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MINUTES OF THE TRUST BOARD
HELD ON 27 JANUARY 2016
Present
Mr D Dodd
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

Chairman
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
Mrs K Fisher
Mr K Fleming
Mr D Grantham
Dr M Greenberg
Ms E Kearney
Mr A Panniker
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, children’s and imaging services
Director of corporate affairs and communications
Director of capital and estates
Divisional director for urgent care
Chief information officer
Divisional director, transplant and specialist services division
Board secretary (minutes)

Others in attendance
Ms J Dawes
Ms Y Carter
Ms V Pang
Ms Y Oluyede
Ms J Macklin

Interim trust secretary
Head of infection prevention and control nursing(for item 2016/10)
Clinical lead nurse infection prevention and control (for item 2016/10)
Head of Workforce Health, Diversity and Equality(for item 2016/11)
Equality and Diversity Operational (patient) Manager (for item 2016/11)

2016/01

APOLOGIES FOR ABSENCE AND WELCOME
Apologies for absence were received from:
Prof G Hamilton

Divisional director for surgery and associated services

The chairman welcomed those present to the meeting.
2016/02

MINUTES OF MEETING HELD ON 17 DECEMBER 2015
The minutes were accepted as an accurate record of the meeting.

2016/03

MATTERS ARISING REPORT
The matters arising report was noted.
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2016/04

RECORD OF ITEMS DISCUSSED AT PART II BOARD MEETING ON 17
DECEMBER 2015
The report was noted.

2016/05

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

2016/06

PATIENT SAFETY – LEARNING FROM A SERIOUS INCIDENT
This item was deferred.

2016/07

PATIENTS’ VOICES
Mr Ainger, non-executive director read out a complaint. This was from a patient
who had been due to have an operation and attended the hospital on the day of
the operation as instructed. However the operation had been cancelled and the
staff were unable to answer the patient’s questions about why this had happened
or provide a new date for the operation. The patient was very distressed as they
had made personal and work arrangements and had also fasted. The staff had
been rude and unhelpful.
The compliment was from a patient following their treatment for lung cancer,
which had taken place over a long period. The staff were efficient and kind and
the departments all worked very well. The patient expressed their gratitude and
pride for the care they had received.
KFl
The director of planning would present this item next time.

2016/08

CARE QUALITY COMMISSION INSPECTION
The director of nursing presented the report. The inspection process had already
commenced with staff focus groups taking place across the sites. She expressed
her appreciation of the very positive way staff had risen to the challenge of
preparing for the inspection and that they were looking forward to showing the
inspectors what was being achieved at the trust. The leadership team were
spending time in the current week visiting wards and departments to help them
prepare. The inspection team was expected to comprise 70 people from different
disciplines and specialties and would commence their inspection on Tuesday 2
February 2016 with their training day. They would then spend time on all three
sites, with visits and interviews.
Ms Owen, non-executive director, asked what comments the trust’s partners had
made. The director of nursing responded that the stakeholders’ report had been
included in the data pack and had been fair and balanced, with no surprises.
The board noted the report.

2016/09

NURSING AND MIDWIFERY STAFFING MONTHLY REPORT - NOVEMBER
2015
The director of nursing presented the report. She noted that there were less
actual than planned hours for the first time, which reflected better use of bank and
agency staff. She was noticing that in many wards nurses were basing
themselves in the patients’ bays rather than at the nurses’ station. The closer
2
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relationship between planned and actual had not been accompanied with any
increase in shifts where the nurse to patient ratio was less than 1:8 (daytime) or
1:10 (at night).
Commenting on specific areas, she drew attention to the care of the elderly wards
at Barnet Hospital, where the lower fill rate for HCAs was due to the increased
establishment on the ward. For Cedar ward the lower fill rate was because the
ward establishment reflected high acuity patients (for example those with
tracheostomies). Staffing was flexed to reflect the actual patients on the ward and
lower dependency patients had been on the ward during this reporting period.
Referring to patient falls, there had been 9 falls on 7 East A at the Royal Free.
Five of these related to one patient, who had been nursed 1:1 and who had not
suffered any harm as a result of the falls.
Referring to the Monitor cap, agency as a proportion of permanent staff had been
11.09% in December and, although the rate fluctuated, the overall trend was
downward. Negotiations were proceeding well with provider agencies to reduce
the price in order to meet the price caps. However there was a risk that this would
not be possible for particular specialist areas.
Ms Owen, non-executive director, commented that it would be helpful to know
what would be saved by both reducing agency usage and the agency price. It
was agreed to provide this information in the next report.
Ms Owen also asked if there were any risks to safety or quality from these caps.
The director of nursing responded that patient safety was the primary concern and
agency staff would be used if required to maintain a safe service.
The board agreed that the report provided sufficient assurance that the nurse
staffing levels were meeting the needs of patients and providing safe care.
2016/10

DIRECTOR OF INFECTION PREVENTION AND CONTROL (DIPC)
QUARTERLY REPORT
The Head of IPC nursing and clinical lead nurse were in attendance for this item.
The director of nursing highlighted the following key points:


Good progress had been made on controlling C. difficile infections, with
the trust being under the trajectory set for quarter 3 although for year to
date the trust had recorded 53 attributable cases against a threshold of 50.
For Monitor’s purposes, the metric was the number of attributable cases
where a lapse of care had been identified. Out of the 53 cases, 12 lapses
in care had been identified.



There had been three cases of surgical site infection reported at Chase
Farm. She praised the vigilance of staff in identifying and acting upon
these very quickly.



A urine catheter point prevalence survey had been carried out and all
those at the Royal Free Hospital were clinically appropriate, with the figure
at Barnet Hospital and Chase Farm Hospital being 96%.



Attached to the report was a board level agreement outlining the collective
3
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responsibility for minimising the risk of infection and the general means by
which the trust prevents and controls infection risks.
Ms Oakley, non-executive director, noted that the report included information
about viral respiratory infection and asked about flu vaccine uptake. This was
currently circa 30%.
In answer to a question from Prof Anthony Schapira, non-executive director, the
director of nursing responded that progress was being made on antimicrobial
stewardship, with harmonised policies and guidelines in place and a single
committee.
In answer to a question from Ms Owen, non-executive director, the director of
nursing confirmed that a quarterly urinary catheter audit would take place as part
of the matrons’ indicators and that urinary tract infections (UTIs) would be audited.
However the head of IPC nursing added that the focus was on tackling the causes
of UTIs, backed up with audits from time to time.
The chairman invited the head of IPC nursing to make any observations and she
responded that it had been a challenging year, in the context of a national
increase in C. difficile, and the team appreciated the access they had to the
board. The director of nursing added that the next challenge was to make further
progress on integration and to develop a clinical infection lead within each
division.

2016/11

The board confirmed that the report provided sufficient information to provide
assurance of sustained compliance with the Hygiene Code and confirmed the
board level agreement .
ANNUAL EQUALITY INFORMATION REPORT
The director of nursing introduced this item and welcomed the head of workforce
health, equality and diversity and the equality and diversity operational (patient)
manager to the meeting. She said that the report covered both patient services
and workforce issues and that it set out progress made in the last year.
The director of workforce and OD commented there were some minor drafting
errors that would be corrected prior to publication, also some more narrative to be
added to explain what the data was telling us.
Ms Owen, non-executive director, reported that the patient and staff experience
committee had approved the equality objectives for 2015-20 and highlighted the
need to build DDA (Disability Discrimination Act) compliance into new buildings. It
had also been noted that the data confirmed the impact of the work on workforce
race equality. She also commented that disability was definitely an area for more
focus.
It was noted that a local women’s network was being established within the trust.
The board approved the annual equality information report for publication on the
trust’s external website by 31 January 2016.
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2016/12

QUALITY ACCOUNT 2015/16 AND 2016/17
The medical director introduced the report and noted that the quality account was
being discussed at the relevant board committees and had been discussed in
some detail at the council of governors. It was likely that patient safety
programme themes would continue in the priorities, but that diabetes might not be
included and be replaced by another clinical outcome theme, for example
dementia.
As chair of the patient and staff experience committee, Ms Owen, non-executive
director, was pleased to hear that dementia was a possible quality account priority
and she also highlighted that the committee had suggested adding end of life
care. Patient information and support for carers also continued to be high
priorities for the committee.
Ms Oakley, non-executive director, asked whether it was felt that sufficient
progress had been made with diabetes to remove it as a priority. Prof Schapira,
non-executive director and chair of the clinical performance committee,
commented that diabetes should still remain a focus for the trust’s attention and,
although progress had been made, there was some way still to go. However the
question was whether to retain this as a quality account priority for a third year or
whether a new area could benefit from being included.
Mr Ainger, non-executive director, commented that the issue of patient transfers
had come up through analysis of serious incidents and asked whether this might
be a suitable quality account priority. The medical director responded that this
was an important issue which needed attention and was being pursued by the
patient safety team.
Ms Owen then asked about the process of stakeholder engagement, particularly
with CCGs and Healthwatch. The medical director responded that the team were
trying to improve the process and would continue to focus on this.
The board noted the report.

2016/13

MEMORANDUM OF UNDERSTANDING WITH THE ROYAL NATIONAL
ORTHOPAEDIC HOSPITAL
The director of planning presented this report, reminding the board of the previous
agreement in principle to the development of the memorandum of understanding.
It was noted that there were links with the trust’s Vanguard bid and that progress
would be reported to the board through the strategy and investment committee.

2016/14

The board agreed the revised version of the memorandum of understanding and
noted the process.
CHAIR AND CHIEF EXECUTIVE’S REPORT
The report was noted. The chairman drew particular attention to the fit and proper
persons requirements for directors and the board secretary confirmed that all selfcertifications had been completed.
The board noted that Monitor had agreed to the suggestion that the external
governance review commence later than planned in order that it could be aligned
with the CQC inspection in order to incorporate learning and recommendations
5
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from the inspection.
The chairman referred to the BME staff listening events and encouraged
colleagues to host listening events if they had the opportunity. Ms Oakley asked
about the potential to widen the BME mentoring scheme to bands 6 and 7. The
chairman suggested returning to this in June or July and the director of workforce
and OD commented that this would require more mentors to be trained.

DG

The chief executive reported that the trust’s amended planning application had
been approved by the London Borough of Enfield and congratulated the director
of capital and estates and his team.
2016/15

TRUST PERFORMANCE DASHBOARD
The chief operating officer reported that the trust had failed the A&E standard for
quarter 3 with 92.66 against the 95% standard; there was a high risk of failing the
final quarter as well.
The trust continued to fail the RTT 18 weeks incomplete pathways standard;
however performance continued to move in the right direction. There had been a
patient choice issue, as patients preferred not to accept the dates they had been
offered over Christmas and New Year. The trust was compliant with all cancer
standards except the 62 day standard.
Ms Owen, non-executive director, noted that information had been added to the
report on delayed transfers of care but asked if it would be possible to provide
some additional commentary to see where action was needed to deal with
blockages, in terms of issues causing delay and geographical areas.
The board noted the report.

2016/16

FINANCE PERFORMANCE REPORT
The board noted the finance performance report which was of a continued
adverse variance, which was now a deficit of £18.2m and £11.1m adverse to plan
year to date. The Monitor financial risk rating continued to be 2. The chief finance
officer reported that the December financial position was in line with forecast. The
cash position continued to be concerning but a working capital facility had been
arranged.

2016/17

MONITOR QUARTER 3 SELF-CERTIFICATIONS
The director of planning explained that as the full finance and performance
committee meeting had not taken place, there had been executive review of the
Monitor self-certifications and the recommendations were set out in the report. He
noted that the A&E standard had been reintroduced as an exception, and the
remaining reportable RTT standard continued to be an exception. The other
exception had been C. difficile, however the trust was fully compliant with this
target.
The board approved the following statements for submission to Monitor:
For Finance, that:
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The board anticipates that the trust will continue to maintain a financial risk rating
of at least 2 over the next 12 months.
The board confirms that there are no matters arising in the quarter requiring an
exception report to Monitor (per the Risk Assessment Framework, page 22,
diagram 6) which have not already been reported.
For Governance that:
The board is satisfied that plans in place are sufficient to ensure: ongoing
compliance with all existing targets (after the application of thresholds) as set out
in Appendix A of the Risk Assessment Framework, other than the 62 day cancer
target and the A&E 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.
2016/18

AUDIT COMMITTEE REPORT
The board noted the audit committee report.

2016/19

PATIENT SAFETY COMMITTEE REPORT
The board noted the report from the committee. The committee chair reported
that the committee had been disappointed at the number of never events
reported.

2016/20

STRATEGY AND INVESTMENT COMMITTEE REPORT
The report was noted.

2016/21

PATIENT AND STAFF EXPERIENCE COMMITTEE
Ms Owen, chair of the committee, advised that a full written report would be
presented to the next board meeting. In the meantime she was pleased to report
that complaints compliance had increased to 82% and that a framework for
patient and public engagement had been agreed.

2016/22

CLINICAL PERFORMANCE COMMITTEE
The report was noted.

2016/19

QUESTIONS FROM THE PUBLIC
There were no questions.

2016/20

ANY OTHER BUSINESS

2016/21

There was no other business.
DATE OF NEXT MEETING

The next trust board meeting would be on 24 February at 1300 in the boardroom,
chief executive’s office, Royal Free Hospital.
Agreed as a correct record
Signature …………………………………..date .24 February 2016…………………………….
Dominic Dodd, chairman
7

Paper 2

Trust Board
Matters Arising report as at 24 February 2016
Actions completed since last meeting of the Trust Board
Minute
Action
No
FROM TRUST BOARD HELD ON 27 JANUARY 2016
2016/09
Nursing and midwifery monthly report –
November 2015
Include information about financial savings from
reduced agency cost and usage in next report
2016/14

2016/15

Lead

Complete

Board date/
agenda item

Outstanding

D Sanders

Verbal update to be
provided at the meeting.

Chairman and chief executive’s report
Widening mentoring scheme to bands 6 and 7.
This would require more mentors to be change and
agreed to review progress in June or July 2016.

D Grantham

To be programmed for
June board meeting.

Trust performance dashboard
Additional commentary regarding delayed transfers
of care – issues and geographical areas

W Smart

Will be included in report
for March board meeting.

D Grantham

The culture steering group
will work up a plan for
how best to engage with
staff on this.

