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RESOLUTION
“That representatives of the press, and other members of the public, be excluded from part of the meeting
having regard to the confidential nature of the business to be transacted, publicity on which would be
prejudicial to the public interest”, section 1 (2), Public Bodies (Admission to Meetings) Act 1960.

Circulation: Board members, Trust Secretary, Corporate Governance Manager and attendees,
including to named lead to present the patient story

Agreed by Chair 23.08.18

Board of Directors 1
Minutes of the meeting held 26 July 2018
Community Room 2, Parkview Centre for Health and Wellbeing,
56 Bloemfontein Road, London, W12 7FG
Present
Angela Greatley
Louise Ashley
James Benson
Jitesh Chotai
Carol Cole
Louella Johnson
Joanne Medhurst
Andrew Ridley
David Sines
Jane Slatter
Clive Sparrow

Trust Chair
Chief Nurse and Chief Operating Officer
Director of Improvement
Non-Executive Director
Non-Executive Director
Director of People and Communications 2
Medical Director
Chief Executive
Non-Executive Director
Non-Executive Director
Non-Executive Director

In attendance
Agnes Collarte
Camilla Dick
Alison Fraser
Liz Lubbock
Tejas Shah
Lilian Ethapemi
Jayne Walbridge

Tissue Viability Specialist Nurse (part)
Freedom to speak up (FTSU) guardian (part)
Freedom to speak up (FTSU) guardian (part)
Freedom to speak up (FTSU) guardian (part)
Freedom to speak up (FTSU) guardian (part)
Continence Nurse Specialist (part)
Trust Secretary

BoD/124/18
124.1

Welcome, introduction and apologies 3
Apologies had been received from: Paula Constant, Associate Non-Executive Director 4

BoD/125/18
125.1

Patient story
Lilian Ethapemi, Continence Nurse Specialist and Agnes Collarte, Tissue Viability
Specialist Nurse presented a vivid story of a previously fit patient whose admission for a
hip replacement had been delayed due to administrative errors. Having developed leg
oedema, the patient’s condition deteriorated despite frequent correspondence and
numerous visits to various care centres; eventually a referral was made to the tissue
viability service. Pictures of the infected limb which required intensive treatment were
shown.

125.2

Following difficult and prolonged treatment, an improvement to the patient’s physical and
mental health was achieved.

125.3

Members noted the importance of the tissue viability service and expressed concern that
the patient’s care had not been better managed leading to a poor outcome for many
years.

125.4

It was confirmed that all boroughs served by CLCH now commissioned tissue viability
services. L Ashley cautioned that, nationally, specialist nurses may be reduced;
highlighting the importance of ensuring professionals have the skills needed to care for

1

T

Sentences marked include an action for ELT members that does not require report back to the Board, sentences marked
been added to the relevant Board and Committee Programme.
2
Non-voting member
3
Quorum = one third the membership including one officer and one NED member.
4
Non-voting member

1

P

are items that have

complex patients.

125.5

Resolved
The Board thanked the presenters for their powerful story.

125.6

It was agreed that such stories should be presented to commissioners to demonstrate the
benefit of specialist services and the need to link services to improve the patient journey.

BoD/126/18
126.1

Written questions to the Board
No written questions had been received.

BoD/127/18
127.1

Interests relevant to the agenda to declare and any new interests
J Medhurst declared a new interest – as Medical Director for the Hammersmith and
Fulham GP Federation (a role to be undertaken alongside her CLCH duties).

BoD/128/18
128.1

Minutes of the Board of Directors meetings held on 28.06.18
The minutes of the Board of Directors meeting held on 28.06.18 were agreed as an
accurate record.

BoD/129/18
129.1

Matters arising and action log
It was agreed that completed actions could be closed, together with action ABoD/15/18 –
West London ICT alliance agreement.

129.2

ABoD/07/18 – Quality Report – electronic call system at Finchley Memorial Hospital
A short report on the action had been circulated separately – while all 5 walk-in centre
sites had electronic call systems, the cost to upgrade these to include patient names
(£15k) would need to be considered alongside other cost pressures; L Ashley would keep
the Board informedT5.

BoD/130/18
130.1

Chair’s report including final Board objective 2018/19
Resolved
The Chair’s report was noted.

130.2

The draft Board objectives for 2018/19 were confirmed.

BoD/131/18
131.1

Chief Executive’s report
In response to J Slatter’s question regarding the workforce gap and national workforce
strategy, L Johnson confirmed that following the consultation an analysis of the problems
had been prepared; it was considered unlikely that any significant changes would be
published.

131.2

Resolved
The Chief Executive’s report was noted.

BoD/132/18
132.1

Quality report Q1
L Ashley confirmed that the Q1 report had been considered in detail at the Quality
Committee earlier the same week. Overall, performance remained good with just 3 of the
33 quality scorecard indicators rated as red. On-going issues in relation to pressure
ulcer prevention and management had been discussed at length at the Committee.
C Sheldon had been working with NHS Improvement (NHSI) and a consistent approach
to reporting pressure ulcers, similar to CLCH, had now been agreed.

132.2

Members discussed the zero tolerance approach to pressure ulcers in bedded units,
noting that for some patients with multiple co-morbidities this was very challenging –
however that a zero tolerance approach should be maintained.

132.3

Clinical staff turnover and sickness absence rates (which had increased) had also been
discussed at the Committee. In response to D Sines’ question regarding the South

5

Take-away action

2

Division’s compliance with statutory and mandatory training (85.6%), L Johnson
confirmed that this was being monitored carefully and that good progress had been made
against the plan (target 95%).
132.4

132.5

It had been agreed that the format and content of the, now somewhat lengthy, quarterly
report would be reviewed in liaison with the Committee Chair.
Resolved
The Q1 quality report was noted, including the challenge of attracting patient
representatives to the ‘value added care’ divisional shared governance councils.

132.6

The Board recognised the support, including organisational development and
performance, being provided to the South Division.

132.7

The Board reiterated the Committee’s congratulations to the quality team for winning the
HSJ patient safety award (‘organisation of the year’) for the quality strategy.

BoD/133/18

Sustainability and Transformation Partnerships – quarterly update
Resolved
The sustainability and transformation partnership quarterly update was noted.

133.1
BoD/134/18
134.1

Integrated finance and performance M3report (IFPR) and Finance, Resources and
Investment Committee (FRIC) report
M Fox provided an overview of the 4 key performance indicators rated red. Financially
the June (M3) position had improved as a result of some non-recurrent benefits,
provisions and contingency funding. However, unfortunately, the Trust had missed the
Q1 financial target, thus provider sustainability funding (PSF) for the quarter was at risk.
This had been discussed at length at the FRIC including the need to ensure the financial
plan for Q2 is achieved. While the forecast for the year had improved; there remains a
significant gap (£2.2m) accentuating the need to identify further savings.

134.2

In response to C Cole’s question regarding the financial position and how other Trusts
were performing, M Fox confirmed that some Trusts were rephrasing their plans,
however it had been agreed by FRIC that CLCH should continue to report as per plan –
with a consistent message about the financial challenges faced.

134.3

J Chotai added that, while recognising the risk to PSF, given that savings were already
loaded towards the end of the year, FRIC had concluded that it would be too risky to
rephrase savings until later in the year, however it was recognised that early identification
of savings would assist the Trust in managing the financial plan in future years.

134.4

FRIC had been pleased with the work undertaken to identify and address financial issues
in relation to the North Division and South Division. A reported £1m gap in the pay
settlement vs cost had been identified; this would be subject to further scrutiny and report
in August.

134.5
BoD/135/18
135.1

135.2

Resolved
The integrated finance and performance report and FRIC report 25.06.18 was noted.
Freedom to Speak Up (FTSU) report
Four of the FTSU guardians joined the meeting to discuss the NHSI guidance for boards
including the FTSU self-review tool expectations, providing examples of the approach
taken by other trusts. There was a lengthy discussion about how the tool and
accompanying guide could enable the Board to review leadership and governance
arrangements in relation to FTSU with a view to identifying areas for further development
and improvement.
Resolved
It was agreed that a joint session with FTSU guardians at the Board seminar in
SeptemberP would be arranged and that members would consider the questions in the

3

toolkit prior to the meeting with a view to agreeing a collective response to the evidence
and identification of actions required.
135.3

It was noted that A Ridley had informed NHSI that the deadlines set out in the guidance
published in May 2018 would not be met due to the summer break.

BoD/136/18
136.1

Patient safety – serious incident and being open report – April 2018
Resolved
The serious incident and being open report was noted.

BoD/137/18
137.1

Safeguarding – declaration and annual safeguarding report
The report and declaration had been considered in detail at the Quality Committee earlier
the same week. Members were pleased with the report and progress made throughout
the year, noting the quality of leadership provided for both adult and children’s
safeguarding.

137.2

Resolved
The Safeguarding Annual Report 2017/18 was noted together with the Safeguarding
Declaration 2018/19.

137.3

Members commended the safeguarding team for their excellent work, noting the
emotional resilience required to manage such challenging issues.

BoD/138/18

Annual CQC update, including statement of purpose
Resolved
The annual CQC update was noted and the statement of purpose was approved for
publication.
Action ABoD/27/18 (L Ashley)
Learning from death – quarterly report
J Medhurst introduced the quarterly report, confirming that there had been good
engagement from teams with 100% compliance in the final month of the quarter. With
the exception of the Pembridge hospice, there had been no deaths in adult bedded units
between April and June 2018 inclusive.

138.1
BoD/139/18
139.1

139.2

J Medhurst reported that some significant findings had been identified by Dr Roman
Raczka in relation to patients with learning disabilities which would be considered by the
team for report later in the year.

139.3

In response to D Sines’ questions regarding reviewers, it was agreed that it would be
helpful to establish a register of approved reviewers.

139.4
BoD/140/18

Action ABoD/28/18 (J Medhurst)
Resolved
The Board noted the learning from deaths quarterly report.

140.1

Health and Safety quarterly report – including all H&S risks and new policy valid
from July 2018
J Benson introduced the report demonstrating progress against the action plan. Only
minor changes to the H&S policy had been suggested. D Sines confirmed that, as NED
lead for H&S, he was satisfied that credible progress had been achieved.

140.2

Resolved
The Board noted the Health and Safety quarterly report and approved the updated policy
valid from July 2018.

BoD/141/18
141.1

Annual infection prevention and control report
J Medhurst introduced the report which had been considered in detail and approved on
behalf of the Board by the Quality Committee. In response to D Sines’ question, J
Medhurst confirmed that water safety - to assess and control the risk of exposure to
legionella bacteria - was routinely tested.
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141.2

It was confirmed that the Trust was compliant with the Hygiene Code.

141.3

Resolved
The annual infection prevention and control report 2017/18 was noted for publication 6.

BoD/142/18
142.1

Single oversight framework – quarterly report
M Fox confirmed that the Trust would continue to report segment 1 status until told
otherwise.

142.2

Resolved
The single oversight framework for Q1 was noted.

BoD/143/18
143.1

Dr Kirkup review recommendations – follow up
Resolved
The Board noted the Dr Kirkup review recommendations follow-up report.

143.2

It was confirmed that no further updates would be required as the recommendations
would be incorporated into business as usual.

BoD/144/18

Board register of interests
Resolved
The Board register of interests was noted, for update (see 127/18 above) and publication.

144.1

Action ABoD/29/18 (J Walbridge)
BoD/145/18
145.1
145.2

Board Committee reports
Quality Committee report 24.07.18
Resolved
The Quality Committee report was noted.

145.3

Audit Committee 12.07.18
Resolved
The Audit Committee report was noted.

145.4

Annual Audit Committee report 2017/18
Resolved
The Annual Audit Committee report 2017/18 was noted.

BoD/146/18
146.1

Risks / priority topics identified during meeting
No new risks identified.

BoD/147/18
147.1

Issues / items for which further assurance is required
Further assurance in relation to the South Division and statutory and mandatory training
compliance – see above.

BoD/148/18
148.1

Board Committee minutes
The following minutes were received:
Audit Committee minutes, 23.05.18.

BoD/149/18
149.1

Annual audit letter 2017/18
The annual audit letter was received for publication as required.
Action ABoD/30/18 (J Walbridge)

BoD/150/18
6

Date of next meeting in public 7

Added to website 31.07.18

5

150.1

Thursday, 20 September 2018
Parker Morris Hall, The Abbey Centre, Great Smith Street, London SW1P 3BU

150.2

Thursday, 27 September 2018
Boardroom, Ground Floor, 15 Marylebone Road, London, NW1 5JD.
The meeting closed at 1325 hours

RESOLUTION
“That representatives of the press, and other members of the public, be excluded from part of the meeting having regard to the
confidential nature of the business to be transacted, publicity on which would be prejudicial to the public interest”, section 1 (2),
Public Bodies (Admission to Meetings) Act 1960.

Signature …………………………………………………………….. Angela Greatley, OBE - Chair

Date ………………………………………………

7

A proposal to move to the St Charles site was considered to enable members to attend the annual Pembridge BBQ;
however there was no suitable room available, therefore the meeting will be at Parkview as planned.

6

Board of Directors Public Action Log
Action number

Date of meeting

Subject

Action

ABoD/27/18

26.07.18

CQC statement of purpose

ABoD/28/18

26.07.18

Learning from deaths

ABoD/29/18

26.07.18

ABoD/30/18

26.07.18

Responsible officer

Due date

Comments

Last reviewed / to be reviewed

Status - completed is defined as
confirmation received from ELT
responsible lead that the proposed
action is complete as described in
the comments column. Completed
actions will not be closed until the
committee has confirmed that
action taken is satisfactory.

The annual CQC update was noted and the L Ashley
statement of purpose was approved for
publication.
In response to D Sines’ questions regarding J Medhurst
reviewers, it was agreed that it would be
helpful to establish a register of approved
reviewers.

10.08.18

Published on web site

27.09.18

complete

10.08.18

Paper written for presentation at the resuscitation and mortality committee on 27.09.18
the 4.9.18 which proposes to revise the policy in light of conversations with
NHSI. This will involve stratification of services expected to follow the learning
from death processes. T hose services classified as providing high dependency
care will be listed with a named reviewer identified who has suitable training
and seniority.
Update on this will be presented at the next Board.

complete

Board register of interests

Updated to include J Medhurst role as
J Walbridge
Medical Director to H&F GP federation - for
publication

31.07.18

Added to website 31.07.18

27.09.18

complete

Annual audit letter 2017/18

To publish as required

31.07.18

Added to website 31.07.18

27.09.18

complete

J Walbridge
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1

External events

1.1

South West London and St George’s Mental Health NHS Trust – chair selection panel
I joined the Panel for the appointment of a new Chair for SWL&SG, to replace Peter
Molyneux who has reached the end of his term of office. The Panel was pleased to offer
the appointment to Ann Beasley (current Vice Chair of St Georges University Hospitals NHS
FT) who takes up post at the beginning of October. As Chair of CLCH, I look forward to our
developing the relationship with this Trust further within the SWL Alliance (STP), where we
each make a major contribution to community health and to mental health services.

1.2

NHS Improvement Community Services Roundtable
This roundtable was convened to provide some input for the NHSE /I team working on the
‘shaping’ of the community health services contribution to the NHS 10-year plan. There is
some disquiet amongst community and mental health trusts about the apparent gap in
understanding about the importance of community health’s contribution for the future
and about the lack of national leadership. The roundtable was convened and lead expertly
by NHS Providers, as one initiative to address this deficit.

1.3

NHS Providers meeting with some staff
NHS Providers has taken a role in supporting the newly established Community Network.
In order to help their staff to gain some insight into the work, we hosted a visit. They met
CLCH tissue viability team in the community in the morning and I met them in the
afternoon to talk about our perspective. I believe this has been a helpful contribution to
the induction of staff supporting the new Network.

1.4

Kings Fund Breakfast Event – priorities for the NHS 10-year plan
About 120 people met at the Kings Fund to talk about priorities. The event was chaired by
Richard Murray who currently leads the policy team at the King’s Fund and who will take
over from Chris Ham when he moves away from his leadership role later in the autumn.
Chris Ham spoke along with James Winterbottom from Wigan Council, Dr Amanda Doyle
from Blackpool CCG and a lead contributor to the plan, together with Caroline Clarke
Deputy CEO at the Royal Free Hospital. There was a lively Q&A including some good points
about community health services working with primary care.

2

Internal events

2.1

Interviews for Chief Operating Officer and Chief Nurse
I was pleased to participate in the interviews and to support the appointment of Charlie
Sheldon and James Benson to their new Board posts. I am sure all Board members will join
me in welcoming them.

2.2

Employee of the month – tea and cake event
This was another inspiring chance to meet staff who have been recognised by their
colleagues for their great contributions. On this occasion Andrew and I also heard more
about the fascinating backgrounds that led many staff to work with us.

3

Membership update

3.1

Membership numbers
The public membership numbers continue to fall as the database is cleansed (on return of
undelivered newsletters) and as at 17 September 2018 there are 7,693 public members.

Angela Greatley
Trust Chair
September, 2018
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1
1.1

CLCH DEVELOPMENTS
New Chief Operating Officer and Chief Nurse
I am pleased to report that following an extensive open recruitment process, on Friday
07th September we appointed James Benson as Chief Operating Officer and Charlie
Sheldon as Chief Nurse. Both will take up post at the beginning of October 2018.

The new directorate structure is attached

1.2

CLCH host health visiting conference
Our Health Visiting conference took place on 02nd of August 2018 at the Royal College of
Nursing. Attended by close to 100 staff, the event was an opportunity for those involved
in health visiting to hear from a range of speakers including Nicky Brown and Viv Bennett
from Public Health England, and also get involved in a series of creative workshops to
discuss the health visiting model.

1.3

South Division Director departure
Matt Hardwick, our Divisional Director for the South Division has chosen to leave the
Trust. This has happened very quickly, but I am pleased to say that Janet Lewis has agreed
to step in and cover the Division until we recruit a new Divisional Director.

1.4

The Queen’s Nursing Institute (QNI) has recently awarded the title of Queen’s Nurse to
two of our staff.
Amalia Bouch, Infant Nutrition and Healthy Weight Management Team Lead, and Marzia
Keshani, MECSH Supervisor. Amalia and Marzia work in our Brent health visiting service.
The title is an opportunity to acknowledge and celebrate their achievement and
recognition of their professional development.

1.5

IM&T data centre move project
The Trust Data Centre move project completed to schedule on 31 August to vacate the
existing caged environment and move to a reduced footprint. The remaining moves were
completed successfully without any unplanned interruption to services. All components
of the planned moves were undertaken through an operational working group to ensure
services were prepared. A Root Cause Analysis of the loss of network services associated
with the first phase of the move in June is being presented to the FRIC in September.

1.6

West Herts respiratory team shortlisted for HSJ award
A project delivered by CLCH’s West Herts respiratory team, in collaboration with Herts
Valley CCG, has been shortlisted in this year’s HSJ awards.
The initiative, that re-defined an approach to optimise the use of oxygen for patients with
respiratory illnesses in the home, is up for the Optimisation of Medicines management
category.
The next stage is for the team to present their entry to the HSJ awards judging panel in
October, with the winners announced at a ceremony in London in November.

2
2.1

REGULATION AND REGULATORS
NHS Improvement's regulation department to be moved into new NHSI/E regions
NHS Improvement is to scrap its regulation department – with its responsibilities largely
devolved to seven new regional directors. CEO, Ian Dalton said new regional directorates
– which will be jointly operated by NHSI and NHS England – will become the “most
significant regional entities we’ve had for a number of years”.

2.2

NHS Improvement has recently issued a reminder to all trusts regarding requirement to
publish conflict of interest registers.
An audit had revealed that 5% of acute trusts and 20% of community trusts have met this
contractual requirement – fortunately we are amongst the 20%.

3
3.1

REGIONAL AND NATIONAL DEVELOPMENTS AND REPORTS
Developing the long term plan for the NHS
Following the new funding settlement for the NHS, the NHS has been asked to set out a
long term plan for the future of the NHS by Autumn, setting out our ambitions for
improvement over the next decade, and our plans to meet them over the five years.
Working groups are now being established, bringing together local and national system
leaders, partners and stakeholders, to shape the final plan.
A briefing from NHS Providers is attached.

3.2

The NHS funding settlement: Recovering lost ground
Following the prime minister's announcement of more funding for the NHS, the new
report, “The NHS funding settlement: Recovering lost ground”, gives an assessment of the
likely costs of getting the NHS back on track. The report analyses how the new money
could be divided between recovery, transformation, keeping up with rising costs and
improving outcomes for patients, by focusing on the costs of recovering the NHS’ position
on performance and finance which is the first step. (Key points attached)

3.3

Government to stockpile drugs in case of ‘no deal’ Brexit
The new health and social care secretary, Matt Hancock wrote to trusts to say that the
government is planning to stockpile drugs in the event of a no deal Brexit. He expressly
instructed trusts not to stockpile drugs because of this. I have asked the DOF and Medical
Director to scope out other Brexit planning issues the trust needs to address, pending
further Department of Health guidance.

3.4

NHS /LA spending on community services cut by £300m
NHS trust income for community services in England fell from £7.6bn in 2016-17 to
£7.3bn in 2017-18. The fall in spending has prompted concerns over investment in
community services, which has been repeatedly highlighted by NHS England as a priority
since it launched the NHS Five Year Forward View.
In a report, published in May, NHS Providers found more than half of NHS trusts providing
community services had seen real terms decreases in income for 2018-19, suggesting the
fall in spending will continue this financial year. NHS trusts are the main providers for
adult community services for at least 169 out of 208 CCGs.

3.5

New health secretary Matt Hancock sets out stall on health and social care
New health secretary Matt Hancock has identified workforce, technology and prevention
as his early priorities for health and social care, using his first speech since his
appointment to also announce a £487m technology funding package to help make the
health and social care system the “most advanced in the world”.

3.6

The Department of Health and Social Care has announced its proposed new chair of NHS
England.
Conservative peer Lord Prior of Brampton will take over from Sir Malcolm Grant this

autumn, becoming only the second chair of the organisation.
3.7

Performance of the NHS provider sector for quarter 1 2018/19
NHSI has published the quarterly analysis of NHS performance data. The start of the
financial year saw frontline staff cope with record A&E attendances, high bed occupancy
levels and improved discharge rates.
The sector ended the quarter £814 million in deficit, which is £22 million better than
planned at the beginning of the year but £78 million worse than the same quarter last
year.
This is the first year the ‘underlying deficit’ of the provider sector is included in the report,
reported as £4.3 billion. It’s also the first time the report contains mental health data and
shows that mental health trusts have exceeded the standard for early intervention in
psychosis.

4
4.1

CONFIDENTIAL BOARD MEETINGS
At the confidential meeting in July, we discussed the commissioning plans of
Hammersmith and Fulham local authority, signed the West London Alliance agreement,
and discussed the external review of speech and language therapy services.

5
5.1

CLCH STAFF CHANGES
I would like to welcome the following staff who have recently joined CLCH operations
divisions across the organisation in August and September; Ed Michael Carbonell, Practice
Development Practitioner; Anirban Burman, Respiratory Physiotherapist; Clare Lynch,
Case Manager; James Davies, Strategic Health Nurse; Carol Espiritu-Joaquin, Highly
Specialist OT; Jessica Langley,Clinical Specialist Physiotherapist; Eileen Hogg, Respiratory
Nurse Specialist; Mabel Cortes Ronceria, Advanced Occupational Therapist - Rapid
Response; Helen Murphy, Nurse Advanced; Emma Gedeon, Specialist Nurse
Haemoglobinopathy; Robert Hurley, Information and Data Quality Trustwide Lead; Jane
Wilson, Specialist Community Rehab Dietitian; Luisa Da Silva Viegas, Respiratory Nurse
Advanced; Kate Saunders, Highly Specialist Speech and Language Therapist; Ersin Sinay,
Highly Specialist Speech and Language Therapist; Catherine Helliwell, Medicines
Management Operations Manager; Robert Hurley, Information and Data Quality
Trustwide Lead;

5.2

On behalf of the Board, I would like to thank and wish farewell to the following staff for
their loyalty, contribution and commitment to the work of our Trust. We wish them every
success in the future: Carol Gomez, Clinical Specialist; Katie Campion, Highly Specialist
Physiotherapist in Neurology; Georgiana Assadi, Case Manager; Rebecca Feeley, Nurse
Practitioner Urgent Care Services; Rosalyn Young, Nurse Practitioner Urgent Care
Services; Mansi Patel, Respiratory Physiotherapist; Sarah Cociu, Senior Respiratory Nurse
Specialist; Stephanie Sudmeijer, Intermediate Care Advanced Occupational Therapist;
Tina Williams, Senior Associate - Nurse Assessor; Louise Higham, Advanced Nurse - Rapid
Response; Ghazala Hussain, Maternal Early Childhood Sustain Home Visiting; Alexandra
Barrett, Highly Specialist Speech and Language Therapist; Sarah Aggrey-Ogoe, FNP
Specialist Health Visitor; Kevin Dowling, Commercial Manager; Elizabeth Mori-Moreno,
Commercial Manager; Nicole Le Morgan, Community Services Pharmacist; Norah Gill,
Clinical Business Unit Manager; Lee Deverell, Specialist Dietitian ONS (FT); Ghassem
Ghani, Specialist Prosthodontist; Claire Crane, Community Neuro Therapy Manager; Anne
O'Riordan-Robinson, Advanced Nurse Practitioner; Norma-Eve Koopman, Senior

Occupational Therapist; Ingrid Vriend, Specialist Children’s Occupational Therapist; Claire
Andrews, Highly Specialist Children's Physiotherapist; Ruth Caplan, Paediatric
Physiotherapist; Elaine Murphy-Ruck, Senior 1 Physiotherapist; Anita Sam William, Senior
1 Physiotherapist; Samuel Biden, Resilience Manager;
Sadly this will be the last CLCH Board meeting for Louise, as COO and Chief Nurse. I
would like to thank Louise for her dynamic contribution to CLCH and wish her well at
her new Trust. She will be greatly missed by myself and many colleagues at CLCH.
6
6.1

USE OF THE TRUST SEAL
The Trust seal was used since the last report on the following occasion:
Seal No 128, on 22nd August 2018 to sign a lease relating to parts of the ground floor and
1st floor of 160 Falcon Road, London, SW11 2LN with Trustees of PCSU.
Seal No 129, on 22nd August 2018 for licence to alter of 160 Falcon Road, London, SW11
2LN with Trustees of PCSU.
Seal No 130, on 29th August 2018 to sign a lease for Emperor’s Gate – renew under lease
and pass through cost for the provision of the same with Dr Hilary King and Dr Caroline
Stott.

Andrew Ridley, CEO
September, 2018

9 August 2018
Point 3.1

Developing the long term plan for the NHS
Today NHS England and NHS Improvement have published a document on developing the long term
plan for the NHS. This briefing summarises the document; outlines what we know about the plan; our
view on the process and development of the plan; and how we plan to engage in its development.
As ever, we welcome member thoughts or input on this and anything in the wider briefing. Please
contact Chris Hopson, Chief Executive (chris.hopson@nhsproviders.org) or Amber Jabbal, Head of
Policy (amber.jabbal@nhsproviders.org) with any feedback.

Overview of the five and ten year plans
In March, the Prime Minister committed to a “sustainable long term plan” for the NHS backed by “a
multiyear funding settlement”. She expanded on this in June, confirming a new funding settlement for the
NHS of an average of 3.4% real terms increase over the next five years. Mrs May also tasked the NHS with
producing a 10 year plan in return for the increase in funding, setting out how the service intends to
deliver major improvements. The timing of the plan’s publication is expected to coincide with the autumn
Budget, where the funding uplift, and how it will be funded, will be formally set out. Further detail is set
out in the next section.

The government’s priorities and tests for the plan
The Prime Minister set a number of priorities for the 10 year plan. They include:
• “getting back on the path to delivering agreed performance standards – locking in and further
building on the recent progress made in the safety and quality of care
• transforming cancer care so that patient outcomes move towards the very best in Europe
• better access to mental health services, to help achieve the government’s commitment to parity of
esteem between mental and physical health
• better integration of health and social care, so that care does not suffer when patients are moved
between systems
• focusing on the prevention of ill-health, so people live longer, healthier lives”
The government also set the NHS five financial tests to show how the service will put the service onto a
more sustainable footing. Those tests are:
1. “improving productivity and efficiency
2. eliminating provider deficits
3. reducing unwarranted variation in the system so people get the consistently high standards of care
wherever they live
4. getting much better at managing demand effectively
5. making better use of capital investment”
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The former and current secretaries of state for health and social care, as well as Simon Stevens and Ian
Dalton, have also set out their priorities for the plan. The new Secretary of State implied to the Health and
Care Select Committee that he would be formally consulting on his priorities in September. These can all
be found in the appendix of this briefing. There is an interesting task to reconcile all these different
priorities and ensure they fit within a financial envelope that barely keeps up with cost and demand
pressures. It will also be interesting to see how much the new Secretary of State wants to be involved in
the detailed creation of the plan.

Delivery plan
A delivery plan to underpin the first few years of the 10 year strategic plan, is also being developed. It is not
clear how separate this will be from the 10 year plan and how it will relate to the planning guidance that
we believe the arms lengths bodies currently want to publish in late September. This September timeline
would echo the 2017/18 planning guidance timetable which gave trusts the chance to complete draft
plans before Christmas, rather than the 2018/19 timetable where trusts were still finalising plans in July.
NHS Improvement chief executive, Ian Dalton, in his first interview with the Health Service Journal
identified a number of issues that he wanted to address through this planning guidance/delivery plan
including include:
• Productivity levels – providers are likely to be expected to achieve more than last year, with Mr
Dalton highlighting GIRFT as well as “transformation projects, and further cuts to agency,
procurement, back office and corporate costs” as further savings opportunities
• Sector deficit – the national bodies may have to consider writing off some of the trust sector’s
debts
• Control totals – these will be replaced with a new financial architecture from April 2019, with Mr
Dalton commenting that the current approach to control totals encourages non-recurrent savings
rather than a focus on underlying financial sustainability
• Fines and sanctions – these are likely to be reviewed (including the marginal rate for emergency
care)
• Tariff – the gap between tariff prices and costs of provision needs to be addressed
• Provider Sustainability Fund – will be reviewed as “the distributional effects of that have again not
necessarily been equal across the system”
Simon Stevens, in his interview with the Health Service Journal also said that they are planning to publish a
plan covering three financial years from 2019/20 to 2021/22 in September, for this to be confirmed in
November. This would include three years of firm clinical commissioning group allocations and two years
indicatively. He also suggested that there would be a “wholesale shift” in NHS funding rules, including the
payment system, and the end of “sustainability funding”.
We would also expect the planning guidance/delivery plan to be clear about detailed sector level demand
assumptions, operational performance levels and recovery trajectories and financial expectations. In other
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words, on current plans, members are likely to know much of the detail of what they will be required to
deliver over the next few years, in September, before the final 10 year plan is published in November.

