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This is now the sixth Quality Account published by the Trust. I would once
again like to start my overview by praising the staff in the Trust who
constantly strive to provide the highest level of care and patient
satisfaction possible. This is not always easy and staff often face
significant challenges. However, I am constantly overwhelmed by the
level of commitment and dedication that all staff show in delivering high
quality, safe care to our patients. There are, of course, things that we need
to improve upon. As we “peel back the layers” of the services we provide
we are finding things that need to change and improve and which
present challenges to us both operationally and as we look to the future.
I know that everyone is dedicated to overcoming these, putting the
patient at the centre of all that we do and delivering the best possible
care within the resources available.

The Quality Account provides an opportunity to tell the public what has
happened in the last year in relation to specific aspects of quality
improvement and to provide details of the things that we will
concentrate on over the coming year. It is important to emphasise that
although the Quality Account highlights key priorities for 2014/15 this is
by no means the only work we will be doing to ensure that the quality
of the care and services we provide is the best possible. I hope you will
find the Quality Account informative.

Overall I am proud to be able to say that we are providing high quality
care for our patients. However, this is not without its challenges. We have
seen high numbers of people attending our hospitals for both planned
care and emergencies. A higher than predicted number of patients has
been admitted as emergencies which has put increasing pressure on all
services. We have worked hard to ensure that even with the increased
number of patients seen the quality of the care we provide and the
responsiveness of our services have not reduced. Positive feedback from
patients continues to be good with 70 % who answered the question
“Would you recommend this service to your friends and family?” saying
that it was extremely likely that they would recommend us. However, we
are not complacent and remain committed to ensuring that an even

greater percentage of people feel able to recommend the Trust. Having
reviewed feedback from patients from a variety of different sources the
Trust knows that there are improvements needed in a number of areas
across the Trust. Action is being taken in respect of the feedback on
maternity and cancer services as well as the comments people have
made about inpatient services and accident and emergency. Complaint
and compliment letters provide a very rich source of feedback which the
Trust also uses both as a barometer of what people feel about the
services we provide as well as looking at what we need to do to improve.
Acting on this feedback is central to ensuring that we improve services
for our patients.

In 2013/14 the Trust participated in two risk summits in view of a number
of concerns raised by partner organisations. These summits have been
instrumental in shaping the work of the Trust over the last year. The focus
of the work arising from the risk summits has been to deliver
improvements in the following areas:
• Governance
• Leadership
• Patient Experience
• Workforce and safety
• Operational effectiveness
• Clinical effectiveness.

These themes encompass all that we are trying to do to ensure that we
raise the quality of services we provide, meet patient and staff
expectations and deliver outstanding patient experiences. The responses
that the Trust has made to the concerns raised in the risk summits are
robust and sustainable and are contributing to the overall improvement
agenda.

We reported in February 2014 that there were some concerns with the
ways in which cancer patients were being seen and that there was a full
investigation into these concerns.  Whilst the initial detailed case reviews
did not identify any fundamental or systemic concerns about the overall
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processes for ensuring that cancer patients are seen quickly, a number of
cases were of concern and patients were contacted individually to
discuss the findings. A detailed independent review into cancer services
was undertaken which was completed in July 2014. Please see page 13
to read the outcome of this review.

I cannot let the opportunity pass to thank all staff and volunteers who
work in the Trust for their commitment and dedication. It is clear from the
staff survey that things have improved in some areas although there are
a number of things we have to do in order to ensure that staff feel more
positive about working for the Trust. Our organisational development
programme which will be fully implemented during 2014/15 will provide
the catalyst for providing the support, education and training to all staff
to enable them to provide even better care to their patients. We will also
continue with the regular morning “Onion” meetings where all staff are
welcome to come and discuss any issues of concern and get an
immediate response from members of the Executive team. These
meetings are proving invaluable for staff and are making a difference to
the way we tackle the challenges people face every day.

I am pleased to be able to report that we have strengthened our

relationships with our stakeholders including Hertfordshire Heathwatch

during 2013/14 and intend to do more over the coming years. As a newly

established body representing the views and interests of the public, it is

particularly important to use their knowledge, skills and networks to

further influence the ways in which we respond to the needs of patients.

Their participation in Trust Board Committees and on interview panels is

especially valuable.

In Developing our Organisation our staff and patients have defined our

values and a list of specific behaviours which will help us to incorporate

our values into our everyday working lives. There are six values:

• We involve others

• We are all leaders

• We are proud

• We work in partnership

• We are transparent

• We add value.

Whether we achieve all that we have set out in this Quality Account will,

in part, be confirmed by the feedback we get from our patients. We will

have our internal indicators, but these will only tell us part of the picture.

We therefore welcome feedback and suggestions on all that we do.

Should you wish to make a comment about this document or any of the

Trust’s services, please either email info@whht.nhs.uk or write to me

directly.

I can confirm that, to the best of my knowledge, the information

provided in this document is accurate.

Developing our
Organisation

...involveothers

...are all leaders
...are proud

...work in partnership
...aretransparent

...add value

We...
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The Trust’s vision is to provide consistently high quality and safe care to
all of our patients. We will deliver this vision by putting the patient at the
centre of everything we do. 

The Trust has agreed the following objectives which will underpin the
vision: 

To deliver improvements in the quality, deliverability and sustainability of
our services through:
• Achieving continuous improvement in the quality of patient care that 
we provide and the delivery of service performance across all areas;

• Setting out our future clinical strategy through clinical leadership in 
partnership and with whole system working;

• Creating a clear and credible long term financial strategy.

Engaging and being accountable to local people and our local
communities is key to ensuring that we are able to achieve what we have
set out in the vision and objectives. We will continue to work with the
Patients’ Panel (a group which represents the views of our patients) and
the many community groups who participate in a number of meetings
across the Trust. We want to encourage local participation further and
will aim to have at least one patient representative on each of the major
groups / committees within the Trust during the coming year. This
engagement will provide essential and invaluable feedback from the user
perspective of what we are doing and where we need to make
improvements.

The Trust is committed to being open with the local population about our
services and the care we deliver. Board meetings are held in public and
provide our patients and local people with the opportunity to review how
well we are doing in delivering our vision and objectives. 

All Board papers are published on the Trust web site
www.westhertshospitals.nhs.uk/about/board_meetings.

Our vision and objectives

Sometimes we make mistakes. When this happens, we aim to be open
and honest with our patients and their families; to explain what has
happened and to say sorry. When this happens, the important thing is
that we learn from what has gone wrong or led to the mistake
happening in the first place. We have systems and processes in place to
review all serious incidents and those events that have had the potential
to do harm to patients. These incidents are reported to the Trust Board
and fully investigated. Results of investigations help us to improve the
services we provide to patients and prevent similar things happening in
the future.
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2013/14 saw the Trust review a number of service areas where there
were concerns raised about the quality, safety or the overall patient
experience. We have also celebrated those things that have been a
positive benefit to patients and improved the way they experience the
services we offer. The 2013/14 quality agenda is summarised below.

Quality highlights of 2013/14

Fractured neck of femur (hip) mortality
Having identified significant issues in the way in which people with hip
fractures were treated, action was taken to change the way services were
provided. As a result of this work the Trust saw an improvement in the
quality of service provided as well as seeing a reduction in the number
of people who died as a result of surgery for their hip fracture. The Trust
is now performing well when compared to other hospitals and continues
to see improvements in the overall survival rates from this type of
surgery.

Dementia services
Providing care for people with dementia who have to attend hospital
because of other medical or surgical conditions can be difficult for the
patient, their families and our staff. In January 2014 the Trust opened a
unit dedicated to the care of people with dementia. Bluebell ward has
been specifically designed to meet the needs of people with dementia,
providing them with a safe environment in which staff with specialist
skills and knowledge are able to offer what they need whilst they are in
hospital. 

In addition Bluebell ward is able to provide dedicated occupational
therapy support to patients. This followed the allocation of additional
resources to appoint an occupational therapist and assistant. These staff
members have a clinical interest and are able to work within a team
focussed on caring for those with complex cognitive needs. This team
approach allows for all the resources to be at hand to look after this
patient group and provide an environment that is appropriate for their
needs. 

An overview of quality, safety and patient experience in 2013/14

The following feedback has been received from families on the care
provided:

My mum hasn’t looked as
good as this in 20 years

(speaking about the patient’s
stay on Bluebell ward)

I never thought I would see
my father home (speaking

about the delirium recovery
programme)

The wife of one of our patients arrived on Bluebell ward asking about the
condition of her husband. The response from the consultant was: “Yes he
is sitting over there reading the paper”. To which the wife replied: “No,
I’m talking about my husband.” When seeing her husband there was
total disbelief.

Serious incident and never event reporting
As in previous years the Trust has continued its focus on both reporting
and acting on serious incidents and never events. During 2013/14 the
Trust reported 149 serious incidents. This compares with 54 in 2012/13.
Although serious incidents are never acceptable they do provide
opportunities for change and improvements. As a result of the serious
incidents reported in 2013/14 the Trust has made a number of changes
to the way services are provided. 

In respect of never events, (those very serious incident that are considered
unacceptable to ever happen), the Trust reported one confirmed never
event in 2013/14 which related to surgery undertaken on the wrong area
and one potential never event, which is currently subject to review. 
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Serious incident
type

Actions 

Slips, trips and falls
including #NoFs

• To check patients have appropriate footwear
• Bed rail risk assessment / care plan to be in place to ensure daily assessment of patients
• Ensure that nurses escalate and communicate with the nurse in charge in a timely manner, i.e high risks fallers
• Specialist Falls Nurse is conducting falls prevention study sessions for all nursing and care staff and staff are actively participating in this 
programme.

Allegations of
abuse /
safeguarding

• Training on Safeguarding Adults at level 2 to be provided to all substantive members of staff
• All staff to be made aware of the escalation of any concerns out of hours to be escalated to Senior manager on call
• Memo to all staff reminding them of the need to work within the safeguarding policies
• Re-circulate and raise awareness of the Dealing with Allegations of Abuse against Staff Policy
• Develop a training programme with the Dementia Nurse Specialist on how to deal with patients with emotional distress for nurses.
A system to be put in place to identify and ensure all nurses have undertaken training in managing emotional distress

• All concerns regarding poor practice and possible abuse to be raised under the Serious Incident procedure immediately the Trust is 
notified.

Infrastructure • Review and update the Trust’s assessment of contractors criteria as appropriate to minimise the risk for likelihood of recurrence
• Check bronze silver / gold command training for managing incidents is completed for all on-call
• Fire officer review of equipment relating to fire alarms and the way in which the fire alarms operate and education of staff
• Cross match with emergency planning lead about priority status for utility suppliers in general
• Clarify escalation requirements to all staff and timely communication of incidents.

Infection control • Laboratory system set up to alert laboratory staff to flag up any other resistant organisms in a timely manner
• Changes to surveillance swabs for babies on the neonatal unit
• All divisional staff to ensure they have completed infection control training including the management of patients with Clostridium difficile
• Wards to review their infection control audits to give assurance about infection control standards in the wards
• Weekly cross divisional infection control audits to continue
• Enhanced infection control measures incorporated into divisional infection control plans which form part of the Trust infection control 
policy and support the Trust strategic objectives.

Unbooked referrals • Clarification of the booking processes for follow-up and tests including implementation
• Refresher training on patient tracking list (PTL), rapid assessment of competency skills of the team with definition of roles and responsibilities
• Review of the Access policy to include the management of follow-up appointments (in line with review date for the policy)
• PTL monitoring tool to be developed to monitor waiting times for follow-up appointments
• A review of outpatient bookings with a view to move to a single centralised booking service to be implemented. Specialities not included in 
the centralised team will need to ensure they follow trust protocols and policies.

Hospital acquired
pressure ulcers

• Patients to be given a pressure ulcer leaflet on admission
• Provide more education and training around pressure ulcer management and prevention
• To ensure all staff are aware of the paperwork needed ie SSKIN bundle, care plans 
• Ensure clear documentation and plans with appropriate follow up
• Random spot checks on documentation and raise concerns with relevant staff
• Introduce quick teaching competency for staff on ward to have their skin assessment skills checked and questioned if needed
• Communicate with all staff that dressings must be taken down so a full skin assessment can be undertaken and where a patient’s condition 
deteriorates and the source of infection unclear

• To carry out documentation audits randomly to review that skin assessments are carried out correctly and timely.
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Figure 1: Monthly Serious Incidents reported 2012/13 and 2013/14

Patient stories at the Board
As part of the continuing improvement in patient experience and
ensuring how people feel about our services is understood at the highest
level, the Board has a patient story presented at each meeting held in
public. Patients are invited to come to the Board and tell their
experiences, both good and bad, and to hear back from the Board how
they intend to respond to the points raised in the story. The table below
provides details of what the Board has heard about over the year and the
actions that have been taken.