FROM TRUST BOARD HELD ON 25 NOVEMBER 2015
2015/202
Quality strategy
• Pursue conversation with staff on addition of
continuous quality improvement to the trust’s
values
Further discussion of the role of the board and its
committees in continuous improvement

Matters arising – trust board February 2016

D Dodd
December 2015 – update
provided and further
report in April 2016.
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Report to

Date of meeting

Attachment number

Trust Board

24 February 2016
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ITEMS DISCUSSED AT THE CONFIDENTIAL BOARD MEETING HELD ON 27 JANUARY
2016
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 27 January 2016 are outlined below.
•

Undergraduate medical education strategy – the board endorsed the overall strategy whose
vision is to be world class in terms of undergraduate education with the best student
feedback, aspiring to be the ‘go to’ institution for University College London Medical School,
Health Education England and other local and national institutions for innovation and
development in undergraduate medical education.

•

Update on group model and provider led network.

•

Loan facility – to support the trust’s cash flow management

The board also discussed the trust performance and financial performance reports.
Action required
For the board to note.
Report From
Author(s)
Date

D Dodd, chairman
A Macdonald, board secretary
February 2016

Confidential trust board meeting update – trust board February 2016

Paper 4

Report to

Date of meeting

Attachment number

Trust Board

24 February 2016
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Monthly report of Nursing staffing levels December 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 was 2 % less actual hours than
planned:
Site specific data is as follows:
• Barnet hospital
• Chase Farm hospital
• Royal Free hospital
• Edgware community hospital

2% less actual hours than planned
3% more actual hours than planned
3% less actual hours than planned
5% less hours than planned

In December out of a minimum of 3100 shifts there were 8 (0.25%) reported occasions
where the registered nurse: patient ratio fell below 1:8 on a day shift or 1:11 on a night shift.
There were no reported patient safety incidents on these occasions.

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
1.
2.
3.

Board assurance risk
number(s)

Excellent outcomes – to be in the top 10% of our peers on
outcomes
Excellent user experience – to be in the top 10% of relevant
peers on patient, GP and staff experience
Excellent financial performance – to be in the top 10% of
1
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4.
5.

relevant peers on financial performance
Excellent compliance with our external duties – to meet our
external obligations effectively and efficiently
A strong organisation for the future – to strengthen the
organisation for the future

CQC outcomes supported by this paper
1
4
5
7
8
9
13
14

Respecting and involving people who use services
Care and welfare of people who use services
Meeting nutritional needs
Safeguarding people who use services from abuse
Cleanliness and infection control
Management of medicines
Staffing
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 16 February 2016
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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 December 2015.
The Secretary of State has requested, by March 2016, a refresh of the NQB safe staffing
guidance for nursing, midwifery and care staff, to become a front end document for individual
care setting staffing guidance documents. It is anticipated that the guidance will be more
streamlined with expectations reframed and reduced in number with the core message
throughout reflecting quality outcomes and efficiency.
Planned versus actual staffing
The overall trust summary of planned versus actual hours was 2% less actual hours than
planned:
Site specific data is as follows:
• Barnet hospital
• Chase Farm hospital
• Royal Free hospital
• Edgware community hospital

2% less actual hours than planned
3% more actual hours than planned
3% less actual hours than planned
5% less hours met planned

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% by March 2016 with
a further reduction in April 2016.
In November agency as a % of nursing cost was 11.99% and in December it was 11.09%.
National Price Caps
On 20 November, following consultation, Monitor and the TDA wrote to trusts outlining hourly
price caps for all agency staff across all staff groups to be in place by 23 November.
These will apply across all staff groups – doctors, nurses and all other clinical and nonclinical staff. The price caps will ratchet down, subject to the monitoring approach, in two
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further stages on 1 February 2016 and 1 April 2016. This means that by 1 April 2016 an
agency worker should not be rewarded more than an equivalent substantive worker.
All nursing agencies with which the trust holds a service level agreement (SLAs) have met
the February Monitor cap. There is one exception, the tier 1 A&E nursing agency who have
not met the band 5 critical care cap and will be moved to a joint tier 2 agency. An SLA has
been agreed with a new tier one agency who do meet the cap.
Safe staffing
In December out of a minimum of 3100 shifts there were 8 (0.25%) reported occasions
where the registered nurse: patient ratio fell below 1:8 on a day shift or 1:11 on a night shift.
These were:
Walnut ward – 1, 4 hour where 4 patients required 1:2 nursing because of their requirement
for non-invasive ventilation with the remaining 20 patients being cared for by 2 registered
nurses supported by nursing assistants. There were no reported patient safety incidents.
10 north – 3 night shifts, ratio of 1:11, no patient safety incidents reported
8 west – 3 night shifts with a ratio of 1:10, no patient safety incidents reported
Spruce ward – 1 night shift with a ratio of 1:11, no patient safety incidents reported
Planned versus actual staffing
The tables below shows the planned versus actual hours for December.
The establishment of Cedar ward has been increased to reflect the dependency of the
patients nursed there and in particular those with tracheostomy’s. The staff flex the staffing
within the budgeted establishment to meet the needs of the patients on a shift basis. During
December the requirement was such that they did not need to fill to their establishment.
Canterbury and Wellington wards also flex their staffing to meet the fluctuating demand on
the elective surgical wards at Chase Farm.
The elderly care wards at Barnet have now had the agreed extra posts put into their
establishments’ which are not yet fully recruited to leading to the lower than previously seen
fill rates for HCA’s, however recruitment is progressing well.
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Transplantation and Specialist Services December 2015
Ward

Beds

9 West
9 North
11 West
11 South
11 East
10 East
10 South
5 East B
Mulberry

26
33
22
19
24
24
25
10
13

Registered nurse to Percent of actual vs Percent of actual vs Percent of actual vs Percent of actual vs
patient ratio
total planned shifts total planned shifts total planned shifts total planned shifts
Day Shift
(RN days)
(RN nights)
(HCA days)
(HCA nights)
1:4
1:4.7
1:4.8
1:3.8
1:4.8
1:3.4
1:6.25
1:5
1:5

97%
90%
93%
75%
96%
96%
93%
87%
122%

96%
98%
100%
119%
99%
98%
94%
100%
99%

91%
110%
106%
93%
101%
95%
101%
118%
99%

70%
94%
129%
22%
132%
100%
115%
118%
n/a

Falls

Attributable
Cdiff

FFT Score

4
1
4
2
1
2
4
1
0

0
1
0
0
0
0
0
0
1

90%
91%
96%
100%
90%
82%
89%
88%
90%

Falls

Attributable
Cdiff

FFT Score

3
2
4
2
3
0
0
5
4
0
3
0
2
3
5
4
2
2
4
2
2

0
0
0
0
0
0
0
0
0
0
0
0
1
0
0
0
0
0
0
0
0

79%
85%
90%
93%
81%
91%
n/a
100%
67%
100%
82%
n/a
86%
100%
88%
64%
95%
76%
75%

Falls

Attributable
Cdiff

FFT Score

4
0
1
2
6
2
1
2
0

0
0
0
0
0
0
0
0
0

81%
86%
79%
86%
77%
94%
90%
84%
92%

Urgent Care December 2015
Ward

Beds

10 North
8 West
8 North
10 West
8 East
6 South
ITU (RF)

32
36
32
27
26
28
vary
25
36
8
24
vary
24
22
22
22
24
24
24
15
24

Adelaide
Capetown

CCU
CDU
ITU (BH)
Juniper
Larch
Olive
Palm
Quince
Rowan
Spruce
NRC
Walnut

Registered nurse to Percent of actual vs Percent of actual vs Percent of actual vs Percent of actual vs
patient ratio
total planned shifts total planned shifts total planned shifts total planned shifts
Day Shift
(RN days)
(RN nights)
(HCA days)
(HCA nights)
1:5.3
97%
98%
92%
97%
1:5.1
93%
92%
93%
100%
1:4
100%
101%
97%
122%
1:5
101%
99%
140%
181%
1:4.3
91%
100%
98%
100%
1:4
94%
98%
101%
103%
1:1/1:2
98%
96%
65%
67%
1:6.25
94%
98%
119%
168%
1:5.1
100%
126%
139%
222%
1:2
84%
n/a
100%
n/a
1:4.8
94%
94%
92%
137%
1:1/1:2
96%
99%
88%
84%
1:4.8
102%
100%
96%
73%
1:5.5
98%
101%
81%
75%
1:5.5
107%
97%
80%
72%
1:5.5
97%
100%
86%
68%
1:4.8
94%
95%
93%
110%
1:4.8
81%
97%
132%
106%
1:6
110%
99%
117%
313%
1:7.5
90%
90%
99%
112%
1:6
97%
98%
97%
106%

91%

Surgery and Associated Services December 2015
Ward

Beds

7 East A
7 East B
7 West
7 North
Beech

20
13
32
32
24
25
24
24
39

Canterb'y

Cedar
Damson
Wel'gton

Registered nurse to Percent of actual vs Percent of actual vs Percent of actual vs Percent of actual vs
patient ratio
total planned shifts total planned shifts total planned shifts total planned shifts
Day Shift
(RN days)
(RN nights)
(HCA days)
(HCA nights)
1:5
102%
105%
95%
136%
1:4.3
83%
100%
91%
100%
1:4
94%
107%
118%
116%
1:4.7
96%
103%
123%
100%
1:6
112%
98%
105%
67%
1:6.25
86%
70%
82%
119%
1:4
84%
84%
137%
102%
1:6
95%
99%
98%
102%
1:6.5
88%
64%
42%
93%
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Womens and Childrens December 2015
Ward

Beds

6 North
5 South

20
31
RFH
30
BH
BH
16
48

Ne ona te

Galaxy
Ne ona te

Delivery
Willow
Victoria

Registered nurse to Percent of actual vs Percent of actual vs Percent of actual vs Percent of actual vs
patient ratio
total planned shifts total planned shifts total planned shifts total planned shifts
Day Shift
(RN days)
(RN nights)
(HCA days)
(HCA nights)
1:4
90%
96%
100%
N/A
1:8
101%
100%
94%
97%
vary
83%
90%
100%
200%
1:4
96%
129%
n/a
n/a
vary
89%
n/a
91%
n/a
n/a
115%
107%
140%
100%
1:5.3
125%
148%
158%
50%
1:8
1045
86%
90%
117%

Falls

Attributable
Cdiff

FFT Score

0
0
0
0
0
0
1
0

0
1
0
0
0
0
0
0

n/a
88%
n/a
n/a
n/a
99%
74%
97%
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Appraisal and revalidation of medical practitioners
Executive summary
As at 31 January 2016 there were 1028 doctors linked to the designated body and the trust
has 166 appraisers
Of the appraisals due between 1 April 2015 and 31 January 2016, 67.1% (509) have been
completed.
Since 1 April 2015 325 revalidation recommendations have been made to the GMC, of
which 19.7% (64) were deferral requests.
Since the last report in July 2015 we have appointed and trained 13 additional appraisers.
Refresher training has been completed by 43 appraisers.
Clinical directors and service line leads have been asked to help ensure doctors complete
their appraisals on time.
Relevant policies have been redrafted and will be put to the local negotiating committee.
Action required/recommendation
The board are asked to note the recommendations:
•

Review the way doctors are allocated appraisers

•

Recruit appraisers to ensure 200 available

•

Ensure all appraisers complete on line or other refresher training

•

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

Trust strategic priorities and business planning objectives
supported by this paper
1.
2.
3.

Excellent outcomes – to be in the top 10% of our peers on
outcomes
Excellent user experience – to be in the top 10% of relevant
peers on patient, GP and staff experience
Excellent financial performance – to be in the top 10% of
relevant peers on financial performance
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Board assurance risk
number(s

x

Paper 5
4.
5.

Excellent compliance with our external duties – to meet our
external obligations effectively and efficiently
A strong organisation for the future – to strengthen the
organisation for the future

x
x

CQC Regulations supported by this paper
Regulation 4
Requirements where the service provider is an individual or partnership
Regulation 5 ⃰
Fit and proper persons: directors
Regulation 6
Requirement where the service provider is a body other than a partnership
Regulation 7
Requirements relating to registered managers
Regulation 8 ⃰
General
Regulation 9
Person-centred care
Regulation 10
Dignity and respect
Regulation 11
Need for consent
Regulation 12
Safe care and treatment
Regulation 13
Safeguarding service users from abuse and improper treatment
Regulation 14
Meeting nutritional and hydration needs
Regulation 15
Premises and equipment
Regulation 16
Receiving and acting on complaints
Regulation 17
Good governance
Regulation 18
Staffing
Regulation 19
Fit and proper persons employed
Regulation 20⃰
Duty of candour
Regulation 20A⃰
Requirement as to display of performance assessments
Care Quality Commission (Registration) Regulations 2009 (Part 4)
Regulation 12
Statement of purpose
Regulation 13
Financial position
Regulation 14
Notice of absence
Regulation 15
Notice of changes
Regulation 16
Notification of death of a service user
Regulation 17
Notification of death or unauthorised absence of a service user who is
detained or liable to be detained under the Mental Health Act 1983
Regulation 18
Notification of other incidents
Regulation 19
Fees
Regulation 20⃰
Requirements relating to termination of pregnancies
Regulation 22A⃰
Form of notifications to the Commission

x
x

x
x

Risks attached to this project/initiative and how these will be managed (assurance)
Compliance with GMC guidance is a statutory requirement
Equality analysis
•

No identified negative impact on equality and diversity

Report from
Author(s) Prof S Powis, Dr V van Someren
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Medical Appraisal and Revalidation
Quarterly report for the trust board

Authors
Prof Stephen Powis, Responsible Officer
Vivienne van Someren Associate Medical Director for Revalidation and Professional
Development
16/02/2016

Executive summary
•

All doctors with a licence to practice have now been subject to the first revalidation
round.

•

As at 31 January 2015 there were 1028 doctors linked to the designated body.

•

Their overall appraisal rate was 67.1%.

•

325 revalidation recommendations were made to the GMC, all on time.

•

A review of the first three years will be undertaken to establish blocks to an appraisal
rate of 90%.

