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1. Statement on quality from the Chief Executive 
 

This 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. 

 

Our quality and safety work in 2015/16 has been dominated by our response to the CQC‟s 

findings, following the inspection of our hospitals, which took place in April 2015.  While the 

official reports were not published for some months, we received some feedback while the 

inspectors were still with us and we began making changes to improve care immediately. 

 

Every day, our committed and skilled staff provide great care for thousands of people.  We‟re 

proud of what we do, but we know we can do better.  We do not always achieve the standards 

we set ourselves and we‟re determined to continue to improve. 

 

We have comprehensive plans to make our hospitals safer for our patients and better places to 

work.  The safety and quality of patient care is our top priority, and we expect the best possible 

clinical practice as a matter of course. 

 

We need to get the basics right, invest in our people and buildings, and be rigorous in 

monitoring ourselves.  We shouldn‟t be frightened of identifying failings, because that will enable 

us to continue to improve. 

 

We have made real progress, but there is plenty more to do.  We are one team; whilst every 

single one of us has a role to play, we can only succeed together.  This is how we will get out of 

special measures – by demonstrating that we are providing the very best care. 

 

We owe that to ourselves, our colleagues, our patients and the communities we serve. 

 

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 2015/16.  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.  I would also like to thank our partners, 

including Herts Valleys Clinical Commissioning Group and Healthwatch Hertfordshire, who have 

supported us with improving quality and patient experience over the past year. 

 

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

The Trust‟s new Chief Executives starts in July and you can write to her directly. 

 
Jac Kelly, Chief Executive 

@JacKellyNHS 

 

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

 

In April 2015 the Care Quality Commission (CQC) undertook a full inspection of our three 

hospitals.   Their reports were published in September 2015.    

 

Whilst our mortality rates are better than expected when compared to other acute hospitals, the 

CQC identified a range of significant concerns in relation to how we systematically ensure the 

quality and safety of our services, for all of our patients, every day.   The CQC were particularly 

concerned about staffing levels, organisational culture and staff morale, the quality and 

suitability of some of our facilities and our overall governance and risk management processes.   

 

Following the publication of the reports in September 2015, the NHS Trust Development 

Authority (now called NHS Improvement) placed our hospitals in „special measures‟.  This has 

provided extra help and support to make the necessary improvements to our services.    

 

We had already started to respond to the verbal feedback received from the CQC at the time of 

the visit.  However, following receipt of the full reports on the care provided by the Trust at our 

three hospitals we developed a comprehensive Quality Improvement Plan (QIP) under the 

following five key themes: (1) Our people, (2) Getting the basics right, (3) Patient focus, (4) 

Infrastructure and (5) Governance, risk management and decision-making.     

 

We have been making good progress in implementing more than 200 actions set out in our QIP 

and expect the majority to be completed by September 2016, which is the date for our CQC re-

inspection visit.  The QIP is a live document and we continue to add new actions or amend the 

original actions to ensure that we are prioritising the right actions in order to make the biggest 

difference to the quality and sustainability of the care that we provide.    

A monthly Oversight Group, chaired by the Trust Development Authority (NHS Improvement 

since April 2016), brings together all partners to review the progress we are making and identify 

ways in which partners can support us with our improvement journey. 

As well as our focus on the actions within the QIP, we have continued to take forward the 

„business as usual‟ quality improvement priorities that were set out in our 2015/16 Quality 

Account.     

This Quality Account summarises work in 2015/16 to improve quality and provides an update on 

progress against both our CQC Quality Improvement Plan and our 2015/16 Quality Account.   

For 2016/17, it sets out, in one place, our quality improvement priorities and ambitions for the 

year ahead. 
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3. Our vision, aims and 2016/17 corporate objectives   

 

Our vision is to provide the very best care to every patient, every day.   

We have set ourselves four key aims to help guide our work over the next few years. 

Aim One To deliver the best quality care for our patients  

Aim Two To be a great place to work and learn  

Aim Three To improve our finances  

Aim Four To develop a strategy for the future 

 

Underpinning these aims, our key objectives for 2016/17 are: 

 

AIM  OBJECTIVES  

AIM ONE: 
To deliver the best 
quality care for our 
patients  

To sustain our „better than expected‟ performance on two 
key mortality indicators - Hospital Standardised Mortality 
Ratio (HSMR) and Summary Hospital Mortality Indicator 
(SHMI).   

 

To meet all national standards.   

To improve patient experience. 

To improve our CQC rating and come out of „special 
measures‟.   

To agree and implement plans to improve our estate and  
Information Management and Technology.  (To bid for 

additional capital funding to support urgent improvements 

to our estate).   

AIM TWO: 
To be a great place 
to work and learn  

To improve staff satisfaction as measured by the national 
staff survey and „Listening into Action‟ temperature 
checks.  

To reduce staff turnover rates, vacancies and use of 
agency staff. 
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To ensure all staff have annual appraisals and personal 
development plans. 

To strengthen our clinical and managerial leadership.   

AIM THREE: 
To improve our 
finances  

To deliver our 2016/17 financial plan. 

To deliver our efficiency savings programme, including 
opportunities highlighted in the Carter review.  

AIM FOUR: To 
develop a strategy for 
the future  

To develop a clinical strategy and a strategic outline case 
to redevelop the Trust‟s estate.  

To agree a partnership strategy to support the long-term 
clinical and financial sustainability of our services.  

 

Our success will depend on the continued commitment of all of our staff to the delivery of quality 

care - we will support them in every way we can.  We will also listen carefully to what our 

patients and local residents tell us about how we can improve care and learn from our mistakes.  

We will work in partnership with our commissioners (Herts Valleys CCG and NHS England), 

with local councils and with other local NHS providers to make sure we deliver joined up care for 

our patients. 

 

4. Our services 

 

West Hertfordshire Hospitals NHS Trust provides acute healthcare services to a core catchment 

population of approximately half a million people living in west Hertfordshire and the surrounding 

area.  The Trust also provides a range of more specialist services to a wider population, serving 

residents of north London, Bedfordshire, Buckinghamshire and east Hertfordshire.  Overall, the 

population served by the Trust is relatively affluent, but there are some areas of deprivation.  

 

With approximately 4,500 staff and 350 volunteers at our three hospitals in Watford, St Albans 

and Hemel Hempstead, we are one of the largest employers locally. 

 

Hemel Hempstead Hospital  

 

The clinical services offered at Hemel Hempstead include: 

 Antenatal and community midwifery. 

 Outpatients. 

 Step down beds for patients. 

 Urgent care centre. 

 Medical care, including endoscopy and cardiac lung function testing. 

 Diagnostic support, including X-ray, CT, MRI, ultrasound and non-urgent pathology. 
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St Albans City Hospital  
 
St Albans is our elective, i.e. pre-arranged and non-emergency, care centre.  The clinical 
services offered include: 

 Antenatal and community midwifery. 

 Outpatients. 

 Minor injuries unit. 

 Elective and day surgery. 

 Clinical support, including X-ray, ultrasound, mammography and blood and specimen 
collection. 

 
Watford General Hospital  
 
Watford is the main site for emergency and specialist care.  The clinical services include: 

 Women‟s and children‟s services, including a consultant-led delivery unit, midwife 
birthing unit, antenatal and postnatal clinics. 

 Emergency care, including accident and emergency, acute admissions unit. 

 Ambulatory care unit, acute wards, intensive care unit, and emergency surgery. 

 Planned care, including outpatients and complex surgery. 

 Medical care, including cardiology, care of the elderly, dermatology, endocrinology-
diabetes, gastroenterology, haematology, neurology, respiratory, rheumatology and 
stroke. 

 Clinical support, including X-ray, CT, MRI, ultrasound, pathology, pharmacy, radiology, 
physiotherapy, occupational therapy and dietetic services 

 

 

5. 2015/16 Performance update  

 

Last year was a very busy year.  Our CQC Quality Improvement Plan included more than 200 

actions that we committed to delivering during 2015/16 and into 2016/17.  Our Quality Account 

had 23 priorities with 70 measures.  We delivered many of our commitments and made good 

progress in other areas.  However we did not achieve all of the standards we set ourselves.  

Notably our emergency care performance was below the expected standard and a real cause of 

concern over the winter months. 

 

This section of our Quality Account provides a summary of performance against some of the 

key measures that we set ourselves and an overview of the progress made in delivering 

improvements against the five key themes of our Quality Improvement Plan.  
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Table 1: Key national standards and local measures of success that we met  

 

MEASURES OF SUCCESS THAT WE MET  

PRIORITY WHAT WE SAID RESULT 

Continue to 
improve our 
performance on 
hospital mortality 

Reduction in cardiac 
arrests on wards 

Achieved 
50% reduction 
3 per 1,000 admissions (2014/15) 
1.4 per 1,000 admissions (2015/16) 

Improve sepsis 
screening and 
antibiotic 
prescription  

At least half of 
eligible emergency 
patients screened 
for sepsis 

Achieved 
Average for Quarters 2, 3 and 4 = 59% 

Achieve waiting 
time targets for 
planned care 

99% of patients 
requiring diagnostics 
get them within six 
weeks 

Achieved 
99.80% 
National results 98.2%, period April 2015-March 
2016 

Reduce reliance 
on agency staff 

Increase in the 
number of 
permanent staff who 
are registered with 
NHS Professionals 
and actively working 
on bank shift 

Achieved 
2014/15 = 8,432 
2015/16 = 8,748 
4% increase 

Ensure safe 
staffing levels 

Reduction in the 
number of ward 
(Band 7) supervisory 
hours lost each 
month due to 
shortfalls 

Achieved 
April 2015 = 31.4% 
April 2016 = 16.0% 

Improved 
information 
governance 

Reduction in 
information 
governance 
breaches 

Achieved 
Level 1:  
    2014/15 = 76 breaches 
    2015/16 = 49 breaches 
Level 2: 
    2014/15 = 6 breaches 
    2015/16 = zero breaches 

Improve our 
responsiveness 
to complaints and 
strengthen 
serious incident 
processes 

95% of serious 
incident 
investigations 
completed within the 
agreed timeframes 

Achieved 
100% within the agreed timeframe 
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Strengthening 
safeguarding 

Increase in the 
number of staff who 
complete 
safeguarding 
training 

Achieved 
 

2014/15 2015/16 

Adult level 1 78% 89% 

Adult level 2 70% 93% 

Children level 1 85% 90% 

Children level 2 83% 94% 

Children level 3 73% 95% 

 
February 2016 data 

Reduce rates of 
hospital acquired 
pressure ulcers 

80% reduction in 
grade three pressure 
ulcers 

Achieved 
Reduced by 80% 
 
No grade 4 ulcers for over two years 

Improve cancer 
waiting times and 
patient pathways 

Delivery against all 
cancer national 
access standards 
from July 2015 

Achieved 

 

WHHT 
result 

Target 
National 

result 

2-week wait 94.90% 93% 94.1% 

31 day - first 
treatment 

98.60% 96% 97.6% 

31 day - 
subsequent 
treatment - 
surgery 

97.30% 94% 95.6% 

31 day - 
subsequent 
treatment - 
drug 
treatments 

100% 98% 99.5% 

31 day - 
subsequent 
treatment - 
palliative 

100% 94% - 

62 day (GP) 87.10% 85% 82.4% 

62 day 
(screening) 

93.56% 90% 93.1% 

62 day 
consultant 
upgrade 

83.1% n/a 89.4% 

 

 Improve the 
quality and safety 
of maternity care 

Reduction in the 
midwifery vacancy 
rate 

Achieved 
Sep 2015 = 27.1% 
Mar 2016 = 20.6% 
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Implement 
„Listening into 
Action‟ to 
empower our 
staff to deliver 
better care  

Improved staff 
satisfaction and 
engagement 

Achieved 
The overall engagement score is 3.74, close to the 
national average for acute trusts of 3.79 - an 
improvement on the 2014 score of 3.68.  A key 
improvement has been in the number of staff 
saying that they look forward to going to work at the 
Trust.  This has risen from 53% last year to 58% 
this year.  We have also reduced the vacancy rate 
for Band 5 nurses from 32% in September 2015 to 
6.8% in April 2016, which has help to improved staff 
satisfaction and engagement.  However overall, the 
2015 survey presents an average picture for the 

Trust.  Alongside some positives, the report states 
"there is significant room for improvement across 
the board" and as a result, we will be implementing 
various initiatives such as our new starters 
reconnection sessions at 10 and 20 weeks, as well 
as continuing to develop our leaders and improve 
the work environment both physically and in terms 
of how people behave. 

 

 

Table 2 Key national standards and local measures of success that we did not meet 

 

MEASURES OF SUCCESS THAT WE DID NOT MEET 

PRIORITY WHAT WE SAID RESULT 

Never events Zero never events 
Not achieved 
Two never events 

Continue to 
improve Infection 
prevention and 
control 

Zero cases of MRSA 
Not achieved 
One case 

Continue to 
improve Infection 
prevention and 
control 

No more than 23 
cases of hospital-
acquired Clostridium 
difficile (improvement 
on 2014/15 rates) 

Not achieved 
28 cases 

Continue to 
improve our 
performance on 
hospital mortality 

Reduction in gap 
between weekday 
and weekend 
mortality 

Not achieved 

However, we have made improvements to both 

weekday and weekend mortality and the 

improvements overall have benefited the Hospital 

Standardised Mortality Ratio (HSMR) on 

weekdays and weekends and we have sustained 

this reduction. 

 

The HSMR compares observed deaths to 

expected deaths.  Put simply, ratios under 100 

mean there are fewer in-hospital deaths than 

expected.  

 

Our HSMR of 85.25 is lower than expected.  Our 

Trust compares favourably nationally and is the 

15
th

 lowest HSMR out of 136 non specialist trusts 

nationally (top 11%).  Within the East of England 

region we have the fourth lowest HSMR. 
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Improve our 
responsiveness to 
complaints and 
strengthen serious 
incident 
processes 

90% of complaints 
receive a response 
within one month 

Not achieved 
43.86%  

Improve sepsis 
screening and 
antibiotic 
prescription  

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

Not achieved 
Our performance for 2015/16 was 65% 

Transform 
outpatients 

Reduced hospital 
cancellations 

Not achieved 
No change between 2014/15 and 2015/16 
11.1% 

Improve the 
sustainability and 
quality of 
unscheduled care 

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 

Not achieved 
* 60.6% admitted to Stroke ward within 4 hours 
(national average = 59.8%, Q3 2015/16) 
 
* 79.2% of patients spend 90% of their time on 
the Stroke ward (national average = 84.4%, Q3 
2015/16) 

Improve the 
sustainability and 
quality of 
unscheduled care 

Ensure 85% of 
ambulance 
handovers happen 
within 30 minutes 

Not achieved 
76.30% 

Improve the 
sustainability and 
quality of 
unscheduled care 

Meet the national 4-
hour standard.  The 
NHS Constitution sets 
out that a minimum of 
95 per cent of 
patients attending an 
A&E department in 
England must be 
seen, treated and 
then admitted or 
discharged in under 
four hours.  This is 
commonly known as 
the 4-hour standard. 

Not achieved 
Our performance for 2015/16 was 85.90%. 
 
Underperformance was due to a number of 
factors, including high levels of delayed transfers 
of care and a lack of bed availability for admitting 
patients requiring inpatient care into the hospital. 

Reduce rates of 
hospital acquired 
pressure ulcers 

50% reduction in 
avoidable hospital 
acquired grade two 
pressure ulcers 

Not achieved 
Although we did not make the target of 50%, we 
did achieve a significant reduction of 41%.  
However, it worth noting that this 41% reduction is 
related to all grade two pressure ulcers and not 
just the avoidable ones.  We are starting to collect 
data on which grade two pressure ulcers are 
avoidable so that in future we will be able to 
measure the reduction for avoidable pressure 
ulcers separately. 
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Improve the 
quality and safety 
of maternity care 

Improvement in the 
number of women 
who would 
recommend our 
maternity services as 
part of the NHS 
friends and family test 

Not achieved 
Remained stable at 94% (national average 96%)  
 
In 2014/15 we did not collect positive response 
rates but net promoter scores, which is a different 
scoring system and therefore a direct comparison 
is not possible. 

Improve cancer 
waiting times and 
patient pathways 

Delivery against all 
cancer national 
access standards 
from July 2015 

Not achieved 
* 2 week wait - Breast symptoms = 88.8% 

  (target = 93% target) (National result 93.2%)  

Reduce reliance 
on agency staff 

Reduction in vacancy 
rate to 7% 

Not achieved 
Vacancy rate has fallen from a peak of 15.9% in 
April 2015 to 11.4% in March 2016.   
 
However, Band 5 nurse vacancy rate has fallen 
from a peak of 32% in September 2015 to 6.8% in 
March 2016. 

Reduce reliance 
on agency staff 

Turnover rate of no 
more than 12% 

Not achieved 
Rolling 12-month average was 15.6% for 2015/16 
Turnover three-month average has fallen to 
13.5% (March 2016) compared to 14.90% in 
December 2015.  
(16.0% Bedfordshire and Hertfordshire 
organisations) 

Reduce reliance 
on agency staff 

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

Not achieved 
Rolling 12-month average was 17.0% for 2015/16 
By March 2016, agency spend had reduced to 
15.3% down from 17% in December 2015 and is 
on a downward trajectory. 

Achieve waiting 
time targets for 
planned care and 
transform 
outpatients 

Sustained 
achievement of the 
national standards for 
planned care. 
 
Referral to Treatment 
Standards changed in 
year – the key 
measure now in place 
is that 92% of 
patients waiting to 
start treatment should 
have waited less than 
18 weeks.  This is 
known as the RTT 
incomplete standard.  

Not achieved 
91.3% vs 92% target 
However, 92% incomplete standard achieved for 
five months of the year 
Data: April 2015-March 2016  
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Improve the 
response rate to 
the NHS friends 
and family test 

95% of patients are 
likely or extremely 
likely to recommend 
our hospitals to 
friends or family by 
March 2016 

Not achieved 
Full year 2015/16 figures: 
Inpatients = 94.1% 
A&E = 94.2% 
Maternity = 94% 
Outpatients = 94.7% 
 

Ensure safe 
staffing levels 

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

Not achieved 
Clinical cover is in place daily to deliver this 
standard and previous audits have demonstrated 
that this standard is met within Medicine during 
weekdays.  However, further audits will be 
necessary to demonstrate that this standard is 
met within other specialities and at weekends. 

 

You can find a full summary of how well we performed against each of the 70 measures of 

success that we set ourselves in our Quality Account last year in Appendix 1.   Appendix 1 also 

contains progress against key national standards with data drawn from the Health and Social 

Care Information Centre (http://www.hscic.gov.uk/). 

 
 
 

6. CQC update and our CQC quality improvement plan  

 
6.1 A summary of the CQC findings 

 

The Care Quality Commission (CQC) visited the Trust in April and May 2015 and whilst their 

reports highlighted many areas of excellent practice, for example, the outstanding care we 

provide to children and young people, our innovative services for people with dementia and 

delirium, and the significant reduction we achieved in mortality rates, it also raised some serious 

concerns and highlighted a number of areas where significant improvements were required.  

 

The final CQC reports were published in September 2015.  Overall, the CQC found services 

provided by the Trust to be inadequate.  Hemel Hempstead was rated as „requires 

improvement‟ and two of our hospitals, Watford and St Albans were rated as „inadequate‟.  

http://www.hscic.gov.uk/
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The full reports are available on the CQC website (http://www.cqc.org.uk/) and the full ratings by 

hospital and service area are shown in Appendix 2.  

 

A summary of the CQC‟s findings about services at Watford, St Albans and Hemel Hempstead 

hospitals against the five CQC themes of safe, effective, caring, responsive and well-led is set 

out below: 

 

1) Ensuring services are safe  

The CQC rated the safety of our services as „inadequate‟.  They found that there was no 

systematic approach to reporting and analysis of incidents and management actions to 

prevent future incidents were inadequate.  There were staff shortages in some areas 

and an over-reliance on temporary staff.  Medicines were not always secure and some 

facilities were in a poor state of repair.  Major incident arrangements were not sufficiently 

robust.  

 

2) Ensuring services are effective 

The CQC rated effectiveness of our services as „requires improvement‟.  Clinical staff 

were not always able to access the information they required to support service 

improvement and some patient records were incomplete.  Formal supervision of staff 

was ineffective and staff did not follow clinical guidelines consistently.  Staff did not 

always adhere to legal requirements when caring for patients who lack capacity to make 

an informed decision or give consent (Mental Capacity Act).  

 

 

http://www.cqc.org.uk/
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3) Ensuring services are caring 

The CQC rated caring at the Trust as „requires improvement‟.  In most areas, staff 

treated patients with compassion, dignity and respect.  Caring in the children and young 

people‟s service was rated as outstanding.  Most patients spoke positively to the CQC 

about the care and treatment they received.  However, the maternity and outpatients 

services were found to need significant improvement.  

 

4) Ensuring services are responsive 

The CQC rated the responsiveness of our services as „requires improvement‟.  Patients 

spent longer in our emergency department than appropriate and their length of stay was 

too high.  The CQC found that our outpatient services were not organised around the 

needs of patients; too many appointments were cancelled and patients experienced long 

waiting times in clinics. 

 

5) Ensuring services are well-led  

The CQC rated the Trust as „inadequate‟ for being well-led.  In particular, risks were not 

managed effectively and governance processes were weak.  Incidents were not always 

reviewed in a timely manner and the CQC found that we did not adequately learn from 

them.  Following a significant period of change, our Board and executive were not a 

stable team and our vision and objectives were not well articulated or understood by all 

staff. 

 
6.2 Our quality improvement plan  
 

After the CQC inspection, we took the time to reflect and refocus.  We wanted to get to the root 

causes of some of the failings that the CQC identified and not just respond to the symptoms.  

We worked with our staff, health and social partners and other stakeholders to identify the 

changes that we believed would make the most difference to patient care and in October 2015, 

we launched our Quality Improvement Plan.  

 

Ideas and insight from our staff and other stakeholders helped to identify five improvement 

themes to help us to strengthen the safety, effectiveness, care and responsiveness of our 

services whilst improving how we lead and develop our organisation.  These themes are: (1) our 

people, (2) getting the basics right, (3) patient focus, (4) infrastructure and (5) governance, risk 

management and making informed decisions. 

 

This section of our Quality Account summarises the progress made against each theme during 

2015/16.  Our detailed plans and priorities for each theme for 2016/17 are set out in section 7 of 

this report. 

 

 

 

 

 

 

 

Our people  

 

Ensuring we have sufficient skilled, well-supported and happy staff is absolutely 

essential to the delivery of safe, high quality patient care.  We have worked hard to 

retain our current staff and to recruit new staff.  We have strengthened our 

leadership and now support our staff more effectively. We continue to work to 

engage and empower them in order to make our hospitals a better place to work 

and receive care.  
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We have made good progress in many areas, including:  

 

 Launching a new approach to engaging and unlocking the potential of staff called 

„Listening into Action‟ (LiA).  Following feedback from staff as part of LiA, we are now 

starting to work on improving facilities for staff.  We have opened a staff garden and 

have started the work to provide new rest rooms, hot food trolleys, water coolers and 

vending machines.  

  

 A concerted local, national and international recruitment drive which has helped us 

recruit nearly 300 new nurses to the Trust.   

 

 Putting a number of support mechanisms in place for new starters to help improve our 

„one year‟ retention rates including 10, 20 and 30 week reconnection group sessions, 

providing buddies for new overseas nurses and a tailored development programme 

including additional English language skills training. 

  

 Reducing our vacancy rate from 15.9% in April 2015 to 11.4% in March 2016.  Our 

Band 5 nurse vacancy rate has fallen steeply from 32% in September 2015 to 6.8% in 

March 2016. 