What do we know about the 10 year plan?
Working groups
The ALB plan to secure wider engagement into the 10 year plan focuses on creating a number of working
groups, covering the priorities set out by the government. Each working group is expected to have a lead
from an arm’s length body (predominantly NHS England or NHS Improvement), and in the majority of
cases a provider CEO representative. A number of these working groups and their leads have been
confirmed (outlined below, and grouped by themes).
We also expect there to be groups covering key issues such as: financial architecture; transformation,
productivity and efficiency; and legislation. We have been told privately that different consultation
mechanisms will be used for this work.
Life course programmes
• Prevention and Personal
Responsibility

Duncan Selbie, Dr Neil
Churchill, Dr Vin Diwaker, Dr
Amanda Doyle

• Healthy Childhood and
Maternal Health

Sarah-Jane Marsh, Professor
Russell Viner, Professor
Jacqueline Dunkley-Bent, Dr
Matthew Jolly

• Integrated and Personalised
Care for People with Long
Term Conditions and the Frail
Elderly (including Dementia)

Caroline Abrahams, Julian
Hartley, Martin Vernon,
Matthew Winn

Clinical priorities
• Cancer

Cally Palmer, Lynda Thomas,
Paula Head

• Cardiovascular and
respiratory

Professor Stephen Powis,
Professor Mike Morgan, Simon
Gillespie, Juliet Bouverie

• Learning Disability and
Autism

Ray James, Dr Jean O’Hara, Rob
Webster

• Mental Health

Claire Murdoch, Paul Farmer,
Sheena Cumiskey

Enablers
• Workforce, Training and
Leadership

Dr Ruth May, Professor Ian
Cumming, Jim Mackey, Dr
Navina Evans

• Digital and Technology

Dr Simon Eccles, Sarah
Wilkinson, Steve Dunn,
Matthew Swindells

• Primary Care

Dominic Hardy, Dr Amanda
Doyle, Dr Nikita Kanani,
Professor Helen StokesLampard

• Research and Innovation

Dr Sam Roberts, Professor Tony
Young, Roland Sinker, Professor
Dame Sue Hill

• Clinical Review of Standards

Professor Stephen Powis,
Professor Carrie MacEwan,
Imelda Redmond

• System Architecture

Ben Dyson, Ian Dodge,
Matthew Swindells

• Engagement

Simon Enright, Sian Jarvis,
Imelda Redmond, Rachel Power
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Timelines
We expect the timelines to be broadly:
• Structure and themes announced early August
• Working groups (aligned to each of the themes – see below for detail) confirmed over the course
of August, and planning begins
• Engagement takes place throughout September – we understand this will include:
o Bespoke engagement by each of the working groups
o ALB engagement with the sector, e.g., through regional forums and roundtables
o Stakeholder engagement, both with the working groups and with the ALB leadership
o Engagement with staff, patients and the public (likely to take place through STPs)
o Engagement through NHS Improvement’s CEO advisory group
• At the end of September, there will be a joint NHS England and NHS Improvement board meeting
to discuss the plan
• During October, the working groups will refine their outputs and their collective work will be
brought together in the plan
• The plan will be published in early November
• Following the publication of the plan NHS England and NHS Improvement will establish the NHS
Assembly to oversee the delivery of the plan

• Initial engagement
• Establishment of
working groups and
planning for policy
development

August

September
• Ongoing
engagement via
workstreams
• Development of
policy proposals

• Test and finalise
policy proposals
• Reconciliation
agaionst available
funding

November
• Publication of 10
year plan at time of
Budget

October

NHS Providers view
Importance of provider engagement
We welcomed the long term funding settlement when it was announced by the Prime Minister, as a
helpful recognition that the NHS needs significantly more money whilst stressing the need to be realistic
about what it could buy. This settlement, along with the development of an NHS 10 year plan, offers the
potential for a reset moment to get back to a day to day operational and financial task that the vast
majority of trusts can actually deliver. It also provides a chance to develop a credible long term plan for
improving care for patients and the public that is owned by the sector.
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In her announcement the Prime Minister highlighted the importance of the service itself in drawing up the
10 year plan. This suggests an understanding that the plan has more chance of succeeding with
meaningful involvement and input from the frontline. Without this, there is a risk that the 10 year plan
becomes a lookalike of the Five Year Forward View with the provider sector signed up to a delivery task
that is unrealistic and which the sector believes is undeliverable, right from the start. We have therefore
been arguing that the involvement of the provider sector and NHS Providers, as the membership
organisation that formally represents the sector, is crucial. Particularly as representative bodies can reflect
the views of groups such as chairs and non-executives who often bring a different perspective.

Provider CEO involvement on working groups
We therefore welcome the involvement of provider sector CEOs on the working groups. It is important,
though, that they are seen and act as sector representatives. We will be contacting all the relevant CEOs
and offering our help in the following ways:
• Offering to collect member feedback to input into the work of the groups on which they sit
• Offering to test emerging proposals with members
• Offering to act as a formal or informal wider channel of communication with the provider sector.

Wider provider sector engagement
The need for meaningful engagement with the wider sector is also crucial to the successful
implementation of the plan. There are plans in place for this wider engagement set out in today’s
communication. However given that timescales are short, there is a risk that wider engagement beyond
the small working groups is tokenistic.

Creating the actual 10 year plan
At present, as outlined above, all the working groups will feed into NHS England and NHS Improvement
who will then make the all important trade offs between the work streams and set the detailed priorities.
We are currently discussing how to ensure appropriate provider sector involvement in this process as well
since this is where the detailed provider sector ask will be finalised. Failure to provide appropriate input
and assurance at this point risks a re-run of the flawed Five Year Forward View process.

The risks to the provider sector
As outlined above, this process provides a valuable opportunity to reset the frontline delivery task and
create an ambitious 10 year plan to improve patient outcomes. But it also carries the following risks for the
sector, which we will be seeking to explicitly manage in the process:
•

•

The Government will want to demonstrate that the nation is getting a clear set of extra new benefits
for the extra money invested especially if, as we expect, it is partly funded through higher taxes. There
is therefore a danger that the plan overcommits the service to new ambitions that can’t be afforded or
delivered.
As we pointed out in our recent briefing [link], there is a significant task to recover performance to the
existing constitutional standards. There is a risk the plan underestimates the cost and time it will take to
deliver this recovery, assuming the current standards or similar are retained.
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•

•

•

•
•

Given that the funding settlement effectively only matches current demand and cost increases, there
will be pressure to make over optimistic assumptions about demand management and productivity
efficiency gains, as happened with the Five Year Forward View. For example, we note that in his HSJ
interview Ian Dalton argued that the sector should be set a higher productivity and efficiency
requirement than the current task.
The plan will need to carefully balance the need for transformation with day to day operational
delivery requirements. There is a risk the plan strikes the wrong balance and underestimates the cost,
resource and time taken to deliver the transformation required by the plan.
The existence of a number of separate work streams seeking to improve outcomes within their area of
focus risks creating too large a number of priorities and a set of ambitions that may look deliverable
individually but are not deliverable collectively.
The plan is unable to take proper account of social care, public health and prevention as the budgets
for these sit outside the settlement that has been announced.
The Government refuses to accept the plan and release the extra funding. We think it is unlikely that
the government will withhold the funding settlement; however there may be Treasury push back on
the plan prior to its publication if it doesn’t deliver against the financial tests they have set.

There are also some obvious process risks here including insufficient time and insufficient weight being
given to provider views originating from both the provider sector and NHS Improvement.

NHS Providers activity
NHS Providers is engaging in the development of the ten and five year plans at a number of levels:
- We are having private conversations with No10, the DHSC, NHS Improvement and NHS England to
ensure that the priorities and process for the plan properly include frontline leaders, including
appropriate input into what the provider sector will actually be asked to deliver.
- We will be reaching out to the provider CEOs on each of the working groups to ensure they have
the information they need to work effectively on behalf of the provider sector as a whole.
- We will be inputting directly into the policy proposals and development of the plan where
appropriate
- We will be inviting NHS England and NHS Improvement to engage with the provider sector at our
regular network events.
- We will formally respond to any public consultation on the proposals as well as feed in directly via
the working groups and stakeholder meetings.
- We will be regularly communicating with members as the plan is developed and will be seeking
your input via email correspondence and roundtables.
We will also be publishing a number of documents, which will include:
- Five key provider sector focussed tests to measure the plan against
- A publication on the productivity and efficiency ask
- Thought leadership on how to address current legislative and regulatory barriers facing the
provider sector
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Appendix: Priorities of the national NHS leadership
Theresa May, Prime Minister
In the June announcement of increased funding, Mrs May set out her priorities as:
• “Getting back on the path to delivering agreed performance standards – locking in and further
building on the recent progress made in the safety and quality of care
• Transforming cancer care so that patient outcomes move towards the very best in Europe
• Better access to mental health services, to help achieve the government’s commitment to parity of
esteem between mental and physical health
• Better integration of health and social care, so that care does not suffer when patients are moved
between systems
• Focusing on the prevention of ill-health, so people live longer, healthier lives”

Matt Hancock, secretary of state for health and social care
In his first speech as secretary of state – delivered in July at West Suffolk Hospital – Matt Hancock said:
• The NHS must reduce and tackle waste, and ensure it “focuses on using this new money to work
smarter and more effectively”
• The long-term plan needs to be “nationally agreed, clinically led and locally supported”
• There are three areas where “we must make swift and decisive progress for that plan to be a success”:
workforce, technology, and prevention

Simon Stevens, NHS England
In an interview with the HSJ in July, Simon Stevens set out his priorities as:
• Mental health
• Cancer
• Cardiovascular disease
• Children’s services
• Health inequalities
He also highlighted:
• Integration programmes will be as set out in the Five year forward view, but accelerated
• Outpatients and community services may be radically repurposed to release funds
• There will be a number of technical changes, such as targets being reviewed and funding mechanisms
reformed
• There could be trade offs if those areas not covered by the settlement – education, public health and
capital – were not protected
• Social care funding needs to be at a level that people are properly looked after and pressure isn’t put on
the NHS
• Workforce being integral, with reforms (such as those to cancer care) dependent on changes to the
workforce over a 10 year timeframe
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Ian Dalton, NHS Improvement
In his August interview with the HSJ, Ian Dalton highlighted his views:
• Providers will need to achieve higher levels of productivity than those achieved last year, with further
savings opportunities identified as coming from the GIRFT programme, transformation projects, and
further cuts to agency, procurement, back office and corporate costs
• National leaders will have to consider writing off some NHS trust debts from the last three years
• The current control total system will be replaced with a new financial architecture from April 2019
• The current fines and sanctions regime, including the marginal rate for emergency care, is likely to be
reviewed
• The “significant delta” between the price of the tariff and the actual cost of providing care will need to
be addressed
• The Provider Sustainability Fund will be reviewed as the distributional effects of that have again not
necessarily been equal across the system
• It is too simplistic to say there’ll be an end to the purchase provider split, given the need to continue
with strong providers

Jeremy Hunt, former secretary of state for health and social care
In his May interview with the HSJ, Jeremy Hunt as secretary of state for health and social care set out his vision
for the NHS long-term plan:
• The full integration of the health and social care system
• Better use of IT to make sure the NHS is at the forefront of medicine
• Transforming services in order to ease pressure in the emergency care system during winter
• Recovering performance standards
• “A 10 year perspective on really big efficiency improvements”, mentioning the need for modern IT
systems and artificial intelligence, and centralising procurement, as well as recognising the impact of
predictable funding levels and flows
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The NHS funding settlement: Recovering lost ground
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KEY POINTS
The government has announced a 3.4o/o real terms funding rise for the NHS

over five years. This is a welcome investment, but there are many demands
on this funding. lt must pay for recovering current performance and financial
gaps, pay rises for staff keeping up with NHS cost and demand growth, and
any early steps to either transform the service or enhance performance in
areas like cancer and mental health. lt is important not to lose this

opportunity to reform NHS services and look to invest in the right services for
patients.

ln order to recover gaps in performance, we need to increase capacity in the
acute, mental health, community and ambulance sectors, address the costs
associated with closing gaps in capital and revenue funding, restore other

budgets such

as

those for staff development; and meet the cost of increasing

doctors'pay.

To assist the debate on the NHS ten year plan, in which frontline NHS trust
leaders must have a key voice, there are a number of areas which need to be
addressed if we are to recover NHS performance to a sustainable position
(table 14).

lf the NHS is to recover performance against the 18-week referral to

treatment standard, that is likely to cost f950m a year for three years. We
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calculate that the NHS was short of around 7,825 acute inpatients to be able

to hit the four hour accident and emergency standard. A conservative
estimate would be that it would cost f894m to provide these extra beds.
Pressures on mental health, community and ambulance services are just as

great as those in the acute hospital sector. We have therefore calculated the
cost of recovering performance as bringing the reduced mental health and

community workforces back up to 2010 levels at an estimated annual cost of
1346m. Given the pressures on these services, recovering performance through the increasing the workforce - is only the initial element of what is
required to ensure these services better meet patient need and demand.
Further expansion of these services will be required.

The cost of eliminating the current trust sector deficit is between f645m and

f960m a year. Trusts are also currently excessively reliant on non-recurrent
savings, such as land sales. We estimate that a sustainable level of savings
would require f 500m a year of extra provider funding.
Tackling high and significant estates risks and preventing any new backlog

from arising will cost at least f1.2bn

a year

for three years.

We need to recognise how dependent the NHS is on wider public services, in

particular public health and social care. Ensuring that these services are
sustainably funded is crucial to the success of the health and care system
over the next ten years.

Our view is that recovering lost ground would take up much if not most of

the additional NHS spending, restricting the options for other key priorities.
The cost of recovering the financial and operational gaps shows that difficult
the choices in the new NHS ten-year plan will be required.
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Executive summary:
This paper presents the H&F Integrated Care Partnership Alliance Agreement for review ahead of Trust
Board review and sign off.
Following review by Capsticks and further updates by the working group Programme Manager, the
agreement was reviewed and approved at H&F Integrated Care Partnership Board on Monday 20th August.
The Objectives of the agreement are:
To provide a financial, governance and contractual framework that delivers the key objectives of the
Participant organisations in order to be able to meet demand from changing levels of need, changing funding
levels, new legislation and/or policy imperatives. This will be achieved through:
• Improving the Service User’s experience of care
• Improving the health of the population
• Improving the use of resources
• Improving the staff experience
Key terms of the agreement are as follows
1) The agreement is non-legally binding (See Partnership Principles – clause 7) and is based originally
on the NHS standard alliance agreement template
2) The underlying Services Agreements between Commissioner and Participant take precedence
3) Commencement date 1st September 2018, expiry March 2021.

4) Parties: CLCH, Chelwest, ICHT, WLMHT, GPFED, CCG
5) Governance
a. The ICP is governed by the Partnership Board where decision making is by consensus.
b. The ICP Board is supported by a Management Group that meets monthly as well as Clinical
Reference Group
6) A draft outcomes framework has been included with the intention that this is incorporated in the
2019/20 Services Agreements when these are signed. The outcomes framework, as currently drafted
is very high level.
7) The scope of joint services is currently undefined and subject to the conclusion of the three clinical
workstreams in progress. The three workstreams are Children and Young People, Adults and Older
Adults and are due to report in the autumn.
8) A risk and reward arrangement is included at Schedule 4, however this is a very high level statement
about the principles of a future arrangement
In the ELT paper of 19th June some issues with the draft agreement were highlighted. An update on the
status of these points is provided below
Item
A number of the schedules and clauses still need
completing
The scope of services falling under the agreements
is currently undefined
The legally binding status of the agreements needs
greater clarity
The liability and indemnity clauses may require
amending (depending on whether the agreements
are clarified as being legally binding)

Status
Now addressed
Still undefined, pending completion of the clinical
workstreams. When the workstreams report back
then the agreement will be amended to
incorporate the joint services scope
Clarified as not legally binding
The main indemnity provision has been removed in
substance (clause 18). There remains a provision
about how liabilities for joint service programs will
be dealt with in the circumstances where a party is
excluded from the alliance/agreement (clause 20)
in the event of insolvency, wilful default or
termination of underlying Services contract. This
seems reasonable and appropriate as it will also
protect CLCH if another party is excluded. However
given the agreement is not legally binding the
effective force of the clause is limited.

The staff hosting arrangements need review. The
alliance is not a legal entity and so cannot
employee staff. Hence posts like the project
manager envisaged for WL require clarity around
hosting

Imperial are designated as the host for any program
staff

The risk/reward schedules need further work

The risk/ reward schedule is still very high level and
is essentially an agreement to work together
further. This is an ongoing piece of work for the
finance workstream. The risk reward arrangements
will not have real substance till the actual scope of
joint services is agreed.

Appendix 1 – H&F Alliance Agreement Final Draft V9.1

Assurance provided:
Report provenance: This paper was prepared for ELT on the 28th August
Previous ELT paper 19th June 2018 and 17th July 2018

Report for:
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X

Discussion

Recommendation:
The Board are asked to approve the recommendation for sign off.

X
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NHS HAMMERSMITH AND FULHAM CCG – Commissioner

(1)

and
Providers are as follows:CENTRAL LONDON COMMUNITY HEALTHCARE NHS TRUST

(2)

CHELSEA AND WESTMINSTER HOSPITAL NHS FOUNDATION TRUST

(3)

IMPERIAL COLLEGE HEALTHCARE NHS TRUST

(4)

WEST LONDON MENTAL HEALTH NHS TRUST

(5)

HAMMERSMITH AND FULHAM GP FEDERATION LTD

(6)

Hammersmith & Fulham Integrated Care
Partnership
Alliance Agreement
for
2018/19
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Version
1

Reviewer
Matt Mead

2

Jess Nyman

3

Jon Lear, Helen Poole, Peter
Milliken

Changes made
• Updated NHSE Template with local
information
• Alliance Objectives, Principles, Behaviours
and Participant Roles Added
• ICP Management Group Role Added
•
•
•
•
•
•
•

4

Matt Mead to reflect
comments from Jon Lear and
Paul Harniess

4.1

Owen White/Toby Hyde

•

5

Matt Mead to reflect
comments from Jon Lear and
Peter Milliken

•
•
•
•
•
•

5.1

Matt Mead

•

6

Matt Mead

•
•
•
•

7

Matt Mead

•
4

Participant Addresses Updated
ICP Board Role Added
Draft Risk Reward Policy Added
Updated to reflect comments from
reviewers
Added Contents Page
Updated Clause 13.2 with revised wording
Updated Clauses 20.8, 23.3, 23.4, 25.1, 26.1
and 27.1 to reflect Partnership
arrangements rather than traditional
Commissioner/Provider agreement
Schedule 4 updated to incorporate
principles agreed w/c 14 Feb and minor
other Sched4 amends
Inserted details around Background (page 3
& 4)
Updated references to Alliance
Management Team to Integrated Care
Management Group
Removed Provider from Clause 10.5 to
reflect CCG contribution to Programme
Manager post
Removed Clauses 18.3-18.6 (not reflective
of spirit of ICP Programme)
Removed Provider from Clause 25.1 to
reflect Partnership
Updated formatting
Inserted initial ‘I’ Statements for Outcomes
Framework into Schedule 5
Removed reference to additional
background material
Updated Clauses 2.2, 2.5, 4.1, 5.4 and 20.14
as per F&C Workstream discussion
Updated References and Local Content for
Schedule 2
Updated references to Key Performance
Indicators to Outcomes Framework
Added Initial Expiry Date of 31st March 2021
to Clause 5.3

•

•
•

8

•
•
•
•

•
•
•
•

•
•
•
•

5

Updated Clause 4.1 to reflect retention of
delivery of Alliance Objectives within the
Hammersmith and Fulham Integrated Care
Partnership Agreement rather than the
individual Service Contracts
Updated Clause 12.3 with proposed wording
from Toby Hyde
Updated Schedule 4 to Risk/Reward
Principles in the absence of a developed
policy and removed references to proposed
percentage splits
Note made to update commencement date
when confirmed (currently in the past)
References to the Alliance updated to the
Hammersmith and Fulham Integrated Care
Partnership
Updates references to Commissioning
Contracts to Service Contracts for
consistency
Background & 4.1 - Noted that need to
confirm all contracts are in place prior to
Alliance Agreement signature (i.e. existing
contracts) or to revise wording
2.8 Updated to reflect current partners
(added Mental Health and removed Social
Care) covered by Agreement
Reference to Completion Date removed as
not a defined term
7.6.2 Updated for clarity that Integrated
Services Schedule sits within the Alliance
Agreement
9 Commissioner Role updated to include
discussion with provider participants in
advance of incentivising third parties to
deliver outcomes (in recognition of
partnership approach)
13.2 Updated to reflect individual decision
making re changes to Service Contracts
17.2 Square brackets removed to include
optional text
20.14 Square brackets removed to include
optional text
Schedule 7 1.2 Removed text in square
brackets to highlight local determination
potential
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Matt Mead

•
•
•
•
•
•

9.1

Matt Mead

•
•
•
•
•
•

6

Commencement Date changed to 1st
September 2018
Addresses for Notices added to Schedule 1
Part 2
Service Contracts added to Schedule 1 Part 3
Commencement Date & Services definitions
updated within Schedule 2
Commissioner responsibility for funding of
dispute resolution facilitator removed in
Schedule 8
Holding text added to Schedule 9 Scope of
Services to recognise timescale for clinical
workstreams.
Corrected typing errors and formatting
Updated TOR for Management Group and
ICP Board
Corrected references
Revised Schedule 9 Heading to Integrated
Services Schedule
Added Cover Pages
Added definition for direct costs in Schedule
2
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THIS AGREEMENT is made the 1st September 2018
BETWEEN
(1) NHS HAMMERSMITH AND FULHAM CLINICAL COMMISSIONING GROUP, Ferguson House, 15
Marylebone Road, London, NW1 5JD (“H&F CCG”);
(2) IMPERIAL COLLEGE HEALTHCARE NHS TRUST, The Bays, South Wharf Road, St Mary’s
Hospital, London, W2 1NY (“ICHT”);
(3) CHELSEA AND WESTMINSTER HOSPITAL NHS FOUNDATION TRUST, 369 Fulham Road,
London, SW10 9NH (“C&W”);
(4) HAMMERSMITH AND FULHAM GP FEDERATION LTD, Dawes Road Hub, Matthew Court,
Dawes Road, Fulham, SW6 7EN (“HFGPFED”);
(5) WEST LONDON MENTAL HEALTH NHS TRUST, Trust Headquarters, 1 Armstrong Way,
Southall, UB2 4SD (“WLMHT”); and
(6) CENTRAL LONDON COMMUNITY HEALTHCARE NHS TRUST, Ground Floor, 15 Marylebone
Road, London, NW1 5JD (“CLCH”)
each a “Participant” and together, the “Participants”.
BACKGROUND
(A) The Participants intend to ensure integrated, high quality, affordable and sustainable health
and care services are delivered in the most appropriate way for the registered or resident
population of Hammersmith and Fulham.
(B) This Agreement is an integral part of the vision to promote integrated services that deliver
personalised care, and it is anticipated that this Agreement will facilitate the objectives of
Hammersmith and Fulham Integrated Care Partnership as more fully described in this
Agreement.
(C) Over the period of this Agreement, We will work together positively and in good faith in
accordance with the Hammersmith and Fulham Integrated Care Partnership Principles to
achieve the Hammersmith and Fulham Integrated Care Partnership Objectives.
(D) This Agreement supplements and operates in conjunction with the existing Services
Contracts between the Commissioner Participants and the Provider Participants.
IT IS AGREED AS FOLLOWS:
1. DEFINITIONS AND INTERPRETATION
1.1.

The provisions of this Agreement are to be interpreted in accordance with Schedule 2
(Definitions and Interpretation).

2. STATUS AND PURPOSE OF THIS AGREEMENT
2.1.

We each agree that:
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(a) each one of Us is a sovereign persons or organisations;
(b) the Hammersmith and Fulham Integrated Care Partnership is not a separate legal entity
and as such is unable to take decisions separately from Us or bind Us;
(c) one or more of Us cannot 'overrule' any other of Us on any matter (although all of Us are
obliged to comply with the terms of the Agreement); and
(d) each one of Us shall not be required to take any action pursuant to any provision of this
Agreement that causes any one of Us to be in breach of Legislation or any regulatory
obligation; and
(e) each one of Us shall not be required to take any action pursuant to any provision of this
Agreement that causes any one of Us to act in a way that is contrary to Our interests.
2.2.

This Agreement is not an NHS Contract pursuant to section 9 of the National Health Service
Act 2006.

2.3.

We have agreed to form an Alliance to establish an improved financial, governance and
contractual framework for the delivery of the Services.

2.4.

We recognise that the successful implementation of the Hammersmith and Fulham
Integrated Care Partnership will require strong relationships and the creation of an
environment of trust, collaboration and innovation.

2.5.

This Agreement sets out the key terms We have agreed with each other including the
agreed outcomes and indicators for the Services. This Agreement will supplement and
operate in conjunction with:
(a) the Services Contracts (see Section C below for more details); and
(b) any other local partnering arrangements relevant to the Services.

2.6.

This Agreement supplements and works alongside the Services Contracts. In other words,
this Agreement is the overarching agreement that sets out how We will work together in a
collaborative and integrated way and the Service Contracts set out how We will provide
the Services.

2.7.

Each of Us will perform Our respective obligations under Our respective Services Contract.
We acknowledge that the overall quality of the Services will be determined by Our
collective performance and We agree to work together as described more fully in Section B
below. Our plans for delivering the Services and improving care are set out in Section C and
Our agreed sharing of risks and rewards is described in Section D.

2.8.

The terms of this Agreement are set out in the following sections:
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(a) SECTION A: sets out the objectives and principles of the Hammersmith and Fulham
Integrated Care Partnership.
(b) SECTION B: sets out each of Our roles in the Hammersmith and Fulham Integrated Care
Partnership, and the governance of the Hammersmith and Fulham Integrated Care
Partnership.
(c) SECTION C: sets out Our agreed arrangements relating to the Services Contracts for the
delivery of the Services, ensuring improved coordination of care and greater collaboration
between primary, community, mental health and acute.
(d) SECTION D: sets out how We manage Our performance, financial risk and benefit sharing
mechanisms.
(e) SECTION E: sets out the remaining contractual terms.
3. PRE-COMPLETION
Each of Us acknowledges and confirms that as at the date of this Agreement We have
obtained all necessary authorisations to enter into this Agreement.
4. COMPLETION
4.1. Completion is conditional upon the execution of a Service Contract between the relevant
Commissioner Participant and the relevant Provider Participant. Each Service Contract shall
include a specification aligned to the Hammersmith and Fulham Integrated Care
Partnership Objectives for the period 2019/20. The accountability for the delivery of the
Hammersmith and Fulham Integrated Care Partnership Objectives shall remain under the
terms of the Hammersmith and Fulham Integrated Care Partnership Agreement.
5. COMMENCEMENT AND TERM
5.1. Clauses 1 (Definitions and Interpretation), 2 (Status and Purpose of this Agreement), 3 (Precompletion), 4 (Completion) and 5 (Commencement and Term) will be effective from the
Commencement Date.
5.2.

The remainder of this Agreement will be effective from a date specified in a notice from
the Commissioner Participants to the Provider Participants confirming that Service
Contracts between each relevant Commissioner Participant and each relevant Provider
Participant has been executed.

5.3.

This Agreement shall, subject to Clauses 5.4 and 5.5 remain in force until the Initial Expiry
Date– 31st March 2021, unless terminated in accordance with this Agreement (the "Initial
Period").

5.4.

The Commissioner Participants may with the consent of the Provider Participants not less
than six (6) months prior to the expiry of the Initial Period serve notice to extend this
Agreement for period of two (2) years from the expiry of the Initial Period.
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5.5.

Any extensions beyond the Initial Period will be on the same terms and conditions as this
Agreement unless it is agreed in writing by all of Us to vary them (and such change being
documented in accordance with the Variation Procedure).

SECTION A: ALLIANCE PRINCIPLES, OBJECTIVES AND COMMITMENTS
6. ALLIANCE OBJECTIVES
Our intention is that this Agreement shall provide a financial, governance and contractual
framework that delivers the key objectives of the Participant organisations in order to be
able to meet demand from changing levels of need, changing funding levels, new
legislation and/or policy imperatives. This will be achieved through:
6.1.1.Improving the Service User’s experience of care and support by:
6.1.1.1.

6.1.1.2.
6.1.1.3.

ensuring that integrated health and care services are delivered coherently
and that fragmentation of service delivery is minimised by reducing
organisational, professional and service boundaries;
ensuring seamless Service User journey/experience irrespective of their
care needs (i.e. health or social care); and
supporting the process of transition to new care, support and well-being
models delivering improved outcomes for Service Users.

6.1.2.Improving the health of the population by:
6.1.2.1.
6.1.2.2.

health and care services placing a focus on prevention; and
incentivising the achievement of positive outcomes for the benefit of the
population’s health and wellbeing.

6.1.3.Improving the use of resources by:
6.1.3.1.
securing best value for the total NHS and social care budget in terms of
outcomes per pound spent;
6.1.3.2.
directing resources to the right place in order to adequately and
sustainably fund the right care for improved patient outcomes; and
6.1.3.3.
ensuring health and care system sustainability through reduced system
cost whilst maintaining appropriate quality and Service User safety.
6.1.4.Improving the staff experience by:
6.1.4.1.

supporting staff to work in new ways which are patient-centred and which
improve the way in which information is shared between the Participants
to reduce duplication in work and promote use of a single integrated and
multi-disciplinary team.
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6.2.

We acknowledge and accept that the Integrated Care Partnership Board may seek to shift
activity and service specifications under the respective Services Contracts in order to
achieve the Hammersmith and Fulham Integrated Care Partnership Objectives. We may
utilise a mechanism to vary contracts such as a Service Operations Manual to effect the
necessary changes in service specifications, activity plans etc.

Best for Service Users Decision Making
6.3.

We know that We will have to make decisions together in order for Our Alliance to work
effectively. We agree that We will always work together and make decisions on a ‘Best for
Service User’ basis in order to achieve the Hammersmith and Fulham Integrated Care
Partnership Objectives and the Hammersmith and Fulham Integrated Care Partnership
Outcomes, unless any one of the Reserved Matters listed applies.

Compliance with legal obligations
6.4.

We shall support each other to achieve compliance with each of Our statutory
responsibilities. Accordingly, nothing in this Agreement will require any of Us to do
anything which is in breach of Our legal obligations (including procurement and
competition law) or which breaches any regulatory or provider licence requirements.

7. ALLIANCE PRINCIPLES
Commissioning Principles
7.1.

Whilst acknowledging (i) the independent nature of each Participant; (ii) the application of
competition law (as relevant); and (iii) any applicable procurement obligations, We
consider that Service User benefits and national policy stemming from the Five Year
Forward View and the GP Forward View will be optimised by commissioning services from
the Integrated Care Partnership on a long-term basis where possible. The traditional roles
of commissioner and provider will change as contracts will be agreed on a long-term basis.
Accountability for delivery of the Alliance Outcomes set out in the Hammersmith and
Fulham Integrated Care Partnership Agreement will transfer to the Provider Participant,
and the Commissioner Participant will monitor delivery of the Hammersmith and Fulham
Integrated Care Partnership Outcomes.

7.2.

The Participants acknowledge that the Commissioner Participant will hold contracts with
the Provider Participants which will contain the Alliance Outcomes that are to be achieved
collectively by the Provider Participants.

7.3.

We will seek to agree that Service Contracts relevant to Clause 7.2 above:
7.3.1.are agreed in a manner consistent with this Agreement; and
7.3.2.recognise the collective interdependencies with respect to the performance or nonperformance of the Alliance Outcomes.

7.4.

We acknowledge that:
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7.4.1. the Service Contracts will detail the payments to be made by the Commissioner
Participant to the Provider Participants; and
7.4.2.the Commissioner Participant shall be solely responsible for discharging its payment
obligations under the terms of the Service Contracts.

PARTNERSHIP PRINCIPLES
7.5.

The Parties acknowledge and confirm that this Agreement is not intended to create binding
obligations compelling any Party to act otherwise than as such Party determines in its sole
discretion.

7.6.

We agree to work together at all times in accordance with the Alliance Principles to
collectively achieve the Alliance Outcomes.

7.7.

We acknowledge and confirm that:
7.7.1.each Participant shall be solely responsible for delivering its obligations strictly in
accordance with the terms of its own Service Contract;
7.7.2.each Participant shall be responsible for delivering such obligations as are identified as
being its responsibility in the Integrated Services Schedule within this Agreement; and
7.7.3.nothing in this Agreement shall be interpreted as an assumption by any Participant of
obligations or liabilities arising under the other Provider Participants’ Service
Contracts, the Integrated Services Schedule or otherwise (unless expressly agreed to
the contrary in writing by Us).

7.8.

We also recognise that engagement and consultation duties, relating to any changes in
clinical services, rest largely with the Commissioner Participants who will lead on such
changes.

8. ALLIANCE BEHAVIOURS
8.1. We will:
8.1.1. Act with integrity and transparency, seeking to understand the behaviours of
Participants.
8.1.2. Be open in sharing areas of strong performance and areas requiring development.
8.1.3. Recognise the success of the programme relies on robust partnership, engagement
and communication with Our staff and the public and commit to ensuring
distribution of relevant briefing notes and newsletters.
8.1.4. Encourage innovation and charge within a context of appreciative enquiry and
critical friendship. Acknowledge failure and commit to learn together quickly from
things that do not work and integrate learning into future plans.
8.1.5. Be sensitive to the challenges of integration amongst the Participants, working
collaboratively to support Participants to overcome these challenges.
8.1.6. Commit to finding a mutually satisfactory solution to challenges, avoiding the need
for escalation;
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8.1.7. Encourage cooperative behaviour between Us and engender a culture of "Best for
Service User” including no fault, no blame and no disputes where practically
possible;
8.1.8. Seek to ensure that sufficient resources are available, including appropriately
qualified staff who are authorised to fulfil the responsibilities set out in this
Agreement;
8.1.9. Assume joint accountability for the achievement of the Hammersmith and Fulham
Integrated Care Partnership Outcomes;
8.1.10. Commit to the principle of collective accountability and to share the risks and
rewards (in the manner set out in this Agreement and as may otherwise be
determined between the Participants from time to time) associated with the
performance of the Hammersmith and Fulham Integrated Care Partnership
Objectives;
8.1.11. Work together on a transparent basis (for example, open book accounting where
possible) subject to compliance with all applicable laws, particularly competition
law, and agreed information sharing protocols and ethical walls.
9. ALLIANCE PARTICIPANTS ROLES
We have agreed the following roles and responsibilities:
9.1.

