead

Commissioners this report has been 
sent to

(ADD NAMES) Luton CCG, Bedford CCG, 
and Hertfordshire Valley CCG Query Milton 
Keynes CCG 

Name and Contact Details of the co-
ordinating commissioner: Name ………………………………. ………..

Phone / email address ……………………..  

____________________________________________________________

This report has been signed off on behalf of the Board by:

Name: ……………………………………………………….. 

Date: …………………………………………………………….

Website URL where this report can be found: (LINK TO BE ADDED WHEN REPORT 
IS PUBLISHED)
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Introduction and Background 

WRES requirements 

The WRES has been included in the NHS Contract since 2015 to ensure that Black 
Minority Ethnicities (BME) staff have equal access to career opportunities and fair 
treatment in the workplace. National NHS research data has indicated that less 
favourable treatment of BME staff can and does occur. The WRES was devised by 
NHS England and the NHS Equality and Diversity Council as a tool to enable NHS 
organisations to address this. 

Nine WRES Indicators 

The Trust submits WRES data annually to demonstrate progress against 9 indicators 
of workforce race equality. 

Two indicators focus on BME representation across the Trust at Board Level, in senior 
management, and across all Pay Bands clinical and non-clinical. The rest of the 
indicators highlight any differences between the experience and treatment of White 
and BME staff. Four are in the National NHS Staff Survey and relate to experiences of 
patient and colleague conduct. The final 3 relate to discipline, shortlisting to 
appointment and access to non-mandatory training. 

The data submitted is benchmarked nationally for transparency, and for sharing of 
learning and good practice. The National Report groups the Trust by type in all Acute 
Trusts and regionally by all Trusts in the Midlands and East of England. 

Trusts are expected to understand the data and report on it, and that any poor results will 
trigger their inquiry into the causes with robust evidence based action plans.

Care Quality Commission Inspections CQC 

WRES performance is included in the CQC Inspections “well led” domain and 
supported by WRES advisors. This includes analysis of the Trust’s WRES Report and 
action plan and how any issues have been addressed. The Trust’s last CQC 
inspection was this summer 2018 and results are due in late 2018 to early 2019.

Trust Commitment 

The Trust publishes an Annual WRES report on the Trust website and an action plan for 
transparency, scrutiny and continuous improvement. The format of this report includes 
the responses required in the WRES data submission. 

The Trust is one of the most diverse organisations in the NHS and in the UK. The 
Trust is committed to the WRES. Also to promoting equality and diversity in the 
workforce, and to the inclusive leadership crucially associated with good workforce and 
patient experience, such as increased staff morale and access to a wider talent pool 
and improved patient-centered care and innovation. 
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The WRES General Data – 

Completeness of data and reliability of year on year comparisons 
Data is taken from the NHS Electronic Staff Record ESR payroll system. Staff provide their 
ethnicity on recruitment application forms and this is also included on Staff Appointment 
forms. This has been standard practice for a number of years and before the first WRES in 
2015. A small percentage of staff have not declared their ethnicity which has been 
between 2.49% to 3.97% of the workforce in the last 4 years. 

Percentage of staff who have not declared their ethnicity
Report @ year 2018 2017 2016 2015
Percentage 3.97% 3.49% 2.49% 3.45% 
Staff Establishment 4206 3950 3813 3880

Data can be compared to most of the previous data due to standard practice for capturing 
ethnicity e.g.: at recruitment stage and for capturing data at March 31st each year. The 
total staff has ranged from 3813 to 4206 over the 4 year period and the percentage of 
BME has increased from 37.7% to 40.1%. 

Measures to improve the level of self-reporting by ethnicity

Steps taken in the last reporting period 
ESR has been rolled out in stages and is undergoing improvements such as having 
internet access and a smart phone app for access. Staff can sign up for user training 
sessions on a regular basis and there is a training handout for staff with regard to its use. 
Staff are encouraged to apply for an account and to use it. At our Equality, Diversity and 
Human Rights week in May we promoted a "what's it got to do with you?" initiative about 
the organisational and personal benefits and value of declaration.

Steps planned during the current period
The current non declaration level is 3.97% (167 staff) which is the highest in 4 years albeit 
relatively comparable with the last 3 years. We plan to improve on this by further 
encouragement of ESR use and continuing our "what's it got to do with you" initiative.

Workforce data
What period does our workforce data refer to? - Data is captured circa March 
31st each year covering a year. This report captures data at from 1st April 2017 to 31st 
March 2018 (the same period as for years ending 2017, 2016 and 2015).

Ratio of BME to White Staff over the 4 year period
2018 2017 2016 2015

BME 40.1% 38.9% 37.7% 37.7%
White 56.0% 57.6% 59.8% 58.8%
The balance to 100% is the non-declared amount

7 Executive Board Report November 2018.doc
Overall Page 43 of 142



TOTAL NUMBER OF STAFF – employed at the Trust March 31st 2018. 

INDICATORS - Workforce Race Equality Indicators - 
For each of these workforce indicators, we compare the data for White and BME staff.

(1)Percentage of staff in each salary range by clinical / non-clinical staff compared 
to the percentage of staff in the overall workforce. 
This includes Very Senior Managers (VSM) and Executive Board Members. 

Last Year – March 31st 2017 
This 
Year 

– 

Total Staff numbers – 4206 100%

Total BME staff - 1685 40.1%

Total White staff - 2354 56%

Proportion of total staff self-reporting ethnicity  4039 96.03%

Non- declaration by staff number 167 3.97%

2017  NON CLINICAL STAFF CLINICAL STAFF 

BANDS 
TOTAL 
Non-
Clinical 
Staff 

% BME 
IN 
BAND 

Versus 
38.9% 
BME 

TOTAL 
Clinical 
Staff 

% BME 
IN 
BAND 

Versus 
38.9% 
BME 

TOTAL 
ALL 
STAFF 

Band 1 51 35.30% -4% 0   51
Band 2 240 28.30% -11% 468 47.90% 9% 708
Band 3 140 27.10% -12% 107 33.60% -5% 247
Band 4 215 22.80% -16% 147 28.60% -10% 362
Band 5 87 19.50% -19% 692 45.80% 7% 779
Band 6 51 31.40% -8% 604 38.90% 0% 655
Band 7 40 25.00% -14% 336 26.20% -13% 376
band 8a 28 32.10% -7% 68 32.40% -7% 96
Band 8b 17 11.80% -27% 22 9.10% -30% 39
band 8c 12 8.30% -31% 7 14.30% -25% 19
band 8d 8 0.00% -39% 4 25.00% -14% 12
Band 9 5 0.00% -39% 1 0.00% -39% 6
Ad-hoc 19 10.50% -28% 0   19
consultant 244 64.30% 25% 244
FY1 38 34.20% -5% 38
FY2 47 42.60% 4% 47
Junior 188 60.60% 22% 188
Middle G 64 56.30% 17% 64

913 3037  3950
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March 31st 2018 

Variation between 2017 and 2018 across the pay bands for BME  

2017  NON CLINICAL STAFF  CLINICAL STAFF Varied 
  

BANDS 2017 2018 Varied  2017 2018 Varied

Total 
Staff 
by 

band 
2017

Total 
Staff 
by 

band 
2018

 

Band 1 35.3% 36.6% 1%     51 42 -9
Band 2 28.3% 29.2% 1%  47.9% 47.4% -0.5% 708 689 -19
Band 3 27.1% 25.9% -1%  33.6% 31.9% -1.7% 247 293 46
Band 4 22.8% 27.1% 4%  28.6% 34.5% 5.9% 362 397 35
Band 5 19.5% 23.9% 4%  45.8% 46.8% 1.0% 779 818 39
Band 6 31.4% 30.0% -1%  38.9% 41.3% 2.4% 655 746 91
Band 7 25.0% 29.8% 5%  26.2% 27.5% 1.3% 376 404 28
band 8a 32.1% 28.1% -4%  32.4% 34.6% 2.2% 96 113 17
Band 8b 11.8% 20.0% 63%  9.1% 17.4% 8.3% 39 43 4
band 8c 8.3% 0.0% 36%  14.3% 12.5% -1.8% 19 17 -2
band 8d 0.0% 8.3% 8%  25.0% 66.7% 41.% 12 15 3
Band 9 0.0% 0.0% 0%  0.0% 0.0% 0.0% 6 3 -3

2018  NON CLINICAL STAFF CLINICAL STAFF 

BANDS
TOTAL 
Non-
Clinical 
Staff 

% 
BME 
IN 
BAND 

Versus 
40.1% 
BME 

TOTAL 
Clinical 
Staff 

% 
BME 
IN 
BAND 

Versus 
40.1% 
BME 

TOTAL 
ALL 
STAFF 

Band 1 41 36.6% -4% 1 0.0% -40% 42
Band 2 233 29.2% -11% 456 47.4% 7% 689
Band 3 174 25.9% -14% 119 31.9% -8% 293
Band 4 229 27.1% -13% 168 34.5% -6% 397
Band 5 92 23.9% -16% 726 46.8% 7% 818
Band 6 60 30.0% -10% 686 41.3% 1% 746
Band 7 47 29.8% -10% 357 27.5% -13% 404
band 8a 32 28.1% -12% 81 34.6% -6% 113
Band 8b 20 20.0% - 20% 23 17.4% -23% 43
band 8c 9 0.00% - 40% 8 12.5% -28% 17
band 8d 12 8.3% -32% 3 66.7% 27% 15
Band 9 3 0.0% -40% 0 0.0% -40% 3
Ad-hoc 25 16.0% -24% 2 0.0% -40% 27
consultant 257 65.8% 26% 257
FY1 0 0.0% -40% 0
FY2 0 0.0% -40% 0
Junior 280 53.2% 13% 280
Middle G 62 59.7% 20% 62

977 3229  4206
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Ad-hoc 10.5% 16.0% 6%  0.0% 0.0% 0.0% 19 27 8
consultant     64.3% 65.8% 1.5% 244 257 13

FY1     34.2% 0.0% -34.2% 38 0 -38
FY2     42.6% 0.0% -42.6% 47 0 -47

Junior     60.6% 53.2% -7.4% 188 280 92
Middle G     56.3% 59.7% 3.4% 64 62 -2

913 977 +64 3037 3229 +192 3950 4206 256

FY1, FY2 and Junior doctors are all one figure this year at 280. If you aggregate last 
year’s data, there has been an increase of  7 staff (0.025%)and BME representation 
remains similar across this group

In 2018 

The Workforce is comprised of 77% (3229) Clinical and 33% (977) Non- Clinical Staff. 

The BME staff representation in Clinical is 44.1% (1423), and in Non –Clinical 26.8% 
(262).  BME representation across all staff is 40.1%. 

2018
NON 

CLINICAL CLINICAL 
not known 19 1.9% 148 4.6%
BME 262 26.8% 1423 44.1%
WHITE 696 71.2% 1658 51.3%
TOTAL 977 100.0% 3229 100.0% 4206

Clinical Grades over the last 2 years show high levels of BME in bands 2, 5 and 6 (from 
41.3% to 47.9%), in Consultants (64.3 to 65.8%), middle grade (56% to 59.7%) and junior 
grades which includes FY1 and FY2 (38-60.6%). 

In 2018 there has also been an increase in BME in Band 8d from 25% to 66% with an 
increase numbers in this grade from 12 to 15 since last year. There are no clinical staff in 
Band 9 grades 

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

The likelihood of White to BME being appointed by year -  In all instances this 
shows that White are proportionally more likely to be appointed than BME over the last 
4 years by 1.30 to 1.96 times

Previous Years  Year This year 2018 
2017 2016 2015 

Ratio 1.48 1.30 1.96

(3)Relative likelihood of staff entering the formal disciplinary process, (by entry into 
a formal disciplinary investigation). 
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This indicator is based on data from a two year rolling average of the current 
year and the previous year.

 By Years ending March 31st   2018 2017 2016 2015
Number of Disciplinary 37 38 15 24
Ratio 1.24 0.80 0.79 0.80

A figure below 1 would indicate that BME staff members are less likely than white staff to enter 
the formal disciplinary process. The relative likelihood of BME entering the discipline 
process has been consistently less likely than for White staff over the 3 previous years 
at 0.79 to 0.80 which is favourable to BME staff. However, this year the result is less 
favourable to BME staff at 1.24%. 

(4)Relative likelihood of staff accessing non-mandatory training and  Continued 
Professional Development (CDP)

The total number of staff accessing training in each year is notably higher than the 
establishment total at March 31st each year since the training figure includes starters 
and leavers over the year. 

In 2015 and 2016, the Trust measured the number of training instances by BME and 
White staff when in fact the WRES requires an instance of training by a staff member 
and if they are White or BME. This meant Trust figures in 2015 and 2016 could not be 
benchmarked as they measured a different ratio to that required. However they do 
indicate the total level of training undertaken by BME/ White staff.

In 2017 the erroneous ratio was amended and a neutral zero result was attained 
meaning that BME and White access to non-mandatory training and CPD was an equal 
likelihood.  In 2018, the likelihood is 1.12 and thus more likelihood for White staff. (A 
figure below “1” would indicate that white staff members are less likely to access non-mandatory 
training and CPD than BME staff).

Workforce Race Equality Indicators 5-8 in the NHS Staff Survey 

Note: The latest staff survey was 2017 and the data from this is in this 2018 report, 
as is the case for all years of reporting. In all instances the report year is referred to 
rather than the survey year.  

For each of the four staff survey indicators, the outcomes of the responses for White and 
BME staff are compared. These relate to the percentage differences in experience or 
treatment between White and BME staff in terms of: 

(5)KF 25. Percentage of staff experiencing harassment, bullying or abuse from 
patients, relatives or the public in last 12 months. (Lower score better)

Category 2018 2017 2016 2015
BME 30.8% 39% 32.4% 32.4% 
White 33% 33% 29% 29%
Overall staff result 
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There is an improved result for BME with an 8.15% decrease in poor experience 
between 2017 and 2018 to 30.8% which is lower than White experience. White 
experience remains the same at 33%. The gap was 6% less favourable to BME in 2017 
and 3% less favourable to White in 2018.  

However, over all Trust staff, this indicator in 2018 was 31% and in the highest or worst 
20% in the NHS. The results for the last 4 years have been concerning with poor 
experience at 30.8% to 39% for BME and at 29% to 33% for White. 

This result is not good for staff overall. 

(6)KF 26. Percentage of staff experiencing harassment, bullying or abuse from staff 
in last 12 months. (Lower score better)

Category 2018 2017 2016 2015
BME 24.7% 29% 32.4% 23.8%
White 25.6% 26% 29% 24.8%
Gap -0.8% 3.0% 3.4% -1.0%
Overall staff result     

Data in 2018 was 25.6% White and 24.76% BME, which is an improvement on the last 
2 years but still higher than in 2015 so quite high for staff in general as per the NHS 
nationally. There is not much gap in experience with a circa 3% gap for BME for poorer 
experience in 2016 and 2017 which has now narrowed to a -0.8% gap with less poor 
experience than White staff. 

However, this is not a good result for staff overall. 

(7)KF 21. Percentage believing that trust provides equal opportunities for career 
progression or promotion (Higher score better) 

 Category 2018 2017 2016 2015
BME 77.8% 75.0% 71.8% 73.9%
White 89.8% 90.0% 94.0% 92.2%
Gap -12.0% -15.0% -22.2% -18.3%
Overall staff result 85%    

This year’s overall staff result is 85% which is the national average for acute trusts 
(best national score is 94%).

 This year’s results show a decrease in belief for White by 4.2% and an increase in 
belief for BME of 3.2% since 2016. However, a 15-22% difference or gap in belief 
between White and BME between 2015 to 2017 shows that BME have had consistently 
lower belief in Equal opportunities, albeit that the lower 12% gap this year is due to a 
slow increase in BME belief against a slow decrease in White Belief. 
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(8)Q17. In the last 12 months have you personally experienced discrimination at 
work from any of the following? b) Manager/team leader or other colleagues. 
(Lower score better) 

2018 2017 2016 2015
BME 12.7% 25% 9.4% 10.7%
White 7.4% 12% 6% 5.9%
Gap 5.3% 13% 3.4% 4.8%
Overall staff 
result 

The results for BME and White last year in 2017’s report surged with a significantly 
poorer result for BME and White and also a significant increase in the gap. The 
average for the other 3 years was 10.9% for BME and 6.45% for White. In 2017 this 
increased by 15% for BME and by 5.5% for White. Also the gap in 2017 was 13% less 
favourable in experience for BME staff as opposed to an average of 4.49%. It was 
wondered if this was a national phenomenon due to social and political unrest but 
national data did not particularly indicate this.  