Purpose of the paper
NHS England requires the responsible officer of all designated bodies to present an annual
organisational audit of revalidation processes to the board. The first annual report since the
acquisition was presented in July 2015 and this paper constitutes an update.
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Medical appraisal
Completion figures reported to NHS England
Appraisal rates for doctors attached to the Royal Free London NHS Foundation Trust as of
31 December 2015
Q1
Apr 2015
to Jun
2015

Q2
Jul 2015 to
Sep 2015

Q3
Oct 2015 to
Dec 2015

1031

1014

1020

418

130

246

279

22

132

139

108

114

3

0

2

136

108

112

The number of doctors with whom the
designated body has a prescribed
connection
The number of doctors due to hold an
appraisal meeting in the reporting period
The number of those doctors above who
held an appraisal meeting in the reporting
period
The number of those doctors above who
did not hold an appraisal meeting in the
reporting period
The number of doctors above for whom
the RO accepts the postponement is
reasonable
The number of doctors above for whom
RO does not accept the postponement is
reasonable

The trust has 166 appraisers.
The overall appraisal rate was 67.1%.
The overall appraisal rate is similar to that of other large acute trusts, but lower than the rates
reported by the legacy trusts

Revalidation Recommendations made to GMC
Recommendations from 1 April 2015 to 31 January 2016
Positive recommendations 260
Deferral requests 64
Non engagement notifications 1
Deferrals were mainly related to incomplete appraisals. The commonest problem is
completing patient and colleague 360s in time
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Risk and Issues
•
•
•
•
•

Appraisal rates remain below target of 90%
Continuing engagement of appraisers
Efficient allocation of doctors to appraisers
Appraiser job planning so that appraisers can complete 5-8 appraisals annually within
0.25 SPA
Move from paper to electronic system for BCF doctors has caused delay to some
appraisals

Recommendations
Actions undertaken or in progress
•

Review of lessons learned in first 3 years of revalidation with a view to resolving
issues holding appraisal rates back

•

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

•

Review of mechanism of doctor/appraiser allocations

•

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

•

In service training for all appraisers

•

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

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

Action required
The board is asked to note the report.
Report From
Author(s)
Date

D Dodd, chairman and D Sloman, chief executive
A Macdonald, board secretary
February 2016
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CHAIRMAN’S AND CHIEF EXECUTIVE’S REPORT

A

TRUST DEVELOPMENTS

CHASE FARM HOSPITAL REDEVELOPMENT UPDATE
The project to redevelop CFH has taken a major step forward, following Enfield Council’s
approval of the trust’s reserved matters application in January, which covered details of the
new hospital including its appearance, size and layout.
The shape of the hospital has been designed to provide a better layout and to make
expansion easier. It will also give access to services from the car park on one side and from
a new pedestrian plaza at the heart of the whole site on the other side.
Construction of the new hospital has started with piling, a technique to set deep foundations.
The work is being conducted so as to minimise disruption from noise and vibration.
Another well-attended public meeting took place in Enfield on 11 February where staff
wellbeing, transport, housing and services were discussed. The trust was also able to show
attendees including MP David Burrowes, councillors and residents, some artist’s
impressions of the hospital’s proposed interiors. A gallery of artist’s impressions is available
on the website: www.royalfree.nhs.uk/chasefarm.
ROYAL FREE EMERGENCY DEPARTMENT REDEVELOPMENT
There continues to be good progress made on the redevelopment of the emergency
department (ED) at the RFH. The out of hours entrance has temporarily closed, so staff and
visitors have been asked to use the ED entrance instead. The next major phase of
construction work has now started which involves a permanent corridor closure on the lower
ground floor to create room for a dedicated children’s emergency department and improved
facilities for ED staff.
B

REGULATION

CARE QUALITY COMMISSION INSPECTION
The CQC undertook an inspection in the week beginning 2 February 2016, followed up by
unannounced visits to areas over the next two weeks. There was an open staff forum on the
Friday afternoon at the end of the first week, when the CQC had provided informal feedback.
There were 500+ staff in the Royal Free meeting which was video linked to the Barnet
Hospital and Chase Farm Hospital sites, which were also very well attended.
The chief executive emphasised that, whilst the inspection was not yet completed, the CQC
feedback was that every member of staff, without exception, had been caring, highly
committed and compassionate. They also praised the strength of clinical leadership and
commented on how clean and tidy the hospital sites were.
The CQC reflected on one point of excellence for every service they visited and on one area
where things could be better. This is standard practice. Importantly, there were no safety
issues raised and nothing that required immediate attention.
There are no ratings at this stage but the final report should be received in June or July
2016.
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NHS IMPROVEMENT
NHS Improvement is being formed by joining the NHS Trust Development Authority and
Monitor. Bob Alexander, currently NHS TDA interim deputy chief executive, will be one of
two deputy chief executives of NHS Improvement, and will also be its director of resources.
He has previously held finance director roles at the TDA, Department of Health, and
strategic health authorities. Stephen Hay, currently Monitor interim deputy chief, will be a
second NHS Improvement deputy chief, and its director of regulation. He has been a director
at Monitor since 2014.
The full executive team is therefore as follows:











Chief executive – Jim Mackey
Executive director of resources/deputy chief executive – Bob Alexander, currently
TDA deputy chief
Executive director of regulation/deputy chief executive – Stephen Hay, currently
Monitor deputy chief
Executive medical director – Kathy McLean, currently TDA medical director
Executive director of nursing – Ruth May, currently Monitor nursing director
Executive director of improvement – Adam Sewell-Jones, currently Monitor provider
sustainability director
Executive director of strategy – Adrian Masters, currently Monitor strategy director
Executive director of corporate affairs – Helen Buckingham, currently Monitor chief of
staff
Regional director (North) – Lyn Simpson, currently regional director, TDA
Regional director (Midlands and East) – Dale Bywater, currently regional director,
TDA

Regional directors for the south and London are yet to be appointed. There will be no
executive director of cooperation and competition (although this post currently exists in
Monitor), however NHS Improvement will carry out the cooperation and competition
functions it will inherit from Monitor.

C

BOARD AND COUNCIL MATTERS

WORKPLACE EQUALITY UPDATE
Diverse recruitment and selection panels
More than 50 staff have now booked themselves for the recruitment and selection training to
be held on 17 February and 4 March 2016. Further dates will be arranged and advertised.
This will help the trust to have more diverse interview panels to support its commitment to
improve performance against the workforce race equality standards. Diverse recruitment
helps to widen the pool from which candidates are sourced and provides access to enter and
progress within the world of work which inevitably impacts on staff’s health and quality of life.
This is a key intervention to help the trust become more representative at all levels of the
Trust.
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Chairman’s BME Listening Sessions
Since the last board meeting, there have been two listening sessions, both at the Royal Free
Hospital. Sharing the Workforce Race Equality Standard (WRES) data for individual
departments continues to be seen by staff as both an important priority and something
where much more work needs to be done. Many staff felt that there was insufficient focus on
individual career development planning and that progress on that front for all staff would help
address the race equality agenda as well. It was felt that “there’s no budget for training” was
sometimes used as an excuse for not putting enough priority on helping BME and other staff
find the development opportunities needed for progression. Some staff commented that
monthly team meetings were essential for managers to be able to address the various
issues raised in the listening sessions and that these were frequently not happening. Finally,
there was continued support for extending the mentoring programme to more junior
members of staff.

COUNCIL OF GOVERNORS
There will be a joint board and council of governors meeting on 10 March, when the main
topic for discussion will be the draft operational plan 2016/17 and sustainability and
transformation plans 2016/21.

D

LOCAL NEWS AND DEVELOPMENTS

VANGUARD DEVELOPMENT
The Royal Free London has been successful in its application to become an acute care
collaboration vanguard site.
The trust’s vanguard focuses on developing a group model, which other trusts may wish to
join and be part of. The group model will enable the trust to work with other trusts to share
good practice and consider opportunities to work more efficiently together. Possible areas of
focus for the group include aligning back office functions, sharing the provision of training
and development or looking at joint ventures for new services and products, as has been
done with pathology.
The trust has received a further £868,000 in funding to develop this work. The trust’s total
funding is now £2,235,000. All vanguards also have access to a package of national support
announced in the summer to enable them to make the changes they want at pace. The trust
continues to bid for resources within the Vanguard programme.

BARNET CCG CHIEF OFFICER APPOINTMENT
Cathy Gritzner has been appointed as the CCG’s permanent substantive chief officer and
will join the CCG on 1 April 2016. Ms Gritzner has extensive experience in both the private
and public sector and is a highly experienced NHS manager. Her previous appointment was
chief executive of the Greater Manchester Academic Health Science Network, and prior to
this, she was the chief operating officer of the North West CSU.
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PATIENT FRIENDS AND FAMILY TEST (FFT) UPDATE
The NHS friends and family test (FFT) was introduced in 2013 to enable patients to feed
back on their care and treatment to enable hospitals and other providers to improve
services. It asks patients whether they would recommend hospital wards, A&E departments
and maternity services to their friends and family if they needed similar care or treatment.
The tables below show the combined scores for all sites and then the results by site for
January 2016.

Royal Free London
combined data

% likely/extremely likely to
recommend January 2016
(range: 0 – 100%)

Number of patient responses

In-patient

85.9%

1113

A&E

80.3%

3992

% likely/extremely likely to
recommend January 2016
(range: 0 – 100%)

Number of patient responses

In-patient

77.9%

321

A&E

75.8%

2109

Antenatal care

96%

150

Labour and birth

98%

174

Postnatal hospital ward

95%

174

Postnatal community care

100%

59

Chase Farm Hospital

% likely/extremely likely to
recommend January 2016
(range: 0 – 100%)

Number of patient responses

In-patient

95.2%

146

Barnet Hospital
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Royal Free Hospital

% likely/extremely likely to
recommend – January 2016
(range: 0 – 100%)

Number of patient responses

In-patient

85.9%

646

A&E

80.3%

1883

Antenatal care

97%

124

Labour and birth

99%

84

Postnatal hospital ward

94%

84

Postnatal community care

100%

59

OSCARS AWARDS 2015/16
The trust’s annual staff achievement awards, the outstanding staff contribution and rewards
(Oscars) will take place on Wednesday 9 March 2016 at the Grand Connaught Rooms in
Covent Garden. This year 155 individual and team nominations were received. Each
individual nominee and two representatives from each nominated team have been invited to
attend the awards which are generously funded by the Royal Free Charity.
COMMUNICATIONS REPORT – JANUARY 2016
During January the trust received significant media coverage after three of its clinicians were
named in the New Year’s honours list, including Dr Michael Jacobs who was given a
knighthood for his work on Ebola. A number of nationals also featured the story of James
Potten, who was sent a tumour sample in the post which was supposed to be delivered to
the Royal Free Hospital. The Guardian interviewed Andrew Pulver, who said the Royal Free
Hospital A&E department saved his life. The digital team worked with inflammatory bowel
disease (IBD) nurse Kay Greveson to carry out a Twitter debate on IBD and travel. It also
used the website and social media to encourage patients to get in touch with the Care
Quality Commission ahead of our trust-wide inspection in February. The internal
communications team focused on providing communications support for key projects
including the February CQC inspection and financial recovery programme.
Media stories featuring the trust include:






Dr Michael Jacobs, infectious disease consultant, was awarded a knighthood, in the
Barnet Press, The British Medical Journal, Ham & High, and Camden New Journal
A nurse was struck off after being caught stealing money from the Royal Free
Hospital, in the Ham & High.
Senior doctors were praised in the Barnet Press for supporting their junior
colleagues.
Researchers from the Royal Free London discussed the benefits of dry January in
the Mail Online.
James Potten in Bristol was sent a tumour sample which was intended for the Royal
Free Hospital, in the Mail Online, BBC News, Daily Star, The Sun, Evening
Standard, The Independent, Western Gazette, The Metro, Cosmopolitan, Express
and The Mirror
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Maurice McElroy, blues drummer, talked about being treated for an aortic aneurism
to raise awareness for abdominal aortic aneurysm screening, in the Camden New
Journal
Andrew Pulver told The Guardian that the Royal Free Hospital A&E saved his life.
Nina Martynchyk, talked to The Guardian about how the care she received from
nurses helped her through her eating disorder.
Justine Gosling, physiotherapist at the Royal Free London, has walked the iron
curtain to raise money for charity, in the Ham & High.
Enfield Council has approved the plans to redevelop Chase Farm Hospital, in the
Enfield Independent
Patients, staff and visitors are being encouraged to talk to the CQC inspectors at
Barnet Hospital and Chase Farm Hospital, in the Barnet Press, Potters Bar Today
and Hendon Press.

In this period the communications team also:












E

Handled 49 media enquiries including requests for interviews, statements, briefings,
filming and documentary requests.
Issued 18 statements, press releases and web stories.
Had 104,749 website users.
Posted 31 stories, notices and events on the intranet.
Increased the Twitter following by 217 followers to 9,640.
Continued to build the Facebook page, with 68 new ‘likes’ to 3,566 fans.
Published the January issue of Freepress magazine and started work on the
February issue.
Published weekly Freemail staff bulletins.
Provided communications support for key trust projects including the upcoming CQC
inspection, Chase Farm Hospital planning and stakeholder meetings, financial
recovery programme, annual Oscars awards ceremony, PAS PMI merge, Patient
Safety Programme and launch of the new managed print system.
Provided proactive media and internal communications support for the January
doctors’ strike.

