Public Briefing - 15th March 2019
15 March 2019, 09:30 to 11:00
Conference Room 1, PGMC, Epsom Hospital

Agenda
1.

Chairman's welcome and introduction
Laurence Newman

2.

Update on the Epsom land sale
Daniel Elkeles

3.

Integrated performance and risk report - Month 10
- Safe and effective
- Caring and responsive
- Well Led and resources
- Corporate risk register

4.

IPR 1819 report m10 v1.0 Board.pdf

(17 pages)

Risk Register - TB 15.03.2019.pdf

(17 pages)

CEO's strategic update (verbal)
Daniel Elkeles

5.

Feedback from 15 steps challenge

6.

Opportunity to ask questions

7.

Dates of future public meetings:-

7.1.

Public Board Meeting - 9.30am to 11.30am Friday, 12th
April 2019 in the Whitehall Lecture Theatre, St Helier

7.2.

Public briefing - 9.30am to 11.00am Friday, 10th May in the
Florence and Nightingale Rooms, PGMC, Epsom Hospital

Integrated Performance Report
January 2019 (month 10) - SUMMARY

STRENGTHS

STRENGTHS

STRENGTHS

Both Hospital Standardised Mortality Rates and
Summary Hospital Mortality Rates remain below
national averages.

Friends and Family Test: A&E, Maternity and
Outpatient perform well on recommended score.

Strong communications activity continues with
media coverage and public engagement.

All Cancer targets were achieved in Q3 with the
exception of 62 day screening programme
standard (1 case).

Clinical workforce level consistently high.

Safe staffing indicators remain above threshold
the overall trust score is now as high as it has ever
been since we started reporting this.

I&E before PSF on target for January.

Five C.diff infection reported for January however
in line with both the monthly and year to date
trajectory.

DEVELOPMENT AREA

Dementia risk assessment compliance remains
below threshold in December (reported a month
in arrears).

Statutory and Mandatory Training Compliance
above target in January.

DEVELOPMENT AREA

DEVELOPMENT AREA

A&E and RTT incomplete pathways standards
remain challenged.

The Trust has recorded a profit of £0.4m in
January including PSF. This is £0.3m adverse than
plan year to date.

Diagnositcs 6 weeks waiting standard
performance below in January.
Last minute cancellation still over the ceiling
target in January, but below the same period last
year.

Workforce key metrics (Stafff turnover, vacancy
rate, sickness absence) remain above ceiling
threshold.

RISK REGISTER:
The trust’s corporate risk register will be reviewed at the March Performance Assurance and Risk Committee.
Challenges continue with the achievement of A&E access standard and Referral to Treatment Time (RTT) performance targets across a number of specialties.
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1-1 Safe and Effective: Improve patient safety and reduce avoidable harm - MORTALITY Mortality information is reviewed at the monthly RADAH (Reducing Avoidable Death and Harm) committee.

Description

Period

Ratio of the observed to the expected number of
deaths, multiplied by 100. HSMR (Hospital
Standardised Mortality Ratio) is in-hospital
deaths, covering 56 Diagnosis groups, adjusted
for palliative care.

Nov17 - Oct18

Measure

Total HSMR

Trend

Variation and Risks
Total HSMR: In October the HSMR relative risk
ratio was 96.1 and therefore below the national
average.
Elective HSMR: There were 2 elective deaths in
October and 15 elective deaths during the 12 month
reporting period against the expected 16.

99.3

Data source: HED

Nov17 - Oct18

HSMR
Elective /
Nonelective
split

Weekend
HSMR

Non elective

99.4

Elective

95.9

See above.
Data source: HED

Ratio of the observed to the expected number of
deaths, multiplied by 100. HSMR (Hospital
Standardised Mortality Ratio) is in-hospital
deaths, covering 56 Diagnosis groups, adjusted
for palliative care.

Nov17 - Oct18

103.1

Weekend HSMR
The HSMR by day of week of admission is within
expectation for all days of the week.

Data source: HED

Mortality
- SHMI (quarterly)

Ratio of the observed to the expected number of deaths.
SHMI (Summary Hospital Mortality Indicator) includes all inhospital deaths as well as deaths occuring 30 days after
discharge from the hospital.
Data source: NHS Digital (Quarterly)

Mortality
review forms

Jul 17 Jun 18

0.95

From April 2017, Trusts will be required to collect and publish on a
quarterly basis specified information on deaths. This should be
through a paper and an agenda item to a public Board meeting in
each quarter to set out the Trust’s policy and approach (by the end of
Q2) and publication of the data and learning points (from Q3
onwards).

Published Nov18 for data up to Jun18:
Year to Jun18 SHMI was 0.95, compared to
0.95 the previous reporting period (to Mar18).
Remains within expectations.
Next publication Feb19

The Trust has a board approved process,
published on Trust website, for mortality
review. Data on number of reviews undertaken
and learning will be shared.
The Trust is increasing the number of doctors
who are trained to perform the more detailed
structured judgement reviews.
Executive lead: Ruth Charlton and James Marsh
Report lead: Joint Medical Directors
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1-2 Safe and Effective: Improve patient safety and reduce avoidable harm - QUALITY MEASURES NOTE: Measures in this section are reported one month in arrears, and therefore the report shows December 2018 (month 9)

Measure

Risk
assessment
Stroke

Stroke
Transient
Ischaemic
Attack

Risk
assessment

VTE

Risk
assessment

Dementia

Report Period

Description

80% of the patients
spending at least 90% of
their time in the stroke
unit

Higher risk TIA cases to
be treated within 24
hours. Threshold is 60%

Proportion of patients
assessed on admission
for Venous Thromboembolism (VTE) risk.
The threshold is 95%.

Assessment and referral for
patients 75+yrs admitted as
emergency for more than 72
hours and identified as
potentially having dementia.
Threshold is 90% for both
KPIs

Trend

Variation and Risks

17/18

Dec

Epsom

59.5%

81.0%

St Helier

77.6%

52.0%

Stroke patients in the stroke unit
65.2% Trust total in December with St Helier
below target.

Epsom

63.9%

83.3%

Transient Ischamic Attack
Epsom above target in December with a Trust
total of 54.5%.

St Helier

51.2%

20.0%

Total admission

93.2%

94.5%

Elective

95.3%

96.3%

Non elective

91.8%

92.1%

Screening

35.5%

41.1%

Risk
assessment

68.2%

75.3%

VTE risk assessment
Below target in December. Risk assessment is
done using the clinical risk assessment criteria
described in the national tool.

Dementia
Trust wide strategy is being developed to
improve assessment and delivery of the care of
dementia patients.

ADDITIONAL INFORMATION

Emergency readmissions

Metric methodology is currently under national review.
Executive lead: Ruth Charlton and James Marsh
Report lead: Joint Medical Directors
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1-3 Safe and Effective: Reduce avoidable harm

Description
Total Trust Incidents

Number of
Incidents

Incidents
Reporting

Reducing the
occurrence of
avoidable
harm.

Reducing the
occurrence of
avoidable
harm.

Trend / Variation

Jan-19

Patient Safety Incidents

1,126
856

Never Events
Zero tolerance

0

Serious Incidents Requiring
investigation (SIRI) during the
period

4

SIs due and submitted during the
period

100%

Total incidents reported to NRLS
(including re-exports)

765

856

Total PSIs

Of which

Measure

Moderate

17

1.99%

Severe

8

0.93%

Death

1

0.12%

The total numbers and
percentages of the total PSIs
reported during the reporting
month according to moderate,
severe and death incidences
regardless of NRLS status.

The number of Trust Serious incidents reported to SECSU during the reporting month.
Four SI declared in January.
Total 2 SIs due in January, both submitted on time (Clinical Services and Women and Children)
NRLS: The total number of incidents exported in the reporting month regardless of incident reported date
(including severity changes and old incidents).

Concise

Comprehensive

DoC

Division
RCA
Compliance

Duty of
Candour
(DoC)

RCA compliance for all
concise, comprehensive, and
SI reports.
Note: there is no reference
here to grade

Concise

Comprehensive

Moderate or above harm incidents reported for RCA
compliance cases, which required a trust letter sent
to the patient/family.This includes all concise,
comprehensive and SIs with a submission due date
within the reporting month.

64%

0%

100.0%

Cases

Compliance

Cases

Compliance

Cases

Compliance

Medicine

3

67%

3

0%

4

100%

Surgery
Women's & Children's
Clinical Services
Renal
SWLEOC

3
7
2
1
1

33%
86%
50%
0%
100%

3
3
1

100%
100%
100%

1

100%

RCA Compliance
An embedded Root Cause Analysis (RCA) within Datix and has
been sent for approval to the Executive lead within the reporting
month due.

Duty of Candour
12 cases due for submission in
January of which all cases
showed DoC evidence.

Note: no overdue NPSAS alert in January.
NOTE: Due to lack of statistical significance, caution is required when
drawing conclusions from the SI data.
Executive lead:
Report lead:
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James Marsh and Ruth Charlton, Joint Medical Directors
Jill Down, Associate Director of Quality
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1-5 Safe and Effective: SAFE STAFFING
Measure

CHPPD

Safe Staffing
Registered
nurses (RNs)
Wards

Safe Staffing
Healthcare
assistants
(HCAs)
Wards

Red Flags

Description

Care Hours per Patient
Day (CHPPD): Actual
hours of registered
nurses and HCA’s
divided by total number
of patient admissions
every 24 hours.

RNs monthly
expected hours by
shift versus actual
monthly hours per
shift.
85% threshold.

HCAs monthly
expected hours by shift
versus actual monthly
hours per shift.
85% threshold.

Jan-19

RN

5.2

HCA

3.0

Total

8.3

Day shift

89%

Night
shift

96%

Day shift

109%

Night
shift

116%

The Trust reports Red Flags as
less than 2 RNs on duty.

TBC

Trend and Variation

Comments

Trust RN CHPPD shows a slight decrease from last
month but remains consistent over the last year. HCA
CHPPD shows a slight increase from last month and
the overall CHPPD is down slightly, however
maintained over the last year.
12 wards had low actual RN hours on day shift (less
than 85%). This is due to vacancy. Timely roster
approval is being monitored and hierarchy of delegation
to approve agency is now in place, to improve this.
Controls and monitoring of spend via weekly reports
occurs.
The HCA shift fill rate above 100% is due to mitigation
of unfilled RN shifts with additional HCA and patients
requiring enhanced care. The high actual HCA hours at
night is due to patients who require enhanced care. Use
of RMN at Epsom has increased the RN fill rate during
the day and night.

The trust is extending its reporting of red flags to include all 6 flags as recommended by NICE. This will give consistency in
line with NHSI recommendations. Initially it is expected that there will be an increase in the number of red flag reported,
however there will be consistency and stability around this within the next 2/3 months.

Additional Information

Red Shifts

The Trust will be reporting red shifts from next month, in order to give the usual oversight and assurance to the board that there is scrutiny on all areas around safe
staffing. Red flags are those that remain red for more than an hour, following review, application of professional judgement and mitigation at the 8.30 Staffing Meeting
using Safecare, acuity and dependency tool. If a shift remains red there is clear escalation process in the Safe Staffing Policy to mitigate this. Within the next 6 weeks
there are actions in place to ensure consistency and an accurate picture, in reporting these shifts.

Executive lead:
Report lead:
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Arlene Wellman, Chief Nurse
Pippa King, Workforce Matron
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1-6 Safe and Effective: Healthcare Associated Infection (HCAI)
Measure

MRSA
bacteraemia

Clostridium

Difficile

E.Coli

MSSA

Description
Number of MRSA
Blood Stream
Infection (BSI)
National objective is
zero tolerance of
avoidable MRSA
bacteraemias

National target
applied for the Trust
for 18/19 are 38
cases / 15.9 per
100,000 beddays, on
or after the 4th day
of admission

Reporting on MSSA
and E.Coli have
been mandatory for
NHS Trusts. There
are currently no
target associated.

