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Agenda 04/12 
Minutes of Public Board Meeting 

 
Thursday 24 November 2011 

 
Medical Education Centre, Watford General Hospital 

   
     
Board of Directors in attendance 
 
Thomas Hanahoe  Chairman 
Katherine Charter  Non Executive Director (Vice Chair) 
Stuart Lacey    Non Executive Director 
Sarah Connor   Non Executive Director 
Chris Green   Non Executive Director 
Mahdi Hasan   Non-Executive Director 
Robin Douglas  Non-Executive Director (Co-opted) 
Jan Filochowski  Chief Executive 
Natalie Forrest  Director of Nursing  
Colin Johnston  Medical Director and Director of Patient Safety 
Anna Anderson  Director of Finance 
 

 
In attendance  
Patricia Duncan Company Secretary 
 

 
Also in attendance for specific items 
Mark Vaughan Director of Workforce  
Chris Pocklington  Director of Delivery  
Elizabeth Rippon Director of Communications 
Eric Fehily Associate Director of Estates 
Kyle McClelland Associate Director – Strategic Developments 
 

 

Agenda 
Item 

Comment Action 

 OPENING ITEMS  

159/11 Chair’s Opening Remarks 
 
TH welcomed the Board and members of the public to the 
meeting and also welcomed Andrew Moore to present the 
performance report on behalf of the Chief Executive. 
 
TH advised that SL’s terms of office as a non-executive 
Director would ending at the end of November.  On behalf of 
the Board, the Chair thanked him for all he had done for WHHT 
during the last four years and in particular for his contribution 
as Chair of the Finance Committee.  TH noted SL would be 
replaced by Phil Townsend who is a Director of BT Open 
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Reach and who would join the Trust on 1 December. 
 
TH also noted that SW is leaving to take an Executive 
Directorship at Luton and Dunstable Hospitals Foundation 
Trust.  The Chair advised that DB, who was with us for a short 
time as Director of Partnerships, has taken a role as CEO with 
a PCT in the midlands. 
 
TH noted we have finally signed the Tripartite Formal 
Agreement between the Trust, the Department of Health and 
the Strategic Health Authority.  This agreement sets out the 
obligations of each of the parties with respect to the Trust’s 
Foundation Trust application.  TH noted it was good to get this 
underway and thanked LR for her work on this. 
 
TH noted the improvements in A&E performance and that the 
Board should be proud of this achievement.  On behalf of the 
Board, TH wished to congratulate all involved.  CP confirmed 
that the Surge Ward would be opening on 8 December and 
noted the building work is progressing speedily.  He was 
delighted with both the quality of the work and the response 
and support given by clinical staff.  TH observed that the Board 
could look forward to facing the forthcoming winter pressures 
with more confidence than last year. 
 
TH also wished to acknowledge recent improvements in the 
Trust’s reference costs.  Comparing them with other District 
General Hospitals, the Trust has improved from 101% of 
average cost to 94% of cost.  This means we are 6% more 
efficient than the average Trust, which was gratifying to record. 
 
TH also noted that NF recently gave a presentation to the 
regional Directors of Nursing forum on our procedures for 
managing serious incidents and never events.  The Chair 
noted that a tool developed by the Trust was very well received 
and a request had been made by Addenbrookes Foundation 
Trust for details of it. 
 
Finally TH advised he had enjoyed an evening in London at the 
Health Service Journal Awards with staff representing two 
shortlisted teams.   
 
TH advised that because of an additional item for discussion at 
the part 2 meeting, the ward visits were cancelled.  He advised 
that these visits would be made by local agreement.  He 
wished to be assured, and was, that all outstanding issues 
have been addressed following the previous visits.   

160/11 Apologies 
JF 
 

 

161/11 Declarations of Interest 
 
No new declarations were recorded in relation to the agenda or 
amendments made to any previous declarations of interest. 
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162/11 Minutes of the previous meeting (and summary of Board 
Seminar)  
 
The minutes were approved as a true record of the meeting 
held on 28 July 2011 and the summary of the seminar meeting 
on 25 August 2011 was noted.  AA asked the Board to note the 
work to progress some initial scoping in relation to IT needs 
developed with the support of SL. 

 

 

163/11 Matters Arising and Action Log from the meeting on 28 
July 2011 
 
All actioned and log updated accordingly. 
 

 
 

164/11 Chief Executive’s Report 
 
In the absence of JF, CP noted he will be providing an update 
on emergency care later in the meeting.  However key 
headlines to report were that the Trust continued to maintain 
performance in minimising same sex accommodation 
breaches.  The VTE target showed improvement and 
performance remained good in relation to emergency re-
admissions within 30 days of discharge.  However delayed 
transfers of care remained a challenge and work continued 
with community services and GPs to secure improvements.  
 
