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Agenda item: 11/45 

Report to: Trust Board 
 

Title of Report: Assurance report from Safety and Quality Committee  
 

Date of meeting: 02 February 2017 
 

Recommendation: For information and assurance 
 

Chairperson: Professor Steven Barnett, Chair  
 

Purpose 
 
 

The report summarises the assurances received, approvals, 
recommendations and decisions made by the Safety and Quality 
Committee at its meeting on 24th February 2017. 
 

Background The Committee meets bi monthly and provides assurance to the 
Board on:  
 

 Patient safety 

 Estates 

 Health & Safety 

 Serious Incidents/complaints/incidents 

 Patient experience 
 

Business 
undertaken 
 
 
 
 

Safety & Quality Performance Report 

RC gave an overview or quality performance: under the domains of 

Safe, Effective and Caring highlighting areas of good practice and 

areas requiring improvement.  Two never events were recorded in 

December.  No harm was sustained by either patient however there 

is learning and immediate actions were taken as a result of the 

incidents.  A full investigation as part of the serious incident process 

is being undertaken. An overview of the actions for the embedding of 

the WHO checklist and consent process in ophthalmology was 

outlined by MVW.  TC gave an overview of the maternity never event 

– retained swab post suturing in delivery suite.  The previous action 

plan was reviewed to ensure all the actions were completed due to 

the similarity to a previous never event.  Further immediate actions 

were taken to ensure the band 7 midwives check all documentation of 

the swab checks post procedure, a safety alert was distributed to all 

staff on duty and displayed in the clinical area.  White boards have 

been ordered for the delivery rooms to aid the aid the swab counting 

process. The changes are also being discussed at each safety 

huddle at handover with all staff groups.  Duty of candour applied to 

both cases. 
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Mortality performance continues to be sustained. 

SB asked how falls with harm was being addressed.  TC described 

that a fall with harm would be where a patient sustains an injury 

which is commonly a fracture of the bone.  These falls are reviewed 

on the ward scorecard and all falls with harm are reviewed at the SI 

panel to review if the patient has been assessed appropriately, the 

impact from the fall for the patient and family, application of duty of 

candour and if further investigation required for learning and to share 

with the patient and family.  Further investigation may be a serious 

incident investigation or an investigation within the service as a root 

cause analysis (RCA) and reviewed and signed off by the division 

but, still shared with the patient and family.  TC outlined the 

‘FALLSTOP’ campaign and care pack that was developed in 2016 

with staff and used across the Trust.  MVW outlined that a number of 

recent cases had shown that assessments and management had 

been in place however; TC said there was still an impact on patients 

and their family as many patients are elderly and frail and that 

communication and application of duty of candour is very important. 

SB asked how we are ensuring ‘duty of candour’ is in place.  TC said 

that we have a robust process in place around the SI panel process 

and harm.  There was still further work to do with teams to ensure 

when they apply duty of candour in everyday practice that this is 

recorded.  TC acknowledged this is not consistent and clear actions 

would be reviewed as part of the Quality Improvement Plan (QIP) to 

embed this consistently across the organisation.  

Improvement in MSA was noted and GE asked how this had been 

achieved, TC said through current processes but, there had been no 

change.  With current operational pressures through the emergency 

pathway she could not give assurance that this was a sustained 

position.  

VTE performance and actions were reviewed as the position has not 

improved.  AW gave an overview of the new process and review of 

outcomes for hospital acquired thrombosis (HAT) which was outlined 

in the report showing no SI’s declared and a reduced number of 

cases.  

The committee discussed the performance report for assurance of 

Safety & Quality performance. 

 
Corporate Risk Register Quality & Safety Risk Report   
There are 4 risks aligned to the Safety and Quality Committee on the 
Corporate Risk Register with a current score of 15 or more and 52 
with a score of 12.    
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The table below provides a summary by risk score of risks on 
the risk register aligned to the Safety & Quality Committee.   
 

Risk Score 
Number of risks - January 

2017 

25 0 

20 0 

16 2 

15 2 

12 52 

10 24 

<9 21 

 
 
A description and update of the 4 risks was given as these have been 
reviewed and changed in the last week since the risk review group 
and the risks being presented. 
 
NICU Clinical Review 
 
The Committee noted that there is a governance infrastructure in 
place in order to identify, monitor and raise concerns regarding the 
care of babies on the NICU. There are daily safety huddles, attended 
by senior clinicians from NICU and Maternity. This is where new 
incidents are reviewed and discussed and ensures that immediate 
actions are put in place to prevent a recurrence. There are monthly 
Divisional Governance Meetings, chaired by the Divisional Director 
and monthly Governance Meetings and Quality and Safety Meetings 
within the Children’s services, chaired by the Clinical Lead. The 
Division have received support from the Corporate Quality 
Governance Team to further develop and strengthen their 
governance structures.   
 
