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MINUTES OF THE TRUST BOARD
HELD ON 6 APRIL 2016
Present
Mr D Dodd
Mr D Sloman
Mr S Ainger
Ms J Owen
Prof S Powis
Ms D Sanders
Prof A Schapira
Ms K Slemeck

Chairman
Chief executive
Non-executive director
Non-executive director
Medical director
Director of nursing
Non-executive director
Chief operating officer

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

Director of financial operations (for chief finance officer)
Director of service transformation
Director of workforce and organisational development
Divisional director for women’s, children’s and imaging services
Divisional director for surgery and associated services
Director of corporate affairs and communications
Divisional director – urgent care
Chief information officer
Divisional director, transplant and specialist services division
Board secretary (minutes)

Others in attendance
Mr A Harrington
Ms Noelle Skivington

Service transformation operations director
Member, Enfield Healthwatch

2016/45

APOLOGIES FOR ABSENCE AND WELCOME
Apologies for absence were received from:
Mr D Finch
Non executive director
Ms D Oakley Non executive director
Ms C Clarke Chief finance officer and deputy chief executive
Mr A Panniker Director of capital and estates

2016/46

The chairman welcomed those present to the meeting.
MINUTES OF MEETING HELD ON 24 FEBRUARY 2016
The minutes were accepted as an accurate record of the meeting.

2016/47

MATTERS ARISING REPORT
The matters arising report was discussed, as follows:
2016/35 Chairman and chief executive’s report – CQC inspection
The director of nursing commented that conversations had taken place with staff
about the learning from the CQC inspection preparations and process. The key
points made related to the way teams had been brought together in preparing for
1
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the inspection and re-emphasising the trust values. There were strong linkages to
the quality improvement work and the medical director said that the trust was
currently exploring with a potential partner organisation the possibility of running a
board programme which could incorporate these issues.
2016/15 Trust performance dashboard

2016/48

Ms Owen stated that the additional information requested in the report had not
been included. It was agreed that this would be provided for the next meeting.
RECORD OF ITEMS DISCUSSED AT PART II BOARD MEETING ON 24
FEBRUARY 2016

WS

The report was noted.
2016/49

DECLARATION OF INTERESTS
The medical director declared that he had become a trustee of the Royal Free
Charity from 1 April 2016. There were no other changes to the register of
interests.

2016/50

PATIENT SAFETY – LEARNING FROM A SERIOUS INCIDENT
The medical director referred to the board’s quality seminar which had taken place
earlier that day, which had been followed up by a visit to ward 10 West which was
currently using improvement methodology for a diabetes project. This work had
commenced following a serious incident involving a diabetes patient. It was
proposed to roll this work out to other wards. This was an example of learning
from a serious incident, and the board had had the opportunity to hear directly
from the team. There was discussion of using this slot in future board meetings to
hear from other teams involved in quality improvement and the medical director
would pursue this for the next meeting.

2016/51

SP

PATIENTS’ VOICES
The chief operating officer read out a complaint. This was from a patient who had
attended a rheumatology outpatient appointment. On arrival they had been
informed that there was a 60 minute delay but there were other patients in the
waiting room who had already been waiting two hours. The patient was
eventually seen but only had five minutes with the consultant. They would have
liked a longer discussion of their current symptoms but did not raise them as they
were mindful of the other patients still waiting to see the doctor. They were not
complaining about the doctor, but about the appointments system.
The chief operating officer advised that an apology had been given and that the
rheumatology team were reviewing clinic templates and the booking system, were
looking at using clinical nurse specialists in different way and considering the
introduction of ‘telephone clinics’.
The compliment was from the mother of a patient with Down’s syndrome, who
commented on the way staff had gone out of their way to speak directly to the
patient, explaining things simply to him and in a reassuring way. This was in
contrast to the way he had been treated in another hospital.
The director of workforce and OD officer would present this item next time.
2
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2016/52

NURSING AND MIDWIFERY STAFFING MONTHLY REPORT
The director of nursing presented the report. She noted new national guidance
was still awaited on safe staffing levels in particular areas.
During January 2016, there had been 1% less actual than planned hours.
In January the trust had used 11.8% agency staff, against the Monitor ceiling for
the trust of 9.8%. The ceiling was being met in some divisions, with the particular
challenge being for urgent care. Within urgent care, the areas were A&E and ITU.
For ITU, the issue was that an increased establishment had been agreed and this,
and existing vacancies, meant an increased agency usage.
Regarding the Monitor national price caps, the February cap had been met for all
areas. A further reduction in the agency cap was required from April 2016. This
would be met for some agencies, but currently the agencies providing critical care
staff had stated that they woul not be meeting the new cap. The chief executive
reported that there had been a lengthy discussion on this at the trust executive
committee earlier in the week and it had been agreed to track compliance with the
February cap alongside the April cap and this would be carried through into the
board report.

DSa

The report noted that there had been three occasions when the nurse: patient
ratio fell below 1:8 on a day shift. There had been no associated patient safety
issues with any of the shifts.
The director of nursing then drew attention to wards identified in the report, in
particular Spruce ward and noted that an action plan was in place focusing on
recruitment and leadership support. Ms Owen, non executive director, noted that
there had been issues with Spruce ward for some time and questioned whether
the action plan was having the desired impact. She asked that the board continue
to receive updates on this in future reports.

DSa

Ms Owen then asked about specialing as this had previously been reported as
increasing reliance on agency staff. The director of nursing responded that the
team were discussing enhanced care for dementia patients and discussing the
decision making criteria for requesting specials. Discussions were still taking
place with the mental health trusts about how to improve arrangements when
registered mental health nurses were required.
The chairman suggested it would be helpful to have comparative data. The
director of nursing responded that NHS Improvement would be publishing this
information shortly, so it should be possible to produce this for the May board
report.

2016/53

The board agreed that the report provided sufficient assurance that the nurse
staffing levels were meeting the needs of patients and providing safe care.
NHS STAFF SURVEY
The director of workforce and OD highlighted the following points from the report:
•

Overall the trust’s results were neither better nor worse than last year; the
staff engagement score was in the middle of the pack and reflected the local
staff survey results reported through the year. It was difficult to make
3
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significant improvements year on year, which was also confirmed in the data
from other trusts.
•

Key areas for focus from the survey were:
• Bullying and harassment
• Working in the areas with the worst outcomes – developing local plans
• Ensuring managers undertook appraisals and team engagement and
communication activity
• Sorting out the problems that make work more difficult, eg finance and
HR systems, making information easier to find
• leadership

He suggested that the next steps were to publicise the report, reflect on it further
and work with departments and develop an action plan for discussion at the trust
executive committee and patient and staff experience committee.
There was some discussion about the low response rate and the possible reasons
for this, which ranged from staff being worried that it would be possible to identify
them if they responded to the survey to overall satisfaction. The chief executive
commented that the response rate was in the high end of the range for London
trusts. However it was agreed to investigate whether anything additional could be
done to improve response rates.
Prof Schapira, non executive director, commented that it was disappointing that
so much resource had been invested nationally into the staff survey process for
little return in terms of progress. He added that in other fields, changes would not
be made on the basis of such a low response rate.
Ms Owen, non executive director, noted that the themes were very familiar and
already in action plans; the challenge was how to make staff feel empowered and
achieve an impact.
There was discussion about whether the way into this was through quality
improvement. The medical director referred to the work the board had heard
about earlier, where the diabetes improvement work had a positive impact both for
patients and staff.
The board noted the report and agreed the next steps.
2016/54

TRUST CONSTITUTION – PROPOSED AMENDMENT
The director of corporate affairs and communications introduced this report,
explaining the proposal to amend the constitution so that Healthwatch were
eligible to stand for election as governors. This had been supported by the
council of governors and the revised constitution would need to be submitted to
NHS Improvement (Monitor).
The board agreed to amend the constitution to remove the disqualification of
members of local Healthwatch for election as governors.

2016/54

CHAIR AND CHIEF EXECUTIVE’S REPORT
The report was noted. The chief executive highlighted the following from the
report:
4
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•

The approval of the full business case for the Chase Farm redevelopment;
the development and approval process for the scheme had taken the
shortest time he could recall for a development of this scale

•

Junior doctors strike; the chief operating officer commented that the
situation was more challenging this time, partly due to it being a holiday
period. The forthcoming strike was unprecedented, involving the full
withdrawal of labour and TEC had agreed to the cancellation of all planned
activity, other than in exceptional circumstances

The chairman took the opportunity to thank colleagues who had participated in
BME listening sessions and understood more were planned.
Mr Ainger, non executive director, noted that the report included information about
investment in the pathology joint venture and suggested that it was timely for the
board to be updated on this. It was agreed that progress reports would be
provided from the business/owner perspective to the RFL shadow group board
and from the customer perspective to the finance and performance committee.

MD

The board noted the report.
2016/55

TRUST PERFORMANCE DASHBOARD
The chief operating officer reported that the situation had continued to be
extremely challenging in A&E in January and February; this had been sustained in
March and into April. The trust executive committee had discussed this at length.
Because the standard was being failed consistently there was a need to refocus
and work differently in order to get back to 90% compliance, then 95%. The chief
executive commented that this was a system-wide issue; the trust was in
discussion with commissioners and there were national discussions about how to
recover the standard.
The trust had also failed four of the cancer targets. This was because capacity
shortfalls, which led to the breaches, were not appropriately escalated meaning
that timely action was not taken. Appropriate action had been taken but the
targets would also be failed for February.
There was also discussion about delayed transfers of care and, as previously
discussed, that the board should receive more information on the reasons for
delay and the geographical areas most affected. The director of transformation
commented that roughly half the delays were due to social care and half to NHS.
The main problem areas were Herts Valley and Brent. A census was currently
being done of the 139 patients currently in delay. The chief executive commented
that the executive were handling this at a granular level and suggested that the
executive would discuss outside the meeting what would be helpful to bring to the
board.

2016/37

The board noted the report.
FINANCE PERFORMANCE REPORT
The director of financial operations reported that the bottom line income and
expenditure position for February was a deficit of £1.8m which was an adverse
variance of £0.1m compared to plan. The position for the year to date was a
5
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deficit of £20.7m which was an adverse variance of £11.1m compared to plan.
The year end forecast was of a £14m deficit.
The cash balance at the end of February was £17.3m which was £47.5m below
plan, and compared with £100m at the same point last year. This was primarily
due to NHS debt for prior year contracts and ongoing underpayment of 2015/16
SLAs.
The board noted the report.
2016/39

PATIENT SAFETY COMMITTEE REPORT

2016/40

The board noted the report from the committee. The committee chair highlighted
that the committee had agreed that RTT should be included in the mandatory and
statutory training list, with the staff groups to which this applied to be confirmed.
The committee had also been advised that there had now been 11 never events.
The medical director noted that this was the first full year of the enlarged
organisation and that in some respects increased reporting of low/no harm never
events was to be welcomed. The never events had been thematically reviewed,
leading to a number of actions, for example developing the way the WHO surgical
checklist was used.
STRATEGY AND INVESTMENT COMMITTEE REPORT
The report was noted.

2016/41

FINANCE AND PERFORMANCE COMMITTEE REPORT
The report was noted.

2016/42

QUESTIONS FROM THE PUBLIC
Ms Skivington, Enfield Healthwatch, noted that staff at Chase Farm had felt
disempowered and that a focus on this through the patient survey work was to be
welcomed.

2016/43

ANY OTHER BUSINESS

2016/44

There was no other business.
DATE OF NEXT MEETING

The next trust board meeting would be on 27 April 2016 at 1300 in the boardroom,
chief executive’s office, Royal Free Hospital.
Agreed as a correct record
Signature …………………………………..date 27 April 2016…………………………….
Dominic Dodd, chairman
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Trust Board
Matters Arising report as at 27 April 2016
Actions completed since last meeting of the Trust Board
Minute
Action
No
FROM TRUST BOARD HELD ON 6 APRIL 2016
2016/50
Patient safety – learning from a serious incident
There was discussion of using this slot in future
board meetings to hear from other teams involved
in quality improvement and the medical director
would pursue this for the next meeting.
2016/52
Nursing and midwifery staffing monthly report
• Track compliance against February and
April caps
• Continue to receive updates on Spruce
ward
• Comparative data to be included in report
for May meeting.
• Include A&E staffing in nurse staffing report
(action from part II board meeting)
2016/53

2016/54

NHS staff survey
Agreed to investigate ways to improve response
rate
Chairman and chief executive’s report
Progress reports on pathology joint venture to the
shadow group board and finance and performance
committee.

Matters arising – trust board 27 April 2016

Lead

Complete

Board date/
agenda item

S Powis

This section of the meeting will be used to
discuss a safety programme theme

2016/69

D Sanders

Included in report for 27 April meeting

Outstanding

Spruce update will be
provided in May board
report
A&E will be provided in
May board report

D Grantham

To be discussed as part
of SEEP

M Dinan

To be programmed for
May shadow group board
meeting

Paper 2
2016/15
2016/55

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

FROM TRUST BOARD HELD ON 24 FEBRUARY 2016
2016/35
Chairman and chief executive’s report
CQC inspection – capitalise on quality conversation
which took place as part of the inspection.

W Smart
K Fisher

Included in this month’s performance report

D Sanders

Discussion took place at 6 April meeting. Will
be incorporated into board development work

2016/74

FROM TRUST BOARD HELD ON 27 JANUARY 2016
2016/14
Chairman and chief executive’s report
Widening mentoring scheme to bands 6 and 7.
This would require more mentors to be change and
agreed to review progress in June or July 2016.

D Grantham

To be programmed for
June board meeting.

FROM TRUST BOARD HELD ON 25 NOVEMBER 2015
2015/202
Quality strategy
• Pursue conversation with staff on addition of
continuous quality improvement to the trust’s
values

D Grantham

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

Further discussion of the role of the board and its
committees in continuous improvement

Matters arising – trust board 27 April 2016

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

Date of meeting

Attachment number

Trust Board

27 April 2016
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ITEMS DISCUSSED AT THE CONFIDENTIAL BOARD MEETING HELD ON 6 APRIL 2016
Executive summary
Decisions taken at a confidential trust board are reported where appropriate at the next trust
board held in public. Those issues of note and decisions taken at the trust board’s confidential
meeting held on 6 April 2016 are outlined below.
•

Operational plan 2016/17 was approved for submission to NHS Improvement (Monitor), with
authority delegated to TEC to approve minor changes prior to submission. The board also
discussed the financial plan and agreed this for submission to NHS Improvement (Monitor).

•

Update on group model and vanguard project including strategic partnerships and approval of
the creation of a shadow group board which would replace the strategy and investment
committee.

•

Update on the sustainability and transformation plan for North Central London, which is being
led by the RFL chief executive.

•

Quality account 2016/17 – the board approved the draft for discussion with stakeholders. The
final draft will be submitted to the May board meeting.

•

Board assurance framework – the BAF had been updated and presented to the audit,
strategy and investment, and trust executive committees.

•

Board engagement programme

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

D Dodd, chairman
A Macdonald, board secretary
April 2016

Confidential trust board meeting update – trust board 27 April 2016

Report to

Date of meeting

Attachment number

Trust Board

27 April 2016
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Monthly report of Nursing staffing levels February 2016
Executive summary – including resource implications
In January 2014 the Royal Free London NHS Foundation Trust board considered the
Government response to the Mid-Staffordshire NHS Foundation Trust Public Inquiry, Hard
Truths – The Journey to Putting Patients First and the guidance published by the National
Quality Board and the Chief Nursing Officer, How to ensure the right people with the right
skills are in the right place at the right time
Hard Truths set out the Government’s requirement that from April 2014 and by June 2014 at
the latest, NHS trusts will publish ward level information on whether they are meeting their
staffing requirements.
The overall trust summary of planned versus actual hours for February was 1% less actual
hours than planned:
Site specific data is as follows:
• Barnet hospital

Actual met planned

•

Chase Farm hospital

11% more actual hours than planned

•

Royal Free hospital

3% less actual hours than planned

•

Edgware community hospital

Actual met planned

In February out of a minimum of 2,900 shifts there were 10 shifts (or part shifts) (0.3%)
where the nurse:patient ratio dropped below 1:8 on a day shift or 1:11 on a night shift. There
were no reported patient safety incidents on these occasions.
Action required
The board is requested to
• consider if the report provides sufficient assurance that the nurse staffing levels are
meeting the needs of patients and providing safe care

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

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

Page 1 of 2

Board assurance risk
number(s)

3.
4.
5.

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

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

Respecting and involving people who use services
Care and welfare of people who use services
Meeting nutritional needs
Safeguarding people who use services from abuse
Cleanliness and infection control
Management of medicines
Staffing
Supporting staff

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

Equality analysis
•

No identified negative impact on equality and diversity

Report from Deborah Sanders, Director of Nursing
Author(s) Deborah Sanders, Director of Nursing
Date 19 April 2016
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Introduction
In January 2014 the Royal Free London NHS Foundation Trust board considered the
Government response to the Mid-Staffordshire NHS Foundation Trust Public Inquiry, Hard
Truths – The Journey to Putting Patients First and the guidance published by the National
Quality Board and the Chief Nursing Officer, How to ensure the right people with the right
skills are in the right place at the right time. Hard Truths sets out the Government’s
requirement that from April 2014 and by June 2014 at the latest, NHS trusts will publish ward
level information on whether they are meeting their staffing requirements and board’s should
receive a monthly report concerning the same. This report provides information on planned
versus actual nurse staffing for February 2016.
Planned versus actual staffing
The overall trust summary of planned versus actual hours for February was 1% less actual
hours than planned:
Site specific data is as follows:
• Barnet hospital
• Chase Farm hospital
• Royal Free hospital
• Edgware community hospital

Actual met planned
11% more actual hours than planned
3% less actual hours than planned
Actual met planned

Registered nurse agency staff
On 1 September 2015 Monitor wrote to the trust advising of the rules for nursing agency
spending and setting out the spending ceiling for the trust. The rules are an annual ceiling
for total nursing agency spending for each trust and a mandatory use of approved
frameworks for procuring agency staff. The rules apply to all NHS trusts, NHS foundation
trusts receiving interim support from the Department of Health and NHS foundation trusts in
breach of their licence for financial reasons. All other NHS foundations trusts have been
strongly encouraged to comply.
On 19 October 2015 Monitor wrote to the trust confirming that the agreed ceiling of nurse
agency pay as a % of total nurse pay for the Royal Free London is 9.8% by March 2016 with
a further reduction in April 2016.
The 15/16 target was not met. The YTD position is 12.4% of nursing pay is agency, with
previously seen variation across the clinical divisions continuing, urgent care 19.6%, TaSS
8.4%, SAS 7.8%, W&C 8.9% and corporate 7.4%. The target in hours to meet the 16/17
threshold is 5,200 hours a week, the most recent weekly usage was 9,722 hours.
Recruitment
A key driver to reducing agency cost is recruitment to substantive posts. There are currently
250.6 nursing and midwifery staff in the pipeline. 142 wte registered nurses and midwives
have been recruited through the assessment centres and internal recruitment fairs, 44 from
international recruitment, 27 newly qualified nurses, 4 ODP’s and 33 nursing assistants.
The table below shows the net starters and leavers and the forecast. Since July there has
been a net inflow of 107 WTE, 387 wte starters offset by 280 wte leavers. The current
recruitment campaigns continue with the addition of an international recruitment campaign
outside of the EU. This will be looking initially for 40 nurses to test the process; current
figures are showing that 58 % of nurses recruited from outside the EU are passing the NMC
final OSCE exam allowing them to work as registered nurses.
1
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National Price Caps
On 20 November, following consultation, Monitor and the TDA wrote to trusts outlining hourly
price caps for all agency staff across all staff groups to be in place by 23 November.
These will apply across all staff groups – doctors, nurses and all other clinical and nonclinical staff. The price caps will ratchet down, subject to the monitoring approach, in two
further stages on 1 February 2016 and 1 April 2016. This means that by 1 April 2016 an
agency worker should not be rewarded more than an equivalent substantive worker.
All nursing agencies with which the trust holds a service level agreement (SLAs) have met
the February Monitor cap.
The introduction of the April cap has led to an increase in the number of shifts that are
breaching the cap but at the time of writing the full month figures are not complete. The
breaches are most significant in ITU and ED. For example in ITU at the Royal Free for
March there were 3 shifts where the cap was breached but with the introduction of the April
cap reduction, in the first 2 weeks of April there were 100 shifts that breached. Dialogue
continues with the agencies and with the LLP and HR directors across London. The
breaches are reported weekly the NHS Improvement.
Safe staffing
In February out of a minimum of 2,900 shifts there were 10 shifts (or part shifts) where the
nurse:patient ratio dropped below 1:8 on a day shift or 1:11 on a night shift. On 7 east A
there were 5 shifts where for 3 hours in the evening there was a ratio of 1:10. There were
also 2 newly qualified nurses on the shift who were awaiting their PIN and therefore could
not function as a registered nurse. There was also a long day where there was a ratio of
1:10. On 8 west there were 3 night shifts with a ratio of 1:12 and on 10 south there was also
a night shift with a ratio of 1:12. There were no reported patient safety incidents on any of
these occasions.
Planned versus actual staffing
The tables below shows the planned versus actual hours for February.
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Transplantation and Specialist Services February 2016
Ward

