
 

TRUST BOARD1  
Wednesday 29 July 2015 at 1500 

Boardroom, Chief Executive’s Office, 2nd floor, Royal Free Hospital 
 

ITEM  LEAD  PAPER 

 ADMINISTRATIVE ITEMS   

2015/125  Apologies for absence – D Grantham, R Woolfson,  
A Panniker, E Kearney, D Finch  

D Dodd   

2015/126  Minutes of meeting held on 25 June 2015 D Dodd  1.  

2015/127  Matters arising report  D Dodd  2.  

2015/128  Record of items discussed at the Part II board meeting on 25 June 
2015 

D Dodd 3.  

2015/129  Declaration of interests   D Dodd   

 PATIENT SAFETY AND EXPERIENCE   

2015/130  Individualised end of life care – presentation by palliative care 
team  

D Sanders  

2015/131  Patient safety – learning from serious incidents S Powis 
C Laing 

 

2015/132  Patients’ voices D Oakley  

 ORGANISATIONAL  AGENDA   

2015/133  Referral to treatment (RTT) progress report  K Slemeck 4.  

2015/134  Nursing/midwifery staffing monthly report – May 2015 
 

D Sanders 5.  

2015/135  Director of infection prevention and control (DIPC): 

 Annual report 2014/15 (paper 6.1) 

 Quarterly report (paper 6.2) 

D Sanders 6.  

2015/136  Complaints annual report 2014/15 D Sanders 7.  

2015/137  Medical revalidation annual report S Powis 8.  

 OPERATIONAL AGENDA   

2015/138  Chair’s and chief executive’s  report   D Dodd / 
D Sloman 

9.  

2015/139  Trust performance dashboard   W Smart 10.  

2015/140  Financial performance report C Clarke 11.  

 Governance and regulation: reports from board committees   

2015/141  Strategy and investment committee (9 July  2015) D Dodd 12.  

2015/142  Finance and performance committee (17 July 2015) including 
quarter 1 Monitor quarterly self-certifications 

C Clarke   13.  

2015/143  Patient safety committee (23 July 2015) S Ainger 14.  

2015/144  Clinical performance committee (20 July 2015)  A Schapira 15.  

2015/145  Quarter 1 Monitor quarterly self-certifications D Dodd  

 OTHER BUSINESS   

2015/146  Questions from the public D Dodd   

2015/147  Any other business D Dodd   

2015/148  Date of next meeting – 24 September 2015  D Dodd   

                                                           
1
 In accordance with the Health & Social Care Act 2012, all Trust Board meetings must be held in public.  All decisions which require the board’s 

collective approval can only be made at a Trust Board (or a Part II meeting held in closed session to discuss confidential matters). 
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Dr Steve Shaw Divisional director of urgent care 

William Smart Chief information officer 

Dr Robin Woolfson Divisional director of transplant and specialist services 

Alison Macdonald Acting trust secretary  
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MINUTES OF THE TRUST BOARD  

HELD ON 25 JUNE 2015 

Present  
Mr D Dodd chairman 
Mr D Sloman  
Prof S Powis  
Ms D Sanders 

chief executive  
medical director  
director of nursing 

Ms C Clarke  
Ms K Slemeck 
Ms D Oakley 
Mr D Finch 

chief finance officer and deputy chief executive 
chief operating officer  
non-executive director  
non-executive director  

Ms J Owen  
Mr S Ainger  
Prof Anthony Schapira 
 

non-executive director  
non-executive director  
non-executive director   

Invited to attend  
Ms K Donlevy  
Mr K Fleming  
Mr D Grantham  
Dr M Greenberg 
Prof George Hamilton 
Mr A Panniker 

director of service transformation 
director of planning  
director of workforce and organisational development  
divisional director for women’s and children’s services 
divisional director for surgery and associated services 
director of capital and estates 

Mr W Smart  
Ms E Kearney 
Ms A Macdonald 
 

chief information officer 
director of corporate affairs and communication 
acting trust secretary (minutes) 
 

Others in attendance 
Ms Y Coghill OBE 
Ms Y Oluyede 
Dr C Laing 
 
   

 
NHS England (for item 2015/110 only) 
Head of workforce health, equality and diversity (for item 2015/110 only) 
associate medical director, patient safety (for item 2015/111 only) 
 

2015/105 APOLOGIES FOR ABSENCE AND WELCOME 
 

Action 

 Apologies for absence were received from: 
 
Dr S Shaw - divisional director for urgent care  
Dr R Woolfson - divisional director for transplant and surgery services  
 
The chairman welcomed those present to the meeting.  
 

 

2015/106 MINUTES OF MEETING HELD ON 28 MAY 2015 
 

 

 The minutes were accepted as an accurate record of the meeting. 
 

 

2015/107 MATTERS ARISING REPORT  
 

 

 The report was noted. 
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2015/108 RECORD OF ITEMS DISCUSSED AT PART II BOARD MEETING ON 28 MAY 
2015 
 

 

 The report was noted. 
 

 

2015/109 DECLARATION OF INTERESTS 
 

 

 The board confirmed that there was no change to the register of interests. 
 

 

2015/110 WORKFORCE RACE EQUALITY SCHEME IMPLEMENTATION, NHS 
ENGLAND 

 

 The board welcomed Ms Yvonne Coghill to the meeting.  Ms Coghill said that she 
was a registered mental health nurse and health visitor, and had spent her entire 
career in the NHS. She explained that her current role was to oversee the 
implementation of the workforce race equality standard, which applied to all NHS 
organisations.  As well as being the moral and right thing to do, race equality also 
made sense from the financial and quality points of view with strong evidence to 
demonstrate this.  The statistics showed poor representation of BME staff at 
senior level and lower still at board level.  There was a relationship between lack 
of engagement and morbidity and negative patient experience.  The workforce 
race equality standard included a set of metrics which would give a baseline of 
data from 1 July 2015.  It would then be possible to benchmark performance and 
set targets for improvement.  This work would feed into the CQC well managed 
domain.   
 
The chairman commented that the Royal Free had a 200 year tradition of 
enlightened management, for example early training of women doctors and he 
would like to see the trust being amongst the first to achieve a BME 
representative board. Ms J Oakley, non-executive director, suggested that the 
trust needed to drill down into the analysis and identify the problems and 
solutions.  Ms Coghill advised that the will to make the change and leadership 
from the board were key to success.  One trust had made it their policy to train 
senior BME staff to sit on panels and for all panels to have a BME member.  
Another successful intervention was training and development so leaders were 
more comfortable with the issues and confident to articulate them.   There was 
then a discussion about the importance of identifying and investing in BME talent 
and it was noted that the board had previously made a commitment to mentor 
BME staff and training was currently being arranged to facilitate this.  The director 
of nursing and director of workforce and OD had discussed arranging a Schwarz 
round where BME staff would share their experience.  Ms Coghill expressed her 
willingness to speak at a leadership forum event. She also commented that an 
important factor was the trust leadership talking about the issue openly and widely 
with staff. 
 
The board then discussed governance arrangements and it was agreed that the 
WRES would be overseen by the patient and staff experience committee with a 
regular update to the board. The chairman thanked Ms Coghill for her advice and 
inspiration. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
DSa 

2015/111 PATIENT SAFETY – LEARNING FROM A SERIOUS INCIDENT   
 

 

 The associate medical director – patient safety attended for this item and 
presented a serious incident concerning a diabetic patient with several 
comorbidities whose insulin had not been administered in a timely manner 
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following their transfer to a different ward.  They had developed complications, 
including a stroke.  There had been a serious incident investigation and an 
inquest.  Actions following the investigation included work with the ward area, 
strengthening leadership and skill mix and a new policy on lost drug charts.  There 
had been two other SIs relating to diabetes and therefore there was a diabetes 
workstream as part of the safety programme. 
 
The chairman thanked the associate medical director for presenting this case. 
 

2015/112 PATIENTS’ VOICES 
 

 

 Mr S Ainger, non-executive director read out a complaint, relating to a 
dermatology outpatient appointment.  The patient had been referred for a biopsy 
and there had been several problems associated with this including tissue being 
taken from the wrong area, being seen by several different doctors, a response 
not being received to a letter seeking clarification and an overall delay in treating 
their condition. 
 
He then read out a letter of thanks about the acute renal ward at the Royal Free, 
expressing the patient’s gratitude, respect and admiration of all members of the 
team. 
 
Ms D Oakley, non-executive director, agreed to present this item next time. 
 

 
 
 
 
 
 
 
 
 
 
 
DO 

2015/113 REFERRAL TO TREATMENT 
 

 

 The chief operating officer reported that the validation had now been completed 
and all patients were now on one patient tracking list (PTL).  National reporting 
had been resumed the previous week as the trust executive were satisfied that 
the data was as accurate as it could reasonably be.  Work continued to clear the 
backlog, with additional outsourcing taking place. 
 
9,333 patients had been subject to post treatment clinical harm reviews.  Of these 
there had been one patient with severe harm and 74 patients with moderate harm.    
911 patients remained to be reviewed.  There had been two reviews of patients 
who had died and these had established that there was no connection between 
the delay in treatment and the patients’ death. 
 
Twelve patients had contacted the trust having received a clinical harm letter, of 
whom eight had requested a meeting and four were satisfied with the telephone 
conversation. 
 
The next stage was modelling to create a trajectory for the clearance of the 
backlog, using both outsourcing and internal capacity. 
 
The chief operating officer advised that reporting arrangements were now 
changing for RTT nationally, with trusts now only being required to report on 
uncompleted pathways. 
 
Ms Oakley asked about the patients who had been diagnosed with a malignancy 
and whether delay in diagnosis and treatment had been a factor in this.  The 
medical director responded that patients with cancer had been reviewed by an 
independent expert and it had been concluded that there had not been severe 
harm because earlier treatment would not have changed the outcome. 
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2015/114 NURSING / MIDWIFERY STAFFING – MONTHLY REPORT APRIL 2015 
 

 

 The board considered a report from the director of nursing, who advised of a 
change in approach by the Department of Health regarding staffing levels.  NICE 
had been reviewing this and had issued guidance on staffing for adult inpatient 
areas and maternity but would not be producing guidance on other areas. 
 
The report showed a similar staffing pattern to previous months, although the 
planned versus actual staffing for the Royal Free was slightly improved.  There 
were still high demands for registered mental health nurse specialing and 1:1 
specialing.   
 
Mr Ainger was concerned to see that there were five wards where agency staffing 
was 40% or more.  The chief executive responded that this was picked up the 
executive through the hotspots report.  The chairman asked if there was any 
correlation between high agency usage and C. difficile rates.  The director of 
nursing responded that of the nine cases to date, no lapse of care had been 
identified for seven of them.  The remaining two cases had been on one ward but 
it had not been possible to undertake further analysis due to problems with the 
original samples taken.   
 
Ms Owen commented on the higher actual than planned figures for Barnet 
Hospital and Chase Farm Hospital and whether this raised questions about the six 
monthly staffing reviews for those sites.  The director of nursing responded that 
not all the additional staff had necessarily been needed and it was possible that 
requests should be subject to greater challenge. 
 
The board agreed that the report provided sufficient assurance that the nurse 
staffing levels were meeting the needs of patients and providing safe care. 
 

 

2015/115 NATIONAL PATIENTS’ SURVEY 
 

 

  
The board considered a report from the director of nursing, who explained that the 
report summarised the outcome of the survey that had been undertaken of 
patients who had been in hospital in July 2014.  Overall there had been an 
improvement in patient satisfaction with no red questions or categories.  The chief 
executive commented that the best performing hospitals were always in the 
specialist category. 
 
The chairman asked about differences between the sites and the director of 
nursing responded that there were no significant differences between the sites. 
Ms Owen commented on the number of patients who had waited a long time for a 
bed.  The director of nursing said that there could be delays because of the 
availability of beds for patients admitted from A&E but it might also be because 
elective patients did not realise that they would not be admitted to a bed until after 
their surgery.  It might therefore be helpful to look at the information provided to 
patients coming in for surgery. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
DSa 

2015/116 CHAIR AND CHIEF EXECUTIVE’S REPORT 
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 The report was noted.  The chief executive drew attention to the close correlation 
between the patients’ survey and the family and friends test (FFT) results in the 
report.  He also advised that the Savile action plan had been submitted to Monitor. 

 
 

2015/117 TRUST PERFORMANCE REPORT 
 

 

 The board discussed the performance report.  Ms Oakley commented that 
although the trust had been set a higher trajectory this year it would be helpful to 
compare this year’s performance with last year’s in order to maintain or improve 
performance.   
 
Ms Owen asked whether the improvement and recovery plan for the 62 day 
cancer target was quick enough. The chief operating officer responded that 
operational pressures and the focus on RTT had affected the trust’s ability to 
respond to the 62 day cancer issue; there was now strong grip on this issue but a 
cautious approach had been taken to setting the recovery trajectory given the 
impending holiday period. 
 
The chief executive commented that there were currently four performance 
issues:  C. difficile, 62 day cancer target, RTT and finance.  The operational 
performance issues had all been discussed with the regulators, who were 
comfortable with the recovery plans in place. 

 

2015/118 FINANCE PERFORMANCE REPORT  
 

 

 The chief finance officer reported that the trust had not met the financial target for 
the first two months of the year and this position needed to be recovered.  Clinical 
income had improved in month 2, however agency spend and QIPP delivery 
remained of concern.  

 

2015/119 STRATEGY AND INVESMENT COMMITTEE REPORT  
 

 

 The report was noted. 
 

 

2015/120 FINANCE AND PERFORMANCE COMMITTEE REPORT  
 

 

 The report was noted.  
 

2015/121 PATIENT SAFETY COMMITTEE REPORT  
 

 

 The report was noted.  Mr Ainger stated that the committee had noted that there 
were a high number of open SIs.  The medical director advised that this had 
reduced significantly since the meeting. 

 
 

2015/122 QUESTIONS FROM THE PUBLIC  
 

 

 There were no questions from the public 
 

 

2015/123 ANY OTHER BUSINESS  
 

 

 There was no other business 
 

 

 DATE OF NEXT MEETING  
 

 

 The next trust board meeting would be on 29 July 2015 at 1500, Royal Free 
Hospital 
 

 

Agreed as a correct record 
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Signature …………………………………..date         ….2015……………………………. 
Dominic Dodd, chairman 
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Matters arising – trust board July 2015 

 

Trust Board 
Matters Arising report as at 29 July 2015  

 
Actions completed since last meeting of the Trust Board 

 
Minute 
No 

Action  Lead Complete Board date/ 
agenda item 

Outstanding 

FROM TRUST BOARD HELD ON 25 JUNE 2015 

2015/110 Workforce race equality scheme 
implementation, NHS England 

    

 WRES to be overseen by patient and staff 
experience committee with a regular update to the 
board 

DSa    

2015/115 National patients’ survey     

 Patient information for elective inpatients to be 
reviewed in relation to advice regarding admission 
to a bed. 

DSa Patients are advised that they will be contacted when a bed is available.  If they come to the 
hospital before they are called, there will be a wait for a bed and hence patient perception of 
a delay. 

FROM TRUST BOARD HELD ON 28 MAY 2015 

2015/93 i Nursing/midwifery staffing – six monthly 
review 

    

 Invite staff from ward 9 North to attend next board 
meeting 
 
It was agreed to add staffing for the Edgware Birth 
Centre to the report. 
 
 

D Sanders 
 
 
D Sanders 

  Defer to Sept 2015 – when board meeting 
due to be at RFH  
 
To be included in next six monthly review 
– November 2015 
 

2015/94 Annual safeguarding report     

 Consider adding safe staffing to internal audit plan 
 

C Clarke   This has been raised with the head of 
internal audit and a response is awaited 

FROM TRUST BOARD HELD ON 29 APRIL 2015 

2015/70 Nursing/midwifery staffing     
  Revisit establishment of local nurse training 

with  UCLP directors of nursing  

D Sanders 
 

  Provide board with an update at 
September meeting 
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2015/79 i Patient and staff experience committee report     
 Board discussion of equality, leadership and 

representation 
D Dodd 
 
 
 
D Grantham 

  Board discussion on representation at 
board level to be programmed for a future 
meeting. 
 
It is also planned to arrange a training 
session for BME mentorship which is 
currently being arranged 

FROM TRUST BOARD HELD ON 25 MARCH 2015 

2015/50 Nursing/midwifery staffing     
 Include planned staffing levels for  CFH escalation 

wards 
D Sanders   Establishment figures currently being 

calculated. Will be added to June report. 

2015/51 Quarterly validation report     
 Add to the report how many appraisals due each 

year compared with how many completed. 
S Powis   This will be added to next report 

FROM TRUST BOARD HELD ON 18 DECEMBER 2014 

P135/14-15 Chair and chief executive’s report     
 Post implementation review of EDRM 

 
 

W Smart   This would be programmed for a future 
board meeting – Sept 2015  following 
introduction of new user interface in July 
2015 
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ITEMS DISCUSSED AT THE CONFIDENTIAL BOARD MEETING HELD ON 25 JUNE 2015 

 
 

Executive summary  
 
Decisions taken at a confidential trust board are reported where appropriate at the next trust 
board held in public.  Those issues of note and decisions taken at the trust board’s confidential 
meeting held on 25 June 2015 are outlined below.   
 

 Accountable care organisations and hospital groups – the board had a discussion of these 
emerging organisational models which were being discussed at a national strategic level.  
 

 Maternity services review – the trust has undertaken a review of maternity services and a 
detailed development plan has been agreed, progress on which will be reported to the 
patient safety committee.  

 
The board also discussed the trust performance and financial performance reports. 

 

 

Action required 
 
For the board to note. 

 
Report From 

 
D Dodd, chairman  

 

Author(s) A Macdonald, acting trust secretary   
Date July 2015 
 
 

 

Report to Date of meeting Attachment number 

Trust Board 
 

29 July 2015 Paper 3 
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REFERRAL TO TREATMENT WAITING TIMES 
 

 

Executive summary   
 
This report informs the board about progress with the referral to treatment waiting times 
programme. 
  

 

Action required / recommendation 
 
The board is asked to note progress to date, and the continuing risks.  
 

 

Governing objectives supported by this 
paper  

Board assurance risk numbers 

Excellent outcomes  

Excellent experience  

Excellent value for money  

Full compliance  R4.1, 4.2 

A strong organisation  R5.2 
 

Risks attached to this project / initiative and how these will be managed (assurance) 
See the report. 
 

Equality impact assessment  

 Patient treatment priority is determined clinically and by waiting time.  
 

Public Patient and Carer involvement Mainly via CCG involvement. 
 
 

Report from Kate Slemeck, Chief Operating Officer 
Date 20 July 2015 
 
 
 
 
 
 
 

 
 
 

Report to 
 

Date of meeting Attachment number 

Trust Board Part l 29 July 2015  4 
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Referral to treatment waiting times 
 
 
1. Introduction and purpose of this report 
 
This is the regular monthly report to the board on the programme to reachieve national waiting time 
standards for our patients across the enlarged trust.  This report summarises progress over the 
past month.  Given that national reporting has now been resumed, these monthly board reports will 
from the next meeting be incorporated within the board performance report. 
 
 
2. Governance 
 
The programme board, chaired by the chief executive, has met every month since August 2014.  
Barnet CCG and Herts Valleys CCG are both represented, and the director of the NHS Intensive 
Support Team provides external expert advice to the board.  The steering group and all six of the 
workstream groups (clinical harm, data validation and data quality, capacity planning, waiting list 
action group, training, and communications) have been meeting regularly. 
 
The trust having resumed the normal national reporting of the waiting time data, the monitoring of 
validation is redundant.  However a “task and finish” group continues to meet under the aegis of 
the contract with the North Central London CCGs, and updates are discussed at the regular 
meetings with the Hertfordshire CCGs.  
 
3. Data quality and training 
 
Now that there is a single PTL across the enlarged organisation the importance of sustaining a 
clean waiting list is exceptionally important.  The trust has nationally reported against the 18 week 
targets for the second consecutive month as an enlarged organisation. The immediate task is to 
focus the operational teams on continuous validation of their waiting lists to ensure this becomes 
part of the daily and weekly tasks of active management. 
 
At the beginning of July a new out-patient outcome form was successfully rolled out across all 
sites; this is expected to help improve clock stop data especially, and therefore the reliability of the 
PTL. At the beginning of July; the monitoring of these reports will be crucial to improving and 
monitoring the data quality entering the PTL. 
 
106 members of staff completed the basic RTT e-learning module in May.  This module has been 
applied across the trust as part of the mandatory training portfolio for all staff involved at any point 
within the patient pathway (7,384 members of staff).  A new second level e-learning module will be 
completed by September 2015 and rolled out thereafter. 
 
A total of 1468 members of staff have now undertaken RTT training to date.  This momentum 
needs to continue to ensure that effort and resources are focussed on the front end ensuring that 
data quality is of a high standard, in order to avoid the need to large validation efforts at the back 
end of the cycle. 
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4. Clinical harm 
 
There are a total of 620 patients currently awaiting a post-treatment clinical harm review.  In 
addition there are 55 patients who are awaiting both treatment and review. 
 
A total of 671 reviews have been carried out since the May report. 
 
The current status of harm to patients, who have been treated so far, is as follows. 
 

Count of Harm Outcome from September 2013-  May 2015  

 
No Harm Low Harm 

Low harm with letter of 
apology Moderate harm 

Severe 
harm Total 

Grand Total 5947 4086 343 77 1 10,454 
 
 
There is one patient who has been classified as having sustained severe harm, who has been 
managed and investigated under the trust’s serious incident process. 
 
There is a subset of patients who have been reviewed post treatment, who have a malignancy and 
another subset of patients who have prostate cancer.  Both these cohorts of patients have been 
externally reviewed in order to add another level of scrutiny. 
 
An audit to assure the organisation that clinical harm ratings have been applied appropriately is 
near completion.  The outcome of the audit will be triangulated and reported on completion of the 
clinical harm programme at the end of Quarter 2. 
 
There have still been 12 patients who have made contact following the receipt of the clinical harm 
letter.  Of these, 8 requested a meeting, whilst a further 4 were satisfied with a telephone 
conversation.  The outcomes of these conversations will be reported next month. 
 
Work is in progress to ensure there is a methodical and robust active waiting list system in place to 
ensure that all patients who have been waiting in excess of 52 weeks are clinically reviewed.  This 
will be reported on next month. 
 
 
5. Capacity planning and treating long waiters 
 
Patients who have been waiting the longest for treatment and out-patient appointments continue to 
be prioritised and treated alongside those patients with an urgent clinical need. 
 
Based for the first time on reliable PTL data, a set of assumptions have been developed so as to 
generate estimates of the approximate quantity of additional activity that is thought to be necessary 
to reachieve the 92% standard.  Because of the many factors involved this is an uncertain process, 
but we need to make such assumptions in order to quantify the additional resources (staff, clinics, 
beds, theatres, money) needed to meet our objective.  With clear cautions we have sent the first 
version of these estimates, together with the estimated costs, to local commissioners so as to help 
them plan too. 
 
Both the backlog activity and target reachievement estimates will be kept under review, and will be 
regularly amended as we gain experience in managing the backlog with reliable data. 
 
The following table illustrates the total number of patients treated each month via outsourcing since 
July 2014 (the total number of treatments for June 2015 will be corrected upwards). 
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Specialty 
Jul-
14 

Aug-
14 

Sep-
14 

Oct-
14 

Nov-
14 

Dec-
14 

Jan-
15 

Feb-
15 

Mar-
15 

Apr-
15 

May-
15 

Jun-
15 Total 

Dermatology 
         

110 69 49 228 

Ear, Nose and Throat 44 63 56 62 62 11 30 14 16 46 53 45 502 

Endoscopy 58 44 42 50 48 39 76 139 137 159 153 182 1127 

General Surgery 31 35 44 33 33 10 2 1 3 21 22 7 242 

Gynaecology 9 5 6 5 4 3 4 1 
 

1 2 3 43 

Oral Surgery 
 

4 3 2 5 
       

14 

Pain Management 1 61 52 53 53 22 52 16 14 13 9 10 356 

T & O 78 72 94 51 77 8 17 36 63 78 22 29 625 

Urology 30 16 10 11 17 9 7 15 17 10 9 11 162 

Vascular Surgery                   1   6 7 

Grand Total 251 300 307 267 299 102 188 222 250 439 339 342 3306 

 
 
 
6. Communications 
 
There has continued to be robust internal RTT communications within the trust through the 
intranet, management briefings and the monthly CEO briefing.  The communications department 
continues to work closely with the clinical harm group with regular workstream meetings taking 
place. 
 
 
7. Next Steps 
 
The roll out of the out-patient outcome form across the enlarged organisation, as well as the start 
of the transition to a weekly validation cycle for the operational teams, are clear signs that robust 
‘business as usual’ mechanisms are now coming in place to complement the enormous validation 
effort. 
 
Most importantly, a planned backlog clearance model with the appropriate monitoring mechanisms 
is ready for roll out now that assumptions have been agreed. 
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Staffing report – July board 2015 

 

 

 

NURSING AND MIDWIFERY PLANNED VERSUS ACTUAL STAFFING LEVELS 

 
 

Executive summary 
 
In January 2014 the Royal Free London NHS Foundation Trust board considered the 
Government response to the Mid-Staffordshire NHS Foundation Trust Public Inquiry, Hard 
Truths – The Journey to Putting Patients First and the guidance published by the National 
Quality Board and the Chief Nursing Officer, How to ensure the right people with the right 
skills are in the right place at the right time  
 
Hard Truths set out the Government’s requirement that from April 2014 and by June 2014 at 
the latest, NHS trusts will publish ward level information on whether they are meeting their 
staffing requirements.   
 
National reporting requires that the trust submits data on NHS wards and therefore the 
private practice wards on the Royal Free hospital site have not been externally reported, they 
are now contained in the safe staffing report to the Board 
 
The overall trust summary of planned versus actual hours for May was 15% more actual 
hours used than planned. Site specific data is as follows: 
 
The planned versus actual (registered nurse and health care assistant) at each site was: 
 

 Royal Free hospital   0.5%  more actual hours than planned 

 Barnet hospital   26% more actual hours than planned 

 Chase Farm hospital   18% more actual hours than planned 

The % of total registered nurse hours worked by agency staff across all sites for May was 
13.75%.  In April it was 19.2%.  There is significant variation between the wards ranging from 
0% to 46%. 
 
Out of a minimum of 3100 shifts there was 1 reported shift (0.03%) where the nurse: patient 
ratio fell below 1:8.  This was on an early shift on Juniper where there were 2 registered 
nurses for 24 patients.     

 

Action required  
The board is requested to: 

 consider if the report provides sufficient assurance that the nurse staffing levels are 
meeting the needs of patients and providing safe care.  
 