NATIONAL NEWS AND DEVELOPMENTS

PRODUCTIVITY IN NHS HOSPITALS – CARTER REVIEW REPORT
Lord Carter of Coles’ final report sets out how non-specialist acute trusts can reduce
unwarranted variation in productivity and efficiency across every area in the hospital to save
the NHS £5 billion each year by 2020 to 2021.
The final report builds on the findings of the interim report and sets out further findings of
variation across 32 non-specialist acute trusts.
Lord Carter has been appointed as a non-executive director at NHS Improvement and will
continue to input into the implementation of his recommendations.
The recommendations are summarised below and will be mapped across to the trust’s QIPP
and 20:20 programmes.
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Recommendations
1. Human Resources:
 NHS Improvement (NHS I) to develop a national people strategy by Oct-16
 leadership, capability, turnover, absence, anti-bullying, succession planning
2. Right team in the right place at the right time:
 NHSI to collect efficiency metrics (care hours per patient day (CHPPD) monthly
for nursing from Apr-16 and AHPs from Apr-17
 Consultant job planning analysis)
 E-rostering must be implemented by all trusts
 Trust must implement the guide on enhanced care (specialling)
 Trusts must improve understanding of role and output of AHPs
 Trusts must comply with agency rule
3. Hospital Pharmacy Transformation Programme:
 Trusts will allocate a board member to work with the chief pharmacist to develop
plans to achieve benchmarks by Apr-17
 Reduce administration and infrastructure time, minimum 80% pharmacist time on
drugs optimisation and safety
 Trusts must implement e-prescribing
 Finance director and chief pharmacist ensure coding of drugs is accurate
 National publishing of key drug saving opportunities
 Rationalisation of hospital pharmacy procurement and procurement
4. Pathology and Radiology:
 Trusts should ensure achieve benchmarks set by NHSI by Apr-17
 NHSI to publish guidance on joint ventures and managed equipment services by
Oct-16
 NHSI to develop productivity metrics by Dec-16
 NHSI will host the pathology quality assurance dashboard
5. Procurement:
 Trusts to send procurement information monthly to NHSI to create a national price
index – starting with 100 products
 NHSI provide spend analysis and benchmarking solution by Apr-17
 10% reduction in non-pay cost by Apr-18
 Implementing standards for consistent reporting and analysis, 90% addressable
spend on catalogue
6. Estates:
 Maximum 35% floor space is non-clinical
 Minimum 2.5% is unoccupied space
 Trusts to ensure will meet NHSI benchmarks by Apr-17
 Trusts to embed estate costs in PLICS
7. Corporate:
 Corporate and admin functions not exceed 7% of income by Apr-18, 6% by 2020
 Trusts submit plans to NHSI if exceeds 7% in 2015-16
 Trusts to test shared service solutions
8. Unwarranted variation:
 NHSE and NHSI to set standards and benchmarks by specialty, and analyse
variation
 Trusts to implement “Get it right first time” (GIRFT)
 NHSI to set up national registries
 Trust Boards mandated to review 3 specialties a month against benchmarks by
Oct-16
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9. IT enablement:
 e-rostering, e-prescribing, electronic health records, e-catalogue and procurement
to be in place and integrated by Oct-18
 DoH to make funding available to support the e-initiatives
10. Patient care in the right place:
 NHSI and NHSE to set out how trusts can work tactically with the health and
social care system to facilitate transfer at the right time
 Test models of alternative provision such as sub-acute step down
11. System wide collaboration:
 Trusts to implement Vanguards, new care models and Success Regime
programmes
 Trust Boards to work with NHSE and NHSI to set out local plans to increase
coordination across health system
12. Model Hospital:
 NHSI to develop metrics and benchmarks
 Trusts to reconcile ESR to financial ledger weekly (95% reconciliation by Oct-16)
 NHSI to provide trusts with 10 comparators by Specialty to highlight the
opportunities
13. Quality and Efficiency:
 NHSI and NHSE to set up an integrated performance framework based on the
Model Hospital
 Trusts commit to cleanse information for robust reporting
14. Board:
 CEO to set out savings plans for the trust and additional savings that require
system wide action
 CEO to ensure data sent in relation to Model Hospital is robust
 CEO responsible for trust meeting deadlines
 Chair and CEO prepare trust for using the Model Hospital and Integrated
performance framework
 Director of nursing responsible for e-rostering implementation and measurement
of CHPPD
 Medical director ensures all consultants have up to date job plans
 Medical director ensures GIRFT recommendations are implemented
 Finance director ensure the Trust meets the procurement benchmarks by 2018
 HR director responsible for implementing the nine management practices.
15. National:
 NHSI to develop Model Hospital and integrated performance framework
 NHSI to collate and publish reports on performance data
 NHSI to agree phased implementation of Model Hospital and integrated
performance framework
 NHSI to provide mandated training for executives and non-executives to create a
shared understanding of the challenges and targets
NATIONAL GUARDIAN FOR FREEDOM TO SPEAK UP
The CQC has announced the appointment of Dame Eileen Sills, chief nurse at Guy’s and St
Thomas’ NHS Foundation Trust, as national guardian for the freedom to speak up in the
NHS.
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MONITOR AND NHS TDA JOINT BOARD MEETING – 17 DECEMBER 2015
Below is a summary of the issues discussed by Monitor and the TDA at their first joint board
meeting.
Provider policy update
The NHS TDA benchmarking tool has been quality assured internally and is now
available to FTs as well as NHS trusts. The tool gives information to providers on
efficiency opportunities and is consistent with the Carter Review letters.
Shared planning guidance
 NHS organisations are required to produce individual operational plans for
2016/17 and health and care systems must each work together to produce, for
the first time, a sustainability and transformation plan (STP)covering the period
from October 2016 to March 2021.
 From the £2.14bn ‘sustainability and transformation fund’ for 2016/17, £1.8bn
will be used to stabilise NHS operational performance, and £340m for
transformation. The fund will grow to £2.9bn in 2017/18, and £3.4bn in 2020/21.
 Areas will make proposals for their unit of planning by 29 January (for national
agreement), full plans will be submitted by the end of June and reviewed by the
end of July. Further guidance will be made available shortly.
New care models
 A national steering group on issues relating to provider regulation,
accountability and governance for the vanguards had its first meeting on 15
January. Membership includes vanguard leads, the CQC and NHS
Improvement.
 The first phase of an in-depth analysis of potential governance, accountability
and regulatory issues is now underway.
Agency caps
 After eight weeks, price caps for agency staff have had a positive effect, with
the number of shifts exceeding the caps 40% lower than in the first week of
implementation. Prices will be ratcheted down on 1 February as planned.
 By 1 April, all agency procurement for all staff will have to be via approved
frameworks, and expenditure ceilings will be extended to all agency.
 Access to the sustainability and transformation fund will be conditional on
sustained reduction in agency expenditure.
Pricing update
 Draft 2016/17 prices were published alongside the planning guidance on 22
December 2015.
 The 2016/17 section 118 consultation notice for national tariff proposals will be
published in February 2016, and the national tariff document by the end of
March.
 In December the Pricing Development team began supporting the Urgent and
Emergency Care vanguard sites to co-develop and test in detail a potential
three-part payment model for urgent and emergency care services.
 The Costing Transformation Programme is on track to publish the new Patient
Level Costing Standards for Roadmap Partners and the Acute Sector (2016/17)
in March 2016.
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NHS ENGLAND BOARD MEETING – 28 JANUARY 2016
The following is a summary of some of the matters discussed at the NHS England Board
meeting:
Chief executive’s report
 Simon Stevens praised the work of staff in the NHS over the Christmas period,
and said that on the whole the service had coped better with this period than the
previous year – milder weather, flu vaccinations, and better operational
preparedness all contributing. An NHS England review of what worked and what
could work better will inform the approach for next winter.
 Within the next few weeks NHS England will issue the tariff consultation (jointly with
NHS Improvement), the proposed 16/17 standard contract, and next year's national
CQUINs. They will jointly agree with NHS Improvement individual provider
performance trajectories to release the first shares of the 16/17 £1.8bn 'sustainability'
funding, via CCGs.
 Simon Stevens also expressed his concern about the possible effect of a junior
doctors’ strike on 10 February, and welcomed Sir David Dalton’s role in leading the
negotiations.
Update on freedom to speak up (whistleblowing in the NHS)
A number of the recommendations from Sir Robert Francis’ review fall to NHS England
to deliver. NHS England will become a “Prescribed Person” with effect from 1 April 2016.
This means that they will need to publish an annual report about engagement with NHS
whistleblowers from primary care starting from16/17.
Cancer task force strategy implementation – progress to date
 The cancer taskforce published a report last year outlining 96 recommendations for
the health system, most of which are for NHS England to lead. Delivery will be
overseen within the FYFV governance structure, and there is also a National Cancer
Transformation Board which the national cancer director will chair.
 The taskforce recommended that a National Cancer Team be established to
lead and coordinate implementation of the report which is being led by Cally
Palmer, CEO, the Royal Marsden NHS Foundation Trust. The strategy also
recommends creating ‘cancer alliances’ at sub-regional level to be owners of
local metrics and be the main vehicles for local service improvement and
accountability - these are also now being established.
 The taskforce estimated revenue costs for implementation of the strategy at between
£700m and £1400m over five years. It also noted progress on a number of key
priorities to date, including:
 New time-to-diagnosis standard: they have developed a draft set of rules for a
new four-weeks-to-diagnosis standard and will be testing it with around five
health economies in 2016/17.
 Developing diagnostics capacity by piloting new earlier diagnosis models.
 A single integrated cancer dashboard, including patient experience and quality
of life measures, launching in April.
Performance report
All figures for November 2015, the latest reporting period:
 1.3% of patients attending A&E were either admitted transferred or discharged within
4 hours. There were 1,874,200 attendances at A&E, 2.4% more than in November
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2014.
There were 153,200 total delayed days due to DTOC, of which 65.6% were in
acute care.
Category A Red 1 calls resulting in an emergency response - proportion arriving
within 8 minutes was 71.9%.
(RTT) incomplete standard was met with 92.4% of patients waiting less than 18
weeks.
The NHS delivered against all eight cancer waiting operational st andards,
except the 62 day standard.
3,454 elective procedures scheduled for 12 January 2016 were postponed as a
result of industrial action.

Finance report
The financial position is much healthier than the last finance report where there was a
£35m spend above plan. There is now an underspend of £145m. The turnaround is
made up from the release of centrally held “depreciation offset” reserves of £78m and
the release of provisions relating to legacy CHC claims totalling £129m.
CQC BOARD MEETING – 16 DECEMBER 2015



The NHS acute programme will be delivered to target in March 2016 and for the
remaining NHS trust sectors by June 2016 as planned. In total the CQC has
now rated 162 NHS trusts and foundation trusts
The time from inspection to report publication is 78 working days on average for
NHS foundation trusts and trusts. The CQC’s full performance report was
included as a separate paper.

HEALTHWATCH ENGLAND UPDATE
Anna Bradley has stepped down as chair of Healthwatch England and as a non
executive member of the CQC board. Katherine Rake has also resigned as
Healthwatch chief executive. Jane Mordue, deputy chair of Healthwatch England, will
act as interim chair and Susan Robinson as interim national director.
Healthwatch England will now become more closely integrated within CQC. This will
not affect Healthwatch’s statutory remit or responsibilities, or how local Healthwatch
work with the CQC, but will mean changes to accountabilities and structures.
The new chair of Healthwatch England will sit on the CQC board as a non executive
member and will report directly to CQC’s chair Peter Wyman. The new national director
will report to David Behan.
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Trust performance dashboard – February 2016

January 16 outturn summary and quarter 4 forecast
For January currently only A&E data are available; the trust failed the standard for the month,
outturning at 87.23% against the 95% standard.
For quarter 4 the trust is forecasting a Green rating, but target failure in relation to referral to
treatment 18-weeks incomplete pathways, Cancer 62 days from GP referral and A&E
standards. All three standards are rated as High risk. Given the November 15 fail in relation
to Cancer 62 days from screening service referral, the High risk rating has been retained for
January 16. The Barnet and Chase Farm hospital site failed the Breast symptomatic two
week indicator in December 15, outturning at 91.11% against the 93% standard, but the
indicator was achieved for quarter 3 as a whole at both site and trust level. Given the
December fail this indicator has been upgraded from Low to Medium risk with the All cancer
two week wait indicator downgraded from Medium to Low risk following three consecutive
months of target compliance at site and trust level.
A&E
For January the combined trust outturned at 87.23% against the 95% standard. Both the
Royal Free hospital site and the Barnet and Chase Farm hospital sites failed the indicator,
outturning at 89.88% and 85.46% respectively. Performance is being influenced by a
continued growth in attendances. In January at the Royal Free hospital site there has been a
16.7% growth in all attendances and a 22.7% growth in ambulance attendances. Looking at
the Barnet hospital site there has been a 12.8% growth in all attendances and a 12.7%
growth in ambulance attendances.
In addition to significant increases in attendances, performance is also being influenced by
reduced bed flow across both the Royal Free hospital and Barnet and Chase Farm hospital
sites. At combined trust level, during December 15 and January 16 the three sites had an
average of 130 beds a day blocked by a combination of delayed transfers of care and
patients who were medically fit to be discharged - this equates to 14% of the trust’s total
general and acute bed stock, or the equivalent of more than four wards. This compares with
an average of 102 per day from April 15 through to November 15, an increase of 27%.
C. difficile – lapses in care
Data are not yet available for December 15 and January 16. For quarter 3 to date (October
and November) the combined trust achieved the C. difficile indicator, recording 4 infections
against a trajectory of 12, with 3 infections recorded at the Royal Free hospital site and 1 at
the Barnet and Chase Farm hospital site. In relation to “all attributable infections” the trust
exceeded the NHS national contract trajectory for quarters 1 and 2, but was compliant for
quarter 3, in the latter period recording 14 infections against a trajectory of 17. For January
16 5 infections were recorded against a trajectory of 6 with 3 infections recorded at the Royal
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Free hospital site and 3 at the Barnet and Chase Farm sites. This expression of the indicator
should therefore be regarded as “High risk”. However Monitor includes only “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
From October 15 performance against the incomplete pathways standard is the single
national RTT indicator and the only RTT metric presented in this report. Incomplete pathway
performance decreased from 87.5% in November to 86.7% in December. Performance
against the 92% Incomplete pathways standard peaked in October but has fallen back by
2.8% in December. This was influenced partly by effects of the PAS/PMI merger conducted
at the end of October, and also by reduced elective activity over the course of Christmas and
New Year it is anticipated that this will be corrected with trajectory compliance re‐established
from January/February 16.
Cancer 62 Days from GP referral:
For December the combined trust outturned at 75.7% with the Royal Free hospital site
outturning at 84.8% and the Barnet and Chase Farm hospital site outturning at 68.9%. The
outturn performance represents a “planned” fail of the indicator while backlog clearance is
undertaken. However it is now clear that the trust’s trajectory delivering compliance at the
end of December 15 has not been achieved as a result of fewer pathways and breaches
being treated than planned. This has resulted in a slower rate of breach backlog clearance
than originally modelled. The trust has therefore re-modelled backlog clearance based on a
realistic increase in activity required to reduce backlog and deliver a sustainable waiting list.
The model and approach has been fully reviewed with NHS IMAS who have confirmed the
approach represents a reasonable way to develop a waiting list reduction programme. The
remodelled trajectory delivers compliance against the 85% standard in April 2016; the
trajectory has recently been agreed with NHSE (London) and local commissioners.
Cancer 62 days from screening:
For November the combined trust failed the national standard outturning at 85.7% against
the 90% standard. For December 15 the combined trust outturned at 98.0% resulting in a
performance of 93.0% and therefore compliance for the quarter as a whole.
Action required/recommendation
For information and agreement
Trust strategic priorities and business planning objectives
supported by this paper

1.
2.
3.
4.
5.