Beds

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

26
33
22
19
24
24
25
10
13

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

93%
92%
94%
92%
85%
94%
90%
94%
119%

101%
97%
97%
99%
100%
99%
97%
100%
99%

97%
89%
95%
150%
98%
93%
82%
100%
94%

72%
86%
117%
200%
127%
97%
102%
107%
n/a

Falls

Attributable
Cdiff

FFT Score

4
6
3
2
0
1
3
1
2

0
0
0
0
0
0
0
0
0

94%
91%
91%
70%
96%
81%
92%
78%
79%

Falls

Attributable
Cdiff

FFT Score

3
0
6
2
3
5
0
6
3
3
2
0
5
2
1
4
3
2
0
0
4

1
0
0
0
2
0
0
0
0
0
0
0
0
0
0
1
0
0
0
0
0

91%
94%
87%
95%
100%
67%
n/a
60%
89%
100%
76%
n/a
67%
91%
91%
85%
84%
91%
83%
n/a
83%

Falls

Attributable
Cdiff

FFT Score

0
6
1
7
5
2
0
3
4
0

0
0
0
0
0
0
0
0
0
0

96%
71%
86%
87%
80%
81%
96%
97%
91%
94%

Urgent Care February 2016
Ward

Beds

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

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

Adelaide
Capetown

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

Registered nurse to Percent of actual vs Percent of actual vs Percent of actual vs Percent of actual vs
patient ratio
total planned shifts total planned shifts total planned shifts total planned shifts
Day Shift
(RN days)
(RN nights)
(HCA days)
(HCA nights)
1:5.3
97%
100%
96%
99%
1:5.1
90%
100%
98%
98%
1:4
96%
97%
90%
98%
1:5
100%
112%
138%
255%
1:4.3
92%
98%
94%
97%
1:4
96%
100%
92%
100%
1:1/1:2
97%
99%
70%
72%
1:6.25
91%
101%
132%
217%
1:5.1
109%
125%
158%
238%
1:2
100%
100%
n/a
n/a
1:4.8
90%
97%
85%
150%
1:1/1:2
103%
104%
108%
106%
1:4.8
100%
99%
91%
66%
1:5.5
97%
100%
83%
99%
1:5.5
113%
98%
84%
63%
1:5.5
94%
100%
84%
67%
1:4.8
100%
111%
113%
117%
1:4.8
84%
100%
132%
113%
1:6
141%
156%
94%
286%
1:7.5
94%
99%
106%
103%
1:6
96%
103%
97%
131%

Surgery and Associated Services February 2016
Ward

Beds

5 north A
7East A
7 East B
7 West
7 North
Beech

18
20
13
32
24
24
25
24
24
39

Canterb'y

Cedar
Damson
Wel'gton

Registered nurse to Percent of actual vs Percent of actual vs Percent of actual vs Percent of actual vs
patient ratio
total planned shifts total planned shifts total planned shifts total planned shifts
Day Shift
(RN days)
(RN nights)
(HCA days)
(HCA nights)
1:4.5
96%
100%
102%
93%
1:5
77%
128%
115%
90%
1:4.3
81%
100%
91%
100%
1:4
96%
97%
93%
110%
1:4.7
105%
103%
91%
107%
1:6
116%
100%
93%
64%
1:6.25
87%
66%
88%
107%
1:4
73%
75%
120%
117%
1:6
90%
101%
112%
114%
1:6.5
94%
75%
65%
145%
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Womens and Childrens February 2016
Ward

Beds

6 North
5 South

20
31
RFH
30
BH
BH
16
48

Ne ona te

Galaxy
Ne ona te

Delivery
Willow
Victoria

Registered nurse to Percent of actual vs Percent of actual vs Percent of actual vs Percent of actual vs
patient ratio
total planned shifts total planned shifts total planned shifts total planned shifts
Day Shift
(RN days)
(RN nights)
(HCA days)
(HCA nights)
1:4
91%
95%
60%
n/a
1:8
98%
98%
113%
95%
vary
1:4
97%
141%
vary
86%
88%
n/a
n/a
n/a
111%
107%
142%
100%
1:5.3
131%
148%
161%
64%
1:8
91%
74%
102%
127%

Falls

Attributable
Cdiff

FFT Score

0
0
0
0
0
0
2
0

0
0
0
0
0
0
0
0

n/a
92%
n/a
n/a
n/a
98%
80%
92%

Falls

Attributable
Cdiff

FFT Score

0
0
0

0
0
0

100%
100%
100%

Private Practice February 2016
Ward

Beds

12 Wesr
12 South

15
16
12

12 Ea s t B

Registered nurse to Percent of actual vs Percent of actual vs Percent of actual vs Percent of actual vs
patient ratio
total planned shifts total planned shifts total planned shifts total planned shifts
Day Shift
(RN days)
(RN nights)
(HCA days)
(HCA nights)
vary
98%
97%
87%
100%
1:4
98%
99%
98%
100%
vary
92%
98%
88%
100%
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Paper 5

DIRECTOR OF INFECTION PREVENTION AND CONTROL (DIPC) QUARTERLY REPORT

Executive summary
This is the trust report from the DIPC for The Royal Free London NHS Foundation Trust.
In line with the revised Health and Social Care Act (2008) trusts are required to have appropriate
management and clinical governance systems in place to deliver effective infection control. Included
at appendix A are the ten compliance criteria from the Health and Social Care Act to assist the board
in assessing the information provided.
In line with the Health and Social Care Act (2008, rev 2015) Code of Practice on the prevention and
control of infections and related guidance, trusts are required to have appropriate management and
clinical governance systems in place to deliver effective infection control. Within criterion 1 of the
Code of Practice is a requirement that there is a programme of activity and planned development for
IPC within the organisation to keep to a minimum the risk for infection and the general means by
which it plans to control such risks. The annual IPC programme is included in this paper.
Action required / recommendation
The Board is asked to confirm that the report provides sufficient information to provide assurance of
sustained compliance with the Hygiene Code and to approve the Annual IPC programme (Appendix
B).
Trust strategic priorities and business
planning objectives supported by this paper
1
Improving clinical effectiveness
2
Enhancing the patient experience

Board assurance risk number(s)
R1

CQC outcomes supported by this paper
Outcome 8 Cleanliness and infection control
Risks attached to this project / initiative and how these will be managed (assurance)
The revised Hygiene Code Risk matrix will be monitored at the Infection Control Committee.
The risks associated with the Hygiene Code have been included in the Board Assurance Framework
Equality impact assessment
 Positive impact which supports equity of service
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Author(s)

D Mack, Microbiology Consultant, Lead IPC Doctor
Husam El-Mugamar, Consultant Microbiologist, IPC Doctor
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Y Carter, Head of IPC Nursing
IPC team

Date

April 2016
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1. Introduction
The Health and Social Care Act (2008) Code of Practice on the prevention and control of infections and
related guidance outlines the actions NHS Trusts in England must take to ensure a clean environment
for the care of patients, in which the risk of infection is kept as low as possible. The 10 compliance
criteria are attached at appendix A. The criteria have been revised for the 2015 edition, including a
larger focus on antimicrobial stewardship, an element of which has been included in CQUIN for
2016.17.
Monitoring Progress against the Health and Social Care Act, including internal audit.
Hygiene Code compliance will continue to be monitored through the Infection Prevention and Control
Committee. The Trust’s internal auditors annually assess trust arrangements and ensure robust
evidence of compliance in all criteria. There are currently no recommendations for improvement.
2.
2.1

Infection report
Meticillin-sensitive and Meticillin-resistant Staphylococcus aureus bacteraemia. (MRSA and
MSSA)
Reduction of hospital acquired Staphylococcus aureus bacteraemias including those due to MRSA
continue to be an important infection control priority for the trust. The target for 2015-16 is zero for all
organisations.
There have been 3 cases of MRSA bacteraemia previously assigned to the Trust with a further 8
assigned to CCGs or third party.
Patient sampledate location Treatment Site

doa

directorate Assignment

11

11/02/2016 AE

RFH

10/02/2016 UC

Pending

10

05/01/2016 12EB

RFH

05/01/2016 SAS

Third Party

9

04/01/2016 9N

RFH

03/01/2016 SAS

Third Party

8

28/12/2015 AE

RFH

27/12/2015 UC

Third Party

7

08/11/2015 AE

BH

08/11/2015 UC

Third Party

6

14/10/2015 AE

BH

14/10/2015 UC

CCG

5

22/06/2015 A&E

BH

22/06/2015 UC

Third Party

4

15/06/2015 AE

RFH

15/06/2015 UC

CCG

3

12/06/2015 CCU

BH

11/06/2015 UC

Acute Trust

2

03/06/2015 AE

RFH

03/06/2015 UC

Acute Trust

1

16/04/2015 Victoria BH

16/04/2015 WC

Acute Trust

2.2
MRSA trust acquisitions
The trust MRSA acquisition rate remains low across all sites, (an acquisition is defined as any patient not
previously known to be MRSA positive but has been swabbed whilst in the RFLNHSFT after the first 48
hours of admission and found to be positive). Although the national requirement has reduced, the trust
screening process remains inclusive of in-patient admissions as it is felt to be integral in reducing
acquisition rates and contributes to safer patient care.
2.3
Clostridium difficile (C.diff)
The RFLNHSFT has integrated infection control measures across all sites to minimise the risk of C. difficile.
Measures include educational programmes, comprehensive antibiotic policies, good bed management with
early isolation of symptomatic patients and enhanced environmental cleaning. The microbiology, IPC and
pharmacy teams continue to perform Clostridium difficile ward rounds to ensure that all elements of the
care and treatment of patients with C. difficile are being appropriately managed.
There are 68 attributable cases for the Trust since April 1st 2015 against a threshold of 66. Overall, Q1 and
Q2 were in excess of projected threshold, but reduced cases in Q3 and Q4 have brought the final cases
closer to the threshold. The external threshold objective for The Royal Free London Trust for 2016/17 is
again 66 attributable cases although may be adjusted following the transfer of haematology specialty
patients to UCLH.
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Following revisions to its risk framework Monitor confirmed that for the purposes of its governance risk
ratings of foundation trusts’ with effect from quarter one 2015/16 national performance against the C.
difficile indicator will include only those infections that result from a lapse in care. Lapses in care infections
are determined by the local clinical team applying a checklist based assessment developed by Public
Health England, with outcomes reviewed and agreed by local commissioners. Currently the lapses in care
either agreed, or following arbitration are 13 (although there remain some outstanding cases to complete
RCA process and await assignment)
The 2014/15 6% increase in the national number of cases of C. Diff reported, the first annual rise since
mandatory surveillance was introduced in 2007 continues to be investigated by Public Health Englandwith
trend analysis for 2015/16.
There have been 13 lapses in care identified through the root cause analysis of each attributable infection:
1

April

8 West (RF)

2,3

May

4

June

11 South – 2
cases (RF)
Juniper (BH)

5,6,7

July

Juniper (BH)

Olive (BH)

ITU4 (RF)
8,9

Sept

Walnut (BH)

10

Oct

11

Nov

A+E/Rowan
/Juniper
(BH)
5 East B
(RF)
6 East/9
North (RF)

12

CC North
(BH)

13

10 E (RF)

Identified lapse in antimicrobial stewardship for one patient with repeat Co-Amox
prescriptions for ‘dip test’ positive urine sample, but no clear clinical signs.
Feedback to junior doctors to include better documentation of indication of AB
prescription, adoption of revised drug chart which has clear request for AB review,
indication and duration and consultant lead and support audits (100%) – work on
sustaining compliance
2 cases within one month, unable to identify same/different typing as one sample
lost – assume probability that there was transmission and therefore lapse in care.
Identified lapse in testing – delay in recognition of symptoms, sample collection and
reception in Micro lab. The whole trust is now undergoing a ward-by-ward C.diff
refresher training by the IPCT on C.diff symptom recognition and sample taking. A
further case has been identified on Juniper Ward, so the enhanced IPC measures
are now in place for environmental hygiene, staff practice and antimicrobial
stewardship.
A second case, detected earlier, with ribotype matching the case above on Juniper
ward, and indistinguishable MLVA typing, indicating transmission in the healthcare
setting.
Identified delay in recognition of change in stools. Once recognised and
documented, two day delay in obtaining sample, then two day delay in reaching lab
for testing. Also further cases on Olive, although 2 cases had the same ribotype the
sub-typing confirmed that there was no evidence of transmission.
Diarrhoea and malaena – not sampled and tested as per ITU local policy and C.diff
protocol.
Delay in sending samples and transport to the lab. Delay in isolation and unclear
transfer information from A&E to the ward. Stool samples not sent in a timely
manner
Delay in sample taking and knowledge of signs and symptoms. Delay in discussion
of antibiotics with Microbiologists
Two day delay in sample date to receipt in lab. Hand hygiene 44% (95% at followup). Discussion of reduction risks for aspiration leading to infection.
Delay and lack of knowledge in recognition of signs and symptoms. Delay in
isolation for 24 hours. Hand hygiene 10% (80% at follow-up) staff to recognise
importance of monitoring patients even when 24 hour carers are in place.
Repeat training on sample recognition and testing. Notes from transferring hospital
contain no information on transfer of repeated isolation for diarrhoea – IPCNs to
discuss information sharing on transfer. Hand hygiene currently 100%
Adm with D&V to 10E bed unclear from Cerner and SBAR. Antibiotic stewardship incorrect antibiotic, no indication, no evidence of review. Antibiotic audit planned for
one month. "Time to isolate" to be clearly documented in notes. Sample times to be
included on bowel chart. Pharmacy to start Antibotic stewardship audit on ward.
IPC Link nurse, ward manager and IPC CNS to ensure all clinical staff are aware
they must document "time of isolation" and when sample was sent on stool chart
and nursing notes. Documentation for "time to isolate" - there is no system for this
at present suggestion to put a place on the new Trust stool chart
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The trust C.difficile ‘action log’ incorporates activity across the trust and is driven through the fortnightly
divisional lead/C.diff action group. Activity is summarised below:

Main activity
 RCAs from all sites continue to be discussed at fortnightly meetings to disseminate learning to all
areas.
 Learning from antimicrobial audits has provided evidence for a revised patient prescription chart
with enhanced antimicrobial section. This is now being rolled-out across Trust.
 A new version of ‘start smart and focus’ antibiotic audit will be placed on the intranet as part of the
symbiotic audit package at RF and BCF. The package is technically complete and is currently being
implemented through the IT system.
 Harmonisation of policy and protocols in line with DH guidance almost complete
 Revised guidance on C.diff recognition, signs and symptoms and prompts for sending samples now
on every ward IPC notice board.
 Revised stool chart with printers – roll out April 2016.
Outstanding priorities
 Final alignment of IPC policies and antimicrobial policies
 Clinical audit programme being aligned across all sites.
 PPI and laxative protocols to be reviewed.
 Continue programme of re-skilling and competence assessment of ward staff to ensure patients with
C.diff are cared for by competent and knowledgeable staff in any ward area of the enlarged trust.
 Roll out of revised stool chart with prompts foe sample recognition and sample sending for testing.
The reduction in ‘lapses in care’ is significant for safe patient care and for assurance of high standards of
infection prevention practices.
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2.4
E.coli bacteraemias
All E.coli bacteraemias are part of the mandatory reporting of health care associated infections (HCAIs),
there is currently no improvement target associated with this infection. A breakdown by division and the
apparent source of the infection is reported at the fortnightly divisional leads IPC meeting to guide future
reduction activity. The average case number per quarter remains around 20 cases with only minor
variation.
2.5
Carbapenemase producing enterobacteriaceae (CPE) and other non-fermenting (CP-NF)
organisms
There have been sporadic cases of CPE and NF-CPOs, but no outbreaks of increased incidence. The
majority are positive on admission from high-risk coutries admitted to PPU. A full data report will be
available with recruitment of a data analyst. It is expected that further cases will be admitted, particularly to
PPU and these numbers will in all probability increase quite significantly.
2.6
Orthopaedic surgical site infection report
Currently the mandatory requirements from DH for surveillance are being undertaken across all trust sites.
There are no SSI infections to report from mandatory reporting this quarter. A full programme of SSI
surveillance will be undertaken following the recruitment of a surveillance nurse.
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3. Viral respiratory infections


463 laboratory-confirmed viral infections were identified by the Virology Laboratory at Royal Free
Hospital (RFH) site between January – March 2016, which required IPC interventions from the Virology
doctors at Royal Free Hospital. The Microbiology Consultants at Barnet and Chase Farm (BCF)
hospitals were telephoned with the positive respiratory results for the BCF site. (See Figure 1)



91% of the infections were due to respiratory viruses



6% of the infections were gastrointestinal infections



4 cases of chickenpox and shingles



6 cases of acute measles



2 cases of acute Hepatitis A infection, 1 case of acute Hepatitis B infection and 3 cases of acute
Hepatitis E infection
Figure 1: Virology IPC Activities from July 2014 – March 2016

Respiratory Infections
Of the 420 respiratory infections identified in the Virology laboratory at Royal Free Hospital, 41 were from
patients at Barnet and Chase Farm Hospitals and 379 were from Royal Free Hospital.
At the RFH site, there were 215 influenza infections (47 type B and 168 type A). Of these, 8 patients with
influenza A were on ITU/HDU. In addition, there were 43 rhinovirus infections, 12 adenovirus infections, 52
coronavirus infections, 11 enterovirus infections, 15 human metapneumovirus infections, 14 parainfluenza
infections and 17 RSV infections.
During this winter 2015/16, there was low influenza vaccine uptake by staff , 26% of staff had the vaccine
compared to a target of 50%. It has been noted that a number of departments had high levels of staff
sickness with influenza like illness during the period October to March. Nosocomial acquired influenza
infections were also identified. A programme of training staff as peer vaccinators was undertaken, to
ensure staff were available in all areas to encourage flu vaccination up-take. A full trust-wide Flu
programme will be co-ordinated at executive level for winter 2016.17.
Post exposure prophylaxis with oseltamivir was recommended to “at risk” patients who had been in contact
with influenza positive patients. An audit of the last 2 influenza seasons 2014/15 & 2015/16 is being
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undertaken by Virology to review the data around influenza infections treated, transmission events and post
exposure prophylaxis prescribed. The results of this audit should be available by August.
At Barnet and Chase Farm Hospitals, there were 21 influenza A infections and 4 influenza B infections, 2
parainfluenza infections, 4 rhinovirus infections, 1 human metapneumovirus infections, 5 enterovirus
infections, 2 adenovirus infections and 2 RSV infection identified by the Virology Laboratory at Royal Free
Hospital.
A programme of training staff to ‘fit test’ colleagues for mask and respirator has been facilitated by the
IPCT, as directed by the Health and Safety Executive (HSE). All staff that use an FFP3 respirator must be
tested to ensure correct fitting. As this includes such a large cohort of staff, training is made available for
staff from all areas so that they can fit test colleagues in their own areas. Records of fit tested staff are kept
locally for assurance of safe staff practice.
There have been 6 cases of acute measles at RFH this quarter. Four of the cases were teenagers (17/18
year old), and two were under five years of age. At least 3 of the cases presented to RFH during weekends,
and the on call Virology consultant managed the exposure incidents. These incidents highlighted a number
of issues for which guidelines are indicated – including rash management in A&E, rash management at
ward/department level, the responsibilities of the consultant/team where the exposure incident occurred,
the remit of the infection control doctor, consultant virologist and the consultant/team in managing the
exposure incident including liaising with HPU, contact tracing, contacting exposed “at risk” patients, and
giving post exposure prophylaxis.
Public Health England has identified 20 cases of measles between February and mid-March in London and
the South East alone, compared with 91 cases throughout England last year. Most of the cases have been
in young adults.
Figure 2: Common Viral Respiratory Infections Recorded from July 2014 – March 2016
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Gastrointestinal Infections
At the RFH site, there were 5 rotavirus infections, 1 astrovirus, 1 adenovirus and 20 norovirus infections
(see Figure 3), the majority of the norovirus infections were in CVID patients with chronic infections. In
February, on 8E there were 10 patients affected with vomiting and/or diarrhoea, 4 confirmed cases of
norovirus and 14 staff members off sick with gastrointestinal symptoms were x cases on 8E with staff and
patients affected.
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Figure 3: Norovirus PCR Positive Stool Samples Recorded from RFH: July 2014 – March 2016

4.

Serious Incidents, outbreaks related to HCAIs

Barnet Hospital
RSV - Starlight Ward (SCBU)
On the 12th January Starlight ward reported having 3 confirmed case of RSV in one week. Nursery 2 where
the babies were located was closed, PHE informed and an outbreak meeting held on 13/01/2016. Strict
infection control measures were put in place. The outbreak affected Nursery 2 and 3 over the period 12th
January to 5th February. During this time there were 5 RSV positive case and 8 babies received
prophylaxis.
Norovirus - Juniper Ward
From 27/01/2016 to 16/02/2016 individual bays on Juniper were closed due to Norovirus. Enhanced
infection control measures were put in place. Bays 2, 3 and 4 were closed at different intervals during this
period. A total of 15 patients and one staff were affected with 4 confirmed norovirus positive cases.
C diff PII Palm Ward
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There were two C. diff toxin hospital acquired cases on Palm Ward within 28 days of each other – Patient A
- 23.2.2016 and Patient B - 8.3.2016. The patients have no connection in location within the ward. The
samples were sent for typing to confirm any links. Enhanced control measures were put in place as
applicable for a PII. The ribotyping for each patient was different so the cases were not linked.
C. diff PII - Juniper Ward
There were two C. diff toxin hospital acquired cases on Juniper Ward within 28 days of each other – Patient
A – 01.03.2016 and Patient B - 25.3.2016. The patients have no connection in location within the ward.
Enhanced control measures were put in place as applicable for a PII. The samples have been sent for
typing and awaiting results.
Chase Farm Hospital
Flu B - Out Patients
On 31/3/2016 a consultant respiratory physician held respiratory clinic and was diagnosed with influenza B
on the following day. The clinic was held for patients with lung cancer or suspected lung cancer. Twenty
three patients were exposed; PHE was informed and a meeting was called to discuss contact tracing and
the need for prophylaxis Tamiflu. Seventeen patients received prophylaxis and letters and flu information
sheets were sent to the others six who were either were unable to contact, did not attend for prophylaxis or
refused.
Royal Free Hospital
Influenza
There have been a significant number of Influenza cases due to possible transmission within the Trust.
This is due to patients not being isolated on admission with flu-like symptoms and then other patients
becoming infected, or inpatients that have become infected during their admission from other sources e.g.
staff, visiting relatives and friends.
This situation is in contrast to the previous year where there were no apparent cases of transmission
occurring between patients and staff. This has also increased the number of patient contacts having to be
prescribed prophylactic Tamiflu.


Maternity- Flu B. 2 cases on CLOMA. Index case admitted with flu like symptoms into open bay. 2nd
case admitted directly into same bed space, Datix submitted regarding incident.



6 South- Flu A. 2 cases. Index case in open bay with symptoms. Patient in same bay later
diagnosed with Flu A. Reported through trust incident reporting system..



5 East B- Flu A. 4 cases. Unlikely to have been direct transmission via the patients themselves with
the likely sources hospital staff or visitors. 3 members of staff also reported flu-like symptoms and
had not been vaccinated.



8 North- Flu A and B. 3 cases. Unlikely due to direct transmission between the patients with the
likely source staff or visitors.



A&E- 6 members of medical staff reported ill with flu-like symptoms over the Easter bank holiday.



10 North - Flu A. One patient admitted to open bay with multiple respiratory problems. A swab taken
5 days later identified Flu A. Patient was not isolated until 5 days post result. Reported through
trust incident reporting system.

Endopthalmitis


Ophthalmology OPD RFH- 2 cases within a week following patients having intravitreal injections.
Different organisms identified, which suggested the infection was caused by the patients own
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bacteria. Infection control practice and cleanliness standards were reviewed by IPCN and all found
to be l satisfactory. Ventilation in room also assessed and no problems identified. There have been
no new cases identified since.
Norovirus


8 East-10 patients effected of which 4 confirmed from virology specimens. 14 members of staff also
reported with symptoms. All infection control precautions implemented and the ward was closed for
a total of 10 days.

Carbapenemase producing organisim


8 West-2 cases of NDM Klebsiella in CSU specimens, both came back with same typing indicating
there had been transmission within the bay. Infection control precautions implemented. This
included screening all the patients for CPO.No new cases identified. This was followed by screening
all new admissions only for a period of 6 weeks. No further new cases found.

MRSA


5.

6 West B-There was a new MRSA acquisition. Typing from the ref lab showed that this was a
different strain from the previous 6 MRSA cases responsible for the outbreak in September 2015.
Weekly screening continues and no new cases.
SIs.
Month & no. of deaths
Apr 15
0 death
May 15
0 death
Jun 15
0 death
Jul 15
0 death
Aug 15
0 death
Sept 15
0 death
Oct 15
0 death
Nov 15
0 death
Dec 15
0 death
Jan 16
0 death
Feb 16
0 death
Mar 16
0 death

Associated HCAI

Location

5. Hand hygiene
The DH Saving Lives programme High Impact intervention audit tool is used to audit, monitor and report
hand hygiene compliance.
Compliance rates are now included as part of the matrons indicators within the performance reporting
system, monitored and reported by the Divisions. The Hand Hygiene campaign is underway for 2015/16,
including poster competitions and publicity with local schools, revised campaign for raising awareness
across all trust areas with staff photo posters embedding hand hygiene at ward level.
6. Trust cleanliness
The trust undertakes at least monthly cleaning audits across all areas within the trust. These are
undertaken jointly with the facilities staff and matrons and ward leaders. Any areas of concern are
immediately identified and rectified. Any rectification keeps the trust in line with National Standards of
Cleanliness (NPSA) level.
At the Royal Free hospital in quarter 4 the cleaning compliance was 98% in very high risk areas (e.g. ITU)
where the target is 98%, 95.3% in high risk areas (e.g. wards) where the target is 95%, and 92.3% in
significant risk areas (e.g. outpatients) where the target is 87%.
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At Barnet hospital in quarter 4 the cleaning compliance remains within minimum standards. The scores are
publically advertised at ward level and will to be included in next Board report.
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8.

Divisional Matrons reports.

8.1 Private Practice Services Report
New Issues

Quarter 4 January to March 2016
New Issues

Itemise priority issues to report/discuss at IPCC
Commissioning of Hadley Wood Hospital
Liaison with infection control and prevention to ensure compliance. The
outpatients department is now open. Minor works continue in the day care and
theatres area prior to opening provisional date is the first week in May.

Planning for the refurbishment of 12 North A

CQC compliance evidence
ie. exemplar projects, completed action
programmes.

New
Issues

New
Issues

Director/
DDN/Matron
HWH

Ongoing

Director/DDN

Ongoing

Director/SR
Lyndhurst
Rooms

Ongoing

Sisters

Ongoing

Planning meetings are underway for refurbishment of 12 N A to move
haematology/oncology inpatients into this area

Issues remain on going in relation to storage within the Lyndhurst Rooms
particularly the dirty utility room and minor procedure rooms. Minor works
request with estates – escalated to PPU Director.
The area is managed as effectively as it can be given the space constraints
and is logged within the units risk register.

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

There are no concerns as a result of the current audits.
A patient was found to have MRSA Bacteraemia on admission to 12 East B, a
PIR meeting was held this case was not attributed to the Royal free.

Incident reporting
ie, Summary of incidents, outbreaks and
associated learning.

There have been two needle stick injuries on the unit in this quarter
IN26201 12 South
IN26270 12 West
In both cases the sharps bins were not with the staff to ensure immediate safe
disposable. All staff have been reminded of this and it has been added to the
ward safety briefing.
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Monitoring and Audit
ie.
- Hand hygiene – ward/department red
RAG concerns, average compliance and
actions for improvement.
- Clinical (HII) audits – ward/department red
RAG concerns, average compliance and
actions for improvement.
- Cleaning scores - ward/department red
RAG concerns, escalation, rectification,
Nurse/Matron attendance.

8.2

SASS Report

- On-going
Due to the challenges with regards to cleaning long stay patient rooms from
the middle east the DDN has met with the house keeping manager and a new
system of record keeping has been put in place to ensure non-compliance is
escalated. This will now be evaluated.

April 2016

Itemise priority issues to report/discuss at IPCC
1. Update on Orthopedics infections CF
RCA completed in Q3 and all actions implemented. No further incidents in Q4.
Q3
2. Ophthalmology
3. Maternity Theatres Barnet – March
2016

CQC compliance evidence
ie. exemplar projects, completed action
programmes.
Risk assessment review
ie, RCA’s for C.diff/MRSA
Fit test compliance (HSE requirement)
Incident reporting
ie, Summary of incidents, outbreaks and
associated learning.

Sisters/
Housekeeping
Supervisors
&DDN

2 cases of Endophthalmitis within a week following patients having intravitreal
injections. Different organisms identified, suggesting patients own bacteria.
Practice and cleanliness standards reviewed by IPCN, all satisfactory.
Ventilation in room also assessed and no problems identified. No new cases
since. This incident is now closed.
Maternity theatres shut down for essential maintenance over a weekend and
therefore a temporary theatre had to be created. This did not have appropriate
ventilation as it was in a delivery room and was only to be used for dire
emergencies that could not be transferred to main theatres. This was fully
planned and risk assessed before implementation.

Clinical Lead &
Orthopaedic
Surveillance
Nurse
Theatre Matron
Barnet

ie. exemplar projects, completed action programmes.

CDs
Matrons

No MRSA bacteraemia reported for quarter 4 for SAS division
1 C.diff case reported for quarter 4 on Damson ward Barnet, RCA completed
and no lapses in care, patient managed appropriately.

Ward Sister

No outbreaks of infection in quarter 4
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Monitoring and Audit
ie.
- Hand hygiene – ward/department red
RAG concerns, average compliance and
actions for improvement.
- Clinical (HII) audits – ward/department
red RAG concerns, average compliance
and actions for improvement.
Cleaning scores - ward/department

8.4

TASS Report

RF Hand Hygiene Audits introduced in Barnet and Chase Farm. Some
Wards/departments have requested training in Chase on the use of the audit
tool
Compliance has dipped in some areas following this change but action place in
place to address these compliance issues.
No concerns identified with environmental audit.

Matrons

December 2015

Itemise priority issues to report/discuss at IPCC
1. Failure in sustaining environmental
Failure to achieve cleaning standards on liver wards, renal and urology wards
cleaning standards
and endoscopy unit. All information fed back to wards sisters. Weekly rounds
undertaken by matron and infection control nurse.
2. Water testing failure in Endoscopy
Routine quarterly water test showed Mycobacteria resulting in two of the three
Unit at RFH
automatic washer disinfector machines being taken out of service. Filter
changes and decontamination arranged with follow up water retest.
CQC compliance evidence
ie. exemplar projects, completed action
Q4 self-assessment reporting to trust exec panel members. Issues relating to
programmes.
infection control: improvements to environment at Chemo Day Unit at Barnet,
All day care Heam and Onc staff now wear trust uniform; declutter of
environments
Risk assessment review
ie, RCA’s for C.diff/MRSA
There were3 MSSA bacteraemias in nephrology
Mask fit test compliance (HSE
requirement)
Incident reporting
ie, Summary of incidents, outbreaks and
5EB bay shut in March for flu 1 patient diagnosed with flu. Three other patients
associated learning.
were contacts and had preventive treatment
There was a delay of two days of isolating the index patient
Monitoring and Audit
ie.
Environemental cleaning audits standardised across RFH endoscopy and clinic
- Hand hygiene – ward/department red
9. For all areas rectifications completed where failures are identified.

Matrons

Estates

Clinical Lead /
Matron

April 16

Ward Charge
Nurse

- Matrons
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RAG concerns, average compliance and
actions for improvement.
- Clinical (HII) audits – ward/department
red RAG concerns, average compliance
and actions for improvement.
- Cleaning scores - ward/department red
RAG concerns, escalation, rectification,
Nurse/Matron attendance.

Hand hygiene and line care audits - when there are failures these are
addressed immediately and local action plans in place
All areas to feedback monthly to provide assurance of compliance
Decontamination audits
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8.5

W&C Report

April 2016

Itemise priority issues to report/discuss at IPCC
Paediatrics and Neonates
Barnet site
1. Sewage coming up into
1 Remedial works completed to address issue of poor plumbing design during
bathroom of cubicle 21 on
bathroom redesign. Issue was thought to be resolved, but problem continues to
Galaxy ward.
persist. It is now clear that to rectify the plumbing situation will require major
Royal Free site
structural work – still awaiting work
2 Poor decorative state of 6
2 Remedial work nearly complete. Project meetings commenced to plan for full
North impedes effective
refurbishment later in 2016
cleaning due to peeling
paint on walls, and
damaged door frames.
CQC compliance evidence
ie. exemplar projects, completed
Delivery suite Barnet received an OSCAR for the roll out of Sepsis 6 in maternity.
action programmes.
Risk assessment review
ie, RCA’s for C.diff/MRSA
None
Mask fit test compliance (HSE
requirement)
Incident reporting
ie, Summary of incidents,
Delivery suite theatre 2 failed its ventilation inspection check in January 2016, as the
outbreaks and associated learning. ventilation system was shared, both theatres needed to be shut down to carry out the
works. The planned work was scheduled for the weekend of 12/13th March, to mitigate the
risk of not having an emergency theatre available we had a temporary theatre set up in
room 13 on delivery suite for those life threatening cases where it going up to main theatre
posed an added risk. On the 17th March the validation confirmed that from the values
measured we are above the minimum values in the theatres. The 3 theatre cases that
were performed in our temporary theatre room 13 on delivery suite have not reported any
signs of infection.
Monitoring and Audit
Paediatrics / Neonates
ie.
- Hand hygiene – ward/department Hand Hygiene
red RAG concerns, average
6 North: Jan: 83%
Feb: 88%
Mar: 96%
compliance and actions for
6 West B: Jan: 100% Feb: 98%
Mar: 96%
improvement.
Galaxy: Jan: 100% Feb: 100%
Mar: 100%
- Clinical (HII) audits –
Starlight: Jan: 100% Feb: 100%
Mar: 100%

Estates

unknown

Estates

Due
to
commenc
e in Nov
2016
or
April 2017

Estates

completed

Matrons

Ongoing
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ward/department red RAG
concerns, average compliance
and actions for improvement.
- Cleaning scores ward/department red RAG
concerns, escalation,
rectification, Nurse/Matron
attendance.

Maternity Barnet
No concerns at present
Across BBC, Delivery suite and Victoria ward the range is 97% -100%
Maternity Royal Free
No concerns at present
5 South has 100% hand hygiene scores for last 3 months
5West (LW) has Jan - 96%, Feb 98%, March 100%
Gynaecology
Willow Ward BH - Cleaning Jan 96% pass Feb 96% pass March 87% failed – domestic
issues. To monitor and report issues on a daily basis.
Matron/Sister to attend the April audit.
EPAGU RFH 5East A – Hand gel in use is staining the floor. Cost pressure to order
different gel as more expensive.
Radiology
The department does not have infection control reports in Radiology. As it is not the ward
they do not test IC status.

Matron

Ongoing

Matron

Ongoing

Matron

Ongoing

Matron

Ongoing

N/A

Ongoing

18

Paper 5
Appendix A

19

Paper 5
Appendix B

Royal Free London NHS Foundation Trust
Infection prevention and control programme 2016/17

1.0

Introduction
Although senior level and divisional level commitment to infection prevention and control measures
is comprehensive, the priority for each year is to build on the success of the past year. Rates of
healthcare associated infections (HAI) are a visible and unambiguous indicator of the quality and
safety of patient care. The trust remains committed to maintain zero avoidable infections.
The DH has mandated a target of zero MRSA bacteraemias for all trusts. Monitor governance
arrangements will apply for any cases as described below.The Clostridium difficile threshold was 66
last year and targets have ‘rolled over’ into 2016/17, so the target for 2016/17 r4mains at 66. The
trust believes in continuing improvement and has set a zero tolerance to avoidable infections.
The Trust commits to comply with the Department of Health statute ‘Health and Social Care Act,
(2008, rev 2015)’ NICE IPC and HCAI standards and maintain best elements from ‘Winning Waysworking together to reduce healthcare associated infection in England’ action areas and the Saving
Lives delivery programme to reduce healthcare acquired infections including MRSA.. The Trust will
provide assurance to Monitor, the independent regulatory body for Foundation trusts of actions to
comply with thresholds and reduction targets with associated measures to reduce HCAIs. The trust
is monitored by NHSLA risk standards, the Care Quality Commission, the Audit Commission and
other external scrutiny bodies such as PLACE.
Continuing guidance documents published by the Department of Health and other national bodies
show the ongoing commitment of the government in fighting HAI. These include the following:
I.

II.
III.

IV.

V.

VI.

Health and Social Care Act (2008), Code of Practice on the prevention and control of infections
and related guidance. Department of Health, updated 2010 and 2015.
https://www.gov.uk/government/publications/the-health-and-social-care-act-2008-code-ofpractice-on-the-prevention-and-control-of-infections-and-related-guidance
PHE toolkit for management of CPE’s – PHE 2013.
http://www.hpa.org.uk/webc/HPAwebFile/HPAweb_C/1317140378646
Prevention and control of multi-drug-resistant Gram-negative bacteria: recommendations from a
Joint Working Party Wilson A.P.R. http://www.journalofhospitalinfection.com/article/S01956701(15)00314-X/abstract
Saving Lives: a delivery programme to reduce Healthcare Acquired Infection including MRSA.
Department of Health, launched June 2005, revised Oct 2007.
http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/Publicationsandstatistics/Publicati
ons/PublicationsPolicyAndGuidance/DH_078134
Towards cleaner hospitals and lower rates of infection. Department of Health, July 2004.
http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/Publicationsandstatistics/Publicati
ons/PublicationsPolicyAndGuidance/DH_4085649
A Matron's Charter: an Action Plan for Cleaner Hospitals. Elizabeth Jones (endorsed by
Department of Health, Infection Control Nurses Association and other national bodies), October
2004.
http://webarchive.nationalarchives.gov.uk/20130107105354/http:/www.dh.gov.uk/en/Publicationsa
ndstatistics/Publications/PublicationsPolicyAndGuidance/DH_4091506
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The trust also integrates specific direction published by the DoH and other notable bodies in
managing HCAIs in relation to on-going development. This includes integrating learning from
programs such as the English national point prevalence survey on HCAIs and antimicrobial use
(2011)
CDT how to deal with the problem http://www.hpa.org.uk/webc/hpawebfile/hpaweb_c/1232006607827
Infection prevention and control Quality standard Published: 17 April 2014
NICE Infection prevention and control quality standard April 2014
https://www.nice.org.uk/guidance/qs61
NICE Healthcare-associated infections quality standard Feb 2016
https://www.nice.org.uk/guidance/qs113
Acute trust toolkit for the early detection, management and control of carbapenemase-producing
Enterobacteriaceae. PHE, 2014.
http://www.hpa.org.uk/webc/HPAwebFile/HPAweb_C/1317140378646
Mandatory reporting of MSSA and E.coli bacteraemias
http://www.hpa.org.uk/web/HPAweb&HPAwebStandard/HPAweb_C/1259151891722
http://www.dh.gov.uk/en/Publicationsandstatistics/Lettersandcirculars/Dearcolleagueletters/DH_126
219
English national point prevalence survey on HCAIs and antimicrobial use
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/331871/English_Natio
nal_Point_Prevalence_Survey_on_Healthcare_associated_Infections_and_Antimicrobial_Use_2011
.pdf
1.1

The trust has declared compliance with the Health and Social Care Act (2008 rev 2015), Code of
Hygiene. The trust was last inspected by the CQC in February 2016, including IPC measures.
Verbal feedback identified no recommendations for improvement related to hygiene or infection
prevention and control – formal report out-standing.

1.2

An internal audit assessment of IPC practices and in particular Clostridium difficile protocols was
undertaken in May 2015. Outstanding actions completed.

1.3

The trust will continue with fortnightly divisional lead IPC meetings to address IPC issues, take
forward improvement programmes and monitor infection rates, RCA outcomes and clinical
standards. In addition, each clinical division receives an infection prevention and control report for
monthly divisional governance grids. A member of the IPC team attends each divisional meeting to
deliver this report.

