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1. Statement on quality from the Chief Executive 

 

This is the seventh quality account published by our hospitals. The quality account provides 

details of the work that we have done over the past year to improve quality and safety and 

sets out our quality improvement plans for the coming year. 

 

We strive to continually improve the quality and sustainability of our patient care. We are 

committed to providing safe, effective, compassionate and responsive care. This underpins 

our corporate objectives and has guided our work throughout 2014/15.  

 

Over the past year, we have made real strides in improving the safety and effectiveness of 

our services. We reduced mortality by 21% during the 18 months between April 2013 and 

September 2014 compared to a national decrease of 3.3%. This is a significant achievement 

which is evidence that the changes we are making are delivering higher quality care. 

 

In line with the Don Berwick report into improving patient safety, strengthening leadership 

and creating an open culture was a priority in 2014/15 and we continue to make it easier for 

staff to raise concerns and make suggestions for improving the way we deliver patient care. 

Our daily „Onion‟ meetings are an excellent tool for putting the patient at the centre of all that 

we do and making sure that we address patient safety issues as they arise.  

 

While we have improved the quality of our cancer care, we still have a long way to go to fully 

meet national standards for cancer waiting times. We know that early diagnosis and 

treatment of cancer has an impact on outcomes so it is essential we continue to drive 

improvements in this area. Similarly, while we halved the number of patients waiting more 

than 18 weeks for planned care, too many patients are waiting far too long for treatment and 

we need to do better. 

 

Our hospitals continue to face significant clinical, workforce, estates and financial 

challenges. Our staff survey results tell us that we need to do more to support and engage 

our staff so that they are able to give the very best care to our patients. This is a key priority 

for next year. Continuing work to improve our buildings and the environment from which we 

offer care is also a priority, but long term solutions are also needed. 

 

To address these challenges in the long term, we have begun a vital piece of work to 

develop our clinical strategy which will identify our clinical priorities as a Trust and set out a 

plan for how we best deliver care for our patients in the future. This work will continue in 

2015/16 and will feed into Your Care, Your Future, the whole system review of health and 

social care across west Hertfordshire. It will also support the development of our long-term 

estates and financial strategies which will be vital to delivering sustainable care. 

 

We recently hosted a Care Quality Commission (CQC) planned inspection in April 2015. As 

an organisation committed to continuous improvement, we welcome the scrutiny the CQC 

will bring in assessing the quality of our services. We know that there are areas where we 

must improve the quality, safety and experience of care for our patients, and we will act on 

their recommendations.  
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I am pleased to present this Quality Account to you and believe it represents a fair and 

balanced report on the quality of our care in 2014/15. I confirm that, to the best of my 

knowledge, the information provided in this report is accurate.  

 

Finally I would like to take this opportunity to thank our staff and volunteers for the care and 

support they give to patients, their families and friends, using our services at Hemel 

Hempstead, St Albans and Watford hospitals.  

 

I welcome any feedback on this quality report or our services via email info@whht.nhs.uk or 

write to me directly.  

 

Jac Kelly  

Interim Chief Executive  

@JacKellyNHS 

 

  

mailto:info@whht.nhs.uk
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2. Introduction 

 

2.1  Vision and objectives 

 

Our vision is to embody in our hospitals all the principles, values and the sense of service 

that created the NHS by providing consistently good, safe care in a friendly, listening and 

informative way, as and when people need and want it and always with dignity and respect.  

 

We will achieve our vision through recruiting and retaining staff who share our values, 

supporting and empowering them to deliver the very best care. Together with our health and 

social care partners, we will continuously improve our services to deliver seamless, efficient 

patient care, driven by innovation and change. We aim to improve our estate so that it is fit 

for purpose for delivering modern health care.  We will be open and transparent and actively 

seek feedback from local people about how we can do better.  

 

Our objective is 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 clear and credible long-term financial and estates strategies. 

 

To deliver these objectives, we have established a transformation programme which 

provides an overarching framework to drive forward service development and improvement. 

A new approach to engaging and unlocking the potential of our employees, Listening into 

Action, will underpin the work we do in 2015/16 to drive higher quality, safer and more 

responsive care. 

 

Partnership working will be vital to delivering higher quality care, closer to home. We are a 

key partner in Your Care, Your Future, the whole system review of health and social care 

services across west Hertfordshire. We will continue to involve local people, including our 

Patient‟s Panel (a group which represents the views of our patients) and community groups 

in decisions we make about our services. 

 

 

2.2  Quality highlights of 2014/15 

 

In 2014/15, we improved the quality and safety of the care we provide.  

Lower mortality rates 

We achieved a 21% reduction in our hospital standardised mortality rate (HSMR) and a 25% 

reduction in crude mortality during the 18 months between April 2013 and September 2014, 

compared to a national decrease of 3.3%.  
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Our mortality rates are now significantly better than expected. Between April and June 2013, 

the HSMR for our hospitals was 108. By the end of September 2014, it had dropped to 85 

and has continued to fall. We have moved from being in the bottom decile for mortality to the 

top, meaning we are now one of the best performing hospitals in the country for low mortality 

rates. 

 

Following a national clinical audit of patients presenting with fractured neck of femur, we 

implemented a series of recommendations to improve the quality of care, reducing mortality 

by more than 30%. Mortality rates for fractured neck of femur are now within the expected 

range.  

 

Improved infection control  

Figures for 2014/15 show significant improvements in the number of cases of both 

Clostridium difficile (C.diff) and MRSA. We had 23 cases of C. diff out of a trajectory of 31 

and one case of MRSA out of a trajectory of zero – improvements of 18% for C. diff and 67 

% for MRSA compared to the previous year.  

 

 

Reduced waiting times 

More of our patients experienced shorter waiting times for planned care and cancer 

outpatients appointments in 2014/15. We halved the number of patients waiting more than 

18 weeks for planned care from a high of 5,131 patients in October 2014 to 2,280 in March 

2015. In February and March 2015, more than 98% of cancer patients had their first 

specialist appointment within two weeks. Our challenge for 2015/16 will be to sustain and 

continue to improve these improvements in waiting times across all areas to ensure that 

patients are seen in appropriate timeframes. 

 

Increased obstetric, paediatric and neonatal clinical cover  

In 2014/15, we secured investment for an additional five obstetric and gynaecology 

consultants which enabled us to increase consultant-led labour ward cover from 66 to 98 

hours per week in line with the national standards. We also made significant progress in 

improving consultant cover to our neonatal wards. Following business case approval, we will 

expand our paediatric consultant rota by an additional three paediatricians. 

 

Improved urgent and emergency care 
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We undertook a significant development and redesign of unscheduled care services in 

2014/15 aimed at improving patient experience, reducing waiting times and reducing length 

of stay. See section 3 for more information. 

 

Excellence in dementia care 

Our commitment to developing and supporting staff to care for our patients with dementia 

was recognised at the 2014 Chief Nursing Officer‟s Summit where we received the NHS 

Employers‟ Compassion in Practice Award.  

 

A new garden facility for our patients with dementia opened in July 2014. Bluebell ward and 

the new patients‟ garden offer a calm, supportive environment for patients with cognitive 

impairment who require specialist care for their physical and mental health. It provides peace 

and quiet which can help to ease anxiety, agitation, aggressive behaviour and pain. 

 

Higher standards of care 

During 2014/15, we launched Test Your Care – a collection of nursing care indicators and 

patient experience questions – to monitor and improve standards of patient care. Over half 

of our wards are now achieving scores of 80% or higher. The results help inform and drive 

improvements across our hospitals. New metric boards are being rolled out in wards and will 

display the monthly overall result ensuring we are being open and transparent with our data. 

We have also developed ward-level dashboards and an integrated performance report 

(dashboard report on a range of indicators) which improves awareness of our performance 

amongst staff. We also publish the monthly integrated performance report on our website. 

Higher patient satisfaction 

Nine out of 10 patients admitted to our hospitals in 20131 said they were treated with dignity 

and respect, while 83% of our cancer patients rate their care as excellent or good2. We 

received fewer complaints in 2014/15 (599 – a decrease of 3%) and improved the time it 

takes us to respond – reducing response times by 

an average of 18 days. We also received 84 formal 

compliment letters from satisfied patients and 

visitors. 

 

Listening to patients 

The 2013 Don Berwick report on improving patient 

safety highlighted the need for NHS organisation to 

heed the voice of patients of carers at all levels. In 

2014/15, we improved how we monitor and respond 

to patient feedback in real time. We employ a range 

of methods to gain feedback from our patients, 

including annual CQC surveys, the NHS friends and 

family test as well as „newer‟ techniques including 

Patient Opinion, iWantGreatCare, NHS Choices and 

social media. In 2014/15, we launched 

iWantGreatCare as the tool we use to collate the NHS friends and family test. We use 

                                                           
1
 Care Quality Commission inpatient survey 2013, published April 2014 

2
 2014 National Cancer Patient Experience Survey 

Listening to patients – A patient’s story 

“During my 10 day stay on the Gade ward, I 
found staff to be attentive and caring; despite 
being very busy. I was treated as an individual 
and with dignity. The ward was clean and 
nursing staff and cleaners showed pride in their 
environment. My only concern was not seeing a 
Matron during my stay. I was also surprised to 
see nurses delivering meals to patients.” 
 
What we did: 

Patients‟ Panel members and additional staff 
and volunteers have been trained by the Trust‟s 
dietician to support nurses at mealtimes and 
feeding patients. We‟ve worked to ensure 
Matrons are more visible to patients and new 
uniform posters are on the wards to support 
patients and the public to identify nursing staff 
by their uniforms. 
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patient feedback to improve care and treatment for everyone using our hospitals. Each 

month, our Board hears patient stories – both negative and positive – about the care 

received at our hospitals. 

 

Promoting dignity at the end of life 

We launched the Rose Project (see inset box) which 

promotes dignity, compassion and respect in end of life 

care. A Rose Project Box can be found on all wards to 

support staff with leaflets, guidelines, posters, 

bereavement cards, together with bedside curtain and 

nursing station symbols. 

 

Empowering our staff to deliver better care 

In the 2014 national NHS staff survey, 73% of our staff 

reported that care is our top priority, while 75% felt we 

act on concerns raised by patients – above the national 

average. We continued to have daily „Onion‟ meetings 

providing a forum for staff to discuss any issues or 

concerns around patient safety, patient experience and 

staffing levels. Onion was highly commended in the patient safety category at the 2014 

Health Service Journal Awards 

 

Improved patient safety 

We continued to review and restructure of our quality governance framework, processes and 

staffing, including establishing active clinical governance forums. This has strengthened our 

board assurance to ensure that decision-making is informed by a full range of corporate, 

financial, clinical and information governance. We also implemented new serious incident 

and complaints policies to ensure we learn from our mistakes and feedback. 

 

Strengthened risk management 

In 2014/15, our former chief executive, Samantha Jones, led a project to strengthen our 

quality governance processes and address some historic issues relating to complaints, 

incidents and risk management processes in the Trust. We established morbidity and 

mortality meetings and developed detailed risk registers within each clinical division and 

specialty team. Staff now capture risks near to real time using our new DATIX risk 

management database. Samantha won the prestigious ‟HSJ Chief Executive of the Year‟ 

award in November 2014. 

 

Driving innovation 

Investment in new technology in 2014/15 has helped to improve the care we deliver. A new 

£30,000 portable ultrasound scanner presented by the charity Arthritis Care means we can 

now perform an ultrasound a patient‟s first clinic appointment enabling earlier diagnosis, 

assessment and treatment of rheumatology. In the longer term, this will lead to better 

disease control, less damage to joints and better quality of life. In addition, six new 

ventilators worth £107,000 help our intensive care patients to breathe more naturally and 

make a faster recovery. 

Improving end of life care – a relative’s story 

“We felt that the staff failed to deliver the 
appropriate end of life care. The attitudes of the 
staff were poor, with little or no empathy for my 
family‟s needs, particularly those of comfort - a 
warm drink and privacy. The patient notes 
recorded a „bed bath‟ being given when this 
had not happened.” 
 
What we did: 

We launched the Rose Project which promotes 
dignity, compassion and respect in end of life 
care. The rose symbol is displayed on a ward 
when a person has died and/or when the death 
of a person is expected in the next few hours. 
On seeing the symbol, people should foster an 
atmosphere of quiet where people are 
respectful, be considerate in their activity, 
including use of phones.  

http://www.westhertshospitals.nhs.uk/newsandmedia/mediareleases/2014/november/Hospital_CEO_wins_top_healthcare_award.asp).
https://www.hsjawards.co.uk/
http://www.arthritiscare.org.uk/Home
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2.3  Where we need to do better 

While we have made real improvement, we have a significant amount of work to do to 

deliver consistently high quality, sustainable services. 