However, in this 2018 report, the ratios have levelled out again to be closer to 2015-
2016 results but this is still a poor result and still indicates that 12.7% BME staff and 
7.4% White staff have had a poor experience in relation to discrimination. 

Of note is that when the type of discrimination experienced is looked at in the staff 
survey it is across protected characteristics and so a BME member of staff 
experiencing this may be reporting an instance of age or disability discrimination for 
instance.

Workforce Race Equality Indicators

(9)Board representation indicator (compares the difference for White/ BME staff). 

Percentage difference between the organisations’ Board voting membership and 
its overall workforce 
Trust Workforce = 40% BME 
1 Board voting members BME of 15 = 6.66%
The difference is 40% - 6.66% = -33.34%

BY year at March 31st 2018 2017 2016 2015
Percentage difference -33.4% -33.6% -32.8% -30.3%

One Board member of BME background against a diverse workforce is not 
representative. The Trust now has 40% BME workforce and 1 of its 15 voting members 
on the Board is of BME origin 6.67%. 

Other factors/ data which should be taken into consideration in assessing 
progress in indicator 9 

The BME profile of the Trust in 2018 by Patient and Patient Division compared to 
the Workforce; shows that the main services (emergency, inpatients and outpatients) 
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have 25.7% to 28.8% BME attendance, whereas maternity and healthy births have 40-
43% BME attendance. The main services account for the majority of patient 
attendances and with an average of circa 26% BME representation, this is much lower 
than the 40% Workforce BME representation. 

The BME profile is currently increasing more rapidly than the White profile. 

For instance general attendance has increased circa 15% over the last 4 years but 
Asian attendance as the main ethnic group has increased 42% in the same period.  
This along with higher BME / Asian representation in maternity and childbirths indicates 
a more pronounced effect eventually and an increase in the current overall 26% BME 
Patient representation. (See the Annual Patient Equality Information Report 2018 which 
also covers trends in the 4 years between 2015 and 2018 https://www.ldh.nhs.uk/wp-
content/uploads/2018/07/180727-Annual-Patient-Equality-Information-Report-2018.pdf

Position on indicator 9 – Board representation 

 A prime consideration last year was that the workforce BME (now 40%) was an over-
representation when compared to BME accessing the service (now 26%). Both are 
increasing but the 14% gap will not close significantly anytime soon. 

 It was decided to work to increase the level of BME representation on the Board from 
1 BME member (at 6.66% or -33.34% representation) to initially two, and build upon 
that. 

 There is also awareness that the Trust is one of the most diverse Trusts in England. 
The WRES measures BME but White ethnicities are not captured in the same way 
and so work is underway to determine if a course of action is required for this area. 

WRES Report Summary - Recommendations and Action Plan

The WRES responsibility requires a detailed WRES action plan, agreed by the Trust 
Board, which should be published on the Trust’s website, beside this WRES report. The 
plan should detail actions and progress from the last report and set out the next steps for 
expected progress against the WRES indicators. It may also identify links with other work 
streams agreed at board level, such as EDS2. 

Annual Data and WRES reports are shared with and approved by the Trust Executive 
Team and Board. Last year In August 2017, the results were shared by the Equality, 
Diversity and Human Rights (EDHR) Committee, and it was determined that a Sub-

Ethnicity Profile Year Ending March 2018  
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White 63.4% 70.1% 70.6% 61.6% 55.4% 56.0% 
BME 28.8% 25.7% 26.7% 38.1% 44.3% 40.0% 
Unknown 7.8% 4.2% 2.7% 0.4% 0.25% 4.0% 
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Committee or EDHR Task and Finish Group would be set up to address some key areas 
to deliver improvements and progress where data showed low performance. 

 EDHR Task and Finish Group - There were two key area priority areas for the Task and 
Finish Group to address as part of the WRES actions: 

(1) Conduct - NHS Staff Survey Results indicators 5, 6, and 8 around poor experience 
of conduct and discrimination for all staff was deemed a priority for fair treatment, better 
experience, staff morale and wellbeing, and also for improving retention, performance 
and patient experience. 

(2) Representation, Career progression and Belief in Fair, Equal Opportunities –  
Initiatives for improving the results for WRES Indicators 1, 3, 4, 7, 9 ) which are: 

 Board representation (Indicator 9). 

 Senior Management representation (Indicator 1).

 Appointments after short listing BME: White – (Indicator 3) 

 Uptake and access to non-mandatory training / continuing professional 
development (indicator 4) 

 Belief in Equal Opportunities for career progression / promotion - ratio 
of BME to White – (Indicator 7) 

This is the link to our update on progress on our EDHR action plan for the WRES 
>>>>>> 
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EQUALITY, DIVERSITY AND HUMAN RIGHTS COMMITTEE 

PROGRESS REPORT ON THE 
EDHR TASK AND FINISH GROUP ACTION PLAN 

INCLUDING WRES ACTIONS 

Introduction 

Annual Patient and Workforce Equality Data, Gender Pay Gap and Workforce Race 
Equality Reports are shared with and approved by the Trust Executive Team and Board. 

In August 2017, when results were shared by the Equality, Diversity and Human Rights 
(EDHR) Committee, it was determined that a Sub-Committee or Task and Finish Group 
would be set up to address some key areas where data showed low performance to 
deliver improvements and progress. 

Terms of Reference - Accountable to the EDHR committee, and the Trust Board, the 
EDHR Task and Finish Group was tasked by its terms of reference to provide:

- An approach and understanding - To unite key people from the EDHR Main 
Committee and others across the Trust as required in gaining greater 
understanding of the key main challenges presented in the annual workforce data 
results and benchmarking. 

- Leadership and strategic direction - to provide leadership and set the strategic 
direction for these key areas for the EDHR committee and the Trust by sharing in 
experiences of these groups and the data indicator results and also sharing 
planning and progress and seeking approval and comment from key stakeholders. 

This formed part of the EDHR agenda as identified within the EDHR Strategy, EDS2 
Action plan and the annual equality work plan across the Trust, to ensure that the Trust 
remains compliant with EDHR legislation and delivers on key areas such as the Workforce 
Race Equality Standard WRES:
 
EDHR Task and Finish Group – KEY DELIVERY AREAS

Planning, measures, delivery and improvement in addressing the:
 
1. Low declaration levels - to increase workforce declaration levels for disability, sexual 

orientation and religion and belief.

2. The level of poor conduct experienced by staff. This is in relation to WRES 
Indicators 5, 6 and 8 along with other relevant areas in the NHS National Staff Survey 
results for the Trust in terms of abuse, harassment or discrimination from the patients, 
public or other staff members. 
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3. The level of BME representation, progression and belief in fair and equal 
opportunities compared to White – WRES Indicators 1, 3, 4, 7, 9 ) e.g. for career 
progression, access to roles and training as listed below: 

- Board representation (Indicator 9). 
-   Senior Management and Band level representation (Indicator 1).
- Appointments after short listing BME: White – (Indicator 3) 
- Uptake and access to non-mandatory training / continuing professional 

development (indicator 4) 
- Belief in Equal Opportunities for career progression / promotion - ratio of BME 

to White – (Indicator 7) 
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1 Declaration Improvement Initiatives Actions What Next? 

Disability - the Workforce Disability 
Equality Standard WDES Indicators will 
be included in the staff survey 2018 and 
Trust year end reports at March 31st 
2019. Better declaration is needed to be 
able to measure progress and 
benchmark. Non declaration is 36% which 
has improved by 15% from 51% in 2016 
(attributed mainly to self-declaration on 
ESR). It is believed that against national 
workforce data, a lower level of disability 
is declared than reality.
Religion or Belief and Sexual 
Orientation - Initiatives are required to 
improve declaration of religion or belief 
and sexual orientation, both of which are 
at 36% undeclared.  
In all instances - more confidence and 
understanding is required in the reasons, 
benefits, value of knowing this data and 
the positive use, application or impacts it 
can have.

Data is taken from the NHS Electronic Staff 
Record ESR system via self-declaration, on 
recruitment application forms and via staff 
appointment forms. Data can be compared to 
most of the previous data due to standard 
practices.  
Measures to improve the level of self-
reporting by ethnicity - Steps taken in the 
last reporting period – (1) ESR has been 
rolled out in stages and is undergoing 
improvement such as having internet access 
and a smart phone app for access. Staff can 
sign up for user training sessions on a regular 
basis and there is a training handout for staff 
with regard to its use. Staff are encouraged to 
apply for an account and use it. (2) Initiative 
At our Equality, Diversity and Human Rights 
week in May we promoted a "what's it got to 
do with you?" initiative about the 
organisational and personal benefits and 
value of declaration.

Steps planned during the current period - The 
current non declaration level for Disability, 
Religion and Belief and Sexual Orientation is 
circa 36%. All have improved since ESR from 
having been circa 56% non- declaration.  We plan 
to improve on this by further: 
(1) Continued encouragement and promotion of 

ESR use
(2) Continued encouragement and promotion of 

our "what's it got to do with you" initiative for 
more confidence and understanding.

(3) Checking our results at March 31st 2019 – 
our initiatives since March 2018 should have 
had a positive impact on the March 2019 
results 

What else?  Disability, Sexual Orientation and 
Religion and Belief are also low declaration areas 
for patients – we need to take this back to main 
EDHR committee and Patient Experience to 
create initiatives to improve on this. 

2 Improving Conduct Initiatives Actions What Next? 

The level of experience of poor conduct in 
terms of abuse, harassment or 
discrimination in the NHS workplace as a 
National NHS as well as a local concern. 

Management of abuse / poor conduct 
initiatives -  
(1) Trust Board EDHR Seminar 2017 – 

Annual Equality Reports, the WRES 
Report and Staff Survey Results were 

(1) Trust Board EDHR Seminar 2018 and 2019 
Will focus on relevant priority areas – dates to 
be set 

(2) Reports 2019 / Staff Survey 2018 - Patient 
and Workforce Equality Reports at March 
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The 3 WRES Indicators 5, 6 and 8 and in 
the Staff Survey cover the level of this for 
BME and White and the results are not 
good for all staff. These indicators are:  

Indicators 5 - (KF 25) Percentage of staff 
experiencing harassment, bullying or 
abuse from patients,  relatives  or the 
public in last 12 months

Indicator 6 (KF 26) - Percentage of staff 
experiencing harassment, bullying or 
abuse from staff in last 12 months

Indicator 8 (Q217) - In the last 12 months 
staff who personally experienced 
discrimination at work from a Manager or 
team  leader or colleagues

 NB – you can see the results for these 
areas for the last 4 years in our WRES 
Report for 2018 >>>> LINK 

covered in depth the Trust Board’s EDHR 
seminar  

(2) Policy and notice - work has been done 
to implement policy, communications  and 
notices with regard to the Trust not 
tolerating such conduct from staff or the 
public

(3) Trust Board – Signed Social 
Partnership Collective Pledge as a 
commitment to help eradicate poor 
conduct – 

(4) Promotion of Speaking up – indications 
are that staff have not spoken up other 
than in the staff survey and so the 
Freedom to Speak up Guardian, 
Employee Assistance Programme, 
Occupational Health, datix reporting 
systems and other forms of reporting or 
support such as HR and Trade Unions 
have been promoted. 

(5) Promotion of Relevant Learning and 
Development  and Wellbeing such as 
Mental Health First Aid, Resilience, 
Management of Conflict, Handling Difficult 
Conversations, Management of stress

(6) EDHR Equality and Diversity Week May 
2018 all the above were promoted or 
launched at EDHR equality week in May 
with active participation from staff where 
250 participated in staff pledges – a main 
pledge being to treat others as they would 
like to be treated.   

Culture and Values for improved conduct 
(1) Chief Executive Staff Briefings - staff 

briefings are now well attended open 
forums where openness and transparency 

2019 including the WRES, along with results 
of the National Staff Survey in Autumn 2018 
will be scrutinised for results / improvements. 

(3) Benchmarking - The Trust benchmarked 
results against Acute Trusts, Trusts in the 
Midlands and East Anglia and against a 
selection of diverse peers nationally in 2017 – 
this will be reviewed in 2019.  

(4) Health & Safety, Wellbeing and Datix leads 
to scope any impact from promotion of values 
and of speaking up in terms of use of Datix 
reporting, Freedom to Speak up Champions, 
Occupational Health, and the Employee 
Assistance Programme, etc.  

(5) Increasing Freedom to Speak up 
Champions This is already planned 

(6) Staff “Event in the Grotto” December 2018 
Looking to add to this in agenda in 
Decembers staff event 

(7) Scoping Opportunities for further 
initiatives and communications across the 
year ahead - in terms of for instance: 
- staff events. 
- Chief Executive and staff briefing 
- communications strategy

(8) Continued Strategy plans – future 
corporate, people or patient strategies will 
embed shared values and expected conduct 
for all and also address the link between 
patient and workforce experience, with values 
and conduct being 2 way. EDHR will be 
embedded in these strategies and values 

(9) An Engagement and Communication 
strategy to achieve the above and raise the 
profile of EDHR – fair treatment, access, 
inclusion and respect 
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are encouraged and staff feel included 
and valued – this includes Trust wide staff 
briefing leaflets.

(2) Corporate Values - Staff / stakeholders 
have participated in creating new and 
shared corporate values that will help 
engender a culture that encourages and 
assesses considerate conduct and fair 
treatment

(3) Staff “Event in the Tent” Summer 2018
Values initiatives started at the Event in 
The Tent week in 2017 and continued in 
2018. This included values ideas and 
sharing results. Also interactive learning 
and development role playing events were 
held for conduct and behaviours 
awareness and improvements.

(4) Monthly Staff Awards from September 
2018 -  nominations from staff to 
recognise / value notable staff contribution 

Management - Sharing with Management the 
results relevant to their departments from the 
staff survey in relation to conduct such any 
around discrimination, bullying, harassment, 
abuse etc. for their consideration and action.

Notation – A key priority for the TRUST and EDHR Task and Finish Group was to deal with areas 1 and 2 above first. In 
particular the conduct areas were a key priority to address as they impact all performance areas. It is hoped and expected 
that the actions under 1 and 2 will have had a positive impact on section 3 – and the Trust is now scoping actions for 
section 3 as detailed below. There will be an update to this in June 2019. 

3 Representation, career progression Actions What Next? 
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and belief in Equal Opportunities 
e.g. access to roles and training –
 (WRES Indicators 1, 3, 4, 7, 9).

(A) Board level representation 
(Indicator 9) – There is very low BME 
representation on the Board (5%) in 
comparison with the level across patients 
(28%) and the workforce (40%).  The ratio 
by proportional WRES calculation is         
-33.34%. 

(1) BME, the Board and Recruitment - 
Prime consideration is that workforce BME 
at 40% is an over-representation when 
compared to BME accessing the service 
at 26%. Both are increasing but the 14% 
gap will not close significantly anytime 
soon. The realistic aim was to increase the 
1 BME board representation to initially 
two, and build upon that. 

Our main initiative - Over this last year 
despite HR recruitment initiatives to 
encourage BME candidates this 
representation position has not altered. 

(2) Holding Discussions to Plan Initiatives 

The position has been under discussion 
by the Board, Executive Team, HR, 
learning and development and the EDHR 
committee. 

Ideas generated can be seen in the “what 
next” section opposite. 

(3) See also the talent initiatives being 
undertaken in (B) below to increase the 
BME talent pipe line to senior 
management and the Trust Board 

(1) Initiatives currently being evaluated and 
under consideration.
- Consider - each Board member to mentor 

in house BME talent 
- Consider - each Board member to take on 

an EDHR area to better understand and 
to champion these areas

- Consider – shadowing, opportunities to 
lead projects etc. for development.

(2) Initiative underway for Senior Nursing and HR 
Leads along with NHS Improvements to 
develop leadership skills and learning 
development for BME talent. 

(3) Initiatives to be considered for improving the 
representation of other protected 
characteristics on the Board e.g. disability, 
sexual orientation etc. 

(4) Representation clarity - To scope if there is 
need to improve on our White ethnicities data 
within our workforce and patient populations. 
These are not accounted for in the same way 
in the WRES as the black minority ethnicities. 
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(B) Level of Senior Management 
representation – Band level 
Representation

WRES Indicator 1 BME and WHITE 
From the results of the % BME and White 
representation across all grades clinical 
and Non Clinical.

GENDER PAY GAP REPORT year 
ending 2017 (published March 2018) 

E.g. low level of BME / women after Band 
8 upwards to VSM especially in non- 
clinical staff.

(1) The Trust has formally captured data 
across all pay bands from level 1 to 
Director level for 4 years as part of the 
WRES commitment (See the Trusts 2018 
WRES report on the Trust Website). 

