
GROUP TRUST BOARD MEETING IN PUBLIC1

The next meeting of the group trust board will take place on Wednesday 26 June 2019 at 1.00pm in the 
boardroom, executive office, 2nd floor, Royal Free Hospital. 

Dominic Dodd 
Chairman 

A G E N D A 

ITEM LEAD PAPER
QUALITY IMPROVEMENT/CPG ITEM

2019/20-44 Maggie’s at the Royal Free – Dame Laura Lee, 
chief executive of Maggie’s will attend to give a 
presentation

Chief nurse Verbal 

ADMINISTRATIVE ITEMS

2019/20-45 Apologies for absence
To note apologies for absence – chief executive, 
Royal Free Hospital and chief transformation officer

Chairman 

2019/20-46 Declaration of interests 
To note the interests declared. 
If any member of the board has an interest in any 
item on the agenda, they must declare it at the 
meeting, and if necessary withdraw from the 
meeting 

Chairman 1. 

2019/20-47 Minutes of meeting held on 22 May 2019
To approve the minutes of the last meeting 

Chairman 2. 

2019/20-48 Matters arising report 
To note updates on actions arising from previous 
meetings 

Chairman 3. 

2019/20-49 Record of items discussed at the confidential
board meeting on 22 May 2019 
To note the report 

Chairman 4. 

QUALITY, PATIENT SAFETY AND EXPERIENCE

2019/20-50 Patients’ voices
To note the patients’ voices 

Ms M Basterfield, 
non-executive 
director 

Verbal  

2019/20-51 Care Quality Commission action plan
To note the action plan 

Chief nurse 5. 

2019/20-52 Clinical Negligence Scheme for Trusts (CNST) 
maternity workforce standards 
To consider the report 

Chief nurse 
Director of 
midwifery in 
attendance 

6. 

1 In accordance with the Health & Social Care Act 2012, all Trust Board meetings must be held in public.  All decisions which require the board’s 
collective approval can only be made at a Trust Board (or a Part II meeting held in closed session to discuss confidential matters). 



ITEM LEAD PAPER

2019/20-53 Learning from deaths report – Q3 2018/19
To note the report 

Chief medical 
officer

7. 

2019/20-54 Go see visits
To provide feedback on visits and note the report 

Chief 
communications 
officer 

8. 

FINANCE AND PERFORMANCE

2019/20-55 Financial performance report
To discuss the current financial performance of the 
trust 

Chief finance and 
compliance officer 

9. 

2019/20-56 Operational performance report
To discuss the current operational performance of 
the trust 

Hospital chief 
executive  

10.  

GOVERNANCE AND REGULATION: REPORTS FROM BOARD COMMITTEES – DISCUSSION 
BY EXCEPTION ONLY 

2019/20-57 Chair’s and group chief executive’s report  
To note the report  

Chairman/group 
chief executive 

11.  

2019/20-58 Audit committee report – 10 and 17 May 2019
To receive the report from the committee 

Committee chair 12.  

2019/20-59 Clinical standards and innovation committee 
report – 8 May 2019 
To receive the report from the committee 

Committee chair 13.  

2019/20-60 Group services and investment committee 
report – 9 May and 13 June 2019 
To receive the report from the committee 

Committee chair 14.  

2019/20-61 Population health committee report – 18 June 
2019 
To receive the report from the committee 

Committee chair Verbal 

2019/20-62 Executive finance committee report – 21 May 
2019 
To receive the report from the committee 

Committee chair 15.  

OTHER BUSINESS 

2019/20-63 Questions from the public Chairman 

2019/20-64 Any other business Chairman 

2019/20-65 Date of next meeting – 24 July 2019 Chairman 



Page 1 of 1 

REGISTER OF INTERESTS OF MEMBERS OF THE BOARD OF DIRECTORS 

Executive summary 

The trust constitution requires trust board members to declare interests which are relevant 

and material to the NHS board of which they are a member. The register of interests is 

presented at each board meeting. 

Ms Akta Raja has updated her declaration. 

Action required/recommendation
Board members are asked to provide an update if they have any changes in interests since 
the last meeting. 

Board members are asked to declare any interests which are relevant to matters on the 
board agenda. 

The board is asked to ratify the register, subject to any further changes made. 

Meetings where this report has been discussed previously 
Not applicable

Board/GEC/LEC/committee goals 

GOALS BAF 

risks 

1. Not applicable 

CQC standards impacted Well led

Financial/business implications Not applicable 

Equality analysis Not applicable 

Compliance impact Compliance with NHS Improvement 

(Monitor) code of governance and trust 

constitution 

Report from Dominic Dodd, chairman 
Author Alison Macdonald, board secretary 

Report to Date of meeting Attachment number 

Trust Board 26 June 2019 Paper 1 

Paper 1



Version 32 Updated 3/5/19 

Declaration of interests – board members are requested to highlight any changes to the register of interests at each board meeting held in public. 

REGISTER OF THE INTERESTS OF MEMBERS OF THE TRUST BOARD  

Board Member and 
position 

Directorships, 
including non-
executive directorships 
held in private 
companies or PLCs 
(with the exception of 
those of dormant 
companies) 

Ownership or part-
ownership of private 
companies, business 
or consultancies likely 
or possibly seeking to 
do business with the 
NHS 

Majority or 
controlling share 
holdings in 
organisations likely 
or possibly seeking 
to do business with 
the NHS 

A position of 
authority in a charity 
or voluntary 
organisation in the 
field of health and 
social care 

Any connection with a 
voluntary or other 
organisation 
contracting for NHS 
services 

Research 
funding/grants that 
may be received by 
an individual or their 
department 

Interests in pooled funds that are under 
separate management (any relevant 
company included in this fund that has a 
potential relationship with the Trust must 
be declared) 

Dominic Dodd,  
Chair 

Director of 
UCLPartners

1

Member of NHSI’s 
Chairs’ Advisory 
Group. Unpaid 
position. 

Nil Nil Trustee, The 
King’s Fund. 
Unpaid position 

Nil Nil 

Non-executive directors

Mary Basterfield 
Non-executive 
director 
8/3/18 

Flatberg Ltd 
(property 
management) 

Chief finance officer, 
UKTV 

Trustee, National 
Cancer 
Research 
Institute and 
UCL Union. 

1
 The Company’s constitutional documents have been drafted in accordance with charity law and Charity Commission guidance, so that the Company can apply for charitable status in the 

future as and when its Board of Directors considers this appropriate. 
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Version 32 Updated 3/5/19 

Declaration of interests – board members are requested to highlight any changes to the register of interests at each board meeting held in public. 

Board Member and 
position 

Directorships, including non-
executive directorships held 
in private companies or PLCs 
(with the exception of those 
of dormant companies) 

Ownership or part-
ownership of 
private companies, 
business or 
consultancies likely 
or possibly seeking 
to do business with 
the NHS 

Majority or 
controlling share 
holdings in 
organisations likely or 
possibly seeking to do 
business with the NHS 

A position of authority 
in a charity or 
voluntary organisation 
in the field of health 
and social care 

Any connection with a 
voluntary or other 
organisation 
contracting for NHS 
services 

Research 
funding/grants that 
may be received by an 
individual or their 
department 

Interests in pooled funds that are under 
separate management (any relevant 
company included in this fund that has a 
potential relationship with the Trust must be 
declared) 

Wanda Goldwag
Non-executive 
director

• Chair of the Office 
of Legal 
Complaints (OLC)

• Lay Member QC 
Appointments 
Panel 

• Advisor Smedvig
Venture Capital

• Interim chair, 
LEASE (Leasehold 
Advisory Service)

• Chair of 
independent 
Financial Services 
Consumer Panel 
(wef 1/3/19)

Director, 
Goldwag 
Consultancy 
Ltd 

 Nil Nil Adopted sister is 
chief pharmacist 
of Barnet Enfield 
and Haringey 
Mental Health 
Trust

Nil I have a shareholding via 
Smedvig Capital in Antidote 
Technologies Ltd the clinical trial 
matching platform

Chris Ham 
Non-execuvtive 
director 

• Non-clinical 
chair, NHS 
Assembly 

Visiting fellow, 
King’s Fund 
Advisor to 
Carnall Farrar 

Doris Olulode 
Non-executive 
director

Non-Executive 
Director, Chartered 
Institute of Legal 
Executives (CILEx)
Non-Executive 
Director, Diocese of 
Chelmsford Multi 
Academy Trust 
Lay member, 
employment tribunal

HR consultancy 
with South 
London and the 
Maudsley NHS 
Foundation Trust 
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Version 32 Updated 3/5/19 

Declaration of interests – board members are requested to highlight any changes to the register of interests at each board meeting held in public. 

Board Member and 
position 

Directorships, including 
non-executive 
directorships held in 
private companies or 
PLCs (with the exception 
of those of dormant 
companies) 

Ownership or 
part-ownership of 
private 
companies, 
business or 
consultancies 
likely or possibly 
seeking to do 
business with the 
NHS 

Majority or 
controlling share 
holdings in 
organisations likely 
or possibly seeking 
to do business with 
the NHS 

A position of 
authority in a charity 
or voluntary 
organisation in the 
field of health and 
social care 

Any connection with a 
voluntary or other 
organisation 
contracting for NHS 
services 

Research 
funding/grants that 
may be received by 
an individual or their 
department 

Interests in pooled funds that are under 
separate management (any relevant 
company included in this fund that has a 
potential relationship with the Trust must 
be declared) 

Akta Raja 
Non-executive 
director 

• Director RFL 
Property 
Services 
Company Ltd 

• Enhabit Ltd 
• Passisah Ltd 

(dormant) 
• Geneff Ltd 
• Thornriver 

Management Ltd 
• Jewelglen Ltd 
• Selwyn Peters 

Ltd (not trading) 
• Member of PSM 

Partners LLP 

Nil Nil Trustee,  
The Royal Free 
Charity 

Nil Nil Nil 
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Version 32 Updated 3/5/19 

Declaration of interests – board members are requested to highlight any changes to the register of interests at each board meeting held in public. 

Board Member and 
position 

Directorships, including 
non-executive 
directorships held in 
private companies or 
PLCs (with the exception 
of those of dormant 
companies) 

Ownership or 
part-ownership of 
private 
companies, 
business or 
consultancies 
likely or possibly 
seeking to do 
business with the 
NHS 

Majority or 
controlling share 
holdings in 
organisations likely 
or possibly seeking 
to do business with 
the NHS 

A position of 
authority in a charity 
or voluntary 
organisation in the 
field of health and 
social care 

Any connection with a 
voluntary or other 
organisation 
contracting for NHS 
services 

Research 
funding/grants that 
may be received by 
an individual or their 
department 

Interests in pooled funds that are under 
separate management (any relevant 
company included in this fund that has a 
potential relationship with the Trust must 
be declared) 

Professor 
Anthony Schapira 
Non-executive 
director 

Upper Hampstead 
Walk Residents’ 
Association.  
AHV Schapira Ltd 

Nil Nil Parkinson’s 
Disease Society 
Research 
Strategy Group 

Member of the 
NHS 
Reconfiguration 
Panel 

Nil Medical 
Research 
Council, 
Wellcome Trust, 
Parkinson’s 
Disease Society 
and other 
charitable 
sources of 
research funding 

Nil 

James 
Tugendhat
Non-executive 
director

Director and 
managing director, 
UK, Europe and 
International 
Companies: 
BHFS ONE LIMITED 
and all its registered 
subsidiaries 
BHFS TWO LIMITED

Nil  Nil  Nil  Nil  Nil  Nil  
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Version 32 Updated 3/5/19 

Declaration of interests – board members are requested to highlight any changes to the register of interests at each board meeting held in public. 

Executive directors

Board Member and 
position 

Directorships, 
including non-
executive directorships 
held in private 
companies or PLCs 
(with the exception of 
those of dormant 
companies) 

Ownership or part-
ownership of private 
companies, business 
or consultancies likely 
or possibly seeking to 
do business with the 
NHS 

Majority or 
controlling share 
holdings in 
organisations likely 
or possibly seeking 
to do business with 
the NHS 

A position of 
authority in a charity 
or voluntary 
organisation in the 
field of health and 
social care 

Any connection with a 
voluntary or other 
organisation 
contracting for NHS 
services 

Research 
funding/grants that 
may be received by 
an individual or their 
department 

Interests in pooled funds that are under 
separate management (any relevant 
company included in this fund that has a 
potential relationship with the Trust must 
be declared) 

Caroline Clarke 
Group chief 
executive 

Director RFL 
Property Services 
Company  

Nil Nil Nil  Trustee, 
Overcoming MS 

Trustee, 
Healthcare 
Finance 
Managers 
Association 

Nil Nil 

Peter Ridley 

Chief finance and 

compliance 

officer 

Director Royal 

Free Dispensing 

Ltd  

Nil Nil Nil Nil Nil Nil 

Deborah Sanders 
Chief nurse 

Nil Nil Nil Board member, 
The Royal Free 
Hospital Nurses’ 
Home of Rest 
Trust 

Trustee, Royal 
Hospital for 
Neuro-disability 

Nil Nil Nil 

Kate Slemeck, 
RFH chief 
executive 

Nil Nil Nil Chair of NHS 
Elect Advisory 
Committee 
Chair of NHS 
Providers COO 
Network  

Husband works 
for Canon who 
provide the 
trust’s managed 
print service. 

Nil Nil 
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Version 32 Updated 3/5/19 

Declaration of interests – board members are requested to highlight any changes to the register of interests at each board meeting held in public. 

Board Member and 
position 

Directorships, including 
non-executive 
directorships held in 
private companies or 
PLCs (with the exception 
of those of dormant 
companies) 

State when directorship 
commenced 

Ownership or part-
ownership of private 
companies, business or 
consultancies likely or 
possibly seeking to do 
business with the NHS 
State when interest 
acquired 

Majority or 
controlling share 
holdings in 
organisations likely or 
possibly seeking to do 
business with the NHS 
State when interest 
acquired 

A position of authority 
in a charity or 
voluntary organisation 
in the field of health 
and social care 

State when position 
accepted 

Any connection with a 
voluntary or other 
organisation 
contracting for NHS 
services 

State when position 
accepted 

Research 
funding/grants that 
may be received by an 
individual or their 
department 

State when 
funding/grant 
commenced 

Interests in pooled funds that are under
separate management (any relevant 
company included in this fund that has a 
potential relationship with the Trust must be 
declared) 

State when interest acquired 

Chris Streather 

Chief medical 

officer 

Director, RFC 

Developments Ltd 

Director HSL Ltd 

Nil Nil Trustee of 

Healthcare 

Management 

Trust (HMT)  a 

not for profit 

organisation 

which provides 

care home 

facilities and 

healthcare in 

Lincolnshire and 

Swansea. 

Unpaid advice to 

ZPB on e-

rostering which 

will contribute to 

a report 

commissioned 

from them by 

Allocate. It 

involved two 

meetings and 

reviewing a 

document and 

Health Education 

England (HEE) 

also were 

involved. The 

trust has a 

contract with 

Allocate, but not 

ZPB, for whom 

this work was 

done. 

Nil Nil 
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Version 32 Updated 3/5/19 

Declaration of interests – board members are requested to highlight any changes to the register of interests at each board meeting held in public. 

Board Member and 
position 

Directorships, 
including non-
executive directorships 
held in private 
companies or PLCs 
(with the exception of 
those of dormant 
companies) 

Ownership or part-
ownership of private 
companies, business 
or consultancies likely 
or possibly seeking to 
do business with the 
NHS 

Majority or 
controlling share 
holdings in 
organisations likely 
or possibly seeking 
to do business with 
the NHS 

A position of 
authority in a charity 
or voluntary 
organisation in the 
field of health and 
social care 

Any connection with a 
voluntary or other 
organisation 
contracting for NHS 
services 

Research 
funding/grants that 
may be received by 
an individual or their 
department 

Interests in pooled funds that are under 
separate management (any relevant 
company included in this fund that has a 
potential relationship with the Trust must 
be declared) 

Non-voting directors

David Grantham 

Chief people 

officer 

Nil Nil Nil Board Member 

and Treasurer 

London 

Healthcare 

People 

Management 

Academy – 

March 2013 

Chair of NHS 

Employers 

Medical 

Workforce 

Forum – August 

2010 

Board Member 
Health Education 
North and East 
London 
(HENCEL) – July 
2014 
Board Member 
and Treasurer 
London 
Streamlining 
Programme(s) – 
March 2014 

Nil Nil 

Emma Kearney 

Chief 

communications 

officer 

Director, EK 

Consulting Ltd 

Nil Nil Nil Nil Nil Nil 

Steve Shaw 

Chief executive 

BH 

Nil 
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MINUTES OF THE TRUST BOARD  

HELD ON 22 MAY 2019 

Present

Mr D Dodd 
Ms M Basterfield  
Ms C Clarke  
Ms W Goldwag 
Ms D Olulode 
Ms A Raja  
Mr P Ridley  
Ms D Sanders  
Prof A Schapira  
Ms K Slemeck 
Dr C Streather  
Mr J Tugendhat 

Chairman 
Non-executive director  
Group chief executive  
Non-executive director  
Non-executive director  
Non-executive director 
Chief finance and compliance officer 
Chief nurse 
Non-executive director 
Chief executive, Royal Free Hospital 
Chief medical officer  
Non-executive director 

Invited to attend

Mrs J Dewinter  
Mr D Grantham  
Ms E Kearney  
Dr S Shaw  
Miss A Macdonald  

Lead governor 
Chief people officer  
Chief communications officer 
Chief executive, Barnet Hospital  
Board secretary (minutes)  

Others in attendance

Ms K Clements 
Ms H Swarbrick 

Named midwife for safeguarding and vulnerable families (for item 2019/20-21) 
Head of safeguarding (for item 2019/20-21 and 29) 

2019/20-21 QUALITY IMPROVEMENT/CPG ITEM – SAFEGUARDING IN MATERNITY 
AND SAFEGUARDING 

Action

The chief nurse introduced this item, noting that this project had been nominated 
for a Royal College of Midwives award.   

Ms Clements explained that the aim of the project had been to improve maternity 
care for vulnerable women and their families and that this had been primarily 
done through providing continuity of carer with more maternity care in 
community hubs.  This addressed the issues of the number of different 
professionals involved in women’s care, women having to keep retelling their 
story to each professional they saw and midwives not always feeling confident to 
support vulnerable families.   

The main reasons for referral were mental illness, high risk of domestic violence 
and child protection issues.  Continuity of carer was provided by having a named 
midwife with a ‘buddy’ who would handle the caseload to cover annual leave or 
other absence.  The named midwife would provide maternity care right through 
from antenatal referral to delivery, whether at home or in hospital.  Feedback 
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from women was very positive, there had been a reduction in the did not attend 
(DNA) rate for antenatal appointments, a lower caesarean and intervention rate 
and reduced need for follow up appointments. 

Ms Goldwag, non-executive director, asked what view the local authority social 
services were taking of this.  Ms Clements responded that she had no 
quantitative data but generally relationships were excellent and feedback was 
positive. 

The chairman asked how difficult continuity of carer was to deliver operationally.  
Ms Clements responded that there were challenges.  The caseload was 
increasing both in number and complexity and if a midwife was called in for a 
delivery overnight, this meant that her workload the next day needed to be 
covered.  She added that there was a psychological impact and staff turnover 
and training were challenges. 

Ms Olulode, non-executive director, asked what support there was for midwives.  
Ms Clements responded that there was safeguarding supervision on a group or 
individual basis, individual debrief for particularly traumatic cases and peer 
support from midwifery and other colleagues in the multidisciplinary team which 
included mental health professionals. 

The chairman thanked Ms Clements for attending to share this very important 
work with the board. 

2019/20-22 APOLOGIES FOR ABSENCE AND WELCOME

Apologies for absence were received from: 

Prof Sir Chris Ham   Non-executive director 

The chairman welcomed those others present. 

2019/20-23 DECLARATION OF INTERESTS

The chairman reminded board members to always have in mind whether they 
had any actual or potential conflict of interest, particularly if they had a change in 
circumstances. 

There were no changes advised and the report on the register of interests was 
noted.  

2019/20-24 MINUTES OF MEETING HELD ON 1 MAY 2019

The minutes were accepted as an accurate record of the meeting, subject to the 
following amendments: 

2019/20 01 Advanced Care Planning: 
Page 2, 8th paragraph, amend to read “Ms Olulode, non-executive director, 
asked what feedback Dr Steel had received from family members about the 
treatment and  advanced care planning received.  Dr Steel responded…..” 

2019/20 -08 Go see visits 
Page 5, 1st paragraph, amend to read “Ms Olulode, non-executive director 
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reported that she had visited 10 East Renal/Acute Care with Anthony Isaacs, 
governor.  She said that the staff were very positive and engaged and felt it was 
a privilege to work in the unit. The ward had very complex high dependency 
patients with chronic conditions.  Challenges centred around staffing; provision 
of specialist training; and availability of beds. The matron also found time to 
deep dive specific medical concerns in addition to issuing awards to staff.” 

2019/20-25 MATTERS ARISING REPORT 

The report was reviewed and noted as follows: 

2018/19-221 Operational performance report 
The chief executive, Royal Free Hospital, advised that the suggestion of offering 
patients the option of going to a different provider for their treatment would be 
embedded in the process of managing long waiting patients going forward.  This 
action was therefore closed. 

2019/20-26 RECORD OF ITEMS DISCUSSED AT PART II BOARD MEETING ON 27 
MARCH 2019 

The report was noted. 

2019/20-27 PATIENTS’ VOICES

The chief executive of Barnet Hospital reported that he and the director of 
nursing had met the widow of the patient whose letter had been read out at the 
last board meeting.  They had welcomed the opportunity to discuss her concerns 
in person and an action plan was being formulated to learn from this patient and 
his family’s poor experience of care at Barnet Hospital. 

The chief executive of Barnet Hospital then read out a complaint from the mother 
of a woman who had given birth at Barnet Hospital.  She had visited her 
daughter three times and had received a parking ticket each time, despite having 
paid the parking fee.  He noted that a major piece of work was underway to 
address parking issues at Barnet Hospital. 