 

Three key areas where we need to do better are: 

 

 Quality governance and risk management 

We need to continue to strengthen our quality governance and risk management 

processes, in particular need to clarify and streamline the processes in some areas to 

give a clearer line of sight from „ward to board‟ on how well we are doing and what 

our key clinical and organisational risks are. 

 

 Workforce 

We continue to have a high turnover rate of 17.3% and vacancy rate of 15.9%. As a 

result, we are more reliant on agency staff than other Trusts. This impacts the quality 

and continuity of our care, our workforce satisfaction levels and our financial 

sustainability.  Workforce and organisational development to enable the recruitment 

and retention of an appropriately skilled workforce will be vital to improve the quality, 

safety and sustainability of our services.  

 

 Estates and Health & Safety 

We have an ageing estate in need of significant investment. Urgent work is required 

to enable us to increase and improve the functional suitability of clinical space at 

Watford Hospital and meet statutory estate compliance standards in the short to 

medium-term. We also need a development control plan for our three hospitals to 

ensure that any short-term capital investment is made in line with a clear 

understanding of the likely future redevelopment of our estate, including the Watford 

Health Campus. 

 

Following Care Quality Commission (CQC) inspections in November 2014 and April 2015, we 

are working with the CQC and partners to ensure we address any issues and take forward their 

recommendations about how we can improve the quality of our care.  

 

The following section outlines our priorities for 2015/16. 
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3. Our priorities for 2015/16 

 

This section outlines our performance against the targets we set ourselves in 2014/15 and 

how we plan to improve our care in 2015/16. Our priorities are grouped into the overarching 

CQC themes of ensuring services are safe, effective and caring; responsive; and well-led 

and sustainable. 

Theme 1: 

Ensure services 

are safe, 

effective and 

caring 

Our priorities in 2015/16 are: 

1. Continue to improve our performance on hospital mortality; 

2. Continue to improve our infection prevention and control; 

3. Improve our responsiveness to complaints and strengthen serious 

incident processes; 

4. Strengthening safeguarding; 

5. Further reduce pressure ulcer rates; 

6. Improve sepsis screening and antibiotic prescription
*
; 

7. Improve medical and nursing documentation; 

8. Improve the quality and safety of maternity services; 

9. Improve the follow-up and recovery for individuals who have sustained 

Acute Kidney Injury
*
; 

10. Improve the identification and care of people with dementia or delirium
*
; 

11. Improve the quality and efficiency of stroke therapy services
+
; 

12. Improve how we identify and manage people with diabetes
+
; 

13. Improve the response rate to the NHS friends and family test; 

14. Improve the quality of our hospital environments and invest in facilities 

and equipment. 

Theme 2: 

Ensure services 

are responsive 

Our in 2015/16 are: 

1. Improve the sustainability and quality of unscheduled care
*
; 

2. Achieve waiting time targets for planned care; 

3. Transform outpatients; 

4. Improve cancer waiting times and patient pathways. 

Theme 3: 

Ensure services 

are well-led and 

sustainable 

Our in 2015/16 are: 

1. Implement „Listening into Action‟ to empower our staff to deliver better 

care; 

2. Reduce reliance on agency staff; 

3. Safe staffing
+
; 

4. Continue to strengthen board leadership, governance and risk 

management; 

5. Improved information governance. 

+ National commissioning for quality and innovation (CQUIN)  

* Local CQUIN 

In setting our priorities, we have considered feedback from patient and staff surveys, formal 

complaints, PALS enquiries and discussed our priorities with the Hertfordshire County 

Council Health Scrutiny Committee and Herts Valleys Clinical Commissioning Group. 

Progress on achieving these priorities will be reported to the Trust board on a regular basis. 
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Theme 1: Ensure services are safe, effective and caring 

We have identified specific priorities aimed at improving the safety and clinical effectiveness 

of our services, as well as patient experience in 2015/16. 

 

Priority 1:  Continue to improve our performance on hospital mortality 

 

Progress in 2014/15 

As outlined in section 2.2, we achieved a significant 

drop in mortality in 2014/15. Increased involvement 

of consultants in clinical coding is supporting a 

reduction in coding errors. 

 

Why have we chosen this priority for 2015/16? 

Hospital mortality rates measure whether the mortality rate at our hospitals is higher or lower  

than expected.  

 

In 2015/16, we aim to reduce the difference in the mortality rate for patients admitted at the 

weekend compared to weekday. To achieve this, we will extend senior clinical presence in 

the hospital at weekends in line with national seven day working commitments. 

 

We will launch treatment escalation plans for our seriously ill patients to ensure that any 

early warning signs that their condition is deteriorating are picked up immediately and 

appropriately managed. 

 

What will success look like? 

 Reduction in gap between weekday and weekend mortality3; 

 Reduction in cardiac arrests on wards. 

 

How will we monitor progress? 

We will actively monitor our HSMR and summary hospital-level mortality indicator (SHMI) 

rates at monthly morbidity and mortality meetings and at Board level. We will undertake 

monthly audits of our wards to monitor the completion of NEWS.  

 

Responsible director 

Medical Director and Chief Nurse 

 

 

Priority 2: Continue to improve Infection 

prevention and control 

 

Progress in 2014/15 

We committed to ensuring full compliance with the 

hygiene code and to not exceed the trajectories for 

the number of MRSA and C. diff infections in 2014/15. While we did not achieve full 

                                                           
3
 Detailed measures to be confirmed. 

2014/15 target 

Mortality rate to be at or 

better than national average 

of 100 

Achieved 

2014/15 targets 

100% compliance with the 

hygiene code 

Partially 

achieved  

To not exceed trajectories: 

 MRSA (0) 

 C. diff (31 

 

Not achieved 

Achieved 



12 

 

compliance with the hygiene code, we have seen improvement and have identified initiatives 

to improve our compliance (see below). We reduced the number of C. diff infections from 28 

in 2013/14 to 23 in 2014/15 (below our trajectory of 31). We had one case of MRSA in 

2014/15. In addition, 79% of our staff had the flu vaccine in 2014/15, a significant increase 

on the 2013/14 rate. We also fully recruited to the infection prevention and control nursing 

team in 2014/15. 

 

Why have we chosen this priority for 2015/16? 

Providing a safe, infection free environment for patients and visitors is essential. Reducing 

the risk of healthcare associated infection is a key indicator of the quality of our care. We 

believe we can do more to ensure our patients have the lowest possible risk of infection. To 

improve our compliance with the hygiene code in 2015/16, we will:  

 

 Implement infection surveillance software to replace the current  paper system; 

 Establish a decontamination group; 

 Fully implement safety devices across our hospitals;  

 Audit side room availability including  rooms with both negative  and positive  

ventilation across the trust and review our isolation policy; 

 Establish an electronic database to monitor the status of immunisation of healthcare 

workers instead of current paper system; 

 Aim to complete all C. diff root cause analysis within 14 days of positive sample 

notification to the division; 

 Establish a dedicated area/ward during deep cleaning. 

 

We will continue bi-weekly local healthcare associated infections (LHCAI) meetings and 

monitor actions from root cause analysis, whilst also working with partners across 

Hertfordshire to manage infection control and prevention at a system-wide level. We will 

continue to raise awareness of our infection prevention and control policies, including 

prescription of high-risk antimicrobials, among staff. To reduce the incidence of MRSA, we 

will continue to screen patients for MRSA, ensure MRSA decolonisation is prescribed and 

commenced in a timely manner and improve management and audits of venous access 

devices. 

 

What will success look like? 

 Improved compliance with the hygiene code; 

 Zero cases of MRSA;  

 Fewer than 23 cases of hospital acquired C. Diff (improvement on 2014/15 rates). 

 

How will we monitor progress? 

We will undertake six-monthly environmental audits, weekly hand hygiene audits, monthly 

ward cleanliness audits and monthly audits for the decontamination of clinical equipment. 

We will monitor and report our healthcare associated infection rates to the Board on a 

monthly basis. 

 

Responsible director 

Chief Nurse and Director of Infection Prevention and Control 
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Priority 3: Improve our responsiveness to complaints and strengthen serious incident 

processes 

 

2014/15 progress 

In 2014/15 we set ourselves an ambitious target for 

responding to complaints within the agreed standard 

of time. As noted in section 2.2, we improved the 

way complaints are handled which resulted faster 

response times, from an average 56 days in 

2013/14 to 32 days in the latter half of 2014/15.  

Executive directors and divisional clinicians and 

managers continue to meet with patients and 

relatives to support local resolution.  

 

We received 599 complaints in 2014/15. The chart 

below illustrates the top five subjects of complaints 

– clinical practice, communication, appointments 

and waiting times, staff attitude and nursing care. 

We triangulate trends and themes in complaints with 

other feedback, such as PALS and serious 

incidents, to ensure action is taken by the 

appropriate lead executive. 

 
Why have we chosen this priority for 2015/16? 

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 we are 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 

services provided. 

 

We need to sustain the recent improvement in response time to complaints achieved in 

2014/15 and improve how we learn from complaints. Changes to the governance structure 

will enable a more responsive framework to achieve this standard. 

 

What will success look like? 

 90% of complaints receive a response within one month; 

 95% of serious incident investigations completed within the agreed timeframes; 

2014/15 targets 

100% of complaints 

responded to in agreed  

standard timeframes 

Partially 

achieved 

One audit to be undertaken 

per month to review divisional 

actions  

TBA 

Learning from complaints 

In 2014/15 we received feedback from patients 
via our Patient Advice and Liaison Service 
(PALS) and complaints about our outpatients‟ 
bookings. One patient had a positive 
experience whilst having surgery, but his follow-
up outpatient appointment was cancelled three 
times resulting in a delay of around four months 
for him to be seen. 
 
What we did: 

We investigated why this happened. We 
improved the booking system and provided 
further training for staff. Our patient experience 
improvement programme aims improve the 
process for explaining to patients when their 
operation or appointment is cancelled.  
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 Quarterly „lessons learned‟ reporting introduced to our patient safety and quality sub-

committee to  strengthen how we learn from complaints and serious incidents; 

 Reduction in complaints received. 

 

How will we monitor progress? 

We will continue to monitor response times to complaints on a weekly basis to identify 

priority areas of the Trust for improvement. Our Board and leadership executive committee 

receive regular reports on patient experience. We also have an active patient experience 

group, which includes patient representatives. 

 

Responsible director 

Chief Nurse 

 

 

Priority 4: Strengthening safeguarding 

 

2014/15 progress 

In 2014/15, we began a three-year work plan to improve how we safeguard our patients, 

both adults and children.  

 
The need to strengthen safeguarding has also been highlighted by the CQC at their 

inspections in November 2014 and April 2015 (see section 4). In particular, how we assess 

mental capacity and provide appropriate care for patients with diminished capacity; and, how 

we identify the possibility of abuse and prevent abuse from happening. In response, we 

commissioned an independent review of our safeguarding policies and Herts Valleys CCG 

undertook an assurance visit in February 2015. Recommendations are now part of our 

safeguarding work plan.  

 

Our safeguarding policies, including those relating to the Mental Capacity Act and 

Deprivation of Liberty Standards, were revised and quality checks put in place with reporting 

through „Test your Care‟. We established a new triage system in our emergency department 

which identifies patients who have diminished capacity, revised consent paperwork and 

developed new medical clerking documentation which now includes a mental capacity 

assessment and treatment escalation plan. Our adult safeguarding level 2 training is now 

standardised with the local authority and we have worked with staff to improve their 

knowledge of our safeguarding policies.  

 

Why have we chosen this priority for 2015/16? 

In 2015/16, we will take forward recommendations from the Lampard report, including links 

with the whistle blowing policy, and work with our community partners to develop 

management plans for frequently attending patients. 

 
A new policy to support staff to care for patients with medically challenging behaviours is 

being developed. This policy will form part of our safeguarding training in future. 

 

As part of our safeguarding work plan, we will also review how we work with Hertfordshire 

County Council to promote wellbeing of adults with needs and carers and improve the quality 
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of care and safeguarding in line with the new Care Act 2014. The development of our carers 

strategy and policy in 2015/16 will also help to ensure carers have access to the right 

support at the right time. 

 

What will success look like? 

 Increase in the number of staff who complete safeguarding training; 

 Changes made where appropriate in response to learning and 14  recommendations 

made in the Lampard report into the Jimmy Savile investigation;    

 Development of a 2015/16 carers strategy; 

 Completion of safeguarding work plan activities planned for 2015/16.  