 

Report to 
 

Date of meeting Attachment number 

Trust Board 29 July 2015 Paper 5 
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Trust strategic priorities and business planning objectives 

supported by this paper  

Board assurance risk 

number(s)  

1. Excellent outcomes – to be in the top 10% of our peers on 

outcomes 

 

2. Excellent user experience – to be in the top 10% of relevant 

peers on patient, GP and staff experience 

 

3. Excellent financial performance – to be in the top 10% of 

relevant peers on financial performance 

 

4. Excellent compliance with our external duties – to meet our 

external obligations effectively and efficiently 

 

5. A strong organisation for the future – to strengthen the 

organisation for the future 

 

 

CQC Regulations supported by this paper  

Regulation 9 Person-centred care  

Regulation 10 Dignity and respect  

Regulation 12 Safe care and treatment  

Regulation 13 Safeguarding service users from abuse and improper treatment  

Regulation 14 Meeting nutritional and hydration needs  

Regulation 18 Staffing  
 

 

Risks attached to this project/initiative and how these will be managed (assurance) 

 

Equality analysis  

 No identified negative impact on equality and diversity  

 

Report from Deborah Sanders, director of nursing 

Author(s)       Deborah Sanders, director of nursing   

Date                22 July 2015 
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Introduction 
In January 2014 the Royal Free London NHS Foundation Trust board considered the 
Government response to the Mid-Staffordshire NHS Foundation Trust Public Inquiry, Hard 
Truths – The Journey to Putting Patients First and the guidance published by the National 
Quality Board and the Chief Nursing Officer, How to ensure the right people with the right 
skills are in the right place at the right time.  Hard Truths sets out the Government’s 
requirement that from April 2014 and by June 2014 at the latest, NHS trusts will publish ward 
level information on whether they are meeting their staffing requirements and Board’s should 
receive a monthly report concerning the same.  Every six months Trust boards will be 
required to undertake a detailed review of staffing using evidence based tools.  The Royal 
Free Board considered the outcome of the last staffing review at its meeting in May 2015 
and the next bi-annual report will be discussed at the November board meeting.  This report 
provides information on planned versus actual nurse staffing for May 2015. 
 
National reporting requires that the trust submits data on NHS wards and therefore the 
private practice wards on the Royal Free hospital site have not been externally reported, 
they are now contained in the safe staffing report to the Board. 
 
Planned versus actual staffing 
The overall trust summary of planned versus actual hours for May was 15% more actual 
hours used than planned.  
 
Site specific data is as follows: 
 
The total number of actual hours at each site was: 
 

 Royal Free hospital   137,659 hours 

 Barnet hospital   113,461 hours 

 Chase Farm hospital     25,936 hours  
 
The planned versus actual (registered nurse and health care assistant) at each site was: 
 

 Royal Free hospital   0.5%  more actual hours than planned 

 Barnet hospital   26% more actual hours than planned 

 Chase Farm hospital   18% more actual hours than planned 
 
The breakdown between registered and health care assistants for May by site was:  
 
Royal Free hospital 

 Registered nurses   2% less actual hours than planned 

 Health care assistants  3% more actual hours than planned 
 
Barnet hospital 

 Registered nurses   5% more actual hours than planned 

 Health care assistants  48% more actual hours than planned 
 
Chase Farm hospital 

 Registered nurses   14% less actual hours than planned 

 Health care assistants  50% more actual hours than planned 
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Registered nurse agency staff 
 
The % of total registered nurse hours worked by agency staff across all sites for May was 
13.75%.  In April it was 19.2%.  There is significant variation between the wards ranging 
from 0% to 46%. 
 
Safe Staffing 

Out of a minimum of 3100 shifts there was 1 reported shift (0.03%) where the nurse: patient 
ratio fell below 1:8.  This was on an early shift on Juniper where there were 2 registered 
nurses for 24 patients.     

Substantive ward sister/charge nurse vacancies 

The following ward does not currently have a substantive ward sister or charge nurse in 
post: 

Mulberry (oncology, Barnet hospital).  The band 6 junior sisters are rotating into this post 
supported by the ward matron.  The post is currently being advertised but recruitment has 
been unsuccessful in the past. 

Planned versus actual staffing 
 
The tables below shows the planned versus actual hours for May 2015.   
 
ITU, Royal Free hospital 

The overall planned versus actual staffing for ITU on the Royal Free site shows an 82% fill 
rate.  If this is looked at by registered nurse and health care assistants it can be seen that for 
registered nurses there was a 100% planned versus actual but for health care assistants it 
was 64.3%.  In context, if the ITU is full they plan for 37 registered nurses and 3 health care 
assistants.  

11 West 

In May, 46% of the registered nurse hours were worked by agency staff.  There was one 
patient who required a 24 hour registered mental nurse special and a patient who required a 
24 hour special as they were in a side room with a tracheostomy.  There were 7 vacancies 
on the ward which have now been fully recruited to with the staff arriving in August and 
September. 

10 West 

10 west had 50% more staff than planned.  This was primarily by the increase in health care 
assistants’ required,  on both day shifts and night shifts they are planned to have 2 health 
care assistants but required 4 as they have consistently had 2 – 3 patients who require 
specialling.   

Spruce, Olive and Larch 

Similarly the actual versus planned variance on these wards was driven by the requirement 
for specials, both HCA’s and on Larch there was a patient who required specialling by 2 
registered mental nurses. 

As part of the Lord Carter workforce efficiency improvement collaborative one of the 
improvement goals will be reducing the use of specials across the trust.  
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Ward Beds

Registered nurse to 

patient ratio           

Day Shift

Percent of actual vs 

total planned shifts 

(RN + HCA)

% of RN hours filled 

by agency staff
 Falls 

Pressure 

ulcers 

Attributable 

Cdiff 
FFT Score

9 West 26 1:4 96% 21% 0 0 0 91%

10 North 33 1:4.7 89% 32% 9 0 0 92%

11 West 22 1:4.8 105% 46% 6 0 1 91%

11 South 19 1:3.8 114% 14% 2 1 2 93%

11 East 24 1:4.8 112% 7% 1 0 1 98%

10 East 4445 1:3.4 94% 14% 3 0 0 97%

10 South 25 1:6.25 101% 14% 1 0 1 81%

5 East B 10 1:5 99% 4% 1 0 0 92%

Mulberry 13 1:3 126% 8% 5 0 0 88%

Transplantation and Specialist Services  May 2015

Ward Beds

Registered nurse to 

patient ratio           

Day Shift

Percent of actual vs 

total planned shifts 

(RN + HCA)

% of RN hours filled 

by agency staff
 Falls 

Pressure 

ulcers 

Attributable 

Cdiff 
FFT Score

9 North 32 1:5.3 99% 24% 3 0 1 68%

8 West 36 1:5.1 98% 25% 2 0 1 91%

8 North 32 1:4 102% 28% 1 3 0 91%

10 West 27 1:5 150% 2% 2 2 0 97%

8 East 26 1:4.3 97% 41% 3 1 1 79%

6 South 28 1:4 99% 22% 4 0 0 85%

ITU (RF) vary 1:1/1:2 82% 21% 0 5 0 n/a

Adelaide 25 1:6.25 141% 6% 5 2 0 56%

Capetown 36 1:5.1 113% 6% 7 0 0 83%

CCU 8 1:2 103% 4% 0 1 0 94%

CDU 24 1:4.8 165% 32% 0 0 0 73%

ITU (BH) vary 1:1/1:2 108% 24% 0 2 0 n/a

Juniper 24 1:4.8 132% 17% 5 0 0 68%

Larch 22 1:5.5 137% 23% 2 1 0 50%

Napier 38 1:6.3 136% 8% 5 0 0 75%

Olive 22 1:5.5 168% 11% 3 0 0 77%

Palm 22 1:5.5 120% 9% 4 0 0 90%

Quince 24 1:4.8 141% 24% 7 1 0 81%

Rowan 24 1:4.8 123% 4% 5 0 0 93%

Spruce 24 1:6 171% 19% 4 0 0 100%

Walnut 24 1:6 113% 12% 4 3 0 90%

Urgent Care May 2015

Ward Beds

Registered nurse to 

patient ratio           

Day Shift

Percent of actual vs 

total planned shifts 

(RN + HCA)

% of RN hours filled 

by agency staff
 Falls 

Pressure 

ulcers 

Attributable 

Cdiff 
FFT Score

7 East A 20 1:5 101% 13% 4 1 0 84%

7 East B 13 1:4.3 96% 10% 0 0 0 100%

7 West 32 1:4.7 100% 18% 2 0 0 93%

7 North 32 1:4.7 114% 18% 2 0 1 85%

Beech 24 1:8 160% 1% 6 1 0 83%

Canterb'y 25 1:6.25 102% 8% 0 2 0 98%

Cedar 24 1:6 123% 6% 0 5 0 94%

Damson 24 1:8 131% 14% 2 1 0 79%

Wel'gton 39 1:6.5 87% 0% 0 0 0 93%

Surgery and Associated Services May 2015
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Ward Beds

Registered nurse to 

patient ratio           

Day Shift

Percent of actual vs 

total planned shifts 

(RN + HCA)

% of RN hours filled 

by agency staff
 Falls 

Pressure 

ulcers 

Attributable 

Cdiff 
FFT Score

6 North 20 1:4 89% 21% 0 0 0 n/a

5 South 31 1:8 100% 3% 0 0 0 96%

Neonate RFH vary 90% 0% 0 0 0 n/a

Galaxy 30 1:4 86% 19% 0 0 0 n/a

Neonate BH vary 92% 0% 0 0 0 n/a

Delivery BH n/a 110% 7% 0 0 0 100%

Willow 16 1:5.3 139% 12% 0 0 0 89%

Victoria 48 1:8 93% 19% 0 0 0 100%

Womens and Childrens May 2015

Ward Beds

Registered nurse to 

patient ratio           

Day Shift

Percent of actual vs 

total planned shifts 

(RN + HCA)

% of RN hours filled 

by agency staff
 Falls 

Pressure 

ulcers 

Attributable 

Cdiff 
FFT Score

12 Wesr 15 vary 97% 18% 0 0 0 N/A

12 South 16 1:4 99% 8% 4 0 0 N/A

12 East B 12 vary 94% 12% 0 0 0 N/A

Private Practice May 2015
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Report to 
 

Date Attachment number 

Trust Board 
 

29 July 2015 Paper 6.1 

   

 
DIRECTOR OF INFECTION PREVENTION AND CONTROL ANNUAL REPORT 2014/15 
 

   

Executive summary   
 
In line with the revised Health and Social Care Act (2008) trusts are required to have appropriate 
management and clinical governance systems in place to deliver effective infection prevention and 
control.  This document reports on the activity for the year 2014/15 to provide assurance that the 
infection prevention and control (IPC) programme has been taken forward, that IPC activity has 
striven to assure compliance with the Health and Social Care Act detailed below. This document 
also includes reports from the clinical divisions and associated departments. 
 

   

Action required 
 
The Board is asked to confirm that the report provides sufficient information to provide assurance 
of sustained compliance with the Hygiene Code. 

   

Trust strategic aims and business planning objectives supported by this paper 
 Improving clinical effectiveness  
 Enhancing the patient experience 
 To be in the top 10% of hospitals in England for quality including reductions in HCAIs 

   

CQC outcomes supported by this paper 
Outcome 8    Cleanliness and infection control 

   

Risks attached to this project / initiative and how these will be managed (assurance) 
The revised Hygiene Code Risk matrix will be monitored at the Infection Control Committee.   
The risks associated with the Hygiene Code have been included in the Board Assurance 
Framework. 

   

Equality impact assessment 

 no adverse equality impact  

   

Public, patient and carer involvement 
All IPC reports available to public scrutiny and discussed at open Board meetings 

 
Report from:  Deborah Sanders, director of nursing and DIPC 
Authors: Damien Mack, microbiology consultant, lead IPC doctor; Husam El-Mugamar, consultant 
microbiologist, IPC doctor; Dianne Irish, consultant virologist; Yvonne Carter, head of IPC nursing 
Date: 22 July 2015 
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1.0  Introduction and Summary 
This report outlines activity and events related to infection control for 2014/15 for the enlarged trust. As 
always, healthcare associated infection (HCAI) continues to be an important issue for the Trust and this 
report will include some site specific information to better enable actions for improvement and patient 
safety. The trust target remains ‘zero avoidable infections’. For reportable organisms, the threshold for the 
enlarged trust C.diff, toxin positive, attributable infections was 54, with an actual outcome of 58 cases. 
There were five MRSA bacteraemias against a target of zero. 
 
2.0  Description of infection control arrangements  
Deborah Sanders, director of nursing is director of infection prevention and control (DIPC) and chair of the 
infection prevention and control committee (IPCC). The IPC team is headed by the DIPC, who is a board 
member and activity is directed by the lead infection control doctor and microbiologist and by the deputy 
DIPC at the Royal Free and deputy DIPC at Barnet hospital and Chase Farm hospital who are the senior 
infection control nurses.  Following a consultation there is now a head of nursing for infection control 
responsible for all sites. 
 
The IPCC meets quarterly and has representation from across the trust. The consultant microbiologists with 
special interest in antimicrobial prescribing are members of the IPCC and the drugs and therapeutics 
committee and act as a link between the two. Within the trust committee structure the IPCC reports to the 
clinical performance committee and the patient safety committee and directly through the DIPC to the 
Board. The IPCC is reported to by the decontamination Committee and the fortnightly divisional leads IPC 
group and Clostridium difficile action group. 
 
The fortnightly meeting chaired by Dr Steve Shaw, divisional director of urgent care is held to review 
ongoing infection control data, infection control activity, activity to keep C.diff cases below threshold and 
current IPC issues. This is attended by the IPCT, divisional infection control clinical leads, divisional nurse 
directors and operational managers as well as allied healthcare professionals (AHPs). 
 
Monthly reports of infection control activity within each clinical division are recorded as part of the divisional 
clinical governance grid. 
 
2.1 Integration 
The IPCT integration plan is monitored at the IPCT. The plan has undergone revision with staff changes 
over the last year, but has robust activity and monitoring to deliver a harmonised team and service. This 
plan has also been evaluated and agreed by the CQRG. 
 
3.0  Infection Control Team Staffing  
 
Director of infection, prevention and control - D Sanders – director of nursing. 
 
The Consultation on the IPC nursing team will be completed in 2015, but the current established teams  
are: 
 

Royal Free Hospital Barnet and Chase Farm Hospitals 

Medical Staff 
Consultant microbiology  5 PA
 (infection control lead) 
Consultant microbiology  6.5 PA  
Virologist    1.5 PA 
 
Nursing Staff 
Interim Deputy DIPC    1 wte 
Clinical lead nurse   1 wte 
Clinical Nurse Specialist  1.8 wte 
- I wte funded by renal services 
Audit and Surveillance Nurse  1 wte 

Medical Staff 
Consultant microbiology  6.5 PA  
 
 
Nursing Staff 
 Deputy DIPC               1 wte 
Clinical lead nurse   1 wte 
Clinical Nurse Specialist  2 wte  
Hand hygiene coordinator  1 wte 
Device/OPAT nurse   1 wte  
PA                                     1 wte  
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Patient Liaison – IPC   1 wte  
IPC Practice Educator  2 wte  
 
Data administrator   1 wte 
funded by Microbiology 
 
Healthcare scientist    0.5 wte  
funded by Microbiology 

Data administrator   1 wte  
 

 
 
4.0  Healthcare associated Infections 
 
4.1  MRSA acquisitions 

 
New cases of MRSA are assessed as acquisitions if a positive screen or swab is identified more than 48 
hours after the patient’s admission. Acquisitions of MRSA identified as having occurred within the Trust are 
on average five per month which is a steady, low rate. There have been sporadic clusters of MRSA 
acquisitions, but no formal outbreaks. 
 
Since the beginning of 2009, the trust has commenced mandatory MRSA screening of elective admissions 
in line with Department of Health requirements. Compliance rates fluctuate around 95%. Non-elective 
admission mandatory screening has been compulsory since April 2011, with compliance fluctuating 
between 85-90%. The mandate is now is for high risk patient screening and reduced screening in groups 
such as out-patient and day cases 
 
Screening admissions helps to reduce MRSA acquisition by earlier identification, and management of 
colonised patients, as well as improving the accuracy with which the site of acquisition can be attributed. 
The IPCC agreed to maintain high screening schedule to ensure patient safety. 
 
 
4.2  MRSA and MSSA bacteraemia 
 
Figure 2 MRSA bacteraemia episodes at RFLNHSFT 
 

 
   
There were 5 attributable MRSA bacteraemias within the trust, the threshold remains zero.  There was one 
case at the Royal Free Hospital, one at Chase Farm hospital and three at Barnet hospital. A full post-
infection review (PIR) was conducted for each case, shared with external stakeholders including the health 
protection units and the CCGs. Learning from the PIRs has been used to inform practice improvements 
such as dedicated medical staff training in blood culture taking.  
 
MSSA bacteraemias have been reported as part of the national mandatory reporting scheme, although no 
targets for reduction have been set. There were 34 MSSA bacteraemias for 2014/15, although numbers 
fluctuated, cases across all sites were not on an increasing trend and learning from case investigations 
prompted care improvements, particularly in renal line site care. There has been tarrgeted action in high 
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risk areas such as renal services. For renal patients there is a screening and eradication programme for 
MSSA nasal carriage, which is regularly audited. A bundle approach to line care has been implemented 
and there is regular surveillance, feedback and teaching to all the satellite units.  
 
4.3  Clostridium difficile 
 
The threshold for the enlarged trust was 54 cases, which was breached by 4 cases . The Royal Free 
hospital had a 29% reduction on the number of cases in 2013/14 and was under threshold by 33%. 
 
Barnet hospital and Chase Farm hopsital were over threshold by 17 cases with a reduction of 11% at 
Barnet but an increase of 28% at Chase Farm.  . All cases were investigated and learning applied across 
the trust in revised antimicrobial policies and prescribing and safer practices including recognition and 
reporting of symptoms for timely sampling. 
 
Royal free London NHS Foundation Trust C.diff 2014/15 performance by site 

Trust site Apr 
14 

May 
14 

Jun14 Jul14 Aug 
14 

Sept 
14 

Oct 
14 

Nov 
14 

Dec 
14 

Jan 
15 

Feb 
15 

Mar 
15 

2014 
/15 

2013 
/14 

% 
change 

Barnet 2 2 2 1 3 4 4 1 0 4 1 0 24 27 -11.11% 

Chase 
Farm 

3 3 0 0 0 1 0 0 0 0 2 0 9 7 28.57% 

RF 
Hampstead 

2 1 2 3 2 4 1 2 1 3 4 0 25 35 -28.57% 

Total 7 6 4 4 5 9 5 3 1 7 7 0 58 69 -15.94% 

 
 

 
 
All cases under-go a root cause analysis (RCA) in order to determine any ‘lapse in care’, a category 
advised in the 2015/16 NHS England guidance which is being applied from April 2015 onwards. A report is 
provided to the Patient Safety Committee and Clinical Performance Committee, the commissioners at 
Clinical Quality Review Group and  Monitor.  The threshold for 2015/16 is 66, although the trust has set an 
internal target of 53. 
 
Root cause analysis of the 54 attributable cases in 2014/15 identified 17 cases where there had been a 
lapse in care, which were presented to the fortnightly Divisional Leads IPC group, the actions agreed and 
followed through and learning included into the trust C.diff action plan. Examples include: 
 

 Harmonisation of “antimicrobial stewardship committee” to enable harmonisation of AB policies 

 Re-education of staff in all areas at Barnet Hospital in C.diff patient management to enable closure of 
Palm Ward as the isolation ward and care for patients in their ‘home’ ward. 

 ‘Typing’ of all PCR and toxin positive C.diff samples to identify possible transmission between patients 
that may not be apparent in any other way. 



Paper 6.1 

 

 
Annual DIPC report – trust board July 2015 

6 

 Revision of cleaning strategies to harmonise all cleaning with dedicated sporicidal agents for all C.diff 
isolation rooms. 

 Education with IPC PEs on recognition of infectious diarrhoea, when to send samples and improving 
robust documentation. 
 

 
 

 
The trust commissioned an external review of C.diff processes and practices at Barnet hospital and 
Chase Farm hospital which took place in July 2014.  An external review had previously been 
performed at the Royal Free hospital.  The review did not identify any immediate or urgent 
improvements needed and the recommended improvement actions have been integrated into the 
trust action plan to ensure learning across the entire trust. 

 
4.4 Carbapenemase producing enterobacteriaceae (CPE) and other non-fermenting (NF) 

organisms. 
CPE and NFs have currently been identified at the Royal Free Hospital only, although a business 
case has just been approved to extend screening and management of possible patients with CPE 
and NFs at Barnet hospital and Chase Farm hospital. The table below identifies the cases at the 
Royal Free Hospital. There is an investigation into a possible transmission within critical care, but 
all other cases have been identified on patient admission and as single isolated cases. 
 

CPE: Carbapenemase Producing Enterobacteriaceae - first 
isolations 

 CPNF: Carbapenemase Producing Non-Fermenters - first 
isolations 

CPE  Last FYTD Q1 Q2 Q3 Q4* YTD CPNF  
Last 
FYTD Q1 Q2 Q3 Q4* YTD 

TASS 8 2 2 0 3 7 TASS 3 1 0 0 1 2 

SAS 0 0 0 0 0 0 SAS 0 1 1 0 1 3 

UC 0 1 2 0 1 4 UC 1 0 0 0 0 0 

GP 0 0 0 0 0 0  GP 1 0 0 0 0 0 

Total 8 3 4 0 4 11  Total 5 2 1 0 2 5 

Including Private 
Patients 4 0 1 0 0 1 

 Including Private 
Patients 3 2 1 0 0 3 

                

  
The DH guidance, or ‘Toolkit’ for management of CPEs recommendations are still being embedded, 
such as isolation for the period of screening, which impacts isolation facilities in general, particularly 
in renal dialysis services and the financial and time resources needed for the screening, education, 
care and follow-up of patients. This has been worked-through robustly, and the IPC team were 
asked to share learning and protocols for management of CPE patients within the Pan-London 
Renal services, accompanied by the PHE Microbiology Consultant, with good feedback. 
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5.0  Virology               Dr Dianne Irish, Consultant Virologist,  
 
 

 
 
Figure 1:  Virology IPC Activities from January 2010 to March 2015 
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Common respiratory viruses (Figures 2 & 3):  
 
From April 2014 to March 2015, there were 314 influenza infections – with 232 influenza A and 82 
influenza B infections, compared with the previous year (2013/14) when there were 154 influenza 
infections. Over the last year, there were 211 Influenza A infections and 72 influenza B infections 
at the Royal Free hospital.  At Barnet hospital and Chase Farm hospital there were 21 influenza A 
infections and 4 influenza B infections.  

The dominant circulating strain this winter season has been A (H3N2), with very low levels of 
influenza A (H1N1) pdm09. Influenza A levels started to decline in February with a concomitant 
rise in influenza B cases, so that by March, the majority of the influenza cases were type B. A 
decline in influenza B cases was not seen until April, with influenza cases being identified as late 
as May. Compared with previous winter seasons, 2014/2015 has recorded more influenza cases 
than the last four seasons 2010/11, 2011/12, 2012/13 and 2013/2014. In 2010/2011 and 2013/14, 
AH1N1pdm09 predominated whereas in 2011/12 and 2012/13 it was predominantly H3. Of note, 
the 2014/15 winter season also experienced large numbers of influenza B cases, with the 2012/13 
winter season being the only other season during the last five years with high numbers of influenza 
B cases. 

 
Healthcare worker vaccine influenza vaccine uptake for 2014/15 winter season at Royal Free 
London NHS Foundation Trust was 42.9%. This is similar to that recorded for 2013/14 for the 
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Royal Free. The WHO target for flu vaccination is 75%, but only two of the thirty seven trusts in 
London achieved this target.  The average uptake across all l the London Trusts was 43.2%. 
 
Rhinovirus infections predominated over the year 2014/15 with 379 infections recorded on the 

Royal Free site.  In addition, there were 98 RSV, 48 metapneumovirus, 76 adenovirus, 94 

parainfluenza, 98 coronavirus, 8 parechovirus and 74 enterovirus infections detected. 

 

A number of patients with viral respiratory infections including influenza were not isolated. There 
was a significant amount of contact tracing with prophylaxis given to high risk ward patients who 
had significant exposure to influenza infection. 
 

At Barnet hospital and Chase Farm hospital there were 2 RSV, 3 adenovirus, 4 parainfluenza, 6 

coronavirus and 2 enterovirus infections. RSV testing is also done on the BCF site but this data is 

not available. 

 
Figure 2:  Common Respiratory Viruses from April 2009 to March 2015 
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Figure 3:  Influenza activity at RFH from 2010 to the end of March 2015 
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Norovirus activity 
 
There were 100 norovirus infections over the 12 month period at the Royal Free hospital.  Most of 
these infections were identified in common variable immunodeficiency (CVID) patients who are 
chronically infected with norovirus. In the majority of cases, patients were already isolated by the 
time the laboratory had the positive results and phoned the relevant clinical teams.  There were no 
outbreaks recorded during the first three quarters of last year but during the last quarter there was 
an outbreak on 9 North in February with two confirmed cases.  The index patient was isolated in a 
side room on 9 North. The second positive patient was transferred to 6 South before the result was 
known.  A second case was subsequently identified on 6S two days later. No further cases were 
identified/ reported in patients or staff. 
 
 
Figure 3:  Number of Norovirus PCR Positive Stool Samples from April 2010 to March 2015 
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Measles and Varicella zoster virus infections 

There was 1 confirmed measles infection and 37 chickenpox or shingles infections identified at the 
Royal Free hospital and 1 case of chickenpox/shingles infection at Barnet hospital.  

Hepatitis C transmission 

A possible transmission of Hepatitis C following an ERCP was reported in March when a patient 
previously screened negative for Hepatitis C became Hepatitis C antibody and RNA positive. It was 
subsequently identified that the most probable source of transmission was an ERCP in November 
2014.  An SI investigation was undertaken with all actions discussed with and agreed by the HPA. 
Sequencing and phylogenetic analysis were performed by PHE Colindale as well as in-house 
(RFH). 

The PHE Hepatitis Advisory Committee proposed a look back investigation of the subsequent 5 
patients treated in the room after the index case. Screening of these patients did not identify any 
further cases. The patient has been fully briefed about the investigation and his management 
including treatment plan. It has not been possible to identify the precise route of transmission, but 
possible routes have been identified and investigated, with robust actions implemented to prevent 
recurrence 

 
6.0 Surgical site infection surveillance   
 
One three-month module of orthopaedic surgical site infection surveillance per year is required 
under the mandatory surveillance scheme.. Regular meetings have been incorporated within the 
orthopaedic specialty group audit programme to feedback and discuss results of surveillance.  
 
The most recently compiled results from the HPU are attached.   A rise in the final quarter of 
orthopaedic SSI infections at Barnet hospital and Chase Farm hospital has been notified to the 
trust and is being reviewed. 
 

Data from HPA 
(PHE) 

RFH  
(% infected).  
Last 4 
quarters data. 

RFH  
(% infected).  
2013/14 data. 

BH & CFH  
(% infected).  
Last 4 
quarters data. 

BCFH  
(% 
infected).  
2013/14 
data. 