He then read out a compliment from the relative of a 90 year old blind patient 
who had an angiogram at Barnet Hospital.  All the staff were excellent – kind and 
caring but not patronising; efficient but not brusque. 

Ms Basterfield, non-executive director, would present the patients’ stories item 
next time. 

2019/20-28 CARE QUALITY COMMISSION REPORT

The chief nurse presented this report.  She noted that the trust had been 
disappointed to move from an overall rating of good to one of requires 
improvement.  This included a move from all three sites being rated as good, to 
Barnet Hospital and Royal Free Hospital as requires improvement while Chase 
Farm Hospital retained good. The trust received good for three of the five CQC 
domains of effective, caring and well-led, but requires improvement for 
responsiveness and safety.   

Following the publication of the report, staff briefings had been held on all sites 
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and the staff’s reaction had been a mixture of disappointment and a 
determination to do whatever was necessary to regain at least good as quickly 
as possible.  She added that the report had raised no issues of which the trust 
had not been aware. 

The report contained 11 must do recommendations and a draft action plan to 
address these was on the part II (confidential) board agenda.  The CQC required 
this to be submitted by 31 May 2019. When this was agreed, it would be 
reported in the public part of the agenda.  In addition there were 82 should do 
recommendations, for which there would also be an action plan.  Each hospital 
would have its own action plan and the group executive committee would 
maintain oversight with a monthly report.  This would also be reported to the 
board monthly.   

In short, the executive team was committed to improvement to get the trust to 
good, and ultimately to outstanding.  The group chief executive echoed this, 
stating that the report would be used as an impetus for the trust’s three main 
priorities for the coming year: improve operational and financial performance and 
improve staff retention.  She said that she and colleagues were disappointed but 
not downhearted about this. 

The chairman suggested that it would be important to discuss the board’s 
assurance and governance process around the action plan, including which 
board committees would lead in which areas.  There would be a detailed report 
to the next meeting. 

The board noted the CQC report. 

2019/20-29 SAFEGUARDING ANNUAL REPORT 2018/19

Ms Swarbrick, head of safeguarding, was in attendance for this item.  She noted 
that the annual report was intended to provide the board with assurance that the 
right staff and governance processes were in place for safeguarding.  The 
integrated safeguarding team was well established and all statutory posts were 
filled.  There was strong governance from the integrated safeguarding 
committee, the clinical standards and innovation committee, clinical performance 
and patient safety committee and through to clinical commissioning groups 
(CCGs) and local safeguarding boards.  The child protection information sharing 
system was up and running.  There was more local awareness of patients with 
learning disability and their needs than previously reflected in increased referral 
rates to the acute liaison nurses for people with learning disability and to the 
adult safeguarding team.  The trust had achieved the target of 86% at the end of 
March for PREVENT training.  The recent CQC inspection report found that 
safeguarding was given sufficient priority by the trust however compliance level 
for mandatory training, including safeguarding contributed to the overall requires 
improvement rating for safety. 

The key challenges for the year ahead included new training requirements for 
safeguarding adults level 3 training, which affected approximately 2,000 staff, 
and the pressure on the midwifery teams for vulnerable women, which the board 
had heard about earlier, and new child death review arrangements.  

She highlighted the work plan for the year and noted that there was a 
requirement for the chairman and group chief executive to receive training, 
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which would be organised, and for the board to receive a briefing, which would 
also be provided. 

The chairman asked if the safeguarding resource was sufficient given the 
increasing workload and challenges Ms Swarbrick had referred to.  She 
responded that the right structure and staffing was in place for adults and 
children’s safeguarding, but this required review for maternity.  She added that 
the key was that the trust’s staff needed to be trained and confident to deal with 
safeguarding issues; they were not solely the province of the safeguarding team 
who were there to provide expertise and support.   

The group chief executive asked if there was any learning or new requirements 
for people with learning disabilities.  Ms Swarbrick responded that it was 
expected that new standards would be put in place and the safeguarding team 
were starting to work on a policy. 

The board agreed that the report provided sufficient assurance that the trust was 
meeting its responsibilities in ensuring appropriate safeguarding arrangements 
were in place. 

2019/20-30 DIRECTOR OF INFECTION PREVENTION AND CONTROL REPORTS

The chief nurse highlighted the great improvement that had taken place for C. 
diff, with a total of 54 cases for the year compared with 82 the previous year and 
less than the threshold of 65 cases set for the trust by Public Health England.  
This was a real achievement, with the deep cleaning programme probably the 
key intervention.  Ms Carter, head of infection prevention and control nursing, 
added that the additional resource for the team approved by the board had also 
been of great assistance. 

She noted that the number of carbapenemase producing enterobacteriaceae 
(CPE) cases had increased, which was probably due to more screening taking 
place.   

The staff response to the trust’s flu vaccination campaign had been very 
disappointing and the Royal Free London had the biggest drop in uptake relative 
to other London trusts.  She intended to involve the trust’s public health team in 
next year’s campaign to try for a different approach. The chairman suggested 
bringing the plan to the board early enough so that the board could make 
suggestions and it was agreed that the September meeting would be a good 
time to do this. 

Finally, the chief nurse referred to the positive comments made by the CQC 
about infection prevention and control. 

The chairman thanked the chief nurse and the infection prevention and control 
team for what had been achieved in the year. 

The board confirmed that the report provided sufficient information to provide 
assurance of sustained compliance with the Hygiene Code. 

Chief nurse 

2019/20-31 GO SEE VISITS

Ms Olulode, non-executive director, reported on a visit to the operating theatres 
at Chase Farm Hospital which she had undertaken with Mr Verghese, staff 
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governor.  The theatre team had been extremely positive about the theatres and 
facilities in the new hospital.  However they had raised the issue that when the 
electronic patient record (EPR) system goes down, there is a delay in moving to 
a paper based system which sometimes meant that patients at the end of the list 
missed their operation.  However when they met the director, their primary 
concern was with the e-learning system for mandatory and statutory training, 
which did not always record when staff had done their training.  This had also 
been raised at the council of governors.  The executive team would pursue these 
issues outside the meeting. 

The board noted the report. 

Chief 
medical 
officer/chief 
people 
officer 

2019/20-32 FINANCIAL PERFORMANCE REPORT

The chief finance and compliance officer reported that the month 1 position was 
£1.3m off plan.  The report described the action being taken on the financial 
improvement programme (FIP) and the efficiency savings being achieved.  The 
executive finance committee had discussed the need for additional focus and 
controls to recover the month 1 adverse position. 

The board noted the current financial position of the trust. 

2019/20-33 OPERATIONAL PERFORMANCE REPORT

The chief executive of the Royal Free Hospital reported that A&E performance in 
April had been 86.4%, subject to validation.  The chief executive, Barnet Hospital 
reported that there was a quality improvement (QI) project in place in the Barnet 
emergency department, which was starting to have a positive impact.  He was in 
discussion with estates and Barnet clinical commissioning group (CCG) 
regarding the establishment of an urgent treatment centre (UTC) on the Barnet 
Hospital site. 

The chief executive of the Royal Free Hospital then noted that cancer 
performance for March was disappointing at 78.8%.  The majority of breaches 
were within the breast, prostate, gynaecological, lower GI and HPB tumour sites. 
The trust was experiencing difficulty in reducing the number of backlog patients.  
However she suggested that the cancer clinical practice group (CPG) 
programme should make a positive impact.   

For DM01 (diagnostics targets), March performance was 98.4% against a target 
of 99%.  The key issues were endoscopy and MRI where there were plans to 
replace the equipment.  Echocardiology was a long standing issue with a 
recovery plan in place. 

In terms of the referral to treatment time (RTT) target, the trust had now 
confirmed that it has paused reporting due to data quality issues.  However this 
was still being monitored closely to ensure that long waiting patients were 
treated as soon as possible. 

A question had been raised on whether operational performance would affect 
the control total or the trust receiving money from the provider sustainability fund 
(PSF).  The chief finance and compliance officer responded that it would not.  
The group chief executive added that the trust was required to improve in all 
elements of operational and financial performance in the first quarter of the 
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financial year. 

The board noted the current operational performance of the trust. 

2019/20-34 CHAIR’S AND CHIEF EXECUTIVE’S REPORT

The group chief executive highlighted the forthcoming research open day and 
the ground-breaking research on HIV led by an RFL clinician which had received 
recent publicity. 

The board noted the report.  

2019/20-35 WELL LED ACTION PLAN

The chief transformation officer noted that the CQC had rated the trust good for 
well led.  The well led action plan was largely completed but would be seen 
through by the relevant board committees. 

The board noted the report.  

2019/20-36 AUDIT COMMITTEE REPORT – 10 AND 17 MAY 2019

Ms Basterfied, chair of the committee, reported that the committee had met twice 
recently, firstly for a workshop to review the annual accounts followed by a 
formal meeting at which the committee had agreed to recommend that the board 
approve the annual accounts.  The head of internal audit opinion had been 
received, which was significant assurance with minor suggestions made.  The 
committee had also received annual effectiveness reviews of internal, external 
and local fraud provision, and its own performance over the last year. 

The board noted the report from the committee. 

2019/20-37 CLINICAL STANDARDS AND INNOVATION COMMITTEE – 8 MAY 2019
The board noted the report from the committee.  

2019/20-38 GROUP SERVICES AND INVESTMENT COMMITTEE REPORT – 9 MAY 2019
The board noted the report from the committee.  

2019/20-39 PEOPLE COMMITTEE REPORT – 8 MAY 2019

Mr Tugendhat, non-executive director and chair of the committee noted that the 
chief executive, Royal Free Hospital, would be joining the committee.  The 
committee had had a good discussion about the core requirements to achieve a 
more engaged workforce with the patient at the centre.  It was noted that the 
national bodies were delegating the workforce planning role to local 
organisations. 

Ms Goldwag, non-executive director, asked if there was any impact from Brexit.  
The chief people officer responded that the number of EU staff leaving had not 
increased.  It would be interesting to see if the number of EU doctors applying 
for clinical fellow posts reduced; but in the past it had been possible to recruit 
non EU doctors to those posts instead. 

The board noted the report from the committee.  
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2019/20-40 BOARD CODE OF CONDUCT

The board endorsed the code of conduct. 

2019/20-41 QUESTIONS FROM THE PUBLIC

A member of the public asked a question about employment of non EU doctors 
who he understood were not happy about having to pay visa fees in order to 
work in the UK.  The chief medical officer responded that the trust was heavily 
reliant on the overseas medical workforce and collective lobbying by NHS 
organisations was needed on this point.  The chief people officer echoed this 
point. 

2019/20-42 ANY OTHER BUSINESS 

There was no other business. 

2019/20-43 DATE OF NEXT MEETING

The next trust board meeting would be on 26 June 2019 at 1300 in the 
boardroom, 2nd floor, Royal Free Hospital. 

Agreed as a correct record 

Signature …………………………………..date  26 June 2019……………………………. 
Dominic Dodd, chairman 
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TRUST BOARD – PUBLIC 

ACTION TRACKER AS AT 26 JUNE 2019 

Ref Open actions – as at 26 June 2019

(Completed actions will remain on the open actions log in a shaded box for reporting at the next meeting and will then be moved to the 

closed actions log) 

Action Date Target Owner Status and 

update  

2019/20-30 Director of infection prevention and control reports 

The staff response to the trust’s flu vaccination campaign had 
been very disappointing and the Royal Free London had the 
biggest drop in uptake relative to other London trusts.  She 
intended to involve the trust’s public health team in next year’s 
campaign to try for a different approach. The chairman suggested 
bringing the plan to the board early enough so that the board 
could make suggestions and it was agreed that the September 
meeting would be a good time to do this 

22/5/19 25/9/19 Chief nurse Open - 

Programmed in 

for September 

meeting. 

2019/20-31 Go see visits 

Ms Olulode, non-executive director, reported on a visit to the 
operating theatres at Chase Farm Hospital.  They had raised the 
issue that when the electronic patient record (EPR) system goes 
down, there is a delay in moving to a paper based system which 
sometimes meant that patients at the end of the list missed their 
operation.  However when they met the director, their primary 
concern was with the e-learning system for mandatory and 
statutory training, which did not always record when staff had 
done their training.  This had also been raised at the council of 
governors.  The executive team would pursue these issues 
outside the meeting. 

22/5/19 25/9/19 Chief 

medical 

officer / 

Chief 

people 

officer  

Open – update 

to be provided at 

the June board 

meeting. 
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Learning from deaths review report

2019/20-09 The chairman asked if mortality benchmark data could be added 

to the report along with comparative data from other providers; the 

chief medical officer would pursue this. 

27/3/19 24/7/19 Chief 

medical 

officer 

Closed – 

incorporated into 

the Q3 report on 

the agenda 

Operational performance report

2018/19-221 Ms Goldwag, non-executive director, asked whether it would be 

possible to give patients the option of going to another hospital 

with a shorter waiting time so they could be treated more quickly.  

The chief executive of the Royal Free Hospital responded that 

patients were often reluctant to be treated by a different consultant 

in the same hospital, let alone going to a different hospital and 

other hospitals were also challenged.  However she undertook to 

pursue this idea further. 

27/3/19 1/5/19 Chief 

executive, 

RFH 

I May 2019 – 

update given, 

action carried 

forward. 

Completed actions – as at 26 June 2019

(Completed actions will remain on the open actions log in a shaded box for reporting at the next meeting and will then be moved to the 

closed actions log) 
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ITEMS DISCUSSED AT THE CONFIDENTIAL BOARD MEETING HELD ON 22 MAY 2019 

Executive summary 

Decisions taken at a confidential trust board are reported where appropriate at the next trust 
board held in public.  Those issues of note and decisions taken at the trust board’s 
confidential meeting held on 22 May 2019 are outlined below.  The board discussed the 
trust’s financial position and performance report, although a detailed discussion also took 
place within the public part of the meeting.  The following matters were also discussed at the 
meeting: 

• Financial performance – the board agreed to hold a board seminar on the medium 
term financial strategy on 26 June 2019.  It also asked to receive a routine report from 
the executive finance committee. This is attached as a separate item on the agenda. 

• New access targets – the board noted that the proposed new national targets were 
being tested before they were adopted.  Discussions would be had with the test sites 
on how things were progressing. 

• Referral to treatment time (RTT) update – the trust noted that the recovery 
programme was on track with more clarity on long waiting patients. The board would 
continue to be updated on the RTT position.   

• Fire compliance update – the managing director of RFL Property Services Limited 
would be invited back to a future board meeting to discuss the wider proactive 
approach to fire compliance in terms of risk assessment and mitigation. 

• Group goals – the board reviewed and ratified the group priorities for 2019/20, 
approved the proposed review of goals and the areas of further consideration and 
next steps. 

• Care Quality Committee (CQC) action plan – the board approved the draft action 
plan, delegating authority to the group executive committee to review and approve 
the final version prior to submission to the CQC on 31 May 2019.  The action plan is a 
separate item on the public  board agenda. 

• Annual report and accounts 2018/19 - the board approved the trust’s annual report, 
including annual governance statement and internal and external audit opinions, and 
approved the trust’s annual accounts for the year ending 31 March 2019. 

• Quality account 2018/19 – the board approved the quality account and statement of 
directors’ responsibilities for the quality report. 

• Self-certifications – the board reviewed and confirmed the responses to the self-
certifications. 

Report to Date of meeting Attachment number 

Trust Board 26 June 2019 Paper 4 
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Action required

For the board to note. 

Meetings where this report has been discussed previously 
Not applicable
Meeting Date Decision 

Board/GEC/LEC/committee goals

GOALS BAF risks

1. RTT 18 weeks target: 92% G-036 

2. Be a digital exemplar(HIMSS level 7) G-040 

3. Deliver regulatory undertakings G-021 

4. Demonstrable organisation health group governance) G- 42 

CQC standards impacted Well led

Financial/business implications Financial/business implications are articulated where 

relevant in reports under consideration by the board. 

Equality analysis Equality and diversity implications are articulated 

where relevant in reports under consideration by the 

board. 

Compliance impact Any compliance impacts are articulated where 

relevant in reports under consideration by the board. 

Report from D Dodd, chairman 
Author A Macdonald, board secretary 
Date 7 June 2019 
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CQC Inspection report  May 2019-  Improvement Action Plan 

Executive summary 

The trust final CQC report was published 10 May 2019. The trust is rated overall as requires 

improvement as a provider and rated requires improvement at two of our three sites:  Barnet 

Hospital and the Royal Free Hospital. Chase Farm Hospital was rated good.  

The trust was rated requires improvement for the following domains: 

• Safety  at all three hospital sites 

• Responsive at both Barnet and Royal Free Hospital 

The Royal Free hospital site was in addition, rated requires improvement for the well led 

domain overall.   

The trust has a 11 areas for improvement defined as must do and a further  82 areas 

considered as should do. 

The trust was required to report on the actions it plans to take to meet the must do 

recommendations by Friday 31 May 2019.  In addition the trust was required by this date to 

display at our hospital sites posters of our inspection rating scores and on our website.  

The attached action plan summarises the trust’s intended actions that will be undertaken to 

implement the improvements needed and by when sustained improvements will have been 

made.  This was submitted to the CQC by the deadline.  The hospital teams have developed 

action plans in relation to the should do recommendations but these do not have to be 

submitted to the CQC. 

Action required/recommendation

The board is asked to note the enclosed action plan 

Meetings where this report has been discussed previously 

Meeting Date Decision 
Trust board confidential 
meeting 

22 May 2019 Delegated authority to the group exec committee 
to approve the draft action plan for submission. 

Group CEO and BU CEO 
monthly meeting 

3 May 2019. For discussion and distribution to teams for 
review and development of responsive actions 

Executive weekly CQC 
and Never Event Forum 

7 and 14 May 2019 
respectively. 

Development of action plan to undertake and 
sustain improvements 

Report to Date of meeting Attachment number 

Trust Board  26 June 2019 Paper 5 

Paper 5
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Board/GEC/LEC/committee goals 

GOALS BAF 

risks 

1. Deliver regulatory undertakings  G-021 

2. Demonstrable organisation health group governance)  G- 42 

3. All sites self-assessed as CQC outstanding 

4. 

CQC standards impacted Safe /  responsive and well led

Financial/business implications Any proposals in the final agreed action for 

RFLNHST FT improvement implementation 

plan will receive approval of their financial 

or business impact signed off by the group 

executive lead and chief finance and 

compliance officer prior to submission to 

board/committee support

Equality analysis Any adverse impact on equality and 
diversity are reflected in our intended 
actions for improvement.

Compliance impact The report reflects our actions in response 

to implications on compliance duties 

regarding both the CQC and NHS 

Improvement legislation and regulation.

Report from Deborah Sanders Group Chief Nurse and Group Deputy CEO 
Author Dawn Atkinson Group Deputy Director Clinical Governance and 

Performance. 
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Regulated Activity Regulation Action required Measurable Deliverable (outcome) to 

sustain the improvement

 Responsible Lead Resource Implications Lead responsible for the 

resource 

Target Completion date Impact to our users

BH and RFH Maternity 

Service

The trust must ensure staff follow the trust 

medication policy and procedures in the safe storage 

of medicines and safe disposal of expired medicines. 

(Regulation 12(2)(g)).

• Pharmacy to undertake weekly spot check 

medication storage and disposal audits

Weekly audits to meet 100% compliance 

and action plan to address any gaps where 

compliance target is not achieved

Nicole Leung, W&C Divisional 

Pharmacist Lead/Ruth Akoto-

Appiah, Head of Midwifery

Nil N/A Ongoing monitoring with a downgrade to 

monthly audits after sustained 100% 

compliance from monthly monitoring - 

31 August 2019.

Our patients safety remains paramount at all times. 

Any medicines incident will be reviewed weekly until 

we are assured these actions have been completed 

• Pharmacy to undertake weekly controlled 

drugs book documentation audit

Weekly audits to meet 100% compliance 

and action plan to address any gaps where 

compliance target is not achieved

Nicole Leung, W&C Divisional 

Pharmacist Lead/Ruth Akoto-

Appiah, Head of Midwifery

Nil N/A Ongoing monitoring with a downgrade to 

monthly audits after sustained 100% 

compliance from monthly monitoring - 

31 August 2019.

Our patients safety remains paramount at all times. 

Any medicines incident will be reviewed weekly until 

we are assured these actions have been completed 

• The medication audit findings to be sent to 

the Head of Midwifery, group director of 

midwifery and Lead Pharmacist for Women 

and Children

• Evidence of weekly communication of 

audit results and actions required and 

taken.

Nicole Leung, W&C Divisional 

Pharmacist Lead
Nil N/A 31/08/2019 Our patients safety remains paramount at all times. 

Any medicines incident will be reviewed weekly until 

we are assured these actions have been completed 

• The medication audits and findings to be 

presented and monitored monthly by the 

maternity risk management meetings.   

• Monthly Minutes of  Maternity Risk 

meeting

Nicole Leung, W&C Divisional 

Pharmacist Lead/Ruth Akoto-

Appiah, Head of Midwifery

Nil N/A 31/08/2019 Our patients safety remains paramount at all times. 

Any medicines incident will be reviewed weekly until 

we are assured these actions have been completed 

• The medication audits and actions taken to 

address any gaps to be reported and 

monitored monthly via Women’s Directorate 

meeting, Women and Children  Divisional 

Board and Barnet Hospital CPPS and Royal 

Free Hospital CPPS.

• Monthly Minutes of  Women's 

Directorate, Women and Children 

Divisional Board, BH CPPS and RFH 

CPPS

Nicole Leung, W&C Divisional 

Pharmacist Lead/Ruth Akoto-

Appiah, Head of Midwifery

Nil N/A 31/08/2019 Our patients safety remains paramount at all times. 

Any medicines incident will be reviewed weekly until 

we are assured these actions have been completed 

•  Staff training on the appropriate storage 

of medication, disposal of  medication and 

documentation in the CD book by the 

delivery of four weekly ad-hoc sessions 

over a one month period.