Excellent outcomes – to be in the top 10% of our peers on
outcomes
Excellent user experience – to be in the top 10% of relevant
peers on patient, GP and staff experience
Excellent financial performance – to be in the top 10% of
relevant peers on financial performance
Excellent compliance with our external duties – to meet our
external obligations effectively and efficiently
A strong organisation for the future – to strengthen the
organisation for the future
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Board assurance risk
number(s)

X
X

X
X

CQC Regulations supported by this paper
Regulation 8 ⃰
Regulation 9
Regulation 10
Regulation 12
Regulation 17
Regulation 18
Regulation 20A⃰

General
Person-centred care
Dignity and respect
Safe care and treatment
Good governance
Staffing
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 Will Smart
Chief Information Officer
Author(s)
Tony Ewart
Head of Performance
Date
12 February 2016
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Trust Board Performance Dashboard
Performance for January 2016 and Quarter 4
Produced on 12 February 2016
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January 2016

Monitor Risk Assessment Scorecard April 2015 to March 2016
Royal Free London NHS Foundation Trust
2015/16

Monitor Indicators of Governance Concerns - April 2015 - March 2016

Q4

Q1

Q2

Q3

Jan-16

Q4 Actual/
Forecast

Target

Weighting

Rolling
Risk Assessment

*A&E - 95% of patients admitted, transferred or discharged within 4-hours

94.4%

97.1%

95.8%

93.4%

87.2%

87.2%

>= 95%

1.0

High

14

4

5

4

Compliant

Compliant

Q4 <= 16

1.0

Low

92.1%

88.5%

88.0%

86.7%

Fail

Fail

>=92%

1.0

High

***All Cancer 31 day second or subsequent treatment surgery
drug
radiotherapy

99.3%
100%
99.1%

98.2%
100.0%
100.0%

100.0%
100.0%
100.0%

100.0%
100.0%
100.0%

Compliant
Compliant
Compliant

Compliant
Compliant
Compliant

>=94%
>=98%
>=94%

1.0

Low

***All Cancer 62 days wait for first treatment:
from urgent GP referrals:
from a screening service

72.5%
98.9%

76.4%
90.5%

69.1%
94.8%

73.3%
93.0%

Fail
Compliant

Fail
Compliant

>=85%
>= 90%

1.0

High

99.8%

99.5%

98.9%

99.2%

Compliant

Compliant

>=96%

1.0

Low

95.5%
94.1%

95.0%
98.7%

94.7%
95.3%

96.2%
96.4%

Compliant
Compliant

Compliant
Compliant

>=93%
>=93%

1.0

Medium

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Meeting the
6 criteria

1.0

Low

Green

Green1

Green1

Green1

Green1

Green1

1

1

1

1

2

2

**C difficile number of cases against plan

***Maximum time of 18 weeks from point of referral to treatment in
aggregate for patients on an incomplete pathways

***All cancers: 31 day wait from diagnosis to first treatment
***Cancer: two week wait from referral to date first seen
All cancers
Symptomatic breast patients

Compliance with requirements regarding access to healthcare for people with
learning disabilities

Monitor overall governance thresholds:

Trust Rating:

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

Weighting:

1

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

* Denotes actual data for January 2016
**C. difficile data is only available to November 2015
***Cancer & 18-weeks data is only available to December 2016
Note: C. difficile RAG rating applied on the basis of the cumulative quarterly
i
f th t j t
1

The overall trust rating has been modified following application of the Monitor governance framework adjustment, refer to commentary
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Monitor Risk Assessment Scorecard April 2015 to March 2016
Royal Free Hospital

2015/16

Monitor Indicators of Governance Concerns - April 2015 - March 2016

Q4

Q1

Q2

Q3

Jan-16

Q4 Actual/
Forecast

Target

Weighting

Rolling
Risk Assessment

*A&E - 95% of patients admitted, transferred or discharged within 4-hours

93.9%

95.9%

94.7%

93.3%

89.9%

89.9%

>= 95%

1.0

High

7

3

1

3

Compliant

Compliant

Q4 <=7

1.0

Low

92.1%

90.8%

90.6%

87.5%

Fail

Fail

>=92%

1.0

High

***All Cancer 31 day second or subsequent treatment surgery
drug
radiotherapy

98.6%
100%
99.1%

96.9%
100.0%
100.0%

100.0%
100.0%
100.0%

100.0%
100.0%
100.0%

Compliant
Compliant
Compliant

Compliant
Compliant
Compliant

>=94%
>=98%
>=94%

1.0

Low

***All Cancer 62 days wait for first treatment:
from urgent GP referrals:
from a screening service

84.6%
100%

83.1%
75.8%

74.7%
91.2%

72.6%
92.6%

Fail
Compliant

Fail
Compliant

>=85%
>= 90%

1.0

High

***All cancers: 31 day wait from diagnosis to first treatment

99.6%

98.7%

97.8%

98.5%

Compliant

Compliant

>=96%

1.0

Low

***Cancer: two week wait from referral to date first seen
All cancers
Symptomatic breast patients

99.3%
98.6%

97.4%
99.4%

97.9%
97.6%

98.7%
98.8%

Compliant
Compliant

Compliant
Compliant

>=93%
>=93%

1.0

Low

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Meeting the
6 criteria

1.0

Low

Green1

Green1

Green1

Green1

Green1

Green1

1

1

2

2

2

2

**C difficile number of cases against plan
***Maximum time of 18 weeks from point of referral to treatment in aggregate for
patients on an incomplete pathways

Compliance with requirements regarding access to healthcare for people with
learning disabilities

Monitor overall governance thresholds:

Trust Rating:

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

Weighting:

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

* Denotes actual data for January 2016
**C. difficile data is only available to November 2015
***Cancer & 18-weeks data is only available to December 2016
Note: C. difficile RAG rating applied on the basis of the cumulative quarterly
i
f th t j t
1
The overall trust rating has been modified following application of the Monitor governance framework adjustment, refer to commentary
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Monitor Risk Assessment Scorecard April 2015 to March 2016
Barnet Hospital and Chase Farm Hospital

2015/16

Monitor Indicators of Governance Concerns - April 2015 - March 2016

Q4

Q1

Q2

Q3

Jan-16

Q4 Actual/
Forecast

Target

Weighting

Rolling
Risk
Assessment

*A&E - 95% of patients admitted, transferred or discharged within 4-hours

94.8%

97.9%

96.6%

93.5%

85.5%

85.5%

>= 95%

1.0

High

7

1

4

1

Compliant

Compliant

Q4 <= 9

1.0

Low

93.7%

85.4%

85.6%

Fail

Fail

>=92%

1.0

High

**C difficile number of cases against plan
***Maximum time of 18 weeks from point of referral to treatment in
aggregate for patients on an incomplete pathways
***All Cancer 31 day second or subsequent treatment surgery
drug
radiotherapy

100.0%
100.0%
NA

100.0%
100.0%

100.0%
100.0%

100.0%
100.0%

Compliant
Compliant

Compliant
Compliant

>=94%
>=98%
>=94%

1.0

Low

***All Cancer 62 days wait for first treatment:
from urgent GP referrals:
from a screening service

66.6%
98.3%

73.4%
95.2%

65.9%
96.0%

73.8%
93.0%

Fail
Compliant

Fail
Compliant

>=85%
>= 90%

1.0

High

***All cancers: 31 day wait from diagnosis to first treatment

100.0%

100.0%

100.0%

100.0%

Compliant

Compliant

>=96%

1.0

Low

***Cancer: two week wait from referral to date first seen
All cancers
Symptomatic breast patients

93.7%
91..8%

93.9%
98.3%

93.2%
94.1%

94.9%
95.2%

Compliant
Compliant

Compliant
Compliant

>=93%
>=93%

1.0

Medium

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Meeting the
6 criteria

1.0

Low

Green1

Green1

Green1

Green1

Green1

1

1

1

2

2

Compliance with requirements regarding access to healthcare for people with
learning disabilities

Monitor overall governance thresholds:
Trust Rating:
Green: a service performance score of <4.0 and <3 consecutive quarters' breaches
Weighting:
of a single metric

Green
2

1

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

* Denotes actual data for January 2016
**C. difficile data is only available to November 2015
***Cancer & 18-weeks data is only available to December 2016
Note: C. difficile RAG rating applied on the basis of the cumulative quarterly
expression of the trajectory
1

The overall trust rating has been modified following application of the Monitor governance framework adjustment, refer to commentary

4

Trust Performance Dashboard

Commentary and Exception Report

Month: January 2016

Risk Assessment Framework Ratings Summary
December 15 and quarter 3 outturn summary:
With all December and quarter 3 data now available, apart from C. difficile, the trust outturned the month and the quarter with a Green rating. Failed
standards included compliance against the A&E 4‐hour maximum waiting time, referral to treatment 18‐weeks incomplete pathways and Cancer 62 days
from GP referral. Last month’s report noted a November 15 fail in relation to Cancer 62 days from screening service referral. In respect of the two Cancer 62
days indicators (GP and Screening service referral) Monitor treats these as two halves of the same indicator, with a fail against one indicator equating to an
overall fail. The trust achieved compliance against the screening service standard in December and for the quarter as a whole, however due to the fail
recorded against the GP referral element of the indicator the trust failed the overall standard. In relation to the referral to treatment 18‐weeks incomplete
pathways standard, Monitor sets aside underperformance against this indicator in calculating the trust’s governance rating on the basis that significant
operational improvement is required following the acquisition of Barnet and Chase Farm Hospitals NHS Trust.
January 16 outturn summary and quarter 4 forecast
For January currently only A&E data are available; the trust failed the standard for the month, outturning at 87.23% against the 95% standard.
For quarter 4 the trust is forecasting a Green rating, but target failure in relation to referral to treatment 18‐weeks incomplete pathways, Cancer 62 days
from GP referral and A&E standards. All three standards are rated as High risk. Given the November 15 fail in relation to Cancer 62 days from screening
service referral, the High risk rating has been retained for January 16. The Barnet and Chase Farm hospital site failed the Breast symptomatic two week
indicator in December 15, outturning at 91.11% against the 93% standard, but the indicator was achieved for quarter 3 as a whole at both site and trust
level. Given the December fail this indicator has been upgraded from Low to Medium risk with the All cancer two week wait indicator downgraded from
Medium to Low risk following three consecutive months of target compliance at site and trust level.
A&E
For January the combined trust outturned at 87.23% against the 95% standard. Both the Royal Free hospital site and the Barnet and Chase Farm hospital
sites failed the indicator, outturning at 89.88% and 85.46% respectively. Performance is being influenced by a continued growth in attendances: between
April 2015 and January 2016 against the same period in 2014/15 there has been a 3.0% growth in all attendances and a 2.2% growth in ambulance
attendances at the Royal Free hospital site; for January there was a 16.7% growth in all attendances and a 22.7% growth in ambulance attendances.
Looking at the Barnet hospital site and comparing the same periods there has been a 5.4% growth in all attendances and a slight reduction of 1.0% in
ambulance attendances; however for January there has been a 12.8% growth in all attendances and a 12.7% growth in ambulance attendances.
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Month: January 2016

In addition to significant increases in attendances, performance is also being influenced by reduced bed flow across both the Royal Free hospital and Barnet
and Chase Farm hospital sites. At combined trust level, during December 15 and January 16 the three sites had an average of 130 beds a day blocked by a
combination of delayed transfers of care and patients who were medically fit to be discharged ‐ this equates to 14% of the trust’s total general and acute
bed stock, or the equivalent of more than four wards. This compares with an average of 102 per day from April 15 through to November 15, an increase of
27% (see the table below).

Delayed Transfers of Care and
Medically Fit Pending Transfers ‐
January 2016

Royal Free
hospital

Barnet hospital

Chase Farm
hospital

Total

Average daily
beds blocked

Delayed Transfers of Care occupied
bed days

251

368

390

1,009

36

Medically Fit Pending Discharges
occupied bed days

931

876

853

2,660

94

1,182

1,244

1,243

3,669

130

42

44

44

130

Total occupied bed days

Average daily beds blocked

C. difficile – lapses in care
Data are not yet available for December 15 and January 16. For quarter 3 to date (October and November) the combined trust achieved the C. difficile
indicator, recording 4 infections against a trajectory of 12, with 3 infections recorded at the Royal Free hospital site and 1 at the Barnet and Chase Farm
hospital site. However, given the lag‐time resulting from the commissioner sign‐off process, data are complete only to the end of July, with 8 infections
requiring attribution for the months of August to December 15 and a further 4 in January 16. Following attribution eventually some or all of these infections
may be allocated to the trust. The table below presents the total volume of infections relating to “lapses in care” as well as the total attributable including
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Month: January 2016

those that do not relate to “lapses in care”, presented by main hospital site against trajectory. In relation to “all attributable infections” the trust exceeded
the NHS national contract trajectory for quarters 1 and 2, but was compliant for quarter 3, in the latter period recording 14 infections against a trajectory of
17. For January 16 5 infections were recorded against a trajectory of 6 with 3 infections recorded at the Royal Free hospital site and 3 at the Barnet and
Chase Farm sites. This expression of the indicator should therefore be regarded as “High risk”. However Monitor includes only “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
From October 15 performance against the incomplete pathways standard is the single national RTT indicator and the only RTT metric presented in this
report. Incomplete pathway performance decreased from 87.5% in November to 86.7% in December. Performance against the 92% Incomplete pathways
standard peaked in October but has fallen back by 2.8% in December. This was influenced partly by effects of the PAS/PMI merger conducted at the end of
October, and also by reduced elective activity over the course of Christmas and New Year it is anticipated that this will be corrected with trajectory
compliance re‐established from January/February 16. A view of actual performance against trajectory is provided in the bar chart below.
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RTT Incomplete Pathway Performance against
Trajectory
90.0%
89.0%
88.0%

89.5%

89.27%
88.78%

88.7%

88.30%
87.81%

87.5%
86.7%

87.0%
86.0%
85.0%
Sep‐15

Oct‐15
Actual performance

Nov‐15

Dec‐15

Trajectory

Cancer 62 Days from GP referral:
For December the combined trust outturned at 75.7% with the Royal Free hospital site outturning at 84.8% and the Barnet and Chase Farm hospital site
outturning at 68.9%. 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, Skin and
Upper GI. Specific issues in both the Urology and Skin pathway, such as imaging and biopsy diagnostic clinics, have been addressed, as have extended
waiting times at tertiary treatment centres. Waiting times at the front end of tumour site pathways, such as initial referral to first appointment two week
waits and waits for diagnosis are improving as a result. However the trust is still working through considerable volumes of breach backlog pathways which
built up prior to the implementation of the improvement programmes.
The outturn performance of 75.7% represents a “planned” fail of the indicator while backlog clearance is undertaken. However it is now clear that the
trust’s trajectory delivering compliance at the end of December 15 has not been achieved as a result of fewer pathways and breaches being treated than
planned. This has resulted in a slower rate of breach backlog clearance than originally modelled. The trust has therefore re‐modelled backlog clearance
based on a realistic increase in activity required to reduce backlog and deliver a sustainable waiting list. The model and approach has been fully reviewed
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with NHS IMAS who have confirmed the approach represents a reasonable way to develop a waiting list reduction programme. The remodelled trajectory
delivers compliance against the 85% standard in April 2016; the trajectory has recently been agreed with NHSE (London) and local commissioners.
Cancer 62 days from screening:
For November the combined trust failed the national standard outturning at 85.7% against the 90% standard. For December 15 the combined trust
outturned at 98.0% resulting in a performance of 93.0% and therefore compliance for the quarter as a whole.
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 Incomplete pathways indicator for a specific time period in relation to assessing compliance against the
Monitor scorecard.
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Paper 8

Trust board
INCOME & EXPENDITURE POSITION JANUARY 2015/16
Executive summary
Income & Expenditure Position
The bottom line income and expenditure position for January is a deficit of £0.6m
which is a favourable variance of £0.1m compared to plan. The position for the year to
date is a deficit of £18.8m which is an adverse variance of £11.0m compared to plan.
The bottom line January position is £2.0m favourable compared to previous forecast.
Capital Expenditure
Capital expenditure for the year to date is £50.6m which is £0.4m below plan.
Expenditure in January was £4.3m which is £1.3m above plan. Forecast capital
expenditure for the year is £60.0m which is £8.6m less than plan.
Cash
Cash balance at the end of January was £8.8m which is £54.9m below plan. This is
due to NHS debt for prior year contracts and ongoing underpayment of 15/16 SLAs.
The 14/15 outstanding SLAs for the main commissioners have not yet been fully paid
and therefore contribute to the lower than expected cash balance. In addition cash has
also been adversely impacted by the GP Lead programme that that the Trust is
hosting due to payments being made in arrears for GP salaries.
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 -2.8% with forecast for the
year of -2.2%. The forecast is for a normalised surplus in quarter 4 which would
provide the basis for an improved rating in 2016/17.
Action required
For discussion.
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Trust strategic priorities and business planning objectives
supported by this paper
3.

