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EPSOM AND ST HELIER UNIVERSITY HOSPITALS NHS TRUST
PUBLIC BOARD MEETING

Minutes of the meeting held on Friday, 13th November 2020, between 09.30 and 11.30 am
by Zoom Webinar
Present:

Gillian Norton
Pat Baskerville
Elizabeth Bishop
Martin Kirke
Aruna Mehta
Richard Noble
Phil Wilbraham
Chris Elliott
Daniel Elkeles
Ruth Charlton
Peter Davies
Debbie Eyitayo
Trevor Fitzgerald
Sue Jones
Clare Proudlock
Thirza Sawtell
Arlene Wellman

In Attendance: Barbara Mathieson

Chairman
Non- Executive Director
Non- Executive Director
Associate Non-Executive Director
Non-Executive Director
Non-Executive Director
Associate Non-Executive Director
Associate Non-Executive Director
Chief Executive
Joint-Medical Director and Deputy Chief Executive
Director of Corporate Services
Director of People
Director of Estates and Facilities
Joint Chief Operating Officer
Director of Communications
Director of Integration
Chief Nurse and Director of Infection Control
Deputy Head of Corporate Governance (Minutes)

1.

INTRODUCTION AND GENERAL BUSINESS

1.1

Welcome and Apologies for Absence

a.

The Chairman welcomed everyone to the meeting, which was being held via Zoom Webinar.
Apologies for absence were received from James Marsh.

b.

It was noted that Renae Clews, from the local CQC Inspection Team, was observing the
meeting. Everyone was wished “Happy Diwali”.

1.2

Declarations of Interest

a.

There were no new Declarations of Interest.

1.3

Minutes of the Last Meeting held on the 11th September 2020

a.

The minutes of the meeting held on 11th September 2020 were approved as an accurate
record of the meeting.

1.4

Chairman’s Update

a.

The Chairman confirmed that she had recently taken part in a tour of various areas within
Epsom Hospital, and had visited the Day Surgery Unit, Diagnostics and Medical Records.
During the visits she had been able to see the way that all staff were working hard to restore
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planned care.
b.

The Chairman confirmed that she wanted to thank all staff who were continuing to work
beyond expectations and were doing such a fantastic job in ongoing difficult circumstances.

1.5

Chief Executive’s Update

a.

Daniel Elkeles reminded the Board that the Secretary of State had asked the Independent
Review Panel (IRP) to consider the decision made by the local CCGs to site the new
Specialist Emergency Care Hospital (SECH) at Sutton. The outcome of the IRP had recently
been received by the Trust and it had agreed that the decision had been correct to build the
new SECH at Sutton .

b.

Daniel confirmed that the expectation was to submit the Outline Business Case for the SECH
and work required on the District Hospitals to NHSEI before the end of December 2020.
Once approved, the Trust could begin to draw down funds for the project. It was
anticipated that the building work at Sutton would begin in 2022 with the new Hospital
opening in 2025.

c.

Daniel also shared his thanks, to all staff, for their continued efforts to deal with the ongoing
situation with COVID and the hard work which had been taking place to restore planned
care. He confirmed that the Trust was now working at what could be considered as
“Business as Usual” levels in terms of planned care. It did however need to be recognised
that the number of people presenting to the Trust with COVID-19 was again increasing and
that this was likely to be the beginning of a second surge.

d.

Another point which was highlighted from the Chief Executive’s Report was that another CT
Scanner had been installed at St Helier. This meant that there were now three on site,
working and fully staffed.

e.

Black History month had been celebrated across the Trust in October 2020 and the
Women’s Network had been launched.

f.

To finish his report Daniel confirmed that the PALs Team were continuing with their “Letters
to Love Ones” initiative, helping patients and their relatives keep in touch whilst there
continued to be visiting restrictions across the Trust.

2.

PATIENT SAFETY, QUALITY AND PERFORMANCE

2.1

COVID – 19 Update

a.

The Board received an update on the current position relating to COVID-19 both within ESTH
and the wider local community. Ruth Charlton began by confirming that the rate of COVID19 was increasing within the local community and that this was leading to an increase in
patients being treated for the disease both within the Trust and the community. Currently
there were 83 inpatients being treated for Coronavirus which accounted for 13.9% of the
Trust’s acute bed capacity.

b.

Ruth also confirmed that work was taking place across the Trust to increase capacity within
the ITUs along with phase one staff redeployment plans being initiated.

c.

Sickness absence of staff was running at 4.73% which was down on the number two weeks
previously. Also, it was confirmed that the Trust was planning to start lateral flow testing of
asymptotic staff. This was alongside planning for the mobilisation which would be needed
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to undertake mass COVID-19 vaccination. It was noted that it was hoped that this would
begin in Dec 2020.
d.

In terms of Urgent and Planned Care, the Trust was now back to operating at “Business as
Usual” levels, with some areas of planned care operating at levels of over 100% of previous
capacity. The Trust also was now making good use of Video and Telephone Conferences
and over 40% of Outpatients were now being seen in that way .

e.

Arlene Wellman confirmed that there had been three incidents of Nosocomial Infection
outbreakss. This had included a transfer of infection in one incidence between the Renal
Unit at STH and the ICU. Derek Macallan said he felt that there had been a good assessment
and review by the Trust of the incidents. He noted that the issue was with the physiology of
the disease and that it needed to be emphasised that patients could come into the Trust
with a negative test result and then be symptomatic some days later. The carriage of the
infection was complicated and the only way to reduce the number of hospital transmitted
infections was to undertake more regular testing. Also there were some questions over the
sensitivity of the tests. National testing was being specified on the day of admission and
then on day five. What was needed was another test on an earlier date. Arlene confirmed
that this was already taking place for patients who were due to undergo surgery. Also all
patients on the emergency pathway were treated as being positive for COVID-19.

f.

Martin Kirke thanked the Executive Team for the comprehensive update and asked if there
were any plans to undertake additional swabbing of staff. Arlene confirmed that the Trust
was continuing to offer swabbing to symptomatic staff and their families. This was now
being undertaken via a drive through clinic.

g.

The Chairman commented that it must have been a very difficult exercise in terms of both
logistics and governance to undertake staffing swabbing and testing. The Executive Team
confirmed that this was a correct assumption and that it had taken a while to get every
aspect of the testing process right. Arlene confirmed that initially there had been some
process issues and the Standard Operating Procedures (SOP) had been received late so it
had been hard to develop an appropriate Strategy in a timely manner. The IT Team had set
up an electronic way of collating the testing information.

2.2

Sub Committee Reports

a.

Patient Safety and Quality Committee (PSQ)

b.

Pat Baskerville confirmed that the PSQ Committee had met twice since the last Board
Meeting held in Public. The main focus of discussion had been on planning for the second
surge of COVID-19 and had included clinical preparations, staffing, swabbing of patients and
the availability of PPE. Good assurance had been received by the Committee that ESTH was
as prepared as it could be for the anticipated increase in COVID positive patients.

c.

It had been identified that there had been a particular concern regarding the supply of
enough Oxygen on the STH site to be able to deal with a second surge of COVID patients.
The Estates and Facilities Team, with support from NHSEI, were working with British Oxygen
Company (BOC) to ensure that the work which needed to be undertaken could be expedited
as soon as possible. This, it was hoped, would now be undertaken early in January 2021.

d.

It had been noted by the Committee that ESTH was taking part in a Clinical Trial in relation
to Coronavirus vaccination.

e.

There was continued concern regarding the provision of adequate mental health services for
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Children and Young People presenting to the Emergency Departments on both main sites.
The major issue was the lack of provision of Tier Four placements offering specialist care
meaning that often these patients were having to be cared for on the Paediatric Wards.
These wards were not designed to offer the support required. It was recognised that it was
not within the gift of the Trust to resolve the situation but Executive level discussion was
continuing to take place within the local Trusts offering Mental Health Services whilst
lobbying national leaders regarding the concerns.
f.

At the October meeting the Committee had received an update on the Molebridge GP
Practice, which had been run by ESTH from the 1st October 2019. The Committee received
excellent assurance regarding all the quality improvement, including estates and
infrastructure changes which had taken place since that date.

g.

The results of the deep dive into the C Section rate at the Trust was considered by the
Committee and good assurance received.

h.

The Chairman asked if there was any chance that the work on Oxygen supply at STH could
be brought forward. Trevor Fitzgerald confirmed that the Trust had sector wide support for
the work to be under taken urgently and regular discussions were taking place with NHSEI
and BOC to ensure the work was undertaken as soon as possible.

i.

The Chairman also stated that she felt the situation with the CAMHS provision across the
Trust and particularly at Epsom was not acceptable and she asked if there was anything
further that the Board could do to try and expedite change. Daniel Elkeles confirmed that
these concerns were high on the Surrey Heartlands CCG Agenda and would form part of a
Surrey wide system summit which was due to take place the following week. Daniel
confirmed that that he was confident that the leaders within Surrey Heartlands fully
understood the concerns. However it did need to be noted that all local Acute Health
providers were in a similar position.
People and Organisation Development Committee (POD)

j.

Aruna Mehta confirmed that the POD Committee had met once since the last Board
Meeting. The Committee had considered the proposed new appraisal system which was
based on the key value of RESPECT which would be introduced from 1st January 2021.

k.

It had been noted at the meeting that some further funding had been received to undertake
additional overseas recruitment. Further it had been confirmed that the retention rate of
staff who had been recruited from overseas was good.

l.

At the meeting good assurance had been received that everything possible was being done
by the Occupational Health Team and the Freedom to Speak Up Guardian and their teams to
ensure the health, safety and wellbeing of all Staff working within the Trust. Also the various
Trust Staff networks were continuing to undertaken meetings and sharing via Video
Conference.

m.

Debbie Eyitayo also confirmed a new Recruitment Campaign had been launched and this
was focusing on both clinical opportunities and other roles within the Trust including in
estates, community roles and within corporate functions such as HR, Finance and IT.

n.

Martin Kirke commented that it had been reported at the meeting that extra funding had
been approved to recruit additional mental health support for Trust staff. He noted that
these posts were often difficult to recruit to and asked what the current issues were in
relation to staff mental health and wellbeing concerns. Debbie confirmed that the Trust was
recruiting additional Mental Health support including Psychologists who would continue to
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support staff during the ongoing COVID-19 epidemic. In the interim, listening events
including with members of the Executive Team continue. Individual staff counselling
continued to be offered along with ensuring that there was sufficient provision for rest areas
and breaks etc. It was confirmed that an additional £150k had been invested in Occupational
Health over the last few months to try and support staff during the very difficult period of
the COVID-19 epidemic.
o.

Martin stressed the need for support for staff who continued to work remotely including the
need for efficient IT so that they could continue to undertake their roles in the most efficient
ways. Peter Davies confirmed that the Executive Team had acknowledged the need to
support staff who were working remotely. It was acknowledged that access to the central IT
systems had been difficult for some and work was continuing to try and resolve these issues.
There had been considerable financial investment to support home working through the
purchase of additional Laptops.

p.

Elizabeth Bishop asked for more information regarding the plans for Overseas Recruitment
and whether existing overseas staff were being supported to return home for visits as
appropriate. Arlene Wellman confirmed that careful consideration was being given as to
what countries the Trust would be looking to recruit nurses from. Overseas Recruitment
was mainly being undertaken using Capital Nurse which was a company which had a good
ethical record. Direct applications from individuals, if they meet the requirements of the
roles were also being accepted. In terms of allowing staff to take leave and to undertake
visits homes this was being accommodated where possible..
Finance and Performance (F&P)

q.

Richard Noble confirmed that there had been two meetings of the F&P Committee which
had taken place since the last meeting of the Committee. At each meeting the Performance
Metrics for the Trust were considered. Performance against the ED four hour standard was
at around 90% which was felt to be a huge achievement given the ongoing pressures
relating to COVID-19.

r.

Alongside this, there was good recovery taking place in both planned care and outpatients
and there was an improvement in performance against the diagnostic metrics. The rate of
patients being admitted for planned surgery was also improving. However there was a
concern relating to the number of patients who had been waiting over 52 for treatment.
This list had not reduced as quickly as hoped.

s.

In terms of finance the Board was reminded that for the first six months of the financial year
there had been a temporary financial regime where all reasonable costs, including those
relating to COVID-19 were directly reimbursed. However, for the last six months of the year
the Trust again would be subject to the normal financial regime. This, it was anticipated,
would result in a £12m shortfall in income for the year which would create a big challenge
for the Trust.

t.

The Capital Programme for the Trust for 2020/21 was currently slightly behind plan but was
expected to catch up before year end.

u.

Richard also confirmed the Trust had recently approved the South West London Business
Case for Pathology and would be considering the LIMS Business Case which was a key
enabler for the Pathology work at the Private Board meeting which was due to take place
later that day.

v.

Richard asked about the integrity of the list of 52 week waiters and Sue Jones confirmed
that it was validated and all cases were subject to regular clinical review. All patients had
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been contacted to see if they still wished to receive treatment.
w.

Pat Baskerville asked how long the Trust would be able to continue to access capacity within
the Private Sector. Sue Jones confirmed that some Ophthalmology Surgery was still being
undertaken at Ashtead. Rakesh Patel confirmed that the private capacity was currently
available until the end of December but work was being undertaken to see if this could be
extended. Daniel Elkeles confirmed that ESTH had been using two thirds of available
capacity at Ashtead and undertaken in the region of 1500 operations.

x.

Elizabeth Bishop asked if patients where showing any reluctance to come into the Trust for
Planned Care as the expected second surge of COVID-19 was beginning. Sue confirmed that
to date this was not a concern but it was anticipated that it would become more of an issue
as cases of COVID increased. If patients were concerned there was a detailed script of
information available which included the fact that both the Day Units and SWLEOC were
closed units. Also direct clinician to patient conversations were taking place where
necessary, to provide assurance.
Community Services Update - Surrey Downs Health and Care (SDH&C) and Sutton Health
and Care (SHC)

y.

Chris Elliott shared an update from the Community Services Board and confirmed that the
teams working within SDHC and SHC were working on surge plans to be able to deal with
the second surge of COVID-19. This included creating capacity and working closely with
local community partners to develop plans. Within Sutton this partnership working included
both the London Borough of Sutton and Healthwatch.

z.

All Community Services were continuing with their flu vaccination clinics and ensuring that
housebound patients were vaccinated. It had been recognised that it was important that
this work was completed in a timely manner prior to the planned mass vaccination
programme against COVID-19.

aa.

Weekly webinars with the Senior Teams were taking place for staff and these included
Question and Answer sessions. Chris also stressed the need to recognise that the increase in
Covid cases within local communities was increasing the pressure on staff.

ab.

At the time of the meeting all Planned Care Services were open and were continuing to
deliver care and support for patients. The Home First initiative which assisted the early
discharge of patients back to the community was felt to be working very well. The support
from the voluntary sector within Sutton was immensely helpful.

ac.

Chris highlighted that there had been some good news stories in terms of recruitment to the
Community Services; in particular in the Elmbridge area of Surrey. However it did need to
be acknowledged that there continued to be a number of complex patients being treated for
COVID -19 and the after effects of the illness within the Community. This meant the need
for additional staffing and PPE.

2.3

Integrated Performance Report and Corporate Risk Register

a.

The Executives presented the key points from the ESTH Integrated Performance Report.
Data was from September 2020 . These included :


There had been an increase in Hospital Standard Mortality Rate for the last
reporting period to April 2020. A deep dive into this increase had been undertaken
and reported to the PSQ Committee. The increase was noted to be in relation to
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b.

COVID-19 related cases of pneumonia.
The Trust C Section rate was 34.8% which was higher than the nationally set
trajectory. This concern had been subject to a deep dive review, the outcome of
which had been presented to the PSQ Committee. Good assurance had been
received by the Committee that the Maternity Team were working within the latest
best practice guidelines.
A new nursing dashboard was in the process of being developed and this would aim
to give greater clarity on the various metrics including Care Hours Per Patient Per
Day
There had been no cases of MRSA within the Trust within the reporting period. The
number of C Diff cases was slightly above trajectory. These were being reviewed
quickly and the outcome of the Root Cause Analysis being implemented.
Cancer metrics had improved with most patients now having their treatment started
within 62 days. Those who had waited over 104 days had reduced from 80 patients
to 15.
Improvements in the Urgent Care facilities on both sites were taking place and it
was planned that these would be completed and opened before the end of the
calendar year. They included improved space for carrying out same day treatments
and for patients with mental health concerns.
The rate of sickness access within the Trust had increased. Work supporting Risk
Assessment of staff in relation to COVID-19 continued and the capacity of the
Occupational Health Team had been increased to support this.

Corporate Risk Register
Peter Davies presented the updated Corporate Risk Register and confirmed that all risks had
been reviewed at the recent Board Sub-Committee Meetings. A new risk had been added in
relation to concerns about the available supply of Oxygen at St Helier. Also, Risk 4.1 relating
to the new Financial System which the Trust had moved to working within from the 1st
October 2020 had been updated .

c.

Alongside the above points it was confirmed that work continued to be undertaken to make
sure the Risks outlined within the Divisional Risk Registers were aligned where necessary
with those in the Corporate Risk Register.

2.4

Never Event Report

a.

Ruth Charlton confirmed that in May 2020 Two Never Events were reported for
investigation under the serious incident framework where patients had been unintentionally
connected to air instead of oxygen. The incidents were both recognised at the time that
they occurred, and they resulted in no harm to the patients involved. A third similar incident
took place in July 2020 and was under investigation.

b.

The incidents had been reported to the Care Quality Commission and the Trust
Commissioners as a Never Event – ‘Unintentional connection of a Patient Requiring Oxygen
to an air flowmeter’ and the investigations had been led by a Consultant Anaesthetist and
the Head of Quality and Patient Safety. Following these investigations, learning in relation
to the management of medical air was shared across the Trust in the Quality and Patient
Safety newsletter and topic of the week.

A review had also been undertaken of the actions taken in relation to the 2016 Patient
Safety Alert (NHS/PSA/D/2016/009) ‘Reducing the risk of oxygen tubing being connected to
air flowmeters’ to reinforce the requirements of this Alert. Divisional Risk assessments had
been undertaken, and it was confirmed that the management of medical air in clinical areas
was being monitored through the harm free care audit.
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d.

