
 

TRUST BOARD1  
Wednesday 25 November 2015 at 1500 

Boardroom, executive office, Royal Free Hospital 
 

Dominic Dodd, Chairman 
 

ITEM  LEAD  PAPER 

 ADMINISTRATIVE ITEMS   

2015/195  Apologies for absence – Prof A Schapira 
 

D Dodd   

2015/196  Minutes of meeting held on 22 October 2015 D Dodd  1.  

2015/197  Matters arising report  D Dodd  2.  

2015/198  Record of items discussed at the Part II board meeting on 22 
October  2015 

D Dodd 3.  

2015/199  Declaration of interests   D Dodd   

 PATIENT SAFETY AND EXPERIENCE   

2015/200  Patient safety – learning from serious incidents S Powis 
C Laing 

 

2015/201  Patients’ voices K Slemeck  

 ORGANISATIONAL  AGENDA   

2015/202  Quality strategy S Powis 4.  

2015/203  Nursing/midwifery staffing  
 

 6 monthly review (paper 5.1) 

 monthly report – August and September 2015 (paper 5.2) 
 

D Sanders 5.  

2015/204  Royal Free Charity – incorporation under Charities Act C Clarke 6.  

 OPERATIONAL AGENDA   

2015/205  Chair’s and chief executive’s  report   D Dodd / 
D Sloman 

7.  

2015/206  Trust performance dashboard  W Smart 8.  

2015/207  Financial performance report C Clarke 9.  

 Governance and regulation: reports from board committees   

2015/208  Strategy and investment committee (12 November  2015) D Dodd 10.  

2015/209  Finance and performance committee (23 November 2015)  
 

D Finch   Verbal 

2015/210  Patient safety committee (16 October 2015) 
 

S Ainger  11.  

 OTHER BUSINESS   

2015/211  Questions from the public D Dodd   

2015/212  Any other business D Dodd   

2015/213  Date of next meeting – 17 December 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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Prof Stephen Powis Medical director 
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Kate Slemeck Chief operating officer  
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Prof George Hamilton Divisional director of surgery and associated services 

Emma Kearney Director of corporate affairs and communications 

Andrew Panniker Director of capital and estates 

Dr Steve Shaw Divisional director of urgent care 

William Smart Chief information officer 

Dr Robin Woolfson Divisional director of transplant and specialist services 
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MINUTES OF THE TRUST BOARD  

HELD ON 22 OCTOBER 2015 

Present  
Mr D Dodd Chairman  
Mr D Sloman  
Mr S Ainger  
Ms C Clarke  
Mr D  Finch  
Ms D Oakley  
Ms J Owen  
Prof S Powis  
Ms D Sanders  
Prof A Schapira  
Ms K Slemeck 
 

Chief executive   
Non-executive director  
Chief finance officer and deputy chief executive 
Non-executive director  
Non-executive director  
Non-executive director  
Medical director  
Director of nursing  
Non-executive director  
Chief operating officer  
 

    
Invited to attend  
Ms K Donlevy  
Mr K Fleming  
Mr D Grantham 
Dr M Greenberg 
Prof G Hamilton  
Ms E Kearney 
Dr S Shaw  
Mr W Smart  
Dr R Woolfson  
Ms A Macdonald 

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 corporate affairs and communications  
Divisional director for urgent care  
Chief information officer 
Divisional director, transplant and specialist services division 
Board secretary (minutes)  

  
Others in attendance 
Dr C Lisk 
Ms J Dawes 
  

 
Consultant physician (for item 2015/173 only) 
Interim trust secretary 
 

2015/173 APOLOGIES FOR ABSENCE AND WELCOME 
 

Action 

 Apologies for absence were received from: 
 
Mr A Panniker Director of capital and estates  
 
The chairman welcomed those present to the meeting.  The chief executive 
welcomed Dr Clifford Lisk, consultant in acute medicine and geriatric medicine at 
Barnet Hospital, who had been invited to attend the meeting following his recent 
excellence in medical education award from the University College London (UCL) 
medical school.  Prof Schapira noted that Barnet Hospital was consistently highly 
commended in feedback from medical students about specialty placement and 
the quality of teaching.  Dr Lisk thanked the board for the invitation and said that 
he had been involved in medical education ever since he was appointed a 
consultant in 2005, including roles as college tutor for medicine, training 
programme director, and lead training programme director across North London.  
He taught within and outside the trust and in the community and had worked on 
multidisciplinary programmes.  
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2015/174 MINUTES OF MEETING HELD ON 24 SEPTEMBER 2015 
 

 

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

 

2015/175 MATTERS ARISING REPORT  
 

 

 The report was noted. 
 

 

2015/176 RECORD OF ITEMS DISCUSSED AT PART II BOARD MEETING ON 29 JULY 
2015 
 

 

 The report was noted. 
 

 

2015/177 DECLARATION OF INTERESTS 
 

 

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

 

2015/178 STAFF FROM WARD 9 NORTH 
 

 

 The director of nursing introduced the staff from ward 9 North – sister Gill Bradley 
and Eduarda Rodrigues, junior sister.  The director of nursing reminded the board 
that there had at one time been a level of concern about the ward but sister 
Bradley and the team had transformed the ward and in May 2015 the board had 
noted that it had been a year since the last pressure ulcer.  Although there had 
now been one pressure ulcer, this was still a very impressive achievement for the 
ward in view of its particular patient profile.  Sister Bradley said that there had 
been a real change of culture on the ward with a shared vision of what constituted 
good care, for example falls and pressure ulcers should be the exception not the 
rule.  Patient care was everyone’s business and there had been a programme of 
training and development for healthcare assistants who were an integral part of 
the team.  There was also strong therapy involvement on the ward.  She added 
that volunteers (including musicians and a specialist dementia volunteer) and the 
pets as therapy dog also made an invaluable contribution to the ward.  The ward 
was working to become a dementia friendly ward and was planning a ‘vintage’ day 
room as the focus for this. 
 
The chairman thanked sisters Bradley and Rodrigues for attending and briefing 
the board on the transformation that they had achieved on the ward. 
 

 

2015/179 PATIENT SAFETY – LEARNING FROM A SERIOUS INCIDENT   
 

 

 The medical director provided a case summary.  This concerned a baby who was 
delivered by caesarean section.  The baby was examined post-delivery and no 
problems were found.  The mother was asked if she wished to start breast feeding 
and she did.  Staff checked her on several occasions and latterly a midwife noted 
that the baby was grey and pale.  An emergency call was put and paediatric 
resuscitation was carried out, with the baby finally being transferred to the 
neonatal intensive care at UCLH, where the baby sadly died after two days.  The 
investigation raised no care or service delivery issues and there was an open 
verdict at the inquest as the cause of death could not be ascertained.   Following 
the investigation, the actions were to provide education and training on risk factors 
for sudden infant death and to increase the level of supervision for the first time 
breast feeding took place after birth. 
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2015/180 PATIENTS’ VOICES 
 

 

 Mr Finch, non- executive director read out a complaint.  This was from a patient 
suffering chest pains who was brought by ambulance to the Royal Free Hospital.  
He was seen by a cardiologist who admitted him.  During his admission he was 
transferred between a number of wards and saw different doctors.  He received 
conflicting information about the investigations he would require and there were 
delays and poor communications between the wards and departments involved. 
 
He then read out a compliment from patient about the plastic surgery team and 
the treatment received by a patient for the lesion on their lip.  They received 
kindness and warmth from every member of staff they had contact with, and the 
operation itself was very successful. 
 
The chief operating officer would present this item next time. 
 

 
 
 
 
 
 
 
 
 
 
 
 
KS 

2015/181 NURSING / MIDWIFERY STAFFING – MONTHLY REPORT JULY 2015 
 

 

 The board considered a report from the director of nursing, who noted the recent 
letters from Monitor and the Trust Development Authority introducing caps on 
agency rates and also clarifying recent messages on safe staffing and the need to 
meet the financial challenge which were referred to in the report.  The data for 
July was similar to that reported for previous months, with 14% more actual than 
planned nursing and midwifery staff in the month.  An additional investment had 
been made in the care of the elderly wards at Barnet Hospital which would be 
shown in the November figures.  She noted that there had been some falls on 
Walnut ward and on Capetown. These had been reviewed and there was no 
relationship between the falls and staffing levels.  Regarding the agency caps, it 
would be important to understand the potential impact in terms of reduced supply.  
There had also been a recent announcement about the relaxation of the controls 
on recruiting nurses from outside the EU, however this would not help in the very 
short term, over winter.  The trust had a preferred provider but there was a nine 
month lead in time from recruitment to starting work at the trust.  As requested by 
the board, the report included information about recruitment initiatives.   
 
Ms Oakley, non-executive director, asked about the number of agency staff on 
Victoria ward.  The director of nursing responded that a number of midwives had 
been recruited and were in the pipeline. 
 
Ms Owen, non-executive director, asked what the trust’s reaction was to the letter 
regarding safe staffing and that a nurse to patient ratio of 1:8 was a guide not a 
requirement.  She also asked about benchmarks. The director of nursing 
responded that the trust was working to agreed nursing establishments for each 
ward, not a standard 1:8 ratio.  The trust benchmarked across London and was in 
the middle of the pack in all respects, except agency usage. 
 
Mr Ainger, non-executive director asked whether the trust was losing more staff 
than it was recruiting.  The director of workforce and OD responded that currently 
more staff were being recruited. 
 
Ms Owen then asked about Monitor’s response to the trust requiring a cap of 
9.8%.  The director of nursing responded that Monitor had agreed to this. 
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The board agreed that the report provided sufficient assurance that the nurse 
staffing levels were meeting the needs of patients and providing safe care. 
 

2015/182 DIRECTOR OF INFECTION PREVENTION AND CONTROL (DIPC) 
QUARTERLY REPORT 
 

 

 The director of nursing presented the report.  For Monitor purposes, C. diff cases 
arising from lapses in care were reported but for contractual purposes the trust 
was required to report all cases.  Currently  the trust was above trajectory having 
reported 39 cases against a threshold of 33.  There had been a national increase 
in the number of cases which was being investigated by Public Health England.   
The infection prevention and control committee had reviewed the actions in place 
and was confident that there were no additional measures to put in place.  All 
cases of lapses in care had been subject to root cause analysis and all the 
learning was already incorporated in the action plan.  Regarding MRSA 
bacteraemia, there had been no new cases in the quarter.  
 
The board confirmed that the report provided sufficient information to provide 
assurance of sustained compliance with the Hygiene Code. 
 

 

2015/183 CHAIR AND CHIEF EXECUTIVE’S REPORT 
 

 

 The report was noted.  The chief executive drew the board’s attention to the 
section dealing with black history month and noted that the board mentoring 
scheme was in place.  He encouraged colleagues to meet with BME staff to hear 
direct from them about their experiences. 
 
The chairman drew the board’s attention to the council of governors’ support for 
the creation of a seventh non-executive director position. 
 
Ms Owen, non-executive director, asked about potential industrial action by junior 
doctors.  The medical director advised that the junior doctors' forum which met 
regularly with a meeting to take place during November.  The director of workforce 
and OD commented that the BMA were holding meetings at the trust and the trust 
was happy to meet with them.  The junior doctors’ concern was directed at the 
government rather than the trust, however NHS employers were in a difficult 
situation as they did support the proposed changes. 
. 

 
 

2015/184 TRUST PERFORMANCE DASHBOARD 
 

 

 The chief operating officer reported that the trust continued to be non-compliant 
with the 62 day cancer standard, and there was a recovery trajectory to reach 
compliance by the end of December 2015.  The trust had invited the intensive 
support team who had reviewed the trust’s RTT programme to review cancer 
processes.  The trust was also non-compliant for the RTT standard but there 
would be no patient waiting more than 52 weeks by the end of November 2015 
and all patients on the RTT backlog would be treated by the end of September 
2016.  The chief executive added that the trust’s A&E performance over the past 
18 months had been the 3rd best in London.  
 
Ms Oakley, non-executive director, asked whether additional steps were being 
taken to get cancer performance back on track.  The chief operating officer 
responded that action plans were in place for all tumour sites, with specific actions 
to deal with the underlying issues.  In the short term, more breaches of the 
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standard were to be expected as this meant that the trust was treating additional 
patients and reducing the backlog.  There was an issue about the high volume of 
undiagnosed patients, particularly in dermatology.  However there was good 
clinical engagement.  A clinical harm review process was in place, with no serious 
harm identified to date. 
 
The board noted the report. 
 

2015/185 FINANCE PERFORMANCE REPORT  
 

 

 The chief finance officer reported that the trust continued to be reporting an 
adverse variance, which was now a net deficit of £10.4m and £4.5m  adverse to 
plan.  This was net of asset disposals and the normalised position was a deficit of 
£14.3m, an adverse variance of £6.9m compared to plan.  A recovery plan was 
being developed which should result in a £20m deficit at year end.  The Monitor 
financial risk rating was now 2, rather than 3. 
  
The board noted the report. 
 

 

2015/186 STRATEGY AND INVESTMENT COMMITTEE REPORT 
 

 

 The report was noted.  
 

 

2015/187 FINANCE AND PERFORMANCE COMMITTEE REPORT 
 

 

 The board considered a report from the finance and performance committee and 
approved the following statement for submission to Monitor: 
 
“For Finance, that: 
  
The board anticipates that the trust will continue to maintain a financial 
sustainability risk rating of at least 3 over the next 12 months. 
Not confirmed 
 
Monitor has amended its financial risk rating calculation from September 2015. 
Two additional metrics have been added to the assessment: 
  
- I&E Margin: This metric is based on the ratio of Normalised Net 

Surplus/(Deficit) to income.  
- I&E Margin Variance From Plan: This metric is based on variance of 

Normalised Net Surplus/(Deficit) from plan.  
 
The key impact for the trust of the new regime is that a normalised I&E margin of 
less than -1% results in a rating of 1 for this metric. A rating of 1 on any metric 
means the overall financial risk rating cannot exceed 2.  
 
Monitor defines the normalised net surplus/(Deficit) as I&E surplus excluding profit 
on asset disposals and fixed asset impairments. Delivery of the financial recovery 
plan will mean a normalised I&E deficit for the year of £21.1m (-2.1% margin) and 
thus an overall rating of 2. Under the recovery plan the Trust would be generating 
a recurrent surplus in Quarter 4 providing a basis for achievement of a higher 
rating in 2016/17.  
 
The board anticipates that the trust's capital expenditure for the remainder of the 
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financial year will not materially differ from the amended forecast in this financial 
return. 
 
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. 
 
Otherwise that: 
 
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.  
 

2015/188 PATIENT SAFETY COMMITTEE REPORT  
 

 

 The report was noted. Mr Ainger, committee chair advised that the committee had 
not reviewed the maternity action plan at its October meeting but would do so in 
December. 
 

 
 

2015/189 CLINICAL PERFORMANCE COMMITTEE   

 The board noted the report. 
 

 

2015/190 AUDIT COMMITTEE REPORT 
 

 

 The board noted the report 
 

 

2015/189 PATIENT AND STAFF EXPERIENCE COMMITTEE   

 Ms Owen, committee chair, drew the board’s attention to the committee’s 
discussion of the non-emergency patient transport service contract, which was a 
cause for concern.  The director of nursing advised that the trust had met with the 
international director of ERS Medical and had highlighted its concerns about 
patient safety and experience and reputational issues.  The company were 
bringing in new people to focus on managing the contract more effectively and a 
new system to help schedule and track patient journeys. The chief executive 
added that the contract had to be made to work for the benefit of patients and this 
was receiving executive attention. 
 
The board noted the report. 
 

 

2015/191 QUESTIONS FROM THE PUBLIC  
 

 

 There were no questions.  

2015/192 ANY OTHER BUSINESS  
 

 

 There was no other business.  

2015/193 DATE OF NEXT MEETING 
 

 

 The next trust board meeting would be on 26 November 2015 at 1500 in the 
boardroom, Royal Free Hospital. 
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Agreed as a correct record 
 
Signature …………………………………..date .25 November 2015……………………………. 
Dominic Dodd, chairman  



Paper 2 

Matters arising – trust board November 2015 

 

Trust Board 
Matters Arising report as at 25 November 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 29 JULY 2015 

2015/136 Complaints annual report     

 Metrics for continuous improvement 
 
Add complaints via NHS choices to complaints 
information 

DSa Improvement indicators include number of 
complaints re-opened, referrals to the 
ombudsman and complainant satisfaction 
surveys and are included in the annual report.  
Complaints via NHS choices will be reflected in 
the next annual report 

 Closed 

2015/112 Patients’ voices     

 Complaint to be followed up 
 
 

DSa The complaint has been investigated under the 
complaints procedure. Issues raised by the 
complainant were acknowledged and 
apologised for.  Number of changes made 
within dermatology department following 
complaint including revised referral processes 
and additional clinics. 

 Closed 

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 

Ward team attended October 2015 meeting 
 
 
Included in safe staffing report.  Staff at 
Edgware Birth Centre are community midwives 
rotating from Barnet Hospital and are therefore 
included in those numbers. 
 

 Closed 
 
 
Closed 
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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 
 
 

This has been raised with the director of 
healthcare professions, Health Education 
England 

 Complete 
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ITEMS DISCUSSED AT THE CONFIDENTIAL BOARD MEETING HELD ON 22 OCTOBER 
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 22 October 2015 are outlined below.   
 

 Update on group model and provider led network:  the board was provided with an update on 
the four main themes for discussions, which were: 

 Discussions with the national care models team focusing on joint work between the Royal 
Free London, Northumbria and Salford 

 How the trust would work as a group and with other organisations 

 The memorandum of understanding for joint work with the Royal National Orthopaedic 
Hospital 

 Joint work with UCLH 
 

 Commissioning intentions:  the board received a briefing on the forthcoming planning round. 
 

 Chase Farm redevelopment board certification – the board approved certifications for 
submission to Monitor confirming that it was satisfied with the processes and governance 
around the redevelopment. 

 

 Financial recovery plan – this was approved by the board. 
 
The board also discussed the trust performance and financial performance reports and the board 
assurance framework. 

 

 

 

Action required 
 
For the board to note. 

 
Report From 

 
D Dodd, chairman  

 

Author(s) A Macdonald, board secretary   
Date November 2015 
 
 

 

Report to Date of meeting Attachment number 

Trust Board 
 

25 November 2015 Paper 3 
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Title:  

Quality Strategy – making continuous quality improvement usual business, at scale across RFL 

Executive summary:  

RFL has prioritised building a trust “way” of doing continuous quality improvement as a strategic 

objective for 2015‐16 and beyond. This forms a core part of RFL’s Group plans and will strengthen 

our potential offer to partners. There is evidence that organisations which deploy continuous quality 

improvement outperform peers on outcomes including patient safety, patient experience and staff 

experience. Further, there is evidence of a financial case for investing in quality and continuous 

improvement. Benefits come through reducing waste, harm and variation, and returns on 

investment of 2 to 10 times are documented. 

This strategic objective is a major undertaking whose development will take at least 5 years trust 

(and Group)‐wide. Capturing benefits will require sustained organisational and leadership focus and 

investment. It will also require alignment with related activities, initiatives and functions, including 

patient safety, Information Management and Technology (IMT) and transformation, as well as the 

trust’s education and workforce strategies. 

Our quality strategy centres on capability‐building at scale which embeds our approach to 

improvement into staff’s daily work, and which also supports learning and knowledge transfer across 

the organisation. We need to equip front‐line staff with the skills required, and to provide them with 

the time and space to put into practice what they learn. We need to build leaders who expect and 

unleash improvement, and improvement experts and coaches who support improvement, together 

with the required infrastructure (in particular, measurement and analytics). We intend to apply this 

approach in non‐clinical and clinical support services in addition to clinical services.  

We have established a working group which includes membership from various staff groups and 

functions to ensure what we develop complements existing initiatives and functions, harnesses 

existing expertise, and builds‐in the “customer perspective” from medicine, nursing and operations. 

Patients and families will be vital partners in what we develop. 

A set of design principles and tests of success are suggested for the strategy. Governance 

arrangements will need to be determined and a core support team built whose size and composition 

will depend in part on our ability to align across existing functions and initiatives, and within the 

operating line. We envisage internal secondments into this team for clinical and other staff. The level 

of investment required and delivery plan are in development. Since this strategy represents an 

essential part of the operating model for RFL Group, we are seeking funding from NHS England 

through the Vanguard programme.  

 

Report to 

Trust Board 

Date of meeting 

25 Novenber 2015 

Attachment number 

Paper 4 
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Action required/recommendation:  

The Board is asked to endorse the direction set out in the strategy. Specifically, to endorse that:  

 Continuous quality improvement (QI) is an over‐arching priority for the trust in which it 

should place appropriate leadership focus, management attention and investment over at 

least the next five years. It will require new ways of working – e.g., job plans to provide time 

for improvement activities 

 The core of our quality strategy should be developing capability and capacity across RFL’s 

staff in QI to a tiered model, together with the required supporting infrastructure (in 

particular measurement and analytics)  

 The delivery of the strategy should build on existing structures and initiatives, not replace 

them, nor lead to establishing disconnected new initiatives – alignment is an over‐arching 

requirement 

 The Trust Executive and Board have an important role to play in successfully executing the 

strategy, and that senior leadership will need to plan their own development to provide 

leadership and oversight for improvement 

 Delivery of the strategy will require investment, and that we should build this into our 

Vanguard application as an important enabler of the RFL Group model we seek to build. 

 

 

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 

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 8  ⃰  General   

Regulation 9  Person‐centred care   

Regulation 10  Dignity and respect   

Regulation 12  Safe care and treatment   

Regulation 16  Receiving and acting on complaints   

Regulation 17  Good governance   
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Risks attached to this project/initiative and how these will be managed (assurance) 

1. Lack of alignment with existing change functions, initiatives and operations. This would be both 

wasteful of resource and confusing to front line staff. This will be managed using a working group 

with wide representation (including the leads of existing change functions) to plan implementation 

of the strategy, adjusting current approaches as required, and deploying governance mechanisms to 

promote alignment 

2. Insufficient organisational focus and leadership attention. This will be managed by building 

leadership for QI into existing senior leadership activities, and working with leaders to find the best 

ways to build their understanding of quality improvement and capabilities as leaders for 

improvement 

3. Inability for teams to measure progress and demonstrate results due to gaps in IMT and analytics. 

This will be managed by close working with IMT and ensuring appropriate focus within the ongoing 

IMT review 

4. Insufficient engagement of front‐line staff. This will be managed by ensuring our plans are 

developed through co‐creation by a wide‐range of staff groups, and by ensuring all staff are made 

aware of the trust’s expectations of participation in and support provided for quality improvement 

(for example: at induction; through job descriptions, job plans and appraisals; at 

departmental/directorate meetings; by holding events and Trust‐wide celebrations of progress on a 

regular basis). 