Excellent financial performance – to be in the top 10% of
relevant peers on financial performance

CQC outcomes supported by this paper
26

Financial position

Equality analysis
No identified negative impact on equality and diversity
Report from
Author(s)

Caroline Clarke, Director of Finance
Mike Dinan, Director of Financial Operations

Date

12 February 2016
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Board assurance risk
number(s)

Financial Performance Report
January 2015

1

FINANCIAL PERFORMANCE EXECUTIVE SUMMARY
January 2015
Measure

Description

Status

Position

Trend

Variation

4
Plan
2

-2

Net surplus/(deficit) YTD:
Plan (£7.8m), Actual (£18.8m),
Variance (£11.0m) adverse

Jan-16

Dec-15

Nov-15

Oct-15

Sep-15

Aug-15

Jul-15

Jun-15

May-15

Apr-15

Mar-14

Dec-14

-6

Feb-14

-4

Jan-14

R

Actual
0
£m

Net income and
Normalised Net expenditure excluding
profit from fixed asset
Surplus /
disposals and fixed asset
(Deficit)
impairments

Net surplus/(deficit) in month:
Plan (£0.7m), Actual (£0.6m),
Variance (£0.1m) favourable

NHS Clinical Income excluding TEDD: (£7.5m) adverse YTD, (£2.4m) adverse inmonth. This reflects reduced elective and non-elective activity.
Other Income: (£3.7m) adverse YTD, £0.1m favourable in-month. The YTD adverse
variance relates primarily to private patient activity.
Pay excluding Integration: (£16.8m) adverse YTD, (£1.4m) adverse in-month.
Overspending is due to QIPP shortfalls and high agency staffing costs.
Non-Pay excluding Integration & TEDD: (£9.0m) adverse YTD, (£0.2m) favourable
in-month. Key overspends YTD are for clinical supplies, outsourcing and QIPP
shortfalls.
Integration: £4.2m favourable YTD, £0.6m favourable in-month.

5

Plan

2

Actual
Jan-16

Dec-15

Nov-15

Oct-15

Sep-15

Aug-15

Jul-15

Jun-15

May-15

Apr-15

0

Mar-14

1
Feb-14

QIPP year to date:
Plan £40.0m, Actual £30.1m,
Variance (£9.9m) adverse

3

Jan-14

R

4

Dec-14

QIPP in month:
Plan £4.3m, Actual £4.3m,
Variance break-even

£m

QIPP Savings

Savings against the
recurrent QIPP savings
plan. The plan includes
both cost efficiency or
income generation
schemes.

The Trust achieved £30.1m QIPP savings for the year to date against a plan of
£40.0m giving an adverse variance of £9.9m against plan. Shortfalls are primarily
due to unidentified savings targets.
YTD Shortfalls are primarily due to unidentified savings targets (£12.2m).
- Reported over performance on efficiency savings schemes £0.1m
- Reported over performance on Other/Divisional Programmes £2.2m

12

8
Plan

6

Actual

4

Chase Farm: Activity forecast based on revised in year position. Activity on track.
Chase Farm Decant: Work complete and within CAPEX.
Endoscopy Surg: Work complete and within CAPEX.
Forward plant rep: Compliance backlog on track.
6 Facet Survey: Backlog improvements on track.
A&E Scheme within Capex but delays to contract 1
Core Bio: In year spend on track with Pathology JV
New Generator: Programme resequenced due to operational requirement.
Opthamology: Works completed within CAPEX.

J
a…

D
e…

N
o…

O
c…

S
e…

A
u…

J
u…

J
u…

M
a…

A
p…

0

M
a…

2
F
e…

CAPEX year to date:
Plan £51.0m, Actual £50.6m,
Variance (£0.4m) favourable

J
a…

A

D
e…

Year to date cumulative
expenditure in noncurrent assets.

10

£m

Capital
Expenditure

CAPEX in month:
Plan £2.9m, Actual £4.3m,
Variance (£1.3m) adverse

150

£m

Plan

50

2014/15

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.

R

Jan-16

Dec-15

Nov-15

Oct-15

Sep-15

Aug-15

Jul-15

Jun-15

May-15

Apr-15

Actual
Mar-14

0

Feb-14

Cash balance:
Plan £63.7, Actual £8.8m,
Variance £54.9m adverse

Jan-14

R

100

Dec-14

Cash

Cash held with the
government banking
service and in commercial
banks.

Cash flow in month:
Plan (£0.9m), Actual £11.3m,
Variance £12.2m adverse

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

4

4

1

1

1

1

2

2

2

2

2

2

2

2

Normalised I&E Margin
I&E Margin Plan Variance
Overall

3

4

Cash continues to be below the planned level in January due to NHS debt for prior
year contracts and ongoing underpayment of 15/16 SLAs. The 14/15 outstanding
SLAs for the main commissioners have not yet been paid and therefore contribute
to the lower than expected cash balance. In addition cash has also been adversely
impacted by the GP Lead programme that that the Trust is hosting due to payments
being made in arrears for GP salaries.

4
2

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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Paper 9

Board and committee effectiveness review – terms of reference
Executive summary
Effective board meetings and sub-committees of the board are a key part of an effective
governance structure and it is important to ensure that the trust’s organisational governance
remains compliant with best practice. This will be the focus of the external governance
review, which the board has been advised of previously and also feeds into the annual
governance statement in the trust’s annual report (this includes the requirement for the
directors to state in the annual report how the performance evaluation of the board and its
committees has been conducted. This will also be required as evidence as part of the well
led governance review, on which the board has been advised separately.
The current governance for the trust is provided through a properly constituted board
established in accordance with the Trust’s constitution. The trust board has the following
approved sub-committees:
•
•
•
•
•
•
•
•

Audit committee
Finance and performance committee
Strategy and investment committee
Patient and staff experience committee
Patient safety committee
Clinical performance committee
Remuneration committee
Trust executive

It is proposed to establish an annual board and committee effectiveness review, to be led by
the respective committee chairs with support from the board/committee secretary, which will
reflect best practice from the Monitor Code of Governance and Intelligent Board and use the
following principles:
•
•
•
•

the need for sub-committees to strengthen the governance arrangements of the trust
and support the Board in the achievement of the trust’s strategic objectives
the requirement for a committee structure that strengthens the role of the Board in
strategic decision making and supports the role of non-executive directors in
challenging executive management actions
maximising the value of the input from non-executive directors, given their limited
time commitment
supporting the board in fulfilling its role, given the nature and magnitude of the trust’s
agenda.

As part of this, each committee will agree an annual work plan and regularly review progress
against the plan as well as reflecting at the end of each meeting on what was achieved at the
meeting and whether there were any learning points. The outcome of the effectiveness
review will be an annual report from each committee to the board, which will include
recommendations regarding changes to the committee’s terms of reference.
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However in the meantime, the board is asked to approve the revised terms of reference for
the board committees, which were all reviewed and agreed by the committees during June
and July 2015. No major changes were made.
A more detailed report on the annual effectiveness review process and timetable will be
provided at the March board meeting.
Action required
To note the annual effectiveness review and to approve the revised committee terms of
reference.
Trust strategic priorities and business planning objectives
supported by this paper
1.
2.
3.
4.
5.

Board assurance risk
number(s)

Excellent outcomes – to be in the top 10% of our peers on
outcomes
Excellent user experience – to be in the top 10% of relevant
peers on patient, GP and staff experience
Excellent financial performance – to be in the top 10% of
relevant peers on financial performance
Excellent compliance with our external duties – to meet our
external obligations effectively and efficiently
A strong organisation for the future – to strengthen the
organisation for the future

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 Emma Kearney, director of corporate affairs and communications
Date 15 February 2016
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AUDIT COMMITTEE
TERMS OF REFERENCE
Overview and purpose
The audit committee is the senior independent non-executive committee of the trust board.
It will provide the board with an independent and objective review of:
•
•
•

the effectiveness of the organisation’s governance, risk management and internal control
systems;
the integrity of the trust’s financial statements in particular the trust’s annual report and
accounts;
the work of internal and external audit and Local Counter Fraud providers and any actions
arising from their work;

The audit committee may review the findings of other assurance functions such as external
regulators and scrutiny bodies and other sub-committees of the board.
Authority
The audit committee is authorised by the board to seek any information it requires from within the
organisation and to commission independent studies if it considers these necessary.
Responsibilities
1. Governance, risk management and internal control
The committee will review the establishment and maintenance of an effective system of integrated
governance, risk management and internal control, across the whole of the organisation’s activities
(both clinical and non-clinical), that support the achievements of the organisation’s objectives.
a. The committee will review the adequacy and effectiveness of:
- All risk and control related disclosure statements (in particular the Annual Governance Statement)
together with any accompanying head of internal audit statement, external audit opinion or other
appropriate independent assurances.
- The underlying assurance processes that indicate the degree of achievement of corporate
objectives, the effectiveness of the management of principal risks and the appropriateness of the
above disclosure statements.
- The process for ensuring compliance with relevant regulatory, legal and code of conduct
requirements and related reporting and self-certification.
b. To review on behalf of the board the operation of and proposed changes to standing
orders, standing financial instructions, codes and standards of conduct.
c. To maintain vigilance regarding the key financial, operational, and strategic risks facing the
business, including regular review of the board assurance framework.
In carrying out this work the committee will primarily utilise the work of Internal Audit, External Audit
and other assurance functions, but will not be limited to these audit functions. It will also seek
reports and assurances from officers as appropriate, concentrating on the overarching systems of
governance, risk management and internal control, together with indicators of their effectiveness.
This will be evidenced through the committee’s scrutiny and use of an effective Board Assurance
Framework to guide its work and that audit and assurance functions that report to it.
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2. Financial reporting
a. To ensure that systems for financial reporting to the board, including those of budgetary
control, are subject to review as to completeness and accuracy of the information provided.
b. To monitor the integrity of the financial statements, and any formal announcements relating
to the trust’s financial performance
c. The audit committee shall review the annual report and financial statements before
submission to the board, focusing particularly on:
- The wording in the Annual Governance Statement and other disclosures relevant to the terms of
reference of the committee
- Changes in, and compliance with, accounting policies, practices and estimation techniques
- Unadjusted mis-statements in the financial statements
- Significant adjustments resulting from the audit
- Letter of representation
- Qualitative aspects of financial reporting.
d. To receive regular reports regarding losses, overpayments, compensation payments and
tender waivers.
3. Internal audit
The committee shall ensure that there is an effective internal audit function that meets mandatory
NHS Internal Audit Standards and provides appropriate independent assurance to the audit
committee and chief executive. This will be achieved by:
a. Consideration of the provision, cost and quality of the internal audit service and any
questions of resignation or dismissal.
b. Review and approval of the internal audit strategy, operational (risk based) plan and more
detailed programme of work, ensuring that this is consistent with the audit needs of the
organisation as identified in the board assurance framework.
c. Considering the major findings of internal audit work (and the management’s response),
and ensuring co-ordination between the internal and external auditors to optimise audit
resources.
d. Ensuring that the internal audit function is adequately resourced and has appropriate
standing within the organisation.
e. An annual review of the effectiveness of internal audit.
4. External audit
The committee shall review the work and findings of the external auditors and consider the
implications and management’s responses to their work. This will be achieved by:
a. Consideration of the performance of the external auditors.
b. Discussion and agreement with the external auditors, before the audit commences, of the
nature and scope of the audit as set out in the annual plan, and ensuring co-ordination, as
appropriate, with other external auditors in the local health economy.
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c. Discussion with the external auditors of their evaluation of audit risks and assessment of
the trust and associated impact on the audit fee.
d. Review of all external audit reports, including the report to those charged with governance,
agreement of the annual audit letter before submission to the board and any work
undertaken outside the annual audit plan, together with the appropriateness of
management responses.
e. An annual review of the effectiveness of external audit on behalf of the Council of
Governors.
5. Whistle blowing and counter fraud
a. To review the adequacy of the trust’s arrangements by which trust staff may, in confidence,
raise concerns about possible improprieties in matters of financial reporting and control and
related matters or any other matters of concern including patient care and safety.
b. To review the adequacy of the policies and procedures for all work related to fraud and
corruption as required by the counter fraud and security management service.
c. To approve and monitor progress against the operational counter fraud plan.
d. To receive regular reports and ensure appropriate action in significant matters of fraudulent
conduct and financial irregularity
e. To monitor progress on the implementation of recommendations in support of counter
fraud.
f.

