
Trust Board Meeting 
Thursday 27 February 2020 

Agenda and papers 



1  

 
 

Board Walkabout - Thursday 27th February 2020, 08:30 – 09:45 

Meet in the Hyde Park Room at 08:30 
 

At the time of your visit the wards and departments will be extremely busy. This is one of the busiest times 
for areas with morning ward rounds, medication and assistance with patient care being completed.  

 

Please ensure that your team is in Hyde Park room for 09:45 to provide verbal feedback on your areas 
visited. Please nominate one individual to provide a summary of the findings who will be given 3 minutes 
to complete this.  

 
During your visit to areas this is an opportunity to meet with staff and understand the breadth of 
services that are provided. You are encouraged to discuss with staff the services they provide and 
challenges they may face.  

 

In addition to this we would ask that you continue to observe environmental cleanliness and 
infection control principles and therefore the following points may assist you in this process.  

 

1. Are staff bare below the elbows in clinical areas and adhering to principles of hand washing? 

2. Is the ward/department clutter free?  

3. What impression are you given on entering? 

4.  Is the ward calm and organised? Is the ward odor free? 

5. Are signs and notice boards clear and well displayed?  

6. Is any unused equipment clean and labeled as clean and ready for use?  

7. Are resus trollies, ledges etc free from dust?  

8. Are there any outstanding urgent estates or maintenance issues? 

9. What do staff enjoy most about working at St Georges Hospital? 

10. What do staff feel the barriers are to undertaking their job? 

11. How do staff feel the board can support them in delivering care to patients or undertaking their 
job? 

12. Are there any outstanding urgent estates or maintenance issues? 

 
These visits are not “inspections” as these will be done using a more formalised approach. 

 

Practicalities 

 This is usually conducive to visiting two clinical / non clinical areas but need to be flexible and go 

to another area if it is not a suitable to visit at that time or visit finishes early. 

 When arriving in a clinical area always ask to speak to Nurse in Charge (NIC), if NIC and 

other staff are busy ask for the Matron or Head of Nursing to be bleeped if they are not 

already on the ward. 

 Board members must be ‘bare below the elbow’, including the removal of any rings with stones. 

 All belongings can be left in the Hyde Park room as a member of staff will stay with the 

belongings while you are out visiting the wards. 

 If you need to make notes please do so and let the staff know that you are doing so to 

feedback to the Board. 

The table overleaf sets out group and areas to visit. We will start from the Hyde Park Room at 08:30 and 

return to there for 09:45 to report our observations and findings to the other groups at the start of the 

Board meeting at 10:00.  

Finally – enjoy!  Staff really appreciate visits by Board members and welcome the opportunity to 

speak to us directly. 
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Groupings- 27th February 2020 

 

NED Exec / Divisional 
Chair 

Divisional 
Representation  

Area Visiting, 08:30 – 
09:45 

Gillian 
Norton, Chair 
 
Elizabeth 
Bishop 
 

Avey Bhatia 
 
 
 

Debbie Graham 
(Director of 
Midwifery) 

Gwillim Ward (Level 4 
LNS) 
 
Carmen (Level 4 LNS) 

Ann Beasley 
 
 

Tom Shearer  
 
Stephen Jones 
 

Kelly Davies  
(Head of Nursing) 
 
 
 

Heart Failure Unit 
(Level 1 AMW) 
 
Charles Pumphrey 
Unit (Level 3 AMW) 

Parveen Kumar  Andrew 
Grimshaw 
 
 

 David Main 
(Associate Director of 
Procurement) 
 
Elizabeth White  

Procurement 
(Wandle Annex) 
 
IT (Wandle Annex) 
 

Pui-Ling Li Richard Jennings  Louise Ramadhan 
(Matron) 

Florence Nightingale 
(Level 4 STJ) 
 
Vernon Ward (Level 
4 STJ) 

Prof Jenny 
Higham 

Robert Bleasdale 
 
Suzanne Marsello 
 
 

Alan Clarke            
(Ass Director Health & 
Safety) 
 
Marlene Johnson 
(Head of Nursing) 

McEntee Ward 
(Level 2 STJ) 
 
Ruth Myles Ward 
(Level 2 STJ) 

Stephen 
Collier 

Harbhajan Brar  
 

Linda Smith (Matron) 
 
Francis Cruz (Matron) 

Allingham 
Ambulatory (Level 3 
STJ) 
 
Cheselden (Level 5 
STJ) 

Tim Wright  James Friend  Ana Vaz (Matron) Nye Bevan Unit 
(Ground floor STJ) 
 
Surgical Admissions 
Lounge (Level 1 
STJ) 
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Trust Board Meeting (Part 1) Agenda 
 
 

Date and Time: Thursday, 27 February 2020,   10:00-13:25 

Venue: Hyde Park Room, 1st Floor Lanesborough Wing, St George’s, Tooting 

 

Time Item Subject Lead Action Format 

FEEDBACK FROM BOARD WALKABOUT 

10:00 A Visits to various parts of the site Board Members Note Oral 

STAFF VALUES AWARD 

10:25 B 
Awarded to Oscar Bridgeman, Health 
Records Management 

Chairman - Oral 

1.0 OPENING ADMINISTRATION 

 
10:30 
 

1.1  Welcome and apologies Chairman Note Oral 

1.2  Declarations of interest All Assure Oral 

1.3  Minutes of meeting – 30 January 2020 Chairman Approve Report 

1.4  Action log and matters arising All Review Report 

10:35 1.5  CEO’s Report 
Acting Chief Executive 
Officer 

Inform Report 

2.0 QUALITY & PERFORMANCE 

10:40 2.1  Quality and Safety Committee Report  Committee Chairman Assure Report 

10:50 2.2  
Integrated Quality & Performance Report 
and Emergency Care Update 

Chief Transformation 
Officer/Chief 
Operating Officer 

Assure Report 

11:05 2.3  Cardiac Surgery Update Chief Medical Officer Assure Report 

11:15 2.4  Learning from Deaths (Q3) Report Chief Medical Officer Assure Report 

11:25 2.5  Transformation (Q3) Report 
Chief Transformation 
Officer 

Note Report 

3.0 WORKFORCE 

11:30 

3.1  Workforce & Education Committee Report  Committee Chairman  Assure Report 

3.1.1  Gender Pay Gap Report Chief People Officer Review Report 

3.1.2  Ethnicity Pay Gap Report Chief People Officer Review Report 

3.1.3  Medical Engagement Score Chief Medical Officer Review Report 

11:45 3.2  NHS 2019 Staff Survey Results Chief People Officer Assure Report 

4.0 FINANCE 

11:55 4.1  Finance and Investment Committee Report  Committee Chairman  Assure Report 
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Time Item Subject Lead Action Format 

12:05 4.2  FIC (Estates) Report  NED Estates Lead Assure Report 

12:15 4.3  Finance Report (Month 10) 
Acting Chief Financial 
Officer 

Update Report 

5.0 GOVERNANCE, STRATEGY & RISK 

12:25 5.1  Education Strategy Chief Medical Officer Approve Report 

12:35 5.2  Digital Strategy 
Chief Strategy 
Officer/Chief 
Information Officer 

Approve Report 

12:45 5.3  Outpatients Strategy 
Chief Strategy 
Officer/Chief 
Operating Officer 

Approve Report 

12:55 5.4  

Horizon Scanning Quarter 3 Reports: 

5.4.1 Political, Legislative & Regulatory  
5.4.2 Local, Regional 

Chief Corporate 
Affairs Officer/Chief 
Strategy Officer 

Note Report 

6.0 CLOSING ADMINISTRATION 

13:00 

6.1  Questions from the public 
 

Chairman Note 

Oral 

6.2  Any new risks or issues identified 

All 

Note 

6.3  Any Other Business Note 

6.4  Reflections on the meeting Note 

7.0 PATIENT/STAFF STORY 

13:10 7.1  Being a patient and a patient partner Liz Aram Note Oral 

13:25 CLOSE 

Resolution to move to closed session 
In accordance with Section 1 (2) Public Bodies (Admissions to Meeting) Act 1960, the Board is invited to 
approve the following resolution: “That representatives of the press and other members of the public, be 

excluded from the remainder of this meeting having regard to the confidential nature of the business to be 
transacted, publicity on which would be prejudicial to the public interest”. 

 

Thursday, 26 March 2020, 10:00-12:30 

Hyde Park Meeting Room 
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Trust Board 
Purpose, Meetings and Membership 
 

Trust Board 
Purpose: 

The general duty of the Board of Directors and of each Director individually, is to act with 
a view to promoting the success of the Trust so as to maximise the benefits for the 
members of the Trust as a whole and for the public. 

 

Meetings in 2019-20 (Thursdays) 

28.03.19 25.04.19 
30.05.19 
(QMH) 

27.06.19 25.07.19 29.08.19 26.09.19 
31.10.19 
(QMH) 

28.11.19 19.12.19 

30.01.20 27.02.20 26.03.20  

 

Membership and In Attendance Attendees 

Members  Designation  Abbreviation  

Gillian Norton Chairman Chairman 

Andrew Grimshaw Acting Chief Executive Officer ACEO 

Ann Beasley Non-Executive Director/Deputy Chairman NED 

Elizabeth Bishop Non-Executive Director NED 

Stephen Collier Non-Executive Director NED 

Prof. Jenny Higham Non-Executive Director  (St George’s University Representative) NED 

Dame Parveen Kumar Non-Executive Director NED 

Pui-Ling Li Associate Non-Executive Director ANED 

Tim Wright Non-Executive Director  NED 

Avey Bhatia Chief Operating Officer ACOO 

Rob Bleasdale Acting Chief Nurse & Director of Infection, Prevention & Control ACN/DIPC 

Richard Jennings Chief Medical Officer CMO 

Tom Shearer Acting Chief Financial Officer ACFO 

 

In Attendance   

Harbhajan Brar Chief People Officer CPO 

James Friend Chief Transformation Officer CTO 

Stephen Jones Chief Corporate Affairs Officer CCAO 

Suzanne Marsello Chief Strategy Officer CSO 

Sally Herne Quality Improvement Director – NHS Improvement NHSI-QID 

   

Secretariat   

Tamara Croud Head of Corporate Governance/Board Secretary HCG-BS 

   

Apologies   

Jacqueline Totterdell Chief Executive Officer CEO 

Ellis Pullinger  Chief Operating Officer  COO 

 

Quorum:  The quorum of this meeting is a third of the voting members of the Board which must include one 

non-executive director and one executive director. 
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Minutes of the St George’s University Hospitals NHS Foundation Trust Board Meeting 

In Public (Part One) 
Thursday, 30 January 2020, 10:00 –13:30 

Hyde Park Room, St George’s Hospital, Tooting 
 

Name Title Initials 

PRESENT 

Gillian Norton Chairman Chairman 

Andrew Grimshaw Acting Chief Executive ACEO 

Ann Beasley Non-Executive Director NED 

Stephen Collier Non-Executive Director NED 

Prof Jenny Higham Non-Executive Director (part) NED 

Prof Parveen Kumar Non-Executive Director NED 

Dr Pui-Ling Li Associate Non-Executive Director ANED 

Sarah Wilton Non-Executive Director NED 

Tim Wright Non-Executive Director NED 

Avey Bhatia  
Chief Nurse and Director of Infection Prevention & 
Control 

CN/DIPC 

Dr Richard Jennings Chief Medical Officer CMO 

Tom Shearer Acting Chief Finance Officer ACFO 

   

IN ATTENDANCE 

Harbhajan Brar Chief People Officer CPO 

James Friend Chief Transformation Officer CTO 

Stephen Jones Chief Corporate Affairs Officer CCAO 

Suzanne Marsello Chief Strategy Officer CSO 

Ellis Pullinger Chief Operating Officer COO 

   

SECRETARIAT 

Tamara Croud Head of Corporate Governance/Board Secretary HCG 

   

APOLOGIES 

Jacqueline Totterdell Chief Executive Officer CEO 

Sally Herne NHSI Quality Improvement Director  NHSI-QID 

 
 
Feedback from Board Visits 

Board Members provided feedback from the visits conducted in the following areas: 

 Cardiac Investigations and Charles Pumphrey – Chairman and CTO 

 Brodie Ward and Mckissock– Ann Beasley, Pui-Ling and CN/DIPC 

 Thomas Young and Oncology Ambulatory Care–Prof. Parveen Kumar and CMO 

 Marnham and Cavell Ward – Sarah Wilton and CCAO 

 Recruitment Team and Staff Bank Team – Prof. Jenny Higham and CPO 

 Rheumatology Outpatients and Acute Gynaecology Unit – Stephen Collier and CSO 



 
 

2 of 10 
 

Feedback from Board Visits 

 Security Team and Ingredients Restaurant – Tim Wright, COO and ACFO 
 
All visits were positive with very enthused staff brimming with ideas to drive quality improvement in 
their services and/or corporate departments. Staff reflected that although some of the earlier 
challenges in the transitional period of the new Mitie cleaning contract were abating there were still 
some issues, particularly in relation to cleaning at the weekends. Patients had also provided positive 
feedback during the visits. The responsiveness of the estates team to immediate estates and 
environmental issues were noted as improving, but there remained fundamental challenges with the 
estates infrastructure which could only be addressed through the longer term estates programme 
and additional capital investment. The visits to the corporate and support areas also demonstrated 
the breath and range of professionals it takes to run a hospital and deliver high quality patient care. 
The Trust had a wide range of corporate and support teams who were dedicated to providing 
services which keep the hospital functioning – from administrators, security teams and those who 
managing the restaurant. These teams not only demonstrated passion for the Trust and the services 
they provide but also commitment to improvement such as income generation in the restaurant, 
engaging with the system to introduce staff passports for new employee checks, and improving 
communications and awareness to keep the Trust secure. 
 
The Board welcomed and noted the updates. In relation to the feedback from Thomas Young, it also 
recognised that the Trust needed to continue to work with partners to reduce delays in social 
services which impact on the Trust’s ability to discharge patients. The Board also noted the need to 
continue to deal with the remaining issues associated with the new cleaning contract. In addition, it 
recognised the importance of supporting echocardiogram teams to benefit from national training 
schemes. 
 

 
Values Award 
 

The Board welcomed and thanked Shamini Satish Nair, Registered Nurse in Outpatients’ General 
Surgery, who had been nominated to receive a staff values award. Shamini was nominated by a 
patient for the calm, reassuring and patient care she provided.  

 

  Action 

1.0 OPENING ADMINISTRATION  

1.1  Welcome, Introductions and apologies 
 
The Chairman welcomed everyone to the meeting and noted the apologies as 
set out above. The following governors were also in attendance as observers: 

 John Hallmark, Public Governor (Wandsworth) 

 Nick De Bellaigue, Public Governor (Wandsworth) 

 Anneke de Boer, Public Governor (Merton) 

 Alfredo Benedicto, Stakeholder Governor (Merton Healthwatch) 

 Mia Bayles, Public Governor (Rest of England) 
 
The Chairman reported that it was with sadness she had to inform the Board that 
Hazel Ingram, a patient partner at the Trust and a regular attendee at Board, had 
passed away over the Christmas period. Hazel’s kind and gentle approach and 
support to the Trust had been invaluable both in her role as a volunteer and 
through her participation in patient experience activities across the Trust. The 
Chairman commented that Hazel would be much missed and the Board 
concurred. 
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  Action 

The Chairman also welcomed new non-executive directors, Professor Dame 
Parveen Kumar and Elizabeth Bishop and associate non-executive director Dr 
Pui-Ling Li. Professor Kumar and Dr Li had already started their terms of office, 
and Elizabeth Bishop would officially start at the Trust on 1 February 2020. The 
Chairman noted that although not all elements of the fit and proper persons test 
(FPPT) checks had been completed she had conducted a thorough risk 
assessment and had concluded that, although it was far from ideal, on balance it 
was in the interests of the Board and its effective operation that the new non-
executive directors commence their terms without delay.   
 
The Chairman asked the CPO, as a matter of urgency, to ensure that that 
all elements of the FPPT were completed forthwith and were in place by the 
time of the February Board meeting at the latest. 
 
In addition, the Chairman reported that the Jacqueline Totterdell, CEO, was 
unwell and in the interim Andrew Grimshaw had agreed to undertake the role of 
Acting Chief Executive until she returned, which was likely to be in March. 
Accordingly, Tom Shearer, Deputy Chief Financial Officer had stepped into the 
role of Acting Chief Financial Officer. The Chairman noted that, in accordance 
with the Trust’s Standing Orders, the Acting CFO would exercise the full voting 
rights of the role of CFO as this was a formal acting-up arrangement. The Board 
thanked colleagues for their support and willingness to provider cover and 
wished Jacqueline Totterdell a full and speedy recovery. 
 

 
 
 
 
 
 
 
 
 
 
 
 

CPO 

1.2  Declarations of Interest 
 
There were no new declarations of interest reported. 
 

 

1.3  Minutes of the meetings held on 19 December 2020 
 
The minutes of the meeting held on 19 December 2020 were approved as an 
accurate record. 
 

 

1.4  Action Log and Matters Arising 
 
The Board reviewed and noted the action log and agreed to close those actions 
proposed for closure, and noted those actions not yet due. 
 

 
 
 
 

1.5  Chief Executive Officer’s Update 
 
The ACEO presented the Chief Executive Officer’s Update. The following key 
points were noted: 
 

 The six clinical commissioning groups (CCG) in South West London were 
progressing with their merger to form a single CCG from 1 April 2020. This 
was a significant step in terms of the move to system-wide working in South 
West London and the Trust was closely monitoring the developments and 
would need to work with the new body and other providers to clarify the 
governance structures across the area.  
 

 Finance remained a significant challenge. The Trust would not achieve the 
planned £3m deficit for the year and, following an extensive reforecasting 
process, the Trust now predicted a 2019/20 year-end deficit of £12m. The 
key contributing factors to this position included gaps in the savings 
programme particularly within the clinical divisions, activity and the broadly 
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  Action 

unchanged underlying run rate. The Board noted its disappointment that the 
Trust would not achieve the original plan and reinforced the importance that 
the Trust delivered the new forecast and that there was no further 
deterioration. The revised year-end had been built on a robust forecasting 
exercise and for this reason the executive team were confident that the new 
plan was deliverable. The executive team also recognised that a significant 
amount of work was needed to change the culture of the organisation in 
relation to budget ownership and accountability for delivering local financial 
plans. 
 

 The Trust had appointed a number of Black Asian Minority Ethnic (BAME) 
staff to participate in recruitment panels for senior staff members (NHS pay 
band 8a/b and above). In addition, the Trust was making significant progress 
with the programme of work to improve the culture of the Trust, with great 
interest from staff members wanting to support the diagnostics phase and 
beyond.  

 

 The Trust Executive Committee had welcomed the newly appointed 
divisional chairs, Nick Hyde (Surgery, Theatres, Neurosciences and Cancer) 
and Rafik Bedair (Children, Women, Diagnostics and Therapies). Rafik and 
Nick replaced Justin Richards and Tunde Odutoye, and the Board thanked 
the outgoing divisional chairs for their contribution and support. 

 

2.0 QUALITY AND PERFORMANCE  

2.1  Quality and Safety Committee Report 
 
Professor Parveen Kumar, Chair of the Committee, presented the report of the 
meeting held on 23 January 2020 which set out the key matters raised and 
discussed at the meeting. The Committee heard about the trend of increasing 
12-hour trolley breaches which were largely due to wider system challenges with 
mental health bed capacity. The key actions taken by the Trust included 
improving its rapid assessment processes in the emergency department and 
supporting medically fit patients to access more appropriate mental health 
provisions in the community. The Trust had good relationships with mental 
health providers but it was recognised that the frequency and quality of contact 
needed to be improved at senior management level and the Trust was seeking 
to do this through many forums including the Mental Health Reference Group. 
The Committee was assured by the actions taken to monitor and manage the 
challenges with infection control, in particular methicillin sensitive staphylococcus 
aureus (MSSA) and methicillin resistant staphylococcus aureus (MRSA). The 
Committee also heard about the challenges with referral to treatment and seven 
day services which would be discussed later on the agenda. The Committee and 
the Board were frustrated by the Trust’s inability to close the outstanding Care 
Quality Commission action related to mandatory and statutory training in relation 
to basic life support. Despite the additional resources, increased senior and 
divisional scrutiny and enhanced communication programme the Trust missed 
the December 2019 deadline and hence the Trust had revised its trajectory to 
June 2020 to achieve the target for resuscitation training. 
 
The Board noted the report. 
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2.2  Care Quality Commission (CQC) 2019 Inspection Report 
 
The Board received and noted the CQC Report from its inspection of the Trust 
during 2019, which had been published on 19 December. It was reported that, 
overall, the CQC had found significant progress and whilst the Trust retained its 
‘requires improvement’ rating the CQC had recommended to NHS England and 
NHS Improvement that the Trust be taken out of ‘quality special measures’. The 
Trust had received two requirement notices, which was far lower than some 
other trusts with higher overall ratings and the response and actions to these had 
been submitted to the CQC by the deadline of 16 January 2020 and were 
included in the report. The Trust was in the process of developing the 
comprehensive action plan to respond to all the ‘must’ and ‘should’ do notices. 
Progress against implementing the action plans would be monitored through the 
Trust’s governance forums including Patient Safety and Quality Group, Trust 
Executive Committee, the Quality and Safety Committee and locally at divisional 
management and governance meetings. The Trust was also developing a plan 
that looked beyond the ‘must’ and ‘should’ do actions that would help the Trust 
become outstanding. Notably there were significant improvements in services for 
example services to children and young people was now rated ‘outstanding’ 
overall. 
 
The Board noted that the Trust had much to be pleased about with the progress 
documented in the CQC report, while there of course remained more to do. The 
Board also noted that the comprehensive action plan would be presented to and 
monitored by the Quality and Safety Committee. 
 

 

2.3  Integrated Quality and Performance Report (IQPR) 
 
The Board received and noted the IQPR at Month 9 (December2019), which had 
been scrutinised at both the Finance and Investment Committee and the Quality 
and Safety Committee the previous week. Of note was the increase in non-
elective length of stay for acute medicine patients. Elective day case activity was 
likely to pick up. Referral to treatment (RTT) performance had deteriorated with 
seven 52-week breaches against a zero target during the period. The Trust’s 
DMO1s (diagnostics waiting times) had deteriorated further with the most 
significant pressure on six-week diagnostics waits. Cancer performance in 
quarter three was also challenged but the current trajectory suggested the Trust 
would be back on track to achieve the target in quarter four. The Trust continued 
to miss the 4-hour standard in its Emergency Department and only achieved 
80% in December 2019 with a marginal improvement in month 10 at 81%. 
Closer scrutiny was being given to maternity performance. As a result of not fully 
achieving the targets against the treatment escalation plan and deprivation of 
liberty clinical priorities, the Trust was proposing rolling these priorities forward 
into 2020/21. 89.7% of staff had the flu vaccination and 60% of staff had 
completed the NHS staff survey which was demonstrative of the increasing 
engagement from the workforce and successful communications campaigns. 
The Trust had received a copy of the staff survey results but this was embargoed 
until February. The Trust’s agency spend was below the cap and the lowest it 
had been in the past three years.  
 
The Board noted that there were significant challenges both across London and 
the wider NHS in achieving the 4-hour emergency department standard, but also 
noted that despite this the Trust needed to improve its own performance. The 
Board welcomed the performance against the agency cap and noted that this 
was a consequence of the significant amount of work by staff to get to this 
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positive position. The Trust had engaged with Public Health England about 
implementing plans to manage potential Coronavirus cases. The Board also 
flagged that further consideration must be given to how to improve engagement 
with staff on the appraisal process especially in relation to non-medical 
appraisals and it was reported that there was work underway with divisional 
leads. It was also noted that there was an open Board action in relation to the 
quality of appraisals which had been allocated to the Workforce and Education 
Committee. 
 
The Board agreed that the Workforce and Education Committee would 
conduct a deep dive into non-medical staff appraisals and the executive 
team could learn from the work carried out in the estates team to improve 
the department’s appraisal rates.  
 
The Board asked that the IQPR be enhanced where possible  to include 
more benchmarking data on key performance indicators and more 
information regarding estates performance, drawn from the estates 
dashboard.  
 
The Board received and noted the report. 
 

 
 
 
 
 
 
 
 
 
 
 
 

WEC/CPO 
 
 
 

CTO 
 

2.4  Cardiac Surgery Update 
 
The Board received and noted the cardiac surgery update. Since the Board 
considered its comprehensive update report in December 2019 there had been 
five inpatient post-operative deaths. In line with the Trust’s governance 
processes these deaths had been considered at the Serious Incident Declaration 
Meeting (SDIM) and independently by an external expert from another South 
London trust.  The independent mortality review into cardiac surgery deaths 
between April 2013 and December 2018 which had been commissioned by NHS 
England and NHS Improvement was expected to conclude shortly and a process 
of factual accuracy checking was underway. The Trust was awaiting the 
publication of the final report. 
 
The Board flagged that the risk register for the service remained unchanged and 
queried whether or not it should contain a risk in relation to team dynamics. It 
was reported that this had improved with the appointment of Steve Livesey as 
Associate Medical Director and Care Group Lead for Cardiac Surgery in 
December 2018. Once NHSI/E published the report the Trust would reassess 
the risk ratings. Significant changes had been made to the service, as set out in 
the December 2019 Board paper, and the service had improved as a result. The 
CQC inspection report had recognised these improvements, particularly in 
relation to leadership, and the Trust was no longer an outlier for mortality.  
 
The Board received and noted the report.  
 

 
 

2.5  Emergency Preparedness, Resilience and Response (EPRR): Annual 
Assurance Submission to NHS England (London) 
 
The Board considered the report on the outcome of the 2019-20 NHS England 
EPRR assurance process. The Trust’s EPRR assessment was rated as 
‘substantially compliant’. The Trust also had in place an action plan with key 
priorities which addressed the gaps in compliance. 
 
The Board welcomed the substantial compliance rating for the Trust’s 
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emergency preparedness, resilience and response processes for 2019/20. 

2.6  Seven Day Services Implementation Update 
 
The Board received and discussed the report charting progress on implementing 
the core standards to enable the Trust to provide seven day services by April 
2020. A full assessment of progress against the four core standards had been 
completed and the Trust would not be fully compliant by the April 2020. The area 
of significant challenge for the Trust related to consultants seeing more than 
90% of emergency patients within 14 hours of admission at weekends (Standard 
2). The action plan in the report would support the Trust in achieving compliance 
with the core standards.  
 
 
The Board noted the report and asked that the programme of work be 
integrated into the development of the annual plan for 2020-21, with the 
Trust Executive Committee providing oversight and scrutiny of progress. 
 

 
 
 
 
 
 
 
 
 
 

TEC/CMO 

2.7  Quality Improvement Academy (Q3) Report 
 
The Board received and noted the report on the quality improvement academy in 
quarter three 2019/20.  
 

 

3.0 FINANCE 
 

3.1  Finance and Investment Committee Report 
 
Ann Beasley, Committee Chair, provided an update on the meeting held on 23 
January 2020. The Trust had made great strides in managing and mitigating its 
ICT risks, but there remained concerns around data quality. With plans being 
progressed in the coming months it was anticipated that the Trust could move 
this risk to partial assurance. Finance remained the highest risk and biggest area 
of concern. The Trust’s financial performance was in line with plan at month 9 
however the underlying run rate was such that the Trust would not achieve the 
original planned £3m deficit at year-end as discussed under agenda item 1.5 
above and below under agenda item 3.3. The 2019/20 year-end position would 
impact on the 2020/21 financial plan and addressing the underlying run rate was 
key. The Trust had begun the planning process but was waiting for NHS 
Improvement/England to publish the planning guidance.  
 
The Board noted the report. 
 

 

3.2  Finance and Investment Committee (Estates) Report (FIC(E)) 
 
Tim Wright, NED Estates Lead, provided an update on the meeting held on 23 
January 2020. The Trust’s journey to improve transparency and assurance 
around key estates issues was bearing fruit. There was significantly greater 
visibility and engagement at Board level on estates issues. Fire and water 
remained key areas of focus. Clearing the historic backlog of outstanding estates 
works remained a key challenge for the team. There had also been some 
improvement on the Mitie cleaning contract but as mentioned in the feedback 
from the Board visits there was more to do. The current risk assurance rating 
was limited but the group was committed to moving this to partial assurance in 
quarter four 2019/20. The Trust would engage an external supplier to support 
development of the estates strategy and good progress was being made on the 
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capital programme.  
 
The Board noted the report. 
 

 

3.3  Month 09 Finance Report 
 
The Board noted the Month 9finance report. The ACFO reported that the Trust 
remained on plan at month 9. Capital and income were in line with the Trust’s 
plan but as mentioned under agenda items 1.5 and 3.1 the Trust had needed to 
reforecast its year-end position.  
 
The Board noted the report. 
 

 

4.0 GOVERNANCE, STRATEGY & RISK  
 

4.1  Audit Committee Report 
 
Sarah Wilton, Committee Chair, provided an update on the meeting, held on 21 
January 2020. The External Auditors had begun the planning process for the 
completing the audit of the 2019/20 financial and quality accounts. Good 
progress was being made on delivering the 2019/20 internal audit programme of 
work and the Committee considered several reports which attained substantial or 
reasonable assurance. The Committee also recognised the significant progress 
made on embedding the systems for managing policies and declarations of 
interests. The Committee had completed its effectiveness review and the results 
of this were positive which reflected the improvements made around governance 
and the control environment in recent years. 
 
The Board noted the report and approved the annual audit fee for the external 
auditors. 
 

 

4.2  Quality and Safety Strategy (draft) 
 
The Board received and discussed the draft Quality and Safety Strategy 2020-24 
which had also been discussed at the December 2019 Board Seminar and 
January 2020 Quality & Safety Committee meeting. The strategy had been 
developed following a robust engagement process internally and with external 
stakeholders. The strategy outlined the seven priority areas: 

 Minimising avoidable harm 

 Improving outcomes for patients 

 Providing patients with an excellent experience 

 Improving staff experience 

 Providing patients with equitable access and quality 

 Embedding a culture which embraces quality, safety and learning 

 Providing and developing pioneering and leading edge treatments 
 
The Board noted that the strategy should be supported by practical granular 
actions which could be quantified and measured. It was helpful that there was 
priority on improving staff experience because when staff feel looked after they 
deliver better care to patients.  
 
The Board approved the Quality & Safety Strategy and noted the 
interdependency with other supporting strategies.  
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4.3  Corporate Objectives (Q3) Report 
 
The Board received the update to the quarter three 2019/20 corporate 
objectives. There had been some improvement since the quarter two report but 
there remained a number of areas where the Trust was not delivering the agreed 
commitments. The training compliance objective should be rated as ‘red’ given 
continued challenges with achieving the outstanding Care Quality Commission 
requirement related to mandatory and statutory training.  
 
The Board noted the report and reflected that many actions were rated ‘amber’ 
and asked that the executive give more focus on delivering the corporate 
objectives as well as, for the objectives for the next year, being clearer about the 
task and the expected outcome.  
 

 

4.4  Board Assurance Framework (Q3) Report 
 
The Board received and discussed the quarter three 2019/20 board assurance 
framework (BAF).  The responsibility for the BAF would move from the CN to the 
CCAO from April 2020. Strategic risk three (patients waiting too long for 
treatment) had increased (previously scored 12 now 16) to reflect the 
deterioration in referral to treatment, DMO1s and seven day services.  The 
highest risk remained strategic risk seven (achieving financial balance) with a 
risk score of 25. The Trust would ensure that it reflected on the comments made 
by the Care Quality Commission about the Board Assurance Framework 
especially in relation to the engagement at divisional level.  With the programme 
of work around diversity and inclusion the Trust was assured that many of the 
risks in strategic risk 12 had been mitigated but the risk score would remain the 
same until the actions taken have been suitable embedded.  
 
The Board received and endorsed the Board Assurance Framework. 
 

 

5.0 CLOSING ADMINISTRATION 
 

5.1  Questions from the public 
 
There were no questions from the public. 
 

 

5.2  Any other risks or issues identified 
 
There were no other risks or issues identified. 
 

 

5.3  Any Other Business 
 
The Chairman advised that the process to elect new governors to join the Trust’s 
Council of Governors would close later in the day and the results would be 
announced on 31 January 2020.  
 

 

5.4  Reflections on the meeting 
 
The Chairman invited Sarah Wilton to offer reflections on the meeting noting that 
this would be Sarah’s last Board meeting having completed her final term of 
office. Sarah reflected that since joining the Trust in 2011 there had been a 
significant number of changes in the Board membership but was pleased to see 
an established team in place. There had been marked improvements in a 
number of areas for example more focus on quality, demonstrable change and 
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better quality of reporting and engagement of executive Board members, 
improved governance, better project management (i.e. iClip across both sites), 
returning to reporting for the referral to treatment pathway and the patient voice 
was more visible at the Board meetings. New members of the Board also 
commented that there was a feeling of openness at the Board which was also 
reflected on the Board visits.  
 
The Chairman, on behalf of directors and governors, thanked Sarah Wilton for 
her support and contribution to the Board. She had been highly effective in 
contributing to the Board and had been a stalwart supporter of the Trust. She 
had also been at the forefront of driving change and providing robust but 
constructive challenge. She would be very much missed by the Board. 
 

6.0 PATIENT & STAFF STORIES 
 

6.1  Patient Story: Patient Experience: Cancer Pathway 
 
The Board welcomed Ms Sarina Vitalis who relayed her experience as a sickle 
cell patient attending the Trust’s emergency department. During a sickle cell 
crisis Ms Vitalis had on a number of occasions come into the Trust’s 
emergency department. She described the intense level of pain she feels when 
she presents at the emergency department and the way she had been treated. 
On a daily basis she manages her pain at home with high concentration of pain 
medication. She has a protocol on her medical records which staff should use 
when she attends the hospital and because of past experience she also carries 
a copy with her. Despite the protocol being in place she had often been treated 
with distain by staff, or treated suspiciously as someone looking to obtain 
drugs, and she described occasions which highlighted this. In addition to being 
ignored and left alone scared she described the discriminatory attitude of staff. 
She and her family were her only advocates and only when clinical specialists 
were contacted was she treated in the right way.  
 
It was reported that the Trust recognised these issues and accepted that there 
needed to be significant change and the ED team was working with the clinical 
specialist in the haemoglobinopathies to develop standards and educate ED 
staff on how to support and care for sickle patients. This work was ongoing and 
being supported by patients with sickle cell. The Trust also had two sickle cell 
nurse champion in the ED and there was a standard set of protocols in place. 
 
The Board reflected that the treatment Ms Vitalis received was unacceptable 
and distressing and apologised to her for this shortfall in service.  
 
The Board thanked Ms Vitalis for sharing her story and agreed that a 
follow-up report would be presented to the Board setting out the actions 
that had been taken to ensure that her poor experiences would not be 
repeated either for herself or for others. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

CN 

 
Date of next meeting: Thursday, 27 February 2020 in the Hyde Park Room, St George’s 

Hospital, Tooting 

 



Action Ref Section Action Due Lead Commentary Status

TB27.06.19/01 Integrated Quality and Performance Report (IQPR) (Month 02)
It was agreed that the CMO and CPO would look into reviewing quality of 

appraisals and report to the Workforce and Education Committee. 

19/12/2019                      

27/02/2020
CMO/CPO

Workforce & Education Committee considered a report on non-medical 

appraisals at its next meeting on 18 February 2020 and an update is provided its 

report to the Board under agenda item 3.1.

PROPOSED FOR 

CLOSURE

TB19.12.19/03 Cardiac Surgery Report
It was also agreed that the CMO would seek other sources of comparative data 

to include in future reports.
27/02/2020 CMO

See Agenda Item 2.3                                                                                                              

Previous Update (30/01/2020):The CMO is exploring what, if any other 

appropriate performance management benchmarking can be included in the 

Cardiac Report and an update would be provided in February. 

DUE

TB19.12.19/09 Finance and Investment Committee (Estates) Report (FIC(E))
The Board noted the report and asked that the Health and Safety inspection 

report be presented to the Committee as a matter of urgency.
27/02/2020 ACEO ACEO to provide a Verbal Update at the meeting. DUE

TB30.01.20/01 Welcome, Introductions and apologies

New NEDs FFPT: The Chairman asked the CPO, as a matter of urgency, to 

ensure that that all elements of the FPPT were completed forthwith and were in 

place by the time of the February Board meeting at the latest.
27/02/2020 CPO CPO to provide a Verbal Update at the meeting. DUE

TB26.09.19/04
Mental Capacity Act and Deprivation of Liberty Standards 

(Annual Report 18-19) 

Developing Annual Reports for other performance areas: The Board agreed 

that it would be useful to complete annual reports for certain other performance 

areas such as treatment escalation plans and that proposals on which areas 

would benefit from this approach would be presented to the Quality and Safety 

Committee for consideration.

26/03/2020 CN/CTO Not yet due. NOT DUE

TB28.11.19/01 Medication Incidents and Controlled Drugs Q1-2 Report
The CMO agreed that the next iteration of the medicine incident and controlled 

drugs report would include relevant benchmarking data.
28/05/2020 CMO Not yet due. NOT DUE

TB28.11.19/05 Annual Research Report

The Board noted the annual research report and agreed that the next iteration 

would include comparative data to demonstrate where the Trust sits in relation 

to other organisations.

Q1 2020/21 CMO Not yet due. NOT DUE

TB19.12.19/01 Action Log & Matters Arising

Plans for Providing Effective Assurance at Committees (Corporate 

Objectives): The Board agreed that plans for reporting on and providing 

effective assurance through Committees to the Board on corporate objectives 

would be picked up as part of the process for agreeing the objectives for 

2020/21.

26/03/2020 CSO/CCAO Not yet due. NOT DUE

TB19.12.19/07 Freedom to Speak Up Guardian Report

The Board agreed that the executive team would ensure that the organisation 

understands the need to engage with the FTSU process in a timely way and 

provide a method for the FTSUG to escalate non-engagement.

26/03/2020 TEC
Update to be provided following Workforce & Education Committee 18 February 

2020
NOT DUE

TB19.12.19/08 Freedom to Speak Up Guardian Report
The Board also agreed that arrangements for executive sponsorship of the 

Freedom to Speak Up function should be reviewed.
26/03/2020 CEO

Update to be provided following Workforce & Education Committee 18 February 

2020
NOT DUE

TB30.01.20/02 Integrated Quality and Performance Report (IQPR)

Non-Medical Appraisals Deep Dive at WEC: The Board agreed that the 

Workforce and Education Committee (WEC) would conduct a deep dive into 

non-medical staff appraisals and the executive team could learn from the work 

carried out in the estates team to improve the department’s appraisal rates. 
28/05/2020 CPO NOT DUE

TB30.01.20/03 Integrated Quality and Performance Report (IQPR)

The Board asked that the IQPR be enhanced where possible  to include more 

benchmarking data on key performance indicators and more information 

regarding estates performance, drawn from the estates dashboard. 26/03/2020 CTO NOT DUE

TB30.01.20/04 Seven Day Services Implementation Update

The Board noted the report and asked that the programme of work be 

integrated into the development of the annual plan for 2020-21, with the Trust 

Executive Committee providing oversight and scrutiny of progress.
23/03/2020 CMO NOT DUE

TB30.01.20/05
Patient Story: Sickle Cell Patients in the Emergency 

Department

The Board thanked Ms Vitalis for sharing her story and agreed that a follow-up 

report would be presented to the Board setting out the actions that had been 

taken to ensure that her poor experiences would not be repeated either for 

herself or for others.

30/06/2020 CN NOT DUE
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Information and assurance about Quality and Performance for Month 10 

Executive 
Summary:  

This report consolidates the latest management information and improvement 
actions across our productivity, quality, patient access and performance.  

Our Finance & Productivity Perspective  

Outpatient activity remains below plan; all other activity is on plan. Non-elective 
Length of stay is above the upper process limits impacted by a new emergency 
department initiative, Rapid Assessment Zone (RAZ) and an increase in Senior 
Health length of stay. 

Our Patient Perspective  

The Trust had one Never Event reported in January and the serious incident 
investigation has commenced. Support will be provided to staff involved in this 
incident with emphasis on the importance of learning from this event 

There were no MRSA incidents reported in January. There were five Cdiff 
incidents reported in January bringing the year to date total to 42 against a 
threshold limit of 48.  

The Trust’s Friends & Family positive response rate for inpatient, community 
and maternity services exceed the target of 90%. There has been an 
improvement in the Friends & Family positive response rate for emergency 
department services. 

Our Process Perspective  

Emergency Flow - The Trust reported a monthly improvement against the 
Four Hour Standard in the month of January with a performance of 81.7%. The 
Trust’s trajectory for January was 85%. Occupancy for the General and Acute 
wards has seen an increase with the number of patients in a hospital bed for 
over 21 days increasing to an average of 135 in the month of January 
compared to 127 in December. In the reporting month eighteen patients were 
reported as waiting in the Emergency Department over twelve hours following 
a decision to admit.  

Cancer – In the month of December three cancer standards were not met, this 
included two week rule standard, two week rule standard breast symptomatic 
and 62 day referral to treatment screening standard. The main reason for this 
under delivery is patients choosing not to have their outpatient appointment 
over the Christmas period. However, the Trust has achieved two week rule 
standard for Q3 2019/20.  

Diagnostics – The Diagnostic position in January showed some improvement 
however the standard of 1% was not achieved, reporting a position of 5.4%. 
Recovery plan and trajectory in place to bring waits for echo to within the 6 
week’s by May 2020.  
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On the Day Cancellations – Compared to the same period last year the Trust 
has seen a reduction of 42% in the number of patients cancelled on the day of 
their operation for non-clinical reasons. Re-booking performance within 28 
days of cancellation date continues to show improved sustainability. 

Referral to Treatment - The Trust reported nine 52 week breaches in 
December 2019 against a planned trajectory of zero. Monthly performance was 
reported at 82.6% against a trajectory of 86.8%. Targeted work continues to 
reduce the volume of patients on the patient tracking list (PTL), through both 
additional clinical activity and/or improved RTT coding and in the month of 
December the PTL size decreased by 3.5% overall. 
 
Our People Perspective 
The Trust’s the monthly agency cost in January was £1.26m against a target of 
£1.25m. Appraisal rates for clinical and non-clinical areas remain consistently 
below target of 90% with rates of 84.9% and 72.0% respectively. 

Benchmarking 
An informal peer review of how benchmarking data is reported to equivalent 
Trust Boards has been undertaken. Where such information is included for 
headline performance figures the format varies. This can be to quote a regional 
league table of raw data through to national or regional rankings. In some 
instances, in particular for workforce data, the time periods being benchmarked 
are either not stated or are slightly historic. From reading listed Actions and 
Risks in such reports, it is not clear that other Trusts derive value from 
reviewing such benchmarking data, but rather the tendency is to remain 
focussed on absolute delivery locally.  

Although the review has not been exhaustive, no examples have been found of 
“Plot the Dots” style presentation of benchmarking data such as is included 
within the Integrated Quality & Performance Report (“IQPR”). 

Additional benchmarking data could be produced from the NHS England / 
Improvement Website “Statistical Work Areas” section and included in the 
IQPR. The quantity of data available is significant, from Friends and Family 
Test feedback to Referral to Treatment Times, and additional resource would 
be required to include this on a monthly basis, at least until such time as the 
metrics within the report are fully automated for production through the 
Business Intelligence function. An alternative approach would be to encourage 
colleagues when writing thematic Annual or Quarterly Reports to the Trust 
Board to include clear benchmarking data alongside their specific and detailed 
“Plot the Dots” data presentations. 

Recommendation: The Board is requested to note the report. 
 

Supports 
Trust Strategic 
Objective: 

Treat the Patient 
Treat the Person 
Right Care 
Right Place 
Right Time 
 

CQC Theme:  Safe, Caring, Responsive, Effective, Well Led  
 

Single Oversight 
Framework Theme: 

Quality of Care 
Operational Performance 
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Implications 

Risk: NHS Constitutional Access Standards are not being consistently delivered and 
risk remains that planned improvement actions fail to have sustained impact 
 

Legal/Regulatory: The trust remains in Quality Special Measures based on the assessment of the 
Regulator NHS Improvement 
 

Resources: Clinical and operational resources are actively prioritised to maximise quality 
and performance 
 

Previously 
Considered by: 

Trust Executive 
Finance and Investment Committee 
Quality and Safety Committee 

Date 19/2/2020 
20/2/2020 
25/2/2020 

Equality Impact 
Assessment: 

 

Appendices:  
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Integrated Quality and Performance Report 

13th February 2020 

James Friend 
Chief Transformation Officer 
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Our Finance and Productivity Perspective 

• Outpatient Activity at Trust level is 3% below SLA plan year to date. Activity levels remained within normal process limits thought the activity level has been 
below the mean for the past six months showing special cause variation. 

• Outpatient Did Not Attend (DNA) rates fell below the lower process limit likely due to an increase in voice reminders two and seven days prior to patient 
appointments. 