 

Equality analysis:  No identified negative impact on equality and diversity  

 

Report from: Steve Powis, Executive Medical Director 

Author(s): James Mountford, Director of Quality 

Date: 18 November 2015 
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1. Background: External and RFL context, and the case for an improvement‐

focused approach 

 

1.1 External context 

Three 2013 reports on quality and safety in NHS – the Francis report, Keogh review and the Berwick 

report – stressed the need for NHS to prioritise patients and quality above all else, and to develop 

organisational cultures which relentlessly strive for higher quality through continuous improvement 

and learning.  

Continuous improvement, and the leadership and care redesign associated with it, offer a route to 

higher quality care – often at lower cost – by motivating and empowering front‐line staff to explore, 

test, discover and implement changes which improve quality and efficiency. An increasing number of 

NHS trusts are discovering that carefully‐planned, multi‐year efforts to embed continuous 

improvement into routine practice can deliver sustainably better performance on several 

dimensions1. Success requires this is designed and owned by organisations themselves; it cannot be 

led from outside. 

 

1.2 Characteristics underpinning cultures of improvement in other organisations 

Empirical evidence from NHS trusts supports placing primary emphasis on quality and building 

capacity in continuous quality improvement. Michael West2 found that trusts which put into practice 

an inspirational, quality‐focused vision and narrative, and those which deploy continuous learning 

and quality improvement outperform others on outcomes, patient‐experience and staff experience.  

Over the past two decades, drawing on experience from UK and internationally, three core 

characteristics for successful improvement can be identified, as follows (see Figure 1 for more 

detail): 

1. Building will and a sense of purpose, resonant with people’s professional values 

2. Building alignment and ensuring focus, while enabling staff to focus on their priorities  

3. Building capability, in people and in systems. 

Crucially, successful organisations have gone beyond an “initiative” or “programme”: they align the 

organisation’s overall strategy with making improvement business as usual – governance, reporting, 

leadership, organisational development and operations. The “programme” to embed improvement 

as normal business is 5 years minimum, around a robust business case and sustainability plan, 

harnessing both existing in‐house expertise and usually also working with an external partner. 

 

 

                                                            
1 See for example East London NHS FT’s QI programme evaluation published October 2015: Successes and lessons from the 

first year of ELFT’s Quality Improvement Programme; available at 
https://elftqualityimprovement.files.wordpress.com/2015/10/elft‐qi‐programme‐evaluation‐2015.pdf 
2 NHS Staff Management and Health Service Quality Results from the NHS Staff Survey and Related Data (2013), M West et 

al; available at https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/215455/dh_129656.pdf 
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1.3 The financial case and business rationale for investing in quality and continuous improvement, 

and the concept of “value” 

Better quality must be achieved within increasingly constrained resourcing and growing demand: 

financial and operational pressures are relentlessly rising. Focus on financial savings and operational 

performance is essential, but risks negative impact on staff morale and quality. Further, the areas of 

greatest inefficiency and waste often lie within the clinical processes themselves, and can only be 

addressed if clinically‐led teams are motivated, skilled and supported to address them3.  

A business rationale for investing in quality and continuous improvement does exist (see Appendix 1 

for further details). Best available evidence suggests well‐executed improvement programmes can 

yield a financial return of 2 to 10 times their cost of investment4. The rationale centres on 

systematically reducing waste, reducing opportunities for harm and improving process efficiency. 

Success requires clinical teams themselves to own the realisation of gains and for the organisation to 

support them. The same methods can be used to address waste in non‐clinical areas. 

It may be beneficial to bring cost and quality together under the framing of “value”5. This 

emphasises the shared responsibility of everyone working in health care (in whatever role, 

profession or setting) to maximise the outcomes delivered and patient experience per pound spent. 

Improvement work can focus on maintaining quality while removing cost, or disproportionately 

improving quality for resources invested. Over time, we may wish explicitly to frame our quality and 

improvement work under the banner of “value”. 

 

1.4 RFL context 

We employ over 10,000 dedicated and talented staff who strive to deliver outstanding results and 

experience for the 1.6m patients we serve each year. We have made substantial progress in quality 

and safety outcomes over recent years (for example, in falls, infection, sepsis and patient 

experience). Our current performance as defined by national metrics and standards is generally good 

or excellent, with some areas of challenge (such as MRSA and, historically, patient satisfaction and 

staff turnover/feedback). There is substantial variability of performance in most areas (e.g., by site, 

ward, over time and across services) which we are working to reduce.  

We have a growing reputation as a strong organisation which delivers what it sets out to do. Having 

achieved FT status, we have focused over 2014 and 15 on effective integration to create “one trust” 

across multiple sites, investing to develop robust governance and risk management and reporting 

systems. We have developed and embedded the four WCC values and launched major programmes 

in safety and staff and patient experience, reinforcing and accelerating work at Divisional level.  

This provides the basis on which to move forward and make continuous improvement a core part of 

RFL’s ways of working. Developing a single trust‐wide approach to quality improvement is one of our 

corporate strategic objectives for 2015‐16. There is widespread recognition that RFL cannot 

consistently provide high‐quality, efficient care across its services without a new approach to 

continuous improvement, which unleashes the energies and creativity of front‐line staff at scale. 

Furthermore, a well‐embedded, consistent operating model for existing sites is an essential 

                                                            
3
 Swensen, Kaplan et al (2011) Controlling healthcare costs by removing waste, BMJ Qual & Saf 
4
 Swensen, Meyer et al (2010) From cottage industry to post‐industrial care, NEJM 
5
 Porter (2010) What is value in health care, NEJM 
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foundation from which to move toward greater scale through our RFL Group aspirations and work as 

an NHS England Vanguard and through the Enterprise Group.  

Continuous improvement should be central to delivery against each of our 5 governing objectives, as 

follows: 

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

our peers on outcomes 

 Clear focus on continuous improvement 

of outcomes that matter most 

2. Excellent user experience – to be in the top 

10% of relevant peers on patient, GP and 

staff experience 

 Equal focus on continuous improvement 

of patient and staff experience  

 Link to WCC values  

3. Excellent financial performance – to be in 

the top 10% of relevant peers on financial 

performance 

 Continuous improvement of value 

(through removal of waste) as the most 

reliable route to financial health 

4. Excellent compliance with our external 

duties – to meet our external obligations 

effectively and efficiently 

 Applying continuous improvement to the 

trust’s ‘must‐dos’ 

5. A strong organisation for the future – to 

strengthen the organisation for the future 

 Raising morale, cohesiveness and 

enhancing reputation; quality and 

continuous improvement underpinning 

recruitment and retention 

 Contributing to a strong local health 

economy 

 

Diagnostic on current approach to quality 

The iQuasar programme undertaken in 2014‐15 offers insight into leadership perceptions regarding 

quality improvement. Executive and Non‐Executive Board members and senior clinical/divisional 

leads’ survey responses suggested that areas for development include: 

 Linking staff at all levels who are interested in getting involved with QI with relevant trust 

expertise and resources 

 Linking the learning from different QI projects, and providing staff with opportunity for 

reflection on QI and integrating QI into educational activities 

 Working with patients to identify and address QI priorities. 

Additionally, iQuasar highlighted the need for a narrative around quality and improvement, and 

making QI “business as usual” across the trust, by defining and codifying a methodology that the 

trust chooses to adopt. Responses also highlighted the need for investment, including in a 

coordinated improvement function to train and support staff and in data/analytic infrastructure.  

Interviews across clinical directors, service line leads and others to inform development of our 

quality strategy revealed five main themes (set out in greater detail in Appendix 2):  

1. There is no widely‐understood definition of quality, or a clear narrative to guide services  

2. In general, although executives’ commitment to quality is acknowledged, the “voltage‐drop” 

into directorates and services is substantial. People aren’t clear what is required or expected 
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3. There is less emphasis on the management and governance of quality vs. operational targets 

and money. Reporting “by exception” means that what matters most to services is often 

lost. Delivery is achieved through performance management, rather than by enabling 

improvement   

4. Many change projects and programmes are ongoing, which creates some confusion. More 

clarity is also needed on what change support is available, and on how best to access and 

use it 

5. Despite substantial investment in overall support to services, creating a “RFL‐way” which 

includes continuous improvement will require addressing substantial gaps in capability and 

infrastructure. 

 

2. Scope of the quality strategy 

Quality for NHS was defined by the 2012 Health and Social Care Act as having 3 basic dimensions: 

safety, effectiveness and patient experience.  While some organisations have chosen one dimension 

within quality around which to focus their strategy (must usually patient safety) the focus for our 

quality strategy should encompass all three dimensions of quality: this will allow it to dovetail with 

and accelerate delivery of the Safety and Patient & Staff Experience strategies, and help re‐energise 

the work on service‐specific effectiveness metrics. It will also make the quality strategy directly 

relevant to the work of each board committee focused on quality. Further, it links the quality 

strategy to addressing key operational challenges (e.g., those along CQC’s responsiveness domain, 

such as RTT) since these each impact one or more of the three dimensions. It also provides the best 

platform from which to link quality improvement to quality governance, risk management and audit, 

and allows broadening to a focus on quality and resource together – i.e., the continuous 

improvement of value. 

 

3. Building‐blocks of our strategy: the PDSA model, capability‐focus and 

getting to scale, measurement, leadership and learning 

 

3.1 The “PDSA” model for improvement 

Numerous improvement models are available and can be effective in a wide range of contexts. Each 

is associated with a set of technical/analytic and behavioural tools. Evidence suggests key to success 

is less which model is chosen and rather its consistent application and reinforcement over time. The 

best‐known model for improvement both in RFL today and the NHS is the “PDSA Model for 

Improvement”, used by the Institute for Healthcare Improvement (IHI) – see Figure 2. A key benefit 

of it is its simplicity: “Plan, Do, Study, Act” represents a cycle of designing and testing a change, 

measuring its impact and reflecting on the result. This discovery and learning cycle is re‐run 

iteratively. As such it is an extension of audit and evaluation with which clinicians are familiar. The 

key differences lie in the size of the measurement samples and the linking of cycles together in a way 

which rapidly delivers improved results. After successful tests under a wide range of conditions, the 

PDSA cycle is used to hardwire changes into the organisation’s infrastructure for sustainability. 

The PDSA model will be at the heart of RFL’s approach to continuous improvement. The method is 

powerful since it provides a structured, iterative way for front‐line teams to test possible solutions to 
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key challenges in their daily work, and to obtain rapid feedback on these changes’ effectiveness, 

enabling successes to be built on and scaled up and tests which didn’t work to be stopped. As such, 

front line staff discover routes to better performance and sustainability, and have full ownership of 

the solutions. 

The model is equally applicable to work which spans different departments and multiple services as 

to work within one service; as such, “improvement” can be used to address complex challenges such 

as flow and safety. It is also equally applicable to clinical support services and non‐clinical services as 

to clinical services: as such, it offers an unusual opportunity for staff of all backgrounds and 

departments to learn and deliver together.  

 

3.2 A capability‐building focus for the strategy, and getting to scale 

RFL’s quality strategy should not be about coordinating and resourcing a large portfolio of quality‐

improvement projects. We aim for the number of these to grow over time, but these will be 

primarily owned by the operating line. Rather, our quality strategy’s central theme should be 

capability‐building at scale which embeds our approach to continuous improvement into staff’s 

daily work, and which also supports learning and knowledge transfer across the organisation. 

Without staff who have the capability, capacity and motivation to find, sustain and spread 

improvements we cannot deliver the strategy since today the great majority of staff do not have 

experience of the science and methodology of improvement.  

Consequently a major capability‐building exercise over several years is required. We will focus 

capability‐building efforts on equipping staff with a method for systematically driving continuous 

improvement, and providing support in using that method. This support will include developing 

coaches and other experts to support teams undertaking improvement. We must ensure that the 

method is widely applied and adopted across professional groups and services. This applies to non‐

clinical and clinical support functions just as it does to clinical services. Additionally, senior 

leadership must have the understanding and skills to lead for improvement. Figure 3 suggests an 

outline capability model by staff group and role. Achieving the coverage required will take several 

years even with rapid roll‐out. Capability‐building is needed both for front‐line teams and for 

leaders, to include at minimum: 

 Fundamentals of improvement thinking and improvement‐centred approaches 

 Patients’ and families’ roles in improvement 

 Strategies for developing change ideas 

 Systems thinking 

 Measurement for improvement, and concepts of variation and reliability 

 Flow 

 Understanding of human factors 

 Study‐designs for testing changes 

 Coaching and promoting learning  

 Spread and scale‐up. 

These domains will be included in a variety of capability‐building formats which we will develop 

through implementing this strategy. These formats range from introductory learning (for example at 

induction and as part of mandatory training for all staff) to generate basic awareness, to in‐depth 

learning over time in real teams where learning is paired with application to address important 
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challenges faced by the teams. We also need to tailor, scale‐up and spread useful innovation from 

single contexts to greater scale – potentially trust‐wide and beyond. We will deploy an approach to 

spread and scale which draws on proven methods6 as we scale‐up as rapidly as possible from small 

local tests of change to implementation at scale (as, for example, the patient safety programme is 

already doing). 

Experience suggests for a trust of 10,000 staff, several hundred (including those in leadership roles) 

need deep applied knowledge of and commitment to QI to truly embed improvement into routine 

working. Overall we aim to create a movement for quality across the trust, which a “Quality 

Champions” concept (see Appendix 3) would support. 

Staff will need dedicated time to learn and space to apply learnings in their everyday work. 

Implementing the strategy will establish trust‐wide a common language and standard set of tools for 

improvement and learning. It is crucial we also establish tight alignment across the different 

elements of support and major initiatives which exist across the trust today.  

 

3.3 Measurement for improvement, and analytic/information systems support  

All improvement work must be underpinned by rigorous time‐series measurement, tracking 

reliability on key inputs/processes and required checks and balances which inform and drive the 

outcomes we care about. Our measurement approach should enable services to answer the 

following deceptively simple questions: 

1. Do you know how good you are? – which requires services to have defined by what metrics 

they are defining success 

2. Do you know where you stand relative to the best? – where the relevant peer comparison 

may be local, national or international, depending on the nature of the service 

3. Do you know where and how much variation exists? – toward reducing inappropriate 

variation, whether variation by different site, different teams, times of day or day of week 

4. Do you know your rate of improvement over time? – often the most important comparison 

of all, to oneself over time. 

To implement the strategy we will need to invest in measurement, and the support for 

measurement and data management. Planning for this is being embedded into the trust’s 

concurrent IMT strategy review, and two key areas include: 

 Systems to capture key data required by teams in a time‐efficient way, and to produce time‐

series data (eg SPC charts) directly to ward/clinic‐level which provide the basis for 

interpreting PDSA cycle measurement  

 Measurement and analytic expertise to support teams in their work. 

 

3.4 Leadership for quality improvement 

Successfully embedding improvement into daily work requires sustained and strong leadership and 

reinforcement at all levels, from “Board to Ward”. As above (section 1.2), successful improvement 

                                                            
6 The Breakthrough Series: IHI’s Collaborative Model for Achieving Breakthrough Improvement (2003) IHI Innovation Series 
white paper, Institute for Healthcare Improvement, Boston (available at www.IHI.org); Massoud MR et al A Framework for 
Spread: From Local Improvements to System‐Wide Change (2006). IHI Innovation Series white paper, Institute for 
Healthcare Improvement, Boston (available at www.IHI.org)  
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efforts are characterised by sustained, visible and unambiguous senior leadership and board 

commitment to the work, with improvement championed by the most credible leaders at every 

level. We will need to consider how senior leaders build their own collective and individual 

capabilities to lead for improvement, and what leadership practices may best support delivery. 

  

3.5 Learning from ourselves, and others 

A culture of continuous improvement goes hand‐in‐hand with continuous learning – for individuals, 

teams and the whole organisation. Learning from one’s own operational experience, and that of 

others, is a characteristic of excellent organisations, and is (strangely) not consistently present in 

health care. We will design‐in mechanisms to maximise learning across professions, sites, services 

and divisions. Beyond RFL itself, the Enterprise Group represents an obvious channel for learning 

(Salford Royal and Northumbria FTs being well‐known improvement‐focused organisations). Other 

potential channels include UCLPartners and potentially joining NHS Quest, a national network of FTs 

focused on collaborative learning and improvement, convened by Salford Royal. 

 

4. Alignment with existing major initiatives and the trust’s organising 

principles 

There is much work already underway across RFL to improve quality, efficiency and access. This 

takes a variety of forms, uses a variety of methods, and is anchored in various locations within the 

trust. The trust is aiming to streamline its approach to change and maximise synergies between 

initiatives, including through establishing a Change Board. 

On this background it is especially important the quality strategy is executed in a way which builds 

alignment, reduces complexity and complements existing initiatives and workstreams – creating a 

“quality” or “improvement” silo would not be helpful. Successful delivery of the quality strategy will 

enable us to progress faster and more sustainably on existing priorities and daily work rather than 

charter multiple new initiatives. 

To avoid creating additional complexity the quality strategy must be linked to the existing building 

blocks around which the trust is led and managed. Of three potential options (the trust strapline, 

WCC values and governing objectives), TEC’s view was the most logical connection would be via the 

values. Recognising that the values have traction because they represent the voice of staff, we 

intend to explore with staff whether we should introduce a 5th value centring on “continually 

improving”7. 

By focusing the strategy on capability‐building for improvement and by ensuring the detail of the 

strategy and its implementation are co‐developed by those leading current, people with existing 

expertise and representatives of major professional groups, we will minimise the risk of developing 

something which does not dovetail with other initiatives or fails to meet the needs of front‐line staff. 

                                                            
7 In current documentation accompanying the values (the “Living our values” Behaviour framework pamphlet), 

improvement is highlighted as one of three sub‐elements under ‘Visibly Reassuring’: Prioritising safety, Speaking up, and 

Keep improving. 

 



Paper 4 

11 
 

Table 1 illustrates some ways in which the quality strategy will reinforce and support existing 

initiatives.  

 

5. Principles underpinning RFL’s quality strategy and tests of success  

RFL’s quality strategy aims to increase the likelihood that every patient receives the best possible 

care, in line with the trust’s mission and values. We suggest the following five principles to underpin 

the quality strategy: 

1. Everyone’s primary goal and duty is improvement on things that matter to patients. Patients, 

families and carers will genuinely and consistently be at the centre of the work 

2. We will constantly deploy iterative, reflective cycles of planned changes, linked to measurement 

over time, led by the multiprofessional teams which serve patients (or other ‘customer’)  

3. We will build capabilities in continuous improvement, build capacity in coaching for 

improvement and build a learning organisation 

4. Our approach will focus on equipping front‐line staff to gain greater control of the systems that 

they work in – this is not about asking staff to work harder. This strategy will not increase the 

current number of centrally‐driven initiatives: rather, it will focus on building capability and 

capacity better to deliver existing priorities across clinical care, clinical support and non‐clinical 

support services 

5. All trust initiatives and strategies (for example, patient safety & patient experience) and service 

support (for example, leadership/OD, Vision 2020/QIPP, pathway and service redesign, 

governance and audit) will dovetail and pursue the same goal of quality and continuous 

improvement. We will use formal mechanisms (such as job planning, recruitment and appraisal, 

committee and meeting agendas) to reinforce our approach and signal our priorities.  

 

We will build evaluation into our delivery. The success of the strategy will primarily be determined 

by the number of staff who apply what they have learned to key improvement opportunities in daily 

work, and by overall staff feedback. While we expect the trust’s “hard” quality – and efficiency – 

metrics to improve over time, these are driven by many internal and external factors. We therefore 

suggest the following five tests of success of the strategy for 2020: 

 That critical numbers of staff have been trained in and meaningfully use RFL’s approach to 

quality improvement in daily work. For example, at least 400 staff have completed the team‐

based, applied learning offer, and there are at least 200 Quality Champions across professions 

(and that this status is seen by staff as a ‘badge of honour’) 

 That patients and carers are pleasantly surprised by how well their needs and preferences are 

anticipated and acted on – reflected in increased positive feedback and fewer complaints 

 That all staff can articulate the quality metrics most relevant to the context in which they work, 

and are aware of current performance level and trend 

 That staff morale, recruitment and retention rise. Over time, that people choose RFL as a place 

to work because of its reputation for embedding continuous improvement into routine practice 

 That RLF’s performance on “hard” system quality metrics and efficiency is exemplary and 

improving over time: for example, patients report greater satisfaction through better access and 

find services more responsive to their needs and preferences; staff report greater satisfaction 

from greater support and enhanced capabilities, reflected in national surveys. 
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6. Delivery of the strategy and next steps 

The level of investment required and delivery plan are in development. Since this strategy 

represents an essential part of the operating model for RFL Group, we are seeking investment from 

NHS England through the Vanguard programme.  

This is a major undertaking whose development will need at least 5 years trust (or Group)‐wide. 

Figure 4 summarises an outline working plan to 2020 on one page. Our twin aims are: (i) to 

accelerate delivery of the highest quality, best value care, and best staff experience across RFL group 

by 2020, and (ii) to embed continuous improvement into daily operations at RFL and to ensure best 

support to services across RFL group. We plan to accomplish these aims through activities grouped 

into four themes – (a) building will, (b) creating alignment and deploying infrastructure, (c) building 

improvement capability, and (d) applying improvement to daily work. Application will be through 

two main tracks: first, major trust initiatives, including the Patient safety programme, Patient and 

staff experience programme and Transformation work (Vision2020: Wave1/2, QIPP, service/pathway 

redesign); second, through local priorities: each service/ward and non‐clinical service to work to at 

least one local QI objective. 

 

Governance: A programme of this strategic importance to the Trust should be sponsored by the 

Trust Board. Several choices exist for both Board‐level and Executive‐level reporting. Especially given 

the nature of the programme, it is important that patients/service users (potentially Governors), 

staff and non‐executive directors are represented in the governance arrangements. 

 

Structure: A core support team will be required, whose size and composition will depend in part on 

our ability to align across existing functions and initiatives, and with the operating line. We envisage 

internal secondments into this team for clinical and other staff not only to maximise efficiency but 

also to emphasise the relevance of improvement to mainstream daily work across professions.  

We have set up a working group chaired by the Director of Quality, which includes membership 

from: 

 Transformation (incl. Vision2020, QIPP, service and pathway redesign) and OD/LD 

 Major quality initiatives already underway: safety and patient/staff experience 

 Clinical audit and risk 

 IMT and analytic services, and other key functions incl. finance and internal communications 

 Professional education 

 Medicine and nursing  

 Operations: Divisions and service‐lines.  

This approach will ensure that what we develop complements existing initiatives and functions, 

harnesses existing improvement expertise, and builds‐in the “customer perspective” from medicine, 

nursing and operations. It also enables additional work to be done pending staffing the core support 

team. 
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Key activities for the next 6 months include: 

 Listening to staff and patient priorities, and developing and deploying our quality narrative 

 Agreeing the detailed components of our model, including links to existing functions and 

initiatives  

 Determining the level of investment required, securing funding, and developing a full 

implementation plan 

 Staffing the core support team 

 Building an initial faculty and determining its capability‐baseline and gaps 

 Selecting a strategic partner for delivery. 