To receive the annual report of the local counter fraud specialist.

g. An annual review of the effectiveness of the trust’s local counter fraud services
6. Other assurance functions
a. The committee will review the work of the other committees within the organisation whose
work can provide relevant assurance to the audit committee’s own scope of work. In
particular it will consider the work of the clinical performance committee and the patient
safety committee in assessing the outcome of care, patient safety, and user experience.
b. In reviewing the work of the clinical performance committee, and issues around clinical risk
management, the audit committee will wish to satisfy itself on the assurance that can be
gained from the clinical audit function and other sources of evidence about the overall
quality of care provided.
c. The committee will wish to assure itself of the systems, processes and controls which
underlay the reporting of the trust’s quality data. It will rely mainly on the internal audit
program and the annual external audit review of quality accounts to provide this assurance.
d. The committee shall request and review reports and positive assurances from directors and
managers on the overall arrangements for governance, risk management and internal
control. The committee may request reports from individual functions within the
organisation.
7. Other duties
a. To self-assess performance annually and draw up a plan for improvement as required.
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b. To prepare an annual report commenting on the fitness for purpose of the assurance
framework, risk management arrangements, integration of governance arrangements, the
process undertaken to meet Care Quality Commission compliance and registration and the
robustness of the processes behind the Quality Accounts.
c. To adopt processes that ensure that no Monitor licence condition for which it is the lead is
breached. The committee is responsible for foundation trust licence condition FT4 (NHS
foundation trust governance arrangements).
d. The committee will report annually to the council of governors on the performance of the
external auditors and recommend whether or not to re-appoint them.
Membership1
Chair: Non-executive director
Members: Two non-executive directors
Secretary to the committee: committee secretary
Quorum: two non-executive directors
Attendance
The chief finance officer, senior finance colleagues and appropriate internal and external audit
representatives shall normally attend meetings. The chief executive will be invited to attend at
least annually to present the process for assurance which supports the statement of internal
control and will also be invited to comment on the draft internal audit plan. The medical director
and associate medical director for clinical performance will be invited to attend when necessary.
Other executive directors will be asked to attend to provide assurance for example in managing the
trust’s key risks and whistleblowing.
The committee secretary will attend to take minutes of the meeting and provide appropriate
support to committee members.
Frequency of meetings
The audit committee will meet at least five times each year at the appropriate times in the reporting
and audit cycle and otherwise as required. At least once per year the committee will meet privately
with the internal and external auditors, and local counter fraud specialists.
Reporting arrangements
The minutes of the audit committee will be included in the trust board papers after each meeting.
The chair of the committee shall draw to the attention of the board any issues that require
disclosure to the full board or require executive action.
Approved by audit committee: 21 May 2015
Approved by trust board: April 2014
Terms of Reference review: at least annually.

1

All members shall be independent non-executive directors. At least one member shall have recent and relevant
financial experience.
May 2015

FINANCE AND PERFORMANCE COMMITTEE
TERMS OF REFERENCE
Overview and purpose
The finance and performance committee is a committee of the trust board. It is responsible
for seeking and securing assurance that the trust achieves the high levels of financial and
operational performance expected by the board, namely “consistently in the top 10% in the
UK versus relevant peers.” It will ensure that the Trust achieves its financial and operational
performance targets.
Scope
•

•
•
•

Ensure compliance with Monitor general licence conditions G3 (payment of fees to
Monitor), G9 (application of section 5 (continuity of services)); pricing conditions P1
(recording of information), P2 (provision of information), P3 (assurance report on
submission to Monitor), P4 (compliance with the national tariff), P5 (constructive
engagement concerning local tariff modifications); continuity of service conditions
CoS3 (standards of corporate governance and financial management), CoS5 (risk
pool levy), CoS6 (co-operation in the event of financial stress); and foundation trust
licence condition FT2 (payment to Monitor in respect of registration and related
costs).
Significant variances in in-year financial performance at trust, divisional and service
line level (as this develops).
Significant variances in in-year operational performance at trust, divisional and
service line level.
Responsible for the review of the Annual Plan.

Responsibilities
•
•
•
•
•

•
•
•
•

Ensure the annual plan reflects the directions and priorities agreed at the strategy
and investment committee, and monitor its performance.
Evaluate the trust’s overall financial performance in terms of income, expenditure,
working capital and capital and seek to clarify that the position is in line with
approved plans, targets and milestones.
Regularly review the performance of the Trust against the Monitor compliance
framework and other internal targets as appropriate
Monitor the key financial and performance outcomes at service line level:
performance against targets, activity and market share; unit costs; EBITDA.
Seek assurance from executive directors that, if necessary, appropriate management
action has been taken to return trust performance to plan, and that any such actions
or recovery plans are in place, are adequately resourced, implemented and
monitored.
Seek to understand lessons learned through comparison between service lines that
perform well and those that perform less well.
To ensure that the Trust’s Business Intelligence continues to be fit for purpose, and
that data quality is robust.
To adopt processes that ensure that no Monitor licence condition for which it is the
lead is breached.
To organise and prepare evidence for, and make recommendation to the board in
relation to, the signing of the Monitor quarterly and annual self-certifications. The
committee is responsible for the following:
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o quarterly self-certifications – For finance , that:
The board anticipates that the trust will continue to maintain a financial risk rating of at
least 3 over the next 12 months.
The board confirms that there are no matters arising in the quarter requiring an exception
report to Monitor (per the Risk Assessment Framework, page 22, diagram 6) which have
not already been reported.
For Governance that:
The board is satisfied that plans in place are sufficient to ensure: on-going compliance
will all existing targets (after the application of thresholds) as set out in Appendix A of the
Risk Assessment Framework.
annual self-certifications: 1 – Declaration of sustainability; 2 – continuity of
services 7 – availability of resources; and 3 – Declaration of interim and / or
planned term support requirements.
To monitor benefits realised against investments.
o
•

Membership
Chair
Members
Attendees

Coordinator
Quorum

non-executive director
non-executive director
chief finance officer
chief operating officer
director of planning
divisional director of urgent care (others divisional directors are also welcome to attend)
director of service transformation
director of capital and estates
QIPP programme lead
director of commercial strategy
director of financial operations
assistant director of finance
committee secretary
three members, at least one non-executive director and one executive member

Frequency
The committee will meet monthly.
Reporting arrangements
The committee will provide a monthly report to the trust board which will include:
performance relative to budget; Monitor risk ratings; service line activity, unit costs and
EBITDA %, relative to relevant external benchmarks. The committee will also provide a
monthly performance report, detailing performance against key indicators, exceptions and
management actions.
Agreed by committee: 18 June 2015
Approved by trust board: April 2014
Terms of Reference review: Annually
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STRATEGY AND INVESTMENT COMMITTEE
TERMS OF REFERENCE
Overview and purpose
The strategy and investment committee is a committee of the trust board. It is responsible
for ensuring that the trust’s strategy and investment decisions support the achievement of its
governing objectives by directly taking investment decisions under £3m and making
recommendations to the Board for those over £3m.
Scope
• Strategy:
o the trust’s medium and long-term strategy, including risks
o the annual plan
o service line strategies
• Investment:
o the overall methodology, process and controls which govern investments
o to act as a gateway and review PIDs for novel investments and capital
investments between £1m and £3m for strategic fit
• Transactions:
o asset disposals, acquisitions, joint ventures, major commercial developments
• Compliance:
o ensure compliance with Monitor continuity of service licence condition CoS2
(restriction on the disposal of assets)
Responsibilities
• to review the annual plan and associated documentation
• to review estate strategy
• to develop an investment policy and evaluation process
• to review quarterly the Board Assurance Framework
• to determine trust threshold for key risks, and the resulting scheme of delegation
• to review and recommend approval by the full Board of specific transactions including
asset disposals, acquisitions, joint ventures and any other innovative development
• to adopt processes that ensure that no Monitor licence condition for which it is lead is
breached
• to review and make recommendations to the board in relation to the signing of annual
self-certifications.
In respect of specific investments:
• to confirm that the trust has the legal power to make the proposed investment;
• to ensure a rigorous evaluation has taken place in line with agreed processes;
• to assess the investment with regard to fit with strategy and risks
Membership
Chair:
Members:
Attendees:

chairman
all board directors (non executive and executive)
director of planning; director of commercial strategy; director of financial
operations; director of service transformation; and other executive directors as
required
Coordinator: chief finance officer
Quorum:
four members, at least two non executive and two executive members
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Frequency
The committee will meet monthly.
Reporting arrangements
The committee will provide a monthly report to the trust board.
Agreed by committee: 11 June 2015
Approved by trust board: 30 January 2014
Terms of Reference review: at least annually
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PATIENT AND STAFF EXPERIENCE COMMITTEE
TERMS OF REFERENCE
Overview and Purpose
The trust’s corporate strategy sets out our aims to provide world class care and expertise in
the form of excellent clinical care, research and teaching. By “world class” we mean to begin
by being in at least the top 10% of hospitals in England for:
 clinical quality
 customer satisfaction
 financial performance
The patient and staff experience committee is a committee of the board. It is responsible for
seeking and securing assurance on performance in relation to the experience of patients and
staff, to monitor performance in relation to key outcomes set by the Care Quality
Commission and to ensure that there is a clear performance and governance framework
against these, which is linked to clear consequences for both good and poor performance.
Scope
•
•
•

The experience of both inpatients and outpatients.
The morale, engagement and commitment of staff.
Outcomes and management approach taken (including, but not limited
accountabilities, processes, information, training & development, consequences).

to,

Responsibilities
•
•
•
•
•

•
•
•

Recommend to the board the right measures of patient and staff experience that should
be tracked at both the overall trust and individual service line level
Monitor patient and staff experience outcomes on a quarterly basis at both trust and
service line level
Determine whether there is unequal performance across patient groups and staff groups
and seek assurance that plans are in place to achieve consistent performance
Seek assurance that the management approach to achieving consistent high
recommendation and staff engagement rates is robust and therefore likely to justify
confidence in future performance
Alert the board or another appropriate forum (e.g. the patient safety committee) in a
timely way to patient and staff experience that falls short of the trust’s standards or to
concerns about underlying management approaches or to cross-cutting improvement
opportunities
Seek to understand lessons learned through comparison between service lines that
perform well and those that perform less well
To assume responsibility for role-modelling positive behaviours and leadership
Have oversight of the trust’s strategy for end of life care with key performance indicators
for end of life care to be incorporated in patient and staff outcomes monitored by the
committee
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Membership
Chair:
Members:

non-executive director
one other non-executive director;
chief executive;
director of nursing;
chief operating officer
Attendees:
divisional director, divisional director of operations or deputy director of
nursing for each division;
director of workforce and organisational development;
chief information officer;
three governors;
deputy director of patient experience;
a representative from the Royal Free Charity;
associate medical director – user experience.
Coordinator: patient affairs administrator; committee secretary (minutes)
Quorum:
three members, at least one non executive and one executive member
Frequency
The committee will meet quarterly
Reporting
The committee will provide a quarterly report to the trust board which will include service line
performance on key indicators, relative to relevant external benchmarks.
Agreed by committee: July 2015
Approved by trust board: tbc
Review date: Annually
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PATIENT SAFETY COMMITTEE
TERMS OF REFERENCE
Overview and Purpose
The board resolves to establish a committee of the board to be known as the patient safety
committee. The committee is an assurance committee of the board and has no executive
powers beyond those specifically delegated in the terms of reference.
The patient safety committee is an assurance committee of the trust board. It is responsible
for reviewing systems of control and governance specifically in relation to patient safety,
specifically those incidents that can cause ‘’harm’’.
Scope

•
•
•
•

•
•
•
•

Seek overall assurance of compliance with the Care Quality Commission (CQC)
standards, ensuring that a mechanism exists for these standards to be monitored.
Seek assurance and monitor compliance with external bodies, including NHS
Litigation Authority, Health and Safety Executive, Health Service Ombudsman and
other relevant bodies.
Seek assurance of compliance with the conditions set down in the Monitor provider
licence and Risk Assessment Framework.
Seek assurance that patient care and safety standards are based, as appropriate, on
evidence of best practice and national guidance; and that procedures stipulated by
professional regulators of chartered practice (GMC, NMC) are in place and
performed to a satisfactory standard.
Seek assurance that appropriate action is taken in response to adverse clinical
incidents, complaints and litigation and that examples of good practice are
disseminated within the trust and beyond.
Seek assurance that the systems in place to monitor, audit and improve patient
safety are developed, scrutinised and reviewed, with the relevant risks or shortfalls
are identified, understood and mitigated.
Seek assurance and monitor compliance with clinical governance and non-clinical
governance (including information governance).
Provide oversight of the trust risk register.

Responsibilities
• To promote within the trust a culture of open and honest reporting of any situation
that may threaten the quality of patient care in accordance with the trust’s policy on
reporting issues of concern.
• To receive assurance that risks to patients are minimised through the application of a
comprehensive risk management system.
• Monitor performance against health and safety requirements having regards to
underlying trends, and review progress on improving the performance and safety
culture across the trust.
• To receive assurance that recommendations from external bodies, as well as those
made internally e.g. in connection with serious incident reports, are incorporated into
practice and that the trust has mechanisms to monitor their delivery.
• To receive assurance that there are processes in place that safeguard children and
adults.
• To ensure that areas of risk within the trust are regularly monitored and receive
assurance that lessons are learned.
• To monitor the implementation of the trust’s safety campaign.
• To receive reports from the divisional quality and safety boards.
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•
•
•
•
•
•
•

•

•

To receive reports on mandatory and statutory (MaST) training compliance.
To receive reports from the information governance group.
To review the scoring and mitigations of risks on the BAF allocated to the committee.
To receive assurance that appropriate action is taken in relation to patient
complaints, including the identification of areas for improvement in respect of incident
themes and compliance themes.
To monitor that staff at all levels are fully aware of their compliance duties; and that
systems are in place to keep this knowledge current.
To monitor the trust’s compliance with those bodies listed above; receive reports
from other trust bodies with a role in safety and compliance.
To support the work of the trust’s audit committee (which has responsibility for
overseeing the trust’s risk management system), the trust’s clinical performance
committee (which has responsibility for seeking and securing assurance on the
trust’s clinical services, research efforts and education activities) and the patient and
staff experience committee (which seeks assurance on performance in relation to the
experience of patients and staff).
To adopt processes that ensure that no Monitor licence condition for which it is the
lead is breached. The committee is responsible for general licence condition G6
(systems for compliance with licence conditions and related obligations) and G7
(registration with the CQC).
The chairman of the committee will liaise with the audit committee chair in order to
ensure a unified approach to matters of common interest.

Membership
Chair:
non-executive director
Members:
one other non-executive director;
medical director;
director of nursing;
chief operating officer
Attendees:
associate medical director for patient safety;
lead nurse for patient safety;
divisional director, or divisional director of operations or deputy director of
nursing for EACH division.
deputy director of patient safety and risk;
director of workforce and organisational development;
director of capital and estates;
deputy director clinical governance and performance;
three governors;
.
Co-ordinator: committee secretary.
Quorum:
three members including two executive directors
Frequency
The committee will meet every six weeks
Reporting arrangements
The committee will provide a brief report to the trust board.
Approved by committee: 11 June 2015
Approved by the trust board: January 2014
Terms of reference review: annually.
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CLINICAL PERFORMANCE COMMITTEE
TERMS OF REFERENCE
Overview and purpose
The clinical performance committee is a committee of the trust board. It is responsible for
seeking and securing assurance that the trust’s clinical services, research efforts and
education activities achieve the high levels of performance expected of them by the board,
namely “outcomes consistently in the top 10% in the UK versus relevant peers.”
Scope
•
•
•
•

Clinical outcomes, including three trust clinical priorities - (C.difficile rates, MRSA
rates and HSMR) - and clinical performance metrics for each clinical business unit.
Research productivity and educational effectiveness.
Quality Accounts.
Outcomes achieved and management approach taken (including, but not limited to,
accountabilities, processes, clinical governance arrangements, audit, information,
training and development, consequences).