• Daycase and Elective activity is just below SLA plan year to date with the number of procedures per working day returning to above the long term mean. 
The Trust’s Elective activity is currently 6.3% ahead of the same year to date period last year. Theatre utilisation remains within the upper and lower 
control limits however average cases per session remains below the mean. 

• Non-elective length has increased above the upper control limit showing signs of special cause variation. The increases are primarily within Acute 
medicine where front door pathway changes have reduced the number of zero stay admissions and an increase in Surgery and Trauma length of stay. 

Our Patient Perspective 

• The Trust continues to meet its commitment to respond in a timely manner with the percentage of complaints responses within 25, 40 or 60 days 
exceeding their respective targets. 

• There was one Never Event reported in January. 

• In January, there were no MRSA incidents reported; there were five Cdiff incidents reported in month bringing the year to date total to 42 against a 
threshold limit of 48.The Trust has exceeded its own internal thresholds of MSSA and E-Coli incidents. 

• The Trust’s Friends & Family positive response rate for inpatient, community and maternity services exceed the target of 90%. There has been an 
improvement in the Friends & Family positive response rate for emergency department services. 

Our Process Perspective 

• The Trust’s January four hour performance was 81.7% against a target of 95% which is an improvement from the December position of 79.4%. 

• The Trust met four of the seven cancer standards in December. Standards that were not met were the 14 day standards at 90.3%, the 14 day Breast 
Symptomatic standard at 90.0% and the 62 day referral from Screening to Treatment at 86.4%. 

• In January, the Trust did not achieve the six week diagnostic standard with an adverse performance of 5.4% against a National Threshold of 1% and 
London performance of 3.4%. 

• In December, the Trust remained behind trajectory for incomplete Referral To Treatment (RTT) performance. The submitted performance was 82.6% 
against a trajectory of 86.8%. 

Our People Perspective 

• The total agency cost for January was adverse to target by £0.01m with agency costs of £1.26m against a target of £1.25m 

• The Trust’s total pay for January was £45.30m. This is £1.55m adverse to a plan of £43.75m. 
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Note: Figures quoted are as at 10/02/2020, and do not include an estimate for activity not yet recorded (eg. un-cashed clinics). The 
expected performance vs. plan by Point of Delivery (POD) post catch up is: 
 
ED – No change 
Elective and Daycase – On Plan  
Outpatients – Underperformance against plan (c3%) 
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What the information tells us  
• Outpatient first activity has now performed 

below the mean for the sixth consecutive 
month showing special cause variation and 
currently below SLA plan. Cardiology, 
Cardiothoracic and Vascular Services as 
well as Surgery first outpatients activity 
remains below the mean. Women's services 
has seen a steady drop in first outpatient 
activity and has fallen below the lower 
control limit in January, however we expect 
this to increase once coding has fully 
completed. All other services are within their 
control limits. 

• At Trust level, follow-up activity remains 
within its process limits; both Cardiothoracic 
and Vascular services and Surgery are 
performing below the mean for a sustained 
period of time. 

• The Trust’s first to follow-up ratio is currently 
above the upper control limit, continuing to 
show special cause variation. A number of 
specialties are seeing increases with 
Specialist Medicine, Surgery and Women's 
services above the upper control limit in the 
month of January. 

• The Trust DNA rate has fallen below the 
lower process limit in the month of January 
reporting 9.3% showing significant 
improvements in a number of specialties. 
Cardiology services, Surgery, Renal & 
Oncology and Trauma & Orthopaedics are 
all showing a DNA rate below the lower 
control limit. The lower DNA rate is likely 
due to an increase in voice reminders sent 
to patients two and seven days ahead of 
their appointments. 

Actions and Quality Improvement Projects  

• Activity is tracked weekly to ensure all available slots are utilised. Previous gaps in Consultant workforce are now 
once again fully established within General Surgery and with a full management team for the first time since April 
2019, the service can expect to see improved activity and performance going forward. 

• Cardiology working with Care Group Lead and Consultants to paper triage referrals whilst current admin issues 
are resolved working towards a long term solution. Demand and Capacity analysis to be undertaken for the 
service. 

• Vascular scans that have previously been coded as outpatient activity is now captured under the Patient 
Outcome Data (POD) of diagnostics. The service has also seen high cancellation rates , the service together with 
the Care Group Lead and Head of Nursing are reviewing to understand and address the current issues. 

• Thoracic – although this is a small service there has been a reduction in the number of referrals received and 
clinics have not been fully utilised, service are currently investigating reasons as to why this would be.  
 

 

Special cause variation - deteriorating performance 
Common cause variation 
Special cause variation - improving performance 
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Special cause variation - deteriorating performance 
Common cause variation 
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Special cause variation - deteriorating performance 
Common cause variation 
Special cause variation - improving performance 
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Common cause variation 
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What the information tells us  
• Activity data for elective treatments has 

returned to being above the mean for the 
month of January and is currently below 
plan year to date of less than 1%. There will 
be an element of data correction and catch 
up. 

 
• Cardiology & Cardiac Surgery, General 

Surgery and Ear Nose and Throat 
specialties are showing special cause 
variation as these specialties are below their 
means for over six months. Neurosurgery 
activity is slightly below the lower control 
limit in January. 

 
• All of the other specialties are within their 

expected process limits with the exception 
of Neurology and Plastics where the service 
is performing above the mean and ahead of 
SLA plan. 

 
• The percentage of daycase activity is 

currently above the upper control limit at 
Trust level and performing above target. A 
number of specialties have seen activity 
levels consistently above the mean with 
Oncology, Trauma & Orthopaedics, Plastic 
Surgery are above the upper control limit.  

 
• The Trust’s Cases per Session has fallen 

below its lower process control limit 
indicating special cause variation. General 
Surgery, Plastic Surgery and Neurosurgery 
continue to see a trend below the mean for 
a period more than six months. 
 

• The Trust’s Theatre utilisation remains 
within its control limits. 

 

Actions and Quality Improvement Projects 
• Theatres are ensuring that there is focused work supporting a prompt start to all theatre sessions. This is linked 

to a weekly task and finish group. 
• Agreement and plan to change Theatreman Diagnosis codes (currently SNOMED) to OPCS 4.8 codes which 

will support more accurate timings of theatre cases and utilisation.  
• The Theatre Improvement Programme has been re-launched reviewing the entire admissions pathway, with a 

focus on patient and staff experience. The change management process is being led by staff in theatres and 
booking teams. 

• The Theatre Improvement Programme has been re-launched reviewing at the entire admissions pathway, with 
a focus on patient and staff experience. The change management process is being led by staff in theatres and 
booking teams. 

Special cause variation - deteriorating performance 
Common cause variation 
Special cause variation - improving performance 
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Special cause variation - deteriorating performance 
Common cause variation 
Special cause variation - improving performance 
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Special cause variation - deteriorating performance 
Common cause variation 
Special cause variation - improving performance 
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Special cause variation - deteriorating performance 
Common cause variation 
Special cause variation - improving performance 



Integrated Quality and Performance Report  
St. George’s University Hospitals NHS Foundation Trust 

O
ur

 F
in

an
ce

 &
 P

ro
du

ct
iv

ity
 P

er
sp

ec
tiv

e 

Percentage of daycase activity 

16 

Special cause variation - deteriorating performance 
Common cause variation 
Special cause variation - improving performance 
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Special cause variation - deteriorating performance 
Common cause variation 
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Common cause variation 
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Length of Stay 

19 

What the information tells us  
• The Trust’s Non-Elective length of stay continues to show special cause variation with an increase above the upper control limit in the month of 

December and January.  
• The increase is primarily seen within Acute Medicine where there has been a reduction in the number of patients with a zero length of stay due to a 

change in pathway within the emergency department therefore affecting the number of patients admitted for short stay. Special cause variation has 
also been seen within Senior Health in the month of January increasing to an average of 24 days. 

• The average number of patients in a hospital bed with a long length of stay has increased in the reporting period and continues to perform above 
the mean. 

• The Trust’s overall elective length of stay continues to perform below its lower control limit showing a sustainable improvement. 

Actions and Quality Improvement Projects 
• Established long length of stay meetings to prioritise and manage appropriate system wide actions for each patient with on-going attendance by 

both Wandsworth and Merton Commissioning Groups 
• Trust held a multi-disciplinary event with system partners (social services and community providers) on 15 January 2020 focusing on long length 

of stay patients in the Trust which resulted in 61% of patients either discharged or moved to the right place of care. 
• Additional support, coaching, refining of processes, early identification of delays and escalation actions are actively being managed on a daily 

basis on seven key wards. 
• Senior Managers from Acute Medicine and Senior Health wards continue to attend board rounds to support and take away internal delay actions. 
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Common cause variation 
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Common cause variation 
Special cause variation - improving performance 
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Special cause variation - deteriorating performance 
Common cause variation 
Special cause variation - improving performance 

What the information tells us  
• The number of 2222 calls is within common 

cause variation.  
 

• The Trust position of treating at least 90% of 
adult patients in Emergency Department 
with Red Flag Sepsis receiving antibiotics 
within an hour was 82% in January and is 
within control limits. 

  
• Compliance with appropriate response to 

Early Warning Score (EWS) saw an 
increase in performance 

Actions and Quality Improvement Projects  

• The team continue to work with IT to implement Treatment Escalation Plans in iClip. 
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Quality Priorities – Deteriorating Patients 

Special cause variation - deteriorating performance 
Common cause variation 
Special cause variation - improving performance 

• ALS (Advanced Life Support) training performance shows improved 
performance but has not met the 85% performance target. 

  
• BLS (Basic Life Support) and ILS (Intermediate Life Support) training 

performance is within the process control limits but continue to underperform 
against the 85% performance target  

Actions and Quality Improvement Projects  

• The matron for the Outreach Team has been recruited to post. 

• The Outreach team is working with Information Technology Department (IT) to 
get a whole Trust view of patients with National Early Warning Scores (NEWS) 
scores greater than 5 which will enable the team to be more pro-active 
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What the information tells us  
• Mental Capacity Act and Deprivation 

of Liberties Training – Level 1 
remains within target 

• Level 2 training performance has 
plateaued.  

• Metrics taken from the ward 
accreditation system shows the 
number of staff interviewed and their 
level of knowledge. Of the 14 staff 
interviewed in January, 80% could 
fully answer the question on 
MCA/DoLs. 

Actions and Quality Improvement Projects  

• The team are awaiting IT implementation of required forms to standardise recording and enable efficient audit processes. 
• The Trust is launching a quarterly staff knowledge audit in February. This audit was developed in partnership with South West London partners 

and will enable the Trust to benchmark itself with local organisations. 
• An MCA & DoLs lead was appointed and will start on 17 February 2020. 
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Special cause variation - deteriorating performance 
Common cause variation 
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What the information tells us  
• Serious Incident (SI) investigations are being completed in line with external 

deadlines, 60 working days. 
• The number of reported adverse incidents remains constant, with 96% of 

those reported in December 2019 resulting in no / low harm. 
• There was one Never Event in January 2020. 

Actions and Quality Improvement Projects 
 
• Incidents – The monthly percentage of incidents of low and no harm is now 

being reported. This will allow for benchmarking against other Trusts and 
tracking of the harm profile. 

 
• Never Event – The serious incident investigation has commenced. Support 

will be provided to staff involved in this incident as best as possible and 
emphasise the importance of learning from this event 
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Indicator Description Threshold/Target Jan-19 Feb-19 Mar-19 Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20

Total Datix incidents reported in month 1,333 1,215 1,208 1,096 1,329 1,332 1,413 1,544 1,442 1,410 1,309 1,241 1,271

Monthly percentage of incidents of  low and no harm 97.0% 97.0% 99.0% 97.0% 98.0% 97.0% 97.0% 96.0% 96.0%
data one 
months in 
arrears

Open SI investigations >60 days 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Duty of Candour completed within 20 working days, for all incidents 
at  moderate harm and above 100% 100.0% 92.0% 100.0% 97.0% 93.0% 97.0% 97.0% 98.0% data two months in 

arrears
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Data is 1 month in retrospect 
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Patient Safety 

What the information tells us  
• VTE data –Changes to the reporting has resulted in performance 

exceeding the target and within common cause variation for the first 
time since February 2019. 

• All other metrics also show variation due to common cause 

Actions and Quality Improvement Projects  
• Going forward patients who have a length of stay less than 14 hours will 

be excluded from the VTE risk assessment compliance figures as per 
NICE guidelines. All non-inpatient areas will also be excluded. 

• The Trust is working to deliver the Falls CQUIN, specifically focussing on 
lying and standing for patients over 65 in line with NICE guidance. Target 
work has been completed in Senior Health with respect of this. 

• The category 3 and above pressure ulcers have undergone RCA to 
identify any key learning and are discussed at a cross divisional meeting. 

• Target work underway for staff in critical care areas to raise awareness of 
medical device associated pressure area damage  

Special cause variation - deteriorating performance 
Common cause variation 
Special cause variation - improving performance 
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Infection Control 

What the information tells us  
 
• The Trust has had no MRSA incidents this month.  
• This month there were five Cdiff incidents all were Hospital Acquired. The Cdiff YTD position is 42 with 37 Hospital Acquired infections and five 

Community Associated infections. This is close to our yearly target of 48 and will be monitored closely. 
• The number of Ecoli cases reported remains within the control limits. MSSA infection rates show special cause variation with the highest number of 

incidents seen in nine months. The Trust has now exceeded the yearly target for both Ecoli and MSSA incidents. 

Actions and Quality Improvement Projects  
• The Trust continues with infection control measures including additional winter planning interventions 
• Infection control and cleaning standards are measured through the ward accreditation process 
• Areas where Hospital acquired infections have occurred are placed under a higher frequency surveillance and audit programme. 
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Mortality and Readmissions 

What the information tells us  
Both of the Trust-level mortality indicators (SHMI and HSMR) remain lower than expected for the last 12 month period available. Caution should be 
taken in over-interpreting these signals, however as they mask a number of areas of over performance and also under performance. We also 
monitor and investigate mortality signals in discrete diagnostic and procedure codes from Dr Foster through the Mortality Monitoring Committee 
(MMC). Investigations are currently underway in relation to two signals, Acute Myocardial Infarction and Coronary Angioplasty. The outcome of 
these investigations by the clinical service will be reported to the MMC in due course 

Note: HSMR data reflective of period Nov 2018 – Oct 2019 based on a monthly published position. 
 SHMI data is based on a rolling 12 month period and reflective of period September 2018 to August 2019 published (January 2020). 
 Readmission data excludes CDU, AAA and all ambulatory areas where there are design pathways. 
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Mortality and Readmissions (Hospital Standardized Mortality Rate) 
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HSMR Weekend HSMR Weekday 

HSMR  
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Complaints  

What the information tells us 
• The number of complaints received in 

January increased from 55 to 59. 
• Response compliance is above performance 

targets for all response categories. 

Actions and Quality Improvement Projects 
  
The daily complaints CommCell continues. 
 
The change in process has had a positive 
impact on complaints performance with 
measures showing sustained improvement for 
the last five months 
 

Special cause variation - deteriorating performance 
Common cause variation 
Special cause variation - improving performance 
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Maternity 

Actions and Quality Improvement Projects 
• The case notes of the women who sustained a 3rd or 4th degree tear in December are being reviewed to understand why the number exceeded 

the threshold limit. 
 
• The percentage of women being booked by nine weeks and six days gestation fell to under 50% in month and work is being undertaken with the 

teams to improve this position.  

What the information tells us  
• The overall birth rate fell slightly in January, however remained within common cause variation.  
• The number of women booking for maternity care was at the highest number since May 2019, and the percentage booked within12 weeks plus 6 

days of pregnancy was at 82.5%, above the upper control limits.  
• The percentage of births by caesarean section, including emergency caesareans, remained stable.  
• The number of women sustained a 3rd or 4th degree tear dropped back to under 3% after a spike in December. 
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Special cause variation - deteriorating performance 
Common cause variation 
Special cause variation - improving performance 



Maternity 
Special cause variation - deteriorating performance 
Common cause variation 
Special cause variation - improving performance 
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Friends & Family Survey 

What the information tells us  
• The Emergency Department Friends and Family Test (FFT) – In the month of January, 84.2% of patients attending the emergency department would 

recommend the service to family and friends. This is above the lower process limit and the highest performance seen since October 2018.  
• Maternity and Community FFT are above local thresholds in January and work continues to ensure patient responses improves. The London average 

response rate for Community is 4.4% and England is 3.9%.  
• Our Outpatient recommended rate in January was 89.9% against a target of 90%. The response rate remains below target at 5.7% but has been 

consistently above 5% since March 2019. 

Actions and Quality Improvement Projects 
• Changes in Friends and Family (FFT) guidance will be implemented in April 2020. This guidance encourages patients to provide feedback 

throughout their care episode. In preparation for this and in line with guidance the wording of the questions and changes to the Trust systems are 
being implemented for launch in April 2020 
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What the information tells us: 
• The number of patients either discharged, admitted or transferred within four hours of arrival in the month of January was 81.7%, an improvement from 

December’s position of 79.4%. Both admitted and non-admitted performance remains below the lower control limit and are lower compared to the same 
period last year, however, an improvement has been seen in the performance of non-admitted pathways. 

• The number of overall attendances have remained within the upper and lower control limits and compared to the same month last year; the number of 
attendances have reduced by 4%. The emergency department has also seen a reduction in ambulance arrivals with the numbers attending in January 
below the lower control limit signifying special cause variation. 

• In January, the Trust reporting eighteen patients waiting in the Emergency Department over twelve hours following a decision to admit. 
• Bed occupancy for both Trust and AMU remains above the mean. 
• The number of long length of stay patients has seen a step change in all 7, 14 and 21 days, reporting above the mean for the past seven months. 
• London Ambulance Service (LAS) handover times performance has fallen across the London region with St George’s performance remaining below the 

lower control limit with steady deterioration over the past six months. 
 

Actions and Quality Improvement Projects 
• Emergency Care Processes – standardisation of ED capacity & flow huddle agenda 
• UCC Waits and Direct Access – Refinements of Rapid Assessment Zone (RAZ) Standard operating procedure. Additional GP cover to Tooting site 

agreed with commissioners and implemented 
• Mental Health (ED) – Meeting undertaken between St George’s Hospital and South West London & St. George’s Mental Health Trust’s management 

teams to review triage of mental health patients at ED front door 
• Inter Professional Standards (IPS) – Five care groups identified on breach numbers as pilot IPS specialties – Medicine, General Surgery, Paediatrics, 

Orthopaedics & Stroke 
• Flow – General Managers and Assistant General Managers are attending board rounds to offer support and take away internal delay actions 
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Common cause variation 
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What the information tells us  
• The Trust met four of the seven cancer standards for the month of December, 14 day standard performance was under target reporting 90.3% and 62 Day standard 

remained compliant reporting 90.6%. 

• Within the 14 Day Standard, six tumour groups were non-compliant against the 93% national target, these were Children’s, Head & Neck, Lower Gastrointestinal, 
Lung, Urology and Upper Gastrointestinal. Overall Trust performance remains within the upper and lower control limits and in line with London performance. All 
tumour groups remain within upper and lower control limits with the exception of Lung and Upper Gastrointestinal where 14 day performance was below the lower 
control limit 

• Performance against 62 days from referral was 90.3% in the month of December 2019 against the target of 85% with four tumour groups non-compliant 
(Gynaecology, Haematology, Head & Neck and Lower Gastrointestinal). All tumour groups remain within upper and lower control limits with no special cause variation 
seen with the exception of Haematology where performance dropped below the lower control limit. 

• In the month of December, the Trust did not achieve the Cancer 62 Day Referral to Treatment Screening target of 90% for the second consecutive month reporting 
86.4% although performance remains within the upper and lower control limit. 

Actions and Quality Improvement Projects 
• All tumour types have given assurance that they will return to compliance and have their backlog cleared by third week in January and the beginning of February for 

breast symptomatic. 

• Continued robust management of Appointment Slot Issues (ASI) list to ensure the right capacity is in place in January and pre planned for February and March 2020.  

• All services have reviewed demand and capacity and will provide additional capacity where necessary. 

• Targeted support and actions for Upper Gastrointestinal include expanded GP direct endoscopy services, endoscopy demand and capacity review, implementation of 
the Rapid Diagnostic Centre and Virtual triage slots to go live in February 2020. 

• Targeted support and actions for Lower Gastrointestinal include supporting pathway redesign to increase straight to test and the implementation of the Rapid 
Diagnostic Centre 
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14 Day Standard Performance by Tumour Site - Target 93% 

 

62 Day Standard Performance by Tumour Site - Target 85% 
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What the information tells us  
• In January, the Trust did not achieve the six week diagnostic standard with an adverse performance of 5.4% against a National Threshold of 1% 

and London performance of 3.4%. The total number of patients waiting greater than six weeks was 493, 9% less than the previous month. 
• Compliance has not been achieved within four modalities (reducing from eight in December), with Echocardiography being the most challenged 

and performing above the upper control limit. Echocardiography has also seen an increase in waiting list numbers. This is due primarily to work 
reviewing the patient waiting list and ensuring any planned and non planned waits are being recorded appropriately.  

• In the month of January, Neurophysiology have continued to be challenged reporting 9.6% of patients waiting greater than six weeks, this follows 
periods of challenged capacity both in Consultant capacity and administrative support within the service  

• Endoscopy performance have seen an improved position achieving the 1% target in all modalities for the first time in eleven months. 

Actions and Quality Improvement Projects 
• Echocardiography - Performance trajectory for Echocardiography has been submitted to the Executive team with recommendations for long 

term impact and sustainability for the service including demand management projects. The patient waiting list continues to be reviewed and 
validated to ensure accurate reporting of planned and non planned patients. A service manager post will be dedicated to Diagnostics and RTT 
performance. Additional administrative resource has been requested to ensure that booking processes are robust and to ensure adequate 
capacity. A dedicated resource from transformation will lead on reviewing the current administrative and booking process. Insourcing has begun 
to bridge echocardiography capacity gap. 

• Neurophysiology – The Trust have successfully recruited a locum Consultant (joint post with Croydon) with a start date in April. Administrative 
team are now fully established. Service is reviewing the booking process to see where any improvements can be gained.  
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Actions and Quality Improvement Projects 
• Two way text reminders have been rolled out for DSU surgery dates, this will also include a firmer message to encourage patients to attend 
• The Trust Directory is being updated to ensure the correct numbers for the Patient Pathway Coordinators (PPC) are listed to support switchboard 

directing patients to the right person 
• Partial Bookings are being sent out to all patients added to the IP and DSU waitlist, which asks patients if they are available at short notice (1 day, 

to 1 week before TCI) so we have a pool of patients to pull from when other patients cancel at short notice (for DSU, 65% of our total cancellation 
are patients cancelling at short notice) 

• Information is now being entered on Theatreman (IP scheduling system) which highlights if a patient is on a cancer pathway, including their breach 
date, to mitigate the risk of these patients being cancelled because of bed flow challenges  

• The PPC team are designing a ‘Friends and Family test’ for scheduling which will help us understand why patients cancel, so we can put actions in 
place to stop DNA’s/short notice cancellations 

• Non clinical on the day cancellations are discussed daily at the PPC huddle to ensure patients are dated within 28 days  

What the information tells us  
• Performance remains within expected levels staying within the upper and lower control limits in both the number of on the day 

cancellations and the percentage of patients re-booked within 28 days.  

• In the month of January, two patients were not re-booked within the 28 day time period due to capacity constraints. 

• Compared to the same period last year the Trust has seen a reduction of 42% in the number of patients cancelled on the day of their 
operation for non-clinical reasons. 

• The proportion of elective activity cancelled on the day is less than 1% in the month of January.  

• The top three reasons for cancellations in the month of January were; Complication of previous case leading to timing issues and list 
overruns, no critical care beds available and emergency cases taking priority.  
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What the information tells us 

• The Trust remains behind trajectory for incomplete Referral To Treatment (RTT) performance in 
December 2019. The submitted performance was 82.6% against a trajectory of 86.8%. 

• The Total Patient Tracking List (PTL) size reported in December 2019 was 46,918 (inclusive of 
QMH pathways) against a trajectory of 39,810. The trajectory of PTL size was not adjusted to take 
into account the QMH patients migrated in September 2019. The QMH PTL size remains higher 
than planned. 

• The Trust 52 week breach position deteriorated in December 2019 reporting nine patients waiting 
greater than 52 weeks (seven General Surgery, one Oral Surgery and one Cardiology). 

 

 

 

 

 

 

Actions and Quality Improvement Projects 

• Focused work on the management of patients on the continuing PTL (follow up waiting list). On 
16th December 2019 there were a total of 15,035 patients on the continuing PTL, 7,150 (47.3%) did 
not have a next event booked. Service specific reviews have been taking place and continue 
throughout January 2020 to focus and action un-booked patients, this includes consultant, 
management and validation resource to either discharge or book patients. As of 15th January 2020 
the continuing PTL position is now a total of 13,291 patients on the continuing PTL, 5230 patients 
(40%) remain un-booked. In short, it demonstrates that the Trust can reduce its overall PTL size by 
1,744 patients in less than 4 weeks with targeted work to actually review each patient on its PTL. 

• As a result of reviewing all un-booked patients on the continuing PTL (over and under 18 weeks) 
there will be a drop in performance for December 2019 however this will lead to longer term 
improvement and ensures our patients are appropriately being followed up.  

• Revised RTT documentation circulated twice weekly to all operational teams. 

• Revised access meeting structure from weekly to fortnightly offering more time to review report in 
detail. 
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• There are a number of specialties reported under speciality ‘Other’. This follows guidance set out in the documentation, “Recording and 
reporting referral to treatment (RTT) waiting times for consultant-led elective care” – produced by NHS England.  

• The Trust 52 week breach position deteriorated in December 2019 reporting nine patients waiting greater than 52 weeks (seven General 
Surgery, one Oral Surgery and one Cardiology). 
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What the information tells us  
 
• Mandatory and Statutory Training figures was maintained at 89.7% in January. 

• Medical appraisal rates currently stands at 84.9% an increase of 1.6% on last month and against a target of 90%. 

• Non-medical appraisal performance remains similar to that of December at 72% against a 90% target and is below the lower control limits. 

• The Trust’s Total Funded Establishment and Trust Vacancy rate are both below the lower control limits. 

• The Trust slightly exceeded the monthly agency target in January. 

Actions and Quality Improvement Project  
HR Managers will be meeting with Divisional Directors of Operations to discuss remedial actions to control agency costs.  
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Special cause variation - deteriorating performance 
Common cause variation 
Special cause variation - improving performance 
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• The Trust’s total pay for January was £45.30m. This is £1.55m adverse to a plan of £43.75m. 

• The Trust's 2019/20 annual agency spend target set by NHSI is £20.55m. There is an internal annual agency target of £15.00m. 

• Agency cost in January was £1.26m or 2.8% of the total pay costs. For 2018/19, the average agency cost was 3.2% of total pay costs. 

• For January, the monthly target set is £1.25m. The total agency cost is worse than the target by £0.01m. 

• Agency cost is £0.05m higher compared to December. This is in line with the forecast. There have been increases mainly in Consultant 
(£0.07m), AHP (£0.05m) and Nursing (£0.04m). This is partially offset by Junior Doctor (£0.07m) and Healthcare Scientist (£0.03m). 

• The biggest areas of overspend were Nursing (£0.14m) and Consultant (£0.05m). The biggest areas of underspend were Interims 
(£0.13m). 
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Above cap 
Below cap 
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Additional Information and Data Tables 
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SPC Chart – A time series graph to effectively monitor performance over time with three reference lines; Mean, Upper Process Limit 
and Lower Process Limit. The variance in the data determines the process limits. The charts can be used to identify unusual patterns 
in the data and special cause variation is the term used when a rule is triggered and advises the user how to react to different types of 
variation. 
 
Special Cause Variation – A special cause variation in the chart will happen if; 
 
• The performance falls above the upper control limit or below the lower control limit 
• 6 or more consecutive points above or below the mean 
• Any unusual trends within the control limits  

 

Upper Process 
Limit 

Lower Process 
Limit 

Special Cause 
Variation 

Six point rule 
Mean 
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First Outpatient Attendances (average per working day) 

Follow-up Outpatient Attendances (average per working day) 

First to Follow-up Ratio 
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Elective and Daycase per working day 

First and Follow-up DNA Rate 

Elective & Daycase activity (average per working day) 



Integrated Quality and Performance Report  
St. George’s University Hospitals NHS Foundation Trust 

Productivity Tables 

61 

Percentage of Daycase Activity 
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Theatre Utilisation 

Theatre Average Cases per Session 
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Elective Length of Stay 

Non-Elective Length of Stay 

Elective Length of Stay 

 Non-Elective Length of Stay  
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Definitions Format Target Jan-19 Feb-19 Mar-19 Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20

Total number of women giving birth (per calendar day) Number 14 per day 13.6 13.1 12.9 13.6 14.0 13.6 13.2 12.6 13.4 14.4 12.9 14 13

Caesarean sections (Total Emergency and Elective by Delivery date) % <28% 29.2% 28.5% 31.4% 30.4% 25.9% 25.9% 25.9% 25.6% 27.4% 25.7% 24.2% 26.7% 24.8%

% deliveries with Emergency C Section (including no Labour) % <8% 4.5% 4.6% 3.7% 4.7% 2.8% 3.2% 3.9% 2.6% 5.2% 4.5% 1.5% 4.0% 1.3%

% Time Carmen Suite closed % 0% 0.0% 0.0% 0.0% 5.0% 0.0% 6.7% 0.0% 4.8% 1.7% 19.4% 11.7% 8.1% 1.6%

% of all births in which woman sustained a 3rd or 4th degree tear % <5% 2.1% 1.4% 2.0% 1.5% 2.8% 1.2% 1.5% 3.3% 3.5% 4.0% 2.6% 5.3% 2.3%

% of all births where women had a Life Threatening Post Partum Haemorrhage  >1.5 L % <4% 2.6% 1.9% 3.0% 2.7% 1.8% 2.0% 3.4% 2.1% 2.0% 2.3% 3.4% 3.0% 1.5%

Number of term babies (37+ weeks), with unplanned admission to Neonatal Unit Number 12 6 8 10 9 12 7 6 9 5 12 7 8

Supernumerary Midwife in Labour Ward % >95% 98.4% 96.4% 95.2% 96.7% 98.4% 98.3% 100.0% 96.8% 96.7% 96.8% 96.7% 96.8% 96.8%

% women booked by 12 weeks and 6 days % 90% 84.7% 86.6% 87.3% 83.3% 86.6% 88.4% 85.3% 84.9% 81.5% 81.7% 84.1% 85.7% 82.5%
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Complaints 

Indicator Description Target Jan-19 Feb-19 Mar-19 Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20

Complaints Received 92 84 101 108 102 96 96 88 81 88 79 55 59

% of Complaints responses to within 25 working days 85% 66% 55% 80% 72% 79% 78% 95% 100% 100% 100% 100% 100% 98%

% of Complaints responses to within 40 working days 90% 30% 64% 44% 56% 46% 57% 72% 96% 100% 100% 100% 95%

% of Complaints responses to within 60 working days 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%

Number of Complaints breaching 6 months Response Time 0 0 0 0 0 0 0 0 0 0 0 0 0 0

PALS Received 369 334 280 249 247 218 177 259 232 316 283 218 180

Indicator Description Target Jan-19 Feb-19 Mar-19 Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20

Number of Never Events in Month 0 1 0 0 1 0 0 1 0 0 1 0 1 1

Number of  SIs where  Medication  is a 
significant factor 

0 0 0 0 0 0 0 0 0 0 0 0 1 0

Number of Serious Incidents =<8 month 6 6 4 3 7 7 2 4 1 3 1 6 4

Serious Incidents - per 1000 bed days N/A 0.25 0.27 0.16 0.13 0.29 0.30 0.08 0.17 0.04 0.12 0.04 0.25 0.16

Safety Thermometer - % of patients with 
harm free care (all harm)

95% 95.9% 96.5% 96.0% 96.1% 96.1% 94.6% 95.4% 95.3% 96.0% 96.8% 98.1% 96.5% 95.9%

Safety Thermometer - % of patients with 
harm free care (new harm)

95% 98.4% 98.6% 98.3% 98.3% 98.9% 98.0% 97.8% 98.7% 98.2% 98.3% 98.7% 98.2% 98.0%

Percentage of patients who have a VTE 
risk assessment

95% 95.9% 95.7% 95.5% 87.8% 88.2% 87.6% 93.8% 93.8% 93.9% 94.0% 94.7% 94.8% 96.1%

Number of Patient Falls N/A 128 147 135 143 135 133 123 158 142 131 137 140 144

Falls (Moderate and Above Severity) N/A 3 1 2 2 2 1 0 3 0 2 2 4 3

Number of patient falls-  per 1000 bed 
days

N/A 5.31 6.57 5.38 6.08 5.63 5.75 4.99 6.58 6.03 5.25 5.57 5.87 5.78

Acquired Category 2 Pressure Ulcers N/A 10 16 6 4 17 20 10 15 15 13 11 21 17

Acquired Category 2 Pressure Ulcers per 
1000 bed days

N/A 0.42 0.72 0.24 0.17 0.71 0.86 0.41 0.63 0.64 0.52 0.45 0.88 0.68

Acquired Category 3 Pressure Ulcers 7 4 11 8 5 8 8 2 3 5 5 10 10

Acquired Category 3 Pressure Ulcers per 
1000 bed days 0.29 0.18 0.44 0.34 0.21 0.35 0.32 0.08 0.13 0.20 0.20 0.42 0.40

Number of overdue CAS Alerts 0 0 0 0 0 0 0 0 0 0 0 0 0 0
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Indicator Description Threshold/
Target Jan-19 Feb-19 Mar-19 Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20

Number of 2222 calls / 1000 adult ordinary IP admissions 11.0     11.2     8.8      7.1      8.9      10.2     12.2     8.3      7.0      7.4      11.1     12.9     10.7     

Number of Cardiac Arrests / 1000 adult ordinary IP admissions (to 
become avoidable cardiac arrests) 3.8 3.3 2.8 4.0 2.9 1.8 3.6 0.9 1.6 1.2 2.2 3.2 2.2

% of patients in ED with Red Flag sepsis receiving antibiotics within 
an hour (adults)

90% 94.5% 93.2% 88.3% 90.6% 91.4% 93.5% 87.2% 83.4% 90.3% 86.4% 89.5% 83.5% 82.0%

Compliance with appropriate response to EWS (adults) 100% 95.8% 87.3% 89.6% 92.7% 94.2% 92.9% 90.6% 93.9% 87.6% 86.8% 89.6% 89.0% 92.0%

Resuscitation BLS 85% 70.5% 71.5% 74.1% 76.2% 75.2% 76.0% 75.5% 75.9% 76.4% 77.8% 79.8% 81.3% 80.6%

Resuscitation ILS 85% 70.2% 69.3% 71.3% 72.1% 72.7% 72.0% 72.5% 69.2% 67.9% 67.7% 68.3% 71.7% 74.3%

Resuscitation ALS 85% 64.2% 67.0% 70.4% 72.7% 73.0% 73.5% 74.8% 59.1% 62.7% 64.4% 63.9% 66.9% 72.8%

Indicator Description Threshold/Target Jan-19 Feb-19 Mar-19 Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20

Total Datix incidents reported in month 1,333 1,215 1,208 1,096 1,329 1,332 1,413 1,544 1,442 1,410 1,309 1,241 1,271

Monthly percentage of incidents of  low and no harm 97.0% 97.0% 99.0% 97.0% 98.0% 97.0% 97.0% 96.0% 96.0%
data one 
months in 
arrears

Open SI investigations >60 days 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Duty of Candour completed within 20 working days, for all incidents 
at  moderate harm and above 100% 100.0% 92.0% 100.0% 97.0% 93.0% 97.0% 97.0% 98.0% data two months in 

arrears
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Diagnostics 
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Cancer 
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Meeting Title: Trust Board   

Date: 27 February 2020 Agenda No 2.3 

Report Title: Cardiac Surgery Update 

Lead Director   Richard Jennings, Chief Medical Officer 

Report Author(s): Steve Livesey, Associate Medical Director for Cardiac Surgery & 
Cardiac Surgery Care Group Lead 

 

Presented for: (1) Assurance and  (2) Information 

Executive 
Summary 

This paper provides assurance on the quality and safety of the Cardiac 
Surgery Service, and the on-going steps being taken to improve the service 
following the NICOR safety alerts (2018) and the findings of the independent 
review (Professor Bewick, July 2018). 

 

Since the last update to Trust Board (30 January 2020) the following key 
developments have taken place: 

 

  The most recent NHSE/I Single Item Quality Surveillance Group 
Meetings were held on 6 and 24 February 2020; no new quality concerns 
were raised at either meeting. 

 

  The External Mortality Review Panel report is awaited.   
 

  The Trust continues to communicate regularly with NHSE/I and the CQC 
and other regional and local stakeholders to provide assurance on the 
safety of the service and the improvements being made.   

 

  The Trust is engaging with the South London Cardiac Surgery Network 
Steering Group.  This group meets on a monthly basis and last met on 
14 February 2020.     

 

  The Trust is also a part of the South London Cardiac Surgery Clinical 
Leads Group meeting, facilitated by the Programme Manager for the 
South London Cardiac Network.   

 

 Safety update: an update on post-operative deaths and complications is 
provided.   

 

 The Trust’s Cardiac Programme Risk Register remains unchanged. 
  

 
Recommendation: 

The Board is asked to note the updated information on safety assurance 
and on-going actions.  

Supports 

Trust 
Strategic 
Objective: 

 Treat the patient, treat the person 

 Right care, right place, right time 

 Champion Team St George’s 

CQC Theme:  Safe, Well Led 



 

2 
 

Single Oversight 
Framework 
Theme: 

 Quality of Care, Leadership and Improvement Capability 

Implications 

Risk: As set out in the paper 

Legal/Regulatory: The paper details the Trust’s engagement with regulators on this issue. 

Equality and 
Diversity: 
 

N/A 

Previously 
Considered by: 

Trust Executive Committee  
Quality and Safety Committee 

Date 19.02.2020 
25.02.2020 

Appendices: None 
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CARDIAC SURGERY UPDATE 

 

1. PURPOSE 
 

1.1  To update the Board on the information that provides assurance on the quality and safety of the 
Cardiac Surgery Service, and the on-going steps being taken to improve the service, since the last 
report received to the Board on 30 January 2020.   

        
2. EXTERNAL ASSURANCES 

 
2.1 The most recent NHSE/I Single Item Quality Surveillance Group Meetings were held on 6 and 24 

February 2020; no new quality concerns were raised at either meeting. 
 
2.2  The Trust is engaging with the South London Cardiac Surgery Network Steering Group, which is 

chaired by the Executive Medical Director for Clinical Strategy at Kings College Hospital Foundation 
Trust and Guy's and St Thomas' NHS Foundation Trust.  This group meets on a monthly basis and 
last met on 14 February 2020.     

 
3. INTERNAL ASSURANCES: SAFETY UPDATE 

 
3.1  Key patient safety metrics are collected and reviewed on the Cardiac Surgery monthly dashboard.  

This review occurs monthly at the Cardiac Surgery Steering Group.  The patient safety metrics 
include, hospital acquired infections, pressure ulcers, post-operative stroke, post-operative renal 
failure, deep wound infection, repeat surgery for bleeding and post-operative deaths.   
 

3.2 Since the last Trust Board paper received on 30 January 2020 there have been no inpatient deaths 
following cardiac surgery since the last paper to Board update.  There have been no other incidents 
classed as moderate or severe harm following cardiac surgery since the last report to Trust Board. 

 
4. EXTERNAL MORTALITY REVIEW  

 
4.1 Following their receipt of the clinician responses to the Structured Judgement Reviews, the External 

Mortality Review Panel has provided the Trust with final versions of those Structured Judgement 
Reviews.  The External Mortality Review Panel report is awaited.     
 

5. EXTERNAL GOVERNANCE; UPDATE  
 

5.1 The Trust continues to meet regularly with NHSE/I and the CQC and other regional and local 
stakeholders to provide assurance on the safety of the service and the improvements being made.   

  
6. CARDIAC SURGERY SERVICE RISK REGISTER; UPDATE  

 
6.1 The risks rated as moderate and above on the Cardiac Surgery Service Risk Register have not 

changed since the last paper to the Board on 30 January 2020.    
 

7. RECOMMENDATION 

 

7.1 Trust Board is asked to note the updated information on safety assurance and on-going actions.  
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Meeting Title: Trust Board  

Date: 27 February 2020 Agenda No 2.4 

Report Title: Learning from Deaths (Quarter 3) Report 

Lead Director: Dr Richard Jennings, Chief Medical Officer 

Report Author: Kate Hutt, Head of ME Office & Mortality Review Service 

FOIA Status: Unrestricted       

Presented for: Assurance   

Executive 

Summary: 

The paper provides an overview of the work of the Mortality Monitoring 
Committee (MMC) and Learning from Deaths data for Q3 2019/20. It includes a 
summary of the independent reviews completed. The report summarises 
successes and areas for action in relation to implementation of the Learning 
from Deaths framework and the Medical Examiner system.  
 

Recommendation: 

 

 

 

The Board is asked to: 

 Note and discuss the updated Learning from Deaths data; and 

 Note the update on the implementation of the Medical Examiner 
system in the Trust.  
 

Supports 

Trust Strategic 

Objective: 

Data to help strengthen quality and safety work, as well as improve experience 
of bereaved families. 

CQC Theme:  Safe and Effective   (Well Led in implementation of new framework) 

Single Oversight 

Framework Theme: 

Safe 

Implications 

Risk: There is a potential risk that the without clearly defined processes that the 
response to concerns raised by the ME service will not be effectively managed 
and opportunities for learning will be missed. 
 
Prospective review of mortality has significantly decreased with transfer of 
previously key personnel into the new ME service, although the number of 
deaths reviewed still meets the Trust’s original target.   
 
With the introduction of the ME service and appointment of a new Trust Lead 
for Learning from Deaths, it will be necessary to design and implement new 
processes going forward.  The Learning from Deaths Lead, with the support of 
the Chief Medical Officer, will develop structures and processes to work very 
closely with Care Group Governance/Morbidity and Mortality Leads to make 
this process effective.    
 

Legal/Regulatory: ‘Learning from Deaths’ framework is regulated by CQC and NHS Improvement, 
and demands trust actions including publication and discussion of data at 
Board level. 

Resources:  

Previously 

Considered by: 

Patient Safety and Quality Group  

Trust Executive Committee  

Quality and Safety Committee 

Date 19.02.2020 

19.02.2020 

25.02.2020 

Equality Impact 

Assessment: 

N/A 
This is in line with the principles of the Accessible Information Standard  
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Learning from Deaths (Quarter 3) Report 

 
1.0 PURPOSE 

 
1.1 The purpose of this paper is to provide the Board with an update on the work of the Mortality 

Monitoring Committee (MMC), focussing on information and learning identified through 
independent case record review of deaths for Q3 2019/20. An update on the delivery of 
requirements of the Learning from Deaths framework and the introduction of the Medical 
Examiner (ME) service is also detailed.   

  
2.0 IMPLEMENTATION OF THE LEARNING FROM DEATHS FRAMEWORK AND NATIONAL 

STRATEGY 
 
2.1 Learning from Deaths – Ongoing Development  

The Chief Medical Officer has recently appointed a new Trust Lead for Learning from Deaths, 
Mr Ashar Wadoodi.  Mr Wadoodi will begin in post in March 2020. This new role will be 
responsible for the implementation of the National Quality Board’s framework for learning 
from deaths within the Trust, ensuring that opportunities to learn from cases and prevent 
repeat causes of harm are maximised; this role will interact closely with Care Group 
Governance Leads, and will provide an essential link to the Medical Examiner service. 
 

As part of the action plan arising from the mortality governance review the strategy and aims 
of the Mortality Monitoring Committee are currently being reviewed. Additional actions have 
progressed over the last quarter, with the inaugural meeting of Care Group Governance leads 
taking place on 18th December. The intention is to develop a community of practice, which will 
help shape and support the delivery of effective local Mortality and Morbidity meetings, which 
will in turn contribute to the wider understanding of and learning from mortality across the 
trust.  The Trust is currently in discussion with the Health Innovation Network (HIN) to explore 
whether the HIN can facilitate two communities of practice – for the Care Group Morbidity and 
Mortality Leads, and for a New Consultants’ Forum.  The HIN has valuable experience of 
supporting communities of practice for the South East London Cancer Network, which makes 
them well-placed to support this Trust in this initiative. 
 

2.2 Medical Examiner Service – Implementation  
The new ME office is located on the ground floor of Grosvenor Wing, next to Bereavement 
Services. Dr Nigel Kennea took up post as Lead Medical Examiner on 4th December and 
began scrutinising deaths in January. The service is being implemented in line with the 
national recommendation to do so in a phased way that minimises risk. 