You said We did
Patient presented to the Board that they felt
there was:
• a need to improve communication with 

patients, relatives and carers and 
between departments

• more consultants needed to be on duty at 
the weekend and better communication 
between doctors and consultants

• staff needed to be more aware of how 
they speak to patients and relatives in 
order not to upset them

• delays in medication being made 
available at point of discharge

• times when privacy on the wards was 
limited.

The Trust has developed ‘values’ and new
staff appraisals are currently being set up in
line with the Trust’s Organisational
Development (OD) programme to drive
these forward.

Discharge processes are being reviewed to
highlight where delays exist so that
changes can be made.

Consultants are now on duty during the
weekends, but more work needs to be done
to ensure they introduce themselves to
patients.

You said We did
Patient felt that there could be better
displays of concessionary parking charges at
the Trust, particularly at Watford Hospital.

Patient Advice and Liaison Service (PALS)
ensured that new posters were displayed
around the Trust near all lifts to show
current car parking charges and
concessionary charges to support visitors
and carers who are visiting more frequently.
All wards were asked to ensure that they
are giving information to their visitors.

Patient presented to the Board that they felt
there was:
• an issue with lack of compassion and 

dignity shown by staff during treatment 
received immediately prior to and post 
surgery; this was in contrast to the very 
good initial care the patient received

• often changes in the scheduled 
operating surgeon for patients so that 
patient sees surgeon they have not 
previously met

• a change in the hospital where the 
surgery would take place

• a lack of compassion, help or support 
shown by staff on the ward after 
surgery, e.g. for using toilet facilities

• staff on post operative ward did not 
have enough time to spend with patients 
and doctors did not listen or wait to 
answer patient’s questions

• a lack of someone to act as the patient’s
advocate during the complaint process.

The patient was encouraged to share her
experience with the team concerned and to
work with the Trust to improve things for
other patients, e.g. recording her story for
use more generally within the Trust.

The patient’s story highlighted a number of
issues which the Trust needed to address in
relation to organisational culture.

Several of the issues raised were also
highlighted by patients and carers who
attended an event run in partnership with
The Patient Association. These issues were
carried forward and discussed in
subsequent work stream meetings for
future remedial action.

Patient presented to the Board as below:
• commended staff for being welcoming, 

caring and for providing clear 
information 

• ongoing communication and attention 
from staff was helpful and reassuring

• atmosphere on the ward was relaxed 
and purposeful

• impressed by wall charts detailed 
handover between nurses evidencing 
well run service

• consistency of care received on ITU 
through staff shift changes was 
commended 

• impressed by care and compassion 
shown both to patients who died and 
those patients nearby who were 
distressed by this occurrence

• complimented brochure explaining 
operation, but would have liked similar 
brochure explaining discharge process

• good after care and follow up telephone 
calls received from dietician and 
clinicians

• a need for soft close mechanism bins to 
reduce noise on the ward

• surgical and pre-admissions teams 
provided an excellent service flexibility 
around visiting hours was felt to be 
helpful as long as it was not abused by 
visitors.

Chief Nurse working with nursing
colleagues to support the unit with more
timely discharge.

A review of visiting hours is underway
within the Trust based on feedback from
patients.

Programme of replacing all bins on the
wards to soft close bins is already
underway.

Consultation over visiting hours still in
progress with more flexible visiting hours
trialled for specific period and feedback
now being sought from patients on the
wards.

Ongoing work being carried out regarding
how deceased patients are dealt with on
the ward to ensure dignity is upheld.

Discharge patient information leaflet now
reviewed and ratified ready for production
and circulation.
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Comments from patients completing the friends and family questionnaire have included...

More space for
parking. Plus

disable parking

I found there was never a time on
the ward that I was forgotten.

Nurses cared, not only medically,
but emotionally. I felt cared for.

I have been very well looked after
by doctors and nursing staff.

Year 2013 2013 2013 2013 2013 2013 2013 2013 2013 2014 2014 2014

Month April May June July August September October November December January Febuary March

Inpatient 42.1% 21.4% 26.1% 22.1% 27.3% 29.9% 28.1% 27.5% 25.0% 25.5% 23.6% 25.3%

A&E 2.0% 0.5% 0.8% 1.1% 3.2% 2.5% 1.8% 4.7% 3.0% 5.4% 3.4% 1.6%

Combined 14.7% 7.7% 7.2% 10.2% 13.4% 14.7% 13.9% 15.4% 12.8% 14.3% 13.5% 12.5%

Figure 2: Friends and family test results 2013/14
Response rate 

Year 2013 2013 2013 2013 2013 2013 2013 2013 2013 2014 2014 2014

Month April May June July August September October November December January Febuary March

Inpatient 68 73 71 77 73 76 76 80 79 75 72 77

A&E 50 18 38 45 59 54 64 72 48 56 59 34

Combined 67 70 68 75 71 74 75 78 75 71 66 75

Friends and family score

It took seven hours to
discharge my mother
after being phoned to

say she could go.

Friendly and kind staff. Very clean.
Domestic helpful. Food was good.

A day room or quiet area. 
As relatives it is hard to spend
time in the ward when visiting
and the patient is in therapy.

Friendly and kind staff. Very clean.
Domestic helpful. Food was good.

Staff were good,
no problems.

Fantastic and
friendly service.

A bit of paint on
the walls.

Everyone is so kind and generous. Nothing too
much trouble. They work so hard, never stop.

A bit too hot.
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Nurse recruitment
As a result of a comprehensive review of staffing levels on all wards, and
in response to the issues and concerns arising from the Francis report
into Mid Staffordshire Foundation NHS Trust, the Board approved the
plan to invest £3.9m to appoint 160 additional nurses. This has been
challenging and has required the Trust to look at overseas recruitment as
well as at home. The aim is that by the time all appointments have been
made every ward will have the correct number of nurses on duty all of
the time and the use of agency nurses will stop completely. 

We can confirm that the total number of new nurses recruited to adult
inpatient areas in 2013/14 was 143 whole time equivalent (WTE).

Onion
Onion is the daily patient safety/improvement meeting that all members
of the Executive team attend with any staff member that wishes to raise
an issue or concern. It provides an opportunity to “peel back the layers”
of problems that anyone at the meeting can raise, especially where it is
thought to be compromising patient safety or putting staff and visitors
at risk. It provides a quick response to the immediate issues highlighted
and a considered response to those things that require more thought and
planning. Onion has been highlighted in the Government’s response to
the Francis Enquiry as a positive way of engaging staff and resolving
problems in a patient focussed way.

Improvements in the non-viable fetal pathway
To improve the processes dealing with fetus loss specimens, we have
established a multidisciplinary group to understand, work through and
improve the pathways involved. The group comprises of representatives
from Pathology, Women’s Services, Patient Affairs, Chaplaincy and the
Patients’ Panel. To date the group has reviewed the pathway and
documentation for pregnancy loss of under 12 weeks. This has led to the
introduction of more robust documentation, escalation procedures and is
readily auditable. The group has representatives from all areas involved
in pregnancy loss and this has ensured that a fully “joined up” pathway
has been produced.

Improved the therapy provision on level 3 of the Acute
Admissions Unit, reducing length of stay and improving the
patient experience
Additional physiotherapists and physiotherapy assistants have been
appointed to provide greater levels of input to patients. As a result of

these posts length of stay has reduced from 8 days to 6 days on level 3
of the Acute Admissions Unit as these patients are now receiving a more
intensive and timely level of therapy input.

Reductions in waiting times for outpatient physiotherapy
Following the appointment of an additional physiotherapist and changes
to the way in which patients are seen there has been a reduction in
waiting time from 18 weeks to eight to ten weeks. This has provided an
improvement to the patient experience as a result of short waiting times.
Continued investment is being looked at for the service to ensure further
improvements can be achieved.

Dietetics education and assessment kitchen for newly diagnosed
diabetics
Following a charitable donation of £10,000 from the family of a patient
with diabetes who unfortunately passed away, the kitchen has been set
up to provide an environment that is tailor made with appropriate
resources to educate and support people with diabetes in west Herts. The
kitchen provides the opportunity to deliver group education sessions to
patients with diabetes helping them to understand the relationship
between diet and diabetes in a very practical way. 

Operating theatre refurbishment at Watford
Following a £600k investment, the operating theatres at Watford provide
a better working environment for staff and an enhancement of the
patient experience. The refurbishment has included new lighting,
flooring, wall coverings, patient monitors and improvements in the
provision of medical gasses.

Creation of emergency surgery assessment unit at Watford
A dedicated rapid assessment area for emergency patients who may
need surgery, including vascular, urology and breast has been established
at Watford. This will ensure that patients are seen and assessed more
quickly and decisions made on whether a patient needs an operation
taken sooner. 

Refurbishment of day surgery admissions unit
Within the day surgery unit at St Albans the waiting areas has been
improved, providing a better environment for patients waiting for
surgery with dedicated areas for consultations pre-operatively.
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Patient experience information
Within the surgical division a new patient experience board displaying
different measures of patient experience is now being displayed at St
Albans. Patients have been involved in developing this. Plans are being
taken forward to do this on the Watford site.

Ambulatory care
In January 2014 the Trust opened a purpose built ambulatory care service
in order to provide an alternative to admitting patients. The service
currently sees between 20-30 patients per day and offers rapid access to
diagnostics, enabling most patients to be discharged home on the same
day. The feedback from patients has been very positive.

Accident and emergency
The nurse led navigator service provides a 12 hours a day, seven days a
week in A&E helping to avoid admission primarily for older people and
patients with mental health needs. On average four to seven people a
day are able to be discharged home from A&E with appropriate support
services, enabling them to maintain independence for longer periods. The
feedback from patients has been excellent. 

Delirium recovery programme
The commencement of a delirium recovery programme, a joint venture
with Herts Community NHS Trust, social services and Hertfordshire
Partnership Foundation NHS Trust mental health service, provides a
pathway of care to support people who have been admitted to and
discharged from hospital, with delirium. Through joint work patients can
be discharged safely to the community with appropriate support and
expertise to manage their condition rather than continue to stay in
hospital.

Accreditation for endoscopy services at 
Watford and Hemel Hempstead
Following an inspection by the Joint Advisory Group (JAG) the Trust’s
endoscopy services has been awarded accreditation for the next five
years. JAG Accreditation is the formal recognition that an endoscopy
service has demonstrated that it has the competence to deliver against
the measures in the national endoscopy standards. The Accreditation
Scheme is a patient centred and workforce focused scheme based on the
principle of independent assessment against recognised standards. The
units were congratulated on the cohesive working between staff, the

positive feedback from patients and its clinical governance and audit
process in place to ensure practice is continuously reviewed and
evaluated to ensure changes can be made if needed. 

Staff sickness
Staff sickness rates are currently 3.6% (February 2014), and overall,
monthly rates for 2013/14 have been below those in 2012/13. The Trust
regularly reports sickness information in workforce reports that helps
managers intervene and deal with issues when staff are on sick leave in
accordance with the Trust’s Management of Sickness Absence Policy. The
Trust seeks to positively improve the health and well being of staff
through various initiatives including stress management sessions,
exercises classes and regular opportunities for health checks. The Trust
ranks lower than average when benchmarking itself against similar NHS
Trusts.

Developing our Organisation
Creating the right organisational culture is critical in supporting every
aspect of Trust performance. The quality of care, levels of safety, patient
experience, workforce attitudes and efficiency are all shaped by this. The
Trust has therefore developed frameworks based its our values, which
articulate the behaviours expected from staff at different levels of the
organisation. These influence how workforce is recruited, appraised and
developed and bring to life the qualities required from individuals and
teams so patients receive truly excellent care. 

Recruitment and retention
Selecting staff who display the right attitudes and behaviours is crucial
and this year has seen the introduction of recruitment and assessment
processes aligned to the Trust’s values. This approach has been used for
a number of executive and senior appointments. Throughout 2014/15 the
Trust will be working closely with key stakeholders to further develop
and roll this out across the Trust, ensuring the Trust continues to attract
and retain talented staff and enhance the quality of recruitment
processes and decision making. 
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National maternity survey
The results of the Care Quality Commission’s maternity survey showed
that antenatal care had improved from previous years with regard to
women having contact with the same midwife through the antenatal
period, ensuring that babies received skin to skin following birth and
improvements in the support and encouragement around breast feeding.
However, the results showed that the Trust was significantly worse when
communicating in a way that women could understand and midwives
not always being aware of a woman’s medical history or information
around the emotional changes that might be experienced following the
birth. The results of this survey are being utilised to improve the
maternity services to ensure that all women receive a positive
experience.