TH invited AM to comment on the performance report in the 
absence of JF.  AM noted the report was now Red, Amber, 
Green (RAG) rated and included a comments section to 
provide narrative to exception reports, eg issues around breast 
clinic attendances.  TH invited questions or comments.  SC 
noted her concern about the issue of patients who fall outside 
the 18 week target – she recalled recent media coverage of 
‘hidden waiters’.  AM confirmed we had no such patients.  CP 
cautioned that last year saw high volumes of elective 
cancellations as a consequence of winter pressures and we 
should be prepared to mitigate this to maintain the 18 week 
target.   AM advised that patient choice was a factor in waiting 
time performance, noting that patients who chose not to have 
treatment within the timescale are nonetheless recorded as a 
breach on the part of the Trust.   
 
RD asked how the current higher than anticipated admissions 
will affect winter preparedness and CP noted that recent 
system improvements and expansions of capacity had been 
put in place to mitigate these risks.   
 

 
 
 

  
STRATEGIC REPORTS 
 

 

165/11 Financial Strategy 
 
TH commended AA on the quality of this paper particularly its 
clarity in describing the strategic focus for financial 
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management.  AA noted the document set out the technical 
and structural financial issues as well as the cultural 
challenges that needed to be addressed by the Trust.  SL 
endorsed the Chair’s comments which reflected discussions at 
the recent Finance Committee meeting.  SL noted a danger for 
the next financial year would be the receipt of funds from our 
primary commissioner before services are delivered.  SL 
cautioned that this money should not be used simply to fund 
operating deficits.  AA agreed the Trust needs to make some 
temporary adjustments next year until the loan re-scheduling is 
finalised.  TH asked if the Board agreed to the strategy set out 
in the paper and all members did. 
 
CG queried why the Trust’s staffing costs appeared to be high 
and AA explained this related to the PAs given to medical staff 
to undertake clinical and associated activity, including research 
and clinical audit, resulting in their receiving more than 100% 
of salary.  AA noted the figures were taken from a McKinsey’s 
benchmarking exercise which looked at spend on certain staff 
groups against activity.  MV noted issues for this Trust are that 
medical staff work off multiple sites and another is the vicinity 
to London where rewards are higher.  CJ noted the Meridian 
work is focusing on Value for Money from medical staff PA 
sessions, including whether they are they being utilised for the 
purposes for which the PAs are intended (ie clinical audit, 
specific professional responsibilities, research).  TH noted that 
this is a most significant issue for the Trust and for the NHS at 
large and was being addressed through arrangements for 
agreeing consultant job plans, clarifying reporting 
accountabilities and agreeing how they will be managed and 
formally monitored.   
 
RD noted the reference to service line reporting (SLR) and 
reflected on a recent presentation to the Finance Committee.  
RD was reassured we were developing a positive view about 
the general direction SLR is heading.  TH noted it is a theme 
that percolates the paper, recalling that on page 3, asset 
utilisation and estate rationalisation, the paper looks at cost of 
space used.  Under SLM (service line management), in which 
groups of staff have to manage their resources, we could 
consider charging for such space, thus encouraging 
departments to factor in the infrastructure and assets they are 
utilising when attributing costs to services.  MH agreed with the 
paper and asked for clarification on how implementation is 
being overseen.  SL believed the paper sets the parameters for 
the discourse the organisation will have to undertake to 
address long term viability.  AA sees the paper as making 
explicit the assumptions reflected in the IBP and LTFM.  She 
believes it is important that these are explicit and that the 
principles set out should be taken forward under the scrutiny of 
the Finance Committee.  TH commented that the paper 
outlined the landscape within which decisions about the future 
need to be made.   RD observed he would expect AA, as a 
member of the Board, to keep an overview and return to the 
Board with a progress update on this strategy.  AA confirmed 
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she was happy to do this.   
 
TH asked the Board to confirm its support for SLR and SLM 
and this was agreed.  KC noted this was a corporate objective 
and it was agreed that progress would be assessed by the 
Finance Committee.  AA noted implementation of SLR would 
be an on-going process and that whilst good progress has 
been made, dialogue is required to work through the utilisation 
of the approach – to ensure staff understand the data it 
provides to inform appropriate decision-making.       
 
TH asked about the duration of the Big Ask.  AA noted our 
plans take us to 2015 in line with the IBP however she noted 
the need continually to monitor and respond to emerging 
issues.  TH observed that the borrowing facility outlined 
provides a sense of the possible solutions and thanked AA for 
the excellent paper. 
 

AA 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

166/11 Tripartite Agreement 
 
LR introduced the Agreement which sets out the timetable and 
activities for achieving FT, which was endorsed by the Board. 
TH thanked LR. 
 