• Training logs demonstrating at least 

90% compliance

Ruth Akoto-Appiah Nil N/A 30/06/2019 Our patients safety remains paramount at all times. 

Any medicines incident will be reviewed weekly until 

we are assured these actions have been completed 

• This risk to be added to the Divisional Risk 

Register and maternity action plan and 

monitored monthly via the Divisional Board , 

Barnet Executive Committee and Maternity 

Executive Board champions meeting

• Risk uploaded to Risk register and 

Monthly Minutes of Divisional Board, 

BEC and Maternity Executive Board 

champions meeting

Carla Long/Tricia George Nil N/A 31/05/2019 Our patients safety remains paramount at all times. 

Any medicines incident will be reviewed weekly until 

we are assured these actions have been completed 

The trust must ensure medical staff complete consent 

forms appropriately. All forms must be signed and 

dated and

the role of the doctor must be clearly specified. 

(Regulation 11).

• Spot check weekly audit of 5 consent forms 

for all procedures requiring consent such as 

caesarean section, MROP, perineal tear repair 

in theatre

Weekly audits to meet 100% compliance 

and action plan to address any gaps where 

compliance target is not achieved

Maggie Blott Obstetric Lead 

Obstetrician & Heather Evans 

Clinical Director for Obstetrics 

and Gynaecology

Nil N/A Ongoing monitoring with a downgrade to 

monthly audits after sustained 100% 

compliance from monthly monitoring - 

31 August 2019.

Our users consent to treatment will be 

reviewed weekly as part of the actions until 

we are assured these are complete in all 

cases were consent is required.

• Dissemination of audit findings monthly via 

the Maternity Unit meeting, Consultants 

meeting and labour ward Forum.

• Monthly Minutes of  Maternity Unit 

meeting, Consultants meeting and 

Labour ward forum

Maggie Blott Obstetric Lead 

Obstetrician & Heather Evans 

Clinical Director for Obstetrics 

and Gynaecology

Nil N/A 31/08/2019 Our users consent to treatment will be 

reviewed weekly as part of the actions until 

we are assured these are complete in all 

cases were consent is required.

• The consent audits and findings to be 

presented and monitored monthly by the 

maternity risk management meeting.  

• Monthly Minutes of  Maternity Risk 

Management meeting

Maggie Blott Obstetric Lead 

Obstetrician & Heather Evans 

Clinical Director for Obstetrics 

and Gynaecology

Nil N/A 31/08/2019 Our users consent to treatment will be 

reviewed weekly as part of the actions until 

we are assured these are complete in all 

cases were consent is required.
• The audit findings sent to the Head of 

Midwifery, Obstetric Lead and Clinical 

Director of Obstetrics and Gynaecology

• Evidence of weekly communication of 

audit results and actions required and 

taken.

Maggie Blott Obstetric Lead 

Obstetrician & Heather Evans 

Clinical Director for Obstetrics 

and Gynaecology

Nil N/A 31/08/2019 Our users consent to treatment will be 

reviewed weekly as part of the actions until 

we are assured these are complete in all 

cases were consent is required.
• The consent documentation audit and 

actions taken to address any gaps to be 

reported and monitored monthly via 

Women’s Directorate meeting, Women and 

Children Divisional Board and Barnet Hospital 

CPPS and Royal Free Hospital CPPS.

• Monthly Minutes of  Women's 

Directorate, Women and Children 

Divisional Board, BH CPPS and RFH 

CPPS

Maggie Blott Obstetric Lead 

Obstetrician & Heather Evans 

Clinical Director for Obstetrics 

and Gynaecology

Nil N/A 31/08/2019 Our users consent to treatment will be 

reviewed weekly as part of the actions until 

we are assured these are complete in all 

cases were consent is required.

• This risk to be added to the Divisional Risk 

Register  and maternity action plan and 

monitored monthly via the Divisional Board , 

Barnet Executive Committee and Maternity 

Executive Board champions meeting .

• Risk uploaded to Risk register and 

Monthly Minutes of Divisional Board, 

BEC and Maternity Executive Board 

champions meeting

Carla Long/Tricia George Nil N/A 31/05/2019 Our users consent to treatment will be 

reviewed weekly as part of the actions until 

we are assured these are complete in all 

cases were consent is required.

Report on actions  following CQC Inspection December 2018 

Account Number  RAL

Summary of key areas of concern actions in relation to : Barnet Hospital Critical Care and Maternity Services, Chase Farm Hospital Urgent and emergency services, Royal Free Hospital Critical Care, Medical Care and Maternity services in addtion to RFLNHSFT Trust wide.
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BH Critical Care

The trust must ensure all medicines are stored 

safely and securely, and at the correct 

temperature. Intravenous fluids are never 

stored in mixed boxes. There is regular 

checking and timely replacement of out of date 

medicines, including transfer and anaphylaxis 

kits. (Regulation 12(2)(g))

• Pharmacy to undertake weekly 

medication audits using the Perfect ward 

app covering checks of the following 

areas: medication security, key storage, 

ambient temperature, fridge temperature, 

IV fluids storage for a 3 months period and 

if compliance of 100% maintained then to 

downgrade to monthly

• Weekly medication audit – 100% 

compliance and action plan to address 

any gaps where compliance target is not 

achieved 

TF Chan/Deborah Kirby/Sachin 

Prabhu
Nil N/A Ongoing monitoring with a downgrade 

to monthly audits after sustained 

100% compliance from monthly 

monitoring - 31 August 2019.

Our patients will recive their medicines 

safely and we will ensure our method of 

storing and recording medicines are 

monitoring weekly until we are assured we 

have completed all our actions for 

improvement.

• Pharmacy to undertake monthly 

controlled drugs book documentation audit 

and expired drugs audit

• Monthly controlled drugs book 

documentation audit medication audit 

and medication expiration– 100% 

compliance and action plan to address 

any gaps where compliance target is not 

achieved 

TF Chan/Deborah Kirby/Sachin 

Prabhu

Nil N/A Ongoing monitoring after sustained 

100% compliance from monthly 

monitoring - 31 August 2019.

Our patients will recive their medicines 

safely and we will ensure our method of 

storing and recording medicines are 

monitoring weekly until we are assured we 

have completed all our actions for 

improvement.

• The medication audit findings to be sent 

to the ward sister and Matron on a weekly 

basis

• Evidence of weekly communication of 

audit results and actions required and 

taken. TF Chan

Nil N/A 31/08/2019 Our patients will recive their medicines 

safely and we will ensure our method of 

storing and recording medicines are 

monitoring weekly until we are assured we 

have completed all our actions for 

improvement.

• Monthly oversight of the medication 

audits via the Senior Nurse meeting, 

Surgical and associated Services 

Divisional Board and Barnet Hospital 

CPPS

• Monthly Minutes of Senior nurse 

meeting, SAS Divisional Board and BH 

CPPS.

TF Chan

Nil N/A 31/08/2019 Our patients will recive their medicines 

safely and we will ensure our method of 

storing and recording medicines are 

monitoring weekly until we are assured we 

have completed all our actions for 

improvement.

•  Staff training on the appropriate storage 

of medication and intravenous fluids by the 

delivery of four weekly ad-hoc sessions 

over a one month period.

• Training logs demonstrating at least 

90% compliance

Deborah Kirby Nil N/A 30/06/2019 Our patients will recive their medicines 

safely and we will ensure our method of 

storing and recording medicines are 

monitoring weekly until we are assured we 

have completed all our actions for 

improvement.

• Centralised storage of IV fluids stock on 

ITU North and South by identification of a 

designated room for intravenous fluid and 

transferring all IV fluids to this area.

• Dedicated room for IV fluids stock  

storage 

Deborah Kirby/Nigel Trew Nil N/A 30/11/2019 Our patients will recive their medicines 

safely and we will ensure our method of 

storing and recording medicines are 

monitoring weekly until we are assured we 

have completed all our actions for 

improvement.

• Swipe card access for the Critical Care 

Treatment rooms on ITU North and South

• Swipe card access for the Critical Care 

Treatment rooms on ITU North and 

South

Deborah Kirby/Nigel Trew TBC a resolution to 

meeting and 

understanding the 

asscoiated cost to this 

improvement will be 

reviewd during the 

week commencing 20 

May 2019

TBC 30/11/2019 Details of this impact will be reviewed and 

articulated following the outcomes of the 

discussions during the week commencing 

20 May 2019

• To introduce a short term solutionto 

using a portable air-conditioning unit to 

cool the treatment rooms on ITU

• Purchase order for a short term 

solution- portable air-conditioning unit

Deborah Kirby/Nigel Trew TBC a resolution to 

meeting and 

understanding the 

asscoiated cost to this 

improvement will be 

reviewd during the 

week commencing 20 

May 2019

TBC 31/07/2019 Details of this impact will be reviewed and 

articulated following the outcomes of the 

discussions during the week commencing 

20 May 2019
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• To work with the estates department to 

scope a long term solution to cool the 

treatment rooms on ITU 

• Long term solution for cooling the 

treatment room- scoping document

Deborah Kirby/Nigel Trew TBC a resolution to 

meeting and 

understanding the 

asscoiated cost to this 

improvement will be 

reviewd during the 

week commencing 20 

May 2019

TBC 31/02/2020 Details of this impact will be reviewed and 

articulated following the outcomes of the 

discussions during the week commencing 

20 May 2019

• Risk in relation to Medication storage and 

disposal to be added to the Specialty Risk 

register, Divisional Risk register and the 

Barnet Hospital Risk register and  

monitored monthly via the Divisional Board 

and monthly via Barnet Executive 

Committee

• Risk reflected on the Specialty Risk 

register, Divisional Risk register and the 

Barnet Hospital Risk register.

Carla Long/Shilpa  Shah Nil N/A 31/05/2019 The identification and management of risk 

to patients will be undertaken across 

directorate, speciality and service line the 

governance meetings will review their 

relevant sections of the Risk Register on a 

quarterly basis. Until we are assured with 
The trust must ensure all risks are accurately 

assessed and regularly monitored with timely 

mitigating actions taken to address issues, 

including the safe and secure storage of 

medicines and intravenous fluids (Regulation 

17(2)(b)).

• To review management of risks across 

the service and to develop a standard 

operation procedure adapted from the 

Trust Risk Management policy 

Governance review with accompanying 

options paper

Carla Long/Jessica 

Miller/Sachin Prabhu/Deborah 

Kirby

Nil N/A 30/06/2019 All risk identified to our patients or the 

services we provide to patients will be 

monitored on a weekly basis and the 

mitigating actions reviewed for their 

effectiveness until we have completed all 

identified actions

• To review the governance arrangements 

across the service

Governance review with accompanying 

options paper

Carla Long/Jessica 

Miller/Sachin Prabhu/Deborah 

Kirby

Nil N/A 30/06/2019 All risk identified to our patients or the 

services we provide to patients will be 

monitored on a weekly basis and the 

mitigating actions reviewed for their 

effectiveness until we have completed all 

identified actions
• To implement a formal minuted monthly 

Critical Care clinical governance meeting

• Monthly Minuted Critical Care Clinical 

Governance meeting (monthly x 12)

Carla Long/Jessica 

Miller/Sachin Prabhu/Deborah 

Kirby

Nil N/A 30/06/2019 All risk identified to our patients or the 

services we provide to patients will be 

monitored on a weekly basis and the 

mitigating actions reviewed for their 
• To develop  terms of reference for the 

Critical care risk meeting

Approved Terms of reference Carla Long/Jessica 

Miller/Sachin Prabhu/Deborah 

Kirby

Nil N/A 30/06/2019 All risk identified to our patients or the 

services we provide to patients will be 

monitored on a weekly basis and the 

mitigating actions reviewed for their • To develop a critical care dashboard  to 

cover Critical care risks for ongoing 

monitoring including medication audit 

compliance, delayed discharged and out of 

Critical care dashboard Carla Long/Jessica 

Miller/Sachin Prabhu/Deborah 

Kirby

Nil N/A 31/08/2019 All risk identified to our patients or the 

services we provide to patients will be 

monitored on a weekly basis and the 
The trust must ensure there is a sustainable 

plan and action is taken to improve the quality 

of service in relation to delayed discharges, 

and patient experience staying in an 

inappropriate environment and discharge 

transfers out of hours (Regulation 17(2)(a))

• Delayed discharges and out of hour 

transfers to be reviewed weekly by the ITU 

Matron and the Clinical Director

Weekly monitoring data and evidence of 

actions taken

Sachin Prabhu/Deborah 

Kirb/Tony Wolf
Nil N/A 31/07/2019 The safety of our patients care is 

paramaount and we will ensure all our 

patients are discharge timely from services 

and we will review discharegs on a daily 

basis until we have completed these 

actions

• Risk to be added to the Specialty Risk 

register, Divisional Risk register and the 

Barnet Hospital Risk register and  

monitored monthly via the Divisional Board 

Risk uploaded on the Risk register Carla Long/Shilpa  Shah Nil N/A 31/05/2019 The safety of our patients care is 

paramaount and we will ensure all our 

patients are discharge timely from services 
• A Critical Care Task and Finish Group 

including input from other services to be 

set up to develop a strategy for improving 

the quality of the service in relation to 

Strategy for Critical Care within three 

months

Sachin Prabhu/Deborah 

Kirby/Lila Dinner/Kate 

Cox/Susan Tierney

Nil N/A 30/11/2019 The safety of our patients care is 

paramaount and we will ensure all our 

patients are discharge timely from services 
• Monthly oversight of the progress of the 

Task and Finish Group via the Critical 

Care Clinical Governance meeting, 

Surgical and associated Services 

Divisional Board and Barnet Hospital 

CPPS

Monthly monitoring evidenced by Critical 

Care clinical Governance meeting 

minutes, SAS Divisional Board minutes 

and BH CPPS minutes

Sachin Prabhu/Deborah 

Kirby/Lila Dinner/Susan 

Tierney

Nil N/A 31/07/2019 The safety of our patients care is 

paramaount and we will ensure all our 

patients are discharge timely from services 

and we will review discharegs on a daily 

basis until we have completed these 
• The service to scope the options for re-

configuring allocation of patients within ITU 

based on acuity and a pilot of the agreed 

option to be launched within three months.

• Pilot of agreed solution to commence 

Sept 2019. Pilot for minimum of 3 

months then formal agreed solution fully 

implementated by Feb 2020

Sachin Prabhu/Deborah 

Kirby/Jessica Miller
Nil N/A 28/02/2020 The safety of our patients care is 

paramaount and we will ensure all our 

patients are discharge timely from services 

and we will review discharegs on a daily 

basis until we have completed these 

actions
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CFH Urgent and Emergency 

Care- UCC

The trust must ensure that staff follows the trust’s 

record management policies concerning safe storage 

and security of patient and staff records (Regulation 

17).

 A new secure cabinet has been placed in the 

management office in the UCC for such 

documents to be stored in future.

A process for collecting papers that require 

scanning and sending to medical records for 

scanning on a daily basis has been 

implemented in the department.  

The store cupboard is now locked, 

observational audits have confirmed that this 

has kept locked. 

Observational monitoring of storage of 

documentation and security of patient and 

staff records showing consistent 

compliance

Matron, UCC Nil N/A 01/09/2019 The safety of patients and staff records and 

documents will be kept securely as set out 

in our action plan and we will monitor our 

actions on a daily basis until we are 

assured this action is complete.

The trust must act to ensure staff follow-up with 

patients that leave the Urgent Care Centre before 

being seen, particularly with vulnerable children and 

adults (Regulation 13).

A process for reviewing DNA's and informing 

patient's GPs of any children or known 

vulnerable adults of the DNA has been put in 

place. This will be included in the daily check 

in the UCC to ensure compliance with the 

process.  

Daily check of DNA follow up process to 

show compliance 

Matron, UCC Nil N/A 01/09/2019 The safety of patients and their access to 

care will be reviewed daily where we find a 

patient has left our department before 

being seen as set out by the actions in our 

action plan  these will be monitored until 

we are assure the actions are complete.

Royal Free Hospital Medical 

Care 

The trust must review escalation processes in the 

Private Patients Unit for calling the RMO 

assistance to ensure the RMO is available to 

attend to patients when required. (Regulation 

12)

A full review of the current escalation 

process document (guideline) to be 

undertaken (with RMO workforce 

involvement), to ensure clear 

expectations that roles and 

responsibilities are understood.

Ensure RMO attendance at the 

governance meeting.  Ensure there is a 

clear process for support, raising any 

challenges that they may be facing, and 

highlighting what is working well, 

resulting in any required  changes to 

the process.

Jo McDonald Nil N/A 31 July 2019 The safety of our patients care is 

paramaount and we will ensure all our 

patients including those in our PPU will be  

reviewed on a daily basis until we have 

completed these actions

Include the escalation process on the 

nursing forum agenda as a standing item, 

for concerns relating to RMO to be 

highlighted and discussed openly.  The 

forum will encourage nurses to Datix any 

incidents as required

Review and analyse Datix incidents 

relating to RMO escalation, and report 

as part of the governance framework

Jo McDonald Nil N/A 31 July 2019 The safety of our patients care is 

paramaount and we will ensure all our 

patients including those in our PPU will be  

reviewed on a daily basis until we have 

completed these actions

Review and measure patient feedback for 

any concerns or complaints raised that 

relate to the escalation of concerns or 

management of the deteriorating patient.

Analysis should show a visible 

reduction in incidents pertaining to the 

management of the deteriorating 

patient.

Jo McDonald Nil N/A 31 July 2019 The safety of our patients care is 

paramaount and we will ensure all our 

patients including those in our PPU will be  

reviewed on a daily basis until we have 

completed these actions

The trust must reinforce the use of an up to date 

risk register that includes all risks and 

comprehensive mitigations. (Regulation 17).

New risks to be drafted and taken to SAS 

Divisional Board for approval to add to 

the Risk Register.

The full SAS Risk Register will be 

included on a quarterly basis at the 

Divisional Quality and Safety Board 

(DQSB). 

Linda McGurrin

Jacky Sinclair

Susanne Althauser

Nil N/A 15 June 2019 The identification and management of risk 

to patients wll be undertaken across 

directorate, speciality and service line the 

governance meetings willl review their 

relevant sections of the Risk Register on a 

quarterly basis. Until we are assured with 

have completed our improvement actions 

The ICU Risk Register will be reviewed in 

the monthly divisional board meeting

The directorate, speciality and service 

line meetings will also review their 

relevant sections of the Risk Register 

on a quarterly basis.

Linda McGurrin

Jacky Sinclair

Susanne Althauser

Nil N/A 15 June 2019 The identification and management of risk 

to patients wll be undertaken across 

directorate, speciality and service line the 

governance meetings willl review their 

relevant sections of the Risk Register on a 

quarterly basis. Until we are assured with 

have completed our improvement actions 
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The trust must ensure that equipment has 

regular preventative maintenance and there is a 

replacement programme for out of date 

equipment. (Regulation 12)

A project manager has been appointed to 

oversee the development of a rolling 

replacement programme for ITU.  This will 

include a method of routine maintenance 

and acceptance testing.

At present, the high risk equipment 

(monitors, ventilators) have been 

replaced or have been ordered and are 

ready to be installed, the pumps will be 

replaced as soon as the company can 

provide the updated software.

Linda McGurrin

Jacky Sinclair

Susanne Althauser

TBC TBC 15 September 2019 The avaialbity of equipment to support the 

care we provide to patients will be 

monitored weekly until we are assured we 

have a  method of routine maintenance 

and acceptance testing including 

replacement of our equiment is in place . 

The Trust will  implement a rolling 

equipment plan for theatre and ITU, to 

ensure regular ongoing replacement of 

the equipment

 A method of routine maintenance and 

acceptance testing will be put in place 

for all our equiment.

Linda McGurrin

Jacky Sinclair

Susanne Althauser

TBC TBC 15 September 2019 The avaialbity of equipment to support the 

care we provide to patients will be 

monitored weekly until we are assured we 

have a  method of routine maintenance 

and acceptance testing including 

replacement of our equiment is in place . 

Trustwide The trust must ensure that its restraint policy 

follows best practice guidance as set out in 

Positive and Proactive Care:Reducing the Need 

for Restrictive Interventions (Department of 

Health, 2014) and Violence and aggression: 

shortterm

management in mental health, health and 

community settings National Institute for Health 

and Care

Excellence, 2015). This includes ensuring that 

there is a rigorous process so that mechanical 

restraint such as mittens are only used in 

exceptional circumstances, and that ongoing 

monitoring of all restrictive interventions is in 

place.

(Regulation 17(1)(2)(a)(b).)

The trust udated our  Restraint policy in 

January 2019 and this was ratified at the 

trust Interatged Safeguarding Committee 

on 17 January 2019 . This has been 

disseminated to all staff and is avaialbe 

on the trust intranet system

The trust has a defined process and 

guidance for staff to follow in response 

to safely ensure where the use of 

mittens occur these are used inline 

with best practice guidance.

Dee Blaikie Lead Safeguarding 

Adults

Nil N/A Jan-19 The safety of our patients is paramount 

and our staff have in place well defined 

processes and guidance to follow in 

response to  where the use of mittens  may 

be needed which ensures the patient safey 

and follows best practice guidance.
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Clinical negligence Scheme for Trusts (CNST) workforce standards 

Executive summary 

The clinical negligence scheme for trusts maternity contributions incentive scheme is now into 
its second year. The incentive scheme requires the Trust board to self-certify against 10 
standards in order to qualify for a discount on the year fee. In 2018/19 the Royal Free Trust 
was successful in meeting the standards. Attached are three workforce documents that provide 
assurance that the maternity department are compliant with CNST standard 4 and 5. 

Document 1 titled GMC National Trainee Survey Action plan 2018 demonstrates compliance 
with standard 4a: 

“4a Formal record of the proportion of obstetrics and gynaecology trainees in the trust who 
‘disagreed/strongly disagreed’ with the 2018 General Medical Council National Training Survey 
question: ‘In my current post, educational/training opportunities are rarely lost due to gaps in 
the rota.’ In addition, a plan produced by the trust to address lost educational opportunities due 
to rota gaps”. 