Outpatient induction of labour
In July 2013, the Trust introduced outpatient induction of labour to
support healthy women who were 41 weeks and five days with no risk
factors to being induced. Following an antenatal assessment including
fetal wellbeing, the woman is able to go home to await events for 24
hours. This process is being audited and the outcomes will be shared with
the organisation. However, one initial finding is that in March 2014, the
caesarean section rate reduced to 21.3%, which is the lowest it has been
for some years. 

Board reporting
A monthly integrated performance report is scrutinised by the Executive
Team, Leadership Executive Committee, Finance Committee, Divisional
Management Groups and the Trust Board. This provides an assessment of
performance against national indicators as monitored by Herts Valleys
Clinical Commissioning Group and those national performance
standards monitored by the Trust Development Authority. The Key
Performance Indicators are grouped into four domains, clinical
effectiveness, safety, patient experience and process effectiveness and,
where appropriate, performance exceptions are presented at team and
ward level. 

Safeguarding
During 2013/14, considerable strides have been made in effective
safeguarding across our hopsitals. A vulnerable inpatient register has
been established which allows the tracking of all safeguarding adult
referrals, as well as tracking and recording information regarding
patients attending A&E with high grade pressure ulcers from care homes.

In order to further raise the profile of safeguarding, a “safeguarding our
patients” day was established, which is repeated every three years as
part of mandatory training for clinical staff. Processes across all areas of
safeguarding have also been refined this year, and the Trust has
amalgamated the safeguarding children and adult committees together
to form the overarching safeguarding panel. This has had the effect of
strengthening safeguarding and promoting a joined up approach, re-
enforcing the message that safeguarding is everybody’s business
wherever you work.

Where we need to improve
18 week pathway/administrative systems
As part of the commitment to seeing patients as quickly as possible all
Trusts are expected to have robust processes in place to ensure that
patients referred to a consultant led service are seen and have received
treatment within 18 weeks from the referral having been received. 

During 2013/14 it became clear that the Trust’s systems and processes for
delivering this standard were not good enough and that a number of
patients had failed to be seen and treated within the 18 week timeframe.
Following a major review of the practices in the Trust it was clear that
there were inconsistencies within specialties and a lack of robustness
with the reporting arrangements. The failures within the systems were
discussed with partner organisations as part of the Risk Summits held
during the year and detailed plans agreed on how systems and process
would be improved. Since the identification of the issues, action has been
taken to ensure that there are robust and consistent systems working
across all specialties, that staff are fully trained in how to operate the
systems and that reporting to the Board is accurate and up to date.
Within surgery work has been done to review current capacity to meet
the 18 week standard. As a result additional capacity has been
commissioned from other hospitals in order to ensure patients are
treated quickly. 

During 2014/15 the Board will continue to receive progress reports on
the improvements and measures being put in place. 

Cancer services
During 2013/14 the Trust has seen a considerable amount of focus on the
cancer services we provide. In September 2013 the Trust received a
disappointing set of national cancer patient experience survey results. 
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It showed that little progress had been made on the results from the
previous year and put the Trust in the bottom 20% nationally in some
areas of patient experience. A detailed action plan has been
implemented which is addressing the key areas of information giving,
availability of specialist nurses, staff training and knowledge of cancer
and improvements in the overall patient journey.

The Trust launched a review in late November 2013 after it was found
that the administration process we were using for monitoring patients
referred with suspected cancer (by their GP or dentist) was not always
followed in line with NHS guidelines.  This related specifically to patients
who had missed their initial outpatient appointment (known as a DNA
(did not attend)).  As a result, an external independent investigation was
launched, led by a former NHS Chief Executive who specialises in patient
safety, Stephen Ramsden.

The external panel found that the Trust’s internal incident management
response to be appropriate and supported the action taken. However, it
also found systemic issues within the Trust’s referral management
practices, booking and clinic systems and processes, as well as a lack of
adherence to the Trust’s Access Policy.  

The external panel made recommendations to build on the improvement
work already in place at the Trust to ensure the delivery of improving the
management of cancer referral pathways. The recommendations were
based on a “whole systems” approach with actions for the Trust,
commissioners and regulatory bodies. An action plan has been developed
to address the issues raised in the review.   

The full independent review report is available on the Trust’s website.
www.westhertshospitals.nhs.uk/newsandmedia/documents. 

Infection control
Ensuring that all of our hospitals are free of infection is a key priority.
Although very low in number the Trust has reported three MRSA
bacteraemia during 2013/14 and 28 clostridium difficile cases against
levels of zero and 23 as agreed with the Herts Valleys Clinical
Commissioning Group. Overall for clostridium difficile this is a significant
improvement of some 48% compared to 2012/13. 
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In line with best practice the Trust undertakes a root cause analysis on
every case to identify the causes and to examine what should be done
differently to prevent this from happening again. All staff are required to
undertake mandatory training in infection control and the Trust has a
detailed action plan that it works to in order to ensure that infection
control practices in the Trust are in line with national guidance. The Board
receives monthly reports on the infection control position and regularly
seeks assurance that, despite the small number of cases being reported,
all necessary actions are being taken to reduce the risk of infection
across all areas of our hospitals.

Consultant appraisals and revalidation
Following a review of the systems and processes for ensuring that all
consultants comply with the new requirements for appraisal and
revalidation, significant concerns were raised. The Trust has worked with
the General Medical Council to review the current arrangements and to
put in place processes that fulfil the national requirements. All
consultants will have been through the appropriate appraisal and
revalidation by the end of March 2015. More robust arrangements are
being implemented to ensure that every consultant is properly appraised
and undergo revalidation. The Board will receive reports on the progress
being made to achieve full compliance.

Patient experience
Once again, the Trust participated in the national inpatient survey in
2013/14. The feedback we receive from those who use our services is

Figure 3: Year on year comparison of Clostridium difficile cases
C.diff infections in April 2007 to March 2014
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very important to us. The results from the survey showed that there were
many things that patients felt we were getting right, although there is
still much to do until we are performing to the same level as the best
Trusts in the country. In summary, compared to all other trusts nationally,
we were rated ‘about the same’ for all ten categories (on a scale of
‘better’, ‘about the same’ or ‘worse’). Within the ten categories, the areas
where we did particularly well were:
• Patients saying we had not changed their admission date (we scored 

9.3 out of 10);
• Patients not feeling threatened by other patients or visitors during 

their stay (9.7/10);
• Hand wash gels being available (9.6/10);
• Patients being given enough privacy when being examined (9.5/10).

The survey did show several areas where we need to improve. These are:
• Patients reporting noise from other patients and staff on the ward at 

night;
• Patients feeling they were not given an explanation of what would 

happen during their operation or procedure and how it had gone.

We will be working with our staff, as well as our patients and patient
representatives, to draw up a detailed action plan to help build on our
results in all areas, especially those where we were not so strong. 

Governance
Over the last year the Trust Board has been reviewing the governance
structures within the Trust. It recognised that these were not strong
enough and left the organisation vulnerable to poor decision making and
a lack of accountability. The governance review has looked at the
workings of the Trust Board, specifically to address the role and function
of the Non Executive Directors in relation to assuring themselves that the
Executive members are managing the business of the Trust effectively.
There is an ongoing development plan for the Board that will see it
strengthened over the next year, ensuring that it is “fit for purpose”.
There has also been a complete reorganisation of the governance
structure across the Trust with clear decision making processes and
accountabilities. This will be further embedded over the next year,
providing greater assurance to the Board that the systems and process in
place are appropriate and effective.

Complaints
In 2013/14 the Trust received 619 formal complaints representing an
increase of 16.5% on the previous year, which reflects the increase in
activity. In addition, 186 enquiries were received from GPs, MPs and
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patients who did not wish to make a formal complaint, but who wanted
to make the Trust aware of their experiences. 

The effective management of complaints is essential as they provide an
important barometer of how patients and their relatives feel about the
services the Trust provides. Over the last year, whilst there have been
some improvements in the way complaints are handled and greater
responsiveness of members of the Executive team to complaints and
with meeting complainants, the response time for the investigation of
complaints and responding formally to people has not been good.
Unfortunately we have seen an overall reduction in the timeliness of
complaint responses over the year. This means that patients and their
relatives have waited too long to get the answers they are looking for
from their complaints. Improving the overall level of investigation, the
responsiveness and communication with complainants will be addressed
as one of the priorities for 2014/15.

Figure 4: Complaints trends and themes

In addition to the many hundreds of letters, cards, notes and small gifts
received directly by wards and departments, during the period of this
report, the Chief Executive received 134 formal compliment letters from
satisfied patients and visitors.
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In this section, the Trust has set out the priorities for improvement in
2014/15. In setting the priorities the Trust has taken account of the key
areas where quality has been identified as needing improvement
through the work done to respond to the Risk Summits that were held
last year. In addition feedback has been used from patients, staff, patient
surveys, formal complaints, enquiries via the Patient Advice and Liaison
service (PALs), staff survey, discussions with the County Council’s health
scrutiny panel and the priorities that we have agreed with the Herts
Valleys Clinical Commissioning Group. The priorities have been grouped
into the broad themes of patient safety, patient experience and clinical
effectiveness. Progress on achieving these priorities will be reported to
the Trust Board on a regular basis.

Theme 1: Safer patient care
Providing safe care in a safe environment is a key part of ensuring
patients receive the best possible treatment we can provide. The Trust
will continue to work across the full range of patient safety issues
throughout the year, however in terms of the priorities set within the
Quality Account the Trust will focus on the following.

Priority 1: Infection control 
Why we have chosen this priority
Providing a safe, infection free environment for patients and visitors is
essential. Reducing the risk of hospital acquired infection is a key
indicator on whether the Trust is are providing high quality care. This
priority was chosen because, although a lot of work has been done in the
last year to improve the way the Trust tackles infection prevention and
control, the Trust has exceeded its target for the year in respect of both
MRSA and C.diff. There is, therefore, more to be done before the Trust can
be certain of having the lowest possible rates of infection. The Trust will
again focus on reducing the risk of patients acquiring an infection whilst
in hospital and ensuring that improvement in quality of patient care and
deliver improved performance in this area are made.

What we are trying to improve
During 2014/15 the Trust will:
• Ensure full compliance with the hygiene code

• Not exceed the trajectories for the number of MRSA and C.diff cases 
agreed with the Herts Valleys Clinical Commissioning Group.

What success will look like

Our quality programme and priorities for 2014/15

Part two

Issue to be addressed 2013/14 performance 2014/15 target

Full compliance with the
hygiene code

% compliance achieved
With the ten standards
of the hygiene code 
4 at 100% compliance
5 at 70% compliance
1 at less than 70%
compliance

100% compliance
In all ten standards of
the hygiene code

Staying within the
agreed trajectories

1 MRSA against a
trajectory of 0

28 C.diff against a
trajectory of 23

0

31

How we will monitor progress
Reports will be made to the Board each month which will include
performance against the hygiene code and the number of reported cases
of MRSA and C.diff.

Priority 2: Ensuring safe staffing levels
Why we have chosen this priority
Establishing and maintaining safe staffing levels is essential to the
delivery of high quality and safe care to patients. The Francis report
highlighted that poor staffing levels contributed significantly to the
experience patients had in relation to the lack of care received at Mid
Staffordshire Hospitals Foundation NHS Trust. The Trust has therefore
chosen this priority in order to demonstrate that care will never be
compromised as a result of understaffed areas and that it can
demonstrate openly to patients the number of staff on duty compared to
the expected levels of staffing and where these fall short the actions
being taken to maintain the agreed staffing levels. The Trust has put in
place a robust recruitment plan that will ensure all ward vacancies are
filled with permanent staff. 

During 2013/14 a successful recruitment campaign was held in Spain,
Portugal and Italy and the Trust was pleased to welcome new nurses
from these countries. Plans are in place to do more overseas recruitment
in 2014/15. 
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What we are trying to improve
The aim of increasing the staffing levels is to ensure that patients receive
safe, harm free and high quality care. The Trust will:
• Recruit to all vacancies and fill them with permanent staff
• Stop the use of agency nurses when all vacancies have been filled
• Ensure that all areas display their staffing levels daily and on a shift by 
shift basis.