 

 Making it much easier to join our staff bank and increasing pay rates for specialist 

nurses in line with local rates across the East of England.  This has improved our „fill 

rate‟ in specialist areas.  We have also successfully encouraged staff to move from 

agency work to the staff bank and as a result, we are beginning to see our use of 

agency staff reduce. 

 

 Strengthening our support to student nurses – we have had a positive progress report 

from the University of Hertfordshire on our training environment, with 80% of students 

who trained with us taking up substantive posts at the Trust at the end of their 

training.  We have also had positive feedback from Health Education England in 

relation to the training and support we provide.  

 

 Developing a new Workforce and Development Strategy that sets out the practical 

steps we will be taking over the coming months and years to fulfil our aim to be a 

great place to work and learn.  

 

We need to make more progress in the following areas: 

 

 Mandatory Training – we have worked hard to ensure all our staff receive mandatory 

training in line with our policy.  However, our systems and processes to track 

attendance need to be strengthened and our online training system is poor.  We are 

over-reliant on face-to-face training and some staff have found it difficult to be released 

from clinical work to attend.  
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 Staff engagement, morale and team working is still not as good as we would like and 

continuing the work to address this is a priority for next year.  

 

 Maternity – we know we have not done as well as we would have liked and the number 

of births has declined.  We have recently appointed a new Associate Director of 

Midwifery and appointed to other senior posts and we will be working to build our 

reputation and increase the number of women who choose to give birth at the Trust. 

 

 Emergency care is an area where we have seen an increase in complaints due 

increased waits to be admitted.  We will be working with our partners to improve our 

systems over the coming year so that we can provide better care for our patients.  

 
 

 

 

 

 

 

 

 

 

 

 
We have made good progress in many areas, including:  

 

 #hellomynameis – We are proudly supporting the national "Hello, My Name Is..." 

campaign, helping to improve the hospital experience of all our patients.  The campaign 

helps to remind staff to go back to the basics and introduce themselves to patients properly, 

to improve patient experience. 

 

 Developing and rolling out new care plans to better manage patients‟ pain, nutritional 

needs, continence, falls, moving and handling, as well as care plans for confused patients, 

for those with diabetes and for end of life care. 

 

 Improving harm-free care – with excellent performance through the year, we significantly 

reduced pressure ulcers, falls, catheter-related urinary tract infections and new VTEs 

(venous thromboembolism) within our hospitals.  The risk of „New Harm‟ to our patients is 

now at 0.06% thanks to the hard work and vigilance of our staff, meaning that our „New 

Harm Free Care‟ figure this year is 99.04% - above a national average of 97.9% – so well 

done to the ward leaders and the „harm free care‟ Specialist Nurse Team who have made 

this happen! 

 

 Launching „Safety Huddles – these are briefings that increase safety awareness among 

front-line staff and help us as an organisation to develop a culture of safety. 

 

Getting the basics right  

 

We have started to change the culture of our organisation so that all staff feel 

responsible for getting the basics right – following clinical guidelines, maintaining 

patient records, administering medicines correctly, storing patient records and 

disposing of confidential waste in a secure manner and following health and safety 

policies.   
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 Improving medication administration, thereby reducing the number of missed doses from 

7.8% in early 2015 to 4.5% between June and December 2015.  

 

 Improving how we ensure patient records are kept safe and secure, with better adherence 

to policy and new lockable medical records trolleys and cabinets and confidential waste 

bins.  

 

 Improving security, with security staff and porters completing regular site checks and 

escalating concerns immediately if required; additional security measures are in place in 

maternity services to address specific CQC concerns.  

 

 Training new Best Interest Assessors1 which has resulted in increased uptake of mandatory 

training and improved understanding and compliance with the Mental Capacity Act.  

 

 Ensuring daily equipment checks are undertaken, as necessary and strengthening control 

and assurances.  

 

 Purchasing new equipment for maternity services. 

 

 
We need to make more progress in the following areas: 

 

 Training more Best Interest Assessors in order to implement the Mental Capacity Act 

(MCA), in particular the Deprivation of Liberties Standards which are an amendment to the 

MCA. 

 

 Although we have made good progress in reducing the number of VTEs, we need to 

ensure that VTE assessments are fully completed and appropriately documented for all 

patients.  

 

 

 

 

 

 

 

 

 

 

 

 

 

                                                           
1 Best Interest Assessors are qualified to assess, when a patient has been detained under the Deprivation of 

Liberty Standards, whether it is in the patient’s best interest that they should be detained in hospital (or other 

relevant organisation) as part of the statutory framework. 

Patient focus  

 

We need to put patients and patient experience at the centre of everything we do. Working 

with our health and social care partners, we have worked to improve access to our 

services seven days a week, reduce waiting times and cancellations and reduce length of 

stay. We have strengthened clinical leadership and started to change the culture of our 

maternity department to ensure women and their partners consistently receive caring and 

compassionate care.  We have continued to focus on ensuring our most acutely unwell 

patients get the very best care and we have improved end of life care and how we support 

the relatives and carers of people who have died.  
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We have made good progress in many areas, including:  

 

 Improving the care of our most acutely unwell patients ~ our new Hospital at Night team was 

launched in April 2015 and provides additional expert multi-disciplinary support to the wards to 

care for acutely unwell patients overnight.  A survey of junior doctors in the Trust found that 100% 

felt that the Hospital at Night had improved patient safety.  Our audits show that the number of 

cardiac arrest calls has reduced by approximately 50% from 3 per 1,000 admissions to 1.4 per 

1,000 admissions.  This success has involved a multi-faceted approach including the Hospital at 

Night, better scoring on the National Early Warning Score system (NEWS) and better 

resuscitation training including newly qualified doctors being required to do the Advanced Life 

Support course during their foundation year one training, ideally within their „preparation for 

practice‟ week.  We have also reduced transfers to ITU at night and reduced length of stay.  We 

have ensured all our ITU doctors are trained in the transfer of patients and made improvements 

to our respiratory service.  

 

 End of Life care ~ We have been nominated for a National Award for our Rose Project, launched 

during 2014/15, 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 to let staff know 

that the patient is nearing the end of their life. 

 

 Maternity ~ the key concern in our maternity department at the time of the inspection was high 

midwifery vacancies, poor staff morale, lack of team working and culture.  Clinical leadership was 

poor and there were key gaps in the senior midwifery team.  We have made the following 

improvements: 

o Appointed a new Clinical Director for the service and secured additional external senior 

expert leadership to the Division. 

o Reviewed consultant job plans and strengthened consultant input to labour ward. 

o Recruited several Obstetrics and Gynaecology consultants last year, reducing the 

vacancies down to 0.4 whole time equivalents. 

o Appointed a highly experienced and nationally recognised midwifery leader as our new 

Associate Director of Midwifery who joined the Trust in February 2016. 

o Filled all of our key midwifery team leader posts.   

 

 It will take time for the new team to drive forward the changes in culture required but we are 

already seeing benefits in improved staff morale and team working.  

 

 Patient flow / emergency care ~ performance against key national standards was significantly 

below the expected standard during the winter months and a real cause of concern for our clinical 

staff.  Patient experience was not what we wanted and we received an increase in complaints 

during February and March 2016, in particular.  However, we did deliver some of our planned 

improvements for the year including:  

o An increase in discharges before lunch – a new Workstation on Wheels (WOW) on our 

acute assessment unit has significantly reduced the time taken to dispense take-home 

medications for patients, speeding up discharge and improving patient experience.   
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o Improvements to the way we care for patients in our emergency department – with a new 

Queue Nurse to enable quicker handover from the ambulance service and better triage 

arrangements to ensure all patients are assessed on arrival.   

o Increased specialty support to our emergency department to ensure that patients have 

access to the right specialist expertise as early as possible in their care with us.  

 

 Stroke ~ Over the course of the last year, we moved from being in the bottom 6% (Grade E) to 

the top 52% (Grade B) out of 213 hospitals nationwide that are assessed for stroke care using 

the Stroke Sentinel National Audit Programme (SSNAP).  This is an audit that measures the 

quality of care that stroke patients receive throughout the whole care pathway up to six months 

post-admission in England, Wales and Northern Ireland and helps to benchmark services locally 

and nationally.  We now provide consultant cover on Saturdays and Sundays and run stroke 

prevention clinics at weekends.  We have also established an „early supportive discharge‟ team 

with our partners. 

 

 Outpatients ~ through our outpatient improvement programme we have made a number of 

improvements, including:   

o Changes to our telephone system which have meant that patients are now waiting 

significantly less time for their calls to be answered.  We also been able to reduce the 

amount of dropped calls. 

o Reviewing all our outpatient letters to ensure patients receive clear information about their 

appointment in a timely way. 

o Purchasing new seating. 

o Improved communication with patients when clinics are running late. 

o Reviewing demand and capacity and booking arrangements / clinic slots to reduce 

overbooking and reduce waits for appointments. 

o Introducing stronger controls to reduce short notice clinic cancellations. 

o Developing a new outpatient „dashboard‟ (suite of indicators) so we can clearly monitor 

performance across all of our sites and clinics to ensure that problem areas are identified 

and addressed more quickly.   

 

We need to make more progress in the following areas: 

 

 Improving emergency care and patient flow ~ this is a key priority for 2016/17 and we have a 

detailed emergency care improvement plan in place. 

 

 Improving our maternity services ~ we will continue to focus on this and we have a 

comprehensive maternity improvement plan in place. 

 

 Continuing to improve adherence to our „DNACPR‟ (Do Not Attempt Cardio Pulmonary 

Resuscitation) policy and to improve communication with patients and their families about 

this very sensitive decision. 

 

 There is a lot more work to do on improving our outpatient service.  This work will continue to 

be led by our outpatient improvement programme board.  
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We have made good progress in many areas, including:  

 

 Completing a necessary upgrade to the ventilation systems in an operating theatre at St 

Albans City Hospital (SACH) and improving staff changing facilities at SACH theatres. 

 

 Making improvements to our emergency department at Watford General Hospital, including 

new triage rooms and a new dedicated frailty unit for older patients with complex needs.  

 

 Continuing to address the backlog of maintenance and starting works to improve the 

resilience of our electrical infrastructure.  We also completed a detailed asbestos survey and 

updated our asbestos register. 

 

 Completing mortuary security improvements and commissioning external validation of air 

pressure levels. 

 

 Starting major projects to expand and improve endoscopy and diagnostics.  These projects 

are underway at Watford and are due to be completed by September 2016. 

 

 Starting to roll out WiFi for patients, staff and visitors across all our sites where possible. 

 

 Starting to roll out new computers as part of a £25 million investment into technology 

infrastructure which includes new clinical systems. 

 
 

We need to make more progress in the following areas: 

 

 Backlog maintenance and compliance priorities. 

 

 Improving the quality and appropriateness of our estate. 

 

 Finalising an outline business case to secure funding for a major redevelopment of our 

theatres at Watford General Hospital. 

 

Infrastructure 

 

We need to ensure we provide a safe, secure environment for staff and visitors. As part of 

our work to improve our buildings and facilities, we have strengthened our understanding 

of risk and priorities and started the process to secure additional investment for our longer-

term plans. We need to improve our information technology and systems that support 

patient care ~ our current systems are old and don‟t work well and are a real source of 

frustration for our staff.  
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 Developing an outline business case to secure funding to redevelop our emergency 

department facilities.  

 

 Working with Herts Valleys CCG to develop a strategic outline case for the long-term 

redevelopment of our „acute‟ estate, including coming to a final decision about the best future 

configuration of our services across west Hertfordshire.  We will work with HVCCG to 

develop a business case for the redevelopment of Hemel Hempstead Hospital.  

 

 If possible, securing additional capital resource so that we can make more progress more 

rapidly.  

 

 

 

 

 

 

 

 

 

 

 

We have made good progress in many areas, including:  

 

 A root and branch review and rebuild of governance processes and arrangements, including 

a new Integrated Risk and Governance committee to provide assurance that actions have 

been taken. 

 

 Assessing all high risks on the risk register and taking steps to improve and reduce risk 

wherever possible.  In April 2015, 33% of the 565 entries on our risk register were rated as 

very high or extreme risk, making it difficult to prioritise mitigating actions.  At the end of 

March 2016, this figure had reduced to 8%.  

 

 Strengthening board-level reporting of key quality and safety indicators, including ward level 

detail that allows the Board to understand variations in quality across the organisation.  

There is improved data and reporting in key areas including emergency care, stroke, 

therapies, cancer and outpatients.  

 

 Strengthening our serious incident process – we have eliminated the backlog of 

investigations and ensured robust ongoing monitoring of actions arising from serious 

incidents and have introduced new 45-day meetings to review progress. 

 

 Improving the complaints process – we introduced local resolution meetings and reduced a 

significant backlog in complaints that had built up over the previous year.  

 

 Developing and implementing a new clinical audit strategy, with improved tracking of audit 

completion and findings. 

Governance, risk management and making informed decisions 

 

We have been working to establish a culture in which all staff feel supported to 

continuously improve the quality and safety of patient care. We have improved how we 

manage risk at a corporate level and how we respond to and learn from complaints and 

incidents.  
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 Strengthening divisional leadership and ownership of quality improvement and risk 

management, including developing local action plans.  We undertook local „patient safety 

culture‟ assessments to check progress and identify future areas of focus.  

 

 Continuing to use the Test Your Care audit tool on both on adult and paediatric wards.  Test 

Your Care is a collection of nursing care indicators and patient experience questions which 

help us to monitor and improve standards of patient care.  The approach provides rapid 

feedback on nursing care and involves unannounced peer audits by senior nurses and an 

audit of records of 10 patients every month examining the achievement of these nursing 

care indicators.  These metrics measure our standards of record keeping for the core 

activities that we undertake for our patients and improve the nurse‟s ability to enhance the 

quality and safety of care.  It is a real-time data system and follows advice from bodies such 

as the National Patient Safety Agency, National Institute for Health and Care Excellence and 

the Royal College of Nursing.  

 

 

We need to make more progress in the following areas: 

 

 Reviewing and updating policies and clinical guidelines – we still have a backlog of policies 

that are overdue for review. 

 

 Continuing to strengthen and embed organisational learning from complaints and incidents. 

 

 Implementing robust „business as usual‟ processes to systematically track compliance with 

all key CQC fundamental standards of care.  

 

 Continuing to strengthen safety and quality reporting – improving Board and divisional 

oversight of a wider range of quality metrics at specialty level. 

 

 Strengthening our risk management and assurance processes in the environment division, 
including implementation of the premises assurance model. 
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7. Our quality priorities for 2016/17 
 

Our quality priorities for 2016/17 are grouped under our five improvement themes.  Where a 

priority is continuing from last year, we show how we have made progress during the year.  For 

all priorities, we set out our plans for the year and some quantifiable targets against which we 

will measure success and also describe how we will monitor progress. 

  

Theme One: Our people ~ we will develop and support our workforce.  Executive 
Lead: Director of Human Resources and Organisational Development. 

1 Implementing the Workforce Strategy 

  

Theme Two: Getting the basics right ~ we will continue to build a safety culture and 
relentlessly focus on reducing harm and delivering the very best outcomes for our 
patients.  Executive Leads: Medical Director and Chief Nurse. 

1 Sustaining our performance on hospital mortality 

2 Improving harm-free care 

3 Improving the identification and management of deteriorating patients 

4 Strengthening safeguarding 

5 Getting the basics right 

 
 
 

Theme Three: Patient focus ~ we will work to ensure our services are caring and 
responsive and designed to deliver the best possible experience for our patients.  
Executive Leads: Chief Nurse and Chief Operating Officer. 

1 Improving the quality, safety and efficiency of maternity care 

2 Improving the sustainability and quality of unscheduled care including emergency care, stroke, 
dementia and end of life care 

3 Improving the sustainability and quality of planned care 

4 Improving the quality, safety and efficiency of diabetes services 

5 Listening and learning 
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Theme Five: Governance, risk management and decision-making ~ we will 
continue to strengthen our governance, risk management and decision-making 
processes.  Executive Lead: Director of Strategy and Corporate Services. 

1 Strengthening Board leadership and governance  

2 Risk management, including incidents, serious incidents and never events 

 
 
 

Theme One: Our people 

 

 
Progress in 2015/16 

 We made good progress on reducing vacancy rates with concerted efforts on 

recruitment and reducing agency spend.  The vacancy rate has fallen from a peak of 

15.9% in April 2015 to 11.4% in March 2016.  Band 5 nurse vacancy rate has fallen from 

a peak of 32% in September 2015 to 6.8% in March 2016. 

 

 We have appointed a new safeguarding nurse who has joined the safeguarding adults 

team to further strengthen our efforts in keeping vulnerable people safe while they are 

with us. 

 

 We now have centralised monitoring of local induction, in order to make sure that 

temporary staff feel part of the West Herts team and understand our priorities. 

 

 We‟ve simplified our recruitment documentation and developed generic administrative 

job descriptions to streamline our processes and save valuable time.  We have also 

launched a new careers website. 

 

 There have been some key improvements in the Staff Survey: 

o Staff often/always look forward to going to work has improved from 53% in 

2014/15 to 58% in 2015/16 and is now above the sector average.  

o The number of staff who say their immediate manager takes a positive interest in 

their health and wellbeing is up, from 54% to 67% and is greater than the sector 

score of 65%. 

Theme Four: Infrastructure ~ we will work to ensure our estates and IT systems are 
sufficient to provide the best possible environment in which to deliver our services.  
Executive Leads: Chief Nurse and Chief Operating Officer. 

1  Improving the environment  

2 Improving the quality of our Information Management and Technology 
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o The score for staff feeling pressure from their manager to attend work when they 

had not felt well enough to perform their duties has improved from 30% to 25% 

and is less than the sector score of 29%. 

o Staff having had an appraisal/review in the last 12 months increased from 65% to 

74% but is lower than the sector score of 85%. 

o Staff agreeing that their immediate manager gives clear feedback has also 

improved from 56% to 59% this year and is now slightly above sector average. 

 

 However there continue to be challenges: 

o The percentage of staff believing that the organisation provides equal 

opportunities for career progression or promotion has decreased from 84% in 

2014/15 to 82% in 2015/16.  This compares unfavourably with the 2015/16 

national average of 87% and the best 2015/16 score for acute trusts of 96%. 

 

o The percentage of staff experiencing harassment, bullying or abuse from staff in 

last 12 months has increased from 27% to 29%.  This compares unfavourably 

with the 2015/16 national average of 25% and the best 2015/16 score for acute 

trusts of 16%. 

 
 

Priority 1: Implementing the Workforce and Development Strategy 2016-2019 
 

The one thing we can be sure of is that success depends on the continued commitment of all 

our people.  Whatever the future holds, we must provide clarity about our vision, our values, our 

ambitions and the type of organisation we aspire to be. 

 

In February 2016, the Trust Board approved a new Workforce and Development Strategy for the 

next three years, the overall purpose of which is to engage with and equip our workforce for the 

future.  

 
Four key pillars 
Our workforce and development strategy is built upon four key pillars of delivery:  

 

 Laying the foundations with the right people in the right roles, with the right leadership 
skills doing the right things, in the right way. 
 

 Helping us to recruit and retain a stable, competent, cost-effective permanent and 
temporary workforce that is agile and future-flexible. 

 

 Supporting our people by looking after their wellbeing, listening to and recognising 
efforts, creating a better place to work. 

 

 Developing our people with the knowledge and skills needed to do their jobs well and 
strengthening our leadership capability. 

 
What is our focus for 2016/17? 

We will focus on making sure that we have the right number of well-supported, well-trained, 

happy staff in the right jobs, which is fundamental to providing high quality care.  Our workforce 

strategy sets out 70 commitments, including: 
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 Ensuring our values are core to how decisions are made. 

 A Trust welcome that is truly welcoming - genuinely supporting new starters from home 
and overseas to succeed.    

 Ensuring our managers are recognising both work that has been done well and 
behaviours that demonstrate our values in action. 

 Embedding Listening into Action (LiA) so that „Big‟ conversations become lots of „little, 
often and local‟ conversations.  We will be doing „pulse checks‟ on a quarterly basis.  

 Securing the right medical, specialist and support staff where capacity and demand 
reveals a clear need.  

 Implementing our bullying and harassment strategy and zero tolerance. 

 Working hard to understand why people are leaving and what we can do better to retain 
them – before we receive the resignations. 

 
What will success look like?  

 Reduction in turnover to 12%. 

 Reduction in vacancy rate from 14% to 8%. 

 10% agency spend as a proportion of total temporary staffing cost. 

 90% of new starters will rate their joining experience as positive. 

 95% mandatory training compliance levels. 

 95% of staff have an annual appraisal and personal development plan. 

 Improved Friends and Family scores for “staff recommending the Trust as a place to 
work or receive treatment” (Baseline = 3.56, national average = 3.76).   

 
How will we monitor progress? 
We will monitor progress through: 

 The Workforce Integrated Performance Report. 

 Benchmarking our performance against the best. 

 Listening into Action feedback/pulse check. 

 Strong governance through regular reporting from senior work stream leads through to 
the Workforce committee. 

 
Responsible directors 
Chief Executive / Director of Human Resources and Organisational Development 

 

 

Theme Two: Getting the basics right 

 

Priority 1: Improving our performance on hospital mortality 

  

Mortality rates are the single most important indicator of how safe our care is.   

 

Progress in 2015/16 

We are proud to have sustained our reduction in the Hospital Standardised Mortality Ratio 

(HSMR) which compares observed deaths to expected deaths.  Ratios under 100 mean there 

are fewer in-hospital deaths than expected.  Our HSMR of 85.252 is lower than expected. 

                                                           
2
 HSMR date period between March 2015 and February 2016, which was the most up to date information at the time of 

writing 
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Our Trust compares favourably nationally, with the 15th lowest HSMR out of 136 non specialist 

trusts nationally (top 11%).  Within the East of England region we have the fourth lowest HSMR.  

 

We improved the percentage of returned mortality 

reviews containing graded statements of care by 

136% from an average of 19 reviews per month in 

2014/15 (pro rata figure based on four months‟ figures 

from December 2014 – March 2015) to an average of 

45 reviews in 2015/16. 

 

We improved compliance with mandatory 

resuscitation training, from 70% in March 2015 to 78% 

in February 2016.   

 

What is our focus for 2016/17? 

Sustaining our position as one of the best Trusts in the country for relative mortality rates is a 

key and continuing priority.  This year our focus is on: 

 Reducing hospital acquired VTE-linked mortality. 

 Improving our reporting of qualitative monthly mortality reviews across all specialities.   

 Improving compliance with mandatory resuscitation training through measures such as 

individual contact with managers of non-compliant staff and scheduled drop-in training 

sessions. 

 Reducing inappropriate resuscitations. 
 

What will success look like? 

 Sustained lower than expected mortality rates. 

 Fewer total potentially preventable deaths (Baseline = 8). 

 Fewer potentially preventable deaths in relation to hospital acquired thrombosis 
(Baseline = 5%). 

 Sustained percentage of returned mortality reviews containing graded statements of care 
(Baseline = average of 45 reviews per month). 

 30% reduction in inappropriate resuscitations. 
 

How will we monitor progress? 

We will monitor progress through the monthly Integrated Performance Report and bi-monthly at 
the Mortality Review group chaired by the Medical Director. 
 

Responsible director 

Medical Director 

 

 

Priority 2: Improving harm-free care 

 

Harm-free care is defined by the absence of pressure ulcers, harm from a fall, urine infection (in 

patients with a catheter) and new VTEs.  „Harm-free care‟ is a national programme to help NHS 

2015/16 target 

Reduction in gap 

between weekday 

and weekend 

mortality 

Not achieved 

Reduction in 

cardiac arrests on 

wards  

Achieved 
50% reduction 
3 per 1,000 admissions 
(2014/15) 
1.4 per 1,000 admissions 

(2015/16) 
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teams in their aim to eliminate these harms.  We have also considered a further three harms: 

infection, poor nutrition/dehydration and medication errors. 