 

167/11 Procure 21 
 
EF introduced the background to this agreement noting this 
contract would support delivery of the agreed capital schemes, 
of which 12 were approved and a further 12 were awaiting 
approval.  Board sign off was required in accordance with 
Standing Financial Instructions as the contract was over £1m 
in value.  EF explained this approach was applied to ensure 
high quality delivery within a robust management framework.  
EF noted that all executive directors were required to sign off 
the contract.  The Chair signalled that the Board was in 
agreement and the Contract was approved. 
 
TH asked specifically what the money would be used for and 
EF advised funds will be used to deliver the estates resilience 
and compliance work identified as necessary to sustain safe 
care.  EF was asked if he was confident this will deliver the 
work we need.  EF noted the work is being prioritised to ensure 
the strengthening of the estate and the risk assessed 
improvement programme was developed in close cooperation 
with the Director of Nursing and the Director of Delivery. 
 

 
 
 
 

168/11 Board Assurance Framework 
 
CJ presented the Board with the latest iteration of the 
Assurance Framework and the summary report which 
proposed the inclusion of the risks relating to junior medical 
staffing and also the risks relating to the current management 
model for maternity theatres.    
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CJ recalled that the BAF was subject to a deep dive review 
which was discussed at the Audit Committee and thereafter 
taken to DSG where it will be reviewed on a bi-monthly basis in 
advance of each formal Board meeting.  TH asked for 
comments and all agreed the BAF provided a good synopsis of 
the risks.  SC noted that every risk had been updated and that 
this gives her, as a non-executive director, assurance that it is 
used as the key tool that reflects the management of the 
organisation’s key risks. 
 
RD felt there was a good connection – there was little that he 
saw on the BAF that he didn’t know about.  SC noted also that 
the Board cover papers are now quoting the BAF risks relevant 
to the paper.  The Board noted the assurance framework and 
approved the changes in risk ratings and the summary risk 
profile relating to the distribution scores.  The Board was 
confident that sufficient mitigation against the strategic risks 
had been identified.   

169/11 Capital Programme 
 
AA introduced the paper which set out the options for dealing 
with the additional commitment required to fund the recent 
capacity works in maternity and the creation of the Surge ward 
and the clinical decision unit.  The paper reflected that the 
Trust needs a better planning process for future programmes.  
TH emphasised that it was important not to engage in 
significant unplanned expenditure.  SC noted this expenditure 
was the result of requirements identified in year to address 
capacity issues.  TH was concerned that these issues had not 
been forecast sooner and were not therefore in the current 
plan.   
 
SL asked for clarification on the figures set out and KM advised 
they reflected that we did not achieve the capital receipts set 
out in earlier plans.  
 
NF wished to note that whilst she agreed we have to work to 
agreed plans there may be patient safety risks that emerge in 
year that would require some flexibility around expenditure.  
CG agreed but believes this should be addressed by 
identifying what should be deferred within the plan to 
accommodate the emerging requirements.  CP agreed but 
noted that the expansion work, once agreed in principle, 
needed to be taken forward with speed.  RD noted, in SW’s 
absence, that she had previously expressed concerns about 
this unplanned expenditure.  KC recalled that when the Board 
received the presentations she believed the scale of the work 
was not fully appreciated as there was incomplete financial 
information.  She commented it would have been helpful for 
the Board to have received a broad outline of the commitments 
required.   
 
KC asked whether the Capital Programme was net of 
transformation funds and AA clarified we have revenue costs 
for 12 months but thereafter it would be for the Trust to service.  
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KM noted the CDU had been capitalised to assist with the 
revenue position however the detail and scope of the schemes 
were changed and the focus was to achieve the time pressures 
that were agreed.  TH noted that if a plan has been determined 
and priorities are subsequently altered they need to be 
managed.  TH observed that not all capital is spent, despite the 
immense scale of our estates improvement needs and that it 
was important to ensure that agreed investments were 
completed within year.  AA noted that now that the Procure 
Contract has been signed the work will progress and will be 
completed by year end. 
 

170/11 SHA Wide Procurement of GP Pathology Services 
 
AA presented the report on the Pathology Transformation 
Project initiated by the SHA.  AA noted the Trust was working 
with 3 neighbouring Trusts as a consortium to develop a bid.   
AA cautioned this was a very ambitious project in terms of 
timescale and finance, with a number of service risks and risks 
to staff, which the Trust was working through. AA noted that if 
the Trust chose to opt out of this initiative it would not be able 
to influence the outcome and this could result in net loss of 
income.  It was therefore important to be involved in the 
consortium.  TH queried the origin of this initiative and AA 
confirmed this was a process initiated by the EoE SHA, and 
that similar exercises are underway elsewhere as part of a 
national QIPP initiative.  NHS Trusts have no choice but to 
participate.  MH asked whether the Trust’s concerns have 
been communicated to the SHA and AA noted we have 
escalated concerns, particularly about timescale and scale of 
change.   
 