On the Royal Free site the rota design was within the norm and did not trigger a red outlier. At 
Barnet there were gaps in the HEE training and the non-training posts so a red indicator was 
triggered. The number of trainee’s at Barnet who felt that their educational opportunities had 
been significantly negatively impacted by rota gaps was 57%. Although the department adopts 
a proactive recruitment strategy, rules on visa applications at that time had made it very difficult 
to recruit.  These rules have since been relaxed.  Following this survey an action was 
developed to address this situation. 

In a recent survey of Barnet trainees against the same NTS question 57% disagreed and 28% 
strongly disagreed indicating that by far the majority of trainees at Barnet now no longer feel 
that they are losing educational or training opportunities due to rota gaps. Also there have 
been no “missed educational opportunities” exception reports received from O&G trainees at 
Barnet. 

As required this information has been sent back to HEE as part of the GMC NTS action plan 
response and the quality assurance process as managed through HEE. A summary report of 
all trust wide GMC survey results (including O&G) key issues and planned actions against 
indicators went to GEC in November 2018.  

Document 2 titled Anaesthetic Workforce in Obstetrics: CNST Assurance report demonstrates 
compliance with standard 4b:  

“4b) An action plan is in place and agreed at Board level to meet Anaesthesia Clinical Services 
Accreditation (ACSA) standards 1.2.4.6, 2.6.5.1 and 2.6.5.6.” 

The Trust is fully compliant for ACSA standards 1.2.4.6, 2.6.5.1 and 2.6.5.6 and thus meets the 

CNST Incentive Scheme 2018/19 criteria. On both sites there is a resident SPR in 

anaesthetics 24/7 covering the labour ward only and therefore available at all times. The 

Report to Date of meeting Attachment number 

Trust board 26 June 2019 Paper 6  
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Maternity services also have a dedicated consultant anaesthetist every day for the labour ward 

who is available to review patients jointly with the Obstetric team. 

Document 3 titled Midwifery Workforce Planning CNST demonstrates compliance with for 
standard 5.  

“Standard 5  
a) A systematic, evidence-based process to calculate midwifery staffing establishment has 

been done. 

b) The obstetric unit midwifery labour ward coordinator has supernumerary status (defined as 
having no caseload of their own during that shift) to enable oversight of all birth activity in 
the service 

c) Women receive one-to-one care in labour (this is the minimum standard that Birthrate+ is 
based on) 

d) A bi-annual report that covers staffing/safety issues is submitted to the Board” 

Document 3 provides an assessment of staffing/safety issues across Maternity Services at the 
Royal Free London NHS Foundation (RFL) Trust covering the period of November 2018 to 
April 2019.

5a) A systematic, evidence-based process to calculate midwifery staffing establishment has 
been completed. A business case was developed to request funding for an increase in 
midwifery staffing within the maternity units in response to the acuity and complexity at the 
Trust. The staffing levels identified in the business case were to ensure the establishment 
meets the national standard of 1:28. 

The initial Dialogue 1 which is the first phase of the business case process was submitted to 
Barnet Executive Committee (BEC) in May 2018.  Dialogue 2 the next phase of the business 
case process has been approved by the BEC in April 2019 and by the Group Executive Board 
(GEC) on May 28 2019.   

5b) Our staffing review demonstrates 100% compliance with supernumerary labour ward 
status. 

5c) Both Barnet Hospital and Royal Free Hospital sites audits have maintained 100% 

compliance of 1:1 care in labour. 

5d) Document 3 covers the bi-annual report on staffing/safety issues.  

Action required

• To formally approve the GMC National Trainee Survey Action plan 2018.  

• To formally approve that the anaesthetic ACSA standards 1.2.4.6, 2.6.5.1 and 2.6.5.6 
are met. 

• To formally approve the bi-annual midwifery report that covers staffing/safety issues.  

Meetings where this report has been discussed previously 

Meeting Date Decision 
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BH Clinical Performance and Patient 
Safety Committee

28 May 2019 Noted.  

Group Executive Committee 4 June 2019 Noted.  

Board/GEC/LEC/committee goals [appended]

GOALS BAF risks

Top 10% vs peers staff recommend as place to work (FFT> 90%) G-024 

Match leader on patient and staff engagement G-030 

CQC standards impacted Safe / effective / caring / responsive / well led

Financial/business implications The incentive scheme requires the Trust board to self-certify 

against 10 standards in order to qualify for a discount on the 

year fee. 

Equality analysis No identified negative impact on equality and diversity  

Compliance impact NHS Resolution   

Report from 
Debbie Saunders – Group Chief Nurse 
Mai Buckley – Group Director of Midwifery 

Author Mai Buckley – Group Director of Midwifery 

Date  12th June 2019 
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Document 1: GMC National Trainee Survey Action plan 2018 (CNST safety action 

4a)  

Actions Lead 
Completion 

date 
Rolling recruitment initiative to fill all posts 

in light of changes to visa rules 

Hemant Vakharia 

Clinical Director 
December 2018 

Liaise with deanery to fill all HEE training 

posts  

Hemant Vakharia 

Clinical Director 
October 2018 

Re-survey trainee’s response to HEE NTS 

questions ‘“In my current post, 

educational/training opportunities are 

FREQUENTLY lost due to gaps in the 

rota?” 

Hemant Vakharia 

Clinical Director 
March 2019 

Action plan and repeat survey to be shared 

with RCOG training office. 

Vinita Singh College Tutors 

RFH site 

Elaine Cheung College Tutor 

BH site 

April 2019 

Monitor exception reporting on missed 

educational opportunities. These are 

completed by trainees and submitted to the  

Trust Head of Quality (Postgraduate 

Medical Education) 

Zarina Khan 

Head of Quality 

(Postgraduate Medical 

Education) 

Vinita Singh College Tutors 

RFH site 

Elaine Cheung College Tutor 

BH site 

Heather Evans  Clinical 

Directors RFH site 

Hemant Vakharia Clinical 

Directors BH site 

On going 
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Document 2 Anaesthetic Workforce in Obstetrics (CNST safety action 4a)  

This report provides a summary of the benchmarking exercise for three ACSA standards which 
relate to the delivery of anaesthetic services in Obstetrics as part of the CNST Incentive 
Scheme 2018/19. 

The Trust is fully compliant for ACSA standards 1.2.4.6, 2.6.5.1 and 2.6.5.6 and thus meets the 

CNST Incentive Scheme 2018/19 criteria. On both sites there is a resident SPR in anaesthetics 

24/7 covering the labour ward only and therefore available at all times. The Maternity services 

also have a dedicated consultant anaesthetist every day for the labour ward who is available to 

review patients jointly with the Obstetric team. 

ACSA 
Standard 

Description CQC KLoE HIW Domains  HIS Domains Rag rating 

1.2.4.6 Where there are elective 
caesarean section lists there 
are dedicated obstetric, 
anaesthesia, theatre and 
midwifery staff 
A copy of rotas and lists 
showing dedicated theatre 
lists with a named consultant 
with no other clinical 
commitment should be 
provided.  An audit 
demonstrating minimal 
delays to elective 
procedures and rapidness of 
emergencies to support local 
arrangements 

Responsive
Well led 

Safe & 
effective 
care 
Management 
& leadership 

Policies, 
planning and 
governance; 
Workforce 
management 
and support 

This is 
demonstrated by 
the anaesthetic 
rotas – The 
service is fully 
compliant. 

2.6.5.1 A duty anaesthetist is 
available for the obstetric 
unit 24 hours a day, where 
there is a 24 hour epidural 
service the anaesthetist is 
immediately available to the 
delivery suite 
If this service is offered, 
rotas should be provided as 
evidence. If this service is 
not provided, patient 
information should be seen 
which relays exactly what 
services can be offered   

Safe 
Well led 

Safe & 
effective 
care 
Management 
& leadership 

Impact on 
patients, 
service users, 
carers and 
families; Safe, 
effective and 
person-
centred care 
delivery; 
Workforce 
management 
and support 

This is 
demonstrated by 
the anaesthetic 
rotas– The 
service is fully 
compliant. 

2.6.5.6 The duty anaesthetist for 
obstetrics should participate  
in delivery suite ward rounds
A copy of the rota to 
demonstrate duty consultant 
availability at a time when 
delivery suite ward rounds 
are taking place 

Safe 
Well led 

Safe & 
effective 
care 
Management 
& leadership 

Safe, effective 
and person-
centred care 
delivery; 
Quality 
improvement-
focussed 
leadership 

The anaesthetic 
rota 
demonstrates 
that there is 
consultant cover 
at a time when 
the ward rounds 
take place. 
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Appendix 1: Example Anaesthetic rotas for Royal Free Hospital and Barnet Hospital Maternity Services 

Rota Week 1 Mon  25 Feb Tue  26 Feb Wed  27 Feb Thu  28 Feb Fri  01 Mar Sat  02 Mar Sun  03 Mar

BH Obs Junior

Morning BCF ST3 BCF ST3

Afternoon BCF ST3 BCF ST3

Evening BCF ST3 BCF ST3 BCF ST3 BCF ST3 BCF ST3 BCF ST3 BCF ST3

Night Trust Grade Trust Grade Locum Trust grade BCF ST3 BCF ST3 BCF ST3

BCF: Gen/Obs Consultant o/c

Morning Consultant

Afternoon Consultant

Evening Consultant Consultant Consultant Consultant Consultant Consultant Consultant

Night Consultant Consultant Consultant Consultant Consultant Consultant Consultant

Example Barnet Hospital Anaesthetic Rota

Monday 25 February 2019 to Sunday 3 March

Rota Week 1 Start Finish Grade Sat  02 Mar Sun  03 Mar

Consultant General 08:00 08:00 Cons N L

Obstetric First-on 17:00 20:00 Trainee B B

Obstetric First-on Night 20:00 08:00 Trainee B B

Labour Ward Obs Obs Obs Obs Obs Obs Obs Obs Obs Obs

TJ TJ O S S O DS DS K SH SH K CK CK

O O O O K K K K O O

Example Royal Free Anaesthetic Rota

Monday 25 February 2019 to Sunday 3 March
Mon  25 Feb Tue  26 Feb Wed  27 Feb Thu  28 Feb Fri  01 Mar

NG W DS N N

TJ TJ A A B

O O K K O
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Document 3 

Bi-Annual Midwifery Report That Covers 
Staffing/Safety Issues 
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Midwifery Workforce Planning  

This report provides an assessment of staffing across Maternity Services at the Royal Free 

London NHS Foundation (RFL) Trust covering the period of November 2018 to May 2019. 

A systematic, evidence-based process to calculate midwifery staffing establishment has been 

done. A business case has been approved by the Group Executive board on 28th May 2019 to 

increase the midwifery staffing to meet the national standard of 1:28 in response to the acuity 

and complexity at the Trust (Appendix 1). There are a number of measures in place to support 

maternity staffing. These include the following: 

• Harmonised cross site Maternity escalation policy September 2018 including the 

implementation of on call maternity manager across the maternity services. 

• Weekly monitoring ensures the obstetric unit midwifery labour ward coordinator has 

supernumerary status (defined as having no caseload of their own during that shift) to 

enable oversight of all birth activity in the service. This is reported and presented by the 

HOMs at the weekly Divisional workforce board. The Group Director of midwifery is a 

member of the Divisional workforce board.  

• Plan to over recruit band 6 Midwife’s across the division into maternity leave to allow us 

to reduce the Trust’s agency spend in Maternity, the current vacancy across maternity 

for midwives band 6-7 is 4.5% and support workers is 5%. We have a successful rolling 

recruitment programme in place. 

• To appoint the 7.69wte additional midwives required facilitate a 1:28 midwife to birth 

ratio in line with the North Central London local maternity system (NCL LMS) 

benchmark. (Appendix1) 

Midwifery staffing and midwife to birth ratio 
The RCOG/ RCM recommend that all Maternity units should have a minimum funded Midwife to 

Birth ratio of 1:28. The percentage of specialist midwives and maternity manager’s clinical 

allocation within their role is evidenced in the North Central London template of midwife to birth 

ratio. This standard will be met in quarter 2 with the additional 7.69wte midwives approved by 

GEC in May 2019 to meet the 1:28 ratio. 
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Monitoring of maternity staffing 
The maternity unit has contingency plans to address short term staffing shortfalls as a 

consequence of increased workload, sickness and other staff absences. Due to a highly 

successful over recruitment programme led by the Heads of Midwifery, there will be no 

vacancies in the current funded establishment of midwifery posts when all new-starters are in 

post by September 2019. The service will continue to over-recruit to cover the higher clinical 

activity, maternity leave and support secondments. 

Birthrate Plus 
As part of our systematic midwifery staffing review across RFL maternity, Birthrate plus was 

commissioned in 2018. The main factor in the results is the case mix based on three months’ 

data from May – July 2018 collected using the BR+ scoring system and validated by the Birth-

rate Plus Team to ensure data quality was 100%. 

The Governance agenda, which includes evidence based guidelines, on-going monitoring and 

audit of clinical practices and clinical training programmes, will have an impact upon the 

required midwifery input; plus other key health policies including Continuity of Care as part of 

‘The Better Births’ plan for Maternity care, we currently have rolled out five continuity of carer 

teams across RFL maternity. Birthrate Plus allows for inclusion of the requisite resources to 

undertake such activities. 

The birthrate plus report for RFL published in February 2019 indicated a 16.99 WTE deficit in 

staffing levels. The findings indicate for the clinical activity and acuity the ratio should be 1: 

25.12 which is similar to the ratio for many units in England who have completed a workforce 

assessment from 2016 to date. The midwife birth ratio for RFL should be 1:25.12.  

The first stage in addressing the recommendations of the birthrate plus review is to achieve the 

increase in midwifery staffing with a compliance rate of 1:28 as set outlined in the midwifery 

business case which was approved by GEC in May 2019. The service will submit a further 

business case with a phased implementation plan for the outstanding 9.3wte. As part of the 

implementation plan, the maternity services will continue to monitor the predicted birth rates 

across RFL in line with the 1:25.12 Birth rate + ratio. 

Staffing acuity template 
The trust sets a standard for ward areas of a minimum 1:8 in the day time and 1:10 at night but 

there are no national standards for staff to patient ratios in maternity settings. This however 

does not take into account the particularly acuity and complexities of women and babies using 

the maternity services. Therefore, the maternity service commissioned a Birthrate Plus review in 

regards to the acuity and activity of the maternity service in relation to our staffing 

establishments as described above. 

Our staffing review demonstrates 100% compliance with supernumerary labour ward status see 

appendix 2 and this is evidenced in our locally developed workforce tool presented by heads of 

midwifery at our weekly Divisional workforce board which includes Group Director of Midwifery, 

Divisional Director of Operations and Divisional Finance lead and Associate Human Relations 

Business Partner. 
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For the period November 2018 to April 2019 the Safer Staffing return showed the planned vs 

actual midwifery staffing see Appendix 3. Generally planned vs actual midwifery staffing is 

consistently greater than 95% on the Barnet site. The Royal Free site planned vs actual 

midwifery was between 86.5% and 96.6% which was activity driven.  Staff are redeployed 

between clinical areas to meet the demands of changing clinical activity and staffing levels are 

continually assessed throughout the day by the maternity matron bleep holders and escalation 

plans implemented as required. Where staffing levels fall below requirements the specialist 

midwives and clinical matrons work clinically to support the activity. 

There is a national requirement for women to have 1:1 midwifery care and attention in labour 

and this is monitored on a bimonthly basis at RFL. 

Table 1 below shows that both Barnet Hospital and Royal Free Hospital sites audits have 

maintained 100% compliance of 1:1 care in labour. 

Table 1: One to one care in labour compliance: Royal Free Hospital 

Month/Year 

No of women in 

established 

labour 

No of women in 

established labour 

receiving 1:1 midwife care 

One to one 

compliance 

Royal Free Hospital

September 2018 77 77 100% 

November 2018 90 90 100% 

January 2019 58 58 100% 

March 2019 70 70 100% 

Barnet Hospital

September 2018 101 101 100% 

November 2018 97 97 100% 

January 2019 122 122 100% 

March 2019 165 165 100% 

Midwifery Red Flags 
During the period from September 2018 to March 2019 the maternity service at the RFL has not 
been suspended.  

A Midwifery red flag event is a warning sign to review the clinical activity and staffing acuity.  If a 

midwifery red flag event occurs, the midwife in charge is informed. The midwife in charge will 

then determine the root cause and the action required. The RFL red flags reflect the red flags 

identified in the Safe Midwifery Staffing for Maternity Settings, NICE guideline February 2015. 

The Red Flags are also reported via our incident reporting system and also escalated to the 

bleep holders or manager on call if out of hours. There is a robust process for a daily review of 

red flag incidents by the matrons and the risk managers and these are discussed across both 

Royal Free and Barnet site at our daily safety huddles. Women are offered transfer to the less 

busy site to continue with their induction of labour. Our review of red flags that occurred during 

this period demonstrates that they are escalated and actioned as appropriate.  
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RED FLAGS 

• Missed or delayed medication during an admission. 

• Missed or delayed care (for example, delay of 60 minutes or more in washing and 

suturing)

• Delay of 30 minutes or more in providing pain relief. 

• Delay of 30 minutes or more between presentation and triage.  

• Delayed recognition of and action on abnormal vital signs. 

• Any occasion when 1 midwife is not able to provide continuous one-to-one care and 

support to a woman during established labour.  

• Delayed or cancelled elective activity e.g. ECV, Elective LSCS, Induction of labour. 

• Full clinical examination not carried out when presenting in labour.  

• Delay of 2 hours or more between admission for induction and beginning of process.  

The total number of red flag incidents from September 2018 to March 2019 for RFL maternity is 

thirteen. These are displayed in the tables 2 and 3 below. They include delays in medication 

and a number of women who had delayed induction of labour. 

Table 2 Barnet Maternity Red Flags 

Month 
Number of 

Women 

Potential Delayed 

IOL 
Action 

September 2018 1 Delayed IOL 
Transferred to RFH and 

induction process 
started/continued on admission 

October 2018 5 Delayed IOL 
Transferred to RFH  and 

induction process 
started/continued on admission 

November 2018 1 Delayed IOL 
Transferred to RFH and 

induction process 
started/continued on admission 

December 2018 1 Delayed IOL 
Transferred to RFH and 

induction process 
started/continued on admission 

January 2019 0 

Delay in 
medication to one 
mother and one 

baby 

Medication administered late 
explanation and apology to 

mother. Debrief/ reflect with staff 
involved 

February 2019 0 Delayed IOL 
Transferred to RFH and 

induction process 
started/continued on admission 

March 2019 1 Delayed IOL 
Transferred to RFH and 

induction process 
started/continued on admission 
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Table 3 Royal Free Maternity Red Flags 

Month 
Number of 

Women/Babies 

Potential Delayed 

IOL 
Action 

September 2018 0 

October 2018 0 

November 2018 0 

December 2018 0 

January 2019 1 

Delay in treatment. 
Delay in transfer 

due to clinical 
activity 

Medication administered late 
explanation and apology to 

mother. 
Debrief / reflect with staff 

involved 

February 2019 1 
Medication 

administered via 
incorrect route 

Explanation and apology to 
mother.  

Debrief / reflect with staff 
involved 

March 2019 2 

Delay in 
administration of 
medication to two 

babies 

Medication administered late 
explanation and apology to 

mother.  
Debrief / reflect with staff 

involved 
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Appendix 1 

Maternity Business Case 

Midwifery D2 26 04 
2019 final.pptx

Appendix 2  

Barnet Maternity Supernumerary Labour Ward Coordinators November 2018 to April 

2019 

GEC CNST workforce 
standards 12-May-2019 - Appendix 2.docx

Appendix 3  

Royal Free London Barnet Maternity - Planned versus Actual Staffing November 

2018 - April 2019  

GEC CNST workforce 
standards 12-May-2019 - Appendix 3.docx
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Learning from Deaths 2018/19: Q3 

Executive summary

Just over 2,000 patients a year die at RFL (2070 in 2017/18, and 2026 in 2018/19), which is 
approximately 1% of all admissions. On average each month there are 80 deaths at RFH 
and 90 deaths at BH.  We are currently reviewing an average of 15% of our patient deaths 
and as part of our Quality Accounts we are aiming to increase this to 21% by March 2019. 

Data are provided for all information gathered and validated to date, which includes updates 
for each quarter’s data. 

2018/19 Q3 summary: 
567  patient deaths 
0  stillbirths 
21  patient deaths that meet the review criteria 
20  patient deaths selected for random review 
72  patient deaths listed for review 
12.7% of all patient deaths listed for review 
51  patient deaths still under review 
21  patient deaths reviewed 
3  patient deaths considered likely to be avoidable > 50% (Likert 1-3) 
3  patients who died who had learning disabilities 
0  LD patient deaths considered likely to be avoidable > 50% (Likert 1-3) 
3  patient deaths reported as serious incidents 
0.53% of the patient deaths considered likely to be avoidable 

In Q3, there were 3 patient deaths considered likely to be avoidable identified.   These were 
identified as incidents prior to the Learning from deaths (LfD) process and declared as 
serious incidents. 

• Comparison data with three other Trusts are presented for review. 