The Hammersmith and Fulham Integrated Care Partnership Participants shall be
responsible for:
9.1.1. providing system leadership;
9.1.2. establishing an environment that encourages collaboration;
9.1.3. engaging with stakeholders in a coordinated and integrated way;
9.1.4. acting in good faith and in a way which promotes Best for Service Users;
9.1.5. developing new models of care and associated outcomes;
9.1.6. through high performance, unlocking and generating enhanced value for the
population of Hammersmith and Fulham;
9.1.7. monitoring and managing the achievement of the Hammersmith and Fulham
Integrated Care Partnership Outcomes; and
9.1.8. taking responsibility for and managing the risks in performing the Services (subject
to the risk/reward sharing principles outlined in this Agreement).

9.2.

The Commissioner Participant shall:
9.2.1. promote effective collaborative processes;
9.2.2. identify the health and social care needs and priorities of the population of
Hammersmith and Fulham;
9.2.3. clearly articulate:
9.2.3.1.
performance standards;
9.2.3.2.
the scope of Services and technical requirements;
9.2.3.3.
known risks relating to the Services; and
15

9.2.3.4.
any change in service requirements to support the assessment of impact
and potential risks;
9.2.4. constructively negotiate and contract manage the Service Contracts to deliver
outcomes rather than measure key performance indicators which have not been
linked to the delivery of the Outcomes Framework; and
9.2.4.1.
seek engage the Provider Participants prior to putting in place contractual
arrangements with other third party providers to incentivise the Hammersmith
and Fulham Integrated Care Partnership Outcomes.
9.3.

The Provider Participants must:
9.3.1. take responsibility for and manage the risks of performing the Services;
9.3.2. provide a healthy and safe working environment;
9.3.3. provide on-going improvement in the delivery of the Services;
9.3.4. establish an environment to encourage collaboration (open, honest and efficient
working);
9.3.5. act in good faith and in a way which promotes Best for Service Users;
9.3.6. implement performance recording to allow progress against the non-cost Alliance
Outcomes to be tracked;
9.3.7. provide skilled resources for delivery of services (i.e. including relevant know-how);
9.3.8. promote and develop a co-operative and high performing culture, and a way of
working that promotes and drives co-operation, innovation and continuous
improvement; and
9.3.9. deliver services within budget and share risk in accordance with the terms of this
Agreement where this does not happen.

9.4.

Where any Provider Participant has any contract for services with the Commissioner
Participant in addition to a Services Contract, the Provider Participant concerned will use
its reasonable endeavours to ensure, unless otherwise agreed by the Commissioner
Participant, that there is no duplicated recovery of charges for the same service or
resource, nor is any activity moved between contracts to provide a financial advantage to
that Provider Participant.

SECTION B: ALLIANCE GOVERNANCE
10. ALLIANCE GOVERNANCE
Integrated Care Partnership Board
10.1. We all agree to establish the Integrated Care Partnership Board. The Integrated Care
Partnership Board is the group responsible for leading the Hammersmith and Fulham
Integrated Care Partnership. The Integrated Care Partnership Board will hold to account
the Integrated Care Management Group. It will have other duties and the authority and
accountability defined in its terms of reference.

16

10.2. The terms of reference for the Integrated Care Partnership Board shall be as set out in
Schedule 3 - Part 1 (Integrated Care Partnership Board – Terms of Reference).
Integrated Care Management Group
10.3. We agree to establish the Integrated Care Management Group which will be responsible
for managing the Hammersmith and Fulham Integrated Care Partnership and the delivery
of the Services. For the avoidance of doubt the Integrated Care Management Group shall
not be a committee of any Participant or any combination of Participants.
10.4. The terms of reference for the Integrated Care Management Group shall be as set out in
Schedule 3 – Part 2 (Integrated Care Management Group – Terms of Reference).
Programme Manager, Integrated Care Partnership
10.5. We agree that the Participants will engage an individual to undertake programme
management on behalf of Us (the "Programme Manager").
10.6. We agree that the detailed responsibilities / job description for the Programme Manager
shall be determined by the Integrated Care Partnership Board. The Programme Manager
will report regularly (no less than every month) to the Integrated Care Partnership Board.
10.7. We agree to work with the Programme Manager to enable him/her to carry out the actions
required of him/her under this Agreement.
Admitting new participants
10.8. New participants shall be admitted on terms which are fair, reasonable and nondiscriminatory. Where a Participant or Participants wish to admit a new person or
organisation to be a Participant under this Agreement, such a proposal shall be considered
at the next Integrated Care Partnership Board meeting.
10.9. The relevant Participant or Participants that wish to admit a new person or organisation
shall serve a written notice on the Integrated Care Partnership Board setting out the details
of:
(a) the proposed new person or organisation (where known);
(b) reasons and rationale for the proposed admission of a new person or organisation;
(c) the likely impact on the Services; and
(d) the likely impact on the payments to be made under Schedule 4 (Risk/Reward
Mechanism).
10.10. Following receipt of the notice referred to in Clause 10.9, the Integrated Care Partnership
Board shall then consider the proposal and by a resolution of the Integrated Care
Partnership Board decide whether to admit the proposed new person or organisation as a
Participant under this Agreement and what actions (if any) need to be taken, in terms of
varying this Agreement.
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11. RESERVED MATTERS
11.1. We acknowledge that each of the Commissioner Participants is required to comply with
various statutory duties as commissioners. Therefore, notwithstanding any other provision
of this Agreement or any Services Contract, each of the Commissioner Participants must be
free to determine the following matters as they see fit. Each of the Commissioner
Participants will strive to achieve a consensus and an alignment amongst Us, but We
recognise that, ultimately, each of the Commissioner Participants must be free to
determine the following "Reserved Matters":
(a) any Mandatory Variation required to be implemented by the Commissioner Participants;
(b) any matter upon which the Commissioner Participants may be required to submit to
public consultation or in relation to which the Commissioner Participants may be required
to respond to or liaise with a Local Healthwatch organisation;
(c) any decision of the Commissioner Participants to exercise its rights in relation to Clause
19 (Force Majeure);
(d) any steps taken by the Commissioner Participants pursuant to Clause 20 (Rectification,
Exclusion and Termination);
(e) any steps taken by the Commissioner Participants in relation to Clause 23 (Transfer to
Third Parties); and
(f) any matter which requires the Commissioner Participants to invest further monies in
respect of the Services, or under the Services Contracts or under this Agreement.
11.2. We agree that:
(a) the Reserved Matters are limited to the express terms of Clause 11.1;
(b) the Reserved Matters shall not be exercised so as to require a Provider Participant to
breach any regulatory obligations (including for any Provider Participant that is an NHS
Foundation Trust the terms of its NHS Provider Licence or for any Provider Participant any
directions issued pursuant to direction 6(c) of the National Health Service Trust
Development Authority Directions and Revocations and the Revocation of the Imperial
College Healthcare National Health Service Trust Directions 2016) or to breach any
legislative requirements including the Health and Social Care Act 2008 (Regulated Activities)
Regulations 2010;
(c) the Integrated Care Partnership Board may not make a final decision on any of the
matters set out in Clause 11.1(a) and 11.1(b), which are reserved for determination by the
Commissioner Participants only;
(d) where exercising a Reserved Matter under Clause 11.1(c) to 11.1(f), and subject to any
need for urgency because to act otherwise would result in the Commissioner Participants
breaching their statutory obligations, the Commissioner Participants will first consult with
the Integrated Care Partnership Board in respect of its proposed exercise of a Reserved
Matter;
(e) should the need arise, a Commissioner Participant will give a written notice to the
Integrated Care Partnership Board that it is exercising a Reserved Matter; and
(f) if a decision in respect of any Reserved Matter is notified to the Integrated Care
Partnership Board, We will implement that decision as if it were a decision of the Integrated
Care Partnership Board.
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12. TRANSPARENCY
12.1. We will provide to each other all information that is reasonably required in order to
achieve the Hammersmith and Fulham Integrated Care Partnership Objectives and to
design and implement changes to the ways in which Services are delivered (and where the
Services are delivered from).
12.2. We will have responsibilities to comply with competition laws and We acknowledge that
We will all comply with those obligations. We will therefore make sure that We share
information, and in particular Competition Sensitive Information, in such a way that is
compliant with competition law and, accordingly, the Integrated Care Partnership Board
will ensure that the exchange of Competition Sensitive Information will be restricted to
circumstances where:
12.2.1. it is essential;
12.2.2. it is not exchanged more widely than necessary;
12.2.3. it is subject to suitable non-disclosure or confidentiality agreements which include a
requirement for the recipient to destroy or return it on request or on termination of
this Agreement; and
12.2.4. it may not be used other than to achieve the Hammersmith and Fulham Integrated
Care Partnership Objectives,
and We acknowledge that Competition Sensitive Information is defined in Schedule 2. To assist in
applying the definition to information to categorise it as Competition Sensitive Information, We
acknowledge that it is for each Provider Participant to decide whether information is Competition
Sensitive Information but We recognise that it is normally considered to include any internal
commercial information which, if it is shared between Provider Participants, would allow Provider
Participants to forecast or coordinate commercial strategy or behaviour in any market.
12.3. As per schedule 4 of this Agreement, the Participants are committed to working together
toward the delivery of an integrated health and care system for the registered Service
Users of Hammersmith and Fulham. This will require Provider Participants and
Commissioner Participants to share openly detail on financial cost resourcing, activity or
other information as required in order to deliver the Alliance Objectivesthe Hammersmith
and Fulham Integrated Care Partnership.
12.4. We will make sure the Integrated Care Partnership Board establishes appropriate nondisclosure or confidentiality agreements between and within the Provider Participants so
as to ensure that Competition Sensitive Information and Confidential Information are only
available to those members of the Provider Participants who need to see it for the
purposes of the Hammersmith and Fulham Integrated Care Partnership and for no other
purpose whatsoever so We do not breach competition law.
12.5. It is accepted by the Hammersmith and Fulham Integrated Care Partnership that the
involvement of the Provider Participants in the Hammersmith and Fulham Integrated Care
Partnership is likely to give rise to situations where information will be generated and
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made available to the Provider Participants, which could give the Provider Participants an
unfair advantage in competitions which may be capable of distorting such competitions
(for example, disclosure of pricing information or approach to risk may provide one
Provider Participant with a commercial advantage over a separate Provider Participant).
12.6. The Provider Participants therefore recognise the need to manage the information referred
to in Clause 12.5 above in a way which maximises their opportunity to take part in
competitions by putting in place appropriate procedures, such as appropriate nondisclosure or confidentiality agreements.
12.7. A Provider Participant will have the opportunity to demonstrate to the reasonable
satisfaction of the Commissioner Participants in relation to any competitive procurements
that the information it has acquired as a result of its participation in the Hammersmith and
Fulham Integrated Care Partnership, other than as a result of a breach of this Agreement,
does not preclude the Commissioner Participants from running a fair competitive
procurement in accordance with the Commissioner Participants’ legal obligations.
12.8. Notwithstanding Clause 12.7 above, the Commissioner Participants reserve their rights to
take such measures as they consider necessary in relation to such competitive
procurements in order to comply with their obligations under Legislation (for example, the
Public Contract Regulations 2015 and the National Health Service (Procurement, Patient
Choice and Competition) (No 2) Regulations 2013) including, but not limited to, excluding
any potential bidder from the competitive procurement in accordance with the laws
governing that competitive procurement.
12.9. Nothing in this Agreement shall absolve any of the Provider Participants from their
obligations under their respective Service Contracts, particularly in relation to ensuring that
the Services are provided in accordance with the requirements of the relevant Service
Contract.
12.10. Where there are any Patient Safety Incidents or Information Governance Breaches relating
to the Services, for example, the Provider Participants shall ensure that they each comply
with their individual Service Contract and, where required by the Commissioner
Participants, work collectively and share all relevant information to that Patient Safety
Incident or Information Governance Breach (or other similar issue) for the purposes of any
investigations and/or remedial plans to be put in place, as well as for the purposes of
learning lessons in order to avoid such Patient Safety Incident or Information Governance
Breach in the future.
12.11. Without prejudice to any obligations in the Service Contracts, the Provider Participants
shall each notify the Integrated Care Partnership Board of any Serious Incident that has
arisen in connection with the relevant Provider Participant's involvement in providing the
Services set out in the Service Contract, without delay and no longer than two (2) Business
Days of that Serious Incident taking place.
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SECTION C: SERVICES CONTRACTS AND COORDINATION OF THE SERVICES
13. SERVICES CONTRACTS
13.1. Each of Us must perform Our respective obligations under, and observe the provisions of,
any Services Contract to which We are a party.
13.2. Nothing in this Agreement relaxes or waives any of Our obligations pursuant to any
Services Contract. As stated in Clause 6.2, We acknowledge and accept that the Integrated
Care Partnership Board may recommend that activity is shifted and that service
specifications under the respective Services Contracts may be varied subject to the
agreement of the individual Participant who is impacted in order to achieve the
Hammersmith and Fulham Integrated Care Partnership Objectives. The Integrated Care
Partnership Board must review activity allocation and service specifications and
recommend appropriate changes for consideration and approval by the relevant
Participants.
13.3. Save as set out in Clause 18 (Liability and Indemnity) each Provider Participant will be
responsible for the acts, omissions, defaults or negligence of its directors, officers,
employees and agents in respect of its obligations under the Services Contracts as fully as if
they were acts, omissions, defaults or negligence of itself.
13.4. Where any Provider Participant has any other contract for services with any of the
Commissioner Participants, the Provider Participant concerned will ensure that there is no
duplicated recovery of charges for the same service or resource, nor is any activity moved
between contracts to provide a financial advantage to that Provider Participant.
SECTION D: PERFORMANCE MANAGEMENT, FINANCIAL RISK AND BENEFIT SHARING OF THE
HAMMERSMITH AND FULHAM INTEGRATED CARE PARTNERSHIP
14. OUTCOMES FRAMEWORK AND RISK/REWARD MECHANISM
14.1. We agree that the provisions of Schedule 5 (Outcomes Framework) will apply to the
performance and monitoring of the Services.
14.2. We agree that the provisions of Schedule 4 (Risk/Reward Mechanism) will apply.
SECTION E: REMAINING CLAUSES
15. INTELLECTUAL PROPERTY RIGHTS
Our existing Intellectual Property
15.1. Each of Us has Our own existing Intellectual Property and We have agreed that We will be
able to protect Our respective existing Intellectual Property as set out in this Agreement.
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15.2. We also agree that, in the interests of achieving the Hammersmith and Fulham Integrated
Care Partnership Objectives, We should share Our own existing Intellectual Property but,
and except as set out in this Clause 15, none of Us will acquire the Intellectual Property of
any other Participant to this Agreement.
15.3. Each Provider Participant grants each Commissioner Participant and each of the other
Provider Participants a fully paid up non-exclusive licence to use its existing Intellectual
Property for the purposes of the exercise of the Commissioner Participants’ functions and
obtaining the full benefit and utilisation of the Services under this Agreement and/or the
fulfilment of the Provider Participants' obligations under this Agreement.
15.4. The Commissioner Participants grant the Provider Participants a fully paid up non-exclusive
licence to use the Commissioner Participants’ Intellectual Property under this Agreement
for the sole purpose of providing the Services pursuant to this Agreement.
15.5. In the event that any Provider Participant at any time devises, discovers or acquires rights
in any Improvement it must:
(a) promptly notify the owner of the Intellectual Property to which that Improvement
relates, giving full details of the Improvement and whatever information or
explanations as the rest of Us may reasonably require to be able to use the
Improvement effectively; and
assign to H&F CCG all rights and title in any such Improvement without charge.

15.6. We agree that any Improvement as described in Clause 15.5 will be treated as Alliance
Intellectual Property and therefore be dealt with in accordance with Clauses 15.7 and 15.8
below.
Alliance Intellectual Property
15.7. If any of Us create any Alliance Intellectual Property, the Participant which creates the
Hammersmith and Fulham Integrated Care Partnership Intellectual Property will assign to
H&F CCG, with full title guarantee, title to and all rights and interest in the Hammersmith
and Fulham Integrated Care Partnership Intellectual Property so created.
15.8. In turn, H&F CCG will grant to the rest of Us a fully paid up non-exclusive licence to use the
Hammersmith and Fulham Integrated Care Partnership Intellectual Property for the
purposes of the achievement of the Hammersmith and Fulham Integrated Care Partnership
Objectives under this Agreement.
16. CONFIDENTIALITY, FREEDOM OF INFORMATION AND INFORMATION GOVERNANCE
16.1. We agree that We will comply with the Data Protection Laws and that nothing in this
Agreement shall require Us to breach the Data Protection Laws. We agree that We will co22

operate with one another regarding compliance with the Data Protection Laws, in
particular with regard to communications with Service Users.
16.2. We agree that We shall comply with Schedule 6 (Confidential Information of the
Participants) and Schedule 7 (Freedom of Information and Transparency).
17. PERSONNEL
17.1. We all understand that We have certain responsibilities to each other in the way We deal
with staff and employment law issues. For example, We need to manage the risk that some
staff could transfer from one Participant to another under the Transfer Regulations.
17.2. We agree that We will each have responsibility for Our own staff and that, where internal
reorganisation or redeployment of staff is needed, We shall be individually responsible for
any costs of that reorganisation or redeployment. We do not expect staff to transfer from
one Participant to another as a result of the Transfer Regulations but where that does
happen then:
(a) in respect of staff that deliver the Services, the provisions that deal with a transfer of
staff as a result of the Transfer Regulations contained in the relevant Service Contract shall
apply; and
(b) in respect of staff that manage and run Our Alliance pursuant to this Agreement, each of
Us commits to each of the others that We shall, in order to fulfil the Hammersmith and
Fulham Integrated Care Partnership Objectives and in accordance with the Hammersmith
and Fulham Integrated Care Partnership Principles, co-operate and negotiate, acting
reasonably and in good faith, to determine and agree how all financial, operational, legal
and other consequences of such staff transfers are shared between Us.
18. LIABILITY AND INDEMNITY
18.1. In the majority of cases, Our respective responsibilities and liabilities in the event that
things go wrong with the Services will be allocated under Our respective Services
Contracts.
18.2. Where responsibilities and liabilities arise that are not covered by a Services Contract, We
agree that, in relation to the matters set out in this Agreement, We shall have no liability to
each other in respect of any losses, liabilities, damages, costs, fees and expenses
(howsoever caused or arising) except as set out in this Clause 18 and Clause 20
(Rectification, Exclusion and Termination).
18.3. Each Provider Participant agrees to ensure that it shall, at all times, have in place adequate
Indemnity Arrangements for the purposes of the Services that it is providing at any
relevant time, and shall provide details of the same to the Commissioner Participants in
accordance with the terms of the relevant Service Contract.
18.4. Each Provider Participant is responsible for ensuring their regulatory compliance of the
Services that they provide. Each Provider Participant will deal directly with the relevant
regulatory body in relation to the Services performed by that Provider Participant
organisation and it is not intended that there will be any collective responsibility or liability
for any regulatory breaches or enforcement actions.
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19. FORCE MAJEURE
19.1. Sometimes certain events outside of Our reasonable control (an "Event of Force Majeure")
might prevent one or more of Us (each being an "Affected Participant") from complying
with Our respective obligations under this Agreement.
19.2. Many of Our Services Contracts will include provisions that dictate what happens if there is
an Event of Force Majeure. If an applicable Services Contract dictates what happens if
there is an Event of Force Majeure then We will comply with Our obligations under the
Services Contract and will do everything We reasonably can to make sure that the Event of
Force Majeure does not have a material adverse effect on the overall Services and Our
Alliance. If the applicable Services Contract does not dictate what happens if there is an
Event of Force Majeure then those of Us affected must comply with Clauses 19.3 to 19.9
(inclusive) below.
19.3. If an Event of Force Majeure occurs, the Affected Participant must:
(a) take all reasonable steps to mitigate the consequences of that event;
(b) resume performance of its obligations as soon as practicable; and
(c) use all reasonable efforts to remedy its failure to perform its obligations under this
Agreement.
19.4. The Affected Participant must send an initial written notice to each of Us immediately
when it becomes aware of the Event of Force Majeure. This initial notice must give
sufficient detail to identify the Event of Force Majeure and its likely impact. The Affected
Participant must then serve a more detailed written notice within a further 5 Business
Days. This more detailed notice must contain all relevant information as is available,
including the effect of the Event of Force Majeure, the mitigating action being taken and an
estimate of the period of time required to overcome the event and resume full delivery of
its obligations under this Agreement.
19.5.
If it has complied with its obligations under Clauses 19.1 and 19.4 (Force Majeure), the
Affected Participant will be relieved from liability under this Agreement if and to the extent
that it is not able to perform its obligations under this Agreement due to the Event of Force
Majeure.
Effect of an Event of Force Majeure
19.6. We must at all times following the occurrence of an Event of Force Majeure use all
reasonable endeavours to prevent and mitigate the effects of an Event of Force Majeure.
We must at all times whilst an Event of Force Majeure is subsisting take steps to overcome
or minimise the consequences of the Event of Force Majeure and facilitate the continued
performance of this Agreement.
19.7. None of Us will be entitled to bring a claim for breach of obligations under this Agreement
by another of Us or incur any liability to another of Us for any losses or damages incurred
by that other Alliance Participant to the extent that an Event of Force Majeure occurs and
the Affected Participant is prevented from carrying out obligations by that Event of Force
Majeure.
19.8. In the event that a Participant reasonably believes that the effects of the Event of Force
Majeure will make it impossible for this Agreement to continue, that Participant may serve
notice of this on the Integrated Care Partnership Board in order that the Integrated Care
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Partnership Board can consider whether this Agreement should terminate in accordance
with Clause 20.18.
Cessation of Event of Force Majeure
19.9. The Affected Participant must notify each of Us as soon as practicable after the Event of
Force Majeure ceases or no longer causes the Affected Participant to be unable to comply
with its obligations under this Agreement. Following such notification, this Agreement will
continue to be performed on the terms existing immediately prior to the occurrence of the
Event of Force Majeure.
20. RECTIFICATION, EXCLUSION AND TERMINATION
20.1. This Clause 20 sets out the circumstances in which one of Us may be excluded from the
Hammersmith and Fulham Integrated Care Partnership. These circumstances include:
(a) Wilful Default as more fully described in Clause 20.3 below;
(b) the termination of a Services Contract; or
(c) an event of Insolvency affecting one of Us.
20.2. In cases where the default can be remedied then the Defaulting Participant will be given
the opportunity to rectify the problem as set out in Clauses 20.4 to 20.6 below.
Wilful Default
20.3. In this Agreement the phrase "Wilful Default" means that a Participant has committed one
of the following acts or omissions. The Participant committing the act is called the
"Defaulting Participant". The acts or omissions are:
(a) an intentional or reckless act or omission by the Defaulting Participant or any of its
officers or representatives appointed to the Integrated Care Partnership Board or
Integrated Care Management Group which that Defaulting Participant or any of its officers
or representatives appointed to the Integrated Care Partnership Board or Integrated Care
Management Group knew or ought reasonably to have known:
(i) was likely to have harmful consequences for the Hammersmith and Fulham Integrated
Care Partnership, one or more other Participants, or the Service Users; or
(ii) was a breach of an Alliance Principle;
(b) an intentional or reckless act or omission by the Defaulting Participant or any of its
officers or representatives appointed to the Integrated Care Partnership Board or
Integrated Care Management Group without regard to the possible harmful consequences
arising out of the act or omission;
(c) an intentional failure by the Defaulting Participant or any of its officers or
representatives appointed to the Integrated Care Partnership Board or Integrated Care
Management Group to act in good faith as required under this Agreement;
(d) a repudiation of this Agreement by the Defaulting Participant;
(e) a failure by the Defaulting Participant to honour an indemnity provided under this
Agreement;
(f) a failure by the Defaulting Participant to pay moneys due under this Agreement within
14 Business Days of being directed to do so in writing by the Integrated Care Partnership
Board;
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(g) a fraudulent act or omission by the Defaulting Participant or any of its officers or
representatives appointed to the Integrated Care Partnership Board or Integrated Care
Management Group;
(h) an intentional failure of, or refusal by, the Defaulting Participant, to effect and maintain
appropriate insurance policy or Indemnity Arrangement which it is obliged to effect and
maintain under a Services Contract, this Agreement or at law; or
(i) an intentional or reckless breach of a confidentiality obligation, or other obligation, in
Clauses relating to confidentiality in this Agreement or in a Services Contract although this
does not mean any innocent or negligent act, omission or mistake the Defaulting
Participant or any of its officers, employees or agents acting in good faith.
Opportunity to Rectify Default
20.4. If at any time a Participant considers that one of Us is in Wilful Default, then that
Participant may call a meeting of the Integrated Care Partnership Board to decide what
action it may take for the good of Our Alliance (a “Rectification Meeting”). Any meeting
called under this Clause will be conducted in accordance with Part 1 of Schedule 3
(Integrated Care Partnership Board – Terms of Reference). We all agree that We will attend
all Rectification Meetings.
20.5. At a Rectification Meeting, We will all discuss the reasons why the Defaulting Participant is
failing to comply with its obligations under this Agreement. The Participant calling the
Rectification Meeting will have an opportunity to explain why it has called the Rectification
Meeting and the Defaulting Participant will have an opportunity to explain why it is so
failing. The other Participants to this Agreement will also have an opportunity to give their
views.
20.6. If by the end of the Rectification Meeting all Participants other than the Defaulting
Participant consider that an action needs to be taken in order to ensure that the best
possible services are being provided to Service Users, then all Participants other than the
Defaulting Participant may together issue a Rectification Notice setting out the actions or
directions that the Defaulting Participant will take. All Participants other than the
Defaulting Participant will always make sure that any actions or directions given under a
Rectification Notice are given for Best for Service reasons. We all agree that, if any one of
Us is the Defaulting Participant, We will carry out the actions or directions given under the
Rectification Notice.
Further Rectification or Exclusion
20.7. If the Defaulting Participant fails to properly carry out the actions or directions set out
under a Rectification Notice then a Participant may call a further meeting in the same way
as set out in Clause 20.4. Any meeting called under this Clause 20.7 will be conducted in
accordance with Part 1 of Schedule 3 (Integrated Care Partnership Board – Terms of
Reference). If by the end of that further Rectification Meeting all Participants other than
the Defaulting Participant are still concerned that the Defaulting Participant is preventing
the Service Users from receiving the best service reasonably possible in accordance with
the Outcomes Framework then all Participants other than the Defaulting Participant may
together issue a further Rectification Notice or an Exclusion Notice to the Defaulting
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Participant. We all agree that, if any one of Us is the Defaulting Participant, We will abide
by the provisions of an Exclusion Notice.
Additional Grounds for Exclusion
20.8. The Integrated Care Partnership Board may serve an Exclusion Notice on a Provider
Participant at any time:
(a) if that Provider Participant’s Services Contract is terminated for any reason; or
(b) if that Provider Participant is subject to an act of Insolvency.
Consequences of Exclusion or Termination
20.9. Where a Provider Participant is excluded from the Hammersmith and Fulham Integrated
Care Partnership:
(a) because a Provider Participant's Services Contract is terminated by the Commissioner
Participant without cause; or
(b) because a Provider Participant's Services Contract is terminated by the Provider
Participant following a breach or default of the Services Contract on the part of the
Commissioner Participant,
and, as a consequence of such termination, that Provider Participant suffers loss, expense
or damage then subject to that Provider Participant making reasonable efforts to mitigate
its losses:
the Commissioner Participant shall indemnify the Provider Participant in respect of such
loss, expense or damage; or
20.10. Any amounts due in respect of such costs shall be due and payable when actually incurred
by the respective Provider Participant.
20.11. Where a Provider Participant is excluded from the Hammersmith and Fulham Integrated
Care Partnership:
(a) as a result of Insolvency (pursuant to Clause 20.8); or
(b) as a result of Wilful Default (pursuant to Clause 20.7); or
(c) as a result of the Provider Participant's Services Contract has been terminated by the
Commissioner Participant following a breach or default on the part of the relevant Provider
Participant; or
(d) as a result of the Provider Participant's Services Contract has been terminated by the
relevant Provider Participant without cause;
and where, as a consequence of such exclusion or termination, this causes the
Commissioner Participants or any other Provider Participant financial loss, expense or
damage then, subject to Clause 18 (Liability and Indemnity) and the Commissioner
Participants and any remaining Provider Participants making reasonable efforts to mitigate
their losses, the excluded Provider Participant shall indemnify the Commissioner
Participants and any other Provider Participant as the case may be, in respect of such loss,
expense or damage.
20.12. Any amounts due in respect of such costs shall be due and payable when actually incurred
by the respective Commissioner Participant or Provider Participant (as the case may be).
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No double recovery
20.13. We agree that where loss, expense or damage is suffered by one of Us and may be
recovered from one or more of Us pursuant to this Agreement but also pursuant to a
Service Contract (for example by way of an indemnity of a claim for breach of contract)
then We shall be entitled to recover the loss, expense or damage but shall not seek to
recover any such loss, expense or damage more than once. Any sums recovered under one
claim shall be accounted for and credited under any separate claim for the same loss,
expense or damage.
20.14. Where a Provider Participant is excluded under this Clause 20 or its relevant Service
Contract is terminated in circumstances envisaged under Clause 20.9, that excluded
Provider Participant:
(a) shall not be entitled to recover any further payment in respect of overheads, margin or
any reward payment whether or not such payments relate to a period before or after the
date of the relevant Exclusion Notice;
(b) shall provide a statement of accounts to the Integrated Care Partnership Board setting
out the payments it has received under this Agreement and what it has spent in relation to
this Agreement up to the date of exclusion and shall return any overpayment where
directed to do so by the Integrated Care Partnership Board within 30 days of such a
direction; and
(c) shall be paid any Direct Costs which relate to services provided by it up to the time of
exclusion/termination.
20.15. A Provider Participant which has been excluded or whose Services Contract has been
terminated shall have no further interest in Our Alliance nor shall it be represented on the
Integrated Care Partnership Board or Integrated Care Management Group.
20.16. Nothing shall prevent any of Us entering into separate contractual arrangements with any
excluded Provider Participant (in accordance with Clause 20.17) for the purposes of
providing the Services, notwithstanding that it is no longer a member of Our Alliance.
Impact of Exclusion on Services Contracts
20.17. Where a Provider Participant is excluded from the Hammersmith and Fulham Integrated
Care Partnership, We recognise that the associated Services Contract is likely to be
terminated and/or amended at the same time as the exclusion to reflect how the impacted
services are to be delivered (by way of example only, the Provider Participant may be
requested by the Commissioner Participant to provide the impacted services under a
services contract outside the scope of Our Alliance or the Commissioner Participant may
look to Our Alliance to deliver the impacted services). In addition to any specific obligations
under the relevant Services Contract to ensure a smooth transfer of Services, We agree to
work together in good faith to agree the necessary changes so that services continue to be
provided for the benefit of the Service Users.
Termination of this Agreement
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20.18. The Integrated Care Partnership Board may resolve to terminate this Agreement if an
Event of Force Majeure renders the continuation of the Agreement impossible pursuant to
Clause 19.8.
20.19. The Integrated Care Partnership Board may resolve to terminate this Agreement if a
Dispute cannot be resolved pursuant to paragraph 1.6(c)(i) of Schedule 8 of this
Agreement.
21. SURVIVORSHIP
21.1. If:
(a) any of Us are excluded from the Hammersmith and Fulham Integrated Care Partnership;
or
(b) this Agreement is terminated or expires for any reason then such termination or expiry
will be without prejudice to rights or obligations accrued as at the date of such termination
or expiry and,
those provisions of this Agreement which are expressly or by implication intended to come
into or remain in force and effect following such exclusion from the Hammersmith and
Fulham Integrated Care Partnership or termination or expiry of this Agreement, will so
continue and continue to apply to a Participant that has been excluded from the
Hammersmith and Fulham Integrated Care Partnership, subject to any limitation of time
expressed in this Agreement.
22. VARIATION PROCEDURE
22.1. The provisions of this Agreement may be varied at any time by a Notice of Variation signed
by the Participants in accordance with this Clause 22. This does not apply where a Variation
is a Mandatory Variation.
22.2. If a Participant wishes to propose a Variation, that Participant must submit a draft Notice
of Variation to the Integrated Care Partnership Board to be considered at the next meeting
(or when otherwise determined by the Participants) of the Integrated Care Partnership
Board.
22.3. A draft Notice of Variation must set out:
22.3.1. the Variation proposed and details of the consequential amendments to be made to
the provisions of this Agreement;
22.3.2. the date on which the Variation is proposed to take effect;
22.3.3. the impact of the Variation on the achievement of the Hammersmith and Fulham
Integrated Care Partnership Objectives and the Hammersmith and Fulham Integrated
Care Partnership Outcomes ; and
22.3.4. any impact of the Variation on any Services Contracts.
22.4. The Integrated Care Partnership Board will consider the draft Notice of Variation and
either:
22.4.1. accept the draft Notice of Variation, in which case all Participants will sign the Notice
of Variation;
22.4.2. amend the draft Notice of Variation, such that it is agreeable to all Participants, in
which case all Participants will sign the amended Notice of Variation; or
22.4.3. not accept the draft Notice of Variation, in which case the minutes of the relevant
Integrated Care Partnership Board shall set out the grounds for non-acceptance.
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23. TRANSFER TO THIRD PARTIES
23.1. Nothing in this Clause 23 ( (Transfer to third parties) affects any relevant Provider
Participant's rights to assign, delegate, sub-contract, transfer, charge or otherwise dispose
of all or any of its rights or obligations under a Services Contract.
23.2. The Provider Participants may not sub-contract any or all of their obligations under this
Agreement.
23.3. The Participants may not assign, delegate, transfer, charge or otherwise dispose of all or
any of its rights or obligations under this Agreement without the prior written consent of
the Integrated Care Partnership Board .
23.4. Each Provider Participant will be responsible for the performance of and will be liable to
each of Us for the acts and omissions of any third party to which it may assign, transfer or
otherwise dispose of any obligation under this Agreement as if they were the acts or
omissions of that Provider Participant unless:
(a) the Provider Participant in question has obtained the prior consent of the Integrated
Care Partnership Board in accordance with Clause 23.3; and
(b) the terms of that assignment, transfer or disposal have been approved and accepted by
that third party so that that third party is liable to each of Us for its acts and omissions.
23.5. This Agreement will be binding on and will be to the benefit of each of Us and Our
respective successors and permitted transferees and assigns.
23.6. Each of the Commissioner Participants may only novate the whole (not part) of this
Agreement to any central government department, NHS body or a Minister of the Crown
provided it also novates any Services Contract.
24. PRECEDENCE
24.1. Unless otherwise specifically provided to the contrary in this Agreement, in the event of a
conflict or inconsistency between any provision of any of the Services Contracts or any
resolution of the Integrated Care Partnership Board or of the Integrated Care
Management Group with any provisions of this Agreement, the order of precedence below
will apply:
(a) the clauses then schedules then appendices and then annexures of any Services
Contract; then
(b) all other documents, if any, which are stated in a Services Contract to be incorporated in
that agreement; then
(c) the Clauses then the Schedules of this Agreement; then
(d) any resolution of the Integrated Care Partnership Board; then
(e) any resolution of the Integrated Care Management Group.
25. INFORMATION AND FURTHER ASSURANCE
25.1. Each of the Participants will during the Term:
(a) promptly provide to the other Participants, and to any other person involved in the
performance and achievement of the Hammersmith and Fulham Integrated Care
Partnership Objectives, such information about the Services and such co-operation and
access as the other Participants will reasonably require from time to time in connection
with the Hammersmith and Fulham Integrated Care Partnership Objectives, provided that if
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the provision of such information, co-operation or access amounts to a Variation, then the
Variation Procedure will apply;
(b) identify and obtain all consents necessary for the fulfilment of its obligations under the
Services Contracts; and
(c) comply with any reasonable instructions and guidelines issued by the Commissioner
Participants from time to time provided that such compliance does not amount to a
Variation in which case the Variation Procedure will apply,
in each case to the extent that such action does not cause a Provider Participant to be in
breach of the Exclusion Notice or any Legislation.
25.2. During the Term We will, and will use Our respective reasonable endeavours to procure
that any necessary third parties will, each execute and deliver to the each of Us such other
instruments and documents and take such other action as is reasonably necessary to fulfil
the provisions of this Agreement in accordance with its terms.
25.3. Subject to Clauses 15 (Intellectual Property Rights), 16 (Confidentiality, Freedom of
Information and Information Governance) and 22 (Variation Procedure) and any associated
Schedules, We must during the Term promptly notify each other of any modification,
upgrade, improvement, enhancement or development to the Services, or which could be
applied to the Services, in each case on a Best for Service basis.
26. ANNUAL REVIEW
26.1. We must ensure that the Integrated Care Partnership Board carries out an annual review,
on a Best for Service basis unless the Participants decide otherwise, to enable the
Participants to ascertain the extent to which the Hammersmith and Fulham Integrated
Care Partnership Outcomes and the Hammersmith and Fulham Integrated Care Partnership
Objectives will be achieved. The annual review shall address the governance arrangements
for the Hammersmith and Fulham Integrated Care Partnership, including the terms of
reference for the Integrated Care Partnership Board and the Integrated Care Management
Group.
27. CONTRACT MANAGEMENT RECORDS AND DOCUMENTATION
27.1. Each Participant must at all times during the Term keep, or cause or procure to be kept,
and retain, and thereafter for a period not less than six (6) years following expiry or
termination of this Agreement, accurate accounts and full supporting documentation
containing all data reasonably required for the computation and verification of the
provision of the Services and all monies payable or paid under any Services Contract to
which that Provider Participant is a party by the Commissioner Participants and give the
Commissioner Participants or its agents every reasonable facility from time to time having
given reasonable notice in writing during normal business hours to inspect the said
accounts records and supporting documentation and to make copies of or to take extracts
from them. To the extent that Legislation or the terms of the applicable Services Contract
impose more onerous obligations that this Clause 27.1 then We shall comply with the more
onerous obligations. We agree that We shall collect and make available all necessary data
to ensure that the Commissioner Participants can meet their statutory responsibilities.
27.2. Before We exchange or share any Confidential Information or personal data among Us, We
shall enter into appropriate data sharing agreements. We will each at least once in each
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calendar year audit Our practices against quality statements regarding data sharing set out
in NICE Clinical Guideline 138.
28. WARRANTIES
28.1. Each of Us warrants to the others that:
(a) it has full power and authority to enter into this Agreement and all governmental or
official approvals and consents and all necessary consents have been obtained and are in
full force and effect;
(b) its execution of this Agreement does not and will not contravene or conflict with its
constitution, any Legislation, or any agreement to which it is a party or which is binding on
it or any of its assets; and
(c) to the best of its knowledge, nothing will have, or is likely to have, a material adverse
effect on its ability to perform its obligations under this Agreement.
28.2. The warranties set out in this Clause 28 (Warranties) are given on the date of this
Agreement and repeated on every day during the term of this Agreement.
29. RELATIONSHIP OF THE PARTICIPANTS
29.1. Each of Us will not pledge the credit of one or more other Participants or represent
Ourselves as being one or more other Participants, or an agent, partner, employee or
representative of one or more other Participants and none of Us will hold Ourselves out as
such or as having any power or authority to incur any obligation of any nature, express or
implied, on behalf of one or more other Participants.
29.2. Nothing in this Agreement will be construed as creating a legal partnership or a contract of
employment between any of Us.
29.3. Save as expressly provided otherwise in this Agreement, none of the Provider Participants
will be, or be deemed to be, an agent of the Commissioner Participants and none of the
Provider Participants will hold itself out as having the authority or power to bind the
Commissioner Participants in any way.
29.4. None of Us will place or cause to be placed any order with the Provider Participants or
otherwise incur liabilities in the name of any of the other Participants or their
representatives.
30. NOTICES
30.1. Any notices given under this Agreement must be in writing and must be served in the ways
set out below in this Clause 30.1 at the addresses set out at in Part 2 of Schedule 1. The
following table sets out the respective deemed time and proof of service:
Manner of Delivery
Personal delivery