 

Progress in 2015/16 

During 2015/16, we made considerable progress towards ensuring a harm-free environment for 

our patients.  We: 

 Delivered additional training on harm-free care to all staff. 

 Reviewed existing nursing documentation and implemented new procedures where 

necessary.   

 
Our 2015/16 performance is shown below: 

Indicator 
2015/16 
performance 

Target 

Harm-free care 99.04% 95% 

% of patients safety incidents which are harmful 15.60% n/a 

Medication errors causing serious harm 4 0 

% New Harms (Safety Thermo - New/All Harms) 28.30% n/a 

Pressure ulcers New Harms 40 n/a 

Falls New Harms 21 n/a 

Catheter and UTI New Harms 25 n/a 

VTE New Harms 32 n/a 

VTE risk assessment 91.20% 95% 

Clostridium difficile 28 23 

MRSA bacteraemia 1 0 

Never events 2 0 

Serious incidents 69 n/a 

 

What is our focus for 2016/17? 

All patients should expect to receive „harm-free care‟.  We have made excellent progress in 

2015/16 and are committed to continuing to improve our harm-free care to be “best in class”. 

 

Harm Progress in 2015/16 What will success look like in 
2016/17 

Hospital-Acquired 
Pressure ulcers  
 

 Reduced grade 3 ulcers by 
80%. 

 Reduced grade 2 ulcers by 
41%. 

 Ensured the Trust‟s BEST 
SHOT pressure ulcer checklist 
is available in clinical areas to 
enable staff to document care 
given. 

 Ensured SKIN champions are 

 Zero grade 3 hospital-acquired 
pressure ulcers. 

 60% reduction in hospital-
acquired grade 2 pressure 
ulcers. 

 Reduction on 2015/16 scores 
for monthly number of 
hospital-acquired pressure 
ulcers. 

 All adult inpatient areas will 
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3
 The NHS Safety Thermometer "Classic" allows teams to measure harm and the proportion of patients that are 'harm-free' from pressure 

ulcers, falls, urine infections (in patients with a catheter) and venous thromboembolism during their working day, for example at shift 
handover or during ward rounds.  This is a point of care survey that is carried out on 100% of patients on one day each month and is 
possibly the largest patient safety data collection of its kind in the world.  There are separate Safety Thermometers for medication, 
maternity, mental health and children and young people. 

 

active in ward areas and 
continue to provide educational 
days to skill up these 
individuals. 

achieve 95% and above in the 
tissue viability section on Test 
Your Care. 

 Remain below the national 
average in new pressure 
ulcers with the Safety 
Thermometer

3
. 

Falls  Launched a new Trust-wide 
Falls campaign – FALLSTOP. 

 Relaunched the Bone Health 
and Falls group, including 
appropriate clinicians and 
sufficient engagement. 

 Implemented new fall care plan 
and risk assessment 
documentation. 

 Ensured accurate recording of 
falls on Datix, the Trust‟s 
electronic incident recording 
system. 

 15% reduction in the number 
of reported inpatient falls and 
falls in harm. 

 A score below the national 
average for falls with harms, at 
the next national audit for falls 
in 2017. 

 95% score on the Falls 
module in the Test Your Care 
audit. 

 
 

Catheter 
infections 

 Implemented new care plans 
and continence assessments. 

 Launched Catheter passports. 

 Collaborated with the 
community to improve the 
quality of care. 

 95% on the Test Your Care for 
the continence module. 

 Catheter infections should not 
be a contributory factor when 
evaluating other harms. 

 Continued reduction in new 
harms in the Trust on the 
Safety Thermometer. 

 95% for harm-free care. 

Venous 
Thromboembolism 
(VTE)  (either a 
Deep Vein 
Thrombosis (DVT) 
or a Pulmonary 
Embolism found in 
the lung (PE) 

 Reduced overall number of fatal 

cases to from 30% in 2014/15 to 

8.5% in 2015/16. 

 Reduced overall number of 

potentially preventable cases to 

21.9% from 53.3% in 2014/15. 

 Reduced overall number of fatal 

cases within the potentially 

preventable category to 4.34% 

from 12% in 2014/15. 

 Updated all patient information 

leaflets. 

 Introduced and embedded the 

use of Intermittent Pneumatic 

Compression on the Stroke 

Unit. 

 Reduction in fatal cases on 

2015/16 numbers. 

 Reduction in potentially 

preventable cases on 2015/16 

numbers. 

 Reduction in fatal cases within 

potentially preventable 

category. 

 Completion of Trust-wide VTE 

audit. 

 Standardised mechanical 

methods of VTE prevention 

(i.e. anti-embolism stockings 

and Intermittent Pneumatic 

Compression device). 

 Implementation of electronic 
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VTE risk assessment forms on 

admission. 

Infection 
prevention and 
control 
 

 Had no cases of Clostridium 
difficile cross infection. 
Unfortunately we did not meet 
the 2015/16 MRSA bacteraemia 
and Clostridium difficile 
trajectories of zero and 23 
respectively.  We had one case 
of MRSA and 28 cases of 
Clostridium difficile. 

 Developed a Clostridium difficile 

infection reduction action plan. 

 Successfully managed two 

Norovirus outbreaks. 

 Updated a number of Trust 

policies dealing with infection. 

 Ensured infection prevention 

and control improvement was 

part of developmental projects 

(e.g. refurbishment of the 

Special Care Baby Unit and the 

new Endoscopy suite). 

 Improvement on 2015/16 

compliance with the hygiene 

code including: 

 95% Infection Prevention 

and Control training 

uptake. 

 100% IPC policies are 

reviewed and in date. 

 Key Infection Prevention 

and Control policies and 

practices audited quarterly. 

 Repeat self assessment of 

the Code of Practice 

(Hygiene Code) in 

September 2016 (Using 

the NHS Improvement self 

assessment tool). 

 Improvement on 2015/16 

Equipment, environmental, 

cleanliness and Test Your 

Care scores. 

 Zero cases of avoidable 

MRSA bacteraemia. 

 Compliance with the 2016/17 

target of 23 or less cases of 

Clostridium difficile infections 

 Improved antibiotic 

prescribing. 

 Improved patient isolation. 

 Improvement in the theatre 

discipline, environmental and 

equipment cleanliness. 

 Aim to complete all 

Clostridium difficile root cause 

analysis within 14 days of 

positive sample notification 

with lessons learned and 

shared widely. 

Nutrition and 
hydration 

 Installed Red trays and Red jugs 

in clinical areas to identify 

patients who require assistance. 

 Completed volunteer training in 

order to provide assistance to 

patients at mealtimes. 

 Completed training and 

competences for ward staff to 

enable nasogastric feeding. 

 Implemented a Nutritional care 

 95% for the nutrition module 
on Test Your Care. 

 Every patient will be weighed 
on admission to the Trust 
and then weekly and will 
receive appropriate 
interventions. 
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How will we monitor progress? 

For all harms, we will undertake monthly peer Test Your Care audits.  Infection Prevention and 

Control nurses audit practices quarterly.  Theatres undertake Test Your Cares audits monthly.  

Test Your Care checks are reported to the Fundamentals of Care panel through Quality and 

Safety group to the Safety and Quality committee. 

 

Responsible directors 

Medical Director / Chief Nurse and Director of Infection Prevention and Control 

 

 

 

 

 

plan. 

 Reviewed the NICE guidelines 

on fluids and hydration in order 

to implement these within the 

Trust. 

 Continued targeted training on 

wards in regard to MUST, our 

nutritional screening tool. 

Medication errors  Reduced the number of 

medication-related serious 

incidents from April 2014 - 

February 2016.  

 Reviewed all medication-related 

incidents, with themes / trends 

identified and reviewed monthly 

and quarterly. 

 Issued a monthly Medication 

Safety News bulletin to share 

learning regarding medication 

incidents.  

 Investigated medication-related 

incidents that were declared as 

serious incidents (SIs) to 

establish the cause(s) and to 

make recommendations on 

required actions to prevent or 

minimise the likelihood of the 

incident happening again. 

 Reduction in number of 
medication-related incidents 
on 2015/16 numbers (Baseline 
= 714). 

 Reduction in number of 
medication-related serious 
incidents on 2015/16 numbers 
(Baseline = 9). 

 Compliance with NHS 
England medication-related 
Patient Safety Alert 
recommendations. 
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Priority 3: Improving the identification and management of deteriorating patients 

 

Managing deteriorating patients well is crucial to saving lives.  In the UK, 44,000 patients are 

known to die annually from sepsis.  The national aim is to reduce sepsis-related mortality from 

30% to 20%.  

 

What is our focus for 2016/17? 

We want to improve care for patients with pneumonia.  In particular, we want to improve 

compliance with the use of care bundles.  A care bundle is a structured way of improving 

processes of care and patient outcomes.  It is a small straightforward set of evidence-based 

practices - generally three to five - that, when performed collectively, reliably and continuously, 

has been proven to improve patient outcomes.  

 

 

Harm Progress in 2015/16 What will success look like in 
2016/17 

Sepsis  Screened 59% of eligible 

emergency patients for sepsis 

against the 2015/16 target of at 

least 50%. 

 Developed a sepsis screening 

tool for use in the triage 

process, both for adults and 

children. 

 Identified sepsis champions 

within each department. 

 Decrease in numbers of 
deaths from severe sepsis. 

 Decrease in Summary 
Hospital Mortality Indicator. 

 Decrease in Hospital 
Standardised Mortality Ratio. 

 Sustained zero level of 
complaints which involve 
sepsis 

 100% of all emergency 
admissions to be screened for 
Sepsis. 

 95% of patients, who are red 
flag sepsis or severe sepsis, 
receiving antibiotics within an 
hour of screening. 

 Clinicians use the „sepsis 6 
bundle‟ (reminding them to 
give antibiotics within one 
hour). 

 Sepsis champions in the 
multidisciplinary team. 

Renal (including 
acute kidney 
injury (AKI)) 

 Implemented an AKI pathway. 

 Established an electronic 

warning system based on 

pathology results. 

 Implemented a quarterly 

discharge summary audit. 

 Established a new discharge 

summary to go to GPs, showing 

the stage of AKI, drugs 

prescribed, blood tests 

recommended and frequency of 

 Regular education sessions 

for junior doctors. 

 Two Grand Rounds focused 

on AKI. 

 A regular AKI group, with 

representation from 

biochemistry and pharmacy. 

 Regular audits. 

 New AKI nurse post to monitor 

all patients with AKI. 
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blood tests required. 

Pneumonia  Published guidelines and care 

bundles for the management of 

community acquired pneumonia 

(CAP) and hospital acquired 

pneumonia (HAP), now 

available for staff on the Trust‟s 

intranet. 

 Delivered regular lectures for 

junior doctors on the 

management of pneumonia.  

 Agreed protocol for rapid 

access to chest x-rays for 

patients when admitted with 

possible lower respiratory tract 

infections. 

 Additional training for junior 

doctors specifically in the 

interpretation of chest x-rays. 

 Improved compliance with 

„care bundle‟ documentation, 

i.e. care bundle paperwork will 

always available in all relevant 

ward areas, particularly A&E 

and the Acute Admissions 

Unit. 

 Wall posters in A&E and the 

Acute Admissions Unit, 

displaying the pneumonia 

guidelines. 

 Patients are on the correct 

antibiotics. 

 Consideration of risk factors 

for Clostridium difficile when 

prescribing. 

National Early 
Warning Score 
(NEWS) 

 National early warning 

observation chart is in place. 

 Adapted the chart for 

paediatrics and for maternity. 

 Full set of observations for 

every patient, at least twice 

daily, with prompt action taken 

and documented where 

necessary. 

 90% score on Test Your Care 

for completion of NEWS. 

Treatment 
Escalation Plan 

 Implemented Trust-wide 

treatment escalation 

documentation and now 

integrated in the new medical 

clerking proforma. 

 Ran an education and 

awareness campaign to ensure 

that all clinical staff are aware of 

the new documentation. 

 Included treatment escalation 

documentation as part of 

regular training for clinicians.  

 Treatment escalation plan for 

every patient. 
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How will we monitor progress? 

 

We will audit regularly for all areas of identifying and managing deteriorating patients. 

 

For Sepsis, we will continue to audit monthly screening.  We will audit the completion of the 

„Sepsis 6‟ bundle on coded notes for red flag sepsis and sepsis shock.  We will monitor how 

many clinicians have been educated on sepsis.  We will report quarterly on progress via the 

Sepsis panel and the Quality and Safety group.  

 

For Pneumonia, we will monitor progress via the Antimicrobial committee and through regular 

internal audits and participation in national audits. 

 

For the National Early Warning Score (NEWS), we will monitor observation charts monthly 

through Test your Care audits.  We will complete an annual Trust-wide NEWS audit on the adult 

inpatient areas. 

 

For the Treatment Escalation Plan, we will review treatment escalation plans and monitor 

regularly at the Resuscitation / Deteriorating Patient panel. 

 

Responsible director 

Medical Director 

 

 

Priority 4: Strengthening safeguarding 

 

Safeguarding is about protecting the most vulnerable patients and ensuring that we have the 

right systems in place.  Our commitment to this statutory requirement starts with our Trust 

Executive committee and the Trust Board, all of whom are compliant with both Safeguarding 

adult and Safeguarding children training. 

 

Progress in 2015/16 

2015/16 targets 

Increased 
numbers of 
staff 
completing 
safeguarding 
training 

Achieved: 
 

 

2014/15 2015/16 

Adult level 1 78% 89% 

Adult level 2 70% 93% 

Children level 1 85% 90% 

Children level 2 83% 94% 

Children level 3 73% 95% 

 
Data: February 2016 
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We have: 

 Re-established named professional 

safeguarding adults, children and 

midwifery safeguarding leads. 

 Updated / embedded many Trust 

safeguarding policies and 

programmes across the Trust (see Appendix 3). 

 Developed a Carer strategy. 

 Made Easy Read patient information accessible across the Trust. 

 Launched the national CP-IS (Child Protection-Information Sharing) project into our 

unscheduled care settings. Once fully implemented nationally, this will enable us to 

access information on out-of-area children who use our services. 

 

What is our focus for 2016/17? 

It remains a statutory requirement for the Trust to safeguard vulnerable adults and children and 

protect them from harm.  To that end we will: 

 Work closely in partnership with local agencies to progress business plans, 

recommendations and information-sharing systems. 

 Implement a Trust-wide Think Family action plan (cross-Government programme taking 

a whole family approach where there are complex needs). 

 Improve safeguarding knowledge by rolling out PREVENT training and delivering training 

in the Mental Capacity Act (MCA), prevention of Female Genital Mutilation (FGM) and 

prevention of Child Sexual Exploitation. 

 Ensure compliance with mandatory recording of FGM. 

 Review and update Safeguarding supervision, audit and training strategies. 

 

What will success look like? 

 95% for Level 2 and 3 adult and children training rates by June 2016. 

 95% MCA training rates by March 2017. 

 Decrease in safeguarding serious incidents and upheld safeguarding allegations. 

 Deprivation of Liberty Standards audits and increased compliance. 

 Updated Chaperone, Volunteer and Missing people policies. 

 

How will we monitor progress? 

We will monitor progress through the Trust Safeguarding panel and the Quality and Safety 

group. 

 

Responsible director 

Chief Nurse 

 

 
Priority 5: Getting the basics right 

 

1) Information governance 

 

Progress in 2015/16 

Completion of 
2015/16 
planned 
safeguarding 
work activities 

Achieved 
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In response to an external review of information governance (IG) systems and processes in 

December 2014, we made a number of changes to strengthen governance arrangements, 

communication and compliance.  We have: 

 Ensured that we have a comprehensive information governance framework and 

systems in place, managed through a newly established Informatics group. 

 Improved information governance awareness throughout the Trust, through a series 

of meetings to highlight key messages, including the appropriate methods for 

transferring person-identifiable information. 

 Instigated monthly audits of wards and departmental areas for compliance against 

IG requirements.  The results of these audits, including lessons learned from any IG 

breaches, are discussed with each area and reported to the Informatics group. 

 Improved mandatory training rates through a new process whereby Executive 

Directors are informed (and take action) when a member of their staff has not 

completed their mandatory training within the required period of time. 

 Installed new lockable records cupboards and purchased new locked confidential 

waste bins. 

 

What is our focus for 2016/17? 

Keeping patient and staff data safe is a fundamental duty and we will: 

 Ensure that appropriate controls and processes are in place. 

 Audit regularly to ensure that information is handled correctly and protected from 

unauthorised access, loss, damage and destruction. 

 

What success will look like? 

 Zero level 2 breaches (maintaining the standard achieved in 2015/16). 

 Audits of compliance demonstrating sustained improvement (Baseline = 49 level 1 

breaches). 

 

How we will monitor success 

We will monitor success through the Technical group, which reports to the Informatics 

group.  This reports to the Finance, Investment and Performance committee.  Information 

governance breaches are included on the weekly Performance Report and on the monthly 

Integrated Performance Report. 

 

Responsible director 

Chief Information Officer  

 
 

2) Record keeping and documentation 

 

2015/16 targets 

The most frequently used 

clinical documentation 

within the Trust will have 

been reviewed and 

updated where required 

Achieved 



38 

 

Documentation encompasses patient notes entries by 

medical and nursing staff, as well as the management 

of patient records, particularly on the ward. 

 

Progress in 2015/16  

Documentation and documentation management has changed and improved significantly 

within the last year through introduction of: 

 Generic medical clerking proforma in the form of a booklet, with prominence given to 

important documentation such as VTE risk assessment, treatment escalation plan 

and Do Not Attempt Cardio Pulmonary Resuscitation statements.  

 Many new forms and care plans.  Full details are in Appendix 4. 

 Locked trolleys to keep patient notes on the wards.  

 

What is our focus for 2016/17? 

Providing evidence that we plan and give appropriate care is a medico-legal requirement.  

We will: 

 Work to embed the new documentation process of risk assessments, nursing 

assessment proforma and care plans throughout the Trust. 

 Regularly review with nursing staff, the efficacy of the documentation and amend 

where necessary, to ensure that documents remain relevant and support best 

practice.  

 Embed maternity risk assessments and screening held within the records, across all 

areas of the service and with the multidisciplinary team. 

 Introduce an audit of medical record keeping programme at divisional and specialty 

level. 

 Continue to audit case notes monthly. 

 

What will success look like? 

 Test Your Care results to be 80% and above for all inpatient clinical areas. 

 Overall average Test Your Care score to be 85% (Baseline = 81%). 

 Medical record keeping audit programme in place.  

 Reduction in complaints that cite poor nursing documentation. 

 Reduction in Serious Incidents that cite poor documentation. 

 

How will we monitor progress? 

We will undertake monthly Test Your Care audits and an annual hospital notes audit and 

will report via the ward scorecard to the Quality and Safety group and Safety and Quality 

committee.  

 
Responsible directors 
Chief Nurse / Medical Director 

 

 

3) Medicines management 

 

Progress in 2015/16 

Audits will demonstrate 

increased compliance and 

enhanced data quality 

Achieved 
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We made progress in two key areas: 

 We reduced medicines not administered or signed for from 8.3% in 2014/15 to 4.5% 

in 2015/16.  This is as a result of regularly auditing to identify when prescribed 

medicine has been omitted or delayed and also holding Omitted Medicine summit 

meetings with representatives from divisions, with actions agreed collectively and 

implemented Trust-wide. 

 

 We piloted a new system of dispensing medication more quickly at ward level, as 

part of our „home by noon‟ initiative, thereby improving patient experience.  The pilot 

involved renting a Workstation on Wheels (WOW) as a mobile dispensing unit to 

improve turnaround times for processing.  This was made possible following the 

rollout of Wi-Fi to some areas across the Trust.  Results have shown that for nearly 

half of the patients in the pilot, the dispensing of medication to take away was 

completed in around 15 minutes, compared to around two hours previously.   

 

What is our focus for 2016/17? 

Managing medicines effectively and safely remains a priority to ensure the safe, effective 

and economic use of medicines for our patients.  We will continue to audit all adult inpatient 

areas monthly under Test Your Care and to share results with our clinical teams.  

 

What will success look like? 

 Further reduction in medicines not administered or signed for, as evidenced through 

quarterly Omitted medicine audits (Baseline = 4.5%). 

 Increased compliance of medicines storage, as evidenced through pharmacy audits 

every four months. 

 Workstations on Wheels extended to more clinical areas across the Trust. 

 

How will we monitor progress? 

We monitor progress through pharmacy-led audits and Test Your Care and through the 

Medicines Use and Safety panel and the Quality and Safety group. 

 

Responsible director 
Medical Director 

 

 

4) Medical devices  

 

Progress in 2015/16 

We have: 

 Implemented an upgrade to e-Quip, our medical device asset management software 

system.  We now have a database which tracks the location, maintenance 

requirements and maintenance record for each of the 11,439 items of equipment in 

the Trust and a further 2,000 items maintained for external clients.  The Trust‟s 

current compliance rate is 88% on reactive maintenance, which exceeds the 

national average of 80% compliance.  This does not include the Pathology 

Department‟s devices, which are recorded separately. 
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 Spent £5.1m on medical devices, including an additional magnetic resonance 

imaging (MRI) scanner for Watford General Hospital and we have continued with a 

rolling upgrade of other medical devices to improve both their efficiency and quality. 

 

What is our focus for 2016/17? 

Our focus is to ensure that we have the right equipment, properly maintained, in order to 

deliver safe and effective care.  Priorities this year include continuing with our: 

 Major programme of investment in medical devices (this is the third year of the 

programme). 

 Medical devices replacement programme 

 

What will success look like? 

 92% compliance rate on reactive maintenance for all medical equipment, ensuring 

location and maintenance are kept up to date.  

 Assurance that processes are working effectively. 

 

How will we monitor progress? 
We will audit regularly and monitor progress through the Medical Devices group, with 

compliance monitored by the Quality and Safety group. 

 

Responsible director 

Director of Environment 

 

 

Theme Three: Patient focus 
 

Priority 1: Improving the quality, safety and efficiency of maternity care 
 

Progress in 2015/16 

Following the CQC inspection in April 2015, we 

developed and implemented a maternity improvement 

plan, to address the concerns identified.  Progress 

includes: 

 Closing the private obstetrics service. 

 Improving continuity of care for women in 

labour by (1) reviewing job plans for our 

obstetric team, (2) moving from four-hour to 

six-hour consultant „shifts‟ on labour ward, (3) 

introducing seven-day ward rounds on gynaecology wards for all patients and (4) 

introducing a new perinatal mental health service. 

 Strengthening our midwifery leadership team by recruiting substantively to vacant senior 

midwifery posts, including a new Associate Director of Midwifery, Education Lead 

Midwife, Lead for Complex Needs and a Patient Safety Midwife.  Recruitment for a 

Bereavement Lead Midwife is ongoing 

2015/16 targets 

Increase in consultant 

cover to the labour ward 

Achieved 

Reduction in the 

midwifery vacancy rate 

Achieved 

Maternity improvement 

plan in place and 

implementation 

commenced 

Achieved 
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 Improving governance and risk management by introducing „safety huddles‟ (daily 

meeting of the multidisciplinary team), learning lessons from complaints and incidents 

and introducing security training. 

 Undertaking „temperature checks‟ to measure staff engagement followed by a series of 

Listening into Action (LiA) sessions to understand staff issues and frustrations.  We then 

addressed the issues raised by introducing a Women‟s and Children‟s Services 

newsletter, clinical message of the week, staff rooms, food trolley to visit each floor and 

utilisation of the handover period to disseminate key messages from risk, incidents, 

complaints and serious incidents. Responses in our February „temperature check‟ 

showed that clinical staff engagement had improved.  