All hospitals 
(% infected) 
Avg for last 5 
years 

Total hip 
replacement 

0.0 0.6 1.4 1.0 1.2 

Knee Replacement 0.5 0.8 0.0 1.1 1.7 

Hip hemiarthroplasty 0.0 0.0 N/A N/A 3.8 

Hemicolectomies 10.5 - N/A N/A 12.4 

 
In addition, over the period of the report, the IPCT have performed surveillance of hepatectomy, 
pancreatectomy and cholecystectomy infections and liver transplants at the Royal Free hospital, 
with results fed back to directorates. 
 
Cholecystectomies 
The Royal Free hospital had a high rate of cholecystectomy surgical site infections against national 
average reported in the last annual report. However, the rates have now decreased and remained 
low, enabling surveillance to cease and focus on further categories of infections.  
 
Endovascular aneurism 
Concern was raised over perceived infections for EVARs, but surveillance over the year has 
identified over 100 operations, with no infections. 
 
Above and below knee amputations 
From 52 operations, 2 infections were identified; this was fed back to the orthopaedic surgeons for 
review of the cases and patient management. 
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Liver transplant  
From 77 operations1 infection was identified. 
 
7.0  Outbreaks and incidents 
 
7.1 Outbreaks 
 
There had been an outbreak at the Royal Free hospital of multi drug resistant Acinetobacter on 7 
West and 7 North, involving 13 patients. The Health Protection Unit and Public Health England 
were informed and collaborated in the measures to eradicate it.  7 West was closed for 2 months. 
Full IPC measures were put in place for improvement. Unfortunately a further 8 cases were 
identified in March2015. The patients were subsequently temporarily transferred to a new location 
to enable complete strip of surfaces and equipment, re-furbish and deep clean. There have been 
no further cases. 
 
There have been sporadic cases of VRE identified in 10 East and ITU at the Royal Free hospital. 
Full screening and enhanced cleaning have been employed to reduce the environmental burden. 
Fewer sporadic patients with colonisation have been identified subsequently, but no infections. The 
critical care area in Barnet Hospital has also completed extensive cleaning and ‘fogging’ with 
hydrogen peroxide vapour as environmental contamination control for reported VRE cases. 
 
There have been sporadic ‘periods of increased incidence (PII) of C.diff cases, all ‘lapses in care’ 
identified at RCA and monitored via the divisional leads C.diff group. There was a larger cluster on 
Damson Ward, although the ‘typing’ for each patient was different, this still incurred enhanced IPC 
precautions to address any environmental source from preceding patients over the past months. 
 
Norovirus was identified in four wards across the trust. IPC measures were instituted to 
successfully conclude the outbreaks. These were reported to the HPA and management discussed 
for agreement of actions. 
 
SUI:     
Hepatitis C transmission. 
Please see Virology report 
 
Follow-up of deaths related to MRSA and CDI. 
A formal process for the review of cases where MRSA or CDI has been included as a cause of 
death has been established. This process involves the trust’s risk management system and links to 
the root cause analysis process.  
 
One patient at Barnet died in August 2014 with concurrent C.diff infection. This patient case was 
taken through the SI process, with outcomes around antimicrobial management included in the 
development of the revised drug chart and trust C.diff action plan. 
 
8.0  Ebola 
 
The IPCT trained over 700 staff in the front-line management of patients presenting with Ebola, or 
suspected Ebola patients. This included: 

- identifying appropriate isolation space 
- sourcing and ordering PPE and accessories 
- training staff to don and doff  PPE 
- draft policy 
- facilitate mask/respirator ‘fit testing’ and training of staff to test others 
- advise staff within the trust on Ebola management (outside of the HLIU) 
- provision of IPCT advice to HLIU 

 
9.0  Education 
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Members of the IPCT continue to provide mandatory infection prevention and control training for 
induction and annual updates for all staff. In addition, ad hoc training is performed in clinical areas 
depending on local needs. An integrated training programme and e-learning package has been 
developed. 
 
9.1  Practice educators 
On the RFH site, the IPC practice educators continue ward based teaching and skill competence 
assessments as part of their daily role. Part of the integration plan is to recruit PEs to cover all 
sites. 
 
9.2  Foundation Year (FY) doctors 
An infection control audit, related to the ‘Saving Lives’ high impact interventions is included again 
in the FY audit programme. Selected audits were presented to the infection prevention and control 
committee. This appears to be a popular and useful method of engaging trainee doctors in 
infection control as it was last year. 
 
10.0  Audit and Surveillance  
The list of surveillance and clinical audit topics is included as appendix 2. This formed the basis of 
the surveillance and audit programme for 2014/15. All new versions of infection prevention and 
control policies include a monitoring tool. 
 
11.0  Infection prevention and control policies 
The IPC policies completed for this year include: 

- Blood and body fluid exposure incidents  
- Severe acute respiratory infections 
- Standard precautions and protective equipment 
- tetanus management 
- disease classification. 
- Disinfection 
 

All policies are undergoing harmonisation across all sites.  A schedule of policy revision will ensure 
harmonisation and ratification for future policy development. 
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12.0  Antibiotic stewardship           I Balakrishnan/ M Lanzman 
 

New Issues  Concerns Action  Respons-
ibility 

Due Date 

Itemise priority issues to report 

 
1. Surgical Antibiotic 

Prophylaxis Policy 
at RFH reviewed.  

 
 
 
2. New Consultant 

Appointment 
 
3. Harmonisation of 

antibiotic policies                                
between RFH, BH 
and CFH  

 
 
4. Temocillin at BH  
 
 
5. Fosfomycin 

capsules 
 
 
6. Oral pristinamycin 
 
 
7. Neutropenic Sepsis 

Policies 
 
8. Education 

 
 

 
Shift away from co-amoxiclav to gentamicin and metronidazole with additional teicoplanin in 
vascular and orthopaedic surgery. Exceptions include herniorrhaphy prophylaxis, which will 
continue to use co-amoxiclav unless B-lactam allergy. Plastic and reconstructive surgery policy also 
reviewed – usual prophylaxis remains co-amoxiclav but this will usually be for a single pre-operative 
dose only. The main exception is prosthetic breast surgery, where prophylaxis will continue for 24h. 
 
Dr Emmanuel Wey was appointed to replace Prof Kibbler. His Job Plan includes antimicrobial 
stewardship for Haematology and HPB, as well as antifungal stewardship. 
 
Harmonisation of antibiotic policies between BH, CFH and RFH has begun.  Planned derestriction 
of Co-amoxiclav at BH and CFH. The 1st Joint Antimicrobial Stewardship Committee meeting was 
held on 9th April 2015. Two policies were addressed –Prophylaxis for Urological Procedures and 
prophylaxis for herniorrhaphy. Formal approval from the Drugs and Therapeutics Committee is 
expected on 8th May 2015. 

 
Temocillin was approved for use as 2nd line treatment in urosepsis at BH in November 2014. 
Susceptibility testing has recently begun at BH. 
 
Fosfomycin capsules were approved by DTC & TOB for salvage therapy of bone and joint, vascular 
and organ space infection at the April meeting.  
 
Pristinamycin was approved by the Joint Formulary Committee in March 2015 for prosthetic joint 
infection. Awaiting TOB approval. 
 
In light of recent NICE guidance, oncology and haematology have replaced meropenem with 
piperacillin/tazobactam for empiric treatment. 
 
Several education sessions are already in place across the Trust. New sessions have recently been 
started on ITU at RFH.  At Barnet monthly antibiotic prescribing sessions take place at the doctors’ 
corporate induction. The antibiotic e-learning module is also available for doctors, nurses & 
pharmacists. 

  
Launched 
Aug 2014 
 
 
 
 
Commenced  
20/04/2015 
. 
Work in 
progress  
 
 
 
 
Approved 
Nov 2014 
 
Approved 
April 2015 
 
Approved 
March 2015 
 
Completed 
 
 
On-going 
teaching 
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9. OPAT/Vascular 
Access development 
 

 
Meetings with service redesign to determine future of OPAT / Vascular Access at BCF 

 
On going 

CQC compliance evidence 

Quinolone and 
cephalosporin 
prescribing in primary 
care 
 

Antibiotic policies for CCG’s in Barnet, Camden and East/North Herts have been reviewed to 
reduce these prescriptions. This will mean increased prescription of pivmecillinam and fosfomycin. 

 Completed 
May 2015 

Risk assessment review 

See relevant section for RCA’s surrounding C. difficile 
 

Incident reporting 

Penicillin Allergy All incidents have been reviewed. A Datix system is in place, and clinicians associated with such 
incidents are immediately contacted for further discussion. 
 

 Ongoing 
review 
process 

Monitoring and Audit 

Royal Free Hospital 
1. Antibiotic 

stewardship 
rounds 

 
2. Aminoglycoside 

stickers 
 
3. Point Prevalence 

Survey Report  
 
 
 
4. Start Smart Then 

Focus 
 

 
Antibiotic stewardship rounds continue. MAU rounds at RFH have recently re-commenced. Other 
wards currently covered at RFH are Renal Unit, HSEP, 9W, 7W, 7N, 7EA, 7EB, Stroke Unit and 
6N. ITU is covered daily on the Microbiology ward round. 
 
Following review of audit data, aminoglycoside prescribing stickers at RFH were modified to 
facilitate dosing and monitoring.  
 
The prevalence of antimicrobial use at RFH in the January 2015 PPS was 40.2%. This represents 
an improvement from 47.1% in the July 2014 survey. A new prescription chart has been agreed by 
the Drugs and Therapeutics Committee – it contains a dedicated section for antibiotics which is 
specifically designed to prompt review.  
 
A new prescription chart has been agreed by the Drugs and Therapeutics Committee – it contains a 
dedicated section for antibiotics which is specifically designed to prompt review. 
 

  
Ongoing 
 
 
 
Completed 
 
 
Further 
audits on-
going 
 
 
Trust wide 
launch 
expected 
around July-
August 2015 
 



Paper 6.1 

 

 
Annual DIPC report – trust board July 2015 

15 

Barnet & Chase Farm 
Hospitals 

1. Point prevalence 
study 

 
 
 
2. Surgical Prophylaxis 
 
 
 
3. Meropenem 

prescribing audit 
 
 
4. Antibiotic 

Stewardship Ward 
round 

 
5. Quality 

Improvement 
Projects 

 
 
This study was conducted in September 2014. The audit showed 36% and 15% of patients were on 
antibiotics at Barnet hospital & Chase Farm hospital respectively. Usage remains the same at 
Barnet and has halved for Chase Farm when compared to the 2013 audit. 
 
The Surgical prophylaxis audit took place in October 2014 and has demonstrated  
that overall compliance pre-operatively at BCF was 79% and 68% post-operatively. 
 
Meropenem prescribing audit was completed in November 2014, the results were reassuring 
indicating that 84% of prescriptions were as per guideline or advised by Microbiology. 
 
Multi-disciplinary ward rounds continue to take place on surgical & medical wards on rotating basis 
at Barnet hospital & Chase Farm hospital. Weekly Haematology & C.difficile ward rounds take 
place and daily ITU ward rounds.  
 
An on-going multidisciplinary quality improvement project led by Junior Doctors is in place to 
improve the documentation of indications & durations on drug charts. Several interventions have 
been put in place with continuous amendments, auditing and feedback. 
 

  
 
Completed 
September 
2014 
 
 
 
Completed 
October 
2014 
 
Completed 
November 
2014 
 
On-going 
 
 
 
On-going 
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 13.0 Facilities  
 

 

New Issues  Concerns Action  Responsibility Due 
Date 

Itemise priority issues to report/discuss at DIPC  

 
1. Infection Control training 

 

2. Legionella - Two cloth sink cleaning 

process 

 
 

3. PLACE annual self-assessment 

 

 

 

4. Sharpsmart has been implemented on 

site 

 

 Infection control has completed training for all facilities staff this 
includes domestic, patient environment, porters and OCS catering 
staff.  
 

 The housekeepers have received training in the new programme 
L8guard for flushing for legionella. 
Training for domestic staff have been completed for the two cloth 
sink cleaning process and we will continue to do refresher training on 
this process 

 PLACE annual self-assessment has been completed across all sites 
Royal Free, Barnet and Chase Farm hospitals. The HSCIC have 
stated the results will be published in end of August2015 

 
 

 Sharp smart is a safer cleaner system for disposing of sharps waste 
on wards and departments. It is also more environmentally friendly 
as the bins are reusable and not incinerated.  Since implementing 
the sharpsmart system needle stick injuries have reduced on site. 

 

  

CQC compliance evidence 

 Outcome 5  

 outcome 10 

 

   

Risk assessment review 
 

 Review risk assessments  
 CoSHH risk assessments to update on the new trust template these risk 

assessments are all in date. 

 At present completing the fire risk assessments across the department 
with trust staff and contractors date for completion is 31st October 2015 
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Incident reporting 
  

 
  

Monitoring and Audit    

- The consolidated score for the National 
Standards of Cleaning for the Royal Free 
Hampstead site 

The scores are listed in risk categories as in the National Standards for 
Cleaning  

 Very high risk target score is 98% -  1st  audit check reached 96% 2nd 
audit check with rectifications reached target of 98% 

 High risk target scores is 95%  - 1st audit check reached the target of 
95%  as required  

 Significant risk target required 87%   - 1st audit check reached the 
target of 91%  

 
There are some wards/departments that are not reaching targets scores for 
1st audit checks. Our action is to review with the Matrons at the Royal Free 
hospital for the auditing process and introduce an escalation plan for wards 
and departments that are consistently not meeting national standards on the 
1st audit check without rectifications.  
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14.0 Estates  

 
 

New Issues  Concerns Action  Responsibilit
y 

Due 
Date 

Itemise priority issues to report/discuss at IPCC  

 
1. None 

 

 

N/A   

CQC compliance evidence 

Individual folders 
 

Water Safety compliance evidence kept in files on S: Drive. Details of 
any other day to day IC issues occurring, kept in local files. 

  

Risk assessment review 

Augmented care RA  
 

Existing RA reviewed in January and still deemed applicable for the 
Barnet site. 

  

Incident reporting 

No IC related Incidents to report  
N/A 

  

Monitoring and Audit    

Water Sampling and Audit. Routine Water Sampling continues to confirm no systemic problems 
with regard to the water system but isolated legionella positives on 
outlets which are cleared by point chlorination and a limited number of 
persistent pseudomonas positives which are resistant to usual control 
methods and currently have point of use filtration installed. These are 
in augmented care areas. Internal audit carried out Jan 15, identified 
some shortfalls in the contractor management system that are now 
being dealt with. 
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15.0 Divisional reports 
 
Infection Prevention and Control Committee – Urgent Care Division   Annual report 2014/15 

New Issues  Concerns/  Action  Responsibility Due 
Date 

Itemise priority issues to report/discuss at IPCC 

 CDT attributable cases 

 MRSA Bacteraemia 

 Norovirus outbreak 

 Compliance with HH/Bare 
below elbows 

 VRE and MRSA Barnet 
ICU  

 

 Ebola Training ICU  

29 CDT attributable cases within UC for the year with Q1 (9) and Q4 (9) the highest 
number of cases 
 
2 MRSA bacteraemia, both occurred in Q3 (one at BH one at CF).  
 
5. All of ICU North and South at Barnet has been VHP fogged. PID submitted for 
Sluice expansion on South. All other actions completed. 
6   In response to Ebola patients 70 RN trained to help and support a critically 
unwell patient in the Tent.  

  

CQC compliance evidence 

Unannounced CQC visit critical of 
IPC practices on Olive ward 

Olive ward action plan in place.  External facilitator also working with ward to 
improve team work and communication. 

  

Risk assessment review 

CDT cases above trust trajectory 
 
 
 
 
MRSA bacteraemia 

Matron hygiene checks 
Hand hygiene compliance 
Environmental audits 
Timely sampling/rapid isolation of symptomatic patient 
Antibiotic prescribing  
     Both cases were attributable but unavoidable. Both patients were complex and  
     had mental health issues. The trust are working with the MH service to  
    understand how to improve the management of  this type of patient and reduce 
     the risks 

  

Incident reporting 

Extended Noro Virus outbreak on 
Napier ward at the end of Q4, 
Current bed capacity and layout of 
beds on Napier ward potentially 
contributed and exacerbated the 
Noro Virus outbreak 

Entered onto risk register 
Standard Infection control procedures in line with Trust policy 
Hand hygiene and bare below the elbows 
Storage of walking aids and therapy equipment in end bay 
Use of isolation facilities for patients with D&V 
Screening of symptomatic patients 
Options appraisal developed by the Hospital director to increase space between the 
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beds. 

Monitoring and Audit 

Overall compliance of hand 
hygiene/BBE 

Generally nursing staff are compliant 
Hand Hygiene and BBE compliance of visiting staff remains a challenge. Matrons 
and ward managers work with junior staff to support them in challenging visiting 
staff to comply. Matron’s role model by example. 

  

 

Infection Prevention and Control Committee – Transplant and Specialist Services Division  Annual report 2014/15 

 

New Issues  Concerns/  Action  Responsibility Due 
Date 

Itemise priority issues to report/discuss at IPCC 

1. CDT attributable cases 
 

2. MRSA Bacteraemia 
 

3. Hepatitis C incident 
Endoscopy unit 

 
4. Ebola refresher surge training 

& PPE Kit 
 

5. Fit Mask testing  
 

6. Standisation of central line 
care across Trust  

 
7.  Environmental cleaning for 

nursing staff  

10 CDT attributable cases within TASS this year. These cases are a combination of 
avoidable cases and delays in samples being sent.  
1 MRSA bacteraemia learning from this was communication between medical and 
nursing staff in management of central lines as well as clear documentation of 
ongoing care of CVCs.  

SI carried out and all actions completed  
 
Developed for National Planning in response to lessons learnt locally and 
internationally covering PPE, workforce, infrastructure, waste management and 
governance   National training video developed with NHS and Public Health 
England 
 
75% of the division clinical staff are fit tested.  
Reinforcing aseptic technique, the ongoing care of all lines and documentation.  
 
Refreshing all clinical staff on their roles and responsibilities for cleaning clinical 
equipment and providing education around the 49 elements of cleaning.  

 April 
2015 
 
 
 
June 
2015 
 
Octob
er 
2014 
April 
2015 
 
 
 
 

CQC compliance evidence 

Mock CQC inspections. 
 
 
Develop robust auditing 
programme which includes quality 

To ensure compliance to Health and Social Care Act 2008 this is being carried out 
across the division.  
 
Review the currently collected IC audit documentation for effectiveness in current 
settings throughout the division.   

 July 
2015 
 
March 
2015 
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assurance.  
Risk assessment review 

CDT cases above trust trajectory 
 
 
 
 
MRSA bacteraemia 
 
 
 
Hep C incident  

Matron hygiene checks 
Hand hygiene compliance 
Environmental audits 
Timely sampling/rapid isolation of symptomatic patient 
Antibiotic prescribing  
Line care  
Documentation 
Effective communication between medical and nursing staff on line management  
All procedures within endoscopy reviewed and risk assessed.   

  

Incident reporting 

Hepatitis C  Endoscopy Incident Hep C exposure incident completed and action plan 
completed. Patient aware of situation and involved in investigation. PHE 
involved in investigation. 

  

Monitoring and Audit 

Overall compliance of hand 
hygiene/BBE 

Good compliance to hand hygiene throughout the division which is reflected in the 
weekly and monthly audits. HII audits completed by each ward with good 
compliance When there are failures these are auctioned immediately but the ward 
managers.  Matrons and ward managers work with junior staff to support them in 

challenging visiting staff to comply. Matron’s role model by example. Environmental 

cleaning audits across the division are above 96% where there have been shortfalls 
for example in nursing cleaning of clinical equipment education and teaching of 
roles and responsibilities and the process of cleaning have been provided and 
assessed.  

 April 
2015  

 
 
 
 
 
 
 
 
 
Infection Prevention and Control Committee – Women and children’s care division   Annual report 2014/15 
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New Issues  Concerns Action  Respons 
ibility 

Due 
Date 

Itemise priority issues to report/discuss at IPCC 

Gynaecology 
Barnet site 
Leakage from radiology processing fluid into bay 2 toilet 
Royal Free site - Nothing to report 
 
Paediatrics and Neonates 
Barnet site 
Sewage coming up into bathroom of cubicle 21 on 
Galaxy 
Royal Free site 
Poor decorative state of 6 North impedes effective 
cleaning due to peeling paint on walls, and damaged 
door frames 
 
Maternity 
Barnet Site 
There have been several leaks onto Victoria ward 
Kitchen area and Delivery Suite Theatres. These were 
well handled by staff  
Royal Free Site 
Leaks on Labour Ward and Day Assessment unit at 
RFH.  These were well handled by staff  
 
 

 
 

Leak was identified and rectified. There is still some further work 
that is required. 

 
 

 
Remedial works completed to address issue of poor plumbing 
design during bathroom redesign. Issue now resolved 
 
Plan in place for interim remedial works to address serious issues, 
until the ward can undergo full refurbishment 

 
 
Estates 
 
 
 
 
Estates 
 
 
Estates 
 
 
 
 
Estates 
 
 
 
 
 
Estates 

 
 
 
 

 

 

CQC compliance evidence 

Benchmarking process being undertaken.  
 

   

Risk assessment review 

There are no new risk assessments relating to infection 
control for the division 
 

   

Incident reporting 

Gynaecology 
Barnet 
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There have been no outbreaks.  
One incident of a doctor in GOPD with chicken pox. All 
patients traced. 
Royal Free - Nothing to report 
 
Paediatrics and Neonates 
Barnet 
MRSA acquisitions x2 on Neonatal Unit (Starlight)  
 
 
 
C-Diff colonised patient admitted to bay on Galaxy. 
Patient known to be colonised with clostridium difficile 
prior to admission and clinical signs & symptoms not 
consistent with CDAD 
 
 
 
 
 
 
 
RFH 
Baby transferred from the Whittington Hospital to 
Neonatal Unit (6 West B). Positive MRSA swabs on 
admission, had been negative at Whittington 
 
 
Maternity 
Barnet 
There was one case of MRSA Bacteraemia in the 
Maternity Areas. This was identified upon readmission to 
Victoria Ward at Barnet March 2015. This was assigned 
as community acquired. A look back was undertaken 
and some minor learning points were identified. These 
did not impact on care. 
 

 
 
 
 
 
 
 
RCA’s were completed, there was a gap of several weeks 
between the acquisitions and the strains were found to be 
different. There were no cases of cross transmission 
 
RCA completed. While there was no evidence of lapses in care 
that contributed to this patient acquiring CDAD there were some 
practice points that were highlighted that could be improved 
upon:1) Document antibiotic indication and review date on drug 
chart 2) document positive result in medical notes 3) concerns 
raised from patients regarding hand hygiene 
Actions: Feedback to medical team (junior and senior); Ward 
leader/medical team to observe hand hygiene compliance for 4 
weeks & results to be forwarded to Hand hygiene coordinator.  
No evidence of cross transmission         
 
 
RCA completed. No source identified. Query mother was 
colonised. No evidence of cross transmission. 
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One case of peripartum Invasive group A Streptococous 
was identified on the Barnet site. No root cause or gaps 
in care were identified. A spot check of the cleaning 
standards in the Barnet Labour Ward was undertaken by 
the infection control team and standards were found to 
be exceptionally high. 
RFH and Barnet  
Several cases of Influenza A were identified across both 
sites over the winter period with some requiring ITU 
admission. In all cases there was no evidence of spread 
of infection within the service. Promotion of vaccination 
to staff and pregnant women continues but remains a 
challenge.  
Seasonal Chickenpox remains a challenge within 
maternity areas. Contact tracing has taken place for all 
cases and there was no evidence of spread of infection 
within the service.  
 

Monitoring and Audit 

The Division record and report the infection control 
audits as part of the Matrons reporting. Any issues gap 
are addressed locally by the matrons. 
 

   

 
 
 
 
 
 
 
 
 
 
 
 
Infection Prevention and Control Committee – Private Practice Division   Annual report 2014/15 
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New Issues  Concerns/  Action  Responsibility Due 
Date 

Itemise priority issues to report/discuss at IPCC 

The key priority issues for private 
practice in 2014/2015 have been 
in relation to our patients referred 
from overseas 
 

 The management of patients 
who are at high risk of being 
admitted with Carbapenemase. 

 Ensuring appropriate risk 
assessment is in place in 
relation to Ebola and the 
outbreak overseas. 

 The increased number of 
patients within the dialysis unit 
on surveillance increases the 
risk of a virology incident. 

 

 
 
 
 
Appropriate screening and risk assessments in relation to Carbapenemase has 
been put in place. 
 
 
Risk assessments in relation to Ebola have been put in place in relation to overseas 
referrals for appropriate areas. 
 
 
 
Following three virology breeches the process for checking prior to connecting a 
patient to the machine has been changed. This has had a positive impact with no 
further breeches as a result. 
 

 April 
2015 
 
 
 
June 
2015 
 
Octob
er 
2014 
April 
2015 
 
 
 
 

CQC compliance evidence 

ie. exemplar projects, completed 
action programmes. 
 

The private practice unit has just commenced its self-assessment in line with the 
new standards. Date to be presented to the board to be agreed. 

  

Risk assessment review 

ie, RCA’s for C.diff/MRSA 
Fit test compliance (HSE 
requirement) 
 
 

There has been three RCA for C.diff. key learning points shared across private 
practice have been: 

 Improving documentation on the stool chart 

 Prioritising taking a sample once diarrhoea starts 

 When the patient states diarrhoea is normal for them but other risk factors to 
seek advice early from infection control. 

 
There has been one RCA for CPO key learning points shared across private 
practice have been: 

 A change in practice regarding catering staff entering the rooms of patients 
who are in isolation. 
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 Change in practice in relation to which patients are screened on admission. 

 Training for all staff in relation to screening 
 
Fit Testing – levels of staff trained at the end of March 2015 
 

Clinical Area Percentage of staff trained 

12 North 80% 

12 West 52% 

12 South 47% 

12 East B 50% 

POTS 67% 

 
There is improvement on our position in January 2015 and training continues to 
improve compliance 

Incident reporting 

ie, Summary of incidents, 
outbreaks and associated 
learning. 

   

Monitoring and Audit 

ie. 
- Hand hygiene – ward/department 

red RAG concerns, average 
compliance and actions for 
improvement.  

- Clinical (HII) audits – 
ward/department red RAG 
concerns, average compliance 
and actions for improvement. 

- Cleaning scores -  
ward/department red RAG 
concerns, escalation, 
rectification, Nurse/Matron 
attendance. 

Hand Hygiene Audits have been maintained monthly and over the course of the 
year the area with concern was 12 west where their audit results fell to 80% and 
85%. Poor compliance was observed on a ward visit and during this time there was 
additional training including housekeeping staff. No further concerns and the audit 
results have been above 90%. 
 
Clinical (HII): 
 
Cleaning Scores: across the unit the lowest has been 91% for 12 East B additional 
cleaning was implemented by the housekeeping staff. Cleaning audits are 
undertaken with the Senior Sisters Band 7 
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Infection Prevention and Control Committee – SASS  Division Annual report 2014/15 
 
From July 2014, in the new Royal Free London NHS Foundation Trust, the Surgery and 
Associated Specialities (SAS) Division grew significantly to encompass surgical wards and 
departments across four main hospital sites, Royal Free, Barnet, Chase Farm and Edgware. 
 