In December interviews for a number of additional MEs were held, with the Regional ME, Dr 
Mette Rodgers on the panel. Five applicants were successful and will be starting in post 
during quarter 4.  The approved business plan allocated 14 Pas to the work of the Lead 
Medical Examiner and his team of Medical Examiners, which includes 12 PAs to provide a 
service for 52 weeks a year, with a further 2 PAs for leadership and reporting. Currently 9.25 
PAs have been allocated and recruited to and it is anticipated that further recruitment will take 
place in 2020/21. 

To support local implementation of this new service the Lead ME and Lead MEO have 
continued to liaise with a number of key stakeholders, including Lead MEs at local Trusts, the 
Regional ME and MEO, the Coroner and leads from the Registration Service.   

3.0       MONTHLY INDEPENDENT REVIEW OF MORTALITY 
 

3.1 During October and November prior to taking up post as Lead ME, Dr Nigel Kennea 
continued to support mortality review processes. In December, fewer reviews were completed 
due to the reduced level of resource.  With the introduction of the ME service and 
appointment of a new Trust Lead for Learning from Deaths it will be necessary to design and 
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implement new processes going forward.   The Learning from Deaths Lead, with the support 
of the Chief Medical Officer, will develop structures and processes to work very closely with 
Care Group Governance/Morbidity and Mortlaity Leads to make this process effective.   

 
As we move to 2020/21 the ME service is expected to scrutinise all in-hospital deaths; 
therefore, it may not be desirable to review such a high proportion under the Learning from 
Deaths framework. It will be important to define which cases are to be reviewed and to have 
in place reliable processes for identification, allocation of reviews and reporting.  

 
The following analyses include all deaths and do not consider deaths of patients with learning 
disabilities (LD) separately; however, this distinction between all deaths and deaths in people 
with LD is required for the national dashboard. Our data reported in the format of the National 
Quality Board (NQB) dashboard, which we have amended to reflect the local reviews of LD 
deaths, is shown in Appendix 1 

 
 Section 4.1 provides an overview of local scrutiny of deaths in patients with LD that have 

occurred during this report period. 
  
3.2 Overview of October to December 2019 

Between October and December 2019 there were 426 deaths. Members of the Mortality 
Review Team reviewed 312, representing 73.2% of deaths. Although this is in excess of our 
target of 70%, it is a significant decrease on previous quarters.  It should be noted that all 
child deaths are reviewed locally by clinical teams and by the Child Death Overview Panel.  
 
As we develop new ways of working between the ME service and the Learning from Deaths 
framework, we will need to revisit the target of 70 per cent which was set before the ME 
service was defined nationally. It will be necessary to define the reviews to be completed and 
to set a target for this group, rather than all deaths. It is anticipated that the deaths to be 
reviewed will include: patients with learning disabilities; patients with severe mental health 
diagnoses; deaths following elective admission; cases flagged by the ME as requiring review; 
deaths in services where a mortality signal is being investigated; and cases that may inform 
other improvement work. As we establish these new processes over the next few months it is 
likely that the proportion of deaths reviewed under the framework will remain somewhat lower 
than previously achieved, although it is intended that we continue to meet the Trust’s internal 
target.   
 

 
 
 
The age profile of deceased patients remains consistent, with the highest proportion of deaths 
in the 80-89 age group. 
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The structured judgement review methodology requires reviewers to identify problems in 
healthcare and to assess whether or not these have caused harm. The RCP define a number 
of problems in healthcare, as detailed in the tables below. Locally we have added 
‘Communication’ to these categories. This quarter, one or more problems in healthcare were 
identified in 20.8% of the deaths reviewed, which is the highest proportion observed to date.  
 

Problems in healthcare Q3 2019/20 

 

Oct Nov Dec Total 

No 106 98 43 247 

Yes 28 27 10 65 

% with problems 20.9 21.6 18.9 20.8 
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The problems identified include recognised complications of treatment and not all are judged 
to have led to harm. This quarter the observed problems did not lead to harm in 39.0% of 
cases, possibly led to harm in 20.8% and did cause harm in 40.3%.This represents the 
highest proportion of harm reported to date. 
 

 
 
This quarter the most common problem in healthcare identified by reviewers was those 
related to treatment and management plans with 20.8% reported being in this category. It 
should be noted that the number of problems differs from the number of deaths where a 
problem is observed. This is because a patient may have encountered more than one 
problem. 

Problems in healthcare: Q3 2019/20 No 
harm 

Probably 
harm 

Harm Total 

Assessment, investigation or diagnosis 0 0 1 0 

Medication/IV fluids/electrolytes/oxygen (other 
than anaesthetic) 

3 5 2 10 

Related to treatment and management plan 5 0 11 16 

Infection control 2 0 3 5 

Operation/invasive procedure 3 2 8 13 

Clinical monitoring 2 2 1 5 

Resuscitation following a cardiac or respiratory 
arrest 

1 0 0 1 

Communication 9 3 3 15 

Other 5 4 2 11 

TOTAL 30 16 31 77 
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A judgement regarding avoidability of death is made for all reviews. As in previous periods, 
the large majority (97.4%) of deaths this quarter were assessed as definitely not avoidable. 
Two deaths were judged to be more than likely avoidable. 
 

Avoidability of death judgement score: Q3 2019/20 Oct  Nov Dec Total 

6 = Definitely not avoidable 131 120 53 304 

5 = Slight evidence of avoidability 0 4 0 4 

4 = Possibly avoidable but not very likely (less than 
50:50) 

1 1 0 2 

3 = Probably avoidable (more than 50:50) 2 0 0 2 

2 = Strong evidence of avoidability 0 0 0 0 

1 = Definitely avoidable 0 0 0 0 

TOTAL 134 125 53 312 

 
Any death that the MMC review suggests may be avoidable, or where there is significant 
concern, is escalated immediately to the Risk Team to consider serious incident, or other, 
investigation. Any significant problem of care, whether or not it affected outcome, is 
highlighted to the clinical team for discussion and local learning.  
  
An assessment of overall care is provided for each death. This quarter the majority of patients 
were felt to have received care that was either good or excellent, with 3.8% of care rated as 
excellent, 75.6% as good. Care was rated as adequate in 19.2% of cases and poor care was 
observed in 4 cases (1.3%). There were no cases that were rated as very poor care. All 
instances of poor care were raised with the clinical team for scrutiny and to provide feedback. 
Learning identified by the clinical teams related to the clarity and detail of documentation, 
clear consideration and agreement of treatment escalation plans and the need for junior staff 
to involve consultants out of hours. A number of brief examples are provided in section 4.3 to 
demonstrate the opportunities for learning identified through prospective mortality review and 
collaboration with clinical teams. 
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4.0 THEMES AND LEARNING  
The following summary provides detail of some of the issues highlighted through the 
independent review of cases and MMC activity this quarter. Also included is a focus on the 
deaths of patients with learning disabilities. 
 

4.1 Learning disabilities 
All deaths that occur in patients with learning disabilities are submitted to the national 
Learning Disabilities Mortality Review Programme (LeDeR). The LeDeR reviews are co-
ordinated by the CCG and our liaison with these colleagues continues to strengthen. We work 
together closely to share our local independent mortality reviews and in turn receive redacted 
copies of the LeDeR review. Regular reports from the LD team will be presented to MMC, a 
key feature of which will be analysis of the LeDeR reviews, identifying aspects of best practice 
and highlighting any areas for local learning and improvement. Of the reviews received, none 
have been assessed as avoidable; however, both the LD team and the MMC are committed 
to reviewing these assessments at a granular level in order to improve our service where 
necessary.  
 
The mortality review team continue to carry out timely local review using our standard 
methodology. The table below summarises the deaths of patients with learning disabilities 
(LD) from the beginning of 2018/19 to the end of Q3 2019/20. In total there have been 23 
deaths, with reviews completed for each. No avoidability was identified.  
 
This quarter there have been 4 LD deaths, with each reviewed within one working day. No 
problems in healthcare were identified and the deaths were judged to be definitely not 
avoidable. Overall care was judged to be excellent in one case, good in two and adequate in 
one.   
 

LD DEATHS  
Avoidability of death judgement score 

Q
1

 1
8
/1

9
 

Q
2

 1
8
/1

9
 

Q
3

 1
8
/1

9
  

Q
4

 1
8
/1

9
 

Q
1

 1
9
/2

0
 

Q
2

 1
9
/2

0
 

Q
3

 1
9
/2

0
 

TOTAL DEATHS 1 3 3 2 3 7 4 

LOCAL REVIEWS COMPLETED 1  3 3 2 3 7 4 

6 = Definitely not avoidable 1 3 3 2 3 7 4 

5 = Slight evidence of avoidability 0 0 0 0 0 0 0 

4 = Possibly avoidable but not very likely (< 50:50) 0 0 0 0 0 0 0 

3 = Probably avoidable (> 50:50) 0 0 0 0 0 0 0 

2 = Strong evidence of avoidability 0 0 0 0 0 0 0 

1 = Definitely avoidable 0 0 0 0 0 0 0 

 
 

4.2 Identification of Learning 
During October and November there were a number of cases escalated for further review, 
including 22 cases referred to the service for local review and reflection. Ten of these were 
referred to draw attention to good practice, such as good documentation of patient and family 
communication, decision making and communication between teams.  
 
Similar issues as those noted in previous reports have been highlighted for local 
consideration. These include the use of treatment escalation plans, decision making and 
documentation of resuscitation status, the management of end of life care, and the 
importance of good quality documentation.  
For the first two months of the quarter the mortality review team continued to work 
collaboratively with other Trust governance processes; however as the level of reviews 
decreased markedly from that point, there has been less opportunity for joint working. In 
October and November there were 6 cases where the Mortality Review Team collaborated 
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with the Risk Team on mortality reviews. The two teams work together to share and 
triangulate information. Where the independent review team identify a potential issue this is 
highlighted to the Risk Team, either to consider carrying out a local investigation or to inform 
such an investigation. Independent reviews may be used to help inform the decision 
regarding the investigation to be undertaken and also to contribute to the investigation 
process. There were also five cardiac surgery deaths over the period, each of which was 
scrutinised by the mortality review team as part of the ongoing governance processes.  
 

4.3 Examples of learning and reflection 
Through timely review of a significant proportion of the deaths that occur within the Trust it is 
inevitable that opportunities for learning and reflection will be found. In these instances the 
reviewer provides feedback to the clinical team and often they respond with details of lessons 
learnt. A small selection of cases and the learning gained from them is summarised below. 
 

 An elderly lady was brought directly to the Cath Lab following an out of hospital 
cardiac arrest. Sadly, the patient was admitted in extremis and died in the lab. The 
documentation available to the reviewer suggested that following the patient’s death 
there had been difficulties related to the management of last offices. The 
Cardiothoracic Intensive Care Unit (CTICU) responded by carrying out a rapid 
investigation and concluded that the clinical record did not accurately reflect the 
effective joint working between teams in the Cath Lab, Coronary Care Unit (CCU) and 
CTICU. The feedback and subsequent investigation served as a reminder to those 
teams to ensure that more careful documentation is completed. It also led to 
discussion at the End of Life Steering Group to ensure that both divisions are aware of 
the complexity of managing deaths that occur in the Cath Lab and to clarify the 
provisions for end of life care and last offices by CCU and CTICU nursing staff. 

 

 An elderly lady was admitted unwell to the Acute Medical Unit (AMU) unwell with hip 
pain. She was found to be tachycardic and treated for neutropenic sepsis. The 
reviewer made a positive observation that the patient was seen and reviewed by 
orthopaedics to rule out an acute T&O problem. The patient was treated for sepsis but 
continued to deteriorate and sadly arrested on the ward, at which point resuscitation 
was attempted. The reviewer raised questions about missed opportunities to discuss 
and document ceilings of care and resuscitation status. This observation was shared 
with the AMU team and also the General ITU team as they had reviewed the patient.  

 

The GITU team reflected on this feedback and concluded that the attempt at 
resuscitation might have been avoided with better planning. The case was discussed 
at the local M&M meeting for education. 
 
The AMU consultant leading the care for this patient explained the complexities that 
can be involved in reaching resuscitation decisions. He felt that the initial decision that 
the patient was for resuscitation had been appropriate, but that when the patient’s 
condition changed out of hours an opportunity to consult with him, or the on-call 
Consultant, was missed. Had this consultation occurred it is possible that the earlier 
decision for CPR may have been changed. The case was discussed at the Acute 
Medicine M&M meeting with this learning identified. 

 
 

5.0       LATEST NATIONAL PUBLISHED RISK-ADJUSTED MORTALITY 
 

5.1 Summary Hospital-level Mortality Indicator (SHMI) [source: NHS Digital] 
The latest SHMI data, covering discharges from September 2018 to August 2019, was 
published on 16th January 2020. The Trust’s overall mortality is categorised as lower than 
expected at 0.83; we are one of 14 trusts nationwide in this category. The SHMI for St 
George’s site and Queen Mary’s are both lower than expected at 0.84 and 0.35 respectively. 
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NHS Digital provides a SHMI value for a number of diagnosis groups, as detailed below.  For 
these groups VLAD (variable life adjusted display) charts, which show the difference between 
the expected number of deaths and observed deaths over time, are also available. The latest 
information is summarised in the table below and shows that our mortality is either lower than, 
or in line with what would be expected for all the diagnosis groups analysed. 
 

Diagnosis Group SHMI value SHMI banding 

Cancer of bronchus; lung 0.57 Lower than expected 

Secondary malignancies 0.75 Lower than expected 

Pneumonia (excluding TB/STD) 0.80 Lower than expected 

Urinary tract infections 0.72 Lower than expected 

Gastrointestinal haemorrhage 0.76 As expected 

Septicaemia (except in labour), shock 0.99 As expected 

Fluid and electrolyte disorders 0.75 As expected 

Acute myocardial infarction 1.22 As expected 

Acute bronchitis 0.65 As expected 

Fracture of neck of femur (hip) 0.80 As expected 

 
5.2 Hospital Standardised Mortality Ratio (HSMR) [source: Dr Foster] 
 

HSMR analysis:  October 2018 – September 

2019 

Score Banding 

HSMR (all admission methods) 89.3 Lower than expected  

HSMR: Weekday emergency admissions 87.5 Lower than expected 

HSMR: Weekend emergency admissions 94.4 As expected 

 
In addition to considering the high level data above, which is also reported in the Integrated 
Quality Performance Report, risk-adjusted mortality at both diagnosis and procedure group 
level is evaluated. There are currently investigations underway related to coronary 
angioplasty and acute myocardial infarction. The outcome of these investigations by the 
clinical service will be reported to the next meeting of the MMC in March.   
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Appendix 1: National Quality Board Dashboard – data to 30th September 2019 
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Executive Summary: This is the third quarterly report for 2019/20 setting out to the Trust Executive Committee 
the approach, progress and impact of the Transformation work. 
 
The Transformation Team have changed focus in Quarter Three to support operational 
colleagues in research, development and delivery of efficiency schemes as part of the 
drive to improve Use of Resources and to achieve their respective divisional forecasts. 
Whilst this means that Transformation opportunities, particularly in Ambulatory Care and 
Therapies, are now running slower than before, each opportunity being supported is 
being pursued using the Trust’s improvement methodology. 
 
The team remains on financial budget and up to date with Mandatory Training and 
Appraisal benchmarks. We were delighted to reach 100% completion of the Staff 
Survey. 
 
The key risks to sustained delivery of Transformation remain IT system productivity and 
operational capacity. 
 
A plan for Transformation opportunities over the next two years has been collated with 
respective clinical and support service leaders. 
 

Recommendations: The Board is asked to note the report. 
 

Supports 
Trust Strategic  
Objectives: 

Right Care, Right Place, Right Time 
9. Patient choice 
• Aim: Ensure patients have access to high quality outpatient care, including by 

standardising outpatient pathways, supported by ICT, ensuring all activity is captured 
and reported 

• Aim: Offer patients greater choice in how they access acute specialties with 
alternative to face-to-face appointments 

 
Build a Better St. George’s 
12. Strategy and engagement 
• Aim: We will develop an organisational and clinical strategy that asserts St. George’s 

position as a provider of local and world –reading specialist services 
• Aim: We will work with our partners and stakeholders to seek their views, so we 

address the challenges we face together 
13. Governance 
• Aim: More engagement and involvement of patients, front line staff and partner 

organisations 
 

CQC Themes: • Effective: your care, treatment and support achieve good outcomes, help you to 
maintain quality of life and are based on the best available evidence.  

• Responsive: services are organised so that they meet your needs. 
• Well-led: the leadership, management and governance of the organisation make 

sure it's providing high-quality care that's based around your individual needs, that it 
encourages learning and innovation, and that it promotes an open and fair culture. 
 

Single Oversight  Strategic Change 
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Framework Theme: 
Implications 

Risk: None directly in this paper. 
Legal/Regulatory: N/A 
Resources: None requested in this paper. 
Previously 
considered 

Builds on Trust Executive Committee Monthly 
Reports) 

Date: Nov, Dec 2019. 

Appendices: Appendix One – Quarterly Transformation Report to Board 22 January 2020.  
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– The Transformation Team have changed focus in 
Quarter Three to support operational colleagues in 
research, development and delivery of efficiency 
schemes as part of the drive to improve Use of 
Resources and to achieve their respective divisional 
forecasts. Whilst this means that Transformation 
opportunities, particularly in Ambulatory Care and 
Therapies, are now running slower than before, each 
opportunity being supported is being pursued using 
the Trust’s improvement methodology. 

– The team remains on financial budget and up to date 
with Mandatory Training and Appraisal benchmarks. 
We were delighted to reach 100% completion of the 
Staff Survey. 

– The key risks to sustained delivery of Transformation 
remain IT system productivity and operational 
capacity. 

– A plan for Transformation opportunities over the next 
two years has been collated with respective clinical 
and support service leaders 

– Highlights of Quarter Three 
– Digital Transformation 
– Patient Flow 
– Workforce Transformation 
– Maternity Transformation 
– Completed Plan Do Study Act Cycles 
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Q3 Transformation Report  
St George’s University Hospitals NHS Foundation Trust 
 

Summary 



3 Highlights of Quarter 3 2019-20 

Q3 Transformation Report  
George’s University Hospitals NHS Foundation Trust 
 

• Voice reminders helped over 8,000 patients to attend their appointment via calls to their home 
phones and 325,000 text reminders were sent 

• 158,000 outpatient follow-up and confirmation appointment letters were sent via Hybrid Mail 
• 154 Urology Stones patients avoided having a wasted appointment 
• 452 patients have been treated in the Gastroenterology and Liver Day Unit since June.  
• The Electronic Queue Management project for the Emergency Department won Health Innovation 
Network funding of £9,928 and a prototype system has been developed 

• 600 patients sent information about their symptoms to doctors before their consultation in ED through 
the edck.in pilot and this project won £5,000 at the Trust Dragons’ Den competition. 

• Funding was secured for an Estates feasibility study that will inform the Emergency Floor business 
case development 

• 75% of services are now live with electronic rostering for Junior Doctors 
• Maternity Continuity of Carer teams were able to book over 20% of women onto a Continuity 
Pathway 
 
 



4 Digital Transformation 
Text Messaging 
• Overall more than 325,000 text reminders were sent from October to December 2019, an increase of 25,000 from Q2. 
• A two way text reminder service for theatres, ten days ahead of the appointment was launched in November with over 1,200 patients 

benefitting from this service. More than with 86,000 two way text messages were sent in the quarter. 
 
Voice reminders 
• Voice reminders were piloted with one way functionality to test the impact of responding patient call volumes on the Central Booking Service.  
• Now launched, voice reminders have helped over 8,000 patients to attend their appointment via calls to their home phones. The service will 

expand to include mobile phones early in Q4. Sample analysis conducted in December indicates that a patient who hears a voice reminder is 
less likely to DNA their appointment (6%).  
 

Hybrid Mail 
• 158,000 outpatient follow-up and confirmation appointment letters have been sent via Hybrid Mail in Quarter Three. 
• The tender process to identify our new supplier has been commenced and due to complete in January.  
• Specialty service teams have been able to reduce the printing and posting of an average of 2,600 patient letters per day which includes letters 

from the QMH site.  
 
 No wasted appointments 
• 154 Urology Stones patients avoided having a wasted appointment in Q3 as the weekly reviews with the consultant continued to identify 

patients who needed a diagnostic test prior to attending on an outpatient basis (446 patients have benefited since the start of this project). 
• Efficiency improvements to the process have been specified which will mean less clinical and administrative time is required to perform the 

consultant reviews. 
• Trials are due to begin in other services including Cardiology and Orthopaedics following successful demonstrations to the clinicians.  

Q3 Transformation Report 
St George’s University Hospitals NHS Foundation Trust 
 



5 Key Improvement Indicators – Digital Transformation 

Q3 Transformation Report  
St George’s University Hospitals NHS Foundation Trust 
 



6 Patient Flow 
Therapies 
• The Allied Health Professional Day showed a variety of good local work and initiatives  
• A demand and capaicty data review of the past year was used to challenge future reporting and progress has been made for improved 

reporting and patient tracking for Trauma and Orthopaedics and for Neurology, Neurosurgery and Neurorehabilitation 
 
Ambulatory Care & Base Wards  
• Since 10 June 2019, the Gastroenterology and Liver Day Unit has treated a total of 452 patients; evaluation shows the unit enabled up to 

70% reduction in inpatient length of stay due with patients able to be discharged earlier and to return to the unit to complete their treatment 
• Out of hours Rivaroxaban dispensing commenced in November 2019 in the AMU and AAA 
• Two Multi-Agency Discharge Events were held to expedite inpatient diagnostic tests and assessments on the same day 

 
Urgency 
• The Electronic Queue Management project won Health Innovation Network funding of £9,928 and a prototype system has been developed; 

visible waiting times will improve patient experience and reduce Emergency Department (“ED”) frontline team interruptions 
• The edck.in pilot enabled 600 patients to electronically send information about their symptoms to doctors before their consultation, saving 

valuable clinical time. The project won £5,000 at the Trust Dragons’ Den competition 
 
Place 
• A new standard operating procedure to enable GPs to refer directly to Nye Bevan Unit has been developed and will go live in February; this 

will avoid unnecessary patient re-assessment in the Emergency Department, reduce patient waiting time and improving Trust efficiency 
• A Rapid Assessment Zone was launched in the ED to test the effect of putting senior clinical expertise earlier in patient pathway 
 
Emergency Floor 
• A Clinical Reference Group has been agreed with Dr Jane Evans which will approve all aspects of the Emergency Floor 
• Funding has been secured for an Estates feasibility study that will assess the ability of the St James Wing to take further development. 
• Simulation modelling is being developed to ensure that the Emergency Floor will be future proof 

Q3 Transformation Report to Board Jan 2020 
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7 Key Improvement Indicators – Patient Flow 
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8 Workforce Transformation 
eRoster 
• 5 more clinical services went live with eRosters for Junior Doctors during Quarter 3 
• The roll out of Activity Manager (eRoster for Consultants) started 
• The project has reviewed progress and lessons learned from the phase 1 of delivering eRoster for Junior Doctors. From 

this the Executive Sponsors have agreed revised objectives, by the end of March 2020 to:  
1. Complete the current implementation of Medics on Duty (Junior Doctors) and  
2. Deliver Activity Manager (Consultants) and  
3. Work to increase utilisation of eRoster to 37 priority services.  

• 20 of these services have also been identified as priorities for Medical Productivity Working Group.  
• An audit of utilisation has been completed, so engagement, training and support from the project team will 

increase to meet the needs of the services 
• NHS England / Improvement delayed the decision on the eRoster capital bids until the end of January  



9 Maternity Transformation 
• Continuity of Carer teams were able to book over 20% of women onto a Continuity Pathway   
• The New Beginnings Project was presented to the London Clinical Leaders Network, with positive feedback 

about both the content of the work and the co-design methodology 
• The renovation of the Forget Me Not Bereavement Suite on Labour Ward has funding to proceed  
• The Induction of Labour project has gained momentum with a Clinical Fellow joining the project team and 

support for increased outpatient induction given by the senior clinical staff 
• Data quality improvements have been made to the Maternity Dashboard 

Key Improvement Indicators – Maternity Transformation 

Q3 Transformation Report 
St George’s University Hospitals NHS Foundation Trust 
 



Ten Completed Plan Do Study Act Improvement Cycles  



• Transferring patients to Queen Mary’s 

• edck.in 

• Ear Wax Pathway 

• Multi Agency Discharge Event 

• Place Based Transformation Business 

Case Development 

• Sepsis 

• Atkinson Morley ward facilities 

• Mitie contract review 

• Rapid Assessment Zone 

• Medical Productivity and Model Hospital 

 

Already underway for Quarter 4 

Upcoming Plan Do Study Act Cycles 
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Executive 
Summary: 

This paper sets out the key risks and issues reviewed by the Committee at its 
meeting on 18 February 2020 including commenting on assurance to the Board 
on key risks allocated to the Committee.   

 

The overall message is of continuing progress on a number of fronts with no 
new risks to be brought to the attention of the Board, and no change to existing 
risk ratings. 

In relation to the NHS Staff Survey, the Trust’s results remain below the NHS 
average overall although there has been a discernible improvement in staff 
endorsement of the Trust as: a place to be treated; a place to work; and a 
place where patient focus was a top priority - all improving by around four 
percentage points.  This is encouraging, particularly as the rate of improvement 
is twice that achieved across the NHS whole.   

However the Committee noted with some disappointment that there had been 
only a very limited reduction in the proportion of staff reporting discrimination 
from colleagues or managers.  Of real concern was the fact that the proportion 
of Trust staff reporting discrimination from patients, service users and visitors, 
rose from 11.2% of staff to 11.8%.  It is clear from the discussion in Committee 
that this is a real issue for many of our staff and a very debilitating feature of 
their working experience.   Management were clear that they adopt a zero-
tolerance approach to this and would support any member of staff who does 
experience such behaviour.  We spent some time discussing possible further 
actions to address this and management agreed to revert with additional 
proposals at our next meeting.  This is an increasing issue across the NHS as 
a whole. 

 

Recommendation: 

 

Receive this report. 

Supports 

Trust Strategic 
Objective: 

Valuing our staff 

CQC Theme:  Are services at this Trust well-led 

Single Oversight 
Framework Theme: 

Board Assurance, Risk management 
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1.   Committee Chair’s Overview 

We had good attendance at the Committee meeting held on 18 February, and a very full 
Agenda. 

The areas of focus at this month’s meeting were: a detailed briefing on the Culture Change 
Programme; a review of the results of the NHS Staff Survey; a reconciliation of the two 
measures of the Trust’s staffing establishment; an update on progress on this year’s Diversity 
and Inclusion Action Plan and a proposal for next year’s D&I priorities; and a review of two draft 
Pay Gap reports, one dealing with Gender Pay and the other with Ethnicity Pay.  We also 
received a briefing on the Trust’s preparedness for any Corona Virus cases, with a particular 
focus on our handling strategies for our staff. 

The results of the Staff Survey were broadly encouraging, although the Trust still remains below 
the NHS average overall.  Whilst there is clear progress in many areas, engagement and 
sentiment levels in some segments of the Trust’s workforce (e.g. BAME, staff with disabilities 
etc.) are at real risk of remaining low, and of those staff being left behind.  We have strategies 
and actions in place to help address this, but we will need to maintain focus.  The improvement 
in the survey results overall, whilst welcome, must not detract from the very real need to 
concentrate on our culture, engagement and inclusion work.  The good news is that this is being 
maintained and we are setting a clear expectation of further progress. The bad news is that a 
material and increasing proportion of our staff report having experienced discrimination from 
patients, service users and visitors. Management were clear that they adopt a zero-tolerance 
approach to this and would support any member of staff who does experience such behaviour.  
We spent some time discussing possible further actions to address this and management 
agreed to revert with additional proposals at our next meeting.  This is an increasing issue 
across the NHS as a whole. 

That said, the overall message is of continuing progress on a number of fronts with no new risks 
to be brought to the attention of the Board.  We noted a number of impending changes within 
the senior leadership team, and a shift of responsibilities to enable other individuals to step up 
into roles on an interim basis.  We expressed our appreciation to Tom Shearer and Rob 
Bleasdale, who had stepped into the roles respectively of Chief Financial Officer and Chief 
Nursing Officer and who had made to time to attend, and contributed well to the meeting.    

2.   Key points:- 

Board Assurance  

The Committee has five Trust level risks1 allocated to it as part of the Board Assurance 
Framework.  The Committee recommends that the risk ratings for these remain as currently set.   

 

Theme 1 - Engagement  

Staff Survey – we spent a significant part of the meeting being briefed on the results of the 
2019 NHS Staff Survey, and specifically the results for the Trust compared to 2018.  In 
summary, the results demonstrated continued progress in many areas but also some areas of 
continuing concern.  The Trust’s results are still below the NHS average.    

In relation to the three key ‘place’ questions, there has been solid progress over the last year, 
with staff endorsement of the Trust as: a place to be treated; as a place to work; and as a place 

                                                           
1
 SR 11 – cultural shift (staff feel engaged, able to raise concerns); SR12 diversity and inclusion; SR13 failure to 

address culture of bullying and harassment; SR14 recruit and retain the right workforce; and SR15 unable to 
deliver new and innovative roles and ways of working. 
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where patient focus was a top priority - all improving by around four percentage points.  This is 
encouraging, particularly as the rate of improvement is twice that achieved across the NHS 
whole.   

However, whilst acknowledging the progress being made, we had a detailed discussion of the 
areas that the survey tells us we need to maintain focus on.   We looked closely at three 
‘discrimination’ questions.  Responses on two2 of these had improved, but that improvement 
was only modest.  In relation to a third discrimination question, relating to experiencing 
discrimination from patients, service users and visitors, the percentage reporting having 
experienced this rose from 11.2% of staff to 11.8%.  It is clear from the discussion in Committee 
that this is a real issue for many of our staff and a very debilitating feature of their working 
experience.  We agreed that the Trust needed to sharpen its response to such actions, and 
executive management have committed to revert with further proposals to address this.  We 
accepted that this is a complex issue to manage, but this should not stop us acting to support 
our staff and provide a safe working environment.  We will follow up at our next meeting, at 
which point we will also be reviewing management’s analysis of the 1,200+ comments 
generated by staff responding to the survey. 

Medical Engagement – we received a short report from Richard Jennings on the results of the 
recent Medical Engagement Survey.  This suggested that engagement was still well below the 
NHS average (and only modestly higher then when a similar assessment was undertaken in 
2016).  There were particular challenges at each end of the seniority spectrum – consultants 
and junior doctors.   Engagement was highest when doctors considered their immediate team, 
and lowest when considering the Trust as a whole.   Richard is reviewing the detailed results 
and will revert with a final assessment, and the Trust’s proposal to address this.   We take the 
results of this every bit as seriously as the Staff Survey, as having our medical workforce on 
board is critical to implementing the service and efficiency improvement sought. 

Diversity and Inclusion - Lisa Childs has been seconded from Epsom and St Helier to work 
with the Trust over the last six months on Diversity and Inclusion (and specifically race equality 
and disability equality).  Lisa reported on progress against the Trust’s project plan during that 
period, and also laid out a proposed Action Plan for the next financial year.   Progress to date 
was encouraging, and a number of actions are now on target and well on the way to completion 
by year-end.  There were no concerns arising as a result of the Committee’s review of this. The 
proposed Action Plan for 20-21 was reviewed and endorsed, and this will now be consulted 
upon more widely within the Trust.  With the end of her secondment coming shortly, this was 
Lisa’s last meeting and we thanked her for the work she had undertaken. 

Discriminatory Application of Disciplinary Process - At a previous meeting, we had asked 
that more detailed analysis be undertaken of a sample of disciplinary cases to ensure that the 
decisions made and actions taken in relation to BAME members of staff were (a) consistent with 
those taken in relation to white staff, and (b) consistent with Trust policies.  The analysis and 
conclusion was presented to the Committee.   The Review, of 30 cases, concluded that there 
was consistency across both areas.   Importantly, however, the review noted that there was not 
always clear and demonstrable use of the Trust’s internal pre-disciplinary checklist, or of a 
consistent approach between different HR advisers.  The pre-disciplinary checklist had been 
created specifically to help ensure consistency of treatment, and consistency of decision-making 
as to which situations warranted use of disciplinary proceedings.  The Review therefore 
recommended that the protocol be used in all cases, and the Committee accepted and 
endorsed that recommendation. Harbhajan Brar agreed to action this. 

Pay Gaps - Sion Pennant-Williams introduced two Pay Gap reports, each with a snapshot date 
of 31 March 2019. The Gender Pay Gap Report is now in its third year, so we are able to show 
changes over time.  This will also be the second year we have published an Ethnicity Pay Gap 

                                                           
2
 Q14, acting fairly in relation to career progression / promotion, up from 72.3% to 73.4%, and Q15b, 

experiencing discrimination from a manager, team leader or colleague, down from 12.9% to 12.6%. 
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review so we can see the changes since prior year, although neither yet amounts to trend data. 
The overall result of both reports disappointingly show little movement in the overall Pay Gaps, 
but certainly some early indicators of positive change in gender pay.   

As well as reviewing the gender pay gap generally, the Committee focussed on two areas.  The 
impact that the shift to a financial long service award had had on the bonus gap, and the 
beginnings of a positive shift in the proportion of female consultants receiving a local Clinical 
Excellence Award. The Committee discussed ways to separate these factors from the 
underlying data, and Sion has since re-run the Reports to reflect the specific impact of each of 
these. 

The ethnicity pay gap report showed that BAME employees are under-represented at the higher 
bands and over-represented at the lower bands, and that overall there is a pay gap in favour of 
white staff.  The data suggests that the pay gap disproportionately affects Black/Black British 
employees, who make up 16% of our total workforce. The implication is that the cause of the 
pay gap may run deeper than simply under-representation of overall BAME employees in the 
higher pay bands.  The Diversity and Action Plan for 20-21 is critical in helping to start to correct 
this.  

 

Theme 3 - Workforce Planning and Strategy 

Tom Shearer and Sion Pennant-Williams reported back on work they had been undertaking to 
reconcile the Agresso and ESR totals for the Trust’s establishment.   This demonstrated that a 
closer reconciliation could be achieved and, other than for the period at the very beginning of 
each financial year, this would be undertaken routinely in future.  We anticipate this coming 
through in future reporting from HR and finance where very similar staff establishment totals 
should be reported.    

We reviewed a number of workforce statistics for January, most of which were trending 
broadly steady.  Although the agency fill rate had moved up marginally in the month, we noted 
that agency spend remained below the Trust’s own cap.   

 

Theme 4 – Compliance.   

Freedom to Speak Up – we received a progress report from Liz Wood on the Trust’s Guardian 
programme, and noted that the processes appeared to be working, with concerns being raised 
and escalated.  We deferred consideration of where the Guardian should report into the Trust, 
to enable a full options assessment to be made. 

Committee Effectiveness – we reviewed the results of the effectiveness review.  Whilst these 
were generally supportive of the shift to a more assurance-focussed approach, there were a 
number of pointers to ways we could sharpen our meeting management and ensure we 
maximised our effectiveness.  We will action these. 

Other – we sought and received assurance from Harbhajan Brar that he was not aware of any 
areas where there had been or was any non-compliances by the Trust. 

 

Stephen J Collier 

22 February 2020 
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Meeting Title: Trust Board 

Date: 27 February 2020 Agenda No 3.1.1 

Report Title: Gender Pay Gap 

Lead Director/ 
Manager: 

Harbhajan Brar, Chief People Officer 

Report Author: Sion Pennant-Williams, Workforce Intelligence Manager 

Presented for: Assurance/Approval 

Executive 
Summary: 

The Trust has a legal requirement to produce an annual gender pay gap report 
based on a snapshot date of the 31 March each year. This report must be 
submitted to the Government and published on the Trust’s public website. 
 
The gender pay gap as at the 31 March 2019 (the snapshot date for reporting) 
is 14.83% mean and 7.85% median. The 4 pay quartiles show a higher 
proportion of males in the highest and lowest pay quartiles, despite the 
workforce being predominantly female.  
 
The mean pay gap has increased by just over 1% since the previous year. 
Examination of the pay gap within the different payscales shows that there is 
little difference in the average hourly rates until band 9. Similar to previous 
years the reason for the pay gap lies primarily within the medical and dental 
staff group, primarily in the Junior Doctor and Consultant pay grades. 
 
The mean gender pay gap for bonuses is 42.5% and the median is 66.67%. 
This figure has seen a large increase since the previous year. This is due to 
the inclusion of low value long service awards which were primarily paid to 
female staff, whilst the Clinical Excellence Awards were of much higher value 
and were primarily paid to males Consultants, though it looks like more female 
Consultants are starting to receive these. 
 

Recommendation: 
 
 
 

The Board is asked to note that: 

 Note the contents of the report and offer any comments; and 
 

 The Workforce & Education Committee considered this report on 18 
February 2020 and the Committee’s reflections were included in the 
Committee’s Board Report under agenda item 3.1; and 

 

 Agree, subject to reflecting any matters raised by the Board, that the report 
could be published on the Trust’s public website. 

 

Supports 

Trust Strategic 
Objective: 

Build a better St George’s 
 

CQC Theme:  Leadership & Engagement 

Single Oversight 
Framework Theme: 

N/A 

Implications 

Risk: N/A 

Legal/Regulatory: Submit is data to the Government and publish the report on public website. 

Resources: N/A 

Equality and 
Diversity: 

This report addresses equality and diversity issues related to gender pay 
inequalities. 

Previously 
Considered by: 

Trust Executive Committee 

Workforce & Education Committee 

Date: 19/02/2020 

18/02/2020 

Appendices: N/A 
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Gender Pay Gap Report 
Data as at 31 March 2019 

 
1.0 PURPOSE 
 
1.1 Provide initial findings of the gender pay gap. 
 
1.2 Generate discussion as to how to respond to these findings. 
 
 
1.0 BACKGROUND 

  
2.1 As per the legal requirement, an annual gender pay gap based on a snapshot date of the 31st 

March each year has to be produced and the figures submitted to the Government. This 
report shows the data from the 31st March 2019. 

 
2.2 It was expected that discussions within this meeting may shape the report further. 
 
 
2.0 ANALYSIS 

 
3.1 There is a mean pay gap of 14.83% and median pay gap of 7.85% between male and female 

staff. 
 
3.2 Female employees are under-represented in the Upper Pay Quartile, and also in many of the 

higher-paid payscales. 
 
3.3 The pay gap lies mainly within the medical staff group which has the highest pay gap at both 

consultant and non-consultant level. 
 
3.4 There is a mean bonus pay gap of 42.5% and median pay gap of 66.67% between male and 

female staff. 
 
3.5 1.68% of all female staff are paid bonuses compared with 5.43% of all male staff. 
 
3.8 This year saw the inclusion on Long Service Awards in the bonus pay gap, as employees now 

receive a voucher for £50 rather than a crystal bowl. These low value bonuses that were paid 
primarily to females have massively increased the bonus pay gap.  

 
3.9 The other bonuses paid were to consultants in the form of Clinical Excellence Awards and 

Distinction Awards. These high value bonuses to were paid primarily to males, though there 
are more new entry females receiving these bonuses than there were in previous years. 

 
4.0 IMPLICATIONS 
 
Risks 
4.1 Reputational risk 
 Impact on staff turnover, higher dissatisfaction levels on staff surveys and FFT 
 Negative impact on customer care 
 
Legal/Regulatory 
4.2 The Trust is required to submit is gender pay gap data to the Government and publish the 

report on its public website. 
 
Resources 
4.3 N/A 
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Equality & Diversity 
4.4 This report addresses equality and diversity issues related to gender pay inequalities. 
 
 
5.0 RECOMMENDATION 
 
The Board is asked to note that: 

5.1 Note the contents of the report and offer any comments; and 
 
5.2 The Workforce & Education Committee considered this report on 18 February 2020 and the 

Committee’s reflections were included in the Committee’s Board Report under agenda item 3.1; 
and 
 

5.3 Agree, subject to reflecting any matters raised by the Board, that the report could be published on 
the Trust’s public website. 
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Gender Pay Gap Reporting 2018/19 

Introduction 

The Equality Act 2010 (Gender Pay Gap Information Regulations 2017) requires all organisations with over 250 

employees to report on and publish their gender pay gap on a yearly basis. This is based on a snapshot from 

31st March of each year, and each organisation is duty bound to publish information on their website. This 

report captures data as at 31st March 2019. 

St George's University Hospitals NHS Foundation Trust employs over 8,500 staff in a number of staff groups, 

including administrative, medical, nursing, and allied health roles. All staff except for medical and Very Senior 

Management (VSM) are on Agenda for Change payscales, which provide a clear process of paying employees 

equally, irrespective of their gender. 

What is the gender pay gap? 

The gender pay gap is the difference between the average hourly earnings of men and women – this is not the 

same as equal pay, which is concerned with men and women earning equal pay for the same jobs, similar jobs 

or work of equal value. It is unlawful to pay people unequally because they are a man or a woman. Instead the 

gender pay gap highlights the imbalance of pay across an organisation. For example, if an organisation’s 

workforce is predominantly female yet the majority of senior positions are held by men, the average female 

salary could be lower.  

What do we have to report on? 

The statutory requirements of the Gender Pay Gap legislation is that each organisation must calculate the 

following: 

 The mean basic pay gender pay gap 

 The median basic pay gender pay gap 

 The proportion of males and females in each quartile pay band 

 The mean bonus gender pay gap 

 The median bonus gender pay gap 

 The proportion of both males and females receiving a bonus payment 

Definitions of pay gap 

The mean pay gap is the difference between the pay of all male and female employees when added up 

separately and divided by the total number of males, and the total number of females in the workforce. 

The median pay gap is the difference between the pay of the middle male and middle female, when all male 

employees and then all female employees are listed from the highest to the lowest paid. 

Who is included? 

All staff who were employed by St George’s and on full pay on the snapshot date (31st March 2019) are 

included. Bank staff who worked a shift on the snapshot date are included. Consultant Additional 

Programmed Activities (APA’s) are included, but general overtime pay and expenses are excluded. 

Employees who are on half or nil absence or maternity leave, hosted staff (e.g. GP Trainees) and agency staff 

have not been included. 
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Bonus pay is defined as any remuneration that is in the form of money, vouchers, securities or options and 

relates to profit sharing, productivity, performance, incentive or commission. This therefore also includes 

CEA’s and also Distinction Awards. Recruitment & retention payments (RRP’s) are only included if they are a 

one-off payment at the start of recruitment, not if they are continuous. Workplace vouchers that are paid in 

addition to basic salary should be included, but not if they take the form of a salary sacrifice arrangement.  

Background 

This is the third gender pay gap report produced. Our last Gender Pay Gap report was in March 2019 based on 

snapshot data from 31st March 2018. The findings were: 

 Our mean pay gap was 13.61% 

 Our median pay gap was 4.96% 

 Our mean bonus pay gap was 12.25% 

 Our median bonus pay gap was 17.19% 

The total workforce was comprised of 73% female and 27% male. The pay quartile split was as follows: 

 

Further analysis of this data revealed that although most of the higher bands had a higher proportion of males 

than the overall Trust composition, the gender gap lay primarily within the Medical & Dental staff group, 

specifically the Consultant role. If this staff group was excluded from the calculations then the pay gap would 

actually have been in favour of females.  

The only bonuses that paid within this period were to Medical Consultants. It was noted that although 55% of 

Consultants were male, 64% of bonuses had been paid to males whereas 45% of Consultants were female and 

just 36% of bonuses had been paid to females. 

Trust Gender Profile (based on headcount) 

St George's University Hospitals NHS Trust, as is typical of the NHS, has a higher proportion of females to 

males in its workforce – of the 8,947 staff counted as part of the gender pay gap reporting, 6,423 were female 

compared to 2,524 male: 

           

  

Female, 
72% 

Male, 28% 
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Gender Pay Gap 

  
   

Mean gender pay gap– 14.83%    Median gender pay gap – 7.85% 
(2017/18 – 13.61%)     (2017/18 – 4.96%) 
 
The above figures show that the mean hourly pay for males is £3.49 higher than that of females, which is a 

gap of 14.83%. Male median pay is £1.55 higher than females, which is a gap of 7.85%. 

 

Pay quartile split: 

 

 

What does this mean? 

Both the mean and median pay gaps have increased since the previous year. To understand where this 

increase has occurred in the mean pay gap it is helpful to look at the differences in each band. 

  

 £23.53  

 £20.04  

Male Female

Mean Hourly Rate 

Male Female

 £19.72  

 £18.17  

Male Female

Median Hourly Rate 

Male Female
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Mean Pay Gap 

To determine the cause of the mean pay gap is it worthwhile examining the gender composition and pay gaps 

in each individual pay grade. This is shown in the following table, with the higher average pay by gender 

highlighted in green.  

Grade 

No. of 
male 
staff 

No. of 
female 

staff 

Male 
Hourly 
Rate* 

Female 
Hourly 
Rate* Difference Gapᶧ 

2017/18 
Gapᶧ 

Band 2 458 893 12.10 12.17 -0.07 -0.56% -1.03% 

Band 3 195 450 12.16 12.00 0.16 1.34% 1.00% 

Band 4 162 478 13.12 13.36 -0.23 -1.78% -2.90% 

Band 5 261 1,155 16.67 16.86 -0.19 -1.15% -1.06% 

Band 6 288 1,259 20.71 20.63 0.08 0.40% -1.89% 

Band 7 231 892 23.42 23.68 -0.27 -1.15% -0.55% 

Band 8a 112 268 27.92 27.30 0.62 2.21% 0.90% 

Band 8b 39 80 32.43 32.13 0.30 0.92% 1.39% 

Band 8c 18 23 36.36 36.27 0.08 0.23% -0.02% 

Band 8d 19 23 43.17 42.64 0.53 1.22% 1.28% 

Band 9 6 5 51.72 53.00 -1.27 -2.46% -3.86% 

VSM 10 8 69.93 67.88 2.05 2.94% 3.63% 

Medical - Non 
Consultant 325 410 28.51 26.74 1.77 6.20% 7.17% 

Medical - Consultant 333 266 48.91 46.79 2.12 4.33% 3.94% 
*refers to the mean hourly rate 

ᶧ negative values mean that the difference and the gap are favourable to females 

Gender split by band – based on headcount: 

 

 

The mean gender pay gap has increased by just over 1% in the last year. The table above shows where the 

changes are in each grade – however there have been no significant changes over the year. The gap in some 

cases have narrowed, in other cases it has increased – this is part of the constant movement of the Trust staff 

profile, which remains fairly consistent. In the majority of grades the pay gap is less than 2%, but where it is 

higher than 2% tends to be in the higher grades where male staff are over-represented. In the past 2 years the 
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proportion of females in band 9 and VSM has increased, most notably in the VSM grade which has gone from 

37.5% in March 2017 to 44.44% in 2019. 

The following graph shows the mean hourly rate for each grade by gender. It shows that they are more or less 

the same, with the only noticeable divergents occurring at the higher bands. 

   

 

The above graph shows that the biggest gap in hourly pay is in the medical staff group, and as with previous 

years it is this pay gap that is the most significant. Although the gap has narrowed in the non-Consultant 

group, at 6.2% it is still significant and there is a £1.77 difference in average hourly pay. The pay gap has 

increased for Consultants and there is a £2.12 difference in hourly pay. The medical staff group consists of 

1,334 staff and so these differences are notable and once again this is where the overall pay gap lies. If 

medical staff are removed from the overall total then the gender pay gap would be 1.32% in favour of 

females. 

Medical Staff 

Medical staff group comprises of all trainee to Consultant roles. The pay gap for Medical staff as a whole is is 

10.82% (up from 11.43% last year) - males get paid on average £4.20p/h more than females. The proportion 

of male to female staff is 49.33% to 50.67%.  
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Band 

No. of 
male 
staff 

No. of 
female 

staff 

Male 
hourly 
rate* 

Female 
hourly 
rate* Difference Gapᶧ 

2017/18 
gapᶧ 

Foundation 1 12 29 14.97 14.86 0.11 0.76% 1.11% 

Foundation 2 19 26 17.91 17.80 0.12 0.65% 1.45% 

Junior Dr 278 342 29.27 28.02 1.25 4.26% 6.24% 

Associate 
Specialist 5 7 39.23 44.96 -5.73 -14.60% 2.63% 

Specialty Doctor 11 5 37.37 29.22 8.15 21.82% -0.95% 

Consultant 333 266 48.91 46.79 2.12 4.33% 3.94% 

 

*refers to the mean hourly rate 

ᶧ negative values mean that the difference and the gap are favourable to females 

 

Gender Split by Medical Role – based on headcount 

 

Consultants 

St George's had 599 consultants in post on 31st March 2019. It was noted in the 2016/17 report that Medical 

Consultants are one of the highest paid roles in the Trust, and are eligible to receive clinical excellence awards 

(CEAs) and Additional Programmed Activities (APAs) which are consolidated into the basic pay calculations.  

There are more male consultants than female (respectively 56% male to 44% female). Male Consultants were 

paid on average £2.12 p/h more than female Consultants, and this gap has increased since 2017/18 when it 

was 3.94%.  

Non-Consultants 

The pay gap for Foundation level Doctors has narrowed slightly since 2017/18, so the gap is now less than 1% 

for both level 1 and level 2. The proprtion of females to males in level 2 has also increased from 53% female 

to 58%, which suggests that more female are going into doctor training.  

 

 

The Trust has over 600 junior doctors, and they are the most numerous of the medical roles. The overall pay 

gap for Junior doctors has decreased from 6.24% to 4.26%, and although there is a higher proprtion of 

females in this role, male Junior Doctors are paid on average £1.25 p/h more than female Junior Doctors. 

Male Junior Doctors are getting more basic pay than female Junior Doctors, with 71% of male Junior Doctors 
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being in the overall upper quartile compared with 61% of females. There are 10 spine points on the basic 

Junior Doctor payscale, and males tend to be on the higher points which suggests that males are continuing 

the training for longer and that females are dropping out or taking longer to complete their training, possibly 

taking a break to start a family.  

 

Median Pay Gap  

The median is based on the hourly rate that is in the middle when lined up from lowest to highest. Keeping in 

mind that the Trust profile is 72% female to 28% male, females are over-represented in the middle quartiles, 

whilst slightly under-represented in the lower quartile. However in the upper quartile males are over-

represented at 39%, which has increased slightly from 38% last year and 37% the previous year. The 

proportion of males and females in each quarter is shown below:  

 

Males Females 

Lower Quartile 27.81% 24.10% 

Lower Middle Quartile 18.58% 27.26% 

Upper Middle Quartile 19.18% 27.37% 

Upper Quartile 34.43% 21.27% 

 

The highest concentration of males is in the upper quartile, whereas this is where the lowest concentration of 

females sits. We can see that this disproportionately high number of males in the Upper Quartile is affecting 

where the median gap is – adding the percentages from the lowest we can see that the median male hourly 

rate will be in the Upper Middle Quartile, whilst for females it will be in the Lower Middle Quartile.  

It is worth noting however that the overall median figure for hourly pay across the Trust regardless of gender 

is £18.42, which is much close to the female figure of £18.17 than the male figure of £19.72.  

Bonuses 

  

Mean gender pay gap – 42.5%    Median gender pay gap – 66.67% 
(2017/18 12.25%)      (2017/18 17.19%) 

 £13,860.64  

 £12,162.62  

 
£12,849.1

0  

 £7,388.06  

Male Female

Mean Bonus Pay 

2017/18 figure

 £9,040.50  

 £7,486.16  

 
£9,048.00  

 
£3,015.96  

Male Female

Median Bonus Pay 

2017/18 figure
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The recipients of the long service awards have previously been gifted a crystal bowl and therefore haven’t 

been included in the figures for bonus awards. However they now receive a voucher for £50 and so this is 

classed as a monetary value and as such are classed as a bonus and have been included in the calculations. As 

the Trust profile is 72% female most of these were given to female staff. The other bonuses paid in the time 

frame (1st April 2018 to 31st March 2019) were to medical Consultants in the form of CEA’s and Distinction 

Awards. These were paid mainly to males, and have a much higher value. This has caused a dramatic increase 

in the bonus pay gap since last year. We know from previous analysis that the main issue in the provision of 

bonuses is that the CEA’s are typically paid more to males than females, therefore although it is this higher 

pay gap that we will have to report on to the government, the following analysis will look at the bonus pay 

gap with the long service awards excluded.  

 

Mean gender pay gap – 25.4%     Median gender pay gap – 36.11% 
(2017/18 12.25%)      (2017/18 17.19%) 

Aside from the Long Service Awards the only bonuses paid were the distinction awards and Clinical Excellence 

Awards, both paid only to Consultants. Focussing just one these both the mean and the median pay gaps have 

doubled since last year, Only 6 Distinction Awards were paid (4 to male Consultants and 2 to female 

Consultants) compared to 190 CEA’s so this analysis will focus on the CEA’s. Whilst this initially looks alarming, 

both previous gender pay gap reports have noted that the Consultant role has traditionally been male 

dominated and so males will be getting higher paid CEA’s as they will have worked up the Clinical Excellence 

Award scale over the years. It has been noted in previous reports that there is no quick fix to this as these high 

value bonuses will be getting paid for several years, until the Consultants leave or retire. However last year 

the Trust committed to encouraging female Consultants to apply so that in time the balance can be redressed, 

and in 2018/19 there are 7 females Consultants who were not paid a CEA in the previous year and are now on 

CEA Level 1, compared with just 3 males. This suggests that the encouragement has been successful and that 

more females are applying for the CEA – but because they are on the lower paid first level this will bring both 

the mean and the median bonus pay for females down, thereby increasing the bonus gender pay gap.  

Another encouraging sign is that the proportion of females now receiving CEA’s in the lower age range has 

increased, suggesting a positive change for addressing the bonus pay gap in the future: 

 £13,860.64  
 £12,162.62  

 
£14,422.7

6  

 
£10,759.6

0  

Male Female

Mean Bonus Pay (excluding long 
service awards) 

2017/18 figure

 £9,040.50  

 £7,486.16  

 £9,048.00  

 £5,780.70  

Male Female

Median Bonus Pay (excluding long 
service awards) 

2017/18 figure
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2017/18: 

Age Range Female Male 

31-40 80% 20% 

41-50 36% 64% 

51-60 35% 65% 

61-70 33% 67% 

 

 

2018/19: 

Age Range Female Male 

31-40 86% 14% 

41-50 42% 58% 

51-60 34% 66% 

61-70 0% 100% 

  

Including the Long Service Awards there were a total of 245 bonuses paid in the period. 108 of these were to 

females, which is 1.68% of the total female employees in the Trust. In comparison 137 were paid to males, 

which is 5.43% of the total male employees in the Trust. Excluding the Long Service Awards 1.15% of the total 

female employees in the Trust and 4.83% of total male employees were paid a bonus.  

When compared with the proportion of male Consultants to female Consultants, 62% of bonuses were paid to 

males when they make up 56% of the role. 38% were paid to females, who make up 44% of the role. 

Year on Year 

Though we are unable to determine trends with 3 years’ worth of data, the figures for each metric over the 

year are presented here for reference. 

 

2016-17 2017-18 2018-19 

Mean Pay Gap 13.94% 13.61% 14.83% 

Median Pay Gap 2.11% 4.96% 7.85% 

Mean Bonus Pay Gap 15.05% 12.25% 25.40% 

Median Bonus Pay Gap 15.36% 17.19% 36.11% 

% males getting bonus 5.28% 4.98% 4.83% 

% females getting bonus 1.08% 1.11% 1.15% 

 

Comparison 

At the time of writing 22 Trusts had published their gender pay gap results for 2018-19. Seven of these Trusts 

had reported a lower mean pay gap than St George’s, and fourteen had a higher mean pay gap. Similarly 10 

Trusts reported a lower median pay gap, and 11 Trusts reported a higher median pay gap. 

* These figures will be updated nearer to publication when more Trusts have submitted their figures. 
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Progress and Next Steps 

There is still a higher proportion of males in the higher paid roles than females when comparing with the 

general Trust proportion, however the balance at band 9 and VSM is nearly equal and the pay gap has 

decreased. There is still a significant pay gap at Consultant level which is again primarily due to males getting 

paid more for CEA’s than females, though the number of females receiving CEA’s is increasing. This should 

eventually reduce the pay gap, though this will not start happening in the near future as they will need to 

work their way up the levels. 

The Trust will soon publish its Diversity and Inclusion Action Plan for 2020/21 which has a specific action for 

the Trust Women’s network group around reducing the Gender Pay Gap, though the next Gender Pay Gap 

report will be for the snapshot date 31st March 2020 so this may not have an impact until the following 

Gender Pay Gap report in 2021. 
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Meeting Title: 
 

Trust Board 

Date: 
 

27 February 2020 Agenda No 3.1.2 

Report Title: 
 

Ethnicity Pay Gap 

Lead Director/ 
Manager: 

Harbhajan Brar, Chief People Officer 

Report Author: 
 

Sion Pennant-Williams, Workforce Intelligence Manager 

Presented for: 
 

Assurance 

Executive 
Summary: 

The Trust voluntarily produced and published the first Ethnicity Pay Gap report 
to complement both the mandatory Gender Pay Gap report and the Workforce 
Race Equality Standards (WRES) report. 
 
The ethnicity pay gap as at the 31st March 2019 (the snapshot date for 
reporting) is 11.23% mean and 11.64% median. The 4 pay quartiles show a 
higher proportion of white employees in the highest pay quartile, and a higher 
proportion of BAME staff in the lowest pay quartile. 
 
There has been little change from the previous year – the largest pay gap still 
affects Black/Black British employees who are paid on average £5.27 an hour 
less than white employees, comprising of a mean pay gap of 23.74%. Again 
this is primarily due to a lack of Black/Black British employees in the higher pay 
bands of the admin and clerical staff group. 
 

Recommendation: 
 
 
 

The Board is asked to note that: 

 Note the contents of the report and offer any comments; and 
 

 The Workforce & Education Committee considered this report on 18 
February 2020 and the Committee’s reflections were included in the 
Committee’s Board Report under agenda item 3.1; and 

 

 Agree, subject to reflecting any matters raised by the Board, that the report 
could be published on the Trust’s public website. 

 

Supports 

Trust Strategic 
Objective: 

Build a better St George’s 
 

CQC Theme:  Leadership & Engagement 
 

Single Oversight 
Framework Theme: 

N/A 

Implications 

Risk: N/A 

Legal/Regulatory: N/A 

Resources: N/A 

Equality and 
Diversity: 
 

This report addresses diversity and inclusion issues related to ethnicity pay 
inequalities. 

Previously 
Considered by: 

Trust Executive Committee 

Workforce & Education Committee 

Date: 19/02/2020 

18/02/2020 

Appendices: N/A 
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Ethnicity Pay Gap Report 
 

1.0 PURPOSE 
 
1.1 Agree to publish on the Trust external website 
 
 
2.0 BACKGROUND   
 
2.1 The Trust voluntarily produced and published the first Ethnicity Pay Gap report to complement 

both the mandatory Gender Pay Gap report and the Workforce Race Equality Standards 
(WRES) report 

 
2.2 Data is a snapshot from 31st October 2019 
 
 
3.0 ANALYSIS 
 
3.1 There is a mean pay gap of 11.23% and median pay gap of 11.64% between white and 

BAME staff. The mean pay gap has barely changed over the year, however the median pay 
gap has doubled. 

 
3.2 An increase in the number of BAME employees since the previous year is the primary reason 

why the median pay gap seen such an increase. 
 
3.3 BAME employees are over-represented in the lower pay quartiles and under-represented in 

the higher pay quartiles.  
 
3.4 There is a pay gap in favour to white staff for all the different ethnic groups except that of 

Chinese/Other. 
 
3.5 The largest pay gap is between white staff and Black/Black British staff – this discrepancy is 

mainly found within the admin and clerical staff group. 
 
 
4.0 IMPLICATIONS 
 
Risks 
4.1 Reputational risk 
 Impact on staff turnover, higher dissatisfaction levels on staff surveys and FFT 
 Negative impact on customer care 
 
Legal Regulatory 
4.2 N/A 
 
Resources 
4.3 N/A 
 
Equality & Diversity 
4.4 This report addresses equality and diversity issues related to ethnicity pay inequalities. 
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5.0 RECOMMENDATION 
 
The Board is asked to note that: 

5.1 Note the contents of the report and offer any comments; and 
 
 
5.2 The Workforce & Education Committee considered this report on 18 February 2020 and the 

Committee’s reflections were included in the Committee’s Board Report under agenda item 3.1; 
and 
 

5.3 Agree, subject to reflecting any matters raised by the Board, that the report could be published on 
the Trust’s public website. 
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Ethnicity Pay Gap 2018/19 

1. Background 

Although not yet mandated to do so, in March 2019 St George's produced its first Ethnicity Pay Gap report 

alongside its second Gender Pay Gap report. This showed that on average white employees were paid £2.37 

an hour more than Black, Asian and minority ethnic (BAME) employees. 

As figures were collated for the 2018/19 Gender Pay Gap, to be published in March 2020, the information for 

ethnicity was also collated and the findings are detailed in the following report. 

As this is the second year we are reporting on this we can compare the figures with the previous year. 

However it is important to note that two sets of data do not comprise a trend. If the figures have improved or 

deteriorated then we can try to determine why, but this is not necessarily a major cause of concern or 

celebration.  

2. What we are reporting on 

The figures are produced in the same format as the gender pay gap figures, and so we have calculated: 

 The mean basic pay gap 

 The median basic pay gap 

 The proportion of White and BAME staff in each quartile pay band 

The mean pay gap is the difference between the pay of all white and BAME employees when added up 

separately and divided by the total number of white and BAME employees in the workforce. 

The median pay gap is the difference between the pay of the middle white employee and the middle BAME 

employee, when all of the employees are listed from the highest to the lowest paid. 

Though part of the gender pay gap reporting, this report does not include figures for the bonus pay gap i.e. 

the difference in how many white and BAME staff receive bonus payments. 

3. Who is included? 

All staff who were employed by St George’s and on full pay on the snapshot date (31st March 2019) are 

included. Bank staff who worked a shift on the snapshot date are included. Consultant Additional 

Programmed Activities (APA’s) are included, as are Clinical Excellence Awards (CEA’s). The calculations exclude 

overtime pay and expenses.  

Employees who are on half or nil absence or maternity leave, hosted staff (e.g. GP Trainees) and agency staff 

have not been included. 
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4. Trust Ethnicity Profile (based on headcount) 

At the snapshot date St George's University Hospitals NHS had 4,597 white employees and 3,955 BAME 

employees. There are also 395 employees whose ethnicity is unknown. This is a slight decrease in white 

employees and slight increase in BAME employees than in 2018: 

 

 

Whilst the Trust has a 97% complete set of ethnicity data for substantive staff, there are a number of gaps for 

bank staff which the pay gap data includes. However some of these gaps have been addressed over the year 

and the number of ‘unknowns’ have reduced, and so the data set for 2018-19 is 96% complete. 

5. Ethnicity Pay Gap 

Ethnicity MEAN 
Hourly 
Rate 

MEDIAN 
Hourly Rate 

White 22.18 19.59 

BME 19.69 17.31 

Difference 2.49 2.28 

Pay Gap % 11.23% 11.64% 

  

The mean hourly pay for white employees is £2.49 higher than that of BAME employees, which is a gap of 

11.23%, The median pay for white employees is £2.28 higher than BAME employees, which is a gap of 

11.64%. 

 

In 2017/18 the mean hourly pay for white employees was £21.46 and £19.09 for BAME employees. This was a 

difference of £2.37 an hour and a pay gap of 11.04%. The median hourly pay for white employees was £18.71 

and £17.63 for BAME employees. This was a difference of £1.08 an hour and a pay gap of 5.77%. 

51% 

44% 

4% 

52% 

43% 

5% 

White BAME Not Stated

2019

2018
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The average hourly rate for white employees increased by £0.72, which represented a 3.25% increase. For 

BAME employees it increased by £0.60, which represented a 3.05% increase. However the median hourly rate 

increased by £0.88 for white employees (a 4.49% increase), but actually fell by £0.32 for BAME employees, a 

decrease of 1.85%.  

 

6. Pay Quartile Split 

 

6.1. By Quartile 

 

 

  

 £21.46  

 £19.09  

 £22.18  

 £19.69  

White BAME

Mean Hourly Rate 

2017/18 figure

 £18.71  

 £17.63  

 £19.59  

 £17.31  

White BAME

Median Hourly Rate 

2017/18 figure

52.69% 

37.02% 

45.06% 

35.19% 

9.66% 

3.96% 

2.64% 

5.07% 

37.65% 

59.02% 

52.30% 

59.74% 

Lower Quartile

Lower Middle Quartile

Upper Middle Quartile

Upper Quartile

BME

Not Stated

White
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Given that BAME employees comprise of 44% of our workforce, they are clearly over-represented in the lower 

pay quartile and under-represented in the upper pay quartile. Comparing the data with the previous year, 

there has been increases in the proportion of BAME employees in the lower and lower middle quartiles. 

 

6.2. By grade 

Comparing the number of employees in each grade from last year can help explain the increase in the median 

pay gap: 

  2017/18 2018/19 

Grade White BAME White BAME 

Band 2 463 766 460 807 

Band 3 259 316 264 349 

Band 4 312 262 320 290 

Band 5 818 632 685 687 

Band 6 744 695 825 694 

Band 7 741 321 734 361 

Band 8a 259 96 278 94 

Band 8b 84 23 88 28 

Band 8c 49 7 32 9 

Band 8d 29 3 38 4 

Band 9 12 1 10 1 

VSM 13 2 15 3 

Medical 710 464 740 494 

Total 4493 3588 4489 3821 

  

There has been a notable increase in BAME employees at the lower bands compared with white employees. 

As the median looks at the middle figure when lining up the staff from lowest paid to highest, having an 

increase in BAME employees at lower bands is bound to have an impact, and this is why the median pay gap 

has increased. However this is not necessarily a negative. We have 233 more BAME employees then last year, 

whilst the number of white employees is basically unchanged. New staff will typically be on the bottom of the 

scale so they will earn less than existing employees. The issue of over-representation of BAME employees in 

lower bands and under-representation in higher bands is not to be ignored, but this does suggest that we are 

recruiting higher numbers of BAME employees who with the right training and development opportunities 

can progress up the career ladder in St George's and in time can help address this imbalance.  
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Grade 

No. 
of 
White 
staff 

No. of 
BAME 
staff 

White 
Hourly 
Rate* 

BAME 
Hourly 
Rate* Difference Gapᶧ 

2017/18 
Gapᶧ 

Band 2 460 807 12 12.3 -0.23 -1.88% -1.10% 

Band 3 264 349 12.2 12.1 0.08 0.64% -0.44% 

Band 4 320 290 13.5 13.2 0.27 2.02% 2.79% 

Band 5 685 687 16.4 17.3 -0.95 -5.80% -7.80% 

Band 6 825 694 19.7 21.8 -2.13 -10.82% -10.14% 

Band 7 734 361 23.6 23.8 -0.22 -0.93% -1.34% 

Band 8a 278 94 27.3 28.2 -0.86 -3.15% -2.39% 

Band 8b 88 28 32.4 31.6 0.85 2.62% 2.71% 

Band 8c 32 9 36.7 35.1 1.55 4.22% 1.12% 

Band 8d 38 4 43.1 41.2 1.83 4.25% 7.00% 

Band 9 10 1 52.4 51.6 0.80 1.53% 7.66% 

VSM 15 3 68.5 71.6 -3.10 -4.52% -9.14% 

Medical 740 494 76.2 74.3 1.90 2.50% 3.61% 

 

If we break the figures by band it shows that the pay gap is in favour of BAME employees in bands 2, 5, 6, 7, 

8a, and VSM. Compared with last year’s figures the gap has narrowed in some bands, most notably in bands 

8d and 9, and increased in others such as band 8c. The pay gap remains in favour of BAME employees at VSM 

level despite them being severely under-represented. This gap has narrowed over the year. 

6.3. By different ethnic groups 

Number of employees: 

Asian/Asian British – 1,685 (18.33%) 

Black/Black British – 1,479 (15.72%) 

Chinese/Other – 454 (4.8%) 

Mixed Race – 337 (3.65%) 

Not Stated – 395 (5.33%) 

White/White British – 4,597 (52.18%) 

Ethnicity Mean Hourly Rate Median Hourly Rate 

White/White British 22.18 19.59 

      

Asian/Asian British 21.21 18.90 

Difference 0.97 0.69 

Pay Gap 4.36% 3.52% 

Pay Gap 2017/18 3.93% -2.13% 

      

Black/Black British 16.91 14.65 

Difference 5.27 4.94 
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Ethnicity Mean Hourly Rate Median Hourly Rate 

Pay Gap 23.74% 25.23% 

Pay Gap 2017/18 23.78% 25.40% 

      

Chinese/Other 22.99 21.85 

Difference -0.81 -2.25 

Pay Gap -3.67% -11.50% 

Pay Gap 2017/18 -3.96% -12.57% 

      

Mixed Race 19.77 17.21 

Difference 2.40 2.38 

Pay Gap 10.84% 12.15% 

Pay Gap 2017/18 11.72% 12.89% 

 

 

Looking at the figures broken down by the different ethnic groups can help identify if any groups are 

particularly affected. There is a small pay gap between Asian/Asian British employees and White employees – 

the mean pay gap has increased, and the median has reversed from being in favour of Asian/Asian British 

employees to being in favour of White employees.  

As with the previous year is it the second largest BAME group – Black/Black British – which has the largest pay 

gap, at 23.75% for the mean figure. This means that white employees get paid on average £5.27 an hour more 

than black employees. 

It is therefore beneficial to examine the pay gap for Black/Black British employees by staff group: 

 

Staff Group No. of 
White/White 
British staff 

No. of 
Black/Black 
British staff 

White/White 
British Hourly 
Rate 

Black/Black 
British Hourly 
Rate 

Difference Gap 2017/18 Gap 

Add Prof Scientific 
and Technic 

337 86 19.98 16.69 3.29 16.46% 14.51% 

Additional Clinical 
Services 

318 371 13.43 12.84 0.59 4.41% 3.39% 

Administrative and 
Clerical 

951 359 17.85 13.90 3.96 22.15% 23.58% 

Allied Health 
Professionals 

532 35 21.14 19.83 1.31 6.19% 11.42% 

Estates and 
Ancillary 

152 70 13.86 13.04 0.82 5.93% 4.69% 

Healthcare 
Scientists 

168 55 24.01 23.01 1.00 4.16% 2.90% 

Medical and Dental 740 54 37.10 33.48 3.62 9.75% 0.16% 

Nursing and 
Midwifery 
Registered 

1399 449 20.82 20.37 0.45 2.17% 0.70% 

 

The pay gap has increased in the Medical and Dental staff group from 0.16% to 9.75%. Whilst this is a steep 

increase, the small number of Black/Black British employees in this staff group compared to white employees 

means that the pay gap is prone to wild variation. It is also worth noting that the number of Black/Black 
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British employees in this staff group has increased from 34 to 54, so this group will have more entry level 

employees who will be on lower pay, but it is also showing more representation which can only balance the 

pay gap in future years.  

As with 2017/18 there is a large gap in the admin and clerical staff group, where white employees get paid on 

average £3.96 more than black employees comprising a pay gap of 22.15%. This is primarily where the overall 

pay gap lies, so it is worth looking at the pay differences of this staff group by pay band: 

 

Band No. of 

White/White 

British staff 

No. of 

Black/Black 

British staff 

White/White 

British Hourly 

Rate 

Black/Black 

British Hourly 

Rate 

Difference Gap 2017/18 Gap 

Band 2 185 96 11.68 11.50 0.18 1.52% 5.23% 

Band 3 131 83 11.94 11.67 0.28 2.31% 0.58% 

Band 4 234 96 13.50 13.13 0.37 2.72% 3.48% 

Band 5 100 37 15.70 16.17 -0.46 -2.96% -4.75% 

Band 6 68 17 19.72 19.46 0.26 1.34% -4.23% 

Band 7 75 17 22.39 22.64 -0.25 -1.12% 0.78% 

Band 8a 55 6 27.12 27.32 -0.20 -0.75% -0.67% 

Band 8b+ 91 5 43.02 31.72 11.30 26.26% 19.46% 

  

It is clear that the pay gap is primarily because of severe under-representation of black employees at senior 

level, with only 5 at band 8b or above. The pay gap has increased from 19.46% to 26.26% over the year. 

Considering that Black/Black British employees are our second most populous BAME group, and that admin 

and clerical employees make up 50% of all roles at 8b and above, this will be where a large part of our 

ethnicity pay gap comes from.  

7. Progress  

Within the past 12 months the Trust has set out its Diversity and Inclusion Strategy and formed a BAME 

network group with an executive team sponsor.  

More recently we have introduced BAME recruitment panel representatives and there is a requirement that 

all recruitment panels for posts of 8a and above should have someone from a BAME background on the panel. 

8. Conclusion 

We have already identified and reported in the Workforce Race Equality Standard (WRES) that BAME 

employees are under-represented at the higher bands and over-represented at the lower bands, so it should 

come as no surprise that we have a pay gap in favour of white staff. 

However the data suggests that the pay gap disproportionately affects Black/Black British employees, who 

make up 16% of our total workforce. The implication is that the cause of the pay gap may run deeper than 

simply under-representation of overall BAME employees in the higher pay bands. 
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9. Next steps 

The Trust will soon publish its Diversity and Inclusion Action Plan for 2020/21 which has a number of specific 
actions around ensuring the Trust operates on a fair basis for BAME staff in terms of recruitment and 
development. 
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Meeting Title: Trust Board   

Date: 27 February 2020 Agenda No 3.1.3 

Report Title: Medical Engagement Scale (MES) Survey  

Lead Director   Richard Jennings, Chief Medical Officer 

Report Author(s): Richard Jennings, Chief Medical Officer  

 

Presented for: (1) Information and (2) discussion  

Executive 
Summary 

To establish a current baseline for medical engagement, the Trust conducted a 
Medical Engagement Scale (MES) Survey during September and October 2019.   
 
The Trust previously completed an MES survey in 2016 and this has allowed for 
the opportunity to compare the results of the two surveys.   
 
A lot of doctors responded to the 2019 survey – 567, compared to 353 in 2016.  
About three quarters of those who responded were consultants. 
 
Key observations from the 2019 MES survey results:  
 

 Overall, medical engagement is much lower than we would wish.  There 
is, however, a definite improvement since the survey conducted in 2016.  
The improvement is modest, but it is very consistent across all areas, and 
shows us that medical engagement can improve.   

 The level of engagement varies between staff groups within the doctor 
body. 

 The level of engagement varies between Care Groups. 

 Doctors with managerial and leadership responsibilities are on the whole 
more engaged than those who are not in such roles. 

 Doctors feel very highly engaged with their own immediate Care Groups, 
in marked contrast with the relatively low level of feeling of engagement 
with Divisions, or with the Trust as a whole.  

 
The Trust created summary slides of the MES survey to send out to all doctors, 
these are appended to this paper.     
 
The Trust has received quality special measures funding for external resource to 
support the trust to develop a medical engagement improvement plan; this is 
explored in more detail in this paper.     

 
Recommendation: 

The Board is asked to discuss the MES survey summary results and the 
proposal for the development of a medical engagement improvement plan.   

 
Supports 

Trust 
Strategic 
Objective: 

 Champion Team St George’s 

CQC Theme:  Safe, Well Led 

Single Oversight 
Framework 

 Quality of Care, Leadership and Improvement Capability 



    

2 
 

Theme: 

Implications 

Risk: N/A 

Legal/Regulatory: N/A 

Equality and 
Diversity: 
 

N/A 

Previously 
Considered by: 

N/A Date N/A 

Appendices: 1. St George’s summary slides of the MES survey, shared with the 
medical workforce on 6 January 2020  
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Medical Engagement Scale (MES) Survey 

 

1. BACKGROUND TO THE MEDICAL ENGAGEMENT SCALE (MES) SURVEY 

 

1.1  To establish a current baseline for medical engagement, funding was received as part of the quality 
special measures bid to enable the Trust to conduct a Medical Engagement Scale (MES) Survey 
during September and October 2019.    

1.2 The MES survey was developed in 2008 by Applied Research Ltd for use for a project conducted by 
the NHS Institute for Innovation and the Academy of Medical Royal Colleges around enhancing 
engagement in medical leadership.   

1.3 MES surveys have now been used by 19,500 members of medical staff across over 120 trusts; this 
provides a large and useful benchmark database.   

1.4 MES surveys were developed to measure how connected doctors feel to their colleagues, and 
management teams – at both divisional and trust level.  MES surveys specifically help organisations 
establish:  

 If doctors think there is a sense of common ‘purpose and agreed direction’ in planning and 
delivering services    

 Whether doctors think a Trust has a ‘collaborative culture’ that allows opportunities to discuss 
issues and problems at work with all staff groups 

 How ‘valued and empowered’ doctors feel. 

1.5  MES surveys ask standardised questions, but bespoke questions can be added by individual Trusts.  
We asked:  

 How ‘engaged’ doctors feel with their Care Group, Division and the wider Trust.  

1.6  Doctors of all grades who were employed by the Trust were invited to complete the survey and the 
results of the survey were collected independently by the company Engage to Practice Ltd.   

1.7 The Trust has previously completed an MES survey in 2016 and this has allowed for the opportunity 
to compare the results of the two surveys.   

2. PURPOSE  

2.1 The MES survey has been discussed at the Workforce and Education Committee (WEC).  Although 
the Board would have received information about the MES survey through the regular WEC report, 
the Board has not previously received a report regarding the MES survey.  This report provides a 
summary of the survey results and also provides details of the way in which the Trust is going to 
engage our doctors and other staff to co-create a plan to improve medical engagement over the next 
year and beyond.   

3. SUMMARY OF MES SURVEY RESULTS  

3.1 It is worth noting that a lot of doctors responded to the 2019 survey – 567, compared to 353 in 2016.  
About three quarters of those who responded to the 2019 survey were consultants. 

3.2 The 2019 MES report highlights a number of areas that are in the ‘low relative engagement band’ or 
the ‘lowest relative engagement band’ and we have a long way to go in getting to a place in which all 
of St George’s doctors feel really engaged with the Trust.   

3.3 However, there is some definite improvement since the survey conducted in 2016.  The improvement 
is modest, but it is very consistent across all areas (there is an upward trend in the majority of the 
different scales (43 out of 46)) and shows us that medical engagement can improve.   

3.4 The level of engagement varies between staff groups within the doctor body – this survey tells us 
that consultants feel less engaged, as do Foundation Year doctors, but middle grade doctors on the 
whole feel more engaged. 
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3.5 There is also variation between Care Groups.  There are a few Care Groups that are quite highly 
engaged, whereas others are more mixed, and others remain quite disengaged. 

3.6 We can also see that doctors with managerial and leadership responsibilities are on the whole more 
engaged than those who are not in such roles.  However, it should be noted that following receipt of 
the MES report for the Trust, the CMO had a further discussion with Professor Peter Spurgeon, 
(Project Director on the ‘Enhancing Engagement in Medical Leadership’ project that produced the 
MES Survey) and during this discussion Professor Spurgeon observed that although those with a 
management responsibility were more engaged than their colleagues, their levels of engagement 
weren’t as good as would be expected.  This will need to be explored further in the workshops used 
to develop the medical engagement project plan. 

3.7 Doctors feel very highly engaged with their own immediate Care Groups, in marked contrast with the 
relatively low level of feeling of engagement with Divisions, or with the Trust as a whole.   This is to 
an extent a positive finding, and will be an important factor in the trust being able to provide safe and 
effective care to patients whilst maintaining the improvements in quality and safety that were 
recognised in the CQC’s report of December 2019.   

4. NEXT STEPS  

4.1 It is important that we use 2020/21 to build on the improvements we have already started to make, 
and to get to the point where doctors feel much more positively engaged with the organisation.   

4.2 In 2019 we started to work to develop communities of practice and to increase the visibility of senior 
medical leaders in the Trust, both were highlighted as areas for improvement in the MES report.  
The Trust is currently in discussion with the Health Innovation Network to explore whether it can 
facilitate two communities of practice.  The Health Innovation Network has valuable experience of 
supporting communities of practice for the South East London Cancer Network, which makes them 
well-placed to support this Trust in this initiative. 

4.3  In 2019 the Trust also completed the recruitment process to the internal change team to lead the St 
George’s ‘Culture and Leadership Programme’, which uses the programme framework developed by 
NHSI. Several doctors were recruited as part of the change team.  Two staff member posts are part 
funded (50%) to provide more substantial leadership to this programme, one of who is a medical 
trainee.  This will be an important programme for change at the Trust over 2020/21.     

4.4  The Trust has also received funding from the special quality measures funding to engage 2020 
Delivery (public service consultancy firm) to support the Trust to co-develop a plan for improving 
medical engagement, drawing on the findings of the MES survey and the additional insights 
gathered throughout the course of the engagement events.  This plan will be one that the medical 
workforce can own and feel motivated to drive forward.   

4.5 2020 Delivery was recommended as they have a strong track record of delivering similar projects.  
As a firm that only works with public sector organisations they can provide a team who work very 
well with clinicians and consistently receive excellent feedback about the quality of their 
engagements.   

4.6 2020 Delivery has developed a proposal that uses a combination of planned workshops, individual 
1:1s and also an approach to reach the less-easy-to reach staff who may not be inclined to engage 
with workshops - 2020 Delivery has experience of using social media to help achieve this.     

4.7 Engagement will primarily be with doctors, but other professions (nurses, AHPs, managers etc.) will 
also be drawn in to develop the medical engagement plan. 

4.8 2020 Delivery will help plan and facilitate workshops, but they are clear that these workshops need 
to be visibly attended and led by Trust senior leaders. 

4.9 The project plan developed by 2020 Delivery means that workshops and 1:1s will be held throughout 
April (allowing 6 weeks’ notice for doctors) and that the plan will be developed and reviewed by the 
Executive Team in early May.   

4.10 It is proposed that a further report with details of the co-created medical engagement plan is brought 
to the Board meeting in July 2020.   



Medical Engagement Scale (MES) 
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Richard Jennings 
 Chief Medical Officer 

 

St George’s summary slides of the MES survey, shared with the medical 

workforce on 6 January 2020  
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Introduction 

What is the MES survey? 

MES survey 2019 

 St George’s University Hospitals NHS Foundation Trust 

 

• The Medical Engagement Scale (MES) was originally developed by Applied Research Ltd in 2008 and 

used in the 'Enhancing Engagement in Medical Leadership' project conducted by the NHS Institute for 

Innovation and the Academy of Medical Royal Colleges. 

 

• To date, MES surveys have been undertaken by 19,500 members of medical staff across over 120 

Trusts, providing a large normative database against which results from individual Trust can be 

benchmarked.     

 

• Medical engagement is very important – it is about how connected doctors feel to their colleagues, and 

management teams – at both divisional and Trust level, and how involved doctors are in key decisions.   

 

• The Trust first completed an MES survey in 2016.  To provide feedback as to the current relative levels of 

medical engagement, the Trust received funding from NHS Improvement, our regulator, to complete a 

follow-up MES survey.  

 

• Doctors of all grades were invited to participate in the survey over the course of September and October 

2019.     
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Response rate 
Composition of the response sample  

MES survey 2019  

 St George’s University Hospitals NHS Foundation Trust 

 

• Higher total response rate in 2019 (n=567) compared to the survey 

conducted in 2016 (n=353).   
 

Graph 1: Composition of the response sample by grade  

35, 6% 
Clinical 

Fellow, 20, 4% 

Specialist, 5, 
Specialty 

   Grade Doctor / 

Staff Grade, 1% 

Core Trainees,    

Foundation  
Year Doctors, 

13, 2%Associate 

48, 8% 

Consultant,  

414, 73% 

 
Higher  

Trainees, 32,    

6% 
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Overall picture  
Comparison between survey results in 2016 and 2019 

Presentation title to be placed here 

 St George’s University Hospitals NHS Foundation Trust 

 

Chart 1: Comparison between the results of the MES completed in 2016 and the MES completed in 2019 

When comparing the 

results of the MES 

completed in 2016 and the 

MES conducted in 2019, 

there is an upward trend in 

the majority of the different 

scales (43 out of 46). 
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Engagement by grade  

MES survey 2019  

 St George’s University Hospitals NHS Foundation Trust 

 

Chart 2: Average levels of engagement by grade  

• As Chart 2 below shows, when compared to the normative national database, both consultants and foundation 

year trainees have given responses which are in the low or the lowest engagement bands. In contrast, SASG 

doctors, clinical fellows and higher trainees have given responses that are in the high or highest engagement 

bands.      
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Engagement by speciality 

MES survey 2019 

• Clinical infection (n=6) 

• Dermatology / Lymphoedema (n=5)  

• Neurology / Neurosciences (n=32)  

• Stroke (n=8) 

• Vascular Surgery (n=5)   

• General Practice (n=29)  

Highly engaged specialities   Specialities with mixed responses Strongly disengagement specialities  

• Clinical Care / ICU (n=40) 

• Diabetes / Endocrinology (n=6)  

• ENT & Audiology (n=16) 

• Gynaecology (n=8) 

• Paediatric Medicine / Surgery 

(n=47) 

• Radiology (including Clinical 

Genetics) (n=26) 

• Clinical Genetics (n=6) 

 

A&E medicine (n=27) 

Acute medicine (including senior health)(n=37) 

Anaesthetics (n=80)  

Cardiology / Cardiac Surgery (n=18)  

Gastroenterology / Endoscopy (n=13)  

General Surgery (n=15) 

Haematology (n=16) 

Neonatal Unit (n=10)  

Oncology and palliative (n=11)  

Pathology (n=10) 

Plastic Surgery (n=15)  

Renal (n=8)  

Respiratory (n=7)  

Thoracic Surgery (n=5) 

Trauma and Orthopaedics (n=13)  

Urology (n=7)  

Specialties with 4 or less respondents(n=16)  

Other / no answer (n=15)  
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MES survey 2019  

Engagement  - comparison of engagement of doctors with and without management 

responsibilities  

Chart 3: Engagement of doctors with and without positions of 

managerial responsibilities  

When comparing the 

relative engagement of 

doctors with a 

management responsibility 

to those without, it is 

evident that there is a 

significantly higher level of 

engagement amongst 

those with a position of 

managerial responsibility. 



8 

MES survey 2019 

How engaged do you feel with your 

colleagues in your own clinical department 

or care group? 

 

Three local questions 

How engaged do you feel with your 

Division? 

 

How engaged do you feel with the Trust?   

 

These three local questions were devised to allow us to compare how connected doctors feel to their own 

clinical area/care group, compared with how connected they feel to their division or with the wider Trust. 

 

These results show that the majority of doctors are highly engaged with their own department, but only a small 

percentage of doctors have this level of engagement for their division or the Trust as a whole.     

The questions in the MES survey are fixed, regardless of the Trust being surveyed, but local questions can be 

added, and we added these three:  
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In the comments about relationship with 

management there is a general 

consensus that there is a lack of 

communication between senior managers 

and frontline clinical staff, and that there is 

a lack of opportunity for senior managers 

to listen to frontline staff.  Some areas, 

however, such as neurosciences are 

highlighted as examples of good practice). 

MES survey 2019 

Relationship with management  

 

Summary of free text comments 

 

 
Staff support 

 

Consultant role 

In the comments about staff support there 

were a number of issues raised about the 

need to improve infrastructure, but also 

the need to involve and communicate 

these improvements with clinical staff.  A 

number of comments suggested drop-in 

sessions to hear concerns.  There were 

also comments about the need for more 

opportunities for medical staff from across 

the Trust to meet and connect. 

The comments around the consultant role 

highlighted the need for a better support 

systems for consultants, including 

opportunities for consultants from across 

different areas to meet.  There were a 

number of comments stating the need for 

regular forums for consultants and the 

senior clinical leaders.  

Patient care  

 
Comments relating to patient care 

describe feeling that care is being 

delivered to the detriment of staff well-

being, particularly in regard to 

achieving metrics.  A lack of 

appropriate support services and 

medical equipment is also highlighted 

by a number of comments.  

Engagement issues  

 
A number of people commented that 

they felt very engaged with their 

immediate colleagues, across the 

multidisciplinary team, but there was 

not the same sense of engagement 

with the wider Trust.  Some people 

commented that the strategic direction 

of the Trust is not influenced by 

clinicians.         

 

Medical Directors  

The comments focussed on the need for 

more engagement opportunities between 

clinicians and those with senior clinical 

leadership roles, and the importance of 

visibility for the Medical Director and 

senior clinicians.  



10 

We will be holding a number of facilitated sessions in the 
New Year (giving you 6 weeks’ notice of the sessions) to 
enable us to understand better how you feel things can 
be improved. 

MES survey 2019 

Hearing your views 

Next steps 

Co-designing a plan Putting it into action in 2020 and beyond 

I would like to use the opportunity of the facilitated 
sessions to enable you all to be involved with the plan 
going forward to help to improve medical engagement 
across St George’s.   

I would like the agreed plan to be put into action from 1st 
April 2020 and for progress to be regularly reviewed. 

Have YOUR 

say 
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Meeting Title: 
 

Trust Board 

Date: 
 

27 February 2020 Agenda No. 3.2 

Report Title: 
 

NHS Staff Survey Results 2019 

Lead Director/ 
Manager: 

Harbhajan Brar, Chief People Officer 

Report Author: 
 

Harbhajan Brar, Chief People Officer 

Presented for: Assure 
Executive 
Summary: 

The purpose of this paper is to provide the Board with an overview of the NHS 
Staff Survey results for 2019, which was published nationally on the 18th 
February 2019. The result of the survey was shared with staff members. 
 
The report identifies possible keys areas of focus, which once fully analysed 
will be built into our refreshed staff engagement plan for 2020/21. 
  

Recommendation: 
 
 
 

The Board is asked to note that: 
• The Workforce & Education Committee considered this report on 18 

February 2020 noting that whilst there was still a long way to go things 
were moving in the right direction. The Committee’s reflections were 
included in the Board Report under agenda item 3.1;  
 

• The results of the 2019 NHS staff survey and the next steps which include 
completing a detailed analysis of the results and the comprehensive free 
text responses; and 

 
• The Trust would incorporate key actions in the Staff Engagement Plan for 

2020/21. 
Supports 

Trust Strategic 
Objective: 

To have a committed, skilled and highly engaged workforce who feel valued, 
supported and developed and who work together to care for our patients.  
 

CQC Theme:  Well-led  
 

Single Oversight 
Framework Theme: 

N/A 

Implications 
Risk: No specific risk 
Legal/Regulatory: N/A 
Resources: N/A 
Previously 
Considered by: 

Trust Executive Committee 
Workforce & Education Committee 

Date: 05/02/2020 
18/02/2020 

Equality Impact 
Assessment: 

None 

Appendices: Annex A: Message from Andrew Grimshaw, Acting Chief Executive: NHS 
staff survey results – what you told us  
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 St George’s 2019 NHS Staff Survey Results  
 
1. Background 
 
1.1  NHS Staff Survey questionnaires were sent out to 8518 members of staff (all eligible staff) 

with 4923 staff returning the survey.  This was a 59.5% response rate, which is higher than 
last year’s response rate of 54%.  
 

1.2 The median response rate for Acute NHS organisations (85 in group) in 2019 was 47.5% 
 

 
  
1.3 In terms of a historical (Picker) comparison to 2018, we are: 
 

• Significantly better on 17 questions                    
• Significantly worse on 3 questions 
• No significant difference on 70 questions 

 
1.4 In terms of (Picker) comparison with the average for similar Trusts, we are 
         

• Significantly better on 6 questions 
• Significantly worse on 64 questions 
• No significant difference on 20 questions 

 
1.5 The NHS Staff Survey analysis the data across 11 key themes, the St George’s results 

as compared to the best, average and worst organisations is as follows:- 
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1.6  The top 5 scores compared to average & most improved from last year are shown 

below 
 

Score Top 5 scores (compared to 
average) 

Score Most improved from last 
survey 
 

75% Q19F. Appraisal/performance/ 
review: training, learning or 
development needs identified 

52% Q23C. I am not planning on 
leaving this organisation 

12% Q11g. Not put myself under 
pressure to come to work when not 
feeling well enough 

61% Q21c. Would recommend 
organisation as place to work  

65% Q10b. Don’t work any additional 
paid hours per week for this 
organisation, over and above 
contracted hours  

77% Q21a. Care of patients/service 
users in organisations top 
priority  

27% Q19b. Appraisal/review definitely 
helped me improve how I do my job  

54% Q18c.Would feel confident that 
organisation would address 
concerns about unsafe clinical 
practice  

38% Q19c. Appraisal/performance 
review. Clear work objectives 
definitely agreed  

43% Q6c. Relationships at work are 
unstrained  
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1.7 The bottom 5 scores compared to average & least improved from last year are below: 
 

Score Bottom 5 scores (compared to 
average) 
 

Score Least improved from last 
survey 

74% Q14. Organisation acts fairly: career 
progression 

65% Q10b. Don't work any 
additional paid hours per week 
for this organisation, over and 
above contracted hours 

44% Q23b. I am unlikely to look for a job 
at a new organisation in the next 12 
months 

41% Q11d. In last 3 months, have 
not come to work when not 
feeling well enough to perform 
duties 

52% Q23c. I am not planning on leaving 
this organisation 

69% Q20.Had training learning or 
development in the last 12 
months 

81% Q19a. Had appraisal/KSF review in 
last 12 months 
 

56% Q11c. Not felt unwell due to 
work related stress in last 12 
months 

66% Q28b. Disability: organisation made 
adequate adjustment(s) to enable 
me to carry out work 

92% Q18a. Know how to report 
unsafe clinical practice 
 

 
1.8 Whilst the results demonstrate that we are still below the average when compared to 

other similar organisations, we have shown an:-  
 

• Improvement in 52 of 90 questions = 58% 
• Deterioration in 15 of 90 questions = 17% 
• No change in 23 of 90 questions = 25%  

 
 
2. The 3 ‘Key Questions’ 
 
2.1 We have seen improvement on all three of the three key NHS questions:- 
 

• With most staff saying that they would be happy with the standard of care if a 
friend/relative needed treatment by St Georges.  This has risen from 68% to 72% 
which is higher than the NHS average of 71%. 

• With more staff saying they would recommend St George’s as a place to work, 
going up from 57% in 2018 to 61% in 2019. 

• With more staff saying that the care of patients/service users by St George’s is one 
of our top priorities, up from 73% in 2018 to 77% in 2019.  
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3. Free Text Analysis 
 
3.1 We have received all 1277 lines of free text comments and this is now being analysed 

by Pickers for key themes. 
 
3.2 In addition, we have also received locality information which will now enable us to 

review the data by directorate and division, by staff group, age, disability, ethnicity, 
gender, sexuality, and religion.  

 
3.3 The results of these reviews will feed into the review of our current Engagement Plan. 
 
4. Workforce Race Equality Standard 
 
4.1 There are three key questions from the NHS staff survey that will feed into the 2019 

WRES report and in all three questions, our BAME staff have scored us lower (as in 
previous years) than their white counterparts, so there is still much more work to be 
done in this area.  

 

 
 

 
 
 
 
4.2 The 2019 BAME scores have seen an improvement for:- 
 

• Q14, 63% going up from 59.6% in 2018 
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• Q15b 84% going up from 80.9%, in 2018   
• Q15a has seen a deterioration 83% going down from 84.5% in 2018.  

 
 

 
 
4.3 Preliminary analysis of the BAME scores do show a marked difference between 

ethnicities, with Asian/Asian British being the most engaged and Black/Black British 
being the least engaged of the BAME ethnicities.  

 
5 Picker Analysis   
 
5.1 As part of the Picker Staff Engagement report, they have identified as number of key 

areas for action and they include:- 
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5. Recommendations 
 
The Board is asked to note that: 
• The Workforce & Education Committee considered this report on 18 February 2020 noting 

that whilst there was still a long way to go things were moving in the right direction. The 
Committee’s reflections were included in the Board Report under agenda item 3.1;  
 

• The results of the 2019 NHS staff survey and the next steps which include completing a 
detailed analysis of the results and the comprehensive free text responses; and 

 
• The Trust would incorporate key actions in the Staff Engagement Plan for 2020/21. 
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Annex A 
 
Message from Andrew Grimshaw, Acting Chief Executive: NHS staff survey results – 
what you told us  
 
Dear all,  
 
The NHS staff survey results are being published today, and the purpose of this message is to 
let you know how we got on.  
 
You can access a copy of the detailed results here (INSERT LINK) – and these will be 
published online later today, alongside the results for all Trusts.  
Message from Andrew Grimshaw, Acting Chief Executive: NHS staff survey results – 
what you told us  
 
Response rate 
 
The survey ran from October to November last year, and nearly 60% of you (4923 staff) found 
the time to fill it in. Thank you, as we know it can be challenging to find the time.  
 
In 2016, only 40% of staff completed the survey – so we’ve come a long way since then, 
although ideally, we’d like to hear from even more of you.  
 
A high response rate is a positive sign - but the real importance is in finding out what you think 
is working well; and what we need to do better.  
 
Where we have improved 
 
Overall, the results show we are making steady progress in some areas, and there are 
positives to build on. But equally, the rate of improvement is not happening as quickly as we 
would like.  
 
For example, 61% of you said you would recommend the Trust as a place to work. This is up 
from 57% in 2018, so good news, but still clearly nowhere near where we would want it to be.  
 
77% of you said that the care we provide for patients is the organisation’s top priority. This is 
an improvement on 73% compared to 2018, but again, this needs to be much higher if we 
truly do want to provide outstanding care, every time.  
 
There are other positives in the report; in particular how you feel about your manager, and the 
support they provide.  
 
Scores relating to managers are generally up on previous years. For example, appraisals are 
being carried out in a way that you feel is beneficial; although the same survey tells us that 
appraisal rates are not where they should be.  
 
Areas for further work  
 
Despite progress in some areas, the results show that we need to do a lot more to make St 
George’s a truly outstanding place to work.  
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For example, too many of you still feel under pressure to work additional hours over and 
above those you are contracted to do; and only just over half of you (56%) had not felt unwell 
due to work related stress in the previous 12 months.  
 
The survey results also tell us we can do more to value each other, and encourage one 
another; and that opportunities for flexible working are not where they should be.  
 
So what happens next? 
 
As you would expect, we will be looking in detail at the results, and seeing what further work 
we need to do in specific areas.  
 
I would also urge you to discuss the results with each other, as well as your teams and 
departments – 4923 of you completed the survey this time around, so we need to take them 
really seriously, both as individuals but as members of Team St George’s.   
 
We all want to make St George’s better, and we have already embarked on a number of 
exciting projects – such as our Culture Champions initiative – to help us address some of the 
long-standing challenges we face.  
 
However, the results published today show that there is a huge amount still to do – but it is a 
challenge I know we are all up for.  
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 Meeting Title: Trust Board  

Date: 

 

27 February 2020 Agenda No 4.1 

Report Title: 

 

Finance and Investment Committee (Core) report 

Lead Director/ 

Manager: 

Ann Beasley, Chairman of the Finance and Investment Committee  

Report Author: 

 

Ann Beasley, Chairman of the Finance and Investment Committee 

Presented for: 

 

Assurance  

Executive 

Summary: 

The report sets out the key issues discussed and agreed by the 

Committee at its meeting on the 20th February 2020. 

Recommendation: 

 

The Board is requested to note the update. 

Supports 

Trust Strategic 

Objective: 

Balance the books, invest in our future. 

CQC Theme:  Well Led. 

Single Oversight 

Framework Theme: 

N/A 

Implications 

Risk: N/A 

Legal/Regulatory: N/A 

Resources: N/A 

Previously 

Considered by: 

N/A Date: N/A 

Appendices: N/A 
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Finance and Investment Committee (Core) – February 2020 

The Committee met on 20 February and in addition to the regular items on strategic risks, operational 

performance and financial performance, it also considered papers on the 2020/21 Financial Plan,  

SWL Procurement, SWLP Four Trust Partnership, SWLP Well-Led Review, Technical Releases, the 

Digital Strategy and a Committee Effectiveness report.  

Committee members discussed the BAF risks on finance and ICT although noting no change in risk 

scoring. The Committee noted performance in Diagnostics, Cancer, RTT and Emergency Flow as well 

as outlining recovery processes in each area. The Committee discussed current financial performance 

in view of the forecasted year end position, as well as the implications for the annual plan in 2020/21. 

The Committee wishes to bring the following items to the Board’s attention: 

1.1 Finance & ICT Risks – the Acting Chief Financial Officer (ACFO) and the Chief Information 

Officer (CIO) gave verbal updates on their respective BAF risks. They noted no change in risk scoring 

following more detailed updates in previous months.  

1.2 Diagnostics Performance – the Chief Operations Officer (COO) observed the continued 

challenge in Diagnostics performance in January, where 5.4% of patients had a Diagnostic wait over 6 

weeks compared with a target of 1% (and London performance of 3.4%). She noted particular work 

required in Echocardiography waits, and that the plan to move to compliance by May 2020 remained 

on track. The COO also outlined the other services that required improvement to recover the position. 

The Committee noted this update.  

1.3 The COO noted that in a mandated audit of performance reporting processes, a discrepancy was 

discovered in classification of some patients in the waiting list which has now been rectified. The 

Committee noted the improvements in processes in this area, and the intention to proactively review, 

where possible, other areas in future.       

1.4 Emergency Department (ED) Update – the performance of the Emergency Care Operating 

Standard was recorded at 81.7% in January, which is adverse to the Trust’s trajectory in the month, 

although better than December’s performance of 79.4%. The COO noted the current situation with 

respect to long stay patients, and the focus required in this area. The Emergency Care Intensive 

Support Team (ECIST) is working with the Trust for the next 12 weeks to review current processes 

that take place at the Trust and share / support national best practice with the Trust. The Committee 

remained disappointed with the current performance but welcomed the update whilst noting that more 

work and continued focus was needed. 

1.5 Cancer Performance – the COO noted that the Trust met 4 of the 7 Cancer performance targets 

in December, with challenges caused in some standards by the booking process for patients over the 

Christmas period and patient choice. She noted that this pattern appeared to be impacting into 

January and February although reviewing the position with the General Manager for Cancer gave her 

confidence that performance would recover for March. The Committee noted this update.  

1.6 Referral to Treatment (RTT) Update – the performance against the RTT target was discussed, 

where performance in December of 82.6% was below the incomplete target trajectory of 86.8%, and 

the number of 52 week waits of 9 was more than the trajectory of 0. The size of the waiting list 

(including QMH patients) was 46,918 patients. The Committee noted the work being done to reduce 

the 52 week wait patients to 0 by March 2020. 

1.7 Activity Update – the performance against activity targets was discussed, where 

underperformance was noted on Outpatient and Elective activity with a particular focus on cases per 

session. The Committee noted the importance of deep dives in these areas as the Trust moves into 

2020/21, in view of the feedback given in the Committee Effectiveness survey.  
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1.8 Financial Performance – the ACFO noted performance to date at Month 10 was adverse to plan 

by £3.4m (which was in line with the £9m adverse forecast), showing a £39.8m Pre-PSF/FRF/MRET 

deficit. The Committee noted the current cash requirements in view of the expected year end position 

and details of the expected expenditure against the £5.4m extra capital funding in 2019/20 made 

available.  

1.9 Financial Forecast – the ACFO provided an update for the Committee on the Trust’s financial 

forecast, which shows a £9m adverse variance against the £37.7m pre-PSF/FRF/MRET plan at year 

end. The Committee noted that clinical division’s forecasts were adverse solely owing to pass through 

income not matching expenditure owing to the block contract. 

1.10 2020/21 Planning Update – the ACFO introduced the Committee to the paper providing an 

update on the financial plan for 2020/21. The Committee noted the financial gap internally and across 

the sector that needed to be addressed, as well as the important work being undertaken on Consultant 

job plans.  

1.11 SWLP Well-Led Review – the Chief Strategy Officer (CSO) introduced a paper on the SWLP 

Well-Led Review, noting the recommendations suggested. The ACFO noted that some 

recommendations have already been implemented.  

1.12 Technical Releases – the ACFO outlined some of the financial implications following the 

publishing of the national annual planning guidance.  

1.13 SWL Procurement Business Case – the Associate Director of Procurement (ADP) introduced 

the Full Business Case for a SWL Procurement Partnership. The Committee recommended for the 

preferred option to be approved at Trust Board. 

1.14 SWLP Four Trust Partnership – the Managing Director- SWLP (MD-SWLP) introduced the 

paper highlighting progress on extending the pathology partnership in South West London to include 

Epsom & St Helier University Hospitals NHS Trust.   

1.15 Digital Strategy – the CIO introduced the paper on the 5 year Digital Strategy, noting the public 

engagement undertaken. The Committee welcomed the progress and recommended the strategy to 

the Trust Board.  

1.16 Committee Effectiveness report – the ACFO noted the outcome of survey completed by 

committee members on the committee’s effectiveness. The committee welcomed the suggestions on 

further deep dives in key areas as evidenced in activity reporting this month.  

2.0 Recommendation 

2.1 The Board is recommended to receive the report from the Finance and Investment Committee 

(Core) for information and assurance. 

  
Ann Beasley 
Finance & Investment Committee Chair, 
February 2020 
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Finance and Investment Committee (Estates) –  February 2020 

This Part 2 FIC meeting has been set up on a monthly basis to provide more comprehensive 

assurance on Estates risks in the Trust. Good progress continues to be made and the 

Committee agreed to review in March whether Estates matters should revert to consideration 

within the regular FIC (Core) meeting agenda.  Once achieved, the Committee thought that 

introducing a quarterly thematic focus on a particular aspect of Estates and Facilities would 

be helpful to support continued FIC assurance. 

The February FIC E meeting was constructive and helpful, at which members received 

updates from the Assistant Directors (ADs) of Estates on their respective domains. In 

addition, the committee received a detailed report from the Authorised Engineer (AE) for 

Ventilation and noted the efforts ongoing to standardise the format of these reports.  

Other Committee discussion focussed particularly on progress on Capital Projects (Procure-

22 (P22) contract), the Mitie contract performance, Violence and Aggression, and Fire 

Safety.  

The Committee wishes to bring the following items to the Board’s attention: 

1.1 AE Report on Ventilation – the Committee received a detailed and positive AE report on 
Ventilation and noted the significant improvement in risk rating (from 16 to 6).  The improved 
rating was due in part to the progress of works on the McEntee isolation ward and to the 
wider improvements made to plant rooms, inspections and matters of HTM compliance.  
Given the significant jump in rating the Committee agreed that it would be valuable to 
perform a further check against the previous report to ensure that all improvements were 
properly embedded.  
 
1.2 AD Report – Divisional Overview - the DDE&F highlighted key updates from the 
division, including progress on the Estates Strategy and the efforts to improve divisional 
engagement. Good progress continues on fire safety and a Fire Strategy Group has been 
established that will meet for the first time later this month. A formal Health & Safety action 
plan has also been produced which has been presented to EMG and shared with Staff Side.  
The Committee discussed the importance of the Estates Strategy and recognised the 
particular challenges given the dynamic nature of wider SWL discussions that will impact 
upon the estate plans for the Tooting site.  It was suggested that one way forward may be to 
produce a site remediation plan for the critical refurbishments required alongside a modular 
plan for specialist facilities.  The Committee noted that a Board seminar focussing on Estates 
Strategy will be held on 17 March and welcomed the opportunity to engage more fully with 
this work as it progresses. 
 
1.3 AD Report - Estates - the Committee noted the progress on infrastructure survey work 
and the focus on fully utilising funds available for maintenance by financial year end.  There 
remains a backlog of maintenance jobs which the Committee has previously heard are now 
prioritised and grouped to enable the most efficient resolution. There remains a concern 
however that the backlog will not reduce significantly with the resources currently available.  
 
1.4 AD Report - Facilities - the DDE&F introduced an update on the Mitie contract. The 
Committee noted the progress on the catering element and proposed changes in the 
cleaning model which are to be trialled and results reviewed. Good communications have 
been established with the nursing teams which are helpful in quickly identifying issues and 
practicable means of resolving them. 
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1.5 AD Report – Capital Projects - the Assistant Director of Capital Projects (ADCP) 
introduced an update on Capital Projects, including the work on the P22 project. The 
Committee discussed the implications of delay and underspend in 2019/20 against the 
overall capital programme, and the balance of expenditure required in 2020/21. The 
Committee also discussed the progress made in responding to the Coronavirus outbreak, 
with a ‘POD’ being set up in the Bence Jones Portacabin for screening patients to ensure 
that they do not present at A&E. The Committee welcomed the positive feedback from Public 
Health England on the trust’s response to the virus.  
 
1.6 AD Report- Medical Physics & Clinical Engineering – the DDE&F introduced a paper 
reporting on this domain. The Committee welcomed the good grip in this area. 
 
1.7 AD Report- Fire, Health & Safety –The AD Health & Safety (ADHS) discussed his 
paper updating the committee on Fire, Health & Safety. The Committee welcomed the 
continued good progress in this area and the good understanding that has been developed 
of the risks involved.  The comprehensive discussion at the recent Risk Management 
Executive on this topic was noted.  
 
2.0 Recommendation 
  
2.1 The Board is recommended to receive the report from the Finance and Investment 
Committee (Estates) on 20 February 2020 for information and assurance. 
  
Tim Wright  
Lead Non-Executive Director, Estates  
February 2020 
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Summary: 
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plan by £6.9m, and expenditure is overspent by £10.3m. 
 
CIP performance to date is £33.2m which is £1.0m adverse to plan. 
   
The Trust has recognised £23.8m of PSF/FRF/MRET funding YTD to Month 
10. 
 
This leaves £3.3m of PSF/FRF not achieved as the Trust did not deliver the 
M10 YTD Pre-PSF/MRET/FRF plan. The Trust is currently unsure on whether 
this income will be received at present, although discussions with NHS 
Improvement are positive. 
 
The financial forecast submitted at M9 shows an expected £9.0m adverse 
variance to the Pre-PSF/FRF/MRET plan. 
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Single Oversight 
Framework Theme: 

N/A 

Implications 
Risk: N/A 
Legal/Regulatory: N/A 
Resources: N/A 
Previously 
Considered by: 

N/A Date N/A 

Appendices: N/A 
 

 



Trust Board - Feb 20 

 

Financial Report Month 10 (January 2020) 

27th February 2020 

Chief Finance Officer 



2 

Executive Summary – Month 10 (January)  

Financial Report Month 10 (January 2020) 

St George’s University Hospitals NHS Foundation Trust 

 

Area Key issues Current month (YTD) Previous month 
(YTD) 

Target deficit The Trust is reporting a Pre-PSF/MRET/FRF deficit of £39.8m at the end of January, which is  on £3.4m adverse to plan.  Within the position, 
income is favourable to plan by £6.9m, and expenditure is overspent by £10.3m. 
 
M10 YTD PSF/MRET/FRF income of £23.8m in the plan has  been achieved in the Year-to-date position, which is £3.3m adverse to plan. 
£5.5m of this is MRET which is expected to be received in all scenarios. The remaining £18.2m relates to the Q3 YTD portion of PSF/FRF.  
 
This leaves £3.3m of PSF/FRF not achieved  as the Trust did not deliver the M10 YTD Pre-PSF/MRET/FRF plan. The Trust is currently unsure on 
whether this income will be received at present, although discussions with NHS Improvement are positive.  
 
£0.5m of Prior Year PSF is included in the position following a re-allocation of the General PSF after finalisation of annual accounts.  

£3.4m 
Adv to plan 

On plan 

Income Income is reported at £6.9m favourable to plan year to date. SLA income is £5.0m over plan, mainly due to decreased Challenges and excluded 
Drugs and Devices which are offset in non-pay. Non-SLA income is £1.9m favourable to plan, which is mainly owing to Private Patients and 
R&D income. 

£6.9m 
Fav to plan 

£7.4m 
Fav to plan 

Expenditure Expenditure is £10.3m adverse to plan year to date in January. This is caused by Non-Pay adverse variance of £5.3m, related to pass-through 
income, and Pay adverse variance of £5.0m across Medical and Nursing staff groups. 

£10.3m  
Adv to plan 

£7.3m  
Adv to plan 

CIP The Trust planned to deliver £34.2m of CIPs by the end of January. To date, £33.2m of CIPs have been delivered; which is £1.0m adverse to 
plan. Income actions of £8.0m and Expenditure reductions of £25.2m have impacted on the position.  A £2.6m gap remains in Green schemes 
identified against the £45.8m target. 

£1.0m 
Adv to plan 

On plan 

Capital Capital expenditure of £35.7m has been incurred year to date.  This is to plan.  The current month YTD position is £32.3m and the previous 
month YTD position is £32.3m. 

£35.7m  
To plan 

£32.3m 
To plan 

Cash At the end of Month 10, the Trust’s cash balance was £3.5m. Cash resources are tightly managed at the month end to meet the £3.0m 
minimum cash target. 

£0.5m  
Fav to plan 

£0.1m  
Fav to plan 

Use of 
Resources 
(UOR) 

At the end of January, the Trust’s UOR score was 4 as per plan.  
UOR score  

4 
UOR score  

4 
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1. Month 10 Financial Performance 

Financial Report Month 10 (January 2020) 

St George’s University Hospitals NHS Foundation Trust 

 

Trust Overview 
 
• Overall the Trust is reporting a Pre-PSF deficit of £39.8m at the end of 

Month 10, which is £3.4m adverse to plan. 
 

• SLA Income is £5.0m ahead of plan, after adjustment for block contract 
values. There remains a large level of estimation within the M10 income 
position due to delays in coding in some specialties.  
 

• Other income is £1.9m over plan, which is owing to Private Patient and 
R&D income. 
 

• Pay is £5.0m overspent across Medical and Nursing staff groups. 
 
• Non-pay is £5.6m overspent, mainly related to pass-through income. 

 
• PSF/FRF/MRET Income is adverse to plan by £3.3m at M10 YTD, at £23.8m. 

The Trust has not met the pre-PSF/FRF/MRET control total target of a 
£36.4m deficit and so has not received the Q4 portion of PSF/FRF. 

 
• Prior Year PSF of £0.5m is included in the position. This is the trust’s 

element of the Post Accounts PSF adjustment for 2018/19. 
 

• CIP delivery of £33.2m is £1.0m adverse to plan. Delivery to plan is: 
• Non-pay £1.2m favourable 
• Income £1.0m favourable 
• Pay £3.2m adverse 

Full Year 

Budget 

(£m)

M10 

Budget 

(£m)

M10 

Actual 

(£m)

M10 

Variance 

(£m)

M10 

Variance 

%

YTD 

Budget 

(£m)

YTD 

Actual 

(£m)

YTD 

Variance 

(£m)

YTD 

Variance 

%

Pre-PSF/FRF/MRET Income SLA Income 676.7 59.5 59.0 (0.5) (0.9%) 562.7 567.6 5.0 0.9%

Other Income 160.3 13.4 13.5 0.1 0.6% 134.1 136.0 1.9 1.4%

Income Total 837.0 72.9 72.5 (0.5) (0.6%) 696.7 703.6 6.9 1.0%

Expenditure Pay (533.4) (43.7) (45.3) (1.6) (3.5%) (447.2) (452.3) (5.0) (1.1%)

Non Pay (305.5) (24.2) (25.6) (1.4) (5.9%) (256.0) (261.6) (5.6) (2.2%)

Expenditure Total (838.9) (68.0) (70.9) (3.0) (4.4%) (703.3) (713.9) (10.6) (1.5%)

Post Ebitda (35.8) (3.0) (3.0) 0.0 0.3% (29.9) (29.5) 0.3 1.1%

Pre-PSF/FRF/MRET Total (37.7) 2.0 (1.4) (3.4) (171.2%) (36.4) (39.8) (3.4) (9.3%)

PSF/FRF/MRET 34.7 3.8 0.6 (3.3) (85.6%) 27.1 23.8 (3.3) 12.1%

Total (3.0) 5.8 (0.9) (6.7) 115.0% (9.4) (16.0) (6.7) (71.3%)

Prior Year PSF 0.0 0.0 0.0 0.0 0.0 % 0.0 0.5 0.5 0.0 %

Grand Total (3.0) 5.8 (0.9) (6.7) 115.0% (9.4) (15.5) (6.2) (65.9%)
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2. Month 10 YTD Analysis of Cash Movement 

Financial Report Month 10 (January 2020) 

St George’s University Hospitals NHS Foundation Trust 

 

 M01-M10 YTD cash movement  

• The cumulative M10 I&E deficit is £16.5m, a £6.7m underperformance to  plan. (*NB 
this includes the impact of donated grants and depreciation which is excluded from the 
NHSI performance total). 

• Within the I&E deficit of £16.5m, depreciation (£20.5m) does not impact cash. The 
charges for interest payable (£10.0m) are added back and the amounts actually paid 
for these expenses shown lower down for presentational purposes. This generates a 
YTD cash “operating  surplus” of £13.7m.  

• The operating surplus variance from plan is £6.9m.  

• Working capital is better than plan by £27.6m. This favourable variance comprises of 
£8.1m higher on debtors and £21.5m lower on creditors excluding capital creditors. 
The change of stock level is £2.0m worse than the plan. 

• The Trust has borrowed £11.6m to fund the YTD deficit and repaid £6.9m.  

• The Trust has received £23.3m for capital loan. The working capital borrowing is 
£19.1m lower than the YTD plan. The Trust has requested a drawdown of capital loan 
in February of £1.9m with an interest rate of 1.55%. Although the Trust can borrow up 
to £21.1m, however due to the phasing of the I&E at month 10, we have not requested 
any loans since June. The Trust would have had to repay any excess as the maximum 
loan cannot exceed £12.8 at the year end. The previous slide outlines the expected 
working capital drawdowns before the end of the year.  

January cash position 

• The Trust achieved a cash balance of £3.5m on 31st January 2020, £0.5m higher than 
the £3m minimum cash balance required by NHSI and in line with the forecast 13 week 
cash flow submitted last month. 

M10 YTD Plan 

£m

M10 YTD 

Actual £m

YTD Variance    

£m

Opening Cash balance 3.2 3.2 (0.0)

Income and expenditure deficit (9.8) (16.5) (6.7)

Depreciation 20.5 20.5 0.1

Interest payable 10.0 10.0 0.0

PDC dividend 0.0 0.0 0.0

Other non-cash items (0.1) (0.3) (0.2)

Operating surplus/(deficit) 20.6 13.7 (6.9)

Change in stock 1.2 (0.8) (2.0)

Change in debtors 15.1 23.2 8.1

Change in creditors (45.1) (23.6) 21.5

Change in provisions (0.8) (0.7) 0.0

Net change in working capital (28.8) (1.9) 27.6

Capital spend (excl leases) (20.7) (20.7) (0.0)

Interest paid (8.5) (8.5) 0.0

PDC dividend paid/refund 0.0 0.0 0.0

Interest Received 0.2 0.2 0.0

Investing activities (29.0) (29.0) (0.0)

Revolving facility - repayment 0.0 0.0 0.0

Revolving facility - renewal 0.0 0.0 0.0

WCF borrowing - new 21.1 2.0 (19.1)

Capital loans 23.3 23.3 0.0

Loan/finance lease repayments (7.5) (7.8) (0.3)

Financing activities 36.9 17.5 (19.4)

Cash balance 31.01.20 3.0 3.5 0.5
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 3. Balance Sheet as at Month 10 

Financial Report Month 10 (January 2020) 

St George’s University Hospitals NHS Foundation Trust 

 

 M10 YTD Balance Sheet  

• Fixed assets are £0.7 higher than the plan.  This includes depreciation charges and capital spend 
to month 10 

• Stock is £2m higher than plan, mainly due to an increase in pharmacy area. 

• Debtors is £8.1m better than plan in month and has reduced by £22.8m from March 2019. 
Target reduction of £ 18m by year end is being actively pursued 

• The cash position is £0.5m higher than planned. Cash resources are tightly managed at the 
month end to meet the £3.0m minimum cash target. 

• Creditors are £21.5m higher than plan in month 10, this includes interest payable creditors. 
However have been reduced by £8.8m since March 2019.  

• £23.3m of capital loan was received as at January subject to an interest rate of 1.55%. The Trust 
has requested drawdown of capital loan in February of £1.9m with the same interest rate as in 
January.  

• The Trust requested and received working capital loan of £11.6m in April and May to fund the 
current year deficit as per submitted plan. No loan has been drawn since June, although more is 
expected in February and March. 

• The deficit financing borrowings are subject to an interest rate 3.5% 

Balance Sheet Mar-19 

Audited

Account 

(£m)

M10

YTD Revised 

Plan

(£m)

M10 YTD 

Actual

(£m)

M10 YTD 

Variance 

to Plan

(£m)

Fixed assets 390.5 405.9 405.9 0.0

Stock 7.8 6.5 8.5 2.0

Debtors 101.9 87.2 79.1 (8.1)

Cash 3.2 3.0 3.5 0.5

Creditors (126.7) (95.3) (116.3) (21.0)

PDC div creditor 0.0 0.0 0.0 0.0

Int payable creditor (1.2) (2.3) (2.8) (0.5)

 

Provisions< 1 year (0.5) (0.4) (0.4) 0.0

Borrowings< 1 year (57.6) (187.5) (177.9) 9.6

Net current assets/-liabilities (73.1) (188.8) (206.3) (17.5)

Provisions> 1 year (1.0) (0.5) (0.5) 0.0

Borrowings> 1 year (284.3) (194.3) (183.6) 10.7

Long-term liabilities (285.3) (194.8) (184.1) 10.7

Net assets 32.1 22.3 15.5 (6.8)

Taxpayer's equity

Public Dividend Capital 133.4 133.4 133.4 0.0

Retained Earnings (213.4) (223.2) (229.9) (6.7)

Revaluation Reserve 110.9 110.9 110.9 0.0

Other reserves 1.2 1.2 1.2 0.0

Total taxpayer's equity 32.1 22.3 15.5 (6.7)
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4. Capital programme 2019/20 – M10 update 

Financial Report Month 10 (January 2020) 

St George’s University Hospitals NHS Foundation Trust 

 

COMMENTARY 

• The bid that the Trust submitted for £27.2m capital funding to NHSI has been approved for investment to address a number of critical risks in the IT and estate 
infrastructure.   

• In addition to this capital bid the Trust has Internal capital of £15.1m and a total capital spend of £53.057m for 2019/20.  

• The Trust has spent £35.774m YTD as at M10, which is to plan and includes a £9.8m accrual for commitments to date. 

• Trust continues to exert tight control over capital expenditure, approving requisitions for all projects included in the bid. 

• The Trust received additional funds of £158k for HSLI in month 6. 

• The Trust received additional funds of £168k for Imaging in month 10. 

• The Trust received confirmed notification of receiving an Emergency Loan funding of £5.4m in month 10.   

• Budgets have been allocated to cost centres with reviews continuing each month of the actual spend against the forecast. 
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Meeting Title: Trust Board   
Date: 27th    February 2020 

 
Agenda No 5.1 

Report Title: Education  Strategy 2019-2024 
 

Lead Director Richard Jennings , Chief Medical  Officer 
Report Author: Sarah James, Associate Director Workforce, Education and Development 

Kath Brook, Strategy and Planning Manager  
Presented for: 
 

Approval 

Executive 
Summary: 

 
The education strategy 2019-2024 is one of a number of supporting strategies 
being developed by the Trust in order to support deliver of the ambitions set 
out in the Trust Strategy 2019-2024. 
 
The development of the education strategy has been informed and shaped by 
engagement with staff, patients and the public and via working group with 
representatives from professional staff groups. Particular note should be taken 
of the following information in appendix 1 which has informed the education  
strategic priorities for 2019-24: 
 

• Slides 8-10: Progress to date against the Trust key education priorities  
• Slide 11: National  and local implications for education 
• Slide 12: Our strengths, weaknesses, opportunities and threats 
• Slide 13: Feedback from our staff, patients and partners   

 
A Board seminar was held on December 2019 and the feedback provided has 
been incorporated in the final strategy draft: 
 
Board seminar feedback Slide number 
Increase the aspirations of the strategic priorities and 
clearly articulate the vision 

16 & 17 

Support for training opportunities to be offered to all staff, 
minimising  variations across staff groups  

19 

Encourage the local community into the Trust, consider 
how we draw people in and outreach to our communities   

21  

 
Given the breadth of issues, challenges and opportunities facing the Trust now 
and in the future, the education strategy has focussed on five strategic priority 
areas which have the potential to deliver the biggest impact within the 5-year 
timescale, see slides 18-22 for details. These are: 
 

1. We will be the leading NHS organisation for education and 
development in South West London collaborating with other employers 
and education providers 

2. We will provide opportunities to all our staff to develop and progress in 
ways that support fulfilling personal, professional and career 
development, embracing principles of well-being, equality and diversity.  

3. We will provide accessible and innovative ways of learning and 
teaching by  keeping up to date with emerging advances in clinical 
practice, digital and artificial intelligence, supported by the use of new 
technologies 

4. We will ensure education provision is flexible to adapt to changing 
innovations in the workforce, developing robust governance around the 



 

2 
 

scope and remit of new roles. 
5. We will provide high quality education opportunities to ensure our staff 

have the skills and knowledge to deliver safe and outstanding care 
 
Our strategy will culminate in: 

As a ‘learning organisation’ we will inspire our staff to reach for excellence and 
deliver outstanding care, every time.  
  
We will be the leading NHS organisation for education and development in 
South West London. 
  
We will achieve this by becoming a system leader in emerging innovation and  
technologies driving teaching and learning, fit for a future health service 
 
Dedicated investment will be required to deliver the ambition detailed in this 
strategy. Current income streams will be priorities to support the strategic 
vision i.e. Health Education England’s new personal development allowance 
and apprenticeship levy. Income generation in areas of training provision and 
access to facilities will be maximised. Wider partnership working will be 
optimised i.e. St George’s Charity, who currently fund a number of  initiatives 
 
A new Associate Medical Director for Education has been appointed and will 
take up post in April 2020. This post has been vacant for a number of months; 
the new post holder will assist in driving forward the year 1 priorities.  
 
 

Recommendation: 
 
 
 

The Trust Board  is asked to:  
i) Review the draft strategy 2019-2024 and approve  
ii) Note the dependency of the Workforce, Digital and Estates Strategies to 

deliver the outcomes  
 

Supports 
Trust Strategic 
Objective: 

1. Treat the patient, treat the person 
2. Right care, right place, right time 
3. Balance the books, invest in our future 
4. Build a better St. George’s 
5. Champion Team St. George’s 
6. Develop tomorrow’s treatments today 

CQC Theme:  1. Safe: you are protected from abuse and avoidable harm. 
2. Effective: your care, treatment and support achieves good outcomes, 

helps you to maintain quality of life and is based on the best available 
evidence. 

3. Responsive: services are organised so that they meet your needs. 
4. Caring: staff involve and treat you with compassion, kindness, dignity and 

respect. 
5. Well Led: the leadership, management and governance of the organisation 

make sure it's providing high-quality care that's based around your 
individual needs, that it encourages learning and innovation, and that it 
promotes an open and fair culture. 

Single Oversight 
Framework Theme: 

 Quality of Care (safe, effective, caring, responsive) 
 Finance and Use of Resources 
 Operational Performance 
 Strategic Change 
 Leadership and Improvement Capability (well-led) 
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Implications 
Risk:   
Legal/Regulatory: N/a 
Resources: N/a 
Previously 
Considered by: 

 Date:  

Appendices: A. Education  Strategy 2019-2024 
B. Equalities Impact Assessment 
C. Quality Impact Assessment  
D. Stakeholder  Engagement  

 

Appendix D - Stakeholder Engagement 

The following groups were engaged in developing the education strategy 

Stakeholder How have contributed 
 
Staff Groups:  

• Allied Health Professionals 
• Advanced Clinical Practitioners 
• Physician Associates 
• Nursing and Midwifery 
• Healthcare Scientists 
• Medical  
• Clerical and Administration  
• Pharmacy 

 

 
Steering group meetings and /or individual 
meetings occurred with representation from each 
of the staff groups listed and together they have 
contributed to: 

• Scoping the education strategy 
• Identify current, future challenges for their 

relevant staff group 
• Identifying potential solutions  
• Review and testing and refining of the 

emerging strategy 
Joint Strategic Board Presentation at the 14th November meeting 

 
Trust Board  
 

Board Seminar 4th December   
 

Council of Governors Presentation at the 17th December meeting 
 

Trust staff 
 

Staff engagement event at St George’s 28th Oct 
  
Staff engagement event at QMH 8th Jan 
 
Online staff engagement Survey  – December 
2019 to February 2020 

Midwifery Service  Staff engagement at senior leaders meeting 13th 
February 

Public and Patient Groups 
 

Engagement event 21st October  
 

People Management Group  
 

Discussion and Review  20th January  
 
Discussion at Patient and Public Engagement 
Group 29th October 

 
Workforce and Education Committee 

 
Discussion and Review 18th February 
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Introduction  

Education Strategy, 2019- 2024 

1. Our collaboration with St George’s University of London 
will continue to offer opportunities for innovation, 
education and research supporting excellent patient 
care.  
 

2. We will invest in a safe culture of learning together in 
multi-professional teams that nurtures talent, embraces 
diversity, inspires to reach personal and professional 
developmental goals.  
 

3. We will develop leaders who champion continuous 
quality improvement for safe care of our patients.  
 

4. We will become a system leader in emerging  
technologies driving teaching and learning, fit for a 
future health service.  
 

5. We will expand  mutually beneficial partnerships with 
regional healthcare organisations, schools, patients and 
learners supporting a community of learning 

 

St George’s is globally renowned as a centre of excellence and one of UK’s largest teaching hospitals. Our staff are our most valuable assets. 
As a ‘learning organisation’ will inspire our staff to reach for excellence and deliver outstanding care, every time.  

3 



Stakeholder engagement 

 In developing this strategy, we:  
 
 Formed a strategy steering group with leads from all staff groups 
 Leads supported direct engagement with their staff groups 
 Held staff engagement events at St George’s and Queen Mary’s Hospital sites 
 Carried out a staff engagement survey  
 Engaged with a range of patient groups 
 Engaged with the Joint Strategic Board (joint board between St George’s University Hospitals and 

St George’s, University of London)  
 
We also reviewed: 
 
 NHS Staff Survey results for 2019  
 Leavers survey 
 2019 General Medical Council  National Trainee Survey results 
 St George’s University of London student survey results  
 Health Education England funding streams 
 Medical Engagement Scale (MES) survey 2019 
 

Education Strategy, 2019 - 2024 4 



Where we have  
come from, and  
where we are now 

Education Strategy, 2019 - 2024 
St George’s University Hospitals NHS Foundation Trust 
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Context: Where we are now   

• We partner with St George’s University of London (SGUL) to train in 
 Medicine, Biomedical Science, Healthcare Science, 
 Physiotherapy and Radiography 

Undergraduate courses (foundation level) in Healthcare 
Practice, Paramedic Science and Breast Imaging  

 Postgraduate training for a wide range of clinical specialties 
 Local education provider for  a wide range of clinical specialties 

• We partner with Kingston University to train in a wide range of Allied 
Health Professional degrees 

• We have partnered with South Thames College and Westminster 
Kingsway to provide a level 4 apprenticeship in mammography and 
pharmacy 

• We provide placements for Project Search students (young people with 
disabilities) 

• We provide over 600 work experience placements annually 
• We provide undergraduate placements and pre-registration training for 

nursing, midwifery, pharmacy and allied health professional students from a 
variety of universities, our main partner is Kingston 

• We are the Lead Employer for the South West London consortium for 
Trainee Nursing Associates 

• Pharmacy provides  training to 20 postgraduate trainee pharmacists and 
Pharmacy Technicians annually 

 

• We offer Apprenticeship routes into employment 
• All staff have an annual performance development review 
• Training and development for our staff, including access to simulation 

facilities 
• We provide employment and training for a range of Clinical Scientists 
• We train clinical staff for Royal College Fellowship (such as Radiologists). 
• We support a wide range of postgraduate and Continuing Professional 

Development opportunities  
• We support staff to transition into new or enhanced roles such as Advanced 

Clinical Practitioners, Prescribing Pharmacists, Nursing Associates 
• We provide education and training  courses to the open market 
• We provide education for patients 
• We will provide Parity of Esteem training across both sites in conjunction with 

South West London and St George’s Mental Health NHS Trust 
• Through our Leadership Academy we provide comprehensive programmes at 

every level of the leadership journey including Masters programme 
• Quality Improvement is embedded into our Leadership Academy programmes 
• We have an established trained accredited coaching and mentoring service for 

staff 
• We have established a trained accredited mediation and workplace conflict 

resolution service 
 
 

The Trust as a leader in education: The Trust as an employer:  

Education Strategy, 2019 - 2024 6 



Key education priorities that have emerged in the last few years  

Undergraduate Postgraduate Education Future Workforce 

Careers & Continuing          
Personal Development  Parity of Esteem Development Pathways  

• The areas of focus have arisen iteratively from 
issues identified at the Workforce and Education 
Committee, Nursing Board, and from external 
requirements from the Department of Education, 
Department of Health, and Health Education 
England, over the past three years 
 

• We need to ensure that in those areas we are 
doing well, we mainstream activity so it becomes 
‘business as usual’  e.g. our collaboration across 
South West London as the pilot site for Trainee 
Nursing Associates 

 
• For the areas that we are making less progress 

we need to understand the reasons behind this 
and how these can be addressed  in the future 
strategy e.g. ensuring that all clinical staff have 
appropriate supervision,  embedding  learning to 
improve safety and quality of care provision 
through our education offering 
 

• We need to consider those priorities which will 
help deliver our future workforce strategy 2019-
24 

• Increased placements 
for non-medical 
learners 

• Supportive student 
experience across all 
professions 

• Enhanced quality of 
supervision 

• Improve formal and 
informal teaching 

• Enhancing the quality of 
clinical placements (General 
Medical Council  & National 
Education & Training survey 
results) 

• Supporting Local & 
Regional Faculty Groups 

• Enhancing well-being & 
supported return to 
practice 

• Excellent induction, 
sustainable workload and 
rotas 

• Meeting public sector 
target of employing 2.3% 
of the workforce as 
apprentices 

• Our partnerships with 
local schools and Further 
Education Institutions 

• Our work experience 
offering 

 
 

• Good progress in 
delivering Nursing 
Associates 

• New emerging workforce 
e.g. Physician Associate, 
Advanced Clinical 
Practitioner, 
Independent Prescribing 
Pharmacists. 

• Progress with higher 
level apprenticeships 

 
 

• Ensure staff have 
confidence and 
competence in 
addressing patients 
mental health as well as 
physical healthcare 
needs.  

