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EPSOM AND ST HELIER UNIVERSITY HOSPITALS NHS TRUST
PUBLIC BOARD MEETING

Minutes of the meeting held on Friday, 8th January 2021, between 09.30am and 11.3 am
by Zoom Webinar
Present:

Gillian Norton
Martin Kirke
Elizabeth Bishop
Aruna Mehta
Richard Noble
Phil Wilbraham
Chris Elliott
Daniel Elkeles
Peter Davies
Debbie Eyitayo
Trevor Fitzgerald
Clare Proudlock
Arlene Wellman

In Attendance: Barbara Mathieson
Dr Andrew Combeer

Chairman
Non-Executive Director – Deputy Chairman
Non- Executive Director
Non-Executive Director
Non-Executive Director
Associate Non-Executive Director
Associate Non-Executive Director
Chief Executive
Director of Corporate Services
Director of People
Director of Estates and Facilities
Director of Communications
Chief Nurse and Director of Infection Control
Deputy Head of Corporate Governance (Minutes)
ESTH Guardian of Safeworking (Item 2.6)

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.

b.

Apologies for absence were received from Ruth Charlton, Sue Jones , James Marsh and
Thirza Sawtell, all of whom were working as part of the operational Silver Command Team
within ESTH, dealing with the surge of patients within the Trust with COVID-19 .

1.2

Declarations of Interest

a.

There were no new Declarations of Interest.

1.3

Minutes of the Last Meeting held on the Friday 13th November 2020

a.

The minutes of the meeting held on 13th November 2020 were approved as an accurate
record.

1.4

Chairman’s Update

a.

The Chairman confirmed that she wished to start the meeting by paying credit to the
amazing staff who work at ESTH who were going above and beyond to ensure that care
could be provided for patients during the ongoing exceptional circumstances.

b.

The Chairman stated that the second surge of COVID-19 was recognised as being worse
than the first wave and was very difficult and demanding for all staff and especially those
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working on the frontline. Full tribute and thanks needed to be paid to all working within the
Trust.
c.

The Chairman confirmed that she also wanted to thank, on behalf of the full Board, the
team who had worked so hard over the previous few weeks on ensuring the oxygen system
at St Helier did not break down despite the tremendous pressure which had been placed on
it. The oxygen system was one of the many examples of the aged estate which the Trust
was having to deal with at St Helier. The Chairman also paid tribute to the Executive Team
who had shown exemplary leadership in dealing with the oxygen concerns and ensuring that
there was a continuous supply, given the extraordinary demands. It was good to now be in
the position of having a reliable supply of oxygen.

d.

The Chairman confirmed that the exceptionally high level of demands on the Trust were not
likely to reduce for a significant period of time and that the continued priority would be a
focus on providing the best possible levels of patient care. As a result, it had been agreed to
reduce temporarily some of the Governance functions within the Trust. This would enable
the Executive Team to focus on patient care. To this end, Board and Sub-Committee and
other meetings should be kept to the minimum required to keep the Trust safe. These
changes would be reviewed at the end of February 2021.

1.5

Chief Executive’s Update

a.

Daniel Elkeles presented his update report. He began by sharing his thanks to the Executive
Team and wider staff who continued to work so hard and in very difficult circumstances.

b.

Daniel Elkeles outlined some key points from his report which included :





The Trust had been shortlisted for two HSJ Awards – Trust of Year and System Led
Support for Carers Awards in conjunction with Surrey Heartlands.
ESTH had been reaccredited as Baby Friendly Gold as part of the Baby Friendly Initiative,
set up by UNICEF and the World Health Organisation.
Since stocks of lateral flow tests arrived in late November the majority of clinical staff
had signed up to take part and more than 14,000 swab results had been returned.
A new recruitment campaign for the Trust had been launched which was hoped to
attract more people to want to work for the NHS.

c.

It was also confirmed that a decision had been made to insource the following staff
groups: facilities , catering , cleaning and portering, with effect from 1st June 2021.
It was felt important that these groups of staff were part of the NHS Team and the
insourcing would also help to ensure that they were paid according to the London
Living Wage rates.

d.

Chris Elliott asked if it was still possible to successfully on board new staff given that
the majority of face to face training had been stopped due to COVID-19 and areas
such as Occupational Health were heavily engaged in providing other COVID-19
support such as risk assessments and the vaccination programme. Daniel Elkeles
noted in response that the effective on boarding of new staff remained a priority.
Occupational Health staff who used to be involved carrying out checks for new
starters had been backfilled. Also, most training including the initial induction was
now taking place via Video Conference.
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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.

b.

Arlene Wellman confirmed that at the time of the meeting ESTH was treating 237 COVID-19
positive patients. This represented 38.5% of the inpatient bed base. There were continuing
concerns within the Trust around managing the increasing demand and in particular the
need for additional critical care capacity. To help with this, SWELOC at Epsom had been reopened as a Critical Care Unit with the capacity to treat up to 28 patients. At the time of the
meeting 24 beds within the Unit were occupied. 16 Critical Care Beds were available at St
Helier but it needed to be acknowledged that there had been considerable issues
maintaining this service over the past few weeks mainly relating to concerns with
guaranteeing the oxygen supply within the Hospital.

c.

Arlene Wellman also confirmed that all routine Planned Care had been temporarily
suspended but that this position was regularly reviewed. Urgent and Cancer Care was
continuing with the support of some Independent Sector Services.

d.

The Board noted that the Trust’s A&E Departments had been temporarily redesigned to
cope with the additional pressure of extra people presenting with suspected COVID-19. Both
departments continued to be exceptionally busy.

e.

It was confirmed that the new vaporiser which would help stabilise the Oxygen supply at St
Helier had been installed on the 7th January 2021. Although it was still being tested it was
noted that it appeared to be working well and would triple the available supply of oxygen.

f.

Due to the issues with oxygen and the increasing number of patients needing this kind of
therapy, the Trust had to instigate an Ambulance divert from St Helier – from the 26th
December 2020 to the 7th January 2021. Some patients had been transferred from St Helier
to Epsom and to other local Trusts. Other local Trust and partners had been very supportive.

g.

Debbie Eyitayo then shared details of the ESTH COVID-19 Vaccination Programme. She
confirmed that vaccination clinics began in the Trust on 29th December 20200. As of the
date of the Board meeting almost 2k staff, patients over the age of 80, Trust subcontractors and Care Homes staff and residents had been vaccinated. The focus was
ensuring that staff in high risk area and the clinically vulnerable were the priority for
vaccination. Clinics were being run by staff who had been re deployed. Bank and Peer
Vaccinators were also being used.

h.

Elizabeth Bishop commented that staff were once again fully stretched and asked if the
support processes, which had been put in place during the first wave of the pandemic would
be rolled out again. Arlene Wellman confirmed that many of the areas of support had not
been stopped, including the provision of free meals for staff and increasing the occupational
health and psychological wellbeing support available.

i.

Aruna Mehta asked about the management of patients who had been waiting for treatment,
including surgery. Arlene Wellman confirmed that within Planned Care, surgery for patients
within both of the top two priority categories was mostly continuing. Patients on the
waiting list were regularly reviewed to see whether patients needed to be brought up the
waiting lists.

j.

Chris Elliott commented that the he had been to the vaccination service at Epsom and that it
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had been well organised and planned
k.

Richard Noble asked about the capacity of the Trust to cope with COVID positive patients
noting that between 38% and 45% beds were occupied with such patients in recent weeks.
Arlene Wellman responded that the number of patients suffering from COVID-19 was
expected to increase over the next two weeks. The main capacity constraint would be the
supply oxygen. As previously outlined, this had been a major concern at St Helier over the
past weeks. However the technical issues had now been resolved with new, more reliable
equipment being installed. Therefore the supply of oxygen should no longer be a capacity
constraint on the number of patients who could be cared for.

l.

Daniel Elkeles confirmed that there was a higher proportion of patients who were acutely
unwell in this second wave. It needed to be recognised that the demand on staff was huge
and it was proving hard to maintain morale. He felt that the Trust was nearly at the limit of
the number of patients it could care for with the current level of acuity without
compromising the quality of care.

m.

Richard Noble asked if normal levels of the usual winter illnesses such as flu where being
seen within the Trust. Arlene Wellman confirmed that there had been very few patients
admitted to ESTH with flu over the previous few weeks. All patients being admitted were
triaged on the assumption that they had COVID-19. However some patients were being
admitted with no Covid symptoms and then becoming rapidly unwell.

n.

It was acknowledged that in the first wave of COVID-19, patients were often quickly
ventilated as this was felt to be the best treatment. Now a lot of patients are supported via
Non-Invasive Ventilation as it was recognised to produce the best outcomes. Additional
staff were required to support this type of care. Derek Macallan also confirmed that there
was now a greater number of young people who needed oxygen therapy than in the first
wave.

o.

In response to a query about whether there were any issues relating to discharging patients
to their own home or to a suitable care environment, Arlene Wellman confirmed that
Community Services were being extremely proactive in supporting patients to be discharged
both to their own homes and to the Seacole Centre. Daniel Elkeles also confirmed that the
teams were reaching out and providing additional support to local Care Homes in order to
support the discharge of patients.

2.2

Sub Committee Reports

a.

Patient Safety and Quality Committee (PSQ)

b.

Aruna Mehta and Derek Macallan confirmed that they would be co-Chairing the PSQ
Committee from January 2021. They highlighted the key points from the Committee
Meetings which had taken place in November and December 2020.

c.

Areas discussed in detail at the meetings included :
 Antimicrobial Stewardship
 CAHMS and the continued concerns around appropriate provision of services for
Children and Young People presenting to the EDs with Mental Health concerns.
 Updates on the Falls, Dementia and Fundamentals of Care work taking place within
the Trust. It was acknowledged that although some progress had been made in
these areas there was still a lot more which could be achieved.
 There was a presentation from the ED Department which included an update on
various metrics. Concerns were raised that the ED Teams were continuing to have
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to heavily rely on Bank and Agency Staff to cover nursing shifts in particular. This
concern was referred to the POD Committee for further consideration
Detailed discussions on various performance metrics

d.

People and Organisation Development Committee (POD)

e.

Aruna Mehta presented the report from the November POD Committee. It was noted that
the Committee would be chaired by Martin Kirke in the future.

f.

Key points raised and discussed at the meeting included
 69% of all Trust Staff had a Flu Vaccination during the 2020/21 winter period
 There had been a good return rate for the NHS Staff Survey. The full results would
be known in February 2021.
 The Freedom to Speak Up Team were working hard to promote the Service and to
ensure that staff knew that they had independent points to turn to in the event of
being unable to resolve concerns locally.
 The Weekly Team Talk being led by members of the Executive Team was felt to be a
good way that staff could engage with the senior team within the Trust and share
concerns at the current difficult time.
 The revised Appraisal System based on “Respect” was reviewed by the Committee.
 The Committee received information of the disciplinary actions being taken against
staff at the current time.

g.

Finance and Performance (F&P)

h.

Richard Noble confirmed that that there had been two meetings of the F&P committee since
the last Public Board Meeting. He reminded the Board that the Trust was now operating
under the new financial regime which had been in place since Month 7 – October 2020. As
of the end of Month 8 – November 2020, the Trust had delivered a surplus of £2.5m against
the forecast. This was largely due to lower costs relating to an inability to source staffing and
delays in the recovery programme from the first surge of COVID-19.

i.

It was noted that the Capital Plan was largely on plan for the year and it was confirmed that
any current shortfall in expenditure would be caught up by the year end. However, it was
noted that there was still some uncertainty regarding some aspects of short notice
additional national funding.

j.

It was confirmed that the Committee had given conditional approval for the Business Case
for the new Car Park at Epsom Hospital. This would now be taken to the full Board Meeting
for final approval.

k.

Equality Diversity and Inclusion Committee (EDI)

l.

Martin Kirke gave an update from the EDI Committee which had taken place in December
2020. He confirmed that there had been updates on various aspects of the EDI Strategy,
including the various staff networks.

m.

The Committee had received an update on the Trust’s Chaplaincy Service. Details of the
number of staff and faiths covered within the team were shared along with the Team’s links
within the local Community.

Martin Kirke confirmed that as well as Chairing the EDI Committee he would be undertaking
the same role for the POD Committee from January 2021. The Committees would be
renamed to the People, Culture and Equalities Committee and one month would have a
focus on People issues and the next on Equality concerns.
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o.

p.
q.

r.
s.

Martin Kirke paid tribute to the Executive Team commitment to support the EDI Agenda
within ESTH. The Chairman endorsed the view and observed also confirmed that was why
the Trust had been able to make good progress in terms of Equality, Diversity and Inclusion.
Community Services Update - Surrey Downs Health and Care (SDH&C) and Sutton Health
and Care (SHC)
Chris Elliott shared an update from the Community Services Teams and confirmed that SWL
CCG had recently agreed to continue the contract with Sutton Health and Care for a further
two years to continue to provide the range of Community based services for the London
Borough of Sutton ( LBS). This was felt to be a particularly good outcome as it would help to
give stability to the service and enable it to continue to develop.
Chris Elliott also reported that Daniel Elkeles had been appointed as Place-based leader for
Surrey Downs ICP and that work had commenced across the ICP to integrate ways of
working between the SDHC and ICP/CCG teams.
A key area of activity was the Home First Teams who were working to prevent patients
needing to go to A&E and being admitted by providing support and care at home. If
patients were admitted the Teams would work to try and facilitate early discharge with
appropriate care being provided from home.

t.

Chris Elliott confirmed that whilst some areas had reduced their Business As Usual services
in order to support COVID-19 there had been no changes within the Children’s Services
being provided by SHC.

u.

Daniel Elkeles commented that the Community Services had never looked after so many
patients in their own homes as they were currently. This was possible due to the
partnerships with local GPs and the strong working relationships which had been developed.

v.

Daniel Elkeles also noted that there had been several other important initiatives, including
the installation and roll out of a new IT system for SDHC which enable joined up access for
services and patient records. A similar system would also be installed for Sutton.

w.

The Board noted that with Daniel Elkeles becoming the Place Leader for SDICP, this would
help to strengthen the work between SDHC and the ICP. It would also join together
Commissioners and Providers to ensure that money was spent where it could be most
effective.