The opportunity to work with new colleagues in an enlarged organisation has been a rewarding 
experience for all and a number of our directorates are part of Wave 1 integration projects looking 
at aligning patient pathways to maximise clinical efficiencies and to enhance the patient 
experience. 
 
The division is made up of 6 directorates and has 7 matrons 
Directorate Ward Speciality Matron 

 
General, emergency 
surgery, colorectal and 
vascular 

 

7 West 
Cedar 
Damson 
Wellington 

General Surgery, vascular 
and 
colorectal 

 

L. Mattin 
L. Wessel 
P. Roberts 

 
Trauma & Orthopaedics 7 East a 

7 East b 
Beech 
Canterbury 

Orthopaedics & Trauma 
Elective orthopaedics 

 

L. Wessel 
P. Roberts 
C. Binch to start 
June 2015 

ENT & audiology; Maxfac 
& orthodontics; 

Ophthalmology 

 

Mann Unit 
Cedar 
Maxfac clinic 
ENT Clinic 
Wellington 

Ophthalmology Day Unit 

 
C. Binch to start 
June 2015 

 

Plastics surgery & breast Clinic 147 north 
MVH 
Breast Units 

 

Plastic & reconstruction 
OPD 
Plastic surgery 
Plastic & reconstruction 
Gynaecology beds on 7 
North 

L. Mattin 

 

Therapy services and 
pain management 

Lower ground 
floor 
12 East a 
Podiatry OP 

  

Anaesthetics, theatres & 
ambulatory care 

 

RF Hospital 
Barnet Hospital 
CF Hospital 
Edgware Hospital 

Main theatres & recovery 
Day surgery unit 
Surgical admissions 
Pre-operative assessment 

K.Harries 
E. Harrisberg 
S. Rudrum 

 

 
General, emergency surgery, colorectal and vascular 
This directorate is made up of 4 wards encompassing, emergency and planned surgery. 

Trauma and orthopaedics 
The elective orthopaedic wards on 7 east b and Canterbury ward have an admission 
criteria that all patients are screened and confirmed as clear from MRSA before admission 
to this area. This reduces the risks associated with MRSA infections in major joint and deep 
tissues following orthopaedic surgery. The pre-operative screening and cohorting of MRSA 
free patients, enhances the patients experience by reducing length of stay and risks 
associated with orthopaedic surgery. 

Plastic surgery and breast 
This directorate is made up of 1in-patient 32 bedded ward accommodating patients undergoing 
plastic and reconstructive surgery. In 2012/3 the plastic surgery beds were reduced and ward now 
accommodates 8 gynaecology beds and 4 general surgery. Patients are received from A&E, GP 
referrals and other NHS Trust’s within a large geographical catchment area. We are the regional 
centre for hand trauma. 
Anaesthetics, theatres and ambulatory care 
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This directorate is made up of the following: 
 
Royal Free hospital, 16 theatre suites and 2 recovery areas on level 3 and 3 theatres and 3 
recovery bays on level 1 plus a Day Surgical unit on Level 3 and Pre-Operative assessment areas 
on the first floor. The operating department is undergoing continued refurbishment and four 
theatres will be closed for 6 weeks during the summer for maintenance and further refurbishment. 
Barnet hospital: 5 emergency theatre suites and 1 recovery area on the 3rd floor and a purpose 
built day surgery unit on the ground floor with 3 theatres. This area is currently being used as 
additional capacity for inpatients. 
Chase Farm hospital: 5 theatre suites for elective surgery and a stand-alone surgicentre unit within 
the grounds for day case operating. There is pre-assessment on both the Barnet and the Chase 
Farm sites. The sterile services department is located within the estates directorate. 
 
Therapy services and pain management There are no inpatient areas within this directorate. 
 
ENT and audiology; Maxfilliofacial and orthodontics; Ophthalmology 
Ophthalmology out-patient and surgical facilities are provided at the Royal Free, Barnet, Edgware 
and Whittington sites. ENT and Maxillofacial inpatient surgical facilities are provided on Cedar ward 
and Wellington ward. Following some concerns regarding endopthalmitis in March 2014, Barnet 
day surgery unit is no longer being used for ophthalmology. During the past year the Infection 
Control Team have visited all ophthalmology services at Barnet hospital, Edgware Community 
hospital and Royal Free hospital. Changes have been implemented regarding prepping patients 
prior to surgery and other invasive procedures with practice now standardised across the service. 
 
Collective Indicator scores for division of surgery and associated services 

INDICATOR Q1 14/15 Q2 14/15 Q3 14/15 Q4 14/15 

Number of MRSA acquisitions 0 3 3 0 

Number of patients with MRSA bacteraemia 0 0 1 0 

Number of patients CDT positive  1 7 1 2 

% National Standards 
Cleanliness Audit 
(avg % compliance 

Very high risk 
 
High risk 
 
Significant risk 

>95% 2nd 

check 
>95% 2nd 

check 
>95% 2nd 

check 
>95% 2nd 

check 

>95% 2nd 

check 
>95% 2nd 

check 
>95% 2nd 

check 
>95% 2nd 

check 

>95% 2nd 

check 
>95% 2nd 

check 
>95% 2nd 

check 
>95% 2nd 

check 
 

MRSA acquisitions 
During 2014-15 six patients were colonised with MRSA while an inpatient. The breakdown is four 
vascular patients, one orthopaedic patient and one plastics patient. 
 
MRSA bacteramia 
During 2014-15 one orthopaedic patient acquired a MRSA bacteraemia in December 2014. 
 
Clostridium difficle 
During 2014-15 eleven patients acquired C.diff. The break down is six GI and colorectal patients, 
three general surgery patients and two plastics patients. The most significant cluster of patients 
was on Damson ward in quarter 2. All appropriate special measures were put in place with 
increased monitoring of infection 
control practice through teaching and audit and also attention to the ward environment. Work is 
currently being undertaken in plastic surgery in relation to antibiotic prescribing. 
 
Acinetobacter 
A cluster of cases were identified in quarter 4 associated with 7 West and Podiatry outpatients. 
Screening on admission and discharge commenced on 9 march 2015 and 8 cases have been 
identified. Patients with a positive screen have been isolated and deep cleaning undertaken as 
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required. The plan is to decant ward 7 West when 6 East becomes available to enable a terminal 
deep clean of the environment and refurbishment. 
 
Patient environment 
Throughout 2014-15 the cleaning scores for the wards and department score greater than 95% on 
second checking. Where issues are identified on first check they are addressed at the time.
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16.00    Decontamination    

 
2014/15 Infection Control Committee Decontamination Compliance Report 

  

New Issues  Concerns Action  Responsibility Due Date 

Itemise priority issues to report/discuss at IPCC  

1. 
Decontamination 
Management 
Structure 
 
 
2. Flexible 
Endoscope 
Decontamination 
 
 
 
 
 
 
 
 
 
3. Outpatients 
Nasendoscope 
Decontamination 
 
 
 
 
4. Sterile Service 
Department 
 
 
 

Royal Free hospital  
Currently in place accordingly.  Structure in the process of review by the Director of Capital 
and Estates as part of the new management structures for the Capital and Estates 
Directorate within the Trust. 
 
Flexible endoscope decontamination for the site is compliant and under continuousl review 
and monitoring to the following recommendations and   
requirements: 
Health and Social Care Act Codes of Practice, Choice Framework for Local Policy and 
Procedures (CFPP) 01-06, British Society of  Gastroenterology (BSG) Decontamination 
Guidance, Joint Advisory Group (JAG). 
 
There are no written documented procedures in accordance with the requirements of ISO 
13485 2012: Medical Devices, Quality management system requirements.  This to be 
managed by the Trusts Decontamination Committee. 
 
A compliant manual decontamination system is in place and tracked using a manual 
tracking and traceability system.  The trust decontamination committee via the head of 
decontamination for the Barnet and Chase Farm Hospital sites is reviewing the continued 
suitability of this system across all trust sites with options being considered for other 
decontamination processes to be introduced i.e. automated washer disinfector reprocessing. 
 
 
In early 2015 the Trust appointed a trust sterile services manager to cover both of the trust 
sterile services departments located within the Royal Free Hospital and  Barnet Hospital. 
 
The Royal Free hospital sterile services department is fully compliant with all mandatory 
Legislation, Standards and Guidance.  The department is registered to the requirements 
of ISO 13485 2012: Medical Devices, Quality management system requirements and the 
European Medical Devices Directive 93/42/EEC, through independent and assessment 

Director of 
Capital and 
Estates 
 
 
Decontamination 
Manager 
 
 
 
 
 
 
 
 
 
 
 
Decontamination 
Manager 
 
 
 
 
 
Sterile Service 
Manager and 
Decontamination 
Manager 
 

June 
2015 
 
 
 
Ongoing 
 
 
 
 
 
 
 
 
 
 
 
 
Ongoing 
 
 
 
 
 
 
Ongoing 
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1.  
Endoscopy 
Decontamination 
 
 
 
 
 
 
 
 
 
 
 
 
2.  
Nasendoscope 
Decontamination 
 
 
 
 
 
3.  
Sterile Services 
Department 
 

accreditation processes. 
 
Barnet hospital and Chase Farm hospital 
The new modular endoscopy decontamination unit based at Chase Farm will provide a 
modern facility and deliver a compliant service for the reprocessing of all trust endoscopes 
across Barnet & Chase Farm sites. 
 
The new endoscopy decontamination unit will be managed by the Sterile Services Manager.  
. 
 
An option appraisal is currently under review by the Decontamination Committee for 
nasendoscope reprocessing. Currently nasendoscope reprocessing is undertaken locally, 
an assessment of all reprocessing options has been provided, including reprocessing in the 
new modular endoscope decontamination unit. 
 
 
The Sterile Service Department were recently subject to an external review by an 
independent accreditation body, and successfully completed the audit with only two minor 
non-conformances and therefore retains its full accreditation status in line with the European 
Medical Devices Directive 93/42 EEC (MDD) and the amendments of 2007/47/EEC and 
Quality Management System Requirements of BS EN ISO13485:2012. 

 
 
 
 
 
 
Project Group 
Team, Estates, 
Decontamination 
Manager, Sterile 
Services 
Manager and 
HoD 
 
 
 
 
 
 
 
 
Decontamination 
Committee 
Members 
HoD, Outpatient 
Local Areas 

 
 
 
 
 
 
June 
2015 
 
 
 
 
 
 
 
 
 
 
 
 
 
June 
2015 

CQC compliance evidence 

4. Local Audits Decontamination audits of all endoscopy units and outpatients areas reprocessing 
nasendoscopes is undertaken on a monthly basis. The audits are undertaken using the 
Infection Prevention Society Audit Tool (IPS). The Care Quality Commission (CQC) will 

HoD and Local 
Areas 
 

On-going 
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audit the trust against this audit tool. 
 
The results are presented to and discussed by the decontamination committee which 
convenes on a monthly basis. 
 
The trust Decontamination of Medical Devices Policy has been ratified (13/01/15), the HoD 
and SSD Manager are working closely with the Health & Safety Risk Advisor to prepare all 
current legislative documentation and local procedures. Updates will be regularly provided to 
the Decontamination Committee. 
 
The Decontamination Committee provides Quarterly Compliance Reports to the Infection 
Prevention and Control Committee. 
 
The Decontamination Committee remains focused on ensuring compliance with the Health 
& Social Care Act and associated Code of Practice, NHS Litigation Authority Management 
Standards, Choice Framework for local Policy and Procedure 01-01/01-06, CQC Outcome 8 
Cleanliness and Infection Control, Joint Advisory Group and NICE IPG 196 is maintained. 
 

Risk assessment review 

5. Non-
Compliance 
 

All areas of non-compliance are managed by the Decontamination Committee, by way of a 
local decontamination risk register with action plan discussed with local areas. 
 

HoD and 
Decontamination 
Committee 
members 

Ongoing 

Incident reporting 

6. Incident 
Reporting 

All incident reporting is managed through the Decontamination Committee. 
There are currently no reportable major incidents. 
 

HoD and 
Decontamination 
Committee 
members 

Ongoing 

Monitoring and Audit 

7. Ward Audits Decontamination ward audits are carried out on a monthly basis and results are reported 
through the Decontamination Committee. 

HoD and 
Decontamination 
Committee 
Members 

Ongoing 
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17.0 Service validation 
The trust has declared compliance to the Care Quality Commission in relation to IPC aspects of 
the Health and Social Care Act (2008) Hygiene Code. The CQC has agreed unconditional 
compliance. 
 
PWC undertook the internal audit of the trusts infection prevention and control service with no 
recommendations for development. 
 
18.0  Public and patient involvement 
PLACE audit programme continues, including Patient representatives, Matrons, IPCNs and 
Facilities staff to enhance patient inclusion in maintaining a clean environment.  Patient liaison 
nurses are available at the bed-side in all clinical areas to discuss face-to-face issues with patients, 
relatives and visitors. 
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Appendix 1    Infection Surveillance Programme 2014/15 

Type of surveillance Performed by: Reported to: Frequency Complete 

Mandatory surveillance     

MRSA bacteraemia Consultant microbiologist 
Audit & surveillance nurse 

DH, NHS London 
IPCC 
Division Boards 
Divisional leads IPC group 
Wards/Matrons 

MESS website 
Quarterly – Jan, Apr, July, Oct 
Monthly 
Fortnightly 
Weekly 

√ 

MSSA bacteraemias 
 

Consultant microbiologist 
Audit & surveillance nurse 

DH, NHS London 
IPCC 
Division Boards 
Divisional leads IPC group 
Wards/Matrons 

MESS website 
Quarterly – Jan, Apr, July, Oct 
Monthly 
Fortnightly 
Weekly 

√ 

Clostridium difficile in >2yrs 
 

Consultant microbiologist 
Audit & surveillance nurse 

DH,  
IPCC 
Divisional leads IPC group 
Wards/Matrons 

Quarterly returns 
Quarterly – Jan, Apr, July, Oct 
Fortnightly 
Weekly 

√ 

Orthopaedic surgical site 
surveillance 
RFH 
-Total knee replacement 
-Total hip replacement 
- Hemiarthroplasty 
BCFH 
- 1 implant quarter per year. 

Audit & surveillance nurse 
 
 
 

DH,  
IPCC 
Orthopaedic surgeons 
Wards/Matrons 

Quarterly returns  
Quarterly – Jan, Apr, July, Oct 
Twice per year 
Weekly 

√ 

MRSA screening of all 
admissions 

Ward staff NHS London Monthly √ 

 

Alert organism surveillance    Completed 

Alert organism surveillance IPCT 
Audit & surveillance nurse 

IPCC 
Wards/Matrons 

Quarterly – Jan, Apr, July, Oct 
Weekly 

√ 

MRSA acquisitions – (MRSA 
acquisitions – (colonisation 
and infection) 

IPCT 
Audit & surveillance nurse 

Wards/Matrons 
IPCN’s for SPI 
Divisional leads IPC group 

Weekly 
Monthly @12th 
Fortnightly 

√ 

ESBL acquisitions Consultant microbiologist 
Audit & surveillance nurse 

Divisional leads IPC group 
Wards/Matrons 

Fortnightly 
Weekly 

√ 
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Surgical site surveillance    Completed 

Orthopaedic SSI 
-Total knee replacement 
-Total hip replacement 
- Hemiarthroplasty 
- Below/above knee 
amputation 

Audit & surveillance 
nurse 

Orthopaedic specialty 
group 
IPCC 
Orthopaedic surgeons 
Wards/Matrons 

Quarterly – Jan, Apr, July, Oct 
 
Quarterly – Jan, Apr, July, Oct 
Twice per year 
Weekly 

√ 

SSI - RFH 
- Liver transplant 
- Endovascular Aneurysm 
repair 
- Hemicolectomies 

Audit & surveillance 
nurse 

Hepatobiliary specialty 
and Vascular specialists 
group 
IPCC 
Wards/Matrons 

Monthly 
 
Quarterly – Jan, Apr, July, Oct 
Weekly 

√ 

SSI liver transplants - RFH 
 

Audit & surveillance 
nurse 
 
 
 

IPCC 
IPCN’s for SPI 
Hep, neph and trans 
group 
Wards/Matrons 

Quarterly – Jan, Apr, July, Oct 
Monthly @12th 
Monthly 
 
Weekly 

√ 

Other     Completed 

RFH  
- High impact intervention 
audit reports 

All Matrons indicators 
 

Monthly √ 

RFH 
MRSA monthly list – 
changes, up-dates, new 
patients 

IPCN’s Printed copy to all 
clinical areas 

Monthly √ 

RFH 
MRSA Cerner alert 

IPCN’s Cerner Daily up-date √ 

Isolation room in-patient 
data 
 

IPCN’s Bed/site managers, 
patient pathway co-
ordinators. 

Daily up-date 
Annual audit 
 

√ 

Hand hygiene audit  All Matrons indicators 
 

Monthly √ 

Antibiotic usage Pharmacy 
IPCT 

 Periodic √ 

Handgel usage Supplies 
IPCT 

 Periodic √ 
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Equality impact assessment 

 Positive impact which supports equity of service  
 

 
 
 
 
 
 

Report to 
 

Date of meeting Attachment number 

Trust Board 
 

29 July 2015 Paper 6.2 

 
DIRECTOR OF INFECTION PREVENTION AND CONTROL (DIPC) QUARTERLY REPORT 
 

Executive summary   
 
This is the trust report from the DIPC for The Royal Free London NHS Foundation Trust.  
 
In line with the revised Health and Social Care Act (2008) trusts are required to have appropriate 
management and clinical governance systems in place to deliver effective infection control.  Included 
at appendix A are the ten compliance criteria from the Health and Social Care Act to assist the board 
in assessing the information provided.  
 

Action required  
The Board is asked to confirm that the report provides sufficient information to provide assurance of 
sustained compliance with the Hygiene Code. 

Trust strategic priorities and business 
planning objectives supported by this paper 

Board assurance risk number(s) 

1        Improving clinical effectiveness R1 

2        Enhancing the patient experience  

CQC outcomes supported by this paper 
Outcome 8    Cleanliness and infection control 

Risks attached to this project / initiative and how these will be managed (assurance) 
The revised Hygiene Code Risk matrix will be monitored at the Infection Control Committee.   
The risks associated with the Hygiene Code have been included in the Board Assurance Framework  
 

Report From D Sanders, Director of Nursing and DIPC 
Author(s) D Mack,  Microbiology Consultant, Lead IPC Doctor 

Husam El-Mugamar, Consultant Microbiologist, IPC Doctor 
Dianne Irish, Consultant Virologist 
Yvonne Carter, Head of IPC Nursing  
IPC team 

Date July 2015 



Paper 6.2 
 

Quarterly DIPC report – July board 2015 

Introduction 
The Health and Social Care Act (2008) Code of Practice on the prevention and control of infections and 
related guidance outlines the actions NHS Trusts in England must take to ensure a clean environment 
for the care of patients, in which the risk of infection is kept as low as possible.  The 10 compliance 
criteria are attached at appendix A.  
 
Monitoring progress against the Health and Social Care Act, including internal audit. 
Hygiene Code compliance will continue to be monitored through the Infection Prevention and Control 
Committee. The Trust’s internal auditors annually assess trust arrangements and ensure robust 
evidence of compliance in all criteria. The 2014 audit did not make any recommendations for 
improvement whilst the date for the 2015 audit is yet to be confirmed. 
 
Meticillin-sensitive and Meticillin-resistant staphylococcus aureus bacteraemia. (MRSA and 
MSSA) 
Reduction of hospital acquired Staphylococcus aureus bacteraemias including those due to MRSA 
continue to be an important infection control priority for the trust. The reduction target for 2014-15 is zero 
for all organisations.  
 
In the reporting quarter there have been 5 MRSA bactaermias reported through our laboratories. 
 
One has been attributed to the trust, one to a third party, one is currently in arbitration and for 2 the trust 
has requested they be assigned to the community.  
,  
Patient Ward/date  Presented to 

CCG  
Attribution. 

PHE ref: 
409378 

Victoria 
6/4/15 

April 2015 3
rd

 party 

PHE ref: 
417879 

RFH disch. Re-admitt 
BH same day - 8/6/15 

- Refused by RFL. - To arbitration 

PHE ref: 
419013 

CCU – BH 
12/6/2015 

29/6/2015 
 

Contaminant –  RFL attributable 

PHE ref: 
419481 

7 West 
15/6/2015 

29/6/2015 Currently under CCG review. RFL request community attribution 

PHE ref: 
420245 

A&E BH 
22.6.2015 

 Currently under CCG review. RFL request community attribution 

 
PHE ref: 419013 
This patient was admitted to Barnet and had several samples taken on admission, one of which identified 
MRSA. As the other samples were negative and the patient did not require MRSA treatment, the sample 
was deemed to be contaminated during the process of sample taking. 
 
Learning points include: 

 Revision of blood culture taking policy 

 Re-training and competence assessment of staff within the unit 

 Review of staff training and competence for all those involved in blood culture taking. 
 
There was a full PIR for the three other cases in June, but the findings found no ‘lapse in care’ within the 
trust and have been returned for arbitration for non-acute trust attribution. 

 
MRSA trust acquisitions. 
The trust MRSA acquisition rate remains low across all sites, (an acquisition is defined as any patient not 
previously known to be MRSA positive but has been swabbed whilst in the RFLNHSFT after the first 48 
hours of admission and found to be positive). Although the national requirement has reduced, the trust 
screening process remains inclusive of in-patient admissions as it is felt to be integral in reducing 
acquisition rates and contributes to safer patient care. 
  
Clostridium difficile (C.diff) 
The RFLNHSFT has integrated infection control measures across all sites to minimise the risk of C. difficile.  
Measures include educational programmes, comprehensive antibiotic policies, good bed management with 
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early isolation of symptomatic patients and enhanced environmental cleaning. The microbiology, IPC and 
pharmacy teams continue to perform Clostridium difficile ward rounds to ensure that all elements of the 
care and treatment of patients with C. difficile are being appropriately managed. The trust C.difficile ‘action 
log’ incorporates activity across the trust and is driven through the fortnightly divisional lead/C.diff action 
group. Activity is summarised below: 
 
    Main activity  

 RCAs from all sites continue to be discussed at fortnightly meetings to disseminate learning to all 
areas.  

 Learning from antimicrobial audits has provided evidence for a revised patient prescription chart 
with enhanced antimicrobial section. This is being piloted and will be ratified through the DTC. 

 A new version of ‘start smart and focus’ antibiotic audit will be placed on the intranet as part of the 
symbiotic audit package at our hospitals .  The package is technically complete and is currently 
being implemented through the IT system. 

 
Outstanding priorities 

 Continue to align IPC policies and antimicrobial policies 

 Clinical audit programme being aligned across all sites. 

 PPI and laxative protocols to be reviewed. 

 Programme of re-skilling and competence assessment of ward staff to ensure patients with C.diff 
are cared for by competent and knowledgeable staff in any ward area of the enlarged trust. 
 

The trust quality aspiration target is zero avoidable C.difficile cases.  
 
For quarter 1, there were 20 attributable cases for the Trust against a threshold of 17. The threshold 
objective for The Royal Free London Trust for 2014/15 is 66, although the trust has an aspiration threshold 
of 53. 
 
Of the 20 attributable cases there were three lapses in care identified. One was inappropriate antibiotic use 
which was investigated at the divisional leads meeting and the learning discussed with the relevant clinical 
team to prevent recurrence. There were also two cases on the haematology ward which is accepted as 
probable evidence of transmission due to close proximity in time and location, although the ‘typing’ could 
not be confirmed due to the loss of one sample. 
 

Trust site Apr 
15 

May 
15 

Jun15 Jul15 Aug 
15 

Sept 
15 

Oct 
15 

Nov 
15 

Dec 
15 

Jan 
16 

Feb 
16 

Mar 
16 

Cumulative 
Total 

Barnet 1 0 4 0 0 0 0 0 0 0 0 0 5 

Chase 
Farm 

2 0 0 0 0 0 0 0 0 0 0 0 2 

RF 
Hampstead 

4 9 0 0 0 0 0 0 0 0 0 0 13 

Total 7 9 4 0 0 0 0 0 0 0 0 0 20 

 
The external threshold objective for The Royal Free London Trust for 2015/16 is 66 attributable cases. 
However, the trust is committed to sustained improvement and securing patient safety and has internally 
set a threshold of 53 cases. 
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Monitor governance arrangements will apply to this reduction target as follows: 

 

 
 

E.coli bacteraemias. 
All E.coli bacteraemias are part of the mandatory reporting of health care associated infections (HCAIs), 
there is currently no improvement target associated with this infection.  A breakdown by Division and the 
apparent source of the infection is reported at the fortnightly Divisional Leads IPC meeting to guide future 
reduction activity. 
 
Carbapenemase producing enterobacteriaceae (CPE) and other non-fermenting (CP-NF) organisms. 
There have been further cases of CPE or CP-NF organisms this quarter at the Royal Free hospital site, 
with one possible episode of transmission within ITU. Full IPC measures have been instigated including 
closure of the side room, environmental and water outlet cleaning and treatment and practice review. No 
further cases identified. 
 
Extended spectrum beta-lactamase (ESBL) producing Gram negative rod (GNR) acquisitions 
The divisional leads IPC group have been receiving six monthly reports on ESBL GNRs, in order to monitor 
the prevalence of these resistant organisms, to extend the surveillance and reporting of organisms capable 
of causing infections and to focus actions to reduce further incidences of HCAIs. In previous reports a large 
majority of samples came from community and A&E patients. This trend will be monitored and addressed at 
the fortnightly Divisional Leads IPC group. 
 
Viral respiratory infections 
There was a significant reduction in influenza infections during this quarter, with a total of 41 recorded 
across all the sites – 36 influenza infections at the Royal Free and 5 influenza infections at Barnet hospital 
and Chase Farm hospital, the majority of which were influenza B. Rhinovirus infections accounted for 40% 
of the viral respiratory infections at the RFH site, with influenza, adenovirus, coronavirus, parainfluenza, 
metapneumovirus, respiratory syncytial virus and enterovirus accounting for the rest of the infections. At the 
BCF site there were 12 viral respiratory infections recorded by the Virology laboratory at RFH which 
included influenza, rhinovirus, adenovirus, coronavirus and enterovirus. No data available on RSV 
infections at BCF site. 
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Viral gastrointestinal infections 
At the Royal Free hospital site, there were 3 adenovirus infections, 3 rotavirus infections, 1 astrovirus 
infection, 1 sapovirus infection and 17 norovirus infections, with the majority of the norovirus infections in 
CVID patients who are chronically infected.  There were no norovirus outbreaks during this quarter. At 
Barnet hospital and Chase Farm hospital, there were 13 norovirus infections, with an outbreak in April with 
12 norovirus infections (see below).  
 
Serious Untoward Incidents, outbreaks related to HCAIs  
The classification of an outbreak of serious infectious illness occurs when an unusual number of patients 
with similar symptoms present in the same area or with a shared exposure.  A marker for diarrhoea or 
vomiting outbreak is two or more patients with the same symptoms (and possibly identified cause) in the 
same area in 24-48 hours or three or more patients within one month.  When suspected links between 
cases of diarrhoea, or other organism, are identified in the same area, but outside the strict definition of an 
outbreak, this is defined as a period of increased incidence (PII) and IPC measures are instituted to prevent 
an outbreak. 
 