 

How will we monitor progress? 

We will audit new safeguarding systems introduced into our emergency department to 

ensure adherence to safeguarding policies.  

 

 

Priority 5: Reduce rates of hospital acquired pressure ulcers 

 

2014/15 progress 

In December 2014, we launched the BEST SHOT 

initiative across our hospitals to provide nursing staff 

with a checklist of the most vulnerable areas on a 

patient‟s body that are at high risk of developing a pressure ulcer. This tool is now being 

incorporated in the daily pressure ulcer prevention pack used by all nursing staff for patients 

who may be at risk of pressure damage with the aim of reducing the number of avoidable 

pressure ulcers. In 2014/15, there were 166 grade two pressure ulcers and 68 grade three 

pressure ulcers, an increase on 114 grade two pressure ulcers and 53 grade three pressure 

ulcers reported in 2013/14.  

 

Why have we chosen this priority for 2015/16? 

While there are occasions when pressure ulcers are difficult to avoid because of the patient‟s 

overall state of health, most can be avoided by ensuring good nursing standards are 

maintained. Fewer pressure ulcers will also mean a reduction in clinical complications 

associated with having a pressure ulcer. 

 

What will success look like? 

 50% reduction in avoidable hospital acquired grade two pressure ulcers; 

 80% reduction in grade three pressure ulcers; 

 Incorporate the BEST SHOT tool into the daily pressure ulcer prevention pack used 

by all nursing staff. 

 

How will we monitor progress? 

The Board will receive a monthly report on this target to monitor levels of compliance. 

 

Responsible director 

Chief Nurse 

 

2014/15 targets 

80% reduction in unavoidable 

grade 2 and 3 pressure ulcers 

Not achieved 
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Priority 6: Improve sepsis screening and antibiotic prescription  

 

Progress in 2014/15 

In 2014/15, our staff launched a „stamp out sepsis‟ campaign to help staff to identify the 

signs of sepsis. As a result of our efforts to improve awareness, screening and appropriate 

antibiotic prescription of sepsis, rates of septicaemia (blood poisoning) have dropped from 

14 in March 2014 to 12 in February 2015 and are now within the expected range.  

 

Why have we chosen this priority for 2015/16? 

In 2015/16, we want to make sure that all patients admitted for unplanned care are screened 

for signs of sepsis. 

 

Improved management of sepsis is also a national CQUIN that seeks to incentivise providers 

to screen all appropriate patients for sepsis and to rapidly initiate intravenous antibiotics for 

those patients who have suspected severe sepsis, Red Flag Sepsis or septic shock. We aim 

to exceed the national CQUIN of 50% of patients being screened. Currently, around 46.5%4 

of patients with suspected sepsis receive antibiotics within one hour of screening; we aim to 

increase this to 80% in 2015/16. 

 

What will success look like? 

 80% of patients with suspected sepsis receive antibiotics within one hour of 

screening; 

 More than half of eligible emergency patients screened for sepsis5. 

 

How will we monitor progress? 

We will undertake regular sepsis audits and provide quarterly reports to the Deteriorating 

Patient and Sepsis Panel and the Quality and Safety Group to monitor compliance. 

 

Responsible director 

Medical Director 

 

 

Priority 7: Improve medical and nursing documentation 

 

Progress in 2014/15 

This is a new priority for 2015/16. 

 

Why have we chosen this priority for 2015/16? 

Our clinical staff have told us that our nursing and medical documentation is not as clear and 

helpful as it could be. We will phase in new documentation between March and June 2015 

that is more structured and easier to use. New documentation will also improve how we 

identify people at risk of falling, providing a structured risk assessment and care planning 

tool. 

 

                                                           
4
 Based on quarters 1-3 2014/15. Q4 audit not yet complete 

5
 See CQUIN for further details 
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What will success look like? 

 The most frequently used clinical documentation within the Trust will have been 

reviewed and updated where required; 

 Audits will demonstrate increased compliance and enhanced data quality. 

 

How will we monitor progress? 

We will undertake regular audits. „Test your Care‟ will also provide regular feedback on the 

quality of our nurse record keeping (see section 2.2). 

 

Responsible director 

Chief Nurse and Medical Director  

 

 

Priority 8: Improve the quality and safety of maternity care 

 

Progress in 2014/15 

This is a new priority for 2015/16.  

 

Why have we chosen this priority for 2015/16? 

We want provide the best possible care for women and babies during pregnancy, birth and 

in the immediate postnatal period.  

 

In 2014/15 we increased labour ward consultant cover from 66 to 98 hours per week in line 

with the national standards. We need to continue to strengthen consultant cover for our 

labour ward in 2015/16 to improve continuity of care for women in labour. We will do this by 

reviewing the job plans for our obstetric team and moving from four-hour to six-hour 

consultant „shifts‟.  

 

Developing our maternity workforce and reducing midwifery vacancies is a priority. We will 

strengthen professional leadership for midwifery through the recruitment of a new 

professional Head of Midwifery. 

 

A recent CQC planned inspection also identified the need to further improve our maternity 

services. To achieve this, we will develop and implement a maternity information system 

improvement plan, to include improved compliance with training and equipment standards. 

We will continue to strengthen team working and improve governance and risk management 

processes. 

 

What will success look like? 

 Increase in consultant cover to the labour ward; 

 Reduction in the midwifery vacancy rate; 

 Maternity improvement plan in place and implementation commenced; 

 Improvement in the number of women who would recommend our maternity services 

as part of the NHS friends and family test. 

 

How will we monitor progress? 



18 

 

We will monitor and report our performance against maternity quality and safety metrics to 

the Board on a monthly basis. We will also monitor progress against actions identified in the 

maternity improvement plan.  

 

Responsible director 

Chief Nurse and Medical Director  

 

 

Priority 9: Acute Kidney Injury (AKI) 

 

Progress in 2014/15 

This is a new priority for 2015/16. 

 

Why have we chosen this priority for 2015/16? 

This is a national CQUIN designed to improve the follow-up and recovery for individuals who 

have sustained AKI, reducing the risks of re-admission, re-establishing medication for other 

long-term conditions and improving follow-up of episodes of AKI. 

 

What will success look like? 

 Discharge summary audit established and undertaken monthly; 

 Increased percentage of patients with AKI treated whose discharge summary 

includes:  

o Stage of AKI 

o Evidence of medicines review having been undertaken 

o Type of blood tests required on discharge for monitoring 

o Frequency of blood tests required on discharge for monitoring. 

 

How will we monitor progress? 

We will monitor performance on a quarterly basis through reviewing information in the 

monthly discharge summary audit. 

 

Responsible director 

Medical director 

 

 

Priority 10: Improve the identification and care of people with dementia or delirium 

 

Progress in 2014/15 

This is a new priority for 2015/16. In 2014/15, we 

focused on ensuring those patients with  

cognitive impairment who have high-level needs were 

admitted to the Bluebell ward within 48 hours of 

admission to hospital. These are patients who may be very distressed by a stay in hospital. 

In 2014/15, we provided 811 episodes of care6 on our Bluebell ward. Challenges in 

                                                           
6
 Patient finished consultant episodes 

2014/15 target 

All patients assessed as 

having high needs admitted to 

dementia ward within 48 

hours 

Partially 

achieved 
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discharging patients meant we were unable to admit all patients who may have benefited 

from Bluebell care within 48 hours; however senior ward staff provided outreach support to 

other ward areas. 

 

We continued the roll-out of the delirium recovery programme which enables patients with 

delirium to be discharged early with high-level support. This has helped more people to 

recover in their own home, rather than be placed in a care home and patients are showing 

improved functionality. We will work with partners to potentially expand this programme in 

2015/16. 

 

As outlined in section 2.2, we received the 2014 NHS Employers‟ Compassion in Practice 

Award in recognition of our dementia care and opened a new garden for our patients on the 

Bluebell ward.  

 

Why have we chosen this priority for 2015/16? 

This is a national CQUIN designed to identify patients with dementia and delirium, alone and 

in combination alongside other medical conditions. It aims to prompt appropriate referrals, 

follow-up and effective communication between providers and general practice, through the 

introduction of a care plan on discharge from community services following an episode of 

emergency unplanned care. In addition, it seeks to ensure the appropriate dementia training 

is available to front line clinical staff and ensure that carers of people with dementia and 

delirium feel adequately supported. 

 

We will continue to find, assess, investigate and refer (FAIR) all patients with cognitive 

impairment to systematically identify and appropriately signpost patients and carers to local 

memory services for formal diagnosis of dementia and post diagnostic support. We will also 

continue focus on needs of carers who are often older adults themselves. 

 

We will continue to prioritise training for staff ranging from dementia awareness as part of 

mandatory training to in-depth training on study days. We plan to set up a nursing rotation 

programme through Bluebell. 

 

Following an audit of documentation of behavioural management of distressed patients in 

other ward areas, we have developed a behavioural care plan to promote non-

pharmacological interventions for distressed patients.  

 

We will pilot a post-discharge telephone consultation to ensure that patients discharged from 

Bluebell have settled back in at home and have no outstanding concerns or queries; if 

successful, this will be rolled out to other wards. 

 

What will success look like? 

 Achieving CQUIN target for identification of patients with dementia and/or delirium; 

 Achieving CQUIN target for staff training; 

 Improved documentation of behavioural management of patients prior to use of 

antipsychotics; 

 Increased use of the advance care plan for patients with advanced dementia on 

discharge; 
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 Reduction in the number of patient moves in patients with known dementia. We aim 

for no more than two ward changes unless there are pressing physical health needs. 

 

How will we monitor progress? 

We will monitor progress against CQUIN targets on a quarterly basis. We will audit 

behavioural management documentation and the use of advanced care plans across all 

wards. 

 

Responsible director 

Medical director 

 

 

Priority 11: Improve the quality and efficiency of stroke therapy services 

 

2014/15 progress 

This is a new priority for 2015/16. In 2014/15, we focused on strengthening the stroke team 

with the appointment of two new stroke consultants allowing Monday to Friday review of 

acute stroke patients. More recently, we launched the early supported discharge programme 

that enables stroke patients to receive rehabilitation in their home with a shorter hospital 

stay. Whilst this programme is at an early stage, this initiative is proving to be successful for 

patients. 

 

Why have we chosen this priority for 2015/16? 

This is a local CQUIN that aims to develop the potential for improving the quality and 

efficiency of acute and community therapy services through the use of shared/aligned 

paperwork and assessments.  

 

What will success look like? 

 Greater understanding of paperwork and assessments completed across the stroke 

pathway with as much standardisation and integration as possible, meeting the 

needs of both patients and services.  

 

How will we monitor progress? 

 Progress will be reviewed quarterly against targets and reported to the stroke 

strategy meeting.  

 

Responsible director 

Deputy Chief Executive 

 

 

Priority 12: Improve how we identify and manage people with diabetes 

 

Why have we chosen this priority for 2015/16? 

Around 15-17% of patients attending our hospitals have diabetes. Results from a 2014/15 

national audit found shortcomings in the inpatient care we deliver for diabetes patients. We 

want to improve how we detect diabetes in patients admitted to our hospitals, improve how 
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we manage patients‟ diabetes alongside other conditions, and involve patients more in 

decisions about their treatment and how they can better manage their diabetes (self-care).  

 

To achieve this, we will develop a diabetes „care bundle‟ which will help staff to deliver the 

best possible care with appropriate monitoring of diabetes and intervention where required. 

This will help to improve the quality of care and reduce length of stay. 

 

Diabetes is also a new system-wide CQUIN for 2015/16 designed to promote improved 

collaboration between the Trust and Hertfordshire Community Health NHS Trust and the 

early identification and management of patients with diabetes. This will improve the patient 

experience and will enable patients to remain in the community by supporting self-

management. 

 

What will success look like? 

 Increase in the number of inpatients who are recorded as having diabetes; 

 Increased involvement of patients in decisions about their care and better support for 

patients to manage their diabetes at home;  

 Improvement in diabetes awareness and training of staff. 

 

How will we monitor progress? 

 We will establish a new system to electronically monitor the use of the diabetes care 

bundle across our wards and use this data to drive improvement.  

 

Responsible director 

Medical Director / Chief Nurse 

 

 

Priority 13: Improve the response rate to the NHS friends and family test 

 

2014/15 progress 

Around 9 in 10 patients recommended our hospitals 

as a place to receive care in 2014/15. 

