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TB 04/13 
Part 1 Board Meeting 

Thursday 28 March 2013 
Lecture Theatre 1, Medical Education Centre, Watford General Hospital 

 
 
Present 
Mahdi Hasan   Vice Chair, Chair of meeting 
Katharine Charter  Non-Executive Director 
Chris Green   Non-Executive Director 
Robin Douglas  Non-Executive Director 
Samantha Jones  Chief Executive 
Colin Johnston  Medical Director 
Anna Anderson  Director of Finance 
Natalie Forrest  Chief Operating Officer 
Mark Vaughan   Director of Workforce 
Louise Gaffney  Director of Estates and Infrastructure 
 
In attendance: 
Patricia Duncan  Company Secretary (Minutes) 
 

Item  Action 
27/13 Apologies 

 
Received from:  
Professor Thom Hanahoe Chair 
Sarah Connor   Non-Executive Director 
Phil Townsend  Non-Executive Director 
 
Paul Jenkins   Director for Partnerships 
Maxine McVey  Interim Director of Nursing 

 
 
Accepted. 

28/13 Declaration of Interests 
 
MH asked that the minutes record a recent change to his declaration 
of interests. 

 

29/13 Minutes of Previous Meeting 
 
AA noted there were some amendments to the record of the 
discussion of item 12/13, the Finance Report and it was agreed she 
would liaise directly with PD to amend. 

Action 
AA/PD to 
amend 
record. 

30/13 Matters Arising 
 
No matters outstanding. 

 

31/13 Chief Executive’s Update 
 
The CEO apprised the Board of  recent changes to the Executive 
Team: 
 
NF would undertake the role of Chief Operating Officer and Deputy 
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Chief Executive for a six-month period effective from 1 April 2013 
following the departure of CP to take up a post at North West 
London.  SJ noted that MM would take up the post of Interim Director 
of Nursing effective 1 April 2013. 
 
SJ commented upon the very positive Performance Management 
Review meeting with the SHA recently and noted that the second 
submission of the Trust’s Annual Plan was well received.  SJ advised 
the Board that the new arrangements for performance management 
had yet to be worked through and noted that NF was presenting the 
Performance Report and the Operating Plan on behalf of Paul 
Jenkins.  
 
SJ highlighted item 47/13, the Emergency Care Intensive Support 
Team (ECIST) report, which had not previously been shared with the 
Board. 
 
SJ noted that the Government’s response to the Francis Inquiry 
Report had now been published and that the Trust’s plans to address 
the report were outlined in item 41/13. 
 
SJ apprised the Board about ‘Operation Onion’, which emanated 
from an emergency care summit convened the previous week.  The 
CEO outlined this approach to resolving the issues that have 
challenged the emergency care pathway.  SJ noted the title was a 
metaphor for a ‘peeling back the layers’ to address the problems that 
get in the way of progress.   Operation Onion was about working 
through small steps of change to achieve improvements.  SJ  
reported how impressed she was with the commitment of all staff 
involved, clinical and non-clinical staff.  Achievements so far included 
the provision of therapy support across wards at weekends, senior 
nurses on site at weekends, achievement of hourly turnaround of 
diagnostic tests and some difficult transport issues had also been 
addressed.  The CEO advised that meetings were held daily, but 
noted the approach needed to be embedded and that there was a 
need for cultural change in how the Trust responded to challenges. 
 
RD asked how it was possible to develop an innovation culture whilst 
ensuring affordability and the CEO responded that the Trust could 
not afford not to achieve efficiencies in the delivery of high quality 
care to patients within a defined cost base. 
 
CJ supported the initiative noting that the Trust was receiving the 
support of the Commissioners in addressing problems.  RD asked 
how the significant momentum described could be sustained and CJ 
reminded the Board that this approach had been used during the 
2009 centralisation of services.  The CEO noted that clinical staff 
were seeing tangible benefits, quickly, from this approach. 