(2) As one of the most diverse Trusts in the 
UK, the Trust in 2017 benchmarked 
against a sample of diverse peer Trusts 
across the UK to measure performance 
and look to share good practice  

(3) See also initiatives under (A) above 

(1) Initiative underway for Senior Nursing and HR 
Leads along with NHS Improvements to 
develop leadership skills and learning 
development paths for BME talent. 

(2) The Trust will benchmark against the sample 
of diverse peer Trusts across the UK again to 
measure performance and see if there has 
been any significant progress where good 
practice or initiatives can be shared. 

(3) The Gender Pay Gap Results for 2017 show 
male and female representation areas to be 
addressed. This will be considered in early 
2019 along with Gap results data at March 
2018. 

(C) Lower ratio of BME : White (Indicator 
3) for appointments after short-listing 

Lower uptake / access for BME for 
non- mandatory training and 
continuing professional development 
(Indicator 4) 

Lower BME belief in Equal 
Opportunities for career progression 
and promotion - ratio of BME to White 
– (Indicator 7)

(1) The Trust actions under section 1 with 
regard to declaration / EDHR Diversity 
week also included the importance of 
valuing EDHR, data capture etc. with 
details about facts and myths – fair 
treatment and opportunity. 

(2) Actions under 2 above also included 
promoting training and learning and 
development re the 8 courses in relation to 
conduct, empathy and resilience. 

(1) HR Initiatives to be discussed for these areas 

(2) The Trust will look at the results from the staff 
Survey 2018 to ascertain for instance, if:
- any of the important cultural and value 

measures undertaken in Section 1 and 2 
above have had an impact e.g. on 
perception, belief, or participation or 
speaking up or fair treatment

(3) The Trust will look at the results of Annual 
Reports for year ending March 2019 to see if 
any of the EDHR declaration and data results 
has improved. 

The purpose of this Group  and plan 
To improve results and to provide assurance via the EHDR Committee to the Trust Board of legal compliance to the requirements of 
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the Equality Act 2010 / Public Sector Equality Duty (PSED). To also ensure the meeting of standards set by the Care Quality 
Commission (CQC), The NHS Constitution, NHS / CCG Assurance Framework and NHS England and WRES requirements.
To provide data for Improved decisions and outcomes - The data will help embed the principles of Equality Analysis into workforce 
and service development, service redesign, policy development and procurement to ensure that due regard has been given to individual 
requirements and needs, and those needs of minority groups 
To improve Patient and Workforce Experience - This group was set up to address areas of workforce experience and issues that 
clearly need resolving. Whilst addressing workforce experience it also acknowledges the very clear connection between patient and staff 
experience which in turn affects our purpose in the context of our overarching commitment to patients. 
The NHS and the Trust know that workforce experience is every bit as important as patient experience ethically, morally and legally in 
terms of fair treatment, dignity and respect, access, inclusion and shared values. There will be impacts to staff and patients and 
ultimately the Trust if this action is not addressed. This includes impacts on the effective and efficient running of the service and the 
quality of care received by all patients. The link between adverse treatment of staff and poor patient care is particularly well evidenced in 
the NHS. If patients are at the heart of the NHS, the life blood and functioning rests with the workforce without which the NHS / service 
will flounder.
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BOARD OF DIRECTORS

Agenda item 8 Category of Paper Tick
Paper Title Performance Reports To action
Date of Meeting 7 November 2018 To note

Lead Director

1. Liz Lees, Chief Nurse / Cathy 
Jones, Deputy CEO
2. Andrew Harwood, Director of 
Finance
3. Angela Doak, Director of Human 
Resources

For Information

Paper Author As above To ratify
Indicate the impact of the paper:
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Reporting & Date
COSQ July to October 2018, FIP July to September 2018, Executive Board 
23rd October 2018

Links to Strategic 
Board Objectives 

Objective 1 – Deliver Excellent Clinical Outcomes
Objective 2 - Improve Patient Safety 
Objective 3 - Improve Patient Experience 
Objective 4 – Deliver National Quality and Performance Targets 
Objective 5 – Implement our New Strategic Plan 
Objective 6 – Develop all Staff to Maximise Their Potential
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CQC
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HSE
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Links to the Risk 
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1212 – Agency Costs
1018 – HSMR
1210 – Vacancy rate

650 – Bed pressures
669 – Appraisal 
1178 – Finance costs
796 – Inpatient Experience

PURPOSE OF THE PAPER/REPORT
To give an overview of the quality, activity, compliance and workforce performance of the 
Trust.
 
To provide a summary of the financial performance of the Trust

SUMMARY/CURRENT ISSUES AND ACTION
The report gives an update on:
1. Quality & Performance
2. Finance 
3. Workforce

ACTION REQUIRED
To note the content of the reports.

Public Meeting Private Meeting
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Executive Summary and Headlines:

Quality and Performance Report – September 2018

RAG Key:
Target attainment – no risks to escalate
Risk to targets and/or issues identified
Targets not achieved – issues to escalate

Topic Page No. RAG

1 Pressure ulcers  
The Tissue Viability Team have validated 35 grade 2-4 pressure ulcers in 
Quarter 2, which is 8% reduction compared to Quarter 1.    To date, 14 
have been deemed avoidable.

2&3

2 Falls
There were 244 falls in Quarter 2 which is a 1% increase from the 
previous Quarter.  The Trust remains below the national audit of inpatient 
falls mean rate.  The Trust has commissioned an external inpatient falls 
review.

4

3 CAUTI & VTE
Performance against CAUTI and VTE remains consistently good.  

5

Infection Prevention and Control and Cleanliness
There were no hospital cases of C.Difficile or MRSA Bacteraemia in 
September 2018.  The SI investigation into the MRSA bacteraemia 
reported in August is underway.  

64

Standards of Cleaning Performance has remained largely consistent with 
improvement in the Very High Risk areas and slight deterioration in scores 
for High and Significant Risk areas.

7

5 Cardiac Arrest Rate
The rate of cardiac arrests remains consistently below the same period 
the previous year.

8

6 Incidents and serious Incidents
Following a peak of 6 serious incidents declared in August, only 2 were 
declared in September: one MRSA bacteraemia and one inpatient fall 
resulting in a fractured hip.  

9,10

Patient Experience / Complaints
Friends and Family Test response rates continue to improve for 
inpatients and A&E.  Maternity and Outpatients have seen a decline 
in response rate over the summer.  Recommend rates remain high 
apart from in Maternity which has shown a deterioration to around 
90%.

7

The percentage complaints response within 35 working days remains 
significantly lower than target and the improvement seen during the 
summer has not been sustained.  Scoping opportunities for 
improvement being led by Chief Nurse.

11, 12, 
13, 14, 

15

8 Mortality 
Following a period of very low deaths in hospital, our annual mortality rate 
is now equal to the lowest that it has ever been: 11.5 deaths per 1000 
spells. This position is very encouraging.

16,17
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2

Fractured Neck of Femur
The Fractured Neck of Femur CUSUM has reduced following the alert in 
June 2018 as expected.  This remains an area of quality improvement 
focus for the Trust.

Learning from Deaths
Completion of structured judgement reviews has improved to 81% with 
just 12 deaths scoring 4 or higher (some possibility of avoidability).

18

9 Cancer 
Achievement against all national cancer targets in August 2018.

19, 20, 
21

10 Emergency Department performance
The Trust continues to achieve higher than 98% for the 4-hour ED 
standard.

22

11 18 Weeks
There has been a significant deterioration in the percentage compliance 
with the 18 week RTT target to 89.6%.  This is due to a significant 
increase in outpatient waiting times for first appointments.

23

12 Stroke
The April-June 2018 SSNAP report has been published and our overall 
performance has improved to a B rating.

24, 25

14 Diagnostics 
The number of patients waiting over 6 weeks was within the target.

26

15 Late Cancellations
The Trust has continued to re-date all patients within 28 days of 
cancellation in August 2018.  The percentage of operations cancelled has 
returned to the baseline level prior to winter pressures.

27

16 Length of stay
Length of stay continues to fluctuate but the overall downwards trend 
appears to be persisting despite a peak around the August Bank Holiday.

28

17 Dementia
90% threshold met for all 3 indicators in the first 2 months of Quarter 2.

29

8.1a Q and P report header.doc
Overall Page 70 of 142



1

Quality & Performance Report

July, August, September 2018 data

Medical Directors
Chief Nurse
Deputy Chief Executive
Director of Quality
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2

Harm Free Care Safe Effective Caring Responsive

Pressure Ulcers  Quarter 2 July-September 2018
During the reporting period the Tissue Viability Team validated 35 hospital acquired pressure ulcers, Grade 2-4* (from October 2018 NHSi 
has  recommended  the use of  the  term Category  instead of Grade)  developed on 33  patients. This  represents  an 8%  reduction on  the 
number of pressure ulcers when compared with Quarter 1.

Following the discussion of RCAs at the Pressure Ulcer Share & Learn meetings,   14 of the 35 pressure ulcers, have thus far been deemed 
avoidable, 1 unavoidable (NICU) and the remaining 20 under investigation.  It is anticipated that by end of October all outstanding RCAs will 
be discussed and validated as avoidable or unavoidable.
 
Ward 16 have managed one year pressure ulcer free (Cat 2-4), which is an outstanding achievement.
The Trust introduced a new measure calculating the average length of stay for those patients who developed pressure damage.   During 
quarter 2 this was 13.0 days, a reduction from 19.1 days in quarter 1.

The  Tissue  Viability  Lead  Nurse  is  now  sharing  a monthly  summary  (see  Scorecard)  to  all Matrons  and  Corporate  Nursing  Team.  This 
information  is  to be  cascaded to  frontline staff,  to ensure  that data  is visible and  transparent, enabling areas  to celebrate  success and 
benchmark against similar departments. 

A  Pressure Ulcer  Collaborative  programme  is  planned  for  November  14th  to  coincide with  International  Stop  the  Pressure  Day.    This 
programme will utilise NHSi quality improvement methodology, and is an opportunity for wards with a high number of patient harms to 
reduce the number of pressure ulcers.   The critical success factors for the programme include leadership support, patients being placed at 
the heart of what we do, a clear aim, a focus on measurement, an agreed time frame and front line clinical engagement.   This approach 
proved successful in 2012 here at the Trust, by focussing attention on the issue resulting in  a reduction of pressure ulcers.
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Harm Free Care Safe Effective Caring Responsive
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4

Safe Effective Caring Responsive

Falls
In July, August and September there were 77, 89 and 78 inpatient falls respectively (244 in total).  This is a slight increase (1%) from the previous 
quarter.  Falls per 1000 bed days rate for the quarter was 4.2 all patients and 5.1 for the RCP rate.  These figures are similar to Q1.

There has been a increase in falls with moderate and above harm injuries over the quarter.   There were 10 inpatient falls with moderate harm 
injuries  that were managed  conservatively.   There were  also 3 patients who  fell  and  sustained  severe  harm  injuries  (#NOF) which  required 
surgical intervention.  These 3 incidents were discussed at Serious Incident panels with 1 referred to the CCG due to potential omissions in care.
All of these falls are undergoing investigation using RCA methodology. Findings and subsequent actions will be shared in various forums across 
the Trust.  As a result of the increase in falls with harm the Chief Nurse has arranged for an external inpatient falls review.   Findings and actions 
will be reported in November.

20% of all the inpatient falls were related to toilet and shower room use.   A Trustwide review of these areas by the Health & Safety Manager and 
Falls Clinical Nurse  Specialist  (CNS)  has highlighted significant  issues around positioning of  call bells,  faulty  toilet  seats and general  clutter. A 
report of this review is currently being compiled and will be circulated to stakeholders for action.

45 patients with diagnosis of  dementia had a  fall  during  their  admission.   Wards  continue  to promote  the use of  the enhanced observation 
assessment tool to support decision making for safer patient management.

Monthly audit of monitoring Lying and Standing blood pressure on all patients aged 65 and over has been trialled on Ward 12. This will now be 
disseminated across the Trust with the Falls Link nurses completing the audit.   The new nursing admission/assessment documentation is due to 
go live at the end of October.  The Falls CNS will support the Ward staff on completion of the falls and bed rails assessments and care plans.

Harm Free Care
Fa
lls
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Use of Urinary Catheters:
There  was  a  slight  reduction  in  catheter  use  in  July,  maintained  in  August  and 
September.  The Continence Nurse   consistently advises that catheters are only to be 
used  for  a  clinical  need  and  promotes  the  importance  of  removing  catheters when 
they  are  no  longer  clinically  needed  by  using  other  methods  to  measure  output. 
Catheters  are  predominantly  being  used  for  fluid  monitoring  and  acute  retention. 
There was a decrease in the number inserted upon admission from 87 in July to 64 in 
August and 81 in September  

In August there was 1 Catheter Associated UTI.   An investigation has been completed 
showing there was a clinical reason for the catheter to be inserted and the catheter in-
situ will be long term.   There were 3 Catheter Associated UTI reported in September, 
all of which were  inserted on admission.   Themes were  identified and, as a  result, a 
new catheter care plan is being developed.

In September the Continence Nurse provided a new catheterisation study day which 
was attended well and training for Junior Doctors was also provided.

VTE Risk Assessment:
In September, more than 99% of patients were VTE risk assessed on admission.   This 
continues to show that the introduction of the electronic VTE assessment is effective in 
ensuring that VTE risk assessments are being completed in a timely manner.

The improvement focus over the last month has been to   provide prophylaxis reports 
to the wards, to enable them to identify patients who are not prescribed prophylaxis, 
to prompt a review of their prophylaxis requirements in order to reduce the incidence  
of Hospital Acquired Thrombosis. 

Harm Free Care

New Harm Free Care  
The  Harm  Free  Care  data  is  sourced  through  a  one  day  snapshot audit.  After what 
would appear to be an unusual dip in June, the Trust has   delivered care to over 98% 
patients in July , August and September.
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C.difficile – There were no hospital acquired C.difficile cases in July, 
August and September – 1 case for May is still under appeal.
MRSA  bacteraemia  –  There  was  one  Hospital  Acquired  MRSA 
bacteraemia  case  in  August.   The  Post  Infection  Review  (PIR)  is  in 
progress.  There were no cases in July or September.
E.Coli  bacteraemia  –  The  largest  number  of  cases  continue  to  be 
identified  on  admission with  urinary  tract  thought  to  be  the most 
common primary source of infection.

Hand Hygiene – Many wards are making great efforts to improve the number of hand hygiene opportunities they have observed to try to improve 
hand hygiene understanding and compliance, some areas are having additional focus to improve compliance.   In order to provide consistency, it 
has been agreed that going forward a minimum of 50 observed hand hygiene opportunities should be undertaken per month and the harm free 
care reported hand hygiene compliance will be RAG rated against this minimum data.   During the CQC visit it was identified that staff compliance 
with “bare below the elbow” policy needs to improve.   The Trust needs to implement robust measures to ensure this policy is followed by all staff 
visiting clinical areas.  There is an improvement plan following the CQC inspection.
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The graphs below show the average audit scores  in respect of the cleaning service.  Overall the cleaning standard is consistent month on month showing 
steady improvement in all areas across the Trust considering the additional building works and project works that are taking place.
However, there was a slight dip in the High & Significant areas result in September.   On a positive note, September has some of the highest scores in the last 
12 months with Very High Risk (VHR) scoring a record average score of 98.25%.   With more scheduled works expected  in the coming weeks the Trust  is 
working closely with the Engie team so that they have enough notice to plan and manage resources accordingly. 
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Improvement activities

The  focus of  improvement  is  on  continuing  to ensure  that all wards  have  a  comprehensive  approach  to monitoring deteriorating 
patients and acting promptly  following deterioration  to prevent  further  deterioration. Audit has highlighted that  there have been 
some  concerns  regarding  escalation  of  the  deteriorating  patient  in  surgery  -  the  patient  safety  team  and  the  surgical  teams  are 
working together to  put in place strategies to address these concerns and improve the management of escalation.

Improving  the  Management  of  the 
Deteriorating Patient

In  September  the  cardiac  arrest  rate  has 
continued to follow the low trend rate as for 
the summer period. Over the last 6 months 
(April  -  September)  the  average  cardiac 
arrest  rate  has  been  0.68  which  is  a 
reduction on last year (at 0.92 for the same 
period). 
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Incident investigations: The Risk and Governance Team continuously monitor the status of incidents within Datix, including the timeliness of 
investigations,  and  produce  a  fortnightly  report  of  outstanding  incidents  along  with  a  ‘handlers’  list.   This  report  is  sent  to  divisional 
management and clinical leads. On 08/10/2018 there were 1426 open incidents, of which 848 (59%) were overdue compared to last month 
where there were 1043 incidents of which 582 (60%) were overdue.   Although the percentage of outstanding has reduced by a percentage 
point, the incidents have increased  by 27%.