We worked to increase the response rate to the NHS 

friends and family test in 2014/15. Around one in two 

inpatients (46.9%) and one in four maternity patients 

(36%) gave their views. Nearly 8% of people visiting 

A&E completed the survey. While A&E response rate 

is below our target for 2014/15, A&E response rates 

have been low across the country. 

In a 2014 national survey of patients admitted to our 

hospitals7, we saw improvement across 10 domains including waiting to get a bed on a ward 

(7.6) being involved in decisions (7.1), and patients‟ overall experience (8). We scored 

„better‟ than the average in „choice of food‟ (9.3). Our performance worsened in two areas 

including cleanliness of room (8.8) and delays to discharge (5.6).  

                                                           
7
 CQC, published May 2015 

2014/15 targets 

20% response rate to FFT 

(A&E) 

Partially 

achieved – 

increase from 

3% to 8% 

20% response rate to FFT 

(maternity) 

Achieved 

30% response rate to FFT 

(inpatient) 

Achieved 

50% reduction in the number 

of inpatient survey questions 

where Trust is worse than 

other trusts 

Achieved 
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Why have we chosen this priority for 2015/16? 

We want to increase the number of patients who are likely or extremely likely to recommend 

our hospitals to friends or family. We also aim to improve the response rate to the NHS 

friends and family test so that all our consultants and wards receive real-time patient 

feedback. We will use patient feedback to develop a clear milestone work plan for improving 

patient experience.  

 

What will success look like? 

 An increase in the number of patients who give their feedback; 

 An increase in the number of consultants receiving NHS friends and family test 

feedback; 

 95% of patients are likely or extremely likely to recommend our hospitals to friends or 

family by March 2016. 

 

How will we monitor progress? 

We will continue to monitor the response rate to the NHS friends and family test by ward and 

report response rates to the Board on a monthly basis. 

 

Responsible director 

Chief Nurse 

 

 

Priority 14: Improve the quality of our hospital environments and invest in facilities 

and equipment 

 

 2014/15 progress 

 In 2014/15, we committed to improving our 

hospital environment for patients. In a 2014 

patient-led assessment of the hospital care 

environment (PLACE) – carried out by a  

team of patients, carers, relatives and 

external bodies including Hertfordshire 

Healthwatch – we scored above 

average for food and hydration, but 

below the national average in three 

areas: cleanliness; privacy, dignity and 

well-being; and, condition, appearance 

and maintenance. 

 

While the low scores can in part be 

attributed to the age and layout of our estate, the results were disappointing. We put an 

immediate action plan in place to address the areas of concern, focusing on physical 

improvements to the ward environment and improving the privacy and dignity of patients. 

 

PAS cleaning standards were implemented across our three sites from October 2014. We 

have employed two additional monitoring officers to ensure the standards are achieved.   

2014/15 targets 

Implementation of PAS 

cleaning standards  

Achieved 

5% improvement in the 

PLACE score 

Not achieved 

2014/15 PLACE score 

 Cleanliness Food and 

hydration 

Privacy, 

dignity 

and 

well-

being 

Condition, 

appearance 

and 

maintenance 

WHHT 95.8 91.1 71.6 85.0 

National 

average 

97.3 88.8 87.7 92.0 
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Over the past 12 months, we invested £16.637m in improving the condition and 

maintenance of our hospitals. Some of the projects undertaken include for example: 

 Ward refurbishments including patient bays, bathrooms, kitchens and common 

areas; 

 Door automation to improve access to key areas within our buildings; 

 Building works to the ambulatory gynaecological ward to improve patient flow and 

experience. 

Why have we chosen this priority for 2015/16? 

Ensuring our hospitals maintain a clean, safe and harm-free environment continues to be a 

priority for the Trust. We want to make our hospitals a better place to work and receive care.  

 

In 2015/16, we will focus on improvements which enable us to deliver higher quality, safer 

care. Subject to capital funding, we intend to invest in: 

 Upgrading theatres at Watford and St Albans, including ventilation and recovery 

areas to improve safeguarding of adults and children; 

 Redesigning our A&E and unscheduled care facilities at Watford to improve patient 

flow and better meet demand for urgent care; 

 Improve our planned surgery facilities at St Albans and invest in new diagnostic 

equipment. 

 

This investment will help us to improve clinical care and patient flow and ensure that we 

have the right physical capacity in place to deliver high quality, efficient care services.  

 

What will success look like? 

 Funding identified and a plan for delivering improvements to theatres, unscheduled 

care and planned care in place; 

 Improved compliance with PLACE – our ambition is to match or exceed the national 

average score in all domains; 

 A comprehensive estates plan in place.  

 

How will we monitor progress? 

Together with our partners, we will undertake regular PLACE audits and review results to 

monitor progress.  

 

Responsible director 

Deputy Chief Executive / Director of Estates and Facilities 
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Theme 2: Ensure services are responsive  

 

Priority 1: Improve the sustainability and quality of unscheduled care 

 

2014/15 progress 

We experienced unprecedented demand for 

unscheduled care in 2014/15 with high levels of  

attendances and admissions. As a result, our patients 

experienced longer waits in A&E and longer lengths of 

stay. The pressure on emergency care also affected 

ambulance turnaround times. 

 

In 2014/15, we undertook a significant development and redesign of unscheduled care 

services: 

 Our new emergency surgical assessment unit (ESAU) opened in May 2014 to quickly 

assess patients who may need emergency surgery.  

 In January 2015, we opened a new, dedicated emergency nurse practitioner service 

for children with minor injuries or illnesses. A new children‟s observation bay also 

aims to improve care for our young patients who don‟t require admission but need a 

period of observation to check they are fit and well to return home.  

 Our cardiology services are now located in our Acute Admission Unit (AAU) to 

improve efficiencies and reduce the length of stay for patients waiting for procedures.  

 We extended access to consultant advice for GPs to help identify alternatives to 

admission. In addition, patients referred to our hospitals by their GP are now fast 

tracked through AAU and seen by a senior doctor or nurse as soon as they arrive. 

We also extended weekend access to pharmacy and diagnostic services such as 

radiology. 

 We expanded the Ambulatory Care Unit (ACU) in 2014/15 to include a care of the 

elderly ambulatory service which helps to provide care for elderly patients to avoid 

hospital admission. The ACU currently sees around a third of acute medical patients 

 We bolstered our A&E patient navigator service by an additional three full-time posts. 

The extended service now includes the AAU and works with medical and care of the 

elderly colleagues to fast track patient discharge. 

 We also invested more than £1.6 million in opening two new winter wards in January 

2015 to help us to manage the winter pressures and to accommodate our patients in 

a timely manner within a safe environment. 

In the 2014 national A&E patient survey, our patients gave A&E a score of 8.5 out of 10 for 

overall experience and rated us „above average‟ or „average‟ in all 33 sub-categories. Areas 

where we scored highly included: 

 Feeling reassured by staff if distressed while in A&E;  

 Receiving timely pain relief;  

 Receiving test results before leaving A&E;  

 Staff explaining the purpose of new medications;  

 Assessment of living and support arrangements. 

 

2014/15 target 

Ambulance handovers to 

happen within 15 minutes, 

with no one waiting more than 

30 minutes  

Not achieved 

100% of stroke patients 

admitted to stroke ward within 

four hours 

Not achieved 
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We use the findings of national surveys – together with other feedback including complaints, 

serious incidents, audits and PALs feedback – to continually improve our services.  

 

Why have we chosen this priority for 2015/16? 

Sustainable A&E performance and high-quality unscheduled care is one of our priority goals 

for 2015/16. Improving the care and treatment of patients requiring unscheduled care is 

essential for the overall clinical and financial sustainability of the organisation and will also  

reduce the disruption to planned care services. We are working closely with Herts Valleys 

CCG and partners through the whole system resilience group to ensure a co-ordinated 

approach to address the pressures and to reduce length of stay. For more information about 

our plans to improve unscheduled care services in 2015/16, see our 2015/16 annual plan. 

 

Unscheduled care is also a national CQUIN designed to improve the flow of patients and 

their discharge experience by ensuring systematic levels of discharge using best practice 

tools. Tools will facilitate timely and safe discharge for patients to their onward destination, 

either into the community or to another provider. 

 

What will success look like? 

 Ensure that only patients requiring acute inpatient care are admitted to hospital 

overnight; 

 Increase the number of people discharged before midday each day and reduce 

delays for patients waiting for medications to take home; 

 Increase the proportion of weekend discharges by 30%; 

 Reduce the number of people staying in hospital for more than 30 days; 

 Reduce the number of people staying in hospital for more than 14 days;  

 Admit 90% of stroke patients directly to the stroke ward and ensure eight out of 10 

patients spend 90% of their time on the stroke ward; 

 Ensure 85% of ambulance handovers happen within 30 minutes; 

 Meet the national 4 hour A&E standard. 

 

How will we monitor progress? 

The Board will receive monthly reports on unscheduled care performance against national 

and local KPIs. 

 

Responsible director 

Deputy Chief Executive and Director of Operations (unscheduled care) 

 

 

Priority 2: Achieve waiting time targets for planned care 

2014/15 progress 

 

 As outlined in section 2.2, we halved the number 

of patients waiting more than 18 weeks. Due to our 

focus on those patients waiting the longest, we did 

not meet the national waiting time standards in 

2014/15 target 

92% of patients on 

incomplete RTT pathway not 

waiting more than 18 weeks.  

Not achieved 
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2014/15; 69.8% of admitted and 86.7% of non-admitted patients started treatment within 18 

weeks. 

 

Why have we chosen this priority for 2015/16? 

Patients who are referred to our hospitals for planned care should expect that their treatment 

starts within 18 weeks. This is part of the NHS constitution and aims to ensure that patients 

are diagnosed and receive appropriate care as soon as possible.  

We need to build on work undertaken in 2014/15 to further improve our planned care 

pathways so that our patients are widely assured that their treatment will start within 18 

weeks, across all clinical services. An improvement team is in place with regular reporting 

from ward to Board and dialogue with local commissioners to look at how we can streamline 

care pathways.  

 

What will success look like? 

 90% of admitted and 95% of non-admitted patients receive definitive treatment within 

18 weeks, across all specialties; 

 99% of patients requiring diagnostics within six weeks. 

 

How will we monitor progress? 

The Board will receive monthly reports on planned care performance against national and 

local KPIs. 

 

Responsible director 

Deputy Chief Executive and Director of Operations (scheduled care) 

 

 

Priority 3: Transform outpatients 

 

2014/15 progress 

This is a new priority for 2015/16. In 2014/15 we worked to recruit more physiotherapists and 

occupational therapists who provide outpatient services. This helped to reduce the overall 

length of stay in the Acute Assessment Unit from eight days to six days, while waiting times 

for physiotherapy have more than halved. 

 

Why have we chosen this priority for 2015/16? 

We want to transform outpatients to improve patient experience and administrative 

processes within the department. We will redesign the ophthalmology reception and waiting 

area to improve patients‟ experiences when „checking-in‟ for their appointments and install 

further kiosks across all three hospitals so that patients do not have to queue when arriving 

for outpatient appointments. Appointment letters will be simplified and processes reviewed to 

gain better assurance that letters are consistent and received in a timely way, with text 

messages also sent to remind patients of their appointment date. Standardised processes 

will be embedded and ongoing training will be available for staff to ensure that patients 

receive their care in the correct order, according to their clinical needs. 
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We will improve overall reporting arrangements, with a system of alerts in place to ensure 

compliance with referral to treatment standards across all individual specialties.  

 

We will establish a capacity and demand model that informs planning within all clinical 

specialties and supports us to develop robust plans. We will also continue a service-by-

service review of diagnostics so that there is sufficient staff and equipment to meet demand. 

 

What will success look like? 

 Sustained achievement of the national standards for planned care; 

 Reduced hospital cancellations; 

 Reduced „did not attend‟ rates. 

 

How will we monitor progress? 

The Board will receive monthly reports on scheduled care performance against national and 

local KPIs. 

 

Responsible director 

Deputy Chief Executive and Director of Operations (scheduled care) 

 

 

Priority 4: Improve cancer waiting times and patient pathways 

2014/15 progress 

Following an independent report into cancer 

services by Stephen Ramsden published in July  

2014, we made significant improvements to the 

administration processes supporting patients 

referred with suspected cancer by their GP or 

dentists. We developed a Cancer Improvement Plan 

incorporating all recommendations made by the 

review, including: 

 

 Establishing a peer review process to support ongoing delivery assurance;  

 Improving cancer care pathways including a new „GPs to test‟ pathway to enable 

patients to have a CT scan at their first hospital appointment; 

 Improving the quality of information with the introduction of tumour site level reports, 

weekly validation of patients on the pathway and daily priority treatment lists; 

 Strengthening leadership, governance and administration processes including 

monitoring systems; 

 Improving patient experience, such as providing patients with a named cancer nurse 

specialist whom they can contact and a new Macmillan volunteers inpatient visiting 

service.  