What success will look like

How we will monitor progress
The Board will receive regular reports on the progress with nurse
recruitment and will be able to see the changes in the use of agency staff
as permanent staff are appointed. As part of the regular reports to the
Board on the quality of care the Board will be able to determine the
impact on improved staffing levels are having on patient experience and
feedback. These reports will also advise the Board on progress with
achieving full implementation of the displaying of ward staffing levels.

Priority 3: Improving the environment
Why we have chosen this priority
A clean, safe and harm free environment within our hospitals is
something that everyone should expect. The Trust has not always
adopted the most up to date cleaning standards that have been in place
in other hospitals, and although this has not led to any significant risks
in relation to levels of overall cleanliness or an increase in concerns
about infection, the Trust recognises that from a patient safety
perspective it must be working to the most up to date standards,
something our patients would expect. It is also important that there is a
“fresh and welcoming” feel when people come to our buildings as this
provides confidence in the services provided.

What we are trying to improve
The Trust will ensure that by adopting the most current cleaning
standards and ensuring that they are fully implemented the overall levels
of cleanliness will be enhanced, providing reassurance to patients that
our hospitals are as clean as they can be. Keeping things fresh and
welcoming and improving the overall look and feel of our buildings will
also be a priority.

What success will look like

Issue to be addressed 2013/14 performance 2014/15 target

Fill all nursing vacancies 15% of nursing posts
unfilled at year end

100% of vacant nursing
posts filled with
permanent staff

Stop use of agency
nurses

44% of temporary
staffing shifts were
covered by agency staff
over 2013/14

No agency nursing staff
to be used once all
vacancies are filled (by
exception).

Evidence of staffing
levels displayed for
patients to see

Not fully implemented in
2013/14

Not fully implemented in
2013/14

Issue to be addressed 2013/14 performance 2014/15 target

Full implementation of
current cleaning
standards

The Trust was operating
to the 2003 cleaning
standards apart from
AAU which were
cleaning standards 2007
during most of 2013/14

Implementation of the
cleaning standards PAS
standards from January
2014

Maintaining a “fresh and
welcoming” atmosphere
in all buildings

PLACE score for 2013/14
Listed below

Improvement of 5% in
the place score for
2014/15

The scores for Patient-led assessment of the care environment (PLACE)
Inspection were as follows:

Cleaning
Food and
hydration

Privacy,
dignity and
well being

Condition,
appearance
and
maintenance

Watford
General
Hospital

97.01% 87.21% 80.07% 89.60%

St Albans
City Hospital

95.14% 88.71% 72.37% 87.70%

National
average

95.81% 85.31% 88.97% 88.89%

How we will monitor progress
The Board will receive reports throughout the year on the progress being
made to implement the revised standards and will be able to monitor the
overall improvements through review of the PLACE reports that are
undertaken across the Trust during the year.

Priority 4: Improved ambulance turnaround times 
Why we have chosen this priority
During 2013/14 the Trust failed to meet the standards expected in
relation to the handover of patients from ambulance crews to accident
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Issue to be addressed 2013/14 performance 2014/15 target

Delivery of ambulance
turnaround targets

88.2% of ambulances
turnaround within 30
minutes of arriving in the
accident and emergency
department

All handovers between
ambulances and A&E to
take place within 15
minutes with none
waiting more than 30
minutes

and emergency staff. It is essential that the care of patients coming into
hospital by ambulance is transferred to hospital staff as quickly as
possible as for most patients brought in by ambulance are the most
seriously unwell. It is also essential that ambulances are freed up quickly
in order that they can attend to other emergency calls. 

What we are trying to improve
During 2014/15 the Trust will work with the Ambulance Trust to ensure
delivery of the national standards for ambulance turnaround times.

What success will look like

How we will monitor progress
The Board Performance Report will report monthly on this target. The
Board will, therefore be able to monitor levels of compliance.

Priority 5: Further reduction in reported pressure ulcers –
specifically to reduce by 80% the number of hospital acquired
reportable pressure ulcers 
Why we have chosen this priority
Whilst good progress has been made during 2013/14 on reducing the
level of reported pressure ulcers, the Trust wants to go further. When a
patient gets a pressure ulcer it is upsetting for them and disappointing
for staff caring for them. Although there are occasions when pressure
ulcers are difficult to avoid because of a patient’s overall state of health,
most can be avoided by ensuring good nursing standards are
maintained. Reducing further the number of reported pressure ulcers will
improve overall care and lead to a reduction in the risks of clinical
complications associated with having a pressure ulcer.

What we are trying to improve
The Trust is aiming to reduce the number of pressure ulcers reported by
80% against the overall numbers reported in 2013/14.

Issue to be addressed 2013/14 performance 2014/15 target

Reduction in the number
of pressure ulcers
reported

53 hospital acquired
pressure ulcers grade 3
were reported in
2013/14, of which 19
were classed as
unavoidable and 34
avoidable.
114 hospital acquired
pressure ulcers grade 2
were reported in
2013/14, of which 58
were classed as
unavoidable and 56
avoidable.

No more than 4
unavoidable hospital
acquired pressure ulcers
grade 3 reported in
2014/15, accounting for
a reducing of 80% on
the total reported in
2013/14.
No more than 12
unavoidable hospital
acquired pressure ulcers
grade 2 reported in
2014/15, accounting for
a reducing of 80% on
the total reported in
2013/14.

What success will look like

How we will monitor progress
The Board Performance Report will report monthly on this target. The
Board will therefore be able to monitor levels of compliance.

Theme 2: Patient experience and responding 
to patient feedback
What our patients, visitors, staff, Commissioners and the wider group of
interested stakeholders tell us about our services is very important. This
feedback helps the Trust to make changes that will improve the services
provided and create a better patient experience for all who use the
services. The Trust has seen improvements during 2013/14 as a result of
changes that have been made and commitment of staff to ensure all of
our patients receive the best possible care. However there have been
some disappointing results, especially within cancer, that need to be
improved upon. The Trust is committed to ensuring that the needs of
patients are also addressed through developing staff and providing them
with the opportunities and skills to develop as individuals and teams so
that they can further enhance the care they provide to patients.

Priority 6: Improving the patient experience in cancer services 
Why we have chosen this priority
Feedback provided by patients on their experience of cancer services has
been very disappointing. The results of the national cancer patient
experience survey 2012 (received in September 2013) places the Trust in
the lowest 20% nationally. It is clear from the results that the Trust is not
providing the level of service that patients expect. Therefore the Trust has
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Issue to be addressed 2013/14 performance 2014/15 target

Improvement in the
overall position of the
Trust nationally following
the release of the 2013
cancer patient survey
results

The Trust is in the lowest
20% nationally in the
2012 survey (results
received in September
2013)

To be firmly positioned
amongst the majority of
other Trusts in the
country

to do more to understand the needs of patients and respond to the
feedback they are giving.

What we are trying to improve
There are a number of specific areas where the Trust is looking deliver
significant improvement:
• Information to patients
• Better access to clinical nurse specialists
• Improved knowledge of the needs of cancer patients amongst ward 
nurses.

What success will look like

How we will monitor progress
A detailed action plan has been drawn up and implementation started in
early 2014. This is reported on regularly to the Trust Leadership Executive
Committee and the Patient Safety Quality and Risk Committee. The Board
will also receive an update on progress during 2014/15. 

Priority 7: Improving the inpatient experience
Why we have chosen this priority
Putting the patient at the centre of everything the Trust does is key.
Acting on feedback from patients when they tell about things is,
therefore essential. Each year the Trust receives feedback from patients
as part of the national inpatient survey. The survey results for 2013/14
have shown some improvements over 2012/13 although there is more
that we need to do to be able to demonstrate to the public that we have
got it right when it comes to patient experience. 

What we are trying to improve
In light of the survey results it is recognised that improvements are
needed across the full spectrum of areas covered by the survey. Therefore
improvements in the overall patient experience are being targeted.

What success will look like
Issue to be addressed 2013/14 performance 2014/15 target

Reduction in the overall
number of survey
questions where the
Trust is reported as being
worse than other Trusts
in the survey sample

42 questions where Trust
was worse than other
Trusts in the survey
sample

A reduction by at least
50% in the number of
areas recorded as worse
than other Trusts in the
survey sample

How we will monitor progress
As part of the regular Board reporting on patient experience details of
the delivery of the action plan will be included. Reports will also be made
to the Trust Leadership Executive Committee and the Patient Experience
Group which has patient representatives amongst its membership.

Priority 8: Improving the friends and family results
Why we have chosen this priority
Although the Trust is performing well in respect of the adult ward areas
the results overall for accident and emergency have been disappointing
both in terms of the number of people completing the questionnaire and
the results received. It is also still early days in respect of maternity
services as they only started using the questionnaire fully in October
2013. Action to improve the accident and emergency and maternity will
be prioritised during 2014/15.

What we are trying to improve
• Improvement in the overall numbers who complete the questionnaire 
in accident and emergency and an improvement in the number of 
people who would recommend the service to their friends and family

• Improvement in the number of people using the maternity services 
who would recommend them to friends and family

• Achieving overall results that are within the 20% of Trusts in the 
country.

What success will look like

How we will monitor progress
Reports on progress will be included within the monthly integrated
performance report which is reviewed by the Board.

Priority 9: Reducing waiting times to deliver the 18 week standard
Why we have chosen this priority
As a result of work undertaken in the Trust during 2013/14 it has become
clear that a number of system and process issues in the way in which the

Issue to be addressed 2013/14 performance 2014/15 target

Improving accident and
emergency scores

3% of patients
completed the
questionnaire

20% of patients
completed the
questionnaire

Improving maternity
scores

12.1% of patients
completed the
questionnaire

20% of patients
completed the
questionnaire

Improving inpatients
overall score 

25 % of patients
completed the
questionnaire

30% of patients
completed the
questionnaire
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18 week referral time to treatment standard has been applied. This has
resulted in some patients not being seen within the nationally set
timescales. 

What we are trying to improve
• Full compliance with national requirements for 18 week referral time 
to treatment.

What success will look like

Issue to be addressed 2013/14 performance 2014/15 target

Full compliance with 18
week target

90.66% RTT incomplete
pathways

92% RTT incomplete
pathways

How we will monitor progress
Reports on progress will be included within the monthly integrated
performance report which is reviewed by the Board.

Priority 10: Listening to and developing staff
Why we have chosen this priority
Providing opportunities for staff to feedback on their own experiences of
working in the Trust and delivering care to patients is essential in
ensuring that issues of concern are addressed and resolved. Continuation
of the “onion” meetings and implementation of the organisational
development programme will help to support staff in achieving their
goals and potential and improve the care they provide.

What we are trying to improve
Overall training and development for staff as part of a structured
organisational development programme and to continue to provide
opportunities for staff to speak to Executive team members about areas
of concern they have about patient care and safety.

What success will look like

Issue to be addressed 2013/14 performance 2014/15 target

Implementation of
organisational
development plan

Limited staff
development
opportunities

600 staff receive training
on new values and
behaviour based
appraisal

Continuation of Onion
meetings and increase
staff attendance

Daily meetings taking
place at Watford and
monthly at St Albans and
Hemel Hempstead

Continue with current
pattern and increase
number of staff
attending

How we will monitor progress
Reports on progress will be included within the monthly integrated
performance report which is reviewed by the Board.

Priority 11: Improving the responsiveness of complaints
Why we have chosen this priority
Ensuring that patients and relatives who have reason to complain get a
full, honest and timely response is an important part of being able to
demonstrate that the Trust is listening to feedback and, where necessary,
making changes to the way services are delivered. Acting on issues
raised by one person will have a positive impact on how many others
experience the services provided.

What we are trying to improve
In light of the poorer than expected response times for replying to
complaints and insufficient demonstration that the Trust is always
learning the lessons from complaints, action will be taken to reduce the
length of time it takes to investigate and respond to a complaint. Audits
will also be undertaken to review the action plans from each complaint
to ensure that where it has been agreed, practice has been changed and
embedded for the wider benefit of patients. 

What success will look like

Issue to be addressed 2013/14 performance 2014/15 target

Improvement in the
number of complaints
responded to within the
agreed standard of time 

54% of complaints were
responded to within the
agreed standard of time

100% of complaints to
be responded to within
the agreed standard of
time

Assurance that learning
is being delivered as a
result of complaints
through audits of the
agreed actions

No formal audits of
completed and
embedded actions
undertaken in 2013/14

One audit to be
undertaken per division
per month to review
divisional actions and
ensure changes are
implemented and
embedded

How we will monitor progress
As part of the regular Board reporting on patient experience details of
the delivery of the action plan will be included. Reports will also be made
to the Trust Leadership Executive Committee and the Patient Experience
Group which has patient representatives amongst its membership.
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Theme 3: Clinical effectiveness
Delivering high quality clinical services is at the heart of what the Trust
does; consequently we have identified specific priorities that focus on
improving the clinical care we provide. 