1.4

Elements of the IPC programme will be reported at quarterly IPC Committee and in the annual trust
board report, including specific elements in the DIPC and Matrons IPC quarterly board report.

1.5

The Trust will again be participating in the WHO hand hygiene programme in May with a trust-wide
event and participate in Trust Clinical Practice Education events.

1.6

The infection prevention and control nursing team will continue to provide IPC advice and support
to the Marie Curie Hospice Hampstead and to the as per contracted agreement and negotiate this
contracted service for a further year.

1.7

The IPC nursing team will be working actively with Royal Free International, to link with healthcare
facilities abroad and export excellence in practice.

1.8

The infection prevention and control team’s aims and objectives for 2016/17 are detailed in sections
3 - 8.
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1.9

In order to ensure robust IPC measures are in place for infections commonly associated with the
winter season, the IPC ‘winter bundle’ will be driven forward by the divisional leads IPC group, who
will monitor the level of measures and escalate in a timely manner to ensure service continuity. This
includes Norovirus and influenza.

1.10

The IPC integration plan will be completed by August 2016. All IPC related committees and working
groups are inclusive of all sites within the trust.

2.0

Surveillance of infection

2.1

Mandatory reporting of MRSA bacteraemias and Clostridium difficile will continue. The threshold for
2016/17 remains 66. The DH has mandated a zero threshold for all trusts for MRSA bacteraemias.
Monitor governance arrangements will apply to these reduction thresholds as follows:

The Clostridium difficile trajectory will also be applied as per Monitor methodology:
25% of the annual objective at quarter 1; 50% at quarter 2; 75% at quarter 3; and 100% at quarter 4
(all rounded).
Actions for 2016/17include:
• Completion of harmonisation of IPC teams.
• Continue with schedule for IPC policy harmonisation
• Refresh of C.diff policy and protocols to drive cases lower than 2015/16.
• Introduction of electronic medicines prescribing and quality indicators to improve accountability and
assurance through audit and feedback, included in Performance Dashboard
• Hand hygiene and clinical protocol audits as per DH Saving Lives programme
• Focus on urinary tract infections – HOUDINI programme
• Focus on antibiotic resistant organisms ( CRO’s, MDR ACB)
• Cleaning. Introduce peracetic acid floor cleaning granules when commercially available.
• Isolation. Suspected cases should be isolated within 2 hours and identify possible audit process for
this.
• External review. Reviews of C. difficile management by PWC.
2.2

The IPC team will continue the surveillance programme in order to reduce healthcare associated
infections (HCAIs). Surveillance involves data collection, analysis, and feedback of results to
clinicians to detect infections, identify the causes, and ultimately reduce infection rates. The
surveillance programme will consist of the following:
Alert organism surveillance and alert condition surveillance.
 ‘Alert organism' surveillance, which uses laboratory reports to identify specific microorganisms that have the potential to cause serious disease or spread within institutions. This
includes MRSA acquisition and Staphylococcus aureus bacteraemia surveillance for wards
and specialties.
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 'alert conditions' surveillance in which ward staff report specific clinical conditions, will
continue as before. This includes early detection of diarrhoea.
2.3

Compulsory GRE, MRSA, MSSA and E.coli bacteraemia reporting will continue. Root cause
analysis of MRSA bactaeraemias and investigation of C.difficile continues to assist clinical divisions
and clinical staff to identify the causes and plan ways to reduce occurrence. There is currently no
MSSA, E.coli bacteraemia nor GRE target. Data is now being collected on all hospital-acquired
bacteraemias to determine where best to focus IPC effort. Mandatory MRSA screening is nolonger
in force, but will continue as a quality measure, particularly in high risk groups. The primary
challenge for 2014.15 is the emerging Carbapenemase producing organisms.

2.4

Surgical Site Infections (SSIs)
Mandatory orthopaedic hip and knee prostheses infection surveillance will recommence across all
sites this year. Surveillance for other categories for which infection rates indicate surveillance will
be undertaken throughout the year dependent on individual teams' commitment to the process, and
the resources available.

2.5

The IPC team will conduct any further surveillance that may become compulsory over the next
year.

2.6

The ICT will work with divisions to establish the most useful form of feedback suited to each
division.

2.7

The IPCT will work with CQUIN leads to facilitate the collection and analysis of data as necessary.
There are National mandatory CQUINs related to the reduction of antimicrobial prescribing,
improving Sepsis programme and improving influenza vaccination rates of staff. These will need
significant planning and resources.

2.8

Over the coming years, time and resources allowing, the aim is to work towards:


2.9

collecting information on post-discharge infections should a national scheme enable a
robust programme to be established,
 linking infection rates with antibiotic prescribing in association with the other consultant
microbiologists, and
 expanding enhanced surveillance to include all teams/specialities within the trust.
Serious untoward incidents
The team will work with managers to identify infection incidents that the Trust is obliged to report on

as serious untoward infection incidents to Monitor, Commissioners and Public Health England.
All deaths from HCAIs will follow the SUI process.
2.10

There is a robust screening programme implemented by the virology team for prevention and
control of the spread of blood borne virus (BBV) infections in renal dialysis patients at RFL NHS FT
and its satellite units. This protocol is in accordance with Department of Health’s Good Practice
Guidelines for Renal Dialysis/Transplantation Units. This surveillance will continue in order to allow
early identification of BBV infections and implementation of relevant IPC measures. In addition, an
in-house hepatitis B vaccination programme will continue to cover all dialysis patients.

2.11

Where surveillance or wards and clinical departments identify ‘episodes of increased incidence’ of
infection (such as two or more infections in one area within a week or three within a month) or
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obvious outbreaks such as Norovirus, the IPC team will continue to manage the resolution or
control of these occurrences in liaison with clinical teams and the operational managers. Extra time
out-of-hours will be provided for this service when necessary, but within the teams existing work
schedule.

2.12

Surveillance and audit programmes will continue for invasive devices, specifically peripheral
intravenous devices, central venous catheters and urinary catheters. Support and advice will be
provided for each division and clinical area to develop action plans to address practice deficits.

2.13

Outstanding actions from the C.diff RCAs and external C.difficile inspections are incorporated in the
C.difficile action log for the coming year. All actions are driven through the fortnightly Divisional
Leads meetings and reported to quarterly Board meetings.

3.0

Provision of education and training

3.1

In line with best practice for annual updates in infection prevention and control for all trust staff, the
IPC staff will provide as many sessions as is necessary to facilitate this. Where move to electronic
training takes place, the IPC team will still provide training face-to-face on request.

3.2

For doctors, the IPC team will continue to teach on the induction days for FY1s and FY2s, ST
doctors and consultants.
Mandatory annual up-dates for consultants
Induction day teaching allows for just a fifteen-minute talk on infection control.
Foundation year doctors receive a two hour session on infection prevention and control and risk
management including antibiotic prescribing and assessment of hand hygiene technique.
Antibiotic prescribing training is also provided for other junior doctors.
Other teaching sessions are suggested at divisional meetings and are provided as requested.
Hand-hygiene teaching sessions are held for all members of staff.
Medical students will be taught as requested by the medical school.
All FY1s perform ‘High Impact intervention (HII) audits and receive training, up-date sessions on
progress and then present audit work.

3.3

For nurses, the IPC team will continue to teach at local unit level, specific post-registration courses
and specific clinical teaching.
Housekeepers, domestics, health care assistants, porters, phlebotomists and the cannulation team
are taught the principles of infection control as it relates to them as new starters, and annual
updates are offered.
All physiotherapists and occupational therapists are offered an annual update.
All phlebotomists and the cannulation team will be offered annual up-dates and skill competence
assessments.
Monthly teaching/update sessions are available for porters.
Sessions are scheduled annually for the Estates department.
The Virology team provides regular teaching sessions on BBV infections for dialysis nurses in all
dialysis units including the satellite units.
All other staff receive IPC training at mandatory induction and at yearly updates as requested.
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3.4

The IPC practice educators will continue clinical skills competencies for ward and clinical staff,
working at ward and bedside level. With the cooperation and support of ward sisters and matrons
and the practice educators within the divisions, the PE’s facilitate training fpr IPC ‘champions’ from
within the wards and the divisional practice educators to continue the competency assessment of
clinical staff.

4.0

Production, review and dissemination of written policies, procedures and guidelines on the trust's
infection control arrangements


Policies scheduled for review in 2016/17 will be in collaboration with Estates, Facilities and any
other appropriate department or staff group.

5.0

Monitoring of hospital hygiene

5.1

The team will continue to consult on purchase of equipment, plans for alterations and additions to
buildings, catering services, domestic services, laundry contracts, general housekeeping duties,
decontamination of instruments and equipment (with the decontamination manager), and the safe
collection and disposal of clinical waste (with the head of support services) as required.

5.2

Purchase of equipment
The team actively participates in the process for purchase of equipment. A member of the IPCT is a
member of the medical equipment board, the consumables and non-consumables committees and
will continue on any other succeeding equivalent group or committee.

5.3

Plans for alterations and additions to buildings
Opportunities to improve ventilation and isolation facilities within the trust should be maximised
during refurbishment of all trust sites. The infection prevention and control team looks forward to
continuing discussions and planning all phases of these projects.

5.4

Catering services
The IPC team will continue close liaison with the contracted catering managers and Director of
Facilities regarding environmental health officer inspections, scheduled catering department and
ward pantry reviews. The IPC team will seek assurance that training of all appropriate staff in food
safety and hygiene regulations will continue. The IPC team will actively participate in any further
contracting of catering services issues.

5.5

The IPC team will review and sign off the schedule for this year’s Deep Cleaning programme.

5.6

PLACE partnership group
In conjunction with matrons, catering, domestics, waste and laundry, environmental auditing has
been amalgamated to cover all aspects of the patient environment. This includes a rolling
programme of visits by Patient representatives and patient led audits. The IPCT will participate in
the externally validated PLACE assessment.

5.7

Decontamination of instruments and equipment
The team will continue to sit on the decontamination committee and will liaise with the
decontamination manager. The decontamination committee will continue to report quarterly to the
IPCC.

5.8

Safe collection and disposal of clinical waste
The head of support services has developed a Trust-wide waste management policy, including
infection prevention and control issues. The IPC team will actively participate in any waste policy
reviews.
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6.0

Internal assurance framework, setting and auditing standards of own work, and contributing to the
standard setting and audit processes in other clinical and support services to ensure compliance
with infection prevention and control policies and procedures.

6.1

Internal assurance of the infection prevention and control service trust-wide provision and
compliance with infection prevention and control policies will follow the following framework.
 NHSLA risk assessment.
 Care Quality Commission inspections.
 Annual PLACE inspections
 Audit of IPC services by internal audit department (external consultancy)
 Department of Health Improvement Team inspections
 Root cause analysis of alert organism incidence (MRSA bacteraemia, C.difficile) and
untoward infection control incidents (outbreaks etc). Feedback to fortnightly divisional leads
meeting, Infection Prevention and Control Committee and upward to trust board, with direct
representation from the IPCC chair.
 Quarterly DIPC and Matron report to trust board.
 Monthly meeting with CCG/Public Health England representative when identified.

6.2

“Saving Lives”, “Winning Ways” action areas, Department of health “Health and Social Care Act
(08) – Code of hygiene,” and CQC MRSA performance indicator
The infection prevention and control team will continue to work towards achieving compliance with
the above standards/indicators given adequate resources and support.

6.3

The IPC team will ensure that evidence is prepared and available for external inspections from the
Care Quality Commission, Improvement Team or other body.

6.4

Audit of infection prevention and control policies
Audits of hand decontamination, clinical practices related to invasive devices and surveillance
organisms such as MRSA, C.diff, CPE and any forthcoming issues of concern will be performed
this year in all clinical areas.

6.5

Multi-resistant organisms will continue to be audited and data reported to fortnightly divisional leads
IPC group.

6.6

The programme of PLACE audits and sharps audits will continue in all clinical areas, as per annual
schedule

6.7

Unannounced audits of compliance with good infection control practices will continue in clinical
areas.

6.8

IPCT participation in ‘road maps’ will continue.

6.9

All FY1s will continue to perform ‘High Impact intervention (HII) audits with facilitation from the IPC
team. This will provide assurance of clinical skills and a focus for addressing improvements and
service developments.

7.0

Antimicrobial management

7.1

The IPC team will contribute to and monitor the rolling programme of antimicrobial management
policies and audits led by the Antimicrobial Pharmacist.

7.2

The IPC team will actively participate in the Antimicrobial stewardship committee.
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8.0

Ensuring adequate staffing, staff training, and resources for above

8.1

Infection prevention and control doctors
There are Microbiology Consultants/ IPC Doctors based across trust sites

8.2

Infection prevention and control nurses
Recruitment to all IPCN posts is almost complete with the introduction of IPC practice educators at
Barnet and Chase Farm as well as Royal Free site this year.

8.3

Secretarial/data entry clerk time
The infection control team is currently recruiting a ‘data analyst’ to cover increasing data entry
requirements of surveillance.
8.4
Staff within the team will undertake in continuous professional development, appraisal and
MaST.

9.0

Conclusion

9.1

The team will continue to provide a robust infection prevention and control service. All efforts will be
made to comply with current infection prevention and control guidance/standards and meet, or
better, Department of Health targets. The complex nature of trust specialist patients dictates a high
level of specialist knowledge and time investment from the infection prevention and control team.

9.2.1

The team requires the resources specified above to adequately meet the growing demands placed
on the team and to work more closely with clinical service groups addressing the groups individual
needs. The trust is fully committed to providing the adequate resources to ensure the prevention
and control of infections remains a top trust priority.

9.3

The annual work plan – see appendix B.

Dr Damien Mack
Consultant microbiology
& infection prevention and control doctor

Ms Yvonne Carter BSc(Hons) RGN
Head of infection prevention and control nursing
Royal Free Hampstead NHS Trust

Dr Robin Smith
Consultant microbiology
& infection control doctor

Dr Dianne Irish
Consultant virology
& infection control doctor

Dr Husam El-Mugamar
Consultant microbiology
& infection control doctor

27

Paper 5
Appendix A
Infection prevention and control team. (IPC team)

Deborah
Sanders

Director of Nursing / Director Infection, Prevention and
Control (DIPC)

Chair – Divisional leads infection prevention and
control committee, Director Specialist Services
Dr Damien Mack Consultant microbiologist / infection control doctor
RFH
Dr Robin Smith
Consultant microbiologist / infection control doctor
RFH
Dr Susan
Consultant infectious diseases and microbiology
Hopkins
/infection control doctor RFH
Dr Sophie
Consultant microbiologist / infection control doctor
Collier
RFH
Dr Stephen
Consultant microbiologist / infection control doctor
Mepham
RFH
Dr Simon
Consultant microbiologist / infection control doctor
Warren
RFH
Dr Dianne Irish
Consultant virologist/infection control doctor RFH
Dr Husam El
Consultant microbiologist / infection control doctor
Mugamar
BCFH
Dr Ashraf ElConsultant microbiologist / infection control doctor
Saghir
BCFH
Dr Stephanie
Consultant microbiologist / infection control doctor
Paget
BCFH
Dr Freda
Consultant microbiologist / infection control doctor
Sundrum
BCFH
Dr Maysoon
Consultant microbiologist / infection control doctor
Zahawi
BCFH
Dr Steve Shaw

Yvonne Carter

Head of IPC Nursing

Vicky Pang
Judy Jacques
Yvette Barlow
Deepa
Juggurnauth
Janice Scott

Clinical lead nurse, IPC
Clinical lead nurse, IPC
Clinical nurse specialist (part-time)
Clinical nurse specialist

Charmiladevi
Chandrasegeran
Glenn Salazar
Perlita SanMateo
Lovely Roy
Vacant
Darren

5 PA IC
3 PA IC
1 PA IC
1.5 PA IC
1 PA IC
1 PA IC
1 PA IC

11 PA IC

Clinical nurse specialist for nephrology, hepatology
and transplantation
Specialist Sister, IPC
Infection control senior practice-educator
Infection control practice-educator
Infection control practice-educator
Infection control practice-educator
Surveillance and audit nurse IPC
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Archibald
Caroline Baird
Vacant
Gemma
Vanstone
Antimicrobial
pharmacist

IPC hand hygiene coordinator
Data analyst A&C 5.
Clinical Scientist

0.5 wte
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Appendix B:
Infection prevention
and control priority
areas
Governance &
assurance priorities

IPC arrangements

Financial and staff
resources

HCAI surveillance
and targets

Infection prevention and control work plan 2016/17
Action

1.
2.
3.
4.
5.

Annual Board report for 2015/16
Saving Lives/Health Act compliance risk assessment
Internal audit of IPC arrangements
Matrons reporting to the Board
Preparation for Care Quality Commission Code of Practice
inspection
6. Preparation for annual PLACE inspection
7. Preparation for NHSLA assessment

Responsibility

IPC lead & DIPC
IPCNs
Internal auditors
Matrons, DNDs,
IPCNs
All, IPCNs

1. Revise TOR for IPCC – ratify at IPCC
2. Quarterly IPC report to IPCC and trust board

PEAT team
IPCNs
IPC lead
IPC lead

3. Maintain links between IPC & D&T committee
4. Sustain on-going 2 weekly divisional lead meetings

IB
IPCT

1. Proposals/business cases for clinical improvements,

Contribute to decontamination manager review

Identify QIPP savings

Review staff skill mix and work plans

Negotiate continued SLA with Marie Curie hospice
1. MRSA bacteraemias:
 Zero avoidable MRSA bacteraemias
 Reporting to Monitor, HPU, CCGs and DH
2. C.diff :
 Zero avoidable C.diff
 66 or less attributable cases
 Reporting to Monitor, HPU, CCGs and DoH
3. Maintain RCAs to inform targeted interventions

IPCT
IPC
IPC
IPC
All staff
IPC lead and lead
clinician/DNM/DM

Date for
Comment
completion /
evaluation
July 2016
August
2016
Dec 2016
Quarterly
Ongoing
April 2016
Ongoing
Jan 2016
Jan, April,
July, Oct
16
On-going
On-going
On-going
On-going
June 2016
May 2016
On-going
Weekly
On-going

All staff
Service
development and

As they
occur
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4. Continue weekly C.diff patient ward rounds
5. Report alert organisms such as MRSA (non-bacteraemias)
GRE, MDR organisms quarterly to IPCC
6. Report mandatory surgical site infections quarterly to IPCC and
monthly to HPA.
7. Report infection-related SUIs and outbreaks immediately for
clinical action, to risk & safety / governance committees,
Monitor, and HPU.
8. Report all infection data to Matrons for indicators
9. MRSA screening for all admission
Hand hygiene

Cleaning services
(in-house – Facilities
team)
Audit

1.
2.
3.
1.

1.
2.
3.
4.
5.
6.

Continue hand hygiene HII audits
Re-launch and refresh hand hygiene strategy/programme
Participate in WHO hand hygiene programme.
Participate in and liaise with Facilities staff to monitor and audit
cleaning services, including deep cleaning, participation in
PLACE meetings, projects and inspections.
Facilitate schedule of Saving Lives High Impact Intervention
audits
Complete annual ‘Sharps’ audit
Complete MRSA management and patient care audit
Complete C.diff management and patient care audit
Complete environmental audit programme
Complete weekly antibiotic prescribing audits

7. Annual audit of Virology IPC activities
Training

1. Provide orientation/induction sessions for all new trust, bank,
contracted and locum staff to access
2. Provide annual up-date sessions for all trust, bank, contracted
and locum staff to access
3. Provide specialist sessions routinely and on-request, e.g. on
introduction of new products/ procedures
4. Provide point-of-care training with practice educators.

IPC team.
IPC lead and lead Weekly
clinician/DNM/DM
IPCNs
Quarterly
ICT, clinical staff,
pharmacy
Quarterly
IPCT
Immediate
IPC Lead
Weekly
On-going
IPCNs
All clinical staff
All, IPCT,
Monthly
IPCNs
June 16
May 2016
PEAT
On-going
team/IPCNs
IPCNs, DNDs

Virology IPC
Doctor
IPCT

As per
schedule
August
2016
Dec 2016
Dec 2016
On-going
As per
schedule
On-going
On-going

IPCT

On-going

IPCT

On-going
On-going
On-going

Facilities
IPCNs
IPCNs
PEM’s/IPCNs
IB/pharmacy

IPC PE’s
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5. Facilitation of ‘bespoke’ IPC training package for self-directed
staff learning and e-learning
6. Prevention and management of blood-borne virus infections in
dialysis units
Isolation Facilities

Policy review and
implementation

Provision of advice on
building and major
projects.
Provision of advice on
decontamination
committee

Provision of advice on
trust Facilities teams –
waste management
(in-house) catering
(Contracted service)

1. Review provision and use of current isolation facilities to
ensure provision of adequate isolation facilities for patients
sufficient to prevent or minimise the spread of HCAI.
1. Provide new and revised IPC guidance and policies due for update or in response to emerging need and risk.
2. Planned policy review of those reaching expiry, or requiring update for clinical care.
3 Collaboration with other specialist groups
 Waste
1. Continue to advise during ‘fire compliance’ works
2. Advise on new builds, such as Chase Farm Hospital and RFH
A&E.
1. Ensure participation and advise provision to decontamination
committee
2. Contribute to evidence gathering for Hygiene Code assurance
3. Include report in IPCC minutes to board.
1. Advise and collaborate on trust waste policy, waste streams
and management with trust waste manager
2. Advise on trust catering policy and management with Facilities
team
3. Include report in IPCC minutes to board.