Asked about the benefits for patients as a consequence of this 
change, AA responded that the initiative was intended to 
provide high quality pathology services to GPs and hospitals at 
lower costs.  AA noted there were challenging requirements 
within the initiative about turnaround times and improvements 
within phlebotomy services in the community.  However the 
key aim of the national initiative was to achieve efficiency 
benefits.   
     
CJ noted there were concerns from GP commissioners. Whilst 
it was acknowledged that elective work could be done more 
cheaply, this subsidised the costs of emergency work.  
Patients may therefore see no improvements in quality but 
Trusts will need to accept that it would cost more to maintain 
emergency pathology services.  He summarised that there 
may be overall savings to the NHS but at the expense of 
additional cost pressures for acute Trusts.  CJ observed there 
were also concerns relating to direct access to the laboratory in 
support of infection control activity.  CJ noted he was 
representing the views of the Infection Control team that the 
present on-site facility has influenced the great improvements 
the Trust has achieved in infection control.  TH asked if this 
change would result in an increased risk to be anticipated 
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around hospital acquired infections.  CJ believed this would be 
the case. The team believes that a dependency on information 
being transmitted via IT from laboratories over an hour away 
would dilute the strength of the working relationships that 
currently exist in these teams. 
 
TH observed that the area covered by the proposed 
consolidated service is large and asked for assurance that the 
project would be able to accommodate the additional risks 
described in the discussion.  CJ believed that clinicians 
perceive that these risks are being adequately considered.  
 
MV wished to note the impact of the initiative on staff and staff 
morale.  The Trust met with staff recently and committed to 
meeting them on a regular basis to keep them informed of 
progress.  MV cautioned there was a danger that key staff may 
leave the service.   
 
RD observed that there were many national projects for which 
local implementation has proved challenging and believed the 
Board needed assurance that the local consequences have 
been fully understood and were being managed.   
 
MH queried whether national projects have delivered what they 
promised (NHS IT).  MH believed that if there is a red flag risk, 
this must be brought to the Board as a matter of urgency.   KC 
noted if we were managing the process ourselves, there would 
be a plan B. 
 
TH asked for clarification about the options the Trust had in 
relation to its partners.  AA responded that a number of options 
were pursued within the 4 Trusts and the consortium has 
submitted to the SHA what it believed was the best option.  AA 
noted this was a competitive process in which another 
consortium could be successful.  MV clarified this could result 
in provision being based outside of Hertfordshire. 
 
MH asked whether the costs of the change have been built in 
to our financial plans.  AA advised this has yet to be 
determined and financial modelling is part of the process.  By 
participating in this the Trust is seeking to mitigate the impact 
of the potential of losing in excess of £7m in income from these 
services. 
 
TH noted this was a fast changing situation and we should 
have more information in a few weeks.  AA agreed to keep the 
Board informed. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
AA 

171/11 Decontamination 
  
CP noted the progress in progressing decontamination 
provision outlined in his paper and on developments in the on-
going management of endoscopy decontamination. 
 

 

172/11 Pill Packing Plan  
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CP noted his brief report on progress in relation to the Board’s 
agreement to sell the pill packing plant.  CG asked if the 
scheme was deliverable and KM noted the sale of the land 
should be achievable by the end of March.  TH noted that staff 
employed in the unit had challenged the rationale for closure 
and that it had been agreed that they could see the Business 
Case.  This should enable them to review the decision and 
provide a reference point for any further concerns they would 
wish to raise with the Trust.  However TH reiterated the Board 
had made the decision based on the need to achieve financial 
efficiencies.   
 

174/11 Finance Report 
 
AA noted that although progress is being made on Big Ask 
there is much to do in the remaining 4 months of the year to 
achieve the savings.  AA noted the graph that liquidity is lower 
than we expected it to be as a result of the delay in re-
scheduling the loans.   AA noted the on-going work with the 
PCT to pursue further transformation funding.  The Trust is 
also subject to fines for re-admissions and is working with the 
PCT to identify remedial action and system improvements.  
  
SL noted the income relating to outpatients’ follow up 
appointments and AA clarified that this tariff is low in order to 
discourage unnecessary follow up appointments.  AA agreed 
that SLR will support the better understanding of how to 
allocate costs by considering all the relevant elements of cost. 
 
CJ noted that there is a clinical drive to reduce follow up 
appointments and this has been underway for some time.  CJ 
suggested this may impact on the patient experience if further 
input is only possible via GP referral.  CJ noted that follow-ups 
are recorded as a loss on SLR.  AA noted it was helpful that CJ 
and other senior clinicians are involved in the SLR work.   
 