 

What is our focus for 2016/17? 
We want to provide the best possible care for women and babies during pregnancy, birth and in 

the immediate postnatal period.  We want to improve patient experience and increase public 

confidence in maternity services at the Trust.  We will do this by: 

 Reviewing our service, in line with the National Maternity Review (March 2016). 

 Undertaking antenatal clinic service redesign for an improved patient pathway. 

 Reducing the intervention rate in labour, including reducing emergency c-section rates. 

 Ensuring full implementation of the reducing stillbirths care bundle. 

 Relaunching our birth centre service with improved pathways. 

 Improving the information we give about our services, i.e. web page updating, virtual 

tour, better information leaflets in appropriate forms. 

 Setting up a „birth afterthoughts‟ service for women who have had very difficult labours to 

help women understand their birth experience. 

 Offering an outpatient induction pathway:  This is where, for low risk women, induction is 

commenced in the unit and women return home to await events.  This has proved very 

positive.  

 

What will success look like? 

 Increase in the number of women who would recommend our maternity services as part 

of the NHS Friends and Family test. 

 Reduction in the rate of caesarean sections. 

 Continued reduction in number of stillbirths. 

 Improved staff satisfaction and engagement.  

 

How will we monitor progress? 

We will monitor progress through the Maternity Improvement Plan with monthly reports to the 

Quality and Safety group.  

 

Responsible Directors 

Chief Nurse / Medical Director 
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Priority 2: Improving the sustainability and quality of unscheduled care, including stroke, 

dementia and end of life care 

 

1) Emergency care 

  

Emergency care performance continues to be 

significantly below where we want it to be.  During 

2015/16, we have worked with the national 

Emergency Care Improvement Plan to undertake 

a top to bottom system-wide review of what we 

can do to improve performance and what system 

improvements are required. 

 

Strong system working and support to ensure that 

patients, who no longer need acute medical care, 

can be discharged in a timely way, will be 

essential.  Our success is dependent on the 

success of the whole system.  

 

Progress in 2015/16 

Progress in the Emergency Care Improvement 

Plan includes: 

 Providing a Queue Nurse to support more 

timely ambulance handover. 

 Speeding up patient discharge through our „Home by noon‟ project, which includes 

dispensing medicines to take home much more quickly, using our new WOWs 

(workstations on wheels). 

 Providing enhanced medical cover at weekends to ensure appropriate care and 

support discharge. 

 Implementing specialist in-reach to the Emergency Department (ED).  This is where 

different specialities provide clinical support to the ED clinicians.  This has reduced 

the time needed for specialist assessment and has improved performance – i.e. 

moving us nearer to meeting our targets.  The Cardiology and Respiratory services 

are now providing in-reach support. 

 Implementing regular board rounds with the nurse and doctor in charge of ED and 

these are incorporated as part of the standard operating procedure for ED shift co-

ordination. 

 

What is our focus for 2016/17? 

Failure to meet the key emergency care standards has a significant adverse impact on 

patient experience and outcomes, staff morale and the Trust‟s financial position.  Improving 

performance is therefore a key priority for the organisation.  We have a detailed emergency 

care improvement programme in place that sets out the key actions we plan to take during 

2016/17, including:  

 

2015/16 targets 

Increase the number of 
people discharged before 
midday each day and 
reduce delays for patients 
waiting for medications to 
take home 

Not achieved 
2014/15=20.0%, 
2015/16=19.4% 

Increase the proportion of 
weekend discharges by 
30% 

Not achieved 
2014/15=17.0%, 
2015/16=16.4% 

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

Not achieved 
2014/15=1438,  
2015/16=1466 

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

Achieved 
2014/15=4237,  
2015/16=4176 

Ensure that 85% of 
ambulance handover 
happen within 30 minutes 

Not achieved 
76.30% 

Meet the national 4-hour 
A&E standard 

Not achieved 
85.90% 



43 

 

 Implementing a „Twilight Hospital‟ project to better align clinical staffing and support 

resources to the early evening peak in emergency care activity.   

 Opening a new Frailty Service providing specialist multi-disciplinary care within a 

separate area for our most frail and complex patients. 

 Continuing to embed the SAFER patient flow bundle on all medical wards.  The 

SAFER patient flow bundle is a standardised way of managing patient flow through 

hospitals.  If consistently followed (with minimal variation), the bundle will help 

improve patient flow. 

 
What will success look like? 

 Compliance with the national 4-hour A&E and ambulance handover standards from 

September 2016. 

 Reduction in formal delayed transfers of care and decrease in the number of 

„stranded‟ patients (i.e. patients in our hospital who are assessed as no longer 

needing acute care). 

 Fully embedded Frailty service with evidenced outcomes. 

 Fully embedded Twilight Hospital with evidenced outcomes. 

 Increase in number of patients discharged before lunchtime. 

 

How will we monitor progress? 

We will monitor progress against our Emergency Care Improvement Plan through our 

Emergency Care Task Force which is currently meeting weekly to drive progress and solve 

problems.  The System Resilience group will hold partners to account for progress on 

reducing delayed care and 'stranded' patients and other system actions needed to ensure 

the whole emergency care pathway is working effectively.  Emergency care performance is 

reported weekly in the Performance Report and monthly to Finance, Investment and 

Performance committee and Trust Board via the Integrated Performance Report.  

 

Responsible directors 

Medical Director / Chief Operating Officer  

 

 

2) Stroke 

 
Progress in 2015/16 
Our Stroke team is in the top 52% out of 213 hospitals in England, Wales and Northern 

Ireland, with a team SSNAP level of B for January – March 2016.  SSNAP is the Stroke 

Sentinel National Audit Programme, a prospective audit that measures the quality of care 

that Stroke patients receive.  The 44 performance indicators are grouped into 10 domains 

and the scores in the domains are used to give a total score.  Given that a year ago, our 

score was an E and in the bottom 6%, we have come a long way. 

 

However, we have had a drop in total performance compared to the September – 

December 2015 quarter, when our team SSNAP level was A. 
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The main area of below average performance was in the Stroke unit domain which covers 

the percentage of patients directly admitted to the Stroke unit within four hours and the 

percentage of patients spending 90% of their stay on the Stroke unit.  This is partially due to 

the busy state in which the hospital has been in recent months and also the unit being shut 

for a few days earlier this year due to a norovirus outbreak.  This is the main domain which 

had a significant effect on our score. 

  

For all the other domains where we did not maintain our performance in the last reporting 

quarter or where we declined in performance, we are currently investigating the causes and 

drawing up action plans, the implementation of which will make a positive difference over 

the coming months. 

 

Although it is disappointing that we did not manage to sustain our SSNAP team level of A, 

in the context of the last 18 months, our overall results are encouraging, especially as we 

maintained and even improved our performances in some domains.  

 

We now have seven-day: 

 Consultant ward rounds. 

 Transient ischaemic attack (TIA) review - a 

consultant reviews high risk patients. 

 Therapy provision in all adult inpatient 

areas 

 

We made improvements within stroke therapy.  

We worked with our partners, Hertfordshire 

Community Trust and Hertfordshire County 

Council, to align our therapy assessments and 

improve handover of care at discharge. 

 

What is our focus for 2016/17? 

We want to continue improving patient experience, outcomes and performance against key 

standards.  We have been commissioned by Herts Valleys CCG to provide a hyper acute 

stroke service for local residents.  This new development will improve staffing ratios for 

nurses and therapists and will ensure specialist expertise is available on-site, seven days a 

week.  We are aiming to have the full hyper acute stroke service in place from April 2017. 

 

Herts Valleys CCG has asked us to develop a new model of working with Hertfordshire 

Community Trust to support a more integrated service across the whole stroke pathway.  

 

There is clear evidence that this way of working will lead to reductions in mortality, 

improved quality of life outcomes following a stroke and cost savings as a result of reduced 

length of stay. 

 

What will success look like? 

 Top quartile performance when benchmarked nationally for stroke patients 

admitted to the stroke ward within four hours (Baseline = 60.6%). 

2015/16 targets 

Stroke therapy notes 
used in West 
Hertfordshire are aligned 
across the pathway 

Achieved 

Documentation pathway 
in place 

Achieved 

Admit 90% of stroke 

patients directly to the 

stroke ward 

Not achieved 

Ensure that eight out of 

10 patients spend 90% 

of their time on the 

stroke ward 

Not achieved 
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 80% of patients spend 90% of their time on the stroke ward (Baseline = 78.9%). 

 Integrated pathway and “lead provider” model ready to implement from April 2017. 

 Full hyper acute stroke service ready to implement from April 2017. 

 Joined up rehabilitation pathway, including a model of „trusted assessment‟, with all 

patients having a co-ordinated care plan across acute and community services. 

 

How will we monitor progress? 

We will monitor progress through the Stroke Project Board and submit regular progress / 

exception reports to the Trust Board as part of the quarterly strategy updates.  Key Stroke 

standards are included within the Integrated Performance Report. 

 

Responsible directors 

Chief Operating Officer / Director of Strategy and Corporate Services  

 

 

3) Dementia 

 

The recent CQC report rated the Dementia 

care as outstanding and commented on the 

excellent care received on Bluebell ward 

and in particular our Delirium Recovery 

Programme.  This enables patients to return 

home much more quickly than previously, 

with 24-hour live-in care.  This has 

optimised cognitive/physical functioning and 

has significantly improved quality of care 

provision for patients and carers. 

 

Progress in 2015/16 

 We have consistently met locally 

agreed FAIR targets to Find Assess 

Investigate and Refer 95% of those 

with dementia. 

 The Delirium Recovery Programme has supported over 75 of the most physically 

and mentally frail people to return home with the initial support of a 24-hour live-in 

carer and avoided many care placements and also direct transfer from hospital to a 

care home. 

 We have continued to focus on improving the experience of carers as well as 

patients with dementia, with a large and increasing number of staff becoming 

dementia friends. 

 

What is our focus for 2016/17? 

Approximately 60-70% of hospital beds are occupied by people over 65 years and of these, 

40% will have dementia.  Therefore, at any one time, 25% of our beds are in use by people 

with dementia.  Making further improvements to our care for patients with dementia and 

their carers remains a priority.   

 
2015/16 target 

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

Achieved 

Achieving CQUIN target for staff 
training 

Achieved 

Improved documentation of 
behavioural management of 
patients prior to use of 
antipsychotics 

Achieved 

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

Achieved 

Reduction in the number of 
patient moves in patients with 
known dementia 

Achieved 
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What will success look like? 

 Maintaining our performance in identifying patients with cognitive 

impairment/dementia and signposting patients and carers appropriately. 

 Taking part in the National Audit of Dementia to benchmark ourselves nationally and 

identify further areas for development. 

 Dementia and Delirium outreach provided from Bluebell ward to other inpatient ward 

areas.  

 

How will we monitor progress? 

We will monitor progress through the Dementia Implementation group which determines the 

action plan for Dementia and reviews operational issues.   

 

Responsible director 

Medical Director 

 

4) End of Life Care 

 

The past two years, since the last bi-annual National Care of the Dying audit, have seen 

major changes in end of life care across the NHS and in our Trust.  Both the NHS and the 

charitable end of life care sector have phased out the Liverpool Care Pathway, a step which 

was recommended by the 2013 Neuberger review in its report More care, less pathway.   

 

Progress in 2015/16 

As a result of the action plan compiled after the last audit and the work of our 

Compassionate End of Life Care panel, we have made considerable progress, which 

includes: 

 Appointment of an Non-Executive Director and executive lead for end of life care. 

 Rollout of the Individualised Care Plan for the Dying Person. 

 Macmillan funding secured for an End of Life Educator post. 

 Participation in the 2015/16 National End of Life Care Audit.  This showed that 

doctors and nurses at the Trust were good at recognising when someone is dying 

and documenting this so that better and more appropriate care can be given.  Also 

that doctors at WHHT ensured that Do Not Attempt Cardio Pulmonary Resuscitation 

decisions were made, communicated and documented appropriately.  This was 

discussed with the family in 91% of cases (national average 78%).  

 

What is our focus for 2016/17? 

Although considerable progress has been made, there is still much work to be done to 

ensure that End of Life Care in the Trust meets all best practice standards.  This was 

highlighted in our CQC reports and further National documents and reports have been 

published compelling the NHS to do better.  Areas that we will be focusing on in the coming 

year, highlighted in the recent audit, include:  

 Implementation of EPaCCS (Electronic Palliative Care Co-ordination Systems) - a 

register recording the plan for end of life care, accessible by healthcare 

professionals across organisations. 
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 Advance Care Planning to help to give patients a choice about what happens to 

them at this difficult time. 

 Ensuring that our policies and procedures are in place and implemented effectively. 

 Identifying a suitable Advance Care Planning document that can be used by all 

clinicians. 

 

What will success look like? 

 End of Life Care strategy finalised and adopted by the Board. 

 Robust training programme in place so that our workforce is trained and confident in 

End of Life Care. 

 Successful implementation and monitoring of the Individualised Care Plan for the 

Dying Person (standard trajectory will be developed following a baseline audit). 

 75% of End of Life Care patients, known to palliative care, have or have been 

offered an Advance Care Plan. 

 Education programme, facilitated by the Trust‟s Macmillan End of Life Care Nurse 

Educator, will have been commenced. 

 Decrease in complaints around End of Life Care (Baseline = 3). 

 

How will we monitor progress? 

We will monitor progress through the Compassionate End of Life Care panel which reports 

to the Quality and Safety group. 

 

Responsible director 

Chief Nurse 

 

 

 

 

 

 

 

 

 

Priority 3: Improving the sustainability and quality of planned care 

 

Progress in 2015/16 

We are currently undertaking a major transformation programme in outpatients and during 

2015/16, we achieved the following: 

 New standard operating procedures. 

 Appointment of an Outpatients‟ Clinical Lead. 

 All staff roles reviewed. 

 SMS text message appointment reminders. 

 New data management procedures and 

strengthened patient tracking. 

 

2015/16 target 

92% incomplete 
pathway standard 

We achieved the 92% 
incomplete pathway 
standard for five 
months of the year. 

99% of patients 
requiring diagnostics 
get them within six 
weeks 

Achieved 



48 

 

We achieved the 92% Referral to Treatment (RTT) standard for incomplete (open) pathways 

from July to November 2015.  RTT is sometimes referred to as the 18-week RTT standard.  This 

is a national standard whereby the time to the first treatment should not exceed 18 weeks from 

the initial referral for at least 92% of patients on an RTT pathway. 

 

However, we had challenges around theatre capacity when we had to close Theatre 4 at St 

Albans City Hospital, with the temporary replacement theatre having lower capacity.  This, 

together with unprecedented levels of activity from winter pressures which resulted in the 

prioritisation of emergencies and combined with cancelled activity in response to the junior 

doctors' strikes, meant that we did not achieve the target for the remainder of 2015/16 or for the 

full year, where the overall performance was 91.3%.  This compares favourably to the 84.2% 

achieved in 2014/15. 

 

We consistently achieved and sustained the 99% diagnostic standard. 

 

We have developed a robust governance process for Cancer services.  Serious incidents, 

incidents, risks, complaints, peer review and Care Quality Commission plans are all now key 

items discussed in local, divisional and Trust meetings. 

 

We achieved six of the seven cancer waiting times standards, consistently achieving the 62 day 

cancer waiting times standard in each quarter of 2015/16, with our year to date performance 

standing at 87.1%. 

 

Standard 
2015/16 

performance 
Target 

2 Week wait - Urgent GP 94.9 93 

2 Week wait - Breast Symptoms 88.8 93 

31 Day - DTT to First Definitive Treatment at WHHT 98.6 96 

31 Day - Subsequent Treatment at WHHT - Surgery 97.3 94 

31 Day - Subsequent Treatment at WHHT - Drug Treatments 100 98 

31 Day - Subsequent Treatment at WHHT - Palliative 
Treatments 

100 94 

62 Day - Urgent GP Referral to First Treatment 87.1 85 

62 day - NHS Screening referral to First Treatment 93.5 90 

62 day  - Consultant upgrade 83.1 n/a 

 

 

What is our focus for 2016/17? 

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

starts within 18 weeks and that their outpatient care is timely and patient-focused.  This is part 

of the NHS Constitution and aims to ensure that patients are diagnosed and receive appropriate 
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care as soon as possible.  Patients referred for a possible cancer diagnosis should expect a 

service that meets best practice and meets the national standards.  Our focus is to: 

 Meet all national cancer waiting times standards. 

 Meet the referral to treatment standard. 

 Sustain our achievement of meeting the diagnostic waiting times standard.  

 Reduce the number of clinic appointments which are cancelled by the hospital within six 

weeks of the appointment.  The tolerance is 5% and we have a planned trajectory of 

reductions to March 2017. 

 

What will success look like? 

 92% of open pathways will be under 18 weeks. 

 99% of patients requiring diagnostic investigations will have their test within six weeks. 

 Achievement of the breast symptomatic two-week wait standard and sustained 

achievement of the other cancer waiting times standards. 

 No more than 3% of outpatient appointment cancellations are made by the hospital 

within six weeks of the appointment (Baseline = 5%, 2015/16 performance = 3.6%) 

 

How will we monitor progress? 

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

key performance indicators. 

 

Responsible directors 

Director of Operations for Elective Care / Chief Operating Officer  

 

 
 

 

 

 

 

Priority 4: Improving the quality, safety and efficiency of diabetes services 

 

Progress in 2015/16 

 During 2015/16, we: 

 Worked with Herts Valleys Clinical 

Commissioning Group (HVCCG) and 

Hertfordshire Community Trust (HCT) to 

develop an integrated model for diabetes care 

in west Hertfordshire, including an integrated 

database for our patients across the site.  This 

new database will reduce paperwork, facilitate 

electronic communication with our partners 

and be a powerful audit tool. 

 Established new blood glucose monitoring in 

the Trust.  

2015/16 targets 

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

Achieved 
2014/15 = 432 
2015/16 = 484 

Increased involvement of 
patients in decisions 
about their care and 
better support for 
patients to manage their 
diabetes at home 

Not achieved 

Improvement in diabetes 
awareness and training 
of staff 

Achieved 
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 Made all divisions more aware of diabetes and developed a protocol for clinicians on 

how to test for diabetes and what to do with the result. 

 Increased the involvement of patients in decisions about their care and, through the 

implementation of the Diabetes Care Plan, now have better support for patients to 

manage their diabetes at home.   

 

What is our focus for 2016/17? 

The number of people in the UK with diabetes is rising and will continue to rise, which has huge 

implications for the levels of care, services and support that will need to be provided.  The 2015 

National Diabetes inpatient audit has identified areas that don‟t meet best practice and 

development.  Our focus will be to: 

 Implement the integrated model of care for diabetes, together with our partners, HVCCG 

and HCT. 

 Improve the uptake of education programmes by newly diagnosed diabetic patients. 

 Complete an action plan to implement a joined up approach to the recruitment of staff 

within west Hertfordshire, including opportunities for staff to rotate between the hospital 

and the community. 

 Extend the integrated database to inpatients with diabetes and enable remote real-time 

communication with local GPs. 

 Ensure that Pathology results are automatically loaded into integrated diabetes system. 

 
What will success look like? 

 Completed joined up west Hertfordshire recruitment action plan. 

 Remote real-time communication with local GPs in place.  

 Pathology results available on integrated diabetes system. 

 

How will we monitor progress? 

We will prepare an action plan for implementation and will monitor progress through divisional 

meetings. 

 

Responsible directors 

Medical Director / Chief Nurse 

 

 

Priority 5: Listening and learning (patient experience surveys and complaints)  

 

The Trust‟s ambition is to provide “the very best care for every patient, every day”.  The term 

„patient experience‟ is used to describe those aspects of healthcare that do not relate directly to 

the treatment of an illness or injury, but can make all the difference to whether patients feel that 

they have been looked after properly.  We want to understand what we are doing well and what 

we can do better.  We are committed to listening to our patients, their relatives and our local 

communities, learning from what we hear and using the feedback to drive continuous 

improvements to our services.  

 

Progress in 2015/16 

As a result of patient feedback, we have made a number of improvements: 
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 Partners can now stay overnight on both the 

antenatal and postnatal wards. 

 We created a Triage poster which provides a 

pictorial signpost to women from 20 weeks of 

pregnancy who may have signs or symptoms of 

potential serious complications of pregnancy.  This 

was partly in response to women raising concerns 

regarding when to call the hospital and whom to 

call for issues other than labour. 

 We created a Twitter account, supported by a 

team of midwives, in response to women 

requesting access to consistent advice on current 

issues relating to pregnancy and childbirth.  The 

midwives also recognised the opportunity to 

provide education relating to public health and wellbeing through social media, as well as 

signposts to local services and support groups to a wider audience of women. 

 Patients asked for toast at breakfast but due to the type of fire detection system in place 

we were unable to provide this so by working with the Estates Team and Fire Safety 

Officer, the system was adjusted and toasters were introduced. 

 A number of our patients are frail and elderly and some do not have any family living 

locally so have few, if any, visitors – the Kissing it Better Charity, working with local 

schools and colleges, has set up weekly visits to the hospital by students to chat to 

patients and read to them or give them a nail or hand massage.   

 We have recently launched a Frailty service in the Emergency Department which 

provides an area, in which patients, identified as being frail, will be assessed and an 

appropriate treatment plan initiated and implemented.  The patient will then be 

transferred to an inpatient ward or discharged to an appropriate environment.  

 We have changed the way we assess patients in the Emergency Department and have 

introduced „intentional rounding‟, which ensures that all patients have hourly contact with 

staff. 

 In the Medicine wards, we have introduced the SAFER ward boards to assist with clear 

communication amongst the multi-

disciplinary team. 

 In the Intensive Care Unit (ICU) relatives felt 

they were not getting the right 

information – either conflicting, not 

enough and sometimes too much.  In 

response, we developed a 

communication sheet which all health 

professionals complete with the details of the 

latest information they have given to 

relatives.  That way, all health 

professionals are aware of what has 

already been communicated.  

 In response to relatives‟ feedback we have 

redecorated the ICU, including 

2015/16 targets 

An increase in the 
number of 
patients who give 
their feedback 

Not achieved 
Although there was a 
significant increase 
month by month for 
Maternity Friends 
and Family, this was 
not reflected for the 
Inpatients and A&E 
figures 

95% of patients 

are likely or 

extremely likely to 

recommend our 

hospitals to 

friends or family 

by March 2016 

Not achieved 
However, we did 
achieve at least 94% 
in the different 
categories. 

Listening to patients – a patient’s story 

Mr C said that he had had fantastic care 

during his admission. However, he said 

that the environment was poor and there 

was a lot of noise at night. 

 

What we did: 

Much work has taken place around „noise 

at night‟, either from patients or staff, also 

highlighted in our National Inpatient survey 

2015/16.  Processes have been put in 

place to ensure that patients are not 

moved late at night and ward phones 

switched to silent, and lights dimmed.  

Ssshhhh…..posters, supported by the 

Chief Nurse have also been placed on all 

wards and earplugs are handed out to 

patients during drug dispensing. All these 

have been set in place to improve the 

patient experience and to highlight the 

importance of a good restful sleep for our 

patients. 
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purchasing a hot drinks vending machine and TV and have purchased recliner chairs for 

relatives to stay overnight by the bedside for end of life care. 

 

We are proudly supporting the national "Hello, My Name Is..." campaign, helping to improve the 

hospital experience of all our patients.  The campaign helps to remind staff to go back to the 

basics and introduce themselves to patients properly, to improve patient experience. 