NICU participates in all the mandated annual national neonatal, 
perinatal and maternal audits. Going forward all audits will be shared 
more widely and actions will be monitored through the Divisional 
Governance Meetings. Assurance from the results of these external 
audits are able to demonstrate good practice. 
 
A Safety Culture assessment against the MaPSaF1 tool, undertaken 
in November 2016 to the Quality and Safety Group in December 
2016. This showed overall improvements since the previous 
assessment in April 2016 and the Unit have identified areas of focus 
for the coming months in readiness for the next Safety Culture survey 
being completed later in 2017.  
 

                                                           
1
 NHS National Patient Safety Agency (2006) Manchester Patient Safety Framework (MaPSaF) – Acute 

http://www.nrls.npsa.nhs.uk/resources/?EntryId45=59796 

 

http://www.nrls.npsa.nhs.uk/resources/?EntryId45=59796
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The report was noted for information by the committee. 
 
 
Environment Division Annual Report/Interim Estates Strategy 
 
The annual report gave an overview of progress and key objectives 
and was approved by the committee.   
 
An overview of the strategy was given and was approved by the 
committee to go to the Trust Board. 
 
Bi-annual Establishment Review (adult inpatient wards) 
 
The results of the establishment review from September 2016 were 

summarised and shown in Appendix 2.  The columns are 
broken down by WTE to include the recommendation from the 
SNCT, the actual worked at the time of the review and the 
budgeted establishment. Although there is a variance against 
the current budgeted establishment and the recommendations 
from the review there are no requested changes to the 
establishment based on the findings of this review.  

 
The areas of variance: 
 

 Bluebell Ward – there is no guidance or robust benchmarking 
for staffing ratios or skill mix for patients being cared for in an 
elderly care/frailty unit. Although the recommendation was 
lower than the funded establishment the professional 
judgement of the HON confirms that the funded WTE reflects 
the complex needs of the patient group.   
 

 AAU Level 1 – the SNCT higher multiplier was used to reflect 
the complexity and acuity of this patient group, however, 
sensitivity of the layout of the ward are not accounted for in 
the tool. Benchmarking has been undertaken across two 
hospitals with similar sized AAUs and the overall 
establishments are similar; there is an opportunity to review 
the skill mix as part of the work underway to review the urgent 
and emergency care pathway.  

 

 AAU Level 3 Blue and Yellow Isolation Unit – the 
triangulated variance is 7 WTE more funded establishment.  
Due to the layout of the isolation ward and the single rooms, 
the staffing requirements will be higher in order to meet this 
need. This area had a high level of 1b patients almost double 
the acuity to some of the other wards. 
 

 Red suite – The triangulated variance show that despite the 
SNCT low acuity there was an increase of 9.1 wte used.  This 
is due to the increase demand for HCSW to provide 1:1 
enhanced care.   

 
The results of the establishment review reflect the number of CHPPD 
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based on the number of patients at each day over the month. This is 
presented monthly on the ward score card. The Committee noted 
there are currently no national benchmarks for the CHPPD hours.  
The Trust has undertaken a benchmarking exercise with local Trusts, 
confirming we our CHPPD are in alignment with similar wards in 
similar trusts; there are no national benchmarks or best practice 
targets for this measure. 
 
The establishments reflect what is required for safe staffing however 
work to ensure recruitment is maintained to ensure the vacancy rate 
is reduced.  A staff pool is being developed to support flexible use for 
enhanced care needs. 
 
The committee noted the report for information and assurance of safe 
establishments. 
 
Neonatal External Review 
 
The committee reviewed the updated action plan and the actions that 
are green or amber.  Evidence is kept in a central repository and has 
been monitored through women’s & children’s governance process.  
Action plan format has been changed as discussed at the September 
meeting.  Overview of evidence and changes in practice discussed 
and current audits underway to monitor embedding of changes in 
practice.  
 
Further assurance on action plan sought and evidence to be 
reviewed outside of the meeting before presentation of completed 
action plan in March 17 committee. 
 
Summary: CQC learning, candour and accountability: a review 
of the way NHS Trusts review and investigate the deaths of 
patients in England. December 2016 
 
 The CQC findings related to the involvement of families and carers, 
identification and reporting of deaths, the decision to review or 
investigate deaths, reviews and investigations and governance and 
learning.   
 

 Families and carers told the CQC they often have a poor 
experience of investigations and are not always treated 
with kindness, respect and honesty. This was particularly 
the case for families and carers of people with a mental 
health problem or learning disability. 
 

 There is currently no single framework for NHS trusts that 
sets out what they need to do to maximise the learning 
from deaths that may be the result of problems in care. 
This means that there are a range of systems and 
processes in place, and that practice varies widely across 
providers. As a result, learning from deaths is not being 
given enough consideration in the NHS and opportunities 
to improve care for future patients are being missed. 
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 Across the review, the CQC were unable to identify any 
trust that could demonstrate good practice across all 
aspects of identifying, reviewing and investigating deaths 
and ensuring that learning is implemented. However, they 
identified trusts that demonstrate elements of promising 
practice at individual steps in the investigation pathway. 