Priority 12: Reduce hospital mortality ratios
Why we have chosen this priority
Low hospital mortality ratios is a recognised indicator of safe and
effective clinical services. The Trust has consistently performed well
although there is more that can be done to ensure that services are the
safest they can possibly be and that the outcomes for patients are
amongst the best in the country.

What we are trying to improve
• Quarter on quarter improvement of the mortality ratios

What success will look like

What we are trying to improve
• Access to the stroke unit for 100% of patients who have suffered a 
stroke

What success will look like

Issue to be addressed 2013/14 performance 2014/15 target

The Trust’s mortality
rates above national
average in 2012/13

• Hospital Standardised 
Mortality Rate (HSMR) 
(March 2013 – 
February 2014) 92/58

• Hospital Standardised 
Mortality Rate (SHMI) 
(October 2012 – 
September 2013) - 100

Mortality rate to be at or
better than the national
average of 100

How we will monitor progress
Reports on progress will be included within the monthly integrated
performance report which is reviewed by the Board and operates a
monthly mortality review group and monthly morality and morbidity
meeting at service level as part of the governance arrangements. 

Priority 13: Improving access to stroke services
Why we have chosen this priority
Ensuring that patients who have been diagnosed with having had a stroke
are able to access specialist services quickly is essential in order that they
receive the best possible care and access to specialist knowledge and
expertise. Whilst the majority of patients are currently admitted to the
stroke ward, the Trust needs to do more to ensure that all those patients
who have suffered a stroke are admitted to the stroke ward in the future.

Issue to be addressed 2013/14 performance 2014/15 target

Ensure 100% of patients
with a known stroke are
admitted to the stroke
unit within 4 hours

75% 100%

How we will monitor progress
Reports on progress will be included within the monthly integrated
performance report which is reviewed by the Board

Priority 14: Improving dementia services
Why we have chosen this priority
The number of people being diagnosed with dementia is increasing.
Many of these patients will have acute conditions that need to be
treated. Providing care within an environment better suited to meet all
of their needs ensures that they receive a better all round service. Having
opened a dedicated dementia unit in 2013 we want to ensure that all
patients with dementia are able to access the service.

What we are trying to improve
• Improved access to the dementia unit so that all patients with a 
dementia diagnosis are admitted to the unit.

What success will look like

How we will monitor progress
Reports on progress will be included within the monthly integrated
performance report which is reviewed by the Board.

Issue to be addressed 2013/14 performance 2014/15 target

Improved access to the
dementia unit to provide
a better service for
patients assessed as
requiring high needs
dementia care

No data available as
dementia unit opened in
2014

All patients assessed as
requiring high needs
dementia care admitted
to the dementia unit
within a maximum of 48
hours of admission to
hospital
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Monitoring our performance
Much of the reporting in 2014/15 on progress with delivering the
improvements identified within the priorities will be contained within the
Integrated Performance report which the Board receives on a monthly
basis. This will provide the Board with a regular update on the progress
being made and enable them to seek assurances on actions being taken
where they are concerned that performance is not being achieved in line
with commitments made in the Quality Account. The exceptions to this
will be progress on improving the results of the cancer patient
experience and waiting times. Specific reports will be made to the Board
in relation to these priorities during the year. 

The information in the remainder of section two is mandatory text that
all NHS Trusts must include in their Quality Account. The Trust has added
explanations of key terms and provided other useful information in this
section and highlighted them in italics.

Review of services
During 2013/14 the Trust paid 45 other NHS providers for services.

The Trust has reviewed all the data available to it on the quality of care
in one or more of these NHS services.

The cost of these NHS services represents 1.1% of the Trust’s operating
cost. 

Participation in clinical audits 
During 2013/14, 48 national clinical audits (40 from the Clinical audit
Review programme and eight other National audits and four national
confidential enquires (NCEPOD) covered NHS services that the Trust
provides.

During that period, the Trust participated in 100 % of the national clinical
audits and 100% of the national confidential enquiries which it was
eligible to participate in. To date, 21 national audit reports have been

Statement of assurance

published and nine reviewed although others are currently under review. 
The national clinical audits and national confidential enquiries that the
Trust was eligible to participate in during 2013/14 are as follows:

Name of audit / Clinical outcome review programme Participated

Heart failure (HF) Yes

National Cardiac Arrest Audit (NCAA) Yes

Coronary angioplasty (subscription funded from April
2012)

Have not
previously

participated. New
for this year. Data
collection started
February 2014 

Adult Diabetes (Adult) ND(A), includes National Diabetes
Inpatient Audit (NADIA)

Yes

Inflammatory bowel disease (IBD) Includes: Paediatric
Inflammatory Bowel Disease Services 

Yes

Falls and Fragility Fractures Audit Programme (FFFAP),
includes National Hip Fracture Database (NHFD)

Yes

Sentinel Stroke
National Audit Programme (SSNAP) - programme
combines the following audits, which were previously
listed separately in QA:
a) Sentinel stroke audit (2010/11, 2012/13)
b) Stroke improvement national audit project (2011/12,
2012/13)

Yes

Rheumatoid and early inflammatory arthritis
(new NCAPOP audit)

New audit Data
Collection started
February 2014 

Emergency use of oxygen (British Thoracic Society) Yes

National Audit of Seizure Management (NASH) Yes

Paracetamol overdose (care provided in Emergency
Departments - College of Emergency Medicine)

Yes

Severe sepsis and septic shock (College of Emergency
Medicine)

Yes

Severe trauma (Trauma Audit and Research Network, TARN) Yes

Acute coronary syndrome or Acute myocardial infarction
(MINAP)(subscription funded from April 2012)

Yes

Cardiac arrhythmia (HRM) Yes

Medicine 
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Name of audit / Clinical outcome review programme Participated

Adult critical care (Case Mix Programme – ICNARC CMP) Yes

National emergency laparotomy audit (NELA) Yes

National Joint Registry (NJR) Yes
(previously carotid

intervention)

National Vascular Registry (elements will include CIA,
National Vascular Database, AAA, peripheral vascular
surgery/VSGBI Vascular Surgery Database)

Yes

Elective surgery (National PROMs Programme) Several
Audits 

Yes

National Confidential Enquiry into Patient Outcome
and Death (NCEPOD)

Participated

NCEPOD Sub Arachnoid Haemorrhage Yes

NCEPOD Deaths Following Lower Limb Amputation Started December
2013 

NCEPOD Tracheostomy Yes

NCEPOD Gastro Intestinal Haemorrhage Study Starting 2014 

Name of audit / Clinical outcome review programme Participated

Paediactric bronchiectasis (British Thoracic Society)
(previously part of the Bronchiectasis audit 2010-13)

Did not participate
as no patients 

Diabetes (Paediatric) (NPDA) Yes

Child health programme (CHR-UK)
(Also known as the Child Health Clinical Outcome Review
Programme)

Yes

Epilepsy 12 audit (Childhood Epilepsy) Yes

Maternal, infant and newborn programme (MBRRACE UK)* 
(Also known as Maternal, Newborn and Infant Clinical
Outcome Review Programme) 
*This programme was previously also listed as Perinatal
Mortality (in 2010/11, 2011/12 quality accounts)

Yes

Neonatal intensive and special care (NNAP)
(subscription funded from April 2012)

Yes

Paediatric asthma (British Thoracic Society) Yes

Surgery  

Womens and Childrens Service

Name of audit / Clinical outcome review programme Participated

Bowel cancer (NBOCAP)
(Subscription funded from April 2012)

Yes

Head and neck oncology (DAHNO)
(subscription funded from April 2012)

Yes

Lung cancer (NLCA)
(subscription funded from April 2012)

Yes

Oesophago-gastric cancer (NAOGC)
(subscription funded from April 2012)

Yes

Care of dying in hospital (NCDAH) Yes

Prostate Yes

Cancer  

Cross divisional Participated

National Comparative Audit of Blood Transfusion
programme

Yes

Moderate or severe asthma in children (care provided in
Emergency Departments - College of Emergency Medicine)

Started December
2013 

Procedures not done in this TRUST and therefore
unable to participate 

Participated

Adult cardiac surgery audit (ACS) Not done here

Congenital heart disease (Paediatric cardiac surgery) (CHD) Not done here

Pulmonary hypertension (Pulmonary Hypertension Audit) Not done here

Renal replacement therapy (Renal Registry) Not done here

Mental Health programme: National Confidential Inquiry
into Suicide and Homicide for people with Mental Illness
(NCISH)

Not done here

National audit of schizophrenia (NAS) Not done here

Prescribing Observatory for Mental Health (POMH) Not done here

National Audit of Intermediate Care Not done here

Paediatric intensive care (PICANet) No Intensive Care 

Other national audits we have participated in but
not required by the clinical outcome review
programme

Participated

Parkinson's Disease Yes

NICE/BAD (British Association Dermatology) Psoriasis Yes

Pain Database Audit (known as the National Pain Audit) Yes

PUJ obstruction (Laparoscopic Pyeloplasty) Yes

Accidental Awareness during General Anaesthesia Yes

IMPRESS (Improving and integrating Respiratory Services)
Audit

Yes

Continence Procedure During Surgery Yes

Potential Donor Audit Blood Transfusion Yes

In addition to the national audits the Clinical Audit Department have
either managed or are in the process of managing 40 Divisional audits
through the audit cycle to review and formal presentation to Divisions. In
addition, to date the Trust has had 92 local audits registered mainly by
junior doctors.
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Listed below is a representation of some of the audits carried out. The
Trust intends to take the following actions to improve the quality of
healthcare provided:

Fractured neck of femur (# NOF)
The purpose of the audit was to review all the patients who had died
within 30 days from admission with a #NOF since November 2012 as it
had been identified from the National Hip Fracture Database that the
Trust has a higher than expected mortality rate. As a result of this audit
several recommendations were made to improve the service:
• Fast track to ring fenced beds 
• Training for doctors and nurses 
• New documentation sheets in place
• Dedicated daytime theatre sessions 
• Dedicated surgeons and anaesthetists 
• High Dependency Unit level care in Cleves for 48 hours.

As a result of joint working between a multi-disciplinary team, the Trust
has seen a trend of improvement in mortality rates by more than 5%. 

Cardiac arrest 
Quarterly reviews are carried out on the calls made for Cardiac arrests
within the Trust in order to: 
• to monitor the number and location of all cardiac arrests
• to monitor the rate of return of the corresponding cardiac arrest record 
forms

• to identify any patterns or trends in data that might represent patient 
safety concern.

As a result of the quarterly audits it was found that 30% of calls were
made inappropriately and therefore the following recommendations
have been made:
• Continue to encourage wards and other areas to return the Cardiac 
Arrest Forms

• Investigate reasons for large number of call outs which turned out to 
be false alarms

• Educate staff to ensure correct and full completion of Cardiac Arrest 
Forms.

Appropriateness of resuscitation 
The Trust continues to receive complaints from patient’s relatives/carers
that DNACPR (Do not Attempt Cardiac Pulmonary Resuscitation)
decisions have been made without their knowledge. Therefore a further

audit was carried out to determine the appropriateness of resuscitation
for patients who have had cardiac arrests. It was found that 40% of calls
were made inappropriately and in patients who had stated they did not
want resuscitation an attempt was made to resuscitate them. Actions
taken to improve this are:
• Doctors have been asked by the medical director to include relatives 
in the decision making process (with the consent of the patient, where 
possible)

• If it is not possible or practical to include relatives in the decision-
making process, it is vitally important that this is clearly documented, 
with reasons, in both the clinical notes and on the DNACPR form itself 

• Doctors have been asked by the medical director to make every 
attempt to inform the relatives of the decision at the earliest 
opportunity. 

Venous thromboembolism (VTE) audit: 
The audit focused on patients assessed to be at risk of VTE and being
prescribed and given VTE prophylaxis. It concentrated on the quality of
the completion of the documentation of the risk assessment tool and
whether appropriate treatment was given for the risk factors identified.
The audit recommended:
• There needs to be a focus on further education to the junior doctors 
on the importance of ensuring the quality and accuracy of the VTE risk 
assessment forms that are being completed

• The risk assessment tool needs be modified to help improve any 
ambiguity in assessing risk factors

• The VTE quality audit will also be carried out for all divisions in 2014. 