 

7. Conclusion 

An increasing number of leading NHS organisations are investing to create their “way” of continuous 

improvement. Investing over the coming five years to build our “way” for quality, centred on 

continuous improvement and learning will: 

 Place relentless focus across the trust on the critical challenge of: “Are we improving on 

things that matter most to patients and staff?” 

 Put patients and families ever‐more at the heart of how we design and deliver care 

 Provide the platform from which to deliver the highest possible quality of care, while also 

enabling RFL to meet ever‐more challenging financial and operational hurdles. The result will 

be higher value care – delivered by front line staff through continuous removal of waste 

rather than cost‐cutting 

 Establish an operating model with greater ownership for delivery by front‐line teams, 

supported by central structures and leadership 

 Unleash and motivate staff of all types and in all departments, increasing RFL’s 

attractiveness as a place to work 

 Serve as an important enabler of successful integration to create “one organisation” across 

multiple sites, and provide a strong base to underpin further increases in scale through a 

Group model, as well as working with other organisations locally at whole system/pathway 

level.   

 

   



Paper 4 

14 
 

TABLE 1:  How the quality strategy will reinforce and support existing initiatives  

 

Initiative (examples, not exhaustive)  How delivery of the quality strategy will support the 
initiative 

Patient safety programme, and 
Patient/Staff experience programme 

 Accelerate spread ‐ & de facto expand capacity ‐ by 
embedding the core methodology in front line staff, 
creating “pull” and capability for delivery 

 

Vision 2020: e.g., Flow and 
discharge, Outpatients, Clinical 
Services Strategies 

 Add to skillset of change agents and front‐line staff 

 Increase ownership of front‐line staff in change 
process – enabling functional teams to work on more 
‘fertile’ ground; Create front‐line “pull” and greater 
co‐development with service lines 
 

Service‐line leadership programme 
(Bohmer programme) 

 Complement leadership development and service 
operations work with front‐line capabilities and 
coaching support to bring about change 
 

Workforce   Add important new skills into routine skillset across 
staff groups and increase attractiveness of RFL as a 
place to work; develop coaches drawn from various 
professions 
 

24/7 patient   Equip front‐line teams with new methods and skills to 
find and implement practical solutions  
 

IMT/analytics strategy   Increase IMT/analytical experts’ measurement‐for‐ 
improvement capabilities (and skills/demands from 
services) 

 Focus analytic/data systems further on front‐line 
team’s requirements 
 

RFL Group model   Contribute to the more stable, codified operating base 
on which greater scale can be built (and which is 
championed by clinicians) 

 Develop a service‐line/offer in QI, analytics and 
capability‐building which RFL makes available to 
organisations joining the RFL Group. 
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APPENDIX 1: Financial case and business rationale for investing in quality and 

continuous improvement  

Providers exist to provide high quality care, and so investing in quality and continuous improvement 

can be seen purely as an ethical and practical imperative. Happily, this is there is increasing evidence 

these investments also make sound business sense, delivering measurable return on investment and 

showing how the disciplined application of continuous improvement techniques can systematically 

remove waste.  

Greatest waste in healthcare is typically found within the clinical processes themselves, and can only 

be addressed if clinically‐led teams are motivated, skilled and supported to address it8. High‐quality, 

patient‐centred care happens when processes have minimal waste and high reliability: removing 

waste reduces cost; high reliability means less frustration and wasted effort for staff, thereby 

improving staff satisfaction. This in turn has direct impact on outcomes and financial performance.  

The best‐documented evidence to date comes from USA where wasted spend has been estimated at 

14‐40% of total spend9. Reducing waste can be categorised in two main areas: (i) preventable harm 

and (ii) process inefficiency. Systematic re‐engineering of care to achieve reliability against agreed 

standards has been shown across multiple US organisations to lead to sustained operating cost 

savings measured in millions of dollars per year, often with the additional benefit of avoiding the 

need for capital purchases or investments, revenue benefits, and better patient outcomes and 

staff/patient experience10:  

(i) Preventable harm: Taking healthcare associated infections (HCAIs) as an example: Mayo clinic 

reduced central line infection rate by 50% from 2009‐12, and calculate a $30k margin improvement 

per patient when complications are avoided (even allowing for additional revenue from treating 

complications). They also calculate that each bed is 3‐4 times more productive without 

complications. Similarly, Cincinnati Childrens’ hospital found work which reduced infections by 60% 

over two years also saved $11m in cost and released capacity equivalent to 5 beds due to reduced 

length of stay. Each bed generated $1m additional revenue/year when complications were avoided. 

(ii) Process inefficiency: Various studies estimate that front‐line staff spend around one‐third of their 

clinical time and effort on non‐value‐adding activities (such as locating missing items, waiting, 

addressing defects and recovering errors)11. This reduces staff morale and can be addressed by 

applying improvement techniques. Work at Mayo Clinic to standardise hip and knee replacements 

across Mayo’s 22 hospitals led to annualised cost savings of over $2.5m, driven by 40% reduced use 

of blood products, 30% reduction in LoS, 10% reduction in readmissions. Many of these also 

represent tangible improvements in quality for patients. 

Overall, Mayo clinic calculate a typical 5:1 to 10:1 return from investments in quality improvement. 

Other US organisations report at least a 2:1 return12. Mayo has developed a structured tool with 

which to track financial return which distinguishes between “hard” financial impact (characterised 

by direct, short‐term and quantifiable impact on cash flow) and “soft” impact (which may increase 

                                                            
8
 Swensen, Kaplan et al (2011) Controlling healthcare costs by removing waste, BMJ Qual & Saf 
9
 Swensen, Meyer et al (2010) From cottage industry to post‐industrial care, NEJM 
10
 Swensen, Dilling et al (2013) The Business case for health‐care quality improvement, J. Patient Safety 

11
 Spear & Schmidhofer (2005) Ambiguity and workarounds as contributors to medical error, Ann Internal Med  

12
 2012 Institute of Medicine discussion paper “A CEO Checklist for High‐Value Health Care”. This contains numerous examples and is 

authored jointly by CEOs of Cincinnati Childrens’ Hospital, Cleveland Clinic, Denver Health, Geisinger, HCA, InterMountain, Kaiser 
Permanente, Partners Health Care, ThedaCare & Virginia Mason  
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capacity, raise productivity without reductions in staffing, avoid future costs, and lower malpractice 

costs). 

The business case in NHS is less well documented, but evidence is emerging – taking 3 examples:  

 Sheffield Teaching Hospital’s Flow, Cost and Quality programme realised £3.2m annual cost 

saving in care of the elderly. Reduced length of stay enabled closure of two wards13  

 Salford Royal estimate their safety work has saved £5m in cost & 25,000 bed days/year14 

 Locally, East London FT have found work to reduce violence on one ward has generated 

annualised staffing cost savings of over £70,000 from reduced staff turnover and 

absenteeism15.  

Success is not guaranteed of course – many quality programmes have failed both on quality and 

return on investment. But as the examples above show, organisations are finding that a ‘virtuous 

circle’ of improvement in cost and quality can be realised. The same methods can be used in work on 

both cost and quality, and by teams working in non‐clinical services.  

   

                                                            
13
 Health Foundation newsletter, September 2014: available at http://www.health.org.uk/newsletter/eight‐case‐studies‐show‐you‐can‐

improve‐quality‐while‐also‐saving‐money 
14
 HSJ The Case for Patient Safety, 2015 

15
 ELFT verbal communication  
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APPENDIX 2: Messages from the organisation to inform RFL’s Quality Strategy 

To inform development of RFL’s Quality Strategy, conversations were undertaken with clinical 

directors, divisional leadership, AMDs and others regarding current practices and how delivery could 

be better supported.  

Despite substantial pressures, there is a sense that much is going right in the trust and a sense of 

optimism and excitement regarding opportunities ahead – people are restless to do better. Senior 

leadership is largely seen as authentic, focused on maximising quality for patients, and trying to be 

helpful to staff – wanting the same things that patients and staff care about. People throughout the 

trust are highly motivated to improve quality, balanced with to concern that capacity and focus may 

fall short when competing priorities bite. There is little appetite for “another initiative”. 

 

Five key messages emerged, as follows: 

 There is no widely‐understood definition of quality, or a clear narrative to guide services  

o People’s definition of quality (and of “improvement”) vary 

o There is clarity on and strong support for the WCC values – widely seen as translating 

positively into daily attitudes and behaviours. However, the five governing objectives do 

not provide similar clarity or inspiration – they are seen as “managerial” 

o A narrative on quality which people own and can interpret locally is lacking. Below the 

headline of “top 10%”, people are not clear what the Trust’s quality priorities are, or 

how their actions contribute to delivering against the Trust’s priorities. We lack the 

clarity and immediacy found at Salford Royal16: “We aim to be the safest organisation in 

the NHS…we will continue relentlessly to pursue giving our patients, families and carers 

Safe, Clean and Personal care every time”. 

 

 In general, although execs’ commitment to quality is acknowledged, the “voltage‐drop” into 

directorates and services is substantial. People aren’t clear what is required or expected 

o There is variable ownership regarding quality measurement and reporting beyond 

external requirements. The most advanced services typically have particularly effective 

leader(s) and external goals or reporting – which create focus, profile and urgency  

o There is variable level of ownership on national audits. Some see these as aligned with 

their aims, others as an unhelpful burden and distraction from what matters most to 

patients 

o There is variable understanding of what skills and actions are required to drive quality, 

and the capability/capacity requirements 

o Accountabilities and expectations are unclear and overlapping: e.g., division vs. service, 

and roles within each (nurse, clinician, manager). 

 

 There is less emphasis on the management and governance of quality vs. operational targets 

and money. Reporting “by exception” means that what matters most to services is often lost. 

Delivery is achieved through performance management, rather than by enabling improvement 

o Overall, more is reported and more time spent discussing operations and finance (e.g., in 

divisional committees) than quality, so the subtext is: “these really matter the most” 

                                                            
16 Salford Royal Quality Improvement Strategy, 2015‐2018 
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o Quality metrics which are not externally‐mandated can appear neglected. For services 

with advanced local ownership and ambition, this can be frustrating: these locally‐

determined quality metrics often better capture what matters most to patients  

o Positive outlier results only variably reach senior leaders’/governance attention: “If it’s 

not externally mandated, it’s not an exception, so however good it is, it doesn’t get up 

the chain” 

o Features of performance management are more prominent than those of continuous 

improvement. Planned tests of change and reflection, encouraging local 

experimentation, understanding variation and exchange of learning are not prominent in 

the current approach. (There are a few notable exceptions to this, for example the 

“Sepsis 6” work) 

o There is generally high appetite to learn more effectively from units’ own experience, 

and from others – people want mechanisms for transferring learnings within/across 

divisions and services. 

 

 Many change projects and programmes are ongoing, which creates confusion. More clarity is 

also needed on what change support is available, and on how best to access and use it 

o Programmes/initiatives underway include: QIPP, service redesign, pathway work, 

Wave1, PMO/integration; safety strategy and patient experience strategy 

o Both the people working in these functions, and their “customers” in the services are 

confused by the range and scale of activities (though customers are positive about the 

people providing support) 

 Services are not clear where to go for support, or “what we use when”. There is 

demand for “how‐to” guides and a single ‘key account’ interface (offering 

guidance on what to access and how) 

 People based in functional support teams equally want to understand better 

what others do  

o It is not clear on what basis support is allocated/prioritised: “Does it go to those who 

shout the loudest?” 

o It is not clear how these functions do (or should) dovetail with OD/Leadership and 

professional education. 

 

 Despite substantial investment in overall support to services, creating a “RFL‐way” which 

includes continuous improvement will require addressing substantial gaps in capability and 

infrastructure 

o Most trust capacity for change is currently in larger‐scale change – transformation and 

care redesign, rather than continuous improvement (more incremental change). Pockets 

of continuous improvement expertise do exist–e.g., PARRT team frequently cited—but 

these are often localised and/or not recognised for the methods they use. These provide 

a basis from which to build 

o Capability gaps include: training in and applying a model for improvement (at various 

levels of seniority); developing and deploying experts/trainers in improvement; coaching 

skills; giving and receiving feedback; measurement and analytics 

o Gaps in infrastructure centre on data and analytics, and include: 

 Systems to capture and report locally‐relevant quality metrics 

 Measurement for improvement (currently people need to purchase their own 

software) 

 Analytic capacity to support services’ work. 
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APPENDIX 3: The “Quality Champions” concept 

There is substantial will and motivation across staff groups to improve care and to gain more control 

over the systems in which they work. To build skills and participation rapidly and at scale so that 

people apply improvement to their real‐work challenges, we will establish a “Quality Champions” 

programme. This will be designed to harness and generate energy and excitement among those who 

get involved in improvement. Drawing on social movement and large scale change theory, design 

principles include: 

 Open to all staff members across all grades and professions, and potentially patients and 

carers  

 People can focus their work on any area within the broad umbrella of the quality strategy. 

Staff will be encouraged to work in multiprofessional teams and to involve patients 

wherever possible 

 Personal commitment is key – participants must be self‐nominating 

 People will gain tiered accreditation – for example, “bronze” to “gold” as follows: 

o Bronze: with a relatively low bar for entry, such as participation in introductory 

training and application to a challenge relevant to the person’s work area 

o Silver: with some evidence of sustained commitment over time and implementation 

of successful improvement work within the trust   

o Gold: with substantial evidence of sustained commitment over time and driving 

successful improvement work in multiple settings across the trust, and supporting 

others to improve.  

Carefully‐chosen features will enhance the visibility & cachet of the programme – for example: 

 Active sponsorship from CEO/executive and divisional leadership – e.g., regular 

opportunities to present work and receive feedback 

 Creative internal communications – building awareness, sharing learnings and celebrating 

successes 

 Visible markers to identify Quality Champions – e.g., modified ID badges displaying the tier 

achieved. 



|

Figure 1: Characteristics of successful quality improvement 
programmes
 Building will and a sense of purpose, resonant with people’s professional values

o Framing and communicating an overarching purpose, relevant and inspiring to all staff, in terms patients 

can understand

o Listening widely to understand staff priorities, opportunities and concerns

o Focusing simultaneously and explicitly on improving staff experience and well‐being

o Involving patients and families directly in improvement work

o Celebrating success 

 Building alignment and ensuring focus, while enabling staff to focus on their priorities 

o Ensuring tight alignment between organisational strategy and the improvement programme: e.g., aims, 

structures, performance management arrangements, related initiatives

o Having sustained, visible and unambiguous senior leadership and board commitment to the work. At every 

level, improvement is championed by the most credible leaders

o Linking the vision to a small number of organisation‐wide priorities while simultaneously encouraging staff 

to translate these priorities into what matters most their local context

o Adopting a consistent core improvement method, organisation‐wide – and using the same method across 

clinical, clinical support and non‐clinical areas

 Building capability, in people and in systems

o Building board/senior leader understanding and capability

o Investing in capability‐building across the workforce, learning in teams addressing real‐work challenges

o Developing internal coaching resource (to support delivery by the operating line)

o Fostering informal learning, and making it “OK to fail” (fail fast and at small‐scale, and learn from it)

o Developing data capture, reporting and analytic infrastructure and support.



Aim: What are we trying to accomplish?Question 1

Measurement: How will we know 
that a change is an improvement?

Question 2

Question 3 Changes: What changes can we make 
that will result in an improvement?

Act Plan

Study Do

Figure 2: The “PDSA” model for improvement

Source: IHI, Associates for Process Improvement (API); Langley et al (2009) The Improvement Guide (2nd ed), J. Wiley & Sons



Figure 3: Outline QI capability model for RFL – by staff group and role
Total

potential
10,000 • Introduction to improvement 

& model for improvement
• Identifying issues, 

developing & testing ideas
• Measurement & variation

Knowledge/skills needed

1. Front line 
staff

2. Clinical & 
operational 

leaders

3. Coaches*

4. Exec &
Board

Eventual
coverage
needed
All staff • Introductory ‘classroom’ 

sessions (incl. at induction)
• Online/self-accessed

What’s involved

1000 • Deeper understanding of 
improvement methods, 
variation and measurement

• Goal-setting, leading and 
managing for improvement

500+

n/a • As above, plus 
sophisticated enabling and 
coaching skills for 
individuals and teams

100+ • Applied learning and 
reflection in coaching teams 
supported by classroom 
programme

~25 • Direction-setting, “mood” & 
leading for improvement

• Link to strategy and overall 
priorities; appreciation of 
systems; making variation 
and trends visible

~25 • Self-determined but 
typically includes: mix of 
individual/group; sessions 
with external experts; peer 
visits/”Board-to-Board”; 
clinical “walkarounds”

n/a • Deep methodological and 
applied understanding, incl. 
of QI theory and science

• Spread and implementation
• Coaching/mentoring, 

teaching
• Knowledge-generation and 

research

At least 
20-30

• Careful objective-setting, 
review and planned (career) 
development

• Applied learning through 
doing/coaching

• Reflection and peer support
• “Masterclasses”
• Individually-tailored* Coaches drawn from wide variety of professions and grades

• Applied learning in teams over 
time linked to opportunities in 
real work

• Access to coaching
• Embedding into existing 

programmes



Two key aims:

1. To accelerate 
delivery of the 
highest quality, 
best value care,  
and best staff 

experience across 
RFL group by 2020

2. To embed 
continuous 

improvement into 
daily operations at 
RFL, and to ensure 
best support to 

services across RFL 
group

Build will

Create alignment 
and deploy 

infrastructure

Apply 
improvement to 
daily work and 
track benefits

1. Listen to staff and patients to determine priorities
2. Develop and tell our quality/QI narrative
3. Celebrate successes, showcasing existing work
4. Hold learning and awareness events
5. Visits to exemplar sites
6. Set up QI microsite (intranet and internet)
7. Develop a network of Quality Champions

1. Have patient/carer involvement in all improvement work
2. Align team/service strategies, objectives, expectations and 

reporting with improvement aims; also align key trust 
initiatives, e.g., Quality Account, Clin Qual indicators, Oscars 

3. Align individual goals/time allocation with improvement 
aims (job plans, appraisal, prof. development, revalidation)

4. Develop informatics & analytics to support improvement

Through two main tracks – with rigorous measurement of 
quality and efficiency/cost benefits:
1. Major trust initiatives, incl: Patient safety programme; 

Patient and staff experience programme; Transformation 
work (Vision2020: Wave1/2, QIPP, service/pathway redesign)

2. Local priorities: Each service/ward and non‐clinical service to 
work to a local QI objective

Build 
improvement 
capability and 

capacity

1. Initial assessment of current capability, gaps & priorities
2. Recruit core QI team & establish internal secondments
3. Find and train experts
4. Build capability & capacity in different intensities & formats

a. Introductory training
b. In‐depth longitudinal/applied training for teams
c. Develop coaches to support teams & initiatives

5. Executive and Board development
6. Embed in professional and leadership education (e.g. SLL 

programme, tiered leadership programmes)

Figure 4: Outline plan
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6 monthly nurse and midwifery staffing review 
 

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. Every six months trust boards will be required to undertake a detailed 
review of staffing using evidence based tools. 
 
This paper is the fourth six monthly report to the board under these arrangements  
 
Each divisional board has considered the staffing review relevant to their 
division and their conclusions and recommendations are included in this paper. Ward 
sisters/charge nurses and matrons have also applied their professional judgement against 
the results of the staffing review tool results which have informed the recommendations of 
the divisional boards. 
 
For the majority of wards there is no recommendation in this report to make changes to the 
establishment with the exception of: 
 

 Increase of establishment of 7 east a by 2.5 wte to be funded by changes to 

establishment on Wellington in response to occupancy and reduced need for 

overnight beds 

 

Action required/recommendation  
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.  
 
 

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  

Report to 
 

Date of meeting Attachment number 

 

Trust Board 
 

25 November 2015 
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relevant peers on financial performance 

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

external obligations effectively and efficiently 

 

 

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 

                       Mai Buckley, director of midwifery, divisional director of nursing, W&C 

                       Rebecca Longmate, divisional director of nursing, TASS 

                       Maura McElligott, divisional director of nursing, SAS 

                       Julie Meddings, divisional director of nursing, Urgent Care 

                        

Date               20 November 2015 
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Introduction 
 
Evidence from an increasing number of studies has shown an association between the level 
of in-hospital staffing by registered nurses and patient mortality, adverse patient outcomes 
and other quality measures (Needleman et al, 2011).  The Francis report made a broad 
range of recommendations covering local and national NHS management, governance, 
quality assurance and staffing.  The Keogh review of 14 trusts with higher than expected 
mortality rates noted a positive correlation between inpatient to staff ratio and a high hospital 
standardised mortality ratio. The review also showed that staffing levels can vary greatly shift 
to shift and ward to ward.  The report of the National Advisory Group on the Safety of 
Patients in England, led by Don Berwick, also considered NHS staffing levels. 
 
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.  Actual versus planned nursing and midwifery staffing will be published 
every month and every six months Trust boards will be required to undertake a detailed 
review of staffing using evidence based tools. 
 
This paper is the fourth six monthly report to the board under these arrangements. Each 
divisional board has considered the staffing review relevant to their division and their 
conclusions and recommendations’ are included in this paper.  Ward sisters/charge nurses 
and matrons have also applied their professional judgement against the results of the staffing 
review tool results which have informed the recommendations of the divisional boards. 
 
Minimum Staffing levels 
 
There has been much debate about whether there should be defined nurse staffing ratios in 
the NHS or whether there should be mandated minimum staffing levels. The published 
guidance from The National Quality board recognises that there is no ‘one size fits all’ 
approach to establishing nurse staffing and does not prescribe an approach to doing so, 
neither does it recommend a minimum staff-to-patient ratio.    
 
The Berwick review made the following statement on staffing levels: 
 
‘.. we call managers’ and senior leaders’ attention to existing research on proper staffing, 

which includes, but is not limited, to conclusions about ratios. For example, recent work 
suggests that operating a general medical-surgical hospital ward with fewer than one 
registered nurse per eight patients, plus the nurse in charge, may increase safety risks 
substantially. This ratio is by no means to be interpreted as an ideal or sufficient standard; 
indeed, higher acuity doubtless requires more generous staffing. We cite this as only one 
example of scientifically grounded evidence on staffing that leaders have a duty to 
understand and consider when they take actions adapted to their local context.’ 
 
On 13 October Monitor, the TDA, NHS England, the CQC and NICE wrote to Trusts to clarify 
the recent messages on safe staffing and the need to meet the financial challenge.  The 
letter states that safe staffing guidance supports but does not replace judgements made by 
professionals at the front line and is designed to support the Board to get the best possible 
outcomes for patients within available resources and that responsibility for both safe staffing 
and efficiency rests, as it has always done, with provider boards. The letter stresses that 
staffing should be looked at in a flexible way which is focused on the quality of care, patient 
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safety and efficiency rather than numbers and ratios of staff.  The letter stresses that a 1:8 
ratio is a guide not a requirement and should not be unthinkingly adhered to.  