Responsibilities
•
•
•
•
•

•

Recommend to the board the outcome measures that should be tracked at both the
overall trust and individual service line level.
Monitor those outcomes on a quarterly basis at both trust and service line level.
Determine whether there is unequal performance across patient groups and seek
assurance that plans are in place to achieve greater equality of clinical outcomes.
Seek assurance that the management approach to achieving consistent high
performance is robust and therefore likely to justify confidence in future performance.
Alert the board or another appropriate forum (e.g. the patient safety committee and
audit committee) in a timely way to clinical, research and educational performance
that falls short of the trust’s standards or to concerns about underlying management
approaches.
Seek to understand lessons learned through comparison between service lines that
perform well and those that perform less well.

Membership
Chair:
Members:

non-executive director
one other non-executive director
chief executive
medical director
director of nursing
Attendees: associate medical director for clinical performance
associate medical director for revalidation
lead nurse for clinical performance
deputy director of clinical governance and performance
divisional director, or divisional director of operations or deputy director of
nursing for EACH division
chief information officer
director of quality
three governors
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Coordinator: committee secretary
Quorum: three members, at least one non-executive director and one executive member
Frequency
The committee will meet quarterly.
Reporting arrangements
The committee will provide a quarterly report to the trust board which will include service line
performance on key outcome indicators relative to relevant external benchmarks.
Approved by
Agreed by committee: 20 July 2015
Approved by trust board: August 2014
Terms of Reference review: Annually

July 2015

REMUNERATION COMMITTEE
TERMS OF REFERENCE
Overview and Purpose
The remuneration committee is a sub-committee of the trust board and is responsible for
ensuring that the trust recruits, retains and develops a strong executive leadership team
capable of achieving our objectives for performance.
Scope
•
•
•
•

All decisions concerning the remuneration and terms of service for corporate managers,
defined as the chief executive, executive directors and other directors.
Corporate manager objectives, performance assessment and personal development.
Succession planning for the corporate manager cadre.
Senior level organisational structure changes affecting direct reports to chief executive.

Responsibilities
•

•

•

•

Remuneration and terms and conditions. The remuneration committee will determine:
basic levels of remuneration for corporate managers; any application of cost of living or
other increments; any policy on performance related pay or equivalent and specific
decisions under such a scheme; any other terms and conditions which are outside those
generally applicable trust policy; arrangements on termination of employment and other
contractual terms; local discretionary points awards made to consultants.
Corporate manager objectives. The committee will approve annual objectives for
corporate managers and monitor performance against those objectives. It will provide
input to the chief executive on the performance of other executive members of the board
and will advise the chair on the chief executive’s annual appraisal.
Succession planning. The committee will review the chief executive’s plans for
ensuring a capable “next generation” of corporate leaders, as well as contingency plans
in the event of departure of key corporate managers as appropriate. The committee will
consider in particular the current and future diversity of the top leadership team.
Corporate manager roles and organisational structure. The committee will approve
job descriptions for corporate manager positions. It will also review and approve senior
level organisational structure changes recommended by the chief executive, i.e. those
involving reporting line changes of direct reports to the chief executive.

Membership
Chair:
Members:
Attendees:

Chairman
All non-executive directors
Director of workforce and organisational development
Chief executive (as required)
Coordinator: Director of workforce and organisational development
Quorum:
Four non-executives
Frequency
The committee will meet quarterly. The committee may meet on additional occasions, either
in person or by correspondence, as determined necessary by the chairman.
Agreed by committee: August 2015
Approved by trust board: Tbc
Terms of Reference review: at least annually

TRUST EXECUTIVE COMMITTEE
TERMS OF REFERENCE
1. Overview and purpose
To support and advise the chief executive in running the trust, in meeting the requirements of
the operating framework and Monitor compliance framework, and on strategic priorities and
objectives.
To execute the will of the trust board.
2. Scope
•

•
•
•
•
•

Ensure compliance with Monitor general licence condition G1 (provision of
information), G2 (publication of information), G5 (Monitor guidance), G8 (patient
eligibility and selection criteria); choice and competition conditions C1 (patient choice)
and C2 (competition oversight); integrated care condition IC1; continuity of service
conditions CoS1 (continuing provision of commissioner requested services), CoS7
(availability of resources); and foundation trust licence conditions FT1 (information to
update the register of NHS foundation trusts) and FT3 (provision of information to
advisory panel).
Operational performance and operational risk
Safety and business continuity
Information technology
Clinical quality
Business planning

3. Responsibilities
•
•
•
•
•
•
•
•
•

To help shape the development of the trust’s strategic direction for board approval.
To determine the service priorities against which business cases and consultant
appointments should be evaluated.
To be responsible to the chief executive for all matters relating to the treatment,
quality, safety and care of all patients and staff in the trust’s constituent hospitals and
services.
To be the main body exercising managerial, operational responsibility for the
performance of all service lines within the trust.
To approve revenue investments up to £1 million.
To ensure plans are in place to ensure ongoing compliance with existing targets and
indicators and compliance with all known targets going forwards.1
To adopt processes that ensure that no Monitor licence condition for which it is lead is
breached.
To review the trust risk register on a quarterly basis, and considering which red risks
should be highlighted for inclusion on the board assurance framework (BAF).
To review the conditions of the Monitor Licence and confirm that responsibilities for
ensuring these conditions are met and allocated to the correct board committees and
executives. Where responsibilities are allocated to the committee, to provide
assurance to the board that suitable processes are in place to ensure compliance
with these, and to make recommendations regarding the signing of any related selfcertificates.
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•

To review reports from relevant sub-committees, including the QIPP clinical advisory
group, trust education and workforce development committee, research and
development committee, trust operations board, and corporate services integration
and modernisation programme board.

4. Membership
Chairman: chief executive
Members: chief finance officer, medical director, director of nursing, chief operating officer
The following staff will normally be in attendance: all other directors that report to the chief
executive, plus divisional directors, and the director of capital and estates, and director of
corporate affairs and communication.
Other staff may be invited to attend on request at the discretion of the chief executive, for the
example the campus dean of the medical school, the director of research and development,
the director of postgraduate medical education and the undergraduate sub-dean.
In the absence of the chief executive, the deputy chief executive will chair meetings; and in
the latter’s absence by another member.
Quorum: two board members and two attendees.
5. Frequency
The trust executive will normally meet weekly.
6. Reporting arrangements
Significant matters, including key decisions and issues will be reported regularly to the trust
board and/or relevant board committees.
Coordinator: Committee secretary
Agreed by trust executive committee: 21 July 2015
Approved by trust board: January 2014
Terms of Reference review: Annually
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REPORT FROM PATIENT AND STAFF EXPERIENCE COMMITTEE
Executive summary
The patient and staff experience committee (PSEC) met on 25 January 2016. The key
issues of interest are outlined below.
Non-emergency patient transport (NEPT) contract.
The committee received an update from the director of facilities on the NEPT contract in
relation to the contractor’s performance against the Key Performance Indicators (KPIs)
where there continued to be concerns and which had yet to be fully achieved.
The trust had been working closely, and would continue to work with the contractor to try and
improve the service for all patients and resolve all current issues. It was noted that the trust
had also recruited additional personnel to support the day-to-day management of the
contract to sustain and stabilise performance and patient experience. There was also
continued daily scrutiny of the performance data, in addition to ongoing executive oversight
of contract performance.
At its previous meeting, the committee was mindful of the risks associated with long waits for
pick up or collection of patients, particularly renal patients. The director of facilities reported
that the contractor had now employed a renal services manager who in turn directly
managed the on-site renal marshals who oversaw the day-to-day operational transport
performance of all renal journeys. In addition, renal patients had received a letter from the
director of facilities stating that the current service did not yet meet the required KPIs and
apologised for the impact on the patient experience. The trust would continue to keep in
close contact with patients, and general communications would be strengthened.
In addition, he reported that the issues related to the other services that had potentially been
affected, as raised at the last PSEC, had been resolved.
In summing up, the chair considered that the NEPT contract continued to be a very important
issue. She recognised that there was no quick win but was pleased to note the progress
made thus far and the targeted interventions to remedy specific sections of the contract
performance, adding that it was vital that focus was maintained on ensuring the service was
safe in the interim while work continued on the contractual failures.
Care Quality Commission: Survey of women’s experiences of maternity services 2015
The committee received an overview of the 2015 CQC survey on women’s experiences of
maternity services for antenatal, labour and postnatal care which was sent to 133 acute NHS
trusts in England. The report summarised the trust and where available, also compared the
the percentages for the Royal Free Hospital and Barnet Hospital.
An action plan that had been developed by the maternity team in response to the findings
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from the survey where the trust had achieved significantly ‘worse’ scores compared to most
other NHS trusts in England, and actions would be focussed on both the Royal Free and
Barnet sites. The committee considered that the action plan was comprehensive and
appropriate to address the issues raised, but did suggest that target dates be added for
those actions which were currently marked as ‘ongoing’. It was also suggested that it would
be helpful if the maternity team could look at other hospital maternity units that had scored
well in these areas to identify differences and share learning.
The director of nursing added that the action plan would be considered alongside the trust’s
wider integrated maternity action plan that the patient safety committee had oversight for.
Board assurance framework (BAF)
The committee confirmed no change to the scoring of its respective risks, but did recommend
the inclusion of a new risk in relation to non-emergency patient transport. The board would
be asked to approve this recommendation at its next review of the BAF. It also agreed to
revisit two risks in particular following receipt of the full set of results from the 2015 staff
survey at the next meeting.
PALs and complaints
The committee was pleased to note the improvement made in increasing the number of
complaints responded to within the trust’s agreed deadline (82% compared to the previous
quarter’s performance of 68%). The director of nursing expressed her thanks to staff for
their help in this achievement. She added that there was now a rolling programme of
complaints surveys; a positive trend was seen in October’s data but she considered there
was more work to do to increase the positive scores further. It was noted that complaints
continued to focus on the same themes and no particular ward or division had stood out. .
The committee also noted the reduction in the number of complaints that were re-opened
due to further concerns being raised. It was agreed that this data was an indicator of
complaints performance.
Draft public and patient engagement and involvement strategy
The committee received the draft strategy which provided a framework of the work needed to
achieve the trust’s vision of ‘world class expertise, local care’ that supported the best
possible outcomes and experience for all those that used the trust’s services, their carers
and families. The previous strategy was now out of date and staff had made a specific
request for an updated version. The director of patient experience noted that the trust’s
membership team was keen to see how the strategy could benefit their engagement with the
trust’s staff and patient members, and the Royal Free Charity had also shown an interest.
The committee provided feedback on the strategy, which would be taken on board when
finalising the strategy by April 2016. In response to a question from the chair, the deputy
director of patient experience confirmed that the resource was available to progress this
work.
Subject to consideration of the committee’s views, the committee approved the draft report
for public and staff consultation. It would receive the final strategy for approval at its meeting
in April.
Quality account update
The committee received the quarter 3 progress update against the quality account (QA)
2015/16 priorities. It was noted that some actions had slipped but were expected to be
achieved by the target date and would be included in the final QA The committee also
received assurance on the delivery of QA priority one (delivering world class care
experience).
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It was noted that a total of seven objectives had been proposed for inclusion in the QA
2016/17. The chair considered four of the priorities to be good and with clear deliverables
and asked that these be included:
1. Publish an annual report; to include a statement of dementia care on progress
against the trust dementia strategy and and fixed dementia care (Alzheimer’s Society
report) metrics
2. 100% of inpatient wards allow flexible visiting times for carers of people living with
dementia
3. Achieve trust certification for ‘The information standard’ by 2018
4. 95% of patients identified as end of life have an end of life care bundle in place
However, this was not the case with the remainder which were considered too broad. She
stressed the need to set reasonable goals and to be realistic about what could be achieved
within the timeframe when agreeing the final number of priorities. A discussion was also had
in relation to how some of the suggested priorities could be measured.
The committee agreed that authority for agreeing the final objectives for inclusion in the
2016/17 QA be delegated to the chair of this committee and the director of nursing.
Annual equality information report 2014-15
The committee noted the very detailed report. It was noted that only 1% of trust staff had
declared having a disability, and the deputy director of patient experience suggested that
more work was needed to ensure that staff felt confident in declaring this in future. In terms
of the content, the committee agreed the the trust’s five high level equality objectives for
2015-19 as outlined in the report and suggested the inclusion of a narrative on those
initiatives underway in regards to women and an equality focus on the Chase Farm hospital
redevelopment etc.
Subject to the inclusion of the above, the committee approved the report and recommended
that the trust board sign off the report at its meeting later that week.
Action required/recommendation
The board is asked to note the report.
Trust strategic priorities and business planning objectives
supported by this paper

Board assurance risk
number(s)

2.

x

Excellent user experience – to be in the top 10% of relevant
peers on patient, GP and staff experience

CQC Regulations supported by this paper
Regulation 9
Regulation 10
Regulation 11
Regulation 12
Regulation 13
Regulation 14
Regulation 16

Person-centred care
Dignity and respect
Need for consent
Safe care and treatment
Safeguarding service users from abuse and improper treatment
Meeting nutritional and hydration needs
Receiving and acting on complaints

Risks attached to this project/initiative and how these will be managed (assurance)
As outlined in the report.
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Equality analysis
•

No identified negative impact on equality and diversity

Report from Jenny Owen, non-executive director and chair of the committee
Author(s) Veronica Jackson, committee secretary
Date 16 February 2016
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STRATEGY AND INVESTMENT COMMITTEE REPORT
Executive summary
The Strategy and Investment Committee (S&I) met in seminar on 11 February 2016.
The key issues discussed at the seminar were:
-

the latest resource bid in the trust’s Vanguard proposal;
progress on the Chase Farm redevelopment;
the estates strategy and management of any future property disposals;
progress on the opening of Hadley Wood hospital;
options for pathology services at Barnet and Chase Farm hospitals; and
future arrangements for the S&I Committee.

Note: the committee was not quorate and therefore no decisions relating to authority
delegated from the trust board could be taken. All recommendations arising from the
seminar discussions would be considered at the next meeting of the committee in March.
Action required
To note.
Trust strategic priorities and business
planning objectives supported by this paper
3.
5.

Board assurance risk number(s)

Excellent financial performance – to be in
the top 10% of relevant peers on financial
performance
A strong organisation for the future – to
strengthen the organisation for the future

CQC Regulations supported by this paper
Regulation 12
Regulation 13

Statement of purpose
Financial position

Equality impact assessment
No identified negative impact on equality and diversity
Report From
Author(s)
Date

Dominic Dodd, chairman
Tom Snowdon, planning manager
19 January 2016

Strategy and Investment Committee report – Board January 2016