Action required/recommendation 

• To note the report 
• To recommend the contents of the Nationalal return to be published by the board on 

Learning from deaths (LfD)  

Report to Date of meeting Attachment number

Trust Board 26 June 2019 Paper 7
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Meetings where this report has been discussed previously 

Meeting Date Decision 
Mortality surveillance group (MSG)  May 2019 Approved 

GOALS BAF risks

Zero never events  G-001 
Continual reduction in avoidable deaths  G-002 
Zero avoidable infection  G-003 
Top 3 for research citation  G-004 
Top 10 for clinical trials participation  G-005 
Top 10% for education, training and workforce development  G-006 
CPG pathways embedded, monitored and digitised G-007 
£20m cost reduction through CPGs  G-008 
Quality improvement embedded as our method of transformation G-031 

CQC standards impacted Safe / effective / caring / responsive / well led

Financial/business implications None 

Equality analysis No identified negative impact on equality and diversity  

Compliance impact NHS Improvement, CQC, HSE, NHS Resolution, legislation and 
regulation, commissioners) 

Risks • Failure to review all relevant deaths – mitigated by 
triangulation of data sets from SIRP, stillbirths, and 
complaints against all trust deaths  

• Increased numbers of avoidable deaths identified – provides 
opportunities for more learning 

• Delay of over 4 months to identify deaths 30 days post 
discharge, could lead to family distress if incidents are 
identified and duty of candour needs to be completed – 
mitigated by updating the bereavement literature to inform 
families  

• There are no dedicated resources to manage, provide 
medical records, or undertake the Learning from deaths 
(LfD) process, so time delays will probably occur – this 
process will be fitted into current job roles. 

Report from Deborah Sanders, Chief Nursing Officer 
Chris Streather, Group Medical Director 
Robin Woolfson, Medical Director, RFH 
Mike Greenberg, Medical Director, BH 
Alan McGlennan, Medical Director, CFH 

Author(s) Hester Wain, Deputy Director of Patient Safety and Risk
Denis Sellu, Head of Patient Safety and Risk 
Nino Soutar, Patient safety administrator   

Date 29/05/19 

Contents 
1. Introduction .................................................................................................................... 3
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1. Introduction 
Hundreds of patients come through our doors on a daily basis, and most patients receive 
treatment, get better and are able to return home, or go to other care settings.  Sadly and 
inevitably, some patients will die here (approximately 1% of all admissions).  While most 
deaths are unavoidable and would be considered to be “expected”, there will be cases where 
sub-optimal care in hospital may have contributed to the patient’s death. We are keen to take 
every opportunity to learn lessons to improve the quality of care for future patients and their 
families.        

This report provides an update on the patient deaths reviewed to date and the learning we 
have gained from this process. 

2. Quality Accounts Aims  

There are two patient safety Quality Accounts aims related to the Learning from deaths (LfD): 

1) To increase by 10% the percentage of reviews of patient deaths recorded centrally by the 
end of March 2019.  For 2017/18, 11% of patient deaths were recorded centrally for 
review; our aim is to increase this to 21% during 2018/19.  Data on the numbers of 
patient deaths reviewed during 2018/19 will only be available from October 2018. 

2018/19 Outcome: We have increased the numbers of deaths reviewed in 2018/19, with 
Q1 listing 16.7% and Q2 listing 13.4% of deaths for review. Final data on the numbers of 
patient deaths reviewed during 2018/19 Q3 and Q4 will be available from October 2019 

2) To improve by 5% the sharing of the learning from serious incidents and patient deaths 
considered likely to be avoidable; as measured by staff survey data, by the end of March 
2019.  The 2017 NHS staff Survey showed that 68% of RFL staff agreed/strongly agreed 
that “When errors, near misses or incidents are reported, my organisation takes action to 
ensure that they do not happen again.”  We are working to use more dynamic survey 
data to show how we can improve this metric. 

2018/19 Outcome: The 2018 NHS staff Survey showed that 69.3% of RFL staff 
agreed/strongly agreed that “When errors, near misses or incidents are reported, my 
organisation takes action to ensure that they do not happen again.” This is a slight 
improvement from 68.4% in 2017. 

Sharing learning 
We are now communicating more widely with our staff via: Safety needs and incident 
learning (SNAIL), a weekly blog on key areas of learning from incidents and near misses 
using SBAR, Free Way to Safety (FWTS) our monthly newsletter (with key safety learning 
from serious incidents, emailed to incident managers); and Health and safety monthly 
newsletter (with key Health and safety information, emailed to Health and safety champions). 

3. Learning from deaths (LfD) data summary 

Please note that because the Learning from deaths (LfD) reviews are a continuing process, 
the data are dynamic, and there have been updates to the data since the last report.  The 
orange shading indicates the summary data which are reported in the Quality Accounts. 

Table 1: 2017/18 Learning from deaths (LfD) summary data 

2017/18 Q1 2017/18 Q2 2017/18 Q3 2017/18 Q4

Number of patient deaths 480 460 554 576 

Number of stillbirths 9 5 3 12 
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2017/18 Q1 2017/18 Q2 2017/18 Q3 2017/18 Q4

Number of patient deaths that meet 
the review criteria 

31 39 38 39 

Number of patient deaths selected 
for random review 

5 11 22 25 

Number of patient deaths listed for 
review 

36 51 65 65 

% of all patient deaths listed for 
review 

7.5% 11.1% 11.7% 11.3% 

Number of patient deaths still under 
review 

5 12 11 24 

Number of patient deaths reviewed 31 39 54 41 

Number of patient deaths 
considered likely to be avoidable > 
50% (Likert 1-3) 

3 2 4 9 

Number of patients who died who 
had learning disabilities 

2 3 4 5 

Number of LD patient deaths 
considered likely to be avoidable > 
50% (Likert 1-3) 

0 0 0 1 

Number of patient deaths reported 
as serious incidents 

4 2 5 12 

Percentage of the patient deaths 
considered likely to be avoidable 

0.63% 0.43% 0.72% 1.56% 

Table 2: 2018/19 Learning from deaths (LfD) summary data 

2018/19 Q1 2018/19 Q2 2018/19 Q3

Number of patient deaths 498 469 567 

Number of stillbirths 9 2 0 

Number of patient deaths that meet the review 
criteria 

60 41 21 

Number of patient deaths selected for random 
review 

22 19 20 

Number of patient deaths listed for review 83 63 72 
% of all patient deaths listed for review 16.7% 13.4% 12.7% 

Number of patient deaths still under review 30 41 51 
Number of patient deaths reviewed 53 22 21 

Number of patient deaths considered likely to be 
avoidable > 50% (Likert 1-3) 

2 2 3 

Number of patients who died who had learning 
disabilities 

6 2 3 

Number of LD patient deaths considered likely to 
be avoidable > 50% (Likert 1-3) 

0 0 0 

Number of patient deaths reported as serious 
incidents 

3 2 3 

Percentage of the patient deaths considered likely 
to be avoidable 

0.40% 0.43% 0.53% 
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Chart 0: The data are presented by quarter.  The blue bars show the number of inpatient 
deaths reviewed, the red bars the number considered likely to be avoidable and the black 
bars the number declared as serious incidents (which will include the avoidable deaths). 

In Q4, 11 patient deaths were identified that were considered likely to be avoidable. It should 
be noted that we do not yet have enough data to determine a baseline of how many deaths 
on average are likely to be avoidable.  Thus any comparison of the quarterly data at this time 
may be misleading.  However, due to the apparent increase of deaths likely to be avoidable 
in Q4, these have all been re-reviewed at the Hospital Mortality review groups (MRG) who 
have agreed that the likert scoring was appropriate and  was related to the death of the 
patient. 

3.1. Comparison data 
The “National Guidance on Learning from Deaths” clearly states that: “Case record 
review assessment is finely balanced and subject to significant inter-reviewer variation. It 
does not support comparison between organisations and should not be used to make 
external judgements about the quality of care provided. “  However, it also clarifies that 
providers should: “seek similar data and trend information from peer providers, to help 
challenge potential for improvements in your own organisation’s processes, but 
understand limitations of any direct comparisons.” 

Therefore, we have recently undertaken a review of Learning from deaths (LfD) data from 
three London providers available from their most recent board papers and present this 
alongside RFL’s data. 
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Table 3: 2018/19 Learning from deaths (LfD) RFL Quarter summary data compared 
with North Middlesex University Hospital NHS Trust, UCLH and Whittington Health 
NHS Trust. Note: data were extracted from public board papers. 

RFL 
2018/19 Q3 

NMUH 
2018/19 Q2 

UCLH 
2018/19 Q3 

Whittington
2018/19 Q2 

Number of patient deaths 567 251 212 84 
Number of stillbirths 0 10 
Number of patient deaths that meet 
the review criteria 

21 219 14 

Number of patient deaths selected for 
random review 

20 

Number of patient deaths listed for 
review 

72 219 

% of all patient deaths listed for 
review 

12.7% 87% 

Number of patient deaths still under 
review 

51 45 

Number of patient deaths reviewed 21 162 42 52 
Number of patient deaths considered 
likely to be avoidable > 50% (Likert 1-
3) 

3 2 0 0 

Number of patients who died who had 
learning disabilities 

3 3 0 0 

Number of LD patient deaths 
considered likely to be avoidable > 
50% (Likert 1-3) 

0 0 0 0 

Number of patient deaths reported as 
serious incidents 

3 1 0 0 

4. Learning from deaths (LfD) Quarter 3 of 2018/19 data review 

During this quarter, we have listed 12.7% deaths for review (including 4% patient deaths for 
random review).  From the data, 3 patient deaths were identified that were considered likely 
to be avoidable, both of which were reported as serious incidents: 

Serious incident ID Site Likert Avoidability
2018/26567 RFH 2. Strong evidence of avoidability  
2018/29170 BH 3. Probably avoidable, more than 50/50 
2019/6445 RFH 3. Probably avoidable, more than 50/50 
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Chart 1: The stacked bars show the number of all inpatient deaths per month, differentiated 
by location in different colours.  The line indicates the number of deaths reviewed each 
month. 
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Chart 2: The blue bars indicate the total number of deaths reviewed per month, the red bars 
showing the number that are considered likely to be avoidable.  The line indicates the 
number of inpatient deaths which meet the key criteria for review. 
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Chart 3: The blue bars indicate the total number of deaths relating to patients with learning 
disabilities (LD) that have been reviewed per month, the red bars showing the number of LD 
deaths that are considered likely to be avoidable.  The line indicates the total number of 
deaths of patients with learning disabilities.  
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Chart 4: The stacked bars indicate the number of inpatient deaths listed for review per 
month by the different criteria (listed on the right hand side).  The line indicates the number 
which have been reviewed to date. 
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Chart 5: The stacked bars show the number of inpatient deaths that have been reviewed 
each month and their degree of avoidabilty (based on the Likert socring system).  Deaths 
scoring 1-3, shown by black, red and orange are considered likely to be avoidable.  Deaths 
scoring 4-6 are considered unavoidable (yellow, blue and green). 
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GO SEE VISITS 

Executive summary 

This report provides an update on the go see visits programme, which was established in 

December 2017.  Go See visits continue to be advertised internally and areas which have 

been nominated by staff have been incorporated in the programme. 

The attached report provides updates on: 

• Visits which have taken place since the last Board meeting 

• Forthcoming visits which have been confirmed 

• Forthcoming visits awaiting confirmation 

For the period 1 April to 26 June 2019 inclusive, 19 new areas have been visited by non-

executive directors and 22 new areas have been visited by executive directors. 

Action required/recommendation The board is asked to note the report.  

Meetings where this report has been discussed previously 
Meeting Date Decision 
Not applicable 

Board goals

GOALS BAF risks

1. Quality Improvement (QI) embedded as our method of 
transformation 

G-031 

CQC standards impacted Safe / effective / caring / responsive / well led

Financial/business implications Not applicable 

Equality analysis Not applicable 

Compliance impact Not applicable 

Report from Emma Kearney, chief communications officer 

Author Sue Little, executive support manager and Alison Macdonald, board 

secretary 

Report to Date of meeting Attachment number 

Trust Board 26 June 2019 Paper 8 
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1. Introduction 

The board has an established programme of go see visits, which are open to all group 

directors, along with site chief executives, non-executive directors and governors. Prior to the 

visits, a fact sheet is provided giving some key information about the areas. This includes 

information on staffing and where appropriate, patient or client feedback.  Visits are not 

designed to be inspections, but opportunities to listen to staff and, where appropriate, meet 

patients. Non-executives are paired with governors:  once the date for a visit is confirmed 

governors are invited to attend and the aim is that the same governor accompanies the non-

executive director for the second visit.  Feedback is provided both to the area visited and to 

the board at each board meeting.  Visits are also reported at council of governors meetings. 

Since the establishment of the programme in December 2017, nearly 100 visits have taken 

place to 40 different areas, including on the three main hospital sites and group services.  In 

addition all areas at Barnet Hospital and Chase Farm Hospital were visited by executive 

directors to support the EPR implementation in November 2018. The newly appointed non-

executive directors have visited the three main sites as part of their induction.   It is clear that 

staff really value this opportunity to meet with non-executive directors, governors and 

executive directors and it is important that the visits touch as many areas of the trust as 

possible.  The aim will be that all main areas will have been visited within the next year. 

Approximately 70 new areas to visit have been identified – including support service areas 

such as porters, domestics and catering and group shared services. Areas where there are 

new quality improvement (QI) projects have also been incorporated.  At the same time, the 

go see visit programme was promoted on Freenet, the trust’s intranet site, and staff were 

asked to put their departments forward if they wanted to have a visit.  The hospital chief 

executives were also asked to suggest areas where they would particularly welcome a visit.   

In addition to these go see visits, the new group chief executive will also be carrying out visits 

across all the sites where the trust has services.  

For the period 1 April to 25 June 2019 inclusive, 19 new areas have been visited by non-

executive directors and 22 new areas have been visited by executive directors. 

2. Visits in May / June 2019 

Below are the visits which executive directors and non-executive directors/governors have 

participated in since the last board meeting on 22 May 2019 and up to 26 June 2019. These 

opportunities are very popular with governors, who were invited to accompany non-executive 

directors; these are shown below, indicated by (G) 

Date 

23 May to 26 

June 2019 

inclusive 

Area 

Max Fax & ENT, Edgware 

Endoscopy, Chase Farm 

Visited by 

Peter Ridley (chief finance and 

compliance officer) 

Mary Basterfield (non-executive 

director) 
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Galaxy ward (paediatrics), Barnet 

10 North (HESP), Royal Free 

6 West A (paediatrics), Royal Free 

Emergency department, Barnet 

Emergency department, Royal Free 

Trauma & orthopaedic audit session, 

Chase Farm and Royal Free sites 

Back to the Floor – facilities 

department, Royal Free 

Back to the Floor – 

hospitality/catering, Royal Free 

Matrons meeting, cross-site 

Mulberry ward (general medicine), 

Barnet 

3 North A (day surgery), Royal Free 

Starlight ward (neonatal ICU), Barnet 

Willow ward (gynae/female surgery), 

Barnet 

10 West (cardiology) Royal Free 

Prof William Rosenberg’s R&D Team, 

RFH 

8 West (geriatrics), Royal Free 

5 South (post-natal) Royal Free 

David Grantham (chief people officer) 

David Grantham 

Doris Olulode (non-executive director) 

& Anthony Isaacs (G) 

Caroline Clarke (group chief 

executive) 

Caroline Clarke 

Caroline Clarke 

Caroline Clarke 

Caroline Clarke 

Caroline Clarke 

Debbie Sanders (chief nurse) 

Debbie Sanders 

Akta Raja (non-executive director) 

Akta Raja and Jude Bayly (G) 

Chris Ham (non-executive director) 

Chris Ham 

Wanda Goldwag (non-executive 

director) & Frances Blunden (G) 

Wanda Goldwag & David Myers (G) 
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3. Forthcoming confirmed visits 

Below are the non-executive/governor and executive directors’ upcoming confirmed visits.  

Where responses have been received from governors at the time of writing, these are shown 

below, indicated by (G). 

Date 

27 June to 

31 July 

2019 

August 

2019 

Area 

Chemo suite, Finchley Memorial  

6 West A (paediatrics), Royal Free 

Facture clinic/outpatients, Barnet (2nd

visit) 

3 West (theatres), Royal Free 

Rowan ward (cardiology) Barnet 

Walnut ward (respiratory), Barnet 

2 North A (ambulatory oncology) Royal 

Free 

8 North (medical admissions), Royal 

Free 

Cedar ward, Barnet 

Discharge lounge, Barnet 

Enfield Civic Centre, IM&T / Finance 

teams  

2 North (planned investigations unit), 

Royal Free 

Chemo Day unit, Chase Farm 

8 North (medical admissions) Royal 

Free 

5 North A (plastic surgery) Royal Free 

Visited by 

Doris Olulode 

Doris Olulode 

David Grantham 

Glenn Winteringham (chief digital 

officer) 

Glenn Winteringham 

Chris Streather (chief medical officer) 

Chris Streather 

Debbie Sanders 

Debbie Sanders 

James Tugendhat (non-executive 

director) 

Mary Basterfield & Peter Zinkin (G) 

David Grantham 

Akta Raja 

Debbie Sanders 

Peter Ridley 
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4. Forthcoming unconfirmed visits

Below are the non-executive and executive directors’ unconfirmed visits. Once dates for non-

executive directors’ have been confirmed, they will then be advertised to governors.  

Date 

July 2019 

Aug 2019 

Sept 2019 

Oct 2019 

Area 

10 South (renal, urology, dialysis, 

transplant), Royal Free 

5 East A (gynae) Royal Free 

Facilities & estates, Barnet 

3 East B Renal & urology and 3 East C 

renal day ward, Royal Free 

Spruce ward (acute stroke), Barnet 

Beech ward (trauma & orthopaedic), 

Barnet 

2 North A (ambulatory oncology), Royal 

Free 

8 East (respiratory) Royal Free 

8 South (gastroenterology) nutrition 

nurses, Royal Free 

6 North (paediatrics) Royal Free 

9 West (HPB) , Royal Free 

10 East (renal), Royal Free – 2nd visit 

6 West B (SCBU), Royal Free 

11 East (acute oncology), Royal Free 

Theatres, Chase Farm – 2nd visit 

4 East (ICU), Royal Free 

Visited by 

Glenn Winteringham 

Akta Raja 

Debbie Sanders 

Emma Kearney (chief communications 

officer) 

Emma Kearney  

Emma Kearney 

Chris Streather 

Mary Basterfield 

Caroline Clarke 

Wanda Goldwag 

Mary Basterfield 

Doris Olulode 

Doris Olulode 

Mary Basterfield 

Doris Olulode 

Doris Olulode 
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Nov 2019 

Dec 2019 

11 West (infectious diseases) 

ITU, Barnet 

Chemo suite, Finchley – 2nd visit 

Juniper ward (respiratory), Barnet 

6 East (orthopaedic trauma) Royal Free 

6 West A (paediatrics) – 2nd visit 

10 East (renal) Royal Free – 2nd visit  

Emergency department, Barnet – 2nd

visit 

James Tugendhat 

Mary Basterfield 

Doris Olulode 

Doris Olulode 

James Tugendhat 

Doris Olulode 

Doris Olulode 

Mary Basterfield 

The programme of further confirmed visits is currently being collated. An update will be 

provided at the next Board meeting.  



Finance report M2 (May 2019) 

Executive summary 

At end of May, the trust delivered an in month actual deficit of £4.5m. This was £2.2m worse 
than plan. Year to date the trust delivered an actual deficit of £14.1m. This is £3.5m worse 
than plan. 

The financial improvement programme (FIP) target at end of May was £6.2m. The trust 
delivered £1.2m of recurrent FIP and £0.8m of non-recurrent mitigations against this year to 
date target. 

Cash at the end of May is better than plan by £38m due to additional cash received for VAT 

(£18m) and CCGs front loading service line agreement (SLA) payments. 

Action required

The board is asked to note the current financial position of the trust.  

Meetings where this report has been discussed previously 
Meeting Date Decision 

GOALS BAF 

risks 

Top 10% for workforce efficiency (55% of clinical income) 
Deliver additional 2% year on year FIP G-047

Deliver regulatory undertakings (NHSI / ICO) 

CQC standards impacted Use of resources / Well led

Financial/business implications N/A

Equality analysis No identified negative impact on equality and 
diversity

Compliance impact NHS Improvement

Report from Peter Ridley, group chief finance and compliance officer 
Author Senior Finance Team 
Date   19th June 2019 

Report to Date of meeting Attachment number 

Trust Board 26 June 2019 Paper 9  
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YTD Performance at M2 

2 

Performance against Plan 

In Year Performance – FY20 

Agency Spend Vs. Last year 

• YTD adverse variance of £3.5m from plan. Adverse 
variance driven by underperformance in clinical 

income and slippage against FIP target 

FIP Status at M2 

At end of M2, the trust has identified £11.6m of FIP 
plans and £13.5m  pipeline schemes 

M2 YTD FIP performance by Site 

 Agency ceiling for FY20 is £20m.  
Agency spend  £0.4m above ceiling at end of May.  

Cash Flow forecast 

The Trust delivered £1.2m recurrently against 
FIP target of £6.2m – slippage of £4.9m 

Business Units  Target 
 Actual 

Delivery 
Variance

Barnet Hospital 991       283          (708)       

Chase Farm Hospital 61         63            3            

Royal Free Hospital 2,053    462          (1,591)    

Group Clinical Services 735       11            (724)       

Corporate 2,354    458          (1,895)    

Other - Unallocated 8           -              (8)           

Total 6,200    1,277       (4,923)    

Year to date FIP Performance

In Month YTD

Plan Actual Variance Plan Actual Variance

£m £m £m £m £m £m

6.1 2.2 3.9 12.2 5.5 6.7

Capital 

Cash at the end of May  was better than plan by 
£38m due to front loading of SLA payments 
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CFO Message 

At M2 an YTD 

actual deficit of 

£14.1m and £3.5m 

adverse to plan 

1 The trust delivered an actual deficit of £14.1m (excluding PSF, MRET and FRF) at end of May. This was £3.5m 

worse than plan.  

• Underperformance in clinical income of £2m relating to both elective and non-elective activity 

• Adverse variance due to slippage against FIP target phased into the position 

• Adverse variance partly offset by phasing of reserves including contingency 

 

FIP performance at 

M2 
2 FIP target at end of May was £6.2m. The trust delivered £1.2m of recurrent FIP and £0.8m of non-recurrent 

mitigations against this year to date target. The Trust is currently forecasting recurrent in year FIP delivery of 
£25.2m and non-recurrent mitigations of £3.6m for FY20 
 
The aim was to have worked up saving schemes on plan to reach 80% (£40m) of the target by end of April which 
has not been achieved.  
 