Item 
32  

Integrated Performance Report 
 
NF, on behalf of PJ, took the Board through the key headlines of the 
Integrated Performance Report noting that although the Hospital 
Standardised Mortality Ratio (HSMR) was greater than 100 it 
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remained within expected and acceptable parameters. NF advised 
that a recently established Patient Safety and Mortality Group was 
undertaking detailed analysis of specialty ratios.  NF noted that 
remedial action plans for A&E, Clostridium Difficile and Referral to 
Treatment (18 week pathway) were included in the papers.  NF 
commented on the continuing challenge to GPs receiving electronic 
discharge summaries within 24 hours and that the Trust was 
addressing a number of factors and had introduced a new process. 
 
NF advised that the two 2 Never Events previously notified to Board 
members were summarised in the Serious Incident Summary Report 
and that investigations were in train. 
 
CG asked about the progress being made in addressing the delays in 
GPs receiving electronic discharge summaries and it was agreed that 
PJ would be asked to provide a short report on progress to the next 
meeting.  
 
RD asked about the Making Every Contact Count Initiative (MECC), 
part of the Trust’s Commissioning for Quality and Innovation (CQIN) 
target.  NF agreed the target was a challenge and the CEO 
emphasised this was part of a national drive to promote healthy 
lifestyles.  The focus was on using opportunities to provide advice or 
signposting to patients who may need support to address issues 
such as smoking cessation, weight management, safe drinking limits.  
KC asked for clarification on the interventions required if a VTE 
assessment suggested a patient was at risk and CJ clarified 
interventions included prophylaxis in the form of anti-coagulant 
medication and or pressure anti-embolic stockings.  CJ confirmed 
that the target for acting and responding appropriately to VTE risk 
assessments was 95%. 
 
RD was disappointed to note the increase in temporary staffing. MV 
advised that the transfer to NHSP was beginning to realise benefits 
but that the increased use of temporary staff was a consequence of 
higher activity levels. He noted that the Trust was fast-tracking the 
recruitment of substantive nurses and that e-rostering was improving 
the better utilisation of staff based on demand.  There followed a 
discussion on the challenges of maintaining sufficient staff to meet 
surges in demand and SJ believed that the Trust needed to develop 
a robust Capacity Plan which would identify the number and type of 
patients to be treated which would in turn inform the staffing plans.  
NF noted the Board would receive a paper on Nursing Establishment 
at its May meeting.  The Chair thanked NF for presenting the report 
and the Board noted progress outlined. 

 
 
 
 
 
 
 
 
 
 
 
 
Action: PJ 
to provide a 
short report 
on progress 
in achieving 
electronic 
discharge 
targets. 

Item 
33 

Finance Report 
 
AA reviewed the report noting that the Trust would be paid £2.2m to 
support Estates double running costs.  AA noted the underlying 
position at year-end would be break-even but explained there would 
be a technical deficit related to a re-valuation of the estates backlog.  
AA noted that since the report was produced the cash position had 
improved and a cash balance at year-end of £9m was likely.  Whilst 
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this was positive AA emphasised the importance of progressing the 
loan application. 
 
The Chair of the Finance Committee noted his disappointment that 
the CIP targets had not been met and RD, whilst accepting there 
were now better processes in place, asked why the target fell short.  
SJ advised that KPMG had been commissioned to develop the 
savings programme going forward.  They would review last year’s 
programme to understand what happened and to inform future plans.  
The Board would receive a presentation in May setting out the future 
CIP programme and SJ confirmed that a Project Director had been 
appointed to the lead the programme, taking up post on 8 April.  The 
Chair thanked AA for her report and the Board noted the position and 
the plans in place to deliver a robust CIP programme for 13/14. 