Deemed time of delivery
On delivery

Prepaid first class recorded
delivery domestic postal service

9.00am on the second Business
Day after posting
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Proof of Service
Properly addressed and
delivered
Properly addressed prepaid and
posted

31. THIRD PARTY RIGHTS
31.1. A person who is not a Participant has no right under the Contracts (Rights of Third Parties)
Act 1999 to enforce or enjoy the benefit of this Agreement.
31.2. Our rights to terminate, rescind or agree any variation, waiver or settlement under this
Agreement are not subject to the consent of any person that is not a Participant.
32. SEVERABILITY
32.1. If any part of this Agreement is declared invalid or otherwise unenforceable, it will be
severed from this Agreement and this will not affect the validity and/or enforceability of
the remaining provisions.
33. ENTIRE AGREEMENT
33.1. This Agreement and the Services Contracts constitute Our entire agreement and
understanding and, subject to the terms of each Services Contract, supersedes any
previous agreement between Us relating to the subject matter of this Agreement.
33.2. Each of Us acknowledges and agrees that in entering into this Agreement We do not rely
on and have no remedy in respect of any statement, representation, warranty or
understanding (whether negligently or innocently made) of any person (whether a
Participant or not) other than as expressly set out in this Agreement.
33.3. Nothing in this Clause 33 (Entire Agreement) will exclude any liability for fraud or any
fraudulent misrepresentation.
34. WAIVER
34.1. Any relaxation or delay of any of Us in exercising any right under this Agreement must not
be taken as a waiver of that right and must not affect Our ability subsequently to exercise
that right.
35. DISPUTE RESOLUTION PROCEDURE
35.1. Subject as otherwise specifically provided for in this Agreement, We agree that any Dispute
arising out of or in connection with this Agreement or any of the other Services Contracts
will be resolved in accordance with Schedule 8 (Dispute Resolution Procedure) in
preference to any right We have to refer the matter to the NHS dispute resolution
procedure.
36. COSTS AND EXPENSES
36.1. Each of Us will be responsible for paying Our own costs and expenses incurred in
connection with the negotiation, preparation and execution of this Agreement.
37. LAW AND JURISDICTION
37.1. This Agreement and any Dispute arising out of or in connection with it, whether such
Dispute is contractual or non-contractual in nature, such as claims in tort, for breach of
statute or regulation, or otherwise, will be governed by, and construed in accordance with,
the laws of England.
37.2. Subject to:
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37.2.1. the Participants first complying with Clause 35 (Dispute Resolution Procedure) and
Schedule 8 (Dispute Resolution Procedure); and
37.2.2. any requirement under a Services Contract to refer the matter to the NHS dispute
resolution procedure,
the Participants hereby submit to the exclusive jurisdiction of the English courts.
38. COUNTERPARTS
This Agreement may be executed in any number of counterparts, each of which will be
regarded as an original, but all of which together will constitute one agreement binding on
all of Us, notwithstanding that all of Us are not signatories to the same counterpart.
IN WITNESS OF WHICH We have signed this Agreement as set out in Schedule 1.
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No.
1

Participant

SCHEDULE 1 – PART 1 – PARTICIPANTS

CENTRAL LONDON
COMMUNITY
HEALTHCARE NHS TRUST
(“CLCH”)

Address of principal office
of Participant

Signed for and on behalf of the
Participant

Ground Floor, 15
Marylebone Road,
London, NW1 5JD

Print name ____________________
Signature _____________________
Date _________________________

2

3

CHELSEA AND
WESTMINSTER HOSPITAL
NHS FOUNDATION TRUST
(“C&W”)

369 Fulham Road,
London, SW10 9NH

IMPERIAL COLLEGE
HEALTHCARE NHS TRUST
(“ICHT”)

The Bays, South Wharf
Road, St Mary’s Hospital,
London, W2 1NY

Print name ____________________
Signature _____________________
Date _________________________
Print name ____________________
Signature _____________________
Date _________________________

4

WEST LONDON MENTAL
HEALTH NHS TRUST
(“WLMHT”)

Trust Headquarters, 1
Armstrong Way, Southall,
UB2 4SD

Print name ____________________
Signature _____________________
Date _________________________

5

6

HAMMERSMITH AND
FULHAM GP FEDERATION
LTD (“HFGPFED”)

Dawes Road Hub,
Matthew Court, Dawes
Road, Fulham, SW6 7EN

NHS HAMMERSMITH
AND FULHAM CLINICAL
COMMISSIONING GROUP
(“HFCCG”)

Ferguson House, 15
Marylebone Road,
London, NW1 5JD

Print name ____________________
Signature _____________________
Date _________________________
Print name ____________________
Signature _____________________

Date _________________________
Participant 6 is referred to in this Agreement as the “Commissioner Participant”.
Participants 1 to 5 are together referred to in the Agreement as the “Provider Participants”.

The Commissioner Participants and the Provider Participants and the Primary Care Provider
Participant are together referred to as “We”, “Us” or “Our” as the context requires.
“Participant” means any of Us.
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SCHEDULE 1 – PART 2 - ADDRESSES FOR NOTICES

Participant
CENTRAL LONDON COMMUNITY HEALTHCARE
NHS TRUST
(“CLCH”)
CHELSEA AND WESTMINSTER HOSPITAL NHS
FOUNDATION TRUST (“C&W”)
IMPERIAL COLLEGE HEALTHCARE NHS TRUST
(“ICHT”)
WEST LONDON MENTAL HEALTH NHS TRUST
(“WLMHT”)
HAMMERSMITH AND FULHAM GP FEDERATION
LTD (“HFGPFED”)
NHS HAMMERSMITH AND FULHAM CLINICAL
COMMISSIONING GROUP
(“HFCCG”)

Address for Notices
Ground Floor, 15 Marylebone Road, London,
NW1 5JD
369 Fulham Road, London, SW10 9NH
The Bays, South Wharf Road, St Mary’s Hospital,
London, W2 1NY
Trust Headquarters, 1 Armstrong Way, Southall,
UB2 4SD
Dawes Road Hub, Matthew Court, Dawes Road,
Fulham, SW6 7EN
Ferguson House, 15 Marylebone Road, London,
NW1 5JD
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SCHEDULE 1 – PART 3 - SERVICE CONTRACTS

Provider Participant
CENTRAL LONDON
COMMUNITY HEALTHCARE NHS
TRUST
CHELSEA AND WESTMINSTER
HOSPITAL NHS FOUNDATION
TRUST
IMPERIAL COLLEGE
HEALTHCARE NHS TRUST
WEST LONDON MENTAL
HEALTH NHS TRUST
HAMMERSMITH AND FULHAM
GP FEDERATION LTD

Organisation contract with
NHS Central London CCG

Date contract entered into
01/04/17
NHS Standard Contract 17/19

NHS WL CCG

01/04/18
NHS Standard Contract 18/19

NHS HF CCG

01/04/18
NHS Standard Contract 18/19
01/04/18
NHS Standard Contract 18/19
01/04/18
Enhanced Primary Care
Contract (awaiting signature)

NHS EALING CCG
NHS HF CCG
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SCHEDULE 2 - DEFINITIONS AND INTERPRETATION

1. Interpretation
1.1. The headings in this Agreement will not affect its interpretation.
1.2. Reference to any statute or statutory provision, to Legislation or to Data Guidance includes
a reference to that statute or statutory provision, Legislation or Data Guidance as from time
to time updated, amended, extended, supplemented, re-enacted or replaced in whole or in
part.
1.3. Reference to a statutory provision includes any subordinate legislation made from time to
time under that provision.
1.4. References to Clauses and Schedules are to the Clauses and Schedules of this Agreement,
unless expressly stated otherwise.
1.5. References to any body, organisation or office include reference to its applicable successor
from time to time.
1.6. Any references to this Agreement or any other documents or resources includes reference
to this Agreement or those other documents or resources as varied, amended,
supplemented, extended, restated and/or replaced from time to time and any reference to
a website address for a resource includes reference to any replacement website address for
that resource.
1.7. Use of the singular includes the plural and vice versa.
1.8. Use of the masculine includes the feminine and vice versa.
1.9. Use of the term “including” or “includes” will be interpreted as being without limitation.
1.10.
The following words and phrases have the following meanings:
“Affected Participant”
“Agreement”
“Alliance”
"Alliance Intellectual Property"

“Alliance Objective(s)”
“Alliance Outcomes”
“Alliance Principles”
“Best for Service”

“Best for Service Users
“Business Day”
“Chair”
“Commencement Date”
“Commissioner Participants”

has the meaning set out in Clause 19;
means this Agreement;
means the Participants working together as an alliance
to achieve the Hammersmith and Fulham Integrated
Care Partnership Objectives;
means any new Intellectual Property developed by Us
under this Agreement and in connection with the
Hammersmith and Fulham Integrated Care
Partnership;
means the objectives set out in Clause 6;
means the outcomes set out in the Outcomes
Framework;
has the meaning set out in Clause 7 (Alliance
Principles);
means best for the achievement of the Hammersmith
and Fulham Integrated Care Partnership Objectives on
the basis of ensuring coherence with the
Hammersmith and Fulham Integrated Care Partnership
Principles;
means delivering the best outcome for Service Users;
means any day which is not a Saturday, Sunday or a
bank or public holiday in the United Kingdom;
has the meaning set out in paragraph 1.4 of Part 1 of
Schedule 3;
means 1st September 2018;
has the meaning set out in Part 1 of Schedule 1;
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“Competition Sensitive Information”

“Confidential Information”

“Data Guidance”

"Data Protection Laws"

"Defaulting Participant"
"Department of Health"

"Direct Costs"
“Dispute”

means Confidential Information which is owned,
produced and marked as Competition Sensitive
Information including information on costs by one of
the Provider Participants and which that Provider
Participant properly considers is of such a nature that
it cannot be exchanged with the other Provider
Participant(s) without a breach or potential breach of
competition law;
means the provisions of this Agreement and all
information provided in connection with this
Agreement which is secret or otherwise not publicly
available (in both cases in its entirety or in part)
including commercial, financial, marketing or technical
information, know-how, trade secrets or business
methods, in all cases whether disclosed orally or in
writing before or after the date of this Agreement;
means any applicable guidance, guidelines, direction or
determination, framework, code of practice, standard
or requirement regarding information governance,
confidentiality, privacy or compliance with the Data
Protection Laws (whether specifically mentioned in this
Agreement or not), to the extent that the same are
published and publicly available or the existence or
contents of them have been notified to Us by any
relevant Regulatory or Supervisory Body. This includes
but is not limited to guidance issued by NHS Digital,
the National Data Guardian, the Department of Health,
NHS England, the Health Research Authority, Public
Health England and the Information Commissioner
means all applicable data protection and privacy
legislation, laws, regulations and Data Guidance
including the Data Protection Act 1998, the General
Data Protection Regulation (EU) 2016/679 and the Law
Enforcement Directive (Directive EU) 2016/680 and
any applicable national laws implementing them as
amended from time to time, the Data Protection Act
2018, the Human Rights Act 1998, the Health and
Social Care (Safety and Quality) Act 2015, the common
law duty of confidentiality and the Privacy and
Electronic Communications (EC Directive) Regulations
and any guidance or codes of practice issued by the
Information Commissioner from time to time
has the meaning set out in Clause 20.3;
means the Department of Health in England of HM
Government or other relevant body, or such other
body superseding or replacing it from time to time
and/or the Secretary of State
means costs which relate directly to the delivery of
patient care, and can be directly attributed to the
patient. For example, clinical staffing costs;
has the meaning set out in Paragraph 1 of Schedule 8
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"EIR"
“Exclusion Notice”

“Event of Force Majeure”

"FOIA"
"Health Research Authority"
"IG Guidance for Serious Incidents"

“Improvement”

(Dispute Resolution Procedure);
means the Environmental Information Regulations
2004
means a notice issued pursuant to Clause 20
(Rectification, Exclusion and Termination) which must
specify the grounds on which the Exclusion Notice has
been issued and which will have the effects specified in
Clause 20;
means an event or circumstance which is beyond the
reasonable control of any Affected Participants
claiming relief under Clause 19 (Force Majeure),
including war, civil war, armed conflict or terrorism,
strikes or lock outs, riot, epidemic, fire, flood or
earthquake, and which directly causes the Affected
Participant to be unable to comply with all or a
material part of its obligations under this Agreement;
means the Freedom of Information Act 2000
means the body established under section 109 of the
Care Act 2014
means the Health and Social Care Information Centre’s
Checklist Guidance for Information Governance
Serious Incidents Requiring Investigation dated June
2013:
means any improvement, enhancement or
modification to the Intellectual Property of a Provider
Participant which cannot be used independently of the
Intellectual Property of a Provider Participant;

"Indemnity Arrangement"

means either:
(i) a policy of insurance;
(ii) an arrangement made for the purposes of
indemnifying a person or organisation; or
(iii) a combination of (i) and (ii); "Information
Commissioner" the independent authority established
to uphold information rights in the public interest,
promoting openness by public bodies and data privacy
for individuals: ico.org.uk

"Information Governance Breach"

means an information governance serious incident
requiring investigation, as defined in IG Guidance for
Serious Incidents

"Initial Expiry Date"

means 31st March 2021;

“Initial Period”

means the period set out in Clause 5.3;

"Insolvency"

means any of the following events or circumstances:
(a) where the Provider Participant is or is deemed for
the purposes of any Legislation to be, unable to pay its
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debts or insolvent;
(b) where a Provider Participant admits its inability to
pay its debts as they fall due;
(c) the value of a Provider Participant’s assets being
less than its liabilities taking into account contingent
and prospective liabilities);
(d) where, by reason of actual or anticipated financial
difficulties, a Provider Participant commences
negotiations with creditors generally with a view to
rescheduling any of its indebtedness;
(e) where a Provider Participant suspends, or threatens
to suspend, payment of its debts (whether principal or
interest) or is deemed to be unable to pay its debts
within the meaning of Section 123(1) of the Insolvency
Act 1986;
(f) a moratorium is declared in respect of any of a
Provider’s Participant's indebtedness;
(g) where a Provider Participant calls a meeting, gives a
notice, passes a resolution or files a petition, or an
order is made, in connection with the winding up of
that Participant (save for the sole purpose of a solvent
voluntary reconstruction or amalgamation);
(h) where a Provider Participant has an application to
appoint an administrator made or a notice of intention
to appoint an administrator filed or an administrator is
appointed in respect of it or all or any part of its assets;
(i) where a Provider Participant has a liquidator,
trustee in bankruptcy, judicial custodian, compulsory
manager, receiver, administrative receiver or similar
officer (in each case, whether out of court or
otherwise) appointed over all or any part of its assets
or a person becomes entitled to appoint the above
over such assets;
(j) where a Provider Participant takes any steps in
connection with proposing a company voluntary
arrangement or a company voluntary arrangement is
passed in relation to it, or it commences negotiations
with all or any of its creditors with a view to
rescheduling any of its debts; or
(k) where a Provider Participant has any steps taken by
a secured lender to obtain possession of the property
on which it has security or otherwise to enforce its
security; or
(l) where a Provider Participant has any distress,
execution or sequestration or other such process
levied or enforced on any of its assets which is not
discharged within 14 Business Days of it being levied;
(m) where a Provider Participant has any proceeding
taken, with respect to it in any jurisdiction to which it is
subject, or any event happens in such jurisdiction that
has an effect equivalent or similar to any of the events
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listed above; and/or
(n) where a Commissioner Participant substantially or
materially ceases to operate, is dissolved, or is deauthorised as an NHS trust OR NHS foundation trust];
(o) where the Commissioner Participant is clinically and
financially unsustainable as a result of any clinical or
financial intervention or sanction by the regulator
responsible for the independent regulation of NHS trust
OR NHS foundation trusts or the Secretary of State and
which has a material adverse effect on the delivery of th
Services; and
(p) a trust special administrator is appointed over where
the Commissioner Participant under the National Healt
Service Act 2006 or a future analogous event occurs;
“Integrated Care Management Group”

means the team established pursuant to Clause 10;

“Integrated Care Partnership Board”

means the board of the Hammersmith and
Fulham Integrated Care Partnership
established pursuant to Clause 10;
the service schedule to be confirmed by the
Integrated Care Partnership Board;
means rights in and to inventions, patents,
design rights (registered or unregistered),
copyrights (including rights in software), rights
in confidential information, database rights
and any similar or analogous rights that exist
anywhere in the world and including any
application for any registration of the
foregoing;

“Integrated Services Schedule”
“Intellectual Property”

“Legislation”

"Local Healthwatch"
“Mandatory Variation”

"Monitor"

means any applicable statute, statutory rule,
order, directive, regulation or other instrument
having force of law (including any directive or
order promulgated by any competent national
or supra national body) and all other
legislation as may be in force from time to
time;
means an organisation established under
section 222 of the Local Government and
Public Involvement in Health Act 2007;
means any Variation in the scope of the
Services which the Commissioner Participants
are required to implement by reason of a
change in Legislation or applicable health or
social care guidance, direction, standard or
requirement to which the Commissioner
Participants have a duty to have regard;
means the corporate body known as Monitor
provided by section 61 of the Health and Social
Care Act 2012;
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"National Data Guardian"

"NHS Digital"
"NHS England"

"NHS Serious Incident Framework"
"Participants”
“Outcomes Framework”
"Patient Safety Incident"

"Primary Care Provider Participant"
["Programme Manager"
“Provider Participants”
"Public Health England"
"Rectification Meeting"
"Rectification Notice"

"Regulatory or Supervisory Body"

“Reserved Matters”
"Serious Incident"
"Service Users"

means the body which advises and challenges
the health and care system to help ensure that
citizens’ confidential information is
safeguarded securely and used properly:
https://www.gov.uk/government/organisation
s/national-data-guardian, and its predecessor
body the Independent Information
Governance Oversight Panel
means the Health and Social Care Information
Centre https://digital.nhs.uk/
the National Health Service Commissioning
Board established by section 1H of the NHS Act
2006 Act, also known as NHS England;
NHS England’s serious incident framework;
has the meaning set out in Part 1 of Schedule
1;
means the outcomes framework set out in
Schedule 5 (Outcomes Framework);
means any unintended or unexpected incident
that occurs in respect of a Service User, during
and as a result of the provision of the Services,
that could have led, or did lead to, harm to
that Service User;
has the meaning set out in Part 1 of Schedule
1;
means the person engaged pursuant to Clause
10;]
has the meaning set out in Part 1 of Schedule
1;
means an executive agency of the Department
of Health established under the 2012 Act
has the meaning set out in Clause 20.4;
means a notice issued by the Integrated Care
Partnership Board pursuant to Clause 20.6
which sets out the actions or directions that
the Defaulting Participant needs to take to
address any failure to meet its obligations
under this Agreement;
any statutory or other body having authority to
issue guidance, standards or recommendations
with which the relevant Participant and/or
staff must comply or to which it or they must
have regard;
means each of the matters listed in Clause 11;
has the meaning given to it in the NHS Serious
Incident Framework;
means the people that live in Hammersmith
and Fulham and are in receipt of the Services;

43

“Services”

“Services Contracts”
“Term”
"Transfer Regulations"
“Variation”
“Variation Procedure”
"Wilful Default"

means the services to which the clinical
workstreams are applied as described in
Schedule 9 (Scope of the Services) and
provided by a Provider Participant pursuant to
its Services Contract or by any of the Provider
Participants pursuant to the Services
Contracts, as the case may be, and as
amended from time to time in accordance with
Clause 22 (Variation Procedure);
means the services contracts listed in Part 3 of
Schedule 1;
means the Initial Period and any period of
extension made under Clause 5.4;
means the Transfer of Undertakings
(Protection of Employment) Regulations 2006
and EC Council Directive 77/187; and
means any alteration of or change to this
Agreement;
means the variation mechanism set out in with
Clause 22 (Variation Procedure);
has the meaning set out in Clause 20.3.
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SCHEDULE 3 - PART 1 –INTEGRATED CARE PARTNERSHIP BOARD TERMS
OF REFERENCE
HAMMERSMITH & FULHAM HEALTH & CARE PARTNERS
Integrated Care Partnership BOARD
TERMS OF REFERENCE
Role
The role of the Hammersmith & Fulham Integrated Care Partnership Board (“the ICP Board”) is to
ensure the engagement, alignment and shared decision making of all (“Parties”) to the
Hammersmith & Fulham Integrated Care Partnership (“the ICP”) and to oversee the programme of
work to deliver the ICP, as set out in the Alliance Agreement in place between Imperial College
Healthcare NHS Trust (“ICHT”), Chelsea & Westminster Hospitals NHS Foundation Trust (“C&W”),
the Hammersmith & Fulham GP Federation (“HFGPFED”), West London Mental Health NHS Trust
(“WLMHT”), Central London Community Healthcare NHS Trust (“CLCH”) and Hammersmith &
Fulham Clinical Commissioning Group (“H&F CCG”) signed in September 2018 and which Sobus and
the London Borough of Hammersmith and Fulham did not sign at the time but which it wishes to
implement the principles and behaviours of.
1.

Membership

2.

Secretary

3.

Quorum

1.1. The ICP Board will be made up of Parties’ board committees or
executives delegated from each Party. Membership consists of the
Chief Executive, one senior clinical lead and one
Programme/Strategy Director from each Party.
1.2. The ICP Board may request attendance of other officers from
Parties’ organisations and/or other individuals to attend all or any
part of its meetings as the agenda requires.
1.3. Two lay members will be standing attendees of the ICP Board to
ensure a patient-centric approach is adopted by the ICP and to hold
providers to account for their commitment to co-design but shall
have no voting rights.
1.4. The Clinical Chair of the HFGPFED will act as the ICP Board Chair for
administrative and meeting management purposes at Board
meetings and shall nominate a Chief Executive colleague of one of
the Parties to deputise in his/her absence;
1.5. A senior representative of the London Borough of Hammersmith &
Fulham and Sobus will attend the meeting but not as committee in
its own right.

2.1. ICHT's Integrated Care Programme Director will coordinate the
overall common administrative arrangement for the ICP Board.
Minutes will be taken by the H&F ICP Programme Manager.

3.1. Given the ICP Board’s status as a committee in common, no formal
quorum is necessary for the transaction of business. However, to
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ensure appropriate engagement and validity of decision making,
each Party must be represented. The quorum of each Party’s
individual committee will be decided by that organisation.

4.

Frequency of meetings and attendance requirements
4.1. The ICP Board will meet monthly;
4.2. Members should aim to attend all scheduled meetings or nominate
a deputy to act in their stead should they be unable to attend.

5.

Duties
Whilst fully acknowledging (i) the committee in common structure; (ii) that the ICP Board is
not a joint contractual decision making forum; (iii) the sovereignty and ultimate
accountability of each Party; and (iv) each Party’s obligations in relation to competition and
procurement law, the ICP Board is intended to carry out the following duties for the Parties:
5.1. obtain assurance that high quality care is being delivered across the
ICP’s services;
5.2. scrutinise and approve proposals from the Hammersmith & Fulham
Integrated Care Partnership Management Group (“the
Management Group”) (described in the governance structure
below) for wider dissemination and/or cascading through member
organisations;
5.3. make decisions about joint investments;
5.4. obtain assurance that robust governance structures, systems and
processes (including those for clinical risk management and service
user safety) are in place across all Parties;
5.5. agree key messages to be communicated to shared stakeholders
e.g. commissioners, other providers, staff, the public, local
politicians;
5.6. consider how the ICP responds to any relevant tender processes for
service in Hammersmith and Fulham, and beyond;
5.7. share Parties’ key strategic intentions that may impact on
Integrated Care Partnership development or delivery of other
initiatives relating to the Whole Systems/Integrated Care agenda in
any relevant geography;
5.8. facilitate appropriate sharing of data between Parties;
5.9. provide a forum for broader strategic discussion; and
5.10.
enable onward referral of appropriate issues to Parties’
relevant committees (including the operational and management
committees) for further review or action or to sovereign boards for
consideration and approval

6.

Reporting responsibilities
6.1. The ICP Board will report into the Board of each of the Parties, and provide reports to
relevant executive committees as appropriate.
6.2. It will receive reports from the Management Group, focusing on technical and enabling
aspects and co-design of care pathways.
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7.

6.3. It will receive reports from the Clinical and Care Reference Group, focussing on the
development of the model of care and clinical and care implications.
Confidentiality
7.1. Competition Sensitive Information and Confidential Information are only available to
those members of the Provider Participants who need to see it for the purposes of the
Hammersmith and Fulham Integrated Care Partnership and for no other purpose
whatsoever so We do not breach competition law.

Governance

8.

Monitoring and Review:
8.1. Terms of reference approved
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SCHEDULE 3 – PART 2 – INTEGRATED CARE PARTNERSHIP
MANAGEMENT GROUP TERMS OF REFERENCE
HAMMERSMITH AND FULHAM INTEGRATED CARE PARTNERSHIP
Integrated Care Partnership MANAGEMENT GROUP
TERMS OF REFERENCE
Role
The role of the Integrated Care Partnership Management Group is to oversee the development of
technical capabilities within the Integrated Care Partnership that will enable the delivery of the new
care models designed within the new care model steering groups. This will require working in a
matrix structure working with the clinical model driving the operating model. This will include
capabilities in:
•

Governance (both clinical and corporate)

•

Technology and information governance

•

People and culture

•

Finance & contracts

•

Outcomes and metrics

•

Communications and engagement

1. Membership
1.1. The Integrated Care Partnership Management Group will be made up of Directors or
Deputies from each Participant with expertise in technical work areas stated above and
also a citizen representative.
1.2. The Integrated Care Partnership Management Group may request other officers from
local provider organisations and/or other individuals to attend all or any part of its
meetings as the agenda requires.
1.3. The Director of Integration from the Hammersmith andFulham GP Federation
(“HFGPFED”) will chair Integrated Care Partnership Management Group meetings and the
agenda will be set by programme leads across the partnership.
2. Secretary
2.1. The jointly appointed Programme Manager will act as the secretary to the Integrated
Care Partnership Management Group.
3. Quorum
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3.1. The quorum necessary for the transaction of business shall be one Director level member
from each Participant.
4. Frequency of meetings and attendance requirements
4.1. The Integrated Care Partnership Management Group will meet every month.
4.2. Members should aim to attend all scheduled meetings but where this is not possible are
asked to nominate an appropriate deputy.
5. Objectives
5.1. The Integrated Care Partnership Management Group will adopt the principles of co-design
laid out in the Alliance Agreement in place between Imperial College Healthcare NHS Trust
(“ICHT”), Chelsea & Westminster Hospitals NHS Foundation Trust (“C&W”), the
Hammersmith & Fulham GP Federation (“HFGPFED”), West London Mental Health NHS
Trust (“WLMHT”), Central London Community Healthcare NHS Trust (“CLCH”) and
Hammersmith & Fulham Clinical Commissioning Group (“H&F CCG”). Objectives will be
reviewed in real time as commissioning intentions are communicated to providers.
Current objectives of the Integrated Care Partnership Management Group are to:
5.1.1.Ensure commitment to working together for the improvement of health and
wellbeing for the population of Hammersmith and Fulham, including embedded
engagement with service users and the voluntary sector, and to extracting maximum
value from public spend on health;
5.1.2.Drive cultural change towards the management of population health and wellbeing;
5.1.3.Ensure open and regular communication, early raising of risks and issues and a
shared commitment to their resolution wherever possible;
5.1.4.Ensure transparent sharing of data, where this does not represent a commercial
conflict.
5.2. The Integrated Care Partnership Management Group has been delegated the following
objectives from the Integrated Care Partnership Board:
5.2.1.To direct and oversee the work of the care model project groups and technical
enabler working groups to ensure joined up matrix working;
5.2.2.To provide advice to the Integrated Care Partnership Board as requested, for
example in terms of options appraisals to support their decision making;
5.2.3.To ensure that processes put in place enable the partnership to operate effectively;
5.2.4.To ensure organisational readiness for the transition to accountable care in North
West London, which could include use of capitated budgets, alliance or joint venture
arrangements and outcomes based contracting;
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5.2.5.To undertake analysis and identify opportunities to realise benefits from partnership
working;
5.2.6.To ensure that appropriate financial and risk management controls are in place to
manage services under the remit of the partnership and to manage project work
within the partnership;
5.2.7.To support compilation and assess business cases for the partnership, reporting into
the Integrated Care Partnership Board for a final decision; and
5.2.8.To protect the duty of confidentiality and commercial sensitivity for sovereign bodies
& patients.
Reporting responsibilities
5.3. The Integrated Care Partnership Management Group will report into the Integrated Care
Partnership Board. It will receive reports from task and finish groups which it will use to
deliver specific piece of work as required to meet the objectives of the group.
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SCHEDULE 4 - RISK AND REWARD POLICY
Only agreed financial movements directly associated with Alliance clinical work stream activities will
be subject to the Risk and Reward Policy.
As such, the risk and reward Policy will cover
1.1

financial flows associated with the delivery of Alliance service developments or
changes to the model of care;

1.2
financial adjustments associated with a gain/loss share agreed in writing by all of the
Participants.

2.1 The Risk and Reward Policy will not cover

2.1.1

underlying deficits taken into the Hammersmith and Fulham Integrated Care
Partnership;

2.2

savings or cost pressures generated by Business as Usual within an individual
Participant;

2.3

savings already committed by a Provider Participant within their signed Service
Contract.

"Business as Usual" means activities and actions that would have been expected to have
happened independently of the Hammersmith and Fulham Integrated Care Partnership and
which are not a part of integrated working between the Participants.
3.

The risk and reward policy will be applied on a case by case basis between the Participants,
in line with agreed principles. The default position is that risk and reward will be apportioned
between a fixed and variable element, in line with the following principles, and in accord
with the intent of the mechanics summarised below, whilst accepting that a detailed
risk/reward mechanism will be subject to review and agreement in due course
Principles :
In line with regulator expectations, the Participants are committed to working together
towards the delivery of an integrated health and care system for the registered patients of
Hammersmith & Fulham CCG. This aim is contingent on the successful implementation of
new clinical workstreams, and an increased understanding of how cost is incurred across the
health and care system combined with a strengthening of joint financial governance and
oversight.
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In signing the Hammersmith and Fulham Integrated Care Partnership Agreement, the
Participants are committing to this direction of travel as embodied in the following set of
principles and statements:
a) The Participants will work together to ensure that the collective resource available
will be focused on the delivery of the described outcomes
b) Those outcomes include maximising the value of every £ spent on health and care in
Hammersmith and Fulham
c) The resources available are finite and the Participants have a shared commitment to
working towards delivery of a system control total for the population of
Hammersmith and Fulham
d) In implementing new clinical and service delivery models, the Participants will work
together to ensure that no Participant is subject to material financial loss
e) A prerequisite to this will be, inter alia, a tracking of costs incurred by the
Participants and any shifts in both cost and activity as the settings for care move
pursuant to the newly implemented delivery models
f) All Participants will work on a principle of transparency and in the spirit of a joint
learning exercise
These principles will be shared with regulators to demonstrate the ethos agreed by the
Participants and to encourage a single, joined up regulatory oversight as the Alliance
develops

GP Federation :
HFGPFED will not initially be included within the Risk and Reward Policy. HFGPFED will
phase towards a principle of taking on a proportion of the risk aligned to the HFGPFED
financial share over a period of time.
5.

The risk and reward arrangements will be reviewed annually by the Participants, with a view
to developing and maturing the arrangements as the Alliance moves towards a whole
population contracting approach.
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SCHEDULE 5 - OUTCOMES FRAMEWORK

Outcome Domain

People have an overall
quality of life

Care is safe, effective and
people have a good
experience

Professionals experience an
effective integrated
environment

Care is financially sustainable

‘I’ Statements

I know how to look after my
own health and wellbeing and
am empowered to make
choices and decisions.
I enjoy my life.
I can access care in the way
that I want.
I am informed of the choices
and options I have and feel
empowered to manage my
health and wellbeing.
The staff I interact with are
compassionate and
competent in supporting my
care.
I am respected for my own
experience and knowledge.
My care is delivered in an
appropriate environment that
is clean, safe, and welcoming.
I enjoy my job.
I am supported to do my job
to the best of my abilities.
I feel valued for the work I do.
I want NHS services to
continue to support future
generations.
I expect the NHS to use
resources in the most
effective way.
Access to my care is simple,
easy and where possible
covers all of my needs and
concerns in one place.
Staff I see have access to the
necessary information and
systems to meet my needs.
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Measures & Indicators
(TBC)

SCHEDULE 6 - CONFIDENTIAL INFORMATION OF THE PARTICIPANTS
1. CONFIDENTIAL INFORMATION OF THE PARTICIPANTS

1.1 We will, except as permitted by this Schedule 6, keep confidential all Confidential
Information disclosed to any one of Us by any Participant in connection with this Agreement,
and We will use all reasonable endeavours to prevent staff in Our organisations from making
any disclosure to any person of that information.
1.2 Paragraph 1.1 above will not apply to disclosure of information that:
(a) is in or comes into the public domain other than by breach of this Agreement;
(b) the receiving Participant can show by its records was in its possession before it received
it from the disclosing Participant; or
(c) the receiving Participant can prove it obtained or was able to obtain from a source other
than the disclosing Participant without breaching any obligation of confidence.
1.3 A Participant may disclose the other Participant’s Confidential Information:
(a) to comply with applicable Legislation;
(b) to comply with government policy in relation to transparency
(c) to any appropriate Regulatory or Supervisory Body;
(d) in connection with any dispute resolution or litigation between the Participants;
(e) as permitted under any other express arrangement or other provision of this Agreement;
and
(f) where the disclosing Participant is a Commissioner Participant, to NHS bodies for the
purposes of carrying out their duties.
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SCHEDULE 7 - FREEDOM OF INFORMATION AND TRANSPARENCY
1 Freedom of Information and Transparency

1.1 We acknowledge that certain Participants are subject to the requirements of FOIA and
EIR. We will assist and co-operate with each Participant to enable it to comply with its
disclosure obligations under FOIA and EIR. We agree:
(a) that this Agreement and any other recorded information held by any of Us for the
purposes of this Agreement are subject to the obligations and commitments of the
Participants that are subject to the FOIA and EIR;
(b) that the decision on whether any exemption under FOIA or exception under EIR applies
to any information is a decision solely for the Participant to whom a request for information
is addressed;
(c) that where a Participant receives a request for information relating to this Agreement, it
will liaise with the Integrated Care Partnership Board as to the contents of any response
before a response to a request is issued and will promptly (and in any event within 2
Business Days) provide a copy of the request and any response to the Integrated Care
Partnership Board;
(d) that where a Participant receives a request for information and the Participant is not
itself subject to FOIA or as applicable EIR, it will not respond to that request (unless directed
to do so by the Participant to whom the request relates) and will promptly (and in any event
within 2 Business Days) transfer the request to the Integrated Care Partnership Board;
(e) that any Participant, acting in accordance with the codes of practice issued and revised
from time to time under both section 45 of FOIA and regulation 16 of EIR, may disclose
information concerning another Participant and this Agreement either without consulting
with the relevant Participant, or following consultation with the Participant and having taken
its views into account provided always that in the case of information covered by paragraph
7.1 of Part 1 of Schedule 3 the relevant Participant(s) and the Chair shall be consulted and
their views taken into account before any information is disclosed;
(f) that any request for an internal review or correspondence with the Information
Commissioner received by a Participant or appeal to the First Tier Tribunal (Information
Rights) to which a Participant is a party that concerns information covered by paragraph 7.1
of Part 1 of Schedule 3 shall be notified to the relevant Participant(s) and the Chair, who
shall each be consulted and their views taken into account before a formal response is
provided; [and]
(g) to assist each Participant in responding to a request for information, by processing
information or environmental information (as the same are defined in FOIA or EIR) in
accordance with a records management system that complies with all applicable records
management recommendations and codes of conduct issued under section 46 of FOIA, and
providing copies of all information requested by that Participant within 5 Business Days of
that request and without charge.
1.2 We acknowledge that, except for any information which is exempt from disclosure in accordance
with the provisions of FOIA, or for which an exception applies under EIR, the content of this
Agreement is not Confidential Information.
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1.3 Notwithstanding any other term of this Agreement, We consent to the publication of this
Agreement in its entirety (including variations), subject only to the redaction of information that is
exempt from disclosure in accordance with the provisions of FOIA or for which an exception applies
under EIR.
1.4 In preparing a copy of this Agreement for publication the Integrated Care Partnership Board may
consult with the Participants to inform decision-making regarding any redactions but the final
decision in relation to the redaction of information will be at the Integrated Care Partnership Board's
absolute discretion.
1.5 We will assist and cooperate with each other to enable this Agreement to be published.
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SCHEDULE 8 - DISPUTE RESOLUTION PROCEDURE

1 Avoiding and Solving Disputes
1.1 We commit to working cooperatively to identify and resolve issues to Our mutual satisfaction so
as to avoid all forms of dispute or conflict in performing Our obligations under this Agreement.
1.2 We believe that:
(a) by focusing on Our agreed Alliance Objectives and Alliance Principles;
(b) being collectively responsible for all risks; and
(c) fairly sharing risk and rewards as part of the Risk and Reward Policy
reinforce Our commitment to avoiding disputes and conflicts arising out of or in connection with Our
Alliance.
1.3 We shall promptly notify each other of any dispute or claim or any potential dispute or claim in
relation to this Agreement or the operation of Our Alliance (each a 'Dispute') when it arises.
1.4 In the first instance the Integrated Care Management Group shall seek to resolve any Dispute to
the mutual satisfaction of each of Us. If the Dispute cannot be resolved by the Integrated Care
Management Group within 10 Business Days of the Dispute being referred to it, the Dispute shall be
referred to the Integrated Care Partnership Board for resolution.
1.5 The Integrated Care Partnership Board shall deal proactively with any Dispute on a Best for
Service basis in accordance with this Agreement so as to seek to reach a unanimous decision. If the
Integrated Care Partnership Board reaches a decision that resolves, or otherwise concludes a
Dispute, it will advise Us of its decision by written notice. Any decision of the Integrated Care
Partnership Board will be final and binding on Us.
1.6 We agree that the Integrated Care Partnership Board, on a Best for Services basis, may
determine whatever action it believes is necessary including the following:
(a) If the Integrated Care Partnership Board cannot resolve a Dispute, it may select an independent
facilitator to assist with resolving the Dispute; and
(b) The independent facilitator shall:
(i) be provided with any information he or she requests about the Dispute;
(ii) assist the Integrated Care Partnership Board to work towards a consensus decision in respect of
the Dispute;
(iii) regulate his or her own procedure and, subject to the terms of this Agreement, the procedure of
the Integrated Care Partnership Board at such discussions;
(iv) determine the number of facilitated discussions, provided that there will be not less than three
and not more than six facilitated discussions, which must take place within 20 Business Days of the
independent facilitator being appointed; and
(c) If the independent facilitator cannot facilitate the resolution of the Dispute, the Dispute must be
considered afresh in accordance with this Schedule 8 and only after such further consideration again
fails to resolve the Dispute, the Integrated Care Partnership Board may decide to:
(i) terminate the Hammersmith and Fulham Integrated Care Partnership; or
(ii) agree that the Dispute need not be resolved.
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SCHEDULE 9 - INTEGRATED SERVICES SCHEDULE

The scope of services will be those within the service contracts within Schedule 1 Part 3. The specific
service elements are to be determined pending the outputs from the three clinical workstreams,
namely Children and Young People; Adults; and Older Adults.
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Board of Directors
27 September 2018
Report title:

Integrated Finance and Performance Report

Agenda item number:

3.1

Lead director responsible for
approval of this paper

Mike Fox, Director of Finance, Contracting and Performance

Report author

Ruta Jamantiene, Deputy Director of Finance

Relevant CLCH priority
Trust objective 2018/19
(delete as appropriate)
Quality
Implement strategic priorities of integration and place
Finance
Maintain and improve the quality of services delivered by CLCH
Operations
Deliver the 2018/19 financial plan
Workforce
Deliver all NHS constitutional and contractual standards
Freedom of Information
Can be published
status
Executive summary: Key points to note from the report are:
Performance:
During August the Trust had 4 KPIs rated Red, 4 rated Amber and 11 rated Green. The 4 Red rated KPIs are:
3.2 Income and Expenditure performance, 4.5 Cyber Security, 5.1 Staff Recommending the Trust as a place
to work and 5.3 Vacancy Rate.
Quality:
During August 4 out of 32 indicators were rated as red on the Trust quality scorecard with 6 rated as amber.
I&E Performance:
The Trust was required to set a target surplus of £4.2m for 2018/19 by NHS Improvement (NHSI), the target
surplus comprises the following:
Original planned Surplus
NHI Target reduction
General STP Funding

£m
2.2m
-0.6m
2.6m

Surplus

4.2m

The Trust has reported YTD surplus of £274k, this represents a £1,014k adverse variance against plan. The

main drivers for this performance was a shortfall in QIPP, overspends in North division (WICs and district
nursing) and SWL SH and ongoing divisional cost pressures in the rest of South.
The Trust is forecasting a surplus of £4.2m (which reflects full PTF funding). The forecast assumes an under
spend of £4.5m on reserves, £3.2m of which is identified. The main driver of the £1.3m remaining gap is
unidentified and unachieved QIPP and a shortfall in funding of the national pay award; these are the key
risks to the Trust achieving its financial plan.
The Trust at Month 5 is trading at £3.4m annualised run rate variance (£5.4m Month 4). The difference of
£2.1m between forecast variance and run rate variance against annual budget relates to forecasted
improvement later in the year (linked to recovery plans) in North division (£0.8m) and South division
(£1.5m). If this recovery does not happen there will be a further shortfall to the Trust’s reserves gap.
Capital: The Trust submitted an updated capital plan of £5.3m to DofH for 2018/19 and has received £0.2m
PDC funding for WiFi which constitutes its requested statutory capital resource limit (CRL) in 2018-19. The
investment will have a positive impact on the quality of clinical services. The Trust has invested £279k capital
in month 5 (£571k YTD) and plans to invest £5.5m capital which constitutes its requested statutory capital
resource limit (CRL) in 2018-19.
Cash: As at the end of Month 5 CLCH had a cash balance of £32.1m (£29.8m Mth4). This was £20.6m above
target. The cash was above target due to outstanding capital accruals along with partial non-payment to NHS
Property Services relating to prior years as the Trust is waiting for correct invoices to be issued.
Debt management is subject to weekly management and reporting to ensure the trust has sufficient funds
on hand to fund investment and operational costs and ensure that cash is collected in a timely manner and is
not impacted by wider NHS liquidity issues. We have applied for revolving working capital facility loan.
SOF: In month The Trust’s risk rating remains at 3 against single oversight framework. However if we
achieve our forecast the Trust would score 1 against the framework.
Assurance provided: The report represents the aggregate results of the Trust performance.
Report provenance: This report has been produced by Finance, BI, Quality, Workforce and Operational
teams and also reflects Divisional Management Boards and Monthly Performance Improvement Meetings.
Report for:
Decision Discussion  Information 
Recommendation: To review and note Trust performance.
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1

Overview – The Must Knows

Finance

Quality

I&E Performance (3.2): Trust surplus of £274k YTD; an adverse variance of
£1,013k against plan. The Trust has a £1.3m gap in the forecast £4.2m surplus.
QIPP recurrent (3.1): The recurrent value of 18/19 QIPP in year is £6.4m
(£8.9m FYE) against a recurrent target of £9.5m.

We have had one fall with harm in the bedded units, work is underway with the
leadership team in the north division rehab. Units to review learning from these
incidents. Q
the other 2 r

Cash (3.3): Cash balances of £32.1m are above plan by £20.6m as a result of
delayed payments to NHSPS and capital payments relating to 17/18.
Working Capital: Receivables >90 days 16% (17% Mth4), Payables >90 days
64% (64% Mth4).

We have not achieved our 5% reduction in community acquired pressure ulcers
this month, an analysis for the quarter will be undertaken in the quality report
rehab 5
S&M learning has improved in month across all divisions and the overall trust
compliance is now at 93.4%.

Capital: The Trust has invested £279k in month 5 (£571k YTD). The requested
capital resource limit (CRL) for 18/19 is £5.5m.

Workforce

Operations
Constitutional Metrics (4.1 and 4.2): the Trust achieved the targets for 18 week
RTT and 4 hour A&E waits for Quarter 1 to date.

Note:

= Trust KPI

= Other Must Know
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Central London Community Healthcare NHS Trust

Trust KPIs

3

August 2018– Strategic KPIs
Strategic

1.1 STP Meeting Attendance

Green

100%
95%
90%
85%
80%

Actual

75%

Target

South

Inner

North

Q1 18/19

Q4 17/18

Q3 17/18

Q2 17/18

70%

CHD

Clin Sup

Corp Sup

Lead Director: Andrew Ridley
Attendance at STP by the Trust continues to be managed well, with Divisional and Executive
Leads in attendance at a variety of meetings.
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August 2018 – Strategic KPIs
Quality
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August 2018– Strategic KPIs
Finance
3.2 Income and expenditure performance (£k)

Red

6,000

150%
100%

Actual

4,000

Actual

50%

Target

2,000

Forecast

South

Inner

Lead Director: James Benson

North

CHD

Corporat

-2,000

Target
Apr-18
May-18
Jun-18
Jul-18
Aug-18
Sep-18
Oct-18
Nov-18
Dec-18
Jan-19
Feb-19
Mar-19

Mar-19

Jan-19

Feb-19

Dec-18

Oct-18

Nov-18

Sep-18

Jul-18

Aug-18

Jun-18

Apr-18

Amber
May-18

0%

0

Amber

Cross-

Source: Finance Lead Director: Mike Fox

North: 88% of the target is planned to be achieved as recurrent
savings. Inner: 89% of the target is planned to be achieved as
recurrent savings South: 96% of the target is planned to be achieved
as recurrent savings. Children's: 84% of the target is planned to be
achieved as recurrent savings. Further schemes are being developed
to address gap and cover underachieving schemes. Corporate: 31%
of the target is planned to be achieved as recurrent savings. Cross
Divisional Projects: Patient transport scheme identified and expected
to achieve a recurrent value of £760K. Procurement: Schemes have
been identified, 144% of the target is planned to be achieved as
recurrent savings. Estates: 50% of the target is planned to be
achieved as recurrent savings, estates rationalisation schemes are
continually being developed and the validation of future schemes is
on-going.

3.3 Cash balance performance (£k)

Green
35,000
30,000
25,000
20,000
15,000
10,000
5,000
0

Actual
Forecast
Target
Amber
Apr-18
May-18
Jun-18
Jul-18
Aug-18
Sep-18
Oct-18
Nov-18
Dec-18
Jan-19
Feb-19
Mar-19

3.1 Recurrent value of QIPP delivered against target (%)

Amber

Source: Finance Lead Director: Mike Fox

In-month surplus (Month 5) was £322k. YTD the Trust is reporting a
£1,013k adverse variance against plan. In terms of the forecast, the Trust
has a £1.3m gap that will need to be delivered through further
development of the QIPP programme, recovery plans, surplus reserves,
additional funding from commissioners or non-recurrent underspends.

Source: Finance

As at the end of Month 5 CLCH had a cash balance of £32.1m
(£29.8m Mth4). This was £20.6m above target. The cash was
above target due to partial non payment to NHS Property Services
as the Trust is waiting for correct figures to pay. In addition the
Trust has significant capital creditors.
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August 2018 – Strategic KPIs
Operations
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August 2018 – Strategic KPIs
Workforce
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Quality Scorecard (1) –August 2018
Quality Campaign

Key Performance Indicator

Target

Performance
Aug-18

YTD

Proportion of patients who were treated with respect and dignity

95.0 %

98.6 %

98.6 %

Friends and family test - percentage of people that would recommend the service

95.0 %

94.2 %

94.1 %

Proportion of patients whose care was explained in an understandable way

92.0 %

95.1 %

95.4 %

Proportion of patients who were involved in planning their care
Changing behaviours and Proportion of patients rating their overall experience as good or excellent
care to enhance the
Proportion of patients' concerns (PALS) responded to within 5 working days
experience of our
patients and service users Proportion of complaints responded to within 25 days

90.0 %

92.5 %

92.3 %

92.0 %

96.5 %

93.7 %

A Positive Patient
Experience

Preventing Harm
Incidents & Risk

Preventing Harm

95.0 %

100.0 %

100.0 %

100.0 %

100.0 %

100.0 %

Proportion of complaints responded to within agreed deadline

100.0 %

100.0 %

100.0 %

Proportion of complaints acknowledged within 3 working days

100.0 %

100.0 %

100.0 %

Proportion of clinical incidents that did not cause harm (moderate to catastrophic categories)

96.0 %

96.6 %

96.9 %

Zero tolerance to falls in bedded units with harm (moderate or above)

0

1

3

5% reduction in pressure ulcers grade 3 / 4 (on 2017/18 baseline)

8

16
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Zero tolerance of new (CLCH acquired) category 3 & 4 pressure ulcers in bedded units

0

0

3

Proportion of external SIs with reports completed within deadline

100.0 %

100.0 %

100.0 %

Proportion of patients who did not have any NEW harms

98.5 %

98.5 %

97.9 %

98.5 %

98.9 %

98.7 %

Prevalence (NHS Safety Proportion of patients who did not have a NEW (CLCH acquired) pressure ulcer
Thermometer)
Proportion of patients who did not have a fall

98.5 %

99.4 %

99.2 %

Proportion of patients who did not have a catheter associated urinary tract infection

99.0 %

99.7 %

99.5 %

Proportion of patients who did not have a venous thromboembolism

100.0 %

99.9 %

99.6 %

3.8 %

0.0 %

0.0 %

90.0 %

100.0 %

100.0 %

97.0 %

Quarterly
only

Quarterly
only

Percentage of local clinical audits, service evaluations and quality improvement projects undertaken by services.

40.0 %

69.2 %

67.2 %

Percentage of services completing NICE Baseline Assessment Form within agreed timeframe

80.0 %

99.8 %

99.8 %

Percentage of deaths in community hospitals (expected and unexpected) compared to all discharges (excluding palliative
Smart, Effective Care
and end of life care)
Ensuring patients and
service users receive the Percentage of Central Alerting System (CAS) alerts including Patient Safety Alerts (PSAs) due, and responded to, within
best evidence based care, deadline
every time
Percentage of hand hygiene episodes observed across CLCH services (excluding bedded areas) that are compliant with
Effective Services
policy
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Quality Scorecard (2) – July 2018
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TDA Access and Outcomes Framework
As part of Monitor’s Risk Assessment Framework, the Trust is monitored on a set of Access and Outcomes Metrics. Our compliance with those
measures relevant to the Trust is as follows: This metric is reported Quarterly.

Access and Outcomes Metrics 2018/19 per Risk Assessment Framework (updated to August 2018)

Outcomes

2015/16

2016/17

2017/18

2018/19
Trust expectation of
target (per self
certification)

#

Measure

Threshold or
target YTD

1

Maximum time of 18 weeks from point of referral to treatment
in aggregate – patients on an incomplete pathway

92%

99.8% 99.8% 99.1% 98.8% 99.4% 99.1% 99.4% 99.4% 99.0% 99.6% 98.0% 95.9% 96.8% 97.9%

Achieved

2

A&E: maximum waiting time of four hours from arrival to
admission/ transfer/discharge

95%

100% 100% 100% 100% 100% 100% 99.1% 99.7% 99.1% 99.2% 98.8% 98.9% 99.4% 99.2%

Achieved

18

Certification against compliance with requirements regarding
access to health care for people with a learning disability

N/A

Data completeness: community services, comprising: Referral
to treatment information
Data completeness: community services, comprising: Referral
19
information
Data completeness: community services, comprising:
Treatment activity information

Source: BIPA Team

Q1

Yes

Q2

Yes

Q3

Yes

Q4

Yes

Q1

Yes

Q2

Yes

Q3

Yes

Q4

Yes

Q1

Q2

Yes

Yes

Q3

Yes

Q4

Yes

Q1

Q2

Q3

Q4

Yes

Yes

Achieved

50%

100% 100% 100% 100% 100% 100% 100% 100%

100%

100%

100% 100%

100%

100%

Achieved

50%

100% 100% 100% 100% 100% 100% 100% 100%

100%

100%

100% 100%

100%

100%

Achieved

50%

100% 100% 100% 100% 100% 100% 100% 100%

100%

100%

100% 100%

100%

100%

Achieved
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Inpatient Mortality

DATA PROVIDER: BIPA

The table below gives the number deaths by month in the CLCH inpatient units. The information contained in the table is currently reviewed on
a monthly basis by the Medical Director, and is presented to both the Quality Committee and the Resuscitation & Mortality Review Group. In
line with the recommendations of NHS England this report is now included in the Integrated Finance & Performance Report.
Athlone Rehabilitation Unit
Deaths
Discharges for resuscitation
Deaths & Discharges (inc resuscitation)
% Deaths (inc resuscitation)

Apr-18
0
0
12
0.0%

May-18
0
0
23
0.0%

Jun-18
0
0
18
0.0%

Jul-18
0
0
13
0.0%

Aug-18
0
0
12
0.0%

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

Mar-19

Alexandra Rehabilitation Unit
Deaths
Discharges for resuscitation
Deaths & Discharges (inc resuscitation)
% Deaths (inc resuscitation)

Apr-18
0
0
12
0.0%

May-18
0
0
6
0.0%

Jun-18
0
0
9
0.0%

Jul-18
0
0
8
0.0%

Aug-18
0
0
8
0.0%

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

Mar-19

Edgware Hospital - Jade Ward
Deaths
Discharges for resuscitation
Deaths & Discharges (inc resuscitation)
% Deaths (inc resuscitation)

Apr-18
0
0
29
0.0%

May-18
0
0
28
0.0%

Jun-18
0
0
24
0.0%

Jul-18
0
0
22
0.0%

Aug-18
0
0
19
0.0%

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

Mar-19

Adams Ward
Deaths
Discharges for resuscitation
Deaths & Discharges (inc resuscitation)
% Deaths (inc resuscitation)

Apr-18
0
0
15
0.0%

May-18
0
0
14
0.0%

Jun-18
0
0
19
0.0%

Jul-18
0
0
13
0.0%

Aug-18
0
0
19
0.0%

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

Mar-19

Finchley Hospital - Warren Ward
Deaths
Discharges for resuscitation
Deaths & Discharges (inc resuscitation)
% Deaths (inc resuscitation)

Apr-18
0
0
50
0.0%

May-18
0
0
51
0.0%

Jun-18
0
0
42
0.0%

Jul-18
0
0
37
0.0%

Aug-18
0
0
31
0.0%

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

Mar-19

Pembridge Palliative Care Unit
Deaths
Discharges for resuscitation
Deaths & Discharges (inc resuscitation)
% Deaths (inc resuscitation)

Apr-18
13
0
13
100.0%

Jul-18
May-18 Jun-18
12
16
13
0
0
0
12
16
13
100.0% 100.0% 100.0%

Aug-18
9
0
9
100.0%

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

Mar-19

CLCH - Total (including Pembridge)
Deaths
Discharges for resuscitation
Deaths & Discharges (inc resuscitation)
% Deaths (inc resuscitation)

Apr-18
13
0
131
9.9%

May-18
12
0
134
9.0%

Jun-18
16
0
128
12.5%

Jul-18
13
0
106
12.3%

Aug-18
9
0
98
9.2%

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

Mar-19

CLCH - Total (excluding Pembridge)
Deaths
Discharges for resuscitation
Deaths & Discharges (inc resuscitation)
% Deaths (inc resuscitation)

Apr-18
0
0
118
0.0%

May-18
0
0
122
0.0%

Jun-18
0
0
112
0.0%

Jul-18
0
0
93
0.0%

Aug-18
0
0
89
0.0%

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

Mar-19

Source: BIPA Team
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Key Financial Issues
Income and Expenditure Summary
Income
Expenditure
Year to Date

At Month 5 CLCH has achieved a £274k YTD surplus; this represents a
£1,014k adverse variance against plan. The key issues are unidentified and
unachieved QIPP along with overspends in North and South divisions.
The Trust achieved an EBITDA margin of 2.8% as at the end of Month 5
compared to the plan of 3.9%.

Income & Expenditure

The Trust is forecasting a surplus of £4.2m (which reflects additional PTF
funding). The forecast assumes an underspend of £4.5m on reserves,
£3.2m of which is identified. The main driver of the £1.3m remaining gap
(£1.9m at Month 4) is unidentified and unachieved QIPP and this is the key
risk to the Trust achieving its financial plan.
The Trust at Month 5 is trading at £3.4m annualised run rate variance
(£5.4m Month 4). The difference of £2.1m between forecast variance and
run rate variance against annual budget primarily relates to forecasted
improvement later in the year (linked to recovery plans) in North division
(£0.8m) and South division (£1.5m). If this recovery does not happen there
will be a further shortfall to the Trust’s reserves gap.

Quality,
Innovation,
Productivity
and
Prevention
(QIPP)

The QIPP target for 2018/19 is £9.5m, at present £7.2m of schemes have
been identified. As at Month 5 the Trust is reporting under-achievement of
£0.4m against a year to date plan of £2.2m.
The Trust is currently forecasting achievement of £6.4m QIPP by the end of
the financial year resulting in a £3.1m forecast adverse variance against
plan before factoring in contingency.
The recurrent value of 18/19 QIPP is £8.9m.

Balance
Sheet, Capital
and Cash

As at the end of Month 5 CLCH had a cash balance of £32.1m (£29.8m
Mth4). This was £20.6m above target. The cash was above target due to
outstanding capital accruals along with partial non payment to NHS Property
Services relating to prior years as the Trust is waiting for correct invoices to
be issued.
The Trust has invested £279k capital in month five (£571k YTD) and plans
to invest £5.5m capital which constitutes its requested statutory capital
resource limit (CRL) in 2018-19. The %age of Trust payables over 90 days
was 64% (64% Mth4) and receivables 16% (17% Mth4) compared to a
target of 5%.

The Trust was evaluated as Segment 3 out of 4 under the Single Oversight
Framework (SOF).

YTD Actual

YTD
Variance

Forecast
Variance

Run Rate
Variance

£000

£000

£000

£000

£000

£000

-96,645

-96,947

302

467

3,484

150,458

62,902

64,285

-1,384

-2,197

-6,237

Non-Pay Expenditure

71,021

29,982

29,916

66

1,726

-626

EBITDA

-9,296

-3,761

-2,746

-1,016

-4

-3,379

Depreciation

3,639

1,516

1,516

0

0

Amortisation

2,461

1,025

1,025

0

0

Dividend

1,600

667

669

-2

0

0

0

-4

4

4

Interest Received
(Planned Surplus)/Deficit

-1,596

-553

461

-1,014

0

Technical adjustments

-2,590

-735

-735

0

0

(Total Surplus)/Deficit

-4,186

-1,288

-274

-1,014

0

4.0%

3.9%

2.8%

EBITDA Margin

-3,379
-3,379

Statement of Financial Position
Opening as Month 5 Forecast
at 01/04/18
Year end
£'000
£'000
£'000
53,039
51,067
51,390
Property, Plant and Equipment
0
0
0
Non-current Trade and Other Receivables
22,709
32,148
8,346
Cash
27,232
28,556
24,721
Debtors
102,980
111,771
84,457
Total Assets
Total Liabilities
Net Assets
Surplus(Deficit)
General Fund b/f
Revaluation Reserve
Public Dividend Capital
Total Reserves

-39,531

-47,844

-16,617

63,449

63,927

67,840

6,883
42,422
13,148
996

274
49,304
13,148
1,201

4,189
49,305
13,145
1,201

63,449

63,927

67,840

QIPP Plan Summary
2018/19
Target
£'000

SOF

YTD Plan

-230,775

Income
Pay Expenditure

I&E Forecast

FY Budget

Total QIPPs

9,474

2018/19
YTD
Identified Identified
£'000
7,199

£'000
2,197

YTD Actual

£'000
1,764

YTD Actual 2018/19 Full
Recurrent
Variance to Year Forecast Value of
Identified
2018/19 QIPPs
£'000
£000
£000
-433

6,385

8,928
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QIPP Programme Overview
Segment

Scheme Category

2018/19
Target

2018/19 Recurrent
YTD
Identified Value of Identified
2018/19
QIPPs
£000
£000
£000

£000

YTD Actual

£000

YTD Actual 2018/19 Full FY Forecast
Variance to
Year
Variance to
Identified
Forecast
2018/19
Target
£000
£000
£000

FY Forecast
Variance to
2018/19
Identified
£000

Clinical
Children's Local Schemes

£1,348

£969

£1,134

£276

£231

(£45)

£811

(£536)

(£158)

Inner Local Schemes

£2,127

£1,651

£1,895

£608

£391

(£218)

£1,279

(£848)

(£372)

North Local Schemes

£1,695

£1,305

£1,493

£456

£394

(£62)

£1,138

(£557)

(£167)

South Local Schemes

£2,405

£1,783

£2,304

£372

£295

(£78)

£1,512

(£892)

(£271)

£7,574

£5,708

£6,825

£1,713

£1,311

(£402)

£4,741

(£2,834)

(£967)

£1,000

£413

£500

£138

£132

(£5)

£415

(£585)

£3

£500

£409

£720

£212

£188

(£24)

£561

£62

£152

Clinical Total
Corporate
Estates
Procurement
IT

£7

£7

£0

£3

£2

(£1)

£6

(£1)

(£1)

£100

£100

£100

£42

£42

(£0)

£100

(£0)

(£0)

Transformation

£12

£12

£12

£5

£5

£0

£12

£0

£0

Chief Executive

£10

£10

£10

£3

£3

£0

£10

£0

£0

£271

£525

£760

£82

£82

£0

£525

£254

£0

£0

£15

£0

£0

£0

£0

£15

£15

£0

Corporate Total

£1,900

£1,491

£2,102

£484

£453

(£31)

£1,645

(£255)

£153

Grand Total

£9,474

£7,199

£8,928

£2,197

£1,764

(£433)

£6,385

(£3,089)

(£814)

Finance

Trust-Wide
Partnership & Procurement

The QIPP requirement for 2018/19 is £9.5m (excluding identified contingency) and as at Month 5 £7.2m of schemes have been identified (£7.8m at
Month 4). The reduction in identified schemes is primarily linked to Estates where the Kensal Road Estates scheme is being deferred until 19/20
(linked to notice period) and Woodfield Road scheme removed (as counted in Inner). Overall, as at Month 5 the Trust is reporting QIPP underachievement of £0.4m against a year to date plan of £2.2m.
The Trust is currently forecasting achievement of £6.4m (risk adjusted) of QIPP by the end of the financial year (£6.5m at Month 4) resulting in a
£3.1m forecast adverse variance against plan (£1.7m adverse variance once £1.4m contingency factored in). Deterioration in forecast
predominantly due to impact of reduction in South recovery plan delivery and Estates changes (detailed above).
The recurrent value of 18/19 QIPP is £8.9m (£9.4m at Month 4). Deterioration to recurrent value linked to Estates related reductions (Woodfield
Road benefit has now reduced from £250k to £80k and other Inner Estates rationalisations schemes removed as previously double counted).
Recovery of the QIPP position:
The Estates team has just brought in an additional resource to manage trust-wide estates schemes, so the uncertainty around the level of
deliverable QIPP should be resolved in the coming months. The forecasted estates QIPP delivery in year is £0.4m with recurrent value of £0.5m
Divisions are meeting regularly to monitor the progress on existing QIPP schemes, as well as coming up with additional schemes for both this year
and the pipeline.
Clinical teams across the Trust continue to work with the Transformation team and Finance to come up with additional schemes to improve the
position further.
The Transformation team are co-ordinate weekly updates to schemes and reporting this to ELT.
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Workforce KPIs – August 2018
DATA PROVIDER: HR

Source: HR Workforce Team
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Executive summary:
The attached paper is the final version of the WRES report and action plan and is being submitted to the
Board for approval before publication on our website, before the deadline of 30.09.2108.
The National Workforce Race Equality Standard (WRES) is a benchmarking tool introduced by NHS England
to assess annually the progress of race equality within NHS organisations, following an initial evidence
baseline gathered in 2015. The WRES is part of the Standard Conditions of Contract and is one of the tools
to help NHS organisations to meet their Public Sector Equality Duty.
CLCH’s WRES Report 2018 highlights outcomes for BAME staff compared with White staff against the 9
metrics included in the standard. The purpose of the WRES is to close the gap in outcomes for BAME staff as
compared with White staff through an action plan that leads to improved employment practices for all.
The WRES data for 2018 highlights the following:
1. Indicator 1: This sets out the workforce composition by Bands within three broad categories: NonClinical; Clinical (excluding Medical and Dental) and Medical and Dental staff. The overall proportion
of BAME staff in CLCH is 41.87% compared with 45.15% white staff. The BAME population
percentage in the communities we serve is 32.4%.
2. Indicator 2: In 2017/2018, staff from a white background were 1.73 times more likely to be
appointed than staff from a BAME background. The indicator was 1.86 times in 2016/2017.

3. Indicator 3: In 2017/2018, staff from a BAME background were 2.34 times more likely to enter the
formal discplinary process compared with staff from a white background; a decrease (improvement)
from 2016/2017 when the ratio was 5.35 times.
4. Indicator 4: The relative proportion of BAME staff accessing non-mandatory development worsened,
with staff from a white background 1.76 times more likely to access non-mandatory training than
BAME staff. In 2016/2017 the ratio was 1.69 times. The Board is asked to review that will be
undertaken of training data in relation to indicator 4.
5. Indicator 5: The percentage (24%) of BAME staff responding in the national staff survey that they
experienced abuse, bullying and harassment from the public in the previous 12 months has
remained the same as last year. There has been a decrease since 2014/15
6. Indicator 6: The percentage of staff from a BAME background responding they have experienced
abuse, bullying and harassment from other staff, has decreased from 27% in 2016/17 to 22% in
2017/18.
7. Indicator 7: In 2017/18 the perception of staff from a BAME background saying there were equal
opportunities for career progression remains significantly lower than for white staff (69% of BAME
staff, as compared with 90% of white staff). For BAME staff, this is a marginal improvement from
2016/17 (67%).
8. Indicator 8: The percentage of BAME staff responding they experienced discrimination at work by
their manager, team leader or other colleagues has declined since 2014. There was an increase in
white staff experiencing such discrimination (6% in 2017/18, compared with 5% in 2016/17). The
indicator is based on a question asked in the national staff survey which does not ask what the
nature of the discrimination was.
9. For Indicator 9: This compares the difference for white and BME staff for the following: The
percentage difference between (i) the organisation’s BAME Board voting membership (10%) and its
overall BAME workforce (41.87%), making a difference of 31.87%; and (ii) the organisations’ BAME
Board executive membership (0%) and its overall workforce (41.87%), making the difference of
41.87%. the difference is greater than last year when it was for (i) 28.9% and 38.9%. The widening
gap is because of the increase in the percentage of BAME staff in the overall workforce: 38.9% last
year. The percentage of BAME board voting members has remained at 10%.
This year the WRES results were a marginal improvement in some areas, such as representation of BAME
staff in senior posts, but worse in some, such as access to non-mandatory training. Overall the gap in the
perception of BAME staff as compared with White staff has narrowed in most of the staff survey indicators
except access to career progression opportunities.
Based on the results of last year’s report, the Trust set up a WRES Taskforce comprising staff representatives
across a range of teams and functions to study best practice and collaborate on the production of an action
plan.
The WRES action plan draws on findings from Trusts that have made significant progress on diversity and
inclusion. A wide range of stakeholders have informed the development of the plan, including Clinical
Business Unit Managers, Divisional Heads, the Joint Staff Consultative Committee and the BAME staff
network.
The action plan includes training and development for staff and managers, support for BAME staff to

participate in interview panels for posts at Band 7 and above, promotion and development of the BAME
Network as a critical friend and enabler for the success of the action plan and promotion of more career
development, mentoring, shadowing, buddying opportunities within the Trust.
In addition the action plan focusses on increasing informal resolution of conflict through development of
processes such as pre-disciplinary checklists and improving managerial and staff effectiveness , particularly
with relation to managing and working within multi-cultural teams.
Assurance provided:
The report has been reviewed against the technical guidance provided by the NHSE national WRES team.
Report provenance: Please list where this paper has previously been discussed and/or agreed
This section should include management groups which have discussed the report
This paper has been reviewed by ELT on several occasions, the last being 18th September.
Report for:

Decision

Discussion

Recommendation:
The Board is asked to approve the 2018 WRES report and action plan.
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Background
The National Workforce Race Equality Standard (WRES) is a benchmarking tool introduced by NHS
England to assess annually the progress of race equality within NHS organisations, following an initial
evidence baseline gathered in 2015.
It is designed to improve outcomes for Black, Asian and Minority Ethnic (BAME) staff when
compared with white staff, by analysing quantitative and qualitative data against nine indicators,
with a view to closing the gap between the experience of BAME and white staff over time through
an action plan.
Data Sources
Data for the WRES has been drawn from multiple systems and sources.
Marker
Staff Population Ethnicity Data
Board Population Ethnicity Data
Recruitment Ethnicity Data
Disciplinary Ethnicity Data
Learning and Development Data
Staff Survey Data

Source
Electronic Staff Record
Electronic Staff Record
TRAC Recruitment System
Local Employee Relations Database linked to Electronic Staff
Record
Local Database linked to the National OLM System
National Staff Survey Publication

The datasets have been confirmed via the Head of Learning & Development, Capita Partnership
Recruitment team, HR Business Partners, Diversity & Inclusion Lead, Head of Workforce Information
& HR Systems and Acting Head of HR, and reviewed by the Director of People and Communications.
The percentage of staff that has declined to declare their ethnic back ground has increased between
31.03.2017 and 31.03.2018 (451 from 357, 12.99% from 11.54%). Further action will be taken as part
of the WRES action plan to encourage more staff to self-declare their ethnicity.
Population Data
As a Trust, our aim is to ensure our workforce profile reflects and is representative of the
populations we serve. Recognising the changing profile of CLCH’s geographic service coverage, the
table below shows the population proportion that is BAME. This is shown by locality and overall for
CLCH. There have been small changes between the latest information available this year compared
with last.
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TABLE 1
Locality

Barnet
Brent
Hammersmith
and Fulham
Harrow
Hounslow
Kensington
and Chelsea
Merton
Richmond
upon Thames
Wandsworth
Westminster

2017 Annual Equality Report Table (updated
with Wandsworth)
BAME
population
BAME
Source (date)
Proportion
(Total
Population)
127,000
33.87%
(375,000)
214,000
66.46%
(322,000)
60,000
(176,000)
143,000
(246,000)
138,000
(267,000)
53,000
(154,000)
70,000
(203,000)
25,000
(192,000)
81,000
(311,000)
100,000
(235,000)

Hertfordshire

138,567
(1,116,062)

CLCH

1,068,567
(3,597,062)

Latest Published Position
BAME population
(Total Population)

BAME
Proportion

Source (date)
Changes

145,000 (380,000)

38.16%

4.29%

207,000 (325,000)

63.69%

-2.77%

57,000 (175,000)

32.57%

-1.52%

137,000 (249,000)

55.02%

150,000 (270,000)

55.56%

53,000 (154,000)

34.42%

75,000 (203,000)

36.95%

2.47%

23,000 (194,000)

11.96%

-1.06%

87,000 (311,000)

27.97%

1.92%

103,000 (241,000)

42.74%

0.19%

34.09%
58.13%
51.69%
34.42%

London
Data
store ONS data
2015
Ethnicgroups-byborough

34.48%
13.02%
26.05%
42.55%

12.42%

Office
for
National
Statistics, 2011
Census

31.96%

138,567 (1,116,062)

London Data store
ONS data 2016
Ethnic-groups-byborough

-3.11%
3.87%
0.00%

Office for National
Statistics,
2011
Census

12.42%

0.00%
1,175,567 (3,628,062)

32.40%

0.44%

For the purposes of comparing our BAME workforce representation with the communities we serve,
the BAME population proportion is taken as 32.4%.
Indicator 1: Percentage of staff in each of the AfC Bands 1-9 OR Medical and Dental Subgroups and
Very Senior Manager (VSM) group (including executive board members) compared with the staff
in the overall workforce
The table below shows how the percentage of BAME staff in CLCH overall has varied this year
compared to last.
31.03.17

31.03.18

white

BAME

unknown

white

BAME

unknown

Number of
staff

1533

1203

357

1568

1454

451

% of staff

49.56%

38.89%

11.54%

45.15%

41.87%

12.99%
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Non Clinical Staff
Since the publication of the 2016/17 WRES dataset, the Trust has increased in size with the
acquisition of several large community services. In terms of non-clinical staffing, we moved from 694
non clinical staff to 738 (an increase of 6.3%). There has also been an increase in the size of the
clinical workforce from 2016/17 to 2017/18 (up 14.22%). The largest increases were below the Band
8 range with only 6 additional staff at Band 8 and above).
The results for Bands with small numbers need to be treated with caution. However we can see an
increase in the percentage of BAME staff at Band 7 where we have a KPI focused on increasing
representation.
Non Clinical

BAME % proportion of
band at 31.03.17

BAME % proportion of
band at 31.03.18

Band 1

100.00%

100.00%

Band 2

58.54%

88.89%

Band 3

48.72%

46.42%

Band 4

45.10%

50.00%

Band 5

40.63%

37.35%

Band 6

52.27%

45.83%

Band 7

25.00%

34.29%

Band 8A

35.00%

36.84%

Band 8B

42.42%

37.84%

Band 8C

20.00%

15.38%

Band 8D

0.00%

28.57%

Band 9

9.09%

11.11%

VSM

0.00%

0.00%

It should be noted that the Community population BAME figure is 32.4% and the BAME Proportion
of CLCH non-clinical staff at 31/03/18 was 43.87%.
Staff Population Indicator –Clinical excluding medical staff
There has been a general increase in the percentage of BAME staff at all Bands from 2 to 8B. The
factors will be investigated, and could be because of mobilisations / demobilisations, as opposed to
recruitment or retention practices.
Clinical

BAME % proportion of
band at 31.03.17

BAME % proportion of
band at 31.03.18

Band 1

-

-

Band 2

68.85%

64.63%

Band 3

44.11%

55.41%

Band 4

35.37%

40.88%

Band 5

41.10%

43.84%

Band 6

34.63%

39.04%

Band 7

36.16%

37.86%

Band 8A

29.55%

29.95%

Band 8B

22.22%

36.00%

Band 8C

0.00%

0.00%

Band 8D

0.00%

0.00%
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Band 9

0.00%

0.00%

VSM

0.00%

0.00%

It should be noted that the Community population BAME figure is 32.4% and the BAME Proportion
of CLCH clinical staff at 31/03/18 was 41.33%.

Staff Population Indicators – Medical Staff
The medical staff workforce is one area that we have lost more staff to outgoing TUPE transfers than
we had gained from acquired services. At the close of 2016/17 we had in total 73 staff, at the close
of 2017/18 we had in total 55.
In terms of the profile percentages by band range, we can see below that the BAME representation
of the medical workforce has increased both in career grades but also the more senior Medical roles.
Medical

2016/17 BAME %

2017/18 BAME %

Consultant & Other (GP and Directors)

14.29%

29.41%

Staff Grade

42.42%

44.74%

Indicator 2: Relative Likelihood of Appointment from Shortlisting
The chart below shows in 2016/17 the Trust was 1.86 times more likely to appoint from a white
background then BAME. In 2017/18 the indicator was 1.73 times – a reduction (improvement).
12 months to 31.03.17
12 months to 31.03.18
white
BAME Unknown white BAME Unknown
1273
2050
113
914
1762
85
279
241
61
243
271
63
0.2192 0.1176
0.2659 01538.
1.86
1.73

Shortlisted row A
Appointed row B
Row C = Row B divided by row A
Comparative Ratio = Row C For white
divided by Row C for BAME
*The indicator compares the relative appointment ratio between white and BAME staff and excludes
unknown ethnicity data.
Indicator 3: Relative Likelihood of Entering Formal Disciplinary Processes

In 2017/18, the relative likelihood of BAME staff entering formal disciplinary processes compared
with white staff was 2.34 times; a drop since 2016/17 when BAME staff were 5.35 times more likely
to enter formal disciplinary processes than white staff. The indicator is based on data for a two year
rolling period ending 31 March.
Whilst the proportion of BAME staff likely to enter formal disciplinary processes compared with
white staff has dropped, the overall numbers entering formal processes is higher than last year.
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Looking at the movement in the indicator for the last three years, the graph below shows the
positive trend in the comparative likelihood of BAME versus white staff entering the formal
disciplinary process .
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Comparative ratio

5

5.35

4.85

4
3

2.34

2
1
0
2015/16

2016/17

2017/18

Indicator 4: Relative Likelihood of Accessing Non-Mandatory Training and Development
In 2017/2018, the proportion of BAME staff accessing non-mandatory training worsened as
compared with white staff. The data highlights the latter were 1.76 times more likely to access nonmandatory training compared with BAME staff (See Table below). In 2016/17, the proportion was
1.69 times. The Learning and Development Team have been asked to provide more detail to help
understand if there are particular staff groups or services which are outliers.
12 months to close of
31.03.17
1.69

Comparative Ratio of White staff accessing nonmandatory training compared to BAME staff

12 months to close
of 31.03.18
1.76

NOTE: Following review of our training and development data, the Trust has noted an improved
position in regard to this indicator as staff attended a number of training programmes which were
not included in the data template submitted to the NHS England national WRES team on 8th August.
Examples of the training excluded are: training for Trainee Nursing Associates, Band 5 Development
Programme, Band 6 Development Programme, Band 5 Fast Track Programme, Team Leaders
Apprenticeship, Care Certificate, Mentor Updates, Non-Medical Prescribing Updates, Clinical Skills
Training, and Leadership Programmes.

Indicator 5: Percentage of staff experiencing harassment, bullying or abuse from patients, relatives
or the public in the last 12 months (taken from CLCH’s Staff Survey results)
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% staff experiencing harrassment, bullying or
abuse from patients, relatives or the public in
the last 12 months
40%

35%

35%
30%

27%

27%

26%

23%

25%

28%
24%

24%
White

20%

BAME
15%
10%
5%
0%
2014/15

2015/16

2016/17

2017/18

In 2017/18, 24% of BAME staff experienced abuse from the public as compared with 28% white staff.
For BAME staff, the figures are lower (better than) than the average median for community trusts
(26%). In the case of white staff, the figures are higher (worse than) the average median for
community trusts (23%).
Indicator 6: Percentage of staff experiencing harassment, bullying or abuse from staff in the last 12
months
The Chart overleaf highlights that the percentage of BAME staff reporting abuse, bullying and
harassment from other staff has fallen from 27.01% in 2016/17 to 22% in 2017/18. This is in line with
the average median for Community Trusts, which is 22%.
The proportion of white staff reporting the same has remained static - 20.98% in 2016/17, compared
with 20% in 2017/18, which is higher (worse than) the average median for community trusts (18%).
Over a four year period, the overall trend is downwards for BAME staff, nearing parity with white
staff.
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Indicator 7: Percentage of staff believing that trust provides equal opportunities for progression
The perception of BAME staff about equal opportunities for career progression has shown a
marginal improvement in 2017/2018 yet remains significantly lower than the perception of white
staff. In 2017/18, 69% of BAME staff reported they believed the Trust offered equal opportunities
for career progression (lower/worse than the average median: 76%), as compared with 90% of white
staff (which is in line with the average median of 90%). In 2016/17, the proportion was 67.33% of
BAME staff compared with 90.72% of white staff.
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69%
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40%
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Indicator 8: Percentage of staff personally experiencing discrimination at work from staff
In 2017/18, 12% of BAME staff said they experienced discrimination from staff, compared with 6%
white staff. This compared with 12.88% BAME and 5% white staff in 2016/17.
On the face of it, discrimination at work perceived by staff has decreased for BAME staff since
2014/15. The perception of discrimination of staff from a white background has not changed since
2014/15 (not rising beyond 6% since 2014/15), with a dip to 4% in 2015/16.
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Indicator 9: Percentage difference between the organisation’s Board voting membership and its
overall workforce
The Trust had 10 voting members on its Board in 2016/17 and 2017/18. The percentage difference
of voting BAME members of the board as compared with the BAME workforce was -31.87% in
2017/18. In 2016/17, the percentage difference was 28.89%. This widening in the gap since 2016/17
is attributable to an increase in the number of BAME staff working for CLCH in 2017/18. It is
recognised that the ethnicity profile of the board is not representative of the ethnicity profile of our
workforce and the communities we support.
In terms of representation:

% Voting
Membership
Staff Population
Staff Population
%
Indicator (BAME
Difference)

white
90%

31.03.17
BAME
10%

Unknown
0%

white
90%

31.03.18
BAME
10%

Unknown
0%

1533
49.56%

1203
38.89%

357
11.54%

1568
45.15%

1454
41.87%

451
12.99%

28.89%

31.87%

Summary of WRES results for 2017/18:
The WRES report for 2018/2019 highlights the following results for the nine WRES indicators
1. Indicator 1: This sets out the workforce composition by Bands within three broad categories:
Non-Clinical; Clinical (excluding Medical and Dental) and Medical and Dental staff. The
overall proportion of BAME staff in CLCH is 41.87% compared with 45.15% white staff. The
BAME population percentage in the communities we serve is 32.4%.
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2. Indicator 2: In 2017/2018, the indicator improved. Staff from a white background were 1.73
times more likely to be appointed than staff from a BAME background. The indicator was
1.86 times in 2016/2017.
3. Indicator 3: In 2017/2018, staff from a BAME background were 2.34 times more likely to
enter the formal discplinary process compared with staff from a white background; a
decrease (improvement) from 2016/2017 when the ratio was 5.35 times.
4. Indicator 4: The relative proportion of BAME staff accessing non-mandatory development
worsened, with staff from a white background 1.76 times more likely to access nonmandatory training than BAME staff. In 2016/2017 the ratio was 1.69 times.
5. Indicator 5: The percentage (24%) of BAME staff responding in the national staff survey that
they experienced abuse, bullying and harassment from the public in the previous 12 months
has remained the same as last year. There has been a decrease since 2014/15
6. Indicator 6: The percentage of staff from a BAME background responding they have
experienced abuse, bullying and harassment from other staff, has decreased from 27% in
2016/17 to 22% in 2017/18.
7. Indicator 7: In 2017/18 the perception of staff from a BAME background saying there were
equal opportunities for career progression remains significantly lower than for white staff
(69% of BAME staff, as compared with 90% of white staff). For BAME staff, this is a marginal
improvement from 2016/17 (67%).
8. Indicator 8: The percentage of BAME staff responding they experienced discrimination at
work by their manager, team leader or other colleagues has declined since 2014. There was
an increase in white staff experiencing such discrimination (6% in 2017/18, compared with
5% in 2016/17). The indicator is based on a question asked in the national staff survey which
does not ask what the nature of the discrimination was.
9. Indicator 9: This compares the difference for white and BAME staff for the following: The
percentage difference between (i) the organisation’s BAME Board voting membership (10%)
and its overall BAME workforce (41.87%), making a difference of 31.87%; and (ii) the
organisations’ BAME Board executive membership (0%) and its overall workforce (41.87%),
making the difference of 41.87%. the difference is greater than last year when it was for (i)
28.9% and 38.9%. The widening gap is because of the increase in the percentage of BAME
staff in the overall workforce: 38.9% last year. The percentage of BAME board voting
members has remained at 10%.
Workforce Race Equality Standard Taskforce and their role is WRES action planning
In May 2018, a WRES Taskforce was set up, led by the Chief Executive to focus on key areas where
BAME staff were found to experience poorer outcomes when compared to White staff. The
intention was to focus attention on specific employment practices that were likely to lead to a step
11

change in outcomes for BAME staff over the next 2 years. The taskforce comprises a cross-section of
staff from across the Trust and includes representation from the staff side. It is supported by Senior
Management Team members, including functional heads and directors.
Between May and September, the taskforce met fortnightly to discuss key findings and national best
practice. Their recommendations have informed the the WRES action plan for 2018-19 see below for
infographic outlining the WRES action plan: objectives and interventions.
The taskforce has also been involved in raising awareness of their work and the WRES Action Plan
through a stakeholder engagement plan. Feedback from this engagement exercise is being used by
the taskforce to improve the action plan.
The WRES stakeholder engagement plan is as follows:
Activity
Promote the WRES Action Plan with the Joint Staff
Consultative Committee and BAME Staff Network

Timeline
By August 31st

Promote WRES Action Plan at Divisional and Clinical
Business Unit team Meetings

August-September
30th

Promote WRES Action Plan at Divisional Board Meetings

By September 30th

Promote WRES Action Plan at Trust Business Meeting

21st September

WRES action Plan to be presented at ELT

September

WRES Report and Action Plan 2018 Infographic to be
promoted through This Week@, The Hub and Manager’s
Cascade

September

WRES action plan
The WRES action plan develop by the Taskforce is set out in the infographic below. The 2017-18
indcator results showed that the priorities and proposed solutions held good going forward.
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Workforce Race Equality Standard (WRES)

CLCH WRES TASKFORCE
ACTION PLAN 2018/19

To address the
disproportionate ratio of BAME
staff appointed following
shortlisting
Trust's vision for recruitment
will be informed by staff
feedback

To provide equal opportunities
for career progression for all
staff groups

Establish BAME representation
in recruitment panels for Band
7 and above

Develop talent management
pipeline to facilitate
progression for all staff groups
Raise awareness of professional
behaviours and managing /
working with multi-cultural
teams

Train recruiting panels on
unconscious bias avoidance
and fair selection practices

Create and facilitate
opportunities for progression
through mentoring, coaching
and secondments

To address the disproportionate
ratio of BAME staff experiencing
disciplinary, grievances, bullying
and harassment
Establish pre-investigation
checklist based on best practice
Encourage and support informal
resolution of conflict through
access to mentors, buddies and
networks
Develop a training plan to cover
acceptable behaviour, conduct
and professional boundaries

For the detailed version of the plan visit the hub or email:: yasmin.mahmood1@nhs.net

Implementation of the Action Plan and next steps
Planning is already underway to take forward the WRES action plan described above. A detailed
project plan sits behind the above objectives and interventions.
Resources: As well as raising understanding of the WRES results and action plan with staff and
colleagues through the engagement plan described above, the aim is to encourage more colleagues
to participate in implementing the plan. The
As the objectives are directly related to our HR, learning and development and equality policies and
strategies, colleagues within these team will take the lead in project managing the work. However,
as the. WRES Taskforce has been very successful in rapidly bringing ideas and energy together to
develop solutions, continuing to involve our staff in implmentation will be equally important, and
this will need to be discussed and agreed with Service managers whose help in releasing staff to
participate will be key.
Cultural change: Implementation will include redrafting of policies, guidance and the development
of fit for purpose training. However as these changes are about bringing about a change in attitudes
and behaviours, the development by the Board in October of an equality vision informed by staff
views will be an early important step. The change in attitudes and behaviours required will need to
be informed by staff views, as will the interventions about how we bring about the changes we want
at the pace required.
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Timescales: The intention is to work at pace, and recognise that making a step change in attitudes
and behaviours will take time. The WRES, national staff survey and PULSE surveys will continue to
provide evidence of whether we are doing enough fast enough.
The Trust’s wider Equality agenda and plans
In line with guidance from the National WRES team this report explains below how the WRES action
plan fits into the Trust’s wider equality and inclusion plans
Trust-wide activities to support equality, diversity and inclusion within CLCH:
The Trust is also supporting a range of initiaves to support equality, diversity and inclusion, including:
Inclusive Leadership Vision:
The Trust Board, informed by feedback from our staff, will be developing a a vision around inclusion
as part of a Board seminar in October 2018. This will help inform the recruitment vision and related
divisional and team-based activities to support inclusion with the Trust. The seminar on inclusive
vision will help inform the evidence for Goal 4 of the Equality Delivery System (EDS2), which will
include diversity objectives and targets for board members and a peer review with another Trust.
This vision on inclusion developed by the Board will be published as part of the Trust’s refreshed
Equality and Diversity Strategy.
Staff networks:
CLCH has had a BAME staff network for a number of years. The network in the past year has
expanded and its work programme includes an annual conference , followed by smaller workshops
which provide staff an opportunity to network and develop their skills and competence.
The BAME network is currently working towards establishing a committee, to ensure it is sustainable
and offers staff a safe space to voice their concerns and influence policies and practices. The
network will be supported by an Executive Champion for greater visibility and influence.
The Trust also supports the Rainbow Network for Lesbian, Gay, Bisexual and Transgender staff and is
strengthening its network for staff with disabilities. All staff networks are promoted through the
Trust’s intranet.
Staff have access to a mediation service and confidential support from Freedom to Speak Up
Guardians within the Trust. The staff networks will receive a special focus during the National
Freedom To Speak Up Month in October. In addition, the Trust is developing publicity to promote
zero tolerence of abuse from the public or staff.
All HR policies are now reviewed by key stakeholders, including the HR and OD Teams, staff
networks, staff side representatives and approved by the HR Policy Group before being ratified and
published by the Policy Ratification Group. Any change proposal or new policy or proposal
undergoes an equality analysis to assess risks to any protected group and take steps to mitigate
likely adverse impact.
Career Progression opportunities:
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The Trust is investing in several training and development opportunities aimed at developing a talent
pipeline. These include:
•

•

The Ready Now Programme, a group coaching programme targetted at developing
leadership skills of BAME staff at Bands 8A and 8B which is runnimntg for 12 months. An
Empowerment Programme open to all staff below Band 7, with 12 places available on the
upcoming progarmme.
Mentoring with a senior staff member for any BAME staff member who requests it,
although the resource is limited. Coaching and mentoring are available to all staff in other
ways.

This is in addition to the suite of development opportunities available, some to managers and
others to all staff, which include short, maximum one-day training events run several times a
year, such as:
•
•
•
•
•

Managing for the First Time,
Coaching Skills for Managers,
Appraisal
Assertiveness
Presentation Skills.

Links with Equality Delivery System (EDS2):
The WRES findings will inform the grading for the Trust’s Equality Delivery System (EDS2) for 201819. The proposed timetable for the EDS2 grading is as follows:
EDS2 Goal
EDS2 Goals 1 and 2 Grading
EDS2 Goal 3 Grading
EDS2 Goal 4 Grading
Final EDS2 Report to be on website

Grading (through stakeholder engagement)
Patient engagement event – By December 15th
2018
Staff workshop by October 31st 2018
Peer assessment by January 31st 2019
March 31st 2018

The WRES action plan will be integrated with the EDS2 action plan. The WRES and workforce data
gathered since 2017 will inform the Equality Objectives for the period 2018-20. These will be
published along with the annual equality report by March 2019.
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Appendix 1 – National Workforce Race Equality Standard Metrics
Metric
1.