Duty of Candour Compliance: A statutory Duty of Candour applies                         
 to all patient safety incidents resulting in moderate harm, severe harm
 or death, where there has been mistake, error or deviation in care
 or treatment that has resulted in the incident. Data is reported a month in arrears.

Month Jul–18 Aug-18 Sept-18
Number 7 5 TBC

Compliance % 100% 100% TBC
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 Serious Incidents - In September 2018, 2 Serious Incidents were declared by the Trust (no Never Events):
•MRSA Bacteraemia
•In patient fall sustaining a fractured hip

At the end of September the Trust had 

a total of 29 open Serious Incidents:

• 10 incidents under investigation

• 17 incidents had completed 

investigations but had ongoing 

actions

• 2 incidents were awaiting 

comment/closure from Luton CCG

*1 incident in each reported month downgraded by the CCG

  Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Total

2017/18 4 7 0 3 6* 2 4* 2 2 1 0 3 34*

2018/19 4 3 3 3 6 2           21
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The Friends and Family Test (FFT) scores are published each month by NHS England enabling benchmarking against other Trusts in England. The FFT asks the question 
‘how  likely are you to recommend our service / ward / birthing unit to friends and family if they need similar care and treatment’. The graphs below show 
comparison response rates for the four areas of Inpatients, Emergency Department,  Maternity and Outpatients.
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National comparison data for September will be published by NHS England in November 2018 there was no national data for Maternity in November  2017 due to national 
technical problems.
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PALS (Patient Advisory and Liaison Service)

Face to 
face

Emails Telephone 
calls

Other contacts not 
recorded on datix

July 30 63 43 636

August 33 72 52 584

September 36 49 68 581

Method of Contact and Status (Reported on Datix)

National Cancer Patient Experience Survey 2017
The organisation has improved scores compared to other Trusts and 
with our own results in 2016.
• 48 question scores fell within the expected range compared to 
other Trusts

• 2 question scores fell below the expected range compared to 
other Trusts (although one related to Primary Care)

• 9 question scores were above the expected range compared to 
other Trusts

Patient Experience Improvement Activity
Interpreter Contract: contract mobilisation has started with the new 
provider. The existing supplier will provide cover until the new 
contract starts on 1st November. Training is planned for staff and the 
intention is for all teams to book their own interpreters rather than 
PALS managing the bookings.
Stoma Care Engagement Event: This was a great success and the 
East Sussex model was explained by a service user. Further work will 
be done with Ipswich and the Stoma Team to look at introducing a 
successful model here.
NHS England Workshop: The Trust is co-presenting with Carers in 
Bedfordshire and Bedford Hospital, to showcase the Carers Lounge 
concept, which is used in both hospitals.  The workshop is part of a 
national engagement programme to share best practice and learning

Open Resolved Escalated to Patient Affairs (patient’s 
choice)

July 13 145 3

August 27 130 4

September 26 138 3
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The complaints acknowledgement targets have consistently been met, the dip in April was due to staff shortages within the Patient Affairs Team.  
Changes in the complaint process implemented   in July and August saw an initial improvement in the 35 day response figures, however, this has 
not been sustained.  
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Formal complaints remain at expected levels, peaking January to March partly due to surgical cancellations caused by winter pressures. The 
drop  in  June  is an expected trend due to holiday months, another dip  is expected at Christmas.   The number of  informal complaints has 
dropped substantially from August due to the change in the way complaints are logged, now input initially as concerns.   This appears to have 
a positive effect in reducing overall number of complaints.

The main  trends  of  complaints  stay within  clinical  treatment,  communication and  appointment delays  and  cancellations.   These  are  the 
perennial top 3 and should be a focus for the Complaints Board agenda.

The table to the left shows outcomes for 
complaints closed 

July 2018 to September 2018 data
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Actual Deaths
The last 4 summer, months have seen very low numbers of deaths in the hospital.
Accordingly, despite the very high mortality seen in January and February 2018, the 
annual  mortality  rate,  at  11.5  deaths  per  thousand  spells  is  now  equalling  the 
lowest  ever,  which  was   in  2016.  The  month  of  September  2018,  with  only  77 
hospital deaths, had the lowest monthly death rate ever seen in the hospital at 8.2.

Safe Effective

Comparative Mortality Rates
The latest SHMI for the year ending March 2018 shows an improvement to 104.58 (i.e. about 4½% higher than the national average).  SHMI includes deaths within 30 days of 
discharge from hospital.  The Trust has recently changed its provider of benchmarking data to CHKS who provide a new mortality comparison, the Risk Adjusted Mortality Index 
(RAMI) which not only adjusts for age, gender and casemix but also factors in the length of stay.  Unlike other mortality indices, the national average for RAMI is not fixed at 100. The 
latest RAMI data  (see chart below) shows the Trust to be close to average.  The latest  12-month (up to July 2018) SMR is 108.0 and HSMR is 107.74.  It is good practice to look at and 
compare all the different mortality indicators rather than relying on any individual measure in isolation.
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On  the 2nd August  the Trust  received  a  formal  alert  that 
although  we  are  not  triggering  as  an  outlier,  the  L&D’s 
mortality  for  fractured  neck  of  femur  is  more  than  2 
standard deviations above national average.   Our casemix 
adjusted mortality for 2017 was 10.8% vs national average 
of 6.9%.    This  issues had been detected  in early  2017  as 
comparative increase in mortality from Jan-April 2017 had 
triggered a CUSUM alert.   In response the Fractured Neck 
of  Femur  steering  group  was  relaunched,  with  monthly 
multidisciplinary  M&M  reviews.  A  number  of  service 
changes  have  been  made  to  support  improved  pathway 
management  for  the  fractured  neck  of  femur  patients 
including the Orthopaedic on-call model moving  to a  'hot 
week'  basis,  improvements  to  the  trauma  rota  to  reduce 
time  to  theatre  and  increasing  the  amount  of  trauma 
operating time on a Saturday by moving to all day lists.  We 
have  also  implemented a  golden patient policy  to ensure 
early  escalation  for  any  fractured  neck  of  femur  patient 
that needs MDT input before theatre.  

Since  the  increase  in HSMR CUSUM which  prompted  the 
alert in June 2018, the crude mortality has decreased with 
low  numbers  of  deaths  in  July  and  August.   Subsequent 
iterations  of  CUSUM  in  future  months  will  therefore 
improve.  

HSMR (CUSUM)
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Summary of total number of deaths and total number of cases reviewed under the Structured Judgement Review Methodology

A senior team including Medical Directors have reviewed all deaths and identified any where  it was felt that deficiencies in medical or nursing 
care may have contributed to the patients’ death as part of  the Trust’s primary  review process.   Consultants then complete the  full mortality 
review (a Structured Judgement Review) which results in an avoidability score. The final findings for Q4 2017/18 are as follows:

Quarter 4 Structured Judgement Review findings: 
  Q4 17/18
1 - Definitely Avoidable* 0
2 - Strong evidence of avoidability 0
3 - Would be probably avoidable (>50:50) 1
4 - Would be possibly avoidable (<50:50) 11
5 - Slight Suggestion of avoidability 12
6 - Definitely not avoidable 67

The key  learning  themes  identified  from structured  judgement  reviews 
are: 
- Lack of community prescribing of VTE prophylaxis for patients who are 
less mobile needs to be raised with CCGs

- Improved communication of DNAR decisions (secondary finding)
- Failure to document a  treatment escalation plan for a patient on an 
end of life pathway

- Need to avoid delay in immediate treatment of suspected pulmonary 
emboli whilst confirmatory investigations are completed.

Total Number of Deaths, Deaths Reviewed and Deaths Deemed Avoidable
  Q2 Total Q3 Total Q4 Total
       
Total Number of Deaths in Scope 281 313 403
       
Primary Mortality Reviews Completed 246 300 389
       
Full Mortality Reviews Requested 48 76 112
       
Full Mortality Reviews Completed 34 27 91
       
Community Reviews Requested n/a 17 28
       
% Full Mortality Reviews Requested that have been Completed 71% 36% 81%

Note:  Q3  mortality  reviews  were  not 
using  the  structured  judgement  review 
form and so compliance was lower.   The 
compliance  was  further  impacted  by 
winter pressures.

*Note: Where a structured judgement review score 
suggests some element of avoidability, this refers to the 
possibility that the death might have been avoided in that 
place, or at that time, if different actions or decisions had 
been taken.  It does not mean that the eventual outcome 
for the patients would necessarily have been different.8.1b Quality  Performance Report Quarter 2.ppt
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National Targets Safe Effective Caring Responsive
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Achievement of the national standard for all cancer targets was delivered in Q4 and across the whole of financial year 2017/18
The Trust maintained full compliance with all national cancer targets in for the first quarter of 2018/19 and against all indicators 
so far in Q2 (Jul & Aug). 
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The cancer waiting time standards are set for all tumour sites taken together.  Some tumour areas will exceed these standards.  Others 
(where there are complex diagnostic pathways and treatment decisions) are likely to be below the operational standards.  However, 
when taking a provider’s casemix as a whole the operational standards are expected to be met.
(Ref: http://systems.hscic.gov.uk/ssd/cancerwaiting/cwtguide8-1.pdf page 5)

There were 12.5 accountable breaches of the cancer 62 day wait in Aug 2018, which reflects the current high pressure on pathways. The 
ongoing capacity pressures in head and neck remain the most significant risk to ongoing achievement of the 62 day target. 
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In  September  2018  the  site-wide  performance  against  the  4  hour  emergency  access  target  improved  to  98.4% 
following  a  dip  in  performance  to  97.3%  in  August  reflecting  surge  periods  at  the  end  of  the month,  and  staffing 
pressures.  
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The 18 week referral to treatment target requires 92% of patients to be treated within 18 weeks of GP referral either as an outpatient 
(non-admitted) or as an inpatient (admitted).   The Trust performance against the 92% target fell  in September 2018 due to further 
sharp  increase  in  the non-admitted pathways open over 18 weeks.   The  teams are  currently working  to reduce  the extended  first 
outpatient waiting times and bring patient appointments forward. 8.1b Quality  Performance Report Quarter 2.ppt
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New SSNAP data was published  in October 2018  relating to the period Apr-Jun 2018.   This shows a steady  improvement  in  the % of patients 
achieving 90% of  their  time on  the  stroke ward,  reflecting  increased  focus at  the  front door of  identifying  stroke patients.   Performance has 
improved from 74.3% to 77.6%, but is still slightly below the 80% target.  The stroke team are working hard to further improve this position.  

The good performance against the 60% target for patients being treated for TIA within 24 hours has continued since Autumn 2017, with 100% 
being achieved in September 2018.
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National Targets

Overall SSNAP Performance (June 2018 SSNAP report)

The Apr – Jun 2018 SSNAP data has just been published and demonstrates the improvement in the overall score to a B.  

This reflects strong improvement in the therapies domains (Physio, Occupational Therapy and Speech & Language Therapy) 
and MDT working overall improving to a D.   The time on the stroke unit, which is a heavily weighted indicator, remains at an 
E.  However  monthly  internal  monitoring  has  demonstrated  improvement  in  Jul  –  Sept  18  and  so  this  indicator  should 
improve in the next tranche of SSNAP data. 

Reporting Period Apr-Jul 16 Aug-Nov 16 Dec-Mar 17 Apr-Jul 17 Aug-Nov 17 Dec-Mar 18 Apr-Jun 18
SSNAP level D C C B B D B
SSNAP score 59.8 66 67 74 76 58 72
1. Scanning B B A A A A A
2. Stroke Unit D D D D D E E
3. Thrombolysis B B C B B D C
4. Specialist Assessments B B B B B B B
5. Occupational Therapy A A A A A C A
6. Physiotherapy B B B B B C B
7. Speech and Language Therapy E E E C C E C
8. MDT working E C C C D E D
9. Standards by discharge B B B B B B B
10. Discharge processes D D C C B A A
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The Trust continues to achieve the 99% target for the number of patients waiting 6 weeks for routine diagnostics, with 99.17% of patients 
being seen within 6 weeks during September 2018. 
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The trust successfully re-dated all patients within 8 days who had their operation cancelled on the day of surgery 
within Quarter 2.  The number of procedures cancelled on the day was high in August due to bed pressures at the 
end of the month, but reduced in September to the lowest level since September 2017.  
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The November 2017 update to the Single Oversight Framework added dementia assessment to the list of operational indicators that 
determine  a  Trust’s  performance  segment.   The  performance  assessment  by  NHSI  is  based  on  quarterly  performance  and  the 
performance threshold is 90% for all three indicators.    The Trust achieved the 90% in all four quarters of financial year 2017/18.   This 
detailed report is included for information and reporting against this target will be provided on a monthly basis for 2018/19.   Due to 
the time taken to complete the audit process, data is always 1 month in arrears.  

During August 2018, the 90% threshold was met for all three dementia indicators.  
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Note: Qtr 4 performance for CDIF and MRSA are flagged as red despite no avoidable infections being reported, as performance in 
previous quarters meant that the annual threshold had already been breached.  1 MRSA bacteraemia reported in August 2018 is 
being investigated as an SI.  
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Agenda Item 8.2

Finance Presentation
FY18-19

Draft Report for Month 6
Executive Summary

Although the Trust has delivered the Control Total for Q2, the Trust again required non-recurrent measures to deliver the Control 
Total in Month 6.   Underlying performance was £0.7m adrift of plan. 

Contract income is behind plan by £521k (0.7%), hindering the RTT recovery.
CQUIN assumed to be 100%

Medical Pay is 6.3% overspent at Month 6 (8.4% up year on year).
Nursing Pay is 3.0% overspent at Month 6 (9.3% up year on year).

Agency spend is ahead of plan and the current run-rate would result in an annual spend of £16.6m – against an Agency ceiling of 
£8.9m (+50% = £13.3m)
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2018-19 Plan FT Submitted FY18-19 Plan   Amendments proposed to plan

17-18 Plan

APRIL REVISION

Deficit

Breakeven

£11.9m CIP Programme

* Requires FT to post £1.7m surplus to access S&T fund

CIP
to find

1.7

Stretch req 
£4.5m

S&T Funds
£8.4m*

The FT accepted a Control Total of £10.1m in 17-18.  This included an assumed £4.5m of DH 
Revenue Grant

-15.7 -3.8 -2.8 10.1

     

I&E Phasing
£m

In Month 
Core

YTD
 Core

In Month 
S&T

In Month 
stretch YTD Plan

April -1.2 -1.2 0.6 -0.6
May -0.2 -1.4 0.6 -0.2
June -0.3 -1.7 0.6 0.0
July 0.2 -1.5 0.8 1.1
August -0.4 -1.9 0.8 1.5
September -1.2 -3.1 0.8 1.1
October 0.6 -2.5 1.2 2.9
November 0.5 -2.0 1.2 4.5
December -0.7 -2.7 1.2 5.0
January 0.6 -2.1 1.4 7.0
February -1.4 -3.5 1.4 7.0
March -0.1 -3.5 1.4 7.3 15.6

18-19 Plan
APRIL POSITION

Deficit

£9.4m CIP Programme

* Comprised of £8.4m for Trust delivery and £3.4m for STP delivery

3.8

DH Rev Grant
£7.3m

S&T Funds
£11.8m*

As the Trust has delivered the Control Total in 17/18, it is permitted to reduce the Control Total 
requirement for 18/19 by £1.7m (from a £17.3m surplus to a £15.6m surplus)

-12.9 15.6-3.5

Again the Trust is in a position where it requires external support to deliver the 
Control Total.  As previously, securing the stretch improvement resource of £9m 
represents a massive challenge. The Trust has accepted an offer to amend the 
Control Total by £1.7m, which reduces the “ask” from DH to £7.3m.  

