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TRUST BOARD
26th January 2012

TITLE
Trust Executive Committee Meetings held on 25th November
2011, 9th December 2011, 16th December 2011 (draft Minutes)
and 13th January 2012

EXECUTIVE
SUMMARY

The formal TEC on 23rd November 2011 approved:

 Corporate Risk Register
 Occupational Health Department Physician
 Theatres Operational Policy
 Interim Provision of Short Stay Accommodation within

ACCT


The formal TEC on 16th December 2011 (draft minutes) approved:

 Corporate Risk Register
 Information Governance Framework
 Midwifery Led Unit (with conditions)
 Rolling programme of ACCT equipment replacement
 Hematology Business Case
 Disciplinary Policy
 Fracture Liaison Service Business Case
 Business Case additional Anesthetists
 E prescribing

The developmental TEC held on 9th December 2011 focussed on
the GMC Survey results and the use of educational half days. The
developmental session in January discussed the draft CQC
Compliance report and action planning

BOARD ASSURANCE
(Risk) /
IMPLICATIONS

Compiled according to the Trust Committee Policy

STAKEHOLDER /
PATIENT IMPACT
AND VIEWS

None

EQUALITY AND
DIVERSITY ISSUES

None

The Trust Board is
asked to:

Note the approved minutes of the Trust Executive Committee 23rd

November 2011 and the draft minutes of the Trust Executive
Committee held on 16th December 2011

Submitted by: Andrew Liles Chief Executive

Date: 15th January 2012

Decision: For Noting
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Paper 9.1

TRUST EXECUTIVE COMMITTEE MINUTES

Friday, 25th November 2011
2.00 pm to 4.30 pm

The Lecture Theatre, The Ramp, St Peter’s Hospital

PRESENT: Andrew Liles Chief Executive
Andrew Laurie Divisional Director for Diagnostics and

Therapeutics
Valerie Bartlett Deputy Chief Executive
David Elliott Divisional Director for Trauma &

Orthopaedics
Michael Wood Divisional Director for Medicine
Donna Marie Jarrett Associate Director of Health Informatics
Giselle Rothwell Head of Communications
Gulam Patel Divisional Director for Ambulatory Care
John Hadley Divisional Director for Surgery
John Headley Director of Finance and Information
Mick Imrie Divisional Director for Anaesthetics, Critical

Care & Theatres
Mike Baxter Medical Director
Paul Crawshaw Divisional Director for Women and Children’s

Services
Suzanne Rankin Chief Nurse

SECRETARY: Jane Gear Head of Corporate Affairs

APOLOGIES: Raj Bhamber Director of Workforce and OD
Paul Murray Lead Clinician for Cancer
David Fluck Deputy Medical Director

IN ATTENDANCE: Colleen Sherlock Head Of Workforce Intelligence (minute
191/2011)

ITEM
ACTION

188/2011 Minutes

The minutes of the meeting held on 28 October 2011 were agreed as a
correct record subject to amending minute 168/2011 Christmas to read
“it had been confirmed that no elective surgical work…”
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Matters Arising

TEC reviewed all of the actions from the previous minutes. The
nominated leads confirmed that all respective actions had been
completed, appeared as agenda items for the meeting or were on track
within the agreed timescales.

The following was noted:

189/2011 CRR (minute 151/2011 refers)

The root cause analysis on the two bacteraemia had been completed.
Confirmation was being sought that the MRSA bacteraemia still needed
to be attributed to the Trust.

190/2011 Balanced Scorecard – Clinical Strategy (minutes 171/2011 refers):

It was confirmed that the Divisional Directors were now receiving the
weekly re-admission report.

191/2011 STRATEGIC DELIVERY BOARD – update

The Deputy Chief Executive summarised the key outcomes of the
Strategic Delivery Board meeting held on 15 November 2011. The
EQUIP Team would now be amalgamated with the PMO to form a single,
joined up, service improvement function. However, EQUIP would
maintain its brand.

The Strategic Delivery Board had also considered the Corporate Middle
and Administrative Office review and agreed that a full business case
would be submitted to the December Board. This was a significant and
complex project which would impact on all divisions. It would be
essential that there were clear lines of engagement with all the divisions
and directorates.

It was noted that the initial one day project management training had
now been complete, with 48 people trained. It was agreed to consider
whether there were any elements of the training package which could be
specifically targeted and tailored at Divisional Directors. As divisional
business plans for 2012/13 were developed and agreed, it would be
possible to see what elements of these required a project management
approach and/or EQUIP support.