Item 
34 

Complaints, Litigation, Incident and PALs Report Q3 
 
CJ introduced this report noting the challenge to provide information 
on all sources that informed the Board about trends and informed 
improvement priorities.  RD observed that this report brought 
together data that was also reflected in the Serious Incident report 
and the Complaints Report and KC observed a significant lag of time 
in reporting on complaints and PALS and felt that neither provided 
the line of intelligence needed to form the judgements that would 
inform improvements. SJ advised the Board that PJ had been 
challenged to bring a revised, integrated performance report to the 
May Board. The Chair welcomed the new report and asked that it 
should align to plans to address the matters raised. 

 

Item 
35 

Serious Incident Summary Report 
 
CJ introduced the summary of Serious Incidents reported since the 
previous Board, which also set out the actions that had been taken 
following the incidents.  CJ noted that two never events had been 
reported and were being investigated.  CJ advised that the second 
incident involved a misplaced naso-gastric tube and initial 
investigations suggested this did not result in severe harm however it 
had resulted in a mild cytotoxic drug being administered via the 
wrong route.  SJ noted that no matter what the outcome it was 
important to note the potential for harm and to promote an open and 
transparent reporting culture.  RD asked whether the pressures of 
high levels of activity were resulting in more clinical errors and CJ 
responded that he did not believe this was the case.  The Board 
noted the report and the actions taken. 

 

Items 
36 
and 
37 

Infection Control Report (36) 
Clostridium Difficile Action Plan (37) 
 
CJ introduced the report and action plan noting the Trust had 
exceeded its annual trajectory for Clostridium Difficile despite a 
significant and intensive focus on reducing hospital acquired 
infections.  CJ advised that the action plan had been reviewed 
externally and no adverse feedback had been received.  CJ noted 
there was evidence that use of antibiotics is reducing and noted that 
next year’s target had been set at 24 but reminded the Board that the 
Trust reported only 17 clostridium difficile in 2011/12.  CJ reflected 
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that infection control practice has been no less robust than in 
2011/12 but that there was a greater prevalence of a more virulent 
strain of clostridium difficile that was linked to higher risk of relapse. 
 
MH asked for clarification on how the Board was being asked to 
respond to this report and CJ confirmed that Board was asked to 
consider the level of assurance provided by the actions outlined in 
the report.  SJ noted the Board had not previously had sufficient sight 
of actions plans to address areas of underperformance and felt it was 
important to do so.  SJ noted there would be a significant 
communications campaign to reinforce all aspects of infection control 
practice and that the executive team were now regularly checking 
commodes as part of a commitment to addressing this challenge.  SJ 
also advised the Board that she has asked for benchmark data to be 
included in the Integrated Performance Report. 
 
NF noted that during the recent CQC assessment of services the 
CQC were very explicit about how clean the hospital was and about 
the good infection control practice assessors observed, both by staff 
and visitors. 
 
SJ advised that the final report of the CQC inspection would be taken 
to the Board but that notwithstanding the discussion the target had 
not been met.  The Chair endorsed SJ’s position and also wished to 
acknowledge the Board’s appreciation of the input and leadership 
given by CJ and NF.  The Board noted the encouragement and 
visible leadership shown by the team and led by SJ.   

Item 
38  

Review of Complaints 
 
CG introduced his report noting the quality of the investigations was 
broadly good but there remained issues with the timeliness of 
responses from divisions.  SJ believed that divisions needed to 
engage in the complaints process as part of their responsibilities to 
deliver high quality care and has asked an organisational 
development specialist to work with MJ to understand why divisions 
are not engaging in a timely manner. 
 
Finally SJ observed that it was for the Executive to provide reports to 
the Board and asked that the Board support the principle that it is for 
the Executive to provide the assurance and the Board to either 
accept or reject the assurance proposed.  The Board supported and 
agreed to this principle.  

 

Item 
39 

Public Sector Equality Duty Compliance Report 2012/13 
 
MV, in MM’s absence introduced this report on the Trust’s work over 
the year to ensure it is meeting its Public Sector Equality duties.    NF 
proposed that the report provided sufficient assurance.  MV noted the 
need to ensure integration of performance metrics to ensure the 
assurance reflects a triangulated approach.  The Board approved the 
report. 