Endoscopy audit
This audit has been undertaken as part of the requirement for the
Gastroenterology Global Rating Scale. This scale is used to benchmark
endoscopy units nationally. GRS data is used for Care Quality
Commission reporting. Adverse events after endoscopy is a quality audit
standard recommended by the British Society of Gastroenterology
As a result of this audit it was shown:
• Despite increasing numbers of Endoscopies, there is ongoing safe 
practice

• Adverse events were only related to high procedures and high risk 
patients.

Paediatric note keeping audit
Good record keeping is integral and essential to the provision of safe and
effective care. Records that promote communication support healthcare
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staff to make effective clinical judgement and decisions resulting in high
quality care for patients. Poor record keeping has a detrimental impact
on patient care and increases the risk of harm when decision making. An
audit was carried out to assess the quality of documentation in a
patient’s notes. The results of this audit showed that the areas identified
and need to be addressed were legibility, signatures, printed names, and
dates. As a result, the following actions have now been taken: 
• Doctors are trained at induction and other appropriate forums on the 
importance of documentation 

• Name stamps have been issued to all junior doctors to make 
identification clearer in the patient records

• Note-keeping audits are currently being carried out across the 
divisions using a standardised proforma to reflect the standards of the 
Royal College of Physicians and the IG404 toolkit requirements. 

Inpatient and DVT clinic audit; referrals to anticoagulant clinic
audit; audit of major haemorrhage in patients on Warfarin.

This was a re-audit, commissioned by the Trust’s TAG Anticoagulant
Subgroup as part of the Trust’s Annual Medicines Management Audit
programme to meet the requirements of the National Patient Safety
Agency’s (NPSA) Patient Safety Alert 18 entitled ‘Actions that can make
anticoagulant therapy safer.’ An audit was previously undertaken in
2008, 2009 and 2011. Of particular interest were indication for
anticoagulation, loading protocol used and safe discharge and follow up. 
As a result of this audit:
• All DVT clinic staff are to advise patients to see GP re compression 
stockings

• Anticoagulation and thrombolysis policies now directly accessible in 
clinical section of intranet home page

• Teaching session for foundation year one doctors was established.

Mortality case reviews 
Following participation in an East of England Mortality Audit in 2010, a
continuous Mortality audit was initiated of all patients between the ages
of 16 and 64 years who died as inpatients in Watford General Hospital
while under the care of the Acute Medical Care Division. The audit was
commenced in August 2011. Reports have been produced on a six
monthly basis.
• This audit gave assurance that in 81.5% patients there were no areas 
of concern or for consideration in their management 

• Of the patients where a concern was highlighted (12.5 %) it was found 
that the management of the patients had made no difference to the 
eventual outcome

• In one patient it was identified there may have been an area of 
concern which may have contributed to the patient’s death. However 
when re reviewed it was found that management of the patient had 
made no difference to the eventual outcome 

• This audit has now been expanded to include all patients over the age 
of 16 in Medicine in Surgery in a 360 Review of Mortality cases and 
will be carried out annually.

National early warning system (NEWS) audit
The purpose of the audit was to assess the quality and accuracy of the
National Early Warning System (NEWS) charts that are being completed
and used on the wards to monitor patient’s condition and escalation
upon deterioration.

The key objectives were to establish:
• The NEWS charts are completed correctly
• Appropriate escalation is taking place.

As a result of this audit it was found the key concerns are around
education of staff and this will be addressed and provided in three ways:
• Deteriorating patient study day, will be run once a year alongside 
ALERT and should be mandatory to all staff 

• Coffee and NEWS mornings will be held in the ICU training room, 
providing coffee and biscuits

• All matrons and band 7s will be provided with the e-learning source 
for NEWS and encourage all staff to complete it.

Research
Participation in clinical research
Clinical research involves gathering information to help understand the

best treatments or procedures for patients. It also enables new

treatments and medications to be developed.

The number of patients receiving NHS services provided or sub-
contracted by the Trust in 2013/14 that were recruited during that period
to participate in research approved by a research ethics committee was
896 according to the latest figures available.
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Patient recruitment into the United Kingdom Clinical Research Network

(UKCRN) portfolio studies has risen dramatically over recent years from

371 patients in 2008/09. The national ambition is to double the number

of patients taking part in clinical trials and other well designed research

studies within five years and this has already been achieved. This

increasing level of participation in clinical research demonstrates the

Trust’s commitment to improving the quality of care it offers and to

making a contribution to wider health improvement.

The Trust was involved in conducting around 80 clinical research studies

and used national systems to manage the studies in proportion to risk.

The majority of the studies were established and managed under

national model agreements. In 2013/14 the National Institute for Health

Research (NIHR) supported 33 of these actively recruiting studies through

its research networks. 

Systems are in place within the Trust to ensure that the principles and

requirements of research governance are applied consistently, through a

full set of policies and standard operating procedures, which have been

ratified by the Trust. In connection with this, during 2013/14 the Trust

hosted an MHRA Good Clinical Practice Inspection, which had a

satisfactory outcome.

Research staff at the Trust led an initiative to increase the profile of

clinical research with patients and the general public at all Trust sites,

supporting and implementing the ‘OK to ask’ – led by the National

Institute for Health Research to encourage patients to ask their clinicians

about clinical research. 

Goals agreed with commissioners 
Overall, some 2.5% of the value of the Trust’s contracts with Clinical
Commissioning Groups 2013/14 was conditional on achieving quality
improvement and innovation goals.

Care Quality Commission (CQC) registration 
The Trust is required to register with the Care Quality Commission and its
current registration status is ‘registered with ‘moderate and minor
concerns’. This followed an inspection at Watford Hospital in January
2013 and later in the year in December 2013. The Care Quality
Commission did not take enforcement action against the Trust during
2012/13 or 2013/14 and there are no conditions attached to the Trust’s
registration.

An inspection by the Care Quality Commission, during 2012/13 and
reported in last year’s Quality Account, assessed the standards outlined
in the table below and a comprehensive action plan was developed and
implemented. Where there was an immediate solution to an action
identified these were taken. Where it was not possible to be completed
immediately, for example, the Trust needed to go to advert for job roles
that had been identified, then the impact of the concerns raised were
monitored until the action could be finalised. 

The daily meeting implemented by the Chief Executive entitled “Onion”
continues daily with senior staff to address immediate issues in a bid to
make systems work better for patients and staff. The meeting facilitates
remedial actions to address system issues and enables clinical staff to
bring improvement solutions.

The Trust monitors staff on every ward on a daily basis.

On 17 December 2013 the Care Quality Commission undertook a routine
inspection to check whether the Essential Standards of Quality and
Safety were being achieved. During this inspection the CQC assessed the
standards outlined in the table below:

1. Respecting and involving people who use services Met this standard 

2. Care and welfare of people who use services Met this standard 

3. Meeting Nutritional needs Met this standard 

4. Safeguarding people who the services from abuse Met this standard 

5. Cleanliness Met this standard 

6. Staffing
There was not always sufficient numbers and mix of 
staff on duty to provide the best and safest care to 
people using the hospital. 
This was raised as a moderate concern.

Action needed 

7. Assessing and monitoring the quality of service 
provision

Met this standard 

1. Respecting and involving people who use services Met this standard 

2. Care and welfare of people who use services
The care and treatment was not always planned and 
delivered in the way that was intended. This was raised 
as a minor concern.

Action needed 

3. Cleanliness and infection control 
People were not protected from infection because 
appropriate guidance had not always been followed. 
This was raised as a minor concern.

Action needed 
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4. Staffing
There were not always enough staff qualified, skilled 
and experienced staff to meet people’s needs within 
the AAU. There needed to be more provision of one to 
one supervision and a low ratio of appraisals for 
doctors. This was raised as a moderate concern.

Action needed 

5. Assessing and monitoring the quality of service 
provision
There was not an effective system in place to regularly 
assess and monitor quality of service that people 
receive. This was raised as a moderate concern.

Action needed 

6. Records
People's personal records, including medical records, 
should be accurate and kept safe and confidential. 
This was raised as a minor concern

Action needed 

In light of the inspection in December 2013, the Trust developed a
comprehensive action plan, as outlined below:

1. Regulation 9 HSCA 2008 (Regulated Activities) Regulations 
2010

• To maintain the current focus on the Neck of Femur Pathway (NOF)
• To further develop the NOF care pathway, ensuring all aspects of 
patient treatment are well documented

• All staff to have refresher training and an awareness programme in 
“NOF standard tool”

• A checklist to be developed of all emergency equipment which 
includes daily cleaning and auditing of all the resuscitation trolleys, 
which will be checked shift by shift. This will be audited by the Nurse 
in charge of the ward

• The ward sister will audit the checklists on a weekly basis
• To re-enforce the assessment of all the patients within the AAU for 
pain management

• The development of AAU daily checklist.

2. Regulation 12 HSCA 2008 (Regulated Activities) Regulations 
2010 Cleanliness and infection control

• To ensure all responsible staff are refreshed in carrying out daily 
cleaning routines

• The introduction of an additional weekly ward and clinical observation 
for cleaning standards

• All clinical and facilities staff to be refreshed in bed management 
cleaning protocols

• To refresh all staff in the process for ensuring all broken and damaged 
furniture is removed from patient and ward areas

• To refresh and develop an assessment process for all linen to be 
checked for soiling and staining on a regular basis and replaced when 
necessary

• All facility staff to be refreshed in to cleaning of cubicles at a high, 
medium and low level.

3. Regulation 22 HSCA 2008 (Regulated Activities) Regulations
2010 Staffing

• The new robust programme for managing the appraisals and 
revalidation for the Trust. Action plan submitted and accepted by the 
GMC and NHS England by Medical director. The action plan to be 
monitored

• To evaluate the findings if the staff appraisal and clinical supervisions 
systems and actions

• To commence an audit in June 2014 of medical staff records to identify 
revalidation levels. This audit to be undertaken annually thereafter

• To continue to monitor the system for daily reporting and immediate 
escalation of potential staff shortages.

4. Regulation 10 HSCA 2008 (Regulated Activities) Regulations 
2010 Assessing and monitoring the quality of service provision

• The continued high level monitoring of the corporate governance 
action plan

• The development of a substantive governance structure
• To ensure a Trust wide policy launch of the management of serious 
incidents policy

• The implementation of a standardised approach to governance and 
quality meetings, with the introduction of revised terms of reference 
and standing agenda

• The continued development of the system and process for identifying 
learning lessons and ensuring feedback with triangulation of findings 
from investigations trends in relation to serious incidents, incidents 
complaints, PALS, claims and surveys

• The development of a divisional governance action plan for which the 
ownership for responsibility will be with all the divisions

• The implementation of upgraded and new software system for 
management of risk within the Trust

• The continued development of Risk Registers
• To continue the emphasis on patient surveys and to create an action 
plan of innovation ideas on how to obtain further patient and public 
feedback.

5. Regulation 20 HSCA 2008 (Regulated Activities) Regulations 
2010 Records

• To commence an audit on the programme in place to improve 
documentation with aim of achieving fully completed accurate patient 
record

• To commence the ‘Test your Care’ quality dashboard across all 
inpatient wards
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• The development and improvement of recording assessment for 
pressure ulcer management.

This action plan, which is being implemented following the inspection, is
monitored and progressed regularly.

NHS number and general medical practice code validity
The Trust submitted records during 2013/14 to the Secondary Users
service for inclusion in the Hospital Episode Statistics which are included
in the latest published data (April to January 2014). The percentage of
records in the published data, which include the patient’s valid NHS
number was:
• 99.6% for admitted patient care (national =99.1%)
• 99.9% for out patient care and (National = 99.3%)
• 98.3% for accident and emergency care (National = 95.7%).

and which included the patient’s valid General Medical Practice Code
was:
• 99.9% for admitted patient care (national = 99.9%)
• 99.9% for out patient care and (national = 99.9%)
• 99.9% for accident and emergency care. (national – 99.9%).

Information governance toolkit attainment levels
The Trust’s Information Governance Assessment Report overall score for
2013/14 was 69% satisfactory and was graded as satisfactory.