Colleen Sherlock gave a presentation on the Corporate Middle and
Administrative Office review (CMAO). This covered:

 Aims.
 Phases.

o Phase1 Baseline mapping and engagement
o Phase 2 Engagement / design / IT
o Phase 3 Testing and piloting
o Phase 4 Implementation
o Phase 5 Delivery of benefits and savings

Key objectives of the Review included:

 Administrative activities to be undertaken by the most appropriate
person

VB
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 Seamless and standardised processes, standard operating
procedures

 Development of clear roles and responsibilities, and career path
 Sense of belonging for staff and link to a clinical team
 Flexibility to cover across teams/roles

During the discussion, the following points were noted.
 As the approach would impact on all the divisions, it would be

important that key elements of the decision making process were
considered by TEC.

 The programme needed to allow sufficient time for procurement
where necessary.

 It would be helpful to map desired outcomes for each of the
elements. It was confirmed that work was under way to measure
activities now in order to help evaluation in the future.

 Whilst the introduction of electronic systems was often very
efficient and effective, care should be given to maintain options
suitable for the part of the population which might not be
technologically aware.

 The meeting discussed the important role medical secretaries
performed as members of the clinical teams. In particular they
had a central role in communicating with patients. It was
confirmed that the intention would be to add value through
standardisation of processes which could enable increased cross
cover. It was agreed that the approach needed to be taken from
patient’s perspective, i.e. developing the best administrative
processes for the patient. The projects would seek to have
patient input.

TEC NOTED the report.

OPERATIONAL PERFORMANCE, QUALITY AND SAFETY

192/2011 QUALITY REPORT

The following points from the Quality Report were highlighted.

 The Medical Director would discuss the timing of a presentation
to Trust Board on emergency surgery (following the publication
of NCOPD report) with the Divisional Director for surgery.

 The MRSA trajectory for 2012/13 would reduce to two cases and
for C difficile would reduce to 20 cases.

 Lines 1-15 and 1-16 had now been completed in the quadrant
and provided important surrogate measures of patient flow, bed
capacity and patient experience. They also indicated the bed
capacity open over and above the Trust’s core bed stock.

 The two NPSA alerts (early identification of failure to act on
radiological imaging reports and risk of patient safety of not using
the NHS number as the national identifier) would be formally
closed at the next TEC meeting. It was pleasing to note that the
Trust had now gone live with version 4.2 CliniCom PAS.

 The national Dr Foster’s guide was due to be published on
Monday. Initial feedback had been that the Trust would be
shown as performing well. However, four issues had now
become apparent.
1. NPSA alerts.
2. Number of aortic aneurysm repairs being below expected.

MB
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3. The level of hospital acquired pneumonia in stroke patients.
4. Discharge of stroke patients to their place of residence.

The Trust was the only outlier for two issues in respect of stroke
across the country. This was a variance with the data provided
from the National Sentinel Stroke Audit where the Trust was in
the top quartile on 12 indicators on stroke. The indicators in the
Sentinel Audit excluded the two in the Dr Foster’s guide.

It was agreed that the Trust should review the potential benefits of CHKS
versus Dr Foster.

The Quality Report included the introduction of the Best Care Dashboard
which would replace the ward quality indicators. This was the first
iteration of the dashboard and aimed to link process and outcome. The
dashboard helped highlight areas of concern, these currently included
Heron and Falcon Wards. It was also noted that SAU was scoring badly
and was now receiving focussed intervention.

In order to increase the level of scrutiny and assurance, matrons would
be leading on the audits which underpinned the dashboard.

The main Best Care Dashboard dashboard was underpinned with data
and dashboards down to divisional level and would enable targeted
intervention. The aim would be to ensure that the dashboard was not
simply nursing indicators but included clinical ones.

Following discussion, it was agreed to see what further indicators,
including operational information, could be added to dashboard and John
Hadley volunteered to work with the Chief Nurse.

It was suggested that future iterations of the dashboard could consider
how to ensure all indicators stood out, e.g., complaints which were not
currently tracked red. It was also confirmed that audits were being
designed for specialist areas including theatres and Outpatient’s which
were currently not included on the dashboard.

The Quality Report was NOTED.

JH

SR/JHa

SR

193/2011 CORPORATE RISK REGISTER

The register included three existing risks where the level had changed
and one additional risk which related to the achievement of CQUIN for
heart failure improvement.