The Trust’s plan shows receipt of a £7.3m DH Revenue Grant in Q4 of 18/19 to 
match Control Total error.
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Delivered plan in Month 6 through £0.7m of non-recurrent items

Fin Year Fin Year Fin Year Fin Year Fin Year Fin Year
INCOME & EXPENDITURE ACCOUNT 2016/17 2017/18 2018/19 2018/19 2018/19 2018/19 2017/18 2017/18

Actual 

Actual 
excl STP & 

Merger Budget Budget Actual Variance

% Change 
17-18 to 

18-19
Full Year YTD Full Year YTD YTD YTD M6 M6

£000s £000s £000s £000s £000s £000s £000s £000s
NHS Clinical Income - Contract 262,577 283,064 296,699 147,264 146,361 903 139,558 4.9%
Pay Award Funding 2,759 1,150 1,150 0
Other Income (T&E, Secondment, RTA) 24,920 24,052 22,966 11,483 12,642 -1,159 11,502 9.9%
Total Income 287,496 307,116 322,424 159,897 160,153 -256 151,060 6.0%

Consultants 35,629 40,151 41,108 20,265 20,860 595 19,280 8.2%
Other Medical 30,255 33,866 32,684 16,464 18,177 1,713 16,736 8.6%
Nurses 72,972 77,152 79,247 39,920 41,137 1,217 37,630 9.3%
S&T 21,177 21,844 25,817 12,781 12,340 -441 10,997 12.2%
A&C (Including Managers) 22,589 24,171 26,059 12,986 13,203 217 12,222 8.0%
Other Pay 5,526 5,839 8,223 4,134 2,909 -1,225 2,873
Total Pay 188,147 203,024 213,137 106,550 108,626 2,076 99,738 8.9%

Drug costs 27,558 27,476 29,097 14,540 14,264 -276 13,500 5.7%
Clinical supplies and services 24,993 25,307 25,932 12,849 13,238 389 12,427 6.5%
Other Costs 42,159 47,563 49,212 24,772 25,465 693 22,941 11.0%
Non-Recurrent 0 0 0 0 0 0 0
Total Non-Pay 94,710 100,345 104,242 52,161 52,967 806 48,868 8.4%

EBITDA 4,639 3,747 5,046 1,186 -1,439 2,626 2,454

Non Operational 13,014 13,101 13,098 6,549 6,429 -119 6,486

Trading Position -8,374 -9,354 -8,052 -5,363 -7,869 2,506 -4,033
MRET / Readmissions Gainshare 2,516 4,555 4,587 2,294 2,651 -358 1,250
PSF Funding 10,078 13,313 11,838 4,144 3,724 -420 2,947
Revenue Allocation 8,700 4,500 7,276 0 0 0 0
Non-Recurrent 0 2,355 0 0 2,171 2,171 0
PSF STP Funding 0 0 0 0 420 420 0
Total Operating Surplus/Deficit (-) 12,920 15,369 15,649 1,075 1,097 -22 164

Fin Year Fin Year Fin Year
2018/19 2018/19 2018/19

In Month Plan
In Month 

Actual
In Month 
Variance

24,158 23,435 723
0 0 0

1,914 2,055 -141
26,072 25,490 581

3,444 3,426 -19
2,743 3,038 295
6,675 6,928 253
2,176 2,092 -84
2,177 2,298 121

682 319 -363
17,897 18,100 204

2,424 2,233 -191
2,146 2,233 86
4,074 4,145 71

0 0 0
8,644 8,611 -33

-469 -1,221 752

1,091 1,083 -8

-1,560 -2,304 744
382 353 29
790 550 -240

0 0 0
0 751 751
0 240 240

-388 -410 22
Pay Award Commentary: Average uplift of 2.7% for AfC paid in Month 4, with arrears paid in Month 5.  Medical pay award of 2% payable from Month 7.
Other Pay Commentary: Other pay variance is a combination of non-accrual of Medical Pay Awards, underspends against pay reserves and staff capitalisation
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Key Activity Metrics – Low activity in month

Category Apr-17 May-17 Jun-17 Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18
ELECTIVE INPATIENTS 3,061 3,550 3,623 3,475 3,526 3,441 3,718 3,707 3,199 3,610 3,340 3,626 3,499 3,658 3,824 3,791 3,573 3,473
All Elective Surgery (excl Gynaecology) 1,931 2,256 2,288 2,250 2,111 2,060 2,277 2,406 2,049 2,211 2,180 2,284 2,234 2,340 2,392 2,382 2,228 2,228
All Elective Medicine 614 741 775 730 872 841 890 773 697 857 699 818 769 785 908 845 789 746
All Elective Womens & Children 236 236 238 199 227 238 221 223 177 205 196 233 216 228 214 224 230 219
All Elective Clinical Support Services 280 317 322 296 316 302 330 305 276 337 265 291 280 305 310 340 326 280
NON-ELECTIVE INPATIENTS (excl well babies) 5,195 5,777 5,507 5,454 5,298 5,420 5,565 5,751 5,692 5,750 5,322 5,842 5,487 5,914 5,543 5,915 5,740 5,685
All Non-Elective Surgery 726 879 854 817 771 815 826 844 832 781 786 883 818 888 824 912 888 862
All Non-Elective Medicine 1,927 2,207 2,148 2,118 2,176 2,116 2,165 2,088 2,146 2,311 2,162 2,351 2,168 2,202 2,128 2,184 2,219 2,148
All Non-Elective Womens & Children (excl *) 2,542 2,690 2,505 2,518 2,349 2,485 2,572 2,817 2,711 2,656 2,374 2,560 2,499 2,823 2,589 2,816 2,628 2,675
All Non-Elective Clinical Support Services 0 1 0 1 2 4 2 2 3 2 0 2 2 1 2 3 5 0
Number of Births* 428 451 449 480 438 441 409 436 429 454 360 425 382 480 433 0 484 0
Consultant First Outpatient Attendances 8,742 9,874 10,004 9,661 9,940 9,270 10,453 10,747 8,341 10,332 9,542 9,904 9,418 10,296 9,433 10,005 9,244 9,116
Consultant Subsequent Outpatient Attendances 15,568 17,975 19,061 17,331 17,567 17,336 19,246 19,913 15,448 19,954 17,737 18,498 17,830 18,481 17,371 18,062 17,529 16,604
A&E Attendances 8,411 9,182 8,913 9,062 8,337 8,689 9,170 8,940 8,847 8,795 8,043 8,858 8,477 9,241 9,178 9,665 8,605 8,815

Table below shows the activity restated per working day / calendar day to remove the impact of changes in month length

Elective Inpatient per Working Day 170 169 165 165 160 164 169 169 168 164 167 173 175 174 182 172 162 174
All Elective Surgery (excl Gynaecology) 107 107 104 107 96 98 104 109 108 101 109 109 112 111 114 108 101 111
All Elective Medicine 34 35 35 35 40 40 40 35 37 39 35 39 38 37 43 38 36 37
All Elective Womens & Children 13 11 11 9 10 11 10 10 9 9 10 11 11 11 10 10 10 11
All Elective Clinical Support Services 16 15 15 14 14 14 15 14 15 15 13 14 14 15 15 15 15 14
Non-Elective Inpatient per Calendar Day 173 186 184 176 171 181 180 192 184 185 190 188 183 191 185 191 185 190
All Non-Elective Surgery 24 28 28 26 25 27 27 28 27 25 28 28 27 29 27 29 29 29
All Non-Elective Medicine 64 71 72 68 70 71 70 70 69 75 77 76 72 71 71 70 72 72
All Non-Elective Womens & Children (excl *) 85 87 84 81 76 83 83 94 87 86 85 83 83 91 86 91 85 89
All Non-Elective Clinical Support Services 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
Consultant First Outpatient Attendances per WD 486 470 455 460 452 441 475 489 439 470 477 472 471 490 449 455 420 456
Consultant FU Outpatient Attendances per WD 865 856 866 825 799 826 875 905 813 907 887 881 892 880 827 821 797 830
A&E Attendances per Calendar Day 280 296 297 292 269 290 296 298 285 284 287 286 283 298 306 312 278 294

Source: Summary Activity Count produced by Information Department
Note: This slide does not account for casemix (i.e. the tariff for a Surgical elective inpatient can range from £189 to £25,319)
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Contract Income POD Breakdown Estimated Position

 

NHS Activity
Annual 

Plan
YTD 
Plan

YTD 
Actual Variance

M6 
Plan

M6 
Estimate Variance

Admitted Patients - Elective 43.8 18.7 17.9 -0.8 3.4 3.3 -0.1
Admitted Patients - Non Elective 30% 81.2 32.6 34.1 1.6 6.6 6.6 0.0
Readmissions -3.7 -1.5 -1.5 0.0 -0.3 -0.3 0.0
30% Adjustment - Luton -3.3 -1.4 -1.6 -0.2 -0.3 -0.3 0.0
30% Adjustment - Beds -2.0 -0.8 -1.0 -0.1 -0.2 -0.2 0.0
30% Adjustment - Herts -0.5 -0.2 -0.3 -0.1 0.0 -0.1 0.0
Admitted Patients - Non Elective 100% 28.0 11.6 11.7 0.1 2.3 2.2 -0.1
Maternity Payment Pathway 11.2 4.7 4.5 -0.2 0.9 0.9 -0.1
Outpatients - First 14.0 5.9 5.1 -0.8 1.1 0.9 -0.2
Outpatients - Follow Ups 13.5 5.7 5.2 -0.5 1.1 1.0 -0.1
Outpatient - Multi-professional 1sts 0.5 0.2 0.3 0.1 0.0 0.1 0.0
Outpatient - Multi-professional FU 0.7 0.3 0.4 0.1 0.1 0.1 0.0
OP PROC 11.3 4.7 4.5 -0.2 0.9 0.9 0.0
A&E 16.0 6.7 6.7 0.0 1.3 1.3 0.0
UB IMAGING 4.1 1.7 1.6 -0.1 0.3 0.3 0.0
Direct Access (PbR) 2.3 1.0 0.9 -0.1 0.2 0.2 0.0
Same Day Chemo 1.2 0.5 0.4 -0.1 0.1 0.1 0.0
Breast Screening 3.9 1.7 1.8 0.1 0.3 0.3 0.0
Critical Care 16.8 7.0 6.8 -0.2 1.4 1.2 -0.2
Admitted Patients - Non PbR - Elective 0.8 0.3 0.4 0.1 0.1 0.1 0.0
Admitted Patients - Non PbR - Non-Elective 2.4 1.0 1.0 0.1 0.2 0.2 0.0
Direct Access 4.3 1.8 2.0 0.2 0.3 0.4 0.0
Non-Prebooked outpatients 0.1 0.0 0.0 0.0 0.0 0.0 0.0
Outpatients - Non PbR 4.0 1.6 1.5 -0.1 0.3 0.3 0.0
OPTEL 0.2 0.1 0.1 0.0 0.0 0.0 0.0
Pre-assessment 1.3 0.5 0.6 0.0 0.1 0.1 0.0
Onestop 2.1 0.9 0.8 -0.1 0.2 0.2 0.0
Other Contracted income 17.7 7.4 7.4 0.0 1.4 1.4 0.0
DRUGS 19.6 8.2 8.4 0.2 1.6 1.6 -0.1
CQUIN 6.3 2.6 2.7 0.1 0.5 0.5 0.0
Other -0.1 0.5 0.7 0.2 0.0 0.0 0.0
Challenges -0.9 -0.4 -0.2 0.2 -0.1 0.0 0.1
YTD Total 296.7 123.4 123.2 -0.2 23.9 23.2 -0.7

MRET - Luton 2.2 1.1 1.3 0.2 0.2 0.2 0.0
MRET - Beds 1.7 0.8 1.0 0.1 0.1 0.1 0.0
MRET - Herts 0.7 0.3 0.4 0.0 0.1 0.1 0.0
YTD Total 4.6 2.3 2.7 0.4 0.4 0.4 0.0           

Continuing underperformance on Elective income (£0.1m in month, £0.8m 
year to date) continues to jeopardise delivery of the waiting list target.  
CCGs are also under pressure due to the L&D waiting list performance, so 
additional income through recovering performance is possible (see next 
slide)

Outpatient performance is also considerably behind plan (£0.3m in month, 
£1.2m year to date), and any remedial plans to improve Elective activity 
(above) also include plans to fully utilise all Outpatient space in Q3.

The specific Month 6 challenge has arisen from the performance to plan of 
emergency income, this has historically been overperforming (£1.6m year 
to date) and offsetting the underperformance of planned activity.

The Trust is now missing the income plan overall, and this challenge ids 
exacerbated by the activity underperformance being in areas where the 
Trust does not make a margin (and often makes a loss) – emergency) and 
not in areas where the Trust makes a margin (Elective, Outpatients).  A key 
part of the Trust’s recovery plan will be to increase activity in the more 
profitable areas.

CQUIN assumed to be 100%, negotiations on-going with CCG to de-risk 
CQUIN via a block arrangement.
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RTT Performance Current performance is an increase to waiting list of 1,661

Guidance on Referral to Treatment Times 

The 2018/19 allocations now allow for improvements in the volume of elective surgery being funded next year, and improvements in the number of patients 
waiting over 52 weeks. 

A more significant annual increase in the number of elective procedures compared with recent years means commissioners and providers should plan on 
the basis that their RTT waiting list, measured as the number of patients on an incomplete pathway, will be no higher in March 2019 than in March 2018 
and, where possible, they should aim for it to be reduced. Numbers nationally of patients waiting more than 52 weeks for treatment should be halved by 
March 2019, and locally eliminated wherever possible.#

Apr-17 Mar-18 Aug-18 Apr-17 Mar-18 Aug-18 Apr-17 Mar-18 Aug-18
100 General Surgery 1,287 1,280 1,255 149 303 131 1,436 1,583 1,386 -197
101 Urology 1,021 1,087 1,275 125 201 171 1,146 1,288 1,446 158
110 Trauma & Orthopaedic 944 1,287 1,115 43 123 80 987 1,410 1,195 -215
120 ENT 1,746 2,046 1,910 160 344 319 1,906 2,390 2,229 -161
130 Ophthalmology 1,940 1,905 2,506 151 146 182 2,091 2,051 2,688 637
140 Oral & Maxillofacial 1,626 1,568 1,439 206 470 484 1,832 2,038 1,923 -115
160 Plastic Surgery 106 101 116 2 2 0 108 103 116 13
300 General Medicine 570 593 642 0 15 9 570 608 651 43
301 Gastroenterology 683 762 835 9 15 46 692 777 881 104
320 Cardiology 966 973 1,030 10 25 69 976 998 1,099 101
330 Dermatology 876 859 1,256 68 50 92 944 909 1,348 439
340 Respiratory Medicine 726 789 761 34 41 46 760 830 807 -23
400 Neurology 498 551 760 12 49 59 510 600 819 219
410 Rheumatology 249 255 318 0 0 0 249 255 318 63
430 Elderly Medicine 131 169 176 1 1 3 132 170 179 9
502 Gynaecology 1,242 1,737 1,839 162 150 172 1,404 1,887 2,011 124
X01 Others 4,235 4,103 4,587 329 292 270 4,564 4,395 4,857 462

Total 18,846 20,065 21,820 1,461 2,227 2,133 20,307 22,292 23,953 1,661

Within 18 weeks > 18 weeks Total Change Mar 18 
to Aug 18
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Staff in Post

2017 2018
Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep

Admin/Estates 704 709 695 706 744 757 737 749 754 768 771 771 786 775 788 792 794 799 807 793 815 810 797 831 842 831
WD Clk/Support 401 426 194 206 206 214 220 220 224 228 229 228 212 221 224 226 223 226 232 226 230 228 220 238 240 235
HCA 529 534 548 578 558 594 571 555 564 557 559 563 580 563 549 551 553 559 572 584 567 559 578 621 621 621
Consultant 227 236 230 253 251 260 263 257 259 269 281 277 271 269 285 285 272 278 293 296 286 288 285 292 291 287
Medical non-Cons 372 386 367 368 367 396 407 404 374 396 436 415 467 437 447 459 426 458 439 445 452 445 459 469 447 419
N&M 1,331 1,307 1,373 1,420 1,416 1,422 1,435 1,423 1,448 1,452 1,439 1,454 1,461 1,452 1,549 1,544 1,529 1,559 1,567 1,587 1,561 1,565 1,562 1,531 1,546 1,546
Learner 4 4 8 7 7 3 3 6 6 6 5 4 4 4 7 7 7 9 10 10 10 10 10 10 5 5
Therapy/Technical 339 357 365 360 352 347 359 368 364 373 374 369 378 380 384 385 385 392 394 391 391 397 396 400 406 413
Healthcare Scientists 192 179 170 184 185 207 211 185 191 198 204 203 206 203 201 210 196 200 199 198 215 226 221 227 216 214
Other 3 3 3 3 3 3 3 3 3 3 3 3 3 3 3 3 3 3 3 3 3 3 3 3 3 3
Staff Employed 4,102 4,142 3,952 4,084 4,088 4,202 4,210 4,171 4,186 4,249 4,302 4,286 4,369 4,308 4,437 4,462 4,388 4,483 4,516 4,533 4,529 4,530 4,532 4,621 4,616 4,575
Made up of:
Permanent Staff 3,450 3,503 3,413 3,440 3,486 3,500 3,541 3,548 3,574 3,607 3,604 3,610 3,685 3,655 3,750 3,753 3,747 3,773 3,771 3,772 3,764 3,772 3,763 3,806 3,774 3,797
Locum / Bank 496 486 395 507 456 537 520 499 501 522 571 559 562 534 568 567 515 586 632 623 623 617 614 670 690 640
Agency 156 153 144 136 145 165 149 124 111 121 127 116 121 119 119 142 127 123 113 137 142 141 154 145 152 138

2015 2016

3,400

3,600

3,800

4,000

4,200

4,400

4,600

Total Staff Employed

Staff Employed

Permanent Staff

Linear (Staff Employed)

*Q3 Drop in 2015 is Engie
** Locum / bank has been normalised for 4/5 week months to show consistency month on month
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Agency Spend Worse than plan

£000s 15/16 16/17 17/18 18/19 18/19 18/19

 Actual Actual Actual Plan
Mthly 
Plan Actual

Apr 1,241 1,217 1,161 1,143 1,143 1,384
May 2,486 2,544 2,394 2,278 1,135 1,271
Jun 3,621 3,745 3,693 3,323 1,045 1,435
Jul 4,781 5,097 4,953 4,361 1,038 1,382

Aug 6,022 6,267 6,185 5,329 968 1,474
Sep 7,280 7,664 7,354 6,369 1,040 1,343
Oct 8,562 8,957 8,580 7,491 1,122  
Nov 9,839 10,031 10,059 8,545 1,054  
Dec 11,043 11,183 11,137 9,472 927  
Jan 12,135 12,306 12,339 10,460 988  
Feb 13,510 13,414 13,408 11,457 997  
Mar 14,660 14,394 14,831 12,451 994  

Plan Ceiling Actual
 Medics Nursing Other Clin A&C Total  Medics Medics Nursing Other Clin A&C Total

Apr-17 670 354 104 0 1,128 Apr-17 546 695 477 184 29 1,384
May-17 670 346 104 0 1,120 May-17 546 572 475 209 15 1,271
Jun-17 670 255 105 0 1,030 Jun-17 546 731 495 206 4 1,435
Jul-17 661 256 106 0 1,023 Jul-17 539 747 389 233 13 1,382

Aug-17 608 238 107 0 953 Aug-17 496 882 422 149 21 1,474
Sep-17 608 310 107 0 1,025 Sep-17 496 710 432 177 25 1,343
Oct-17 608 391 108 0 1,107 Oct-17 496     0
Nov-17 608 368 108 0 1,084 Nov-17 496     0
Dec-17 563 384 108 0 1,055 Dec-17 459     0
Jan-18 420 442 108 0 970 Jan-18 343     0
Feb-18 423 451 108 0 982 Feb-18 345     0
Mar-18 425 436 108 0 969 Mar-18 347     0
Total 6,939 4,231 1,281 0 12,451 Total 5,654 4,337 2,689 1,158 106 8,290

The Trust’s current plan breaches both the Medical Locum (agency ceiling of 
£5.654m and the new (tougher) Agency Ceiling target of £8.862m

Current run-rate results in Agency spend of £16.6m

If the Trust remains within 150% of the target (£13.293m) this should be 
sufficient to avoid NHSI scrutiny.  

Failure of this target allows NHSI to apply a soft override to the Trust’s Use 
of Resources Rating (Financial Risk Rating).  It is not known whether NHSI will 
exercise this right.

Further work is required to understand the necessity for nursing agency.  
Much of the agency spend appears to be in areas which are already fully 
established (see Appendix 2)
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(Reporting  August / September 2018 Data)
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RECRUITMENT COMMENTARY
Nurse Recruitment – 26 substantive started in post between July  and September of which 13 were registered with the NMC and 13 with registration pending. An 
additional 18 bank nurses also  commenced in the period. Nurse recruitment challenge persists and the focus in this area is being maintained with ad-hoc local recruitment, 
open days, targeted campaigns as well as overseas recruitment. 

Recruitment campaigns undertaken in this period included 3 Healthcare Assistant campaigns, Endoscopy, newly qualified Midwives and  A & E open days, the Luton Mall 
Careers Stand and attendance at the  Luton Training, Skills & Education Fair. Events planned over the next few months include further targeted open days, the Luton Mall 
Careers Stand and scheduled Healthcare Assistant Campaigns.

International Recruitment - The Trust is continuing with regular Skype interview campaigns for Non-EU qualified nurses and continues to work with agency partners with 
which further campaigns are planned for October and November.  There is a steady flow of nurses arriving each month from both the Skype campaigns and also the 
International campaigns to India, Philippines and Singapore. Between July and September 2018 a total of 7 International nurses arrived in UK and 10  nurses were 
successful in passing their OSCE to gain their NMC registration.

European Recruitment -  The 14 nurses recruited from the recent Italian campaign are now undertaking Occupational English Test (OET) training. To date 2 nurses have 
passed their OET exam and are now in receipt of their NMC registration.  The remaining nurses continue with their studies and will undertake examination as necessary.

HCA Recruitment - The Trust continues with regular recruitment campaigns for both permanent and bank positions to keep vacancies to a minimum and an effective bank 
resource. There have been 20 substantive HCA starters and a further 38 joined the bank during the period. Monthly HCA Open Days are being held with the next one  
being scheduled for November.

WORKFORCE BALANCED SCORECARD Reporting Period:   August / September 2018
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WTE COMMENTARY

 This data is based on staff in post excluding bank and honorary staff. 

§The Trust’s overall Staff in Post (SIP) by Whole Time Equivalent (WTE) has 
increased by 1.34% since  October 2017. The increase in SIP for the Corporate 
division mainly relates to the move of Ward Clerks to this division from Medicine and 
recruitment in IT for GDE project. The Medicine Division increases are, in the main, 
due to Nursing and HCA recruitment (24.91 WTE). Women’s and Children’s shows a 
decrease in WTE mainly attributable to a decrease of Midwives and Registered 
Nurses (24.70 WTE).

§There are currently 108 band 5 Nursing vacancies across the Trust excluding 25 
nurses working at B4 awaiting their pin. There are 142 band 5 Nurses currently going 
through the recruitment process, which includes our recently interviewed (non-
campaign) European and International nurses that already have their IELTS or NMC 
pin. 

§Currently there are 58 vacancies for band 2 Healthcare Assistants with 46 (of which 
25 are Bank) currently going through the recruitment process due to commence 
between October and December 2018. 

STAFF IN POST WTE BY DIVISION

Medical Recruitment
Between July and September  3  AAC’s were planned  and appointments were made for paediatrics (HDU x1 Cardiology x1), Anaesthetics – pain, & Anaesthetics with a specialist interest 
in paediatrics. 4 AAC’s  were cancelled due to no applications received  (Rheumatology, respiratory, stroke/elderly and haematology ).   
 
Between October and December 8  AAC’s are scheduled   for the following specialties: cardiology, haematology, obstetrics and gynaecology, histopathology, microbiology, neurology, 
elderly and stroke.   
 
New Starters 
Between July and September five new  substantive Consultants  started in post: Anaesthetics-pain (1) Neonatology (2), Paediatrics (1) and Obstetrics and Gynaecology (1 )

The Trust received the annual  flu vaccinations and is engaging with all staff to 
encourage them to receive their vaccination. To date, over   1830 staff have 
received a vaccination. 

The annual staff survey was sent to 1250 staff during September and staff are 
being encouraged  to complete the questionnaires to provide invaluable 
feedback to help the Trust identify areas for improvement and take measures 
to address any themes arising.
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TURNOVER

TURNOVER COMMENTARY
The Trust’s overall turnover rate is 16.55% for the reporting year ending 30th September 2018. This marginal decrease in 
month from August 2018 (16.57%) but an increase compared to September 2017 (15.29%).  Overall turnover is above 
the EoE Q1 average (15.38%) by 1.18% and remains a challenge.

Nursing and Midwifery turnover for September 2018 is 16.39% an increase of 2.09% when compared to September 
2017. This increase can be attributes to relocation 37% , work life balance 27% and retirees 8%. There was a high 
proportion of Portuguese Nurses who return to the EU as their home job market re-opened. Increased turnover amongst 
Additional Professional and Scientific staff represents  a single additional leaver within the 12month calculation period. 
The increased turnover amongst administrative and clerical staff is attributed to an increase in leavers due to work life 
balance (6), increased retirees (5) and end of fixed term contracts (3). Turnover for the Allied Health Professional staff 
group continues to show a decrease over the same period and has reduced from a peak of 27.60% in September 2017 
to 12.57% in September 2018. 

The Retention Matters Project ,which focuses on Nurse and HCA turnover reduction, has implemented an electronic exit 
questionnaire to improve data capture (available on Meridian). Monthly “Itchy Feet” clinics have been introduced to 
provide Nurses and HCA’s who are thinking of making a change a space to have career based discussions with the 
senior nursing team who facilitate interventions that will address their aspirations and reduce the likelihood of them 
leaving the Trust. This is supported by an electronic “itchy feet” survey. This scheme has been well received and the 
outcome form the first clinic was avoidance of 4 leavers and 1 person transitioning from a bank role to a permanent role.

Not including Junior Doctors at the end of their contract – there were a total of 300 leavers between July and September 
2018 – top reasons for leaving were: Work Life Balance – 27.67%, Relocation – 27.67%, Better Reward Package – 8%, 
Fixed Term Contract – 8%, Retirement - 6.33% and Further Education/Training - 6%.

* Turnover figures above do not include Junior Doctors.
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SICKNESS ABSENCE

SICKNESS ABSENCE COMMENTARY
The monthly average for August 2018 (3.36%) is higher than for July 2018 (3.04%) and above the Trust target of 3.32%. The Trust’s overall average for the year ending 
31st August 2018 is 3.60%. This is above the Trust target and is higher than the same period last year (3.52%) but is lower than the NHS National median of 3.76% and 
places the Trust in the lowest quartile for absence rates. This is made up of 68% short term absences, 28% short term with an underlying health reason (UHR), 2 % 
pregnancy and 2% long term. Long term absences have reduced by 3% within the period but short term UHR increase by 2%.

The Estates and Ancillary staff group shows a sharp increase in their sickness rate which is due to the relatively small number of employees (98.99 WTE) which means a 
small increase in sickness gives a marked % increase. The increase between June and July is equivalent to 0.5 WTE and July to August is equivalent to 1.62 WTE. The 
Additional Clinical Services staff group has been averaging 6.01% for the year reaching a peak of 7.38% in February -  64% of the Additional Clinical Service staff who 
were absent were Healthcare Assistants with the top 3 reasons of Stress, MSK and Gastro. The Trust  offers support to staff which includes the Staff Assistance 
Programme (CiC), Metal Health First Aid and the fast track to Physio programme.

The percentage of Stage 2 meetings has over the period was consistent at 66% but is forecast to drop to 62% in September. The lowest percentage of Stage 2 were in 
Surgery (50%) followed by Women’s Services (51%). The highest percentage of Stage 2 meetings was conducted by Medical Specialties (79%), and Estates and Facilities 
(79%) followed by Children’s Services (74%). 

In line with Trust policy, attendance targets are beginning to be set for employees with chronic underlying health conditions. 13.6%  of employees with a BS over 150 who 
have been identified as having a chronic underlying health condition have had attendance targets set  that make reasonable adjustments that take into account thier 
underlying condition. The targets both support these employees attendance and enable proactive management of their cases. 
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TRAINING COMPLIANCE BY DIVISION

TRAINING COMMENTARY

Statutory Training
The overall Trust compliance rate for mandatory training currently sits at 85%. There has been no major change in training compliance during the September period. We 
have seen a slight increase in compliance for Fire Safety Awareness and a slight decrease in compliance for Safe Moving Theory training. 
 
In order to improve training compliance for the Information Governance and Conflict Resolution topics, we will be writing to all non-compliant staff asking that the 
outstanding training is completed as soon as possible. As both of the topics have been added to ESR (Electronic Staff Records) as a training requirement, the 
outstanding training will be highlighted to all learners accessing their Learner Homepage, as will the ways in which the training can be completed. 
 
We will continue to monitor compliance throughout the next few months in order to bring the compliance rates in line with the other topics.

Appraisals
The Trust-wide compliance figure has remained at 82% during the September period. Dates of upcoming appraisal training sessions have been distributed alongside the 
monthly compliance reports. 
 
We have seen a slight decrease in appraisals compliance for the Corporate Services & Diagnostics, Therapeutics and Outpatients divisions. In addition to the usual 
divisional reports, we will send a list of all outstanding appraisals to the divisional leads asking that meetings are scheduled in as soon as possible. Additionally we will 
also send a list of outstanding appraisals to the Surgery Division, specifically highlighting the Admin and Clerical staff who have not had an appraisal in the last 12 
months, in order to raise the compliance rate to that of other areas.
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                      BOARD OF DIRECTORS

Agenda item 9 Category of Paper Tick

Paper Title Clinical Outcome, Safety & Quality 
Report To action

Date of Meeting 18 July, 22 August, 29 September, 24 
October 2018 To note

Lead Director Alison Clarke, NED For Information
Paper Author To ratify
Indicate the impact of the paper:
Financial     Quality/Safety     Patient Experience    Equality     Clinical     
Governance

History of 
Committee 

Reporting and 
Date

Clinical Outcome, Safety and Quality Committee on 18 July, 22 
August, 29 September and 24 October 2018

Links to Strategic 
Board Objectives 

Objective 1 –Deliver Excellent Clinical Outcomes
Objective 2 - Improve Patient Safety 
Objective 3 - Improve Patient Experience 

Links to 
Regulations/ 

Outcomes/Extern
al Assessments

CQC
Internal Audit
HSE

Links to the Risk 
Register All clinical board level risks

PURPOSE OF THE PAPER/REPORT

To update the Board on the findings and approval of the Clinical Outcome, Safety & Quality 
committee meetings dated 18 July 22 August, 29 September and 24 October 2018. 

SUMMARY/CURRENT ISSUES AND ACTION
 The Report gives an overview on matters addressed, including the following:

 Report on progress with the Quality Priorities 2018/19
 Report from Clinical Operational Board
 Statutory training and appraisals
 Internal Audits
 Risk register – risks assigned to the committee

ACTION REQUIRED
To note progress to date.

Public Meeting Private Meeting
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CLINICAL OUTCOMES, SAFETY & QUALITY (COSQ) COMMITTEE REPORT 

TO BOARD OF DIRECTORS

1. Introduction

This Report updates the Board of Directors regarding the matters discussed at the 
Clinical Outcome, Safety and Quality meetings held on 18 July, 22 August, 26 
September 2018 and 24 October 2018.

2.   Governance

Quality Report and Performance Report - COSQ received and reviewed the Quality 
and Performance Reports and were updated with regard to the indicators including 
pressure ulcers, falls, mortality, cardiac arrest rates, infection control, cleaning, 
complaints and national performance targets.   

The committee noted the increase in the number of falls and were given assurance that 
an external review has been commissioned to identify any issues and where 
preventative measures can be improved.

Reports were received at each meeting outlining the position for the 18 week Referral to 
Treatment Target (RTT) which highlighted the challenges in reducing the backlog and 
meeting the target.  The committee recognised the efforts to address the issue, 
including extra lists and clinics (including weekends), and the referral of some patients 
to the private sector.  A detailed report was presented at the October meeting outlining 
that the current focus is on bringing forward new outpatient appointments from 2019 to 
2018 to ensure patients are not waiting too long to be seen.  COSQ will continue to 
monitor the performance.  

Cancer – The Deputy Chief Executive updated COSQ of issues being addressed with 
Mount Vernon regarding oncology service provision.  A meeting had taken place with 
the senior team of East and North Herts Trust who had given some assurances that the 
service was being covered by locum doctors and the recruitment process was 
underway to secure substantive posts.  However, a report to the October meeting 
highlighted that locum cover has not been introduced as expected and the Trust is 
concerned about the service.  The senior teams continue to liaise to improve the 
position.

3. Clinical Outcome & Patient Safety

Learning from Deaths – An improvement was noted in the number of mortality reviews 
undertaken and an explanation was given with regard to structured judgement.  The 
first annual report of learning disability patients has been released, with national 
recommendations.  The learning disabilities teams at L&D and Bedford Hospital are 
establishing shared actions and COSQ asked that these actions are embedded into 
governance pathways and key learning themes are reported back to COSQ.

Outpatient letters – The data detailing the percentage of outpatient letters transmitted 
within 14 days was presented to COSQ.  The system used – BigHand – has been 
moved onto a new server and it is anticipated that this will have some effect on 
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improving performance by reducing system downtime and rework.  COSQ was given 
assurance that an audit has recently been carried out on ‘red letters’ whereby 70 letters 
were sampled and the maximum time for these letters being sent was 17 hours.