• Supporting training in 
Dementia 

Embedding: 
• Healthcare support 

worker pathway 
• Band 5 Career Pathway 
• Bands 5-7 Career 

pathway 
• Band 5 Development 

Programme 
• Leadership Academy 
• Quality Improvement 

Education Strategy, 2019 - 2024 
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Education priorities  Overall progress Key development areas to address: 

Undergraduate Education  

Increase in placement provisions for non 
medical students 

Increased nursing placements by 25% achieved 
September 2019 
 

• Recruitment to undergraduate nursing programmes 
• Business case for nurse apprentices to be developed 

Providing a positive student experience across 
all professions  
 

Increased recruitment to Clinical Teaching Fellow 
posts with roles in  Medicine, Surgery, Paediatrics, 
Cardiology and Emergency Medicine. 
Clinical Teachers for student nurses, Trainee 
Nursing Associates, and midwives. 
Improved medical student feedback cycle via the 
Joint Undergraduate Committee. 

• Sustainability when Clinical Teaching Fellow is absent 
• Upskilling all nursing staff with new Nurse and Midwifery 

Council standards 
• Supporting education faculty development 
• Reflecting education roles and designated education time 

through job planning  

Postgraduate Medical Education 

Positive and Improving General Medical 
Council Trainer and Trainee Surveys 
Achievement of Key Performance Indicators; 
Overall satisfaction, Patient Safety, 
Educational and Clinical Supervision, 
Workload 

Trainees report positively for educational 
supervision and clinical supervision, with the Trust 
ranking 3rd highest in London for these areas 

• Rota gaps impacting negatively on trainees educational 
experience and quality to be addressed, in part, through the 
development & use of new roles within the workforce    

• Sustainability of improvements implemented through General 
Medical Council action plans 

Progress against the Trust’s key education priorities 

Education Strategy, 2019 - 2024 
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Education priorities  Overall progress Key development areas to address: 

Career Pathways and Continuous Personal  and Professional Development   

Progress with higher level apprenticeships 7 staff on Level 7 Leadership programmes 
24 more to start March 2020 on Clinical Leadership 
4 on Level 7 Finance 

Off the job training time 
In 2018 – 2019, 50 % of  newly qualified nurses in one of the 
clinical divisions had an allocated Preceptor (supervisor), by 
2021 this will be 100% 
Facilitate horizontal as well as vertical career development, 
providing opportunities for generalists to work across a range of 
settings and across organisational boundaries, as well as those 
who are progressing vertically and aspire to be specialists and 
in leadership roles  

Parity of Esteem 

The NHS parity of esteem agenda means 
that patients should be able to access 
services which treat both mental and 
physical health conditions equally and to 
the same standard.  

Training Needs Analysis complete 
Training Programmes designed 
Joint post with South West London & St. George’s 
Mental Health Trust 
Mental Health in Cancer Care simulation 
programme 

Mental health training framework for all staff 
Continuity of Trust lead post-holder (currently fixed term post) 
Work with partners to understand how this is appropriately 
covered in the undergraduate syllabuses. (It is a core part of 
Trainee Nursing Associate course and placements) 

Development Pathways 

Recognise personal and career 
development is very important to our staff  

Healthcare Support Worker development pathway 
Band 5 Newly Qualified Nurse Development 
Pathway 
Bands 5-7 Development pathway 
Band 5 accredited Development Programme from 
Kingston University 
Ward Manager Leadership development 

Affordability of the development programme for all Newly 
Qualified Nurses.  
Leadership development pathway at all levels 
 

Progress against the Trust’s key education priorities 
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Progress against the Trust’s key education priorities 

Education priorities  Overall progress Key development areas to address: 

Educate the Workforce of the Future 

Meeting the public sector target of employing 
2.3% of the workforce as apprentices 
 

Currently 0.6% of the workforce are employed into 
apprenticeships 

• All band 2 posts to be ring-fenced as potential apprentice 
positions. 

• Availability of a supporting infrastructure for the recruitment, 
support for managers, and pastoral care of apprentices 

Our partnerships with local schools and 
Further Education Institutions 
 

Partnership with South Thames College to provide 
mammography apprenticeship 
Opened discussions with South Thames College about 
new Technical education level qualifications 

• Placements for Technical education level students 
(alternative to existing A levels) 

• More partnership working on widening participation 
opportunities  

Our work experience offering Joint Widening Participation scheme (30 places) 
600 places offered per year 
7 places for learning disabled students via Project 
Search  

• As above 

Career Pathways and Continuous Personal  and Professional Development   

Good progress in delivering Nursing 
Associates 

8 qualified in post.  A further 35 are in progress and 21 
due to commence in March 2020.  

• Health Education England  would like the Trust to increase 
provision, the issues will be supervision and placements.  

Establish training pathways for the new 
emerging workforce e.g. Physician Associate, 
Advanced Clinical Practitioner, Non-medical 
Independent Prescribers 

Governance systems established or in development for 
Advanced Clinical Practitioners and increase in 
numbers being trained 
Commenced establishment of  pathways for 
Independent Prescribing Pharmacist  

• Career pathway for Physician Associates, Advanced Clinical 
Practitioners, Independent Prescribing Pharmacists to be 
developed further  
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11 National and Local Implications for Education 
NHS Long Term Plan 2019 details the need for: 
• Education and Workforce development to offer: 

  improved development opportunities, motivating staff to 
remain within the NHS 

 equip staff with the skills to operate at advanced levels of 
professional practice to meet patients’ needs of the future 

• Local Maternity Systems delivering recommendation from the 
National Maternity Review: Better Births, to champion a culture 
of multidisciplinary learning  

St George’s University NHS Foundation Trust  
• Our focus  on improving quality and safety has seen our CQC inspection rating 

improve from Inadequate in 2016 (placed in quality special measures) to 
Requires Improvement in 2019 (with a recommendation to be removed from 
quality special measures) 

• In April 2019 the Trust  launched its new Clinical Strategy  2019-2024, detailing 
how we will continue to deliver ‘outstanding care every time’ 

• Workforce and Digital strategies approved by Board in 2019, Quality and Safety  
Strategy  approved by Board in January 2020, all driving improved quality of care 
provision, all requiring element of education for staff  

• Staff and leavers survey results indicate staff join us for development 
opportunities and leave us if they don’t get them 

South West London Health & Care Partnership priorities:   
• Ambition to make South West London a great place to work, 

attracting and growing talent  
• Designing sector workforce and education  needs e.g. sector 

business case for apprentices 

Health Education England priorities 
• Increase in nursing and midwifery placements for an extra 5000 (25%) 

undergraduate places nationally in 2019-20, rising to 50% by 2024 
• Increase in numbers of Trainee Nursing Associates to meet national target of 

7500 in 2020 
• Introduction of a personal development allowance of £1,000 over 3 years for 

nurses, midwives and AHPs from April 2020 

National changes to Education 
• New technical  level qualifications in health available from 2020 (equivalent to A 

level’s, requiring 45 days work placement per student per year)  
• More apprenticeship frameworks available, SGUH will focus on clinical leadership 
• Route to Qualified Registered Nurse for Nursing Associates via apprenticeship 
• The Topol review- an independent report on behalf of the Secretary of State for 

Health and Social Care, highlights recommendations around technology in work and 
in learning, supporting efficiencies in training and quality of care provision 

• Expansion of multi-professional credentialing e.g. Advanced Clinical Practitioner  

Interim NHS People Plan 2019 identifies the need to: 
• Make the NHS the best place to work, retaining staff  
• Improving leadership culture  
• Tackling the Nursing workforce shortage  challenge 
• Delivering 21st Century care 
• Develop new operating models for workforce 

Education Strategy, 2019 - 2024 

National Patient Safety  Strategy 2019 
• New national  standards and guidance to support continuous 

improvement in patient safety  
• The Strategy builds  on 2 foundations: a patient safety culture 

and a patient safety system  
• Details  future requirements for  new digital technologies to 

support learning and a new  training and education safety 
framework for the NHS 



Strengths, Weaknesses, Opportunities and Threats Analysis - from stakeholder feedback   

Education Strategy, 2019 - 2024 

Strengths 
• We offer lots of education opportunities across SGUL/SGUH  
• We have a university and hospital at the same site, broader group of specialities is our 

unique selling point 
• Our Trust has  Integrated Education Services  
• We have clinical academic groups  (link to research strategy)  
• We have a good reputation for education e.g. simulation resources in the Trust 
• We have a long history of promoting a patient safety culture through fixed and mobile 

educational activities across the workforce. 
• Education is prioritised in the direction of travel for the organisation 
• We have improved Personal Development Reviews compliance rates across trusts 
• We offer entry routes into nursing - via the Nursing Associate role 
• We have received an Excellence in Education Awards and  Preceptor/Mentor of the Year 

awards 
• We have committed Practice Educators and Clinical Teachers 
• We have excellent partnership working with SGUL and Kingston University e.g. Joint 

Undergraduate Committee   
 
 

Weaknesses 
• There is disparity with supervision and  funding for medical & non-medical staff, with staff 

expressing feelings of inequality 
• We are not maximising the use and benefit of the apprenticeship levy  
• It is challenging to release nursing workforce other than for mandatory training (vacancies 

and cost) due to capacity  
• There is limited  vision and coordination to bring together strategy & identifying gap, no 

previous education strategy 
• There is limited access and communication of opportunities for Allied Health Professionals 
• Horizon Scanning – need to be better at this (links to Long Term Plan)  
• We offer no academic ‘stamp’ – accreditation for in-house training  
• We need to  educate beyond ‘St George’s’ – too inward looking  
• SGUL Simulation labs  are  underutilised with a limited scope of practise 
• Our current IT infrastructure can not support our  education ambitions  
• There is a lack of Education Centre availability and other teaching space 
• Not all staff have annual Personal Development reviews (80% against a target of 100%) 
• We need to consistently embed the process for learning from incidents and best practice 

across the organisation  
Opportunities 
• We can offer training for new and extended roles  e.g. Allied Health Professional’s to 

become Advanced Clinical Practitioners 
• We can strengthen our profile to support ‘employer of choice’ 
• We have opportunities to develop more ‘in-house’ training /courses with the  university, 

cost effective, accredited 
• We can further develop our inter-professional education  
• We can  attract  a local  workforce to meet the population needs-external presence in 

schools, colleges and universities to develop SWL education hub  
• We can develop the role of the digital platforms to support learning  
• We can develop talent management & succession planning, supporting equality of access  
• We can development of the mentorship programme and career development programme 

for admin staff  
• We can improved staff satisfaction and Trust survey results 
• We can increase apprenticeship training 
• We can focus on primary and community nurse training  e.g. support Roehampton 

University, attract into acute settings  
• We can develop and expand principles of a SWL skills training passport – e.g. midwifery 
• We will support the new pharmacy integrated training year  by hosting placements  
 
 
 

 
 

Threats 
• Our financial constraints  
• Culture shift does not happen  
• Consistency of ‘System’ and Governance around supporting different professionals e.g. 

structured medical trainings vs support for other professionals  
• Impact on staff recruitment and retention because of limited training opportunities  
• Unable to respond timely to support staff in the changing model of care delivery  
• Poor student and trainee experience, with risk to losing funding  
• Parity of Esteem Training (between physical and mental health), currently project needs 

longer term workforce solution  
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Engaging with our staff, patients and partners 

• Culture - education must be viewed as a priority and to enable ALL 
staff to access this equitably 

• The Environment in which to teach and learn needs to be fit for 
purpose  

• There should be easily accessible information on education 
opportunities  

• Ensure that Simulation Based Learning is accessed by Inter-
professional teams 

• Embed further education for safety and continuous improvement  
• Review the style of education from ‘classrooms’ to more innovative 

models of development 
• Utilise the retiring workforce to retain expert knowledge  
• Provide equitable access to training pathways across existing and 

emerging workforce   
• Value the students we have, in order to retain them post graduation 
• Opportunity to develop St George's University of London/the Trust as 

the education hub for South West London 
• We have opportunities for income generation using our clinical 

expertise 

• Leadership culture needs to value and encourage development for 
all staff 

• All staff should be encouraged to develop  
• Mentoring/coaching should be available to all staff 
• Talent Management opportunities to be available for clinical and non 

clinical staff; we need to train and retain our staff 
• We should maintain our exemplar position with Trainee Nursing 

Associates 
• There are opportunities to reach out to the wider community 

through work experience offerings 
• There are opportunities to reach out into South West London 

health and social care organisations to provide mutual development 
opportunities 

• Higher Education Institutes need student volumes to make courses 
viable; we should take a coordinated approach across South West 
London with the new emerging training needs 

• Departments should be able to reap the benefits from income 
generation  

 

In developing this strategy we engaged with a range of staff, patients, partners and the public. Common themes highlighted across these groups as 
core principles for inclusion in the strategy were, education should be accessible to all staff; the way we educate needs to evolve with emerging 
innovations; external partnership working is required to ensure education supports the workforce of the future. 

Staff Feedback   Patients, Partner and Public Feedback  

Education Strategy, 2019 - 2024 13 
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Emerging themes for this strategy 

Apprenticeships 

Innovation in 
new ways of 

learning 

Educating for 
new roles 

Funding 

Links to Further 
(college) & Higher 
(university)  
Education 
Institutes 

Continuing 
Personal & 
Professional 
Development  
opportunities  

Safety 

Income 
generation 

Joint education 
across SW 

London 

Student/trainee  
experience 

A number of common themes have been identified through engagement and data analysis which are areas 
for the strategy to consider, and our priority areas for the 5 years emerged from these. 

Career pathways  

Education Strategy, 2019 - 2024 
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Where we  
go next  

Education Strategy, 2019 - 2024 
St George’s University Hospitals NHS Foundation Trust 
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Our vision 2019-2024: 

Education Strategy, 2019 - 2024 
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As a ‘learning organisation’  we will inspire our staff to reach for excellence and 
deliver outstanding care, every time.  
  
We will be the leading NHS organisation for education and development in South 
West London. 
  
We will achieve this by becoming a system leader in emerging innovation and  
technologies driving teaching and learning, fit for a future health service. 
 
 



Strategic education priorities for 2019 – 2024  

 
1. We will be the leading NHS organisation for education and development in South West London collaborating 

with other employers and education providers. 
 

2. We will provide opportunities to all our staff to develop and progress in ways that support fulfilling personal, 
professional and career development, embracing principles of well-being, equality and diversity.  
 

3. We will provide accessible and innovative ways of learning and teaching by  keeping up to date with emerging 
advances in clinical practice, digital and artificial intelligence, supported by the use of new technologies. 
 

4. We will ensure education provision is flexible to adapt to changing innovations in the workforce, developing 
robust governance around the scope and remit of new roles. 
 

5. We will provide high quality education opportunities to ensure our staff have the skills and knowledge to deliver 
safe and outstanding care. 
 
 

Education Strategy, 2019 - 2024 
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Education Priorities  – where we will focus action 
Strategic Priority  We will be the leading NHS employer for education and development in South West  London collaborating with other employers and education 

providers 

Why is it important? The South West London Workforce Board aspires to make South West London a great place to work. Our vision is to be seen among the leaders in South 
West London as an innovative and high quality education partner. 

What we will focus on 
 

• We will establish a vehicle (e.g. St George’s Education Academy) which will provide system leadership, investment, infrastructure and governance for 
excellence in healthcare education and training, in partnership across South West London 
 

• We will enhance and embed the joint work with South West London and St George’s Mental Health Trust  to build workforces in both Trusts who are 
competent in physical and mental health needs of our patients in line with the Parity of Esteem national agenda 
 

• We will further develop  the opportunities across South West London to run training programmes e.g. Local Midwifery Service  Network to review and 
establish a central course function supporting access to specialist training and efficiency of provision 
 

• The pharmacy service will continue to implement the new  model of Primary Care Network pharmacy training and recruitment, at pace over the next few 
years to ensure as a system we have a skilled and sustainable workforce 

 
• While working with partners to  develop new models of care, we will  ensure our staff have the appropriate training and education  to  meet the emerging 

outreach model of care e.g. first contact practitioners- physiotherapists, other allied health professional  and pharmacists  
 

• We will work across South West London to support more apprentices by utilising the money in the Apprenticeship Levy. We will ‘gift’ up to 25% of the 
levy into the health and social care system, specifically  to smaller organisations such as GP practices and Care Homes, if appropriate  

 
• We will maintain our status as an Education Provider Organisation for Apprenticeships. The Trust Breast Screening Apprenticeship programme is our 

first apprenticeship being provided to both internal and external apprentices 
 
• We will work with the Acute Provider Collaborative to ensure there are sufficient numbers of students to make the courses viable for  universities and 

colleges to run, such as radiology, sonography and radiography  
 
• We will bid for Lead Employer status from Health Education England for further medical training specialities (we are the Lead Employer for 500 GP 

Trainees in South London currently). This means that the doctors in training have a better experience and that the Trust is able to increase income.  
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Education Priorities  – where we will focus action 
Strategic 
Priority  

We will provide opportunities to all our staff to develop and progress in ways that support fulfilling personal, professional and career development, 
embracing principles of well-being, equality and diversity.  

Why is it 
important? 

Key to success is St George’s as a Trust where all staff are supported in their personal, professional career development. This will attract excellent staff, retain those 
who want to progress, support those who are struggling. 

What we will 
focus on 
 

• We will prioritise getting the ‘basics‘ right, to establish  the foundation for an optimal learning environment  i.e. the estates infrastructure,  accessible e- learning, 
central learning directory of all education opportunities (SGUH/SGUL)   

 
• We will guarantee all staff, both non clinical and clinical, have an individual Personal and Professional Development plan  
 
• We will encourage and  expect all staff to actively participate in their own Personal and Professional Development plan, as well as contributing to the learning of 

others 
 
• We will continue the expansion of the Leadership Development Programmes to cover all staff groups, supporting  the inclusive open and engaged culture we strive 

for  
 
• We will enable protected time for staff development and supervision to support career development, in line with the Trust Workforce Development Policy 
 
• We will maximise opportunities for staff to access training, above mandatory requirements, by optimising use of funding e.g. Health Education England specialist 

funding, education grants and income generation 
 
• We will enable protected time for experienced staff to supervise and support newly qualified registrants e.g. ensuring organisational parity with medical supervision 

processes 
 
• All undergraduate and post graduate students/trainees will be provided with the appropriate educational supervision  in line with Health Education England and 

National regulatory guidance e.g. General Medical Council, Nursing Midwifery Council, Health Care Professional Council with a continuing programme of development 
for supervisors and assessors 
 

• We will increase visibility of education income back to departments that provide education support.  Consultant job planning will review all education provision 
by consultants to align education income with education provision 

 
• We will  continue to work collaboratively with St George’s University London  to raise the prestige of education roles to attract and retain high quality educational 

leaders 
 

• We will ensure our educators are supported  to deliver high quality and an effective learning experience e.g. Practice Development Nurses/Midwives and Clinical 
Teaching Fellows to complete a teaching qualification 19 



 
  

 
 
 
 
 

  

 
 
 
 

Education Priorities  – where we will focus action 
Strategic Priority   We will provide accessible and innovative ways of learning and teaching, keeping up to date  with emerging advances in clinical 

practise, digital and artificial intelligence , supported by the use of  new technologies  
 

Why is it important? We need to offer staff career progression that motivates them to stay within the NHS and, just as importantly, equips them with the skills to 
operate at advanced levels of professional practice and to meet patients’ needs of the future. 
Our education strategy needs to optimise the range of evolving methodologies which best meet learners needs. 
 

What we will focus 
on 
.   

• We will make access to the training directory, course bookings and e-learning accessible remotely and on mobile phones, aligning with the 
Trust Digital Strategy 
 

• We will develop teaching/learning approaches aligned to technology advances,  supported through the IT strategy and funding 
opportunities 
 

• We will prioritise the use of safe experiential learning through simulation and technology, allowing people to learn in a safe 
environment rather than being put in high risk situations or completing  procedures too early in their training 

 
• We will maximise the use of and access for non-medical staff to St. George's Advanced Patient Simulation & Skills Centre in order to 

learn from and with each other through inter-professional learning replicating the working environment 
 
• We will maximise opportunities for mobile education – using appropriate mobile technologies (patient simulators) and various educational 

tools providing training in clinical and non clinical settings e.g. mental health awareness for porters and security staff with actors 
 
• We will continue and promote shared learning and innovation using all available tools tailored to specific communities of practice, e.g. 

the principles of the e-learning nursing skills development programme for Neurosurgical Ward to be replicated in other clinical areas, in-
house Coaches and Mediators to support and supervise each other   
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Education Priorities  – where we will focus action 
Strategic Priority  We will ensure  education provision is flexible to adapt to changing innovations in the workforce, developing robust governance around the 

scope and remit of new roles. 
 

Why is it important? In 5 years time the current workforce model will not be fit for purpose due to shortages in core staffing e.g. doctors. The Trust needs to grow and develop 
non medical clinical staff to future proof our workforce. To achieve this we need to ensure education and on-going professional support is robust across 
this new workforce 

What we will focus on: • We will source appropriate educational provider partners to develop a critical mass of the emerging workforce in order that these roles have the 
intended benefits to patient care e.g. nursing associates  
 

• We will utilise the Apprenticeship Levy to train more qualified professionals, where due to national shortages there is a need for us to ‘grow our own’ 
from the Trusts’ existing workforce or local community e.g. occupational therapy and speech and language therapy 
 

• In line with the Workforce Strategy, we will ensure that staff have protected time whilst in a training role  
 

• We will develop programmes of continued professional development post qualification from trainee roles, for our staff in new roles e.g. Physician 
Associates, Advance Clinical Practitioners (allied health professional and nursing)  
 

• We will support our non-medical workforce to obtain the advanced clinical practice and non medical  prescribing qualifications 
 

• As the  non-medical workforce increases with advanced clinical skills, we will work with services to review the educational needs of the emerging Multi 
Disciplinary Team models e.g. consultant pharmacists undertaking the accountable professional role verse traditional doctor remit.  

 
• We will develop robust governance around the scope and remit of new roles 

 
• We will  promote and celebrate excellence in emerging new roles through internal communication channels, national awards and collaboration with 

national professional bodies 
 

• We will expand our work experience offering to the local community by providing placements to meet the needs of the new technical level 
qualification (alternative to A levels), and  in-reach to schools to encourage uptake of apprenticeship opportunities e.g. pharmacy technicians, with long 
term benefits for recruitment at SGUH  
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Education Priorities  – where we will focus action 

Education Strategy, 2019 - 2024 
 

Strategic Priority  We will provide high quality education opportunities to ensure staff have the skills and knowledge to deliver safe and outstanding 
care 

Why is it important? To deliver ‘outstanding care every time‘ our staff need access to high quality training and  development opportunities. This will ensure staff have 
the skills and knowledge to deliver safe and outstanding care. We need to build a culture where learning for improvement is embraced across 
the organisation and built on evidence-based education, supported by robust governance systems 

What we will focus on: • We will build a culture where learning for improvement is embraced across the organisation, supported by the Trusts’ workforce, 
quality and safety strategies 
 

• We will build on evidence-based educational programmes, capturing best practice examples and shared learning from incidents, 
complaints, complements and  feedback from Friends and Family survey results 
 

• We will collaborate with the national patient safety team, local systems and regulators to broaden and deepen training, ensuring readiness to 
implement the new Patient Safety Incident Response Framework  
 

• We will embed consistently safety and quality improvement training across all staff  educational programmes, to ensure every 
member of our staff  has access to patient safety and quality improvement training (appropriate to role); from ward/department to board (this 
will be above current mandatory training requirements)  

 
• We will design educational activities that can be delivered as efficiently and effectively as possible, using technology-enhanced learning 

and encouraging collaboration, these will be co-designed with staff and patients e.g. our bespoke human factors training programme 
 

• Where possible, patient safety training will be delivered in multidisciplinary teams and across patient pathways to reflect the way 
services are delivered. This will help staff  learn about safety alongside others in a collaborative manner e.g. our weekly Flow Coach 
programme and ‘Big Room’ events to share best practice and learn together 
 

• We will develop an Education Quality Framework to evaluate training and assure quality/impact on improved patient care 
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23 Delivering our education vision - approach to implementation  

Education Strategy 2019-2024 

 
• We  recognise delivering this strategy will require dedicated time and investment. The strategy sets the direction of travel. Time scales will be 

detailed in implementation plans. 
 
• It is acknowledged there are a number of  co-dependencies to the pace of delivery, specifically investment and wider support strategies 

implementation. The delivery of the education strategy will have a direct impact on the successful implementation of the workforce strategy and 
vice versa. 
 

• The ambition, speed of implementation and investment in the Digital and Estates supporting strategies (both to be approved at Trust Board in 
March) will impact on the ability to deliver the Education Strategy i.e. improvement in the teaching environment and the digital platform for training 
and learning. 
 

• Dedicated investment will be required to deliver the ambition detailed in this strategy. Income streams will be priorities to support the strategic 
vision i.e. Health Education England’s new personal development allowance and  apprenticeship levy. Income generation in areas of training 
provision and access to facilities will be maximised. Wider partnership working will be optimised i.e. St George’s Charity currently fund a band 5 
development programme, work place mental health training and staff wellbeing initiatives. 
 

• In  2019/21 we  will build on what we already have started and ensure that we maximise the opportunities e.g. expanding the number of staff 
accessing development through the apprenticeship levy, support newly qualified registrants through protected supervision time.    

 
• Implementation plans will be produced for each of the five priorities areas which will set out in detail the actions needed, clear targets, Key 

Performance Indicators and an accountable owner.  
 
• We will establish working groups to drive and support implementation with clear time line for delivery. 
 
• The operational delivery will be managed through the People Management Group through to Trust Executive Committee. The governance of the 

plans will rest with the Workforce and Education Committee  which reports into the Trust Board. 
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EQUALITY IMPACT ASSESSMENT FORM  
 

Service/Function/Policy Directorate 
/ 
Department 

Assessor(s) New or Existing 
Service or Policy? 

Date of 
Assessment 

Education Strategy 2019-
2024 

Strategy Sarah James 
Associate 
Director of 
Workforce and 
Kath Brook 
Strategy and 
Planning 
Manager 

New strategy 17/01/2020 

1.1 Who is responsible for this service / function / policy?  
 
Richard Jennings, Chief Medical Officer 
Harbhajan Brar, Chief People Officer 
 
1.2 Describe the purpose of the service / function / policy?  
 

The purpose of the Education Strategy 2019-2024 is to set out how the Trust will ensure it has a 
workforce which is equipped to deliver the priorities set out in the Trust Strategy (2019-2024) and 
respond to the changing needs of the wider health system. The strategy identifies the key priority 
areas which will be the focus of action over the next 5 years to ensure the Trust has a sustainable 
future education model. 
 

1.3 Are there any associated objectives?  
 

The strategy has been drafted to be consistent and aligned with national priorities (e.g. the NHS 
Long Term Plan, Interim People Plan and Health Education England strategy and funding), local 
priorities (e.g. the SWL Health and Care Partnership and the Acute Provider Collaborative) and the 
and the Trust’s vision (‘Outstanding Care, Every Time’) and corporate priorities (Champion Team St 
George’s) 
 
The  strategy will focus on  five key areas for 2019/24: 
 

1.  We will be the leading NHS organisation for education and development in South West 
London collaborating with other employers and education providers 

2. We will provide opportunities to all our staff to develop and progress in ways that support 
fulfilling personal, professional and career development, embracing principles of well-being, 
equality and diversity.  

3. We will provide accessible and innovative ways of learning and teaching by  keeping up to 
date with emerging advances in clinical practice, digital and artificial intelligence, supported 
by the use of new technologies 
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4. We will ensure education provision is flexible to adapt to changing innovations in the 
workforce, developing robust governance around the scope and remit of new roles. 

5. We will provide high quality education opportunities to ensure our staff have the skills and 
knowledge to deliver safe and outstanding care 

 
1.4 What factors contribute or detract from achieving intended outcomes? 

There are a range of factors which could contribute or detract from achieving the ambitions set out 
in the strategy. These include: 

• Availability of investment (either by the Trust or through other organisations such as Health 
Education England) 

• Digital infrastructure – for enhanced learning methodologies, and overview of opportunities 
• Estates – availability and quality of training facilities, and ease of booking 
• Ability and capacity to support students in quality placements 
• Ability and capacity  for staff to be able to educate others 
• Ability and capacity for staff to be released for development opportunities  

 
1.5 Does the service / policy / function / have a positive or negative impact in terms of 

race, disability, gender, sexual orientation, age, religion or belief and Human Rights?                      

The proposed education strategy should have a positive impact on equalities. For example, the 
strategy:  

- Commits to providing development opportunities for all roles within the Trust therefore 
provide all members of staff with the support they need for continual leaning and with the 
education to progress  their career 

- Ensure that we look to provide work experience opportunities to our local community, 
including the new Technical  level qualification, and continue to support young people with 
learning disabilities become work ready through supporting Project Search 

- As part of the plan the Trust will ensure that processes for applying for and approving 
funding for education are equitable and transparent 

Without some changes, there remain negative impacts: 

- Investment is needed to the Education Centre to become DDA compliant (a ground floor 
classroom needs to be configured as there is no access to the 1st floor classrooms other 
than stairs) 

- Fewer development opportunities for staff in support roles where there is a higher 
concentration of BAME staff  

1.6 If yes, please describe current or planned activities to address the impact.   
 

These positive impacts will be pursued through implementation of the strategy, which will be driven 
forward by individual workforce plans which will be reported to Trust Board.  
 
The areas identified with negative impact can be addressed by: 
 

• Investment linked to the Estates Strategy and income generation from educational activities 
 

• The associated education implementation plan will seek to enhance opportunities for 
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support staff by learning from best practice, and monitoring take-up. 
 

1.7 Is there any scope for new measures which would promote equality?  

As the Trust moves into implementing the Education Strategy, it may decide there is scope for new 
measures to further promote equality and through on-going engagement with staff groups who 
have contributed to developing the Education Strategy and staff networks. 

1.8 What are your monitoring arrangements for this policy/ service 

The impact of the key areas of focus will be monitored and reported to the Workforce and 
Education Committee 

Education data is submitted as part of the Workforce Race Equality annual return. 

1.9 Equality Impact Rating   [low, medium, high] 

Low.  

2.0. Please give you reasons for this rating 

The proposed strategy should have a positive impact on equalities, as set out in this assessment. 
There will be further opportunities to ensure that this potential positive impact is delivered as the 
Trust moves into implementing the education strategy, and monitoring progress.  

The process of drawing up more detailed education implementation plans, and then monitoring 
progress against them, will also afford further opportunities to identify and prevent/mitigate any 
unintended negative impact on equalities. 

 

 
 



CLINICAL AND QUALITY IMPACT ASSESSMENT-EDUCATION STRATEGY

Risk Description (see guidance tab for 
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Current 
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Mitigating Action (see guidance tab for examples)

Residual 

risk

Impact

1-5

Residual 

risk

Likelihood

1-5

 Residual risk 

score

(1-25)

Positive Impact / Benefit

M1
model of education and training developed to fit around service needs-i.e. 

trainning in the work place with use of mobile technologies 
B1 positive impact on retention as staff accessing education opportunities 

M2
implementation plans to be aligned to a gradual increase in protected time 

and aligned  with safe service provision demands
B2 improved quality of care through increased training  provision to staff

M3
medical rota reviewed and training build into it, with new e Rostering 

system implementation 
B3

M4
forward planning to ensure 2-3 months notice for training  opportunities to 

enable rostering of safe staffing levels
B4

M5
where back fill to release staff is required, bank staff or agency staff from 

approved  framework providers will be used 
B5

M1 partnership working with key providers to influence course development B1 workforce for the future requirement  of the Trust developed

M2
developing  bespoke in-house training courses to increase accessibility to a 

wider cohort e.g. ward based, e learning 
B2 training needs meet the bespoke requirement of SGUH

M3
Aligned to workforce strategy funding to double run roles to support new 

post development in 20/21
B3

Improved flexibility of work force through better utilisation of clinical skills 

across all Trust sites

M4

annual training needs analysis is  completed to inform MAST requirements  

and  identify areas for bespoke internal training or to inform priority areas 

for external  commissioning   

B4

M1
all staff to have annual  Personal Development Plan  with clear process to 

assess and prioritise education and development needs
B1 Improved staff retention 

M2
model of CPD across staff groups reviewed to enable  the offer to be 

provided in the most efficient way i.e. not just class room courses
B2 Improved staff recruitment I

M3
development of the central education training hub to enable full oversight 

of opportunities available, promotion Trust wide 
B3 Improved staff satisfaction 

M1
aligned education strategy vision with the emerging Trust  digital and 

estates strategy, 
B1 priority areas  for  funding to support strategy ambitions 

M2
1-5 year implementation plans aligned to funding flows and speed of wider 

enabling strategy implementation
B2

Improved flexibility of work force through better utilisation of clinical skills 

across all Trust sites

M3
Priorities aligned with the workforce strategy and emerging new roles, back 

fill funding 
B3

M4

maximise opportunities  to access funding- income generation with course 

provision , partnership working with the charity , Health Innovation 

Network  and Health Education England  grant  applications 

B4

M5 strategy support prioritisation of funding allocation B5

2 6

Quality sustainability- Increased risk of potential 

reduction in service quality experienced by patients- 

with the  increase in national mandated protected 

time for medical staff and the ambition of the 

education strategy for improved access to training 

for wider staff groups, there is a risk to quality of 

care provision due to the impact on service capacity 

to deliver face to face care if staff released for 

training 

Financially Viability -the investment needed in the  

education environment and digital platform is not 

aligned to strategy needs, wider funding streams 

can’t meet the deliverables detailed 

PS PE NCO 3

3 3 9 2

3 9 3

2 4

3 6 2 2 4

Reputational Importance-Increased levels of staff 

turnover - higher numbers of staff leaving  due to 

lack of training opportunities and impact on ability 

to recruit replacement staff   

PS NCO

Workforce Sustainability- Reduction in education 

and learning development opportunities for staff 

and, or staff teams i.e. in ability to release staff to 

attend  apprentice training which requires  20% time 

off job, or lack of bespoke courses to train the 

workforce needed for the future  

PS CE 2

3 3 9 2 2 4

QIA Criteria Associated to Risk 

PS PE CE
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Executive 
Summary: 

Board is asked to approve the Trust’s proposed digital strategy for 2020-24.  
 
Ensuring our staff and patients have access to the digital technology and 
information they need is a key part of our strategy for 2019 – 2024. Easier 
access to information, including through digital technology, is reshaping the 
way we live our lives, and the way we access and interact with services. The 
Trust’s digital strategy sets out the organisation’s ambitions for building on that 
opportunity over the coming years. Delivering ‘digitally-enabled care’ is also a 
national priority, as set out in the national NHS Long Term Plan. 

The proposed strategy builds on a range of staff and public engagement, as 
described in the document.  
 
The strategy was the subject of discussion at a Board seminar in January, 
intended to test a set of proposals and options with the board. The table below 
summarises the feedback from the Board seminar:  
 

Feedback from Board seminar How this has been incorporated 

The board asked for a review of the 
proposed strategic priorities, to 
explore scope for reducing the 
number of them.  

The strategic priorities have been cut 
down and some have been grouped 
together  

The board agreed that the Trust 
should be aiming to spend 4% of 
turnover on ICT 

This is reflected as a slide in the 
proposed strategy 

The board gave a steer that whilst 
the Trust should seize on the 
opportunities of collaboration, it 
should not let a desire to collaborate 
slow it down in addressing the 
Trust’s pressing ICT challenges 

This is reflected as a slide in the 
proposed strategy 

The board gave a steer that the Trust 
needed to have clear central controls 
in place on ICT, whilst providing 
individual services with flexibility for 
innovation (e.g. by setting clear 
standards, policies) 

This is reflected as a slide in the 
proposed strategy 

 
A draft of the strategy was reviewed by the Finance and Investment Committee 
(FIC) on 20 February 2020. FIC asked for the analysis set out in the strategy to 
more explicitly reflect the Trust’s relatively low resilience due to its ageing 
infrastructure, and this has been reflected in the proposed strategy. FIC’s 
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recommendation is that the Board approve the strategy with this 
amendment. 
 
Both at FIC and at Council of Governors, there was discussion as to how the 
strategy would be implemented, and which deliverables would fall into 20/21 - 
21/22 and which would need to come later. Given the uncertainty around the 
Trust’s capital budget for 20/21, FIC agreed that a high-level 2 year 
implementation plan should not be included in the strategy but should be 
brought to FIC once budgets are agreed. Council of Governors was also keen 
to be kept updated on progress in implementing the strategy. 
 
Alignment between this digital strategy and the Trust’s outpatient strategy 
(which envisages a major shift from face-to-face to virtual activity) is key. Both 
strategies are being put to Board for approval at the same time. The outpatient 
strategy reflects the importance of IT, and the digital strategy includes explicit 
commitments on outpatient transformation (under the section of the digital 
strategy on enabling new models of care). To support this alignment, an 
outpatient strategy implementation group will be convened to oversee progress 
of the strategy, which will include representation from IT and other corporate 
departments.  
 
An Equalities Impact Assessment and Quality Impact Assessment have been 
undertaken to help manage any equality- and quality-related risks.  
 
Once the strategy is approved, it will be translated into the Trust’s 20/21 
business plan (e.g. via corporate objectives and the capital programme 
currently being developed).  
 

Recommendation: Board is asked to approve the proposed strategy.  
 
 

Supports 

Trust Strategic 
Objective: 

Build a better St. George’s 

CQC Theme:  Well Led: the leadership, management and governance of the organisation 
make sure it's providing high-quality care that's based around your individual 
needs, that it encourages learning and innovation, and that it promotes an 
open and fair culture. 

Single Oversight 
Framework Theme: 

 Strategic Change 
 

Implications 

Risk:  

Legal/Regulatory: N/A 

Resources: Resources allocated to implementation of the strategy will be agreed annually 
as part of the business planning process.  

Previously 
Considered by: 

Board Seminar 
Informatics Governing Group 
Trust Executive Committee 
Council of Governors 
Finance and Investment Committee 

Date: 29 January 2020 
17 February 2020 
19 February 2020 
19 February 2020 
20 February 2020  

Appendices: Proposed digital strategy 
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Introduction 

Digital Strategy, 2020 - 2024 

Easier access to information, including through 
digital technology, is reshaping the way we live 
our lives, and the way we access and interact 
with services.  
 
This strategy sets out our ambitions for 
building on that opportunity over the coming 
years.  
 

Ensuring our staff and patients have access to the digital technology and information they need is a key part of 
our strategy for 2019 – 2024.  
 



Engaging with our staff and patients 

Digital Strategy, 2020 - 2024 

 In developing this strategy, we:  
 
- Drew on messages we heard as part of developing the Trust’s overarching five-

year strategy, when we engaged with more than 500 staff and patients  
- Undertook additional focused staff and public events with around 40 attendees 
- Undertook a survey of our staff, receiving over 100 responses  

 
The feedback we received helped shape our plans for the future.  
 



Where we have  
come from, and  
where we are now 

Digital Strategy, 2020 - 2024 
St George’s University Hospitals NHS Foundation Trust 
 



Our staff and patients want us to improve our ICT  

Digital Strategy, 2020 - 2024 

 
Public  

 
• Engaging with patients in different ways 

(e.g. by text re appointments, or by 
phone/skype for consultations, one-stop-
shop appointments).  

• Enabling clinicians to work together 
differently (e.g. accessing patient data from 
other providers, using skype for MDTs) 

• Infrastructure (slow computers, patchy 
WiFi, standardisation across different Trust 
sites)   

 
Staff 

 
• Infrastructure (aging hardware, WiFi, slow 

computers) 
• Business intelligence (improving reporting, use 

of data for performance, use of data for 
research)  

• Supporting better/more efficient working: 
(electronic systems to track patients, specimens, 
equipment; electronic systems for prescribing 
drugs/patient notes; use of tablets/mobile 
devices; using technology in training); electronic 
management of clinic rooms/booking 

• Importance of working collaboratively with 
partners and other trusts (including on 
improving/simplifying electronic referral, sharing 
data,  

• Internal communication (new intranet)  
• Clinical Systems (better integration, new ways 

of communicating with patients e.g. via patient 
portals, apps)  

 

 
ICT staff  

  
• Infrastructure  
• New models of care for patients (e.g. one-

stop-shop, use of videoconferencing for 
patients with long-term conditions)  

• Single open system – where consultants, 
GPs have all the patients’ clinical history 
and when patients visit a hospital or GP 
they can see all the patients’ clinical 
information 

• Supporting staff (e.g. Working voice 
recognition, more use of handheld and 
tablet devices) 

 
 

A range of public/staff engagement events were held to develop the Trust’s clinical strategy, where feedback on ICT was a common theme. 
Public and staff engagement events have also been held specifically to help develop the digital strategy. Key priorities for our stakeholders 
included:  



The NHS Long Term Plan envisages ‘digitally-enabled care’ 

Digital Strategy, 2020- 2024 

The NHS Long-Term Plan outlines the following key priorities on ‘digitally-enabled care’:  
 

Priority  Detail SGUH digital strategy therefore needs to…  

Empowering people For instance: the NHS App will create a standard online way for people to access the 
NHS; women will be able to access their maternity record digitally, support will be given 
to the development of a range of apps to support particular conditions, patients with 
long-term conditions will have access to their health record via the NHS app, patients 
will be able to incorporate information into their own personal health records 

• Support patient empowerment: e.g. enabling patients to access / 
in some cases change their personal health records, or to 
manage their conditions through apps  

Supporting health and 
care professionals 

we will ensure that health and care professionals have the tools they need to efficiently 
deliver safe and effective patient care – e.g. supporting staff to capture health & care 
information digitally at the point of care.  

• Continue the shift from paper to electronic systems  
 

Supporting clinical care  for instance, the NHS app and its browser-based equivalent will enable people to follow 
a simple triage online to help them manage their own health needs or direct them to the 
appropriate service; patients will have more access to ‘virtual’ GP and outpatient 
appointments, helping to reduce face-to-face outpatient activity by 30%; and all 
providers will be expected to advance to a “core level of digitisation” by 2024, covering 
clinical operational processes across all settings, locations and departments, with 
robust modern IT infrastructure services for hosting, storage, networks and cyber 
security).  
 

• Support the delivery of new models of care – particularly ‘virtual’ 
outpatient appointments  

• Support the modernisation of IT infrastructure  

Improving population 
health  

for instance, deploying population health management solutions to help Integrated 
Care Systems understand the areas of greatest health need 

• Support steps taken by the SWL system towards use of 
population health management solutions  
 

Improving clinical 
efficiency and safety 

for instance: pathology networks, exploiting the potential of artificial intelligence, leading 
to quicker test turnaround times and improved access to more complex tests; 
diagnostic imaging networks enabling the rapid transfer of clinical images from care 
settings to the relevant specialist to interpret; protecting the NHS from cybercrime  

• Ensure the Trust is well placed to benefit from the quality & 
efficiency opportunities resulting from new technologies such as 
AI  

• Ensure the Trust meets national cyber security standards  
 



We have ambitious plans for the NHS in South West London 

Digital Strategy, 2020 - 2024 

The draft SWL plan submitted to NHSE/I sets out a range of commitments  on the use of technology, data and 
information:   
 Priority  Examples of actions in SWL plan  

1. Creating straightforward digital 
access to services; helping 
patients/carers managing their 
health  

• Piloting SWL personal health record, allowing people in SWL to access their own care 
record – to be rolled out by 2021  

• Create a personal health and care application so that people can manage their hospital 
appointments by 2021  

2. Ensuring clinicians can access 
and interact with patient 
records/ care plans wherever they 
are  

• Use digital technology to transform outpatients, reducing face-to-face visits by a third 
over 5 years  

• Identify where digital process changes (e.g. machine learning) can improve pathways  

3. Making data interoperable and 
accessible 

• Deliver and make available whole systems intelligence so that the needs of our entire 
population can be predicted and met  

• Expand the SWL population health management proof of concept to primary care and 
our four acute trusts  

4. Improving system-wide 
infrastructure, processes and roll-
out of nationally required digital 
capabilities  

• Secure investment to improve infrastructure  
• Plan/procure infrastructure as a system rather than individual organisations  
• Create a robust, common technical and application infrastructure, including core hospital 

electronic patient record systems, across SWL 



The Trust’s 5-year strategy relies on digital improvements  

Digital Strategy, 2020 - 2024 

Section of SGUH strategy Digital strategy needs to……. 