Royal Free Hospital 
 
In 2013, there had been an outbreak of MDR Acinetobacter on 7 West and 7 North, involving 13 patients. 
The Health Protection Unit and Public Health England were informed and collaborated in the measures to 
eradicate it. 7 West was closed for 2 months. Full IPC measures were put in place for improvement. 
Unfortunately a further 8 cases were identified in March2015. The patients were subsequently temporarily 
transferred to a new location to enable complete strip of surfaces and equipment, re-furbish and Deep 
Clean. There have been no further cases. 
 
Barnet hospital and Chase Farm hospital 
 
Juniper ward was closed due to Norovirus outbreak from 24/04/2015 to 01/05/20145. One staff member 
and 10 patients in total were affected of which 2 were confirmed norovirus. Outbreak precautions were put 
in place during the closure and the ward deep cleaned and fogged before reopening.  
 
There are no other outbreak or significant incidents to report for Q4 
 
SIs. 
Hepatitis C transmission. 
A possible transmission of Hep C following an ERCP was reported in March when a patient previously 
screened negative for Hep C unaccountably became positive. It was subsequently identified that the most 
probable source of transmission was from an ERCP in November 2014, a procedure immediately following 
a known Hep C patient, although with a different scope. An SI investigation was undertaken and all actions 
discussed with and agreed by the HPA. Screening of subsequent patients has not identified any further 
cases. The patient is fully briefed on the investigation and agreeable with treatment. Even with external 
opinion, it has not been possible to ‘pin down’ exact source, but the identified possible routes have been 
investigated and robust actions put in place to prevent recurrence. It is still possible that an un-observed 
and un-noticed error may have occurred on this occasion that cannot now be identified. 
 

RFH data 
only 

Month & no. of deaths Associated HCAI Location 

Apr 14 0 deaths   

May 14  0 deaths   

Jun 14 0 deaths   

Combined 
data 

July 14 1 death C.difficile Royal Free 

Aug 14 1 death C.difficile Barnet Hospital 

Sep 14 0 death   

 Oct 14 0 death   

 Nov 14 0 death   

 Dec 14 0 death   

 Jan 15 0 death   

 Feb 15 0 death   

 Mar 15 0 death   

 Apr 15 0 death   

 May 15 0 death   
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 Jun 15 0 death   

Hand hygiene 
The DH Saving Lives programme High Impact intervention audit tool is used to audit, monitor and report 
hand hygiene compliance.  
 
The RFLNHST compliance rate per quarter is detailed in the table below.  
 

 Royal Free hospital Barnet hospital/Chase 
Farm hospital 

Jul – Sep 2014 (Q2) 97.8% 96.0% 

Oct – Dec 2014 (Q3) 97.4% 96.0% 

Jan – Mar 2015 (Q4) 97.3% 97.0% 

Apr – June (Q1) 97.4% 99% 

 
 
Trust cleanliness  

 The trust undertakes at least monthly cleaning audits across all areas within the trust. These are 
undertaken jointly with the facilities staff and matrons and ward leaders. Any areas of concern are 
immediately identified and rectified.  Any rectification keeps the trust in line with National Standards of 
Cleanliness (NPSA) level. 

 
At the Royal Free hospital in quarter 1 the cleaning compliance was 99% in very high risk areas (eg ITU) 
where the target is 98%, 97% in high risk areas (eg wards) where the target is 95%, and 96% in significant 
risk areas (eg outpatients) where the target is 87%. 
 
At Barnet hospital in quarter 1 the cleaning compliance was 97 % in very high risk areas, 97 % in high risk 
areas and 94 % in significant risk areas.  The compliance failure in very high risk areas is related to the 
nursing related items in the audit which is being addressed by the matron and IPC team. 
 
 
 Isolation Facilities 
 
 Under criterion 7 of the Health and Social Care Act, the trust has an obligation to ensure adequate isolation 
facilities. The Board needs to be kept fully informed of any risks associated with this criterion, in order to 
accurately inform any capital development programmes or service reconfigurations and developments, data 
on deficits in facilities is reported in the fortnightly divisional meeting.  
 
The point prevalence survey in March identified that there are over twice the number of side rooms within 
the trust than are needed for infection isolation, so activity is focussed on maximising the use of the 
available rooms. 
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Annual Complaints Report 

 
 

Executive summary  

This report provides information on the complaints received in the trust between 1 April 2014 

and 31 March 2015, incorporating data from Barnet & Chase Farm Hospitals NHS Trust prior 

to the acquisition in July 2014.  It provides a summary of the complaints received, the areas 

concerned, the main issues raised and trends identified, as well as the actions taken in 

response or those planned for the future.  
 

Action required/recommendation  

For information and consideration. 
 

Trust strategic priorities and business planning objectives 

supported by this paper 

Board assurance risk 

number(s)  

2. Excellent user experience – to be in the top 10% of relevant 

peers on patient, GP and staff experience 

 

4. Excellent compliance with our external duties – to meet our 

external obligations effectively and efficiently 

 

5. A strong organisation for the future – to strengthen the 

organisation for the future 

 

 

CQC Regulations supported by this paper 

Regulation 4 Requirements where the service provider is an individual or partnership  

Regulation 5 ⃰ Fit and proper persons: directors  

Regulation 6 Requirement where the service provider is a body other than a partnership  

Regulation 7 Requirements relating to registered managers  

Regulation 8 ⃰ General  

Regulation 9 Person-centred care  

Regulation 10 Dignity and respect  

Regulation 11 Need for consent  

Regulation 12 Safe care and treatment  

Regulation 13 Safeguarding service users from abuse and improper treatment  

Regulation 14 Meeting nutritional and hydration needs  

Regulation 15 Premises and equipment  

Regulation 16 Receiving and acting on complaints  

Regulation 17 Good governance  

Regulation 18 Staffing  

Regulation 19 Fit and proper persons employed  

Regulation 20⃰ Duty of candour  

Regulation 20A⃰ Requirement as to display of performance assessments  

Care Quality Commission (Registration) Regulations 2009 (Part 4) 

Regulation 12 Statement of purpose  

Report to 
 

Date of meeting Attachment number 

Trust Board 29 July 2015 Paper 7 
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Regulation 13 Financial position  

Regulation 14 Notice of absence  

Regulation 15 Notice of changes  

Regulation 16 Notification of death of a service user  

Regulation 17 Notification of death or unauthorised absence of a service user who is 

detained or liable to be detained under the Mental Health Act 1983 

 

Regulation 18 Notification of other incidents  

Regulation 19 Fees  

Regulation 20⃰   Requirements relating to termination of pregnancies  

Regulation 22A⃰ Form of notifications to the Commission  
 

 

Risks attached to this project/initiative and how these will be managed (assurance) 

 

 

Equality analysis  

No identified negative impact on equality and diversity 

 

 

Report from  

Author(s): Deborah Sanders and Stephen Evans 

Date: 23/07/2015 
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Annual Complaints Report – 2014/15 
 

Introduction  

Feedback from patients, relatives and carers provides the Trust with a vital source of insight 

about people’s experiences of healthcare at the Royal Free London NHS Foundation Trust, 

and how our services can be improved.  The ultimate aim of the trust’s complaints process is 

to listen and respond to the issues being raised and use the information received to improve 

our services and, in turn, the experience of our patients.  

 

This report provides information on the complaints received in the trust between 1 April 2014 

and 31 March 2015.  It provides a summary of the complaints received, the areas concerned, 

the main issues raised and trends identified, and the actions taken in response or those 

planned for the future.  

 

Background 

The statutory instrument for complaints in the NHS is contained in the Local Authority Social 

Services and National Health Service Complaints (England) Regulations 2009.  The 

legislation expects that each responsible body has arrangements for dealing with complaints 

to ensure that: 

 

1. complaints are dealt with efficiently; 

2. complaints are properly investigated; 

3. complainants are treated with respect and courtesy; 

4. complainants receive, so far as is reasonably practical - 

I. assistance to enable them to understand the procedure in relation to 

complaints; or  

II. advice on where they may obtain such assistance; 

5. complainants receive a timely and appropriate response; 

6. complainants are told the outcome of the investigation of their complaint; and 

7. action is taken if necessary in light of the outcome of a complaint. 

 

The Department of Health issued Listening, Responding, Improving: A guide to better 

customer care in February 2009 to support organisations in responding to and learning from 

complainants.   

 

The Parliamentary Health Service Ombudsman (PHSO) Principles of Good Complaint 

Handling has six principles: 

 

1. getting it right 

2. being customer focused  

3. being open and accountable 

4. acting fairly and proportionately 

5. putting things right 

6. seeking continuous improvement. 

 

Patient Association review 

The Royal Free London NHS Foundation Trust Complaints Policy and Procedure takes into 

account the regulations and the PHSO principles.  However, following the acquisition in July 

2014, we reviewed the complaints processes from both the Royal Free and Barnet and 
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Chase Farm Hospitals.  We have since revised our complaints policy and aligned practice so 

that there is one unified approach to dealing with complaints across the new organisation.   

 

The Patients Association is an independent healthcare charity, which campaigns for 

improvements in health and social care and has produced recognised best practice advice 

documents for complaints handling – some of which were referenced in the Francis Report.  

We engaged the Patient Association in our review process and asked that they make 

suggestions for improved practice and highlight areas of good work that should be adopted 

by the new trust.  

 

Their findings demonstrated a number of areas of good practice at each trust, together with 

areas for improvement.  Noteworthy good practice at the Royal Free was the comprehensive 

analysis and reporting of complaints data, and they felt the complaints training programmes 

stood out at Barnet and Chase Farm.  In terms of the policies themselves, the general Barnet 

and Chase Farm language was praised as were the appendices from the Royal Free.   

 

The key changes made/actions implemented to date are: 

 Revision of our deadlines; specifically, we have increased the default response 

deadline from 25 working days to 35 working days. 

 Standardisation of Datix subject and sub-subject codes. 

 Production of new easy-read leaflets for each site (also available on the website). 

 Earlier use of local resolution meetings. 

 Adoption of the Royal Free style response letter. 

 Adoption of the Royal Free reporting structures and report templates.  

 Adoption of the Royal Free use of Datix to record the complaint chronology i.e. all 

letters, statements, file notes, e-mails etc are to be attached to the Datix record. 

 Adoption of the Royal Free policy appendices. 

 

Complaints 

Including data from Barnet & Chase Farm Hospitals NHS Trust prior to the acquisition in July 

2014, there were 1,159 complaints received between 1 April 2014 and 31 March 2015.  698 

of those were complaints regarding Royal Free Hospital services and 461 were regarding 

Barnet Hospital and Chase Farm Hospital services.  This is more than the combined total of 

990 complaints received by the previous organisations in 2013/14 – 653 for the Royal Free 

London NHS Foundation Trust and 337 for Barnet & Chase Farm Hospitals NHS Trust.   

 

The increase in number for the Royal Free Hospital is not significant in number.  The 

significant increase for Barnet and Chase Farm Hospitals is predominantly due to less issues 

being sent to PALS for resolution and a clearer separation between what is a PALS issue 

and what is a complaint.  In addition, car parking complaints were not previously a regularly 

reported issue but they have been since the introduction of the new number plate recognition 

car parking system in October 2014.   

 

The 1,159 complaints received are from 1,071,599 in-patient and outpatient episodes, which 

equates to complaint ratio of 0.1%.   

 

To date, 1,116 of the complaints have been responded to.  Of those, 171 have been upheld, 

644 have been partially upheld and 301 have not been upheld. 
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There have been 1,139 response target dates in this time period and we have met 786 of 

them, which equates to an overall response rate of 69%.  This is ultimately disappointing and 

less than the 71% achieved by the Royal Free London NHS Foundation trust in 2013/14.  

The table below breaks the performance down in detail. If it wasn’t for a very poor first 

quarter performance from Barnet and Chase Farm Hospital and a poor second quarter 

performance from the Royal Free Hospital, the overall performance would have been closer 

to a much more acceptable 80%.  

  

 

Royal Free 

Hospital 

Barnet Hospital & 

Chase Farm Hospital 
Trust 

April - June 2014 87% 10% 62% 

July - September 2014 56% 67% 60% 

October - December 2014 85% 83% 84% 

January - March 2015 72% 68% 70% 

Overall Performance 74% 61% 69% 

 

Complaints re-opened following receipt of their first response 

As demonstrated by the table below, the number of complainants who have re-opened their 

complaint regarding services provided by the Royal Free Hospital, following receipt of their 

first response letter, has fallen gradually since 2010/11.  There has also been a recent 

decrease in the number re-opened regarding services provided by Barnet & Chase Farm 

Hospitals.  This would appear to indicate that, although the timeliness of our complaint 

responses needs to improve, complainants are satisfied with the response received.   

 

 

2010/11 2011/12 2012/13 2013/14 2014/15 

Royal Free Hospital 
86 of 877 

(10%)  

75 of 797 

(9%) 

57 of 709 

(8%) 

50 of 653 

(8%)  

51 of 698 

(7%) 

Barnet Hospital & 

Chase Farm 

Hospitals 

53 of 225 

(24%) 

59 of 207 

(29%) 

53 of 295 

(18%) 

31 of 337 

(9%) 

24 of 461 

(5%) 

 

Top 10 Subjects (primary) 

A breakdown of the complaints by primary subject follows below, along with a comparison of 

the primary subjects reported in the Royal Free Hospital’s annual report for 2013/14.  

 

2013/14 

 

2014/15 

Clinical treatment 117 

 

Clinical treatment 304 

Delay 104 

 

Communications 223 

Attitude of staff 81 

 

Values and behaviours (attitude) 137 

Communication 66 

 

Delay 129 

Nursing and midwifery 53 

 

Clinical diagnosis 74 

Clinical diagnosis 39 

 

Car parking 61 

Car parking 34 

 

Cancellation 41 

Cancellation 26 

 

Discharge 32 

Procedure 20 

 

Nursing and midwifery 24 

Transport 18 

 

Transport 20 
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Our subject and sub-subject codes have been unified since 1 January 2015 and because of 

differences in coding, culture and practice, direct comparisons are difficult prior to this time.  

The subject and sub-subject codes were further adapted as of 1 May 2015 in order to comply 

with new reporting requirements from the Health and Social Care Information Centre.  The 

codes are now much more detailed and will make comparison and analysis of the complaints 

received much easier for 2015/16.    

 

The top 10 subjects are largely the same as 2013/14 but have changed order slightly.  The 

new subject to feature is ‘discharge’ i.e. concerns about poorly communicated discharges, 

lack of involvement of the relatives in the discharge process or concerns over the care 

packages that were put in place. 

 

Clinical treatment complaints are again the most common primary subject of a complaint but 

the number has increased significantly.  This is mostly due to the subject codes that were in 

use at Barnet and Chase Farm Hospitals throughout 2014 which, due to limited coding 

options, meant that the vast majority of complaints were recorded as clinical treatment.  This 

is also a contributory factor in the large increase in communication complaints.  The other 

change of note is the decrease in nursing and midwifery complaints as a primary subject. 

 

Further analysis of the top 3 subjects 

A more detailed analysis of the top three subjects received i.e. complaints regarding clinical 

treatment, communication and attitude of staff will follow below, along with examples of 

actions taken/changes implemented in response to these complaints.  In addition, the same 

analysis will be undertaken for the nursing and midwifery care complaints received. 

 

Clinical treatment 

The 304 complaints received from the 1,071,599 inpatient and outpatient episodes equates 

to a complaint ratio of 0.02%.  There is no identifiable trend in terms of staff member. 

 

Of the 304 complaints received, 26 have been upheld.  Detailed explanations have been 

provided to each complainant along with apologies and information regarding the action 

taken as a result.  There has been escalation to the serious incident process whenever 

appropriate and/or the involvement of human resources for further investigation.   

 

The table below breaks the clinical treatment complaints down by specialty and the sub-

subject of the complaint for the 10 most complained about specialties. 
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Emergency Dept - Adults 0 1 1 0 2 1 12 0 17 

Emergency Medicine 0 0 0 0 0 0 11 0 11 

General Medicine 0 0 0 1 1 0 5 0 7 

General Surgery 1 0 0 1 0 2 11 1 16 

Gynaecology 3 0 0 0 1 0 4 0 8 
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Health Services for the Elderly 1 0 0 0 0 1 11 0 13 

Obstetrics/Maternity 0 0 0 0 0 0 17 0 17 

Orthopaedics and Trauma 0 0 0 1 3 2 10 1 17 

Paediatrics 1 0 0 0 1 0 6 0 8 

Totals: 6 1 1 3 8 6 87 2 114 

 

Example actions are listed below: 

 

 Upon reviewing the medical records, the emergency department consultant has doubts 

that the patient’s pain was satisfactorily controlled prior to discharge. He believes that a 

better reassessment of her condition should have been carried out and that she should 

have been offered admission to the hospital for further investigations and pain relief.   

 

He is also disappointed that a full neurological examination was not undertaken and, in 

particular, that her reflexes were not tested as this could have, potentially, picked up a 

more severe condition.  He notes in the discharge summary from UCLH that their 

examination elicited a diminished (ankle jerk) reflex on the left side. If our doctor had 

noticed this, she would have arranged an MRI scan in the next 24 hours (as happened at 

UCLH). 

  

The ED consultant personally discussed these matters with the doctors concerned and 

highlighted his findings to ensure that learning took place. 

 

 Following review of a complaint at the February ENT audit and governance meeting, 

there was agreement that any patient presenting with a traumatic perforation should be 

followed up by the team until the perforation has healed and there should be early referral 

for formal hearing testing via an audiologist. This should not be left for the GP to action.   

 

 The clinical director for the emergency department at Barnet Hospital will be ensuring 

that the agency and the locum A&E doctor who saw the patient are informed of the 

complaint so that they are aware of the missed fracture.  The clinical director will also 

request that the doctor concerned be reminded that any fall can cause a fracture and it 

was incorrect to have assumed that the mechanism would not be consistent with a 

broken bone.   

 

 The doctor concerned is fully aware that, although Colchicine is used for much longer 

durations as preventative treatment for gout, the guidance for treatment of acute attacks 

is to not exceed 12 tablets at a time and not be repeated for 3 days after.  The doctor did 

not realise that he had mistakenly asked the patient to take it for seven days. He has 

since taken steps to prevent this happening again.  He now has an electronic copy of the 

British National Formulary on his phone, which is easily accessible, and has also made 

sure that he is able to access it from the desk top at the Chase Farm urgent care centre.  

He has also refreshed his knowledge about the condition itself and is now more 

knowledgeable regarding alternative treatments when anti-inflammatories fail. 

 

Communication 

The complaints related to a wide range of departments and specialties and there is no 

obvious trend in terms of numbers received department or staff member(s) involved.  The 
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table over the page below breaks the communication complaints down by specialty and the 

sub-subject of the complaint for the 10 most complained about specialties. 
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Colorectal Surgery 2 5 1 0 8 

Dermatology 0 5 0 1 6 

Emergency Dept - Adults 0 3 1 4 8 

Neurology 0 1 1 3 5 

Obstetrics/Maternity 0 2 0 8 10 

Outpatient Appointment Centre 0 1 3 3 7 

Orthopaedics and Trauma 0 3 0 3 6 

Paediatrics 0 1 0 3 4 

Urgent Care Centre 0 1 0 6 7 

Urology 0 1 3 1 5 

Total 2 23 9 32 66 

 

Whilst there is no clearly identifiable trend, communication issues did form part of a wider 

piece of improvement work that was undertaken on Victoria ward (maternity), and the detail 

of this is outlined in the actions listed below.   

 

Example actions are listed below: 

 There has recently been a staff shortage in the nuclear medicine department and 

consequently, at busy periods, the phones have gone unanswered while staff members 

have been attending to patients at the reception desk.  As a result, while the staffing 

issues are being resolved, the department are setting up a generic email address for 

enquiries and an answerphone number will be included on the appointment letter shortly. 

 

 The pain management physiotherapy department had their own record of the patient’s 

contact details, which incorrectly had his home telephone number listed as opposed to 

his mobile telephone number.  Consequently, when the patient was contacted by the 

department by telephone to cancel his appointment at short notice, he was contacted via 

his home telephone number and a voicemail was left for him that he could not listen to 

(the patient is deaf).  The department have now updated their information system to 

record the patient’s mobile telephone number as the contact number to use and a 

process has been implemented within the department to send the patient text messages 

about future appointment changes. 
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 Due to breakdowns in communication a patient’s MRI scan was not ordered in a timely 

manner and there was then a delay in her undergoing the scan and treatment plans 

being decided upon. The root cause of this issue was found to be problems with 

continuity of care, where different gynaecology consultant teams are on-call each day.  In 

response to this issue, the gynaecology team have recently introduced a system called 

'hot weeks', in which the same consultant and junior team cover the whole week.  It is 

hoped that this will improve ownership of patients and their management plan, and lead 

to improvements in communication that should make experiences like the one above less 

likely to occur. 

 

 Blood samples are processed in the pathology department at Chase Farm Hospital once 

a test has been undertaken.  When a result is available, it is communicated to the 

anticoagulation nurses at Barnet Hospital, where the dosing and next appointment date 

and time are allocated.  Following this, the new slip is printed and posted from Barnet 

Hospital.  The old slip, which includes patient comments regarding availability for 

appointments, is delivered from Chase Farm Hospital via a regular courier the next day. 

Consequently, new slips may have already been posted before the old slip is received by 

the anticoagulation office.  This delay in receiving the slips has impacted on our service 

delivery and, to improve the patients' experience, the department are taking immediate 

steps to ensure that the slips arrive at Barnet Hospital in a timelier manner.  In addition, 

as a result of receiving your concerns, the nurses will now check the old slips first, as 

they arrive from Chase Farm Hospital, and if there are any messages from patients, they 

will telephone the patient with the appropriate adjustments. The anticoagulation service 

has grown considerably in recent months and this has caused some delays in clinic.  The 

service is looking to expand its capacity over the coming months, which we hope will 

avoid such delays in future, but in the interim an extra list has been booked. 

 

 The head of midwifery is leading on a piece of work on Victoria ward to address the 

issues of attitude of staff, appropriate support and sympathetic communication and 

explanation.  The Victoria ward task and finish group are overseeing progress on this 

action plan and the patient involved has agreed to attend upcoming meetings as a user 

representative and share her experiences.  She has also agreed to be a user 

representative for the Labour ward forum.  As part of this work, the head of midwifery 

moved his office on to Victoria ward and began undertaking spot checks to ensure that 

expected standards were being met.   

 

Values and behaviour – staff attitude 

The majority of attitude complaints relate to doctors, followed by nursing staff and 

administration staff.  The complaints regarding doctors refer to them appearing to be rude, 

abrupt, dismissive, or a lack of introduction to other staff present in the consultation room. 

The nursing staff complaints relate to nursing staff appearing to be rude, unresponsive or 

unhelpful or lacking understanding/sympathy. The administrative staff complaints relate to 

staff appearing to be rude and unhelpful (predominantly over the telephone) when dealing 

with enquiries.   

 

Unfortunately, it is not always possible to identify the staff member(s) involved in an 

allegation of poor attitude, due to complainants not being aware of their name or the exact 

date, time and location of the interaction(s) concerned.  Wherever possible, staff are 
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identified during the investigation process by using descriptions and referring to rotas and the 

medical records etc, and action is taken to follow the matter up.   

 

33 members of staff have been identified during the course of these investigations and one 

locum A&E doctor who featured in two complaints of similar nature is no longer being used 

by the department.  Other than this there were no clearly identifiable trends in terms of staff 

members involved.   

 

However, in each response apologies were provided for the fact that the complainant’s had 

been left unhappy by the actions of the staff concerned and all staff identified have discussed 

the complaint with colleagues and, as a minimum, reflected on their actions, whilst others 

have resulted in further action being taken.  Examples of other action taken in response to 

the attitude complaints received are: 

 

 Matron discussed the findings of the investigation with the complainant and offered our 

apologies.  Given the nature of the language used, matron does not believe that the 

nurse referred to was trying to assist appropriately and has notified the agency that the 

nurse will no longer be required to work at the trust. 

 

 The nurse referred to in the complaint is being investigated under the trust’s performance 

and conduct procedures. 

 

 One transport service driver was followed up under our transport contractor’s HR 

processes.   

 

 Following the concerns raised regarding the care and attitude of a staff nurse, the 

member of staff is working under supervised practice while we carry out an investigation 

under our performance and conduct procedures. 

 

 The aforementioned work being led by the head of midwifery on Victoria ward is also 

relevant to this subject. 

 

Whilst there is evidence of action being taken to address staff attitude and communication of 

particular individuals identified in complaints, attitude complaints have risen for the first time 

since the introduction of the trust’s World Class Care initiative.   

 

Nursing and midwifery care 

There were 42 complaints received where nursing/midwifery care was recorded as a subject 

of the complaint (in 24 of those complaints it was the primary subject).   

 

The director of nursing reviews all complaints and signs off complaint responses, ensuring 

that appropriate explanations and apologies have been provided in each case and action 

taken in response to the points raised.  The director of nursing is also informed of any issues 

raised regarding unsafe practice or potential serious incidents.  

 

The table over the page breaks the nursing complaints down by location and sub-subject. 
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A&E Minors 0 0 0 1 0 1 

Day Treatment Centre 0 0 0 1 0 1 

ICU 4 - East 0 0 0 1 0 1 

10 North 0 0 0 1 0 2 

10 South A 0 0 0 2 0 2 

10 West 0 0 0 1 0 1 

2 North A 0 0 0 1 0 1 

5 West B, Labour Ward/Delivery Suite 0 0 0 1 0 1 

6 East 0 0 0 1 0 1 

6 South 0 0 0 1 0 1 

7 North 0 0 0 2 0 2 

7 East A 0 0 0 1 0 1 

8 East 0 0 0 3 0 3 

8 North (MAU) 0 0 0 3 0 3 

8 West 1 2 0 1 0 4 

9 North 0 0 0 2 0 2 

9 West 0 1 0 0 0 1 

Adelaide Ward 0 1 0 0 0 1 

Emergency Department 0 3 0 0 0 3 

Clinical Decisions Unit 0 2 1 1 0 4 

Larch Ward 0 0 1 0 0 1 

Olive Ward 0 1 0 0 0 1 

Palm Ward 0 0 1 0 0 1 

Rowan Ward 0 1 0 0 0 1 

Toronto Ward 0 0 0 0 1 1 

Wellington Ward 0 1 0 0 0 1 

Total 1 12 3 24 1 42 

 

The data above highlights that the concerns raised about nursing care are spread across a 

number of wards, with no area receiving a high number during the year.  Example actions 

taken in response to the complaints are listed below: 

 

 A patient on the ward suffered blockages of her PICC line and the family raised concerns 

with the nursing staffs’ management of her PICC line and the documentation of the 

management in the medical records.  The staff concerned underwent additional training 

on PICC line care and were monitored for a period afterwards. 