 

In the 2014 national cancer patient experience survey, we were among the top 20% of trusts 

in helping our patients to understand information about their cancer, giving patients a choice 

of treatments and helping to control the pain, but we are still below the national average for 

patients rating our cancer care „good‟ or „excellent‟. There is still much to do until we are 

2014/15 targets 

To be firmly positioned 

amongst the majority of other 

Trusts in the cancer patient 

experience survey. 

Partially 

achieved – 

we achieved 

the mean or 

better for the 

majority of 

indicators 
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performing to the same level as the best hospitals in the country and an action plan to 

improve cancer patient experience is in place. 

 

Why have we chosen this priority for 2015/16? 

We aim to achieve and sustain the cancer waiting times standards, particularly the 62-day 

referral to treatment standard; we aim to treat 85% of patients referred by their GP and 90% 

of patients referred by a screening service within 62 days. We will work closely with the NHS 

Intensive Support Team (IST) and Herts Valleys CCG to identify and implement the 

necessary changes in primary and secondary care to deliver consistently high-quality cancer 

care.  

Working collaboratively with the IST, we will model demand and capacity for all tumour sites 

and develop action plans to improve our cancer patient pathways, eliminate bottlenecks and 

deliver sustainable performance. Phase one – a review of demand and capacity 

requirements for colorectal, lung and urology tumour sites – is underway. A working group 

established in 2014/15 will look at developing one-stop clinics and further improve the care 

pathway for our patients with head and neck tumours. We will also work with Herts Valleys 

CCG to improve the management of prostate cancer in the community. 

 

Building on the achievements of 2014/15, we will develop an interim and long-term strategy 

to improve our cancer information system and continue to improve the quality of our clinical 

data and governance. 

We aim to achieve full compliance with National Cancer Peer Review measures to help us to 

improve the outcomes and experience of our care and will update our cancer patient 

experience improvement plan for 2015/16. 

What will success look like? 

 Delivery against all cancer national access standards from July 2015. 

 

How will we monitor progress? 

The Board will receive monthly reports on unscheduled care performance against national 

and local KPIs. 

 

Responsible director 

Deputy Chief Executive / Director of Operations 

 

 

Theme 3: Ensure services are well-led and sustainable 

 

Priority 1: Implement ‘Listening into Action’ to empower our staff to deliver better care  

Progress in 2014/15  

This is a new priority for 2015/16. In line with our 

commitment to listening and developing our  

staff in 2014/15, we trained 600 managers in our 

new values-based approach to appraisals. 

Appraisals now review how a member of staff 

2014/15 targets 

600 staff trained in values-

based appraisals 

Achieved 

Continue Onion and increase 

staff in attendance 

Achieved / 

not measured 
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performs their role and whether they demonstrate the Trust‟s values through their 

behaviours and actions at work. We also continued to hold our daily „Onion‟ meetings which 

are well attended by staff. 

 

Why have we chosen this priority for 2015/16? 

In 2015/16, we aim to fundamentally shift how we work and lead to create a great place to 

work where staff feel empowered and proud. This will be a catalyst for improving our patient 

care. 

 

Our new approach to engaging our staff, Listening into Action, is a nationally-recognised, 

best practice programme. It will be personally led by our chief executive and has the full 

commitment of our clinical leadership. It will put front line staff at the centre of change.  We 

will support staff to act on their ideas, knowledge and experience, and empower them to 

effect change in their own areas. 

 

All our staff will have an opportunity to become involved in our Listening into Action „big 

conversations‟ to engage staff in identifying where we could improve our services and to 

tackle some of our long-standing issues, such as reducing length of stay. We will also 

undertake „pulse checks‟ to give us a clear view from a staff perspective and insight about 

what we can do to provide more effective and responsive care, as well as measure progress.  

 

At an organisational level – in response to what staff say matters most – we will strengthen 

the visibility of our leadership, make it easier for staff to raise concerns, work with staff to 

plan for improvements to local work environments and invest in staff wellbeing initiatives.  

We will also introduce a new and more engaging approach to action planning in response to 

our staff surveys and clearly demonstrate how we are tackling staff concerns through 

enhanced communications channels. 

 

What will success look like? 

 Improved staff satisfaction and engagement. 

 

How will we monitor progress? 

As part of Listening into Action, we will undertake regular „temperature checks‟ to monitor 

levels of staff involvement and satisfaction. The Trust has established a Programme Group 

to track progress against the programme aims. 

 

Responsible director 

Chief Executive / Director of Workforce 

 

 

Priority 2: Reduce reliance on agency staff 

 

2014/15 progress 

 

We set ourselves a challenging task to increase 

the number of permanent staff and reduce the use 

of agency staff in 2014/15. Like many other trusts, 

2014/15 targets 

100% of vacant nursing staff 

posts filled 

Not achieved 

No agency nursing staff to be 

used once vacancies filled 

Not achieved 
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we are affected by the national shortage of qualified nurses, exacerbated by competition 

from neighbouring London trusts, who are able to offer higher salaries, for the same pool of 

nurses.  

 

In 2014/15, we saw an increase in the number of new starters and job offers made, including 

110 nurses recruited from abroad. We held nurse and midwifery recruitment events, 

streamlined recruitment and clearance processes, and increased the rate of pay for our 

permanent staff who work flexible „bank‟ shifts. However, our nursing vacancies and agency 

use remain high due to a 20% turnover rate among nurses. In 2014/15, we undertook work 

to understand the drivers of turnover – including career progression and work-life balance – 

to inform our initiatives aimed at improving retention.  

 

Why have we chosen this priority for 2015/16? 

We have a 19.4% nursing vacancy rate and 15.9% overall vacancy rate. As a result, we 

currently have an average agency spend in excess of 14% of pay bill and an agency to bank 

usage ratio of 65:35. This is high compared to our peers and has an impact on the quality of 

patient care we deliver. We want to improve how we recruit (pace and quality) and retain 

staff to achieve a critical mass of substantively employed staff. 

 

We have developed a strategy which identifies actions for 2015/16 to improve how we recruit 

and retain our staff, including: 

 Targeted recruitment with greater participation in external and partnership 

recruitment activities, such as recruitment fairs. We will run an overseas recruitment 

and workforce integration programme; 

 Work proactively with local schools and colleges to significantly increase the number 

of apprenticeships our hospitals offer and promote our hospitals as part of a „return to 

practice‟ initiative; 

 Working with NHS Professionals, we aim to strengthen our nurse bank so that we 

can cover more than half of our shifts with our staffing bank; 

 Support our staff to achieve a better work/life balance with a review of our approach 

to flexible working and revised shift working arrangements. 

 

For further detail about we will strengthen our workforce, see our 2015/16 Annual Plan. 

 

What will success look like? 

 Reduction in vacancy rate to 7%; 

 Turnover rate of no more than 12%; 

 Increase in the number of permanent staff who are registered with NHS Professionals 

and actively working bank shifts; 

 Reduction in agency spend by more than 60% (target reduction from 16% to 6%). 

 

How will we monitor progress? 

The Board will monitor levels of recruitment, retention and agency use on a monthly basis. 

 

Responsible director 

Director of Workforce 
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Priority 3: Ensure safe staffing levels 

 

Progress in 2014/15 

In 2014/15, we increased our workforce to 4,050 

employees and bank staff and approximately 450 whole time equivalent (WTE) agency staff. 

This was in line with increased spending in 2013/14 on clinical staff to ensure we had safe 

staffing levels. 

 

In October 2014, we received business case approval to implement a „Hospital at Night‟ 

model. This seeks to improve how we manage unwell patients at night with the aim of 

reducing the number of cardiac arrests at night and the number of out of hours transfers to 

the intensive therapy unit (ITU). 

 

Why have we chosen this priority for 2015/16? 

Safer staffing is a local CQUIN intended to ensure that our workforce has the capacity and 

capability to deliver compassionate and safe care. The Francis report highlighted that poor 

staffing levels contributed significantly to poor care patients received at Mid Staffordshire 

Hospitals Foundation NHS Trust. 

 

As outlined above (priority 2 – reduce reliance on agency staff), work to maintain a stable 

workforce and increase the number of substantive senior nurses working at our hospitals will 

improve the quality of services, including ensuring adequate nursing supervision at all times. 

 

We are committed to moving towards seven day working in appropriate areas to ensure 

continuity of service level and quality around the clock, 365 days a year. We will focus on the 

following initiatives in 2015/16: 

 Increase the number of patients (admitted between 8am and 8pm) who have a 

consultant review within six hours of admission; 

 Improve our compliance with clinical handover standards; 

 Implement a seven day MRI service and increase the availability of other diagnostic 

tests at weekends; 

 Work with Herts Valleys CCG and Hertfordshire Partnership NHS Foundation Trust 

to strengthen child and adolescent mental health liaison arrangements; 

 Work with Herts Valleys CCG, Hertfordshire County Council and Hertfordshire 

Community NHS Trust to strengthen out of hours discharge support. 

 

Other seven day working initiatives will include implementing and evaluating the „Hospital at 

Night‟ model, reviewing weekend medical, nursing and allied health professional (AHP) 

cover; and, developing a team-based, multi-disciplinary approach to team job planning and 

rostering. 

 

What will success look like? 

• 95% patients admitted will be reviewed by a consultant within 14 hours of admission; 

• 98% compliance with e-handover; 

• MRI scanning available seven days a week for emergencies (increase from current 

weekday provision); 

2014/15 targets 

Evidence of staffing levels 

displayed  

Achieved 
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• Reduction in the number of ward (band 7) supervisory hours lost each month due to 

shortfalls. 

 

How will we monitor progress? 

The Board will receive monthly reports on performance against KPIs. 

 

Responsible director 

Medical Director and Chief Nurse 

 

Priority 4: Continue to strengthen board leadership, governance and risk management 

 

2014/15 progress 

In 2014, we strengthened our leadership with the appointment of a new Board and executive 

team – change that has added energy, experience and commitment. Working with the Good 

Governance Institute, we have significantly strengthened our governance and assurance 

processes including the development of a new Board Assurance Framework. 

 

Why have we chosen this priority for 2015/16? 

We believe we can do more to strengthen board oversight and assurance. Following our 

announced CQC inspection in April 2015, we know we need to further strengthen our 

strategic risk management arrangements and make sure there is a clear line of sight from 

„ward to board‟ on how well we are doing and what our key clinical and organisational risks 

are. In 2015/16, we will undertake a review of our quality governance and risk management 

structures to ensure we have robust and effective systems in place. 

 

We will continue to strengthen board leadership, ensuring that the Board works effectively 

with a clear understanding of the respective roles of executive and non-executive directors. 

The Board will continue to work with the Good Governance Institute to ensure our 

governance arrangements fully comply with best practice.  

 

What will success look like? 

 Appointment of a new substantive chief executive; 

 Completion of 360 degree appraisals for all Board members; 

 Board Assurance Framework finalised; 

 Governance arrangements reviewed against the well-led framework issued by 

Monitor, CQC and the NHS TDA. 

 

How will we monitor progress? 

The Board and Audit Committee will receive regular updates to measure progress and gain 

assurance. 

 

Responsible director 

Director of Transformation 
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Priority 5: Improved information governance 
 
2014/15 progress 

This is a new priority for 2015/16.  

 

Why have we chosen this priority for 2015/16? 

Information governance provides a framework to ensure that personal information is dealt 

with legally, securely, efficiently and effectively, in order to deliver the best possible care.  

 

Following information governance breaches in 2014/15, we commissioned an external 

review of our information governance systems and processes. The review found a need to 

improve how staff follow our information governance policies and increase awareness of 

information governance in the Trust. In 2015/16, we will strengthen our overall approach to 

information governance through: 

 

 Establishing an information governance steering group, involving representatives 

from across the Trust to promote the adoption of best practice, advise on risk 

mitigation and ensure the delivery of training to all staff groups; 

 Regularly remind staff about information governance guidelines via staff newsletters, 

team meetings and in one-to-ones; 

 Ensure remote working is available where necessary for members of staff to allow 

secure working at all times, and to mitigate the risk of information governance 

breaches. 

 

What will success look like? 

 Reduction in information governance breaches. 

 

How will we monitor progress? 

We will monitor information governance breaches on a monthly basis. 