IPC: Infection prevention and control (IPCC – IPC committee)
IPCN: Infection prevention and control nurse
DND: Divisional nurse director

IPCNs,

On-going

Virology IPC
Doctor

On-going

DIPC / ICNs

August
2016
As
required

IPCT, Estates,
Facilities (other
as required)

Logistics
IPCT
IPCT

On-going
On-going

IPCT

On-going

IPCT
IPCT

Sep 2016
April, July,
Oct 2016
On-going

IPCT
IPCT
IPCT

On-going
July, Oct
2016

DM: Divisional manager
PEMs: Patient Environment Managers
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CHAIRMAN’S AND CHIEF EXECUTIVE’S REPORT
Executive summary
This is a combined chairman’s and chief executive’s report containing items of
interest/relevance to the board.
Action required
The board is asked to note the report.
Report From
Author(s)
Date

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

TRUST DEVELOPMENTS

CHASE FARM HOSPITAL REDEVELOPMENT UPDATE
The multi-million pound redevelopment of Chase Farm Hospital has received the final goahead.
The government has approved the full business case submitted by the Royal Free London
NHS Foundation Trust which will allow the redevelopment of Chase Farm Hospital, creating
a state of the art facility delivering 21st century healthcare to the local population.
Government approval of the full business case means public funds can now be released; in
total the government is set to contribute almost £82 million towards the redevelopment, with
the remainder of the funding being met by the sale of surplus land and the funds invested by
the Royal Free London.
The Chase Farm site will include world class facilities for elective (non-emergency) care,
diagnostics, out-patients, an urgent care centre, planned elective surgery and post-operative
care, an older persons’ assessment unit and rehabilitation facilities.
Construction work will start in the next few weeks. Enabling works to prepare the site
(including demolition of unused buildings and alterations to some of the internal roads) have
been ongoing since last year.
The trust is carefully planning the development so that all services remain open throughout
construction and disruption to patients and the local community is minimised.
B

REGULATION

MONITOR GOVERNANCE RATING
A green risk rating indicates that a foundation trust’s governance arrangements comply with
its terms of authorisation and a red risk rating indicates that there are concerns that a trust
is, or may be, in significant breach of its terms of authorisation. The trust recorded a green
rating for February 2016 and is forecasting a green rating for March 2016 and quarter four.
C

BOARD AND COUNCIL MATTERS

WORKPLACE EQUALITY UPDATE
BME Listening Sessions in March, April and May 2016
In March 2016 the chairman held one BME Staff Listening session and the chief executive
held two sessions at Royal Free Hospital.
There are further sessions booked during April and May to be led by Jenny Owen, nonexecutive director, David Grantham, director of HR and OD, and Will Smart, director of
IM&T.
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COUNCIL OF GOVERNORS
Dr Peter Christian, appointed governor (Haringey CCG) has stepped down from the council
of governors, as he has been appointed as the next chair of Haringey CCG.
D

LOCAL NEWS AND DEVELOPMENTS

HADLEY WOOD UPDATE
Hadley Wood Hospital in High Barnet is now open for out-patient services and will be
opening its operating theatre in May. The hospital will offer private day surgery and outpatient clinics for a range of specialties, including dermatology, ophthalmology,
gastroenterology, orthopaedics and general surgery. The hospital has eight consulting
rooms, two state of the art day case theatres and an endoscopy theatre. Each service will be
fully supported by RFL nursing and clinical teams.
BMA STRIKE
Doctors in training are, through their trade union the BMA, in dispute with the Government
and NHS Employers about proposals for a new contract. The next planned action is due to
take place as follows:
•

26 and 27 April 2016: Full withdrawal of labour between the hours of 8am and 5pm
on Tuesday 26 and Wednesday 27 April (18 hours in total)

Planning is well advanced to ensure a safe service for patients while maintaining services
where possible. Most planned and elective activity has, however, had to be cancelled.
PATIENT FRIENDS AND FAMILY TEST (FFT) UPDATE
The NHS friends and family test (FFT) was introduced in 2013 to enable patients to feed
back on their care and treatment to enable hospitals and other providers to improve
services.
It asks patients whether they would recommend hospital wards, A&E departments and
maternity services to their friends and family if they needed similar care or treatment. The
February results are below.
Royal Free London
combined data

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

Number of patient responses

In-patient

90.4%

1240

A&E

77.7%

4969

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

Number of patient responses

Barnet Hospital
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In-patient

90%

418

A&E

72.9%

2561

Antenatal care

94%

53

Labour and birth

99%

188

Postnatal hospital ward

97%

202

Postnatal community care

100%

166

Out-patients

94%

146

Chase Farm Hospital

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

Number of patient responses

In-patient

97.3%

148

Out-patients

89%

166

Royal Free Hospital

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

Number of patient responses

In-patient

89.2%

674

A&E

82.8%

2408

Antenatal care

100%

12

Labour and birth

99%

85

Postnatal hospital ward

94%

85

Postnatal community care

100%

116

Out-patients

84%

225

APOINTMENT OF ACCOUNTABLE OFFICER HERTS VALLEYS CCG
Cameron Ward has been appointed as interim accountable office, until a permanent
appointment is made. Mr Ward has worked at executive and chief executive level in a
number of NHS organisations such as CCGs, NHS England, acute hospitals, primary care
trusts and a strategic health authority.
COMMUNICATIONS REPORT – MARCH 2016
During March the trust received local media coverage about its staff awards, the Oscars.
Local papers also mentioned the Royal Free London in stories about the national junior
doctors’ strikes and the Health Service Journal (HSJ) mentioned David Sloman, chief
executive, as a high profile leader of the NHS in a list of STP leaders.
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The external communications team issued a press release about the government approving
the trust’s business case to redevelop Chase Farm Hospital. The digital communications
team reached 10,000 followers on the trust’s Twitter account, representing a 62% increase
over the last 18 months since the trust has had a dedicated digital communications function
which enables the trust to talk to an average of 210,633 people per month via Twitter. The
digital team also used #RFLspotlight to raise awareness around aneurysms and the aortic
surgery team on social media. The internal communications team worked on the Oscars (the
trust’s annual staff achievement awards), promoted equality and diversity and staff health
and wellbeing activities taking place at the trust, supported with communications around the
upgrade of Cerner and on the redevelopment of Chase Farm Hospital.
Media stories featuring the trust included:
•
•
•
•
•
•
•
•
•
•
•

David Sloman, chief executive, was mentioned in a list of top rated NHS leaders, in the
Ham & High.
The Royal Free London staff awards, the Oscars, were reported in the Ham & High.
The HSJ mentioned David Sloman, chief executive, as an STP leader (see press cut
with communications). This story was also picked up in the Local Government Chronical,
Pharma Times and National Health Executive.
The Royal Free London was mentioned in reports about the junior doctors’ strike, in The
Ham & High, Haringey Independent, Croydon Guardian, Surrey Comet, Edgware Times,
Ealing Times and Hillingdon Times.
A photograph of a premature baby at Barnet Hospital won a medical photography award,
in the Mail Online, This is Money, Local Southport and the Ham & High (see hard copy
with communications).
Enfield CCG proposed withdrawing funding for the children’s ward at Chase Farm
Hospital, in the Enfield Advertiser, Barnet and Potters Bar Press and the Edgware and
Mill Hill Press.
A story about a baby who died two days after being born at the Royal Free Hospital was
reported in, the Mail Online, Mirror, This is Money and Ham & High.
Caroline Clarke, director of finance, gave an interview with Public Finance.
Two Royal Free London nurses were honoured at the British Journal of Nursing awards,
in the Ham & High and Camden New Journal.
A patient with an inoperable brain tumour gave birth at Barnet Hospital, in the Barnet
Press, Hendon and Finchley Press and Edgware and Mill Hill Press.
The Evening Standard ran a story about the number C-sections taking place at the Royal
Free Hospital. This story was also picked up in The Times and the Camden New
Journal.

In this period the communications team also:
•
•
•
•
•
•
•
•

Handled 29 media enquires including requests for patient updates, interviews,
statements, briefings, filming and documentary enquiries.
Issued 29 statements, press releases and web stories.
Had 114,520 website users.
Posted 74 stories, notices and events on the intranet.
Increased the Twitter following by 213 followers to 10,098.
Received 86 new likes on Facebook and reached 3,741 fans.
Published the March issue of Freepress magazine and started work on the April issue.
Published weekly Freemail staff bulletins.
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•

Provided internal communication support for key trust projects including the junior doctors’
strikes, financial recovery meetings, EPMA, Cerner upgrade, equality and diversity, staff
health and wellbeing, RTT training and the redevelopment of Chase Farm Hospital.
E

NATIONAL NEWS AND DEVELOPMENTS

CARE QUALITY COMMISSION FEES CHANGES
The Care Quality Commission has now published a summary of responses to its
consultation on provider fees from April 2016 (detailed in a previous chairman’s and CEO’s
report), along with its response to the consultation outcome. The CQC also published its
fees scheme for 2016/17 last week. As you will be aware, the CQC has recommended that
the Department of Health adopts a two-year trajectory to full cost recovery, in light of the
spending review settlement and subsequent allocation from grant-in-aid (direct government
funding) to the CQC.
For the Royal Free London, this results in a fee for 2016/17 of £224,887.
LOCAL ELECTION AND EU REFERENDUM PURDAH CONSIDERATIONS FOR NHS
PROVIDERS
NHS providers have published a briefing setting out considerations for NHS foundation
trusts and trusts in the periods of time - known as 'purdah' leading up to the 2016
English local government elections and the referendum on the UK's membership of the
European Union (EU). Although there are no local government elections in London
boroughs this year, the Mayoral election takes place on 5 May.
The purdah period for the Mayoral election began on 30 March and runs until polling
on 5 May. Purdah for the EU referendum runs from 27 May until polling on 24 June
2016.
During this period the following considerations apply:
•

No activity should be taken which could be considered politically controversial
or influential which could compete with public attention or which could be
identified with a party/candidate/designated campaign group

•

The same approach should be adopted for every political party, candidate or
designated campaign group

•

Recognition that the NHS may be under the media spotlight locally and
nationally

•

Care should be taken not to comment on the policies of political parties or
campaign groups

•

The NHS has not been a core element within the early stages of the national
referendum debate. Focus on the NHS may increase given that the ‘Leave’
campaign argues that public services are being put under pressure due to
immigration, while the secretary of state for health has stated that a vote to
leave the EU would lead to a loss of investment for the NHS and may lead to
some EU citizens within the NHS workforce leaving the country.
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MONITOR AND NHS TDA JOINT BOARD MEETING – 22 MARCH 2016
Below is a summary of the issues discussed by Monitor and the TDA at their joint board
meeting.
Pricing update
•

•

•

•

The consultation on the 2016/17 national tariff ended on 10 March with 235
responses and 37 objections. The objection threshold was not met and the tariff
was therefore published as planned.
The draft delivery plan for the 2017/18 national tariff is as follows:
o
Publish the TED by 30 June 2016
o
Publish the section 118 consultation notice by 14 October 2016
o
Publish the national tariff document by 15 December 2016
The team aims to scale up bespoke support to a small number of PACS and MCP
vanguards to enable shadow testing of population based payment approaches by July
2017. The team also aims to shadow test a three-part payment approach for UEC
vanguards during 2016/17 and implement it for some services from April 2017 on a
voluntary basis.
The costing transformation programme will put a £5.9m business case to the DH to
fund a central cost collection system.

NHS Improvement governance framework
•

•

•
•

Monitor and the TDA will continue to have their own boards, but they will have
identical membership and will meet as one board (regulations were passed in October
2015 to enable non executives to be appointed to both boards).
The board will establish four committees: audit and risk assurance, nomination
and remuneration, appointments and remuneration (to consider external matters
for NHS trusts) and technology and data assurance.
Monitor and the TDA will continue to publish separate as well as joint aggregated
annual reports and accounts.
Monitor is accountable to parliament, the Secretary of State (SoS) for Health
and the Department of Health’s permanent secretary. The TDA is accountable
to the SoS for Health and must act according to directions from the office
holder. NHS Improvement will be reviewed by the Health Select Committee and
provide evidence to the Public Accounts Committee.

Report on the NHS partnership with Virginia Mason Institute
•

•
•

•

The partnership is due to run for five years from its start date in July 2015. The
trusts involved are Barking, Havering and Redbridge University Hospitals NHS
Trust, Leeds Teaching Hospitals NHS Trust, Surrey and Sussex Healthcare NHS
Trust, Shrewsbury and Telford Hospital NHS Trust and University Hospitals
Coventry and Warwickshire NHS Trust.
Trusts will eventually be able to train their own staff, build a sustainable culture of
continuous improvement, and spread learning across the system.
This partnership is well aligned with the key elements of the provider roadmap –
delivering the provider task to 2020, building capability, developing a new oversight
model and the right relationships, and fostering openness and transparency
To aid the transition of the program into NHS Improvement the aim is to ensure
close involvement from senior leaders in NHSI, foster understanding from NHSI
NEDs and transplant the compact between the TDA and the trusts into NHSI.
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NHS ENGLAND BOARD MEETING –31 MARCH 2016
The following is a summary of some of the matters discussed at the NHS England Board
meeting:
Chief executive’s report
• Simon Stevens believes the rise of A&E admissions becoming more “constrained”
(up 1.5 per cent over the year) is in part due to better working between trusts and
out of hospital care. Hospital inpatient bed days are also approximately flat-tonegative (+0.1 per cent for the 12 months to Jan 2016), although there are still big
problems with flow in some areas. For 2015/16 elective day cases are up 4.7 per
cent, but elective inpatients down 1.9 per cent, meaning complex cases may impact
RTT.
Performance update and finance report – month 10
• In January 2016 88.7 per cent of patients attending A&E were admitted, transferred
or discharged within four hours. There were 1,906,920 attendances and 485,000
emergency admissions. A&E attendances increased by 0.6 per cent over the year.
• There were 159,089 total delayed days in January 2016, 65 per cent in acute care.
• The RTT 18 week target was met in January 2016. Just under 3.3.m patients were
waiting to start elective treatment at the end of January 2016.
NHSE 2016/17 business plan
• The 2016/17 business plan is based around the following three principles:
• Retaining constancy of purpose and priorities;
• coherent national support for locally led improvement and
•
“Solve today's issues by accelerating tomorrow's solutions”
There are also ten corporate priorities consistent with those laid out in the 2015/16
business plan, which are themselves structured around the three themes aligned
with the Five Year Forward View ‘gaps’: Improving Health, Transforming Care and
Controlling costs. The Business Plan describes what NHSE will do to deliver each
of the priorities, and also describes some key areas of focus internally for the
organisation for 2016/17, namely improving how it efficiently it runs the
organisation and improves how it looks after its staff.
CQC BOARD MEETING – 23 MARCH 2016
Budget 201/17
• As the budget for 2016/17 has not yet been finalised with DH, the business plan will be
presented at the April board meeting.
• A verbal update was provided on fees – the fees scheme was due to be published on 24
March, but was finally published on 30 March. The CQC recommended a two year
trajectory to full cost recovery in light of the spending review settlement.
Inspections
• The CQC delivered the NHS acute programme to target of March 2016. The target for
the remaining trust sectors is June 2016.
• Since the last board meeting, seven new reports have been published. Five trusts were
rated ‘requires improvement’ and two trusts were rated ‘good’.
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•

In January performance on publishing reports within 50 days was at 63%. Work is
underway to improve this.

Review into the investigation of deaths in NHS trusts
The Secretary of State has asked the CQC to undertake a review into the investigation of
deaths in a sample of all types of NHS trusts in different parts of the country. Many trusts
and commissioners are unclear on how to determine which deaths require investigation and
how these should be conducted, and learning embedded across the organisation.
The CQC therefore proposes a three-part approach including a review of current practice,
sharing best practice and working with partners (including NHS Improvement and NHS
England) so the system supports improvement.
The CQC intends to take a co-production approach to ensure the work is open and inclusive.
Freedom to speak up
On 4 March, Dame Eileen Sills resigned as national guardian, feeling that she could not do
justice to both her roles. The CQC is continuing to set up the office of the national guardian
and will recruit again to the post.
The National Maternity Review
This was published on 23 February. The Review, and the CQC's national maternity survey
findings, both highlight improvements in women’s experience of NHS maternity services in
recent years, but also show some variation in the quality of services. Further information is
available on the CQC’s website.
Homerton maternity review
The Homerton University NHS Foundation Trust underwent a comprehensive inspection in
February 2014. The trust was rated overall as good and its maternity services were rated as
good for all key questions. In response to a cluster of maternal deaths and concerns from
the CCG a responsive inspection of the maternity services was undertaken in March 2015.
This rated the maternity services as requires improvement overall, but inadequate for safety.
To understand why the findings differed, the CQC reviewed the evidence and discussed the
findings with inspection chairs. As a result of the March 2015 focused inspection the trust
was issued three warning notices. A further unannounced focused inspection in October and
November 2015 resulted in a rating of requires improvement for safety and overall.
CQC has incorporated learning from this review in plans for a more risk-based hospitals
inspection process going forward.
Healthwatch England draft high level business plan 2016-17
The budget for Healthwatch England for 2016/17 is £3.3m. A five year strategy will be
developed once the new chair and national director are in place later in the year. This year
Healthwatch England plans to consolidate its support to local Healthwatch in light of their
feedback. The main focus will be on how it uses the voices of their communities to influence.
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Risk Assessment Framework Ratings Summary
March 16 outturn summary and quarter 4 forecast
For March only A&E data is currently available, the trust failed the A&E standard outturning
at 87.92% against the 95% standard. Against all Monitor risk assessment framework
indicators the trust is forecasting a Green rating for the month and quarter 4, but target failure
in relation to six indicators for the quarter. This includes All Cancer Two Week Wait, while
target compliance was achieved in February such were the volume of breaches recorded in
January that there is a high risk of target failure for quarter 4. Fails against the following
indicators are forecast for the quarter:
1. A&E 4-hour standard
2. RTT 18-weeks Incomplete Pathways
3. All cancer two week wait
4. Breast symptomatic two week wait
5. Cancer 62 days from GP referral
6. Cancer 62 days from screening service referral
All six standards are rated as High risk. However in calculating the Monitor governance rating
it is important to recognise that the cancer two week wait targets are treated as two halves of
one target, the same is also true of the cancer 62 days indicators. In addition the Monitor
framework adjustment (setting aside standard failure) is applied to the RTT 18-weeks
Incomplete Pathway indicator. This results in three standard failures and therefore
compliance against the governance regime with a Green rating forecast for the quarter. A
recovery plan is in place to deliver compliance against both cancer two week wait indicators
by the end of April 16.
Action required/recommendation For information and agreement
Trust strategic priorities and business planning objectives
supported by this paper

Board assurance risk
number(s)

1.

X

2.
3.
4.
5.