RD noted the staff spend and asked whether there was a 
medium term plan to address the failure to reduce headcount.  
MV responded there were a number of possible solutions, 
including NHS Professionals but noted the need for caution.  
MV noted the Trust was appointing middle grade doctors in A 
& E but is forced to use agencies because of the self employed 
status of this staff group.  MV also reiterated the challenges in 
recruiting to midwives and to some grades of theatre staff.  MV 
noted the recruitment Scrutiny Panel is our key control but that 
proactive work is also being taken forward by Meridian.   
 
TH noted that whilst he accepts there are some specific areas 
of challenge we are spending 10% on agency and bank staff, 
at a cost to the Trust of £8m.  TH asked if all areas of staff 
utilisation are being reviewed – he noted that the impact of 
holidays, particularly for consultants, can be costly.  MV 
confirmed the Trust no longer uses locum staff to cover holiday 
absence, focusing instead on better job planning and more 
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active management of annual leave entitlement to ensure it fits 
in with the service needs, without generating extra cost.   
 
NF wished to note a decline, albeit slight, that demonstrated 
our processes are much tighter.  MV advised that the current 
agency spend on medical staff is £4m per year, clarifying that 
consultants could be asked to deliver additional clinical 
capacity for which they receive ad hoc payments.  TH asked if 
it was possible to utilise time off in lieu for such additional work 
but MV advised this was not always feasible.   
 
MV agreed if we have capacity to spare as the Meridian work 
indicates, then we should be able to reduce the need for 
additional sessions.   
 
NF noted the Trust has recently appointed 20 new nurses – 
they are top quality and were recruited during the summer and 
all have now filled permanent vacancies.  RD reiterated he 
would like to receive details of the plans in place to reduce 
staff. 
 
TH thanked AA for the financial report. 
 

175/11 Emergency Pressures 
 
CP noted the comparison in his paper with performance in 
2010 and that the sustained achievement of the target will 
have a positive impact on the patient experience and the FT 
application. 
 
CP believed this heralds a step change in the hospital’s 
performance but cautioned we must be able to manage the 
forthcoming winter pressures.  CP noted we had maintained 
this position despite some unusually high admissions.  
 
The Board commended CP on this performance.  MH asked if 
there were plans for a formal opening of the Surge unit.  CP 
noted that the staff of the A&E, particularly the matron and the 
clinical director, feel very supported by the Board’s 
commitment to supporting improvements however he would 
consider a formal opening ceremony.  
 
LR updated the Board on internal communications in support 
of the new unit, via Management Matters, On the Touch and 
On the Pulse.  She believes people are aware of the unit and 
are being kept updated.  NF noted she was very supportive of 
recognising staff and MV noted that staff morale had been 
buoyed by the investment.   
 
CJ clarified the purpose of the clinical decision unit which is to 
enable patients who are likely to be in A and E for more than 
four hours but do not need to be admitted, to receive 
appropriate treatment prior to being discharged.  So far 150 
patients had been seen in the CDU, of which a significant 
number would have breached or would have been admitted to 
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the AAU unnecessarily.  NF clarified there are currently 6 beds 
but we would be increasing to 8.  NF also wished to note that 
some of the improvements were achieved through the 
commitment of medical staff and the changes they have made 
to their practice and CP noted that Dr Michael Clements 
(Divisional Director) had made a significant contribution to 
these changes. 
 
The Chair asked how the CDU related to the waiting targets 
and NF clarified that it is a nationally agreed, formal pathway.  
The types of patients who are admissible to a CDU have been 
described within the pathway (ie a patient requiring analgesia, 
or nebuliser where they would be expected to recover and not 
require admission). 
 

176/11 Infection Control 
 
CJ noted the report and the progress that continues to be 
made.  CJ wished to note that the continued reporting of 
Infection Control to the Board was questioned in a recent 
quality governance review on the basis that the Trust has 
sustained its achievement of challenging targets.  TH observed 
he had also discussed this with the auditor.  The Board 
believed infection control is still very important to patients and 
the public and therefore the Board should continue to receive 
these reports.   
 
NF suggested that if the Trust is able to sustain performance 
through the forthcoming months it should consider integrating 
quality information into future performance reports.   
 
TH commended CJ for his report. 
 

 

177/11 
 
 

Serious Incidents 
 
CJ reported that there are no themes other than mandated 
issues such as pressure ulcers.  CJ noted that one of the areas 
reviewed in the recent unannounced visit by the Care Quality 
Commission (CQC) was the Trust’s systems for managing 
serious incidents and never events.  The CQC determined the 
Trust was fully compliant with this essential standard (Outcome 
16).   TH wished to note CJ’s considerable achievements in 
strengthening our processes, recalling the previous discussion 
and the interest other hospitals are taking in the Trust’s Never 
Events Gap analysis tool.  CJ praised the achievements of the 
Risk team in this regard. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

178/11 Nursing Quality Indicators 
 
NF took the Board through her paper which set out the 
progress being made in key nursing quality metrics, noting 
particularly the work to improve the assessment of risk of falls 
and how we mitigate such risks.  NF noted that complaints 
reporting had been adjusted to reflect more accurately the 

 
 
 
 
 
 
 



12  
 

progress being made. 
 