 
Setting Staffing Levels  
 
There are a number of different methods of assessing and reviewing ward staffing levels and 
it is known that different systems applied to the same care environment can give different 
answers.  The use of evidence based tools is one part of making decisions about the correct 
levels of staffing which should then be triangulated by staff using their professional 
judgement and scrutiny.   
 
Currently ward establishments’ are reviewed and set by the ward sisters/charge nurses, 
matrons, heads of nursing and divisional nurse directors working in partnership with finance, 
workforce and operational managers.  The Trust is using the Safer Nursing Care (SNC) tool 
to help inform decision making on the correct level of staff.  The data used in this report was 
collected in September 2015.   
 
The SNC tool was originally developed in conjunction with the Association of UK University 
hospitals and has, following a review of the tool commissioned by the Shelford Group, been 
re-launched.  The acuity and dependency of patients in a ward is measured over 20 days 
using rules to capture the data, and then, using nursing multipliers, calculates the total 
number of nursing staff needed.  The tool also considers other activity on the ward which 
contributes to the workload of nursing staff, for instance the number of admissions and 
transfers into and out of the ward.  The resulting establishments are then quantified as 
follows:   
 

 Average WTE Staff: The WTE staff establishment required for the ward based on the 
average patient acuity scores over the month. 

 Recommended WTE Staff: The WTE staff establishment required for the ward based 
on the acuity scores over the month, taking into account the daily variance in score. 

 Estimated WTE Staff: The effective WTE staff establishment based on the staff 
recorded as present on each shift during the month. 

 
For the purpose of the review current ward establishments have been compared with the 
average WTE staff derived from the tool.  
 
Establishment uplifts 
 
Each ward budget has an assumption of a 21% uplift in establishments.  This uplift is to 
ensure that the establishment is sufficient to provide for planned and unplanned leave and to 
support continuous professional development.  The uplift does not include maternity leave 
however there is a central budget held for wards to call on to cover for nurses on maternity 
either by the use of a fixed term contract or temporary staff.  
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Supervisory ward sister/charge nurse roles 
 
Many reports including the Francis inquiry have highlighted the need for the supervisory 
status of ward sisters/charge nurses to enable closer monitoring and scrutiny of quality and 
safety in the ward area.   
 
The establishments of wards at the Royal Free London NHS Foundation trust support the 
ward sister/charge nurse being a supervisory role.  
 
Divisional recommendations and supporting data 

 

Transplantation and specialist services division 

 

 
 
Based on the above data the divisional senior nursing team made the following 
recommendations’ to the Transplantation and specialist services divisional board on 21 
November 2015: 
 
9 West 
The funded bed base is 26 however the ward is constantly open to 33 beds. For September 
2015 the average bed occupancy was 87% with an average 29 occupied beds. 
  
The professional judgement of the divisional senior nursing team is that establishment 
continues to be reviewed to ensure that it is safe and appropriate for 33 beds based on the 
occupancy.  The two liver wards (9West and the previous 10North to be moved to 9North) 
will be co-located in November 2015 and a workforce review will be undertaken across these 
wards to so that patient pathways and staffing are appropriately aligned.  
 
Recommendation:    
 The daily staffing requirement continues to be reviewed to understand the variation in the 

requirement 
 Workforce review is undertaken following colocation of liver wards  
 A business case is written to secure funding for the unfunded beds which are constantly 

open and currently are staffed through the use of temporary staffing to provide safe levels 
of care.  

 
10 North  
The professional judgement of the divisional senior nursing team is that the establishment 
continues to be closely monitored as the recommended staff establishment does not allow 
for the unpredictable variability for patient acuity and dependency.  The two liver wards 
(10North to be relocated to 9North and 9West) will be co-located in November 2015 and a 
workforce review will be undertaken across these wards to so that patient pathways and 
staffing are appropriately aligned. 
 

Ward Beds

Funded 

establishment 

WTE

SNCT average 

WTE
Variance wte

Sickness 

absence %

 Falls (April - 

Sep 2015)

Pressure ulcers 

(April - Sep 

2015)

Attributable 

Cdiff (April - 

Sep 2015)

FFT recomm-

endation %

No of 

Complaints 

9 West 26(+7) 33 32.86 +0.64 1% 12 4 0 90% 0

10 North 33 35 35.22 -0.22 2% 24 1 0 86% 0

11 West 22 28.22 27.66 +0.56 3% 12 3 1 86% 0

11 South 19 28.7 30.52 -1.82 7% 15 6 3 94% 1

11 East 24 27 30.5 -3.5 7% 18 4 1 93% 0

10 East 24 33 31.51 +1.49 0% 17 2 1 94% 1

10 South 25 30 25.78 +4.2 0% 23 5 1 88% 5

5 East B 16 27.7 20.31 +7.39 0% 11 0 0 90% 7

Mulberry 15 24.3 20.2 +4.28 2% 24 1 1 90% 5

Transplantation and Specialist Services
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Recommendation:   
 The daily staffing levels and acuity and dependency and the use of additional 

staff/specials are closely monitored by the senior nursing team    
 A workforce review is undertaken following colocation of liver wards  
 
11 East 
The SNCT data shows the average 30.50WTE staff requirement is 3.5WTE below the funded 
establishment to meet the acuity and dependency of the ward. The average figures do not 
take into account the daily ward variation in patient acuity and dependency and because the 
ward speciality is acute oncology, a significant number of patients are palliative and require 
end of life care and patients and their families require a high level of psychological 
intervention to support them at this stage in their disease pathway. The recommended 
establishment is 36.44 WTE and this would allow for the daily variation in patient acuity and 
dependency to be managed. 
 
The professional judgement of divisional senior nursing team is that the current 
establishment is reviewed to ensure that it meets the dependency and acuity needs of the 
patients.  
 
Recommendation:   
 The ward occupancy and staffing is reviewed to understand the acuity and dependency 

requirements, the utilisation of the ‘hot’ rooms and the specialised and expertise staffing 
required to meet patient care needs. 

 
11 South 
The SNCT data shows that the average WTE staff requirement is 1.82 WTE below the 
funded establishment to meet the acuity and dependency needs of the patients.  
 
The ward is now part of a TUPE transfer of services and the malignant haematology and 
associated staff are due to transfer out of RFH on the 1st December 2015. Planning and 
recruiting to the new ward is in progress.  
 
Recommendation:   
 The recruitment of staff for the non-malignant service is recruited to.  
 
11 West 
The funded bed base for the ward is 22 beds. The ward speciality is infectious diseases and 
the funded establishment from this ward also supports the High Level Isolation Unit (HLIU).  
 
The SNCT date indicates that the average funded 27.66 WTE staffing requirement is 0.56 
WTE below the funded 28.22 WTE. The funded establishment contributes to the operational 
running and the mandatory training compliance for the HLIU. When HLIU is operational this 
is also supplemented by RFL infectious diseases/other suitably trained bank staff 
 
The professional judgement of the divisional senior nursing team is that the establishment 
currently meets the acuity and dependency needs of the patients cared for on 11 west.   
 
Recommendation:  The staffing levels are closely monitored to meet the needs of the ward 
and flexed to support training and surge planning for Ebola. 
 
10 East 
The professional judgement of the divisional senior nursing team is that the establishment 
currently meets the acuity and dependency needs of the patients cared for on the ward but 
efficiency needs to be maximised.   
 
Recommendation:  To keep the current establishment under review in line with service 
development and review use of emergency bed and patient flow.  
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10 South 
Since the last 6 month review the establishment of the ward has been reviewed in response 
to quality indicators and patient feedback. The leadership of the ward has been strengthened 
and an improvement plan instigated.  
 
The professional judgement of the divisional senior nursing team is that the establishment is 
reviewed according to the improvement plan to ensure that this meets the acuity and 
dependency needs of the patients cared for on the ward.   
 
Recommendation: To keep the current establishment and review in line with the service 
requirement. 
 
5EB  
This is a urology ward now open to 22 beds.   The SNCT data indicates that the average 
20.31 WTE staffing establishment is 7.39 WTE below the funded 27.7 requirement to meet 
the acuity and dependency of patients on this ward. During September this ward admitted 
multiple outlying specialities not thought to be representative of urology emergency and 
complex patients, this may account for the variance.  
 
The professional judgement of the divisional nursing team is that the establishment is 
reviewed in line with the acute inpatient pathway reconfiguration and urology service 
redesign.  
 
Recommendation: The current funded establishment is monitored in line with service 
redesign. 
 
Mulberry Ward  
The professional judgement of divisional senior nursing team is that the current 
establishment requires a review of both shift patterns so that this is aligned with the enlarged 
division.  
 
Recommendation:   
 Priority is given to the recruitment of the band 7 post (now achieved) 
 The current establishment is reviewed and remodelled to take into account service 

requirements and alignment with the wider organisation.   
 
Surgery and associated services division 

 

 
Based on the above data the divisional senior nursing team made the following 
recommendations’ to the Surgery and associated services divisional board on 16 November 
2015: 
 
 
 
 

Ward Beds
Funded 

Establishment 

WTE

SNCT Average 

WTE
Variance wte

Sickness 

absence %

 Falls (April - 

Sep 2015)

Pressure ulcers 

(April - Sep 

2015)

Attributable 

Cdiff (April - 

Sep 2015)

FFT recomm-

endation %

No of 

Complaints

7 East A 20 24 26.8 -2.8 12% 26 0 0 83% 2

7 East B 13 17.5 10.7 +6.8 9% 7 0 0 92% 2

7 West 32 39.8 40.6 -0.8 7% 34 5 1 90% 1

7 North 32 34 34.9 -0.9 5% 18 1 1 83% 1

Beech 24 31.6 28.2 +3.4 5% 27 16 0 85% 0

Canterbury 25 26.7 11.8 +14.9 7 2 0 97% 0

Cedar 24 34 28.8 +5.2 2% 22 11 0 90% 2

Damson 24 29.1 29.2 0 7% 8 5 0 85% 1

w'l l ington 39 31.5 13.84 +17.7 8% 1 0 0 95 1

Surgery and Associated Services
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 7 East A 
The data for September 2015 supports previous reports to indicate the staffing levels for the 
ward should be increased to meet the acuity and dependency of the patients on the ward. 
This is backed up by observation of the clinical area and review of the patients requiring 1:1 
supervision.   
 
Recommendation: Increase establishment to support an additional registered nurse on night 
duty to being the planned staffing to 3 registered nurses and 2 health care assistants.  
 
7 East B    
Acuity data suggests that this ward has too high an establishment in relation to 
recommended wte staff but this is an anomaly of a small ward.  Despite only having 13 beds, 
it is not possible to reduce qualified day or night staffing below acceptable levels to provide 
safe cover at all times.   An establishment of 17 allows for the required staffing per shift.  
Staff from the ward support 7 East A ward at times of increased acuity. 
 
Recommendation – No additional staffing is required to meet the acuity and dependency 
needs of patients on this ward currently.  
 
7 West     
The professional judgement of the divisional nurse leadership team is that the registered 
nurse establishment is appropriate for the patient acuity.   
 
Recommendation – No changes to current staffing. The priority is to focus on recruiting to 
registered nurse vacancies.  
 
7 North   
Recommendation – No changes to current staffing. The priority is to focus on recruiting to 
registered nurse vacancies.  
 
Beech 
Following the last 6 month review the establishment on Beech was increased by 2.1 wte. 
On consideration of this review the professional judgement of the divisional nurse leadership 
team is that the registered nurse establishment is appropriate for the patient acuity.   

 
Recommendation – no additional staffing is required to meet the acuity and dependency 
needs of patients on this ward currently.   
 
Cedar   
After the 6 monthly review in May the establishment on Cedar was increased by 4.4wte. 

 
Recommendation – No additional staffing is required to meet the acuity and dependency 
needs of patients on this ward currently.  Review over the next six months the volume of 
tracheostomy patients who require specialing.   

 
Damson  
Recommendation – No additional staffing is required to meet the acuity and dependency 
needs of patients on this ward currently.  Review over the next six months the patient acuity 
and patients who require specialing.   
 
Canterbury  
The establishment was reviewed following data collection in March 2015. Occupancy 
remains low on the ward at 46% 
 
Recommendation – Reduce the planned HCA on night duty from 2 to 1 to reflect the acuity 
and dependency of the ward.  
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 Wellington  
The establishment was reviewed following the last 6 monthly review and the number of wte 
reduced by 7wte due to low occupancy.  Occupancy remains low at 42% but the data for 
Wellington ward needs to be interpreted with the acknowledgment that the majority of 
patients admitted to the ward are there for less than 23 hours and the SNCT tool is not 
designed to assess day care areas. However it is beneficial to use the tool and review the 
data with clinical judgement.  
 
Recommendation – Up to 80% of patients admitted to Wellington ward stay less than 23 
hour.  It is proposed to staff the ward for 12 overnight beds.  This will enable the following 
recommendations: 

1. Reduce planned night staff to 2 RN’s and 1 HCA 
2. Increase establishment by 1 Band 6 to provide senior leadership throughout the week 
3. Create a band 7 practice educator post, with essential criteria of HDU experience, to 

support staff across Wellington ward and Canterbury ward in staff development and 
in preparation for future plans for the new hospital build.  

 
Urgent care division 
 
 

 
 

 
Based on the above data the divisional senior nursing team made the following 
recommendations’ to the divisional board on 24 November 2015: 
 
10 west 
There is currently no funded band 7 post on the ward. The 8A matron role covers ward 
management duties as well as other services such as the Heart Attack service and IRCU.  
The acuity and dependency highlights a difference between the average and recommended 
staffing levels with the actual establishment. Excess expenditure against the establishment is 
consistently required for the closer supervision of patients at risk of falls. 
 
Recommendation:  A service and staffing review that is underway be completed where it is 
anticipated that a business case will be submitted for an increase in nursing staff. 
 
9 north 
Recommendation – No additional staffing is required to meet the acuity and dependency 
needs of patients on this ward currently.  
 

Ward Beds
Funded 

establishment 

WTE

SNCT average 

WTE
Variance wte

Sickness 

absence %

 Falls (April to 

Sep 2015)

Pressure ulcers 

(April to Sep 

2015)

Attributable 

Cdiff (April to 

Sep 2015)

FFT recomm-

endation %

No of 

Complaints 

9 North 32 48 45 +3 4% 17 2 1 73% 4

8 West 36 58 61 -3 1% 21 1 2 92% 2

8 North 32 62 49 +13 6% 21 7 0 87% 5

10 West 27 39 48 -9 2% 16 5 0 92% 4

8 East 26 47 37 +10 18 9 2 80% 3

6 South 28 41 46 =5 6% 24 3 0 90% 3

Adela ide 25 33 43 -10 35 3 1 78% 4

Capetown 36 37 49 -12 9% 45 2 0 84% 4

CCU 8 17 12 +5 1% 8 0 0 98% 0

CDU 24 33 41 -8 8% 25 0 0 85% 4

Juniper 24 31 40 -9 3% 29 5 2 76% 2

Larch 22 30 29 +1 3% 13 2 3 68% 2

Ol ive 22 31 36 -5 3% 25 2 4 82% 3

Palm 22 33 38 -5 1% 24 2 1 81% 4

Quince 24 35 35 0 7% 27 4 1 85% 6

Rowan 24 32 27 +5 3% 17 0 1 92% 3

Spruce 24 32 40 -8 2% 33 3 0 86% 1

Walnut 24 36 38 -2 4% 22 9 1 90% 5

Urgent Care
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8 west 
Recommendation – No additional staffing is required to meet the acuity and dependency 
needs of patients on this ward currently.  
 
8 north 
The actual usage of staff on 8 north is significantly higher that the recommended and actual 
wte. The high level of acuity and demand for 1:1 specials for patients with Tracheostomies 
has contributed to a significant over spend on this ward. They also nurse acutely ill adult 
patients requiring Registered Mental Health nurse input in addition to acute medical and 
nursing care.  
 
Recommendation:  No changes recommended to baseline establishment and to review 
temporary staffing controls. Explore the concept of cohorting patients with higher nursing 
needs such as tracheostomies and review of the provision of RMN’s for acute medical wards 
on both sites. 
 
8 east 
Recommendation: Complete recruitment to agreed uplifted establishment in response to 
opening additional beds in the previously agreed business case 
 
6 south 
Both the average wte and recommended wte (46-48) are higher than the funded 
establishment; however the actual usage is significantly higher at 60wte.  Higher levels of 
acuity recorded with patients with tracheostomies, neurological disorders and those requiring 
high levels of nursing care and supervision have contributed to this. 
 
Recommendation: Review temporary staffing controls in place to monitor usage and spend 
and develop a business case to increase the establishment. 
 
Rowan 
Recommendation – No additional staffing is required to meet the acuity and dependency 
needs of patients on this ward currently.  
 
Coronary care unit  
Recommendation – No additional staffing is required to meet the acuity and dependency 
needs of patients on this ward currently.  
 
Clinical decisions unit 
Recommendation – No additional staffing is required to meet the acuity and dependency 
needs of patients on this ward currently however the front end reconfiguration work may 
mean alternation to the establishment. 
 
Quince  
Recommendation – No additional staffing is required to meet the acuity and dependency 
needs of patients on this ward currently however the front end reconfiguration work may 
mean alternation to the establishment. 
 
Walnut  
Recommendation – No additional staffing is required to meet the acuity and dependency 
needs of patients on this ward currently.  
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Spruce 
Recommendation - A business case has been made and approved by the trust executive 
committee in September 2015 to increase the establishment increased by 3.7 wte band 2 
nursing assistants. 
 
Olive  

Recommendation – No additional staffing is required to meet the acuity and dependency 
needs of patients on this ward currently as business case approved in September 2015 by 
the trust executive committee.  

 
Larch 
Recommendation – No additional staffing is required to meet the acuity and dependency 
needs of patients on this ward currently as business case approved in September 2015 by 
the trust executive committee.  
 
Juniper 
Recommendation – No additional staffing is required to meet the acuity and dependency 
needs of patients on this ward currently as business case approved in September 2015 by 
the trust executive committee. 

 
Palm 
Recommendation – No additional staffing is required to meet the acuity and dependency 
needs of patients on this ward currently as business case approved in September 2015 by 
the trust executive committee. 
 
Adelaide 
Recommendation – No additional staffing is required to meet the acuity and dependency 
needs of patients on this ward currently.  

 
Capetown 
Recommendation – A full service review of the staffing model to consider allied health 
professionals and nursing staff in the requirements needed for the patient group on the ward.  
 
Emergency Department 
In March 2015 NICE issued guidance with regard to staffing levels in emergency 
departments. The key recommendations are that there are:  

 2 registered nurses to 1 patient in cases of major trauma or cardiac arrest 

 1 registered nurse to 4 cubicles in either ‘majors’ or ‘minors.  

 

Currently Barnet hospital and the Royal Free hospital emergency departments are compliant 
with the NICE recommendations and have the appropriate establishments to support the 
ratios. .  

 
Women and children’s Division 

Maternity staffing  

There have been a number of changes in relation to maternity staffing since the publication 
of the last report. These include the following: 

 Harmonised cross site maternity escalation policy including the implementation of on 
call maternity manager across the maternity services. 

 Plan to over recruit band 6 midwives across the Division into maternity leave to 
contribute to the reduction in the Trust’s agency spend.  

 Increase of 7% in the predicted delivery rate for 2015 to 2016 across the maternity 
services when compared to 2014-2015.  
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 A business case has been developed to request funding for an increase in midwifery 
staffing within the maternity units in response to the increase in the activity at the 
Trust which will be submitted to TEC in November 2015. 

Midwifery staffing and midwife to birth ratio 

The RCOG/ RCM recommend that all Maternity units should have a minimum funded 
midwife to birth ratio of 1:28. This standard is currently not met at either the Royal Free 
hospital or Barnet hospital, as the midwife to birth ratio is 1:32.8 and 1:29.1 respectively over 
the reporting period May 2015 – October 2015.  

Monitoring of maternity staffing 

The maternity unit has contingency plans to address short term staffing shortfalls as a 
consequence of increased workload, sickness and other staff absences. Due to a highly 
successful over recruitment programme led by the Heads of Midwifery, there will be no 
vacancies in the current funded establishment of midwifery posts when all new-starters are in 
post by January 2016. The most recently recruited midwives are awaiting their NMC 
registration numbers and completion of joining processes. The service will continue to over-
recruit to cover the higher clinical activity, maternity leave and support secondments. 

Developments in Maternity Staffing 

The RCOG document Safer Childbirth: Minimum standards for the organisation and delivery 
of care in labour recommends a minimum midwife to birth ratio of 1:28.    

The recent NICE ‘Safe midwifery staffing for maternity settings’ guidance published in 
February 2015 provides specific recommendations for staffing within maternity services. This 
guideline also places focus on the systematic assessment of safer staffing indicators and 
midwifery red flag events as a means of identifying and monitoring factors which may have 
a direct positive or negative impact on the delivery of maternity care. Since the publication of 
the last report the midwifery red flag events have been incorporated into the escalation 
policy. It details the operational responsibilities of the midwife in charge when the traffic light 
system for amber/red is initiated.  

 

Safer staffing indicators are positive and negative events that should be reviewed 
when reviewing the midwifery staffing establishment. 

 

A midwifery red flag event is a warning sign that something may be wrong with 
midwifery staffing. Although, midwifery red flag events are often acknowledged on 
an individual basis as part of day to day maternity care, NICE recommends a much 
more systematic approach to the monitoring of these events where there is a direct 
connection to midwifery staffing. 

NICE ‘Safe midwifery staffing for maternity settings’ published in February 2015 

 

Both sites are compliant with the monitoring of the safer staffing indicators.  
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One to one care in labour compliance: Royal Free Hospital 

Month/Year 
No of women in 

established 
labour 

No of women in 
established labour 

receiving 1:1 midwife care 

One to one 
compliance 

Royal Free Hospital 

May 2015 58 58 100% 

July 2015 56 56 100% 

September 2015 93 93 100% 

Barnet Hospital 

August 2015 82 82 100% 

September  

14th – 20th  2015 
77 77 100% 

September   

21st – 27th  2015 
78 78 100% 

Gynaecology staffing  

Willow ward is a female surgical ward accommodating gynaecology inpatients at Barnet 
hospital managed by the Women’s division. The gynaecology inpatient ward at Royal Free 
hospital (7 North) is amalgamated with plastics and is managed by the SAS division and the 
gynaecology matron and gynaecology medical staff provide specialist input.  

On Willow ward, there is one band 7 nurse and a band 6 nurse who are responsible for the 
operational management of the ward. The establishment provides for a nurse: patient ratio of 
1:5.3 supported by nursing assistants. Any shortfalls in staffing or peaks in activity are 
escalated to the gynaecology matron or divisional director of midwifery, gynaecology and 
paediatric Nursing.  