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

CQC Regulations supported by this paper
Regulation 8 ⃰

General

Page 1 of 2

X

X
X

Regulation 9
Regulation 10
Regulation 12
Regulation 17
Regulation 18
Regulation 20A⃰

Person-centred care
Dignity and respect
Safe care and treatment
Good governance
Staffing
Requirement as to display of performance assessments

Risks attached to this project/initiative and how these will be managed (assurance)
Failure to achieve and maintain compliance against Monitor risk assessment framework
standards and targets.
Equality analysis
•

No identified negative impact on equality and diversity

Report from Will Smart
Chief Information Officer
Author(s)
Tony Ewart
Head of Performance
Date
18 April 2016
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Trust Board Performance Dashboard
Performance for March 2016 and Quarter 4
Produced on 18 April 2016
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Monitor Risk Assessment Scorecard April 2015 to March 2016
Royal Free London NHS Foundation Trust
2015/16

Monitor Indicators of Governance Concerns - April 2015 - March 2016

Q1

Q2

Q3

Jan-16

Feb-16

Mar-16

Q4 Actual

Target

Weighting

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

97.2%

95.8%

93.4%

87.2%

88.1%

87.9%

87.8%

>= 95%

1.0

4

5

4

Q4 <= 16

1.0

88.5%

88.0%

86.7%

87.2%

88.5%

>=92%

1.0

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

98.2%
100.0%
100.0%

100.0%
100.0%
100.0%

100.0%
100.0%
100.0%

97.1%
100.0%
98.0%

100.0%
100.0%
100.0%

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

1.0

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

76.4%
90.5%

69.1%
94.8%

73.3%
93.0%

68.4%
85.7%

67.8%
74.4%

>=85%
>= 90%

1.0

99.5%

98.9%

99.2%

96.0%

99.5%

>=96%

1.0

95.0%
98.7%

94.7%
95.3%

96.2%
96.4%

91.9%
86.5%

93.1%
88.2%

>=93%
>=93%

1.0

Compliant

Compliant

Compliant

Compliant

Compliant

Meeting the
6 criteria

1.0

Green1

Green1

Green1

Green1

Green1

1

1

2

3

3

**C difficile number of cases against plan

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

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

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

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

Trust Rating:
Weighting:

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

* Denotes actual data for March 2016
**18-weeks and Cancer data is not available for March 2016
Note: C. difficile RAG rating applied on the basis of the cumulative quarterly
expression of the trajectory
1

The overall trust rating has been modified following application of the Monitor governance framework adjustment, refer to commentary
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March 2016

Monitor Risk Assessment Scorecard April 2015 to March 2016
Royal Free Hospital

2015/16

Monitor Indicators of Governance Concerns - April 2015 - March 2016

Q1

Q2

Q3

Jan-16

Feb-16

Mar-16

Q4 Actual

Target

Weighting

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

95.9%

94.7%

93.3%

89.9%

89.4%

89.1%

89.5%

>= 95%

1.0

3

1

3

Q4 <=7

1.0

90.8%

90.6%

87.5%

86.7%

88.5%

>=92%

1.0

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

96.9%
100.0%
100.0%

100.0%
100.0%
100.0%

100.0%
100.0%
100.0%

100.0%
100.0%
98.0%

100.0%
100.0%
100.0%

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

1.0

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

83.1%
75.8%

74.7%
91.2%

72.6%
92.6%

64.1%
100.0%

65.8%
60.0%

>=85%
>= 90%

1.0

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

98.7%

97.8%

98.5%

93.1%

99.0%

>=96%

1.0

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

97.4%
99.4%

97.9%
97.6%

98.7%
98.8%

97.2%
90.7%

97.5%
95.9%

>=93%
>=93%

1.0

Compliant

Compliant

Compliant

Compliant

Compliant

Meeting the
6 criteria

1.0

Green

Green1

Green1

Red1

Green1

1

2

2

4

3

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

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

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

Trust Rating:
Weighting:

1

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

* Denotes actual data for March 2016
**18-weeks and Cancer data is not available for March 2016
Note: C. difficile RAG rating applied on the basis of the cumulative quarterly
expression of the trajectory
1

The overall trust rating has been modified following application of the Monitor governance framework adjustment, refer to commentary
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March 2016

Monitor Risk Assessment Scorecard April 2015 to March 2016
Barnet Hospital and Chase Farm Hospital
2015/16

Monitor Indicators of Governance Concerns - April 2015 - March 2016

Q1

Q2

Q3

Jan-16

Feb-16

Mar-16

Q4 Actual

Target

Weighting

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

97.9%

96.6%

93.5%

85.5%

87.2%

87.2%

86.6%

>= 95%

1.0

1

4

1

Q4 <= 9

1.0

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

93.7%

85.4%

85.6%

87.7%

88.5%

>=92%

1.0

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

100.0%
100.0%

100.0%
100.0%

100.0%
100.0%

100.0%
100.0%

100.0%
100.0%

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

1.0

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

73.4%
95.2%

65.9%
96.0%

73.8%
93.0%

71.9%
82.6%

68.9%
76.5%

>=85%
>= 90%

1.0

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

100.0%

100.0%

100.0%

100.0%

100.0%

>=96%

1.0

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

93.9%
98.3%

93.2%
94.1%

94.9%
95.2%

89.3%
83.7%

90.9%
83.1%

>=93%
>=93%

1.0

Compliant

Compliant

Compliant

Compliant

Compliant

Meeting the
6 criteria

1.0

Green1

Green1

Green1

Green1

Green1

1

1

2

3

3

**C difficile number of cases against plan

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

Monitor overall governance thresholds:

Trust Rating:

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

* Denotes actual data for March 2016
**18-weeks and Cancer data is not available for March 2016.
Note: C. difficile RAG rating applied on the basis of the cumulative quarterly
expression of the trajectory
1

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

Commentary and Exception Report

Month: March 2016

Risk Assessment Framework Ratings Summary
February 16 outturn summary:
With all data now available for February, apart from C. difficile, the trust failed five indicators during the month:
1. A&E 4‐hour standard
2. RTT 18‐weeks Incomplete Pathways
3. Breast symptomatic two week wait
4. Cancer 62 days from GP referral
5. Cancer 62 days from screening service referral
March 16 outturn summary and quarter 4 forecast
For March only A&E data is currently available, the trust failed the A&E standard outturning at 87.92% against the 95% standard. Against all Monitor risk
assessment framework indicators the trust is forecasting a Green rating for the month and quarter 4, but target failure in relation to six indicators for the
quarter. This includes All Cancer Two Week Wait, while target compliance was achieved in February such were the volume of breaches recorded in January
that there is a high risk of target failure for quarter 4. Fails against the following indicators are forecast for the quarter:
1. A&E 4‐hour standard
2. RTT 18‐weeks Incomplete Pathways
3. All cancer two week wait
4. Breast symptomatic two week wait
5. Cancer 62 days from GP referral
6. Cancer 62 days from screening service referral
All six standards are rated as High risk. However in calculating the Monitor governance rating it is important to recognise that the cancer two week wait
targets are treated as two halves of one target, the same is also true of the cancer 62 days indicators. In addition the Monitor framework adjustment
(setting aside standard failure) is applied to the RTT 18‐weeks Incomplete Pathway indicator. This results in three standard failures and therefore
compliance against the governance regime with a Green rating forecast for the quarter. A recovery plan is in place to deliver compliance against both
cancer two week wait indicators by the end of April 16.
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Trust performance dashboard

Commentary and Exception Report

Month: March 2016

A&E
For March the combined trust outturned at 87.92% against the 95% standard. Both the Royal Free hospital site and the Barnet hospital site failed the
indicator outturning at 89.07% and 82.83% respectively, the Chase Farm hospital site achieved the standard outturning at 99.97% (recording 1 breach).
Performance is being influenced by a continued growth in attendances; the table below presents growth in all attendances, ambulance attendances and
walk‐in attendances at both main A&E sites for the period April to March 2014/15 against the same period 2015/16 and March 2015 against March 2016:

Hospital site

All attendances

Ambulance
arrivals

Walk‐in arrivals

Comparison of 2016/17 v 2015/15 full year
Royal Free hospital site

4.9%

3.7%

5.3%

Barnet hospital site

6.1%

‐1.9%

7.9%

Royal Free hospital site

10.8%

17.6%

8.9%

Barnet hospital site

6.5%

‐6.6%

11.3%

March 2016 v 2015

In addition to significant increases in attendances, performance is also being influenced by reduced bed flow across both the Royal Free hospital and Barnet
and Chase Farm hospital sites. At combined trust level, during March 2016 the three sites had an average of 134 beds a day blocked by a combination of
delayed transfers of care and patients who were medically fit to be discharged, this equates to 15% of the trust’s total general and acute bed stock, or the
equivalent of four wards acute capacity.
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Trust performance dashboard

Commentary and Exception Report

Month: March 2016

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

Royal
Free
hospital

Barnet
hospital

Chase
Farm
hospital

Total

Average
daily
beds
blocked

Delayed Transfers of Care
occupied bed days

229

355

295

879

31

Medically Fit Pending
Discharges occupied bed days

1104

1104

688

2,896

103

Total occupied bed days

1,333

1,459

983

3,775

134

47

52

35

134

Average daily beds blocked

Looking at those Boroughs contributing the greatest volume of occupied bed days, and therefore beds blocked, resulting from Delayed Transfers of Care
(excluding Medically Fit Pending Discharges) the most recent national data for February 16 identified the top three as Barnet, Hertfordshire and Enfield.
Collectively these three Boroughs contributed 21 blocked beds out of a grand total of 28 (75%), please see full analysis below:
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Trust performance dashboard

Commentary and Exception Report

Month: March 2016

C. difficile – lapses in care
As rehearsed in previous reports there are two expressions of this indicator, C. difficile infections resulting from “lapses in care” and “all attributable
infections” including those that do not relate to “lapses in care”. In relation to the first expression of the indicator data is incomplete for the months of
August, October, November and December 2015 and February 2016 as infections are pending in these months awaiting attribution via the agreed
Commissioner pathway. Following attribution eventually some or all of these infections may be allocated to the trust. However, for the full year the trust
has recorded 13 infections resulting from “lapses in care” and with 8 pending infections awaiting attribution this equates to a maximum possible outturn of
21 infections against an annual trajectory of 66, compliance will therefore be achieved for 2015/16. As Monitor only includes “lapses in care” infections for
the purposes of calculating the governance risk rating, this expression of the indicator is therefore assessed as “Low risk”.
In relation to “all attributable infections” the trust exceeded the NHS national contract trajectory for quarters 1 and 2 but was compliant for quarters 3 and
4, however exceeded the fully year trajectory recording 68 infections against an annual target of 66. For the full year the Royal Free hospital site exceeded
its trajectory of 30 infections outturning the year with 33, however the Barnet and Chase Farm hospital sites were compliant outturning with 35 infections
against a trajectory of 36. This expression of the indicator is therefore regarded as “High risk”.
The table below presents the total volume of infections relating to “lapses in care” as well as the total attributable including those that do not relate to
“lapses in care”, presented by main hospital site against trajectory.
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Trust performance dashboard

Commentary and Exception Report

Month: March 2016

RTT 18‐weeks national indicators
From October 15 performance against the incomplete pathways standard is the single national RTT indicator and the only RTT metric presented in this
report. Last month’s report provided detailed commentary in relation to Incomplete pathway performance for February. March data is not available to
include in this report due to committee submission deadlines, a verbal update will therefore be provided at the meeting. The section below summarises last
month’s report.
Incomplete pathway performance increased by 1.3% from 87.2% in January to 88.5% in February; however is slightly below trajectory for the month,
performance is being influenced by a number of factors, including:





Patient administration system (PAS) merger
At the end of October 2015 the Trust underwent a PAS migration to align the system across all hospital sites; as part of this process it was
discovered that pathways were being represented very differently. ‘Stitching together’ describes the new processing logic which takes clinical
events recorded separately (but which are all part of one episode) and combines them into one clinical pathway with an accurate weeks wait.
Previously, these pathways would have been reported as multiples with lower weeks wait due to our technical inability to bind them together. This
had a significant impact on performance as the Trust denominator (number of pathways) reduced and the numerator (number of breaches)
increased
Cancellation of elective activity as a consequence of junior doctor strike action
The impact of increased emergency flow resulting from winter pressures
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Trust performance dashboard

Commentary and Exception Report

Month: March 2016

RTT Incomplete Pathway Performance against
Trajectory
91.0%
89.5%

90.0%
89.0%
88.0%

88.7%
87.8%

88.3%

88.8%

89.3%

90.0%
88.5%

87.5%
86.7%

87.0%

89.6%

87.2%

86.0%
85.0%
Sep‐15

Oct‐15

Nov‐15

Actual performance

Dec‐15

Jan‐16

Feb‐16

Trajectory

Cancer standards:
During February 16 the trust failed three national cancer standards:
1. Breast symptomatic two week wait
2. All cancer 62 days from GP referral
3. Cancer 62 days from screening referral
Each indicator will be considered below; in addition All Cancer Two Week Waits will also be reviewed as there is a high risk of target failure for quarter 4,
breach reasons and mitigating actions are also presented:
All cancer two week wait:
The trust outturned the month of January at 91.9% against the 93% standard. The Royal Free hospital site achieved compliance at 97.2%; the Barnet and
Chase Farm hospital sites were non‐compliant at 89.3%. Performance in February improved with the trust outturning at 93.1% (achieving compliance
against the standard) with the Royal Free hospital site recording 97.5% and the Barnet and Chase Farm hospital sites 90.9%. However given the volume of
breaches recorded in January and February there is a high risk of target failure for quarter 4. The improved performance at Barnet and Chase Farm hospital
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Trust performance dashboard

Commentary and Exception Report

Month: March 2016

sites was driven by a significant change in the denominator and numerator rather than a reduction in breaches. Pathway volumes increased significantly
from 1,265 in January to 1,599 in February; breaches also increased from 135 in January to 145 in February however the impact of the significantly
increased denominator resulted in a higher percentage compliance. Of the 145 breaches recorded in February at the Barnet and Chase Farm hospital site
the greatest volumes were to be found in the following tumour sites:
 Lower GI ‐ 34 breaches
 Upper GI ‐ 27 breaches
 Skin ‐ 24 breaches
 Breast ‐ 19 breaches
 Gynaecology – 13 breaches
Of the 145 breaches recorded in February at the Barnet and Chase Farm hospital sites 50 (34%) were attributed to “capacity shortfalls” and 68 (47%) to
“patient choice”. Performance appears therefore to have been heavily influenced by “patient choice”; however there is evidence that “patient choice”
attributed breaches increase when capacity constraints result in only one offer date within the two‐week window. Recent performance is against a
backdrop of exponential increases in referral volumes from an average of 1,145 per month in 2010/11 to 2,180 per month to quarter 3 in 2015/16, an
increase of 90% or 1,035 additional referrals a month. Looking specifically at February 16 against February 15 at trust level there has been a significant
increase in pathways volumes from 1,744 to 2,398 (an increase of 38%), at the Barnet and Chase Farm hospital site the increase is even more marked,
rising from 1,152 to 1,599 (an increase of 39%). Given the pattern of breach weeks in January, and the significant increase in pathway volumes during
February, it appears most likely that target failure was driven by three issues:
1. Insufficient capacity planning/provision across Christmas and New Year
2. Patients declining appointments during the Christmas holiday period
3. A sudden spike in referrals outstripping capacity during February
An additional factor was the loss of weekly All Cancer Two Week Wait performance reports following the Patient Administration System merger in late
October 15. This resulted in a loss of management oversight until late March 16. The reports have now been re‐established thereby providing an early
warning system in the event of variation in performance. In relation to managing the recovery a twice weekly report is being prepared to provide tumour
and hospital site level views of performance against the breach tolerance to ensure operations managers know precisely how many slots per week will be
required to meet demand. Escalation procedures have also been strengthened to ensure bottlenecks in demand and capacity are brought to the attention
of the senior management team at the earliest opportunity with views of actual performance provided each week for the week immediately preceding.
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Trust performance dashboard

Commentary and Exception Report

Month: March 2016

Breast symptomatic two week wait:
The trust outturned the month of January at 86.5% (52 breaches) against the 93% standard. The Royal Free hospital site did not achieve compliance at
90.7% with the Barnet and Chase Farm hospital sites also failing to achieve compliance at 83.7%. For February performance improved with the trust
outturning at 88.2% (51 breaches). The Royal Free hospital site achieved compliance outturning at 95.9% (7 breaches against 14 recorded in January)
however the Barnet and Chase Farm hospital site failed the standard for the second consecutive month outturning at 83.1% (44 breaches against 38
recorded in January). In terms of breach reasons, of the 44 breaches recorded at the Barnet and Chase Farm hospital sites 20 (45%) were attributed to
“capacity” and 18 (41%) to “patient choice”. As with the All Cancer Two Week Wait indicator performance appears to have been heavily influenced by
“patient choice”; however “patient choice” attributed breaches increase when capacity constraints result in only one offer date within the two‐week
window. There has also been a significant growth in breast symptomatic referrals, from an average of 382 per month in 2010/11 to 469 per month to
quarter 3 2015/16, this equates to a 23% increase. The Patient Administration System merger described in the section above also resulted in the loss of
weekly Breast Symptomatic Two Week Wait performance reports. As with All Cancer Two Week Wait reports, the Breast Symptomatic equivalents have
now been re‐established.
Recovery actions are effectively the same as described for All Cancer Two Week Wait and include a twice weekly performance report providing tumour and
hospital site level views of performance against the maximum breach tolerance calculated for quarter 1 and beyond as well as strengthening capacity
constraint escalation processes.
Cancer 62 Days from GP referral:
For February the combined trust outturned at 67.8% with the Royal Free hospital site outturning at 65.8% and the Barnet and Chase Farm hospital sites
outturning at 68.9%, this is a planned fail of the indicator while the trust undertakes backlog clearance as part of its recovery plan. Significant improvement
has been achieved for the initially most challenged tumour sites of urology (prostate) and skin. Skin and prostate patients are being seen and referred for
treatment within required timescales. Diagnostic and other pathways delays have been addressed. The tumour sites that remain challenged are urology
(renal) for which we are the North East and North Central tertiary centres; however pathway referrals are often received late from other providers with
breaches resulting. HpB is also a challenged tumour site and we are working with referrers and the service to review and re‐structure to reduce the
incidence of patients breaching. The trust originally produced a recovery trajectory resulting in compliance being achieved for April 16, however given the
impact of the issues referenced above this will not be achieved. The trajectory is currently being re‐cast with compliance expected from June 16. The trust’s
Chief Operating Officer continues to meet weekly with all tumour site leads to ensure the pathways are reviewed, with delays addressed and to ensure we
are in a sustainable position to deliver and maintain compliance from June 2016.
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Commentary and Exception Report

Month: March 2016

Cancer 62 days from screening:
The trust outturned February at 74.4% against the 90% standard. Five breaches were recorded in‐month against two recorded in January. Of the 5 breaches
recorded in February 4.5 were first seen at the Edgware breast screening service. Of the 5 breaches 2.5 were treated at Chase Farm hospital site, 1 at the
Royal Free hospital site and a 0.5 each at Central Middlesex, Whittington and Charing Cross hospitals. Recovery actions follow a similar approach to Cancer
62 Days from GP Referral with the trust’s Chief Operating Officer meeting weekly with the Breast tumour site leads to ensure that pathways are reviewed,
with delays addressed ensuring we are in a sustainable position to deliver and maintain compliance from quarter 1 2016/17.
Monitor governance framework adjustment:
The governance framework adjustment was presented in detail in previous versions of this report. In summary adjustments are made effectively setting
aside underperformance against the 18‐weeks RTT Incomplete pathways indicator for a specific time period in relation to assessing compliance against the
Monitor scorecard.
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Paper 8

INCOME & EXPENDITURE POSITION MARCH 2015/16
Executive summary
Income & Expenditure Position
The bottom line income and expenditure position for March is a deficit of £5.4m which
is an adverse variance of £4.7m compared to plan. The position for the year to date is
a deficit of £15.3m which is an adverse variance of £15.8m compared to plan.
Capital Expenditure
Capital expenditure for the year to date is £62.6m which is £6.0m below plan.
Expenditure in March was £8.7m which is on plan.
Cash
Cash continues to be below the planned level in March due to NHS debt for prior year
contracts and ongoing underpayment of 15/16 SLAs. The 14/15 outstanding SLAs for
the main commissioners have not yet been paid and the GP Lead programme that the
Trust is hosting has adversely impacted cash due to payments being made in arrears
for GP salaries.
The 15.7m cash balance reflects the Income and Expenditure deficit position and nonrecovery of NHS debts. As a result the cash balance at the end of March 2016 is
£80.9m lower than plan.
Action required
For discussion.
Trust strategic priorities and business planning objectives
supported by this paper
3.

