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Apologies should be sent to the Trust Secretary, Barbara Anthony on 
barbara.anthony@nhs.net  or call 01923 436361.   

 
Time Item 

ref 
Title Subcommittee / 

Purpose 
Accountable 

officer 
Paper or 
verbal 

 

Standing items 

9.30 
 

1 Opening and welcome Information Chair Verbal 

9.35 2 Patient focused story Information Chair Verbal 

9.45 3 Apologies for absence Information Chair Verbal 

4 Declarations of interest Information Chair Paper 

5 Minutes of previous meeting 1 
December 2022 

Approval Chair Paper 

6 Board decision log Information Chair Paper 

7 Board action log Information Chair Paper 

8 Board work plan Information Chair Paper 

9.50 9 Chair’s report  Information Chair Paper 

9.55 10 Chief Executive’s report Information Chief Executive Paper 

Performance & Committee updates 

10.00 11 Board Assurance Framework 
QC/ FPC 
Approval 

Chief Executive Paper 

10.05 
12 Trust Management Committee 

Information and 
assurance 

Chief Executive Paper 

13 
Finance and Performance Committee 
Written report: December 22 and January 
23 

Information and 
assurance 

Chair of 
Committee/ 

Chief Financial 
Officer 

Paper 

14 

 
Quality Committee 
Written report: November 22 and 
December 22 
Verbal update: January 23 
 

Information and 
assurance 

Chair of 
Committee/ 
Chief Nurse 

Paper 

15 
PERC 
Written report: December 22 

Information and 
assurance 

Chair of 
Committee/ 

CPO 
Paper 

16 
Charity Committee 
Written report: November 22 

Information and 
assurance 

Chair of 
Committee 

/Chief Nurse 
Paper 

 
TRUST BOARD MEETING IN PUBLIC 

AGENDA 
2 February 2023 at 9.30am – 12.30pm 

Executive Meeting Room, Watford General Hospital 
and via zoom (for public and virtual attendees) 

 

 Agenda
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17 
Audit Committee 
Written report: December 22 

Approval 

Chair of 
Committee/ 

Chief Financial 
Officer 

Paper 

10.35 
18 

Access standards performance and 
activity recovery overview 

Information and 
assurance 

Chief Operating 
Officer  

Paper 

10.45 
19 Theatre Productivity  

Information and 
assurance 

Chief Operating 
Officer 

Paper 

10.55 
20 

 
Integrated Performance Report 
 

Information and 
assurance 

Chief 
Information 

Officer  
Paper 

Aim 1: Best Care  

11.20 21 CQC inspection framework update 
Information and 

assurance 
Chief Nurse Paper 

11.25 22 
NHSR Maternity Incentive Scheme Yr4 
sign off  

For information, 
following approval 
at extraordinary 

meeting on 
26.1.23 

Chief Nurse Paper 

11.35 23 Quarterly learning from deaths report 
Information and 

assurance 
Chief Medical 

Officer 
Paper 

11.40 24 
Annual Report for End-of-Life Care Information and 

assurance 
Chief Nurse Paper 

11.45 25 
Annual Report for Litigation and Claims Information and 

assurance 
Chief Nurse Paper 

Aim 2: Best Value 

11.50 26 
Finance update (including Business 
Plan) 

FPC / Information 
and assurance 

Chief Financial 
Officer 

Paper 

Aim 3: Great Team 

12.10 27 
Bi-annual Freedom to Speak up/whistle 
blowing report 

PERC / 
Information and 

assurance 

Chief People 
Officer 

Paper 

Aim 4: Great Place 

12.15 28 Better Care Delivered Differently update  
Information and 

assurance  
Chief Executive 

Officer 
Verbal 

12.20 29 
Ratification of approval of Elective Hub 
business case  

Ratification 
Chief Financial 

Officer 
Paper 

Risk and Governance 

12.25 30 Corporate Risk Register 
QC / Discussion 

and approval 
Chief Medical 

Officer 
Paper 

12.25 31 
Items considered in December 22 
Private Trust Board 

Information and 
assurance 

Trust Secretary Paper 

Closing Items  

12.30 
32 

Any other business previously notified 
to the Chair 

N/A 
Chair Oral 

 
33 

Questions from Healthwatch 
Hertfordshire  

N/A Chair Oral 

34 
Questions from our patients and 
members of the public 

N/A Chair Oral 

 Agenda
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Date of the next board meeting:   
2 March 2023 at Executive Meeting 
Room, Watford and via zoom 

Information Chair Oral 

 

 Agenda
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Last updated: January 2023  

  

 

Declarations of board members and attendees’ interests 

2 February 2023 

Agenda item: 4 

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 

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

• Director, London & Hertfordshire Respiratory Diagnostics Ltd 

• Key opinion leader for Masimo Europe Ltd 

• Chief Medical Officer for Virtue Health Ltd 

Tracey Carter Chief Nurse and Director of Infection 

Prevention and Control 

• Representative for secondary care at the quality committee in the ICB 

• Trustee of Herts MIND Network 

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  

 

Financial interests 

• Director of Edwards Consulting Limited 

• NHS Professionals Bank 
Professional/Voluntary/Non-pecuniary  

• Trustee of Raise, West Hertfordshire Hospitals NHS Trust Charity 
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Last updated: January 2023  

Name Role Description of interest 

• Trustee of Infection Prevention Society and Vice Chair   

• Community Ambassador for Peace Hospice Care  

• President Elect of Hertswood Rotary Club 

• President Bricket Wood WI 

• Husband is CEO of The Nuffield Trust and a Director Edwards 
Consulting Ltd 

Natalie Edwards Non-Executive Director None 

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

Harvey Griffiths Associate 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 – Grip Star 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 

• Non-Executive Director - Inteb Managed Services Ltd 

• Secretary - Just Property Management Ltd 

• Director - Sustainable Infrastructure Partnership Ltd 

Tab 4 Declarations of interest

5 of 335Trust Board Meeting in Public 2 February 2022-02/02/23



Last updated: January 2023  

Name Role Description of interest 

• 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 

• Director - Sustainable Infrastructure Partnership Ltd 

Non-financial Professional Interests 

• Director - Watford Grammar School for Girls Services Ltd 

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 

Louise Halfpenny Director of Communications None 

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 
o In Touch Networks – Coaching Consultant 
o Government Commercial Function: Role – Subject Matter Expert 

(SME) delivering training and facilitation 
o Leadership development role with Mid & South Essex Trust.  
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Last updated: January 2023  

Name Role Description of interest 

Professional Interests: 

• West Hertfordshire Hospitals Trust Charity Committee Chair 

• Trustee of Rising Tides Ltd 

Don Richards Chief Financial Officer None 

Sally Tucker  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. 

Mr Simon West Divisional Director of Surgery, 

Anaesthetics and Cancer  

• Director Northampton Hip and Knee 

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

Barbara Anthony Trust Secretary None 
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TRUST BOARD MEETING IN PUBLIC  

1 December 2022 from 09:30am – 12:30pm  

Watford Football Club and via Zoom   

 

 

 

 

 

There were three members of the public in attendance 

 

Chair Title Attendance 

Phil Townsend  Chairman Yes 

Voting members   

Matthew Coats Chief Executive Officer (CEO) Yes 

Tracey Carter   Chief Nurse and Director of Infection Prevention and 

Control (CN)  

Yes 

Don Richards Chief Financial Officer (CFO) Yes 

Dr Mike van der Watt Chief Medical Officer (CMO) Yes 

Sally Tucker Chief Operating Officer (COO) Yes 

Ginny Edwards  Non-Executive Director  No 

Jonathan Rennison   Non-Executive Director (Vice Chair) Yes 

Edwin Josephs Non-Executive Director Yes 

Harvey Griffiths Non-Executive Director Yes 

Natalie Edwards Non-Executive Director Yes 

Ann Griffin Non-Executive Director Yes 

Non-voting members   

Paul Bannister  Chief Information Officer (CIO) Yes 

Andrew McMenemy Chief People Officer (CPO) Yes 

Helen Davis  Associate Non-Executive Director Yes 

Dr Andy Barlow Divisional Director for Medicine (DDM) Yes 

Dr Rachel Hoey  Divisional Director for Emergency Medicine (DDEM) Yes 

Mr Simon West Divisional Director for Surgery, Anaesthetics and Cancer 

(DDSACs) 

Yes 

Mr William Forson Divisional Director for Women’s and Children (DDWACs) Yes 

Martin Keble Divisional Director for Clinical Support Services Yes 

In attendance   

Barbara Anthony Trust Secretary Yes 

Louise Halfpenny Director of Communications  Yes 

Dr Jane Halpin Accountable Officer, Hertfordshire and West Essex ICB Yes (from 

11.45am 

onwards) 

Mitra Bakhtiari Director of Midwifery Yes 
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MEETING NOTES 

 

Standing items  

1 Opening and welcome 

1.1 The Chair welcomed everyone to the meeting, which would be the last board meeting until 

February 2023. Dr Jane Halpin, Accountable Officer for Hertfordshire and West Essex ICB 

would join the Board and update it about the ICB/ICS strategy. He congratulated the Chief 

Financial Officer and his team for the work undertaken on the car park, which had recently 

won an award. 

2 Patient story 

2.1 

 

 

 

 

 

 

 

2.2 

 

 

 

 

 

2.3 

 

 

 

 

 

 

 

2.4 

 

 

 

2.5 

 

The Chief Nurse introduced Adam Rochester, Nurse Practitioner for non-invasive ventilation.  

AR spoke to the Board about a chronically ill patient who was admitted to the intensive care 

unit for non-invasive ventilation having been unable to manage their condition at home.  The 

patient’s condition was stabilised, and he was able to be transferred into the Acute 

Respiratory Care Unit, ARCU, 7 days after his admission to intensive care.  ARCU supports 

patients who need non-invasive ventilation but no longer need intensive care support.   

 

The ARCU team worked with the patient to reduce his oxygen dependency to the point where 

he could successfully return home and use his home CPAP machine. They also supported the 

patient to receive support with his other health conditions. Following this intervention, the 

patient was able to be discharged home on day 12 and has managed to use his CPAP 

machine successfully.   

 

AR highlighted that the priorities of the unit were maintaining safe staffing ratios, monitoring 

the oxygen capacity levels and completing a peer review process in 2023.   The unit had 

recently received winter monies for extra outreach staffing and he thanked the Trust for their 

support in this process. The unit had just completed its recruitment and data was already 

evidencing that increased support for the outreach team was a having a positive impact on 

reaction times.  

 

The Chair asked about the peer review process. AR explained that respiratory support units 

had developed more quickly than anticipated due to covid. The peer review was designed to 

support the unit with peer learning from similar units, which was to be welcomed. 

 

The Chair raised oxygen monitoring, and both the Chief Nurse and AR confirmed that oxygen 

levels within the Trust were monitored daily to ensure continuity of supply.         

3 Apologies for absence 

3.1 Apologies were noted from Ginny Edwards.  

4 Declarations of interest   

4.1 No amendments were needed.  

5 Minutes of previous meeting on  

5.1 Paragraph 13.1 should read “... demand for services was high...”  

Paragraph 27.2 should read “... the lighting would improve...”. 

Para 25.8 would be amended to reflect that diagnostic services within the SACH site would be 

Tab 5 Minutes of previous meeting in public
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centralised.  

5.2  RESOLUTION: The Board approved the minutes of the previous meeting as a true and 

accurate record, subject to the above amendment. 

6 Board decision log   

6.1 No amendments were required.  

7 Board action log  

7.1 The action for the board development plan was complete.  

8 Board work plan 

8.1 No amendments were required.  

9 Chair’s report 

9.1 

 

9.2 

The Chair highlighted the Virtual Hospital’s commendation at the recent HSJ awards 

ceremony.   

He was also looking forward to attending Raise’s Christmas wrapping session where the 

charity would aim to wrap and give a present for every inpatient receiving care on Christmas 

Day.   

10 Chief Executive’s Report  

10.1 

 

 

 

10.2 

 

 

 

 

10.3 

 

 

 

 

10.4 

 

 

 

 

 

 

 

10.5 

 

 

10.6 

The CEO thanked all staff for their hard work during this challenging period. He was 

heartened that long standing projects were coming to fruition and invited the CPO and CMO 

to update the Board on progress with wellbeing and healthcare innovation.  

 

The CPO ran through the current wellbeing support and engagement opportunities with staff.  

The NHS staff survey had closed with 50% of staff contributing to the survey, which was a 

good level of engagement. Appraisal rates were at their highest level since January 2020 of 

91%.  Overall, the Trust was benchmarking well against its peers on the staff survey and 

appraisal rates.  

 

The CMO updated the Board about the recent visit by him and the CIO to a Spanish hospital 

to review their anticipatory care model, which had been in place for 15 years.  The model 

provided health assessments to the community population which graded each person’s health 

on a scale of 0-5.  Those with a score of 3 or higher received anticipatory care via a monthly 

or bi-monthly GP review and engagement through an app.     

 

The hospital environment was calm with screens showing patients their time slots for 

consultations.  Digital technology was advanced, most notably with a virtual command centre 

customised for each manager, with live data enabling staff to be moved around to mitigate 

busy areas. All patients had digital care plans, which were visible to all.  The hospital was 

dependent on family support on the wards, resulting in fewer ancillary nurses.  Every single 

room had a bunk bed to accommodate family members providing ancillary care to patients. 

The patient app allowed patients to manage and change their appointments.  Staff were 

financially incentivised to meet waiting times.   

 

The Chair, CMO and CIO discussed the differences between the model and care within the 

NHS and resolved that the CMO would take forward integrated working with the ICB.  

 

Jonathan Rennison queried what structural change would need to take place to implement a 

similar model.  The CMO explained that the foundation would be seamless transition between 
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 primary and secondary care, with teaching and digital communication with patients built into 

job plans.  The Board agreed that the CMO needed time to analyse the results of the visit and 

a board development session should be arranged to facilitate more in-depth discussion.   

PERFORMANCE & COMMITTEE REPORTS 

11 Board Assurance Framework (BAF) 

11.1 

 

 

 

 

11.2 

The CEO noted the report and remarked that the framework was maturing well and provided a 

full picture of the Trust’s strategic risk, which had stabilised over the last few months. The 

focus would now be on meeting the target risk scores and he was pleased to note that 

progress was already being made on staff wellbeing and retention.    

 

Edwin Josephs asked for the likelihood scores to be reviewed as there had been no 

movement. The CMO considered that the scores reflected the current risk but would work with 

the Trust Secretary and CEO to clarify the reasoning behind the scores.  

11.3 ACTION: The Trust Secretary would work with the CMO, CEO and risk leads to clarify 

the risk scores. 

11.4 RESOLUTION: The Board approved the Board Assurance Framework.  

12 Trust Management Committee 

12.1 The CEO took the report as read and thanked the CFO for coordinating all the business 

cases, which supported longstanding projects coming to fruition and evidenced the flow of 

investment to a wide variety of areas.  

13 Finance and Performance Committee 

13.1 

 

 

 

13.2 

Harvey Griffiths, FPC Chair, highlighted the high demand for services and noted that the Trust 
was no longer in Tier 1 for cancer services.  The finance update highlighted the need to focus 
on efficiencies to meet the year-end break-even target. The Trust would also need to focus on 
its productivity as block funding was unlikely to be used as the funding mechanism next year.  

 

The pathology business case had been recommended for approval by the Board and would 
be considered in the private session.  

14 Quality Committee 

14.1 

 

 

14.2 

 

 

 

 

14.3 

 

 

 

14.4 

 

 

 

 

Jonathan Rennison highlighted the following points from the committee meeting on 23 
November 2022:  

 

The Maternity CNST update provided assurance on the progress with the 10 safety actions, 
which were all on track for compliance.  Two areas of risk were MDT training for doctors, 
which the DDWACS confirmed was currently on track for compliance due to the training 
modules being moved online.  Planning for next year’s training requirements had also 
commenced  for next year.  

 

The remaining area was the change in data requirements for neonatal ward attenders, which 
the neo-natal team had provided good assurance that they were on track to the meet the 
target.   

 

The Quality Account 6-month progress report provided good assurance that the Trust was 
performing well in providing safe and effective care. Work was required for areas such as RTT 
and discharges, and the Board was already sighted on these areas.  Consideration would be 
given to the framing of targets for next year’s report, particularly for areas where there were 
known challenges.   
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14.5 
 
 

 

The GIRFT reports for endocrinology, diabetes and urology provided good assurance that the 
GIRFT process was being embedded and was bringing value to the Trust. Each report 
demonstrated how patient experience, quality and productivity could be improved with clear 
plans for outstanding actions.    

15 PERC 

15.1 The report was taken as read.  

16 GPC 

16.1 Helen Davis, GPC Chair highlighted the presentation for the ED configuration which set out 
how improvements could be made to benefits mental health patients and efficiency. She 
thanked the Divisional Director for Emergency Medicine for her hard work in in keeping the 
department going and addressing how improvements could be made.   

17 Charity Committee 

17.1 Jonathan Rennison, Committee Chair, highlighted that the charity’s strategy would be 
considered at the Corporate Trustee Meeting later in the day.  The committee was seeking 
approval of its new budget which would require the charity to raise its own funds.  This would 
restrict the funds available for grants for the next 2 years whilst it grew its funds through 
fundraising.  

18 Elective Recovery update 

18.1 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

18.2 

 

 

 

 

The Chief Operating Officer presented the report, which had been updated in line with the 
oversight paper discussed at the previous board. She highlighted the following points: 

• Referral rates had slightly slowed but remained above the 19/20 baseline, with an 
increase in urgent referrals. The data for WACs day cases was under review as it did not 
reflect the department’s high activity. Outpatient activity had increased and medical non-
face to face consultations had increased and were better than the annual plan.  Non face 
to face consultations had also increased for surgery and WACs.   

• Diagnostic activity had improved, which had been recognised by the regional diagnostic 
lead. The radiology division had highlighted that referrals for complex patients were taking 
longer and leading to lower activity levels.   

• RTT was improving.  There were no 104-week waits and 78-week waits had improved. 
Divisions were being asked to focus on 78-week waits and 52-week waits where there had 
been an uptick. A review of validation and data quality issues was in progress.  

• Elective care activity was at 96% of baseline activity.  Improvements were being seen and 
work on ongoing in recording issues.   

• Patient flow challenges were highlighted which had led to the use of the cath lab and 
endoscopy as surge areas, which had in turn, caused a reduction in gastro-activity levels 
resulting in the target not being met.    

• Workforce challenges existed in echo, with regional dialogue around the provision of 
DEXA, which had workforce issues because it was a niche service. ORG had focused on 
the ad hoc activity for cardio. 

• The Trust had received confirmation that it had exited Tier 1 for cancer services.   

• ED demand remained challenging, activity was 12% higher than baseline, with partner 
trusts providing mutual aid to each other. A collaborative had been launched for system 
initiatives.  ICB partners were working together to enable patient flow and boarding, which 
had been running well over the past weeks and processes were being formalised.  

 

The COO focused on theatre productivity and drew the Board’s attention to the appendix in 
the IPR which highlighted theatre activity.  Newton had started their work at pace to establish 
baseline positions.  Progress was being made, in conjunction with the CIO, to produce a real 
time activity dashboard. Productivity was approximately 76%, against a national standard of 
85%.  Data was being reviewed to validate this position.  

 

Jonathan Rennison commended the improvement that had been made and asked if additional 
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18.3 

 

 

 

 

 

18.4 

 

 

 

 

 

 

18.5 

resource could drive improvements in the areas that still needed further work.  The COO 
explained that data quality and data capture remained an area of focus, as well as increasing 
productivity.  The CFO added that the Newton work would improve the connection between St 
Albans and Watford and confirmed to the Chair that an update would be provided to the Board 
in February 23.     

 

Helen Davis asked about the length of waits experienced by patients within ED.  The DDoEM 
explained that there were significant delays for patients who needed a mental health bed. 
Some of these patients were admitted to the Trust pending the allocation of a mental health 
bed.  The Trust was working with the partner mental health trust and community providers to 
find a solution. The COO added the issue was a priority. Both her and the Chief Nurse held 
weekly meetings with system partners. It was recognised that the Trust was a hot spot for 
mental health attendances.  The Trust would continue to care for the needs of mental health 
patients and would continue to admit patients to keep them safe.   

 

Jonathan Rennison asked why the Trust was a hotspot.  The COO explained that the Trust 
currently received more s136 patients and out of area patients.  They were working with 
system partners to work out the reasons behind the data.  In the meantime, winter initiatives 
such as safe spaces, crisis cafes and community support had been put in place to support 
mental health users.     

19 Integrated Performance report 

19.1 

 

 

 

19.2 

 

 

 

19.3 

 

 

19.4 

 

 

 

 

19.5 

 

 

 

19.6 

 

 

19.7 

 

 

 

19.8 

 

The Chief Information Officer highlighted 1 new exception for Robson category 1 c-sections 
which had breached the upper control limit. This would be monitored and investigated further 
if the trend continued into a second month.  

 

The balance in registered and unregistered nurses was highlighted within the safety domain.  

The slight reduction in performance against a higher volume of activity was noted as well the 
improvement in cancer and RTT for most metrics. The areas of concern around 52-week 
weeks, cancer 2 week waits, 62 days and breast symptomatic were noted.  

 

Workforce metrics showed a notable reduction in staff turnover and improvement in appraisal 
rates.  

 

ED metrics showed the high levels of emergency activity, elective activity and the reduction in 
the PTL.   

 

Perinatal quarterly spotlight 

 

The Chief Nurse highlighted the vacancy rate within midwifery and the recruitment and 
retention strategy that was in place to mitigate the issue, which would impact on the 
availability of birth options.  

 

The incidents involving a massive obstetric haemorrhage was highlighted. The incidents had 
been reviewed as part of a thematic review and in the quality IPR at QC and by the maternity 
safety champions. A thorough audit had been undertaken and learning produced.   

 

Maternity services had received several external visits with no safety concerns being raised.  
Areas of positive practice and recommendations were shared with Trust and staff were 
working to improve the environment in reception and ante natal and post-natal wards. 

 

The DDWACs added that the maternity teams were working well and the outcomes for 
mothers were good. Although the Robson metric had increased, adverse outcomes had 
decreased, and mothers and babies were going home in good condition.  Overall, the service 
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19.9 

 

 

 

 

19.10 

was making progress through systematic reviews, updating guidelines and making changes to 
prescribed medicines. Outcomes were positive, and good quality care was being provided 
within one of the most visited services within the Trust.  

 

The Maternity EPR system would be implemented in March or April which would start 
measuring real-time data. Jonathan Rennison added that he had received lots of positive 
feedback about the service at regional events for NEDs and that the service was a leader for 
innovation and transformation.   

 

Ann Griffin asked about the data for reducing health equalities generally, such as data around 
gender and age.  The CIO explained that some of that data was available, but it was not 
holistically available across the services. The Chair concluded that the question could be 
discussed with the Dr Jane Halpin, Accountable Officer for the ICB, later in the meeting.    

Aim 1: Best care  

20 Annual establishment review report – Children’s services 

20.1 

 

 

 

20.2 

 

 

 

20.3 

 

 

 

20.4 

The Chief Nurse presented the report and highlighted that no changes were needed for the 

nursing models for Safari and Starfish wards. The Children’s ED department were using the 

safer nursing care tool and would work through two cycles before making any changes. 

 

The paediatric assessment staffing model was still running and would continue to be 

reviewed. Overall, there was robust governance in place and good routes for escalation 

around safe staffing levels.  

 

The Chief Nurse was professionally supportive of these staffing models, which had also been 

signed off by the senior nursing management structure.  She confirmed to Jonathan Rennison 

that the business case for staffing the PAU 24/7 was being worked through by the division and 

would come through financial planning meetings in 2023. 

 

The Chair noted that the reports had been discussed thoroughly at Quality Committee.   

21 Maternity NHSR year 4 update 

21.1 

 

 

 

21.2 

 

 

21.3 

The Director of Midwifery presented the report and confirmed that all actions were on track for 

completion.  The previous reported highlighted that carbon monoxide monitoring at 36 weeks 

needed to be above 80% and this had been achieved. 

 

The plan for ATAIN was progressing the review of all neonatal ward admissions, which had 

commenced from July 22 onwards.   

 

Helen Davis asked about the logistics of the Board approving the submission on 2 February 

2023. The Chief Nurse confirmed that both her and Jonathan Rennison, Maternity Safety 

Champion would review the evidence prior to the extraordinary board meeting at the end of 

January. This would provide the CEO with the authority to sign the declaration form for  

submission. An update would come to February 23 Board. 

22 East Kent briefing report 

22.1 

 

 

 

The Director of Midwifery presented the report and summarised the findings of the inquiry, 

which had reviewed 202 cases between 2009 and 2020.  It had considered the degree of 

harm to determine if and how the outcomes could have been different.   It found that, in 49% 

of the cases, the mother and baby would have had a different outcome if the trust’s guidelines 

Tab 5 Minutes of previous meeting in public

14 of 335 Trust Board Meeting in Public 2 February 2022-02/02/23



 

Page 8 of 14 

 

22.2 

 

 

 

 

 

22.3 

 

 

 

 

22.4 

 

 

had been followed.  

 

Overall, it found that families were not listened to and were treated with a lack of compassion 

and kindness as well as being excluded and ignored from investigations.  It concluded that 

there were eight opportunities where the trust could have stopped harm from happening to 

mothers and babies.  Workforce issues had contributed to the poor outcomes. There was a 

lack of team working and professionalism which promoted bullying and poor team dynamics.  