 

 The A&E department is able to administer pain medication to patients after assessing 

them but, unfortunately, the nursing assessment carried out by the triage nurse in A&E 

did not document a pain assessment. This has been raised with the nurse concerned. 
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 The patient did not miss any of her Parkinson’s medication but it is possible that nurses 

may not have given this medication in line with the patient’s usual timings.  Our clinical 

nurse specialist - Parkinson’s disease, has advised that ideally patients should take their 

Parkinson’s medication at set times, as this helps control their symptoms.  However, it is 

not always possible or practicable to do so in a hospital environment for a number of valid 

reasons, and it is unsafe for nurses to leave medication with patients so that they can 

self-administer at the correct time.  Our clinical nurse specialist believes that nurses on 

ward 7 East A have a good general awareness on the needs and management of 

patients with Parkinson’s disease but has offered to meet with the complainant to discuss 

the matter further. 

 

 It usually takes approximately two days from the point of referral for a care package to be 

in place for a patient.  Although the patient concerned had informed pre-assessment staff 

and the ward of the need for a care package, the ward staff were unable to complete the 

form until the patient arrived on the ward.  Consequently, it was not possible for the ward 

to arrange her care at home within the 1½ days she was on the ward.  As a result of this 

complaint, we are implementing a new process whereby the pre-assessment clinic staff 

will ensure that they contact the discharge team (when necessary) following the patient's 

visit to pre-assessment. The appropriate arrangements will therefore be facilitated by the 

discharge team and will be in place once the patient is ready for discharge. 

 

 A patient’s cannula was inserted incorrectly by the emergency department assistant 

(EDA) and the nurse working with her did not check it correctly.  Matron has also 

arranged for both the EDA and the nurse to go for further cannula training.  

 

 Matron has since checked the practice of completing the check-list on the ward and has 

found that it is not being done consistently, which can lead to errors.  She has spoken to 

the ward staff about this issue and made the expected standard of cleaning and 

completion of the check list very clear.  Matron does monitor the cleaning regularly on 

the ward and, if cleaning is not of an acceptable standard, she raises the issue with the 

nursing staff and domestics concerned.  Matron is increasing her monitoring on the ward 

and is doing spot checks to ensure that there is a consistently high standard of cleaning. 

 

Examples of actions taken in response to other complaints 

In addition to apologies and explanations, the majority of our complaint responses will 

include details of specific action(s) taken as a result of the complaint that has been received.  

Some general examples of actions taken/changes implemented are listed below: 

 

 There are currently delays to be seen in the pain clinic.  Therefore, we are currently 

reviewing patient pathways in conjunction with the roles of the multidisciplinary team that 

are involved in treating patients under the pain service.  We are looking at ways of 

ensuring that patients are referred to the most appropriate clinician early on in their 

treatment pathway, and our musculoskeletal department is looking at ways of advising 

patients of actions to take to minimise their pain whilst they wait to be seen.  Additionally, 

we are in the process of looking at putting in place additional clinics to bring down the 

waiting lists and are working with local clinical commissioning groups and GPs to work 

out ways in which more patients can be treated in the community. 
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 There is now weekend MRI provision at Barnet and Chase Farm Hospitals between the 

hours of 8.00am and 8.00pm for patients who do not require sedation.  Outside these 

times and for those who do need sedation (mostly children) there is an agreed pathway 

for transfer to the Royal Free Hospital for an MRI to be carried out.  Regrettably, it would 

appear that this information was not adequately disseminated through parts of Barnet 

and Chase Farm Hospital.  Consequently, the Royal Free site’s practice for dissemination 

of future alerts is being rolled out across the Barnet and Chase Farm paediatric areas, 

whereby the paediatric pharmacist issues alerts to the clinical teams.  

 

The medical team involved were reassured by the clinical signs and the recent normal MRI 

scan.  However, in retrospect, the prolonged duration of pain should have made them 

consider repeating the MRI scan. As a result, training for the team in relation to action 

required in prolonged severe headache has been arranged through anonymised case-based 

discussion.   

 

 A referral was incorrectly directed to the shoulder clinic and caused delay in the patient 

being seen.  This incorrect triage and subsequent allocation to our shoulder clinic was the 

result of human error as a result of overlooking the information provided in the latter part 

of the referral.  We have since switched to a new e-triage system, which provides a better 

audit trail and an easier and quicker way of directing referrals to the correct consultant.  

This system also allows the management team to track who has triaged the referral, 

when it was done and where they sent it to and, if human error occurs in future, the 

matter can be discussed directly with the consultant involved.  However, because this 

system is more efficient and easier to track, we feel it will minimise these types of errors 

and enable us to take proactive action. 

 

Complaints referred to the Parliamentary & Health Service Ombudsman (PHSO) 

As outlined in last year’s report, there was a change in the way that the PHSO record their 

case work and any preliminary reviews of complaint files are now recorded as investigations 

in their annual figures, as opposed to only those cases that went on to be formally 

investigated.  In addition, the draft reports produced by the PHSO are increasingly making 

recommendations for financial payment in recognition of distress caused.  This is something 

that we continue to monitor. 

 

Of the complaints opened in this financial year, 10 have so far been escalated to the PHSO 

by the complainant.  4 of those were complaints regarding services provided by Barnet & 

Chase Farm Hospitals and 6 were regarding services provided by the Royal Free Hospital.  1 

Royal Free case has been closed and not upheld and the other 9 cases are currently under 

investigation.   

 

Complainant satisfaction questionnaire 

We have introduced a complainant satisfaction questionnaire (sent via post) to be sent to a 

random selection of complainants at least three months after the completion of their 

complaint with the trust.  The questionnaire is anonymous and two batches have so far been 

sent out for complaints made regarding the Royal Free Hospital.  The questionnaire is yet to 

be rolled out at Barnet & Chase Farm.  Analysis of the last batch showed that: 

 

 61% of people felt they were given enough information about the complaints process in 

the trust (22% felt they were not and 17% felt this was not applicable to them). 
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 67% felt that their complaint was taken seriously and handled sensitively.  

 

 67% said that we answered all or most of their questions satisfactorily (17% felt we did 

not answer any of their questions satisfactorily). 

 

 83% said the response was clear and understandable. 

 

 In 73% of the cases where there was a delay, the complainant said they were updated 

appropriately. 

 

 48% felt the overall management of their complaint was good or very good. 27% felt it 

was average, 20% poor and 5% very poor.  

 

 100% of patients who had a disability said that it/their requests for assistance were taken 

into account during the process.  

 

Summary 

There has been a lot of work undertaken to align practice and procedure and to harmonise 

the recording of complaints to enable comparative analysis going forward.   

 

The overall response rate of 69% for this period is disappointing but could have been 

significantly better if it wasn’t for a very poor first quarter performance from Barnet and 

Chase Farm Hospital and a poor second quarter performance from the Royal Free Hospital.  

However, the figures demonstrate that the number of complaints being re-opened following 

receipt of their first response letter is reducing and would appear to indicate that, although 

the timeliness of our complaint responses needs to improve, complainants are satisfied with 

the response received.   

 

The primary subjects remain largely the same as the last financial year, and the most 

common subjects of clinical treatment, communication, attitude and delays are the same 

across the enlarged organisation.  However, the actions outlined in this report demonstrate 

that trends are acted upon and the complaints received in the trust are used to inform pieces 

of work aimed at improving the patient experience.  The responses provided invariably 

outline action(s) that have been taken in response to the concerns raised or explain what is 

planned as a result of issues identified during the investigation.  

 

We have systems in place to systematically review the complaints received and ensure that 

investigations are undertaken appropriately, in line with legislation, and escalated within the 

trust as necessary.  The data collected is used to inform reports, is disseminated amongst 

divisional teams and taken to various committees to inform ongoing work within the trust. 
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Appraisal and Revalidation of Medical Practitioners 

 

 

Executive summary  

As at March 31st 2015 there were 1008 doctors linked to the designated body 

Their overall appraisal rate was 74.3% 

339 revalidation recommendations were made to the GMC, all on time 

Measures to increase the appraisal rate and quality of appraisals are described 

 

Action required/recommendation  

The board are asked to agree the recommendations: 

 Appointment and training of new appraisers to replace colleagues giving up the role - 
The Trust needs 200 appraisers to be in post at any time 

 In-service training for existing appraisers 

 Further detailed audit of appraisal quality  

 Liaison with clinical directors to ensure that each directorate is contributing to the 
appraiser pool and that this is recognised in departmental job planning 

 Review of policies to ensure that they are fit for current practice in the Royal Free 
London NHS Foundation Trust 

 

Trust strategic priorities and business planning objectives 

supported by this paper  

Board assurance risk 

number(s 

1. Excellent outcomes – to be in the top 10% of our peers on 

outcomes 

 

2. Excellent user experience – to be in the top 10% of relevant 

peers on patient, GP and staff experience 

x 

3. Excellent financial performance – to be in the top 10% of 

relevant peers on financial performance 

 

4. Excellent compliance with our external duties – to meet our 

external obligations effectively and efficiently 

x 

5. A strong organisation for the future – to strengthen the 

organisation for the future 

x 

 

CQC Regulations supported by this paper  

Regulation 4 Requirements where the service provider is an individual or partnership  

Regulation 5 ⃰ Fit and proper persons: directors x 

Regulation 6 Requirement where the service provider is a body other than a partnership x 

Report to 

 

Date of meeting Attachment number 

Trust Board 29 July 2015 Paper 8 

 



Paper 8 

Page 2 of 5 

Regulation 7 Requirements relating to registered managers  

Regulation 8 ⃰ General  

Regulation 9 Person-centred care  

Regulation 10 Dignity and respect  

Regulation 11 Need for consent  

Regulation 12 Safe care and treatment  

Regulation 13 Safeguarding service users from abuse and improper treatment  

Regulation 14 Meeting nutritional and hydration needs  

Regulation 15 Premises and equipment  

Regulation 16 Receiving and acting on complaints  

Regulation 17 Good governance x 

Regulation 18 Staffing  

Regulation 19 Fit and proper persons employed x 

Regulation 20⃰ Duty of candour  

Regulation 20A⃰ Requirement as to display of performance assessments  

Care Quality Commission (Registration) Regulations 2009 (Part 4) 

Regulation 12 Statement of purpose  

Regulation 13 Financial position  

Regulation 14 Notice of absence  

Regulation 15 Notice of changes  

Regulation 16 Notification of death of a service user  

Regulation 17 Notification of death or unauthorised absence of a service user who is 

detained or liable to be detained under the Mental Health Act 1983 

 

Regulation 18 Notification of other incidents  

Regulation 19 Fees  

Regulation 20⃰   Requirements relating to termination of pregnancies  

Regulation 22A⃰ Form of notifications to the Commission  
 

 

Risks attached to this project/initiative and how these will be managed (assurance) 

Compliance with GMC guidance is a statutory requirement 

 

Equality analysis  

 No identified negative impact on equality and diversity  

 
 

Report from  

Author(s) Prof S Powis, Dr V van Someren 

Date 21/07/2015 
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Medical Appraisal and Revalidation 
Annual Report for the Trust Board 
 
Authors 
 

Prof Stephen Powis, Responsible Officer 
Vivienne van Someren Associate Medical Director for Revalidation and Professional 
Development 
 

21/07/2015 
 
 
Executive summary 
 

As at March 31st 2015 there were 1008 doctors linked to the designated body.  Their overall 
appraisal rate was 74.3%.  339 revalidation recommendations were made to the GMC, all on 
time.  Measures to increase the appraisal rate are described 
 
Purpose of the Paper 
 

NHS England requires the Responsible Officer of all designated bodies to present an Annual 
Organisational Audit of revalidation processes to the board. This is the first annual report 
since the Trust merger. The board is asked to improve the recommendations below.  
 
Background 
 
Medical Revalidation was launched in 2012 to strengthen the way that doctors are regulated. 
Doctors are attached to designated bodies of which the Royal Free London NHS Foundation 
Trust is one. Each designated body has a Responsible Officer (usually the Medical Director) 
who makes revalidation recommendations to the GMC. These recommendations are based 
on an annual whole practice appraisal, carried out according to GMC guidance,and any other 
information that the RO has from the Trust’s governance structures. 
 
Previous reports were submitted to the legacy boards of Barnet Chase Farm NHS Trust and 
the Royal Free London NHS Foundation Trust 
 
Governance Arrangements 
 

The associate medical director for revalidation and professional development oversees the 
process of appraisal and reports to the RO. 
 
All doctors are allocated a trained appraiser and supported to compile a standard portfolio of 
evidence ahead of their annual appraisal discussion.  The appraisers are supported by four 
divisional lead appraisers and two leads for non-consultant doctors. There are 3 
administrative posts to support doctors and appraisers 
 
The trust provides an electronic portfolio. The system is secure and confidential. The system 
is regularly checked for appraisal rates and to examine the quality of the contents. 
 
Information on complaints, untoward incidents and mandatory training is provided for the 
doctor within the portfolio. The trust makes arrangements for multisource feedback for 
doctors from patients and colleagues. 
 
The electronic staff record is checked regularly to ensure that doctors joining the trust are 
included. 
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There is a Revalidation Advisory Group, consisting of Trust Senior Leaders with governance 
portfolios who advise the RO of any concerns they are aware of about the practice of 
doctors. 
 
At the time of revalidation the doctor’s portfolio is reviewed by the Responsible Officer to 
check that the appraisals therein satisfy all GMC requirements.  
 
After review of the appraisal portfolio and the information provided by the Revalidation 
Advisory Group, the RO forwards a recommendation about revalidation to the GMC. 
 
Internal audit is carried out by KPMG, who last provided a report shortly after the merger in 
October 2014. There were recommendations about harmonisation of legacy processes which 
are being implemented. 
 
 
Medical Appraisal 
 
Completion Figures reported to NHS England 
 
Appraisal rates for doctors attached to the Royal Free London NHS Foundation Trust on 31st 
March 2015 
 
 

 
 The trust has 161 appraisers 

 The overall appraisal rate was 74.3% 

 For doctors on long term contracts it was 77% 

 For doctors on short term contracts it was 66% 

 The overall appraisal rate is similar to that of other large acute trusts, but lower than 
the rates reported by the legacy trusts 

 The lower rate for doctors on short term contracts is seen nationally 
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Appraisal quality 
Review of appraisal portfolios at revalidation shows that some reflect a full discussion, but 
others provide little more than the prescribed formal sign offs 
 
Revalidation Recommendations made to GMC 
 

Recommendations from 1st July 2104 to 30th June 2015 
 
Positive recommendations  271 
Deferral requests    68 
Non engagement notifications 0 
 
Deferrals were mainly related to incomplete appraisals. The commonest problem is 
completing patient and colleague 360s in time 
 
Risk and Issues 
 

Appraisal rates  
Appraisal quality as reflected in portfolios 
Recruitment of new appraisers 
 
Recommendations 
 

Actions undertaken or in progress 
 

 Appointment of lead appraisers – now in post 

 Adequate support staff now in post 

 Appointment and training of new appraisers to replace colleagues giving up the role - The 
Trust needs 200 appraisers to be in post at any time 

 In-service training for existing appraisers 

 Further detailed audit of appraisal quality  

 Liaison with clinical directors to ensure that each directorate is contributing to the 
appraiser pool and that this is recognised in departmental job planning 

 Review of policies to ensure that they are fit for current practice in the Royal Free London 
NHS Foundation Trust 
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CHAIRMAN’S AND CHIEF EXECUTIVE’S REPORT  
 

 

Executive summary   
 
This is a combined chairman’s and chief executive’s report containing items of 
interest/relevance to the board. 
 

 

Action required 
 
The board is asked to note the report.  

 
Report From D Dodd, chairman and D Sloman, chief executive   
Author(s) A Macdonald, acting trust secretary   
Date 21 July 2015  
  
  
 

Report to 
 

Date of meeting Attachment number 
 

Trust Board 
 

29 July 2015 Paper 9 
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CHAIRMAN’S AND CHIEF EXECUTIVE’S REPORT 

A  TRUST DEVELOPMENTS 

 
REDEVELOPMENT OF CHASE FARM HOSPITAL  
 
Services have started to be relocated at CFH to make room for the construction works to 
begin in early 2016. Moving the services now means they will remain open throughout the 
building work, and they will then move into the new hospital once it is complete in 2018. The 
trust is in discussions with Enfield Council regarding further planning applications required, 
and is likely to submit one application to reflect changes to the original designs and another 
to confirm the finer details of the redevelopment. These are likely to be submitted in late 
August. The trust intends to carry out additional public engagement once the details of the 
further planning applications are finalised.  

 
 

B REGULATION 

 
REVIEW OF NHS FOUNDATION TRUST FINANCIAL PERFORMANCE 2014/15 

 
Monitor has reported on NHS foundation trusts consolidated accounts for 2014/15. 
 
The NHS foundation trust sector has delivered a net deficit before impairments and gains 
and losses on transfers by absorption for the year ended 31 March 2015 of £345 million 
(2013/14: £134 million net surplus) and held cash of £4.1 billion as at 31 March 2015 (31 
March 2014: £4.3 billion).  2014/15 has been an exceptionally challenging year for the NHS 
foundation trust sector. Growing demand and increasing cost pressures saw the sector’s 
financial performance deteriorate and for the first time, the sector delivered an overall net 
deficit before impairments and absorption transfers.  
 
The results for the year showed that, excluding the consolidation of charitable funds, 76 
(50%) (2013/14: 106 (72%)) NHS foundation trusts delivered a surplus or broke even and 77 
trusts reported a deficit before impairments and transfers by absorption; almost double the 
41 foundation trusts in deficit in 2013/14. The gross deficit of all foundation trusts in deficit in 
2014/15 was £638 million (2013/14: £309 million). Of trusts reporting a surplus in 2013/14, 
forty (38%) have declined sufficiently to report a deficit in 2014/15, while only six (8%) have 
improved on a deficit reported in 2013/14 to report a surplus in 2014/15. 
 
This deterioration can also be seen in the EBITDA margin (earnings before interest, tax, 
depreciation and amortisation excluding impairments) which has fallen significantly from 
5.2% in 2013/14 to 3.8% in 2014/15. The latter is below the 5% benchmark used by Monitor 
as a measure of long term financial sustainability. The premium costs of unplanned activity 
and the consequent effects on the trusts’ ability to deliver planned efficiency savings are 
contributing to this decline in financial performance. 
 
Of the 77 trusts reporting deficits for 2014/15, 18 were subject to regulatory action as at 31 
March 2015 in relation to finance or financial governance concerns.  These 18 trusts make 
up 51% of the reported gross deficit value.  
 
The Department of Health (DH) provides interim financial support to NHS foundation trusts in 
financial difficulty to support the continued delivery of services on a finite basis. Sixteen 
trusts reporting a deficit in 2014/15 received cash support from the DH.  Since 31 March 
2015 five further trusts have been subject to enforcement action following deterioration in 
their financial position. The total interim support received to maintain the delivery of patient 



Paper 9 
 

3 

X:\ Chair and CEO report July 15 

 

care was £296 million with an additional £52 million to support necessary capital investment. 
In addition, a number of foundation trusts received planned term support to deliver long term 
solutions and support transactions. This includes Royal Free London NHS Foundation 
following acquisition of Barnet and Chase Farm Hospitals NHS Trust and funding to support 
transformation of services following the acquisitions of Heatherwood and Wexham Park 
Hospitals NHS Foundation Trust and the Royal National Hospital for Rheumatic Diseases 
NHS Foundation Trust by other foundation trusts.  

 
Regulatory performance 
 
Monitor uses its Risk Assessment Framework (RAF) to assess NHS foundation trusts’ 
compliance with the continuity of service and foundation trust governance requirements of 
the NHS provider licence. Monitor’s risk ratings are calculated using foundation trust finance 
data excluding charitable funds. Over the 12 months to 31 March 2015, the number of trusts 
rated 1 or 2 almost doubled (from 20 to 36). 33 of these 36 trusts are acute providers. 
Despite the financial challenges within the sector, the majority of foundation trusts have 
sufficient cash reserves to ensure continuity of services therefore not all trusts reporting a 
deficit receive a low CoSRR. Forward plans for 2015/16 submitted by foundation trusts 
indicate an increased risk to financial sustainability and, unless substantial efficiency gains 
are delivered, financial performance is expected to deteriorate. Continuity of service and 
governance risk ratings are intended to indicate significant risks to financial sustainability or 
poor governance of a provider which endanger the continuity of essential patient services. 
Where such risks are identified, Monitor may decide to investigate whether or not regulatory 
action should be taken. As at 31 March 2015, 29 NHS foundation trusts were subject to 
enforcement action by Monitor (31 March 2014: 27).  
 

C BOARD AND COUNCIL MATTERS 

 
COUNCIL OF GOVERNORS  
 
Councillor Helena Hart, appointed governor from the London Borough of Barnet, has 
resigned her membership of the council of governors.  The chairman has written to thank her 
for her contribution which was particularly valued during the acquisition of Barnet and Chase 
Farm Hospitals. 
 
ANNUAL MEMBERS’ MEETING  
 
The annual members meeting took place on Wednesday 22 July 2015.  More than a 100 
members joined the governors and board to receive the annual report and accounts for 
2014/15, to hear about key trust developments in the past year and to ask questions.   
 
 

D  LOCAL NEWS AND DEVELOPMENTS 

 
PATIENT FRIENDS AND FAMILY TEST (FFT) UPDATE 
 
The NHS friends and family test (FFT) was introduced in 2013 to enable patients to feed 
back on their care and treatment to enable hospitals and other providers to improve 
services.   It asks patients whether they would recommend hospital wards, A&E departments 
and maternity services to their friends and family if they needed similar care or treatment.   
 
The tables below show the combined scores for all sites and then the results by site: 
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Royal Free London 
NHS Foundation Trust 

% Likely/Extremely likely to 
recommend – June 2015 

(range 0-100%) 

Number 
patients 
eligible 

Number of 
reviews 

Inpatient 87.3% 3343 1440 

A&E 86.2% 9708 4516 

 
Royal Free Hospital 
 

 
Royal Free Hospital 

% Likely/Extremely likely to 
recommend – June 2015 

(range: 0-100%) 

Number 
patients 
eligible 

Number of 
reviews 

Inpatient 86.2% 1756 776 

A&E 86.4% 4895 2143 

 
Barnet Hospital 
 

 
Barnet Hospital 

% Likely/Extremely likely to 
recommend – June 2015 

(range: 0-100%) 

Number 
patients 
eligible 

Number of 
reviews 

Inpatient 87.5% 1247 511 

A&E 86.0% 4813 2373 

 
Chase Farm Hospital 
 

 
Chase Farm Hospital 

% Likely/Extremely likely to 
recommend – June 2015 

(range: 0-100%) 

Number 
patients 
eligible 

Number of 
reviews 

Inpatient 92.2% 340 153 

 
 
PICTURE ARCHIVE AND COMMUNICATIONS SYSTEM 
  
The trust is currently in the process of replacing the existing picture archive and 
communication system (PACS) and radiology information system (RIS) with a state of the art 
system across all sites.  
 
The PACS and RIS systems are fundamental in managing patient flow and disseminating 
imaging information to clinicians both internally and externally to the trust. The new systems 
will benefit patients with the provision of advanced image manipulation tools that enhance 
the efficiency of the reports and increased ease of sharing data across different sites.  
 
The new systems went live on 20 July at the RFH to be followed by 31 July at BH and CFH.  
 

HADLEY WOOD HOSPITAL 
 
The trust has agreed to invest in its private patient unit in order to develop a means of 
generating additional surpluses to reinvest in NHS facilities in the future.  It is about to enter 
into a long lease for a day case clinic near Barnet Hospital from which trust consultants will 
be able to operate.     
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The building is comprised of  
 

 Two operating theatres and an endoscopy suite, plus associated anaesthetic rooms, 
prep rooms and a discharge lounge 

 Four consulting rooms and five treatment rooms 

 Space for a radiology suite consisting of MRI; CT; General X-ray and 
Echocardiogram 

 
Outpatient work is due to commence in September 2015 and day case theatre 
work in November 2016.  The radiology suite will be ready for patients in the 
summer of 2016.  The following specialties will be delivered: 

 
•         Orthopaedics 
•         Urology 
•         Breast 
•         Plastics 
•         Maxillo- facial 
•         General Surgery 
•         Gynaecology 
•         Minor Vascular 
•         ENT 
•         Dental 
•         All endoscopy activity e.g. Bronchoscopy; Gastroenterology 
•         Dermatology 
•         Radiology 

 
The unit is forecast to deliver a surplus of approximately £2.3million by year three.  The trust 
has an ability to lease the building for up to 20 years, with a right of renewal.  It also has an 
option to purchase the building up to year three at a pre-agreed amount, and a pre-emption 
right from year 4-10. 
 
The trust has been working closely with the landlord to ensure the building is fit for purpose, 
including the development of a radiology suite.   
 
The trust will undertake a valuation exercise if it wishes to explore exercising the option in 
the third year to ensure it represented value for money at that time. If the business were to 
prove unsuccessful, the trust has opportunities to break the lease.   
 
Plans for the unit have been discussed at a number of Strategy and Investment Committee 
meetings and the lease cost amount is within the committee’s delegated financial limit.  
However, if the trust were to exercise its option to purchase, agreement would be requested 
from the Board at the time.   
 

ENFIELD CCG LEADERSHIP  
  
After nearly three years as chief officer, Liz Wise is leaving Enfield CCG to take up a new 
role as programme director for primary care at the Healthy London Partnership Programme, 
a collaboration of the 32 London CCGs and NHS England.  Paul Jenkins joins the CCG as 
chief officer and Deborah McBeal as deputy chief officer at the beginning of August.   
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COMMUNICATIONS REPORT – JULY 2015  
 
June saw a positive month for external communications with 23 positive mentions in the 
press against seven neutral and five negative. The internal communications team focussed 
on delivery of key messages regarding a number of important Royal Free London projects 
including RTT and the launch of PACS and RIS.  
 
Media stories featuring the trust include: 
 

 Will Smart, chief information officer, featured in stories on the trust’s use of EDRM 
software in, Information Age.  

 Anna Cross, the third British citizen to be treated for Ebola in the HLIU, was hosted at 
Buckingham Palace, reported in the Daily Mail, Jenkers and Hello Magazine. 

 Charities launched at Barnet Hospital and Chase Farm Hospital, reported in the 
Enfield Advertiser (see e-edition page 4) and the Barnet & Potters Bar Press (see e-
edition page 3). 

 Emma Bunton, former spice girl, praised staff for the care she received at Barnet 
Hospital, on Heart Radio. 

 Dan Coyle, PE teacher, who is raising money for charity, praised staff at Barnet 
Hospital for his mother’s care, in the Barnet & Potters Bar Times.  

 The Enfield Independent and Enfield Advertiser (see e-edition page 14) advertised 
the Chase Farm Hospital redevelopment meeting for 30 June.  

 Reverend Bernard Koschland, Jewish chaplain at the Royal Free Hospital, attended 
the Queen’s garden party, in the Barnet & Whetstone Press. 

 The London Evening Standard wrote a piece about the musical ambitions of William 
Tackie, a dialysis patient at the Royal Free Hospital.  

  
In this period the communications team also: 
 

 Issued 8 statements. 

 Handled 19 media enquires including requests for interviews, statements, briefings, 
filming and documentary enquiries. 