 

This year we have also been working to improve our complaints management processes - we 

have validated the data, eliminated a backlog of historic complaints and improved the time it 

takes us to respond to complaints.  We have 

introduced local resolution meetings – 

providing face-to-face meetings with families for our 

most complicated and sensitive complaints.  We 

have also been working to ensure that we learn 

from complaints – making sure actions are 

recorded on our risk management system (Datix) 

and tracked through actions to completion. 

 

Following a member of our staff being stuck in a lift 

and unable to hear the emergency bell 

because she is deaf, our Patient and Public 

Involvement Lead set up a panel in the Trust that could support patients (to whom this could 

have easily happened) as well as members of staff.  It was originally called the Let Me Hear You 

panel for the deaf and hard of hearing.  We were fortunate in having a member of staff who was 

very interested in supporting this as she is hard of hearing and partially sighted herself and she 

now chairs this panel.  It soon became apparent that we needed to include blind and partially 

sighted patients and staff and the panel is now the Let Me Hear You/See You panel.  The work 

of this panel dovetails into the Sensory and Physical Disability Group which was originally set up 

and chaired by Herts Valleys Clinical Commissioning Group.  It is now chaired by Healthwatch 

Hertfordshire and is called Healthwatch Hertfordshire (HwH) Sensory and Physical Disability 

Service Watch Group.  Our Patient and Public Involvement Lead regularly attends these 

meetings and we advise them of the work we are planning and carrying out so that it reaches a 

wider audience.  Some of the people on the HwH group attend our panel meetings so there is a 

good cross-fertilisation of information/working. 

 

We have also worked closely with Healthwatch Hertfordshire (HwH).  We asked them to 

undertake a review of the final response letters sent to a sample of 20 complainants, in order to 

identify good practice and see what improvements we had made in our final response letters 

between 2013 and 2015.  In May 2016, HwH attended our Trust-wide Complaints Learning 

Event and presented their findings, which are detailed in Appendix 5.  HwH also explained their 

role in the community and how they and the Trust can work together in the future.  We will fully 

implement the recommendations from the review by November 2016 and we have asked them 

to repeat the exercise again in 2016/17. 

 

What is our focus for 2016/17? 

Listening to patients 

Many patients attending appointments 

commented that it was difficult to know 

how long they would be, so did not know 

how much parking they would need, 

adding to their stress and anxiety.  

 
What we did: 

We now have posters displayed across the 

sites explaining that patients attending 

appointments need only pay the two-hour 

minimum charge, even if their appointment 

goes on for longer 
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We are currently developing a patient and carers‟ strategy that will set out our approach to 

ensuring that „listening and learning‟ is part of „our day in day out‟ approach to delivering the 

very best care for our patients.   

 

We plan to introduce quarterly patient experience reports for the Trust Board that provide 

regular feedback on progress, pulling together in one place the various sources of data on 

patient experience within the Trust.  

 

We will continue to improve our complaints management processes – the focus for the year will 

be on ensuring complaints are responded to within the agreed timescales and ensuring that we 

continue to build a culture of shared learning.  

 

With the support of Herts Hearing Advisory Service (HHAS), we will be: 

 Carrying out a hearing loop audit around the three hospital sites. 

 Purchasing personal hospital „hearing packs‟ for all wards and appropriate areas.  

These are small re-sealable bags that patients can use to store their hearing aids and 

other personal items such as glasses and dentures whilst they are in the hospital. 

 

HHAS members are also keen to work on a „pilot‟ ward to support patients who may be 

vulnerable in respect of loss of, for example, their hearing aids, glasses and teeth, using „visual‟ 

signs for their personal property (this will also support the Trust‟s constant financial claims for 

these items being lost).  This will make an enormous difference to the dignity and respect of our 

patients, who may struggle when their property is lost whilst they are in our Trust.  It will also 

support our staff, some of whom may also have these impairments. 

 

We want to learn from relatives/carers/friends who responded to a bereavement questionnaire 

and use that learning to improve our bereavement services in respect of communications, the 

Rose Project, advance care planning, organ tissue donation and proposed memorial services.  

To that end, we are setting up a focus group in the local community to enable people to talk 

about their personal experiences of what we did well/not so well for them and their relatives 

prior, during and after death.  We have also extended this focus group to representatives from 

external groups including bereavement organisations, funeral directors, religious 

leaders/communities, Viewpoint (local user involvement charity for people with mental health or 

drug and alcohol problems) and the Transgender community.  

 

What will success look like? 

 85% complaints responded to within agreed timescale. 

 95% upheld or partially upheld complaints have action plans documented in Datix.  

 95% of patients rating their experience as positive (Friends and Family Test scores).  

 A Board-approved patient and carers‟ strategy in place. 
 

How will we monitor progress? 

 Our Patient Experience group will oversee delivery of the Trust‟s patient experience 

strategy and will provide quarterly update reports on patient experience reports to the 

Safety and Quality committee.  

 
Responsible director 



54 

 

Chief Nurse 
 

 

Theme Four: Infrastructure 
 
 

Priority 1: Improving the environment  

 

The overall condition and suitability of our estate is poor and makes it difficult for our staff to 

always provide the very best quality of care.  Historic investment in maintaining our estate has 

been limited due to uncertainty over the future configuration of services and the expectation of 

whole scale redevelopment.  However, over the past two years we have invested more than 

£26m in improving the estate and addressing some of the highest risk issues.  We have made 

progress, but we recognise that there is still much work to do.  We have applied for additional 

capital this year to support this ongoing improvement.  The plans set out below are dependent 

on this additional capital funding being secured. 

 

Our soft facilities management service provider, Medirest, provides a wide range of support 

services including catering for patients and staff, domestic services, laundry and linen provision 

and pest control.  These services are an essential part of providing high quality care for our 

patients.  We work closely with Medirest to ensure that service quality is continuously monitored 

and to identify opportunities to continuously improve the quality and efficiency of service 

provided. 

 

Progress in 2015/16 

In 2015/16, we invested £10.7m in improving estate, including upgrades to operating theatres 

at St Albans City Hospital, new triage rooms for the Emergency Department at Watford 

General Hospital and improved mortuary facilities at Watford and Hemel Hempstead 

Hospitals.  In addition, we: 

 Continued to address the backlog of maintenance works required to ensure that our 

estate continues to provide a safe environment for the delivery of healthcare services. 

 Started works to improve the resilience of the electrical infrastructure. 

 Completed a detailed asbestos survey and reviewed and updated our asbestos register. 

 Started rolling out 

a programme to 

improve staff 

facilities, 

including better 

access to rest 

areas, vending 

machines and 

water coolers, in 

response to staff 

feedback. 

2015/16 PLACE score 

 Cleanliness 
Food and 

hydration 

Privacy, 

dignity and 

wellbeing 

Condition, 

appearance 

and 

maintenance 

WHHT 

2015/16 

94.02 80.53 77.71 83.54 

WHHT 

2014/15 

95.81 91.13 71.59 84.99 

National 

average 

2015/16 

97.57 88.49 86.03 90.11 
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 Began a major expansion programme to provide additional diagnostic and endoscopy 

facilities to meet growth in demand. 

 Increased environment audits of our wards, working with partners, including 

Hertfordshire Healthwatch and our Patients‟ panel.  

 

We continue to monitor closely, standards of cleanliness to achieve the standards required.  

Despite undertaking a considerable amount of improvement work, our most recent PLACE 

(patient-led assessments of the care environment) results were disappointing.  When 

compared to our peers we had performed only marginally better than last year and we are in 

the bottom 10% for PLACE results.   

 

What is our focus for 2016/17? 

Ensuring our hospitals maintain a clean, safe, appropriate 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.  We will focus on: 

 Improvements which enable us to deliver higher quality, safer care. 

 Implementing the premises assurance model (PAM) and action plan to provide the 

Board with assurance that we are effectively managing our risks and prioritising 

investment appropriately. 

 Making significant improvements to facilities so that we can benchmark favourably 
against similarly sized acute trusts. 

 

 

What will success look like? (*subject to capital funding availability) 

 „Outstanding‟ or „Good‟ grades in the PAM action plan, ensuring all areas initially rated 

„inadequate‟ are addressed. 

 Completion of the expansion of the Endoscopy/Bowel screening service at Watford 

General Hospital (WGH). 

 New MRI/CT commissioned at WGH to expand the range of services including CT 

coronary angiography and cardiac MRI. 

 New high voltage power generation system at WGH in order to improve efficiency and 

provide resilience. 

 Implementation of a planned maintenance programme to reduce the risk of failure in our 

critical infrastructure and utilities.  

 Completion of our interim estate strategy – clearly setting out our approach to 

maximising the performance of our estate over the next five years. 

 Completion of an outline business case for the redevelopment of theatre facilities at 

WGH and completion of a strategic outline case for the redevelopment of the Emergency 

Department at WGH.  Both of these will involve seeking additional funding from NHS 

Improvement. 

 Completion of a strategic outline case for the development of our estate (working jointly 

with Herts Valleys CCG), as the first step on the way to securing the required long-term 

investment. 

 Improved PLACE scores so that we are in the third quartile or better. 

 
How will we monitor progress? 
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The estates programme is substantial and complex and we are investing in additional 

programme management resource within the team to ensure that all work programmes are 

clearly mapped and tracked.  We will set up an Environment Steering group to monitor progress 

against the estates improvement programme and this will report to the Safety and Quality 

committee.  

 

Responsible directors 

Director of Environment / Director of Strategy and Corporate Services 
 
 

Priority 2: Improving the quality of our information management and technology  
 

We have two main areas of work: Information and Communications Technology (ICT) and 
Information. 
 
Progress in 2015/16 

We have made significant progress in the: 

 Deployment of new ICT infrastructure across the Trust, including the commissioning of 

new offsite data centres which will host Trust applications and provide business 

continuity and failover (automatic switching to a standby computer system to provide 

continuous availability and reliability). 

 Deployment of WiFi across the Trust.  This will enable mobile working for Trust staff, 

offering improved efficiencies and steps towards paperless working, for example, use of 

„workstations on wheels‟ to allow for mobile prescribing.  In addition, free WiFi access 

will be offered for our patients and visitors. 

 Rolling out of new devices (PCs, laptops and tablets) to our users. 

 Development of our Integrated Performance Report, with comprehensive suites of 

reports, now available to inform operational delivery of emergency and planned care and 

to support clinical decision-making.  This has included enhancements to:   

o Patient tracking lists and development of data quality reports to manage patient 

pathways prospectively. 

o Cancer information reporting (including Cancer Performance Dashboard (suite of 

indicators) and improved submission of Cancer Outcomes and Service Data set). 

 Introduction of ward/departmental compliance with information governance 

requirements. 

 
What is our focus for 2016/17? 

Transformation of the ICT estate is crucial to support the Trust in delivering enhanced patient 

and staff experience through improved decision support, agile and paperless working and 

support for integrated models of care.  

 

The Trust is working closely with local partners as part of Your Care, Your Future (west 

Hertfordshire‟s system-wide health and social care plan), to agree data-sharing models and to 

develop interoperable solutions to provide clinician access to support healthcare delivery across 

the full patient pathway.  Current initiatives include increasing the use of the Summary Care 

Record within the acute setting (Pharmacy, Care of the Elderly, Safeguarding) and the use of 

EMIS-Web for both community and acute diabetes care (single patient record). 
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What will success look like? 

 Completion of the ICT infrastructure transformation in late summer 2016.  This will 

include provision of WiFi across the Trust sites, deployment of new desktop and mobile 

devices, improvements to telephony to include video-conferencing.  

 Further development of mobile applications, leveraging the Trust-wide WiFi provision.  

This includes the use of mobile prescribing trolleys, electronic tracking of medical 

records and mobile access to clinical and decision support systems. 

 Fully developed plans for information sharing, in consultation with our local partners and 

in line with the priorities identified through Your Care, Your Future. 

 Evidence that an Information Governance (IG) culture is fully embedded in the 

organisation (reduction in IG incidents and improved IG audit results). 

 

How will we monitor progress? 

We will monitor progress through the Informatics group with progress/exception reports to the 

Finance and Performance committee.  

 

Responsible director 

Chief Information Officer 

 

 

 

Theme Five: Governance, risk management and decision-making 

 

Priority 1: Strengthening board leadership and governance  

When the CQC visited in April last year, they found 

that our board leadership and governance 

arrangements needed to be strengthened.  Overall, 

the CQC were not assured that our quality 

governance arrangements were operating 

effectively to ensure that all patients receive safe 

effective care. 

 

They also found that we were not always acting 

upon recommendations made by external bodies 

or audits to improve our services and we were not 

using data to drive service improvement as well as needed.  

 

Finally, major incident arrangements at Watford General Hospital were found to be not 

sufficiently robust. 

 

Progress in 2015/16 

We have worked hard to address the concerns raised by the CQC and have provided regular 

updates on progress to the Trust Development Authority (now NHS Improvement), CQC and 

 Appointment of a new 
substantive chief 
executive 

Achieved 

 Completion of 360 
degree appraisals for all 
Board members 

Achieved 

 Board Assurance 
Framework finalised 

Achieved 

 Governance 
arrangements reviewed 
against the well-led 
framework 

Achieved 
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other partners, through the monthly „Oversight‟ meetings that have been established as part of 

the special measures arrangements.   

 

We have: 

 Developed a new board assurance framework (BAF) which is regularly reviewed by the 

Board. 

 Improved our Integrated Performance Report to ensure that the Board has access to up 

to date, benchmarked data on performance against key performance metrics. 

 Strengthened our Emergency Preparedness, Resilience and Response (EPRR)  

through: 

 Implementing a full suite of plans and policies for emergency planning. 

 Running major incident exercises. 

 Running extensive CBRN (chemical, biological, radiological and nuclear) training 

and testing for the first time. 

 Delivering extensive training to priority red departments (Emergency Department, 

Intensive Care Unit, theatres). 

 

An external review of Board capability was undertaken in 2015/16 as part of our special 

measures support package.  The overall findings were positive, with recommendations for 

further improvement made in a number of areas.  We have already implemented many of these 

recommendations and have developed a clear action plan to address the remaining areas.  

 

What is our focus for 2016/17? 

Although we have made good progress in strengthening governance processes in 2015/16, we 

recognise that there is more work to do.  We will focus on: 

 Fully implementing the capability review recommendations. 

 Strengthening our Board and divisional processes by improving oversight of a wider 

range of quality metrics at specialty level, with improved benchmarking and exception 

reporting. 

 Strengthening our processes to meet the Trust‟s obligations under the Civil Contingency 

Act 2004 and NHS EPRR core standards. 

 
What will success look like? 

 All Capability review recommendations implemented and embedded. 

 Board Assurance Framework regularly updated, with evidence of improving risk scores.  

 Monthly integrated performance reports reviewed at specialty, division and Board level. 

 Positive external assurance of the Trust‟s obligations under the Civil Contingency Act 

2004 and NHS EPRR core standards. 

 

How will we monitor progress? 

Quarterly updates will be provided to the Trust Board.  

 

Responsible director 

Director of Strategy and Corporate Services 
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Priority 2: Strengthening risk management and quality governance 
 

When the CQC visited in April last year, they found that our risk management processes were 

not operating effectively to ensure that all patients receive safe, effective care. 

 

Safety was not a sufficient priority and our approach to reviewing, investigating and learning 

from incidents or complaints was inadequate.  

 

We did not always meet the requirements of Duty of Candour – a 

and there was a lack of ownership among some senior leaders in clinical teams. 

 

Progress in 2015/16 

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

unacceptable ever to happen), which related to Women‟s and Children‟s Services and to 

the Surgery Anaesthetics and Cancer division.  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. 

 

 We reported 69 serious incidents (SIs) in 2015/16.  This was a significant reduction from 

the 207 SIs reported in 2014/15.  This was largely due to better application of SI criteria 

in line with national guidance but is also a result of the significant reductions of hospital 

acquired pressure ulcers.  We have worked hard to strengthen our serious incident and 

incident reporting processes, eliminating the backlog of overdue serious incidents from 

previous years at the end of February 2016.  Since that time, 100% of serious incidents 

have been submitted to commissioners within the agreed deadlines.  The quality of the 

reports has improved along with the Trust performance, adherence to target dates and 

regular reporting to the Board.  We have also strengthened processes to track delivery of 

actions and shared learning from SIs.  

 

 We comprehensively reviewed and strengthened our risk management processes, 

providing a much clearer focus on the key corporate risks.  

 

 Number of risks on 

organisational risk 

register 

Number of risks on the 

corporate risk register with a 

risk score of 15 and above 

March 2015 565 183 (32%) 

March 2016 378 32 (8%) 

 

 We have implemented Duty of Candour for serious incidents with 100% compliance 

between October 2015 and January 2016.  In February and March there were two 

instances where Duty of Candour compliance was outside of the required 10 working 

days.  The Serious Incidents team now stipulates from the outset, the people with whom 

relevant members of staff are expected to make contact and the fact they need to do so 

within 10 working days. 
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 We updated our clinical audit strategy and implemented a database to track progress 

against planned audits and findings/improvement actions.  

 

 We have strengthened divisional ownership and clinical leadership for risk management 

and quality improvement and undertaken divisional „safety culture‟ surveys to track 

progress and support planning for 2016/17. 

 

 We achieved our trajectory for Health and Safety audits – 100% for clinical areas. Some 

areas will need revisiting and there will be a full report on the strengths and weaknesses 

during 2016/17.  We will start audits for non-clinical areas during 2016/17. 

 

What is our focus for 2016/17? 

Although we have made good progress in strengthening quality governance and risk 

management processes in 2015/16, we recognise that there is more work to do.  

 

Priorities for this year include: 

 Continued development of a „safety culture‟ within the Trust through divisionally-led quality 

governance processes.  Safety Culture surveys to be repeated in Quarter 4. 

 Implementing and embedding „business as usual‟ assurance processes for all CQC 

fundamental standards. 

 Addressing the backlog of Trust policies overdue for review and extending the central 

assurance process to include clinical guidelines.  

 Continuing to strengthen learning from incidents, especially moderate harm incidents and 

divisional root cause analyses. 

 Rolling out „Duty of Candour‟ to moderate harm incidents.  

 Continuing to implement and embed our clinical audit programme and processes. 

 Further development of risk management processes and further rollout of risk 

management training and awareness-raising. 

 Continue with monthly case note audits. 

 Piloting the Ward Accreditation Scheme in three wards with a view to launching it across 

the Trust next year.  The Ward Accreditation Scheme is a two-year quality improvement 

programme which builds on the Trust‟s existing ward scorecard and the Test Your Care 

nursing audit tool.  It aims to recognise wards which achieve the standards we have set, 

so that we can achieve continuous improvement in the quality of patient care that we 

provide.  

 
What will success look like? 

 90% green-rated components in CQC fundamental standards assurance framework. 

 95% completion of clinical audits against plan. 

 90% of policies updated, approved and published within due timeframe. 

 90% completion of data quality audits against plan. 

 95% serious and moderate harm incidents where Duty of Candour has been fully applied 

within 10 days. 

 Positive internal audit assurance of risk management procedure. 

 Follow up Safety culture surveys undertaken in all divisions. 
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How will we monitor progress? 

The Board and Safety and Quality committee will receive monthly updates on progress against 

key quality metrics.  We will continue to track progress through our „quality improvement‟ 

programme management process.  The Executive team meets on a bi-monthly basis to track 

delivery against key improvement milestones.  

 

Responsible director 

Director of Strategy and Corporate Services 

 

 

 

The remainder of this Quality Account is statutorily required technical information and appendices. 
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8. 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 quality governance arrangements 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 Safety and Quality 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 key performance indicators identified for 

2016/17, 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. 

 

8.1. Annual governance statement 
 

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

organisation and in order 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.  

 

8.2. A review of our services 
 

During 2015/16, West Hertfordshire Hospitals NHS Trust provided and/or sub-contracted more 

than 100 NHS services.  A detailed list is available on our website and services provided at our 

three sites are shown in Section 4 of this document.  

 

West Hertfordshire Hospitals NHS Trust has reviewed data available to it on the quality of care 

in all of these services. 

 

We paid £9.7m to other NHS providers for services including: 

 Pay - £1.95m (e.g. salary recharge). 

 Non-pay - £7.73m (e.g. NHS Blood and Transplant and other services) 

 

The cost of these NHS services represents 2.83% of the Trust‟s operating costs.  
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8.3. CQC registration 
 

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

Quality Commission.  The Trust is registered to provide: 

 Assessment or medical treatment for persons detained under the 1983 Mental Health 

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. 

 Treatment of disease, disorder or injury. 

 
8.4. Equality and diversity 

 
The Trust is committed to promoting a productive, harmonious environment that values 

diversity. We aim to be an inclusive provider of healthcare and to create an environment in 

which the services we provide and our workplace are free from unfair or unlawful discrimination, 

harassment or bullying and where the human rights principles of fairness, respect, equality, 

dignity and autonomy are upheld. 

 

All staff are responsible for ensuring that all patients, their families and their carers are treated 

equally and fairly and not discriminated against on the grounds of any of the nine protected 

characteristics under the Equality Act 2010, which are age, disability, gender reassignment, 

marriage and civil partnership, pregnancy and maternity, race, religion or belief, sex and sexual 

orientation, or for any other unjustifiable reason.  

 

Equality and diversity training is part of the Trust‟s induction process for new staff.  NHS 

England‟s 11 topics in the Core Skills Training Framework for mandatory training includes 

equality and diversity and all permanent, fixed term, bank and agency staff have to complete the 

equality and diversity training every three years.   

 

We have a comprehensive Equality and Diversity policy which is updated regularly and is 

accessible to all staff via the Trust‟s internal website. 

 

We use the NHS England Equality Delivery System 2 (EDS2) performance framework to help 

us monitor and improve the services we provide.  The EDS2 will help us to meet the Public 

Sector Equality Duty of the Equality Act 2010. 

 

EDS2 has four key goals: 

 Better health outcomes for all. 

 Improved patient access and experience. 

 Empowered, engaged and well-supported staff. 

 Inclusive leadership at all levels. 

http://www.cqc.org.uk/provider/RWG/registration-info#RA6
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
http://www.cqc.org.uk/provider/RWG/registration-info#RA5
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The system is now mandatory and in the NHS Contract, which means that wherever you go for 

NHS services they will be working towards the same set of equality, diversity and human rights 

goals.  

 

The Trust continues to analyse the effect of any policy, service or function on staff or patients 

from the nine protected characteristics.  An equality analysis is a review of a policy, service or 

function and aims to establish whether there is an impact on particular groups of staff or 

patients. In turn this enables the organisation to demonstrate it does not discriminate and, 

where possible, promotes equality. Our Equality Impact Analysis process allows us to establish 

whether there is a negative or positive effect or impact on particular protected group. 

  

We are committed to ensuring that all our patients are able to access services regardless of 

their background.  For example: 

 We provide support for non-English speakers, for those people for whom English is a 

second language and for those patients with a sensory impairment. Information on our 

interpreting services is available on our public website: 

www.westhertshospitals.nhs.uk/visitors/translating_interpreting_visitors.asp.  From April 

2015 to March 2016 there were 2,092 interpreting assignments of these, 1,977 were 

face-to-face interpreting and 115 were telephone interpreting. 

 

 We have been making a number of changes to improve our communication with patients 

and their carers and families. An example of this is an exciting feature of our website 

which provides enhancements to allow those with sight, learning difficulties and those 

who speak English as a second language  to access to the range of information 

available on our website.  By pressing „buttons‟, users can select options to highlight, 

magnify and translate text to allow easier reading.  There is also a facility whereby text 

can be spoken in an increasing number of languages. The service, provided by 

BrowseAloud, is proving popular with patients of the hospital.  Since October 2014, there 

have been 564 speech requests and over 140 occasions when web pages have been 

enhanced to improve text. 