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

CQC outcomes supported by this paper
26

Financial position

Equality analysis
No identified negative impact on equality and diversity
Report from
Date

Caroline Clarke, Director of Finance
18th April 2016

Page 1 of 1

Board assurance risk
number(s)

Financial Performance Report
March 2016

1

FINANCIAL PERFORMANCE EXECUTIVE SUMMARY
March 2016
Measure

Description

Status

Position

Trend

Variation

2
Plan

1

-2
-3

Net surplus/(deficit) YTD:
Plan (£10.4m), Actual (£22.1m),
Variance (£11.6m) adverse

-4

Mar-16

Feb-16

Jan-16

Dec-15

Nov-15

Oct-15

Sep-15

Aug-15

Jul-15

Apr-15

-6

Jun-15

-5
May-15

R

Actual

-1

£m

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

Net surplus/(deficit) in month:
Plan £0.6m, Actual £2.6m,
Variance £2.0m favourable

0

NHS Clinical Income excluding TEDD: (£5.2m) adverse YTD, (£0.4m) adverse inmonth. This reflects reduced elective and non-elective activity.
Other Income: (£4.5m) adverse YTD, £0.4m favourable in-month. The YTD adverse
variance relates primarily to private patient activity.
Pay excluding Integration: (£22.8m) adverse YTD, (£3.7m) adverse in-month.
Overspending is due to QIPP shortfalls and high agency staffing costs.
Non-Pay excluding Integration & TEDD: (£11.6m) adverse YTD, (£3.0m) favourable
in-month. Key overspends YTD are for clinical supplies, outsourcing and QIPP
shortfalls.
Integration: £5.2m favourable YTD, £0.1m favourable in-month.

6

R

4

Plan
£m

2

The Trust achieved £40.1m QIPP savings for the year to date against a plan of
£48.0m giving an adverse variance of £7.9m against plan. Shortfalls are primarily
due to unidentified savings targets.

Mar-16

Feb-16

Jan-16

Dec-15

Nov-15

Oct-15

Sep-15

Aug-15

Jul-15

Actual
Jun-15

0

May-15

QIPP year to date:
Plan £48.0m, Actual £40.1m,
Variance (£7.9m) adverse

Apr-15

QIPP Savings

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

QIPP in month:
Plan £4.3m, Actual £4.5m,
Variance £0.2m favourable

12

A

8

Plan

£m

Year to date cumulative
expenditure in noncurrent assets.

10

6

CAPEX year to date:
Plan £68.6m, Actual £62.6m,
Variance £6.0m favourable

Actual

4

Capital expenditure for the year to date is £62.6m which is £6.0m below plan.
Expenditure in March was £8.7m which is on plan.
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Capital
Expenditure

CAPEX in month:
Plan £8.7m, Actual £8.7m,
Variance £0.1m favourable

150

£m

Plan

50

2

Mar-16

Feb-16

Jan-16

Dec-15

Nov-15

Oct-15

Sep-15

Aug-15

Jul-15

0

Actual

Jun-15

Cash balance:
Plan £96.6, Actual £15.7m,
Variance £80.9m adverse

May-15

R

100

Apr-15

Cash

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

Cash flow in month:
Plan £31.9m, Actual £1.6m,
Variance £33.5m adverse

Cash continues to be below the planned level in March due to NHS debt for prior
year contracts and ongoing underpayment of 15/16 SLAs. The 14/15 outstanding
SLAs for the main commissioners have not yet been paid and the GP Lead
programme that the Trust is hosting has adversely impacted cash due to payments
being made in arrears for GP salaries.
The £15.7m cash balance reflects the Income and Expenditure deficit position and
non-recovery of NHS debts. As a result the cash balance at the end of March 2016
is £80.9m lower than plan.
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Paper 9

USE OF THE ROYAL FREE LONDON NHS FOUNDATION TRUST SEAL 2015-16
Executive summary
The trust’s standing orders require an annual report to the board on the use of the trust seal.
The report should contain details of the date of sealing, the seal number, and the description
of the document. The table below lists the documents to which the seal has been affixed
within the last year.
Action required
The committee is asked to note the report.
Trust strategic priorities and business planning objectives
supported by this paper

Board assurance risk
number(s)

1.

x

2.
3.
4.
5.

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

x
x
x
x

CQC Regulations supported by this paper
Regulation 4
Regulation 5 ⃰
Regulation 6
Regulation 7
Regulation 8 ⃰
Regulation 9
Regulation 10
Regulation 11
Regulation 12
Regulation 13
Regulation 14
Regulation 15
Regulation 16
Regulation 17
Regulation 18

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

Risks attached to this project/initiative and how these will be managed (assurance)
Not applicable.
Equality analysis
Any adverse impact on equality and diversity has been remedied or escalated.
Report from Dominic Dodd, chairman and David Sloman, chief executive
Author(s) Veronica Jackson, committee secretary
Date 18 April 2016
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Use of the Royal Free London NHS Foundation Trust seal
Date
30.03.15

Item
no.
381

30.03.15

382

30.03.15
31.03.15
30.04.15

383
384
385

30.04.15
30.04.15
08.05.15
08.06.15
08.06.15
08.08.15
08.08.15
20.08.15

386
387
388
389
390
391
392
393

27.08.15
04.09.15
22.10.15

394
395
396

22.10.15
22.10.15
22.10.15
03.11.15
10.11.15
10.11.15
19.11.15

397
398
399
400
401
402
403

19.11.15
19.11.15
22.12.15
29.01.16

404
405
406
407

08.03.16

408

08.03.16

409

18.03.16

410

08.04.16
13.04.16

411
412

Item
Signing of the sale agreement for the transfer of Elmbank site at Barnet,
Wellhouse Lane
Deed of surrender and variation for the surrender and variation to Metiers
lease plan, Barnet
Royal Free London NHS Foundation Trust A&E contract 17349636
Conditional lease agreement relating to the Pears Building
Licence to carry out alterations at the North Wing Building, St Pancras
Hospital
Linac replacement at the Royal Free Hospital
Conditional agreement for lease relating to the Pears Building
Document relating to 1 Mabledon place
First offer agreement in respect of 1 Mabledon place
Licence for alterations in relation to work at 1 Mabledon place
Lease for 10th floor, the Civic Centre, Enfield
Deed of variation to lease of roof at Royal Free Hospital with Telefonica
Licence for early access to carrying out works relating to St Pancras
Hospital
Lease of Lloyds pharmacy
Sale agreement – disposal of Coppetts Wood Hospital
Agreement under Section 106 relating to development of land at Chase
Farm
Lease for Hadley Wood Hospital
Option agreement, Hadley Wood Hospital
Pre-emption agreement for Hadley Wood Hospital
Section 106 agreement – Pears Building
Contract documents for modular endoscopy development at Chase Farm
Refurbishment of air handling units 52, 76 and 77
Deed of covenant and confirmation letter for land to the east side of Hunters
Way, Enfield
Land registry forms for land to the east side of Hunters Way, Enfield
Counterpart lease for 8th and 9th floors, Enfield Civic Centre (2 leases)
Deed of variation to Section 106 agreement for Chase Farm Hospital
Second deed of variation to Section 106 agreements relating to
development of land at Chase Farm Hospital
Settlement agreement between Royal Free London NHS Foundation Trust
and Utilyx Healthcare Energy Services Ltd and Mitie Group Plc
The trustees of the Royal Free Hampstead charities, the Royal Free London
NHS Foundation Trust and the Royal Free Charity
Overage deed letter to Department of Health for site C, Chase Farm
Hospital
Agreement relating to land know as Royal Free Hospital
Chase Farm redevelopment - stage 4 contract

End
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Attachment number

Trust Board

27 April 2016

Paper 10

REPORT FROM THE PATIENT SAFETY COMMITTEE HELD ON 24 MARCH 2016
Executive summary
The patient safety committee met on 24 March 2016 but was not quorate on this occasion.
The chief executive agreed to attend the meeting for those items where an immediate
decision relating to authority delegated from the trust board was needed. Thereafter, the
divisional director of operations – women, children and imaging (WC&I) division deputised for
the chief operating officer to provide input and assurance at a senior level where necessary.
It was agreed that all actions arising from the discussions would be ratified at the next
meeting of the committee in May and any urgent items would be circulated for approval via email.
It was agreed at the meeting that the following would be reported to the trust board on 27
April 2016.
Mandatory and Statutory Training report
The committee was asked to consider the inclusion of the referral to treatment (RTT) training
competency within the MaST training programme. The chair asked whether it was prudent to
add further training to the programme when compliance levels against the current training
remained low, and sought other members’ views. The director of operations for WC&I in her
role as deputy chief operating officer, considered that the inclusion of this training would be
helpful as RTT was an important issue and one which the trust had struggled with in the past.
The chief executive concurred, but added that it was important to agree which staff
members/groups would be required to do the training.
The committee supported the recommendation to include the RTT training competency
within the MaST training programme, but asked for clarity on those members of staff / staff
groups that would be required to undertake the training. The committee requested that this
matter be taken further through the RTT steering group.
First aid at work policy for ratification
The committee received the trust’s first aid at work policy. The aim of the policy was to
ensure that the trust complied with its statutory duties in making adequate provision available
to deal with emergency situations; to assist managers in carrying out risk assessments; and
determining the first aid needs of their departments.
The committee ratified the policy
Report from the Health and safety committee
• Fire wardens and compliance with fire warden duties
The committee had previously escalated an issue to the board on the need for greater
engagement from the divisions in ensuring that there was an adequate number of fire
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wardens, and compliance with fire warden duties. It was troubled to note that this issue was
being raised for the second time, particularly as it had been assured in the past that this was
not as challenging as it appeared, and as such remained a concern. Furthermore, it
considered the view that the Health and Safety Executive would take of this.
The head of H&S advised that the estates division was working with the divisions to agree
the number of fire wardens needed. The deputy director of operations for WC&I suggested
that a clear communication on this matter, providing a summary of the number of fire
wardens currently in each division and the numbers outstanding, be sent to the chief
operating officer as soon as possible for follow up within the divisions.
• Statutory compliance audits
The committee discussed the Chase Farm Hospital rebuild and the importance of ensuring
the site was safe for all staff and visitors over the programme of work. The chair added that
it would be helpful to know the number of near misses there had been in terms of
construction and patient traffic. It was agreed that these issues would be discussed further
at the Chase Farm Hospital programme board and brought back to the committee thereafter.
New sentencing Council Guidelines for health and safety offences, corporate
manslaughter and hygiene offences
The committee received a paper on the new sentencing guidelines, particularly the key
changes for noting, that came into effect on 1 February 2016.
The committee agreed the importance of ensuring health and safety matters were brought to
the attention of board members and senior executives, including identifying gaps and action
plans and a top down approach. It also agreed the recommendation that all board members
and attendees attend a training workshop related to corporate manslaughter.
Never events
The committee was concerned to note there had been a total of 11 never events (NE)
recorded for 2015/16. A discussion was had on the main themes arising from the recent
events in order to identify lessons learned and areas for improvement. The medical director
added that the higher number of NEs reported reflected the size of the enlarged trust, and
noted that there had been a higher number of low/no harm incidents recorded due to an
increased awareness of reporting.
The committee also received a report in relation to three NEs in the maternity unit at the RFH
which had all occurred in the obstetric theatres. The report provided a summary of each
case, the underlying root causes and highlighted the actions which were implemented to
address the risks and prevent future recurrence. The committee was pleased to see that
learning from NEs was being undertaken and considered the report to be good. It was noted
that the final report was in the process of being drafted and would be taken to the serious
incident review panel and the patient safety committee thereafter.
Serious incidents (SI) updates
• Overdue SIs
The committee noted that there were currently 15 overdue SI reports. A discussion was had
on the challenges in closing the reports where it was noted that action was continuing to try
and reduce the number of overdue reports, including weekly executive oversight of the
numbers outstanding. It was noted that all moderate harm and above incidents were subject
to an extensive level of internal management and processes irrespective of whether they
were required to be reported externally. The divisional director for WC&I commented on the
length of time required to write a good quality SI report which needed to be overseen by a
senior clinician.
The chair asked whether the committee could support the need for any additional resource to
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help improve the timeliness in closing SIs. It was considered that this would improve once all
the divisional structures were fully staffed, and in finding a balance between the management
of external and internal reports.
• Increase in the number of incidents reported on Datix
The committee was pleased to see an increase in the number of incidents being reported on
Datix which was a clear sign of greater awareness of the importance of reporting incidents.
A discussion was had on the number of incidents in the holding area. The deputy director of
patient safety and risk was able to provide greater assurance that these were being reviewed
appropriately, highlighting that the oldest ones now only dated back to January 2016.
In response to a question from the chair, it was not possible to estimate what the number of
incidents in the holding area would be in six months’ time. The challenges lay with the high
number of incidents that were being reported currently and the speed at which incidents
could be reviewed. The medical director was confident that the most serious incidents were
being reviewed and addressed appropriately.
• Closed SI reports for discussion
The committee noted the greater use of personal smart devices (e.g. iPads) and related
applications (e.g. Whats App, text messaging) and the potential risks to patient confidentiality
this posed. Noting that trust issued devices were secure, it was suggested that consideration
be given to whether personal devices should be installed with secure software to mitigate this
risk (but the cost associated with this was recognised). The committee requested that the
chief information officer attend a future meeting to discuss how the trust could ensure
personal smart devices were made secure in order that patient confidentiality etc. was not
breached
Action required
The board is asked to note the report.
Trust strategic priorities and business planning objectives
supported by this paper

Board assurance risk
number(s)

1.

x

2.
4.
5.

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

x
x
x

CQC Regulations supported by this paper
Regulation 4
Regulation 5 ⃰
Regulation 6
Regulation 7
Regulation 8 ⃰
Regulation 9
Regulation 10
Regulation 11
Regulation 12
Regulation 13

Requirements where the service provider is an individual or partnership
Fit and proper persons: directors
Requirement where the service provider is a body other than a partnership
Requirements relating to registered managers
General
Person-centred care
Dignity and respect
Need for consent
Safe care and treatment
Safeguarding service users from abuse and improper treatment
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Regulation 14
Regulation 15
Regulation 16
Regulation 17
Regulation 18
Regulation 19
Regulation 20⃰
Regulation 20A⃰

Meeting nutritional and hydration needs
Premises and equipment
Receiving and acting on complaints
Good governance
Staffing
Fit and proper persons employed
Duty of candour
Requirement as to display of performance assessments

Risks attached to this project/initiative and how these will be managed (assurance)
As outlined in the paper.
Equality analysis
No identified negative impact on equality and diversity
Report from Stephen Ainger, non-executive director and chair of the patient safety
committee
Author(s) Veronica Jackson, committee secretary
Date 22 January 2016
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Date of meeting

Attachment number

Trust Board

27 April 2016
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SHADOW GROUP BOARD REPORT
Executive summary
The Shadow Group Board (SGB) met on 14 April 2016.
The key issues discussed were:
-

The terms of reference for the committee
Scheme of delegation to management
Principles for the management of supplier partnerships at the Group level
Key assumptions which would have to be true for the new Group model to deliver
benefits for patients and taxpayers
Quality improvement work linking to group development, in particular work being
progressed on a diagnostic tool and leadership development

Action required
To note.
Trust strategic priorities and business
planning objectives supported by this paper
3.
5.

Board assurance risk number(s)

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

CQC Regulations supported by this paper
Regulation 12
Regulation 13

Statement of purpose
Financial position

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

Dominic Dodd, chairman
Mark Redhead, head of planning
26 April 2016

Shadow group board report – Board April 2016
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REPORT FROM THE AUDIT COMMITTEE HELD ON 10 MARCH 2016 AND THE
CONFIRMED MINUTES OF THE AUDIT COMMITTEE HELD ON 19 JANUARY 2015

Executive summary
The audit committee met on 10 March 2016. It was agreed at the meeting that the following
assurances and risks would be highlighted to the board at its meeting on 27 April 2016.
ASSURANCE ITEM FOR DISCUSSION
Chase Farm Hospital (CFH) redevelopment governance
The committee received a report from the director of capital and estates which provided an
overview of the governance arrangements in place, including the governance structure; the
key decisions made to date; and the plan for approval of upcoming decisions and issues.
The committee agreed that the governance arrangements thus far had been robust and was
pleased to note the positive feedback from the head of internal audit who considered that the
arrangements and processes to date had been managed effectively. He added that an
internal audit review of the redevelopment of CFH was due to undertaken as part of the
2015-16 internal audit operational plan.
A discussion was had on future governance arrangements. It was noted that the reporting
process would remain largely the same, but that responsibility for future investments,
business cases and capital management, including key decisions relating to the CFH
redevelopment, was expected to form part of the remit of the new finance, investment and
performance committee following dissolution of the strategy and investment committee.
In addition, members considered what would be the role of the audit committee, if any, in the
future process. It was considered that although this was a major programme of work and as
such there was a high level of risk and delivery for the trust, it was important to ensure that
the operational capability was in place and that periodical reviews of the process would be
beneficial. However, it was agreed that the audit committee should not be used a separate
assurance group.
The committee thanked the director of capital estates for the report which it considered
provided the level of assurance that the committee was seeking, and looked forward to the
internal audit review on the CFH redevelopment later that year.
WHISTLEBLOWING
Whistleblowing log
The committee was concerned to note that a new whistleblowing incident had been raised in
one of the clinical divisions, particularly as there had already been actions taken in relation to
an incident in that department previously and which had since been closed. The chair asked
whether the trust was doing enough as there seemed to be an ongoing issue in that
department. It was noted that one of the aims of the quarterly whistleblowing board was to
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identify themes which would be flagged with the relevant divisional directors for taking
forward. Jenny Owen, in her role as whistleblowing champion, would provide further
oversight.
The committee noted that the format of the whistleblowing log (there one now only one log)
would be refreshed. A discussion was had on a reference to objectivity in the whistleblowing
process, for example the use of an external independent person, as this would help
strengthen the report. It was considered that the lead director would need to review the
incident and take a view as to whether an external assessment was needed, and noted that
this would not be needed for all incidents.
INTERNAL AUDIT
Draft internal audit annual report 2015/16
The committee received KPMG’s draft report and was pleased to note the proposed rating of
‘significant assurance with minor improvements required’ in the head of internal audit opinion
in relation to the overall adequacy and effectiveness of the trust’s framework of governance,
risk management and control. A final version of the annual report 2015-16 would be
presented at the May audit committee. The internal audit plan for 2016-17 would also be
presented.
Internal audit reviews:
 Information governance enhanced follow up
The committee noted the greater assurance in relation to improved compliance with
information governance training and the IG Toolkit.
Internal audit agreed to provide a progress report against the March 2016 (and beyond)
actions by the next committee, and.confirmed that data quality would feature in the quality
account 2015-16 and that the necessary assurance against this would be provided in time.
 Temporary staff management
The committee was pleased to note the conclusion of ‘significant assurance with minor
improvement potential’ (amber-green). This was an improvement on the previous rating of
amber-red. The chair had suggested making some of the recommendation higher priority but
KPMG was content that they had been rated appropriately, particularly considering the good
progress made since last year.
The committee requested assurance that the trust was achieving greater than 22%
compliance with the e-rostering policy which required rosters to be prepared four weeks in
advance. Internal audit agreed to update the committee on the level of compliance at the
September meeting.
 Research governance
The committee was pleased to note the conclusion of ‘significant assurance with minor
improvement potential’ (amber-green). It was noted that of the two recommendations, one
had been implemented and the other would be implemented by the May committee. In
addition, formal management responses would be sought and added to the recommendation
tracker.
 Emergency department
The committee was pleased to note the conclusion of ‘significant assurance with minor
improvement opportunities’ (amber-green). It was noted that a benefits realisation plan to
track progress would need to be developed, including agreeing where monitoring of this
should sit within the governance structure.
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EXTERNAL AUDIT
External audit progress report
PwC had continued to re-assess their risk assessment of the trust, confirming that
assessment of the risks identified in the external audit plan remained valid. They confirmed
that the 18-week RTT indicator for patients on incomplete pathways was intended to be
selected for assurance again in the quality report 2015/16, and a local indicator would be
need to be selected this year.
LOCAL COUNTER FRAUD SERVICES
LCFS progress report
RSM agreed to provide a paper to members outside of the meeting (but in advance of the
May meeting) which would provide a flow-chart outlining the process following a referral to
LCFS from the trust and the subsequent liaison between the two parties. The aim of the
paper was to show that referrals were actioned on a timely basis, how the trust was inputting
into investigations, and how swift intervention would allow investigations to be curtailed
quickly. The chair asked that this be referred to in the LCFS annual report as this was an
important piece of assurance.
FINANCE
Charitable funds consolidation
The committee approved the trust’s recommendation not to consolidate its charitable funds,
noting that this position was the same as last year and had been agreed with PwC.
Segmental reporting briefing
Noting that the position was the same as the previous year and had been agreed with PwC,
the committee approved the position adopted by the trust to add a disclosure in the trust’s
2015/16 annual accounts confirming that no segmental information was included.
AUDIT COMMITTEE ADMINISTRATIVE ITEMS
‘Quality of care’ agenda item
Noting that the board has three quality committees, the audit committee agreed to change
the ‘’quality of care’’ header on the audit committee agenda to ‘’other assurance items’’ to
allow broader themes to be discussed. The committee would observe the topics discussed
to ensure there was a balance between the number of quality of care and other assurance
items presented, and agreed that future topics would be both agreed in advance (to help
provide a forward view) and ad-hoc as needed. The committee would continue to receive an
assurance annually on the clinical audit process.
Minutes of the patient and staff experience committee
For completeness, the committee agreed that the confirmed minutes of the patient and staff
experience committee should also be presented at future meetings for information only.
MINUTES OF THE PREVIOUS AUDIT COMMITTEE
Audit committee held on 19 January 2016
Attached are the confirmed minutes of the audit committee meeting held on 19 January
2016.