Department of Health prescribed information

Prescribed information (where there is no comparative
data this was not available from the information centre)

Outcome

The data made available to the Trust by the Health and
Social Care Information Centre with regard to:
a) the value and banding of the summary hospital-level mortality
indicator (SHMI) for the Trust for the reporting period
Comparative data: National 1.0

Max 1.1859
Min 0.6301
WHHT 1.0002

b) the percentage of patient deaths with palliative care coded 
at either diagnosis or specialty level for the Trust for the 
reporting period
Comparative data: National 21.3%

Max 44.9%
Min 0.0%
WHHT 13.7%

Value 1.0002
Banding 2

Percentage
at diagnosis
13.7%

Prescribed information (where there is no comparative
data this was not available from the information centre)

Outcome

The data made available to the Trust by the Health and
Social Care Information Centre with regard to the Trust’s
reported outcomes measures scores for:
(i) groin hernia surgery - National 0.086

(ii) varicose vein surgery- National 0.102

(iii) hip replacement surgery - National 0.447 

and

(iv) knee replacement surgery - National 0.339 during the 
reporting period

0.123

0.078
(not adjusted)

0.327 
(not adjusted)

0.333

The data made available to the Trust by the Health and
Social Care Information Centre with regard to the
percentage of patients aged:
(i) 0 to 16 - 
(ii) 16 or over - 

re-admitted to a hospital which forms part of the Trust within 28
days of being discharged from a hospital which forms part of
the Trust during the reporting period 
Comparative data: Ages 0-15

England 10.15
Max 25.80
Min 0.00
WHHT 7.70

Ages 16+
England 11.42
Max 22.93
Min 0.00
WHHT 9.87

7.70
10.10

The data made available to the Trust by the Health and
Social Care Information Centre with regard to the Trust’s
responsiveness to the personal needs of its patients
during the reporting period :
Comparative data: England 68.1

Max 85.0
Min 54.6
WHHT 66.5

66.5%

The data made available to the Trust by the Health and
Social Care Information Centre with regard to the
percentage of staff employed by, or under contract to, the
Trust during the reporting period who would recommend
the Trust as a provider of care to their family or friends: 
Comparative data: National 64.8%

Max 93.9%
Min 38.0%
WHHT 56.6%

56.6% 
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Prescribed information (where there is no comparative
data this was not available from the information centre)

Outcome

The data made available to the Trust by the Health and
Social Care Information Centre with regard to the
percentage of patients who were admitted to hospital
and who were risk assessed for venous thromboembolism
during the reporting period:
Comparative data: National 95.67%

Max 100.0%
Min 87.68%
WHHT 96.51%

96.51%

The data made available to the Trust by the Health and
Social Care Information Centre with regard to the rate per
100,000 bed days of cases of c.difficile infection reported
within the Trust amongst patients aged 2 or over during
the reporting period:
Comparative data: National 17.3

Max 30.8
Min 0.0
WHHT 21.8

21.8

The data made available to the Trust by the Health and
Social Care Information Centre with regard to the number
and, where available, rate of patient safety incidents
reported within the Trust during the reporting period, and
the number and percentage of such patient safety
incidents that resulted in severe harm or death:
Comparative data: National 2942 total/20 cases/0.68%

Max 7757 total/106 cases/3.10%
Min 2942 total/0 cases/0.00%
WHHT 2651 total/27 cases/1.02%

2651 total
* * 27
severe/death
cases
1.02.%

** Please note, following comments received from external auditors, the
Trust reviewed the number of reported patient safety incidents over the
six month period. The review revealed that there should have actually
been five reported cases and not 27 cases as detailed above. This
discrepancy was due to errors in the classification process of patient
safety incidents. 

Furthermore, the Trust reviewed the total number of incidents for the
entire reporting period and found 67 reported incidents were incorrectly
classified as severe harm or death. The total number of reported patient
safety incidents for the reporting year was 16 and not 83 as reported.

In order to improve on the classification of incidents, staff have been
provided with enhanced training. In addition, a new computer system is
due to be installed in the near future which will further improve the
recording of incidents.

Improvements to data quality
Detailed information reports have been created to support decision
making, feed into patient access meetings and to flag any potential data
quality issues. The IT training team has been increased in size and scope
and is now able to offer both classroom based and in situ training to
clinical and administrative staff, helping to improve data quality at the
point of entry.
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was hoping for. These have been kept in the list of 2012/13 priorities as

the Trust believes that they remain important markers of quality that still

need to improve upon. In the case of dementia services and Friends and

Family, these have remained as priorities for 2013/14 but with different

requirements that meet the additional commitments that have been

driven either by the national agenda or by local commissioners.

In 2012/13 the Trust identified 11 priorities and 31 specific targets. The

detailed performance on each of these targets is set out below. 

In 2012/13, the Trust set itself what it believed were challenging but

realistic targets for improvement. During the year these targets were

monitored and reviewed and reported to the Trust Board. Although not

all targets were achieved, a significant percentage of them met their

performance criteria by the end of the year. The Trust intends to maintain

the improved performance in these areas that it achieved in 2012/13 to

ensure that these service improvements become part of everyday care

and treatment that we provide to patients, however a small number of

priorities significantly failed to achieve the improvements that the Trust

Our priority What success looks like RAG What we achieved

Reducing the incidence of avoidable, hospital
acquired pressure ulcers

Investigate all incidence of hospital acquired pressure ulcers to determine why they occurred
and what actions need to be taken to avoid a recurrence

Achieved

Aim to eliminate all avoidable grade 2, 3 and 4 pressure ulcers by March 2014 Failed

Reducing the number of avoidable falls whilst
in hospital

Ensure that all patients have a falls assessment as part of their initial nursing assessment Achieved

Patients vulnerable to falls have their assessment updated regularly Achieved

All falls to be reported as serious incidents and root cause analyses undertaken to determine
how they occurred and what action is needed to prevent them occurring in the future

Achieved

Reduce by 20% the number of falls that result in harm to the patient

Reducing the risk of patients acquiring an
infection whilst in hospital

Undertake a fundamental review of all infection control practices and put in place any
changes needed to deliver the highest levels of patient care 

Achieved

Ensure that all incidents of hospital acquired infection are fully investigated in line with best
practice and that actions identified are addressed

Achieved

Ensure that all staff are properly trained in infection control procedures

Improve the level of care delivered to patients
admitted as emergencies 

Review current arrangements for admitting people as emergencies and make changes that
enable us to ensure that patients receive the best care either within the hospital or by
ensuring they are referred to more appropriate services

Achieved

Review the way we deliver emergency care in order to achieve sustained, high quality care
that meets the needs of patients and allows us to achieve continuous improvement in
performance

Achieved

Quality Account priorities 2013/14 performance monitoring summary
Theme: Safer patient care

How we performed on the 2013/14 quality priorities

Part three
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Our priority What success looks like RAG What we achieved

Collect and evaluate information from
patients who use our services, specifically
asking them if they would recommend our
services to their friends and families

Ask at least 15% of all those patients discharged from hospital, including accident and
emergency services, whether they would recommend the service to friends and family

Achieved

Continue to publish results of the patient feedback in Trust Board reports Achieved

Continue to publish specific ward based feedback on ward notice boards Achieved

Implement actions based on the feedback Achieved

Monitor the impact of the actions taken as part of a continuous process of improvement Under achieved

Publish the monthly results on the Trust web site together with specific actions that are being
taken and a selection of the comments received

Failed

Reduce the level of noise at night on wards Put in place specific measures, following consultation with staff and patients, that address
the specific issues of concern about noise at night, which will then be monitored to ensure
they are having the required level of impact

Failed

Improve hospital discharge Review the discharge processes to ensure that all the systems that support it are as efficient
as they can be and make changes where necessary

Under achieved

Theme: Patient Experience and Responding to Patient Feedback

Our priority What success looks like RAG What we achieved

Ensure that appropriate patients are screened
for dementia and a referral made to their GP

Continue to screen all patients over 75 years of age who attend the Trust as an emergency to
determine whether they have identified needs associated with dementia

Achieved

Continue to ensure that all those patients that are screened as showing positive signs of
needs associated with dementia are referred to their General Practitioner for follow-up

Develop an enhanced training programme for staff to further enhance the awareness and
care needs of people with dementia, led by an identified lead clinician

Achieved

Undertake monthly audits of carers of people with dementia in order to ensure that they feel
supported by what the Trust is doing

Achieved

Improve the pathway of normal deliveries Increase the current rate of normal births by four percentage points by the end of 2013/14 by
reducing the overall level of caesarean sections that are undertaken

Achieved

Theme: Clinical Effectiveness
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2012/2013 2013/2014

Key performance indicators 2013/14

The indicators listed below are those used by external agencies in their assessment of the Trust’s performance. These include:
• Midlands and East Strategic Health Authority
• Department of Health as part of their Provider Performance Management regime
• Monitor as part of their Compliance framework for Foundation Trusts 

• Please note this will be further updated.
• Underachieved is defined as meeting or exceeding the performance criteria below that of achieve
• Fail is defined as failing to meet either achieved or under achieved.

Description: Performance Outcome Performance Outcome

Clostridium Difficile 46/33 Failed 28/24 Failed

Time to reperfusion for patients who have had a heart attack-primary angioplasty Achieved Achieved

Maintain 4 hour maximum wait in A&E 95.2% Achieved 95.6% Achieved

MRSA bacteraemias 1/2 Achieved 3/0 Failed

Cancer - 31 day maximum wait for second or subsequent treatment 100% Achieved 98.6% Achieved

Cancer - 62 day maximum wait between urgent referral and first treatment 92% Achieved 86.3% Achieved

Cancer - 14 day maximum wait between urgent referral and first appointment 96.9% Achieved 95.9% Achieved

Cancer - 31 day maximum wait from diagnosis to treatment 99.2% Achieved 97.7% Achieved

MRSA - screening all elective inpatients 98.5% Under achieved 99.0% Under achieved

CQC registration - compliance conditions on registration Achieved Achieved

CQC registration - restrictive compliance conditions on registration Achieved Achieved

Moderate CQC concerns regarding the safety of healthcare provision Achieved Achieved

Major CQC concerns regarding the safety of healthcare provision Achieved Achieved

HSMR rolling 12-month average Achieved 92.58 

SHMI rating 106.9 Achieved 100 Achieved

Access to healthcare for people with a learning disability Achieved Achieved

Maximum time of 18 weeks from point of referral to treatment in aggregate and by
specialty (admitted)

90.6% Achieved 88.46% Under achieved

Maximum time of 18 weeks from point of referral to treatment in aggregate and by
specialty (non-admitted)

97.1% Achieved 94.11% Under achieved

Cancelled operations - breaches of the 28 day readmission guarantee as a percentage of
cancelled operations

98.8% Achieved 99.16% Achieved

Maximum wait of 2 weeks for Rapid Access Chest Pain Clinics 100.0% Achieved 100.0% Achieved

Access to genitourinary medicine (GUM) clinics – patient to be offered an appointment
that is within 48 hours of contacting the service

100.0% Achieved 100.0% Achieved

Delayed Transfers of Care - maintain at a minimum level 4.8% Under achieved 4.2% Under achieved

Stroke care - patients that have spent >90% of their stay in hospital in a designated
stroke unit

78% Failed 84.8% Failed
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Statements on the engagement process for the development of the Quality Account

Healthwatch Hertfordshire
Healthwatch Hertfordshire is pleased to submit a response to the Trust’s
Quality Account. We welcome a very comprehensive and detailed report
which is indicative of the inclusive and transparent approaches adopted
by the Trust over the last year. The Trust has shown real determination to
address a number of significant challenges in 2013/14.

The Trust has embedded opportunities for the patient voice to be heard
and listened to at every opportunity. This includes involving Healthwatch
Hertfordshire in interviews for senior staff, our membership of the Risk
Summit Response Committee and in the review of the two week cancer
pathways, and our inclusion in the leadership day for staff. It has also
been demonstrated through engaging with Healthwatch around
dementia services, patient involvement, equality and communicating
messages to the public. 

We are pleased to see that quality improvement initiatives and the hard
work of staff and volunteers have been celebrated in this report. The
table of actions helps to give a real sense of what has been done as a
result of patient feedback and from the learning gathered when incidents
have occurred.

The Trust should be congratulated on the opening of Bluebell ward - the
dedicated unit for those patients with dementia - and the results they
have achieved so far. We look forward to seeing the outcomes of Priority
14 (Improving dementia Services) as more patients requiring high needs
dementia care have access to the new ward. The Trust’s Dementia
Implementation Group is also aiming to develop strategies to improve
the relationship with carers, which is welcomed.

Priorities for 2014/15 reflect the key areas that the Trust needs to focus
on and it is clear how these have been chosen. The priority areas have
been set out clearly showing current performance and how success will
be measured though not necessarily the detail of how success will be
achieved.

The Trust has worked hard to reduce infection but infection control
remains a priority for 2014/15 as well as ambulance turnaround times
and we particularly hope to see further improvement in both of these
priorities by the end of next year. 

We welcome the focus on cancer patient experience and waiting times
(Priority 6 and 9) to improve the level of service to patients.