The TEC AGREED the Corporate Risk Register including the additional
risk.

194/2011 Balanced Scorecard

The balanced scorecard comprised four areas aligned to the Trust four
key strategic objectives:

Quality:

This aspect had been discussed earlier.
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Workforce:

It was noted that work was continuing on populating the new indicator on
mandatory training.

Clinical Strategy

A number of the targets had been reset on the dashboard and now
represented nationally set or generally recognised/quoted target values.

The current projection was to be within target and achieve the 2008/2009
unscheduled care cap.

The importance of increasing day surgery work at Ashford Hospital had
formed part of the discussion through the Calm Ordered Care forum.

Finance and Efficiency

The Trust was £45k behind plan in-month. The Trust was also behind
target on year-to-date surplus. There had been a discussion at Trust
Board about the full year forecast – where the likely range was now
£1.6m to £2.1m versus the budget of £2.1m. TEC were reminded that
one of the benefits of being a foundation trust was the ability to carry
forward surpluses for re-investment in capital projects. Achieving a
smaller surplus meant that there would be a smaller opportunity for
investment in 2012/13.

TEC NOTED the report.

195/2011 Compliance Framework

The Trust was forecasting an overall performance rating of green for Q
three, although ensuring that 95% of patients spent less than four hours
in the A&E Department was emerging as a significant risk.

The Trust was performing well against the 18-week RTT both in terms of
the new Monitor target and the Constitutional target.

Additional interim management support had been arranged for A&E; this
included interim nurse leadership arrangements. The loss to Paediatrics
was also noted. A weekly A&E performance meeting was being
established and divisional directors were encouraged to attend to show
cross divisional support.

TEC NOTED the report.
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196/2011 Health Informatics Update:

The paper proposed a pilot to improve the Trust’s efficiency by
enhancing its availability and access for partner GPs, social services and
community services, etc. The solutions proposed would enable change
whilst also conforming with information governance standards and
preserving patient confidentiality.

Following discussion TEC AGREED to trial WebEx. In addition, it was
agreed to arrange a demonstration of other products from BT as part of
an innovations workshop.

It was reported that wireless was now live and the business case for
single sign on would come to the TEC December meeting. Future
monthly informatics reports would summarise progress on all work
streams.

TEC NOTED the report.

DMJ

BUSINESS CASE AND POLICY APPROVALS

197/2011 Occupational Health Department Physician:

The business case sought agreement for the recruitment of a consultant
Occupational Health Physician to replace the vacant position following
the retirement of a current consultant. The proposal was to recruit on a
two PA basis. TEC AGREED that the Chief Executive could sign off the
final approval subject to clarification of:

 The true cost.
 The future proofness of the arrangement post the Epsom

transaction.
 The ability to recruit to 0.2 job plan.

AL/RB

198/2011 Theatres Operational Policy

The policy had been developed as part of the Excellence in Theatres
project. It was confirmed that the senior practitioner referred to the nurse
managing the floor. Detailed arrangements for risk management, e.g.,
implementation of WHO recommendations and never events were dealt
with separately from the policy.

It was agreed to discuss the issue of the CEPOD list as part of the
regular Thursday meetings.

TEC APPROVED the policy and it was agreed to ensure that consultants
were fully briefed, a suggestion being a simple one-side summary with
relevant Divisional Director signatures. MI

199/2011 Interim Provision of Short Stay Accommodation within ACCT:

The paper proposed the formalisation of the use of the Day Surgery Unit
at St Peter’s Hospital for escalation purposes. The additional staffing
cost would be £17k per month, although this reflected current
expenditure, and an additional £12k capital investment.

It was recognised that this was a short-term solution rather than an
intermediate term solution as the Trust could do more activity on a 23
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hour a day basis.

TEC APPROVED the proposal

200/2011 Catering Services

The Deputy Chief Executive gave a verbal briefing on progress in
respect of the tender for catering services. The short list had now been
reduced from four to three companies and a process of presentations
had now taken place with good engagement.

The final decision would be taken by the Trust Board on Thursday, 15
December 2011.

201/2011 Modular Building

The Executive Team had proposed the use of the name of Chertsey
House for the new modular building on the St Peter’s Hospital site. This
was supported.

The Executive Team was proposing that in futures the names for all
building/units at the hospitals should be matter for agreement with TEC.

ANY OTHER BUSINESS

202/2011 Epsom Hospital

It was has confirmed that the Trust had now responded to the Invitation
to Tender and was in the process of responding to clarification questions
from the Transaction Board.