Since Willow opening in June 2013, and over the past two years the activity, acuity and 
staffing has been monitored and reviewed. A business case was developed in September 
2015 to reflect the required staffing establishment and this is currently being finalised to be 
submitted to TEC. 

Neonatal staffing  

There is a 30 cot Level 2 unit on Starlight neonatal unit at Barnet hospital and a 14 cot level 1 
neonatal unit, including 2 cots for stabilisation on 6 West B at the Royal Free hospital. Using 
the British Association of Perinatal Medicine standards, staffing for the Neonatal unit is 
dependent on the level of care each infant requires.   

 Intensive care: 1:1  

 High Dependency is 2:1 

 Special care is 4:1.   

Starlight has an agreement to proactively plan over recruitment of staff to ensure that the 
establishment remains stable. This was agreed in February 2015 and will reduce the 
dependency on bank and agency staff by decreasing the amount of time the ward is below 
establishment through normal turnover, and recruitment pipeline timeframes.  Current 
staffing levels meet the RCN guidelines and they also effectively flex the staffing to meet the 
needs of more dependent neonates. The workforce has been determined as 11 staff 
including at least 7 Neonatal trained nurses in the day and 10 including at least 6 Neonatal 
trained nurses at night.  Unless the unit is at full capacity (30) cots the unit is usually staffed 
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to 10 in the day and 9 at night.  The unit had some periods of decreased activity during May 
to October, and staff were given the opportunity to take short notice annual leave where 
appropriate. There were no unsafe shifts during the above period of time and the patient to 
staff ratio met the expected standard for neonatal nursing levels of care. 

6 West B Neonates have no changes to current establishment. Current staffing levels meet 
the RCN guidelines and they also effectively flex the staffing to meet the needs of more 
dependent neonates. The workforce has been determined as 4 nurses day and night. This 
includes at least 2 neonatal trained nurses. The neonatal unit from May to October was 
relatively quiet and staff were moved to cover the neonatal unit at Barnet and also assist on 
the paediatric ward at the Royal Free Hospital on occasion as required, or given the 
opportunity to take short notice annual leave.  

 

Paediatric staffing 

The paediatric wards consist of 20 beds on 6 North at the Royal Free and 30 beds on Galaxy 
at Barnet. Both wards take high dependency patients requiring respiratory support in the 
form of Continuous Positive Airway pressure (CPAP), and mental health patients that often 
require 1:1 nursing observation (and occasionally more intensive observation has been 
required with 2:1 and even 3:1 Nursing care). Nursing ratios are as follows: 

 Unstable patients; mental health patients assessed as posing a risk to themselves 
and others: 1:1 Nursing care (or more if required) 

 High Dependency patients: 2:1 Nursing care 

 Other patients 4:1 Nursing care 

For paediatric services across the site there has been an agreement in February 2015 to 
proactively plan recruitment of staff to ensure that the establishment remains stable. This will 
reduce the dependency on bank and agency staff by decreasing the amount of time the ward 
is below establishment through normal turnover, and recruitment pipeline timeframes. 

6 North 

Current staffing levels meet the RCN guidelines and they also effectively give the ability to  
adjust the staffing to meet the needs of more dependent children. These include CAMHS 
patients awaiting in-patient beds who can often experience delays. However they are often 
cared for 1:1 by RMN’s.  During May to October the dependency on the ward was not 
unexpectedly high, but there were several vacancies at both band 5 and band 6 levels. 
Active recruitment programme’s and the direct employment programme helped to fill most of 
these vacancies. However this has led to a period of decreased skill mix on the ward due to 
the majority of new starters being newly qualified. The lead practice educator commenced in 
post at the beginning of October, and has already identified a number of areas to improve 
staff education and is currently developing teaching sessions, training programmes and 
training data bases.  

Galaxy 

Current staffing levels meet the RCN guidelines and they also effectively flex the staffing to 
meet the needs of more dependent children. These include CAMHS patients that are often 
cared for by 1:1 RMN’s when available.  

 

Conclusion 

The staffing review has demonstrated that broadly most wards have the required 
establishment to care for the patients currently nursed both in the professional judgement of 
the senior nursing teams and the results from the SNCT.  It can be demonstrated that 
previous reviews have led to alterations in establishments.  
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Whilst this is a 6 monthly formal review the nursing requirements on each ward are dynamic 
and are reviewed before and during each shift to ensure that the appropriate nursing needs 
of the patients being cared for are met and escalated when extra support is required 
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Monthly report of Nursing staffing levels August and September 2015 
 

Executive summary – including resource implications 

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.   
 
The overall trust summary of planned versus actual hours: 
 

 August was 4% more actual hours used than planned.  
 September was 3% more actual hours actual hours used than planned.   

 
Site specific data is as follows: 
 
August 

 Royal Free hospital   2%  more actual hours than planned 

 Barnet hospital   7% more actual hours than planned 

 Chase Farm hospital   6% more actual hours than planned 

 Edgware community hospital   actual hours met planned 

September 
 Royal Free hospital   actual hours met planned 

 Barnet hospital   5% more actual hours than planned 

 Chase Farm hospital   11% more actual hours than planned 

 Edgware community hospital  10% more actual hours than planned 

August 
 
Out of a minimum of 2914 shifts there were 9 reported shifts (0.3%).  There were no patient 
safety incidents reported related to this 
 

Report to 
 

Date of meeting Attachment number 

Trust Board 25 November 2015  Paper 5.2 
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September 

Out of a minimum of 2820 shifts there were 4 reported shifts where the nurse: patient ratio 
fell below 1:8 on a day shift or 1:10 on a night shift (0.14%).  There were no patient safety 
incidents reported related to this. 
 
 

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 
 

 
 

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 outcomes supported by this paper  
1 Respecting and involving people who use services 
4 Care and welfare of people who use services 
5 Meeting nutritional needs 
7 Safeguarding people who use services from abuse 
8 Cleanliness and infection control 
9 Management of medicines 
13 Staffing 
14 Supporting staff 

 

 

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 19 November 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.  This report provides information on planned 
versus actual nurse staffing for August 2015 and September 2015. 

Planned versus actual staffing 
The overall trust summary of planned versus actual hours: 
 
August was 4% more actual hours used than planned.  
September was 3% 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: 
 
August 

 Royal Free hospital   2%  more actual hours than planned 
 Barnet hospital   7% more actual hours than planned 
 Chase Farm hospital   6% more actual hours than planned 
 Edgware community hospital   actual hours met planned 

September 
 Royal Free hospital   actual hours met planned 
 Barnet hospital   5% more actual hours than planned 
 Chase Farm hospital   11% more actual hours than planned 
 Edgware community hospital  10% more actual hours met planned 

 
The breakdown between registered and health care assistants for August and September by 
site was:  
 
Royal Free hospital  
 
August 

 Registered nurses   2% less actual hours than planned 
 Health care assistants  5% more actual hours than planned 

September 
 Registered nurses   3% less actual hours than planned 
 Health care assistants  1% more actual hours than planned 

 
Barnet hospital 
 
August 

 Registered nurses   actual hours met planned 
 Health care assistants  14% more actual hours than planned 

September 
 Registered nurses   actual hours met planned 
 Health care assistants  11% more actual hours than planned 
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Chase Farm hospital 
 
August 

 Registered nurses   22% less actual hours than planned 
 Health care assistants  34% more actual hours than planned 

September 
 Registered nurses   20% less actual hours than planned 
 Health care assistants  42% more actual hours than planned 

 
Edgware Community hospital 
 
August 

 Registered nurses   actual hours met planned 
 Health care assistants  actual hours met planned 

September 
 Registered nurses   8% less actual hours than planned 
 Health care assistants  28% more actual hours than planned 

 
The registered nurse deficit at Chase Farm is related to the surgical wards which match 
staffing to the activity and not the budgeted establishment.  
 
Registered nurse agency staff 
 
On 1 September 2015 Monitor wrote to the trust advising of the rules for nursing agency 
spending and setting out the spending ceiling for the trust.  The rules are an annual ceiling 
for total nursing agency spending for each trust and a mandatory use of approved 
frameworks for procuring agency staff.  The rules apply to all NHS trusts, NHS foundation 
trusts receiving interim support from the Department of Health and NHS foundation trusts in 
breach of their licence for financial reasons.  All other NHS foundations trusts have been 
strongly encouraged to comply. 

On 19 October 2015 Monitor wrote to the trust confirming that the agreed ceiling of nurse 
agency pay as a % of total nurse pay for the Royal Free London is 9.8%.  In October the 
trust % for nurse pay was 11.2%.  The YTD position for each ward is shown in the 
September tables.  

Each division has a planned agency reduction trajectory aligned with their recruitment 
pipeline.  The approval process for agency staff has been reviewed with new rules applied 
with particular focus on areas of high usage and spend.   

Nurse agency usage on inpatient wards has been decreasing since September.  The two 
weeks to w/e 15 November have seen a total decrease of nurse agency hours across all 
areas of 23% to 8946 hours. There is further sustained reduction needed to achieve the 
Monitor level of circa 7,000 hours a week. 

National price caps 

On 15 October Monitor and the TDA wrote to trusts outlining plans to introduce hourly price 
caps for all agency staff across all staff groups to be in place by 23 November and phased 
until April 2016 (subject to consultation) so that by 1 April agency staff would not be paid 
anymore than the equivalent substantive worker.  It is proposed that the cap is also applied 
to bank rates. 
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Recruitment 

Planned recruitment activity that has taken place this month in addition to the monthly 
assessment centres include:  

Portugal – EU recruitment trip  
London - National recruitment fair – 70 expressions of interest 
University of East Anglia - National recruitment fair – 60 expressions of interest 

On Saturday 5 December there will be an open recruitment event at the Royal Free with the 
aim that all candidates will be interviewed, offered posts if successful and as much of the 
pre-employment process done on the day as possible.  

The chart below shows the increase in new starters since the summer. 

 

 

Safe Staffing 

August 

Out of a minimum of 2914 shifts there were 9 reported shifts where the nurse: patient ratio 
fell below 1:8 on a day shift or 1:10 on a night shift (0.3%). 

8 west – night shift, 1:10.6 

Juniper – night shift, 1:12 

Palm – night shift, 1:11 

Adelaide – night shift, 1:12 
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Capetown – 4 late shifts, 1:9 

There were no reported patient safety incidents relating to this. 

September 

Out of a minimum of 2820 shifts there were 4 reported shifts (0.14%).   

9 north – night shift, 1:10.6 

Juniper – night shift, 1:12 

Olive – night shift, 1:11 

Capetown – day shift, 1:8 

There were no reported patient safety incidents relating to this. 

Substantive ward sister/charge nurse vacancies 

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

11 south (haematology, Royal Free hospital) has an interim ward sister in post.   

10 south (renal, Royal Free hospital) has an interim ward sister in post. 

The vacant post on Mulberry ward has been recruited to with the post holder due to 
commence in January 2016. 

Planned versus actual staffing 
 
The tables below shows the planned versus actual hours for September and August 2015.    
On 29 September the trust executive committee approved business cases to support and 
additional 25.2 wte staff for the 4 care of the elderly wards at Barnet (Juniper, Palm, Olive 
and Larch) and an additional 4 wte health care assistants for Spruce.  These posts do not 
show in the tables below.  
 
Galaxy, the paediatric ward at Barnet, had actual versus planned of 70%.  The nurse staffing 
is matched to activity.  The ward at this time had vacancies and 1 member of staff on long 
term sick leave.  The head of nursing has confirmed that on no shift did the nurse patient 
ratio go above 1:4.  Since September 8 new staff have commenced and a further 4 are 
awaiting start dates.  
 
ITU at the Royal Free has an actual versus planned of 82%.  As in previous reports this is 
due to health care assistants and not registered nurses.  The actual versus planned for 
registered staff is 98.5%.  In context on a shift there are 36 registered nurses and 3 health 
care assistants.  
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Ward Beds

Registered nurse to 

patient ratio          

Day Shift

Percent of actual vs 

total planned shifts 

(RN + HCA)

YTD Agency £ as % 

Total Pay £
 Falls 

Pressure 

ulcers 

Attributable 

Cdiff 
FFT Score

9 West 26 1:4 95% 27% 2 1 0 91%

10 North 33 1:4.7 94% 29% 1 0 0 83%

11 West 22 1:4.8 105% 24% 1 2 0 83%

11 South 19 1:3.8 101% 11% 0 0 0 100%

11 East 24 1:4.8 106% 13% 3 0 0 93%

10 East 1:3.4 97% 16% 0 0 0 100%

10 South 25 1:6.25 101% 19% 3 0 0 93%

5 East B 10 1:5 101% 7% 3 1 0 90%

Mulberry 13 1:3 99% 12% 1 2 0 90%

Transplantation and Specialist Services  September 2015

Ward Beds

Registered nurse to 

patient ratio          

Day Shift

Percent of actual vs 

total planned shifts 

(RN + HCA)

YTD Agency £ as % 

Total Pay £
 Falls 

Pressure 

ulcers 

Attributable 

Cdiff 
FFT Score

7 East A 20 1:5 108% 17% 8 0 0 84%

7 East B 13 1:4.3 92% 10% 0 0 0 97%

7 West 32 1:4.7 99% 20% 6 1 1 94%

7 North 32 1:4.7 115% 20% 2 0 0 79%

Beech 24 1:8 94% 2% 4 0 0 94%

Canterb'y 25 1:6.25 91% 7% 0 0 0 93%

Cedar  24 1:6 91% 11% 2 0 0 92%

Damson 24 1:8 99% 17% 3 1 0 80%

Wel'gton 39 1:6.5 81% 0% 0 0 0 97%

Surgery and Associated Services September 2015

Ward Beds

Registered nurse to 

patient ratio          

Day Shift

Percent of actual vs 

total planned shifts 

(RN + HCA)

YTD Agency £ as % 

Total Pay £
 Falls 

Pressure 

ulcers 

Attributable 

Cdiff 
FFT Score

9 North 32 1:5.3 98% 22% 2 0 0 68%

8 West 36 1:5.1 98% 31% 1 1 0 100%

8 North 32 1:4 105% 34% 2 1 0 90%

10 West 27 1:5 143% 5% 4 0 0 90%

8 East 26 1:4.3 99% 41% 4 1 0 91%

6 South 28 1:4 98% 21% 5 0 1 94%

ITU (RF) vary 1:1/1:2 82% 24% 0 2 0 n/a

Adelaide 25 1:6.25 110% 6% 9 0 0 90%

Capetown 36 1:5.1 139% 6% 6 0 0 75%

CCU 8 1:2 98% 6% 1 0 0 100%

CDU 24 1:4.8 122% 33% 5 0 0 82%

ITU (BH) vary 1:1/1:2 104% 35% 1 2 0 n/a

Juniper 24 1:4.8 130% 15% 7 1 0 94%

Larch 22 1:5.5 122% 22% 3 1 1 78%

Olive 22 1:5.5 136% 16% 4 1 0 97%

Palm 22 1:5.5 105% 14% 5 0 0 80%

Quince 24 1:4.8 119% 25% 6 0 0 83%

Rowan 24 1:4.8 103% 7% 2 0 1 90%

Spruce 24 1:6 126% 27% 4 1 0 77%

NRC 15 1:7.5 110% 19% 0 0 0 n/a

Walnut 24 1:6 97% 19% 1 0 1 89%

Urgent Care September 2015
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Ward Beds

Registered nurse to 

patient ratio          

Day Shift

Percent of actual vs 

total planned shifts 

(RN + HCA)

YTD Agency £ as % 

Total Pay £
 Falls 

Pressure 

ulcers 

Attributable 

Cdiff 
FFT Score

6 North 20 1:4 92% 20% 0 0 0 n/a

5 South 31 1:8 99% 9% 0 0 1 92%

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

Galaxy 30 1:4 68% 17% 0 0 1 n/a

Neonate BH vary 88% 0% 0 0 0 n/a

Delivery BH n/a 110% 11% 0 0 0 93%

Willow 16 1:5.3 130% 13% 0 0 0 96%

Victoria 48 1:8 94% 25% 1 0 0 85%

Womens and Childrens September 2015

Ward Beds

Registered nurse to 

patient ratio         

Day Shift

Percent of actual vs 

total planned shifts 

(RN + HCA)

 Falls 
Pressure 

ulcers 
Attributable 

Cdiff 
FFT Score

9 West 26 1:4 95% 0 0 0 93%

10 North 33 1:4.7 116% 4 0 1 86%

11 West 22 1:4.8 115% 1 1 0 81%

11 South 19 1:3.8 101% 3 1 0 100%

11 East 24 1:4.8 116% 3 1 0 95%

10 East 1:3.4 95% 3 0 0 88%

10 South 25 1:6.25 95% 6 3 0 93%

5 East B 10 1:5 101% 2 0 0 91%

Mulberry 13 1:3 112% 2 0 0 93%

Transplantation and Specialist Services  August 2015

Ward Beds

Registered nurse to 

patient ratio         

Day Shift

Percent of actual vs 

total planned shifts 

(RN + HCA)

 Falls 
Pressure 

ulcers 

Attributable 

Cdiff 
FFT Score

7 East A 20 1:5 99% 5 1 0 94%

7 East B 13 1:4.3 95% 1 0 0 92%

7 West 32 1:4.7 100% 6 2 0 91%

7 North 32 1:4.7 111% 4 0 0 81%

Beech 24 1:8 92% 1 1 0 91%

Canterb'y 25 1:6.25 96% 2 0 0 98%

Cedar  24 1:6 94% 3 0 0 95%

Damson 24 1:8 103% 0 0 0 85%

Wel'gton 39 1:6.5 71% 1 0 0 94%

Surgery and Associated Services August 2015
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Ward Beds

Registered nurse to 

patient ratio         

Day Shift

Percent of actual vs 

total planned shifts 

(RN + HCA)

 Falls 
Pressure 

ulcers 

Attributable 

Cdiff 
FFT Score

9 North 32 1:5.3 97% 1 0 0 67%

8 West 36 1:5.1 96% 3 1 0 81%

8 North 32 1:4 112% 3 0 0 84%

10 West 27 1:5 131% 3 1 0 94%

8 East 26 1:4.3 99% 4 1 0 72%

6 South 28 1:4 98% 5 0 0 93%

ITU (RF) vary 1:1/1:2 84% 0 8 0 n/a

Adelaide 25 1:6.25 121% 4 0 0 100%

Capetown 36 1:5.1 122% 7 0 0 100%

CCU 8 1:2 102% 2 0 0 100%

CDU 24 1:4.8 126% 0 0 0 89%

ITU (BH) vary 1:1/1:2 103% 0 1 0 n/a

Juniper 24 1:4.8 121% 3 0 0 77%

Larch 22 1:5.5 111% 2 0 0 57%

Olive 22 1:5.5 139% 1 1 0 100%

Palm 22 1:5.5 103% 6 0 0 75%

Quince 24 1:4.8 126% 0 0 1 77%

Rowan 24 1:4.8 112% 0 0 0 90%

Spruce 24 1:6 140% 0 0 0 82%

NRC 15 1:7.5 100% 0 0 0 n/a

Walnut 24 1:6 99% 1 0 0 89%

Urgent Care August 2015

Ward Beds

Registered nurse to 

patient ratio         

Day Shift

Percent of actual vs 

total planned shifts 

(RN + HCA)

 Falls 
Pressure 

ulcers 

Attributable 

Cdiff 
FFT Score

6 North 20 1:4 94% 0 0 0 n/a

5 South 31 1:8 105% 0 0 0 97%

Neonate RFH vary 84% 0 0 0 n/a

Galaxy 30 1:4 70% 0 0 0 n/a

Neonate BH vary 86% 0 0 0 n/a

Delivery BH n/a 113% 0 0 0 88%

Willow 16 1:5.3 135% 1 0 0 83%

Victoria 48 1:8 94% 0 0 0 100%

Womens and Childrens August 2015
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Royal Free Charity – Incorporation under the Charities Act 2011 

 
 

Executive summary 

The Royal Free Charity (“RFC”) is currently a charity incorporated as an NHS charity.  The 

Department of Health wants to move all NHS charities to ones incorporated under the 2011 

Charities Act, which will mean they are answerable to the Charity Commission rather than the 

Department of Health.  

RFC wants to begin the process of consultation with the Charity Commission in January 2016 

and therefore wishes to take a recommendation to its Board in December 2015.  Prior to doing 

this, RFC have asked the trust board to confirm its position on the proposed incorporation of the 

Charity.   

This paper is presented to confirm the final parts of the process from a trust perspective. 
 

Action required/recommendation 

Trust board is asked to: 

 Agree to the Royal Free Charity moving to be incorporated under the Charities Act 2011 

 Agree to a Chairman’s Action to approve the final form of the Memorandum of 

Understanding and the Transfer deed, prior to signing the transfer letter 

 
 

Trust strategic priorities and business planning objectives 

supported by this paper  

Board assurance risk 

number(s)  

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

external obligations effectively and efficiently 

 

 

 

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

The Royal Free Charity wishes to apply to the Charities Commission to be incorporated under 

the Charities Act rather than being a Health Charity by April 2016.  To achieve this it needs to 

submit documentation by the end of January 2016.  Therefore, it wishes to approve the transfer 

at its December 2015 board meeting.  A delay to giving the trust’s consent to the transfer could 

cause a delay to the process until April 2017. 

 

Equality analysis  

 No identified negative impact on equality and diversity  

 

Report from Caroline Clarke, deputy chief executive and chief financial officer 

Author(s)  Ed Kessler, director of commercial strategy 

Date  19 November 2015 

 

Report to 
 

Date of meeting Attachment number 

Trust Board  25 November 2015 Paper 6 
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Royal Free Charity – Incorporation under the Charities Act 2011 
Trust Board 

25 November 2015 
 
 
1. Introduction  
 

The Royal Free Charity (“RFC”) is currently a charity incorporated as an NHS Charity.  The 

Department of Health wants to move all NHS charities to ones incorporated under the 2011 

Charities Act, which will mean they are answerable to the Charity Commission rather than 

the Department of Health.  

The Charity had previously informed the trust that it intended to pursue this route and the 

board had indicated its agreement to proceed at its March 2015 Part 2 meeting.  This paper 

is presented to confirm the final parts of the process. 

2. Independence and future relationship with the Charity 
 
Reconstituting the Charity in this way is a major step. The legal form of the Charity will be a 
company limited by guarantee with the Trustees (acting as members of the company) having 
a liability of £1. 
 
The Charity is already legally independent from the Trust and the trust’s relationship with it 
operates largely by convention. The benefit to the Trust of this new proposal is that for the 
first time it sets out in a legally enforceable document the nature of the relationship between 
us and commits both organisations to work towards fully aligned strategies.  
 
The Objects of the new Charity have to maintain a balance between demonstrating 
independence while supporting the Royal Free London NHS Foundation Trust and the local 
and general healthcare economy it works within.   