 Posted 20 news stories on the trust website. 

 Posted 28 stories, notices and events on the trust intranets. 

 Increased the trust’s twitter following by 115 followers to 8,255. 

 Continued to build the trust Facebook page, with 26 new ‘likes’ to 2,914 fans. 

 Published the June Freepress magazine and commenced work on the July issue. 

 Provided communications support for key trust projects including non-clinical support 
services move, RTT, PACS and RIS launch, the haem-oncology move, EDRM and 
RPASS. 

 Promoted friends and family test results both internally and externally. 

 Continued communications planning for new building developments including the 
Institute of Immunity and Transplantation, Royal Free Hospital emergency 
department rebuild project and the Chase Farm Hospital redevelopment. 

 Continued an internal communications audit evaluating all key channels and 
audiences. 

 Ran the first listening surgery events where staff are able to speak with senior leads 
about the trust. 

  

http://www.information-age.com/technology/information-management/123459656/busy-hospital-digitising-its-vast-medical-records-2-years-ahead-schedule-heres-how
http://www.dailymail.co.uk/femail/article-3115817/Countess-Wessex-welcomes-Army-reservist-nurse-cured-Ebola-afternoon-tea-Buckingham-Palace.html
https://www.google.com/url?rct=j&sa=t&url=http://jenkers.com/en%23!t%3D4206877&ct=ga&cd=CAEYAioTODUzMzU3Mzg5NjM0OTAzNzA2NDIaNDU1ZDY0YzljZjFlYTUzNDpjb206ZW46VVM&usg=AFQjCNE_ySHoTdZuYGyWE0j4ZDWIxU2r5w
http://news.google.com/news/url?sr=1&sa=t&ct2=uk%2F0_0_s_1_0_t&usg=AFQjCNHpDIkMhQtV_CE5o1qEmenHa6K5fw&did=4a0f342163bc4cca&cid=52778871412671&ei=odt6Vci1EIzKaoPYgbgJ&rt=STORY&vm=STANDARD&url=http%3A%2F%2Fwww.hellomagazine.com%2Froyalty%2F2015060925675%2Fsophie-wessex-meets-ebola-nurse-anna-cross%2F
http://edition.pagesuite-professional.co.uk/Launch.aspx?referral=other&refresh=6Jm019Ft4y1N&PBID=e7e5d511-be97-43e8-8288-f7095a2f15e8
http://edition.pagesuite-professional.co.uk/Launch.aspx?pbid=f8297918-4e99-4dfb-9199-5ba5cfd6d926
http://edition.pagesuite-professional.co.uk/Launch.aspx?pbid=f8297918-4e99-4dfb-9199-5ba5cfd6d926
http://www.times-series.co.uk/news/13343651.Teacher_to_complete_mountainous_challenge_to_raise_money_for_cancer_charity/
http://www.enfieldindependent.co.uk/news/13330315.Public_meeting_set_to_discuss_Chase_Farm/
http://edition.pagesuite-professional.co.uk/launch.aspx?pbid=4a6dbef0-9351-4892-9597-6c04c9191e1a
http://www.barnet-today.co.uk/article.cfm?id=859&headline=Duo%20honoured%20with%20invite%20to%20garden%20party
http://www.standard.co.uk/news/health/musician-hopes-new-kidney-will-give-him-second-shot-at-x-factor-10348011.html
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E  NATIONAL NEWS AND DEVELOPMENTS 

 

GOVERNMENT ANNOUNCES MONITOR AND TRUST DEVELOPMENT 
AUTHORITY MOVE TO SINGLE LEADERSHIP – CREATION OF NHS 
IMPROVEMENT 
 
The Secretary of State has announced the move to a single chief executive of Monitor and 
the Trust Development Authority (TDA).  The closer working between Monitor and TDA will 
encompass those functions and duties carried out by both organisations.  This change will 
mean that all NHS providers, whether they are foundation trusts or trusts, are under the 
oversight of one chief executive, overseeing teams working closely together. The Secretary 
of State has confirmed that no changes to the foundation trust model are currently 
envisaged.  
 
It has since been announced that the new organisation will be called NHS Improvement.   
 
Ed Smith, currently Vice Chair of NHS England, has now been appointed as new joint Chair 
of Monitor and Chair-Designate of the NHS Trust Development Authority (TDA), effectively 
making him the chair of NHS Improvement. He will be supported by Ara Darzi as a new non-
executive director of NHS Improvement. The process for recruiting a chief executive will 
begin immediately and will be completed by the end of September. 
 
CQC INTERIM CHAIR 
 
Michael Mire has been appointed interim chair of CQC following the departure of David 
(Lord) Prior. 
 
SECRETARY OF STATE’S SPEECH – MAKING HEALTHCARE MORE HUMAN-
CENTRED AND NOT SYSTEM-CENTRED 
 
The Secretary of State recently set out the government’s 25 year vision for a patient-led, 
transparent and safer NHS in a speech at The Kings Fund, and in a statement to the House 
of Commons. The speech had a clear emphasis on transparency, choice, empowered 
patients and local decision making. It signaled a move away from a target driven culture to 
one of learning and improvement with an overall ambition for the NHS to become the world’s 
largest learning organisation. 
 
Changes to the regulation architecture and a renewed focus on improvement: 
 

 NHS Improvement was announced as the new operating name for a jointly led NHS 
Trust Development Authority and Monitor. 
o The new joint body will be chaired by Ed Smith, currently Vice-Chair of NHS England, 

supported by Ara Darzi as a new non-executive director. 
o The recruitment for a chief executive of NHS Improvement will commence 

immediately and will be completed by the end of September. 
o The safety function currently at NHS England and led by Dr Mike Durkin will transfer 

to NHS Improvement. NHS Improvement will also host a new Independent Patient 
Safety Investigation Service. 

o Introduction of international buddying programme. Initially five NHS trusts will be 
buddied with Virginia Mason in Seattle, with an expectation to develop further 
international partnerships in the future. 
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 Changes to the consultant contract to enable a seven-day NHS: 
o The opt out clause for weekend working will be removed from the consultant contract 

for newly qualified hospital doctors. Doctors currently in service will still be able to 
exercise weekend opt-outs, but the off-contract payments for this activity will be 
reformed. 

o The British Medical Association (BMA) has been offered a six week window to 
discuss and agree the changes with the government, after which a new contract will 
be imposed. 
 

 Leadership capacity in the NHS: 
o The government accepted in principle, the 19 recommendations within the Rose 

report ‘Better leadership for tomorrow’. This included a proposal to merge Monitor 
and the NHS TDA, and a suggestion that the functions of the Leadership Academy 
come under the purview of Health Education England (HEE). 

 

 Proposals relating to patient safety, quality of care and patient choice: 
o The government published ‘Learning not blaming’, its response to Sir Robert Francis 

QC’s Freedom to Speak Up review, the Public Administration Select Committee 
report on investigating clinical incidents in the NHS, and Dr Bill Kirkup’s independent 
report on the Morecambe Bay investigation 
o Proposals include: improving incentives for staff to speak out against poor quality 

care in the NHS; the establishment of an independent agency to investigate 
patient safety incidents to be hosted by NHS Improvement; modernising the 
supervision of midwifery. 

o GPs will be asked to inform patients of the Care Quality Commission rating and 
waiting time data at hospitals. 

o NHS England will develop proposals for introducing meaningful patient choice 
and control over their care offered in services for maternity, end of life care and 
long term conditions. 

 
The Secretary of State also acknowledged the need for a shift in culture from a top-down 
target driven system to one centred around transparency, learning and improvement. He 
spoke about a reduction in bureaucracy and top-down direction, allowing the space for ‘local 
ingenuity and innovation’. He referred to the roll out of ‘intelligent transparency’, ‘natural 
competitiveness’ and ‘self-directed improvement’ as key to this culture change. To underpin 
this approach he announced that from March 2016 England will be the first country in the 
world to publish avoidable deaths by trust, and that ratings on the overall quality of care 
provided to different patient groups by local health economy will also be made publicly 
available. 
 
To build on the success of the ‘buddying’ arrangement for trusts in special measures and 
support continuous improvement, the Secretary of State announced the start of an 
international buddying programme.  Five NHS trusts --- Surrey and Sussex Healthcare, 
Leeds Teaching Hospitals, University Hospitals Coventry and Warwickshire, Barking 
Havering and Redbridge and Shrewsbury and Telford will be partnered with Virginia Mason 
in Seattle which has an impressive reputation for developing a safety culture based on 
organisational learning. There was also a commitment to developing further international 
partnerships in the future. 
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CARTER REVIEW  
 
Lord Carter was appointed by the Secretary of State to chair the NHS Procurement and 
Efficiency Board in June 2014.  His interim report outlines the work that has been carried out 
to review the productivity of NHS hospitals, working with a group of 22 NHS providers, 
including the Royal Free London NHS Foundation Trust.  The trust will continue to work with 
the review team to further explore and develop the metrics. 
 
Lord Carter’s believes that the data so far available suggests there could be savings of up to 
£5bn per annum by 2019/20 provided there is political and managerial commitment to take 
the necessary steps and funding to achieve these efficiencies. He believes up to £2bn could 
be delivered by improving workflow and containing workforce costs. Amongst other things, 
this includes increased productivity through having a stronger management grip on non-
productive time (for example annual leave, sickness and training), better management of 
rosters and improved guidance on appropriate staffing levels and skill range for certain types 
of wards. He thinks a further £3bn could be delivered from improved hospital pharmacy and 
medicines optimisation, estates and procurement management (£1bn from each) by 
adopting best practices and modern systems for example, creating a tightly controlled single 
NHS electronic catalogue for products purchased by hospitals.  
 
The report provides interim recommendations and next steps. A full report will be published 
in autumn 2015. 
 

ROSE REVIEW  
 
Early in 2014 the Secretary of State for Health asked Sir Stuart Rose to review NHS 
management and leadership, initially in trusts and then the review was extended to include 
CCGs. 
 
The review was published recently.  The key strengths that the review found included: the 
commitment of staff at all levels and in all parts of the NHS; the profound goodwill of its 
stakeholders, and the strong support of its funder, the Department of Health.  The review 
found that the quality of NHS clinical care, which is highly regarded, is not always matched 
by its ability to identify, assess, and manage its staff consistently. Some of the systems and 
procedures necessary for this do not exist, or where they do exist are only partially effective. 
 
There were three areas of particular concern to the review: 
 

 Vision: There is a lack of One NHS Vision and of a common ethos. 

 People: The NHS has committed to a vast range of changes however; there is 
insufficient management and leadership capability to deal effectively with the scale of 
challenges associated with these. 

 Performance: There is a need for proper overall direction of careers in management 
across the medical, administrative and nursing cadres. 

 

The review states that there are two pre-conditions that must be met before any of these 
recommendations can be effected:  to form a single service-wide communication 
strategy within the NHS to cascade and broadcast good (and sometimes less good) 
news and information as well as best practice to NHS staff, Trusts and Clinical 
Commissioning Group; and to create a short NHS handbook/ passport/ map 
summarising in short and/ or visual form the NHS core values, to be published, 
broadcast and implemented throughout the NHS.  
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17 other recommendations are made under the headings of training, performance 
management, bureaucracy and management support 
 

 Training – extension of the role of Health Education England (HEE) to coordinate 
the content, progress and quality of all NHS training including responsibility for 
the coordination and measurement of all management training in the NHS.  

 
 Performance management - set, teach and embed core management competencies 

and associated expected behaviours at each management level, provide on-going 
career support and establish and embed an NHS system of simple, rational appraisal 
supported by a regular course in giving and receiving appraisals as part of the core 
provision of the single training body. 

 

 Bureaucracy - review the data demands of regulators and oversight bodies; these 
can then be rationalised and harmonised in order to produce consistent, clear and 
simple reporting that does not distract staff from patient care.  Merge the oversight 
bodies, the Trust Development Agency (TDA) and Monitor.  Establish and maintain a 
clearer system of simple rational appraisal (balanced scorecard for the organisation). 

 

 Management Support - create NHS wide comment boards. Website and supporting 
technology to be designed and implemented to share best practice.  Set minimum 
term, centrally held, contracts for some very senior managers subject to assessment 
and appraisal.  Formally review Non-Executive Director (NED) and CCG lay member 
activity (including, competence and remuneration); and establish a system of 
volunteer NEDs from other sectors 

 
MONITOR BOARD MEETING 24 JUNE 2015 
 
The following is a summary of some of the matters discussed at the Monitor Board meeting: 
 

 Provider appraisal update 
o Monitor currently has four active assessments and four ongoing transaction 

reviews 
o Monitor has replaced prescriptive criteria for marginal authorisation decisions 

with a case by case discussion and feedback from the NED attending the 
board to board meeting, so a quality governance score of 3.5 does not 
automatically require referral to the board. 

 

 Strategy and policy update 
o Monitor has begun providing coaching within trusts to improve performance 

against key access targets 
o Work has started on assessing the potential savings from the transformation 

programmes of the 5 year forward view 
 

 Economics update 
o The team is finalizing a report on the drivers in the decline in accident and 

emergency performance over 2014/15 with  high level recommendations for 
trusts, Monitor and partner organisations 
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CQC BOARD MEETING 25 JUNE 2015 
 
The following is a summary of some of the matters discussed at the CQC Board meeting: 

 
 Chief executive’s report  

o Secretary of State has asked CQC to look at hospital trusts’ abilities to make 
good use available resources as part of its regime.  CQC’s approach will be to 
build on existing efficiency metrics and Lord Carter’s review 

o The DH’s financial controls package, aimed at helping reduce costs in the 
NHS, includes restrictions on the use of agency staff and requires approval of 
any consultancy contracts over £50,000.  This will inform CQC’s development 
of an assessment for a trust’s use of resources. 

o CQC has recruited 362 new inspectors and 67 inspection managers 
o 310 new inspectors have completed or are undertaking a new six week role 

specific induction programme 
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TRUST BOARD PERFORMANCE REPORT 

 
 

Executive summary  

Risk Assessment Framework Ratings Summary    
 
June and quarter 1 outturn high-level summary 
Cancer data is not available for June.  
 
A&E 
In relation to A&E the trust was compliant with the 95% standard outturning June at 97.6%, 
the Royal Free hospital site recorded 96.4% and the Barnet and Chase Farm hospital sites 
98.3%. For quarter 1 the combined trust outturned at 97.1% with the Royal Free site 
recording 95.9% and the Barnet and Chase Farm hospital site 97.9%. 
 
C. difficile  
The combined trust achieved compliance against the standard for June outturning the month 
with 4 infections against a trajectory of 5. The Royal Free hospital site recorded zero 
infections in June; however the Barnet and Chase Farm hospital site recorded 4 infections 
against a monthly trajectory of 3. For quarter 1 the combined trust failed the standard 
recording a total of 20 infections against a trajectory of 17. However for the quarter Barnet 
and Chase Farm hospital site achieved compliance outturning with 7 infections against a 
trajectory of 9. The Royal Free hospital site failed the quarter recording 13 infections against 
a trajectory of 8.  
 
RTT 18-weeks national indicators 
On Wednesday 15 July the trust submitted its second national monthly 18-weeks RTT 
submission in respect of June performance data, a summary is provided below:    
 
52 weeks breaches: 
DTA 52 weeks breaches: 20  
NDTA 52 weeks breaches: 58 
Incomplete pathway 52 weeks breaches: 126 
TOTAL: 204 
 
In summary, DTA clock stop 52 week breaches reduced by 2 from 22 in May to 20 in June. 
NDTA clock stop 52 week breaches increased by 20 from 38 in May to 58 in June with 
Incomplete pathway 52 week breaches reducing by 69 from 195 in May to 126 in June. 
 
Performance against national standards: 
DTA: 79.3% (target 90%) 
NDTA: 91.6% (target 95%) 
Incomplete pathways: 88.3% (target 92%) 
 

Report to 
 

Date of meeting Attachment number 

Trust Board 29 July 2015 Paper 10 
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Cancer 62 Days from GP referral: 
The combined trust failed the indicator in quarters 3 and 4 outturning at 78.7% and 72.5% 
against the 85% standard. For May the combined trust recorded 78.5%. The Royal Free 
hospital site achieved the standard recording 86.4% with the Barnet and Chase Farm 
hospital site failing the standard outturning at 74.3%. Target failure is being driven by a build-
up of breach backlog pathways across a number of tumour sites, most notably Urology. 
Specific issues in the Urology pathway relate to delays for diagnosis especially where this 
requires MRI, TRUS or TEMPLATE biopsy as well as delays where treatment is required at 
an external trust with the majority of such pathways referred to UCLH. The trust has 
produced a recovery trajectory to ensure a return to national compliance is achieved at the 
earliest opportunity, however as a "worst case" no later than December 15. The Trust is 
currently in discussion with NHS England in relation to the feasibility of achieving compliance 
earlier this year. Detailed recovery actions are described in the attached paper.  
 
Cancer 62 Days from Screening Service referral:  
For quarter 3 the combined trust outturned at 88.5% against the 90% standard. However 
compliance was achieved in the last month of quarter 3 with a performance of 100% 
recorded for January, this strongly suggested that recovery actions already undertaken had 
been effective. For quarter 4 the combined trust outturned at 98.9%, again suggesting 
recovery actions had been effective.  
 
However during May the cancer MDTs across the Royal Free hospital and Barnet and Chase 
Farm hospital sites were asked to validate all 62 Day referrals from a screening service. The 
results suggested a significant volume of breaches might be experienced throughout quarter 
1. Most recent data suggests a potential 6.0 breaches during the quarter. All breaches 
started their pathway at the Edgware Breast Screening Service with 5 breaches referred to 
the Royal Free hospital site and 1 to Barnet and Chase Farm hospital site. The national 
standard is set at 90% therefore to accommodate 6.0 breaches within a quarter would 
require a minimum of 60 pathways. Most recent data suggests 56 pathways will be recorded 
in the quarter resulting in target outturn of 89.3% against the 90% standard. A series of 
recovery actions have been implemented and are detailed in the attached paper.   
 
 

Action required/recommendation  

To note 
 

Trust strategic priorities and business planning objectives 

supported by this paper  

Board assurance risk 

number(s)  

1. Excellent outcomes – to be in the top 10% of our peers on 

outcomes 

X 

2. Excellent user experience – to be in the top 10% of relevant 

peers on patient, GP and staff experience 

X 

4. Excellent compliance with our external duties – to meet our 

external obligations effectively and efficiently 

X 

5. A strong organisation for the future – to strengthen the 

organisation for the future 

X 

 

CQC Regulations supported by this paper  

Regulation 8 ⃰ General  

Regulation 9 Person-centred care  

Regulation 10 Dignity and respect  

Regulation 12 Safe care and treatment  

Regulation 17 Good governance  



Paper 10 
 

 

Page 3 of 3 
Trust peformance report – July board 2015 

Regulation 18 Staffing  

Regulation 20A⃰ Requirement as to display of performance assessments  
 

 

Risks attached to this project/initiative and how these will be managed (assurance) 

Failure to achieve and maintain compliance against national cancer 62 day performance 

standard  

 

Equality analysis  

 No identified negative impact on equality and diversity  

 

Report from Will Smart 

  Chief Information Officer 

Author(s) Tony Ewart 

  Head of Performance  

Date  24 July 2015  
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June 2015 Monitor Risk Assessment Scorecard April 2015 to March 2016 

Royal Free London NHS Foundation Trust

Monitor Indicators of Governance Concerns - April 2015 - March 2016 Q1 Q2 Q3 Q4 Apr-15 May-15 Jun-15 Target Weighting

*A&E - 95% of patients admitted, transferred or discharged within 4-hours 95.9% 95.6% 94.3% 94.4% 96.8% 97.1% 97.6% >= 95% 1.0

*C difficile number of cases against  plan 17 18 9 14 7 9 4 Q1 <= 17 1.0

**Maximum time of 18 weeks from point of referral to treatment in
aggregate for admitted patients 91.9% 90.8% 90.6% 90.3% 90.3% 80.9% 79.3% >=90% 1.0

**Maximum time of 18 weeks from point of referral to treatment in
aggregate for non-admitted patients 97.4% 97.3% 97.7% 96.8% 97.5% 92.6% 91.6% >=95% 1.0

**Maximum time of 18 weeks from point of referral to treatment in
aggregate for patients on an incomplete pathways 92.2% 92.5% 92.3% 92.1% 92.3% 88.1% 88.3% >=92% 1.0

**All Cancer 31 day second or subsequent treatment -
surgery 97.9% 98.1% 100.0% 99.3% 100% 97.4% >=94%
drug 100% 100% 100% 100% 100% 100.0% >=98%
radiotherapy 100% 100% 100% 99.1% 100% 100.0% >=94%

**All Cancer 62 days wait for first treatment:
from urgent GP referrals: 84.1% 85.2% 78.7% 72.5% 82.1% 78.5% >=85%
from a screening service 95.9% 94.9% 88.5% 98.9% 87.1% 88.6% >= 90%

**All cancers: 31 day wait from diagnosis to first treatment 98.3% 98.5% 99.3% 99.8% 98.6% 99.5% >=96% 1.0

**Cancer: two week wait from referral to date first seen
All cancers 94.9% 94.9% 95.8% 95.5% 94.4% 95.3% >=93%
Symptomatic breast patients 94.5% 94.3% 96.4% 94.1% 98.9% 98.8% >=93%

Compliance with requirements regarding access to healthcare for people with 
learning disabilities Compliant Compliant Compliant Compliant Compliant Compliant Meeting the 

6 criteria 1.0

Monitor overall governance thresholds: Trust Rating: Red Green1 Green1 Green1 Green1 Green1

Green: a service performance score of <4.0 and <3 consecutive quarters' 
breaches of a single metric Weighting: 2 0 1 1 1 1

Red: a service performance score of >=4.0 and >=3 consecutive quarters' 
breaches of a single metric 

* Denotes actual data for June 2015
**Cancer data is not available for June 2015
Note: C. difficile RAG rating applied on the basis of the cumulative quarterly 
expression of the trajectory

1.0

1The overall trust rating has been modified following application of the Monitor governance framework adjustment

2014/15 2015/16

1.0

1.0

2
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June 2015 Monitor Risk Assessment Scorecard April 2015 to March 2016 

Royal Free Hospital

Monitor Indicators of Governance Concerns - April 2015 - March 2016 Q1 Q2 Q3 Q4 Apr-15 May-15 Jun-15 Target Weighting

*A&E - 95% of patients admitted, transferred or discharged within 4-hours 95.8% 94.4% 91.9% 93.9% 96.7% 94.7% 96.4% >= 95% 1.0

*C difficile number of cases against  plan 2 5 9 4 7 4 9 0 Q1 <=8 1.0

**Maximum time of 18 weeks from point of referral to treatment in aggregate for 
admitted patients 91.9% 90.8% 90.6% 90.3% 90.3% >=90% 1.0

**Maximum time of 18 weeks from point of referral to treatment in aggregate for 
non-admitted patients 97.4% 97.3% 97.7% 96.8% 97.5% >=95% 1.0

**Maximum time of 18 weeks from point of referral to treatment in aggregate for 
patients on an incomplete pathways 92.0% 92.5% 92.3% 92.1% 92.3% >=92% 1.0

**All Cancer 31 day second or subsequent treatment -
surgery 97.4% 96.9% 100% 98.6% 100% 95.8% >=94%
drug 100.0% 100% 100% 100% 100% 100.0% >=98%
radiotherapy 100.0% 100% 100% 99.1% 100% 100.0% >=94%

**All Cancer 62 days wait for first treatment:
from urgent GP referrals: 88.5% 88.5% 83.3% 84.6% 87.5% 86.4% >=85%
from a screening service 92.3% 95.5% 84.6% 100% 63.6% 77.8% >= 90%

**All cancers: 31 day wait from diagnosis to first treatment 97.2% 96.7% 98.3% 99.6% 96.4% 98.9% >=96% 1.0

**Cancer: two week wait from referral to date first seen
All cancers 97.2% 98.1% 99.1% 99.3% 96.8% 98.7% >=93%
Symptomatic breast patients 98.0% 96.0% 98.1% 98.6% 100% 100.0% >=93%

Compliance with requirements regarding access to healthcare for people with 
learning disabilities Compliant Compliant Compliant Compliant Compliant Compliant Meeting the 6 

criteria 1.0

Monitor overall governance thresholds: Trust Rating: Green Green1 Green1 Green1 Green Green1

Green: a service performance score of <4.0 and <3 consecutive quarters' 
breaches of a single metric Weighting: 0 0 1 1 1 1

Red: a service performance score of >=4.0 and >=3 consecutive quarters' 
breaches of a single metric 

* Denotes actual data for June 2015
**Cancer data is not available for June 2015 
Note: C. difficile RAG rating applied on the basis of the cumulative quarterly 
expression of the trajectory

1.0

1The overall trust rating has been modified following application of the Monitor governance framework adjustment

2014/15 2015/2016

1.0

1.0

3
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June 2015 Monitor Risk Assessment Scorecard April 2015 to March 2016 

Barnet Hospital and Chase Farm Hospital

Monitor Indicators of Governance Concerns - April 2015 - March 2016 Q1 Q2 Q3 Q4 Apr-15 May-15 Jun-15 Target Weighting

*A&E - 95% of patients admitted, transferred or discharged within 4-hours 96.0% 96.4% 95.9% 94.8% 96.9% 98.6% 98.3% >= 95% 1.0

*C difficile number of cases against  plan 2 &3 12 9 5 7 3 0 4 Q1 <= 9 1.0

**Maximum time of 18 weeks from point of referral to treatment in
aggregate for admitted patients >=90% 1.0

**Maximum time of 18 weeks from point of referral to treatment in
aggregate for non-admitted patients >=95% 1.0

**Maximum time of 18 weeks from point of referral to treatment in
aggregate for patients on an incomplete pathways >=92% 1.0

**All Cancer 31 day second or subsequent treatment -
surgery 98.4% 100.0% 100.0% 100.0% 100% 100.0% >=94%
drug 100.0% 100.0% 100.0% 100.0% 100% 100.0% >=98%
radiotherapy NA NA NA NA NA NA >=94%

**All Cancer 62 days wait for first treatment:
from urgent GP referrals: 81.4% 83.0% 76.3% 66.6% 80.6% 74.3% >=85%
from a screening service 96.0% 94.3% 90.1% 98.3% 100% 96.2% >= 90%

**All cancers: 31 day wait from diagnosis to first treatment 99.3% 100.0% 100.0% 100.0% 100% 100.0% >=96% 1.0

**Cancer: two week wait from referral to date first seen
All cancers 94.0% 93.2% 94.1% 93.7% 93.4% 93.7% >=93%
Symptomatic breast patients 92.6% 93.5% 95.4% 91..8% 98.3% 98.3% >=93%

Compliance with requirements regarding access to healthcare for people with 
learning disabilities Compliant Compliant Compliant Compliant Compliant Compliant Meeting the 

6 criteria 1.0

Monitor overall governance thresholds: Trust Rating: Red Green1 Green1 Green1 Green Green1

Green: a service performance score of <4.0 and <3 consecutive quarters' breaches 
of a single metric Weighting: 3 1 1 2 1 1

Red: a service performance score of >=4.0 and >=3 consecutive quarters' breaches 
of a single metric 

* Denotes actual data for June 2015
**Cancer data is not available for June 2015.  
Note: C. difficile RAG rating applied on the basis of the cumulative quarterly 
expression of the trajectory

1The overall trust rating has been modified following application of the Monitor governance framework adjustment

1.0

2014/15 2015/16

1.0

1.0
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Trust Performance Dashboard 
Month: June 2015 

Commentary and Exception Report  

 

Risk Assessment Framework Ratings Summary    
 
June and quarter 1 outturn high‐level summary 
Cancer data is not available for June.  
 