We have noted the Care Quality Commission (CQC) inspection in
December 2013 with moderate and minor concerns and the Trust’s
implementation of a detailed action plan to address the areas identified
in the CQC report.

Healthwatch Hertfordshire has been pleased to be included and
welcomed into many of the Trust’s initiatives to improve patient care and
experience and looks forward to working with the Trust to support
further quality improvement in the coming year.

Sarah Wren MBE
Chairman Healthwatch Hertfordshire, May 2014

Hertfordshire County Council Health Overview and 
Scrutiny Committee
Unfortunately, due to the recent departure of our health scrutiny officer,
the committee is unable to provide the resource needed to respond to
the Quality Account on this occasion. Despite this, regular
communication between the Health Scrutiny Committee and the Trust
over the past 12 months leaves us confident of continued support for the
scrutiny process. The committee anticipates working with the Trust on
future Quality Accounts. 

Seamus Quilty
Chair, Health Scrutiny Committee, May 2014
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Nicola Bell
Accountable Officer, May 2014

Herts Valleys Clinical Commissioning Group 
The Herts Valleys Clinical Commissioning Group (HVCCG) welcomes the
steps that West Hertfordshire Hospital NHS Trust has taken to improve
the quality of services provided to patients, service users and carers. 

The CCG has reviewed the information provided in the Trust’s Quality
Account and checked the accuracy of the data within it. The data
submitted corresponds with the data submitted during the last year as
part of the on-going quality contract monitoring process. 

2013/14 has been a challenging year for the Trust. Those challenges have
included the Trust’s participation in two risk summits due to a number of
serious concerns raised and also the problems encountered relating to
the appointment system for cancer patients. During the course of the
year HVCCG has worked closely with the Trust, meeting regularly to
review the Trust’s progress and also monitoring how the Trust has
responded to the challenges faced. The CCG is pleased to see that a
number of the Trust’s Quality Priorities in 2014/15 directly relate to those
challenges to further build on the improvements already made. 

We would firstly like to acknowledge the Trust’s performance against the
2013/14 Commissioning for Quality and Innovation (CQUIN) targets and
are pleased to see the commitment made to continue to drive quality for
the coming year. 

In December 2013 the CQC judged that Watford Hospital was not
meeting the required standard relating to: 
• The care and welfare of people who use services 
• Cleanliness and infection control 
• Staffing 
• Assessing and monitoring the quality of service provision, and 
• Records.

The Trust was required to take action as they were not achieving the
required standards. The CCG is pleased to note that the Trust’s responded
to the feedback provided by the CQC and has developed an action plan
setting out how the Trust will ensure that the relevant standards will be
met. The CCG is pleased to see examples of those actions within the
Quality Account as well as the progress made in implementing them. 

Although the Trust has worked hard to improve their performance in
relation to C-Difficile the Trust has exceeded its target of C-Difficile
within its wards during 2013/14. As a result the CCG has been working
closely with the Trust and have supported the changes they have made
to ensure there is a significant focus on infection control and a reduction
in the number of cases reported in 2014/15. The CCG will continue to
closely monitor the levels of C-Difficile within the Trust and will work
with them to support any further changes made to their infection control
procedures. The Trust has chosen to focus on providing a safe, infection
free environment for their patients as one of their key Quality Priorities
in 2014/15 which the CCG welcomes and looks forward to seeing
improved performance throughout the year. 

Overall we note the progress the Trust has made to date and the Trust’s
Quality Account evidences a range of those developments. However, the
CCG believes there is further scope for improvement in terms of quality
and patient experience and the Trust requires continued focus in the year
to come against a background of increased financial challenge. 

In total the Trust has set itself 14 Quality Priorities for 2014/15, including
safe staffing levels, reduction in pressure ulcers, complaints management
and improving ambulance turnaround times. The CCG is in full support of
all the priorities set out in the Quality Account and commends the Trust
for their ambition. The CCG will work closely with the Trust to monitor
the implementation of these priorities during the year and the impact
these have on the Trust’s performance. 

The CCG looks forward to working with, and supporting the Trust, in
developing and monitoring the quality of services it provides for patients.

We hope the Trust finds these comments helpful and we look forward to
further improvements in 2014/15.
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Independent auditor's limited assurance report on the Quality Account
We are required by the Audit Commission to perform an independent limited
assurance engagement in respect of West Hertfordshire Hospitals NHS Trust’s
Quality Account for the year ended 31 March 2014 (“the Quality Account”) and
certain performance indicators contained therein as part of our work under
section 5(1)(e) of the Audit Commission Act 1998 ("the Act"). NHS trusts are
required by section 8 of the Health Act 2009 to publish a Quality Account which
must include prescribed information set out in The National Health Service
(Quality Account) Regulations 2010, the National Health Service (Quality Account)
Amendment Regulations 2011 and the National Health Service (Quality Account)
Amendment Regulations 2012 (“the Regulations”). 

Scope and subject matter
The indicators for the year ended 31 March 2014 subject to limited assurance
consist of the following indicators:
• percentage of patients risk-assessed for venous thromboembolism (VTE); and
• percentage of patient safety incidents resulting in severe harm or death. 

We refer to these two indicators collectively as “the indicators”.

Respective responsibilities of Directors and auditor
The Directors are required under the Health Act 2009 to prepare a Quality Account
for each financial year. The Department of Health has issued guidance on the form
and content of annual Quality Accounts (which incorporates the legal
requirements in the Health Act 2009 and the Regulations).

In preparing the Quality Account, the Directors are required to take steps to satisfy
themselves that:
• the Quality Account presents a balanced picture of the Trust’s performance over 
the period covered;

• the performance information reported in the Quality Account is reliable and 
accurate;

• there are proper internal controls over the collection and reporting of the 
measures of performance included in the Quality Account, and these controls 
are subject to review to confirm that they are working effectively in practice;

• the data underpinning the measures of performance reported in the Quality 
Account is robust and reliable, conforms to specified data quality standards and 
prescribed definitions, and is subject to appropriate scrutiny and review; and

• the Quality Account has been prepared in accordance with Department of 
Health guidance.

The Directors are required to confirm compliance with these requirements in a
statement of directors’ responsibilities within the Quality Account.
Our responsibility is to form a conclusion, based on limited assurance procedures,
on whether anything has come to our attention that causes us to believe that:
• the Quality Account is not prepared in all material respects in line with the 
criteria set out in the Regulations;

• the Quality Account is not consistent in all material respects with the sources 
specified in the NHS Quality Accounts Auditor Guidance 2013/14 issued by the 
Audit Commission on 17 February 2014 (“the Guidance”); and

• the indicators in the Quality Account identified as having been the subject of 
limited assurance in the Quality Account are not reasonably stated in all 
material respects in accordance with the Regulations and the six dimensions of 
data quality set out in the Guidance.

We read the Quality Account and conclude whether it is consistent with the
requirements of the Regulations and to consider the implications for our report if
we become aware of any material omissions.

We read the other information contained in the Quality Account and consider
whether it is materially inconsistent with:
• Board minutes for the period April 2013 to June 2014;
• papers relating to the Quality Account reported to the Board over the period 
April 2013 to June 2014;

• feedback from the Commissioners dated 28 May 2014;
• feedback from Local Healthwatch dated May 2014; 
• the Trust’s complaints report published under regulation 18 of the Local 
Authority, Social Services and NHS Complaints (England) Regulations 2009, 
dated 12 June 2014;

• feedback from Health Overview and Scrutiny Committee involved in the sign 
off of the Quality Account;

• the latest national patient survey dated 8 April 2014; 
• the latest national staff survey dated 25 February 2014; 
• the Head of Internal Audit’s annual opinion over the Trust’s control environment 
dated May 2014;

• the annual governance statement dated 5 June 2014; and
• Care Quality Commission Intelligent Monitoring Report dated 13 March 2014.

We consider the implications for our report if we become aware of any apparent
misstatements or material inconsistencies with these documents (collectively “the
documents”). Our responsibilities do not extend to any other information.

This report, including the conclusion, is made solely to the Board of Directors of
West Hertfordshire Hospitals NHS Trust in accordance with Part II of the Audit
Commission Act 1998 and for no other purpose, as set out in paragraph 44 of the
Statement of Responsibilities of Auditors and Audited Bodies published by the
Audit Commission in March 2014. We permit the disclosure of this report to
enable the Board of Directors to demonstrate that they have discharged their
governance responsibilities by commissioning an independent assurance report in
connection with the indicators. To the fullest extent permissible by law, we do not
accept or assume responsibility to anyone other than the Board of Directors as a
body and West Hertfordshire Hospitals NHS Trust for our work or this report save
where terms are expressly agreed and with our prior consent in writing.
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Assurance work performed
We conducted this limited assurance engagement under the terms of the Audit
Commission Act 1998 and in accordance with the Guidance. Our limited assurance
procedures included:
• evaluating the design and implementation of the key processes and controls for 
managing and reporting the indicators;

• making enquiries of management;
• testing key management controls;
• analytical procedures;
• limited testing, on a selective basis, of the data used to calculate the indicators 
back to supporting documentation;

• comparing the content of the Quality Account to the requirements of the 
Regulations; and

• reading the documents.

A limited assurance engagement is narrower in scope than a reasonable
assurance engagement. The nature, timing and extent of procedures for gathering
sufficient appropriate evidence are deliberately limited relative to a reasonable
assurance engagement.

Limitations
Non-financial performance information is subject to more inherent limitations
than financial information, given the characteristics of the subject matter and the
methods used for determining such information. 

The absence of a significant body of established practice on which to draw allows
for the selection of different but acceptable measurement techniques which can
result in materially different measurements and can impact comparability. The
precision of different measurement techniques may also vary. Furthermore, the
nature and methods used to determine such information, as well as the
measurement criteria and the precision thereof, may change over time. It is
important to read the Quality Account in the context of the criteria set out in the
Regulations.

The nature, form and content required of Quality Accounts are determined by the
Department of Health. This may result in the omission of information relevant to
other users, for example for the purpose of comparing the results of different NHS
organisations.

In addition, the scope of our assurance work has not included governance over
quality or non-mandated indicators which have been determined locally by West
Hertfordshire Hospitals NHS Trust.

Basis for qualified conclusion
The indicator reporting the percentage of patient safety incidents resulting in
severe harm or death did not meet the six dimensions of data quality in the
following respects:

• Validity – the Trust provided us with the total number of incidents for the whole 
year which included data published on the National Reporting and Learning 
System (NRLS) for the 6 months to September 2013. Our sample testing found 
the Trust's approach to recording incidents was not consistent throughout the 
reporting period. This resulted in classification errors within the reporting 
period including the data published on the NRSL website for the 6 months to 
September 2013. 

• Accuracy – The Trust reviewed the total number of incidents for the entire 
reporting period and found approximately 80% of reported incidents were 
incorrectly classified as severe harm or death. A similar error rate applies to the 
data published on the NRSL website to September 2013.

Qualified conclusion
Based on the results of our procedures, with the exception of the matters reported
in the basis for qualified conclusion paragraph above, nothing has come to our
attention that causes us to believe that, for the year ended 31 March 2014:
• the Quality Account is not prepared in all material respects in line with the 
criteria set out in the Regulations;

• the Quality Account is not consistent in all material respects with the sources 
specified in the Guidance; and

• the indicators in the Quality Account subject to limited assurance have not 
been reasonably stated in all material respects in accordance with the 
Regulations and the six dimensions of data quality set out in the Guidance.

Mahdi Hasan
Chair, West Hertfordshire
Hospitals NHS Trust, June 2014

Samantha Jones
Chief Executive, West Hertfordshire
Hospitals NHS Trust, June 2014

Statement of Directors’ Responsibilities
The Directors are required under the Health Act 2009 to prepare a Quality Account
for each financial year. In preparing the Quality Account, directors are required to
take steps to satisfy themselves that: 
• the Quality Accounts presents a balanced picture of the trust’s performance 
over the period covered; 

• the performance information reported in the Quality Account is reliable and 
accurate; 

• there are proper internal controls over the collection and reporting of the 
measures of performance included in the Quality Account, and these controls 
are subject to review to confirm that they are working effectively in practice; 

• the data underpinning the measures of performance reported in the Quality 
Account is robust and reliable, conforms to specified data quality standards and 
prescribed definitions, and is subject to appropriate scrutiny and review; and 

• the Quality Account has been prepared in accordance with Department of 
Health guidance. 

The Directors confirm to the best of their knowledge and belief they have
complied with the above requirements in preparing the Quality Account. 
By order of the Board
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