 

The Objects of the Charity are, for the public benefit: 

(a) to further any charitable purpose or purposes relating to the general or any specific 

purposes of the Foundation Trust or the purposes of the health service; 

(b) to promote, protect, preserve and advance all or any aspects of the health and 

welfare of the public, particularly within the catchment area of the Foundation 

Trust; and  

(c) to advance and promote knowledge and education in medicine, including by 

engaging in and supporting medical research. 

The Memorandum of Understanding sets out in the section on Guiding Principles (4.1), that 
the Charity will focus on delivering benefit to NHS patients, will have a joint understanding 
with the trusts of each other’s strategic objectives and to the extent possible will ensure 
alignment between them and delivers a mutually supportive relationship.  A joint working 
group will be established that will work under agreed terms of reference.   
 
This process should lead to an improved regular communication with the Charity about what 
it is funding and ensure this is focused on developing areas that are part of the trusts 
agenda.  This might mean a level of formality to areas which are currently informal, but 
should lead to an improved collective way of delivering benefit to patients.  
 
The Charity has agreed that the trust will have the right to appoint (and remove) two 
Trustees to attend and contribute to the meetings of the Trustees. 
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3. Next Steps 

 
The key documents are included as appendices to this paper, being  

a. Appendix 1 – The Memorandum of Understanding, which outlines how business will 
be conducted between the Charity and trust;  

b. Appendix 2 – The deed, which outlines the process to transfer the undertakings of the 
Charity to the Independent Charity; and  

c. Appendix 3 – The Transfer Letter – to be signed by the Chairs of both the Trust and 
Charity to inform the Department of Health of the intention to transfer the 
undertakings of the charity to an Independent Charity.   

 
The first document has a small number of areas of detail which will need to be finalised, for 
instance reflecting the proposed amendment to the Charity’s Articles of Association for the 
right for the Trust to appoint two trustees, rather than one.  The second and third documents 
are presented in their final form.  Finalising the Memorandum of Understanding is likely to be 
complete in early December.  Rather than bringing a paper back to trust board with the final 
documents, the board is asked to agree to a Chairman’s Action to sign the Transfer Letter, 
Deed and the Memorandum of Association.    
 
The Charity has requested that the trust indicates willingness for the Charity to proceed 
towards independent incorporation ahead of its December meeting of Trustees, where it will 
approve the decision to the transfer.   
 

4. Recommendation  
 

Trust board is asked to: 

 Agree to the Royal Free Charity moving to be incorporated under the Charities Act 

2011 

 Agree to a Chairman’s Action to approve the final form of the Memorandum of 

Understanding and the Transfer deed, prior to signing the transfer letter 
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Appendix One – Memorandum of Understanding 
 

 

DATE  20[15] 

 

 

 

(1)  The Trustees of the Royal Free Hampstead Charities  

(2)  The Royal Free London NHS Foundation Trust 

(3)  The Royal Free Charity 

 

 

 

 

 

 

 

 Memorandum of Understanding  

 

 

 

 

 

 

 

 

 

 

16 Old Bailey, London EC4M 7EG 

Telephone: +44 (0)20 7597 6000 

Fax: +44 (0)20 7597 6543 

DX 160 London/Chancery Lane 

www.withersworldwide.com 

http://www.withersworldwide.com/
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DATED    20[15] 

PARTIES 

(1) The Trustees of The Royal Free Hampstead Charities (the 'Trustees'), incorporated by the 

Charity Commission under Part 12 of Charities Act 2011, of Pond Street, London NW3 2QG in 

their capacity as trustees of The Royal Free Hampstead Charities (registered charity number 

1060924) (the 'Existing Charity');  

(2) The Royal Free London NHS Foundation Trust of Pond Lane, London NW3 2QG (the 

'Foundation Trust'); and  

(3) The Royal Free Charity, a company limited by guarantee with company number [     ] and a 

charity registered in England and Wales with registration number [     ], whose registered office is 

at Pond Lane, London NW3 2QG (the 'New Charity'). 

2. Introduction 

2.1 The Government Response to the consultation concerning the regulation and governance of NHS 

Charities published on 14 March 2014 outlined a process by which the trustees of an NHS Charity 

may resolve to transfer the undertaking of the NHS Charity to a new Independent Charity, and the 

parties have agreed to do so. 

2.2 The Department of Health's stipulations, so far as the Foundation Trust is concerned, in that 

response, as amplified in the guidance issued by the Department of Health in November 2014, 

are satisfied by: 

(a) the Commitment set out in a deed (the 'Deed') a copy of which is set out at Appendix One 

to this memorandum and which is to be executed by the parties on the same date as this 

memorandum; and 

(b) the ongoing input of the Foundation Trust into the governance of the New Charity by its 

power to [appoint an observer to the board of trustees of the New Charity included in the 

New Charity's articles of association]
1
 and by its ongoing participation in the partnership 

board established by the Foundation Trust and the Existing Charity. 

2.3 The parties recognise, however, the importance of recording, at this time of transition, the guiding 

principles which they intend will apply to the future relationship of the Foundation Trust and the 

New Charity, and so have prepared this memorandum of understanding for this purpose. 

2.4 Terms used in this memorandum have the same meaning as the terms defined in the Deed 

(where this makes sense in the context). 

3. Timing 

The Assignment will take place on 1 April 2016 with the revocation of current trustee 

appointments taking effect on the same date and the guiding principles set out below shall apply 

as between the Foundation Trust and the New Charity from the date of the Assignment. 

4. Guiding principles 

4.1 The Foundation Trust and the New Charity shall abide as far as reasonably possible by the 

following guiding principles: 

(a) Ensure Benefit to NHS patients  

                                                
1
 Withers note: To be confirmed 
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[Their mutual over-riding intention is that they will put in place suitably co-operative and 

collaborative arrangements between themselves to ensure benefit to the NHS patients who 

are the New Charity's beneficiaries.] 

(b) Understanding strategic obligations 

[They acknowledge the importance of understanding each other's strategic objectives, and, 

to the extent compatible with their respective legal obligations, achieving alignment 

between them, together with a mutually supportive relationship which ensures that neither 

party acts in a way which could damage the other.] 

(c) Joint working group 

[The Foundation Trust and the New Charity will participate in a joint working group to be 

established between the Foundation Trust and the New Charity. The Foundation Trust and 

the New Charity shall co-operate to establish terms of reference for the joint working group.] 

(d) Regular communications 

[They recognise the importance of regular communication in ensuring that these guiding 

principles are made a reality and drive success, and will maintain a number of bilateral 

relationships, including the partnership board, at executive and non-executive level to 

ensure effective working relations and communication.] 

(e) Briefing by clinical leaders 

[In particular, in the interests of ensuring understanding of the Foundation Trust's priorities, 

the Foundation Trust and New Charity will ensure that the New Charity's trustees are fully 

briefed, including where relevant, by clinical leaders, on any significant projects.] 

(f) Grant applications 

[The New Charity will give special attention and resources, as capacity allows, to the 

encouragement and solicitation of grant applications from the Foundation Trust.] 

(g) Promotion of New Charity 

[The Foundation Trust will actively promote and support the New Charity (including within 

the hospital and its wider grounds) and give special attention to the promotion of funding 

opportunities and the co-ordination of emerging proposals.] 

(h) Treatment of Gifts from Foundation Trust 

[The New Charity recognises that any Gifts it receives from the Foundation Trust are likely 

to relate to donors' desire to recognise the Foundation Trust's work and to provide benefit to 

the NHS patients it serves, and the New Charity will have due regard to this when 

considering grant applications.] 

(i) Reputation 

[Neither the Foundation Trust nor the New Charity will bring the name of each other into 

disrepute.] 

(j) Intellectual Property 

[The Foundation Trust and the New Charity will cause to be prepared and will enter into any 

necessary licence agreements in order to allow the New Charity to use [insert IP] and to 

allow the Foundation Trust to use [insert IP].] 
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(k) Cost of Foundation Trust's fundraising
2
 

[The New Charity and the Foundation Trust intend to agree on an annual basis the 

arrangements for the funding of the costs which the Foundation Trust may incur in raising 

funds for the New Charity's purposes. Any such arrangements must be agreed in writing by 

the parties.] 

(l) New Charity's subsidiary companies 

[The Foundation Trust shall continue to participate in the running of the New Charity's 

subsidiary companies, being the RFC Recreation Club Ltd, RFC Developments Limited and 

RFC Enterprises Limited
3
, on the same or similar basis as it had participated when such 

companies were subsidiaries of the NHS Charity.] 

5. Review and amendment 

5.1 This memorandum will only be varied by written agreement of the Foundation Trust and the New 

Charity, but both recognise that it is a living document and that it will need to adapt to changing 

circumstances. 

5.2 On that basis, the Foundation Trust and the New Charity will conduct an annual review of the 

guiding principles set out in this memorandum and of their relationship in order to ensure they 

continue to work effectively together, and will make amendments to this memorandum under this 

clause 4 as agreed. 

6. Dispute Resolution 

Any dispute or disagreement between the Foundation Trust and the New Charity shall be referred 

in the first instance for resolution by the Chief Executive Officers of the two organizations.  If the 

Chief Executive Officers are not able to resolve the dispute or disagreement themselves, the 

Chairman of the Foundation Trust and of the New Charity shall meet to attempt a resolution, 

engaging the services of a mediator if they deem it beneficial. 

Signed on behalf of                                                                 ) 
THE TRUSTEES OF THE ROYAL FREE HAMPSTEAD      ) 
CHARITIES                                                                            ) 
 

............................................. 

Trustee 
 

Signed on behalf of THE ROYAL FREE LONDON               ) 
NHS FOUNDATION TRUST                                                 ) 
 

............................................. 

Director 
 

Signed by THE ROYAL FREE CHARITY                             ) 
 ............................................. 

Director 
 

 

                                                
2
 Withers note: this is only relevant if the Foundation Trust undertakes any fundraising activities 

through the use of its own employees 
3
 Withers note: you mentioned in our meeting of 30 April 2015 that the Foundation Trust played a 

role in each entity, whether through a directorship or otherwise. You may wish to formalise here, 

or in the articles of association the relevant entities, the Foundation Trust's role. For instance, you 

were considering strengthening the role of the Foundation Trust to be played on the board of RFC 

Developments Limited.  
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Appendix 2 – Deed  
 

 

DATE  20[15] 

 

 

 

(1)  The Trustees of The Royal Free Hampstead Charities 

(2)  Royal Free London NHS Foundation Trust 

(3)  The Royal Free Charity 

 

 

 

 

 

 

 

 Deed  

 

 

 

 

 

 

 

 

 

 
16 Old Bailey, London EC4M 7EG 

Telephone: +44 (0)20 7597 6000 

Fax: +44 (0)20 7597 6543 

DX 160 London/Chancery Lane 

www.withersworldwide.com 
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DATE  20[15] 

PARTIES 

(4) The Trustees of The Royal Free Hampstead Charities (the 'Trustees'), incorporated by the 

Charity Commission under Part 12 of Charities Act 2011, of Pond Street, London NW3 2QG in 

their capacity as trustees of The Royal Free Hampstead Charities (registered charity number 

1060924) (the 'Existing Charity');  

(5) Royal Free London NHS Foundation Trust of Pond Street London NW3 2QG (the 

'Foundation Trust'); and 

(6) The Royal Free Charity, a company limited by guarantee with company number [] and a 

charity registered in England and Wales with registration number [], whose registered office 

is at Pond Street, London NW3 2QG (the 'New Charity'). 

RECITALS 

(A) This Deed is supplemental to the Government Response dated 14 March 2014 which outlined 

the process by which the trustees of an NHS Charity may resolve to transfer the undertaking 

of an NHS Charity to an Independent Charity (an 'NHS Transfer'). 

(B) The Government Response provided that an NHS Transfer would be conditional upon the 

NHS Charity first procuring: 

(i) the consent of its associated NHS Body, being in this case, the Foundation Trust (the 

'Consent'); and 

(ii) a commitment from the NHS Body to transfer from the date of the NHS Transfer any 

legacies, donations and gifts which the NHS Body may receive to the Independent 

Charity (the 'Commitment'). 

(C) The New Charity is an Independent Charity for the purposes of the Government Response. 

(D) The Charity Commission's Register of Charities currently indicates that the Existing Charity 

comprises four linked charities, being The Special Trustees' General Charity (1060924-7), The 

Section 11 Trustees' General Charity (1060924-8), The Royal Free Hampstead Common 

Investment Fund (1060924-9) and the Dresden Assistance Fund in connection with the Royal 

Free Hospital (1060924-10)
4
. The Trustees, having analysed the terms of The Royal Free 

Hampstead Common Investment Fund, noted their ability to invest jointly implied in the 

Trustee Act 2000 and so deemed the Common Investment Fund to have been dissolved at 

some stage in the past by apportioning the constituent parts back to the contributors and 

immediately re-combining in any underlying investments. Therefore the New Charity shall be 

appointed as sole corporate trustee of The Special Trustees' General Charity (1060924-7), 

The Section 11 Trustees' General Charity (1060924-8) and the Dresden Assistance Fund in 

connection with the Royal Free Hospital (1060924-10). 

(E) The charitable objects of the New Charity encompass the statutory functions prescribed for it 

in section 51 NHS Act 2006 and the current objects of the Existing Charity. 

(F) In accordance with the process set out in the Government Response, the Trustees wish to 

procure the Consent and Commitment of the Foundation Trust to enable the Trustees to 

                                                
4
 Withers note: list of Linked Charities is taken from the Charity Commission register. If, having 

analysed these funds, you determine that any of these funds have been spent out, we should 

note so here.  
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transfer the undertaking of the Existing Charity to the New Charity, and the Foundation Trust 

has indicated that it is willing to do so on the basis set out in this Deed. 

OPERATIVE PROVISIONS 

7. Definitions 

In this Deed 

Articles of Association means the articles of association from time to time of the New 

Charity; 

Assignment means the assignment or other transfer (however effected and 

whether by the Trustees or by Charity Commission order) of all 

of the Trustees' rights, title and interest in the Charitable Fund to 

the New Charity; 

Charitable Fund means all property including intellectual property, title, rights and 

other assets of the Existing Charity; 

Charity Commission means the Charity Commission for England and Wales; 

Foundation Trust means Royal Free London Hospital NHS Foundation Trust or its 

successor, including in particular: 

(a) any new NHS foundation trust established pursuant to 

an application made by the NHS Foundation Trust  

(jointly with another NHS foundation trust or an NHS 

trust) under section 56 NHS Act 2006; or 

(b) any other NHS foundation trust to which the assets and 

liabilities of the NHS Foundation Trust are transferred 

under Part 2 of the NHS Act 2006; 

Fund Objects means (further to Recital (D)) the charitable objects of the four 

current linked charities of the Existing Charity, being: 

 in relation to The Special Trustees' General Charity, 'as 

stated in section 93(2) to 93(3) of the National Health 

Service act 1977 as amended or re-enacted from time to 

time'; 

 

 in relation to The Section 11 Trustees' General Charity, 

'as stated in section 11(1) of the National Health Service 

and Community Care Act 1990'; and 

 

 in relation to The Dresden Assistance Fund in 

connection with the Royal Free Hospital, to further 'the 

relief in need of in patients of the [Foundation] Trust 

following their discharge from any hospital  for the time 

being administered by the [Foundation] Trust'; 

Gift means any bequests (including legacies and devises), 

donations and gifts received in future by the Foundation Trust to 



Paper 6 

 

provide or improve any services or any facilities or 

accommodation which is or are, or will be, provided as part of 

the Health Service, or which assist the Foundation Trust in 

connection with its functions with respect to research; and, for 

the avoidance of doubt, includes any assets or other rights or 

entitlement due or payable to the Foundation Trust by virtue of 

section 218 NHS Act 2006; 

Government Response means the Government response to the consultation concerning 

the regulation and governance of NHS charities published on 14 

March 2014; 

Health Service means the health service as defined in the NHS Act 2006, being 

the health service the Secretary of State for Health is under a 

duty to promote; 

Hospital means hospital as defined in the NHS Act 2006; 

Independent Charity means a charity which 

(a) is not linked to an NHS body and operates outside the 

NHS legislative framework; and 

(b) is subject to the exclusive supervisory, advisory and 

permission regulatory powers of the Charity 

Commission; 

NHS Act 2006 means the National Health Service Act 2006; 

NHS Body has the same meaning as provided by the NHS Act 2006 and 

includes the NHS Foundation Trust; and 

NHS Charity means a charity which is linked to an NHS Body and derives its 

remit from NHS legislation. 

7.1 Unless the context otherwise requires the singular includes the plural and the masculine 

includes the feminine and vice versa. 

7.2 Clause headings are for reference only and shall not be taken into consideration in their 

interpretation. 

8. Consent 

Provided the New Charity shall hold the Charitable Fund upon trust to apply the income and 

capital only in furtherance of the Fund Objects, the Foundation Trust hereby consents to the 

Assignment. 

9. Commitment to transfer Gifts 

From the date of the Assignment and in exercise of the powers conferred on it by sections 47 

and 222 of the NHS Act 2006 and of all other relevant powers, the Foundation Trust shall, if 

and insofar as it is legally entitled so to do: 

9.1 promptly (and in any event within one month of the date of receipt by the Foundation Trust) 

transfer any Gift to the New Charity subject to any restrictions on the purpose for which such a 

Gift may be applied; and 
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9.2 shall hold any Gift in trust and on a restricted basis for the New Charity until it is transferred or 

paid. 

10. Assignment and revocation 

10.1 The parties agree that the Assignment shall be completed as soon as reasonably practicable, 

on a date to be agreed by them with the Secretary of State for Health and the Charity 

Commission. 

10.2 The Trustees shall liaise with the Secretary of State for Health to procure in due course a 

revocation of the Secretary of State's order relating to their appointment under section 51 NHS 

Act 2006 which will have the effect of terminating their appointment as trustees of the Existing 

Charity, such order to take effect at a date to be agreed with the Secretary of State for Health 

but after the Assignment. 

11. Independence of New Charity 

The Foundation Trust acknowledges and agrees that, following the Assignment, the 

Foundation Trust will have no legal or other right in relation to either the New Charity or the 

Charitable Fund, including its operations or the application of charitable funds, [save as 

provided for in the Articles of Association of the New Charity]
5
. 

12. Variation 

No variation of this Deed shall be effective unless it is in writing and signed by each of the 

parties (which following the anticipated revocation referred to in clause 4.2 above shall mean 

the Foundation Trust and the New Charity). 

13. Costs 

Except as otherwise expressly agreed by the parties, the parties shall each bear their own 

costs and expenses relating to the negotiation, preparation, execution and performance of this 

Deed. 

14. Status 

Nothing in this Deed is intended to, or shall be deemed to, establish any partnership or joint 

venture between the parties, constitute either party as the agent of the other party, nor 

authorise either of the parties to make or enter into any commitments for or on behalf of the 

other party. 

15. Governing law and jurisdiction 

This Deed and any dispute or claim arising out of or in connection with it or its subject matter 

or formation (including non-contractual disputes or claims) shall be governed by and 

construed in accordance with English law and each party irrevocably agrees to submit to the 

exclusive jurisdiction of the courts of England and Wales unless and to the extent that the 

parties jointly agree to pursue an alternative dispute resolution process. 

                                                
5
 Withers note: this will need to be revised depending upon the rights of appointment, if any, 

given to the Foundation Trust in the Articles of Association of the New Charity.  
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16. Counterparts 

This Deed may be executed in any number of counterparts, each of which when executed and 

delivered constitutes an original of this Deed but all of the counterparts together shall 

constitute the same Deed. 

 

 

 

 

This document has been executed as a deed and is delivered and takes effect on the date stated at 

the beginning of it. 

 

Signed as a deed and delivered by  and on behalf of         ) 
THE TRUSTEES OF THE ROYAL FREE HAMPSTEAD   ) 
CHARITIES                                                                         ) 
by [                                   ] and [                                     ]    ) 
being two of the incorporated charity trustees of that          ) 
body under an authority conferred on them under the        ) 
provisions of section 261(1) of the Charities Act 2011        ) 

............................................. 

Trustee 

............................................. 

Trustee 

 

Signed as a deed by )  

The Royal Free London NHS 

Foundation Trust )  

In the presence of   

Witness  

Signature  

Name  

Address  

  

  

Occupation  

 

Signed as a deed by )  

The Royal Free Charity )  

In the presence of   

Witness  

Signature  

Name  

Address  

  

  

Occupation  
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Appendix Three – Transfer letter 
 

[Insert letterhead] 

 
 
Mr John Guest 

NHS Transactions Policy Lead 

Department of Health 

Room 2S22, Quarry House, Quarry Hill 

Leeds 

LS2 7UA 

 

By email to john.guest@dh.gsi.gov.uk  

 

         

[insert date] 2015 

 

 

Dear Mr Guest, 

The Royal Free Hampstead Charities 

We are writing to you, on behalf of our respective boards, further to our initial letter dated 

[insert date of initial letter to DOH] to: 

(a) confirm that the enclosed Memorandum of Understanding has been duly 

considered and agreed by the respective boards of The Royal Free London 

NHS Foundation Trust and the Royal Free Hampstead Charities; and 

(b) request that the Secretary of State revoke the order which empowers him to 

appoint trustees for the NHS body, to take effect on 1 April 2016.  

We are aiming to complete the re-structuring on 1 April 2016.  

Yours sincerely 

 

……………………..    …………………….. 

[  ]    [  ] 

Chairman     Chairman 

Royal Free Hampstead Charities  The Royal Free London NHS Foundation 

Trust 

 
Cc gordon.spence@dh.gsi.gov.uk 

Enc Memorandum of Understanding   

 

 

mailto:john.guest@dh.gsi.gov.uk
mailto:gordon.spence@dh.gsi.gov.uk
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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, board secretary   
Date 16 November 2015  
  
  
 

Report to 
 

Date of meeting Attachment number 
 

Trust Board 
 

25 November 2015 Paper 7 
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CHAIRMAN’S AND CHIEF EXECUTIVE’S REPORT 

A  TRUST DEVELOPMENTS 
 
NEW ENDOSCOPY UNIT AT CHASE FARM HOSPITAL (CFH) AND TRUST 
ENDOSCOPY SERVICES 
 
As part of a £20 million redesign of the trust’s endoscopy services, a new, dedicated 
endoscopy building at CFH will open to patients on 15 December. The £2m unit has been 
designed to accommodate a larger service and has twice as many rooms as in the current 
unit. The new building will provide patients with private recovery rooms, while staff will be 
able to use a patient-tracking system to allow them to monitor patients more closely. The unit 
will be the first endoscopy service in the country to use this new tracking system.  All 
planned endoscopy services at Barnet Hospital will move to the new building at CFH, but a 
daily endoscopy list for in-patients and emergency patients will continue to run at Barnet 
Hospital seven days a week.  Inpatient endoscopy services will also continue to run seven 
days a week at the Royal Free Hospital. Elective endoscopy will be provided at CFH and 
RFH six days a week and during the evenings Mondays to Fridays. 
 