Cash at end of M2 

is £89.3m 
3 Cash at the end of May  is better than plan by £38m due to additional cash received for VAT(£18m)  and CCGs 

front loading SLA payments. The SLA payment schedules are still being finalised and the cash flow forecast will be 
adjusted as necessary. It is anticipated that  working capital loans will be required from December 2019 onwards. 
The trust hopes to reduce reliance on these, delay drawdown and improve the trust debt position. This in turn will 
reduce interest payments and PDC dividend charges. 
 

Finance recovery 

group 
4 The group has been focussing on discretionary spend. No significant reduction in expenditure noticed as spend is 

in line with approvals at FRG in relation to outsourcing and agency . The group is now focussing on round 3 of 
difficult decision relating to  discretionary spend, enforcing performance management framework and 
implementing NHS rules on agency  with anticipated reduction in expenditure levels. 
 

FY20 contracts 

update 
5 We have agreed the contract with NHSE specialist commissioning. Now that CCGs have had their operating plan 

approved by NHSE they have resumed negotiation. We have agreed the cash envelope of the cap and collar 
contract and are close to agreeing the detail of the contract. We do not anticipate the need for further escalation. 
 

3 

M02 Performance FY20 
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M02 Overview 

5 

M02 Performance FY20 

Key drivers  
 
• YTD adverse variance from plan of £3.5m due 

to under recovery on clinical income and 
slippage against FIP target 
 

• Clinical income underperformance 
predominantly within elective and non-
elective activity. On-going work with sites to 
identify key drivers for the YTD under 
performance. 
 

• Pay overspend predominantly driven by 
unidentified FIP and overspends within 
medical pay.  
 

• Besides unidentified FIP, other non-pay 
pressures are due to 

• Overspend in property services of 
£1m offset by income 

• Burst water pipe at Barnet Hospital - 
£0.2m 

• Digital overspends within IM&T - 
£0.2m 

• Consultancy cost relating to review - 
£0.1m 

• Overspend on patient transport 
offset by income £0.1 

 
 
 
 

 Annual Budget

Plan Actual Variance Plan Actual Variance

£ '000s £ '000s £ '000s £ '000s £ '000s £ '000s £ '000s

NHS Clinical Income 65,106 63,089 (2,017) 125,253 123,302 (1,950) 740,930

TEDD Income 14,813 15,466 653 29,417 30,676 1,259 181,871

Non NHS Clinical Income 2,498 2,575 77 4,996 4,993 (3) 29,976

Other Operating Income 6,895 6,577 (318) 13,073 13,305 231 73,081

Inter-Company Income 1,178 1,705 527 2,301 3,418 1,117 13,807

Total Income 90,490 89,412 (1,078) 175,041 175,694 653 1,039,665

Pay (47,315) (47,735) (420) (94,605) (95,913) (1,308) (555,574)

Other Pay (Apprentice Levy) (187) (110) 76 (373) (323) 50 (2,240)

Non-Pay Expenditure (Excl. TEDD) (25,092) (25,463) (371) (50,570) (52,571) (2,001) (298,745)

TEDD Expenditure (14,066) (14,877) (811) (27,859) (29,293) (1,434) (170,896)

Inter-Company Expenses (1,144) (1,074) 70 (2,233) (2,089) 144 (13,398)

Total Operating Expenditure (87,803) (89,259) (1,456) (175,641) (180,189) (4,549) (1,040,853)

SLR

EBITDA 2,686 152 (2,534) (600) (4,495) (3,895) (1,188)

Interest, Dividends & Depreciation (4,953) (4,652) 301 (9,914) (9,558) 356 (60,174)

Profit/Loss Of Disposal Of FA

Investment In Joint Ventures

Other Gains/Losses

Surplus/Deficit before PSF, MRET, FRF (2,267) (4,500) (2,233) (10,514) (14,053) (3,539) (61,362)

Frf Income 740 740 1,480 1,480 14,807

Mret Income 218 218 436 436 2,620

Psf Income 718 718 1,436 1,436 14,355

Total FRF, MRET, Psf 1,676 1,676 3,352 3,352 31,782

Reported Surplus/deficit (591) (2,824) (2,233) (7,162) (10,701) (3,539) (29,580)

In Month YTD
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OPERATIONAL PERFORMANCE REPORT 

Executive summary 

This report outlines the latest submitted performance data for the key operational indicators 
(A&E, cancer and DM01 (diagnostics)) along with benchmarking information and key 
risks/mitigations 

Action required/recommendation

The board is asked to note the current  performance of the trust 

Meetings where this report has been discussed previously 
Meeting Date Decision 

Board/GEC/LEC/committee goals 

GOALS BAF risks

1. ED access target 95% G-010 

2. RTT 18 weeks target: 92% G -036 

3. Cancer access 62 days:  85% G- 037 

CQC standards impacted Safe / effective / caring / responsive / 

well led

Financial/business implications None 

Equality analysis No identified negative impact on equality 
and diversity  

Compliance impact NHS constitution standards 

Report from Peter Ridley, Chief Finance & Compliance Officer

Author Senita Rani Robinson, Performance Measurement Lead

Report to Date of meeting Attachment number 

Trust board 16 June  2019 Paper 10  Paper 1  
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Operational performance summary report

Where we are Predictions Key Risks

Cancer 
– Apr
2019

• Performance in April was reported 
at 86.2%

• The majority of breaches were 
within the breast, prostate, 
gynaecological, lower GI and 
breast tumour sites.

• The largest backlog volumes are 
in the lower GI (46), prostate (18), 
gynae (16) & breast (15) tumour 
sites.

• Un-validated May performance is 
73.9%.

• We have now moved to 
monitoring 62D performance 
based on new re-allocation rules 
and the graphs below reflect this 
change.

• Backlog volume continues to increase 
and we are unlikely to maintain 
compliance against 62D in May.

• The number of ASIs have increased in 
dermatology and there are currently 41 
patients waiting without a first event 
booked.

• We continue to be non-compliant 
against the subsequent surgery 
standard.

A&E –
May 
2019

• Trustwide performance in May 
was 85.5%

• BH performance was reported at 
79.9%

• RFH performance was reported at 
86.1%

• Ongoing resubmission of Feb-
April performance is being 
discussed between the Data 
Quality Team, Information 
Management and Cerner.

• We are awaiting confirmation of 
resubmitted performance figures.

• BH performance affected by continued 
high attendances, limited space, 
insufficient workforce cover and 
challenged downstream patient flow.

• RFH performance continues to be 
affected by breach correction issues in 
Cerner and will be resubmitted when 
changes have been made.

DM01 –
Apr 
2019

• We have reported eight
consecutive months of non-
compliance against this standard.

• April performance was reported at 
96.3%.

• May performance is likely to be 
significantly lower due to a 
significant spike in non-obstetric 
ultrasound breaches. 

• This service relies on WLI activity 
which is no longer sustainable 
due to lack of willingness to 
undertake additional lists.

• Endoscopy capacity and reporting 
continues to be a challenge.

• ECHO may increase the number of 
breaches as they undertake backlog 
clearance. However, they are expecting 
to be compliant by November 2019.
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62 Day Cancer – Performance Summary

Current Period April: equivalent to 2018/19 performance, 
above standard and trajectory at Trust  and business unit level

Relative position Apr 2019: 
2nd quartile at trust level

% cancer patients waiting < 62 days 
from GP referral to first treatment

Source: NHS England, 2019
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In April, 4 out of 16 tumour 
sites accounted for 21% of the 
Trust’s total breaches:

● RFL Prostate – 5.5 
breaches (performance 
77.1%)

● RFH Lower GI – 1.5 
breaches (performance 
50%)

● RFL Anal – 1 breach 
(performance 0%)

● RFL HpB – 1.5 breaches 
(performance 72.7%)

62 Day Cancer – Sources of Current Performance

April Performance by Tumour site Observations

Number of excess patient breaches*

* Actual breaches minus breaches that would have been incurred if the tumour site were 
exactly at 85% standard

21% of total 
RFL excess 
breaches
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62 Day Cancer – Diagnosis and Actions

What is our diagnosis of what is driving 
current performance and future risks?

What are our action priorities and what is 
our status on them?

1. Persistent increasing backlog

2. CPG

3. US machine breast service

4. Single point of GI triage 

1. The overall backlog has continued to increase, 
and is currently at 161. Lower GI, Breast and 
Prostate continue to carry the largest loads.

2. Haematuria were the first tumour site to 
undertake the CPG task & finish group which 
aims to bring first event booking (OPA/STT) 
down to 7 days.

3. The second machine is now operational which 
increases one-stop triple assessment capacity.

4. The appointed lead for this work will be 
presenting the potential models at the next 
audit day. An engagement event is also being 
planned.
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A&E – Performance Summary

Current Period May: performance is below 2018/19 
performance, standard & trajectory at Trust level

Relative position May 2019: 
3rd quartile at trust level

% patients waiting < 4 hours in A&E

*Note* The above reflects submitted performance, which is still affected by 
ongoing breach correction issues. This will be resubmitted.

Chelsea & Westminster and Imperial are both part of the A&E waiting times trial 
and will not be submitting their performance nationally.

Source: NHS England, 2019
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A&E – Barnet Sources of Current Performance

Current Period Performance

Performance against 4 hour standard

DTOC and MOs

Total DTOC and MO bed days – April 2019 DTOC by borough – April 2019

Performance was 79.9% for May 2019 against 
trajectory of 90% and continues to be 
challenging due to the following primary drivers:
• Increased attendances since Jan 2019
• Limited space in department
• Challenged ‘downstream’ patient flow
• Insufficient acute bed capacity for current 

demand
• Insufficient ED workforce cover
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A&E – Barnet Diagnosis and Actions

What is our diagnosis of what is driving 
current performance?

What are our action priorities and what is 
our status on them?

1. Staffing

2. Capacity

• BH ED’s substantive workforce is modelled 
on 275 attendances per day and is now 
consistently seeing c.340 per day, meaning 
that the department has insufficient clinical 
resource and a high reliance on temporary 
staffing. 

• Lack of visibility of roster gaps due to 
existing paper system

• ED medical & nursing workforce plans 
have now been drafted; further discussion 
in progress at executive level 

• Insufficient acute bed capacity
• Bed occupancy was at 99-110% (including 

escalation beds)  throughout April
• Capacity gap still to be agreed between 

BCCG and BH 
• Barnet CCG also reviewing forecast impact 

of NCL UEC plans on LoS & admissions 
but unlikely to sufficiently mitigate the 
capacity gap. 
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A&E – Royal Free Sources of Current Performance

Current Period Performance

Performance against 4 hour standard

Minors & UCC (UTC) Breaches

Headlines
• Focus on ambulance handover
• Streaming competencies rolled out
• Chair in a chair in AAU (pdsa cycle)
• ATA chair (pdsa cycle) for cat 3 patients
• ACR (pdsa cycle) overnight
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A&E – Royal Free Diagnosis and Actions

What is our diagnosis of what is driving 
current performance?

What are our action priorities and what is 
our status on them?

1. Staffing

2. Capacity

3. Barriers to flow

4. Other

• Minors performance in April was 95%, a 1.5% 
decrease from March. 

• There were a significant number of gaps in the GP 
rota in the weeks leading up to Easter, related to 
concerns over indemnity cover, (following changes 
to the contract commencing 1 April 2019), sickness 
absence and annual leave.

• 31% of admitted breaches in April were due to no 
bed; 17% were due to a long wait (over 30 minutes) 
for specialty and 6% were due to mental health 
delays. (NB this is based on 88% performance).

• During May, PDSA cycles focusing on use of ATA 
chairs and AAU Care in a Chair will take place

• 5 x 60 minute breaches in April, compared with 9 in 
April 2018, however handover within 30 mins has 
shown consistent improvement during April; 
trajectories currently being revised in response to 
NHSI/E request. 

• Lack of flow through the department when no beds 
available causing delays in ambulances being able 
to offload into RAT

• Indemnity issues with UTC were resolved mid-May.

Paper 10



11

Diagnostics (DM01) – Performance Summary

Current Period April 2019: declining overall, below standard 
and 2017/18 performance

Relative position Apr 2019: 3rd

quartile at trust level

% patients waiting < 18 weeks from 
referral to treatment

Source: NHS England, 2019
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DM01 – Royal Free Diagnosis and Actions

What is our diagnosis of what is driving 
current performance?

What are our action priorities and what is 
our status on them?

1. Radiology

2. ECHO

3. Endoscopy

4. Other April performance pressures

• We are due to report 800-900 breaches for non-
obstetric ultrasound in May which will significantly 
impact performance. This is due to the new 
pension rules which have resulted in lack of 
willingness to undertake WLI lists. 

• Radiology are mitigating this by using 
sonographers as much as possible but this is not 
enough to cover the gap.

• Cardiology have now reduced the waiting list from 
10 weeks to 6 weeks. Additional equipment is due 
to be delivered this week and will be operational 
within a month.

• They are predicting compliance by November 
2017.

• All endoscopy modalities have been consistently 
non-compliant due to continuous capacity issues.

• A community-led audiology clinic fell down, 
increasing our referrals. This has now resolved 
and May in-month performance is compliant. 

• We experienced an MRI breakage and radiology 
are planning to purchase new equipment.

• We did not have cross-cover for cardiac CTs. A 
new clinician is due to start this month. 
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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.  

Meetings where this report has been discussed previously
Meeting Date Decision 
Not applicable

Board/GEC/LEC/committee goals 

GOALS 

Not applicable

BAF 
risks 

CQC standards impacted Well led

Financial/business implications Not applicable 

Equality analysis Not applicable 

Compliance impact Not applicable 

Report from D Dodd, group chairman and C Clarke, group chief executive  
Author Alison Macdonald, board secretary  

Report to Date of meeting Attachment number 

Trust Board 26 June 2019 Paper 11 
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CHAIRMAN’S AND CHIEF EXECUTIVE’S REPORT 

A  RECRUIT DEVELOP AND RETAIN THE BEST TALENT 

 “WHAT MATTERS TO YOU?” INTERNATIONAL DAY 6 JUNE 2019 

“What matters to you?” is an international initiative originating from NHS Scotland (with 
support from the Institute of Healthcare Improvement and others). It aims to rebalance the 
focus of healthcare delivery from ‘What’s the matter with you?’ to ‘What matters to you?’ 
(WMTY).   

RFL first participated actively in June 2017, with a focus on what matters to our patients. 
This laid foundations for work which in some cases (eg in therapies) has led to national and 
international recognition for RFL – such as the work presented by Karen Turner to the board 
in February 2019.  

This year all staff were asked to have one “what matters to you” conversation with a patient 
or colleague.  Events were held at a number of our sites, including 

• Barnet bake off: Staff were invited to take part in a ‘What matters to you?’ themed 
bake-off.  

• Post boxes and feedback cards on all sites 
• Conversation trees: each team at BH was invited to create their own conversation 

tree with a prize for the fullest tree 
• ‘What matters to you?’ board round conversations: Ward staff are BH were 

challenged to have the most what matters to you conversations with their patients 
before their board rounds (or local equivalent) took place 

• ‘What matters to you?’ photo booths 
• Reflection tent and a reflection tree at CFH for staff to use to reflect on what matters 

to them. 
• Yoga for staff at CFH 
• Live music at RFH with musicians walking the tower block during the day, to bring fun 

and joy to the wards 
• ‘Pets as therapy’ dogs visited ward areas at RFH to meet staff and patients. 
• Listening sessions for staff at Enfield Civic Centre along with a drop box for staff to 

post feedback cards 

The joy in work steering group is considering how to take the outcomes from this day 
forward and to incorporate this within the joy in work programme. 

RFL OSCARS 2018/19 

The Oscars awards aim to recognise and celebrate individuals, teams or services that have 
made an exceptional contribution to the trust and an outstanding difference to the care and 
wellbeing of our patients, their carers or our staff. 

Made possible by the generosity of the Royal Free Charity, the upcoming 2018/2019 awards 
will take place on 11 September at a central London venue 

Nominations can be of individuals, teams or services, in one of the following categories:  
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• Outstanding contribution to education award 
• Quality improvement and innovation award 
• Outstanding contribution to patient safety award 
• Volunteer of the year award 
• Celebrating diversity award 
• Chairman’s leadership award 
• Group clinician of the year award 
• Group clinical team of the year award 
• Non clinical team of the year award 
• Non clinical employee of the year award 

VALUES AND BEHAVIOURS EVENTS 

As part of its commitment to stamp out bullying and harassment the trust has produced a 
series of values and behaviours videos.  The videos are being shown at a series of events, 
led by local executive teams.  The videos, which are based on anonymous staff survey 
feedback, will be supported by an open and constructive discussion about the behaviours 
seen, and the impact they have on individuals and teams. 

NHS BIG TEA – 5 JULY 2019 

Friday 5 July marks the NHS’s 71st Birthday.  The Royal Free Charity are joining many NHS 
charities across the country to celebrate this special occasion and have prepared party 
packs for staff to help them celebrate the day. 

EXECUTIVE AND SENIOR LEADERSHIP CHANGES 

Elizabeth McManus, chief transformation officer, is leaving the trust at the beginning of July 
to take up the post of chief nurse at the Queen Elizabeth Hospital King’s Lynn NHS 
Foundation Trust.  Ms McManus joined the trust in January 2018 as chief transformation 
officer and has led the development of the group clinical services division and the 
transformation team.  She also led the well led work.  The board will want to thank her for all 
that she has achieved and wish her well in her new role. 

From July 5 2019 Natalie Forrest, Chief Executive (and Director of Nursing) for Chase Farm 
Hospital will take on the management responsibility for group clinical services. 

This includes pharmacy, pathology and imaging. CFH and GCS already share a medical 
director (Alan McGlennan). 

The trust will shortly be advertising for a replacement Chief Transformation Officer. The 
interim reporting arrangements for the service transformation function while that recruitment 
is being undertaken are currently being finalised. 

Dr Robin Woolfson has retired from his position as medical director at the Royal Free 
Hospital (RFH) at the end of May. 

Dr John Connolly, a renal consultant who has worked at the Royal Free London (RFL) 
since 2004, has been appointed the new medical director of the RFH. He will continue to 
lead the trust’s clinical practice group programme. 

Dr Woolfson will continue his clinical work at the RFL and the Whittington. 
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B REDUCE UNWARRANTED VARIATION IN PATIENT CARE AND ACADEMIC 
EXCELLENCE 

PEARS BUILDING 

The construction remains on schedule with levels 1, 2 and 3 now cast and level 4 in 
progress. The basement plant room remains under construction and there are a number of 
additional contractors on site working on brickwork, scaffolding, mechanical and electrical 
aspects.  

Meanwhile, it has been agreed that the trust will manage the car park, whose management 
will be aligned with that of the hospital. The charity is almost ready to confirm the IT 
infrastructure requirements and is working towards a tender process for the provision of hard 
and soft FM services. The contract for this will be awarded in May 2020 to start the following 
September. 

There is work underway to refine and develop branding options for the patient 
accommodation, and the process of interior design for aspects of the building that fall 
outside the main contract are under consideration. 

The institute leadership team is currently considering in detail which equipment it will take 
into the new building and what new equipment will be needed, as well as continuing with the 
process of recruiting additional researchers. 

CHASE FARM HOSPITAL GAINS HIMSS STAGE 6  

A global body has officially recognised CFH, which was opened by HRH Duke of York last 
month, as one of the most digitally advanced hospitals in the UK. 

The £200 million hospital, which opened in September 2018, has joined an elite group of UK 
healthcare organisations after it was given a brand-new rating by HIMSS Analytics® for the 
quality of the technology it employs. 

CFH has achieved the HIMSS Analytics Electronic Medical Record Adoption Model 
(EMRAM) Stage 6, an international benchmark for the use of advanced IT to improve patient 
care. Only two other NHS organisations currently meet this, and none have so far achieved 
stage 7, which is the highest possible rating. 

According to HIMSS criteria, stage 6 means that the trust has established clear goals for 
improving safety, minimising errors, and recognising the importance of healthcare IT. It also 
means that CFH is on course to apply for HIMSS stage 7 accreditation in 2020. 

Since the new hospital opened, CFH has been pioneering new technology so staff can 
deliver better, safer and more efficient care to patients. From self-check in kiosks to clinical 
staff using mobile devices to access patient information at the touch of a button, the new 
hospital and its staff are leading the way in revolutionising patient care. 

Key to this transformation has been the introduction of a new electronic patient record (EPR) 
system – which has significantly reduced the volume of paper used by staff. It has created a  
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single digital patient record, which is available to all staff who need to access it, when and 
wherever they are. The new system has improved communication, documentation and care. 

The hospital has also introduced new technologies including the Ascom mobile handset 
nurse call system, which enables patients to call a nurse without disturbing other patients. 

In 2016, NHS England named the RFL as a Global Digital Exemplar (GDE) - one of 16 
digitally advanced acute trusts chosen to pioneer new technology. The trust provided £10m 
and received a further £10m from NHS England to fund new technology at the RFL. 

HIMSS Analytics developed the EMRAM in 2005 as a methodology for evaluating the 
progress and impact of electronic medical record systems for hospitals in the HIMSS 
Analytics Database. There are eight stages (0 – 7) that measure a hospital's implementation 
and utilization of information technology applications. Tracking their progress in completing 
eight stages, hospitals can review the implementation and utilization of information 
technology applications with the intent of reaching stage 7, which represents an advanced 
electronic patient record environment. 

ANNUAL RESEARCH AND DEVELOPMENT OPEN DAY 

The trust’s fifth annual research and development open day took place on Thursday 13 June 
at RFH. 

The event brought together scientists, clinicians and patients to share their latest findings 
and experiences of clinical research. 

This year’s focus was on ‘Making research more open’ and explored the scope for how 
patients and the public can take a bigger role in the trust’s research. 

Speakers included Derek Stewart OBE, Associate Director for Involvement and Engagement 
for the NIHR’s Clinical Research Network who led the celebration of our innovative research. 

The event was open to patients, staff and the general public.  