 

Responsible director 

Chief Information Officer 
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4. Statement of assurance from the board 

 

All providers of NHS services are required to produce an annual quality account and certain 

elements within it are mandatory. This section contains the statutory statements concerning 

the quality of services provided by West Hertfordshire Hospitals NHS Trust. These are 

common to all quality accounts and can be used to compare us with other organisations. 

 

Our strengthened quality governance arrangements (see section 2.2) ensure that key quality 

indicators and reports are regularly reviewed by clinical teams and by committees up to and 

including the Board of Directors. There are a number of committees and executive groups 

with specific responsibilities for aspects of the quality agenda, which report to the Quality 

and Safety Committee.  

 

The Board of Directors receives a monthly integrated performance report (available on the 

Trust‟s website as part of the published Board papers) that provides dashboard reporting on 

a range of indicators across the three domains of patient safety, quality and risk. The Board 

will receive regular reports to monitor the priorities and KPIs identified for 2015/16 to enable 

the Board to take action where there are concerns that performance is not being achieved in 

line with commitments made in this quality account.  

 

In addition, the Board receives quarterly reports in areas such as serious incidents, child 

safeguarding and complaints and annual reports in areas such as clinical audit. 

 

Annual governance statement 

 

A formal annual governance statement is signed by the Chief Executive, on behalf of the 

organisation, and to fulfil her statutory responsibilities as set out in the NHS Accounting 

Officer Memorandum. This statement sets out the responsibilities and processes whereby 

the Trust maintains a sound system of internal control that supports the achievement of the 

Trust‟s policies, aims and objectives, whilst safeguarding the public funds and departmental 

assets. This was subject to independent audit. The annual governance statement is 

available on our website.  

 

A review of our services 

 
During 2014/15, West Hertfordshire Hospitals NHS Trust provided and/or sub-contracted 

more than 100 NHS services. A detailed list is available on our website.  

 

West Hertfordshire Hospitals NHS Trust has reviewed data available to them on the quality 

of care in all of these services. 

 

We paid £8.53m to other NHS providers for services including: 

 Pay - £1.743m (e.g. salary recharge) 

 Non-pay - £6.693m (e.g. NHS Blood and Transplant and other services) 

 



35 

 

The cost of these NHS services represents 3% of the Trust‟s operating costs.  

 

Participation in clinical audits and National Confidential Enquiries 

A clinical audit aims to improve patient care by reviewing services and making changes 

where necessary. National Confidential Enquiries investigate an area of healthcare and 

recommend ways to improve it. 

 

During 2014/15, we commenced a review of our clinical audit strategy to ensure our 

participation in national audits and local clinical audits meets the National Institute for Health 

and Clinical Excellence best practice guidance. This will be a priority for 2015/16. 

 

In 2014/15, 32 national clinical audits and five national confidential enquiries covered NHS 

services that West Hertfordshire Hospitals NHS Trust provides. During that period West 

Hertfordshire Hospitals NHS Trust participated in 97.5% of national clinical audits and 100% 

of national confidential enquires which it was eligible to participate in.   

 

The national clinical audits and national confidential enquiries that West Hertfordshire 

Hospitals NHS Trust was eligible to participate in during 2014/15 are listed below: 

 

Clinical audits - title Participated  % data 

submitted 

Lead clinician 

Acute coronary syndrome or acute myocardial 

infarction (MINAP) 

 95% Masood Khan 

Services provided at Watford General Hospital
A&E
• A&E department 

including Paediatric A&E
• Paediatric Assessment 

Unit

Medicine
• Acute Assessment Unit
• Acute Medicine
• Acute Stroke Unit 
• Ambulatory Care
• Cardiology
• Care of the Elderly
• Cath Lab
• Dermatology
• Diabetic Medicine
• Endocrinology***
• Endoscopy
• Gastroenterology
• Haematology
• Neurology
• Renal Medicine****
• Respiratory
• Rheumatology
• Sexual Health**
Surgery
• Audiology
• Breast
• Colorectal
• ENT
• Fracture Clinic
• General Surgery
• Ophthalmology
• Oral Surgery
• Orthodontics
• Orthopaedics
• Pain Management
• Plastics
• Urology
• Vascular
• Anaesthetics
• Emer Surgical Ass Unit
• ITU (Level 2/3)

Clinical Support Services
Therapy
• Occupational Therapy
• Physiotherapy 
• Speech and Language 

Therapy* 
• Orthotics
• Dietetics 
Pathology
• Anti-coagulation Clinic
• Haematology
• Microbiology inc.

Virology
• Chemical Pathology
• Cytology
• Mortuary Services
• Phlebotomy
• POCT
Radiology and diagnostics
• CT
• Fluoroscopy
• MRI
• Nuclear Medicine
• Ultrasound
• X-Ray
Pharmacy

Women’s
• Gynaecology
• Urogynaecology/Urodynamics
• Acute Gynaecology/Gynae

Day Assessment Unit
• Rapid Access Diagnostics
• Colposcopy
• Maternity
• Early Pregnancy Assessment 

Service 
• Obstetric/Diabetic Service
• Perinatal Service
• High Risk Obstetrics/

Maternal Medicine Service 
• Fetal Medicine Service
• Midwifery Led Births
• Consultant Led Births
• Special Care Babies Unit
Paediatrics
• Allergy
• Dermatology
• Diabetes
• Endocrine
• ENT
• Gastro 
• Haematology
• Nephrology
• Maxillo-facial
• Oncology (Level 2 POSCU)
• Ophthalmology 
• Orthopaedics
• Respiratory
• Surgery 8yrs+
• Urology
• Paediatric HDU
• Cardiology

Key
Inpatient emergency
Inpatient elective
Day case
Outpatient

*Contracted service
**Moving to CLCH (?HIV)
***Including CFS service
****Provided by Imperial

Cancer
• Acute Oncology
• Breast (complex)
• Cancer of Unknown 

Primary
• Colorectal 
• Gynae-oncology (IOG 

Centre)
• Haematology
• Lung
• Skin
• Upper GI (IOG Centre)
• Urology (complex)
• Palliative Care
• Chemotherapy

Services provided at St. Albans City Hospital

A&E
• Nurse-Led Minor 

Injuries Unit  (9-20h)

Medicine
• Cardiology
• Care of the Elderly 
• Dermatology
• Diabetic Medicine
• Endocrinology
• Gastroenterology
• Neurology
• Renal Dialysis****
• Respiratory
• Rheumatology/Bone Density 

Scanning
• Sexual Health***  
Surgery (non-complex)
• Audiology
• Breast
• Colorectal
• ENT
• Fracture Clinic
• General Surgery
• Ophthalmology
• Orthopaedics
• Pain Management
• Plastics
• Urology
• Vascular
• Anaesthetics

Cancer
• Breast
• Skin
• Urology

Clinical Support 
Services
Therapy
• Occupational 

Therapy **
• Physiotherapy**
• Orthotics
• Speech and Language 

Therapy*
• Dietetics
Pathology
• Andrology
• Anti-coagulation 

Clinic
• Phlebotomy
• POCT
Radiology and 
Diagnostics
• Mammography
• Ultrasound
• X-Ray
Pharmacy 

Paediatrics
• Gastro
• Ophthalmology
• Orthopaedics
• Surgery 8yrs+ 

*Contracted service
**Orthopaedics only
***Moving to CLCH
****Provided by East & 
North Herts

Other Services
• Community Dental 

(HCNHST)
• Foot clinic (HCNHST)
• GP out-of-hours
• Physiotherapy 

(HCNHST)
• Podiatry (HCNHST)
• Runcie Wing 

(HCNHST)

Women’ s
• Gynaecology
• Fertility
• Urogynaecology/

Urodynamics
• Hysteroscopy Service
• Acute Gynaecology/
• Rapid Access Diagnostics
• Colposcopy
• Maternity
• Obstetric/Diabetic Service
• High Risk Obstetrics/

Maternal Medicine Service
• Midwifery Led Pre- and
• Post-Natal
• Consultant Led Pre- and 
• Post-Natal

Key
Inpatient emergency
Inpatient elective
Day case
Outpatient

Services provided at Hemel Hempstead Hospital

A&E
• Nurse/GP-Led 

Urgent Care Centre  
(24/7) 

• Fracture Clinic

Medicine
• Cardiology
• Care of the Elderly
• Dermatology
• Diabetic Medicine
• Endoscopy
• Endocrinology
• Gastroenterology
• Haematology
• Neurology
• Respiratory
• Rheumatology
• Stroke Rehab 
Surgery
• Audiology
• Colorectal
• ENT
• General Surgery
• Fracture Clinic
• Ophthalmology
• Orthodontics 
• Plastics
• Urology
• Vascular 

Cancer
• Colorectal (bowel 

screening centre)
• Haematology (OP)
• Urology (OP)
• Skin

Clinical Support 
Services
Therapy
• Occupational 

Therapy***
• Physiotherapy***
• Speech and Language 

Therapy* ***
• Orthotics
• Dietetics*** 
Pathology 
• Anti-coagulation Clinic
• Haematology
• Immunology
• Chemical Pathology
• Histopathology inc.

Andrology
• Mortuary Services
• Phlebotomy
• POCT
Radiology and 
Diagnostics
• CT
• Endoscopy
• Fluoroscopy
• MRI**
• Nuclear Medicine
• Ultrasound
• X-Ray
Pharmacy

*Contracted service
**Needs replacing
*** Simpson ward only

Women’ s
• Gynaecology
• Urogynaecology/

Urodynamics
• Maternity
• High Risk Obstetrics/

Maternal Medicine Service
• Midwifery Led Pre- and
• Post-Natal
• Consultant Led Pre- and 
• Post-Natal
Paediatrics
• Allergy
• Cardiology
• Dermatology
• Diabetes
• Endocrine
• ENT
• Gastro
• Haematology
• Nephrology
• Oncology
• Respiratory

Key
Inpatient emergency
Inpatient elective
Day case
Outpatient
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Adult community acquired pneumonia  57% Dr Julius Cairn 

and Dr Sayed 

Obaidee 

Adult Percutaneous Coronary Intervention 

(Coronary Angioplasty) PCI 

 Not yet available  Masood Khan 

Atopic eczema in children  100%  Kapila Bhatta 

BAUS Nephrectomy audit in Urology  80% Mr Roux 

Cardiac Rhythm Management (Cardiac 

Arrhythmia) 

 95% Masood Khan 

Diabetes (paediatric) (NPDA)  100% Dr Heather 

Mitchell 

 

Epilepsy 12 (childhood epilepsy)  100% Dr Ramesh 

Falls and Fragility Fractures Audit Programme 

(FFFAP) 

 100% Dr Latha 

Thangaraj 

Fitting child (care in emergency departments)  100%  Michelle 

Jaobs/Nida 

Suri 

Inflammatory bowel disease (IBD)*  95% Dr Rakesh 

Chaudhary:   

Major trauma (TARN)  12.5% Dr Rachel 

Hoey 

Maternal, New-born and Infant Clinical Outcome 

Review Programme (MBRRACE-UK) 

 100%  Dr Sankara 

Narayanan 

Mental health (care in emergency departments)  100% Dr Suri 

National Adult Critical Care   100% Dr Stambach 

National Cardiac Arrest Audit (NCAA) run by 

ICNARC 

 100% Dr Suri 

National Care of the Dying – end of life  100% Michelle 

Sorley   

National Chronic Obstructive Pulmonary 

Disease (COPD) Audit Programme* 

 47 entries 
submitted  

Abigail 

Jackson 

National Comparative Audit of Blood 

Transfusion programme 

 100% Donella Arnet 

National Emergency Laparotomy Audit  84.3%  Abhiramy 

Arnold & Mr 

Bhatti 

National Heart Failure Audit  96% Masood Khan / 

Tina Adek   

National Joint Registry   98.9% Mr Walters 

National PROMs programme   100% Amanda 

Johnston 

National Vascular Registry   100% Mr Halawa 

Neonatal intensive and special care (NNAP)  100% Sankara 

Narayanan 

Older people (care in emergency departments)  100%  Dr Suri 

Pleural procedures  100%  David Evans 

Rheumatoid and early inflammatory arthritis*  17.3% Dr Leena Patel   
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Sentinel Stroke National Audit Programme 

(SSNAP)* 

 80% to date – 
data entry 
continuing 

Dr Tolu 

Adesina 

National Diabetes Audit X nil
8
  Tom Galliford 

National Oesophageal Audit  100% Mr Ahmed Al-

Bahrani 

 

National confidential enquiries - title Participated (%) 

Acute pancreatitis Data entry in 

progress 

Gastrointestinal Haemorrhage 100% 

Lower limb Amputation 71%  

Sepsis 100% 

Tracheostomy 92% 

 

In response to national clinical audits reviewed in 2014/15, we have taken actions to improve 

the quality of healthcare we provide, for example: 

 Septicaemia audit: An audit in 2013 identified the Trust as an outlier for 

septicaemia. Following a thorough review and audit of sepsis within our hospitals, we 

have seen a significant improvement. We now have low relative risk of septicaemia 

and are well within the expected range for mortality; 

 National Cardiac Arrest Audit (NCAA): The 2014/15 audit identified the need for 

improvement. We focused on cases where we felt a Do Not Attempt Resuscitation 

(DNACPR) order should have been be in place. We arranged training for consultants 

in DNACPR decision making, communication and documentation. The first of these 

sessions was held in January 2015 for the acute medical care division with a view to 

subsequently making this training available/mandatory for consultant staff in other 

divisions; 

 National Early Warning System (NEWS) Audit: Following the 2014/15 audit, new 

documentation was introduced in March 2015 which will help to ensure that patient 

documentation provides assessment and plans with escalation as appropriate. 