B REGULATION 
 
MONITOR GUIDANCE ON VERY SENIOR MANAGERS’ PAY 
 
Monitor have reminded all foundation trust chairs of the Secretary of State’s request to seek 
the views of ministers before making appointments to boards/executive boards where the 
salary is higher than the Prime Minister’s. For foundation trusts in receipt of distressed 
finance compliance is a condition of that finance. Monitor will be publishing guidance on its 
website later this month for trusts to consider prior to seeking ministers’ views. 
 
C BOARD AND COUNCIL MATTERS 
 
COUNCIL OF GOVERNORS  
 
The council of governors met on 18 November 2015.  The main items for discussion were 
governor priorities and participation in trust projects and working groups, and the internal 
audit review of governance around the council of governors.   
 
The chairman and chief executive have been working with the council of governors to better 
align council and trust priorities so that efforts are directed towards a common aim and to 
avoid executive and staff time being diverted from the trust’s agreed priorities. Governors 
have been offered the following opportunities for greater involvement: 
 

 As observers within the programme boards and supporting work streams 
 Via the CoG agenda  
 Public engagement events – all governors will be invited to these 

 
Governors have been canvassed to establish their interest in taking part in key trust 
priorities, particularly those on which NEDs will be focusing as part of their objectives.  
These are as follows (with the NED leads shown in brackets): 
 

o Pathways (Jenny Owen) 
o 24/7 patient (Deborah Oakley) 
o Chase Farm redevelopment (Stephen Ainger) 
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o New academic developments including Pears development (Tony Schapira) 
o Royal Free ED development (no NED lead) 

 
Attached at Appendix A is a chart showing these work streams/priorities and the governors 
interested in working on them.   
 
The next step is for the executive leads for these areas to consider opportunities for 
governor involvement and where they can add value, and then to meet with governors to 
discuss and agree with them the detail of their involvement.   

 
KPMG, the trust’s internal auditors, have reviewed the trust’s overall governance procedures 
in place to support the council of governors in fulfilling their responsibilities, including how 
well these have operated and whether they are in line with best practice, and have provided 
an assessment of ‘SIGNIFICANT ASSURANCE (GREEN)’. This assessment is better than 
management’s expectation of AMBER-GREEN. 
 
A number of areas of good practice were highlighted and are listed in the report.  The areas 
for development are: 
 
• Governors’ role in member engagement 
• Establishing greater clarity about the role of the lead governor 
• The CoG’s perceived shortfall in its ability to hold NEDs to account 
• Improving cross referencing between the CoG agenda and briefing pack. 
 
D  LOCAL NEWS AND DEVELOPMENTS 
 
NURSING TIMES AWARDS 
 
Nurses from the Royal Free London won awards in two categories at the Nursing Times 
Awards in November. 
 
The infectious diseases team were given a special recognition award after caring for three 
Ebola patients at the hospital’s high level isolation unit, including Pauline Cafferkey who was 
discharged for a second time from the Royal Free Hospital on 12 November. They were 
given a standing ovation by the audience as their award was announced. 
 
In addition, Kay Greveson, clinical nurse specialist for inflammatory bowel disease (IBD), 
won the award for continence promotion and care after she set up a travel-advice website for 
patients with IBD.  She established the www.ibdpassport.com last year which provides a 
one-stop shop for travel advice. 
  
PUBLIC RELATIONS CONSULTANTS ASSOCIATION 
  
The Public Relations Consultants Association (PRCA) is the trade body for PR consultants, 
and runs annual awards.  At this year’s awards the trust won the health and wellbeing award 
jointly with Department of Health and Public Health England and NHS England for work on 
Ebola. 
 
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.   
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The tables below show the combined scores for all sites and then the results by site for 
October 2015: 
 

Royal Free London 
combined data 

% likely/extremely likely to 
recommend October 2015 

(range: 0 – 10%) 

Number of patient responses 

In-patient 86.2% 1374 

A&E 85.9% 4364 

 

Barnet Hospital % likely/extremely likely to 
recommend September 2015 

(range: 0 – 100%) 

Number of patient responses 

In-patient 79.5% 439 

A&E 86.1% 2462 

Antenatal care 95% 131 

Labour and birth 97% 103 

Postnatal hospital ward 92% 119 

Postnatal community care 98% 86 

 

Chase Farm Hospital % likely/extremely likely to 
recommend September 2015 

(range: 0 – 100%) 

Number of patient responses 

In-patient 95.7% 161 

 

Royal Free Hospital % likely/extremely likely to 
recommend – September 2015 

(range: 0 – 100%) 

Number of patient responses 

In-patient 88% 774 

A&E 85.6% 1902 

Antenatal care 100% 10 

Labour and birth 95% 102 

Postnatal hospital ward 92% 102 

Postnatal community care 98% 86 
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STAFF FRIENDS AND FAMILY TEST 
 
The quarter two staff friends and family test results show that the staff engagement rate 
across the trust remains consistent. Encouragingly, those members of staff who are based at 
Barnet Hospital in particular are reporting that they feel increasingly engaged. 
 
The survey, which will be open again for another four weeks in December, asks if the staff 
member would recommend the trust to friends and family for care, and if they feel confident 
in making contributions and suggestions. 
 
 
FLU VACCINATIONS 
 
A trust-wide flu vaccination programme is now underway, with open access clinics on the 
main sites and the vaccination team visiting key departments.  Vaccination is offered at 
corporate induction and also at the CEO briefings. It is offered to NHS staff every year as a 
way to reduce the risk of staff contracting the virus and transmitting it to their patients and 
colleagues.  Last year only 31% of Royal Free London staff received the vaccine and this 
year the trust is aiming to help more staff to protect themselves and patients from the flu 
virus. 
 
CAMDEN CLINICAL COMMISSIONING GROUP CHIEF OFFICER 
 
Dorothy Blundell has been appointed to the role of Chief Officer for Camden CCG, having 
been acting chief officer for the past nine months.  There are two other changes to the 
CCG’s governing body membership.  Following the recent retirement of Dr Denise Bavin, a 
new GP member has been elected by Camden GPs - Birgit Curtis - who will serve for the 
next three years.   Kathy Elliott has also been elected to the governing body this month, as a 
lay member representative. 
 
COMMUNICATIONS REPORT – NOVEMBER 2015  
 
During November the trust was mentioned in a series of articles about Pauline Cafferkey 
being readmitted to the high level isolation unit and the Ebola press conference held with the 
World Health Organisation (WHO).  There was also a great deal of press interest in 
Professor Mohammed Keshtgar’s breast cancer cookbook. The internal communications 
team focused on providing communications support for key projects including the upcoming 
CQC inspection and the BCF PAS PMI merger. 
 
Media stories featuring the trust include: 
 

 The Royal Free London has been mentioned in a series of stories about Pauline 
Cafferkey being readmitted to the high level isolation unit, including The Guardian, 
Sky News, BBC News, Daily Mail, The Telegraph, The Independent,  Channel 4 
News, BT News,  ITV News, Herald Scotland, The Mirror, ABC Online, Ham & High, 
Graphic Online, Journal Telegraph, Time, Buzzfeed, Yahoo News, Closer, Daily Star, 
Irish Examiner, The Times, The Indian Express,  Newsweek, Barnet Press and Zee 
News. 
 

 Professor Mohammed Keshtgar’s breast cancer cook book has been picked up in, 
The Southend Standard, Halstead Gazette, Clacton Gazette, Braintree and Witham 
Times and Maldon Standard 
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 Larry Ross, Barnet resident, has written to the Barnet and Potters Bar Times praising 
the care he received at Barnet Hospital (see e-edition page 19). 
 

 The Royal Free Hospital has been mentioned in a series of articles following on from 
the Ebola press conference, including The Guardian, BBC News,  CNN, Evening 
Standard, Scottish Daily Record, Sky News,  Mirror, Daily Mail, Business Insider, 
Telegraph, Herald Scotland,  The Independent, Wall Street Journal, Barnet 
Press,  ITV News,  Express and the Huffington Post. 
 

 A support group which was founded by Noirin Egan, former cardiac sister at Chase 
Farm Hospital, has celebrated its 25th birthday, in the Barnet and Whetstone Press. 
 

 The Daily Mail has splashed a story about alcoholic research which was conducted 
at the Royal Free Hospital. This story was also broadcasted on Channel 5 News and 
picked up in The Independent, Metro, BT.com,  The Telegraph, The Times, Enfield 
Independent,  Ask Men and The Sun (see press cut and hard copy of the Daily Mail 
with comms).   

 
In this period the communications team also: 
 

 Issued three statements (not including all statements related to the admission of 
Pauline Cafferkey). 

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

 Posted 14 news stories on the trust’s website and had 106,526 users, an increase of 
15,624 on the previous month. 

 Posted 36 stories, notices and events on the intranets. 
 Increased its twitter following by 293 followers to 9,023. 
 Continued to build the trust’s Facebook page, with 122 new ‘likes’ to 3,295 fans. 
 Published the November Freepress magazine and commenced work on the 

December issue. 
 Provided communications support for key trust projects including the upcoming CQC 

inspection, the financial recovery programme, the non-clinical support services move 
to Enfield, the PAS merger, and the launch of the managed print service. 

 Promoted the launch of the annual staff survey, 2015 Oscars award nominations and 
annual winter flu vaccination programme. 

 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 a programme of executive leads shadowing staff across the trust and 
listening surgery events where staff are able to speak with senior leads. 

 
E  NATIONAL NEWS AND DEVELOPMENTS 
 
MONITOR CONSULTATION ON NEW NATIONAL WHISTLEBLOWING POLICY 
 
Monitor has launched a consultation on a new national whistleblowing policy, drawn up by 
Monitor, the NHS TDA and NHS England, which aims to improve services for patients and 
the working environment for staff across the health sector by improving how the service 
learns from whistleblowing. 
 
The proposals, to be adopted by NHS organisations, detail who can raise concerns, how 
they should go about doing so, and how organisations should respond. The policy also sets 
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out a commitment to listen to staff, learn lessons from mistakes and to properly investigate 
concerns when they are reported. 
 
The consultation on the proposals will run for 8 weeks, after which the national bodies will 
update the policy and publish a consultation response document. 
 
CQC CONSULTATION ON FEES 
 
The CQC is currently consulting on options to increase its fees over either a two year or four 
year period.  This is because it is government policy for fee-setting regulators that their 
chargeable costs must be fully covered through their fees income. This means that the CQC 
must increase the fees it charges to providers and reduce its reliance on grant-in-aid.  
 
For RFL the following fees would apply (the 2015/16 figure is what is currently being paid) 
 
Recovery over two years between 2016 and 2018. 
 
2015/16 2016/17 2017/18 
£128,484 £224,847 £354,584 
 
Recovery over four years between 2016 and 2020. 
 
2015/16 2016/17 2017/18 2018/19 2019/20 
£128,484 £179,878 £236,899 £296,123 £354,584 
 
MONITOR BOARD MEETING – 22 OCTOBER 2015 
 
The following is a summary of some of the matters discussed at the Monitor Board meeting: 
 
Update on NHS improvement 
 

 Jim Mackey will take up post as CEO on 1 November. John Wilderspin has taken up 
post as integration director. 

 
 An internal programme management team of 15-20 staff is being set up. Monitor 

estimates that half of this team will require interims (including to backfill roles). 
 

 Approval is being sought from Monitor’s board and the DH for a business case for 
external consultancy support to the design and development of NHS Improvement. 
An invitation to tender has been issued to the market.  The total value reflected in the 
business case is up to £1.8m.  Tenders have been received from eight bidders in the 
range of £0.7m to £1m.  

 
Provider appraisal update 
 

 Monitor and NHS England are analysing feedback to their consultation on national 
tariff payment system for 2016/17. Key issues raised by the sector include: 

 
 The removal of some cardiac devices from the high cost drugs and devices list. 
 The effect of proposed relative prices on provider sustainability for some 

services, e.g. orthopaedics and renal dialysis. 
 The absence of efficiency factor and specialised and complex care (top-ups and 

risk share) from the engagement. 
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Executive report 
 

 New care models - on 25 September, 13 vanguard sites were announced for new 
models of acute care collaboration. Paul Dinkin, senior director, provider 
sustainability, has been seconded part time to act as national lead for the acute care 
collaboration vanguard.  The team is currently conducting site visits with a view to 
publishing an updated support package in November.   Discussions continue 
regarding how the commissioning regulations apply to vanguards.  The pricing team 
has begun to support MCPs and PACS vanguards looking to shadow test capitation 
in 2016/17. 

 
 Agency controls - On 15 October, Monitor and TDA launched a consultation on price 

caps on the rates trusts can pay for agency staff, to gradually bring them to a level 
equivalent to the pay of substantive staff.  

 
 Efficiency - Monitor published a report on improving productivity in elective care. A 

similar project on elderly non-elective care is underway.  Monitor is working to update 
in house the efficiency factor modelling for the tariff, which was delivered by Deloitte 
last year. New 2013/14 data has been incorporated. Monitor is also leading a project 
on driving efficiency through pricing. 

 
 National improvement and leadership development strategy - Ed Smith is chairing a 

steering group to implement the recommendations from the review of centrally 
funded improvement and leadership development functions and the Rose report on 
leadership in the NHS.  A new national governing board for improvement and 
leadership development will meet in October, and monthly thereafter.  The board is 
jointly chaired by Ian Cumming (for leadership development) and Ed Smith (for 
improvement), pending the arrival of Jim Mackey as Chief Executive for NHS 
Improvement.   Monitor, TDA and CQC are leading a new two year programme to 
provide tools, methods and good practice guidance to enable providers to develop a 
local leadership strategy to enable cultural change. 

 
 Success regime - national governance arrangements for the success regime are in 

place between the tripartite, including reporting to the 5YFV board. Funding is in 
place for the work from the transformation fund.  Diagnostic work is underway in each 
of the three areas.  

 
Patient and clinical engagement update 
 

 The national quality board will conduct a review of the reporting burden on providers.  
Monitor has developed a proposal for an intensive support offer for a limited number 
of FT medical directors to be delivered by the in-house team. 

 
 A steering group has been established, with representation of the national bodies 

and the Academy of Medical Royal Colleges, to look at developing a clear definition 
of clinical sustainability based on minimum activity volumes and clinical 
interdependencies, to support the reconfiguration of services where required. The 
aim is to set up a national clinical advisory group to advise on the quality impact of 
service reconfiguration proposals.  
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CQC BOARD MEETING –22 OCTOBER 
 
The following is a summary of some of the matters discussed at the CQC Board meeting: 
 
Chief executive’s report 
 

 Performance report: plans are in place to improve delivery of the inspection 
programme and business plan commitments to allow CQC to deliver the NHS acute 
programme to target in March 2016, and other trust sectors to target in June 2016. 
Further planning is required to meet the target to inspect all independent providers by 
December 2016. 
 

 Update on recruitment: overall, CQC has made 563 new inspector appointments so 
far against its target of 600 by December 2015, and 81 new inspection manager 
appointments. A campaign is underway to recruit 11 senior analysts. 

 
 There are currently 16 Trusts in special measures.  

 
 CQC’s State of care report was published on 15 October 2015.  

 
Responding to concerns 
 

 The CQC board was asked to agree the new approach to how CQC responds to 
information of concern, and approve the plan for implementation. The aim of this 
programme is to improve the experience of people who bring CQC information of 
concern, and how it uses that information. 

 
 CQC is currently consulting on a range of issues associated with setting up the office 

of the national guardian:  
 

 Information received and generated by the National Guardian will be stored 
securely and not accessible by CQC staff. 

 Information sharing between the National Guardian and CQC will be governed by 
a Memorandum of Understanding. 

 The person appointed will be expected to use their independent and authoritative 
voice to ensure that a culture of speaking up is better understood in terms of the 
contribution that it makes to patient safety and care. 

  
Update on CQC’s “integration, pathways and place” programme 
 

 The ‘Integration, Pathways and Place’ programme brings together CQC’s approach 
to assessing new models of care, the quality of care pathways and the quality of a 
place (which were published in Shaping the Future), along with its statutory Mental 
Health Act and Deprivation of Liberty Safeguards reports. 

 
 The board was also asked to agree to request Secretary of State permission for CQC 

to use its section 48 powers to consider commissioning in its reviews of urgent and 
emergency care and diabetes care in the community. 

 
 CQC will conduct 12 further integration, pathways and place projects by the end of 

this financial year. 
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Quarter 2 outturn summary: 
With all data available, apart from C. difficile where there are four infections pending 
attribution, the trust outturned with a Green rating. Failed targets included the three RTT 18-
weeks indicators and Cancer 62 days from GP referral.  
 
October 15 outturn summary and quarter 3 forecast: 
With only A&E data currently available for October the trust is forecasting a Green rating for 
the month and the quarter. Forecast target failures include the RTT 18-weeks Incomplete 
pathways standard and Cancer 62 days from GP referral. However A&E compliance with the 
95% standard has now been upgraded to High risk.  
 
A&E 
For quarter 2 the combined trust outturned at 95.83%. The Barnet and Chase Farm hospital 
site met the standard outturning at 96.60%. The Royal Free hospital site failed the standard 
outturning at 94.65%. For October the combined trust outturned at 95.52%. Barnet and 
Chase Farm hospital site achieved compliance outturning at 96.71%. The Royal Free 
hospital site failed the indicator outturning at 93.68%. Performance at the Royal Free hospital 
site is being influenced by a continued growth in attendances, 3.5% between July and 
September 2015 against the same period in 2014 and 3.03% for October 15 against October 
14, as well as reduced bed flow. Due to the onset of winter pressures A&E compliance with 
the 95% standard has been upgraded to High risk.  
  
C. difficile – lapses in care 
For quarter 2 the combined trust achieved the C. difficile indicator in each month as well as 
the quarter as a whole: 3 infections were recorded against a trajectory of 16. The Royal Free 
hospital site recorded 1 infection against a trajectory of 7 with Barnet and Chase Farm 
hospital sites recording 2 infections against a trajectory of 9. However, given the lag-time 
resulting from the Commissioner sign-off process, data is only complete to the end of July, 
with 1 infection in August and 3 infections in September requiring attribution; eventually some 
of, or all these infections may be attributed to the trust. 
 
RTT 18-weeks national indicators 
For September Admitted clock stop performance reduced from 80.1% in August to 76.3% in 
September with Non admitted clock stop performance increasing slightly from 91.4% in 
August to 91.5% in September. Incomplete pathway performance increased from 87.7% in 
August to 88.7% in September. Incomplete pathway 52 weeks breaches reduced from 47 to 
41 between August and September. As mentioned in previous reports, from October 15 the 
Incomplete pathways standard is now the only 18-weeks national performance indicator.   
 
Cancer 62 Days from GP referral: 
For September the combined trust outturned at 64.2% against the 85% standard, with the 
Royal Free hospital site at 61.4% and the Barnet and Chase Farm hospital site at 65.8%. For 
quarter 2 the combined trust outturned at 69.1% with the Royal Free hospital and Barnet and 
Chase Farm hospital sites at 75.1% and 65.6% respectively. As mentioned this is a 
“planned” fail of the indicator while backlog clearance is undertaken. The trust has set a 
trajectory resulting in compliance with the standard being achieved during the last week of 
December 15. In this case a performance below trajectory may be regarded as a positive 
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outcome as more breach backlog patients are being treated than planned. Over the course 
of the last 6 months pathways waiting in excess of 104 days (a NHSE benchmark) have 
reduced by 67% from 122 to 40. 
 
 
 
 

Action required/recommendation  

For information and agreement 

 

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 

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 8 ⃰ General  

Regulation 9 Person-centred care  

Regulation 10 Dignity and respect  

Regulation 12 Safe care and treatment  

Regulation 17 Good governance  

Regulation 18 Staffing  

Regulation 20A ⃰ 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 Monitor risk assessment framework 
standards and targets.   