C DELIVER WORLD CLASS SUPPORT SERVICES AND NEW SOURCES OF 
INCOME 

NEW DECONTAMINATION UNIT 

The trust is opening the largest and most advanced decontamination facility in the UK this 
month.  The Chalkmill Drive decontamination unit in Enfield will transform the way reusable 
surgical instruments are washed, disinfected and sterilised for use in theatres, endoscopy 
departments, wards and out-patient clinics. By providing decontamination services from one 
location for the first time, the increase in surgical activity can be supported and a resilient 
and more cost effective service will be provided.   

Over 80 members of staff will work in the unit.  The unit will be open 365 days a year (22 
hours a day, Monday to Friday and 14 hours at weekends and bank holidays).  Each year it 
will clean approximately four million instruments and 35,000 flexible endoscopes.  However 
the unit has the ability to do over five times this amount and has the potential to bring in 
revenue by providing the service to other trusts and private enterprises. 
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The CFH decontamination team are the first to move into the unit, followed by the sterile 
services departments from BH and the RFH.  

D POPULATION HEALTH AND COLLABORATION 

The last population health committee looked at examples of good practice from South 
London on managing children with respiratory health problems and also on how we can link 
up primary and secondary care data across NCL to improve health care. This work links to 
the development of more integrated care systems across North Central London. 

E EXCELLENT OPERATIONAL AND FINANCIAL PERFORMANCE 

FAMILY AND FRIENDS TEST (FFT) 

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, maternity services and out-patient clinics to their friends and family if they 
needed similar care or treatment. The May results are below. 

Royal Free London 
combined data 

% likely/extremely likely to 
recommend May 2019  

(range: 0 – 100%) 

Number of patient responses

In-patient 87% 824 

A&E 84% 3,215 

Barnet Hospital % likely/extremely likely to 
recommend May 2019 

(range: 0 – 100%) 

Number of patient responses

In-patient 85% 297 

A&E 80% 1,494 

Antenatal care 100% 1 

Labour and birth 99% 73 

Postnatal hospital ward 93% 74 

Postnatal community care 100% 4* 

Out-patients 97% 35 
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Chase Farm Hospital % likely/extremely likely to 
recommend May 2019 

(range: 0 – 100%) 

Number of patient responses

In-patient 98% 64 

Out-patients 97% 172 

Royal Free Hospital % likely/extremely likely to 
recommend – May 2019 

(range: 0 – 100%) 

Number of patient responses

In-patient 87% 463 

A&E 88% 1,721 

Antenatal care 100% 1 

Labour and birth 95% 21 

Postnatal hospital ward 90% 21 

Postnatal community care 100% 4* 

Out-patients 96% 414 

*The postnatal community care question is only reported as a whole trust figure and not split 
by site. 

F STAKEHOLDERS 

COUNCIL OF GOVERNORS AND MEMBERS 

Annual members’ meeting - 24 July 2019, 15:00 – 17:00   

The next annual members’ meeting which takes place at 5.00pm on Wednesday 24 July 
2019 at the Royal Free Hospital in the Sir William Wells Atrium. 

This is an opportunity for members to hear about the trust's achievements over the last year, 
some of the latest developments and our plans for the year ahead. They will also have the 
opportunity to put questions to both members of the council of governors who have been 
elected to represent their interests and the trust board. 

There will be the opportunity to meet governors, directors of the trust board and members of 
the Royal Free London team. There will also be representatives on hand from the Royal 
Free charity, volunteer service and the membership team. There will also be a range of 
display stands showcasing our achievements and plans for the future.  

INFORMATION COMMISSIONER’S OFFICE (ICO) 

The chief executive and chief digital officer met with the ICO deputy commissioner (policy) 
recently.  The meeting was very positive covering a range of issues which included a review 
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of the Streams history, completion of the ICO undertakings and an offer for RFL to support a 
lessons learned event. 

NHS IMPROVEMENT (NHSI) OVERSIGHT 

The group executive leadership team continue to meet monthly with a team from NHSI to 
discuss operational and financial performance. 

G OTHER UPDATES 

COMMUNICATIONS BOARD REPORT: APRIL 2019   

Media coverage  

BBC lunchtime and evening news featured the official Chase Farm Hospital opening and 
time capsule discovery. The story was also covered in the Enfield Independent. 

The Evening Standard featured a story about our liver transplant service and our new 
OrganOx machine, which enables livers to be stored for longer.  

A letter from Caroline Clarke appeared in The Camden New Journal with a positive message 
about what CQC inspectors will see when they return to the hospital.  

Our CQC inspection received widespread coverage including local media (Camden New 
Journal and Ham & High), as well as The Times and The Evening Standard.  
The table below shows the sentiment of press mentions in May.  

May Royal Free 
Hospital 

Barnet Hospital Chase Farm 
Hospital 

Total

Positive 43               1 4 48
Neutral 66               8                0 74
Negative 47               2                0 49  
Total 156 11 4 171 

Digital Communications  

Total number of Facebook followers: 7,286 (+154) Number of posts: 87, reaching 114,025 
people. 

Total number of Twitter followers: 17,888 (+218) Number of Tweets: 88, reaching 210,423 
people. 

Our top Twitter post for May was about Chase Farm Hospital’s redevelopment journey and 
official opening. The post received 16,607 impressions, 2,493 media views and 228 total 
engagements on Twitter. 
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The second most popular digital content was the Twitter post we published to welcome HRH 
the Duke of York to Chase Farm Hospital. The post received 13,384 impressions and 341 
total engagements.. 

Internal communications 

Freenet 2 – To raise awareness and build excitement about the launch of Freenet 2 (our 
new staff intranet), the key benefits and improved features were highlighted to staff. 

Care Quality Commission (CQC) – Following the announcement of our new rating special 
CQC staff briefing sessions were held on each site.  Regular updates in Freemail and 
Freepress highlighted the areas of good and outstanding practice the CQC identified and 
explained the next steps.  

Oscars – In preparation for the launch of the Oscar awards nominations process on 5 June, 
materials including Freenet, Freemail and Freepress articles, screensavers and social media 
content have been developed. 

CFH official opening – The official opening of Chase Farm Hospital provided us with an 
opportunity to celebrate with, and thank, all who made the redevelopment possible. We were 
delighted His Royal Highness The Duke of York, joined us in our celebrations. His Royal 
Highness enjoyed a short tour of the hospital, meeting many staff, and also unveiled a 
plaque and planted a time capsule in the new plaza area.
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Audit committee report

Executive summary

To follow is a report from the audit committee workshop and formal meeting on 10 and 17
May 2019 respectively. Also attached are the approved minutes, redacted where necessary,
of the audit committee held 15 March 2019.

Action required

The board is asked to note the report.

Meetings where this report has been discussed previously

Meeting Date Decision
n/a n/a n/a

Board/GEC/LEC/committee goals

GOALS BAF

risks

Demonstrable organisation health (group governance) G042/044

CQC standards impacted Well led

Financial/business implications Any such implications would be outlined in the report.

Equality analysis No identified negative impact on equality and diversity

Compliance impact Any such implications would be outlined in the report.

Report from Mary Basterfield, non-executive director and chair of audit committee
Author Veronica Jackson, group committee administrator
Date 9 May 2019

Report to Date of meeting Attachment number

Trust board 26 June 2019 Paper 12
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10 MAY 2019 – AUDIT COMMITTEE WORKSHOP

On 10 May 2019, the audit committee held its workshop with key members and financial
colleagues present to review the trust’s unaudited annual accounts 2018-19. The agenda
covered the following:

• RFL NHS FT unaudited accounts and comparison of FYF to FY19 outturn

• Key balances and analysis

• Final income position

• Going concern review

• Royal National Throat, Nose and Ear Hospital income treatment

• RFL property services (RFLPS) accounts and accounting treatment

• Fixed assets / fixed asset accounting for Chase Farm Hospital (CFH)

The workshop also received documentation in respect of the trust’s 2018/19 asset valuation.

INTERNAL AUDIT

It was agreed that the workshop would use part of its time to review a number of reports
from the trust’s internal auditors, KPMG. As this was not a formal meeting of the committee,
all decisions taken and actions points agreed would be ratified at the meeting on 17 May
2019.

• Progress report
KPMG had completed their work agreed as part of the 2018/19 internal audit plan. They
would look to commence their fieldwork for the 2019/20 plan in the summer.

• Recommendations follow up report
The committee noted the latest position on the internal audit recommendations. KPMG
highlighted that the report showed the lowest number of overdue recommendations (9) seen
at the audit committee for some time.

An update was given in respect of the recommendation on data quality (DQ) which stemmed
from 2015. Much progress had been made on DQ processes etc. since then however
assurance was needed on whether the quality of the data was getting better and awareness
of DQ across the organisation improving. KPMG would undertake a follow up of that and
come back with a review in quarter 1 2019/20. It was agreed that there should be
checkpoints during that phase of work in order that the committee could monitor progress
against that.

The chair reiterated her request to see zero overdue recommendations in future. It was
agreed that the leads for overdue recommendations would be asked to attend the audit
committee to explain the reasons for their delay.

• Internal audit review: outsourced contracts
KPMG had undertaken a review of the design and implementation of processes and controls
around the outsourcing of payroll to NHS Shared Business Services (SBS). They had
provided a rating of ‘significant assurance with minor improvement opportunities’ (Amber-
Green). The rating was in line with management’s expectation. There were two
recommendations arising from the review; one medium priority and one low priority.
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• Annual report and Head of Internal Audit Opinion (HoIA)
The audit committee considered the report was clear and confirmed it was comfortable with
the overall opinion given, namely that for the period 1 April 2018 to 31 March 2019
‘significant assurance with minor improvements required can be given on the overall
adequacy and effectiveness of the organisation’s framework of governance, risk
management and control.’ This was consistent with the previous year’s HoIA.

• Internal audit plan 2019-20
The audit committee approved the internal audit plan 2019/20 subject to a number of
revisions to the internal audits planned on IT strategy, subsidiary governance, plus a follow
up on serious incidents processes, and a more general review of the plan in light of the
trust’s recent CQC inspection report.

17 MAY 2019 – FORMAL AUDIT COMMITTEE

SPEAKING UP

The committee received its regular update on the trust’s speaking up processes. The
committee supported the development of a proposal on the additional resource required to
manage the increase in the number of speaking up cases which would go to the group
executive committee for approval. It considered a temporary position to help clear any
backlog of cases would be an important first step in the process.

DATA QUALITY (DQ)

The committee received its regular update; the chair commended the new processes and
considered there was a real lift in DQ being seen. The chief finance and compliance officer
agreed to liaise with the head of data quality on adding A&E performance within the section
on progress summary and future outputs.

TRUST ANNUAL REPORT AND ACCOUNTS 2018/19

• Annual report, including annual governance statement
As this was a working draft, a number of further revisions, including comments from the
trust’s external auditors, PwC, were still be undertaken. In light of that, the audit committee
agreed it was not in a position to approve the trust’s annual report 2018/19 at the meeting,
but it would receive a more up-to-date version of the report the next day for final review in
advance of its recommendation that the trust board sign it off at its meeting on 22 May 2019.

• Audit committee annual report 2018/19
The committee agreed its annual report 2018/19 for inclusion in the trust’s formal annual
report 2018/19, subject to a number of minor edits.

• Quality account (QA) 2018/19
The committee noted that there had been good liaison between PwC and the RFL team on
the report and in good time. PwC were, however, still to complete their indicator testing; of
particular note was the continuing issue with data quality in the A&E departments. The local
indicator chosen by the trust’s council of governors (CoG) was the summary hospital level
mortality indicator (SHMI) and although a control issue had been identified, this would have
no impact on PwC’s limited assurance opinion. PwC would issue their full long form report
the following week, and in advance of the trust board meeting on 22 May 2019.
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The committee approved the QA 2018/19 and recommended sign off by the trust board at its
meeting the following week.

• Annual accounts 2018/19
The committee received the annual accounts for the trust and RFL property services limited
(RFLPS) noting that there had been minimal changes, mainly formatting, to both sets of
accounts presented to the audit committee workshop on 10 May 2019 but no change to the
primary statements.

- Trust accounts
The audit committee approved the trust’s accounts 2018/19 and recommended sign off by
the trust board at its meeting the following week.

- RFLPS accounts
The committee noted that these were not yet final as there was still a need to agree the
accounting policies in respect of those with PwC. The external auditors were, however,
comfortable with RFLPS in the consolidated group accounts. The committee agreed that the
RFLPS accounts should go to the RFLPS board, and asked for attendance by PwC to
provide the board with assurance. The accounts would then revert to a later audit committee
for approval ahead of the filing deadline. The committee also recommended that the
sequencing for the approval of the RFLPS accounts be reviewed ahead of next year’s audit.

• Going concern
The committee approved the going concern report.

• Asset valuation
PwC confirmed that they were content with the report from Montagu Evans, the trust’s
valuers, and on the assumptions embedded within the valuation and had not noted any
issue. The audit committee confirmed it was content with the trust’s valuation 2018/19.

EXTERNAL AUDIT – PWC

• Accounts
The committee noted that PwC were near finalising their closing report on the entirety of
their audit on the trust; they did not foresee any audit adjustments. The committee noted
that there was one outstanding matter in respect of provision of documentation for RFLPS
that needed to be closed before PwC could finalise their report.

The committee and PwC were happy with the financial statements. PwC would be giving an
adverse opinion regarding value for money which was linked to the trust’s underlying
financial position, as had been the case in previous years. In addition, the trust was
considered a going concern because it had the ability to draw down loans to maintain cash
fluidity.

A final version of the external audit report, clean of any outstanding actions, would go to the
trust board on 22 May 2019. The committee approved the external audit report 2018/19,
subject to finalisation of the outstanding work.

• Management letter of representation
The committee noted the management letter of representation.
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LOCAL COUNTER FRAUD SERVICES (LCFS) – RSM

The committee received the final LCFS workplan 2019/20. At the chair’s request, RSM
would reconcile their workplan, including risk focus, with the wider RFL group. The trust
would be asked to consider whether it wanted to participate in the national exercise on pre-
contract procurement, an area of national focus identified by the NHS Counter Fraud
Authority, given the resource that would need to be given over to that.

ANNUAL EFFECTIVE REVIEWS

The committee received annual effectiveness reviews of internal, external and local fraud
provision, and its own performance over the last year.

GOALS AND BOARD ASSURANCE FRAMEWORK (BAF)

The committee noted that the BAF had been subject to a large number of minor edits,
primarily ensuring mitigations and actions were current. It was recommended that the DQ
goal move from the group services and investment committee (GSIC) to the audit
committee.

FINANCIAL

• Cash flow and forecast
The chair reiterated her request for a more forward looking view of the cash flow with capital
requirement shown against that. The chief finance and compliance officer confirmed he was
happy with the trust’s cash assumptions for the year 2019/20.

• Losses and special payments
The committee noted the regular update.

• Private patient unit – credit facility
The committee considered it had covered its role from an audit perspective in terms of
procurement, oversight etc. It was agreed that the matter of the timing on the credit facility
and commercial aspects be referred over to the GSIC.

End.

Paper 12



Final - redacted

1
FINAL APPROVED

Minutes of the Audit Committee
15 March 2019

Present:
Ms Mary Basterfield Non-executive director (committee chair)
Ms Wanda Goldwag Non-executive director
Ms Doris Olulode
In attendance:

Non-executive director

Mr Peter Ridley
Ms Lubna Dharssi
Ms Lisa Marsh
Mr Neil Thomas
Ms Charlotte Goodrich
Mr Kevin Lowe
Mr Mark Kidd
Ms Natalie Ware
Mr Jim Mansfield
Ms Kelly Rank
Mr Craig Hughes
Mr Robert Thornton
Ms Veronica Jackson

Chief finance and compliance officer
Assistant director of finance – financial control
Director of financial operations
Head of internal audit – KPMG
Senior manager – KPMG
Director – PricewaterhouseCoopers (PwC)
Management consultant - RSM
Head of workforce – Royal Free Hospital (item 146/18-19 only)
Speaking up guardian and staff side chair (item 146/18-19 only)
Head of data quality - RFL (for item 147/18-19 only)
Data improvement and performance analytics manager – RFL (item 147/18-19 only)
Senior finance manager – private patients unit (items 165-166/18-19 only)
Committee administrator (minutes)

ACTION

142/18-19 APOLOGIES FOR ABSENCE

Apologies were received from the following:

Members:
No apology

Attendees:
Lynn Pamment - Engagement leader – PricewaterhouseCoopers (PwC)
Ms Gemma Higginson - Local counter fraud specialist / assistant manager – RSM

143/18-19 DECLARATIONS OF INTEREST

Ms Goldwag declared an interest as the chair of the Financial Services Authority
Consumer Panel. This would be taken into consideration during the discussion on the
private patient credit facility report later on in proceedings.

144/18-19 MINUTES OF THE AUDIT COMMITTEE MEETING HELD 18 JANUARY 2019

The minutes were agreed as a true record of the meeting.

ACTION LOG AND MATTERS ARISING

145/18-19 Review of the action tracker and matters arising.

The following was noted:

• 119/18-19(i) well led follow up – given the trust’s current undertakings with NHS
Improvement, the chief finance and compliance officer noted the importance in
hitting the finance-related actions arising from the external well led review. It was
noted that the trust’s financial position was receiving regular scrutiny at the local
finance and performance committees, at the GEC-site performance improvement
meetings and trust board. A monthly specific executive finance committee (a sub-
committee of GEC) was planned from April onwards.
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SPEAKING UP

146/18-19 Speaking up

The committee welcomed Natalie Ware, head of workforce – Royal Free Hospital (RFH)
and Jim Mansfield - speaking up guardian and staff side chair to the meeting.

Since the last reporting period, there had been nine new speaking up cases. In February
2019 the trust had a total of 17 active cases with three cases having been closed in the
reporting period. The head of workforce – RFH noted there had been an increase in
reporting since January which was believed to be a result of greater awareness of
speaking up across the organisation, having more speaking up champions etc. On the
latter, there were currently 36 established speaking up champions with a further eight to
10 in the pipeline.

In terms of forward actions; efforts were underway to target speaking up awareness in
isolated areas / staff groups, e.g. porters and the trust’s satellite sites, and consideration
was being given to holding a speaking up event in June, plus implementing ‘Freedom
Fridays’. The team were also looking into the eligibility criteria for the Health Service
Journal award for the ‘freedom to speak up organisation of the year’.

The committee sought assurance that capacity was available to handle the increase in
reporting. It was noted that the chief executive – RFH, director of nursing – RFH and the
Royal Free Charity had been asked to consider approving an additional budget to support
speaking up. This was in recognition of the extra resource that would be required to
manage the higher number of incidents and help increase the pace at which cases could
be investigated and closed. In light of the staff member’s willingness to raise speaking up
issues, plus the champion’s motivation, it was important for the trust to maintain
momentum and credibility in that respect. A paper on this would be taken to the group
executive committee end March / early April.

A question was raised on how to increase the number of clinicians and consultants
becoming speaking up champions as such members of staff may feel more comfortable
raising concerns with their peers. It was noted that there was currently a champion from
the anaesthetics and dental staff group, and another, medical-related volunteer was under
consideration.

The chair closed by noting the good progress made in respect of speaking up.

NW

ASSURANCE ITEM

147/18-19 Data quality

The head of data quality - RFL and the data improvement and performance analytics
manager – RFL joined the meeting via dial-in.

The committee noted that the data quality (DQ) strategy had been signed off in January
and was being embedded. In terms of the DQ governance structure, there were three
groups in place - data improvement group, audit oversight and assurance committee and
operational structure and reporting group - comprising a good mix of staff with agreed
terms of reference. The groups had met and had been helpful in getting an idea of where
the team needed to focus their efforts. The following in respect of each was noted in
particular:

• DQ workflow oversight group (a sub group of the data improvement group) –
responsible for overseeing operational flow on Cerner. Was working well.
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• Audit oversight and assurance committee – the trust would have an annual
programme of manual audit of its admitted patient care, outpatient attendance and
waiting list data recorded on PAS, in line with the Data Security and Protection
Toolkit Standard 1.7.

• Operational structure and reporting group – the group aimed to ensure there was
a structured way of managing change requests to business structures. This would
ensure there was now real control over the trust’s information.

Turning to the outstanding recommendations from the internal audit review on DQ; three
recommendations had been met and two were partially met and their completion dates
extended to end April.

The chair asked a question in relation to audit and oversight, namely how the team could
be assured the quality of the data was good. The head of data quality – RFL noted that
the team would use sample methodology, starting with 1% of records initially, to identify
areas for focus and then look at more complex items down the line. She added that the
team had taken the learning from PwC’s work on RTT and would look to other audit
colleagues on the audit committee for advice. She also considered the team had the right
skill mix to take the DQ work forward, but appreciated that the processes were still new
and so it would take time to get to grips with them fully.

The chief finance and compliance officer noted more work was needed on ensuring
changes to the business systems were formally documented, for example having decision
gateways for formal decisions, as was the case with the recent implementation of
Electronic Patient Records across Barnet Hospital and Chase Farm Hospital (CFH).

The committee received a live demonstration of the data quality dashboard. Of particular
note was the following:

• The colour coding of operational targets to highlight where more help was
needed.

• Statistical process control charts would be built into the system.
• Services would be using the dashboard to track and inform, and for holding to

account.
• Services would be expected to check their data frequently and the dashboard

would also be reviewed at their local meetings.

It was agreed that a highlight report on the dashboard would go to the next audit
committee in May.

The chair closed by noting that, although there was still some way to go, excellent
progress had been made on DQ and the dashboard would provide greater visibility on the
data.

KR

INTERNAL AUDIT

148/18-19 Progress report

The head of internal audit – KPMG noted that the discussion on the draft internal audit
strategic plan (2017-2022) and internal operational plan 2019/20 was deferred to the audit
committee workshop in May.

The report was noted.

KPMG

149/18-19 Follow up recommendations
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The chair considered it was good to see the table showing the trend of overdue
recommendations over the past 12 months but noted that since the last meeting there
were more overdue recommendations. The committee reiterated its desire to see the
level of overdue actions reduced to zero.

It was noted that the recommendation in respect of the patch management process had a
revised due date of September 2019 (from March 2016). The chief finance and
compliance officer would liaise with the responsible officer, [Redacted], to see if that could
be brought forward.

Ms Goldwag, non-executive director asked whether the original due dates set were
unrealistic and were staff being overly optimistic, particularly as some actions were
complex. The head of internal audit – KPMG noted that there were elements of some
actions that were more challenging, e.g. those related to policy changes, and which would
impact on the speed at which those could be closed off.

The chief finance and compliance officer noted that he only approved due dates for those
recommendations within his remit, but assured the committee that the dates for the other
reviews would have been signed off at board director level.

The report was noted.

PR

150/18-19 Internal Audit review – Data quality

The committee received KPMG’s report on the underlying DQ and level of associated
reporting of two of the trust’s performance targets: 4 hour A&E and 2 week cancer referral.
They had provided an overall assurance rating of ‘partial assurance with improvements
required’ (amber-red) which was in line with management’s anticipated assurance rating.
It was noted that this was a detailed DQ report and the methodology had involved large
sample sizes with detailed testing undertaken.

Of particular note were the inconsistencies in the way data was recorded, particularly in
respect of clock start times for both indicators and staff member’s misunderstanding of
that. KPMG had recommended that the trust issue greater guidance on clock start and
stop times, with training as necessary.

The chief finance and compliance officer agreed with KPMG’s findings and
recommendations in respect of the A&E 4 hour target and considered upgrades to the
trust’s recording systems would make data collation easier. He added that the trust was
now seeing more specific data issues as opposed to real systemic ones, which had been
addressed.

A question was raised on whether the recommendation on ‘incorrect recording of clock
start time for ambulance arrivals’ should be high priority. However, there was recognition
that the recommendation had already been closed and so it was agreed that the rating
would remain as stated.

There were a number of small typos in the report that would be corrected.

The committee noted the report and assurance rating.

KPMG

151/18-19 Internal audit review – Business continuity

The committee received KPMG’s review of the business continuity arrangements in place
at the hospital sites and the trust as a whole. They had provided an overall assurance
rating of ‘significant assurance with minor improvements required’ (amber-green) which
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was in line with management’s expectations.

KPMG highlighted that they had focussed on non-ICT and sampled a number of business
continuity plans to ensure they were being enacted. There was no significant issue to
raise. However, the committee was asked to note the recommendation on ensuring staff
were advised of a deadline for completing their business continuity plan templates. It was
noted that out of 101 services, only nine templates had been completed, signed off and
submitted.

The committee noted the report and assurance rating.

15218-19 Draft internal audit annual report and Head of internal audit opinion (HoIA opinion)

The committee received the draft internal audit annual report and HoIA opinion. It was
pleased to note that KPMG’s overall opinion of the trust for the period 1 April 2018 to 31
March 2019 was that:

Significant assurance with minor improvements required can be given on the overall
adequacy and effectiveness of the organisation’s framework of governance, risk
management and control.

The full internal audit report would be presented at the audit committee in May. KPMG

153/18-19 Draft internal audit strategic plan (2017-2022) and internal operational plan 2019/20

This report was deferred to the May audit committee.

EXTERNAL AUDIT

154/18-19 Progress report

The director – PricewaterhouseCoopers (PwC) apologised for the delay in circulating the
report. This was a live document and PwC had wanted to ensure it was up to date as
possible before circulating. He had held a session with the chief finance and compliance
officer and the assistant director of finance – financial control to go through the report and
where a number of issues were raised:

i. The trust was now considered a ‘high profile customer’ and consequently an
additional partner, Quality Review Partner, had been added to the
engagement team to perform an additional review of the work PwC
performed.

ii. Discussions between management and PwC on the fees for the year end
audit were ongoing, particularly in respect of the work around consolidation, rfl
property services limited (RFLPS) and accounting transactions.

The director – PwC highlighted those areas of focus thus far:

• Accounting standards and the trust’s accounts – discussions had been had with
the assistant director of finance – financial control.

• Quality report – PwC had met with the council of governors (CoG) to discuss the
local performance indicator. The CoG would be asked to agree that at the joint
board / CoG meeting on 26 March. PwC would determine the indicators that other
NHS trusts had chosen and put those to the CoG for consideration. They would
also undertake their testing of all the quality report’s national priority indicators in
April which was earlier than previous years.
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• Communications – discussions had been had with the communications team and
others on the timeliness of writing the annual report and quality report, plus on the
content of those documents.

• Accounting technical matters – focus had been given to the redevelopment of
CFH; other income from the Royal Free Charity; and on RFLPS.

The chair sought assurance that there was no accounting issue yet to be resolved which
could have a material impact on the year-end position. The director – PwC noted there
had been a delay in receiving all the information they required, but he was now more
assured on a number of matters.

The committee noted the progress report and the ongoing work in respect of the year-end
external audit.

LOCAL COUNTER FRAUD SPECIALIST (LCFS)

156/18-19 Progress report

The management consultant – RSM highlighted the key messages for audit committee’s
noting:

• Bespoke fraud and bribery awareness training was undertaken with the trust’s
overseas visitors (OV) team. Those OV management actions with implementation
dates before end April 2019 had been completed.

• The first batch of National Fraud Initiative (NFI) 2018 data matches had been
released by the Cabinet Office. [Paragraph Redacted]

• The chief finance and compliance officer and audit committee chair were now
required to sign off the trust’s Self Review Tool. The management consultant –
RSM would liaise with NHS Counter Fraud Authority to set up the audit committee
chair, and would run through the process with her and the chief finance and
compliance officer in time for the 30 April 2019 submission deadline.

[Paragraph Redacted]

The committee noted the report. MK

157/18-19 Draft LCFS workplan 2019/20

The management consultant – RSM would bring the final workplan to the audit committee
in May as this would allow time for additional detail in respect of the major risks to be
included therein. The chair considered the plan needed to also reflect the evolution of the
RFL Group; the management consultant – RSM agreed to liaise with the chair on that prior
to issuing the final version.

The committee noted the report.

MK

158/18-19 Process for the annual assessment of LCFS effectiveness

The committee approved the process for the annual assessment of LCFS effectiveness.

GOVERNANCE

159/18-19 Group goals and board assurance framework (BAF)
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The chief finance and compliance officer noted that the BAF had been subject to a large
number of minor edits, primarily ensuring mitigations and actions were current. The risk in
respect of [Redacted] had been updated and a board level risk around a [Redacted] was
now included.

At its last meeting, the committee had requested a risk on capital and financing be added
to the BAF. The chief finance and compliance officer noted this was addressed by G-015
(£5m benefit from improved asset financing) but considered it did not fully describe the
committee’s ask. He would reword the risk accordingly.

The chair noted that old dates were still showing in the ‘actions required and timescales’
cell of a number of risks and asked that these be updated before the next iteration of the
BAF was presented to the trust board. The chief finance and compliance officer noted that
there had been a change in ownership for a number of risks which meant the BAF was not
entirely current and some dates needed updating.

The committee discussed how the £20m cost reduction through clinical practice groups
(CPGs) would be achieved. It was noted that focus had been given to identifying the
financial benefits realised from the phase 1 CPG programme of work, and phase 2 was
under consideration with a greater emphasis on ensuring the chosen pathways were
financially and outcome driven. The chief finance and compliance officer added that there
was a real costing model in place to achieve £18m of the £20m, plus good tracking of the
internal financial benefits. Ms Goldwag considered it was also important to be able to
track costs outside of the hospital setting. It was noted that the CPG benefits realisation
group included commissioning representatives.

The committee noted the update.

PR

160/18-19 Well led

The update was noted under 145/18-19. The chief finance and compliance officer
highlighted that any output from the well led follow up work would be reported to the trust
board but he would consider whether any specific detailed updates needed to go to the
audit committee.

The committee noted the update.

FINANCIAL

161/18-19 Annual accounts: 2018/19 timetable and significant accounting issues for 2018/19

The committee noted the report.

162/18-19 Cash flow and capital forecast

The trust had drawn down a cash loan of £34m in March as expected and which was
reflected in the trust’s balance sheet. The chief finance and compliance officer noted that
until the trust achieved its financial goals, its cash position would remain unfavourable.

The chair considered the committee’s ask was for a more forward looking view of the
trust’s capital position, i.e. had the forecast captured all sources and applications for the
next three years that the trust would need to pay for. She asked that the committee revisit
the capital forecast, with a more detailed report, at the May audit committee.

The chief finance and compliance officer noted that cash plans were being built into the
2019/20 annual plan, as well as the savings the trust would need to achieve in order to
deliver that year’s control total.

PR
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The capital plan would be taken to the trust board.

The committee noted the report.

163/18-19 Tender waivers

[Paragraph Redacted].

[Paragraph Redacted]

The committee noted the report.

164/18-19 Losses and special payments

The committee received its regular update on the trust’s losses and special payments, the
majority of which related to OV and private patient debt. There was provision for those
losses in the trust’s accounts.

The committee noted the report.

165/18-19 Private patient debt write-off

It was noted that Tim Callaghan, director of financial performance – RFH was required to
sign-off all private patient debt to be written off.

Robert Thornton, senior manager – private patient unit (PPU) joined the meeting.
[Paragraph Redacted].

[Paragraph Redacted]

[Paragraph Redacted]

166/18-19 Private patient credit facilities

The senior manager – PPU was present for this item.

[Paragraph Redacted]

[Paragraph Redacted]

[Paragraph Redacted]

[Paragraph Redacted]

In closing, the chair noted the following:

• [Bullet point Redacted]

• [Bullet point Redacted]

PR, RT
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AUDIT COMMITTEE

167/18-19 Annual workplan 2019/20

The committee reviewed its annual workplan for the forthcoming year and agreed the
following:

• It would receive the minutes from the wholly owned subsidiary boards and group
services and investment committee.

• It would want assurance reports on bullying and harassment, information and
cyber security, aged debtors and cash flow (replicating the board reports), but not
on the process for compliance with top level regulators.

• Assurance in respect of the process / inspections from second tier regulators e.g.
the MHRA, HSE etc. should sit with the clinical standards and innovation
committee.

Subject to the amendments above, the committee approved the workplan.
VJ

ANY OTHER BUSINESS

168/18-19 Any other business

All were reminded to complete the annual assessments of KPMG, RSM, PwC and audit
committee effectiveness and return to the committee administrator as soon as possible.

All

169/18-19 Review of the forward planner – to agree agenda items for the next meeting

This was not discussed.

170/18-19 PRIVATE MEETING BETWEEN AUDIT COMMITTEE MEMBERS AND AUDITORS AND
COUNTER FRAUD OFFICERS

There was no meeting on this occasion.

Date of next meetings
• Audit committee workshop: 10 May 2019, 1000 – 1230
• Audit committee: 17 May 2019, 1000 - 1230

Both meetings to be held in the group HQ boardroom, first floor, Anne Bryans House, 77 Fleet Road,
NW3 2QH

Paper 12
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Clinical standards and innovation committee (CSIC) report

Executive summary

To follow is an update from the CSIC meeting held 8 May 2019 on key discussion items and
agreed actions.

Action required

The committee is asked to note the report.

Meetings where this report has been discussed previously

Meeting Date Decision
n/a n/a n/a

Board/GEC/LEC/committee goals

GOALS BAF

risks

Demonstrable organisation health (group governance) G042/044

CQC standards impacted Well led

Financial/business implications N/a

Equality analysis No identified negative impact on equality and diversity

Compliance impact NSHI, NHS Resolve, CQC

Report from Prof. Anthony Schapira, non-executive director and chair - CSIC
Author Veronica Jackson, group committee administrator
Date 13 June 2019

Report to Date of meeting Attachment number

Trust board 26 June 2019 Paper 13
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Annual safeguarding report 2018/19

The committee was assured that the trust was fulfilling its responsibilities to promote the
welfare and safety of people who use its services, with particular reference to safeguarding
within maternity services given. It approved the annual safeguarding report 2018-19 which
would then be submitted to the trust board on 22 May 2019.

Presentations

The committee received a number of presentations as follows. Discussions focussed on the
aims of the projects / pathways, the benefits achieved and outcomes seen. The committee
was pleased to see that there was good staff engagement in all of this work, and that Quality
Improvement (QI) methodology had been a helpful tool.

• ERAS renal cancer – a QI project focussing on the Enhanced Recovery After
Surgery (ERAS) for patients that had undergone a nephrectomy with the aim of
reducing the variation in care, Length of Stay (LoS) and improving the patient
experience.

• HPB tumour clinical practice group (CPG) - the aims of the pathway were for
patients to be seen more quickly with fewer investigations; treated earlier; to improve
clinical outcomes; reduce LoS; and achieve the 62 day target for treatment.

• Patient safety CPG on invasive procedures – this aimed to embed local safety
standards for invasive procedures (LocSSIPs) using QI, human factors and CPG
methodologies. Of particular note was the fact that there had been no new surgical
related Never Event (NE) in six months and the aim was to maintain that position
going forward.

Local clinical performance and patient safety committees (CPPSCs)

The committee noted that an action plan for paediatric diabetes was in place to deal with
concerns raised through the National Paediatric Diabetes Audit (NPDA) 2017/18 in respect
of Chase Farm Hospital’s poor HbA1c levels. The committee wanted to ensure that the
action plan was adequate and that there was effective scrutiny of it. It was agreed that
Barnet Hospital’s CPPSC would lead on this issue and monitor progress against the action
plan.

Medical examiners system

The committee received a report on the roll-out of the medical examiners system, noting that
a working group had been set up to review the current information available and to present a
proposed approach. .

Clinical Research Facility (CRF) – Dialogue 1 (D1)

The committee strongly endorsed the development of a CRF and approved the D1 case for
progression to a D2 case. A CRF would enable the trust to reach the board goal of “top ten
for clinical trials participation” and was a key aim of its research and development strategy.
It would enable access for patients and clinical investigators to the next generation of clinical
trials involving cutting-edge gene, immuno and personalised therapies.

Paper 13
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Health Education England (HEE) post-graduate medical education quality education

The committee received a summary of the feedback arising from the HEE’s quality review
visits across the Royal Free Hospital (RFH) and Barnet Hospital (BH). It noted the issues
identified, particularly in relation to areas where immediate mandatory requirement notices
had been issued due to safety concerns. It was pleased to hear that there had been lots of
complimentary feedback from trainees themselves.

Patient safety

The committee received its regular reports:

• Datix incident reporting safety metrics - the committee noted the increase in the
number of serious incidents (SIs) being reported which affected the speed at which
they could be approved etc. on Datix. This had been the subject of a detailed
discussion at the previous meeting. It was pleased to note the figures on the
Learning from Excellence nominations being recorded on Datix.

• Trust falls performance – bi-annual report - the trust’s positon on falls was now
better than the national average.

• SIs – the committee noted the trust’s current performance on SIs. A watching brief
was being kept those incidents due for closure in May and June.

• SIs action plan completion evidence - action plans were being monitored and
there was now a dashboard available in Datix. Although this was currently a manual
process, the team were checking progress against actions on a daily basis.

• NE action implementation plan – the report was noted.

Electronic Patient Records (EPR) implementation

The committee received a paper detailing the incidents and risks since the deployment of
EPR on the BH and CFH sites. It noted that only one moderate harm incident had been
reported, and a number of risks had been added to the EPR risk register. Since the New
Year, the amount of incidents reported on a monthly basis had continued to decline.

Any other business

The committee agreed to reduce the frequency of the site CPPSCs from monthly to every
other month.

End.

Paper 13



Paper 14 

Report from group services and investment committee  

Executive summary 

To follow is an update from the group services and investment committee meetings held on 
9 and 13 May 2019 on key discussion items and agreed actions.   

Action required

The committee is asked to note the report.  

Meetings where this report has been discussed previously 

Meeting Date Decision 
n/a n/a n/a 

Board/GEC/LEC/committee goals 

GOALS BAF risks

Demonstrable organisation health (group governance) G042/044 

CQC standards impacted Well led

Financial/business implications N/a 

Equality analysis No identified negative impact on equality and diversity 

Compliance impact N/a 

Report from Wanda Goldwag, non-executive director and chair – group services and 
investment committee 
Author Veronica Jackson, group committee administrator; Alison Macdonald, board 
secretary   
Date 20 June 2019 

Report to Date of meeting Attachment number 

Trust board 26 June 2019 Paper 14  
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9 May 2019 

RFL wholly owned subsidiaries (WOS)  
The committee agreed to complete the set-up of the current WOS but would revisit corporate 
structures in spring 2020 in order to review whether a holding company should be formed.  A 
number of changes to the membership of the boards for RFL property services limited and 
RFL decontamination services limited were agreed.  

Routine reports  
The committee received the following routine progress updates; all were noted and, where 
applicable, any decisions made are shown. 

• Pharmacy WOS – a short report on lessons learned would be considered at a future 
meeting. 

• RFL property services limited WOS – it was noted that the updated business plan for 
the WOS would be presented at the June meeting. 

• Decontamination WOS 

• Health Services Laboratory – investor perspective 

• Procurement / Other commercial – the committee would consider its role in respect of 
reviewing the trust’s significant contracts.   

• Capital / Other funding  

Group goals and Board Assurance Framework (BAF) risks 
The committee agreed to reduce the risk score for risk G-040.

13 June 2019  

RFL property service limited – business plan 
The chair - RFL property services limited was in attendance for this item.  The business plan 
was approved. 

Decontamination services – 3 year financial plan 
GSIC received the 3 year financial plan for decontamination.  The managing director of RFL 
property services informed the committee that the decontamination plant would be going 
live, but limited in volume, that week. 

Imaging equipment business case 
GSIC approved the business case for submission to the trust board, subject to assurance 
that the required capital spend was within the agreed 2019/2020 capital plan. 

Queen Mary’s House (QMH) 
The committee received a progress update. 

Chase Farm Hospital (CFH) transition finance  
The committee noted the financial position for 2019 and forecast for 2020. 
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Routine reports  
The committee received the following routine progress updates; all were noted. 
.   

• Pharmacy WOS 

• RFL property services limited WOS 

• Decontamination WOS 

• Health Services Laboratory – investor perspective 

• Procurement / Other commercial  

• Capital / Other funding  

Group goals and Board Assurance Framework (BAF) risks 
The committee reviewed its allocated goals and the current risk scores.   

End. 
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Report from executive finance committee  

Executive summary 

At its May 2019 meeting, the board asked to receive reports from the executive finance 
committee. To follow is an update from the meeting of the executive finance committee held 
on 21 May 2019 on key discussion items and agreed actions.  The next meeting is due to 
take place on 25 June 2019. 

Action required

The board is asked to note the report.  

Meetings where this report has been discussed previously 

Meeting Date Decision 
n/a n/a n/a 

Board/GEC/LEC/committee goals 

GOALS BAF risks

Demonstrable organisation health (group governance) G042/044 

CQC standards impacted Well led

Financial/business implications N/a 

Equality analysis No identified negative impact on equality and diversity 

Compliance impact N/a 

Report from Caroline Clarke, group chief executive and chair – executive finance committee 
Author Alison Macdonald, board secretary   
Date 17 June 2019 

Report to Date of meeting Attachment number 

Trust board 26 June 2019 Paper 15  
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Introduction 

The executive finance committee was established in April 2019 and its role is to provide 

assurance to the trust board on matters of financial performance, including delivery of the 

capital programme, financial improvement plan (FIP) and the longer term financial strategy.   

As the committee is a specialist sitting of the group executive committee (GEC), it has the 
same delegated decision making rights as GEC. 

The committee is responsible for providing assurance to the trust board on the following 
goals: 

• Top 10% for workforce efficiency  
• Deliver additional 2% year on year FIP 
• Review service portfolio to deliver £15m benefit 
• Release capacity in planned care to achieve £5m benefit 
• 100% compliance with statutory / regulatory requirements 
• Deliver regulatory undertakings (NHSI / ICO) 
• Demonstrable organisation health (group governance 

Executive finance committee meeting May 2019 

2019/20 month 1 finance report and financial improvement programme (FIP) report 

The committee reviewed the reports which were essentially the same as was reported to the 
trust board’s May meeting. 

Supply Chain Coordination Ltd (SCCL) update  

The trust is participating in a programme to achieve non pay/supply chain savings through 
better leverage of NHS purchasing power.  The commercial finance director was asked to 
come back to the next meeting with a plan to get to £7m savings. 

Discretionary spend decisions 

Controls have been placed on discretionary spend in a number of areas, with a lead 
identified for each.  The following actions were agreed: 

• The lead for each item would provide an update at the next meeting. 

• a mechanism for controlling spending on courses and conferences would be 
discussed at the finance recovery group 

• The group chief executive  would review the list of non-clinical agency staff and 
consultancy spend 

Gateway review of investment cases in development  

The chief finance and compliance officer proposed a gateway review of investment cases in 
development, with the aim to avoid expending time and effort on projects where there was 
no identified source of funding. 

The following principles were agreed: 

• Schemes requiring unidentified capital – pause 



Paper 15 

• Schemes requiring unidentified revenue – pause 
• Leads to review their schemes 

The decision was made to pause some schemes and obtain further information on others, 
with a further report to the next meeting. 

Quality Impact Assessment / Clinical Advisory Group 

It was agreed that it was important that there was always at least one clinical representative 
at the finance review group to avoid decisions being made with an adverse 
clinical/quality/safety impact.  It was also noted that there were non-FIP decisions that might 
need QIA review, eg new control processes. 

MRI replacement funding  

The committee was asked for agreement to commission outsourced MRI capacity to support 
the refurbishment of the existing MRI at RFH, which was the subject of a separate business 
case, and DM01 compliance.   

It was agreed that a costed implementation plan, setting out cost and capacity which it would 
provide, would be submitted to AMG, which would make the final decision. 

Review of the forward planner  

The following items were identified for the next meeting: 

• Further report on gateway review 
• SCCL – plan for £7m 
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