Local clinical audits completed 

 

We undertook 88 local clinical audits in 2014/15. In response to local clinical audits reviewed 

- which included any areas of concern arising from complaints, incidents or poor 

performance – we have taken actions to improve the quality of healthcare we provide, for 

example: 

 Venous thrombo-embolism (VTE) audit: While we meet the national KPI for 

undertaking a risk assessment of VTE on admission for 95% of patients, a local 

                                                           
8
 Did not participate as unable to interface with database 
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clinical audit has identified the need to improve our method of analysis. In 2015/16, 

we will consider utilising electronic risk assessments.  

 Medicines management audit: An audit of medicines security has led to further 

enhancements in the ward medication storage environments. The omitted medicines 

audit demonstrated that 8.3% of medicines prescribed were not administered or 

signed for on patient medication charts. While this has reduced from previous audits, 

we have shared results with clinical teams and provided further education sessions. 

Pharmacy waiting time for discharge medication or medicines to take away (TTA) 

remains at 1.5 hours on average. Further work is ongoing to review the discharge 

pathway through joint working with medical, nursing and pharmacy staff. 

 

Research 

 

Clinical research involves gathering information to help us understand the best treatments or 

procedures for patients. It also enables new treatments and medications to be developed.  

 

We are committed to contributing to clinical research to support the development of new 

ideas, products and clinical services from bench to bedside for the benefit of patients. During 

2014/15, we recruited 699 patients to participate in research approved by a research ethics 

committee. This has increased from 371 patients in 2008/09. 

 

West Hertfordshire Hospitals NHS Trust was involved in conducting around 80 clinical 

research studies during 2014/15 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 2014/15 the National Institute for Health Research (NIHR) supported 

30 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.  

 

Our research staff led an initiative to increase the profile of clinical research with patients 

and the general public across our sites, supporting and implementing the „OK to ask‟ 

initiative led by the National Institute for Health Research to encourage patients to ask 

clinicians about clinical research. 

 

Our CQUIN performance 

A proportion of our clinical income in 2014/15 was conditional on achieving quality 

improvement and innovation (CQUIN) goals agreed with Herts Valleys CCG and NHS 

England, through the CQUIN payment framework. 

 

National CQUINs Weighting 

split 

within 

CQUIN 

Performance 

1. NHS friends and 

family test (FFT) 

Number of staff who completed the FFT 30%  

Implementation of the patient FFT in outpatient and day 

case departments  

15%  
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Increased response rate to the FFT in A&E, maternity 

and inpatient departments 

15%  

Increase in the number of A&E patients and inpatients 

who would recommend our hospitals 

40%  

2. Safety 

thermometer 

Reduced prevalence of pressure ulcers grades 2-4 and 

demonstration of collaborative working to contribute to 

health economy wide pressure ulcer reduction. 

100%  

3. Dementia Improved identification of patients with dementia and 

delirium, prompt appropriate referral and follow up after 

they leave hospital and delivery of high quality care to 

people with dementia and support for their carers 

60%  

Having a named lead clinician and a planned training 

programme for dementia  

10%  

Undertaking a monthly audit of carers of people with 

dementia to test whether they feel supported with results 

reported to the Board. 

30%  

5. Stroke Establishing a multi-agency stroke register to coordinate 

and deliver integrated care 

40%  

Joint  recruitment and retention of allied health  

professional staff in with stroke specialist skills 

30%  

Establishing psychology pathways across stroke 

providers to assess and manage mood and cognitive 

issues resulting from new stroke 

30%  

6. Workforce Ensuring that our workforce has the capacity and 

capability to deliver compassionate and safe care 

100%  

7. Unscheduled 

care - expected 

(estimated) date 

of discharge 

(EDD) 

Ensuring patients are set a consultant-led clinically 

appropriate date for discharge within 14 hours of 

admission based on clear and measureable clinical 

criteria. 

100%  

8. Mortality Reduction in HSMR 15%  

Reduction in SHMI 15%  

Trended reduction in crude mortality 15%  

Improved fractured neck of femur mortality rates 10%  

Reduced mortality rates in the top three conditions 

showing a higher than expected mortality rates  

15%  

Improved recognition and reduction in harm/ death from 

sepsis 

20%  

Reduction in cardiac arrests calls and improved 

outcomes for patients 

10%  

 

CQC registration 

West Hertfordshire Hospitals NHS Trust is required to register its services with the CQC. 

The Trust is registered to provide: 

 

 Assessment or medical treatment for persons detained under the 1983 Act; 

 Diagnostic and screening procedures; 

 Family planning services; 

 Management of supply of blood and blood derived products; 

 Maternity and midwifery services; 

 Surgical procedures; 

 Termination of pregnancies; 

http://www.cqc.org.uk/provider/RWG/registration-info#RA6
http://www.cqc.org.uk/provider/RWG/registration-info#RA8
http://www.cqc.org.uk/provider/RWG/registration-info#RA15
http://www.cqc.org.uk/provider/RWG/registration-info#RA9
http://www.cqc.org.uk/provider/RWG/registration-info#RA11
http://www.cqc.org.uk/provider/RWG/registration-info#RA7
http://www.cqc.org.uk/provider/RWG/registration-info#RA12
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 Treatment of disease, disorder or injury. 

 

The CQC did not take enforcement action against the Trust in 2014/15. 

 

In November 2014, the CQC made a routine unannounced inspection of Watford Hospital. 

While we met the standards for two of seven areas, the CQC requested we take action in 

five areas, including how we support people with confusion, delirium or dementia. Overall, 

the CQC was complimentary of our care, noting the kind and compassionate approach to 

patient care and the respect for patients‟ dignity. Even in the areas where action is needed, 

the CQC praised the improvements we have made in recent years. In response to the report, 

we undertook detailed audits to ensure that all patients and especially vulnerable patients 

are being well cared for. A detailed action report has been shared with the CQC. 

 

A planned inspection of our hospitals took place in April 2015. Initial feedback outlined some 

immediate concerns including the nursing and midwifery staff numbers, emergency 

department assessment processes, skills training, and how we support maternity private 

patients. In response, we developed an initial improvement plan and have begun to address 

the immediate concerns, working closely with Herts Valleys CCG, NHS Trust Development 

Authority and the CQC. We expect the CQC‟s report to be published in summer 2015. 

 

Historically the Trust has provided a private obstetric led maternity service alongside our 

NHS services. A number of internal and external reviews over the past few years have 

highlighted concerns about the impact that providing private care has on the service overall. 

After careful consideration we have therefore decided to cease providing private maternity 

services from May 2015.  

 

Our data quality 

 

Data quality can support the delivery of safe and high quality patient care by ensuring that 

information that is used to underpin decision making is accurate and complete. All 

information entered on the Trust‟s Patient Administration System (PAS) ensures we manage 

patient activity effectively and provide information for internal and external reporting. The 

reporting of data quality is also a contractual requirement with our commissioners. 

 

The IT training team continues to offer classroom and in situ training to clinical and 

administrative staff, helping to improve data quality at the point of entry. We have a range of 

data quality reports used in operational meetings to identify and correct any potential data 

quality issues. These reports include recommendations from the IST across 18 week referral 

to treatment, diagnostic and cancer pathways. 

 

NHS Number and General Medical Practice Code Validity 

 

West Hertfordshire Hospitals NHS Trust submitted records during 2014/15 to the Secondary 

Uses service for inclusion in the Hospital Episode Statistics (HES) which are included in the 

latest published data.  

 

Published data  Percentage of National average Percentage of National average 

http://www.cqc.org.uk/provider/RWG/registration-info#RA5
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records which 

included the 

patient’s valid NHS 

number 

(NHS number) records which 

included the 

patient’s valid 

General Medical 

Practice Code 

(General Medical 

Practice Code) 

Admitted patient 

care  

99.7% 99.2% 100%  99.9% 

Outpatient care 99.9% 99.3% 100%  99.9% 

Accident and 

emergency care 

98.2% 95.2% 99.9% 99.2%). 

 

 

Information governance assessment 

 

In 2014/15 the Trust reported a total of six Level 2 (reportable to the Information 

Commissioners Office) information governance breaches. No further action was taken by the 

ICO in relation to these reported incidents. 

 

The Trust‟s Information Governance Assessment Report score overall for 2014/15 was 67% 

and was graded „not satisfactory‟. We will work to improve our information governance 

assessment in 2015/16 through greater compliance with clinical record keeping standards 

and implementing a new Registration Authority (RA) system.  

 

Clinical coding error rate 

 

The Trust was subject to the Payment by Results clinical coding audit by the Audit 

Commission in 2014/15 which measures the accuracy of the data entered about a patient‟s 

stay in hospital. The error rates for diagnoses and treatment coding (clinical coding) are 

outlined below. 

 

Primary diagnoses errors 12% 

Of this: non-coder errors 

 coder errors 

8% 

4% 

 

Secondary diagnoses errors 32.1% 

Of this: non-coder errors 

 coder errors 

24.3% 

7.6% 

 

Primary procedures/treatments errors 5.1% 

Of this: non-coder errors 

 coder errors 

2.5% 

2.5% 

 
Secondary procedures/treatments errors 5.3% 

Of this: non-coder errors 

 coder errors 

5.3% 

nil 

 

In comparison to other trusts, we have a high proportion clinical coding errors relating to 

diagnoses but a low proportion of errors relating to procedures or treatments.  
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In response, we held feedback sessions with staff to improve the quality of information 

provided to clinical coders for accurate coding, in particular, we encouraged staff to provide 

a more specific diagnosis and to advise of any procedures not carried out. 

 

Training sessions were held for clinical coders regarding primary diagnosis definition, 

sequencing of codes, co-morbidities, chemotherapy regimens and the high cost drugs list. A 

department restructure has enabled regular audits of individual coders‟ work. 

 

 

5. Progress against national priorities  

 

The information outlined below sets out our performance against a number of national 

priorities which cover patient safety, experience and clinical outcomes. To allow national 

comparison, data is drawn from the Health and Social Care Information Centre (HSCIC). 

West Hertfordshire Hospitals NHS Trust considers this data is as described because it is 

from HES submitted data. The most recent figures available from the HSCIC are reported 

below. 