Strong foundations  

(outstanding quality; improved performance; right workforce 
model, skills & culture; financial improvement; estates 
improvement)  

 
1. Support efforts to improve efficiency 
2. Support our ambitions on quality / safety (e.g. via interoperable clinical systems)  
3. Support estates improvement & make the Trust a more attractive place to work (e.g. by enabling flexible / home 

working)  
Excellent local services 

(planned care that fits around patients’ lives, using latest 
technology; more same day emergency care)  

 
4. Enable the Trust to deliver new models of care, built around patients’ lives (e.g. virtual consultations) 
 
   
 
 

Closer collaboration  

(work with partners to deliver care closer to home; work 
with DGHs to rebalance specialist/DGH work across SWL; 
work with partners to meet needs of ageing population)  

 
5. Enable closer collaboration with the wider health system (e.g. through appropriate sharing of patient information, work 
via the Acute Provider Collaborative joint IM&T projects)   
 

Leading specialist healthcare  

(main provider of specialist services for our region, 
including as MTC; major centre for cancer, paediatrics and 
neurosciences; pursue commercial opportunities; 
innovation, research & training)  

 
6. Support the appropriate sharing of information across our specialist networks (e.g. with Surrey and Sussex for tertiary 
services; with the RMP Cancer Alliance for cancer)  
7. Support the Trust’s research output (e.g. by enabling researchers to access appropriate patient data)  

7 key implications for the digital strategy from the Trust’s 5 year strategy:  



The Trust’s plans in a range of other areas also rely on 
digital improvement 

Digital Strategy, 2020 - 2024 

The Trust is currently developing a range of corporate strategies which also need to be reflected in our digital 
strategy:  

Strategy  Key implications for digital strategy  

Research  • Commits to rebuilding the datawarehouse in a way that makes it a resource for researchers  

Workforce • Commits to building an environment more conducive to flexible working  
 

Quality  • Commits to better use of data and electronic systems to improve quality of care 

Education  • Commits to providing education in innovative ways, including through better use of technology 

Outpatients  • Involves a ‘menu’ of changes to outpatient services (e.g. self-care, improved referrals, enhanced virtual triage, phone clinics) 
designed to deliver vs the national ambition to reduce face-to-face attendances by 33%. Each item of this menu could require 
different levels of ICT support.  



But historically, we have invested less in ICT than our peers  

Digital Strategy, 2020 - 2024 

Information technology is playing an increasingly important role in healthcare worldwide.  
 
In the UK, NHS trusts are reflecting this in their spending despite a challenging financial environment. In the last decade, UK capital spending in 
healthcare has been below the OECD average, falling as a percentage of GDP, and NHS trusts have seen significant fluctuation in capital 
budgets. Despite those relatively low levels of funding and significant fluctuation, capital spending on IT and intangible assets (mostly software 
licenses) has steadily grown.  
 
At St George’s, in recent years spending on IT has been below average, and spend on intangible assets has been ‘feast or famine’, as the graphs 
below illustrate. In 18/19 the Trust reversed some of these trends and c. 17% of capital additions were on IT and 6% on intangibles.  
 

Capital additions on IT  
as a proportion of total 
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We face a range of strengths, weaknesses, 
opportunities & threats – which drive where we go next 

Digital Strategy, 2020 - 2024 

Strengths 
• Staff capability / capacity: having moved away from heavily outsourced 

approach, growing capability/capacity in IT department  
• Range of newly installed systems: e.g. shift from paper to electronic systems in 

inpatient & some outpatient areas; establishment of SWL Health Information 
Exchange. Benefits are likely to be felt over course of coming five years as these 
systems are embedded.  
 
 

Weaknesses 
• Capability/capacity: Trust recently moved away from heavily outsourced approach; 

still building right mix of capability/capacity in IT department. Trust not ‘informatics/IT-
savvy’ as an organisation 

• Infrastructure: ageing infrastructure, sometimes no longer supported, with limited 
capacity   

• Clinical systems: raft of specialist systems are not interoperable, leading to 
inefficiencies and safety risks 

• Non-clinical systems: email system has limited capacity and is not secure. Full 
functionality of Microsoft Office not being used. Systems used by corporate teams (HR, 
finance, estates etc) often old & unsupported, do not support SWL-wide working, and 
do not interact with clinical systems.  

• Communications & telephony: limited virtual MDT working, and fragmented use of 
apps for communication between clinicians. Ownership of/responsibility for equipment 
unclear. Old switchboard system with high risk to business continuity. Old intranet.  

• Data collection / information management: data collection still partly paper-based. 
IM primarily focused on monitoring ‘what has happened internally’ rather than future 
/benchmarking vs others. Reactive approach to data quality, often responding to 
commissioner challenge. Datawarehouse not built to deal with volume of data now 
available and does not link to database in real time.  

• Access to capital: likely to be a key constraining factor in coming years 
• Resilience: related to ageing infrastructure and switchboard system.  

Opportunities 
• South West London-wide working:  e.g. opportunities to enable clinicians 

across SWL to access relevant patient data from other providers; opportunities 
from economies of scale (joint procurement; SWL-wide approach to information 
management); population health management approaches  

• New ways of interacting with patients : e.g. consultations between patients and 
clinicians by video, greater use of mobile devices, use of apps to help patients 
manage their own health, with significant quality and financial benefits.   

• New ways of working: e.g. greater use of virtual MDTs, use of machine learning, 
technology to enable home working, voice recognition: with significant quality, 
financial, estates and workforce benefits.      
 

Threats 
• Cyber security: a key national concern and the biggest growth area in criminal activity.   
• Tertiary networks: risk that if the Trust’s systems do not support appropriate sharing of 

information/referrals with tertiary networks (Surrey, Sussex, Cancer Alliance) that work 
could come under threat  
 

 
 
  



Where we  
go next 

Digital Strategy, 2020 - 2024 
St George’s University Hospitals NHS Foundation Trust 
 



Digital Strategy, 2019 - 2024 

 
 
 

 
 

 

• We will upgrade our IT infrastructure and telephony systems  
• We will upgrade and renew the systems that underpin clinical and non-clinical work within the Trust, and ensure 

the different systems we use increasingly operate as one 
• We will strengthen our systems and processes for cyber-security 

1. Robust infrastructure  

To deliver on that vision, we will pursue three strategic priorities:  

• We will use information technology to interact with our patients differently (phone, online, video), sparing them 
trips to hospital wherever possible  

• Our approach to business intelligence will be proactive, outward-looking, and focused on enabling future 
improvement of our services 

2. New models of care for 
our patients 

• We will enable our clinicians to access the information they need from other NHS providers at the point of 
contact with a patient 

• We will complete the shift from paper-based to efficient and effective electronic clinical systems 
• We will enable our staff to do more work remotely  
• We will use the latest technology and systems to help staff work efficiently and effectively – including making 

use of big data and AI   

3. New ways of working for 
our staff  

Our vision for 2024 is for staff and patients to have access to the 
digital technology and information they need, when and where they 
need it.  



We will make our infrastructure more robust  

Digital strategy, 2020- 2024 

When we surveyed staff on their key priorities as part of developing this strategy, the top priority was seen as upgrading our IT infrastructure (e.g. 
network, VDI capacity, WiFi, Computers). Cyber crime is a national priority, and all NHS organisations will be required to undertake a range of 
measures to protect themselves against this growing threat.  
 
Building a robust IT infrastructure is therefore one of our key strategic priorities, and one that will enable our other ambitions to deliver new models of 
care for our patients, and support new ways of working for our staff.  

We will upgrade our IT infrastructure and telephony 
systems 

We will upgrade and renew the systems that underpin 
clinical and non-clinical work within the Trust, and 
ensure the different systems we use increasingly 
operate as one 

We will strengthen our systems and processes for cyber-
security 

• virtual desktop infrastructure (VDI) upgrade,  
• Replacing network to be fit for the future 
• data centre upgrade,  

• conversion of most telephony to voice over internet  
• new staff intranet.    
• Improved use of digital platforms in education/training 

• New electronic systems in specialties such as 
maternity and theatres 

• Update/replacement of key non-clinical systems (e.g. 
Windows 10, Office 365).  

• Implementation of secure email 
• Implementation of ‘demilitarised zone’  

Key deliverables Objectives  



We will enable new models of care for our patients  

Digital strategy, 2020- 2024 

We will use information technology to interact with our 
patients differently (phone, online, video), sparing them 
trips to hospital wherever possible 

Our approach to business intelligence will be proactive, 
outward-looking, and focused on enabling future 
improvement of our services 

• Re-build of data warehouse, including to enable better 
use of data by researchers across the Trust 

• Build capability/capacity for more proactive approach 
to information management 

• Specialty-level development of iClip to enable more 
virtual outpatient clinics / fewer face-to-face 
attendances, starting with some prioritised specialties 
in 20/21 
 

• Development of ‘patient portal’, enabling patients to 
access and amend their health records  

Key deliverables Objectives  

Strong information management is an essential foundation to the Trust’s desire to improve the care we offer our patients. Access to linked and 
searchable clinical, radiological and pathological datasets is also a key enabler to the Trust’s desire to develop new treatments via research, as set 
out in the Trust’s 2019-24 research strategy.   
 
Better use of information technology will also underpin our ability to interact with our patients differently, particularly for outpatient consultations. This 
is a key priority nationally, for our local commissioners and for the Trust itself, and has been a consistent part of the feedback from our staff and 
public engagement.  



We will enable new ways of working for our staff  

Digital strategy, 2020- 2024 

ICT has a major impact on the working lives of our staff – causing frustration at its worst, and improving staff experience and productivity at its best.  
 
Improving our infrastructure will have a significant impact here, with staff able to use faster, more responsive and more integrated ICT. But above and 
beyond that, we also want to make it easier for our clinicians to work across sites and organisational boundaries, and to make use of the latest 
technology.  

We will enable our clinicians to access the information 
they need from other NHS providers at the point of 
contact with a patient 

We will enable our staff to do more work remotely 

We will use the latest technology and systems to help 
staff work efficiently and effectively – including making 
use of big data and AI 

• Optimise use of Health Information Exchange  
• Interoperable clinical systems with key partners 

across South West London / specialist networks 

• Embed tools that enable virtual/cross-site/home 
working (e.g. document sharing, videoconferencing), 
to support the Trust’s workforce strategy 

• iClip optimisation to support Trust quality priorities (e.g. deteriorating patients)  
• Support assessment and introduction of diagnostic AI where appropriate 
• Develop & deliver effective training via multiple platforms 

Key deliverables Objectives  

We will complete the shift from paper-based to efficient 
and effective electronic clinical systems 

• Roll-out of iClip across outpatient services 
• Optimising inpatient systems to reduce use of paper 



To deliver this strategy, we will aspire to invest 4% of 
turnover in ICT each year 

Digital Strategy, 2020 - 2024 

Historically, St George’s has tended to invest between 2% and 3% of its turnover on ICT. This has often been below average for NHS trusts, and 
below average for the health care industry. It has also followed a pattern of ‘feast or famine’, with high spending one year followed by low spend the 
next, making it hard to plan. We now face the challenge of gaining lost ground as a result of historic underinvestment, as well as investing to deliver 
our ambitions for the future.  
 
The amount we spend on ICT is not entirely within our control, as capital spending is partly dependent on national decision-making. That said, over 
2020-24 our planning assumption is that we need to invest 4% of turnover on ICT, and we will work with our system partners to seek to deliver that.  

Capital additions on IT  
as a proportion of total 
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We will pursue a collaborative approach where  it 
delivers demonstrable value  

Digital Strategy, 2020 - 2024 

 
St George’s faces a range of significant ICT-related challenges and risks, many of them particular to us as a Trust, and 
requiring us to seek solutions at maximum possible speed. In these instances we are likely to need to pursue individual 
solutions, rather than seeking to collaborate with other NHS organisations whose priorities and need to act at pace may be 
different.  
 
However, elsewhere we will seek to deliver elements of this strategy in collaboration with our partners, particularly via the 
South West London Acute Provider Collaborative (APC). Our collaborative effort will particularly focus on our strategic objective 
to enable our clinicians to access the information they need from other NHS providers at the point of contact with a patient.  
 
For instance:  
 
• We will continue collaborating with other Trusts on the Health Information Exchange, enabling clinicians in one provider to 

access relevant patient data from another  
• As we continue the shift from paper-based to electronic, and upgrade our existing systems, we will work with other 

providers to maximise interoperability between our clinical systems  
• We will jointly procure new technology/systems where appropriate (e.g. building the Acute Provider Collaborative’s joint 

procurement of a picture archiving and communication system or PACS in radiology) 



We will ensure appropriate central oversight of ICT  

Digital Strategy, 2020 - 2024 

The Trust’s 9,000 staff use hundreds of clinical and non-clinical systems, and hundreds of PCs and other 
devices.  
 
We want our staff to be able to adopt new systems and equipment, but we also need to ensure that any new 
systems are interoperable, and that any new systems or equipment can be appropriately maintained, developed 
and protected in terms of cyber security.  
 
We will therefore adopt clear corporate standards, policies, supportive pathways for innovation and governance 
structures that give individual services the flexibility to be innovative and adopt new technology, whilst ensuring 
interoperability and capacity for maintenance across the Trust.  
 
Management of any such new assets will therefore sit with corporate ICT, and there will be a centrally-driven 
programme of gradually ensuring all existing systems are interoperable (which may include some services being 
required to move to a new system).  
 



We will drive forward implementation of this strategy 
through the annual planning process  

Digital Strategy, 2020 - 2024 

Work is already underway to deliver some of the objectives set out in this strategy. 
 
Each year, an implementation plan will be produced to set out actions to deliver on the ambitions set out in this strategy, and 
reflected in the Trust’s annual business plan – for instance via corporate objectives, and the annual capital plan.  
 
The Information Governance Group, Trust Executive Committee, and Finance and Investment Committee will track progress 
against the strategy on a quarterly basis. Finance and Investment Committee will regularly provide assurance to Trust Board 
that appropriate progress is being made.  
 
Whilst the action set out here will reduce a range of risks that the Trust currently faces (e.g. in relation to running multiple 
clinical systems that are not interoperable), the scale and complexity of those risks mean that they will not be eliminated 
overnight. The Trust will need to continue managing IT-related risks via its established risk management processes and 
governance.  
 
Delivering our ambitions will also require different ways of working and culture change within the organisation, and we will 
build provision for that into our approach to project implementation.   
 
After two years, given the rapidly changing external environment, we will review this strategy and consider whether it requires 
a refresh.  
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Executive 
Summary: 

Outpatient transformation is a priority in the Trust’s five-year strategy. It is one 
of the South West London Health and Care Partnership’s 6 clinical priority areas. It 
is also a national priority, with the NHS Long Term Plan committing to a 33% 
reduction in face-to-face outpatient activity over five years.  
 
In July 2019, the Board agreed a vision for the future of outpatient services. It 
was agreed that a strategy for delivering that vision would be brought to Board at 
the same time as the Trust’s digital strategy. Both are now being brought to Board 
for sign-off.  
 
The strategy for outpatient transformation was discussed at a Board seminar 
in January, and at TEC and Council of Governors in February – with much of 
the discussion focused on level of pace and ambition. The draft strategy is 
based on this discussion (summarised in the body of the paper).  
 
Work has been undertaken to ensure the outpatient strategy and digital 
strategy are aligned. Board is being asked to sign off both strategies at the same 
time. The outpatient strategy reflects the importance of IT, and the digital strategy 
includes explicit commitments on outpatient transformation (under the section of the 
digital strategy on enabling new models of care). To support this alignment, an 
outpatient strategy implementation group will be convened to oversee progress of 
the strategy, which will include representation from IT and other corporate 
departments. A key priority will be ensuring that the roll-out of iClip across the 
Trust’s outpatient services, and efforts to grow virtual activity/reduce face-to-face 
appointments, are closely coordinated.  
 
At this stage, Board is being asked to sign off a 4-year strategy. More detailed 
implementation plans will follow as part of the annual business planning cycle, 
building on continuing discussion with commissioners. The emergent plan for 20/21 
is outlined in the body of this paper. This however will be confirmed as part of 20/21 
business planning, rather than being set out in the 4-year strategy.  
 
Delivery of the strategy will be dependent on the availability of funds for 
double running. The draft strategy currently commits in principle to making 
available a ‘transformation fund’ for specialties to bid into, to cover such transitional 
costs. A robust process would be put in place to vet bids and ensure value for 
money. The Board is not at this stage being asked to agree the size of this fund. 
The proposition being discussed as part of business planning for 20/21 is for the 
Trust to set aside £500k, and invite local commissioners to make a similar 
contribution as part of a ‘whole system fund’ – but this will be confirmed as part of 
ongoing discussion with local commissioners and the Trust’s internal process of 
prioritising service developments for 20/21. At this stage Board is being asked to 
confirm in principle that it is content to set aside funds to cover double 
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running costs, and to state this in the strategy.  
 
The draft strategy also commits in principle to providing specialties changing 
their outpatient model with dedicated change management resource, and 
ring-fenced support from a range of corporate functions (such as ICT and the 
corporate outpatient department). The Trust is in discussion with the CCG about 
establishing a joint transformation team, and corporate departments have agreed 
an expected level of input per specialty supported. On the basis of the trajectory 
described in the strategy (with the pace of change accelerating over time, and 5-10 
specialties supported per year), it is anticipated that this programme management 
and input from corporate teams can be provided in 20/21 via prioritisation, rather 
than incurring a new cost pressure.   
 
Next steps will include development of a more detailed implementation plan 
via discussions with commissioners and via the Trust’s internal process of business 
planning for 20/21.  
 

Recommendati
on: 

Board is asked to: 
a) Note the interdependence between implementation of this strategy in 20/21 and 

the Board’s ongoing discussions on service developments for 20/21, and agree 
that the strategy should commit in principle to establishing a ‘transformation 
fund’ for specialties to bid into. 
 

b) Note the risks and next steps set out in this paper, including the development of 
a more detailed implementation plan as part of 20/21 business planning. 

   
c) Approve the draft outpatient strategy. 
 

Supports 
Trust Strategic 
Objective: 

Treat the patient, treat the person; Right care, right place, right time; Balance the 
books, invest in our future. 
 

CQC Theme:  Responsive: services are organised so that they meet your needs. 
Well Led: the leadership, management and governance of the organisation make 
sure it's providing high-quality care that's based around your individual needs, that 
it encourages learning and innovation, and that it promotes an open and fair 
culture. 
 

Single 
Oversight 
Framework 
Theme: 

 Quality of Care (safe, effective, caring, responsive) 
 Finance and Use of Resources 
 Operational Performance 
 Strategic Change 
 Leadership and Improvement Capability (well-led) 
 

Implications 
Risk: As detailed in the body of the paper 
Legal/Regulator
y: 

N/A 
 

Resources: As detailed in the body of the paper  
Previously 
Considered by: 

Board Seminar 
Trust Executive Committee 
Council of Governors 

Date: 29 January 2020 
19 February 2020 
19 February 2020 

Appendices: Draft Outpatient Strategy   
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OUTPATIENT STRATEGY 

February 2020 

1.0   Introduction 
 
1.1  In July 2019, the Board agreed a vision for the future of outpatient services.  
 
1.2 It was agreed that a strategy for delivering that vision would be brought to Board at the same 

time as the Trust’s digital strategy. Both are now scheduled for Board sign-off on 27 February 
2020.  

 
1.3 This paper summarises the process for developing the outpatient strategy, and delivery 

implications (including resource requirements, risks and next steps). The draft outpatient 
strategy is attached as an annex.  

 
2.0  Process and Timescales 
 
2.1 The strategy has been based on extensive feedback from staff and patients:  
 

• To help develop the Trust’s five-year strategy, over 30 care groups undertook a ‘strengths, 
weaknesses, opportunities and threats’ (SWOT) analysis and presented their strategic vision 
to the Board. Many included a focus on the future of outpatient services 

• A stakeholder event was held in November 2018 on the future of outpatient services, 
attended by approximately 80 Trust staff and external stakeholders (e.g. commissioners, 
patient representatives)  

• As part of the development of the Trust’s clinical strategy, a series of 26 engagement events 
were held for staff, patients and partners, with over 500 participants. A number of key themes 
related to outpatient transformation.  

 
2.2 The specialty-based approach set out in the draft strategy has also been developed in 

collaboration with local commissioners via discussions at the Planned Care Operational 
Group and Planned Care Delivery Board.  

 
2.3 A board seminar was held in January 2020, where a range of options were discussed with the 

Board. The attached draft strategy is based on the steer from the Board on a number of 
issues, including those summarised in the following table:  

 
Feedback from Board seminar Resulting action 
Board asked for the strategy to be 
more explicit about cross-system 
working, including allowing for the 
possibility that this agenda could in 
future be driven more strongly at 
SWL level  

This is reflected in the final draft 
strategy (slide titled “we will work 
closely with system partners to 
deliver change”).  
 

The Board agreed that the Trust 
should not seek to take cost out via 
this agenda in 20/21  

This steer is reflected in the draft 
strategy (slide titled “we will prioritise 
delivering improvements in quality 
and waiting times, with cost savings 
following later”)  

The Board asked to see more detail 
on implementation  

This detail is not set out in the five-
year strategy, but will be as part of 
the annual plan for 20/21.   
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3.0 Ambition, pace and scale 
 
3.1 A key area of debate at both the Board seminar, Council of Governors and at Trust Executive 

Committee was on the pace at which the Trust is able to move on this agenda.  
 
3.2 The Trust sees the transformation of outpatient services as a strategic priority, as do the 

Trust’s commissioners and the wider South West London Health and Care Partnership. This 
is also a national priority, with NHS England committed to a 33% reduction in face to face 
activity over the coming years. There is therefore a strong appetite amongst executives, non-
executives, Trust staff and the Trust’s stakeholders to deliver a significant acceleration in 
progress from the start of the next financial year.    

 
3.3 In considering the trajectory of change over the coming years, however, the Trust has to take 

into account:  
 

a) The culture change needed to deliver on this agenda, which is likely to accelerate over time 
as more specialties prove concepts / successfully implement new models of care  

b) The roll-out of iClip to outpatient services across the Trust, planned for 20/21 – a major 
programme of change for the year ahead but also a significant enabler of acceleration 
thereafter  

c) The restructure of the corporate outpatient department, currently paused but due to be 
completed by the end of 20/21 – again, a major and potentially disruptive organisational 
change in the coming year but one that should enable acceleration in future years  

d) The Trust’s constrained financial position. Implementing new models of care in outpatient 
services will incur double running costs, and require dedicated project management support. 
The pace and scale at which the Trust is able to move each year is therefore partly 
dependent on the level of resource it can allocate to this agenda – but the Trust’s financial 
room for manoeuvre on service developments is limited.  

e) Competing priorities which will require consume significant leadership time in 20/21 (such as 
achieving financial balance, and delivering improvements in quality of care).  

 
3.4 For these reasons, the draft strategy describes the Trust’s expectation that the pace of 

change will accelerate over time, with 20/21 seeing a degree of change that is significant but 
smaller than what follows in future years.  

 
4.0 Alignment with the Trust’s digital strategy  
 
4.1 Work has been undertaken to ensure the outpatient strategy and digital strategy are aligned.  
 
4.2 Board is being asked to sign off both strategies at the same time. The outpatient strategy 

reflects the importance of IT, and the digital strategy includes explicit commitments on 
outpatient transformation (under the section of the digital strategy on enabling new models of 
care).  

 
4.3 To support this alignment, an outpatient strategy implementation group will be convened to 

oversee progress of the strategy, which will include representation from IT and other 
corporate departments. A key priority will be ensuring that the roll-out of iClip across the 
Trust’s outpatient services, and efforts to grow virtual activity/reduce face-to-face 
appointments, are closely coordinated.  

 
5.0 Resource implications   
 
5.1 As the Board noted at its January seminar, the transformation of outpatient services should 

ultimately lead to a more efficient model of care, but there will be a period in which the Trust 
incurs transitional costs.  
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5.2 The draft strategy currently commits in principle to making available a ‘transformation fund’ for 

specialties to bid into, to cover such transitional costs. A robust process would be put in place 
to vet bids and ensure value for money. 

 
5.3 The Board is not at this stage being asked to agree the size of this fund. The proposition 

being discussed as part of business planning for 20/21 is for the Trust to set aside £500k, and 
invite local commissioners to make a similar contribution as part of a ‘whole system fund’ – 
but this will be confirmed as part of ongoing discussion with local commissioners and the 
Trust’s internal process of prioritising service developments for 20/21. At this stage Board is 
being asked to confirm in principle that it is content to set aside funds to cover double running 
costs, and to state this in the strategy.  

 
5.4 The draft strategy also commits in principle to providing specialties changing their outpatient 

model with dedicated change management resource, and ring-fenced support from a range of 
corporate functions (such as ICT and the corporate outpatient department). The Trust is in 
discussion with the CCG about establishing a joint programme team, and corporate 
departments have agreed an expected level of input per specialty supported. On the basis of 
the trajectory described in the strategy (with the pace of change accelerating over time, and 
5-10 specialties supported per year), it is anticipated that this programme management and 
input from corporate teams can be provided in 20/21 via prioritisation, rather than incurring a 
new cost pressure.   

 
6.0 Next steps: implementation plan for 20/21  
 
6.1 Once the strategy is agreed, it will be translated into an implementation plan for 20/21.  
 
6.2 The emerging proposition (dependent on resource, and subject to confirmation via the 

business planning round and further discussion with commissioners) is to prioritise support for 
7 specialties to transform their outpatient model in 20/21, as set out below. This prioritisation 
was based on an assessment of the scale of opportunity in each case, and readiness of 
specialties to realise those opportunities, as put to the Trust Board seminar in January 2020:  

 
• urology,  
• trauma and orthopaedics  
• gastroenterology 
• cardiology 
• dermatology 
• gynaecology,  
• muscular-skeletal conditions  
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6.3 It is expected that this would enable the Trust to deliver a 1-2% reduction in face to face 

activity by March 2021 (equating to 5% full year effect) via a 33% increase in virtual activity 
(rising from c. 5% to 8% of total activity).  

 
6.4 This activity would be closely coordinated with the specialty-by-specialty roll-out of iClip 

across outpatient services, and the completion of the restructure of the corporate outpatient 
department.  

 
6.5 Once the strategy is approved, the Trust will conclude discussions with local commissioners 

on resource and pace/scale in 20/21, conclude internal prioritisation of service developments, 
and then reflect the outcome of these discussions in the annual plan for 20/21.  

 
7.0  Risks  
 
7.1 The approach set out above results in one key risk for the Trust/system as a whole in 20/21:  
 

Risk Detail Impact Likelihood  Risk 
score 

Mitigation 

Cost 
pressure 

Risk that setting 
aside funds on the 
20/21 service 
development list for 
a ‘transformation 
fund’ means the 
Trust’s financial 
position vs target 
deteriorates  

3 5 15 

Seek SWL / national 
transformation funds 
to ‘backfill’ the funds 
set aside; make the 
bar for bids into the 
fund high in terms of 
proposal costs and 
ROI; seek further 
efficiencies elsewhere 
to balance cost 
pressure. 

 
 
7.2 There are also a number of risks which the Outpatient Transformation Programme will have to 

manage in order to deliver the strategy successfully:  
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8.0 Recommendations  
 
8.1 Board is asked to:  
 

a) Note the interdependence between implementation of this strategy in 20/21 and the Board’s 
ongoing discussions on service developments for 20/21, and agree that the strategy should 
commit in principle to establishing a ‘transformation fund’ for specialties to bid into  

b) Note the risks and next steps set out in this paper, including the development of a more 
detailed implementation plan as part of 20/21 business planning   

c) Approve the draft outpatient strategy  
 
 



Outpatient strategy  

Avey Bhatia, COO  
Emilie Perry, DDO CWDT  
Ralph Michell, Head of Strategy 
February 2020 
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Introduction 

Outpatient Strategy, 2020 - 2024 

We are committed to providing planned care 
that fits around our patients’ lives, using the 
latest technology.  
 
Our strategy was clear that this meant a 
priority for the coming years would be to 
transform our outpatient offering.  
 

Transforming our outpatient offering is a key part of our strategy for 2019 – 2024.  
 



Where we  
are now 
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In developing the vision for outpatient services agreed by Board in July 2019, we engaged with staff, patients and partners 
 
• To help develop the Trust’s five-year strategy, over 30 care groups undertook a ‘strengths, weaknesses, opportunities and threats’ (SWOT) analysis and 

presented their strategic vision to the Board. Many included a focus on the future of outpatient services 
• A stakeholder event was held in November 2018 on the future of outpatient services, attended by approximately 80 Trust staff and external stakeholders 

(e.g. commissioners, patient representatives)  
• As part of the development of the Trust’s clinical strategy, a series of 26 engagement events were held for staff, patients and partners, with over 500 

participants. A number of key themes related to outpatient transformation.  
 

Key messages were that our stakeholders (staff, patients and partners) want us to…  
 
• Make better use of technology (e.g. virtual clinics, patient-managed apps, patient portals),  
• Provide more care in different settings (particularly in collaboration with primary care, or virtually);  
• Streamline pathways (e.g. one-stop clinics, rapid access, collaboration with primary care, group outpatient sessions),  
• Provide care through a different skill mix, with less reliance on consultants (e.g. through greater use of allied health professionals, physician associates, 

consultant nurses); 
 

… but staff also talked about: 
 
• Taking a menu-based approach to transformation rather than a ‘one-size-fits-all’ approach – with some services more suited to virtual working than others, 

greater scope for a different workforce mix in some than others, etc.; 
• Anxiety about the Trust’s ability to dedicate management capacity to implementing change in the context of operational pressures, our IT capability to 

deliver some of the changes envisioned, the capacity of the corporate outpatient department, and the need for investment in some cases.  
  
 

 

Our stakeholders want us to change our outpatient offer 
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The NHS Long Term Plan, published in early 2019, set out a commitment that “digitally-
enabled primary and outpatient care will go mainstream across the NHS”. 
 
The Long Term Plan says that:  
 
- “hospital outpatient visits have nearly doubled over the past decade from 54 to 94 

million, at a cost of £8 billion a year.”  
- “the traditional model of outpatients is outdated and unsustainable.”  
- “In some hospitals patients are already benefitting from the redesign of outpatient 

services. These include better support to GPs to avoid the need for a hospital referral, 
online booking systems, appointments closer to home, alternatives to traditional 
appointments where appropriate including digital appointments and avoiding patients 
having to travel to unnecessary appointments. This is better for patients, supports more 
productive use of consultant time and enables the capacity of outpatient clinics to be 
used more efficiently.” 

- “Outpatient services will be fundamentally redesigned…. so that over the next five 
years patients will be able to avoid up to a third of face-to-face outpatient visits, 
removing the need for up to 30 million outpatient visits a year. This will save patients 
time and inconvenience, will free up significant medical and nursing time, will allow 
current outpatient teams to work differently, and will avoid spending an extra £1.1 billion 
a year on additional outpatient visits were current trends simply to continue. These 
resources will instead be used to invest in faster, modern diagnostics and other needed 
capacity.” 

- “Reforms to the payment system will move funding away from activity-based payments 
and ensure a majority of funding is population based” 
 

The NHS Long-Term Plan calls for a major redesign 



In terms of the care our patients experience, that means…. 
 

• Patients’ assessment, diagnosis, treatment and care is coordinated into a single attendance as far as possible. 
• Patients with multiple comorbidities (e.g. older people with multiple long-term conditions) are able to access joint 

clinics.  
• Patients are admitted for their surgery on the day where possible, at the right time, and with all pre-operative work 

completed in advance. 

Patients’ valuable 
time is treated 
with respect:  

• Patients have the information and tools they need to manage their own health and care.  
• GPs have timely access to all of the information and tools that they need to support patient care within primary 

care as far as possible, including advice and guidance from St George’s staff.  
• Patients who do not need to come to hospital receive their care virtually (e.g. by video, phone, letter or via a 

portal). 

Care is delivered 
closer to home.  

• Patients with ongoing or urgent needs are able to access the right clinical expertise when they need it.  
• Patients can choose the date and time of their appointments 

Care is delivered 
when patients 

need it.  

The Trust’s vision for outpatient services, agreed at Board in July 2019, is for outpatient services that fit 
around our patients’ lives, using the latest technology  
 

We have agreed a vision for outpatient services 



 
For the Trust, this vision should also mean: 
 

• Provision of more virtual clinics, better use of the non-consultant workforce (allied health professionals, 
specialist nurses, associate physicians), and supporting more patients to be cared for at home/in primary 
care, freeing up space and workforce to develop and grow more innovative, specialist treatments for the 
people of south west London and beyond, enabling us to be responsive to changing patient demand.  

Freeing up space 
and workforce 

• Greater use of virtual clinics, and rationalisation of what is provided where, supports improvement to the 
physical environment that patients and staff experience. 

Improving our 
estate 

• our workforce is deployed in a way that gets maximum patient benefit from every taxpayer pound we 
spend. Technology supports clinicians to review patient cases more efficiently (e.g. through virtual clinics, 
patient apps). 

Better use of 
resources 

We have agreed a vision for outpatient services (2) 



This vision means making a range of changes to services  

Menu of options Examples 

1. Self-care Knee workshops for patients with osteoarthritis, helping more patients manage their own condition 

2. Improve referrals Consultants offering advice to GPs considering a referral, reducing the number referred to hospital 

3. Enhanced triage Gastroenterology consultants reviewing referrals virtually, and discharging patients straight away where applicable / ordering necessary tests before 
seeing them (model being rolled out at St George’s) 

4. Alternative services  First Contact Practitioner service offers patients with back/joint pain contact with a physiotherapist directly rather than waiting to see a GP or being 
referred to hospital (model being rolled out for St George’s)  

5. Different kinds of 
appointment  

a) One stop shops 
 

‘one stop shop’ appointments for patients to undergo a number of diagnostics/tests on the same day, or for patients with multiple co-morbidities to see 
more than one specialist on the same day 

b) Via alternative media  Video consultations 

6. Different kinds of 
follow-up  

a) Open access Open access follow-up, where patients can request a follow-up if they want one (e.g. following minor surgery) 

b) Via alternative media Phone follow-up clinics for patients who have had prostate surgery  
 

To deliver this vision, different specialties might choose to change their service in different ways. The 
following ‘menu’ is based on work already undertaken at the Trust and guidance published by NHS England:  



We have started making those changes, but need to 
accelerate 

Outpatient Strategy, 2020 - 2024 

• The Trust has already piloted/introduced some 
new models of outpatient care, such as the 
gastroenterology clinical assessment service 
(CAS) or open access follow-ups in some 
surgical specialties 

• These have brought benefits to patients and 
given the organisation a set of models and 
experience to build on.  

• The volume of virtual clinics that the Trust 
provides has been steadily growing to c. 
30,000 a year at present.  

• However, to deliver the scale of ambition set 
out in the national NHS Long Term Plan (33% 
reduction in the c. 600,000 face-to-face 
appointments the Trust provides each year) 
will require a significant acceleration of pace.  
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Where we  
go next 



We will put in place the key enablers for change  

Outpatient Strategy, 2020 - 2024 

Enabler Detail  Proposed trajectory set out later in this pack assumes that… 

Leadership • Accelerating change will require leadership at all 
levels (corporate, clinical, managerial) to be able 
to prioritise this agenda in the context of a large 
number of competing priorities  

• Each year we will support 5-10 specialties to deliver on this 
agenda at scale. For each of these specialties, we will ring-
fence clinical and managerial time to work on outpatient 
transformation 

• Outpatient transformation will be driven forward as a priority 
by Trust leadership from Board level down 
 

Culture  • Changes envisaged in national plan will require 
culture/expectations to change amongst both 
clinicians and patients  

• We will support gradual changes in attitudes/expectations 
over time, with early adopters playing a key role in supporting 
culture change for services supported in later years 

IT • Roll-out of iClip to outpatient services across the 
Trust, and embedding the new ways of working it 
requires of clinicians, would be a significant enabler 
of acceleration.  

• Some of the changes to services envisaged will 
require small-scale IT support (e.g. service-level 
configuration of iClip to enable more efficient virtual 
‘enhanced triage’).  

• Other changes (e.g. to enable video consultations, 
patient portal) are likely to be longer-term solutions, 
dependent on capital availability.   

• We will roll out iClip across outpatient services over the 
course of 20/21, enabling an acceleration of pace from 21/22 
onwards  

• Depending on the availability of capital, we will develop a 
patient portal and invest in enabling more video clinics in later 
years  

• IT department time will be ring-fenced to work with each 
specialty supported 



We will put in place the key enablers for change (2) 

Outpatient Strategy, 2020 - 2024 

Enabler Detail  Proposed trajectory set out later in this pack assumes that… 
Corporate 
outpatient 
support  

• The (currently paused) restructure into ‘hubs’ would 
support the faster adoption of new models.  

• Some of the options for changes to service may require 
corporate outpatient department to operate differently.  

• Some of the options for changes to service may enable a 
specialty to be more productive, delivering more activity 
per unit of resource – but this is likely to increase 
administrative activity for the corporate outpatient 
department. The Trust will need to be assured that the 
reduction in human administrative work assumed to result 
from iClip roll-out off-sets any such increase.  

• We will complete the restructure of the corporate outpatient 
department by the end of 20/21, enabling further acceleration 
from 21/22 onwards.  

• We will ensure that corporate outpatient staff are involved from 
the start in co-design service changes 
 

Reprovision 
costs 

• Services may need to ‘double run’ old and new models 
of care for a period, and uncertainty about whether/how 
they will be able to access associated funds is likely to 
slow the pace of change.  

• We will make available a ‘transformation fund’ for the specialties 
being supported through change.  

Change 
management 
resource 

• To deliver acceleration, services are likely to require 
dedicated change management resource.  

• As per the proposed approach set out later in this strategy, 
dedicated change management resource will be made available 
to those specialties supported to deliver change each year 



Outpatient Strategy, 2020 - 2024 

BI 

£ 

PM OP 

IT 

5-10 
specialties 
per year 

We will adopt a specialty-based approach to change 
• We will provide more intensive support to 5-10 specialties per year, to 

help them change their outpatient model through a Plan, Do, Study, Act 
(PDSA) cycle  

• Specialties will be prioritised on the basis of the opportunity for change 
(e.g. in terms of patient experience, or productivity) and readiness to 
deliver.  

• Each specialty supported will be expected to identify clinical and 
managerial leads, with dedicated time to deliver the project  

• Dedicated change management resource will be attached to the specialty 
– including to ensure appropriate clinical & patient engagement 

• The corporate outpatient department will be involved from the beginning, 
helping design and deliver new pathways  

• Corporate departments will identify named individuals to work with each 
specialty supported, ‘ring fencing’ their time to work on the project. For 
instance, a specialty might be supported by business intelligence in 
mapping out outpatient activity and identifying opportunities, developing 
trajectories and monitoring progress. Dedicated IT time might be required 
to help the specialty understand potential IT solutions available, to 
configure iClip at specialty level to support the changes envisaged, or to 
train staff once that configuration is complete. Finance staff might support 
the service to understand the financial impact of the proposed changes, 
or ensure any contracting issues are resolved.  

 

P D S A 
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Menu of options Examples 

1. Self-care Knee workshops for patients with osteoarthritis, helping more patients manage their own condition 

2. Improve referrals Consultants offering advice to GPs considering a referral, reducing the number referred to hospital 

3. Enhanced triage Gastroenterology consultants reviewing referrals virtually, and discharging patients straight away where applicable / ordering necessary tests before 
seeing them  

4. Alternative services  First Contact Practitioner service offers patients with back/joint pain contact with a physiotherapist directly rather than waiting to see a GP or being 
referred to hospital 

5. Different kinds of 
appointment  

a) One stop shops 
 

‘one stop shop’ appointments for patients to undergo a number of diagnostics/tests on the same day, or for patients with multiple co-morbidities to see 
more than one specialist on the same day 

b) Via alternative media  Video consultations 

6. Different kinds of 
follow-up  

a) Open access Open access follow-up, where patients can request a follow-up if they want one (e.g. following minor surgery) 

b) Via alternative media Phone follow-up clinics for patients who have had prostate surgery  
 

• Each specialty will be supported to choose from a ‘menu’ of options, as appropriate for their service. The menu is based on projects already 
undertaken at the Trust, and on guidance published by NHS England.  

• This menu will allow for a clear common currency, with corporate teams (e.g. IT, corporate outpatients, finance) understanding the 
implications / support required to deliver each element of the menu 

• Via this process we will also explore the potential for innovative technology (e.g. apps, AI) to support transformation in each specialty, and we 
will align this work with efforts specialties are making on other agendas (e.g. risk-stratified follow-up and early diagnosis for cancer patients) 

• Over time, the organisation will develop ‘off the shelf’ solutions to help each specialty adopt elements of the menu.   

Each specialty will adopt changes from a ‘menu’ of options 



We will work closely with system partners to deliver change 

Outpatient Strategy, 2020 - 2024 

The successful transformation of outpatient services will rely not just on the Trust, but on our partners in 
primary care (e.g. making changes in referral practice) and commissioners.  
 
We will therefore adopt a collaborative, place-based approach to transformation, working closely with our 
partners across Wandsworth and Merton. We will pool resource via virtual teams that straddle the Trust and 
CCG, and oversee the programme of work via joint governance.  
 
In some places, there may be ways we can deliver greater benefits for our patients, at greater pace, by 
collaborating across South West London (for instance, by procuring common IT solutions once, or designing a 
single model of care in one specialty where there is appetite to do so across the region). In such cases we will 
collaborate with partners across South West London, taking a systematic approach to identifying 
opportunities for regional joint working.  



The pace of change will accelerate over time  

Outpatient Strategy, 2020 - 2024 

Once the Trust has put in place the key enablers for 
change (such as the roll-out of iClip for outpatient 
services, and the restructure of the corporate 
outpatient department), it will be able to accelerate 
progress. The more specialties are supported through 
change, the more quickly the Trust will be able to 
support others to follow suit, creating a snowball effect.  
 
We therefore expect the growth in new models of care, 
and the reduction in face-to-face activity, to start at a 
relatively modest pace and accelerate over time - 
delivering a 33% reduction in face-to-face activity 
within five years, in line with the ambitions set out in 
the national NHS Long Term Plan.  

19/20 20/21 21/22 22/23 23/24 24/25

Trajectory for  
face-to-face reduction  

(vs ‘do nothing’)¹ 

17/18 18/19 19/20 20/21 21/22 22/23 23/24 24/25

Trajectory  
(absolute numbers) 

Face-to-Face

Non-Face-to-Face

1. Baseline for the 33% reduction described in national long term plan is assumed to be 18/19.  33% reduction is assumed to be vs a ‘do 
nothing’ scenario of year-on-year growth of 2% per year for new activity and 1% per year for follow-ups. 

0 

600,000 

0% 

35% 



We will prioritise delivering improvements in quality and 
waiting times, with cost savings following later   

Outpatient Strategy, 2020 - 2024 

Delivering outpatient services differently should lead to better experience for those patients able to use 
services differently, with fewer unnecessary trips to hospital. The changes we are pursuing should also release 
capacity (e.g. if enhanced triage leads to fewer patients being sent to hospital, or if a clinician can deliver more 
phone-based follow-ups per clinic than face-to-face) – and this should enable the Trust to improving waiting 
times.  
 
Ultimately, if these changes release capacity they could also enable the Trust to reduce costs (e.g. by reducing 
the amount of space we need to deliver outpatient services). But this will only be possible once the volume of 
face-to-face activity is significantly reduced, and once reductions in waiting times have been delivered.   
 
Our first priority will therefore be to improve patient experience and waiting times, with cost reductions 
potentially following in later years.  
 



We will implement this strategy via the annual business 
planning process  

Outpatient Strategy, 2020 - 2024 

Each year, the Trust will incorporate into its annual business plan for the year ahead:  
 
- An identified set of specialties to be supported to deliver new models of outpatient care  
- The resources required to support those specialties  
- A clear trajectory for the changes in face-to-face and ‘virtual’ activity that will deliver  

 
Progress in delivering against these annual plans will then be monitored and reported to Board on a regular 
basis.  
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Meeting Title: Trust  Board 
 

Date: 27 February 2020 
 

Agenda No 5.4.1 

Report Title: Horizon Scanning Report, November 2019 – February 2020: Emerging policy, 
political, legislative and regulatory issues 
 

Lead: Stephen Jones, Chief Corporate Affairs Officer 
 

Report Author: Stephen Jones, Chief Corporate Affairs Officer 
 

Presented for: Information 
 

Executive 
Summary: 

This report provides a quarterly update to the Trust Board on emerging 
political, legislative, policy and regulatory issues that have relevance to the 
Trust. This report focuses on key developments between November 2019 and 
February 2020, highlighting in particular developments in relation to: 

 The political and legislative environment 

 The NHS policy and institutional landscape 

 System and professional regulation 

 Current inquiries 
 
The report is intended to support the Board in providing a regular and 
systematic review of national political, policy and regulatory developments. It is 
distinct from the strategy horizon-scanning work which is reported in a separate 
slide deck under this agenda item.  
 
Previous reports on emerging political, legislative, policy and regulatory issues 
covering the periods April to July 2019 and August to October 2019 were 
presented to the Board at its meetings in July 2019 and October 2019 
respectively. 
 

Recommendation: 
 

The Board is asked to note the update on emerging policy, legislative and 
regulatory issues between November 2019 and February 2020. 
 

Supports 

Trust Strategic 
Objective: 

All 

CQC Theme:  Well-Led 

Single Oversight 
Framework Theme: 

Leadership and Improvement Capability (Well-led) 

Implications 

Risk: As set out in the paper. 

Legal/Regulatory: As set out in the paper. 

Resources: As set out in the paper. 

Previously 
Considered by: 

Trust Executive Committee Date 19/02/2020 

Appendices: Horizon Scanning Report, November 2019 – February 2020: Emerging policy, 
political, legislative and regulatory issues 
 

 



Emerging policy, political, legislative and regulatory issues 

Horizon Scanning report: 

November 2019 – February 2020 

27 February 2020 
 

Stephen Jones 
 Chief Corporate Affairs Officer 

 

https://www.indiatimes.com/news/india/trees-cut-for-pm-s-chopper-kite-flying-festival-leaves-people-injured-more-top-news-360473.html
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Horizon Scanning Report: November 2019 – February 2020 

St George’s University Hospitals NHS Foundation Trust 

 

1. Purpose 

The NHS Leadership Academy identifies three essential ‘building blocks’ in helping NHS boards to exercise 

their roles of formulating strategy, ensuring accountability and shaping a healthy culture effectively. Effective 

boards are informed by the external context within which they operate. They are informed by and shape the 

intelligence on understanding local needs, trends and comparative information on organisational performance, 

and give priority to engagement with stakeholders and opinion formers. This report provides the Board with a 

regular update on key developments in the Trust’s external environment at the national level, particularly in 

relation to: 

  

• Political and legislative developments: Current and emerging political and parliamentary developments 

at a national level with direct or indirect implications, or potential implications, for the Trust; key changes, or 

potential future changes, to primary legislation and regulations. 

 

• NHS policy and institutional landscape: Changes and developments in relation to significant new 

national policy as determined by the central NHS organisations, and changes to the national architecture 

and structures of the NHS and those organisations with which the Trust interacts. 

  

• System and professional regulation: Changes and prospective changes to the regulatory landscape, of 

both system regulators and relevant professional regulators with potential relevance to the Trust. 

 

• Reports and updates from key stakeholders: Topical reports from key national bodies and other 

stakeholders of relevance to the Trust, and highlights of recent Board meetings of key system partners. 

 

• Current inquiries: Summary of key inquiries that are underway. 

 

• Appointments: Key appointments to national bodies and other key stakeholders. 

 
This is the third such report to the Board and the format and issues will be kept under review to ensure the 

Board receives, through this report, a comprehensive quarterly update on key issues relating to these areas. It 

is distinct from the strategy horizon scanning report which focuses on regional and local issues. 
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Horizon Scanning Report: November 2019 – February 2020 

St George’s University Hospitals NHS Foundation Trust 

 

2. Political and legislative developments 

General Election and Queen’s Speech, December 2019 

 

• The General Election held on 12 December 2019  resulted in an 80-seat  majority for the Conservative Party. The composition of the 

House of Commons following the election is: 365 seats for the Conservative Party (+47); 203 seats to the Labour Party (-59); 48 seats to 

the Scottish National Party (+13); 11 seats to the Liberal Democrats (-1); 8 to the DUP (-2); and a further 15 seats across the other 

political parties (+2). 

 

• Following the general election, a Queen’s Speech was held on 19 December 2019. As expected, the Speech listed a number of specific 

legislative commitments in relation to the NHS: 

 

• NHS Funding Bill: The Bill seeks to enshrine in legislation the Government’s commitment to invest an additional £33.9bn every 

year into the NHS to 2024 . The Bill would place a legal duty on the Government to guarantee a minimum level of spending every 

year, rising to £148.5bn by 2024. The Secretary of State for Health and Social Care introduced the Bill into the House of Commons 

on 15 January 2020. The Bill completed its stages in the House of Commons on 4 February and is scheduled to have its Second 

Reading in the House of Lords on 26 February 2020. 

 

• NHS Long Term Plan Bill: The Government stated that would bring forward legislation to help implement the NHS Long Term 

Plan. The Bill has not yet been published or introduced to Parliament. However, the Government stated that it was considering the 

recommendations from NHS England and NHS Improvement as to the requirements of new legislation to remove the barriers to 

delivery of the Plan and to better integration of services. The Board’s Horizon Scanning Report of October 2019 set out the 

recommendations put forward by NHSE&I. 

 

• Medicines and Medical Devices Bill: The stated aim of the legislation is to ensure the NHS and patients have access to the best 

innovative medicines, including by making it easier for hospitals to manufacture and trial  innovative personalised and short-lived 

medicines, streamlining the licencing and regulation of such medicines, and  updating safety requirements.  The Bill was 

introduced to Parliament on 13 February and is scheduled to have its Second Reading on 2 March 2020.  
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Horizon Scanning Report: November 2019 – February 2020 

St George’s University Hospitals NHS Foundation Trust 

 

2. Political and legislative developments 

Queen’s Speech (continued): 

 

• Health Service Safety Investigations Bill: Reflecting the commitment in the October 2019 Queen’s Speech, the December 

Speech reiterated the commitment to establish the HSSIB as a new Executive Non-Departmental Public Body. HSSIB 

investigations will be independent and professionally led and investigations will be undertaken for the purpose of learning and not 

for attributing blame or finding fault. The purpose of investigations will be to ensure the root causes for mistakes can be identified 

and the lessons are widely shared.  

 

• Alongside the specific legislative commitments in the Speech was a re-iteration of the Government’s commitment to long term reform of 

the social care system. The plans set out a commitment to reach a cross-party consensus and put social care on a sustainable footing. 

 

• The Speech also set out plans to review the Mental Health Act. The Government commissioned a review of the Act in 2017 which 

reported in December 2018. The Queen’s Speech set out plans to publish a White Paper setting out the Government’s proposals for 

reform of the Act in early 2020, paving the way for a new Bill to implement the reforms. The Government’s stated objectives are to give 

people greater control over their treatment and ensure that people have the dignity and respect they deserve. 

UK withdrawal from the EU 

 

• Following December 2019 general election, the Government passed the EU (Withdrawal) Act and the United Kingdom left the European 

Union on 31 January 2020. The UK is now in a transition period until 31 December 2020 during which it will remain subject to the EU’s 

rules and a member of the single market. The transition period can be extended if both sides agree by one or two years, thought an 

agreement to do so would need to be reached by 1 July 2020. 

 

• During the transition period, the health sector is not expected to experience significant change. Freedom of movement will remain in 

place until the end of the transition period and Trusts can recruit EU nationals as they do now. Beyond the transition, the Government will 

need to pass an Immigration Bill. The Government is expected to introduce an NHS Visa which would reduce visa costs for those coming 

to work in the NHS, via a fast tracked route. EU citizens currently in the UK can apply for pre-settled or settled status and must do so by 

30 June 2021.  
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3. NHS policy and institutional landscape 

Horizon Scanning Report: November 2019 – February 2020 

St George’s University Hospitals NHS Foundation Trust 

 

A Greener NHS 

 

• On 25 January 2020, the NHS Chief Executive, Sir Simon Stevens, launched the “greener NHS campaign” through which the NHS 

and its staff will step up action to tackle the climate “health emergency” this year, helping prevent illness, reducing pressure on A&Es, 

and, it is intended, saving tens of thousands of lives. 

 

• NHS England is establishing an expert panel to chart a practical route map this year to enable the NHS to get to ‘net zero’, becoming 

the world’s first major health service to do so. The Expert Panel will look at changes the NHS can make in its own activities; in its 

supply chain; and through wider partnerships – thereby also contributing to the government’s overall target for the UK. These include 

the Long Term Plan commitment to better use technology to make up to 30 million outpatient appointments redundant, sparing 

patients thousands of unnecessary trips to and from hospital. It will also look at changes that can be made in the NHS’s medical 

devices, consumables and pharmaceutical supply, and areas the NHS can influence such as the energy sector as the health service 

moves to using more renewable energy. 

 

• The Panel will submit an interim report to NHS England in the summer with the final report expected in the Autumn, ahead of the 

COP26 International Meeting in Glasgow. The NHS Chief Executive will also act as an adviser to Climate Assembly UK. 

 

Flexible training for healthcare professionals 

 

• On 9 February 2020, the Government announced that it was exploring how to better recognise the skills and experience of existing 

healthcare professionals who want to train in a different area of healthcare. Newly designed courses could take into account existing 

qualifications, training and experience, making it easier and quicker for existing healthcare professionals such as physiotherapists or 

pharmacists to train as doctors.The current training standards are set by the EU. They mean that healthcare professionals wishing to 

move into another area have to complete a set training course, regardless of any existing health background or qualifications. This 

includes 5,500 hours of training and a minimum of 5 years to become a doctor. Under the potential new system, a physiotherapist 

who has been in the job for 10 years could complete training based on their experience and qualifications, rather than fixed time-

frames. It could also allow people from a wider range of backgrounds to train, by offering training that can fit around caring or 

parenting responsibilities.  
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Horizon Scanning Report: November 2019 – February 2020 

St George’s University Hospitals NHS Foundation Trust 

 

Free hospital car parking 

 

• On 27 December 2019, the Secretary of State for Health and Social Care announced changes to hospital car parking charging. Under 

the changes, from April 2020, all 206 hospital trusts in England will be expected to provide free car parking to groups that may be 

frequent hospital visitors, or those disproportionately impacted by daily or hourly charges for parking, including: 

• blue badge holders 

• frequent outpatients who have to attend regular appointments to manage long-term conditions 

 

Free parking will also be offered at specific times of day to certain groups, including: 

• parents of sick children staying in hospital overnight 

• staff working night shifts 

 

The government says it will work with NHS organisations to ensure that it spreads existing good practice from NHS organisations 

applying current exemptions effectively to others. It will also use the NHS standard contract if needed to ensure compliance. In addition, 

it will assesses where capital investment could help to improve the experience of patients and visitors.  Technological options will also be 

explored including Automatic Number Plate Recognition (ANPR) systems or token systems where eligible people can them redeem free 

parking, or receive a refund 

 

 

Funding for nursing students 

 

• In December 2019, the Government announced that nursing students would benefit from guaranteed, additional support of at least 

£5,000 a year to help with living costs. The funding will be given to all new and continuing degree-level nursing, midwifery and many 

allied health students from September 2020. It is expected to benefit more than 35,000 students every year In addition, there will be 

up to £3,000 further funding available for eligible students, including for: specialist disciplines that struggle to recruit, including mental 

health;  an additional childcare allowance, on top of the £1,000 already on offer; areas of the country which have seen a decrease in 

people accepted on some nursing, midwifery and allied health courses over the past year. The funding will not need to be repaid. It is 

linked to the Government’s stated commitment of increasing nurse numbers over the next five years. 
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Horizon Scanning Report: November 2019 – February 2020 

St George’s University Hospitals NHS Foundation Trust 

 

NHS Non-Emergency Patient Transport Services (NEPTS) Review 

 

• In autumn 2019 NHS England and NHS Improvement announced it would review non-emergency patient transport services (NEPTS). 

NEPTS take patients to and from their homes, to their care provider, for planned appointments and treatment. NEPTS are for those 

patients who: have a condition such that they need additional medical support during their journey; find it difficult to walk; are the 

parents, guardians, or children, of patients who need transport.  A 2019 report by Healthwatch, Age UK, and Kidney Care UK, set out the 

challenges people face, when travelling to and from NHS providers. 

 

The review is analysing how the current NEPTS system works and determine how best to improve patient transport services in England, 

within existing and planned NHS resources. The review will consider: Service access and activity; Service quality; User experience; 

Providers’ economic  resilience; and service sustainability and affordability. The review will also consider the environmental impacts of 

patient transport services, and how future changes in provision might reduce air pollutant emissions. 

 

 

 

 Implementing the Medical Examiner system: Good practice guidance 

 

• In February 2020, good practice guidance was published to support medical examiners and to ensure that medical examiner offices 

are implemented consistently. The guidelines provide learning from pilots and early adopters and will help trusts to follow the national 

model. The guidance covers arrangements for establishing ME offices, principles for MEs, operational requirements and ways of 

working, and how MEs should engage with coroners. 

 

• Alongside the good practice guidance, NHS England and NHS Improvement have published  guidance regarding the reimbursement 

for Medical Examiner systems in England during the non-statutory period. This also includes deadlines for data collection and  format. 
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Horizon Scanning Report: November 2019 – February 2020 

St George’s University Hospitals NHS Foundation Trust 

 

NHS Operational Planning and Contracting Guidance 2020/21 

 

• On 30 January 2020, NHS England and NHS Improvement published its planning guidance for 2020/21. The new guidance sets out what 

the NHS is expected to deliver in 2020/21 in the context of the vision for 2023/24 established in the NHS Long Term Plan. 

 

• System working: The new guidance places significant emphasis on system working. It highlights that all parts of the system are working 

to be part of an Integrated Care System by April 2021 and  emphasises that 202/21 will be a critical year in this process, with many parts 

of the system starting to work as ICSs by default during the year. Working through system wide governance arrangements will be a key 

part of this in 2020. In addition, this year, narrative plans are now expected to provide a wider system perspective. System control total 

will continue to be operated. Some capital funding and revenue  transformation funding will be allocated at system level. 

 

• Operational requirements: The Clinically-led review of operating standards is currently being tested in 70 Trusts across the country and 

final recommendations are expected in Spring 2020. Until then, current operational standards remain in place.   

• In terms of Urgent and Emergency Care, the guidance emphasises that emergency care performance must improve against the 

2019/20 benchmark. To this end, organisations will be expected to reduce general and acute bed occupancy to maximum 92% 

capacity and it states that the long term reduction across the NHS in the number of beds should not continue. By September 2020, 

all providers are expected to meet  the standard of Same Day Emergency Care for 12 hours per day as well as acute frailty 

services for 70 hours a week. 

• On RTT, waits of 52 weeks are expected to be eradicated and waiting lists across the NHS are expected to be lower by January 

2021, with every provider having made a contribution to this. Financial sanctions will remain in place for any providers who breach 

the 52 week limit for any patient. 

 
• Finance: Five financial tests require each system and each provider within it to: meet its trajectory for 2020/21 and the following three 

years; achieve cash-releasing productivity growth of at least 1.1% each year;  reduce the growth in demand for care via integration and 

prevention; reduce unwarranted variation in performance; and make better use of capital investment and existing assets. Cost 

improvement plans need to be fully developed before the start of the financial year and agreed between commissioners and providers . For 2020/21, 

the Financial Recovery Fund (FRF) will be the sole source of financial support for NHS providers and CCGs that are otherwise unable to 

live within their means.  
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Horizon Scanning Report: November 2019 – February 2020 

St George’s University Hospitals NHS Foundation Trust 

 

NHS Workforce Race Equality Standard data report, 2019 

 

• On 13 February 2020, NHS England and NHS Improvement published the latest Workforce Race Equality report for the NHS in England. 

The WRES report measures the experience and opportunities of white and BAME staff across the NHS using nine key indicators, 

including access to promotion and exposure to discrimination. The key findings from the report are: 

 

• In 2019, 19.7% of staff working for NHS trusts and clinical commissioning groups (CCGs) in England were from a black and 

minority ethnic (BME) background; this has been increasing over time.  

• Across all NHS trusts and CCGs, there were 16,112 more BME staff in 2019 compared with 2018. 

• The total number of BME staff at very senior manager (VSM) pay band has increased by 21, from 122 in 2018 to 143 in 2019, and 

is up by 30% since 2016. 

• White applicants were 1.46 times more likely to be appointed from shortlisting compared to BME applicants; a similar figure to that 

reported in 2018, and an improvement on the 1.60 times gap in 2017 and 2016. 

• The relative likelihood of BME staff entering the formal disciplinary process compared with white staff has reduced year-on-year, 

from 1.56 in 2016 to 1.22 in 2019. 

• WRES indicators relating to staff perceptions of discrimination, bullying, harassment and abuse, and on beliefs regarding equal 

opportunities in the workplace, have not changed for both BME and white staff. 

• The relative likelihood of white staff accessing non–mandatory training and continuous professional development (CPD) compared 

with BME staff was 1.15. This remained the same as last year. 

• 8.4% of board members in NHS trusts were from a BME background; an improvement from 7.4% in 2018 and 7.0% in 2017. 

• The number of BME board members in trusts increased by 35 in 2019 compared with 2018 – an additional 18 executive and 17 

non-executive board members. 

• In 2014, two-fifths of all NHS trusts in London had zero BME board members. As at 1 December 2019, all London trusts have at 

least one BME board member; a significant improvement. 14.7% of Very Senior Managers in London are now from a BME 

background. 
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Horizon Scanning Report: November 2019 – February 2020 

St George’s University Hospitals NHS Foundation Trust 

 

NHS Premises Assurance Model 

 

• In February 2020, an updated NHS Premises Assurance Model (PAM) was published which NHS provider organisations are now required 

to implement. The NHS PAM has been updated for 2020 to: reflect feedback from users; incorporate amendments identified by the NHS 

PAM working group; incorporate changes to the strategy for the NHS estate as set out in relevant guidance ie the NHS Long Term Plan; 

and to reflect the letter NHS Estates and Facilities – Premises Assurance, sent on 15 March 2018 to directors of estates.  

 

• The NHS PAM was developed to provide a nationally consistent basis for assurance for Trust Boards on regulatory and statutory 

requirements related to estates and related services. It is intended to provide assurance in relation to the right set out in the NHS 

Constitution “to be cared for in a clean, safe, secure, and  suitable environment”. This assurance can then be used more widely and be 

provided to commissioners, regulators, the public and other interested stakeholders. In this way, the NHS PAM bridges the space 

between NHS boards and the operational detail of its day-to-day estates and facilities operations. The model can be used as a prompt for 

further investigation, and to stimulate better-informed dialogue as to how the premises can be more efficiently used, more effectively 

managed, and contribute to the overall strategic objectives of the organisation.  

Updated Model Hospital data 

 

• In February 2020, updated Model Hospital  data was published which includes the  2018/19 costing and opportunities data annual 

update. Reference costs data has been replaced with national cost collection (patient-level costing, PLICS) data, providing a more 

accurate and detailed analysis of acute hospital activity. The update also includes: 

• new improvement opportunities spanning all areas, including clinical service lines and workforce 

• updated productivity metrics  

• a new sub-compartment in the operational productivity area: resource productivity splits 

• site-level breakdown for all metrics in the estates and facilities compartment. 
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Horizon Scanning Report: November 2019 – February 2020 

St George’s University Hospitals NHS Foundation Trust 

GMC Report: Caring for Doctors, Caring for Patients 

 

• On 15 November 2019, the General Medical Council published the report of an independent review it had commissioned into the 

factors impacting on the mental health and wellbeing of medical students and doctors across the UK. The review was led by 

Professor Michael West and Dame Denise Coia. They were asked to examine root causes of poor wellbeing, and solutions applied in 

both primary and secondary care and heard evidence from clinicians working across a range of disciplines around the UK 

 

• The report identifies a need to address the wellbeing of doctors faced with higher workloads, whose own health impacts on patient 

care. Recommendations include compassionate leadership models giving doctors more say over the culture of their workplaces, 

adopting minimum standards of food and rest facilities, and standardising rota designs which take account of workload and available 

staff. The review found many individual employers and clinical teams are already implementing local solutions to address issues 

affecting the health and wellbeing of doctors.  Professor West and Dame Denise believe that health services could be a ‘model for the 

world’ in how to develop workplace cultures that support doctors’ core work needs if these solutions were consistently applied. Other 

recommendations for health service leaders include improvements to team-working, culture and leadership, and workloads.  

 

 

 

NMC’s new Standards of Proficiency for Midwives 

 

• On 18 November 2019, the Nursing and Midwifery Council published its new standards of proficiency for midwives.  The Standards 

are intended to ensure the role of the midwife evolves to meet changing individual needs and the changing needs of the system. They 

place particular emphasis on perinatal mental health and also recognise the role of midwives in improving public  health. 
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Horizon Scanning Report: November 2019 – February 2020 

St George’s University Hospitals NHS Foundation Trust 

 

5. Current inquiries 

Report of the Independent Inquiry into the issues raised by Paterson 

 

• In December 2017, the Government commissioned an independent inquiry to investigate the malpractice of Dr Ian Paterson, a West 

Midlands-based breast surgeon convicted and imprisoned for wounding with intent and harming patients, and to make recommendations 

to improve patient safety.  Paterson practised as a breast surgeon at Heart of England NHS Foundation Trust (HEFT) and in the 

independent sector. The inquiry was chaired by Right Reverend Graham James, then Bishop of Norwich. A total of 211 patients or their 

relatives gave evidence to the inquiry.  

 

• The inquiry established that there had been concerns about Paterson’s practise for many years. Clinical colleagues first raised serious 

concerns about his practise in 2003 and he was ultimately suspended by HEFT in 2011 and by Spire later that year. In 2017, Paterson was 

convicted of  17 counts of wounding with intent and three counts of unlawful wounding relating to nine women and one man who he had 

treated as private patients between 1997 and 2011. He was initially jailed for 15 years, but his sentence was increased to 20 years by the 

Court of Appeal in August 2017. 

 

• The inquiry found that the hospitals in which Paterson worked did not look closely at the practices he was performing to make sure he was 

fit to practise them. The appraisal system did not pick up concerns about him, nor did the wider monitoring systems in place at the time. 

MDT meetings did not challenge Paterson’s practise and the hospitals did not review his scope of practice or practising privileges. The 

inquiry also found there was a failure of the NHS and independent sector to communicate  fully with each other. The review also identified 

shortcomings in the local processes for raising concerns and in local complaints processes. Evidence to the inquiry, particularly from the 

GMC, also raised the issue of the extent and effectiveness of the Trust Board’s oversight of clinical governance. The effectiveness of the 

Board in overseeing the culture of the Trust was also criticised by the review, which was described as lacking curiosity about Paterson’s 

practise. 

 

• The inquiry highlighted that existing systems, process and regulatory mechanisms were in place but did not work effectively. Its 15 

recommendations were framed in that context and related to: information provided to patients; consent; the operation of MDTs; complaints; 

patient recall and ongoing care; improving recall procedures; clinical indemnity; the regulatory system; investigating healthcare 

professionals’ practice and behaviour; corporate accountability; and  the adoption of the inquiry’s recommendations in the independent 

sector.  
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5. Current inquiries 

Independent Inquiry INTO Maternity Services at Shrewsbury and Telford NHS Trust 

 

• An independent inquiry into maternity services at Shrewsbury and Telford NHS Trust was launched in 2017 at the request of the Secretary 

of State for Health and Social Care. The inquiry is looking into the quality of investigations and implementation of their recommendations, 

relating to a number of alleged avoidable neonatal and maternal deaths, and cases of avoidable maternity and new born harm at the Trust. 

The review is being led by NHS Improvement and is being chaired by Donna Ockenden. 

 

• Following the original launch of the review, more families have come forward with concerns about the care they received at the Trust. NHS 

Improvement commissioned an Open Book review of Trust records which also identified additional cases for review. These two factors 

have led to an extension to the scope of the original independent review. The review will now include all cases which have been identified 

since the original review was established. Cases where families have contacted various bodies with concerns regarding their own 

experiences since the commencement of the original review will also have oversight from the clinical review team undertaking the 

Secretary of State commissioned review. This is in addition to cases identified in the ‘Open Book’ review. Any reports from previously 

commissioned reviews will also be submitted to the Chair of the review to ensure consistency and record any recommendations and 

lessons learnt for sharing more widely. The processes applied to the Trust case review and the associated governance process will also be 

reviewed by the maternity review team to ensure rigour and application of good practice.  

Independent Review of Maternity Services at East Kent NHS Foundation Trust 

 

• NHS England and NHS Improvement announced on 13 February 2020 that they had asked Dr Bill Kirkup to carry out a review into the 

circumstances of maternity deaths at East Kent NHS Foundation Trust. The review will look at preventable and avoidable deaths of 

newborns to ensure the trust learns lessons from each case and is putting in place appropriate processes to safeguard families.  

 

• The independent assessment to learn lessons for the future will be undertaken alongside work going on now in the trust to put in place 

immediate improvements, led by England’s most senior midwife, Jacqueline Dunkley Bent, with support from Dr Aidan Fowler the NHS’ 

National Patient Safety Director. The review, which is expected to begin shortly, will carry out an independent look-back review, in 

partnership with affected families, of potentially avoidable or preventable deaths of babies in East Kent. Dr Kirkup is also being asked to 

consider what wider regulatory or practice changes are needed to guarantee safe services at any other maternity units where concerns 

may arise. 
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5. Current inquiries 

Infected Blood Inquiry 

 

• The Inquiry is examining why men, women and children across the UK were given infected blood and / or infected blood products; the 

impact on their families; how the authorities responded; the nature of any support provided following infection; questions of consent; and 

whether there was a cover-up.  

 

• Following hearings in the autumn of 2019, the total number of people who have given oral evidence to the Inquiry since April stands at 

189. The Inquiry has also received nearly 4,000 written statements. To date, more than 11.5 million pages have been reviewed by the 

Inquiry team and around 2.5 million pages placed on the Inquiry's documents system, a figure which grows at an average of 40,000 pages 

per week. 

 

• On 29 January 2020, the Inquiry published a report prepared by the Inquiry’s intermediaries, a group of professionals trained to engage 

with those who did not feel able to provide oral or written testimony to the inquiry as a result of the stigma associated with their illnesses. 

The report covers a number of people’s experiences, without revealing their identities. The intermediaries continue to be available for 

people who would like to contribute to the Inquiry by speaking to them rather than by giving a witness statement. It will inform the next 

phase of the Inquiry’s work. 

 

• In the week beginning 24 February 2020, the Inquiry will hear evidence from independent experts for the first time. Many important issues 

have already been raised by people who are infected and affected, related to the impact of the medical conditions they were diagnosed 

with, both for themselves, and their loved ones. The stated aim of these hearings is to establish the clinical context for those conditions, 

and consider their care and treatment from a modern perspective.  
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6. Recent appointments 

Secretary of State for Health and Social Care and Junior DHSC Ministerial team 

 

• Following the Government reshuffle on 13 February 2020, it has been confirmed that Rt Hon Matt Hancock MP will remain as 

Secretary of State for Health and Social Care. Mr Hancock has held the role since 9 July 2018. 

• Helen Whatley, MP for Faversham and Mid-Kent, has been appointed as Minister of State for Care, replacing Caroline Dineage. Ms 

Whatley was previously Parliamentary Undersecretary of State at the Department of Culture, Media and Sport from September 2019 

to February 2020. 

• The rest of the junior ministerial team at DHSC remains unchanged following the reshuffle: 

• Edward Argar retains his role as Minister of State for Health, a post he has held since 10 September 2019.  

• Jo Churchill retains her role as Parliamentary Under-Secretary of State for Prevention, Public Health and Primary Care, having 

been appointed to the role on 26 July 2019. 

• Nadine Dorries retains her role as Parliamentary Under-Secretary of State for Mental Health, Suicide Prevention and Patient 

Safety, having been appointed to the role on 27 July 2019.  

 

 

 
Health Select Committee Chair 

 

• On 29 January 2020, Rt Hon Jeremy Hunt MP, former Secretary of State for Health and Social Care and former Foreign Secretary, 

was elected by the House of Commons as the new Chair of the Health and Social Care Select Committee. He replaces Dr Sarah 

Wollaston as Committee Chair, who lost her seat in the House of Commons in the December 2019 general election.  

• The remaining members of the Health and Social Care Select Committee are expected to be appointed shortly. As with all Select 

Committees, membership of the Committee will reflect party size in the House of Commons.  

 

 

 Chair of the NHS Confederation 

 

• Lord Adebowale has been appointed as Chair of the NHS Confederation and will take up the role in April 2020. Lord Adebowale is 

currently Chief Executive of Turning Point (since 2001) and served as a Non-Executive Director of NHS England from 2012 to 2018. 

He replaces Sir Andrew Cash, who has served as Chair since former Chair Stephen Dorrell stood down in November 2019. Lord 

Adebowale sits as a Crossbench Peer in the House of Lords. 
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INTRODUCTION 

Horizon Scanning Report Q3, 2019-20 
St George’s University Hospitals NHS Foundation Trust 

 
This report is intended to keep Trust Board informed of: 
 
a) local developments in South West London, based on summaries of CCG Board and Health and 

Wellbeing Board papers, and;  
 

b) Clinical tender opportunities on the horizon.  
 
It should be read alongside the horizon scanning report on national policy produced by the Corporate 
Office.  
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HIGHLIGHTS 

Item Notes  Likely to be of particular interest to… 

Finance 
CCG Boards financial focus on latest performance and position at M6. 
Activity in Acute Trusts, Continuing Healthcare expansion, Drug Prescriptions by GPs, Investment in 
MH and, Learning Disability placements identified as issues/ risks. 

• Deputy Chief Executive / Chief Finance 
Officer 

CCG Merger in south west 
London 

CCG Boards all agreed to assume the constitution proposed and the application has been approved by 
NHSE/I. Consultation commenced in November 2019 on proposed single structure  with outcome 
reported and response in 2020 and expected formalisation and implementation/ operation from 1 April 
2020. Also discussed at some Health and Wellbeing Boards. 

• Chief Strategy Officer  
• Deputy Chief Executive / Chief Finance 

Officer 

2020/21 Business Planning 

CCG Board discussions linked to Health and Care Plans and an approach of collaboration, an 
emphasis/ focus on acute admission avoidance with Community Services, Elective Repatriations, 
Mental Health,  and Outpatient Transformation as well as improving the financial position for the 
system as a whole. 

• Chief Strategy Officer  
• Deputy Chief Executive / Chief Finance 

Officer 
• Chief Operating Officer 

Improving Healthcare 
Together Programme 

Consultation on three potential options for the location of a brand-new specialist emergency care 
hospital- on the Epsom, St Helier or Sutton hospital sites- has been launched and  runs until 1 April 
2020.  

• Trust Executive Team 

Some key highlights / common themes of particular relevance to the Trust are set out below. NB this does not 
summarise all the items set out in the main body of the report.  

Horizon Scanning Report Q3, 2019-20 
St George’s University Hospitals NHS Foundation Trust 
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WANDSWORTH CCG AND HWB: Q3, 2019-20  

Horizon Scanning Report Q3, 2019-20 
St George’s University Hospitals NHS Foundation Trust 

CCG Board (November 2019) 
• Noted progress of the merger of CCGs in South West London. All six CCGs have now voted to adopt the proposed new constitution, and NHS England have approved the 

application to merge. Consultation with staff on proposed changes to structures began in November, and the CCGs will merge on 1 April 2020.  

• Discussed a proposed approach to planning for 2020/21. This approach is intended to be framed around the Wandsworth Health and Care Plan, and more collaborative in 
nature with providers and other stakeholders – for instance based on the principle that savings should be genuine savings for the system and not at the risk of individual 
partners.  

Board Papers can be found at: https://www.wandsworthccg.nhs.uk/aboutus/OurBoard/Pages/Board-Papers.aspx  

 

Health and Wellbeing Board (November 2019)  
• This meeting was cancelled. The Health and Wellbeing Board  is next due to meet in February 2020.  

 
 

BOARD PAPERS SUMMARY 

Bi-Monthly Meetings 
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Quarterly Meetings 

https://www.wandsworthccg.nhs.uk/aboutus/OurBoard/Pages/Board-Papers.aspx


MERTON CCG AND HWB: Q3, 2019-20  

CCG Board (November 2019) 
• Received finance update, ,at month 6  CCG is forecasting  an unmitigated risk of around  £0.65m  . Predominant risks are in acute activity, learning disability placements 

and category M drug purchased through GGP prescribing . 

• Merton Annual Public Health Report  on tackling diabetes  2019 presented-  focussed on tackling diabetes as the number of people in Merton affected are increasing 
year on year, and diabetes is a priority for the boroughs Health and Wellbeing Board to support the development of a system wider approach to prevention. 

• South West London Merger Application – board noted approval from  NHS England and NHS Improvement  to proceed with the merger of the 6 CCG’s on the 1 April 
2020. Detailed programme plan  to  implement changes developed . Consultation with staff on proposed changes commenced November with response published  in the 
New Year. 

• Systems Planning – board asked to note the collaborative  system planning approach with providers of health and care. Focus on partnership approach; move from 
commissioner<->provider bilateral relationship to multilateral discussion and agreement . 

Board Papers can be found at: https://www.mertonccg.nhs.uk/about-us/Our-Governing-Body/Pages/Governing-Body-Papers.aspx 

 

Health and Wellbeing Board (October 2019) 
• Board  approved  plans for public communication of the final Merton Health and Care Plan  2019-2021. 

• Health and Wellbeing Strategy Priority actions presented for consideration by the Board- new priority healthy workplace, and keeping momentum on tackling diabetes.  

• Better Care Fund plan update for nothing by the Board, detailing areas where funding had  been allocated . Priority areas for investment aligned to the Merton Health and 
Care Together Programme ( Integrated Locality Teams, Integrated  Intermediate Care , Enhanced Support to Care Homes). 

• South West London CCG Merger update, for noting by the board, draft single CCG structure  has been shared with staff  for consultation , with merger effective from 1 
April 2020. 

Board Papers can be found at: https://democracy.merton.gov.uk/ieListDocuments.aspx?CId=184&MId=3479&Ver=4 

 

 

 

 
 

BOARD PAPERS SUMMARY 

Bi-Monthly Meetings 
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Quarterly Meetings 

https://www.mertonccg.nhs.uk/about-us/Our-Governing-Body/Pages/Governing-Body-Papers.aspx
https://democracy.merton.gov.uk/ieListDocuments.aspx?CId=184&MId=3479&Ver=4


CROYDON CCG AND HWB: Q3, 2019-20  

CCG Board (November 2019) 
• Welcomed a range of joint appointments across the CCG and Trust, including a joint Trust CEO/Placed Based Leader for health; a joint chief financial officer, a joint chief 

operating officer, and a joint director of strategy and transformation.  

• Received an update on the ‘Mental Health Support Teams in Schools’ (MHST) project 

• Noted progress of the merger of CCGs in South West London. All six CCGs have now voted to adopt the proposed new constitution, and NHS England have approved the 
application to merge. Consultation with staff on proposed changes to structures began in November, and the CCGs will merge on 1 April 2020.  

• Received an update on planning for 2020/21 and beyond, based on a ‘whole system approach’ and prioritising improvements in mental health, reduction in unnecessary 
admissions via strengthening of community services, ‘repatriating’ more elective secondary care (including from St George’s), and reducing unnecessary outpatient activity.  

Board Papers can be found at: https://www.croydonccg.nhs.uk/about-us/Governing%20body/Pages/Governing-body-papers.aspx 

 

Health and Wellbeing Board (October 2019) 
• Received updates on work to improve mental health and emotional wellbeing in children and young people.  

• Reviewed the Croydon response to the national Prevention Green Paper . 

• Received an update on commissioning intentions for 2020/21 across the CCG and local council. 

• Noted the annual seasonal flu plan. 
Board Papers can be found at: https://democracy.croydon.gov.uk/ieListDocuments.aspx?CId=172&MId=1758&Ver=4 and 
https://democracy.croydon.gov.uk/ieListDocuments.aspx?CId=172&MId=1961&Ver=4  

 

BOARD PAPERS SUMMARY 

Bi-Monthly Meetings 
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https://www.croydonccg.nhs.uk/about-us/Governing%20body/Pages/Governing-body-papers.aspx
https://democracy.croydon.gov.uk/ieListDocuments.aspx?CId=172&MId=1758&Ver=4
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KINGSTON CCG AND HWB: Q3, 2019-20  

CCG Board (November 2019) 
• Board received finance update- Kingston CCG is expected to meet all financial targets as at September 2019, including the planned break- event position. Underlying 

position at month 6 is £4.1M deficit (1.5%). Deterioration since month 5, due to high growth in the acute sector, continuing healthcare growth and high levels of mental health 
investment.  

• South West London CCG Merger update, for noting by the board, with merger effective from 1 April 2020. 

• Special Education Needs and Disability (SEND) update provided on actions taken following inspection in 2018 and written statement of actions received. 
Board Papers can be found at: https://www.kingstonccg.nhs.uk/about-us/7-may-2019.htm , https://www.kingstonccg.nhs.uk/about-us/2-july-2019.htm and https://www.kingstonccg.nhs.uk/about-
us/3-september-2019.htm  

 

Health and Wellbeing Board (November 2019) 
• The 2019/20 Better Care Fund Plan (BCF) was presented; it builds on and continues to deliver Health and Social Care integration as a programme of work  with a focus on 

admission and ambulance call avoidance; the development of a 7 day Community and Integrated Intermediate Care Services; discharges, Length of Stay  and patients that 
are stranded supported by a MD; fewer Nursing and Residential Home placements and, the introduction of a Trusted Assessor Model. Board noted the changes  to the 
planning requirements for 19/20 and the joint priorities and planning approach was endorsed. 

• Annual Report of the Child Death Overview Panel for 2018/19- Board considered the report, learning  from  the report noted, supporting the dissemination of learning to 
partners and  general public regarding child safety. 

• Public Health  Annual update– Board  noted report.  

• Partners’ Update and Work Programme- Board noted report and the work programme. 

• SEND Partnership Board – board noted progress on the SEND Transformation Plan and that an OFSTED would be re- inspecting gin 2020. 
Board Papers can be found at: https://moderngov.kingston.gov.uk/ieListDocuments.aspx?CId=488&MId=8791 
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RICHMOND CCG AND HWB: Q3, 2019-20  

CCG Board (November 2019) 
• Noted the CCG’s financial position at month 6, the CCG is reporting  to achieve the  planned surplus  of  £0.1m. 

• The Five Year  Health and Care Plan discussion document  for people in South West London has been shared with partners and will be published following  feedback. 

• SWL CCG’s merger – progress and next steps noted by board with the new CCG  operating from the 1 April 2020. 

• Managing  Directors report noted updates  on the following -  Special Educational Needs and Disability ( SEND), designated clinical and medical officer appointed and  
local government association peer review completed ; Crisis Café- established managed by Richmond Borough Mind; Planned care Transformation Programme Briefing- 
programme covers a no of areas including gynaecology, respiratory, theatres and urology. Work streams established with aim to reduce activity, improve efficiency and 
create a more connected system. 

• Future ways of working- integrated  health and care,  to note discussions continue across  Richmond on the developing local ‘place’ structures for Richmond. 

• Richmond  Carer  Strategy – Board noted the  development of the  Richmond Carer Strategy 2020-2025 . The strategy sets out the priorities to support, recognise and 
value carers over the next 5 years.  

• CQC Review of Health Services for Children Looked After and Safeguarding-  to note to  review findings and an over view of the programme to address the 
recommendations. 

Board Papers can be found at: http://www.richmondccg.nhs.uk/about-us/governing-body/governing-body-papers 

 

 

 

BOARD PAPERS SUMMARY 

Bi-Monthly Meetings 

Horizon Scanning Report Q3, 2019-20 
St George’s University Hospitals NHS Foundation Trust 

9 

http://www.richmondccg.nhs.uk/about-us/governing-body/governing-body-papers


RICHMOND CCG AND HWB: Q3, 2019-20  

Quarterly Meetings Health and Wellbeing Board (November 2019) 
• The Richmond Health and Wellbeing Board is a partnership between Richmond Council, local GPs, Clinical Commissioning Group and Voluntary Sector. The focus of the 

board is to: 

o Improve population health and reduce health inequalities; 

o Reform the way the health and care system works, and; 

o Protect the health of residents. 

• Board  meet in November , no minutes available as yet . The agenda covered the following areas: 

o Richmond Better Care Fund 2019-20; 

o Refresh of the Children's  and Young People’s Plan; 

o Richmond SEND Future Plans 2019/20 to 2021/22; 

o Healthwatch Richmond Annual report 2018/19, and; 

o Health and Wellbeing  Board communication update.  
Board Papers can be found at: https://cabnet.richmond.gov.uk/ieListDocuments.aspx?CId=643&MId=4793&Ver=4 

 

 

BOARD PAPERS SUMMARY continued… 

Quarterly Meetings 
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SUTTON CCG AND HWB: Q3, 2019-20  

CCG Board (November 2019) 
• Board received updates on the below in the Directors update report: 

o Election of chair for South West London CCG-  following NHS England’s approval to merge the 6 CCG’s, agreement  has been reached to appoint 1 chair for SWL 
CCG, whiles maintaining a borough-based clinical lead. Dr Andrew Murray, Merton CCG’s current Chair , has been elected to take on the new role effective from 1 April 
2010 

o Planned care transformation programme- On the 30 October 2019, Primary Care clinicians,  working with CCG colleagues came together to think creatively about the 
opportunities for Primary Care in Sutton to support local planned care transformation programmes. The output of the workshop will  translated into an engagement 
schemes for Sutton Practices for 2020/21. 

o Suicide prevention project-  the SWL mental health team is working in collaboration with the six local authorise, South West London and St George’s Mental Health NHS 
Trust, the Metropolitan Police and Mind to deliver 2 prevention projects; suicide prevention trail blazer aims to prevent suicide amongst middle age men and  the suicide  
bereavement liaison service. Schemes funded through NHS England . 

o SWL CCG merger – Board received update that  the new CCG will come into operation on the 1 April 2020, with staff consultation under way mid November and 
outcomes published in the New Year  

o Financial position Month 6- Board notes; CCG reporting on plan year to date and full year forecast, net risk to meeting 19/20 (control total) is £5.9M, SWLHCP is working 
on an aggregated whole system control total basis. 

Board Papers can be found at: https://www.suttonccg.nhs.uk/Aboutus/Our-board/Sutton%20board%20papers/FINAL%20SCCG%20GB%20071119.pdf 

 

Health and Wellbeing Board 
• No meeting planned in Q3, 2019/20. The Health and Wellbeing Board  was next due to meet in January 2020 which has been cancelled with the next meeting 

planned in March 2020.  

 
 

BOARD PAPERS SUMMARY 

Bi-Monthly Meetings 
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MERTON, SURREY DOWNS AND SUTTON CCGs 

Health leaders from NHS Surrey Downs, Sutton and Merton CCGs have agreed to launch a public consultation on proposals to invest 
£500 million to improve hospital services. 
The consultation considers  three potential options for the location of a brand-new specialist emergency care hospital – on the Epsom, St 
Helier or Sutton hospital sites. Sutton was agreed by the CCGs as a preferred option for the consultation, but health leaders were clear 
that all three options could be delivered by the NHS. 
The new 21st century hospital facility would bring together six services for the most unwell patients, as well as births in hospital. All three 
options would see the majority of services (85%) staying at Epsom Hospital and St Helier Hospital, with an investment of at least £80 
million in the current buildings. Both hospitals would run round the clock, 365 days a year, with urgent treatment centres, inpatient and 
outpatient services.  
The CCGs have set out their preferred option for the new state-of-the-art hospital facility to be Sutton Hospital, next to the Royal Marsden 
specialist cancer hospital.  Services provided at the specialist emergency care hospital would include A&E, critical care, emergency 
surgery, births in hospital and inpatient children’s beds. The consultation proposals explain that this option would have the greatest benefit 
for the most people, the least overall impact on travel for older people and those from deprived communities, while also having the 
smallest increase in average travel time for the most people. It would also be the easiest and fastest to build – taking around four years, 
rather than up to seven for the alternative options. 
The consultation period is Wednesday 8 January and Wednesday 1 April 2020. A copy of the full consultation document and a consultation 
questionnaire can be accessed from www.improvinghealthcaretogether.org.uk 
 
 

 

 

 
 

IMPROVING HEALTHCARE TOGETHER PROGRAMME  
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CURRENT OPPORTUNITIES FOR ST GEORGE’S 

The following clinical tenders are have been open to tender or due to be open which may provide St Georges’ to introduce new clinical services, expand current provision or 
retain existing services: 

Abnormally Invasive Placenta Specialist Services 

• Ahead of formal tender notification, a market engagement exercise has been carried out by NHS England on their intention to tender for services to provide 
specialised maternity services to women diagnosed with abnormally invasive placenta.  

• Women’s service (CWDT) have submitted a response to the market engagement exercise and await the formal tender notification. 

• An options paper was presented to IDG in August outlining the services’ intention to bid. 

• We have not yet had notification when the tender will open. 
Termination of Pregnancy Services (TOPS) for Patients with Complex Co-Morbidities 

• Women’s services (CWDT) contributed to a market engagement exercise in August. 

• It is anticipated that between 30- 40 Centres will be commissioned in England; activity of 3,000 cases per annum nationally with costs covered by the National Tariff for 
Termination Services. 

• NHS England expect to formally procure ‘Termination of Pregnancy Services (TOPS) for Patients with Complex Co-Morbidities’, with a contract commencement date in April 
2020. 

• We have not yet had confirmation of when the tender will open.  

Intestinal Failure centres 
• NHS England  recently  tendered  for specialist Intestinal Failure centres, with “North West and South West London” being one lot.  

• The deadline for bids  was  the 7th November  2019. 

• The Trust  was part of a bid submission  in partnership with St Mark’s (NWL)  as the lead provider.  

• The outcome of the tender is due to be communicated at the end of January. 

 

 

CLINICAL TENDERS 
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