 

 Patient information is available in different languages, larger formats and in Braille on 

request. In addition to a very extensive EIDO patient information library, the Trust has 

also licensed the EIDO Easy Read library. Following a very strict Trust format, all patient 

information leaflets/booklets/posters must clarify that patient information can be made 

available in Braille, large print or audio version. 

 

 With the help of our Patient Advice and Liaison Service (PALS) and external translation 

services, the Resuscitation team has developed “Do Not Attempt Cardiopulmonary 

Resuscitation” patient information leaflets in the four most popular languages around the 

Watford area, i.e. Polish, Portuguese, Romanian and Urdu. The patient information 

leaflets are currently available on the Trust‟s website. 

 

 The Trust‟s Spiritual and Pastoral Care team is multi-faith and provides pastoral, spiritual 

and religious care for patients as well as their relatives and carers. If a patient would like 

http://www.westhertshospitals.nhs.uk/visitors/translating_interpreting_visitors.asp
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a member of the team to visit them, staff can arrange this. Should a patient wish to make 

contact with their own religious or spiritual leader, a member of staff can also assist with 

this. 

 

 We have a newly refurbished multi-faith room, designed with help from people of 

different faiths. The room provides space for prayer, reflection and religious services and 

is open to patients and staff 24 hours a day. We meet specific requirements such as 

flexibility of furnishing and use of religious symbolism for different faiths. The Spiritual 

and Pastoral Care team has links with many faith leaders in the local community. 

 

 Staff are trained in the application of reasonable adjustments using the Time, 

Environment, Attitude, Communication, Help (TEACH) model. The Health Liaison Team 

uses the TEACH model when delivering training at corporate induction and the three-

yearly update for clinical staff.  An “expert by experience” assists in the training and is 

also a member of the Learning Disability sub-group. The focus of the training is to make 

staff aware of their legal responsibilities to ensure that reasonable adjustments are made 

to meet individual need.  The safeguarding training is separated into two levels. Level 

one for non-clinical staff and level 2 two for clinical staff.  The aim of this is to give staff a 

good basic understanding of safeguarding issues, how to recognise and report abuse. 

 

 We are a member of the Sensory & Physical Disability Service Watch Group, chaired by 

Healthwatch Hertfordshire (HwH). This year, HwH looked at disabled access to 

healthcare buildings and sought feedback from patients and service users. Hertfordshire 

Hearing Advisory Service (HHAS) also supplied our hospitals with hearing loss packs to 

support our patients. Sensory training for frontline staff also formed part of the group‟s 

work. 

 

 This year, we established the Let Me Hear You panel, for the deaf and hard of hearing, 

chaired by a member of staff who has impairment.  We have already extended this to 

include blind, deaf / blind and partially sighted patients and staff and the panel is now the 

Let Me Hear You/See You panel. 

 

 We continue to be a member of the Hertfordshire LGBT Partnership and the 

Transgender Implementation Steering Group. 

 
8.5. 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. 

 

In 2015/16, 42 national clinical audits and five national confidential enquiries covered NHS 

services that we provide.  During that period we participated in 88% of national clinical audits 

and 100% of national confidential enquiries in which we eligible to participate.  These are shown 

in Appendix 6. 
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The national clinical audits that we participated in during 2014/15 are shown in Appendix 7. 

 

8.6. 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 for the benefit of patients.  During 2015/16, we recruited 607 

(according to latest available figures) patients to participate in research approved by a research 

ethics committee.  

 

We were involved in conducting 102 clinical research studies during 2015/16 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 2015/16, the National Institute 

for Health Research (NIHR) supported 85 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.  

 

A research recruitment summary is shown in Appendix 11. 

 
8.7. Our CQUIN performance 

 

A proportion of our clinical income in 2015/16 was conditional on achieving quality improvement 

and innovation (CQUIN) goals agreed with Herts Valleys CCG and NHS England, through the 

CQUIN payment framework. 

 

In 2015/16, we had eight national CQUIN goals, details of which can be found in Appendix 8.   

 

The Trust is currently finalising the CQUIN outturn position for 2015/16 with Herts Valleys CCG, 

the Trust‟s host commissioner. The provisional position shows the Trust to have 2015/16 

CQUIN compliance of 52%, resulting in an achievement of £3,187k out of a possible CQUIN 

available of £6,115k.  

 

In 2015/16, the Trust failed to evidence that it had achieved targets in relation to the Safer 

discharge, acute kidney injury, sepsis and diabetes CQUINs. 

 

For 2016/17, we have three national CQUIN goals and five local CQUIN goals.  

 

National CQUIN goals: 

 Improving the health and wellbeing of NHS staff. 

 Identification and early treatment of sepsis. 

 Antimicrobial resistance. 



67 

 

 

Local CQUIN goals: 

 End of Life care. 

 Managing Long-term Conditions – Diabetes. 

 Stroke (two years) - WHHT and HCT. 

 Adult urinary catheter care. 

 Frailty CQUIN. 

 

Further details of our 2016/17 CQUIN goals can be found in Appendix 9. 

 

8.8. 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 ensures that 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.  

 

 
8.9. NHS Number and general medical practice code validity  

 

West Hertfordshire Hospitals NHS Trust submitted records during 2015/16 to the Secondary 

Uses Service (SUS) for inclusion in the Hospital Episode Statistics which are included in the 

latest published data.  

 

Published data  

Percentage of 

records which 

included the 

patient’s valid 

NHS number 

National 

average 

(NHS 

number) 

Percentage of 

records which 

included the 

patient’s valid 

Registered GP 

Practice 

National 

average 

(Registered GP 

Practice) 

Admitted patient care  99.7% 99.2% 100%  99.9% 

Outpatient care 99.9% 99.4% 100%  99.8% 

Accident and emergency care 98.3% 95.6% 100% 99.0% 

Source: SUS Information April to February 2016 

 

 
 
8.10. Information governance 

 

Information governance (IG) incidents classified at level two are those identified as a serious 

personal data breach (as defined in the Data Protection Act 1998) and are reportable to the 

Department of Health and the Information Commissioner‟s office through the Health and Social 
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Care Information Centre (HSCIC) IG Incident Reporting Tool.  We are required to publish details 

of all serious IG incidents categorised as level two in our annual reports.  No level two IG 

incidents were reported during 2015/16. 

 

This year, the Trust achieved the required minimum level two or above attainment level on all 45 

standards within the IG Toolkit, reporting an overall score of 71% and graded as satisfactory.  

Through the IG Toolkit, we develop an annual IG strategy and work programme to raise our 

level of compliance year-on-year and also improve our information risk management process. 

 

8.11. Clinical coding error rate  
 

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

in 2015/16.  This measures the accuracy of the data entered about a patient‟s stay in hospital.  

The audit included the HRG (Healthcare Resource Group) sub-chapters of Paediatric Medicine 

and Haematological disorders and was undertaken on 23-25 March 2015.  

 

The Trust also performed an internal audit to evaluate the quality of the coded clinical data by 

making comparisons between the source document and the information held on the Trust‟s 

patient administration system.  The aim of the audit was to establish a baseline for continuous 

improvement and allow assessment of the quality of the source document. 

 

The audit was based on the methodology detailed in the current Version 9 of the Clinical Coding 

Audit Methodology set out by Health and Social Care Information Centre, using Clinical 

Classifications Service Approved Clinical Coding Auditor.  

Primary diagnoses accuracy 90.5% 

Primary diagnoses errors   9.5% 

Of this: non-coder errors 

   coder errors 

  2.0% 

  7.5% 

 

Secondary diagnoses accuracy 94.18% 

Secondary diagnoses errors   5.82% 

Of this: non-coder errors 

   coder errors 

  0.62% 

  5.2% 

 

Primary procedures/treatments accuracy 98.23% 

Primary procedures/treatments errors   1.77% 

Of this: non-coder errors 

   coder errors 

  Nil 

  1.77% 

 

Secondary procedures/treatments accuracy 99.157% 

Secondary procedures/treatments errors   0.843% 

Of this: non-coder errors 

   coder errors 

  Nil 

  0.843% 
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The main areas of errors were in the primary and secondary diagnosis.  Areas identified for 

improvement included:  

 

 Incorrect sequencing of primary diagnosis. 

 The omission of secondary diagnoses. 

 Four character errors in primary diagnoses. 

 Unclear or inconsistent information in source documents. 

 Four character errors in secondary diagnosis. 
 

There were several instances of good practice: 

 Clinician involvement has increased and is being maintained. 

 Most of the case notes were easy to navigate and were available for review. 

 Mentoring of less experienced coders. 

 Ad-hoc „mini‟ audits of all general coders‟ work. 

 Monthly staff meetings to discuss coding issues and „interesting‟ case notes. 
 

Overall the audit demonstrated a high accuracy rate especially in procedure coding.  
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Appendix 1: Measures of success and progress against national priorities 
 
Local measures of success 

MEASURES OF SUCCESS THAT WE MET  

PRIORITY WHAT WE SAID RESULT 

Continue to 
improve our 
performance on 
hospital mortality 

Reduction in cardiac arrests 
on wards 

Achieved 
50% reduction 
3 per 1,000 admissions (2014/15) 
1.4 per 1,000 admissions (2015/16) 

Continue to 
improve Infection 
prevention and 
control 

Improve compliance with 
the hygiene code by 
establishing a 
decontamination group 

Achieved 
This is in place now 

Continue to 
improve Infection 
prevention and 
control 

Improve compliance with 
the hygiene code by 
auditing side room 
availability including rooms 
with both negative and 
positive ventilation across 
the Trust and review our 
isolation policy 

Achieved 
This is done regularly and ventilation in side 
rooms has been reviewed by Estates 

Continue to 
improve Infection 
prevention and 
control 

Improve compliance with 
the hygiene code by aiming 
to complete all Clostridium 
difficile root cause analysis 
within 14 days of positive 
sample notification to the 
division 

Achieved 
This is ongoing and monitored by the team 

Improve sepsis 
screening and 
antibiotic 
prescription  

At least half of eligible 
emergency patients 
screened for sepsis 

Achieved 
Average for Quarters 2, 3 and 4 = 59% 

Improve the 
sustainability and 
quality of 
unscheduled care 

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

Achieved 
2014/15 = 4237 
2015/16 = 4176 

Improve medical 
and nursing 
documentation 

The most frequently used 
clinical documentation 
within the Trust will have 
been reviewed and updated 
where required 

Achieved  
Annual documentation audits take place in each 
division for doctors.  There has been a major 
revision of the clerking proforma during the last 
year and there has been a definite improvement 
in completion of documentation. Regular 
documentation audits take place for Nursing, 
including Maternity, Physiotherapy and in 
Safeguarding. 
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Audits will demonstrate 
increased compliance and 
enhanced data quality 

Achieved  
Test Your Care data on the ward scorecard 

Achieve waiting 
time targets for 
planned care 

99% of patients requiring 
diagnostics get them within 
six weeks 

Achieved 
99.80% 
National results 98.2%, period April 2015-March 
2016 

Transform 
outpatients 

Reduced 'did not attend' 
rates 

Achieved 
2014/15 = 9.7% 
2015/16 = 8.9%6 

Reduce reliance 
on agency staff 

Increase in the number of 
permanent staff who are 
registered with NHS 
Professionals and actively 
working on bank shift 

Achieved 
2014/15 = 8,432 
2015/16 = 8,748 
4% increase 

Ensure safe 
staffing levels 

Reduction in the number of 
ward (Band 7) supervisory 
hours lost each month due 
to shortfalls 

Achieved 
April 2015 = 31.4% 
April 2016 = 16.0% 

Continue to 
strengthen board 
leadership, 
governance and 
risk management 
  
  

Completion of 360 degree 
appraisal for all Board 
members 

Achieved 

Board Assurance 
Framework finalised 

Achieved 
BAF finalised and reviewed by the Board on a 
quarterly basis.   

Governance arrangements 
reviewed against the well-
led framework issued by 
Monitor, CQC and NHS 
TDA (Note Monitor and 
NHS TDA merged in April 
2016 to become NHS 
Improvement) 

Achieved 
In June 2015, the Board undertook the Well-Led 
Framework for Governance Reviews.  The 
outcome of this work has been incorporated into a 
quality improvement plan which responds to CQC 
concerns 

Continue to 
strengthen board 
leadership, 
governance and 
risk management 

Appointment of a new 
permanent chief executive 

Achieved 

Improved 
information 
governance 

Reduction in information 
governance breaches 

Achieved 
Level 1:  
    2014/15 = 76 breaches 
    2015/16 = 49 breaches 
Level 2: 
    2014/15 = 6 breaches 
    2015/16 = zero breaches 
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Improve our 
responsiveness to 
complaints and 
strengthen serious 
incident processes 

95% of serious incident 
investigations completed 
within the agreed 
timeframes 

Achieved 
100% within the agreed timeframe 

Quarterly 'lessons learned' 
reporting introduced to our 
patient safety and quality 
sub-committee to 
strengthen how we learn 
from complaints and serious 
incidents 

Achieved 
Monthly, bi monthly and quarterly reports are 
completed as part of Quality and Safety 
committee 

Strengthening 
safeguarding 

Increase in the number of 
staff who complete 
safeguarding training 

 

2014/15 2015/16 

Adult level 1 78% 89% 

Adult level 2 70% 93% 

Children level 1 85% 90% 

Children level 2 83% 94% 

Children level 3 73% 95% 
 

Strengthening 
safeguarding 

Changes made where 
appropriate in response to 
learning and 14 
recommendations made in 
the Lampard report into the 
Jimmy Savile investigation 

Achieved 
Monitored through the Safeguarding panel 

Strengthening 
safeguarding 

Completion of safeguarding 
work plan activities planned 
for 2015/16 

Achieved 
Monitored through the Safeguarding panel 

Reduce rates of 
hospital acquired 
pressure ulcers 

80% reduction in grade 
three pressure ulcers 

Achieved 
Reduced by 80% 
 
No grade 4 ulcers for over two years 

Incorporate the BEST 
SHOT tool into the daily 
pressure ulcer prevention 
pack used by all nursing 
staff 

Achieved 
BEST SHOT checklist is available in clinical areas 

Improve the quality 
and safety of 
maternity care 

Increase in consultant cover 
to the labour ward 

Achieved 
98 hours 

Reduction in the midwifery 
vacancy rate 

Achieved 
Sep 2015 = 27.1% 
Mar 2016 = 20.6% 
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Maternity improvement plan 
in place and implementation 
commenced 

Achieved 

Improve the follow-
up and recovery 
for individuals who 
have sustained 
Acute Kidney 
Injury (AKI) 

Discharge summary audit 
established and undertaken 
monthly 

Achieved 
Audit taking place quarterly as per CCG 
requirement 

Improve the follow-
up and recovery 
for individuals who 
have sustained 
Acute Kidney 
Injury (AKI) 

Increased % of patients with 
AKI whose discharge 
summary includes: 
(1) Stage of AKI 
(2) Evidence of medicines 
review having been 
undertaken 
(3) Type of blood tests 
required on discharge for 
monitoring 
(4) Frequency of blood tests 
required on discharge for 
monitoring 

Achieved 
Q1 Baseline=19% 
Q2 – Target = 20%, achieved 20% 
Q3 – Target = 30%, achieved 33.7% 
Q4 – Target = 50%, achieved 25.9% 

Improve the quality 
and efficiency of 
stroke therapy 
services 

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 

Achieved: 
* Stroke therapy notes used in west Hertfordshire 
are aligned across the pathway 
* Documentation pathway in place 

Improve the 
identification and 
care of people with 
dementia or 
delirium 
  
  
  

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

Achieved 

Improve the 
identification and 
care of people with 
dementia or 
delirium 
  

Achieving CQUIN target for 
staff training 

Achieved 

Improved documentation of 
behavioural management of 
patients prior to use of 
antipsychotics 

Achieved 

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

Achieved 
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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 

Achieved 

Improve how we 
identify and 
manage people 
with diabetes 

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

Achieved 
2014/15 = 432 
2015/16 = 484 

Ensure safe 
staffing levels 

98% compliance with e-
handover 

Achieved 

Ensure safe 
staffing levels 

MRI scanning available 
seven days a week for 
emergencies (increase from 
current weekday provision) 

Achieved 
MRI scanning available seven days a week but 
more limited at weekends and bank holidays 

Improve the 
sustainability and 
quality of 
unscheduled care 

Reduce delays for patients 
waiting to take medications 
home 

Achieved 
We have achieved shorter waiting times for a 
number of patients on the Acute Admissions Unit, 
where there is a new medications cupboard in 
place and for those patients on wards where our 
two new Workstations on Wheels are in 
operation.  However overall, medication waiting 
times have not decreased and we will be working 
over the next year to reduce delays further. 
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Improve cancer 
waiting times and 
patient pathways 

Delivery against all cancer 
national access standards 
from July 2015 

 

WHHT 
result 

Target 
National 

result 

2-week wait 94.90% 93% 94.10% 

31 day - first 
treatment 

98.60% 96% 97.6% 

31 day - 
subsequent 
treatment - 
surgery 

97.30% 94% 95.6% 

31 day - 
subsequent 
treatment - 
drug 
treatments 

100% 98% 99.5% 

31 day - 
subsequent 
treatment - 
palliative 

100% 94% - 

62 day (GP) 87.10% 85% 82.4% 

62 day 
(screening) 

93.56% 90% 93.1% 

62 day 
consultant 
upgrade 

83.1% n/a 89.4% 

 

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

Improved staff satisfaction 
and engagement 

Achieved 
The overall engagement score is 3.74, close to 
the national average for acute trusts of 3.79 - an 
improvement on the 2014 score of 3.68.  A key 
improvement has been in the number of staff 
saying that they look forward to going to work at 
the Trust.  This has risen from 53% last year to 
58% this year.  We have also reduced the 
vacancy rate for Band 5 nurses from 32% in 
September 2015 to 6.8% in April 2016, which has 
help to improved staff satisfaction and 
engagement.  However overall, the 2015 survey 
presents an average picture for the Trust.  
Alongside some positives, the report states "there 
is significant room for improvement across the 
board" and as a result, we will be implementing 
various initiatives such as our new starters 
reconnection sessions at 10 and 20 weeks, as 
well as continuing to develop our leaders and 
improve the work environment both physically 
and in terms of how people behave. 

 
 
 

MEASURES OF SUCCESS THAT WE DID NOT MEET 

PRIORITY WHAT WE SAID RESULT 

Never events Zero never events 
Not achieved 
Two never events 
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Strengthening 
safeguarding 

Development of a 2015/16 
carers strategy 

Not achieved 
However, we have developed a Carers' Policy 
and we have a Carers Lead in post.  We are 
currently developing a Patient Experience 
Strategy which will incorporate carers and will 
be completed by September 2016. 

Continue to 
improve Infection 
prevention and 
control 

Improve compliance with the 
Hygiene Code by 
implementing infection 
surveillance software to 
replace the current paper 
system 

Not achieved 
This is not in place yet.  The acquisition of 
infection surveillance software is mentioned in 
the Trust's Infection Prevention and Control 
Annual Report as a priority for 2016/17, with a 
target date for implementation of March 2017. 

Continue to 
improve Infection 
prevention and 
control 

Improve compliance with the 
hygiene code by establishing 
an electronic database to 
monitor the status of 
immunisation of healthcare 
workers instead of current 
paper system 

Not achieved 
This is not in place yet and is now paused 
pending capital funding priorities for the year 
being finalised. 

Continue to 
improve our 
performance on 
hospital mortality 

Reduction in gap between 
weekday and weekend 
mortality 

Not achieved 

However, we have made improvements to both 

weekday and weekend mortality and the 

improvements overall have benefited the 

Hospital Standardised Mortality Ratio (HSMR) 

on weekdays and weekends and we have 

sustained this reduction. 

 

The HSMR compares observed deaths to 

expected deaths.  Put simply, ratios under 100 

mean there are fewer in-hospital deaths than 

expected.  

 

Our HSMR of 85.25 is lower than expected.  

Our Trust compares favourably nationally and is 

the 15
th

 lowest HSMR out of 136 non specialist 

trusts nationally (top 11%).  Within the East of 

England region we have the fourth lowest 

HSMR. 

Continue to 
improve Infection 
prevention and 
control 
  
  

Improve compliance with the 
hygiene code by establishing 
a dedicated area/ward 
during deep cleaning 

Not achieved 
Capacity is a challenge which we have 
highlighted and this is on the risk register 

Zero cases of MRSA 
Not achieved 
One case 

No more than 23 cases of 
hospital-acquired Clostridium 
difficile (improvement on 
2014/15 rates) 

Not achieved 
28 cases 
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Improve our 
responsiveness to 
complaints and 
strengthen serious 
incident processes 

90% of complaints receive a 
response within one month 

Not achieved 
43.86% 

Improve sepsis 
screening and 
antibiotic 
prescription  

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

Not achieved 
Our performance for 2015/16 was 65% 

Improve the quality 
of our hospital 

environments and 
invest in facilities 
and equipment 

Improved compliance with 
PLACE - our ambition is to 
match or exceed the national 
average score in all domains 

Not achieved 

A comprehensive estates 
plan in place 

Not achieved 

Transform 
outpatients 

Reduced hospital 
cancellations 

Not achieved 
No change between 2014/15 and 2015/16 
11.1% 

Improve the 
sustainability and 
quality of 
unscheduled care 

Increase the number of 
people discharged before 
midday each day  

Not achieved 
2014/15 = 20.0% 
2015/16 = 19.4% 

Improve the 
sustainability and 
quality of 
unscheduled care 

Increase the proportion of 
weekend discharges by 30% 

Not achieved 
2014/15 = 17.0% 
2015/16 = 16.4% 

Improve the 
sustainability and 
quality of 
unscheduled care 

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

Not achieved 
2014/15 = 1438 
2015/16 = 1466 

Improve the 
sustainability and 
quality of 
unscheduled care 

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 

Not achieved 
* 60.6% admitted to Stroke ward within 4 hours 
(national average = 59.8%, Q3 2015/16) 
 
* 79.2% of patients spend 90% of their time on 
the Stroke ward (national average = 84.4%, Q3 
2015/16) 

Improve the 
sustainability and 
quality of 
unscheduled care 

Ensure 85% of ambulance 
handovers happen within 30 
minutes 

Not achieved 
76.30% 
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Improve the 
sustainability and 
quality of 
unscheduled care 

Meet the national 4-hour 
standard.  The NHS 
Constitution sets out that a 
minimum of 95% of patients 
attending an A&E 
department in England must 
be seen, treated and then 
admitted or discharged in 
under four hours.  This is 
commonly known as the 4-
hour standard. 

Not achieved 
Our performance for 2015/16 was 85.90%. 
 
Underperformance was due to a number of 
factors, including high levels of delayed 
transfers of care and a lack of bed availability 
for admitting patients requiring inpatient care 
into the hospital 

Improve our 
responsiveness to 
complaints and 
strengthen serious 
incident processes 

Reduction in complaints 
received 

Not achieved 
There has been a small increase in complaints 
received from Q3 to Q4 but across the Trust the 
complaints received level has been consistent 
at around the same level.  

Reduce rates of 
hospital acquired 
pressure ulcers 

50% reduction in avoidable 
hospital acquired grade two 
pressure ulcers 

Not achieved 
Although we did not make the target of 50%, we 
did achieve a significant reduction of 41%.  
However, it worth noting that this 41% reduction 
is related to all grade two pressure ulcers and 
not just the avoidable ones.  We are starting to 
collect data on which grade two pressure ulcers 
are avoidable so that in future we will be able to 
measure the reduction for avoidable pressure 
ulcers separately. 