 

Item 
40 

Staff Survey Results 
 
MV presented the key headlines from the (national) Annual Staff 
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Survey for 2012.  MV outlined areas in which the Trust has made 
progress highlighting that staff engagement demonstrated an 
improvement in all 3 indicators.  CG expressed concern that only 
51% of staff surveyed reported that hand-washing facilities were 
always available.  MV noted this was about continuous reinforcement 
and awareness raising.  RD observed that from a commercial 
perspective this report demonstrates average progress when we 
should be aspiring to be in the top quartile of achievement.  The 
Chair noted that the Workforce Development Strategy was part of the 
Annual Plan linked to some key workforce targets for 2013/14 and 
the Board endorsed the plans in place. 

Item 
41 

Francis Inquiry Report 
 
PD introduced the Trust’s proposed approach to its response to the 
full implications of the Francis Inquiry report published on 6 February.  
SJ noted the importance of engaging staff in identifying the areas of 
focus for the Trust and asked that a NED chairs the group 
overseeing the response.  MV noted that the Organisational 
Development strategy would support the cultural change necessary 
to fully embrace the recommendations outlined in the report.      PD 
noted the importance of the Board’s line of sight and referred to the 
following item on proposed changes to the Trust’s committee 
structure – intended to improve this line of sight.  SJ reflected that the 
Mid Staffs Board thought it had the assurance it needed and this was 
the challenge for all Boards following the investigation.  The Chair 
noted that the CEO would ensure that the Board has an opportunity 
to consider the report and its implications for the Trust. The Chair 
summarised the agreements reached in the discussion: 
 

• The work to be undertaken would not be limited to a ‘one off’ 
action plan and the Francis Report would influence a 
continuous improvement culture; 

 

• The Executive Team was asked to return with a format for 
taking the work forward and how it would keep the Board 
informed about progress and challenges; 

 

• To renew the schedule of visits undertaken by the Board and 
to consider other means of Board members engaging with 
departments and wards. 

 
The Board agreed to hold a workshop in June and supported the 
nomination of a Non Executive Director to Chair the Francis 
Response group.  Finally the CEO suggested that all Board members 
read From Ward To Whitehall by Julie Bailey which contained some 
tangible examples of the challenge and would be a worthy 
preparation for the planned away day. 

 
 
 
 
 
 
 
 
 
 
 
Actions: 
Identify Date 
in June for 
Away day 
 
To consider 
a NED to 
chair group 
leading the 
development 
of the 
Francis 
Action Plan. 

Item 
42 

New Governance Structure 
 
SJ introduced her proposed changes to the high level Board 
structure which was commissioned as a result of her concerns that 
the Board was not currently receiving the assurance required to be 
confident it had a full line of sight.  SJ noted that, subject to the 
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Board’s approval, the underpinning committee structure would be 
developed and brought back to the Board in May.  SJ asked the 
Board also to approve the revisions to the terms of reference for 
existing and new committees.  The Board approved the revised 
structure and the terms of reference of the sub committees.  MH 
confirmed approval by the Board but advised that if members had 
additional comments or proposed edits to the Committee Terms of 
Reference (within the principle framework agreed by the Board), 
these should be forwarded and will be appropriately incorporated. 

Item 
43 

Board Assurance Framework 
 
CJ summarised the current position referred members to the risk 
profile chart and recent escalations.  KC, reflecting on the Mid 
Staffordshire issues queried why the framework did not include the 
risk of a ‘Mid Staff’s happening at the Trust.  NF noted there were 
many components that resulted in the failures at Mid Staffordshire 
and suggested the Trust’s Framework reflected many of these.  NF 
noted that the Board would receive a report on the nursing workforce 
in May.  MH believed the challenge emerging from the Mid Staffs 
issues was of visibility.  RD asked about the Trust’s Whistle blowing 
Policy and SJ confirmed there was a clear policy in place and there 
was no indication that staff would not feel able to raise concerns, as 
indeed staff recently had done so about use of surge facilities.  SJ 
confirmed the Trust did not support gagging clauses.  MV noted the 
staff survey results indicated the Trust was close to the average 
acute Trusts score for the percentage of staff reporting errors, near 
misses and incidents. 
 