Serious Incidents – COSQ received reports giving an update on Serious Incidents and 
Never Events.  

Infection Control – The Director of Infection Prevention and Control was in attendance 
in July and updated the committee of current infection control issues.  COSQ gave 
support that infection control as a whole should be reinvigorated.

Fractured Neck of Femur Mortality – The Chair of COSQ reminded the committee of 
previous focus on fractured neck of femur mortality.  Performance had improved but 
unfortunately the Trust received notification from the Royal College of Physicians (RCP) 
National Hip Fracture database that analysis of mortality data for the calendar year 
2017 has shown that the L&D have a higher than expected casemix adjusted 30 day 
mortality.  The committee discussed issues/suggestions contained within the letter from 
RCP.   Immediate action was taken through the fractured neck of femur steering group 
upon locally identifying the trend during 2017.  Full reviews are being undertaken in 
Surgery for every patient death within the hospital for fractured neck of femur.  No clear 
themes have been identified as determinants for mortality.  Changes have been put in 
place including reconfiguration of trauma theatres and the ‘golden patient policy’.  It was 
considered that an external site review would not be beneficial at this stage.  It was 
agreed that fractured neck of femur mortality reporting is reinstated within the monthly 
Quality and Performance report.

4.  Patient Experience 

COSQ received and noted the Quarter 1 patient experience report.

Patient Story – A patient was in attendance at the July meeting and shared a story with 
regard to a number of issues relating to results of blood tests and miscommunication 
relating to a scan.  At the October meeting a patient with some disabilities shared an 
experience when attending an appointment for bowel screening.  The senior nurse for 
Endoscopy was present at the meeting and gave the committee assurance that 
improvements have already been made as a result of this patient’s experience.
  
Equality and Diversity – COSQ received Annual Equality Information Reports for the 
year ending March 2018 for information, noting the separate reports for patients and for 
workforce.

5.  Quality Priority and CQUIN

The committee received reports outlining the progress and areas of risk with the Trust 
Quality Priorities: improving continuity of care; falls; deteriorating patient; and VTE.  
Risk reports have been submitted to FIP.  Discussion took place with regard to 
medication safety.  The committee noted the risk relating to the achievement of the 
Risky Behaviours CQUIN for Quarter 2.

6.  Report from Clinical Operational Board

Escalation reports from the Clinical Operational Board (COB) meetings were received.  
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The issues raised were discussed, awareness and actions were acknowledged.  

7.  Workforce Update

Statutory Training and Appraisals – The Training and Development reports covering 
activity to 30 September 2018 were received and noted.  COSQ continues to monitor 
statutory training and appraisal compliance and the Director of Human Resources 
highlighted the extensive work being undertaken to review how the Trust delivers its 
mandatory training.  

Nursing and Midwifery Workforce - COSQ reviewed the nursing workforce reports.  
The local employer competition and the effect this was having on recruitment of HCAs 
was further discussed and the committee acknowledged the work that has been 
undertaken with regard to opportunities for band 2s and apprenticeships.  Itchy feet 
clinics have commenced, which is one of the initiatives of the NHSI Retention 
Programme.

Deanery Update – The Director of Medical Education gave an update on two ongoing 
action plans following visits from the Deanery: Anaesthetics and Surgery; both very 
positive.  The GMC feedback was generally good.

Work to Tackle Bullying and Harassment – COSQ received a paper outlining actions 
to prevent Bullying and Harassment which include workshops, access to Freedom to 
Speak Up Guardian, and the Board has signed up to the Social Partnership Forum’s 
Collective Call to Action.

8. Risk Register

The risks assigned to COSQ which were due for review were discussed and updated; 
this included the risk relating to fractured neck of femur mortality.

9. Research and Development

The Director for Research and Development and the Cardiology Research Nurse 
attended the August meeting and presented an overview of the research being 
undertaken at the L&D.  The process for both clinical and non-clinical trials was 
discussed, together with the issues of finding suitable accommodation to house the 
clinical trials and the arrangement for research going forward.  COSQ acknowledged 
that Research and Development does attract good quality consultants and is a real 
benefit to the Trust.  

10. Maternity

The Trust’s Board of Directors must be able to demonstrate its awareness of its 
Maternity Unit having implemented a Maternity Safety Action Plan (MSAP) in so doing 
ensuring the Trust’s Board is fully updated in terms of maternity briefings.  The Head of 
Midwifery updated COSQ in August on both the current status of the MSAP and 
progress around actions, particularly detailing those actions still in progress.  The 
committee were assured that there are no real concerns.

The Annual Stillbirth report was received by COSQ showing a further reduction in 
stillbirths after 37 weeks.  The committee discussed the proportion of deaths and 
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comparison against national figures.  A piece of work on preventative guidance will form 
part of the Public Health LMS Strategy.  Blood relationship increases the risk of severe 
fetal abnormality, which will increase the reported stillbirth rate as a result of termination 
after 22 weeks.  High rates of consanguinity also increases admissions to NICU for a 
population.

COSQ discussed midwifery resourcing at the September meeting, and gained an 
understanding from a quality and safety perspective to support a bid being presented to 
FIP.

A Better Births report was received at the September meeting providing an update on 
the Trust’s progress against the National Maternity Services review and 
recommendations.  Discussion took place with regard to continuity of care and the 
workforce and rostering implications of this strategy.

11.  Assurance Framework

The committee received the Assurance Framework and reviewed the risks allocated to 
COSQ.  Discussion took place with regard to strategies and current position in terms of 
the merger.

12.CQC

The Chief Executive updated the committee on the initial feedback following an 
unannounced visit from CQC, which overall was positive.  The feedback highlighted 
‘Areas of good practice’ which included the Baywatch scheme, and ‘Areas of 
improvement’ included learnings from incidents, ‘bare below the elbows’ and hand 
hygiene.  There were no urgent matters which would have required attention during the 
visit.  The draft outcome report is due to be published in December.  Following the initial 
findings, an action plan has been developed which was noted by the committee.  

13.Needs Based Care

The General Managers from the Medicine Division gave an update on the Needs Based 
Care project to the September meeting.  The impact of introducing the Needs Based 
Care model in Respiratory Medicine has seen a reduction in length of stay for 
respiratory patients. The challenge in recruiting consultants in various specialties was 
discussed.

14. Internal Audit

Serious Incidents Audit – Feedback from the audit was positive regarding the 
management of incidents and controls that are in place.  Medium risks were noted with 
regard to gaining assurance through the Divisions.  An action plan has been developed.

Delivery of Well Led Governance in Surgery – The internal audit report was received 
and noted.  Actions have been developed relating to documenting the local approach to 
duty of candour, complaints, and cross divisional learning.

GDPR – The Director for IM&T and the Information Governance Manager attended the 
October meeting and briefed the committee on progress in meeting GDPR compliance.  
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15.Any Other Business

The committee were made aware of an incident which prompted a discussion regarding 
access to the mental health service and delays in transfer of care.  The Chief Executive 
actioned discussions with the CEO of East London Trust who provide the local mental 
health provision, and assurances were given that good liaison was taking place 
between the two Trusts.

16.  Papers Received for Information:
 National Quality Publications of Interest
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                     BOARD OF DIRECTORS

Agenda item 10 Category of Paper Tick

Paper Title
Finance, Investment & Performance 
Committee To action

Date of Meeting 7 November 2018 To note

Lead Director
Andrew Harwood – Director of 
Finance For Information

Paper Author Denis Mellon – Chair of Committee To ratify
Indicate the impact of the paper:
Financial     Quality/Safety     Patient Experience    Equality     Clinical     
Governance

History of 
Committee 

Reporting and Date

Finance, Investment & Performance Committees held between July and 
Sept 2018

Links to Strategic 
Board Objectives 

Objective 1 – Deliver the Quality Priorities
Objective 2 – Deliver National Quality and Performance Targets 
Objective 3 – Implement the Strategic Plan 
Objective 5 – Optimise our Financial Position

Links to 
Regulations/ 

Outcomes/External 
Assessments

Monitor
CQC
Commissioners
Internal Audit

Links to the Risk 
Register

Non-Achievement of Financial 
Target
CQUIN

CCG verification processes
Agency spend
STP Control Total

PURPOSE OF THE PAPER/REPORT

To update the Board of Directors on the findings and approval from the Finance, Investment & 
Performance Committees held July and September 2018. 
SUMMARY/CURRENT ISSUES AND ACTION

This report highlights the issues and themes presented to FIP for the July and September 2018

 Trust and Divisional financial performance against the plan for the year-to-date up until August 
2018/19

 Associated cost improvements, contracting issues, capital expenditure during 2018/19, cash-
flow and associated FIP actions;

 Investment decisions and review

ACTION REQUIRED

To note the Finance, Investment & Performance Committee Report from meetings held 
July and September 2018
Public Meeting Private Meeting

10 FIP Report to Board.docx
Overall Page 121 of 142



2

FINANCE, INVESTMENT & PERFORMANCE COMMITTEE REPORT TO THE BOARD

This report reflects the matters considered at the two Finance, Investment and Performance (FIP) Committee meetings on 25th July and 26th 
September 2018.

The summary of Executive and Non-Executive Director attendance at these meetings is shown below: 
(NB. Both the Chief Medical Advisor and Chief Nurse (or nominated deputies) have a standing invitation to attend and will do so as the agenda requires and at the advice of 
the Committee Chair.)

Committee Member 25/07/18 26/09/18
Denis Mellon (Chair)  

Simon Linnett  

David Hendry  

Mark Versallion  

John Garner  

Andrew Harwood  

David Carter  

Angela Doak  

Cathy Jones  

This report highlights the issues and themes presented to FIP for July and September 2018:

1) Trust and Divisional financial performance against the plan for the year-to-date up until August 2018/19

2) Associated cost improvements, contracting issues, capital expenditure during 2018/19, cash-flow and associated FIP actions;

3) Investment decisions and review;

4) Other FIP matters.
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1. Key Finance Issues – 2018/19 Performance

Area Commentary FIP Actions Noted

Income

At the end of Month 5 reported trading income was ahead of plan, with elective, outpatients 
income lines both being lower than anticipated and partially offset by smaller "other income" 
upsides. It was noted that there are plans to maximise elective activity throughout October and 
November (to achieve the Referral to Treatment target) and fully utilise outpatient space during 
Q3.

The Committee noted that although the Trust is hitting the income plan overall, the activity is in 
areas where the Trust does not make a margin (and often makes a loss, i.e. emergency) and not in 
areas where the Trust makes a margin.

Review the invoicing and payment 
of Delayed Transfers of Care. 

Expenditure

At the end of Month 5, expenditure was behind plan. This is predominantly due to a significant 
overspend on medical pay (£2m) and nursing pay (£1m). This is driven by vacancies (particularly in 
junior doctors who account for £1.4m of the overspend), enhanced care models, and the initiation 
and safe induction of newly trained nurses on to the wards.

Balancing clinical performance (i.e. the achievement of operational targets) and the Trust's 
expenditure targets (particularly in relation to agency expenditure) continues to present a 
significant challenge to the Trust.

Medical pay continues to be subject 
to a number of different actions. 
These include a reduction in the 
hourly rate for locum shifts, revising 
agency engagement models and 
ensuring Executive sign off of all 
significant transactions. Nursing 
pay remains under continuous 
review.

Surplus/ Deficit
The Trust required non-recurrent measures to deliver the Control Total in Month 5.   Underlying 
performance was adrift of plan.

Concern regarding the underlying 
trading position was flagged by the 
Finance team.

CIPs Overall CIP targets are not being met across the Trust, with a £0.5m gap at the end of Month 5. 

Fast track and medium term 
opportunities are being explored 
through FIP and will form the basis 
of the Trust's recovery planning

Cash The Trust is reported a cash balance of £38.4m at 30th September 2018. None not otherwise noted

Capital The current capital expenditure plan for FY18/19 is £24.7m. At the end of Month 5 actual spend is 
£7.0m.

None not otherwise noted
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2. Investment Decisions & Review

Business Case Summary of Proposal FIP Actions Noted

Theatres

Planning for the urgent expansion of the Theatres complex (including 
additional winter capacity) continued over the summer, with a decision 
(pending planning permission) to take the final costed case through FIP, 
the Governors and the Trust Board in October.

To receive the final business case in October

Ward Block (to incorporate 
improvements to Wds 10, 11 & 12)

The Committee noted that there will be no further ward block investment 
decisions until the outcome of the Acute Services Block funding request is 
known.

Dependent upon Acute Service Block decsion

Energy Centre The Committee were alerted to the progress that is being made on the 
energy centre proposal.

None not otherwise noted

Fluorsoscopy Equipment

Representatives from Imaging presented their case for an amendment to 
the Imaging capital allocation for 2018/19 to facilitate an urgent 
replacement of equipment in the fluorscopy room.

The case was approved to proceed.

None not otherwise noted

Dexa Service

Representatives from the Rheumatology Department presented the case 
for increasing capacity to meet the projected increase in DXA referrals, 
reporting and on-going patient management. 

After due consideration FIP approved the annual investment together with 
the associated amendment to income plans , and the resulting anticipated 
annual contribution.

To confirm the drug volumes and pathways 
(particularly in relation to Denosumab and 
Zoldrenate) are clear with all parties, including 
the CCGs.

Obstetric Theatres

The Committee considered the proposal to increase maternity theatres out-
of-hours staffing.

The Committee approved investment to deliver steps 1 & 2 of the proposal 
alongside an exploration of all potential mitigations of the cost pressure 
with the department.

None not otherwise noted

Bed Frames

The Chief Executive outlined the issues with the current bed stock and an 
innovative proposal to move to a fully managed bed service.

The Committee approved the preferred option and agreed to the full 
outsourcing of the Trust's bed management.

Final contract to be considered to ensure the 
hospital's requirements are fully met.

Minor Estates Schemes

The Redevelopment Programme Director presented requests to increase 
capital expenditure commitments in relation to the refurbishment of the 
old Sexual Health clinic space and the pneumatic tube system. Both were 
approved by the Committee.

None not otherwise noted
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3. Other Matters

The agenda was wide and varied in July and September. Discussions have ranged from consultant job planning, progress with GDE and the 
future of the Trust’s email system. The Committee has conducted post-implementation reviews of the investments in the fertility clinic and the 
mortuary, and progress updates have been provided on the MRI scheme and the endoscopy decontamination unit project.

At the September meeting attention was turned towards the FY18/19 forecast outturn, in particular the Divisional positions. The Deputy Chief 
Executive stated that she was confident the Divisions would deliver the required improvements in performance to meet the year-end target.

Denis Mellon was thanked by the Trust Chairman, and the rest of the Committee, for fulfilling the role of FIP Chair for the last 12 months. It 
was noted that the Chair would pass to David Hendry from October.

4. Conclusion

The Trust Board is asked to note this summary of the FIP Committee deliberations from July 25th and September 26th 2018. The date of the 
next meeting of the FIP Committee is October 24th.
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                      BOARD OF DIRECTORS

Agenda item 11 Category of 
Paper Tick

Paper Title Charitable Funds Committee 
Reports to Board of Directors To action

Date of Meeting 7 November 2018 To note

Lead Director Andrew Harwood – Director of 
Finance For Information

Paper Author Andrew Harwood To ratify
Indicate the impact of the paper:
Financial    Quality/Safety    Patient Experience    Equality    Clinical 

Governance 

History of Committee 
Reporting and Date Charitable Funds Committee 19th September 2018

Links to Strategic 
Board Objectives 

Objective 5 – Progress Clinical and Strategic Developments 
Objective 6 – Develop all Staff to Maximise Their Potential
Objective 7 – Optimise our Financial Position

Links to Regulations/ 
Outcomes/External 

Assessments
Links to NHS Improvement in relation to the Trust Governance 
Framework

Links to the Risk 
Register N/A

PURPOSE OF THE REPORT
To update the Board of Directors on the findings and approval of the Charitable Funds 
Committee held on 19th September 2018

SUMMARY/CURRENT ISSUES AND ACTION
The Report gives an overview of the matters addressed including the following:
 Update on governance
 Update on accounts and annual report FY17/18
 Legacy notification and division
 Feedback / update from previous Charitable Funds bids
 Investment management update
 Charitable funds finance update
 Fundraising Team update, including child oncology and paediatric appeal.
 Bids for approval- presentation of bids and decisions made
 NICU parent’s accommodation

ACTION REQUIRED

Public Meeting Private Meeting
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CHARITABLE FUNDS COMMITTEE REPORT 

TO BOARD OF DIRECTORS

1. Introduction

This Report updates the Board of Directors regarding the matters discussed at the 
Charitable Funds Committee (CFC) on the 19th September 2018.