Improve the quality 
and safety of 
maternity care 

Improvement in the number 
of women who would 
recommend our maternity 
services as part of the NHS 
friends and family test 

Not achieved 
Remained stable at 94% (national average 
96%)  
 
In 2014/15 we did not collect positive response 
rates but net promoter scores, which is a 
different scoring system and therefore a direct 
comparison is not possible. 

Improve how we 
identify and 
manage people 
with diabetes 

Increased involvement of 
patients in decisions about 
their care and better support 
for patients to manage their 
diabetes at home 

Not achieved 
2013 = 54.9% (national result 55.0%) 
2015 = 50.9% (national result 59.5%) 

Improve cancer 
waiting times and 
patient pathways 

Delivery against all cancer 
national access standards 
from July 2015 

Not achieved 
* 2 week wait - Breast symptoms = 88.8% 

  (target = 93% target) (National result 93.2%) 
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Continue to 
improve Infection 
prevention and 
control 

Improve compliance with the 
hygiene code by fully 
implementing safety devices 
across our hospitals 

 
Not achieved 
However, considerable work has been 
undertaken.  A safer sharps policy was 
approved in 2014, including the use of sheathed 
needles.  In 2015, the Trust implemented Safety 
Hypodermic Needles and Safety Blood Gas 
Syringes Trust-wide.  We also implemented 
Safety Blood collection products in all areas 
except Phlebotomy and Paediatrics.  In 
Phlebotomy this was because of concerns 
relating to cost and difficulties of cross-charge 
with the GP surgeries.  In Paediatrics, basic 
products are not suitable due to the vacuum 
system which would increase the risk of a 
needle stick injury.  They do have access to the 
safety butterfly type. 

Reduce reliance on 
agency staff 

Reduction in vacancy rate to 
7% 

Not achieved 
Vacancy rate has fallen from a peak of 15.9% in 
April 2015 to 11.4% in March 2016.   
 
However, Band 5 nurse vacancy rate has fallen 
from a peak of 32% in September 2015 to 6.8% 
in March 2016. 

Reduce reliance on 
agency staff 

Turnover rate of no more 
than 12% 

Not achieved 
Rolling 12-month average was 15.6% for 
2015/16. 
Turnover three-month average has fallen to 
13.5% (March 2016) compared to 14.90% in 
December 2015.  
(16.0% Bedfordshire and Hertfordshire 
organisations) 

Reduce reliance on 
agency staff 

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

Not achieved 
Rolling 12-month average was 17.0% for 
2015/16. 
By March 2016, agency spend had reduced to 
15.3% down from 17% in December 2015 and 
is on a downward trajectory. 

Achieve waiting 
time targets for 
planned care and 
transform 
outpatients 

Sustained achievement of 
the national standards for 
planned care. 
 
Referral to Treatment 
Standards changed in year – 
the key measure now in 
place is that 92% of patients 
waiting to start treatment 
should have waited less than 
18 weeks.  This is known as 
the RTT incomplete 
standard.  

Not achieved 
91.3% vs. 92% target 
However, 92% incomplete standard was 
achieved for five months of the year. 
Data: April 2015-March 2016 
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Improve the quality 
of our hospital 
environments and 
invest in facilities 
and equipment 

Funding identified and a plan 
for delivering improvements 
to theatres, unscheduled 
care planned care in place 

Not achieved 
However, these major strategic plans have 
been started - there is now a strategic outline 
case for the Watford theatre complex and 
production of an outline business case is now 
underway.  There is an interim plan for the 
Emergency Department and some works have 
been completed.  External consultants were 
brought in to do a study and the wider plan is 
still being developed. 

Improve the 
response rate to 
the NHS friends 
and family test 

95% of patients are likely or 
extremely likely to 
recommend our hospitals to 
friends or family by March 
2016 

Not achieved 
Full year 2015/16 figures: 
Inpatients = 94.1% 
A&E = 94.2% 
Maternity = 94% 
Outpatients = 94.7% 

Improve the 
sustainability and 
quality of 
unscheduled care 

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

Not achieved 
Ambulatory care activity reduced due to use as 
a 'surge' area 

Ensure safe 
staffing levels 

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

Not achieved 
Clinical cover is in place daily to deliver this 
standard and previous audits have 
demonstrated that this standard is met within 
Medicine during weekdays.  However, further 
audits will be necessary to demonstrate that this 
standard is met within other specialities and at 
weekends. 

Improve the 
response rate to 
the NHS friends 
and family test 

An increase in the number of 
patients who give their 
feedback 

Not achieved 
Although there was a significant increase month 
by month for Maternity Friends and Family, this 
was not reflected for the Inpatients and A&E 
figures 

 
 
 
National required data 

Health and Social Care Information Centre Data 

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 
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SHMI rate 
Banding 2 

n/a 0.9550 
1 Oct 2014 
to 30 Sep 

2015 
0.9056 1.177 0.652 1.004 

% of 
patient 
deaths with 
palliative 
care  

n/a 31.6% 
1 Oct 2014 
to 30 Sep 

2015 
29.50% 53.5 0.2 26.7 

Groin 
hernia

* 

Adjusted 

average health 

gain
 

EQ VAS -0.447 2014/15 0.3 4.6 -4.048 0.5 

EQ-5D 0.079 2014/15 0.1 0.15 0.029 0.084 

Hip 
replaceme
nt primary* 
Adjusted 

average health 

gain
 

EQ VAS 12.8 2014/15 11.2 17.39 6.425 12 

EQ-5D 0.44 2014/15 0.4 0.493 0.365 0.437 

Oxford Hip 
Score 

21.8 2014/15 20.1 24.41 20.12 21.4 

Knee 
replaceme
nt primary* 
Adjusted 

average health 

gain
 

EQ VAS 5.7 2014/15 6.6 15.4 1.88 5.8 

EQ-5D 0.302 2014/15 0.3 0.38 0.22 0.315 

Oxford Knee 
Score 

15.5 2014/15 15.9 19.13 11.45 16.1 

Varicose 
vein* 
Adjusted 

average health 

gain
 

Aberdeen 
varicose vein 
questionnair
e 

-10.7 2014/15 -8.7 -14.39 -2.05 -8.3 

EQ VAS -1 2014/15 -0.7 3.9 -4.9 -1 

EQ-5D 0.085 2014/15 0.1 0.154 -0.002 0.095 

28-Day 
emergency 
readmissio
n rate

1
  

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 

Staff 
recommen
dation of 
the trust as 
a place to 
work or 
receive 
treatment 

n/a 
Work – 49% 
Care -  58% 

Q4 -
2014/15 

53% 
Work – 91% 
Care – 100% 

Work – 12% 
Care – 45% 

Work – 
62% 

Care – 
77% 

Patient 
recommen
dation of 
the trust as 
a place to 
receive 
treatment

1
  

n/a 89.2 2014 94.4% 100% 40% 91% 

Rate of 
admissions 
assessed 
for VTE 

n/a 91.2% 2015/16 96% 100% 79.9% 95.8% 

C difficile 
infection 
rates

1 
n/a 13.3 2013/14 21.8 0 37.1 14.7 

Patient 
safety 
incidents  

Number of 
incidents 
occurring 

9,735 

01 Apr 
2015 to 31 
Mar 2016 

3,047
2 

1,967
2 

7,757
2 

4399.49
2 
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Incidents 
resulting in 
severe harm 

53 

01 Apr 
2015 to 31 
Mar 2016 

14
2~ 

1
2+ 

86
2+ 

22.79
2+ 

Incidents 
resulting in 
death 

72 

01 Apr 
2015 to 31 
Mar 2016 

2 0
2+ 

15
2+ 

4.9
2+ 

Rate of 
severe harm 
or death as a 
percentage 
of all 
incidents 

1.28% 

01 Apr 
2015 to 31 
Mar 2016 

0.49%
2 

0.05%
2 

2.97%
2 

0.63%
2 

 

1
Latest data available. 

2
 Data are based on a six-month reporting period, 01 April 2014 to 30 September 2014, whereas the most 

recent results are based a full year, 01 April 2015 to 31 March 2016. 
+ All England data could not be found in HSCIC data so „large acute category‟ has been used. 

* Patient reported outcome measures (PROMs). 
~
 The Trusts‟ number of incidents resulting in severe harm figure of 14 is different from the HSCIC figure of 13.  

This is following further revalidation by the Trust of all incidents resulting in severe harm during Apr-Sep 14. 
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Appendix 2: CQC ratings 
 

CQC ratings for Watford Hospital are: 

 Safe Effective  Caring  Responsive  Well-led   Overall  

Urgent and 
Emergency care  

Inadequate  Inadequate  Good  Inadequate  Requires 
improvement  

 Inadequate  

Medical care  Inadequate  Requires 
improvement  

Good  Requires 
improvement  

Inadequate   Inadequate  

Surgery  Requires 
improvement  

Good  Good  Requires 
improvement  

Requires 
improvement  

 Requires 
improvement  

Critical care  Inadequate  Good  Good  Requires 
improvement  

Inadequate   Inadequate  

Maternity and 
gynaecology  

Inadequate  Requires 
improvement  

Requires 
improvement  

Requires 
improvement  

Inadequate   Inadequate  

Children and 
young people  

Good  Good  Outstanding  Good  Good   Good  

End of life care  Requires 
improvement  

Requires 
improvement  

Good  Requires 
improvement  

Inadequate   Requires 
improvement  

Outpatients  Inadequate  Inspected but not 
rated1  

Requires 
improvement  

Requires 
improvement  

Inadequate   Inadequate  

        

Overall  Inadequate  Requires 
improvement  

Requires 
improvement  

Requires 
improvement  

Inadequate   Inadequate  

 

 

CQC ratings for St Albans City Hospital are: 

 Safe  Effective  Caring  Responsive  Well-led   Overall  

Urgent and 
Emergency care  

Good  Inspected but not 
rated1  

Good  Good  Requires 
improvement  

 Good  

Surgery  Inadequate  Good  Good  Requires 
improvement  

Inadequate   Inadequate  

Outpatients  Requires 
improvement  

Inspected but not 
rated1  

Good  Requires 
improvement  

Requires 
improvement  

 Requires 
improvement  

        

Overall  Inadequate  Good  Good  Requires 
improvement  

Inadequate   Inadequate  

 

CQC ratings for Hemel Hempstead Hospital are: 

 Safe Effective  Caring  Responsive  Well-led   Overall  

Urgent and 
Emergency care  

Requires 
improvement  

Inspected but not 
rated1  

Good  Good  Requires 
improvement  

 Requires 
improvement  

Outpatients  Requires 
improvement  

Inspected but not 
rated1  

Good  Requires 
improvement  

Inadequate   Requires 
improvement  

Medicine  Inspected but 
not rated1  

Inspected but not 
rated1  

Inspected but 
not rated1  

Inspected but 
not rated1  

Inspected but 
not rated1  

 Inspected but 
not rated1  

        

Overall  Requires 
improvement  

Inspected but not 
rated1  

Good  Requires 
improvement  

Inadequate   Requires 
improvement  

 

Notes:  
1.  The CQC was not confident that they were collecting sufficient evidence to rate effectiveness for Outpatients, 
Urgent Care Centres and Minor Injury Units.  
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Appendix 3: Safeguarding programmes 
 
During 2015/16, we reviewed and updated the following Trust-wide safeguarding policies, 
programmes and strategies: 
 

 Allegation against staff policy 

 Challenging medical behaviour policy 

 Chaperone policy 

 Child Sexual Exploitation (CSE) policy 

 Deprivation of Liberty Standards (DoLS) policy 

 Domestic Abuse policy 

 Female Genital Mutilation (FGM) policy 

 Mental Capacity Act (MCA) policy 

 Raising Concerns policy  

 Restrictive practices policy 

 Safeguarding Adults, Children and Young People Education and Training 
Strategy 

 Safeguarding children - guidelines of 2015 

 Suicide prevention policy 

 Surrogacy policy 

 VIP policy 
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Appendix 4: New documentation introduced in 2015/16 
 
During 2015/16, we introduced the following documentation throughout the Trust: 
 

 Best Shot tissue viability treatment and prevention packs. 

 Breathing care plan 

 Continence care plan 

 Diabetes care plan 

 End of Life care plan 

 Falls care plan 

 Infection control care plan 

 Intentional Rounding Form (where patients have contact with staff hourly) 

 Manual Handling care plan 

 Nursing assessment proforma. 

 Nutritional hydration form 

 Pain care plan 

 Risk assessment booklet. 

 Self-care care plan 
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Appendix 5: Healthwatch Hertfordshire WHHT qualitative review of complaints 

handling 

1. Introduction 
 

1.1. The Parliamentary and Health Service Ombudsman (PHSO) defines the Principles of Good 
Complaint Handling as: 

 

a) Getting it right  
b) Being customer focused  
c) Being open and accountable  
d) Acting fairly and proportionately  
e) Putting things right  
f) Seeking continuous improvement. 

 

1.2. Additionally, in a report by the PHSO, assessing complaints against acute hospitals from 2014-
20154, the PHSO considered the reasons which are most likely to have led to dissatisfaction 
with Trusts' local complaint handling.  These are outlined below:  

 
a) Receiving an inadequate apology.  This was the most cited reason for dissatisfaction, 

and was a factor in a third of all complaints investigated by the PHSO.  
b) The second most commonly cited reason was that complainants felt the response 

contained factual errors; was not evidence-based; or was incomplete.  
c) The third most commonly cited reason was the complainant feeling the Trust did not 

adequately acknowledge their issue. 
 

1.3. The HwH Qualitative Review used the PHSO principles when assessing WHHT final response 
letters to complainants.  The review aimed to assess the response letters against the three most 
cited reasons for dissatisfaction with local complaints handling. 
 

1.4. The review was undertaken by members of the Healthwatch Hertfordshire‟s Quality and 
Improvement Sub-Committee (QISC).  Each scored the response letters individually then 
subsequently agreed the scores as a group.  This group was made up of seven people and 
consisted of HwH Board Members; retired or non-practicing clinicians as well as HwH Staff, 
including the Quality Lead and Research Lead.  

 

1.5. The review considered a sample of 20 written complaint responses ranging from 2013 to 2015.  
The type of complaints range in detail and seriousness and the final response letters varied to 
reflect the nature of the complaint in the response.  A comparison is made between response 
letter year by year in an attempt to assess improvement. 

 

2. Findings 
 

2.1. It was concluded that the overall standard of response letters was consistently high, with only a 
couple of exceptions to this performance.  There were some exemplary responses and WHHT‟s 
letters consistently showed good practice in identifying appropriate investigators and informing 
complainants.  The letters are easily understood, technical terminology was explained or 
avoided, always showed respect and courtesy, had an appropriate tone and had a level of 
formality matching the original complaint letter. 

                                                           
4 Complaints about Acute Trusts 2014-2015, PSHO (2015) 
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2.2. Across 2013 to 2016, when responding, the responses have generally come from a relevant 
director or the Chief Nurse rather than the Chief Executive.  During 2014 to 2015 the number of 
responses from the CEO remained low at 14 to 29%.  However, in 2016 this increased to 80% 
of responses coming from the CEO. 

 

2.3. The panel felt that honesty and transparency in terms of responsibility and accountability was 
low between 2013 and 2016 and on further review of the letters, this showed little improvement. 

 

2.4. When explaining the reasons for the Trust‟s decision there was a notable improvement between 
2014/15 and 2016 increasing from 71% to 100% in all complaints by 2016. 

 

2.5. The Trust could demonstrate learning and action but the panel felt more could be done to 
explain how the change related to the complainant.   

 

2.6. The panel also identified that, in its responses, the Trust did not bring POhwer, the advocacy 
service, to the complainants‟ attention.  

 

3. Recommendations 
 

3.1. That all issues raised are addressed in the final response letter. 
 

3.2. That the summary statement should be more personalised to the complainant and detailed. 
 

3.3. That all responses should offer the complainant an opportunity to discuss the outcome of their 
complaint. 

 

3.4. That there should be an acknowledgement of the Trust‟s responsibility where this is appropriate. 
 

3.5. That the Trust should consider whether PALS is the best place to direct a complainant when 
they wish to discuss the outcome. 

 

3.6. That all final responses are signposted to the Parliamentary and Health Service Ombudsman. 
 

3.7. That complainants are made aware in the final letter that an advocacy service, such as 
POhWER, can support the complainant in their next steps. 

 

3.8. That the Trust request that HwH repeats the review in the future to measure improvement or 
change. 

 

3.9. That the Trust encourages partners to undertake similar reviews to help review quality of 
practice. 
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Appendix 6: Participation in clinical audits and national confidential enquiries 
during 2015/16 
 

Clinical Audit title  Participated? % data submitted  Lead Clinician  

Acute Coronary 
Syndrome / Acute 
Myocardial Infarction 
(MINAP) 

Yes 

Data Entry still 
ongoing but  
Currently 100% 
Q1 – 113 cases 
submitted  
Q2 -139 cases 
submitted  
Q3 - 133 cases 
submitted  
Q4-  94 +(tbc) cases 
submitted  
 

Dr. Masood Khan 

Cardiac Rhythm 
Management (Cardiac 
Arrhythmia) 

Yes 100% Dr. Phil Moore 

Adult Percutaneuos 
Coronary Intervention 
+(Coronary 
Angioplasty) 

Yes 

Clinical Data entry 
was not complete 
due to lack of 
resources   

Dr Nearchos 
Hadjiloizou 

National Diabetes 
Foot Care Audit 

Yes 
100% 
(8  cases submitted)  
 

Dr Chantal Kong 

National Heart Failure 
Audit 

Yes 
100% 
(number of cases 
decided locally) 

Dr Amanda Varnava 

National Diabetes 
Inpatient Audit 
(NADIA) 

Yes 100% Thomas Galliford 

Inflammatory Bowel 
Disease (IBD) Audit 
Programme 

Yes 
100% 
24 cases submitted  
 

Dr Rakesh Chaudhary 

National Chronic 
Obstructive 
Pulmonary Disease 
Audit Programme 
(COPD) 

Yes 100% Dr Abigail Jackson 

Sentinel Stroke 
National Audit 
Programme (SSNAP) 

Yes 
90% (accepted as 
fully compliant) 

Cilla Paul 

Rheumatoid and Early 
Inflammatory Arthritis 

Yes 

Data entry still in 
progress, as a  
continuous audit 
although clinical 
input fallen behind 
due to lack of 
resources  

Dr Leena Patel 
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25 clinical baselines 
18 clinical follow up 
23 patient baseline 
7patient follow up 

Falls and Fragility 
Fractures Audit 
Programme (FFFAP) 

Yes 100% Dr Latha Thangaraj 

National Pregnancy in 
Diabetes 

Yes 
Ongoing on target 
for completion 

Tom Galliford /Chris 
Feben 

National Comparative 
Audit of Blood 
transfusion (2016 
audit of the use of 
blood in Haematology) 

Yes 

Ongoing currently on 
track for completion 
80 submitted but 
numbers decided 
locally 

Donella Arnett 

Patient Blood 
Management in 
Surgery (National 
Comparative Audit of 
Blood Transfusion) 

Yes 
100% 
40 Eligible patients 

Donella Arnett 

UK Parkinson‟s Audit Yes 
100% 
21 cases submitted 

Dr Syed Rizvi 

Non Invasive 
Ventilation 

N/A 
No data entry for 
2015/16 

  

Adult Asthma N/A 
No data reporting for 
2015/6 

  

Major Trauma (TARN) Yes 
153 Submissions 
45.8% 

Dr Nida Suri 

National Cardiac 
Arrest Audit (NCAA) 
run by ICNARC 

Yes 
92% 
120 cases submitted 

Dr. Bruce Kerr 

Procedural Sedation 
in Adults (care in 
emergency 
departments) 

Yes 
100% 
50 cases submitted 

Dr Nida Suri 

VTE risk in lower limb 
immobilisation (care in 
emergency 
departments) 

Yes 100% Dr Nida Suri 

National Adult Critical 
Care (Case Mix 
Programme) 

Yes 100% Dr Devaraja Acharya 

National Emergency 
Laparotomy Audit 

Yes 
99% 
263 cases submitted 

Dr Arnold Abhiramy 
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National Joint Registry Yes 98.5% for SACHS Mr Tim Waters 

National Vascular 
Registry  

Yes 

AAA 100%  
55 cases submitted 

Mr Halawa 
Carotid 91%  
55 cases submitted 

National PROMs 
Programme)  

Yes 100% Amanda Johnson 

National Lung Cancer 
Audit 

Yes 100% Dr Abi Jackson 

National Bowel 
Cancer Audit 

Yes 100% Mr Ross Cheetham 

National Oesophago-
Gastric Cancer Audit 

Yes 100% Mr Ahmed Al-Bahrani 

National Prostate 
Cancer Audit 

Yes 
Ongoing, data entry 
has fallen behind  

Mr Taufiq Shaikh 

Diabetes (Paediatric) 
(NPDA) 

Yes 
Data for 2015/16 
opens in April 2016 

Dr Heather Mitchell 

Maternal, Newborn 
and Infant Clinical 
Outcome Review 
Programme 
(MBRRACE-UK) 

Yes 100% 
Dr. Renton L'Heureux  
and Justine Chung 

Neonatal Intensive 
and special care 
NNAP 

Yes Data entry complete 
Dr Sankara 
Narayanan 

Paediatric Asthma Yes 100% 
Consultant Dr 
Amanda Equi 

Vital signs in Children 
(care in emergency 
departments) 

Yes 
100% 
103 cases submitted 

Dr Nidas Suri 

* Child health clinical 
outcome review 
programme 

Yes Just started  
Currently being 
allocated  

Paediatric Pneumonia  
NA for 
2015/16 

No data entry for 
2015/16 

Dr Equi 



91 

 

National Comparative 
Audit of Blood 
Transfusion 
programme (Audit of 
the use of blood in 
Lower GI bleeding) 

No 
Unable to participate 
due to resources  

Gastroenterology 

National Complicated 
Diverticulitis Audit 
(CAD) 

No 
Unable to participate 
due to resources 

Mr James Arbuckle 

National 
Ophthalmology 
Database 

No 

Unable to participate 
as WHHT and Audit 
database do not 
interface 

Mr Andre Ismail 

Diabetes (Adult) No 

Unable to participate 
as WHHT and Audit 
database do not 
interface  

Dr. Thomas Galliford 

Emergency use of 
Oxygen 

No 
Audit was completed 
but results not 
submitted  

Dr. Julius Cairns 

Adult Cardiac Surgery   
Service not provided 
by WHHT 

  

Renal Replacement 
therapy 

  
Service not provided 
by WHHT 

  

Pulmonary 
Hypertension 

  
Service not provided 
by WHHT 

  

Congenital Heart 
Disease (Paediatric 
Cardiac Surgery  

  
Service not provided 
by WHHT 

  

Intermediate Care   
Service not provided 
by WHHT 

  

Paediatric Intensive 
Care Audit Network 
(PICANet) 

  
Service not provided 
by WHHT 

  

Renal Replacement 
Therapy 

  
Service not provided 
by WHHT 

  

UK Cystic Fibrosis 
registry 

  
Service not provided 
by WHHT 

  

Prescribing 
Observatory to Mental 
Health (PMOH) 

  N/A    
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National confidential enquiries  Participated (%) 

Non Invasive Ventilation 
Patient identifier spreadsheet to be 
completed.  Now awaiting clinical 
questionnaires to be sent to clinicians  

Chronic Neurodisability, focusing 
on cerebral palsy 

Data entry to start in March 2016 

NCEPOD Mental Health Conditions 
in Young People 

Data entry to start in March 2016 

Provision of Mental Health Care in 
Acute Hospitals Study 

Data spreadsheet Completed.  Clinical 
Questionnaire to be completed by mid April 
2016 

Acute Pancreatitis Study Completed and Awaiting Report (2016) 

 

 
Details of some of the national clinical audits reviewed in 2015/16 are shown below: 

 

 

National Bowel Cancer Audit  

 

Results from the 2014/15 report show that the national 90-day mortality rate is 3.9%.  West 

Herts Hospital NHS Trust recorded almost half this at 2.2%.  

Nationally, 5% of patients operated on for rectal cancer had positive margins (cancer left 

behind).  WHHT operated on twice the national average for rectal cancers and achieved a rate 

of 0% positive margins (100% cleared).  We achieved this with a significantly higher than 

average anastamosis rate (rejoining two sections of bowel, thereby avoiding a colostomy bag) 

with only 20% having an abdomino-perineal resection (surgery which does result in a colostomy 

bag), compared to 26% nationally.  Over 70% of our patients underwent Laparoscopic resection 

(keyhole surgery) compared to just over half nationally. 

 
Epilepsy 12 audit (Childhood Epilepsy) 

From the results of the 2014/15 Epilepsy 12 audit an extra clinic has been added in order that 

more patients can be seen.  The reception area is being reviewed to make it a better area for 

teenagers.  A business case has been put forward to employ an epilepsy nurse.  Doctors have 

been made aware through training that unnecessary electroencephalograms should be avoided 

and always discussed with a Consultant first.  
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National Cardiac Arrest Audit 

 

The audit has identified the following areas where learning can be improved: 

 Our „survival to discharge from hospital‟ rate following in-hospital cardiac arrest is 13.6% 

- this falls within the national range (10-20%). 

 

 DNACPR (Do Not Attempt Cardio Pulmonary Resuscitation) decision-making and 

completion of forms could be improved.  Between September 2015 and February 2016, 

of the 58 patients audited after a resuscitation attempt, an audit showed that 33 (57%) of 

them should have had a DNACPR decision in place prior to their arrest and there were a 

high proportion of inappropriate resuscitation attempts.  Completion of forms is poor 

(60% found to be incomplete).  DNACPR forms are now marked with the ward name in 

order to identify areas of poor compliance.  The forms are audited on an on-going basis.  

Ward-based DNACPR champions (Band 6 and 7) have been identified and medical 

DNACPR champions (consultants) have been identified within each division.  A monthly 

report regarding DNACPR documentation (completion of forms) and possibly 

inappropriate resuscitation attempts will be forwarded to the champions for 

discussion/action at clinical governance and mortality and morbidity meetings within 

each division. 

 

 

Local clinical audits completed 

 

Since April 2015, 166 local clinical audits have been registered and to date 17 completed. 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: 

 

 

An audit of the 2-week wait cancer waiting times DNA policy December 2015 

 

 There are now robust processes in place to ensure that any patients that DNA an 

appointment, are validated by the 2-week wait team, as per the cancer waiting times 

rules. 

 The electronic report has been amended to ensure all patients are captured and 

validated and this has become part of business as usual within the Cancer Access and 

Performance Meeting. 

 A standard operating procedure will be put in place to ensure that all staff are aware of 

the process. 

 Cancer waiting times guidance will be disseminated to the Colorectal, Breast and 

Dermatology teams, in particular, following this audit. 

 

Localised Cholecystectomy National Audit learning outcome 2015 

 The learning outcomes from this audit are that cholecystectomy (removal of the 

gallbladder) is quite a common operation to treat complicated cholelithiasis (gallstones) 
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which is more common in the female population.  Patients should be carefully selected 

for the day case surgery (not all patients are suitable).  The 30-day readmission rate is 

comparable to the one set by Association of Upper Gastrointestinal Surgeons of Great 

Britain and Ireland and Royal College of Surgeons of England (ours is 11% compared to 

the colleges‟ 10%).  The cholecystectomy is a relatively safe operation with low morbidity 

and mortality rate.  Conversion rate from laparoscopy (keyhole surgery) to open surgery 

is quite low. 

 

Local audit for the standard of care during the Christmas period as compared to 

standard working day for inpatients 2015 

 Re-assurance that Orthopaedic department are providing comparable efficient care 

during Christmas period and is not compromised because of lack of staff. 

 

An audit of the surgical readmission rate at Watford General Hospital 

 Issues were identified with coding in particular as well as planned attendances at the 

Surgical Assessment Unit / for theatre, such that approx 50% readmissions were 

incorrectly classified.  This has now been addressed such that patients are now correctly 

coded. 

 

Acute Kidney Injury: the Orthopaedic Chapter Experience 

 This audit was just done on orthopaedic patients.  Acute kidney injury (AKI) is a 

prevalent condition on admission (7.9% of orthopaedic admissions and 17.1% of medical 

admission).  Early identification and appropriate management of acute kidney injury can 

curtail morbidity, mortality and health care costs.  There is now a “Triple Assessment” 

(three baseline investigations and management).  However, we do not currently meet all 

best practice guidelines on identification and management of AKI. 

 

Audit on trauma theatre start times 

 Continue to re-enforce concept of „golden patient‟ – this is the gold standard that we 

want to achieve for each patient for the time taken from ward to theatre.  Have target 

time for each ward for time patient called for, to arrival in theatre (accounting for the 

distance of ward from theatres).The mean times had all improved - patient being sent for 

(21-minute improvement), arriving at theatre (21-minute improvement) and being taken 

into theatre (17-minute improvement).  There was more analysis on the reason for delay 

on Ridge Ward. 

 

An assessment of emergency surgical assessment unit (ESAU) performance 

 On comparing Watford ESAU to the Royal College of Surgeons‟ standard, it functions 

well as a triage service with more than 50% of patient being admitted to the hospital.  

Fewer than 40% of patients going through ESAU are placed on the CEPOD (emergency) 

theatre list which shows that ESAU is highlighting emergency surgical cases well.  It 

does not, however, have a nurse discharging system and could have a larger, more 

suitable space to allow more patients to be brought from A&E. 
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An audit on trauma theatre utilisation 

 To optimise theatre time, call for the patient 15 minutes prior to finishing the present 

case.  Clarify how „theatre man‟ entries (database for all patients who have theatre 

procedures) are made to ensure accuracy.  Re-audit with data on type of anaesthesia 

and procedures carried out.  

 

Management of elderly patients with acute coronary syndrome 

 Teaching session were arranged for all the junior doctors working in AAU level 1, 

focusing on the initial management of acute coronary syndrome and the benefit of using 

risk scores to guide management.  This was also highlighted to the Care of the Elderly 

consultants, who review many of these patients when they carry out post-take ward 

rounds (ward rounds after admission). 

 

Endoscopic ultrasound audit 

 Endoscopic ultrasound demand is rising and the indications are often justified.  

Complication rates acceptable – need to audit outcomes regularly. 

 

Foundation doctors’ knowledge of radiation legislation and exposure 

 55.3% of foundation doctors felt unsure of the indication when asked to request medical 

imaging.  As a result this is now covered by medical staff at Junior doctor teaching 

sessions.  

 

Diagnosis and management of giant cell arteritis (GCA) 

 Temporal artery biopsies (TAB) were 100% positive in those who had the biopsy within 

one week of starting glucocorticoid.  Therefore, it is important to perform TAB as a 

matter of urgency in patients with suspected GCA.  These findings will be put into place 

by the vascular surgery department at WGH.  Patients with GCA, as defined in the 

British Society for Rheumatology guidance, will be followed up in non-consultant-led 

clinics in Ambulatory care. 
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Appendix 7: 2014/15 National audit information 
 
National Clinical Audit Title  Comments  
Older people (care in emergency departments) Report published and reviewed in department 

Adult Percutaneuos Coronary Intervention 
(Coronary Angioplasty) PCI 
 

Report published and reviewed in department 
also presented at the Bed and Herts Cardiac 
Network meeting,  

Epilepsy 12 audit (Childhood Epilepsy) Report published and reviewed in department 

Diabetes (Paediatric) (NPDA) Report published and reviewed in department 

Maternal, New-born and Infant Clinical Outcome 
Review Programme (MBRRACE-UK) 

Report published and reviewed in department 

Pleural Procedures Audit 2014 Part 2: Chest 
Drain Insertions 
 

Report published and reviewed in department 

National Comparative Audit of Blood Transfusion 
programme 

Report published and reviewed in department 
also presented at the Hospital Transfusion 
panel meeting  

National Care of the Dying – end of life Report published and reviewed in department 

National Cardiac Arrest Audit (NCAA) run by 
ICNARC 

Report published and reviewed in department 

National Adult Critical  Care  (Care Case Mix) 
ICNARC 

Report published and reviewed in department 

National Chronic Obstructive Pulmonary Disease 
(COPD) Audit Programme 

Report published and reviewed in department 

Neonatal intensive and special care (NNAP) Report published and reviewed in department 

The National Potential Donor Audit (PDA) Report published and reviewed in department 

Bowel Cancer (NBOCAP) 
 

Presented and reviewed in  department and 
at Clinical Audit panel  meeting  

National Fractured Hip Audit Report published and reviewed in department  

National Prostate Cancer Audit 
 

Report published and reviewed in department 

Oesophago-gastric Cancer (NAOGC) 
 

Report published and reviewed in department 

National Lung Cancer Audit (NLCA) 
 

Report published and reviewed in department 

  

 

 
  

file://hhghnas01/users$/birchamp/Copy%20of%20National%20Audits%20for%20Quality%20accounts%20xls.xls%23RANGE!A1
file://hhghnas01/users$/birchamp/Copy%20of%20National%20Audits%20for%20Quality%20accounts%20xls.xls%23RANGE!B2
file://hhghnas01/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/Content.Outlook/JVEN0W11/National%20Audits%20for%20Quality%20accounts%20xls.xls%23RANGE!A1
file://hhghnas01/users$/birchamp/Copy%20of%20National%20Audits%20for%20Quality%20accounts%20xls.xls%23RANGE!A1
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Appendix 8: 2015/16 National CQUIN goals 

 

National CQUINs Weighting 

split within 

CQUIN 

1. Physical 

Health: Acute 

Kidney Injury 

The percentage of patients with AKI treated in an acute 
hospital whose discharge summary includes each of four 
key items: 

1. Stage of AKI (a key aspect of AKI diagnosis); 
2. Evidence of medicines review having been 

undertaken (a key aspect of AKI treatment); 
3. Type of blood tests required on discharge; for 

monitoring (a key aspect of post discharge care); 
4. Frequency of blood tests required on discharge 

for monitoring (a key aspect of post discharge 
care). 

0.25% 

2.   Physical 

Health: Sepsis 
Two part indicator: 

 2a: The total number of patients presenting to 
emergency departments and other units that directly 
admit emergencies who met the criteria of the local 
protocol and were screened for sepsis. 

 2b: The number of patients who present to 
emergency departments and other wards/units that 
directly admit emergencies with severe sepsis, Red 
Flag Sepsis or Septic Shock (as identified 
retrospectively via case note review of patients with 
clinical codes for sepsis) and who received 
intravenous antibiotics within one hour of presenting. 

0.25% 

3.   Mental Health: 

Dementia 

 

Three part indicator: 

 3a: 

i. The proportion of patients aged 75 years and 
over to whom case finding is applied following 
an episode of emergency, unplanned care to 
either hospital or community services; 

ii. The proportion of those identified as 
potentially having dementia or delirium who 
are appropriately assessed; 

iii. The proportion of those identified, assessed 
and referred for further diagnostic advice in 
line with local pathways agreed with 
commissioners, who have a written care plan 
on discharge which is shared with the 
patient‟s GP. 

 

 3b: To ensure that appropriate dementia training is 

available to staff through a locally determined training 

programme. 

 3c: To ensure that carers of people with dementia and 

delirium feel adequately supported. 

 

 

 

0.2 5% 
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4. Mental Health: 

Improving 

Physical 

Healthcare for 

Patients with 

Severe Mental 

Illness (SMI) 

 

Two part indicator: 

 4a: Cardio Metabolic Assessment and 
treatment for Patients with psychoses. 

 4b: Communication with General Practitioners. 

0.25% 

5. UEC Menu  Three part indicator: 

 5a: A reduction in the proportion of NHS 111 calls 
that end in an inappropriate 999 referral. 

 5b: Capture of disposition (and referral) to type 1 
and 2 A&E separately from type 3 and 4, thereby 
improving the quality of the Directory of Services. 

 5c: Proportion of NHS 111 calls that end in an 
inappropriate type 1 or type 2 A&E referral. 

0.5% 

(Weighting for 

each indicator 

to be agreed 

locally). 

6. UEC Menu A reduction in the rate per 100,000 population of 

ambulance 999 calls that result in transportation to a type 1 

or type 2 A&E Department. 

7. UEC Menu Reducing the proportion of avoidable emergency 

admissions to hospital. 

8. UEC Menu Two part indicator 

 8a:Improving recording of diagnosis in A&E 

 8b: Reduction in A&E MH re-attendances 
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Appendix 9: 2016/17 CQUIN goals 
 
2016/17 National CQUIN 

Indicator Outcome intended Weighting 

Improving the 

health and 

wellbeing of 

NHS staff 

Improve the support available to NHS Staff to help promote their 

health and wellbeing in order for them to remain healthy and 

well. 

60% 

Identification 

and early 

treatment of 

sepsis 

Systematic screening for Sepsis of appropriate patients and 

where sepsis is identified, to provide timely and appropriate 

treatment and review. 

20% 

Antimicrobial 

resistance 

Reduction in antibiotic consumption and encouraging focus on 

antimicrobial stewardship and ensuring antibiotic review within 

72 hours 

20% 

 

 

2016/17 Local CQUIN 

Indicator Outcome intended Weighting 

End of Life 

(EoLC) 

This is intended to be a system-wide CQUIN to promote 

improved collaboration and co-ordination across the EoLC 

pathway, to increase the numbers of patients being treated in 

their preferred place or care and dying in their preferred place of 

death.  This will improve the patient experience and will enable 

patients to remain in the community by following patient centred 

care planning.  This will occur through:                                   

 Joint care planning documentation that is completed with the 
patient / carer, setting out preferred place of care and death.  

 Implementation of the EoLC Co-ordination hub. 

 Implementation and use of the EPaCCS (Electronic 
Palliative Care Co-Ordination System). 

20% 

 

 

Managing 

Long-term 

Conditions – 

Diabetes 

This is intended to be a system-wide CQUIN to promote 

improved collaboration between WHHT and HCT and better self-

management of patients with diabetes.  This will improve the 

patient experience and will enable patients to remain in the 

community by supporting self-management.  This will occur 

through:                                                                                                                   

 Implementation and promotion of different forms of 
education i.e. online tools. 

 System wide joined up training for staff. 

20% 
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Indicator Outcome intended Weighting 

Stroke (2 

years) 

WHHT and 

HCT  

To improve the patient experience of the stroke pathway 

through: 

 Ensuring joined up therapy and rehabilitation post stroke. 

 Shared posts and training across pathway. 

 Joined rehabilitation pathway.                                                                                               

20% 

Adult Urinary 

Catheter Care 

 To improve communication across all HVCCG providers, 

including care homes and GP practices, via a cross county 

best practice forum. 

 To ensure that all patients with an indwelling catheter have 

a catheter passport. 

 To see a reduction in the number of patients with an 

inappropriate (no medical reason) indwelling catheter 

across the health economy. 

 All providers use an appropriate CAUTI care pathway to 

evidence best practice. 

10% 

Frailty CQUIN The aim of the CQUIN is to support the implementation of the 

new frailty pathway which aims to retrieve frail patients who have 

attended A&E but do not need an acute hospital admission. 

30% 
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Appendix 10: 2015/16 Friends and family test 
 
 

FFT 
Response 

Rate 
Positive 

Response 

A&E 9.1% 94.2% 

Inpatient 50% 94.1% 

Maternity 
(Birth) 

36.8% 94% 

Outpatient N/A 94.7% 
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Appendix 11: Research recruitment summary 

Recruitment by study – 2015/16  

 
UKCRN 
ID 

Study Acronym Short Title Study Main Specialty Division Hemel 
Hempstead 
General 

St 
Albans 
City 
Hospital 

Watford 
General 
Hospital 

West 
Hertfordshire 
Hospitals NHS 
Trust 

Grand 
Total 

1449 DNA Methylation Study Cancer 1     3   3 

2563 UK Register 
Infectious diseases 
and microbiology 6     1   1 

3815 DRN082 (DARE) Diabetes 2 18 6 281   305 

5630 PBC Genetics Study Hepatology 6 3       3 

7302 
Toxicity from biologic 
therapy (BSRBR) 

Musculoskeletal 
disorders 5 3       3 

7881 National Repository 
Musculoskeletal 
disorders 5   17     17 

8090 BADBIR Dermatology 5     12   12 

9689 

DRN 552 (Incident and high 
risk type 1 diabetes cohort – 
ADDRESS-2) Diabetes 2 2   13   15 

9734 
The seAFOod Polyp 
Prevention Trial Gastroenterology 6 6       6 

10646 

Bio-markers of systemic 
treatment outcomes in 
Psoriasis Dermatology 5 3       3 

11448 

The effect (s) of routine 
administration of Fluoxetine 
in patients with a recent 
stroke  FOCUS Stroke 2     15   15 

11988 
Predicting serious drug side 
effects in gastroenterology Gastroenterology 6     11   11 

13467 TICH2 Stroke 2     5   5 

13988 MoDUS Critical care 6     33   33 

14117 CCRN 2071 (RA) Roche 
Musculoskeletal 
disorders 5 3       3 

14175 PANTS Gastroenterology 6     2   2 

15874 
Investigating the prevalence 
of thyroid antibodies 

Reproductive health 
and childbirth 3     62   62 

16250 MAMMO-50 Cancer 1   13     13 

16479 POPPI: Feasibility Study Critical care 6     10   10 

17123 

The influence of anaesthetic 
depth on patient outcome 
after major surgery (The 
BALANCED Anaesthesia 
Study) 

Anaesthesia, 
perioperative 
medicine and pain 
management 6     1   1 

17129 AWARE II Critical care 6     23   23 

17458 
STRO 3595 NAVIGATE 
ESUS Stroke 2     6   6 

17628 
MaPLe: Molecular profiling 
for lymphoma Cancer 1 9       9 

17747 PANTS-E Gastroenterology 6     1   1 

17761 

Airway Management in 
cardiac arrest patients 
(AIRWAYS-2) 

Injuries and 
emergencies 6     1   1 

18031 
Avoidable Mortality from In-
hospital Cardiac Arrest 

Cardiovascular 
disease 2     5   5 

18353 ASAS_HI 
Musculoskeletal 
disorders 5     2   2 

18531 Affinitie: Two cluster RCTs Haematology 3       4 4 



103 

 

to evaluate feedback in 
blood transfusion audits 

19100 
AFGEN: Long-term Registry 
of Atrial Fibrillation patients 

Cardiovascular 
disease 2 4   14   18 

20264 

Clinical effects of 
radiofrequency based 
therapy.  Version 1. 

Musculoskeletal 
disorders 5 25       25 

         

    
76 36 501 4 617 

 
Recruitment by speciality – 2015/16  
 

 

Division Speciality Recruitment 
 

No 
studies 

1 Cancer 25 
 

3 

2 Cardiovascular disease 23 
 

2 

2 Diabetes 320 
 

2 

2 Stroke 26 
 

3 

3 Haematology 4 
 

1 

3 Reproductive health and childbirth 62 
 

1 

5 Dermatology 15 
 

2 

5 Musculoskeletal disorders 50 
 

5 

6 Anaesthesia, perioperative medicine and pain management 1 
 

1 

6 Hepatology 3 
 

1 

6 Injuries and Emergencies 1 
 

1 

6 Critical care 66 
 

3 

6 Gastroenterology 20 
 

4 

6 Infectious diseases and microbiology 1 
 

1 

     

 
Reality check 617 

 
30 
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Appendix 12: Quality improvement programme 2015/16 measures 

Indicat

or ID
Theme Project Metric Target Trend

May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16

130
Our People

Leadership and People 

Development
Mandatory Training 95.00% 81.8% 83.2% 82.7% 82.8% 82.6% 83.6% 83.3% 85.4% 84.4% 84.3% 85.6% 86.0%

87
Our People Recruitment and Induction Vacancy rate 5.0% 15.0% 15.7% 15.4% 15.8% 15.2% 15.5% 13.8% 14.2% 12.7% 11.8% 11.4% 13.5%

Our People Safe Staffing Red rated shifts (8 RN hours+ less then planned) < 20% 18.8% 12.1% 15.0% 19.1% 26.4% 22.4% 13.2% 15.0% 24.5% 21.7% 23.5% 8.6%

Getting the Basics Right Information Governance IG breaches - Level 1 5 7 3 5 4 8 1 5 3 5 2 2 3

Getting the Basics Right Information Governance IG breaches - Level 2 0 0 0 0 0 0 0 0 0 0 0 0 0

Getting the Basics Right Harm Free Care
Compliance with equipment checks (Test Your 

Care excluding Maternity)
90% 89.6% 85.8% 86.6% 84.2% 85.7% 84.8% 87.8% 87.3% 89.9% 89.2% 90.0% 88.6%

Getting the Basics Right Harm Free Care
Medicines audits - (Drug ommissions from 

quarterly Pharmacy audit)
5% 7.8% 5.3% 4.5%

Patient Focus
Caring for our acutely ill 

patients

A&E performance (WGH time to initial  

assessment % within 15 mins)
95% 88.2% 93.0% 94.7% 98.2% 95.4% 97.7% 97.7% 94.1% 93.2% 71.9% 63.5% 75.4%

Patient Focus
Caring for our acutely ill 

patients
Returns to ITU within 48 hours 4                  2                  2                  4                  4                  1                  1                  2                  3                  2                    3 2                    

Patient Focus Outpatients
Cancelled appointments with less than 6 weeks' 

notice by the hospital^
3% 3.0% 3.1% 3.4% 3.4% 3.4% 3.2% 3.4% 3.6% 3.9% 4.4% 5.5% 5.3%

Infrastructure
Environment, Estates and 

facilities

Completed Fire and H&S risk assessments up to 

February 2016
95% 87.6% 95.3% 95.3% 96.9% 98.9%

Infrastructure
Environment, Estates and 

facilities

Security - completed checkpoints up to February 

2016
95% 92.7% 91.2% 92.0% 90.0% 92.2%

Governance, risk 

management and informed 

decisions

Quality Governance
Accurate record keeping (Test Your Care 

excluding Maternity)
90% 86.2% 83.3% 84.4% 81.6% 81.7% 80.9% 84.2% 85.2% 84.6% 84.6% 86.0% 84.7%

Governance, risk 

management and informed 

decisions

Quality Governance Number of SIs submitted to the CCG within time 95% 100.0% 76.2% 100.0% 92.9%

Governance, risk 

management and informed 

decisions

Risk Processes

Risk - Completed SIs and complaints 

investigations with documented actions on 

Datix.

90% 100.0% 100.0% 81.8% 100.0%

^ Excluding valid cancellations (cancellations to provide earlier appointments, cancellations due to where patients have died and cancellations to appointments made in error)

NB. Where national avg. blank - information not currently available

Performance
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Annex 1: 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.  

 

 
 

Professor Steve Barnett, Chair 

30 June 2016 

 

 

 

 

Jac Kelly, Interim Chief Executive 

30 June 2016 
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Annex 2: Statement from Herts Valleys CCG  
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Annex 3: Statement from Healthwatch Hertfordshire 

 

 

 

 

Healthwatch Hertfordshire’s response to West Hertfordshire Hospitals NHS Trust 

(WHHT) Quality Account 2015/16 

Statement to be inserted 
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Annex 4: Independent Auditor's Limited Assurance Report to the Directors 

of West Hertfordshire Hospitals NHS Trust on the 2015/16 Annual Quality 

Account 
 

Statement to be inserted 

 

 
 