 
Following their review the CQC developed 7 recommendations to 
ensure that learning from deaths is a greater priority for all working in 
health and social care. The recommendation for providers: 
 
 Provider organisations and commissioners must work together to 
review and improve their local approach following the death of people 
receiving care from their services. Provider boards should ensure that 
national guidance is implemented at a local level, so that deaths are 
identified, screened and investigated, when appropriate and that 
learning from deaths is shared and acted on. Emphasis must be 
given to engaging families and carers. 
  
The committee agreed that the mortality review group will have 
responsibility for the development reporting and monitoring to this 
committee.  
 
Complaints Briefing 
 
There has been progress against all elements of the Improvement 

Programme. These are shown in the quantitative metrics highlighted 

and discussed previously. There are also qualitative improvements 

and changes to services that include: 

 

 All new Complaints are triaged using a multi-disciplinary 

approach where a panel of staff members consisting of the 

Head of Litigation & Claims, SIs, Complaints and PALS, 

Complaints & PALS Manager and Lead Nurse for Resolution 

review all new complaints daily and each complaint receives a 

recommendation for resolving the complaint. This is shared 

with the divisional triumvirate and copied to the Executive 

Lead. Identifying which complaints may be an SI or should be 

notified to Legal Services.   We are now in a position where all 

new complaints are logged the day they are triaged and in the 

near future we are altering Datix to allow paperless allocation 

of new complaints with clearly recorded recommendations 

and quick notification of complaint to Divisions.  This new 

process has provided a system where we can track and locate 

the date the complaint is received and provide evidence for 

future audits.  

 

 New complaints received by the Executive secretaries are 

now delivered electronically on a daily basis to the Complaints 
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& PALS Manager to ensure logging and acknowledging of the 

complaint and to maintain an audit trail of all new complaints 

received.  The Complaint Administrator now has sole 

responsibility for monitoring the generic email address for all 

new complaints and is responsible for printing new complaints 

daily in readiness for the new Triage process.  

 

 The SI team and Head of Litigation & Claims, SIs, Complaints 

and PALS met to brainstorm a new joint working process that 

will enable complaints where we suspect a serious incident 

may have occurred to be brought to SI panel quickly and at 

the beginning of the complaint process.  Both teams thereafter 

agreeing cross department responsibilities in the management 

of a complaint and Serious Incident process. 

 

 Local Resolution Meetings as a way of dealing with 

complaints are now offered within the first 7 days of a 

complaint being received. They must take place within 3 

months of being offered (emphasis on sooner is better).  New 

Datix fields are being added by the Datix Manager to measure 

performance of this new process. 

 

 Improved response and resolution to patients and carers in 

response to parking complaints, improving response times. 

 

 Proactively writing to patients who have experience of our 

services that falls below our expectations, for example, late 

transfers out and delays in being treated in our emergency 

services. This is expected to reduce complaints and concerns 

raised at a later date as in previous years. 

 

 A coordinated approach to MP complaints and concerns, 

including involvement for the Communication Director in order 

to standardise and monitor the themes and trends from these 

complaints and concerns. 

 

 For more complex complaints the Trust has commenced a 

pilot with the Unscheduled Care Division whereby a root 

cause analysis approach will be used to investigate the 

complaint and the complaint advisor will pull together the 

response. This new pilot will be supported by the Deputy 

Chief Executive who will assist the advisor and the Division in 

the response to the complaint which will in turn improve the 

quality of the response. 

It was noted by the committee that the complaints performance would 
not meet 85% by the end of March 2017 although progress was being 
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made.  It was agreed the trajectory would need to be continued into 
17/18 and would need to be reviewed. 
 
The committee noted the report and progress made.  
 
End of Life Care Bi-Annual Update 
 
This six month report gives an account for End of Life Care across 

West Hertfordshire NHS Hospitals Trust (WHHT). The report covers 

the period April – September 2016. This report demonstrates the 

organisations commitment to our patients over the last six months, 

supporting the delivery of high quality, timely, effective, individualised 

care for our patients with end of life care needs, to ensure support for 

their families as well as support for our staff providing these services. 

This improvement work continues, to support our staff in providing 

compassionate, holistic, patient centred care. End of Life Care is 

everyone’s responsibility and is being recognised more promptly 

across our clinical areas.  Key achievements in the period: 

 

 End of Life Clinical Lead appointed 

 Operational End of Life Group established which will enable 

delivery of the key objectives across the Divisions and for this 

group to report to the CEOLCP 

 Development of a Trust wide End of life Care Action plan to 

ensure all issues and necessary actions are captured centrally 

 

 The team has been successful in securing a place as one of 

the core essential teaching sessions that must be attended by 

new starters to the Trust and this commenced  in April. 

 

 Identification of Do Not Attempt Cardio-Pulmonary 

Resuscitation (DNACPR) Champions  

 Implementation of an Individualised Plan of Care for the Dying 

person continues across the Trust.  

 

 End of Life Strategy ratified and presented to various forums 

including the Herts Valley Clinical Commissioning Group 

(HVCCG) Palliative and End of Life Forum. 

 Continuing to work in partnership with HVCCG and other 

Local providers to enhance the care and support our end of 

life patients receive.  

 Achieving compliance with CCG target for ensuring our 

patients if appropriate have an Advance Care Plan in progress 

and achieve their Preferred Place of death (PPD).  
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 Mortuary floor has been replaced. 

 An audit schedule has been agreed and implemented. 

 Trust a member of the UCLP EoLC Community of Practice 

 Two Bereavement Focus Groups have been held locally 

working in conjunction with our Patient and Public 

Involvement Lead and our Carers Lead as well as external 

agencies.  

 Working jointly with local providers in the implementation of 

the Electronic Palliative Care Coordination System (EPaCCS). 

 Working collaboratively with our local providers in the 

establishment of a coordination centre which will provide a 

single point of referral for all palliative and end of life referrals.  

 Recruited into the Macmillan End of Life Care Nurse Educator 

post. 

The report was noted and the progress against the strategy. 

Research and Development 2016/17 Mid-Year Report 
 
The paper provided an update on the latest national and regional 

guidance relating to Research and Development and a mid-year 

report summary for 2016/17 together with an update on the WHHT 

R&D 5 Key Performance Indicators.  Progress has been made and 

especially in area 3with 2 large study applications.    

Clinical Audit and Quality Report 
 
At the CAP meeting on 16th August a second RAG rated column was 
approved and has  been added to the RAG rating for National and 
Local audits and NICE baselines and TA’s and the definitions are 
given below  
 

 Green – Audit report published and reviewed and presented 
in division within 3 months of published date. If an action plan 
is required Actions will have been completed within due dates 

 Amber Report published and within 3 months of published 
date. /Action plan produced if applicable and still within period 
of due date. 

 Red – Report not reviewed with 3 months/ action plan not 
produced if applicable within 3 months /actions not completed 
within the due date given. 

 
RAG rating for Local audits column 2 is:- 

 Green – Actions from action plan all completed within due 
dates 
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 Amber – Actions from action plan still within timescales of due 
date 

 Red – Actions from action plan not completed within due 
dates 

 
RAG rating for Action Plans NICE Baselines and TA’s Column 2 
is:-  

 Green – All actions on action plan completed within due date  

 Amber –Actions on action plan all within due date 

 Red -  Action on  plans not complete within due date 
 
These changes are currently being introduced and will be fully 

reported in Q3. For the purpose of this report all figures are based on 

the RAG rating of Column 1  

This change in presentation will improve the monitoring of 

compliance. 

The committee noted the report.  

BAF Review 
 
Principal risk 1: A number of actions completed and an extension to 
the QIP date from March17 to June 17.  Other areas such as 
embedding learning and duty of candour were agreed to have 
extended dates. 
The committee approved the current amber rating.  
 
Principal risk 3: Some minor changes required to dates and the 
committee approved the current amber/red rating. 
 
Principal risk 6:  External compliance given and rating now green.  
Approved by the committee. 
 
Quality Account 2017/18 – Publication timetable  
 
Timetable noted by the committee. 
 
Reporting groups 
 
The chairs report of the Quality & Safety Group, November and 
December 2016 and matters referred to the committee:  A review of 
the Manchester Patient Safety tool was noted by all divisions and the 
improvements that had been made.  
  
The Patient Experience Group November 2016 no matters referred to 
the committee and the chairs summary report noted. 
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Risks to refer to 
risk register 

None   
 
 

Issues to escalate 
to Board 

None 

 
Attendance 

Professor Steven Barnett, Chair  
Tracey Carter, Chief Nurse & DIPC 
Mike Van der Watt, Medical Director 
Virginia Edwards, Non-Executive Director 
Kevin Howell, Director of Environment 
Rachael Corser, Deputy Director of Governance & Associate Chief 
Nurse 
Sally Tucker, Chief Operating Officer 
Gill Balen, Chair Patients Panel 

Dr Anna Wood, Deputy Medical Director 

Linda Tarry, Executive Assistant to Chief Nurse (minutes) 
Michelle Sorley, Lead Nurse Cancer & Palliative Care (in attendance) 

Fiona Smith, R&D (in attendance) 

Tim Duggleby, Environment Division (in attendance) 

Philip Bircham, Assistant Director of QG 

 