 

Indicator Measure From HSCIC 

  Most 

recent 

results 

for Trust  

Time 

period for 

HSCIC 

results 

Result for 

Trust for 

previous 

reporting 

year 

Best 

performing 

trust 

 

Worst 

performing 

trust  

National 

average 

SHMI rate 

Banding 2 

n/a 0.9056 1 Oct 13 to 

30 Sep 14 

1.0002  Not 

comparable 

Not 

comparable 

1 

% of patient 

deaths with 

palliative 

care  

n/a 29.5% 1 Oct 13 to 

30 Sep 14 

13.7% 49.4% 0% 25.4% 

Groin 

hernia
* 

Adjusted average 

health gain
 

EQ VAS 0.3 2013/14 0.1 4.0 -6.0 -1.1 

EQ-5D 0.1 2013/14 0.1 0.1 0.0 0.1 

Hip 

replacement 

primary* 
Adjusted average 

health gain
 

EQ VAS 11.2 2013/14 11.5 17.2 5.6 11.6 

EQ-5D 0.4 2013/14 0.4 0.5 0.3 0.4 

Oxford Hip 

Score 

20.1 2013/14 21.1 24.4 17.4 21.3 

Knee 

replacement 

primary* 
Adjusted average 

health gain
 

EQ VAS 6.6 2013/14 5.7 15.4 -1.5 5.3 

EQ-5D 0.3 2013/14 0.3 0.4 0.2 0.3 

Oxford Knee 

Score 

15.9 2013/14 14.6 19.8 10.4 16 

Varicose 

vein* 
Adjusted average 

health gain
 

Aberdeen 

varicose vein 

question-

naire 

-8.7 2013/14 -8.5 11.3 -16.8 -8.7 
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Indicator Measure From HSCIC 

  Most 

recent 

results 

for Trust  

Time 

period for 

HSCIC 

results 

Result for 

Trust for 

previous 

reporting 

year 

Best 

performing 

trust 

 

Worst 

performing 

trust  

National 

average 

EQ VAS -0.7 2013/14 -0.1 4.1 -7.7 -0.1 

EQ-5D 0.1 2013/14 0.1 0.2 0.0 0.1 

28-Day 

emergency 

readmission 

rate  

0-15 years 7.7 2011/12 7.54 0 14.94 10.23
+
 

16+ years 9.87 2011/12 10.11 0 41.65 11.45 

Responsive

ness to the 

personal 

needs of 

patients 

Overall score 74.8% 2014/15 74.1% 74.8%
^
 73%

^
 76.6% 

Access and 

waiting 

81.4% 2014/15 82.1% 82.4%
^
 78.6%

^
 83.8% 

Safe, high 

quality, 

coordinated 

care 

62.6% 2014/15 63.6% 63.5%
^
 58.7%

^
 65.5% 

Better 

information, 

more choice 

69.2% 2014/15 63.9% 69.2%
^
 64%

^
 68.9% 

Building 

closer 

relationships 

82.6% 2014/15 82% 84%
^
 80.2%

^
 84.6% 

Clean, 

comfortable, 

friendly place 

to be 

78.2% 2014/15 78.7% 80%
^
 73.7%

^
 80.1% 

Staff 

recommend

ation of the 

trust as a 

place to 

work or 

receive 

treatment 

n/a 53% 2014 57% 93% 36% 66% 

Patient 

recommend

ation of the 

trust as a 

place to 

work or 

n/a 89.2% 2014 94.4% 100% 40% 91% 
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Indicator Measure From HSCIC 

  Most 

recent 

results 

for Trust  

Time 

period for 

HSCIC 

results 

Result for 

Trust for 

previous 

reporting 

year 

Best 

performing 

trust 

 

Worst 

performing 

trust  

National 

average 

receive 

treatment  

Rate of 

admissions 

assessed 

for VTE 

n/a 96% 2014/15 96.5% 100% 88.2% 96.1% 

C difficile 

infection 

rates 

n/a 13.3 2013/14 21.8 0 37.1 14.7 

Patient 

safety 

incidents 

Number of 

incidents 

occurring 

3,045 01 Apr 

2014 to 30 

Sep 2014 

2,651 1,967 7,757 4399.49 

Incidents 

resulting in 

severe harm 

13 01 Apr 

2014 to 30 

Sep 2014 

24 1
+
 86

+
 22.79

+
 

Incidents 

resulting in 

death 

2 01 Apr 

2014 to 30 

Sep 2014 

3 0
+
 15

+
 4.9

+
 

Rate of 

severe harm 

or death as a 

percentage 

of all 

incidents 

0.49% 01 Apr 

2014 to 30 

Sep 2014 

1.02% 0.05% 2.97%
+
 0.63%

+
 

 
* Patient reported outcome measures (PROMs) 

+ All England data could not be found in HSCIC data so „large acute category‟ has been used. 

^ Hertfordshire and the south midlands area team average 

- HSCIC 2014-2015 Data is only available for Apr-Sep 14 – across all Trusts the numbers of completed linked questionnaires 

are very low so adjusted health gains are unreliable or unavailable. 

 

Actions to improve performance against national indicators 

 

To improve the quality of our services, we have taken the following actions: 

 Mortality 

As outlined earlier, in 2014/15 we established morbidity and mortality meetings to 

improve how we monitor and manage risks. We also reviewed our fractured neck of 

femur pathway which has led to reduced mortality. Continuing to reduce our mortality 

rates is a priority for 2015/16 (see section 3), this will include a focus on reducing the 

difference in the mortality rate for patients admitted at the weekend compared to 
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weekday admissions through extended senior clinical presence in the hospital at 

weekends in line with national seven day working commitments. 

 

 PROMs 

ADD 

 

 Emergency readmissions rate 

Changes to unscheduled care pathways in 2015/16 will help us to reduce the number 

of emergency admissions. Improving the flow of patients requiring unscheduled care 

will have a significant impact in improving the quality and safety of our care. We are 

establishing new clinically-led processes to review re-admissions to hospital within 

seven days, focusing on areas of concern. 

 

 Responsiveness to patient needs / NHS friends and family test 

We use staff and patient feedback to improve care and treatment for everyone using 

our hospitals. 

To make our hospitals a better place to work, we have launched „Listening into 

Action‟ which will empower our staff to identify and make changes which matter most 

to them. In 2014/15, we created an organisational wide recruitment and retention 

group – which focuses on how to improve retention, by improving our work place as 

well as reducing our vacancy rate. In response to staff suggestions, we have 

increased rates of pay for our permanent staff who undertake flexible „bank‟ shifts to 

reflect Agenda for Change rates. We have improved awareness of the staff discount 

and created a „staff zone‟ in our restaurants. We are also rolling out more water 

coolers and vending machines on wards. 

We continually monitor patient feedback to look at how we can make our hospitals a 

better place to receive care. Actions taken in 2014/15 in direct response to patient 

feedback included: 

• Improved pain care on a ward where patients told us this was an issue; 

• Patients with extended waits no longer need to pay extra to park; 

• Our ambulatory care unit now has a TV to make the area a more comfortable 

environment for patients; 

• Patients can now choose to have toast for breakfast; 

• Heat detectors have replaced smoke detectors in kitchens. 

 

 Venous thrombo-embolism (VTE) 

We undertake root cause analysis for all in-hospital acquired thrombosis to good 

effect. Cases are reviewed at each thrombo-anticoagulation panel meeting and 

appropriate action taken. Following review, some cases are escalated for 

consideration as „serious incidents‟ and full investigations and analysis is undertaken.  

 

 C diff 
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In line with best practice, we undertake a root cause analysis on every case to 

identify the causes and to explain what should be done differently to prevent an 

infection from happening again. All staff are required to undertake mandatory training 

in infection control and prevention, and we have a detailed action plan to ensure our 

infection control practices are in line with national guidance. The Board receives 

monthly reports on infection-control 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. 

 

 Serious incidents 

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. As a result of the serious incidents 

reported in 2014/15, we have made a number of changes to the way services are 

provided.  

 

We reported three „never events‟ (those very serious incidents which are considered 

unacceptable to ever happen) which related to an incorrect prosthesis and retained 

swabs. These never events were subject to intense investigation and scrutiny with 

action plans drawn up by inter-professional teams to make changes in practice to 

prevent these events occurring again. 

 

The top six serious incidents reported 2014/15 

Serious incident 

type 

Action 

Pressure ulcers  To ensure that all Waterlow risk assessments are accurately carried out in 

accordance with policy; 

 To ensure all patients are adequately informed regarding risk factors of 

developing pressure damage; 

 To ensure all documentation regarding pressure ulcer prevention is 

completed to a high standard; 

 Review Trust documentation to minimise repetition of documentation. 

Venous thrombo 

embolism – 

prevention and 

treatment 

We declared a thematic RCA on failures in complying with the venous 

thrombo embolism (VTE) prevention and treatment policy. An investigation 

continues. 

Unexpected death 

(note – this is not 

preventable death) 

Review the fracture neck of femur with clear guidelines to enable junior 

doctors to prescribe the correct pain relief; 

NEWS charts are a guide to help staff to recognise a deteriorating patient and 

should be adhered to at all times. However, staff should escalate if the NEWS 

chart does not appear to reflect the clinical condition of the patient they are 

assessing; 

Ensure that care records accurately reflect a patient‟s treatment and 

condition; 

ALERT training to be provided to SACH nurses to enable them to recognise a 

deteriorating patient; 

Remind staff of the tools in place to support and guide them (such as NEWS 

and sepsis bundle). 

Slips, trips and falls Review and update the falls prevention policy to include associated 

documentation; 
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Serious incident 

type 

Action 

Ensure that staff contact the falls nurse specialist at the earliest opportunity; 

Ensure staff are oriented to the ward at the earliest opportunity and, where 

possible, avoid moving patients to new areas overnight; 

To increase awareness of the risk of falling among mobile patients; 

Ensure that patients do not stay in hospital in an unfamiliar environment 

longer than is necessary; 

Ensure that the minor injuries unit and Herts Urgent Care have access to the 

same guidelines and policies as A&E. 

Information 

governance breach 

Remind staff to follow the IG guidelines and policy at all times when emailing 

personal identifiable information; 

Reinforce IG compliance via e-update and team/staff meetings; 

Create an IG intranet page, where information is readily and easily read for all 

staff to access; 

Review the corporate induction and mandatory training to demonstrate real 

life examples; 

Encourage line/senior managers to consider work-life balance of staff when 

managing workloads and delivery dates; 

Ensure staff have access to remote working to ensure secure working 

practices. 

Infection control  Ensure all staff are up-to-date with their mandatory training; 

Continue the deep cleaning programme; 

Continue daily and weekly infection control audits; 

Update polices to ensure that the women‟s and children‟s division is 

represented;  

Expand environmental audits to include the special care baby unit. 

 

 

 

 

 

 

  



48 

 

Annex 1: Statements from Herts Valleys CCG and Hertfordshire 

Healthwatch  
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.... continued 
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Healthwatch Hertfordshire’s response to West Hertfordshire Hospitals NHS 

Trust (WHHT) Quality Account 2015 

Healthwatch Hertfordshire is pleased to submit a response to WHHT’s Quality Account. 

Priorities for 2015/16 are simply and clearly stated with some key success targets and a 

responsible director for each priority. As many of the priorities are being carried forward 

for further work, progress from last year is also included.  

We congratulate the Trust on the work done to improve mortality rates over the last year. 

Reducing the 18 week referral to treatment waiting times is also welcomed though the 

Trust recognises that there is still work to be done in both these areas and they continue 

as priorities. 

The rise in emergency admissions over the winter and spring has impacted on the waiting 

times at the A&E department resulting in long and difficult waits for some patients and a 

build-up of ambulance crews. This is a priority goal for the Trust and we hope to see 

improvements in the near future. 

It is clear that the Trust has worked hard to collect patient feedback through a number of 

new initiatives and is using the ‘real time’ experiences to enable the organisation to 

respond and improve in a more timely way. The way complaints have been handled has 

also been a key focus for the Trust and we are pleased to see that this will continue as a 

priority. 

The Rose project to promote dignity at the end of life and the commitment to support 

staff caring for patients with dementia are particularly welcomed. 

The daily ‘Onion’ meetings show that the Trust is trying to provide a learning culture 

within the organisation where staff can bring concerns for discussion or offer ideas for 

improvements to the delivery of patient care. However it will be important to ensure that 

the Trust values and vision is communicated effectively to staff at all levels and that 

where agency staff are used that they understand and demonstrate this as well. 

We note the recent CQC inspections and feel confident that the Trust will be striving to 

make any required improvements and embedding the learning from those actions. 

We have been pleased to have been asked by the Trust to be involved in a number of ways 

to support improvements in patient experience and service quality including participation 

in key committees and patient groups, interviews for senior staff and being participants in 

the Patient Led Assessment of the Care Environment (PLACE) visits at Watford, St Albans 

and Hemel Hempstead Hospitals. 

Healthwatch Hertfordshire welcomes the partnership working and involvement that the 

Trust has with the ‘Your Care, Your Future’ (whole system review of health and social 
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across West Hertfordshire) and looks forward to supporting further improvements to 

patient care with WHHT in the coming year. 

 

 

Michael Downing, Chairman Healthwatch Hertfordshire, June 2015 
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Annex 2: Statements of directors’ responsibilities 

 

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 (in line with requirements set out in quality accounts legislation). 

 

In preparing the quality account, the directors are required to take steps to assure 

themselves that: 

 

 The quality account presents a balanced picture of the Trust‟s performance over 

the reporting period  

 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;  

 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.  

 

 

Chairman 

Date 

 

Chief Executive 

Date 

 

NB: sign and date in any colour ink except black 
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Annex 3: 2013/14 limited assurance report on the content of the quality 

reports and mandated performance indicators 

 

 << DN To be supplied by auditors >> 