Pat Baskerville confirmed that the incidents had been reviewed in detail at the recent PSQ
Meetings. She asked whether there was anything more which could have been done after
the first wo events to prevent the third from occurring.

e.

Ruth confirmed that the appropriate learning had been ascertained from the review of the
first two events and this was in the process of being rolled out amongst all staff. Work was
being undertaken across the Trust with all staff on the best practice use of air and oxygen
flow meters with reminders that airflow meters should be remove when not in use.

f.

The Chairman also reminded the Board of the operating environment within the Trust, with
a surge of very unwell patients and having to use full PPE, at the time of the initial two
incidents .

g.

h.

Arlene Wellman confirmed that regular audits on the presence of Airflow meters on the
wards were taking place as part of the routine nursing audits and would be included within
the Nursing Audit / Harm Free Care Reports.
It was confirmed that once review of the third Never Event had been completed all would be
considered holistically. The reviews and action plans from the incidents would be monitored
by the PSQ Committee and any concerns would be brought back to the Trust Board as
appropriate.

2.5

Learning from Deaths Quarter 2 2020/21

a.

Ruth Charlton presented the Learning from Deaths Report Quarter 2 2020/21.

b.

During quarter two, there were 287 deaths. Of these, 129 (44.9%) met the criteria for level
one review. 105 (37%) deaths met the criteria for a Structured Judgement Review and 97
(92%) had been performed. During quarter two, one patient with learning disabilities died.
This death had already received a SJR.

c.

According to the Structured Judgement Methodology, a score of 3 was adequate care and 4
was good care. Reviews completed for deaths in quarter one had an overall average score of
3. This showed consistency with care provision being of an adequate standard with 7% of
reviews demonstrating excellent care.

d.

During quarter two, learning themes relating to sepsis, quality of documentation for long
stay patients, DNACPR and patient treatment escalation plans had been identified.

e.

Ruth Charlton confirmed that the new Medical Examiner Service had been in place since July
2020. The Medical Examiner Service is hosted by the Trust but independent to it, with
oversight from the Regional Medical Examiner for London. The Medical Examiners support
accuracy in death certification, referral to coroners and provide early detection of any
clinical governance concerns, whilst ensuring that the bereaved are placed at the centre of
the service. Selected cases will be referred by the Medical Examiners for structured
judgement reviews, with the primary aim of quality improvement through learning from
deaths.

f.

At the current time Medical Examiners were reviewing 80% of deaths within the Trust. It
was confirmed that the Patient Safety and Quality Committee would receive regular updates
and reports from the Medical Examiner.

g.

Pat Baskerville asked about the role of the Palliative Care Team and whether there was
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anything to consider as the anticipated cases of COVID-19 increased with the expected
second surge. Ruth confirmed that the Medical and End of Life Care Teams did have some
capacity constraints but continued to try and provide the best possible palliative care for
patients as required.
2.6

Flu Planning 2020/21 Update Report

a.

Arlene Wellman updated the Board on the ESTH Flu Planning for the 2020/21 Winter
Season. This included sharing the Best Practice Management Check List.

b.

The Board was reminded that there was a national requirement for 100% of NHS staff to
receive vaccination against Influenza and it was confirmed to the Board that as at the date
of the meeting 59% of staff had been. This included 60% of clinical staff.

c.

Pat Baskerville asked if the rate of declining the vaccination was up or down on previous
years and Debbie Eyitayo confirmed that she would find out that information.

d.

The Board noted that the intention was to complete the Flu vaccination programme well in
advance of the likely introduction of the COVID-19 Vaccination Programme. This was
because there needed to be a gap between when the two different vaccinations could be
given.

e.

Arlene also confirmed that with the introduction of Peer Vaccinators across the Trust there
had been a better update of the Flu Vaccination from Staff who had never received it
before. This, it was felt, was because the vaccination was being delivered by a known and
trusted colleague which staff had felt was a benefit.

3.

GOVERANCE

3.1

Summary Report from the Audit Committee

a.

Elizabeth Bishop, Chair of the Audit Committee shared a summary from the meeting of the
Committee which had taken place on the 22nd September 2020.

b.

One of the main areas for discussion at the meeting was the proposal for a receivable write
off of £2.427m. This was approved by the Committee following the confirmation that the
entirety of the proposed debt write off had been fully provided for and would have no
2020/21 revenue impact for the Trust. Elizabeth confirmed to the Board that debts had
arisen over a period of time in the past and related to four areas of the Trust’s work
including Overseas Visitors and receiving payments from providers of Private Health
Insurance. The Committee received assurance that much of the aged debt had been
outstanding for some time and considerable efforts had been undertaken by the ESTH
Finance Team to recover the money outstanding.

c.

The new Audit Partner from the Trust’s External Auditors, KPMG attended the meeting and
shared the outline plans for the External Audit they would be undertaking at the end of
2020/21. The Team from KPMG outlined that there would be a new approach to
undertaking the Value for Money Assessment of the Audit. This, it was felt, would be very
helpful, as previously the outcome had been very binary with a very high threshold set.
Now a narrative report of the assessment would be made.

d.

Elizabeth also confirmed that an Internal Audit Report on E-Rostering had been received by
the Committee. It had received Moderate Assurance. The report was fairly historic and
many of the recommendations had already been taken forward. Debbie Eyitayo also

DEy
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confirmed that the IA Report had been discussed at the recent People and Organisation
Committee. A new team had been established within the HR Department which was
looking after all the HR Reporting Systems and was responsible for reporting metrics. They,
it was confirmed, were already making a big difference to the quality of information being
reported.
3.2

Infection Prevention and Control Annual Report ( IPC)

a.

Arlene Wellman presented the ESTH Annual Infection Prevention and Control Report for
2019/20. She confirmed to the Committee that the report contained some information on
COVID -19 from the outbreak in Feb/March 2020. However the COVID-19 epidemic would
primarily be covered within the 2020/21 Annual Report .

b.

Within the figures reported for C Diff there were two cases reported in year which were
considered as Hospital Acquired Infections relating to Lapses in Care. The outcomes from
these investigations had been that one case had been due to non- compliance with
microbial process and one was due to cross contamination.

c.

Hand Hygiene Audits which are a key process within the Infection Control process take place
across the Trust and also within the Community Hospitals. Compliance with Personal
Protection Equipment (PPE) was also regularly audited and the outcomes considered at the
Trust’s Nursing and Midwifery Executive Committee (NMEC). Arlene reminded the Board
that Hand Hygiene Audits were the results at a certain point in time and where they were
not compliant daily audits were undertaken until compliance was restored .

d.

The Chairman confirmed that it was very positive that the figures for C Diff were well below
the trajectory.

4. ITEMS FOR NOTING
4.1

Contracts Awarded Over £50,000

a.

The Board noted the schedule of contracts awarded over £50,000 during August 2020 and
September 2020. Rakesh Patel confirmed that these had also been considered at the
Finance and Performance Committee.

4.2

Use of the Trust Seal

a.

The Board noted Trust seal has been used on two occasions since the previous Public
Board Meeting:


Surrender of WH Smiths Lease at St Helier
Surrender of Woodcote Lodge - St Kilda’s and Settlement Documentation

5.

ANY OTHER BUSINESS

5.1

Establishment of Diagnostic Imaging Networks

a.

The Board received a Communication from David Sloman, Regional Director (London) to
Trust CEOs and Medical Directors outlining a proposal to establish a Diagnostic Imaging
Network.

The Board was reminded that the NHS Long Term Plan sets out a clear commitment to
b.
Page | 10
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transform the delivery of diagnostic services to patients through the creation of diagnostic
imaging networks. The letter from David Sloman set out the clear expectation that action
was to be taken to create and deliver the imaging networks to enable them to deliver
services that are sustainable and that provide better value, high-quality care for patients.
c.

It was confirmed that Epsom and St Helier had been designated as part of the Southwest
London Imaging Network, alongside St George’s Hospital, Kingston Hospital and Croydon
Health Services NHS Trust.

d.

The Board confirmed their support for this plan.

5.2

Any Other Business

a.

The Chairman reminded the Board that it was the last meeting that Pat Baskerville would be
attending, having completed service as a Non-Executive Director and Vice Chair for ESTH. It
was confirmed that Pat had contributed a huge amount to the work of the Trust over the
past few years for which she was offered enormous thanks.

b.

Pat responded by saying that she had been proud to have been associated with the Trust
and thanked the Board for their support.

6.

DATE OF NEXT MEETING

a.

Trust Board Meeting in Public – 09.30 am on Friday 8th January 2021

MEETING CLOSES
The Chairman formally closed the meeting.
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Report Title

Update summary from the Patient Safety and Quality Committee (PSQ)

Meeting

Public Trust Board

Meeting Date

Friday 8 January 2021

Executive Lead

Ruth Charlton, Joint Chief Medical Officer and Deputy Chief Executive

Non-Executive
Lead

Pat Baskerville, Non-Executive Director and Chair of Committee to 31 Dec 20
st
Derek Macallan, Non – Executive Director and Joint Chair of Committee from 1 Jan 21
st
Aruna Mehta, Non – Executive Director and Joint Chair of Committee from 1 Jan 21

th

Agenda Item

2.2.a.

st

th

The PSQ Committee met remotely on Friday 27 November 2020 and on Friday 18
December 2020.
COVID – 19 Operational related
issues and Phase Three Recovery

th

Level of Assurance : Moderate

COVID-19, operational recovery and planning for the second surge continued to be the
main focus of the PSQ Committee Meetings:
Infection Prevention and Control (IPC)
The Committee continued to be kept updated on all actions being undertaken in
response to IPC through receiving the updated Board Assurance Framework. It was
also confirmed that Sally Kingsland, Infection Prevention and Control Lead at NHSE/I
had undertaken a Peer Review of Infection Prevention and Control measures in place
across the Trust and had concluded that ESTH was undertaking all it could to ensure
that staff were working to guidelines and that all possible IPC Controls were in place.
Fit Testing
As detailed at previous meetings it was confirmed that the Trust would need to re-fit test
all relevant staff when there was a need to change the supply of masks being used to
care for patients who were suspected as having or who had tested positive for COVID19. This had now taken place aided by a team of dedicated Fit Testers and it was
confirmed that over 3000 staff had now been fit tested for the new equipment being
used.
Oxygen Supply
The Committee noted that the supply of oxygen at St Helier was still a matter of
concern. This was due to ageing equipment, including the backup facilities which were
not designed to cope with the high levels of demand. Oxygen usage was running at
approximately 80%+, when the system was designed to run at around 50% of capacity in
order to be able ensure supply. Regular oversight of this ongoing situation was being
undertaken by the Executive Team. Also urgent discussions were taking place at a
national level with NHSI/E and British Oxygen Company (B0C) to confirm a date to
undertaken the work needed to be able to stabilise the supply and to provide new
storage facilities. As a result of this escalation it had been confirmed that the urgent
th
work needed had been brought forward to the 7 January 20201.
Management of Outbreaks within the Trust – Nosocomial Infections
Following on from the report presented at the October meeting on Nosocomial Infections
an update was received in December on occurrences of these types of infections within
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the other Acute Trusts in South West London. This update was presented by the CCG
Staff who attend the Committee and they confirmed that as of the date of the meeting
ESTH shows an improving nosocomial trajectory but is not necessarily in better position
than others.
Assurance of Long Waiters
At all recent meetings there had been a detailed discussion regarding assurance around
Long Waiters (those patients on Planned Care Pathways who had waited over 52
weeks for treatment). It was confirmed that each patient on this list continued to
undergo a clinical review on a weekly basis to see if it was appropriate that they were
still at their current point on their waiting list or whether they needed to be brought
forward. Although the number of patients on the long waiter list was decreasing it was
noted that this was not happening as quickly as had previously been hoped.
Vaccinations against COVID-19
It was confirmed that plans were well advanced re. vaccination of staff and patients as
soon as they became available which was anticipated would be towards the end of
December 2020. The Trust’s Community Service Teams would be undertaking
vaccination of housebound patients who they were caring for.

Antimicrobial Stewardship

Level of Assurance: Moderate

The Infection Prevention and Control Annual Report 2019/20 was presented to PSQ in
October 2020 and included a summary a summary of antimicrobial stewardship The
report generated a number of questions and a request for a more detailed overview of
activities and assurance of antimicrobial stewardship. Therefore a further update on the
work of the Trust Antimicrobial Steering Group (ASG) was presented to the Committee in
November 20 and covered the Trust’s current performance. Areas addressed in the
report included: Antimicrobial Stewardship CQUINS; antibiotic consumption; prescribing
guidelines and education and training. The report also highlighted the impact of COVID19 on prescribing guidelines and antibiotic use in general and key areas of focus for the
next 6 months.
CAMHS

Level of Assurance : Limited

The Committee received an update at both meetings on the continued concerns relating
to the number of Children and Young People who were presenting in the ED’s with
Mental Health concerns. At St Helier they were usually assessed within the Department
and then discharged with appropriate support. At Epsom, due to a difference with the
way support from Surrey and Borders NHS Trust was commissioned, these Children or
Young People are admitted to the Paediatric Ward for assessment. Often, when it is
determined that they need a Tier 4 (Specialist) placement, they have had to be cared for
on the ward for varying periods of a few days to four months before an appropriate bed
was found. It is widely recognised that an Acute Ward was not the best place for these
Children and Young People to receive care and it also needed to be noted that ESTH
staff were not specialists in providing this area of support.
The Executive Team confirmed that they were regularly escalating to regional and
national NHSE/I Teams, individual cases of concern in order to try and expedite more
appropriate care being found for these patients.
CNST

Level of Assurance : Substantial

The Committee were reminded that in December 2019, NHS Resolution launched the
third year of the Clinical Negligence Scheme for Trusts (CNST). The scheme aimed to
support Maternity Services to deliver safer maternity care through recovery of an
incentive element built into trusts’ CNST contributions, where trusts could evidence
compliance with all ten safety actions. It was confirmed that the year three scheme had
been suspended in recognition of the pressures on services as a result of COVID-19 and
was then re-launched on the 1st October 2020 with some additional, updated
requirements in respect of COVID-19. Board oversight was required monthly from
November 2020 in relation to ESTH progress in delivering a CoC model (Safety Action
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9), and oversight was also required between now and final sign-off of evidence by the
Board (May 2021) against a number of individual requirements .
Papers presented to the Committee so far in relation to the CNST requirements have
included information on the following areas of maternity care:


Review of the Continuity of Care action plan in the light of COVID-19 taking into
account the increased risk facing women from BAME backgrounds.



Reviewed local outcomes in respect of: Maternal and neonatal morbidity and
mortality rates, including a focus on women who delayed or did not access
healthcare in the light of COVID-19, drawing on resources and guidance to
understand and address factors which led to these outcomes.

A&E Presentation

Level of Assurance : N/A

Members of the Emergency Department Team joined the meeting in November to share
the presentation which they would be giving to the CQC as part of the regular
th
relationship meeting, which was due to take place on the 4 December 2020. The CQC,
recognising the need to develop its approach to regulation, had introduced a new
transitional regulatory approach in September 2020. As part of this approach, individual
core services would be discussed at each of the future quarterly engagement meetings
between the Trust, CQC and local clinical commissioning groups.
Within the presentation many areas were covered including compliance with the 4hr
target to treat patients, staffing, quality and safety, incidents and improvements to the
facilities within the Trust’s two Emergency Departments. The Committee spoke about the
need to clarify the staff fill rates – and be able to address possible concerns about
vacancy rates. Metrics appeared to show that one third of most shifts were filled by
Bank and Agency Staff. It was confirmed that overall the staffing for the service had
been increased considerably, but was not yet fully recruited to. Targeted recruitment to
the services was continuing. Also the leadership and culture within the department were
being strengthened which it was felt would help with retention. This was alongside the
appointment of a Clinical Practice Facilitator who would support new starters. It was
confirmed that the Trust had been successful in securing additional finance to
undertaken International Recruitment and this would focus on recruiting for the ED
Teams.
Dementia, Falls Prevention and
Level of Assurance : Limited
Fundamentals of Care Presentation
Further presentations and updates were received at the November PSQ Meeting
Dementia
An update on the Dementia Strategy work taking place across the Trust was shared with
the meeting. Highlights of the update included:
 Enhanced Care policy. The policy had been approved and awareness training
was being rolled out.
 Dementia Strategy Action plan update. It had been updated based on
activities within the Clinical Practice Team
 Dementia Strategy Objective 2 - To develop a dementia-aware workforce The Dementia Champions programme. In October 2020, the first Dementia
Champions Programme had been launched. For Phase 1 of this programme, 10
wards/units were invited to propose members of staff with a passion for
Dementia care and interested in making changes. There was a mixture of
theory, activities, work based learning exercises and reflection with the
programme of work. By investing in Champions, it was anticipated that this will
help them to support others to improve care for people living with Dementia
 Support for Ward Managers and Matrons- further support would be provided
for these groups of staff.
 Dementia Strategy Objective 3 -To ensure all patients are screened for
their risk of dementia and delirium, are assessed, cared for and managed
well. It was recognised that the response to this remained poor but it was
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confirmed that there was the need to take a step back and understand the
reasons for this. After this was completed, additional work would be undertaken
to raise awareness and enable other members of the team to be empowered to
support this process.
Dementia Strategy Objective 4 - To ensure that all Trust environments are
dementia-friendly and support patient well-being and independence.
Funding has been agreed to supply 150 Dementia Friendly clocks.



Falls Prevention and Management
It was confirmed that the Falls Specialist Nurse would be providing dedicated support to
areas of concern and the Clinical Practice Team will facilitate wards/units to drive
sustained improvement. A Falls Champions Programme would be launched in 2021.
Fundamentals of Care
Information was shared with the Committee on the work taking place within the Trust on
ensuring Fundamentals of Care were in place.
“Fundamentals of care involves actions on the part of the nurse that respect and
focus on a patient's essential needs to ensure their physical and psychosocial
wellbeing. They include, but are not limited to, nutrition, hydration, bladder and
bowel care, physical handling and making sure those receiving care are kept in
clean and hygienic conditions”
Specific work which was taking place within ESTH including the mobilisation of patients
to try and reduce pressure damage were shared with the Committee.
Regular Reports to PSQ

Level of Assurance : N/A

The Committee received the following regular updates :
 Monthly Integrated Performance Report
 Quarterly Quality Update Report from the Community Services
 Updates on the Trust Corporate Risk Register focusing on concerns relating to
Variability of Care
 Monthly Serious Incident Reports (SIs) – Three SIs reported over the two
months
 Divisional Quarterly Quality Reports as presented to the CQAC Committee
 Board Assurance Framework QI and Q2 Update
 Minutes of the Sub Committees which report to PSQ :
o CQAC – Clinical Quality Assurance Committee
o RADAH – Reducing Avoidable Death and Harm Steering Group
o Health and Safety Committee
o Nursing and Midwifery Executive Committee
o Information Governance
o
Recommendation
Key to assurance
grading

The Board is asked to note the summary report.
Level of
assurance
Substantial
Moderate
Limited
No
N/A

Context
Appropriate procedures and controls in place to mitigate the key risks.
In the main there are appropriate procedures and controls in place to
mitigate the key risks reviewed albeit with some that are not fully
effective.
A number of significant gaps identified in the procedures and controls
in key areas. Where practical, efforts should be made to address inyear.
For all risk areas there are significant gaps in the procedures and
controls. Failure to address in-year affects the quality of the
organisation’s overall internal control framework.
Item for Information
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Report Title

Update summary from the People and Organisational Development (POD)
th
Committee 30 November 2020

Meeting

Public Trust Board

Meeting Date

Friday 8 January 2021

Executive Lead

Debbie Eyitayo, Director of People

Non-Executive
Lead

Aruna Mehta, Non-Executive Director and Chairman of Committee to 31 December
2020
st
Martin Kirke , Non-Executive Director and Chairman of Committee from 1 January 2021

th

Agenda Item

2.2.b.

st

th

The POD Committee has met once on the 30 November 2020 since the last Trust
Board meeting held in Public.
COVID-19 and Staffing

Level of Assurance : Moderate

Discussion of various aspects of COVID-19 and staffing concerns were the focus of the
majority of the POD Meeting.
Staff vaccination against Flu was continuing and uptake was at 69% at the time of the
meeting. It was hoped to get to the desired rate of as near to 100% as possible before
the start of the COVID-19 vaccination campaign.
It was anticipated that the Trust would be able to begin vaccination of staff against
COVID-19 towards the end of December 20. Once the vaccine was available a seven
day per week vaccination service for both staff and patients (both in Acute Services and
within the Community, particularly for the vulnerable and housebound) would be offered.
Robust plans were in the process of being developed and had been approved by the
relevant teams in South West London. Although a start date of v’ccination of ESTH was
yet to be confirmed it was noted that 5 days, notice would be given.
The Committee discussed the two outbreaks of COVID-19 amongst Trust staff which
had taken place within office based teams. Office areas had been reassessed, staff
encouraged to use rotas of when to be in to be able to ensure social distancing and
ensuring desks were clear to enable deep cleaning.
Lateral Flow Testing of staff had begun, but more test kits were needed.
In terms of Health and Wellbeing, recovery sessions were continuing to be held for
teams of staff who had been particularly affected by the first wave of COVID-19. Virtual
and face to face counselling also continued to be offered to individual staff. In January
2021 a Health and Wellbeing event was planned with various sessions being made
available online. Staff were also being encouraged to undertake Mental Health
Advocacy Training.
It was confirmed that over the last few months £150k of additional funding had been
made available to the Occupational Health Team to provide extra support staff through
the period of the COVID-19 epidemic. Some of this funding was being used to provide
additional clinical psychologist support for staff.
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Freedom to Speak Up Guardian
(FTSU)

Level of Assurance : Substantial
st

st

The FTSU Guardian reported that during the period 1 January 2020 to 31 October
2021,129 cases had been raised. The five top themes raised as areas of concern by
staff were :






Management Conduct
COVID-19
Bullying and Harassment
Detriment
Discrimination

In 2020, 5 out of the 50 “management conduct” issues raised were COVID-19 related.
Also out of the cases where 23 expressed that they had suffered detriment, 16 of these
were also felt to involve bullying and harassment. Plans were being made to take a
closer look at these cases and see what could be learned from them. The FTSU Team
were also going to see how many of those staff who consider that they had suffered
detriment had left the Trust – and how many been moved elsewhere in ESTH.
Reporting Disciplinary Actions to the
Trust Board

Level of Assurance : Limited /Moderate

The Committee were reminded that there had been a formal request from Dido Harding,
Chair of NHSE/I to share with Trust Board, on a regular basis, details of the disciplinary
actions being taken against staff. At the meeting information on investigations involving
st
st
both Clinical and Non-Clinical Staff for the period since the 1 April 2020 to the 31
October 2020 were shared
Details of the processes undertaken were shared with the Committee and it was
confirmed that a “decision making tree process “ had been adopted. This had meant
that there had been a decrease in cases across the Trust where more formal processes
were adopted.
Going forward it was confirmed that this would be a standing item on the agenda for the
POD Committee meetings. Key focuses would be on time to resolution and whether the
demographics of staff being disciplined reveal anything of concern.
Other items covered during meeting

Level of Assurance N/A

During the November meeting the POD Committee also received an update on the
following areas:









People Section of the Corporate Risk Register – including that all the risks
relating to COVID-19, including those relating to staffing,had been incorporated
into one overarching risk.
Board Assurance Framework for Quarter One and Two 2020/21
The new People Strategy for ESTH would be circulated for comment in the next
few weeks with the intention that it was formally launched in January 2021.
The vacancy rate, Trust wide was running at 12% however there were areas
such as ED, nursing and community care where the vacancy rate was at 25%.
Work was being undertaken to ensure a better understanding of the new
establishment rates which had been introduced across the Trust, the rates of
shifts being filled by Agency and Bank Staff and the true vacancy rates in the
various and hot spots within the Trust.
HR Policies - recruitment and disciplinary policies were in the process of being
revised. They would be shared with POD for approval and sign off.
The NHS National Staff Survey had closed and the ESTH response rate had
been 53%.
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Recommendation
Key to assurance
grading

Vaccination across Trust Staff against Influenza and was currently at a rate of
69% of all staff having been vaccinated.
The new Trust wide appraisals system focusing on RESPECT would be
st
launched from the 1 January 2021.

The Board is asked to note the summary report.
Level of assurance
Substantial
Moderate
Limited
None

N/A

Context
Appropriate procedures and controls in place to mitigate the
key risks.
In the main there are appropriate procedures and controls in
place to mitigate the key risks reviewed albeit with some
that are not fully effective.
A number of significant gaps identified in the procedures
and controls in key areas. Where practical, efforts should be
made to address in-year.
For all risk areas there are significant gaps in the
procedures and controls. Failure to address in-year affects
the quality of the organisation’s overall internal control
framework.
Item for information
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TRUST BOARD IN PUBLIC
rd

Report Title

Update Summary from the Finance and Performance Committee Meetings on 3
rd
December and 23 December 2020

Meeting

Public Trust Board

Meeting Date

Friday 8 January 2021

Executive Lead

Rakesh Patel, Chief Finance Officer

Non-Executive
Lead

Richard Noble, Non-Executive Director

th

Agenda Item

2.2.c.

The Finance and Performance Committee has met twice since the November Public
rd
rd
Board Meeting – on 3 December and 23 December 2020. The key highlights from the
rd
meeting held on 3 December 2020 were:
Finance Report Month 7
Assurance Level - Substantial
The Committee received the first finance report of the year against the new financial
framework under which the Trust was given a financial allocation against which under or
overspends would be reported.
In October the figures showed a surplus of £700k in the month. This underspend was
principally related to elective activity in October not all being back to business as usual,
impacting on both pay and non-pay costs. It was noted that a lot of elective activity had
been undertaken in the private sector and the Trust does not incur any non-pay costs for
this activity. The underspend also related to an assumption about the number of beds
required in Medicine for winter, which had not been as large as anticipated to date, and
also to lower than anticipated spend on a range of costs associated with Covid.
Financial Plan Submission Month 7 to 12
Assurance Level – Substantial
It was reported that individual providers had been told that they must submit break even
financial plans for the period Month 7 to month 12, which the Trust had done.
Capital Programme Report Month 7
Assurance Level – Moderate
The capital plan had been updated to include new funding sources and totalled £64.3m,
against which forecast spend was £69.4m. The biggest variance related to Covid phase
1 and phase 2 funding against which the national team was still undertaking due
diligence.
The Director of Estates confirmed that there was no risk of under-delivery against the
capital programme. The biggest risk in terms of delivery on budget related to the
emergency care projects which had been required to be delivered at pace.
Lease Extension – Headley Court
Assurance Level - Substantial
Headley Court had been commissioned during March 2020 and was used for a range of
services associated with the Covid pandemic. The lease for the site expired on 30th
November 2020 and negotiations had been held with the Freeholder to enter into a new
lease to enable continued occupation of the site.
The Committee heard that written confirmation had been received that if the lease
extension were approved and then a decision made that the facility was no longer
required after March, the ICS would cover the cost of the rent, security and utilities
before the Trust exits. As such, there was no financial risk associated with signing the
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lease.
The Committee approved the proposed lease extension for consideration by Trust
Board.
Steris Contract Extension
Assurance Level – Substantial
The Committee approved a six-month extension to the contract for offsite medical
instrument decontamination service to Steris Instrument Management Services Ltd.
Public Sector Decarbonisation Scheme Assurance Level - Substantial
The Department for Business, Energy and Industrial Strategy has launched a Public
Sector Decarbonisation Scheme which includes a grant scheme for capital energy
efficiency and heat decarbonisation projects. The Estates Transformation Team had
been working with Breathe Energy and had submitted a bid for £7.2m of grant funding.
The outcome would be known by late December
Performance Month 7
Assurance Level – Substantial
The Committee noted that 17.5% of the total bed base was occupied by Covid patients
and that this number had been relatively stable over the last few weeks. The main focus
was on managing infection prevention and control which was made more complex by the
need to cohort patients depending on their Covid status.
Urgent care performance had been steady over the last few months. At the end of
October, the two ED departments had been reorganised to accommodate the increasing
numbers of Covid patients resulting in a slight drop in performance against the four hour
standard. The 111 scheme under which patients book into ED was operating well and
had resulted in more manageable waits and reduced numbers in the waiting rooms.
About 300 patients had been seen via the new process and the scheme would be rolled
out to Epsom in the following week.
In terms of workforce, it was proving very difficult to recruit nursing staff to support the
number of beds needed and although this was a problem across the whole of London,
the Trust appeared to be suffering particularly badly. A particular focus on overseas
recruitment but the volume was not sufficient to cover demand.
The Trust was required to work as a sector and was being asked to support other parts
of London with their care pressures. There was a daily huddle across the sector where
the COOs, Chief Nurses and Medical Directors review how best to support sector wide
operational pressures and ensure sufficient provision of ITU beds.
Elective care was up to 90% of BAU for admitted surgery and diagnostics was 120% of
BAU. Outpatient performance was at 100% of BAU. The cancer targets had been
achieved for October and the number waiting over 104 days had been reduced down to
14 which was the usual figure pre-Covid.
The area of most challenge was 52 week waits, principally comprising patients waiting
for surgery and complex follow ups or diagnostics. There were plans to reduce the
number, including running additional lists, bringing forward follow ups where possible
and using the private sector.
Corporate Risk Register (CRR)
Assurance Level - Moderate
The Committee noted that the three separate Covid risks on the register had been
amalgamated into one overall risk and that the cancer risk had been reduced from a risk
score of 20 to 16 given the improving compliance with the cancer metrics.
rd

The key highlights from the Finance and Performance Committee on 23 December
2020 were as below:
Finance Report – Month 8
Assurance Level - Substantial
The November report covered month 2 of the new financial regimen. Against the annual
plan which shows a £6.9m deficit but with income mitigations is zero, the Trust was
reporting a £1.6m surplus and a year to date variance of £2.5m. The key drivers for this
variance were:.
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Non-NHS income was higher than plan, particularly private patient income where
there was lots of demand during November and October
Education income
Delays to the start of Covid testing and lower than anticipated costs meaning
assumptions around spend would not come to fruition.
The biggest driver related to staffing costs which had been a large limiter on spend.
It was proving difficult to open escalation beds due to the unavailability of staff which
had also impacted on the amount of work undertaken on the recovery programme.

Across SWL, providers were broadly on target with no significant adverse variations.
Capital Report – Month 8
Assurance Level – Moderate
The Committee noted that planning for capital spend had been difficult during the
financial year with capital monies becoming available at very short notice. The estates
team had undertaken a detailed review of forecasted 2020/21 spend, £3m of which
would be funded using a 2019/20 over accrual.
Lease for Sutton Dialysis Unit
Assurance Level - Substantial
The Committee noted that following a procurement process for delivery of the Sutton
Satellite Renal Dialysis unit, the Trust had appointed Renal Services UK. However, the
premises in Sutton Town Centre were occupied by Fresenius. The Committee approved
a proposal for the Trust to take a lease on the premises and for Renal Services UK to
take a sub-lease on the exact same terms and that all costs would be borne ultimately by
RSUK.
Multi-Storey Care Park - Epsom
Assurance Level – Substantial
The Committee considered a proposal to enter into a contract with Vinci Construction for
the construction of a multi storey car park at Epsom Hospital. The local planning
authority had confirmed that Epsom should provide 851 spaces on site to avoid putting
pressure on local residential roads and the only way to achieve this was via a multistorey carpark.
th

The intention was to seek planning permission at the Planning Committee on 15
January 2021 and the Trust had been working closely with local planning officers at the
Council over the past few months as a result of which a number of modifications to the
plan had been made. Concerns around the decanting and Park and Ride arrangements
had also been addressed.
The Committee agreed that the version of the paper presented to Board should be more
detailed and subject to scrutiny of the financials. Subject to this, the proposal was
approved for submission to Trust Board for consideration.
Performance Update
Assurance Level – Moderate
It was noted that Covid transmission rates in the community had significantly increased
and the modelling for the next two weeks demonstrated significantly increased levels of
pressure. A lot of effort was being put into discharging patients before Christmas but
Covid prevalence was very high and it was inevitable that this would lead to a large
increase in hospital admissions and ITU usage.
The Trust was working on reopening SWLEOC as an ITU again in response to these
pressures, although there was also significant demand for general and acute beds. It
was proving hard to maximise the full potential of the Seacole Centre given the
difficulties in finding the necessary staffing capacity. However, Kingston Hospital was
th
looking to provide some additional staffing from 4 January which would enable it to
operate with more capacity and it was hoped that by the end of the first week in January
there would be 50 beds open.
Corporate Risk Register (CRR)
Assurance Level – Moderate
The Committee considered the risks relating to Covid which were currently rated as a 20.
The next highest level of risk was 25 but the Trust was not yet at that level of risk given
that EOC would be opening to provide additional ITU capacity.
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Recommendation

Key to assurance
grading

The Board is asked to note the summary report from the Finance and Performance
Committee.
Level of Assurance
Substantial

Context
Appropriate procedures and controls in place to mitigate the
key risks.

Moderate

In the main there are appropriate procedures and controls in
place to mitigate the key risks reviewed albeit with some
that are not fully effective.

Limited

A number of significant gaps identified in the procedures
and controls in key areas. Where practical, efforts should be
made to address in-year.
For all risk areas there are significant gaps in the
procedures and controls. Failure to address in-year affects
the quality of the organisation’s overall internal control
framework.
Item for information only.

No

N/A
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Report Title

Update from the Equality, Diversity and Inclusion Committee held on 14
December 2020

Meeting

Public Trust Board

Meeting Date

Friday 8th January 2021

Executive Lead

Debbie Eyitayo, Director of People
Arlene Wellman, Chief Nurse, Director of Infection Prevention and Control

Non-Executive
Lead

Martin Kirke , Non- Executive Director

Agenda Item

2.2.d.

The Equality Diversity and Inclusion Committee has met once, on Monday 14th
December 2020, since the last Public Board meeting
ESTH EDI Update

Level of Assurance : Substantial

The main area of focus of the meeting was the presentation of the EDI Update
for ESTH and the sharing of activity which had taken place over the past few
months. This included :
Activities and Events
Cultural celebrations and awareness raising events were continuing across the
Trust using activities such as webinars and video conferences due to restrictions
imposed by COVID-19. Activities promoted and celebrated since the last EDI
Committee meeting included:




Black History Month Celebrations in October 2020
Women’s Staff Network launch in November 2020
World Disability Month 18th November – 20th December 2020

Reporting requirements
The Committee was reminded of various statutory reporting requirements
relating to EDI against which reports had already been completed and submitted
in 2020/21. These included:





Workforce Race Equality Standards
Workforce Disability Equality Standards
ESTH Annual EDI Report
Workforce Disability Equality Standards Action Plan

The next major report was the completion of the ESTH Gender Pay Gap Report
which was due for publication by the Trust by 31st March 2021.
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Staff Network Summary Reports
Details of recent and future activities of the Trust’s Staff Networks were shared
at the Committee Meeting.
LGBTQ+
Over the next few weeks the plan was to relaunch this network to regain interest.
Also in progress was work with the Trust’s Patient Experience Team and the
London Borough of Sutton on their Allyship programme.
Women’s Staff Network
The aim was to continue to develop this Network over the next few months and
it would be looking to work on issues such as :
 Ensuring Women’s Voices were heard within ESTH
 Promoting the use of Gender Neutral Language
Enabling Staff Network
It was noted that this Network had a full agenda of activity over the next few
months to support Disability Awareness within the Trust. This included:
 Wide ranging publicity during Disability History Month
 Review and support the Trust WDES Action Plan
 Writing to all known staff with a disability to encourage them to join the
Network
 Ensure that the ESR self-portal can be used to update Disability Status
 Distribute ‘manager guide to reasonable adjustments’
Reach Staff Network
The BAME Staff Network had recently been renamed as the Reach Staff
Network. This Network had over 1.8k members. Recent activity within the
Network included :
 Reviewed the draft recruitment policy
 Jointly ran a workshop on Career progression which was held for 59
staff
 Chairs joined the FTSU meeting to share work of REACH and discuss
working collaboratively.
 REACH and counselling services met to agree strategy for supporting
BAME staff affected by COVID-19. Targeted support to be provided
giving a safe space to come together to improve Mind Body and Soul.
 REACH team completed a ‘walkabout’ to raise profile of new committee
members and to listen to staff.
Chaplaincy Update
A useful update was received by the Committee on the work of the Chaplaincy
Team within ESTH. The Committee learnt that there were 3.4 wte staff who
were part of the Trust’s Chaplaincy Team and they were supported by an
administrator. This team represented various faiths but all were able to offer
support to staff and patients of any faith in times of need. The team who were
employed by the Trust were also supported by volunteer representatives from
many different faiths who could be called upon to offer support at any time.
Unfortunately over the past few months fewer volunteers had been unable to
come into the Trust due to the various restrictions relating to COVID-19. This
had put additional pressure on the full time team who had coped admirably to
support all patients.
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It was confirmed to the Committee that additional financial support had been
agreed by the Executive Team to allow extra team members to be recruited.
Other areas reported

Level of Assurance : N/A

There were two other areas of focus and reporting during the meeting :


Medical Workforce Recruitment :



Disciplinary Action – Medical and Non Medical Staff

If both cases consideration was given as to whether there was any negative bias
in relation to EDI issues and these areas. The Committee agreed that there
were no areas on concern.
Recommendation
Key to assurance
grading

The Board is asked to note the summary report.
Level of assurance
Substantial
Moderate
Limited
No

N/A

Context
Appropriate procedures and controls in place to mitigate the
key risks.
In the main there are appropriate procedures and controls in
place to mitigate the key risks reviewed albeit with some
that are not fully effective.
A number of significant gaps identified in the procedures
and controls in key areas. Where practical, efforts should be
made to address in-year.
For all risk areas there are significant gaps in the
procedures and controls. Failure to address in-year affects
the quality of the organisation’s overall internal control
framework.
New initiative – too early to assess
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BOARD OF DIRECTORS’ MEETING
Report Title

Update Summary from the Surrey Downs Health and Care Partnership
Board and Sutton Leadership Forum

Meeting

Public Trust Board

Meeting Date

Friday, 8th January 2021

Lead Executive

Thirza Sawtell, Executive Director of Integrated Care

Non-Executive
Lead

Dr Chris Elliott, Associate Non-Executive Director / Chair Partnership Boards

Summary

Governance arrangements for the two provider partnerships of Surrey Downs
Health and Care (SDHC) and Sutton Health and Care (SHC) remain
unchanged with the SDHC Partnership Board continuing to meet formally on a
monthly basis and the SHC Alliance Board stood down with weekly meetings of
the Sutton Leaders taking place.

Agenda No.

2.2.e.

In December, the focus for both partnerships was around





Resumption of planned care services
Preparation for surge including formal agreement of surge plan
including redeployment priorities
Business planning for 2021/22 including transformation programmes
Assurance of both community services through the revised
performance management arrangements led by Dr Elliott

South West London CCG formally notified ESTH as host of their intention to
extend their contract for the provision of community health services for a further
two years.
Surrey Downs Integrated Care Partnership moved into the new formal
arrangements as part of the wider changes across Surrey Heartlands
Integrated Care System, with Daniel Elkeles as Place-based leader for Surrey
Downs ICP. Work has now commenced across the ICP to integrate ways of
working between the SDHC and ICP/CCG teams.

Board Action

The Board is asked to note this update report.
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Trust Board in Public
Report Title

Corporate Risk Register

Meeting
Dates

Friday 8th January 2021

Lead
Executive

Peter Davies – Director of Corporate Services

Summary

Since the previous board meeting in public on 13th November 2020, the risk
descriptions and control measures have been updated in the Corporate Risk
Register, which has been reviewed at the following meetings:
Type of Risk
Equality,
Diversity
Inclusion
Staffing and
Workforce Risks
Performance
Finance
Estates and
Infrastructure
Variability of
Care

Agenda No.

2.4

Committee
Equality, Diversity and
Inclusion Committee

Date of Meeting
14th December 2020

People and Organisational
Development Committee
Finance and Performance
Committee
Finance and Performance
Committee
Finance and Performance
Committee
Patient Safety and Quality
Committee

30th November 2020
2nd December 2020
23rd December 2020
2nd December 2020
23rd December 2020
2nd December 2020
23rd December 2020
27th November 2020
18th December 2020

The most significant change relates to combining the previously three separate
risks relating to Covid into a single risk (2.20).
At Finance and Performance Committee on 23 December 2020 the risks relating
to Covid, oxygen usage at St Helier and meeting the cancer performance
standards were reviewed in light of the anticipated increase in demand to treat
patients with Covid. The impact on patients who need non-Covid related care
(such as cancer and planned care) of reducing activity to free up staff to support
Covid-related activity was considered to remain at a risk of 4x5 if demand does
not outstrip our ability to meet the needs of these patients. Given the actual demand experienced over the Christmas period, and the significant efforts by clinical, operations and estates and facilities teams to manage this risk, it remains at
20.
The risk related to the oxygen supply will remain at 20 until the full improvements
are made to the flow capacity scheduled for 11 January 2021
The risk relating to cancer will remain at 16, but will need to be reviewed if our
plans to continue with urgent cancer surgery are not able to proceed.
Trust Board

The Trust Board is invited to endorse the proposed changes to the Corporate Risk
Register recognising that the risks are evolving rapidly.
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Last Updated on -

04/01/2021

Risk Ratings - Impact (or consequence)by the likelyhood
15
16
20
25
Risk Number

Risk Name

Original Risk
Rating

Current Risk
Rating

Existing Controls/Mitigations /Assurances

Long term Mitigating Action Plan

1. People

End of FY
Target
risk rating

Final Target
Risk
Rating/Date

Date added
to register

20

20

Apr-16

Nov-20

Jan-21

12

6

3rd July 2018

Nov-20

Jan-21

12

6

Nov-20

Jan-21

Date of Last Date of Next
Review
Review

Debbie Eyitayo
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.

20

1.1

16

Medical Staffing Shortages impact on service
quality and financial performance

15

1.2

16

Nursing Staffing shortages impact on service quality
and financial performance

1.3

Risk Owner

15

20

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
Implementation of Well-led review recommendations underway
QI Programme being launched within the Trust.
Executive Development Programme underway within ESTH
Commenced Division Tri Training and Support
Assurances
Where and when reviewed ;
Monthly Divisional Meetings, Weekly Exec Review on Medical and Nursing staffing, POD, PSQ and Board.

• Development and delegation to deputies
Daniel Elkeles
• 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-committees, and in- year additional pressures or projects
Appropriate follow through of issues which staff raise
Fully develop and implement action plan from External Well Led Review to agreed timescales
360 appraisal process to be introduced for executives within the next 12 months

Controls
Daily review of medical rota gaps, rota management within Division 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.
Support to grow internal workforce - additional Admin support provided to help LEDs with CESR applications to become Consultants

Further controls required
James Marsh/
Junior Doctor contract updates. Need to develop implementattion plan between medical staffing Debbie Eyitayo
and divisions.
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

Specific
June
2020Services
Updatemost affected : Paediatrics , Emergency Department ,General Medicine, Epsom
Critical Care - new concern as a result of COVID-19 - and ongoing increase in capacity required in ESTH CCU Units . Need to develop new staffing model. Critical
Care Outreach Team paused due to COVID-19 and not yet reformed
Medicine - active recruitment taking place including overseas. Particular need for expansion of the COTE Team
ED - More Consultants trying to provide improved Senior Leadership. ED review of hours of cover and senior support
Nov 2020 Update
Critical Care Outreach Team reinstated over summer and then paused again into autumn
Medicine and ED some success with recruitment
Continued difficulty to staff all rotas due to COVID -19 illness , shielding and sickness . Critical Care recruitment to additonal middle grade rotas to provide
increase COVID-19 support and airway management
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 and Board.
Quaterley Board report from Guardian of Safe Working Practice

There is a clear policy for Safer Staffing and Enhanced Care has been implemented across all sites
Daily 0830 nurse staffing meeting on each site including use of safe care, led by senior nurse, any actual or potential staffing issues resolved or escalated to the
Divisional Nurse Directors, Deputy Chief Nurse , Chief Nurse. Red flag Triggers used if mitigation not possible.
Matron and / or senior nurse on site for 8:30 am, 13:00pm and 17:30 site meeting to assess early , late and night shift staffing levels and put mitigation plans in
place seven days a week . Weekly meeting with Bank Partners re fill rates
Monthly meeting with e roster, bank staffing, HR, Chief Nurse and chief Finance Officer to review e Roster KPI’s , bank and agency usage use, temporary
staffing use and process. Six monthly establishment review implemented reported to the Trust Board in September 2020, annual establishment reviews
commenced in November / December 2019
Recruitment and retention strategy in place led by plan Led by Recruitment and Retention Nurse this includes local and international recruitment ( funding
secured via NHSI/E)
Review and introduction of new skill mixed roles (eg, pharmacy technician, nursing associate, associate practitioner with revised remit).
Assurances
Where and when reviewed ; Daily Safe Care reviews, Monthly Divisional Meetings, Monthly Executive Review for Medical and Nursing staffing, POD, PSQ and
Board , Nursing Midwifery Executive Committee. Trust Board-monthly Divisional performance report
Controls for SDHC and SHC community services.
SDHC each day at 0830am has a daily sit rep which is attended by the Divisional Nurse Director and out of hours the community on call manager. Staffing
levels are then rag rated Red, Amber or Green and if required mitigation plans put in place. SHDC and SHC maintain regular contact with bank partners and
there is an active active recruitment plan for community hospitals and wider community in place
SHC and SDHC: oversight of organisational vacancies at monthly senior managers meetings with action plans in place to mitigate risk- shared resource across
teams, prioritising patients on caseloads and emergency use of bank and agency staff if and when required.
Six monthly establishment review implemented reported to the Trust Board in September 2020, annual establishment reviews commenced in November /
December 2020
Assurances
A staffing paper is presented to the monthly partnership board and monthly ESTH assurance board. This data will be included within the monthly performance
report to the Partnership Board SHC and SDHC have daily oversight of the staffing levels within the community hospitals and wider community setting

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
Development of Critical Outreach Service to support our most acutely unwell patients happened at STH - to be developed at ESTH as part of businesss planning for 2019/20 .

Further controls required
Arlene Wellman
Patient flow improvements to reduce demand for in-patient nursing resourtces; Growth of nurse Debbie Eyitayo
apprenticeships and nurse associates.
New recruitment strategy with SW London.
Further Controls for SDHC and SHC Community Services
Review of skill mix and new roles (qualified, unqualified, health and care)within community
teams to increase capacity and appropriateness in terms of task to skill i.e. nurse
apprenticeships, HCAs, TNAs.
Review of team numbers to ensure appropriateness of caseload and long term to fit around PCN
model.
Extending roles of unqualified staff in SHC (HCA insulin competencies, HCA/AP: medication,
gastrostomy and other role specific competencies).
Review of demand and capacity: modelling in development.
Use of electronic community demand and capacity tool within community services (under
development).
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Staff with protected characteristics disproportionally
feel that the organisation is unfair with a
consequence that staff do not give of their best.

15

1.4

16

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

1.5

Controls
Equality, Diversity & Inclusion Manager; Equalities action plan;
Equality, Diversity &Inclusion Committee led by Non-Executive Director;
Compliance with statutory equalities (including WRES and WDES) duties; BAME staff network ; maternity service improvement programme; review of HR
processes and practices; nurse progression programmes BAME and Gender representation for all Band 6 and above recruitment panels
Your Voice Your Values Engagement Programme launhced end of March 2019
Embedding work on new value of 'Respect' throughout the Trust
Introduction of EDI Staff Networks
Launch of the ESTH Equality Pledge Summer 2020
Assurances
Considerable Investment in FTSU guardian support with additional 1wte guardian and 14 FTSU advocates
Appointment of new Associate Director for inclusion
Trust is one of top Trusts with a diverse board.
Trust has been awarded funding to work on intervention to support improvement in fairness of BAME staff entering disciplinary process.
Where and when reviewed ;
Monthly Divisional Meetings, Weekly Exec Review on Medical and Nursing staffing, POD, PSQ, 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 network
engagement of BAME network and other network groups around plans for COVID recovery
Work with staff to co-create an Equalities pledge statement and individual/team commitment and
actions
engagement of BAME network and other network groups around plans for COVID recovery
Work with staff to co-create an Equalities pledge statement and individual/team commitment and
actions

Controls
Further controls required
Datix system ; management development programmes; strengthened Freedom to Speak Up Guardian service; divisional listening events; Trust wide and divisional staff
management and leadership development ; improve staffing levels;
communications and bulletins; divisional staff survey action plans; plans developed from outcomes from GMC Survey targeted interventions with departments scoring low in
staff survey; BME staff network, maternity development programme, plans developed from outcomes from GMC Survey, staff FFT, Quarterly Staff Pulse Survey
Your Voice Your Values Engagement Programme (launched March 2019) co-created the Book of Respect and new approach to interviews/recruitment. Second phase of
engagement activity focusing on embedding respect and launching QI with a series of online sessions with managers.
Trust wide work on Civility
Oversight Group formed which brings together FTSU, Complaints , PALs and Incidents
Assurances
Where and when reviewed ;
Monthly Divisional Meetings, Weekly Exec Review on Medical and Nursing staffing, POD, PSQ, EDI and Board.

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 cardiology intervention at St George's or
monitoring capacity in St Helier HDU

16

Patient safety and organisational reputation may be
compromised due to the number of COVID-19, C
Diff, MRSA cases identified as being hospital
acquired

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
For elective care, additional service management resource has been allocated to manage pathways and service developments
Two additional permanent cardiologists have been appointed on cross-site job plans in the last 18 months to increase capacity, along with a locum consultant covering a
vacancy at St Helier
Assurances
Regular review at Executive level.

12

4

3rd July 2018

01-Nov-20

Jan-21

01-Nov-20

Jan-21

Dec-16

Nov-20

Jan-21

Debbie Eyitayo

Further controls required
Development of the cardiology strategy to expand the provision of services, including the development of
a 7-day consultant cover rota for all inpatients with cardiac needs. This is being considered as part of IHT
but opportunities to implement in advance are being explored.
Further assurances required
None identified

Controls
IPC Head of Nursing full site
IPC ward champion relaunch with key roles and time aside to attend fora and to undertake infection control practice training and audits. (implemented)
BETA and Ultraviolet light being used for cleaning
IPC Board Assurance Framework completed

16

Adequate care for CAMHS patients who attend ED or
are admitted to a ward while waiting to access to
CAMHS services

16

15

Arlene Wellman

Assurances
IPC action plan of work monitored through IPCC and quarterly with CCG .
On monthly IPR and reviewed in depth by DIPC , PSQ
Weekly review group established including both Microbiology and Infection Control Teams

Controls
Use of CAMHS/psychiatric liaison services (24/7 only at STH); use of RMNs and additional support where required (such as HCAs or security)
Use of escalation protocols for delays in assessment
Assurance
Visibility of patients on sitreps and review on calls
Reviewed at WACS and medicine governance meetings (for ED)Review/deep dive at PSQC
Urgent Discussions between Clinical Directors
- Casey Ward
Impact of lack of RN and CAMHS 24 hour assessment plus tier 4 beds
(3x5) increased Individual assessment and implementation of enhanced care policy
Update June 2020
to (4x5)
Recommendation that risk score is increased from 15 to 20 - due to ongoing concerns regarding lack of CAMHS support on both sites and given the concerns with access to
June 20
appropriate Tier 4 beds.
Update 23.11.2020
Epsom and St Helier Strategic CAMHS Group now established and chaired by Kathryn Hughes (Divisional Director of Operations W&C) – Representation from Sutton and
Merton and Surrey and Borders Partnership reviewing pathways, partnership working etc
SOP for caring for children/young people admitted in mental health crisis in development to support nursing care in the clinical areas
SABP confirmed continuation of funding for the Paediatric Liaison Nurse and RMN’s at Epsom
Consideration still needs to be given to a pool of RMN’s to support the children’s area

20

2.3

4

COO

16

2.2

12

Ruth Charlton

2. VARIABILITY IN
QUALITY OF CARE

2.1

Debbie
Eyitayo/Arlene
Wellman

Further controls required
System-wide response to CAMHS capacity to meet demand
New processes /systems in place on Epsom Site. However no permanent funding yet scored

8

0

Feb-17

Nov-20

Jan-21

12

4

Jun-19

Nov-20

Jan-21

Arlene Wellman

RNS establishment ED and Casey
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Out of hours we do not consistently have adequate
senior oversight of the acuity of our patients
potentially leading to delays in escalation and timely
treatment of any medical deterioration. Additionally
at the current time the Trust is unable to meet
Standard 2 and 8 of the 7DS Clinical Standards

15

2.4

15

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

15

2.5

15

The Trust was required to cancel non urgent
outpatient and diagnostic
appointments as a result of the Covid 19 pandemic.
There is a risk that
patients who should have been seen or tested will
become unwell due to
excessive waiting times. There is also
an increased risk of failing the performance target
with an additional risk of more patients waiting
longer than 52 weeks to be
treated

Further controls required
Evaluation of new CC Outreach Team at STH and start at Epsom
Discuss establishment of CC Outreach team at Espom as part of 2019/20 business planning
Consideration of electronic tools for handover

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

Joint Medical
Directors/Arlene
Wellman

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

12

8

Apr-17

Nov-20

Jan-21

0

0

May-17

Nov-20

Jan-21

0

0

Aug-17

Nov-20

Jan 21

0

0

Nov-20

Jan-21

0

0

Nov-20

Jan-21

COO

Nov 2020 Uopdate
Overall the trust performance has increased marginally to over 70% against a 90% compliance standard.
Performance to continue to reviewed via performance meetings
Surgery have focussed on reviewing their outpatient letter codes and have made improvement in their letter turnaround target a

Controls
Further controls
1. Careful rescheduling of patients during first wave to ensure patients were not clinically compromised. Consultants reviewed patient lists and prioritised virtual and face to The reviewing of pathways and theatre lists
face patient appointments depending on clinical need. Two week referrals managed separately within Clinical Services.
Further assurances required
2. Reconfiguration of outpatient services to align new clinics with transformed ways of working. Revision of access policy as part of SWL ICS to manage emerging Covid
related issues.
3. Weekly activity report (WAR) is reviewed at executive level weekly. Details improvement and deterioration in performance to facilitate targeted actions. New information
system launches 2nd November and will provide improved visibility of performance reports.
4. Close scrutiny from COOs and Recovery Boards

15

2.6

Controls
Further use of technology for identifying deteriorationg patient (Vitalpac across all areas with implementation of NEWS 2)
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
Critical Care Outreach Team at STH went live on 15.04.2019 08.00 to 20.00 7/7
Continued review by Clinical Audit against the Seven Day Standards
Work is underway to priortise daily review under 7 days services of patients who require it
Assurances
Close Executive review, and monitored through RADAH; Job planning to ensure enhanced medical consultant presence in the twilight hours, monitoring of mortality reviews
Update June 2020
Medical and Nursing staffing, including the availability of ANPs and Critical Care Teams not currently sufficient to meet the needs of patients.
Review of emergency pressence Out of Hours being undertaken to include lessons learnt from COVID-19.
Need for stronger clinical hanover, better documentation and escalation plans
More Critical Care liasion needed. Expanded CC capacity now in place
Nov 2020
Out of Hours Service - was in place - but paused again due to COVID-19 Roll being fulfilled other trained clinicans - see risk 1.2

COO

20
June 20
(increase from
3x5 to 4x5)

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

15

2.8

20
(4x5)
Sept 20

2.9

There are ED flow and capacity issues
as a result of clinical pathway changes due to Covid
19. Increased
acuity and higher demand later in the evenings are
contributing factors
and flow is further impeded by reduced staff
numbers and a delay in
accessing hospital beds.

15

16

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
Review enhanced activity to ensure Patient Safety Alerts embedded
Assurance
Reviewed at CQAC, PSQ

1.Implement and monitor front door nurse assessment and triage system at Epsom to match the St Helier model, and complete estates work to optimise these services
2. Work through AEDB to encourage greater patient use of 111 system including evenings to prioritise patients who need urgent attention and further roll out of the
appointment system for thise who do not
3.SDEC implemented in ED with improved integration of ED and medical teams - expanded space being created to support this function
4. Work with community partners to continue improvements in integrated working to avoid admissions and expediate discharge (driven by pandemic) following launch of
Home First+
5. Engage in future work to improve the mental health pathway for those requiring urgent care to complement the expansion of dedicated mental health rooms which are
being created
6. Continue to operate a UEC recovery group to review internal systems and processes that impeded flow through the hospital and support with an action plan for change
7. Finalise the imrpovements to the footprint of ED with a view to improving patient flow at STH and overall trust performance

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

Ruth Charlton

COO
•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
•Identify senior and junior medical staff to cover additional ward areas.
•Closer alignment between Surrey Downs Health and Care and Sutton Health and Care

Nov-17
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There's a risk the Trust will be unable to secure
supplies of medicines due to national, worldwide
shortages

Controls
Controls

16

2.12

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.
Nov 2020 Update The risk remains at 16 as there are still significant challenges around medicines supply which were exacerbated during the first wave of COVID-19 due to
increasing demand for critical care medicines. The risk to the medicine supply chain following EU exit at the end of 2020 also remains.

COO
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

12

4

07-Nov-18

Nov-20

Jan-21

12

4

06-Dec-18

Nov-20

Jan-21

12

4

Mar-19

01/11/2020

Jan-21

12

4

Sep-19

01/11/2020

Jan-21

Assurance
Monthly perfomance meetings and PSQ
Concerns relating to Blood Transfusion practice in
the Trust - Governance risks

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 and Board

16

2.13

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.

Further controls needed:
Most work from review following NEVER Event has been completed 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.
INCIDENTS
Continued Engagement from QM’s regarding BT incidents and their management.
POLICIES AND PRCOCEDURES
Complete the review and update of the Blood Transfusion Policy. - Completed and submitted for CQAC
ratification. Approved February 2019

Ruth
Charlton/James
Marsh

Update 17/11/20
Chair of HTC appointment outstanding . In light of Covid the HTC has moved online via Teams but divisional attendance still remains incomplete. The plan to roll out Blood
Track has started following a pause due to the first Covid wave. Service Improvement have allocated a project manager who is helping to implement the pilot rollout on B1
ward and both day units now that iPM has been updated (13/11/20) to allow for barcodes to be read from patient wristbands. The pilot is due to commence at the
beginning of December with wider rollout from January 2021.

Ongoing complexity of employment
arrangements within the Surrey
Downs Health and Care Partnership
adversely impacting upon obligations
to staff, partners and wider
stakeholders.

20

2.14

Operational risks that are likely to impact on the
delivery of the community services and that have
the likelihood to effect the Trust and the wider
systems within Surrey Downs and Sutton. These
include concerns with processes relating to
workforce, IT and informatics and increased patient
demand post COVID-19, compounded by significant
frontline clinicians now shielding

2.15

16

16

Controls
Partnership
• Review of options for partnership year 2
• Increased scrutiny and alignment of HR (CSH) with finance (ESTH)
• Agreed Partnership Board approach to business planning for 20/21
• Build on existing relationships ways of working and delivering services, underpinned by contractual agreements and aligned to agreed strategic direction of partners
Operational delivery to meet expectations in relation to new care model
• Identification of roles to ensure operational grip and service transformation
• Agreement of transformation priorities
• Oversight from Partnership Boards and ESTH Board
Meeting contractual obligations
• Ensuring business as usual with best practice guidance across all domains of CQC
• Partnerships ownerships of obligations
• Focus on staff and patient, carer engagement
• Oversight from Partnership Boards and ESTH Board

Surrey Heartlands: planned progression to population-based budget; ICP Board development; SDHC
Thirza Sawtell
delivery vehicle for Surrey Downs provider services; introduction of post COVID new ways of working and
model of care

Controls
Daily monitoring demand vs capacity
Strong ownership across parntership including primary care
Finance: Improved financial monitoring and managed use of bank and agancy
Quality: Comprehensive discussion around incidents, mortality review, risks and FFT.
Workforce: Detailed review around vacancy rates and recruitment strategy
IT: EMIS / System 1 Project Plan and governance to achieve revised imlementation dates

Introduction of revised model of care; new roles; integration with primary care; focus on prevention
and earlier intervention

Thirza Sawtell
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Pre-COVID large mismatch between demand and
capacity for ultrasound, CT and MRI, this relates to
both equipment capacity and reporting time. Whilst
action has been taken to protect the cancer patient
pathways, there are significant delays in routine
patient pathways diagnostics. Due to COVID-19
pandemic all routine diagnostics appts were
suspended at end of March 2020. This has now led
to further backlog in DM01 and planned diagnostic
waiting list. All diagnostic capacity needs to be
divided between blue and green capacity which will
reduce capacity for our elective/planned diagnostic
work.

Controls
1 MRI scan at Epsom which will be working on split time for blue and green capacity. 2 MRI scans at STH - L-blook MRI for green capacity, A-block MRI for blue capacity
Second CT planned for the Epsom site, at least a 3-4 month lead in time potentially November 2020. 2 CT scanners at STH are very closely located ,hence will be blue
scanners. Hence NHSI has allocated a CT relocatable scanner for St Helier site - lead time 4 -5 weeks -end of July 2020.
Additional lists being provided through bank shifts until 8pm at night and throughout the weekend
Careful management of capacity and patients to ensure patients are prioritised on basis of need/risk of harm
Ongoing job plan review to determine what additional reporting capacity can be identified
Discussion with STGH to increase neuro radiology reporting
Some additional capacity sourced in the private sector to reduce the most lengthy waiting times. Additional green capacity has been allocated at Ashtead and St Anthony's
hospitals for CT and MRI.Division is working with Kingsgate to realign all radiology capacity and demand for green and blue pathways.

20

2.16

20
June 20

Further controls/assurances required

COO

New equipment needs to be delivered to agreed timescales and a robust capital plan is being worked
through to identify space for the new CT at Epsom. A revenue business case will need to be developed to
support this equipment

Assurance
Regular review group chaired by COO, and planned care group; oversight by F&P board subcommittee

6

6

Jul-19

01/11/2020

Jan-21

12

6

Jul-19

01/11/2020

Jan-21

8

Aug-20

Nov-20

Jan-21

Nov-20

Nov-20

Jan-21

(Increase from
4X4 to 4x5)

2.17

Current arrangements for pharmacy and medicines
management in terms of governance, leadership,
staffing structures not in line with best practice
impacting on the effectiveness of the service and use
of medicines in the Trust

15

15

There is a clinical risk in patients having longer waits
which may result in psychological harm to patients if
diagnosis delayed, reputational damage to the Trust,
financial penalties for cancer breaches and
potentially contract query notice
There is a risk that cancer patients referred to the
Trust may experience delays in their cancer
diagnosis pathways as a result of failure to meet
cancer 28 faster diagnosis performance targets and
subsequently the 62 day target for cancer
treatment.

2.19

There is a clinical risk in patients having longer waits
which may result in psychological harm to patients if
diagnosis delayed, reputational damage to the Trust,
financial penalties for cancer breaches and
potentially contract query notice.

Controls
Review by NHS London region's Chief Pharmacist undertaken; action plan developed; immediate action taken to strengthen executive oversight
Assurance
Regular review by Joint Medical Director; oversight by PSQ and Board
Final update on CQC Review Action Plan due to PSQ Jan 2021 - then expect to close

Further controls/assurances required
Action plan to be implemented to agreed timescales
Action plan agreed

James Marsh

COO
Controls
Weekly PTL Meeting, including discussion of escalation list.

20
(4x5)

20
(4x5)

16
(4x4)
Nov 20

Re-visit of previous Gap analysis undertaken, and presented to Divisional Teams

All tumour sites have presented a recovery plan for their Cancer Patients. They are challenged with
implementation of the plans, and aim to meet Cancer 62 day Target in October 2020. This remains the
same and is subject to ongoing monitoring.

2ww referral tracker implemented and circulated monthly from August 2019, to show any increase in referrals so capacity and demand can be managed in real time.

To re- evaluate Specialty Delivery plans previously submitted with implementation, and have new
dates/time scale of deliver. This is ongoing.

Ring-fenced Diagnostic scans for 2WW patients has been re-introduced.
A 28 days FDS Steering group has been implemented since March 2019 improvements have been limited due to the following:
• Lack of robust process of giving benign diagnosis i.e. virtual clinics (action plan in progress)
• Diagnostic capacity (endoscopy & Radiology)
• Pathology turnaround times
• Out-patient capacity
• High number of patient choice
This is monitored at the Cancer Tumour Specific Operational meeting on a bi-annual basis.
Processes for managing benign diagnosis patients to be developed in those site-specific tumour services which do not already have a process in place are monitored in
Cancer Weekly PTL meeting.

Operations
Covid-19 Wave 2 may exceed our capacity to
manage all patients optimally, which may result in
delays in treatment, harm or death for Covid-19
patients and for patients who need access to
unrelated services.
IPC
Compliance with IPC guidance is challenging as a
result of our estate and our bed and laboratory
capacity.

2.20

Workforce
Workforce is compromised due to rules around
isolation and track and trace, sickness rates and
extremely clinically vulnerable staff (including a
significant number of BAME staff).
- These issues are compounded by fatigue, the onset
of a second surge and the imperative to maintain
planned care services.

20

20

Recognition that People / Staff concerns relating to COVID-19 will be present for some time. This includes – staff availability and skill mix due to illness or the need to be
redeloyed or shield and the need for resilience as a result of track and trace. Greater skill mix in some areas.
Controls
- Patient and staff flow on all sites redesigned;
- Beds reprofiled on both sites to safely cohort covid and non-covid patients;
- Covid-secure environments established;
- Membership of the SWL ICS and with it, access to mutual aid;
- NHS Seacole established as a step-down site;
- Outpatient appointment management redesigned to enable more virtual patient appointments;
- Lateral flow testing for staff introduced and capacity for patient testing increased, including the use of SAMBA machines for rapid testing;
- Assurance of adequate PPE supply and an active programme of Fit Testing;
- Programme of supported redeployment reinstated;
- Regular comms to staff about safe covid working practices;
- Enabling and supporting staff to be able to work from home, or reconfigure working practices to maintain social distancing requirements within offices;
- All staff requested to complete an individual risk assessment;
- A range of staff wellbeing measures have been introduced, including free meals and access to counselling services.

Review of effectiveness of measures in place

COO
Medical Directors
Chief Nurse

Assurances
- Allocated an SRO for swabbing and for X;
- Major Incident reporting structure ('Silver Command') re-instated;
- Sector and region-wide oversight;
- Broad programme of staff engagement.

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

25

3.1

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.
Commissioing of site Electrical capacity survey - completed

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
Update Oct 2020
Anticipated improvement by end of 2020/21 due to Capital Investment

Trevor Fitzgerald

16

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

Trevor Fitzgerald

16

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
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 Langley and Wells Wing (EGH). Due for completion by March 21
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

Trevor Fitzgerald

Further assurances required

16

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

20

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.
Highlighted concerns of Lifts in Maternity Block at STH - on team on site out of hours to enable quick rescue

20

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

20

3.2

20

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

20

3.3

3.4

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

20

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

20

3.5

20

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

16

3.6

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

16

3.7

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.

16

3.8

16

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 replaced.

15

3.9

3.10

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

15

16

Emgergency Capital Funding approved for essential repairs
Assurances
Regular monitoring and reporting by Executive Director Estates, H&S committee, Capital Steering Group
Controls
Careful monitoring and review of risks relating to all units including satalite units
Interim investment in prority repairs
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

Trevor Fitzgerald

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
Update Oct 2020
Funding secure for BYFH and site agreed Building estimated completion 2025

20

12
2025

Apr-16

Oct-20

Jan-21

20

16
2020

Apr-16

Oct-20

Jan-21

16

4
2021

Apr-16

Oct-20

Jan-21

16

2
2021

Apr-16

Oct-20

Jan-21

20

12
2021

Apr-16

Oct-20

Jan-21

16

6

Oct-20

Jan-21

20

6
2025

Oct-20

Jan-21

16

4
2021

Oct-20

Jan-21

15

9
Q4
2019/2020

Oct-20

Jan-21

16

4

Sep-20

Jan-21

Trevor Fitzgerald

Further assurances required
Impementation of Capital Investment 2020/21 and 2021/22

Update June2020
Capital Investment 2020/21 - no change in risk expected in Financial Year

Trevor Fitzgerald

Strengthened contract management processes
Awarded contract for ser vice to move to an offsite solution planned April / May 2021
Further assurances required
Review current position re Risk and agree short term requirements

Trevor Fitzgerald
Further controls required
5 year estates strategy addresses critical infrastructure risk.
On-going capital Investment required
Further assurances required
Appointed authorsided engineer and consultants to review current coniditon and maintenance of lift and
provide investment plan
Develop an investment plan to address high risk areas
Further controls required

Trevor Fitzgerald

New Croydon Dialysis Unit due to be completed by March 2021
Reprovosion of Beacon Ward during June 2021
Further assurances required
Capital Funding to be secured to move inpatient provision into main block during 2020/21 and 2021/22
Procurement started for repairs for various satalite units.
t

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

Controls
• Rolling replacement and upgrade programmes in place for networks, devices, and servers and storage.
• Cyber risks and patching reviewed in line with national guidance, with risks identified and signed off by SIRO
• Acute PAS/EPR programme now launched with SOC/OBC approved by Board and submitted to regulators
• Community PAS/EPR replacement programmes due for SDHC completion by Se
Assurances
Reviewed at monthly ICT projects review chaired by SIRO and each IG Committee and Capital Steering Group
Audit Committee reviews cyber security at each meeting

Further controls required
•Securing funding for acute PAS/EPR implementation as part of approvals process, linked to Improving
Healthcare Together
Further assurances required
to be identified

Trevor Fitzgerald

Aug-17

Peter Davies
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BYFH Timeline & Budget:
1.The timeline for the OBC phase of the BYFH
programme is very ambitious and may not provide
enough time to develop the design, costing and
economic appraisal to the detail required for a high
quality OBC. In addition, there are activities around
the planning process that may not only affect the OBC
phase but also the wider programme timeline in
relation to FBC submission and beyond.

3.11

2. Affordability
Since the submission of the PCBC, there have been
significant changes in what needs to be incorporated
within the programme, including COVID design
implications, build regulations such as carbon neutral,
technology enabling schemes such as EPR and
additional optional variants such as Renal. All of these
contribute towards a much greater capital
requirement. There is a risk that the final design
becomes unaffordable even though it offers the
necessary clinical benefits

1. Strucutre in place to ensure seamless transition from DMBC to OBC
2. Establishment of a partnership approach between the Trust, OBC support, Estates support and EPR contractors
3. Site masterplan for Sutton agreed with all key stakeholders inc approach for achieving planning consent within programme timeframe
4. Agree with planners and regulators to design to 1:500 with 1:200 for key areas
5. Utilise standard best practice designs where possible
6. Provide estates advisors with outputs they need to facilitate clinical engagement
7. Develop integrated economic/finance model to auto populate outputs to enable quick updates and iterations.
8. Assess all additional requirements/variants to the SECH through a change control process to validate the clinical and financial benefits.
9. Maintain regular communication with Commissioners (SOG) and Regulators (Regioanl NHSEI & DHSC/Joint Inv Committee) ensuring they are fully briefed of all changes
and are aware of the changing capital requirements and endorse any variants added to the scope.
10. Regular review of the programme risk register and mitigations by the ByFH programme office, Executive Delivery Group and Programme Board

16

20
(4x5)

2. On-going review with clinical input on the 1:550 and 1:200 designs for the SECH and refining the
requirements.
3. Further review and proffesional support of capital requirements, allowances and ad-normal works as
part of the process and independant review in Q4 2020/21

16

Limited pipped oxygen capacity at St Helier Hospital
may limit our ability to manage all patients
optimally, which may result in delays in treatment,
harm or death for patients who need oxygen
therapy.

3.12

1. Secure 'statement of common grounds' from all partners and agree the requirements of a full planning
application through a planning performance agreement.

20
(4x5)

Controls
• Daily property maintenance checks and inspection of the oxygen plant
• Regular monitoring of oxygen usage and direct reporting into the incident control centre
• briefing of all clinical staff on the prescribing of oxygen and best practice
• Sliver command review of oxygen usage and agreeing number of critical care beds and non-invasive ventilation patients that can be safety managed
• Increased top up deliveries from BOC
• increased holding and access to standby oxygen cylinders

Further controls required

Oct-20

Nov-20

Jan-21

Trevor Fitzgerald

Upgrade of oxygen (VIE) plant to be undertaken by BOC as soon as possible
Increase capacity of the standby oxygen cylinder system as soon as possible
Further assurances required
Provision of a new oxygen (VIE) plant and standby system .
Update Oct 2020
Funding for Oxygen (VIE) plant ungrade secured and work expected to be completed by Jan 2021
Funding also secured for long term solution work expected to be completed by May 2021

20

4

Sep-20

Oct-20

Jan-21

12

4

Dec-16

Oct-20

Jan-21

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

4. FINANCES
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.

4.1

20


15
Jan 20

Controls:
Proposals at an advanced stage to collaborate further on pathology, procurement, and shared staff bank across SWL.
Funding for new facility approved
PCBC approved by London Region HIP1
Consultation for reconfiguration completed - by CCG . New SECH to be built at Sutton OBC due to be completed by end of December 20.

Further controls required

Assurances
Reviewed by ETM, at BYFH Board, Finance Committee and BoardControls:

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

Rakesh Patel

Work collaboratively with partners to identify further
opportunities for more efficient working in back office and
clinical services
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BOARD OF DIRECTORS’ MEETING
Report Title

Guardian of Safe Working Update

Meeting Date

8th January 2021

Lead Executive

James Marsh, Joint Medical Director and Joint Chief Executive

Report Author

Dr Andrew Combeer, Guardian of Safe Working , ESTH

Summary

Attached is an update from the Guardian of Safe Working to Trust Board.

Agenda No.

2.6

Exception reporting works as an effective tool for ensuring safe working
patterns for junior doctors. Such examples are seen in AMU where exception
reporting highlighted issues with starting times and as such work schedule
reviews enabled changes in working patterns.
There has been a large decrease in exception reporting during COVID19 which
is not peculiar to this trust.
The junior doctors continue to show great resilience and adaptation to the
changes brought about by COVID-19.

Link to
Corporate
Objectives

Delivering safe and effective care: through ensuring safe working conditions for
junior doctors
Providing responsive care through analysis of exception reports to identify
deficiencies in service support
Being financially sustainable through responding to exception reporting to
contract breaches and working overtime

Board Action

The board is requested to note the contents of this report and that generally the
trainees appear to be working in a safe responsive environment.
The board is also asked to note the contribution of the junior doctor workforce
during the COVID19 pandemic

1
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Guardian of Safe Working Update
INTRODUCTION
The 2016 junior doctors’ contract has been in place since August 2016. All doctors in
numbered training posts within the trust are employed under these terms and conditions.
Version 8 of the T&Cs was published in December 2019.
The exception reporting process allows variations from the trainees contractually agreed
service requirements and training opportunities to be highlighted. Exception reports can be
raised by the trainees for hours worked, missed breaks, missed educational opportunities, or
deficiencies in service support. In addition, the doctor can highlight the episode as an
immediate safety concern (these events are urgently escalated by the guardian to the clinical
and medical directors).
Resolution of exception reports allows payment for extra hours worked, or time back in lieu
of the hours worked. Resolution may involve work schedule reviews and if necessary, fines
may be raised against the directorates by the guardian. Exception reporting patterns
demonstrate peaks following rotation dates and troughs preceding them.
Trust wide there has been significant success in medical workforce recruiting, in addition
individual directorates have responded with changes in working practice, leading to
increased support for trainees, improving patient safety and reducing numbers of safety
concern reports.
A junior doctors’ forum with elected committee and the chief registrar, Dr Jalpa Kotecha, as
the chair is in place. The post holders are encouraged to join other trust committees to
represent the trainees.
I was interviewed for the Guardian role in October 2019 and commenced in post on 11th
November 2019.
Guardians normally meet regularly nationally and locally; the London guardians share a
WhatsApp group which I have joined, and the BMA usually convene a guardian meeting 3-4
times per year however the last meeting was via Zoom on 16th April.
This report is provided and formatted broadly in line with the quarterly board report template
published on the NHS employers website.

High level data
Number of doctors in training (2016 contract; total):

269*

Number of doctors on 2002 New Deal protected contract

89*

*as at 30th September 2020
Amount of time available in job plan for guardian to do the role:
currently working at 1 PA

1PA (4 hours),

Admin support provided to the guardian: Kirsty Holloway and Ciara Harding, who has taken
over from Lilian Prokopic, from medical workforce provide support without which the
guardian role would not be able to be effectively carried out. Kirsty had previously been
seconded to another role for six months from July 2020 but has now returned to her current
role.
Amount of job-planned time for educational supervisors:

0.25 PAs per trainee
2
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a) Exception reports April- September 2020, see also appendix 1
Exception reports by department Q1/Q2 Apr-Sep 2020
Total
Apr
May
Jun
Medicine
48
10
2
8
Surgery
24
0
3
1
ED
0
0
0
0
O&G
3
0
0
2
Renal
1
0
0
0
Paediatrics
1
0
0
0
Psychiatry
0
0
0
0
GP
0
0
0
0
Haematology
3
0
0
0
T&O
2
0
0
0
Urology
2
0
0
0
Total
84
10
5
11

Jul
0
4
0
0
0
1
0
0
0
0
0
5

Aug
13
3
0
1
0
0
0
0
2
0
0
19

Sep
15
13
0
0
1
0
0
0
1
2
2
34

Exception reports by grade Q1/Q2 Apr-Sep 2020
Grade
Total
Apr
May
F1
62
4
5
F2
7
2
0
CT1-2 / ST1-2
15
4
0
ST3+
0
0
0
Total
84
10
5

Jul
4
0
1
0
5

Aug
18
0
1
0
19

Sep
27
5
2
0
34

Jun
4
0
7
0
11

Exception reports by grade and specialty Q2 Jul-Sep
FY1
FY2
CT/ST 1-2
Medicine
22
4
2
Surgery
20
0
0
ED
0
0
0
O&G
0
0
1
Renal
0
1
0
Paediatrics
0
0
1
Psychiatry
0
0
0
GP
0
0
0
Haematology
3
0
0
T&O
2
0
0
Urology
2
0
0
Total
49
5
4
Exception reports response time Q2 Jul-Sep
Addressed
Addressed
within 48
within 7 days
hours
FY1
9
18
FY2
0
2
CT/ST 1-2
0
0
ST3+
0
0
Total
9
20

Addressed in
longer than 7
days
22
3
4
0
29

ST3+
0
0
0
0
0
0
0
0
0
0
0
0

Still open
0
0
0
0
0

Longest duration of open exception report was 126 days due to confusion as to who the
supervisor was. I closed this exception (as the guardian can do with any exception open for
more than 14 days) with the recommendation for payment to be made. Thirty seven
3
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exceptions were closed within 14 days. Mean time to closure was 15.9 days; median time to
closure was 7.5 days.
Exception reports: type/ ISC’s Q1/Q2 Apr-Sep
Hours
Service
Educational
worked
support
opportunity
missed
Apr
10
0
0
May
5
0
0
Jun
10
0
1
Jul
5
0
0
Aug
15
0
2
Sep
33
0
1

Pattern of
work
0
0
0
0
2
0

Immediate
safety
concerns
0
0
0
0
0
0

Educational supervisors receive an email alerting them to an exception report and reminder
emails and phone calls are made for overdue exceptions. There were no immediate safety
concerns.
b) Work schedule reviews
As a result of multiple reports from a foundation year 1 doctor on AMU at St Helier a work
schedule review was requested. The FY1 doctors were asked by their consultant to start an
hour earlier each day in order to prepare notes for the ward round. I wrote to the consultant
to press the need for six weeks’ notice for a work schedule change and that tis request to
start an hour earlier was a de facto work schedule change. Temporary solutions were put in
place prior to final solution and the doctors are now working according to their work
schedule. They were happy with actions taken.
The urology middle grade rota was discovered to be non-compliant with regards consecutive
long day shifts. A minor change in shift pattern resolved this prior to changeover at the start
of October.
Work schedule reviews by grade
F1
F2
CT1-2 / ST1-2
ST3+

1
0
0
1

Work schedule reviews by department
Acute medicine
Urology middle grade

1 (FY1 rota)
1(whole rota)

c) Fines
No fines have been levied as there were no finable breaches.

Qualitative information
Discussion of exceptions allows the doctor and supervisor to agree an outcome, and early
payment to be made. Supervisors are reminded in writing that an exception has been raised
and they have a responsibility to contact the trainee to discuss the exception and reach an
outcome. Supervisors are emailed again if this has not been discussed within 14 days and I
4
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conduct a regular email round from my personal trust email to remind supervisors of their
responsibilities with regards to discussing and closing exception reports. I also email the
trainees to actively seek that meeting with their supervisor to discuss these exceptions.
In the role of medical workforce administrator Kirsty Holloway provides advice, support and
timely reminders to the doctor and their supervisor to facilitate early closure.
As seen in the previous Guardian report for Q1 there was a large decrease in exception
reporting during the first wave of the coronavirus pandemic. This has continued into Q2 as
winter pressures made way for summer and services were starting to return to what would
be normal for the year. A gradual increase in exception reporting has been demonstrated
and further increases, especially in medicine, can be expected for Q3 &Q4.
Foundation doctors in medicine on both sites still generate the majority of reports reflecting
the intensity of work in these departments.
Medical workforce recruitment and retention should remain a key priority for the trust.

COVID19
As the first wave of the pandemic receded, rotas were able to return to normal. This led to an
upturn in numbers of exception reports. The suspension of the T&Cs of the 2016 contract,
agreed jointly by the BMA and NHS employers at the start of the first wave, was lifted by the
BMA in the summer.
In early September I was contacted by the clinical lead for ICU to discuss how to run an
extra airway trained junior post on the ICU out of hours rota in preparation for a second
wave. One suggestion was to use the existing anaesthetic junior staff. This however had
been covered by HEE guidance that training should not be further affected by covid staffing.
As this suggestion would impact on junior anaesthetic staff training by taking then out of
training time, the chosen option was to open these extra shift to bank availability.
I sought and gained assurances from the ICU leads over staffing, redeployment and
induction arrangements should the need arise for redeploying doctors again in a second
wave. The plan was that there should be sufficient ICU medical staff in post to render redeployment unnecessary, but that some teaching sessions in ICU care had been done or
planned by some ICU consultants for foundation year doctors.

Key issues and actions taken to resolve issues
2 work schedule reviews were undertaken and actioned

Summary
Exception reporting works as an effective tool for ensuring safe working patterns for junior
doctors. Such examples are seen in AMU where exception reporting highlighted issues with
starting times and as such work schedule reviews enabled changes in working patterns.
There has been a large decrease in exception reporting during COVID19, although rising
again, which is not peculiar to this trust.
The junior doctors have continued to show great resilience and adaptation to the changes
brought about by COVID19

Questions for consideration
The board is requested to note the contents of this report and that generally the trainees
appear to be working in a safe responsive environment.
5
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The board is also requested to note the continuing great efforts put in by the junior doctor
workforce in conjunction with the rest of the trust employees during the COVID19 pandemic
and that pressures on the junior workforce will rise during Q3 and Q4.

6
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Appendix 1

Exceptions by specialty Apr-Sept 2020
Urology

40

T&O

35

Haematology

30

GP

25

Psychiatry

20

Paediatrics

15

Renal

10

O&G
ED

5

General surgery

0
April

May

June

July

August

September

General medicine

Exceptions by grade Apr-Sept 2020
40
35
30
25

ST3+

20

ST/CT1-2

15

FY2

10

FY1

5
0
April

May

June

July

August

September

Exception reports by grade and specialty Q2 2020
30
25
20
15

ST3+

10

CT/ST 1-2

5

FY2

0

FY1

7
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Report Title

Update from the Audit Committee held on 15 December 2020

Meeting

Public Trust Board

Meeting Date

Friday 8 January 2021

Executive Lead

Rakesh Patel – Chief Finance Officer

Non-Executive
Lead

Elizabeth Bishop , Non-Executive Director and Chairman of the Audit Committee

th

Agenda Item

3.1

th

The Audit Committee, of ESTH, held a routine meeting on 15 December 2020. The
main areas of focus were:
Counter Fraud

Level of Assurance : Substantial

A full update report was received from LCFS who are the Counter Fraud Team working
with ESTH.
The NHSCFA had launched the NHSCFA Fraud Prevention Guidance Impact
Assessment (FPGIA) in October 2020. This Impact Assessment had been developed to
measure the impact of fraud prevention activity undertaken by NHS organisations. The
FPGIA was completed by the LCFS and approved by the Joint Chief Finance Officer
before submission.
It was noted by the Committee that the NHSCFA had also collated national performance
data relating to all NHS organisations’ local counter fraud work using data submitted by
organisations through the NHSCFA’s self-review tool and case management system.
The national benchmarking report was designed to provide an overview of the Trust’s
counter fraud performance. The latest benchmarking report for 2019/20 identified that
ESTH had an average referral rate and in comparison to the 480 other bodies listed it
was one of only 29 to have made a full recovery of all fraud losses identified.
Since the last Audit Committee, 59 members of ESTH staff had completed the Counter
Fraud Awareness E-learning module, all of whom passed the module and demonstrated
a good understanding of how to identify and report fraud.
As part of the programme of counter fraud work a proactive exercise had been
conducted to ensure that the Trust has established systems for the valid procurement of
Covid-19 supplies. The exercise sought to identify areas of improvement if applicable to
mitigate the risks of fraud and corruption in relation to the procurement of goods for the
Covid-19 pandemic. It was confirmed that the LCFS had not identified any fraud from the
sample analysis conducted as part of the review.
The LCFS had been made aware of a potential mandate fraud where Trusts had been
approached to change the bank account for a company called Block Solutions Ltd. The
Trust confirmed they had not been contacted in relation to Block Solutions Ltd and there
was no record of the person referred to having worked at the Trust or applying for a
position with the Trust.
It was also noted that there were five current on-going fraud investigations taking place
within ESTH.
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External Audit

Level of Assurance : Substantial

The Team from the Trust’s External Auditors – KPMG presented their plan to undertake
the audit of the financial statements of the Trust as at and for the year ending 31 March
2021. Their report outlined their risk assessment and planned audit approach and they
confirmed that following the approval of the updated Audit Code of Practice there were
revisions to their responsibilities in providing the value for money conclusion. This would
include undertaking an enhanced risk assessment and publishing a public commentary
on the Trust’s arrangements.
During this section of the meeting it was confirmed that as part of their Audit work KMPG
would review the Trust’s Annual Report and Annual Governance Statement. Also
normally the Trust’s External Auditors would undertake an audit of the Quality Accounts
for the ESTH for the year. It was however yet to be confirmed from a national level as to
whether this would be a statutory requirement for 2020/2. The Committee were
reminded that for 2019/20 there was no requirement to Audit the Quality Account for the
Trust due to the impact of COVID-19
Internal Audit

Level of Assurance : Moderate

The Team from BDO, the Trust’s Internal Auditors, presented their update report against
the ESTH 2020/21 Internal Audit Plan. It was noted by the Audit Committee that the
following reports had been issued in final since the last meeting: with Assurance ratings
for (Design /Effectiveness)


Covid-19 Expenditure – Substantial/ Substantial



Cash Management – Substantial/ Moderate



Estates- Health & Safety – Moderate/ Moderate
The Director of Estates and Facilities confirmed that the report was supportive
and the correct outcome relating to work that the Estates Team was undertaking
across the Trust. He agreed that more work needed to be undertaken within the
Team to be able to provide adequate assurance in relation to work undertaken.
With this in mind the Estates Team were looking into employing two new Band 6
Staff who would report directly to an Associate Director. They would be
undertaking an assurance function and provide a level of independence and
direct reporting in their roles to aid good governance.
It was also noted that there had been some issues with property maintenance
involving Community Services Teams and the facilities that they used, which
were owned by NHS Property Services. Often they were in a poor state of
repair and it was hard get maintenance completed. Recently this had impacted
on being able to open beds within a Community Hospital due to a leaking roof.
Negotiations were taking place to try and get the properties transferred from
NHS PS to ESTH so that maintenance and repairs of these buildings came
within the remit of the Trust.



Safeguarding (Children’s) – Substantial/Moderate
There were some concerns raised regarding compliance across the Trust with
statutory training for Safeguarding . This had been identified prior to the Internal
Audit being undertaken. The requirements to undertake the various levels of
training had been reviewed and improvements in uptake were beginning to be
noticed.

It was also confirmed that planning or fieldwork had also now begun for the following
audits:



Equality, Diversity & Inclusion (draft report to be issued w/c 7th December)
Data Security & Protection Toolkit (scheduled, fieldwork state date 3nd
February 2021)
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Medical Devices (TOR issued)
Community Services (TOR issued)

Regular reports to the Audit
Committee

Level of Assurance : Moderate

The Committee also received the following regular updates and reports:
Cyber Security – The routine cyber security reports for September, October and
November were shared with the Committee and it was noted that there were no
significant issues within these reports apart from a High Priority Care Cert alert in
September. This related to an alert named Zerologon (CVE-2020-1472). It was
confirmed that a patch was applied successfully by the ICT Team and they continue to
action High Priority Care Cert alerts promptly. As of 30th November, the Data Security
and Protection Training total for staff that have completed training stood at 4450
(77.80%). This figure was slightly behind that for the same period in the previous year.
Salary Overpayments – the Committee received a review of the salary overpayments
which had taken place across the Trust over the last 3 months. The conclusions
included that there needed to be continued effort made to ensure that they did not take
place especially in relation to the notification of late leavers. However recovering the
debt relating to salary overpayments continued to be a priority for the Trust and it was
confirmed that the amount owed to ESTH from over one year continued to decrease.
The Committee also received assurance from the Internal Auditors that the Trust was in
a good position in comparison with some other Trusts in terms of Salary Overpayments.
Tender Waiver – the Committee discussed in some detail the use of tender waivers and
the appropriate use of the award of a contract off the NHS Framework. It was noted that
the majority of these related to Estates work and often this was because there had been
short notice of available additional funding and then quick action needed to be
undertaken in order to secure the funding.
Business Continuity Plans of External Contractors
It was confirmed that work was continuing to ensure that all Contractors who were
working for ESTH had adequate Business Continuity Plans in place.
Standing Financial Instructions9SFIs) and Scheme of Delegation – The Committee
received and approved the revised and updated SFI’s and Scheme of Delegation for
ESTH. It was noted that minor amendments had been made to these key Trust
documents and included aligning the Delegation Limits within ESTH to those being used
by the SWL Procurement Hub.
Recommendation
Key to assurance
grading

The Board is asked to note the summary report.
Level of assurance
Substantial
Moderate
Limited
No

N/A

Context
Appropriate procedures and controls in place to mitigate the
key risks.
In the main there are appropriate procedures and controls in
place to mitigate the key risks reviewed albeit with some
that are not fully effective.
A number of significant gaps identified in the procedures
and controls in key areas. Where practical, efforts should be
made to address in-year.
For all risk areas there are significant gaps in the
procedures and controls. Failure to address in-year affects
the quality of the organisation’s overall internal control
framework.
Item for Information
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Trust Board in Public
Report Title

Quarter 1 and 2 Board Assurance Framework 2020/21

Meeting Date

8th January 2021

Lead Executive

Peter Davies, Director of Corporate Services

Agenda No.

3.2

Summary
The Board Assurance Framework (BAF) is intended to provide the Board of Directors with
assurance that the Trust is achieving its corporate priorities for the 2020/21 financial year. It helps
to identify any risks to achievement of the corporate priorities and is intended to assist the Board in
driving its business agenda forwards and support decision making in terms of how to make the
most efficient use of resources to improve the quality and safety of care provided.
The format of the BAF is to present quarterly progress reports against each of the objectives in the
context of the risks to achievement of these objectives and sources of assurance such as routine
reporting and discussion at Board sub-committees. The assessment of progress against each of
the objectives is executive led, with overall assurance levels agreed by the whole executive team.
The Trust’s corporate priorities are refreshed on an annual basis. The priorities for 2020-21
emerged from the work undertaken around the Trust’s Five-Year Strategy 2020-2025 which was
formally presented at the Annual Public Meeting in September. The priorities are challenging but
achievable and are supported by our underpinning ambition to deliver outstanding care, every day.
The Trust’s corporate priorities for the 2020-21 financial year are:


Provide outstanding care every day, COVID-19 and non-COVID-19, by ensuring that people,
their carers and their families can access safe and timely care with a good outcome



Create a culture that values, respects and supports our people to deliver outstanding care



Support people to access care in the most appropriate setting, including their own home,
irrespective of COVID-19 status



Maintain our major acute services at both Epsom and St Helier sites while we prepare to
transition to Building Your Future Hospitals



Implement our commissioner’s preferred option for consolidating major acute services at a
single specialist emergency hospital, adjusting as necessary to incorporate learning from
COVID-19



Deepen South West London acute collaboration, particularly with St George’s Hospital
University Trust



Have the right catalysts in place to support our strategy, refining them in light of COVID-19

All of the above broad corporate priorities are underpinned by more detailed leading indicators as
set out in the attached Q1/!2 BAF.
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Quarter 1 and Quarter 2 Combined BAF
Between April and September, the Trust was in the middle of the first wave of Covid-19 followed
by the second wave. In light of the operational pressures resulting from Covid-19 and in line with
national guidance issued by the NHS, revised governance arrangements were put in place to
enable the Trust to focus fully on dealing with the pandemic and providing safe and effective care
to our patients.
Whilst the Board continued to play an essential role during this period, both in terms of providing
oversight of the Trust’s response to COVID-19 and in providing support and challenge to the
Executive team, usual Board business was reconsidered to ensure that staff were freed up to deal
with and respond to these pressures. One aspect of this was that a decision was taken to not
present a Q1 BAF but to present a combined Q1 and Q2 BAF when it was anticipated that
operational pressures would be less.
The Q1 and Q2 BAF was reviewed by the Trust Board meeting in private in December 2020.
Quarter 1 and Quarter 2 BAF Scores
The Q1/Q2 version of the Board Assurance Framework reviews the progress made against
achievement of the seven corporate objectives during the period April to September 2020.
The overall level of Q1/Q2 assurance, which takes into account progress to date, current levels of
risk and assurance, together with progress remaining to be made over the rest of the year, is
detailed below:
Corporate Priority
1.
Provide outstanding care every day, COVID-19 and non-COVID-19, by
ensuring that people, their carers and their families can access safe and
timely care with a good outcome
2.
Create a culture that values, respects and supports our people to deliver
outstanding care
3.
Support people to access care in the most appropriate setting, including
their own home, irrespective of COVID-19 status
4.
Maintain our major acute services at both Epsom and St Helier sites
while we prepare to transition to Building Your Future Hospitals
5.
Implement our commissioner’s preferred option for consolidating major
acute services at a single specialist emergency hospital, adjusting as
necessary to incorporate learning from COVID-19
6.
Deepen South West London acute collaboration, particularly with St
George’s Hospital University Trust
7.
Have the right catalysts in place to support our strategy, refining them in
light of COVID-19

Q1/Q2
Assurance
Level
Amber

Amber

Green

Amber

Green

Green

Amber
Green
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The overall assurance assessments reflect the fact that the Trust has been operating in a
particularly challenging environment over the last six months but, despite this, has managed to
push forwards in a number of its key priorities.
The assurance rating against each of the individual indicators that support and underpin the above
priorities can be found in the attached Q1/Q2 BAF.
The amber rating against priority 2 relates largely to delays in pushing forwards with our QI work,
which was impacted by operational pressures resulting from the pandemic.
The green rating against priority 5 is related to the significant progress made in completing the
outline business case for the new SECH which is due to be delivered by the end of December
2020.
The green rating against priority 6 is a reflection of the significant progress made in working jointly
across South West London to provide efficient and effective joined up services.
The intention is to put the Q1/Q2 BAF in the public domain via the Trust website after approval by
the Board rather than waiting for Board approval at the January public meeting, by which point it
will be less timely.
Trust Board is asked to review and approve the content of the Q1/Q2 BAF.

Recommendation

Trust Board is asked to review and approve the Q1/Q2 2020/2021 version of
the Board Assurance Framework.

Link to Corporate
Objectives

The Board Assurance Framework is linked to all of the corporate priorities.

Appendices

Q1/Q2 Board Assurance Framework
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Corporate Priority 1: Provide outstanding care every day, COVID-19 and non-COVID-19, by ensuring that people, their carers and their
families can access safe and timely care with a good outcome.
Lead Executive – James Marsh (Joint Medical Director), Ruth Charlton (Joint Medical Director), Arlene Wellman (Chief Nurse), Philippa
Jones (Joint Chief operating Officer), Sue Jones (Joint Chief Operating Officer)

Q1/Q2

Q3

Q4

Overall Assurance by Quarter
Amber
Assuring Board Committee – Patient Safety and Quality Committee, and Finance and Performance Committee
RAG Rating
Leading Indicators
Q1/Q2 Progress
Q1\Q2 QQ3 Q4
Q2
3
Provide outstanding care every day to our Covid patients
The first Covid death at the Trust occurred on 9th March 2020 and to the end of Q2 there
were 285 deaths recorded, although only 4 had occurred in Q2. To date, 130 (45.6%) of
these have received a structured judgement review. There were 4 Covid related deaths
reviewed where overall care was rated as poor or worse (related to lack of senior input).
The remainder showed consistency with care provision being of an adequate standard or
excellent standard. Our staff showed exceptional flexibility and resilience to support the
surge of Covid positive patients and the need to convert SWLEOC to a dedicated Covid
Intensive Care Unit.
There has been an ongoing programme of fit testing within the Trust since April 2020,
Amber
with fit testing undertaken on 93% of relevant staff as at 15th September 2020.
Green
During the first phase of Covid, the Trust undertook a coordinated programme of staff
redeployment to new roles with training plans in place to enable necessary levels of
redeployment in the second wave. In preparation for second surge in the number of
COVID-19 cases, the Trust reopened the incident control centre on 16th September
2020. In August and September the Trust developed a comprehensive recovery plan
with a range of different initiatives to reduce the number of patients waiting and to
return to ‘business as usual’.
We recognise that our estate and limited access to testing may have increased the
potential for nosocomial transmission.
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Provide outstanding care every day to our non-Covid patients

Amber

Our non-Covid, non-elective pathways were protected through stringent infection
control measures and a redesign of pathways to manage flow through our
Emergency Department and the hospital. In line with the national picture, we
observed a reduction of people presenting to our ED. In Q2, attendances rose and
we supported a communications programme to encourage appropriate attendance
for urgent, emergency and planned care.
A number of measures were put in place to minimise potential harm to elective
patients during the COVID-19 pandemic, including the prioritisation of patients
based on clinical need and relevant divisions undertaking clinical reviews of patients on
referral to treatment pathways who will not be treated within 52 weeks. However,
routine attendances for diagnostics and outpatients were suspended during the peak of
the surge in order to support the safe care of our acutely ill patients. This resulted in a
significant backlog in diagnostics outpatients and admitted pathways, currently being
managed through our recovery programme.

Amber

Mortality ratio within expected range:
HSMR 92.5 (baseline 100)
SHMI 0.91 (baseline 1.00)
Ratio was raised in April because of Covid but returned to normal. In M6, 31% of
deaths occurred within 30 days of discharge which is in line with the England
average of 32%.
In September, comprehensive recovery plans were developed for every cancer specialty,
endoscopy, radiology, outpatients, elective services and community services

Access safe care and achieve good outcomes, whether Covid or
non-Covid

Access timely care

Amber
Red

Urgent care: Trust achieved 92.3% against the A&E 4 hour standard in M6 (91.5%
across Q1 and Q2). Planning completed to implement 111 booking in October to
reduce patient numbers in the waiting room. Planning for building programme to
deliver significant improvements to the ED environment by year end.
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Amber
Red

Amber
Green

Amber
Red

Have an excellent experience

Amber

Planned care: Proportion of patients waiting within 18 weeks from referral at
month end was 59.5% at M6 against a benchmark of 78.8%. Number of patients
waiting over 52 weeks at M6 was 378 at M6 against a benchmark of 3. Teams are
clinically reviewing each patient in detail to ensure plans are in place to treat them.
A recovery programme was initiated in August and we are actively collaborating
with system partners through the various clinical networks and operational
delivery groups.
Cancer: as at M6, referrals are at 90% of pre-Covid levels. Faster diagnosis
standard 2 week wait – the Trust achieved 63.8% against this standard with 813
cases of which 294 breached in August. 2 week urgent referral standard – Trust
achieved 98.8% during August against a threshold of 93%. Against the 31 day
standard for time to first definitive treatment. the Trust achieved 97.6% at August
against a threshold of 96% and 100% against waiting time from DTT to subsequent
treatment.
Diagnostics: routine referrals remain below pre-Covid levels. Diagnostic
performance is improving but against a threshold of 99% for a maximum waiting
time of 6 weeks for 15 key diagnostic tests and procedures, in M6 the Trust
achieved 66.3%. A recovery plan has been initiated to recover the backlog in a
clinically-prioritised manner.
National data submission and publication for the Friends and Family Test (FFT) will
restart for acute providers from December 2020, following the pause during the
response to COVID-19. However, the Trust continued to collect and use feedback
throughout the COVID-19 pandemic, including via via text, online and voice recording.
A number of initiatives were introduced to support communication between patients
and their families, carers and loved ones during the pandemic when visiting
restrictions were in place, including electronic tablets provided to acute and
community wards in May/June 2020 that enabled relatives and loved ones to
‘virtually visit’ patients admitted to the Trust. A scheme called ‘Letters From Loved
Ones’ was also introduced which enabled relatives and loved ones to write to patients
with the letters laminated in accordance with infection control guidance.
Patient stories at Board temporarily halted due to Covid.
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Are involved in, and part of, our person-centred approach

Amber

Benefit from effective infection control measures

A

The specialist palliative care team supports person-centred care at the end of life through
close collaboration with clinical teams providing direct care for palliative patients. The
team has high visibility across the Trust, and met their KPI of reviewing >91% of urgently
referred patients within one working day of receiving a referral. During and post-COVID
the team has supported education and training for clinicians on communicating bad news
over the telephone and provided emotional support to staff. Structured reviews of
patients' last admission by our experienced consultant mortality reviewers consistently
demonstrate that palliative care team input optimises person-centred care at the end of
life. Personalised treatment escalation plans were completed in an increased proportion
of patients. The RESPECT documentation was implemented on the Epsom site to support
proactive dialogue between patients and carers.
Covid-19 - the Trust adheres to Public Health England guidance on infection control and
the use of personal protective equipment (PPE). Despite strong adherence to
contemporary guidance, a significant proportion of staff contracted Covid and we were
aware of the potential of nosocomial transmission.
MRSA – there have been no Trust attributed MRSA bloodstreams infections from the
beginning of the financial year.
C.Diff –the Trust has experienced 31 Trust attributed cases against a local objective of 23
cases (20 hospital acquired and 11 community acquired).
As at M5, overall Trust compliance with hand hygiene audits was 90%, with no areas
scoring under 80%.
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Risk controls in place
Mortality information is reviewed at monthly RADAH
(Reducing Avoidable Death and Harm) Committee

Effectiveness of
control
Q1/Q2 QQ4
3
S

Executive led performance review meetings with the Divisions

S

Monitoring of performance via performance scorecards

S

Trust wide risk management arrangements in place, including
incident reporting and investigation process to identify areas of
failure and implement corrective actions
Implementation of Learning from Deaths Framework
Supervision of professional standards and codes of practice

Level of
Assurance

Sources of Assurance
Monthly scrutiny of metrics in the IPR at Board and Board
Committees, including HSMR, SHMI and mortality

Significant

Monthly SI reports reviewed at Patient Safety and Quality Committee
and Board
Monthly discussions at RADAH, CQAC and PSQ

Significant
Reasonable

R

S
S

Gaps in Controls and plan to address
No gaps in controls identified.
Key risks from corporate risk register
Operations
Covid-19 Wave 2 may exceed our capacity to manage all patients optimally, which may result in delays in treatment, harm or death for Covid-19
patients and for patients who need access to unrelated services.
IPC
Compliance with IPC guidance is challenging as a result of our estate and our bed and laboratory capacity.
Workforce
Workforce is compromised due to rules around isolation and track and trace, sickness rates and extremely clinically vulnerable staff (including a
significant number of BAME staff). These issues are compounded by fatigue, the onset of a second surge and the imperative to maintain
planned care services.

Q1

Q2

Q3

Q4

20
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Corporate Priority 2: Create a culture that values, respect and supports our people to deliver outstanding care
Lead Executives – Debbie Eyitayo (Director of People), Arlene Wellman (Chief Nurse), James Marsh (Joint Medical Director)
Q1/Q2
Q3 Q4
Q2
Overall Assurance level by Quarter
Amber
Assuring Board Committee – Patient Safety and Quality Committee and People and Organisational Development Committee
RAG Rating
Leading Indicators
Q1/Q2 Progress
Q1/Q2 Q3 Q4
Second set of masterclasses (online) held for all managers within the Trust.
Further embedding our RESPECT culture
Masterclasses focused on behaviours underpinning respect, particularly in relation to
the response to Covid-19. The masterclasses defined the behaviour standards expected
Green
of all staff to live up to in their interactions with patients, colleagues and external
organisations. New appraisal paperwork under development based RESPECT.
Progress our Equality Diversity and Inclusion agenda, supporting
all our staff to fulfil to their full potential
Amber
Green

Delivering our QI strategy

A
m
b
e
r

New pledge launched at the Annual Public Meeting: “The people we care for and the
people who work here are from every race, ethnicity and heritage. We are proud to
celebrate our diversity, support equality and commit to being anti-racist in all aspects
of what we do”.
Planning undertaken for new Women’s Network, relaunch of BAME Network and
celebrating Black History Month.
WRES data shows an improving picture e.g. the likelihood of BAME staff being formally
disciplined has greatly improved with the relative likelihood changing from 1.17 to
0.47.
Masterclasses delivered to managers were used to launch the Trust’s QI programme
with everyone attending asked to consider how they would apply a QI approach to their
roles. Mary Hopper, Director of Quality for Sutton CCG, spending half her time working
with the Deputy CEO to develop, support and embed a systematic approach to QI.
QI approach being adopted to recovery planning and implementation. However, getting
traction to deliver new schemes has been compromised by Covid.
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Attracting and retaining talented people
A
m
b
e
r

A
m
b
e
r

Improving our leadership culture

A
m
b
e
r

Improving the health and wellbeing of our staff

Risk controls in place

Trust vacancy rate at M6 was 12.14%, which was above the target threshold of 10%.
Trust rolling 12 month turnover rate of 13.52% is above the KPI threshold of 12%.
Stability rate for M6 is 86% with the highest index for medics (excluding junior doctors)
at 93%. Trust stability index was 86% in M6 (% of workforce remaining after one year)
which was above the 85% KPI target.
A new recruitment campaign has been planned for launch with an overarching objective
of capitalizing on the interest of the NHS given the global pandemic, build a brand for
ESTH and community to position us as an employer of choice and to capitalize on the
rise in unemployment in the local community.
Second set of masterclasses for all managers in the Trust.
Executive team are undergoing a leadership training programme, both individual and as
a group. Tri leadership structure is scheduled to complete leadership training in
November.
Wide range of health and wellbeing services available to staff throughout
the Covid pandemic, including wellbeing checks during daily ward and team
visits; creation of staff wellbeing rooms which contain massage chairs and sleep pods;
provision of a staff counselling service; a staff listening service run by the Chaplaincy
Team; and provision of ‘recovery workshops’, which have been attended by over 200
members of staff, to support teams with coming back together following the peak of the
Covid pandemic. Additional initiatives put in place during the pandemic include the
provision of free car parking and free lunches. The Trust approved additional funding for
health and wellbeing resources such as staff counselling and dedicated resource for
critical care and respiratory teams in preparation for an operationally challenging winter
period.

G
r
e
e
Effectiveness of
control
Sources of Assurance
Q1/Q2 Q3 Q4

Respect programme of work, including development of new
paperwork for appraisals and objective setting

S

Values based paperwork for recruitment

R

Results of pulse survey and staff FTT
Results of annual staff survey

Level of
Assurance
Significant
Significant
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Internal audit reports

R

Monitoring of this priority through POD and EDI

S

Leadership training programme

S

Reasonable

Staff health and wellbeing programme

Gaps in Controls and plan and deadline to address
No gaps in controls identified
Key risks from corporate risk register
Staff with protected characteristics disproportionally feel that the organisation is unfair with a consequence that staff do not give of their best.
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

Q1

Q2

Q3

Q4

16

57/70

Corporate Priority 3: Support people to access care in the most appropriate setting, including their own home, irrespective of COVID-19
Lead Executive – Daniel Elkeles (Chief Executive Officer), Sue Jones (Joint Chief operating Officer), Philippa Jones (Joint Chief Operating
Q1/Q2
Q3
Q4
Officer ) and Thirza Sawtell (Executive Director of Integrated Care)
Overall Assurance level by Quarter
Q2 Green
Assuring Board Committee – Finance and Performance Committee
RAG Rating
Leading Indicators
Q1/Q2 Progress
Q1/Q2 Q3 Q4
Q2
Supporting the integrated care vision led by Sutton Health and
Agreed transformation of integrated ways of working accelerated over the Covid
Care and Surrey Downs Health and Care
period. Including integrated primary and community teams in each Primary Care
Network; frailty MDT meetings across all PCNs; integrated approach to MDTs in care
homes. Multi-agency Home First approach to hospital discharges including @home
Green
service embedded and showing significant improvements to LOS. Integration of
planned care pathways progressing with inclusion of First Contact Practitioners as
part of MSK service. Long Covid rehabilitation service commenced and demonstrating
good outcomes.
Transforming Outpatients
Amber
Green

Pace of change has been accelerated as a result of Covid. Outpatients now delivered
in a combination of face to face, virtual and telephone. Percentage of virtual
attendances at end-September approx. 40% (it is recognised that at the beginning of
recovery there will be a large proportion of patients who have waited an excess
period/ are acutely unwell and therefore require face to face consultations).
Approximately 1000 advice and guidance interactions now take place weekly.
Sutton - Weekly attendance at Sutton System Leaders meeting.
Surrey Downs – participated in development of a prospectus for Surrey Downs ICP re.
assuming additional responsibilities. Whole leadership team has been active in SWL
ICS and Surrey Heartlands in terms of Covid response.

Playing our part in our two places

Green
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Risk controls in place

Effectiveness of
control
Sources of Assurance
Q1/Q2 Q3 Q4

Surrey Downs and Sutton Alliance Board meet on a monthly basis
and are chaired by a Non-Executive Director

S

Formal CJVs and governance structures are in place for
community services that transitioned to the Trust

S

Level of
Assurance

Monthly update reports to Board

Reasonable

Gaps in Controls and action plan and deadline to address

No gaps in controls identified.
Key risks from corporate risk register
Operational risks that are likely to impact on the delivery of community services and that have the likelihood to affect the Trust and the wider systems
within Surrey Downs and Sutton. These include concerns with processes relating to workforce, IT and informatics and increased patient demand post
COVID-19, compounded by significant frontline clinicians now shielding

Q1

Q2

Q3

Q4

15
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Corporate Priority 4: Maintain our major acute services at both Epsom and St Helier sites while we prepare to transition to Building Your
Future Hospitals
Lead Executive: Sue Jones/Philippa Jones (Joint COO) and Ruth Charlton and James Marsh (Joint Medical Directors)
Q1/Q2
Q3 Q4
Q2
Overall Assurance level by Quarter
Amber
Assuring Board Committee – Patient Safety and Quality Committee, and Finance and Performance Committee
RAG Rating
Leading Indicators
Q1 Progress
Q1/Q2 Q3 Q4
Service configuration managed through Q1 and Q2 course of pandemic. In Q1
Providing a safe staffing model for emergency care and critical
planned c-sections at Epsom stopped and restarted in Q2. Stroke service moved to
Amber
care services
Epsom and work underway to determine longer term future of the stroke service in
Green
terms of consolidation on one site.
Developing new and enhanced roles
Amber

Risk controls in place

We continued to develop our Advanced Clinical Practitioners (ACP) and Nursing
Associates (NA) with funding from HEE: we are currently supporting 13 new trainee ACPs
(total of 25 in training) and 15 NAs(total of 33 in training) as at September 2020. We
have also submitted an expression of interest (EoI) to Health Education England for 15
of our Assistant Practitioners (AP) and Nursing Associates to pursue a two year top up
degree towards becoming a nurse in 2020 and 30 AP/NA in 2021. Lead ACP appointed.

Effectiveness of
control
Sources of Assurance
Q1/Q2 Q3 Q4

Use of Safecare system

S

Daily nurse staffing reviews led by a senior nurse and attended by
the clinical matrons

S

Wards rated red on Safecare reviewed and mitigations put in
place

S

Safe staffing metrics

Level of Assurance
Reasonable

Gaps in Controls and action plan and deadline to address
No gaps in controls identified.
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Key risks from corporate risk register

Q1

Q2

Q3

Q4

No specific risks
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Corporate Priority 5: Implement our commissioner’s preferred option for consolidating major acute services at a single specialist
emergency hospital, adjusting as necessary to incorporate learning from COVID-19
Lead Executive – Trevor Fitzgerald (Director of Estates, Facilities and Capital Projects)

Q1/Q2
Green

Overall Assurance level by Quarter
Assuring Board Committee – Finance and Performance Committee
Leading Indicators
By delivering the Outline Business Case by December 2020

Risk controls in place
Building Your Future Hospitals Programme Board and
governance structure is in place

Q3

Q4

RAG Rating
Q1 Progress
Q1/Q2 Q3 Q4
Green

Independent Review Panel concluded that planning for new SECH should continue.
Outline Business Case is on target to be delivered by end of December 2020

Effectiveness of
control
Sources of Assurance
Q1/Q2 Q3 Q4
S

Level of
Assurance

Regular update reports to Board

S

Gaps in Controls and action plan and deadline to address
No gaps identified.
Key organisational risks from corporate risk register (other associated risks listed in Appendix A)

Q1

Q2

Q3

Q4

BYFH Timeline & Budget: The timeline for the OBC phase of the BYFH programme is very ambitious and may not provide enough time to develop
the design, costing and economic appraisal to the detail required for a high quality OBC. In addition, there are activities around the planning process
that may not only affect the OBC phase but also the wider programme timeline in relation to FBC submission and beyond.
BYFH Affordability : Since the submission of the PCBC, there have been significant changes in what needs to be incorporated within the programme,
including COVID design implications, build regulations such as carbon neutral, technology enabling schemes such as EPR and additional optional
variants such as Renal. All of these contribute towards a much greater capital requirement. There is a risk that the final design becomes
unaffordable even though it offers the necessary clinical benefits

16
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Corporate Priority 6: Deepening South West London acute collaboration, particularly with St George’s Hospital University Trust
Q1/Q2

Lead Executive – Daniel Elkeles (Chief Executive Officer)
Overall Assurance level by Quarter
Assuring Board Committee – Finance and Performance Committee
Leading Indicators
Through SWL acute provider collaborative projects such as
procurement, recruitment, PACS, Pathology.
Through developing a strategic relationship with St George’s
Hospital

Q3

Q4

Green
RAG Rating
Q1/Q2 Progress
Q1/Q2 Q3 Q4

Green

Collaboration programmes are on target. Four Trust Pathology partnership approved
at October 2020 Board. Planning for diagnostic network commenced.

Green

Enhanced collaboration being actively pursued. Joint Director of Collaboration has
been appointed and is supporting a review of services where joint working would
result in improved patient experience and efficiencies.

Gaps in Controls and action plan and deadline to address

No gaps in controls identified.
Risk controls in place

Effectiveness of
control
Sources of Assurance
Q1/Q2 Q3 Q4

Level of
Assurance

SWL acute provider collaborative governance structure

S

Regular updates to Board on progress against APC progammes

Reasonable

Joint governance structures being established

R

Regular updates to Board on join working with SGUH

Reasonable

Key risks from corporate risk register

Q1

Q2

Q3

Q4

No associated risks on corporate risk register
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Corporate Priority 7: Have the right catalysts in place to support our strategy, refining them in light of COVID-19
Lead Executive – Daniel Elkeles (Chief Executive Officer), Rakesh Patel (Chief Financial Officer), Peter Davies (Director of Strategy and
Corporate Services), Debbie Eyitayo (Director of People) and James Marsh (Joint Medical Director)
Overall Assurance by Quarter
Lead Director – Peter Davies, Director of Corporate Services
Leading Indicators
Actively contributing to partnership working in our two
Places of Sutton and Surrey Downs
Managing our finances by delivering our agreed control
total

Investing in our estate and transitional works

Q1/Q2

Q3

Q4

Amber Green
Assuring Board Committee – Trust Board
RAG Rating
Q1/Q2 Progress
Q1/Q2 Q3 Q4
Progressing a four Trust pathology partnership and planning for a diagnostic
Green
partnership.
For the first six months of the year the Trust was funded for reasonable additional costs
due to Covid and broke even each month. At the end of September the Trust reported
an I&E breakeven position year to date. The Trust has agreed a breakeven plan for the
Green
second half the year as part of the new financial framwork. The Trust was ahead of plan
at the end of October.

Green

Implementing new digital services in advance of any new
facilities opening
Amber
Green

The Trust had a year to date capital spend of £25.4m against a plan of £30m but is
forecasting to be on plan by year end. The spend under plan is a net of a number of
schemes, some of which are ahead of plan and some of which have been delayed as
we finalise the scope of works to be completed.

Successfully deployed over 700 additional laptops during first wave of Covid to
support flexible working, extending our remote working solutions to
accommodate this, although challenges remain for some staff to work effectively
off-site. Successfully completed to roll-out of EMIS and S1 to Surrey Downs
Health and Care. On the new acute EPR programme, obtained Trust Board
approval of the Strategic Outline Case/Outline Business Case.

Completed upgrade to the core network.
Ensuring environmental sustainability

Amber
Green

Planning for a zero carbon new specialized emergency care hospital on the Sutton
site. Delivering new combined heat and power plants at St Helier and Epsom sites.
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Enhancing the education opportunities offered to all staff

Amber
Green

During Q1 and Q2, the workforce engaged in upskilling and cross skilling to meet
the needs of our patients during the Covid-19 pandemic. Over 3000 staff (nurses,
doctors, AHPs) were taught core skills as part of the redeployment strategy. Coupled
with this, the Trust welcomed ~150 pre-reg student nurses (2nd and 3rd years) and ~50
student AHPs-from a variety of universities-who were all oriented, upskilled and worked
alongside their registered colleagues till the end of September 2020. The Trust also
submitted its CPD Investment Plan 2020/2021 to HEE demonstrating the governance
around the Government's Individual CPD funding initiative for every registered nurse,
midwife and AHP.
Between April and September, staff received COVID specific training relating to
redeployment in the form of a Simulation Course to upskill FY1 doctors to work in
multiprofessional teams on ITU. We delivered IMPACT courses for non-medical staff who
were going to be looking after ITU and Medical patients. We transformed face to face
into online teaching with increased attendances at Grand Rounds, Departmental
Teaching and Hospital wide lectures.

Green

The Trust has remained in the top 20 nationally for the delivery of COVID-19
research. The Trust has participated in trials such as the Randomised Evaluation of
COVID-19 Therapy (15th nationally for patient recruitment) and the Pandemic
Respiratory Infection Emergency System Triage.

Maximizing research opportunities/number of programmes

Risk controls in place
Board approved Trust Five Year Strategy 2020-2025 in place

Effectiveness of
control
Sources of Assurance
Q1/Q2 Q3 Q4
S

Regular updates to Board

Level of Assurance
Reasonable

Gaps in Controls and plan to address

No gaps identified
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Key risks from corporate risk register

Q1

Q2

Q3

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.

15

The financial envelopes for the second half of the year have been confirmed. Based on the financial settlement, the Trust will be required to
reduce the forecast by £6.3m. This will still result in a deficit of £5.7m. There is risk that the Trust will be asked to reduce this deficit.

16

BYFH timeline & budget: The timeline for the OBC phase of the BYFH programme is very ambitious and may not provide enough time to
develop the design, costing and economic appraisal to the detail required for a high quality OBC. In addition, there are activities around the
planning process that may not only affect the OBC phase but also the wider programme timeline in relation to FBC submission and beyond.
BYFH Affordability : Since the submission of the PCBC, there have been significant changes in what needs to be incorporated within the
programme, including COVID design implications, build regulations such as carbon neutral, technology enabling schemes such as EPR and
additional optional variants such as Renal. All of these contribute towards a much greater capital requirement. There is a risk that the final
design becomes unaffordable even though it offers the necessary clinical benefits

Q4

16

16
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BOARD OF DIRECTORS’ MEETING IN PUBLIC
Report Title

Contracts Awarded over £50k

Meeting Date

Friday 8th January 2021

Lead
Executive

Rakesh Patel, Chief Finance Officer

Summary

At its meetings in November and December 2020, the Finance and
Performance Committee reviewed a schedule of all contracts awarded in
excess of £50k to ensure that it was adequately informed of all significant
pieces of work being undertaken at the Trust.

Agenda No.

4.1

The schedules reviewed by the committee are attached.

Corporate
Objectives

Be financially sustainable.

Board Action

The Board is asked to note the schedule of contracts awarded over £50k.

1
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Contracts awarded in excess of £50,000 over contract life

Contract
Award Date

Company

Description of Contract

Procurement
Method

Reason for
Waiver

No.
No. Bids Annual
Suppliers Received Value (£)
Invited
to Bid

Contract
Value (£)

November
02/11/2020
13/11/2020
16/11/2020
20/11/2020
27/11/2020

GARDINER &
THEOBALD LLP
GARDINER &
THEOBALD LLP
ARTELIA
PRODUCTS UK
LTD
GARDINER &
THEOBALD LLP
BLOOM AND
MELLOW TECH
SERVICES LTD

14/10/2020

Wallington Cars
& Couriers

15/10/2020

In Pulse Medical
Services Limited

15/10/2020

Sectra

SECH WSP CONSULTANCY
SUPPORT

CCS FRAMEWORK

SGUH RENAL – G&T

CCS FRAMEWORK

2 X SENIOR PROJECT
MANAGERS

FRAMEWORK REF
20201102

G&T TEAM DGHDGH HEALTH
CARE PLANNING

CCS FRAMEWORK

TECHNICAL SERVICES
SUPPLIED / ONGOING

Ad-hoc Patient Transport
Services to support main
service delivery.
Ad-hoc Patient Transport
Services to support main
service delivery.
PACS contract extension
01/08/20 – 31/07/22

STA474
October
365 Response
Platform

N/A

1

1

N/A

1

1

N/A

1

1

N/A

1

1

Specialist
services only
available from
one source.

N/A

N/A

51,975

51,975

386,838

386,838

111,599

111,599

94,987

94,987

56,700

56,700

n/a

1

1

590,000

590,000

365 Response
Platform

n/a

1

1

120,00

120,000

Contract
Extension

n/a

1

1

317,812

635,624

2
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16/10/2020

London Borough Sutton Planning
of Sutton
Performance Agreement

Waiver

30/10/2020

Gardiner &
Theobald

Direct Award SBS
Framework

Consultancy Services –
Sutton Stripe Car Park

Not available
from another
provider
n/a

1

1

115,000

115,000

1

1

73,377

73,377

*Note* This schedule is for new contracts only and does not include any purchase orders raised for the provision of consumables on a call off or standing
order basis or for the purchase of any capital equipment

3
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BOARD OF DIRECTORS’ MEETING
Report Title

Use of the Trust Seal- Headley Court Seacole Centre

Meeting Date

8th January 2021

Lead Executive

Trevor Fitzgerald, Director Estates, Facilities and Capital Projects

Summary

The Trust seal has been used twice since the previous Board meeting in
Public:


Agenda No.

4.2

The Trust seal was used in December 2020 for the completion of the
Lease at Headley Court Seacole Centre. Completion of the Lease was
on 21 December 2020.
The Lease is for a Term which commenced on 1 December 2020 and
ending on 30 November 2023 with lease break options.
The documents which were prepared by the Trust solicitor Capsticks
were sealed by the Trust and signed by Daniel Elkeles and Rakesh
Patel



The Trust seal was used in December 2020 for the completion of the
Lease and the sub lease to Renal Services UK (RSUK) at Copthall
House Grove Road Sutton which is used as a satellite renal dialysis
centre
The Lease and the sub lease were both completed on 20 December
2020.
The Lease and the sub lease are for a Term which commenced on 20
December 2020 to and including 30 June 2028 without any break
clauses. All terms and conditions in the Trust lease have been included
in the sub lease with RSUK.
The documents which were prepared by the Trust solicitor Capsticks
were sealed by the Trust and signed by Daniel Elkeles and Rakesh
Patel

Board Action

The Trust Board is asked to note this report detailing use of the Trust seal.
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