2. Governance Update

The Committee noted that:

 The Trustee’s disqualification criteria declaration required by the Charity 
Commission had been signed and submitted by the Chief Executive as 
representative of the Corporate Trustee.

 The Committee considered and approved a proposed change to the CFC Terms 
of Reference to reflect the positions of Chair and Vice-Chair.

3. Update on accounts and annual report FY17/18

The draft accounts and annual report for FY17/18 were presented and the external audit 
ISA260 received. 

Delegated authority was given to the Committee Chair to support the submission 
process to the Charity Commission. The Committee noted that the deadline for 
submission was 31st January 2019.

4. Legacy notification and division

The Committee noted a gift from the estate of Mrs G to the charity of £161k. The 
executors had put forward a wish for the money to support heart, stroke and cancer. 

The Committee agreed to honour this and asked the Finance Director to identify suitable 
equipment that meets the Charity criteria for the areas noted. It was agreed that a 
proposed expenditure plan would be submitted to the Committee at a future meeting.

5. Feedback / update from previous Charitable Funds bids

The Committee received updates from supported bids covering patient essential care 
packs, the summer staff engagement event and adult safeguarding lip balms.  

The Committee noted an outstanding action on the open spaces bid.  A full update was 
requested for the next meeting. 
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6. Investment management update

The Committee received a report regarding the transfer of funds between investment 
advisors. 

7. Charitable funds finance update

The Committee received an update on the amount of money available in the general 
fund (LD1A).

The Committee were made aware that the exercise to contact designated fund holders 
for their spending plans was about to commence, as part of the dormant funds process.

It was noted that the CFC reserve policy currently meets the Charity Commission 
requirement for the charity to hold a minimum of three months running cost.

8. Fundraising team update

A report was given to the Committee updating them about different fundraising activities, 
legacy notifications and progress on specific fundraising projects. 

The report highlighted that for the period 1st April 2011 to 11th September 2018, the 
charity has received 570 donations totalling £900k.

 A report on the Paediatric Oncology Rooms project was presented, highlighting 
that the £212k fundraising target had been achieved.

 A larger Paediatric Appeal was considered. The Committee referred the matter 
back to the Hospital Redevelopment Committee for consideration in the first 
instance. 

9. Bids for approval of funding

The Committee agreed to fund:

 £25k from NICU fund for a transcutaneous bilirubinometer.
 £126k for curtains.
 £2k to support material costs of corporate volunteers coming on site. 
 £33k to support a winter staff engagement event.
 £5k towards a cardiac monitor for nurses on home visits to reduce unnecessary 

admissions. The committee agreed to support from the Mrs G legacy in line with 
executor wishes.

 £0.5k to continue with the purchase of lip balms. 

 
NICU Parent’s Accommodation

A bid was proposed for consideration from the Neonatal Unit to extend the current parent’s 
accommodation available. The Committee noted that further discussion on the proposition 
between Board and the General Manager for this area is needed. 

11 Charitable Fund Committee Report.doc
Overall Page 129 of 142



Overall Page 130 of 142



1

                                       

                      BOARD OF DIRECTORS

Agenda item 12 Category of Paper Tick
Paper Title Hospital Redevelopment Report To action
Date of Meeting 7 November 2018 To note
Lead Director David Carter, Chief Executive For Information
Paper Author David Hartshorne To ratify
Indicate the impact of the paper:
Financial     Quality/Safety     Patient Experience    Equality     Clinical     Governance

History of 
Committee 

Reporting and Date

Redevelopment Programme Board, 22 August 2018
Redevelopment Programme Board, 19 September 2018
Redevelopment Programme Board, 17 October 2018

Links to Strategic 
Board Objectives 

Objective 1 – Improve patient experience
Objective 2 – Implement our New Strategic Plan
Objective 3 – Optimise our Financial Plan

Links to 
Regulations/ 

Outcomes/External 
Assessments

NHSI
HSE
CQC

Links to the Risk 
Register All estate and facilities risks

PURPOSE OF THE PAPER/REPORT
To update the Board on the progress of the redevelopment project

SUMMARY/CURRENT ISSUES AND ACTION
A report on the progress of the redevelopment programme is attached.
The Trust is awaiting the decision on the capital application for the Acute Services block.
The Trust will appoint a contractor for the electrical infrastructure upgrade works at the end of 
October.
Refurbishment of the MRI suite is continuing. The first of the existing scanners has now been 
refurbished, and work is underway to refurbish the second machine. Work will be completed in 
December.
Construction of the new endoscope decontamination facility has been delayed by problems with 
below ground drainage. Work will now be completed in March. 
Tenders to provide two additional temporary theatres and associated recovery areas will be 
returned at the end of October.
A Strategic Outline Case for refurbishment of the Medical Block was submitted to the Board in 
September.
The Energy Performance Contractor, Centrica, will complete the Full Business Case for the 
scheme in December.

ACTION REQUIRED
The Board is requested to note the report.

Public Meeting Private Meeting
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REDEVELOPMENT PROGRAMME BOARD REPORT 
7 November 2018

TO BOARD OF DIRECTORS

1. Introduction

This report updates the Board of Directors on the progress of the Redevelopment Programme

2. Governance

The Programme Board met on 22 August 2018, 19 September 2018 and 17 October 2018. 

The Terms of Reference for the Board were reviewed and approved at the meeting on 18 July.

3. Main scheme

The Trust submitted a capital bid via the BLMK STP on 16 July 2018. This will enable the delivery 
of the Acute Services Block. This is a key part of the redevelopment plan. The decision on the 
submission is expected at the end of October.

4. Enabling schemes

The procurement of a contractor to deliver the implementation of critical upgrades to the High 
Voltage electrical infrastructure on the site has been completed. Planning consent for the new sub-
station buildings has been granted. Work will start in November 18.

The works on site to upgrade space vacated by the transfer of services to Arndale House is now 
largely complete. Arndale House is now fully operational. The new Pre-assessment hub is open, 
and has had good feedback from patients. Work in the Outpatients area to support the transfer of 
phlebotomy services is complete. Refurbishment of the space vacated by the Sexual Health 
Services team to support a transfer of gynae services from the maternity block will be completed 
shortly.

The two new Paediatric Oncology rooms have been completed, as have the new discharge lounge 
and junior doctors room within the surgical block. The clean joint ward will be completed shortly.

The refurbishment of the MRI suite by Philips is continuing. The new scanner and the 
refurbishment of the first of the existing scanners is complete. The project will be completed in 
December. There have been a number of issues around the performance of the equipment which 
are now largely resolved. There are also contractual issues which are being reviewed, but these 
are not impacting the delivery of the scheme on site.

Construction of the endoscope decontamination unit has been delayed by the discovery of a 
number of unmarked drains under the footprint of the building. These had to be diverted before 
construction of the building could proceed. Work will now be completed in March 2019.

Tenders for the construction of the two new theatres, G & H, will be returned at the end of October. 

A Strategic Outline Case for the refurbishment of the Medical Block was submitted to the 
Redevelopment Board in September. Progress on this scheme is dependent on the outcome of 
the application for capital to support construction of the Acute Services block.

5. Energy Centre

Centrica Business Solutions UK ltd were selected as the Preferred Supplier for the Energy 
Performance contract. They have now concluded their review of the fabric, systems and energy 
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usage on the site. The draft proposals for schemes to support the Full Business Case will be 
developed with the Trust during November. The FBC will be issued in December.

6. Programme Risk Register

The risk register was reviewed in support of the work to provide an update of the Outline Business 
Case.

7. Future activity

There are a number of major schemes underway at present. These are all important projects to 
support the redevelopment of the site, and to address short term capacity constraints. 
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BOARD OF DIRECTORS

Agenda item 13 Category of Paper Tick
Paper Title Risk Register To action
Date of Meeting 7th November 2018 To note
Lead Director All Directors For Information
Paper Author Victoria Parsons – Board Secretary To ratify
Indicate the impact of the paper:
Financial     Quality/Safety     Patient Experience    Equality     Clinical     Governance

History of 
Committee 

Reporting and Date

Clinical Outcome, Safety and Quality Committee 26th September and 24th 
October
Executive Board 24th July 2018

Links to Strategic 
Board Objectives

Objective 1 – Deliver the Quality Priorities 
Objective 2 - Deliver National Quality and Performance Targets
Objective 3 – Implement our Strategic Plan
Objective 4 – Develop all Staff to Maximise Their Potential
Objective 5 – Optimise our Financial Position 

Links to 
Regulations/ 

Outcomes/External 
Assessments

NHS I – Trust Governance Framework
CQC – All regulations and outcomes
MHRA

Links to the Risk 
Register All Board Level Risks rated High Risk (15+) 

PURPOSE OF THE PAPER/REPORT
To update the Board on action taken to mitigate against the identified Board Level High 
Risks

SUMMARY/CURRENT ISSUES AND ACTION

 To ratify the new board level risks identified through the risk review group 

ACTION REQUIRED
To note progress to date and identify any concerns or further risks that need to be 
added/revised

Public Meeting Private Meeting
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Risk Register Governance

The are 28 Board Level Risks on the Risk Register. 64% are currently high risk (15+).

All the Board Level risks are up to date with an action plan.

Board of Directors Review
The Board reviewed the risks on the 25th July 2018. 

Risk ref Risk Description Agreed conclusion
1211 Backlog Maintenance Maintain risk 

Hospital Re-Development Risks Review risks
1210 Vacancy Rates Maintain risk
1335 ENT Mount Vernon provision Maintain risk 
1200 Cyber Security Maintain risk
1253 Needs Based Care Maintain risk 
1358 STP control total Reduce risk 

Emerging risks identified – Brexit position 

Clinical Outcome, Safety and Quality Committee (COSQ)
COSQ reviewed clinical board level risks on the 26th September and 24th October 2018.

Risk ref Risk Description Agreed conclusion
650 Bed Pressures Maintain risk
1213 Management Capacity Maintain risk
1335 ENT Capacity Re-assign as divisional risk
644 18 Weeks Maintain risk
669 Appraisal Maintain risk
1353 Mount Vernon Review risk to increase risk
796 Patient Experience Maintain risk
1359 CQUIN Maintain risk
1200 Cyber security Review risk
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Risk ref Risk Description Agreed conclusion
988 7 Day Pharmacy Re-assign as divisional risk
1359 CQUIN Maintain risk and review
1018 HSMR Maintain risk
1337 Stroke Review risk to decrease risk

Emerging risks of grow scans, diabetes maternity services and outpatient letters.

Executive Board Review
The Executive Board reviewed all Board Level Risks on the 23rd October 2018.

Risk ref Risk Description Agreed conclusion
1356 Agency Costs 2018/19 Maintain risk
1357 Financial Target 2018/19 Maintain risk
650 Bed Pressures Maintain risk
1213 Management Time/Capacity Maintain risk and review
644 18 Weeks Maintain risk
669 Appraisal Maintain risk
1200 Cyber Security Improving position
640 Business Continuity Maintain risk

Risk Review 

30 new risks were reviewed and approved between 17th July 2018 and 12th October 2018 
none were allocated as Board Level but two Trustwide.

30 risks were closed, none at Board level
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BOARD OF DIRECTORS

Agenda item 14 Category of Paper Tick
Paper Title Board Secretary Report To action
Date of Meeting 7 November 2018 To note
Lead Director Chief Executive For Information
Paper Author Victoria Parsons – Board 

Secretary To ratify
Indicate the impact of the paper:
Financial     Quality/Safety     Patient Experience    Equality     Clinical     Governance

History of 
Committee 

Reporting and 
Date

N/A

Links to Strategic 
Board Objectives All Board Objectives

Links to 
Regulations/ 

Outcomes/Extern
al Assessments

NHSI Governance Framework

Links to the Risk 
Register N/A 

PURPOSE OF THE PAPER/REPORT

To report to the Board progress with amendments against the Trust Governance 
structures and processes. 

SUMMARY/CURRENT ISSUES AND ACTION
 
 Council of Governors
 Membership Update
 Non-Executive Directors
 Use of the Trust Seal

ACTION REQUIRED

Board are asked to:
o Note the progress 

Public Meeting Private Meeting

14 Board Secretary Report November 2018.doc
Overall Page 139 of 142



2

1. Council of Governors

There are currently three vacancies on the Council of Governors
1) Bedfordshire CCG
2) Hertfordshire Valley CCG 
3) University College of London

The Trust issued a notice of Council of Governors Election 2018 of the Luton and 
Dunstable University Hospital NHS Foundation Trust on 31 May 2018. The Nominations 
opened on 31 May and closed on 29 June. The ballot papers were issued to the Trust 
Members in the eligible constituencies on 18 July. The polls closed at 5pm on Tuesday 14 
August 2018.

Please find attached the results, the Declaration of Candidates Elected. 

It is declared that Derek Brian Smith, David Allen & Theresa Driscoll are duly elected to 
the Council of Governors.

Name Representing Constituency Term of office
Derek Brian Smith Representing Constituency ‘Public 

- Luton’
Re-elected: Until September 
2021

David Allen Representing Constituency ‘Public 
- Luton’

Elected: September 2018 to 
September 2021

Theresa Driscoll Representing Constituency ‘Public 
- Luton’

Elected: September 2018 to 
September 2021

It is declared that Jennifer Gallucci, Matthew Towner & Dorothy Ferguson are duly elected 
to the Council of Governors:

Name Representing Constituency Term of office
Jennifer Gallucci Representing Constituency 

‘Public - Bedfordshire’
Re-elected: Until September 
2021

Matthew Towner Representing Constituency 
‘Public - Bedfordshire’

Elected: September 2018 to 
September 2021

Dorothy Ferguson Representing Constituency 
‘Public - Bedfordshire’

Re-elected: Until September 
2021

It is declared that Helen Lucas & Don Atkinson are duly elected to the Council of 
Governors:          

Name Representing Constituency Term of office
Helen Lucas Representing Constituency ‘Public - 

Hertfordshire’
Re-elected: Until 
September 2021

Don Atkinson Representing Constituency ‘Public - 
Hertfordshire’

Re-elected: Until 
September 2021

The following staff candidate are duly elected – unopposed:
Name Elected Representing Constituency Term of office

Belinda Chik Re-elected 
Unopposed

Representing Staff 
Constituency ‘Nursing, HCA 
& Midwifery’

Until September 
2021

Ann Williams Re-elected 
Unopposed

Representing Staff 
Constituency ‘Nursing, HCA 
& Midwifery’

Until September 
2021
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Name Elected Representing Constituency Term of office
Cathy O'Mahony Re-elected 

Unopposed
Representing Staff 
Constituency ‘Professional & 
Technical’

Until September 
2021

Janet R Graham 
MBE

Re-elected 
Unopposed

Representing Staff 
Constituency ‘Volunteers’

Until September 
2021

Annah Saleem* Elected 
Unopposed

Representing Staff 
Constituency ‘Admin, Clerical 
& Management’

September 2018 
to September 
2021

*Unfortunately, Annah Saleem who was elected to the Admin, Clerical and Management 
role uncontested has now left the organisation which now leaves a vacancy. Ros Bailey 
remains in the other seat therefore the post will remain vacant until the next election

2. Members

The Annual Members Meeting took place on the 5th September 2018. The feedback from 
the members was positive and the content of the meeting was very well received. 

The Medical Lecture on the 12 October 2018 focussed on respiratory care. Dr James 
Ramsay, Dr Parthi Pillai, Farida Parker, Liz Drummond, Michael McMahon and Helen 
Owen supported an excellent presentation and the feedback from those that attended was 
very positive.

The next Ambassador magazine will be issued to members in February/March 2019.

4. Non-Executive Directors

The Council of Governors has successfully recruited two Non-Executive Directors; Simon 
Barton and Mark Prior. Both NEDs are now in post.

David Hendry resigned as at the end of October 2018 and the Council of Governors have 
agreed to engage Denis Mellon for an interim period until April 2019 to cover the Finance, 
Investment and Performance Committee.
John Garner completed his term of office on the 31st October 2018.

The Board thanks John and David for their valuable contribution.

5. Use of the Trust Seal

Date used Seal 
number

Subject Supporting 
information

9th August 2018 129 o Pre-assessment outpatients, 
paediatric oncology – JCT 
Intermediate Building Contract with 
Contractors Design 2016 edition

6th September 
2018

130 o JCT Building Contract for Comft 
Refurbishment 

o
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Date used Seal 
number

Subject Supporting 
information

6th September 
2018

131 o Licence to install and maintain plant 
works at Arndale House

6th September 
2018

132 o Licence to carry out works relating 
to first floor Arndale House
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