Workforce indicators
For each of these four workforce indicators, data is compared for White and BAME staff
Percentage of staff in each of the AfC Bands 1-9 and VSM (including executive Board
members) compared with the percentage of staff in the overall workforce

2.

Relative likelihood of staff being appointed from shortlisting across all posts

3.

Relative likelihood of staff entering the formal disciplinary process, as measured by
entry into a formal disciplinary investigation

4.

Relative likelihood of staff accessing non-mandatory training and CPD

5.

National NHS Staff Survey indicators
For each of the four staff survey indicators, responses of White and BAME staff are
compared
Percentage of staff experiencing harassment, bullying or abuse from patients, relatives
or the public in last 12 months

6.

Percentage of staff experiencing harassment, bullying or abuse from staff in last 12
months

7.

Percentage believing that trust provides equal opportunities for career progression or
promotion

8.

In the last 12 months have you personally experienced discrimination at work from any
of the following?
b) Manager/team leader or other colleagues

9.

Percentage difference between the organisations’ Board voting membership and its
overall workforce
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Executive summary: This paper provides an update on the organisational Winter planning and
resilience actions as we approach what is expected to be another challenging winter for our
healthcare systems.
Pauline Phillip, National Director of Urgent and Emergency Care (NHSE and NHSI) wrote to Chief
Executives on 7th September setting out the expectations for a continued collaborative system
approach to anticipated winter pressures. There are a set of priority areas that are identified as;
•
•
•
•
•

Reducing the number of long stay patients in hospital
Triaging patients away from A&E departments and admitted pathways
Healthcare worker flu vaccination
Optimising primary care
Urgent and emergency mental health service pathways in A&E

CLCH is engaged across our geography in a number of approaches to support these priorities.
In addition, NHSI have published a review of winter 17/18. The main findings:
•
•

2017/18 saw the worst flu outbreak since 2010/11
The most challenging days for A&E were immediately after Christmas and New Year and
after the intense cold snap in late February and early March.
Compared to the previous year;
• 400,000 more people called NHS 111
• 290,000 more people attended A&E departments
• 100,000 more people were admitted to hospital as an emergency

A number of factors are identified as contributing to performance:
• Bed occupancy threshold at above 92%, the deterioration in A&E performance begins to
accelerate
• Higher proportions of patients in hospital for 21 days or more reduce performance
• A&E departments with a higher proportion of senior doctors improve performance
The Trust approach to planning for Winter 2017 enabled a proactive approach to anticipated
pressures and has been maintained throughout the year through an Operational Resilience
fortnightly meeting chaired by the Chief Nurse/COO. A number of initiatives have been
developed through this process, in particular the Trust response to Delayed transfer of Care and
system support for Acute Trust Excess bed days. Delayed discharge approaches have resulted in
significant Trust improvement, with the trust now achieving our Board KPI improvement.
Actions related to further improvement against system excess bed day performance continues,
but it is evident that the majority of CLCH operating boroughs are performing above average
nationally.
The paper details and reviews NHSi recommended actions to reduce long stay patients.
Next steps
Following review of the latest guidance and requirements set out in the NHSI publications there
are further opportunities to improve internal performance and system support. These will
include a pilot of the SAFE bundle, review of excess bed day reduction opportunities and the
need to review impact of rapid response models across the Trust. These actions will be led
through the operational resilience group.

Assurance provided: Action’s within this document will be monitored through the ‘operational
resilience group chaired by the Chief Nurse/Chief Operating Officer.
Report provenance: This paper draws upon existing performance and contractual discussions
across the Trust.
Report for:

Decision

Discussion

Information

Recommendation:
The Board is asked to note the update on the principles of the winter planning approach.

x

1
Purpose
1.1 This paper discusses current and proposed actions taken by CLCH to strengthen
organisational resilience and our ability to respond as a proactive partner in the
management of system pressure.
2
Introduction
2.1 Pauline Phillip, National Director of Urgent and Emergency Care (NHSE and NHSI) wrote to
Chief Executives on 7th September setting out the expectations for a continued
collaborative system approach to anticipated winter pressures. There are a set of priority
areas that are identified as;
•
•
•
•
•

Reducing the number of long stay patients in hospital
Triaging patients away from A&E departments and admitted pathways
Healthcare worker flu vaccination
Optimising primary care
Urgent and emergency mental health service pathways in A&E

CLCH is engaged across our geography in a number of approaches to support these
priorities.
2.2 NHSI have published a review of winter 17/18. The main findings:
•
•

2017/18 saw the worst flu outbreak since 2010/11
The most challenging days for A&E were immediately after Christmas and New Year
and after the intense cold snap in late February and early March.
Compared to the previous year;
• 400,000 more people called NHS 111
• 290,000 more people attended A&E departments
• 100,000 more people were admitted to hospital as an emergency
A number of factors are identified as contributing to performance:
• Bed occupancy threshold at above 92%, the deterioration in A&E performance begins
to accelerate
• Higher proportions of patients in hospital for 21 days or more reduce performance
• A&E departments with a higher proportion of senior doctors improve performance
3

Performance and further approaches across priority areas.

3.1 Reducing the number of long stay patients in hospital
Hospital-related functional decline in older patients and the subsequent harm has significant
consequences for patients;
• A stay in hospital over 10 days leads to 10 years of muscle ageing for some people who are
most at risk
• 35% of 70-year-old patients experience functional decline during hospital admission in
comparison with their pre-illness baseline; for people over 90 this increases to 65%.
• Extensive use of audit tools has shown 20% to 25% of admissions and 50% of bed days do
not require an ‘acute’ hospital bed as these patients’ medical needs could be met at a more
appropriate, usually lower, level of care.

• 39% of people delayed in hospital could have been discharged using different, usually lower
dependency, pathways and services more suited to meeting their assessed needs.
• Typically these audits show that up to half the reasons why patients are not discharged
earlier are under the direct control of the hospital itself and often relate to ineffective internal
assessment processes, lack of decision-making and poor organisation of care management.
Source:
https://improvement.nhs.uk/documents/2898/Guide_to_reducing_long_hospital_stays_FINA
L_v2.pdf
NHSI have published a guide that promotes collaboration between system partners and sets
out a number of initiatives to be used by local system for improvement. These initiatives,
where applicable to CLCH services are already a key component of our operational approach:
Initiative
Description
6As for managing emergency Builds on the principle of
admission
undertaking snapshot
reviews of where alternative
approaches to admission
could have been adopted
(advice, appointment,
ambulatory care, acute
frailty, assessment units,
admission directly to
speciality)
Ambulatory emergency care Ambulatory emergency care
(AEC, or emergency day
care) is same-day emergency
care for patients being
considered for emergency
admission.
Therapy at the front door

Safer patient flow bundle

Expected date of discharge
Red2Green days

Senior therapists identify
and assess patients with
frailty who can be
discharged on the same day
or may require a short
admission.
A practical tool to reduce
delays utilising the following
principles:
Senior review
All Patients
Flow
Early discharge

CLCH action
To offer participation in the
review approach. CLCH
admission avoidance teams
are well placed to
recommend alternative
pathway strategies.

Typically now exist across
most acute partners. Where
commissioned to do so CLCH
rapid response teams inreach to AEC to maximise
opportunity for return
home.
In place across most of our
acute partners and works in
collaboration with CLCH
admission avoidance teams.
An internal acute model, not
directly integrated with
CLCH. However will be
reviewed further for
consideration for use within
CLCH bedded units.

Planned and in place from
In place in CLCH bedded
admission based on
units.
expected recovery trajectory
A tool to reduce unnecessary Piloted in Inner bedded units

waiting by patients.

Long-stay patient reviews

A challenge approach that is
led at senior organisational
level reviewing all 20 day
plus patients.

Multiagency discharge event
(MADE)

MADE is a process that
brings together senior staff
from across a local health
and social care system to
review individual patient
journeys. The aim is to
introduce peer challenge
between community and
hospital teams, increase the
number of discharges and
generate plans to address
process constraints in the
system. MADE is increasingly
used as part of system
escalation plans.
A peer review or peer
challenge is an effective
sector-led improvement tool
whereby a local system
invites a team of external
peers from other health and
social care systems to
conduct a review using
agreed key lines of enquiry
(KLOE).

Health and social care
multiagency peer review

earlier this year but difficult
to adapt to rehab model of
care. Will be considered
again alongside the SAFE
methodology at the
operational resilience group.
Not all of this methodology
is transferrable to
community bedded
infrastructure. However, an
adapted version is already in
use within the review of all
DTOC patients at the
operational resilience group.
In place in all borough’s and
CLCH is an active participant.

This initiative has occurred in
Barnet and CLCH
participated.

3.2 CLCH action on DTOC
An analysis of practices and processes during 2017 identified a need to implement a Trust
wide operating procedure for the reporting and clarification of data related to DTOC. The
implementation of the correct process enabled the identification of improvement
opportunity in flow management which has been reviewed within the Operational
resilience group:
•

Review of discharge co-ordination and bed manager functions within each unit

•
•
•

Efficiency review of current flow meetings/increase MDT approach.
Greater flow focus at MDT meetings
Active management of expected day of discharge (EDD) to ensure that it is set in
accordance with clinical need and used as a discharge planning tool at every
opportunity
Development of standardised operating protocols for assessment processes such as
CHC
Review of current escalation routes internally and externally
Analysis of the regular ‘blocks’ and identification of common solutions – equipment,
enablement and out of area patients
Greater visibility of senior leaders at MDT, board rounds and sitrep calls
Inclusion of social workers on board rounds

•
•
•
•
•

The outcome of the actions taken has resulted in a significant shift in performance:
Delayed days (all reasons)
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Lead Director: Louise Ashley
Source: BIPA
The Trust achieved the 3.5% target in June. Patient and family choice delays and
housing issues continue to be the main reason for delays. There continues to be an
Operational focus on effective discharge planning and escalation to Local Authorities
to ensure that potential obstacles to discharge can be proactively managed. Issues
with delays are also being discussed at the fortnightly operational resilience meetings.
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Mar-18
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Dec-17

Nov-17

0

DTOC performance will continue to be monitored at the operational resilience group and is
recognised as a key contribute to flow in the broader health and social care systems in which
we operate.
3.3 Reducing excess bed days
NHSI/E has announced that there will be no centrally held winter funding to fund winter plans
this year and has written to Community Trust’s to promote local excess bed day initiatives. ELT
has discussed the current Excess bed day data across the CLCH geography to assess
opportunity for further bed day reduction.
Significant development has been taken during the previous 18 months to strengthen a
number of our admission avoidance models of care including complex case management and
rapid response and pull models including Home First and Discharge to Assess Borough’s where
we operate. CLCH approach to care close to home will have contributed to the generally
above average performance against national average.
CLCH
Boroug
hs
Barnet
Wands
Merton
Herts
Valley
Harrow
Central
West
H&F

Excess
bed
days

Weighted
population

Excess bed days per
1000 weighted
population

Variation from Variation from
CLCH lowest
national
(Barnet)
average

8,155
10,204
6,515

338,916
256,506
169,756

24.1
39.8
38.4

0
15.7
14.3

-13.7
2
0.6

20,601

580,985

35.5

11.4

-2.3

7,354
4,640
5,172
4,484

220,364
146,412
181,041
157,434

33.4
31.7
28.6
28.5

9.3
7.6
4.5
4.4

-4.4
-6.1
-9.2
-9.3

Divisions are reviewing HRG data, where available from CCG and Acute partners to assess for
further opportunity, particularly in respect of additional pathways which may benefit from a
PACE type approach, such as surgical pathways.
3.4 Triaging patients away from A&E departments and admitted pathways
The best performing A&E departments and hospitals owe their success partly to triaging
patients into other pathways. These include:
•
•

•

Using primary care streaming for minor illnesses and injuries;
Consistently treating and discharging over 99% of non-admitted patients in less than
four hours. This helps reduce risks of overcrowding that can otherwise be a safety
concern, to support this work, NHSI have set up a small intensive support team.
Managing up to 50% of acute medical referrals via non-admitted care pathways. This is
often preferable for patients and reduces the pressures on in-patient beds.

CLCH operates rapid response type functions in a number of borough’s and has staff based in
departments at some hospitals. It is proposed that these models are compared for impact and

outcome against emergency admission rates.
3.5 The Winter Team
The operational resilience team will re-instate weekly meetings towards the end of Autumn to
ensure that the Trust is tracking performance.
3.6 Next steps
Following review of the latest guidance and requirements set out in the NHSI publications
there are further opportunities to improve internal performance and system support.
These will include a pilot of the SAFE bundle, review of excess bed day reduction
opportunities and the need to review impact of rapid response models across the Trust.
These actions will be led through the operational resilience group.
4
Quality implications and clinical input
4.1 This paper has been reviewed by the Chief Nurse and any changes to care or admissions
criteria will first be reviewed by the Chief Nurse and Medical Director.
5
Equality implications
5.1 There are no known equality implications within the CLCH winter plan.
6
Comments of the Director of Finance and Performance
6.1 Any resource changes or implications will be discussed at appropriate times with the DoFP
7
Risks and mitigating actions
7.1 Risk of failure to deliver traction on the plan and to compromise patient flow. This will be
mitigated through the weekly operational planning group, performance monitoring and staff
communication.
8
Consultation with partner organisations
8.1 Each CLCH geographical patch has contributed to the development of an A&E delivery plan,
the contents of which have formed this paper.
9
Monitoring performance
9.1 Performance against the Winter Planning approach will be monitored through the weekly
operational group and periodically through ELT.
10

Recommendations (as per front sheet)
The Board is asked to note the principles of the winter planning approach.
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1.0

Newly Reported Serious Incidents

1.1

Six new externally declared Serious Incidents were reported in July 2018:

Status

Datix ID

Steis ID

Steis Classification

CCG

Incident
Date

Date
reported on
Datix

Date of
Knowledge

Date
reported on
Steis

Date RCA
Report due
to PST

Date RCA
Report due
to CWHHE

Open

W55311
W54549
W55034

2018/16482

28/06/2018

04/07/2018

04/07/2018

15/08/2018

26/09/2018

20/06/2018

20/06/2018

11/07/2018

11/07/2018

20/08/2018

03/10/2018

W54595
W54800

2018/17046

NHS Central
London CCG
NHS Harrow
CCG
Battersea H/C
CIC

25/06/2018

Open

11/06/2018

12/06/2018

11/07/2018

11/07/2018

20/08/2018

03/10/2018

Open

W55718

2018/17607

12/07/2018

18/07/2018

18/07/2018

29/08/2018

10/10/2018

W55805

2018/17853

NHS Central
London CCG
NHS Barnet CCG

11/07/2018

Open

14/07/2018

14/07/2018

20/07/2018

20/07/2018

31/08/2018

12/10/2018

Open

W55896

2018/18262

Pressure Ulcer
Grade 4
Unstageable
Pressure Ulcer
Pressure Ulcer
Grade 3 and
Unstageable
Pressure Ulcer
Grade 3
Pressure Ulcer
Grade 3
Pressure Ulcer
Grade 3

NHS Merton
CCG

13/07/2018

18/07/2018

25/07/2018

25/07/2018

05/09/2018

17/10/2018

Open

1.2

2018/17040

There were also eight internally declared serious incidents for the month of July 2018:
Datix Reference

Borough/CCG/Commissioner

Date of
Incident

Type of Incident

CLCH
Status

W54748

Battersea H/C CIC

10/06/2018

Unstageable Pressure Ulcer

Open

W55221

NHS Barnet CCG

26/06/2018

Pressure Ulcer Grade 3

Open

W54961

Battersea H/C CIC

15/06/2018

Pressure Ulcer Grade 3

Open

W55016

Battersea H/C CIC

18/06/2018

Pressure Ulcer Grade 3

Open

W55533

NHS Barnet CCG

05/07/2018

Pressure Ulcer

Open

W55789

NHS Hammersmith and Fulham CCG

10/07/2018

Pressure Ulcer Grade 3

Open

W54727

NHS Harrow CCG

16/05/2018

Pressure Ulcer Grade 3

Open

2

W55681

1.3

NHS Brent CCG

28/06/2018

Fall resulting in jaw fracture

Open

Eight new externally declared Serious Incidents were reported in August 2018:

Status

Datix ID

Steis ID

Steis Classification

CCG

Incident
Date

Date
reported on
Datix

Date of
Knowledge

Date
reported on
Steis

Date RCA
Report due
to PST

Date RCA
Report due
to CWHHE

Open

W56053

2018/18838

23/07/2018

01/08/2018

01/08/2018

12/09/2018

24/10/2018

W56113

2018/19101

24/07/2018

25/07/2018

03/08/2018

03/08/2018

14/09/2018

26/10/2018

Open

W55907

2018/19456

10/07/2018

18/07/2018

08/08/2018

08/08/2018

19/09/2018

31/10/2018

Open

W56619

2018/19966

NHS Merton
CCG
NHS Central
London CCG
Barnet Local
Authority
NHS Barnet CCG

23/07/2018

Open

Pressure Ulcer
Grade 3
Delay in Podiatry
appointment
IG Breach

11/08/2018

12/08/2018

15/08/2018

15/08/2018

26/09/2018

07/11/2018

Open

W56062

2018/20211

NHS Barnet CCG

23/07/2018

23/07/2018

17/08/2018

17/08/2018

28/09/2018

09/11/2018

Open

W56659

2018/20551

13/08/2018

13/08/2018

22/08/2018

22/08/2018

03/10/2018

14/11/2018

Open

TBC

2018/20367

20/08/2018

21/08/2018

09/10/2018

13/11/2018

Open

W56870

2018/21068

NHS Harrow
CCG
NHS Harrow
CCG
NHS West
London CCG

29/08/2018

29/08/2018

10/10/2018

21/11/2018

1.4

Fall resulting in
fracture
Pressure Ulcer
Grade 3
Unstageable
Pressure Ulcer
i
Service delivery
Pressure Ulcer
Grade 4

21/08/2018
20/08/2018

21/08/2018

There were also 10 internally declared serious incidents for the month of August 2018:
Datix Reference

Borough/CCG/Commissioner

Date of
Incident

Type of Incident

CLCH
Status

W56127

NHS Harrow CCG

25/07/2018

Pressure Ulcer Grade 4

Open

NHS West London CCG

25/07/2018

Pressure Ulcer Grade 3
(Pembridge)

Open

W56119

3

NHS Barnet CCG

24/07/2018

W55927

NHS Hammersmith and Fulham CCG

18/07/2018

Pressure Ulcer Grade 3

Open

W56646, W56403

NHS Barnet CCG

13/08/2018

Unstageable Pressure Ulcer

Open

W56323

Battersea H/C CIC

31/07/2018

Unstageable Pressure Ulcer

Open

W54617

Battersea H/C CIC

03/08/2018

Pressure Ulcer Grade 3

Open

W55415, W55370, W54642,
W54999

NHS Central London CCG

W55742

NHS Barnet CCG

W53198, W52857, W53466

NHS Central London CCG

Open

Open
Various

Multiple Falls (Athlone House)

09/07/2018
Various

Pressure Ulcer Grade 4

Open

Multiple Falls (Athlone House)

Open

The number of external Serious Incidents reported each month for the last 12 months, excluding those de-escalated:
No. of External Serious Incidents

1.5

W56099

Fall resulting in fracture (Marjory
Warren Ward)

12
10
8
6
4
2
0
Sep

Oct

Nov

Dec
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Feb

Mar

Apr

May

June

July

August

2017/18

4

2.

Submission of SI Reports

2.1

Four external RCA reports were due for submission in July 2018, all of which (100%) were submitted on or ahead of schedule.

2.2

Nine external RCA reports were due for submission in August 2018, all of which (100%) were submitted on or ahead of schedule.

3.

De-escalation Requests

3.1

Two de-escalation requests were sent to the Commissioners during July 2018. The de-escalation requests were not agreed and the RCAs have been
submitted for both cases.

3.2

No de-escalation requests were sent to the Commissioners during August 2018.

4.0

Being Open

4.1

The following Being Open Part 1 requirements were met for each of the four divisions in June/July (25/06/2018 – 24/07/2018) and July/August
(25/07/2018 – 24/08/2018):
Division
Children’s
South
Inner
North

5.0

25/06/2018 – 24/07/2018
N/A
100%
100%
100%

25/07/2018 – 24/08/2018
N/A
100%
100%
100%

Lessons Learnt / Recommendations – July and August 2018
All Root Cause Analysis (RCA) reports are reviewed for the identification of key themes which form action plans for the relevant teams, and
appropriate actions are included in the Trust wide pressure ulcer action plan (updated in June 2018) and shared with the Pressure Ulcer Working
Group from where they are disseminated to Divisional meetings.
Six RCAs (excluding de-escalated cases) were submitted in July 2018, five of which related to pressure ulcer incidents. The remaining incident
related to an IG Breach (see 5.2). In August 2018, nine RCAs were submitted, 7 relating to pressure ulcer incidents, one IG breach and one fall.
5

5.1

Pressure Ulcers
Issues and themes identified from the analysis of the lessons learnt / recommendations are included in the trust wide pressure ulcer action plan. It
should be noted that these are themes in practice and are not the cause of the pressure ulcer, in that the ulcer may well have occurred even if
these were in place.
The main issues identified in RCA investigations continue to be around documentation (care planning and risk assessments), taking and uploading
photographs of wounds, ensuring that patients have appropriate equipment in place and ensuring the timely reporting of pressure ulcers on Datix.

5.2

Information Governance Breach (submitted July)
The incident in question was specific to a particular team, however, general lessons identified from the investigation are:
• The following of all processes, with workarounds not to be undertaken.
• The importance of completing a self-check before issuing email and letter correspondence.
• To recognize emails relating to potential data breaches and escalate within Trust policy.

5.3

Information Governance Breach (submitted August)
• The need to check both child and maternal health records (to check/ obtain client contact numbers).
• To review the requirements of information governance and confidentiality policies.
• To review knowledge of the Mental Capacity Act and to be up to date with knowledge of consent and capacity.
• The importance of clarifying information when dealing with Multi-Agency Safeguarding Hub (MASH) concerns.

5.4

Fall
• Patients should be moved as per NICE guidance in a community setting when they sustain hip pain following a fall.
• Urine sample should have been sent for sensitivity before the second course of antibiotics.
• The need for effective pain management.
• The need for clear criteria for staff as to when to undertake an assessment of a patients need for one to one supervision.
• We should not be coding falls risk as high / moderate / low and instead should be putting in place mitigating actions following the completion of
the Multifactorial falls risk assessment.
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6.0

Whistleblowing
No new whistleblowing concerns raised in July 2018 have been reported.
At the point of writing the report, no new whistleblowing concerns raised in August 2018 have been reported.

7.0

Ongoing Safeguarding Cases

7.1

Children:
Wandsworth: Child presented at A&E in East of England with evidence of healed fracture and case likely to go to a ‘Finding of Fact’ hearing. The
Head of Safeguarding/named nurse will support the development of chronology and court statement and link in with CBU manager re: follow up of
safeguarding concern raised by Norfolk staff.

7.2

Adults:
Wandsworth:
• (DH) following death of 104 year old patient a safeguarding enquiry being undertaken regarding family blocking/refusing care for their relative.
• (MT) Unexpected death (August 18) Staff member visited patients home and was advised patient was found to be deceased by carers that
morning. Safeguarding has provisionally reviewed records and no concerns about care delivered by CLCH staff.
• Homeless adult presenting at shared living was refusing care (diabetic and wound care) –he had capacity and was choosing to self-neglect and
the environment in which he was residing was squalid. CLCH staff and GP escalated case and plan in place deliver treatment away from poor
environment. Case raised with Head of Safeguarding at Wandsworth CQRG by Amanda Mayo and assurance given safeguarding involved in case.

Completed and Ongoing Cases (Excludes confidential and embargoed cases)
Barnet
SCR Child E
Barnet Child

Ongoing Statutory Reviews July and August 2018
2016: 16yr old LAC –unexpected death – due to cocaine mis-use.
Themes: multiple placements, domestic abuse, self-harm, use of escalation.
Action: CLCH action plan submitted for discussion at Barnet Safeguarding Children Partnership Board July 18
8 month old child who suffered a significant non-accidental brain injury while in his parent’s care. CLCH referred case
7

Barnet SAR
(MS)
Barnet DHR
(1)
Barnet DHR
(2)
Brent
Learning
review
(IO)
Potential SCR
Hertfordshire
CSE
Merton
Child ES
SCR Child
SAR (RM)
Richmond
Mother and
child deaths
Child P
Tri-Borough:
SAR Case LS

to BSCP serious case review panel for consideration of SCR.-health chronology to be collated CCG safeguarding lead
2017 (MS) Death of patient in fire in a residential setting: Awaiting recommendations from Barnet Safeguarding
Adult Board (BSAB)
Death of a mother and daughter killed by a family member. DHR on hold due to criminal proceedings
Death of a man allegedly stabbed by his partner. Criminal investigation in place .Head of safeguarding to attend DHR
Panel meeting July 18 CLCH chronology submitted.
Case relates to health staff not linking families so not identifying risk and/or escalating concern. July 2018: CLCH
audit of 20 cases has not been completed –head of safeguarding to prompt Named Nurse for Brent.
Unexpected death of 23 month girl in April 2018: multiagency investigation into unexpected child death-CLCH
chronologies completed. Awaiting outcome of post-mortem and decision from Brent SCR panel.
Concerns about 15-20 girls at potential risk of sexual exploitation. CLCH supporting multiagency enquiries –Chief
Nurse, medical director and head of safeguarding involved re: safeguarding duty and service integrity /reputation
Death of an infant while in care of parents: criminal investigation in progress –CLCH information shared.
7 year old girl murdered by her father. SCR terms of reference have been circulated and awaiting date for SCR panel
meeting
September 2017: Case referred to SAB alleging omissions in care by CLCH District Nursing service. Complex case of
young woman (<30 years) who has ongoing serious physical and emotional needs. Case has transferred to CCG now
that Merton continuing healthcare no longer CLCH
March 2018: mother and her two children (and children’s father) found dead. SCR and DHR will be undertaken and
CLCH will contribute as requested
June 2018 Learning and improvement review (Child P) into the exploitation of a vulnerable 15 year old girl, was
missing from home who subsequently self-harmed. Richmond Named nurse for safeguarding children will be on
learning review panel.
Adult with complex health needs and LD. SAR to be undertaken using SCIE methodology which requires involvement
of frontline adult and children’s practitioners involved in the case. First meeting attended by safeguarding on
29.06.18.
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Adult Learning
review (JC)
Complex case
(HR)
Section 44
Enquiry (WH)

Lady with learning disability whose fracture was not stabilised due to misunderstanding re: her ability to consent.
CLCH escalated the case and this has resulted in JC having surgery to pin her fracture and she has also re-established a
relationship with her family.
Complex case open to continuing health care team. Head of Safeguarding attended a statutory best interests meeting
in June 18 and case to progress to Court of Protection
Tri-borough SAR WH: Complex case presented at the SAB case review group. Multiagency learning workshop to be
delivered September 18. WH family received the CLCH RCA report but have not requested meeting or follow up with
ADQ at this time.

Wandsworth
Adult
SAR (Mrs K)
Adult
S42
Complex case
(MB)
Adult S42
Complex case
SCR Child
Child

i

July 18: Final SAR report and action plan circulated-action for CLCH to undertake audit of 20 cases with commissioner
where patients discharged around public holidays to assure safe and effective systems in place. Adult safeguarding
lead developing audit tool with CLCH audit department and CCG/commissioner requesting audit feedback in
quarter2.
Death of patient known to community nursing service. Coroner has requested statements in relation to care provided
and safeguarding decisions/actions. Safeguarding statement completed and agreed by Director of Nursing and
Therapies.
Death of patient known to community nursing service – cause of death was sepsis due to osteomyelitis. Report
submitted to social care and case escalated as social worker ‘blaming’ community nurses. Head of safeguarding and
adult SGS lead will follow up and support team leader
SCR panel agreed threshold met for SCR. CLCH will attend panel meetings /submit information as needed and will link
with St Georges as they were care provider until Jan 18.
Case referred to SCR panel re: baby who suffered catastrophic injury while in parent’s care. Child requires high
dependency care. Chronology completed

Harrow Cardiology service
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Agreed by Committee Chair 25.04.18

Quality Committee
Minutes of the meeting held on Wednesday, 18 April 2018
In Boardroom A&B, Parsons Green Centre for Health and Wellbeing,
5 - 7 Parson Green, London SW6 4UL
Present
Louise Ashley
Carol Cole
Angela Greatley
Joanne Medhurst
David Sines
Clive Sparrow

Chief Nurse and Chief Operating Officer
Non-Executive Director (Committee Chair)
Non-Executive Director (Trust Chair)
Medical Director
Non-Executive Director
Non-Executive Director

In attendance
Rebecca Agboola
Holly Ashforth
Elizabeth Hale
Sheila Pearce
Jem Ramazanoglu
Shirley Rush
Charlie Sheldon
Bindya Thanki
Jayne Walbridge
Cathy Walker
Kate Wilkins

Team Lead, Children’s Division (Observer)
Director of Nursing and Therapies (Patient Experience and Education)
Director of Transformation
Associate Director of Quality, Children’s
Continuous Improvement Programme Manager (part)
Corporate Governance Manager (minutes)
Director of Nursing and Therapies (Quality and Patient Safety)
Podiatry Service, Lead (part)
Trust Secretary
Divisional Director of Operations, North
Quality Lead (part)

QC/45/18
45.1

Welcome, introduction and apologies
Apologies had been received from A Ridley, Chief Executive and James Benson,
Director of Improvement. All other members were present.

QC/46/18
46.1

Declarations of interest
There were no interests declared.

QC/47/18
47.1

Minutes of the meeting held on 26 February 2018
The minutes of the meeting held on the 26 February 2018 were agreed as a true and
accurate record subject to the amendment of minute 30.2, to include the word
‘reduction’ (in hospital admissions).

QC/48/18

Action log, matters arising, sustainability action log
Action log
All but one action was presented as complete and it was agreed that completed
actions could be closed, together with the open action AQC/14/18 (clinical outcomes)
which was discussed in detail under agenda item 5.4.

48.1

48.2

48.3

Matters arising
L Ashley provided an update to action AQC/17/18 (health visitor meetings) and
reported that following concerns raised by health visitors relating to the modelling for
health visiting clinics, a review would be undertaken with a view to addressing
concerns and adapting the model.
Sustainability of assurances log
5.17.1 - Clinical outcomes
A report was presented at agenda item 5.4 and discussed in detail, where it was
agreed that a regular update would be provided in the Chief Nurse and Medical
Director report and the item be removed from the sustainability log.

AQC/22/18 (J Medhurst)

48.4

QC/49/18
49.1

2.17.1 - Internal Audit: NICE arrangements and Clinical Audit
The Committee noted the update reporting that all outstanding actions were
complete and it was agreed the item would be removed from the log.
Service presentation – Harrow Podiatry Service - 2017 Quality Development
Unit (QDU) Award
Bindya Thanki, Podiatry Lead for Harrow, provided an interesting presentation
outlining the factors of success that contributed to the service being awarded a QDU
award, which included:
• Low sickness absence rate (100%)
• Appraisal rate (100%)
• No waiting list
• No outstanding Datix reports
• Financial balance (under budget)
• Statutory and mandatory training (100%)

49.2

Bindya reported that prior to the transfer of the service to CLCH there had been a
number of operational challenges including a paper based process of referral, long
term vacancies and under performance of service KPIs. She highlighted that the
introduction of the electronic patient record system (EMIS) had had a hugely positive
impact with the ability to share the patient record and therefore improving referrals
from Harrow GPs. The service is also recording clinical outcomes for patients and is
part of the North West London Sustainability and Transformation Programme.

49.3

The Committee was greatly impressed by the improvements and achievement of the
service and was interested to know how this excellent practice could be shared and
developed in other podiatry services where there were areas of challenge. Bindya
reported that there is a peer group network for podiatry that meets four times a year
and acknowledged that Harrow had benefitted from low staff turnover and not had to
undergo a commissioner transformation of service (ie nail cutting).

49.4

The Committee noted the value of strong leadership in providing high quality care
and good performance and how this might be used to inform wider changes across
the organisation.

49.5

L Ashley noted that equipment purchased with the £1,000 awarded should be funded
from the Trust’s medical equipment and devices fund and further thought should be
given to how the award monies could be used for service development.

49.6

Resolved
The Committee commended the service team and leaders for their significant
achievements and thanked Bindya for an interesting and encouraging presentation.

QC/50/18
50.1

Quality Report, Q4 207/18
C Sheldon presented the quality report for quarter 4, noting 4 red indicators (zero
tolerance of pressure ulcers in bedded units; falls causing harm; percentage of
services completing NICE Baseline Assessment Form and staff turnover
(clinical)). He highlighted the indicator for 5% reduction in pressure ulcers grade
3/4 had been meet for the month and year-to-date.

50.2

In relation to graphs 28 and 29 showing clinical staff reasons for leaving, C Sparrow
asked if, ‘lack of opportunities’ and ‘incompatible working relationships’, were an area
of concern. Following detailed discussion members acknowledged that changes to
service models, particularly in the children’s division, which resulted in fewer higher
banded posts, plus the cost of living in London, could be contributing factors to the
perceived lack of opportunity. Relating to incompatible working relationships, it was

WP

Denotes an item has been added to the Committee work programme

agreed that causes were harder to understand and it would be helpful to examine the
causes in detail to inform recruitment and retention initiatives. Members received
assurance that there were robust escalation and monitoring arrangements in place to
ensure the safety of services – including those with high levels of vacancies.

50.3

Resolved
The Quality Report for quarter 4 was noted.

QC/51/18
51.1

Quarterly red flag report
C Sheldon introduced the report that provided a quarterly overview of quality
performance through the red flag system and reported that the indicators would
continue to be reviewed in the division monthly, together with risks and complaints.
Some work would be undertaken to align HR indicators. The majority of Quality
Action Teams (QATs) related to vacancy rates and there was one new QAT for
health visiting in Hammersmith and Fulham, set up following concerns raised by
staff.

51.2

It was agreed it would be helpful to include a divisional reference title on the pages of
detail and to include numbers of staff and explanatory narrative for those areas with
high vacancy rates which would help provide a level of assurance for what would
appear to be concerning levels of vacancy.
AQC/23/18 (C Sheldon)

51.3

In response to a question from D Sines in respect of the vacancy rate (30.09%) for
health visiting in Kensington and Chelsea and whether this was impacting the safety
of the service, S Pearce provided assurances that vacancies are covered by agency
and bank staff, with weekly reviews of service performance, close monitoring of
PALs and regular information sharing with commissioners.

51.4

S Pearce provided an update on the vacancy position for the speech and language
therapy service, reporting that in special schools, there was full coverage of
therapists and in mainstream secondary, improvements were being made and being
address with environmental support. It was noted that CLCH are fully up-to-date with
assessment of need in schools, however, there have been delays in provision which
is under the remit of local authorities and beyond the influence of the Trust.

51.5
QC/52/18
52.1

52.2

52.3

WP

Resolved
The quarterly red flag report was noted.
Chief Nurse and Medical Director (CNMD) report
Medical Director’s report
J Medhurst reported that there were no MRSA or C. difficile infections reported in
February or March 2018. However, there has been an outbreak of Measles reported
in the community.
It was noted that CLCH had responded swiftly to replace 15 Automated Electronic
Defibrillators (AEDs) in services following receipt of a field safety notice of faulty
devices.
Chief Nurse report
L Ashley reported that the Trust is participating in two new initiatives
#EndPJparalysis challenge and Care Hours Per Bed Day (CHPPD). The former to
support patient well-being by ensuring each patient is up and dressed each morning;
the latter involving collection of data representing the number of nursing hours
available to each patient. Members discussed the CHPPD benchmarking result for
CLCH, and whether, the methodology was helpful as a point of assurance. L Ashley
noted that safer staffing assessments were probably a more helpful indicator.
Should CLCH’s benchmarking against the national either for safer staffing or CHPPD

Denotes an item has been added to the Committee work programme

average be significantly reduced, further forms of assurance would be required.
52.4

52.5

In response to a question from A Greatley, regarding partnership with an
academic provider for the development of CLCH’s Community and Primary Care
Nursing Academy, as a result of being awarded funding from Health Education
England, it was noted that that Trust was already working in partnership with a
number of academic institutions and would not be subject to monitoring by
another regulator. The duty to adhere to academic regulation would fall to the
higher education institution.
Resolved
The Chief Nurse and Medical Director’s report was noted.

QC/53/18
53.1

Quality Account 2017-18 (including annual complaints report)
C Sheldon introduced the draft Quality Account (QA) 2017-18 for comment prior to
Board approval in May and publication in June 2018. The draft followed NHS
Improvement good practice guidance for foundation trusts and members welcomed
the new style which presented information more clearly.

53.2

In noting the decision not to have the QA externally audited, which isn’t mandated for
community trusts (mandated for foundation trusts) and following discussion, the
Committee agreed that an external audit undertaken every other year would add
value and the QA would benefit from an external and independent view.

53.3

The following comments were agreed for inclusion and further commentary would be
provided by members directly to the report author, by 26.04.18:
• Reference to staff survey results and equality opportunities
• Pages 129/130, consistency and simplification of voluntary staff turnover
references.
AQC/24/18 (K Wilkins)

53.4

Resolved
The Committee agreed the draft report for Board subject to the agreed amendments
and welcomed the new report format. It was also noted that patient stories would be
included in the Trust Annual Review due for publication in September 2018.

QC/54/18
54.1

Assurance report from the Patient Experience Coordinating Council Chair
Good performance was noted in the patient experience scorecard with all indicators
achieved with the exception of the Friends and Family Test which was below target
(95%) at 91.4%. Particular focus continues to be given to the achievement of this
indicator by Associate Directors of Quality. 100% compliance relating to complaints
and PALS was also noted.

54.2

The Committee was pleased to note the improvements in performance and breadth
of activity to support greater patient engagement including a member stakeholder
conference scheduled for the 27 June which will inform the revised Patient and
Public Engagement strategy due for consideration at the July meeting.

54.3

In response to a question from D Sines, relating to the attendance of staff and patient
representatives, presented in the Patient Experience Coordinating Council minutes,
H Ashforth reported that the high number of apologies received for the March
meeting was an anomaly and patient representatives were involved in a number of
other fora across the Trust.

54.5

WP

Resolved
The assurance report from the Patient Experience Coordinating Council Chair was
noted along with the minutes of the meeting held on 22.03.18.

Denotes an item has been added to the Committee work programme

It was agreed a schedule of 15 Steps Challenges visits for the year would be shared
with Non-Executive Directors for their participation.
AQC/25/18 (H Ashforth)
QC/55/18
55.1

Patient Led Assessment of the Care Environment (PLACE) 2017 and 2018
E Hale introduced the PLACE report providing an update on the completion of 2017
PLACE action plans, and preparations underway for 2018 assessments and noted
four key areas of focus will continue, including menu variation, signage, internal
decoration and furniture in dayrooms.

55.2

In response to an enquiry from C Cole, it was agreed that assurance would be
provided relating to meal times, specifically evening meal times noted in the 2017
assessment as being served at 5.30pm which was reported by patients as being too
early.
AQC/26/18 (J Benson)

55.3

D Sines suggested that triangulation and correlation of PLACE data together with
actions under the health and safety agenda would provide a greater level of
assurance around the sustainability of improvements.
AQC/27/18 (J Benson)

55.4

Resolved
The Patient Led Assessment of the Care Environment report for 2017-18 was noted
along with an update provided via the Chair from J Benson, reporting a monthly
overview of PLACE at estates meetings and the close monitoring of the food
provision at Princess Louise Care Home, Kensington.

QC/56/18
56.1

Assurance Report from the Patient Safety and Risk Group Chair
Risks were considered in detail and C Sheldon provided an update on risk
movement for risks that had deceased in score, omitted from the report:
1219 (staff vacancies) - 15 to 12.
1766 (Woodlands, standards of care) - 16 to 12
1786 (Woodlands, staff training) 16 to 9.

56.2

C Cole requested an update relating to risk 2017 (Assistive Communications
Service) and the financial risk to the Trust due to demand for the service which was
leading to an overspend. S Pearce reported that discussion with commissioners
continued and a decision was outstanding, which continued to cause a significant
cost pressure for the service.

56.3

C Sparrow noted there was no risk movement for risk 1776 (records retrieval) which
might be expected in anticipation of significant changes to data protection regulation
(GDPR in May 2018) and similarly with regard to financial risks in respect of financial
challenges. Members discussed how they might add value and challenge for those
risks presented but not under the responsibility of the Committee and agreed
consideration might be given by ELT as to how these could be presented to provide
greater assurance for their robust management.
AQC/28/18 (ELT members)

56.4

In reviewing PSRG meeting minutes, D Sines was assured by C Sheldon that there
were sufficient and regular meetings annually (10) and deputising representatives
were sufficiently senior in grade to contribute to decision making.

56.5

Resolved
The patient safety and risk group assurance report was noted along with the minutes
of the meetings held on 29.01.18, 26.02.18 and 26.03.18.

QC/57/18

Quarterly risk register
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57.1

57.3

There were no risks 15 or above to review for which the Quality Committee has
responsibility (clinical, environmental and information governance). It was noted a
number of risks relating to staff vacancies and Woodlands care home, had reduced
due to mitigating actions put in place.
Resolved
The Committee noted the quarterly risk register.

QC/58/18
58.1

Medicines incident report Q3 17/18
J Medhurst presented the report showing there had been 218 medication-related
incidents reported in Q3, an increase from the previous three quarters.
Medicines incidents remain the second highest type of incident reported within
CLCH. Of the 218 incidents, 211 were deemed to have caused no harm, 7 as having
caused low/minimal harm and no incidents to have caused moderate or severe
harm.

58.2

Members discussed whether the significant increase in incidents from Q2 to Q3
(50%) might be attributable to the prescribing errors due to locum cover, at Athlone
House. It was agreed further investigation was required to establish if this was
caused by an individual and if so what further action would need to be taken. The
outcome would be shared with the Committee Chair and D Sines.
AQC/29/18 (J Medhurst)

58.3

Following a query from D Sines it was agreed a summary relating to controlled drugs
would be included in the Chief Nurse and Medical Director report in future.
AQC/30/18 (J Medhurst)

58.4

QC/59/18
59.1

59.2

Resolved
The Committee noted the medicines incident report for quarter 3, 2017/18,
welcoming the detail and format. The reporting style would be reviewed in 12
months timeWP.
Assurance report from the Clinical Effectiveness Group Chair
J Medhurst presented the key points of note from the Clinical Effectiveness Group
meetings held in January and March 2018, including good progress being made in
achievement of targets and a renewed focus on 100% achievement of the NICE KPI
(percentage of service complete National Institute for Health and Care Excellence
Base Assessment Form with the agreed timeframe). Emerging issues which are
being address were noted, including replacing anticoagulation expertise, storage and
recording of controlled drugs, improvement in completion of clinical audit actions and
increasing aware of clinical effectiveness across the Trust.
Resolved
The Committee noted the Clinical Effectiveness Group Chair assurance report and
were satisfied with the updated format of the report.

QC/60/18
60.1

Annual Research Report 2017/18
B Persaud introduced the research annual report on the Trust’s research activity
during the year 2017/18, and a review of the overall achievement towards the goals
outlined in the Trusts Research Strategy 2014-2017, which included:
• Completion of four research studies (out of six)
• Exceeding targets and increasing numbers of patients recruited to studies
• Completion of first commercial study (West Hertfordshire respiratory)
• Increasing the number of staff accessing research training opportunities

60.2

D Sines welcomed the report and commended the achievements in light of the
limited research infrastructure of the Trust. He enquired as to what developments in
infrastructure would be helpful to increase achievements. It was acknowledged that

WP
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increased participation in commercial studies, which generate income for services
would be important, together with the ability to nurture the capacity that is gained
from studies undertaken.
60.3

60.4

D Sines noted the ability to respond to national awards would deliver an element of
prestige to the Trust and he was aware of a national frailty study that would
imminently be announced and would highlight this to colleagues when launched.
Resolved
The Annual Research Report 2017/18 was noted.

60.5

The Committee welcomed the suggestion to receive a presentation relating to a
research trial (Parkinson’s) in the futureWP.

QC/61/18
61.1

Clinical outcomes update: systematic approach
J Ramazanoglu presented the clinical outcomes update that had been requested by
the Committee, which provided an update on the current status of clinical outcomes
plans to achieve 100% coverage for services by March 2019 and plans to improve
the reporting structure.

61.2

There was a discussion to clarify the defined benefits of identifying service clinical
outcomes, which J Medhurst confirmed would help drive clinical curiosity and assist
staff to question variance. C Sparrow supported this philosophy, however, noted that
defining benefits would help to deliver step change to project delivery.

61.3

The Committee agreed that is would be critical to involve patients in defining and
testing clinical outcomes, together with cross referencing of activity and outcomes for
clinical audit and NICE.

61.4

Resolved
The clinical outcomes update: systematic approach report was noted.

61.5

The Committee were assured that the plans were on the right trajectory and agreed
an update in the Chief Nurse and Medical Director report would be helpful. (see
action at 48.3)

QC/62/18
62.1

Internal Audit on CIPs and Issues in relation to QIPP
The Audit Committee had requested that the Quality Committee consider the findings
of the Internal Audit assurance report of Cost Improvement Plans (CIPS) providing
reasonable assurance and their concerns that the findings did not correlate with
previous assurance to the Quality Committee.

62.2

C Sheldon reported that there had been some gaps in the process for Internal Audit
for which further assurances could have been provided. However, the
recommendations had provided an opportunity to make improvements to governance
protocols and administrative and reporting arrangements.

62.3

Resolved
The Committee noted the Internal Audit on CIPS and issues in relation to QIPP.

62.4

In his capacity as Chair of the Audit Committee, C Sparrow confirmed that he was
assured by update and planned actions.

QC/63/18
63.1

Assurance report from the Strategic Improvement Group Chair
E Hale presented the assurance report from the Strategic Improvement Group Chair
that provided a summary of key activities relating to the value added care quality
campaign, including updates on continuous improvement (CI) training, improvement
methodology performance that showed KPIs having been achieved in month and
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year-to-date, and Quality Council updates.
63.2

63.3

QC/64/18
64.1

In response to a suggestion from C Sparrow that the KPI trajectory targets were not
very challenging, E Hale noted that the introduction of knowledge and skills
framework and CI methodologies presented quite a different way of working for many
staff and that over time, would become second nature, allowing the trajectories to be
increased.
Resolved
The assurance report from the Strategic Improvement Group Chair was noted,
together with the minutes of the meeting held on 01.02.18.
Risks and issues arising for which further assurance is required and items to
be added to the sustainability log
None identified.

QC/65/18
65.1

Quality related internal audit reports (if any)
None. As noted on the agenda, a draft records management audit has been issued
(limited assurance), the final report has not yet been received.

QC/66/18
66.1

Committee performance review
The Committee performance review was considered and it was noted that the
Executive Leadership Team had discussed how front sheets might be improved in a
sustained way.

66.2

QC/67/18
67.1

Resolved
The Chair and Committee noted the improved performance of the Quality
Committee.
Update on new regulation and guidance
Resolved
The Committee noted the update on relevant regulation and guidance.

QC/68/18
68.1

Meeting reflections / comments on what has worked well or otherwise
It was agreed it had been a good meeting of the first quarterly meetings, finishing
slightly ahead of schedule. Papers had ‘flowed well’ and were easy to read.
Members welcomed improvements to executive summaries in assurance reports.

68.2

It was agreed it would be helpful to consider how the Quality Report, assurance
reports and updates from coordinating councils might be adapted to reflect the
quarterly reporting structure for the Committee.
AQC/31/18 (L Ashley)

QC/69/18
69.1

Date and time of next meeting
Tuesday 24 July 2018, 1000 – 1300, Boardroom A&B, Parsons Green Health
Centre, 5-7 Parsons Green, London, SW6 4UL
The meeting closed at 1245.

Signed ………………………………………………….. Carol Cole, Committee Chair

Date ……………………………………………………..
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Acronym
Alphabetical by
abbreviation
A&E
ACO
ACP
ADQ
AHP
ALB
AQP
APCS
BAF
BAIR
BAU
BCM
BCP
BGAF
BGM
BHH
BIPA
CAS
BPM
BPO
CAF
CAMHS
CASH
CBU
CCG
CCN
CCN
CDS
CDS
CEG
CET
CFT
CHC
CHD
CHIH
CHIN
CHIS
CIG
CIO
CIP
CIP
CIS
CLCH
CLIPS
CMDB
CoHo

Description
Accident & Emergency
Accountable Care Organisation
Advanced Care Plan
Associate Director of Quality
Allied Health Professional
Arms Length Bodies
Any Qualified Provider
Allied Primary Care Services
Board Assurance Framework
Bank, agency and interim reduction (internal project)
Business As Usual
Business Change Management
Business Change Management
Board Governance Assurance Framework
Board Governance Memorandum
Brent, Harrow, Hillingdon (Clinical Commissioning Groups)
Business Intelligence Performance Analytics
Central Alerting System
Business Process Management
Business Process Outsourcing
Common Assessment Framework
Child and Adolescent Mental Health Services
Contraceptive and sexual health
Clinical Business Unit
Clinical Commissioning Group
Change Control Notice
Children’s Community Nursing
Child Development Service
Commissioning Data Set
Clinical Effectiveness Group
Clinical Effectiveness Team
Community Foundation Trust
Continuing Health Care
Children’s Health and Development (one of our operational divisions)
Child Health Information Hub
Community Health Integrated Networks
Child Health Information System
Capital Investment Group
Chief Information Officer
Cost Improvement Programme
Continuous Improvement Plan
Community Independence Service
Central London Community Healthcare NHS Trust
Complaints, Litigation, Incidents, PALS and Safeguarding
Configuration Management Database
Community Hospital

COPD
COT
CP
CPC
CPP
CQC
CQUIN
CRS
CSRR
CSU
CSV
CWHHE
CYP
CTOP
Datix
DBS
DDO
DH
DN
DNA
DNACPR
DPwSI
DQ
EBCD
EBITDA
ECH
EIA
ELT
EMIS

Chronic Obstructive Pulmonary Disorder
College of Occupational Therapists
Child Protection
Capita Private Cloud
Child Protection Plan
Care Quality Commission
Commissioning for Quality and Innovation
Care Records Service
Continuity of Service Risk Rating
Commissioning Support Unit
Comma-Separated Variable
Central London, West London, Hammersmith & Fulham, Hounslow and
Ealing
Children & Young People
Children & Young People’s Occupational Therapy
Trust’s software package for recording risk and incidents.
Disclosure and Barring Service
Divisional Director of Operations
Department of Health
District Nursing
Did Not Attend
Do Not Attempt Cardio Pulmonary Recusitation
Dental Practitioner with Special Interests
Data Quality
Experienced Based Co-Design
Earnings Before Interest, Taxes, Depreciation and Amortisation
Edgware Community Hospital
Equality Impact Assessment
Executive Leadership Team
Egton Medical Information Systems – a particular supplier of electronic patient

ENP
EOH
EOLC/EOL
EPR
EPRR
EPS
ESR
FAQ
FGM
FHIR

Emergency Nurse Practitioner
Education Outcomes Framework
End of Life Care/End of Life
Electronic Patient Record
Emergency Preparedness, Resilience and Response
Electronic Prescription Service
Electronic Staff Record
Frequently Asked Questions
Female Genital Mutilation
Fast Healthcare Interoperability Resources (pronounced ‘fire’) is a

FMH
FNP
FOI
FRR
FRIC
FT
FTE

record systems.

message standard for exchange of electronic health records between different electronic
systems

Finchley Memorial Hospital
Family Nurse Partnership
Freedom of Information
Financial Risk Rating
Finance, Resources and Investment Committee
Foundation Trust
Full Time Equivalent – see WTE

GAS scores
GP
GPwSI
GRR
GUM
HAT
HARI
HASU
HCA
HDD
HEE
H&F
HLD
HLSD
HOT
HPV
HR
HRCH
HSCIC
HSE
HSJ
HUB
HV
HWB
HWE
IAO
IAP
IAPT
IAPTus
IBP
ICAS
ICE
ICN
ICO
ICO
ICP
I&E
IG
IM&T
Integra
IPA
IPC
IPN
ITT
JSCC
K&C
KPI
KSF
LA

Goal Attainment Scaling
General Practitioner
General Practitioner with Special Interests
Governance risk rating
Genito-Urinary Medicine
Health Assessment Tool
Holistic Assessment and Rapid Investigation
Hyper Acute Stroke Unit
Health Care Assistant
Historical Due Diligence
Health Education England
Hammersmith & Fulham
High Level Design
High Level Service Design
Heads of Terms
Human Papilloma Virus
Human Resources
Hounslow & Richmond Community Healthcare NHS Trust
Health and Social Care Information Centre – now superseded by NHS Digital
Health and Safety Executive
Health Service Journal
Trust’s Intranet
Health Visiting
Health and Wellbeing Board
Herts and West Essex
Information Asset Ower
Indicative Activity Plan
Improving Access to Psychological Therapies
IT Clinical Record System used in the IAPT service
Integrated Business Plan
Independent Complaints Advocacy Service
Integrated Clinical Environment
Integrated Complex Needs
Information Commissioner’s Office (1)
Integrated Care Organisation (2)
Integrated Care Pathway
Income and Expenditure
Information Governance
Information Management and Technology
Trust’s procurement software supported by Capita partners
Individual Patient Activity
Infection Prevention and Control
Infection Prevention Nurse
Invitation to Tender
Joint Staff Consultative Committee
Kensington & Chelsea
Key Performance Indicator
Knowledge and Skills Framework
Local Authority

LAC
LBB
LBHF
LETB
LNWH
LOINC

Looked After Children
London Borough of Barnet
London Borough of Hammersmith & Fulham
London Education Training Board
London North West Healthcare NHS Trust
Logical Observation Identifiers Names and Codes - a universal coding standard

LSP
LTC
LTFM
MASH

Local Service Provider
Long Term Conditions
Long Term Financial Model
Multi Agency Safeguarding Hubs - Led by councils these bring together specialists in

MAU
MCP
MIR
M&H
MHMDS
MoPS
MOU
MPLS
MUST
N3
NAO
NBO
NBV
NCL
NCNR
NED
NELFT
NHS
NHSE
NHSLA
NICE
NMC
NRLS
NTDA
NWL
OBD
OD
ODS
OOH
ORSA
OT
PALS
PASA

for medical laboratory observations

safeguarding from various organisations

Medical Admissions Unit
Multispecialty Community Provider
Monthly Information Return
Moving and Handling
Mental Health Minimum Data Set
Medicines Optimisation Service
Memorandum of Understanding
Multiprotocol Label Switching - is a type of data-carrying technique for highperformance telecommunications networks

Malnutrition Universal Screening Tool

A private, national computer network dedicated to the NHS. For security reasons, many NHS systems
are only accessible if you are on the N3 network.

National Audit Office
National Back Office - a centralised team supporting medical records on the national NHS

Spine. They centrally manage issues such as NHS number duplications, record confusions, NHS number
invalidations etc

New Birth Visit - Health Visitors have to perform a New Birth Visit within 14 days of a baby's
birth

North Central London
Networked Community Nursing and Rehabilitation - previously one of our
operational divisions prior to the latest organisational restructure

Non-executive Director
North East London NHS Foundation Trust
National Health Service
NHS England
National Health Service Litigation Authority
National Institute of Clinical Excellence
Nursing and Midwifery Council
National Reporting and Learning System
NHS Trust Development Authority
North West London
Occupied bed days
Organisational Development
Organisation Data Services - a centralised division in the NHS responsible for setting up
national codes for organisations and sites. For instance, the ODS code for CLCH is 'RYX'

‘Out of Hospital’ agenda or Out of Hours
Organisational Readiness Self-Assessment
Occupational therapist/therapy
Patient Advice and Liaison Service
Purchasing and Supply Agency

PCE

Performance and Contracts Executive

PDS

Personal Demographics Service - this is the demographic portion of the
centralised Summary Care Record (SCR) stored on the NHS Spine. Spine-enabled clinical record systems
provide the facility to synchronise patient demographics with the PDS allowing NHS services to
maintain synchronicity of patient demographic details across multiple organisations and sectors

PE
PFI
PHQ
PID
PID
PIP
PLACE
PLD
PMH
PMO
PO
PPE
PPI
PPP
PREM
PROM
PQQ
PSF
PSO
PSRG
PST
PT
PTS
QAT
QGAF
QI
QIA
QIPP
QIST
QIT
QRG
QSRG
RA
RAA
RAID
RAM
RBAC
RBKC
RCA
RCN
R&D
RES

Patient Experience
Private Finance Initiative - an initiative to create public-private partnerships (PPPs) by
funding public infrastructure projects with private capital

Patient Health Questionnaire
Patient Identifiable Data
Project Initiation Document
Personal Independence Payment - replacement for Disability Living Allowance or DLA
Patient Led Assessment of the Care Environment
Patient Level Data
Perinatal Mental Health
Project Management Office/Officer
Purchase Order
Patient and Public Engagement
Patient and Public Involvement
Public-Private Partnership
Patient Reported Experience Measure
Patient Reported Outcome Measure
Pre-Qualifying Questionnaire
Provider Sustainability Funding (previously Sustainability
Transformation Funding)
Project Support Officer
Patient Safety and Risk Group
Patient Safety Thermometer
Physiotherapy/Physiotherapist
Patient Transport Service
Quality Action Team
Quality Governance Assessment Framework
Quality Improvement
Quality Impact Assessment
Quality, Innovation, Productivity and Prevention
Quality Improvement Support Teams
Quality Inspection Team - CLCH's internal mock-CQC inspection programme
Quick Reference Guide
Quality Stakeholder Reference Group
Registration Authority
Registration Authority Agent
Risks, Actions, Issues & Dependencies
Registration Authority Manager
Role Based Access Control
Royal Borough of Kensington & Chelsea
Root Cause Analysis
Royal College of Nursing
Research and Development
Race Equality Standard

RFC
RIO
ROM
RTT
S1
S&A
SaHF
SCD
SCR
SDIP
SDM
SDQ
SEG
SI
SID
SIRO
SLA
SLAM
SLR
SLT
SME
SMT
SMW
SOF
SOP
SOW
SPOR
SRD
SRO
STEIS
SPA
SPC
STP
SUS

Request for Change
Is the name of a clinical system, it is not an abbreviation, it is a Spanish
word which correlates to ‘flow of work’.
Rough Order of Magnitude
Referral to Treatment
SystmOne - the product name of our main clinical system
Sickness and Absence
Shaping a Healthier Future
Social and Communication Disorder
Summary Care Record - Centralised demographic and clinical record stored on the NHS Spine
Service Development Improvement Plan
Service Delivery Manager
Strengths and difficulties questionnaire
Strategic Estates Group
Serious Incident
Senior Independent Director
Senior Information Responsible Officer
Service Level Agreement
Starters, Leavers and Movers
Service Line Reporting
Speech and Language Therapy
Small to Medium Enterprise
Senior Management Team
Senior Managers Workshop
Single Oversight Framework
Standard Operating Procedure
Statement of Work
Single Point of Referral
Service Request Definition
Senior Responsible Officer
Strategic Executive Information System
Single Point of Access
Statistical Process Control
Sustainability and Transformation Plan
Secondary Uses Service - the Secondary Uses Service (SUS) is a single, comprehensive

SWL
TA
TAG
TDA
TOMS
TPP

South West London
Technical Analyst
Technology Appraisal Guidelines (NICE)
Trust Development Authority
Therapy Outcome Measures
The Phoenix Partnership - This is the company that designed and maintains the SystmOne

TUPE
UAT
UCC
URN
VFM
VOIP

repository for healthcare data in England, hosted on the Spine,

clinical record application. SystmOne is the application; TPP is the company.

Transfer of Undertakings (Protection of Employment Regulations 1981
User Acceptance Testing
Urgent Care Centre
Unique Reference Number
Value for Money
Voice Over Internet Protocol - techy thing for phones being routed through internet lines.
Allows for free internal calls among other things. The phone system used in the Trust.

VSM
WIC
WIGWAM
WP
WTE

Very Senior Managers
Walk-in Centre
When it’s great we are mobile
Work Package
Whole Time Equivalent – see FTE

KEY PERFORMANCE INDICATOR SCORECARD
Strategy Implementation: Implement strategic priorities of integration and place
KPI Name
1.1

STP meeting attendance

End of Year
Target
N/A

KPI Description of calculations
Percentage of Sustainability and Transformation Plan meetings attended by CLCH in the four STP areas where CLCH provides
services

Quality: Maintain and improve the quality of services delivered by CLCH moving from good to outstanding
KPI Name

End of Year
Target

KPI Description of calculations

2.1

Proportion of clinical incidents that do not cause harm
(moderate to catastrophic categories)

96%

This KPI will compare like for like incidents across the Trust that were reported as moderate or above

2.2

Friends and family test - percentage of people that would
recommend the services

95%

The calculation of this KPI reflects the percentage of those respondents that gave either an "extremely likely" or "likely"
response to the survey question 'How likely is it that you would recommend this service to a friend or family if they needed it',
minus those who would not recommend (response categories; "neither likely or unlikely", "unlikely" and "extremely unlikely").
The survey to generate the responses for this KPI is the monthly patient experience survey

2.3

Percentage of deaths requiring PRISM for which a review
was conducted

100%

Percentage of eligible deaths in CLCH that are reviewed using CLCH screening tool in line with policy

2.4

Percentage of statutory and mandatory audits undertaken by
the Trust

100%

Percentage of statutory and mandatory audits undertaken by the Trust

2.5

Percentage of staff recommending CLCH to their friends and
family as a place for treatment

75%

% of staff recommending CLCH to their friends and family as a place for treatment

Finance: Deliver the 18/19 financial plan
KPI Name

End of Year
Target
100%

KPI Description of calculations
This KPI reflects the financial position of the year to date 'actual' QIPPS achieved as a percentage of the year to date planned
position

3.1

Recurrent value of QIPP delivered against target (%)

3.2

Income and expenditure performance

£5,013k (year
end)

Income and expenditure surplus compared to plan

3.3

Cash balance performance

£7,983k (year
end)

Cash balance compared to plan

Operations: Deliver all NHS constitutional and contractual standards
KPI Name

End of Year
Target

KPI Description of calculations

4.1

18 week wait RTT

92%

A patient on a referral to treatment (RTT) within 18 weeks (national rules apply)

4.2

A&E 4 hour wait

95%

A&E/UCC maximum waiting time of 4 hours from arrival to admission/transfer/ discharge
(national definition)

4.3

Delayed Transfer of Care (DTOC)

3.5%

% of bed days lost to DTOC

4.4

Contract Performance Notices

0

Number of contract performance notices received from our commissioners
The % of CLCH relevant patches applied and tested within appropriate security timescale as defined by priority and technical
assessment, to provide assurance of the ability to resist a cyber attack*

4.5

Cyber security

100%

*Patches will be defined as relevant if they apply to the CLCH IM&T Infrastructure and systems in use. Alerts deemed urgent or
critical will be applied at either the next monthly patch window or as an emergency release, otherwise patches will be applied
in the patch window following alert to allow time for impact assessment and testing.
The improvement in the Digital Maturity Assessment (DMA) against Trust target improvement plan*

954/1500
4.6

Digital maturity

Target defined as: 15 measures each with a potential score of 100 (ie. max score =1500)

(Target of an
*Trust Digital Maturity Assessment (DMA), target improvement plan based upon CLCH areas of improved digital maturity from
increase by 29
the 2018 IM&T Strategy refresh and in comparison to Community Trust average as presented to Board January 2018. This will
each quarter)
be monitored quarterly with a trajectory towards the March 2019 target maturity, (increased score of 114 split into 29 each
quarter). The quarterly calculation being (target maturity-2017 score/4)

Workforce: Make CLCH a great place to work for everyone
KPI Name

5.1

Percentage of staff that recommend CLCH as a place to work

End of Year
Target

62%

12% for April
2018
5.2

Vacancy level - all staff (clinical staff in commentary)
10% by March
2019

KPI Description of calculations
This KPI is collected quarterly via the Trust's Pulse Survey for Q1, Q2 and Q4 with the national staff survey covering Q3. The
measure reflects those staff who agree or strongly agree with the question asking staff whether they would recommend the
Trust as a place to work. The percentage is calculated against total number of responses for that question

This KPI reflects the vacant full time equivalent (less frozen posts) divided by the budgeted establishment. Data is taken from
two sources namely the ESR system and the General Ledger.

5.3

Staff appraisal rates

90%

This KPI shows the number of staff assignments appraised as a percentage of the number due for appraisal in the same period.
The ESR and E-PADR systems provide this data

5.4

Staff from BME backgrounds at bands 7 and above

33%

Taken from the Trusts ESR system, this KPI shows the percentage of all staff that self classify as BME. The denominator figure
includes those staff whose classification is recorded as not known and not stated