A&E 
In relation to A&E the trust was compliant with the 95% standard outturning June at 97.6%, the Royal Free hospital site recorded 96.4% and the Barnet and 
Chase Farm hospital sites 98.3%. For quarter 1 the combined trust outturned at 97.1% with the Royal Free site recording 95.9% and the Barnet and Chase 
Farm hospital site 97.9%. 
 
C. difficile  
The combined trust achieved compliance against the standard for June outturning the month with 4 infections against a trajectory of 5. The Royal Free 
hospital site recorded zero infections in June; however the Barnet and Chase Farm hospital site recorded 4 infections against a monthly trajectory of 3. For 
quarter 1 the combined trust failed the standard recording a total of 20 infections against a trajectory of 17. However for the quarter Barnet and Chase 
Farm hospital site achieved compliance outturning with 7 infections against a trajectory of 9. The Royal Free hospital site failed the quarter recording 13 
infections against a trajectory of 8.  
 
RTT 18‐weeks national indicators 
On Wednesday 15 July the trust submitted its second national monthly 18‐weeks RTT submission in respect of June performance data, a summary is 
provided below:    
 
52 weeks breaches: 
DTA 52 weeks breaches: 20  
NDTA 52 weeks breaches: 58 
Incomplete pathway 52 weeks breaches: 126 
TOTAL: 204 
 
In summary, DTA clock stop 52 week breaches reduced by 2 from 22 in May to 20 in June. NDTA clock stop 52 week breaches increased by 20 from 38 in 
May to 58 in June with Incomplete pathway 52 week breaches reducing by 69 from 195 in May to 126 in June. 
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Trust Performance Dashboard 
Month: June 2015 

Commentary and Exception Report  

 

Performance against national standards: 
DTA: 79.3% (target 90%) 
NDTA: 91.6% (target 95%) 
Incomplete pathways: 88.3% (target 92%) 
 
In summary, DTA clock stop performance reduced from 80.9% in May to 79.3% in June with NDTA clock stop performance reducing from 92.6% in May to 
91.6% in June. Incomplete pathway performance increased from 88.1% in May to 88.3% in June. Behind the percentages there were 277 more 18 weeks 
admitted clock stop breaches in June than recorded in May and 404 more non‐admitted breaches. This suggests that backlog clearance is increasing with a 
reduction in Incomplete pathway 52 week breaches resulting. The data also responds with a reduction in clock stop and an increase in Incomplete pathways 
performance against the relevant standards as might be expected during a backlog clearance exercise. However the data will also be influenced by the 
continuing validation effort and the removal of data errors.  
 
Cancer 62 Days from GP referral: 
The combined trust failed the indicator in quarters 3 and 4 outturning at 78.7% and 72.5% against the 85% standard. For May the combined trust recorded 
78.5%. The Royal Free hospital site achieved the standard recording 86.4% with the Barnet and Chase Farm hospital site failing the standard outturning at 
74.3%. Target failure is being driven by a build‐up of breach backlog pathways across a number of tumour sites, most notably Urology. Specific issues in the 
Urology pathway relate to delays for diagnosis especially where this requires MRI, TRUS or TEMPLATE biopsy as well as delays where treatment is required 
at an external trust with the majority of such pathways referred to UCLH. The trust has produced a recovery trajectory to ensure a return to national 
compliance is achieved at the earliest opportunity, however as a "worst case" no later than December 15. The Trust is currently in discussion with NHS 
England in relation to the feasibility of achieving compliance earlier this year. The current recovery trajectory is presented below with the trust achieving 
compliance with the quarter 1 trajectory (subject to final national upload of June data): 
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Trust Performance Dashboard 
Month: June 2015 

Commentary and Exception Report  

 

Cancer 62 Days from Screening Service referral:  
For quarter 3 the combined trust outturned at 88.5% against the 90% standard. However compliance was achieved in the last month of quarter 3 with a 
performance of 100% recorded for January, this strongly suggested that recovery actions already undertaken, regular weekly teleconferences/monthly 
meeting between the cancer multi‐disciplinary team (MDT) and the Edgware Screening Service and patients referred beyond 31 days (recently reduced to 
24 days) from the Screening Service immediately escalated to the MDT, had been effective. For quarter 4 the combined trust outturned at 98.9%, again 
suggesting recovery actions had been effective.  
 
However during May the cancer MDTs across the Royal Free hospital and Barnet and Chase Farm hospital sites were asked to validate all 62 Day referrals 
from a screening service. The results suggested a significant volume of breaches might be experienced throughout quarter 1. Most recent data suggests a 
potential 6.0 breaches during the quarter. All breaches started their pathway at the Edgware Breast Screening Service with 5 breaches referred to the Royal 
Free hospital site and 1 to Barnet and Chase Farm hospital site. The national standard is set at 90% therefore to accommodate 6.0 breaches within a quarter 
would require a minimum of 60 pathways. Most recent data suggests 56 pathways will be recorded in the quarter resulting in target outturn of 89.3% 
against the 90% standard.  
 
Monitor governance framework adjustment: 
The governance framework adjustment was presented in detail in previous versions of this report. In summary adjustments are made effectively setting 
aside underperformance against the 18‐weeks RTT, A&E and C. difficile indicators in relation to assessing compliance against the Monitor scorecard. 
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FINANCIAL PERFORMANCE REPORT JUNE 2015/16 

 
 

Executive summary  

Income & Expenditure Position 
The income and expenditure position for May is a deficit of £1.6m which is an adverse 
variance of £1.6m compared to plan. The position for the year to date is a deficit of 
£10.9m which is an adverse variance of £4.7m compared to plan. 
 
Capital Expenditure 
June spend is £5.3m which is £2.3m above plan, for the year to date expenditure 
£1.8m above plan which is largely due to higher than planned spend within IM&T and 
Medical Equipment during the period. 
 
Cash 
The cash balance at the end of June was £82.8m which is £3.8m above plan due to a 
backlog of creditor payments. 
 
Monitor Continuity of Service Risk Rating 
The overall risk rating forecast for the quarter is 3 compared to the plan of 4. This 
includes a rating of 1 for Debt Service Cover for the first quarter compared to planned 
rating of 2 due to the adverse income and expenditure position. 

 

 

Action required  

For discussion. 

 

Trust strategic priorities and business planning objectives 

supported by this paper  

Board assurance risk 

number(s) 

3. Excellent financial performance – to be in the top 10% of 

relevant peers on financial performance 

 

 

CQC outcomes supported by this paper  

26 Financial position 
 

 

Equality analysis  

No identified negative impact on equality and diversity 

 

Report from Caroline Clarke, Director of Finance                Date      15 July 2015 

Author(s)          Mike Dinan, Director of Financial Operations     

Edmund Knight-Jones, Assistant Director of Finance  

 

Report to 
 

Date of meeting Attachment number 
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FINANCIAL PERFORMANCE EXECUTIVE SUMMARY

June 2015

Measure Description Status Position Trend Variation

Normalised Net 

Surplus / 

(Deficit)

Net income and 

expenditure excluding 

profit from fixed asset 

disposals and fixed asset 

impairments

Net surplus/(deficit) in month: 

Plan (Break-even), Actual 

(£1.6m), Variance (£1.6m) 

adverse

Net surplus/(deficit) YTD:

Plan (£6.2m), Actual (£10.8m),  

Variance (£4.7m) adverse

NHS Clinical Income excluding TEDD: £0.4m favourable YTD, £0.6m favourable in-

month.

Other Income: £0.4m adverse YTD, £0.2m favourable in-month. The adverse

variance for YTD relates to low private patient activity. The improvement in June

relates to sale of pathology stock to HSL.

Pay excluding Integration: £5.4m adverse YTD, £2.4m adverse in-month.

Overspending is due to QIPP shortfalls and high agency staffing costs. 

Non-Pay excluding Integration & TEDD: (£2.1m) adverse YTD, (£1.0m) adverse in-

month. Increased spend on supplies in June with large overpends in theatres as

new finance system comes on line.

Integration: £1.5m favourable YTD, £0.5m favourable in-month.

QIPP Savings

Savings against the 

recurrent QIPP savings 

plan. The plan includes 

both cost efficiency or 

income generation 

schemes.

QIPP in month: 

Plan £3.5m, Actual £2.0m,  

Variance (£1.5m) adverse

QIPP year to date:

Plan £10.5m, Actual £5.2m,  

Variance (£5.2m) adverse

QIPP shortfall primarily due to:

- Savings target unidentified at start of the year (£3.5m) YTD ( £14.0m of the

£48.0m savings target unidentified at start of year).

- Slippage on income generation schemes (£1.0m)

- Slippage on efficiency savings schemes (£0.8m)

Capital 

Expenditure

Year to date cumulative 

expenditure in non-

current assets.

CAPEX in month: 

Plan £2.9m, Actual £5.2m,  

Variance (£2.3m) overspent

CAPEX year to date:

Plan £10.3m, Actual £12.1m,  

Variance £1.8m overspent

£1.8m adverse YTD and £2.3m adverse in month. The expenditure is above plan

largely due to higher than planned spend within IM&T and Medical Equipment

during the period.

Cash

Cash held with the 

government banking 

service and in commercial 

banks.

Cash flow in month: 

Plan (£12.5m), Actual (£10.9m),  

Variance £1.7m favourable

Cash balance:

Plan £79.1m, Actual £82.8m,  

Variance £3.8m favourable

Cash reduced in month due to movement on working capital related to continued

catch-up on payments as new finance system comes on line. The cash balance at

the end of June was £82.8m which is £3.8m above plan due to a backlog of

creditor payments.

2014/15 2015/16 Actual / Forecast

Q2 Q3 Q4 Q1 Q2 Q3 Q4

Debt Service Cover 2 3 3 1 1 2 2

Liquidity 4 4 4 4 4 3 4

Overall 3 4 4 3 3 3 3

Continuity of 

Service Risk 

Rating(COSR)

Monitor measures an 

organisations financial 

risk on a scale of 1-4 with 

4 being the lowest risk 

and 1 the highest risk.

The overall risk rating is forecast to 3 for quarter 1 2015/16 compared to the plan

of 4. The debt service cover ratio is 1 for the first quarter compared to plan of 2

due to reduced EBITDA performance.
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Paper 12 

Strategy and Investment Committee report – Board July 2015 

 

 

 

 
STRATEGY AND INVESTMENT COMMITTEE REPORT 
 

 

Executive summary   

The Strategy and Investment Committee (S&I) met on 9 July 2015. The key issues 
discussed were as follows: 
 

- the committee noted the estates strategy and agreed the approach for future sign off; 
- the committee approved the proposed approach to produce a feasibility study for 

decontamination centralisation; and 
- the committee agreed to discuss with the Treasury the Chase Farm redevelopment 

enabling works required ahead of full business case sign off. 
 

 

Action required  

To note. 

 
 

Trust strategic priorities and business planning objectives supported by this paper  

3. Excellent financial performance – to be in the top 10% of relevant peers on financial 
performance 

 

CQC Regulations supported by this paper  

Regulation 12 Statement of purpose 

Regulation 13 Financial position 
 

 

Risks attached to this project / initiative and how these will be managed (assurance) 
 
N/A 

 

Equality impact assessment  
 No identified negative impact on equality and diversity  

 
 

Report From Dominic Dodd (Chairman)  
Author(s) John Ashcroft (Head of Planning)  
Date 16 July 2015 
 

Report to 
 

Date of meeting Attachment number 

Trust Board 29 July 2015 Paper 12 
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Finance and performance committee report – trust board July 2015 

 

 

 

FINANCE AND PERFORMANCE COMMITTEE REPORT, INCLUDING QUARTER 1 

2015/16 MONITOR SELF-CERTIFICATION  

 

 

Executive summary  

This report is to inform the board of the matters discussed at the finance and performance 
committee (F&P) held on 16 July 2015.   

 

 The committee considered the financial position as at Month 3, noting the following 

key points: 

 

o The income and expenditure position for June was a deficit of £1.6m which was 
an adverse variance of £1.6m compared to plan.   

o Capital expenditure spend was £5.3m which was £2.3m above plan. 
o The cash balance at the end of June was £82.8m which was £3.8m above plan.     
 

 The committee noted the Monitor Continuity of Service Risk Rating, namely the 
overall risk rating forecast for the quarter was 3 compared to the plan of 4.  This 
included a rating of 1 for Debt Service Cover for the first quarter compared to a 
planned rating of 2 due to the adverse income and expenditure position. 

 

 The committee reviewed the latest QIPP delivery position and latest QIPP planning 
developments as at Month 3.  QIPP delivery at the end of quarter 1 was £5.2m which 
was a shortfall of £5.2m against the plan of £10.5m.  The annual forecast QIPP 
position had improved to £34.5m from £33.2m at Month 2 reporting.    
 

 The committee discussed the Monitor risk assessment framework, in particular the 
trust’s performance in relation to RTT 18-weeks, cancer 62 days from GP referral, 
and A&E.  

 

 The committee discussed the Monitor quarterly self-certification in advance of 
consideration by the trust board at its meeting on 29 July 2015.  The following 
statements were recommended for submission to Monitor. 

 

The F&P Committee is asked to approve the month 3 financial performance report for 

submission to Monitor.  

 

The month 3 financial performance report will be reported to Monitor as part of the quarter 1 

monitoring submission.   

 

The F&P Committee is asked to approve the below statements for submission to 

Monitor: 

Report to 
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For Finance, that: 

The board anticipates that the trust will continue to maintain a financial risk rating of at least 3 

over the next 12 months. 

 

The board confirms that there are no matters arising in the quarter requiring an exception 

report to Monitor (per the Risk Assessment Framework, page 22, diagram 6) which have not 

already been reported.  

  

For Governance that: 

The board is satisfied that plans in place are sufficient to ensure: ongoing compliance with all 

existing targets (after the application of thresholds) as set out in Appendix A of the Risk 

Assessment Framework, other than the 62 day cancer target; and a commitment to comply 

with all other known targets going forwards, other than those that are the subject of a 

continuing governance adjustment per Monitor’s decision of 30 May 2014.     

 

 

Action required 

The board is asked to note the feedback from the committee, in particular the statement 
approved for the quarter 1 2015/15 Monitor submission. 
 

 

Trust strategic priorities and business planning objectives 

supported by this paper  

Board assurance risk 

number(s)  

3. Excellent financial performance – to be in the top 10% of 

relevant peers on financial performance 

x 

4. Excellent compliance with our external duties – to meet our 

external obligations effectively and efficiently 

x 

5. A strong organisation for the future – to strengthen the 

organisation for the future 

x 

 

CQC Regulations supported by this paper  

Regulation 20⃰ Duty of candour  

Regulation 20A⃰ Requirement as to display of performance assessments  

Care Quality Commission (Registration) Regulations 2009 (Part 4) 

Regulation 13 Financial position  
 

 

Risks attached to this project/initiative and how these will be managed (assurance) 

N/A 

 

Equality analysis  

 No identified negative impact on equality and diversity  

 
 

Report From Dean Finch, non-executive director and chair of the committee  

Author(s) Mike Dinan, director of financial operations   

Date 20 July 2015 
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FINAL patient safety committee report – trust board July 2015 

 

 

 

 

REPORT FROM THE PATIENT SAFETY COMMITTEE  

 
 

Executive summary  

This report is to inform the board of the matters discussed at the patient safety committee on 
23 July 2015.   
 
Electronic documents record management (EDRM) 
The committee received a progress report on the implementation of EDRM on the Royal 
Free site and supporting sites. As reported to the board following the February patient safety 
committee, anecdotal evidence had indicated that there were concerns to patient safety 
following the introduction of the system.   
 
A review of Datix, the trust’s incident reporting system, had shown that since November 2014 
a total of 81 incidents had been reported that mentioned EDRM, 76 of which were EDRM-
related incidents.  The committee noted that the majority of incidents had resulted in no / low 
harm to patients.  The most common incidents related to EDRM containing ‘wrong patients 
notes’ (25), followed by ‘No EDRM for patient’ (20). There had been one serious incident 
where EDRM had been a contributing factor. 
 
The committee discussed the lessons learned from the roll out of EDRM, noting that there 
had been a major redesign of the user interface (Version 2) released in July.  The chief 
information officer commented that once the system became operational, changes were 
expected, particularly as there had been greater clinical engagement and feedback following 
go-live.  In addition, the volume of records and complexity around navigation of the system 
had been a difficult issue, but it was recognised that staff had been more vigilant as a result 
to ensure there was no risk to patient safety.   
 
Furthermore, the committee noted that no pilot of the system had been undertaken.  The 
medical director commented that at the time the difficulties in piloting a system that was 
continuously live had been taken into consideration, and that it was more beneficial to run the 
system in a live-clinic, rather than a simulated environment.  On reflection, consideration 
would be given to running similar pilots in future whilst militating against the safety risks. 
 
The committee was pleased to note that following implementation of Version 2, feedback had 
so far been positive, and that tracking of record availability had shown that 95% of patients 
had legacy notes available within EDRM.  This was a significant improvement in the position 
since go-live and was a better position than prior to go-live.  The QIPP savings envisioned 
had also been realised. 
 
The committee thanked the chief information officer for the useful paper and requested a 
further update at its meeting in December including an update on any incidents reported 
citing EDRM as a contributing factor 

Report to 
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Datix  
The committee received a report on the Datix key performance indicator metrics for the 
quarter.  It was particularly pleased to note the real improvement made in refining the data 
and thanked the deputy director of patient safety and risk for the progress made. 
 
The committee wished to know why there appeared to be an increase in the number of 
incidents within the ‘holding area’ of Datix.  The deputy director of patient safety and risk 
assured the committee that these were being reviewed daily and actively by the patient 
safety managers, and where then scrutinised further by the incident managers whose role it 
was to move the incidents on through the system.   She also highlighted that the work being 
undertaken on improving staff’s understanding of what constituted an incident should lead to 
an increase in the number of incidents reported, as was the committee’s expectation.  
Finally, the system was being modified to ensure that a ‘feedback’ option – a key metric 
requested by the committee - was available following closure of an incident.   
 
Duty of candour 
The committee noted that the Datix key performance indicators would include a metric on 
Duty of Candour (DoC).  It was noted that the DoC policy related to all incidents, not only 
those of moderate and severe harm.  The medical director reported that work was underway 
to ensure that staff were aware of their responsibilities in relation to DoC, and how to 
articulate and evidence this, particularly as this would be a key focus of the Care Quality 
Commission’s inspections.  It was suggested that a one page summary offering guidance to 
staff would be helpful.  It was also important for patients and their families that the trust was 
meeting its DoC obligations.      
 
The committee asked that consideration be given as to how DoC could be measured as part 
of the Datix key performance indicator metrics for inclusion in future reports. 
 
Assessment of maternity services  
The committee received a report providing an overview of assessment of the current 
performance of the maternity services at the trust.  The maternity team had developed 
integrated actions plans to take forward each of the pieces of work highlighted in the 
assessment.  The priority and immediate key areas of focus within the plans covered four 
themes: clinical governance, maternity dashboard triggers, antenatal and newborn 
screening, and themes from serious incidents. 
 
The director of nursing assured the committee that the deadlines for meeting the actions 
were realistic, and progress was being made against each of the actions with many having 
been completed already.  The patient safety committee would lead on monitoring the delivery 
of the actions plans, and it was noted that the clinical director for women’s services had 
overall accountability of the maternity service. 
 
It was agreed that a summary report outlining progress against the action plans would be 
taken to each future committee with a full report in December.   
 
Safety cross 
The committee received a review of the data from the pilot sites of the safety cross which 
was introduced for use on wards to minimise harm from the omission of medicines.  It was 
pleased to note that the data had shown a reduction in medication omissions over 12 
months, and that the cross had been extended to 13 wards across all the trust’s hospital 
sites.  In addition, Datix was currently being updated to allow more efficient reporting and 
analysis of medicines related incidents.   
 
 

 



  Paper 14 
 

Page 3 of 3 

 
FINAL patient safety committee report – trust board July 2015 

Action required  

The board is asked to note the issues highlighted above. 

 

Trust strategic priorities and business planning objectives 

supported by this paper  

Board assurance risk 

number(s)  

1. Excellent outcomes – to be in the top 10% of our peers on 

outcomes 

X 

2. Excellent user experience – to be in the top 10% of relevant 

peers on patient, GP and staff experience 

X 

4. Excellent compliance with our external duties – to meet our 

external obligations effectively and efficiently 

X 

5. A strong organisation for the future – to strengthen the 

organisation for the future 

X 

 

CQC Regulations supported by this paper  
Regulation 9 Person-centred care  

Regulation 10 Dignity and respect  

Regulation 11 Need for consent  

Regulation 12 Safe care and treatment  

Regulation 13 Safeguarding service users from abuse and improper treatment  

Regulation 14 Meeting nutritional and hydration needs  

Regulation 15 Premises and equipment  

Regulation 16 Receiving and acting on complaints  

Regulation 17 Good governance  

Regulation 19 Fit and proper persons employed  

Regulation 20⃰ Duty of candour  

Care Quality Commission (Registration) Regulations 2009 (Part 4) 

Regulation 16 Notification of death of a service user  

Regulation 17 Notification of death or unauthorised absence of a service user who is 

detained or liable to be detained under the Mental Health Act 1983 

 

Regulation 18 Notification of other incidents  
 

 

Risks attached to this project/initiative and how these will be managed (assurance) 
As outlined in the report.   
 

Equality analysis  
 

 No identified negative impact on equality and diversity  
 

Report from Steven Ainger, non-executive director and committee chair  

Author Veronica Jackson, committee secretary  

Date 20 July 2015 



Paper 15 

Page 1 of 3 

 
Clinical performance commiittee report to trust board – July 2015 

 

 

 

 
CLINICAL PERFORMANCE COMMITTEE REPORT  
  
 

Executive summary  

The clinical performance committee met on 20 July 2015.  The committee discussed the 
following areas: 
 
Terms of reference 
 
The committee reviewed and made minor changes to its terms of reference 
 
Quality strategy and perspective on continuous improvement – discussion on key 
themes and principles 
 
The director of quality presented the interim results of his diagnostic of current views and 
arrangements for quality.  This had also been presented to the trust executive committee.  
He had encountered great enthusiasm and commitment to quality.  Five key messages were 
emerging: 
 

 There is no widely understood definition of quality or a clear narrative to guide 
services  

 In general, although the executive’s commitment to quality is acknowledged there is a 
‘voltage drop’ into directorates and services with a lack of clarity about what is 
required or expected 

 The emphasis on operational and financial targets gives the impression that quality is 
less important than it is 

 More clarity is needed on what change support is available and how to access it 

 There are substantial gaps in capability and infrastructure 

Regular review of high level performance metrics 
 
The committee was pleased to see the low mortality data and the number of diagnosis 
groups where there were positive alerts for better than expected performance.  However the 
committee was concerned that the significantly higher mortality risk for ‘other perinatal 
conditions’ was due to a coding issue because processes put in place to clinically review 
coding had not been maintained.  
 
 
Research and development 
 
The director of research and development provided the committee with a briefing on the 
research and development department and activity.  Within the trust, the Royal Free 
recruited many more patients into clinical trials than Barnet Hospital and Chase Farm 

Report to 
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Hospital.  This was related to the Royal Free being a teaching hospital, with staff engaged in 
medical education and research.  Most doctors at Barnet Hospital and Chase Farm Hospital 
were fully occupied with clinical work with no dedicated time for research.  The number of 
recruits also varied widely month to month and year to year as one particularly high recruiting 
study would skew the numbers.   
 
Research trials varied greatly with some studies involving a very large cohort of patients but 
in a quick and simple way, for example one blood test; while others would have a much 
smaller number of patients but more intensively or over a long period of time.  The Royal 
Free should be able to accommodate both ends of the spectrum. 
 
There was clearly a need to increase the number of recruits at Barnet and the key would be 
to identify staff who were keen to get involved and then provide them with the time and 
support they needed.   
 
The R&D team would be developing a trust research and development strategy as part of the 
Campus Research Strategy and working on the establishment of a clinical research facility. 
 
Undergraduate medical student feedback  
 
The sub-dean for undergraduate medical education explained that every student was asked 
to complete an evaluation at the end of each attachment, giving an overall rating of between 
1-5.  The response rates varied but were generally around 30%.  The possibility was being 
considered for next year of timetabling slots to complete the survey rather than students 
finding time to do this. 
 
The ratings were generally improving with fewer red and amber scores and more green 
ones.  He commented that it took a while for interventions and changes to feed through into 
the scores.  Welcome sessions, the appointment of a teaching fellow, not cancelling sessions 
and more bedside teaching had all had positive impacts on the scores. 
  
Update on GMC national trainee survey results 
 
The medical director presented this paper, explaining that this was a mandatory survey for 
trainees and therefore had a good response rate.  It was a complex and detailed survey and 
it was important to look over time at changes and trends and to spot specialties where there 
might be problems.  The results were showing more red and fewer green areas and the 
committee discussed the reasons for this.   
 
 

Action required 

The Board is asked to note the report. 

 

 

 

 

Trust strategic priorities and business planning objectives 

supported by this paper  

Board assurance risk 

number(s) 

1. Excellent outcomes – to be in the top 10% of our peers on 

outcomes 

X 

2. Excellent user experience – to be in the top 10% of relevant 

peers on patient, GP and staff experience 

X 

4. Excellent compliance with our external duties – to meet our X 
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external obligations effectively and efficiently 
 

CQC outcomes supported by this paper  

1 Respecting and involving people who use services 

2 Consent to care and treatment 

3 Fees 

4 Care and welfare of people who use services 

5 Meeting nutritional needs 

6 Cooperating with other providers 

7 Safeguarding people who use services from abuse 

8 Cleanliness and infection control 

9 Management of medicines 

10 Safety and suitability of premises 

11 Safety, availability and suitability of equipment 

12 Requirements relating to workers 

13 Staffing 

14 Supporting staff 

15 Statement of purpose 

16 Assessing and monitoring the quality of service provision 

17 Complaints 

18 Notification of death of service user 

19 Notification of death or unauthorised absence of service user who is detained or liable to be detained under the Mental 

Health Act 1983 

20 Notification of other incidents 

21 Records 

23 Requirement where the service provider is a body other than a partnership 

25 Registered person: training 

26 Financial position 

28 Notifications – notice of changes 
 

 

Risks attached to this project/initiative and how these will be managed (assurance) 

As outlined in the report. 
 

Equality analysis  

 No identified negative impact on equality and diversity 
 

Report from Prof Anthony Schapira, non-executive director and chair and clinical 

performance committee   

Author(s) Alison Macdonald, acting trust secretary  

Date 20 July 2015 
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