 

Going forwards, NHSE would be publishing a maternity services delivery plan in the New Year 

which incorporate all of the recommendations from the East Kent, Shrewsbury and Telford 

and the Morecambe Bay maternity inquiries. These reviews had identified key actions around 

monitoring, performance, clinical standards of behaviours, floor team working and 

organisational behaviours. 

 

The Trust’s maternity service would undertake a gap analysis of the report.  A separate gap 

analysis would also be completed by the East of England LMNS which would include 

benchmarking data for the region.  A report would be produced in early 2023 which would be 

reviewed by the Quality Committee before being submitted to the Board.  

23 Quality Improvement briefing paper 

23.1 

 

 

 

23.2 

 

 

 

 

 

23.3 

The Chief Nurse presented the report, which outlined the direction for QI and CPG.  The 

Trust’s investment in these teams in 2019 had led to the creation of lead nurse posts, 

improvement leads, a CPG programme manager and an information analyst.  

 

15 pathways were in progress for CPG.  Going forwards, the QI strategy for the next 3-5 years 

would be developed and discussed in a board development session in the Spring. The 

strategy would then be presented to the Board in June 2023 for approval.  The plan would 

look to build leadership capacity and capability in QI and potential partnership working with 

IHI. The Trust would continue to align its QI and CPG teams and would work with the Royal 

Free on common pathways.  

 

The Chair, CEO and Ann Griffin expressed their strong support for the programmes which 

would complement the Trust’s strategy refresh, teaching strategy and enable many of the 

Trust’s internal strategies by focusing on sustainable change through research, innovation 

and digital opportunities. The CIO added that standardised care models were a prominent 

feature with the Spanish care system, with standardised pathways and training providing 

clarity to staff.  Natalie Edwards asked how the Trust would measure its progress and the 

Chief Nurse explained that success measures would be developed through the committees, 

quality priorities and strategic objectives.  

24 Annual Report – Infection, Prevention and Control (2021-2022) 

24.1 

 

 

 

 

24.2 

 

The Chief Nurse presented the annual report and highlighted the trajectory for c-difficile 

cases. The Trust’s target was to have no more than 41 cases. Overall, 37 cases out of 60 

cases were attributed to the Trust and it was deemed to have met its target. All cases had 

been reviewed and the identifiable themes had been incorporated into new work plans. 

 

Two MRSA cases relating to surgical site infections had been recorded which had led to an 

increased surveillance programme and relaunch of aseptic touch techniques following the tail 

end of the pandemic.  Monitoring had detected a higher rate of infections for breast surgery 
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24.3 

 

 

24.4 

 

 

24.5 

 

which had been investigate with no significant issues found. The trust had worked closely with 

the ICB on sharing learning and updated policies Which had led to improved system working 

and better infection prevention and control. 

 

The environment department were continuing to maintain water management with the 

implementation of robust regimes with a clear plan for long term water management within the 

Trust.  

 

The report was accepted as assurance on the requirements of the Hygiene Code and Health 

and Social Care Act. 

 

Jonathan Rennison commented that the report featured a high standard of working and he 

was assured by the clear action planning and focus on the year ahead. The report had been 

reviewed by the Quality Committee, which had interrogated the data and triangulated it 

against other reports 

25 Annual Report – Complaints and PALS (2021-2022) 

25.1 

 

 

 

 

25.2 

 

 

 

 

25.3 

The Chief Nurse presented the report and highlighted the themes and trends of the 

complaints received during the reporting period. There was a clear correlation between the 

receipt of formal complaints and the involvement of PALS. The impact of COVID was also 

evident with the themes of restricted visiting and poor communications being present.  

 

The learning from the report would be implemented and the Trust was reviewing its discharge 

pathways and looking to improve its communications with patients and families. 

The report also included an overview of compliments received from patients and their families. 

Overall, 484 compliments were received which provided context and perspective to the 

number of complaints received.  

 

Edwin Josephs and Ann Griffin were pleased that the report captured compliments and asked 

if these were passed on to staff. The Chief Nurse confirmed that they were passed on to staff. 

The next annual report would capture a greater number, as the process had been improved 

during the year. Natalie Edwards asked how the compliments were captured and the Chief 

Nurse explained the role of the Friend and Family programme and compliments  could be 

emailed. There would be further opportunities next year to develop the compliment system via 

the internal and external internet. Harvey Griffiths suggested that they should also be 

captured within the CEO’s weekly briefing. (The Trust’s e-update now includes a compliments 

section)  

26 Annual Report – Serious Incidents and Never Events (2021-2022) 

26.1 

 

 

 

 

 

 

26.2 

 

The Chief Medical Officer presented the report and highlighted the following: 

• There were 104 incidents and two never events during the reporting period.  

• 68 of the serious incidents were covid related.  

• There had been 100% compliance with the requirement to report serious incidents on 

STEIS within 48 hrs.  

• The Serious Incident Review Group had submitted 30 completed serious incident 

reviews to the ICB. 

The never events related to 1 retained swab and 1 wrong removal of a skin lesion. Learning 

had taken place from both incidents.   
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26.3 

 

 

 

26.4 

 

The pandemic had impacted the timely completion of SI investigations and an action plan was 

in place to recover previous compliance levels.  Duty of Candour letters had been completed 

in 94.3% cases.  The learning from the investigations was discussed art divisional and trust 

wide meetings and was also published in divisional newsletters. 

 

The Chair asked if there was any guidance on best practice for the investigation of serious 

incidents. The CMO had not been notified of any guidance but was assured that the Trust had 

a good governance process in place which had not received any recommendations for 

improvement during recent CQC inspections. 

Aim 2: Best Value 

27 Finance update (including Business Plan) 

27.1 

 

 

 

 

27.2 

 

 

 

 

 

 

 

 

 

 

 

 

27.3 

 

 

27.4 

 

 

 

 

27.5 

 

 

 

 

The CFO presented his slides and summarised that month 7 was the first month where the 

I&E position had moved away from the planned trajectory. The current deficit forecast of 

£5.7m was lower from that forecast the previous month but remained higher than the 

trajectory set at the beginning of the year.  However, the Trust was still forecast to break even 

at the end of the year.  

 

He highlighted the following points: 

• ERF income was paid on a block basis, which helped mitigate the impact of 

inflationary pressures of £7m.  

• The value of this year’s elective activity was less than the value of its contracts as a 

result of less activity and data quality issues. Improvements in data quality would 

improve the value of performance.  

• Covid costs were reducing and were contributing to the balanced budget.   

• Agency costs were higher at £9.5m against projected costs of £7.5m.  £1.5m of those 

costs related to covid work and overall, there was a lot of work in progress on reducing 

agency spend.     

• The CIP forecast remained below target and meetings were continuing with divisions 

to focus on achieving end-of-year targets. 

 

Overall, the Trust was still projected to break even, but this would be subject to successfully 

managing annual leave accrual, reducing agency staff spend, meeting CIP targets and other 

non-recurrent measures.  

 

There were no issues to report regarding the balance sheet. There would be a focus on 

achieving the capital spend in the final quarter.  To date, £5.5m had been spent and FPC  

Had discussed plans to accelerate capital spending and make use of any accrued 

underspending. The CFO would also be liaising with the national team on this issue.   

 

Looking ahead, the system will be challenged by reduced non-recurrent funding due to the 

reduction in covid spend. The Trust will face the challenge of increasing its productivity to 

generate sufficient elective income.  

 

Discussion 
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27.6 

 

 

 

 

 

 

 

27.7 

 

 

 

 

 

 

 

 

27.8 

 

 

27.9 

 

 

Edwin Josephs asked if there was confidence that the Trust would meet the forecast to break 

even. The CFO explained that the Trust would achieve break even if there was 50:50 

contribution from CIPs and other non-recurrent measures, such as additional funding for 

current pressures.  The Trust would also need to find savings through contract negotiations as 

well as delivering on savings plans. FPC had considered the savings plans in detail, which 

focused on trust-wide savings plans being embedded within the divisions.  The FPC efficiency 

report would be shared with Edwin Josephs and Harvey Griffiths, FPC Chair, confirmed that 

the committee was sighted on the matter. 

   

Natalie Edwards raised the reduction of agency spend with the CPO, who confirmed that the 

Agency and Bank Working Group were meeting regularly to monitor and target hot spot areas.  

However, current winter pressures, the need for additional staffing of surge areas and 

potential strike action was challenging.  The Chief Nurse and COO were ensuring that fill rates 

were at optimum levels, and these had improved from last year. The group was focusing on 

consultant agency spend by encouraging the appointment of substantive consultants. The 

current area of concern was around the HCA workforce and ensuring that this was 

sustainable. Progress had been made with corporate agency use within Microbiology, 

Pharmacy and Estates where posts were being made substantive.    

 

The CFO added that the full year effect of the direct engagement model should produce 

additional savings such as VAT savings.   

 

Helen Davis asked what would happen if the Trust was unable to spend its remaining capital 

budget by the end of the year. The CFO was in discussion with the Centre about flexibility for 

this year’s budget.  Otherwise, the consequence of slippage would be felt during the next 

financial year and the Trust would need to work with system partners on available options.  

Aim 3: Great Team 

28 People Strategy update 

28.1 

 

 

 

 

 

 

 

 

28.2 

 

 

 

28.3 

 

 

 

The CPO presented the strategy update which had been revised and developed over a 

number of months using a listening and inclusive approach. It incorporated the new national 

people strategy, requirements of the future acute redevelopment and took into account the 

impact of the pandemic. It focused on the four key areas: 

• Staff retention and sustainability 

• Staff engagement and wellbeing 

• Teaching hospital and learning culture 

• Inclusion and diversity.  

 

The strategy was supported by an action plan with measurable outcomes and covered short 

term areas of improvement, as well as the longer-term strategy.  It would be delivered through 

4 new operational groups aligned to the strategic drivers listed above. These would report to 

TMC, PERC and the Board.   

 

Jonathan Rennison asked how data would be intelligently used to inform the drivers and 

identify gaps ahead of time.  The CPO explained that the operational groups would be 

focused on data analysis and would use modelling to identify themes and trends over a 3–5-

year future period.  They would also work with universities and training providers about future 
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28.4 

 

 

 

28.5 

workforce requirements.   The CEO added that the workforce strategy was part of the overall 

Trust refresh and the 4 working groups would be the engine for change.   

 

The DDEM asked how success would be measured and the CPO explained that it would be 

through a range of measures around leadership development and monitoring how staff 

developed and contributed to the Trust’s work.   

 

Jonathan Rennison asked if there was an agreed methodology to drive and embed change. 

The CPO explained that he was reviewing the use of QI and Virginia Mason as a provider.    

28.6 The Board approved the strategy and its publication 

Aim 4: Great Place 

29 Better Care Delivered Differently and Strategic Objectives update 

29.1 

 

 

 

29.2 

 

 

 

 

 

29.3 

 

 

 

 

 

29.4 

The CEO presented both reports together and summarised that the Better Care Delivered 

Differently report updated the Board on the programmes that enabled strategic progress whilst 

the Strategic Objectives report monitored that progress.   

 

Overall, both reports demonstrated that good progress was being made against the 

objectives. However, there were two areas of concern, namely:  

1. Retention – the Trust was not an outlier but needed to improve on recruitment and 

retention over the next two years.  

2. Outpatient transformation – it needed to improve the number of virtual outpatient 

appointments being made.    

 

The CIO explained that improvement plans had been in place prior to the pandemic and had 

been delayed because of this and the implementation of EPR. A new Outpatient 

Transformation Manager would start work shortly to focus on outpatient transformation which 

would be designed around the needs of patients and would focus on standardisation and 

digital transformation.   

 

The Chair asked for the right targets to be prioritised and the DDCSS asked for a 

communications plan to ensure that staff were kept updated about the changes which the 

Chair endorsed.  

30 Virtual Hospital Development update 

30.1 

 

 

 

 

 

30.2 

 

 

 

 

The Chief Information Officer updated the Board on the progress with expanding the Virtual 

Hospital. The team had moved into a better space, which had improved effectiveness, and 

were improving processes to identify eligible patients. There was good progress with 

recruitment of doctors and nurses to the programme who were all in post.  The number of 

patients cared for by the VH had increased and was on track to his approximately 40 beds by 

the end of the year.   

 

The team had received an early insight to into clinical outcomes which was extremely positive. 

Data showed the service was safe, with only a low number of deaths.  The Academic Health 

Science Network evaluation had assessed that there was a significant length of stay reduction 

and a reduced number of readmissions.  Feedback from patients and staff was positive and 

the economic evaluation showed that significant savings were being made.     

 

The Chair noted that further pathways would be included once approval was granted.  Natalie 
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30.3 

 

Edwards asked what the future service would look like, and the DD for Medicine considered 

that it would be run through a control hub which would be embedded within clinical models 

where patients would move seamlessly through a virtual pathway.  There would be a greater 

element of community care with clinicians interacting with patients at right moment.   

31 Use of S.O 6.2 to approve the business case for the Elective Hub 

31.1 The Chief Finance Officer explained that the Elective Hub business case would need to be 

approved in mid-December, which required the use of the Board’s urgent powers in order to 

meet the timetable set by the Department of Health.   

32 ICS update 

32.1 

 

 

32.2 

 

 

 

32.3 

 

 

 

 

32.4 

 

 

 

 

32.5 

 

 

 

32.6 

Dr Jane Halpin, Accountable Officer for Hertfordshire and West Essex ICB updated the Board 

on the ICB’s objectives through a slide presentation published within the papers.  

 

The Chair asked how the ICB would include the voluntary sector in its plans.  JH explained 

that the ICB had formally established voluntary sector alliances across it footprint which 

provided a single point of contact which the ICB could work with to improve services and 

target resources whilst providing stability to voluntary services with longer term funding. 

 

The CFO asked how the ICB would work to improve population heath and JH explained that 

the Director of Clinical and Professional services would present the ICB’s plan for health 

priorities at its January Board.  The plan would focus on 2 to 3 key areas where real 

improvement could be made.   

 

The CEO and Chief Nurse commented that there was an opportunity for partnership working 

on data visibility and research within maternity services for minority and ethnic groups.  JH 

agreed and noted that with the recent implementation of the shared care record, the ICB could 

start linking maternity services with GP services and local government services and review 

the effectiveness of its spend by linking financial information.   

   

Ann Griffin asked about the role of social care and JH confirmed that senior leaders from local 

government services were present on the Board which would allow for triangulation and 

comparison of services provided across the footprint, learning from the strengths of each team 

and sharing that across the ICB. 

 

The Chair asked JH to update the Board on the ICB’s insights in 6-9 months’ time.  

32.7 The Trust Secretary would arrange for the Accountable Officer for Herts and West 

Essex ICB to provide a further update to the Board in 6-9 months’ time.  

Risk and Governance  

33 Corporate Risk Register report  

33.1 The Chief Medical Officer presented the report which was discussed at both the Risk Review 
Group (RRG) and the Quality Committee. There were 18 open risks. 1 risk regarding 
standardisation of CTG training had been considered for the register, but RRG had concluded 
that it did not need to be included due to the mitigations in place.  There were no further 
changes to report.  

33.2 The Board approved the Corporate Risk Register  

34 Items considered in November 22 Private Trust Board  

34.1 The report was noted.   
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Closing Items  

35 Any other business previously notified to the Chair    

35.1  There was no other business for consideration.  

36 Questions from Hertfordshire Healthwatch  

36.1  No questions were received from Healthwatch. 

37 Questions from our patients and members of the public 

37.1 

 

 

 

 

 

 

 

37.2 

 

 

 

 

37.3 

 

 

 

 

37.4 

 

 

 

 

 

 

37.5 

1. The Watford surface car park is often nearly full despite the opening of the Multi-Storey. 
Could the signage be made clearer to make sure people know that the Multi-Storey is now 
available? 
 
The Director of Communications explained that she was working with the council to update 
their signage for the hospital car park.  The CFO confirmed that additional signage was 
planned to divert visitors from the surface car park to the MSCP.  The road repairs outside the 
entrance of PMOK was impacting on visitors’ ability to collect patients from the hospital and 
leaflets were planned to mitigate this.  The road repairs would continue for the next quarter as 
they were more complex than initially anticipated.   
 
2. Have any boreholes been sunk to determine the extent of contamination on the 0.54 ha 
Central Zone site which is involved in the land acquisition business case? 
 
The CFO confirmed that two assessments had been undertaken which had showed the 
presence of low-level contamination.  This information had been considered by the valuers 
and the value of the land had been abated to take into account the cost of remedial works.  
 
3. Is the sum to be paid in respect of the land acquisition business case solely and exclusively 
intended for the purchase of that 0.54 ha Central Zone site? If not, what is it paying for? 
 
The CFO confirmed that the sum included the purchase feed and the legal fees necessary for 
that purchase.  
 
4. Which main backlog maintenance items of moderate risk will the Trust not be carrying out 
in the Verulam Wing at Hemel Hospital in the future? What will be the cumulative cost of those 
items by 2032? 
 
The CFO confirmed that all items of high and moderate risk in the backlog of maintenance 
assessment were taken into account  within the preferred option for the hospital 
redevelopment business case. The precise detail of what would be refurbished would not be 
known until after the approval of the OBC.   
 
5. Many of the timber-framed windows in the Verulam Wing were described as ‘original and 
aged’ in the Six Facet Condition survey four years ago. The Survey also said  ‘A historic lack 
of 
maintenance to frames has resulted in deterioration.’ What remedial work has taken place on 
the windows since that Survey, and what remedial work is planned? 
 
The CFO explained that there was a long backlog oof maintenance worth over £100m across 
the whole trust.  The timber frames were included in that list and had been included within the 
preferred option refurbishment/replacement works for Verulum.  Those items had not 
sufficiently risen in priority to be included within the capital programme due to limited 
resources.   

38 Date of the next Board meeting 

 The next Board meeting would be held on 2 February 2022 in the Executive Meeting Room 

and via Zoom.  
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Board meeting 

decision date   

Decision reference 

(from minutes)   

Item presented to Board for action  Comments/outcome

07 April 2022 22.3 RFL Partnership arrangements

The Board approved the extension of the RFL partnership arrangements and would progress a board 

development session on RFL partnership work.

07 April 2022 24.6 Draft Business Plan 2022-23 The Board approved the strategic objectives for 2022/23.

05 May 2022 20.2 Delegated Authority Request - Quality Account

The Board approved the delegated authority request for the Quality Committee to approve the Quality 

Account on behalf of the Board. 

05 May 2022 24.3 PERC Terms of Reference The Board approved the PERC terms of reference

05 May 2022 27.2

Annual statement of actions taken to prevent 

slavery and human trafficking The Board approved the signing of the annual statement by the CEO

05 May 2022 28.2 Annual self-certification process The Board approved the signing of the self certification by the Chair and CEO. 

31 May 2022 5.2 Shortlist review The Board approved the recommendation not to reopen the shortlist. 

31 May 2022 5.3xv Preferred option

The Board approved option 6 as the preferred option for the emergency site and option 3 as the preferred 

option for Hemel Hempstead and St Albans.  

31 May 2022 20.5 Business plan The Board approved the business subject to the changes in the financial plan. 

07 July 2022 25.0

Approval of the Quality Account by delegated 

authority. The Board ratified the approval of the Quality Account by delegated authority. 

07 July 2022 28 Interventional Radiology business case The Board approved the Interventional Radiology business case

01 September 2022 26.2

Annual Workforce Race Equality Scheme 

(WRES) report The Board approved the publishing of the report.  

01 September 2022 27.8

Annual Workforce Disability Equality Scheme 

(WDES) report The Board approved the findings of the report and approved its publication

06 October 2022 27.9 Schrodells Business Case The Board approved the Schrodells business case

06 October 2022 31.3

Review of standing orders, standing financial 

instructions and scheme of delegation

The Board approved the changes to the standing orders, standing financial instructions and scheme of 

delegation.

03 November 2022 18 Elective Recovery Self Certification The Board approved the sign-off of the self-certification report to NHSE by the CEO and Chair. 

03 November 2022 23 Gender and Race Pay gap The Board approved the reports for publication on the Trust’s website

03 November 2022 25 Community Diagnostic Centre business case The Board approved the Community Diagnostic Centre business case

03 November 2022 26 SACH electrical business case The Board approved the SACH electrical business case.

03 November 2022 27 LED lighting business case The Board approved the LED lighting business case. 

03 November 2022 28 Essential Services Laboratory business case The Board approved the Essential Services Laboratory business case

01 December 2022 Nil return
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Agenda item: 7  

 
 

Action log (updated following 1 December 2022) 

 
 

 No. 
Date of 
meeting 

Minute ref Action 
Lead for 

completing 
the action 

Date to be 
completed 

Update 

1 1 
December 
2022 

11.3 The Trust Secretary would work with the CMO, CEO 
and risk leads to clarify the risk scores for the BAF. 

Trust 
Secretary February 23 Complete 

2 1 
December 
2022 

32.7 The Trust Secretary would arrange for the Accountable 
Officer for Herts and West Essex ICB to provide a 
further update to the Board in 6-9 months’ time. 

Trust 
Secretary February 23 In progress 
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TRUST BOARD WORK PLAN 2022-23: Part 1 Apr-22 May-22 Jun-22 Jul-22 Sep-22 Oct-22 Nov-22 Dec-22 Jan-23 Feb-23 Mar-23

Service presentation/patient story          

Trust Chair and Chief Executive’s report          

Integrated Performance Report          

Seven day services – board assurance framework (suspended)

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 (Director of Clinical Governance)    

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 duty report  

EDS3 

Gender and race pay gap report  

Outcome of national staff survey/progress report 

Annual medical appraisal report and statement of compliance 

Annual NHS disability equality standard report 

Annual NHS workforce race equality standard report 

Annual People Strategy update  

People Strategy 

Bi-annual freedom to speak up/whistle blowing report  

Guardian of Safe Working Annual Report 

FPPR Report 

Aim 3: Great Team

Reports aligned with the publication of results

Performance

Aim 2: Best Value 

As required

As required

As required

Aim 1: Best Care

Tab 8 Board workplan

24 of 335 Trust Board Meeting in Public 2 February 2022-02/02/23



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 

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 

Annual review of corporate governance structure 

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 - November and May  

Regulatory

Assurance reports from committees 

Questions

Aim 4: Great Place 

As required

Risk and governance 
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Trust Board Meeting 
                                                                2 February 2023 
 

Title of the paper Chair’s Report 
 

Agenda Item 9 

Presenter Phil Townsend, Trust Chair 
 

Author(s) Barbara Anthony, Trust Secretary 
 

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? 
✓ 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 –  2 February 2023  
 
Chair’s report 
 
Presented by: Phil Townsend, Trust 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 
 

Health secretary and VIP visits to Watford General Hospital 
 

2.1 I was delighted to welcome Steve Barclay MP, the Secretary of State for Health and 
Social Care, who visited Watford General Hospital on Friday 6 January to hear more 
about the Trust's redevelopment plans. Mr Barclay met senior clinicians from our 
emergency department, visited an inpatient ward and took in the view of the new hospital 
site from the rooftop of the PMoK building. He also visited our nationally recognised 
Virtual Hospital where he saw how patient care is being transformed by technology. 

2.2 I have also welcomed the opportunity to host Sir Mike Penning MP, Daisy Cooper MP, 
Natalie Forrest SRO, New Hospital Programme DHSC and the Rt Paul Burstow, 
Independent Chair, NHS HWE ICS at Watford General Hospital. I am extremely grateful 
to all of them for making the time to visit the Trust and listening to our strategic ambitions 
and plans.  

Emergency medicine team nominated for ‘Hertfordshire Hero’ awards 

2.3 Congratulations to Dr Gavin Wilson, Consultant in Emergency Medicine and Paediatric 
Emergency Medicine, and the Emergency Medicine Team on being shortlisted as a 
finalist in the Heart Radio ‘Hertfordshire Hero’ Awards.  

2.4 Dr Wilson was nominated for an NHS Hero award by the family of a patient who was 
successfully resuscitated following a cardiac arrest. Congratulations to Dr Wilson and the 
team on being nominated! 
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Long Service Awards  

2.5 It was with great pleasure I attended the Long Service Awards on 26 January 2023. The 
event in the morning celebrated those staff with 15 years’ service and was hosted by 
Andrew McMenemy, Chief People Officer. In the afternoon I co-hosted the ceremony 
alongside Tracey Carter, Chief Nurse. The afternoon ceremony recognised those staff 
with NHS service from 20 years’ all the way to one member of our staff with 50 years’ 
service, Barbara de La Salle who works as our NEQAS Haematology Scheme Director. 
Over 300 staff were recognised for long service recognition with the event taking place at 
Watford Football club alongside morning and afternoon tea and cakes. It was a great way 
to recognise our staff who have committed and dedicated significant parts of their life to 
the NHS. It was a wonderful ceremony and on behalf of the Board I would like to 
congratulate all those recognised. 

 

Congrats to our monthly Stars of Herts winners 

2.6 Well done to our latest monthly Stars of Herts award winners. The team award went to the 
Emergency Department and individual awards went to Sian Edwards (paediatric 
advanced nurse practitioner) and Claire Cutting (allied health professional workforce lead) 
from the maternity booking team who were nominated for being supportive, passionate 
and for always treating patients with compassion and respect.  