NF noted the target in relation to caesarean sections and the 
Trust’s commitment to increase vaginal deliveries, despite the 
recent decision by NICHE that supports patient preference.   
CG noted complaints relating to the delivery suite and NF 
believed this related to issues along the care pathway and CJ 
confirmed this was reviewed at ISE and is considered to be a 
consequence of the pressures felt by the service at the time.  . 
 
TH asked about the standard relating to nutrition and NF 
explained the nurses are auditing all wards against 5 key 
actions that need to be undertaken to ensure patients’ 
nutritional needs are managed appropriately.  The AAU had 
recently started the audits and this explains the poorer 
averages  but NF anticipated this would be reversed once the 
audits were embedded in the AAU.   
 

 
 

179/11 Deep Dive Review of Complaints 
 
CG took the Board through a report following his deep dive 
review of a sample of complaints received in August. 
 
CG outlined the themes and was pleased to note that learning 
from complaints was evident.  He noted that not all staff 
communicated in the way that was appropriate however overall 
the responses to complainants were of high quality, despite the 
complexity of many.  CG believes there were some 
recommendations that could turn the ‘silver standard’ system 
into a ‘gold standard’ and these were reflected in his paper.  
CG suggested the next deep dive review could focus on Trust 
wide learning.  CG noted there is the CLIP group and it might 
be useful to review the group.   
 
Finally CG suggested the team could be re-named to confer a 
less negative connotation to the work of the team.  NF wished 
to thank CG for the time that he took to undertake this review 
and to thank KC as it was her original suggestion.  NF would 
consider a new name for the team and suggested inviting 
ideas from patients and public.  LR noted that it was a strength 
that we signpost patients to complaints.  TH asked about next 
steps and invited a volunteer to look at the wider learning from 
complaints.  MH agreed to liaise with NF to progress a review 
of wider learning.   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
NF 
MH 

  
COMMITTEE REPORTS 

 

180/11 Quality Account Progress Report 
 
NF noted this was the first such report and that it required 
further development.     
 

 
 
 
 

181/11 Progress on QIPP Strategy for Patients with Learning 
Disabilities and Autism 
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NF introduced the report noting the Trust is recognised within 
the East of England for its progress in better meeting the 
needs of patients with Learning Disabilities.  The Trust was 
one of the first in the region to develop such a strategy.  In 
response to a question from RD, NF noted that the leads for 
this work are the Adult Safeguarding team in partnership.. 

 

182/11 Nursing and Midwifery Strategy Progress Report 
 
NF introduced this report and noted that she would hand over 
to SC to talk about her involvement in the ‘adopt a ward’ 
initiative. 

 
SC noted she was extremely impressed with the quality of the 
care she observed and the environment in which patients are 
cared for on the ward she has adopted.  She noted the 
progress made to achieve gold standards in all aspects of care 
and in particular how the ward staff understand and meet their 
safeguarding responsibilities.  SC believed the initiative was an 
excellent way for non-executive directors to understand better 
how patients are cared for within the Trust. 
 
TH observed it was good to see the self analysis and peer 
review reflected in the report.  
 
NF asked for a volunteer to adopt Elizabeth Ward, a 
gynaecology ward.   KC volunteered. 
 

 

183/11 Deanery Visit 10 October 2011 
 
CJ reviewed that the Trust received a follow up visit from the 
Deanery on 3 October, following the earlier Foundation Visit 
that took place in June.  CJ noted there were a number of 
issues that were raised by the Deanery and CJ reviewed the 
actions taken immediately to address concerns raised.  He 
noted that an action plan had been developed and was being 
taken forward by the Deanery Action Group, which he chaired.   
 

 

184/11 Care Quality Commission (CQC) Visit 2 November 2011 
 
CJ noted this was triggered following the Deanery Visit in 
October.  The CQC has produced a draft report which the 
Trust is currently reviewing for accuracy.  CJ clarified that the 
Trust was found to be compliant with Outcome 9, Medicines 
Management and Outcome 16. Assuring the Quality and 
Safety of services. 
 
CJ noted the issue of concern related to Outcome 14 and the 
assessors were concerned about support for junior doctors, as 
raised following the Deanery Visit.  In response to a question 
by TH, CJ noted some of these issues, relating to support for 
junior doctors between the hours of midnight and 8.00 pm are 
not unique to this Trust and were not easy to resolve as they 
were not attractive posts to recruit to permanently.  He noted 
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however the Trust has appointed middle grade locum posts to 
the midnight to 8.00 am shift, despite this creating significant 
cost pressures because of the high costs of utilising locums.   
 