 

Equality analysis  

 No identified negative impact on equality and diversity  

 

Report from Kate Slemeck 
  Chief Operating Officer 
Author(s) Tony Ewart 
  Head of Performance  
Date  20 November 2015 
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October 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 Q2 Q3 Q4 Q1 Sep-15 Q2 Oct-15 Target Weighting

*A&E - 95% of patients admitted, transferred or discharged within 4-hours 95.6% 94.3% 94.4% 97.1% 95.4% 95.8% 95.5% >= 95% 1.0

*C difficile number of cases against  plan 18 9 14 4 0 3 1 Q3 <= 17 1.0

**Maximum time of 18 weeks from point of referral to treatment in
aggregate for admitted patients 90.8% 90.6% 90.3% 81.6% 76.3% 79.0% >=90% 1.0

**Maximum time of 18 weeks from point of referral to treatment in
aggregate for non-admitted patients 97.3% 97.7% 96.8% 92.6% 91.5% 91.7% >=95% 1.0

**Maximum time of 18 weeks from point of referral to treatment in
aggregate for patients on an incomplete pathways 92.5% 92.3% 92.1% 88.5% 88.7% 88.0% >=92% 1.0

**All Cancer 31 day second or subsequent treatment -
surgery 98.1% 100.0% 99.3% 98.2% 100.0% 100.0% >=94%
drug 100% 100% 100% 100.0% 100.0% 100.0% >=98%
radiotherapy 100% 100% 99.1% 100.0% 100.0% 100.0% >=94%

**All Cancer 62 days wait for first treatment:
from urgent GP referrals: 85.2% 78.7% 72.5% 76.4% 64.2% 69.1% >=85%
from a screening service 94.9% 88.5% 98.9% 90.5% 90.9% 94.8% >= 90%

**All cancers: 31 day wait from diagnosis to first treatment 98.5% 99.3% 99.8% 99.5% 98.2% 98.9% >=96% 1.0

**Cancer: two week wait from referral to date first seen
All cancers 94.9% 95.8% 95.5% 95.0% 93.6% 94.7% >=93%
Symptomatic breast patients 94.3% 96.4% 94.1% 98.7% 92.6% 95.3% >=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: Green1 Green1 Green1 Green1 Green1 Green1

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

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

* Denotes actual data for October 2015
**Cancer & 18-weeks data is not available for October 2015
Note: C. difficile RAG rating applied on the basis of the cumulative quarterly 
expression of the trajectory

1.0

1.0

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

2014/15 2015/16

1.0
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October 2015 Monitor Risk Assessment Scorecard April 2015 to March 2016 

Royal Free Hospital

Monitor Indicators of Governance Concerns - April 2015 - March 2016 Q2 Q3 Q4 Q1 Sep-15 Q2 Oct-15 Target Weighting

*A&E - 95% of patients admitted, transferred or discharged within 4-hours 94.4% 91.9% 93.9% 95.9% 94.2% 94.7% 93.7% >= 95% 1.0

*C difficile number of cases against  plan 9 4 7 3 0 1 1 Q3 <=8 1.0

**Maximum time of 18 weeks from point of referral to treatment in aggregate for 
admitted patients 90.8% 90.6% 90.3% 87.7% 82.2% 86.1% >=90% 1.0

**Maximum time of 18 weeks from point of referral to treatment in aggregate for 
non-admitted patients 97.3% 97.7% 96.8% 93.7% 93.6% 93.5% >=95% 1.0

**Maximum time of 18 weeks from point of referral to treatment in aggregate for 
patients on an incomplete pathways 92.5% 92.3% 92.1% 90.8% 90.9% 90.6% >=92% 1.0

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

**All Cancer 62 days wait for first treatment:
from urgent GP referrals: 88.5% 83.3% 84.6% 83.1% 61.4% 74.7% >=85%
from a screening service 95.5% 84.6% 100% 75.8% 66.7% 91.2% >= 90%

**All cancers: 31 day wait from diagnosis to first treatment 96.7% 98.3% 99.6% 98.7% 96.3% 97.8% >=96% 1.0

**Cancer: two week wait from referral to date first seen
All cancers 98.1% 99.1% 99.3% 97.4% 98.2% 97.9% >=93%
Symptomatic breast patients 96.0% 98.1% 98.6% 99.4% 97.2% 97.6% >=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: Green1 Green1 Green1 Green1 Green1 Green1

Green: a service performance score of <4.0 and <3 consecutive quarters' 
breaches of a single metric Weighting: 0 1 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 October 2015
**Cancer & 18-weeks data is not available for October 2015 
Note: C. difficile RAG rating applied on the basis of the cumulative quarterly 
expression of the trajectory

1.0

1.0

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

2014/15 2015/16

1.0
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October 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 Q2 Q3 Q4 Q1 Sep-15 Q2 Oct-15 Target Weighting

*A&E - 95% of patients admitted, transferred or discharged within 4-hours 96.4% 95.9% 94.8% 97.9% 96.3% 96.6% 96.7% >= 95% 1.0

*C difficile number of cases against  plan 9 5 7 1 0 2 0 Q3 <= 9 1.0

**Maximum time of 18 weeks from point of referral to treatment in
aggregate for admitted patients 72.9% 71.3% 72.6% >=90% 1.0

**Maximum time of 18 weeks from point of referral to treatment in
aggregate for non-admitted patients 91.3% 89.5% 89.8% >=95% 1.0

**Maximum time of 18 weeks from point of referral to treatment in
aggregate for patients on an incomplete pathways 93.7% 86.4% 85.4% >=92% 1.0

**All Cancer 31 day second or subsequent treatment -
surgery 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% >=94%
drug 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% >=98%
radiotherapy NA NA NA >=94%

**All Cancer 62 days wait for first treatment:
from urgent GP referrals: 83.0% 76.3% 66.6% 73.4% 65.8% 65.9% >=85%
from a screening service 94.3% 90.1% 98.3% 95.2% 97.1% 96.0% >= 90%

**All cancers: 31 day wait from diagnosis to first treatment 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% >=96% 1.0

**Cancer: two week wait from referral to date first seen
All cancers 93.2% 94.1% 93.7% 93.9% 91.3% 93.2% >=93%
Symptomatic breast patients 93.5% 95.4% 91..8% 98.3% 90.3% 94.1% >=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: Green1 Green1 Green1 Green1 Green1 Green1

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

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

* Denotes actual data for October 2015
**Cancer and 18-weeks data is not available for October 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, refer to commentary

1.0

2014/15 2015/16

1.0

1.0
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Trust Performance Dashboard    Commentary and Exception Report  

Month: October 2015    
 

Risk Assessment Framework Ratings Summary    
 
Reporting changes: 
 
C. difficile: 
Following revisions to its risk framework Monitor has confirmed that for the purposes of its governance risk ratings of FTs with effect from quarter one 
2015/16 national performance against the C. difficile indicator will include only those infections resulting from “lapses in care”. Data in this report reflects 
this indicator change. However, under the national NHS contract performance against the target continues to be based on the total number of attributed 
cases including those relating to “lapses in care" and those not relating to “lapses in care”. All attributable infections are therefore presented in the relevant 
section of the commentary below.     
 
Admitted and non admitted clock stop targets: 
NHSE has abolished the admitted and non‐admitted operational standards with the change taking effect from October 15. Quarter 2 performance is 
presented in the scorecard sections of this paper and below against all three operational standards as a final report. From October 15 performance against 
the incomplete pathways standard will be the single national RTT indicator and the only RTT metric presented in this report.   
 
Quarter 2 outturn summary: 
With all data available, apart from C. difficile where there are four infections pending attribution, the trust outturned with a Green rating. Failed targets 
included the three RTT 18‐weeks indicators and Cancer 62 days from GP referral.  
 
October 15 outturn summary and quarter 3 forecast: 
With only A&E data currently available for October the trust is forecasting a Green rating for the month and the quarter. Forecast target failures include the 
RTT 18‐weeks Incomplete pathways standard and Cancer 62 days from GP referral. However A&E compliance with the 95% standard has now been 
upgraded to High risk.   
 
A&E 
For quarter 2 the combined trust outturned at 95.83%. The Barnet and Chase Farm hospital site met the standard outturning at 96.60%. The Royal Free 
hospital site failed the standard outturning at 94.65%. For October the combined trust outturned at 95.52%. Barnet and Chase Farm hospital site achieved 
compliance outturning at 96.71%. The Royal Free hospital site failed the indicator outturning at 93.68%. Performance at the Royal Free hospital site is being 
influenced by a continued growth in attendances, 3.5% between July and September 2015 against the same period in 2014 and 3.03% for October 15 
against October 14, as well as reduced bed flow. Bed flow relates to the balance between admissions and discharges and therefore the timely supply of 
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Trust Performance Dashboard    Commentary and Exception Report  

Month: October 2015    
 

beds for patients requiring an emergency admission via A&E. In relation to influencing factors, data suggests an increase in the proportion of patients 
attending A&E that are admitted (the A&E conversion ratio).  
 
The increase in Royal Free hospital site A&E admissions is being driven by an increase in the number of older age patients being admitted. At the same time 
the trust is experiencing a significant reduction in the number of general and acute bed days available to support non elective and elective flow due to the 
volume of Delayed Transfers of Care and Medically Fit Pending Discharges. Looking at the most recent week, ending 15 November, an average of 97 beds 
across all trust sites were blocked per day; this equates to 10% of the trust’s total general and acute bed stock, please refer to the table below. The North 
Central London CCGs have recognised that the current System Resilience Group arrangements need to be reviewed and strengthened, including so as to 
establish communications with the neighbouring North West London and Hertfordshire sectors.  Meanwhile Northwick Park Hospital’s plan to have 62 new 
beds in place to cope with the effects of the closure last year of the Central Middlesex Hospital’s A&E department is understood to have been further 
delayed, and 48 beds are now expected to be in place in January.  Northwick Park Hospital is currently under significant pressure, resulting in ambulance 
redirects to neighbouring hospitals including Barnet and Royal Free hospital A&E departments.      
 

 

Royal Free 
hospital 
site  

Barnet 
hospital 
site  

Chase Farm 
hospital 
site  

Total  

Delayed Transfers of Care  14  6  12  32 

Medically Fit Pending Discharges   25  21  19  65 

Total   39  27  31  97 

 
C. difficile – lapses in care 
For quarter 2 the combined trust achieved the C. difficile indicator in each month as well as the quarter as a whole: 3 infections were recorded against a 
trajectory of 16. The Royal Free hospital site recorded 1 infection against a trajectory of 7 with Barnet and Chase Farm hospital sites recording 2 infections 
against a trajectory of 9. However, given the lag‐time resulting from the Commissioner sign‐off process, data is only complete to the end of July, with 1 
infection in August and 3 infections in September requiring attribution; eventually some of or all these infections may be attributed to the trust. The table 
below presents the total volume of infections relating to “lapses in care” as well as the total attributable including those that do not relate to “lapses in 
care”, presented by main hospital site against trajectory. In relation to “all attributable infections” the trust is exceeding the NHS national contract 
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Trust Performance Dashboard    Commentary and Exception Report  

Month: October 2015    
 

trajectory which should therefore be regarded as “High risk”. However as mentioned in the introduction to this report Monitor only include “lapses in care” 
infections for the purposes of calculating the governance risk rating which is therefore assessed as “Low risk”.     
 

 
 
RTT 18‐weeks national indicators 
For September Admitted clock stop performance reduced from 80.1% in August to 76.3% in September with Non admitted clock stop performance 
increasing slightly from 91.4% in August to 91.5% in September. Incomplete pathway performance increased from 87.7% in August to 88.7% in September. 
Incomplete pathway 52 weeks breaches reduced from 47 to 41 between August and September. The trust has provided its RTT specialty level backlog 
clearance trajectory to commissioners. The trajectory shows compliance against the 92% Incomplete Pathway standard being achieved at trust level in 
quarter two 2016/17. As mentioned in the introduction to this report, NHSE has abolished the Admitted and Non admitted clock stop standards, so from 
October 15 the Incomplete pathways standard will be the only national indicator and the only RTT metric presented in this report.  
 
Cancer 62 Days from GP referral: 
For September the combined trust outturned at 64.2% with the Royal Free hospital site outturning at 61.4% and the Barnet and Chase Farm hospital site 
outturning at 65.8%. For quarter 2 the combined trust outturned at 69.1% with the Royal Free hospital and Barnet and Chase Farm hospital sites outturning 
at 75.1% and 65.6% respectively. As mentioned this is a “planned” fail of the indicator while backlog clearance is undertaken. The trust has set a trajectory 
resulting in compliance with the standard being achieved during the last week of December 15. In this case a performance below trajectory may be 
regarded as a positive outcome as more breach backlog patients are being treated than planned within the recovery trajectory. Over the course of the last 6 
months pathways waiting in excess of 104 days (a NHSE benchmark) have reduced by 67% from 122 to 40. As rehearsed in previous reports target failure is 
being driven by a build‐up of breach backlog pathways across a number of tumour sites, most notably Urology where there have been significant capacity 
issues in the diagnostic and tertiary centre surgical stages of treatment and over the summer months in Skin. Specific issues in the Urology pathway relate 
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Month: October 2015    
 

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. Specific recovery actions include the introduction from September of one‐stop Urology clinics with high‐
risk patients provided with MRI on the day of clinic attendance with biopsy provided within 10 days of the MRI. In addition a weekly teleconference is now 
held with senior colleagues at UCLH with each patient waiting for surgery reviewed and admission dates agreed. In relation to Skin new one‐stop clinics 
with sufficient capacity to provide biopsy on the day of clinic attendance are now being provided on an ad hoc basis with future permanent capacity now 
being planned on the basis of recently completed demand and capacity modelling. 
  
The trust has produced a recovery trajectory for a return to national compliance by the end of December 15. The trajectory is regularly refreshed and is 
constructed on the basis of a bottom‐up (tumour site level) approach; the data has been shared with commissioners.  A number of important caveats have 
been brought to the attention of commissioners, including the fact that recovery is reliant on improvements in surgical waiting times at the Urology tertiary 
centre, UCLH, so too a significant reduction in the trust’s cancer pathway (undiagnosed) backlog in Urology, Skin, Upper and Lower GI and Gynaecology. 
Performance against the recovery trajectory is presented below; the table following presents tumour site and trust level performance as reported in the 
national data for September: 
 

 
 
 
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 for specific time periods in relation to assessing compliance against the 
Monitor scorecard.   
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FINANCIAL PERFORMANCE REPORT OCTOBER 2015/16 
 
 

Executive summary  

Income & Expenditure Position 
 
The income and expenditure position for the year to date is a deficit of £14.2m which 
is an adverse variance of £9.0m compared to plan. The position for the current month 
(October) is a deficit of £3.8m which is an adverse variance of £4.6m compared to 
plan.  
 
Capital Expenditure 
 
Capital expenditure for the year to date is £35.0m which is £2.8m above plan. 
Expenditure in October was £7.6m which is £2.9m above plan. Forecast capital 
expenditure for the year is £60.0m which is £8.6m less than plan.  
 
Cash 
 
The cash balance continues to be below the planned level in October due to NHS debt 
for prior year contracts and ongoing underpayment of 15/16 SLAs. The cash balance 
at the end of October was £23.8m which is lower than plan by £48.4m.  
 
Monitor Financial Sustainability Risk Rating (FSRR) 
 
Monitor measures an organisation’s overall financial risk on a scale of 1-4 with 4 being 
the lowest risk and 1 the highest risk. The Trust’s rating against the new FSRR for the 
year to date and forecast for the year is 2.  
 
For the normalised I&E margin metric introduced in September a normalised margin of 
less than -1% results in a rating of 1 for this metric. A rating of 1 on any metric means 
the overall financial risk rating cannot exceed 2.  
 
The Trust’s normalised I&E margin for the year to date is -3.2% with forecast for the 
year of -2.1%. The forecast is for a normalised surplus in quarter 4 which would 
provide the basis for an improved rating in 2016/17.  
 

 

 
 

Action required  

To note. 
 
 
 
 
 

Report to 
 

Date of meeting Attachment number 

Trust Board 25 November 2015 Paper 9 
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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 
Author(s)          Mike Dinan, Director of Financial Operations   
    Edmund Knight-Jones, Assistant Director of Finance  
Date 19 November 2015 
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FINANCIAL PERFORMANCE EXECUTIVE SUMMARY

October 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 (£0.7m), Actual (£3.9m), 

Variance (£4.6m) adverse

Net surplus/(deficit) YTD:

Plan (£6.7m), Actual (£18.2m), 

Variance (£11.5m) adverse

NHS Clinical Income excluding TEDD: (£4.6m) adverse YTD, (£1.1m) adverse in-

month. Under performance in month is for inpatient activity (£1.4m).

Other Income: (£2.3m) adverse YTD, £0.7m adverse in-month. The adverse

variance for relates primarily to private patient activity.

Pay excluding Integration: (£11.7m) adverse YTD, (£1.4m) adverse in-month.

Overspending is due to QIPP shortfalls and high agency staffing costs.

Non-Pay excluding Integration & TEDD: (£6.3m) adverse YTD, (£1.3m) adverse in-

month. Key overspends in month are for clinical supplies (£0.5m) and QIPP

shortfalls.

Integration: £2.6m favourable YTD, £0.1m 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 £4.3m, Actual £2.9m,  

Variance (£1.4m) adverse

QIPP year to date:

Plan £26.6m, Actual £18.0m,  

Variance (£8.6m) adverse

QIPP shortfall for the year to date primarily due to:

- Savings target unidentified at start of the year (£8.2m) YTD (£14.0m of the

£48.0m savings target unidentified at start of year).

- Reported over performance on income generation schemes £0.6m

- Slippage on efficiency savings schemes (£1.1m)

Capital 

Expenditure

Year to date cumulative 

expenditure in non-

current assets.

CAPEX in month: 

Plan £4.7m, Actual £7.6m,  

Variance (£2.9m) adverse

CAPEX year to date:

Plan £32.2m, Actual £35.0m,  

Variance (£2.8m) adverse

Chase Farm development: In month spend is under budget due to changes in 

design resulting in delays in programme.                                                                                                                                             

A&E contracts 1&2: The works are proceeding within capex, however extensive 

delays have impacted the programme. The year end spend is not expected to be 

affected but the contract extension is impacting monthly spend forecasts.

Core Bio Science: Spend to be transferred out to Pathology JV.                                                                         

Other: Overspends on other schemes has more than offset slippage on Chase Farm 

and A&E projects. 

Cash

Cash held with the 

government banking 

service and in commercial 

banks.

Cash flow in month: 

Plan (£1.0m), Actual (£17.9m),  

Variance £16.9m adverse

Cash balance:

Plan £72.2m, Actual £23.8m,  

Variance £48.4m adverse

Cash continues to be below the planned level in October due to NHS debt for prior

year contracts and ongoing underpayment of 15/16 SLAs. The 14/15 outstanding

SLAs are still not finlised for the main commissioners and therefore contribute to

the lower than expected cash balance. It is expected that that the cash position will

slowly improve towards the end of November and early December as CCGS pay

their outstanding debts.

2014/15 2015/16 Actual / Forecast

Q2 Q3 Q4 Q1 Q2 Q3 Q4

Capital Service Cover 2 3 3 1 1 1 2

Liquidity 4 4 4 4 4 3 4

Normalised I&E Margin 1 1 1 1

I&E Margin Plan Variance 2 2 2 2

Overall 3 4 4 2 2 2 2

Monitor 

Financial 

Sustainability 

Risk Rating 

(FSRR)

Monitor measures an 

organisations financial 

risk on a scale of 1-4 with 

4 being the lowest risk 

and 1 the highest risk.

Monitor has ammended its financial risk rating regime from September 2015. The 

key change is that Trust's with a Normalised I&E margin of less than -1% are rated 

as 1 for this metric. A rating of 1 on any metric means the overall rating cannot 

exceed 2. 
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Strategy and Investment Committee report – Board November 2015 

 

 

 

STRATEGY AND INVESTMENT COMMITTEE REPORT 

 

Executive summary   

The Strategy and Investment Committee (S&I) met on 12 November 2015.  
 
The key issues discussed at the meeting were: 
 

- prioritising and refining the draft downside mitigations prior to their submission to 
Monitor as part of the Chase Farm FBC risk assessment; 

- the Future Forward programme including development of the Vanguard / group 
model and the UCLH partnership board;  

- progress of the land disposals and planning conditions at Chase Farm;  
- the incorporation of the Royal Free Charity under the Charities Act 2011; 
- development of the trust estates strategy; 
- the trust strategy triangle; and  
- the committee agreed the extension of the Pears building lease from 35 to 50 years. 

 

 

Action required  

To note. 

 

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 Regulations supported by this paper  

Regulation 12 Statement of purpose 

Regulation 13 Financial position 
 

 

Equality impact assessment  
 No identified negative impact on equality and diversity  

 
 

Report From Dominic Dodd, chairman  
Author(s) Tom Snowdon, planning manager  
Date 18 November 2015 
 

Report to 
 

Date of meeting Attachment number 

Trust Board 25 November 2015 Paper 10 



  Paper 11 
 

Page 1 of 3 

 
DRAFT patient safety committee report – trust board November 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 
16 October 2015.  The focus of the meeting was the forthcoming inspection of the trust by 
the Care Quality Commission (CQC) in February 2016.   
 
CQC inspection 
The trust’s CQC compliance manager was in attendance for this item. 
 
It had been agreed at the September trust board that the patient safety committee would 
have primary oversight of the CQC inspection.  As such, the chair had requested that the 
October committee focussed on the trust’s CQC preparations, including an overview of the 
20 week project plan and those areas of priority focus.  He also requested a short 
presentation on the recent CQC reports on other trusts and the lessons the trust could learn 
from these. 
 
The discussion centred around the following areas: 
 

 How the CQC inspection process worked. 

 Ensuring that the trust and its staff were well prepared and felt confident in the 
process 

 Ensuring that the trust was focussing its preparations and efforts in the right areas.   

 The role of the governors in the inspection process. 
 
The director of nursing assured the committee that the team was following the right 
processes and that it had well-established comprehensive governance arrangements in 
place to review and assess the trust’s ongoing compliance with the CQC standards.  
Furthermore, the trust’s self-assessment monitoring, which included evidence by site and by 
core services, would help inform the inspection preparation. 
 
It was agreed that the committee would receive future updates on risks and actions; areas of 
concern; where we thought the trust was rating in terms of compliance; and resource issues / 
constraints.   
 
Serious Incidents (SIs) 
The committee received the open SI report which covered the period 1 to 30 September 
2015.   
 
It was noted that the Commissioning Support Unit (CSU) had made requests for further 
information from the trust before they could close off some SI reports.  The director of 
nursing for surgery and associated services commented that some of the CSU’s requests 

Report to 
 

Date of meeting Attachment number 

Trust Board  25 November 2015 Paper 11 
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DRAFT patient safety committee report – trust board November 2015 

were simple, for example ‘’was the duty of candour met?’’.  The deputy director of patient 
safety and risk was amending the trust’s SI report so that it better aligned with the CSU’s 
policy in the hope that this would help focus their requests for further information.  The 
committee suggested it would be useful if the number of CSU requests could be tracked in 
future SI reports in order to identify trends.  It also asked for a separate report on what CSU 
observations have been made thus far, and what learning had been identified as a result.    
 
The chair requested further information on four specific closed cases, particularly in the 
context of assurance that satisfactory action had been taken.   
 
Complaints, Litigation, Incidents and PALS (CLIPS) report 
The committee received the CLIPs report for quarter 2 and were pleased to note the good 
start in trying to triangulate incidents, complaints etc., and considered that the report was 
much improved.   
 
A discussion was held as to whether the phasing of the patient safety programme 
workstreams was reviewed regularly to ensure that focus was being given to the priority 
areas.  The medical director was, however, confident that the phasing was correct.  He 
commented that the risk team’s trend analysis was also designed to identify whether the area 
of focus needed to change, but suggested that this could be articulated better in the report.  
All agreed to the inclusion of a narrative in future CLIP reports explaining that a view had 
been taken on the sequencing of the workstreams.  This would also offer assurance to the 
CQC that the right areas were receiving the necessary scrutiny.     
 
Ms Oakley, non-executive director noted that the trust appeared to be an outlier in terms of 
pressure ulcers.  She highlighted that this issue had been discussed at the recent clinical 
performance committee (CPC) where it was noted that Dr Foster had recorded a 
substantially high number of pressure ulcers for the trust.  A request was made for pressure 
ulcer data to be included within the performance metrics presented to the CPC.  The 
committee also noted the challenges with the validity of benchmarking data on pressure 
ulcers as there was no consistency in how these were reported.  In response to a question 
about whether pressure ulcers should be a phase 3 workstream given the comments above, 
reference was made to the fact that this was an area that was required to be reported 
nationally and as such was subject to continued scrutiny.   
 
A patient governor spoke of the problems patients, particularly renal patients, had 
experienced as a result of the trust’s non-emergency patient transport (NEPT) provider’s 
poor performance.  He was particularly concerned about the risks to patient safety due to the 
loss of treatment time.  The chair stated that this was an important issue and asked that it be 
flagged with the chair of the patient and staff experience committee (PSEC), noting that the 
aforementioned would be discussing NEPT in-depth at its October meeting.   
 
Quality strategy 
The director for quality reported on the development of the trust’s quality strategy.  The aims 
of the strategy were to accelerate delivery of the highest quality, most efficient care and best 
staff experience across the trust by 2020, and to embed continuous improvement into daily 
operations and to ensure best support to services.  The strategy was being presented to all 
the trust’s quality committees.   
 
 

 

Action required  

The board is asked to note the issues highlighted above. 

 

Trust strategic priorities and business planning objectives Board assurance risk 
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supported by this paper  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 10 November 2015 
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