2.3

Integrated Performance Report and Corporate Risk Register

a.

Arlene Wellman presented the key points from the ESTH Integrated Performance Report
from December 2020 . These included :





Trust Mortality Statistics showed no areas of concern but continued to be regularly
monitored
Structured Judgement Reviews of all deaths, including those resulting from COVID19, continued and some specially commissioned work was being undertaken on
deaths due to nosocomial infections within the Trust.
Safe Staffing levels continued to be monitored across the Trust, three times per day.
The Senior Nursing Team members were covering additional clinical shifts and
doubling up on on-calls to help to ensure staff had adequate breaks.
The Trust continued to work to try and reduce the rate of Nosocomial Infections.
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Infection Prevention Control (IPC) measures within the Trust continued to be closely
reviewed. This had included a Peer Review visit being undertaken across the ESTH
sites by Sally Kingsland, the Lead for IPC for NHSE/I London. She had confirmed that
the Trust was undertaking all actions which it possibly could in terms of IPC. Major
improvements could only really made with the building of the new planned hospital
which would have more single rooms to help infection prevention.
In respect of maternity services, it was very pleasing to report 98% of patents still
received one to one care whilst in labour.
Due to COVID-19 there continued to be issues in meeting the four hour target for
patients presenting to the A& Departments to receive treatment, be admitted or to
be discharged.

b.

Elizabeth Bishop asked whether women due to give birth were still able to have partners
present whilst in labour. Arlene Wellman confirmed that they were, but partners would be
asked to undergo a Lateral Flow Test.

c.

Chris Elliott asked about the provision of Planned Care and Surgery across the Trust and how
much it was felt able to continue. Daniel Elkeles confirmed that some was being stood
down but that it was hoped to continue to offer a high level of diagnostics.

d.

Debbie Eyitayo confirmed that there had been a slight rise in sickness absence amongst staff
and the high work loads of staff needed to be recognised. Support offered to staff included
listening events and increasing the staff counselling offer.

e.

Martin Kirke asked about the requirement for staff to complete Statutory and Mandatory
Training and whether they should be relieved of undertaking these at the current time.
Debbie Eyitayo confirmed that the Executive would continue to discuss this option and
whether it may be possible to just focus on essential clinical training. Arlene Wellman
confirmed that it was important that areas such as Safeguarding continued to be a focus.

f.

To conclude the discussion Rakesh Patel confirmed that at the end of November the Trust
was £2.5m favourable against plan as both recovery expenditure and COVID costs were less
than plan. Income was higher than plan with training income and private patient income
increasing over Q2. He also noted that Capital was on plan to spend its £69m budget by the
year end.

2.4

Corporate Risk Register

a.

Peter Davies presented the Corporate Risk Register and confirmed that it had been
considered by the various Trust Board Sub Committees and reflected any changes which
they had suggested.

b.

The Board was asked to note that the three separate COVID-19 risks had been combined
into one with a risk rating of 20. This was included with the Variability of Care Section of the
report.

c.

The risk relating to the oxygen supply at St Helier remained at a risk score of 20. This was
while assurance was gained that the new system was working appropriately. This risk would
be downgraded as soon as the appropriate assurance was in place.

d.

Close review of the Diagnostics and the Cancer Risks was taking place on a regular basis.
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2.5

Ockenden Report on Maternity Services

a.

Arlene Wellman confirmed that the Ockenden Report on Maternity Services in Shrewsbury
had been published on 11th December 2020. It raised many areas of concern including the
lack of kindness from staff, dysfunctional services and incidents which resulted in the death
of babies. Many recommendations were highlighted within the report and all Trusts were
required to complete and submit a gap analysis.

b.

Chris Elliott asked what would happen if the Trust decided to not follow a particular
guidance and how would the Board be informed. Arlene Wellman said that she was not
aware of a national guidance ever not being accepted but that all were considered at CQAC
and RADAH Committee and Group within ESTH. If there were any issues they would be
brought to the attention of the PSQ Committee. It was also confirmed that local Guidelines
and Standard Operating Procedures (SOPs) would be approved by the Policy Review Group.

2.6

Guardian of Safe Working

a.

Dr Andrew Combeer, ESTH Guardian of Safe Working, joined the meeting to present his
update report for Quarter 2 – July to September 2020.

b.

He confirmed that exception reporting from doctors in training decreased in July 2020 and
this was a similar picture across the other Trusts in South West London. However, there was
an increase in August and September in line with previous years and corresponding to the
period when junior doctors changed their rotas. Most reports were from F1 and F2 Grade
Doctors. Although this month’s reports showed an increase on the previous months within
the calendar year, they represented a decrease from the same period from previous years.
It was confirmed that no immediate safety concerns were reported during the period
however two reviews were requested. These were rapidly resolved with good outcomes.

c.

Dr Combeer confirmed that the Quarter 3 Guardian of Safe Working report was nearly
complete and that it would show an increase in exception reporting on previous months. Dr
Combeer said that he would be writing to all Junior Doctors to thank them for their support
over the exceptionally busy period of the pandemic.

d.

The Chairman asked about the general mood of Junior Doctors working within ESTH and
whether they felt supported. Dr Combeer confirmed that a series of listening events with
these groups of staff had been taking place including one for General Medicine Trainees.
This event was run with the support of Dr Simon Winn, Joint Clinical Director for Medicine.
The doctors’ major concern was that the need to work additional shifts during the pandemic
was impacting on both study and annual leave. However, overall it was confirmed that the
Junior Doctors were understanding of the situation within the Trust and were appreciative
of the extra support for the junior general medical rota that was being put in place from
Monday 11th January 2021.

e.

Aruna Mehta commented that it was good to see exception reporting was reducing and to
hear about the ways that senior staff were supporting more junior colleagues.

f.

To conclude, Dr Combeer confirmed that a further listening event was due to take place the
following week and that a dedicated plan would be quickly developed to support Junior
Doctors in training in ITU and Anaesthetics as it was felt that this had been too slow to be
put in place during the first phase of COVID-19.
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3.

GOVERANCE

3.1

Summary Report from the Audit Committee

a.

Elizabeth Bishop, Chair of the Audit Committee shared a summary from the December
meeting.

b.

Elizabeth Bishop confirmed that routine reports presented to the meeting included:
 Salary Overpayments,
 Tender Waivers
 Losses and Special Payments
 Cyber Security Report
 Report from the Trust’s Counter Fraud Team

c.

An update from KPMG , the Trust’s External Auditors , was received on the work that they
would be undertaking on the Audit of the Trust’s Financial Statements, Annual Report and
the Annual Governance Statement. It was noted that it was unlikely to be a requirement for
there to be an External Audit of the Quality Account for the ESTH. KPMG were also
undertaking some extended and detailed additional work on the Value for Money aspect of
the Audit.

d.

Internal Audit Final Reports were received from BDO and discussed by the Committee.
These were :
 COVID Expenditure
 Cash Management
 Health and Safety
 Children’s Safeguarding

e.

Within the discussions of the Internal Audit reports there was a focus on the review of
Safeguarding Training and ensuring that this was prioritised within the Trust.

3.2

Quarter I and 2 2020/21 Board Assurance Framework

a.

Peter Davies presented the Quarter I and 2 2020/21 Board Assurance Framework update
and confirmed that it aimed to show how the Trust was performing against the priorities set
for the year. It was also linked to delivery of the Trust Five Year Plan.

b.

The Board noted that despite the continued difficult operational pressures which were
ongoing within the Trust, good progress was being made on many of the Strategic
Objectives. This included the Build You Future Hospital Project and the procurement and
development of an Electronic Patient Record (EPR) System for ESTH. It was confirmed that
the Outline Business Case for the EPR had been approved at a national level.

4. ITEMS FOR NOTING
4.1

Contracts Awarded Over £50,000

a.

The Board noted the schedule of contracts awarded over £50,000 during October 2020 and
November 2020 that had been reviewed by 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
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Board Meeting:


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 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.

5.

ANY OTHER BUSINESS

5.1

Any Other Business

a.

To conclude the meeting, Daniel Elkeles read out a response from a member of staff to his
weekly message which had been issued earlier that morning. It detailed how the member of
staff felt that ESTH was a good place to work and gave various examples of support that staff
were receiving.

b.

The Board thanked Daniel for sharing the email and agreed that it was a very
positive message.

6.

DATE OF NEXT MEETING

a.

Trust Board Meeting in Public – 09.30 am on Friday 12th March 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 12 March 2021

Executive Lead

Ruth Charlton, Joint Chief Medical Officer and Deputy Chief Executive

Non-Executive
Lead

Derek Macallan, Non – Executive Director, & Joint Chair of Committee
Aruna Mehta, Non – Executive Director, & Joint Chair of Committee

th

Agenda Item

2.2.a.

th

th

The PSQ Committee met remotely on Friday 29 January 2021 and on Friday 26
February 2021. Meetings were shortened from the usual length due to COVID-19
operational pressures.
COVID – 19 Operational Update and
Phase Three Recovery

Level of Assurance : Moderate

COVID-19 and operational recovery continued to be a major focus of the PSQ
Committee Meetings in January 2021 and February 2021.
COVID-19 Metrics
At the February meeting it was confirmed that the number of patients being treated
within ESTH for COVID-19 was continuing to reduce at a rate of about 25% per week,
similar to other South West London Trusts. The community prevalence of the virus was
now below 100/100,000 in all areas local to the Trust.
The additional ITU facilities at Epsom required to support COVID patients were in the
process of being decommissioned, returning bed numbers to normal base line levels.
The rebasing of the wards at Epsom Hospital was also taking place which was helping
with patient flow.
Oxygen Supply
It was confirmed at the February meeting of PSQ that the necessary upgrade work had
been undertaken to the oxygen supply at St Helier, with the work completed in early
January 2021. This had been a particular issue due to the exceptionally large number of
patients who were requiring high flow Oxygen Therapy.
Recovery of Planned Care and Assurance of Long Waiters
The Chief Operating Officer updated the February meeting about the recovery plans for
the Trust to increase planned care given the reducing number of COVID-19 patients
across the Trust. Plans were currently being worked up to catch up some of the backlog
of patients which had continued to develop over the winter period. This would include
reprioritising patients for admission. Planned Care was expected to be back to business
st
as usual rates from 1 April 2021.
It was also noted that, in the meantime, some patients were receiving surgery at local
Private Sector or NHS Hospitals.
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Vaccinations against COVID-19
nd
This item had been covered at the People, Culture and Equalities Committee on 22
February which would report this item to the Trust Board.
QUALITY REPORT 2020/21

Level of Assurance : Substantial

Over both Committee meetings an update on the Quality Report for 2020/21 was shared
along with proposals for the Quality Priorities and Indicators for the forthcoming year. It
was proposed that a new Quality Priority for the Trust going forward was “To reduce the
risk of nosocomial infection with a particular emphasis on COVID-19”. This was
supported by the Committee. It was also agreed that Antimicrobial Stewardship would be
considered within the Quality Indicators.
In respect of Quality Priority Two – Learning from Deaths, the Committee supported the
suggestion that a reference be made to the Learning Disability Mortality Review
programme (LeDeR programme) and their work to review the life and circumstances that
led to the death of a patient with a learning disability.
At the February meeting it was noted that the Trust’s local Stakeholders had confirmed
their support for the proposed Quality Priorities and Indicators for the next year.
Maternity Update

Level of Assurance : Moderate

Similar to previous months the Committee received assurance updates from the
Maternity Team in relation to their Clinical Negligence Scheme for Trusts (CNST)
submission. The reports focused on providing Continuity of Care for maternity patients
within the current pandemic, reconfiguration of services, and the issue of missed training
opportunities for Maternity staff.
In respect of the Ockenden Report – the Independent Review of Maternity Services at
the SHREWSBURY AND TELFORD HOSPITAL NHS TRUST, (published nationally in
December 2020), it was confirmed that ESTH had completed all its necessary actions
and submitted their report to NHSE/I.
Two particularly positive points shared in February were (i) that the Trust had been able
to restart Home Births and (ii) that partners were once again able to attend scans.
Medical Examiner (ME)

Level of Assurance : N/A

PSQ received a presentation on the role of the Medical Examiner and activities of the
Medical Examiner Team from Dr Sally Lewis (Chief Medical Examiner for ESTH). The
Committee was reminded that the role was a statutory requirement established in the
Trust in August 2020. Although working within ESTH, they are responsible to the
Regional and National Medical Examiner. Key points from the presentation included:


All of the MEs working with ESTH are senior medical doctors trained in the legal
and clinical aspects of death certification. They aim to deliver their role in a
compassionate, professional and discreet manner.



The ME makes a proportionate review of the medical records of all patients who
die whilst within the Trust and speaks to the doctor who was treating them in
their final illness. They agree the proposed cause of death and the overall
accuracy of the Medical Certificate of Cause of Death (MCCD). The Medical
Examiners also work closely with local coroners.



In line with the National Medical Examiner’s Good Practice Guidance, the ME
also undertakes discussions with family member(s) for every death that they
scrutinise. This provides a voice for the bereaved, including the opportunity to
raise concerns. Families are grateful for the call and the additional information
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and explanation provided by an experienced clinician. The Medical Examiner
alerts the Medical Review consultant team if concerns are raised about care, in
which case the Medical Reviewer undertakes a Structured Judgement Review
(SJR) which feeds into the Trust learning from deaths improvement system.


The ME service prioritises cases where there is an urgent request for a MCCD.



It was confirmed that going forward the Medical Examiner role would be
expanded nationally to consider deaths within the Community.

End of Life Care within ESTH

Level of Assurance : N/A

The ESTH Clinical Lead for Palliative Care took part in the February meeting of PSQ.
They aim to promote and deliver good End of Life Care, a core value for our Trust,
supported by the End of Life Care Strategy Board. It was noted that:







The CQC had rated our Trust as ‘Good’ across all domains for End of Life Care
The Trust specialist palliative care team provide palliative and end of life care
services with 24/7 consultant cover
A key function of the Team is Education and Training to upskill all clinical staff in
good end of life care
Collaborative working with community partners and stakeholders is key to
delivering seamless, high quality end of life care.
Improving processes for Fast Track discharge is key to facilitating timely
discharges of patients to their preferred place of care at the end of life
EOLC includes providing support to patients, family and carers, including
support given after bereavement

Infection Prevention and Control
(IPC)

Level of Assurance : Limited

Three reports relating to IPC were brought to the February 2021 meeting.
IPC Board Assurance Framework – COVID-19
This provided assurance that the Trust was complying with the latest national detailed
requirements regarding Infection Prevention and Control and COVID-19. Highlighted
aspects included:





Staff consistently practice good hand hygiene and all high touch surfaces and
items are decontaminated multiple times every day.
Ensuring adherence to social distancing in the work place and avoiding car
sharing.
Staff wear the right level of PPE in clinical and non-clinical settings, with systems
in place to monitor adherence.
Movement of staff between COVID and non-COVID areas is minimised.