NF wished to note that WHHT consultants work until much 
later than in many other organisations, including the London 
teaching Trusts.  MV noted that the national contract means 
we cannot contractually enforce consultant presence during 
the period in question. 

185/11 Visit by Health and Safety Executive on 3 November 2011 
 
MV reported the feedback report from the visit was very 
positive and we await the formal report.  MV noted the 
inspector indicated he was satisfied the Trust was robustly 
progressing the programme of works.  The only concern 
relates to the exit to Vicarage Road which is being addressed 
by EF. 

 

186/11 Dr Foster Hospital Guide 
 
CJ wished to note that the next edition of this Guide was due to 
be published in November.  Dr Foster indicated its intention to 
record the number of wrong site surgery events reported.  
However the Trust provided further detail about recent 
incidents which has prompted Dr Foster to conclude that these 
incidents should not be included in the Guide.  CJ wished to 
note the Guide would also include the Dr Foster mortality 
metric.  He notes that the metrics recorded by CHKS and 
RAMI reflects our low mortality rates.  Dr Foster’s index places 
us lower in the first 2 quarters and more recently at 86.  The 
DH indicator the Summary Hospital Mortality Index (SHMI) 
places us as 106 but this is within normal limits 
.   
TH asked if it was likely all 3 methods of calculating mortality 
will be retained.  CJ feels they would remain – he believes that 
commercially Dr Foster and CHKS would want to continue and 
the DH had developed its own via SHMI.   
 

 

187/11 We’ve been listening, have you been learning 
 
NF wished to note this report released from the Patients’ 
Association and that she has reviewed the cases.  NF wished 
to assure the Board she believes that from the reports received 
today the Board can be assured that such experiences are not 
likely to be reflected in this Trust.  The Board concurred. 

 

188/11 Standing Orders, SFI, Scheme of Delegation 
 
AA noted that although these had been reviewed by the Audit 
Committee, JF was concerned about the limits and AA advised 
further changes.   With those caveats the Board approved the 
documents. 

 

189/11 Audit Committee 
 
SC noted the changes to the Committee’s terms of reference 
which had been made to reflect the recommendations 
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contained within the Audit Committee Handbook.  The Board 
approved the terms of reference. 

190/11 Professional Standards Committee 
 
NF noted the discussion at the July Board about the benefits of 
strengthening clinical governance through the creation of a 
Professional Standards Committee.  She noted the draft terms 
of reference proposed and asked for the Board to approve this 
approach and the terms of reference.  The Chair noted the 
Board’s agreement.   

 
 
 
 
 
 
NF/CJ 

191/11 SC noted her brief overview of the Audit Committee meeting of 
the 10 November.  She wished to note that in the Procurement 
Audit one department was identified as not adhering to the SFI.  
AA has said she would communicate the changes agreed 
today to remind everyone about the importance of adhering to 
them. 

 
 
 
AA 

192/11 Finance 
 
SL wished to note a couple of points in his report, the first the 
risk relating to the delay in rescheduling of the loan 
repayments and secondly the very tight margin relating to cash 
balances, even assuming delivery in full of the Big Ask targets.  
The Committee believes these present major risks to the 
Trust’s on-going solvency.  SL noted the Finance Committee 
had asked for a report on progress on delivery against the Big 
Ask plan at the next meeting. 
 
SL noted the need to obtain support from the PCT pending the 
loan re-scheduling and the Committee has asked AA to write to 
the PCT to progress this. 
 
SL noted that Dr Tony Divers was unable to attend the SLR 
discussion but would attend the next Committee.  CG noted he 
would require a draft of Big Ask 12 to be reviewed at the 
February development day. 

 
 
 
 
 
 
 
 
 
SW 
 
 
AA 
 
 
 
 
 
SW 

193/11 IRGC  
 
MH noted his report and that the Committee agreed the 
creation of a Business Risk Register to record those risks for 
which there is no divisional or corporate register – this would 
cover workforce risks, IT risks and others as identified. 

 

194/11 Strategy Sub Committee 
 
CG noted the formalisation of the Ad Hoc Strategy Group into 
a sub-committee of the Board and asked the Board to approve 
the changes to its terms of reference.  TH commented that we 
have a named person as Clerk and asked this be changed to a 
title (Associate Director of Health Planning).  All members were 
happy with the terms of reference and they were approved. 

 
 
 
 
 
 
 
CG 

202/11 In the absence of an agenda item, TH invited KC to report 
back on the recent meeting of the Charitable Funds 
Committee 
 
KC reported on a very positive meeting at which NF was 
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present and the Committee was happy to allocate a sum of 
money which can be used for priorities informed by the nursing 
staff.  KC believed this was an extremely positive development.  
The Committee also discussed the need for the Board to give 
consideration to how to progress a more formal fund raising 
approach for the future. 
 