Reporting on MSSA
and E.Coli have
been mandatory for
NHS Trusts. There
are currently no
target associated.

17/18

YTD

Jan-19

Number of
case(s)

5

1

0

per 100,000
beddays

1.8

0.5

0.0

Number of
case(s)

40

30

5

per 100,000
beddays

14.7

13.8

21.7

Total cases

245

247

11

Trust
apportioned

NA

27

3

Total cases

75

70

3

Trust
apportioned

17

18

3

Additional Information

Trend

Variation, Risk and Actions

MRSA
Zero MRSA bloodstream infections. YTD =1
C.Diff
5 Trust-apportioned cases in January against month
trajectory of 5. YTD 30 under trajectory of 31.
E.Coli and MSSA
There were 11 cases of E.coli in January with 3
counting as trust apportioned (post 48 hours).
There were 3 MSSA counting as trust apportioned.

Hand
Hygiene
(HH)

Audit is undertaken
in accordance with
the WHO guidance
on the five
moments of hand
hygiene.

• Increased cases of influenza, diarrhoea and or vomiting across the
Trust placing an enormous pressure on isolation capacity.
• Confirmed norovirus outbreaks in the last week of January on A6,
Buckley, Chuter Ede, Alexandra and on Croft wards. This resulted in
some partial ward closures which helped to maintain capacity flow.
• Work on updating all IPC policies has commenced, 11 polices have
been uploaded onto Victor.
• Continued focus on hand hygiene. Medical Directors and Chief Nurse
have sent out communication to all staff to comply with Bare Below the
Elbows trust policy.

Executive lead:
Report lead:
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Arlene Wellman, Chief Nurse and Director of Infection Prevention and Control
Prodine Kubalalika, Head of Nursing & Deputy Director of Infection Prevention and Control
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2-1 Caring and Responsive: MATERNITY CARE
Measure

Description

1:1 care by
a midwife /
doctor in
labour

Percentage of deliveries
receiving 1 to 1 care by a
midwife or a doctor during
labour. Internal target 95% or
higher.

Caesarean
sections
Total

Percentage of caesarean section
out of total births.
Caesarean sections are counted
in total.
Threshold is lower than London
average (29% as at Jan17)

Caesarean
sections
Emergency

Severe
Post
Partum
Haemorrhage

Neonatal
Encephalop
athy Rate

Birth
Centres

3rd/4th
degree tear
rates

Dec-18

Jan-19

99.5%

98.6%

99%

100.0%

St Helier

29.2%

35.6%

Epsom

28.9%

32.5%

St Helier

18.3%

13.3%

Epsom

18.6%

19.4%

St Helier

2.0%

3.3%

Epsom

3.2%

3.1%

St Helier

0

0

Epsom

0

0

15.8%

12.8%

St Helier

Epsom

Trend and Variation

Comments

1:1 Care in Labour
Trust wide performance 99.19%
Metric includes BBA's which is why the target is not
100%.
In January there were 3 BBA's reported.
BBA: Born Before Arrival

All Caesarean Sections
Trust wide performance 34.2%.
Emergency CS 18.1% (above Jan-17 London average of
17%).
There is a known correlation between induction and
increased rates of intervention, and caesarean section
however this must be balanced with neonatal outcomes
which continue to be good.

Percentage of unplanned
caesarean section out of total
births.

Percentage of deliveries with
severe post partum
haemorrhage (PPH) greater
than 1500 mls.
Threshold is 3% or lower.

Neonatal encephalopathy is a
clinically defined syndrome of
disturbed neurological function in
the earliest days of life in an
infant born at or beyond 35
weeks of gestation.

Birth centre births as a
percentage of total births.
Benchmark is 15% or higher.

Major perineal lacerations at
vaginal birth are the most
common cause of
analincontinence later in life.

St Helier

Post Partum Haemorrhage: 3.2% Trust wide
performance.
On-going PPH work: Carbotocin agreed for caesarean
sections | On-going training in the assessment of blood
loss and weighing of swabs with PDM team | Use of
instruments and clinical supervision for doctors | Ongoing
audit and review of cases | Fetal pillow for second stage
caesarean sections
No case of Neonatal HIE in December.
HIE: Hypoxic ischemic encephalopathy

13.5% Trust wide performance for January.
Drop in both sites.
Epsom

18.0%

14.4%

St Helier

0.0%

2.9%
3.3% Trust wide for January

Epsom

8.1%

3.7%

Executive lead:
Report lead:
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Arlene Wellman, Chief Nurse
Marion Louki, Director of Midwifery & Gynaecology
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2-2 Caring and Responsive: PATIENT EXPERIENCE (1) - Friends and Family Test
Description

Measure

FFT
Inpatient
(includes
daycases)

FFT
Maternity

Friends and
Family Test
for
Inpatient
Wards and
Daycases

Friends and
Family Test
for
Marternity
- Question 2
(birth) only

Response rate
20-24% : amber
24%+ : green

Dec-18
London

Dec-18

Jan-19

19.1%

29.6%

34.3%

Recommend score
Internal target 94%

94.5%

93.0%

92.9%

Response rate
15-25% : amber
25%+ : green

17.5%

17.6%

14.0%

Recommend score
Internal target 96%

95.7%

98.0%

97.1%

1,765

1,854

92.2%

92.9%

Number of responses
FFT
Outpatients

Trend - recommend score

Friends and
Family Test
for
A&E
Department

91.8%

Response rate
13-18% : amber
18%+ : green

11.1%

18.6%

18.30%

Recommend score
Internal target 82%

84.8%

84.9%

84.2%

Comments

The Trust is above target for
response rate in all areas except
Maternity (14%). The inpatient
response rate remains high at
34%. The recommend scores for
both of these areas are stable
(Maternity above target; inpatients
marginally below).
The response rate and
recommend scores in A&E remain
above target consistently.
Outpatients recommend and not
recommend scores have both
improved (recommend score
above target and both national and
London averages; not recommend
score back to below 3%).

Friends and
Family Test
for Outpatient

Recommend score
Internal target 92%

FFT
A&E

Trend - response rate

With the exception of the inpatient
response rate, all areas show
scores that are in line with or a
slight improvement when
compared to January 2018.

The overall recommend (91.4%) and not recommend score (4.53%) have improved when compared to the previous month. The number of patients who would not recommend our services is the lowest (best)
it has been since August. A dashboard of more granular performance information for FFT is being developed and will inform the support work of the Patient Experience Team. This will also be used to
highlighted key measures to divisional leadership, in addition to the information routinely available in monthly reporting.

Division
Medicine

Divisional Peformance
(Overall FFT)

8/17

Recommend
ed Score

3,021

87.4%

Women&Children

989

95.5%

Clinical Services

1,058

94.8%

Surgery

1,581

92.9%

Renal

230

93.9%

SWLEOC

502

98.6%

Response
rate

Recommend
ed Score

StHelier

17.1%

83.0%

Epsom

19.3%

85.8%

Site
Site level performance
(A&E FFT)

Responses

Negative comments

Positive comments

Wordcloud will be added once the information is processed

Executive lead: Lisa Thomson, Director of Communications and Patient Experience
Report lead: Adam Watkins, Head of Patient Experience
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2-2 Caring and Responsive: PATIENT EXPERIENCE (2) - PALS and Complaints
Measure

PALS

Description

A PALS 'contact' can be a
general enquiry, request for
information, or a patient,
relative or visitor raising a
concern about an aspect of
their care or experience of
our services. Contacts are
received face-to-face, via the
telephone, email or in
writing.

17/18

5,244

Jan-19

586

Trend / Variation
Enquiry/request for information/advice
Clinical care and treatment
Communication and information
Delay in care arrangements
Attitude
Discharge arrangements
Ambulance service
Patient property and valuables
Accommodation, facilities and equipment
Car parking
Hotel services and security
Patient safety
Complaints handling
Patient privacy and dignity
Medical records
Consent to treatment
Other subjects

Inquiry
188
141
138
106
25
21
14
12
11
7
7
4
4
4
4
1
1

%
27.3%
20.5%
20.1%
15.4%
3.6%
3.1%
2.0%
1.7%
1.6%
1.0%
1.0%
0.6%
0.6%
0.6%
0.6%
0.1%
0.1%

Commentary

PALS received 586 contacts in January 2019 - this is the highest
number received in a single month, and is a significant increase on
both the previous month and the number received in the same period
last year. There were 688 subjects recorded against contacts in the
month, continuing the trend of complex cases (ie several cases with
more than one subject of enquiry or concern). The breakdown by
contact type is as follows: 63.5% concerns; 33.9% request for
information/advice/support; and 2.6% positive feedback.
Clinical care and treatment was the most common subject of contacts
received, followed by communication and information.

Communication and information was the most common subject for concerns received (followed by clinical care and treatment, and delay in care arrangements), primarily communication with
admin and clerical staff. 136 contacts related to appointments (83 concerns; 53 requests for information/advice). Following significant improvement in December, the number of concerns about
hospital transport has increased (+100% from previous month), particularly in regard to delay in arranging transport and delay in collection.
It is important to note that a number of contacts regarding clinical care and treatment also contained an element of gratitude for staff or the service (mentioned 33 times; a significant increase
from December 2018).

17/18

Jan-19

Number of new
complaints

531

48

New complaints per
1,000 patient
contacts

0.59

0.58

New
Complaints

Complaints
Response
Rate

All complaints should be
responded to within the
agreed timescale.

61.8%

85.1%

We received 48 new complaints in January an increase of 19
complaints from the previous month, but 12 fewer than the same
month last year. A total of 156 separate concerns were raised across
all complaints received in January. The top subject of complaints
remains clinical care and treatment(88 concerns); with adverse
outcome of treatment/procedure and clinical judgement the top two
themes within this. Attitude has moved to become the second most
common subject of complaints (23 concerns).
85.1% of complaints due in January were responded to within
timescale - this is a significant improvement from the same month last
year (70%) and is the third successive month at or above this level.

Divisional breakdown of performance against timescale for January 2019 (number of complaints due out shown in brackets) is: SWLEOC (2), Clinical Services (1), Patient Services (1) and Renal
(1) = 100%; Surgery CCT&A (10) = 90%; W&C’s (8) = 88%; Estates, Facilities and Capital Projects (5) = 80%; and Medicine (19) = 79%. YTD performance is now at 81.8%.
38 complaints were closed in January (in line with the number closed in December): 17 upheld, 12 partially upheld, 7 not upheld, and 2 were withdrawn (not upheld). The number of cases at
breach remains stable (six consecutive month at or below 10) . The number of reopens remains stable at 21 cases. Only one case was reopened in January (down from 7 in December).
Executive lead: Lisa Thomson, Director of Communications and Patient Experience
Report lead: Adam Watkins, Head of Patient Experience
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2-3 Caring and Responsive: CANCER ACCESS
Measures in this section are reported one month in arrears, and therefore the report shows performance up to December 2018 (month 9)
+
Measure

Urgent
referral to
appointment

DTT to
first
treatment

DTT to
Subsequent

treatment

Urgent GP
referral to
treatment

Urgent
referral to
treatment
non-GP

Description

17/18

Q3

Dec-19

Maximum waiting time of 2 weeks from urgent
GP referral for suspected cancer to first
appointment.
Threshold is 93%.

96.0%

97.3%

98.4%

Maximum waiting time of 31 days from Decision
to Treat (DTT) to first definitive treatment.
Threshold is 96%

98.1%

99.3%

100%

Trend

Demand: Drop in demand in the last two months in line
with the seasonal trend, but still 21% higher than same
month last year, and year to date 22% higher than last
year.

Maximum
waiting time
of 31 days
from DTT to
subsequent
treatment.