A review into the increase in hospital acquired cases of C Diff Infection (CDI) was also
received by the Committee. It was noted that during Q1 of 2020/21, ESTH had less
cases of CDI than the previous year. However, the trend had not been sustained in the
following months. At the end of October, the Trust recorded 39 cases against the
trajectory of 27. IPC&T was investigating the likely contributors so that appropriate
interventions could be undertaken. These included:



Root Cause Analysis within short timeframes to enable quicker learning and
implementation of lessons learned
Staff training focussing on early recognition of CDI, timely laboratory
investigation, correct sampling and appropriate IPC precautions
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It was however noted that the pressures on bed capacity, particularly single rooms and
isolation facilities caused by the Covid pandemic had undoubtedly led in some part to an
increase in healthcare associated infections. The IP&C Team continued to work with
staff to facilitate better compliance with best practices.
It was also noted that higher volumes of antimicrobial prescriptions during the pandemic
may have contributed to the increase of CDI and the importance of a continued focus on
antimicrobial stewardship was emphasised.
The Committee also received the Quarter Three ESTH IPC Report 2021/22.
Regular Reports to PSQ

Level of Assurance : Limited

The Committee also received the following regular updates:




Updates on the Trust Corporate Risk Register focusing on concerns relating to
Variability of Care.
Monthly Serious Incident Reports (SIs)
Learning from Deaths Report for Quarter Three 2021/22 – also to be presented
th
to Trust Board on 12 March 2021.

Integrated Performance Report
The integrated performance report was not available at either meeting and it was agreed
that only limited assurance could be taken on certain aspects of Trust performance
without this information.
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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Report Title

Update Summary from the People, Culture and Equality Committee Meetings held
th
nd
on 28 January 2021 and 22 February 2021

Meeting

Public Trust Board

Meeting Date

Friday 12 March 2021

Executive Lead

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

Non-Executive
Lead

Martin Kirke, Non-Executive Director and Chairman of Committee from 1 January 2021

Assurance Level

Moderate

th

Agenda Item

2.2.b.

st

th

PEOPLE, CULTURE AND EQUALITY COMMITTEE – 28 January 2021.
th

The People, Culture and Equality Committee met on the 28 January 2021. The focus of
the meeting was on issues related to Covid.
The meeting was shorter than normal due to pressures within the Trust relating to
COVID-19.
COVID-19 and Staffing
Staff sickness absence within the Trust was, unsurprisingly, high at 5.6% but this figure
was recognised to be relatively good in relation to other London Trusts. Staff were very
fatigued because of all the pressures relating to COVID-19 and this was resulting in it
being hard to fill both Bank and Agency Shifts. This was a similar picture across South
West London and an incentive payment for staff to fill shifts had been agreed by the four
local Trusts.
Health and Wellbeing activities for staff and their recovery were continuing to be
developed across the sector. Special attention was being paid to support staff who had
been redeployed to the enhanced ITU’s operating in the Trust. Further discussion took
place regarding preparing staff for redeployment particularly in difficult areas such as
ITU.
The ED, Renal, General Medicine and Respiratory Departments within the Trust
continued to be exceptionally busy caring for very high acuity patients. It was
recognised that the Nursing Teams were under considerable pressure. Trained Nurses
who usually worked in Corporate roles were undertaking clinical shifts and administration
staff were offering additional support on the wards.
It was confirmed that Lateral Flow Testing was continuing to be undertaken by Trust
staff. This was alongside the completion of PPE Fit Testing for the latest equipment
being used within the Trust.
The Committee also received an update on the COVID vaccination programme for staff
th
and patients taking place within ESTH. This had begun on 29 December 2020 initially
th
at St Helier and then at Epsom from 4 January 2021. At the point of the meeting 50%
of staff had received the vaccine but it was noted that take up of the vaccine was lower
amongst BAME staff. Work was being undertaken to resolve concerns with BAME Staff
over receiving the vaccination
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PEOPLE, CULTURE AND EQUALITY COMMITTEE – 22

nd

February 2021.

nd

The People, Culture and Equality Committee met on the 22 February 2021. The focus
of the meeting was “Equality, Diversity and Inclusion”. The length of the meeting was
shorter than normal due to COVID-19 surge activity taking place within ESTH.
EDI Activities and Action Plan Updates
Staff Networks
All staff Networks continued to be very active despite not being able to meet in person
due to COVID-19 restrictions.
Women’s Network
In respect of the Women’s Network the Committee learnt that a Webinar notification for
Women’s Forum ‘In Her Words’ by Julia Gillard had been circulated to the members.
Also plans were being developed to celebrate International Women’s Month (March
2021) and to elect additional members to the Committee.
LGBTQ+
It was noted that the LGBTQ+ Staff Network had acquired some resource tools to work
with. They had also regularly contributed to the Staff newsletter and Team Talk
regarding the Network and LGBTQ+ History month. Regular publicity of the LGBTQ+ film
‘Any other business’ was also taking place.
Enabling Staff Network
The Trust had participated in the National Disability Staff Network. Going forward plenty
of activity was planned for the Network including:
 Reviewing and supporting the Workforce Disability Equality Standards (WDES)
action plan
 Writing to all known staff with a disability to encourage them to join the network
 Distributing a ‘manager guide’ to ‘reasonable adjustments’
REACH Staff Network
The REACH Staff Network continued to be very active during the second wave of
COVID-19. Key activities over the period since the last meeting had included:
 Hosting a virtual REACH sing-a-long with a Christmas theme
 MIND BODY AND SOUL- session to discuss the wellbeing of staff and support
buddy groups.
 Review of the draft Disciplinary policy and Recruitment policy.
 The Associate Medical Director for Research and Development within ESTH
attended a meeting with a view to looking at the reasons why uptake of vaccine
was less prominent with our BAME staff.
Going forward the Network was planning to run a second Career Progression workshop
and would be asking Medical Staff to take part in meetings to continue to publicise the
efficacy of the COVID-19 Vaccine and to address any ongoing concerns.
Occupational Health and Staff Wellbeing
The focus of Occupational Health and Staff Wellbeing had been to support staff through
the continued pressures relating to COVID-19. This included One to One Counselling in
person and virtually and evening sessions. One to one counselling capacity had
increased from 44 sessions pre-pandemic per week to 78 sessions. This was possible
by increasing the number of counsellors /psychologists working in the service.
Bereavement Support following the deaths of colleagues had been put in place along
with drop in sessions to staff break rooms. Group recovery sessions continued to be
facilitated by SCS.
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Patient Experience
The Trust’s new Head of Patient Experience outlined some of the activities which had
taken place in recent weeks which included :


Reenergising the LGBTQI+ Programme: A strategic development framework has
been created for taking forward the LGBTQI+ work. The information for this
framework was based on feedback collected from the Trans awareness workshops
held in 2019.



Interpreting Services: Introduction of the new interpreting service which continued
to be an extremely valuable service for our patients during the Pandemic and
beyond.



Virtual Visiting: This service enables all patients to make contact with their relatives
where they do not have their own device to do this. Tablets have been rolled out
onto each ward. This service had been extremely well received by patients and
relatives during the COVID-19 pandemic.



NHS Rainbow Badge poster campaign: Powerful pledges made by staff who
wanted to wear an NHS Rainbow Badge have now been shared in a poster
campaign.

Other Activities
The Committee also learnt that since the last meeting the following work had been
completed :
 Review national WRES/WDES platform
 Review London Wellbeing Hub

Strengthen Chaplaincy team

Induction for new Head of Equality Diversity and Inclusion
 Publicised LGBTQ+ History Month
Forthcoming activities were planned to include:
 Link with London Allyship programme
 Establish EDS2 panels
 Launch Women’s network
 Complete WRES project
 Prepare data for Gender Pay Gap report
 EDI Newsletter
COVID-19 Vaccination Update
The Committee received details of the breakdown of the COVID-19 vaccine
th
uptake by staff groups, ethnicity, age and disability. As of 17 February when the report
was compiled, 70% of all staff had received the vaccine. By comparison 60% of BAME
staff had been vaccinated against COVID-19.
Concern was raised that the Nursing and Midwifery staff had a relatively low uptake
considering their role. Work was ongoing to increase this, and it was reported that it was
still higher than most London trusts.
The Trust mobilised as a COVID vaccine hospital hub on 29 December
2020. Early on it became evident that there appeared to be a lower uptake of the
vaccine from BAME community groups but in particular front line staff, from Black African
and Black Caribbean backgrounds as well as those of a certain age group who were
planning to start a family.
It was noted that a lot of work had been undertake across the Trust to build confidence in
the efficacy and safety of the vaccine. ESTH was continuing to work with staff network
groups to promote vaccine confidence and as part of Trust wide communication had
showcased advocates and role models from various community groups who have talked
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about having the vaccines.
Other items covered during meeting
The Committee also received updates on the following areas :
Advanced Diverse Female Development Programme
The Committee was reminded that in 2019 the Trust commissioned a BAME female
leadership development and mentoring programme which was run in August 2020.
Feedback from the programme and its impact had been overwhelmingly positive and it
was confirmed that it had been agreed that the programme would be commissioned
again. This time ESTH plans a programme for senior female leaders (clinical/medical
and non-medical senior leaders) and another programme for BAME females (Band 7
and above) aspiring to progress into more senior roles.
Staff Mental Health and Wellbeing
The Deputy Director of People and the Chief Executive shared plans for a new phase of
promoting Staff Mental Health and Wellbeing following the second surge of COVID-19.
Some of those initiatives and approaches would include:
 Encouraging staff to take leave during March prior to the planned build -up of
Planned Care which would be starting after Easter.
 Checking how we are: In collaboration with South West London and St George’s
Mental Health NHS Trust, use a tool that gives staff a quick indication their
mood and stress levels

In April ESTH would be launching an electronic self-assessment tool specifically
designed for NHS staff to give you a more accurate understanding of how they
are.
 Arranging group recovery sessions
 Training for managers and mental health champions
 Updates on wellbeing hubs and breakaway spaces.

Recommendation
Key to assurance
grading

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
th

Report Title

Update Summary from the Finance and Performance Committee Meetings on 27
th
January and 24 February 2021

Meeting

Public Trust Board

Meeting Date

Friday 12 March 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 January Public Board
th
th
Meeting – on 27 January and 24 February 2021. At the January meeting, the
following matters were discussed:
Performance Update

Assurance Level - Substantial

The Committee noted that the second wave of the Covid pandemic was at its peak and
the number of inpatients with Covid had remained reasonably flat for the past two weeks.
ITU across both sites was still very busy and there continued to be a significant number
of patients outside of ITU requiring non-invasive ventilation.
Planned care had been deprioritised since 28th December, but Priority 1 and 2 patients
had continued to be treated over the last few months of the pandemic through Ashtead
and St Anthony’s, and using eight beds on the Epsom site. This position was consistent
with providers in the rest of SW London, most of whom had been able to deliver
treatment for P1 and P2 patients.
The number of planned operations that could be undertaken had been impacted by the
need to redeploy anaesthetic staff to support ITU. However, some level of activity was
continuing in every specialty and urgent patients were being seen as a priority.
The cancer targets had been achieved for December and it was anticipated that they
would also be achieved for January 2021. Diagnostics had continued to be delivered at
c.90% of business as usual to support outpatient activity. The allocation of Green and
Blue areas had enabled diagnostics to be delivered safely.
Turning to urgent care, both EDs had been very busy particularly over Xmas and into
January with no ‘let up’ despite the lock down. Two big challenges were staffing and
flow, with the need to maintain the Blue and Green pathways and infection control
measures.
The new system of direct bookings to 111 was working well. Whilst performance against
the four hour standard was in the 70’s, this was in line with other trusts.
Month 9 Finance Report

Assurance Level – Substantial

The interim ‘top up’ financial regime had ceased at the end of September and the Trust
was operating to a different financial regime for the second half of 2020/21, against
which it was £3.6m favourable at the end of December. This reflected the impact of the
second wave of the pandemic which meant that recovery work had not been able to
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progress as planned and non-pay assumptions around planned care had not
materialised. A further reason for the underspend was that it had proved difficult to
recruit the required numbers of staff. Given these two factors, it was highly probable that
the Trust would exceed the financial target at year end.
Month 9 Capital Programme Report

Assurance Level – Moderate

The Committee heard that spend to the end of December 2020 was £39.7m which was
£16.9m behind plan. Significant underspends related delayed planning permission for
the multi-storey car park on the Epsom site and delays to the external refurbishment of
Wells Wing due to the pandemic. However the forecast for year end was a spend of
£65.6m representing a slight underspend of £780k.
Four Trust Pathology Partnership

Assurance Level - Substantial

The Committee reviewed and approved draft Heads of Terms that represented the next
stage in the approval process of the proposed 4-Partner Pathology network for South
West London, which would be hosted by St George’s Hospital.
Contract for Staff Bank Services

Assurance Level – Substantial

The Committee reviewed and approved a proposal to extend the Trust’s existing
Managed Staff Bank Services contract with Pulse Healthcare Limited. This extension
would enable alignment of contract end dates meaning that future provision of a bank
service could be taken forwards collaboratively with other local trusts.
Contract Award for Security Services

Assurance Level - Substantial

The Committee approved the award of the manned guarding security contract to ICTS
Ireland for 36 months. This was a joint award with Croydon Hospital and the extension
was subject to satisfactory performance based on stipulated KPIs.
Corporate Risk Register

Assurance Level – Substantial

There were no changes to the financial risks, although this position would be reviewed
further once the month 10 figures were available to see if the level of risk could be
reduced.
At the February meeting, the following matters were discussed:
Performance Update