 

Watford FC stars visit children’s ward 

2.7 Children on Starfish and Safari wards at Watford General Hospital were treated to a visit 
from Watford Football Club players on Tuesday 20 December.  Our young patients were 
delighted to be visited by the Watford FC footballers who posed for photos, signed 
merchandise and kindly gave the children Christmas gifts to celebrate the festive 
season.   

2.8 I would like to extend my sincere thanks to our neighbours at Watford FC for spreading 
some Christmas cheer and taking the time to visit our patients. 

Disability history month 

2.9 The Trust celebrated Disability history month by sharing stories from members of 
Diversability.  The month culminated in Heidi Buckell, Disability Champion at the Trust 
attending the NHS Employers Disability Summit. I would like to thank Heidi for her hard 
work highlighting Disability history month and for representing the Trust at the summit.  

Celebrating our international nurses 

2.10 In December 22, we hosted a festive evening for our non-EU international nurses who 
have joined the Trust in the last three years. They have studied for the nursing and 
midwifery council’s objective structured clinical examination (OSCE) to become a UK 
registered nurse.  Nursing staff shared their incredible career journeys, and Chief Nurse, 
Tracey Carter joined in the celebrations, thanking staff for being a vital part of our nursing 
workforce.  I would like to thank all of our international nurses  for their contribution in 
clinical areas and for providing the highest standards of patient care at the Trust.   

 

3 Community News 

Raise a Smile reaches over 1,000 patients 

3.1 I would like to thank our well-wishers, who helped us gift an incredible 1,300 Christmas 
presents to over 1,000 patients, across 54 wards and departments in our three hospitals. 
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It is hugely rewarding for everyone at our Trust to know that we can rely on our 
community for their strong support for our charity. Thank you to everyone who donated, 
collected gifts and released their staff to volunteer.  

 

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. 
 

10 year strategy agreed by Hertfordshire and West Essex ICB for a healthier future 
 

4.2 The ICB approved its 10 year plan to tackle the root causes of ill health in Hertfordshire 
and West Essex on 15 December 2022. 

• The strategy, has six priorities for action over the next decade and will focus on: 

• giving every child the best start in life 

• supporting its communities and places to be healthy and sustainable 

• supporting its residents to maintain healthy lifestyles 

• enabling its residents to age well and support people living with dementia 

• improving support to people living with life-long conditions, long term health conditions, 
physical disabilities, and their families 

• improving its residents’ mental health and outcomes for those with learning disabilities 
and autism. 
 

4.3 The ICB will now focus on engaging the public, staff and volunteers who want to get 
involved in agreeing how those priorities should be delivered in the years ahead. 

5 BOARD NEWS 
 

Board visit programme: 
 

5.1 As part of the monthly Board visit programme, in DEcember 2022 the Board visited the 
following departments at St Alban’s City Hospital: 

• Clinical Prep at Shrodells 

• Croxley ward 

• Patient lounge 

• Pharmacy Board 

• PMOK radiology 
 
 
6 Trust Chair’s meetings: 

   
6.1 The Trust Chair has attended the following since the report to the last Board meeting: 

• Interviews for Chief Redevelopment Officer 

• Governance meetings with Trust Secretary 

• Pre-interview meetings with Consultant candidates 

• Turn on of the Christmas tree lights SACH site 

• Attended virtual NHS Providers – Chairs & Chiefs Executive Network 

• Attended Herts Chairs virtual meeting 

• Board Development discussion meetings 

• Meetings with CEO 

• Chaired Consultant interviews for Gynae & Chest Consultant Radiologist – Interviews 
8th December 
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• Off-site meetings with NEDs 

• Internal NEDs 1-2-1 meetings 

• Virtual meetings with Dean Russell MP 

• RAISE charity – Christmas wrapping session 

• Finance & Performance Committee  

• Quality Committee 

• Off-site meeting with Sir Mike Penning MP in Hemel Hempstead 

• Hosted Meeting with Steve Barclay, Secretary of State 

• Hosted meeting with Natalie Forrest SRO, New Hospital Programme DHSC 

• Shortlisting meeting for the Chief Strategy Officer & interviews 

• Hosted SWH HCP Chairs’ virtual Meeting 

• Attended Night Visit Programme ward walkarounds 

• Attended virtual Midlands and East of England Regional Roadshow 

• Hosted visit of Steve Barclay, Secretary of State 

• Deloitte well-led review feedback session as Board development 

• Daisy Cooper MP meeting 

• Hosted visit of Rt Paul Burstow, Independent Chair, NHS HWE ICB  

• Hosted contract signing meeting with ATOS 

• Hosted visit of Sir Mike Penning to Watford General Hospital 
 

 
 

7 RECOMMENDATION 
 

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

 
24 January 2023 
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Trust Board Meeting 
2 February 2023 

 

Title of the paper Chief Executive’s Report 
 

Agenda Item 10 
 

Presenter Matthew Coats, Chief Executive 
 

Author(s) Barbara Anthony, Trust Secretary 
 

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/Improvement, DHSC, NHS Providers and the CQC.  
 

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 

N/A  
 

Action required The Board is asked to receive the report for information.  
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Agenda Item: 10 

 
Trust Board Meeting – 2 February 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/ 
relevance to the Board 

2 KEY ISSUES 

Winter pressures 

2.1 This is my first CEO report of 2023, and I would like to thank all staff for their impressive hard 
work over what has been a very challenging period.  The Trust has seen unprecedented 
demand for its emergency care services which has impacted ward admissions, smaller 
specialty teams and has contributed to our use of surge areas.  We are working very hard, 
both as an organisation and as a system, to alleviate the immediate pressures on the hospital 
as well as working towards more long-term sustainable solutions. We are currently reviewing 
our internal processes to ensure patients flow through the hospital without delay as well as 
working with our partners to alleviate pressure.  

Staffing 

2.2 We are focused on supporting our staff with excellent health and wellbeing support and 
opportunities for career development and learning.  We are listening to staff needs and will 
be focusing on flexible working and other measures to help with staff retention.  Our current 
HR data demonstrates that we are performing well on retaining staff, but we will be working 
hard to make ourselves the most attractive employer in the area.  The staff survey results will 
be presented to Board in March 23, but we have received promising indications that we are 
heading in the right direction, as well as providing a further opportunity to listen to staff 

 

2.3 In terms of Senior staffing there are some changes to the leadership team as follows: 
a) Tracey Carter, Chief Nurse has secured the post of CNO at Kings Healthcare, one of the 

most senior nursing posts in the NHS.  Over her nine years here, she has made an 
extraordinary contribution to the Trust.  She takes up post in June. 

b) Following an external competition we have appointed Toby Hyde as Chief Strategy and 
Collaboration Officer.  He joins us from NHS England where he is national Deputy 
Strategy Director, he is on secondment there from Imperial Healthcare. 

c) We have also appointed Alex White as Chief Redevelopment Officer.  He is currently 
leading on the new Cambridge Children's Hospital. 
 

 

 

Tab 10 Chief Executive's Report

32 of 335 Trust Board Meeting in Public 2 February 2022-02/02/23



Working with partners 

2.4 We remain firmly focussed on integrated working with our system and regional partners and 
recognise that they are also under a significant amount of pressure.  Our local authority 
partners are focussed on helping with discharges where they can whilst our work with 
community teams and the Virtual Hospital is helping to reduce admissions and allow patients 
to receive safe, quality care in the comfort of their homes.  

2.5 Integrated working to reduce hospital admissions will allow us to increase our elective care 
capacity. Through the hard work of our elective care and operational teams, we are on-track 
to eliminate 78 week waits by the end of March 23.  We have also engaged external support 
to review our processes and help us improve the productivity of our surgical services. These 
targeted improvements will help us meet our elective care targets for the end of this year and 
contribute towards improved performance next year.  

Strategy refresh 

2.6 I, and my executive colleagues, are currently working on a refresh of the Trust’s strategy 
which will be presented to the Board for discussion over the next few months. Our current 
strategy was agreed before the pandemic and the time is now right to reflect and review the 
direction of the organisation.  The refresh will review our key areas of workforce, teaching 
status, partnership service model, innovation, quality improvement, community and 
sustainability. I look forward to presenting the refresh later in the year.  

3 CHIEF OFFICERS UPDATES  

Chief Financial Officer 

3.1 The Trust is working hard to ensure that we are prepared for the upcoming 23/24 financial 
year, with national planning guidance issued just before Christmas. We will continue to 
work with other NHS partners within the health and social care system to develop plans, as 
well as making a number of important interim developments to our estate. These include 
the creation of two extra wards in the Shrodells building, the development of our 
interventional radiology service, the creation of a community diagnostic centra at St Albans 
and the creation of a new pathology lab for fast turnaround tests. We have also completed 
the refurbishment of operating theatres at Watford General Hospital since our last Board 
meeting. 

Chief Medical Officer 

3.2 Associate Medical Director and Cardiology Consultant Dr Niall Keenan attended the Prime 
Minister’s NHS Recovery Forum on Saturday 7 January at 10 Downing Street. The NHS 
Recovery Forum brought together clinical leaders, health experts and ministers to consider 
opportunities to improve performance and outcomes, particularly for urgent care and delayed 
discharge. Dr Keenan was invited to the forum because he is a key player in the development 
of our Virtual Hospital model, which will shortly be expanding to provide high quality care to 
patients diagnosed with respiratory infections in their own home. The forum was also 
informed about our “SMART” and “Fresh Eye’s initiatives, and we have already had enquiries 
from other trusts wishing to explore how they could introduce this methodology. 

 
Chief People Officer  

3.3 I am pleased to welcome our new Deputy Chief People Officer, Obi Maduako-Ezeanyika and 
our new Workforce, Equality Diversity and Inclusion Lead, Cynthia Oji to the Trust.  

3.4 Obi joins us from London Northwest University Healthcare Trust where she worked as 
Assistant Director of OD and Learning for over six years. As our Director of People – Deputy 
Chief People Officer, Obi will lead our people functions and will work collaboratively with 
divisions to deliver the Trust’s workforce priorities to enable staff to flourish and feel 
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supported to deliver high quality, safe care for patients. Obi will also be working closely with 
our partners in the care system on shared workforce priorities and work streams connected 
with our strategic ambitions.  

3.5 Cynthia joins us from UCLH where she successfully raised their EDI profile as Staff Networks 
Development Manager and EDI Project Manager. Cynthia will work to develop and maintain 
a fair and diverse workplace which welcomes and celebrates all staff.   

 

3.6 We were pleased that over 100 senior leaders attended our first Leadership Forum on 11 
January 2023. The purpose of the forum is to develop a community of senior leaders 
across the Trust aligned to some of our aspirations within Teaching Hospital status with our 
commitment to enhancing learning and development with our staff. The session allowed for 
networking between colleagues, in person, in some cases for the first time in a few years, 
The forum also provided a session on resilience facilitated by Peter Shaw who has a wide 
range of experience supporting the development of leaders across public and private 
sectors industries. The next formal forum has already been arranged for 16 May 2023 
where the theme will be equality, diversity and inclusion. 

 

4 NATIONAL GUIDANCE 

Amendment of NHS pension rules 
 

4.1 DHSC has announced its plans to amend NHS pension rules to retain more experienced 
NHS clinicians and remove barriers to staff returning from retirement.  The proposals include 
introducing flexibilities to allow retired and partially retired staff to return to work or increase 
their working hours without having payments to their pension reduced or suspended.  The 
proposals also fix the unintended impacts of inflation, so senior clinicians are not taxed more 
than is necessary. These measures will enable skilled and experienced staff to continue to 
contribute to the NHS up to and beyond retirement age.  The consultation will be open for 8 
weeks and reforms are expected to be implemented in late spring 2023.   

Mental health services boosted by £150 million government funding  

4.2 DHSC has announced funding of £150m to support people experiencing – or at risk of 
experiencing – mental health crises to receive care and support in more appropriate settings 
outside of A&E, helping to ease pressures facing the NHS.  Patients presenting with mental 
health problems are twice as likely to spend 12 hours or more in emergency departments 
than other patients. While some of these patients will be in A&E for urgent medical care and 
could be better treated elsewhere. 

4.3 The funding will allow for the procurement of mental health ambulances, which will take 
specialist staff directly to patients to deliver support on scene or transfer them to the most 
appropriate place for care.  It will also fund 150 new projects centred on supporting the 
provision of mental health crisis response and urgent mental health care, including the 
provision of crisis cafes, crisis houses and other similar safe spaces, as well as new or 
improved health-based places of safety.   

Additional funding of £250 million to speed up hospital discharges 

4.4 DHSC has made a further £250m available to help hospitals discharge medically fit patients.  
Up to £200 million of additional funding will be available to immediately buy short-term care 
placements to allow people to be discharged safely from hospitals into the community, where 
they will receive the care they need to recover before returning to their homes. This will 
enable new patients to be admitted more quickly from A&E to wards, reducing the pressure 
on emergency departments and speeding up ambulance handovers. It is also making 
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available an additional £50 million in capital funding to expand hospital discharge lounges 
and ambulance hubs.  

3.6 million social prescribing funding for mental health support 

4.5 The government has announced funding for of £3.6m to the National Academy of Social 
Prescribing to support wellbeing, including the impact of loneliness, which will allow people 
to continue to access innovative types of mental health support, proven to improve healthy 
living, reduce overprescribing and save capacity for GPs.  Social prescribing can help those 
experiencing grief, addiction, dementia and loneliness through a wide range of community-
led social activities, services and opportunities that have proven benefits to people’s health 
and wellbeing.  NASP will also introduce an academic collaboration to develop a robust 
evidence base for social prescribing and the benefits it can bring to the nation’s health. It will 
continue to build innovative partnerships between the health system and the voluntary sector 
to ensure that social prescribing reaches those most in need. 

 

 

 

5 NEWS AND DEVELOPMENTS 

Theatre 5 opens at Watford General Hospital to offer state of the art facilities 
 
5.1 Theatre 5 opened before Christmas following its final ventilation checks and deep clean. It is 

a spacious, well-equipped, ultra-clean theatre suite which houses cutting edge technology 
such as AV equipment allowing the use of cameras to assist with operations.  The £7m 
theatre reconfiguration includes a reception area and new corridors and staircases linking 
the areas together and also includes a new recovery room. Staff benefits include a new 
changing room, plus a wellbeing and relaxation area for the team whilst remaining in a 
dedicated clinically clean environment. 

5.2 Overall, the reconfiguration now offers five fully functional theatres equipped for a variety of 
surgical specialties, including robot-assisted surgery. Work continues to upgrade theatres 1-
4 and there will also be a procedure room for less complex surgery. Whilst our longer-term 
plans are for a new theatre complex in a new building, this work was needed to make sure 
that our main theatres and procedure rooms comply with space and ventilation standards. 

 

6 RECOMMENDATION 
 

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

 

 

 
Matthew Coats 
Chief Executive 
24 January 2023 
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                                                       Trust Board Meeting 
  

                                              2 February 2023 
 

Title of the paper Board Assurance Framework report  

Agenda Item 11 

Presenter Matthew Coats, Chief Executive Officer 

Author Barbara Anthony, Trust Secretary 

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 FPC and QC on 26 January 2023.   

Quality Committee has recommended a reduction in risk scores for BAF risks 

1 and 4, where each score should be reduced from 20 to 16 as the likelihood 

of the risks occurring has reduced since the last review.  The Board is asked to 

approve this reduction.  

The Chief Operating Officer will discuss the possible reduction of BAF 2 

(Sufficient elective and diagnostic capacity) with the Board.  

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 
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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 

• Finance and Performance Committee – 26 January 2023 

• Quality Committee – 26 January 2023 

Action required 
 
The Board is asked to consider and approve the latest version of the BAF.   
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Agenda Item: 11 
 
Trust Board meeting – 2 February 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 

− Management explanations are 

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

− Independent information 
source 

− Evidence of historical 
progress, outcomes 

− Triangulation with other 
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2.5 The BAF is comprised of the 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 refreshed BAF will be 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 October 2022.  

 
3.2 Elements of the BAF were reviewed on 26 January 2023 by Quality Committee and 

Finance and Performance Committee.     

 
3.3 FPC did not recommend any changes to the BAF. 

 

3.4 The risk scores for BAF 1 (Fragile services) and BAF 4 (Insufficient staffing) have reduced 
from 20 (5x4 (LxC)) to 16 (4x4). It has been assessed in both cases that the likelihood of 
the risk occurring has reduced from “almost certain” to “likely”.  A further explanation of the 
risk score is included for each risk.  

3.5 The Chief Operating Officer will discuss the proposed reduction of the risk score for BAF 2 
(Sufficient elective and diagnostic capacity) at the board meeting.    

3.6 Changes made to the content for each risk are marked in red and show the progress being 
taken to mitigate the risks.  

 
3.7 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. Risks  
 
4.1 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. 
 
5. Recommendation  

 
5.1 The Board is asked to consider and approve the revised version of the BAF. 

 
 
Matthew Coats 
Chief Executive Officer 
 
January 2023 

consistent information 

Tab 11 Board Assurance Framework

40 of 335 Trust Board Meeting in Public 2 February 2022-02/02/23



 

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/

July 

22 

Aug/

Sep 

22 

Oct

/N

ov 

22 

Dec/

Jan 

23 

Feb/

Mar 

23 

Target 

(03/ 

2024) 

B
es

t 
C

ar
e 

R
es

ili
en

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.  

Clare 

Parker/ 

QC 

 20 

(5 x 4) 

HIGH 

20 

 

20 

 

20 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. 

Sally 

Tucker/ 

QC 

4019 

4496 

4497 

20 

(5 x 4) 

HIGH 

20 

 

20 

 

20    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.  

Sally 

Tucker/ 

QC 

 

3828 

4444 

20 

(5 x 4) 

HIGH 

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 

McMene

my/ 

QC 

 20 

(5 x 4) 

HIGH 

20 

 

20 

 

20    16  12 

(3 x 4) 

Mod 

Tab 11.1 BAF dashboard

41 of 335Trust Board Meeting in Public 2 February 2022-02/02/23



R
e

d
u

ci
n

g 

in
e

q
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.  

Andrew 

McMene

my/ 

QC 

 9 

(3 x 3) 

Mod 

9 

 

 

 

9 9 9  6 

(3 x 2) 

Low 
Tr
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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. 

Clare 

Parker/ 

QC 

 20 

4 x 5 

HIGH 

 

 

20 20 

 

20    20  10 

2 x 5 

Mod 
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t 
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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  8 

(2 x 4) 

Mod 

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  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  8 

(2 x 4) 

Mod 
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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.  

AM/ 
 
PERC 

 12 
(4 x 3) 
Mod 

12 
 
 

12   12    12  6 
(3 x 2) 

Low 

Im
p

ro
ve

 w
o

rk
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rc
e
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n
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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.   

AM/ 
 
PERC 

 16 
(4 x 4) 
HIGH 

16 
 

16  16  16  8 
4 x 2 

D
e
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p
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s 
a 
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ar

n
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g 

o
rg
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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.  

AM/ 
 
PERC 

 16 
(4 x 4) 
HIGH 

16 16  16  16  8 
4 x2 

G
re

at
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 IT

 

in
n

o
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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

/ 

GPC 

 15 

(5 x 3) 

15 

 

15 15  15  6 

2 x 3 
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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. 

Clare 

Parker/ 

GPC 

 20 

(5 x 4) 

20 

 

 

 

20 20 20  12 

3 x 4 
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l 
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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.  

Clare 

Parker/ 

GPC 

 9 

(3 x 3) 

9 9    9   9  4 

 

 

Risk Matrix 
Likelihood/ 
Frequency 

Consequence/Impact 

Insignifica
nt  
1  

Minor  
2  

Moderate  
3 

 Major  
4  

Catastrop
hic 
 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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BOARD ASSURANCE FRAMEWORK FOR 2022-23 
 
Quality Committee Dashboard 

Strategic 
Aim/Priority 

Risk 
no 

Risk description Executive 
Lead 

Link to 
CRR 

Risk Score (L x C) 

Residual 
April 22 

Jun/
July 
22 

Aug/
Sep 
22 

Oct/
Nov 
22 

Dec/
Jan 
23 

Feb/
Mar 
23 

Target 
(03/ 
2024) 

B
es

t 
C

ar
e 

R
es

ili
en

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.  

Matthew 
Coats 

 20 
(5 x 4) 
HIGH 

20 
 

20 
 

20 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. 

Sally 
Tucker 

35 (3828) 
36 

20 
(5 x 4) 

HIGH 

20 
 

20 
 

20 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.  

Sally 
Tucker 

19 (4019) 
20 (4496) 
21(4497) 
22         30 
23         36 
113 

20 
(5 x 4) 

HIGH 

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 
McMene
my 

37 20 
(5 x 4) 
HIGH 

20 
 

20 20 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.  

Andrew 
McMene
my 

30 9 
(3 x 3) 
Mod 

9 
 
 
 

9 9 9  6 
(3 x 2) 
Low 
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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. 

Matthew 
Coats 

30 20 
4 x 5 
HIGH 

 
 

20 20 20 20  10 
2 x 5 
Mod 

 

Risk Matrix 
Likelihood/ 
Frequency 

Consequence/Impact 

Insignifica
nt  
1  

Minor  
2  

Moderate  
3 

 Major  
4  

Catastrop
hic 
 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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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 Target 
(2024) 

Exec Lead Matthew Coats  20 
(5 x 4) 

20 20 20 20 16 
 

 12 
(3 x 4) Lead 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 we will only be able to reduce if we work 
together.   
 
Some of our services are small because they are specialised and serve reduced 
patient numbers.  They are less able to withstand current 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 

We have agreed with our two acute partners to 
develop an acute services strategy and we are actively 
working on a capital bid to create an elective hub.   

Limited resources mean that actions identified in the 
acute strategy will need to be prioritised.  
 

Twice weekly elective hub group meetings attended 
by all three acutes and ICS. 
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The collaborative hub has been approved and is 
progressing, which will strengthen our fragile services, 
support the recovery of the acute waiting list and 
improve patient outcomes. The hub is in the process 
of appointing the Programme Director.  
 
The risk score has been reduced to 16 to reflect the 
approval of the collaborative hub.   
 
 
 
 
 
 

Developing an elective hub, that meets the immediate 
waiting list needs of the population, within the 
available capital envelope.    

There is a meeting planned between all three 
executives in July to discuss the strategy and 
resources. 
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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 Target 

Exec Lead Sally Tucker  20 
(5 x 4) 

20 20 20 20 16  9 
(3 x 3) Lead 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.  ORG,  

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 and utilisation to maximise activity opportunities.    
  

- Outpatient transformation. Non- face to face, PIFU 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 

Diagnostics – extended the mobile MRI provision at 
HH to March 23.   
Established outsourcing criteria – outsourced more 

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

Continuous review of demand and referral profile.   
Monitoring of productivity by division/specialty.    
Increased external performance oversight.   
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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.) and ahead of 78 week 
wait improvement plan with reduction from 144 in 

April to 74at end of October December (plan 78). 
Complex Orthopaedic surgery recommenced at 
Watford on 10 October 22 for a period of 6 weeks. 
The next planned Orthopaedic focus period is 
scheduled for Feb/Mar 23.   
 

 

Lack of uptake of additional waiting list  activity 
initiatives by clinicians.    
Referral profile has changed - greater volume of 
urgent / cancer referrals as opposed to routine. 
Increased complexity of elective procedures  
 
 Unpicking use of EPR – issues with clock stops, PTL 
management, data quality. User knowledge / training 

Urgent care demands have increased recently (Dec 22) 
necessitating surge in to exceptional escalation areas, 
resulting in decreased capacity for elective activity, 
particularly affecting Cardiology, Gastroenterology and 

complex surgical admissions  

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 expected to commence in Feb/Mar 
23. 
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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 Target 

Exec Lead Sally Tucker  20 
 (5 x 4) 

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

Context  Gaps in Control and Assurance 

Continued increase in emergency care demand.  
  
 increased level of 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 in to 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.   

  
 Harris ambulance model pending roll out. (ambulance demand and 
handover)Conveyance prevention initiative pilots, running within 
partner organisations, have gone live with active monitoring of 
impact.  

- Assessment of impact of 111 directional service  
  

- 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 

Held initial internal summit on 16th June 2022 to 
review patient flow.  Follow up session is scheduled 
for  17th August.  We are exploring the expansion of 
the Virtual Hospital clinical pathways.    

Demand is outside of our control.   
  
Continued increase in mental health 
presentations Ongoing increases in mental health 

ICS System working. 
  
Participation in ICS UEC Board. 
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MADE event held during the week of 3 January 23 
with Discharge Summit, attended by CEO & COO in 
that week, along with senior system partner 
representatives. 
 
SMART extension to Gastroenterology and Cardiology 

 
Expansion of the virtual hospital model, initially to 
include heart failure and COPD with a roll out for 
wider use for other conditions eg Frailty, with capacity 
for 40 patients at any time. 
  
Approval of two ED additional consultants and middle 
grades.  Robust oversight to support consultant 
appointments cross divisionally. 
  
Joint working EEAST re ambulance conveyances.  

 
Appointment of interim Director of Transformation for 
Patient Flow improvement programme Interim 
Director of Transformation overseeing launch and 
delivery of patient flow initiatives 
  

demand alongside mental health delays. 
  
Ambulance conveyance patterns are resulting in peaks 
in departmental pressure.  Ambulance conveyances, 
when arriving in clusters, result in increased flow 
pressures to ED alongside the need for rapid handover 
and release. 