Anti-cancer drug regimen
Target is 98%

100%

100%

100%

No breach reported in the last 4 years.
5 cases in December 53 YTD (70 in 17/18 and 62 in
16/17) all treated within standard.

Surgery
Target is 94%

93.9%

100%

100%

3 cases in December, 8 cases YTD all treate within
standard..
Total 36 cases in 17/18 of which 2 breached.

Maximum
waiting time
of 62 days
from referral
to treatment.

From urgent GP referral.
Before reallocation.

84.9%

88.0%

94.2%

From urgent GP referral.
Reallocation applied.
Target is 85%

80.5%

NA

95.7%

Maximum
waiting time
of 62 days
from referral
to treatment.

38 day inter-trust transfer: 15 out of 18 cases
transferred within 38 days (83%) in December.

NHS screening programme. Target
is 90%

72.2%

0.0%

0.0%

Consultant up-grade.
Guide target 85%

85.5%

85.5%

83.3%

Variation and Risk

First case this year in December, of which was not treated
wtihin the standard. 7 cases in 17/18 with 1.5 breaches
and 6.5 cases in 16/17 with 2 breaches.
15 cases in December of which 2.5 breached

31 day standard:
No breach reported in December - two months in a
row. Total 86 cases treated for the month, 808 cases
year to date).
62 day standard GP Urgent Referral:
Best performance for the year in December, bringing
the quarter performance above target. 3.5 breaches for
the month.
Reallocation data provided by the national team reporting still in experimental stage.
Tumour site
breakdown

Performance

Number of
cases

Urology
Skin
Gynaecology
Lower GI
Haematology
Sarcoma
Upper GI
Lung
Head & Neck

100.0%
100.0%
100.0%
100.0%
100.0%
100.0%
84.6%
50.0%
33.3%

27.0
9.5
5.5
5.0
1.5
0.5
6.5
3.0
1.5

ADDITIONAL INFORMATION

100+ day breach

TBC

Executive lead: Dan Bradbury, Chief Operating Officer
Report lead: Badriya Maghrabi, General Manager for Cancer Services & Endoscopy
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2-4 Caring and Responsive: ELECTIVE CARE
Measure

Referral to
Treatment

First
Outpatient
Waiting
Time

Diagnostic
Waiting
Times

last minute
Cancelled
Operation

Bench
mark

Previous

Current

Mar-18

Dec-18

Jan-19

86.1%

87.8%

87.5%

17/18

Dec-18

Jan-19

37

3

5

Median waiting
time (weeks)

8

8

7

Maximum
waiting time
(weeks)

25

26

26

Mar-18

Dec-18

Jan-19

Description
Proportion of patient
waiting within 18 weeks
from referral at month end.
Applies to consultant-led
elective treatment. The
baseline is March 2018
position.

As an important part of the
RTT pathway, the first
outpatient appointment
waits are monitored to
ensure sufficient time for
further treatment.

Trust total

52week
breach

Inpatient
LoS

99.04%

98.7%

98.7%

17/18

Dec-18

Jan-19

% cancelled
0.8% or below

1.49%

1.1%

1.8%

Number of
cancellations

687

40

80

9

2

0

YTD

Dec-18

Jan-19

Overall
Elective

3.36

3.41

3.09

65 years+

4.12

4.13

3.75

28-day std.
zero tolerance

Reducing the LoS requires
proactive planning of the
whole process of care, as
well as active discharge
planning.
(excludes daycases)

Variation and Risk

Referral to Treatment

Maximum waiting time of 6 weeks for 15
key diagnostic tests and procedures.
The threshold is 99%.

Elective operation
cancelled for non clinical
nospital reasons should be
given a binding date of
within 28 days.

Trend

Diagnostics waiting time
96 breaches in January, of these 42 were in
Urodynamics, 23 Cardiology echocardiography, 16 in
Colonoscopy.

Cancelled operation
80 Cancelled operations in January.

Executive lead: Dan Bradbury, Chief Operating Officer
Report lead: Phillipa Jones / Sue Jones, Joint Directors of Planned Care

11/17

11/34

2-5 Caring and Responsive: URGENT CARE
Measure

Accident &
Emergency
Access

Minor A&E
Performance

Stranded
Patients

Delayed
Transfers
of Care
(DToC)

Ambulance
arrivals

Ambulance
Handover
Long waits

Description
Maximum waiting
time of 4 hours in
A&E from arrival to
admission, transfer or
discharge. Target of
95%.

Number of Minor
attendances to A&E
that waited over 4
hours (Target 0 by
Aug-18)

Percentage of
stranded patients per
day on average.

17/18

Qtr.3

Jan-19

4 hr standard
(All)

93.2%

91.5%

87.7%

4 hr standard
(Type1 only)

92.3%

89.9%

85.1%

12 hr trolley
waits

0

0

0

Breaches

67
(Mnthly
Avg)

103
(mnthly
Avg)

97

Discharged
within 7 days

49.7%

49.1%

48.9%

Discharged
within 21 days

23.8%

23.2%

21.6%

3,754

1334

272

1.4%

2.0%

1.2%

Epsom

11,901

3,087

1,046

StHelier

17,132

3,951

1,542

30-60
minutes

2,775

657

285

Over 60 minutes

441

66

42

Number of days delayed within the
month for all patients delayed
throughout the month
Threshold is 3.5% of total beddays.

Number of
ambulances arriving
to A&E. Handovers
are aimed to take
place within 15
minutes.

Handovers between
ambulance and A&E
must not be more
than 60 minutes

Trend
A&E 4 hour standard
The trust was 3rd Acute Trust in London and 33rd
nationally for all performance in January.

Ambulance Handover

Executive lead: Dan Bradbury, Chief Operating Officer
Report lead: Deborah Frodsham, Deputy Chief Operating Officer and Director of Unplanned Care

12/17

12/34

3-1 Well Led / Resources: WORKFORCE (1)
Measure

Vacancy

Description

The difference between the
establishment and the staff In post
as a percentage of establishment,
Threshold revised to 10%

Vacancy
top 5 staff
group

The difference between the
establishment and the staff In post
as a percentage of establishment
by Top 5 Staff Groups based on a
12 month rolling average,
Threshold is 10%

Vacancy
by Staff
Group and
Funded

The difference between the
establishment and the staff In post
as whole time equivalent for Top 5
Staff Groups

Clinical
Workforce

Agency
Rate Cap
Trend

Clinical workforce objective to
increase WTE from Mar-15 to Mar16 by 200 and maintain going
forward

Agency Rate Cap initiative is 0%
Off framework (OF) bookings.
Planned, monitored, approach to
eliminate Over Cap (OC) bookings

17/18

15.1%

16.7%

638

169

Jan-19

Trend

Variation

11.6%

January's vacancy rate at 11.6% has decreased by
0.2% since December and continues the general
downward trend for the year to date. It also
represents a 3.3% decrease compared to January
last year. More details are provided in the vacancy by
staff group analysis.

13.4%

Combined vacancy rate for the Top 5 staff groups is
13.4% in January. This represents 0.4% decrease on
December and is 1.8% higher than the current Trust
rate. Since Jul-18, a downward trend has occurred
within Other Scientific (pharmacists and other non
AHP/HSc) due to increased actual staff WTE.

584

Combined vacancy WTE for the Top 5 staff
groups is 567 in January and a decrease of 16.8
compared to December. There is vacancy
activity across all staff groups due to changes in
actual staffing levels.

482

January shows an increase in the clinical
workforce of 37.1 WTE since December. This
equates to 233 WTE increase for the financial
year to date and 202.6 WTE increase since
January 2018.

OF = 5

OF = 5

OC = 144

OC = 97

Jan. NHSI report: Total Agency over cap av per week
90.Nurse 20, AHP 5, admin 10, Drs 56. OF- Nurse 4.
Pan London Medic bookings over cap, an av.per
week of 18 shifts a week, by 6 Drs. 59% are ad hoc
shifts the remaining are approved lines of work,
which are monitored monthly by Medic rec and Bank.

Executive lead:
Report lead:

13/17

Peter Davies, Director of Corporate Services
Debbie Eyitayo, Dierctor of People

13/34

3-1 Well Led / Resources: WORKFORCE (2)
Measure

Description

Nursing
Net
Monthly
Change

The Nursing Workforce Net Change
report is a monthly snapshot of current
workforce leavers and joiners. The
target is to be cost neutral or increased
staff retention levels.

Medics
Net
Monthly
Change

The Medical Workforce Net Change
report is a monthly WTE view of
workforce joiners and leavers. For this
purpose of this report rotation doctors
have been excluded

Sickness
Absence

This is a combination of short term and
long term sickness absence.
Calculated using the staff in post (FTE)
days lost due to absence. Threshold is
3.8%

17/18

1.7

0.6

4.35%

Jan-19

Variation

38.9

In January, Registered Nurse joiners were 20.24
and leavers 7.57 creating a 12.67 positive Net
change. Unregistered Nurse joiners 29.32 and
leavers 3.07 creating a 26.25 positive Net change.
Overall this created a 38.92 positive Nursing
workforce net monthly change.

-0.8

January saw Medical & Dental joiners 6.2 and
leavers 7 creating a 0.8 negative Net change.
The cumulative change currently sits at an
increase of 40.6 WTE for the year to date.

5.45%

January's rate at 5.45% is 0.75% up on December
and 0.41% above the seasonal trend. MusculoSkeletal (not back problem) remains the top reason
for absence followed by flu-like symptoms. Staff
groups with highest sickness rates are Estates with
9.48% followed by Clinical Support 8.93% and
Nurses with 5.33%
January's turnover is 14%. This represents 0.1%
decrease on December and 0.5% decrease
compared to Jan-18. Directorates with the highest
12 month turnover are POD 21%, Clinical Ops at
18.5% and Clinical Services 17.8%. The lowest is
Epsom Health and Care at 6.6%

Staff
Turnover

12 month average of leavers against
FTE. Training Doctors are excluded
from the rates, as their inclusion
would skew the statistics due to their
relatively short time with the Trust.
Threshold is now 12%

14.8%

14.0%

Training

Statutory and Mandatory Compliance,
Target is 85%

85.7%

85.6%

Objectives
&

Trend

Objectives Q1 17/18 - 80%

84%

N/A

Mid term review Q3 - 85%

30%

N/A

End of year review - 95%

51%

88.0%

The compliance target of 85% was exceeded or achieved for 7 of
the 13 Topics. Not far behind is Infection Control Clinical within 1%
of the target and Safeguarding Children Level 2 & 3 both within
5%. Information Governance at 93.6% is slightly behind the target
of 95% for 2018-19.

Performance

Executive lead: Peter Davies, Director of Corporate Services
Report lead: Debbie Eyitayo, Dierctor of People

14/17

14/34

3-2 Well Led / Resources: COMMUNICATIONS and ENGAGEMENT
Description

Measure

Website

Sessions: the number of visits
to our trust website
Unique visitors: number of
unique users (based on IP
address) who visited our
website
Top page: The most viewed
page on the website excluding
landing pages

Dec-18

Sessions

58,659

83,600

Unique visitors

39,131

54,691

Top page

Ward
directory

Ward
directory

Second page

Twitter

Followers: the number of
Twitter users that follow
@epsom_sthelier on Twitter
Tweets: The number we sent
during the month, excluding
retweets and replies
Potential reach: number of
twitter users who might have
seen the tweet

Followers

9,332

106

78

141,000

93,400

6,271

7,187

Media
enquiries

5

9

Press releases

6

4

Positive

20%

45%

Negative

36%

5%

Tweets

Potential reach

Media

Sentiment

Sentiment of media coverage
about the Trust or in which the
Trust is mentioned. It is
determined by analysing the
overall tone of the article and
how the trust is represented.

Trend and Commentary
Website: The most searched terms
was ‘vacancies’, followed by ‘victor’
(the name of our intranet) and
‘wired’.