RD noted that some funds are not utilised as swiftly as they 
should be and the Committee had asked that fund holders 
should be reminded of their obligations in this regard.  

 
 
 
 
 
 
 
 
AA 

  
PATIENT SAFETY 
 

 

195/11 TH asked the Board if any member would like to raise any 
areas of concern regarding patient safety.  NF noted that the 
Board earlier in the agenda discussed the Pathology changes 
and their impact on patient safety, about which the Trust has  
some concerns.    
 

 

196/11 Local Involvement Networks (LINks) 
 
LINks were not represented and there were no issues raised in 
relation to LINks. 
 

 

  
Items for information 
 
The following items were taken as read 
 

 

197/11 The minutes of the Integrated Risk and Governance 
Committee held on 14 July 2011. 

 

198/11 The minutes of the Finance Committee held on 14 July 2011. 
 

 

202/11 SC noted the Audit Committee minutes of 15 September were 
not included with the papers and it was agreed these would be 
circulated with the Board minutes.  

 
SC 

  
Concluding items 
 

 

199/11 Urgent business 
No additional items of urgent business were raised. 
 

 

200/11 Questions from the public 
 
A member of the public expressed concern that an issue he 
brought to the previous meeting was not recorded in the 
minutes.  The Chair apologised for this omission and would 
ensure the minutes are updated accordingly.  The member of 
the public had expressed concern there was disparity between 
the PCT’s view and this Board’s view of care relating to 
patients who had suffered a Transient Ischaemic Attack (TIA).   
 
CJ recalled he had to leave the last meeting early but 
explained this target is for patients at high risk following TIA 
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who have to be seen within 24 hours of the event.  Firstly the 
patient attends the GP who refers to WHHT following which the 
patient needs to be seen within 24 hours.  CJ advised that the 
Trust is analysing performance each month and reviewing 
patients not seen within the required timescale.  Of those, one 
patient was referred by a GP after 3 days; one patient did not 
attend until 4 days after he was referred and one patient was 
seen after the 24 hour target. 
 
CJ emphasised the Trust’s commitment to ensuring this target 
is achieved but noted the issues largely relate to what happens 
at the GP referral, including the extent to which patients 
respond to the advice given.  CJ advised there is a daily clinic 
for TIA patients and the Trust is considering the need for a 
week-end clinic.   
 
The questioner observed it would have been helpful if the PCT 
had received the above information which may have resulted in 
a better informed discussion at its board meeting.  CJ noted 
the PCT is fully informed about the issue and NF noted PCT 
Board members would be present at the meeting in January 
and suggested the questioner take this issue to that meeting. 
 
The questioner also wished to make an observation on the 
discussion for item 176/11 (infection control) that from a public 
perspective he finds the report in its current form helpful as it 
enables him to provide an appropriate summary in his 
communications to the local community.   TH noted the Board 
agreed to review the proposals in relation to exception 
reporting.   
 
Another member of the public wished to comment on the 
discussion relating to TIA – she attended the PCT meeting and 
was concerned that this is a wider issue and that if GPs do not 
refer appropriately then patients will not receive the appropriate 
treatment. 
 
She wished also to convey her thanks to NF for taking her on a 
tour of the maternity unit which was very interesting.  In answer 
to her question about C-section rates NF explained that our 
more complex case mix lends itself to higher levels of C 
section.  She noted the recent NICHE guidance relating to 
patient choice and C-sections and NF confirmed this has yet to 
be published.   
 
She asked if the number of attendances at Hemel Hempstead 
has been taken into account when considering the future 
arrangements for delivering pathology services.  CJ advised 
that attendances would not be affected, but the results may be 
processed elsewhere. CJ confirmed that hot (urgent) pathology 
would continue at HH.  AA confirmed that no decision had 
been made as to where the hub for the service would be 
based.  The questioner asked for an explanation of the term 
‘intra’ within the pathology report and AA explained this 
reflected that only organisations within the NHS can enter a bid 
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to run the services.    She also asked about the future of the 
MRI scanner at Hemel Hempstead and TH noted no decision 
had been made as this, together with the other issues 
discussed was subject to the outcome of the bids to run the 
pathology service. 
 
She further asked that the Trust consider the room layout for 
Board meetings and TH agreed to consider this.   
 
The Chair drew the meeting to a close, thanked members of 
the public for attending and advised the date of the next 
meeting was the 26 January 2012 at St Albans Hospital.   

 
Patricia Duncan 
Company Secretary 
3 December 2011 
 
 
 

 
These minutes are signed as true record 
 
 
…………………………………………………………….Dated:……………. 
 
Professor Thomas Hanahoe, Chairman 
 
 

 