 
Urgent care demands have increased recently (Dec 22) 
necessitating surge in to exceptional escalation areas, 
resulting in decreased capacity for elective activity, 
particularly affecting Cardiology, Gastroenterology and 

complex surgical admissions  
 

Mutual aid support via ICB with regard to ambulance 
conveyance and delayed handovers (intelligent 
conveyancing). 
  
Internal review of end to end patient flow i.e. 
discharges (via HEG).  A follow-up summit on 17 
August took place to look at Trust initiatives and 
opportunities of working and improving patient flow. 
Joint working with HPFT with regard to alternatives to 
acute hospital attendance for MH patients, focusing 
on community crisis support initiatives. 
 
MADE event to support system partner commitment 
for patient flow out of hospital. 
 
Launch of 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 Target 

Exec Lead Andrew McMenemy  20 
(5 x 4) 

20 
 

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

Context  Gaps in Control and Assurance 

 
Staff retention continues to be a significant risk across the NHS with staff fatigue 
from the pandemic contributing to different choices about future employment 
being made. 
In addition, changes to the employment market are affecting some 
lower bands with risks associated to admin staff and Healthcare Support workers. 
 
This is also exacerbated by cost of living pressures and the higher rate of pay 
provide by the private sector and NHS organisations in London.  
 
The staff survey provides feedback highlighting motivation and morale linked with 
fatigue and recognition as areas where the Trust can make improvements. 
 
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. 

 

  
There is good data on staff retention and with the annual staff survey and 
quarterly pulse surveys the Trust has good insight to the areas of risk. 
 
However there are gaps associated to an overall retention plan and working 
group that looks more closely at high risk services while implementing some 
overall organisational improvements.  
 
The lack of an OD function within the Trust has been a significant gap for 
which this has been addressed whereby a new OD function will be established 
from July 2022. This will bring together some of the priority areas working 
closely with recruitment, HRBPs and the divisional representatives to embed 
improvements within the control of the Trust. 
 
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 
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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 

 
Good analysis of reasons for higher turnover rates 
with further detailed analysis being undertaken 
regularly. 
People Promise Managers in place alongside 
nationally. 
funded initiative. 
New OD function established that will provide focus 
and energy around some of the long-standing OD 
challenges with support from our partners at NHS 
Elect. 

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 current challenges are working closely with new 
starters and reversing the trend in high rates of 
turnover with application of initiatives from the 
People Promise Managers and the new Reaching Out 
initiative. To establish enhanced support for new 
starters and provide active and supportive 
interventions for staff who have concerns and are 
looking to leave the Trust. 
 
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. 
 
 Extended performance indicators and more detailed 
analysis on retention provides insight into the changes 
to some of the reasons alongside staff groups affected 
by turnover in order that we can change our attention. 
 
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 Target 

Exec Lead Andrew McMenemy Tracey 
Carter  

 9 
(3 x 3) 

9 9 9 9 9  6 
(3 x 2) 

Lead 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.  
 

 

Lack of knowledge of the baseline.  
  
No processes or internal infrastructure in place – we 
need to develop a co-production board.  
  
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.  
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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.  
 
 
 

 Following internal mapping, we will develop a robust 
delivery plan.  
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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 Target 

Exec Lead Matthew Coats  20 
(4 x 5) 

20 
 

20 
 

20 20 20  12 
(2 x 5) Lead 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 are not able to create new capacity ahead of the redevelopment and are 
therefore actively working with partners to implement new care models to improve 
caring outcomes and safely manage patients in their own home.   
 
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.  

  
No regular reporting and data from transformation programmes to provide 
assurance that demand is being managed or reduced.   

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 – developing the service to facilitate 
earlier discharge of patients and reduce hospital 
admissions.  

We need to increase the number of patients using the 
Virtual Hospital.   
 

Daily discussions with the health care board as to how 
to improve patient flow.   
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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 help in transforming our fragile 
services.  
 

We need to do a lot in a relatively short space of time 
– resourcing capacity and working at pace is 
challenging.  
 
We need to progress our hospital redevelopment 
programme.   
 

Assigned resources to programme management  
 
5-year change programme better care delivered 
differently 
 
HCP change programme 
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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 Target 

Exec Lead Don Richards  12 16 
 

16 
 

12 12 12  8 

Lead Committee FPC    (2 x 4) 

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.    

Scoring  
The risk score is currently scored at 12 (3(L) x 4(C)).  I.e. That it is possible that the risk might happen or recur occasionally. The consequence is assessed as “Major-uncertain 
delivery of key objective/Loss of 0.5–1.0 per cent of budget”.   

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 
remain the same.      
Presently, the risk score remains at 12 as the risk of not achieving financial balance without system support remains a possibility which might lead to uncertain delivery of 
key objectives.    
 

Progress 

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

 

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 Target 

Exec Lead Don Richards  16 16 16 16 16 16  8 

Lead Committee FPC    (2 x 4) 

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 

  
Control of inflation  
Control of ED demand only partially controlled through local partnership 
working.   
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developments are implemented and deliver anticipated measurable 
benefits.  

 
 
 

Scoring 

The risk score is currently scored at 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/Loss of 0.5–1.0 per cent of budget”.   

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 
remain the same.      
Presently, the risk score remains at 16 as the risk of not adhering to the financial plan remains likely a possibility which could lead to uncertain delivery of key objectives.    
 

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.  

 
Meeting the elective activity targets and triggering ERF 
funding will be extremely challenging.  

 
Performance reviews, Committee assurance, individual 
performance appraisals, regular communication with 
all divisions regarding targets and actions/resources 
needed to meet those targets.  

 

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 Target 

Exec Lead Don Richards  12 12 12 12 12 
 

12  8 

Lead Committee FPC    (2 x 4) 

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.  
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Scoring 
The risk score is currently scored at 12 (3(L) x 4(C)).  I.e. That it is possible that the risk might happen or recur occasionally. The consequence is assessed as “Major-uncertain 
delivery of key objective/Loss of 0.5–1.0 per cent of budget”.   

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 
remain the same.      
Presently, the risk score remains at 12 as the risk of not agreeing a long-term financial plan with the ICB remains a possibility which might lead to uncertain delivery of key 
objectives.    

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 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   Residual Apr/May Jun/July Aug/Sep Oct/Nov Dec/Jan Feb/Mar Target 

Exec Lead Andrew McMenemy  12 12 12 12        12        12   

Lead 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 most recent staff survey 
indicated that a higher proportion of BAME and disabled experience harassment 
from managers and colleagues while at the same time do not feel as if they have 
equity of opportunities for development including consideration for more senior 
roles.  
 
 
 
 

 The Trust has working groups that support BAME, LGBT, Disabled and staff with 
carer responsibilities. However, there is a gap in bring these resources together 
in order to support the priorities and give greater focus for equality, diversity 
and inclusion.   

 

Progress 

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

 
A new EDI group has now been established with its first 
meeting taking place in September 2022. The group will 
report operationally to TMC to PERC for assurance 
purposes. The group will bring all collective sub-groups 
together under one governance arrangement and focus 
on the Trust strategic direction for Equality, Diversity 
and Inclusion.  
A new EDI lead for the Trust has been appointed with 
the opportunity to refresh priorities and work closely 
with colleagues in the system. The revised Workforce 
structure brings EDI within the OD & Culture 

 
A new EDS assessment will be introduced in 2022/23 
with oversight of EDI associated to the workforce as 
well as our services.  
 
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 

 
A business case was not approved that would support 
the EDI agenda going forward. However, the alignment 
with EDI and the wider OD & Culture team is a positive 
way forward alongside a new EDI lead and the 
appointment of the new Director of People who has a 
strong background and extensive expertise in OD and 
EDI in the NHS.  
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framework and therefore sits closely with staff 
wellbeing, engagement and talent management.  
 

developing our EDI priorities within our senior team.  
 

 

 

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 Quarterly  Residual Apr/May Jun/July Aug/Sep Oct/Nov Dec/Jan Feb/Mar Target 

Exec Lead Andrew McMenemy  16 16 16 16         16         16   

Lead Committee PERC    
 

Context  Gaps in Control and Assurance 

Staff retention is one of the main challenges facing the NHS with the prediction that 
staff turnover would increase following the impact of the pandemic. WHHT is now 
seeing higher rates of turnover but in areas that were different from those 
demonstrated before the pandemic and for a variety of new reasons. This includes a 
changing employment market particularly with admin and clerical staff. There 
continues to be challenged specialities but we are now also seeing a higher 
proportion of clinical staff leaving with retirement and early retirement more 
common that prior to the pandemic. The exit feedback we receive is also suggesting 
a higher proportion of staff leaving the NHS than before and other reasons cited as 
vertical integration and lack of development opportunities.  

 Further review of leadership development programme and alignment across 
the ICS.   
Review of organisational values and introduction of behavioural framework.  
Fully embedded peer to peer support programme following the funding 
identified for 2022. 
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 

Part of national initiative sponsored by NHSIE on NHS 
retention. Appointment of People Promise Managers 
and new Associate Director for recruitment & retention 
appointed within a new remit in the senior HR team. 
Plans in place to support identified staff groups and 

Increase in turnover with focus being on HCA roles.  
Main challenges around retention associated with 
vertical integration, development opportunities and 
fatigue following the pandemic.  
 

 
Appointment of People Promise roles to work closely 
with Divisions and HRBPs. 
Enhanced and more regular and focused exit interview 
reports detailing reasons for leaving.  
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departments with retention and associated 
recruitment. 
Introduction of Reaching Out principles to provide 
positive intervention for those expressing to leave the 
Trust. In addition a revised induction programme to 
support new starters in the first 12 months of their 
employment.  
 

Appointment of new role of Associate Director of HR – 
Recruitment & Retention.  
New initiatives associated to new starters with 
additional support to mitigate the high turnover rates 
for new staff.  

 

 

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   Residual Apr/May Jun/July Aug/Sep Oct/Nov Dec/Jan Feb/Mar Target 

Exec Lead Andrew McMenemy  16 16 16 16         16        16   

Lead 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. At the same time 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 
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We have established a new OD and talent team that 
will be led by a newly appointed Associate Director of 
OD & Culture. In addition a newly appointed Associate 
Director of Learning & Development.  
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 but require 
improvement.  
The independent review of leadership development in 
the Trust has now been completed and actions will be 
developed alongside the L&D team.  
 
 
 

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 
development and leadership development in a 
cohesive package.  

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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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 Target 

Exec Lead Paul Bannister  15 15 
 

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

 

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.  
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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. 

 

 

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 Target 

Exec Lead Matthew Coats  20 20 20 20 20 20  12 
(3 x 4) Lead Committee GPC   

 

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 

Tab 11.5 GPC BAF risks

70 of 335 Trust Board Meeting in Public 2 February 2022-02/02/23



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 new Prime Minister and Secretary of State may 
have different priorities for the NHP 
 
The infrastructure of the trust continues to deteriorate, 
increasing risk associated with delays 
 
The changing economic landscape will impact the 
NHP’s budget.  
 
The delay to approval of the enabling works business 
case will impact the timeline of the overall project.  

 
Close liaison with NHP and ensuring that the Trust is 
ready to progress to the next phase of the programme.  
 

 

 

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 Target 

Exec Lead Matthew Coats  9 9 9 9 9 9  4 
(2 x 2) Lead Committee GPC   

 

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.  
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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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Agenda item: 12 

Report to: Trust Board 
 

Title of Report: Assurance report from Trust Management Committee 
 

Date of Committee 
meeting: 

23 November 2022 and 14 December 2022 

Quoracy: The meetings were quorate.  

Date of Board meeting: 2 February 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 meetings on 23 November 2022 and 14 December 

2022.      

 
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:  

 

• Covid-19 update from the Chief Nurse. 

• Finance update from the Chief Financial Officer. 
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• Integrated Performance Report 

• Access Performance and Activity 

• Trust Board agendas 

 

 

 

 

Additional reports received and discussed for assurance:  

 

• East Kent Report 

• Additional payments for staff 

• Wellbeing update (Nov and Dec) 

• Internal audit update including Divisional Governance for Maternity, 

HFMA sustainability, Key financial systems (bank and agency) and 

Data Quality. 

• Strategic objectives Q2 update. 

• Virtual Hospital status update 

• Patient flow improvement plan (Nov and Dec 22) 

• Quality Compliance Programme Report 

• TMC future format 

• Leadership Development review paper 

• Business planning 

 

 

The Committee approved: 

• Gynae Oncologist business case 

• Outsourcing Pathology services business case 

• Wifi business case 

• Urology business case 

• SACH elective hub short form business case  

• Tudor ward substantive establishment 

• Virtualisation business case 

• Maternity security business case 

 

 

Oral reports were received from: 

• The Deputy Chief Medical Officer with feedback from the Hospital 

Efficiency Group (HEG) and the Clinical Advisory Group (CAG)  

• The Deputy Chief Nurse with feedback from the Professional Advisory 

Council (PAC) 

 

 

Any other business: 

Workforce update 

Acute Medical Consultant business case 
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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.  

 

Tab 12 Trust Management Committee

75 of 335Trust Board Meeting in Public 2 February 2022-02/02/23



 

Page 1 of 2 

 

 
 

Agenda item:  13 

Report to: Trust Board  
 

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

Date of Committee 
meeting:  

15 December 2022  

Quoracy:  The meeting was quorate.  

Date of Board 
meeting: 

2 February 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 15th December 2022. 

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: 
Focus on performance seeking assurance on further progress and trajectory to target. 

Month 8 – block funding accounting accelerating but some further work on efficiencies to land the budget 

Capital programme requires major work to fully deploy (£7m/£40.8m deployed).  Assured will be close but 

may slightly underspend. 

Elective Hub at SACH – Outline business case approved. 

Urology at SACH – Outline business case pending retender.  Figures are from 12 months ago and expect 

higher costs for accurate OBC / approval. 

The Committee received reports and discussed for information and assurance on the following: 

• Committee Governance: 
o Workplan 
o Committee register 

• Terms of reference 
o as currently approved 

• Corporate Risk Register 
o ongoing review of risk reporting with a refocus on significant / emerging risks only 
o FPC assured on Business Assurance Framework (‘BAF’) 

• Access Standard Performance and Activity Recovery Overview 
o month on month demand remains high 
o we are formally out of Tier 1 altogether for Cancer 
o assured we are on a better journey for type 1.  Focus on Elective and ED 
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o new director starts 1-Jan-23 to look at flow 

• Integrated Performance Report (‘IPR’) 
o seven exceptions triggered in the month – all explained and discussed 
o lots of work to do but overall positive direction and trend 

• Efficiency programme 
o more efficiency savings identified (£12.8m / £15m) but more to do (£2.2m) to land budget 

(break-even) 

• Month 8 finance summary 
o early signs we are off plan.  CFO focused on trajectory to get back to break even 
o careful not to stall during ERF support, need momentum into next year 
o deficit forecast by neighbouring Trusts may put extra pressure on us 

• Contracts and commerce 
o £19m underperformance without ERF (volume 88%, price 12%) 
o see finance summary above 

• Capital programme 
o substantial capex programme being delivered.  £7m/£40.8m deployed so far 
o CFO provided assurance on resourcing and progress to full investment by year end  

• Outline business case – Elective Hub at SACH 
1. detailed discussion around this critical project at St Albans for the Trust 
2. outline business case approved by FPC subject to assurance on two key items to be worked 

through / followed up 
1. 10% improvement in yoy net additional productivity 
2. staff infrastructure, services, support and wellbeing 

3. Approved and recommended by FPC for board subject to points above 
4. Board approval convened in this FPC under delegated authority (as no board in Jan-23) 

subject to points above 

• Outline business case – Urology at SACH 
1. Committee discussion highlighted tendered costs for this project and business case are 12 

months old and inflation means we need to retender to get accurate updated costs 
2. Outline business case not approved 
3. Committee requested retendered figures in order to properly review this outline business 

case at next available opportunity 

• Items for escalation to the Board 
o Elective Hub and Urology outline business case reviewed under delegated authority (PT, JR 

and HG) at this FPC as no board in Jan-23 
Items of note:  

 

Actions 
 

Key decisions 
taken:   

None 
 

Risks to refer to 
risk register: 

None 

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: Assurance report from the Finance and Performance Committee  
 

Date of Committee 
meeting:  

26 January 2023 

Quoracy:  The meeting was quorate.  

Date of Board 
meeting: 

2 February 2022  

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 26th January 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: 
Lighter agenda allowed more detailed drilling and discussion of current performance and productivity. 

Focus on 3Ps 1) Productivity 2) Performance 3) Plan (financial) 

Theatre productivity work underway but committee seeking greater speed and momentum. CEO explained 
high priority given PBR (+10% / £12m hole) 
Productivity is a serious issue for us and of strategic importance to the Trust. 
Continued focus on performance – improving trajectory and promising in some key areas but overall, still 

below target 

Confidence in COOs high impact four-point plan (1) Patient Assessment, 2) Discharges, 3) Control Centre 

and 4) Urgent Treatment Centre (‘UTC’) 

Month 9 finance - the budget is on track for break even. 

 

The Committee received reports and discussed for information and assurance on the following: 

• Committee Governance: 
o Workplan 
o Committee register. 

• Terms of reference 
o as currently approved. 

• Corporate Risk Register 
o ongoing review of risk reporting with a refocus on significant / emerging risks only 

• Access Standard Performance and Activity Recovery Overview 
o Another tough month 
o VWA month on month demand remains high – reverse hundreds from active session to 

accurately record activity. 
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o no 12-hour breaches over Christmas or new year 
o some 12-hour breaches in January – will be reported next month. 
o cancer performance is positive (up from 56% to 87% in month) and remains encouraging. 
o productivity performance +7% improves our league table position by three places. 
o CEO very encouraged by COOs high impact four-point plan (1) Patient Assessment, 2) 

Discharges, 3) Control Centre and 4) Urgent Treatment Centre (‘UTC’) 
o Intensive collaboration on performance between COO and CIO 

• Theatre Productivity - Update on Newton work 
o AV explained. 
o short term plan for high impact change 
o change to be clinically led. 
o culture change is high on the agenda. 
o key will be lists and start and finish times. 
o GC led Committee response saying March design is too slow / late.  Trust needs high temp 

implementation. 
o CEO explained high priority given PBR (+10% / £12m hole) 
o this is a serious issue for us and of strategic importance to the Trust. 
o work underway but committee seeking greater speed and momentum. 

• Integrated Performance Report (‘IPR’) 
o December 22 data and performance 
o Type 1 performance remains very challenging. 
o record high attendance in December (16,669pcm, 538pd) 
o by contrast 449pd rolling in January 

• Efficiency programme 
o £13.2m of the £15m efficiency target met, £1.8m still to be found 
o £9.9m / £13.2m is cash generating 
o Deputy CFO assured committee we will be very close to the £15m target by year end. 
o committee assured on focus and process but need to monitor closely. 

• Month 9 finance summary 
o CFO assured committee we are on track to break even at year end, subject to some 

efficiency savings still to be found and delivered. 
o discussion turned to next financial year and the PBR shift and challenge. 
o relative to neighbouring Trusts we have performed particularly well. 
o this deficit forecasting by neighbouring Trusts may put extra pressure on us. 

• Contracts and commerce 
o lots of variance triggered by volume. 

• Capital programme 
o substantial capex programme being delivered. 
o £11.3m / £38m capex spend to date 
o CFO assured on full spend by year end. 

• Business cases 
1. None this month 

• Items for escalation to the Board 
o None this month 

Items of note:  

 

Actions 
 

Key decisions 
taken:   

None 
 

Risks to refer to 
risk register: 

None 

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:        14 
Report to: Trust Board  

 
Title of Report: Assurance report from Quality Committee  

 
Date of Board 
meeting: 
 
Quorum: 

2 February 2023  
 
 
The meeting was quorate 
 

Recommendation: 
 
Chairperson: 

For information and assurance 
 
Jonathan Rennison, Non-Executive Director 

 
Purpose:  
 
 

The report summarises the assurances received and documents the 
approvals of recommendations made to the Quality Committee at its 
meeting on 24 November 2022  
 

Background: The purpose of the Quality 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, Patient Experience Group, Clinical 
Decision Panel and the Quality and Safety Group.  
 

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

• Annual Report for Serious Incidents  

• Annual Report for Complaints and PALs 

• Annual Report for Infection, Prevention and Control 

• Divisional governance internal audit report (maternity) 

• Perinatal Mortality Review Tool 

• Quality Integrated Performance report 

• Maternity NHSR year 4 update 

• Ockendon review update and action plan 

• East Kent briefing report 

• Maternity Safety Champions update 

• Quality Account 6 month review against 21/22 priorities 
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• GIRFT reports for Endocrinology & Diabetes, Spinal Surgery and Urology. 

• Setting the direction for QI and CPG 
 

 
The Committee noted the following: 
 
The Maternity CNST update provided assurance on the progress with the 10 safety actions, 
which were scheduled to achieve compliance. Two areas of risk were noted, the first being 
MDT training for doctors. The committee received assurance from the Divisional Director for 
WACS that the service would be compliant as it had moved training modules online for 
easier access.  Planning for next year’s training requirements had also commenced to 
ensure the earlier identification of potential non-compliance issues.     
  
The second area of risk related to the change in data requirements for neonatal ward 
attenders.  The committee had received good assurance from the neo-natal team that they 
were on track to the meet the target.    
  
The Quality Account 6-month progress report provided good assurance that the Trust was 
performing well in providing safe and effective care. Work was required for areas such as 
RTT and discharges, and the Board was already sighted on these areas.  Consideration 
would be given to the framing of targets for next year’s report, particularly for areas where 
there were known challenges.    
  
The GIRFT reports for endocrinology, diabetes and urology provided good assurance that 
the GIRFT process was being embedded and was bringing value to the Trust. Each report 
demonstrated how patient experience, quality and productivity could be improved with clear 
plans for outstanding actions.  
 
Maternity Safety Champions 
 
Integrated action plan developed and will be presented at March Trust board to incorporate 
all actions from external reports and visits.  This will also align with the single framework for 
maternity when launched in 2023. 
 

 
 
Risks to refer to risk register:  None 
 

Items for the Board to note: None  
 
Recommendations to the Board: None 
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Agenda item:        14 
Report to: Trust Board  

 
Title of Report: Assurance report from Quality Committee  

 
Date of Board 
meeting: 
 
Quorum: 

2 February 2023  
 
 
The meeting was quorate 
 

Recommendation: 
 
Chairperson: 

For information and assurance 
 
Ginny Edwards, Non-Executive Director 

 
Purpose:  
 
 

The report summarises the assurances received and documents the 
approvals of recommendations made to the Quality Committee at its 
meeting on 15 December 2022  
 

Background: The purpose of the Quality 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. 
 

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

• Annual Report for Litigation and Claims 

• Annual Report for End of Life care 

• Litigation and claims learning from inquest outcomes briefing report 

• Clinical audit and effectiveness and NICE report Q2 and steps taken to develop 
solutions to non-participation in national audits 

• Winter resilience planning 

• Divisional quality assurance reports – children 

• Harm free care six-month report 

• Quality compliance programme report 

• Quality Account timeline 

• Co-production updates 

• Maternity Voices Partnership 
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• GIRFT reports for General Surgery and Stroke Medicine 
 
AOB : Strike action and CQC Relationship Manager 
 

 
The Committee noted the following: 
 
The assurance provided by the Annual Report for Litigation and Claims on the levels of 
actual claims received by the Trust compared to the number of pre-action protocol letters 
received. It noted the high number of inquests listed for the following year due to the impact 
the pandemic on the Coroner’s service and was assured that the legal team’s resources 
were under regular review and that processes for producing statements had been 
strengthened. The Learning from Inquest Outcomes paper provided further assurance that 
the Trust was learning from the outcomes of inquests nationally and locally.  
 
It resolved, following discussion of the Corporate Risk Register and BAF that addressing 
issues relating to safety and was directly linked to staff retention. Whilst the Trust was 
performing well on recruitment and retention, it needed to ensure that safety and wellbeing 
remained a priority.  The committee would monitor progress on these issues and liaise with 
the Chair of PERC to ensure cross committee oversight.  
 
The good assurance provided by the Harm Free Care report.  It would continue to monitor 
the level of falls within the Trust and seek assurance and how the measures would lead to a 
further reduction in falls. 
 
The positive assurance provided by the Annual Report for End of Life care which 
demonstrated an improvement in palliative care referrals.  
 
The AOB item on strike action provided assurance that the Trust was not directly affected by 
strike action. The Committee Chairs would be kept updated about developments outside of 
the meeting.   
  
Maternity Safety Champions 
 
Review of ATAIN to be presented at January Quality Committee to underpin compliance with 
NHSR for the timeline in safety action 3. 
 
Listening events set up in maternity for January 23 
 
 
Risks to refer to risk register:  None 
 

Items for the Board to note: None  
 
Recommendations to the Board: None 
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Agenda item:  15 
 

Report to: Trust Board  
 

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

Date of Board 
meeting: 
 
Quorum: 

2 February 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 PERC Committee at its 
meeting on 15 December 2022  
 

Background: The purpose of the People, Education and Research Committee 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.    
 

• Veteran Aware and Step into Health Programme 

• CPO update 

• Workforce KPIs including flu vaccination and staff survey update 

• Staff survey heatmap 

• Inclusion and diversity update 

• Guardian of Safe Working Annual Reports 

• FTSU bi-annual report 

• Revalidation update annual report 

• Research bid 

• HEE visit and inspection 

• Trust Lecture Theatre 
 

The Committee noted the following main points: 
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Chief People Officer Update  
 
The CPO update provided assurance and relevant update to the committee on the following 
areas:  
 
Senior recruitment – Recruitment for the Chief Redevelopment Officer was complete, and 
the Trust would interview for the CSCO position on 19 January 2023. Both posts had 
attracted high quality candidates.  
 