Administrati Administrati
ve services ve services
vacancies vacancies

9,244

Profile visits

Any enquiry received from
media outlets, including
newspapers, radio stations,
television and film production
companies.

Jan-19

January top tweet: Our most popular tweet
in January was about the babies born at our
hospitals on Christmas Day. It was seen by
more than 3,368 people, liked 34 times and
retweeted 7 times.

Additional Information

The majority of coverage in January was either positive or neutral, with our press releases about the Navio robotic surgery, advice for cold snap, and our Security Manager’s book
deal, being picked up locally.

Executive lead: Lisa Thomson, Director of Communications and Patient Experience
Report lead: Ebony Lyons, Communications Manager and Digital Lead

15/17
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3-3 Well Led / Resources: FINANCIAL PERFORMANCE (1)

Measure

Description

17/18
£,000

Income &
Expenditure
before PSF

The Trust's plan is to
deliver a deficit of
£28.2m at year end;
deficit of £32.8m
YTD and a deficit of
£1.4m in January
before application of
PSF income.

YTD

Jan-19

£,000

Trend

Jan-19

£,000

-£ 27,058 -£ 30,627 -£

756

Before application of PSF income the
Trust has recorded a deficit of £0.8m in
January. This is £0.6m favourable
against plan and YTD the Trust is £2.2m
under plan. In month there was £0.8m
profit on sale of surplus land.

431

The Trust has posted a profit of £0.4m
which is £0.1m favourable and £0.3m
adverse YTD. The finance criteria for
PSF YTD has been met but the A&E
criteria has only been met in Q2 so PSF
income is £2.5m adverse YTD.

PSF: Provider Sustainability Fund

Income &
Expenditurei

ncluding
PSF

Cost
Improvement

Plan
(£17m)

The Trust's plan is to
deliver a deficit of
£13.7m at year end; a
deficit of £21.7m YTD
and a deficit of £0.3m
in January. The
annual plan includes
£14.5m PSF income.

The Trust's CIP Plan
is to save £17.0m in
2018/19.

-£ 18,273 -£ 21,956

£

4,110

£ 11,811

£

£

The Trust delivered £1.1m of CIP in
month 10 this is £1.2m behind plan. Year
to date the Trust has delivered £11.8m
this is £0.6m adverse to Plan

1,061

all figures in £,000 apart from %measures

Executive lead:
Report lead:

16/17

Rakesh Patel, Chief Financial Officer
John Sangster, Assistant Director of Finance

16/34

3-3 Well Led / Resources: FINANCIAL PERFORMANCE (2)

Measure

Description

17/18
£,000

Capital
Expenditure

Cash

Better
Payment
Practice
Code

Capital expenditure in
January YTD is
£33.4m, against a
plan of £47.6m
Target is to remain
within the Capital
Resource Limit.

The percentage is
the variance
between cash
balances held and
those forecasted in
our Annual TDA
Plan. Internal
threshold is +/- 10%.

This calculates the
percentage of
invoices paid within
30 days of invoice
receipt. The
externally set target is
100%.

£ 27,909

146.0%

89.0%

YTD

Jan-19

£,000

£ 33,398

589.0%

95.0%

Trend

Jan-19

£,000

£

2,134

n/a

94.0%

The capital plan for 2018/19 is
£52.6m. YTD the Trust spent
£14.3m less than plan due to a later
than planned start to some schemes
in the 2018/19 programme.

Cash is higher than plan by £12.4m.
This is due to a number of factors,
including £6.4m capital loan funding
received in advance for the St Helier
Energy scheme and slippage in
spending internally generated cash
for capital schemes.

The Trust is paying all invoices as
soon as they have been approved.
Delays in budget holders validating
invoices means the Trust has not
achieved 100% BPPC.

all figures in £,000 apart from %measures

Executive lead: Rakesh Patel, Chief Financial Officer
Report lead: John Sangster, Assistant Director of Finance

17/17

17/34

APPENDIX A

Corporate Risk Register - February 2019
Original Risk
Rating
(Consequence x
Likelihood)
(incl. Date Added to Risk
Register)

Risk

Current
Trust-wide
Risk Rating

16

1/17

Lead Risk Owner

End of FY
Target Risk
Rating

Final Target
Risk Rating
and Date

20

12 Q4
20/21

(Consequence x
Likelihood)

1. STAFFING

(4 x 4)
Apr-2016

Existing Controls/Mitigations/Assurances

Long-Term Mitigating Action Plan to address gaps in
controls/assurances

1.1 Capacity and ability of senior
leadership teams to deliver all of the
trust's operational, quality, patient
experience, behaviour and culture
programme, financial, strategic
objectives, including significant
infrastructure projects and
developing wider partnerships for
community services.

Summary: This section contains the most significant staff-related risks, including challenges in particular specialties, as well staff engagement, morale and leadership issues.

20
(5 x 4)

Controls
•Board and Exec support for guidance on relative priorities where possible
•Clarity on Executive Team Objectives and Team Roles
•Quarterly Team Performance Review Meetings
• Adjusted Executive portfolios including additional Deputy Chief Executive role
established with a focus on operational issues. Director of Corporate Services role
established and Director of People appointed.
Appointed substantive Director of Integration
• Additional Non-Executive Director with a focus on integration in post
•Progress being made on backlog in responding to complaints with agreed timescales. New
processes being introduced, including dedicated named complaints support staff for each
division
• The most serious incidents are being handled and managed appropriately , and new
processes being explored for reviewing lower level incidents.
Strengthened resources to deliver the estates and intrastructure projects, with close
involvment of relevant Execs and divisional teams to agree plans and ensure delivery
Launched Your Voice, Your Values Cultural Engagement Programme
Assurances
Where and when reviewed ;
Monthly Divisional Meetings, Weekly Exec Review on Medical and Nursing staffing, POD,
PSQ, PARC and Board.

Peter Davies

• Development and delegation to deputies
• Introduction of efficiences through the delivery of various transformation schemes
•Further careful review of trust' s corporate priorities at Executive Level and at
Board and Board sub-committee, including delivery risks at PARC, and in- year
additional pressures or projects
Appropriate follow through of issues which staff raise

Daniel Elkeles

18/34

APPENDIX A

Corporate Risk Register - February 2019
Original Risk
Rating
(Consequence x
Likelihood)
(incl. Date Added to Risk
Register)

3 July 18

Risk

Current
Trust-wide
Risk Rating

Existing Controls/Mitigations/Assurances

Long-Term Mitigating Action Plan to address gaps in
controls/assurances

Lead Risk Owner

End of FY
Target Risk
Rating

Final Target
Risk Rating
and Date

(Consequence x
Likelihood)

1.2 Medical Staffing Shortages
impact on service quality and
financial performance

16
4x4

Controls
Daily review of medical rota gaps, centralised rota management with senior local clinical input,
temporary staffing booking systems and controls. Sign off of all above CAP bank and agency booking by
Medical Director; re-deployment of permanent staff to cover gaps; escalated bank and agency rates to
cover gaps, Consultant Acting Down cover arrangements , policy and payment mechanisms; locum and
bank recruitment to cover gaps; active management of leave exception reporting to improve the junior
doctor experience ; Guardian of Safe Working; medical staffing dashboard reviewed monthly by
divisions and Executive Sub-groups; medical staffing manager appointments, medical recruitment
tracker; temporary Consultant cover arrangements.

Specific Services most affected :
Paediatric s , Emergency Department ,General Medicine
Epsom

Further controls required
Medical recruitment plan; introducing alternative staffing models such as Physician's
Associates, Advanced Nurse Practioners; re-design of medical rotas; service improvement
interventions to change models of care or reduce the demand for impatient medical staffing ;
re-configuration of services and move to single acute site to reduce double - running of
medical rotas
Assessment of sustainability of the six core acute specialities until such time that there is
certainty about future trust configuration

Job Planning review to include demand and capacity assessment and combined input from
clinical lead and manager before further sign off by Clinical Director and Medical Director

12
3x4

6
3X4

James Marsh/
Peter Davies

Development of Critical Outreach Service to support our most acutely unwell patients.

Assurances
Where and when reviewed ;
Weekly review of bank and agency hours ; daily review by Medical Director of all requests for Bank
and Agency over London Cap rates
Monthly Divisional Meetings, Weekly Exec Review on Medical and Nursing staffing, POD, PSQ, PARC
and Board.

2/17
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APPENDIX A

Corporate Risk Register - February 2019
Original Risk
Rating
(Consequence x
Likelihood)
(incl. Date Added to Risk
Register)

3 July 18

3 July 18

3/17

Risk

Current
Trust-wide
Risk Rating

Existing Controls/Mitigations/Assurances

Long-Term Mitigating Action Plan to address gaps in
controls/assurances

Lead Risk Owner

End of FY
Target Risk
Rating

Final Target
Risk Rating
and Date

(Consequence x
Likelihood)

1.3 Nursing Staffing shortages
impact on service quality and
financial performance

1.4 Staff with protected
characteristics are not treated
equality or included which impacts
on service through staff failing to
raise concerns or realise their full
potential for the benefits of patients

20
4x4

16
4X4

Controls
Review of safecare rostering system has taken place, use of appropriate RAG rating being
implemented and increased availability of red flag triggers. These will be included in the monthly Board
performance report.
Daily 0830 nurse staffing meeting on each site including use of safe care, led by senior nurse, each
Friday planning meeting for weekend
Matron on each site early and late shift 7 days a week with remit to review staffing
Escalation process for safety and staffing review if opening escalation areas
Safe staffing policy rewritten
6 monthly establishment review being undertaken which will be reported to the Trust Board in March
2019
Enhanced care policy and process being reviewed
Weekly meeting with e roster and bank staffing/Deputy Chief Nurse to review e roster use, temporary
staffing use and process
Establishment reset to commence April 2019
Nursing leadership review being undertaken
Two Deputy Chief Nurses now in post one with specific remit for workforce
Recruitment and retention plan being developed, includes recruitment of Lead recruitment and
retention nurse, international campaign and recruitment and on boarding of student nurses qualifying
in September 2019
Review and introduction of new skill mixed roles (eg, pharmacy technician, nursing associate, associate
practitioner with revised remit).
Assurances
Where and when reviewed ;
Monthly Divisional Meetings, Weekly Exec Review on Medical and Nursing staffing, POD, PSQ, PARC
and Board).
Nursing Midwifery Committee
Trust Board-monthly performance report and establishment review 6 monthly

Further controls required

Controls
Equality, Diversity & Inclusion Manager; Equalities action plan;
Equality, Diversity &Inclusion Committee led by Non-Executive Director;
Compliance with statutory equalities duties; BME staff network ; maternity service improvement
programme; review of HR processes and practices; nurse progression programmes
BME and Gender representation for all Band 6 and above recruitment panels
Assurances
Where and when reviewed ;
Monthly Divisional Meetings, Weekly Exec Review on Medical and Nursing staffing, POD, PSQ, PARC,
EDI and Board.

Further controls required
Appointment and progression of staff with protected characteristics into senior roles; staff
training and development in equality , diversity and inclusion ; growth of staff networks

Review of plan. nurse retention and progression programme ; Patient flow improvements to
reduce demand for in-patient nursing resourtces; Growth of nurse apprenticeships and nurse
associates. Consideration of introduction of new roles to improve numbers of staff with
different skills in clinical areas.

12
4x3

6
2x3

12
3x4

4
2X2

Arlene Wellman/
Peter Davies

Peter Davies/Arlene
Wellman
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APPENDIX A

Corporate Risk Register - February 2019
Original Risk
Rating
(Consequence x
Likelihood)
(incl. Date Added to Risk
Register)

Risk

Current
Trust-wide
Risk Rating

Existing Controls/Mitigations/Assurances

1.5 Staff engagement and /or
confidence is so low that it impacts
on service quality through staff
failing to raise concerns or
whistleblowing externally or work
to their full potential or behave in
the best interests of the patient

16
4x4

2. VARIABILITY IN
QUALITY OF CARE

15
(5 x 3)
Apr-16

Lead Risk Owner

End of FY
Target Risk
Rating

Final Target
Risk Rating
and Date

(Consequence x
Likelihood)

Controls

3 July 18

Long-Term Mitigating Action Plan to address gaps in
controls/assurances

2.1 Delays due to suspension of out of
hours interventional radiology

20
(4 x 4)

Further controls required

Datix system ; management development programmes; Freedom to Speak Up Guardian service;
divisional listening events; Trust wide and divisional staff communications and bulletins; divisional staff Staff Engagement programme and values refresh; management and leadership development ;
survey action plans; plans developed from outcomes from GMC Survey targeted interventions with
improve staffing levels; strengthening of the Freedom to Speak Up function
departments scoring low in staff survey; BME staff network; maternity development programme,
plans developed from outcomes from GMC Survey,
Your Voice Your Values Engagement Programme commenced
Assurances
Where and when reviewed ;
Monthly Divisional Meetings, Weekly Exec Review on Medical and Nursing staffing, POD, PSQ, PARC,
EDI and Board.

Peter Davies / Lisa
Thomson

Summary: Improvements have been made in addressing the variability of care since 2015. This can relate to inconsistent processes, insufficient staffing to deliver the volume
of care or to meet specific quality standards. This section relates to specific issues related to variability in quality remain.

Ruth Charlton

Controls
• Interventional Radiologists will ensure known patients requiring interventional
procedures are prioritised and not delayed into the evening or weekend hours
• Emergency patients requiring a procedure out of hours will need to be transferred to St
George's Hospital or another specialist centre
Assurances
Reviewed regularly at Clinical Services Performance Meeting, RADAH committee and at
PARC . Protocol developed to manage common clinical scenarios in Renal, GI Bleeding and
Obstetrics (agreed internally, but awaiting sign off from St George's)
Active workstream through the SW London Acute Provide Collaborative to focus on
optimising this pathway

Further controls required
Work underway across South West London to ensure a sustainable service going
forwards. Due for agreement later this year , when risk should be de-escalated.
Policy for safe transfer and managment of cases out of hours to be agreed by St
George's Hospital MD

12
3X4

4
2X2

8 (2x4)

8 (2x4)

-

-

Further assurances required
None identified
James Marsh

Risk re-instated to CRR 14.01.2019 as new pathways
not yet actioned.

16
(4 x 4)
Dec-16

4/17

2.2b Ability to maintain service
consistently including timely access to
non-elective and elective care in
Cardiology due to fragmented
pathways and insufficient medical
cover, and for renal patients requiring
cardilogy intervention at St Georges or
monitoring capacity in St Heleir HDU

16
(4 x 4)

Controls
Close management of patients requiring review in place
Renal patients - Dialysis on an inpatient ward. For those patients of known risk, this should
be monitored in a HDU setting, which is not always available while expediting transfer to St.
George's.
Assurances
Regular review at Executive level, at PARC

Further controls required
A trust strategy for cardiology service required to ensure consultant review of
patients 7 days a week and which specific sub-specialties are appropriate.
Locum consultant currently being sourced to ensure additional support is in place.
Further assurances required
None identified

Dan Bradbury
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Corporate Risk Register - February 2019
Original Risk
Rating
(Consequence x
Likelihood)
(incl. Date Added to Risk
Register)

Risk

Current
Trust-wide
Risk Rating

Existing Controls/Mitigations/Assurances

16

Lead Risk Owner

End of FY
Target Risk
Rating

Final Target
Risk Rating
and Date

(Consequence x
Likelihood)

Controls

(4 x 4)
Feb - 17

Long-Term Mitigating Action Plan to address gaps in
controls/assurances

2.3 Patient safety and organisational
reputation may be compromised due
to the number of C Diff, MRSA cases
identified as being hospital acquired

16
(4 x 4)

Further controls required

New Head of Nursing & Deputy Director - Infection Prevention & Control appointed.
More awareness and standardisation of practice across the Trust is required in terms
IPC ward champion relaunch with key roles and time aside to attend fora and to undertake of management of diarrhoea. An amended C diff policy has been written and this will
infection control practice training and audits. (implemented)
be taken to the Infection Prevention & Control Committee for approval on the 23rd
of October.
Assurances
All IPC polices are due for renewal and the team is in the process of reviewing and
IPC action plan of work monitored through IPCC and quarterly with CCG at CQRG.
updating all policies.
On monthly IPR and reviewed in depth by DIPC , PSQ
Review of hand hygiene products and signage. Back to basics on hand gel and hand
washing . Review placement of gel dispensers to include entrances as well as end of
beds. (implemented)
Monthly review of performance for hand hygiene to concentrate on 100% of areas
undertaking 5 moments audit.

Arlene Wellman

8

-

-

-

Further assurances required
None identified

16
Updated
Jan- 2019

2.4 There hads been a significant
increase in child safeguarding
activity, including children
presenting with self-harming
behaviour, across the Trust and
resulting in challenges in providng
the best possible services and
support for them.

16
(4 x4)

Controls
Further controls required
Current highest concerns within the provision of services include:
Surrey CAHM’s engagement to continue to to provide service which mirrors Sutton
Capacity to deliver Safeguarding supervision to Trust Staff.
& Merton.
staff often have to cancel attending safeguarding training. Also staff are often unable to
provide supervision due to other clinical responsibilities. The Safeguarding Team does not
always have the capacity to provide additional supervision and therefore there may not be
the appropriate oversight of cases of concern.
Lack of a suitable space within A&E at St Helier to meet in private with patients who have
suffered from Domestic Violence or have Mental Health concerns. Work being undertaken
with Estates team as part of the redevelopment of the ED to find suitable enviroment to
see patients
Need to find funding to continue to deliver CMAHS Liaison Service at Epsom. Current
funding for the post is due to come to cease at the end of March 2019.

Arlene Wellman

Assurances
Weekly monitoring of all paediatric attendances by Head of Nursing to the Chief Nurse
Monitoring at Safeguarding meetings
Regular review at the Women and Children Governance Meetings
Supervision is reported to the CCG as part of a Dashboard
Regular sharing of information with CCG's, Sutton, Merton and Surrey Councils and Mental
Health Service providers.

5/17
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Corporate Risk Register - February 2019
Original Risk
Rating
(Consequence x
Likelihood)
(incl. Date Added to Risk
Register)

Risk

Current
Trust-wide
Risk Rating

Existing Controls/Mitigations/Assurances

15

15
(3 x 5)
May-17

15
(3x5)

Lead Risk Owner

End of FY
Target Risk
Rating

Final Target
Risk Rating
and Date

(Consequence x
Likelihood)

Controls

(3 x 5)
Apr-17

Long-Term Mitigating Action Plan to address gaps in
controls/assurances

2.5 Out of hours we do not
consistently have adequate senior
oversight of the acuity of our
inpatients, potentially leading to
delays in escalation and timely
treatment of any medical
deterioration

2.6 Delays in the timely production
of patient letters. This includes
including providing information to
GPs due to internal process issues
which might cause patient harm if
medication changes are not
communicated within required
timescales

2.7a The Trust is not achieving the RTT
threshold of 92% across a number of
specliaties, meaning some patients are
not being treated within timescale,
which could mean delayed diagnoses
and treatment and cause harm to
patients.

15
(3x5)

15
(3x5)

15
(3x5)

Further use of technology for identifying deteriorationg patient (Vitalpac across all areas)
Increased consultant cover on site at STH in the evening
Strengthened leadership of Hospital at Night (H@N)
Implemented bleep policy
Strengthened handover arrangements
Review of use of available medical resource
Assurances
Close Executive review, and monitored through RADAH; Job planning to ensure enhanced
medical consultant presence in the twilight hours, monitoring of mortality reviews

Further controls required
Need to implement Critical Care Outreach team (due to go live at STH April 2019)
Consideration of electronic tools for handover
Late Senior Nurse rota handing over to Hospital @ Night
Review of H@N operation
Senior Nurse Rota (Off site ) to provide advice and support to junior staff

Joint Medical
Directors/ Arlene
Wellman

12
(3x4)

8
(2x4)

-

-

Further assruances required
Assessment of sustainability of the six core acute specialities until such time that
there is certainty about future trust configuration

Controls
Additional project management capacity introduced, working closely with clinicians, clinical
adminstration teams, IT, procurement and the service provider to resolve. Close
monitoring of backlog of letters. Technical issues being resolved leading to improvments in
service, but further work required to ensure robust service is established with all users
confident in use.
Assurances
Reviewed regularly by COO

Further controls required
Further steps to be reviewed if performance does not improve sufficiently.
CDs to work with Directorates to improve peformance
Further assurances required
None identified

Controls
• Cancer patients managed separately
• Redesign of patient pathways e.g. Virtual reviews
• Additional lists to create capacity
• Patient tracker lists given daily and weekly scrutiny
• Operating plan trajectory agreed with Commissioners and NHSI to deliver the standards
we have been set for 2018/19.
Assurances
• Weekly meetings with Director of planned care to discuss issues and define plans to
address
•Weekly review at Operational CTM
• Monthly review at PARC

Further controls
The reviewing of pathways and theatre lists
Further assurances required

Dan Bradbury

-

-

Dan Bradbury

RTT 88.2% Nov 18 and 87.8% Dec 18 against a target
of 92%. Total waiting list and backlog continuing to
reduce . As RTT not yet at target suggest score
remains at 15
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Original Risk
Rating
(Consequence x
Likelihood)
(incl. Date Added to Risk
Register)

15
(3x5)

15
(3x5)

7/17

Risk

Current
Trust-wide
Risk Rating

Existing Controls/Mitigations/Assurances

Long-Term Mitigating Action Plan to address gaps in
controls/assurances

Lead Risk Owner

End of FY
Target Risk
Rating

Final Target
Risk Rating
and Date

(Consequence x
Likelihood)

2.7b The Trust has not consistently met
the Cancer 62-day and with the
introduction of the 38-day standard for
onward referral there is a risk cancer
patients may not commence trearment
in as timely a manner as required.

2.8 Failure to ensure that appropriate
procedures are in place Trust wide and
are fully embed to ensure ‘Never Events’
do not take place.

15
(3x5)

Controls
• Close management of individual patient pathways
Introduction of new pathways for faster diagnostics eg RAPID clinics for prostate cancer
Assurances
• Weekly review by COO
•Weekly review at Operational CTM
• Monthly review at PARC
• Review at Cancer Board

Further controls
The reviewing of pathways and theatre lists
Further assurances required
to be identified

Dan Bradbury

-

-

Cancer standards consistently being met. If confirmed
data received for Q3 2019/20 that all cancer metrics
were met - recommend that the risk socore is reduced.

16
(4x4)

Controls
• Detailed investigations undertaken and remedial action taken.
• Wider learning on WHO checklists discussed and disseminated via Quality 1/2 days.
• A further Quality 1/2 day included discussion of learning from undertaking procedures in
non-theatre settings to ensure appropriate formal systems and processes in place and
settings reviewed (e.g. bedside as opposed to treatment room).
Individual divisions have reviewed the processes in place for all procedures undertaken in a
non-theatre setting, and are implementing local protocols to ensure lessons are learned.
Review of LOCSIPS underway but not yet complete
Assurance
Reviewed at CQAC, PSQ

Further controls required
to be developed
Further assurances required
PSQ to review in more detail those areas requiring updated LOCSIPS

6
(3x2)

-

Ruth Charlton
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Original Risk
Rating
(Consequence x
Likelihood)
(incl. Date Added to Risk
Register)

15
Nov 17

Risk

Current
Trust-wide
Risk Rating

1 June
18

8/17

Lead Risk Owner

End of FY
Target Risk
Rating

Final Target
Risk Rating
and Date

(Consequence x
Likelihood)

2.9a There are ED flow and capacity
issues as a result of increased acuity
and higher demand later in the
evenings combined with niche staff
availabilty issues. Slower flow due to
bed capacity is a contributing factor
later in the evenings.

16
(4x4)

2.10. Variable delivery in terms of the

15
Dec 17

Existing Controls/Mitigations/Assurances

Long-Term Mitigating Action Plan to address gaps in
controls/assurances

non-emergency patient transport
service including impacting on
dialysis patients

2.12 Risk to JAG accreditation for
endoscopy due to inability of local
of systems to feed into the national
database.

15
(3x5)

15
(3x5)

Controls
Flow: Maximise the use of all ambulatory capacity, using medical ambulatory on C1 and
the Surgical Assessment Unit on Mary Moore to draw patients out of the Emergency
Department and potentially reduce the numbers of patients requiring a bed.
- Open Escalation areas in accordance with the 2018 escalation protocol: for STH this
support Frank Deas Ward (6), B5 (7), and wards C5 and B4 which are purely held for
escalation; for EGH this supports AMU escalation (10).
- Escalate into Northey PP beds if approved by COO or Executive on call out of hours.
- Maintain key focus on the assurance of safe staffing of all areas, but particularly escalation
areas.
- Maintain focus on stranded patient reviews which have reduced 21 day+ patients from
182 in June 2018 to 110 in December 2018.
- For 2019/20 a major length of stay CIP programme will review staffing support, processes
and cross community support to make further reductions in bed occupancy.
- Expand B5 / Alex discharge to assess trial from April 2019 onwards supported by SHC and
SDHC respectively.
- Radiology "pull" trial for March to ensure additional portering support in high demand
hours to reduce the waiting and transit time for primary diagnostics.
ED ED has already recruited 3 permanent consultants bring permanent total to 13 of 16
established posts. Nursing establishment increaed for FY 2019/20
- Enlarged ED on each site has: STH - increased the number of RAT, ambulance offload and
resus bays; EGH - created a RAT area, built a new ambulatory medical unit and
- Offer over cap rates to ensure hard to fill shifts are safely covered, particularly the second
Middle Grade role overnight in STH. Trial enhanced Medical support to the Medical
Assessment Unit (Hub) later in the evening to provide enhanced early support to ED
admissions.
- Emergency Quality Improvement Programme to review internal processes including safety
2 hourly safety huddles, RAT management of patients and the use and criteria for the
Clinical Decision Unit.
Assurances - Executive-led oversight of patient pathways. Reviewed at PARC

•Appoint the workforce matron to oversee all winter escalation ensuring right staff
on duty maximised across Trust using Safecare and to be central point of control for
emergency staffing on StH site.
Urgent Care Board to review use of surgical ambulatory and medial ambulatory care
new models to ensure less inpatient beds are used.
•Embed use of electronic bed management system to ensure greater visibility of
definite and potential discharges across the sites, and identification of patients
occupying specialty wards
•Hospital Director at EGH to oversee escalation and to maintain safe staffing across
this area.
•Identify senior and junior medical staff to cover additional ward areas.
•Closer alignment between Surrey Downs Health and Care and Sutton Health and
Care
•Oct 2018 ED demand and capacity model to be reviewed in the light of learning
from winter 2018 / 19

Controls
• Brought service in-house from 1 April 2018
Strenghtened management team of service
Assurances
Now part of Directorate Governance meeting as an Agenda Item
Monitored closely by Director of Estates and Facilities. Reviewed monthly by CTM and
PARC

Further controls required
Review of service provision - in house or outsource by end of December 2018
Further assurances required
CQC Compliance review and action plan in place
Service performance standards to be improved by increased budgets, filling staff
vacancies and purchasing new vechicles

Controls
•Reviewed locally within division
•A capital bid has been written and applied for version 7
of the Emis clinical reporting system upgrade.
•EMISS have been made aware that we intend to purchase the upgrade and have reduced the price.
Planned instalation date Sept 18

Further controls required
None required

Update 25/1/2019
The endoscopy works did not take place in September. Still waiting for
a confirmed date - Requested work takes place in Q4 . Our JAG
accreditation has subsequently been deferred pending this work (and
other more minor issues)

-

-

Dan Bradbury

12

Trevor Fitzgerald

15

Dan Bradbury

-

Q2
2019/20 -

1x3
Q1 2019
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Original Risk
Rating
(Consequence x
Likelihood)
(incl. Date Added to Risk
Register)

Risk

Current
Trust-wide
Risk Rating

Existing Controls/Mitigations/Assurances

Long-Term Mitigating Action Plan to address gaps in
controls/assurances

Lead Risk Owner

End of FY
Target Risk
Rating

Final Target
Risk Rating
and Date

(Consequence x
Likelihood)

Risk 2.13 - proposed to be removed from Corporate Risk Register
Controls
Consultant staying in; 3rd on call on an informal basis. In extremis would need to close labour ward.

1 June
18

2.13 Lack of Anaesthetic cover for
labour ward due to inability to recruit
to middle grade and SHO rotas

16
(4x4)

If there is no obstetric cover the plan is :
• On-call day consultant stays in overnight doing a 24hr
shift.
• Use of agency .
• A small group of consultants have volunteered to be a 3rd on call from home to support
the consultant working overnight. This is based on a ‘gentleman’s agreement’.

Controls
Manual review of paper records.

3 July 18

3 July 18

2.14 Management of records for
patients with CRM devices with
MDAs

2.15 Delays in completion of
Investigations of Incidennts within
the Medicine Division which leads to
delays in implementing learning.

Further controls required
Recruitment of clinical fellows to plug gap
Consultant acting down policy, job planning of consultants to provide continiuty of cover,
enhanced recruitment of middle grade anaesthetists; oversight throughly monthly diviisional
meeting with Exec Directors of frequency of rota gaps.

James Marsh

-

-

Ruth Charlton

-

-

-

-

Further controls required
New database

Patient Safet Alert Compliance Monitored through CQAC

15
(3x5)

20
(4x5)

Controls
Further controls required
Careful management of backlog
Recruitment of new Quality Managers
Review of processess going forward
Training of more teams able to undertake investiagtions
The recruitment process to mortality reviewer/RCA lead posts has taken place along with a
workshop to redesign RCA processes with National Head of Patient Safety . No direct plans to change
SI process expected that a combination of mortality reviewers and teams on the wards daily looking
for incidents will allow us to identify and report RCA more quickly.
Wide place discussion between Medicine and Quality Teams to determine required structures
The medicine division have also funded more admin resource

Ruth Charlton

Compliance reported through IPR to Trust Board, TEC and PSQ.
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Original Risk
Rating
(Consequence x
Likelihood)
(incl. Date Added to Risk
Register)

7 Nov
2018

7 Nov
2018

Risk

Current
Trust-wide
Risk Rating

Existing Controls/Mitigations/Assurances

Long-Term Mitigating Action Plan to address gaps in
controls/assurances

Lead Risk Owner

End of FY
Target Risk
Rating

Final Target
Risk Rating
and Date

(Consequence x
Likelihood)

2.16 Trust will not have sufficient
supplies of immunoglobulin to treat
patients

2.17 There's a risk the Trust will be
unable to secure supplies of
medicines due to national,

worldwide shortages and Brexit-

16
(4x4)

16
(4x4)

Controls
The Trust follows DH Guidelines and demand management programme for the use of IVIg and has an
Immunoglobulin Assessment Panel (IAP) through which all requests for IVIg are reviewed. Approval
given on the basis of whether indication classified as red/blue/grey according to DH criteria. Approval
can only be given by consultants from outside the speciality making the application. Dose based on
IBW. ESTH IAP has introduced further restrictions over and above those of the DH due to the impact of
shortages on the Trust. This includes further restrictions to availability for “blue” indications;
increasing intervals of treatment for PID patients and a requirement for the consultant requesting IVIg
to speak to an IAP panel member for further clinical challenge. Raised awareness of shortages with
prescribers with request to review long term patients and ensure all alternatives considered first, to
retain stock for the sickest patients. To promote the availability of plasmapheresis as an alternative
treatment option. Pharmacy procurement specialist manually reviewing out of stock drugs within
Medicines Management Team.
"To follow” items identified on pharmacy JAC system and reports generated in real time at least twice
a week to track orders. Pharmacy staff are trained to bring to the attention of the pharmacy
procurement lead/Medicines Management Team any items urgently required. Manufacturers and
suppliers are contacted and where possible alternative supplies are procured. Guidance on alternatives
given by DH. Therapeutic substitution guidance is given by pharmacy medicines information.
Information on shortages where there is no direct substitute e.g. different brand is disseminated via
the weekly clinical pharmacy meetings. Shortage of medicines that are used in specific areas are
communicated directly to the clinical leads / directors by the Medicines Management team. Review of
prescribing guidelines with specialists e.g. Immunology in relation to prescribing changes.
Assurance - Monthly Performance Meetings and PSQ

Further controls required

Controls
Raise awareness of shortages with prescribers to amend prescribing practices to retain stock for the
sickest patients.
“To follow” items identified on pharmacy JAC system and reports generated in real time at least twice
a week to track orders.
Orders for drugs on allocation placed on agreed days.
Pharmacy staff are trained to bring to the attention of the pharmacy procurement lead any items
urgently required.
Pharmacy procurement specialist manually reviewing out of stock drugs within the pharmacy.
Manufacturers and suppliers are contacted and where possible alternative items are procured.
Therapeutic substitution guidance is given by pharmacy medicines information.
Information on shortages where there is no direct substitute e.g. different brand is disseminated via
the weekly clinical pharmacy meetings.
Shortage of medicines that are used in specific areas is communicated directly to the clinical leads /
directors by the Medicines Management team.
Wards receive key information on medicines shortages usually via a memo or via e-update.
Review of prescribing guidelines with specialists e.g microbiology in relation to changes to the
antimicrobial prescribing guidelines.

Further controls required
Ward stock of medicines that are in short supply are recalled from the wards and held in
pharmacy for dispensing for specific patients against agreed criteria.
Conserve drugs for existing patients already initiated on treatment.
Review of information from pharma companies, DHSC, NHSE and other organisations relating
to potential Brexit issues.
Review of emergency medicines used within the trust and ensure there are sufficient stocks to
treat a patient. If not then a review of the trust guidelines must be undertaken
DHSC is working with manufacturer’s and suppliers to hold an additional 6 weeks supply of
stock in the UK in the event of a “no-deal” Brexit.
Current DHSC advice is not to stock pile as this will disrupt an already fragile supply chain.
Trust medicines purchases will be monitored centrally and any variations will require an
explanation to be provided to DHSC by the Chief Pharmacist.
Identify critical medicines to allow for review of stock holding and close tracking of usage on a
monthly basis

As of October 2018 NHSE have requested the establishment of sub-regional IAP. The South
London panel will be hosted by St George’s and ESTH will have a clinician and a pharmacist
representative. The aim is to improve control of access across the sector with the first
objective to reduce the use of IVIg in “grey” indications (limited/no evidence base) to release
supplies back into the system.

-

-

-

-

Dan Bradbury

Dan Bradbury

Assurance
Monthly perfomance meetings and PSQ
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Original Risk
Rating
(Consequence x
Likelihood)
(incl. Date Added to Risk
Register)

Risk

Current
Trust-wide
Risk Rating

Existing Controls/Mitigations/Assurances

Lead Risk Owner

End of FY
Target Risk
Rating

Final Target
Risk Rating
and Date

(Consequence x
Likelihood)

Controls

7 Nov
2018

Long-Term Mitigating Action Plan to address gaps in
controls/assurances

2.18 Critical Care Outreach Team Lack of Staffing

20
(4x5)

Further use of technology for identifying deteriorationg patient (Vitalpac across all areas)
Increased consultant cover on site at STH in the evening
Strengthened leadership of Hospital at Night (H@N)
Implemented bleep policy
Strengthened handover arrangements
Review of use of available medical resource
Janaury 2019 Staff recruited to service and all due to be in post from 1st March 2019. Initial plan to
implement service from 08.00 to 20.00 seven days a week at STH

Further controls required
Need to develop and implement Standard Operating Procedure for new service along with
internal Communications Plan
Consideration of electronic tools for handover
Late Senior Nurse rota handing over to Hospital @ Night
Review of H@N operation
Senior Nurse Rota (Off site ) to provide advice and support to junior staff

-

-

12

-

Arlene Wellman

Assurance
Monthly perfomance meetings and PSQ

6 Dec
2018

2.19 Concerns relating to Blood
Transfusion practice in the Trust Governance risks

16
(4x4)

Controls
All Blood Transfusion RCAs are approved by the Lead Haemotologist for Blood Transfusion before
incidents are closed.
Updated interim paper checklist for pre-administration has now been implemented with every blood
product issued.
Clinical Director championing transfusion related RCA's with divisions to secure timely closure
Laboratory Staff training and competency assessments reviewed.
Laboratory IT system (Telepath) has issuing rules in place for red cells to prevent wrong group errors
Assurances
Where and when reviewed ;
Monthly Divisional Meetings, PSQ, PARC and Board
Further controls needed:
Hospital Transfusion Committee
Review role of and divisional engagement with the Hospital Transfusion Committee to establish it as
an effective forum for discussion relating to Trustwide Transfusion issues and to enable
implementation of national standards. 31.1.19 Divisions representation is better but some areas yet
to engage have put forward representatives (renal, medicine, paediatrics, General surgery,
anaesthetics). No Chair has yet been identified.

3. ESTATE &
INFRASTRUCTURE

11/17

Further controls needed:
INCIDENTS
Engagement from Clinical staff and Quality Managers regarding Blood Transfusion
incidents and their management including the completion of RCAs. 21.1.19 update this has improved following support from CD but RCAs are still slow to close.
Allocation of appropriate investigator within 2 days of a SABRE/SHOT Report.
21.1.19 update - this is still not happening robustly with quality teams. Prioritise
Blood Transfusion incidents when graded at 3 or above regarding investigators and
RCA completion. 21.1.19 update - these are now more visible to divisions from work
done by transfusion team.
Engagement from QM’s regarding BT incidents and their management.
POLICIES AND PRCOCEDURES
Complete the review and update of the Blood Transfusion Policy. 23.1.19 update Completed and submitted for CQAC ratification
NPSA sampling competency – one document required throughout the Trust. 23.1.19
update - this has not been actioned yet.
O&G and ED need to review and agree protocol regarding the management of
patients in A&E requiring Anti-D. 23.1.19 update - still awaiting agreed protocol from
O&G and ED.
Electronic pre-administration checklist on EPMA. 21.1.19 update - This was drawn up
but EPMA requires users to complete hecklist at start and end of transfusion and
feedback from local NMC is this is a concern. Currently working through IT issues but
due to feedback this has not been rolled out electronically. Current traceability slip
is being reviewed to make larger/more robust. .

Summary: The Trust is making significant investment in the current infrastructure to ensure it is safe, and continues to explore longer-term strategic solutions.

Ruth Charlton/ James
Marsh

Trevor Fitzgerald
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Original Risk
Rating
(Consequence x
Likelihood)
(incl. Date Added to Risk
Register)

25
(5 x 5)
Apr-16

20
(5 x 4)
Apr-16

20
(5 x 4)
Apr-16

20
(5 x 4)
Apr-16

12/17

Risk

Current
Trust-wide
Risk Rating

Existing Controls/Mitigations/Assurances

Long-Term Mitigating Action Plan to address gaps in
controls/assurances

Lead Risk Owner

End of FY
Target Risk
Rating

Final Target
Risk Rating
and Date

(Consequence x
Likelihood)

3.1 Loss of provision of clinical services
throughout Trust due to poor condition
of external buildings. (Roofs, Windows,
Walls, Structure).

3.2a Significant disruption to clinical
services and clinical risk throughout
the Trust due to the failure of the
Electrical Infrastructure

3.2b Inability to provide inpatient
services across St Helier Hospital due to
the loss of the Central Hot Water and
Heating System.

3.2c Risk to the continuity and
provision of safe clinical services, due
to the loss of Cold Water and Drinking
Water Systems or the contamination of
the water systems, such as Legionella
Disease.

20
(4 x 5)

20
(5 x 4)

20
(5 x 4)

16
(4 x 4)

Controls
• Temporary repairs/fix as and when required.
• Access restricted to prevent harm (where appropriate).
• Estate Strategy approved at January 17 Trust Board for priority investment to meet
increased critical backlog risks.
• 5 year estates strategy addresses critical infrastructure risk.
Assurances
• Regular monitoring and reporting by Executive Director Estates, H&S committee, Capital
Steering Group

Further controls required

Controls
• Employment of competent persons trained in back-up systems and providing immediate
response to loss of electrical supplies.
• Communication and local business continuity plans in place.
Assurances
Regular monitoring and reporting by Executive Director Estates, H&S committee, Capital
Steering Group

Further controls required
• 5 year estates strategy addresses critical infrastructure risk needs to be delivered.

Controls
• Continued regular planned preventative maintenance and servicing.
• Skilled staff on site to respond to service loss as and when required.
• Monitoring of air systems within Theatres and working with Infection Control Team to
mitigate any derogation from Health Technical Memorandum’s.
• Business case approved for external funding for the replacement of steam boiler plant at
St Helier & Epsom
Assurances
Regular monitoring and reporting by Executive Director Estates, H&S committee, Capital
Steering Group

Further Controls required
• 5 year estates strategy addresses critical infrastructure risk needs to be delivered
Further assurances required
Robust contract management of Steam Replacement Programme and removal of
Critical Infrastructire plant during contract period - up to December 2020

Controls
• Continued regular planned preventative maintenance and servicing.
• Skilled staff on site to respond to service loss as and when required.
Monthly testing of water outlets

Further Controls required
• 5 year estates strategy addresses critical infrastructure risk needs to be delivered
Further assurances required
Undertake format Risk Assessment for provision of safe water services across the
Trust
Secure Capital Funding to replace old pipework and systems/plant

Assurances
Regular monitoring and reporting by Executive Director Estates, H&S committee, Capital
Steering Group

Long term estates strategy being pursued through Improving HealthCare Together
Programme
Further assurances required
Further capital funding to address Critical Infrastructure backlog and services critical
to patient safety

Further assurances required
Commissioing of site Electrical capacity survey to provide current position due by Q2
2019/20

20

12

(4 x 5)

2025

Trevor Fitzgerald

Trevor Fitzgerald

20

16

(5 x 4)

2020

20

12

(5 x 4)

2021

Trevor Fitzgerald

16
(4 x 4)

12
2021

Trevor Fitzgerald
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Original Risk
Rating
(Consequence x
Likelihood)
(incl. Date Added to Risk
Register)

20
(5 x 4)
Apr-16

20
(5 x 4)
Apr-16

20
(5 x 4)
Apr-16

20
(5 x 4)
Apr-16

Risk

Current
Trust-wide
Risk Rating

Existing Controls/Mitigations/Assurances

Long-Term Mitigating Action Plan to address gaps in
controls/assurances

Lead Risk Owner

End of FY
Target Risk
Rating

Final Target
Risk Rating
and Date

(Consequence x
Likelihood)

3.2d There is a risk to the continuity of
clinical services continuity due to the
loss of Medical Gases Piped System.

3.2e Risk to Patient and staff safety
due to defects in Fire
Compartmentation and Fire prevention
systems.

3.2f Risk to continuity of clinical
services due to the loss of critical
Sewage and Drainage Systems.

3.2g Risk in the loss of security systems
to high risk areas (Maternity, Casey
Ward, SCBU) due to the discontinuation of the swiped access
control system at Epsom Hospital

16
(4 x 4)

16
(4 x 4)

16
(4 x 4)

16
(4 x 4)

Controls
• Robust monthly servicing and maintenance of MGPS.
• Specialist contractor supporting the management of old and fragile plant and equipment.
Detailed review of pipe system and highlight risks to focus funding on
Assurances
Regular monitoring and reporting by Executive Director Estates, H&S committee, Capital
Steering Group

Further Controls required
• 5 year estates strategy addresses critical infrastructure risk needs to be delivered
Further assurances required
Detailed review of pipe system and highlight risks to focus funding on

Controls
• Fire Risk Assessments for all areas – annually.
• Robust fire management plans.
• Regular liaison with London Fire Brigade on priorities and action plan
• The impact of improvements being made to fire compartmentation will be reviewed in
the context of the ongoing reconfiguration works across our Hospitals, and as business as
usual for future projects
Assurances
Regular monitoring and reporting by Executive Director Estates, H&S committee, Capital
Steering Group

Further Controls required
• 5 year estates strategy addresses critical infrastructure risk needs to be delivered
Further assurances required
Annual Review of high priority areas for bidding towards Capital Annual Investment
Plan

Controls
• CCTV and visual survey undertaken on all sewage and drainage systems.
• Action Plan in place and low cost/quick wins items being progressed.
Assurances
Regular monitoring and reporting by Executive Director Estates, H&S committee, Capital
Steering Group

Further Controls required
• 5 year estates strategy addresses critical infrastructure risk needs to be delivered
Further assurances required
Annual Review of high priority areas for bidding towards Capital Annual Investment
Plan

Controls
• Limited on-going support provided by a third party.
• Contingency plans in please in the event of failure of the access control system.
Assurances
Regular monitoring and reporting by Executive Director Estates, H&S committee, Capital
Steering Group
Capital Invetsments approved to replace system in 2018/19

Further Controls required
• 5 year estates strategy addresses critical infrastructure risk needs to be delivered
Further assurances required
Complete replacement programme in 2018/19

16
Trevor Fitzgerald

(5 x 4)

4
2021

16

4

(5 x 4)

2021

Trevor Fitzgerald

Trevor Fitzgerald

16

2

(4 x 4)

2021

3

3
2019

Trevor Fitzgerald

Work due for completion by 31st March - can then be
removed from CRR
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Original Risk
Rating
(Consequence x
Likelihood)
(incl. Date Added to Risk
Register)

20

16
(4 x 4)

16
(4 x 4)

Risk

14/17

Existing Controls/Mitigations/Assurances

Long-Term Mitigating Action Plan to address gaps in
controls/assurances

Lead Risk Owner

End of FY
Target Risk
Rating

Final Target
Risk Rating
and Date

(Consequence x
Likelihood)

3.2h Risk to the loss of Theatres and
Critical Clinical Areas across the Trust
due to the failure of Air Handling and
cooling Systems.

3.8 Insufficiently robust delivery of
sterile services to support clinical
activity, including for off-site clinics

3.9 Increased Clinical risk and loss of
in-patient beds across the Trust due to
the failure of mechanical Bed Lifts.

16
(4 x 4)

Current
Trust-wide
Risk Rating

20

16
(4 x 4)

20
(4 x 5)

16
3.10 There is a risk that the Renal
units will not be able to deliver
clinical services to an acceptable
standard and meet statutory
requirements required under Health
and Safety and CQC.