Assurance Level - Substantial

The Committed noted that the overall London position was improving with regard to
incidence and prevalence of Covid and that meetings were held on a daily basis across
SW London to review ITU capacity and the volume required across the sector. It was
also noted that SWLEOC would shortly return to its original home in Epsom HDU and
use as an orthopaedic centre. Prior to reopening, EOC would be thoroughly cleaned
and decontaminated to ensure a return to its original state and to enable it to become a
green area.
Performance against the ED four hour standard had been 86.7% in the previous week,
but the average London performance in the same period was 88.5% meaning the Trust
was ‘in the pack’. Time to initial assessment in ED was down to 50 minutes and the
number of patients leaving without having been seen was now between 1% to 5%
suggesting that the right type of patients were attending. The 111 booking system was
working well with c.60% of appointments now made via the 111 service. Estates works
to create additional waiting space in ED was nearly completed.
Planning for a return to business as usual would take into account the importance of
allowing staff time to take a rest before the commencement of elective work after Easter.
Over 200 staff had been redeployed and their return to their original posts would be
undertaken in a planned way.
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The Committee noted that three theatres have been taken out of operation at St Helier
and mitigation plans were being worked up, including transferring some activity to
Croydon and the private sector.
Outpatients was currently at c.88% of BAU and diagnostics was at 86% of routine
diagnostics being delivered within time. An area of concern is 52 week waits and work is
underway with individual specialties about how they will manage this position.
Month 10 Finance Report

Assurance Level - Substantial

The Trust was £1.5m ahead of plan at month 10 and year to date (September to end of
January) was £5m ahead of plan. The forecast was a c.£6-7m surplus at year end. The
main reasons for the underspend related to:



Plans for recovery activity and costs, both pay and non-pay, in EOC and surgery had
not materialised
A step up in capacity had been limited by difficulties in recruiting staff

The Committee noted two caveats to this favourable position, Firstly, a full valuation of
the estate was being put in train and this might result in an impairment and, secondly, an
accrual associated with untaken annual leave was likely to increase but the exact figure
would not be known until March.
Month 10 Capital Programme Report

Assurance Level – Moderate

The Trust has forecasted capital spend of £71.5m and spend to the end of January was
£45.2m which was £15.4m behind plan. Significant underspends against plan related to:




£4.8m behind plan on deck car park at Epsom due to delayed planning permission
£4.1m behind plan on the Wells Wing external refurbishment project as works were
delayed due to the pandemic
£2.4 Covid expenditure due to elective restart works being less extensive than
planned

As mitigation against an underspend and losing capital resource, the Trust had placed a
number of essential medical equipment orders.
Financial Planning 2021/22

Assurance Level - Moderate

The Committee noted that whilst the planning guidance for 2021/22 has not been issued,
it was likely that the financial year would be split into two distinct financial regimes:



Quarter 1 with a funding envelope intended to provide stability while planning for
recovery..
Quarters 2-4 likely to revert to some form of pre-Covid financial framework which
may include contractual arrangements with commissioners, additional funding for
recovery, system and organisational control totals, CIP programmes and oversight of
financial performance. Guidance was due in April.
Corporate Risk Register

Assurance Level – Substantial

The two main changes to the Corporate Risk Register related to:



Recommendation

Financial sustainability where the risk had been reduced given that the financial
envelopes for the second half of the year had been confirmed.
The piped oxygen capacity at St Helier Hospital - this issue had now been resolved
and the risk was removed from the risk register.

The Board is asked to note the summary report from the Finance and Performance
Committee.
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Key to assurance
grading

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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BOARD OF DIRECTORS’ MEETING
Report Title

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

Meeting Date

12th March 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.d.

Across both partnerships the areas of focus have been similar:
Response to COVID-19 surge
In January, all community planned care services were stood down and staff
redeployed to high priority areas including ITU and acute wards at Epsom & St
Helier, Home First services to facilitate timely discharges from acute hospitals
and community rapid response and enhanced care at home. Building on the
lessons learnt from the first surge, additional support has been given to
redeployed and shielding staff with close links being maintained with
community line managers.
During the surge a number of new services and ways of working have been
introduced across both partnerships, including:






Introduction of pulse oximetry and community virtual wards supporting
patients with COVID-19 to prevent admission or facilitate discharge
Extending rapid response care to Care Homes (including following
emergency calls) to prevent conveyancing to hospitals
Enhancing MDT support (including GPs) into acute hospitals to support
appropriate discharges
Flexible use of community beds including commissioning of additional
beds in care homes and increasing the complexity of patients looked
after in NHS community bedded services
Ongoing MDT approach across PCNs (Community Response Teams /
Frailty MDTs) to ensure active follow up of patients with COVID-19
during recovery

Page 1
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COVID-19 Mass Vaccination Programme
Both community services have actively contributed to the programme, in
particular leading the vaccination programmes in care homes and for
housebound patients.
Recovery and restoration
As the pressure on NHS services ease, the focus has now turned to recovery
and to restoration. The particular areas of focus are:
Staff wellbeing: in line with other divisions, a particular focus has been upon
taking a structured approach to supporting staff, including visibility of
leadership, encouraging annual leave and time to reflect and supporting team
conversations and debriefing individuals following return from redeployments.
New ways of working: embedding the progress towards virtual working with
patients and evaluating with staff and service users what works and what could
be improved. This is a particular focus for our MSK services.
Long COVID-19 response: the Long COVID Rehabilitation Programme
remained operating during the surge and has seen an increasing number of
referrals as patients recover from the current surge. This is now linking with the
wider, integrated Long COVID-19 service response across primary,
community, acute and specialist pathways to ensure coordinated care and to
look at the workforce implications for the coming months.
Sutton Health and Care
 Following the deployment of new clinical IT to replace RiO in Surrey
Downs with EMIS and SystemOne, the Sutton System Leaders are to
be asked at their meeting on 10 March to endorse a similar approach to
replace RiO with EMIS in Sutton Health and Care, which will allow for
seamless interoperability between SHC and primary care which all GPs
use in Sutton. Learning the lessons from the Surrey Downs
deployments, we will use the same implementation partner to support
this, building at the outset strong clinical and operational engagement,
benefitting from a SWL capital investment. Detailed arrangements are
being worked through during March, including the precise configuration,
and the most appropriate solution for the children's services.
Surrey Downs Health and Care
 Following the decision made by Surrey Heartlands ICS not to
commission the NHS Seacole Centre at Headley Court beyond the
planned closure date of the end March 2021, work has been
undertaken to ensure that the appropriate bedded care is in place
across Surrey Heartlands to meet the anticipated requirements moving
forward. As part of this work Surrey Heartlands CCG has
commissioned from April the opening of an additional 6 beds at
Dorking Hospital for East Surrey patients being discharged from SASH.
All staff working for Seacole on substantive or short term contracts
have been offered alternative employment within the trust. The shutdown of the site will take place from April in line with the lease
agreements
 With the progression of Surrey Downs Integrated Care Partnership,
organisational development work has started between the
management teams of SDHC and SDICP linking with the wider ICP
Partnership Board development
Page 2
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Consolidated Risks
The most significant risks for both partnerships relate to:
1. Patient complexity: Increase in the number and complexity of patients
requiring community health services following the extended period of
shielding.
2. Staff wellbeing: Increase in staff tiredness and reduction in resilience,
compounded by lack of availability of staff able to provide patient-facing
services
3. Impact of Long COVID-19: highlighted through increase in referrals to
the Long COVID-19 Rehabilitation Service and patients requiring
community functional rehabilitation services

Board Action

The Board is asked to note this update report.

Page 3
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Trust Board in Public
Report Title

Corporate Risk Register

Meeting
Dates

Friday 12th March 2021

Lead
Executive

Peter Davies – Director of Corporate Services

Summary

Since the previous board meeting held in public on 8th January 2021, 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.

Committee
People, Culture and Equality
Committee – EDI
People, Culture and Equality
Committee – People
Finance and Performance
Committee
Finance and Performance
Committee
Finance and Performance
Committee
Patient Safety and Quality
Committee

2.4

Date of Meeting
22nd February 2021
25th January 2021
27th January 2021
24th February 2021
27th January 2021
24th February 2021
27th January 2021
24th February 2021
26th January 2021
26th February 2021

Updates to the corporate risk register from the last Board meeting are:
Estates and Infrastructure Risks
Risk 3.12 “Limited piped 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”.
This risk was considered both at the Finance and Performance Committee and
the Patient Safety and Quality Committee in February 2021. It is confirmed that
this risk has been resolved as the vacuum insulated evaporator equipment has
been upgraded and therefore it is proposed that it is closed.
Finance Risks
Risk 4.2 (current risk score 4x4 = 16)
“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 a risk that the Trust will
be asked to reduce this deficit.”
This risk was discussed at the Finance and Performance Meeting which took
place on 24th February 2021 where it was agreed that the likelihood score should
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be reduced to 3 with the overall score being 12. It is therefore proposed that the
risk be removed from the Corporate Risk Register and that the concern continues
to be managed locally within the Finance team.
The Board is also asked to note that a review of all the Risks within the Corporate
Risk Register is underway with the Executive Team and is on course for
completion by the end of March 2021.
Trust Board

The Trust Board is invited to endorse the proposed changes to the risks within the
Corporate Risk Register
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Corporate Risk Register Summary
Risk Ratings - Impact (or consequence)by the likelihood
15 (3x5 or 5x3)
16 ( 4x4)
20 (4x5 or 5x4)
25 (5x5)

Group

Risk
number

Risk

E&I
E&I
E&I
E&I

3.1
3.5
3.7
3.2

Loss of Clinical Services due to site infrastructure
Failure Air Handling and Cooling
LIFTS
Failure Electrics

E&I

3.12
1.3
2.7
2.11
2.15
2.3
2.6
2.13
2.16
3.10
3.4
3.8
3.11
3.6

Oxygen at STH
Nursing Staffing
Never Events
Employment Arrangements of Community Services
Cancer Metrics
CAMHS
Long Waits (COVID-19)
Diagnostics Backlog / Waiting time
COVID - 19 Patient concerns
IT and Infrastructure
Sewage and Drainage
Renal Units not meeting standards - HSE and CQC
BYFH
Sterile Services

4.2
1.2
1.4
1.5
1.1
2.1
2.2
2.8

Finance 2020/21
Medical PEOPLE
Protected Characteristics
Staff Engagement
Execuitve Team Capacity
Cardiology
Infection Prevention and Control
ED Flow

PEOPLE

VQC
VQC
VQC
VQC
VQC
VQC
VQC
E&I
E&I
E&I
E&I
E&I

Risk
Rating
20
20
20
20
20
20
20
20
20
20
20
20
20
16
16
16
16
16
16

Finance
PEOPLE
PEOPLE
PEOPLE
PEOPLE

VQC
VQC
VQC

16
16
16
16
16
16
16

Date Last
Reviewed

Date Next
Review due

Highlight of change

Mar-21
Mar-21
Mar-21
Mar-21
Reviewed -22/02/21 -this risk has been resolved as the VIE has been upgraded
Mar-21 and therefore it is proposed that it is closed
Mar-21
Mar-21
Mar-21
Mar-21
Mar-21
Mar-21
Mar-21
Mar-21
Mar-21
Mar-21
Mar-21
Mar-21
Mar-21
Reviewed -22/02/21 = risk likelyhood now at 3 - therefore overall risk score
3x4 = 12 - Therefore recommendation that this concern is removed from the
Apr-21 CRR to be managed locally.
Mar-21
Mar-21
Mar-21
Mar-21
Mar-21
Mar-21
Mar-21
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VQC
VQC
VQC
E&I
Finance
VQC
VQC
VQC

2.9
2.10
2.12
3.9
4.1
2.14
2.4
2.5

Last Updated:

Shortage of Medicines
Governance of Blood Transfusion
Operational Risks Community Servoices
Medical Equipment
Long Term Finance Sustainability
Pharmacy Governance
Out of Hours Service
Timely issue of letters to GPS

16
16
16
15
15
15
15
15

Mar-21
Mar-21
Mar-21
Mar-21
Apr-21 Review 22/02/21 - no change
Mar-21
Mar-21
Mar-21

22/02/2021

31/105

PEOPLE

1.1

Risk Number

Risk Name

Historical Risk Ratings

16 (4x4)

Current Risk Rating

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.
Original Risk Rating ( April 20)
20

Risk Owner

End of FY Target Risk Rating

Final Target Risk Rating/Date

Date added to Register

Date of Last Review

Date of Next Review

Daniel Elkeles

20

20

Apr-20

Sep-20

Mar-21

Existing Controls/Mitigations/Assurances
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.

Long Term mitigating Action Plan
• Development and delegation to deputies
• Introduction of efficiences through the delivery of various transformation schemes
•Further careful review of trust' s corporate priorities at Executive Level and at Board and Board sub-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
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PEOPLE

1.2

Risk Number

Risk Name

Historical Risk Ratings

16 (4x4)

Current Risk Rating

Medical Staffing Shortages impact on service quality and financial performance
Original Risk Rating July 18
15

Risk Owner

End of FY Target Risk Rating

Final Target Risk Rating/Date

Date added to Register

Date of Last Review

Date of Next Review

James Marsh / Debbie Eyitayo

12

6

Jul-18

Nov-20

Mar-21

Existing Controls/Mitigations/Assurances
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; redeployment 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
June 2020 Update
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

Long Term mitigating Action Plan
Further controls required
Junior Doctor contract updates. Need to develop implementattion plan between medical staffing 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
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
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PEOPLE

1.3

Risk Number

Risk Name

Historical Risk Ratings

20 (5x4)

Current Risk Rating

Nursing staffing shortages impact in service quality and finanical performance
Original Risk Rating July 18
15

Risk Owner

End of FY Target Risk Rating

Final Target Risk Rating/Date

Date added to Register

Date of Last Review

Date of Next Review

Arlene Wellman / Debbie Eyitayo

12

8

Jul-18

Nov-20

Mar-21

Existing Controls/Mitigations/Assurances
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).
From Feb 21 Division Risk Register - concerns about Nursing Staffing Levels in SALT, Haemotology and Community Nursing
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

Long Term mitigating Action Plan
Further controls required
Patient flow improvements to reduce demand for in-patient nursing resourtces; Growth of nurse 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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PEOPLE

1.4

Risk Number

Risk Name

Historical Risk Ratings

16 (4x4)

Current Risk Rating

Staff with protected characteristics disproportionally feel that the organisation is unfair with a consequence that staff do not give of
their best.
Original Risk Rating Jul 18
15

Risk Owner

End of FY Target Risk Rating

Final Target Risk Rating/Date

Date added to Register

Date of Last Review

Date of Next Review

Debbie Eyitayo/ Arlene Wellman

12

8

Jul-18

Nov-20

Mar-21

Existing Controls/Mitigations/Assurances
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 launched 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

Long Term mitigating Action Plan
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
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PEOPLE

1.5

Risk Number

Risk Name

Historical Risk Ratings

16 (4x4)

Current Risk Rating

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
Original Risk Rating Jul 18
15

Risk Owner

End of FY Target Risk Rating

Final Target Risk Rating/Date

Date added to Register

Date of Last Review

Date of Next Review

Debbie Eyitayo

12

4

Jul-18

Nov-20

Mar-21

Existing Controls/Mitigations/Assurances
Controls
Datix system ; management development programmes; strengthened Freedom to Speak Up Guardian service; divisional listening events; Trust wide and divisional staff 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.

Long Term mitigating Action Plan

Management and leadership development ; improve staffing levels;
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VARIABILITY IN QUALITY OF CARE

2.1

Risk Number

Risk Name

Historical Risk Ratings

16 (4x4)

Current Risk Rating

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
Original Risk Rating Dec 16
16

Risk Owner

End of FY Target Risk Rating

Final Target Risk Rating/Date

Date added to Register

Date of Last Review

Date of Next Review

COO

16

8

Decmeber 16

Nov-20

Mar-21

Existing Controls/Mitigations/Assurances
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.

Long Term mitigating Action Plan
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
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VARIABILITY IN QUALITY OF CARE

2.2

Risk Number

Risk Name

Historical Risk Ratings

16 (4x4)

Current Risk Rating

Patient safety and organisational reputation may be compromised due to the number of COVID-19, C Diff, MRSA cases identified as
being hospital acquired
Original Risk Rating Feb 17
16

Risk Owner

End of FY Target Risk Rating

Final Target Risk Rating/Date

Date added to Register

Date of Last Review

Date of Next Review

Arlene Wellman

8

0

Feb-17

Nov-20

Mar-21

Existing Controls/Mitigations/Assurances
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
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

Long Term mitigating Action Plan
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VARIABILITY IN QUALITY OF CARE

2.3

Risk Number

Risk Name

Historical Risk Ratings

20 (5x4)

Current Risk Rating

Adequate care for CAMHS patients who attend ED or are admitted to a ward while waiting to access to CAMHS services
Original Risk Rating June 19
15

Risk Owner

End of FY Target Risk Rating

Final Target Risk Rating/Date

Date added to Register

Date of Last Review

Date of Next Review

Arlene Wellman

12

4

Jun-19

Nov-20

Mar-21

Existing Controls/Mitigations/Assurances
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
Individual assessment and implementation of enhanced care policy
Update June 2020
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 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

Long Term mitigating Action Plan
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
RNS establishment ED and Casey
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VARIABILITY IN QUALITY OF CARE

2.4

Risk Number

Risk Name

Historical Risk Ratings

15 (5x3)

Current Risk Rating

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
Original Risk Rating April 17
15

Risk Owner

End of FY Target Risk Rating

Final Target Risk Rating/Date

Date added to Register

Date of Last Review

Date of Next Review

Joint Medical Directors and Chief
Nursing Officer

12

8

Apr-17

Nov-20

Mar-21

Existing Controls/Mitigations/Assurances
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

Long Term mitigating Action Plan
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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
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

41/105

VARIABILITY IN QUALITY OF CARE

2.5

Risk Number

Risk Name

Historical Risk Ratings

15 (5x3)

Current Risk Rating

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
Original Risk Rating May 17
15

Risk Owner

End of FY Target Risk Rating

Final Target Risk Rating/Date

Date added to Register

Date of Last Review

Date of Next Review

COO

0

0

May-17

Nov-20

Mar-21

Existing Controls/Mitigations/Assurances
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
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

Long Term mitigating Action Plan
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
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VARIABILITY IN QUALITY OF CARE

2.6

Risk Number

Risk Name

Historical Risk Ratings

20 (5x4)

Current Risk Rating

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.
Original Risk Rating April 17
15

Risk Owner

End of FY Target Risk Rating

Final Target Risk Rating/Date

Date added to Register

Date of Last Review

Date of Next Review

COO

0

0

Apr-17

Nov-20

Mar-21

Existing Controls/Mitigations/Assurances
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 face patient appointments depending on clinical need.
Two week referrals managed separately within Clinical Services.
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

Long Term mitigating Action Plan

Further controls
The reviewing of pathways and theatre lists
Further assurances required
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VARIABILITY IN QUALITY OF CARE

2.7

Risk Number

Risk Name

Historical Risk Ratings

20 (5x4)

Current Risk Rating

Failure to ensure that appropriate procedures are in place Trust wide and are fully embed to ensure ‘Never Events’ do not take
place.
Original Risk Rating
15

Risk Owner

End of FY Target Risk Rating

Final Target Risk Rating/Date

Date added to Register

Date of Last Review

Date of Next Review

Ruth Charlton

0

0

2016

Nov-20

Mar-21

Existing Controls/Mitigations/Assurances
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

Long Term mitigating Action Plan
Further controls required
To be developed
Further assurances required
PSQ to review in more detail those areas requiring updated LOCSIPS
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VARIABILITY IN QUALITY OF CARE

2.8

Risk Number

Risk Name

Historical Risk Ratings

16 (4x4)

Current Risk Rating

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.
Original Risk Rating Nov 17
15

Risk Owner

End of FY Target Risk Rating

Final Target Risk Rating/Date

Date added to Register

Date of Last Review

Date of Next Review

COO

0

0

Nov-17

Nov-20

Mar-21

Existing Controls/Mitigations/Assurances
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

Long Term mitigating Action Plan
•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
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VARIABILITY IN QUALITY OF CARE

2.9

Risk Number

Risk Name

Historical Risk Ratings

16 (4x4)

Current Risk Rating

There's a risk the Trust will be unable to secure supplies of medicines due to national, worldwide shortages
Original Risk Rating Nov 18
15

Risk Owner

End of FY Target Risk Rating

Final Target Risk Rating/Date

Date added to Register

Date of Last Review

Date of Next Review

COO

12

4

Nov-18

Nov-20

Mar-21

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

Long Term mitigating Action Plan
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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
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VARIABILITY IN QUALITY OF CARE

2.10

Risk Number

Risk Name

Historical Risk Ratings

16 (4x4)

Current Risk Rating

Concerns relating to Blood Transfusion practice in the Trust - Governance risks
Original Risk Rating- Dec 18
15

Risk Owner

End of FY Target Risk Rating

Final Target Risk Rating/Date

Date added to Register

Date of Last Review

Date of Next Review

Joint Medical Directors

12

4

Dec-18

Nov-20

Mar-21

Existing Controls/Mitigations/Assurances
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
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.
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.

Long Term mitigating Action Plan
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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
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VARIABILITY IN QUALITY OF CARE

2.11

Risk Number

Risk Name

Historical Risk Ratings

20 (5x4)

Current Risk Rating

Ongoing complexity of employment arrangements within the Surrey Downs Health and Care Partnership adversely impacting upon
obligations to staff, partners and wider stakeholders.
Original Risk Rating Mar 19
16

Risk Owner

End of FY Target Risk Rating

Final Target Risk Rating/Date

Date added to Register

Date of Last Review

Date of Next Review

Thirza Sawtell

12

4

Mar-19

Nov-20

Mar-21

Existing Controls/Mitigations/Assurances
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

Long Term mitigating Action Plan
Surrey Heartlands: planned progression to population-based budget; ICP Board development; SDHC delivery vehicle for Surrey Downs provider services; introduction of post COVID new ways of working and model of care
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VARIABILITY IN QUALITY OF CARE

2.12

Risk Number

Risk Name

Historical Risk Ratings

16 (4x4)

Current Risk Rating

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
Original Risk Rating Mar 19
16

Risk Owner

End of FY Target Risk Rating

Final Target Risk Rating/Date

Date added to Register

Date of Last Review

Date of Next Review

Thirza Sawtell

12

4

Mar-19

Nov-20

Mar-21

Existing Controls/Mitigations/Assurances

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

Long Term mitigating Action Plan

Introduction of revised model of care; new roles; integration with primary care; focus on prevention and earlier intervention
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VARIABILITY IN QUALITY OF CARE

2.13

Risk Number

Risk Name

Historical Risk Ratings

20 (4x5)

Current Risk Rating

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.
Original Risk Rating Jul 19
16

Risk Owner

End of FY Target Risk Rating

Final Target Risk Rating/Date

Date added to Register

Date of Last Review

Date of Next Review

COO

6

6

Jul-19

Nov-20

Mar-21

Existing Controls/Mitigations/Assurances
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.
Assurance
Regular review group chaired by COO, and planned care group; oversight by F&P board subcommittee

Long Term mitigating Action Plan

Further controls/assurances required
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
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VARIABILITY IN QUALITY OF CARE

2.14

Risk Number

Risk Name

Historical Risk Ratings

15 (5x3)

Current Risk Rating

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.
Original Risk Rating Jul 19
15

Risk Owner

End of FY Target Risk Rating

Final Target Risk Rating/Date

Date added to Register

Date of Last Review

Date of Next Review

James Marsh

12

6

Jul-19

Nov

Mar-21

Existing Controls/Mitigations/Assurances
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

Long Term mitigating Action Plan

Further controls/assurances required
Action plan to be implemented to agreed timescales
Action plan agreed
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VARIABILITY IN QUALITY OF CARE

2.15

Risk Number

Risk Name

Historical Risk Ratings

16 (4x4)

Current Risk Rating

There is a clinical risk in patients having long 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.

Original Risk Rating Aug 20
20

Risk Owner

End of FY Target Risk Rating

Final Target Risk Rating/Date

Date added to Register

Date of Last Review

Date of Next Review

COO

16

8

Aug-20

Nov-20

Mar-21

Existing Controls/Mitigations/Assurances

Controls
Weekly PTL Meeting, including discussion of escalation list.
Re-visit of previous Gap analysis undertaken, and presented to Divisional Teams
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.
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.

Long Term mitigating Action Plan
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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.
To re- evaluate Specialty Delivery plans previously submitted with implementation, and have new dates/time scale of deliver. This is ongoing.
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VARIABILITY IN QUALITY OF CARE

2.16

Risk Number

Risk Name

Historical Risk Ratings
Risk Owner

20 (4x5)

Current Risk Rating

COVID-19
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.
Original Risk Rating Nov 20
20

End of FY Target Risk Rating

COO / Medical Directors/Chief Nurse

Final Target Risk Rating/Date

Date added to Register

Date of Last Review

Date of Next Review

Nov-20

Nov-20

Mar-21

Existing Controls/Mitigations/Assurances
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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 with the aim of reducing Nosocomial Infections
- 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.
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.

Long Term mitigating Action Plan
Review of effectiveness of measures in place

57/105

ESTATES & INFRATRUCTURE

3.1

Risk Number

Risk Name

Historical Risk Ratings

20 (5x4)

Current Risk Rating

Loss of provision of clinical services throughout Trust due to poor condition of external buildings. (Roofs, Windows, Walls, Structure)
Original Risk Rating
25

Risk Owner

End of FY Target Risk Rating

Final Target Risk Rating/Date

Date added to Register

Date of Last Review

Date of Next Review

Trevor Fitzgerald

20

12 2025

Apr-16

Oct-20

Mar-21

Existing Controls/Mitigations/Assurances
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. Approved by Trust Board Dec 2020
Assurances
• Regular monitoring and reporting by Executive Director Estates, H&S committee, Capital Steering Group

Long Term mitigating Action Plan
Further controls required
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
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ESTATES & INFRASTRUCTURE

3.2

Risk Number

Risk Name

Historical Risk Ratings

20 (5x4)

Current Risk Rating

Significant disruption to clinical services and clinical risk throughout the Trust due to the failure of the Electrical Infrastructure
Original Risk Rating April 16
20

Risk Owner

End of FY Target Risk Rating

Final Target Risk Rating/Date

Date added to Register

Date of Last Review

Date of Next Review

Trevor Fitzgerald

20

16

Apr-16

Oct-20

Mar-21

Existing Controls/Mitigations/Assurances
• 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

Long Term mitigating Action Plan
Further controls required
• 5 year estates strategy addresses critical infrastructure risk needs to be delivered.
Commissioing of site Electrical capacity survey - completed
Further assurances required
Impementation of Capital Investment 2020/21 and 2021/22
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ESTATES & INFRASTRUCTURE

3.3

Risk Number

Risk Name

Historical Risk Ratings

16 (4x4)

Current Risk Rating

Risk to Patient and staff safety due to defects in Fire Compartmentation and Fire prevention systems.
Original Risk Rating April 16
16

Risk Owner

End of FY Target Risk Rating

Trevor Fitzgerald

16

Final Target Risk Rating/Date
4

2021

Date added to Register

Date of Last Review

Date of Next Review

Apr-16

Oct-20

Mar-21

Existing Controls/Mitigations/Assurances
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

Long Term mitigating Action Plan
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
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ESTATES & INFRASTRUCTURE

3.4

Risk Number

Risk Name

Historical Risk Ratings

16 (4x4)

Current Risk Rating

Risk to continuity of clinical services due to the loss of critical Sewage and Drainage Systems.
Original Risk Rating April 16
20

Risk Owner

End of FY Target Risk Rating

Final Target Risk Rating/Date

Date added to Register

Date of Last Review

Date of Next Review

Trevor Fitzgerald

16

2 2021

Apr-16

Oct-20

Mar-21

Existing Controls/Mitigations/Assurances
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

Long Term mitigating Action Plan

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
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ESTATES & INFRASTRUCTURE

3.5

Risk Number

Risk Name

Historical Risk Ratings

20 (5x4)

Current Risk Rating

Risk to the loss of Theatres and Critical Clinical Areas across the Trust due to the failure of Air Handling and cooling Systems
Original Risk Rating April 16
20

Risk Owner

End of FY Target Risk Rating

Final Target Risk Rating/Date

Date added to Register

Date of Last Review

Date of Next Review

Trevor Fitzgerald

20

12 2021

Apr-16

Oct-20

Mar-21

Jan
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

Long Term mitigating Action Plan
Further Controls required
• 5 year estates strategy addresses critical infrastructure risk needs to be delivered
Further assurances required
Update June2020
Capital Investment 2020/21 - no change in risk expected in Financial Year
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ESTATES & INFRATRUCTURE

3.6

Risk Number

Risk Name

Historical Risk Ratings

16 (4x4)

Current Risk Rating

Insufficiently robust delivery of sterile services to support clinical activity, including for off-site clinics
Original Risk Rating
16

Risk Owner

End of Year Risk Rating

Final Target Risk Rating/Date

Date added to Register

Date of Last Review

Trevor Fitzgerald

16

6

Apr-16

Oct-20

Date of Next Review
Mar-21

Existing Controls/Mitigations/Assurances
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

Long Term mitigating Action Plan
Further assurances required
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
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ESTATES & INFRASTRUCTURE

3.7

Risk Number

Risk Name

Historical Risk Ratings

20 (5x4)

Current Risk Rating

Increased Clinical risk and loss of in-patient beds across the Trust due to the failure of mechanical Bed Lifts.
Original Risk Rating
16

Risk Owner

End of FY Target Risk Rating

Final Target Risk Rating/Date

Date added to Register

Date of Last Review

Date of Next Review

Trevor Fitzgerald

20

6 2025

Jul-05

Oct-20

Mar-21

Existing Controls/Mitigations/Assurances
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
Emgergency Capital Funding approved for essential repairs
Assurances
Regular monitoring and reporting by Executive Director Estates, H&S committee, Capital Steering Group

Long Term mitigating Action Plan
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
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ESTATES & INFRATRUCTURE

3.8

Risk Number

Risk Name

Historical Risk Ratings

16 (4x4)

Current Risk Rating

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.
Original Risk Rating

Risk Owner

End of FY Target Risk Rating

Trevor Fitzgerald

16

Final Target Risk Rating/Date
4

2021

Date added to Register

Date of Last Review

Date of Next Review

Jul-05

Oct-20

Mar-21

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

Long Term mitigating Action Plan
Further controls required
5 year estates strategy addresses critical infrastructure risk.
On-going capital Investment required
Further assurances required
Develop an investment plan to address high risk areas
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ESTATES & INFRASTRUCTURE

3.9

Risk Number

Risk Name

Historical Risk Ratings

15 (5x3)

Current Risk Rating

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.
Original Risk Rating April 17
15

Risk Owner

End of FY Target Risk Rating

Final Target Risk Rating/Date

Date added to Register

Date of Last Review

Date of Next Review

Trevor Fitzgerald

15

9 Q4

Apr-17

Oct-20

Mar-21

Oc
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

Long Term mitigating Action Plan
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
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ESTATES & INFRASTRUCTURE

3.1

Risk Number

Risk Name

Historical Risk Ratings

16 (4x4)

Current Risk Rating

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
Original Risk Rating
16

Risk Owner

End of FY Target Risk Rating

Final Target Risk Rating/Date

Date added to Register

Date of Last Review

Date of Next Review

Peter Davies

16

4

2016

Sep-20

Mar-21

Existing Controls/Mitigations/Assurances
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 completed in Sept 2020 - work now taking place to embed
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

Long Term mitigating Action Plan
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
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ESTATES & INFRASTRUCTURE

3.11

Risk Number

Risk Name

Historical Risk Ratings

16 (4x4)

Current Risk Rating

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.
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
Original Risk Rating
16

Risk Owner

End of FY Target Risk Rating

Final Target Risk Rating/Date

Date added to Register

Date of Last Review

Date of Next Review

Trevor Fitzgerald

16

0 2025

Oct-20

Nov-20

Mar-21

Existing Controls/Mitigations/Assurances
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

Long Term mitigating Action Plan
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1. Secure 'statement of common grounds' from all partners and agree the requirements of a full planning application through a planning performance agreement.
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
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ESTATES & INFRATRUCTURE

3.2

Risk Number

Risk Name

Historical Risk Ratings

20 (5x4)

Current Risk Rating

Limited piped 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.
Original Risk Rating Sept 20
20

Risk Owner

End of FY Target Risk Rating

Final Target Risk Rating/Date

Date added to Register

Date of Last Review

Date of Next Review

Trevor Fitzgerald

20

4

Sep-20

Oct-20

Mar-21

Existing Controls/Mitigations/Assurances
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

Long Term mitigating Action Plan
Further controls required
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
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FINANCES

4.1

Risk Number

Risk Name

Historical Risk Ratings

15 (3x5)

Current Risk Rating

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.
Original Risk Rating Dec 16
20

Risk Owner

End of FY Target Risk Rating

Final Target Risk Rating/Date

Date added to Register

Date of Last Review

Date of Next Review

Raskeh Patel

12

4

Dec-16

Mar-21

Apr-21

Existing Controls/Mitigations/Assurances
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 completed end of December 20.
Assurances
Reviewed by ETM, at BYFH Board, Finance Committee and BoardControls:

Long Term mitigating Action Plan
Further controls required
Work collaboratively with partners to identify further
opportunities for more efficient working in back office and
clinical services
Further assurances required
• Using benchmarking information to focus on areas of relative inefficiencies
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FINANCES

4.2

Risk Number

Risk Name

12 (3x4)

Current Risk Rating

The financial envelopes for the second half of the year have been confirmed. Based on the financial settlement has 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.

Historical Risk Ratings

Original Risk Rating May 19
20

Risk Owner

End of FY Target Risk Rating

Final Target Risk Rating/Date

Date added to Register

Date of Last Review

Date of Next Review

Rakesh Patel

12

4

May-19

Feb-21

Apr-21

Existing Controls/Mitigations/Assurances
Working Across SWL
Reviewing temporay staffing rates across SWL
expenditure profile across Acute Trusts
Cost Improvement Mitigations:
•New financial governance implemented to approve and account all COVID related expenditure
• Regular SWL London CFO meetings
Assurance
•Regular CFO meeting
•Expenditure mitigations:
• Governance structures in place to support effective delivery of the Programme and to quickly escalate any delays to delivery of the
Programme, include:
o Monthly reviews by CFO.
o Monthly review at Finance Committee.

Benchmarking

Long Term mitigating Action Plan
Further Controls required
Work collaboratively with partners to identify further opportunities for more efficient working in back office
Acknowledge high degree of uncertainty of delivery of control total within the wider financial contstraints , locally, SWL and Nationally
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Trust Board
Report Title

Freedom to Speak Up - Update

Meeting

8 March 2021

Lead
Executive

Rakesh Patel, Chief Financial Officer

Summary

FTSU last reported to the Board in November 2019. A summary of developments and
issues since then is given below.

Agenda No.

2.5

Update since the previous Board report
FTSU overview case comparison 2019/2020

Raised Concerns
by year 2019/2020
45
40
35
30

21

25
20
15

13

10

14

12

10

11

21
13

2019
9

5

2020

12
7

4

0

Jan

Feb Mar Apr May Jun

Jul

Aug Sep

Oct Nov Dec

Case numbers
Between 1 January and 31 December 2020 there were 147 cases raised. During the same
period in 2019 there were 180 cases.
Two full-time members of the team (Moira Alexander and Tina Watson) were also
supporting Occupational Health (OH) between 27/03/20 – 05/06/20 and the part-time
Guardian (Patricia Trueman) became fully clinical during Spring and early Summer and
later on in the year too. Many issues that came up through OH might have gone to FTSU
but the issues were addressed as they arose; there was a synergy between OH and FTSU.
Page 1
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During the pandemic we have not been able to get out and about to different teams and
different sites; this has negatively impacted our reach. We are very much hoping to
rectify this later this year.
We have noticed an increase in people coming to us for support with a whole range of
general staff enquiries; the flavour of these is more routine than those where people are
“raising a concern”. We will record these types of enquiries so that they can be easily
identified; other Guardians have reported a similar trend.
Themes
The themes for 2019 and 2020 are shown in the graph below:
Themes
by year 2019/2020
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We only started to record themes marked with an * in 2020 and so there is no
comparison available with 2019.
In 2020 we saw a marked increase in concerns that had an element of discrimination and
detriment in them. During 2020 there was a significant increase in staff fatigue due to the
pandemic, but there were also other tensions that reflected worldwide anger at the
murder of George Floyd. In many ways these particular areas of increase reflect other
indicators that suggest that there are areas where culture change is needed – not just at
ESTH but in the whole NHS.
Going forwards we are going to take a closer look at these cases and see what can be
learned from them. It may be that the pandemic is the root of these increases. We are
Page 2
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also going to see how many of those who consider that they have suffered detriment are
known to have left the Trust – and how many been moved elsewhere in the Trust.
Separately, but interlinked with all of the issues exposed by George Floyd’s murder, is the
disproportionate impact that COVID-19 has had on the BAME community in general and
on the NHS work force in particular. Yvonne Coghill, recently retired Director of NHS
Workforce Race Equality Standard, reported in an interview in July 2020 that a recent
review by WRES “showed nurses from BME backgrounds continued to be overrepresented at band 5 and under-represented at senior levels.” She went on to say ,“the
fact more nurses of colour were in the lowest band meant they were more likely to be in
frontline, patient facing roles, where they would be more exposed to the virus.”
Feedback surveys – what went well, even better if
We have had 22 replies to the 65 surveys that we have sent out between 1 January and
31 December 2020. We do not tend to receive negative feedback.
Survey Questions
Q1 Given your experience, would you recommend the service to a colleague?
95% said Yes
Q2 Were you satisfied with the time between your first contact and your meeting?
95% said Yes
Q3 How satisfied were you with the outcome of your concern?
11 replied 100%
Q4 Did you feel as though you were kept up to date, involved and involved in the decision
making throughout the process?
82% replied Very satisfied
Q5 Given your experience, would you speak up again?
95% replied Yes
Q6 Is there anything the FTSU Team could have done differently?
Please see a few of the comments in the section below.
Q7 How did you hear about the service?
27% were recommended by a colleague.
Q8 Do you feel the service is advertised well enough? Could we be doing more?
41% replied Yes – there should be more advertising
Q9 Do you have any comments or feedback?
Please see a few of the comments in the section below
Q10 How many times have you contacted FTSU previously?
9% have used the Service previously.
Here is some of the qualitative feedback we have captured:
Q6
 I cannot fault the person who dealt with my case she was very thorough neutral
and fair.
 There was nothing else I feel the team could have done to help my situation and I
felt supported even through the current difficulties covid is causing to services.
 Excellent.
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Q9




I felt supported and able to come back to the service if further issues arise
I think the service is really helpful, and the lady I spoke to was brilliant.

The main improvement that we need to make according to the feedback we receive is
that we need to be better known. The Deputy Guardian is working with Comms on a
refresh campaign which will include significant revision to the pages on the intranet and
an update to our leaflets to reflect the recent NGO logo change.
We will also be refining the survey questions for 2021-2022.
FTSU Oversight Group
Establishing the FTSU Oversight Group to attempt to triangulate concerns that arise from
different areas within the Trust is innovative and other Trusts are asking us about
this. Going forwards the issue will be how we follow through on intelligence gleaned.
CQC
The updated CQC strategy is due out in Spring 2021. Whilst awaiting that we are
continuing with the development of the service which supports the Well Led domain. We
expect to impact upon staff engagement.
Report to the National Guardian’s Office (NGO)
The FTSU Service provides a data report to the NGO each quarter accompanied with a
brief commentary on that period. This data is published.
In the Freedom to Speak Up Index in 2019 we were ranked as 205th out of 230. In 2020
we were 156th out of 229; we were the joint 12th most improved Trust. We moved up 48
places. The Index is based on the responses to 4 questions in the annual NHS Survey. We
are looking forward to learning whether the scores in these 4 questions have improved in
the 2020 Survey.
Spring 2020 awareness raising and October 2020 FTSU month

In the Spring we prepared and delivered these cones of Easter eggs to groups of staff.
This had been intended to be part of us visiting different teams, but because of COVID-19
we had to arrange distribution differently, through various contacts. The cones were
cheerful and contained a thank you note for staff as well as the service contact details.
These were well received.
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We had a significant programme of events planned for autumn. Unfortunately we entered
Tier 3 just before October which meant that we could not get out and about at all.
On a more positive note, our “goody” bags were well received. We distributed about
1900 bags that contained promotional pens and notebooks as well as biscuits/chocolates
and leaflets on the Service, OH, Black History month, our Newsletter and a Word search.
Teams sent people to collect from us, rather than us taking them to people. We received
positive feedback on the bags and their contents – but few new cases. FTSU is a Service
that benefits by being and about. A huge part of whether people will come to us is
whether they think we are trustworthy and, to decide that, they need opportunities for a
casual chat.
On 22 October Dr Chris Turner gave a virtual presentation on “Why civility matters in a
complex world”. We had 98 logged on – though we know more were present as some
watched in groups. We had issued the invitation to St George’s staff and to London FTSU
Guardians – and we have had many requests for a copy of the presentation from both
within and outside the Trust. The presentation can be found here:
https://www.epsom-sthelier.nhs.uk/speaking-up-and-raising-concerns
Staff
In July we recruited a Deputy Guardian; Tina Watson was appointed. This additional
resource has helped us provide a consistent service all year and will allow us to have a
regular presence on both hospital sites when restrictions on activity to limit the spread of
COVID-19 are lifted.
Newsletter
We have produced a Newsletter each quarter since autumn 2019 and have also produced
a range of information sheets. Our spring 2020 Newsletter is currently being prepared.
Each quarter a message is sent out to all staff about the Newsletter as part of a general
bulletin and FTSU has its own mailing list too for more targeted distribution.
Feeding back to staff on what the Service does is an NGO requirement that the Newsletter
fulfils.
Epsom Office
In February we were offered an office for 6 months in the Langley Wing. This will help us
establish an accessible presence for staff in Epsom and we are very appreciative of this
opportunity.
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Outcomes
The focus for FTSU moving into 2021-22 will be how to get the small cog that is the FTSU
Service to fully line up with the huge cog that is the Trust. We want to contribute to the
wheel turning in such a way that we help improve patient safety, improve staff well-being
and support the Trust moving to “outstanding”.

This is where we feel we are – an important, respected part of ESTH but a part that does
not have quite the traction it should have to maximise its impact.

This is where we want to be.
The question that we are asking ourselves is how do we engage with the bigger system to
help drive it forwards? The service is advisory - how does it become more influential?
What do we need to do differently? What do we need to improve? Are there any
barriers to speaking up within ESTH? We have prepared a Business Plan to help focus our
efforts.
Going forward
The priorities for the Service for the next year are:
 Review and revise how FTSU could link into the datix system.
 Get the database in place.
 Refine the appointment and use of the Advocates; recruit more Advocates.
 Develop an FTSU strategy that sits within the Trust one.
 Rag rate the Trust against NGO case reviews.
 Get a permanent office in Epsom. We are too STH centric.
 Analyse the “detriment”, “discrimination” and “management conduct” figures.
 Update the Raising Concerns Policy
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Link to
Corporate
Objectives

Build a culture in the organisation that embeds the right behaviours to enable our staff to
proactively raise concerns and work at their best by:  Ensuring that Trust leaders role model high standards of behaviour and
 reward and appreciate respectful behaviour and ensure all poor behaviour
 is addressed
 Setting clear and achievable strategic aims for the organization and giving
 people adequate tools and resources to meet their objectives
 Ensuring that decision making respects our patients and colleagues
 Making it safe for people to express concerns and to be heard fairly
 Creating an environment where everyone can flourish regardless of
 protected characteristics, profession, role or level

Board
Action

The Committee is asked to note the report.

Appendices None
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BOARD OF DIRECTORS’ MEETING
Report Title

Guardian of Safe Working Q3 Report

Meeting Date

12th March 2021

Lead Executive

James Marsh, Joint Deputy CEO and Joint Medical Director

Summary

Exception reporting works as an effective tool for ensuring safe working
patterns for junior doctors.

Agenda No.

2.6

There has been an upturn in exception reporting in Q3 following a large
decrease in Qs1/2
Immediate safety concerns have been raised relating to increased activity
severity of sickness related to COVID19 activity.
The junior doctors continue to show great resilience and adaptation to the
changes brought about by COVID19

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 and responsive environment.
The Board is also requested to note the short notice change in medicine work
schedules due to significant pressure on the medicine directorate.
Finally, 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 continue into Q4.
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Guardian of Safe Working Q3 Report

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/or 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 generally
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)

272*

Number of doctors on 2002 New Deal protected contract

146*

*as at 15th January 2021
Amount of time available in job plan for guardian to do the role:
working at 1 PA

1PA (4 hours), currently

Admin support provided to the guardian: Kirsty Holloway and Ciara Harding from medical
workforce provide support without which the guardian role would not be able to be effectively
carried out.
Amount of job-planned time for educational supervisors:

0.25 PAs per trainee
2
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a) Exception reports July- December 2020, see also appendix 1
Exception reports by department Q2/Q3 Jul-Dec 2020
Total
Jul
Aug
Sep
Medicine
115
0
13
15
Surgery
31
4
3
13
ED
2
0
0
0
O&G
4
0
1
0
Renal
12
0
0
1
Paediatrics
1
1
0
0
Psychiatry
0
0
0
0
GP
0
0
0
0
Haematology
3
0
2
1
T&O
4
0
0
2
Urology
2
0
0
2
Total
174
5
19
34

Oct
32
3
2
1
2
0
0
0
0
0
0
40

Nov
26
4
0
1
9
0
0
0
0
2
0
42

Dec
29
4
0
1
0
0
0
0
0
0
0
34

Exception reports by grade Q2/Q3 Jul-Dec 2020
Grade
Total
Jul
Aug
F1
99
4
18
F2
43
0
0
CT1-2 / ST1-2
29
1
1
ST3+
3
0
0
Total
174
5
19

Oct
13
9
18
0
40

Nov
18
22
2
0
42

Dec
19
7
5
3
34

Sep
27
5
2
0
34

Exception reports by grade and specialty Q3 Oct-Dec
FY1
FY2
CT/ST 1-2
Medicine
41
22
21
Surgery
7
4
0
ED
0
0
2
O&G
0
1
2
Renal
0
11
0
Paediatrics
0
0
0
Psychiatry
0
0
0
GP
0
0
0
Haematology
0
0
0
T&O
2
0
0
Urology
0
0
0
Total
50
38
25

ST3+
3
0
0
0
0
0
0
0
0
0
0
3

Exception reports response time Q3 Oct-Dec
Addressed
Addressed
within 48
within 7 days
hours
FY1
6
18
FY2
7
13
CT/ST 1-2
1
0
ST3+
3
0
Total
17
31

Still open (as
at 15th Jan
2021)
8
3
5
0
16

Addressed in
longer than 7
days
32
25
24
0
81
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At 15th January 2021 longest duration of open exception report was 65 days. Fifty three exceptions
were closed within 14 days (the Guardian can close exceptions that have been open for longer
than 14 days). Mean time to closure was 19.3 days; median time to closure was 17 days.
Educational supervisors receive an email alerting them to an exception report and reminder emails
and phone calls are made for overdue exceptions.

Exception reports: type/ ISC’s Q2/Q3 Jul-Dec
Hours
Service
Educational
worked
support
opportunity
missed
Jul
5
0
0
Aug
15
0
2
Sep
33
0
1
Oct
33
0
6
Nov
41
0
1
Dec
33
0
1

Pattern of
work
0
2
0
1
0
0

Immediate
safety
concerns
0
0
0
0
2
3

There were 5 immediate safety concerns. Most ISCs were unfortunately reported several days
after the event but from the reports were appropriately escalated to senior members of staff. The
ISCs were passed on to the relevant clinical directors for review.
The ISCs were:
 Deteriorating patient and lack of immediate senior support. Discussed and escalated to
relevant consultant and registrar
 2 raised by the same FY1 doctor starting a new post after rotation at the start of December.
Supervisor discussed and felt that the issues raised were not immediate safety concerns as
there were no acutely unwell patients. Supervisor will discuss with relevant consultant.
 Deteriorating patients on C6 ward and lack of senior support for FY1 doctor. Well arranged
by FY1 but concerns have been escalated to clinical director for medicine. Actions taken
include:
o ST doctors to ensure patient safety and seek authorization prior to attending
education sessions
o Additional locum sessions across respiratory floor
o Daily huddles with consultant now included in work time
 Busy medical twilight shift and unable to leave at end of shift after handover. Twilight
doctors stayed on to help complete outstanding tasks to help with night shift workload.
Discussed with supervisor and closed.

b) Work schedule reviews
There were no work schedule reviews

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

4
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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 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 expected, exception reports have continued to rise in Q3 with the initial return of elective
activity. However the number of exception reports for Q3 2020-21 is below the level of the same
period from the previous year (116 vs.200). The proportion of exceptions reported by each grade
remains broadly the same compared to the same period last year with the vast majority of
exception reports being raised by foundation year doctors.
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.
Towards the end of November with increasing numbers of COVID positive patients being admitted
to the trust and increasing pressure on the medicine directorate I was approached by the CD for
medicine regarding adding extra levels of out of hours cover within the medical rotas on both sites.
The extra cover would be in the form of an extra FY1/2 doctor on twilight shift and an extra doctor
of ST1/2 and ST3+ on the night shifts. These would be incorporated into the existing rotas. The
revised rotas were analysed by medical workforce and were still compliant with the 2016 T&Cs of
the junior doctors’ contract. The guidance from the BMA in November was that where possible
there should be a six week notification period of work schedule changes but this could be reduced
to two weeks in certain circumstances. The medicine juniors were consulted and a listening event
held so that the need for the changes could be discussed and views of the juniors sought. The plan
was to stagger the implementation of these changes but at the very end of the quarter, with the
pressures increasing rapidly I agreed that the changes could be implemented at shorter than 2
weeks’ notice given that the junior doctors had already been consulted about the changes and had
been given copies of the rota pattern.
Plans for redeployment of junior doctors to ICU and additional support for medicine were made in
the last part of December.

Key issues and actions taken to resolve issues
As above

Summary
Exception reporting works as an effective tool for ensuring safe working patterns and conditions for
junior doctors.
5
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Exception reporting has increased in the third quarter as expected. Immediate safety concerns
have increased with increased workload and pressures from the second wave of the coronavirus
pandemic.
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.
The board is also requested to note:




The short notice change in medicine work schedules due to significant pressure on the
medicine directorate.
Immediate safety concerns are being raised in respect of COVID pressures.
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 continue into Q4.

6
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Appendix 1

Exceptions by specialty Jul-Dec 2020
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TRUST PUBLIC BOARD
Report title:

Mortality Reporting and Mortality Peer Review - Quarter 3 2020-2021

Meeting date:

12th March 2021

Lead executive:

Dr Ruth Charlton, Joint Medical Director and Deputy Chief Executive

Report authors

Jill Down, Associate Director for Quality; Lisa Barbier, Head of Quality
and Patient Safety; Dr David Male, Consultant Anaesthetist; Dr Martine
Meyer, Associate Medical Director for Quality; Claire Orpin, Business
Analysis Manager

Summary:

This paper summarises the outcome of the Mortality Reporting and
Mortality Peer Reviews undertaken in Quarter three 2020-21. The
paper also updates the committee on the work of the Medical Examiner
service

Link to corporate
objectives:

This report links to all of the corporate objectives

Committee action:

The Committee is asked to note the report

Appendices:

Appendix one: Deaths Flagged for a Level One Mortality Review
Appendix two: Amenable to Healthcare

Agenda No.

2.7
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EPSOM AND ST HELIER UNIVERSITY HOSPITALS NHS TRUST
Trust Board
MORTALITY REPORTING AND MORTALITY PEER REVIEW
QUARTER THREE 2020-21
Introduction
1. In accordance with national guidance and associated Trust policy (Policy for mortality reporting and
mortality peer review process) this paper summarises our mortality review and the associated learning
and action. This report covers the period of October – December 2020 (Quarter three 2020-21) and
includes an update on the work of the Medical Examiner service.
2. With regard to mortality review, the report details the:






number of deaths of patients in our care
number of deaths subject to review
number of ‘unexpected/potentially avoidable deaths’ declared and investigated under
the Serious Incident framework
themes and issues identified from review and investigation
actions taken in response to the findings and actions planned.

3. Learning from avoidable deaths in our hospitals is also a quality priority for the Trust. The annual
Quality Report describes our progress to the public at the year end. For the period of 2020-2021 the
Trust aimed to:






Consistently review in-hospital deaths, proactively undertaking further investigation
where failings in care are identified.
Promote and support involvement of patients’ families in investigations.
Support robust systems to reduce the risk of avoidable death through monitoring
and escalation.
Undertake a detailed review of any case where care concerns and harm are identified to
help us prioritise work we will undertake to reduce avoidable deaths.
Implement the new role of Medical Examiner within healthcare. The purpose is to
promote a robust, transparent system of independent scrutiny to the process of death
certification within the Trust.

The Trust Process
Case selection for mortality review
4. The Trust policy ‘Policy for mortality reporting and mortality peer review process’ details the
requirements of a mortality review process supporting Divisions to adopt the principles of routine and
systematic mortality review. The Trust aspires to all deaths being reviewed and progress is monitored
2
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through the Reducing Avoidable Death and Harm (RADAH) Committee.
5. The Trust review process is defined at two levels:


Level one: Clinical team review
A level one review will identify those patients that will go on to a higher, level two, review.



Level two: A higher level of review that is performed by trained staff using a specific
methodology (Structured Judgement Review (SJR)). Cases for review include:
deaths where the bereaved or staff raise significant concerns about the care
deaths of those with learning disabilities or severe mental illness
deaths where the patient was not expected to die.

6. The Trust has a team of Mortality Reviewers who are trained in both SJR methodology and Incident
Investigation. In addition, the Trust has trained a broad group of clinicians and Junior Doctors in the
methodology of SJR. The mortality review team review all deaths within scope for an SJR as well as a
random selection of deaths within the Trust.
7. The Trust reports daily on those deaths that require a level one mortality review. This report is based
on agreed selection criteria (see appendix one).
8. The level one mortality review includes an NCEPOD classification of care as detailed below.
a.
b.
c.
d.
e.
f.

Good practice: A standard that you would accept from yourself, your trainees and
your institution.
Room for improvement: Aspects of clinical care that could have been better.
Room for improvement: Aspects of organisational care that could have been better.
Room for improvement: Aspects of both clinical and organisational care that could have
been better.
Less than satisfactory: Several aspects of clinical and/or organisational care that were
well below that you would accept from yourself, your trainees and your institution.
Insufficient data: Insufficient information in the case notes to assess the quality of care.

9. Any mortality review that has an NCEPOD classification of E will be identified as requiring a
level two, SJR.
10. The outcome of SJRs, including associated learning is fed back to teams through local governance
processes. Any case where care concern and harm are identified will be raised as an incident through
the Trust risk management system.
11. The following dashboard presents a summary of the Trust position for Quarter three 2020-21.
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12. During quarter three, there were 449 deaths, of these, 425 (95%) were inpatient deaths, whilst 24
(5%) occurred with the Emergency Departments.
13. Of the 449 deaths seen in the quarter, 221 (49.2%) met the criteria for level one review. 129 (29%)
deaths met the criteria for a Structured Judgement Review and 120 (93%) have been performed.
14. In quarter three, 28 level one reviews were undertaken (13%). This compared to 109 (74%)
completed in the same quarter of the previous year.
15.During quarter three, five patients with learning disabilities died. Three of these deaths have already
received an SJR.
16.The table below demonstrates SJR review with the average scoring in varying stages of care provision.
According to the Structured Judgement Methodology, a score of 3 is adequate care and 4 is good care.
Reviews completed for deaths in quarter three had an overall average score of 3.6. This shows
consistency with care provision being of an adequate standard with 6% of reviews demonstrating
excellent care.

Reporting period

Number of
cases
reviewed

First 24
hours

Ongoing
care

End of life
care

Patient
Record

Overall

Quarter 3 2020/21

117

3.8

3.7

3.6

3.8

3.6

Quarter 2 2020/21

146

3.8

3.7

3.9

3.9

3.7

Quarter 1 2020/21

164

3.9

3.9

3.7

3.8

3.7

Quarter 4 2019/20

204

3.7

3.7

3.8

3.7

3.7

Quarter 3 2019/20

241

3.8

3.5

3.9

3.7

3.6

Quarter 2 2019/20

207

3.8

3.7

3.9

3.9

3.7

Quarter 1 2019/20

204

3.6

3.5

3.9

3.8

3.6

Quarter 4 2018/19

11

3.5

3.4

3.9

3.7

3.5

17. The table below shows a breakdown of the scores in quarter three by stage of care provision

Score
Stage

Number
of cases
Reviewed

First 24 hours

1
(Very
poor)

2
(Poor)
1

3
(Adequate)

4
(Good)

4

25

76

5
(Excellent)

Not
Applicable

11

% of cases
with score
of 3 or
above

3.8

95.7%

Ongoing care

0

7

32

59

10

3.7

93.5%

End of life care

4

15

32

39

27

3.6

83.8%

1

1

25

82

8

3.8

98.3%

0

4

45

61

7

3.6

96.6%

Patient Record
Overall
Assessment

117

9

Average
Score
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18. An assessment of overall care is provided for each death. During quarter three, 58.1% of patients
were felt to have received care that was either good or excellent, with 6.0% of care rated as
excellent, 52.1% as good and 38.5% as adequate. There were no cases where the overall assessment
of care was observed as very poor care, however, there were 4 cases where an overall assessment of
poor care was observed. The table at paragraph 17 identifies those areas aspects of care which were
observed as poor or very poor.

Hospital Standardised Mortality Ratio (HSMR)
19. The HSMR is an indicator of healthcare quality that measures whether the number of deaths in
hospital is higher or lower than you would expect.
20. The HSMR is a calculation used to monitor death rates in a Trust. Like all statistical indicators it is not
perfect, but can be both a measure of safe, high-quality care and a warning sign that things are going
wrong. The HSMR is based on a subset of 56 diagnoses which contribute to approximately 80% of inhospital deaths in England. HSMRs are based on the routinely collected administrative data often
known as Hospital Episode Statistics (HES).
21. The HSMR is a method of comparing mortality levels in different time periods, or for different subpopulations in the same time period, while taking account of differences in case mix. The ratio is of
observed to expected deaths (multiplied conventionally by 100). HSMR above 100 means more
patients died than would be expected; below 100 means that fewer than expected died.
22. For the period Oct 2019 – Sep 2020 the HSMR was 95.45.

Mortality Review
23. The Mortality Review Team (MRT) continue to review in-hospital deaths, proactively undertaking
further investigation where failings in care have been identified. The COVID-19 pandemic and
consequent increase in mortality has, and is, severely impacting on the number of structured
judgement reviews (SJR) being completed due to clinical pressures, redeployment and illness.
(see Mortality Dashboard above).
24. The MRT are prioritising SJRs on all deaths that are referred to HM Coroner and on deaths where
there has been a concern expressed by a relative. In addition, they are reviewing a number of
patient cases where the cause of death was COVID likely to have been acquired in hospital
(nosocomial infection).
25. Key themes from the mortality reviews are discussed at relevant divisional governance and quality
meetings, which take place throughout the year and are reported to the RADAH Committee each
7
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month and the Patient Safety and Quality Committee and Trust Board (through this paper) each
quarter. There is also an annual summary as part of the Quality Report.
26. A member of the MRT attends the weekly Trust incident review panel meetings. These meetings
discuss reported incidents of moderate harm and above agreeing the level of review required,
alongside tracking cases already undergoing review. SJR’s may feed into this process by triggering a
Datix report and a rapid response review, or it may be that the meeting identifies a case that requires
an SJR where this has not previously happened routinely.
27. During quarter three, the following learning themes were noted from the SJR’s undertaken:


Surgical Care:
Medical Reviewers have noted how valuable the medical input into surgical care can be,
such as the ortho-geriatric team providing exemplary care for fractured neck of femur.
There is no such consistent medical input into general surgical wards, which leads to
variable quality of care.
Agreed action: email to the Divisional Medical Director for Surgery to recommend medical
presence and joint working.



Learning Disabilities:
It has previously been reported that, on occasion, DNACPR and PTEP documents are
completed where ‘Learning Disabilities’ is stated as a reason for completion without
appropriate qualification of other co-morbidities that underlie the decision. Mortality
Reviewers have noted an improvement in DNACPR documentation in patients with a
Learning Disability in this quarter.



Fluid prescriptions:
Sometimes bolus delivered with no senior review (eg. when doing telephone prescribing of
fluids)



End Of Life Care (EOLC):
Specialty Palliative Care input is always helpful. Medical Reviewers have noted the
importance of involving the palliative care team and involving them earlier.
Sometimes lack of recognition of dying by clinical teams, despite clear deterioration - not
referring to Palliative Care Team, or very late referral.
Agreed action: Palliative Care team undertaking an audit of patients who died shortly after
being referred, ie. before being seen by the palliative care team.
Progress update: Audit data collection delayed by surge in COVID cases.

28. Themes and agreed actions are discussed and noted at the Trust RADAH Committee.
29. Learning also continues to be fed back through departmental Quality and M&M meetings. Mortality
Reviewers presented examples of SJRs at the Surgical Quality Meeting in September and Medicine
Quality Meeting in November 2020.
30. In addition to the above, a number of positive themes were identified from the SJR’s:


Palliative Care Team input at End of Life:
Always improved quality for End of Life Care for patient



ITU outreach service:
8
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Good assessments and documentation by ITU SHOs, who always obtain advice from their ITU
consultant.


Good quality of care and decision making within Haematology and Oncology, COTE and
Orthopaedics (documentation as well as quality of content).

Serious Incident investigations
31. Eight Serious Incidents were reported to the commissioners in Quarter three.
‘Unexpected/potentially avoidable death’ was the reason for reporting in two of these cases.
Rapid Response Reviews were undertaken for both of these cases which were then reported as a
Serious Incident. The incidents occurred in Women and Children’s Division and in the Renal Division.
32. Three Serious Incident investigations were concluded during Quarter three; none of these were
reported as ‘unexpected/potentially avoidable death.’

The COVID pandemic
33. The first COVID 19 death at the Trust occurred on 9th March 2020 and to the end of Quarter three
there were 456 deaths recorded. 176 deaths occurred in Quarter three. To date, 168 (36.8%) of
these have received an SJR. The chart below shows the number of deaths per month since the
beginning of March for COVID 19 and non covid 19 alongside the numbers of deaths seen in the same
period in 2019.

34. There were 4 cases of COVID related deaths reviewed by the team where overall care was rated as
poor or worse. The theme for these was a lack of senior input. In the last quarter, no covid cases had
poor care overall.
35. The team have also looked at the non-COVID deaths, and are currently analysing whether there are
any emerging issues or differences in care.
36. The information presented below on pages 12 and 13 presents an overall analysis of the SJRs
undertaken and a comparison between the COVID and non COVID patients. The overall scores are
the same or slightly higher across each stage of care for COVID patients.
9
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The Medical Examiner Service
37. The Medical Examiner Service has been in place since July 2020. It consists of five Medical Examiners
(ME), including a Lead Medical Examiner, Medical Examiner Officer and Deputy Medical Examiner. It
is supported by a named Associate Medical Director for Quality and the Associate Director for
Diversity. It provides a Monday to Friday service that currently covers patient deaths occurring in the
Trust’s acute hospitals. MEs are senior medical doctors who are trained in the legal and clinical
elements of death certification process. The ME discusses the cause of death with the informant
(usually a close relative of the deceased) who will be registering the person’s death, to provide
information, answer any questions and check whether they have any concerns with care that could
have had a role in that person’s death. The ME alerts the Medical Review Team consultants if there is
a death where there may be concerns about some aspects of care, and the Medical Reviewer
undertakes an SJR.
38. The Medical Examiner service was reviewing 80-100% of deaths. However, currently ME reviews are
being severely impacted by the surge of COVID cases and consequent increase in mortality.
Currently, approximately 50% of deaths are subject to full ME scrutiny. The Regional Medical
Examiner is aware of the situation, which is affecting all Trust ME services. A ‘safety net’ process is in
place for any concerns that are noted. In addition, two of our MEs have increased the time they are
providing to the ME service. The Trust has also obtained support from re-deployed consultants to
complete death certificates and cremation forms, to help families to be able to register their loved
one’s death in a timely manner wherever possible.

Recommendation:
39. The Board is asked to note the report.
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Appendix one: Deaths Flagged for a Level One Mortality Review
1. Learning Disability Alert is present in iPM
2. Patient is less than 18 years old
3. Patient was discharged from any division other than Medicine
4. The patient’s method of admission was elective.
5. The cause of death recorded on iPM includes the word ‘sepsis’
6. The cause of death recorded on iPM includes the word ‘coroner’
7. The death has an ‘amenable to healthcare flag’ (this is based on diagnosis of the conditions in
appendix two (some of these have an additional age criteria)
8. Where the patient’s diagnoses includes any code from Chapter F : Mental and behavioural
disorders
9. Where the patient’s diagnoses includes J96, J80 or R092 (Acute Respiratory Failure) Dr Foster
Alert earlier in 2017.
10. Where the patient’s diagnoses includes I46 or I49.0 (Cardiac arrest)
11. Where the patient has had any incident recorded on Datix where the date of incident was
between their date of admission and date of death.
12. When the Mortality Review Required flag on iPM has been marked as ‘Yes’

13
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Appendix two – Amenable to Healthcare
Acute abdomen, appendicitis, intestinal obstruction, cholecystitis / lithiasis, pancreatitis, hernia
Asthma
Benign Neoplasms
Cerebrovascular diseases
Complications of perinatal period
Congenital malformations, deformations and chromosomal anomalies
Diabetes Mellitus
Epilepsy and status epilepticus
Gastric and duodenal ulcer
Hepatitis C
HIV/AIDS
Hodgkin's Disease
Hypertensive Diseases
Influenza (including swine flu)
Ischaemic heart disease
Leukaemia
Malignant melanoma of skin
Malignant neoplasm of bladder
Malignant neoplasm of breast
Malignant neoplasm of cervix uteri
Malignant neoplasm of colon and rectum
Malignant neoplasm of thyroid gland
Misadventures to patients during surgical and medical care
Nephritis and nephrosis
Obstructive uropathy & prostatic hyperplasia
Pneumonia
Rheumatic and other valvular heart disease
Selected invasive bacterial and protozoal infections
Tuberculosis

14
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Trust Board of Directors in Public
Report Title

Contracts Awarded Over £50k

Meeting Date

12th March 2021

Lead Executive

Rakesh Patel, Chief Finance Officer

Report
Author

Rakesh Patel, Chief Finance Officer

Summary

At its meetings in January and February 2021, 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.

3.1

The schedules reviewed by the committee are attached.

Recommendation The Trust Board is invited to not the schedule of contracts over £50k.
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Contracts awarded in excess of £50,000 over contract life –
December 2020
NB: Include within the monthly report greater explanation as to why number of providers were approached etc. in order to give greater clarity.
Contract Award
Date

Company

Description of Contract

Procurement
Method

Reason No.
No. Bids Annual
for
Suppliers Received Value (£)
Waiver Invited
to Bid
No Contracts Awarded in December 2020

Contract
Value (£)

*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
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Contracts awarded in excess of £50,000 over contract life –
January 2021
NB: Include within the monthly report greater explanation as to why number of providers were approached etc. in order to give greater clarity.
Contract
Award Date

Company

19TH JANUARY
2021

MBI HEALTHCARE
TECHNOLOGIES
LTD

22ND JANUARY
2021

BOXXE LTD

22ND JANUARY
2021

SERVELEC
HEALTHCARE LTD

Description of Contract

MBI COMMISIONED WORK –
BOOKING SERVICE SUPPORT.
JANUARY - MARCH
MICROSOFT SERVER CLOUD
ENROLLMENT ANNUAL RENEWAL FOR SERVER OPERATING SYSTEMS AND MS SQL LICENSING
CHANGE CONTROL NOTICE –
ROLING CONTRACT DATED 8TH
DECEMBER 2020 FOR 9
MONTHS

Procurement
Method

Reason for
Waiver

No.
Suppliers
Invited to
Bid

No. Bids
Received

Annual
Value (£)

Contract
Value (£)

Direct call off
from G-Cloud
Framework

n/a

1

1

61,540

61,540

CCS FRAMEWORK – G
CLOUD

n/a

1

1

501,169

501,169

Contract
Change Notice

n/a

1

1

149,571

149,571

Direct Call off
from CCS
Framework

n/a

1

1

50,000

50,000

CCN014 – SBS15CRWAS8387
28TH JANUARY
2021

PPL (PRIVATE
PUBLIC LTD)

SWL SELF ASSURANCE WORK –
CEO TO LEAD ON PROJECT
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29TH JANUARY
2021

UPTODATE INC

12 MONTH SUBSCRIPTION FOR
UPTODATE – APRIL 2021 –
MARCH 2022

Tender Waiver

STA410 –
goods & services only
available
from one
supplier

CONSULTANCY SERVICES FOR
STRATEGIC CASE – FINANCE
SUPPORT

Direct Call off
from CCS
Framework

n/a

1

1

77,296

77,296

1

1

54,220

54,220

Funded from BYFH Programme
22ND JANUARY
2021

PA CONSULTING
SERVICES LTD

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
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BOARD OF DIRECTORS’ MEETING
Report Title

Use of the Trust Seal - Deed of Variation and Release

Meeting Date

12th March 2021

Lead Executive

Trevor Fitzgerald, Director of Estates, Facilities and Capital Projects

Summary

The Trust seal was used in February 2021 for the completion of a Deed of
Variation and Release.

Agenda No.

3.2

This document was between the parties comprising the Trust, Senior Living
Urban (Epsom) Limited and South Eastern Power Networks plc and was to
record the moving of HV Cables on the Epsom Hospital site.
The document, which was prepared by the Trust solicitor Capsticks and
solicitors for South Eastern Power Networks, was 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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