The Board approved the Board Assurance Framework and the 
assurance conclusions drawn in related reports. 

 

Item 
44 

Trust Operating Plan 2013/14 
 
NF introduced this item on behalf of Paul Jenkins.  KC was pleased 
to note the Trust’s objectives and supporting the operating priorities 
set out in the plan.  RD noted the relationship of the plan to the 
Capacity Plan and NF advised she would be bringing a Capacity 
Plan for 2013/14 to the next meeting.  AA believed this plan 
represented a more realistic proposition based as it was on a 
forecast outturn for the year.  NF confirmed the Plan was designed to 
progress the Trust’s objectives for continuous improvement in patient 
care and provide the basis for the development of a long term, 
credible clinical strategy supported by a credible long term financial 
strategy. 
 
The Board endorsed the objectives set out in the Trust Operating 
Plan for 13/14 and approved the Plan. 

 

Item 
45 

Financial Plan 2013/14 
 
AA introduced the plan noting members of the Finance Committee, at 
its March meeting, had discussed it and that the majority of Board 
members had been present. 
 
AA summarised the discussion at the Finance Committee noting 
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there had been more progress in contract negotiations and that the 
CCG had reduced the value of QIPP targets. 
 
AA advised the Board that KPMG had been commissioned to review 
the Trust’s approach to its Cost Improvement Programme and 
improve processes and planning.  This work had started and AA 
anticipated it would result in a more realistic savings plan than had 
proved to be the case for 2012/13.  AA noted however that 
headcount reduction was inevitable and had to be addressed.  AA 
also noted the significant issues to be addressed around the Trust’s 
estate and advised that the Trust had submitted a bid for additional 
funding to tackle serious backlog maintenance issues.  AA noted that 
there might be a need to update the Financial Plan following 
finalisation of commissioning contract negotiations.  
 
CG recalled that the CIP had been discussed at length at the 
Finance Committee, which had recommended more robust systems 
and processes to support the target of £15m.  CG noted the 
Committee was concerned that this was too ambitious and KC 
recalled that SJ had noted that there may need to be an adjustment 
should KPMG identify any significant risks to achieving it.   
 
AA discussed the cash flow and noted the need to obtain a loan in 
order to maintain a Risk Rating of 3.  AA noted the risks to achieving 
the plan were set out in appendix D of the report. 
 
AA asked the Board to: 

• Approve the Financial Plan for 2013/14 

• Approve the loan application to the DH for a £15m capital 
loan 

• Support the application to the DH for PDC to fund health and 
safety related backlog maintenance. 
 

MH was concerned to ensure that the plan did not compromise 
standard of patient care, met our statutory duty to break even and 
reflected an ambitious CIP target, subject to KPMG feedback. 
 
The Board approved the Financial Plan for 2013/14, the loan 
application to the DH and also the application to the DH for PDC 
funding to support health and safety related backlog maintenance. 

Item 
46 

Watford Health Campus – Campus Agreement Commitments 
 
LG introduced this paper, which summarised the commitments 
entered into by the Trust within the agreement.  SJ noted that the 
part 2 agenda provided the Board with an opportunity to go through 
the detailed but confidential financial aspects of the Agreement.  The 
Board agreed that subject to no concerns emerging in the part 2 
discussion it approved the recommendation to join the Campus 
Agreement and agreed the processes and commitments set out in 
the report.  