(4 x 4)

• Continued regular planned preventative maintenance and servicing.
• Skilled staff on site to respond to service loss as and when required.
• Monitoring of air systems within Theatres and working with Infection Control Team to
mitigate any derogation from Health Technical Memorandum’s.
Appointment of Engineer for ventilation systems
Capital funding secured for replacement of A2 Theatres (STH) and Langley and Wells Wing
(EGH). Due for completion by Dec 2020
Assurances
Regular monitoring and reporting by Executive Director Estates, H&S committee, Capital
Steering Group

Further Controls required
• 5 year estates strategy addresses critical infrastructure risk needs to be delivered
Further assurances required
Review priotising plant replacement with ICT for prioritisation of Capital Funding

Controls
Careful management of service by service managers and theatre staff to ensure correct
equipment available
Further strengthening of all decontamination service provision and senior management
support
Strengthened contract management processes
Assurances
Regular monitoring and reporting by Executive Director Estates, H&S committee, Capital
Steering Group

Further assurances required

Controls
• Continuation of regular planned maintenance and servicing to the lifts.
• Essential spare parts retained on site, if possible.
• Business Continuity Plans in for local clinical services.
Short term fix in place for Wells Wing
Emgergency Capital Funding approved for essential repairs
Assurances
Regular monitoring and reporting by Executive Director Estates, H&S committee, Capital
Steering Group

Further controls required
5 year estates strategy addresses critical infrastructure risk.
Review prioritisation of capital plans for 2018/19 to address lifts at QMHC,
maternity at STH and Wells Wing and Langley Wing at Epsom
Further assurances required
Appoint authorsided engineer and consultants to review current coniditon and
maintenance of lift and provide investment plan

Controls
Careful monitoring and review of risks relating to all units including satalite units
Interim investment in prority repairs for Unit at Croydon
Infection control audits.
Incident reporting.
Health and Safety inspections.
Statutory and Mandatory training.
Frequent consumable deliveries to reduce need for bulk storage.
Assurances
Regular monitoring and reporting by Executive Director Estates, H&S committee, Capital
Steering Group

Further controls required
Completion of STH Dialysis unit by March 2020
New Croydon Dialysis Unit by October 2019
Further assurances required
Capital Funding to be secured to move inpatient provision into main block during
2019/20 and 2020/21

20

12
2021

Trevor Fitzgerald

Strengthened contract management processes
Procurement of new service for 2019/20
Further assurances required
Review current position re Risk and agree short term requirements

Dan Bradbury /
Trevor Fitzgerald

Trevor Fitzgerald

16

6

(4 x 3)

2020/21

20

6

(4x5)

2025

16

4

(4 x 4)

2021

Trevor Fitzgerald
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Original Risk
Rating
(Consequence x
Likelihood)
(incl. Date Added to Risk
Register)

20
(4 x 5)

15
(3x5)
Aug-17

Risk

Current
Trust-wide
Risk Rating

Existing Controls/Mitigations/Assurances

Long-Term Mitigating Action Plan to address gaps in
controls/assurances

Lead Risk Owner

End of FY
Target Risk
Rating

Final Target
Risk Rating
and Date

(Consequence x
Likelihood)

3.13 Inadequate facilities for HDU/ITU
at St Helier.

3.14 The Trust has prioritised
divisional bids for new medical
equipment, but there is a risk that
limited capital funding means that
not all medical equipment identified
as requiring replacement can be

20
(4 x 5)

15
(3x5

Controls
Careful management of equipment and critical care bed utilisation.
Assurances
Regular executive review

Further controls required
Revised plans for relocation of hdu/itu as part of estates plans for 18/19 needs
agreeing
Further assurances required
to be identified

Controls
Prioritisation with all divisions to fund the most critical equipment this year £1M allocated
with a £200k contingency for emergency capital bids
Careful management of equipment and precautionary measures to minimise the impact
Maintenance management contracts
Assurances
Monitored carefully through Capital Steering Group monthly

Further controls required
Future capital funding bid and exploring opportunities for managed service
contracts.
Further assurances required
Review priority lists for funding from Charitable sources

Trevor Fitzgerald

8

TBC

(4 x 2)

2025-30

15

4

(3x5)

2021

Controls

16
(4 x 4)

15/17

3.3 Loss of ability to function
effectively by not having access to
digital patient data and business
data, due to aging equipment, cyber
security incidents, and other
potential factors.

16
(4 x 4)

Further controls required
•Will work into future capital plans to secure additional funds to deliver the digital
• Complete upgrade to Wi-Fi networks. Upgrade to wired networks ongoing.
strategy including addressing long term PAS/EPR replacement
• Replace and upgrade Windows NT PC Infrastructure
• Focus in 2018/19 on achieving 95% IG Training . Additional resources are being
• e-Prescribing to deliver safer prescribing and administration rollout to be finished by end identified to suport achievement
of year except to ED, Paeds and Critical Care
Further assurances required
• Upgrade firewall/remote access solution
to be identified
Server infrastructure - Paper for Business case to be completed by end of Q3
Storage infrastructure
£2M in 2019/20 Capital Programme - replace all Windows 7 with Windows 10
Network infrastructure
Assurances
Reviewed at monthly ICT projects review chaired by SIRO and each IG Committee and ICT
Steering Group and Capital Steering Group
Audit Committee reviews cyber security at each meeting

Dan Bradbury

16

4

(4 x 4)

2024

Peter Davies
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Original Risk
Rating
(Consequence x
Likelihood)
(incl. Date Added to Risk
Register)

20
(4 x 5)

Risk

Current
Trust-wide
Risk Rating

Existing Controls/Mitigations/Assurances

Long-Term Mitigating Action Plan to address gaps in
controls/assurances

Lead Risk Owner

End of FY
Target Risk
Rating

Final Target
Risk Rating
and Date

4

0
03/19

(Consequence x
Likelihood)

3.5 Only reasonable endeavours
support will be offered to maintain the
running of Maternity Evolution System
in the event of failure of the system

15
(3 x 5)

Controls
• IT midwives and a few Band 8 and 7 midwives have Smart cards in order to obtain NHS
numbers for babies.
• Downtime forms are always readily available to the staff to print off where necessary in
order to record data from ALL STAFF on the G:drive.
• The existing data is backed up by the IT department on a daily basis.
• IT midwives work to make necessary corrections to records so that the midwives are able
to use the system and report to CSC as necessary any relevant working issues with the
system.
• Safeguarding information is held in hard copy form in the maternal Pink Notes and on iCM
e documents.
Replacement system procured and roll-out is in train - completion date scheduled for
during Q2.
Badgernet - (replacement system) implemented w/c 22/10/2018. Expect to be able to
remove risk around Maternity Evolution System by end Nov 2018
Assurances

Further controls required
None identified
Further assurances required
None identified

Peter Davies

Reviewed through project steering group, divisional governance and PARC process
Expectation that the Evolution System will be turned
off by end of February 2019 when all women
registered on system have "delivered"

16
(4x 4)

3.7 There is a risk that medical devices
are not fit for patient use due to being
out of date for servicing

20
4 x 5)
Apr-16

16/17

4. FINANCES

16
(4 x 4)

• Up to date asset register for devices managed by the Electro Medical Engineering team
and Medical Equipment Library.
• Medical Devices Policy provides clear user responsibilities for medical devices.
• New asset data completed t - central control of all contracts for medical devices is to be
completed by the end of March 2019
• Procurement undertakes regular review of service contracts due and expiry dates.
• Department Equipment Coordinator’s system in place and update from Clinical areas
requested.
• Review proposal to provide asset tracking for all medical devices
• Medical Devices Safety Officer Role appointed and in place
• Appointment of Medical Devices Project Manager
• Head of Clinical Engineering Appointed

• Create a central control for the management of medical devices for contract
management, record keeping.
• New asset data base under development - central control of all contracts for
medical devices

Summary: The 2017/18 Control Total agreed with NHSI was a deficit of £17.8m. The Trust exceeded this by £4.4m posting a deficit of £13.4m. The Trust plans to deliver a
control total of £13.7m deficit for 2018/19 as agreed with NHS Improvement. This is predicated on delivering a CIP of £17.0m and managing in-year unfunded cost pressures.
The Trust agreed a both block and PBR-based risk shared contracts with commissioners. This adds an element of risk in managing activity and associated income. The Trust is
also planning to identify and then sell further surplus land.

12
(4x3)

9
2019/20

Trevor Fitzgerald

Rakesh Patel
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Original Risk
Rating
(Consequence x
Likelihood)
(incl. Date Added to Risk
Register)

16
(4 x 4)
Apr 18

20
(4 x 5)
Dec-16

16
(4 x 4)
Sept 18

Risk

Current
Trust-wide
Risk Rating

Existing Controls/Mitigations/Assurances

Long-Term Mitigating Action Plan to address gaps in
controls/assurances

Lead Risk Owner

End of FY
Target Risk
Rating

Final Target
Risk Rating
and Date

4
(2X2)

April
2019

(Consequence x
Likelihood)

4.1 Inability to achieve control total
through under-delivery of Cost
Improvement Plans and inability to
meet Income plan within budget, or
Expenditure in excess of budgets

4.2 Inability to achieve long term
financial sustainability due to
inefficiencies of providing range of
services across two 'subscale' acute
sites, contributing to an increasing
underlying structural deficit.

4.3 Failure to secure sale of excess
land on Epsom Site will impact on the
Trust’s financial position for 2018/19
and reduce the amount of investment
that can be made to improve facilities
at Epsom

16
(4 x 4)

20
(4 x 5)

16

Controls
Cost Improvement Mitigations:
•The Service Improvement Team has been refocussed on fewer larger projects to improve
financial performance (re-named as Financial Improvement Team).
•More rigorous governance framework developed and implemented.
• Appointment of Director of Transformation and Turnaround.
•Targeted expert external support commissioned
•Identification of potentially surplus land
•Income Mitigations:
•Strengthened clinical recording and coding following changes to HRG4+ tariffs
•Agreed block contracts for Non-elective activity.
• Agreed PbR contracts for elective activity allowing the Trust to improve productivity and
throughput
Assurance
•Expenditure mitigations:
•Monthly review of budgetary underspends to convert into savings to cover
unidentified CIP and unforeseen cost pressures
• Priority Based Budgeting rolled out across the Trust
• Issued division-specific control totals Assurances
• Governance structures in place to support effective delivery of the Programme and to
quickly escalate any delays to delivery of the Programme, include:
o Weekly review by execs of pay and non-pay.
o Bi-weekly reviews by CFO and transformation and Turnaround Director.
o Biweekly executive CIP Board. Monthly review at Finance Committee.

Further controls required
Mitigations planned to cover shortfall on a non-recurrent basis on schemes forecast
to under-deliver against target.
Closer working with Commissioners through weekly QIPP/CIP transformation board
meetings to identify further faster opportunities.
Three months rolling forecasts developed.
New activity monitoring reports developed and working closer with divisions put in
place.
Working with SWL Acute collaborative to develop savings programme.
Recovery plans developed via TEC for demand management in imaging and ESTH
escalation and capacity plan for winter.

Controls:
Developing scenarios, including within the south west London STP and with regulators, to
ensure long-term clinical and financial sustainability of services and addressing critical
estate issues
Proposals at an advanced stage to collaborate further on pathology, procurement, and
shared staff bank across SWL.
Assurances
Reviewed by CTM, at collaboration boards, Finance Committee and Board

Further controls required

Controls:
Robust Project and Programme Management arrangements in place
Working with external stakeholders and the public on engagement with plans

Further controls required
Regular review by Trust Board to review ongoing Programme and External concerns

Rakesh Patel

Achievements:
Agreed year end income values with Commissioners
Land sale OBC approved . FBC approved by Board and
submitted to NHSI on 14/01/2019

Work collaboratively with partners to identify further
opportunities for more efficient working in back office and
clinical services

Rakesh Patel

4
2025-30

Further assurances required
• Using benchmarking information to focus on areas of relative inefficiencies

0

(4 x 5)

Assurances
Finance Committee, Trust Board
Weekly monitoring by Project Team and Execs

12
(3 x 4)

Further assurances required
Approval of full business case by NHSI and DHSC by 1st March 2019

0
2019/20

Trevor Fitzgerald

Approval of full business case by NHSI and DHSC by 1st
March 2019

17/17
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