203/2011 OPERATIONAL FRAMEWORK

The Chief Executive had attended the national Chief Executives’
conference which had included briefing on the Operating Framework for
the NHS in England 2012/13. A copy of the Foundation Trust Network
briefing was circulated and the Chief Executive apprised the meeting of
the significant issues. In particular, 2012/13 would be a year of transition
and an increased focus on care for older people.

It was noted that the Associate Director of Business Development would
be preparing a briefing on the Operating Framework from the Ashford
and St Peter’s Hospitals’ perspective and how this would impact on the
current business planning process. It was agreed, this could capture the
position on the previous national direction of patients being able to
choose consultants.

JH

204/2011 Hospital Activity

It was noted that St Peter’s Hospital was extremely busy at the current
time with a significant surgical intake today.

205/2011 Date of Next Meeting

Friday 9 December - Developmental
Friday 16 December - Formal
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TRUST EXECUTIVE COMMITTEE MINUTES

Friday, 16th December 2011
2.00 pm to 4.30 pm

Room 3, Chertsey House, St Peter’s Hospital

PRESENT: Andrew Liles Chief Executive
Valerie Bartlett Deputy Chief Executive
David Fluck Deputy Medical Director
Donna Marie Jarrett Associate Director of Health Informatics
Giselle Rothwell Head of Communications
Gulam Patel Divisional Director for Ambulatory Care
John Hadley Divisional Director for Surgery
John Headley Director of Finance and Information
Mick Imrie Divisional Director for Anaesthetics, Critical

Care & Theatres
Mike Baxter Medical Director
Paul Crawshaw Divisional Director for Women and Children’s

Services
Paul Murray Lead Clinician for Cancer
Raj Bhamber Director of Workforce and OD
Suzanne Rankin Chief Nurse
Hugh Jelley Divisional General Manager

SECRETARY: Jane Gear Head of Corporate Affairs

APOLOGIES: Andrew Laurie Divisional Director for Diagnostics and
Therapeutics

IN ATTENDANCE: Stephen Hepworth Associate Director Business
Development (minute 217/2011 )

Sandra Houston Head of Midwifery and Gynae. Nursing
(minute 221/2011)

Helen Sibley Divisional General Manager(minute
221/2011)

Sandra Newbold Consultant(minute 221/2011)
Tanya Bernard Consultant (minute 223/2011)
Keefai Yeong Consultant (minute 225/2011)



ITEM
ACTION

211/2011 Minutes

The Minutes of the Development TEC held on 28 October 2011 were
AGREED as a correct record.
.
The Minutes of the meeting held on 25th November 2011 were AGREED
as a correct record subject to amending minute 192/2011 Quality Report
to refer to the ‘SAU’ and not to ‘SAS’.

Matters Arising

TEC reviewed all of the actions from the previous minutes. The
nominated leads confirmed that all respective actions had been
completed, appeared as agenda items for the meeting or were on track
within agreed timescales.

The following was noted:

212/2011 Balanced score card – clinical strategy (minute 171/2011 refers).

It was confirmed that a plan to address the re-admissions target should
be included in the PMO.

VB

213/2011 Service Line Reporting (minute 177/2011 refers)

A briefing note addressing the issue – is cancer profitable ? was
circulated. In summary, the Q2 2011/12 analysis showed a cancer
service deficit of £0.4 m (inpatients only). Non-elective inpatient activity
was 9% of Trust inpatient income.

Overall, the Trust was seeking to raise the profile and develop cancer
services. John Hadley and Paul Murray would agree next steps in terms
of drilling down through the information.

JH/PM

214/2011 Occupational Health Department Physician (minute 197/2011 refers)

The three issues raised at the last TEC meeting had been addressed,
and the business case had been ratified.

OPERATIONAL PERFORMANCE, QUALITY AND SAFETY

215/2011 Corporate Risk Register

The report showed the closure of CRR 1177 – achievement of CQUIN
heart failure improvement. This risk was to be subsumed by a corporate
risk for all CQUINs for 2011/12.

CRR 1037 related to failure to monitor and review compliance with CQC
regulations. It was agreed the rating on this risk should be reviewed in
the light of the recent CQC visit.

CRR 1113 – fraud and corruption; this had a high risk rating. It was
agreed the rating should be reviewed; if the rating was correct then the
actions should be re-assessed.

SR

JH



TEC APPROVED the Risk Register.

216/2011 CQC Visit

The Chief Nurse gave a verbal report on the unannounced CQC visit
which had taken place on 1 December 2011.

The Monitor governance rating drew from the results of the Care Quality
Commission’s responsive reviews. One or more moderate concern by
the CQC gave a governance score of 1 and one or more major concerns
gave a governance score of 2. These scores remained part of the
Monitor governance evaluation until the CQC confirmed that any
concerns had been lifted or the Trust had met the requirements of all
outstanding compliance or enforcement actions.

The Trust was in the process of finalising its action plan and was
anticipating the draft report from the CQC imminently (it arrived during
the meeting and headlines were described).

TEC NOTED the report.

217/2011 Q2 Marketing Report

Stephen Hepworth drew attention to the following points from the
Quarter 2 marketing report :-

The two Epsom area CCGs were expected to merge to form a single
CCG. It now appeared they would also merge with the practices in the
Dorking area. This new larger CCG would be the same practices that
formed the old East Elmbridge and Mid Surrey PCT.

A public consultation about the re-configuration of health services in East
Berkshire was due to commence in March 2012.

The Trust had been successful in its bid to provide the community
Ophthalmology Service to Hounslow.

Discussions with Assura to develop a community-based MSK service
had commenced.

The proposal to provide direct access cardiology diagnostic services to
Hounslow PCT had been accepted.

The Operating Framework 2012/13 had been published. In addition,
draft PBR guidance had just been issued and would be analysed.
Immediate highlights included a shadow pathway price for maternity
services, increasing the best practice tariffs around ambulatory care, a
1.8% tariff deflation, and the potential for more CQUINs.

Overall, the report demonstrated that Ashford and St Peter's Hospitals
and Royal Surrey County Hospital had both lost market share since
2009/10 while Frimley Park hospital had increased its market share.
Further work would be undertaken to examine the causes. It was also
agreed to share the more detailed information on market share.

TEC NOTED the report.

SH



218/2011 Half Year Reviews

The report provided a summary of the 2011/12 half yearly divisional
performance review meetings. The intention of the report was to
encourage performance improvement. It was recognised that the
methodology underpinning the report was not yet perfect, and that this
should be transparent.

General themes included a need for Divisions to focus on the level of
CIPs, reducing agency spend and increasing appraisal rates. It was
important that Divisions developed clear action plans for improvement.
The quality indicators were based on the divisional dashboards and it
was agreed that more independent process for setting the targets
quality improvement would be helpful.

TEC NOTED the report.

219/2011 Health Informatics - update

The report providing an update on a number of initiatives being delivered
by Health Informatics. The following points were highlighted:

RealTime – Cedar, Holly and Chaucer Wards were planned to go live in
January 2012 with the remainder of the wards to follow in February
2012. It was confirmed that Divisional and Executive Directors would be
given log in rights for RealTime. It was also suggested that use of
RealTime could be included in a developmental session .

The code 5 tracker was currently being piloted.

The post-implementation review (PIR) on BlueSpier was due to be
completed by February 2012. This would be brought back to TEC for
discussion.

There was an opportunity for the Trust to provide information services to
Northwest Surrey CCG. A scoping meeting was being arranged.

TEC commented positively on the format of the report which was
NOTED.

DMJ

DMJ

BUSINESS CASE AND POLICY APPROVALS

220/2011 Information Governance Framework:

The Framework described how the Trust would discharge its Information
Governance obligations. It had been reviewed by IGAC.

TEC APPROVED the Framework.

221/2011 Midwifery led Unit

Sandra Houston, Helen Sibley and Sandra Newbold were welcomed to
the meeting.

The business case was a re-submission of a business case which had
previously been supported by TEC. It had been reviewed in the light of
the potential Epsom merger and Sandra Houston drew attention to the
strategic rationale detailed in the report. The business case
demonstrated a breakeven position within three years, although it was



emphasised that the extra income associated with the potential impact
on the level of neonatal activity was felt to be pessimistic.

The business case identified 300 additional births and it was clarified that
the target area would be Woking and Thames Medical as these
populations were nearby.

It was noted that the Commercial Group supported the business case.

TEC APPROVED the business case subject to:

 Clarifying the business case in respect of where the additional
mothers would come from and the risks associated with the
additional catchment.

 Adding into the financial assessment the realistic level of financial
benefit associated with the intrauterine transfers resulting in
additional NICU activity (and costs).

 The Division demonstrating real progress on its CIP programme.

 Review and approval by the Finance Committee and Trust Board.
PC

222/2011 Rolling programme of ACCT equipment replacement

The intention was to develop a five-year programme to replace the
Trust’s aging theatre equipment. TEC APPROVED the business cases
for:

 Operating tables replacement,

 Diathermy replacement programme (seven-year replacement
programme).

 Anaesthetic machine replacement programme.

It was noted that the funding for this replacement programme formed
part of the Trust’s capital programme.

223/2011 Haematology Business Case

Dr Tanya Bernard was welcomed to the meeting and introduced the
business case for the appointment of 1.0 WTE Consultant
Haematologist. It was noted that this was a replacement rather than a
new post hence table 8, financial assessment, had not been completed.

TEC discussed the proposal and the proposed job plan. Following
discussion, it was agreed that the Trust’s general approach was to have
10 PAs for all new consultant appointments. Therefore, the job plan
should be adjusted to remove some of the clinical activities and there
could then be a subsequent negotiation regarding additional activity
following an appointment if required.

TEC APPROVED the business case.

224/2011 Disciplinary Policy

The Disciplinary Policy had been updated following a routine policy



review.

TEC APPROVED the revised policy.

225/2011 Fracture Liaison Service Business Case

Dr Keefai Yeong was welcomed to the meeting and introduced the
business case. The proposal was for a Nurse-led Service which would
provide comprehensive assessment and treatment following the first
fragility fracture, which could potentially prevent 50% of all future hip
fractures. The nurse-led service would be supported by one consultant
session. Overall, the business case would result in improved quality of
care for the population and would is line with national priorities. The
business case generated a small level of profit.

TEC discussed whether the PCT would approve the additional outpatient
appointments and it was suggested that this could be negotiated or
possibly funded under CQUINs.

It was noted that a review of the clinical nurse specialists was underway
and it would be helpful to get a view on the skill set required for the new
post holder to see if it could be matched with the existing staff
complement.

TEC APPROVED the business case subject to negotiation with the PCT
and consideration of a possible re-deployment of an existing CNS.

226/2011 Business Case additional Anaesthetists

The business case sought approval for the appointment of three
Consultant Anaesthetists to support the recent expansion in surgical
activity.

As a general principle, TEC supported an approach wherby every new
job plan included the potential for extended hours working. It was
agreed to include the principle in the new anaesthetist job descriptions,
although it was noted that re-design of anaestethic job plans would need
to be done in tandem with re-design of surgical job plans.

TEC APPROVED the three additional Consultant Anaesthetist
appointments subject to approval by the Deputy Chief Executive of the
revised job plans for the anaesthetists.

The Director of Workforce would prepare a standard phrase to be
included in all future Consultant job descriptions.

VB/MI

RB

227/2011 E prescribing

The business case proposed the procurement and delivery of an
E-prescribing solution. E-prescribing involved the replacement of the
handwritten prescription/drug chart with a paperless computerised
system. The benefit of E-prescribing covered the three main categories
of safety, quality and cost efficiency.

Overall, the potential savings from the system amounted to £325k,
although it was noted that not all savings might be realisable, for
example nurse/ward admin time.



It was noted that a full formal procurement process would be initiated
with the aim for deployment in April 2012. It would be important that
there was both an IT and service project manager.

TEC APPROVED the business case for £600k funding which would now
be submitted to the Financial Committee.

228/2011 Integrated Critical Care

The document outlined the need for change in the provision of Critical
Care Services at Ashford and St Peter's Hospitals. The desired outcome
proposed was for co-location of all critical care beds at St Peter's with
management of the facility by critical care staff.

TEC SUPPORTED the general direction of travel as a single level 2 and
3 facility, seeking to secure joint management at the earliest opportunity.
However, there needed to be full engagement of clinicians and it was
agreed that at the next meeting Mick Imrie would provide a proposal on
the process including a forum for a wider discussion. MI

229/2011 PMO update- Ashford Outpatient’s Department

The Chief Nurse gave a verbal update on progress with this scheme.
£2.3m had been approved by the Trust Board and the project had clearly
identified work streams. The business case was being revised and
updated and would be presented to the Strategic Delivery Board in the
following week. The build would commence in May 2012.

It was agreed to send around the schematic of the proposals for
Divisional Directors’ signatures and to remind the Divisional Directors
who their named representatives were.

SR

230/2011 INFORMATION – inc Sub-Committee reports

No reports had been scheduled.

231/2011 Date of Next Meeting

13th January – Developmental.
27th January – Formal.