Industrial Action – An update provided on the latest situation with ballots. In addition, the 
work being undertaken to prepare the Trust in the event of industrial action, actions being 
taken to mitigate against the effects of any strike action.  
 
Flu Vaccination Campaign – Staff Flu Vaccination is currently taking place with support 
from our team of peer vaccinators. The uptake from staff has been very positive and stands 
at 51%, but the Trust is likely to reach 60% which will help mitigate concerns about the 
potential staffing challenges posed by flu this winter.     
 
People Strategy Implementation – Work is progressing on the development and 
finalisation of action plans around the operational groups that sit below TMC and PERC.  
These will focus on education, learning, retention, recruitment, well-being engagement and 
equality, diversity, and inclusion. Key performance indicators (KPI) will be reviewed with new 
KPIs developed for workforce productivity. Future meetings will monitor progress.   
 
Workforce Performance  
 
Workforce KPI’s were positive overall with vacancy and turnover rates decreasing.  Hotspot 
areas had been identified and were being targeted.  Appraisal rates had were at their highest 
since January 2020.   Agency spend had increased because of the need for additional staff 
for surge areas.    
 
Guardian of Safe Working Annual Reports 
 
The Guardian reported on the period of August 22 to Oct 22 which coincided with the new 
rotation of doctors, resulting in the highest number of exception reports since the 
implementation of the system.  Hotspot areas had been identified and were being offered 
support. It was noted that smaller teams were more affected by sickness absence.  
 
FTSU review  
 
The report covered the period ending Sept 22.  The number of reported cases had increased 
which was positive as it indicated increased engagement with staff. Themes had emerged 
and would be monitored by the FTSU Guardian, who raised them monthly with the CPO and 
also liaised regularly with the CEO.   
 
Risks to refer to risk register:  None 
 
Items for the Board to note: The positive assurance received from the Guardian of Safe 
Working and FTSU Guardian around increased reporting levels which indicated that both 
systems were being used by staff.  
 
Recommendations to the Board: None. 
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Agenda Item  
 
Report to: 

16 
 
Trust Board as Corporate Trustee of Raise (‘the Charity’) 
 

Title of Report: Assurance report from Charity Committee to the Corporate Trustee  
 

Date of Committee 
meeting: 

11 November 2022 

Quoracy: The meeting was quorate.  

Date of Board meeting: 2 February 2023  
 

Recommendation: For information and assurance 
 

Chair: Jonathan Rennison, Non-Executive Director 
 

Purpose:  
 
 

This report provides an update to the Corporate Trustee on actions and 

developments since its most recent meeting on 11 November 2022.     

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

• That robust processes are in place to manage charitable funds and to 

ensure they are implemented; 

• That donated funds are utilised in a way that takes into account any 

stipulations set out by donors and ensure best value is obtained from 

the funds donated; 

• That further donations are being encouraged; 

• That systems comply with regulation and governance of NHS 

Charities. 

 

Assurances received 

and items of note:   

 

Summary:  

The Committee received assurance on the work of the Charity.  

 

Regular reports received and discussed/noted for information and 

assurance:   

• Strategy update 

• Finance update including budget 

• Request for funds  

 

Verbal report received for information and assurance:  

• None.  

 

Additional reports received and discussed/noted for information and 

assurance:  

• Review of Complaints 

• Review of insurance policies 

• Annual report and accounts 
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• Review of Charity risk register 

• Legislation/Regulator update  

• Self assessment of committee’s effectiveness 

 

The Committee noted:  

• That the charity’s strategy would be considered at the Corporate 

Trustee Meeting on 1 December 2022.   

• It’s recommendation to the Corporate Trustee for approval of its new 

budget which would require the charity to raise its own funds.  This 

would restrict the funds available for grants for the next 2 years whilst 

it grew its funds through fundraising. 

 

Requests for funds:  

• The funding of an unexpected pay increase of £3.5k for the volunteer 

coordinator post.  

Any other business: 

• None 

Key decisions taken:  
Risks to refer to risk 
register: 
 

None.  
 

Issues escalated to the 
Corporate Trustee:  

None 
 
 

Recommendations to 
the Corporate Trustee:  
 
 

 
Approval of the charity’s strategy, budget, annual report and accounts and 
funding for the pay increase for the volunteer coordinator post.  
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Agenda item: 17 

Report to: Trust Board  
 

Title of Report: Assurance report from the Audit Committee  
 

Date of Committee 
meeting:  

7 December 2022  

Quoracy:  The meeting was quorate.  

Date of Board 
meeting: 

2 February 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 7 December 2022. 

Background: The Committee meets four times a year for regular business and has two 
additional meeting in relation to the year-end sign off process.  It provides 
assurance to the Board:  

• on the appointment of auditors;  

• on all aspects of internal, external audit and counter fraud, integrated 
governance and internal control 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 Review of Workplan and Terms of Reference 

• Evidence of Assurances gained by Board Sub-Committees and other Trust groups 
o Great Place Committee 

• Internal Audit: 
o Progress report on 2022/23 audits and final audit reports 
o Review of outstanding auditor’s recommendations 
o Review of HFMA Financial Sustainability Audit Advisory Report 
o Equality, diversity and inclusion: Considerations for audit committees briefing 

• Local Counter Fraud: 
o Review of counter fraud progress (2022/23) against work plan and investigations 
o Single tender waiver report 

• Progress in appointing new external auditors 

• Deep dives and ‘holding to account’: 
o Losses and Compensation Register 
o Salary overpayments 
o Waiver/Tender register 
o Insurance policy compliance 
o Conflicts of Interests and Gifts and Hospitality Register 
o Use of Trust Seal 
o Clinical Audit Plan 
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Items of note:  

 

The HFMA Financial Sustainability (Advisory report) - This comprised a self-
assessment exercise by WHTH followed by a validation of the scores by the 
internal auditors. WHTH had performed well and benchmarked favourably across 
the system. It has obtained the second highest rating in all but one category 
(culture, training and development) and there was work already commencing to 
address this. 

 
Use of the Trust Seal – a listing of the five occasions where the formal seal has 
been used is attached to this report. 
 

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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Consecutive 

Number
Date of Sealing

Description of documents 

sealed
First signatory Second signatory Witness position Witness signature

1 29.04.22

St Albans Ransom Strip,  Transfers 

to owners of properties on 

Goldsmith Way, Plot 109

Christine Allen(CEO) Don Richards (CFO)
Assistant Trust 

Secretary
JA Durham

2 29.04.22

St Albans Ransom Strip,  Transfers 

to owners of properties on 

Goldsmith Way, Plot 91

Christine Allen(CEO) Don Richards (CFO)
Assistant Trust 

Secretary
JA Durham

3 09.11.23

Deed of Licence - To maintain 

signage at Thomas Sawyer Way, 

Watford, Herts

Matthew Coats (CEO) Don Richards (CFO) Trust Secretary Barbara Anthony

4 04.01.23

Leave of Part - premises at 

Gloucester Wing, SACH
Matthew Coats (CEO) Don Richards (CFO) Trust Secretary Barbara Anthony

5 04.01.23

Deed of Warranty relating to 

development of MSCP Design and 

Construction Works at Watford 

Riverwell Development

Matthew Coats (CEO) Don Richards (CFO) Trust Secretary Barbara Anthony

RECORD OF SEALINGS
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Title of the paper: Access Standard Performance & Activity Recovery Overview  

(December 2022) 

Agenda Item: 18 

Presenter: Sally Tucker 
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: 
 

 
Value Weighted Activity 
Dialogue between the Trust and regional NHSE are ongoing, with a view to 
developing an understanding of the methodology used to calculate and inform 
the externally reported view.  In the meantime, internal SLAM reporting has 
been employed as a proxy.  This shows an improving position, now at 89% for 
December, which takes in to account improved procedure coding and capture 
of ward attender activity. 
 
Elective Care 
There were a number of factors affecting elective recovery activity rates in 
December, including urgent care demand pressures, fewer working days, 
planned Christmas/New Year closure, equipment break down and patient 
availability.  As a result, activity rates measured against the 2019/20 baseline 
are below the 2022/23 planning targets in most areas, with only one or two 
exceptions. 
 
Outpatient activity rates are lower than the previous month, at 89% of the 
baseline.  WACS continue to deliver a high level of activity.  Medicine’s non-
face to face rate is consistently better than the 25% objective but both Surgery 
and WACS rates are slowly improving.  Only Surgery achieved the 25% 
reduction in follow up activity. 
 
As a percentage of the 2019/20 baseline, elective (admitted) activity overall 
was better than the previous month at 86% and day case rates improved in all 
divisions.  However, inpatient rates were lower than the previous month, with 
the exception of Medicine. The changes in how activity is recorded in Cerner 
may be influencing some activity rates and work between the EPR, BI, Finance 
and operational teams is ongoing to better understand and improve data 
capture and recording. 
 
Theatre productivity data is included, covering utilisation and activity but there 
is further work to do on developing the reporting tool and on data quality 
issues. 
 
Diagnostic activity was lower across all modalities.  Diagnostic waiting times 

Trust Board 

Thursday 2 February 2023 

 December 2022 
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performance was also slightly although a number of modalities are now 
compliant with the standard. 
 
RTT long waits improvement continues.  There were no patients over 104 
weeks at the end of the month and the forecast for future months remains at 
zero.  There continues to be good improvement in the reduction of 78 week 
waits and the number of 52 week waits has fallen. 
 
As a result of extensive validation programme, there has been a further 
reduction in the RTT PTL. 
 
There has been further improvement in cancer performance.  Delays in the 2 
week wait pathway had affected performance against the 28 day faster 
diagnosis standard and both continues to improve.  The current 62 day first 
performance position is not yet finalised but is better than the previous month.   
There has been good improvement in the cancer 62 day backlog. 
 
Sir Jim Mackey and Prof Tim Briggs wrote on 12 January, tasking providers 
with ensuring plans are in place for the 78 week risk cohort.  There are 6 
actions which must be implemented to support delivery of the clearance of 
these long wait pathways. 
 
Urgent & Emergency Care 
Attendances overall increased by 7.2% in comparison to November, across all 
types but there was only a small increase in ambulance handover delays.  
Mental Health demand remains at a relatively high level.  Overall performance 
was 60%, with an improvement in type 1 at 35.4%. Watford UTC type 3 
performance was lower than the previous month at 83.2%, with a similar 
picture of deterioration at Hemel Hempstead UTC, at 88.5%. 
 
The Patient Flow Improvement Plan will focus on 4 key high impact actions; 
Patient Assessment, Discharges, Control Centre and Urgent Treatment 
Centre.  Leads for each of the workstreams are in place and plans are 
progressing at pace. 
 
Planning Guidance objectives for 2023/24 
Planning Guidance was published on 23 December 2022, setting out the 
objectives for elective and urgent emergency care.  The current position 
against these targets and the 12 January NHSE letter are included in the 
slides. 
 

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? 
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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: 

 

Committee/Group Date 

Trust Management Committee 25 January 2023 

Finance & Performance Committee 26 January 2023 
 

Action required: 
 

 

▪ The Board is asked to receive this information for oversight of activity 
delivery and performance.  
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Title of the 
paper 

Improvements in Patient Flow – High Impact Changes 

Agenda item 8 

Presenter: Sally Tucker – Chief Operating Officer 
Robert Haynes – Director of Patient Flow Transformation 

Author(s) Stephanie Johnson – Deputy Chief Operating Officer  
Mary Bhatti – Divisional Manager Medicine 
Mike van der Watt – Chief Medical Officer 
Rachel Hoey – Divisional Director Emergency Medicine 
Paul Bannister – Chief information Officer 

Purpose 
 

For approval  For discussion  For information 
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Executive 
Summary 

Following Trust Management Committee (TMC) held 14th December 2022 and TMC 
held 11th January 2023, each workstream lead provided a comprehensive verbal 
update of their high-level impact changes on the following: 
 

➢ Patient Assessment – Lead: Dr Rachel Hoey 
➢ Discharges – Lead: Mary Bhatti 
➢ Control Centre – Lead: Paul Bannister 
➢ Urgent Treatment Centres – Lead: Dr Mike Van Der Watt 

 

 
 

The objectives and approach taken and agreed:  
• To continue our policy of taking patients into ED from ambulances as soon as 

possible, actively managing 60-minute handover times and establishing a 
downward trend. 

• To achieve 76% of patients seen in ED within four hours on a daily basis. 
• To deliver 120 discharges per day during the week and 100 per day at the 

weekend to enable us to start to the move out of surge areas. 
 

Background 
 
 
 
 

The Trust continues to see a disproportionate sustained increase in patient activity, 
and this paper provides assurance of the focus taken by Hospital Efficiency Group 
(HEG) and operational improvement teams. A number of key improvements are 
presented here demonstrating priorities and operational planning to deliver high-
level impactful change. It is the intention and approach at future TMCs to have 
specific areas of focus. 
 

Trust Management Committee (TMC) 
25 January 2023 
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Workstream 1 Patient Assessment 
Lead: Rachel Hoey 

 
Implement timely rapid assessment and timely decisions of patients within one 
hour of arrival to ED. Several areas have seen some traction in delivery made 
through the following schemes which has demonstrated marked improvements 
in performance through: 
 
Performance:  

• Target achievement – Type 1 and 3 
• Non-admitted performance & time in department 
• Increase medical workforce to enable patients to be seen within 60 

minutes. 
 

Maximise efficiency of flow of ambulant patients: 
• Prompt and correct investigations, timely referrals to SDEC and 

specialist teams 
• Audit re early breaches and actions with changes to TAM  

 
TAM changes- visible results October vs December 2022: 

• Non admitted breaches. 
• Long waits to see a doctor. 
• Awaiting imaging 
• Limiting factors preventing flow 

 
Nursing Emergency Department  

• Introduction of a new role 
 
Time to be seen - medical patients. 

• Medical workforce  
 
EAU (Emergency Assessment Unit) & AAU (Acute Admissions Unit) 
flow  
 

• Use of chairs 
 
Ambulatory Care Unit (ACU)  

• Increase in activity 
 

Workstream 2 Discharges 
Lead: Mary Bhatti 

 
Learning from Multi Agency Disciplinary Event (MADE) conducted in Jan 
2023  

• Event successes, outputs, and learning 
• Admission avoidance frailty in reach model 
• Engagement of initiative-taking working with system partners: 

NMTCR (not meeting criteria to reside) and IDT (integrated 
discharge team) 

 
Facilitation of early identification and support for discharge 

• EAU & AAU level 1 additional resource 
 
Completion of Discharge Information Form (DIF) 

• Service development 
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Timely completion of discharge forms 

• Improvement if Length of Stay (LoS) duration 
• Early intervention of planning discharge 

 
Facilitate complex IDT and case management and early discharge. 

• Increase numbers through the IDT list & reducing the NMTCR list. 
 
Maximise the weekend discharges (Pathway zero patients) 

• Discharge list production and usage 
• Failed discharge – how to influence change in behaviours. 

 
Estimated Discharge Date (EDD) – linked with three pilot wards 

• Education & Clerking 
• QI methods to ensure interface and accuracy and report through 

Cerner 
• Produce pre planning information on Target & Key Discharge Dates 

(TDD and KDDs). 
 
Board and Ward Rounds 

• Engagement with Business Intelligence (Metrics) 
• Post Take Ward Rounds (PTWR)  

  
Discharge Planning and Weekend Working 7/7 

• Discharge planning resources and service provision 
 

Workstream 3 Control Centre 
Lead: Paul Bannister 
 
Scooping meetings have been held with teams to understand what a Trust Control 
Centre based on the Bradford model should focus on to drive real time admit, 
discharge and transfer information of patients’ activity.  Specifically, this will enable 
an increase of transition through the Trust and provide a central oversight.   
 
Specific objectives for this workstream are: 
 

• Trust Control Room - Operational Room / quiet space & decision 

making 

• Data Items and feeds – daily, hourly – planning for review, to create or 

represent 

• Effective Live Bed State - deploy data and systems to drive 

performance 

• Evidence assurance that data is intelligent and accurate 

• Review process change of meetings, forms and actions – Pilot that 

drives A&E performance and discharges 

• Appointment of resources – Project Director 

• Responsibility and ownership 

 
To further expand the Virtual Hospital to forty patients per day. 
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Workstream 4 Urgent Treatment Centres 
Lead: Dr Mike van der Watt  
 
A review of the current UTC service provisions at Watford General Hospital (co-
located adjacent Emergency Department) and a standalone unit at Hemel 
Hempstead has taken place and the teams are now reviewing future proposals at 
which point they intend to present their findings and recommendations at Clinical 
Assessment Group (CAG) and through Hospital Efficiency Group (HEG). The main 
driver is to alleviate continued increased demand.   
 
An options appraisal with recommendations will come back to TMC. 
 
The process undertaken was focussed on three key elements.  

➢ Governance 

➢ Safety 

➢ Performance 

 

Governance: 

• Training programmes for both nursing ENP and middle grade doctors 

• Complaints 

• Succession planning in UTC to meet the requirements of a Teaching 

Hospital (2yr look forward) 

• Workforce model 

• Operational oversight – local, daily, weekly and monthly impact and time 

engagement. 

Safety: 

• Escalation 

• Patient handoffs 

• Patient redirection process 

 
Performance: 

• Referral process to a speciality 

• Referral process to Same Day Emergency Care (SDEC) 

• Patients with booked 111 appointments seen on time. 

• Early closure to streaming or treatment. 

• Referral to ED <2 hours KPI 75% 

• Patients seen against target. 

 
Performance metrics from April 2022 to December 2022 are shown as a 
comparative between the two models. 
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Governance 
and Funding 
 

This plan will be owned and delivered by the TMC.  The leads will provide updates 
and evidence into the Optimising Patient Flow Group and Hospital Efficiency Group. 
Regular updates will be presented to TMC during the first quarter of 2023.  
Workstream owners will meet weekly to continually monitor progress in conjunction 
with QI and Business Intelligence and take necessary remedial actions as required.  
The workstreams will be funded by existing winter pressures and capital allocations.  
In addition, staffing and leadership resources will be redeployed as necessary to 
support Workstream Leads. 
 

 

Site Apr May Jun Jul Aug Sep Oct Nov Dec

Hemel 97% 94% 93% 95% 93% 99% 97% 97% 88%

Watford 79% 75% 85% 91% 89% 96% 88% 84% 83%

Hemel 29% 31% 30% 27% 30% 33% 30% 27% 33%

Watford 33% 35% 43% 48% 38% 54% 46% 39% 42%

Hemel 57% 55% 54% 50% 50% 66% 56% 59% 51%

Watford 56% 55% 64% 69% 58% 79% 67% 59% 61%

Hemel 79% 75% 75% 73% 72% 87% 78% 82% 69%

Watford 74% 69% 77% 84% 71% 92% 80% 73% 73%

Hemel 91% 89% 89% 90% 92% 95% 91% 92% 83%

Watford 86% 81% 86% 93% 81% 96% 89% 85% 83%

Hemel 8% 10% 11% 9% 7% 4% 8% 7% 16%

Watford 9% 12% 8% 3% 9% 2% 7% 10% 11%

Hemel 1% 1% 1% 1% 1% 1% 2% 1% 1%

Watford 6% 6% 6% 4% 6% 2% 4% 5% 7%

Hemel 6% 7% 7% 7% 7% 5% 6% 6% 7%

Watford 5% 6% 6% 6% 5% 4% 5% 5% 7%

Percentage of attendances at 

Watford UTC against Total ED 

attendance 

Watford 33% 33% 34% 32% 35% 34% 33% 32% 33%

Hemel 66% 64% 61% 60% 75% 66% 72% 71% 59%

Watford 31% 43% 53% 52% 43% 73% 69% 48% 48%

Hemel 70% 71% 65% 61% 76% 65% 74% 73% 64%

Watford 33% 45% 49% 51% 44% 76% 62% 42%

Time to Initial Assessment

Child

Adult

Within 60 mins

Within 120 mins

Within 180 mins

Type 3 performance

Time to Treatment

Return within 72 hours (any site)

Within 240 mins

240 mins or over

N/A
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Section 1:  Activity & Recovery

2
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Value Weighted Activity (VWA)

3

The improved performance, based on the latest reported position, 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.    Dialogue 

with NHSE continues with regard to understanding and alignment of the weekly estimates.

The Deputy Director of Finance and the Director of BI continue to meet on a regular basis with the Deputy Director of 

Performance & Analysis from the regional NHSE team, with a view to obtaining the methodology underpinning the 

calculations used by NHSE.   Once this is fully understood further alignment can take place.
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Outpatient activity

Referrals

• Referral demand was lower overall in December but most notable in 

some of the high volume specialties eg Ophthalmology, ENT and 

Gastroenterology

• WACS and BI are continuing to interrogate referral rates to identify the 

factors affecting the position. It is thought that non-elective referrals to 

GDAU are potentially distorting the reported position, particularly in the 

urgent category.

Outpatient Activity

• 1,499 more new appointments would have achieved 100% of the 

baseline rate

• WACS new patient activity remains consistently above target.

• Surgery consistently delivering more than 90% of baseline new OPA 

activity and achieving the 75% follow up activity threshold.

• Medicine and WACS f/up activity is above the 75% threshold (25% 

reduction) although is lower than seen in recent months.

• Advice & Guidance rate has increased, up from 55% now at 60%.  

4
Arrows = change from previous month - target achieved / not achieved
NB: Data shows all activity (ie chargeable, non-chargeable)

Dec-22

Surgery 110%  104%  138%  76% 

Medicine 100%  110%  95%  47% 

WACS 131%  126%  179%  58% 

Dec-22

Surgery 94%  74%  11% 

Medicine 76%  78%  27% 

WACS 129%  82%  8% 

Trust 107% 

Referrals 

All refs Cancer Urgent Routine

109%  117%  59% 

NB: Total referrals includes A&G.  Breakdown is PAS only, excl ERS

New F/up Non-F2F A&G rate

Trust 89%  77%  17% 

                Outpatients  - 1) 25% reduction in F/U activity  

                                       2) 25% virtual/non f2f activity

      3) 5% PIFU

                                                           4) Advice & Guidance - 16% of 1st OPAs

60%

Surgery 284 768

Medicine 1215 5580

WACS Achieved Achieved

Activity shortfall to baseline & 

22/23 planning target - NEW OPAs

Dec-22

to achieve 

19/20 

b/line

to achieve 

110%
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Elective (inpatient/day case) activity

5

Activity overall

• Fewer working days over the Christmas and New Year period, and the planned 

decrease in activity at SACH affected activity rates.

• 772 more elective episodes would have delivered 100% of the December 19 

baseline for overall elective activity.

• There is a national drive, led by GIRFT to make elective surgery day case by 

default, with an expectation that 85% of all surgery is performed as a day case. 

In December 89.4% of all surgery was day case (November 88.3%, October 

86.5%, September 87.5%).

Inpatient rates

• Surgery admissions would have reached 100% of the baseline with another 89 

admissions. 

• Medicine’s inpatient rate is exceptionally high but this represents 27 admissions 

compared with the baseline of 12.

• WACS activity remains the lowest of all the divisions and the outcome of recent 

investigations between the division and BI are awaited.

Day Case rates

• Day case rates in Surgery have yet to deliver a significant improvement in 

activity rates, although the activity rate has increased slightly.  Another 426 day 

case admissions would have achieved 100% of the baseline.

• Medicine delivered a further increase in day case activity.

• As with inpatient activity, WACS rates are low and further review is needed to 

understand the underlying factors.
Arrows = change from previous month - target achieved / not achieved
NB: Data shows all activity (ie chargeable, non-chargeable)

Dec-22

Surgery 68%  79%  66% 

Medicine 88%  149%  87% 

WACS 50%  57%  48% 

Electives - 110% of 19/20

Total Inpatient Day Case

Trust 86%  77%  87% 

Surgery 496 653

Medicine 103 294

WACS 173 208

Activity shortfall to baseline & 

22/23 planning target - ALL INPATIENTS

Dec-22

to achieve 

19/20 

b/line

to achieve 

110%

Tab 18.2 Access Performance and Activity Recovery slides

103 of 335Trust Board Meeting in Public 2 February 2022-02/02/23



Theatre Productivity

6

The Theatre reporting tool is expected to go live in February 2023.  This will enable reporting against key performance indicators.

Utilisation data is not yet completely accurate – the one hour lunch break has not been built in Cerner and so this hour adversely affects the data.

The BI team are working with Cerner and Surgery to resolve the lunch break issue.

Failure to close vacant lists within Cerner has impacted utilisation rates and early finish data. Surgery are reviewing current processes to ensure 

vacant lists are closed in a timely way.

Urgent Care pressures in December have resulted in WGH elective admission cancellations, with an impact on utilisation on this site.
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Diagnostic activity

Imaging

• With only 20 working days in December, recovery has slowed 
this month.

• CT activity recovery is consistently above the baseline rate but 
has not reached the 120% target this month.

• MRI activity has been affected by a period of down time in the 
scanner at SACH as a result of issues with the MRI table.

Medicine

• Towards the end of the month, some activity has been affected 
by urgent care demand requiring use of exceptional surge 
escalation areas including the Endoscopy Unit, which has 
reduced the number of rooms available for procedures.  Where 
possible activity was re-directed to HHGH or to outsourcing 
providers.

• However, Colonoscopy remains above the baseline rate but has 
not achieved the 120% target this month.

• Gastroscopy activity has yet to achieve 100% of the baseline.

• Workforce resource challenges within the Echo service continue 
to impact on recovery.    There is also a data entry backlog for 
outsourced Echo activity but plans are in place to resolve this 
over the next few weeks.

7
Arrows = change from previous month - target achieved / not achieved
NB: Data shows all activity (ie chargeable, non-chargeable)

CT Achieved 556

MRI 43 341

NOUS 309 800

Colonoscopy Achieved 58

Gastroscopy 58 165

Echo 623 853

Activity shortfall to baseline & 

22/23 planning target

Dec-22

to achieve 

19/20 

b/line

to achieve 

120%

Dec-22

Imaging 105%  97%  87% 

Dec-22 Echo

42% Medicine 104%  89% 

Diagnostics: Medicine - 120% of 19/20

Colonoscopy Gastroscopy

CT MRI Non-Obs US

Diagnostics: Clinical Support - 120% of 19/20
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Emergency Department activity 

Attendances  

Overall demand was 7.2% higher than November, with 5.6% more type 1 and 9% 

more type 3 attendances.  Activity was higher than the 19/20 and 20/21 baselines.

• All: 16,669 (Nov 15,554) / Type 1: 8,539 (Nov 8,085) / Type 3: 8,130 (Nov 7,469)

• 5.3%/295 of all type 1 ED attendances related to MH (Nov 4.3%/350, Sep

4.7%/328)

Ambulance handovers 

2,312 patients arrived by ambulance, representing 27% of all type 1 attendances. 

A significant number (more than 50%) of journeys do not fulfil EEAST’s “recording 

compliance” and these are excluded from handover calculations.  There was a small 

improvement in 60 minute plus delays in December compared with the previous 

month.

Handover delays (as a % of all ambulance arrivals) stated by EEAST are

• 61.9% (747) 30 minutes or longer (Nov 60.7%)

• 31.8% (384) over 60 minutes (Nov 32%)

The data discrepancies have been raised with EEAST and resolution requested.  

Handover Improvement Actions (system wide)

• EEAST eliminating cohorting

• Implementation of new boarding policy (from 21/11/22) to support flow

• Supportive of drop and go for Category 1

• Rapid release

• In/out assessment model 

• Harm review of any patient with a 60+ delay

• Utilising TAM (old fracture clinic space) to increase capacity

• Implementation of Fit to Sit

• Increasing referrals to EAU and other SDEC services 

• Specialty reviews at front door

8
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Section 2:  Waiting times performance

9
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Referral to treatment

78 week waits 

The number of patients at 78 weeks remains better than plan (78) at 69.  The 

biggest challenges lie in Cardiology, General Surgery, Orthopaedics, Pain 

Management and Urology where there are large numbers to clear still.

10

65 & 52 week waits 

The benefits of extensive validation continues, evidenced by the 

significant reduction in 52 week waits, now at 3547 (Nov 4272). 

However, 65 week waits have increased from 767 to 832 and divisions 

have been asked to focus on this cohort as well as the 78 week waits.

RTT PTL size

The PTL has reduced in size by 17.8% (almost 11,000 pathways) since the 

peak in September, now at 49,540.

RTT clock stops

There were fewer clock stops in December, due largely to the Christmas & 

New Year bank holidays and annual leave.  There were 939 admitted and 

4,436 non-admitted clock stops, giving a total of 5,375. 
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78 week waits – actuals & at risk pathways

11

Improvement is better than plan when 
actuals (the bars) fall below the dotted line

Improvement is better than plan when 
actuals (the bars) fall below the dotted line

78 week wait risk cohort

78 week wait actuals
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Diagnostic Performance (DMO1)

December’s performance, at 65%, was below that achieved the 

previous month.  Many of the modalities have been impacted by 

the Christmas and New Year bank holidays and annual leave.

However, a number of modalities remain compliant with the 

performance standard at 99% or better :

• MRI

• CT

• Barium enema

• NOUS

The following are close to the 99% target

• Clinical Neurophysiology

• Colonoscopy

• Flexible Sigmoidoscopy

Modalities with low performance include: 

• DEXA 

• Cystoscopy 

• Surgical Urodynamics 

DQ issues associated with implementation of EPR are 

affecting the position in some modalities, with lists including 

planned/surveillance and duplicate pathways.

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%.

.

12
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Cancer waiting times

Recovery Actions

• Additional consultant posts (substantive and 

locum) for Upper GI, Breast, Radiology, 

Urology

• Additional prostate template biopsy capacity 

created – could do more but insufficient 

outpatient nursing to support more sessions

• Outsourcing (Gastro/Endoscopy, Breast, 

additional Prostate MRI capacity)

• Nurse led clinics in Dermatology for imaging to 

free up consultant capacity

• Establishment of a benign lesions advice & 

guidance pathway in dermatology, freeing up 

2ww capacity in clinics

• Increasing straight to test (STT) pathways, eg 

OP hysteroscopy

• Additional Lower GI theatre capacity 

• Trust wide A&C recruitment events

• Established a cancer long waits (90+ days) 

review meeting with patient level discussion

• Collaboration with primary care to develop 

Breast pain clinic in the community.  

• Breast 2ww referral form changes made to 

support demand

• Primary care roll out of dermoscopy continues

13

2 week waits (target 93%)

Further improvement seen, now at 87.2% 

(November 76.7% October 68%, September 

61%).  

2week wait Breast Symptomatic (target 93%)

Significant improvement at 66.7% (November 

36.7%, October 45.4%, September 25%).  

28 day Faster Diagnosis Standard (target 75%)

71.9% achieved this month (November 71.6%, 

October 62.4%, September 58.3%). 

31 day 1st  (target 96%)

Latest position 95.7% (October 94.3%, September 

94.7%, August 93.8%). 

31 day subsequent surgery (target 94%)

Currently compliant at 100% (November 95.9%, 

October 100%, September 92.9%).  

62 day screening (target 90%)

Currently at 68.4% (November 68.2%, October 

73.7%, September 51.9%). 3 breaches in Lower 

GI.

62 day (target 85%)

Latest position 70% (November 64.6%, October 

68.8%, September 59.3%).  Currently 34.5 

breaches, of which 38% Urology, 20% Lung, 

14.5% Lower GI, 8.7% each for Breast, 

Haematology, and UGI.
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Cancer PTL – 62 day backlog

14

62 day backlog (target 6.4% of total PTL)

At its peak, the backlog total stood at 424 (13/2/22).  The latest position 

(8/1/23) at 241, represents a 43% reduction, delivered over the course of 11 

months. 

National expectation for Tier One trusts is to achieve a 6.4% relative (to the 

total PTL) backlog and the trust’s position for the week ending 8/1/23 was 

10.5% (vs 15% on 13/2/22), placing the trust 65th of 72 providers (1st place 

being the provider with the biggest backlog).

Although WHTH is no longer in any tier for cancer, this measure is still 

scrutinised in detail as part of the fortnightly Tier One and performance 

oversight meeting with NHSE, Cancer Alliance and the ICB.

Actions to improve the position include:

• Escalation to Divisional Directors and Clinical Leads as necessary, 

where previous escalation has been unsuccessful

• Continuation of the spotlight on cancer huddles

• Weekly cancer long waits review meeting – now working to 49 days 

plus

• Renewed focus on delays due to clinical reviews and letter 

production

• Recruitment to various consultant posts (locum & substantive) in a 

number of services

• Dermatology advice & guidance service for lesions of diagnostic 

uncertainty  launched
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Emergency Department Performance

Performance

Drop in performance across all types this month

• All types 60% (Nov 60.2% Oct 64.5%, Sep 70.2%) 

• Type 1 35.4% (Nov 32%, Oct 36.9%, Sep 42.1%)

• Watford UTC 83.2% (Nov 84.4%, Oct 88%, Sep 95.9%) 

• HH UTC 88.5% (Nov 97.3%, Oct 96.8%, Sep 99.3%)

12 hour end to end journeys

A significant increase in 12 hour waits. Totals as a percentage of all 

attendances:

• December 6% (1,002)

• November 5.2% (813)

• October 4.5% (699)

• September 3.2% (466)

• August 4% (534)

• July 4.7% (713)

Mental Health

3.5% of all ED attendances related to MH (November 4.3%)

6.9% (1002) of all ED attendances over 12 hours related to MH (Nov 9.1%)

23.4% (69) of all ED attendances relating to MH (295) wait 12 hours or 

more (Nov 21.9%)

15
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Patient Flow Improvement Plan – High Impact actions

Patient Assessment (Lead: Rachel Hoey)

• Timely assessment of patients (within an hour of 

arrival) in ED

• Robust admission decisions

• Maintaining assessment areas to enable timely 

streaming from ED

• Releasing Ambulatory Care Unit capacity

• SMART+ approach – senior decision makers in AAU

Discharges (Lead: Mary Bhatti)

• Improved discharge planning

• Discharge enablement and early ward departure

• Weekend discharges, linking with 7/7 working

• Avoidance of surge/escalation capacity utilisation

Control Centre (Lead: Paul Bannister)

• Establishment of model to focus drive and real time 

patient flow

• Implementation of updated daily meeting cycle driving 

ED performance and discharges

• Deployment of data and systems (incl real time)

• Update bed management policies

• Expansion of virtual hospital 

Urgent Treatment Centre (Lead: Mike van der Watt)

• Review of current service provision and future form

16

Control 
Centre

Patient 
Assessment

Discharges

Urgent 
Treatment 

Centre
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Planning Guidance 2023/24 

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.

5. Deliver an appropriate reduction in outpatient follow up in line with the 

national ambition to reduce activity by 25% against the 19/20 baseline by 

March 24

6. Increase productivity and meet the 85% day case and 85% theatre 

utilisation expectations.

17

Current position against objectives & actions

Elective Actions for the 78 week cohort 

12/1/2023 Letter from Sir James Mackey & Professor Tim Briggs
7. All patients in the 78 week cohort without a decision to admit must have 

a next appointment booked by the end of January 2023.

8. All patients in the 78 week cohort with a decision to admit must have a 

recorded TCI date by the end of January 2023, with the treatment 

scheduled before the end of March 2023

9. Any patient waiting over 52 weeks on an RTT pathway (at 31/3/23) who 

has not been validated in the previous 12 weeks should be validated by 

20 January 2023.

Urgent & Emergency Care

10. 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

11. Reduce adult general and acute (G&A) bed occupancy to 92% or below

Objective December 22

1 65 week wait elimination by March 2024 832

2 Deliver system specific activity target tba

3 Reduction in patients over 62 days on the 

Cancer PTL – 143 by March 2024

241

4 Meet the Cancer Faster Diagnosis standard of 

75% by March 2024

71.6%

5 Reduction in outpatient follow up activity by 

25% against the 19/20 baseline by March 

2024

77% (23% reduction)

6a 85% of admitted elective activity to be day 

case

89.4%

6b Achieve theatre utilisation of 85% WGH: 64%

SACH: 67%

7 All 78 week wait cohort patients without a 

DTA must have an appointment booked by 

31/3/23

Total: 379

250 with OPA

86 awaiting OPA

43 for service validation

8 All 78 week wait cohort patients with a DTA 

must have a TCI by 31/3/23 with treatment by 

31/3/23

Total: 234

93 with TCI

108 awaiting TCI

16 with booked POA

28 for service validation

9 Any patient at 52 weeks by 31/3/23 to be 

validated by 20/1/23

71% validated

Plans in place for 

remaining 29%

10 Improve A&E waiting times to 76% seen 

within 4 hours by March 2024

60%

11 Reduce adult (G&A) bed occupancy to 92% 

or below

All sites: 93%

WGH only: 98.2%
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Data Sources

18

Planned Care

• Outpatient Activity – Weekly activity tracker (17/1/2023)

• Inpatient Activity – Weekly activity tracker (17/1/2023)

• RTT performance & long wait reduction – iReporter (17/1/2023)

• Diagnostic activity – Weekly activity tracker (17/1/2023)

• Diagnostic (DMO1) performance – iReporter (16/1/2023)

• Cancer Waiting Times performance – iReporter (17/1/2023)

• Cancer 62 day PTL relative backlog – EoE Cancer Alliances backlog update 8/12/22

Urgent & Emergency Care

• ED Performance – Atts & Waits files (9/1/2023)

• Ambulance handovers – EEAST Patient Handover sit rep (December 2022)
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Title of the paper: Theatre Productivity and Efficiency Programme (TPEG) 

 

Agenda Item: 19 
 

Presenter: Don Richards, Chief Financial Officer and Simon West, Divisional 
Director SACs 
 

Author(s): Simon West, Divisional Director, SACs 
 

Purpose: 
 

Please tick the appropriate box  

For approval 
 

 For discussion  For information 

  X 
 

Executive 
Summary: 
 

The purpose of this report is to provide the Board with assurance on the 
progress to date and next steps for the Theatre Productivity and Efficiency 
Programme. The programme is cross divisional (SAC and WACS) and 
currently being supported by an external consultancy firm, Newton. In addition, 
the Division of Surgery have successfully appointed a Programme Lead and 
Project Manager who will be in post for 18months to support delivery of the full 
programme.  
 
The programme launched at the end of November 2022 and a robust 
governance and reporting process has been established. Initial live studies 
occurred within theatres over a two week period (28th Nov – 9th Dec) during 
which time 9 full theatre sessions were observed, as well as 24 sessions 
studied at the start/end of day. A further 15 full theatre sessions and 12 
start/end of sessions will be observed during further live studies during a three 
week period in January. Early findings from the studies include opportunities 
within prompt start times, end of day and scheduling and planning processes.  
 
One of the fundamental components of this programme is a clinically led 
approach. To achieve this a launch workshop took place on 17th.and 19th 
January which focussed attention on the vision for the programme, 
collaborative design and identification of quick wins.  
 
The next step for the programme is the Clinically Led Change Groups, where 
by the services have been clustered into six working groups to prioritise the 
solutions and plan the execution of improvement.  
 
To facilitate the programme a key enabler is accurate data that is easy to 
manipulate and interpret for clinicians, front line staff and managers. The Trust 
has therefore commissioned Renaissance to build a theatre performance 
reporting tool which tracks the theatre KPIs, with a drill down function to 
consultant level. In addition, there will be a forward look on theatre utilisation. 
An interactive ability to document actions within the dashboard and identify 
patients from the live PTL will aid theatre scheduling and delivery of the 6-4-2 

Trust Board Meeting 
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theatre scheduling KPIs. The theatre reporting tool is scheduled to go live on 
3rd February, following which training and day to day use of the tool will begin. 
The tool will function as a daily monitoring platform for the division and create 
performance reports for use up to and including board level.   
 

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  
 

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 

TPEG Seamless Surgery Steering Group  12/01/23 

FPC 26/01/23 
 

Action required: 
 

The Board is asked to receive this report for assurance on progress of actions 
being taken and the mitigation in place to reduce the risk. 
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Agenda Item: 19 

 

Trust Board Meeting – 2 February 2023 
 
Theatre Productivity and Efficiency Programme (TPEG): Seamless Surgery 
 
Presented by: Simon West, Divisional Director SAC 

 

1. Purpose  
 

The purpose of this report is to provide the Board with assurance on the progress to date and next 
steps for the Theatre Productivity and Efficiency Programme. 
 
 

2. Background 

 
As part of the 2023/24 planning guidance, ICBs are challenged to commission at least 10% more 
elective activity than was achieved during 2022/23 or activity equivalent to that achieved in 2019/20, 
whichever is higher. 
 
Despite having three theatre suites across two sites, the trust has yet to raise productivity levels back to 
those seen in 2019/20.  
 
Even before the pandemic, theatre utilisation has been a long-standing challenge at the Trust. Factors 
contributing to the problem include: 
 

• Processes for booking and scheduling 
• Processes involved in preoperative assessment 
• Various cultural issues including late starts and early finishes, differential appetite for 

procedures at St Albans 
• Availability of the workforce 
• Failures in estate infrastructure  
• IPC requirements for COVID 

 
To minimise the possibility of harm to patients and to improve access to maintain local population 
health, it is crucial that the Trust focuses on recovering elective activity despite the national targets.  
 
In order to make a permanent and material change to theatre productivity at the Trust, Newton, a 
specialist engineering consultancy, has been engaged to support the Trust in developing a 
comprehensive change programme.  
 
To ensure success, the commission will develop a live data dashboard to support real-time hour-by-
hour management of productivity.  
 
This paper provides an update on the structure of the broader productivity improvement project, 
progress made by mid January following the Newton commission start in November 22, commercial 
arrangements for the Newton commission and updated expectations for theatre productivity 
improvements for the 2023/24 year. 
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3. Analysis/Discussion  

 
3.1 Programme governance and structure 
This cross divisional improvement programme has been created to improve all elements of theatre 

performance across the three theatre complexes, Watford main theatres (including the emergency and 

trauma theatre), obstetrics and gynae theatres and the St Albans theatre complex. The programme will 

drive theatre utilisation up to 85%, increase productivity on each 4hr list, reduce the lost time due to late 

starts and early finishes and ultimately deliver 5,500 more cases per year. The Trust has commissioned 

the external consultancy firm, Newton Europe to support the launch of the programme and 

complemented this with an appointed Programme Lead and Project Manager who will be in post for 

18months to support delivery of the full programme.  

The programme launched at the end of November 2022 and a robust governance and reporting 

process has been established. An Executive Oversight Group, chaired by Don Richards, CFO, is 

assured monthly by the Steering Group on progress, next steps and risks. As the programme reaches 

implementation the KPIs for the programme will be reported here and directly to Finance and 

Performance Committee and Board via the theatre KPI dashboard.   

In order to support the Newton commission, a fixed fee will be paid by the Trust. The fee covers the 
development of the change programme, the development of the data dashboard in collaboration with 
Renaissance, and a period of coaching and practical support to facilitate the implementation of the 
improvement programme (see below). 
 
A contingency fee payment regime will be discussed following this phase that will reward Newton for 

improvements in theatre productivity and activity over an agreed baseline. We have yet to agree on the 

details of the contingency fee and incorporate them into our plans for 2023/24 

 

3.2 Live Studies 
To support the design of the programme live studies are being conducted across the three theatre 

complexes. All specialties will be observed, across all sites, and detailed analysis will be captured. To 

date 9 full theatre sessions have been observed and a further 24 sessions were observed at the 

start/end of the day (28th Nov – 9th Dec). A further 15 full theatre sessions and 12 start/end of sessions 

will be observed during a second phase of live studies during a three week period in January. Early 

findings from the studies include opportunities within the start of the day, end of day and scheduling 

and planning processes.  

3.3 Clinically Led Approach  
One of the fundamental components of this programme is a clinically led approach. To achieve this a 

launch workshop took place on 17th.and 19th January which focussed attention on the vision for the 

programme, highlighting problems and identifying solutions. Over 90 staff attended the workshops with 

representation from all specialties and all components of the theatre including waiting list coordinators, 

surgeons, anaesthetists, service managers and theatre, POA and ward staff. The engagement, energy 

and enthusiasm was high will all participants signing up to the programme. The next step is to create 

Clinically Led Change Groups, where by the services have been clustered into six working groups to 

prioritise the solutions and plan the execution of improvement. This approach maintains  the clinically 
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ownership and design of the programme but also creates a clinical oversight and accountability for the 

performance and improvement.   

3.4 Theatre Performance Tool 
To facilitate the programme a key enabler is accurate data that is easy to manipulate and interpret for 
clinicians, front line staff and managers. The Trust has therefore commissions Renaissance to build a 
theatre performance reporting tool which tracks the theatre KPIs, with a drill down function to consultant 
level. In addition, there will be a forward look on theatre utilisation. An interactive ability to document 
actions within the dashboard and identify patients from the live PTL will aid theatre scheduling and 
delivery of the 6-4-2 theatre scheduling KPIs. The theatre reporting tool is scheduled to go live on 3rd 
February. 
 
3.5 Implementation Plan 
The clinically change sessions will output a series of proposed changes to improve theatre 

performance. These changes will be grouped to form workstreams, each with a distinct set of KPIs. 

Target improvements for these KPIs will be established based on the outputs of the live studies and 

analysis. A plan will then be produced for Phase B & C to deliver these workstreams and achieve the 

targeted performance through the following phases:  

• Trials & Further Design: testing and iterating the solutions designed in Phase A within speciality 
groupings  

• Rollout: adoption of the final solutions across all specialties on each site  

• Sustained Improvement: a period of support to ensure these solutions have embedded into 
BAU and to establish on-going improvement culture. 

 

The detailed programme implementation plan will be created by the end of March 2023 and from this 

the KPI delivery and benefit realisation can be re-profiled to set out clear delivery milestones.  

 

4. Risks  
 
The programme currently has no significant risks to report however the committee should be sited on 
the following areas of concern;  

• Capacity and availability of clinical teams to engage in the Clinically Led Change sessions  

• Newton access to Cerner raw data  

• Reduction in activity due to closure of theatre 6 at St Albans (Elective Hub build)  
 

5. Recommendation  
 

The Committee is asked to receive this report for assurance on progress of actions being taken and the 

mitigation in place to reduce the risk. 

 
 

Name of Director: Don Richards  

Title: Chief Finance Officer  
 
Date: 17 January 2023  
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Title of the paper: Integrated Performance Report 

(January 2023 reporting period – December 2022 data) 

Agenda Item: 20 

Presenter: Paul Bannister, Chief Information Officer 

Author(s): Mark Landau, Director of Business Intelligence 
Paul Bannister, Chief Information Officer 

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.  
Due to where this meeting falls in the month, data is as complete as possible at the 
time of writing 

Changes to the pack 

• Regional Benchmarking has been added for RTT 52 week waits, 78 week waits, 
and Diagnostic 6 week waits 

Safe Care & Improving Outcomes - Quality 

• There is one statistically significant indicator – SHMI continuing to show in improving 
special cause variation, although Dr Foster class the Trust as being within ‘expected 
range’.   

Safe Care & Improving Outcomes - Safety 

• There are eight exceptions generated - % nursing hours (shift fill rate), % of nursing 
hours (shift fill rate) – Unregistered, % of nursing hours (shift fill rate) – Registered, 
Serious Incidents – Number, Serious Incidents - % that are harmful, % of patient 
safety incidents which were harmful, VTE Risk Assessments and Patients admitted 
to stroke unit within 4 hours of arrival, all of which were also exceptions in the 
previous month with the exception of Serious Incidents - Number. 

• Unregistered fill rate is showing as an exception with the latest data point breaching 
the upper control limit (for the second consecutive month).  This is largely down to 
enhanced 1:1 care required (largely for mental health inpatients) and to staff 
exceptional surge.  The unregistered fill rate offsets the low registered fill rate. 

• Five of the eight exceptions generated reflect improving special cause variation, with 
three representing concerning special cause variation. 

Caring & Responsive Services – A&E 

• Eleven exception pages generated – all of which were exceptions in the previous 
month. 

• Type 1 Performance continues to be extremely challenged, with WHHT at 35.5% 
against the 4 hour target, although December’s performance represents an 
improvement on November.  Worth noting for context is that attendances were again 
extremely high in December with 16,669 (538 per day) compared with 15,554 in 
November (518 per day), with Type 1 attendances (8,539) the highest they have 
been in 22/23 to date. 

Caring & Responsive Services – RTT, Cancer, Outpatients 

• Twelve Exception pages generated, all of which were exceptions in the previous 
month.  Staff turnover rate continues to be above the upper control limit however 
there have been 5 consecutive months of improvement 
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Workforce 

• Five Exception pages generated, all of which were exceptions last month, all of 
which were exceptions in the previous month’s report. 

Activity 

• Three Exception pages generated, with GP Referrals made and New RTT Pathways 
(Clock Starts) returning to common cause variation 
 

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 25/01/2023 

Finance & Performance Committee 26/01/2023 
 

Action required: 
 

• The Board are asked to receive this report for information, assurance and discussion 
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January 2023 – December 2022 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

– 25th January 2023

– 26th January 2023

– 2nd February 2023
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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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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) Jul 22 95 100 National Quality CMO

HSMR - Total (Rolling three months) Sep 22 111 100 National Quality CMO

Clostridioides Difficile - Hospital associated (Cat 1) Dec 22 6 - Local Quality CN

Clostridioides Difficile - Healthcare associated (Cat 2) Dec 22 1 - Local Quality CN

Clostridioides Difficile - Hospital and Healthcare associated Total Dec 22 7 3 Local Quality CMO

Hand Hygiene Compliance Dec 22 97% 95% Local Quality CN

30 Day Emergency Readmissions - Elective * Dec 22 3% 4% Local Quality CMO

30 Day Emergency Readmissions - Emerg * Dec 22 12% 13% Local Quality CMO

Caesarean Section rate - Robson Category 1 Dec 22 17% - Local Quality CMO

Caesarean Section rate - Robson Category 2 Dec 22 64% - Local Quality CMO

Caesarean Section rate - Robson Category 5 Dec 22 82% - Local Quality CMO

Safe Care and Improving Outcomes - Quality
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Special Cause Variation – Performance – SHMI (Rolling 12 months)

Background What the Data tells us Issues Actions Mitigations

SHMI – (Rolling 12 Months)

Exception triggered due to 7+ 

data points below the mean (a 

shift)

Exception triggered due to a 

breach of the lower control limit

SHMI rate is within ‘as 

expected’ range according 

to Dr Foster.  This is positive 

performance

9
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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) Dec 22 102% 95% Local Quality CN

% nursing hours (shift fill rate) - Registered Dec 22 89% 100% Local Quality CN

% nursing hours (shift fill rate) - Unregistered Dec 22 123% 100% Local Quality CN

Serious incidents - number* Dec 22 2 - Local Quality CMO

Serious incidents - % that are harmful* Dec 22 100% 0% Local Quality CMO

% of patients safety incidents which are harmful* Dec 22 12% 0% Local Quality CMO

Never events Dec 22 0 - Local Quality CMO

Category 4 pressure  ulcers - New (Hospital  acquired) Dec 22 0 - Local Quality CN

Category 3 pressure  ulcers - New (Hospital  acquired) Dec 22 4 - Local Quality CN

Falls with Harm Dec 22 17 - Local Quality CMO

VTE risk assessment* Dec 22 98% 95% Local Quality CMO

Patients admitted to stroke unit within 4 hours of hospital arrival Dec 22 65% 90% Local Quality CMO

Stroke patients spending 90% of their time on stroke unit Dec 22 96% 80% Local Quality CMO

% Stroke Patients Thrombolysed within an hour Dec 22 43% 50% Local Quality CMO

Safe Care and Improving Outcomes - Safety

10
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Special Cause Variation – Performance – % 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 a 

7+ data points below the 

mean (a shift)

Increased nursing demand 

due to winter pressures and 

the number of escalation 

beds open.  

High unavailability due to 

sickness, COVID, vacancy 

and maternity leave,  

especially in Emergency 

Medicine (20.3%) and 

Women and Children’s 

(27.5%)  

IR Recruitment continues for 

Nursing and Midwifery 

Use of Temporary staffing 

Risk Register # 37 

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 11
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Special Cause Variation – Performance – % 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

Unregistered nursing fill rate 

is high to support not having 

enough registered nurses to 

support safe staffing due to 

high demand and number of 

escalation beds open.

High demand for 1:1 

enhanced care.

Continue to support 

recruitment and retention of 

HCSWs

Use of Temporary staffing to 

support safe staffing and 1:1 

enhanced care.  

Ward/department requests 

to be made directly to 

enhanced care team to 

Enhanced Care Team review 

patient demand daily 

Daily safe staffing meetings at 

8.30 and 14.30 to review safe 

staffing.

Daily Redeployment of staff to 

support safe staffing 

12
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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)

2 serious incidents(SIs)  were 

declared in December 2022 which 

compares favourably with 4 serious 

incidents reported in November: 

constituting a 50% decrease 

The number of serious incidents 

has been reducing considerably in 

the previous  three months.  

The divisions to continue 

monitoring incident 

reporting and put measures 

in place to ensure sharing 

of lessons learned and 

embed learnings through 

different forums including 

their governance meetings 

and the Serious Incident 

Panel meetings.

The Trust’s Serious incident 

review group meeting 

continues to work with 

divisions and ensure 

learnings from actions are 

evidenced before incidents 

are closed. 

13

2 serious incidents(SIs)  were declared in December 2022 which 

compares favourably with 4 serious incidents reported in 

November.

Of the 2 incidents reported in December, 1 was reported by 

Women and Children Services and 1 was reported by Children 

Emergency Department 

There has been a stable and decreased serious incident 
reporting, a special cause for improving nature. 
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Special Cause Variation – Assurance – Serious Incidents - % that are harmful

Background What the Data tells us Issues Actions Mitigations

Serious Incidents - % 

that are harmful

Exception triggered due to 

the target being below the 

lower control limit

In December 2022, 4 incident-type 

reporting categories contributed to 

the increased reporting. These are  

Pressure Ulcer 484 (474), 

Diagnostics processes and 

Procedure 256(230),  Patient’s 

accidents and Falls 123 (125) and 

Therapeutic process 108(101). All 

showing December (and November) 

2022 data.

The number of incidents reported as 

no harm in December 2022 (198)  is 

significantly lower than November 

2022 (149) with no concerning 

themes

Divisions to continually 

review incidents promptly and 

to close them, in order to 

share and facilitate timely  

learnings

The divisions to ensure 

lessons learned are 

embedded.

Continue  improvement work 

and organisational shared 

learning around identified 

themes and trends to 

minimise or prevent a 

recurrence.

Patient safety incident 

discussions continue in 

divisional and departmental 

meetings with an emphasis on 

lessons learned

Identified themes and trends 

are shared in the monthly 

Governance Operational Group 

meeting.

14

The Trust recorded 1440 patient safety incidents in December 2022 compared 

with 1482 in November 2022: a 2.8% decrease.

11.8% (171) of the incidents resulted in patient harm, a 24% decrease 

compared to November data. Of these, 148 incidents were reported as low 

harm, constituting 25.5% decrease in comparison with September’s data.

1.6% (23) of the incidents in December 2022 were rated as “moderate or higher” 

levels of harm; 13 of these are under open investigation. 2 of the incidents rated 

as Deaths/catastrophic have been reviewed at the SI panel meeting, and both 

have progressed to and been recorded as a serious incident, while the rest are 

under divisional investigation and review.

The Trust declared 2 SIs in December 2022. There was no never event during 

this period. 
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Special Cause Variation – Performance/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

Exception triggered due to a 

breach of the upper control limit

Exception triggered due to a run 

of 7+ data points above the 

mean (a shift)

In October 2022, 4 incident-type reporting 

categories contributed to the increased 

reporting. These are  Maternity Care, Neo-

natal and perinatal care,  Healthcare-

associated infections (HCAI), and pressure 

ulcer.

Maternity care, Neonatal/Perinatal care,  

Pressure Ulcer, and  HCAI reported the most 

more during this period (70, 24, 23, 23), 

respectively, compared to the preceding 

month.

The number of incidents reported as no harm 

in October 2022 is relatively lower than 

September 2022 with no concerning themes

Divisions to continually review 

incidents promptly and to close 

them, in order to share and facilitate 

timely  learnings

The divisions to ensure lessons 

learned are embedded.

Continue  improvement work and 

organisational shared learning 

around identified themes and trends 

to minimise or prevent a recurrence.

Patient safety incident discussions 

continue in divisional and departmental 

meetings with an emphasis on lessons 

learned

Identified themes and trends are 

shared in the monthly Governance 

Operational Group meeting.

15

The Trust recorded 1541 patient safety incidents in October 2022 compared with 1591 in 

September 2022: a 3.1% decrease.

13.3% (205) of the incidents resulted in patient harm, a 2.5 % increase compared to 

September data. Of these, 182 incidents were reported as low harm, constituting 

approximately the same number compared to September’s data.

The total number of incidents reported across the divisions trust-wide in October 2022 is 

comparable with September 2022. A significant difference is the number of deaths (10) 

reported in October, compared with the average of 3 in the preceding three months. 

1.9% (29) of the incidents in October 2022 were rated as “moderate or higher” levels of harm; 

22 of these are under open investigation. 3 of the incidents rated as Deaths/catastrophic 

have been reviewed at the SI panel meeting, and 1 has progressed to and been recorded as 

a serious incident, while the rest are under divisional investigation and review.

The Trust declared 5 SIs in October 2022, including 1 Never Event. The never event relates 

to a misplaced nasogastric tube.
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Special Cause Variation – Performance – 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)

16
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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)

Exception triggered due to a 

breach of the upper control 

limit

The COVID pandemic pathways 

for all admitted patients to the 

Trust required a COVID swab 

result  prior to any planned ward 

transfers and therefore have to 

wait for the result , this  invariably 

delayed patients accessing the 

stroke unit within 4 hours.

The revised process  from requiring  a 

COVID  PCR swab result to  Lateral flow test 

which takes less time since February has 

seen an improvement from a preceding 

months. 

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 whilst awaiting swab 

results. 

Review  and validation of  the reasons 

patients were not thrombolysed within the 

one window, was undertaken which showed   

clinical factors and as complexity on 

presentation. 

Patients continue to 

receive Stroke 

Consultant input and 

specific 

recommendations for 

their care. 

17
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18

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 Dec 22 5.2% 95.0% National F&P COO

Ambulance Turnaround Time between 30 and 60 minutes Dec 22 359 0 National F&P COO

Ambulance Turnaround Time >60 minutes Dec 22 367 0 National F&P COO

Time to Initial assessment, percentage within 15 minutes Dec 22 76.3% 95.0% National F&P COO

Mean time (minutes) in department (non-admitted) Dec 22 327.4 - National F&P COO

Mean time (minutes) in department (admitted) Dec 22 547.3 - National F&P COO

A&E 12 hour waits (arrival to departure) Dec 22 999 - National F&P COO

A&E 12 hr trolley waits Dec 22 0 0 National F&P COO

ED 4hr waits (Type 1, 2 and 3) Dec 22 60.0% 95.0% National F&P COO

A&E Type 1 Performance Dec 22 35.5% 95.0% Local F&P COO

% patients admitted through A&E - 0 LOS Dec 22 23.8% - Local F&P COO

Proportion of 12 hour waits in ED Dec 22 6% 2% 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)

Exception triggered due to a 

breach of the lower control limit

ED demand has increased by 

19% for adults and 40% for 

paediatrics

Ambulance demand is down 

15.9% on the previous year

Daily staffing levels for nursing 

with the Emergency Medicine 

Division

Business Continuity from 28 

dec due to capacity pressures 

means flow is impeded

Assessment area bedded since 

Nov 21

HALO on site 12- 12

Ambulance  handover project 

board meetings continue with 

EEAST and ICS in attendance. 

Ambulance handover high level 

actions agreed and submitted 

to support new trajectory

Participate in the #handover at 

home care coordination 

programme

High level actions included in 

Trust improvement plan

Joint corridor SOP

ED improvement plan developed 

detailing actions for ED, this is 

being worked into a Trust flow plan

Ambulance handover identified as 

a focus metric at CEO check-ins

All patients assessed by senior 

decision maker on arrival and 

treatment commenced if handover 

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 
19

*Latest available benchmarking 
data – EEAST – December 2022

Hospital % within 15 minutes

Bedford Hospital South Wing 41.42%

Hinchingbrooke Hospital 34.15%

Addenbrookes Hospital 28.46%

Luton & Dunstable Hospital 26.27%

West Suffolk Hospital 18.88%

Norfolk & Norwich University Hospital 14.33%

Ipswich Hospital 14.04%

Queen Elizabeth Hospital 11.56%

Basildon & Thurrock Hospital 10.60%

Broomfield Hospital 9.51%

Princess Alexandra Hospital 8.64%

James Paget Hospital 8.62%

Southend University Hospital 7.73%

Colchester General Hospital 6.21%

Watford General Hospital 5.31%

Peterborough City Hospital 3.69%

Lister Hospital 2.81%

Region 15.21%
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Special Cause Variation – Assurance – Ambulance Turnaround Time between 30 

and 60 minutes

Background What the Data tells us Issues Actions Mitigations

Percentage of ambulance 

handovers over 30 mins. 

Exception triggered due to 

target being outside the upper 

control limit

ED demand has increased by 

19% for adults and 40% for 

paediatrics

Ambulance demand is down 

15.9% on the previous year

Daily staffing levels for nursing 

with the Emergency Medicine 

Division

Business Continuity from 28 

dec due to capacity pressures 

means flow is impeded

Assessment area bedded since 

Nov 21

HALO on site 12- 12

Ambulance  handover project 

board meetings continue with 

EEAST and ICS in attendance. 

Ambulance handover high level 

actions agreed and submitted 

to support new trajectory

Participate in the #handover at 

home care coordination 

programme

High level actions included in 

Trust improvement plan

Joint corridor SOP

ED improvement plan developed 

detailing actions for ED, this is 

being worked into a Trust flow plan

Ambulance handover identified as 

a focus metric at CEO check-ins

All patients assessed by senior 

decision maker on arrival and 

treatment commenced if handover 

delayed. 

Close partnership working with 

EEAST including HALO on site 

Intelligent conveyancing 

implemented and in agreement 

with EEAST and ICB as necessary. 

Rapid release in place to support 

patients in the community 

20

*Latest available benchmarking data – EEAST – December 2022

Hospital Number over 30 Minutes % over 30 minutes

Bedford Hospital South Wing 342 23.38%

Addenbrookes Hospital 703 37.61%

Luton & Dunstable Hospital 656 37.79%

Hinchingbrooke Hospital 409 38.58%

West Suffolk Hospital 530 42.95%

Ipswich Hospital 782 51.79%

Colchester General Hospital 960 55.17%

Basildon & Thurrock Hospital 812 61.47%

Watford General Hospital 747 61.94%

Peterborough City Hospital 849 66.59%

Princess Alexandra Hospital 693 67.28%

Broomfield Hospital 1,207 67.89%

Norfolk & Norwich University Hospital 1,619 68.84%

Southend University Hospital 838 69.66%

Queen Elizabeth Hospital 874 72.71%

James Paget Hospital 1,065 74.06%

Lister Hospital 949 78.30%

Region 14,035 56.99%
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Special Cause Variation – Performance – Ambulance Turnaround Time >60 

minutes

Background What the Data tells us Issues Actions Mitigations

Ambulance handovers >60 

minutes

Exception triggered due to a 

breach of the upper control limit

Exception triggered due to a 

run of 7+ data points above the 

mean (a shift)

ED demand has increased by 

19% for adults and 40% for 

paediatrics

Ambulance demand is down 

15.9% on the previous year

Daily staffing levels for nursing 

with the Emergency Medicine 

Division

Business Continuity from 28 

dec due to capacity pressures 

means flow is impeded

Assessment area bedded since 

Nov 21

HALO on site 12- 12

Ambulance  handover project 

board meetings continue with 

EEAST and ICS in attendance. 

Ambulance handover high level 

actions agreed and submitted 

to support new trajectory

Participate in the #handover at 

home care coordination 

programme

High level actions included in 

Trust improvement plan

Joint corridor SOP

ED improvement plan developed 

detailing actions for ED, this is 

being worked into a Trust flow plan

Ambulance handover identified as 

a focus metric at CEO check-ins

All patients assessed by senior 

decision maker on arrival and 

treatment commenced if handover 

delayed. 

Close partnership working with 

EEAST including HALO on site 

Intelligent conveyancing 

implemented and in agreement 

with EEAST and ICB as necessary. 

Rapid release in place to support 

patients in the community 

21

*Latest available benchmarking data – EEAST – December 2022

Hospital Number over 60 minutes % over 60 minutes

Bedford Hospital South Wing 207 14.15%

Luton & Dunstable Hospital 387 22.29%

West Suffolk Hospital 285 23.10%

Addenbrookes Hospital 439 23.49%

Hinchingbrooke Hospital 267 25.19%

Watford General Hospital 384 31.84%

Colchester General Hospital 563 32.36%

Ipswich Hospital 495 32.78%

Peterborough City Hospital 432 33.88%

Basildon & Thurrock Hospital 467 35.35%

Princess Alexandra Hospital 419 40.68%

Broomfield Hospital 756 42.52%

Southend University Hospital 567 47.13%

Lister Hospital 640 52.81%

Norfolk & Norwich University Hospital 1,341 57.02%

James Paget Hospital 823 57.23%

Queen Elizabeth Hospital 722 60.07%

Region 9,194 37.33%
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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 a 

breach of the lower 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.

Business Continuity due to 

capacity pressures mean flow 

is impeded

Assessment area bedded

Regular check-in meetings with 

CEO implemented.

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.

Considering higher acuity 

ambulatory area to support flow 

in November

Joint corridor SOP

Data shows increase of initial 

assessment toward 19/20 

levels

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” to focus on walk in 

patients

22
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Special Cause Variation – Performance – Mean time (minutes) in department (non-admitted)

Background What the Data tells us Issues Actions Mitigations

Mean time (minutes) 

in department (non-

admitted

Exception triggered due 

to 7 consecutive data 

points above the mean

Exception triggered due 

to a breach of the upper 

control limit

Demand for UEC services 

remains higher than seen in 

previous years.  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. 

Patient flow out of department 

to wards impacts on cubicle 

capacity for all ED patients

Business Continuity due to 

capacity pressures mean flow 

is impeded

Assessment area bedded

Assessment areas ensure timely assessment 

of patients for clinical safety.  Patients pulled 

into ACU

Senior review/oversight of decisions to admit.

Increase usage of SDEC pathways

Review EAU usage and pathways in time of 

surge areas being required

Emergency medicine performance meetings 

focus on improvement plan

Regular check-in meetings with CEO 

implemented 

Patients seen and treated in order of 

clinical priority.

Focus on Triage and ambulatory majors 

area and efficiency through that area

ED escalation plan to support dept, 

including corridor nursing and boarding 

policy.

Prompt senior reviews/post taking.

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 (admitted)

Background What the Data tells us Issues Actions Mitigations

Mean time (minutes) in 

department (admitted)

Exception triggered due to a 

breach of the upper control 

limit

Exception triggered due to 7+ 

consecutive data points 

above the mean

Demand for UEC services remains 

higher than seen in previous years.  

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. 

Patient flow out of department to 

wards impacts on cubicle capacity 

for all ED patients

Business Continuity due to 

capacity pressures mean flow is 

impeded

Assessment area bedded

SDEC areas ensure timely 

assessment of patients for clinical 

safety

Senior review/oversight of 

decisions to admit.

Working with hospital efficiency 

group focusing on discharge time 

of day and usage of discharge 

lounge to make beds available 

earlier in the day

Emergency medicine performance 

meetings focus on improvement 

plan

Focus on keeping EAU as 

assessment for ED rather than 

using as bedded area 

Patients seen and treated in order 

of clinical priority.

Focus on Triage and ambulatory 

majors area and efficiency through 

that area

ED escalation plan to support dept, 

including corridor nursing and 

boarding policy.

Prompt senior reviews/post taking.

Hourly rounding being undertaken 

on all patients ensuring comfort

If prolonged trolley wait – patients 

transferred to bed for comfort. 
24
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Special Cause Variation – Performance – A&E 12 hour waits (arrival to departure)

Background
What the Data tells 

us
Issues Actions Mitigations

A&E 12 hour 

waits (arrival to 

departure)

Exception triggered 

due to a run of data 

points above the 

mean (a shift)

Exception triggered 

due to a breach of the 

upper control limit

Demand for UEC services remains higher than seen 

in previous years.

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. 

Patient flow out of department to wards impacts on 

cubicle capacity for all ED patients

Business Continuity due to capacity pressures mean 

flow is impeded

Assessment area bedded

Maintenance of SDEC space to 

support flow

Senior review/oversight of 

decisions to admit. 

Increase use of SDEC and 

SMART services

Harm reviews carried out on 

patients who have waited 12hrs

Audit of reasons patients stay in 

dept, for admitted and non-

admitted

Patient safety ensured by ED 

team with patients seen and 

treated in timely manner. 

Increase of patients initially seen 

within 15mins provides 

assurance of department safety

Standards for speciality reviews 

in process of being agreed 

across all specialities

Hourly rounding being 

undertaken on all patients

If patient are in cohort 

assessment undertaken and 

treatment continues 25
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Special Cause Variation – Performance/Assurance – ED 4 hour waits – Type 1,2 and 3

Background What the Data tells us Issues Actions Mitigations

ED 4 hour waits for 

Type 1,2 and 3

Exception triggered due 

to target being outside 

the upper control limit

Exception due to 7 or 

more data points below 

the mean (a shift)

Exception triggered due 

to a breach of the lower 

control limit

Poor  patient  flow – primarily late discharges is 

still a theme 

Assessment areas being used for exceptional 

surge compromising flow from ED and 

impacting negatively on performance

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

.

35 nurses recruited across EM

4 additional consultant posts 

approved

2 additional MG posts approved

CQRM with Greenbrook to 

review KPIs.  Performance 

monitored through daily reports

Workforce model review of UTC

Availability of EAU as 

assessment to divert all GP 

referrals to EAU - Nov

Auditing if pts have attempted to 

access any service before 

presenting

Regular Exec to Exec meetings 

set up with Greenbrook to 

discuss performance and 

contractual obligations

Additional triage area in TAM to 

separate walk-ins and 

ambulance arrivals

Continue to roster additional 

medical staff rostered to cover 

times when increased 

attendance via UTC is 

anticipated

Returner slots at HH reviewed to 

avoid peak attendance at 

opening hours
26

Trust Attendances Within 4 hours Performance
Region 

Rank

Norfolk And Norwich University Hospitals NHS Foundation Trust 20,725 15,399 74% 1

Milton Keynes University Hospital NHS Foundation Trust 16,114 11,068 69% 2

East Suffolk And North Essex NHS Foundation Trust 27,461 18,137 66% 3

James Paget University Hospitals NHS Foundation Trust 8,533 5,303 62% 4

East And North Hertfordshire NHS Trust 15,977 9,817 61% 5

West Hertfordshire Teaching Hospitals NHS Trust 16,669 9,994 60% 6

Mid And South Essex NHS Foundation Trust 33,960 19,278 57% 7

The Queen Elizabeth Hospital, King's Lynn, NHS Foundation 

Trust
7,450 4,160 56% 8

The Princess Alexandra Hospital NHS Trust 11,146 5,669 51% 9

North West Anglia NHS Foundation Trust 18,360 8,961 49% 10

Bedfordshire Hospitals NHS Foundation Trust 25,248 - - -

Cambridge University Hospitals NHS Foundation Trust 16,632 - - -

West Suffolk NHS Foundation Trust 7,939 - - -

December 2022 - East of England A&E 4hr Wait Performance (Latest Published Data)

Tab 20 Integrated Performance Report

149 of 335Trust Board Meeting in Public 2 February 2022-02/02/23



Special Cause Variation – Performance/Assurance – A&E Type 1 Performance

Background What the Data tells us Issues Actions Mitigations

A&E Type 1 Performance

Exception triggered due to target being 

outside the upper control limit

Exception triggered due to a breach of 

the lower control limit

Exception triggered due to 7+ 

consecutive data points below the 

mean (a shift)

Poor  patient  flow – primarily late 

discharges is still a theme 

Assessment areas being used for 

exceptional surge compromising 

flow from ED and impacting 

negatively on performance

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

Number of patients transferred 

from WGH UTC at closing

Regular ED Access & 

Performance meetings and HEG 

meetings

Optimising patient flow 

Regular check in meetings with 

CEO put in place

Validation of “left department time” 

for each patient

Review of performance following 

high discharge days shows 

performance does increase slightly 

when high discharge numbers are 

achieved

Patient safety ensured by ED team 

with patients seen and treated in 

order of clinical priority 

Prompt senior reviews/post taking 

in STARR.

Hourly rounding being undertaken 

on all patients ensuring comfort.

If prolonged trolley wait – patients 

transferred to bed for comfort.

Joint work with frailty for direct 

ambulance conveyancing to frailty 

unit

Attendance at ICS level meetings, 

joint working/learning events27

Trust Attendances Within 4 hours Performance
Region 

Rank

Bedfordshire Hospitals NHS Foundation Trust 15,452 - - -

Cambridge University Hospitals NHS Foundation Trust 10,600 - - -

West Suffolk NHS Foundation Trust 7,060 - - -

Milton Keynes University Hospital NHS Foundation Trust 9,209 5,180 56% 1

The Queen Elizabeth Hospital, King's Lynn, NHS Foundation 

Trust
7,450 4,160 56% 2

Mid And South Essex NHS Foundation Trust 31,396 17,163 55% 3

James Paget University Hospitals NHS Foundation Trust 7,008 3,780 54% 4

The Princess Alexandra Hospital NHS Trust 11,146 5,669 51% 5

Norfolk And Norwich University Hospitals NHS Foundation Trust 10,648 5,327 50% 6

East Suffolk And North Essex NHS Foundation Trust 14,971 6,387 43% 7

North West Anglia NHS Foundation Trust 13,734 5,462 40% 8

East And North Hertfordshire NHS Trust 10,000 3,911 39% 9

West Hertfordshire Teaching Hospitals NHS Trust 8,539 3,021 35% 10

December 2022 - East of England A&E Type 1 4hr Wait Performance (Latest Published Data)
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Special Cause Variation – Performance – % patients admitted through A&E – 0 LOS 

Background What the Data tells us Issues Actions Mitigations

% patients admitted through 

A&E – 0 LOS

Exception triggered due to 7+ 

data points below the mean (a 

shift)

Poor  patient  flow – primarily late 

discharges is still a theme 

Assessment areas being used for 

exceptional surge compromising 

flow from ED and impacting 

negatively on performance

Increased number of Mental 

Health attendances, resulting in 

long stays in ED impacting on 

available assessment space.  

Increased attendances of type 3

Emergency medicine/medicine 

summit Chaired by CEO to 

identify improvements pathway 

collaboration

Continuous 12 hour end to end 

audit to identify bottleneck 

themes

Additional staff rostered to cover 

corridor care at times of high 

attendance and high DTAs

Maximising use of SDEC 

including ACU

Harm reviews carried out for 

patients who wait for 12 hrs, so 

far this has shown no harm 

caused

Patients continue to receive 

appropriate assessment and 

treatment whilst incurring the ED 

department wait

28
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Special Cause Variation – Performance – Proportion of 12 hour waits in ED 

Background What the Data tells us Issues Actions Mitigations

Proportion of 12 hour waits in 

ED

Exception triggered due to 7+ 

data points above the mean (a 

shift)

Exception triggered due to a 

breach of the upper control 

limit

Poor  patient  flow – primarily late 

discharges is still a theme 

Assessment areas being used for 

exceptional surge compromising 

flow from ED and impacting 

negatively on performance

Increased number of Mental 

Health attendances, resulting in 

long stays in ED impacting on 

available assessment space.  

Increased attendances of type 3

Emergency medicine/medicine 

summit Chaired by CEO to 

identify improvements pathway 

collaboration

Continuous 12 hour end to end 

audit to identify bottleneck 

themes

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

Harm reviews carried out for 

patients who wait for 12 hrs, so 

far this has shown no harm 

caused

Patients continue to receive 

appropriate assessment and 

treatment whilst incurring the ED 

department wait

29
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30

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 Dec 22 50% 92% National F&P COO

Referral to Treatment - 52 week waits - Incomplete Dec 22 3547 - Local F&P COO

Referral to Treatment - 78 week waits - Incomplete Dec 22 69 - Local F&P COO

Referral to Treatment - 104 week waits - Incomplete Dec 22 0 0 National F&P COO

Diagnostic (DM01) <6 weeks Dec 22 65% 99% National F&P COO

Cancer - Two week wait Dec 22 87% 93% National F&P COO

Cancer - Breast Symptomatic two week wait Dec 22 67% 93% National F&P COO

Cancer - 28 day waits (faster diagnosis standard) Dec 22 72% 75% National F&P COO

Cancer - 31 Day First Dec 22 95% 96% National F&P COO

Cancer - 31 day subsequent drug Dec 22 96% 98% National F&P COO

Cancer - 31 day subsequent surgery Dec 22 100% 94% National F&P COO

Cancer - 62 day Dec 22 68% 85% National F&P COO

Cancer - 62 day screening Dec 22 68% 90% Local F&P COO

Cancer 104+ day waits Dec 22 60 - Local F&P COO

Cancer 62+ Day Waits Dec 22 200 - Local F&P COO

Outpatient cancellation rate within 6 weeks Dec 22 4% 5% Local F&P CIO

Outpatient DNA rate Dec 22 9% 8% Local F&P CIO

Caring & Responsive Services - RTT, Cancer, Outpatients
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Special Cause Variation – 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 in one 

direction (a trend)

Exception triggered due to a breach 

of the lower control limit

A number of factors are influencing 

open pathway performance, many 

associated with the quality of pathway 

data following implementation of the 

EPR.  

While staff continue to adjust to new 

ways of working, errors have 

increased significantly despite 

ongoing support and advice, 

particularly in capturing the correct 

outcomes following OP attendance, 

resulting in fewer clock stops and 

thereby inflating the number of open 

pathways on the PTL.

Outsourcing programme remains 

active at a reasonable rate.

Additional sessions are being 

undertaken but there is less uptake 

than pre COVID.

Operational recovery group oversight 

of activity delivery

BI team working with EPR project 

leads to address issues.  

External resource to support in house 

validation of the PTL continues with a 

high pathway closure rate.

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

RTT Incomplete Performance

Trust Nov-22

The Queen Elizabeth Hospital, King's Lynn, NHS 

Foundation Trust
65.0%

West Suffolk NHS Foundation Trust 64.7%

East Suffolk And North Essex NHS Foundation Trust 61.3%

Cambridge University Hospitals NHS Foundation Trust
58.6%

Bedfordshire Hospitals NHS Foundation Trust 57.8%

North West Anglia NHS Foundation Trust 57.1%

Mid And South Essex NHS Foundation Trust 54.0%

East And North Hertfordshire NHS Trust 53.9%
James Paget University Hospitals NHS Foundation 

Trust
52.6%

The Princess Alexandra Hospital NHS Trust 50.5%

West Hertfordshire Hospitals NHS Trust 50.2%
Milton Keynes University Hospital NHS Foundation 

Trust
48.6%

Norfolk And Norwich University Hospitals NHS 

Foundation Trust
48.2%

*Latest available published RTT data –
November 2022
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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

While staff continue to adjust to 

new ways of working, errors have 

increased significantly despite 

ongoing support and advice, 

particularly in capturing the correct 

outcomes resulting in fewer clock 

stops and thereby inflating the 

number of open pathways on the 

PTL.  This has resulted in a 

significant increase in 52 week 

waits in November 2022, ie 12 

months following implementation.

Outsourcing programme remains active at a 

reasonable rate and additional sessions are 

being undertaken but there is less uptake than 

pre COVID.

Operational recovery group oversight of 

activity delivery

BI team working with EPR project leads to 

address multiple DQ issues.  

Extensive validation commenced 31/10/22 

with additional temporary resources 

supplementing in house capacity.  This is 

expected to have a significant impact on 

cleansing of the PTL and will improve the 

position.  

The weekly access meeting is now 

incorporating views of patients lower down in 

the PTL to avoid “tip ins”.

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. 32

*Latest available published RTT data – November 2022

Trust Aug-22 Sep-22 Oct-22 Nov-22

Mid And South Essex NHS Foundation Trust 10,435 11,097 12,742 12,204

Norfolk And Norwich University Hospitals NHS Foundation Trust 11,425 11,795 11,551 11,116

East And North Hertfordshire NHS Trust 4,627 4,687 4,525 4,616

West Hertfordshire Hospitals NHS Trust 2,070 2,583 3,409 4,265

North West Anglia NHS Foundation Trust 3,575 3,870 4,177 4,202

Bedfordshire Hospitals NHS Foundation Trust 3,935 4,003 4,097 4,092

East Suffolk And North Essex NHS Foundation Trust 3,124 3,408 3,741 3,997

Cambridge University Hospitals NHS Foundation Trust 4,610 4,554 4,334 3,959

Milton Keynes University Hospital NHS Foundation Trust 2,200 2,217 2,407 2,443

The Princess Alexandra Hospital NHS Trust 1,909 1,898 1,804 1,721

James Paget University Hospitals NHS Foundation Trust 1,628 1,627 1,614 1,687

West Suffolk NHS Foundation Trust 1,617 1,618 1,601 1,528

The Queen Elizabeth Hospital, King's Lynn, NHS Foundation Trust 714 716 667 653
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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 2 of 3 data 

points being close to the lower control 

limit

DQ issues post EPR implementation 

have resulted in a significant increase 

in the number of pathways on the 

RTT PTL.  There has been a great 

deal of focus on validation of the 

longest waits with a pro-active model 

which has delivered the zero 104 

week wait position and this has been 

maintained since.

Weekly Access and long waits review 

meetings are maintaining the zero 

forecast position.

Very senior level validation (by the 

Director of Performance) on a weekly 

basis, with support from the RTT 

validation team to ensure grip and 

control, with actions to divisions and 

thematic feedback/lessons learned.

Plans in place to comply with the 

NHSE letter of 12/1/23 ensuring the 

booking process is completed for all 

78 week risk cohort pathways by the 

end of January.

Continuous horizon scanning for 

additional outsourcing opportunities, 

with specialty level engagement to 

ensure quality and safety as well as 

timely pathways.

33

Trust Aug-22 Sep-22 Oct-22 Nov-22

Norfolk And Norwich University Hospitals NHS Foundation Trust 1,899 1,667 1,399 1,248

Mid And South Essex NHS Foundation Trust 531 546 596 680

East And North Hertfordshire NHS Trust 407 458 464 548

North West Anglia NHS Foundation Trust 453 496 508 508

East Suffolk And North Essex NHS Foundation Trust 267 278 315 400

Cambridge University Hospitals NHS Foundation Trust 373 365 362 351

Bedfordshire Hospitals NHS Foundation Trust 353 285 278 275

West Suffolk NHS Foundation Trust 364 314 281 238

James Paget University Hospitals NHS Foundation Trust 163 133 127 137

Milton Keynes University Hospital NHS Foundation Trust 52 73 106 117

The Princess Alexandra Hospital NHS Trust 248 208 141 108

West Hertfordshire Hospitals NHS Trust 135 115 92 69

The Queen Elizabeth Hospital, King's Lynn, NHS Foundation Trust 117 81 71 58

*Latest available published RTT data – November 2022
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Special Cause Variation – Performance/Assurance – Referral to Treatment – 104 weeks 

- Incomplete

Background What the Data tells us Issues Actions Mitigations

Referral to Treatment – 104 weeks 

incomplete

Exception triggered due to 2 of 3 data 

points being close to the lower control 

limit

Exception triggered due to target 

being below the lower control limit

DQ issues post EPR implementation 

have resulted in a significant increase 

in the number of pathways on the 

RTT PTL.  There has been a great 

deal of focus on validation of the 

longest waits with a pro-active model 

which has delivered the zero 104 

week wait position and this has been 

maintained since.

Weekly Access and long waits review 

meetings are maintaining the zero 

position.

Very senior level validation (by the 

Director of Performance) on a weekly 

basis, with support from the RTT 

validation team to ensure grip and 

control, with actions to divisions and 

thematic feedback/lessons learned.

Continuous horizon scanning for 

additional outsourcing opportunities, 

with specialty level engagement to 

ensure quality and safety as well as 

timely pathways

34

*Latest available benchmarking 
data – Model Health System –
August 2022
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Special Cause Variation – Performance/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

Exception trigg

Prioritising the most clinically 

urgent patients results in longer 

waits for more routine patients.  

Many requests are for more 

complex diagnostics which 

increases demands on capacity.

Increased demand (referrals and 

diagnostic requests).

Lower uptake (than pre COVID) of 

additional sessions to support 

demand

Data quality associated with 

cutover to Cerner resulting in 

multiple pathway issues resulting in 

recording and reporting difficulties

Long waits improvement plan 

includes:

• Outsourcing & insourcing

• Additional sessions in place

• Operational recovery group 

oversight of activity delivery

BI team working with EPR project 

leads to address issues with 

diagnostic pathways

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 –
November 2022

35

Diagnostic Wait Times

Trust Nov-22

East Suffolk And North Essex NHS Foundation Trust 90.0%
Milton Keynes University Hospital NHS Foundation 

Trust
84.1%

The Princess Alexandra Hospital NHS Trust 74.2%
Norfolk And Norwich University Hospitals NHS 

Foundation Trust
71.2%

West Hertfordshire Hospitals NHS Trust 69.9%
James Paget University Hospitals NHS Foundation 

Trust
69.5%

Bedfordshire Hospitals NHS Foundation Trust 65.6%

Mid And South Essex NHS Foundation Trust 64.9%

West Suffolk NHS Foundation Trust 64.8%

Cambridge University Hospitals NHS Foundation Trust
61.1%

North West Anglia NHS Foundation Trust 58.2%
The Queen Elizabeth Hospital, King's Lynn, NHS 

Foundation Trust
57.4%

East And North Hertfordshire NHS Trust 56.9%
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Special Cause Variation – Performance – Cancer – Breast Symptomatic Two Week Wait

Background What the Data tells us Issues Actions Mitigations

Cancer – Breast Symptomatic 

Two Week Wait

Exception triggered due to 2 of 

3 most recent data points being 

close to the lower control limit

The breast team are facing 

significant problems on account 

of the backlog and continued 

increase in demand. 

The booking team’s staff 

shortages continued into 

August  which resulted in a 

challenge to ensure all the 

capacity is booked into.

The breast service is actively 

seeking ways to increase 

capacity - provision of ad hoc 

clinics, recruitment of locum 

breast consultant (the post has 

just been appointed to) 

outsourcing, switching routine 

OPA slots to 2ww slots. Work 

continues to develop a 

community based Breast Pain 

Only clinic and further progress 

is expected in January.

All patients remain on eRS until 

booked when they are entered 

onto the Cancer PTL where 

they are tracked.  

The Trust has implemented 

clinical harm reviews for those 

who had a wait of >28 days 

who have a cancer diagnosis

36

*Latest available benchmarking data – Cancer Waiting Times – November 
2022

Provider name Jun 22 Jul 22 Aug 22 Sep 22 Oct 22 Nov 22

EAST AND NORTH HERTFORDSHIRE NHS TRUST 97.0% 90.5% 87.1% 87.5% 95.9% 100.0%

NORTH WEST ANGLIA NHS FOUNDATION TRUST 87.7% 96.7% 92.3% 80.6% 88.2% 100.0%

MILTON KEYNES UNIVERSITY HOSPITAL NHS FOUNDATION 

TRUST
98.9% 100.0% 98.2% 100.0% 99.1% 99.1%

JAMES PAGET UNIVERSITY HOSPITALS NHS FOUNDATION 

TRUST
97.7% 97.9% 98.4% 100.0% 100.0% 98.1%

THE PRINCESS ALEXANDRA HOSPITAL NHS TRUST 66.9% 82.8% 95.0% 89.1% 88.0% 93.1%

THE QUEEN ELIZABETH HOSPITAL, KING'S LYNN, NHS 

FOUNDATION TRUST
100.0% 86.7% 76.9% 90.0% 77.8% 92.3%

BEDFORDSHIRE HOSPITALS NHS FOUNDATION TRUST 22.1% 44.7% 67.5% 85.3% 94.4% 83.3%

WEST SUFFOLK NHS FOUNDATION TRUST 62.9% 93.4% 79.6% 58.9% 71.8% 60.4%

EAST SUFFOLK AND NORTH ESSEX NHS FOUNDATION TRUST 85.1% 100.0% 95.0% 83.3% 85.7% 40.0%

WEST HERTFORDSHIRE HOSPITALS NHS TRUST 6.7% 13.2% 12.4% 25.0% 44.5% 38.1%

MID AND SOUTH ESSEX NHS FOUNDATION TRUST 16.9% 19.5% 59.5% 56.9% 87.0% 30.2%

CAMBRIDGE UNIVERSITY HOSPITALS NHS FOUNDATION TRUST
69.6% 66.7% 31.0% 8.5% 17.7% 22.2%

NORFOLK AND NORWICH UNIVERSITY HOSPITALS NHS 

FOUNDATION TRUST
95.4% 43.4% 0.0% 0.0% 9.0% 3.2%
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Special Cause Variation – Performance – Cancer – 28 Day Wait (Faster Diagnosis Standard)

Background What the Data tells us Issues Actions Mitigations

Cancer – 28 Day Wait 

(faster diagnosis standard)

Exception triggered due to 

a run of 7+ data points 

below the mean (a shift)

The slow start to the 

pathway with patients 

breaching the 2ww standard, 

leads to frequently missing 

the 28 day standard

All efforts to regain the 2ww 

position will contribute to 

improving the FDS position

All services have actions to 

improve the management of 

their pathways as part of the 

Trust’s improvement plan.

Capacity and demand 

modelling being completed 

for all specialties based on 

FDS pathways.

All patients are on the 

Cancer PTL and being 

tracked

37

*Latest available benchmarking data – Cancer Waiting Times – November 
2022

Provider name Jun 22 Jul 22 Aug 22 Sep 22 Oct 22 Nov 22

MILTON KEYNES UNIVERSITY HOSPITAL NHS FOUNDATION 

TRUST
77.6% 79.1% 73.4% 71.9% 76.9% 80.6%

CAMBRIDGE UNIVERSITY HOSPITALS NHS FOUNDATION 

TRUST
75.4% 75.9% 79.3% 77.0% 77.2% 78.7%

THE PRINCESS ALEXANDRA HOSPITAL NHS TRUST 74.3% 72.3% 72.8% 68.3% 70.4% 73.7%

JAMES PAGET UNIVERSITY HOSPITALS NHS FOUNDATION 

TRUST
73.1% 76.9% 71.1% 69.8% 72.5% 72.7%

EAST AND NORTH HERTFORDSHIRE NHS TRUST 70.6% 71.7% 72.6% 69.7% 71.5% 71.7%

WEST HERTFORDSHIRE HOSPITALS NHS TRUST 55.6% 60.3% 60.2% 57.8% 63.2% 71.5%

BEDFORDSHIRE HOSPITALS NHS FOUNDATION TRUST 66.8% 66.8% 70.4% 70.3% 72.9% 69.8%

EAST SUFFOLK AND NORTH ESSEX NHS FOUNDATION TRUST
62.6% 61.9% 53.9% 53.8% 65.6% 68.4%

NORFOLK AND NORWICH UNIVERSITY HOSPITALS NHS 

FOUNDATION TRUST
69.6% 68.7% 67.4% 62.1% 62.9% 65.6%

WEST SUFFOLK NHS FOUNDATION TRUST 68.3% 69.5% 67.0% 64.4% 68.0% 65.1%

BUCKINGHAMSHIRE HEALTHCARE NHS TRUST 73.1% 70.5% 63.0% 66.4% 66.5% 64.8%

THE QUEEN ELIZABETH HOSPITAL, KING'S LYNN, NHS 

FOUNDATION TRUST
58.4% 59.2% 60.1% 58.8% 61.0% 63.1%

NORTH WEST ANGLIA NHS FOUNDATION TRUST 65.7% 65.5% 57.0% 58.6% 57.3% 59.3%

MID AND SOUTH ESSEX NHS FOUNDATION TRUST 58.0% 61.8% 58.8% 52.5% 62.3% 55.2%
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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 

this month’s performance 

being below the lower 

control limit

The slow start to the 

pathway with patients 

breaching the 2ww standard, 

leads to frequently missing 

the 28 day standard

All efforts to regain the 2ww 

position will contribute to 

improving the FDS position

All services have actions to 

improve the management of 

their pathways as part of the 

Trust’s improvement plan.

Capacity and demand 

modelling being completed 

for all specialties based on 

FDS pathways.

All patients are on the 

Cancer PTL and being 

tracked

38

*Latest available benchmarking data – Cancer Waiting Times – November 
2022

Provider name Jun 22 Jul 22 Aug 22 Sep 22 Oct 22 Nov 22

BEDFORDSHIRE HOSPITALS NHS FOUNDATION TRUST 100.0% 100.0% 100.0% 100.0% 96.2% 100.0%

EAST AND NORTH HERTFORDSHIRE NHS TRUST 100.0% 100.0% 98.9% 99.5% 100.0% 100.0%

JAMES PAGET UNIVERSITY HOSPITALS NHS FOUNDATION 

TRUST
100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

MILTON KEYNES UNIVERSITY HOSPITAL NHS FOUNDATION 

TRUST
97.1% 100.0% 97.6% 94.7% 100.0% 100.0%

NORTH WEST ANGLIA NHS FOUNDATION TRUST 100.0% 100.0% 100.0% 100.0% 100.0%

THE PRINCESS ALEXANDRA HOSPITAL NHS TRUST 100.0% 100.0% 94.4% 94.1% 100.0% 100.0%

THE QUEEN ELIZABETH HOSPITAL, KING'S LYNN, NHS 

FOUNDATION TRUST
100.0% 100.0% 86.7% 100.0% 100.0% 100.0%

WEST SUFFOLK NHS FOUNDATION TRUST 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

CAMBRIDGE UNIVERSITY HOSPITALS NHS FOUNDATION 

TRUST
100.0% 100.0% 98.9% 100.0% 100.0% 98.7%

NORFOLK AND NORWICH UNIVERSITY HOSPITALS NHS 

FOUNDATION TRUST
98.0% 100.0% 96.2% 96.5% 95.9% 96.3%

EAST SUFFOLK AND NORTH ESSEX NHS FOUNDATION TRUST
97.8% 96.5% 96.9% 95.6% 100.0% 93.9%

BUCKINGHAMSHIRE HEALTHCARE NHS TRUST 88.6% 100.0% 93.4% 94.1% 92.9% 92.9%

MID AND SOUTH ESSEX NHS FOUNDATION TRUST 98.6% 96.3% 96.5% 94.2% 98.5% 88.1%

WEST HERTFORDSHIRE HOSPITALS NHS TRUST 100.0% 100.0% 100.0% 100.0% 100.0% 50.0%
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Special Cause Variation – Performance – Cancer 62 Day

Background What the Data tells us Issues Actions Mitigations

Cancer – 62 Day Waits –

Referral to 1st Treatment

Exception triggered due to 

7+ data points below the 

mean (a shift)

October’s performance 

continues to be non-

compliant. A number of 

factors contribute to non-

compliant  62 day 

performance: increase in 

demand, slow diagnostic 

pathways, delays for some 

OPA appointments, delays 

in partner providers, delay in 

availability of letters. 

Patients are tracked bi 

weekly and escalations sent 

to services twice/ week. 

Performance reviewed in 

Access weekly meetings.

All services are working on 

improvements. Long Waiters 

Reviews now beginning at 

49 days across all 

specialties. 

All patients who are treated 

after Day 62 will be subject 

to a Clinical Harm Review

39

*Latest available benchmarking data – Cancer Waiting Times – November 
2022

Provider name Jun 22 Jul 22 Aug 22 Sep 22 Oct 22 Nov 22

JAMES PAGET UNIVERSITY HOSPITALS NHS FOUNDATION 

TRUST
70.3% 75.0% 72.0% 81.0% 74.5% 76.8%

WEST SUFFOLK NHS FOUNDATION TRUST 65.8% 66.9% 64.3% 60.6% 72.5% 72.4%

EAST AND NORTH HERTFORDSHIRE NHS TRUST 82.4% 86.0% 82.6% 81.8% 80.7% 69.0%

BEDFORDSHIRE HOSPITALS NHS FOUNDATION TRUST 51.8% 54.8% 67.4% 57.5% 65.4% 67.7%

THE QUEEN ELIZABETH HOSPITAL, KING'S LYNN, NHS 

FOUNDATION TRUST
57.8% 66.7% 56.6% 58.1% 62.4% 67.6%

MILTON KEYNES UNIVERSITY HOSPITAL NHS FOUNDATION 

TRUST
57.1% 65.0% 70.4% 60.5% 59.0% 65.5%

EAST SUFFOLK AND NORTH ESSEX NHS FOUNDATION TRUST
75.4% 70.7% 74.2% 70.0% 68.4% 61.5%

CAMBRIDGE UNIVERSITY HOSPITALS NHS FOUNDATION 

TRUST
67.4% 71.7% 71.8% 67.1% 66.2% 58.3%

WEST HERTFORDSHIRE HOSPITALS NHS TRUST 56.1% 58.8% 59.6% 60.2% 68.7% 58.3%

NORFOLK AND NORWICH UNIVERSITY HOSPITALS NHS 

FOUNDATION TRUST
46.9% 47.6% 48.1% 53.2% 64.5% 55.2%

BUCKINGHAMSHIRE HEALTHCARE NHS TRUST 48.8% 60.2% 64.1% 51.9% 46.0% 47.5%

NORTH WEST ANGLIA NHS FOUNDATION TRUST 45.7% 46.5% 45.1% 40.9% 17.7% 43.4%

MID AND SOUTH ESSEX NHS FOUNDATION TRUST 41.0% 43.8% 40.3% 39.3% 29.8% 39.3%

THE PRINCESS ALEXANDRA HOSPITAL NHS TRUST 45.0% 46.8% 61.2% 31.9% 65.3% 38.5%
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Special Cause Variation – Performance – Cancer 104+ Waits

Background What the Data tells us Issues Actions Mitigations

Cancer – 104 day waits

Exception triggered due to 

7+ data points above the 

mean (a shift)

The number of patients over 

104 days on the cancer PTL 

continues to decrease. 

Slow diagnostics and  some 

difficulty with patient 

engagement (making 

contact and holiday season) 

are  slowing the whole 

pathway including those 

waiting over 104 days. 

Patient-level scrutiny for all 

long waiters during the 

weekly Cancer Long 

Waiters’ meeting has 

resulted in a reduction of the 

long waiters. The principles 

of the “spotlight on cancer” 

weeks continue in many 

services. Work is starting to 

enable services to have a 

validated PTL to prevent the 

tip-ins (days 49 to 62) 

Clinical review is requested 

by MDT trackers as they 

track patients and escalated 

as necessary

Any patient found to have 

cancer will be subject to a 

clinical harm review after 

treatment. 
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Special Cause Variation – Performance – Cancer 62+ Waits

Background What the Data tells us Issues Actions Mitigations

Cancer – 62+ day waits

Exception triggered due to 

7+ data points above the 

mean (a shift)

The number of patients over 

62  days on the cancer PTL 

is decreasing but at a slower 

rate than those over 104 

days. 

Slow diagnostics and  some 

difficulty with patient 

engagement (making 

contact and holiday season) 

are  slowing the whole 

pathway 

Patient-level scrutiny for all 

long waiters during the 

weekly Cancer Long 

Waiters’ meeting has 

resulted in a reduction of the 

long waiters. The principles 

of the “spotlight on cancer” 

weeks continue in many 

services. Work is starting to 

enable services to have a 

validated PTL to prevent the 

tip-ins (days 49 to 62) 

Clinical review is requested 

by MDT trackers as they 

track patients and escalated 

as necessary

Any patient found to have 

cancer will be subject to a 

clinical harm review after 

treatment. 
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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 
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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

Staff Turnover rate (Rolling 12 months) Dec 22 15.5% 13.0% Local PerC CPO

% staff leaving within first year (excluding medics and fixed term contracts) Dec 22 16.3% - Local PerC CPO

Vacancy rate Dec 22 8.8% 10.0% Local PerC CPO

Sickness rate Dec 22 5.0% 3.5% Local PerC CPO

Appraisal rate (Total) Dec 22 93.0% 90.0% Local PerC CPO

Mandatory Training Dec 22 90.2% 90.0% Local PerC CPO

% Bank Pay Dec 22 12.0% 12.0% Local PerC CPO/CFO

% Agency Pay Dec 22 3.4% 4.8% Local PerC CPO/CFO

WTE Workforce Establishment Dec 22 5446.7 5302.0 Local PerC CPO

WTE Staff in Post Dec 22 4966.5 4890.0 Local PerC CPO

Well-Led Services - