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Apologies should be sent to the Director of Governance on jeanhickman@nhs.net   
 

Time Item 
ref 

Title Subcommittee / 
Purpose 

Accountable 
officer 

Paper or 
verbal 

 

Standing items 

9.30 
 

1 Opening and welcome Information Chair Verbal 

2 Apologies for absence Information Chair Verbal 

3 Declarations of interest Information Chair Paper 

4 Minutes of previous meeting on  
2 November 2023 

Approval 
Chair 

Paper 

5 Board action log  Information Chair Paper 

6 Board decision log Information Chair Paper 

7 Board work plan Information Chair Paper 

8 Chair’s report  Information Chair Paper 

9 Chief Executive’s report Information Chief Executive Paper 

Performance & Committee updates 

9.45 10 Board Assurance Framework Approval Chief Executive Paper 

11 Trust Management Committee 
Written report: October 2023 

Information and 
assurance 

Chief Executive Paper 

12 Finance and Performance Committee 
Written report: October 2023 
Verbal report: November 2023 

Information and 
assurance 

Chair of 
Committee/ 

Chief Financial 
Officer 

Paper 

13 Quality and Safety Committee 
Written report: October 2023 
Verbal report: November 2023 

Information and 
assurance 

Chair of 
Committee/ 
Chief Nurse 

Paper 

14 People, Education and Research 
Committee  
Written report: October 2023 

Information and 
assurance 

Chair of 
Committee/ 
Acting Chief 

People Officer 

Paper 

 
15 

Redevelopment Programme Committee  
Written report: October 2023 
Verbal report: November 2023 

Information and 
assurance 

Chair of 
Committee/ 

Chief 
Redevelopment 

Officer 

Paper 

16 Charity Committee 
Verbal report: November 2023 

Information and 
assurance 

Chair of 
Committee/ 

Chief Strategy 
and 

Collaboration 
Officer 

Verbal 

 
TRUST BOARD MEETING IN PUBLIC 

AGENDA 
7 December 2023 at 9.30am – 12.00pm 

Executive Meeting Room, Watford General Hospital 
and via MS Teams for virtual attendees. 
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 17 Audit Committee 
Written report: November 2023 

Information and 
assurance 

Chair of 
Committee 

Paper 

10.15 

 

18 Performance Report Information and 
assurance 

Acting Chief 
Operating 

Officer  

Paper 

19 Integrated Performance Report  Information and 
assurance 

Chief 
Information 

Officer  

Paper 

Aim 1: Best Care  

10.35 
20 Maternity Incentive Scheme (MIS) Year 

5 Declaration Form   
Approval Chief Nurse Paper 

21 Infection Prevention and Control 
Annual Report 

Approval Chief Nurse Paper 

Aim 2: Best Value 

10.50 22  Finance update  Information and 
assurance 

Chief Financial 
Officer 

Paper 

Aim 4: Great Place 

11.00 23 Strategy update 
 

Approval Chief Strategy 
and 

Collaboration 
Officer 

Paper 

24 Watford General Hospital –  
Draft Outline Business Case update 

Information and 
assurance 

Chief 
Redevelopment 

Officer 

 
Paper 

25 St Albans City Hospital redevelopment 
update 
 

Information and 
assurance 

 

Chief 
Redevelopment 

Officer 

Paper 

26 Hemel Hempstead Hospital 
redevelopment update 

Information and 
assurance 

Chief 
Redevelopment 

Officer 

Paper 

27 Digital progress report Information and 
assurance 

Chief 
Information 

Officer 

Paper 

Risk and Governance 

11.45 28 
Corporate risk register Approval Chief Medical 

Officer 
Paper 

29 
Items considered in November 2023 
Private Trust Board 
 

Information and 
assurance 

Director of 
Governance 

Paper 

Closing Items  

11.50 
30 

Any other business previously notified 
to the Chair 

N/A Chair Verbal 

31 
Questions from Healthwatch 
Hertfordshire  

N/A Chair Verbal 

32 
Questions from patients and members 
of the public 
 

N/A Chair Verbal 

33 

Date of the next Board meeting:   
1 February 2024, Executive Meeting 
Room, Watford General Hospital and via 
MS Teams 

Information Chair Verbal 
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Declarations of Board members and attendees’ interests 

December 2023  

Agenda item: 3 

Name Role Description of interest 

Phil Townsend Chairman       None 

Matthew Coats Chief Executive None 

Paul Bannister Chief Information Officer • Chair of Shared Care Record Programme 

Kelly McGovern Chief Nurse None 

Helen Davis Associate Non-Executive Director • Director and shareholder at Brierley Advisory LLP, secondment to 
NHP finished at end of January 2022. 

• Partner is senior civil servant at DHSC 

Ginny Edwards Non-Executive Director  

 

• Director of Edwards Consulting Limited 

• Trustee of Raise, West Hertfordshire Hospitals NHS Trust Charity 

• Trustee of Infection Prevention Society and Vice Chair   

• NHS Professionals Bank 

• Vice Patron and Community Ambassador for Rennie Grove Peace Hospice  

• President Bricket Wood WI 

• Husband is Director of Edwards Consulting Ltd 

Natalie Edwards Non-Executive Director None 
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Last updated: September 2023  

Name Role Description of interest 

Harvey Griffiths Non-Executive Director Financial Interests 

• Director - Anglo Chesham Management Limited 

• Director - Anglo Industrial Holdings Ltd 

• Director - Broadgate Freeholds Limited 

• Director - Energy Capital Advisers Ltd 

• Secretary – Gripworx Holdings Limited 

• Director - Horizon (GP) Limited 

• Director - Horizon Development Capital Limited 

• Director - Horizon Development Finance Limited 

• Director - Horizon Housing REIT Plc 

• Director - Horizon Hudson Holdings 

• Director - Horizon Infrastructure Partnership Limited 

• Director - Horizon Investment Holdings (One) Limited 

• Director - Horizon Investment Holdings (Two) Limited 

• Director - Horizon Investments (One) Limited 

• Director - Horizon Investments (Two) Limited 

• Director - Horizon Scotland (GP) Limited 

• Director - Housing Investment Finance Limited 

• LLP Designated Member - Infrastructure Partnership LLP 

•  

• Secretary - Just Property Management Ltd 

• Director - Sustainable Infrastructure Partnership Ltd 

• Director – Co-operative Energy Limited 

• Director – Flow Energy Limited 

• Director – Co-operative Payroll Giving Limited 

• Director – The Midcounties WR1 Limited 

• Director – The Midcounties WR2 Limited 

• Director – Co-op Travel Services Limited 

• Director – Co-operative Holidays Limited 

3 

4 of 466 
T

rust B
oard M

eeting in P
ublic 7 D

ecem
ber 2023-07/12/23 



T
ab 3 Item

 03 T
B

 P
ublic 7 D

ec 2023 D
eclarations of interest 

 

Last updated: September 2023  

Name Role Description of interest 

• Director - Sustainable Infrastructure Partnership Ltd 

Non-financial Professional Interests 

• None 

Ann Griffin Non-Executive Director Clinical Professor in Medical Education, UCL.  
NHS appraisal – occasional employed work 
Associate revalidation and appeals panel, General Medical Council - 
occasional employed work 

Edwin Josephs Non-Executive Director • Member of the Vine House Health Centre Patient Participation Group 

Jonathan Rennison Non-Executive Director Financial Interests 

• Edgecumbe Consulting – Associate 
• Director of The Yellow Chair Ltd 

Relevant Consultancy Contracts Held by The Yellow Chair Ltd 
(Financial Interests): 
o Kings College London – OD & Learning & Development Activities 

  
Professional Interests: 

• West Hertfordshire Hospitals Trust Charity Committee Chair 
• Trustee of Rising Tides Ltd 

Heather Moulder Associate Non-Executive Director • Managing Director /Owner HM Healthcare Solutions Ltd  

• Chair NMC Interim Order Hearings  

• Chair UKCP Complaint Hearings 

Don Richards Chief Financial Officer None 

Mary Bhatti Acting Chief Operating Officer  None  

Dr Mike van der Watt Chief Medical Officer • Owner and Director Heart Consultants Ltd 

• Work for Hertfordshire and West Essex ICS for one day/week advising 
on quality and innovation. 

Joanna Bainbridge Acting Chief People Officer None 
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Last updated: September 2023  

Name Role Description of interest 

Andrew McMenemy Chief People Officer Lead for Workforce Modelling and Planning 
Lead for Temporary Staffing 
Member of Hertfordshire and West Essex ICS People Board 

Alex White Chief Redevelopment Officer None 

Toby Hyde Chief Strategy and Collaboration 

Officer 

None 

Martin Keble Divisional Director of Clinical Support 

Services 

None 

Mr William Forson Divisional Director of WACS • Private practice at Spire as Forson and Co Medical  

Dr Andy Barlow Divisional Director, Medicine • Barlow Medical Services Ltd  

• Director, London & Hertfordshire Respiratory Diagnostics Ltd 

• Key opinion leader for Masimo Europe Ltd 
Medical Advisor to Virtue Health 

Dr Rachel Hoey Divisional Director of Emergency 

Medicine 

None 

Mr Drostan Cheetham Divisional Director of Surgery, 

Anaesthetics and Cancer  

None 

Jean Hickman Director of Governance None 
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TRUST BOARD MEETING IN PUBLIC 
Minutes 

02 November 2023 from 09:30am – 12:30pm 
Executive Meeting Room, HHGH and via Zoom 

 
 
 

 
 
 
 
 
 
 

Chair Title Attendance 

Phil Townsend Chair  Yes 

Board members   

Jonathan Rennison Non-Executive Director, Vice Chair Yes 

Matthew Coats Chief Executive Officer Yes 

Kelly McGovern Chief Nurse and Director of Infection Prevention and 
Control   

Yes 

Mary Bhatti Interim Chief Operating Officer Yes 

Don Richards Chief Financial Officer  Yes 

Dr Mike van der Watt Chief Medical Officer  Yes 

Toby Hyde  Chief Strategy and Collaboration Officer  No 

Alex White  Chief Redevelopment Officer  Yes 

Ginny Edwards  Non-Executive Director  Yes 

Heather Moulder  Associate Non-Executive Director Yes 

Edwin Josephs Non-Executive Director (Senior Independent Director) Yes 

Harvey Griffiths Non-Executive Director Yes 

Natalie Edwards Non-Executive Director No 

Martin Keble Divisional Director, Clinical Support Services Yes 

Paul Bannister Chief Information Officer Yes 

Professor Ann Griffin Non-Executive Director Yes 

Paul Bannister  Chief Information Officer  Yes 

Andrew McMenemy Chief People Officer  Yes 

Helen Davis  Associate Non-Executive Director Yes 

Clinical in attendance   

Dr Andy Barlow Divisional Director for Medicine  Yes 

Dr Rachel Hoey  Divisional Director for Emergency Medicine  Yes 

Mr Drostan Cheetham Divisional Director for Surgery, Anaesthetics and Cancer Yes 

Mr William Forson Divisional Director for Women’s and Children No 

Mitra Bakhtiari Director of Midwifery and Gynaecology Yes 

In attendance   

Barbara Anthony Trust Secretary Yes 

Jean Hickman Interim Director of Governance Yes 

Tom Stevenson Interim Director of Communication  Yes 

Joanna Bainbridge Freedom to Speak up Guardian/ Acting CPO Yes 

Dr Tolu Adesina Consultant Yes 

Dr Jason Palman  Guardian of Safe Working Yes 

Meg Carter  Hertfordshire Healthwatch No 

Four members of the public 
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MEETING NOTES 

Standing items  

1 Opening and welcome 

1.1 
 
 
 

1.2 
 
 
 
 
 

1.3 
 
 

1.4 
 

The Trust Chair opened the Board Meeting, which was held in public. The Chair 
welcomed attendees and thanked all stafff involved in hosting a recent visit by the Chief 
Executive Officer of NHS England.  
 
The Chair thanked Joanna Bainbridge for covering the role of Chief People Officer over 
the previous weeks whilst the current Chief People Officer was seconded elsewhere in 
the Trust. The Chair noted that some of the answers to public questions from the 
previous Board meeting had been overly brief and said that in future this would be 
avoided wherever possible if information was not commercially sensitive.  
 
It was highlighted that it was the Trust Secretary’s last Board meeting, and she was 
thanked expressed for all her work.  
  
The Trust Chair outlined the agenda, encouraging attendees to ask questions relating to 
assurance, and testing progress towards improvement targets. 

2 Patient Focused Story 

2.1 
 
 

2.2 
 
 
 
 
 
 
 
 
 
 

2.3 
 
 
 

2.4 
 
 
 
 
 

2.5 
 
 
 

2.6 
 
 
 
 

2.7 
 

The Chief Nurse introduced Helen, who was present to talk about her experience as a 
patient at the Watford hospital.  
 
Helen explained the background behind her being admitted to Watford hospital with a 
suspected stoke. She was taken to the Stroke Unit and met a Consultant quickly.  She 
had a CT scan which was inconclusive, followed by an MRI within a day which 
highlighted a bleed in the vision part of the brain. Helen recalled being very shocked but 
felt fully supported by the staff on the ward. She was discharged after three days and 
received excellent follow-up care with calls and visits from the rehabilitation team. 
However, the results of a bubble-echocardiogram found a patent foramen ovale, a flap-
valve opening in the heart, which can cause an abnormal flow associated with stroke. 
Her care was therefore transferred to the cardiac department and she is now feeling 
much better.  
  
Helen Davies, Associate Non-Executive Director enquired if Helen felt that she had been 
given too much information at a stressful time and the patient responded that she it had 
been helpful for her to have a clear understanding of what was happening to her.  
  
The Chief Executive Officer asked the patient’s consultant, Dr Adesina to inform the 
Board on the stroke service in general. Dr Adesina explained that Helen's case, with her 
CT scan taking place within 12 minutes, the injection administered at 46 minutes, and 
seen by a doctor within 25 minutes was typical. The patient was admitted to the Stroke 
Unit in two hours and ten mins, however, it was noted that this was not always the case. 
  
Heather Moulder, Associate Non-Executive Director asked if the patient’s husband had 
received a good experience and was advised that she thought he had been felt 
supported.  
  
The Divisional Director for Medicine praised the stroke team for their excellent work and 
noted that the team were funded for five consultants (three permanent consultants, one 
locum, and one unfilled post), however emphasised the burden faced in terms of on-call 
frequency and commitment.  
 
Collectively, the Board thanked the patient for sharing her experience. 
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3 Apologies for absence 

3.1 Apologies was received from  Divisional Director for Women’s and Children, Chief 
Strategy and Collaboration Officer, Natalie Edwards, Non-Executive Director and Meg 
Carter (Healthwatch). 

4 Declarations of interest   

4.1 There were no changes reported to the declarations of interest, which had been 
circulated in advance of the meeting.  

5 Minutes of the previous meeting on 07 September 2023 

5.1 
 
 

5.2 
 
 

5.3 
 

Page 7. Professor Ann Griffin, Non-Executive Director noted the word 'strike' should be 
'stroke'. 
 
It was noted that minute 24.8 the minute should report that the need to attain a high ratio 
of staff to deal with mental health patients, despite the cost to the Trust.'  
  
Subject to the amendment reported above, the minutes were agreed to be a true record 
of the meeting. 

6 Board decision log   

6.1 The log was noted.  

7 Board action log  

7.1 
 

7.2 
 
 
 
 
 
 

7.3 
 

Acton 1. Action noted to be on the agenda. Action closed.  
 
Action 2. The Chief Nurse explained that nationally inpatient survey data had worsened 
since 2022, which was a sustained trend from 2020-2021. A total of 43% of the Trust’s 
patients that had been sent the survey had responded, which was 3% above the national 
average of which 35 of the questions were unchanged. Significant improvement was 
noted since 2019, mainly around food provision, and the Chief Nurse informed the Board 
that discussions were continuing in this area for further improvements to be made. Areas 
for improvement were identified in information on discharge, support by social or 
community care on discharge, equipment available from discharge and noise from other 
staff and patients. It was agreed to close this action.   

8 Board work plan 

8.1 The work plan was noted. 

9 Chair’s report 

9.1 
 
 
 

 
 
 
 

9.2 
 

 

The Chair presented his report. He asked Ginny Edwards, Non-Executive Director to 
provide a brief update on a positive campaign during Freedom to Speak Up month. She 
thanked the Freedom to Speak Up Guardian, the team and champions for all their work.  
The Freedom to Speak Up Guardian reported an increase in feedback following the 
communication to staff about Freedom to Speak Up which had provided assurance that 
people were willing to speak up thorough the correct channels. The Chief Nurse 
concurred that it was positive to have more people speaking up.  
  
The Chair highlighted a wellbeing chart produced voluntarily by a healthcare worker and 
mentioned an event on Starfish Ward with Warner Bros Studios.  

10 Chief Executive Officer’s Report  

10.1 
 
 

10.2 
 
 

10.3 
 
 
 

 
 

The Chief Executive Officer circulated the report and thanked staff for their continued 
hard work supporting patients.  
  
The Chief Medical Officer confirmed that a national Getting it Right First Time visit to the 
cardiology service had taken place and the Trust had received several compliments. 
 
Ginnny Edwards, Non-Executive Director reminded the Board of the support received 
from Watford Football Club for the Trust’s vaccination programme and, in particular, 
noted a receptionist who had been integral in providing a seamless service. It was 
agreed that the football club and the receptionist would receive a letter of thanks.  
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10.4 Action: Watford Football Club and the receptionist to receive a letter of thanks for their 
support of the Trust’s vaccination programme. 

PERFORMANCE & COMMITTEE REPORTS 

11 Board Assurance Framework (BAF) 

11.1 
 
 
 
 

 

The Chief Executive Officer presented the Board Assurance Framework (BAF) and the 
Trust Secretary confirmed that the BAF had been reviewed by the Quality and Safety 
Committee, Finance and Performance Committee, and People, Education and Research 
Committee during November 2023.  The Board was asked to note updated narrative 
from the People Education and Research Committee and was advised that the BAF 
would be reviewed and refreshed for 2024/25   

11.3 The Board approved the BAF. 

12 Trust Management Committee  

12.1 The Trust Management Committee report was noted.  

13 Finance and Performance Committee 

13.1 
 
 
 
 
 

13.2 
 
 
 
 

 

Harvey Griffiths, Non-Executive Director, summarised September and October 
performance, noting performance was holding up well. Despite high demands for A&E 
services, good performance had been reported with value-added activity. Some negative 
impact had been noted from recent strike action and theatre utilisation and dermatology 
were identified as areas of challenge and delays.  
 
With regard to finance, it was noted that close assurance work was ongoing, with the 
dual challenge of a major capital programme and operational challenges. The capital 
programme was identified as a challenge to deliver at around £85 million, which was 
more than twice in previous years. Operationally the budget deficit challenges were 
continuing, with the current year-end forecast at a deficit of around £22 million, £18 
million away from plan.  

14 Quality and Safety Committee 

14.1 
 
 
 
 
 
 

14.2 
 
 
 

14.3 
 
 
 

14.4 
 
 
 
 
 

14.5 
 
 
 

 

Jonathan Rennison, Vice Chair, advised the Board that the Quality and Safety 
Committee had approved the Patient Safety Incident Response Framework (PSIRF) 
policy with a request for an addendum to be added around creating an open, fair, and 
restorative culture.  The Committee had reviewed and approved the Trust’s PSIRF plan 
outside of the normal meeting schedule and both documents had been submitted to the 
Integrated Care Board for final approval and to be given a go-live date.   
 
A regular report had been received from the Division of Medicine, which provided some 
assurance. It had been agreed that the structure and content of reports would be 
reviewed to ensure alignment with the Committee's work plan.  
 
The annual medicine’s management report was highlighted as an excellent example, 
using clear data to demonstrate assurance against key metrics, with indicated areas for 
improvement, action plans for changes, and mitigations for risks.  
 
The maternity quarterly report was received by the Committe, which showed key 
progress on activity against some of the national delivery plans, and a focus on 
encouraging an open and vocal culture to combat concerns around behaviours. The 
Committee had agreed that the Vice Chair, Chief Nurse and Chief Medical Officer would 
be reinforce this as part of future Safety Champion walkabouts.  
 
An update was received on the mortuary’s progress plan against the Human Tissue 
Authority review. Progress was seen in the implementation of recommendations from 
the review with all actions now completed and significant improvement noted within the 
service. The Committee requested a final report before the end of the financial year to 
ensure that changes have been embedded and are sustainable going forward.  

15 People, Education and Research Committee 

15.1 
 
 

The Acting Chief People Officer advised that the Committee had reviewed several 
papers, two of which were included on the Board agenda.  Other papers, including the 
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15.2 

six-monthly update on Freedom to Speak Up, which would be included on a future Board 
agenda. 
 
The Medicine Division had demonstrated to the Board its workforce dashboard for 
assurance whilst demonstrating innovative ways of filling medical vacancies in 
traditionally hard to recruit to posts.  

16 Redevelopment Programme Committee  

16.1 
 
 
 

16.2 
 

Harvey Griffiths, Non-Executive Director noted that the Committee agenda had been 
relatively light, which had allowed time for more comprehensive updates with the land 
purchase issue, which would be picked up later in the agenda. 
  
The Chair praised the new 3D model of the Watford hospital redevelopment, noting that 
it would be shown to the public and staff at the Annual General Meeting (AGM) on 09 
November 2023. 

17 Audit Committee 

17.1 
 
 
 
 
 
 
 

17.2 

Edwin Josephs, Non-Executive Director and Senior Independent Director explained the 
Committee had held one of two planned extraordinary meetings, looking at the sign-off 
of the annual report and accounts, with the auditors issuing an unqualified opinion on 
the statements.  The auditors identified the documents as a true and fair view of the 
Trust's financial position and expenditure for the year. It was confirmed that the 
documents would be published after the AGM. The Chair thanked the Chief Financial 
Officer, team and the auditors for their work on the annual accounts and reports.  
  
The Chief Financial Officer advised that the Trust’s new auditors had proved to be 
helpful, cooperative, and flexible, with a logical and efficient approach.  

18 Performance Report 

18.1 
 
 

18.2 
 
 
 
 
 

18.3 
 
 
 
 
 

18.4 
 
 
 
 
 
 
 

18.5 
 
 
 
 
 
 

18.6 
 

The Acting Chief Operating Officer presented the performance report and outlined the 
key performance headlines for October 2023 which were detailed in the report.   
 
The Chair asked for clarity on the reported increase in theatre utilisation and the acting 
Chief Operating Officer explained this had been due to weekly monitoring in the division 
regarding utilisation, seamless surgery, and improvements to start and finish times over 
the last two or three weeks. Consultants were more engaged and had been contacting 
waiting list coordinators to increase their lists.  
 
The Acting Chief Operating Officer was asked to inform the Board on cost versus 
productivity and the Acting Chief Operating Officer confirmed that staffing in theatres 
was being reviewed for cost-effectiveness. The Chief Finance Officer added that work 
was ongoing to identify areas in theatres, such as optimising operation start times and 
maximising theatre availability. 
 
Heather Moulder, Non-Executive Director asked whether the Chief Medical Officer and 
Chief Nurse had overseen the outsourcing pathway to ensure quality assurance. The 
Acting Chief Operating Officer noted there was a robust process in place, including 
clinical assessments, governance processes, the involvement of clinical leads, and sign-
off from a medical, operational and financial, governance perspective. Ginny Edwards, 
Non-Executive Director added assurance that the Outsourcing Group was monitored by 
the Quality and Safety Committee.  
  
In response to a question from Ann Griffin, Non-Executive Committee on whether 100% 
Value Weighted Activity (VWA) would be reached by the end of the year, and how would 
this be achieved, the Acting Chief Operating Officer explained work was taking place 
within inpatient areas at Watford to try and provide more of a surgical bed base and, 
whilst there was confidence that current progress would lead to the achievement of the 
target, a real focus was need in light of strikes and winter pressures.  
  
The Chief Executive Officer added that work was ongoing to move from surge to a flow 
methodology at Watford, with surge beds significantly down, staff being deployed in the 
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18.7 
 
 
 
 
 
 
 
 
 

18.8 
 
 
 
 
 

18.9 
 
 
 
 
 
 

18.10 
 
 
 
 
 
 
 
 
 
 
 
 

18.11 
 
 
 

18.12 
 
 
 
 
 
 
 
 
 
 
 

18.13 
 

areas they were trained for, and patients being treated in appropriate areas. He 
acknowledged that it would be a challenge to continue this during winter with the 
expected levels of demand.  
 
The Vice-Chair praised the progress being made, but noted that discharges had dropped 
over weekends and taking until Wednesday to return to non-weekend levels. He 
wondered what plans were in place to stabilise discharge rate. The Acting Chief 
Operating Officer confirmed this was the reasoning behind the decision to focus on 
patient flow for inpatients and added that work was underway to reinvigorate work with 
the integrated discharge team and external partners. The Chief Nurse stated there had 
been a lull which had enabled operational practices to return to normal over the past 
couple of months, and there would now be a focus on teams driving the process, with 
regular daily reviews.  
 
A large cohort of patients over the age of 80 was noted and the Board was informed that 
work was being carried out by the Chief Strategy and Collaboration Officer with regards 
to the number of patients coming from nursing homes, this would include a focus on the 
number of patients dying within weeks of admission, potentially due to lack of care in the 
community.  
 
Ginny Edwards, Non-Executive Director enquired how many patients were being 
boarded in clinical areas without bed spaces, and how those wards were assuring quality 
and safety. The Chief Nurse explained there were no remaining boarding patients with 
a reverse boarding approach being taken as part of the discharge work. However, she 
reiterated that boarding was a safe, if not ideal, option to decompress the A&E 
department. The reverse Board approach was explained. 
 
Edwin Josephs, Non-Executive Director and Senior Independent Director wondered how 
discharge delays due to waiting for medication had been resolved or were being 
managed. The Acting Chief Operating officer explained the Optimising Patient Flow 
Group had completed work supported by Pharmacy which had resulted in significant 
improvements being made.  The Chief Nurse highlighted a need for a larger discharge 
lounge area stating that the space was one of the biggest barriers to morning discharges, 
with the majority taking place after 3pm each day. Booking patient transport was also 
identified as an area which would improve discharge rates. The Divisional Director for 
Emergency Medicine advised on a productive meeting with acute physicians regarding 
the expedition of the discharges from the Emergency Acute Unit at weekends and 
advised that there was work taking place on maximising same-day emergency care, 
which would have an impact on reducing numbers in the Emergency Department.  
 
The Divisional Director for Clinical Support services thanked the local council for 
supporting the cost of a senior technician for the rest of the financial year, which would 
improve the flow of discharge medicines.  
  
The Chief Executive Officer asked for an update on the impacts of the virtual hospital 
and partnership with Central London Community Healthcare Trust (CLCH). The Acting 
Chief Operating Officer stated that the average was around 60 patients, which was the 
equivalent of one or two wards.  She added work was underway to review the types of 
patients coming through the virtual hospital, with different pathways for paediatrics and 
surgery, as well as oncology. The Chief Strategy and Collaboration Officer noted that 
there were increasing numbers of GPs joining the workforce, but emphasised the model 
would need strengthening and consolidating for winter. The Division Director for 
Medicine added that the Clinical Director at CLCH was supportive of the reorganisation 
of the medicine division to create a directorate of virtual hospital medicine, with a clinical 
director to support the patient part of the virtual hospital programmes.  
  
The Chair asked for clarity on the coordination between consultant recruitment needs 
and the areas under most stress due to backlogs. The Chief Medical Officer confirmed 
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part of the business case had been to include a job plan, and capacity and demand, 
showing the discrepancy and inability to address it with existing capacity. The Acting 
Chief Operating Officer added that care was also taken to ensure backlog, referral and 
growth were correctly identified to bring in consultants only as appropriate. 

19 Integrated Performance Report 

19.1 
 
 
 
 
 

19.2 
 
 
 
 

19.3 
 
 
 
 
 

19.4 
 
 
 
 

19.5 
 
 
 

 

The integrated performance report was presented by the Chief Information Officer and it 
was noted that much of the report had already been covered in previous agenda items. 
The report had been discussed in detail at the Trust Management Committee and the 
Finance and Performance Committee. The Chief Information Officer outlined the key 
data headlines for October 2023 which were detailed in the report.   
 
Edwin Josephs asked why data reported for Summary Hospital-level Mortality Indicator 
(SHMI) and Hospital Standardised Mortality Ratios (HSMRs) was always six and four 
months behind other data reported. The Chief Information Officer explained that it went 
through a rigorous review process, including local clinical review and national mediation 
and moderation and added that it came from a national database.  
 
Heather Moulder, Non-Executive Director enquired whether there were any areas of 
concern in the sub-groups underlying the headline SHMI figures. The Chief Medical 
Officer confirmed that the figures were considered by the Mortality Review Group, with 
outlying areas usually found to be due to incorrect coding.  
  
Jonathan Rennison, Non-Executive Director and Vice-Chair referred to the nursing fill 
register and wondered whether a new approach should to be taken as it hadn't been 
100% for more than eighteen months. The Chief Nurse said she would look at the data 
with the Chief Information Officer as she suspected the data may not be showing what 
was being seen on the floor.  
 
Jonathan Rennison, Non-Executive Director and Vice-Chair also wondered how the 
caesarean section figures compared against national benchmarks. The Division Director 
for Women’s and Childrens explained that there had been some fluctuation, with a peak 
in April 2023 which had brought down the benchmark before going up slightly again. He 
added that criteria five was a choice for women who had a caesarean section previously, 
so would continue to vary despite attempts to normalise, including periods of being below 
the national benchmark.  

Aim 1, Best Care  

20 Maternity Oversight Quarterly report  

20.1 
 
 
 

20.2 
 
 
 
 
 
 
 
 

20.3 
 
 
 
 

20.4 
 
 

The Chief Nurse introduced the maternity oversight quarterly report and highlighted the 
excellent work of the senior maternity team and the assurance it provided which had led 
to the Trust being considered to neither be at risk or an outlier for maternity services.  
  
The Director of Midwifery and Gynaecology noted that assurance visits in September 
receiving good outcomes, and ward-to-ward assurance achieving borderline outstanding 
status. She highlighted the maternity incentive scheme programme was progressing well 
and expected to be achieved, with sign off by mid-November 2023. The evidence would 
be presented to the Board in December 2023, with the final declaration due in February 
2024. It was reported that the Neonatal Unit was compliant and there was one referral  
for an intrapartum stillbirth reported and accepted by the Healthcare Safety Investigation 
Board.   
 
Clinic optimisation work was underway around safety champions, improving the 
environment, attendance rates, and waiting times. Top risks were identified as remaining 
similar, with outliers being looked into, and the quarterly report expected to provide 
stronger narratives around learning to sustain improvement.  
 
The Board was informed that the MBRRACE-UK (Mothers and Babies: Reducing Risk 
through Audit and Confidential Enquiries) report was published on 10 October 2023, 
which showed an increase in maternal deaths between 2019 and 2021, of which 14% 
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20.5 

 
 

20.6 
 
 

20.7 
 
 

20.8 
 
 
 

20.9 
 

had been due to Covid-19. Finally, the Director of Maternity and Gynaecology reported 
that there had been an increase in speaking up in maternity, with the team coming 
together to address key issues from staff surveys.  
  
The Divisional Director of Women’s and Childrens services added that the service had 
been approached to pilot around maternity culture and safety.  
  
Heather Moulder, Non-Executive Director observed that a link between clinic utilisation 
and patient non-attendance relating to ethnicity was going to reviewed.  
 
Ginny Edwards, Non-Executive Director thanked Jonathan Rennison, Non-Executive 
Director and Vice-Chair for his commitment as a maternity champion and recognised 
that there was more work to be done. The Board discussed how good news and 
improvements in maternity services could be shared with the public and potential 
mothers. Jonathan Rennison,  Non-Executive Director and Vice-Chair agreed that there 
was a lingering negative perception of the Trust’s maternity service and suggested that 
this could be tackled through social media.  

21 Guardian of Safe Working Annual Report 

21.1 
 
 
 
 
 
 
 

21.2 
 
 
 
 
 
 
 
 
 

21.3 

The Acting Chief People Officer presented the Guardian of Safe Working Annual Report 
and highlighted a low number of gaps which had mostly been covered by using existing 
staff or locums. It was also noted that there had been a decline in exception reporting 
over the year, most likely due to adherence to the junior doctor contract. An increase in 
exception reporting was identified within the medicine division, in particularly in acute 
medicine and elderly medicine, however the Acting Chief People Officer reported that 
the overall picture was positive and there had been no fines.  
 
The Guardian of Safe Working reported that gaps were very consistent, and there had 
been an increase in exception reports, leading to more and better data. It was noted that 
there had been more reports from the upper grades in comparison to previous years. 
Issues in a couple of rotas had been addressed, and the Guardian of Safe Working noted 
that he was more concerned about services with fewer exception reports when no reason 
was specified. It was noted that the last few months had been challenging with doctors' 
strikes, locum payment rates along with other disruptions, and issues were expected to 
come through from junior doctors that would need to be addressed, particularly going 
into the winter period.  
  
In response to a question from Ginny Edwards, Non-Executive Director, the Guardian of 
Safe Working confirmed that he had the access and support he needed for his role. He 
advised that there had been some issues with juniors and consultants not being able to 
make exception reports, which had now been resolved.  

22 Gender and Race Pay Gap Report  

22.1 
 
 
 
 
 
 
 
 

22.2 
 
 
 
 
 
 
 

The Acting Chief People Officer presented a paper on the Gender and Race Gap, and 
highlighted small improvements between this year and last year's report and a need for 
a focus to be on actions going forward. She identified two key points, firstly changes 
needed to the dominance of white staff within band 8 roles linked to development 
programmes and coaching mentioned in the action plan, and secondly, influencing 
changes in areas such as the pay within the quartile, with the lower quartile dominated 
by female workers. It was also noted that approaches at a divisional level were key to 
supporting positive change over the forthcoming year.  
  
The Chief Financial Officer highlighted a discrepancy between tables 11 and 12, with the 
former stating BAME (black, Asian and minority ethnic) staff paid more than white staff, 
and the latter showing the reverse in every group. He suggested it was because there 
was a disproportionate number of BAME doctors, which impacted the overall population, 
and that to address the pay gap the focus should be on table 12. The Acting Chief People 
Officer confirmed that this had been discussed with the Chief Financial Officer and it had 
been confirmed to an accurate analysis as any staff that didn't declare their ethnicity 
were not counted in the figures.  
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22.3 

 
 

22.4 
 

 

  
It was identified that the report was published on the website, with more transparency 
than required legally.  
  
The Chief Medical Officer referred to the clinical excellence award scheme and noted, 
that it was historical data, as due to the pandemic there had been an equal split between 
doctors in the past three years. 

Aim 2, Best Value 

23 Finance update 

23.1 
 
 
 
 
 
 

23.2 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

23.2 
 
 
 
 
 
 
 

23.3 
 
 
 
 
 
 
 

23.4 
 
 
 
 
 

The Chief Finance Officer presented an update on the financial position and confirmed 
that the report summarised discussions by the Finance and Performance Committee. He 
highlighted the year-to-date deficit of £16.1 million, which was £11.3 million away from 
the plan.  This did not meet the target to keep the deficit below £22 million as part of the 
Integrated Care System's (ICS) ambition to manage the overall ICS overspend. The 
Board was informed on the seven key factors which were driving the deviation from plan.  
 
Regarding the medium-term plan, the Chief Financial Officer highlighted the aggregation 
of organisational plans into the ICS plan, and a more proactive approach to develop 
targets based on key assumptions.  
  
The Chief Financial Officer stated that he expected no more than £62 million capital 
expenditure and not the £80 million reported in in the Finance and Performance 
assurance report, as the majority of spend on the elective care hub would be deferred 
until the next financial year.  
  
Helen Davies, Non-Executive Director asked how the cash position was changing and 
what it looked like for the remainder of the financial year. The Chief Financial Officer 
explained that there were two main contributors, firstly a build-up of capital creditors at 
the end of last year, many of which had been paid off, and secondly, the deficit being at 
£16 million, most of which would manifest in terms of cash consumption. He stated that 
the Trust did not know yet whether borrowing would be required, with the potential 
implications being higher revenue that wasn't material.  
 
Edwin Josephs, Non-Executive Director enquired if there was any flexibility in the 
process of drawing down cash that would mean borrowing wouldn't be necessary. The 
Chief Financial Officer explained that the only option if the cash balance got close to 
zero, were additional public dividend capital (PDC) or a loan, and currently the regime 
indicated borrowing. Edwin Josephs, Non-Executive Director asked if larger amounts 
couldn't be drawn earlier and the Chief Financial Officer stated that currently the 
drawdown would not be permitted as the Trust was not below the £10 million threshold. 
It was wondered if the £19 million cash and £21 million PDC capital were being mixed 
and the Chief Financial Officer agreed that it was and this was part of the normal 
management of cash.  
  
Heather Moulder, Non-Executive Director asked for clarification on the control total with 
the Integrated Care System. The Chief Financial Officer confirmed the total was £18.8 
million.  Heather Moulder, Non-Executive Director wondered what actions were needed 
to get the cost improvement programme back on track. The Chief Financial Officer 
confirmed that there were ongoing conversations with divisions and the challenge was 
getting the overspend back down to budget whilst also identifying savings against the 
gross budget.   
 
In response to a question from Heather Moulder, Non-Executive Director on whether 
sufficient resources and capacity were being directed at the efficiency programme, the 
Chief Financial Officer explained that he had reorganised the finance function to provide 
an increased focus on the efficiency and recovery programmes, with longer-term 
management of change around the reorganization of the department going to be 
considered by the Joint Consultative Committee in November 2023.  

4 

Trust Board Meeting in Public 7 December 2023-07/12/23 15 of 466 



Tab 4 Item 04 TB Public 7 Dec 2023 Minutes of previous meeting on �2 Nov 2023 

 

Pages 10 of 12 

 
23.4 

 
 
 
 
 
 

23.5 
 

Heather Moulder, Non-Executive Director asked for assurance that the £22 million or 
£18 million would be achieved. The Chief Financial Officer confirmed that there was a 
risk around missing the £22 million, however he felt that due to the challenge and the 
recovery plan being published early, the Integrated Care System had accepted the 
forecast. He noted that providing full assurance was a challenge, however he believed 
the Trust to be in a good position.  
  
Ginny Edwards asked whether divisions had specific action plans, and if so, how they 
were being monitored to ensure they were delivered. The Chief Financial Officer 
explained that the Finance and Performance Committee received a detailed report on all 
actions relating to the financial position month-by-month.  

24 Digital Progress Report 

24.1 
 
 
 
 
 
 
 
 
 

24.2 
 
 
 
 
 
 

24.3 
 
 
 
 

24.4 
 
 
 
 
 

24.5 
 
 
 
 
 
 

24.6 
 
 

 

The Chief Information Officer provided a verbal update and advised that the Board would 
receive a written report at the next meeting. He advised that the virtualisation which 
would enable staff to access computers and applications more quickly was making good 
progress with the launch of the single sign-on process and tap-and-pin on around 1,500 
devices in high-pressure clinical areas. The next stage, subject to more funding, would 
be the implementation of virtual smart cards, and 'follow me' sessions for mobile 
clinicians. It was noted that there were only eight Windows 7 devices in the organisation, 
and shortly there would be no devices which would be an important step in improving 
application use and cybersecurity.  
 
A new communication system was reported to have been installed in the outpatients 
service at Watford and Hemel Hempstead.  This system played music, made 
announcements, and called patients from the waiting area. St Albans was due to have 
the system installed shortly, and the next step would be for the system to be hooked up 
to screens to play video presentations promoting the patient portal, health and wellbeing 
messages and providing education.  
 
The Chief Information Officer identified a programme across the Integrated Care System 
to build integrated care plans, create a tool for those involved with the healthcare of an 
individual to view and edit expectations of the care interaction. The Board was informed 
that a bid had been submitted for this work.  
 
The Chief Information Officer noted that the next stage of improvements to the control 
centre were due to start, progressing the analytics and operating processes. The next 
process pilot was starting next week to improve flow through the outpatient service and 
the emergency department. Finally, the Chief Information Officer said he expected the 
new bleep system to be fully rolled out across the Trust by the next Board meeting.  
  
The Chair noted that there was a budget allocation for artificial intelligence (AI) for a 
number of trusts and asked for clarify on if the Trust was in line to receive some funding 
and whether some collaborative work was required. The Chief Information Officer 
confirmed that a bid had been submitted as part of the radiology network for AI, 
specifically around CT and automating some of the reporting and monitoring of scans, 
however, there had been no confirmation as yet.  
 
The Chief Executive Officer thanked the Chief Information Officer and his team for their 
work and emphasised the need to make the digital journey more visible at the Board. He 
suggested that the updated version of the digital roadmap should be included in the 
upcoming written report.  

Risk and Governance 

25 Corporate Risk Register 

25.1 
 
 
 
 

The Chief Medical Officer confirmed that the risk review group had met on 12 October 
2023, and the report had been reviewed at the Quality and Safety Committee. He 
reported 19 open risks, and one new risk relating to the IT system not automatically 
flagging up a deteriorating patient, which had been highlighted through an incident. This 
risk had been scored at 20. The Chief Medical Officer explained that it was hoped the 
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25.2 
 
 
 
 
 

25.3 
 

 
 

25.4 

score would come down fairly promptly as an IT solution was being urgently explored 
and there had been extensive education of medical and nursing staff on all wards, as 
well as messages on the login screen and communication through safety huddles.  
 
Two risks were identified as being reduced, (1) cystoscopy patient treatment list which 
had gone from 20 to 10, with the backlog being cleared and no patients coming to harm, 
and (2) the Trust’s bleep system had only had a low number of incidents. One risk had 
also been closed which related to non-clinical staffing issues, with substantive staff now 
in place.  
 
Ginny Edwards, Non-Executive Director highlighted that a risk around deteriorating 
patient had received good discussion at the Quality and Safety Committee, and 
assurance had been taken on the actions being taken to minimise the risk.  
 
The risk register was approved 

26 Items considered in October 2023 Private Trust Board 

26.1 A list of items discussed at the meeting was noted.  

27 Any other business previously notified to the Chair  

27.1 There was no other business reported. 

28 Questions from Healthwatch Hertfordshire 

28.1 There were no questions from Healthwatch Hertfordshire in Meg's absence 

29 Questions from our patients and members of the public 

29.1 
 
 
 
 
 
 
 
 

 
 

29.2 
 
 
 
 
 
 
 
 

29.3 
 

29.4 
 
 
 
 

29.5 
 
 
 

29.6 
 
 
 
 

Q1.  Those involved with the Dacorum Community Car service, whose volunteers 

regularly take people for appointments at Watford General, have raised a problem with 

the multi-storey car park. Patients with serious mobility or other health issues find the 

slope to the main entrance from the multi-storey is still too steep. Wheelchair use is 

difficult. Volunteer drivers are tending to use the other disabled spaces accessed from 

Vicarage Road, which is not ideal – and a waste of an expensive asset. One 

suggestion is for there to be more drop-off spaces just outside the PMoK main 

entrance. Would that be possible? Do you keep a check on usage of the disabled 

spaces close to PMoK to ensure that people are not disadvantaged?  

A1. The Chief Financial Officer responded that the option of a patient drop-off area 
outside the PMoK building would be investigated and raised at the next monthly car park 
user's group, as it was currently only designated for ambulance drop-off. Disabled 
parking spaces were identified as available next to the restaurant, and a disabled car 
park next to the Busy Bees Nursery, both on the main site and away from the multi-
storey car park slope. It was confirmed that the car park contractor monitored the use of 
drop-off and disabled parking to maintain availability and prevent misuse, with warning 
notices and parking tickets issued if needed.  
  
Q2. It was asked when the public would be able to see the annual report and accounts 
for 2022/23 and why publication had been delayed.  
 
A2. The Chief Financial Officer explained that new auditors had been appointed earlier 
in the year, and the annual report and accounts had always been planned for publication 
at the Annual General Meeting on 9 November 2023.  
  
Q3.  Is the area of land subject to purchase referred to in the November papers at Tab 
16 p.70 around 0.54ha.? Why has the business case mentioned not been publicised in 
Board papers as others have? 
 
A3. The Chief Financial Officer responded that the land exceeded 0.5 hectares. The 
purchase contract was yet to be signed, and the final business case details were being 
discussed at the private section of the Board meeting, therefore it could not be published 
as the details were still commercially confidential.  
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29.9 
 

Q4. A patient’s mother and member of the public thanked staff involved in an event on 
the Starfish Ward however identified that she had still not received a discharge summary 
for her son. She was unhappy that she had to chase up the summary and the results of 
follow-up bloods for a child with continuing complex  healthcare needs. The Acting Chief 
Operating Officer apologised and provided assurance that she would investigate the 
situation and processes and would report back to the patient’s mother.  
 
Q5. It was also highlighted that the patient would shortly be sixteen and his mother raised 
concerns around the transition planning, in particular due to his complex and ongoing 
health needs.  
 
A5. The Chief Nurse explained that the Paediatric service was reviewing transition of 
children with complex needs from the paediatric service to adult care as a system-wide 
project, and asked for the mother’s contact details so she could update her on the work 
underway.  

 
29.10 

 
 

29.11 
 
 

29.12 
 

Action: 
The Chief Financial Officer to investigate options for a patient drop-off outside the PMoK 
building at the next monthly car park user's group and report back.  
 
The Acting Chief Operating Officer to investigate an incident raised by a patient’s mother   
regarding a delay in discharge summaries and test results on Starfish Ward.  
 
The Chief Nurse and Divisional Director of Women’s and Children’s services to contact 
a patient’s mother to update her on the transition of children with complex needs from 
paediatrics to adult care. 

30 Date of the next Board Meeting  

30.1 
 
 

30.2 

The Chair confirmed that the next meeting would be on 07 December 2023 at Watford 
General Hospital and via Zoom.  
  
The Chair thanked attendees for their attention, and the meeting ended 
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Agenda item: 5  

Public Board Meeting 
07 December 2023 

 
Action log  

 
 

No 
Date of 
meeting 

Minute ref Action 
Lead for 

completing the 
action 

Date to be 
completed 

Update 

1 02/11/2023 10.4 Watford Football Club and the receptionist to 

receive a letter of thanks for their support of the 

Trust’s vaccination programme. 

Trust Secretary 07/12/2023 Letters being drafted for sign-off by 
the Chief Executive and Chair 

2 02/11/2023 29.12 To contact a patient’s mother to update her on the 

transition of children with complex needs from 

paediatrics to adult care. 

 

Chief Nurse and 

Divisional Director 

of Women’s and 

Children’s services 

07/12/2023 Divisional Director of Women’s and 
Chidren’s service and Clinical 
Director for Clinical Services met 
with patient’s mother. 
A multi-disciplinary team plan has 
been agreed for the patient. A plan 
has been agreed to improve the 
general pathway for  
from paediatrics to adult care for 
children with complex needs  

3 02/11/2023 29.11 

To investigate an incident raised by a patient’s 
mother regarding a delay in discharge summaries 
and test results on Starfish Ward.  
 

Acting Chief 
Operating Officer 

07/12/2023 
This was discussed in the same 
meeting with patient’s mother as 
above.  

4 02/11/2023 29.10 

To investigate options for a patient drop-off point 
outside the Princess of Michael of Kent building at 
the next monthly car park user's group and report 
back.  
 

Chief Financial 
Officer 

01/02/2024 Not due 
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Board meeting/ 

decision date   

Decision 

reference 

(from minutes)   

Item presented to Board for action  Comments/ outcome

06 April 2023 21

NHS England Frontline digitisation business 

case The Board approved the business case for the digitisation of frontline services

06 April 2023 25

Board and committee terms of reference and 

workplans The Board approved its terms of reference and board sub-committee terms of reference and workplans. 

04 May 2023 25 Annual self-certification The Board approved  the annual self-certification process

01 June 2023 24 Neonatal Intensive Care Unit business case The Board approved the Neonatal Intensive Care Unit business case

01 June 2023 26 Modern Slavery Act statement The Board approved the Modern Slavery Act statement and its publishing on the Trust website 

06 July 2023 22 Quality Report The Board ratified the report. 

06 July 2023 28 Domestic and Clinical Waste Contract The Board approved the Domestic and Clinical Waste contract

06 July 2023 29

Award of Compliant Courier Contract for 

Pathology and Pharmacy Services The Board approved the Award of Compliant Courier Contract for Pathology and Pharmacy Services

07 Sept 2023 20A

Self Certification, Protecting and Expanding 

Elective Capacity The Board approved the signature and submission of the self-certification document to NHSE. 

07 Sept 2023 29

Medical Appraisal Annual Organisational Audit 

2022/23 Statement of Compliance 

The Board approved the Medical Appraisal Annual Organisational Audit 2022/23 Statement of 

Compliance. 

05 Oct 2023 N/A N/A No decisions made

02 Nov 2023 N/A N/A No decisons made

BOARD DECISION LOG
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TRUST BOARD WORK PLAN 2023/24: Part 1 Apr-23 May-23 Jun-23 Jul-23 Sep-23 Oct-23 Nov-23 Dec-23 Jan-24 Feb-24 Mar-24

Service presentation/patient story ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Trust Chair and Chief Executive’s report ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Performance Report ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Self-certification - Protecting and Expanding Elective Capacity Board Assurance Framework ✓

Integrated Performance Report ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Seven day services – board assurance framework ✓

Bi-annual establishment review – maternity ✓ ✓

Bi-annual establishment review report – adult inpatient wards     ✓ ✓

Annual establishment review report – Paediatrics  ✓

Establishment review - neonates ✓

Perinatal quality surveillance -maternity minimum dataset (quarterly as part of IPR)  ✓ ✓ ✓ ✓

Maternity safety strategy actions and CNST incentive scheme (as required) ✓ ✓ ✓

Annual report: infection prevention and control ✓

Annual report: safeguarding ✓

Outcome of national patient surveys/progress reports

Report on the quality account (ratification of QC approval) ✓

Annual report: end of life care ✓

Annual report: complaints and patient advice and liaison ✓

Annual report: serious incidents and never events ✓

Quarterly learning from deaths report ✓ ✓ ✓ ✓

Annual assurance report: emergency preparedness, resilience and response ✓

Patient Safety Specialist update 

Health inequalities

Annual report: Legal services ✓

Outline and final business cases for capital investment more than £1m (as required)

Ratify proposals for acquisitions, disposals or changes of use and/or buildings (as required)

Approval to open bank accounts (as required)

Finance update ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Research and development update ✓

Public Sector Equality Annual Report ✓

Equality and Diversity WRES & WDES annual reports ✓

EDS3 ✓ ✓

Gender and race pay gap report ✓

Outcome of national staff survey/progress report ✓ ✓

Annual medical appraisal report and statement of compliance ✓

Annual People Strategy update  ✓

Bi-annual freedom to speak up/whistle blowing report ✓ ✓

Guardian of Safe Working Annual Report ✓ ✓

FPPR Report ✓

As required

Aim 3: Great Team

As required

Performance

Aim 1: Best Care

Reports aligned with the publication of results

Aim 2: Best Value 

As required
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Better Care, Delivered Differently update (bi-monthly) ✓ ✓ ✓ ✓ ✓ ✓

Strategic objectives report (quarterly) ✓ ✓ ✓ ✓

Green Plan - annual review ✓ ✓

Redevelopment OBC preferred option decision (tbc)

Development of integrated care partnership update report

ICS governance proposals (tbc)  

Progress update on major capital projects (outline business cases/full business cases)

Approval of the corporate aims and objectives   ✓

Board assurance framework report ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Corporate risk register report ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Board and committee terms of reference and work plans review ✓

Annual review of Board and committee effectiveness ✓

Review of committee structure/governance to deliver strategic objectives

Board engagement report ✓ ✓

Board and committee meeting schedule ✓

Audit Committee annual report ✓

Annual statement of actions taken to prevent slavery and human trafficking ✓

Annual self-certification process ✓

Use of the Trust Seal (via Audit Committee assurance  report) ✓ ✓ ✓ ✓ ✓

Report on standing financial instructions, standing orders and scheme of delegation (via Audit 

Committee assurance report)
✓

Approval of annual report, annual accounts, annual governance statement and quality account 

(via Audit Committee assurance report )
✓

People, Education and Research Committee ✓ ✓ ✓ ✓ ✓ ✓ ✓

Audit Committee ✓ ✓ ✓ ✓ ✓ ✓

Finance and Performance Committee ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Quality Committee ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Trust Management Committee ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Great Place Committee ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Charity Committee ✓ ✓ ✓ ✓ ✓

Charity Committee annual report and accounts ✓

Questions from Hertfordshire Healthwatch ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Questions from the public ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Corporate Trustee meeting ✓ ✓

Assurance reports from committees 

Questions

Aim 4: Great Place 

As required

Risk and governance 

Regulatory
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             Trust Board Meeting 
                                                                    07 December 2023 
 

Title of the paper Chair’s Report 
 

Agenda Item 08 

Presenter Phil Townsend, Chair 
 

Author(s) Carolyn Greeves, Chief of Staff 
 

Purpose 
 

For approval  For discussion  For information 

   
 

Executive 
Summary 

This paper provides an update to the Board on items of national and local 
interest/relevance.   
 

Trust strategic 
aims  
 
(please indicate 
which of the 4 
aims is relevant to 
the subject of the 
report) 

Aim 1 
Best care 

 
Objectives 1-4 

Aim 2 
Great team 

 
Objectives 5-8 

Aim 3 
Best value 

 
Objective 9 

Aim 4 
Great place 

 
Objective 10-12 

x x x x 
 

Links to well-led 
key lines of 
enquiry 
 
 
 
 

 Is there the leadership capacity and capability to deliver high quality, 
sustainable care? 

 Is there a clear vision and credible strategy to deliver high quality, 
sustainable care to people, and robust plans to deliver? 

 Is there a culture of high quality, sustainable care? 
x  Are there clear responsibilities, roles and systems of accountability to 
support good governance and management? 

 Are there clear and effective processes for managing risks, issues and 
performance? 
x  Is appropriate and accurate information being effectively processed, 
challenged and acted on? 
x  Are the people who use services, the public, staff and external partners 
engaged and involved to support high quality sustainable services? 

 Are there robust systems and processes for learning, continuous 
improvement and innovation? 

 How well is the trust using its resources? 
 

Previously 
considered by 

Committee/Group Date 

N/A  
 

Action required The Board is asked to receive the report for information.  
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Agenda Item: 8 
 
 
Trust Board Meeting –  07 December 2023  
 
Chair’s Report 
 
Presented by: Phil Townsend, Chair  
 
 
 
1 PURPOSE 
 
1.1 The aim of this paper is to provide an update on items of national and local interest/ 

relevance to the Board. 
 
2 NEWS AND DEVELOPMENTS 
 

Cabinet Reshuffle  

2.1 On 13 November, Prime Minister Rishi Sunak, carried out a reshuffle of the Cabinet and 

ministerial team. This reshuffle saw Victoria Atkins appointed as Secretary of State for 

Health and social Care, replacing Steve Barclay, who moved to the Department for 

Environment, Food and Rural Affairs. Two new ministers also join the Health and Social 

Care Team, with Andrew Stephenson as Minister of State, and Andrea Leadsom as 

Parliamentary Under Secretary of State, replacing Will Quince and Neil O’Brien.   

National Stress Awareness Day 

2.2 2 November saw National Stress Awareness Day.  Employee Assistant Programme 

provider Vivup provided a range of resources to support the wellbeing of our staff and help 

tackle stress both inside and outside the workplace.    

2.3 Here For You also visited the three hospital sites during November offering one to one 

sessions to anyone seeking emotional support.   They also offered a webinar on stress, 

resilience and winter pressures on 14 November.  

Celebrating Disability History Month 

2.4 Disability History Month runs from 16 November to 16 December and we are marking this 

with the support of our staff disability network – Diversability.  We want to help raise 

awareness of different disabilities and appreciate those with disabilities who can thrive when 

given the right support.     

 

8 

24 of 466 Trust Board Meeting in Public 7 December 2023-07/12/23 



Tab 8 Item 08 TB Public 7 Dec 2023 Chair’s report 

 

Page 2 of 3 
 

Advanced Practice Week 

2.5 On 7 November the Medical Education Centre show cased our trainee and qualified 
advanced clinical practitioners (ACPs).  There were presentations from trainee and qualified 
ACPs from various areas of West Herts, demonstrating their impact on teams, services and 
patients.   

Care of the Elderly Training  

2.6 On 3 November Peter Taylor, Elected Mayor of Watford, visited Watford General Hospital 

to join in the new innovative care of the elderly training programme.  Raise, our hospitals’ 

charity has supplied an age simulation suit which replicates the challenges of daily living for 

older people.   There was also the opportunity at the AGM for the attendees to try on the 

suit. At the end of the session Mr Taylor presented occupational therapy assistant, Azizat 

Oyelade with a certificate for completion of the elderly training programme.  

UK Malnutrition Awareness Week  

2.7 From 6 to 12 November our dietitians and nutrition nurses promoted the importance of 

nutrition and awareness of malnutrition.  Led by Amanda Budd, lead nurse of patient 

experience, they provided Q&A sessions and invited all healthcare professional to be 

involved.   

Celebrating World Radiography Day  

2.8 The 8 November marks the anniversary of the discovery of X-radiation by Wilhelm Roentgen 

in 1895.  We celebrated our fantastic radiology team and their achievements, hard work 

and dedication. In January Hemel Hempstead Hospital is due to receive a new gamma 

camera, which will help provide more accurate scans and quicker diagnoses for patients.  

Annual General Meeting 

2.9 On 9 November we celebrated the best of #TeamWestHerts with our AGM. There were 

stalls from our staff networks including robotic assisted surgery, simulation training, our 

virtual hospital, the redevelopment team, our volunteering service and our charity Raise.   It 

was fabulous to see so much of the great work from across the Trust at the show, including 

the model of our proposed new hospital along with the digitally-produced design video, 

showing the hospital we want to build.  

World Prematurity Day 

2.10 17 November saw the neonatal unit celebrating World Prematurity Day. The staff wore 

something purple to show their support and celebrate the event.    

 
3 Community News 

3.1 Raise have launched their Christmas Appeal.  Please contact Alison Rosen, Chief 

Executive of Raise, if you are able to help in any way. Gifts to patients will be distributed on 

20 and 21 December. 

3.2 Raise has also reported that they have nearly reached their goal of £695,000 to buy an 

interventional radiology scanner for Watford General Hospital.  
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Winterfest! 

3.3 Winterfest returns this year with a pop-up market on each hospital site selling Christmas 

gifts and festive food and drink.   

London Winter Walk Challenge  

3.4 Raise invites you to join a fundraising London Winter Walk, either a full or half marathon, 

or 10K on either Saturday 27 or Sunday 28 January.  Please see their  website  here  for 

further details.  

4 Hertfordshire and West Essex ICS 
 

4.1 The latest edition of the Hertfordshire and West Essex ICB update can found here 
https://hertsandwestessex.icb.nhs.uk/homepage/24/hertfordshire-and-west-essex-icb-
update and demonstrates the work that system partners are undertaking to improve and 
development services for local communities. 

 
5 BOARD NEWS 

 
Board visit programme: 
 

5.1 As part of the monthly Board visit programme, the Board visited the following areas at St 
Albans City Hospital on 2 November 2023: 

• Breast Clinic  

• Theatres 

• Site Redevelopment 
 

6 Chair’s meetings: 
   

6.1 I have attended the following meetings since the report to the last Board meeting: 

• Hosted AGM 

• Board preparation 

• Board 

• Key sub committees 

• Governance arrangements 

• NED recruitment 

• CEO strategy meetings 

• ICB Chairs meeting 

• VIP visits 

7 RECOMMENDATION 
 

7.1 The Board is asked to receive the report for information. 
 
Phil Townsend 
Chair 

 
29 November 2023 
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Trust Board Meeting 
07 December 2023 

 

Title of the paper Chief Executive’s Report 
 

Agenda Item 9 
 

Presenter Matthew Coats, Chief Executive 
 

Author(s) Carolyn Greeves, Chief of Staff 
 

Purpose 
 

For approval  For discussion  For information 

  ✓ 
 

Executive 
Summary 

The aim of this paper is to provide an update to the Board on items of national 
and local interest/relevance since the last meeting.  The information in the 
report is drawn from a variety of sources, including information published by 
NHS England, Department of Health and Social Care, NHS Providers and the 
Care and Quality Commission.  
 

Trust strategic 
aims  
 
(please indicate 
which of the 4 
aims is relevant to 
the subject of the 
report) 

Aim 1 
Best care 

 
Objectives 1-4 

Aim 2 
Great team 

 
Objectives 5-8 

Aim 3 
Best value 

 
Objective 9 

Aim 4 
Great place 

 
Objective 10-12 

x x x x 
 

Links to well-led 
key lines of 
enquiry 
 
 
 
 

✓ Is there the leadership capacity and capability to deliver high quality, 
sustainable care? 
✓ Is there a clear vision and credible strategy to deliver high quality, 
sustainable care to people, and robust plans to deliver? 
✓ Is there a culture of high quality, sustainable care? 
✓ Are there clear responsibilities, roles and systems of accountability to 
support good governance and management? 
✓ Are there clear and effective processes for managing risks, issues and 
performance? 
✓ Is appropriate and accurate information being effectively processed, 
challenged and acted on? 
✓ Are the people who use services, the public, staff and external partners 
engaged and involved to support high quality sustainable services? 
✓ Are there robust systems and processes for learning, continuous 
improvement and innovation? 
✓ How well is the trust using its resources? 

Previously 
considered by 

Committee/Group Date 

N/A  
 

Action required The Board is asked to receive the report for information.  
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Agenda Item: 9 

 
Trust Board Meeting – 07 December 2023  
 
Chief Executive’s Report 
 
Presented by: Matthew Coats, Chief Executive Officer 
 
 

1 PURPOSE 

1.1 The aim of this paper is to provide an update on items of national and local interest/ of 
relevance to the Board 

2 KEY ISSUES 

Patient demand and capacity 

2.1 Thank you to all staff for their hard work, especially as we approach winter. We have continued 
to maintain the improvement in Accident and Emergency performance and achieving our 
planned trajectory for ambulance handovers this month.  The Trust has reduced patients not 
meeting criteria to reside in 2023/24 compared to the national reductions by working closely 
and in strong collaboration with the Hertfordshire County Council team. I would like to thank 
the staff for their continued collaborative work with our system partners to increase the number 
of discharges particularly those requiring complex care.   

2.2 Access to diagnostic services continues to improve. I would like to thank the services who 
have been working hard to increase capacity to reduce the time patients are waiting for 
investigations.  We continue to achieve the 62-day referral to definitive treatment of 75% with 
teams working towards improving the Faster Diagnosis Standard, exceeding the 2022/23 day 
case activity year to date. 

2.3 Thank you to the clinical and operational teams who continue to improve the accuracy of 
inpatient data collected to co-ordinate care through the Control Centre. This accuracy will allow 
visibility and onward management of every patient through the Trust from attendance in the 
Accident and Emergency Department to discharge.  

Winter planning  

2.4 We are working with the ambulance service to manage conveyances to the Emergency 
Department with the aim to refer patients to the most appropriate care pathway such as directly 
to community providers or into the Trust’s Same Day Emergency Care pathways (avoiding an 
Accident and Emergency Department attendance).  

2.5 Actions from the Patient Flow Summit are in progress, the next system partner meeting will be 
held early December. I would like to thank all organisations for their continued commitment in 
their attendance and input. This work will further support the NHS England winter planning 

9 

28 of 466 Trust Board Meeting in Public 7 December 2023-07/12/23 



Tab 9 Item 09 TB Public 7 Dec 2023 Chief Executive’s report 

High Impact Patient Flow Change Programme. Clinical and operational teams continue to work 
together to innovate, improve patient flow and earlier discharges.  

2.6 I am delighted to announce that the Colorectal team have just launched their Virtual Hospital 
pathway, which will help reduce surgical admissions and length of stay. The virtual hospital 
teams have collated significant amounts of positive patient feedback about the delivery of the 
service. The feedback demonstrates that patients feel safe and well cared for during their 
admission. Any lessons learned following the feedback is proactively used to further improve 
care.   

Patient Services  

Patient Safety Incident Response Framework (PSIRF) 

2.7 This month we were delighted to hear that our PSIRF plan was signed off by the Integrated 
Care Board.  PSIRF sets out the NHS’s approach to developing processes for responding to 
patient safety incidents for the purpose of learning and improving patient safety.  This new 
process is proving to have a positive impact across the divisions. 

 

3 CHIEF OFFICERS UPDATES  

Chief Medical Officer 

Congratulations to Dr Vasanta Nanduri 

3.1 I would like to pass on my congratulations to Dr Vasanta Nanduri on being elected President 
of the Histiocyte Society from 2025.  This appointment recognises her many years of clinical 
and strategic leadership as well as dedication and passion in the field.  

Congratulations to Dr Niall Keenan 

3.2 Congratulations also to Dr Niall Keenan who was a finalist for the HSJ Clinical Leader of the 
Year.  Dr Keenan was recognised for everything achieved in our Virtual Hospital space. The 
ceremony was held at Evolution London on 16 November and is the largest, most prestigious, 
and longest running awards ceremony in UK Healthcare. 

Chief Finance Officer 

3.3 We are pleased with confirmation of our portion of the £800 million allocated to the NHS to 
cover the costs of industrial action this year. This has resulted in an improvement in our 
projected net income and expenditure for the coming year. We are also carefully managing 
our capital expenditure. We anticipate that the 24/25 year will pose additional financial 
challenges, so we are giving special focus to our business planning activities at an early stage. 
See the Finance update on the agenda for more information. 

 
Chief Nurse 

Staff vaccination campaign underway 

3.4 We have had a busy month for awards and nominations, and were delighted to be finalists at 
the Nursing Times Awards for “Best Use of Technology” for our Virtual Hospital team and 
workforce team. 

 

Gifted Ethnic Minority Staff Leader 

3.5 Preeti Modi, Improvement Lead, has been shortlisted for the Gifted Ethnic Minority staff 

leader awards for her contribution to making a difference. Preeti’s impactful contributions 

within the Trust are marked by a 40% improvement in carbon monoxide screening rate. Preeti 
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continues to mentor her BAME colleagues, in particular, supporting their career development. 

Good luck, we are all behind you. 

Frailty Training Simulation Suit 

3.6 The Mayor of Watford supported funding for the frailty training simulation suit and joined one 
of the sessions demonstrating the suit. The suit allows the wearer to experience the challenges 
of frailty patients and is a vital piece of equipment to improve our training in Frailty. Several 
people were able to try out the suit at our AGM in November. 

  

Student Nurse 

3.8 Congratulations to Naomi Prentice who is completing her training after almost 20 years of 

waiting to follow her dream to be a nurse. Naomi has been on an apprenticeship route with 

us at West Herts and is now encouraging others with her good news story.  We are extremely 

proud of Naomi and can’t wait to help her qualify as a nurse in 2026. 

 

4 NEWS AND DEVELOPMENTS 
 

New Hospital Model 

4.1 The model of our proposed new hospital at Watford is available to view at Watford General 
Hospital. The model can be found in the room by the Staff Hub and Dining Room.  

Minimally invasive technique introduced to detect oesophageal cancer 

4.2 The gastroenterology team have introduced a capsule sponge test service as a pilot to detect 
early oesophageal cancers.  The clinics are led by Dr Harika Yalamanchili, gastroenterology 
clinical fellow and has been initiated thanks to receiving cancer transformation funding.  
 

5 NATIONAL DEVELOPMENTS 
 
Biggest Prostate Cancer Screening Trail in Decades to Start in UK 

5.1 Thousands of men’s lives could be saved as a major new prostate cancer screening trial, called 
TRANSFORM, is set to begin, backed by £42 million from the government and Prostate 
Cancer UK. The trial will use screening methods, such as MRI, to detect prostate cancer, which 
is the most common cancer in men.  Currently there is no screening programme, but this trial 
will see hundreds of men across the country participating. The new screening methods provide 
more accurate results than the current blood tests, which can miss some cancers and often 
suggest prostate cancer when no cancer exists. 

Government Offer NHS Consultants to Pave Way to End Strikes 

5.2 The government and unions representing consultant doctors in England have reached an 
agreement to put an offer to union members following constructive negotiations. Talks were 
opened with the British Medical Association and Hospital Consultants and Specialists 
Association last month to find a fair and reasonable way forward.   

5.3 The government was clear that the headline pay uplift for 2023 to 2024 was settled through 
the pay review body process.  The core contract for consultants has not been updated for 20 
years and this offer will modernise it in line with other NHS staff. Prime Minister Rishi Sunak 
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said that ending strike action in the NHS is vitally important if we want to continue making 
progress towards cutting waiting lists while making sure patients get the care they deserve. 

5.4 Talks between the government and junior doctors are still ongoing, after discussions were 
opened last month.  

 Landmark Deal to Boost Nation’s Health and Save NHS £14 billion 

5.5 A landmark deal has been agreed that is set to save the NHS £14 billion over five years in 
medicines costs, enable patients to access the latest lifesaving treatments more consistently 
and boost the UK’s position as a global superpower in advanced healthcare, technology and 
clinical research.  The new deal secures savings for the taxpayer-funded health service that 
are double those under the current medicine pricing agreement, which expires at the end of 
this year.  

5.6 The agreement will save billions more pounds that can be used to provide the best possible 
treatment and care for NHS patients, grow the workforce and cut waiting lists – one of the 
Prime Minister’s five priorities.  

 
6 RECOMMENDATION 
 

6.1 The Board is asked to receive the report for information. 
 

 
Matthew Coats 
Chief Executive 
 
 
29 November 2023 
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                                                            Trust Board Meeting 

  
                                                   07 December 2023 

 

Title of the paper Board Assurance Framework report  

Agenda Item 10 

Presenter Matthew Coats, Chief Executive Officer 

Author Jean Hickman, Director of Governance 

Purpose For approval  For discussion  For information 

✓   

 

Executive 
Summary 

The Board approved the corporate aims and objectives for 2022/23 on 7 April 
2022. The BAF dashboard and detailed risks are attached for the Board to 
approve.   
 
The risks have been discussed at the Finance and Performance Committee 
and Quality and Safety Committee on 30 November 2023.    
 
The Finance and Performance Committee recommended changes to the risk 
score of BAF number 8. This change recognises an increase in the certainty that 
the Trust will not deliver its original financial plan. The Trust is now predicting an 
£18m deficit from the original plan to breakeven. The Committee recommended 
that the score is increased to 20 (4 x 5).  
 
This report is to provide the Board with assurance that risks to achieving the 
Trust’s strategic objectives are being appropriately mitigated, to consider those 
elements that report direct to Board and any recommendations of changes 
from assurance committees. 
 

Trust strategic 
aims  
 

Aim 1 
Best care 

 
Objectives 1-4 

Aim 2 
Great team 

 
Objectives 5-8 

Aim 3 
Best value 

 
Objective 9 

Aim 4 
Great place 

 
Objective 10-12 

x x x x 
 

Links to well-led 
key lines of 
enquiry 
 

☒Is there the leadership capacity and capability to deliver high quality, 

sustainable care? 

☒Is there a clear vision and credible strategy to deliver high quality, 

sustainable care to people, and robust plans to deliver? 

☒Is there a culture of high quality, sustainable care? 
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☒Are there clear responsibilities, roles and systems of accountability to 

support good governance and management? 

☒Are there clear and effective processes for managing risks, issues and 

performance? 

☒Is appropriate and accurate information being effectively processed, 

challenged and acted on? 

☒Are the people who use services, the public, staff and external partners 

engaged and involved to support high quality sustainable services? 

☒Are there robust systems and processes for learning, continuous 

improvement and innovation? 

☒How well is the trust using its resources? 

 
 

Previously 
considered by 

• Finance and Performance Committee – 30 November 2023 

• Quality & Safety Committee – 30 November 2023 

Action required  
The Board is asked to: 

 

• a recommendation by the Finance and Performance Committee 
to increase the score of BAF risk 8 from 16 to 20.  

• to review and approve the revised version of the BAF. 
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Agenda Item: 11 
 
Trust Board meeting – 07 December 2023 
 
Board Assurance Framework report 
 
Presented by:  Matthew Coats, Chief Executive Officer 
 
 
1. Purpose  

 
1.1 This report aims to provide the Board with assurance that risks to achieving the Trust’s 

objectives are being appropriately mitigated, to consider those elements that report direct 
to Board and any recommended changes from the committees. 
 

2. Background 
 

2.1 All NHS Trusts are required to use a Board Assurance Framework (BAF), not least 
because it has been proven good practice for many years in both healthcare and a whole 
range of complicated high-risk organisations. The BAF is a ‘live’ document that changes 
over time, and it picks up all the controls that the Trust has in place to manage, minimise 
and/or remove the identified risks and points towards concise and comprehensive 
evidence that the controls are working. 
 

2.2 The BAF forms part of the Trust’s overall board assurance and integrated risk 
management arrangements. It brings together three things:  
 

• The Trust’s four aims and 11 underpinning strategic objectives 

• A headline summary of all the issues (risks) that might get in the way of achieving 
those objectives. 

• A headline summary of what the Trust is doing about those issues, along with a 
concise description of how the Board can be assured that what is being doing is 
working. 
 

2.3 Where appropriate the BAF is cross-referenced against operational risks on the corporate 
risk register. It should be noted that the BAF and corporate risk register are 
complementary but not the same thing.    
 

2.4 The difference between ‘assurance’ and ‘reassurance’ is vital to make the BAF work.   
Reassurance is when someone tells you all’s well; assurance is when they tell you what’s 
happening, show you the evidence and you can judge for yourself if all’s well. The diagram 
below demonstrates this in more detail. 

Reassurance  Assurance 
 
 

• It is OK because 
management say it is 

• Strong management 
personalities may dominate 

• Track record of success 

• Professional background or 
expertise 

• No contradictory evidence 
 

• It is OK because how 
management have responded to 
questions from the Board has 
given me confidence by: 

− Clear and logical explanations 
from Board members 

− What has happened; why it has 
happened and what is the 
response 

It is OK because I have 
reviewed various reliable 
sources of information, 
such as: 

− Independent 
information source 

− Evidence of historical 
progress, outcomes 
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2.5 The BAF comprises of a dashboard, which makes reference to the risk statement and risk 

score matrix, and an in-depth template for each risk. These are dynamic documents and 
are used by the Board and assurance committees to influence decision making at an 
individual risk level.  
 

3. Monthly review 
 
3.1 The BAF is reviewed monthly by the Board. The risk descriptions, gaps in controls and 

assurances, areas of challenge and mitigations were reviewed and updated by executive 
leads in November 2023.  

 
3.2 Elements of the BAF were reviewed on 30 November 2023 by the Quality and Safety 

Committee and Finance and Performance Committee. 
 
3.3 The Quality and Safety Committee noted that whilst no changes were proposed this 

month, an in-depth review and update should be undertaken of all the risks, scores and 
gaps in controls and assurance. It was noted that the BAF would be reviewed and aligned 
with the refreshed strategy once it was approved by the Board.  

 
3.4 The Finance and Performance Committee recommended changes to the risk score of BAF 

number 8. This change recognises an increase in the certainty that the Trust will not 
deliver its original financial plan. The Trust is now predicting an £18m deficit from the 
original plan to breakeven. The Committee recommended that the score is increased from 
16 to 20 (4 x 5).  

 
3.5 There are no areas of extreme risk (red) identified on the BAF. 10 risks are currently 

assessed as high (amber). Only limited assurance can be gained by the Board for these 
risks.  
 

4. Next Steps 
 
4.1 The BAF is scheduled to be reviewed at the end of financial year and will be aligned with 

the Trust’s refreshed strategy.  A draft BAF will be presented to the Board in March 2024 
with the final version being presented to the Board for approval in April 2024.  
 

5. Risks  
 
5.1 There is a risk that failure to keep effective oversight of the Trust’s key risks may lead to 

the Trust not achieving its organisational strategic aims and objectives. 
 
6. Recommendation  

 
6.1 The Board is asked to: 

 

• a recommendation by the Finance and Performance Committee to increase the 
score of BAF risk 8 from 16 to 20.  

• to review and approve the revised version of the BAF. 
 

 
Matthew Coats 
Chief Executive Officer 
 
October 2023 

− Management explanations are 
consistent 

− Triangulation with 
other information 
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BOARD ASSURANCE FRAMEWORK FOR 2022-23 

  

Trust Board Dashboard 

Strategic 

Aim/Priority 

Risk 

no 

Risk description Executive 

Lead/ 

Committee 

Link to 

CRR 

Risk Score (L x C) 

Residual 

April 22 

Jun/ 
Jul 
22 

Aug/
Sep 
22 

Oct/
Nov 
22 

Dec/ 
Jan 
23 

Feb/
Mar 
23 

April/
May 
23 

June/ 
Jul 
23 

Aug/ 
Sep 
23 

Oct/ 
Nov 
23 

Dec/ 
Jan 
23 

Target 
(03/ 
2024) 

B
es

t 
C

ar
e 

R
e

si
lie

n
t 

Se
rv

ic
es

 

1 

If we do not work with acute partners, then we won’t be 

able to strengthen fragile services, recover our acute 

waiting list and improve patient outcomes.  

Toby Hyde / 

QSC 

 20 

(5 x 4) 

HIGH 

20 

 

20 

 

20 16 16 16 16 16 16 16 12 

(3 x 4) 

Mod 

Im
p

ro
vi

n
g 

ac
ce

ss
 t

o
 c

ar
e 

2 

If the Trust and wider system does not have 

sufficient elective and diagnostic capacity, then its 

waiting lists will increase, and patients will be unable 

to access timely care. 

Mary Bhatti/ 

QSC 

4019 

4496 

4497 

20 

(5 x 4) 

HIGH 

20 

 

20 

 

20    16 16 16 16 16 16 16 9 

(3 x 3) 

Low 

3 

If the number of non-elective patients continues to 

rise, then this will detrimentally affect the Trust and 

wider system’s ability to treat elective patients and 

reduce its waiting lists for elective care.  

Mary Bhatti/ 

QSC 

 

3828 

4444 

20 

(5 x 4) 

HIGH 

20 

 

20 

 

20 20 20 20 20 20 20 20 9 

(3 x 3) 

Low 

4 

If we have insufficient staff because of low morale, 

inability to recruit or no enthusiasm for additional 

work, then we will be unable carry out additional 

elective work and reduce our waiting lists.   

Andrew 

McMenemy/ 

QSC 

 20 

(5 x 4) 

HIGH 

20 

 

20 

 

20  16 16 16 16 16 16 16 12 

(3 x 4) 

Mod 

R
e

d
u

ci
n

g 

in
eq

u
al

it
ie

s 

5 

If the Trust does not engage collaboratively with its 

patients and local communities, in the planning and 

delivery of care and services, then it may not meet 

the needs of its diverse population resulting in the 

exacerbation of health inequalities.  

Kelly 

McGovern/ 

QSC 

 9 

(3 x 3) 

Mod 

9 

 

 

 

9 9 9 9 9 9 9 9 9 6 

(3 x 2) 

Low 

Tr
an

sf
o

rm
in

g 
o

u
r 

se
rv

ic
es

 

6 

If we do not work with partners to transform our services, 

then we will not have sufficient capacity to provide safe 

and effective care to our patients. 

Toby Hyde / 

QSC 

 20 

4 x 5 

HIGH 

 

 

20 20 

 

20  20 20 20 20 20 20 20 10 

2 x 5 

Mod 

B
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t 
V
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u

e
 

En
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e 
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n
 

m
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t 
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h
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n
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d
s 

o
f 

o
u

r 

p
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p
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la
ti

o
n

 w
it

h
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o
u

r 
b

u
d
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t 

o
n

 a
n

 

o
n

-g
o

in
g 

b
as

is
 

7 

Failure to agree a plan between the Integrated Care 

System and the Trust Board to reasonably support the 

balancing of this year’s revenue income with revenue 

expenditure, when safely responding to expected patient 

demand.  

Don 

Richards/ 

FPC 

 

 

 12 

(3 x 4) 

Mod 

16 

4 x 4 

High 

 

12 

3 x 4 

Mod 

12 

 

 12 12 12 12 12 12 12 8 

(2 x 4) 

Mod 
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8 

Failure to take corrective action to manage 

internal/external factors, may result in the trust being 

unable to adhere to the agreed financial plan. 

Don 

Richards/ 

FPC 

 16 

(4 x 4) 

High 

16 

 

 

16 

 

16    16 16 16 16 16 16 20 8 

(2 x 4) 

Mod 

9 

Failure to agree a realistic long term financial plan that is 

consistent with ICB long-term allocations compromising 

the ability to transform the estate and services to meet 

the longer term needs of the population.  

Don 

Richards/ 

FPC 

 12 

(3 x 4) 

Mod 

12 

 

 

12 12    12 12 12 12 12 12 12 8 

(2 x 4) 

Mod 

G
re

at
 T

e
am

 

C
u

lt
u

re
 o

f 

in
cl

u
si

o
n
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d

 

d
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ty
 

10 

Engagement and inclusion with staff will be affected 

negatively where we do not support and celebrate 

cultural diversity and demonstrate opportunities across 

all areas of our workforce to ensure it is representative. 

Andrew 
McMenemy/ 
 
PERC 

 12 
(4 x 3) 

Mod 

12 
 
 

12   12    12 9 9 9 9 9 9 6 
(3 x 2) 

Low 

Im
p

ro
ve

 

w
o

rk
fo

rc
e

 

su
st

ai
n

ab
ili

ty
 11 

Sustainable staffing and improved levels of retention will 

be affected if we do not invest internally in a positive 

workplace experience, staff development and externally 

in local and international candidate opportunities.   

Andrew 
McMenemy/ 
 
PERC 

 16 
(4 x 4) 
HIGH 

16 
 

16  16  16 12 12 12 12 12 12 8 
4 x 2 

D
e

ve
lo

p
 a

s 

a 
le

ar
n

in
g 

o
rg

an
is

at
io

n
 12 

The morale and retention of our skilled workforce is at 

risk if we do not support and prioritise learning and 

career opportunities for our staff in order to maintain and 

enhance development and reduce staff turnover. 

Andrew 
McMenemy/ 
 
PERC 

 16 
(4 x 4) 
HIGH 

16 16  16  16 12 12 12 12 12 12 8 
4 x2 

G
re

at
 P

la
ce

 

D
ig

it
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 a
n

d
 IT

 

in
n

o
va

ti
o

n
 

13 

If the Trust is unable to secure sufficient funding to 

support its digital strategy, then its ability to 

transform its services will be affected.   

 

Paul 

Bannister/ 

RPC 

 15 

(5 x 3) 

15 

 

15 15  15 15 15 15 15 15 15 6 

2 x 3 

R
e

d
ev

e
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p
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u
r 

h
o
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it

al
s 

14 

If the confirmation of our capital allocation is delayed, it 

could lead to increased risk to the safe operation of the 

existing Watford hospital. 

Alex White/ 

RPC 

 20 

(5 x 4) 

20 

 

 

 

20 20 20 20 20 20 20 20 20 12 

3 x 4 

En
vi

ro
n

m
e

n

ta
l 

Su
st

ai
n

ab
ili

ty
 15 

If we do not minimise the Trust’s adverse impact on the 

environment, then we may suffer reputational damage, 

cause increased pollution within our local and wider 

community and lose out on cost saving opportunities. 

Toby Hyde/ 

RPC 

 9 

(3 x 3) 

9 9    9 9 9 9 9 9 9 9 4 

 

Risk Matrix 
Likelihood/ 
Frequency 

Consequence/Impact 

Insignificant  
1  

Minor  
2  

Moderate  
3 

 Major  
4  

Catastrophic 
 5 

5 
Almost 
Certain 

5 
Moderate 

10 
Moderate 

15 
High 

20 
High 

25 
Extreme 

4 
Likely 

4 
Low  

8 
Moderate 

12 
Moderate 

16 
High 

20 
High 

3 
Possible 

3 
Very Low 

6 
Low 

9 
Moderate 

12 
Moderate 

15 
High  

2 
Unlikely 

2 
Very Low 

4 
Low 

6 
Low 

8 
Moderate 

10 
Moderate 

1 
Rare 

1 
Very Low 

2 
Very Low 

3 
Very Low 

4 
Low 

5 
Moderate 
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Risk appetite statement  

 
 

West Hertfordshire Hospitals NHS Trust recognises that its long term sustainability depends upon the delivery 
of its strategy ambitions and its relationships with its service users, carers, staff, public and partners.  As such, 
the Trust will not accept risks that materially provide a negative impact on quality.  
 
However, the Trust has a greater appetite to take considered risks in terms of their impact on organisational 
issues.  The Trust has a greater appetite to pursue commercial gain, partnerships, clinical and digital innovation, 
financial/value for money and reputational risk in terms of its willingness to take opportunities where positive 
gains can be anticipated, within the constraints of the regulatory environment. The Trust accepts a higher-than-
normal risk appetite in relation to redeveloping its estate, due to the age and condition. 
 
The Threshold Matrix explains the level of risk appetite that the Board is prepared to accept for each category.   
 
Threshold Matrix 

 

Risk appetite  What this means 

Very low 

 

The Board is not prepared to accept uncertainty of outcomes for this type of 

risk. 

 

Low The Board accepts that a level of uncertainty exists but expects that risks 

are managed to a level that may not substantially impede the ability to 

achieve objectives. 

 

Moderate  

 

The Board accepts a moderate level of uncertainty but expects that risks are 

managed to a level that may only delay or disrupt the achievement of 

objectives but will not stop their progress.   

High The Board accepts a high level of uncertainty and expects that risks may 

only be managed to a level that may significantly impede the ability to 

achieve objectives.  

 

Category  Risk Appetite Risk 

Appetite 

Score  

Quality safety VERY LOW risk appetite for risks that may compromise safety 

such as patient harm, infection control, pressure sores and 

learning lessons. 

 

1 - 5 

Affordability VERY LOW risk appetite for unaffordable items which would 

affect the financial sustainability of the organisation.   

1-5 
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Quality effectiveness LOW risk appetite for risks that may compromise the delivery of 

outcomes for service users such as outcomes, delays, 

cancellations or operational targets and performance.  

 

6 - 9 

Statutory compliance LOW risk appetite for risks that may affect statutory compliance 

such as Information Commissioner, CQC, H&S, professional 

standards and external certifications. 

 

6 - 9 

VFM LOW risk appetite for affordable patient safety items where there 

is a degree of subjectivity regarding assessment of VFM.        

 

6-9 

Workforce recruitment 

and retention 

 

LOW risk appetite for risks that would affect equal opportunity 

and diversity and compromise fair recruitment and attractiveness 

of Trust as employer of choice.   

 

6-9 

Clinical innovation MODERATE risk appetite for clinical innovation that does not 

compromise quality of care 

 

10 - 12 

Compliance/regulatory MODERATE risk appetite for compliance/regulatory risks where 

there are no risks or compromise in quality safety  

 

10 - 12 

Reputation MODERATE risk appetite for actions and decisions taken in the 

interest of ensuring quality and sustainability which may affect 

the reputation of the organisation  

 

10 - 12 

Quality experience MODERATE risk appetite for risks that may affect the experience 

of service users  

 

10 - 12 

Workforce innovation MODERATE risk appetite for actions and decisions taken to 

improve workforce health and wellbeing and future staffing 

requirements.   

 

10 - 12 

Partnerships HIGH risk appetite for partnerships which may support and 

benefit the people the Trust serves 

 

15 - 25 

Commercial HIGH risk appetite for commercial gain whilst ensuring quality 

and sustainability to service users 

15 - 25 

Digital innovation HIGH risk appetite for digital innovation that challenges current 

working practices in support of digital systems that will produce 

benefits for the organisation.  

15 - 25 
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BAF Risk 1 If we do not work with acute partners, then we won’t be able to strengthen fragile services, recover our acute waiting list and improve patient outcomes. 

Strategic Priority Resilient Services      Risk Score 

Review Date Monthly  Residual Apr/May  Jun/July Aug/Sep Oct/Nov Dec/Jan Feb/Mar Apr/May June/July Aug/Sept Oct/Nov Target 
(2024) 

Exec Lead Toby Hyde  20 
(5 x 4) 

20 20 20 20 16 
 

16 16 16 16  12 
(3 x 4) Reporting  Committee Quality Committee  

Context  Gaps in Control and Assurance 

 
The new legislation has an expectation of acute providers improving their 
collaboration with each other.    
 
The pandemic has significantly impacted the provision of services.  Collectively, we 
have extremely high waiting lists which will require a coordinated approach across 
the acute trusts in our Integrated Care System.   
 
Some of our more specialised services serve relatively low patient numbers which 
makes it more difficult for them to withstand increased service pressures, such as 
staffing and resource issues, which leads to fragility.  Pooling our resources with 
other acute providers would strengthen these services, create greater resilience, 
and provide better patient experience and outcomes.   
 

  
Some services lack a standard operating procedure for out of hours services with no contract in place with a tertiary 
provider. 

 Scoring 
The risk score has been reduced to 16 (4(L) x 4(C)).  I.e., That it is likely that the risk will probably happen/recur, but it is not a persisting issue. 
The consequence is assessed as “Major - uncertain delivery of key objective/service due to lack of staff, loss of key staff and very low staff morale if unresolved.”  
 
For the risk score to reduce, the likelihood score must reduce “Possible - might happen or recur occasionally” to reach the target likelihood score. The consequence rating would need to reduce to “Moderate - 
late delivery of key objective/ service due to lack of staff and low staff morale.  Presently, the risk score has been reduced to 16 as the risk of not working with acute partners to strengthen fragile services will 
probably happen but is not a persistent risk that could negatively affect patient outcomes if unresolved. 
 

 Progress 

Positive progress including future opportunities Current challenges including future risks How challenges are being managed 

The collaborative surgical hub has been approved and 
is progressing, which will strengthen our ability to 
recover elective performance, reduce the impact of 
unplanned care demand on surgical activity and 
improve patient outcomes. The hub has appointed a 
Programme Director.  
 
The risk score has been reduced to 16 to reflect the 
approval of the collaborative hub.   
 
 
 
 
 
 

Limited resources mean that actions identified in the acute strategy will need to 
be prioritised.  
 
Developing an elective hub, that meets the immediate waiting list needs of the 
population, within the available capital envelope.    

Twice weekly elective hub group meetings attended by all three acutes and ICS. 
 
Challenge will be managed by Programme Senior Leadership Team.  
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BAF Risk 2 If the Trust and wider system does not have sufficient elective and diagnostic capacity, then its waiting lists will increase, and patients will be unable to access timely care. 

Strategic Priority Improving access to care    Risk Score 

Review Date Monthly  Residual Apr/May Jun/July Aug/Sep Oct/Nov Dec/Jan Feb/Mar Apr/May June/July Aug/Sept Oct/Nov Target 

Exec Lead Mary Bhatti  20 
(5 x 4) 

20 20 20 20 16 16 16 16 16 16 9 
(3 x 3) Reporting Committee Quality Committee  

Context   Gaps in Control and Assurance 

We are in a recovery phase after 2 years of covid-19. The national stand-down 
directive for elective care and increase in referrals means that we now have a 
backlog of patients waiting to be treated.   
 

Referral rates have increased as more patients access GP care again.  However, 
there is a trend of more complex referrals being received because patients have 
delayed seeing their GPs.   This increased level of clinical complexity has required 
more diagnostic work up and surgical intervention that is only suitable to be 
undertaken on the Watford site rather than at St Albans. 
 

Our ability to further increase the progress of our recovery program is also affected 
by the willingness of clinicians to undertake additional work over above their 
contracted hours.  This is due to a combination of factors such as personal fatigue 
and financial issues related to pensions and taxation which is a national issue.  
 

The continued increase in emergency demand and admission rates is creating more 
outlying patients and increased use of surge areas which is reducing the amount of 
available ring-fenced elective care beds.    

  We are unable to control the level of patient demand and are attempting to mitigate this with the following 
measures: 
 

- Launched recovery plan which links with the submissions made in the annual plan.    
  

- Established a monitoring and oversight governance structure.  Elective activity meeting, RTT Programme 
board, patient access meetings. Availability of monitoring data for divisions’ to assess productivity 
performance & PTL  management.  

  
- Outsourcing Group provides oversight on private and independent sector capacity utilisation to maximise 

activity opportunities.    
  

- Outpatient transformation. Non- face to face, PIFU, Patient portal and referral management systems.   
 

Scoring 
The risk score has been reduced to 16 from 20. (4(L) x 4(C)).  I.e. That it is likely that the risk will probably happen/recur but it is not a persisting issue. The consequence is assessed as “Major - non-compliance with national standards 
with significant risk to patients if unresolved”.  
For the risk score to reduce, the likelihood score must reduce to “Possible - might happen or recur occasionally” to reach the target likelihood score. The consequence rating would need to reduce to “Moderate - treatment or service 
has significantly reduced effectiveness.”   
Presently, the risk score has reduced to 16 to reflect that the risk of insufficient elective and diagnostic capacity will probably happen but is not a persistent issue that will lead to non-compliance with national standards with 
significant risk to patients if unresolved. 

Progress 

Positive progress including future opportunities Current challenges including future risks How challenges are being managed 

Established outsourcing criteria – outsourced more 
complex patients.   
Proactive reduction of 104 week waiters (55 to 0 for 
end of October 22 which has been maintained in line 
with the national objective 
Work on reducing long waits continues, with a small 
number of 78 week waits due to complexity and/or 
capacity remaining.  Focused work on delivering a 
reduction of 65week waits is delivering month on 
month improvements. 
  
 

 

Referral profile post COVID has changed, with an increased proportion of urgent 
and cancer referrals.  

There has been some uptake on additional and elective activity by the clinicians 
to support recovery.  
  EPR Review has highlighted a number of gaps in User knowledge therefore a 
training pack and process has been provided for existing staff and new starters. 
 

urgent care pressures have resulted in a reduced elective bed base at WGH, 
limiting capacity for complex, WGH only cases. 
 
Industrial action has necessitated the cancellation of routine procedures when 
consultant or junior doctor cover necessitates the prioritisation of other urgent 
activities. 

Continuous review of demand and referral profile.   
Monitoring of productivity by division/specialty.    
Increased external performance oversight.   
EPR – close working with trust’s digital leader and participation in digital steering group.  
Approval of business case for increased validation resources. 
Development of RTT and EPR training programme following review of issues leading to 
poor DQ within the PTL.  Roll out commenced in Feb/Mar 23. 
Refreshed High impact patient flow actions to reduce use of surge to facilitate more 
elective activity in WGH.  
Monitoring the rebooks following IA through The RTT programme board.  
 

Launch of high impact change plan with 4 key areas of focus: 
Data Quality 
Theatre Productivity 
Long wait improvement 
Outpatient transformation & productivity 
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BAF Risk 3 If the number of non-elective patients continues to rise, then this will detrimentally affect the Trust and wider system’s ability to treat elective patients and reduce its 

waiting lists for elective care.   

Strategic Priority Improving access to care    Risk Score 

Review Date Monthly  Residual Apr/May Jun/July Aug/Sep Oct/Nov Dec/Jan Feb/Mar Apr/May June/July Aug/Sept Oct/Nov Target 

Exec Lead Mary Bhatti  20 
 (5 x 4) 

20 20 20 20 20 20 20 20 20 20 9 
(3 x 3) Reporting Committee Quality Committee  

Context Gaps in Control and Assurance 

Continued increase in emergency care demand.  
  
 Upper threshold of ambulance conveyances has continued 

  
Patients are opting to utilise hospital based emergency care services on the basis of a) 
constraints in accessing primary care or b) not wishing to engage in virtual appointment 
at GP practice level.   
 

The continued increase in emergency demand and admission rates is creating more 
outlying patients and increased use of surge areas which reduces the amount of 
available ring-fenced elective care beds. Urgent care demands have increased recently 
(Dec 22) necessitating surge into exceptional escalation areas, resulting in decreased 
capacity for elective activity, particularly affecting Cardiology, Gastroenterology and 

complex surgical admissions.  
 

We are unable to control the level of emergency  patient demand and are attempting to mitigate this with the following measures: 
 

- On going work with system partners to audit primary care restoration of services.   
  

Conveyance prevention initiative pilots, running within partner organisations, have gone live with active monitoring of 
impact.  

  
- Maximising our SDEC services to enable admission avoidance.   

 
- Ongoing development and expansion of virtual hospital clinical pathways, eg Heart Failure, acute respiratory infection 

 Scoring 
The risk score is currently scored at 20 (5(L) x 4(C)).  I.e. That it is almost certain that the risk will undoubtedly happen and/or recur, possibly frequently.  The consequence is assessed as “Major - non-
compliance with national standards with significant risk to patients if unresolved”.  
For the risk score to reduce, the likelihood score must reduce to “Likely - will probably happen/recur but it is not a persisting issue” and then to “Possible - might happen or recur occasionally” in order to reach 
the target likelihood score. The consequence rating would need to reduce to “Moderate - treatment or service has significantly reduced effectiveness.”   
Presently, the risk score remains at 20 as the risk of insufficient elective capacity and rising waiting lists remains a persistent issue that will lead to non-compliance with national standards with significant risk to 
patients if unresolved. 

 Progress 

Positive progress including future opportunities Current challenges including future risks How challenges are being managed 

• Patient Summit with system partners held 
September 2023, actions highlighted and 

follow up meeting booked for mid October.  
• Urgent case review in Medicine has started, 

this will add another SDEC pathway to support 
emergency flow.  

• Elective activity will be removed from 
Ambulatory care unit (ACU) by the beginning 
of October to allow more SDEC work go 
through ACU.  

• Joint working with Radiology has reduced 
variation and number of CT requests.  

• Expansion of the virtual hospital model to 
Acute Respiratory Infections and Frailty. 
Capacity in VH expanded to 75.  

• Endoscopy removed from surge policy. 

• Reduction of average surge beds in use 
over the last few months.  

• Boarding policy reviewed, Triumphant 
relaunching usage across the bed base.  

• Joint working EEAST re ambulance 
conveyances.  

  

• Demand is outside of our control.   

• Ongoing increases in mental health demand alongside mental health 
delays. 

• Ambulance conveyances, when arriving in clusters, result in increased 
flow pressures to ED alongside the need for rapid handover and release. 

• Increased in the number of ambulance conveyances this month.  
 

•  

• Participation in ICS UEC Board. 
• Mutual aid support via ICB with regard to ambulance conveyance and 

delayed handovers (intelligent conveyancing). 

• Joint working with HPFT to review KPIs for assessment and alternatives 
to acute hospital attendance for MH patients, focusing on community 
crisis support initiatives. 

• A consultant has been placed in TAM to support senior decision making 
and improved use of the SDEC pathways.  

• Ongoing work with CLCH and EAST to increase the usage of Call before 
Convey and reducing conveyances to ED, better use of SDEC and 
community pathways.  

• Ops team using data and the control centre to provide live bed data to 
improve discharge planning 48 hours ahead and improved percentage 
earlier in the day.  

• Implementing Boarding policy and improving discharge numbers to 
further reduce surge bed usage.  

• Reenergising of the High Impact Patient Flow initiatives: 
Patient assessment 
Discharges 
Control Centre 
Urgent Treatment Centre 
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BAF Risk 4 If we have insufficient staff because of low morale, inability to recruit or no enthusiasm for additional work, then we will be unable carry out additional elective work and 

reduce our waiting lists.   

Strategic Priority Improving access to care       Risk Score 

 Review Date Monthly  Residual Apr/May Jun/July Aug/Sep Oct/Nov Dec/Jan Feb/Mar Apr/May June/July Aug/Sept Oct/Nov Target 

Exec Lead Andrew McMenemy  20 
(5 x 4) 

20 
 

20 20 20 16 16 16 16 16 16 12 
(3 x 4) Reporting Committee Quality  

Context  Gaps in Control and Assurance 

 
There is clearly an element of fatigue and discontent in the workforce that is 
demonstrated more widely across the NHS with ongoing industrial action. At West 
Herts the impact of this has been relatively low. In addition, the recruitment levels 
have been positive with the vacancy rate continuing to fall and stay within our set 
targets. However, there are areas of risk particularly within some specialities for 
consultant posts, maternity continues to provide challenges as well as some roles 
within our allied health professional group.  
 
The elective work in the NHS has historically been supported by staff undertaking 
additional duties with an emphasis on consultant roles. This has been impacted by 
pandemic as well as the national changes to the annual allowance on pensions. 
Therefore we are seeing less staff take these opportunities for additional sessions 
and therefore having a detrimental impact on our productivity to support the 
elective recovery. 

 

  
The gap that existed was the lack of any national solution to the pension situation, especially for those breaching their annual 
allowance. This was also exacerbated by no local solution to support those staff reaching the threshold of their annual allowance. 

 Scoring 
The risk score is currently scored at 20 (5(L) x 4(C)). It is proposed that the score change to 16 (4x4) based on the additional mitigations that have been implemented in the recent few weeks alongside 
continued good progress in recruitment.    

 Progress 

Positive progress including future opportunities Current challenges including future risks  How challenges are being managed 

 

Continued improvements in recruitment with 
focus on recruitment and workforce modelling 
plans in high risk areas such as AHPs, maternity 
and the medical workforce.  
 
The approval and implementation of an 
alternative pension scheme alongside movement 
at national level for a solution to be provide from 
September 2023. 

 
The challenge regarding recruitment remain alongside the 
continued challenge of retaining the workforce. The indicators and 
performance has improved over the last 4 months with further 
improvement required. 

  
The challenges are being overseen by the HR department with good oversight 
provided at divisional performance meetings. 
 
The Trust remuneration committee approved the alternative pension scheme 
and this is routinely discussed at Medical Staff Committee, TMC and LNC. 
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BAF Risk 5 If the Trust does not engage collaboratively with its patients and local communities, in the planning and delivery of care and services, then it may not meet the needs of its 

diverse population resulting in the exacerbation of health inequalities.   

Strategic Priority Reducing inequalities      Risk Score 

Review Date Monthly  Residual Apr/May Jun/July Aug/Sep Oct/Nov Dec/Jan Feb/Mar Apr/May June/July Aug/Sept Oct/Nov Target 

Exec Lead Kelly McGovern   9 
(3 x 3) 

9 9 9 9 9 9 9 9 9 9 6 
(3 x 2) Reporting Committee Quality Committee  

Context  Gaps in Control and Assurance 

 
There was an emerging focus on health inequalities prior to the pandemic.  
However, Covid-19 worsened health inequalities and brought the issue into sharp 
focus.    
 
Work has commenced on improving health inequalities within maternity services 
following the recommendations of the Ockenden report.  
 
There is a clear need to build our understanding of health inequalities and take 
action to improve disparities.   
 
Our target is to develop the work being undertaken within maternity services an 
produce an assessment that better understands the key areas for improvement 
within the population that we serve.  
 

  
We do not have a baseline understanding of the health inequalities facing the population that we serve or how our services 
positively or negatively affect those inequalities.   

Scoring 
The risk score is currently scored at 9 (3(L) x 3(C)).  I.e., That it is possible that the risk might happen or recur occasionally.  The consequence is assessed as “Moderate – services have significantly reduced effectiveness if 
unresolved”.  
For the risk score to reduce to the target level, the consequence score would need to reduce to “Minor – overall service is suboptimal”.  Presently, the risk score remains at 9 as there is a possible risk of non-engagement 
with communities that may affect services not meeting the needs of the population that it serves.   

Progress 

Positive progress including future opportunities Current challenges including future risks How challenges are being managed 

 
Work to improve health inequalities within maternity 
services has started. We are compliant with Ockenden 
requirements following identification of patient safety 
specialist to collaboratively work with corporate staff 
and to manage the risk and governance process.  
 
Work is on-going to develop provisions for listening to 
friends and families more effectively.  And the 
maternity voice partnership has been engaging with 
local groups and has undertaken site visit with a plan 
to continue.  
 
We have started work on the EDS3 assessment and we 
are working with ICS to develop a system wide 
framework. Internal mapping is complete with a list of 
non-staff networks and existing co-production board 
stakeholders.  
 
 
 

 

Lack of knowledge of the baseline.  
  
  
Resources – now have a dedicated EDI champion. 
 

 

We are working with the ICS to develop a program plan which will go part-way 
to mitigate the resources issue.     
  
Internal – project plan to put structure in place.  

 
Following internal mapping, we will develop a robust delivery plan.  
 
A Promoting Inclusion project has commenced seeking to reduce inequalities and 
promote inclusion across our services.  
 
The group have reviewed EDI data captured on EPR and identified gaps for 
improvement. The group are exploring research opportunities to understand 
how accessible our complaints and interpreting services are for patients from 
black, Asian and minority ethnic groups and the incidents which they are more 
likely to experience. 
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BAF Risk 6 

If we do not work with partners to transform our services, then we will not have sufficient capacity to provide safe and effective care to our patients over the next five years. 

Strategic Priority Transforming our services  Risk Score 

Review Date Monthly  Residual Apr/May Jun/July Aug/Sep Oct/Nov Dec/Jan Feb/Mar Apr/May June/July Aug/Sept Oct/Nov Target 

Exec Lead Toby Hyde  20 
(4 x 5) 

20 
 

20 
 

20 20 20 20 20 20 20 20 12 
(2 x 5) Reporting Committee Quality Committee  

Context Gaps in Control and Assurance 

 
Hospital services are currently under huge strain.  Demand is growing and is presently exceeding the 
capacity available within the hospital.  This is impacting on the provision of elective care and 
emergency care and is at high risk of becoming worse over the next five years.  
 
We have been working with partners to implement transformation projects to mitigate against growth 
in bed capacity by introducing the new transformation projects which will help manage capacity at 
home or in the community.   
 
Our ability to transform services in the medium to long term directly depends on a successful outcome 
for our redevelopment programme.  

 
Reporting gaps have been addressed with monthly reporting to HCP board. However, we are not yet able to measure the impact on the 
emergency and elective demand.   
 

Scoring 
The risk score is currently scored at 20 (4(L) x 5(C)).  I.e., That it is likely that the risk will probably happen/recur, but it is not a persisting issue. The consequence is assessed as “Catastrophic - totally unacceptable level or quality of treatment if 
unresolved.”  
 
For the risk score to reduce, the likelihood score must reduce to “Possible - might happen or recur occasionally” and then “Unlikely - Do not expect it to happen/recur but it is possible it may do so to reach the target likelihood score. The 
consequence rating would remain the same.   
Presently, the risk score remains at 20 as the risk of not working with partners to transform services remains a persistent risk that could significantly and negatively affect patient outcomes over the next 5 years if unresolved. 
 

 Progress 

Positive progress including future opportunities Current challenges including future risks  How challenges are being managed 

Virtual Hospital – we are continuing to develop the service to 
facilitate earlier discharge of patients and reduce hospital 
admissions. We are seeking to go live with further pathways 
and expand capacity during 23/24 in line with our revised 
trajectory submitted to HWE ICB.  
 
The acute collaborative strategy has been agreed with system 
partners, PAH AND East and north. This will help to inform the 
delivery plan for the elective system hub which will contribute 
to the recovering our elective activity.  
 

We need to do a lot in a relatively short space of time – resourcing capacity and 
working at pace is challenging.  
 
We will need to manage within varying G&A bed stock through 2023/24, placing 
additional emphasis on the need to reduce demand through system-wide 
initiatives.  
 
 
 

 Daily discussions within the trust and across HWE ICS on how we can 
improve flow through the system and provide safe, high quality care 
to our patients.  
 
Updated VH strategy and expansion to include frailty pathway (which 
went live in July 2023).  Ongoing monitoring to ensure we are tracking 
throughput, capacity and impact of the VH model.  
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BAF Risk 7 Failure to agree a plan between the Integrated Care System and the Trust Board to reasonably support the balancing of this year’s revenue income with revenue expenditure, 

when safely responding to expected patient demand. 
 

Strategic Priority Ensure we can meet the 
health needs of our 
population within our budget 
on an on-going basis. 

    Risk Score 

Review Date Bi-monthly  Residual Apr/May Jun/July Aug/Sep Oct/Nov Dec/Jan Feb/Mar April/May June/July Aug/Sept Target 

Exec Lead Don Richards  12 16 16 12 12 12 12 12 12 12 8 

Lead Committee FPC      
 

Context  Gaps in Control and Assurance 

 
The current difficult economic climate requires the Trust to work with the ICB to agree a 
realistic but achievable plan which meets the needs of all stakeholders.  A timely 
agreement of the annual plan increases the ability of the Trust to balance the year’s 
revenue income with revenue expenditure and to make maximum use of capital funds 
without breaching capital funding limits.    
  

  
Inflation forecasts are not stable and the current funding for inflation within contracts and prices does not cover 
current inflation forecasts.  
 
The efficiencies required to support the financial plan are not yet fully developed. 
 
The plans for elective activity recovery and hence forecasts for elective recovery funds are ambitious. 
 
Data quality necessary to monitor the planned activity plan is not yet fully assured. 
 
The forecasts and funding for the growth in emergency care demand are limited, assuming some degree of system 
working to manage demand. Demand management effects are yet to be assured.    

 

Progress 

Positive progress including future opportunities Current challenges including future risks How challenges are being managed 

 
National recognition that plans to balance income with 
expenditure contain unmitigated inflation risk.  
Efficiency programme governance in place to support 
Divisions in developing efficiencies. 
National work to test resources necessary to respond 
to a 7.5% increase in emergency care demand. 
 
Divisions have set out and signed off high level plans 
for increasing elective activity. 
 
Increased support from the Centre for Elective 
Recovery Funding. 
 

 
Inflation effect manifests the worst case and additional 
inflation funding is not made available.  
 
Efficiency programme governance fails to support 
delivery of £15m general savings and £2.9m EPR 
related savings.  
 
Demand management fails, emergency care demand 
exceeds expectation and additional funds not made 
available.  

 
Frequent dialogue with the ICB highlighting risks/conditions within the plan which must be 
mitigated/met to deliver financial balance.  
 
Internal audit of financial governance planned.  
 
 
 
Stronger ICP governance.  
 
Review of inflation forecast by CFO. 
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BAF Risk 8 Failure to take corrective action to manage internal/external factors, may result in the trust being unable to adhere to the agreed financial plan. 
 

Strategic Priority Ensure we can meet the 
health needs of our 
population within our budget 
on an on-going basis. 

    Risk Score 

Review Date Bi-monthly  Residual Apr/May Jun/July Aug/Sep Oct/Nov Dec/Jan Feb/Mar April/May June/July Aug/Sept Target 

Exec Lead Don Richards  16 16 16 16 20  20 20 20 20 8 

Lead Committee FPC      
 

Context  Gaps in Control and Assurance 

 
Monitoring and corrective action planning through Divisional Finance and General 
Performance Reviews, Trust Management Committee, Finance Committee and Trust Board 
of the current factors that are most likely to affect the financial plan such as: 
 

1. Inflation experience and procurement actions 
2. Costs related to management of pandemic and appropriate adherence to IPC 

guidance.  
3. Maximising ICP contribution to managing ED demand  
4. Ensuring achievement of the efficiency programme by replacing any failed 

interventions with new interventions where necessary.  
5. Achievement of elective capacity targets through ensuring planned developments 

are implemented and deliver anticipated measurable benefits.  

 
 
 

  
Control of inflation  
Control of emergency demand only partially controlled through local partnership working.   
Control of workforce within agreed establishments 
Costs of industrial action 
Achievement of efficiencies on the context of the above pressures 

 

Progress 

Positive progress including future opportunities Current challenges including future risks How challenges are being managed 

 
National dialogue regarding inflation.  
Pandemic trajectory appears to be reducing overall,  
despite some spikes in infection rates.  
National dialogue regarding industrial action costs 
Recovery plan developed 

 
Meeting the elective activity targets and triggering ERF 
funding will be extremely challenging.  
Management of emergency demand including mental 
health 

 
Performance reviews, Committee assurance, individual performance appraisals, regular 
communication with all divisions regarding targets and actions/resources needed to meet 
those targets.  
Recovery plan 
National dialogues 
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BAF Risk 9 Failure to agree a realistic long term financial plan that is consistent with ICB long-term allocations compromising the ability to transform the estate and services to meet the 

longer term needs of the population.   
 

Strategic Priority Ensure we can meet the 
health needs of our 
population within our budget 
on an on-going basis. 

    Risk Score 

Review Date Bi-monthly  Residual Apr/May Jun/July Aug/Sep Oct/Nov Dec/Jan Feb/Mar April/May June/July Aug/Sept Target 

Exec Lead Don Richards  12 12 12 12 12 
 

12 12 12 12 12 8 

Lead Committee FPC      
 

Context  Gaps in Control and Assurance 

The long term financial plan gives assurance to the health system and regulators that 
the Trust can remain financially viable while transforming the estate and the way 
that services are provided to meet long term demand projections. If the Trusts long 
term plan is not consistent with ICB allocations and plans, the Trust’s transformation 
plans will not be authorised to go ahead and necessary investment funds will not be 
made available.   
  

 ICB in its infancy and the lack of a published recognised ICB long term financial plan.  
 
Any single capital investment in excess of £15m requires regulator approval. For example, the long term plan includes 
plans for the major redevelopment of the estate. The Trust is yet to have an outline business case approved.  

 

Progress 

Positive progress including future opportunities Current challenges including future risks How challenges are being managed 

 
The Board receives a regular update on the long term 
financial projections and assumptions. This will be 
developed further into a more comprehensive report.  
 

 
Reliable assumptions in a volatile economy. 
Developing financial regime. 

 
Transparency of assumptions. 
Contributions to the development and structure of the health system and financial regime.  
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BAF Risk 13  If the Trust is unable to secure sufficient funding to support its digital strategy, then its ability to transform its services will be affected.   

Strategic 
Priority 

Digital and IT 
innovation 

 Risk Score 

Review Date Monthly  Residual Apr/May Jun/July Aug/Sep Oct/Nov Dec/Jan Feb/Mar Apr/May June/July Aug/Sept Oct/Nov Target 

Exec Lead Paul Bannister  15 15 
 

15 15 15 15 15 15 15 15 15 6 
(2 x 3) Lead 

Committee 
RPC  

Context Gaps in Control and Assurance 

 
The funding required to implement the digital strategy that supports the Trust’s longer-term ambitions has not been 
identified. An on-going commitment to digital investment is required. We have agreed to fund the "digital imperatives" 
for the new hospital in the acute redevelopment OBC, conversations continue around how we secure the remaining 
funding. 
 
The Digital Programme is funded to the end of March 2022. Digital funding will be clarified by the next round of 
financial planning or via an update from NHP.   
 

 
Inability to have an effective conversation on internal commitment to technology funding. 
 
 
 
Lack of certainty around national digital requirements for new hospital programme. 

Progress 

Positive progress including future opportunities Current challenges including future risks How challenges are being managed 

 
SG has fully aligned our recommended digital investment with the national 
digital blueprint for new hospitals and is currently writing a brief for each 
recommended piece of functionality that explains the benefit drivers and 
calculations.   
 
Meetings are progressing with whole of executive to go through the rationale 
for each of the most significant digital benefits commencing with the digital 
command centre on 21 June 2021.   
 

 
The Digital Programme is funded to the end of March 2022. Digital funding will 
be clarified by the next round of financial planning or via an update from NHP.   
 

 
Addressed within business plan and NHP updates.  

Scoring 

The risk score is currently scored at 15 (5(L) x 3(C)).  I.e. That it is almost certain that the risk will undoubtedly happen and/or recur, possibly frequently.  The consequence is assessed as “Moderate- service has significantly reduced effectiveness”.  

For the risk score to reduce, the likelihood score must reduce to “Likely - will probably happen/recur but it is not a persisting issue”, then to “Possible - might happen or recur occasionally” and then “Minor - overall service is suboptimal” to 

reach the target likelihood score. The consequence rating would remain the same.     

Presently, the risk score remains at 15 as the risk of not securing sufficient funding to support the digital strategy remains a persistent issue that may significantly reduce the effectiveness of services if unresolved. 
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BAF Risk 14  If the confirmation of our capital allocation is delayed, it could lead to increased risk to the safe operation of the existing Watford hospital. 

Strategic Priority Redevelop our 
hospitals 

 Risk Score 

Review Date Monthly  Residual Apr/May Jun/July Aug/Sep Oct/Nov Dec/Jan Feb/Mar Apr/May June/Jul Aug/Sep Oct/Nov Target 

Exec Lead Alex White   20 20 20 20 20 20 20 20 20 20 20 12 
(3 x 4) Lead Committee RPC  

Context Gaps in Control and Assurance 

The NHP is responsible for the delivering the hospital build project for approximately 40 hospitals.  It has a finite 
budget and needs to balance the needs of the programme within the budget allocated to it by the Treasury.   
 
The redevelopment is needed because of our critical infrastructure issues and for patient safety, patient experience, 
and capacity issues.  We will not be able to transform our services without it.  
 

Inability to control the scale and timing of the funding.  

Scoring 
The risk score is currently scored at 20 (5(L) x 4(C)).  I.e., That it is almost certain that the risk will undoubtedly happen and/or recur, possibly frequently.  The consequence is assessed as “Major - uncertain delivery of key objective/service 

due to lack of staff, loss of key staff and very low staff morale if unresolved.”  

 

For the risk score to reduce, the likelihood score must reduce to “Likely - will probably happen/recur but it is not a persisting issue” and then to “Possible - might happen or recur occasionally” to reach the target likelihood score. The 

consequence rating would need to reduce to “Moderate - late delivery of key objective/ service due to lack of staff and low staff morale.  Presently, the risk score remains at 20 as the risk of insufficient staffing remains a persistent issue that 

will affect the recovery of elective services and waiting lists if unresolved. 
 

Progress 

Positive progress including future opportunities Current challenges including future risks How challenges are being managed 

The Trust Board approved its preferred option for the redevelopment site at 
its meeting on 31 May 2022.  
 
The enabling works business case has been submitted and the pathology 
element is expected to be approved at the end of September 
 
There is increased consensus among key stakeholders that a full rebuild of 
WGH is necessary. 
 
The Secretary of State for Health & Social Care has confirmed that the new 
hospital at Watford will be fully funded. This was confirmed by the Prime 
Minister when he visited site in the summer of 2023. 

 
The infrastructure of the trust continues to deteriorate, increasing risk 
associated with delays 
 
 
The delay to approval of the enabling works business case will impact the 
timeline of the overall project.  
 
The Outline Business Case is being updated ready for submission to the NHP. 

Close liaison with NHP and ensuring that the Trust is ready to progress to the 
next phase of the programme.  
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BAF Risk 15 If we do not minimise the Trust’s adverse impact on the environment, then we may suffer reputational damage, cause increased pollution within our local and wider community, and lose out on cost 

saving opportunities. 

 

Strategic 
Priority 

Environmental 
sustainability 

 Risk Score 

Review Date Monthly  Residual Apr/May Jun/July Aug/Sep Oct/Nov Dec/Jan Feb/Mar Apr/May June/July Aug/Sep Oct/Nov Target 

Exec Lead Toby Hyde  9 9 9 9 9 9 9 9 9 9 9 4 
(2 x 2) Lead 

Committee 
RPC  

 

Context Gaps in Control and Assurance 

The NHS has a responsibility to provide high quality health care whilst protecting human health and minimising 
negative impacts on the environment.   
 
The NHS Standard Contract mandates that all healthcare services are required to have (and deliver upon) a Green Plan 
and there is a requirement for an annual summary of progress to be reported to the ICS’s Co-ordinating Commissioner 
via the Trust’s Net Zero Lead.   
 
Overall, the NHS is required to reduce its carbon footprint by 80% by 2028 – 2032 and achieve net zero carbon by 
2040. The lack of redevelopment impacts the ability of the Trust to mitigate this risk of reducing its carbon footprint 
within its current estate.      

 
Have Green Plan, started to implement, clear governance route through GPC.  
 
No current gaps identified.  

 

Scoring 
The risk score is currently scored at 9(3(L) x 3(C)).  I.e., That it is possible that the risk might happen or recur occasionally. The consequence is assessed as “Moderate- Local media coverage causing a long-term reduction in public confidence”.  

 

For the risk score to reduce, the likelihood score must reduce to “Unlikely - Do not expect it to happen/recur but it is possible it may do so. The consequence rating would need to reduce to “Minor - Local media coverage – short-term 

reduction in public confidence.  Presently, the risk score remains at 9 as the risk of the Trust’s adverse impact on the environment may lead to a long-term reduction in public confidence.   
 

 

Progress 

Positive progress including future opportunities Current challenges including future risks How challenges are being managed 

The Trust Board approved its Green Plan on 4 February 2022.  
 
A Sustainability Steering Group has been formed to help monitor, manage, 
and report on the progress of the Plan’s actions.  
A ‘Green Champions’ network has been established which will support the 
implementation of the Green Plan. The plan is being implemented and good 
progress is being made.  

 
Limited resources available to drive change.  

 
Incorporating green plan objectives within current plans and budgets where 
possible.  
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BAF Risk 10 Engagement and inclusion with staff will be affected negatively where we do not support and celebrate cultural diversity and 

demonstrate opportunities across all areas of our workforce to ensure it is representative. 

 

Strategic 
Priority 

Culture of 
inclusion and 
diversity 

    Risk Score 

Review Date October 2023  Residual Apr/May Jun/July Aug/Sep Oct/Nov Dec/Jan Feb/Mar Apr/May June/July Aug/Sept Target 

Exec Lead Andrew 
McMenemy 

 12 12 12 12        12        12 9 9 9 9 6 
(3x2) 

Reporting 
Committee 

PERC  

 

 

Context  Gaps in Control and Assurance 

The staff survey has demonstrated that we continue to have variations on how staff 
are treated based on their protected characteristics. The Trust is diverse with nearly 
50% BAME population. However, our workforce becomes less diverse the more 
senior the role becomes. Therefore, creating an inclusive and supportive culture 
with extended opportunities for development and career development is 
important.  
 
 

 The main gap was measuring the outcomes from the interventions that have 
been implemented. In addition, there are gaps being developed such as career 
coaching, leadership development review and a talent management strategy.  

 

Progress 

Positive progress including future opportunities Current challenges including future risks How challenges are being managed 

 
The EDI steering group is now well established and has 
successfully overseen reports and recommendations 
associated to WRES and WDES actions that were 
presented to Board in October 2023. There has been 
good progress in priority areas including reciprocal 
mentoring and values-based recruitment. In addition 
the programme of cultural awareness sessions 
commenced in October 2023.  

Ensuring we make improved progress that 
demonstrates broader diversity across all areas with 
an emphasis on senior roles.  
 
The publication of the report from Sir Gordon 
Messenger on Leadership for a Collaborative and 
Inclusive Future provides some fresh insight in 
developing our EDI priorities within our senior team.  
 
 

 
The EDI steering group in overseeing the main 
priorities alongside TMC. The WRES and WDES 
recently provided PERC and the Trust with oversight 
and assurance that the main challenges are 
understood and being addressed.  
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BAF Risk 11 Sustainable staffing and improved levels of retention will be affected if we do not invest internally in a positive workplace experience, 

staff development and externally in local and international candidate opportunities.   

 

 

Strategic 
Priority 

Improve 
workforce 
sustainability 

    Risk Score 

Review Date October 2023  Residual Apr/May Jun/July Aug/Sep Oct/Nov Dec/Jan Feb/Mar Apr/May June/July Aug/Sept Target 

Exec Lead Andrew 
McMenemy 

 16 16 16 16         16         16 12 12 12 12 8 
(4x2) 

Reporting 
Committee 

PERC  

 

Context  Gaps in Control and Assurance 

Staff retention is one of the main challenges facing the NHS. WHHT is now 
demonstrating continued reduction in levels of turnover over a sustained period of 
time. There continues to be challenged specialities and staff groups with relevant 
mitigations in place. The focus has moved to hotspot areas and mitigations to 
support positive cultural changes.  

 Review of organisational values and introduction of behavioural framework 
that is currently being discussed across the Trust in a bottom up approach.  
Effective long term workforce modelling plans across the corporate 
organisation as well as for services.  

 

Progress 

Positive progress including future opportunities Current challenges including future risks How challenges are being managed 

The new induction programme to support new 
starters in the first 12 months of their employment 
has been particularly successful with continued 
improvements in turnover rates.  
 
The new framework for staff development and 
education is a key area based on feedback from our 
staff survey in terms of supporting career 
development and therefore assist in retaining staff.  
 

Alongside reductions in the turnover rate and effective 
recruitment there continue to be areas that require 
further support such as AHPs, Maternity & paediatrics.   
 
Main challenges around retention associated with 
vertical integration, development opportunities with 
our HCA workforce most affected by high rates. 
Affordable housing is also a more common theme that 
is associated with turnover.  

Enhanced and more regular and focused exit interview 
reports detailing reasons for leaving.  
New initiatives associated to new starters with 
additional support to mitigate the turnover rates for 
new staff.  
Effective and successful recruitment both locally and 
internationally.  
Initial work to support a plan for key worker housing 
close to the Watford site.  
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BAF Risk 12 The morale and retention of our skilled workforce is at risk if we do not support and prioritise learning and career opportunities for our 

staff in order to maintain and enhance development and reduce staff turnover. 

 

Strategic 
Priority 

Develop as a 
learning 
organisation 

    Risk Score 

Review Date October 2023  Residual Apr/May Jun/July Aug/Sep Oct/Nov Dec/Jan Feb/Mar Apr/May June/July Aug/Sept Target 

Exec Lead Andrew 
McMenemy 

 16 16 16 16         16        16 12 12 12 12 8 
(4x2) 

Reporting 
Committee 

PERC  

 

Context  Gaps in Control and Assurance 

The staff survey has provided clear feedback that the area where we perform least 
well is within the category of a learning culture. However, the 2022 survey 
alongside supporting pulse survey feedback has identified this as an area of 
improvement. It should be noted that West Herts benchmarks reasonably 
favourably alongside other acute Trusts in this area. Taking consideration of the 
implications on morale, alongside our ambitions with Teaching Hospital status, this 
is seen as a priority area to support a culture of learning, development and support 
for our staff.  
 
 
 

 Leadership development 3 year rolling plans aligned to divisional and Trust 
strategic and operational priorities.  
A succession plan that plots staff development with relevant training and leads 
to progression within the Trust associated to career and skill development.  
An appraisal process aligned to training needs analysis and training 
programmes that meets the needs of our staff and supports our objectives.  

 

Progress 

Positive progress including future opportunities Current challenges including future risks How challenges are being managed 

 
Teaching Hospital status will be used as a catalyst to 
enhance our strategy of developing a learning 
organisation culture across all staff groups.  
Divisional plans associated to leadership development 
and succession planning have commenced with new 
programme to be launched in January 2024 with some 
interim initiatives in place from Autumn 2023.  

 
Allowing staff and managers quality time to reflect and 
work with the OD & LD teams on succession plans and 
supporting the development of their staff. 
 
Providing a clear set of development offers across a 
wide range of staff and also prospective staff that 
includes work experience, apprenticeships, skill 

 
The new OD and Learning structure has placed an 
emphasis on succession planning and career 
development. This is now being supported with the 
two new Associate Director roles that have clear 
expected objectives and work closely with senior 
managers to put in place the aims that will support 
cultural change towards a learning Trust. 
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Effective partnership has been identified with the 
Kings Fund, University of Hertfordshire and West Herts 
College.  

development and leadership development in a 
cohesive package.  
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                                                                                                                               Agenda item: 11 

Report to: Trust Board 
 

Title of Report: Assurance report from Trust Management Committee 
 

Date of Committee 
meeting: 

25 October 2023 

Quoracy: The meetings were quorate 

Date of Board 
meeting: 
 

07 December 2023 
 

Recommendation: For information and assurance 
 

Chair: Chief Executive Officer 
 

Purpose:  
 
 

This report provides an update to the Trust Board on actions and 

developments since its meeting on 25 October 2023 

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

 

• Delivery of the clinical strategy 

• Revenue investment up to £1m 

• Operational performance 

• Operational risk 

• Safety and business continuity 

• Information technology 

• Internal and external communication strategy 

• Clinical quality 

• Business planning 

• Environment 
 

Assurances received 

and items for update:   

 

Summary:  

 

Assurance was provided on the monitoring of operational, financial and 
clinical performance and the development, implementation and monitoring of 
strategy. 
 

Regular reports received and discussed for assurance:  

 

• Finance update from the Chief Financial Officer. 

• Integrated Performance Report 

• Performance Report   

• Divisional updates from Divisional Directors and/or Divisional 

Managers 
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Additional reports received and discussed for information and 

assurance:  

 

• High Impact Change Programme for Finance 

• Staff winter vaccination programme 

• HEE provider self-assessment 2023 submission 

• Land sale business case 

• Trust Board agendas and submission dates 

 

Reports received for approval 

• None 

 

Verbal reports were received from: 

• The Chief Medical Officer provided feedback from the Clinical 

Advisory Group and Hospital Efficiency Group 

• The Chief Nursing Officer provided feedback from the Professional 

Advisory Council  

 

Other reports: 

• None 

 

Any other business: 

• None 

 

 

Risks to refer to risk 
register: 

None.  
 
 

Issues for the Board 
to note:  

None 

 

Recommendation to 
the Board:  
 
 

That this report be taken for information and assurance.  
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Agenda item:  12 

Report to: Trust Board  
 

Title of Report: Assurance report from the Finance and Performance Committee  
 

Date of Committee 
meeting:  

26 October 2023 

Quoracy:  The meeting was quorate.  

Date of Board 
meeting: 

07 December 2023 

Recommendation: For information and assurance 

Committee 
Chairperson: 

Harvey Griffiths, Non-Executive Director  

Purpose:  The report summarises the assurances received and documents the approvals of 

recommendations made to the Finance and Performance Committee at its meeting 

on 26 October 2023. 

 

Background: The Committee meets monthly and provides assurance on scheduled reports from 
all Trust operational committees with a finance, investment and access 
performance brief according to established work programmes and the effectiveness 
of related delivery. 
The committee provides assurance to the Board on any issues of concern it has 
with regard to any lack of assurance in respect of any aspect of finance 

Summary: 

• M6 (£3.7m) and YTD (£16.1m) deficits both grew, now £12m away from plan 

• BAF risk 8 - delivering the budget / plan increased to 20 – major risk 

• we are ahead on block income but overspending in all main divisions 

• CFO High Impact Change Plan remains in place to halt all unnecessary spending 

• we are well behind £16m CIPS / efficiency target with £10m to £12m a stretch and high risks attached 

• updated YEF (base case) is £22m (£18m away from plan) and with multiple risks attached 

• Committee Chair reiterated the importance and urgency of rapid turnaround but patient safety, care & 
quality must always remain the priority. 

• 23/24 capital programme reduced from £85.5m to £60m, direct result of £25.5m ECH delay into 2024 

• £13m (21%) spent at M6 (half year) 

• ambulance handover continues to improve 

• CEO focusing all teams and effort on outcomes 

• progress and stability on surge and discharge noted and ongoing 

• VWA continues to climb to 102% and above 101% on weekly basis 

• dermatology continues to challenge and stand out 
 

• Declarations of interest 
o No changes notified 

• Minutes of last meeting 
o Approved with updates noted 

• Action log 
o In progress and ongoing 

• Decision register 
o Noted for reference as an accurate record 
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• Work plan and committee register 
o Noted for reference 

• BAF Finance Risk Register incl review of Corporate Risk Register 
o Ongoing monitoring of finance risks at each committee 
o BAF risk 8 - delivering the budget / plan increased to 20 – major risk 

• Access Standard Performance and Activity Recovery Overview (‘ASPARO’) 
o Work continues with High Impact Change Plan 
o VWA continues to climb to 102% and above 101% on weekly basis 
o Dermatology continues to challenge and stand out 
o Ambulance handover continues to improve 
o CEO focusing all teams and effort on outcomes 
o Progress and stability on surge and discharge noted and ongoing 
o Strike impact continues to weigh on trust performance in almost all measures 
o CPO focused on consultant recruitment for assurance 

• Integrated Performance Report (‘IPR’) 
o Much of the IPR reported and discussed in detail above 
o CIO reported September challenging but significant improvement in October 
o SHMI issues due to coding and being rectified for next month 

• Month 6 finance summary 
o M6 and YTD deficit both grew resulting in £3.7m deficit in M6 and £16.1m deficit YTD 
o Majority overspend is from three main divisions (Medicine, EM and Surgery).  Spend caps are 

in place but not yet committed or signed 
o All risk and control measures remain on 
o High Impact Change Plan in place to recover the budget.  Updated YEF (base case) is £22m, 

but with multiple risks attached 
o CFO confirmed cash position being managed tightly and Trust may not need to borrow 
o Committee continues to probe and seek assurance but still not assured on finances / year-end / 

actual v budget 
o All in attendance reminded of the need to balance patient safety with financial stability 

• Efficiency programme 
o £16m CIPS / efficiency target.  We are behind with £10m to £12m a stretch and high risks 

attached 
o now critical as the gap is impacting the budget deficit £ for £ 
o Deputy CFO confirmed focus is on cash releasing priorities with £2.4m saved YTD 
o Crucial we accelerate the run rate 

• Contracts and commerce 
o CFO reporting we are ahead on block contract income 
o emergency activity running at 30% above 2019 baseline 

Capital programme 
o 23/24 capital programme reduced from £85.5m to £60m, direct result of £25.5m ECH delay into 

next year 
o £13m (21%) spent at M6 (half year) 
o CEO highlighted need for capital programme flexibility across adjacent years 

• Investment / business cases 
o Verbal update on the pathology programme for reasons of legal confidentiality 
o ECH in for revised GMP (£25m) and slipping into next years capital programme 

• Items for escalation to the Board 
o Budget deficit continues to grow and increase concern (£16.1m YTD and £12m away from plan) 
o BAF risk 8 score increased from 16 to 20 (major risk) 
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Items of note:  

 

 
 
 
 
 
Actions 
 

Key decisions 
taken:   

None 
 

Risks to refer to 
risk register: 

Committee concern around risk of delivering plan (16 to 20) 

Issues escalated to 
the Board:  

None 

Recommendations 
to the Board:  

This report be taken for information and assurance and to aid discussion on other 
items on the Board’s agenda 
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Agenda item:        13 

 
Report to: Trust Board  

 
Title of Report: 
 
Date of Committee meeting 

Assurance report from Quality and Safety Committee  
 
26 October 2023 
 

Date of Board meeting: 
 
Quorum: 

07 December 2023  
 

     The meeting was quorate 
 

Recommendation: 
 
Chairperson: 

For information and assurance 
 
Jonathan Rennison, Non-Executive Director 

 
Purpose:  
 
 

The report summarises the assurances received, and 
approvals of recommendations made to the Quality and 
Safety Committee at its meeting on 26 October 2023. 
 

Background: The purpose of the Quality and Safety Committee is to 
provide the Board with assurance that high standards of 
safety and compliance, harm free, high quality, safe and 
effective services/clinical outcomes are provided by the 
Trust, and that adequate and appropriate governance 
structures, processes and controls are in place throughout 
the Trust. 

Summary:  
 
The Committee received reports on the following matters:   
 
Standard reports received and discussed/noted for information and assurance: 
 

• Corporate Risk Register and Board Assurance Framework report 

• Chair’s reports from Risk Review Group 

• Chair’s report from Patient Experience Group 

• Chair’s report from Quality and Safety Group 
 

Additional reports received and discussed/noted for information and assurance: 
 

• Patient Safety Incident Response Framework (PSIRF) policy 

• Divisional Quality Assurance report from Medicine 

• Medicines Management report 

• Mortuary update 

• Maternity Quarterly report 

• Better Care Delivered Differently update 

• GIRFT programme update covering litigation update, urology and neonatology. 

• Phase 2 refurbishment of neonatal unit at Watford 
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The Committee noted the following: 

 
Risks to refer to risk register:  None 
 
Items for the Board to note: None 

Recommendations to the Board:  

• Corporate Risk Register and BAF - approved and recommended to the Board.   

• Patient Safety Incident Response Framework (PSIRF) policy - approved  

An update on the PSIRF policy was received. The policy was approved and it was agreed that 

the PSIRF plan would be approved outside of the meeting structure when it was completed.  

The Committee asked for an addendum to the policy to be added around the creation of an 

open, fair, and restorative culture. Both the plan and the policy will be submitted to the ICB for 

final approval and PSIRF a go-live date to be confirmed.  

 

A regular assurance report was received from the Division of Medicine. The Committee asked 

for the structure and content of future reports to be reviewed to ensure alignment with the 

Committee's work plan.  

 

An Annual Medicine’s Management Report was highlighted as an excellent example, using 

clear data to demonstrate assurance against key metrics, areas for improvement, action plans 

for changes, and mitigations for risks.  

 

A Maternity Quarterly Report was reviewed, which showed key progress on activity against 

some of the national delivery plans and a focus on encouraging an open and vocal culture to 

combat some current behaviour.  It was agreed that the Vice Chair, the Chief Nurse and Chief 

Medical Officer would reinforce this as part of their regular Safety Champion walkabouts.  

 

The Committee received an update on the mortuary progress plan against the Human Tissue 

Authority review. It was noted that all actions were now complete and significant improvement 

noted within the service.  
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Agenda item:  14 

 
Report to: Trust Board  

 
Title of Report: Assurance report from People, Education & Research Committee  

 
Date of Board 
meeting: 
 
Quorum: 

07 December 2023 
 
 
The meeting was quorate 
 

Recommendation: 
 
Chairperson: 

For information and assurance 
 
Natalie Edwards, Non-Executive Director 

 
Purpose:  
 
 

The report summarises the assurances received and documents the 
approvals of recommendations made to the People, Education and 
Research Committee (PERC) at its meeting on 28 September 2023.  
 

Background: The purpose of PERC is to provide the Board with assurance that the Trust 
is meeting its requirements in relation to basic workforce metrics and 
obligations, including whistleblowing and freedom to speak up, meeting the 
key objectives of the People Strategy that its workforce is fit for purpose, 
engaged and that it provides a high- quality education provision and 
excellent research and development opportunities.   

Summary:  
 
The Committee received reports and had discussions for information and assurance on the 
following matters.    
 
Standard reports received and discussed/noted for information and assurance: 

• Chief People Officer update 

• Workforce key performance indicator report  
 
Additional reports received and discussed/noted for information and assurance: 
 

• Staff story 

• Divisional workforce update – Division of Medicine 

• Workforce Key Performance Indicator Metrics  

• Education and Learning Strategy  

• Pension reforms  

• Gender and Ethnicity pay Equality report  

• Freedom to Speak Up Activity report  
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The Committee noted the following main points: 
 
The Chief People Officer update informed the committee on the positive progress made on 

the key workforce indicators and acknowledged that some additional focus will be need on 

performance relating to the update of the Apprenticeship Levy.  

 

Health and Wellbeing  

The Workforce Wellbeing Lead (WWL) presented on staff reward and recognition, following 

on from a People Promise presentation from NHS England. KR played a summary video 

sharing some initiatives which are being run at the Trust. The SHINE platform was introduced 

in June 2023 and is linked into the ESR database. 50% of staff are registered on the platform 

and is used to send personal e-cards to say thank you and well done. SHINE is also used for 

thank you’s from the Friends and Family Test feedback, meaning an e-card is sent if a patient 

mentions a colleague by name. Thus far  nearly 2,000 e-cards have been sent to staff from 

patients.  

  

Staff Awards   

The committee received information regarding the Stars of Herts scheme, which is for  staff 

nominations,  run Trust-wide on a monthly basis and divisionally on a quarterly basis. This has 

recently been rebranded and launched on the SHINE platform, and 49 nominations have been 

received in the last month. The All-Stars week aims to be inclusive of staff across all areas of 

the Trust, and that not everyone can attend the awards night. It aims to celebrate the diversity 

of the workforce through food, music and entertainment. About 2,000 staff participated this 

year. Long Service Awards are held once a year at the Watford Football Club for those with 

over fifteen years of service. This year, over 300 staff were recognised. The next event will be 

in February 2024. The SHINE platform now sends e-cards to recognise other key milestones, 

such as one and ten years of service.  

 

Divisional Update  

The Divisional Manager Medicine provided the committee with assurance through an  

overview of the recent changes to metrics was provided. The vacancy rate has dropped 

considerably due to hard work around nursing and consultancy vacancies. The sickness rate 

and turnover are both just below the Trust average. There is a drive to increase the appraisal 

rate, which is currently 86% with a target of 92%. The good news reported is around improved 

vacancy and sickness rates, as well as initiatives around equipment hire and 

utilisation/returns.  

 

Wotrkforce Metrics  

The Associate Director of People for Operation HR offered the committee assurance regarding 

the workforce metrics and went over the highlights from the workforce metrics. She provided 

assurance that the turnover rate at 12.9% is below the KPI target, which is a good 

development. The staff that are leaving within twelve months have also dropped to 14.1%, 

and a lot of work has been done to make onboarding more positive. This links to recruitment 

processes, where expectations of roles are being set more clearly when people join. The 

vacancy rate at 7% is good. The recruitment pipeline will meet the vacancies coming up from 

normal turnover. Appraisal rates have dropped over the last few months, but this has been 

impacted by industrial action. This, along with mandatory training, is an area of focus, as well 

as finance.  
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There are a number of new financial controls in place. Processes have been changed, 

including more scrutiny from the vacancy control panel and the separation of clinical and non-

clinical recruitment. The workforce efficiency group are currently completing an establishment  

  

 

Education Strategy 

Assurance was provided through a presentation on the education strategy, which is linked to 

the People Promise and the NHS Long-Term Workforce Plan and recognises the benefits of 

the teaching hospital status. The themes are around identifying learning needs, establishing 

a framework, promoting a culture of learning, enhancing teaching and mentoring, collaboration 

and partnerships, and evaluation.  

 

The Associate Director of People for Operation HR took the paper as read, and noted it was 

brought to the PERC for assurance. Numerous changes to the pension scheme are ongoing, 

and from October the draw-down option has been expanded to include members of the 1995 

pension scheme. Noting this was already available to members of the 2008 and 2015 

schemes. It was noted that the pension age for the expanded scheme is 60, which is younger 

than the other existing groups. These changes have been communicated to staff and policies 

have been changed to reflect this.  

 

Gender Gap Report  

The committee were assured that this years Gender pay gap represents a small  improvement 

compared with. The Associate Director of People for Organisational Development and Culture 

noted that the pay gap report had been developed from snapshot data on the 31st of March 

using government guidance. Additional breakdowns have been completed which are not 

mandatory. Positive shifts have been seen in terms of female representation in higher roles, 

but the proportional representation tails off from 8c and above. For the majority of the quartiles, 

the upper quartile remains static. It was noted that the upper quartile includes bonus pay and 

additional payments, meaning there are band four and five employees in this segment. 

Overall, the gender pay gap is decreasing, but there is still a significant gap. The Associate 

Director of People for Organisational Development and Culture noted that there is relative 

parity with small differences in most areas, and three main areas of estates, admin, and 

medical and dental which contribute to the majority of the pay gap.  

  

Freedom to Speak Up   

Nationally over the first quarter of this year, cases increased 21%, meaning the Trust are 

higher than national. Most cases are resolved informally, mostly due to the skill of the contacts 

within the organisation who can assist the Acting CPO with this. Only two cases went to 

grievance procedures. A record number of eighteen bullying and harassment cases were 

reported over the period, five of which were linked to racism. The main themes remain the 

same around inappropriate language, shouting and nepotism. An increase in the number of 

cases from medical staff has been noted, mainly from junior doctors.  

  

Assurance was provided that the Acting Chief People Officer is meeting the Associate Director 

of People for Organisational Development and Culture regularly to discuss the bullying and 

harassment cases and what can be triangulated with the staff survey, and how leadership 

values can be developed.  
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Risks to refer to risk register:   
 
 
Items for the Board to note: The appointment of Jason Palman as the new Guardian of 
Safe Working. 
 
Recommendations to the Board: Approval of the WDES and WRES reports for publication 
on the Trust’s website.  
 
 

14 

66 of 466 Trust Board Meeting in Public 7 December 2023-07/12/23 



Tab 15 Item 15 TB Public 7 Dec 2023 Redevelopment Programme Committee 

1 

 

 

Agenda item:  Item 15 

Report to:  Trust Board  

Title of Report:  Assurance report from Redevelopment Programme Committee  

Date of Committee meeting: 16 November 2023 

Quorum:  The meeting was quorate  

Chairperson:  Helen Davis, Non-Executive Director 

Purpose:  The report summarises the assurances received, and documents 

approvals of recommendations made by Redevelopment Programme 

Committee at its meeting on 16 November 2023.  

Background:  The Committee meets monthly and gains assurance on the delivery 

of the objectives of the redevelopment programme and the digital 

strategy. It provides senior-level leadership to shape and drive the 

implementation of these key elements of the Trust’s future plan.  

Summary:  

The Committee received reports and had discussions for information and assurance on the 

following matters: 

SRO Update & Redevelopment Next Steps - The Redevelopment Programme Committee noted 
the progress that continued to be made, with notable recent steps forward including progression of 
three streams of work: 

1. Watford General Hospital redevelopment; 
2. St Albans City Hospital redevelopment programme, to create a planned surgical care 

centre including endoscopy, day surgical and diagnostic facilities; and 
3. The proposals for the redevelopment of Hemel Hempstead Hospital to create a 

planned medical care centre.   

Redevelopment Risk Update - Key programme risks were confirmed as existing infrastructure 
failure, affordability, supply chain capacity and programme delay. 

Communications & Engagement Report - The Redevelopment Programme Committee noted 
that an updated draft communications and engagement strategy will be submitted to the next 
Committee meeting for approval. New material and technology are being deployed ahead of the 
next stage of design development and engagement, these include a scale model of the proposed 
new hospital and virtual reality equipment. 

Capital Expenditure Report: The Great Place Committee noted the current financial position for 
both interim / enabling schemes and for the redevelopment programme. Challenges in balancing 
actual capital expenditure alongside the timeline for funding availability were also noted in relation 
to nationally funded interim schemes. 

 

Recommendations to the Board: None. 
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Agenda item: 17 

Report to: Trust Board  
 

Title of Report: Assurance report from the Audit Committee  
 

Date of Committee 
meeting:  

28 November 2023 

Quoracy:  The meeting was quorate.  

Date of Board 
meeting: 

7 December 2023 
 

Recommendation: For information and assurance 

Committee 
Chairperson: 

Edwin Josephs, Non-Executive Director  
 

Purpose:  
 
 

This report provides an update to the Trust Board on matters discussed and 

assurance received at the Audit Committee meeting on 28 November 2023. 

Background: The Committee meets four times a year for regular business and has two 
additional meetings in relation to the year-end scrutiny and sign off process of the 
Trust’s Annual Report and Accounts.  
 
It provides assurance to the Board on all aspects of internal and external audit, 
counter fraud, integrated governance, and internal controls and to ensure that 
effective assurance controls, structures, systems, processes, and controls are in 
place and functioning to support the achievement of the Trust’s objectives.  

Summary: 
The Committee received reports and had discussions for information and assurance on the following: 

• Committee Governance: 
o Schedule of items to be included at future meetings as detailed in the Workplan  
o Scrutiny of the Trust Management Committee to seek assurance on how it was 

discharging its responsibilities, the impact it was making, and whether there were any 
changes to how it operates, or areas of focus that it needed to make. 

o Annual review of Committee’s Terms of Reference 

• Financial Focus: 
o The current financial position of the Trust and forecasts 

• Internal Audit: 
o Progress report on audits in accordance with agreed Annual Plan 
o Progress on outstanding auditor’s recommendations 

• Local Counter Fraud: 
o Review of counter fraud progress against work plan and investigations 
o Review of benchmarking reports based on feedback collated from other RSM NHS clients 

• External Audit: 
o Schedule for ‘wash- up’ and ‘lessons learned’ from 2022/23 financial audit 
o Outline Plan for 2023/24 audit (matched to Committee dates) 

• Key Controls and Regulatory Items: 
o Review of insurance policies 

 

• In-depth reviews and ‘holding to account’: 

17 

68 of 466 Trust Board Meeting in Public 7 December 2023-07/12/23 



Tab 17 Item 17 TB Public 7 Dec 2023 Audit Committee 

 

 

o Review of losses and compensations payments 
o Waiver/Tender register 
o Review of salary overpayments and progress in recouping funds 
o Conflicts of Interests and Gifts and Hospitality Register 
o Use of Trust Seal 

Items of note:  

 

Use of the Trust Seal- there has been one occasion when the Trust Seal has 
been used since the Committee’s last report to the Board 

Recommendations 
to the Board:  

This report be taken for information and assurance and to aid discussion on other 
items on the Board’s agenda. 
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Title of the paper: Performance, Activity Recovery & High Impact Change Plan updates 

(October 2023) 

Agenda Item: 18 

Presenter: Mary Bhatti, Acting Chief Operating Officer 

Author(s): Jane Shentall, Director of Operational Performance  

Purpose: 
 

Please tick the appropriate box  

For approval 
 

 For discussion  For information 

 ✓ ✓ 
 

Executive 
Summary: 
 

 
An overview of performance against the core waiting times standards is 
included, with previous months for comparison. 
   
The scorecards detailing progress against the high impact change plans for 
both the Patient Flow Improvement and Elective Care Recovery programmes, 
are included.   
 
Urgent & Emergency Care (UEC) 
Positive performance against the ambulance handover improvement trajectory 
has been maintained and hours lost over 30 minutes (NHSE target) was better 
than the improvement trajectory plan (85) at 30 hours lost per week. 
 
ED performance is marginally improved at 71.8% but within the overall position 
and performance at both UTCs was at or better than 95% standard.  Non-
admitted performance was also better, at 53.3% (from 51%), but there was a 
large increase in the number of patients with a wait of 12 hours or more from 
arrival to departure.  There were 12 x 12 hour breaches from the decision to 
treat to admission in the month. 
 
A business continuity incident was declared on 24 October in response to 
significant demand through A&E and less effective patient flow through the 
wards although discharges remain stable, with no statistical change.   
 
Elective, planned care 
The Value Weighted Activity (VWA) indicator objective has been reduced from 
103% to 101% in recognition of the activity delivery challenges associated with 
ongoing industrial action (IA).  October’s activity although affected by further 
periods of IA, exceeded the target, at 101.7% for the month and the year to 
date position is now 98.5%. 
 
Delivery of activity plans is variable, with a 4% shortfall against the new 
outpatient appointment plan year to date and a much higher rate of follow up 
activity than planned.  Elective inpatient activity is 5% better than plan for all 
activity types.  Overnight admissions remains 24% below plan year to date 
however.   
 

Trust Board 

07 December 2023 

 December 2022 
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Delivery of the diagnostic activity plan is largely positive, although there are 
shortfalls against plan in three modalities. 
 
Theatre utilisation was lower at 78% (September 82% across all sites and 
although late starts rose slightly. 
 
There were 9 x 78 week waits at the end of the month.    There has been a 
further reduction in 65 week waits. 
 
The new simplified Cancer waiting times standards went live in October.  
Performance against the 28 day Faster Diagnosis Standard (FDS) was lower 
than the previous month, impacted by Dermatology where there are significant 
delays.  Compliance against the 31 day decision to treat to treatment standard 
was just below target (by 0.3%) but the 62 day referral to first treatment 
recovery target was achieved.  The relative backlog (as a percentage of the 
cancer waiting list) is 7.3%, above than the NHSE target of 6.4%.   However 
the number of pathways over 62 days has fallen to 119.  The increase in the 
percentage is due to a reduction in the overall cancer PTL. 
 
Diagnostic performance was much better at 78%, with improvement in all four 
challenged modalities.  Six have achieved the 99% standard and 10 have 
achieved the NHSE 95% target. 
 
In October a national programme known as “alternative choice” launched, 
encouraging patients to take up their constitutional rights to choose alternative 
providers if their RTT wait time exceeds target times.  Over 2,000 patients 
were included in the first cohort, with 1% uptake to date.  The next cohort to be 
invited to participate will not be contacted before February 2024 according to 
current timelines. 
 
Once invited, patients have an open ended opportunity to opt in.  To date 24 
patients have expressed an interest and are progressing through the process 
which includes administrative and clinical validation.  The ICB is tasked with 
identifying alternative options for patients willing to travel up to 100 miles and 
any the national team are responsible for identifying options for patients willing 
to travel nationally. 
 
Confirmation of the next steps and confirmation of cohorts and timelines will be 
determined by NHSE in the near future.  Prior to go live it was proposed to 
invite future cohorts as follows; 32 week waiters (in February 24), 26 week 
waiters (in March 24), 22 week waiters (June 24), 18 week waiters (September 
24).  Patients will only receive one offer.   
 
The financial risk associated with this scheme may increase as the offer is 
made to patients with shorter waiting times as larger volumes of patients may 
opt in.  There is no guarantee however, that alternative providers will be found 
but close monitoring of uptake and actual transfer, in conjunction with finance 
colleagues, will become part of the weekly Access and waiting times oversight 
meetings. 
 

Trust strategic 
aims:  
 
(please indicate 
which of the 4 
aims is relevant to 
the subject of the 
report) 

Aim 1 
Best care 

 

Aim 2 
Great team 

 

Aim 3 
Best value 

 

Aim 4 
Great place 

 

18 

Trust Board Meeting in Public 7 December 2023-07/12/23 71 of 466 



Tab 18 Item 18 TB Public 7 Dec 2023 Performance Report 

3 
 

Objectives 1-4 Objectives 5-8 Objective 9 Objective 10-12 

✓    
 

Links to well-led 
key lines of 
enquiry: 
 

☒Is there the leadership capacity and capability to deliver high quality, 

sustainable care? 

☒Is there a clear vision and credible strategy to deliver high quality, 

sustainable care to people, and robust plans to deliver? 

☐Is there a culture of high quality, sustainable care? 

☒Are there clear responsibilities, roles and systems of accountability to 

support good governance and management? 

☒Are there clear and effective processes for managing risks, issues and 

performance? 

☒Is appropriate and accurate information being effectively processed, 

challenged and acted on? 

☐Are the people who use services, the public, staff and external partners 

engaged and involved to support high quality sustainable services? 

☒Are there robust systems and processes for learning, continuous 

improvement and innovation? 

☒How well is the trust using its resources? 

Previously 
considered by: 

 

Committee/Group Date 

Trust Management Committee 29 November 2023 

Finance & Performance Committee 30 November 2023 
 

Action required: 
 

 

The Board is asked to receive this information for oversight of activity delivery 
and performance and progress against the high impact change plans for 
Patient Flow Improvement and Elective Care Recovery. 
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Core KPI overview – reporting month & year to date

2
↓/↑ worse than previous month

↑/↓ better than previous month
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Patient Flow Improvement Programme

High Impact Change Plan Scorecard 
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Performance

There has been further improvement in performance this 

month, notably Type 1 and non-admitted.  There has been a 

drop in Type 3 performance.

• All types 71.8% (Sep 69.9%, Aug 69.1%, Jul 71.3%) 

• Type 1 45.4% (Sep 43.2%, Aug 39%, Jul 42.8%)

• Watford UTC 95% (Sep 93.9%, Aug 97.5%, Jul 96.1%) 

• HH UTC 98.9% (Sep 99%, Aug 97.4%, Jul 99.2%)

Non-admitted performance 53.3%, was better from 51% the 

previous month

There were 12 x 12 hour breaches from decision to admit 

to admission in the month.

12 hour end to end journeys

12 hour waits (arrival to departure) reduced in comparison 

with the previous month. Totals as a percentage of all 

attendances:

• October 5.5% (869)

• September 4.2% (676)

• August 5.2% (776)

• July 4% (634)

• June 2.6% (421)

• May 2.2% (360)

• April 2.8% (415)

5

Emergency Department – Performance & Demand

Attendances  

In comparison to the previous month, demand increased 

across all types.

• All types: 15,771 (Sep 15,961, Aug 14,865, Jul 15,889)

• Type 1: 7962 (Sep 7,814, Aug 7,319, Jul 7,634) 

• Type 3: 8,079 (Sep 8,147, Aug 7,546, Jul 8,265)

Mental Health Demand

4.5% (349) of all type 1 ED attendances (7,692) related to 

MH.  Last month 4.5% (423) of attendances were MH 

related.

Of the 12 hour waits (869), 9.9% (86)  related to MH.  In the 

previous month 10.4% (70) related to MH

Within the MH attendance cohort (349), 24.6% (86) waited 

12 hours or more in comparison with the previous month 

where 16.5% of all ED attendances relating to MH (423) 

wait 12 hours or more (70).

Admissions from A&E

3,008 patients were admitted from A&E to a ward bed and 

915 patients “admitted” to Ambulatory Care during October.

A business continuity incident was declared on 24 October 

in response to high demand, high acuity and insufficient 

discharges to ensure adequate patient flow.

Ambulance handovers 

2,508 patients were brought to ED by EEAST.  Of these 

2,204 were fully data compliant (all data captured by 

EEAST)

Handover delays (as a % of all ambulance arrivals) 

reported by EEAST

• 30+ minutes: 26% / 656  

(Sep 29.2% / 736, Aug 30% / 749, Jul 24% / 605)   

• 60+  minutes: 1.8% / 45 

(Sep 4.3% / 108, Aug 4.6% / 115, Jul 2.3% / 57)

Data provided by EEAST shows that WHTH delays are 

significantly lower than elsewhere in the ICS.

• 30+ minutes: PAH 65.3%/1036, E&NH 53%/1101

• 60+ minutes: PAH 43.4%/689, E&NH 24.6%/447

Trajectories to measure improvement against hours lost 

over 30 minutes, have been agreed.  WHTHT has 

agreed a trajectory improvement plan to deliver no 

greater than 108 hours lost over 30 minutes per week by 

March 2024.

This month’s hours lost over 30 minutes per week was 30 

against the trajectory plan of 85.  
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Patient Flow - Discharges

All discharge indicators remain in common cause 
variation, ie there has been no statistically significant 
change.

Current focus is aimed towards driving improvement 
in time of day discharge.

Actions to deliver the necessary improvements 
include:
• Refocus on time of day and number of 

discharges, balancing admission and discharges
• Implementation of a model Board/Ward round
• Establishment of the command & control centre
• Expansion of the criteria led discharge pilot once 

completed on one ward (Tudor)
• Establishment of a “senior panel” reviewing 

admission requests from ED/assessment areas
• Re-energising and reinstating LOS review 

meetings with all wards for 7/14/21+ admissions
• Clinical engagement in NMCTR reviews

A review of weekend discharge processes is 
underway, with a view to development of a new SOP 
that includes the identification of weekend 
discharge patients, as well as a review of the 
resources available at the weekend to maintain 
consistent discharge rates.

Discharges per day
Sep Mon Tues Wed Thurs Fri Sat Sun

1-3 Sep 97 63 56

4-10 Sep 79 79 98 92 99 63 46

11-17 Sep 76 84 91 95 105 71 57

18-24 Sep 78 85 81 83 110 47 42

25-30 Sep 90 89 110 77 102 66

Average 80.8 84.3 95.0 86.8 102.6 62.0 50.3

Oct Mon Tues Wed Thurs Fri Sat Sun

01-Oct 56

2-8 Oct 74 78 74 100 102 61 49

9-15 Oct 85 82 87 93 100 63 51

16-22 Oct 75 94 101 78 108 44 29

23-29 Oct 76 97 87 86 95 67 33

30-31 Oct 71 99

Average 77.5 87.8 87.3 89.3 101.3 58.8 43.6
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Elective Care Recovery & Performance 

improvement

7

18 

T
rust B

oard M
eeting in P

ublic 7 D
ecem

ber 2023-07/12/23 
79 of 466 



T
ab 18 Item

 18 T
B

 P
ublic 7 D

ec 2023 P
erform

ance R
eport 

8

Elective Care Recovery Programme

High Impact Change Plan Scorecard 

Focus Area Metric Target

Value weighted activity 103% of 19/20 87.0% 88.0% 5 92.0% 5 86.0% 6 101.0% 5 102.4% 5 94.0% 6 96.0% 5 102.0% 5 101.7% 6

RTT PTL size Reduction 50,342 50,169 6 52,995 5 56,574 5 57,933 5 60,626 5 62,689 5 64,384 5 62,966 6 63,054 5

RTT Clock stops Improvement 6,395 6,046 6 5,856 6 5,039 6 6,382 5 6,519 5 6,272 6 6,481 5 6,443 6 6,559 5

Outpatient procedures recorded Improvement 5,993 5,500 6 5,787 5 5,554 6 6,643 5 6,577 6 6,308 6 6,450 5 6,444 6 6,485 5

Theatre util isation - WGH & SACH 85% 70.1% 74.5% 5 75.1% 5 76.2% 5 74.3% 6 77.5% 5 79.1% 5 75.2% 6 82.1% 5 78.0% 6

Time lost to late starts - WGH & SACH Improvement 221:09 166:35 6 182:19 5 127:11 6 142:21 5 158:54 5 166:17 5 132:10 6 135:09 5 147:30 5

Time lost to early finishes - WGH & SACH Improvement 404:07 272:05 6 295:32 5 256:08 6 383:41 5 341:21 6 273:34 6 369:42 5 271:34 6 309:00 5

RTT: 78 week wait elimination (excl patient choice) 0 by April 23 69 38 6 15 6 11 6 9 6 7 6 8 5 6 6 8 5 9 5

RTT: 65 week wait elimination (excl patient choice) 0 by April 24 819 607 6 548 6 495 6 504 5 524 5 455 6 569 5 636 5 621 6

RTT: 52 week wait reduction Improvement 2,681 2,315 6 2,729 5 2,694 6 2,439 6 2,504 5 2,440 6 2,769 5 2,982 5 3,039 5

Cancer: 63+ day wait reduction 95* 184 129 6 125 6 130 5 159 5 149 6 135 6 139 5 101 6 119 5

28 day faster diagnosis performance 75% 68.6% 78.2% 5 76.7% 6 74.5% 6 66.0% 6 73.0% 5 66.7% 6 66.9% 5 68.0% 5 64.4% 6

DMO1 (diagnostic) performance 99% 62.0% 64.7% 5 63.1% 6 63.8% 5 65.8% 5 67.3% 5 69.5% 5 68.5% 6 70.8% 5 78.3% 5

Outpatient follow up rates vs 19/20 75% of 19/20 87.5% 87.7% 5 105.5% 5 82.9% 6 95.0% 5 101.6% 5 86.1% 6 98.9% 5 90.7% 6 92.7% 5

Patient initiated follow up rate as a % of all  OPAs 2.1% 1.50% 1.70% 5 2.10% 5 1.70% 6 1.77% 5 1.77% 6 2.03% 5 1.94% 6 2.26% 5 2.05% 6

Non-face to face rate as a % of all  OPAs 25% 12.9% 12.8% 6 12.7% 6 12.2% 6 12.6% 5 12.7% 5 12.5% 6 12.5% 6 12.5% 6 12.6% 5

DNA rates 8% 8.0% 8.2% 5 7.9% 6 7.7% 6 7.6% 6 8.0% 5 7.5% 6 7.5% 5 7.5% 6 7.2% 6

AugJulJan Feb Mar Apr May Jun

HIGH IMPACT CHANGE 2 

Increased theatre productivity with 

improved utilisation across all sites 

Oct

Elective Care Recovery Programme - High Impact Changes Scorecard

Sep

HIGH IMPACT CHANGE 4  

Increase Outpatient productivity with 

greater uptake of non-face to face 

models, patient initiated follow up and 

implementation of the Patient Portal

HIGH IMPACT CHANGE 3 

Improve waiting times for RTT, Cancer 

and Diagnostic pathways

HIGH IMPACT CHANGE 1 

Improved data quality, capture and 

recording to enable accurate reporting 

of activity delivery and value
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The internal estimation takes in to account improved coding of procedures and capture of ward attender activity.

Internal SLAM reporting has been used as a proxy for VWA while discussions are ongoing with NHSE regarding alignment

NHSE no longer publish the monthly VWA calculations, instead focusing on a rolling weekly estimate of VWA.    

9

Data Quality - Value Weighted Activity (VWA)

Despite further periods of junior doctor/consultant and

Radiographer industrial action in October, higher annual leave

rates and significant urgent care pressures, VWA was above

the nationally realigned target (101%).

October 101.7% / 98.5% year to date.

This improvement was evident in all divisions. 

The impact of industrial action on activity delivery is noted in the

table below. October saw both consultants and junior doctors

striking within the same period which resulted in a larger

number of cancellations than seen in previous months.

13-16 March 11-15 April 14-17 June
13-18 July 

JD
20-21 July (Cons) 25-27 July (Rad)

11-15 August

JD

24-25 August

Cons
19-22 Sept

JD/Cons

2-4 Oct

Cons
Total

Total booked 5876 7941 6269 6402 3762 4566 3980 3542 7759 5862 55959

Total cancelled & rebooked 805 909 497 487 231 24 290 210 605 773 4831

% activity rescheduled 13.7% 11.4% 7.9% 7.6% 6.1% 0.5% 7.3% 5.9% 7.8% 13.2% 8.6%

Impact of Industrial action on all elective activity

Industrial action – activity impact
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Outpatient Activity as a % of the 19/20 baseline month

First OPAs 
Overall, new OPA activity (59,277) is 4% lower than 
plan year to date with a gap of 3,863 appointments. 
October is 6% behind plan by 1,041 OPAs.

Follow up OPAs
Follow up activity remains above the 75% threshold 
month on month and in the year to date position.  
Divisions have been asked to review their plans to 
address this position.

Patient Initiated Follow up (PIFU)
There has been a small increase in the % of patients 
moved to a PIFU pathway in September, at 2.3% 
(August 2%).

Divisional Position
Surgery
• Year to date 1st OPAs are 2% behind 

planned activity.  October is 7% 
adverse to plan by 861 OPAs. 

• Follow ups are 5% worse than plan in 
month and 10% worse year to date.

Medicine 
• Year to date,1st OPAs are 9% adverse 

to plan, with a shortfall of 4,062 
appointments.  October was 7% 
behind plan with a gap of 473 OPAs.

• Follow up activity is 18% above the 
year to date plan, and October is 26% 
worse than plan.

WACS
• Year to date 1st OPAs are 3% worse 

than plan with a gap of 325, but 4% 
behind plan in October, with a 
variance of 82 OPAs. 

• Year to date, follow up activity is 14% 
over plan but the objective of 
undertaking no more than 75% of the 
19/20 follow up activity was achieved 
in October.

Non-face to face OPAs Surgery 10%, 
Medicine 24%, WACS 5%

Outpatients Apr-23 May-23 Jun-23 Jul-23 Aug-23 Sep-23 Oct-23 YTD

Plan 16,277    17,168    15,915    17,810    15,912    16,374    18,534    117,989 

Actual 17,270    19,703    20,205    18,756    18,705    18,065    18,342    131,046 

%var 6% 15% 27% 5% 18% 10% -1% 11%

Plan 14,720    15,403    15,182    17,143    14,616    16,078    17,223    110,364 

Actual 12,823    15,630    15,929    15,341    15,088    15,508    16,182    106,501 

%var -13% 1% 5% -11% 3% -4% -6% -4%

Plan 20,275    21,246    19,813    22,064    18,970    21,009    22,101    145,478 

Actual 22,404    26,918    26,854    25,344    25,035    25,415    27,372    179,342 

%var 10% 27% 36% 15% 32% 21% 24% 23%

Plan 34,995    36,649    34,994    39,207    33,587    37,087    39,324    255,842 

Actual 35,227    42,548    42,783    40,685    40,123    40,923    43,554    285,843 

%var 1% 16% 22% 4% 19% 10% 11% 12%

Plan 6,888       7,120       7,162       7,631       6,597       7,048       7,154       49,600    

Actual 5,622       6,731       6,664       6,400       6,575       6,733       6,835       45,560    

%var -18% -5% -7% -16% 0% -4% -4% -8%

OP first 

attendance

Outpatient 

referrals

OP follow-up 

attendance

Total OP atts

OP atts with 

procedures

Surgery Aug-23 Sep-23 Oct-23 YTD

Plan 5,705     6,150     6,578     42,491   

Actual 6,755     6,649     7,099     48,630   

%var 18% 8% 8% 14%

Plan 5,399     6,221     6,591     41,501   

Actual 5,533     5,703     6,101     40,640   

%var 2% -8% -7% -2%

Plan 6,712     7,693     7,975     51,937   

Actual 8,063     8,404     8,401     57,027   

%var 20% 9% 5% 10%

Plan 12,111  13,913  14,566  93,438   

Actual 13,596  14,107  14,502  97,667   

%var 12% 1% 0% 5%

Plan 2,704     2,950     3,021     19,669   

Actual 2,655     2,808     2,830     18,811   

%var -2% -5% -6% -4%

OP atts with 

procedures

Outpatient 

referrals

OP first 

attendance

OP follow-up 

attendance

Total OP atts

Medicine Aug-23 Sep-23 Oct-23 YTD

Plan 7,133     6,923     8,391     52,193   

Actual 7,732     7,359     7,038     52,557   

%var 8% 6% -16% 1%

Plan 6,016     6,367     6,714     44,561   

Actual 5,937     6,235     6,241     40,499   

%var -1% -2% -7% -9%

Plan 5,781     6,449     6,713     44,625   

Actual 7,106     7,357     8,443     52,740   

%var 23% 14% 26% 18%

Plan 11,797  12,816  13,427  89,186   

Actual 13,043  13,592  14,684  93,239   

%var 11% 6% 9% 5%

Plan 2,928     2,985     2,900     22,383   

Actual 2,805     2,822     2,813     18,865   

%var -4% -5% -3% -16%

Outpatient 

referrals

OP first 

attendance

OP follow-up 

attendance

Total OP atts

OP atts with 

procedures

WACS Aug-23 Sep-23 Oct-23 YTD

Plan 1,356      1,377      1,519      10,275 

Actual 1,835      1,737      1,841      13,142 

%var 35% 26% 21% 28%

Plan 1,680      1,794      1,960      12,683 

Actual 1,844      1,716      1,878      12,358 

%var 10% -4% -4% -3%

Plan 1,235      1,436      1,481      9,787    

Actual 1,624      1,620      1,481      11,179 

%var 31% 13% 0% 14%

Plan 2,915      3,230      3,441      22,471 

Actual 3,468      3,336      3,359      23,537 

%var 19% 3% -2% 5%

Plan 945           1,102      1,216      7,347    

Actual -            -            -            -          

%var -100% -100% -100% -100%

Outpatient 

referrals

OP first 

attendance

OP follow-up 

attendance

Total OP atts

Total OP atts 

with 
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All admission types
Year to date activity (14,842) is 5% better than plan by 1,314 
admissions and for October 1% behind plan by 37 admissions.

Day Cases 
Year to date 10% better than plan and October 4% ahead.

Overnight admissions (elective ordinary)
Continue to underperform against plan with a 24% deficit 
year to date, a shortfall of 804 admissions.  October is 28% 
behind plan with a gap of 177 admissions.

Elective Inpatient Activity as a % of the 19/20 baseline month

Divisional Position
Surgery 
• Year to date shortfall of 1,407 day 

case admissions, 17% behind plan 
and 26% below plan for the month.

• Overnight admissions 22% behind 
plan with a shortfall of 589 
admissions year to date and 24% 
below plan with a 98 shortfall for 
the month.

Medicine
• Day cases 31% or 2,354 admissions 

above the year to date plan and 
20% above plan for the month.

• Overnight admissions are 43% 
behind plan year to date, 47% 
behind for October, with 48 fewer 
cases than plan.

WACS 
• 14% adverse variance to the day 

case plan (212 admissions) year to 
date and 13% adverse in the 
month.

• Year to date overnight admissions 
46% below plan with a deficit of 
361 admissions and 51% (70 
admissions) short of plan for the 
month.

Elective Inpatients Apr-23 May-23 Jun-23 Jul-23 Aug-23 Sep-23 Oct-23 YTD

Plan 3,013       3,228       2,993       3,333       2,983       3,231       3,465       22,246    

Actual 3,036       3,681       3,666       3,366       3,603       3,586       3,605       24,543    

%var 1% 14% 22% 1% 21% 11% 4% 10%

Plan 543           536           607           589           551           565           632           4,023       

Actual 351           439           440           466           429           460           455           3,040       

%var -35% -18% -27% -21% -22% -19% -28% -24%

Plan 3,556       3,764       3,600       3,922       3,535       3,796       4,097       26,269    

Actual 3,387       4,120       4,106       3,832       4,032       4,046       4,060       27,583    

%var -5% 9% 14% -2% 14% 7% -1% 5%

Total Elective 

Inpatients

Elective 

Ordinary

Elective 

Daycase

Surgery Aug-23 Sep-23 Oct-23 YTD

Plan 1,030     1,159     1,291     8,063      

Actual 994         1,013     950         6,656      

%var -3% -13% -26% -17%

Plan 370         357         411         2,699      

Actual 300         312         313         2,110      

%var -19% -13% -24% -22%

Plan 1,400     1,516     1,702     10,761   

Actual 1,294     1,325     1,263     8,766      

%var -8% -13% -26% -19%

Elective 

Ordinary

Total Elective 

Inpatients

Elective 

Daycase

Elective Inpatients Aug-23 Sep-23 Oct-23 YTD

Plan 1,635     1,755     1,804     11,882   

Actual 2,060     2,050     2,162     14,236   

%var 26% 17% 20% 20%

Plan 15            18            21            112           

Actual 12            6               11            64              

%var -21% -67% -47% -43%

Plan 1,650     1,774     1,824     11,994   

Actual 2,072     2,056     2,173     14,300   

%var 26% 16% 19% 19%

Elective 

Daycase

Elective 

Ordinary

Total 

Elective 

Elective Inpatients Aug-23 Sep-23 Oct-23 YTD

Plan 219           221           256           1,563    

Actual 248           201           224           1,351    

%var 13% -9% -13% -14%

Plan 111           113           138           791         

Actual 59              78              68              430         

%var -47% -31% -51% -46%

Plan 330           334           394           2,355    

Actual 307           279           292           1,781    

%var -7% -17% -26% -24%

Elective 

Daycase

Elective 

Ordinary

Total 

Elective 
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Most modalities are delivering activity above plan year to date, although 

there are 2 exceptions:

• Changes to procedure coding have affected flexible sigmoidoscopy 

activity rates, as many of these procedures are now included in the 

colonoscopy activity line.

• Echo remains behind plan but the variance is reducing with 105 scans 

fewer than the October plan.  Year to date there is a shortfall of 568 

scans (9%) against the plan.  Recovery actions for this modality are in 

place, with additional capacity provided through ad hoc sessions, and 

these are driving the improvement.

Diagnostic Activity as a % of the 19/20 baseline month

Diagnostics Apr-23 May-23 Jun-23 Jul-23 Aug-23 Sep-23 Oct-23 YTD

Plan 1,833       1,977       1,346       1,458       1,398       1,465       1,680       11,157    

Actual 1,655       1,731       1,802       1,620       1,783       1,580       1,720       11,891    

%var -10% -12% 34% 11% 28% 8% 2% 7%

Plan 3,149       3,409       3,382       3,842       3,448       3,582       3,808       24,621    

Actual 4,102       4,389       4,537       4,453       4,424       4,408       4,293       30,606    

%var 30% 29% 34% 16% 28% 23% 13% 24%

Plan 3,725       3,055       2,572       2,712       2,385       2,530       2,601       19,581    

Actual 2,616       2,924       3,393       2,986       3,112       2,919       2,912       20,862    

%var -30% -4% 32% 10% 30% 15% 12% 7%

Plan 357           436           347           421           385           404           436           2,785       

Actual 460           633           673           586           595           603           596           4,146       

%var 29% 45% 94% 39% 55% 49% 37% 49%

Plan 214           236           180           190           194           209           200           1,424       

Actual 107           26              35              24              5                 17              50              264            

%var -50% -89% -81% -87% -97% -92% -75% -81%

Plan 513           613           575           645           541           665           624           4,177       

Actual 620           705           729           700           660           658           565           4,637       

%var 21% 15% 27% 8% 22% -1% -9% 11%

Plan 1,294       1,296       1,385       1,401       1,341       1,180       1,347       9,244       

Actual 1,101       1,231       1,315       1,180       1,262       1,345       1,242       8,676       

%var -15% -5% -5% -16% -6% 14% -8% -6%

Gastroscopy

Echo

MRI

CT

NOUS

Colonoscopy

Flexi Sig
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13

Utilisation overall reduced to 78% (from 82.7%), with the most significant change at WGH, falling from 82% to 74.6%.  There was a 0.4 percentage point decrease at SACH.

Number of procedures were lower, with the most significant change at SACH, where there were 52 fewer procedures (619 v 671) and at WGH 28 fewer procedures (472 v 500)

Cancellations on the day rose to 6.7% overall, (from 5%) with increases at both sites (WGH 10.4% from 7% and SACH 3.9% from 3.7%)

Hours lost to late starts/early finishes Late starts increased slightly, with an average of 4.8 hours per day lost (up from 4.5%), the rise driven by an increase at WGH to 3.3% (from 2.9%).  

Early finishes were also higher, with 10.3% of hours lost overall (previously 9.1%), with a 0.1 percentage point drop at SACH, but 1.3 percentage point increase at WGH.  It should be noted 

that this data includes lists that start or finish as little as 1 minute outside of the planned time.

Theatre Productivity & Utilisation
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RTT Long waits Improvement

78 week waits at month end were higher than the previous month: 4 x Orthopaedic (all complex “WGH only” cases, 1 x Gastroenterology (complex tertiary diagnostics delay), 2 x Cardiology, 1 x Dermatology, 1 x 

General Surgery

65 week waits were slightly lower (down from 637) at 621 at month end.  Work on ensuring all patients in the 65 week wait risk cohort remains better than plan, although there are a couple of high risk services 

(Dermatology, Rheumatology, Cardiology) and the medical division are reviewing options to increase capacity to mitigate the risk.  ENT is also emerging as a higher risk specialty and the service will need to develop a 

plan to address these long waits.

PTL size was marginally higher (up 88).  The most significant factors underpinning this include errors in pathway management process within Cerner at the point of attendance/admission, non-adherence to the correct 

booking processes resulting in duplication of pathways and insufficient resource within the RTT validation team to maintain an adequate level of cleansing to mitigate for the rate of error.

Actions to address this include the increase in establishment of the RTT validation team where active recruitment is underway.  In the interim additional external validation resource remains in place to support the team.  

Training has been provided throughout the summer and will be supplemented with weekly drop in sessions to ensure staff follow the correct processes and divisions have been asked to develop plans to deliver 

improvements within the services.  In addition, patient contact validation commences (via text) in October, ahead of the national “alternative choice” initiative which will offer patients the option of switching providers to 

receive earlier treatment which goes live on 31/10/23 for the 40+ week wait cohort.

18 
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Cancer waits backlog improvement & performance

October is the first month of reporting against the new, 

simplified standards.

28 day Faster Diagnosis Standard (75%)

Performance has fallen, now at 64.3% (from 68%) again 

particularly impacted by Skin breaches with 40% of the 

total attributable to this specialty.  Many of the tumour sites 

are below target this month, with only Children’s, Lung, 

Head & Neck (Oral) and Breast achieving the standard.

A regional recovery action group has been established to 

support delivery of the standard for Skin.  The first meeting 

for WHTH will take place on 30/11/23.  Other regional 

groups for Gynaecology and Lower GI are in development.

Internally, oversight of performance against the 2ww 

measure is being maintained as this is fundamental to 

achievement of the 28 day FDS target.  

31 day decision to treat to treatment (96%)

Just below target at 95.7% this month.  Gynaecology, 

Urology and Lower GI were all below the standard.

62 day referral to definitive treatment (75% / 85%)

Compliance with the recovery target of 75% was achieved.  

However, Gynaecology, UGI, Lung, Haematology and 

Urology were all below the standard.

63+ day backlog

At month end there were 119 (7.3%) pathways over 63 

days with a PTL of 2,157 patients.  The NHSE objective is 

to have a backlog of no more than 6.4%. 

The ICB has been set a target for reduction, with a “fair 

share” target allocated to each acute provider.  The WHTH 

target is to have no more than 143 pathways over 62 days 

by 31 March 2024.
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Diagnostic (DM01) performance improvement

Performance has improved by 7 percentage points this month to 78.2%. The national 

planning guidance objective for diagnostic performance recovery is to achieve 95% (the red 

dotted line) by March 2025.  The constitutional target is 99%.

6 modalities have achieved 99% or better and a total of 10 are now at 95% or better.  

Focused recovery planning remains in place for Dexa (40.5%), Audiology (37.2%), Echo 

(65.4%) and Cystoscopy (42.1%) with backlog reduction achieved through additional 

sessions, outsourcing, insourcing and validation.  The overall backlog (pathways over 6 

weeks) has reduced significantly this month and 70% of the reduction has come from these 

modalities.

Although there are still some DQ issues within Cystoscopy, the work to resolve these 

continues in conjunction with the BI team, currently focusing on duplicate pathways, 

planned pathways and historic clock stops.  Performance has improved by 15 percentage 

points since August following completion of phase 1 and 2 of the DQ work.

Audiology demand has increased, particularly hearing aid referrals from the community 

service.  Outsourcing plans are advancing slowly, while development of a business case to 

increase in house capacity progresses.

Dexa performance has risen to the highest level this year although workforce constraints 

continue to limit the rate of improvement. There are few options for outsourcing.  In-house 

capacity has increased through extended days but more capacity is needed to enable rapid 

improvement. 

Echo performance is also the highest recorded this year, and although the service is 

constrained by of workforce issues and increased demand, actions including outsourcing and  

in house ad hoc sessions are supporting recovery.
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Planning Guidance 2023/24 – performance against target/objective

2023/24 Elective Care

1. Eliminate waits of over 65 weeks by March 2024 (except 

where patients choose to wait longer or in specific 

specialties).

2. Deliver system specific activity target (agreed through the 

operational planning process). 

3. Continue to reduce the number of patients waiting over 

62 days (on the Cancer PTL). 

- The trust specific target to be achieved by March 2024   

is 143.

4. Meet the cancer faster diagnosis standard by March 

2024 so that 75% of patients who have been urgently 

referred by their GP for suspected cancer are diagnosed 

or have cancer ruled out within 28 days.

- Incremental targets per quarter as follows:

- 67.5% by June 23

- 70% by September 23

- 72.5% by December 23

- 75% by March 24

17

Current position against objectives & actions

Urgent & Emergency Care

5. Improve A&E waiting times so that no less than 76% of 

patients are seen within 4 hours by March 2024 with 

further improvement in 2024/25

6. Reduce adult general and acute (G&A) bed occupancy to 

92% or below

Objective September 23

1 65 week wait elimination by March 

2024

621 (Sep 637)

2 Deliver system specific activity target 

(103% VWA – revised down to 101% 

due to IA impact)

102% (Sep 102%)

NB: reported position with 

internal adjustments.  

3 Reduction in patients over 62 days on 

the Cancer PTL – 143 by March 2024

119 (Sep 120)

4 Meet the Cancer Faster Diagnosis 

standard of 75% by March 2024 –

67.5% by June 23

64.3% (Sep 68%)

5 Improve A&E waiting times to 76% 

seen within 4 hours by March 2024

71.8% (Sep 69.9%)

6 Reduce adult (G&A) bed occupancy to 

92% or below

All sites: 92.6% (Sep 90.9%)

WGH only: 96.7% (Sep 94.8%)
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Author(s): Mark Landau, Director of Business Intelligence 
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Purpose: 
 

Please tick the appropriate box  

For approval 
 

 For discussion  For information 

 ✓ ✓ 
 

Executive 
Summary: 
 

Summary 

• This cover sheet summarises the contents of the Trust Integrated Performance 
Report, detailing changes made to the pack and summarising some of the narrative 
points made and is intended to provide information and assurance to the committee.   

Changes to the pack 

• Added P chart for Cat 3 Pressure Ulcers as context. 
Safe Care & Improving Outcomes - Quality 

• There are two statistically significant indicators – SHMI showing positive variation 
for assurance, i.e. likely to remain below target unless there is system change, and 
negative variation for performance, although there is a slight reduction on the 
previous period’s data. The second statistically significant metric is Caesarean 
Section rates for Robson Category 5 

Safe Care & Improving Outcomes - Safety 

• There are nine exceptions generated, with falls with harm returning to common 
cause variation. 

• Unregistered fill rate is showing as an exception with the latest data point breaching 
the upper control limit. This is largely down to enhanced 1:1 care required (largely 
for mental health inpatients) and to staffing of exceptional surge.  The unregistered 
fill rate offsets the low registered fill rate (Registered fill rate, % of patient safety 
incidents which are harmful, and Category 3 pressure ulcers – New Hospital 
acquired). 

• Six of the nine exceptions generated reflect improving special cause variation, with 
three representing concerning special cause variation. 

• There was 1 Never Event in the month of October 23, relating to a retained foreign 
object following a procedure (a retained syringe needle) 

Caring & Responsive Services – A&E 

• Nine exception pages generated – all of which were exceptions in the previous 
month, with the exception of 12 Hour trolley waits, of which there were 12 in October 
23.  In October 2023 the Trust improved to 106th of 122 reporting trusts for Type 1 
4hr performance (114th in September 2023) and to 30th for all types (51st in 
September 2023) 

Caring & Responsive Services – RTT, Cancer, Outpatients 

• Twelve Exception pages generated, with improving special cause variation for 
Cancer – Breast Symptomatic two week wait, RTT 78+ week waits, Cancer – 31 
Day subsequent drug, Outpatient cancellation rates and outpatient DNA rates 

• Cancer metrics continue to show improved performance, with only two week wait, 
62 day GP referral, and 62 Day screening generating a concerning special cause 
variation of the waiting times metrics 

Workforce 

Trust Board 
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• Ten Exception pages generated, with eight exceptions generated for improving 
special cause.  Mandatory Training and Appraisal rate generate concerning special 
cause variation. 

Activity 

• Nine Exception pages generated, all of which were also exceptions in the previous 
month 
 

NB: Data correct at the time of reporting  
 

Trust strategic 
aims:  
 
(please indicate 
which of the 4 
aims is relevant to 
the subject of the 
report) 

Aim 1 
Best care 

 
Objectives 1-4 

Aim 2 
Great team 

 
Objectives 5-8 

Aim 3 
Best value 

 
Objective 9 

Aim 4 
Great place 

 
Objective 10-12 

✓ ✓ ✓ ✓ 
 

Links to well-led 
key lines of 
enquiry: 
 

☒Is there the leadership capacity and capability to deliver high quality, 

sustainable care? 

☐Is there a clear vision and credible strategy to deliver high quality, 

sustainable care to people, and robust plans to deliver? 

☐Is there a culture of high quality, sustainable care? 

☒Are there clear responsibilities, roles and systems of accountability to 

support good governance and management? 

☒Are there clear and effective processes for managing risks, issues and 

performance? 

☒Is appropriate and accurate information being effectively processed, 

challenged and acted on? 

☐Are the people who use services, the public, staff and external partners 

engaged and involved to support high quality sustainable services? 

☒Are there robust systems and processes for learning, continuous 

improvement and innovation? 

☒How well is the trust using its resources? 

Previously 
considered by: 

 

Committee/Group Date 

Trust Management Committee 29/11/23 

Finance and Performance Committee 30/11/23 
 

Action required: 
 

The Board is asked to receive this report for information, assurance and 
discussion 
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November 2023 – October 2023 data

Mark Landau, Director of Business Intelligence

Paul Bannister, Chief Information Officer

Integrated Performance 

Report

1
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Integrated Performance Report

• Trust Management Committee

• Finance & Performance 

Committee

• Trust Board

– 29th November 2023

– 30th November 2023

– 7th December 2023

2
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A note on SPC charts

Variation Assurance

Common 

cause –

no 

significant 

change

Special 

cause of 

concerning 

nature or 

higher 

pressure due 

to (H)igher or 

(L)ower 

values 

Special cause 

of improving 

nature or 

lower 

pressure due 

to (H)igher or 

(L)ower 

values 

Variation 

indicates 

inconsistently 

passing and 

falling short 

of the target

Variation 

indicates 

consistently 

(P)assing  

the target

Variation 

indicates 

consistently 

(F)alling 

short of the 

target

3
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High Level Key - Variation

Are we improving 
declining or 
staying the same

Orange = significant 
concern or high pressure

Blue = significant 
improvement or low 
pressure

Grey – no 
significant change

4
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High Level Key - Assurance Can we reliably 
hit the target

Orange = system change 
required to hit target

Blue = will reliably hit the 
target

Hit and miss the 
target

5
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Summary Icon Descriptions
Perform Assure Description

Special cause of a concerning nature where the measure is significantly HIGHER. This occurs 

where there is higher pressure in the system or deteriorating performance. 

This system is not capable. It will FAIL the target without system change.

Special cause of a concerning nature where the measure is significantly HIGHER. This occurs 

where there is higher pressure in the system or worse performance. 

However despite deterioration the system is capable and will consistently PASS the target.

Special cause of a concerning nature where the measure is significantly  HIGHER. This occurs 

where there is higher pressure in the system or worse performance. This system will not 

consistently hit or miss the target.  (This occurs when target lies between process limits).

Special cause of a concerning nature where the measure is significantly LOWER. This occurs 

where there is deteriorating performance. 

This system is not capable. It will FAIL the target without system change.

Special cause of a concerning nature where the measure is significantly LOWER.  This occurs 

where there is deteriorating performance. 

However the system is capable and will consistently PASS the target.

Special cause of a concerning nature where the measure is significantly LOWER. 

This system will not consistently hit or miss the target.  (This occurs when target lies between 

process limits).

Common cause variation, no significant change.

This system is not reliably capable. It will FAIL to consistently meet target without system 

change.

Common cause variation, no significant change. 

The system is capable and will consistently PASS the target.

Common cause variation, no significant change. 

This system will not consistently hit or miss the target.  (This occurs when target lies between 

process limits).

6
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SPC rules – Special Cause Variation

2 out of 3 points close to the control limit

A run of points all one side of the mean

Variation indicating consistently failing the 
target – target line above upper control 
limit

A breach of the upper/lower control limit A run of ascending/descending data points

Variation indicating consistently passing the 
target – target line below lower control 
limit
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8

KPI
Latest 

month
Measure Target

V
ar

ia
ti

o
n

A
ss

u
ra

n
ce Local or 

National 

Metric

Committee Owner

SHMI (Rolling 12 months) May 23 100 100 National Quality CMO

HSMR - Total (Rolling 12 months) Jul 23 100 100 National Quality CMO

Clostridioides Difficile - Hospital associated (Cat 1) Oct 23 2 - Local Quality CN

Clostridioides Difficile - Healthcare associated (Cat 2) Oct 23 1 - Local Quality CN

Clostridioides Difficile - Hospital and Healthcare associated Total Oct 23 3 3 Local Quality CMO

Hand Hygiene Compliance Sep 23 96% 95% Local Quality CN

30 Day Emergency Readmissions - Elective * Oct 23 3% 4% Local Quality CMO

30 Day Emergency Readmissions - Emerg * Oct 23 12% 13% Local Quality CMO

Caesarean Section rate - Robson Category 1 Oct 23 16% - Local Quality CMO

Caesarean Section rate - Robson Category 2 Oct 23 48% - Local Quality CMO

Caesarean Section rate - Robson Category 5 Oct 23 88% - Local Quality CMO

Safe Care and Improving Outcomes - Quality
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Special Cause Variation –Assurance – SHMI (Rolling 12 months)

Background What the Data tells us Issues Actions Mitigations

SHMI – (Rolling 12 Months)

Exception triggered due to the 

target being above the upper 

control limit

Exception triggered due to 2 of 

3 most recent data points being 

close to the upper control limit

SHMI rate is within ‘as 

expected’ range according 

to Dr Foster.  

9
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Special Cause Variation – Performance – Caesarean Section Rate – Robson Category 5

Background What the Data tells us Issues Actions Mitigations

Caesarean Section Rate –

Robson Category 5

(Multip with one or more 

previous uterine scar, singleton 

cephalic pregnancy at term, 

delivered by CS)

Exception triggered due to a 

run of 7+ data points above the 

mean (a shift)

Increase in Robson 5 is due to 

the proportion of women 

choosing to have a planned 

caesarean following previous 

caesarean birth. 

We have a low threshold for 

caesarean birth when a woman 

is attempting a vaginal birth 

after caesarean birth, the 

neonatal outcomes for women 

in this cohort were good.

Birth after caesarean classes 

will commence in the New 

Year.

All women who have had a 

previous caesarean birth are 

referred to Birth Options clinic 

so that they can make an 

informed choice re planned 

caesarean vs vaginal birth after 

caesarean

10
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KPI
Latest 

month
Measure Target

V
ar

ia
ti

o
n

A
ss

u
ra

n
ce Local or 

National 

Metric

Committee Owner

% nursing hours (shift fill rate) Oct 23 106% 95% Local Quality CN

% nursing hours (shift fill rate) - Registered Oct 23 94% 100% Local Quality CN

% nursing hours (shift fill rate) - Unregistered Oct 23 124% 100% Local Quality CN

Serious incidents - number* Oct 23 3 - Local Quality CMO

Serious incidents - % that are harmful* Oct 23 33% 0% Local Quality CMO

% of patients safety incidents which are harmful* Oct 23 16% 0% Local Quality CMO

Never events Oct 23 1 - Local Quality CMO

Category 4 pressure  ulcers - New (Hospital  acquired) Oct 23 0 - Local Quality CN

Category 3 pressure  ulcers - New (Hospital  acquired) Oct 23 3 - Local Quality CN

Falls with Harm Oct 23 18 - Local Quality CMO

VTE risk assessment* Oct 23 98% 95% Local Quality CMO

Patients admitted to stroke unit within 4 hours of hospital arrival Oct 23 54% 90% Local Quality CMO

Stroke patients spending 90% of their time on stroke unit Oct 23 97% 80% Local Quality CMO

% Stroke Patients Thrombolysed within an hour Oct 23 89% 50% Local Quality CMO

Safe Care and Improving Outcomes - Safety
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Special Cause Variation – Assurance – % Nursing Hours (shift fill rate) - Registered

Background What the Data tells us Issues Actions Mitigations

% Nursing Hours (shift fill 

rate) - Registered

Exception triggered due to 

the target being above the 

upper control limit

The Registered fill rate has 
slightly improved but remains 
below 95% target.  The cause 
is multifactorial, 1. number of 
escalation beds open (500). 2. 
staff redeployment to cover 
surge and unavailability, total 
sickness for inpatient areas 
was 8% against 3.5% target  
(6% RNs and 10% HCSWs). 3. 
Temporary staffing 14% 
unfilled shifts 4. Vacancy in 
Paediatrics and maternity 
Overseas nurses are reported 
as unregistered until they have 
received their NMC PIN.

Continue to monitor fill rates 
and unavailability 

Monitor number of surge beds 
open including use of 
temporary staffing. 
Use of Temporary staffing

Risk Register # 37 (score 
reduced from 20 to 12)

Daily meetings at 8.30 and 14.30 
to review safe staffing.

Daily Redeployment of staff to 
support safe staffing 

Daily reports circulated to indicate 
Trust and Divisional staffing RAG 
status.

Sign off night staffing by Chief 
Nurse /Deputy  

Senior clinical support out of hours 
including nights

12
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Special Cause Variation – Performance/Assurance – % Nursing Hours (shift fill rate) -

Unregistered

Background What the Data tells us Issues Actions Mitigations

% Nursing Hours (shift fill 

rate) - Unregistered

Exception triggered due to a 

breach of the upper control 

limit

Exception triggered due to 

7+ data points above the 

mean (a shift)

Exception triggered due to 

the target falling below the 

lower control limit

Increased unregistered 
demand and fill due to 
additional shifts related to 
number of escalation beds 
open enhanced care workers 
usage 

Overseas nurses are 
reported as unregistered 
until they have received 
their NMC PIN

Continue to report monthly 
on use of ECSW and surge 
demand.

Monitor HCSW vacancies 
and Turnover

Care Support Worker 
Development programme 
has commenced.

Risk Register # 37 (score 
reduced from 20 to 12)

Daily meetings at 8.30 and 14.30 to 
review safe staffing.

Daily Redeployment of staff to 
support safe staffing 

Daily reports circulated to indicate 
Trust and Divisional staffing RAG 
status.

Sign off night staffing by Chief Nurse

Senior clinical support out of hours 
including nights 13
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Special Cause Variation – Performance – Serious Incidents - Number

Background What the Data tells us Issues Actions Mitigations

Serious Incidents -

Number

Exception triggered due to 

a run of 7+ data points 

below the mean (a shift)

3 serious incidents (SIs) were 

declared in October 2023, which is 

lower than the average number 

reported since May 2023. The trend 

continues to show a stable number 

of SIs.

The divisions will continue 

monitoring incident 

reporting and implementing 

measures to support 

sharing lessons learned and 

embedding learnings via 

different forums, including 

‘message of the week,’ 

governance meetings, and 

the Patient Safety Incident 

Review meeting formerly 

known as the Serious 

Incident Panel meetings.

The new Executive Review 

Group meeting will, among 

other things, monitor the work 

of the divisions through the  

Incident review, investigation, 

and Mapping forums to 

ensure that learnings from 

actions are developed and 

evidenced before the 

incidents are closed.

14

3 serious incidents (SIs)  were declared in October 2023. These were 

reported by Surgery, Clinical Supports, and Medicine Divisions, with 

one each.  These include 1 Never Event

Never Event – relates to a retained foreign object (retained syringe 

needle) following a procedure. 

In terms of harm, 1 was rated as ‘severe”, 1 was rated as moderate 

and 1 was rated as low harm. 

The number of SIs continues to show a special cause of improving 

nature. In the past ten months, i.e. from January 2023 to October 2023 

inclusive. There has been an average of 3.8 SIs per month within the 

range of 2 to 5  and a median of 4 SIs.
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Special Cause Variation – Assurance – % of patient safety incidents which are harmful

Background
What the Data 

tells us
Issues Actions Mitigations

% of patient safety 

incidents which are 

harmful

Exception triggered due to 

the target being below the 

lower control limit

In October 2023, the incident-type reporting 

categories were varied in relation to Sis with no 

discernible theme. The categories relate to 

‘Diagnostic incident including delay and failure to 

act, Medical devices /disposables incident, and a 

“PSIRF incident categorized as an Early Adopter 

incident” type.

Incident types include Pressure Ulcer (99), Maternity 

(Midwifery) care (84), Patients Falls (26), 

Neonatal/Perinatal Care (26), 

The number of incidents reported with no harm in 

October 2023 is 84.23% (1507) which is relatively 

higher than in 84%, (1463) in September 2023.

Divisions will continue to share,

and facilitate timely learning and

ensure lessons learned are

embedded.

Continue improvement, and

organisational shared learning

around identified themes and

trends to minimise or prevent a

recurrence.

Patient safety incident discussions

continue, especially as the Trust

has commenced the transition to

the new Patient Safety Incident

Response Framework (PSIRF),

which embraces proactive use of

data, collaborative working,

improved engagement, and

emphasizes lessons learned trust-

wide.

15

The Trust recorded 1,789 patient safety incidents in October 2023 

compared with 1,732 in September 2023: a 3.3% increase.

15.7% (281) of the incidents resulted in patient harm; This is relatively 

higher than the 13.7% reported in September 2023.

In context, the types of incidents reported across the divisions in September 

2023 are varied. Pressure Ulcers and Maternity Care, fall outside of the 

range as outliers, reporting 99 and 84 respectively.  Neonatal and Perinatal 

as well as Accidents and Falls accounted for 26 incidents each.

2.17% (39) of the incidents reported in October 2023 were recorded as 

causing a “moderate or higher” level of harm to patients. Of these, 23 are 

under open investigation and 11 have been closed.
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Special Cause Variation – Assurance – Category 3 Pressure Ulcers – New (Hospital Acquired)

Background
What the Data 

tells us
Issues Actions Mitigations

Category 3 

Pressure Ulcers –

New (Hospital 

Acquired)

Exception triggered 

due to a run of data 

points above the 

mean (a shift)

Likely to be a multifactorial issue in the Trust

Specific week in October where pressure ulcers 

developed (week commencing 16th October 

2023)

5/6 were acquired in hospital.  x1 had a 

Category 2 on admission which progressed to a 

category 3.

7 HAPU across 6 wards (2 incidents on Winter 

ward)

Only 1 patient had been Boarded

There is a known wider issue with delays in 

assessments and care planning

TVNs analysed the data.  

Patients on the correct 

surface from time of 

admission.

PSIRF review ongoing. 

Tissue Viability team carry out 

daily pressure ulcer prevention 

sessions, teaching and safety 

huddles awareness sessions 

around pressure ulcer 

prevention focusing on clinical 

areas of concern

Exploring content of band 7 

leadership training to improve 

patient safety leadership role

16
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Special Cause Variation – Performance/Assurance – VTE Risk 

Assessment

Background What the Data tells us Issues Actions Mitigations

VTE Risk Assessment

Exception triggered due to a 

run of 7+ data points above 

the mean (a shift)

Exception triggered due to 

the target being below the 

lower control limit

Badgernet data now 

incorporated for maternity

17
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Special Cause Variation – Performance/Assurance – Patients admitted to 

stroke unit within 4 hours of hospital arrival

Background
What the Data tells 

us
Issues Actions Mitigations

Patients admitted to stroke 

unit within 4 hours of 

hospital arrival

Exception triggered 

due to target being 

outside the upper 

control limit

Exception triggered 

due to a run of 7+ 

data points above the 

mean (a shift)

The 4 hour to SU % has been 

consistently good since Feb 22. and 

reflects how the ward was pre covid.

October performance was 52.8%  

which is higher  in comparison to our 

peers. 

The April to June quarter for WHTH 

achieved 67% against this standard  

this was above the EoE South Region  

average  for April -June was 46.4%.

A review of  the noncompliant patients is 

undertaken to understand if there are 

themes which need to be addressed. 

Maintaining ring  fenced beds on the  

HASU  and  a ring-fenced side room for 

patients requiring thrombolysis

Patients continue to 

receive Stroke 

Consultant input 

and specific 

recommendations 

for their care. 
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Special Cause Variation – Performance– Stroke patients spending 90% of 

their time on stroke unit

Background
What the Data tells 

us
Issues Actions Mitigations

Stroke patients spending 

90% of their time on stroke 

unit

Exception triggered 

due to a run of 7+ 

data points above the 

mean (a shift)

The current data shows that In 

October 95.7% of patients had 90% of 

their hospital stay on the Stroke unit.

The team ensures patients  who require 

stroke input are looked after on the 

stroke unit. 
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20

KPI
Latest 

month
Measure Target

V
ar

ia
ti

o
n

A
ss

u
ra

n
ce Local or 

National 

Metric

Committee Owner

Percentage of Ambulance Handovers within 15 minutes Oct 23 14.6% 95.0% National F&P COO

Ambulance turnaround times >30 mins and <60 mins Oct 23 613 - National F&P COO

Ambulance turnaround times >60 mins Oct 23 47 - National F&P COO

A&E Initial Assessment < 15 mins Oct 23 78.9% 95.0% National F&P COO

Mean time in department (non-admitted) Oct 23 294 - National F&P COO

Mean time in department (admitted) Oct 23 447 - National F&P COO

12 hour end to end waits for all attendances Oct 23 862 - Local F&P COO

A&E 12hr trolley waits Oct 23 12 0 Local F&P COO

A&E 4 Hour Wait - Type 1, 2 & 3 Oct 23 71.8% 95.0% National F&P COO

A&E 4hr waits – Type 1 Oct 23 45.5% - National F&P COO

% Patients admitted through A&E - 0 day LOS Oct 23 29.5% - Local F&P COO

Proportion of 12 hour waits in ED Oct 23 5.5% 2.0% National F&P COO

Caring & Responsive Services - A&E Metrics
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Special Cause Variation – Performance/Assurance – Percentage of ambulance handovers 

within 15 minutes

Background
What the 

Data tells us
Issues Actions Mitigations

Percentage of 

ambulance handovers 

within 15 minutes

Exception 

triggered due to 

target being 

outside the upper 

control limit

Exception 

triggered due to 

7+ data points 

below the mean 

(a shift)

Ambulance demand is up 7.9% on 

the previous year and down 9.1% 

on 20/21

Daily staffing levels for nursing with 

the Emergency Medicine Division

Daily medical staffing within ED 

Assessment areas bedded and 

used as exceptional surge capacity

• The  implementation of 45 minute ’rapid release’ supported by corridor care 

and application of the boarding policy (16 April 2023) has continued through 

September to decompress ED

• HALO on site 12- 12

• Fit to sit area in use to support offload

• Joint working with EEAST and WGH UTC to facilitate offload

• Senior nurse in STARR

• Shift lead in charge of ED (as well as nurse in charge of majors)

• ED escalation policy in place

• Improved pathways and staffing in TAM

• Increased chair capacity in EAU

• Assurance on performance and plans/actions at bed meetings

• Corridor nursing in place including a joint Trust and EEAST corridor SOP

• SOP to be agreed with AP and EEAST for call before convey  programme

• Ambulance  handover project board meetings continue with EEAST and ICS in 

attendance. 

Ambulance handover high level actions agreed (being revised alongside trajectory 

for lost hours by Mar 24)

High level actions included in Trust improvement plan

ED improvement plan developed detailing actions for 

ED, this is being worked into a Trust flow plan

All patients assessed by senior decision maker on 

arrival and treatment commenced if delayed. Close 

partnership working with EEAST 

Intelligent conveyancing implemented and in agreement 

with EEAST and ICB as necessary. 

Rapid release in place to support patients in the 

community 

Workforce Business Plans being submitted to TMC July 

23 to support:

Nursing workforce

Medical workforce

Performance Co-Ordinator shifts 

Active recruitment to vacancies

Assurance through bed meetings for time to initial 

assessment and time to offload
21

*Latest available benchmarking 
data – EEAST – October 2023

Hospital % within 15 minutes

Bedford Hospital South Wing 72.17%

Addenbrookes Hospital 57.78%

Hinchingbrooke Hospital 45.39%

Broomfield Hospital 34.60%

Southend University Hospital 34.04%

Basildon & Thurrock Hospital 31.79%

West Suffolk Hospital 26.97%

James Paget Hospital 21.40%

Ipswich Hospital 21.00%

Luton & Dunstable Hospital 20.17%

Queen Elizabeth Hospital 19.87%

Watford General Hospital 14.62%

Colchester General Hospital 13.94%

Princess Alexandra Hospital 12.43%

Norfolk & Norwich University Hospital 10.42%

Lister Hospital 9.72%

Peterborough City Hospital 7.79%

Region 26.30%
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Special Cause Variation – Performance/Assurance – Ambulance Turnaround 

Time between 30 and 60 minutes

22

*Latest available 
benchmarking data –
EEAST – October 2023

Background

What the 

Data tells 

us

Issues Actions Mitigations

Number of 

ambulance 

handovers between 

30-60 minutes

Exception 

triggered due to 

a breach of the 

upper control 

limit

Exception 

triggered due to 

a run of data 

points above 

the mean (a 

shift)

Ambulance demand is up 7.9% on the 

previous year and down 9.1% on 20/21 

and continued to be high through the 

month of September

Daily staffing levels for nursing with the 

Emergency Medicine Division

Daily medical staffing within ED 

Assessment areas used as exceptional 

surge capacity

The closure of Castle Ward (used as 

surge capacity) did impact slightly on 

capacity and movement out of the 

Emergency Department impacting by a 

slight increase in handover delays 

• The  implementation of 45 minute ’rapid release’ supported by corridor 

care and application of the boarding policy (16 April 2023) has 

continued through September to decompress ED

• HALO on site 12- 12

• Fit to sit area in use to support offload

• Joint working with EEAST and WGH UTC to facilitate offload

• Senior nurse in STARR

• Shift lead in charge of ED (as well as nurse in charge of majors)

• ED escalation policy in place

• Improved pathways and staffing in TAM

• Increased chair capacity in EAU

• Assurance on performance and plans/actions at bed meetings

• Corridor nursing in place including a joint Trust and EEAST corridor 

SOP

• SOP to be agreed with AP and EEAST for call before convey  

programme

• Ambulance  handover project board meetings continue with EEAST 

and ICS in attendance. 

Ambulance handover high level actions agreed (being revised alongside 

trajectory for lost hours by Mar 24)

High level actions included in Trust improvement plan

ED improvement plan developed detailing actions for ED, this is being 

worked into a Trust flow plan

All patients assessed by senior decision maker on arrival and 

treatment commenced if delayed. Close partnership working with 

EEAST 

Intelligent conveyancing implemented and in agreement with EEAST 

and ICB as necessary. 

Rapid release in place to support patients in the community 

Workforce Business Plans being submitted to TMC July 23 to support:

Nursing workforce

Medical workforce

Performance Co-Ordinator shifts 

Active recruitment to vacancies

Assurance through bed meetings for time to initial assessment and 

time to offload

Hospital Number over 30 Minutes % over 30 minutes

Bedford Hospital South Wing 105 6.15%

Addenbrookes Hospital 208 7.97%

Hinchingbrooke Hospital 240 19.08%

Basildon & Thurrock Hospital 456 21.97%

West Suffolk Hospital 411 23.69%

Broomfield Hospital 593 25.23%

Watford General Hospital 656 26.13%

Colchester General Hospital 689 26.25%

Southend University Hospital 682 28.21%

Luton & Dunstable Hospital 782 34.59%

Ipswich Hospital 890 40.11%

James Paget Hospital 869 50.67%

Lister Hospital 1,101 52.98%

Peterborough City Hospital 843 53.42%

Queen Elizabeth Hospital 1,002 59.08%

Princess Alexandra Hospital 1,036 65.36%

Norfolk & Norwich University Hospital 2,104 78.01%

Region 12,667 36.07%
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Special Cause Variation – Performance – Time to initial assessment -

Percentage within 15 minutes

Background
What the Data 

tells us
Issues Actions Mitigations

Time to Initial 

Assessment –

Percentage 

within 15 

minutes

Exception 

triggered due to 

7+ data points 

below the mean 

(a shift)

Exception 

triggered due to 

the target being 

above the upper 

control limit

• Capacity pressures due to 

poor flow throughout ED 

resulted in late 

assessments.

• Nursing staffing workforce 

challenges with workforce at 

times being RAG rated 

RED.

• Assessment area bedded 

further compounded by 

Castle Ward closure

• Mental Health attendances, 

resulting in long stays in ED 

impacting on available 

assessment space.

• Doctor and nurse staffing 

levels at Watford UTC

• WGH UTC flow constraints 

impact on ED as well as 

handovers at close.

• Implementation of 45 minute rapid release supported by 

corridor care and application of the boarding policy (16 

April 2023)

• Walk-in stream separated from ambulance stream to 

provide clearer visibility across the department and 

decompress bottleneck areas. Fit to sit implemented.

• Additional assessment trolleys created in majors 2.Increase 

use of TAM supported by senior decision makers to 

support  flow and non admitted performance 

• Senior oversight of CT & Diagnostic requests to reduce 

LOS in dept to improve flow and implementation of 

boarding policy

• EAU chairs implemented

• 10 x assessment spaces released from surge

• Increase usage of SDEC pathways including patients 

actively pulled into ACU.

• Emergency medicine performance meetings focus on 

improvement plan

• High Impact Changes work focussing on rapid clinical 

assessment, and UTC

• Focus on weekend discharges, discharge time of day and 

usage of discharge lounge to enable earlier flow. 

• High Impact Changes enabling increasing Senior Decision Makers in 

ED.

• Data shows continued increase of initial assessment. 

• On-going staffing and capacity reviews during shifts and decision taken 

to open additional areas when safe staffing levels allow

• Senior decision maker in “STARR” and TAM to focus on non-admitted 

patients

• Patients are treated according to clinical prioritisation although 

sometimes this may result in  less urgent patients experiencing longer 

waits when the department is under pressure. 

• Additional staff rostered to cover corridor care at times of high 

attendance and high DTAs

• Additional Trust actions following escalation procedure enacted at 

times of extreme capacity pressures

• Joint corridor SOP and increased use of corridor due to Castle Ward 

closure

• Senior review/oversight of decisions to admit.

• Harm reviews carried out for patients who wait for 12 hrs, so far this 

has shown no harm caused

• Validation SOP in place

• Hourly rounding being undertaken on all patients ensuring comfort.

• If prolonged trolley wait – patients transferred to bed for comfort.
23
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Special Cause Variation – Performance – Mean time (minutes) in department (non-admitted)

24

Backgroun

d

What the 

Data tells us
Issues Actions Mitigations

Mean time in 

department 

(Non-admitted

Exception 

triggered due to 

7+ data points 

above the mean 

(a shift)

• Capacity pressures due to 

poor flow throughout ED 

resulted in late 

assessments.

• Nursing staffing workforce 

challenges with workforce at 

times being RAG rated 

RED.

• Assessment area bedded

• Increased number of Mental 

Health attendances, 

resulting in long stays in ED 

impacting on available 

assessment space.

• Doctor and nurse staffing 

levels at Watford UTC

• WGH UTC flow constraints 

impact on ED as well as 

handovers at close.

• Increased LOS due to 

Castle Ward closure

• Implementation of 45 minute rapid release supported 

by corridor care and application of the boarding policy 

(16 April 2023)

• Walk-in stream separated from ambulance stream to 

provide clearer visibility across the department and 

decompress bottleneck areas. Fit to sit implemented.

• Additional assessment trolleys created in majors 

2.Increase use of TAM supported by senior decision 

makers to support  flow 

• Senior oversight of CT and diagnostic tests to reduce 

unnecessary time in department 

• EAU chairs implemented

• 10 x assessment spaces released from surge

• Increase usage of SDEC pathways including patients 

actively pulled into ACU.

• Phone a friend in place

• Emergency medicine performance meetings focus on 

improvement plan

• High Impact Changes work focussing on rapid clinical 

assessment, and UTC

• Focus on weekend discharges, discharge time of day 

and usage of discharge lounge to enable earlier flow. 

• High Impact Changes enabling increasing Senior Decision Makers in ED.

• Data shows increase of initial assessment due to lack of flow  

• On-going staffing and capacity reviews during shifts and decision taken 

to open additional areas when safe staffing levels allow

• Senior decision maker in “STARR” and TAM to focus on walk in patients 

and increase utilisation of CDU

• Patients are treated according to clinical prioritisation although 

sometimes this may result in  less urgent patients experiencing longer 

waits when the department is under pressure. 

• Additional staff rostered to cover corridor care at times of high 

attendance with increased focus on flow

• Additional Trust actions following escalation procedure enacted at times 

of extreme capacity pressures

• Joint corridor SOP due to increased usage of corridor

• Senior review/oversight of decisions to admit.

• Harm reviews carried out for patients who wait for 12 hrs, so far this has 

shown no harm caused

• Validation SOP in place

• Hourly rounding being undertaken on all patients ensuring comfort.

• If prolonged trolley wait – patients transferred to bed for comfort.
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Special Cause Variation – Performance – A&E 12 hour waits (arrival to departure)

25

Background

What the 

Data tells 

us

Issues Actions Mitigations

12 Hour end 

to end waits 

for all 

attendances

Exception 

triggered 

due to a 

breach of 

the upper 

control limit

• Capacity pressures due to poor flow 

throughout ED resulted in late 

assessments.

• Nursing staffing workforce challenges 

with workforce at times being RAG rated 

RED.

• Assessment area bedded

• Increased number of Mental Health 

attendances, resulting in long stays in 

ED impacting on available assessment 

space.

• Doctor and nurse staffing levels at 

Watford UTC

• WGH UTC flow constraints impact on 

ED as well as handovers at close.

• Industrial action impacting on LOS in 

department 

• IPS response times slightly higher in the 

month of September

• Implementation of 45 minute rapid release supported by 

corridor care and application of the boarding policy (16 April 

2023)

• Walk-in stream separated from ambulance stream to provide 

clearer visibility across the department and decompress 

bottleneck areas. Fit to sit implemented.

• Additional assessment trolleys created in majors 2.

• Increase use of TAM supported by senior decision makers to 

support  flow

• Senior oversight of CT & Diagnostic requests in TAM  

• EAU chairs implemented

• 10 x assessment spaces released from surge

• Increase usage of SDEC pathways including patients actively 

pulled into ACU.

• Increased focus on use of CDU through board rounds

• Phone a friend in place

• Emergency medicine performance meetings focus on 

improvement plan

• High Impact Changes work focussing on rapid clinical 

assessment, and UTC

• Focus on weekend discharges, discharge time of day and 

usage of discharge lounge to enable earlier flow. 

• High Impact Changes enabling increasing Senior Decision Makers in ED.

• Data shows increase of initial assessment. 

• On-going staffing and capacity reviews during shifts and decision taken to 

open additional areas when safe staffing levels allow

• Senior decision maker in “STARR” and TAM to focus on walk in patients

• Patients are treated according to clinical prioritisation although sometimes 

this may result in  less urgent patients experiencing longer waits when the 

department is under pressure. 

• Use of CDU promoted through TAM and EPIC role.

• Additional staff rostered to cover corridor care at times of high attendance 

and high DTAs

• Additional Trust actions following escalation procedure enacted at times of 

extreme capacity pressures

• Joint corridor SOP

• Senior review/oversight of decisions to admit.

• Harm reviews carried out for patients who wait for 12 hrs, so far this has 

shown no harm caused

• Validation SOP in place

• Hourly rounding being undertaken on all patients ensuring comfort.

• If prolonged trolley wait – patients transferred to bed for comfort.
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Special Cause Variation – Performance – A&E 12 hour trolley waits 

26

Background
What the Data 

tells us
Issues Actions Mitigations

12 Hour trolley Waits

Exception 

triggered due to 

a breach of the 

upper control 

limit
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Special Cause Variation – Assurance – ED 4 hour waits – Type 1,2 and 3

27

Background

What the 

Data tells 

us

Issues Actions Mitigations

A&E 4 Hour 

Wait – Type 

1, 2 & 3

Exception 

triggered 

due to the 

target being 

above the 

upper 

control limit

• Capacity pressures due to poor flow 

throughout ED resulted in late 

assessments.

• Nursing staffing workforce challenges 

with workforce at times being RAG rated 

RED.

• Assessment area bedded

• Increased number of Mental Health 

attendances, resulting in long stays in 

ED impacting on available assessment 

space.

• Doctor and nurse staffing levels at 

Watford UTC

• WGH UTC flow constraints impact on 

ED as well as handovers at close.

• Industrial action impacting on LOS in 

department 

• IPS response times slightly higher in the 

month of September

• Implementation of 45 minute rapid release supported by 

corridor care and application of the boarding policy (16 April 

2023)

• Walk-in stream separated from ambulance stream to provide 

clearer visibility across the department and decompress 

bottleneck areas. Fit to sit implemented.

• Additional assessment trolleys created in majors 2.Increase 

use of TAM supported by senior decision makers to support  

flow.  Senior oversight of CT & diagnostic requests to reduce 

LOS in Department and improve flow

• EAU chairs implemented

• 10 x assessment spaces released from surge

• Increase usage of SDEC pathways including patients actively 

pulled into ACU.

• Phone a friend in place

• Emergency medicine performance meetings focus on 

improvement plan

• High Impact Changes work focussing on rapid clinical 

assessment, and UTC

• Focus on weekend discharges, discharge time of day and 

usage of discharge lounge to enable earlier flow. 

• High Impact Changes enabling increasing Senior Decision Makers in ED.

• Data shows increase of initial assessment. 

• On-going staffing and capacity reviews during shifts and decision taken to 

open additional areas when safe staffing levels allow

• Senior decision maker in “STARR” and TAM to focus on walk in patients

• Patients are treated according to clinical prioritisation although sometimes 

this may result in  less urgent patients experiencing longer waits when the 

department is under pressure. 

• Additional staff rostered to cover corridor care at times of high attendance 

and high DTAs

• Additional Trust actions following escalation procedure enacted at times of 

extreme capacity pressures

• Joint corridor SOP

• Senior review/oversight of decisions to admit.

• Harm reviews carried out for patients who wait for 12 hrs, so far this has 

shown no harm caused

• Validation SOP in place

• Hourly rounding being undertaken on all patients ensuring comfort.

• If prolonged trolley wait – patients transferred to bed for comfort.

Trust Attendances Within 4 hours Performance
Region 

Rank

Norfolk And Norwich University Hospitals NHS Foundation Trust 19,045 14,528 76.3% 1

Milton Keynes University Hospital NHS Foundation Trust 13,875 10,510 75.7% 2

Bedfordshire Hospitals NHS Foundation Trust 23,768 17,468 73.5% 3

West Hertfordshire Teaching Hospitals NHS Trust 15,771 11,318 71.8% 4

East Suffolk And North Essex NHS Foundation Trust 26,300 18,824 71.6% 5

James Paget University Hospitals NHS Foundation Trust 7,878 5,336 67.7% 6

Mid And South Essex NHS Foundation Trust 33,654 22,314 66.3% 7

East And North Hertfordshire NHS Trust 15,514 9,936 64.0% 8

North West Anglia NHS Foundation Trust 17,642 11,251 63.8% 9

The Queen Elizabeth Hospital, King's Lynn, NHS Foundation 

Trust
7,316 4,612 63.0% 10

Cambridge University Hospitals NHS Foundation Trust 16,858 10,171 60.3% 11

West Suffolk NHS Foundation Trust 7,696 4,486 58.3% 12

The Princess Alexandra Hospital NHS Trust 10,959 5,375 49.0% 13

October 2023 - East of England A&E 4hr Wait Performance (Latest Published Data)
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Special Cause Variation – Performance/Assurance – A&E Type 1 Performance

28

Background

What the 

Data tells 

us

Issues Actions Mitigations

A&E 4hr 

Waits – Type 

1

Exception 

triggered 

due to 7+ 

data points 

below the 

mean (a 

shift)

• Increase in Type 1 attendances 

compared to August 2023

• Capacity pressures due to poor flow 

throughout ED resulted in late 

assessments.

• Nursing staffing workforce challenges 

with workforce at times being RAG rated 

RED.

• Assessment area bedded

• Increased number of Mental Health 

attendances, resulting in long stays in 

ED impacting on available assessment 

space.

• Doctor and nurse staffing levels at 

Watford UTC

• WGH UTC flow constraints impact on 

ED as well as handovers at close.

• Industrial action impacting on 

department 

• IPS response times slightly higher in the 

month of September

• Increased use of corridor

• Implementation of 45 minute rapid release supported by 

corridor care and application of the boarding policy (16 April 

2023)

• Walk-in stream separated from ambulance stream to provide 

clearer visibility across the department and decompress 

bottleneck areas. Fit to sit implemented.

• Additional assessment trolleys created in majors 2.Increase 

use of TAM supported by senior decision makers to support  

flow. Senior oversight on CT & diagnostic requests to support 

improved performance and flow. 

• EAU chairs implemented

• 10 x assessment spaces released from surge

• Increase usage of SDEC pathways including patients actively 

pulled into ACU.

• Phone a friend in place

• Emergency medicine performance meetings focus on 

improvement plan

• High Impact Changes work focussing on rapid clinical 

assessment, and UTC

• Focus on weekend discharges, discharge time of day and 

usage of discharge lounge to enable earlier flow. 

• High Impact Changes enabling increasing Senior Decision Makers in ED.

• Data shows increase of initial assessment. 

• On-going staffing and capacity reviews during shifts and decision taken to 

open additional areas when safe staffing levels allow

• Senior decision maker in “STARR” and TAM to focus on walk in patients

• Patients are treated according to clinical prioritisation although sometimes 

this may result in  less urgent patients experiencing longer waits when the 

department is under pressure. 

• Additional staff rostered to cover corridor care at times of high attendance 

and high DTAs

• Additional Trust actions following escalation procedure enacted at times of 

extreme capacity pressures

• Joint corridor SOP

• Senior review/oversight of decisions to admit.

• Harm reviews carried out for patients who wait for 12 hrs, so far this has 

shown no harm caused

• Validation SOP in place

• Hourly rounding being undertaken on all patients ensuring comfort.

• If prolonged trolley wait – patients transferred to bed for comfort.

• Flexing of staff across Emergency Floor to support peaks in attendances

Trust Attendances Within 4 hours Performance
Region 

Rank

Mid And South Essex NHS Foundation Trust 31,944 20,656 64.7% 1

Milton Keynes University Hospital NHS Foundation Trust 8,735 5,509 63.1% 2

James Paget University Hospitals NHS Foundation Trust 6,663 4,121 61.8% 3

Bedfordshire Hospitals NHS Foundation Trust 16,163 9,863 61.0% 4

Norfolk And Norwich University Hospitals NHS Foundation Trust 11,076 6,562 59.2% 5

The Queen Elizabeth Hospital, King's Lynn, NHS Foundation 

Trust
6,331 3,627 57.3% 6

West Suffolk NHS Foundation Trust 7,037 3,827 54.4% 7

North West Anglia NHS Foundation Trust 12,693 6,793 53.5% 8

East Suffolk And North Essex NHS Foundation Trust 14,870 7,577 51.0% 9

West Hertfordshire Teaching Hospitals NHS Trust 7,692 3,490 45.4% 10

East And North Hertfordshire NHS Trust 9,708 4,136 42.6% 11

Cambridge University Hospitals NHS Foundation Trust 10,887 4,407 40.5% 12

The Princess Alexandra Hospital NHS Trust 8,461 3,248 38.4% 13

October 2023 - East of England A&E Type 1 4hr Wait Performance (Latest Published Data)
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29

KPI
Latest 

month
Measure Target

V
ar

ia
ti

o
n

A
ss

u
ra

n
ce Local or 

National 

Metric

Committee Owner

Referral to Treatment - Incomplete Oct 23 50% 92% National F&P COO

Referral to Treatment - 52 week waits - Incomplete Oct 23 3083 0 Local F&P COO

Referral to Treatment - 65 week waits - Incomplete Oct 23 621 0 Local F&P COO

Referral to Treatment - 78 week waits - Incomplete Oct 23 13 0 National F&P COO

Diagnostic (DM01) <6 weeks Oct 23 78% 99% National F&P COO

Cancer - Two week wait Oct 23 74% 93% National F&P COO

Cancer - Breast Symptomatic two week wait Oct 23 82% 93% National F&P COO

Cancer - 28 day waits (faster diagnosis standard) Oct 23 66% 75% National F&P COO

Cancer - 31 Day First Oct 23 95% 96% National F&P COO

Cancer - 31 day subsequent drug Oct 23 100% 98% National F&P COO

Cancer - 31 day subsequent surgery Oct 23 95% 94% National F&P COO

Cancer - 62 day Oct 23 73% 95% National F&P COO

Cancer - 62 day screening Oct 23 82% 90% Local F&P COO

Cancer 104+ day waits Oct 23 33 - Local F&P CIO

Outpatient cancellation rate within 6 weeks Oct 23 5% 5% Local F&P CIO

Outpatient DNA rate Oct 23 7% 8% Local F&P CIO

Caring & Responsive Services - RTT, Cancer, Outpatients
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Special Cause Variation – Performance/Assurance – Referral to Treatment - Incomplete

Background What the Data tells us Issues Actions Mitigations

Referral to Treatment - Incomplete

Exception triggered due to target 

being outside the upper control limit

Exception triggered due to 7+ 

consecutive data points below the 

mean (a shift)

Exception triggered due to a breach 

of the lower control limit

Although EPR has been in place for over a 

year, errors continue to affect the RTT PTL 

in a number of ways, artificially inflating the 

PTL size, as capturing  the correct 

outcomes results in fewer clock stops and 

the number of open pathways on the PTL.  

Loss of activity as a result of industrial 

action, continues to impact activity and 

associated clock stops.  

The external validation support that was in 

place at the end of 2022/23 was 

fundamental in delivering comprehensive 

validation.  Although there has been 

agreement to invest in expanding the 

validation service in house, staff are not yet 

in post. 

Outsourcing programme remains active 

with reasonable patient uptake.

Additional sessions are being undertaken 

but there is less uptake than pre COVID.

Operational recovery group oversight of 

activity delivery

DQ steering group established to lead on 

improvement work.

Funds identified to enable a small number 

of external validators utilising monies from 

vacancies put in place.

A business case to increase validation 

resources was approved in July.  A 

recruitment plan is in development but in 

the meantime, a small amount of external 

resource has been put in place from 

September, to increase validation activity

Continuous horizon scanning for additional 

outsourcing opportunities, with specialty 

level engagement to ensure quality and 

safety as well as timely pathways

Weekly long wait review meeting in place to 

drive progress and delivery of improvement 

plan.  

Service level tracking with forward look to 

target deadlines to ensure  adequate 

operational oversight of patient cohorts.

30

*Latest available 
published RTT data –
September 2023

Trust Sep-23

The Queen Elizabeth Hospital, King's Lynn, NHS 

Foundation Trust 62.9%

West Suffolk NHS Foundation Trust 58.8%
Cambridge University Hospitals NHS Foundation 

Trust 56.4%

East Suffolk And North Essex NHS Foundation Trust 56.3%

The Princess Alexandra Hospital NHS Trust 53.2%
Bedfordshire Hospitals NHS Foundation Trust 53.2%
Norfolk And Norwich University Hospitals NHS 

Foundation Trust 51.1%

Mid And South Essex NHS Foundation Trust 50.5%
West Hertfordshire Hospitals NHS Trust 49.9%
East And North Hertfordshire NHS Trust 49.8%
North West Anglia NHS Foundation Trust 48.8%
James Paget University Hospitals NHS Foundation 

Trust 46.2%

Milton Keynes University Hospital NHS Foundation 

Trust 38.1%
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Special Cause Variation – Performance – Referral to Treatment – 52 weeks - Incomplete

Background What the Data tells us Issues Actions Mitigations

Referral to Treatment – 52 

weeks incomplete

Exception triggered due to a run of 7+ 

data points above the mean (a shift)

Exception triggered due to breach of 

upper control limit

Exception triggered due to the target 

being below the lower control limit

Although EPR has been in place for 

over a year, errors continue to affect the 

RTT PTL in a number of ways, artificially 

inflating the PTL size, as capturing  the 

correct outcomes results in fewer clock 

stops and the number of open pathways 

on the PTL.  

The external validation support that was 

in place at the end of 2022/23 was 

fundamental in delivering 

comprehensive validation.  Although 

there has been approval to invest in 

expanding the validation service in 

house, staff are not yet in post.  

Outsourcing programme remains active with 

reasonable patient uptake, although tighter controls 

are in place to support financial recovery plans.

Additional sessions are being undertaken but there is 

significantly less uptake than pre COVID.

Elective Activity Oversight Group supporting divisions 

with activity delivery against plan.

DQ steering group established to lead on 

improvement work.

Funds identified to enable a small number of external 

validators utilising monies from vacancies put in 

place.   These validators have continued to focus on 

long waits. 

A business case to increase validation resources was 

approved in July.  A recruitment plan is in 

development but in the meantime, a small amount of 

external resource has been put in place from 

September, to increase validation activity

Continuous horizon scanning for additional 

outsourcing opportunities, with specialty level 

engagement to ensure quality and safety as 

well as timely pathways

Weekly long wait review meeting in place to 

drive progress and delivery of improvement 

plan.  

Service level tracking with forward look to 

target deadlines to ensure  adequate 

operational oversight of patient cohorts.

Expansion of the Trust’s validation team 

following business case approval, with 

recruitment underway.

31

*Latest 
available 
published 
RTT data –
September 
2023

Trust Sep-23

The Queen Elizabeth Hospital, King's Lynn, NHS Foundation Trust 538

West Suffolk NHS Foundation Trust 2,093

The Princess Alexandra Hospital NHS Trust 2,557
West Hertfordshire Hospitals NHS Trust 2,982

James Paget University Hospitals NHS Foundation Trust 3,513

Cambridge University Hospitals NHS Foundation Trust 3,709

Milton Keynes University Hospital NHS Foundation Trust 3,962

East Suffolk And North Essex NHS Foundation Trust 4,541

Bedfordshire Hospitals NHS Foundation Trust 4,976

East And North Hertfordshire NHS Trust 6,092

North West Anglia NHS Foundation Trust 6,389

Norfolk And Norwich University Hospitals NHS Foundation Trust 8,305

Mid And South Essex NHS Foundation Trust 11,775
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Special Cause Variation – Performance – Referral to Treatment – 65 weeks - Incomplete

Background What the Data tells us Issues Actions Mitigations

Referral to Treatment – 65 

weeks incomplete

Exception triggered due to a run of 7+ 

data points above the mean (a shift)

Exception triggered due to breach of 

upper control limit

Although EPR has been in place for 

over a year, errors continue to affect the 

RTT PTL in a number of ways, artificially 

inflating the PTL size, as capturing  the 

correct outcomes results in fewer clock 

stops and the number of open pathways 

on the PTL.  

The external validation support that was 

in place at the end of 2022/23 was 

fundamental in delivering 

comprehensive validation.  Although 

there has been agreement to invest in 

expanding the validation service in 

house, staff are not yet in post.  

All patients who fall in to the March 24 

65 week cohort need to have had a 1st

OPA by 31/10/23.  Services are working 

on delivery of this task but DQ issues 

are creating additional challenges.

Outsourcing programme remains active with 

reasonable patient uptake, although tighter controls 

are in place to support financial recovery plans.

Additional sessions are being undertaken but there is 

significantly less uptake than pre COVID.

Elective Activity Oversight Group supporting divisions 

with activity delivery against plan.

DQ steering group established to lead on 

improvement work.

Funds identified to enable a small number of external 

validators utilising monies from vacancies put in 

place.   These validators have continued to focus on 

long waits. 

A business case to increase validation resources was 

approved in July.  A recruitment plan is in 

development but in the meantime, a small amount of 

external resource has been put in place from 

September, to increase validation activity

Continuous horizon scanning for additional 

outsourcing opportunities, with specialty level 

engagement to ensure quality and safety as 

well as timely pathways

Weekly long wait review meeting in place to 

drive progress and delivery of improvement 

plan.  

Service level tracking with forward look to 

target deadlines to ensure  adequate 

operational oversight of patient cohorts.

32

*Latest 
available 
published RTT 
data –
September 
2023

Trust Sep-23

The Queen Elizabeth Hospital, King's Lynn, NHS Foundation Trust 133
West Hertfordshire Hospitals NHS Trust 636

West Suffolk NHS Foundation Trust 674

Milton Keynes University Hospital NHS Foundation Trust 953

East Suffolk And North Essex NHS Foundation Trust 993

The Princess Alexandra Hospital NHS Trust 1,018

Cambridge University Hospitals NHS Foundation Trust 1,097

Bedfordshire Hospitals NHS Foundation Trust 1,163

James Paget University Hospitals NHS Foundation Trust 1,181

North West Anglia NHS Foundation Trust 1,890

East And North Hertfordshire NHS Trust 2,067

Mid And South Essex NHS Foundation Trust 2,983

Norfolk And Norwich University Hospitals NHS Foundation Trust 3,023
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Special Cause Variation – Performance – Referral to Treatment – 78 weeks - Incomplete

Background What the Data tells us Issues Actions Mitigations

Referral to Treatment – 78 weeks 

incomplete

Exception triggered due to a breach of 

the lower control limit

Exception triggered due to 7+ data 

points below the mean (a shift)

Exception triggered due to the target 

being below the lower control limit

Human error with incorrect pathway 

clock stops is a known factor in PTL 

management and has resulted in a 

number of long wait pathway late 

additions to the waiting list.  These 

have often exceeded the target waiting 

time at the point of appearing on the 

waiting list and little can be done to 

address the wait time, although action 

is taken to ensure timely treatment 

under these circumstances.

Some outpatient reviews result in 

patients being listed for surgery, with 

little time to organise treatment before 

the month end deadlines.  Patient 

choice continues to play in part in 

some delays.

Weekly Access and long waits review 

meetings are fundamental to delivery 

of this target.

Daily validation (by the Director of 

Performance), with support from the 

RTT validation team to ensure grip 

and control, with actions to divisions 

and thematic feedback/lessons 

learned.

Progress for each at risk pathway is 

tracked at the weekly long wait review 

meetings.  This has ensured robust 

planning is in place and that all 

opportunities were taken to offer 

treatment dates to patients within the 

desired timeframes.

Continuous horizon scanning for 

additional outsourcing opportunities, 

with specialty level engagement to 

ensure quality and safety as well as 

timely pathways.

33

*Latest 
available 
published 
RTT data –
September 
2023

Trust Sep-23

The Queen Elizabeth Hospital, King's Lynn, NHS Foundation Trust 3
West Hertfordshire Hospitals NHS Trust 8

Bedfordshire Hospitals NHS Foundation Trust 18

East Suffolk And North Essex NHS Foundation Trust 38

West Suffolk NHS Foundation Trust 67

Milton Keynes University Hospital NHS Foundation Trust 75

Cambridge University Hospitals NHS Foundation Trust 99

North West Anglia NHS Foundation Trust 116

The Princess Alexandra Hospital NHS Trust 117

James Paget University Hospitals NHS Foundation Trust 165

Mid And South Essex NHS Foundation Trust 241

Norfolk And Norwich University Hospitals NHS Foundation Trust 513

East And North Hertfordshire NHS Trust 767
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Special Cause Variation – Assurance – Diagnostic (DM01) < 6 weeks

Background What the Data tells us Issues Actions Mitigations

Diagnostic (DM01) < 6 weeks

Exception triggered due to 7 or 

more data points below the mean 

(a shift)

Exception triggered due to target 

being outside the upper control 

limit

Overall performance is impacted by 

under-performance in 4 modalities 

– DEXA, Echo, Audiology and 

Cystoscopy. 

Resolution of the cystoscopy DQ 

problems is progressing with phase 

2 now complete.  Phase 3 is 

focused on a review of 

planned/surveillance pathways.

Echo is constrained by workforce 

issues and increased demand.

DEXA also is challenged with 

workforce issues and loss of 

capacity from an outsourcing 

provider who paused activity last 

year

Work on the cystoscopy PTL will 

continue with the BI team and the 

service and further phases of work 

will be agreed as issues are 

clarified.

Audiology outsourcing has been 

delayed so that further work can be 

done on contractual terms and 

DEXA outsourcing capacity to 

increase when the former provider 

re-starts activity although a date is 

not yet known.

Echo ad hoc sessions have been 

approved by ORG and are 

underway

Outsourcing (MRI, DEXA, 

Cystoscopy, Gastroenterology, 

NOUS)

Additional in house sessions 

(Audiology, MRI, CT, NOUS, Echo)

Mobile, staffed MRI scanner 

contract extended to end of year.

*Latest available 
benchmarking data –
Diagnostic Wait Times –
September 2023

34

Trust Sep-23

East Suffolk And North Essex NHS Foundation Trust 91.2%

James Paget University Hospitals NHS Foundation 

Trust 76.1%

Mid And South Essex NHS Foundation Trust 75.5%
West Hertfordshire Hospitals NHS Trust 70.8%
The Princess Alexandra Hospital NHS Trust 65.8%
The Queen Elizabeth Hospital, King's Lynn, NHS 

Foundation Trust 65.8%

North West Anglia NHS Foundation Trust 63.7%
Cambridge University Hospitals NHS Foundation 

Trust 63.6%

Milton Keynes University Hospital NHS Foundation 

Trust 62.3%

Bedfordshire Hospitals NHS Foundation Trust 61.4%
West Suffolk NHS Foundation Trust 61.0%
East And North Hertfordshire NHS Trust 57.2%
Norfolk And Norwich University Hospitals NHS 

Foundation Trust 55.1%
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Special Cause Variation – Performance – Cancer Two Week Wait

Background What the Data tells us Issues Actions Mitigations

Cancer Two Week Wait

Exception triggered due to 7 

or more data points below 

the mean (a shift)

2WW performance has been 

hugely impacted by issues 

in the dermatology service. 

The service is currently 

operating ~5 week wait for 

2WW referrals and 

performance for Sept 8.6% 

and Oct 7.5% having huge 

impact on overall 

performance given high 

referral vols ~400 per 

month. 

- Recovery plan in 

development

- Outsourcing proposal 

developed – to outsource 

routine work and convert 

routine slots to cancer slots

- additional photography 

clinics

- reviewing of pathway

- system conversations 

about mandating of 

dermoscopy in primary care 

– enabling 

discharge/downgrading of 

referrals where benign at 

triage

- clinical triage of all referrals 

prior to booking 

- patients booked in clinical 

priority rather than time 

waited

- weekly meeting chaired by 

head of cancer to support 

progression of recovery plan

- engagement in EoE CA 

work on reviewing of 

pathway and best practice 

adoption

35

Trust Sep-23

EAST AND NORTH HERTFORDSHIRE NHS TRUST 94.5%

THE QUEEN ELIZABETH HOSPITAL, KING'S LYNN, NHS FOUNDATION TRUST 93.4%

THE PRINCESS ALEXANDRA HOSPITAL NHS TRUST 82.5%

JAMES PAGET UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 78.1%

BEDFORDSHIRE HOSPITALS NHS FOUNDATION TRUST 75.4%

WEST HERTFORDSHIRE HOSPITALS NHS TRUST 73.2%

MILTON KEYNES UNIVERSITY HOSPITAL NHS FOUNDATION TRUST 71.9%

CAMBRIDGE UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 65.5%

WEST SUFFOLK NHS FOUNDATION TRUST 59.2%

EAST SUFFOLK AND NORTH ESSEX NHS FOUNDATION TRUST 54.3%

NORFOLK AND NORWICH UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 47.9%

MID AND SOUTH ESSEX NHS FOUNDATION TRUST 47.7%

NORTH WEST ANGLIA NHS FOUNDATION TRUST 38.4%

*Latest available benchmarking data – Cancer Waiting Times – September 2023
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Special Cause Variation – Performance – Cancer Breast Symptomatic 2 week wait

Background What the Data tells us Issues Actions Mitigations

Cancer – Cancer 

Breast 

Symptomatic two 

week wait

Exception triggered due to 7+ 

data points above the mean (a 

shift)

Decline in performance. Performance for 

August – 82.1% and Sept 87.3%

Annual leave and strike action 

(Radiologists as well as Jr Drs) has 

impacted ability of the service to 

accommodate demand despite employing 

alternative strategies. 

Continue to maintain polling range for outpatient 

appointments for breast 2WW, outsourcing 

arrangements remain and additional clinics as 

required to accommodate demand. 

Maintain processes of early warning from 2WW team 

regarding capacity issues re. booking of appts.  

New breast pain pathway –

now live for referrals and 

anticipate will increase 

capacity in 2WW – providing 

alternative pathway for 

primary care where primary 

clinical indication is breast 

pain. 

GPwSI recruited to 

(transformation funded) to 

undertake breast pain clinics 

and to act as education lead 

and primary care link

36

*Latest available benchmarking data – Cancer Waiting Times – September 2023

Trust Sep-23

THE QUEEN ELIZABETH HOSPITAL, KING'S LYNN, NHS FOUNDATION TRUST 100.0%

THE PRINCESS ALEXANDRA HOSPITAL NHS TRUST 91.0%

EAST AND NORTH HERTFORDSHIRE NHS TRUST 89.6%

CAMBRIDGE UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 88.9%

WEST HERTFORDSHIRE HOSPITALS NHS TRUST 86.3%

MILTON KEYNES UNIVERSITY HOSPITAL NHS FOUNDATION TRUST 79.8%

BEDFORDSHIRE HOSPITALS NHS FOUNDATION TRUST 35.6%

JAMES PAGET UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 22.6%

MID AND SOUTH ESSEX NHS FOUNDATION TRUST 19.7%

EAST SUFFOLK AND NORTH ESSEX NHS FOUNDATION TRUST 14.3%

WEST SUFFOLK NHS FOUNDATION TRUST 10.6%

NORTH WEST ANGLIA NHS FOUNDATION TRUST 2.3%

NORFOLK AND NORWICH UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 0.0%
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Special Cause Variation – Performance – Cancer 31 Day Subsequent Drug

Background What the Data tells us Issues Actions Mitigations

Cancer – 31 Day 

Subsequent 

Drug

Exception triggered due to 7+ 

data points above the mean (a 

shift)

No issues – positive variation

37

*Latest available benchmarking data – Cancer Waiting Times – September 2023

Trust Sep-23

BEDFORDSHIRE HOSPITALS NHS FOUNDATION TRUST 100.0%

CAMBRIDGE UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 100.0%

EAST AND NORTH HERTFORDSHIRE NHS TRUST 100.0%

JAMES PAGET UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 100.0%

MILTON KEYNES UNIVERSITY HOSPITAL NHS FOUNDATION TRUST 100.0%

THE QUEEN ELIZABETH HOSPITAL, KING'S LYNN, NHS FOUNDATION TRUST 100.0%

WEST HERTFORDSHIRE HOSPITALS NHS TRUST 100.0%

WEST SUFFOLK NHS FOUNDATION TRUST 100.0%

NORFOLK AND NORWICH UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 93.9%

THE PRINCESS ALEXANDRA HOSPITAL NHS TRUST 92.6%

EAST SUFFOLK AND NORTH ESSEX NHS FOUNDATION TRUST 92.4%

MID AND SOUTH ESSEX NHS FOUNDATION TRUST 91.7%

NORTH WEST ANGLIA NHS FOUNDATION TRUST 85.7%
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Special Cause Variation – Assurance – Cancer 62 Day

Background
What the Data tells 

us
Issues Actions Mitigations

Cancer – 62 Day 

Waits – Referral 

to 1st Treatment

Exception triggered due 

to the target being 

above the upper control 

limit

Performance continues to be non-

compliant against the 85% target, but 

WHTH is compliant against the 70% 

recovery target for 62D performance 

for October.  LGI shown particular 

improvement in performance following 

new processes and tracking resource.

A number of factors contribute to non-

compliant  62 day performance: 

increase in demand, insufficient 

capacity for diagnostics – across both 

services and clinical support 

(histopathology of concern) owing to a 

mismatch between increased demand 

and baseline capacity.

Patients are tracked bi weekly, New escalation process in place and weekly 

huddle meetings for each tumour type to ensure early sight of issues and 

improve communication. 

Performance reviewed in Access weekly meetings.

Service improvement plans in development with scrutiny and oversight from 

Cancer Improvement Steering Group. Action plans by each tumour site now 

agreed and reported against. 

Long Waiters Reviews now beginning at 35 days across all specialties 

(change since November). As PTL size decreases this will be reviewed. 

Avoidable breaches identified and agreed actions undertaken to treat 

patients within target where capacity allows. 

Clinical lead review of all patients >104 days to agree specific plans. Total 

reduced to 34 (excl. sub and recurrence)

All patients who are treated 

after Day 62 will be subject to a 

Clinical Harm Review

Individual service level 

improvement plans – managed 

at service level through working 

groups and overseen by 

Steering Group. 

38

*Latest available benchmarking data – Cancer Waiting Times – September 2023

Trust Sep-23

EAST AND NORTH HERTFORDSHIRE NHS TRUST 81.4%

WEST HERTFORDSHIRE HOSPITALS NHS TRUST 72.9%

EAST SUFFOLK AND NORTH ESSEX NHS FOUNDATION TRUST 69.5%

MILTON KEYNES UNIVERSITY HOSPITAL NHS FOUNDATION TRUST 69.3%

CAMBRIDGE UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 69.0%

WEST SUFFOLK NHS FOUNDATION TRUST 67.6%

BEDFORDSHIRE HOSPITALS NHS FOUNDATION TRUST 62.7%

THE QUEEN ELIZABETH HOSPITAL, KING'S LYNN, NHS FOUNDATION TRUST 60.0%

JAMES PAGET UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 59.0%

MID AND SOUTH ESSEX NHS FOUNDATION TRUST 45.8%

NORTH WEST ANGLIA NHS FOUNDATION TRUST 39.1%

THE PRINCESS ALEXANDRA HOSPITAL NHS TRUST 36.6%

NORFOLK AND NORWICH UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 28.4%
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Special Cause Variation – Performance – Outpatient cancellation rate within 6 weeks

Background What the Data tells us Issues Actions Mitigations

Outpatient cancellation 

rates within 6 weeks

Exception triggered due to 

a run of 7+ data points 

below the mean (a shift)

This is positive 

performance and is the 

outcome of renewed BAU 

practises and processes 

within the cancellation PAS 

Clinic build team  

Continued monitoring to 

ensure sustained 

performance

N/A 

39
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Special Cause Variation – Performance – Outpatient DNA Rate

Background What the Data tells us Issues Actions Mitigations

Outpatient DNA Rate

Exception triggered due to 

2 of 3 most recent data 

points being near the lower 

control limit

Exception triggered due to 

a run of data points below 

the mean (a shift)

Still heavily reliant on Text 

messaging for short notice 

bookings and need more 

information to be released 

as part of that 

communication

Bookings being made 

more than 6 months in 

advance 

In line with OP plan 

working on targeted 

approach to our patient 

demographic 

Trying to influence  

expanding patient portal 

functionality and 

correspondence 

assurance with stake 

holders 

Calling patients where 

possible adopting partial 

booking approach to 

telephone appointments 

and advertising Patient 

portal uptake to ensure 

patients have real time 

appointments letters for 

short notice and routine 

bookings that are made 

more than 6 months. Text 

now changed to 5 and 2 

days in advance 

ofexpected attendance 40

Latest Benchmarking 
data – August 2023 
(source – Model 
Hospital
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41

KPI
Latest 

month
Measure Target

V
ar

ia
ti

o
n

A
ss

u
ra

n
ce

Local or National 

Metric
Committee Owner

Staff Turnover rate (Rolling 12 months) Oct 23 12.7% 13.0% Local PerC CPO

% staff leaving within first year (excluding medics and fixed term contracts) Oct 23 14.7% - Local PerC CPO

Vacancy rate Oct 23 6.2% 10.0% Local PerC CPO

Sickness rate Oct 23 4.3% 3.5% Local PerC CPO

Appraisal rate (Total) Oct 23 85.2% 90.0% Local PerC CPO

Mandatory Training Oct 23 90.4% 90.0% Local PerC CPO

% Bank Pay Oct 23 12.6% 12.0% Local PerC CPO/CFO

% Agency Pay Oct 23 4.6% 3.7% Local PerC CPO/CFO

WTE Workforce Establishment Oct 23 5586.0 5506.0 Local PerC CPO

WTE Staff in Post Oct 23 5237.9 5152.0 Local PerC CPO

BAME Staff in Post Oct 23 49% - Local PerC CPO

BAME Staff at Band 8a+ Oct 23 28% - Local PerC CPO

Apprenticeship Levy Utilisation Oct 23 36% 65% Local PerC CPO

Well-Led Services - Workforce Metrics
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Special Cause Variation – Performance – Staff Turnover rate (rolling 12 months)

42

Background
What the Data 

tells us
Issues Actions Mitigations

Staff Turnover 

rate (Rolling 12 

months)

Exception triggered 

as the target is 

below the lower 

control limit

Exception triggered 

due to a run of 

descending data 

points (a trend)

Exception triggered 

due to a breach of 

the lower control 

limit

Staff turnover has further declined from 16.1% 

October 22 to 12.7% in October 2023.

The rate of staff leaving the organisation with 

under 1 year’s service has increased slightly 

to 14.7%.This compares with a rate of nearly 

18% in Oct 22. However, HCA turnover has 

reduced from 21% to 16%.

EM, CSS and WACS are above the target of 

13%

CS and WACS have relatively high agency 

use and vacancies that with high turnover 

helps contribute to lower engagement.

• Reaching out conversations and Great With Talent 

measured as workforce extended KPIs

• Revised leaver policy has been updated to incorporate 

reaching out process, In addition ‘rescue conversation 

template’ for managers has been revised to assist managers 

when having these conversations.

• Flexible working roadshow planned for early 2024

• CSS – shadow AHP days well received amongst staff.  

Funding to support overseas recruitment of radiologists and 

OTs to reduce vacancy gap.

• WACS - held positive away day in September with A further 

event planned for 2024.

• EM area has significantly improved, following open door 

session with matrons, suggestions boxes.

• 7 days service Management of Change underway for 

Environment this will offer greater working flexibility.

‘You said we did’ 

'engagement to 

develop and implement 

actions from staff 

survey

People Promise focus 

for Year 2, flexible 

working, values and 

behaviours, 
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Special Cause Variation – Performance – % staff leaving within first year (excluding 

medics and fixed term contracts)

43

Back ground
What the Data 

tells us
Issues Actions Mitigations

% staff leaving 

within first year 

(excluding medics 

and fixed term 

contracts)

Exception triggered 

due to two of three 

most recent data 

points being close to 

the lower control limit

Turnover rates for staff leaving 

within 12 months has decreased 

over the last 18 months and the 

current rate is 14.7% reduced 

from well over 20% in May 2022.  

Corporate and local Induction have been reviewed, particularly 

A&C staff, where there will be a focus on cohort recruitment to 

improve the selection of staff.

Reconnection sessions held at 1, 3 and 7 months post 

recruitment in order to receive feedback to improve the new 

starter experience.

Launch of a new starter app to enhance the onboarding 

experience. Ongoing analysis and feedback on on-boarding 

questionnaires.

Developing new manager programme to skill up and support staff 

new to manager roles.

Exit interviews and rescue 

conversations will also assist with 

a better understanding of leaver 

reasons and will assist 

interventions and future 

recruitment.  The Reaching Out 

programme and feedback informs 

priorities for the  People Promise 

managers
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Special Cause Variation – Performance – Vacancy rate

44

Back 

ground

What the Data 

tells us
Issues Actions Mitigations

Vacancy 

Rate

Exception 

triggered due to a 

breach of the lower 

control limit.

Exception 

triggered due to a 

run of data points 

below the mean (a 

shift)

Vacancies have decreased last month, 

continuing a trend since Summer 2022 

of steady reduction. The rate is currently 

6.2% the lowest rate since May 2021. 

The Trust ranks 2/5 ICS organisations 

(Q1 23/24). It should be noted that the 

trust is now over-established for B5  

nursing staff and this has contributed to 

the low overall vacancy levels. 

Higher levels of vacancies are across 

Clinical Support, Environment and 

WACS for midwives and Paediatric 

nurses.

Consultant recruitment vacancies  

remain with associated high locum 

spend.

Vacancies are projected to reduce further based on our recruitment 

pipeline. 

Strengthening the Consultant recruitment process including 

formulating  plans for all roles to reduce vacancy factors. 

Improved process to support redeployment of nursing staff to cover

gaps/surge.

The vacancy authorisation process has been reviewed and there is a 

focus on conversion of agency to bank or permanent roles

International Recruitment is currently paused, although candidates in 

the pipeline will continue to recruitment.

Winter preparedness actions to 

secure supply of staff.

Extended workforce KPIs

Exploring new ways of training 

registered staff

Further push for managers to 

actively recruit to vacancies, with a 

review on corporate areas and 

disestablishing any posts no longer 

required. 

Undertaking an establishment 

review to identify vacant roles that 

are no longer required
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Special Cause Variation – Performance – Sickness rate

45

Back ground What the Data tells us Issues Actions Mitigations

Sickness Rate

Exception triggered due to a 

run of data points below the 

mean (a shift)

Sickness rates are currently 4.3%. 

This reflects a reduction over 

Summer below the long- term 

average, although still above the 

maximum target of 3.5%.

The Trust is ranked 1 / 5 for ICS 

organisations and 2 / 12 for nearby 

Trusts in benchmarking (Q2 23/24) 

• Continue to support workforce through “Here 

for You” psychological support  and 

occupational health referrals.

• Review of sickness policy to support both 

managers and staff with managing absence.

• Medirota rollout has commenced, with 

WACS being first Division to move to 

electronic rostering providing better visibility 

and management of workforce gaps.

• Where there are areas of high absence, 

HRBP working with manager to produce 

plans for each staff member.

• Extension of flu and COVID vacc. 

Programme to Jan 2024.

• .

Focus on absence management 

with emphasis on hotspot areas

Carers and Diversibility networks 

provide additional support to 

individuals including signposting to 

organisations who can support.

Access to work process has been 

clarified and a SOP created to 

assist Operational HR. 
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Special Cause Variation – Assurance – Appraisal Rate

46

Backgrou

nd

What the Data tells 

us
Issues Actions Mitigations

Appraisal 

Rate

Exception triggered due 

to the upper control limit 

being below the target

Appraisal compliance has seen a 

downward trajectory, currently 85.2%.

All Divisions except Environment are 

below trust KPI 

The Trust is above average 

compared to other nearby acute 

Trusts, ranking 5 / 12 as at Q2 23/24, 

even with the lower rates currently 

reported

Appraisals continue to be managed with divisions by 

HRBPs. There continues to be focus on availability of 

staff.

ESR data cleanse of hierarchy to ensure correct 

supervisor information is held, ensuring that the 

correct manager is completing the appraisals. 

Planned spot checks on appraisal quality has 

commenced.

Encouraging career 

development conversations 

outside the appraisal 

through-out the year. 

New template being 

developed for Appraisal 

including easier access via 

Acorn.

Appraisal policy has been 

refreshed.
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Special Cause Variation – Performance/Assurance – Mandatory Training

47

Background
What the Data tells 

us
Reasons Actions Mitigations

Mandatory 

Training

Exception triggered due to 

the target being below the 

lower control limit

Exception triggered due to 

7+ data points below the 

mean

Mandatory training is 

at 90.4%  remains 

above the Trust target 

of 90%

Environment, Surgery 

and WACs Divisions 

are below the Trust 

KPI.

.

• HRBPs continue to support Divisions 

to maximise compliance opportunities 

including sending reminders to staff.

• A review of reporting of medical 

devices training. Update data 

reporting processes for fire training.

• In Q2, the Trust is ranked 5/12 when 

benchmarked against local NHS 

employers

There is a continued focus on specific subjects to maintain 

compliance and ensure this is above the 90% target, Surgery 

Division  have been actively working on training and trajectory 

and have seen an increase in compliance to 89.6%

Managers reminded that colleagues have protected time to 

undertake mandatory training.

Recruitment underway for fire training role.
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Special Cause Variation – Performance/Assurance – WTE Staff Establishment/WTE Staff in Post

48

Background
What the Data 

tells us
Reasons Actions Mitigations

WTE Workforce 

Establishment/

WTE Staff in Post

Exception triggered 

due to 7+ data 

points above the 

mean

Exception triggered 

due to a breach of 

the upper control 

limit

The planned business case 

establishment target is 5,506 

wte by March 2024.

The business case for the 

wte staff in post figures is 

5,152 wte in post by March 

2024.

• The current staff wte figure is 5,238, and continued 

recruitment including IR nurses has enabled the target of 

5,152wte by March 2024 to be reached. There is a current 

oversupply of Band 5 nurses due to IR recruitment which 

has inflated the wte figures. The International recruitment of 

nurses is paused whilst nursing establishment review is 

undertaken. 

• The establishment is adjusted slightly for staffing in a small 

number of cost centres where there is no funded 

establishment, and to account for the GPVTS medics. This 

avoids misleadingly low vacancy rates. 

• Establishment review for Corporate are underway to 

disestablish roles no longer required.

• The establishment has increased over 23/24 as approved 

business cases have been added to the funded 

establishment. 

Recruitment for permanent staff 

will continue to help offset 

agency usage. 

Focus on Consultant recruitment

There has been a particular focus 

on Corporate establishment 

review. 

Business planning cycle for 23/24 

still being finalised

Workforce Efficiency Group 

monitoring and measuring 

workforce CIPs.

. 19 

T
rust B

oard M
eeting in P

ublic 7 D
ecem

ber 2023-07/12/23 
139 of 466 



T
ab 19 Item

 19 T
B

 P
ublic 7 D

ec 2023 Integrated P
erform

ance R
eport 

Special Cause Variation – Performance – BAME Staff in Post

49

Backgroun

d

What the Data 

tells us
Reasons Actions Mitigations

BAME staff in 

post/BAME 

Staff in post –

Band 8a+

Exception triggered 

due to 7+ data points 

above the mean

Exception triggered 

due to a breach of 

the upper control 

limit

These charts show Black Asian 

Minority Ethnic (BAME) staff as 

a percentage of staff in post, and 

BAME staff at Agenda for 

Change Band 8A or higher as a 

percentage of staff in post in 

these bands

The percentage of BAME staff in 

post has increased over the last 

4 years to 49.1% currently.

• Currently, the percentage of BAME staff in post is 49.1%. This has 

increased from  36.8% in 2019/20, 39.5% in 2020/21, and 42.5% in 

2021/22. The percentage of White staff is 43.8%, with 7.1% not stated. 

• Band 8A staff – This measure looks at staff employed on Bands 8A and 

above. The proportion of these staff who are BAME is 27.3%. The 

percentage of White staff who are employed on Bands 8A and above is 

65.4%.

• Please note that the measurement for this indicator changed recently to 

make this clearer. It now measures BAME staff who are on Band 8A to 9 

as a percentage of staff on these bands, rather than the Trust as a 

whole. There are currently 381 staff employed on these bands. The 

current number of BAME staff is 104, White staff is 249

Active Staff Network 

EDI steering group

EDI dashboard 

developed to track key 

indicators 

Reciprocal mentoring 

scheme launched 
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Special Cause Variation – Performance – Apprenticeship Levy Utilisation

50

Background

What the 

Data tells 

us

Reasons Actions Mitigations

Apprenticeship 

Levy Utilisation

Exception 

triggered due 

to a breach of 

the upper 

control limit

Exception 

triggered due 

to the target 

being above 

the upper 

control limit

The target for the 

apprenticeship levy spend is 

65% for 23/24.Each financial 

year resets the % figure and 

this will increase over 23/24 

to achieve the 65% target. 

The current utilisation is 

35.9%. 

This chart show the 

percentage of apprenticeship 

levy expenditure over time. 

Emergency Medicine (43%) 

and Medicine divisions (53%) 

report levy utilisation above 

Trust average.

• The current apprenticeship levy utilisation figure is 35.9% against an end of year target of 

65%.

• Proposed Apprenticeship first programme to be launched for HCSWs and non-clinical 

Band 2’s and 3’s February 2024.

• Improved communication with the Divisions through the Talent team and HRBP’s.

• Working with Clinical Support, Women and Children’s and Environment on department 

trajectories, understanding opportunities available to them.  

• Continued partnership working with Westfield Academy and West Herts College to 

provide opportunities to school and college leavers.

• Improved information for  managers to support managing apprenticeship programmes. 

• The Trust continues to access additional leadership apprenticeships at University of 

Hertfordshire Business School. First cohort (four) commences in September 2023

37 apprentices 

scheduled to start 

between Nov-March 

2024.

Design of an 

apprenticeship one-

stop website Feb 

2024.

Incorporating 

apprenticeships with 

educational scoping.

The Trust offers an 

online programme 

for applicants who 

require entry level 

Maths & English. 19 
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KPI
Latest 

month
Measure Target

V
ar

ia
ti

o
n

A
ss

u
ra

n
ce Local or 

National 

Metric

Committee Owner

GP Referrals Made Sep 23 5374 - Local F&P COO

A&E Attendances Oct 23 15771 - Local F&P COO

1st Outpatient Appointments - All Oct 23 13248 - Local F&P CIO

1st Outpatient Appointments - Face to Face Oct 23 12618 - Local F&P CIO

Follow Up Outpatient Appointments - All Oct 23 17639 - Local F&P CIO

Follow Up Outpatient Appointments - Face to Face Oct 23 13289 - Local F&P CIO

Specific Acute Elective Ordinary Admissions Oct 23 398 - Local F&P COO

Specific Acute Daycases Oct 23 3592 - Local F&P COO

Specific Acute Non-Elective Admissions - 0 LOS Oct 23 1459 - Local F&P COO

Specific Acute Non-Elective Admissions - +1 LOS Oct 23 2614 - Local F&P COO

Completed Admitted RTT Pathways (Clock Stops) Oct 23 855 - Local F&P COO

Completed Non-Admitted RTT Pathways (Clock Stops) Oct 23 5707 - Local F&P COO

New RTT Pathways (Clock Starts) Oct 23 9660 - Local F&P COO

PTL Volume Oct 23 63270 - Local F&P COO

Theatre Utilisation (Touch time utilisation on the day hours planned inc early starts and late finishes) Oct 23 78% 85% Local F&P COO

Theatre Cases Oct 23 1091 - Local F&P COO

Theatre Cases per Session Oct 23 2.2 - Local F&P COO

Activity Metrics
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Special Cause Variation – Performance – A&E Attendances

Background What the Data tells us Issues Actions Mitigations

A&E Attendances

Exception triggered due to 

7+ data points above the 

mean (a shift)

ED demand has increased by 

19% for adults and 40% for 

paediatrics

Working with ICB to review 

alternative pathways to ED

Working closely with UTC 

providers to ensure patient are 

streamed early and into the 

right pathway

The ICB have implemented 

Respiratory HUBs at SACH and 

HHH receiving patients directly 

from 111. 

The profile observed in A&E 

attendances at West Herts 

triggering an exception is 

equally observed when looking 

at all A&E attendances in 

England

52
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Special Cause Variation – Performance – 1st Outpatient Appointments – Face 

to Face

Background What the Data tells us Issues Actions Mitigations

1st Outpatient 

Appointments – Face to 

Face

Exception triggered due to 

7+ data points above the 

mean (a shift)

Exception triggered due to 

a breach of the upper 

control limit

ED demand has increased by 

19% for adults and 40% for 

paediatrics

Working with ICB to review 

alternative pathways to ED

Working closely with UTC 

providers to ensure patient are 

streamed early and into the 

right pathway

The profile observed in A&E 

attendances at West Herts 

triggering an exception is 

equally observed when looking 

at all A&E attendances in 

England

53
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Special Cause Variation – Performance – Specific Acute Daycases

Background What the Data tells us Issues Actions Mitigations

Specific Acute Daycases

Exception triggered due to 

7+ data points above the 

mean (a shift)

54
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Special Cause Variation – Performance – Specific Acute Non-Elective 

Admissions - +1 LOS

Background What the Data tells us Issues Actions Mitigations

Specific Acute Non-

Elective Admissions - +1 

LOS

Exception triggered due to 

2 of 3 most recent data 

points being close to the 

upper control limit

Exception triggered due to 

a run of 7+ data points 

above the mean

55
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Special Cause Variation – Performance – Completed Admitted RTT Pathways 

(Clock Stops)

Background What the Data tells us Issues Actions Mitigations

Completed Admitted RTT 

Pathways (Clock Stops)

Exception triggered due to 

a run of 7+ data points 

below the mean

Loss of activity as a result of 

industrial action, continues to 

impact activity and associated 

clock stops.  

The external validation support that 

was in place at the end of 2022/23 

was fundamental in delivering 

comprehensive validation.  

Although there has been 

agreement to invest in expanding 

the validation service in house, 

staff are not yet in post. 

DQ steering group established to 

lead on improvement work within 

divisions, with divisional plans in 

development to address key 

factors.

Funds identified to enable a small 

number of external validators 

utilising monies from vacancies put 

in place.

A business case to increase 

validation resources was approved 

in July.  A recruitment plan is in 

development but in the meantime, 

a small amount of external 

resource has been put in place 

from September, to increase 

validation activity

Additional training has been 

provided throughout the summer, 

to ensure staff receive adequate 

support in the correct use of 

Cerner.

A weekly drop in training session is 

now provided for any staff who 

need support from the RTT team 

with Cerner pathway management.

Weekly long wait review meeting in 

place to drive progress and delivery 

of improvement plan.  

Service level tracking with forward 

look to target deadlines to ensure  

adequate operational oversight of 

patient cohorts.

56

Trust Sep-23

Mid And South Essex NHS Foundation Trust 3,532

Bedfordshire Hospitals NHS Foundation Trust 2,544

East Suffolk And North Essex NHS Foundation Trust 2,537

Cambridge University Hospitals NHS Foundation Trust 2,486

Norfolk And Norwich University Hospitals NHS Foundation Trust 2,276

North West Anglia NHS Foundation Trust 1,765

Milton Keynes University Hospital NHS Foundation Trust 1,721

East And North Hertfordshire NHS Trust 1,476

James Paget University Hospitals NHS Foundation Trust 1,440

The Queen Elizabeth Hospital, King's Lynn, NHS Foundation Trust 1,027

West Hertfordshire Hospitals NHS Trust 894

West Suffolk NHS Foundation Trust 824

The Princess Alexandra Hospital NHS Trust 437

*Latest available published RTT data – September 2023
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Special Cause Variation – Performance – New RTT Pathways (Clock Starts)

Background What the Data tells us Issues Actions Mitigations

New RTT Pathways (Clock 

Starts)

Exception triggered due to 

a run of 7+ data points 

below the mean

Loss of activity as a result of 

industrial action, continues to 

impact activity and associated 

clock stops.  

The external validation support that 

was in place at the end of 2022/23 

was fundamental in delivering 

comprehensive validation.  

Although there has been 

agreement to invest in expanding 

the validation service in house, 

staff are not yet in post. 

DQ steering group established to 

lead on improvement work within 

divisions, with divisional plans in 

development to address key 

factors.

Funds identified to enable a small 

number of external validators 

utilising monies from vacancies put 

in place.

A business case to increase 

validation resources was approved 

in July.  A recruitment plan is in 

development but in the meantime, 

a small amount of external 

resource has been put in place 

from September, to increase 

validation activity

Additional training has been 

provided throughout the summer, 

to ensure staff receive adequate 

support in the correct use of 

Cerner.

A weekly drop in training session is 

now provided for any staff who 

need support from the RTT team 

with Cerner pathway management.

Weekly long wait review meeting in 

place to drive progress and delivery 

of improvement plan.  

Service level tracking with forward 

look to target deadlines to ensure  

adequate operational oversight of 

patient cohorts.

57

Trust Sep-23

Mid And South Essex NHS Foundation Trust 49,303

East Suffolk And North Essex NHS Foundation Trust 19,080

Bedfordshire Hospitals NHS Foundation Trust 17,987

Norfolk And Norwich University Hospitals NHS Foundation Trust 15,232

North West Anglia NHS Foundation Trust 15,189

Cambridge University Hospitals NHS Foundation Trust 14,006

East And North Hertfordshire NHS Trust 12,740

West Hertfordshire Hospitals NHS Trust 8,941

The Queen Elizabeth Hospital, King's Lynn, NHS Foundation Trust 7,234

West Suffolk NHS Foundation Trust 6,772

The Princess Alexandra Hospital NHS Trust 6,000

Milton Keynes University Hospital NHS Foundation Trust 5,266

James Paget University Hospitals NHS Foundation Trust 5,209

*Latest available published RTT data – September 2023
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Special Cause Variation – Performance – RTT PTL Volume

Background What the Data tells us Issues Actions Mitigations

RTT PTL Volume

Exception triggered due to breach 

of the upper control limit

Exception triggered due to 7+ 

data points above the mean (a 

shift)

Although EPR has been in place for 

over a year, errors  continue to affect 

the RTT PTL in a number of ways, 

artificially inflating the PTL size, as 

capturing  the correct outcomes 

results in fewer clock stops and the 

number of open pathways on the 

PTL.  

The external validation support that 

was in place at the end of 2022/23 

was fundamental in delivering 

comprehensive validation.  Although 

there has been agreement to invest 

in expanding the validation service in 

house, staff are not yet in post.  

Until fully established, there is 

insufficient resource to mitigate for 

the volume and pace of DQ errors 

occurring in the PTL.

Divisional plans in development to address some of the key data 

quality issues arising from current practice within Cerner with 

regard to pathway management workflows.

DQ steering group established to lead on improvement work.

A patient text validation programme will launch in October.  This 

will ask patients to let us know if they do not wish to remain on 

our waiting lists.  Any patient indicating a desire to come off the 

waiting list will then be notified to the divisions for clinical 

oversight before removal from the list.  

Continuous horizon scanning for additional 

outsourcing opportunities, with specialty 

level engagement to ensure quality and 

safety as well as timely pathways, to 

facilitate additional capacity for patients on 

the PTL.

Weekly long wait review meeting in place to 

drive progress and delivery of improvement 

plan.  

Service level tracking with forward look to 

target deadlines to ensure  adequate 

operational oversight of patient cohorts.

Expansion of the Trust’s validation team 

following business case approval, with 

recruitment underway.

Funds identified to enable a small number 

of external validators utilising monies from 

vacancies put in place.   These validators 

have continued to focus on long waits. 58

*Latest available published RTT data – September 2023

Trust Sep-23

Mid And South Essex NHS Foundation Trust 191,029

Bedfordshire Hospitals NHS Foundation Trust 95,842

East Suffolk And North Essex NHS Foundation Trust 89,107

Norfolk And Norwich University Hospitals NHS Foundation Trust 88,683

North West Anglia NHS Foundation Trust 84,339

East And North Hertfordshire NHS Trust 63,428

Cambridge University Hospitals NHS Foundation Trust 62,964

West Hertfordshire Hospitals NHS Trust 62,953

Milton Keynes University Hospital NHS Foundation Trust 38,866

James Paget University Hospitals NHS Foundation Trust 35,808

West Suffolk NHS Foundation Trust 34,108

The Princess Alexandra Hospital NHS Trust 28,341

The Queen Elizabeth Hospital, King's Lynn, NHS Foundation Trust 24,829

19 

T
rust B

oard M
eeting in P

ublic 7 D
ecem

ber 2023-07/12/23 
149 of 466 



T
ab 19 Item

 19 T
B

 P
ublic 7 D

ec 2023 Integrated P
erform

ance R
eport 

Special Cause Variation – Performance/Assurance – Theatre Utilisation (Touch time utilisation 

on the day hours planned inc early starts and late finishes

Background What the Data tells us Issues Actions Mitigations

Theatre Utilisation (Touch time 

utilisation on the day hours 

planned including early starts and 

late finishes

Exception triggered due to target 

being outside upper control limit

Exception triggered due to a run 

of 7+ data points above the mean

Theatre utilisation in October 

averaged 78% across all specialities, 

compared to 81.9% for the previous 

month.

Work continues in order to drive up 

utilisation, further towards and beyond 

85%, and sustain this improvement.

Late starts, in line with the reduction 

of utilisation, increased to 26mins on 

per list (25.4 in Sept, along with early 

finishes which reached an average of 

39.4 mins compared to September of 

31.2 mins. 

Disruption due to industrial action had 

an adverse effect on services and 

overall activity in October.

The division will continue to drive 

adherence to the established 

processes, including median time use 

and golden patient until at least the 

end of the financial year to ensure 

these are embedded.

High priority continues to focus on the 

reduction of late starts and early 

finishes – an audit is scheduled to 

take place in SACH to further 

integrate real-time data and identify 

opportunities to make further 

improvements. 

There will be an overall increased 

focus on data quality to ensure 

performance figures provide accurate 

reflection of activity within theatres.

Continued high levels of clinical 

engagement.

Data quality actions to address 

discrepancies of information recorded 

on cerner.

Complete service review of POA 

underway to triangulate avoidable  

short notice and on-the-day 

cancellations with opportunities to 

book patients at short notice and 

increase utilisation and productivity. 

59

*Latest available 
published Theatre 
Utilisation – Model 
Hospital – w/e 24th

September 2023
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Special Cause Variation – Assurance – Theatre Cases per session

Background What the Data tells us Issues Actions Mitigations

Theatre Cases per Session

Exception triggered due to a run 

of 7+ data points above the mean 

(a shift)

Cases per session in October 

reached 2.37 against the overall 

target of 2.4.

It is expected that this will 

increase further in subsequent 

months due to stated actions.

With cases per session, case mix 

is also is an important 

consideration.  

Median times usage requires 

more work and attention in order 

to produce median times for use 

with all cases that also are 

available via Cerner.

Continue to use median times 

where possible to realistically  

ensure there are sufficient 

volumes of patients booked.

Project manager to support the 

admissions team to define, and 

roll out, a clear booking process to 

backfill short notice cancellations.

Additional patients being added to 

lists where early finishes are a 

consistent theme. 

Median times embedded.

Complete service review of POA 

underway to triangulate avoidable  

short notice and on-the-day 

cancellations with opportunities to 

book patients at short notice and 

increase utilisation and 

productivity. 
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Appendix 1 – Safe Care and Improving Outcomes Metrics - Quality
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Appendix 1 – Safe Care and Improving Outcomes Metrics - Safety
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Appendix 2 – A&E Metrics
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Appendix 2 – A&E Metrics
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Appendix 3 – RTT, Cancer and Diagnostics Metrics
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Appendix 4 – Workforce Metrics
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Title of the paper: Clinical Negligence Scheme for Trusts Maternity Incentive Scheme, 

Year 5 - Declaration of compliance 
Agenda Item: 20 

Presenter: Mitra Bakhtiari - Director of Midwifery, Gynaecology/ Deputy Chief 
Nurse 

Author(s): Mitra Bakhtiari - Director of Midwifery, Gynaecology/ Deputy Chief 
Nurse 

Purpose: 
 

Please tick the appropriate box  

For approval 
 

 For discussion  For information 

x   
 

Executive 
Summary: 
 

NHS Resolution is operating year five of the Clinical Negligence 
Scheme for Trusts (CNST) Maternity Incentive Scheme (MIS) to 
continue to support the delivery of safer maternity care. To be eligible 
for payment under the scheme, Trusts must submit their completed 
Board declaration form to NHS Resolution by 12 noon on 1 February 
2024. The relevant period is from 30th May 2023 until 7th December 
2023 (the document is on diligent resource published July 2023 
MISyear5-update-July-2023.pdf (resolution.nhs.uk)) 

 
The purpose of this report is to provide assurance to the committee that 
the trust is on track to provide evidence of full compliance with all 10 
safety actions.  
 
Key points: 
 

• Full evidence has been reviewed by Herts and West Essex 
Integrated Care Board (ICB), Local Maternity Neonatal System 
(LMNS), the trust’s executive team, Executive, Non-executive 
maternity, and neonatal safety champions.  

• There are no external reports that contradicts the submission of 
the evidence. 

• The evidence has been discussed with the commissioners, The 
Executive and Non-Executive maternity, Neonatal safety 
champions and Chief Executive of the Trust to satisfy that the 
evidence provided, demonstrates achievement of the ten 
maternity safety actions required as set out in MIS year 5 (July 
2023) 

 
Trust strategic 
aims:  
 
(Please indicate 
which of the 4 aims 
is relevant to the 

Aim 1 
Best care 

Aim 2 
Great team 

Aim 3 
Best value 

Aim 4 
Great place 

Trust Board meeting 

07 December 2023 
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subject of the 
report) 

 
Objectives 1-4 

 
Objectives 5-8 

 
Objective 9 

 
Objective 10-12 

X X   
 

Links to well-led 
key lines of 
enquiry: 
 

☒Is there the leadership capacity and capability to deliver high quality, 

sustainable care? 

☒Is there a clear vision and credible strategy to deliver high quality, sustainable 

care to people, and robust plans to deliver? 

☒Is there a culture of high quality, sustainable care? 

☒Are there clear responsibilities, roles and systems of accountability to support 

good governance and management? 

☒Are there clear and effective processes for managing risks, issues and 

performance? 

☒Is appropriate and accurate information being effectively processed, 

challenged and acted on? 

☒Are the people who use services, the public, staff and external partners 

engaged and involved to support high quality sustainable services? 

☒Are there robust systems and processes for learning, continuous 

improvement and innovation? 

☐How well is the trust using its resources? 

Previously 
considered by: 

 

Committee/Group Date 

Evidence submission ICB/WHTH/LMNS 20 November 2023 

Quality and Safety Committee 30 November 2023 
 

Action required: 
 

The Board is asked to receive the report detailing the compliance position 
and approve submission of the declaration form for CEO sign off. 
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Agenda Item: 20 

 

Trust Board Meeting: 07 December 2023 
 
Clinical Negligence Scheme for Trusts Maternity Incentive Scheme, Year 5 - 

Declaration of compliance 

Presented by:  Mitra Bakhtiari - Director of Midwifery, Gynaecology/ Deputy Chief Nurse 

 

1. Purpose  
 

1.1 The paper is to provide assurance to the Trust Management Committee that the trust 
is compliant with 10 safety actions established in Maternity Incentive Scheme. 
 

2. Background 

 

2.1 The Clinical Negligence Scheme for Trusts (CNST) is a scheme for handling clinical 
negligence claims against NHS trusts. 60% of this cost is related to maternity 
services.  

2.2 The Trust pays an annual premium to the CNST scheme, plus an additional 10% 
towards the Maternity Incentive Scheme (MIS).  

2.3 Trusts that can demonstrate that they have achieved all 10 safety actions in full 
recover the additional 10% of the maternity contribution charged under the scheme. 

2.4 Trusts that are not compliant with all 10 safety actions will not recover their 
contribution to the CNST maternity incentive fund but may be eligible for a small 
discretionary payment from the scheme to help them make progress against actions 
they have not achieved.  

2.5 WHTH is compliant with all 10 safety actions in year 5 of the scheme.  
2.6 To be eligible for payment under the scheme, Trusts must submit their completed 

Board declaration form to NHS Resolution (nhsr.mis@nhs.net) by 12 noon on 
Thursday 1st February 2024.  

2.7 The Board declaration form must be signed and dated by the Trust’s Chief Executive 
Officer (CEO) to confirm that: 

• The Trust Board must be satisfied that the evidence provided to demonstrate 
achievement of the ten maternity safety actions meets the required safety actions’ 
sub-requirements as set out in the safety actions and technical guidance document 
included in this document.  

• There are no reports in relation to the provision of maternity services that provides 
conflicting information to WHTH declaration (e.g. Care Quality Commission) 
inspection report, or Maternity and Newborn Safety Investigation program (MNSI 
formerly known as HSIB). 
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3. Discussion  
 
3.1 The evidence to support compliance with each aspect of the maternity safety actions 

was collated by designated leads for each safety action led by the Director of 
Midwifery, Gynaecology/Deputy Chief Nurse, summary of which is included in 
Appendix 1a and 1b.  

3.2 The evidence was reviewed in full by WHTH Chief Executive, WHTH Chief Nurse 
non-executive Board level safety champions, joined by SRO of HWE ICB and 
representative from LMNS and Maternity Neonatal Voices Partnership (MNVP) on 
20th Nov 2023. 
 

4. Summary of Evidence  
 

4.1 Safety action 1: National Perinatal Mortality Review  
 
In the MIS year 5 reporting period, the trust notified all perinatal deaths to MBBRACE 
within 7 working days. The trust has a local process of monitoring evidence of 
compliance with all elements of the requirements. (Appendix 2) 
 

4.2 Safety action 2: Maternity Services Data Set (MSDS)  
 
The trust has passed 10 out of 11 Clinical Quality Improvement Metrics (CQIMs) to 
the data quality criteria in the “Clinical Negligence Scheme for Trusts in July 2023. 
Final data for July 2023 was published in October 2023 demonstrating WHTH 
compliance with July 2023 data containing valid ethnic category (Mother) for at least 
90% of women booked in the month (Appendix 3). The Trust Board can therefore 
confirm to NHS Resolution that they have passed the associated data quality criteria 
in MIS year 5. The trust has an agreed business continuity for the use of digital 
maternity system agreed across LMNS. There are two people working for the trust 
that are registered to submit the MSDS data. 
 

4.3 Safety action 3: Avoidable Term Admission in Neonatal Unit/ transitional care  
 
The trust has an agreed guideline for transitional care unit and neonatal pathways 
that are audited. Audit results are shared with safety champions and LMNS. The 
activities are entered on to Badgernet neonatal digital system and so compliant with 
HRG returns. The trust board has an oversight of ATAIN quarterly reporting as part 
of Maternity oversight report. The trust can evidence how this is locally monitored and 
includes monthly review at the departmental clinical governance. This has included 
all admissions regardless of the length of stay within the reporting period in MIS year 
5. 
 

4.4 Safety action 4: Clinical workforce planning 
 
The workforce calculation for Neonatology, Obstetric workforce has been calculated 
to the required standard and has board approval. The trust has implemented RCOG 
guidance on compensatory rest where consultants and senior Speciality and 
Specialist (SAS) doctors are working as non-resident on-call out of hours. This is 
reflected on the rota to show sufficient rest prior to resuming normal working duties 
the following day. The trust provides 132 hours of consultant cover on the labour ward  
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and for the remaining hours a consultant is one call, available to attend when required  
as part of employment contract. The unavailability of consultant on site is monitored 
and discussed at maternity safety champion meetings. This is also reported via Datix 
and reviewed as part of Governance process. The trust is compliant with the 
Anaesthetic Accreditation Standards. A consultant anaesthetic is present on delivery 
suite. A monthly audit monitor compliance with a set KPIs that includes, availability 
of epidural within 30 minutes.  
 

4.5 Safety action 5:  Midwifery Workforce 
 
Midwifery workforce has been calculated using Birth rate plus tool and the trust can 
evidence biannual board submission to discuss midwifery staffing. There is an agreed 
maternity escalation and daily safe staffing huddles. Recruitment and retention 
program is ongoing to close gaps in vacancy. Appraisal rates are above 90% at 
present, one to one care in labour and supernumerary status of the band 7 
coordinator are 100%. Therefore, the trust can demonstrate evidence of compliance 
with this standard. 
 

4.6 Safety action 6: Saving Babies Lives Care Bundle V3 
 
The trust can provide assurance to the Board that the implementation of SBLCB 
version 3 is on track by March 2024. The current evidence was submitted on the new 
national implementation tool to track compliance with the care bundle, and this has 
been shared with ICB. The trust can demonstrate implementation of 70% of 
interventions across all 6 elements overall, and implementation of at least 50% of 
interventions in each individual element. These percentages are calculated within the 
national implementation tool. In MIS year 5 the trust has held quality improvement 
discussions with the ICB, using the new national implementation tool to discuss 
implementing SBLCB v3 by March 2024. The trust is fully compliant with all 5 
elements of SBLCB version 2, that supports the trust work towards the national 
ambition to reduce stillbirth rate by half by 2030. 
 

4.7 Safety Action 7: Maternity Voices Partnership 
 
In line with the NHS three-year single delivery plan, the trust has reviewed Maternity 
Neonatal Voices Partnership (MNVP formerly known as MVP) workplan to include 
listening to women using both neonatal and maternity services. The evidence of 
reviews of themes and subsequent actions are monitored by local safety champions. 
The trust’s MNVP chair has an agreed job description that includes appropriate 
remuneration and reimbursement of all expenses and training. The trust can evidence 
regular MNVP meetings to the required standard in collaboration with the LMNS 
MNVP. The trust provides assurance to the board via perinatal quality surveillance 
model that maternity and neonatal services listen to women, and families and use co-
production to respond to any concerns or feedback raised.  
 

4.8 Safety Acton 8: Local training plans and ‘in-house’, one day multi professional 
training MDT training 
 
NHSR revised the training compliance in this safety action in year 5 which was 
communicated with the trusts (Appendix 4) to change the requirement from 90% to 
80%. By the end of the 12-month period (Dec 2022- Dec 2023) the trust can show  
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compliance 80% by the end of November and 90% by 7th December 2023 (Appendix 
5) with an agreed action plan to achieve sustained compliance in 2024. 
A local training plan is in place for implementation of Version 2 of the Core 
Competency Framework 2. The plan has been agreed with the quadrumvirate and 
the LMNS/ICB. Monthly training compliance reporting through dashboard is in place 
and included as part of PQSM reporting to the trust board. The trust can show 
evidence of compliance with at least one emergency skills/drills in a clinical area 
within the reporting time. 
 

4.9 Safety action 9: Safety Champions  
 
The trust has a robust process to provide assurance to the Board via Maternity and 
Neonatal Safety champions on maternity and neonatal safety and quality issues. 
There is a clear pathway that outlines how safety intelligence is shared through LMNS 
and using a locally agreed Perinatal Quality Surveillance Model to the required 
standard.  Women’s and Children’s Quadrumvirate (QUAD) have commenced on the 
NHS England perinatal culture program and SCORE survey is in progress with 
deadline of 3rd December 2023. The trust can evidence that the Board Safety 
Champions have met with the Perinatal ‘Quad’ leadership team on a quarterly (a 
minimum of two in the reporting period). The trust has an established senior 
leadership forum.  
 

4.10 Safety action 10: Early Notification (EN) Scheme  
 
The trust has reported all qualifying cases to HSIB/ MNSI in the MIS year 5 and can 
show 100% compliance with Duty of candour (DOC) that is shared with the Trust 
board at Quality safety committee. DOC compliance is in line with Regulation 20 of 
the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014.The 
families involved have received information on the role of HSIB/MNSI and NHS 
Resolution’s EN scheme. All HSIB and SI reports have been shared with the trust 
board for oversight as per MIS requirement and year 5. 
 

5. Submission 
 

5.1 The declaration form must be submitted to Trust Board which describes the trust’s 
compliance against the maternity safety actions.  

5.2 The Board must give their permission to the Chief Executive Officer (CEO) to sign 
the Board declaration form prior to submission to NHS Resolution. The Trust Board 
declaration form must be signed by the Trust’s CEO.  

5.3 The Board declaration form must be signed and dated by the Trust’s CEO to confirm 
that:   

• The Trust Board are satisfied that the evidence provided to demonstrate 
achievement of the ten maternity safety actions in MIS year 5.  

• There are no reports related to the provision of maternity services that may 
provide conflicting information to the trust’s declaration.  

• The ICB CEO has approved the MIS safety actions evidence and declaration 
form. The Board declaration form must be signed by both CEO of the trust and 
ICB as proof of evidence that they are both fully assured and in agreement with 
the compliance submission to NHS Resolution.  

5.4 Trusts must submit their completed Board declaration form to NHS Resolution by 12 
noon on Thursday 1 February 2024.  
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5.5 The Board Level Safety Champions are satisfied that the evidence provided 
demonstrates achievement of the ten maternity safety actions.  
 

6. Risks  
 

6.1 If the Trust does not achieve all ten actions, it will not recover their contribution to the 
maternity incentive fund but may be eligible for a small discretionary payment from 
the Scheme to help progress against actions that have not been achieved.  This 
payment would be at a much lower level than the 10% contribution to the incentive 
fund.    
 

7. Recommendation  
 

The Board is asked to receive the report detailing the compliance position and 
approve submission of the declaration form for CEO sign off. 
 

8. Appendices 
 
Appendix 1a: MIS year 5 Evidence Content list  
Appendix 1b: MIS year 5 Road map, 
Appendix 2:   PMRT  MIS year 5 eligible cases 
Appendix 3:   WHTH MSDS compliance July 2023 
Appendix 4:   Communication from NHSR re new guidance  
Appendix 5:   November 2023 Core Competency Framework compliance 

 
Mitra Bakhtiari, Director of Midwifery, Gynaecology Nursing/Deputy Chief Nurse 
 
December 2023 
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Appendix 1: MIS year 5 Road map, Evidence Content list MIS year 5 

      Safety Action                       Evidence Summary           Example of evidence 
1 Are you using the National 

Perinatal Mortality Review Tool 
(PMRT) to review perinatal 
deaths to the required standard? 

Quarterly and monthly perinatal 
quality surveillance reporting 
demonstrates that the PMRT has 
been used appropriately. The 
Mothers and Babies: Reducing Risk 
through Audit and Confidential 
Enquiries (MBRRACE) MIS report 
demonstrates full compliance  

 

 
 

2 Are you submitting data to the 
Maternity Services Data Set 
(MSDS) to the required standard? 

The MSDS MIS report confirms full 
data quality compliance. A maternity 
digital strategy business continuity is 
in place along with dedicated digital 
leadership. 
The trust is compliant with MSDS 
confirmed on MSDS national 
reporting in October 2023 

 
 

3 Can you demonstrate that you 
have transitional care services in 
place to minimise separation of 
mothers and their babies and to 
support the recommendations 
made in the Avoiding Term 
Admissions into Neonatal units 
Programme? 

ATAIN and transitional care 
pathways are established. These 
pathways are described in detail in 
divisional guidelines. Ongoing audits 
and action plans are demonstrated 
in quarterly reports. 
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4 Can you demonstrate an effective 
system of clinical workforce 
planning to the required standard 

The principles of Royal College of 
Obstetrics and Gynaecology (RCOG) 
Roles & Responsibilities of the 
Consultant workforce document are 
embedded. Dedicated duty 
anaesthetic cover always. Neonatal 
nursing plan is in line with BAPM 
staffing compliance. Recruitment in 
progress to reach on call ratio of 1:6. 
Currently is 1:4, this in respect of 
activity is managed. 
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5 Can you demonstrate an effective 
system of midwifery workforce 
planning to the required 
standard? 

Funded clinical establishment in line 
with last full BirthRate+ assessment 
in Jan 2022, refresh in Nov 2023. 

 
6 Can you demonstrate compliance 

with all elements of the Saving 
Babies’ Lives care bundle version 
two (SBLCBv2) and working 
towards implementation of 
Version 3 by March 2024? 

Each element of the SBLCBv2 has 
been implemented to the required 
standard. This is evidenced through 
audits in quarterly reporting, 
guidelines, and Trust maternity 
dashboard. The trust has completed 
a national tool to show an 
implementation plan and the 
quarterly meeting with the LMNS 
has been completed to discuss 
Implementation plan and trust 
evidence to the required standard 
by March 2024. By end of MIS 5 the 
trust can evidence 70% overall 
compliance with SBLCB version 3. 

 
 
 

7 Can you demonstrate that you 
have a mechanism for gathering 
service user feedback, and that 
you work with service users 
through your Maternity Voices 
Partnership (MNVP) to coproduce 
local maternity services? 

Evidence of coproduction with 
Maternity Voices Partnership 
(MNVP). MNVP chair attends 
maternity governance meetings. 
Work plan has been adapted in line 
with NHS three year single delivery 
plan.  
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8 Can you evidence that a local 

training plan is in place to ensure 
that all six core modules of the 
Core Competency Framework will 
be included in your unit training 
programme over the next 3 years, 
starting from the launch of MIS 
year 5? In addition, can you 
evidence that at least 80% of 
each relevant maternity unit staff 
group has attended an ‘in house’, 
one-day, multi-professional 
training day which includes a 
selection of maternity 
emergencies, antenatal and 
intrapartum fetal surveillance, 
and newborn life support, 
starting from the launch of MIS 
year 5? 

Training Needs Analysis is in place. A 
training database and trajectory is 
maintained to support forward 
planning and to demonstrate 
compliance. Multidisciplinary 
training is in place, including all 
required elements. Over 80% of all 
staff within each staff group are 
compliant with training for six core 
modules (100% by Jan 2024) 

 

 
 
 

9 Can you demonstrate that there 
are robust processes in place to 
provide assurance to the Board 
on maternity and neonatal safety 
and quality issues? 

Perinatal Quality Surveillance Tool in 
use. Shared with Safety Champions 
and Board monthly. Board level 
Safety Champions engage with staff 
at monthly feedback sessions.  
Midwifery continuity of carer has 
been reviewed at Trust Board level. 
Active involvement in MatNeoSip 
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10 Have you reported 100% of 

qualifying cases to Healthcare 
Safety Investigation Branch (HSIB) 
and to NHS Resolution's Early 
Notification (EN) scheme for 
2022/23? 

MNSI (formerly HSIB and NHS 
Resolution records demonstrate 
reporting. Shared with the trust 
board. The trust can evidence NHSR 
maternity claims discussion based 
on annual claims score cards. There 
has been quarterly meetings in the 
MIS year 5 timeframe to discuss 
maternity claims triangulated with 
complaints, at the divisional 
meetings based on claims score 
cards.  
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Women’s and Children’s Division 

Maternity Department 

November 2023 

Appendix 1: Maternity Incentive Scheme NHSR Year 5 

MIS road Map 

Submission data timeline 30th May 2023- 7th December 2023 

 

 

Progress   

Completed   

On track   

Paused/delayed   

Concern   
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PMRT (SA1)     Final 
Submission 

Are you using the National 
Perinatal Mortality Review Tool to 
review perinatal deaths to the 
required standard? 
 

  Trust board: 
Integrated 
maternity 
report 
Sep2023 
Dec 2023 

 01/02/24 
Submit 
before 12 
Noon 
 

Lead: Bereavement Midwife 
Lead/Risk and Governance lead 

Evidence Progress Deadlines Comments Escalations 

All eligible perinatal deaths to be 
reported to MBRRACE-UK within 7 
working days.  For deaths from 30 
May 2023, MBRRACE-UK 
surveillance information should be 
completed within one calendar 
month of the death. 
 

MBRRACE database  Sep 2023 
Dec2023 

Compliant  

For 95% of  all the deaths of babies 
in your Trust eligible for PMRT 
review, parents should have their 
perspectives of care and any 
questions they have sought from 
30 May 2023 onwards 
For deaths of babies who were 
born and died in your Trust multi-
disciplinary reviews using the 
PMRT should be carried out from 
30 May 2023.  95% of reviews 
should be started within two 

Local dashboard 
MBRRACE database 
PMRT tool 

  Compliant  
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months of the death, and a 
minimum of 60% of multi-
disciplinary reviews should be 
completed to the draft report 
stage within four months of the 
death and published within six 
months. 
 
 
 
 
 

Quarterly reports should be 
submitted to the Trust Executive 
Board from 30 May 2023 
that includes details of the deaths 
reviewed. Any themes identified 
and the consequent action plans. 
The report should evidence that 
the PMRT has been used to review 
eligible perinatal deaths and that 
the required standards a), b) and c) 
have been met. For standard b) for 
any parents who have not been 
informed about the review taking 
place, reasons for this should be 
documented within the PMRT 
review. 
 
 
 

Minutes of PMRT meetings 
Dashboard 
MBRRACE data 
 
Quarterly and monthly perinatal quality 
surveillance reporting demonstrates that the PMRT 
has been used appropriately 

  Compliant  

20 

182 of 466 
T

rust B
oard M

eeting in P
ublic 7 D

ecem
ber 2023-07/12/23 



T
ab 20 Item

 20 T
B

 P
ublic 7 D

ec 2023 M
aternity Incentive S

chem
e (M

IS
) Y

ear 5 D
eclaration F

orm
 

Maternity Incentive Scheme NHSR Year 5 

MIS road Map 

4 
 

MSDS (SA2)     Final 
submission 

Are you submitting data to the 
Maternity Services Data Set 
(MSDS) to the required standard? 
 

Clinical Negligence Scheme for Trusts: Scorecard 
 

 Trust board: 
MIS update 
Sep2023 
Dec 2023 

 01/02/24 
Submit 
before 12 
Noon 
 

Lead: Digital midwife Evidence Progress Deadlines Comments Escalations 

Trust Boards to assure themselves 
that at least 10 out of 11 Clinical 
Quality Improvement Metrics 
(CQIMs) have passed the 
associated data quality criteria in 
the “Clinical Negligence Scheme 
for Trusts: Scorecard” in the 
Maternity Services Monthly 
Statistics publication series for 
data submissions relating to 
activity in July 2023. Final data for 
July 2023 will be published during 
October 2023 

MSDS MIS report  MIS updates 
to QC Nov 
2023 
 
Board paper 
Nov 2023 
MSDS data in 
July 
compliant 
WHTH 
compliance 
confirmed in 
Oct MSDS 
national 
report 

 Compliant  

July 2023 data contained valid 
ethnic category (Mother) for at 
least 90% of women booked in the 
month. Not stated, missing, and 
not known are not included as 
valid records for this assessment as 
they are only expected to be used 

CNST Scorecards  July 2023 
MSDS data in 
July 
compliant 

Compliant  
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in exceptional circumstances. 
(MSD001) 

Trust Boards to confirm to NHS 
Resolution that they have passed 
the associated data quality criteria 
in the “Clinical Negligence Scheme 
for Trusts: Scorecard” in the 
Maternity Services Monthly 
Statistics publication series for 
data submissions relating to 
activity in July 2023 for the 
following metrics: 
MCoC - Midwifery Continuity of 
Carer 
i. Over 5% of women who have an 
Antenatal Care Plan recorded by 
29 weeks and have the CoC 
pathway indicator completed. 
 
ii. Over 5% of women recorded as 
being placed on a CoC pathway 
where both Care Professional ID 
and Team ID have also been 
provided. 

CNST Scorecards 
Maternity Dashboard 
Trusts to make an MSDS submission before the 
Provisional Processing Deadline for July 2023 data 
by the end of August 2023. 

  Compliant  

Trusts to have at least two people 
registered to submit MSDS data to 
SDCS Cloud who must still be 
working in the Trust. 
 
 

  QC paper 
Nov 2023 

Compliant  
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SA3      Final 
submission 

Can you demonstrate that you 
have transitional care services in 
place to minimise separation of 
mothers and their babies? 

 

    01/02/24 
Submit 
before 12 
Noon 
 

Lead: Neonatal consultant 
Lead/Neonatal Matron 

Evidence Progress Deadlines Comments Escalations 

a) Pathways of care into 
transitional care (TC) have been 
jointly approved by maternity and 
neonatal teams with a focus on 
minimising separation of mothers 
and babies. Neonatal teams are 
involved in decision making and 
planning care for all babies in 
transitional care. 

 

Local policy/pathway based on principles of British 
Association of Perinatal Medicine (BAPM) 
transitional care with evidence of neonatal 
involvement in care planning.  
Capture of Admission criteria HRG XA04 .  
Staffing model.  
 
Quarterly audits of compliance with the policy 

 Trust board: 
Integrated 
maternity 
report 
Sep2023 
Maternity 
safety 
champion 
monthly 
meetings 
 

Compliant  

b) A robust process is in place 
which demonstrates a joint 
maternity and neonatal approach 
to auditing all admissions to the 
NNU of babies equal to or greater 
than 37 weeks. The focus of the 

Evidence of joint maternity and neonatal reviews of 
all admissions to the NNU of babies equal to or 
greater than 37 weeks.  
 

 ATAIN 
program part 
of Maternity 
oversight 
board report 
quarterly  

Compliant  
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review is to identify whether 
separation could have been 
avoided. An action plan to address 
findings is shared with the 
quadrumvirate (clinical directors 
for neonatology and obstetrics, 
Director, or Head of Midwifery 
(DoM/HoM) and operational lead) 
as well as the Trust Board, LMNS 
and ICB. 

 

Evidence of an action plan agreed by both 
maternity and neonatal leads (equal to or greater 
than 37 weeks) 
 
Evidence that the action plan has been signed off 
by the DoM/HoM, Clinical Directors for both 
obstetrics and neonatology and the operational 
lead and involving oversight of progress with the 
action plan.   
 
 
HWE LMNS NCCR ATAIN shared learning: 
Evidence that the action plan has been signed off 
by the Trust Board, LMNS and ICB with oversight of 
progress with the plan 
 
Maternity safety champion meetings 
 

c) Drawing on the insights from the 
data recording undertaken in the 
Year 4 scheme, which included 
babies between 34+0 and 36+6, 
Trusts should have or be working 
towards implementing a 
transitional care pathway in 
alignment with the BAPM 
Transitional Care Framework for 
Practice for both late preterm and 
term babies. There should be a 
clear, agreed timescale for 
implementing this pathway. 

Guideline for admission to TC to include babies 
34+0 and above and data to evidence this is 
occurring OR An action plan signed off by the Trust 
Board for a move towards a transitional care 
pathway for babies from 34+0 with clear time 
scales for full implementation. 
 

 Guideline in 
place 

Compliant  
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SA4      Final 
submission 

Can you demonstrate an effective 
system of clinical workforce 
planning to the required 
standard? 

    01/02/24 
Submit 
before 12 
Noon 
 

Lead: DOM/HOM Evidence Progress Deadlines Comments Escalations 

1) NHS Trusts/organisations should 
ensure that the following criteria 
are met for employing short-term 
(2 weeks or less) locum doctors in 
Obstetrics and Gynaecology on tier 
2 or 3 (middle grade) rotas: a. 
currently work in their unit on the 
tier 2 or 3 rota or b. have worked 
in their unit within the last 5 years 
on the tier 2 or 3 (middle grade) 
rota as a postgraduate doctor in 
training and remain in the training 
programme with satisfactory 
Annual Review of Competency 
Progressions (ARCP) or c. hold an 
Royal College of Obstetrics and 

1) audit of compliance via Medical Human 
Resources and if there are occasions where these 
standards have not been met/escalation to Board 
Trust Board level safety champions and LMNS place 
processes and actions to address any deviation. 
Compliance is demonstrated by completion of the 
audit and action plan to address any lapses.  
 
Certificate of eligibility (CEL) for short term locums  
 
Training data 

 Trust board 
Sep 2023  

Compliant  
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Gynaecology (RCOG) certificate of 
eligibility to undertake short-term 
locums. 

2) Trusts/organisations should 
implement the RCOG guidance on 
engagement of long-term locums 
and provide assurance that they 
have evidence of compliance, or 
an action plan to address any 
shortfalls in compliance, to the 
Trust Board, Trust Board level 
safety champions and LMNS 
meetings. rcog-guidance-on-the-
engagement-of-long-termlocums-
in-mate.pdf 

Obstetric/neonatal nursing and medical 
workforce/anaesthetics establishment paper to 
trust board based on RCOG. 
 
 
Dedicated duty anaesthetic cover rota 
Neonatal nursing plan is in line with BAPM staffing 
compliance. 
 
Datix reporting red flags 

  Compliant  

3) Trusts/organisations should 
implement RCOG guidance on 
compensatory rest where 
consultants and senior Speciality 
and Specialist (SAS) doctors are 
working as non-resident on-call 
out of hours and do not have 
sufficient rest to undertake their 
normal working duties the 
following day. Services should 
provide assurance that they have 
evidence of compliance, or an 
action plan to address any 
shortfalls in compliance, to the 
Trust Board, Trust Board level 
safety champions and LMNS 

3) Standard Operating Procedures (roles and 
responsibilities of consultants/senior SAS doctors) 
 
GMC survey result 
(RCOG Safe Staffing Hub Safe staffing | RCOG) 
 
Trusts’ positions with the requirement should be 
shared with the Trust Board, the Board-level safety 
champions as well as LMNS 

  Compliant  
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meetings. rcog-guidance-on-
compensatory-rest.pdf 
 

b) Anaesthetic medical workforce 
A duty anaesthetist is immediately 
available for the obstetric unit 24 
hours a day and should have clear 
lines of communication to the 
supervising anaesthetic consultant 
at all times. Where the duty 
anaesthetist has other 
responsibilities, they should be 
able to delegate care of their non-
obstetric patients to be able to 
attend immediately to obstetric 
patients. (Anaesthesia Clinical 
Services Accreditation (ACSA) 
standard 1.7.2.1) 

The rota as evidence of compliance with ACSA 
standard 1.7.2.1. 
 
 
 
 
 
 
 

  Compliant  

c) Neonatal medical workforce 
The neonatal unit meets the 
relevant British Association of 
Perinatal Medicine (BAPM) 
national standards of medical 
staffing. If the requirements have 
not been met in year 3 and or 4 or 
5 of MIS, Trust Board should 
evidence progress against the 
action plan developed previously 
and include new relevant actions 
to address deficiencies. If the 
requirements had been met 

 
Board minutes to reflect relevant BAPM 
recommendations of the neonatal medical 
workforce.  
 
Agreed action plan with the Trust Board to evidence 
progress against any action plan developed 
previously to address deficiencies.  
 
A copy of the action plan, outlining progress against 
each of the actions, should be submitted to the 
LMNS and Neonatal Operational Delivery Network 
(ODN) 

  Compliant  
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previously but are not met in year 
5, Trust Board should develop an 
action plan in year 5 of MIS to 
address deficiencies. Any action 
plans should be shared with the 
LMNS and Neonatal Operational 
Delivery Network (ODN). 

 

d) Neonatal nursing workforce the 
neonatal unit meets the BAPM 
neonatal nursing standards. If the 
requirements have not been met 
in year 3 and or year 4 and 5 of 
MIS, Trust Board should evidence 
progress against the action plan 
previously developed and include 
new relevant actions to address 
deficiencies. If the requirements 
had been met previously without 
the need of developing an action 
plan to address deficiencies, 
however they are not met in year 5 
Trust Board should develop an 
action plan in year 5 of MIS to 
address deficiencies. Any action 
plans should be shared with the 
LMNS and Neonatal Operational 
Delivery Network (ODN) 

Trust Board minutes: evidence of compliance with 
BAPM Nurse staffing standards annually using the 
Neonatal Nursing Workforce Calculator (2020) with 
an action plan if non-compliant. 
 
A copy of the action plan, outlining progress against 
each of the actions, should be submitted to the 
LMNS and Neonatal Operational Delivery Network 
(ODN). 
 

  Compliant  

SA5     Final 
submission 
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Can you demonstrate an effective 
system of midwifery workforce 
planning to the required 
standard? 

    01/02/24 
Submit 
before 12 
Noon 
 

Lead: Director of Midwifery Evidence Progress Deadlines Comments Escalations 

a) A systematic, evidence-based 
process to calculate midwifery 
staffing establishment is 
comp+A3+A5:A+A5:A9 
 

Funded clinical establishment in line with last full 
Birthrate+ assessment in Jan 2022 with 6 monthly 
reviews 

 Trust Board 
Sep 2023 
QC  
June 2023 

Compliant  

b) Trust Board to evidence 
midwifery staffing budget reflects 
establishment as calculated in a) 
above. 
 

Safe staffing paper as triangulation of safe staffing 
Risk register 
Maternity dashboard 
Divisional management meeting minutes 
Divisional IPR monthly  

 Establishment 
refresh 
completed 
due to PERC 
in Nov then 
trust board in 
Dec 

  

c) The midwifery coordinator in 
charge of labour ward must have 
supernumerary status; (defined as 
having no caseload of their own 
during their shift) to ensure there 
is an oversight of all birth activity 
within the service. 
 

As above   Compliant  

e) Submit a midwifery staffing 
oversight report that covers 
staffing/safety issues to the Board 
every 6 months, during the 

As above   Compliant  
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maternity incentive scheme year 
five reporting period. 

 

SA6     Final 
submission 

Can you demonstrate you are on 
track to compliance with all 
elements of Saving Babies Lives 
Care Bundle Version Three? 

    01/02/24 
Submit 
before 12 
Noon 
 

Lead: Consultant midwife public 
Health  

Evidence Progress Deadlines Comments Escalations 

1) Provide assurance to the Trust 
Board and ICB that you are on 
track to fully implement all 6 
elements of SBLv3 by March 2024. 
 

Evidence of compliance 
Included in the maternity oversight paper to board 
Discussed at maternity safety champion and QC 
 
Three Year Delivery Plan for Maternity and 
Neonatal Services sets out that providers should 
fully implement Version Three by March 2024.  
 
Evidence of using the new tool to track and 
evidence improvement and compliance with the 
requirements set out in Version Three.  
 
evidence of using the new national implementation 
tool to track and compliance with SBLCB v3 /shared 
with trust board/ICB  
 
evidence of progress by feb 2024  

 Joint HWE 
ICB/WHTH 
quarterly 
meeting to be 
agreed in 
June meeting. 
 
 

Quarterly 
meetings held 
with ICB  
 
National tool 
completed and 
submitted on 
the NHS future 
platform for 
LMNS review. 
 
SBLCB audit 
tool in progress 
 
The trust is 
compliant with 
Version 2 
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to demonstrate implementation of 70% of 
interventions across all 6 elements overall, and 
implementation of at least 50% of interventions in 
each individual element. These percentages will be 
calculated within the national implementation tool 
once available. 
 

The Trust can 
show evidence 
of 
implementation 
plan for SBLCB 
version 3 as 
indicated on 
the national 
tool submitted 
withing the 
expected 
timeframe 

2) Hold quarterly quality 
improvement discussions with the 
ICB, using the new national 
implementation tool once 
available 
 

2) two quarterly quality improvement discussions 
joint ICB (as commissioner) and the Trust 
Minutes to reflect specific improvement work being 
undertaken including evidence of generating and 
using the process and outcome metrics for each 
element. 
Evidence of sustained improvement   
Regular review of local themes and trends 
regarding potential harms in each of the six 
elements. Sharing of examples and evidence of 
continuous learning by individual Trusts with their 
local ICB and neighbouring Trusts. 

  Compliant  

SA7     Final 
submission 

Listen to women, parents and 
families using maternity and 
neonatal services and coproduce 
services with users. 

 
 
 

   01/02/24 
Submit 
before 12 
Noon 
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Lead: DOM/HOM Evidence Progress Deadlines Comments Escalations 

1. Ensure a funded, user-led 
Maternity and Neonatal Voices 
Partnership (MNVP) is in place 
which is in line with the Delivery 
Plan and MNVP Guidance (due for 
publication in 2023). Parents with 
neonatal experience may give 
feedback via the MNVP and Parent 
Advisory Group 

Evidence of coproduction with Maternity 
Voices Partnership (MVP).  
 
Attendance at maternity departmental 
governance meetings 
 
Minutes of MVP meeting 
 
Evidence of 15 step walkabout 
 
Establishing MNVP and work plan and 
collaboration across LMNS  
 
Appropriately employed or remunerated 
including training, administrative and IT 
support.  
Evidence that service users receive out of 
pocket expenses, including childcare costs and 
receive timely payment for these expenses.   
 
Evidence that the MNVP is prioritising hearing 
the voices of neonatal and bereaved families 
as well as women from Black, Asian, and 
Minority Ethnic backgrounds and women living 

 

 Maternity 
integrated 
report 
quarterly to 
QC (to include 
PQSM) 
 
Trust board 
Sep 2023 
Nov 2023 

Compliant  
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in areas with high levels of deprivation in 
support of findings in the MBRRACE-UK 
reports about maternal death and morbidity 
and perinatal mortality. 

  

2. Ensuring an action plan is 
coproduced with the MNVP 
following annual CQC Maternity 
Survey data publication (due each 
January), including analysis of free 
text data, and progress monitored 
regularly by safety champions and 
LMNS Board. 

Included above   Compliant  

3. Ensuring neonatal and maternity 
service user feedback is collated 
and acted upon within the 
neonatal and maternity service, 
with evidence of reviews of 
themes and subsequent actions 
monitored by local safety 
champions. 

Included above 
 
FFT 
Trust’s patient experience report 

  Compliant  

SA8     Final 
submission 

Can you evidence the following 3 
elements of local training plans 
and 'in-house', one day multi 
professional training? 
 
 

Self-certification using Board declaration form. 
 
 

 QC august 
and 
November 
2023 

Compliant  01/02/24 
Submit 
before 12 
Noon 
 

20 

T
rust B

oard M
eeting in P

ublic 7 D
ecem

ber 2023-07/12/23 
195 of 466 



T
ab 20 Item

 20 T
B

 P
ublic 7 D

ec 2023 M
aternity Incentive S

chem
e (M

IS
) Y

ear 5 D
eclaration F

orm
 

Maternity Incentive Scheme NHSR Year 5 

MIS road Map 

17 
 

 
 

Lead: Maternity lead for 
education 

Evidence Progress Deadlines Comments Escalations 

1. A local training plan is in place 
for implementation of Version 2 of 
the Core Competency Framework. 
2. The plan has been agreed with 
the quadrumvirate before sign-off 
by the Trust Board and the 
LMNS/ICB.  
3. The plan is developed based on 
the “How to” Guide developed by 
NHS England 
12 consecutive months from the 
end date used to calculate 
percentage compliance to meet 
Safety Action 8 in the Year 4 
scheme. 
 
 
 

Training Needs Analysis  
Training database and trajectory 
Evidence of Multidisciplinary training program 
With the required element 
Departmental CG meetings 

 Trust board: 
MIS update 
Sep2023 
Dec 2023 

Review of Core 
competency 
framework 
version 2 in 
progress and 
preliminary 
reviews shown 
low risk to the 
trust and 
compliance is 
on track 
 
Current 
compliance 
80% overall 
100% by Jan 
2024 

 

SA9     Final 
submission 

Can you Demonstrate that there 
are robust processes in place to 
provide assurance to the Board on 
maternity and neonatal safety 
and quality issues? 

    01/02/24 
Submit 
before 12 
Noon 
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Lead: DOM/Head of Maternity 
Governance 

Evidence Progress Deadlines Comments Escalations 

a) All six requirements of Principle 
1 of the Perinatal Quality 
Surveillance Model must be fully 
embedded. 
 

Evidence of NED appointment as Board safety 
champion to address quality issues.   
 
Trust board IPR: Monthly review of maternity and 
neonatal quality is undertaken by the Trust Board, 
including thematic review of learning of all 
maternity Serious Incidents (SIs).   
Evidence of review of PQSM in collaboration with 
the local maternity and neonatal system (LMNS) 
lead  
 
Provide evidence to show how Trust-level 
intelligence is being shared in the region and ICB: 
 
Minutes of LMNS quality and safety group 
HWE/WHTH bimonthly meeting. Minutes of Safety 
Champions meetings. Evidence of review of 
Midwifery continuity of carer that is shared with 
trust board.  Evidence of maternity safety 
champions attending MatNeoSip 

 Integrated 
Maternity 
Report 
 
Board IPR 
 
PSIRF training 
has 
commenced. 
The trust is 
working 
closely with 
the early 
implementers 
for PSIRF in 
maternity 
 
 
 
 
 
 
 
 
 
 
 
 
 

Compliant  
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b) Evidence that discussions 
regarding safety intelligence; 
concerns raised by staff and 
service users; progress and actions 
relating to a local improvement 
plan utilising the Patient Safety 
Incident Response Framework are 
reflected in the minutes of Board, 
LMNS/ICS/ Local & Regional 
Learning System meetings. 
 

Monthly board level discussion regarding safety 
intelligence, including the number of incidents 
reported as serious harm, themes identified, and 
actions being taken to address any issues; staff and 
service user feedback; minimum staffing in 
maternity services and training compliance.  
 
Evidence of engagement session with staff 
Monthly safety champion meeting minutes and 
walkabouts reflecting identified concerns raised by 
staff and service users from no later than the 17th 
July 2023.  
 
Evidence that a review of the Trust’s claims 
scorecard is undertaken alongside incident and 
complaint data and discussed by the maternity, 
neonatal and Trust Board level safety champions at 
a Trust level (Board or directorate) quality meeting 
by 17th July 2023.  
 
Evidence of at least one before the end of the year 
5 scheme demonstrating oversight of progress with 
PSIRF plan. 

  
 
 
 
 
 
 
Submitted at 
Divisional 
management 
group and 
divisional 
governance 
meeting in 
July  

Compliant  

c) Evidence that the Maternity and 
Neonatal Board Safety Champions 
(BSC) are supporting the perinatal 
quadrumvirate in their work to 
better understand and craft local 
cultures. 

 

Evidence for point c): Evidence that the Board 
Safety Champions have been involved in the NHS 
England Perinatal Culture and Leadership 
Programme. This will include Evidence that both 
the non-executive and executive maternity and 
neonatal Board safety champion have registered to 
the dedicated FutureNHS workspace to access the 

  Compliant  
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resources available.  Evidence in the Board minutes 
that the work undertaken to better understand the 
culture within their maternity and neonatal services 
has been received and that any support required of 
the Board has been identified and is being 
implemented. 

SA10   
 

  Final 
Submission 

Have reported 100% of qualifying 
cases reported to Healthcare 
Safety Investigation Branch 
(HSIB/CQC/MNSI) and to  NHS 
Resolutions Early Notification (EN) 
scheme from 30 May 2023 to 7 
December 2023? 

 
 
 
 
 

   01/02/24 
Submit 
before 12 
Noon 
 

Lead: DOM/HOM Evidence Progress Deadlines Comments Escalations 

A) Reporting of all qualifying cases 
to HSIB/CQC//MNSI from 30 May 
2023 to 7 December 2023  
 
B) Reporting of all qualifying EN 
cases to NHS Resolution's Early 
Notification (EN) Scheme from 30 
May 2023 until 7 December 2023  
 
C) For all qualifying cases which 
have occurred during the period 
30 May 2023 to 7 December 2023, 
the Trust Board are assured that:  
i. the family have received 

Trust Board sight of Trust legal services and 
maternity clinical governance records of qualifying 
HSIB/CQC/MNSI/EN incidents and numbers 
reported to HSIB/CQC/MNSI and NHS Resolution.  
Trust Board sight of evidence family involvement in 
understanding the role of HSIB/CQC/MNSI and EN 
scheme. Evidence of Trust Board sight of evidence 
of compliance with the statutory duty of candour. 
 
HSIB and NHS Resolution records to demonstrate 
reporting.  
 
PQSM 

 Trust board 
Sep 2023 
Nov 2023 
 
Maternity 
integrated 
reporting 
Sep 2023 

Compliant  
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information on the role of 
HSIB/CQC/MNSI and NHS 
Resolution’s EN scheme; and  
ii. there has been compliance, 
where required, with Regulation 
20 of the Health and Social Care 
Act 2008 (Regulated Activities) 
Regulations 2014 in respect of the 
duty of candour. 
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MIS year 5 

Appendix 2: Safety action 1: PMRT eligible cases 30th May 2023-7th December 2023 

 

 

 

20 

Trust Board Meeting in Public 7 December 2023-07/12/23 201 of 466 



T
ab 20 Item

 20 T
B

 P
ublic 7 D

ec 2023 M
aternity Incentive S

chem
e (M

IS
) Y

ear 5 D
eclaration F

orm
 

Appendix 3: WHTH MSDS compliance July 2023 
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Appendix 4: Communication from NHSR re new guidance  
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Hertfordshire and West Essex 

Integrated Care System

Herts and West Essex

Local Maternity and Neonatal System

West Hertfordshire Teaching Hospital Trust

Core Competency Framework MDT Training 

Compliance November 2023
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CORE COMPETENCY TRAINING FRAMEWORK TRAINING COMPLIANCE  (TARGET 90%)
Must include consideration of human factors, local transfer processes and policies (hospital and community settings), use of locally agreed safety language and communication 

with women, families and staff, particularly where debrief is required as part of emergency scenario  training.

Training should include sharing of local learning from maternal and neonatal outcomes (including learning from in-situ simulation) and ideally benchmarked against other units.

SAVING BABIES LIVES 

CARE BUNDLE

MINIMUM 
REQUIREMENT Dec (22) Jan (23) Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec 23
1. Smoke free 
pregnancy
2. Monitoring 
growth restriction
3. Fetal 
movements 
4. Pre-term birth
5. Diabetes  

Midwives 99% 99% 99% 96% 96% 96% 98% 98% 96% 98%
98%

Cons 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 88%

Junior Dr’s 
Reg, SHO, 
GP trainees   94% 94% 87% 71% 71% 81% 93% 96% 37% 41% 92%

GAP AND GROW TRAINING

MINIMUM 
REQUIREMENT Dec (22)

Jan 
(23) Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec 23

Training and 
competency 
assessment in:
• Measuring SFH 

with a tape 
measure

• Plotting 
measurements 
on charts

• Appropriate 
interpretation

• Appropriate 
escalation and 
referral

           (TARGET 90%)

MIDWIVES 99% 99% 99% 96% 96% 96% 98% 98% 96% 98% 98%

CONS 95% 95% 100% 100% 100% 100% 100% 100% 100% 100% 88%

Junior Dr’s 
Reg, SHO, GP 
trainees 94% 94% 94% 71% 71% 81% 93% 96% 37% 41% 92%
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CORE COMPETENCY TRAINING FRAMEWORK TRAINING COMPLIANCE  (TARGET 90%)
Must include consideration of human factors, local transfer processes and policies (hospital and community settings), use of locally agreed safety language and 

communication with women, families and staff, particularly where debrief is required as part of emergency scenario  training.

Training should include sharing of local learning from maternal and neonatal outcomes (including learning from in-situ simulation) and ideally benchmarked 

against other units.

FETAL SURVEILLANCE IN 

LABOUR

MINIMUM 
REQUIREMENT

Dec 
(22) Jan (23) Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec

Local In-House FM 
Study Day at all LMNS 
Trusts;
Risk assessment 
throughout labour
Fetal monitoring – 
Intermittent 
auscultation (IA)
Fetal Monitoring – 
Electronic Fetal 
Monitoring (EFM)
Use of local case 
histories

           (TARGET 90%)

*Foundation Year 
Doctors included

MIDWIVES 99% 99% 99% 99% 100% 100% 98% 98% 97% 98% 100%

CONS 94% 94% 100% 100% 100% 100% 100% 100% 69% 88% 94%

All other 
doctors, Reg, 
SHO, GP 
trainees 96% 96% 93% 97% 100% 95% 95% 95% 35% 55% 100%
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MATERNITY EMERGENCIES AND MULTIPROFESSIONAL TRAINING

MINIMUM REQUIREMENT
Dec (22) Jan (23) Feb Mar Apr May Jun Jul

Au
g Sep Oct Nov Dec

Locally identified training needs relating 
to emergency scenarios which might 
include:
Antepartum Haemorrhage and 
Postpartum Haemorrhage (L&W Y1, P 
Y2)
Impacted fetal head (P Y1, L Y2, W Y3)
Pre-eclampsia/eclampsia, severe 
hypertension (L&P Y1, W Y3) etc
Uterine rupture
Maternal resuscitation
Vaginal breech birth
Shoulder dystocia
Cord prolapse
Include:
• The use of maternal critical care 

observation charts
• Structured review proformas
• Deterioration and escalation 

thresholds
• Timing of birth and immediate 

postnatal care
(TARGET 90%)   

CONS 100% 100% 100% 88% 76% 76% 83% 83% 81% 94% 81%

All other  Obs 
doctors, Reg, SHO, 
GP trainees 97% 80% 71% 87% 81% 81% 83% 96% 30% 48% 100%

Obs Anaesthetic 
consultants 100% 100% 100% 100% 100% 100% 100% 100% 88% 88% 94%

All other obs 
Anaesthetic 
doctors 95% 100% 100% 100% 100% 100% 100% 100% 70% 80% 89%

Midwives 99% 97% 99% 96% 96% 96% 98% 98% 99% 98% 98%

Maternity support 
workers and health 
care 
assistants(maternit
y skills drills as a 
minimum) 97% 98% 99% 96 84% 84% 93% 96% 100%

100%
100%
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PERSONALISED CARE

MINIMUM REQUIREMENT Dec (22) Jan(23) Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
Ongoing antenatal and 
intrapartum risk assessment with a 
holistic view from a woman’s 
personal perspective, offering her 
informed choice. (L Y1, P Y2, W Y3)

Maternal mental health (L Y1, P Y2, 
W Y3)

Vulnerable women and families (L 
Y2, P Y3, W Y1)

Social factors requiring referral (L 
Y2, P Y3, W Y1)

Families with babies on NICU (L Y3, 
P Y1, W Y2)

Bereavement care (L Y3, P Y1, W 
Y2)

           (TARGET 90%)

Midwives 99% 99% 99% 96% 96% 96% 98% 98% 96% 98% 98%

Obs Cons 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 88%

All other 
obs 
doctors, 
Reg, SHO, 
GP trainees

94% 80% 71% 71% 81% 81% 93% 93% 37% 41% 92%
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CARE DURING LABOUR AND THE 

IMMEDIATE POSTNATAL PERIOD

MINIMUM REQUIREMENT Dec (22) Jan (23) Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
Management of labour
VBAC and uterine rupture
GBS in labour . (L Y1, P Y2, W 
Y3)

Management of epidural 
anaesthesia . (L Y1, P Y2, W 
Y3)

Operative vaginal birth – 
ROBuST (L Y2, P Y3, W Y1)

Perineal trauma – prevention 
of and OASI pathway (L Y2, P 
Y3, W Y1)

Recovery care after general 
anaesthetic (L Y3, P Y1, W 
Y2)

           (TARGET 90%)

Obstetric 
consultants
 100% 100% 100% 100% 100% 100% 100% 100% 81% 94% 81%
All other obs 
doctors, reg, sho, 
gp trainees

97% 80% 71% 71% 76% 71% 96% 96% 30% 48% 100%
Obstetric 
anaesthetic 
consultants

100% 100% 100% 100% 100% 100% 100% 100% 88% 88% 94%
All other obstetric 
anaesthetic 
doctors 95% 100% 100% 100% 100% 100% 100% 100% 70% 80% 89%
Midwives

99% 97% 99% 96% 96% 96% 98% 98% 99% 98% 98%
Maternity support 
workers and 
health care 
assistants

97% 98% 99% 88% 84% 85% 93% 93% 100% 100% 100%
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NEONATAL LIFE SUPPORT

MINIMUM 
REQUIREMENT Dec (22) Jan (23) Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
Identification of a baby 
requiring resuscitation 
after birth and support 
immediate neonatal 
resuscitation until 
specialist neonatal help 
is available 
Assessed ability to 
deliver inflation breaths
Knowledge and 
understanding of the 
NLS algorithm
How to call for help 
within the organisation
Situation, Background, 
Assessment, 
Recommendation (SBAR) 
or equivalent 
communication tool 
handover on arrival of 
help
Recognition of the 
deteriorating newborn 
infant with actions to be 
taken

           (TARGET 90%)

Neonatal  
paediatric 
consultants 
covering neonatal 
units 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%

Neonatal junior 
doctors covering 
deliveries 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%

Neonatal nurses 
band 5 and above 97% 97% 100% 96% 96% 96% 96% 96% 90.7% 95.4% 95%

Advanced 
neonatal nurse 
practitioner 
(ANNPs) 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%

MIDWIVES 99% 99% 99% 97% 97% 97% 97% 97% 99% 98% 98%
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98%
81%

94% 89%
100% 100% 100% 95% 100%

PROMPT Compliance %
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TRAJECTORY TO ACHIEVE ≥ 90% TRAINING COMPLIANCE BY Jan 2024

STAFF 
GROUP

PROMPT NOT 
TRAINED 

DUE TO EXPIRE IN 
DEC 23

TOTAL NOT 
TRAINED 

BOOKED TO ATTEND DEC TOTAL % 
TRAINED 
Jan 2024

Obs 
Consultants

3/16 0/16 3/16 2 booked in December
I booked for Jan

100%

Anaesthetic 
Reg

1/9 1/9 1/9 1 booked in Jan 100%

MED 2

Obs 
Consultants 

2/16 4/16 6/16 3 booked in Dec 
3 remaining will be booked in Dec 
and Jan 

100%
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November 2023 WHHT Trajectory

• Support from the obstetric team has significantly improved compliance particularly for the junior obstetric doctors who are now at 100% 
and 92% compliance for prompt and Med 2 respectively. 

• Areas with no concerns- Midwifery, support staff, junior obstetric doctors and anaesthetic consultants. All above 90% and predicted to 
remain above 90% for December and January projection. 

• Groups under 90% compliance and action plan moving forward. 
– Consultant Obstetricians: Projected compliance for Prompt in December is 94% provided 3 people booked do attend. 

– Consultant Obstetricians: Projected compliance for Med 2 in December is 81%. 2x consultants will be expired and currently not booked to attend. Awaiting responses to attend in December. Otherwise plan 
to book for January date. If both attend by January and staff booked attend in December, compliance will be 100% in January 2024. 

– Anaesthetic specialty doctors: Due to having only 9 specialty doctors, compliance drops to 89% with one doctor expired. Current expired doctor booked to attend in December, however 1x doctor expires in 
December and unable to attend in December so December projection remains at 88%. Therefore, this doctor will need to be booked for January which will increase compliance to 100% by January 2024 

• Plans for 2024: 
– Historical issues booking new doctors onto training when starting at the trust. 3 start dates are the first Wednesday of April, August and December. 

– Additional prompt in August for new doctors added. 

– Prompt in December 2024 will capture new doctors

– Unable to change Prompt date for April but plans to align for 2025. 

– Clinical capacity on these dates will be reduced to allow new starting doctors to attend Prompt during their induction week. Support with clinical leads will be ongoing. 

– New doctors will be booked onto next available Med 2 and clinical capacity will need to be reduced on these dates. 

– Anaesthetic and obstetric doctors have been made aware of their expiry date and asked to book on. Doctors will be booked on with at least 6 months notice and will require support from the clinical leads. 
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Thank you
Herts and West Essex

Local Maternity and Neonatal System
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Maternity Incentive Scheme – year five 

Conditions of the scheme  

Ten maternity safety actions with technical guidance 

Questions and answers related to the scheme 
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Contents 
 

Introduction 4 

Maternity incentive scheme year five conditions 
 

4 

Safety action 1: Are you using the National Perinatal Mortality Review Tool to 
review perinatal deaths to the required standard? 
 

8 

Technical guidance for Safety action 1 
 

9 

Safety action 2: Are you submitting data to the Maternity Services Data Set 
(MSDS) to the required standard? 
 

15 

Technical guidance for Safety action 2 
 

17 

Safety action 3: Can you demonstrate that you have transitional care 
services in place to minimise separation of mothers and their babies and to 
support the recommendations made in the Avoiding Term Admissions into 
Neonatal units Programme? 
 

20 

Technical guidance for Safety action 3 
 

22 

Safety action 4: Can you demonstrate an effective system of clinical 
workforce planning to the required standard? 
 

25 

Technical guidance for Safety action 4 
 
Safety action 5: Can you demonstrate an effective system of midwifery 
workforce planning to the required standard? 
 
Technical guidance for Safety action 5 
 

Safety action 6: Can you demonstrate that you are on track to compliance with 
all elements of the Saving Babies’ Lives Care Bundle Version Three? 
 
Technical guidance for Safety action 6 
 

30 
 

37 
 
 

39 
 

41 
 
 

43 

Safety action 7: Listen to women, parents and families using maternity and 
neonatal services and coproduce services with users 
 

50 

Technical guidance for Safety action 7 
 

52 

Safety action 8: Can you evidence the following 3 elements of local training 
plans and ‘in-house’, one day multi professional training? 
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Technical guidance for Safety action 8 
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4 
 

Introduction 

NHS Resolution is operating year five of the Clinical Negligence Scheme for Trusts 
(CNST) Maternity Incentive Scheme (MIS) to continue to support the delivery of 
safer maternity care. 

The MIS applies to all acute Trusts that deliver maternity services and are members 
of the CNST. As in previous years, members will contribute an additional 10% of the 
CNST maternity premium to the scheme creating the CNST maternity incentive fund. 

The scheme incentivises ten maternity safety actions as referenced in previous 
years’ schemes. Trusts that can demonstrate they have achieved all of the ten 
safety actions will recover the element of their contribution relating to the CNST 
maternity incentive fund and will also receive a share of any unallocated funds. 

Trusts that do not meet the ten-out-of-ten threshold will not recover their 

contribution to the CNST maternity incentive fund but may be eligible for a small 

discretionary payment from the scheme to help to make progress against actions 

they have not achieved. Such a payment would be at a much lower level than the 

10% contribution to the incentive fund. 

Maternity incentive scheme year five: conditions 

In order to be eligible for payment under the scheme, Trusts must submit their 

completed Board declaration form to NHS Resolution nhsr.mis@nhs.net by 12 noon 

on 1 February 2024 and must comply with the following conditions: 

• Trusts must achieve all ten maternity safety actions.  

• The declaration form is submitted to Trust Board with an accompanying joint 
presentation detailing position and progress with maternity safety actions by the 
Director of Midwifery/Head of Midwifery and Clinical Director for Maternity 
Services 

• The Trust Board declaration form must be signed and dated by the Trust’s Chief 
Executive Officer (CEO) to confirm that: 

- The Trust Board are satisfied that the evidence provided to demonstrate 
achievement of the ten maternity safety actions meets the required safety 
actions’ sub-requirements as set out in the safety actions and technical 
guidance document included in this document.  

- There are no reports covering either year 2022/23 or 2023/24 that relate to 
the provision of maternity services that may subsequently provide conflicting 
information to your declaration (e.g. Care Quality Commission (CQC) 
inspection report, Healthcare Safety Investigation Branch (HSIB) investigation 
reports etc.). All such reports should be brought to the MIS team's attention 
before 1 February 2024. 

• The Trust Board must give their permission to the CEO to sign the Board 
declaration form prior to submission to NHS Resolution. Trust Board declaration 
form must be signed by the Trust’s CEO. If the form is signed by another Trust 
member this will not be considered.  

• In addition, the CEO of the Trust will ensure that the Accountable Officer (AO) for 
their Integrated Care System (ICB) is apprised of the MIS safety actions’ 
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evidence and declaration form. The CEO and AO must both sign the Board 
declaration form as evidence that they are both fully assured and in agreement 
with the compliance submission to NHS Resolution 

• Trust submissions will be subject to a range of external validation points, these 
include cross checking with: MBRRACE-UK data (safety action 1 standard a, b 
and c), NHS England & Improvement regarding submission to the Maternity 
Services Data Set (safety action 2, criteria 2 to 7 inclusive), and against the 
National Neonatal Research Database (NNRD) and HSIB for the number of 
qualifying incidents reportable (safety action 10, standard a)). Trust submissions 
will also be sense checked with the CQC, and for any CQC visits undertaken 
within the time period, the CQC will cross-reference to the maternity incentive 
scheme via the key lines of enquiry. 

• The  Regional Chief Midwives will provide support and oversight to Trusts when 
receiving Trusts’ updates at Local Maternity and Neonatal System (LMNS) and 
regional meetings, focusing on themes highlighted when Trusts have incorrectly 
declared MIS compliance in previous years of 
MIS.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                           

• NHS Resolution will continue to investigate any concerns raised about a Trust’s 
performance either during or after the confirmation of the maternity incentive 
scheme results. Trusts will be asked to consider their previous MIS submission 
and reconfirm if they deem themselves to be compliant.  If a Trust re-confirm 
compliance with all of the ten safety actions, then the evidence submitted to Trust 
Board will be requested by NHS Resolution for review. If the Trust is found to be 
non-compliant (self-declared non-compliant or declared non-compliant by NHS 
Resolution), it will be required to repay any funding received and asked to review 
previous years’ MIS submissions.  

• NHS Resolution will publish the outcomes of the maternity incentive scheme 
verification process, Trust by Trust, for each year of the scheme (updated on the 
NHS Resolution 
Website).                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                     

Evidence for submission 

• The Board declaration form must not include any narrative, commentary, or 
supporting documents. Evidence should be provided to the Trust Board only, and 
will not be reviewed by NHS Resolution, unless requested as explained above. 

• Trusts must declare YES/NO or N/A (where appropriate) against each of the 
elements within each safety action sub-requirements.  

• The Trust must also declare on the Board declaration form whether there are any 
external reports which may contradict their maternity incentive scheme 
submission and that the MIS evidence has been discussed with 
commissioners.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                     

• Trusts will need to report compliance with MIS by 1 February 2024 at 12 noon 
using the Board declaration form, which will be published on the NHS Resolution 
website in the forthcoming months. 

• The Trust declaration form must be signed by the Trust’s CEO, on behalf of the 
Trust Board and by Accountable Officer (AO) of Clinical Commissioning 
Group/Integrated Care System. 
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• Only for specific safety action requirements, Trusts will be able to declare N/A 
(not applicable) against some of the sub requirements.  

• The Board declaration form will be available on the MIS webpage at a later date.  

• Trusts are reminded to retain all evidence used to support their position. In the 
event that NHS Resolution are required to review supporting evidence at a later 
date (as described above) it must be made available as it was presented to 
support Board assurance at the time of submission. 

Timescales and appeals 

• Any queries relating to the ten safety actions must be sent in writing by e-mail to 

NHS Resolution nhsr.mis@nhs.net prior to the submission date. 

• The Board declaration form must be sent to NHS Resolution nhsr.mis@nhs.net 
between 25 January 2024 and 1 February 2024 at 12 noon. An electronic 
acknowledgement of Trust submissions will be provided within 48 hours from 
submission date. 

• Submissions and any comments/corrections received after 12 noon on 1 
February 2024 will not be considered. 

• The Appeals Advisory Committee (AAC) will consider any valid appeal received 
from participating Trusts within the designated appeals window timeframe.   

• There are two possible grounds for appeal: 

- alleged failure by NHS Resolution to comply with the published ‘conditions 
of scheme’ and/or guidance documentation 

- technical errors outside the Trusts’ control and/or caused by NHS 
Resolution’s systems which a Trust alleges has adversely affected its 
CNST rebate. 

• NHS Resolution clinical advisors will review all appeals to determine if these fall 
into either of the two specified Grounds for Appeal.  If the appeal does not relate 
to the specified grounds, it will be rejected, and NHS Resolution will correspond 
with the Trust directly with no recourse to the AAC.  

• Any appeals relating to a financial decision made, for example a discretionary 
payment made against a submitted action plan, will not be considered. 

• Further detail on the results publication, appeals window dates and payments 
process will be communicated at a later date. 

For Trusts who have not met all ten safety actions 

Trusts that have not achieved all ten safety actions may be eligible for a small 

amount of funding to support progress. In order to apply for funding, such Trusts 

must submit an action plan together with the Board declaration form by 12 noon on 1 

February 2024 to NHS Resolution nhsr.mis@nhs.net. The action plan must be 

specific to the action(s) not achieved by the Trust and must take the format of the 

action plan template which will be provided within the Board declaration form. Action 

plans should not be submitted for achieved safety actions.   
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Complete the Board declaration 

form 

Discuss form and contents with the 

Trust’s local commissioner and 

declaration form signed by the 

Accountable Officer of Clinical 

Commissioning Group/Integrated 

Care System  

Request Board approval for the 

CEO to sign the form, confirming 

that the Board are satisfied that the 

evidence provided to demonstrate 

compliance with/achievement of the 

ten maternity safety actions meets 

the required standards as set out in 

the safety actions and technical 

guidance document. 

CEO signs the form. 

 

 

 

 

Has your Trust achieved all ten 

maternity actions and related sub-

requirements? 

Send any queries relating to the ten safety actions to NHS Resolution 
nhsr.mis@nhs.net prior to the submission date 

Yes No 

Complete the Board declaration 

form 

Discuss form and contents with the 

Trust’s local commissioner and 

declaration form signed by the 

Accountable Officer of Clinical 

Commissioning Group/Integrated 

Care System 

Request Board approval for the 

CEO to sign the form, confirming 

that the Board are satisfied that the 

evidence provided to demonstrate 

compliance with/achievement of the 

maternity safety actions meets the 

required standards as set out in the 

safety actions and technical 

guidance document. 

Complete action plan for the 
action(s) not completed in full (action 

plan contained within excel 
document). 

CEO signs the form and plan. 

 

Return form to nhsr.mis@nhs.net by 

12 noon on  

1 February 2024 

Return form and plan to 

nhsr.mis@nhs.net by 12 noon on  

1 February 2024 
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Safety action 1: Are you using the National Perinatal Mortality Review 

Tool to review perinatal deaths to the required standard? 

Required standard  a) All eligible perinatal deaths should be notified to MBRRACE-
UK within seven working days. For deaths from 30 May 
2023, MBRRACE-UK surveillance information should be 
completed within one calendar month of the death.  

b) For 95% of all the deaths of babies in your Trust eligible for 
PMRT review, parents should have their perspectives of 
care and any questions they have sought from 30 May 2023 
onwards. 

c) For deaths of babies who were born and died in your Trust 
multi-disciplinary reviews using the PMRT should be carried 
out from 30 May 2023. 95% of reviews should be started 
within two months of the death, and a minimum of 60% of 
multi-disciplinary reviews should be completed to the draft 
report stage within four months of the death and published 
within six months.   

d) Quarterly reports should be submitted to the Trust Executive 
Board from 30 May 2023. 

Minimum evidential 
requirement for Trust 
Board 

Notifications must be made, and surveillance forms completed 

using the MBRRACE-UK reporting website (see note below 

about the introduction of the NHS single notification portal).  

The PMRT must be used to review the care and reports should 

be generated via the PMRT. 

A report should be received by the Trust Executive Board each 
quarter from 30 May 2023 that includes details of the deaths 
reviewed, any themes identified and the consequent action 
plans. The report should evidence that the PMRT has been 
used to review eligible perinatal deaths and that the required 
standards a), b) and c) have been met. For standard b) for any 
parents who have not been informed about the review taking 
place, reasons for this should be documented within the PMRT 
review. 

Verification process Self-certification by the Trust Board and submitted to NHS 
Resolution using the Board declaration form.  

NHS Resolution will use data from MBRRACE-UK/PMRT, to 
cross-reference against Trust self-certifications. 

What is the relevant 
time period? 

From 30 May 2023 until 7 December 2023 

What is the deadline 
for reporting to NHS 
Resolution? 

12 noon on 1 February 2024 
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Technical guidance for safety action 1 

 

Further guidance and information is available on the PMRT website: Maternity 

Incentive Scheme FAQs. This includes information about how you can use the 

MBRRACE-UK/PMRT system to track your notifications and reviews: 

www.npeu.ox.ac.uk/pmrt/faqsmis; these FAQs are also available on the MBRRACE-

UK/PMRT reporting website www.mbrrace.ox.ac.uk.  

Technical Guidance 
Guidance for SA 1(a) – notification and completion of surveillance information  

Which perinatal 
deaths must be 
notified to 
MBRRACE-UK? 

Details of which perinatal death must be notified to MBRRACE-UK 
are available at:  
https://www.npeu.ox.ac.uk/mbrrace-uk/data-collection 
 

Where are 
perinatal deaths 
notified? 

Notifications of deaths must be made, and surveillance forms 

completed, using the MBRRACE-UK reporting website. 

It is planned that a single notification portal (SNP) will be released by 
NHS England in 2024. Once this is released notifications of deaths 
must be made through the SNP and this information will be passed 
to MBRRACE-UK. It will then be necessary for reporters to log into 
the MBRRACE-UK surveillance system to provide the surveillance 
information and use the PMRT. 

Should we notify 
babies who die at 
home? 

Notification and surveillance information must be provided for babies 
who died after a home birth where care was provided by your Trust. 

What is the time 
limit for notifying 
a perinatal death? 

All perinatal deaths eligible to be reported to MBRRACE-UK from 30 

May 2023 onwards must be notified to MBRRACE-UK within seven 

working days.  

What are the 
statutory 
obligations to 
notify neonatal 
deaths? 

The Child Death Review Statutory and Operational Guidance 
(England) sets out the obligations of notification for neonatal deaths. 
Neonatal deaths must be notified to Child Death Overview Panels 
(CDOPs) with two working days of the death.  

This guidance is available at: 
https://www.gov.uk/government/publications/child-death-review-
statutory-and-operational-guidance-england 

MBRRACE-UK are working with the National Child Mortality 
Database (NCMD) team to provide a single route of reporting for 
neonatal deaths that will be via MBRRACE-UK. Once this single 
route is established, MBRRACE-UK will be the mechanism for 
directly notifying all neonatal deaths to the local Child Death 
Overview Panel (CDOP) and the NCMD. At that stage, for any Trust 
not already doing so, a review completed using the PMRT will be the 
required mechanism for completing the local review for submission 
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to CDOP. This will also be the required route for providing additional 
information about the death required by both CDOPs and the 
NCMD. Work is underway to provide this single route of reporting 
with plans to have this in place in the forthcoming months 

Are there any 
exclusions from 
completing the 
surveillance 
information? 

If the surveillance form needs to be assigned to another Trust for 
additional information, then that death will be excluded from the 
standard validation of the requirement to complete the surveillance 
data within one month of the death. Trusts, should however, 
endeavour to complete the surveillance as soon as possible so that 
a PMRT review, including the surveillance information can be 
started.   

Guidance for SA1(b) – parent engagement 

We have informed 
parents that a 
local review will 
take place and 
they have been 
asked if they have 
any reflections or 
questions about 
their care. 
However, this 
information is 
recorded in 
another data 
system and not 
the clinical 
records. What 
should we do? 

In order that parents’ perspectives and questions can be considered 
during the review this information needs to be incorporated as part of 
the review and entered into the PMRT. So, if this information is held 
in another data system it needs to be brought to the review meeting, 
incorporated into the PMRT and considered as part of the review 
discussion. 
 
The importance of parents’ perspectives is highlighted by their 
inclusion as the first set of questions in the PMRT. 
 
Materials to support parent engagement in the local review process 
are available on the PMRT website at: 

https://www.npeu.ox.ac.uk/pmrt/parent-engagement-materials 
 

We have 
contacted the 
parents of a baby 
who has died and 
they don’t wish to 
have any 
involvement in the 
review process. 
What should we 
do? 

Following the death of their baby, before they leave the hospital, all 
parents should be informed that a local review of their care and that 
of their baby will be undertaken by the Trust. In the case of a 
neonatal death parents should also be told that a review will be 
undertaken by the local CDOP. Verbal information can be 
supplemented by written information.  

The process of parent engagement should be guided by the parents. 
Not all parents will wish to provide their perspective of the care they 
received or raise any questions and/or concerns, but all parents 
should be given the opportunity to do so. Some parents may also 
change their mind about being involved and, without being intrusive, 
they should be given more than one opportunity to provide their 
perspective and raise any questions and/or concerns they may 
subsequently have about their care.  

Materials to support parent engagement in the local review process 
are available on the PMRT website at: 

https://www.npeu.ox.ac.uk/pmrt/parent-engagement-materials 
See especially the notes accompanying the flowchart. 
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Parents have not 
responded to our 
messages and 
therefore we are 
unable to discuss 
the review. What 
should we do? 

Following the death of their baby, before they leave the hospital, all 
parents should be informed that a local review of their care and that 
of their baby will be undertaken by the Trust. In the case of a 
neonatal death parents should also be told that a review will also be 
undertaken by the local CDOP. Verbal information can be 
supplemented by written information.  

If, for any reason, this does not happen and parents cannot be 
reached after three phone/email attempts, send parents a letter 
informing them of the review process and inviting them to be in touch 
with a key contact, if they wish. In addition, if a cause for concern for 
the mother’s wellbeing was raised during her pregnancy consider 
contacting her GP/primary carer to reach her. If parents do not wish 
to input into the review process, ask how they would like findings of 
the perinatal mortality review report communicated to them. 

Materials to support parent engagement in the local review process, 
including an outline of the role of key contact, are available on the 
PMRT website at: 
https://www.npeu.ox.ac.uk/pmrt/parent-engagement-materials 
See notes accompanying the flowchart as well as template letters 
and ensure engagement with parents is recorded within the parent 
engagement section of the PMRT. 

Guidance for SA1(c) – conducting reviews  

Which perinatal 
deaths must be 
reviewed to meet 
safety action one 
standards? 

The following deaths should be reviewed to meet safety action one 
standards: 

• All late miscarriages/ late fetal losses (22+0 to 23+6 weeks’ 
gestation) 

• All stillbirths (from 24+0 weeks’ gestation) 

• Neonatal death from 22 weeks’ gestation (or 500g if gestation 
unknown) (up to 28 days after birth) 

While it is possible to use the PMRT to review post neonatal deaths 
(from 29 days after births) this is NOT a requirement to meet the safety 
action one standard. 

What happens 
when an HSIB 
investigation 
takes place? 

It is recognised that for a small number of deaths (term intrapartum 
stillbirths and early neonatal deaths of babies born at term) 
investigations will be carried out by HSIB. Your local review using 
the PMRT should be started but not completed until the HSIB report 
is complete. You should consider inviting the HSIB reviewers to 
attend these reviews to act as the external members of the review 
team, thereby enabling the learning from the HSIB review to be 
automatically incorporated into the PMRT review. 
 
Depending upon the timing of the HSIB report completion achieving 
the MIS standards for these babies may therefore be impacted by 
time frames beyond the Trust’s control. For an individual death you 
can indicate in the MBRRACE-UK/PMRT case management screen 
that an HSIB INVESTIGATION is taking place, and this will be 
accounted for in the external validation process.  
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What is meant by 
“starting” a review 
using the PMRT? 

Starting a review in the PMRT requires the death to be notified to 
MBRRACE-UK for surveillance purposes, and the PMRT to be used 
to complete the first review session (which might be the first session 
of several) for that death. As an absolute minimum all the ‘factual’ 
questions in the PMRT must be completed for the review to be 
regarded as started; it is not sufficient to just open and close the 
PMRT tool, this does not meet the criterion of having started a 
review. The factual questions are highlighted within the PMRT with 

the symbol:  

What is meant by 
“reviews should 
be completed to 
the draft report 
stage”?  

A multidisciplinary review team should have used the PMRT to 
review the death, then the review progressed to at least the stage of 
writing a draft report by pressing ‘Complete review’. See 
www.npeu.ox.ac.uk/pmrt/faqsmis for more details of assistance in 
using the PMRT to complete a review.  

What does “multi-
disciplinary 
reviews” mean? 

To be multi-disciplinary the team conducting the review should 
include at least one and preferably two of each of the professionals 
involved in the care of pregnant women and their babies. Ideally the 
team should also include a member from a relevant professional 
group who is external to the unit who can provide ‘a fresh pair of 
eyes’ as part of the PMRT review team. It may not be possible to 
include an ‘external’ member for all reviews and you may need to be 
selective as to which deaths are reviewed by the team including an 
external member. Bereavement care staff (midwives and nurses) 
should form part of the review team to provide their expertise in 
reviewing the bereavement and follow-up care, and advocate for 
parents. It should not be the responsibility of bereavement care staff 
to run the reviews, chair the panels nor provide administrative 
support.   

See www.npeu.ox.ac.uk/pmrt/faqsmis for more details about multi-
disciplinary review. 

What should we 
do if our post-
mortem service 
has a turn-around 
time in excess of 
four months? 

For deaths where a post-mortem (PM) has been requested (hospital 
or coronial) and is likely to take more than four months for the results 
to be available, the PMRT team at MBRRACE-UK advise that you 
should start the review of the death and complete it with the 
information you have available. When the post-mortem results come 
back you should contact the PMRT team at MBRRACE-UK who will 
re-open the review so that the information from the PM can be 
included. Should the PM findings change the original review findings 
then a further review session should be carried out taking into 
account this new information. If you wait until the PM is available 
before starting a review you risk missing earlier learning 
opportunities, especially if the turn-around time is considerably 
longer than four months.  

Where the post-mortem turn-around time is quicker, then the 
information from the post-mortem can be included in the original 
review. 
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What is review 
assignment? 

A feature available in the PMRT is the ability to assign reviews to 
another Trust for review of elements of the care if some of the care 
for the women and/or her baby was provided in another Trust. For 
example, if the baby died in your Trust but antenatal care was 
provided in another Trust you can assign the review to the other 
Trust so that they can review the care that they provided. Following 
their review, the other Trust reassigns the review back to your Trust.  
You can then review the subsequent care your Trust provided. 

How does 
‘assigning a 
review’ impact on 
safety action 1, 
especially on 
starting a review? 

If you need to assign a review to another Trust this may affect the 
ability to meet some of the deadlines for starting, completing and 
publishing that review. This will be accounted for in the external 
validation process. 
 

What should we 
do if we do not 
have any eligible 
perinatal deaths to 
review within the 
relevant time 
period? 

If you do not have any babies that have died between 30 May 2023 
and 7 December 2023 you should partner up with a Trust with which 
you have a referral relationship to participate in case reviews. This 
will ensure that you benefit from the learning that arises from 
conducting reviews. 

What deaths 
should we review 
outside the 
relevant time 
period for the 
safety action 
validation 
process? 

Trusts should review all eligible deaths using the PMRT as a routine 
process, irrespective of the MIS timeframe and validation process. 
Notification, provision of surveillance information and reviewing 
should continue beyond the deadline for completing the year 5 MIS 
requirements. 

Guidance for SA1(d) – Quarterly reports to Trust Boards 

Can the PMRT 
help by providing 
a quarterly report 
that can be 
presented to the 
Trust Executive 
Board? 

Authorised PMRT users can generate reports for their Trust, 
summarising the results from completed reviews over a period, 
within the PMRT for user-defined time periods. These are available 
under the ‘Your Data’ tab in the section entitled ‘Perinatal Mortality 
Reviews Summary Report and Data extracts’.  

These reports can be used as the basis for quarterly Trust Board 
reports and should be discussed with Trust maternity safety 
champions. 

Is the quarterly 
review of the Trust 
Executive Board 
report based on a 
financial or 
calendar year? 

This can be either a financial or calendar year.  

Reports for the Trust Executive Board summarising the results from 
reviews over a period time which have been completed can be 
generated within the PMRT by authorised PMRT users for a user-
defined periods of time. These are available under the ‘Your Data’ 
tab and the report is entitled ‘Perinatal Mortality Reviews Summary 
Report and Data extracts’. 
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Please note that these reports will only show summaries, issues and 
action plans for reviews that have been published therefore the 
time period selected may need to relate to an earlier period than the 
current quarter and may lag behind the current quarter by up to six 
months. 

Guidance – Technical issues and updates 

What should we 
do if we 
experience 
technical issues 
with using PMRT? 

All Trusts are reminded to contact their IT department regarding any 
technical issue in the first instance. If this cannot be resolved, then 
the issue should be escalated to MBRRACE-UK. 

This can be done through the ‘contact us’ facility within the 
MBRRACE-UK/PMRT system or by emailing us at: 
mbrrace.support@npeu.ox.ac.uk 

If there are any 
updates on the 
PMRT for the 
maternity 
incentive scheme 
where will they be 
published? 

Any updates on the PMRT or the MBRRACE-UK notification and 
surveillance in relation to the maternity incentive scheme safety 
action 1, will be communicated via NHS Resolution email and will 
also be included in the PMRT ‘message of the day’. 
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Safety action 2: Are you submitting data to the Maternity Services Data 

Set (MSDS) to the required standard? 

Required standard  This relates to the quality and completeness of the 
submission to the Maternity Services Data Set (MSDS) and 
ongoing plans to make improvements. 
 

1. Trust Boards to assure themselves that at least 10 
out of 11 Clinical Quality Improvement Metrics 
(CQIMs) have passed the associated data quality 
criteria in the “Clinical Negligence Scheme for 
Trusts: Scorecard” in the Maternity Services Monthly 
Statistics publication series for data submissions 
relating to activity in July 2023. Final data for July 
2023 will be published during October 2023. 
 

2. July 2023 data contained valid ethnic category 
(Mother) for at least 90% of women booked in the 
month. Not stated, missing, and not known are not 
included as valid records for this assessment as they 
are only expected to be used in exceptional 
circumstances. (MSD001) 

 
3. Trust Boards to confirm to NHS Resolution that they 

have passed the associated data quality criteria in 
the “ Clinical Negligence Scheme for Trusts: 
Scorecard” in the Maternity Services Monthly 
Statistics publication series for data submissions 
relating to activity in July 2023 for the following  
metrics: 

 
Midwifery Continuity of carer (MCoC) 
 
Note: If maternity services have suspended all MCoC 
pathways, criteria ii is not applicable. 
 

i. Over 5% of women who have an Antenatal Care 
Plan recorded by 29 weeks and also have the CoC 
pathway indicator completed. 
  

ii. Over 5% of women recorded as being placed on a 
CoC pathway where both Care Professional ID 
and Team ID have also been provided.  
 

These criteria are the data quality metrics used to 
determine whether women have been placed on a 
midwifery continuity of carer pathway by the 28 weeks 
antenatal appointment, as measured at 29 weeks gestation. 

Final data for July 2023 will be published in October 2023. 
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If the data quality for criteria 3 are not met, Trusts can still 
pass safety action 2 by evidencing sustained engagement 
with NHS England which at a minimum, includes monthly 
use of the Data Quality Submission Summary Tool supplied 
by NHS England (see technical guidance for further 
information).  

4. Trusts to make an MSDS submission before the 
Provisional Processing Deadline for July 2023 data 
by the end of August 2023. 

 
5. Trusts to have at least two people registered to 

submit MSDS data to SDCS Cloud who must still be 
working in the Trust.  
 

Minimum evidential 

requirement for Trust 

Board 

The “Clinical Negligence Scheme for Trusts: Scorecard” in 
the Maternity Services Monthly Statistics publication series 
can be used to evidence meeting all criteria.  
 

Validation process All criteria to be self-certified by the Trust Board and 
submitted to NHS Resolution using the Board declaration 
form. 

NHS England will cross-reference self-certification of all 
criteria against data and provide this information to NHS 
Resolution. 

What is the relevant 

time period? 

From 30 May 2023 until 7 December 2023 

What is the deadline for 

reporting to NHS 

Resolution?  

1 February 2024 at 12 noon 
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Technical guidance for safety action 2 

 

Technical guidance  

The following CQIMs 
use a rolling count 
across three 
separate months in 
their construction. 
Will my Trust be 
assessed on these 
three months? 
 
• Proportion of babies 

born at term with an 
Apgar score <7 at 5 
minutes 

• Women who had a 
postpartum haemorrhage 
of 1,500ml or more 

• Women who were current 
smokers at delivery  

• Women delivering 
vaginally who had a 3rd 
or 4th degree tear 

• Women who gave birth to 
a single second baby 
vaginally at or after 37 
weeks after a previous 
caesarean section  

• Caesarean section 
delivery rate in Robson 
group 1 women 

• Caesarean section 
delivery rate in Robson 
group 2 women 

• Caesarean section 
delivery rate in Robson 
group 5 
women                               
                                            
                

No.  
For the purposes of the CNST assessment Trusts will only be 
assessed on July 2023 data for these CQIMs.  
 
Due to this, Trusts are now directed to check whether they have 
passed the requisite data quality required for this safety action 
within the “Clinical Negligence Scheme for Trusts: Scorecard” in 
the Maternity Services Monthly Statistics publication series, as 
the national Maternity Services Dashboard will still display these 
data using rolling counts. 
 
 

My maternity service 
has currently 
suspended 
Midwifery Continuity 
of Carer pathways. 
How does this affect 
my data submission 
for CNST safety 
action 2? 

If maternity services have suspended Midwifery Continuity of 
Carer (MCoC) pathways, MSDS submissions should explicitly 
report that women are not being placed on MCoC pathways in 
MSDS table MSD102. This is a satisfactory response for safety 
action 2 criteria 3i.  

If your Trust has suspended all MCoC pathways, criteria 3ii is not 
applicable and does not need to be completed. 

If your Trust is continuing with some provision of MCoC 
pathways, then criteria 3ii does still apply. 
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Will my Trust fail this 
action if women 
choose not to 
receive continuity of 
carer? 

No. This action is focussed on data quality only and therefore 
Trusts pass or fail it based upon record completeness for each 
metric and not on the proportion (%) recorded as the metric 
output. 

If women choose not to be placed onto a MCoC pathway, MSDS 
submissions should explicitly report that women are not being 
placed on MCoC pathways in MSDS table MSD102.  

Where can I find out 
further technical 
information on the 
above metrics? 

Technical information, including relevant MSDSv2 fields and data 
thresholds required to pass CQIMs and other metrics specified 
above can be accessed on NHS Digital’s website In the “Meta 
Data” file (see ‘construction’ tabs) available within the Maternity 
Services Monthly Statistics publication series: 
https://digital.nhs.uk/data-and-
information/publications/statistical/maternity-services-monthly-
statistics   

What is the Data 
Quality Submission 
Summary Tool? How 
does my Trust 
access this?  

The Data Quality Submission Summary Tool has been developed 
by NHS England specifically to support this safety action. The 
tool provides an immediate report on potential gaps in data 
required for CQIMs and other metrics specified above after data 
submission, so Trusts can take action to rectify them. It is 
intended to be used alongside other existing reports and 
documentation in order for providers to be able to create a full 
and detailed picture of the quality of their data submissions. 

Further information on the tool and how to access it is available 
at: https://digital.nhs.uk/data-and-information/data-collections-
and-data-sets/data-sets/maternity-services-data-set/data-quality-
submission-summary-tool  

For the Data Quality 
Submission 
Summary Tool, what 
does “sustained 
engagement” mean 
for the purposes of 
passing criteria 3? 

By “sustained engagement” we mean that Trusts must show 
evidence of using the tool for at least three consecutive months 
prior to the submission of evidence to the Trust Board. For 
example, for a submission made to the Board in November, 
engagement should be, as a minimum, in August, September 
and October. This is a minimum requirement, and we advise that 
engagement should start as soon as possible. 

To evidence this, Trusts should save the Excel output file after 
running the report for a given month. Three files representing 
each of the three consecutive months should be provided to your 
Trust Board as part of the assurance process for the scheme. 

Note – this only becomes a requirement in the event your Trust 
fails the requisite data quality for the continuity of carer metrics in 
criteria 3. 
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The monthly 
publications and 
Maternity Services 
DashBoard states 
that my Trusts’ data 
has failed for a 
particular metric. 
Where can I find out 
further information 
on why this has 
happened? 

Details of all the data quality criteria can be found in the “Meta 
Data” file (see ‘CQIMDQ/CoCDQ Measures construction’ tabs) 
which accompanies the Maternity Services Monthly Statistics 
publication series:  
https://digital.nhs.uk/data-and-
information/publications/statistical/maternity-services-monthly-
statistics 
The scores for each data quality criteria can be found in the 
“Clinical Negligence Scheme for Trusts: Scorecard” in the 
Maternity Services Monthly Statistics publication series 

The monthly 
publications and 
national Maternity 
Services DashBoard 
states that my 
Trusts’ data is 
‘suppressed’. What 
does this mean? 

Where data is reported in low values for clinical events, the 
published data will appear ‘suppressed’ to ensure the anonymity 
of individuals. However, for the purposes of data quality within 
this action, ‘suppressed’ data will still count as a pass. 

Where can I find out 
more about 
MSDSv2? 

https://digital.nhs.uk/data-and-information/data-collections-and-
data-sets/data-sets/maternity-services-data-set  
 

Where should I send 
any queries?  

On MSDS data 

For queries regarding your MSDS data submission, or on how 
your data is reported in the monthly publication series or on the 
Maternity Services DashBoard please contact 
maternity.dq@nhs.net. 

For any other queries, please email nhsr.mis@nhs.net  
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Safety action 3: Can you demonstrate that you have transitional care 

services in place to minimise separation of mothers and their babies? 

 

Required standard  A) a) Pathways of care into transitional care (TC) have been jointly 

approved by maternity and neonatal teams with a focus on 

minimising separation of mothers and babies. Neonatal teams 

are involved in decision making and planning care for all babies 

in transitional care.  

B) b) A robust process is in place which demonstrates a joint 
maternity and neonatal approach to auditing all admissions to 
the NNU of babies equal to or greater than 37 weeks. The 
focus of the review is to identify whether separation could have 
been avoided. An action plan to address findings is shared with 
the quadrumvirate (clinical directors for neonatology and 
obstetrics, Director, or Head of Midwifery (DoM/HoM) and 
operational lead) as well as the Trust Board, LMNS and ICB. 

c) Drawing on the insights from the data recording undertaken in 
the Year 4 scheme, which included babies between 34+0 and 
36+6, Trusts should have or be working towards implementing a 
transitional care pathway in alignment with the BAPM 
Transitional Care Framework for Practice for both late preterm 
and term babies. There should be a clear, agreed timescale for 
implementing this pathway. 

Minimum evidential 

requirement for Trust 

Board 

Evidence for standard a) to include: 
Local policy/pathway available which is based on principles of 
British Association of Perinatal Medicine (BAPM) transitional 
care where:  

• There is evidence of neonatal involvement in care 
planning 

• Admission criteria meets a minimum of at least one 
element of HRG XA04  

• There is an explicit staffing model  

• The policy is signed by maternity/neonatal clinical leads 
and should have auditable standards. 

• The policy has been fully implemented and quarterly 
audits of compliance with the policy are conducted. 

Evidence for standard b) to include: 

• Evidence of joint maternity and neonatal reviews of all 
admissions to the NNU of babies equal to or greater than 
37 weeks. 

• Evidence of an action plan agreed by both maternity and 
neonatal leads which addresses the findings of the 
reviews to minimise separation of mothers and babies 
born equal to or greater than 37 weeks.  
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• Evidence that the action plan has been signed off by the 
DoM/HoM, Clinical Directors for both obstetrics and 
neonatology and the operational lead and involving 
oversight of progress with the action plan. 

• Evidence that the action plan has been signed off by the 
Trust Board, LMNS and ICB with oversight of progress 
with the plan. 

Evidence for standard c) to include: 

Guideline for admission to TC to include babies 34+0 and above 
and data to evidence this is occurring 
 
OR 
 
An action plan signed off by the Trust Board for a move towards 
a transitional care pathway for babies from 34+0 with clear time 
scales for full implementation. 

Validation process Self-certification by the Trust Board and submitted to NHS 
Resolution using the Board declaration form 

What is the relevant 

time period? 

30 May 2023 to 7 December 2023 

What is the deadline 

for reporting to NHS 

Resolution? 

1 February 2024 
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Technical guidance for safety action 3 

 

Technical guidance  

Does the data 
recording process 
need to be available  
to the ODN/LMNS/ 
commissioner? 

The requirement for a data recording process from years three 
and four of the maternity incentive scheme was to inform future 
capacity planning as part of the family integrated care 
component of the Neonatal Critical Care Transformation Review. 
This should be in place and maintained in order to inform 
ongoing capacity planning of transitional care to minimise 
separation of mothers and babies. This could be captured 
through existing systems such as BadgerNet or alternatives 
such as paper based or electronic systems.  

These returns do not need to be routinely shared with the 
Operational Delivery Network (ODN), LMNS and/or 
commissioner but must be readily available should it be 
requested.  

What members of the 
MDT should be 
involved in ATAIN 
reviews? 

The expectation is that this is a multi-professional review, as a 
minimum the care should be reviewed by representation from 
both maternity and neonatal staff groups.  

This should include as a minimum; a member of the maternity 
team (a midwife and / or obstetrician and /or trainee from 
maternity services) and a member of the neonatal team 
(neonatal nurse and / or neonatologist/paediatrician and/or 
trainee from neonatal services). 

We have undertaken 
some reviews for term 
admissions to NICU, 
do we need to 
undertake more and 
do all babies admitted 
to the NNU need to be 
included? 

Maintaining oversight of the number of term babies admitted to a 
Neonatal Unit (NNU) is an important component of sustaining 
the Avoiding Term Admissions into Neonatal Units (ATAIN) work 
to date. The expectation is that reviews have been continued 
from year 4 of the scheme. If for any reason, reviews have been 
paused, they should be recommenced using data from quarter 4 
of the 2022/23 financial year (beginning January 2023). This 
may mean that some of the audit is completed retrospectively.  

We recommend ongoing reviews, at least quarterly of 
unanticipated admissions of babies equal to or greater than 37 
weeks to the NNU to determine whether there were modifiable 
factors which could be addressed as part of an action plan. 

A high-level review of the primary reasons for all admissions 
should be included, with a focus on the main reason(s) for 
admission through a deep dive to determine relevant themes to 
be addressed. For example, if 60% of babies are admitted for 
respiratory problems, then focus on this cohort of babies and 
complete a deep dive into identified themes or if 40% of babies 
were admitted with jaundice and 35% of babies were admitted 
with hypothermia then focus on these two cohorts of babies.  
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In addition to this, the number of babies admitted to the NNU 
that would have met current TC admission criteria but were 
admitted to the NNU due to capacity or staffing issues and the 
number of babies that were admitted to or remained on NNU 
because of their need for nasogastric tube feeding, but could 
have been cared for on a TC if nasogastric feeding was 
supported there should be reported on.   

What do you mean by 
quarterly? 

Occurring every three months. This would usually mirror the 4 
quarters of the financial year and should cover the period of the 
MIS 30 May 2023 – 7 December 2023. 

What should the 
Transitional Care 
audit include and is 
there a standard audit 
tool? 

An audit tool can be accessed below as a baseline template; 
however, the audit needs to include aspects of the local 
pathway. 

ATAIN-CASE-NOTE-REVIEW-PROFORMA-Revised-2022-
converted.pdf 

We recommend that Trusts refer to the auditable standards 
included in their local TC pathway guideline/policy. 

How long have the 
neonatal safety 
champions been in 
place for? 

Trust Board champions were contacted in February 2019 and 
asked to nominate a neonatal safety champion. 

The identification of neonatal safety champions is a 
recommendation of the national neonatal critical care review and 
have been in place since February/March 2019. 

What is the definition 
of transitional care? 

Transitional care is not a place but a service (see BAPM 
guidance) and can be delivered either in a separate transitional 
care area, within the neonatal unit and/or in the postnatal ward 
setting. 

Principles include the need for a multidisciplinary approach 
between maternity and neonatal teams; an appropriately skilled 
and trained workforce, data collection with regards to activity, 
appropriate admissions as per HRGXA04 criteria and a link to 
community services. 

Where can we find 
additional guidance 
regarding this safety 
action? 

https://www.bapm.org/resources/80-perinatal-management-of-
extreme-preterm-birth-before-27-weeks-of-gestation-2019 
 
https://www.bapm.org/resources/24-neonatal-transitional-care-a-
framework-for-practice-2017 
 
https://improvement.nhs.uk/resources/reducing-admission-full-
term-babies-neonatal-units/  
 
https://www.e-lfh.org.uk/programmes/avoiding-term-admissions-
into-neonatal-units/ 
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https://www.england.nhs.uk/coronavirus/wp-
content/uploads/sites/52/2020/04/Illness-in-newborn-babies-
leaflet-FINAL-070420.pdf 
 
Implementing-the-Recommendations-of-the-Neonatal-Critical-
Care-Transformation-Review-FINAL.pdf (england.nhs.uk) 
 

Framework: Early Postnatal Care of the Moderate-Late Preterm Infant 
| British Association of Perinatal Medicine (bapm.org)  

 

B1915-three-year-delivery-plan-for-maternity-and-neonatal-
services-march-2023.pdf (england.nhs.uk) 
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Safety action 4: Can you demonstrate an effective system of clinical 

workforce planning to the required standard? 
 

Required standard  
 
 

a) Obstetric medical workforce 

 

1) NHS Trusts/organisations should ensure that the 
following criteria are met for employing short-term (2 
weeks or less) locum doctors in Obstetrics and 
Gynaecology on tier 2 or 3 (middle grade) rotas: 
 
a. currently work in their unit on the tier 2 or 3 rota  

or 
b. have worked in their unit within the last 5 years 

on the tier 2 or 3 (middle grade) rota as a 
postgraduate doctor in training and remain in the 
training programme with satisfactory Annual 
Review of Competency Progressions (ARCP)  
or 

c. hold a Royal College of Obstetrics and 
Gynaecology (RCOG) certificate of eligibility to 
undertake short-term locums. 

 

2) Trusts/organisations should implement the RCOG 
guidance on engagement of long-term locums and 
provide assurance that they have evidence of 
compliance, or an action plan to address any 
shortfalls in compliance, to the Trust Board, Trust 
Board level safety champions and LMNS meetings. 
rcog-guidance-on-the-engagement-of-long-term-
locums-in-mate.pdf 
  

 

3) Trusts/organisations should implement RCOG 
guidance on compensatory rest where consultants 
and senior Speciality and Specialist (SAS) doctors 
are working as non-resident on-call out of hours and 
do not have sufficient rest to undertake their normal 
working duties the following day. Services should 
provide assurance that they have evidence of 
compliance, or an action plan to address any 
shortfalls in compliance, to the Trust Board, Trust 
Board level safety champions and LMNS meetings. 

      rcog-guidance-on-compensatory-rest.pdf 
 

4. Trusts/organisations should monitor their 
compliance of consultant attendance for the clinical 
situations listed in the RCOG workforce document: 
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‘Roles and responsibilities of the consultant 
providing acute care in obstetrics and gynaecology’ 
into their service 
https://www.rcog.org.uk/en/careers-
training/workplace-workforce-issues/roles-
responsibilities-consultant-report/ when a consultant 
is required to attend in person. Episodes where 
attendance has not been possible should be 
reviewed at unit level as an opportunity for 
departmental learning with agreed strategies and 
action plans implemented to prevent further non-
attendance.  

 

b) Anaesthetic medical workforce 

A duty anaesthetist is immediately available for the 
obstetric unit 24 hours a day and should have clear 
lines of communication to the supervising anaesthetic 
consultant at all times. Where the duty anaesthetist has 
other responsibilities, they should be able to delegate 
care of their non-obstetric patients in order to be able to 
attend immediately to obstetric patients. (Anaesthesia 
Clinical Services Accreditation (ACSA) standard 
1.7.2.1) 

 c)  

c) Neonatal medical workforce 

The neonatal unit meets the relevant British Association 
of Perinatal Medicine (BAPM) national standards of 
medical staffing.  

If the requirements have not been met in year 3 and or 
4 or 5 of MIS, Trust Board should evidence progress 
against the action plan developed previously and 
include new relevant actions to address deficiencies. 

If the requirements had been met previously but are 
not met in year 5, Trust Board should develop an action 
plan in year 5 of MIS to address deficiencies. 

Any action plans should be shared with the LMNS and 
Neonatal Operational Delivery Network (ODN). 

 
 
d) Neonatal nursing workforce 

The neonatal unit meets the BAPM neonatal nursing                   
standards.  

If the requirements have not been met in year 3 and or           
year 4 and 5 of MIS, Trust Board should evidence 
progress against the action plan previously developed 
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and include new relevant actions to address 
deficiencies. 

If the requirements had been met previously without 
the need of developing an action plan to address 
deficiencies, however they are not met in year 5 Trust 
Board should develop an action plan in year 5 of MIS to 
address deficiencies. 

Any action plans should be shared with the LMNS           
and Neonatal Operational Delivery Network (ODN). 

 

Minimum evidential 
requirement for Trust 
Board 

Obstetric medical workforce 

 

1) Trusts/organisations should audit their compliance 
via Medical Human Resources and if there are 
occasions where these standards have not been 
met, report to Trust Board Trust Board level safety 
champions and LMNS meetings that they have put 
in place processes and actions to address any 
deviation. Compliance is demonstrated by 
completion of the audit and action plan to address 
any lapses. 

  
Information on the certificate of eligibility (CEL) for short 
term locums is available here:  
  
www.rcog.org.uk/cel  
 
This page contains all the information about the CEL 
including a link to the guidance document: 
 
Guidance on the engagement of short-term locums in 
maternity care (rcog.org.uk) 
  
A publicly available list of those doctors who hold a 
certificate of eligibility of available at https://cel.rcog.org.uk 
  
 
2) Trusts/organisations should use the 
monitoring/effectiveness tool contained within the guidance 
(p8) to audit their compliance and have a plan to address 
any shortfalls in compliance. Their action plan to address 
any shortfalls should be signed off by the Trust Board, 
Trust Board level safety champions and LMNS. 
 
 
3) Trusts/organisations should provide evidence of 
standard operating procedures and their implementation to 
assure Boards that consultants/senior SAS doctors working 
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as non-resident on-call out of hours are not undertaking 
clinical duties following busy night on-calls disrupting sleep, 
without adequate rest. This is to ensure patient safety as 
fatigue and tiredness following a busy night on-call can 
affect performance and decision-making.  
Evidence of compliance could also be demonstrated by 
obtaining feedback from consultants and SAS doctors 
about their ability to take appropriate compensatory rest in 
such situations.  
 
NB. All 3 of the documents referenced are all hosted on the 
RCOG Safe Staffing Hub 
Safe staffing | RCOG 
 
 
4) Trusts’ positions with the requirement should be shared 

with the Trust Board, the Board-level safety champions as 

well as LMNS. 
 

 
Anaesthetic medical workforce 

The rota should be used to evidence compliance with 
ACSA standard 1.7.2.1. 

 
Neonatal medical workforce 

The Trust is required to formally record in Trust Board 
minutes whether it meets the relevant BAPM 
recommendations of the neonatal medical workforce. If the 
requirements are not met, Trust Board should agree an 
action plan and evidence progress against any action plan 
developed previously to address deficiencies.  A copy of 
the action plan, outlining progress against each of the 
actions, should be submitted to the LMNS and Neonatal 
Operational Delivery Network (ODN). 

 

Neonatal nursing workforce 

The Trust is required to formally record to the Trust Board 
minutes compliance to BAPM Nurse staffing standards 
annually using the Neonatal Nursing Workforce Calculator 
(2020).  For units that do not meet the standard, the Trust 
Board should agree an action plan and evidence progress 
against any action plan previously developed to address 
deficiencies. 
A copy of the action plan, outlining progress against each 
of the actions, should be submitted to the LMNS and 
Neonatal Operational Delivery Network (ODN). 
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Validation process Self-certification by the Trust Board and submitted to NHS 
Resolution using the Board declaration form. 
 

What is the relevant time 
period? 

Obstetric medical workforce 

1. After February 2023 – Audit of 6 months activity 
2. After February 2023 – Audit of 6 months activity 
3. 30 May 2023 - 7 December 2023 
4. 30 May 2023 - 7 December 2023 

 
Anaesthetic medical workforce 

Trusts to evidence position by 7 December 2023 at 12 
noon 

Neonatal medical workforce 

A review has been undertaken of any 6 month period 
between 30 May 2023 – 7 December 2023  
 

a) Neonatal nursing workforce 
Nursing workforce review has been undertaken at 
least once during year 5 reporting period 30 May 
2023 – 7 December 2023  

 

What is the deadline for 
reporting to NHS 
Resolution?  

1 February 2024 
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Technical guidance for safety action 4 

 

Technical guidance  

Obstetric workforce standard and action 

How can the Trust monitor 
adherence with the standard 
relating to short term 
locums?  
 

Trusts should establish whether any short term (2 weeks 
or less) tier 2/3 locums have been undertaken between 
February and August 2023. Medical Human Resources 
(HR) or equivalent should confirm that all such locums 
met the required criteria. 

What should a department 
do if there is non-
compliance i.e. locums 
employed who do not meet 
the required criteria?  

Trusts should review their approval processes and 
produce an action plan to ensure future compliance.  

Can we self-certify 
compliance with this 
element of safety action 4 if 
locums are employed who 
do not meet the required 
criteria? 
 

Trusts can self-certify compliance with safety action 4 
provided they have agreed strategies and action plans 
implemented to prevent subsequent non -compliance.  

 

Where can I find the 
documents relating to short 
term locums? 

Safe staffing | RCOG 
All related documents are available on the RCOG safe 
staffing page.  

How can the Trust monitor 
adherence with the standard 
relating to long term 
locums? 

Trusts should use the monitoring/effectiveness tool 
contained within the guidance (p8) to audit their 
compliance for 6 months after February 2023 and prior to 
submission to the Trust Board and have a plan to address 
any shortfalls in compliance. 

What should a department 
do if there is a lack of 
compliance demonstrated in 
the audit tool regarding the 
support and supervision of 
long term locums?  

Trusts should review their audits and identify where 
improvements to their process needs to be made. They 
should produce a plan to address any shortfalls in 
compliance and assure the Board this is in place and 
being addressed.  

Can we self-certify 
compliance with this 
element of safety action 4 if 
long term locums are 
employed who are not fully 
supported/supervised?  

Trusts can self-certify compliance with safety action 4 
provided they have agreed strategies and action plans 
implemented to prevent subsequent non -compliance.  

 

Where can I find the 
documents relating to long 
term locums?  

Safe staffing | RCOG 
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All related documents are available on the RCOG safe 
staffing page.  

How can the Trust monitor 
adherence with the standard 
relating to Standard 
operating procedures for 
consultants and SAS 
doctors acting down?  

Trusts should provide documentary evidence of standard 
operating procedures and their implementation 

Evidence of implementation/compliance could be 
demonstrated by obtaining feedback from consultants and 
SAS doctors about their ability to take appropriate 
compensatory rest in such situations.  

What should a department 
do if there is a lack of 
compliance, either no 
Standard operating 
procedure or failure to 
implement such that senior 
medical staff are unable to 
access compensatory rest?  

Trusts should produce a standard operating procedure 
document regarding compensatory rest.  

Trusts should identify any lapses in compliance and 
where improvements to their process needs to be made. 
They should produce a plan to address any shortfalls in 
compliance and assure the Board this is in place and 
being addressed. 

 

Can we self-certify 
compliance with this 
element of safety action 4 if 
we do not have a standard 
operating procedure or it is 
not fully implemented? 

Trusts cannot self-certify if they have no evidence of any 
standard operating procedures by October 2023. They 
can self-certify if they have been unable to achieve 
appropriate compensatory rest in individual circumstances 
such as excessive staffing pressure have prevented the 
doctor accessing this. They should, however, demonstrate 
that they have an action plan to ensure future compliance 
and provide assurance to the Board that this is place. 

Where can I find the 
documents relating to 
compensatory rest for 
consultants and SAS 
doctors?   

Safe staffing | RCOG 
All related documents are available on the RCOG safe 
staffing page. 

How can the Trust monitor 
adherence with the standard 
relating to consultant 
attendance out of hours? 
 

For example, departments can audit consultant 
attendance for clinical scenarios or situations mandating 
their presence in the guidance.  Departments may also 
wish to monitor adherence via incident reporting systems. 
Feedback from departmental or other surveys may also 
be employed for triangulation of compliance.  

What should a department 
do if there is non-
compliance with attending 
mandatory 
scenarios/situations? 

Episodes where attendance has not been possible should 
be reviewed at unit level as an opportunity for 
departmental learning with agreed strategies and action 
plans implemented to prevent further non-attendance. 

 

Can we self-certify 
compliance with this 
element of safety action 4 if 

Trusts can self-certify compliance with safety action 4 
provided they have agreed strategies and action plans 
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consultants have not 
attended clinical situations 
on the mandated list? 

implemented to prevent subsequent non-attendances. 
These can be signed off by the Trust Board.  

 

Where can I find the roles 

and responsibilities of the 

consultant providing acute 

care in obstetrics and 

gynaecology RCOG 

workforce document? 

https://www.rcog.org.uk/en/careers-training/workplace-
workforce-issues/roles-responsibilities-consultant-report/  

For queries regarding this safety action please contact: nhsr.mis@nhs.net and RCOG 

Anaesthetic medical workforce 

Technical guidance  

Anaesthesia Clinical Services Accreditation (ACSA) standard and action  

1.7.2.1 A duty anaesthetist is immediately available for the 
obstetric unit 24 hours a day. Where the duty 
anaesthetist has other responsibilities, they should 
be able to delegate care of their non-obstetric patient 
in order to be able to attend immediately to obstetric 
patients.  
 

Neonatal medical workforce 

Technical guidance 

Neonatal Workforce standards and action 

Do you meet the BAPM 
national standards of junior 
medical staffing depending 
on unit designation?  

If not, Trust Board should agree an action plan and 
outline progress against any previously agreed action 
plans.  There should also be an indication whether the 
standards not met is due to insufficient funded posts or 
no trainee or/suitable applicant for the post (rota gap) 
alongside a record of the rota tier affected by the gaps. 

This action plan should be submitted to the LMNS and 
ODN. 

BAPM 

“Optimal Arrangements for Neonatal Intensive Care Units in the UK. 
A BAPM Framework for Practice” 2021 
or  

“Optimal arrangements for Local Neonatal Units and Special Care Units in the UK 
including guidance on their staffing: A Framework for Practice” 2018 
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NICU 

Neonatal Intensive Care 
Unit  

 

Staff at each level should only have responsibility for the 
NICU and Trusts with more than one neonatal unit should 
have completely separate cover at each level of staff 
during office hours and out of hours.  

Tier 1 

Resident out of hours care should include a designated 
tier one clinician ‐ Advanced Neonatal Nurse Practitioner 
(ANNP) or junior doctor ST1‐3.  

NICUs co‐located with a maternity service delivering 
more than 7000 deliveries per year should augment their 
tier 1 cover at night by adding a second junior doctor, an 
ANNP and/or by extending nurse practice. 

Tier 2 

A designated experienced junior doctor ST 4‐8 or 
appropriately trained specialty doctor or ANNP. 

NICUs with more than 2500 intensive care days should 
have an additional experienced junior doctor ST4‐8 or 
appropriately trained specialty doctor or ANNP. 

(A consultant present and immediately available on NICU 
in addition to tier 2 staff would be an alternative) 

Tier 3 

Consultant staff in NICUs should be on the General 
Medical Council specialist register for neonatal medicine 
or equivalent and have primary duties on the neonatal 
unit alone.  

NICUs undertaking more than 4000 intensive care days 
per annum with onerous on call duties should consider 
having a consultant present in addition to tier 2 staff and 
immediately available 24 hours per day.  

NICUs undertaking more than 2500 intensive care days 
per annum should consider the presence of at least 2 
consultant led teams during normal daytime hours.  

NICUs undertaking more than 4000 intensive care days 
per annum should consider the presence of three 
consultant led teams during normal daytime hours.  

 

20 

Trust Board Meeting in Public 7 December 2023-07/12/23 247 of 466 

https://www.uclh.nhs.uk/wwus/Whatstaffsay/Pages/SimonnesStory.aspx
https://www.uclh.nhs.uk/wwus/Whatstaffsay/Pages/SimonnesStory.aspx


Tab 20 Item 20 TB Public 7 Dec 2023 Maternity Incentive Scheme (MIS) Year 5 Declaration Form 

34 
 

LNU 

Local Neonatal Unit 

Tier 1 

At least one resident tier 1 practitioner immediately 
available dedicated to providing emergency care for the 
neonatal service 24/7.  

In large LNUs (>7000 births) there should be two 
dedicated tier 1 practitioners 24/7 to support emergency 
care, in keeping with the NICU framework. 

Tier 2 

An immediately available resident tier 2 practitioner 
dedicated solely to the neonatal service at least during 
the periods which are usually the busiest in a co-located 
Paediatric Unit e.g. between 09.00 - 22.00, seven days a 
week. 

LNUs undertaking either >1500 Respiratory Care Days 
(RCDs) or >600 Intensive Care (IC) days annually should 
have immediately available a dedicated resident tier 2 
practitioner separate from paediatrics 24/7. 

Tier 3 

Units designated as LNUs providing either >2000 RCDs 
or >750 IC days annually should provide a separate Tier 
3 Consultant rota for the neonatal unit.  

LNUs providing >1500 RCDs or >600 IC days annually 
should strongly consider providing a dedicated Tier 3 rota 
to the neonatal unit entirely separate from the paediatric 
department; a risk analysis should be performed to 
demonstrate the safety & quality of care if the Tier 3 is 
shared with paediatrics at any point in the 24 hours in 
these LNUs. 

All LNUs should ensure that all Consultants on-call for 
the unit also have regular weekday commitments to the 
neonatal service. This is best delivered by a ‘consultant 
of the week’ system and no consultant should undertake 
fewer than 4 ‘consultant of the week’ service weeks 
annually. 

No on-call rota should be more onerous than one in six 
and all new appointments to units with separate rotas 
should either have a SCCT in neonatal medicine or be a 
general paediatrician with a special interest in 
neonatology or have equivalent neonatal experience and 
training. 
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SCU 

Special Care Unit 

Tier 1 

A resident tier 1 practitioner dedicated to the neonatal 
service in day-time hours on weekdays and a 
continuously immediately available resident tier 1 
practitioner to the unit 24/7. This person could be shared 
with a co-located Paediatric Unit out of hours. 

Tier 2 

A resident tier 2 to support the tier 1 in SCUs admitting 
babies requiring respiratory support or of very low 
admission weight <1.5kg. This Tier 2 would be expected 
to provide cover for co-located paediatric services but be 
immediately available to the neonatal unit.  

Tier 3 

In SCUs there should be a Lead Consultant for the 
neonatal service and all consultants should undertake a 
minimum of continuing professional development 
(equivalent to a minimum of eight hours CPD in 
neonatology). 

Our Trust do not meet the 

relevant neonatal medical 

standards and in view of 

this an action plan, ratified 

by the Board has been 

developed. Can we declare 

compliance with this sub-

requirement? 

There also needs to be evidence of progress against any 
previously agreed action plans. This will enable Trusts to 
declare compliance with this sub-requirement. 

When should the review 

take place? 

The review should take place at least once during the MIS 
year 5 reporting period. 

Please access the 
followings for further 
information on Standards  

 

 

BAPM Optimal Arrangements for Neonatal Intensive 

Care Units in the UK (2021). A BAPM Framework for 

Practice  

https://www.bapm.org/resources/296-optimal-
arrangements-for-neonatal-intensive-care-units-in-the-uk-
2021 
Optimal arrangements for Local Neonatal Units and 
Special Care Units in the UK (2018).  A BAPM 
Framework for Practice 

https://www.bapm.org/resources/2-optimal-
arrangements-for-local-neonatal-units-and-special-care-
units-in-the-uk-2018 
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Neonatal nursing workforce 

Technical guidance  

Neonatal nursing workforce standards and action 

Where can we find more 

information about the 

requirements for neonatal 

nursing workforce?  

Neonatal nurse staffing standards are set out in the BAPM 

Service and Quality Standards (2022) 

https://www.bapm.org/resources/service-and-quality-

standards-for-provision-of-neonatal-care-in-the-uk 

The Neonatal Nursing Workforce Calculator (2020) should 

be used to calculate cot side care and guidance for this 

tool is available here: 

https://www.neonatalnetwork.co.uk/nwnodn/wp-
content/uploads/2021/08/Guidance-for-Neonatal-Nursing-
Workforce-Tool.pdf   
 
Access to the tool and more information will be available 

through your Neonatal ODN Education and Workforce 

lead nurse. 

Our Trust does not meet the 

relevant nursing standards 

and in view of this an action 

plan, ratified by the Board 

has been developed. Can we 

declare compliance with this 

sub-requirement? 

There also needs to be evidence of progress against any 

previously agreed action plans.  

This will enable Trusts to declare compliance with this 

sub-requirement. 
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Safety action 5: Can you demonstrate an effective system of midwifery 

workforce planning to the required standard?  
 

Required standard  a) A systematic, evidence-based process to calculate 
midwifery staffing establishment is completed. 

 
b) Trust Board to evidence midwifery staffing budget 

reflects establishment as calculated in a) above. 
 

c) The midwifery coordinator in charge of labour ward must 
have supernumerary status; (defined as having no 
caseload of their own during their shift) to ensure there is 
an oversight of all birth activity within the service. 

 
d) All women in active labour receive one-to-one midwifery   

care. 
 

e) Submit a midwifery staffing oversight report that covers 
staffing/safety issues to the Board every 6 months, 
during the maternity incentive scheme year five reporting 
period. 

Minimum evidential 
requirement for Trust 
Board 

The report submitted will comprise evidence to support a, b and 
c progress or achievement. 

It should include: 

• A clear breakdown of BirthRate+ or equivalent calculations 
to demonstrate how the required establishment has been 
calculated. 

• In line with midwifery staffing recommendations from 
Ockenden, Trust Boards must provide evidence 
(documented in Board minutes) of funded establishment 
being compliant with outcomes of BirthRate+ or equivalent 
calculations. 

• Where Trusts are not compliant with a funded establishment 
based on BirthRate+ or equivalent calculations, Trust Board 
minutes must show the agreed plan, including timescale for 
achieving the appropriate uplift in funded establishment. The 
plan must include mitigation to cover any shortfalls. 

• The plan to address the findings from the full audit or table-
top exercise of BirthRate+ or equivalent undertaken, where 
deficits in staffing levels have been identified must be 
shared with the local commissioners. 
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• Details of planned versus actual midwifery staffing levels to 
include evidence of mitigation/escalation for managing a 
shortfall in staffing.  

o The midwife to birth ratio  

o The percentage of specialist midwives employed and 
mitigation to cover any inconsistencies. BirthRate+ 
accounts for 8-10% of the establishment, which are not 
included in clinical numbers. This includes those in 
management positions and specialist midwives. 

• Evidence from an acuity tool (may be locally developed), 
local audit, and/or local dashboard figures demonstrating 
100% compliance with supernumerary labour ward co-
ordinator status and the provision of one-to-one care in 
active labour. Must include plan for mitigation/escalation to 
cover any shortfalls. 

Validation process Self-certification to NHS Resolution using the Board declaration 
form.  

What is the relevant 
time period? 

30 May 2023 – 7 December 2023 

What is the deadline 
for reporting to NHS 
Resolution?  

1 February 2023 at 12 noon 
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Technical guidance for Safety action 5 

 

Technical guidance 

What midwifery red flag 
events could be included 
in six monthly staffing 
report (examples only)? 

 

We recommend that 
Trusts continue to monitor 
the red flags as per 
previous year and include 
those in the six monthly 
report to the Trust Board, 
however this is currently 
not within the minimal 
evidential requirements 
but more a 
recommendation based on 
good practice. 

• Redeployment of staff to other services/sites/wards 
based on acuity.   

• Delayed or cancelled time critical activity.  

• Missed or delayed care (for example, delay of 60 
minutes or more in washing or suturing).  

• Missed medication during an admission to hospital or 
midwifery-led unit (for example, diabetes medication).  

• Delay of more than 30 minutes in providing pain relief.  

• Delay of 30 minutes or more between presentation 
and triage.  

• Full clinical examination not carried out when 
presenting in labour.  

• Delay of two hours or more between admission for 
induction and beginning of process.  

• Delayed recognition of and action on abnormal vital 
signs (for example, sepsis or urine output).  

• Any occasion when one midwife is not able to provide 
continuous one-to-one care and support to a woman 
during established labour.  

Other midwifery red flags may be agreed locally. Please 
see the following NICE guidance for details: 
www.nice.org.uk/guidance/ng4/resources/safe-midwifery-
staffing-for-maternity-settings-pdf-51040125637  

https://www.nice.org.uk/guidance/ng4/resources/safe-
midwifery-staffing-for-maternity-settings-pdf-51040125637 

Can the labour ward 
coordinator be considered 
to be supernumerary if for 
example they had to 
relieve staff for breaks on 
a shift? 

The Trust can report compliance with this standard if this 

is a one off event and the coordinator is not required to 

provide 1:1 care or care for a woman in established labour 

during this time. 

If this is a recurrent event (i.e. occurs on a regular basis 

and more than once a week), the Trust should declare 

non-compliance with the standard and include actions to 

address this specific requirement going forward in their 

action plan mentioned in the section above. 

The role of the co-ordinator includes providing oversight of 

the labour ward and support and assistance to other 

midwives. For example: providing CTG ‘fresh eyes’, giving 

second opinion and reviews, providing assistance to 
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midwives at birth when required, supporting junior 

midwives undertaking suturing etc. This should not be 

counted as losing supernumerary status. 

What if we do not have 
100% supernumerary 
status for the labour ward 
coordinator? 

An action plan should be produced detailing how the 

maternity service intends to achieve 100% supernumerary 

status for the labour ward coordinator which has been 

signed off by the Trust Board and includes a timeline for 

when this will be achieved. 

As stated above, completion of an action plan will not 

enable the Trust to declare compliance with this sub-

requirement in year 5 of MIS. 

What if we do not have 
100% compliance for 1:1 
care in active labour?   

An action plan detailing how the maternity service intends 
to achieve 100% compliance with 1:1 care in active labour 
has been signed off by the Trust Board and includes a 
timeline for when this will be achieved.  

Completion of the action plan will enable the Trust to 
declare compliance with this sub-requirement. 
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Safety action 6: Can you demonstrate that you are on track to 

compliance with all elements of the Saving Babies’ Lives Care Bundle 

Version Three? 
 

Required standard  1) Provide assurance to the Trust Board and ICB that you 
are on track to fully implement all 6 elements of SBLv3 
by March 2024.   
 

2) Hold quarterly quality improvement discussions with the 
ICB, using the new national implementation tool. 

 

Minimum evidential 
requirement for Trust 
Board 

1) The Three-Year Delivery Plan for Maternity and 
Neonatal Services sets out that providers should 
fully implement Version Three by March 2024. 
 
A new implementation tool is now available to help 
maternity services to track and evidence 
improvement and compliance with the requirements 
set out in version three. The tool is based on the 
interventions, key process and outcome measures 
identified within each element, and is available at 
https://future.nhs.uk/SavingBabiesLives 

 
Providers should use the new national 
implementation tool to track compliance with the 
care bundle and share this with the Trust Board and 
ICB. 

 
To evidence adequate progress against this 
deliverable by the submission deadline in February, 
providers are required to demonstrate 
implementation of 70% of interventions across 
all 6 elements overall, and implementation of at 
least 50% of interventions in each individual 
element. These percentages will be calculated 
within the national implementation tool. 
 

2) Confirmation from the ICB with dates, that two 
quarterly quality improvement discussions have 
been held between the ICB (as commissioner) and 
the Trust, using the implementation tool and 
includes the following:  

 

• Details of element specific improvement work 
being undertaken including evidence of 
generating and using the process and outcome 
metrics for each element. 
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• Progress against locally agreed improvement 
aims. 

• Evidence of sustained improvement where high 
levels of reliability have already been achieved. 

• Regular review of local themes and trends with 
regard to potential harms in each of the six 
elements. 

• Sharing of examples and evidence of 
continuous learning by individual Trusts with 
their local ICB and neighbouring Trusts. 
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Technical guidance for Safety action 6 

 

 

Technical guidance  

Where can we find guidance 
regarding this safety action?  

Saving Babies’ Lives Care Bundle v3: 

https://www.england.nhs.uk/publication/saving-babies-
lives-version-three/   

The implementation tool is available at 
https://future.nhs.uk/SavingBabiesLives and includes a 
technical glossary for all data items referred to in MSDS 

Additional resources are in production and will be 
advertised on this page. Any further queries regarding the 
tool, please email 
england.maternitytransformation@nhs.net 

Any queries related to the digital aspects of this safety 

action can be sent to NHS Digital mailbox 

maternity.dq@nhs.net 

Some data items are or will become available on the 

National Maternity Dashboard or from NNAP Online 

For any other queries, please email nhsr.mis@nhs.net 

What is the rationale for 
the change in evidential 
requirements to SA6 in 
Year 5? 

The broad principles that will apply to the implementation of 

the standards detailed in the Saving Babies’ Lives Care 

Bundle (version 3) are: 

The use of the implementation tool will allow Trusts to track 

implementation and demonstrate local improvement using 

the process and outcome indicators within all six elements 

of the care bundle (for some elements this may only 

require evidence of a protocol, process, or appointed post). 

These data will form the basis of compliance with safety 

action 6 of this version of the maternity incentive scheme. 

This approach acknowledges the increased number and/or 

size of elements in this new version of the care bundle. 

The indicators for each of the six elements are set out 

below. Data relating to each of these indicators will need to 

be provided via the national implementation tool. 

Note: The relevant data items for these process 
indicators should be recorded on the provider’s 
Maternity Information System (MIS) and/or Neonatal 
System e.g Badgernet and included in the MSDS 
submissions to NHS Digital in an MSDSv2 Information 
Standard Notice compatible format, including 
SNOMED-CT coding. 
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What are the indicators for 
Element 1 

Process Indicators 

1a. Percentage of women where there is a record of:  
1.a.i.   CO measurement at booking appointment  
1.a.ii. CO measurement at 36-week appointment 
1.a.iii. Smoking status** at booking appointment  
1.a.iv. Smoking status** at 36-week appointment  

 
1b. Percentage of smokers* that have an opt-out referral   
at booking to an in-house/in-reach tobacco dependence 
treatment service. 
 
1c. Percentage of smokers* that are referred for tobacco 
dependence treatment who set a quit date. 
 
Outcome Indicators 
 
1d. Percentage of smokers* at antenatal booking who are 
identified as CO verified non-smokers at 36 weeks. 
1e. Percentage of smokers* that set a quit date and are 
identified as CO verified non-smokers at 4 weeks.   
 
*a “smoker” is a pregnant woman with an elevated CO 
level (4ppm or above) and identifies themselves as a 
smoker (smoked within the last 14 days) or has a CO level 
less than 4ppm but identifies as a smoker (smoked within 
the last 14 days). 
**Smoking status relates to the outcome of the CO test 
(>4ppm) and the enquiry about smoking habits. 
 

What are the indicators for 
Element 2 

Process Indicators 

2a. Percentage of pregnancies where a risk status for Fetal 
Growth Restriction (FGR) is identified and recorded at 
booking. (This should be recorded on the provider’s MIS 
and included in the MSDS submission to NHS Digital once 
the primary data standard is in place.) 
 
2b. Percentage of pregnancies where a Small for 
Gestational Age (SGA) fetus (between 3rd to <10th centiles) 
is antenatally detected, and this is recorded on the 
provider’s MIS and included in their MSDS submission to 
NHS Digital.  
 
2c. Percentage of perinatal mortality cases annually where 
the identification and management of FGR was a relevant 
issue (using the PMRT). 
 
Outcome Indicators 
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2d. Percentage of babies <3rd birthweight centile born 
>37+6 weeks (this is a measure of the effective detection 
and management of FGR). 
 
2e. Percentage of live births and stillbirths >3rd birthweight 
centile born <39+0 weeks gestation, where growth 
restriction was suspected. 

 

What are the indicators for 
Element 3 

Process Indicators 

3a. Percentage of women who attend with Reduced Fetal 
Movements (RFM) who have a computerised 
Cardiotocograph (CTG). 
 
3b. Proportion of women who attend with recurrent RFM* 
who had an ultrasound scan by the next working day to 
assess fetal growth.  
 
Outcome Indicators 
 
3c. Percentage of stillbirths which had issues associated 
with RFM management identified using PMRT. 
 
3d. Rate of induction of labour when RFM is the only 
indication before 39+0 weeks’ gestation. 
 
*There is no accepted definition of what recurrent RFM 
means; one region of the UK has successfully adopted a 
consensus definition of two or more episodes of RFM 
occurring within a 21-day period after 26 weeks’ gestation. 

What are the indicators for 
Element 4 

Process Indicators 

4a. Percentage of staff who have received training on CTG 
interpretation and intermittent auscultation, human factors, 
and situational awareness.  
 
4b. Percentage of staff who have successfully completed 
mandatory annual competency assessment.  
 
4c. Fetal monitoring lead roles appointed. 
 
Outcome Indicators 
 
4d. The percentage of intrapartum stillbirths, early neonatal 
deaths, and cases of severe brain injury* where failures of 
intrapartum monitoring are identified as a contributory 
factor. 

 
*Using the severe brain injury definition as used in Gale et 
al. 201848. 
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What are the indicators for 
Element 5 

Process Indicators 

5a. Percentage of singleton infants less than 27 weeks of 

gestation, multiples less than 28 weeks of gestation, or any 

gestation with an estimated fetal weight of less than 800g, 

born in a maternity service on the same site as a neonatal 

intensive care unit (NICU). 

 
5b. Percentage of babies born before 34 weeks of 
gestation who receive a full course of antenatal 
corticosteroids within 1 week of birth. 
 
5c. Percentage of babies born before 30 weeks of 
gestation who receive magnesium sulphate within the 24 
hours prior to birth. 
 
5d. Percentage of women who give birth following preterm 
labour below 34 weeks of gestation who receive 
intravenous (IV) intrapartum antibiotic prophylaxis to 
prevent early onset neonatal Group B Streptococcal (GBS) 
infection. 

 
5e. Percentage of babies born below 34 weeks of gestation 
who have their umbilical cord clamped at or after one 
minute after birth. 
 
5f. Percentage of babies born below 34 weeks of gestation 
who have a first temperature which is both between 36.5–
37.5°C and measured within one hour of birth. 
 
5g. Percentage of babies born below 34 weeks of gestation 
who receive their own mother’s milk within 24 hours of 
birth. 

 
5h. Perinatal Optimisation Pathway Compliance 
(Composite metric): Proportion of individual elements (5a – 
5g above) achieved.  Denominator is the total number of 
babies born below 34 weeks of gestation multiplied by the 
number of appropriate elements (eligibility according to 
gestation). 
 
To minimise the need for local data collection to support 
these improvements the formal collection of process 
measure data can be restricted to the seven interventions 
listed in this section, the use of volume targeted ventilation 
and caffeine is recommended but these data are not 
currently recorded or presented with national datasets. In 
addition, the gestational limits for some of the indicators 
and/or the groups studies have been adjusted to align with 
current nationally collected data (e.g., data on babies born 
only below 34 weeks or data on the number of babies 
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receiving antenatal corticosteroids rather than the number 
of mothers) 
 
Outcome Indicators 
 
5i. Mortality to discharge in very preterm babies 
(National Neonatal Audit Programme (NNAP) definition) 
Percentage of babies born below 32 weeks gestation who 
die before discharge home, or 44 weeks post-menstrual 
age (whichever occurs sooner). 
 
5j. Preterm Brain Injury (NNAP definition): Percentage of 
babies born below 32 weeks gestational age with any of 
the following forms of brain injury: 

✓ Germinal matrix/ intraventricular haemorrhage 
✓ Post haemorrhagic ventricular dilatation 
✓ Cystic periventricular leukomalacia 

 
5k. Percentage of perinatal mortality cases annually (using 
PMRT for analysis) where the prevention, prediction, 
preparation, or perinatal optimisation of preterm birth was a 
relevant issue. 
 
5l. Maternity care providers will provide outcome data to 
the Trust Board and share this with the LMNS relating to 
the incidence of women with a singleton pregnancy giving 
birth (liveborn and stillborn) as a % of all singleton births:  

✓ In the late second trimester (from 16+0 to 23+6 
weeks). 

✓ Pre-term (from 24+0 to 36+6 weeks). 

What are the indicators for 
Element 6 

Process Indicators 

6a. Demonstrate an agreed pathway for women to be 
managed in a clinic, providing care to women with pre-
existing diabetes only, where usual care involves joined-up 
multidisciplinary review (The core multidisciplinary team 
should consist of Obstetric Consultant, Diabetes 
Consultant, Diabetes Specialist Nurse, Diabetes Dietitian, 
Diabetes Midwife)  and holistic pregnancy care planning – 
this should be a one stop clinic where possible and include 
a pathway for the provision/access to additional support 
(e.g. asylum support, psychology, mental health) either 
within the clinic or within a closely integrated service (with 
shared documentation etc).  
 
6b. Demonstrate an agreed pathway for referral to the 
regional maternal medicine for women with complex 
diabetes. 
 

20 

Trust Board Meeting in Public 7 December 2023-07/12/23 261 of 466 



Tab 20 Item 20 TB Public 7 Dec 2023 Maternity Incentive Scheme (MIS) Year 5 Declaration Form 

48 
 

6c. Demonstrate an agreed method of objectively recording 
blood glucose levels and achievement of glycaemic 
targets. 
 
6d. Demonstrate compliance with Continuous Glucose 
Monitoring (CGM) training and evidence of appropriate 
expertise within the MDT to support CGM and other 
technologies used to manage diabetes. 
 
6e. Demonstrate an agreed pathway (between maternity 
services, emergency departments and acute medicine) for 
the management of women presenting with Diabetic 
Ketoacidosis (DKA) during pregnancy. This should include 
a clear escalation pathway for specialist obstetric HDU or 
ITU input, with the agreed place of care depending on 
patients gestational age, DKA severity, local facilities, and 
availability of expertise. 
 

Outcome Indicators 
 
6f. The percentage of women with type 1 diabetes that 
have used CGM during pregnancy – reviewed via the 
National Pregnancy in Diabetes (NPID) dashboard (aiming 
for >95% of women). 
 
6g. The percentage of women with type 1 and type 2 
diabetes that have had an HbA1c measured at the start of 
the third trimester (aiming for >95% of women). 
 

Compliance data for both outcome indicators should be 
reported by ethnicity and deprivation to ensure focus on at-
risk and under-represented groups. 

What considerations need 
to be made to ensure 
timely submission of data 
to evidence 
implementation and 
compliance with locally 
agreed progress 
measures? 

Currently, SBLCB measures are not shown on the 
maternity services dashboard, therefore it cannot be used 
to evidence compliance for SA6. The implementation tool 
will provide trusts with the means to collate and evidence 
their SBLCB data. 
 

Is there a requirement on 
Trusts to evidence SBLCB 
process and outcome 
measures through their 
data submissions to 
Maternity Services Data 
Set? 
 
 

Trusts should be capturing SBLCB data as far as possible 
in their Maternity Information Systems/Electronic Patient 
Records and submitted to the MSDS. MSDS does not 
capture all process and outcome indicators given in the 
care bundle. A summary of this appears in the technical 
appendix for version 2 of the care bundle, available at: 
https://digital.nhs.uk/data-and-information/data-collections-
and-data-sets/data-sets/maternity-services-data-set/tools-
and-guidance 
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Currently, SBLCB measures are not shown on the 
maternity services dashboard, therefore it cannot be used 
to evidence compliance for SA6. The implementation tool 
will provide trusts with the means to collate and evidence 
their SBLCB data. 
 

Would a Trust be non-
compliant if <60% of 
smokers set a quit date?  
 

As stated in SA6, providers are required to demonstrate 
implementation of 70% of interventions across all 6 
elements overall, and implementation of at least 50% of 
interventions in each individual element. The 
implementation tool will set out the evidence requirement 
for demonstrating compliance with each intervention. 
Where element process and outcome measures are listed 
in the evidence requirement, a performance threshold is 
recommended, but this is for agreement between a 
provider and their ICB in view of local circumstances.  
 

The SBLCBv3 that was 
published on the 31st May 
2023 included a typo in 
Appendix D Figure 6 with 
BMI as >18.5kg/m and it is 
not clear what “other 
features” mean 

This has now been amended and states <18.5kg/m with 
further clarity provided regarding “other features”.  

 

How do we provide 
evidence for the 
interventions that have 
been implemented?  
 

The evidence requirements for each intervention are set 
out within the implementation tool. You will need to verify 
that you have an implemented service locally.   

Will the eLfH modules be 
updated in line with 
SBLCBv3?  
 

The SBLCB eLearning for Health modules is currently 
being updated in line with the latest iteration, Version 3 of 
the Care Bundle and will include a new section to support 
implementation of element 6. We have asked for the 
ultrasound element to be reviewed for its relevance, this 
was developed separately, and we will make sure the 
completion of the e learning is focussed on elements 1-6. 
 

What is the deadline for 
reporting to NHS 
Resolution? 

1 February 2024 at 12 noon 
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Safety action 7: Listen to women, parents and families using maternity 

and neonatal services and coproduce services with users 
 

Required standard  1. Ensure a funded, user-led Maternity and Neonatal 

Voices Partnership (MNVP) is in place which is in line with 

the Delivery Plan and MNVP Guidance (due for publication 

in 2023).Parents with neonatal experience may give 

feedback via the MNVP and Parent Advisory Group.  

2. Ensuring an action plan is coproduced with the MNVP 

following annual CQC Maternity Survey data publication 

(due each January), including analysis of free text data, 

and progress monitored regularly by safety champions and 

LMNS Board. 

3. Ensuring neonatal and maternity service user feedback 

is collated and acted upon within the neonatal and 

maternity service, with evidence of reviews of themes and 

subsequent actions monitored by local safety champions. 

Minimum evidential 
requirement for Trust 
Board 

Evidence should include:  

• Minutes of meetings demonstrating how feedback is 

obtained and evidence of service developments 

resulting from coproduction between service users and 

staff. 

• Evidence that MNVPs have the infrastructure they need 

to be successful. Workplans are funded. MNVP leads, 

formerly MVP chairs, are appropriately employed or 

remunerated and receive appropriate training, 

administrative and IT support.  

• The MNVP’s work plan. Evidence that it is fully funded, 

minutes of the meetings which developed it and minutes 

of the LMNS Board that ratified it. 

• Evidence that service users receive out of pocket 

expenses, including childcare costs and receive timely 

payment for these expenses. 

• Evidence that the MNVP is prioritising hearing the voices 
of neonatal and bereaved families as well as women from 
Black, Asian and Minority Ethnic backgrounds and 
women living in areas with high levels of deprivation, 
given the findings in the MBRRACE-UK reports about 
maternal death and morbidity and perinatal mortality.   

Validation process Self-certification to NHS Resolution using the Board 
declaration form. 
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What is the relevant time 
period? 

Trusts should be evidencing the position as 7 December 
2023  

What is the deadline for 
reporting to NHS 
Resolution?  

1 February 2023 at 12 noon 
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Technical guidance for Safety action 7 

 

Technical guidance  

What is the Maternity and 

Neonatal Voices 

Partnership? 

An MNVP listens to the experiences of women, birthing 
people, and families, and brings together service users, 
staff and other stakeholders to plan, review and improve 
maternity and neonatal care. MNVPs ensure that service 
user voice is at the heart of decision-making in maternity 
and neonatal services by being embedded within the 
leadership of provider Trusts and feeding into the local 
maternity and neonatal system (LMNS).  MNVPs ensure 
service user voice influences improvements in the safety, 
quality, and experience of maternity and neonatal care. 

We are unsure about the 

funding for Maternity and 

Neonatal Voices 

Partnerships 

It is the responsibility of ICBs to: Commission and fund 
MNVPs, to cover each Trust within their footprint, 
reflecting the diversity of the local population in line with 
the ambition above. 

What advice is there for 
Maternity and Neonatal 
Voices Partnership (MNVP) 
leads when engaging and 
prioritising hearing the 
voices of neonatal and 
bereaved service users, and 
what support or training is 
in place to support MNVP’s? 
 
 
 
 
 
 

MNVPs should work in partnership with local specialist 
voluntary, community, and social enterprise (VCSEs) with 
lived experience to gather feedback. Engagement needs 
to be accessible and appropriate, particularly for neonatal 
and bereaved families. It is essential that you consider 
how you will protect people from being retraumatised 
through giving feedback on their experience. Training for 
MNVPs to engage with seldom heard or vulnerable 
communities may be required to ensure unintentional 
harm is avoided. 

MNVPs can also work in collaboration with their trust 
bereavement leads to ensure adequate support is in place 
for themselves and the families they may engage with. 
Attendance at the trust training could be beneficial.  
 

When will the MNVP 

guidance be published? 

We are working with our stakeholders to publish the 
MNVP guidance as soon as possible. As it is not yet 
published, it is acknowledged that there may not be 
enough time ahead of the reporting period for full 
implementation of all the requirements of the MNVP 
guidance. Where an element of the guidance is not yet 
fully implemented, evidence must be presented that 
demonstrates progress towards full implementation within 
12 months.  
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Safety action 8: Can you evidence the following 3 elements of local 

training plans and ‘in-house’, one day multi professional training? 

 

Required standard and 

minimum evidential 

requirement 

1. A local training plan is in place for implementation of 
Version 2 of the Core Competency Framework. 

2. The plan has been agreed with the quadrumvirate 
before sign-off by the Trust Board and the 
LMNS/ICB. 

3. The plan is developed based on the “How to” Guide 
developed by NHS England. 

Validation process Self-certification to NHS Resolution using the Board 
declaration form. 

What is the relevant time 

period?  
12 consecutive months should be considered from 1st 
December 2022 until 1st December 2023 to ensure the 
implementation of the CCFv2 is reported on and, an 
appropriate timeframe for trust boards to review.  
  
It is acknowledged that there will not be a full 90% 
compliance for new elements within the CCFv2 i.e 
Diabetes. 90% compliance is required for all elements that 
featured in CCFv1 
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Technical guidance for safety action 8 

 

Technical guidance  

What training should be 
covered in the local 
training plan to cover the 
six modules of the Core 
Competency Framework? 
 

A training plan should be in place to implement all six 
core modules of the Core Competency Framework over a 
3-year period, starting from MIS year 4 in August 2021 
and up to July 2024. NHS England » Core competency 
framework version two 
 
Trusts should update their existing training plans in 
alignment with Version 2 of the Core Competency 
Framework. 

How will the 90% 
attendance compliance be 
calculated? 

The training requirements set out in the Core Competency 
Framework require 90% attendance of relevant staff 
groups by the end of the 12 month period.  
 

Where can I find the Core 
Competencies Framework 
and other additional 
resources? 
 

• https://www.england.nhs.uk/publication/core-
competency-framework-version-two/  

• Includes links to the documents: 
 
o Core competency framework version two: 

Minimum standards and stretch targets 
o ‘How to’ guide - a resource pack to support 

implementing the Core Competency 
Framework version two 

o Core competency framework: training needs 
analysis 

 

• NHS England V1 of the Core Competency 
Framework  
https://www.england.nhs.uk/publication/core-
competency-framework/ 
 

• https://www.resus.org.uk/library/2021-
resuscitation-guidelines/newborn-resuscitation-
and-support-transition-infants-birth 

 

What training should be 
included to meet the 
requirements of the Core 
Competency Framework 
Version 2? 
 
 
 
 
 
 

All 6 core modules in V2 of the Core Competency 
Framework (CCFv2) must be covered as detailed in the 
minimum standards. 

Trusts must be able to evidence the four key principles: 

1. Service user involvement in developing and 
delivering training.  

2. Training is based on learning from local findings 
from incidents, audit, service user feedback, 
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and investigation reports. This should include 
reinforcing learning from what went well. 

3. Promote learning as a multidisciplinary team. 

Promote shared learning across a Local Maternity and 
Neonatal System. 

Which maternity staff 
should be included for 
Module 2: Fetal 
monitoring and 
surveillance (in the 
antenatal and intrapartum 
period)? 

Staff who have an intrapartum obstetric responsibility 
(including antenatal and triage) must attend the fetal 
surveillance training. 

Maternity staff attendees must be 90% compliant for each 
of the following groups to meet the minimum standards: 

• Obstetric consultants 

• All other obstetric doctors contributing to the obstetric 
rota (without the continuous presence of an additional 
resident tier obstetric doctor) 

• Midwives (including midwifery managers and matrons, 
community midwives; birth centre midwives (working 
in co-located and standalone birth centres and 
bank/agency midwives). Maternity theatre midwives 
who also work outside of theatres.  
 

Staff who do not need to attend include: 

• Anaesthetic staff  

• Maternity critical care staff (including operating 
department practitioners, anaesthetic nurse 
practitioners, recovery and high dependency unit 
nurses providing care on the maternity unit) 

• MSWs  

• GP trainees  
 

Which maternity staff 
should be included for 
Module 3: Maternity 
emergencies and 
multiprofessional 
training? 
 

Maternity staff attendees must include 90% of each of the 
following groups to meet the minimum standards: 

• Obstetric consultants. 

• All other obstetric doctors (including staff grade 
doctors, obstetric trainees (ST1-7), sub speciality 
trainees, obstetric clinical fellows and foundation year 
doctors contributing to the obstetric rota. 

• Midwives (including midwifery managers and 
matrons), community midwives; birth centre midwives 
(working in co-located and standalone birth centres) 
and bank/agency midwives. 

• Maternity support workers and health care assistants 
(to be included in the maternity skill drills as a 
minimum) 

• Obstetric anaesthetic consultants.  

• All other obstetric anaesthetic doctors (staff grades 
and anaesthetic trainees) who contribute to the 
obstetric rota. 
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• Maternity theatre staff are a vital part of the 
multidisciplinary team and are encouraged to attend 
the maternity emergencies and multiprofessional 
training, however they will not be required to attend to 
meet MIS year 5 compliance assessment 

• Neonatal staff are a vital part of the multidisciplinary 
team and are encouraged to attend the maternity 
emergencies and multiprofessional training, however 
there will be no formal threshold for attendance 
required to meet MIS year 5 compliance  

• At least one emergency scenario is to be conducted in 
the clinical area, ensuring full attendance from the 
relevant wider professional team, including theatre 
staff and neonatal staff 

Does the multidisciplinary 
emergency scenarios 
described in module 3 
have to be conducted in 
the clinical area? 

At least one emergency scenario needs to be conducted 
in the clinical area or at point of care. You need to ensure 
that 90% of your staff attend a minimum of one 
emergency scenario that is held in the clinical area, but 
not all of the scenarios have to be based in a clinical 
area.  
 

Which staff should be 
included for Module 6: 
Neonatal basic life 
support? 
 

Staff in attendance at births should be included for 
Module 6: Neonatal basic life support. 

This includes the staff listed below:  

• Neonatal Consultants or Paediatric consultants 
covering neonatal units 

• Neonatal junior doctors (who attend any births) 

• Neonatal nurses (Band 5 and above) 

• Advanced Neonatal Nurse Practitioner (ANNP) 

• Midwives (including midwifery managers and 
matrons), community midwives, birth centre midwives 
(working in co-located and standalone birth centres) 
and bank/agency midwives. 
 

The staff groups below are not required to attend 
neonatal basic life support training: 

• All obstetric anaesthetic doctors (consultants, staff 
grades and anaesthetic trainees) contributing to the 
obstetric rota and  

• Maternity critical care staff (including operating 
department practitioners, anaesthetic nurse 
practitioners, recovery and high dependency unit 
nurses providing care on the maternity unit). 

• Local policy should determine whether maternity 
support workers are included in neonatal basic life 
support training.  
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I am a NLS instructor, do I 
still need to attend 
neonatal basic life 
support training? 

No, if you have taught on a course within MIS year 5 you 
do not need to attend neonatal basic life support training  
 

I have attended my NLS 
training, do I still need to 
attend neonatal basic life 
support training? 

No, if you have attended a course within MIS year 5 you 
do not need to attend neonatal basic life support training 
as well. 

Which members of the 
team can teach basic 
neonatal life support 
training and NLS training? 

Registered RC-trained instructors should deliver their local 
NLS courses and the in-house neonatal basic life support 
annual updates. 
 
A detailed response to this can be found on the CCF NHS 
Futures page CCF NHS Futures page - FAQ 
 

What do we do if we do 
not have enough 
instructors who are 
trained as an NLS 
instructor and hold the 
GIC qualification? 

Your Neonatal Consultants and Advanced Neonatal 
Practitioners (ANNP) will be qualified to deliver the 
training. You can also liaise with your Local Maternity and 
Neonatal System (LMNS) to explore sharing of resources. 
 
There may be difficulty in resourcing qualified trainers. 
Units experiencing this must provide evidence to their 
trust board that they are seeking mitigation across their 
LMNS and an action plan to work towards NLS and GIC 
qualified status by 31st March 2024. As a minimum, 
training should be delivered by someone who is up to 
date with their NLS training. 
 

Who should attend 
certified NLS training in 
maternity? 

Attendance on separate certified NLS training for maternity 
staff should be locally determined. 
 

How do we involve 
services users in 
developing and delivering 
training?  

Please refer to the “How To” guide for ideas on how to 
involve service users in the developing and delivering of 
training.  
This is Principle 1 of the CCFv2 that recommends MNVP 
leads could be a member of the multidisciplinary 
educational teams (MET) to support the planning and 
selection of themes/local learning requirements to reflect 
in the training. 
 
Ways in which service users and service user 
representatives can support the delivery of training 
include with video case studies, inviting service users to 
tell their story or inviting charitable/support organisations 
for example local Downs Syndrome groups; LGBTQIA+ 
Communities; or advocates for refugees. 
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NHS England will be sharing examples of practice over 
the year and on their NHS Futures page. 
 

The TNA suggests 
periods of time required 
for each element of 
training, for example 9 
hours for fetal monitoring 
training. Is this a 
mandated amount of 
time?  
 

The TNA has been inputted with example times to 
demonstrate how the calculations are made for the 
backfill of staff that is required to put a training plan in 
place.  
 
The hours for each element of training can be flexed by 
the individual trust in response to their own local learning 
needs.  
 

Do all the modules within 
the CCF require a 
multidisciplinary 
attendance? 

Multidisciplinary team working has an evidence-base and 
has been highlighted in The Kirkup Report (2022). Key 
Action 3 (Flawed Team working) was a significant finding 
with the recommendation to improve teamworking with 
reference to establishing common purpose, objectives, 
and training from the outset. It is therefore a requirement 
that there is a strong emphasis on multidisciplinary 
training throughout the modules in response to local 
incidents.  
 
The staff groups within the multidisciplinary teams being 
trained may also vary, depending on the 
incident/emergency being covered. 
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Safety action 9: Can you demonstrate that there are robust processes 

in place to provide assurance to the Board on maternity and neonatal 

safety and quality issues? 
 

Required 
standard  

a) All six requirements of Principle 1 of the Perinatal 
Quality Surveillance Model must be fully embedded. 

 
b) Evidence that discussions regarding safety 

intelligence; concerns raised by staff and service 
users; progress and actions relating to a local 
improvement plan utilising the Patient Safety 
Incident Response Framework are reflected in the 
minutes of Board, LMNS/ICS/ Local & Regional 
Learning System meetings. 

 
c) Evidence that the Maternity and Neonatal Board 

Safety Champions (BSC) are supporting the 
perinatal quadrumvirate in their work to better 
understand and craft local cultures. 
 

Minimum 
evidential 
requirement for 
Trust Board 

Evidence for point a) is as per the six requirements set 
out in the Perinatal Quality Surveillance Model and 
specifically: 

• Evidence that a non-executive director (NED) has 
been appointed and is working with the Board safety 
champion to address quality issues.  

• Evidence that a monthly review of maternity and 
neonatal quality is undertaken by the Trust Board, 
using a minimum data set to include a review of 
thematic learning of all maternity Serious Incidents 
(SIs).  

• To review the perinatal clinical quality surveillance 
model in full and in collaboration with the local 
maternity and neonatal system (LMNS) lead and 
regional chief midwife, provide evidence to show 
how Trust-level intelligence is being shared to 
ensure early action and support for areas of concern 
or need. 

  
Evidence for point b) 

• Evidence that in addition to the monthly Board review of 
maternity and neonatal quality as described above, the 
Trust’s claims scorecard is reviewed alongside incident 
and complaints data. Scorecard data is used to agree 
targeted interventions aimed at improving patient safety 
and reflected in the Trusts Patient Safety Incident 
Response Plan. This should continue to be undertaken 
quarterly as detailed in MIS year 4. These discussions 
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must be held at least twice in the MIS reporting period 
at a Trust level quality meeting. This can be a Board or 
directorate level meeting. 

 
Evidence for point c): 

Evidence that the Board Safety Champions have been 
involved in the NHS England Perinatal Culture and 
Leadership Programme. This will include: 

• Evidence that both the non-executive and executive 
maternity and neonatal Board safety champion have 
registered to the dedicated FutureNHS workspace to 
access the resources available.  

• Evidence in the Board minutes that the Board Safety 
Champion(s) are meeting with the Perinatal ‘Quad’ 
leadership team at a minimum of quarterly (a 
minimum of two in the reporting period) and that any 
support required of the Board has been identified 
and is being implemented.  

Validation 
process 

Self-certification to NHS Resolution using the Board 
declaration form. 

What is the 
relevant time 
period? 

Time period for points a and b)  

• Evidence of a revised written pathway, in line with the 
perinatal quality surveillance model, that is visible to 
staff and meets the requirements detailed in part a) 
and b) of the action should be in place based on 
previous requirements. The expectation is that if work 
is still in progress, this will have been completed by 
1st December 2023.  

• The expectation is that discussions regarding safety 
intelligence, including the number of incidents 
reported as serious harm, themes identified, and 
actions being taken to address any issues; staff and 
service user feedback; minimum staffing in maternity 
services and training compliance are continuing to 
take place at Board level monthly. If for any reason 
they have been paused, they should be reinstated no 
later than 1 July 2023. 

• The expectation is for ongoing engagement sessions 
with staff as per year 4 of the scheme. If for any 
reason these have been paused, they should be 
recommenced no later than 1 July 2023. The reason 
for pausing feedback sessions should be captured in 
the minutes of the Board meeting, detailing mitigating 
actions to prevent future disruption to these sessions.  

• Progress with actioning named concerns from staff 
engagement sessions are visible to both maternity 
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and neonatal staff and reflects action and progress 
made on identified concerns raised by staff and 
service users from no later than the 17th July 2023. 

• Evidence that a review of the Trust’s claims 
scorecard is reviewed alongside incident and 
complaint data and discussed by the maternity, 
neonatal and Trust Board level safety champions at 
a Trust level (Board or directorate) quality meeting by 
17th July 2023. At least one additional meeting must 
have been undertaken before the end of the year 5 
scheme demonstrating oversight of progress with any 
identified actions from the first review as part of the 
PSIRF plan.  This should continue to be undertaken 
quarterly as detailed in MIS year 4. 

Time period for points c)  

• Evidence that both the non-executive and executive 
maternity and neonatal Board safety champion have 
registered to the dedicated FutureNHS workspace to 
access the resources available no later than 1 August 
2023.  

• Evidence in the Board minutes that the Board Safety 
Champion(s) are meeting with the perinatal ‘Quad’ 
leadership team as a minimum of quarterly and that 
any support required of the Board has been identified 
and is being implemented. There must have been a 
minimum of 2 meetings held by 1 February 2024  

What is the 
deadline for 
reporting to NHS 
Resolution? 

By 1 February 2024 at 12 noon  

Where can I find 
additional 
resources? 

implementing-a-revised-perinatal-quality-surveillance-
model.pdf (england.nhs.uk) 
 
Measuring culture in maternity services: Safety Culture 
Programme for Maternal and neonatal services:   
https://drive.google.com/file/d/1bzAqOcf5A5XHR8HWBZnL
zH6qsG_SgXoa/view?usp=sharin 
 
Maternity and Neonatal Safety Champions Toolkit 
September 2020 (england.nhs.uk) 
NHS England » Maternity and Neonatal Safety 
Improvement Programme 
 
The Safety Culture - Maternity & Neonatal Board Safety 
Champions - FutureNHS Collaboration Platform workspace 
is a dedicated place for Non-Executive Director and 
Executive Director maternity and neonatal Board safety 
champions to access the culture and leadership 
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programme, view wider resources and engage with a 
community of practice to support them in their roles. 
 
The Perinatal Culture and Leadership Programme - 
Maternity Local Transformation Hub - Maternity 
(future.nhs.uk) is a dedicated space for NHS England’s 
Perinatal Culture and Leadership Programmes, with 
resources for senior leaders and their teams to support 
local safety culture work. 
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Technical guidance for safety action 9 

 

Technical guidance 

What is the expectation 
around the Perinatal 
Quality Surveillance 
Model? 
 
 
 
 
 

The Perinatal Quality Surveillance Model must be reviewed 
and the local pathway for sharing intelligence updated. This 
revised pathway should: 

• Describe the local governance processes in place to 
demonstrate how intelligence is shared from the floor to 
Board.  

• Formalise how Trust-level intelligence will be shared 
with the LMNS/ICS quality group and regional quality 
groups involving the Regional Chief Midwife and Lead 
Obstetrician. 

What do we need to 
include in the 
dashBoard presented to 
Board each month?  
 

The dashboard can be locally produced, based on a minimum 
data set as set out in the Board level measures. It must 
include the number of incidents reported as serious harm, 
themes identified, and actions being taken to address any 
issues; SUV feedback; staff feedback from frontline 
champions’ engagement sessions; minimum staffing in 
maternity services and training compliance. 

The dashboard can also include additional measures as 
agreed by the Trust. 

We had not continued to 
undertake monthly 
feedback sessions with 
the Board safety 
champion what should 
we do? 

Parts a) and b) of the required standards build on the year 
three and four requirement of the maternity incentive scheme 
in building visibility and creating the conditions for staff to 
meet and establish a relationship with their Board safety 
champions to raise concerns relating to safety.  

The expectation is that Board safety champions have 
continued to undertake quarterly engagement sessions as 
described above. 

Part b) requires that progress with actioning named concerns 
from staff feedback sessions are visible. This builds on 
requirements made in year three of the maternity incentive 
scheme and the expectation is that this should have been 
continued.  

If these have not been continued, this needs to be reinstated 
by no later than 1 July 2023. 

We are a Trust with more 
than one site. Do we 
need to complete the 
same frequency of 
engagement sessions in 
each site as a Trust on 
one site? 

Yes. The expectation is that the same number of engagement 
sessions are completed at each individual site on a quarterly 
basis.  
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What is the rationale for 
the Board level safety 
champion safety action? 

It is important to ensure all staff are aware of who their 
frontline and Board safety champions are if concerns are to be 
actively shared. Sharing of insights and good practice 
between providers, their LMNS, ICS and regional quality 
groups should be optimised. The development of a local 
pathway which describes these relationships, how sharing of 
information will take place and names of the relevant leaders, 
will support this standard to realise its aims. The guidance in 
the link below will support the development of this pathway. 

Maternity-and-Neonatal-Safety-Champions-Toolkit--2020.pdf 

Where can I find more 
information re my 
Trust’s scorecard? 

More information regarding your Trust’s scorecard can be 
found here 
 
2021 Scorecards launch - NHS Resolution 
 
https://resolution.nhs.uk/2020/10/27/claims-scorecards-for-
2020/ 
 

What are the 
expectations of the 
Board safety champions 
in relation to quality 
improvement work 
undertaken by the 
maternity and neonatal 
quality improvement 
programme? 

The Board safety Champions will be expected to continue 
their support for quality improvement by working with the 
designated improvement leads to participate and mobilise 
improvement via the MatNeo Patient Safety Networks. Trusts 
will be required to undertake improvement including data 
collection and testing work aligned to the national priorities. 

What is the expectation 
for Trusts to undertake 
culture surveys? 

Every maternity and neonatal service across England will be 
involved in the Perinatal Culture and Leadership Programme. 
As part of this programme every service will be undertaking 
work to meaningfully understand the culture of their services. 
This diagnostic will either be a SCORE culture survey or an 
alternative as agreed with the national NHSE team. It is 
expected that diagnostic findings are shared with the Trust 
Board to enable an understanding and garner support for the 
work to promote optimal safety cultures, based on the 
diagnostic findings.  

What if our maternity and 
neonatal services are not 
undertaking the SCORE 
culture survey as part of 
the national programme? 

The national offer to undertake a SCORE culture is a flexible, 
opt out offer. If your maternity and neonatal services 
demonstrated that they were already completing work to 
meaningfully understand local culture, and therefore opted out 
of the SCORE survey, the expectation is that the Board 
receives updates on this alternative work. 

What are the 

expectations of the NED 

and Exec Board safety 

champion in relation to 

As detailed in previous years MIS guidance, regular 
engagement between Board Safety Champions and senior 
perinatal leadership teams provide an opportunity to share 
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their support for the 

Perinatal Culture and 

Leadership Programme 

(PCLP), culture surveys 

and ongoing support for 

the Perinatal ‘Quad’ 

Leadership teams? / 

What should be 

discussed at the bi-

monthly meetings 

between the Board 

Safety Champion(s) and 

the Perinatal ‘Quad’ 

Leadership teams? 

 

 

 

safety intelligence, examples of best practice and identified 
areas of challenge.  

The meetings should be conducted in an appreciative way, 
with the perinatal teams being open and transparent and the 
Board Safety Champions being curious and supportive.  

As a minimum the content should cover:  

- Learning from the Perinatal Culture and Leadership 
Development Programme so far  

- Plans to better understand their local culture. This will 
be use of the SCORE culture survey, or suitable 
alternative as agreed by the national NHS England 
team.  

- Updates on the SCORE survey, or alternative when 
undertaken. 

- Updates on identified areas for improvement following 
the local diagnostic, along with any identified support 
required from the Board. NB, a formal report following 
this work should be presented at Board by the Perinatal 
leadership team. 

Progress with interventions relating to culture improvement 
work, and any further support required from the Board  

Clarification as to 
evidence required to 
meet the standard:  
Evidence that both the 
non-executive and 
executive maternity and 
neonatal Board safety 
champion have 
registered to the 
dedicated FutureNHS 
workspace to access the 
resources available.  
 

The NED and Exec Board Safety Champion will be able to 
evidence they have registered on the FutureNHS Safety 
Culture - Maternity & Neonatal Board Safety Champions - 
FutureNHS Collaboration Platform workspace through 
minutes of a trust board meeting providing confirmation of 
specific resources accessed and how this has been of benefit. 
This will be reported as part of the board submission to NHS 
Resolution.   

How often should the 

Board Safety Champions 

be meeting and 

engaging with the 

perinatal ‘Quad’ team? 

 

Meetings between the Board Safety Champion(s) and Quad 

member(s) should be occurring a minimum of quarterly. We 

would expect a minimum of two meetings during this reporting 

period. 

 

Who is expected to have 

undertaken the Perinatal 

Culture and Leadership 

Quad programme?  

  

The expectation is that the senior perinatal leadership team 

(the Quad) have undertaken the PCLP. This will be 

representation from the midwifery, obstetric, neonatal, and 

operational professional groups, usually consisting of the 
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 DoM/HoM, clinical lead / CD for obstetrics, clinical lead for 

neonates and the operational manager.  

 

Is there an expectation 

that the board safety 

champions have 

undertaken the 

programme? 

 

The Board Safety Champions should be supporting the Quad 

and their work as part of the PCLP, but there is no expectation 

for them to attend the programme. 

 

Evidence that a monthly 

review – Most Trust 

meet bi-monthly (every 

other month) & are 

unable to meet this 

requirement  

A review must be undertaken at every board meeting. If this is 
bi-monthly that will be sufficient, but this is the minimum 
requirement.   
 

Examples have been 
requested for how to 
review the data from 
scorecards  
 

The key to making this exercise meaningful is the triangulation 
of the data. Categorisation of the historic claims on the 
scorecard and any action taken, then presenting these 
alongside current incidents and complaints. This allows 
identification of potential themes or trends, identification of the 
impact of any learning, and allows you to act quickly if any 
historic themes re-emerged.  
An example is now available from the MIS team at NHS 
Resolution, and staff are happy to talk through this process if 
it is helpful. 

The perinatal quality 
surveillance model 
requires review in 
collaboration with the 
local maternity and 
neonatal system (LMNS) 
lead and regional chief 
midwife to provide 
evidence of trust-level 
intelligence being 
shared and actions 
reported on areas of 
concern. This needs to 
happen before 1st July 
and therefore does not 
give trusts enough time 
to carry out this review 

The expectation is that this process should already be in place 
as it was a requirement in previous years, with the year 4 
requirement for this to be in place by 16th June 2022.   
 
However, in recognition of the challenges of embedding a new 
quality surveillance model the timeframe of the 1st July has 
been amended to 1st December 2023 to allow additional time 
for trusts.  

Clarification as to what 
constitutes a trust 
board, can sub 
committees be 
categorised as a board?   

This refers solely to the Board of the trust, and it is a 
requirement that the board oversees the quality of their 
perinatal services at every meeting. 
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Safety action 10: Have you reported 100% of qualifying cases to 

Healthcare Safety Investigation Branch (HSIB) (known as Maternity and 

Newborn Safety Investigations Special Health Authority (MNSI) from 

October 2023) and to NHS Resolution's Early Notification (EN) Scheme 

from 6 December 2022 to 7 December 2023? 
 

Required standard  A) Reporting of all qualifying cases to HSIB/ MNSI from 6 
December 2022 to 7 December 2023.  

B) Reporting of all qualifying EN cases to NHS Resolution's 
Early Notification (EN) Scheme from 6 December 2022 
until 7 December 2023. 

C) For all qualifying cases which have occurred during the 
period 6 December 2022 to 7 December 2023, the Trust 
Board are assured that: 

i. the family have received information on the role of 
HSIB//MNSI and NHS Resolution’s EN scheme; and 

ii. there has been compliance, where required, with 
Regulation 20 of the Health and Social Care Act 
2008 (Regulated Activities) Regulations 2014 in 
respect of the duty of candour. 

Minimum evidential 
requirement for Trust 
Board 

Trust Board sight of Trust legal services and maternity 
clinical governance records of qualifying HSIB//MNSI/EN 
incidents and numbers reported to HSIB//MNSI and NHS 
Resolution. 

Trust Board sight of evidence that the families have 
received information on the role of HSIB/MNSI and EN 
scheme. 

Trust Board sight of evidence of compliance with the 
statutory duty of candour. 

Validation process Self-certification to NHS Resolution using Board 
declaration form. 

Trusts’ reporting will be cross-referenced against the 
HSIB/MNSI database and the National Neonatal Research 
Database (NNRD) and NHS Resolution database for the 
number of qualifying incidents recorded for the Trust and 
externally verify that standard a) and b) have been met in 
the relevant reporting period. 
 
In addition, for standard C1 there is a requirement to 
complete field on the Claims Reporting Wizard (CMS), 
whether families have been advised of NHS Resolution’s 
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involvement, completion of this will also be monitored, and 
externally validated. 

What is the relevant time 
period? 

Reporting to HSIB – from 6 December 2022 to 7 
December 2023 

Reporting period to HSIB and to NHS Resolution – from 6 
December 2022 to 7 December 2023 

 

What is the deadline for 
reporting to NHS 
Resolution?  

By 1 February 2024 at 12 noon 
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Technical guidance for Safety action 10 

 

Technical guidance 

Where can I 
find 
information on 
HSIB? 

Information about HSIB/ MNSI and maternity investigations can be found 
on the HSIB website https://www.hsib.org.uk/ 
From October 2023 this website will no longer be available and the HSIB 

maternity programme will be hosted by the CQC. Further details will be 

circulated once available. 

Where can I 
find 
information on 
the Early 
Notification 
scheme? 

Information about the EN scheme can be found on the NHS Resolution’s 
website:  
 

• EN main page 

• Trusts page  

• Families page  
 

What are 
qualifying 
incidents that 
need to be 
reported to 
HSIB/MNSI? 

Qualifying incidents are term deliveries (≥37+0 completed weeks of 
gestation), following labour, that resulted in severe brain injury diagnosed 
in the first seven days of life. These are any babies that fall into the 
following categories: 
 

• Was diagnosed with grade III hypoxic ischaemic encephalopathy 
(HIE) [or] 

• Was therapeutically cooled (active cooling only) [or] 
• Had decreased central tone AND was comatose AND had 

seizures of any kind. 
 
Once HSIB/MNSI have received the above cases they will triage them 
and advise which investigations they will be progressing for babies who 
have clinical or MRI evidence of neurological injury. 

What is the 
definition of 
labour used by 
HSIB and EN? 

The definition of labour used by HSIB includes: 

• Any labour diagnosed by a health professional, including the 
latent phase (start) of labour at less than 4cm cervical dilatation. 

• When the mother called the maternity unit to report any concerns 
of being in labour, for example (but not limited to) abdominal 
pains, contractions, or suspected ruptured membranes (waters 
breaking). 

• Induction of labour (when labour is started artificially). 
• When the baby was thought to be alive following suspected or 

confirmed pre-labour rupture of membranes. 

Changes in the 
EN reporting 
requirements 
for Trust from 

With effect from 1 April 2022, Trusts have been required to continue to 
report their qualifying cases to HSIB via the electronic portal. 

In addition, Trusts’ will need to notify NHS Resolution, via the Claims 
Reporting Wizard, of qualifying EN cases once HSIB have confirmed 
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1 April 2022 
going forward 
 

they are progressing an investigation due to clinical or MRI evidence of 
neurological injury.    

The Trust must share the HSIB//MNSI report with the EN team within 30 
days of receipt of the final report by uploading the HSIB/MNSI report to 
the corresponding CMS file via DTS. Trusts are advised they should 
avoid uploading HSIB/MNSI reports in batches (e.g. waiting for a number 
of reports to be received before uploading). 

Once the HSIB/MNSI report has been shared by the Trust, the EN team 
will triage the case based on the MRI findings and then confirm to the 
Trust which cases will proceed to a liability investigation. 

What 
qualifying EN 
cases need to 
be reported to 
NHS 
Resolution? 

• Trusts are required to report cases to NHS Resolution where HSIB 
are progressing an investigation i.e. those where there is clinical or 
MRI evidence of neurological injury. 

• Where a family have declined a HSIB investigation, but have 
requested an EN investigation, the case should also be reported to 
NHS Resolution. 

There is more information here: 

ENS Reporting Guide - July 2023 (for Member Trusts) - NHS Resolution 

Cases that do 
not require to 
be reported to 
NHS 
Resolution 

• Cases where families have requested a HSIB/MNSI investigation 
where the baby has a normal MRI. 

• Cases where Trusts have requested a HSIB/MNSI investigation 
where the baby has a normal MRI.  

• Cases that HSIB/MNSI are not investigating. 

What if we are 
unsure 
whether a case 
qualifies for 
referral to 
HSIB/MNSI or 
NHS 
Resolution?  

For cases from 1 April 2022, if the baby has a clinical or MRI evidence of 
neurological injury and the case is being investigated by HSIB/MNSI 
because of this, then the case should also be reported to NHS 
Resolution via the claims wizard along with the HSIB/MNSI reference 
number (document the HSIB reference in the “any other comments box”). 
 
Please select Sangita Bodalia, Head of Early Notification (legal) at NHS 
Resolution on the Claims Reporting Wizard. 
 
Should you have any queries, please contact a member of the Early 
Notification team to discuss further (nhr.enteam@nhs.net) or HSIB/MNSI 
maternity team (maternity@hsib.org.uk). 

How should we 
report cases to 
NHS 
Resolution? 

Trusts’ will need to notify NHS Resolution, via the Claims Reporting 
Wizard, of qualifying EN cases once they have been confirmed by HSIB/ 
MNSI as under investigation. They must also complete the EN Report 
form and attach this to the Claims Reporting Wizard: 

https://resolution.nhs.uk/wp-content/uploads/2023/05/EN-Report-
Form.pdf  
 

What happens 
once we have 

Following the HSIB/MNSI investigation, and on receipt of the HSIB/MNSI 
report and MRI report, following triage, NHS Resolution will overlay an 
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reported a 
case to NHS 
Resolution? 

investigation into legal liability. Where families have declined an 
HSIB/MNSI investigation, no EN investigation will take place, unless the 
family requests this. 

Candour Regulation 20 of the Health and Social Care Act 2008 (Regulated 
Activities) Regulations 2014 provides that a health service body must act 
in an open and transparent way with relevant persons in relation to care 
and treatment provided.  
 
https://www.legislation.gov.uk/ukdsi/2014/9780111117613/regulation/20  
 
In accordance with the statutory duty of candour, in all relevant cases, 
families should be ‘advised of what enquiries in relation to the incident 
the health body believes are appropriate’ – 20(3)(a) and details of any 
enquiries to be undertaken (20)(4)(b). This includes details of enquiries 
undertaken by HSIB and NHS Resolution.  
 
Assistance can be found on NHS Resolution’s website, including the 
guidance ‘Saying Sorry’ as well as an animation on ‘Duty of Candour’ 
 
Trust Boards should be aware that if a breach of the statutory duty of 
candour in relation to a qualifying case comes to light which calls the 
validity of certification into question this may result in a review of the 
Trust submission and in addition trigger escalation to the CQC.   
 

Will we be 
penalised for 
late reporting? 

Trusts are strongly encouraged to report all incidents to HSIB/MNSI as 
soon as they occur and to NHS Resolution as soon as HSIB/MNSI have 
confirmed that they are taking forward an investigation.    
 
Trusts will meet the required standard if they can evidence to the Trust 
Board that they have reported all qualifying cases to HSIBMNSI and 
where applicable, to NHS Resolution and this is confirmed with data held 
by NNRD and HSIB/MNSI and NHS Resolution. 
 
Where qualifying cases are not reported within two years from the date 
of the incident, these cases will no longer be eligible for investigation 
under the Early Notification scheme. 
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FAQs for year five of the maternity incentive scheme 
 

Does ‘Board’ refer to the 
Trust Board or would the 
Maternity Services 
Clinical Board suffice?
  

We expect Trust Boards to self-certify the Trust’s 
declarations following consideration of the evidence 
provided. It is recommended that all executive members 
e.g. finance directors are included in these discussions.  

If subsequent verification checks demonstrate an 
incorrect declaration has been made, this may indicate a 
failure of governance which we will escalate to the 
appropriate arm’s length body/NHS system leader. We 
escalate these concerns to the Care Quality Commission 
for their consideration if any further action is required, and 
to the NHS England and NHS Improvement regional 
director, the Deputy Chief Midwifery Officer, regional chief 
midwife and Department of Health and Social Care 
(DHSC) for information. 

In addition, we now publish information on the NHS 
Resolution website regarding the verification process, the 
name of the Trusts involved in the MIS re-verification 
process as well as information on the outcome of the 
verification (including the number of safety actions not 
passed). 

Do we need to discuss 
this with our 
commissioners? 

Yes, the CEO of the Trust will ensure that the 
Accountable officer (AO) for their ICB is apprised of the 
MIS safety action evidence and declaration form. The 
CEO and AO must both sign the Board declaration form 
as evidence that they are both fully assured and in 
agreement with the evidence to be submitted to NHS 
Resolution 

The declaration form must be signed by both CEO and 
the Accountable Officer of Clinical Commissioning 
Group/Integrated Care System before submission. 

Our current 
commissioning systems 
are changing, what does 
this mean in terms of 
sign off? 

There have been structural changes for NHS 
Commissioning as a result of 2022 Health and Care Act. 
Where this has caused significant reconfiguration and 
adjustment of commissioning systems, sign off by the 
accountable lead for commissioning maternity services 
can be considered 

Will NHS Resolution 
cross check our results 
with external data 
sources?  

Yes, we will cross reference results with external data 
sets from: MBRRACE-UK data (safety action 1 point a, b, 
c), NHS England& Improvement regarding submission to 
the Maternity Services Data Set (safety action 2, sub-
requirements 2 and 3), and against the National Neonatal 
Research Database (NNRD) and HSIB for the number of 
qualifying incidents reportable to HSIB (safety action 10, 
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standard a)). Your overall submission may also be sense 
checked with CQC maternity data, HSIB data etc. 

For more details, please refer to the conditions of the 
scheme. 

What documents do we 
need to send to you? 

The Board declaration form will need to be sent to NHS 
Resolution. Ensure the Board declaration form has been 
approved by the Trust Board, signed by the Trust CEO 
and Accountable Office (IBC). Where relevant, an action 
plan is completed for each action the Trust has not met.  

Please do not send your evidence or any narrative 
related to your submission to NHS Resolution.  

Any other documents you are collating should be used to 
inform your discussions with the Trust Board. These 
documents and any other evidence used to assure the 
Board of your position must be retained. In the event that 
NHS Resolution are required to review supporting 
evidence at a later date it must be made available as it 
was presented to support Board assurance at the time of 
submission. 

Where can I find the Trust 
reporting template which 
needs to be signed off by 
the Board? 

The Board declaration Excel form will be published on the 
NHS Resolution website in 2023. 
 
It is mandatory that Trusts use the Board declaration 
Excel form when declaring compliance to NHS 
Resolution. If the Board declaration form is not 
returned to NHS Resolution by 12 noon on 1 February 
2024, NHS Resolution will treat that as a nil response.  

Will you accept late 
submissions?  

We will not accept late submissions. The Board 
declaration form and any action plan will need to be 
submitted to us no later than 12 noon on 1 February 
2024. If not returned to NHS Resolution by 12 noon on 1 
February 2024, NHS Resolution will treat that as a nil 
response. 

What happens if we do 
not meet the ten actions?  

Only Trusts that meet all ten maternity safety actions will 
be eligible for a payment of at least 10% of their 
contribution to the incentive fund.  
Trusts that do not meet this threshold need to submit a 
completed action plan for each safety action they have 
not met.  

Trusts that do not meet all ten safety actions may be 
eligible for a small discretionary payment to help them to 
make progress against one or more of the ten safety 
actions. 
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Our Trust has queries, 
who should we contact?  

Any queries prior to the submission date must be sent in 
writing by e-mail to NHS Resolution via nhsr.mis@nhs.net   

Please can you confirm 
who outcome letters will 
be sent to?  

The maternity incentive scheme outcome letters will be 
sent to Trust’s nominated MIS leads.  
 

What if Trust contact 
details have changed? 

It’s the responsibility of the Trusts to inform NHS 
Resolution of the most updated link contacts via link on 
the NHS Resolution website. 
https://resolution.nhs.uk/services/claims-

management/clinical-schemes/clinical-negligence-

scheme-for-Trusts/maternity-incentive-scheme/maternity-

incentive-scheme/  

What if my Trust has 
multiple sites providing 
maternity services? 

Multi-site providers will need to demonstrate the evidential 
requirements for each individual site. The Board 
declaration should reflect overall actions met for the whole 
Trust. 

Will there be a process 
for appeals this year?  

Yes, there will be an appeals process. Trusts will be 
allowed 14 days to appeal the decision following the 
communication of results.  

The Appeals Advisory Committee (AAC) will consider any 
valid appeal received from participating Trusts within the 
designated appeals window timeframe.   

There are two possible grounds for appeal: 

• alleged failure by NHS Resolution to comply with the 
published ‘conditions of scheme’ and/or guidance 
documentation 

• technical errors outside the Trusts’ control and/or 
caused by NHS Resolution’s systems which a Trust 
alleges has adversely affected its CNST rebate. 

NHS Resolution clinical advisors will review all appeals to 

ensure validity, to determine if these fall into either of the 

two specified Grounds for Appeal.  If the appeal does not 

relate to the specified grounds it will be rejected, and NHS 

Resolution will correspond with the Trust directly with no 

recourse to the AAC.  

Any appeals relating to a financial decision made, for 
example a discretionary payment made against a 
submitted action plan, will not be considered. 

Further detail on the appeals window dates will be 
communicated at a later date. 
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Merging Trusts 
 

Trusts that will be merging during the year four reporting 
period (30 May 2023 – 7 December 2023) must inform 
NHS Resolution of this via nhsr.mis@nhs.net so that 
arrangements can be discussed. 
 
In addition, Trust’s Directors of Finance or a member of 
the finance team must make contact with the NHS 
Resolution finance team by email at 
nhsr.contributions@nhs.net as soon as possible to 
discuss the implications of the changes in the way 
maternity services are to be provided. This could have an 
impact on the contributions payable for your Trust in 
2022/23 and the reporting of claims and management of 
claims going forward. 
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Q&A regarding Maternity Safety Strategy and CNST maternity 

incentive scheme 

Q1) What are the aims of the maternity incentive scheme? 

The Maternity Safety Strategy sets out the Department of Health and Social 
Care’s ambition to reward those who have taken action to improve maternity 
safety.  

Using CNST to incentivise safer care received strong support from respondents 
to our 2016 CNST consultation where 93% of respondents wanted incentives 
under CNST to fund safety initiatives. This is also directly aligned to the 
Intervention objective in our Five year strategy: Delivering fair resolution and 
learning from harm. 

Q2) Why have these safety actions been chosen?  

The ten actions have been agreed with the national maternity safety champions, 
Matthew Jolly and Jacqueline Dunkley-Bent, in partnership with NHS Digital, 
NHS England, NHS Improvement, the Care Quality Commission (CQC), Mothers 
and Babies: Reducing Risk through Audits and Confidential Enquiries 
(MBRRACE-UK), Obstetric Anaesthetists Association, Royal College of 
Anaesthetists, HSIB, Royal College of Obstetricians and Gynaecologists and the 
Royal College of Midwives.  

The Collaborative Advisory Group (CAG) previously established by NHS 
Resolution to bring together other arm’s length bodies and the Royal Colleges to 
support the delivery of the CNST maternity incentive scheme has also advised 
NHS Resolution on the safety actions. 

Q3) Who has been involved in designing the scheme?  

The National Maternity Safety Champions were advised by a group of system 
experts including representatives from: 

• NHS England & Improvement  

• NHS Digital  

• MBRRACE-UK  

• Royal College of Obstetricians and Gynaecologists  

• Royal College of Midwives  

• Royal College of Anaesthetists  

• Royal College of Paediatrics and Child Health  

• Care Quality Commission  

• Department of Health and Social Care  

• NHS Resolution  

• Clinical obstetric, midwifery and neonatal staff  

• HSIB/CQC 

20 

290 of 466 Trust Board Meeting in Public 7 December 2023-07/12/23 



Tab 20 Item 20 TB Public 7 Dec 2023 Maternity Incentive Scheme (MIS) Year 5 Declaration Form 

77 
 

 

Q4) How will Trusts be assessed against the safety actions and by when?  

Trusts will be expected to provide a report to their Board demonstrating 
achievement (with evidence) of each of the ten actions. The Board must 
consider the evidence and complete the Board declaration form for result 
submission.  

Completed Board declaration forms must be discussed with the commissioner(s) 
of the Trust's maternity services, signed off by the Board and then submitted to 
NHS Resolution (with action plans for any actions not met) at nhsr.mis@nhs.net 
by 12 noon on 1 February 2024 

Please note:  

• Board declaration forms will be reviewed by NHS Resolution and 
discussed with the scheme’s Collaborative Advisory Group.  

• NHS Resolution will use external data sources to validate some of the 
Trust’s responses, as detailed in the technical guidance above.  

• If a completed Board declaration form is not returned to NHS Resolution 
by 12 noon on 1 February 2024, NHS Resolution will treat that as a nil 
response.  
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Executive 
Summary: 
 

The annual report describes the activities of the Infection Prevention and Control (IPC) Team 
and the compliance of the Trust to the ten components listed within the Health and Social Care 
Act (2022) Code of Practice for IPC. The IPC Team comprises of registered specialist nurses, 
Data and Office Manager, Administrator and Deputy Director of IPC. The Director of IPC is the 
Chief Nurse. The IPC Team works closely with the Trust’s 4 Microbiology Consultants and 
Antimicrobial Pharmacist. 
 
The IPC Team underwent a restructure at the end of 2022, there are 2.4 WTE IPC Specialist 
Nurses for the Trust and 1.6 WTE Vascular Access Nurses. The change was made to address 
the rising rate of Gram-Negative Blood Stream Infections (GNBSI). Due to unplanned leave at 
the start of 2023, the team has been challenged with providing a service. Operationally, COVID-
19 and influenza fluctuations have challenged the organisation and IPC Service, a 7-day service 
was provided in winter months. 
   
The Trust exceeded all externally set thresholds for healthcare associated infection (HCAI) in 
2022-23. The Trust is an outlier in the Integrated Care Board for E. coli, Klebsiella and MRSA 
bacteraemia.  Root Cause Analysis (RCA) are undertaken, and key themes included: delay in 
isolation and deficiencies in screening. GNSBI surveillance indicates urinary tract and lower 
respiratory tract are main sources of infection. 
 

Organism Trajectory/ 
threshold 

set 2022/23 

Trust 
perform

ance 

No. 
HOHA 

No. 
COHA 

C.difficile 58 65 50 15 

E Coli BSI 64 74 37 37 

Klebsiella spp BSI 34 53 42 11 

Pseudomonas aeruginosa BSI 12 14 10 4 

MRSA BSI Zero 
tolerance 

4 3 1 

MSSA BSI Zero 
tolerance 

33 26 7 

 
4 MRSA bacteraemia were identified, sources of infection included drain site, discitis, and 
invasive devices. Learning was identified around screening, skin de-colonisation and skin 
preparation for drain insertion. Good practice highlighted prompt review, isolation and follow up 
of patients.  
 
Of the 65 C. difficile cases, 6 were reviewed with the Integrated Care System (ICS). Learning 
from RCA shared with divisions, the top four themes for C. difficile case were associated with a 
bacteraemia, antimicrobial stewardship, poor compliance with IPC audits (hand hygiene, PPE 
and environment) and use of Protein Pump Inhibitors (PPI).  
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The Trust continued to respond to COVID-19 pandemic; the IPC Team led review of the 
environment and introduction of Lateral Flow Tests (LFT) to promptly identify patients with 
COVID-19. The IPC Team worked closely with Operations to manage patient flow in the 
organisation. During December 2022, the Trust was challenged with a peak of 36 cases of 
healthcare associated influenza.  
 
The Surgical Site Infection Surveillance (SSIS) has continued a robust program during the 
financial year surveying orthopaedic surgery every quarter and also spinal surgery. Two surgical 
site infection cases have been identified and investigated. Wound complications, documentation 
of normothermia and use of alcohol and chlorhexidine for skin preparation were identified as 
learning points. Proactively, the IPC Team have continued with audit and education program in 
response to multidisciplinary key issues.  
 

Category Year  Quarter  
No of 

operations 

Number of 

Inpatient (IP)+ 

Readmission (RA) 

SSI’s 

IP + RA SSI Rate 

Total Hip 

Replacement 
2021/22 4 260 1 0.4% 

Total Knee 

Replacement 
2021/22 4 240 0 0% 

Neck of 

Femur 

fracture 

2021/22 4 306 1 0.3% 

 
The Vascular Access Nurses have led the focus on intravascular devices during this period. 
This specialist nursing service inserted 510 Peripherally Inserted Central Catheter (PICC) lines 
this financial year (compared to 287 in 2022-23). PICC lines benefitted patients by eliminating 
need for many peripheral IV lines and enabling safe administration of longer time antimicrobials 
as guided by Microbiology. The team have standardised the line infection process and led on 
the audit of vascular access devices across the organisation in line with evidence base to identify 
learning and create bespoke training.  
 
As part of the restructure, there 1.0 WTE IPC Lead Nurse dedicated to environmental matters 
which includes cleaning, water hygiene, ventilation safety, decontamination, hard and soft 
facilities management, and capital projects. This resource of expertise has provided dedicated 
IPC to support to all Trust projects and built on existing cross-organisational relationships to 
deliver clean and safe care.  
 
The IPC Team led several awareness raising activities which complemented the Annual Work 
Plan including - Gloves OF, Game of Thrones, C diff roadshow and International Hand Hygiene 
Day. The team follows the Annual Work Plan (see Appendix) for regular activities and audit plan.  

Trust strategic 
aims:  
 
(please indicate 
which of the 4 aims 
is relevant to the 
subject of the 
report) 

Aim 1 
Best care 

 
Objectives 1-4 

Aim 2 
Great team 

 
Objectives 5-8 

Aim 3 
Best value 

 
Objective 9 

Aim 4 
Great place 

 
Objective 10-12 

X    
 

Links to well-led 
key lines of 
enquiry: 
 

☒Is there the leadership capacity and capability to deliver high quality, sustainable care? 

☒Is there a clear vision and credible strategy to deliver high quality, sustainable care to 

people, and robust plans to deliver? 

☒Is there a culture of high quality, sustainable care? 

☐Are there clear responsibilities, roles and systems of accountability to support good 

governance and management? 

☐Are there clear and effective processes for managing risks, issues and performance? 
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☐Is appropriate and accurate information being effectively processed, challenged and 

acted on? 

☐Are the people who use services, the public, staff and external partners engaged and 

involved to support high quality sustainable services? 

☐Are there robust systems and processes for learning, continuous improvement and 

innovation? 

☐How well is the trust using its resources? 

Previously 
considered by: 

 

Committee/Group Date 

Quality and Safety Group January 2024 
 

Action required: 
 

The Board to asked to receive this report for approval. 
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Agenda Item: 21 

 

Trust Board meeting – 07 December 2023 
 
Infection Prevention and Control Annual Report – April 2022 to March 2023 
 
Presented by: Hannah Bysouth – Deputy Director of Infection Prevention and Control 
 

1. Introduction 
 

Preventing infections is a key priority for the Trust.  The objective and strategy for Infection Prevention and 
Control (IP&C) are based on the criteria within the Health & Social Care Act 2008 (H&SC Act) Code of Practice 
on the prevention and control of infections and related guidance (Department of Health 2015, updated 2022) 
ensuring compliance with the Hygiene Code (appendix 1). In addition, the COVID-19 pandemic has required 
further assurance and the Board Assurance Framework (BAF) (Section 2.9) for IPC has been developed. Ten 
criteria and the Hierarchy of controls are reported against, with a repository of evidence to support reporting. 
    
Criteria 1 – Management and Structure for Infection Prevention and Control  
 
The Chief Executive has overall responsibility for IP&C.  The post of Director of Infection Prevention and 
Control (DIPC) is held by the Chief Nurse who is also the executive lead for IP&C. 
 
The Infection Prevention and Control Panel is chaired by the DIPC and meets bi-monthly. The IPC Panel 
includes divisional, estates, facilities, medical, nursing, occupational health, pharmacy, and patient lead 
representation along with ICS and UKHSA regional representatives. 
 
The day-to-day coordination of the IP&C nurses is managed by the Deputy DIPC.  A review of the team, 
resources and role was undertaken this year with a “Management of Change” implemented. 
 
The team consists of: 

• 1 x 8c Deputy DIPC   

• 1 x 8a IPC Nurse with focus on Estates and Facilities 

• 1 x Band 7 Nurse responsible for the day to day clinical and operational aspects of IPC 

• 2 x Part Time Band 6 IPC Nurses supporting the operational and clinical workload. 

• 1 x Band 7 Vascular Access Specialist Nurse  

• 1 x Band 6 Vascular Access Support Nurse 

• 1 x Band 6 Surgical Site Surveillance Nurse  

• 1 x Band 3 IPC support work 

• 1 x Band 6 Data and Office Manager  

• 1 x Band 2 Admin Assistant   
 
There are three consultant microbiologists one of which takes the role of Infection Control Doctor. A designated 
antibiotic pharmacist post supports the Microbiologist and IP&C Team. 
 
IP&C Nurses (IPCN) are responsible for the clinical management within the team, new alert organisms/results, 
outbreak management and IPC advice to support staff.  
 
In addition, the team provide surveillance and reporting for the mandatory reporting requirements to the UK 
Health Security Agency (UKHSA) (formally Public Health England) (PHE) National Data Capture System 
(DCS). 
 
During winter months (Oct – March), the IPC team provide 7 days working to support with IPC challenges and 
management of seasonal organisms including Influenza and norovirus.  
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The new role of IPC estates and facilities advisor/Nurse provides support on the environmental aspects of IPC 
and supports with new projects, builds and the ongoing management of the current estate. This role has been 
developed to support the enabling works in preparation for a potential new build. The role also supports the 
estates and facilities team with the current challenges of the existing sites to ensure safe management of 
ongoing challenges of water, ventilation, and structure.     
 
Currently the Trust has no dedicated electronic infection control surveillance software in place. However, with 
the introduction of the Electronic Patient Record (EPR) system the IPC team will have access IPC information 
and surveillance. The team are currently working with IT teams to extend the facilities and use the system to 
full potential.   
 
IPC reporting structure appendix 1 
 

2. MANDATORY SURVEILLANCE REPORTING OF Health Care Associated 
Infection (HCAI) 

 
The Department of Health (DH) requires mandatory surveillance of specific categories of HCAI’s. This allows 
national trends to be identified and can be used as a measure of progress within a Trust and as an indicator 
of standards. 
 
The Trust is required to report on the alert organisms indicated below: 

• Methicillin resistant staphylococcus aureus (MRSA) bacteraemia (MRSAb) 

• Clostridioides difficile infection (CDI). 

• Escherichia coli (E. coli) bacteraemia (E. colib) 

• Methicillin sensitive staphylococcus aureus bacteraemia (MSSAb) 

• Klebsiella spp  

• Pseudomonas aeruginosa 
 

National mandatory reporting for these organisms is co-ordinated by the UKHSA using a national Data Capture 
System (DCS).   
 
Fig 1 below illustrates trust performance against trajectory and the performance /benchmarking within the 
ICS and regionally.  
 

Fig 1 – WHTH performance WHTH 2022/23  
 

Organism Trajectory/ 
threshold 

set 2022/23 

Trust 
performance 

No. 
HOHA 

No. 
COHA 

ICS 
Bench 
mark 

Regional 
Bench 
mark 

C.difficile 58 65 50 15 Average Average 

E Coli BSI 64 74 37 37 Higher 
numbers 

Average 

Klebsiella spp BSI 34 53 42 11 Higher 
numbers 

Higher 
numbers 

Pseudomonas 
aeruginosa BSI 

12 14 10 4 Average Average 

MRSA BSI Zero 
tolerance 

4 3 1 Higher 
numbers 

Average 

MSSA BSI Zero 
tolerance 

33 26 7 Average Average 

 

2.1 Trust Assigned Methicillin Resistant Staphylococcus Aureus Bacteraemia   

Trajectory = none set  
The DH began mandatory surveillance of MRSAb in April 2004. No formal trajectory was set for the current 
year although a full Post Infection Review (PIR) is carried out and cases are still required to be reported. The 
purpose of the PIR is to investigate how a case occurs and to identify future learning. 
 
A comparison within the East of England (Figure 3b) illustrates number of cases per Trust in East of England.  
Illustrating that the Trust is not an outlier within the region.   
 
Learning from all cases has been identified and shared with divisions and clinical areas.  (Fig 2)   
 
Between April 2021 and March 2022, the Trust has reported 4 cases (Fig 2):   

21 

296 of 466 Trust Board Meeting in Public 7 December 2023-07/12/23 



Tab 21 Item 21 TB Public 7 Dec 2023 Infection Prevention and Control Annual Report 

6 
 

Fig 2 - MRSA PIR findings 

Case date Category   Location Learning/good practice  

Case 1  HOHA AAU1/Elizabeth • Likely urine source, complex patient with co morbidities 

• Missed admission screening. 

• Documentation missing on IV devices and wound care 
addressed with EPR and RFH 

• Isolation room not available – good practice re isolation in bed 
space  

• Delay in topical decolonisation treatment  

• Good practice of follow up and prompt treatment  

Case 2* HOHA Langley • Likely community source (discitis)  

• Good practice WHTH with timely isolation, clinical reviews 
and good documentation  

Case 3 HOHA AAU3 • Likely source drain site 

• Review of skin prep now at drain insertion  

• Good practice with deep clean of clinical areas in radiology. 
Prompt treatment and clinical review.  

• Complex device and aseptic practice evident  

• Complex patient multiple co morbidities 

• EPR documentation reviewed with RFH 

Case 4* COHA Starfish • Shared care with GOSH 

• Source likely vascular port for chemo 

• No identified learning for WHTH 

 

*Note case 2 and case 4 although sitting on WHTH, reviews have highlighted unavoidable infections in relation to WHTH 

practice and management.  
 

Figure 3a: MRSAb per year trust and non-trust attributed:  

 
Figure 3b: MRSAb per trust in East of England  
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2.2 Methicillin Sensitive Staphylococcus Aureus Bacteraemia (MSSAb)  

Reporting of MSSAb has been mandatory since January 2011. As with MRSAb, no trajectory is set for MSSAb. 
For the year 2022/23 there were a total of 33 cases attributed to the Trust (Fig1). Figure 4a illustrates pre and 
post 48-hour cases overall over the past 4 years.  Each case of MSSA is reviewed and findings from thematic 
analysis such as the presence of an invasive device were addressed.  
 
There has been an increase in the number of WHTH apportioned cases 2022/23 (Fig 4a), no identified links 
in cases have been identified and work related to aseptic practice aims to reduce the number of cases. Source 
data highlights a variety of sources with no one area of concern. Fig 4b highlights the Trust position within the 
region.   

Figure 4a: MSSAb Pre and post 48-hours cases WHTH 2019-2023:  

 

Figure 4b: MSSA by Trust Eof E 2022/23:  

 
 

2.2 Gram Negative Blood Stream Infections (GNBSI)  
 

 

For the year 2022/23 trajectories for GNBSI were set. WHTH trajectories and cases numbers:  
 

Organism Trajectory Cases attributed to WHTH 2022/23 

E Coli 64 74 

Klebsiella 34 53 

Pseudomonas Aeruginosa 12 14 
 

 

Cases were attributed to the Trust within the 2 categories:  

1)   Blood culture taken post 48 hours of admission. 
2)   Blood culture taken and patient been an inpatient within the previous 28 days.   
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Fig 5a - c, illustrates each organism pre/post 48 hours. 
 

A collaborative approach across the system to reduce GNBSI is required with the majority of cases being 

community or shared sources of infection. An agreed approach has been developed with the focus on the main 

sources of infection both within Acute organisations and Community (primary care, Nursing and Residential 

care facilities). WHTH data highlights a higher-than-average number of cases compared to other Trusts across 

the regions (Fig 1). Investigations have not highlighted any themes or correlations within the data, with urine 

being the predominated source as with the other GNBSI organisms (Fig 6 a-c). The continence team are 

working with ICS colleagues and the WHTH IPC team to look at a system approach. It should be noted data 

does not highlight and association with urinary catheters.  
 

The data from WHTH cases below has been shared across the system and key work has been agreed 

including the development of a post within the ICS to work on a reduction strategy. In addition, a programme 

to improve aseptic practice is in progress. A focus on vascular access has included the implementation of new 

products (IV devices and equipment) that drive best practice alongside the re launch of an aseptic education 

programme supported by the education team and external suppliers. This programme has now been shared 

with the other 2 Acute organisations within the ICS to provide consistent and shared standards across the 

area. This work has also been shared at National Forums and is planned to continue into the coming year as 

part of the IPC work plan.  
 

Fig 5a Pseudomonas aeruginosa    

 
Fig 5b Klebsiella  

 
Fig 5c E Coli 
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Fig 6a: Source data for E Coli  
 

 
 
Fig 6b: Source data for Klebseilla Spp  
 

 
 
Fig 6c Source data Pseudomonas aeruginosa  
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2.4 WHTH apportioned CDI cases 2022/23 
The Clostrioides difficile Infection (CDI) objectives for 2022/23 are based on the criteria of 4 categories for 
apportioning of cases; this system commenced on 1 April 2019. 
The trust trajectory for this financial year was 4, and Root Cause Analysis (RCA) are required to be completed 
for all cases. 
 
All cases of CDI that fall in to the first two categories:  
 

➢ Hospital onset healthcare associated (HOHA) – cases detected 2 days or more after admission 
(category 1).  
 

➢ Community onset healthcare associated (COHA) – cases that occur in the community that have had 
a hospital admission/inpatient in the previous 4 weeks (category 2). 
 

The ICS IPCT undertake a full review of all RCA’s, involving HOHA and COHA (Cat 1&2) cases. Those cases 
with no identified lapses in care remain on the numbers but are not subject to financial penalties. 
RCAs have been reviewed and themes related to learning have been identified (Fig 7).  
 
Of the 65 cases to date 6 have been reviewed with ICS colleagues and no learning identified associated 
with WHTH, further reviews are planned.  
 
One area of transmission was identified, with cases on Sarratt and Croxley Wards earlier in year, likely to have 
been an outbreak. Full actions at the time were implemented including a deep clean of the areas, IPC 
support/education and a robust action plan implemented. No further associated cases were identified following 
these actions. Prompt identification and actions were recognised by UKHSA and System colleagues.  
 
A peer review undertaken in Feb 2023 included ICS IPC colleagues (including other Acute Trust IPC teams) 
and UKHSA. A full review of data was undertaken, and an action plan agreed.  Discussion around the 
continued operational pressures and high occupancy rates, alongside the continued challenges of other IPC 
issues (i.e., COVID-19, Noro virus and Influenza) highlighted the need for a risk-based approach to ensure 
safety across the local system organisations. 
 
No further learning was highlighted following peer review and a recognition of the joint working approach with 
clinical, facilities and IPC teams to address issues was recognised by system partners. The use of antibiotic 
has increased over the last 3 years related mainly to the COVID-19 pandemic and associated peaks of cases. 
Both Regional and National forums are working with organisations to improve prescribing rates, consumption, 
and prescribing. This includes the use and review of IV antibiotics and stepping down to oral options – IV oral 
switch (IVOS). Medical leadership teams, Microbiology and pharmacy teams are working together on these 
areas with IPC team support.  
 
In addition to the themes of learning identification of good practice has also been highlighted and includes:  

• Prompt clinical review and responsive treatment. 

• C difficile considered as possible infection and associated risk. 

• Documentation re isolation and use of isolation precautions where single rooms not available.  

• Clear operational pathways. 

• Risk management process in admission areas. 

• Business case collated for use of Readirooms.  

• Clinical team discussion and joint working with IPC and Microbiology teams.  

• Responsive cleaning regimes and use of ATP testing for further assurance. 
 
Learning from RCAs is shared with clinical and divisional teams via divisional governance meetings, team 
meetings and as part of the divisional IPC action plans. Feedback on progress is shared at IPC panel as part 
of the divisional reporting.  
 
Themes from learning from this year’s cases are illustrated in fig 7.  
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Fig 7: RCA themes  

 
 

Figure 8: C difficile cases apportioned to WHHT 2022-23  

 
 

As a response to increased numbers in the last year peer reviews, a Trust wide action plan and awareness 

campaigns have been undertaken. A number of key interventions have been undertaken and include:  

• Introduction of chlorine wipes in some inpatient areas 

• Focus on the cleaning of key equipment – Commodes, Dispensers, sluice.  

• Focus on correct glove usage. 

• Deep cleans of highlighted areas – Sarratt/Croxley 

• Epidemiological investigations and mapping of cases in time frame of previous 12 weeks 

• Education sessions with feedback from RCAs 

• Awareness of abx prescribing and ongoing work related to national targets 

• Extra auditing and support walk rounds 

• Risk assessments for management of patients in ED and admission areas including extra cleaning 
and monitoring.  

• Reminders and support re correct sampling  

• Longer term work on correlation with GNBSI and C difficile  

• System working approach to increased numbers regionally and nationally  
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2.8 Carbapenemase-Producing Enterobacteriaceae (CPE) 

 
WHTH has adopted a strict policy for the control of CPE organisms, based on national guidelines and the 
experiences of other hospitals. 
No clusters or outbreaks have been identified during this period. All cases are followed up and contacts 
screened as per policy. There has been a reduction in cases against last year illustrated in Fig 9.   
Continued prevention management following identification of clusters in the previous year continues, this 
includes enhanced cleaning, monitoring of drainage systems for blockages and support re screening/IPC 
management for clinical staff.     
 

Figure 9: CPE cases Pre/Post 48 hours WHTH 2019 -2022  

 

 
2.9 COVID – 19   
A continued focus on the management of Covid – 19 has been required this year. The continued challenge of 
peaks in cases numbers.  The sections below outline the management, assurance and interventions 
undertaken.  

 
IPC Board Assurance Framework IPC BAF: 
 
In June 2020 the IPC BAF was issued by NHSE to provide criteria for board oversight and assurance for 
standards relating to IPC and the management of COVID-19. Several updates have now been issued. Current 
new version updated April 2023.  
 
The Quality Committee is updated via a report on a bi-monthly (now quarterly) basis and evidence to support 
the BAF is stored in a repository managed by the IPC team. Evidence is collated from clinical areas, estates, 
facilities, human resources, and the Emergency planning teams. A SOP to has been developed to outline the 
process to ensure reporting is timely. As part of the updates, risks are regularly reviewed and updated.  
Included as part of the BAF, the Hierarchy of Controls (Figure 10) forms assurance and a governance 
framework to formulate actions required. Reporting on the BAF is linked to this framework and the 10 key lines 
of enquriey outlined in the document.  
 

Figure 10: Hierarchy of controls  
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Clinical pathways and Assessment:  
 
The national plan and management of Covid - 19 as part of “normal NHS activity” is outlined in the white paper 
“Living with Covid”. Recent and continued resilience planning for Winter outlined in PR2090 “Going further on 
Winter Resilience Planning” has required further planning and implementation of IPC management to meet 
the challenges of Covid–19 and Influenza.  The Trust continues to manage the risk of covid–19, other 
circulating organisms and management of services as part of a continued risk assessed process. Risk is 
balanced using national/local prevalence data alongside individual patient needs/outcomes. The management 
includes continued discussion and approval via Clinical Decision Panel (CDP), Incident Management Team 
(IMT) and IPC panel. 
With the continued focus on “Living with Covid” guidance for a reduction in non-symptomatic testing has been 
the focus throughout the year. With the successful national vaccination programme resulting in much less 
survive illness and a reduction in hospital admission, the management of patients in contact with positive cases 
has also been reviewed.   
 
A focus on those requiring testing based on symptoms and clinical need has been implemented throughout 
this year. With an increase in the use of Lateral Flow Tests (LFTs) to aid operational flow and reduce delays 
in receipt of results from lab testing methods (PCR).  
 
The management of admissions continues to be on a symptoms basis and those presenting to ED and other 
admission routes with respiratory symptoms are tested for both Covid-19 and as appropriate during winter 
months other circulating respiratory viruses including Influenza.      

 
Inpatient management:    
 
As numbers of cases requiring admission increased, the Trust responded by allocating areas of the Hospital 
as Covid-19 zones. Cohorting positive patients on wards together with dedicated staff.  This included using 
facilities across PMOK level 4 at Watford in addition to existing areas on Granger Suite. Defined areas of ITU 
and specified ward areas for those patients requiring enhanced care such as Non-Invasive Ventilation (NIV), 
were also allocated with dedicated trained staff for the management of the care required.      
 
The IPC team supported with training and guidance along with ensuring standards of practice, management 
of patients and environmental decontamination were maintained. Ventilation risk assessments have been 
undertaken across ward areas, and the use of HEPA filters in some areas has been implemented to improve 
the number of air changes. 
 
The use of LFTs to aid decisions to step patients out of cohort areas (as per national guidance) when they 
were no longer infectious assisted in the management and control of cohort areas ensuring that a designated 
bed base was allocated to cohorting.   

 
Improvements to environment:  
 
With the successful vaccination programme both patients and staff have benefited, with less serious illness for 
those who acquired covid–19. This has enabled a step down in some of the environmental work implemented 
previously to aid social distancing. In line with national guidance, the move away from social distancing has 
facilitated removal of some barriers allowing greater occupancy in some outpatient clinic areas, diagnostic 
areas and aided elective pathways by creating capacity for higher numbers of patients.  
   
The Estates and IPC Teams have worked closely with Microbiology and the Authorising Engineer for ventilation 
to undertake Risk assessments across all sites. This has included increasing the numbers of air changes, 
sourcing extra cleaning of ventilation ducts on Covid-19 specified areas, using HEPA filters to aid air changes, 
encouraging the opening windows (for short periods) and temperature control to introduce fresh air into clinical 
area.  During warmer weather, full risk assessments on air conditioning and the use of fans has been 
undertaken to balance the risk of overheating and possible airborne transmission.  
 
In the Shrodells area, the use of wards has been reviewed due to the lack of mechanical and natural ventilation. 
Learning from nosocomial outbreaks has also included the use of HEPA filters that include UV disinfection 
also. Ad hoc air testing has shown small improvements to the air quality in this area. The use of the area is 
now dedicated to specific patient groups, and a risk assessment was shared to safely manage the area with 
current ventilation systems.   
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Cleaning and decontamination:  
 
The standards of cleaning and decontamination across the organisation are regularly reviewed.  Enhanced 
cleaning of all areas including corridor and other public areas was implemented early in the pandemic has 
been stepped down in line with national guidance. Extra cleaning continues in cohort areas, and areas 
identified as high risk with shared bathroom facilities.  For further assurance of standards, an enhanced 
cleaning audit and Adenosine Triphosphate (ATP) testing (a reading that gives the organic matter present on 
a surface) has been introduced by the facilities team.  
 
Regular meetings with IPC, facilities, and the cleaning contractor are in place and issues/concerns are raised 
at these meetings to ensure communication between the Trust and cleaning contractor.      

 
2.10 Response to Winter pressure and IPC challenges  
On the 18th Oct 2022 NHSE issued guidance (PR2090) “Going Further on Winter Resilience Planning”. This 

document provided information on the need to boost capacity and resilience through the winter months. The 

document outlines plan to provide extra bed capacity and the importance supporting staff through these difficult 

months. In addition to operational aspects, the paper outlines IPC measures and testing regimes for the safe 

management of both emergency and elective pathways. This document together with the National IPC Manual 

for England (NIPCM Sept 2022) provided the basis for the safe management of IPC challenges using a risk-

based approach throughout the winter months while meeting the operational and clinical demands.  

 

A rise in the number of cases of both Influenza and Covid-19 during Dec 22 and Jan 23 required dedicated 

cohort areas for both Influenza (Fig 12) and Covid-19. Clear pathways including testing regimes, operational 

and IPC management.  

 

A Trust wide risk assessment for the IPC and operational management of patients during winter pressures 

was drawn up and implemented with triangulation with both the IPC BAF and Hierarchy of Controls. This 

included zoning of the Hospital (Fig 11) to ensure the safe management of patients. 

 

Fig 11: Operational Algorithm for Zone classification and Bed Request  
 

Zone Types of Patients Wards for Operational Services allocation to 

A 

COVID/FLU A: Medical / Surgical 
patients with full TEP and patients 
for CPAP/ Optiflow 
Supported by ICU and Outreach 
 

AAU L1 Yellow - Flu and Covid, or either needing 
cardiac monitoring 
RED   Flu only 
WINYARD - Covid only 
BLUEBELL to take CPAP/Optiflow (Flu and/or 
Covid) 
Sarratt to support COVID as required in PMOK 

B 

COVID/FLU A: Surgical / Ortho/ 
Gynae/ Urology who need 
specialist care 

Letchmore Ward  
Ridge Ward - #NOF 

Suspect Respiratory Medical and 
Surgical 

AAU L1 Blue  

C 
Non- COVID general medical 
patients 
 

Sarratt - Care of Elderly Covid 
Croxley, Heronsgate, Gade, Aldenham, Tudor and 
Castle 

D 
Non- COVID specialist medical 
patients (stroke, ARCU, gastro, 
cardiology, dementia 

AAUL3, Stroke, Cassio, Oxhey 

All patients with FLU B will need to be in a side room, also patients with FLU A and or COVID or other 

infectious reasons i.e. diarrhoea. 
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Fig 12 Flu cases hospital associated Feb 22 – March 23  

 

  

Building on these risk assessments, a refresh and update to IPC across the organisation forms part of the 

workplan for IPC 2023/24. 

 

A programme of education and support from the IPC team plans to empower clinical and operational teams to 

manage the IPC risks by increasing knowledge and using operational/clinical pathways to ensure safe patient 

flow through the organisation.  

 

Highlighted areas of risk including admission areas at times of high attendance and acuity will continue to be 

an IPC focus. An updated risk assessment is in place to reduce the risk of transmission of infections and 

includes increased cleaning regimes in shared areas, use of chlorine wipes to provide effective cleaning for all 

organisms (including C difficile) and priority guidance for the use of isolation/single rooms to ensure the most 

efficient use of existing resources.  

 

Use of national guidance, including the NIPCM, is the basis for the planned education and support programme, 

with an emphasis on key interventions to maintain and improve clinical practice. 

 

Risk assessments, pathways and education programmes are shared with both the local ICS system and 

regionally for further assurance and input.  

 
3.0   Criteria 2 ENVIRONMENTAL CLEANING AND DECONTAMINATION  
 

3.1 Environmental Cleanliness Joint Monitoring  
Since April 2018, the cleaning service is provided by Mitie and the contract is monitored by the Facilities team. 
The Standards are audited monthly by Mitie and are monitored through the Trust monitoring officers.  
The 2021 National Standards of Healthcare cleanliness were implemented this year.  This has included the 
review of all areas for level of risk associated with cleaning, resulting in bespoke schedules and audit 
programmes for each area/dept.  
 
Input from clinical staff including Ward Managers, Matrons and Housekeeping staff is encouraged throughout 
the audit process. Scores are divided into responsibilities including estates, domestic and clinical issues to 
identify the areas where the improvement required.  
 
The cleaning audit scores are reported on the IPC dashboard and shared with ward managers on a monthly 
basis and are further discussed at the IPC Panel Meeting on a bi-monthly basis.   
 
Joint working to ensure standards and consistency of standards are met has been on-going with the Mitie 
team, regular joint meetings and reporting via IPC Panel.  
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3.2 Informal Monitoring of Cleaning 
The Trust has a programme of regular ‘walk-about’ including the Director of Infection Control (DIPC), Deputy 
DIPC/IPC, Lead Nurses and the environment and facilities teams. These visits include assessing; cleaning 
standards, reporting back to clinical areas and ensuring actions are taken to address the findings. The IPCT 
ensure that oversight of findings is raised at the time of the review and risk assessments are in place for any 
outstanding works and actions identified / resolved immediately. For further assurance ATP testing has been 
undertaken and enhance cleaning audits implemented.   

 

3.3 Clinical Cleaning Responsibilities 
Cleaning of clinical items and patient equipment is undertaken by both the nursing and housekeeping staff 
with oversight by the matrons. Compliance with policy is monitored through the environmental and IPC audits 
which are reported on the IPC Dashboard. IPC audit themes have included the cleaning of equipment and in 
particular the cleaning of chairs, clinical equipment, and estates items. Action plans are completed, and 
progress reported via the IPC Panel meetings.  
 
A focus on the cleaning of clinical equipment, with training in the correct use of cleaning products and a clean 
between campaign/focus day.   
   

3.4 Estates 
The Estates team report to the Director of Environment.  The ageing estate presents challenges for IPC and a 
continuous maintenance programme is required. Findings regarding the infrastructure are escalated through 
the auditing process and Senior Team ‘Walk-about’, and risk assessments are undertaken to prioritise the 
work.  Much work continues as part of the enablement work for the planned new build at WGH. In order to 
support the safe management of these works, including new theatre complex, extension of clinical areas and 
ventilation in Shrodells, the restructure of roles within the IPC Team has included the allocation of a Nurse to 
specifically provide Estates and Facilities IPC support and specialist advice.     
 

3.4.1 Water safety   
The water management group meets bi-monthly and comprises of a multi-discipline group of staff. The group 
advises on actions required to maintain the quality of water system in the organisation.  An external water 
safety engineer also provides advice and oversight of water management. A full review of the Trust’s Water 
safety plan has been undertaken and a new plan agreed.  
 
In accordance with HTM 04-01, the Trust is required to check for the presence of pseudomonas aeruginosa in 
augmented clinical care areas, including Women’s and Children’s services. 
 
The Trust has a statutory responsibility to take appropriate measures for the control of all water-borne 
microorganisms including Legionella and pseudomonas. Regular temperature checks and surveillance is in 
place to monitor the water systems. This is reported via the Water Safety Group and IPC Panel.  
 
Higher than normal counts for legionella were identified in both buildings at WGH (PMOK and Maternity) in 
previous years due to temperature control following a steam shut down. A programme of works has been 
developed to rectify identified issues including a thermal disinfection of system, replacement of pipe works and 
review of outlets.  Mitigation for continued management has includes the use of point of care (POC) filters and 
continued testing. A robust action plan for the ongoing management of water is in place with input from the 
Trust Authorising Engineer (AE). Allocated finance to improve the infrastructure/pipe work has been identified 
and planned works are in discussion with water specialists. 
 
Within maternity, high counts of legionella were detected in a higher number of outlets.  Initial thoughts were 
systemic issues, but further counts and a programme of daily flushing in all areas have highlighted 
improvements and indicated the issue is confined to individual outlets. POC filters were originally installed on 
all outlets in maternity, but a large number have now been removed. These are on identified outlets and higher 
risk areas including SCBU, theatres and Delivery suite. IMT have also been undertaken for this area and an 
action plan formulated with AE oversight.  
 
Initial results on a patient identified at WGH highlighted a possible clinical infection of Legionella, further 
specific testing did not identify the organism. However, the case was triggered a full IMT review and associated 
actions and data gathering with involvement of UKHSA. Follow up actions provided assurance around the 
current risk assessment and associated mitigations.     

 
3.4.2 Ventilation.   
The ventilation is managed by the estates team with oversight from an authorising engineer, the Trust 
Ventilation group aims to meets quarterly and includes multi-disciplinary members, although formal meetings 
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have not been undertaken in the last year, there is regular communication between Estates, IPC and the AE. 
A programme of maintenance and checking is undertaken in all high-risk areas including the Theatres and 
ITU.  Vents in all areas are cleaned as part of the deep cleaning schedule undertaken by Mitie as part of the 
cleaning contract.  
 
Ventilation has been central in the estates work in management of the COVID-19 pandemic and risk 
assessments have been undertaken with oversight from the Trust AE, these have been regularly reviewed and 
updated in line with national guidance and prevalence of respiratory infections including COVID-19.   

 

4.0  ANTIBIOTIC USAGE 
 

Antimicrobial Stewardship April 2022 – March 2023  

 

4.1 ANTIMICROBIAL STEWARDSHIP ACTIVITIES  
Establishing antimicrobial stewardship programme is crucial to reduce healthcare associated infections (HCAI) 
and contributes to slowing the development of antimicrobial resistance. Antimicrobial stewardship team 
focused on the delivery of the AMR (antibiotic review and reduction in consumption of antibiotics from the 
Watch and Reserve category). The new NHS contract that came into force in April 2022 require providers to 
reduce the consumption of Watch and Reserve antibiotics (see table below) DDDs per 1,000 admissions below 
CY 2018 baseline by 4% by 31 March 2023: and by 5% by 31 March 2024. Therefore, the empirical antibiotic 
guideline was reviewed as part of the Trust’s AMS strategy to meet the newly set target and aim to increase 
use of ACCESS category antibiotics which in turn can help the Trust in achieving a reduction in the 
consumption of antibiotics from the Watch and Reserve category.   Members of the antimicrobial committee 
meet quarterly to discuss the Trust antimicrobial strategy and stewardship programme. Minutes of these 
meetings are submitted to IPCP. 

 
WHHT antimicrobial strategy document has an antimicrobial stewardship audit plan for each year. This 
includes monthly antibiotic report, monthly antimicrobial stewardship CQUIN audits, audits on adherence with 
antibiotic guidelines and annual point prevalence survey of antimicrobials. Junior doctors participate in 
antimicrobial stewardship audits as part of junior engagement plan.  
 
Intensive care unit, orthopaedic, diabetic foot and TB infections MDTs and ward rounds are conducted to 
ensure high quality of care and safe prescribing of antimicrobials. The antimicrobial pharmacist delivered 
extensive education and training sessions for medical, pharmacy and nursing staff on the 72 hour hard-stop 
after the EPR roll-out. This aimed to promote timely review of antibiotics and preventing missed doses. All 
patients prescribed meropenem were regularly reviewed by the antimicrobial pharmacist in collaboration with 
the microbiologists to reduce the overall Trust usage. 
 
A focus on the IV to Oral switch has been a priority this year with much work and a formulated action plan to 
highlight and work with clinical teams the importance of reviewing treatment regimes.  
 
Both Microbiology, Pharmacy and the IPC teams are working with regional colleagues at NHSE and the ICS 
to improve antibiotic prescribing and meet current targets/trajectories.  
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5.0  CRITERIA 4 – PROVIDING INFORMATION TO SERVICE USERS  
 
The Trust provides regular updates on performance related to IPC and mandatory reporting of alert organisms 
is completed and shared with the wider community. The Trust provides infection rates as part of the IPC 
dashboard (allocated by ward/dept).  Reports for compliance against the BAF are also received by Quality 
committee on a bi-monthly basis and reported to Board as part of the Trust BAF.    
 
Patient information leaflets are available on the Trust intranet and web site and include MRSA, C diff, CPE, 
Influenza and Norovirus, these are currently under review for updates. With the COVID-19 guidance and 
advice changing rapidly the Trust website is frequently reviewed along with communication shared with both 
national and local media agencies. This includes updates on visiting and access to outpatient depts.  
 
The Trust responds to rises in cases of communicable disease and seasonal peaks of viruses such as 
Influenza and Norovirus, providing advice and measures to reduce spread.   
 
The IPCT also work with clinicians and GPs to alert individual patients to their infectious status and support 
with advice regarding the treatment and management of these conditions. Where applicable, Duty of Candour 
is undertaken with patients that acquire avoidable Health Care Associated Infections and where required 
Serious Incidents are declared and reports shared.   

 
The IPC team also works collaboratively across the system with ICS and other Acute organisations IPC teams, 
to share and provide consistency of IPC standards across the local system.  
 
The IPCT is involved in individual complaint procedures and work closely with divisional and corporate teams 
to ensure these complaints are fully investigated.         
 

6.0 CRITERIA 5 - PROMPT IDENTIFICATION OF PEOPLE WITH 

INFECTIONS AND PREVENTION OF SPREAD 

 

6.1 Identification of patients with infections  

 
The IPCT utilises a manual system of managing microbiological results, ensuring effective communication with 
the Laboratory to act on results promptly. The introduction of the Electronic Patient Record (EPR) this year 
has aided in the management and documentation of these results. The Team ensures that those patients 
identified with alert organism are flagged (i.e., MRSA, CPE, and C. diff) to identify isolation precautions and 
give advice on the management of these patients. Manual records are used to identify any possible 
transmission and identify PII or outbreaks. The IPCT are working with Informatic consultants to build upon use 
of EPR for surveillance and monitoring purposes.   

 

6.2 Assessment of patients with risk factors for infections  
An IPC assessment process both on admission and inpatients for those with or who develop symptoms 

associated with infection is in place. This includes patients with symptoms of Diarrhoea and/or vomiting, 

respiratory symptoms, overseas travel and compromised immune status. This process and SOP for admission 

areas is regularly reviewed an update depending on national guidance, and circulating/prevalence of viral 

infections (i.e., noro virus, Covid-19). 

 

This process in line with screening regimes for organisms including MRSA and CPE assists in the allocation 

of isolation room. Guidance/policy for the priority use of isolation is shared with operational teams and along 

with IPC support 7 days over the winter months, this ensures the best use of limited single rooms and ensure 

the safe management of potential and continued infections.   

 

6.3 WHTT Surgical Site Infection Surveillance 2022-2023  

Orthopaedic Surgical Site Infection (SSI) surveillance is a mandatory requirement introduced by the DH in April 
2004. The UKHSA healthcare associated infection and antimicrobial resistance department (HCAI & AMR) run 
the surgical site infection surveillance service (SSISS). The data collected is forwarded to the UKHSA for 
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analysis and reporting. The mandatory requirement is for a three-month module of surveillance in one of the 
following orthopaedic categories:  

• Reduction of long bone fracture  

• Total hip replacement (THR)  

• Total knee replacement (TKR)  

• Repair of neck of femur  
 

Surveillance of Surgical Site Infections in NHS hospitals in England 2021-22  

UKHSA Report & Trust Tables (Released Jan 23):  

UKHSA SSI Annual Report Key findings: 

• 184 NHS hospitals, and 8 Independent Sector (IS) NHS treatment centres submitted surveillance data for 
115,796 surgical procedures to the Public Health England. 

• A total of 92,930 procedures were submitted as part of mandatory surveillance of orthopaedic surgery (Total 
Hip Replacement, Total Knee Replacement, Repair of Fractured Neck of Femur + Reduction of Long Bone 
Fracture).  

• A total of 22,866 procedures were submitted as part of voluntary surveillance spanning 13 other surgical 
categories.  

• Four trusts were notified as high outliers for the mandatory orthopaedic surveillance categories (one in each 
category).  

• 6 categories saw increases in SSI risk, including hip replacement (up to 0.44%), knee replacement (0.35%), 
reduction of long bone fracture (0.54%), CABG (2.7%), cardiac (non-CABG) (1.4%) and breast surgery 
(0.6%).  

• The SSI risk for large bowel surgery saw the greatest drop (10.5% to 7.9% in financial year 2021 to 2022), 
reaching the lowest SSI risk in 10 years.  

• Enterobacterales continued to make up the largest proportion of causative organisms across all surgical 
categories in financial year 2021 to 2022 for both superficial (33.1%) and deep or organ and space (30.1%) 
SSIs. 

• In 2021 to 2022, the proportion of SSIs caused by methicillin-resistant Staphylococcus aureus (MRSA) and 
methicillin-sensitive Staphylococcus aureus (MSSA) both increased compared to the previous year.  

 

Fig 13: West Hertfordshire NHS Trust SSI Surveillance data April 2021–March 2022: 
 Category Year  Quarters  No of ops No of IP+ RA SSI’s IP + RA SSI Rate 

West Hertfordshire 

Hospitals NHS 

Trust 

THR 2021/22 4 260 1 0.4% 

TKR 2021/22 4 240 0 0% 

#NOF 2021/22 4 306 1 0.3% 

 

Comparative SSI Surveillance data from participating local NHS Trusts:  

 Category Year Quarters  No of ops No of IP + RA SSI’s IP + RA SSI Rate 

Bedfordshire 

University 

Hospital NHS 

Foundation Trust 

THR 2021/22 4 403 1 0.2% 

TKR 2021/22 4 402 1 0.2% 

#NOF 2021/22 4 209 0 0% 

East and North THR 2021/22 4 217 0 0% 

Hertfordshire TKR 2021/22 4 123 0 0% 

NHS Trust #NOF 2021/22 4 302 0 0% 

Royal National 

Orthopaedic 
THR 2021/22 4 389 0 0% 

NHS Trust TKR 2021/22 4 458 2 0.4% 

Fig 14: UKHSA SSI Surveillance data for 2022 @ WHTH: 
 

SACH Total Hip Replacement (THR)  Jan-Mar 22 

Study population (number of operations) 69 

Number of inpatient/readmission SSIs 0 

% infected 0% 

National baseline: results from all hospitals from the previous 5 yrs (without PQ) 0.6% 

PHE outlier alert notice received: No 

SACH Total Knee Replacement (TKR) Jan-Mar 22 

Study population (number of operations) 69 

Number of inpatient/readmission SSIs 0 

% infected 0% 

National baseline: results from all hospitals from the previous 5 yrs (without PQ) 0.4% 
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PHE outlier alert notice received: No 

SACH Spinal Surgery  Jan-Mar 22 

Study population (number of operations) 26 

Number of inpatient/readmission SSIs 0 

% infected 0% 

National baseline: results from all hospitals from the previous 5 yrs (without PQ) 1% 

PHE outlier alert notice received: No 
 

WGH Total Hip Replacement (THR) Jan-Mar 22 

Study population (number of operations) 7 

Number of inpatient/readmission SSIs 0 

% infected 0% 

National baseline: results from all hospitals from the previous 5 yrs (without PQ) 0.6% 

PHE outlier alert notice received: No 

WGH Total Knee Replacement (TKR) Jan-Mar 22 

Study population (number of operations) 1 

Number of inpatient/readmission SSIs 0 

% infected 0% 

National baseline: results from all hospitals from the previous 5 yrs (without PQ) 0.4% 

PHE outlier alert notice received: No 

WGH Spinal Surgery Jan-Mar 22 

Study population (number of operations) 1 

Number of inpatient/readmission SSIs 0 

% infected 0% 

National baseline: results from all hospitals from the previous 5 yrs (without PQ) 1% 

PHE outlier alert notice received: No 

WGH Repair of #NOF Jan-Mar 22 

Study population (number of operations) 83 

Number of inpatient/readmission SSIs 0 

% infected 0% 

National baseline: results from all hospitals from the previous 5 yrs (without PQ) 1% 

PHE outlier alert notice received: No 
 

SACH Total Hip Replacement (THR)  Apr-Jun 22 

Study population (number of operations) 68 

Number of inpatient/readmission SSIs 0 

% infected 0% 

National baseline: results from all hospitals from the previous 5 yrs (without PQ) 0.6% 

PHE outlier alert notice received: No 

SACH Total Knee Replacement (TKR) Apr-Jun 22 

Study population (number of operations) 77 

Number of inpatient/readmission SSIs 0 

% infected 0% 

National baseline: results from all hospitals from the previous 5 yrs (without PQ) 0.4% 

PHE outlier alert notice received: No 

SACH Spinal Surgery  Apr-Jun 22 

Study population (number of operations) 40 

Number of inpatient/readmission SSIs 0 

% infected 0% 

National baseline: results from all hospitals from the previous 5 yrs (without PQ) 1% 

PHE outlier alert notice received: No 

 
WGH Total Hip Replacement (THR) Apr-Jun 22 

Study population (number of operations) 5 

Number of inpatient/readmission SSIs 0 

% infected 0% 

National baseline: results from all hospitals from the previous 5 yrs (without PQ) 0.6% 

PHE outlier alert notice received: No 

WGH Total Knee Replacement (TKR) Apr-Jun 22 

Study population (number of operations) 0 

Number of inpatient/readmission SSIs - 

% infected - 

National baseline: results from all hospitals from the previous 5 yrs (without PQ) - 

PHE outlier alert notice received: - 

WGH Spinal Surgery Apr-Jun 22 

Study population (number of operations) 2 

Number of inpatient/readmission SSIs 0 

% infected 0% 

National baseline: results from all hospitals from the previous 5 yrs (without PQ) 1% 

PHE outlier alert notice received: No 
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WGH Repair of #NOF Apr-Jun 22 

Study population (number of operations) 69 

Number of inpatient/readmission SSIs 0 

% infected 0% 

National baseline: results from all hospitals from the previous 5 yrs (without PQ) 1% 

PHE outlier alert notice received: No 
 

SACH Total Hip Replacement (THR)  Jul-Sep 22 

Study population (number of operations) 96 

Number of inpatient/readmission SSIs 0 

% infected 0% 

National baseline: results from all hospitals from the previous 5 yrs (without PQ) 0.6% 

PHE outlier alert notice received: No 

SACH Total Knee Replacement (TKR) Jul-Sep 22 

Study population (number of operations) 110 

Number of inpatient/readmission SSIs 2 

% infected 1.8% 

National baseline: results from all hospitals from the previous 5 yrs (without PQ) 0.4% 

PHE outlier alert notice received: YES 

SSI 1 Details: 
Operation: Revision Total Knee Replacement 
Date of Operation: 11/07/2022 
Date of SSI:  24/07/2022 
SSI Depth: Superficial 
SSI Detection: Readmission 
Causative organisms: 

• MSSA 

• E.Coli 
RCA Learning: 

• Wound complications- oozing + blisters. 

• Surgical Skin Prep- Iodine used, but NICE NG125 recommends alcoholic chlorhexidine. 

• Timing of antibiotic prophylaxis administration- documented as being given post K-S. 

• Intra-operative normothermia- nil documented intra-operative temperatures. 
 
SSI 2 Details: 
Operation: Primary Total Knee Replacement 
Date of Operation: 
Date of SSI: 29/08/2022 
SSI Depth: Superficial 
SSI Detection: Readmission 
Causative organisms: Nil Identified.  
RCA Learning: 

• Wound complications- oozing. 

• Surgical Skin Prep- Iodine used, but NICE NG125 recommends alcoholic chlorhexidine. 

• Intra-operative normothermia- nil documented intra-operative temperatures. 

SACH Spinal Surgery  Jul-Sep 22 

Study population (number of operations) 28 

Number of inpatient/readmission SSIs 0 

% infected 0% 

National baseline: results from all hospitals from the previous 5 yrs (without PQ) 1% 

PHE outlier alert notice received: No 

 
WGH Total Hip Replacement (THR) Jul-Sep 22 

Study population (number of operations) 8 

Number of inpatient/readmission SSIs 0 

% infected 0% 

National baseline: results from all hospitals from the previous 5 yrs (without PQ) 0.6% 

PHE outlier alert notice received: No 

WGH Total Knee Replacement (TKR) Jul-Sep 22 

Study population (number of operations) 1 

Number of inpatient/readmission SSIs 0 

% infected 0% 

National baseline: results from all hospitals from the previous 5 yrs (without PQ) 0.4% 

PHE outlier alert notice received: No 

WGH Spinal Surgery Jul-Sep 22 

Study population (number of operations) 2 

Number of inpatient/readmission SSIs 0 

% infected 0% 

National baseline: results from all hospitals from the previous 5 yrs (without PQ) 1% 

PHE outlier alert notice received: No 
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WGH Repair of #NOF Jul-Sep 22 

Study population (number of operations) 81 

Number of inpatient/readmission SSIs 0 

% infected 0% 

National baseline: results from all hospitals from the previous 5 yrs (without PQ) 1% 

PHE outlier alert notice received: No 

 
SACH Total Hip Replacement (THR)  Oct-Dec 22 

Study population (number of operations) 83 

Number of inpatient/readmission SSIs 0 

% infected 0% 

National baseline: results from all hospitals from the previous 5 yrs (without PQ) 0.5% 

PHE outlier alert notice received: No 

SACH Total Knee Replacement (TKR) Oct-Dec 22 

Study population (number of operations) 113 

Number of inpatient/readmission SSIs 0 

% infected 0% 

National baseline: results from all hospitals from the previous 5 yrs (without PQ) 0.4% 

PHE outlier alert notice received: No 

SACH Spinal Surgery  Oct-Dec 22 

Study population (number of operations) 43 

Number of inpatient/readmission SSIs 0 

% infected 0% 

National baseline: results from all hospitals from the previous 5 yrs (without PQ) 1% 

PHE outlier alert notice received: No 

SACH Breast Surgery  Oct-Dec 22 

Study population (number of operations) 131 

Number of inpatient/readmission SSIs 1 

% infected 0.8% 

National baseline: results from all hospitals from the previous 5 yrs (without PQ) 0.6% 

PHE outlier alert notice received: No 

SSI Details: 
Operation: Left Breast Quadrantectomy + ALNC 
Date of Operation: 17/11/2022 
Date of SSI: 06/12/2022 
SSI Depth: Superficial 
SSI Detection: Readmission 
Causative organisms: Nil identified. 
RCA Learning: 

• Timing of antibiotic prophylaxis administration- documented as being given post K-S. 

• Intra-operative normothermia- nil documented intra-operative temperatures. 

 
WGH Total Hip Replacement (THR) Oct-Dec 22 

Study population (number of operations) 17 

Number of inpatient/readmission SSIs 0 

% infected 0% 

National baseline: results from all hospitals from the previous 5 yrs (without PQ) 0.5% 

PHE outlier alert notice received: No 

WGH Total Knee Replacement (TKR) Oct-Dec 22 

Study population (number of operations) 8 

Number of inpatient/readmission SSIs 0 

% infected 0% 

National baseline: results from all hospitals from the previous 5 yrs (without PQ) 0.4% 

PHE outlier alert notice received: No 

WGH Spinal Surgery Oct-Dec 22 

Study population (number of operations) 8 

Number of inpatient/readmission SSIs 0 

% infected 0% 

National baseline: results from all hospitals from the previous 5 yrs (without PQ) 1% 

PHE outlier alert notice received: No 

WGH Repair of #NOF Oct-Dec 22 

Study population (number of operations) 95 

Number of inpatient/readmission SSIs 1 

% infected 1.1% 

National baseline: results from all hospitals from the previous 5 yrs (without PQ) 0.9% 

PHE outlier alert notice received: No 

SSI Details: 
Operation: Left Cemented Hemiarthroplasty 
Date of Operation: 10/10/2022 
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Date of SSI: 05/12/2022 
SSI Depth: Organ/Space 
SSI Detection: Readmission  
Causative organisms: 

• ESBL- Klebsiella Pneumoniae 

• VRE- Enterococcus Faecium  

• VRE- Enterococcus Faecalis  
RCA Learning: 

• Management of Haematoma- earlier surgical intervention. 

• Intra-operative normothermia- nil documented intra-operative temperatures. 

• Ward Audit Scores- Code of Practice = 72%. 

 

6.3  Vascular Access  
This is a Nurse Led service by the CNS Vascular Access being a part of the wider IPCT.  As of December 

2022, the service has appointed a part time – Vascular Access support nurse. The service undertakes: 

• Insertions of Peripherally Inserted Central Catheter (PICC), midlines. 

• Ultrasound guided peripheral cannulation. 

• Surveillance and data collection of care and management, high impact interventions and complications 
of inpatient CVADs 

• Teaching of medical and nursing staff in advance vascular access practices 

• Promotes ANTT 

• Quality improvement projects to improve vascular access practices across the trust.  
 

Appendix 3 for 2023/24 workplan  
 

6.3.1 PICC/ Midline insertions 

During this financial year, 611 referrals were made. 75 patients did not receive a device. The main reason 

consistent of patients refusing the procedure, referrals not being appropriate or not received in time, as well 

as long term sickness within the service leading to delays. 

Patients (n) that underwent a PICC/ midline insertion were 510 (compared to the previous year of 287). 

These numbers showcase the rapid growth of the Vascular Access service. 

Fig 15: Comparison with previous years (accepted referrals): 

PICC/Midline Apr 22 – 
Mar 23 

Apr 21 – 
Mar 22 

Apr 20 – 
Mar 21 

Apr 19 – 
Mar 20 

Apr 18 – 
Mar 19 

Apr 17 – 
Mar 18 

Apr 16 – 
Mar 17 

Numbers (n): 510 287 265 260 253 218 260 
 

6.3.2 PICC/ Midline removal 

Notification of line removal is vital in providing safe care to the patients especially once the patient is discharged 
into the community.  According to NICE policies and EPIC 3 guidelines, all CVADs that are no longer required 
must be removed, to prevent unnecessary complications. 
Indication of known removals (n=301) 

Reason of removal:  Comments: 

Treatment completed 138  

Not indicated 55 (Not removed once treatment once completed – no 
complications noted) 

Suspected Intraluminal 
infection  

Suspected = 24 
(12 positive) 

*Staphylococcus epidermidis majority (tip culture)  
Increase from last year. 

CR-BSI 1 *Staphylococcus aureus  
Blood culture 0.18 per 1000 catheter days 

Occlusion 2 Decrease 

Migration 10 Slight increase 

RIP 32  

DVT 1 Result to PE – moderate harm. 

Fracture 2 Have not seen previously.  

Pulled out 14  

Malposition 10 Great decrease from last year. Since VPS introduction.  
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*Twelve out of patients displaying signs of infection had the tip of the PICC positive None had positive blood 
cultures which indicate the bacteria was localised within the PICC lumen and did not progress to the 
bloodstream, due to swift recognition and action. However, the increase of intraluminal infections and colonised 
catheters must be reviewed. 
** 1 CR-BSI has been identified = 0.15 per 1000 catheter days. This is similar to last year’s data. PIR are 
undertaken and learning share with the teams, education and support is targeted around the areas highlighted 
in the PIR.   
 

6.3.3 Care and Management audit 

Audits are undertaken weekly on all adult inpatient PICC, and midlines provided by the Vascular access service 
and all other Central Venous Access Catheters (CVADs) referred for review (either admitted from the 
community/ other acute sites or inserted by other teams). For this period there have been 178 reviews of 
CVADs.  

Main Audit themes: 
 

Themes across divisions are very similar, therefore the learning and actions required are across the trust. 

During this financial year 533 reviews of inpatients were completed. As of next year, the number of reviews is 

expected to increase with the presence of the Vascular access support nurse. 
 

High impact interventions are divided into three main frames: 

1. Care bundles (which include evidence-based practices in reducing infection risks). 

2. Integrity of dressings: Ensure they are clean, dry, intact and in date, as per policy. 

3. Whether the catheter is indicated to stay in situ. 

Fig 16 – HII Vascular access  

Compliance with care bundles is reviewed by assessing the clinical documents and/ or observe IV therapy 
interventions. As the chart above, it is evident that the compliance with maintaining care bundles is very low 
(15.5%). A reduction in this was seen last year as well, due to the introduction of the EPR system changing 
documentation processes.  
 
Dressing integrity has improved greatly (65%). March – June 2022 saw a peak in poor dressing integrity, but 
with correct interventions and ward-based training, this has improved. It is expected to have an even bigger 
impactful number in 2023-2024. 
 
The biggest improvement with high impact interventions is the removal of the catheter once it’s no longer 
needed. Only 19 catheters (3.5%) were indwelling without indication. In previous years this number has been 
much bigger. 
 

6.3.4 Complications 

Next follows a table with all inpatient CVADs (excluding ITU) complications. These complications are post 48-

hours of insertion or admission to hospital. 

  

0

200

400

600

Care bundles Dressing integrity Indication of device

High Impact interventions

YES NO
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Fig 17: Complications table: (In comparison with previous financial year): 

Complications Apr 22- Mar 23 Apr 21- Mar 22 

Suspected infected catheters: 24 9 

Intraluminal infections 12 * 5 

Cr-BSI 1 1 

Phlebitis 26 17 

PWO (persistent withdrawal occlusion) 4 14 

TO (total occlusion) 35 26 

Migration 19 9 

DVT (deep vein thrombosis) 3 ** 3 

Fractures 2 0 

 

*There has been an increase in suspected catheter infections. This could be attributed to the increase of 
catheters inserted. 
 
More-over the rate of actual infected catheters and phlebitis has increased. Cr-BSI rates have not increased; 
however, actions must be taken alongside the poor care bundle assessment to ensure this is maintained. 
 
As of financial year April 2023, a new surveillance system has been introduced, considering the DRIPP 
protocol, PSIRF approach and national/ local policies: 
 

VAD infections surveillance standardised approach: 
 
1. HAI Pathogen is identified by either blood culture, topical swab or culture of device tip. 
2. Lead Vascular Access CNS is alerted via the IP&C team. 
3. Lead VA CNS reviews results and establishes whether the result is related or associated with a VAD *. 
4. Datix is completed for data collection purposes. Divisions/ departments are notified via email from VA/ 

IC&P of patient safety incident. In return a duty of candour must be established by them. 
5. Lead VA CNS investigates case and: 

- Determines if the infection is related or associated to the VAD. 
- Determines if the infection is topical, intraluminal or bacteraemia. 
- Identifies room of improvement, and actions to learn from. 

6. Investigation is sent to division/ department with learning actions, suggestions for room for improvement if 
applicable. Division/ department is expected to action learning suggestions. 

7. Actions are embedded in the Infection prevention and Control panel/ divisional actions. 
8. Datix to be closed by division. 
9. Lead VA CNS to keep database of learning, improvement figures and benchmark with other 

organisations. 
 

** Although DVT rates are below the national rate, an increase has been observed with the establishment of 
the inpatient chemotherapy unit and expansion of the outpatient chemotherapy unit. These complications are 
mostly non-preventable. Therefore, there has been continued education of CVAD related DVT treatment for 
both nursing and medical staff.  

 

7.0 CRITERIA 6 - SYSTEMS TO ENSURE ALL CARE WORKERS ARE 

AWARE AND UNDERTAKE RESPONSIBILITIES FOR IP&C  
 

7.1. Hand Hygiene Audits Compliance 
Effective hand hygiene remains a key intervention in the reduction of HCAIs. All inpatient and outpatient clinical 
areas are required to undertake monthly hand hygiene audits. Compliance rates continue to be calculated and 
individual tables for each area within the divisions are produced by the IPCT.  The Trust Hand hygiene 
compliance target is 95%. Compliance with hand hygiene is monitored in the bi-monthly IPCP meetings, 
through the IPC dashboard. Where scores are indicated below the Trust benchmark, the divisional IPC action 
plan is updated and subsequently re-audited.  Focused work with identified staff groups and areas has been 
undertaken. The data is triangulated with other audit data and IPC surveillance data related to HCAIs to 
highlight the high priority areas for IPC support and interventions.  
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7.2 IPC Audits 
An IPC agreed audit programme dissemination allows the departmental and clinical leads to provide 
consistency in standard. Audit results are disseminated to departmental heads and matrons for cascading 
within their clinical areas, feedback is given at the time of audit also. Actions to address area of unsatisfactory 
compliance are taken by the division and added to divisional IPC Action plans. These are also discussed at 
divisional governance meetings where IPC representation is included. A SOP for audit assurance and actions 
has been developed and shared with the divisions for guidance.  
Audits schedules includes key audits:  
Hand hygiene 
PPE  
Code of Practice (COP)  
Cleaning and equipment   

7.2.1 Code of Practice (CoP) audits 
CoP audits are undertaken monthly, with the IPCNs and the clinical areas are required to complete them on 
alternate months. In the past year adaptions to the COP audit have been made to provide evidence of 
compliance with IPC BAF and focus on improvements in areas of non-compliance. Themes from audits are 
collated and shared with divisional teams as part of divisional governance reports. Joint working to focus on 
areas highlighted has included campaigns, education, and IPC support.   
 
Continued work with the estates and facilities team has included sharing of audit data, a focus on the cleaning 

of high touch items especially in shared facilities has shown improvements throughout the year. A focus on 

key pieces of equipment such as commodes, high touch items like dispensers and share clinical equipment 

(Observation machines). In addtion, as part of the action plan to manage C difficile, the introduction of chlorine 

wipes in some inpatient areas included training and support.  

 

7.3 IPC ACTIVITIES 
Campaigns led by the IPC support worker have been based on data from audits and surveillance. These 
campaigns have been supported by external suppliers and by key leaders within the organisation.   
These campaigns have been shared across the ICS, regionally and nationally with excellent feedback on the 
work and enthusiasm undertaken by the IPC support worker. 
Campaigns this year have included:  

• Gloves OFF 

• Game of Thrones 

• C diff roadshow 

• Hand Hygiene Day  
 

There has also been supported sessions around cleaning wipes, chorclean products, hand hygiene products 
and antibacterial topical wash treatments. 
Education days across the three Acute organisations have also been a successful with all three organisations 
hosting and a variety of staff and topics covered. Staff from all three acute organisations have attended with 
face-to-face sessions with a virtual option.   
 

8.0 Criteria 7 - Provide adequate isolation facilities 
The COVID-19 pandemic has required isolation facilities to be used differently, and the use of Cohort areas 
for patients with positive results have been implemented. Single room facilities have been used as a protective 
facility to protect those patients at a higher risk from infection, for example, those with compromised immunity. 
The increase in other infections including C difficile has required a priority approach to use of these rooms. 
The IPC team work closely with operational colleagues to assist and assess patients requiring isolation.  
Risks related to lack of isolation and associated risks (no en-suite facilities in most rooms) are regularly 
reviewed.   
 

9.0 Criteria 8 – Microbiology Laboratory Support 
Laboratory services for the Trust are provided by a fully UKAS accredited on-site laboratory. The Clinical 
advisory component of the Microbiology service is provided by three Consultant Microbiologists, one of whom 
is the Clinical Lead and Lead Infection Control Doctor, one is the Antimicrobial lead and the other is the TB 
and C.difficile ward round lead. The Microbiologists also provide input on various clinical and IPC activities 
including Joint IP&C and Microbiology ward rounds for C.diff, CPE, TB, Orthopaedic, and Diabetic Foot 
Infection MDT and other high risk and complex patients.  
The IPCT and Microbiology team work closely together to provide a comprehensive and cohesive IPC service 
to the Trust and meet regularly to discuss issues, future plans and initiatives. 
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10.0 Criteria 9 - IPC Polices  
There has been a delay in the updating of some of the IPC policies due to COVID-19 repose. A number have 
been updated throughout the year. A process of checking for updated guidance or procedures is in place to 
ensure review is undertaken and advice/guidance remains in line with national guidance/policies.  
Plans for the coming year include a review and update of all IPC policies. 

 

11. CRITERIA 10 - OCCUPATIONAL HEALTH 2022-2023  
Occupational health provides services to the Trust that are designed to protect and enhance staff health 
through risk management, health assessment, immunisation and the provision of specialist advice including 
rehabilitation and fast track physiotherapy. Occupational health supports the control and management of 
infectious disease through the screening and immunising of new employees, staff exposed to infectious 
disease as part of their work duties including exposure through needle stick injury and splash incidents and by 
undertaking staff contact tracing. The team have continued to work as part of the Covid IMT to support changes 
in guidance, scaling down of measures and giving clear advice and communications to staff. 
 

12. RECOMMENDATION  
The committee is asked to receive this report for discussion and assurance of the compliance with the Health 
& Social Care Act which contains the ‘Hygiene Code’. 
 

Name of Director: Tracey Carter, Chief Nurse and Director of Infection Prevention & Control Team 

 

Date: 20th June 2023  
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APPENDIX 1 

The Hygiene Code: Health and Social Care Act 2008 (2015): Code of Practice for health and adult social care 
on the prevention and control of infections and related guidance. 

Compliance 

Criteria 

What the registered provider is required to demonstrate Compliant  

Yes/ No  

1 Systems to manage and monitor the prevention and control of infection. 

These systems use risk assessments and consider the susceptibility of 

service users and any risks that their environment and other users may pose 

to them. 

Yes 

2 Provide and maintain a clean and appropriate environment in managed 

premises that facilitate the prevention and control of infections.  

Yes 

3 Ensure appropriate antimicrobial use to optimise patient outcomes and to 

reduce the risk of adverse effects and antimicrobial resistance. 

Yes 

4 Provide suitable accurate information on infections to service users, their 

visitors and any person concerned with providing further support or nursing/ 

medical care in a timely fashion. 

Yes 

5 Ensure prompt identification of people who have, or are at risk of developing, 

an infection so that they receive timely and appropriate treatment to reduce 

the risk of transmitting infection to other people.  

Yes 

6 Systems to ensure that all care workers (including contractors and 

volunteers) are aware of and discharge their responsibilities in the process 

of preventing and controlling infection. 

Yes 

7 Provide or secure adequate isolation facilities. Yes 

8 Secure adequate access to laboratory support as appropriate. Yes 

9 Have and adhere to policies, designed for individual’s care and provider 

organisations that will help control infections.  

Yes 

10 Providers have a system in place to manage the occupational health needs 

and obligations of staff in relation to infection.  

Yes 

 

 

Reporting Structure IPC 

1 
Quality and Safety 
Group 

Conveys information to 
the Quality Committee 

Conveys information to the 
Incident Management 
Team (IMT) 

Conveys information 
to the Infection 
Prevention and 
Control Panel (IPCP) 

2 
Incident 
Management Team 
(IMT) 

Information is conveyed 
back & forth between the 
Infection Prevention and 
Control Panel (IPCP) 

Conveys information to the 
Clinical Decision Panel 
(CDP) 

  

3 

Infection 
Prevention and 
Control Panel 
(IPCP) 

Information is conveyed 
back & forth between the 
Incident Management 
Team (IMT) 

Information is conveyed 
back & forth between the 
Clinical Decision Panel 
(CDP) 

  

4 
Clinical Decision 
Panel (CDP) 

Information is conveyed 
back & forth between the 
Infection Prevention and 
Control Panel (IPCP) 

Conveys information to the 
Quality Committee 

  

5 
ICS IPC support 
and reviews 

Overarching with support 
and added external 
assurances when 
required 

Reported as part of update 
reports to IPC panel and 
QC as required 
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Appendix 2:  

IPC Work Plan 

April 2023 – March 2024 

Intervention/Action Data Source/Driver Q1 
update 

Q2 
update 

Q3 
update 

Q4 
update 

BAF/HC 
ref 

HoC ref Evidence and progress update 

Clinical         

Aseptic practice:  
 
Implement program of education, 
support and audit for aseptic practice 
across the organisation, with key 
focus on IV access and devices   

BSI data and IV audit data  
 
MRSAb PIR 
 
MSSAb PIR 
 
Reduction in GNBSI to meet 
trajectories and zero 
tolerance to MRSA/MSSAb  

    5,6,7,8,9,
10 

Administration 
PPE 

Implementation of Vascular access focus with new 
products and structured education programme, 
products implemented, pre audit undertaken. 
Evidence of accessing training available and 
monitored via IPC dashboard.  
Vascular access day for next ICS study day in June 
2023 with specialist speakers 

IPC education:  
 
Implement education programme to 
improve IPC practices including:  

• PPE/Glove use 

• Assessment of patients/sampling 

• Isolation precautions 

• Assessment and management of 
infectious patients 

• Back to basic campaign   

Audit data 
 
RCAs/ PIRs 
 
NHSE trajectories to 
GNBSI/C difficile and 
reduction of HCAIs  

    5,6,7,8,9,
10 

Administration 
PPE 

30 second films developed for key interventions and 
circulated to clinical teams for sharing on groups, 
board rounds and via education sessions.  
QI project for glove usage commenced and furth 
plans for role out across ICS  
Re launch of isolation precautions with new isolation 
cards consistent with EPR 
Focus on key findings from RCAs/PIRs re prompt 
sampling and feedback via education and feedback 
sessions  

Equipment cleaning:  
 
Improve standards of cleaning clinical 
equipment with effective products  

Audit data 
 
RCAs/PIRs findings  
 
Reduction in HCAIs including 
C difficile and related 
trajectories  

    2,5,9 Elimination Implementation of chlorex cleaning wipes in WGH 
inpatient areas (effective against C diff spores) 
Training undertaken with spot check follow up audit.  
RA completed for use. 
Game of thrones campaign   

Antimicrobial prescribing: 
 
Improve standards related to 
antimicrobial: 
Prescribing  
Review 
choice 
 
 
 

RCAs findings  
 
Audit data 
 
National IV oral switch 
(IVOS) focus and WHTH 
current rate 
 
Reduction in C difficile HCAI 
cases as per trajectories  
 
Antimicrobial resistance and 
national/international 
antibiotic strategies  

    1,3,6,9 Substitution 
Administration 

Bespoke action plan developed and in place lead by 
micro and pharmacy. 
 
Presentation at divisional governance. 
Drs forums/training and consultant forums 
Regional updates and support 
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IPC campaigns, QI projects and 
associated “green agenda” 
 
Continue with current and future 
planned projects aligned with QI 
strategy, including the “green agenda” 
and wider system/regional and 
national projects.  
  

Green campaign projects 
include – reduction of glove 
usage/waste streams. 
Reusable equipment – 
theatre hats/tourniquet.  
 
QI projects included within 
Trust priorities  

    All  Elimination 
Substitution 
Administration 

ICS glove project now replace Trust strategy. 
Review of products with procurement underway.  
 
QI projects planned and joint working on GNBSI and 
urine related infections included across ICS.  

Reduction of GNBSI and related 
sources of infection.  
 
Actively participate in collaborative 
work across ICS with finance from 
NHSE to focus on reduction in cases 
across system  

National trajectories for 
reduction of GNBSI and 
related HCAIs  
Finance for project from 
NHSE EoE  

    1,3,4,5 Elimination 
Administration  

Meetings with ICS team and other acutes to focus 
on sources of GNBSI and relationships with C diff 
infection. Finance received from NHSE and change 
approach agreed with support form specialised team   

Environmental          

Water management:  
 
Provide IPC support in the 
management of identified water 
issues and challenges to ensure the 
safe management and oversight of 
systems including attendance and 
representation on the WSG  

Water testing results and 
identified system issues  

    2,5,9,10 Elimination 
Substitution 

RR updated. 
Use of POU filters and extra testing 
Wider planned works and updates via WSG 
RA shared with ICS and UKHSA 
WSG plans and IPC oversight with AE  
 
Priority list of works 

Ventilation Safety: 
 
Provide IPC support and guidance to 
support risk assessments and 
mitigations to highlighted non 
complaint areas (HTM standards)  

Ventilation verifications and 
non-complaint systems. 
 
Highlighted issues from 
thematic reviews for 
nosocomial covid outbreaks  

    2,5,10 Substitution RR updated and review of all reports 
Planned works in higher risk areas. 
Further work including filter changes in areas of 
concern. 
Use of HEPA filters in high-risk areas 
Re implementation of VSG  

Building improvements:  
  
IPC Support for projects and estates 
team with improvements to estates 
and enabling wors for new build  

Planned works and updating 
of highlight high risk 
environmental areas   

    2,5,10 Elimination 
Administration 

Dedicated IPC Nurse to work with estates teams to 
provide continued support, assessment, and advice 
as part of recent MOC within IPC team  

Cleaning standards and assurance:  
Provide evidence of consistent 
standards and assurance of 
monitoring/oversight of contract    

Audit data and 
Spot checks 
 
Post outbreak reviews, PIRS 
and RCAs  

    2,5,9 Elimination 2021 standards implemented with bespoke 
schedules. 
Facilities and IPC spot checks 
Use of ATP testing for spot checks 
Efficacy audits and checks 
Meetings with IPC/Facilities and contractor in place 

Operational          

IPC/Operational team 
collaboration:  
 
Provide IPC support with use of surge 
areas, and higher length of stay in 

Operational pressures 
Use of surge areas 
Efficient use of single room 
capacity available  

    1,4,5,6,7,
9,10 

Administration Risk assessments and process in place for 
management of Surge areas 
Review of isolation policy and single room priorities 
Additional cleaning and support in admission areas 
including ED corridors 
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admission areas during periods of 
high operational pressure  

Winter planning:  
 
Work with operational and clinical 
teams to ensure preparation for winter 
planning and IPC challenges 
including Resp virus, Noro virus and 
increase in related infections with 
increased operational pressures. 
Provide risk-based approach to 
maintain patient safety     
 

Operational pressures, use 
of surge and operational 
performance.  
 
Increase in winter infections 
including Flu, Covid and 
Noro virus that impact on 
operational flow. 

    1,2,4,5,6,
7,9 

Administration  Update operational pathways/algorithms for testing, 
patient placement, and IPC management.  
 
& day IPC on site cover during winter months as 
agreed as part of MOC    

IPC Team working          

IPC Team structure and working 
patterns: 
 
Provide and develop IPC team to 
provide support and advice across 
organisation when required. 
Development of roles and structure to 
meet future demands of service   

Changing demand of IPC 
team and service 
requirements to support 
clinically and operationally  

    All All MOC for working hours and roles implemented. On 
going imbedding of structure in place.  

IPC Data and reporting: 
 
Review of data collection and 
reporting including themes from 
clinical investigations (PIRs, RCAs 
and audit data) to identify areas of 
concern and highlight focus of work  

National trajectories and 
reporting requirements, 
assurance of work plans and 
focus  

    All All Data and admin manager in post, work with EPR 
system and team to improve data and ensure in real 
time.  
Review of IPC dashboard and IPC panel reporting 
completed and reviewed bi-monthly.  

Update and review of IPC policies:  
 
Review and update IPC policies to 
ensure in line with national and 
regional guidance/data. Align with 
operational, clinical and 
environmental risk assessments 
within organisation  

Hygiene code and BAF 
compliance and assurance  

    All All  Current review of policies to ensure all in date 
underway. Further review planned as part of new 
BAF evidence and assurance.  

IPC system working and 
collaborations:  
 
Continue and built upon existing work 
and collaboration across system to 
ensure collaborative approach to 
challenges and IPC risk across the 
system.  

ICS plans  
 
 

    All All Work already completed re acute working and 
sharing of policies, reporting and risk assessments. 
Join education/study days undertaken and further 
planned.  
 
Further work planned to build across system with 
IPC ICS strategy. 
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Appendix 3: Vascular Access progress on previous years’ work plan:   

Progress Comments: Completed: 

New PICC and 
Port-a Cath care 
plans  

New care plans have been created and distributed to 
relevant clinical areas and senior Nurses. They have 
specialised information regarding how to care and 
manage the devices in the clinical area. It is not a 
documentation log, but a method of continuous 
learning. 

 

Storage space for 
Vascular access 

Previous the vascular access service has been using 
the Helen Donald unit facilities to store all equipment. 
To minimize movement in this area, a new storage 
area was sought.  

 

PICC Passport The PICC passport has been produced and given to 
all patients who have a PICC insertion. 

 

Medical training for 
Fy1 and Fy2 
doctors 

In order to reduce CVAD related occlusion, training 
material have been created for junior medical staff to 
use CVADs while taking blood samples. There has 
been great feedback, and this will continue annually. 

 

Senior 
Radiographer 
PICC insertion 
training 

A senior radiographer has been trained in PICC 
insertions (all competencies completed) and as of 
September 2021 will have a designated half day to 
assist the service. 

 

Business case for 
increase Vascular 
Access resources 

A business case, has been presented to acquire a 
new USS guidance machine, create further 
expansion of the Vascular access team and an 
intraluminal ECG machine.  

 

Paediatric 
insertions 
expansion 

Has been put on hold until next year.  

Vascular Access 
Support nurse 

Appoint new role  

Vascular Access 
framework 

Create framework for WHTH vascular access nurses 
and expand their advanced clinical skills 

 

Peripheral IV 
procurement 

Alongside the procurement team, cannula, IV drip 
sets, needle free access device and skin preparation 
disinfectants will be changed trust wide in order to 
focus and improve on ANTT, longevity of vascular 
access device, patient experience and reduce CVAD 
occlusions. 

Delay due to chain 
supply issues 

IV audit A trust wide IV audit will go hand in hand with the 
procurement plan, focusing on high impact 
interventions and Infection control measures. 

On going 

Focus on senior 
staff training 

The year’s focus will be senior staff across divisions 
with numerous refresher courses and advanced 
vascular access skills. This will enable senior staff to 
support their junior workforce with more experience 
and confidence. 

On going 

Vascular Access 
Surveillance Nurse 

IC&P nurse to assist with surveillance of Vascular 
Access once a week. This will enable more 
comprehensive data collection, ward training and 
clinical supervision 

On going – has now 
moved to Vascular 
access 

Non-coring needle 
insertion and 
removal 

Assessment and competency created. To work with 
senior workforce in obtaining this skill in designated 
areas 

On going 

CVAD related 
occlusions paper 

Trial of “positive” needle free devices for PICC lines 

and correlate findings with occlusion rates.  
Delay in supply chain. 
To move to next year 

Next Years focus: Comments: Completed: 

 Cr-BSI and CLABSI surveillance and actions. 
 
Actions to be embedded with ICP. 
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33 
 

Update EPR EPR to include High Impact interventions in the 
catheter assessment 

 

Vascular Access 
nurse training 

Framework to be completed.  

Teaching Create and launch interactive e-learning material for 
CVC IV administration - UPDATE 
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Purpose 
 

This report provides an overview of the Trust's financial performance 

after seven months of the financial year 

 
Executive 
Summary 
 

 

Introduction 

 

This report provides an overview of the Trust's financial performance 

after seven months of the financial year. It includes key information from 

detailed reports presented at the Trust's Finance and Performance 

Committee, summarising the performance against the initial plan and a 

revised forecast for the year. This revised forecast takes into account 

ongoing trends, the implementation of over 80 actions as part of a high 

impact financial change plan, and the effects of the Trust's £4.2m share 

of the £800 million allocated to the NHS to cover the costs of industrial 

action and changes to the Elective Recovery Fund (ERF) mechanism. 

Additionally, the report updates the Board on key elements of the Trust's 

balance sheet and the ICS medium-term financial plan. 

 

Deficit Drivers 

 

The Trust has reported a deficit of £19.0m after seven months, which is 

£14.0m higher than the planned deficit of £5.0m for this stage. This 

deviation from the initial plan is attributed to several factors, including 

emergency pressures (e.g.  unplanned use of surge beds and ED staff), 

extra costs of industrial action, mental health patient management, 

unfunded pay and non-pay inflation, delayed cost improvements, higher 

expenditure on theatre support staff, and increased outsourcing of care. 

(See the table below summarising variances in £ million) 
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 £m 

1:1 nurses (eg for mental health patients) -1.2 

Outsourcing overspend -0.7 

Emergency pressures  

(eg surge) 
-4.2 

Surgery costs -1.7 

Industrial action costs -2.0 

Unfunded pay and non pay inflation -2.0 

Unidentified CIPs -2.3 

Total variance from plan -14.1 

 

 

Revenue Spending Analysis 

 

Analysis of the I&E account shows that the drivers of excess spending 

have manifested in overspends in various areas, with medical staff pay 

(£4.9m), nursing and healthcare assistant costs (£6.8m), and 

unidentified CIPs (£2.4m) being the major manifestations of the 

overspend. (See slide 1)  

 

Agency spending has now totalled £8.9m which is now marginally above 

the year-to-date target of £8.4m. 

 

Elective income 

 

Our ERF qualifying elective income after month 7 is valued at £56.1 

million, which is 98% of the adjusted value of our activity in 2019/20. 

Due to the relaxation of the ERF mechanism, we now have to treat 

elective activity worth 99% of the 2019/20 value to balance our elective 

income plan.  

 

However, according to national guidance, we are not required to report 

variances for the period up to month 7. If variances were applicable, 

achieving 98% would have resulted in a £0.8m variance against a 99% 

value weighted activity (VWA) target. 

 

Cost Improvement Programme 

 

The Trust aimed to reduce gross budgets by £5.8m over the first seven 

months of 2023/24. Savings after 7 months total £3.6m. The Trust aims 

to develop savings projected to reach £12.2m boosted by the High 

Impact Financial Change Programme.  

 

 

 

22 

326 of 466 Trust Board Meeting in Public 7 December 2023-07/12/23 



Tab 22 Item 22 TB Public 7 Dec 2023 Finance update 

Divisional Oversight 

 

Overspending issues are primarily concentrated in three divisions, with 

the Surgery Division, Medicine Division, and Emergency Division 

exceeding their planned costs. The Emergency Division has committed 

to limit their overspend, although challenged by increased ED 

attendances and the need to maintain patient access performance 

targets. The Medicine and Surgery Divisions have requested 

adjustments to reflect additional costs expected over the second half of 

the year. Discussions continue to ensure that the Trust’s agreed year 

end forecast is met. (See below).  

 

Year-end I&E forecast 

 

On 8th November, Julian Kelly, Emily Lawson, Professor Stephen 

Powis, and Dame Ruth Kelly communicated with ICB and Trust CEOs, 

Chairs, CFOs, and COOs to provide guidance on the necessary actions 

to address the financial and performance challenges resulting from this 

year's industrial action. 

 

As a result of the re-baselining, our Health System's allocation has been 

increased by £13.6m from the £800m freed up by national re-

prioritisation and new funding. Within this allocation, our ICS has 

designated £4.2m to the West Herts Trust. 

 

Furthermore, the elective activity target for 23/24 has been adjusted to a 

national target equivalent to 103% of the 19/20 activity value. The 

Trust's current target is to achieve 101%, has been further reduced to 

99%. The ICB believes that the relaxed target will positively impact 

Provider and System finances, expecting an improvement above the 

current year forecasts. 

 £m 

Deficit as at M7 (19.0) 

Base forecast at M4 (35.7) 

Total recovery actions recognised at M4 13.6 

Targeted forecast (22.1) 

add ICB recognised risks (3.2) 

Improvement due to £4.2m allocation 4.2 

Removal of projected financial risk of 

industrial action after M7 1.6 

ERF target benefit 1.5 

Revised targeted forecast (18.0) 

 

The forecast considered the following risks: 

- Theatre 5 at St Albans is scheduled to close on the 14th 

December 2023. The theatre earned £2.5m in 2022/23. A worst-

case scenario is the theatre incurs a net loss of £0.6m a best-

case scenario is a loss of £0.2m. However, the Division of 

Surgery continues to review ways to minimise the net loss. 
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- Income forecasts assume £0.8m outsourcing spend which the 

Trust had not planned due to the financial recovery plan.  

- October VWA performance for non HWE patients was only 24% 

compared to a forecast average VWA of 52% for these patients. 

Performance at this level is equivalent to a £0.2m deviation per 

month from the forecast.  

 

In line with Standing Orders and the national team’s request for Board 

approval of the forecast, the Chairman, Chief Executive and two non-

Executive Directors approved the revised year-end forecast on behalf of 

the Board.  

 

Balance Sheet and capital expenditure 

 

At the end of the seventh month, the Trust's cash balance is £13m, 

boosted by £21m of PDC drawn down to support approved nationally 

supported capital schemes. The Trust will enhance its cash flow 

forecasting building in the timing if the effects of the financial recovery 

programme to test cash flow management options.   

 

The total capital expenditure for the year 2023/2024 is expected to 

exceed £62m, with funds coming from a variety of sources including 

depreciation charges, the Trust's internal cash balance, and additional 

funds from nationally approved business cases. However, inflationary 

pressure and costing delays have led to changes in the original plans, 

necessitating discussions about adjusting the timetable and distribution 

of spending between 2023/24 and 2024/25 for various schemes. 

Additionally, schemes that were started in 2022/2023 and were 

expected to be funded by local capital are facing inflationary and 

regulatory cost pressures, leading the Trust's capital finance planning 

group to revise the programme for local schemes and defer some 

schemes until additional capital funds become available. 

 

Medium Term Financial Plan and Business Plan 

 

The new approach to planning introduced in the MTFP aims to establish 

a system-wide approach where organisations develop plans that comply 

with agreed assumptions or explain any differences. The plan reflects a 

projected deficit for the 2024/25 year, recognizing the reliance on non-

recurrent recovery plan actions and the receipt of £4.2m of additional 

funds to support industrial action costs. 

 

The plan will be developed in three stages,  

 

The first version will be discussed at December Committees based on 

assumptions for: 

 

• The year end I&E outturn 

• The reliance on non-recurrent effects 

22 

328 of 466 Trust Board Meeting in Public 7 December 2023-07/12/23 



Tab 22 Item 22 TB Public 7 Dec 2023 Finance update 

• Activity projections for 23/24 

• Activity growth for 24/25 

• Performance targets 

• Physical capacity assumptions for 24/25  

• Funding growth (not necessarily equivalent to activity growth) 

• Funding mechanisms (eg block vs cost per case) 

• Efficiencies (recurrent and non-recurrent) 

• Inflation costs and funding 

• Capital expenditure assumptions 

• Projected I&E financial outturn based on the above. 

 

The second version, which will be discussed at the February 

committees, will take into account the national planning guidance 

expected to be published in December as well as the division's long list 

of priorities. These priorities are designed to align with national priorities 

and the required performance outlined in the Trust planning.  

 

The third version will finalise the planning process, with divisional plans 

being signed off after agreeing on priorities for efficiency and investment 

with Chief Officers. This version is expected to be ready for the April 

committees. 

Conclusion  

 

the Trust's financial performance after seven months of the financial 

year has resulted in a deficit of £19.0m, which is higher than the 

planned deficit of £5.0m. The deviation from the initial plan is attributed 

to various factors, including emergency pressures, extra costs of 

industrial action, and overspends in different areas. Despite these 

challenges, the Trust has implemented financial change actions to 

address these issues. 

 

Efforts to reduce gross budgets by £5.8m over the first seven months 

have resulted in savings of £3.6m. The Trust aims to develop further 

savings anticipated to reach £12.2m of efficiencies boosted by the High 

Impact Financial Change Programme.  

 

Overspending issues are still concentrated in three divisions, and 

ongoing discussions are aimed at ensuring the Trust's agreed year-end 

forecast is met. 

 

The revised year-end forecast has been approved by the Chairman, 

Chief Executive, and two non-Executive Directors on behalf of the 

Board.  

 

The Trust's medium-term financial plan and business plan aim to 

establish a system-wide approach and address projected deficits for the 

2024/25 year.  
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The Trust’s plan will be developed in three stages, with the third version 

expected to be ready for the April committees. 

 

It is recommended that the Trust continues to monitor and address 

factors leading to overspending and is asked to note the approach to 

medium-term financial planning and support ongoing efforts to mitigate 

financial challenges. 

 

 

 

Trust strategic 
aims  
 

Aim 1 
Best care 

 
Objectives 1-4 

Aim 2 
Great team 

 
Objectives 5-8 

Aim 3 
Best value 

 
Objective 9 

Aim 4 
Great place 

 
Objective 10-12 

✓ ✓ ✓ ✓ 
 

Links to well-led 
key lines of 
enquiry 
 
 
 
 

☐Is there the leadership capacity and capability to deliver high quality, sustainable 

care? 
☐Is there a clear vision and credible strategy to deliver high quality, sustainable care 

to people, and robust plans to deliver? 
☐Is there a culture of high quality, sustainable care? 

☐Are there clear responsibilities, roles and systems of accountability to support good 

governance and management? 

☐Are there clear and effective processes for managing risks, issues and 

performance? 

☐Is appropriate and accurate information being effectively processed, challenged and 

acted on? 

☐Are the people who use services, the public, staff and external partners engaged 

and involved to support high quality sustainable services? 

☐Are there robust systems and processes for learning, continuous improvement and 

innovation? 

☐How well is the trust using its resources? 

 

Previously 
considered by 

 

Committee/Group Date 

  
 

Action required 

 

The Board is asked to note the contents of this report.  
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The I&E account reports a £19m deficit after seven 

months. This is £14m worse the plan. 

2

The Trust has reported a 

deficit of £19m, which is £14m 

higher than the initial plan 

published at the beginning of 

the year. 

The Trust continues working 

to mitigate overspending 

through the actions within the 

financial recovery plan. This 

plan was implemented to limit 

the deficit to £22m, but after 

accounting for new risks and 

the Trusts share of the 

nationally agreed £800m, the 

forecasted deficit stands at 

£18m. 

This revised forecast was 

agreed upon at a special 

meeting of non-executive and 

executive directors and was 

reported to the Trust’s finance 

committee. (For additional 

details, refer to the narrative 

provided elsewhere.)

The graphs to the left illustrate 

the actual deficits for each 

month, the original plan for the 

remainder of the year, and the 

forecasts for each month 

going forward. The bottom-left 

graph outlines the top seven 

drivers of the deficit for the 

year to date, while the table of 

numbers shown in the bottom-

right illustrates how these 

drivers impact budget lines.

High impact changes are
1. Halting unnecessary expenditure
2. Transforming workforce management
3. Managing emergency pressures
4. Productivity focussed care.
5. Re-energising the CI programme

Actual

Forecast

Trust Definition Expense Type

 Annual 

Budget Budget  Actual  Variance Budget Actual Variance 

Income Divisional Income 42,723 4,450 6,053 1,603 23,661 29,001 5,340

NHS Revenue 462,982 39,174 39,381 208 270,168 272,289 2,121

Income Total 505,705 43,623 45,434 1,811 293,829 301,290 7,461

Pay Medical Pay -95,292 -8,442 -9,219 -777 -55,420 -60,318 -4,897

Non-Clinical Pay -60,764 -5,321 -5,242 79 -37,392 -36,420 972

Nursing Pay -99,276 -8,361 -9,065 -704 -58,039 -62,074 -4,035

Other Clinical Pay -37,469 -3,061 -3,443 -383 -21,866 -24,673 -2,807

Scientific, Technical & Profes -31,594 -2,745 -2,761 -16 -18,439 -19,268 -830

Pay Unidentified CIPs 6,277 608 0 -608 1,794 0 -1,794

Pay Total -318,117 -27,322 -29,729 -2,408 -189,362 -202,753 -13,392

Non Pay Clin Supp Serv -30,708 -2,677 -2,971 -294 -17,934 -20,125 -2,191

Drugs -25,954 -2,256 -2,537 -282 -15,133 -16,879 -1,745

OTHER (NON  CLIN) -110,160 -9,722 -9,985 -263 -63,264 -65,801 -2,537

Non Pay Unidentified CIPS 3,939 395 0 -395 613 0 -613

Recharges 13 1 0 -1 8 0 -8

Non Pay Total -162,869 -14,259 -15,494 -1,235 -95,711 -102,805 -7,094

Other Expenditure Financing Charges -24,719 -2,380 -3,169 -789 -13,829 -14,756 -927

Other Expenditure Total -24,719 -2,380 -3,169 -789 -13,829 -14,756 -9270 0

Month 7 Grand Total -0 -337 -2,958 -2,621 -5,073 -19,024 -13,951

In Month (£000s) Year to Date (£000s)
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All Divisions are challenged to ensure expenditure does 

not exceed plan and patient activities match plan. 

3

The graphs summarise Trust Divisions' income and expenditure targets, striving for income at 
100% of plans and spending below 100%. Ideally, income exceeds expenditure. Environment 
CSS, and WACS Divisions largely meet these criteria. Medicine, Emergency Medicine and 
Surgery Divisions are not meeting these criteria and have been set overspending limits based 
on recovery actions as a result. 
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The table provides a granular 

analysis of the key drivers of the 

inflationary pressures identified 

by key cost category. 

It compares a forecast for 

inflation (based on actual cost 

pressures identified by the Trust) 

to the formula inherent in funding 

the Trust’s cost inflation.

Please note given pay pressures 

are known and are generally 

totally funded, the main risk lies 

with non-pay inflation (as such 

pay inflation has been excluded 

from this).

See the appendix for a detailed 

breakdown of the unfunded 

inflation %

The Trust will experience an inflation pressure of c.6.5% 

compared to the 4.8% funding received in year (weighted 

estimate of the cost uplift factor).

Inflation of 6.5% will create an unfunded cost pressure of 1.7% which equates 
to c.£2.6m.

Cost type
% of cost 

base

Forecast Inflation 

%

Funded Inflation 

%

Unfunded 

Inflation 

(%)

Inflation
Weighted 

inflation
Inflation

Weighted 

inflation

Gas 2% 61% 1.4% 5.5% 0.1% 1.3%

Electricity 3% 44% 1.3% 5.5% 0.2% 1.1%

Facilities 9% 12% 1.0% 5.5% 0.5% 0.6%

IT / EPR 8% 8% 0.7% 5.5% 0.4% 0.2%

Drugs 17% 1.6% 0.3% 1.3% 0.2% 0.1%

Other Non-pay 61% 3% 1.8% 5.5% 3.3% (1.5%)

Total Non-pay 100% 6.5% 4.8% 1.7%
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Appendix – Detailed Analysis of the inflationary pressures

Detailed Operating Expenditure (excluding 

Pay)

% of 

Cost 

base

Forecast 

inflation

Detailed 

Weighted 

Inflation

Funding 

received 

based on Cost 

Uplift factor in 

tariff

Weighted 

Funded 

Inflation

Unfunded 

Inflation Source of Forecast Inflation rate assumed

Gas 2.3% 61% 1.4% 5.5% 0.1% 1.3%
Inflation rate based on price projections supplied by 
Crown Commercial Services, the trust’s supplier and 
advice from the Head of Energy & Sustainability.Electricity 3.0% 44.0% 1.3% 5.5% 0.2% 1.1%

Facilities 9% 11.8% 1.0% 5.5% 0.5% 0.6%

Linen & Laundry 1.3% 11.4% 0.2% 5.5% 0.1% 0.1% Analysis of Mitie contract provided by HOF (VF)

Cleaning Domestic 3.7% 11.4% 0.4% 5.5% 0.2% 0.2% Analysis of Mitie contract provided by HOF (VF)

Cleaning - IHSS 1.1% 13.8% 0.1% 5.5% 0.1% 0.1% Based on contract

Portering 1.0% 11.4% 0.1% 5.5% 0.1% 0.1% Analysis of Mitie contract provided by HOF (VF)

Catering 1.7% 11.4% 0.2% 5.5% 0.1% 0.1% Analysis of Mitie contract provided by HOF (VF)

IT / EPR 8.1% 8.2% 0.7% 5.5% 0.4% 0.2%

IT Infrastructure contract 2.9% 5.0% 0.1% 5.5% 0.2% 0.0% Discussion with HOF, Review of Contract

IT ( Software/ Computer hardware & software) 3.5% 10.0% 0.4% 5.5% 0.2% 0.2% Discussion with HOF, Review of Contract

EPR Licence 1.7% 10.0% 0.2% 5.5% 0.1% 0.1% Analysis of Cerner Contract

Drugs 17.0% 1.6% 0.3% 1.3% 0.2% 0.1%

Other Non-pay 61% 3% 1.8% 5.5% 3.3% -1.5%

Transport 0.3% 1.5% 0.0% 5.5% 0.0% 0.0% As per published CPI Analysis 

Premises - other 2.6% 4.0% 0.1% 5.5% 0.1% 0.0% Discussion with HOF & review of contracts

Premises - BR 1.0% 0.0% 0.0% 5.5% 0.1% -0.1% Review of invoice received in 2023/24

Education & Training - Non Staff 1.4% 3.2% 0.0% 5.5% 0.1% 0.0% Official National Statistics

Maintenance Contract 3.4% 5.5% 0.2% 5.5% 0.2% 0.0% Discussion with HOF & review of contracts

Outsourcing Costs 6.1% 1.8% 0.1% 5.5% 0.3% -0.2% PBR

Supplies & services Clinical 21.2% 3.0% 0.6% 5.5% 1.2% -0.5% Based on report provided by procurement

Purchase of Healthcare from NHS Services 1.9% 1.8% 0.0% 5.5% 0.1% -0.1% PBR

Consultancy 1.1% 5.7% 0.1% 5.5% 0.1% 0.0% Discussion with HOF & review of contracts

Audit fees & Other Remuneration 0.1% 0.0% 0.0% 5.5% 0.0% 0.0%

Clinical negligence 14.5% 1.8% 0.3% 5.5% 0.8% -0.5% As per letter received from NHS Resolution

Other Costs 7.2% 7.6% 0.5% 5.5% 0.4% 0.1% Weighted average inflation rate uplift

Total Non Pay (including drugs) 100.0% 6.5% 4.8% 1.7%
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The main changes to the balance sheet involve payment of 

capital creditors outstanding at the end of the 22/23 year and a 

reduction in cash balances. 

The four graphs on the left 

offer important balance 

sheet information for month 

7. The cash balance has 

decreased from £35m to 

£13m due to payments 

made to large creditors, and 

the deficit in income and 

expenditure accumulated 

over the year. Current 

assets have reduced 

because of cash used to 

settle capital creditors and 

fund the revenue deficit. The 

decrease in capital creditors 

has resulted in reduced 

liabilities. The increase in 

fixed assets is due to capital 

expenditure, offset by 

depreciation. Success with 

the high-impact financial 

change plan should help the 

Trust avoid borrowing 

throughout the year.
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7

Additionally, schemes that were started in 2022/2023 

and were expected to be funded by local capital are 

also facing inflationary and regulatory cost pressures. 

This means that only the schemes that have already 

started are expected to fully utilise the local capital 

programme. The Trust's capital finance planning group, 

which includes representatives from all divisions, has 

agreed to revise the programme for local schemes and 

has identified the schemes that should be deferred until 

additional capital funds become available.

The total capital expenditure sources for the year 2023/2024 could 

exceed £62m. This includes £18.8m plus £2.9m for the elective care 

hub that has been authorised by the ICS to be spent from depreciation 

charges and the Trust's internal cash balance. The remaining balance 

of the £63m will come from additional funds (PDC) that are made 

available through nationally approved business cases.

However, inflationary pressure on the capital programme and costing 

delays have caused changes in the original plans. The sums of money 

that were initially expected to be sufficient and spent in accordance 

with national expectations will now need to be adjusted. The Trust is 

currently in discussions regarding the timetable and distribution of 

spending between 2023/2024 and 2024/2025 for schemes such as the 

elective care hub, endoscopy at St Albans, and the community 

diagnostic centre at St Albans.
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Author(s): Toby Hyde, Chief Strategy and Collaboration Officer  
 

Purpose: 
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Executive 
Summary: 
 

This paper provides a Board update on work to refresh our five-year 
strategy. The paper contains two parts: 

• Part 1 outlines the work that has shaped the strategy refresh and 
key next steps ahead of finalising and publishing a new strategy 
for 2024/25 – 2029/30. 

• Part 2 outlines the structure of the strategy document and the 
emerging priorities which form the scope of the strategy.  

 

The board is asked to: 

1. Note the progress on work to date 
2. Agree the proposed framework setting out our three ‘whats’ and 

our three ‘hows’ 
3. Provide any comments on the emerging content outlined in Part 

2.  

 

Part 1: 

In developing the strategy, we have adopted a deliberative 

methodology, seeking input from across our workforce, our partners, 

patients, carers and community.  This has enabled us to formulate an 

overarching set of challenges, and a framework outlining our objectives 

for the next five years.  

The next steps as we finalise the strategy for April 2024 are to: 

• Continue the programme of engagement with staff, partners, 
patients and the public. 

• Align long-term strategy with our annual business planning for 
2024/25. 

• Develop metrics for strategic objectives and reporting progress. 

• Align the strategy to a refreshed values & behaviours framework.  
 

 

Trust board meeting 
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Part 2: 

The draft strategy is responding to the three strategic challenges: 

• Responding to population and patient need. Our demand and 
capacity mismatch 

• Developing our ‘single team’ in South and West Herts. Our 
fragmented system. 

• Empowering our teams to improve our services. Our culture, 
decision-making and processes 

 

The strategy describes the three strategic priorities, the ‘whats’ 

1. Providing excellent care to our patients 
2. Redevelopment of our hospitals 
3. Designing and delivering services at place 

and three ways we intend to achieve them, the ‘hows’: 

1. Empowering our workforce 
2. Clinical collaboration 
3. Data and technology 

 

The final strategy document will include the following elements: 
foreword, executive summary, context for refreshing the strategy, 
progress made against previous strategic objectives, outline of 
engagement, priority challenges, our solutions, high-level delivery plan 
for year one. The document will provide links to enabling strategies and 
frameworks (for example, Clinical Strategy, Workforce Strategy). 

 

Draft content for the 2024-2029 strategy is included in this paper. 

  

Trust strategic 
aims:  
 
(please indicate 
which of the 4 
aims is relevant 
to the subject of 
the report) 

Aim 1 
Best care 

 
Objectives 1-4 

Aim 2 
Great team 

 
Objectives 5-8 

Aim 3 
Best value 

 
Objective 9 

Aim 4 
Great place 

 
Objective 10-

12 

X X X X 
 

Links to well-led 
key lines of 
enquiry: 
 

☒Is there the leadership capacity and capability to deliver high quality, 

sustainable care? 
☒Is there a clear vision and credible strategy to deliver high quality, 

sustainable care to people, and robust plans to deliver? 
☒Is there a culture of high quality, sustainable care? 

☒Are there clear responsibilities, roles and systems of accountability to 

support good governance and management? 
☐Are there clear and effective processes for managing risks, issues 

and performance? 
☐Is appropriate and accurate information being effectively processed, 

challenged and acted on? 
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☒Are the people who use services, the public, staff and external 

partners engaged and involved to support high quality sustainable 
services? 
☒Are there robust systems and processes for learning, continuous 

improvement and innovation? 
☒How well is the trust using its resources? 

Previously 
considered by: 

 

Committee/Group Date 

  
 

Action required: 
 

The Trust Board is asked to receive this information to: 

• Note the progress on work to date 

• Agree the proposed framework setting out our three ‘whats’ and 
our three ‘hows’ 

• Provide any comments on the emerging content outlined in Part 
2.  
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Board update for 7 December 2023 

Trust strategy development  
Update to 7 December 2023 Public Board 

1. December Board update and next steps 
 

1.1 Purpose and today’s asks of the Board 
 
This paper provides a Board update on work to refresh our five-year strategy.  
 

• This introduction outlines the work that has shaped the strategy refresh and 
key next steps ahead of finalising and publishing a new strategy for 2024/25 – 
2029/30. The Board is asked to: 

o note the progress with refreshing the strategy 
o agree the next steps to finalise the strategy. 

 

• The second part of the paper then outlines the structure of the strategy 
document and the emerging priorities which form the scope of the strategy.  
The Board is asked to: 

o comment on the draft priorities and strategic objective statements 
(summarised in the following section) 

o provide feedback on the overall structure of the strategy. 
 

1.1.1 Summary of draft priorities: 
 
The below table covers 3 ‘whats’ and 3 ‘hows’, setting a clear direction for the 
organisation over the next five years.  Further detail on the process that led to these 
priorities, further detail on the associated objectives and the steps required between 
now and April to finalise the detail are described later in this paper.  
 

What we need to do 

 
Providing excellent care 

to our patients 

 
Redevelopment of  

our hospitals 
 

Designing and delivering 
services at place 

How we deliver it 

 
Empowering our 

workforce 
 

Clinical collaboration Data and technology 
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1.1.2 Five-year strategic objectives within the draft priorities: 
 

What we need to do 

Providing excellent care 
to our patients 

Redevelopment of  
our hospitals 

Designing and 
delivering services  

at place 

 
Developing a safety and 

learning culture 
 

Improving planned and 
unplanned pathways 

 
Supporting our staff 

 
Developing sustainable 

services 

 
Watford  

 
St Albans  

 
Hemel Hempstead 

 
Delivering our vision for 

place-based care 
 

Devolved decision making 
 

Shifting to a preventative, 
proactive model of care 

How we deliver it 

Empowering our workforce 

 
Refreshing our values and behaviours framework 

 
Embedding continuous improvement 

 

Clinical collaboration 

 
Refreshing our clinical strategy 

 
Working with partners to ensure sustainable and specialist services  

in our health and care system 
 

Co-designing services for our local population 
 

Data and technology 

 
Embedding and optimising our electronic patient record 

 
Expanding technology that supports self-care, remote monitoring  

and flexible access to expert clinical teams 
 

Developing our ability to understand and generate insights  
on the health needs of our population 
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1.2 Progress with refreshing our strategy 
 
In discussion with the Board in May 2023, we agreed the following parameters for 
the strategy: 
 

• To refresh the five-year Trust strategy to cover 2024-2029 - reflecting the 
views and ambitions of our community, our patients, our workforce, and our 
strategic partners; and support transformation in readiness for a new hospital. 

• To update and agree new values and behaviours to reflect how we want to 
work across  

• To develop an associated improvement methodology that will empower our 
clinical teams to deliver the strategy.  

• To develop a mechanism to show how our strategy guides decision making 
including the allocation of resources and the focus of the executive team.  

• To confirm the correct governance forums for strategy reporting, including 
appropriate and timely updates to the Board.  

 

1.3 Engagement to develop the strategy 
 
In developing the new strategy, we have adopted a deliberative methodology, to hear 
from our patients, their carers and families, our staff and our partners.  This helps set 
a strategic direction that will more effectively meet the needs of the population we 
serve, and helps create a sense of shared ownership and accountability for delivery. 
 
We have worked with, and reviewed feedback from, a wide range of internal and 
external stakeholders to get to the emerging priorities in this paper. We will continue 
this programme of engagement as we finalise the strategy for April 2024. 
 
The sections below summarise engagement activities with staff, system partners, 
and patient and public representatives. Where possible we have looked to review 
existing sources of feedback, particularly from patients and the public, to identify key 
themes that acute trusts need to be addressing. This ensures we are considering 
views from the widest possible audiences and avoiding repeating requests for people 
to comment where there is already good data available.  
 
The direct engagement activities and wider analysis of feedback, across internal and 
external audiences, have actively shaped the focus of the strategy and associated 
work, including:  
 

• Clarifying the three key challenges.  

• Defining the six “what and how” priorities.   

• The need to align the refresh of values and behaviours with the strategy work.  

• The need to embed an improvement methodology across the trust.  

• The need to clarify governance with a new accountability framework.  
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1.4 Next steps to finalise the strategy 
 
The table below shows the timeline for completing engagement, finalising the 
strategy and planning for launch.  
 

 
 

1.4.1 Further engagement with our patients, staff and partners  
 
We will update a summary of the emerging priorities after comment from the Board and use 
this from December to February for further engagement with stakeholders to refine our 
thinking. 
 
For staff we will: 

• Use the December all staff online briefing to provide an update and collect further 
thoughts.  

• Run a series of drop-in sessions hosted by the strategy team with dates across all 
three sites. 

• Provide a briefing document to the 200+ members of our Leadership Forum with a 
request to discuss in team meetings and return a summary of feedback. 

• Run a simple online survey for anyone unable to attend a session in person. 
 
For partners we will: 

• Continue to share and seek feedback on our emerging strategy with partners across 
the Hertfordshire and West Essex Integrated Care Board (HWE ICB), seeking 
opportunities to align our approach across the health and care system.  

• Establish the work programmes required to deliver on our strategy, in particular the 
objectives requiring cross-system coordination and oversight.  

 
For patients and the public we will: 

• Carry out a further review with our patient experience team and Healthwatch to 
consider gaps in insights from specific groups or on specific services  

• Carry out targeted engagement sessions with groups representing any gaps 
identified above. 

• Run a simple online survey through to the end of January, to explain the emerging 
priorities and seek feedback. 
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1.5 Finalising our approach to implementation  
 

1.5.1 Aligning long-term strategy and annual business planning  
 
The NHS annual business planning process sets the priorities for the coming year, 
plans to address them, and the resources and support required to deliver them. 
National guidance is issued each year by NHS England in quarter four and then 
coordinated locally by Hertfordshire and West Essex Integrated Care Board. Within 
the Trust, our local business planning is developed at divisional level, in collaboration 
with other divisions and corporate directorates. It is then aggregated into a Trust-
wide plan.  
 
The implementation of the refreshed strategy will be embedded within our business 
planning process, operating as part of a streamlined reporting and tracking 
methodology for teams across the organisation. This will minimise duplicate 
reporting and help us to simplify the ask of teams across the organisation.  
 
The business plan for 2024/25 will act as the year one delivery programme for the 
refreshed Trust strategy from April 2024, specifying the actions, key metrics and 
deliverables needed in-order to achieve our objectives. These actions, metrics and 
deliverables will then be refreshed on an annual basis, reflecting progress to date, 
shifts in the national and local strategic context and the resources we have available 
to support delivery.  
 

1.5.2 Developing metrics for strategic objectives and reporting progress to 
Board 

 
The strategic objectives will guide our decision making over the coming years, 
including the allocation of resources and the focus of the executive team.  Some of 
the objectives will be possible to deliver by actions taken within the Trust. Others will 
only be deliverable in collaboration with partners across the system. 
 
We will develop and agree a set of measures for all strategic objectives that will be 
published alongside the main strategy, providing an organisation-wide view on 
progress against key priorities and informing corrective actions where required.  
 
It is envisaged that in year one, overall accountability and the associated reporting 
for strategic objectives will be aligned to existing board committee structures, who 
will have responsibility for ensuring that they are achieved and that risks to their 
delivery are appropriately managed and mitigated.   
 
In addition to normal reporting from committees, the Trust Board will receive a bi-
monthly report setting out progress against success measures for each objective and 
will receive the board assurance framework monthly. 
 
 
 
 

23 

Trust Board Meeting in Public 7 December 2023-07/12/23 345 of 466 



Tab 23 Item 23 TB Public 7 Dec 2023 Strategy update 

Board update for 7 December 2023 

1.6 Aligning new values 
In line with the refresh of our organisational strategy, we have agreed to refresh our 
organisational values and behaviour framework.   
 
The staff engagement work on the values refresh has sought input from a diverse 
array of our staff, ensuring representation across various groups, bands, and 
backgrounds. Getting our values right will: 
 

• Ensure staff feel supported and have a more inclusive workplace. 

• Support innovation by enabling and empowering colleagues, irrelevant of 
banding or staff group, to work together and share ideas. 

• Be fundamental to many aspects of the wellbeing and Equality, Diversity and 
Inclusion agenda by encouraging psychologically safe working environments. 

 
The values refresh work was launched at the senior leadership forum on 16 August 
2023, and then rolled out across the Trust through a wide range of face to face and 
online activities. To capture staff views, the People and OD team: 
 

• Visited all sites and completed walkarounds and night visits. 

• Attended team meetings, in person and online. 

• Facilitated focus groups to gain more qualitative and in-depth insights. 

• Encouraged managers to have conversations in team meetings. 

• Recruited 20 champions from across the Trust to support the conversations, 
brainstorm ideas and evaluate the feedback. 

 
As of November 2023, over 700 people have taken part, equating to over 3,000 
contributions. Themes from the discussions include teamwork, commitment, 
diversity, care, respect and compassion.   
 
People have also told us they want to see improvements in working culture, 
including: 

• A desire to be valued as individuals. 

• A keen focus on enabling inclusion and diversity.  

• Fairness is of key importance. 

• A need to focus on the way we treat each other at work. 
 
Underpinning many of the responses from colleagues across the organisation is a 
central theme of civility and respect, and a desire to look at how we ensure we are 
developing a positive and inclusive culture that can recognise and draw on the 
diverse range of talents we have across the organisation.  
 
The work is on-going and the objective is to finalise a new set of values and 
associated behaviours to incorporate into the 2024-29 strategy and launch across 
the Trust in April 2024. 
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1.7 Content summary for final strategy 
The following sections of this paper provide draft content for core sections of the 
strategy, for the Board to review and comment on. Wording is drafted to be the 
correct tense for reading after publication in April 2024. 
 
The overall structure of the final document will be: 
 
The final 2024-2029 strategy will include the standard elements of a foreword, 
executive summary, and a brief about us section (to be drafted once core content 
is agreed).  
 
A brief section will set the context for refreshing the strategy and highlight 
progress made against previous strategic objectives (section 2 in this document). 
 
An outline of engagement with different stakeholders will show how the strategy 
and its core priorities were developed (section 3 in this document). 
 
The core content of the document will set out the priority challenges facing the 
Trust and our solutions for meeting those challenge over the next five years 
(sections 4-6 in this document). 
 
A high-level delivery plan for year one (2024/25) will be included in the main 
document, linking to a separate five-year delivery plan and measurement framework 
published alongside the strategy (under development, not included in this 
document). 
 
At the end of the strategy, we will list enabling strategies/frameworks that address 
the detail of individual priorities. For example, Clinical Strategy, Governance 
Framework, Workforce Strategy. The list will include single paragraph summaries of 
each item with links, where documents already exist, or dates for when they will be 
developed (under development, not included in this document). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The following sections are draft content for the final strategy document. Wording 
and/or the inclusion of specific content may change before approval and publication 
of the final strategy in April 2024. 
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2. Context and recent progress  
 

2.1 Reflecting significant changes  
 
We developed our previous five-year strategy in 2019. We needed to refresh that 
strategy early due to significant changes in the environment in which the Trust 
operates. This new strategy responds to: 
 

• The impact of the pandemic on our local population, staff, and services. 
Including opportunities to capitalise on the rapid uptake of digital technologies 
through the pandemic to expand how we use technology to support patients.  
 

• Changes in the NHS operating model, including the creation of integrated 
care systems and health and care partnerships; requiring acute trusts to work 
in greater partnership with others to focus on population health as well as 
treating individual patients. 
 

• The Government announcement of full funding for a new hospital in Watford; 
and progress on wider redevelopment programmes across St Albans and 
Hemel Hempstead.  

 

2.2 Progress against strategic objectives 
 
Despite the shifting context, we made strong progress on many of the objectives in 
our 2020-2025 strategy. Key achievements included: 
 
Approving a clinical model in May 2022 outlining how emergency and specialist 
services, planned care, diagnostics, outpatients, and urgent care will be delivered 
across Watford, St Albans and Hemel Hempstead. Progress in 2023 included: 
 

• Securing the Government’s commitment to funding a new hospital in Watford. 

• Progressing proposals for an Elective Care Hub at St Albans; in partnership 
with other acute hospitals in Hertfordshire. 

• Exploring options in Hemel Hempstead, working across NHS and council 
services to deliver improved services and regenerate the town centre. 
 

Service improvements within the Trust and in partnership with other NHS 
providers, including:  
 

• Introduced robotic surgery in 2022, with two robots and rapid adoption 
compared to other hospitals across Europe.   

• Developed a virtual ward respiratory service in 2020 and extended to frailty, 
heart failure and surgical recovery by 2023, with further expansion planned. 

• Expanded Advice and Guidance services for our partners in primary care to 
reduce unnecessary admissions and outpatient appointments. 

• Improved patient flow in 2023, reducing the need to implement surge plans, 
and so improving patient care and staff wellbeing.  
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• Improved theatre utilisation and productivity to support reducing elective care 
waiting times and improve efficiency. 
 

Investment in our workforce and our learning and development offer, including: 
 

• Achieved Teaching Hospital status in 2022; recognising our excellence in 
teaching, practice, education, and research; and paving the way for greater 
collaboration with higher education to aim for University Hospital status. 

• Reduced vacancies across medical, nursing and support roles, developed a 
work experience pilot, and enhanced volunteering opportunities. 

• Introduced a new leadership development programme and wider career 
development initiatives. 

• Reviewed learning and development structures and improved induction 
processes. 

• Improved support for staff wellbeing including new staff networks, a new 
flexible working policy, and greater focus on Equality, Diversity and Inclusion. 
 

Investment in technology to improve access, quality and safety, including:  
 

• Introduced an Electronic Patient Record in 2021. 

• Launched a patient portal in 2023 to help patients manage their planned care 
and outpatient appointments. 

• Launched online patient notes for maternity services in 2023. 

• Upgrades of all computers to improve performance and information security.  
 
Greater collaboration with patients to drive service improvement, including: 
 

• Established a sensory experience group in 2021 to better understand the 
needs of patients with sight and hearing impairments. 

• Continued work to expand the diversity of our patient panel membership. 

• Launched a Caring for Carers service in 2022 to identify, support and involve 
carers of patients in hospital, and involve carers at the earliest point with 
discharge planning and identifying further support in the community. 

• Expanded the use of patient surveys and focus groups to gather feedback. 

• Established a consistent approach in 2023 for patient stories being presented 
at every Board meeting. 

 
Progressing our Green Plan as we work towards our net zero commitments: 
 

• Stopped using Desflurane, an environmentally harmful anaesthetic gas. 

• Comprehensive LED lighting upgrades across our three sites with an annual 
energy saving anticipated to be more than 4 GWh. 

• An air-quality monitoring project at Watford General Hospital to identify and 
address suppliers that are leaving delivery vehicles idling. 

• Green Kitchen Standard now being operated by catering services. 

• Reusable coffee cup scheme has been introduced with our restaurants and 
single-use plastic cutlery removed. 
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3. Building our strategy on engagement and insight 
 

3.1 Understanding a changing population 
 

Our Public Health partners at Hertfordshire County Council have provided population 
forecast data to inform our five-year strategic priorities.  
 
Our catchment population is broadly coterminous with Dacorum, Hertsmere,  
St Albans, Three Rivers, and Watford district boundaries; a total population of 
607,000. 
 

• The population is slightly younger than the average for the Hertfordshire and 
West Essex Integrated Care System.  

 

• The population is primarily of White ethnicity, however, it is more diverse than 
other areas of the ICS and has become more so over the past decade.  
 

• As with the rest of Hertfordshire, deprivation levels are low. However, there 
are significant inequalities in the wider determinants of health and in health 
outcomes within certain population groups. 
 

• Women in the most deprived areas of South and West Hertfordshire live 5.25 
years fewer compared to the least deprived quintile while the same value for 
men is 6.95 years. These differences are primarily caused by deaths from 
cancer and circulatory diseases.  

 
Over the next 5-10 years the total population is not expected to grow significantly, 
but there will be a significant shift to a higher proportion of people aged over 60, as 
shown in the graph below. 
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The population will also become more ethnically diverse and increasingly digitally 
enabled. The proportion of the population living in deprivation is expected to grow, 
although predicting future levels of deprivation is recognised as being difficult.  
 
We know that older people have higher healthcare needs and that people from 
ethnic minority backgrounds and deprived areas tend to have a higher prevalence of 
health conditions and poorer access to healthcare. 
 
The use of A&E services is higher in more deprived populations and this group also 
have higher numbers of outpatient appointments, and a lower proportion of these 
appointments are for diagnostics. Poorer access to diagnostic services may also 
mean higher levels of undiagnosed conditions. 
 

3.2 Understanding the views of patients and the public  
 
We have extensive feedback from patients and the public through the data we collect 
as a trust and from Healthwatch and other groups representing patients and the 
public. We have used these insights to shape this strategy.  
 
Trust level data includes:  
 

• Friends and family test feedback  

• Inpatient survey feedback  

• Service specific patient experience surveys  

• Feedback from our carers partnership group  
 
Healthwatch collated data includes:  
 

• Inequalities in NHS access and wider health inequalities experiences by 
Black, Asian and minority ethnic groups.  

• Cost of living crisis and the impact of physical and mental health.  

• How mental health affects how people engage with physical health services.  

• Primary care directed research with similarities to secondary care services 
including; experience of people with autism and learning disabilities, carers, 
and parents of young children.  

• Case studies from people who feel digitally excluded.  
 

Priority themes identified include:   
 

• Communications between patients and staff – providing sufficient information, 
considering cultural sensitivity, courtesy and respect.  

• Waiting times – being clear on potential waits to help patients and carers 
manage their expectations. 

• Inpatient experience – the ward environment, noise at night and catering. 

• Discharge processes – sometimes rushed and sometimes too slow, involving 
carers and wider family, linking with community services/GPs. 

• Staffing levels perceived as too low – insufficient nursing support, skills and 
capabilities of different roles. 

23 

Trust Board Meeting in Public 7 December 2023-07/12/23 351 of 466 



Tab 23 Item 23 TB Public 7 Dec 2023 Strategy update 

Draft content for 2024-2029 strategy 

Draft content for 2024-2029 strategy 

• Transport / access to sites – location of services and parking availability 
including drop-off and disabled spaces. 

• Digital access / use of shared care records – positivity on modernisation and 
use of technology, alongside caution on not excluding those without digital 
access and security of personal information. 

  

3.3 Understanding the views of our staff  
  
Engagement with staff on the strategy refresh began with extensive engagement 
between January and May 2023. Over 500 people engaged in drop-in and online 
sessions and over 100 people responded to a survey.    
 
A second phase of internal engagement during the summer/autumn of 2023 included 
divisional diagnostic sessions to understand the key challenges that our teams face. 
We worked with clinical divisions to help identify and understand the core problems 
that our refreshed strategy needs to address. These sessions started from an 
overarching question of 'how do we provide the best possible care (quality, safety, 
access) to the population that we serve, with the resources we have in our system 
(people, money, buildings, technology)?’.  
 
The discussions with individual divisions were collated to identify common themes, 
and then a cross-divisional meeting took place with input from executives and 
representatives from the corporate functions.  
 
In August 2023 we established a Strategy Advisory Group with representatives 
recruited from departments across the trust. SAG members have been involved in:  

• Reviewing feedback from divisional diagnostic meetings with senior leaders to 
sense check for consistency with wider staff experiences.  

• Building awareness of the work on the strategy and seeking feedback from 
their teams around the emerging themes. 

• Connecting the Strategy Team with their networks to engage as part of the 
broader engagement approach. 

 

3.4 Understanding the views of system partners  
 

The maturing approach to system working, with moves to greater delegation of 
responsibilities and creation of accountable business organisations, places additional 
emphasis on the need to align our strategy and approach with our partners across 
the health and care system.  In developing this strategy, we met with a wide range of 
partners across Hertfordshire and West Essex to share our emerging ideas, discuss 
priorities and seek feedback.  A full list of contributors will be provided alongside the 
final strategy document.   
 
All three of the core priorities in this strategy reflect challenges we must address in 
partnership. They rely on joint working for strategic decision making, on issues like 
our redevelopment programme, and operational delivery, on issues like patient flow 
and developing more community-based services.   
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3.5 Defining our priority challenges and strategic solutions.  
 
The engagement summarised above has been refined into an articulation of three 
strategic challenges we face and a set of six priorities addressing what we need 
to do, and how we will respond. These are set out in more detail in the following 
sections. 
 

4. Our challenges 
 

• Challenge One   
Responding to population and patient need.  
Our demand and capacity mismatch. 
 

• Challenge Two:  
Developing our ‘single team’ in South and West Herts.  
Our fragmented system. 
 

• Challenge Three:  
Empowering our teams to improve our services.  
Our culture, decision-making and processes.  
 
 

4.1 Challenge One:  Responding to population and patient need:  
Our demand and capacity mismatch 

  

As described in Section 3 of this paper, underlying shifts in patterns of morbidity 
across South and West Hertfordshire, exacerbated by the pandemic, and trends in 
patient expectations are leading to increasing levels of demand for acute services, 
and broader health and care services.  
 
The population we serve will see a significant shift to older age groups in the next 
five to ten years. Together with increased diversity and potentially increased 
deprivation. All these demographic factors will increase demand on health services.  
 
This increasing demand, in terms of volume and complexity, means we are 
frequently operating well above our planned capacity. This has resulted in the regular 
use of surge responses, traditionally only needed during ‘winter pressures’; and an 
increasing number of patients waiting for planned treatment.   
 
The current condition of our estate exacerbates these issues, in terms of our ability 
to provide effective healthcare, but also driving inefficiencies in how staff use their 
time and expertise. This can make it more difficult to care effectively for our patients 
and contributes to a poor working environment for our staff. 
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4.2 Challenge Two: Developing our ‘single team’ in South and West Herts: 
Our fragmented system 

  

The issues around demand and capacity are exacerbated by the way that the local 
NHS is organised as singular organisations, which results in services that are not as 
seamless or consistent as they could be.   
 
This disproportionally impacts those people who have more complex needs, for 
example people living with frailty, or those people with a mix of mental, physical and 
social challenges. For example, we know that on a regular basis 35% of our beds 
are occupied by patients in the last year of life, whilst the evidence shows that 
advanced care planning, early support, and multidisciplinary teams based around 
primary care can help to reduce unplanned and often lengthy stays in hospital.   
 
We have been making progress in addressing these issues with the establishment of 
our Health and Care Partnership, alongside the changes to the Integrated Care 
Board operating model in Hertfordshire and West Essex; which provides an 
important opportunity for us to work differently with partners to support the most 
vulnerable people in our community.  
 

4.3 Challenge Three: Empowering our teams to improve our services:  
Our culture, decision-making and processes 

  

Culture in the NHS must consider many aspects. 
 

• To deliver high quality care every day, we must embed a culture of safety; 
promoting speaking up, learning from mistakes, and taking action to address 
concerns and adopt best practice.  

 

• To meet changing needs and expectations, we must embed a culture of 
learning and continuous improvement; and one that proactively involves 
patients, carers, partners and colleagues to make things better.  

 

• To attract and retain the best staff, we must embed a culture of respect and 
fairness; valuing diversity, supporting wellbeing and personal development.  

 

• To drive greater integration across health and care, we must embed a culture 
of collaboration; breaking down barriers and reaching beyond boundaries.  

 
We have many examples of individuals and teams already working in these ways. 
But we also see feedback from our staff, patients and carers, and partners that 
shows more needs to be done to make this the norm for everyone, everyday. 
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5. Our priorities (Dec 2023 working draft) 
 

To address our core challenges, we have identified the following priorities, covering 
both ‘what’ we do as an organisation over the next five years, and ‘how’ we deliver 
that ambition for the benefit of our local population and patients.   
 

What we need to do 

Providing excellent care 
to our patients 

Redevelopment of  
our hospitals 

Designing and delivering 
services at place 

How we deliver it 

Empowering our 
workforce 

Clinical collaboration Data and technology 

 

5.1 Providing excellent care to our patients  
 

 
Strategic objectives: 
 

1. We will continue to develop a safety and learning culture where staff are 
empowered to share their concerns and expect the organisation to respond. 
This will be informed through effective ways for the people that use our 
services to feed back and we, as an organisation, will foster an environment 
that values, listens and responds to the views of patients and staff. 
 

2. We will support our staff to excel in their role, demonstrating the Trust 
values and developing their skills to provide excellent care.  

 
3. We will drive up our performance and access through a focus on 

improving our urgent and emergency pathways, and elective productivity. 
This will help us to ensure we are providing safe, high quality, equitable, 
and accessible care to our patients. 

 
4. We will develop sustainable services across the organisation, financially, 

clinically and environmentally, through improving our overall productivity, 
reducing waste and continuing to progress with implementation of our green 
plan.  

 
 

5.1.1 Developing a safety and learning culture 
 
The quality and safety of the care we provide is determined by the values and 
behaviours we bring to work. From the ward to the Board, we must ensure a safety 
culture and a learning culture is engrained in everything we do and every decision 
we make.  
 
To achieve this, we must commit to: 
 

• Deliver brilliant basics in what we do today and ask how we could do it even 
better tomorrow. Applying this to both patient care and supporting colleagues. 
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• Embed the core principles of speaking up, listening up and following up; 
creating a culture where all staff feel psychologically safe to speak up, and 
see that their bravery in voicing concerns leads to action that drives 
improvement without blame. 

 

• Embed diversity and inclusion; working as one team, supporting our 
colleagues, and caring for patients as individuals. Ensuring that people's 
preferences, needs, and values guide our decisions, and providing care that is 
respectful of and responsive to them. 

 

• Build a culture where working behaviours are kind, compassionate and 
respectful; where effort is recognised and development needs are supported. 

 
We have many examples of excellence, but like the rest of the NHS, we also have 
examples of poor cultures and poor behaviours. As a Trust we must acknowledge 
that and focus on making improvements.  
 

5.1.1.1 Using patient and carer experience to drive improvement 
 
Understanding and responding to the experiences of patients and carers is vital to 
delivering safe care and improving over time. Our ambition for the next five years is 
to embed the use of patient and carer experience in how we assess services and 
shape improvements. 
  
To achieve this, we will: 
 

• Build a culture where all services proactively and routinely collect feedback - 
using patient experience insights as part of quality and safety improvement. 

• Explore new channels to gather feedback, ensuring all services and patients 
from all backgrounds have options that work for them. 

• Develop a central dashboard for patient feedback available to all teams - 
providing clarity on patient priorities and an insight bank to support 
improvement projects.  

• Develop our feedback loops to clearly show how patient experience has 
shaped improvements. 

• Review the new national NHS patient experience framework when it's 
published, and use it to develop a West Herts framework and strategy for 
improving patient experience.   

 

5.1.1.2 Patient Safety Incident Response Framework 
 
We will embrace the new Patient Safety Incident Response Framework, introduced 
in 2023; rolling out training on the new approach to investigating incidents and using 
it to learn from both individual incidents and identify trends to prevent avoidable 
harm. 
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5.1.1.3 Care Quality Commission ratings 
 
The CQC has altered its approach to inspection, with the ability for a Trust’s rating to 
change outside of the traditional ‘full inspection’ process. We have made significant 
improvements since our “requires improvement” rating in June 2020. We will work 
with the CQC, NHS England and our Integrated Care Board to evidence those 
improvements, and lift the Trust to a higher rating.  
 
A safety and learning culture relies on wider values and behaviours of how we work 
with patients, carers, partners and colleagues. How we deliver this is reflected 
through our three ‘how’ priorities of empowering our workforce, clinical collaboration, 
and using data and technology to improve. 
 

5.1.2 Improving urgent and emergency pathways, and elective productivity 
 

By 2030, annual visits to our emergency department will be up 2,000 compared to 
the 148,000 visits in 2023. By 2035 they will be up 1,500. Demand for non-elective 
and elective inpatient admissions will also increase as the population grows and 
ages. Nearly 1,000 extra non-elective admissions per year are forecast in 2030. We 
are building extra capacity with our new hospital, but we must also change how we 
work to ensure efficiency in planned and unplanned care across our services.  
 
Patient flow is the movement of patients from attendance and admission through the 
emergency department to a safe discharge. Information and equipment must also 
flow smoothly to support patients. Poor patient flow impacts on increases in elective 
waiting lists, overcrowded hospitals and staff burnout.  
 
In recent years we have seen higher levels of activity, traditionally associated with 
winter, become the norm throughout the year. This has meant sustained pressure on 
services which has a negative impact on patient care and staff wellbeing.  
We have made good progress, with new approaches in 2023 helping to shift our 
response from a surge methodology to a flow methodology. Improvements have 
been supported by: 
 

• Introducing “call before you convey”, helping Ambulance Trust colleagues 
identify alternative options to the emergency department, that better meet 
patients needs.   

• Expansion of Same Day Emergency Care pathways and the use of 
assessment areas for frailty and other conditions where short-term monitoring 
is needed.  

• Expansion of virtual hospital services to reduce admissions and shorten 
length of stay. 

• Improved access to timely diagnostics, and medical, gynaecological, and 
surgical specialist opinion for patients waiting in the emergency department. 

• Increasing availability of urgent specialist outpatient appointments for the 
emergency department to refer to, avoiding unnecessary admissions. 

• Developing arrangements to safely discharge more patients over the weekend 
through enhanced reviews by a senior, multi-disciplinary clinical team.  

• Strengthening our clinical workforce and pathways in both adults and 
children’s emergency departments to support increasing levels of demand.  
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We will build on this progress, working alongside our local system partners, to: 
 

• Fully embed our command centre methodology, providing real-time data to 
teams across the organisation and local system to better plan for, and 
respond to, fluctuations in demand. 

• Continue to strengthen partnership working to reduce unnecessary 
attendances to A&E, including working as part of our Health and Care 
Partnership to: 

o Simplify and streamline access to community-based alternatives.  
o Strengthen working with primary care to provide same day access to 

non-acute care and support.  
o Developing our anticipatory care model to reduce admissions by 

managing long-term conditions with a multi-disciplinary team to 
proactively detect deteriorating patients and provide additional support 
before further deterioration occurs. 

 
Improving our urgent and emergency care pathways will help to ensure we conserve 
capacity in our services dedicated to providing elective care to the large number of 
patients waiting for planned treatment.  However, there is much more we can and 
are doing in addition to ensure our teams are able to maximise their productivity in 
diagnosing and treating patients on our waiting list.  This includes: 
 

• Maximising the number of patients we can treat through our surgical pathways 
– specifically seeking to increase our use of theatres through improved 
scheduling and capitalising on new technologies such as robotic surgery. 

• Reducing length of stay for elective care, including through the recently 
introduced surgical virtual ward and increasing our same-day discharges for 
orthopaedics linked to the elective care hub development. 

• Increasing the use of our patient portal to give our patients timely, convenient 
access to information on their health conditions and care plans. 

• Improving the user experience of our outpatient services including greater use 
of virtual appointments where appropriate.  
 

 

5.1.3 Supporting our staff 
 

To deliver the wider ambitions of this strategy, we must attract, develop and retain a 
talented workforce that is supported to innovate within a culture that is inclusive and 
committed to the wellbeing of all staff, leading to the highest standards of care. 
 
We are focussed on continuing to create and develop a sustainable and highly 
skilled workforce to support new and emerging service delivery models. 
 
To achieve this, we will: 
 

• Launch our new values and supporting behavioural framework and further 
enhance our wellbeing offer with an emphasis on psychological safety.   

 

23 

358 of 466 Trust Board Meeting in Public 7 December 2023-07/12/23 



Tab 23 Item 23 TB Public 7 Dec 2023 Strategy update 

Draft content for 2024-2029 strategy 

Draft content for 2024-2029 strategy 

• Strengthen our approach to staff engagement with more visibility, 
transparency and more innovative and accessible ways to share information 
and receive feedback.   

  

• Improve our recruitment offer and develop our role as a local employer of 
choice, including by creating opportunities for all our staff. 
 

• Measure our impact through demonstrable improvements in our staff survey 
engagement scores and improvements in flexible working opportunities linked 
with staff engagement and retention.  

 

• Implement a digital development passport that can be utilised across the 
system to support broader staff development and transitional training plans. 
Joint roles will be developed with universities and colleges that support 
partnerships and maximise the opportunities to make long-term plans through 
collaborative strategies to develop the current and future workforce.   
 

• Maximise opportunities of the associate programme and local recruitment 
opportunities, with improved utilisation of the apprenticeship levy aligned to 
staff recruitment and development hotspots. 
 

• Work collaboratively with system partners to develop skills and plan for future 
needs with innovative recruitment and development plans that allow staff to 
rotate and learn across organisational boundaries.   

 

• Extend new roles across traditional professional boundaries, ensuring that 
staff are skilled and supported within this.   
 

• Work with University of Hertfordshire, West Herts College and other 
prominent partners in education, and system partners, on how we attract local 
residents into training and roles in health and care services.  

 

• Implement a clinical trials unit to enhance our research capacity, with 
protected time dedicated for research activities.  

 
Success will be demonstrated through further improvements in vacancy rates, 
particularly in hard to recruit areas, and continued improvements in retention rates 
and staff survey feedback on related areas. We will also: 
 

• Implement a suite of Equality, Diversity and Inclusion indicators that can 
demonstrate greater diversity at all levels and opportunities to access 
development to support progression. 

 

• Introduce indicators that measure staff progression following development 
interventions, using the appraisals process alongside 360-degree appraisal 
mechanisms, to measure equity of opportunities that support staff 
development and address areas of variation. 
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5.1.4 Developing sustainable services 
 

5.1.4.1 Financial sustainability 
 
We must always balance financial sustainability with delivering on patient safety, 
quality of care, and waiting times. The Trust has a good track record of consistently 
delivering efficiency improvements since 2020, for example delivering £x [to insert at 
end of year] through our efficiency programme in 2023/24.   
 
We must build on this as we face an extremely challenging medium-term financial 
outlook for the NHS, both nationally and locally. We need to deliver on cost saving 
targets being set nationally and play our part in achieving the medium-term financial 
plans for the Hertfordshire and West Essex system.  
 
For the five years of this strategy, we need to re-look at how we maximise the value 
of our finite resources and deliver multi-year efficiencies across all parts of the 
organisation. We will deliver this by:  
 

• Strengthening our business planning process and ensuring teams have the 
necessary skills and information to manage financial aspects of service 
delivery alongside clinical safety and quality. 
 

• Improved use of data, implementing new models of care, and adopting new 
approaches to add value and efficiency. 
 

• Making use of spare capacity and relevant expertise to save costs to the 
system by delivering tertiary referred care at West Herts. 
 

• Making better use of the Patient Level Information and Costing System 
(PLICS) to improve the value of the work we do. 
 

• Increasing our repatriation strategy, which will enable more patients to be 
treated locally, thus improving patient experience and safety alongside 
reducing costs.  
 

5.1.4.2 Environmental sustainability 
 
The Trust is committed to improving environmental sustainability and will continuing 
to push ahead with the nine key themes of our green plan and strive to meet our 
decarbonisation commitments of achieving net zero by 2040 for the emissions we 
control and by 2045 by those associated with our wider supply chain.  
 
To achieve this, we will: 
  

• Utilise our influence as an anchor-institution to demonstrate best practice to 
our communities and partners. 

• Undertake Heat Decarbonisation Planning for all our buildings. 

• Incorporate sustainable practices into our soft facilities management contract. 
This will also apply to other cross-sector partnership contracts in the future. 
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• Embed sustainability and net zero commitments into our redevelopment 
plans. 

• Ensure a minimum 10% weighting to social-value/net-zero in all tenders from 
April 2024. 

• Ratify and deliver our Green Travel Plan, including decarbonisation of our 
fleet. 

• Decommission piped nitrous-oxide infrastructure; this will significantly help 
reduce wastage that nationally, is at ~90% of consumption. 

• Ensure optimisation of patient medication management and thus minimise 
wastage. 

• Provide and promoting green and healthy meal choices within our hospitals. 

• Acknowledge the importance of green space and understanding how to 
satisfy our ‘biodiversity-duty’. 

• Challenge and re-evaluate habitual practices that are considered wasteful, 
such as the over-use of non-sterile nitrile gloves. 

 
5.2 Redevelopment of our hospitals 
 

We confirmed our future clinical model in May 2022 and are progressing the 
programme through three distinct streams, with major investment across: 
 

• Watford General Hospital will be a new state of the art facility, acting as a 
catalyst for the redesign of services across our local health and care system.  

 

• St Albans City Hospital will be the focus for our planned surgery and 
diagnostics. This will improve patient experience through better access and 
reduce elective waiting lists and cancellations.  

 

• Hemel Hempstead services will become a focal point for chronic and 
complex care, working alongside partners in other NHS and social care 
services as an example of the benefits the maturing Health and Care 
Partnership (HCP) offers. 

 

As we modernise our buildings, we will also change how we work. The pandemic 
accelerated moves to provide more services in patients homes; and our ambition is 
to continue this transformation.  
 
Offering more care for patients in the comfort and convenience of their own homes 
has many benefits, from aiding recovery and reducing infection risks through to 
helping the NHS maximise its capacity and have sufficient beds available for those 
who need the levels of care that can only be provided in a hospital.  
 
We have shown through our virtual hospital services, that the concept of remote 
monitoring and supporting people in their own home is good for patients and for the 
NHS. Equally, the ability to offer video or telephone appointments for appropriate out-
patient appointments is expanding the concept of “hospital at home”.  
 
These new ways of working are a critical part of planning the capacity of the new 
hospital in Watford and the improvements in St Alban’s and Hemel Hempstead.   
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Watford General Hospital 
Following the Government’s funding announcement in May 2023, we are 
updating our draft Outline Business Case to reflect the emerging requirements 
of the national New Hospitals Programme. Our ambition is to begin the main 
construction work in 2025 with the aim of opening the hospital in 2030.  
 
There will be many milestones on the journey to opening the doors of a new 
hospital. These will cut across the construction of the hospital itself and wider 
topics addressed in this strategy about improving services, culture and 
collaboration. 

 
St Alban’s City Hospital 
There are three major elements to redevelopment of St Alban’s City Hospital: 

• Elective Care Hub 

• Community Diagnostic Centre 

• Endoscopy 
 
Collectively, these three projects will deliver our agreed strategy to develop 
St Alban’s as our planned surgical and diagnostic hub. Each project will 
progress through design and build stages at different timescales. From 
indicative plans in quarter four of 2023/24 our ambition is to complete all three 
elements by quarter two of 2025/26. 

 
Hemel Hempstead Hospital 
 
The Trust is committed to providing services in Hemel Hempstead, and to 
working with Dacorum Borough Council and other partners to find the best 
long-term solution. A feasibility study for the creation of health facility in the 
town centre is being led by the council.  

 
All three of our redevelopment streams will be active projects throughout the period 
of this strategy. The complexity of the programmes and dependencies on national 
and local policy decisions will influence our delivery plans. Up-to-date information on 
progress will be provided on our website. 
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5.3 Designing and delivering services at place  

 

 
Strategic objectives: 
 

1. We will build on the success of our Health and Care Partnership in South 
and West Hertfordshire, working with our partner organisations and local 
communities, to deliver our vision for place-based care. 
 

2. We will work with the Hertfordshire and West Essex NHS Integrated Care 
Board to devolve decision-making and associated resources to our Health 
and Care Partnership, increasingly working through our localities and 
empowering front-line teams to work across organisational boundaries in 
service of their local communities.  
 

3. We will seek to capitalise on a more joined-up and population-based 
approach to increasingly shift to a more preventative and proactive model of 
care and reduce health inequalities, improving health outcomes for local 
residents and reducing over time the need for reactive hospital services.  

 

 

5.3.1 Delivering the vision for place-based care  
 

The Health and Care Partnership is chaired by the Trust’s Chief Executive and has 
continued to evolve, building on successful collaborations with our partners such as 
the Integrated Discharge Teams and the Virtual Hospital.  Specifically, it has 
expanded the HCP board to include General Practice and District Council partners, 
recognising their essential role in supporting population-based health and care 
services and addressing the wider determinants of health.  
 
We have agreed an ambitious vision to become ‘a single team, responsible for 
planning, improving and delivering population-based health and care services for the 
population of South and West Hertfordshire’  
 
We are finalising a shared development plan for the next two years that will enable 
us to bring that vision to life, starting from 1 April 2024.   
 

5.3.2 Devolved decision-making 
 

The Hertfordshire and West Essex ICB has agreed that HCPs will be more effective 
in identifying opportunities, solving problems and improving health outcomes for our 
residents than single organisations working alone. 
 
As a result, the ICB operating model is changing to break down barriers between 
commissioners and providers, working together in new ways to share responsibility 
for improving services and outcomes. 
 
This will enable our system to deliver sustainable and faster change on an agreed 
number of transformation priorities and issues – HCPs will make this possible by 
working both on the implementation of Hertfordshire and West Essex wide models of 
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care and pathways, and through designing local interventions most suitable for the 
population they cover, or for the needs of a single community or locality. 
 
From 1 April 2024 our four HCPs will have the opportunity to take on new 
accountabilities delegated to them from the ICB Board. This includes: 
 

• Financial sustainability and balancing the budget delegated to them 

• Performance improvement between partners within the HCP 

• Oversight of quality and safety standards between partners within the HCP 

• Transformation and improvement of services between partners 
 
West Herts NHS Teaching Hospitals NHS Trust will help to convene the Health and 
Care Partnership, working closely with our colleagues in the ICB’s place-based team 
and the wider partnership to put in place the relationships, systems and governance 
required to fulfil our shared ambitions for health and care services for our local 
population.  
 

5.3.3 Shifting to a preventative, proactive model of care  
 

As described in section 3 of this paper, we know that we will see a shift locally over 
the next 5-10 years to an older population that will be living with increasing numbers 
of long-term conditions. This will place a significant additional burden on health and 
care services and creates a burning platform for the redesign of services towards a 
more preventative, proactive model of care.  
 
We know that there is overwhelming evidence showing that if we invest in supporting 
people to live healthy lives and access early support when they do become unwell, 
we can significantly reduce the chances of repeated and unplanned visits to hospital, 
and the impact that has on individuals, their family and on the services we are 
responsible for.  
 
National guidance such as the ‘Fuller stocktake’ provides a blueprint for how we can 
move to a more holistic, joined up health and care system, as well as a wealth of 
good practice examples from across the English NHS.   
 
We will seek to become an exemplar site for this anticipatory care way of working, 
focussing especially on providing integrated, holistic and preventative care for our 
older residents, recognising the benefit this will have on patient outcomes, 
experience and the sustainability of local health and care services. 
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6. Our emerging approach to implementation (the how) 
 

6.1 Empowering our Workforce 
 

 
Strategic objectives: 
 

1. We will refresh our values and behaviours framework as a first step 
toward creating an inclusive, compassionate culture that positively 
contributes to staff wellbeing and experience and a positive environment for 
our teams that will help us to achieve our shared aims as an organisation.  

 
2. We will embed improvement methodology, in line with the national 

priority for NHS organisations to adopt NHS Impact [Improving Patient Care 
Together] and providing the skills, resources and permission for front-line 
teams to improve the services they provide to our patients.  

 
3. We will align our systems and processes across the organisation to 

our values and behaviours and a renewed commitment to 
improvement methodology, ensuring we are consistently using data and 
the insights of our teams and patients to drive improvements in clinical 
outcomes, experience, staff satisfaction and resource utilisation.  

 

 
 

6.1.1 Refreshing our values and behaviours framework 
 

Section 1.6 provides a December 2023 update on our values refresh. The finalised 
values and behaviours will be summarised here in the 2024-2029 strategy. 
 
 

6.1.2 Embedding continuous improvement   
 
We have established a quality improvement function in the Trust and have been 
training teams and individuals in how to apply this to deliver improvements in patient 
care and staff wellbeing. We also have a Shared Decision Making function that helps 
staff get involved in and drive service improvements in their areas. These are 
positive platforms we need to build on and embed across the Trust in the years 
ahead. 
 
NHS IMPACT (Improving Patient Care Together) has been launched as a single 
improvement approach to support all parts of the NHS to underpin their strategies 
with continuous improvement, share best practice, and build the skills and 
techniques needed to deliver. We will use this national framework to enhance our 
existing approach to quality improvement. 
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There are five NHS IMPACT domains, covering: 
 

• Building a shared purpose and vision.  This means ensuring that the 
priorities set through our organisational strategy are understood by teams 
across the organisation, and create a shared focus across the organisation on 
delivery of these priorities, accepting that this will mean spending less time on 
other areas.   
 

• Investing in people and culture.  Linked to the work programme on our 
values and behaviours framework, we will empower staff at all levels to have 
time to think improvement and to test out new ways of working. We will build a 
shared purpose and vision which will foster collaboration across disciplines, 
divisions, and across the Health and Care Partnership (HCP). This will build 
on the excellent progress made following the introduction of our Shared 
Professional Decision Making programme in 2020, to offer a non-hierarchical 
approach to collective leadership. 
 

• Developing leadership behaviours.  We are committed to the importance of 
embedding improvement methodology as the way we do things at West Herts. 
Teams across the organisation will undertake improvement training and 
increasingly use an improvement approach to set priorities, to plan and to 
monitor performance. Development programmes will empower senior leaders 
to adopt our approach, which will be cascaded throughout the organisation.  
 

• Building improvement capability and capacity.  We recognise the need to 
balance daily delivery with future improvement work; and appreciate that 
teams need time to scope, plan, test, learn, implement, and sustain 
improvement.  To equip our staff with the confidence and skills to actively 
participate in quality improvement, and make it the norm across all areas, we 
will build on the current training provision for members of staff across all levels 
and disciplines, so they are supported and encouraged to lead improvements. 
This includes: 

o developing the QI faculty to facilitate training and shared learning. 
o providing new training for the Board and senior leaders which will align 

with the NHS leadership for improvement programme. 
o building on our training framework to provide different levels of training 

including: 
o continue with awareness and introductory training available for all staff. 
o QI training incorporated into all the Trust leadership programmes. 
o Training for our experts by experience who partner with us to co-

produce services. 
o specific intermediate training where staff will lead on an improvement 

project.  
o training for divisional coaches with time allocated to facilitate 

improvement work within their division.  
o a long-term aim to develop QI fellowships within the QI Faculty. 

 

• Embedding improvement into management systems and processes.   
To create an environment where teams are empowered to improve, we need 
to ensure we have purposefully designed our systems and processes to align 
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with the strategy, vision and purpose of the organisation at board level and 
throughout all workforce structures and functions. 

 
We will begin by developing a clearer accountability framework across the 
organisation, helping to clarify roles and responsibilities at every level of the 
organisation.  This will be accompanied by a simpler, and more transparent 
business planning process, ensuring we are able to surface and resolve 
difficult trade-offs in how we are using our resources across the organisation 
to deliver the best possible outcomes for the patients that we serve.  

 
As we continue to develop our approach, we will co-design with our teams a 
quality management system, allowing us to respond to system and national 
priorities more easily through a consistent and coherent management system 
that underpins our everyday running of the organisation. 

 

6.2 Clinical collaboration  
 

 
Strategic objectives: 
 

1. We will refresh our clinical strategy, building on the many successes 
since 2020, with a particular focus on clinical collaboration across our local 
system.  

 
2. We will introduce a rolling programme to address sustainability issues 

in some of our clinical services, and seek opportunities to develop our 
specialist services across HWE ICB, reducing the need for patients to 
travel outside west Hertfordshire for specialist treatments.  

 
3. We will work with our partners in the South and West Hertfordshire Health 

and Care Partnership to co-design how we organise services for our 
local population as part of our move toward operating as a single team, 
reducing reliance on reactive acute services and reducing health 
inequalities.  

 
 

 

6.2.1 Refreshing our clinical strategy  
 
It is essential that our work to deliver high quality, safe and sustainable services 
continues to be clinically led and driven by a clinical strategy that reflects the Trust’s 
wider strategic ambitions. Updating our clinical strategy is therefore a key action in 
the first year of this strategy.  
 
The current strategy was developed pre-pandemic and before changes in the NHS 
landscape with introduction of Health and Care Partnerships. The refresh of the 
strategy will build on learning from the pandemic, our new status as a Teaching 
Hospital, and the increasing opportunities offered by technology to deliver better care 
both within our hospitals and in patients’ homes.  
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We have made significant progress on improving services, driven by previous clinical 
strategies that lifted the trust out of special measures and moved many of our 
services to a Good Care Quality Commission rating. As we look ahead to the 
challenges we face over the next 5-10 years, we know success will depend on 
continuing to be clinically-led and working in collaboration; both across our own 
services and in partnership with other health and care providers. 
 

6.2.2 Working with partners to ensure sustainable and specialist services in 
our local health and care system 

 
Challenges in ensuring we have sustainable staffing arrangements, can meet the 
level of demand placed on our services and provide high quality services within a 
fixed financial envelope all contribute to overall sustainability of our services.   
 
Some of our services face greater challenges than others. For this reason, we are 
working with partners across the Hertfordshire and West Essex Integrated Care 
System, focussing on the most challenged specialties, to look for shared solutions.  
This might be shared rotas for out of hours cover, the consolidation of more 
specialist services onto fewer sites, or a change to the underlying clinical model to 
make more effective use of the skills and capacity we have across the system.  
 
We also know that a large number of our patients have to travel outside of our 
system to access health and care services due to a lack of local provision.  For 
example this financial year we estimate that over £200m is spend on accessing 
specialist health services outside of our system, predominantly in London.  These 
links into specialist health providers are vital in ensuring that our patients continue to 
access the very best care and expertise.  However, there may be instances where 
we should be bringing that expertise closer to patients, reducing the need to travel 
long distances and helping to broaden the range and quality of services we can offer 
locally.  
 
In order to take this work forward, we are introducing a rolling programme to address 
sustainability issues in some of our clinical services, and to seek opportunities to 
develop our specialist services, reducing the frequency with which our patients have 
to travel outside of our local geography to access specialist treatments. 
 

6.2.3 Co-designing services for our local population 
 
We have a significant opportunity to work together as a Health and Care Partnership 
to work differently and need to agree a common vision for the future. We need to set 
out a future model of care to deliver this vision, building on the success of our Virtual 
Ward model to develop locality-based teams providing multidisciplinary care for 
patients with an increasingly complex mix of long-term conditions.  
 
In order to do this, we are proposing to co-design how we organise services for our 
local population as part of our move toward operating as a single team, reducing 
reliance on reactive acute services and reducing health inequalities.   
 
This will play an important role in discharging our shared responsibilities as a Health 
and Care Partnership, as set out in section 5.3, and fulfilling the terms of any 
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delegation agreement with the Hertfordshire and West Essex NHS Integrated Care 
Board.   
 
This will also contribute to the delivery of our redevelopment plans across all of sites, 
by ensuring that we are working with partners and community to minimise 
unnecessary use of acute care facilities and shift toward a more proactive, 
preventative health and care system.  
 

6.3 Data and technology 
 

 
Strategic objectives: 
 

o We will continue to embed and optimise our Electronic Patient Record, 
using the data in real-time to help improve how we plan for fluctuations in 
demand, look after our patients and streamline processes for our clinical 
teams.  
 

o We will continue to work with patients and our clinical teams to expand 
technology that supports self-care, remote monitoring, and flexibility of 
access to expert clinical teams. 
 

o We will develop our ability to understand and generate insights on the 
health needs of our population, how and when they access services, and 
how we can support and enable preventative, proactive ways of working.  

 
 

 
 

6.3.1 Embedding and optimising our Electronic Patient Record 
 
We have made significant progress since implementing our EPR in 2021 and are 
now working to maximise the impact of the Cerner platform to enhance patient care. 
We will continue to work on integration of other systems into our EPR and to make 
the system as user friendly as possible. 
 
Improvement work will incorporate:  
 

• Building on our command centre methodology to embed the use of our EPR 
on all of wards, moving toward real-time patient tracking across our hospitals. 
 

• Using our EPR data to help track key metrics for our patients and provide 
prompts to our clinical teams in response to any significant changes, 
improving patient safety and reducing our reliance on manual processes.  
 

• Improving data literacy across the organisation, ensuring staff at all levels of 
the organisation and from different professional backgrounds are able to 
interpret and use data to improve the services they provide and reduce 
unwarranted variation.  
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• Testing and evaluating the use of artificial intelligence and associated 
technologies to improve and automate clinical and administrative processes, 
working in partnership with expert clinical teams to improve the impact of their 
work for patients.  
 

• In time we want to expand to develop as a whole system command centre; 
enabling our Health and Care Partnership to balance capacity across the 
system and ensure patients find their way to the right professional, first time.  

 
Work to optimise use of the electronic patient record will focus on areas which can 
make the biggest difference to the largest number of patients and staff. 
 

6.3.2 Expanding technology that supports patient self-care, remote 
monitoring, and flexibility of access to expert clinical teams.  

 

We have made significant progress in developing tools for our patients to access 
information on their health and health services. By 2023 nearly 50,000 people had 
registered on our Patient Portal, and our maternity services are making appointment 
and other information available through a dedicated app. Maximising the use of 
digital technology within the design of our new hospital will also be a key part of our 
redevelopment programme. 
 
We will continue to expand our online patient portal, making it easier for patients to 
book, change and cancel appointments, access personalised advice on their health 
conditions, and interact with their care team. Developments include, allowing 
emergency department patients to register on the portal, radiology appointments, 
integration with remote video consultation software, waiting list validation, and 
integration with the NHS App.  
 
We have also pioneered the use of remote monitoring technology through our Virtual 
Hospital, working in collaboration with Central London Community Healthcare NHS 
Trust, to provide a range of convenient and user-friendly remote monitoring devices. 
We will continue to develop our use of these technologies, including use of devices 
to help track routine chronic conditions and enabling our teams to recognise and 
respond to any deteriorations in health status earlier.   
 
We have also expanded our use of virtual consultations, adopting new approaches 
pioneered during the pandemic. Video and telephone consultations for appropriate 
conditions offer patients greater convenience and reduce unnecessary travel onto 
hospital sites. They also support improving work/life balance for our staff and 
reducing emissions associated with travelling into our hospital sites.  We will 
continue to improve our use of these technologies whilst recognising that digital 
solutions are not suitable for all patients and must be combined with alternatives to 
avoid digital exclusion. 
 
We recognise the need to make clear concise information easily accessible for 
patients and carers using our services and to support staff to work safely and 
efficiently. We will update the Trust’s public website and intranet as part of 
improvements in this area.   
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6.3.3 Developing our ability to understand and generate insights on the health 
needs of our population. 

 

In line with our objective outlined in section 5.3 to design and deliver services at 
place-level; we will continue to develop our understanding of our population and how 
we can use the collective resources, capacity and expertise we have across our 
partnership and in our community to improve the lives of the population that we 
serve.   
 
This will require close collaboration with our colleagues in Hertfordshire County 
Council (HCC) public health team and the population health management team in 
the Integrated Care Board, both of which have a wealth of data and expertise that 
help us to understand how we can better design services.   
 
As part of the South and West Hertfordshire Health and Care Partnership we have 
made good progress in developing data packs for each of our four localities, 
showcasing how bringing together the data from across our partner organisations 
can help us to understand the wider factors affecting the health of our population.   
 
We will build on this work to develop and expand our capacity to provide insights on 
population-level outcomes, experience and expenditure, increasingly shifting our 
decision-making to take a population-based approach to solving the challenges we 
face. 
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Executive 
Summary 
 

The purpose of the report is to provide an update to the Board on progress being made on the 
Strategic Objectives as evidenced by the supporting priority projects in the Better Care Delivered 
Differently Programme (BCDD). The main body of the report includes the delivery status of the 
trust’s strategic objectives and the status of priority projects under the Better Care Delivered 
Differently (BCDD) programme, providing assurance of the progress being made. 
 
The key, strategic objective, highlights in the report are as follows: 
Five strategic objectives are on target, and these are improving access to care, reducing 
inequalities, improve workforce sustainability, develop as a learning organisation and 
environmental sustainability. Strategic Objective 6 (Culture of inclusion and diversity) is not RAG 
rated for this quarter due to the timing of end of year staff survey results. Strategic Objective 9 
(Digital and IT innovation) is reported to the Great Place Programme Board.  
 
The strategic objectives that are not on target are summarised below with supporting detail 
contained in the main report: 
 
Objective 1 - Resilient Services 

• No further progress has been made or work taken place following the Q1 update. This 
is due to, amongst other reasons, planned and unplanned leave within the supporting 
project team. A meeting was planned in Q3 (16th November 2023) to confirm the way 
forward. Due to conflicting commitments, the planned meeting (16th November) did not 
go ahead, and work is ongoing to re-schedule the originally planned meeting. 
 

Objective 4 - Transforming Services- Virtual Hospital 

• VH activity alongside the phasing trajectory continues to increase, with bed occupancy 
increasing each month but currently remaining off target. 

• Q2 saw the highest average bed occupancy rates of over 60%, but this is still below the 
national target of 80%. 
 

Objective 4 - Transforming Services- Maternity Services. 

• Trust remains fully compliant with Ockenden 1 and work is ongoing to finalise 
remaining open actions in Ockenden 2. 

• Benchmarking has taken place on the NHS Single Delivery Plan and the Midwifery 
Birthrate plus workforce refresh has been established. A recent ICB regional assurance 
visit identified no immediate actions for maternity services. 
 

Objective 4- Transforming Services- Outpatients 

• Work is ongoing with the communications team to develop a patient awareness 
campaign around non face to face appointments and Patient Initiated Follow Up.  

• Work is underway with the outpatient’s administrative team to ensure the correct set up 
on EPR on a specialty-by-specialty basis 
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Objective 5 – Best Value 

• The Trust has reported a £16.1m deficit position of income over expenditure at the end 
of Q2 (M6). This deficit was £11.3m away from the forecast expectation. 

 
Objective 10 – New & Refurbished Hospitals 

• Work continues with the New Hospital Programme to further develop work on the 
Outline Business Case Process. 

• The Elective Care Hub business case is progressing with the expectation that the FBC 
will be submitted to the relevant Trust Boards in December 2023.  
 

The key, BCDD, highlights in the report are as follows: 
GREEN RAG: Three Programmes 
AMBER RAG: One Programme  
RED RAG: One Programme 
 
The BCDD Programme that is currently reporting as RED is noted below: 
Programme 3 – Personalised Care 
P3.1 – Equality Delivery System 

• WHTH did not submit EDS Domain 1 last financial year and, although working towards 
submission this year, it is not as far ahead at this stage (when compared to EDS 2 & 3) 
as initially anticipated. 

• The Deputy Chief Nurse met with ICB colleagues on the 24th of November to discuss 
the way forward for the submission and how to get it across the line according to 
national guidelines and submission requirements. 
 

P3.2 – Promote Inclusion Across our Services 

• Overall progress for this project is being re-baselined, against the original agreed 
scope, to focus on the Equality Delivery System (EDS) submission. This has altered 
and delayed the milestones that were originally anticipated for the project. 

• This project is also changing leads within the new year, and this will pose a risk for this 
project being delivered successfully. Resourcing issue has been raised with the 
programme SRO. 

 
The BCDD Programme that is currently reporting as AMBER is noted below: 
Programme 1 – Best Care 
P1.3 – Development of an elective system hub 

• The Final Business Case (FBC) is currently being worked up and work is ongoing to 
finalise. The FBC is expected to be submitted by Friday 17th November 2023. 
 

P1.5 – Remove multi appointment pathways (Urology) 

• GMP was returned in November 2023 and the scheme has now been reissued 
externally for competitive tender.  

• The Outline Business Case has been refreshed to include the Demand & Capacity 
model but work cannot proceed without final costs. 

 
P1.6 – Improve our services for pregnant women 

• Following a recommendation from the WHTH Strategy Team the Project SRO, the 
Director of Midwifery and Gynaecology has confirmed that, following submission of the 
November 2023 update, P1.6 will no longer be reported via BCDD and will be assumed 
into divisional BAU and reported through divisional governance forums. 

 

Trust strategic 
aims  
 
(please indicate which 
of the 4 aims is 
relevant to the subject 
of the report) 
 
 
 
 
 
 

 

Aim 1 
Best care 

 
Objectives 1-4 

Aim 2 
Great team 

 
Objectives 5-8 

Aim 3 
Best value 

 
 
 
 
 
 
 
 
 

Objective 9 

Aim 4 
Great place 

 
Objective 10-12 

✓ ✓ ✓ ✓ 
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Links to well-led 
key lines of 
enquiry 
 
 
 
 

☐Is there the leadership capacity and capability to deliver high quality, sustainable care? 

☒Is there a clear vision and credible strategy to deliver high quality, sustainable care to people, 

and robust plans to deliver? 

☐Is there a culture of high quality, sustainable care? 

☒Are there clear responsibilities, roles and systems of accountability to support good 

governance and management? 

☒Are there clear and effective processes for managing risks, issues and performance? 

☐Is appropriate and accurate information being effectively processed, challenged and acted 

on? 

☐Are the people who use services, the public, staff and external partners engaged and involved 

to support high quality sustainable services? 

☐Are there robust systems and processes for learning, continuous improvement and 

innovation? 

☒How well is the trust using its resources? 

Previously 
considered by 

 

Committee/Group Date 
  

  
 

Action required The Board is asked to note the progress made in the delivery of the Trust’s strategic objectives 
and the position of BCDD priority projects.  
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Introduction
Our vision is to deliver the very best care for every patient, every day. The five-year Trust Strategy set in 2020 describes how we will achieve this,
through the delivery of our four ambitions of Best Care, Best Value, Great Team and Great Place.

Every two years the Trust agrees a set of objectives and the priority plans that will help us realise our vision. Refreshed in 2022, this second cycle of
strategic objectives reflect a complex and challenging set of circumstances post covid. Delivery of our strategic objectives will ensure we have
addressed both the immediate challenges and our long-term direction, to give us the confidence that we are taking the right steps towards our new
future.

The main body of the report includes the delivery status of the trust’s strategic objectives and the status of priority projects under the Better Care
Delivered Differently (BCDD) programme, providing assurance of the progress being made. The overall RAG ratings for our strategic objectives and
BCDD priority projects are noted below:

Strategic Objective Q1
23-24

Q2
23-24

1 Resilient Services A A

2 Improving Access to Care G G

3 Reducing Inequalities G G

4

Transforming our Services (VH) A A

Transforming our Services (Maternity) A A

Transforming our Services (Outpatients) A A

5 Best Value A A

6 Culture of Inclusion & Diversity Not due Not due

7 Improve Workforce Sustainability A G

8 Develop as a Learning Organisation G G

9 Digital IT & Innovation N/A N/A

10 New & Refurbished Hospital Buildings A A

11 Reduce our Carbon Footprint G G

BCDD Programme Sep 23 Nov 23

1 Best Care A A

2 Integrated Care A G

3 Personalised Care A R

4 Consistent Care A G

8 Redevelopment G G
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Strategic Objectives - Summary 

Objective 1 – Resilient Services. Amber RAG

No further progress has been made or work has taken place in support of the achievement of this strategic objective, following the noted Q1 update. A meeting was originally scheduled, to

confirm the way forward, on 16th November 2023. This meeting did not go ahead due to conflicting commitments and work is ongoing to reschedule.

Objective 2 - Improving Access to Care. Green RAG

Overall delivery has been closer to plan for 1st OP appointments with a relatively small shortfall. Ongoing industrial activity has hindered the achievement of the plan. Diagnostic and

elective inpatient activity plans have been achieved. Noting RTT & Cancer waiting times, there were 0x104 week waiters in this period and despite 8x78 week waiters, the overall position is

the lowest in the ICS and all patients have plans in place.

Objective 3 – Reducing Inequalities. Green RAG

Work is ongoing to align the deliverables of EDS Domain 1 with the deliverables of EDS Domains 2 & 3 to ensure a timely submission of the EDS by the required deadline. Evidence packs are

beginning to be finalised and network members have been contacted, with meetings scheduled to support the overall scoring.

Objective 4 – Transforming Our Services -Virtual Hospital (VH). Amber RAG

VH activity alongside the phasing trajectory continues to increase. Bed occupancy is increasing each month but currently remains off target. Q2 saw the highest average bed occupancy

rates of over 60%, but this is still below the national target of 80%. Frailty Hospital @ Home services were successfully implemented in June 2023 and have been gaining additional activity

each month. Major work has taken place on surgical and diabetes pathways with an expected launch date in quarter 3. The development of new pathways continues including Trauma and

Ortho, Children, and Young People.

Objective 4 – Transforming our services – Maternity. Amber RAG

Midwifery Birthrate plus workforce refresh has been established and the recent ICB regional assurance visit identified no immediate actions for maternity services. Benchmarking has taken 

place on the NHS Single Delivery Plan, and this has been agreed to be submitted to the Trust Board as part of the Maternity Oversight paper. Following the move to IQVIA in Q1 for FFT 

returns the number of returns remains low but work is ongoing with midwives and the Head of Nursing to increase the numbers of responses. 

Objective 4 – Transforming our services - Outpatients. Amber RAG

Work is being undertaken with the communications team to develop a patient awareness campaign around non face to face appointments and patient initiated follow up. This work is

aimed to raise patient awareness and encourage patients to ask about alternatives to traditional outpatients' appointments. Additionally, work is underway with the outpatient

administrative team to ensure the correct set up on EPR on a specialty-by-specialty basis. There are currently no national targets set for this and it is monitored internally against ICS HWE

providers.

3

The summary below provides highlights of progress against delivery plan for each strategic objective
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Strategic Objectives – Summary (continued)
Objective 5 – Best Value. Amber RAG
At the end of Q2 (M6) the Trust has reported a £16.1m deficit position of income over expenditure. This deficit was £11.3m away from the forecast expectation. Business case evaluations
were delayed due to operational pressures and of the two expected to be present, zero were presented. Our % of annual ERF income earned is in line with the construct of the financial
plan and 50% of ERF funding has been recognised at the end of Q2.

Objective 6 – Culture of inclusion and diversity. No RAG, Measures not due
The 2023 staff survey has been launched and is noted at a 36% completion rate. Bespoke communications are being sent to staff groups with the lowest uptake and incentives are being
noted to encourage further engagement in the completion of the survey. WRES/WDES reports have been approved by the Board and have been published in line with the national
requirements. Work around the values has continued to gain input from a diverse array of WHTH staff.

Objective 7 – Improve workforce sustainability. Green RAG
All indicators are now below target for the first time this year and all divisional vacancy rates are below target, except for Environment. Turnover has continued to reduce and is now
below target, both overall and for those leaving within their first 12 months. The Trust is working to improve the uptake of apprenticeships. Additionally, the staff survey is to be launched
in October and will be open for 9 weeks, will results of this expected in early 2024.

Objective 8 – Develop as a learning organisation. Green RAG
The coaching service now has 54 coaches with 10 more due to complete their training in mid-Q3, with an additional 20 to commence training later on in Q3. Advanced coaching courses
have been confirmed for Q3 & Q4 which will allow the number of coaches to grow in 2024. To ensure equality of representation on the new regional Emerging System Leaders
Programme, all L&D staff have attended Cultural Awareness Training.

Objective 9 – Digital IT & innovation. No RAG, Measures reported separately
No update.

Objective 10 – New and Refurbished Hospital Buildings. Amber RAG
The Trust’s redevelopment team continue to work closely with the New Hospital Programme and to further develop work as part of the Outline Business Case process. Following the
approval to create additional beds in the Shrodell’s building and to deliver the Pathology Essential Services lab at Watford, construction for both schemes is now underway and due to
complete in early 2024. Bids have been submitted for alternative funding for planned care services. The Elective Care Hub business case is progressing with the expectation that the FBC
will be submitted to relevant Trust Boards in December 2024.

Objective 11 – Reduce our carbon footprint. Green RAG
Green Plan Team has reached out to the communications team to run a semi-regular item in the internal e-update to update colleagues on all Green Plan initiatives. Green Plan updates
have been agreed to be run in the quarterly pulse survey. From 1st October 2023 the law has been changed and single use plastic is now banned, this will impact ongoing milestones for
eliminating single use products throughout the Trust. The extension into WACS, for the installation of LED lights, has been approved and an update on the next steps is currently awaited.
Work will be taking place with the redevelopment team to confirm the route forward for the Travel & Access strategy,
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5

Targets

Success measures Baseline Q1 2023-24 RAG Q2 2023-24 RAG

Agreement of acute strategy across three trusts and ICS - C

Set new measures based on actions from the strategy - A A

Develop Delivery Plan - A A

No further progress has been made or work taken place following the Q1 update. This is due to, amongst other reasons, planned and unplanned leave within the 
supporting project team. A meeting is planned in Q3 (16th November 2023) to confirm the way forward. Due to conflicting commitments, the planned meeting (16th 
November) did not go ahead, and work is ongoing to re-schedule the originally planned meeting.

Q2 23/24 - Narrative

Strategic Objective 1: Best Care – Resilient Services (Q2 2023-24) A

Objective 1
Identify services where demand, activity or workforce challenges create fragility and strengthen these through internal reorganisation or working with hospital partners, 
leading to improved patient outcomes

Supporting BCDD Projects:
P1.2 – Acute Services Strategy 23 

T
rust B

oard M
eeting in P

ublic 7 D
ecem

ber 2023-07/12/23 
379 of 466 



T
ab 23 Item

 23 T
B

 P
ublic 7 D

ec 2023 S
trategy update 

6

Strategic Objective 2: Best Care – Improving access to care (Q2 2023-24) G

Q1 2023 – 24 Q2 2023 -24

Data Source Success measures
Baseline 
(Mar22)

Tar Act Var RAG Tar Act Var RAG

Activity 
Tracker

Achieve agreed activity plan 
(set in line with national 
expectations relating to the 
recovery of elective activity)

Outpatient 1st OPA rate 71.2% 45,305 44,324 -981 A 47,836 45,905 -1,931 A

Outpatient follow up activity 
reduction

77.9% 61,334 76,031 14,697 R 123,377 151,923 28,546 R

Diagnostic activity rate 95.3% 31,897 34,750 2.853 G 62,293 69,650 7,357 G

Inpatient activity rate 75.8% 10.920 11,596 676 G 22,172 23,510 1,338 G

IPR
Reduction in RTT waiting 
times (excl patient choice)

104 week waits 27 0 0 0 G 0 0 0 G

IPR 78 week waits 111 0 7 7 A 0 8 8 A

IPR
Reduction in Cancer waiting 
times

63+ day waits
(excl patient choice)

376 153 149 -4 G 132 132 0 G

Objective 2
Recover waiting times in line with national standards by increasing diagnostic capacity and elective activity
Encourage patients and staff to embrace digital technology to help people access healthcare 

Activity plan: Delivery has been closer to plan for 1st OP appointments with a relatively small shortfall.  Continued industrial activity has caused difficulties in achieving 
plan.  Achievement of the follow up reduction target has been challenging, particularly since the drive to eradicate long waits increases demand for follow up reviews.  
Focus on increasing patient initiated follow up to reduce demand has delivered better uptake, but rates are below requirement.  Diagnostic and elective inpatient activity 
plans have been achieved.

RTT & Cancer waiting times: There were 0 x 104 week waiters in this period. There were 8 x 78 week waiters which is an increase (7 > 8) from Q1 but this position is the 
lowest in the ICS and all patients have plans in place.  Reduction of cancer long waits has also been successful, with the target for number of waiters over 62 days having 
been met.

Q2 23/24 - Narrative

Supporting BCDD Projects:
P1.3 – Development of an elective system hub, P4.2 – Theatre Productivity Improvement Programme, P8.4 – Expansion of Diagnostic Services at SACH23 

380 of 466 
T

rust B
oard M

eeting in P
ublic 7 D

ecem
ber 2023-07/12/23 



T
ab 23 Item

 23 T
B

 P
ublic 7 D

ec 2023 S
trategy update 

7

Q2 23/24 - Narrative

Strategic Objective 3: Best Care – Reducing Inequalities (Q2 2023-24) G

Objective 3
Reduce health inequalities by completing the Equality Delivery System (EDS) and agreeing an action plan for improvement

Targets

Success measures Q1 2023-24 RAG Q2 2023-24 RAG

Detailed measures to be based on the action plan
To confirm the three 

commissioned services
for EDS Domain 1

C
Development of the 

EDS 23/24 submission
G

EDS Domain 1 (Commissioned Services)
Supporting data was received and circulated to the EDS 1 Lead on EDI data in diabetes and maternity (2 of the 3 noted commissioned services). Work is now ongoing, in 
collaboration with the HR and OD team, to align the deliverables of EDS Domain 1 with the deliverables of EDS Domains 2 & 3 to ensure a timely submission by the 
required deadline.

EDS Domain 2 (workforce, Health and Wellbeing) & 3 (Inclusive Leadership)
Key stakeholders for scoring are now confirmed. The new working group has been launched and covers the wider staff experience agenda in order to have a more 
cohesive response to key action plans including EDS. Evidence packs are being finalised, network members have been contacted and meetings are scheduled to support 
scoring. Moreover the action plan from the last report is being updated to document the extent of the progress being made. 

Promote Inclusion Across our Services
Q2 progress primarily included the August 2023 Promote Inclusion Stakeholder Group, of which a potential re-baselining of the project deliverables was agreed with an 
agreement from the group to focus more closely on the EDS Domain 1 services. Work was ongoing to  bring together the EDS 1, 2, and 3 leads  to map out each of the 
deliverables of each of the inequality projects throughout the trust. 

Supporting BCDD Projects:
P3.1 – Equality Delivery System, P3.2 – Promote Inclusion Across our Services 23 
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8

Data 
source

Success measures
Baseline

(April 2022)
Tar Act Var RAG Tar Act Var RAG

Infoflex
Increase in the number of people treated in the virtual hospital or 
community services

69
No longer reported – replaced by below 

metric
No longer reported – replaced by below 

metric

Infoflex
Increase the number of VH beds utilised -
to be measured against target in new approved VH activity 
Trajectory

- 126 75 -51 A 386 233 -153 A

tbc
Increased identification of patients with frailty and reduction in 
avoidable admissions for patients 65 + with moderate to high frailty 
scores

tbc
The framework for metric reporting is 

being developed
The framework for metric reporting is 

being developed

Integrated Care - Virtual Hospital target to be achieved by January 2024

VH activity continues to increase as does the phasing trajectory. Our bed occupancy increases each month however, we remain a way off the target. This quarter saw our highest average 
bed occupancy rates in July and Sept of over 60% (National target of 80%). 

Frailty H@H service was successfully implemented in June and had been gaining activity each month. Most referrals come from acute providers and we are working with primary care 
colleagues to increase 'step up' activity. An operational Manager and a Delivery & Performance Manager started in September 2023 and are reviewing VH pathways and processes and 
focusing on key areas, such as increasing utilisation of the services.
Major work on the surgical and diabetes pathways has taken place in this quarter with expected launch date in the 3rd quarter.
The development of new pathways continues, these include Trauma and Ortho, Children and Young People

Q2 23/24 - Narrative

Q1 2023-24

Strategic Objective 4: Best Care – Transforming our Services (Q2 2023-24)
Objective 4
Collaborate with partners in the South and West Herts Health and Care Partnership (SWHHCP) to: 
• Provide as much care and support as possible at patients’ homes or in community settings, reducing the need for emergency care and reducing lengths of stay and 

admissions
• Reduce the number of different outpatient appointments that people need to attend, which boosts efficiency, respects our patients’ time and reduces our carbon 

footprint
• Improve maternity services and reduce outcome inequalities between different population groups

A

Supporting BCDD Projects:
P2.1 – Virtual Hospital, P2.4 – Frailty Transformation, P2.5 – Respiratory Transformation, P2.6 – Multiple Long Term Conditions

Q2 2023-24

23 
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Data source Success measures
Baseline
(Mar 22)

Tar Act Var RAG Tar Act Var RAG

Activity
Tracker

Outpatient follow up activity reduction 77.9% Provided as part of improving access to care metrics

SUS Outpatients Discharged After 1st Attendance ** - - 40.92% - G - 42.62% - G

SUS Outpatients Follow-Up Ratio ** - - 1.27 - A - 1.28 - A

EROC
Submission

Patient initiated Follow Up: Moving or discharging 5% of all 
outpatient attendances to PIFU pathways by March 2023

0.6%
(196)

5% 1.84% -3.16% R 5% 2.08% -2.92% R

EROC
Submission

Specialist Advice Requests: Deliver 16 specialist advice requests, 
including A&G, per 100 outpatient first attendances by March 2023

4.7%
(634)

16% 51.24% 35.24% G 16% 49.95% 33.95% G

EROC
Submission

Ensure that 25% of all outpatient attendances are carried out 
remotely by March 2023

25% 25% 12.5% -12.5% A 25%
12.5
1%

-
12.4
9%

R

Trust wide outpatient plan developed and approved through Internal Governance. The plan was approved by the Chief Executive at the beginning of August 2023 and spans up until March 
2024.
Specialty level outpatient review meetings facilitated, and actions tracked monthly.  OP scorecard metrics reviewed monthly, if there are specific services concerns, they will be reviewed 
twice a month.
A QI approach to support the 25% follow up reduction and initial working hypotheses has been tested and didn't support initial thinking. 
Overall, there is a high performance in first to follow up ratio’s and we remain in the top quartile nationally.  There are a few specialty areas that fall in the bottom quartile and work is 
commencing with these services to improve ratios.
Our priority is to discharge whenever clinically appropriate rather than move to PIFU. PIFU has been rolled out to most specialties and plans in place to engage with those specialties yet to go 
live. We have multiple enhanced community services that we discharge patients to who would in other ways have been suitable for PIFU.
Referral Assessment Services are set up in several services to help support a greater use of Advice & Guidance and straight to test as part of our wider transformation piece. Consultant 
Connect are still providing A&G.
Work being undertaken with Comms Team to develop a patient awareness campaign around non face to face appointments and patient initiated follow up to raise patient awareness and 
encourage patients to ask about alternatives to traditional outpatient appointments.  This will be signed off at Clinical Advisory Group (CAG) prior to implementation.
Work underway with outpatient administrative team to ensure correct set up on EPR on a specialty-by-specialty basis.** No national targets set. Monitored internally against ICS HWE 
providers.

Q2 23/24 - Narrative

9

Strategic Objective 4: Best Care – Transforming our Services (Q2 2023-24) A

Q1 2023-24Outpatients

Supporting BCDD Projects:
P1.5 – Remove Same Day Multi Site Pathways (Urology)

Q2 2023-24
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Maternity Services - 4 pillars of Ockenden review ensure sustained continuous safety improvements in Maternity services are 
effectively monitored.

Q1 2023 -24 Q2 2023-24

Ockenden Review Pillar Data source Success measures
Baseline
(Mar 22)

Tar Act Var RAG Tar Act Var RAG

1: Fully funded safe
staffing

HR Midwifery vacancies 15.6% 15% 16% 1% A 15% 17% 2% A

HR Turnover rates (Maternity) 13% 13% 16.1% 3.1% A 13% 15.2% 2.2% A

2: A well trained
workforce

HR MDT training compliance 90.0% 90% 90% 0% G 90% 89% -1% A

3: Learning from
incidents

OD Launch of Digital Maternity System
Target due Q4 2022-

23
Implemented Implemented

OD Capacity to complete investigations within timeframes
Target due Q3 2022-

23
Metric being developed Metric being developed

4: Provisions for
listening to families
more effectively

Patient
Experience

Responsiveness to Friends and Family Test (FFT) real time
survey

>25%
(Survey collection rate)

>25% 2.1%
-

22.9
%

A
>25
%

IQVI
A 

IQVI
A

N/A

MVP No. Families engaged TBC In development In development

10

Q2 23/24 - Narrative

Fully funded safe staffing
The Midwifery Birthrate plus workforce refresh has been established and the recent regional assurance visit (ICB) for maternity was positive and identified no immediate actions. The NHS single delivery plan has 
been benchmarked and the highlight action plan has been agreed and submitted to the Trust Board as part of the maternity oversight paper. Part of the Phase 2 entrance renovations has commenced, and the 
refresh of the reception area has been completed. The remaining actions on the Ockenden 2 Action Plan impose a low risk to the Trust and is ongoing related to leadership development. 

A well-trained workforce
A Senior Midwife away day has been planned for 10th January 2024. Maternity confirmed as a pilot for the Alignment of Culture Work between Culture Transformation (Workforce, Training and Education 
directorate) and Perinatal Culture and Leadership Programme (Nursing Directorate).

Learning from incidents
Currently on track with the completion of all CQC must and should do's and on track with the completion of all overdue reports, as well as all opened Datix requests being noted as on track for completion. Risk 
assessments, in maternity, are captured in the maternity digital system. this system is audited and is currently noted at 100%.

FFT
Q2 numbers are 39 from June to 31st Oct when transferred over to IQVIA. Numbers remain low but we have been working with midwifes and Head of Nursing to increase numbers by having QR code on flyers in 
room, on lockers so women can download on phone.

Strategic Objective 4: Best Care – Transforming our Services (Q2 2023-24) A

Supporting BCDD Projects:
P1.6 – Improve our Services for Pregnant Women 23 
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11

Q2 23/24 - Narrative

Strategic Objective 5: Best Value (Q2 2023-24) A

Objective 5
Ensure we can meet the health needs of our population within our budget on an ongoing basis.

Q1 2023-24 Q2 2023-24

Data Success measures Baselin
e

Tar Act Var RAG Tar Act Var RAG

Trust I&E
report

Balancing income with expenditure by the end of each 
financial year

-
Less than 10% 
adverse var on 
budgeted net

7.4m 5.2m R
Less than 10% 
adverse var on 
budgeted net

£16.1m 
adverse

£11.3m 
adverse

R

Trust Board
report

Production of updated 10 year LTFM and assumptions - Board report issue Ongoing - N/A Board report issue Ongoing - N/A

Trust
efficiency
reports

% of phased efficiency target met by the aggregate of all 
four efficiency types

- 100% 137% 37% G 100% 121% 21% G

Trust
efficiency 
reports

% of monthly phased efficiency target met by recurrent 
cash release

- 25% 42% 17% G 25% 58% 33% G

TMC and FPC
reports

Business case evaluations reported to TMC and FPC - 2 0 -2 R 2 0 -2 R

Trust Board 
report

% of annual ERF income earned - 25% 25% 0% G 25% 25% 0% G

Balancing income: At the end of Q2 (M6), the trust reported a £16.1m deficit position of income over expenditure. This was £11.3m away from the forecast expectation.
Production of updated 10 year LFTM: Ongoing.
% of phased efficiency target met by the aggregate of all four efficiency types: Met, 121% overall achievement.
% of monthly phased efficiency target met by recurrent cash release: Unmet for Q2, 58% overall achievement.
Business case evaluations reported to TMC and FPC: Delayed due to operational pressures, 2 were due in Q2 however 0 were presented.
% of annual ERF income earned: In line with the construct of our financial plan: 50% of ERF funding has been recognised at the end of Q2.

Supporting BCDD Projects:
P4.1 – Clinical Practice Groups 23 
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Staff Survey 2023 has been launched and is currently at 36% completion rate, the number of walkabouts being undertaken across all sites have increased comparative to 
last year and HRBPs are obtaining staff survey champions to ensure better divisional ownership of the staff survey work. To help support uptake incentives have been 
obtained by working partners rather than food vouchers to not overlap with the flu campaign. Bespoke communications are being sent to the staff groups with the lowest 
uptake.  Prior to launch there was a trust wide you said we did campaign and we encouraged divisions to run bespoke sessions with their areas.                                                                                                               
WRES/WDES reports have been approved by board and published in line with the national requirements. Action plans have been developed and embedded within the 
wider EDI improvement plan that brings together the local actions along with the NHS England requirements which will be the foundation of the new staff experience 
working group. Work around the values have continued gain input from a diverse array of our staff, ensuring representation across various groups, bands, and 
backgrounds. This inclusive approach allows us to gain a widespread understanding of what holds significance for them. West Herts champions have been identified to 
support a collaborative approach to progressing key areas that will support staff experience. 

Success measures last reported in Q4, following analysis and completion of the staff survey. No further data available until new staff 
survey analysis.

Targets

Data source Success measures Baseline
Q1

2023-24
RAG

Q2
2023-24

RAG

Staff Survey (results March 
2023)

WRES Indicator - % of BME staff believing that the organisation provides equal 
opportunities for career progression or promotion from 50% towards 58% for white staff

50% N/A N/A N/A N/A

Staff Survey (results March 
2023)

WDES Indicator - % of staff with Long Term condition or illness experiencing harassment, 
bullying or abuse from other colleagues in last 12 months from 26% towards 18% for 
those staff without LTC

26% N/A N/A N/A N/A

Staff Survey (results March 
2023)

Improved Staff Engagement Score in Staff Survey from 6.8 to 7 6.8 N/A N/A N/A N/A

Q2 23/24 - Narrative

12

Strategic Objective 6: Great Team – Culture of Inclusion & Diversity (Q2 2023-24)

Objective 6
Create and demonstrate a culture of inclusion and diversity where behaviours are consistent with our values and support the well being of our staff

N/A

Supporting BCDD Projects:
N/A – Supporting BCDD Projects subsumed into Divisional BAU in May 2023 23 
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13

Success measures are set for achievement by March 2023. Q1 2023-24 Q2 2023-24

Data 
source

Success measures
Baseline

(April 2022) Tar Act Var RAG Tar Act Var RAG

ESR BI / 
Ledger

Continued vacancy rates below 8% 8.4% 10% 7.1% -2.8% G 10% 7% -3% G

ESR BI Staff turnover rates overall under 13% 15.0% 13% 14% 1% A 13% 12.9% -0.1% G

ESR BI
Turnover rate for new starters (first 12 months) 

towards 15%
20.4% 15% 16.3% 1.3% A 15% 14.1% 0.9% G

All indicators are now below target for the first time this year. All divisional vacancy rates are below target except for Environment. Apprenticeships are being explored 
to support and a recruitment open day is planned for November. Turnover has continued to reduce and is now below target both overall and for those leaving within 
their first 12 months. Whilst CSS, EM and WACS remain above turnover target, we are seeing reductions. Notable improvement is with HCSWs. The Trust is holding a 
recruitment open day in November to target hotspot areas such as Paediatrics, Midwifery and AHPs. The Trust is working to improve the uptake of apprenticeships 
targeting band 2 HCSWs and Non-clinical roles providing several different pathway options for internal staff and new recruits. Staff survey is to be launched in October 
and will be open for 9 weeks, results of this are expected early 2024. The people promise programme continues to focus on a variety of flexible working options for all 
staff and a road show style event will be taking place to raise awareness across all sites. HRBP continue to work closely with divisions on localised initiatives to tackle 
themes. 

Q2 23/24 - Narrative

Strategic Objective 7: Great Team – Improve Workforce Sustainability (Q2 2023-24)
Objective 7
Address the challenge of workforce shortfalls through innovative staffing solutions and effective retention measures as well as proactively marketing the trust as an organisation where careers can be developed 
and nurtured

G

Supporting BCDD Projects:
N/A – Supporting BCDD Projects subsumed into Divisional BAU in May 2023

23 
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Q1 2023-24 Q2 2023-24

Data source Success measures Baseline Tar Act Var RAG Tar Act Var RAG

Acorn and L&D 
Records

Improved diversity in staff involvement in non- mandatory training. (% 
of BAME staff taking up Acorn- recorded non-mandatory training 
matches or exceeds % of BAME workforce (45% in March 2022))

45% 45% 44% -1% A 45% 49% 4% G

Coaching
Service

Records

Increase in proportion of staff seeking support from new career 
coaching services. (one client receives 5 coaching sessions) - Coaching 
Service launched on 22/10/2021 baseline is usage to 1/4/22)

16 100 102 2 G 125 125 0 G

Staff Survey
The Staff Survey promise on ‘We are always learning’ to improve from a 
score of 5.4 to at least 5.6

5.4
New 

survey 
TBC

New 
survey 

TBC

New 
survey 

TBC
N/A

New 
survey 

TBC

New 
survey 

TBC

New 
survey 

TBC
N/A

Coaching: The service now has 54 coaches with 10 more due to complete training mid-Q3 and 20 more to commence training later in Q3.  Advanced coaching courses 
now confirmed for Q3 and Q4 which will allow the number of coaches to grow exponentially in 2024 as there will be a larger number of senior coaches created by these 
advanced courses (and thus more coaches can be supervised). Client numbers also expected to grow considerably in Q2/Q3 as coaching is offered to delegates of the 
new leadership programmes. The first advanced coaching programme is due to start on 15 November. 

Improved Diversity: We have ensured equality of representation on the new regional Emerging System Leaders Programme (50% of final nominations were of BAME 
staff) and all L&D staff have attended Cultural Awareness Training.  In Q3 Cultural Awareness Training will be rolled out onto all the new leadership development 
programmes.

Staff Survey:  No update as the new staff survey is due to open shortly. 

Q2 23/24 - Narrative

Strategic Objective 8: Great Team – Develop as a learning organisation (Q2 2023-24)
Objective 8
Improve effective development opportunities for our staff to support innovation and enhance our culture as a learning organisation

G

Supporting BCDD Projects:
N/A – Supporting BCDD Projects subsumed into Divisional BAU in May 2023 23 
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Data 
source

Success measures Baseline
Q1 2023-24 

Target
Q1 2023-24 

Actual Variance RAG

Volume of paper used across the organisation (target a % reduction)

Number of patients accessing the patient portal (need to confirm start date and some 
usage from other organisation’s implementations

Number of care staff accessing the Shared Care record (across the ICS) (we only went 
live in April so we would need to figure out a target)

Number of paper forms digitised within Cerner

% increase in a range of Cerner “lights on” metrics

No update for Q2 2023-24

Q2 23/24 - Narrative

Strategic Objective 9: Great Place – Digital & IT Innovation (Q2 2023-24)

Objective 9
Maximise the benefits of digital and IT innovation by fully optimising the benefits of EPR and the wider use of data to drive improved patient care

N/A

Supporting BCDD Projects:
N/A – Supporting BCDD Projects reported elsewhere 23 
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Q2 23/24 - Narrative

Strategic Objective 10: Great Place – New & Refurbished Hospital Buildings (Q2 2023-24) A

Objective 10
Deliver new and refurbished hospital buildings in the shortest timescale possible by securing funding for the preferred options for all three hospitals

Targets

Success measures Baseline Q1 2023-24 RAG Q2 2023-24 RAG

Capital allocation secured (dependent on NHP timelines) - A A

OBC approved & clear programme for FBC and construction agreed with regulators (dependent 
on NHP timelines)

- R R

Enabling capital agreed and works completed to timetable (dependent on NHP approval) - A A

Overall Programme: The Trust's redevelopment team continue to work closely with the New Hospital Programme and to further develop work as part of the Outline Business Case process. 
Progress this quarter has been made in gaining outline planning permission for the scheme. Support has also been mobilised to further update key elements of the OBC, such as the 
demand and capacity model (so the baseline year is now 2023 as opposed to 2019) and to align with emerging H2.0 recommendations regarding cost allowances and 32-bed ward / 100% 
single room design.

Watford Hospital / Emergency Care Enabling Schemes: Following the approval of funding to create additional beds in the Shrodells building and to deliver the pathology essential services 
lab at Watford, construction work for both schemes is now underway and due to complete early in 2024. The purchase of land plans have been submitted to NHP, with the aim of 
completing the purchase this calendar year. The next step is to develop business cases for further essential enabling schemes, such as decanting plans and site clearance.

Planned Care: To provide sufficient capacity to meet local demand, bids have been submitted for alternative funding for planned care services, where this is available. Enabling work on the 
electrical infrastructure is underway and the temporary relocation of the fracture clinic at St Albans has completed, to support the Community Diagnostic Centre scheme. The Elective Care 
Hub business case is progressing with the expectation that the Final Business Case will be submitted to relevant Trust Boards in December 24, following confirmation of a Guaranteed 
Maximum Price. Finally, funding has been secured for the development of a new Endoscopy Unit onsite. Regarding Hemel Hempstead Hospital, dialogue is underway with ICB and DBC 
colleagues, in relation to an emerging option to create a Health Campus on the Market Square site. 

Supporting BCDD Projects:
P8.2 – Business Case for the Enabling Works 23 
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Q2 23/24 - Narrative

Strategic Objective 11: Great Place – Reduce our carbon footprint (Q2 2023-24) G

Objective 11
Reduce our carbon footprint (excluding redevelopment capital bids)

Targets

Data source Success measures Baseline
Q1 

2023-24
RAG Q2

2023-24
RAG

Staff survey
1) Increase in the number of staff aware of the Green Plan and their 
responsibility in achieving the Trust’s commitment to become one of the 
greenest acute hospital trusts in the NHS

TBD at initial 
staff survey

Q2 A Q3/Q4 survey A

Green
dashboard

2) Lead a minimum of 8-10 programmes to reduce the use of single-use items in 
clinical services and settings

Nil Ongoing G Ongoing G

Green
dashboard

3) By 2025, 100% of appropriate clinical waste to be treated at an energy-from-
waste recovery facility

0% 2025 C C

Green
dashboard

4) 5% decrease in energy consumption N/A Q4 G Q4 G

Green
dashboard

5) To reduce staff driving to work to 55% and patients driving to our hospitals to 
75%

Staff 61%
Q2 A Q2 R

Patients 79%

1) Have reached out to the communications team to run a semi-regular item in the internal e-update to update colleagues in the Trust on all Green Plan initiatives. It has been agreed that items on the green plan will 
be run in the quarterly pulse survey, as opposed to the national survey, the WHTH Green Plan Project Manager is engaging with the HR team in regard to adding questions on the Green Plan to the upcoming 
Quarterly Pulse survey. 

2) Ongoing projects are still taking place. From 1st October 2023 the law has changed, and single use plastic is now banned. This will impact ongoing milestones for eliminating single use products throughout the 
Trust. Work is ongoing to support.

3) All appropriate waste is now going to an energy from waste facility. As noted in the Q1 update and realised in the Q2 update.

4) The extension into WACS, for the installation of LED lights, has been approved, an update on the next steps is currently awaited. Noted that CHPs have been running more than it has been in recent years, this has 
a positive impact on the energy spend. There is ongoing monitoring at all three acute sites, for energy consumption, with a specific focus on energy consumption at SACH. 

5) An upcoming meeting is taking place between Toby Hyde, Alex White, the Green Plan Team, and the Redevelopment Team to confirm the route forward for the work on Travel & Access. The outcome of this 
meeting will inform the direction of travel and success measures for this associated metric.

Supporting BCDD Projects:
P8.5 – Implement the Green Plan 23 
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BCDD Projects - Project Lifecycle Stage and Overall RAG rating
The tables below outlines the project lifecycle stage and their Overall RAG rating for each project within Better Care Delivered Differently. 

Delivery (7)

Programme Ref Project Overall RAG rating

Best Care P1.2 ICS Acute Services Strategy A

Integrated Care P2.1 Virtual Hospital (Phases 1-3) A

Personalised Care P3.1 Equality Delivery System A

Consistent Care P4.1 Clinical Practice Group G

Redevelopment

P8.2 Business case for enabling works G

P8.4 Expansion of Diagnostic Services at SACH A

P8.5 Implement the Green Plan G

Implementation Planning  (1)

Programme Ref Project Overall RAG rating

Best Care P1.6
Improve our services for pregnant 
women

Project to be closed and assumed 
into divisional BAU

Planning (6)

Programme Ref Project Overall RAG rating

Best Care

P1.3
Development of an elective system 
hub

A

P1.5
Remove same day multi-site pathways  
– Urology

A

Integrated Care

P2.4 Frailty transformation G

P2.5 Respiratory transformation G

P2.6
Proactive management of patients 
with multiple Long-Term Conditions 
(LTCs) 

G

Consistent Care P4.2
Theatre Productivity Improvement 
Programme

A

Project Scoping / Initiation (1)

Programme Ref Project Overall RAG rating

Personalised Care P3.2 Promote Inclusion across our services R

23 
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BCDD Milestones – highlighted by exception
Overall RAG Rated RED projects.

Programme Ref Project Project Lifecycle Delays in milestones and extreme (red) risk identified

3. Personalised Care P3.2 Promote Inclusion Across our Services Scoping

Milestone 1: Set up and confirm membership for internal stakeholder group
Following the previous stakeholder meeting (August 2023) it was agreed that final 
revisions will take place to the ToR and PID, these revisions were expected to be 
ratified at the November 2023 meeting. 

Milestone 2: Set up the initial internal workstream (Race) to focus on the 
recommendations outlined in the Making Local Healthcare Equal (MLHE) report
It has been agreed that stakeholder meetings will be paused until the EDS 
submission for 2023/24. This also results in the outputs and recommendations made 
from the Healthwatch report being put on hold until further notice and until the 
stakeholder group reconvenes. 

Milestone 3: Review existing research on patients and their experience of accessing 
services
EDI data has been received from Michelle Creese (EPR) and it was planned, for the 
November Stakeholder Group, that colleagues from around the Trust would join the 
meeting to present on captured EDI data. As noted, this meeting has now been 
stood down and is awaiting confirmation of next steps following the EDS submission 
(23/24).

Milestone 4: Undertake/Source external support for new research on patient 
engagement
Project SRO and Project Support will no longer be leading the project come the new 
year and deliverables of the project will be TBC as new ownership is agreed. This due 
to a change in roles and project support leaving the Trust.

Risk 004: Unable to respond to recommendations made in MLHE
Stakeholder group has now been stood down until further notice and method for 
responding to Making Local Healthcare is currently unclear

23 
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BCDD Milestones – highlighted by exception
Although the following projects are not overall RAG rated RED, we are highlighting them for attention, based on RED milestone RAGS.

Programme Ref Project Project Lifecycle Delays in milestones

8. Redevelopment P8.5 Implement the Green Plan Delivery

Milestone 5 (Development of the Green Travel & Access Strategy). 

Noted that the Travel & Access work is incorporated into the redevelopment 
workstream and will be dependent on progress made within the redevelopment. An 
upcoming meeting is taking place between Toby Hyde, Alex White, Green Plan Team 
and the Redevelopment team to confirm the route forward for this work.
.

23 
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BCDD Risks & Issues – highlighted by exception 
Although the following projects are not Overall RAG rated RED, we are highlighting them for attention, based on HIGH (red) risks/issues indicated, with risk 
score RAG post-mitigation deemed MEDIUM (amber).

Programme Ref Project Project Lifecycle High (red) Risk indicated; risk score RAG post mitigation deemed Medium (amber)

1. Best Care

P1.3
Development of an elective surgical hub 
for the system

Planning
Risk: Currently no formal confirmation of the revenue investment.
Mitigation: This has been escalated across the ICB and will be reviewed as part of the OBC submission. 

P1.3
Development of an elective surgical hub 
for the system

Planning
Risk: The timeline to deliver additional capacity.
Mitigation: Submitting OBC to NHSE/I on time and ensuring a robust programme that has undergone 
significant engagement.

P1.5
Remove multi-site appointments 
(Urology)

Planning
Risk: The Trust financial position can no longer support funding for this programme for the current FY and 
upcoming
Mitigation: Project to move to delivery in 2024/25

P1.6
Improve our services for pregnant 
women

Implementation 
Planning

Risk: Recruitment and retention
Mitigation: Maternity leadership programme has now commenced and is ongoing. Midwifery workforce is 
in line with birth rates and is being revised using birth rate plus. 

4. Consistent Care P4.1 Clinical Practice Groups Delivery

Risk: Implementation of 10 pathways by March 2024 risk of not achieving due to ongoing industrial actions, 
CPG team staffing capacity, EPR processes delay, ongoing internal surge incidents and delays in divisional 
approvals
Mitigation: Develop strategy for business-as-usual pathways to be handed over to appropriate division for 
long term sustainability with provision of periodic oversight by CPG team. 

23 
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BCDD Risks & Issues – highlighted by exception (continued)
Although the following projects are not Overall RAG rated RED, we are highlighting them for attention, based on HIGH (red) risks/issues indicated, with 
risk score RAG post-mitigation deemed MEDIUM (amber).

Programme Ref Project Project Lifecycle High (red) Risk indicated; risk score RAG post mitigation deemed Medium (amber)

8. Redevelopment

P8.2 Business Case for the Enabling Works Delivery
Risk: Trust to confirm the release of 44 beds (August 2024) to enable the removal of the surge units.
Mitigation: Ongoing service transformation activity to reduce the overall demand on beds at WGH.

P8.2 Business Case for the Enabling Works Delivery

Risk: Inflation and uncertainty in the contractor and supply chain market is leading to cost increase and 
programme delay across much of the trust’s internal capital programmes and enabling works for the 
redevelopment
Mitigation: Engage with the marketplace to try and mitigate the excessive risk into project costs. Continue 
to investigate alternative procurement routes to ensure VFM

P8.4 Expansion of Diagnostic Services at SACH Delivery

Risk: Inability to recruit a skilled workforce will impact efficient service delivery.
Mitigation: To explore new roles and new ways of working, supported by digital transformation, and 
implementing an apprenticeship programme. To expand international recruitment to include 
Radiographers and to explore opportunities via volunteer pools.

P8.4 Expansion of Diagnostic Services at SACH Delivery

Risk: An increase in revenue costs, due to the inability to recruit radiologists that are able to report on the 
increases in activity.
Mitigation: Potential increase in costs are being flagged, to relevant forum, ahead of time to raise 
awareness.

P8.4 Expansion of Diagnostic Services at SACH Delivery
Risk : Parking on SACH site.
Mitigation: Reviewing various on and off-site parking solutions. Will also work closely with the main 
contractor to minimise parking disruption.

23 
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Ref Project Name
Project RAG Rating

Sep 2023 Nov 2023

P1.2 Acute services strategy G A

P1.3 Development of an elective system hub A A

Sep
2023

Nov
2023

A A

Reporting Month November 2023

Issues for Escalation

- N/A

Milestones/Key Achievements Next Period Planned activities 

P1.2 – No additional progress has been made or work taken place following the previous submission of this 
project. This is due, amongst other reasons, to planned and unplanned leave within the supporting project 
team.

P1.3 – Impact assessment completed indicating that 300-400 cases might be lost over the 12-month 
construction period.

P1.5 – Full Business Case to be submitted, subject to the following schedule of approvals: FBC to 
Committees (January 2024), FPC to Board (February 2024), works commence (April 2024).

P1.6 – Score survey has commenced and is due to complete in December 2023, a supporting action plan will 
follow this. A senior midwife away day is planned for 10

th
January 2024 and unit meeting has now been 

established. Regional assurance and ICB visits into maternity were positive and identified no immediate 
actions.

P1.2 – To reschedule the planned 16th November meeting that was diarised to initially discuss next 
steps.

P1.3 - Work is ongoing to monitor the outputs of the impact assessment and will be reported accordingly 
as updates continue to develop.

P1.5 – To review the capacity and demand models and confirm expected future requirements. To 
finalise the financial case based on the updated activity and demand models.

P1.6 - The refurbishment of specific areas on the Delivery Suite are to be planned, this work has been 
project managed. To submit the evidence for the maternity incentive scheme (year 5) and the 
submission of the final midwifery workforce paper to the Quality Committee.

BCDD Programme 1 – Best Care Programme SRO: Mary Bhatti

SRO Programme Summary Programme RAG Rating

Acute Services Strategy – No further progress has been made or work taken place following the Q1 update. A meeting was planned (16th November 2023) to confirm the 
way forward. Due to conflicting commitments, the planned meeting (16th November) did not go ahead, and work is ongoing to re-schedule the originally planned 
meeting.

Development of an elective system hub – The demolition of Theatre 5 is currently scheduled for December 2025 and is anticipated to be handover over to BAM 
Construction on 15th December 2023.

Remove same day multi-appointment pathways (urology) – GMP was returned in November. The scheme has now been reissued externally for competitive tender.
Whilst awaiting final project costs, the OBC has been refreshed to include the D&C model, but work cannot proceed without final costs.

Improve our services for pregnant women – Following a recommendation from the WHTH Strategy Team the Project SRO, Mitra Bakhtiari, has confirmed that following 
submission of the November 2023 update P1.6 will no longer be reported via BCDD and will be assumed into divisional BAU and reported through divisional governance 
forums. The Ockenden final action plan is near completion and the remaining actions are progressing and impose a low risk to the organisation. The East Kent gap 
analysis has been completed and the Trust has established processes that are in line with the recommendations made..

Ref Project Name
Project RAG Rating

Sep 2023 Nov 2023

P1.5 Remove multisite appointments - urology A A

P1.6 Improve our services for pregnant women G BAU
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Ref Project Name
Project RAG Rating

Sep 2023 Nov 2023

P2.1 Virtual Hospital (VH): Phases 1-3 A A

P2.4 Frailty G G

September
2023

November
2023

A G

Reporting Month November 2023

Issues for Escalation

N/A

Milestones/Key Achievements Next Period Planned activities 

P2.1  – Work is ongoing to increase GP cover in HUB with the aim of 7 day working. New VH pathways are being 
developed with VH Ortho and CYP VH pathways going through development. The surgical pathway is now live and the 
monitoring of this pathway activity will begin.

P2.4 – Clinical Design Group established for anticipatory/proactive care programme and funding has been secured to 
support the development of the model. Frailty H&H service is well established, and all posts are now recruited into.

P2.5 – Demand and capacity modelling has been completed and pathways have been agreed. The current submission 
exceeds the financial envelope.

P2.6 – Following a successful workshop, the project has been re-scoped and a potential funding opportunity has been 
identified; working in collaboration with Social Finance. A design group has been established (meeting weekly) which 
includes all stakeholders.

P2.1 – To agree the launch date for the diabetes pathway. To adjust the internal 
meeting/reporting structure to move to a BAU model with teams presenting on 
performance. Significant work is ongoing with Primary Care colleagues to promote ‘set up’ 
aspects of VH pathways.

P2.4 – To identify cohort of patients for the initial phase of proactive / anticipatory care 
programme and write up a concise proposal for the Finance Group. To agree the framework 
and process for re-scoping of the wider Frailty Transformation Programme.

P2.5 – Several options are being considered in terms of next steps and teams will be working 
together to agree a way forward.

P2.6 – To finalise the revised programme plan and to identify a cohort of patients to be 
included in the initial programme.

BCDD Programme 2 – Integrated Care Programme SRO: Toby Hyde

SRO Programme Summary Programme RAG Rating
Virtual Hospital (VH)  – SWH VH clinicians are discussing options to progress equitable access across SWH, focusing on Barnet General Hospital, and hoping to have a 
referral route active in December 2023. The pilot has been agreed for the diabetes VH pathway and work is ongoing to move towards an implementation group and 
agreeing a launch date. A full VH review is planned and the framework for this has been agreed now that the Performance and Delivery Manager is in post.

Frailty – Noting the current financial situation, any schemes requiring additional investment are on hold which means that the Business Case is also on hold. Many of the 
supporting workstreams do not require additional investment.

Respiratory Transformation – Work is ongoing to sign the contract. Meeting held on 20th November 2023 and agreed that finances to be confirmed ahead of contract 
signing. CLCH and WHTH submitted joint tender response (28th April 2023) but was over the financial envelope. Agreed on 21st November 2023 that WHTH will review a 
wider set of respiratory activity to identify the full financial envelope. Currently seeking agreement to operationalise the triage model. 

Multiple Long-Term Conditions – Workforce modelling / staffing review is taking place to identify gaps and possible alternative staffing options. The high-level clinical 
model has now been agreed and a design group has been established which is led by Steve Laitner. Work is now underway with social finance to develop an investment 
model that will support the programme. Some funding has already been allocated.

Ref Project Name
Project RAG Rating

Sep 2023 Nov 2023

P2.5 Respiratory Transformation G G

P2.6 Multiple Long-Term Conditions (LTC) G G
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Ref Project Name
Project RAG Rating

Sep 2023 Nov 2023

P3.1 Equality Delivery System 2022 Review G A

P3.2 Promote inclusion across our services A R

Sep 2023 Nov 2023

A R

Reporting Month November 2023

Issues for Escalation

N/A

Milestones/Key Achievements Next Period Planned activities 

P3.1 - Alex Paice and Michelle Hope met to discuss the timeline and agreed a final paper is 
needed to be completed by mid-January for the January PERC and for it to go to Board in 
February to allow publication by the deadline. An EDI improvement plan for 2024 has been 
developed to support the 2023/24 EDS delivery.

P3.2 – Agreed that work with the stakeholder group would be paused to focus on the mandated 
EDS (23/24) yearly submission for the Trust.

P3.1 – Work continues to progress the actions and work is ongoing with staff networks to 
provide support with their comments and scoring. It is noted that there now seems to be a 
shift in a system approach to completing the required framework.

P3.2 – Project SRO, Project Lead & Patient Experience Lead to meet to discuss the EDS 
Domain 1 submission in support of the updated and agreed deliverables for the current focus 
of this project.

BCDD Programme 3 – Personalised Care Programme SRO: Kelly McGovern

SRO Programme Summary Programme RAG Rating

Equality Delivery System (EDS) 2022 Review – EDS Domain 1: Work is ongoing to complete the submission for EDS Domain 1, ahead of the submission 
deadline, and a meeting is planned with Paul Curry (HWE ICB) in November 2023 to confirm the requirements and submission guidance. Data for the 
supporting EDS Domain 1 services is being collated and is planned to be with the service leads (Maternity & Diabetes). Work is ongoing to source data 
for the third commissioned service (Gypsy and Traveller Empowerment). EDS Domain 2 & 3: Action plans have been updated to reflect the extent of 
the progress made with each element. The newly formed staffing structure will support a more integrated approach to actions alongside wider EDI 
improvement to align NHS and local requirements. Evidence packs are being finalised for each sub-theme within Domain 2 & 3 and supporting 
evidence has been collated throughout the year to support.

Promote inclusion across our services – Following discussion between Michelle Hope and Alex Paice it was agreed that the Promote Inclusion 
Stakeholder Group is to be paused until further notice for the project team to focus on the 2023/24 EDS submission. The pause of this group has 
resulted in several of the noted and agreed milestones falling behind schedule and altering the RAG rating of the project to RED. Additionally, the 
Project SRO and Project Lead will no longer be leading this project come the new year and the project deliverables are TBC until new ownership is 
agreed. This is due to a change in the role and project support leaving the Trust.
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Ref Project Name
Project RAG Rating

Sep 2023 Nov 2023

P4.1 Clinical Practice Group(CPG) G G

P4.2 Theatre Productivity Improvement Programme A A

Sep
2023

Nov
2023

A G

Reporting Month November 2023

Issues for Escalation

None

Milestones/Key Achievements Next Period Planned activities 

P4.1 – Heart failure pathway was restarted in October 2023 and a miscarriage audit has been approved 
for posters at national conference in November 2023. Costing for all pathways is currently in progress and 
QI modules training has been delivered as part of the QI faculty. The CPG team also attended a joint 
meeting (RFL / WHTH) for developing the handover process for the pathways.

P4.2 – The project notes four overarching aims, and the updates are as follows:
• Increase average cases per list to 2.9. SACH - currently at 2.8 for Nov.
• Decrease early finishes from 54.5 minutes – currently 31.5 minutes for Nov.
• Further reduce hours lost due to late starts from 2.3 (October avg.) to 2 hours. Currently at 2.6 hours 

for Nov.
• Increase utilisation to 85% - currently at 83.9% for Nov.

P4.1 – To explore real time dashboard analysis for relevant pathways from the Cerner system and to 
explore the workload for inpatient diabetes pathway. Work is currently ongoing to plan and organise 
a joint QI/CPG event in January / February 2024 alongside the development of quarterly divisional 
updates.

P4.2 - To further embed median times across all clinical services and to roll-out further 
communications an engagement. A BAU approach to theatre lists that continue to underperform, is 
being employed, via Theatre Activity Group meetings and regular specialty review.

BCDD Programme 4 – Consistent Care Programme SRO: Don Richards

SRO Programme Summary Programme RAG Rating

Clinical Practice Group: CPG Finance Officer to develop and implement the costing strategy for three pathways (induction of labour, pulmonary 
embolism and frailty). The opportunity for cost improvements have been identified for some pathways and these opportunities will be discussed 
with the efficiency team for approval. Patient engagement is currently in progress for the wheezy child discharge leaflet and a decision is awaited, 
from the CPG clinical leads, to identify further co-production projects and appropriate supporting resources. Work continues the benefits realisation 
from the CPG Programme with year 1 pathways completed and year 2 & 3 pathways currently in progress.

Theatre Productivity Improvement Programme: The key focus on two workstreams continues, with a focus on booking and planning the on the day 
processes. The programme lead are surgical support services ADM are working to integrate process and policy as BAU with plans for regular 
stakeholder engagement and the accountability of the utilisation of productivity improvements. This is planned to be monitored through the 
divisional Theatre Activity Group.
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Business Case for Enabling Works - Work has commenced on site for the Pathology and Mortuary and is scheduled to complete on 10th June 2024. 
Business Case for the VIE is due to be submitted to NHP and work expected to take place in the first half of 2024. The ongoing work, for the expansion 
of beds in Shrodells, has now been split into two phases (top floor and first floor) and is not due to fully complete until 28th February 2024.

Expansion of Diagnostic Services at SACH – Trust team are currently reviewing a full range of options for the CDC project to optimise value for money 
and ensure affordability. The cost and programme will be confirmed once an option is agreed. 

Implement the Green Plan – Following a law change, single use plastic is now banned. The WHTH vegan network has been set up with the first talk 
taking place on 6th November 2023. The development of this network will hopefully support the further development of the initiative of plant-based 
meals being provided as standard. A Sustainable Procurement Specialist has now started and been in post for 3-4 weeks, the WHTH Energy & 
Sustainability Lead is scheduled to meet with the postholder within the coming weeks, this post is a shared resource with the ICS. Travel & Access 
work is still awaiting confirmation and is noted as being incorporated into the redevelopment workstream. An upcoming meeting is taking place 
between Toby Hyde, Alex White, the WHTH Green Plan team, and the WHTH Redevelopment team to confirm the route forward for this work.

Ref Project Name
Project RAG Rating

Sep 2023 Nov 2023

P8.2 Business case for enabling works G G

P8.4 Expansion of diagnostic services at SACH G A

P8.5 Implement the green plan G G

Sep 2023 Nov 2023

G G

Reporting Month November 2023

Milestones/Key Achievements Next Period Planned activities 

P8.2 – A member of NHP is now embedded two days a week in the redevelopment team to support the 
ongoing enabling works programme. Additionally, unconditional planning consent (land transfer) has been 
received for the main development. This was received on Friday 9

th
November 2023.

P8.4 – The Trust team are currently reviewing the alternative options for the CDC project. 

P8.5 - A bespoke Green Plan update is scheduled to be presented to the Trust Board in December 2023 
(deferred from October 2023). The planned update will note that there is currently reduced support in the 
team with the potential to increase resourcing to support ongoing project work. This planned report will 
also cover governance and reporting processes. 

P8.2 - Work is ongoing to complete on the land purchase in December 2023.

P8.4 – Decision on option to progress once the full range of options for the CDC project have been 
assessed on cost, programme and deliverability. 

P8.5 – Work is ongoing to develop the supporting capital projects that are being developed for later this 
year. Communications have been sent to the HR team regarding adding Green Plan questions to the 
upcoming Quarterly Pulse survey. This supports achievement of metrics within Strategic Objective 11 
(environmental sustainability).

Issues for Escalation

N/A

BCDD Programme 8 – Redevelopment Programme SRO: Alex White

SRO Programme Summary Programme RAG Rating
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Title of the paper: Watford General Hospital – Draft Outline Business Case Update 

Agenda Item: 24 

Presenter: Alex White, Chief Redevelopment Officer 

Author(s): Alex White, Chief Redevelopment Officer 

Purpose: 
 

For approval 
 

 For discussion  For information 

 X X 
 

Executive Summary: 
 

The purpose of this report is to summarise progress with the development of 
the Outline Business Case for Watford General Hospital. 
 

Trust strategic aims:  Aim 1 
Best care 

 
Objectives 1-4 

Aim 2 
Great team 

 
Objectives 5-8 

Aim 3 
Best value 

 
Objective 9 

Aim 4 
Great place 

 
Objective 10-12 

x x x x 
 

Links to well-led key 
lines of enquiry: 
 

☐Is there the leadership capacity and capability to deliver high quality, 

sustainable care? 

☒Is there a clear vision and credible strategy to deliver high quality, 

sustainable care to people, and robust plans to deliver? 

☐Is there a culture of high quality, sustainable care? 

☒Are there clear responsibilities, roles and systems of accountability to 

support good governance and management? 

☒Are there clear and effective processes for managing risks, issues and 

performance? 

☒Is appropriate and accurate information being effectively processed, 

challenged and acted on? 

☒Are the people who use services, the public, staff and external partners 

engaged and involved to support high quality sustainable services? 

☒Are there robust systems and processes for learning, continuous 

improvement and innovation? 

☒How well is the trust using its resources? 

 

Previously 
considered by: 

Committee/Group Date 

Redevelopment Programme Committee 16 November 2023 
 

Action required: 
 

The Board is asked to receive this report for information. 
 

 
 

 
  

Trust Board  

07 December 2023 
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Agenda Item: 24   
 

 
Trust Board meeting – 07 December 2023 
 
Watford General Hospital –Draft Outline Business Case Update 
 
Presented by: Alex White, Chief Redevelopment Officer 

 
 

 

Introduction  

 

Following the announcement by the government in May 2023, the Trust has been focusing on the 

following key areas of the Watford General Hospital redevelopment: 

 

• Updating the outline business case 

• Refining certain aspects of the building design 

• Enabling works 

• Building capability in anticipation of the next phase of the project 

 

 

Outline Business Case 

 

It should be noted that the contents of the OBC are commercial in confidence, meaning that certain 

details cannot be disclosed in this paper. 

 

The draft Outline Business Case (OBC) for the redevelopment of Watford General Hospital has been 

updated to reflect confirmation that the scheme will be fully funded and to incorporate the emerging 

New Hospital Programme initiatives such as ward configuration and centralised activity modelling 

assumptions. 

 

It is currently anticipated that the OBC will be finalised in the first few months of 2024, whereupon it 

will be submitted to the Trust Board for approval ahead of formal submission to the NHS regulators. 

 

The need for a new hospital in Watford has been recognised for many years and the case for change 

is increasingly urgent.  Without significant capital investment there is a very high risk of failure of 

critical estate infrastructure leading to an impact on services for patients, with the overall case for 

change outlined within the OBC remains as follows: 

 

 

 

Better Buildings 

We need new and improved hospital facilities urgently – our buildings are too old, too cramped 

and too unreliable to enable us to deliver the best patient care and patient experience. 

Our new buildings will enable us to be financially, clinically and environmentally sustainable. 
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The HSMC Treasury ‘5-case’ model provides the framework for the OBC and for this current 

iteration, updates have been made to each chapter to provide alignment with the latest thinking, both 

from the Trust and from the New Hospital Programme’s emerging Hospital 2.0 guidance: 

 

OBC Chapter  Recent Updates 
 

Strategic Case • The baseline data for the demand and capacity has been updated from 
2019 to 2023. 

Economic Case • Non-material amendments have been made to the investment objectives 
and the critical success factors published in the May 2022 draft OBC 
chapters, to reflect the single-site focus and the updated timeline of this 
latest document. 

• Costs of options for the Watford site have been updated to reflect both the 
current timeline and recent guidance from the New Hospital Programme 
with regard to anticipated cost allowances. 

Commercial 
Case 

• This chapter reflects the latest designs for the Watford site, which include 
32-bed wards and 100% single rooms, in line with the New Hospital 
Programme’s emerging expectations. 

• Outline planning permission was granted in September 2023 and these 
new ward layouts can be accommodated within that. 

• The outpatient configuration has been modified to reflect the latest thinking 
on patient and clinical flows. 

• An improved atrium layout has been developed to improve wayfinding and 
patient and staff experience.  

Financial Case • This chapter has been updated to reflect the revised capital costs, with 
revenue costs in line with the financial plan for 2023. 

Management 
Case 

• The management case reflects the updated site-based internal 
governance structure to support the further progression of plans. 

 

Better Care 

We need to deliver 21st century care from a 21st century hospital to meet changing population 

needs and improve patient outcomes.  

We will continuously strive for care excellence and improvement, 
 not just move current services into new buildings. 

 

Digitally Integrated and Innovation-driven 

We need to be an innovation-driven, data led, digitally enabled hospital that is fully integrated 

with our local health and care system. 

New technology will help us deliver the best possible evidence-based care when needed, 

while enabling people to stay well and supported within their own home. 
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Design development 

The Trust has been working with its design partners (BDP) to ensure the design reflects the 

emerging standards being set by the New Hospitals Programme (including ward configuration, 

structural grid and modern methods of construction). 

 

The design has also been refined to improve wayfinding and flows through the main entrance and 

to reflect the latest thinking behind modern outpatient departments. 

 

Other enhancements include the introduction of a control centre and integrated teaching and training 

space. 

 

The Trust and the NHP are working closely to develop a centrally funded RIBA3 design programme. 

 

Enabling Works 

 

The construction of the new pathology laboratory is progressing well. This new facility will house 

pathology services currently housed in the building to the south of the PMoK building. It is currently 

anticipated that this will open in Spring 2024. 

 

The project team is working closely with the New Hospital Programme team to develop its design 

and subsequent commercial arrangements ahead of a programme of enabling works which will be 

delivered throughout 2024, including bringing in new power supplies, relocating the oxygen plant, 

site clearance and civil engineering work. 

 

Building Capability 

 

In September, the redevelopment team was moved to a much larger and more appropriately 

equipped dedicated redevelopment office. 

 

A staffing plan has been produced, against which an extensive programme of recruitment is being 

enacted. A Design and Construction Director was appointed in September and is expected to start 

in the new year. 

 

Next Steps 

In addition to progressing the narrative and supporting information within the OBC for Watford 

General Hospital, further key next steps for the site are as follows: 

 

- Finalising the land-sale and developing further enabling scheme business cases, so that these 

works can progress at pace.  

- Further progressing design-work and maintaining a comprehensive programme of supporting 

user/partner engagement. 

- Continuing collaboration with the New Hospital Programme to promote alignment with any 

further Hospital 2.0 guidance. 

- Formal submission of the Outline Business Case via the Trust Board in 2024. 
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Recommendation 

The Board is asked to receive this report for information. 
 
 
Alex White 
Chief Redevelopment Officer 
 
December 2023 
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Title of the paper: St Albans Hospital Redevelopment Update 

Agenda Item: 25 

Presenter: Alex White, Chief Redevelopment Officer 

Author(s): Alex White, Chief Redevelopment Officer 

Purpose: 
 

For approval 
 

 For discussion  For information 

 X X 
 

Executive Summary: 
 

The purpose of this report is to provide the Committee with further detail 
regarding the redevelopment schemes that are currently underway at St 
Albans City Hospital, namely: 

• Elective Care Hub 

• Community Diagnostic Centre 

• Endoscopy 
 

Trust strategic aims:  Aim 1 
Best care 

 
Objectives 1-4 

Aim 2 
Great team 

 
Objectives 5-8 

Aim 3 
Best value 

 
Objective 9 

Aim 4 
Great place 

 
Objective 10-12 

x x x x 
 

Links to well-led key 
lines of enquiry: 
 

☐Is there the leadership capacity and capability to deliver high quality, 

sustainable care? 

☒Is there a clear vision and credible strategy to deliver high quality, 

sustainable care to people, and robust plans to deliver? 

☐Is there a culture of high quality, sustainable care? 

☒Are there clear responsibilities, roles and systems of accountability to 

support good governance and management? 

☒Are there clear and effective processes for managing risks, issues and 

performance? 

☒Is appropriate and accurate information being effectively processed, 

challenged and acted on? 

☒Are the people who use services, the public, staff and external partners 

engaged and involved to support high quality sustainable services? 

☒Are there robust systems and processes for learning, continuous 

improvement and innovation? 

☒How well is the trust using its resources? 

 

Previously 
considered by: 

Committee/Group Date 

Redevelopment Programme Committee 16th November 2023 
 

Action required: 
 

The Board is asked to receive this report for information. 
 

 
 
  

Trust Board Meeting 

07 December 2023 
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Agenda Item:  25 
 

 
Trust Board Meeting – 07 December 2023 
 
St Albans Hospital - Redevelopment Update  
 
Presented by: Alex White, Chief Redevelopment Officer 

 
 

St Albans City Hospital (SACH) 
 

Redevelopment Programme Committee Update - November 2023 

 

Overview 

 

There are currently three major redevelopment projects about to start at St Alban’s City 

Hospital, which form part of the Trust’s agreed strategy to develop St Alban’s as its planned 

surgical and diagnostic hub. These schemes are: 

 

• Elective Care Hub 

• Community Diagnostic Centre 

• Endoscopy 

 

Elective Care Hub (ECH) 

 

Business 
Cases: 

SFBC - 
Complete 

OBC – 
Complete 

FBC - Draft 

Report 
date: 

16 Oct 2023 YTD Spend: 
See finance 
report 

 

A “Guaranteed Maximum Price” will be provided by the Procure 23 building contractor at the 

end of November 2023, following which the FBC will be submitted to the Trust Board (via the 

Finance & Performance Committee). 

 

Community Diagnostic Centre (CDC) 

 

Business 
Cases: 

SFBC - 
Complete 

OBC – Being 
updated 

FBC 

Report 
date: 

13 Nov 2023 YTD Spend: 
See finance 
report 

 

The CDC enabling works are currently underway. The design and scope of the main works is 

currently under review to mitigate unexpected cost increases. An update on the design, cost 

and timetable for this scheme will be provided at the December 2023 Redevelopment 

Programme Committee meeting.  
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Endoscopy  

 

Business 
Cases: 

SFBC - 
Complete 

OBC – Being 
updated 

FBC 

Report 
date: 

13 Nov 2023 YTD Spend: 
See finance 
report 

 

The design of the proposed new endoscopy unit is currently in the early stages. Once the 

design has been sufficiently developed, a business case will be submitted to the Trust Board.  

 

Annex 1 contains a summary timeline for the SACH projects. 

 

Annex 2 contains a draft development control plan for the SACH site. 

 

Recommendation 

 

The Board is asked to receive this report for information. 
 
 
Alex White 
Chief Redevelopment Officer 
 
December 2023 
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Annex 1 – Summary programme for the ECH, CDC and Endoscopy unit at St Alban’s City Hospital 
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Annex 2 – St Alban’s City Hospital Development Control Plan 

 

CDC Phases 1 & 2 
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Title of the paper: Hemel Hempstead Hospital Redevelopment Update
Agenda Item: 26
Presenter: Alex White, Chief Redevelopment Officer
Author(s): Alex White, Chief Redevelopment Officer
Purpose: For approval For discussion For information

X X
Executive Summary: The purpose of this report is to provide the Committee with an update on an 

emerging option developed in partnership with Dacorum Borough Council and 
Hertfordshire & West Essex ICB, to create a new ‘Health Campus’ on the 
market square site in Hemel Hempstead. 

Trust strategic aims: Aim 1
Best care

Objectives 1-4

Aim 2
Great team

Objectives 5-8

Aim 3
Best value

Objective 9

Aim 4
Great place

Objective 10-12

Links to well-led key 
lines of enquiry:

☐Is there the leadership capacity and capability to deliver high quality, 
sustainable care?
☒Is there a clear vision and credible strategy to deliver high quality, 
sustainable care to people, and robust plans to deliver?
☐Is there a culture of high quality, sustainable care?
☒Are there clear responsibilities, roles and systems of accountability to 
support good governance and management?
☒Are there clear and effective processes for managing risks, issues and 
performance?
☒Is appropriate and accurate information being effectively processed, 
challenged and acted on?
☒Are the people who use services, the public, staff and external partners 
engaged and involved to support high quality sustainable services?
☒Are there robust systems and processes for learning, continuous 
improvement and innovation?
☒How well is the trust using its resources?

Previously 
considered by:

Committee/Group Date
Redevelopment Programme Committee 16th November 2023

Action required: The Board is asked to receive this report for information.

Trust Board Meeting
07 December 2023
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Agenda Item: 26

Trust Board Meeting – 07 December 2023

Hemel Hempstead Hospital Redevelopment Update

Presented by: Alex White, Chief Redevelopment Officer

Hemel Hempstead Hospital – Feasibility Study

Redevelopment Programme Committee Update

Introduction

The following paper provides a summary of the anticipated clinical model for Hemel 
Hempstead Hospital and also the draft feasibility study being led by Dacorum Borough 
Council.

Since May 2022, the Trust has been working with Dacorum Borough Council (DBC) and 
Hertfordshire & West Essex ICB (HWE ICB) to develop ideas for the Hemel Hempstead site.

It is currently anticipated that the scheme will be funded via a composite capital funding model, 
which could include, for example, a capital receipt from land released on the existing Hemel 
Hempstead Hospital site.

The intention is that the HWE ICB and DBC will play the leading role in sponsoring the scheme, 
with the Trust being a partner for its design, delivery and operation. 

This paper is provided as an update and for information. 

The next steps will be discussed with DBC and HWE ICB over the coming weeks.

Recommendation

The Board is asked to receive this report for information.

Alex White
Chief Redevelopment Officer

December 2023
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Clinical Model 
Feasibility Study 

Indicative Design 
 
 

 
November 2023 

 

New Hemel Hempstead Health Campus 
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PREFACE 
 
 
On 16th November 2023, following joint working between Dacorum Borough Council, Hertfordshire and West 
Essex ICB and West Hertfordshire Teaching Hospitals NHS Trust on an initial draft feasibility study, Dacorum 
Borough Council released the following statement: 
 
 

 
 
 

 
 
 

Partnership agrees to explore potential for health campus at Market Square 

“Healthcare in Dacorum could have a new approach, following an outline agreement by major health 
partners and politicians to explore the potential for a new healthcare campus in the heart of Hemel 
Hempstead. 

Dacorum Borough Council, in partnership with West Hertfordshire Teaching Hospitals NHS Trust and the 
NHS Hertfordshire and West Essex Integrated Care Board (ICB), is going to explore the future viability of 
an Integrated Health Campus at Market Square in Hemel Hempstead. The decision follows initial 
exploration work, which has highlighted the advantages to the healthcare offer for local people and the 
wider regeneration of the town centre. 

Cllr Ron Tindall, Leader of the Council, said: “This is very early days, and a full study will be commissioned 
to develop detailed proposals for this potential campus. The evidence gathered so far suggests that the 
Market Square site has several advantages. It is in an accessible location, in the heart of the town centre 
and the Council owns the land. Additionally, it provides a focal point as part of our wider ambitions for the 
transformation of the town centre. We believe that this would be an exciting and highly beneficial 
development for the town and wider borough." 

The benefits of locating an Integrated Health Campus in the town centre would help consolidate healthcare 
provision in a modern, purpose-built facility in a central location. It is a flat and well connected site, and 
the Water Gardens Car Park can provide parking for the new facility. In turn, this will increase footfall into 
the town centre, supporting local businesses and economic recovery and will bring underused land back 
into use. 

A new Health Campus will provide an opportunity to combine many different health and social care 
services in the heart of Hemel town centre, close to transport interchanges. This will make it more 
accessible than the current hospital site, which is on a steep hill. 

This is the first step in an ambitious plan for the Market Square site, which will require detailed 
engagement with multiple partners to develop an accurate understanding of the financial costs and 
benefits to deliver this scheme. 

Jane Halpin, Chief Executive of NHS Hertfordshire and West Essex ICB, said: “Initial investigations of the 
site show us it would be possible to bring a range of services together to better serve the local community. 
The next step is to explore further how services currently on the Hemel Hempstead hospital site, as well as 
primary care and potentially mental health and community services, could be brought together into a 
purpose-built and accessible facility. 

"Providing these frequently used and much-valued services together offers huge potential benefits for the 
local population and will address significant challenges related to the state of the existing estate. We all 
recognise that further work will be needed to establish the best ways of achieving the potential of the site, 
but are collectively committed to taking this concept to the next stage.” 

Matthew Coats, Chief Executive of West Hertfordshire Teaching Hospitals NHS Trust, said: “Great 
healthcare is built on services where partners work together for the benefit of patients. This is why the 
possibility of a new site in Hemel Hempstead is so positive. The Trust remains committed to improving 
facilities in the town.” 

Sir Mike Penning MP said: “I am delighted that at last we have positive news for healthcare in Hemel 
Hempstead. It is great news that the NHS is working together with the Council to seriously consider 
bringing new health services to Hemel Hempstead. 

"The Market Square location is ideal - it is a level site with excellent public transport access to every part 
of the town. From the start of this endeavour, I have warned against creating false hope. Even though it is 
still in very early stages, there is every reason to be optimistic that this will go ahead. A good news 
healthcare story at long last.”” 
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1. Introduction 

Recent discussions between local stakeholders, including Dacorum Borough Council (DBC), West 
Hertfordshire Teaching Hospitals NHS Trust (WHTH) and Hertfordshire and West Essex Integrated 
Care Board (HWE ICB), have seen the former Market Square site in Hemel Hempstead town centre 
identified as the potential location for the establishment of a new health campus as part of a 
regeneration plan for the area. Consideration of this scheme has identified an opportunity for 
WHTH’s secondary care services to be relocated to this new site, along with community and general 
practice health services delivered by other providers. 

This project focuses on the benefits that can be achieved through the delivery of the best possible 
integrated health campus in the heart of Hemel Town centre, including the Urgent treatment 
Centre. There are existing agreed plans to build a new facility on the existing Watford General site 
which will include the local Emergency Department and specialist in-patient wards. Other aspects 
of specialist care will continue to be provided across a range of sites, as at present.   

 
 
 

Fig 2: HHH02’ (site position and size) 

 
This document explores the viability of this proposal and provides some exploratory 
designs and drawings to demonstrate what could be delivered. 
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2. West Hertfordshire Teaching Hospitals NHS Trust 

West Hertfordshire Teaching Hospitals NHS Trust (WHTH) provides a comprehensive range of acute 
hospital services, operating across three sites - Watford General Hospital (WGH), St Albans City 
Hospital (SACH) and Hemel Hempstead Hospital (HHH). The Trust faces significant challenges 
related to the state of its existing estate, which has a detrimental impact on the delivery of safe, 
effective, responsive and efficient care. 

It has long been recognised that the age, layout, and condition of the estate does not meet 
expectations of patients and clinical staff alike. In September 2019, WHTH was selected as one of 
eight ‘pathfinder’ Trusts among 48 hospitals across England to be built by 2030, as part of the 
Government’s health infrastructure plan (HIP), and the plans at Watford include a large new clinical 
block to replace all the clinical facilities currently on that site. 
 
The move towards the construction of a new hospital at Watford has been complimented by work 
to review existing and potential future models of care. The Trust’s preferred approach, identified 
in the 2019 Strategic Outline Case, is that emergency care will remain in Watford, with planned 
care continuing in St Albans and Hemel Hempstead. 

Hemel Hempstead Hospital (HHH) currently provides a range of clinical services, including urgent 
care, endoscopy, diagnostics and outpatient clinics. The site also has 20 rehabilitation beds, with 
care provided by Central London Community Healthcare NHS Trust (CLCH). 

Until recently, plans for the future of HHH were centred around the further rationalisation of the 
current hospital site. All those services identified to be retained at (or moved to) Hemel Hempstead 
were proposed to be accommodated within a single building (the existing Verulam Building), with 
the remaining parts of the hospital estate then released for local development. 
 
The three partners have been working together to identify a more appropriate proposal which delivers a 
modern building in the heart of the town centre, contributing to its regeneration and providing a modern 
attractive facility which is fit for the future population growth in Hemel Hempstead. 

The potential for WHTH’s services to be delivered from a new healthcare facility in Hemel 
Hempstead would allow the Trust to vacate the Hemel Hempstead site completely and release the 
full site for redevelopment. 
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3. Service Requirements - WHTH 

WHTH intends to establish a centre for planned care for medical and long-term conditions, 
diagnostics and outpatient services. This could be on the existing site or in a new purpose built 
campus on the former Market Square site which would allow greater integration and coordination 
with other elements of healthcare in Hemel Hempstead. 

 
3.1 Outpatient Services and Anticipatory Care 

 
Outpatients services at Hemel Hempstead could include the following services: 

 
 Audiology 
 Cardiology 
 Care of Older People 
 Children’s Outpatients 
 Dermatology 
 Diabetes 
 Endocrinology 
 Gastroenterology 
 Maternity and Obstetrics 
 Neurology 
 Neurophysiology 
 Respiratory 
 Rheumatology 

The vision for outpatient services includes the establishment of a ‘Shared Care Zone’ (SCZ), 
where many of the above outpatient services would be co-located. This would enable the 
delivery of anticipatory care (e.g. regular care to support people with long term conditions - 
such as diabetes or a respiratory condition - to maintain optimum health and predict and 
prevent episodes of deterioration) and allow patients to attend for appointments with 
multiple services (including diagnostics tests) in a single visit. 

 
 
3.2 Diagnostic Imaging 

 
WHTH currently provides diagnostic services on all of its three sites, meaning they are 
accessible to the local populations of Hemel Hempstead, St Albans and Watford. 

Imaging services at Hemel Hempstead will include the following: 
 

 CT 
 MRI 
 Ultrasound 
 Xray 
 DEXA 
 Space for Future Expansion 
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3.3 Endoscopy 

 
The Trust currently has an endoscopy suite located on the HHH site. There is an intention 
to continue to deliver endoscopy procedures from Hemel Hempstead. 

 
 
 

 

Fig 3: HHH20 Marlowes View 26 
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4. Service Requirements – Other Providers 

Hertfordshire and West Essex Integrated Care Board (HWE ICB) became a statutory body on 1 
July 2022, replacing the former three Clinical Commissioning Groups for East and North 
Hertfordshire, Herts Valleys and West Essex. In conjunction with system partners, HWE ICB is the 
NHS commissioner responsible for delivering health and related care for c1.6m population. 

Health and care services and the way they are organised both from a commissioner and provider 
perspective will change over the lifespan of this project. The population is expected to grow, in 
particular the proportion aged over 65.  With the growth of older people, there will be a rise on 
both the levels of demand for health care and increases in the complexity of that demand.  For 
health and care services to meet these needs, a much more integrated approach will need to be 
taken with blurring of the lines between different sectors within health, including between physical 
and mental health, and those across health and social care. This will encompass those agencies 
who influence the wider factors affecting health; including housing, employment, and 
environment; working together in a more integrated way than past and current arrangements. 

This integrated work will contribute towards the reduction of health inequalities across HWE ICB 
and sits alongside other priority initiatives to tackle existing health inequalities, including reducing 
the numbers of people waiting for planned care, continuing to improve cancer services, supporting 
access to digital technologies and improving the uptake of screening. Personalised care and 
support planning will continue to be expanded; working closely with voluntary sector organisations 
as well as formal ones (NHS and social care).  Social Prescribing services (for example, supporting 
people to manage issues such as debt or address loneliness) have been enhanced via Primary Care 
Networks and transformation programmes across Long Term Plan, cancer, maternity, and mental 
health increasingly seek to tailor support around individual needs and preferences. It is expected 
that new models of care for our communities over the lifespan of this project, combined with 
technological advances, will lead to more integrated, individualised and technologically advanced 
models of care for our local population. 

Therefore, it should also be possible to include other health services in the facility such as urgent 
care, community, mental health and primary care services. 

 
Fig 4: HHH17 Site Section 
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5. Feasibility Study 

In Spring 2023, Dacorum Borough Council (DBC), together with WHTH and the Herts and West 
Essex ICB commissioned Turner & Townsend to produce a feasibility study to look at options for a 
new healthcare facility on the former Market Square site. The aim of the study was to test and, if 
possible, confirm the potential viability of developing the site in Hemel Hempstead for a new 
healthcare facility.   

In the view of DBC, the former Market Square location has several advantages. The site is 
accessible, serviceable, and already fully owned by the Council. In the light of the feasibility 
study’s findings, the Council is confident that a proposal could be brought forward on the former 
Market Square site.  

The study was high level, and focused on whether the required floorspace to accommodate the 
various health care services could be accommodated within the site, and set out estimated capital 
and revenue costs. Town Planning issues were not part of the scope of the work, and these need 
to be explored in more detail at a later stage. However, the Council is satisfied that the proposals 
comply with its new Hemel Hempstead Town Centre Vision, and that at this stage any apparent 
Town Planning issues can be addressed through design and construction arrangements. 

 
The anticipated benefits of locating a healthcare facility in Hemel Hempstead Town Centre include: 

 Consolidation of healthcare provision in a modern building on a central and accessible site 

 Increasing footfall to the Town Centre, supporting regeneration, economic recovery 
and local businesses 

 Bringing underutilised land back into regular use 
 
The feasibility study commenced in August 2023. As part of this work, Turner & Townsend issued 
requests for information from all partner organisations to confirm their indicative space 
requirements within a new healthcare facility. 

 
As this work progresses, WHTH then commissioned architecture firm BDP to provide design 
support to the project, to further explore the feasibility of this opportunity, and to provide 
illustrative designs and drawings using these indicative space requirements. 
 
At this stage, the details of what the full costs are and how best to meet them are still be worked 
through.  The three main partners will be commencing work in earnest in the New Year to develop 
the detailed proposals for the Health Campus. This will include the development of a funding 
strategy. The most likely way forwards is for the ICB to lead on the development of the project, 
working closely with DBC and local NHS partners.  It is envisaged that funding will be sought from 
a variety of sources. The partners have experience of this approach elsewhere and are confident 
that it will be possible to secure funding over time based on the clear vision for the Health 
Campus. 
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6. Illustrative Design and Drawings 

 
BDP were commissioned by WHTH to provide massing, indicative 1:500 drawings and an example 
main entrance area.  These drawings have been based on the largest potential space requirements 
identified by the Turner and Townsend work.  This gives confidence that the space could readily 
support a wide range and mix of healthcare and related services.  At this early stage, however, it 
should not be seen as a detailed service specification. It should also be noted that the illustrative 
designs are subject to planning permission and other townscape type analysis.   

 
The concept design for the proposed new Hemel Hempstead Health Campus on the former Market 
Square site seeks to make optimal use of what is a strategically well-located site. The site is 
currently an underutilised public open space, and the concept design seeks to invigorate it and 
give it a greater sense of purpose and identity. 

 

Fig 5: HHH15 Aerial View 
 
The site has a significant amount of frontage as it faces the Marlowes to the east and Waterhouse 
Street to the west, and benefits from significant existing car parking provision in close proximity on 
both sides. In the first instance the proposed building footprint takes its position from the site 
ownership boundary and the prevailing alignment of building frontages along the Marlowes and 
Waterhouse Street. 
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The full length and width of the site would be too deep to work for the proposed mixed use 
healthcare development, as many spaces would be devoid of natural daylight and natural 
ventilation. Figure 6, below, shows the optimum layout for the briefed blend of space types, with 
spaces arranged either side of a central circulation route. 

 
 

Fig 6: HHH06 (Building footprint) 
 

 
The site has a good orientation with a long south facing elevation with very low-rise buildings as 
southern neighbours, so the site benefits from a very good sun path. It is largely sheltered from 
prevailing winds and has a good visual proximity to the River Gade and the Water Gardens to the 
west. There are three mature trees within the site footprint along the southern edge of the site 
with a large healthy oak tree to the southeast corner. There are also a pair of trees clustered 
together towards the south-west corner of the site. Rather than considering these natural 
landscape assets as a site constraint, the design concept has positively responded to their 
proximity and has been shaped by their presence, creating richness and interest to the building 
form and spaces within, and creating a very desirable series of spaces that wrap around the trees, 
all with a southerly aspect. 
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The impact of this responsive design process is the creation of a very dynamic partially-covered 
external courtyard which would be flooded with natural daylight. The main building is raised, to 
enable a very public open and permeable ground plane to be created, activated by the building 
entrances along the northern flank and cafes and retail space along the southern edge. This 
preserves the current site status as a public open space whilst giving it meaning and purpose. 

 
 

Fig 7: HHH19 Inner Courtyard View 
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The functional content of the building (based on the largest identified range of services) would be 
arranged over five levels along with a roof top plant room. The 4th floor could consolidate the 
office admin space requirements, with the remaining space being utilised for a generous south 
facing roof garden for staff respite and making a significant contribution towards urban greening. 

 

 

Fig 8: HHH16 Exploded Diagram (Maximal Option)

26 

428 of 466 Trust Board Meeting in Public 7 December 2023-07/12/23 



Tab 26 Item 26 TB Public 7 Dec 2023 Hemel Hempstead Hospital redevelopment update 

 

 

 

 
 

Fig 9: HHH21 Hillfield Road View 
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PART TWO – DRAFT FEASIBILITY STUDY 
 

- EXTRACTS FROM TURNER & TOWNSEND REPORT 
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Introduction 
 
Dacorum Borough Council (DBC) required a Feasibility Report to test the future viability for an 
Integrated Health Care Facility (IHSCF) in Market Square, Hemel Hempstead. This facility would sit 
within the locality covered by the Hertfordshire and West Essex Integrated Care Board (HWE ICB), 
providing care primarily to the West Hertfordshire population, with services potentially provided by a 
range of healthcare organisations.  
 
To test the viability, this draft Feasibility Report provides: 

 
 An assessment and high-level overview of the growth and health needs of the local 

population, including details of the size of the facility required to accommodate the identified 
local health organisations.  

 A review of the options identified in the Turner & Townsend work to provide a range of 
options to support primary and community service provision in Market Square and 
recommended next steps.   

 A high-level capital and revenue overview of the option including the preferred option, with an 
overview of possible funding routes and detail of the investment/disinvestment opportunities.   

 An outline delivery strategy to bring forward the option. 
 
The Feasibility Report also considers the wider strategic direction of the West Hertfordshire Teaching 
Hospitals (West Herts) NHS Trust and that of the HWE ICB in relation to ‘the future of Hospital services 
in West Hertfordshire’ Business Case for the New Hospital Programme (NHP). The recommendations 
include the outcomes to patients, assurance of the delivery of value for money, and how this can support 
the wider Hemel Hempstead town centre regeneration scheme. 
 
Dacorum Borough Council is in dialogue with the County Council and the voluntary sector to ensure 
their ongoing involvement with the project. 
 
Options 

 
Turner & Townsend tested the feasibility of several different mixes of clinical services.  The work was 
able to confirm that a range of options were all feasible, including the “maximal” option with the largest 
potential mix of services and support. Based on this work there is confidence that there would be 
capacity to develop a vibrant and integrated suite of services.  
 
Dacorum Borough Council recognised that a further option is to be explored at Business Case stage 
to test the viability of a wider regeneration scheme, that incorporates both the health facility at 
Market square and commercial opportunities on the adjacent land and buildings. 
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Executive Summary 
 

This report describes the progress made against our digital vision, including the EPR improvement 
and optimisation programme. 

The paper summarises the progress made in the first half of 2023/24, including Pathology Order 
Communications and Virtual Hospital Integration into Cerner and provides more details on the 
projects in flight, including the latest patient portal developments and the opportunity to create 
systemwide digital care plans. 

The paper also gives some insight into the evolving digital strategy, including using the new 
hospital as an opportunity to create a system wide digital eco-system that supports increasingly 
joined up care and some of the challenges we need to address as we continue our digital progress. 

 

Trust strategic aims  
 
(Please indicate which 
of the 4 aims is 
relevant to the subject 
of the report) 

Aim 1 
Best care 

 
Objectives 1-4 

Aim 2 
Great team 

 
Objectives 5-8 

Aim 3 
Best value 

 
Objective 9 

Aim 4 
Great place 

 
Objective 10-12 

   X 
 

Links to well-led key 
lines of enquiry 
 
 
 
 

☐Is there the leadership capacity and capability to deliver high quality, sustainable care? 

☒Is there a clear vision and credible strategy to deliver high quality, sustainable care to people, 

and robust plans to deliver? 

☐Is there a culture of high quality, sustainable care? 

☐Are there clear responsibilities, roles, and systems of accountability to support good 

governance and management? 

☐Are there clear and effective processes for managing risks, issues, and performance? 

☒Is appropriate and accurate information being effectively processed, challenged, and acted 

on? 

☐Are the people who use services, the public, staff, and external partners engaged and involved 

to support high quality sustainable services? 

☒Are there robust systems and processes for learning, continuous improvement, and 

innovation? 

☒How well is the trust using its resources? 

 

 
Action required 
 

The Board is asked to note this report for information 
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Agenda Item: 27 
 
Trust Board meeting -  07 December 2023 

 
 Digital Progress Report  
 
Presented by: Paul Bannister – Chief Information Officer 
 

1. Purpose 

1.1 This paper aims to update the Committee and Board on the progress made against our digital vision, providing 
brief updates against the most significant projects 
 

2. Background 

2.1 The December 2020 Trust Board officially approved the 2020-2025 Digital Vision, Strategy and Roadmap.  
 

2.2 Our clinicians, staff, patients, the national direction of travel for the NHS, and insights from the UK and around 
the world have informed our vision for how we will use digital. 

 

 
 

2.3 The strategy had five themes, each of which had underpinning goals as shown below: 
 

 
 

3. 2023/24 half year review 
In the first half of 2023/24 the technology teams delivered the following material advancements: 

 

• Pathology Order Communications  

• Virtual Hospital integration with EPR 

• Theatre dashboard 

• Voice recognition  

• Command Centre stages 1 and 2 (including re-launch of capman and electronic dashboards and 
discharge workflows) 

• New sit-reps 
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• Integration of the patient portal with the NHS App 

• Audiebant implementation in outpatients 
 

 

4. Projects in flight 
The following paragraphs provide progress updates on the most significant ongoing projects: 
 

4.1 Electronic Patient Record 
It is nearly two years since we went live with Cerner Millenium EPR. Since then the EPR team have worked 

across the organisation to aid adoption, making over 250 changes and additions alongside several large 

improvement projects. Some of the recently completed and ongoing projects include:  

• Patient and Health Professional Communication: 
o We have launched the Patient Portal with nearly 50,000 patients now having direct access to 

their clinic letters, inpatient discharge letters, recent results, and the ability to view and amend 
upcoming appointments. The portal continues to grow with NHS App Integration and, coming 
soon, the ability to invite patients to register for the portal when they attend the Emergency 
Department  

o New Outpatient letter templates are nearly ready for use, including letter to GP, letter to 
Patients, and 3rd party letter templates in line with PRSB standards. 

o The ability to issue an Electronic FIT note is being developed 
o The Health Information Exchange has grown and now allows access for our clinicians to 

clinical information from GPs and multiple other health providers. More information is now 
shared than ever before 

 

• Patient Flow and Innovative Models of Care: 
o There is ongoing work to optimise existing and create new Emergency Department 

Dashboards to track patients through their journey in ED and support senior clinical decision 
makers to ensure timely decision making 

o Urgent Case Review referral pathways have been developed in Rheumatology and are now 
being rolled out in Cardiology, with Respiratory/Gastroenterology/Neurology/RUQ pain soon 
to follow, creating a unique, standardised referral and triage process for specialty teams to 
allow patients to be seen in the right timeframe following referrals from the Emergency 
Department, reducing unnecessary admissions 

o Same Day Emergency Care (SDEC) workflows are being optimised, with standardised 
proformas, prescribing plans and investigation care sets being developed to support the 
various SDEC pathways 

o An extensive Capacity Management (CapMan) project is underway to make the best use of 
this functionality to support the operational teams and support the wider trust Control Centre 
Project 

o Digital White Boards are being rolled out across the trust and the Quality Improvement 
Team have worked with the EPR team to develop Criteria Led Discharge workflows. The 
Integrated Discharge Team are moving their service onto Cerner 

o The trust’s Virtual Hospital project has transitioned to Cerner EPR, with more and more 
specialties joining the hospital programme 

o The CPG team have worked with the EPR team to digitise our CPG Pathways, with a detailed 
new Paediatric Allergy pathway in its final stages of development 

 

• Patient Safety 
o Following the Covid-19 pandemic we have piloted a Harms Review process embedded into 

the EPR which will be expanded across all specialties 
o Digital White Boards are providing key information to clinical teams on patient status 
o Supporting a new Deteriorating Patient Initiative led by our Chief Nurse, the EPR team are 

working with the outreach team to use a Critical Care Outreach Dashboard, whilst exploring 
a new Mobile based application to alert key staff members to signs of deterioration in patients 
from all around the hospital 

o Changes are being made to our Surgical Procedure Ordering and Pre Operative 
Assessment processes to both improve the accuracy of data entered into the EPR and to 
allow better scheduling and theatre utilisation 

 

• User Experience and Productivity 
o Following the successful launch of our Order Comms project, all pathology tests are now 

ordered directly within the EPR and results are available directly within the patient record. 
This has revolutionised the way we use the system and reduced time spent logging into other 
systems 

o We have launched Voice Recognition within the EPR and are working with clinical teams to 
embed this into outpatient practice, reducing our reliance on dictating to traditional tapes and 
freeing up administrative resource 

o We have recently launched Single Sign on for our most used applications to reduce time 
spent logging into multiple systems along with new Tap-to-login cards in high use clinical 
areas. The next phase of this project will bring ‘Virtual Smart Cards’ which will remove the 
need to enter smart cards into the devices at all, replaced with a single tap. Cerner will soon 
be launchable directly from a link on the Desktop 
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o PowerChart Touch, a mobile app which allows mobile access to the patient record is in use 
and available to those that require it 

o There is ongoing work to move as many processes off other systems as possible. Current 
priorities are Cardiology Investigation Requesting  

 

Despite the good progress made we recognise there is still much more to do to make Cerner as user friendly as 

possible and to drive the benefits from our investment. Therefore, our CCIO Richard Burridge has just launched 

the next stage of our EPR optimisation programme, starting with a consultation period with key clinical, 

operational and clerical teams to identify high priority areas where we need to make changes to make the 

system work as well as it possibly can and ensure the priorities of the EPR and wider digital teams are focussed 

on areas which will make the biggest difference to the largest number of patients or system users.  

Please could you encourage your teams to engage with this consultation and advise on priorities. Ideas may be 

focussed on improving efficiency of existing processes, or there may be key pathways which have remained on 

paper or other IT systems which need to be digitised & built into Cerner.  

Once all areas have submitted their suggestions and priorities we will undertake a trust wide prioritisation of 

projects, to be signed off via the new Clinical and Digital Transformation Group. This will be used to drive the 

programme of work for the EPR and wider digital teams for the next 6-12 months. 

 

4.2 Patient Portal Developments 
We have in excess of 49k patients registered on the portal with an adoption rate approaching 50%. The 
Outpatient and technology teams will soon be launching the following functionalities: 
 

• Waiting list validation 

• CRIS radiology appointments 

• Attend anywhere integration 
 

The waiting list validation will be enabled through the creation of outpatient and surgery questionnaires. Sample 

questionnaires will be going to CAG during December with a planned launch in pilot specialties in January. The 

questionnaires are into the portal but will write back to the EPR and gives a number of opportunities to align 

patient feedback with clinical information. 

CRIS radiology appointments and scheduling have historically been managed via info-flex. We have developed 

an integration that enables this scheduling to sit within Cerner. This functionality should enable other activities 

that do not have an encounter in Cerner to be brought into Cerner, bringing more of our information together 

into one repository. This is expected to launch towards the end of January. 

Attend anywhere integration will enable clinicians to launch a remote video consultation from within Cerner and 

patients to accept an invitation from within the portal, removing the need for interaction with independent 

calendars. 

4.3 Digital Care Record 
HWE ICS has been awarded £700k of revenue funding to develop digital care plans that can be used across 
multiple care settings across our health system. At the recent ICS digital board, it was agreed that the digital 
care plan programme will be incorporated into the Shared Care Record programme and will initially focus on 
improving our ability to provide joined up care for patients with frailty and who are on an end of life pathway. 
 
We are planning to present a strategic options paper outlining the solutions we could look to develop with an 
indication of procurement options and financial implications to the ICS Chief Executives in February. 

 

4.4 Other System Projects 
A number of other system wide technology projects are either under-way or in consideration: 

• ICS wide Cancer system 

• AI developments in radiology 

• ICS wide procurement of virtual (hospital) monitoring toolsets 

• ICS wide procurement of virtual outpatient software 
 
 

4.5 Cyber Security 
We continue to attempt to mitigate the ever-growing Cyber threat by improving our defences. Activities include: 
 

• Implementation of new tools to focus on Internet of Things and Medical Devices 
The new IoT and Medical device discovery tool, Cynerio has been scanning the Trust network and 
discovering IoT and Medical device assets then analysing them for potential cyber security risks.  The 
discovery phase is ongoing and there are parts of the network that require some work to be visible to 
Cynerio, but it has already picked up a number of risks that the team are analysing. 

•  Regional and national engagement and education 
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The team continue to engage with regional associates through the Cyber Associates Network and also 
attended the Cyber Associates Network Annual Conference.  This was a good opportunity to understand the 
Cyber landscape on a national level as well as network with colleagues around the country.   

 

The following graphic outlines the learning from recent Cyber events across the NHS: 

  

 
  

• Cyber Risk Investment Funding 
The Trust have secured a small amount of cyber funding through the ICB to begin remediation of 
application vulnerability by implementing a patch management solution. 

• Continued work on removing legacy/end of life devices and platforms 
The work to remove Windows 7 devices is virtually complete but work continues to reduce the amount 
of end-of-life, unsupported operating systems from the Trust environment. The Trust has 2% of its 
desktop operating systems unsupported and less than 5% of server operating systems to remediate. A 
new risk has just emerged relating to wifi controllers, mitigations are being investigated. 

 

4.6 Business cases in development 
The following business cases are in development and will shortly be brought before the committee cycle for 
consideration: 
 

• PACS 

• Telephony 

• Wifi risk mitigation 
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5. Budget 
At the end of month 7, the technology teams were just within revenue budgets: 

 

 

6. Evolving Strategy and future considerations 
We are still in the process of refreshing our digital strategy so it is reflective of the current financial climate, the 
evolving clinical and technology landscape and the needs and desires of our new hospital. 
 
In partnership with our Hospital Development Team we are looking to recruit a technical architect to build up the 
next level of detail on the digital elements of the new hospital now that we have some clarity on the financial 
envelope that might be available for digital in the new build. 
 
This refreshed strategy will likely put the new digital hospital more at the centre of the health system, focussing 
more of our digital advances on supporting the development of joined up integrated pathways as the HCP gains 
traction over the next couple of years. The following diagram attempts to describe this ambition: 
 
 
 

 
 

As we move towards our digital future there are a number of considerations we will need to bear in mind: 

• System or organisation level procurements 
As we look to update / improve systems and applications we will need to consider whether to simply 
procure the solution that is the best fit for WHTHT or to procure the solution that best enables the system 
to provide effective, efficient joined up care in the interest of the patient. There will likely be trade-offs 
between functionality, ease of use and visibility of live and wider data sets. 
 

• Supplier financial flows (and hardware and software mix changing) 
The technology supplier market is driving its income streams towards continuous revenue service 
payments and away from traditional one-off hardware purchases followed by maintenance. Digital is 
being packaged up as sets of software solutions services rather hardware and equipment. NHS funding 
streams will need to adapt to maintain current levels of service let alone continued improvement 
 

• Hybrid support model, the cloud and partnerships 
As digital solutions become more software and service driven and as technology becomes more and 
more complicated and pervasive the skills and knowledge required to maintain solutions also evolves 
and these skills become more difficult to attract and retain. WHTH still has a hybrid model with some of 
the team being in-house and some being provided by third parties. We need to consider the correct 

Team

 Ann Bud 

£k

 In 

Month 

Bud £k

 In 

Month 

Act £k

 In 

Month 

Var £k

 YTD Bud 

£k

 YTD Act 

£k

 YTD Var 

£k

BI (2,641) (219) (223) 4 (1,554) (1,571) 17

IT (12,301) (1,022) (1,088) 66 (7,281) (7,331) 50

EPR (3,593) (299) (319) 20 (2,097) (2,120) 23

OP (7,207) (609) (510) (99) (4,226) (3,887) (339)

Total (25,742) (2,149) (2,140) (9) (15,158) (14,909) (249)
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balance in this hybrid model as we move forward. We also need to be able to access the expertise that 
exists in technology and data companies that we may not have in-house. We have this to a certain extent 
with Atos and to a lesser degree Cerner. We need to drive better value from Cerner and create 
collaborative partnerships with both an analytics and an AI supplier. 
 

• Device preferences 
The current device offering within the Trust continues to predominantly be a desktop or laptop (including 
WOWs) with a mobile phone. This is functional but not necessarily able to deliver the mobile or flexibility 
that teams desire. We are working with Atos to review our workplace offering to ensure the next 
generation of devices are as end user friendly as possible including looking at options which are 
described as device as a service which are continually upgraded and don’t rely on a periodic capital 
investment cycles. 
 

• Specialisation / integration around Cerner 
One of the themes of our digital strategy has been (and will continue to be) about delivering a joined-up 
set of digital clinical tools that work around Cerner; meaning as much of our clinical information is held 
in one place and can be easily accessed at the point of care. We have over the last two years migrated 
a number of systems and data sets into Cerner and built interfaces for others but this task is not complete. 
We still have a number of bespoke clinical systems that hold stand-alone data and with Badgernet 
implemented a system that does not fully integrate with EPR. Over the next year we need to refresh our 
application roadmap and agree what further integrations or migrations we should develop to maximise 
the benefits that an integrated clinical system can deliver 
 

• People and training offer 
As we begin to fully embrace our digital future we need to ensure our digital people offering (IT, data and 
application training) keeps pace with our technology evolution. We haven’t resourced this element of our 
digital service appropriately in the last few years, we need to work out how to do this consistently within 
the scarce resources available to us. 

 
 
Recommendation 
 
The Board is asked to note this report for information. 
 
 
 
 
Paul Bannister 
Chief Information Officer 
 
Nov 2023 
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Executive 
Summary: 
 

The purpose of this report is to provide an update on the status of the Corporate 
Risk Register (CRR) to the Quality Safety Committee. 
 
This report captures the decisions made by the Risk Review Group (RRG) on 9 
November 2023. Where applicable, decisions made by the RRG are highlighted 
in amber under the risk. The final data for this report was extracted from the 
Trusts Risk Management System (DCIQ) on 10 November 2023, with the 
updates made following the RRG meeting; a total of 20 open risks were 
registered on the Corporate Risk Register (CRR) at that time.  
 
In addition, the RRG reviewed any escalated, de-escalated, closed, increased, 
reduced, and merged risks where applicable.  
 
The RRG discussed the following: 
 
During this reporting period, there was one (1) new risk for discussion: 
 
Risk of losing JAG accreditation if key actions not achieved by 19.1.24 
resulting in loss of best practice tariff, Bowel Cancer Screening Service, 
inability to train junior doctors and the associated loss of workforce. 
 
Agreed Risk Score 15 (3 x 5) 
 
The CMO was able to provide a comprehensive update to the Group, having 
had extensive discussions regarding the risk and the mitigation undertaken. It 
was hoped that these would allow for funding to not be affected. There were 
tight timeframes impacting on this risk, and one aspect was that there was a 12 
week lead for some of the equipment, which would be beyond the deadline of 
19.1.2024. Loss of the JAG accreditation could result in the area losing the only 
Bowel Screening Service, therefore joint working with JAG was taking place to 
ensure that solutions were found and agreement that if work was in progress 
this would be considered as fulfilling accreditation criteria. A further meeting was 
planned for later this month to monitor progress of the actions undertaken. As 
such the risk was accepted onto the Corporate Risk Register, anticipating that it 
may be able to be reduced/closed in the near future.  
 
Accepted onto the CRR.  
 
There were no risks with reduced Risk scores 
 
There were no risks with increased scores to be considered.  
 

Trust Board Meeting 
 07 December 2023 
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There were no merged risks for consideration. 
 
During the meeting the following risks were identified for consideration to be 
treated as ongoing issues rather than risks: 
 
Risk ID 27  
 
Possibility of a Cyber Security Incident arising from vulnerabilities within our 
network connectivity systems. 
   
Risk ID 35 
 
Patients may have a poor experience due to long waits for elective care 
   
Risk ID 34 
 
Electrical infrastructure risks on the SACH site 
   
These risks will be further discussed and reviewed outside of the RRG by the 
CMO, Risk Lead and relevant Executive/Divisional Leads, before ratification at 
RRG.  
 

Trust strategic 
aims:  
 
(please indicate 
which of the 4 
aims is relevant to 
the subject of the 
report) 

Aim 1 
Best care 

 
Objectives 1-4 

Aim 2 
Great team 

 
Objectives 5-8 

Aim 3 
Best value 

 
Objective 9 

Aim 4 
Great place 

 
Objective 10-12 

✓ ✓ ✓ ✓ 
 

Links to well-led 
key lines of 
enquiry: 
 

☒Is there the leadership capacity and capability to deliver high quality, 

sustainable care? 

☒Is there a clear vision and credible strategy to deliver high quality, 

sustainable care to people, and robust plans to deliver? 

☒Is there a culture of high quality, sustainable care? 

☒Are there clear responsibilities, roles, and systems of accountability to 

support good governance and management? 

☒Are there clear and effective processes for managing risks, issues, and 

performance? 

☒Is appropriate and accurate information being effectively processed, 

challenged, and acted on? 

☒Are the people who use services, the public, staff, and external partners 

engaged and involved to support high quality sustainable services? 

☒Are there robust systems and processes for learning, continuous 

improvement, and innovation? 

☒How well is the trust using its resources? 

Previously 
considered by: 

Committee/Group Date 

N/A  
 

Action required: 
 

The Board is asked to receive this report for approval of the corporate risk 
register. 
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Agenda Item: 28 
 
Trust Board meeting – 07 December 2023 

 
Corporate Risk Register Report 

 
Presented by: Dr Mike Van der Watt – Chief Medical Officer  
 

1. Purpose  
 

1.1 The purpose of this report is to provide the Quality Safety Committee with an update on the 
status of the Corporate Risk Register (CRR) including current risk scores, new, escalated, 
de-escalated, merged, increased, reduced, and closed risks. 
 

1.2 The final data for this report was extracted from the Trusts Risk Management system (DCIQ) 
on 10 November 2023, a total of 20 open risks were registered on the Corporate Risk 
Register (CRR) at that time.  

 

2. Background 

 
2.1 The CRR forms part of the Trust’s overall board assurance and integrated risk management 

arrangements. 
 
2.2 The Chief Medical Officer is the Trust’s delegated lead executive for risk management.  

 
2.3 The Quality Safety Committee is the Board's subcommittee, which oversees assurance for 

risk management arrangements within the Trust. 
 

2.4 The CRR contains all risks rated 15 or above from each of the operational / divisional risk 
registers. The risk register is a ‘live’ repository of risks recorded on the Trust Risk 
Management system, and risk owners regularly review and update entries to reflect the 
current position of the risk. 
 

2.5 Divisions regularly review all their risks rated 12 and under on the risk register and those risks 
which have been on the register for over two years. 

 
2.6 Risks are closed as appropriate. Any outstanding risks are reported to the Risk Review Group 

(RRG) for discussion and, where necessary, escalated to this Committee to agree on future 
action. 

 

3. Corporate Risk Register 

 
3.1 Appendix 1 details a table representing risks and their associated score movement on the 

CRR by Division against each month since December 2022. 
 

3.2 Appendix 2 details a full summary of all corporate risks contained in the paper presented to 
the Risk Review Group on 9 November 2023.   
 

3.3 Appendix 3 shows KPI performance in relation to Risk Review status 
 

3.4 Appendix 4 Risks scores over the last 12 months (per Division) 
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4. Risk activity 
 

4.1 During this reporting period, there was one (1) new risk for discussion, and this was 
accepted onto the CRR: 
 
Risk of losing JAG accreditation if key actions not achieved by 19.1.24 resulting in 
loss of best practice tariff, Bowel Cancer Screening Service, inability to train junior 
doctors and the associated loss of workforce 
 
Agreed Risk Score 15 (3 x 5) 
 

The CMO was able to provide a comprehensive update to the Group, having had 
extensive discussions regarding the risk and the mitigation undertaken. It was 
hoped that these would allow for funding to not be affected. There were tight 
timeframes impacting on this risk, and one aspect was that there was a 12 week 
lead for some of the equipment, which would be beyond the deadline of 19.1.2024. 
Loss of the JAG accreditation could result in the area losing the only Bowel 
Screening Service, therefore joint working with JAG was taking place to ensure that 
solutions were found and agreement that if work was in progress this would be 
considered as fulfilling accreditation criteria. A further meeting was planned for later 
this month to monitor progress of the actions undertaken. As such the risk was 
accepted onto the Corporate Risk Register, anticipating that it may be able to be 
reduced/closed in the near future.  
 
Accepted onto the CRR.  
.  

4.2 There were no risks with increased scores.  
 

4.3 There were no risks with decreased scores 
 

4.4 There were no merged risks for consideration. 
 

4.5 There were no risks for closure. 

 
4.6 During the meeting the following risks were identified for consideration to be treated as 

ongoing issues rather than risks:  
 
Risk ID 27 
 
Possibility of a Cyber Security Incident arising from vulnerabilities within our network 
connectivity systems. 
 
Risk ID 35 
 
Patients may have a poor experience due to long waits for elective care 
 
Risk ID 34 
 
Electrical infrastructure risks on the SACH site 
 
These risks will be further discussed and reviewed outside of the RRG by the CMO, Risk 
Lead and relevant Executive/Divisional Leads, before ratification at RRG.   
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5. Risk 
 
There is a risk that failure to keep effective oversight of the Trust’s key risks may lead to the 
Trust not achieving its organisational strategic aims and objectives. 
 

6. Recommendation 
 
The Board is asked to receive this report for approval of the corporate risk register. 
 
 

 
Dr Mike Van der Watt  
Chief Medical Officer 
 
10 November 2023  
 
 
 
APPENDICES: 
 
Appendix 1 Risks and associated score on the CRR by Division against each month 
 
Appendix 2 Corporate Risk Register (by Division) 
 
Appendix 3 KPI performance regarding KPI Performance for Risk Reviews 
 
Appendix 4 Risks scores over the last 12 months (per Division) 

28 

Trust Board Meeting in Public 7 December 2023-07/12/23 443 of 466 



T
ab 28 Item

 28 T
B

 P
ublic 7 D

ec 2023 C
orporate risk register 

 
Appendix 1 – Summary of the risk score movement of Risks currently on the Corporate Risk Register. 

 

Division   Dec-22 Jan-23 Feb-23 Mar-23 Apr-23 May-23 Jun-23 Jul-23 Aug-23 Sep-23 Oct 23 Nov 23 
 

 

CLINICAL SUPPORT 
SERVICES 

 347                   20   ↑ 20  → 20  → 20  → 20  → 20  → 20  →  

348                   16 ↑ 16 → 16 → 16 → 16 → 16 → 16 →  

349                   15 ↑ 15 → 15 → 15 → 15 → 15 → 15 →  

CLINICAL INFORMATICS 
25 20 → 20 → 20 → 20 → 20 → 20 → 20 → 20 → 20 → 20 → 20 → 20 →  

27 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 →  

CORPORATE SERVICES  

35 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 →  

97 16 → 16 → 16 → 16   16 → 16 → 16 → 16 → 16 → 16 → 16 → 16 →  

311 16 ↑ 16 → 16 → 16   16 → 16 → 16 → 16 → 16 → 16 → 16 → 16 →  

388                     20 ↑ 20 →  

EMERGENCY MEDICINE 

20 16 → 16 → 16 → 16 → 16 → 16 → 16 → 16 → 16 → 16 → 16 → 16 →  

21 20 → 20 → 20 → 20 → 20 → 20 → 20 → 16 ↓ 16 → 16 → 16 → 16 →  

22 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 →  

23                 16 ↑ 16 → 16 → 16 → 16 → 16 → 16 → 16 →  

113 15 → 15 → 15 → 15  → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 →  

ENVIRONMENT 
34 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 →  

344                20 ↑ 20 → 20 → 20 → 20 → 20 → 20 → 20 →  

MEDICINE  393                       15 ↑  

SURGERY & CANCER 
369                            16 ↑ 16 → 16 → 16 → 16 →  

379                   16 ↑ 16 → 16 →  

WOMEN’s & CHILDREN 
351                    16 ↑ 16 → 16 → 16 → 16 → 16 → 16 →  

119                    15 ↑ 15 → 15 → 15 → 15 → 15 → 15 →  
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APPENDIX 2 – Corporate Risk Register (by Division) 
 

RISK 
ID 

OPENED 
DATE 

RISK TITLE 

INITIAL 
RISK 

RATING 
SCORE 

UPDATE 
CURRENT 
RATING  

EXECUTIVE LEAD 

25 12/06/2017 

Trust Bleep 
System Failure 

leading to inability 
to utilise alert 

systems across 
the Trust 

20 Cutover date for new system is planned for 22/11/2023 15 
Paul Bannister - Chief 

Information Officer 

RRG MEETING UPDATE  

The successful implementation of the new system would eliminate this risk and as such it is expected that the Risk will be presented for closure at the next  
RRG meeting in December.   
 

Current Risk 3 x 5 = 15 

 

27 20/05/2020 

Possibility of a 
Cyber Security 
Incident arising 
from 
vulnerabilities 
within our network 
connectivity 
systems. 

15 

Following the delivery of the annual Trust penetration test, an 

action plan has been created to address and remediate the 

findings. The penetration test highlighted: 

53 High Priority Findings 

56 Medium Priority Findings 

12 Low Priority Findings 

The action plan will be implemented this month along with target 
dates for remediation. 

15 
Paul Bannister - Chief 

Information Officer  
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RRG MEETING UPDATE  

RRG noted the update on the risk. This is unlikely to ever be eliminated, no matter what actions are undertaken and as such the Group considered that this 

should be considered as an ongoing issue, rather than a risk. Therefore, a discussion would need to be undertaken to decide whether this is managed as a risk 

and removed from the Corporate and Trust Risk Register and managed through a separate issues log.  

To be discussed for possible removal from the Risk Register and to become an ongoing issue, managed by the Division through their existing management 

processes.  

Current Risk 3 x 5 = 15 

 

 

 

 

347 11/05/2023 

Inadequate 
Mortuary facilities 
for the storage of 
bodies and 
postmortem tissue 
from the 
deceased 

20 

Po received by supplier and ground works starting November 2023, 
unit will be operational December 2023. PO for rental of winter 
surge capacity at WGH with the supplier, installation due December 
2023.   

20 
Mary Bhatti – Acting Chief 

Operating Officer 

 
RRG MEETING UPDATE  

RRG noted the update on the risk. This is a continuing risk and discussions are ongoing as to management and processes when works are commenced. 

This includes discussions with other Trusts to temporarily assist when works are being undertaken as capacity etc. will be affected while these are ongoing.   

Current Risk 4 x 5 = 20 

 

 

CLINICAL SUPPORT SERVICES 
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349 11/05/2023 

Risk of the 
Mortuary 
premises not 
being fit for 
purpose. 

25 
No confirmed timeline from capital projects for move to ESL. 
Remedial work at HHGH to start March 2024. 

20 
Mary Bhatti – Acting Chief 

Operating Officer 

 

 
RRG MEETING UPDATE  

RRG noted the update on the risk. Work ongoing to manage the risk and planning continues to ensure remedial work commences. Remedial work will not 

commence until March 2024, therefore the risk remains at present.  

Current Risk 4 x 5 = 20 

 

 

379 17/08/2023 

No identified area 
for urology 
nephrostomy 
patients who 
require a day case 
bed post 
intervention of 
semi urgent 
procedures. 

20 

Updated position from Urology team sought, to gauge improvement 

or deterioration of risk. 

MAU task and finish group have implemented the recovery beds on 

MAU, with approx 10 interventional cases being booked per week. 

The risk still stands as per previous review, as the demand is still 
greater than the capacity. 

16 
Mary Bhatti – Acting Chief 

Operating Officer 

RRG MEETING UPDATE  
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RRG noted the update. The position remains that the risk cannot be fully mitigated, the lack of capacity means that not all cases of patients that require treatment 

for that week can be booked. SAC and CSS continue to work collaboratively in order to improve the position.   

Current Risk 4 x 4 = 16  

 

 

35 
09/11/201

6 

Patients may 
have a poor 
experience due to 
long waits for 
elective care 

20 

Controls and assurance updated to include PIDMAS (alternative 

choice), a national initiative launched on 31/10/23, offering certain 

cohorts of patients the option to explore the possibility of receiving 

earlier treatment with another provider. 

Actions updated 

15 
Mike Van der Watt – 
Chief Medical Officer  

 

 
RRG MEETING UPDATE  

Risk update noted, Discussions centred on the fact that this is a long term issue, in fact the risk was opened in 2016 and is now 7 years of managing the 

ongoing number of patients waiting for treatment. This is unlikely to be able to be improved in the short term and this is a long term issue, rather than a 

future risk.  

To be discussed for possible removal from the Risk Register and to become an ongoing issue, managed by the Trust through existing management 

processes.  

Current Risk 3 x 5 = 15  

 

 

  

CORPORATE SERVICES 
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97 11/08/2022 

Staff Turnover 
Rates (overall 
numbers/turnover 
within specific 
staff 
groups/leavers in 
first year of 
employment) 

16 

At the last RRG it was confirmed that we would seek to downgrade 

risk 97 and open a new risk that still focuses on turnover but is staff 

group and division specific. A paper was written, which was due to 

go to PERC in October so that approval could be given then bring 

back this risk back to the RRG in November. 

The risk paper and risk proposals have not yet been reviewed and 

signed off through the appropriate channel yet in order for RRG to 

be updated this month. The other complication is PERC sit bi-

monthly, so the next committee is not until 18th December. 

The plan will be for the workforce risks paper to go to PERC in 

December and for risk 97 to be downgraded as planned and a new 

risk opened for approval at RRG. 

16 
Andrew McMenemy 

– Chief People 
Officer 

 

 

 

 
RRG MEETING UPDATE  

Risk update noted. This risk was due to be brought back for reduction, however it had not yet been able to be presented and discussed at PERC, as such 

it will be brought back to December RRG where it will be considered for possible reduction and removal from the CRR.   

Current Risk 4 x 4 = 16  
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311 05/12/2022 

Effects of 
Workforce 
Wellbeing on 
Operational 
Services  

16 

Gaps - 
• Regular divisional wellbeing updates needed to understand 
divisional needs and actions taken 
• Staff Experience working group to align all workstreams and 
actions across the wider HR function 
• Engagement strategy to be developed in collaboration with the 
communication team 
• Wellbeing & EDI training to be reviewed and developed 
 
Initial actions taken - 
• Wellbeing strategy approved and improvement plan developed to 
reflect priorities and actions 
• Update against 2022 EDS domain 2 actions in readiness for next 
report deadline 
• Engagement & Wellbeing events being conducted more 
holistically (e.g. AllStars to celebrate our diverse workforce) 
• Long Service Awards 2024 being planned, vouchers sent out to 
individuals on the day they hit their work anniversary 
• EDI & Wellbeing activity planner developed for 2024 - to ensure 
more collaborative working and support in events 
• Supporting you passport launched during National inclusion week 
and working with L&D and the wider HR to get embedded across 
the trust 
• Expansion of our fitness classes to now include both Hemel 
Hempstead and St Albans staff (planning to also include at Jacketts 
Field) 
• In order to better inline our impact and improvement we will be 
including sickness absence rates related to Mental Health & stress 
and time to recruit which supports staff shortages 
 
Risk will be discussed on 15/11/2023 with Chief Nurse to update 
and review the current position regarding Staff wellbeing. 

16 
Kelly McGovern – 

Chief Nurse 

 

 

 

 

 
RRG MEETING UPDATE  

Risk update noted. Risk is being further discussed by Executive lead (Chief Nurse) and Associate Director of People on 15/11/2023 and brought back to the 

RRG for discussion.  

Current Risk 4 x 4 = 16 
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344 09/04/2023 

Risk of fire during 
refurbishment 
project - Shrodells 
Building 

20 

At this time the controls and assurances remain appropriate for the 

risk.  

Activity undertaken since the last review: 

Work is continuing in line with the overall project plan.  

Impact of activity: 

The mitigation put in place does not allow for the risk to mitigated 

below the current level, however it is anticipated that as work 

continues this will be reduced and may be closed in due course.   

Activity going forward: 

A full Fire Risk assessment will be undertaken when work has 
progressed further to a stage where this is appropriate and this will 
be reported back to the RRG. 

20 
David Ambrose –

Director of 
Environment  

RRG MEETING UPDATE  

Risk update noted. Capital Projects team will undertake review as to current progress of the work and appropriate risk score. Risk moved from Environment 

to Corporate.  

Current Risk 4 x 5 = 20 
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388 03/10/2023 

Risk that Deteriorating 
Patients may not be 
identified due to lack of 
effective 
processes/procedures/IT 

20 

Activity undertaken since last review:  

Since the creation of this risk there have been two meetings of the 

Deteriorating Patients Task and Finish Group. These have 

provided updates on the following areas of activity:  

-  IT solutions are being progressed to aide in identifying 

deteriorating patients and alerting clinical staff to these. Recent 

scoping has included a presentation by MEDANETS as to mobile 

app solutions. Meeting with CERNER as to their integrated 

products is also being undertaken. Time frames are at the moment 

not possible to be established until scoping is complete and 

agreement is reached on what options are viable, including from a 

financial cost.  

- Whiteboards are being progressed 

- NEWS 2 messaging is on the Intranet and available to all staff.  

- Dashboard is up and running but has limitation 

- Grand Round planned for the 10th November.  

- Training opportunities are still being explored as to what material 

is available/can be utilised 

- New poster identified and planned to be distributed around SBAR.  

Impact of activity  

At present there are improvements being made, however the 

challenge remains as to capturing the learning from why 

deteriorating patients are not being identified as we would wish. 

This needs to then be delivered to staff to improve our working 

practices. IT is a part of it; however education of staff is a crucial 

aspect of improvements on the identification of deteriorating 

patients. 

Activity going forward:  

20 
Kelly McGovern – 

Chief Nurse 
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- Meetings with other Trusts are planned to see how they manage 

deteriorating patients. This includes the Homerton.  

- Data analysis - what does the data show us and how do we 

analyse this effectively.  

- Best practice identification and dissemination 

- IT solutions continue to be pursued by ICT  

- Future event - Deteriorating Patient Day to highlight the issue.  

- Are there any national themes, again relating to improvements 

that can be made to identify earlier. 

RRG MEETING UPDATE  

RRG noted comprehensive update. Chief Nurse chairs bi-weekly Task and finish group and numerous activities are being undertaken to mitigate and improve 

the current position and ensure that the Risk is being managed. Once actions are complete the risk may be reduced.  

Current Risk 4 x 5 = 20 
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20 12/04/2022 

Reduced patient 
flow through the 
Emergency 
department (ED) 

15 

Score, mitigation and controls remain unchanged. Trust full 
capacity protocol has been agreed and implemented which has had 
a positive impact on the flow of patients within the department 
especially in the mornings allowing decompression of the ED. SDM 
based in TAM focusing on early and maximum use of SDEC. This 
has been supported by Planned care moving from ACU enabling 
increased capacity. Demand, capacity and flow continue to be 
discussed at multiple forums including divisional performance 
reviews and Hospital Efficiency Group (HEG). 

15 
Kelly McGovern – 

Chief Nurse 

RRG MEETING UPDATE  

Risk update noted as was the ongoing activity to manage the risk.  

Current Risk 3 x 5 = 15  

 

21 12/04/2022 

Failure to meet 
performance KPIs 
within the 
Emergency 
Department (ED) 

20 

Activity undertaken since the last review: 
Risk score, controls and assurances remain the same and have 
been reviewed. 
A full capacity protocol/policy has been implemented, with the aim of 
providing early flow from ED to the wards. 
Continual review of pathways and processes is undertaken within 
ED to enable early assessment and decision making in relation to 
patients. 
Trial of ED SDM supporting the pathway to Ambulatory Care (ACU) 
Previous reviews detail the ongoing activity to improve KPI 
performance and flow. 
 
Impact of activity: 
Early indications were that it improved/reduced the number of 
patients within corridors, but evaluation is ongoing at present. 
 
Activity going forward: 
Regular performance meetings embedded within the Division to 
monitor and identify improvements where possible. 
Supported by daily oversight discussions. 

16 
Mary Bhatti – Acting 

Chief Operating 
Officer 

EMERGENCY MEDICINE 
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RRG MEETING UPDATE  

Risk update noted and while improvements have taken place and the Trust is performing better in this area, this requires sustained improvement over a 

period of time before being considered for possible reduction.    

Current Risk score 4 x 4 = 16 

  
 

22 12/04/2022 

Challenges in 
meeting the 
needs of Mental 
health Patients 
within the 
Emergency 
Medicine division 

15 

Risk score, controls and mitigation remain unchanged. Work has 
been completed on the first MH room and is now in use, Work has 
also commenced on the additional MH room in ED to provide a 
second room. There has been agreement for the risk assessment 
of patients who have been under a Section 136 in excess of 24 
hours and the police need to leave. Daily reporting of MH within the 
department and escalation of MH bed requests continues. Ongoing 
work with Security, Police and MHLT to try to maintain safety of 
patients and staff. 

15 
Kelly McGovern – 

Chief Nurse 

RRG MEETING UPDATE  

Risk update noted.  

Current risk 3 x 5 = 15 

  

 

23 11/08/2022 

The impact on the 
Emergency 
department of the 
Watford UTC 
inconsistent 
adherence to 
patient pathways, 
processes and 
escalation 

16 

Score, mitigation and controls remain unchanged. Improvement 
plan completed - Longer term monitoring plan to be agreed. Go live 
with WHTHT taking responsibility of all initial assessment currently 
on hold pending further discussion 

16 
Mary Bhatti - Acting 

Chief Operating 
Officer 

RRG MEETING UPDATE  
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Risk update noted. This remains as part of the improvement plan and ongoing discussions.  

Current risk 4 x 4 = 16 

  

 

113 11/08/2022 

Impact on Patient 
Safety / 
Experience due to 
the need to use 
Triage and 
Ambulant Majors 
(TAM) as an adult 
ED assessment 
area, for which it 
is not designed 

15 

Score, mitigation and controls remain unchanged. The phasing of 
the additional works required on the environment as in place with 
fortnightly meetings between ED and projects. Enabling works are 
due to stared on the 6th October - first phase planned to start 18th 
November. Swipe card access still not in place, medications now 
securely stored. Signage agreed pending date to be installed 

15 
Kelly McGovern - 

Chief Nurse  

RRG MEETING UPDATE  

Risk update noted. RRG requested that the risk be reviewed and changed to reflect that improvements had been implemented, including the safe storage of 

medication, which would affect the scoring as this was a major concern at the time the risk was raised. Division will review and bring back to next RRG for 

further discussion.  

Current risk 3 x 5 = 15 

  

 

 

 

34 26/08/2021 
Electrical 
infrastructure risks 
on the SACH site 

15 
Risk was reviewed with HOE 

15 
David Ambrose –

Director of 
Environment  

 

ENVIRONMENT 
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Score to remain the same 

Work is progressing well at SACH which has enabled smaller works 

at WGH to be undertaken in preparation for when work starts on 

the Watford Site. 

Risk is discussed at Compliance Clinics each month , always 
reviewed looking to see if the score can be reduced as appropriate 

 

 
RRG MEETING UPDATE  

Risk update noted. This is again considered an ongoing issue, as this will not be resolved until the new hospital is built and as such this will be further 

discussed for consideration to remove from the Risk Register and manage as an ongoing issue.  

Current Risk 3 x 5 = 15 

  

 

 
 

 

 

393 04/11/2023 

Risk of losing JAG 
accreditation if key 

actions not 
achieved by 

19.1.24 resulting 
in loss of best 
practice tariff, 
Bowel Cancer 

Screening 
Service, inability to 
train junior doctors 

and the 
associated loss of 

workforce 

20 

The JAG assessment team identified 7 key actions during their 

inspection, which need to be completed for the service to achieve 

accreditation. If the service is unable to meet the key actions before 

19.1.24, the service will move to ‘accreditation not awarded’. There 

will be a catastrophic impact on the department and the Trust if JAG 

accreditation is lost including the financial impact of loss of best 

practice tariff, loss of the Bowel Cancer Screening service (Income 

of £3m per annum), inability to train junior doctors and associated 

loss of clinical workforce within the Trust. Team concerned the key 

actions highlighted in red on the attached document will not be 

addressed by the deadline. 

The current position needs to be established fully and while actions 
are being taken based on the information known at this time, 

effective controls will need to be implemented once root 
causes/blockages are better known. 

15 
Mike Van der 
Watt – Chief 

Medical Officer 

MEDICINE  
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RRG MEETING UPDATE  

The CMO was able to provide a comprehensive update to the Group, having had extensive discussions regarding the risk and the mitigation undertaken. It 

was hoped that these would allow for funding to not be affected. There were tight timeframes impacting on this risk, and one aspect was that there was a 

12 week lead for some of the equipment, which would be beyond the deadline of 19.1.2024. Loss of the JAG accreditation could result in the area losing the 

only Bowel Screening Service, therefore joint working with JAG was taking place to ensure that solutions were found and agreement that if work was in 

progress this would be considered as fulfilling accreditation criteria. A further meeting was planned for later this month to monitor progress of the actions 

undertaken. As such the risk was accepted onto the Corporate Risk Register, anticipating that it may be able to be reduced/closed in the near future.  

Risk accepted onto Corporate Risk Register 

Current Risk 3 x 5 = 15  

 
 

 

369 10/07/2023 

Insufficient 
anaesthetic 

staffing levels 
impacting on 
patient care 

20 
Confirmed 1 cancelled theatres since March 2023 as a result of the 

impact of the anaesthetic staff issue 
16 

Andrew 
McMenemy – 
Chief People 

Person 

RRG MEETING UPDATE  

Risk update noted. RRG discussed what the actual number of cases were that were being cancelled. Mitigation through cover (bank staff) meant that the 

theatre procedures were being staffed. Division was requested to review the likelihood of the risk occurring as mitigation was in place.  

Current Risk 4 x 4 = 16  

 

 

SURGERY & CANCER  
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119 WACS 

Potential risk to 
patient safety due 

to the high 
vacancy rate 

across Paediatric 
Nursing 

20 

- What activity/actions have been undertaken since the last review 
Recruitment and retention meeting ongoing 
- What impact has this had on the risk? 
No change 
- What activity/action is planned going forward 
Jobs out to advert; Taking forward staff feedback; exit interviews 

15 
Kelly McGovern – 

Chief Nurse  

 
RRG MEETING UPDATE  

Risk update noted. Discussion regarding vacancy rates and CED was the area affected with 30% vacancy. Risk to be rewritten to reflect this.   

Current risk 3 x 5 = 15  

 

 

351 
WACS 

ENVIRONMENT 

Relocating 
Special Care 

Baby Unit and 
Transitional  Care 
due to renovation 
works required to 
address the poor 

and ageing 
infrastructure of 
the current unit 

20 

All controls are working well. No intruder incidents reported 

associated with the relocation of the Neonatal Unit. Daily 

Comms meetings continue for the circulation of service status 

for neonates, maternity, and paediatrics. 

A recent LMNS visit was undertaken on 21st September. The 

aim of visit was to support the neonatal team with a “new eyes” 

approach and have oversight of the temporary setting for 

neonatal care delivery and to obtain assurance around 

essential supplies, gases, power and water safety and general 

service provision. The visit report expressed a positive view of 

the services and recognises relocating ITU services to a 

temporary setting is very challenging, and the Trust have 

balanced the need for the neonatal unit refurbishment and 

installation of air units to support optimal air changes against 

15 
David Ambrose –

Director of 
Environment 

WOMEN’S AND CHILDREN 
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this risk. The LMNS was assured that mitigations were in place 

where required. 

The project itself is still within the initial 24-week timeframe with 
an expectation the commissioning will be completed before 
Christmas 2023. 

RRG MEETING UPDATE  

Work continues and is expected to be completed by 22 December. Therefore risk is likely to be able to be closed at January RRG.    

Current risk 3 x 5 = 15  
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Appendix 3 KPI Performance 

 

  
Risk 

Score 
  

Division 
Total 
Risks 

1-3 4-6 8-12 15-25 Reviews in date % in date 

WACS 28 0 3 23 2 27 96% 

Emergency Medicine 14 1 1 7 5 11 79% 

Medicine 8 0 4 3 1 7 88% 

SAC 24 1 8 14 1 23 96% 

Environment 35 0 5 29 1 35 100% 

CSS 46 1 6 36 3 38 83% 

ICT 29 0 9 21 2 17 59% 

HR 1 0 0 0 1 1 100% 

Corporate Services 41 2 14 21 4 16 39% 

Finance 20 0 6 14 0 20 100% 
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Appendix 4 Direction of Travel 

Risks scores over the last 12 months (per Division) Total number of Risks open, Risk score unchanged, Risk score decreased, score increased and number 
closed 
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                                                        Trust Board 

07 December 2023 
 
Title of the paper Items considered at November 2023 Private Trust Board  

Agenda Item 29 

Presenter 
 

Phil Townsend, Chair 
 

Author(s) 
 

Jean Hickman, Director of Governance 

Purpose 
 

Please tick the appropriate box  

For approval 
 

 For discussion  For information 

 
 

 
 

 
✓ 
 

 

 
Executive 
Summary 
 

 

To note in the public domain an outline of the matters covered in private, due to 
their confidential nature, since the last Board meeting in public. 
 

Trust strategic 
aims  
 
(please indicate which 
of the 4 aims is 
relevant to the subject 
of the report) 

Aim 1 
Best care 

 
Objectives 1-4 

Aim 2 
Great team 

 
Objectives 5-8 

Aim 3 
Best value 

 
Objective 9 

Aim 4 
Great place 

 
Objective 10-12 

x x x x 
 

Links to well-led 
key lines of 
enquiry 
 
 
 
 

☒Is there the leadership capacity and capability to deliver high quality, 

sustainable care? 

☒Is there a clear vision and credible strategy to deliver high quality, 

sustainable care to people, and robust plans to deliver? 

☒Is there a culture of high quality, sustainable care? 

☒Are there clear responsibilities, roles and systems of accountability to 

support good governance and management? 

☒Are there clear and effective processes for managing risks, issues and 

performance? 

☒Is appropriate and accurate information being effectively processed, 

challenged and acted on? 

☒Are the people who use services, the public, staff and external partners 

engaged and involved to support high quality sustainable services? 

☒Are there robust systems and processes for learning, continuous 

improvement and innovation? 

☒How well is the trust using its resources? 

Previously 
considered by 

 

Committee/Group Date 

Trust Board Part 2 October 2023  
 

 
Action required 
 

 
The Board is asked to take the report for information of the matters discussed 
at the last meeting in private (Part 2) session.  
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ITEMS FOR DISCUSSION 
 None 

 
ITEMS FOR INFORMATION AND ASSURANCE 
 
 Feedback on Board ward and departmental visits 

The Board received feedback from visits by Board members to: 

• Site tour 

• Breast clinic 

• Theatres 
 Serious incident report 

The Board received an update from the Chief Strategy and Collaboration Officer 

 Finance update 
The Board received an update from the Chief Finance Officer on the Trust’s financial 
position.   

 Strategy and Health and Care Partnership update 
The Board received an update from the Chief Strategy and Collaboration Officer.   

 Redevelopment update 
The Board received an update from the Chief Redevelopment Officer. 

 
ITEMS FOR APPROVAL 
 
 Land Acquisition Business Case (ARP Enabling Works) 

The Board discussed and approved the business case. 
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