 

Item 
47 

Emergency Care Intensive Support Team (ECIST) Report 
 
SJ noted this report was received by the Trust in October and had a 
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number of important messages for the Trust.   SJ advised that a 
number of organisations were experiencing high levels of emergency 
demand and many were achieving the target.  SJ believed that 
achieving the targets was a marker of the quality of care received by 
patients through the emergency department.  SJ noted that 
Operation Onion was focused on securing the improvements needed 
to improve the patient experience across the pathway from 
emergency care.  NF noted Operation Onion gave staff the 
opportunity to contribute to solutions – she provided examples of how 
long standing issues were resolved as a result of staff engagement in 
solving the problems.  SJ noted that ECIST were returning in April 
and she had invited Russell Enemy, ECIST, to present his findings to 
the May Board.  The Board noted the report. 

Item 
48 

Minutes of Audit, Finance and IRGC Sub Committees 
 
The Board noted these and there were no questions.  As the 
Charitable Funds Committee had not met since January the Chair 
invited KC to update the Board on matters.  KC noted that monies 
were invested in a managed fund and she was pleased to report that 
the fund grew by 11% in 12/13.  This included a bequest of £250,000 
previously reported to the Board.  The Chair thanked KC for her very 
positive report.  

 

Item 
49 

Questions: Local Involvement Network Representative 
 
Mr Henry Goldberg, representing the Local Involvement Networks 
was invited to comment.  Mr Goldberg noted this would be his last 
meeting representing the LINks, which had been disestablished and 
would be replaced by Health Watch.  Mr Goldberg noted that Mr 
Kenneth Appel would continue to attend the Board but as a  
representative of Health Watch. 
 
Q. Mr Goldberg was concerned that the timescales for issuing 
discharge summaries to GPs were not being met and asked whether 
this resulted in patients experiencing a delay in receiving medication. 
A. NF noted that patients are also issued with discharge information 
and would be discharged with required medication to take home. 
 
Q. Mr Goldberg asked if there was a target date for achieving the 
emergency target. 
A. NF noted the Trust aimed to recover the position by mid May. 
 
Q. Mr Goldberg asked if the increases were expected to continue. 
A. AA responded that the Trust is planning for continuing rises in 
demand but at a lower level of increase than had been experienced 
over the last year. 
 
Q. Mr Goldberg asked if Health Watch could be involved in 
discussions about car parking plans. 
R. SJ noted she was committed to ensuring that the patients voice 
and representation in informing key decisions.  SJ would consider 
this and respond at the next meeting. 
 
Questions: Members of the Public 
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Q. How many staff were trained in dementia care? 
A. NF advised that 100 staff received training during the year and 
noted the Trust had delivered its CQUIN Dementia target. 
 
Q. What happened to other partners in the Watford Health Campus 
development? 
A. LG advised that there was continued involvement from other 
agencies. 
Q. Has the spike in Clostridium Difficile resulted in high value fines? 
A. AA responded that a figure had been agreed which the Trust 
believed was a fair settlement.  Of a potential £5 – 6m, the Trust 
would be settling at closer to £1m. 
 
Q. Does the Board intend to feedback on its visits at future 
meetings? 
A. SJ responded that Board meeting agendas were very full and a 
balance was needed between demonstrating Board engagement 
whilst ensuring appropriate focus on matters before the Board. 
 

 Concluding Items 
 
The Chair noted that this was CJ’s last meeting, as he would stand 
down as Medical Director at the end of March.  MH, on behalf of the 
Board wished to extend his thanks to CJ for the guidance, learning 
and his significant contribution during his time as Medical Director.  
CJ responded with his gratitude and said that he had enjoyed his 
three and a half years, which had seen a number of challenges but 
had proved extremely satisfying.  

 

 Date of Future Meetings 
 
Thursday 30 May – Hemel Hempstead 
Thursday 25 July – Watford General Hospital 
Thursday 26 September – Watford General Hospital 
Thursday 28 November – Watford General Hospital 

 

 
 