Action required
The board is asked to note the report.
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Trust strategic priorities and business planning objectives
supported by this paper

Board assurance risk
number(s)

1.

x

2.
3.
4.
5.

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

x
x
x
x

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

Risks
As outlined above.
Equality analysis
No identified negative impact on equality and diversity
Report from Deborah Oakley, non-executive director and chair of the audit committee
Author(s) Veronica Jackson, committee secretary; Deborah Oakley, non-executive director
and chair of the audit committee
Date 20 April 2016
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Minutes of the Audit Committee
18 January 2016

Present:
Ms Deborah Oakley
Mr Stephen Ainger
Ms Jenny Owen
In attendance:
Ms Caroline Clarke
Mr Mike Dinan
Ms Lubna Dharssi
Mr Stevan Burternshaw
Ms Gemma Higginson
Mr Neil Thomas
Mr Dean Gibbs
Mr Joe Farnell
Ms Lynn Pamment
Mr Charles Martin
Ms Julie Dawes
Mr David Grantham
Ms Veronica Jackson

non-executive director (committee chair)
non-executive director
non-executive director
chief financial officer and deputy chief executive
director of financial operations
assistant director of finance – financial control
senior consultant - RSM
managing consultant – RSM
head of internal audit - partner, KPMG (joined the meeting at 1600)
senior manager, KPMG
manager, KPMG
engagement leader – PricewaterhouseCoopers (by conference phone)
engagement manager - PricewaterhouseCoopers
interim trust secretary
director of workforce and organisational development (item 99/15-16 only)
committee secretary (minutes)

ACTION
79/15-16

APOLOGIES FOR ABSENCE
Apologies were received from Dean Finch (non-executive director) and David Foley
(director of fraud risk services – RSM).

80/15-16

MINUTES OF THE AUDIT COMMITTEE MEETING HELD ON 26 NOVEMBER 2015
The minutes were agreed as a true record of the meeting, subject to the following
amendments:


58/15-16 - The action regarding the outpatient clinics was part of the safeguarding
action and not a separate action and so would be removed.



65/15-16 – the fourth bullet point would be reworded to reflect that KPMG did liaise
with executives regularly but this was mainly by way of the work on and arising from
their audits etc., rather than attending the trust executive committee etc.



66/15-16 – the third bullet would be reworded to show that elevation was neither
higher nor lower; it was consistent with the previous year.

ACTION LOG AND MATTERS ARISING
81/15-16

Review open actions log (for noting)
The committee reviewed the action log:




72/15/16(a) EDRM tender waiver– an update had not been provided to the
committee as the chief information officer (CIO) had sought but not received
clarification on the committee’s expectations in this regards. As the RFL was now
an enlarged trust the committee wanted to assure itself that the trust was getting
value for money with the extension of this contract. The director of financial
operations would clarify this action with the CIO.
32/15-16 - NEPT – a progress update was due to be given at the next patient and
staff experience committee (PSEC) the following week. The director of financial
operations noted the amount of work undertaken on the contract since October,
adding that he had ensured Ms Owen, non-executive director and chair of the
1
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PSEC had been kept updated on progress made thus far.
The committee discussed how to progress the internal audit review on nonemergency patient transport in light of the above, in particular whether to amend the
scope and timing of the audit. This was discussed further under item 94/15-16.
82/15-16

Notice of discussion of items marked ‘for information’ (by exception)
Members would consider for discussion those items marked ‘’for information’’ as the chair
progressed through the agenda.
ASSURANCE ITEM

83/15-16

Imposition of top down targets – Carter review and agency caps and implications for quality
As reported in the committee’s previous report to the board, the trust had received the first
cut of the benchmarking data in relation to the Adjusted Treatment Cost (ATC) analysis.
Although the report was still in draft at present the committee noted that the RFL had the
lowest ATC of any acute provider. Notwithstanding the inevitable issues with this type of
data collection, the committee congratulated management on this result and noted the
progress made over many years in reducing costs.
The ATC was based on the trust’s reference costs data. The director of financial operations
considered that the data provided a good starting point for identifying the most efficient
practices and where the greatest efficiency opportunities existed. Specific reference was
made to better understanding the methodology used and applying this to identifying priority
QIPP savings and other potential savings opportunities. It was also considered that the
data provided a useful method of benchmarking, with the director of financial operations
adding that benchmarking activity against the nursing establishment would be undertaken
first.
The committee were assured that the trust’s usual processes for assessing quality impact
would be applied to any cost saving initiatives.
It was noted that implementation would be monitored by the finance and performance
committee.
EXTERNAL AUDIT

84/15-16

Progress report
The committee received PwC’s progress report. PwC had undertaken their data migration
work for the trust’s new general ledger with minor discrepancies only, and thanked the
assistant director of finance – financial control for her help in progressing this so swiftly.
They had also continued to re-assess their risk assessment of the trust, confirming that the
assessment of the risks identified in the external audit plan remained valid.
The committee noted the top health industry issues for 2016 report:



Care in the community - the trust was actively engaged in this through its work on
the Vanguard / new models of care.
New databases improve patient care and consumer health – this would be
considered as part of the work on improving data and analytical reporting in general
and in line with the relevant guidance.

The chair asked about the limited assurance audit report (which was mandated as part of
the quality account) in respect of the A&E and remaining 18 weeks indicator. The
engagement manager for PwC had not yet had the opportunity to speak with the deputy
director for clinical governance and performance and her team about the nature of this
year’s quality indicators. He would seek clarity on what was needed, by when and the risks
/ issues and report back at the March committee. It was noted that the council of governors
would be asked to discuss their quality account priorities at the council meeting later that
2
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evening.
85/15-16

Top health industry issues for 2016 – Thriving in the new health economy
The committee found the report very useful in providing a forward view, noting that the
Kings Fund had also provided a similar report.

86/15-16

Audit committee responses to PwC’s questions on fraud
As part of the external audit plan, the trust was asked to provide its views on fraud. The
trust’s responses, noting in particular the role of the local counter fraud specialist and the
monitoring role played by the audit committee, were presented at the meeting. PwC
confirmed acceptance of the trust’s responses.

87/15-16

RFL NHS FT 2015/16 annual accounts timetable and plan
The committee noted the accounts timetable and plan for preparation and submission of the
trust’s annual accounts to Monitor. Although not listed in the report, the chair confirmed
that a date had been set for the May trust board. Dates had also been agreed for the audit
committee workshop to review the annual accounts and the audit committee to recommend
the board sign off the accounts, both prior to the board. Details as follows:




Audit committee workshop to review annual accounts – 16 May 2016, 1400 - 1630
Audit committee meeting – 25 May 2016, 0830 - 1100
Trust board (confidential) – 25 May 2016, 1400 - 1700

The assistant director of finance – financial control was liaising with Montague Evans in
relation to the valuation of the trust’s estate; she would provide an update at the March audit
committee.

LD

COUNTER FRAUD
88/15-16

LCFS progress report
The following was noted:


LCFS highlighted that following closure of two specific cases,



It was expected that the final reports in regards to mandate fraud and declaration of
interests and gifts and hospitality processes would be completed by the March
committee.
Since the last meeting a total of three cases had been closed. There had been no
new referrals.
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MD, LD
LCFS had had
agreed a recommendation with the assistant director of finance – financial control to
improve controls in this regard; this would be added to the recommendations tracker.
LCFS confirmed that the recommendations in relation to the
were due for completion by end of February. They would ensure that these were
implemented by the next meeting.

LCFS

LCFS

MD
Mr Ainger, non-executive director sought clarification on

89/15-16

Fraud in the NHS, A year on – benchmarking fraud 2015
The committee found the report helpful but considered it would be much more useful to see
where the trust was rated (e.g. per 1000 employees) against other acute foundation trusts in
each of the categories. LCFS offered to follow this up as a standalone piece of work.

LCFS

It was noted that the increase in the total of number of reactive referrals was attributed to
the high number of referrals for LCFS’s commissioner clients.
LCFS would incorporate the work on fraud proofing in next year’s counter fraud annual plan,
liaising with the assistant director of finance – financial control as required.
GOVERNANCE
90/15-16

Patient safety committee minutes – October and December 2015
The minutes were noted.

91/15-16

Board assurance framework
The committee reviewed the BAF.
A risk had been added to the framework on cyber security (R5.3) following the audit
committee’s recommendation and subsequent approval at the board. However the
committee recommended that this be expanded to include information security and the risks
posed by individuals, staff members etc. The director of planning, owner of the BAF, would
be asked to reword the risk.

KF

The committee discussed whether there were risks or areas where further assurance was
required.
The committee asked that an update on the IM&T strategy be presented at a future
meeting. The chief finance officer noted that the trust did not have a current digital strategy.
However, there was an IM&T roadmap but this could benefit from improvement, adding that
4
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a review of analytical capacity and improving clinical quality and safety was needed. She
commented that future IT investments should be seen as change management
programmes rather than simply IT projects.
The head of internal audit raised the issue of an education strategy, adding that all other
teaching hospitals appeared to have one. It was noted that the clinical performance
committee reviewed the undergraduate medical student feedback at every meeting; this
gave an indication of the quality of teaching provided. Feedback was generally positive.
There was also a report going to the trust board. The committee concluded that they felt
there was sufficient assurance already in relation to this area.
Ms Owen, non-executive director commented that the greatest risks appeared to be mainly
financial.
The committee noted the significance of the re-build of Chase Farm Hospital to the trust’s
strategy. Although there were assurance processes in place, both internal and external, it
was noted that decisions were having to be made quickly in order to achieve the overall
timetable. The committee requested a brief report for the next meeting on the current
assurance processes in place for the work undertaken so far and the plan for future
assurance. Chase Farm would be considered for inclusion in next year’s internal audit
plan.

CC, AP,
MD
KPMG

FINANCIAL
92/15-16

Tender waivers: pharmacy, supplies and projects
The committee received the regular report showing tender waivers over £30,000. The
committee stressed the need to ensure that tender waivers were delivering value for money,

The director of financial operations agreed to provide additional details in future tender
waiver reports in relation to those over £150,000 in any 12 month period and consultancy
service waivers.
93//15-16

MD

Losses and special payments
The assistant director of financial operations - financial control had been focussing on
agreed debt following merger of the new finance systems and ensuring that processes were
managed consistently across all sites. She added that some debt would be removed/
written off in the coming months, so the figures would appear higher in the next report to the
committee.
INTERNAL AUDIT

94/15-16

Progress report
KPMG were on track to complete all their outstanding reviews by the end of the year.
The committee discussed the timing of the audit on the non-emergency patient transport
contract,
It was agreed
that an audit on this would be re-added to the plan, with a place holder for completion this
year or early next year. It was suggested that this audit could possibly replace a lower
priority audit.
A discussion was had on the caps on pay for agency workers noted in the technical report.
The chief finance officer assured the committee that the trust used and adhered to the
Monitor toolkit guidance and other mechanisms , adding that this issue was discussed in
5
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detail and the planned agency report reviewed at the weekly financial trust executive
committee (TEC) pre-meet. There was further assurance that this was getting the
necessary executive scrutiny, particularly in terms of safety, by way of the monthly safer
nurse staffing reports to the trust board. However, it was suggested that these reports
could benefit from a section on adhering to the Monitor toolkit.
95/15-16

Follow up recommendations
The committee was pleased to note the continuing good progress that had been made
since the last meeting in reducing the number of overdue internal audit recommendations
(33 reduced to 23).
The head of internal audit added that due dates had now been allocated to the
recommendations in relation to cancelled operations. It was noted that the new head of
reporting and analytics was being brought up to speed on the data quality – data migration
and systems integration recommendation; a due date would be confirmed in the next report
to the committee. In addition, a new member of staff was dealing with the work on the
pathology joint venture; an update would be included in the next report.
Those remaining recommendations that had not yet been allocated due dates would be
subject to an enhanced timing schedule and were expected to be closed by March.

96/15-16

Bank and agency controls
The committee received internal audit’s review of the trust’s processes for the preparation of
the monthly temporary staffing return to Monitor and was pleased to note the rating of
‘Significant assurance’ (Green). The committee considered this to be an excellent result
and an important piece of assurance for the board. The committee offered its thanks to the
director of financial operations and the assistant director of finance – financial control for
their efforts which had led to the positive rating.

97/15-16

Financial controls
The committee received internal audit’s review of the trust’s design and operation of
controls relating to accounts payable, accounts receivable and tendering and was pleased
to note the rating of ‘Significant assurance with minor improvement potential’ (AmberGreen). The committee noted that there were a lot of recommendations arising from the
audit. The external auditors would wish to confirm that some of these actions had been
completed by the end of the financial year. It was also noted that due to the speed in
completing the audit, many of the recommendations had not yet been allocated completion
dates. The committee agreed not to revisit the recommendations on condition that they
were completed within the next six months.

98/15-16

Cost improvement plans
The committee received internal audit’s review of the trust’s processes for planning and
monitoring cost saving schemes, including the process for ensuring quality impact was
assessed, noting the rating of ‘Partial assurance with improvements required’ (Amber-Red).
KPMG reported that the trust had a well-designed process for identifying savings and
documenting how these would be delivered. However, focus was needed on ensuring that
the processes were adhered to consistently and documentation completed and approved
accordingly.
A discussion was had on ensuring that smaller and medium investment schemes were
receiving the correct scrutiny as the higher / over-threshold schemes, as it was noted that
the project initiation document (PID) appeared to be more suited to the latter (capital
investment over £250k). Furthermore, such PIDs were reviewed and approved by TEC, but
this executive oversight could potentially have been lost on the smaller and medium
investment schemes. It was noted, however, that many of the aforementioned involved
divisional / speciality schemes and so received the necessary scrutiny at those levels. The
chief finance officer considered that clear processes were in place for signing-off
investments, but added that there was potentially room for improvement in terms of tighter
6
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controls, better recording of information and approval at the appropriate executive level
(chief finance officer, director of nursing, medical director). It was suggested that it could
be helpful to see what other trust’s processes were in this regards.
99/15-16

MD, LD

Safeguarding
The committee received internal audit’s review of the trust’s processes for assessing
safeguarding concerns for child and adult patients and obtaining appropriate authorisation
when applying deprivation of liberty, and was pleased to note the rating of ‘Significant
assurance with minor improvement potential’ (Amber-Green). A comment was made that
the four recommendations should be high priority rather than medium and low priority as the
key issue was patient safety. However, noting the timelines for implementation, the
committee was satisfied that the issues raised were being addressed within an acceptable
timescale.
The committee considered that it needed external assurance that safeguarding processes
within the paediatric urgent care centre at Chase Farm hospital were also robust as these
had not been subject to internal audit since the BEH strategy was implemented. KPMG
agreed to undertake an audit with a sample size of 40 representing the importance of this
area; this would be completed by March and a report taken to the committee that month.
WHISTLEBLOWING

100/15-16

Incidents of whistleblowing, including incidents log
The director of workforce and organisational development was in attendance for this item.
He reported that some of the incidents were now closed and others remained open whilst
investigations were being conducted. The following was noted in particular:



National whistleblowing policy – it was noted that the trust’s review of its internal
whistleblowing policy had taken into account Monitor’s recommendations. As such
the director of workforce did not foresee any changes to the current internal policy.



Whistleblowing guardians meeting – this was attended by Jenny Owen, nonexecutive director and the director of workforce and OD. Members of the Union
were also in attendance. The whistleblowing log was reviewed at that meeting.
7
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The committee thanked the director of workforce and organisational development for
attending.
PRIVATE MEETING BETWEEN AUDIT COMMITTEE MEMBERS AND AUDITORS AND
COUNTER FRAUD OFFICERS
101/15-16

No private meeting between the members, internal audit, external audit and local fraud
services was requested or held on this occasion.

102/15-16

BOARD REPORTING
The audit committee report to the board on 27 January 2016 would include the following:









Carter review – positive aspects
PwC’s interim work on data migration with minor discrepancies
Noted 2015/16 annual accounts timetable
Agreed Chase Farm redevelopment as next assurance item
Internal audit of safeguarding at Chase Farm hospital’s paediatric urgent care
centre by March 2016
Request for greater detail on value for money on tender waivers over £150k and
consultant services
Outcome of internal audit reviews
Internal audit progress against recommendations

Date of next meeting
The committee would next meet on 10 March 2016, 1130 – 1400 in the boardroom, executive offices,
second floor, Royal Free Hospital, Pond Street, London, NW3 2QG.

8
Final agreed version
10.03.16 at 1400

Paper 15

Report to

Date of meeting

Attachment number

Trust Board

27 April 2016

Paper 15

REPORT FROM FINANCE AND PERFORMANCE COMMITTEE HELD ON 21 APRIL 2016
AND QUARTER 4 MONITOR SUBMISSION
Executive summary
This report is to inform the board of the matters discussed at the finance and performance
committee (F&P) held on 21 April 2016.


The committee considered the financial position as at Month 12, noting the ongoing
serious financial situation. Consequently, a detailed discussion was had on the trust’s
financial improvement plan (FIP) for 2016/17. This programme of work had been
developed and would be delivered in alignment with the NHS Improvement (NHSI) FIP
underway nationally and would be led by the deputy chief executive.



The committee reviewed the latest QIPP delivery update 2015/16. Actual QIPP delivery
at the end of month 12 was £40.1m which was a shortfall of £7.9m against the plan of
£48m. The year-end outturn position was in line with the forecast at month 11. The
outturn position was due to under achievement within the clinical divisions (£3.8m) and
the corporate division of (£4.1m).
The committee also received an overview of the progress against the development of
2016/17 QIPP schemes and also the 5 year transformation programme. It was noted that
the trust had started the new financial year having needed to identify additional future
QIPP schemes as those schemes currently agreed equated to only £21.9m against a
target of £46.3m.



The committee received a report on the increased pay costs relating to the trust’s nonclinical support services. It was disappointed to note that the trust’s aim of delivering
greater value and reduced cost of support service functions through delivery of integration
and modernisation of those services appeared not to have been achieved.



The committee discussed the Monitor risk assessment framework, in particular the trust’s
performance in relation to the cancer targets, and the impact on the trust in respect of the
increase in the number of A&E attendances due to ongoing winter pressures.



The committee received the final trust operational plan for 2016/17. An exercise was
underway to link the performance trajectories to activity to show growth year and year,
with a report taken to the committee thereafter.



The committee received the regular capital expenditure report. It noted that activity on the
trust’s key capital schemes over the last year had been good, particularly in relation to the
redevelopment of Chase Farm Hospital and the ward refurbishment project.



The committee reviewed its draft terms of reference which had been amended to reflect
those responsibilities it has subsumed from the recently dissolved strategy and investment
committee, and in line with best practice. Subject to minor amendments, the committee
approved the terms of reference noting that they reflected the status-quo, but agreed to
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revisit them in 6 months’ time following agreement of the trust’s revised scheme of
delegation.
QUARTER 4 MONITOR SUBMISSION


The finance and performance committee recommend to the board that the following
statements are approved for submission to Monitor as part of the Quarter 4 monitoring
submission.

For Finance, that:
The board anticipates that the trust will continue to maintain a financial risk rating of at least
2 over the next 12 months.
The Board anticipates that the trust's capital expenditure for the remainder of the financial year
will not materially differ from the amended forecast in this financial return.
The board confirms that there are no matters arising in the quarter requiring an exception report
to Monitor (per the Risk Assessment Framework, page 22, diagram 6) which have not already
been reported.
For Governance that:
The board is satisfied that plans in place are sufficient to ensure: ongoing compliance with all
existing targets (after the application of thresholds) as set out in Appendix A of the Risk
Assessment Framework, other than the 62 day cancer target and the A&E target; and a
commitment to comply with all other known targets going forwards, other than those that are the
subject of a continuing governance adjustment per Monitor’s decision of 30 May 2014.

Action required
The board is asked to note the update from the committee and approve the above statements for
submission to Monitor
Equality impact assessment
No negative impact on equality or diversity.
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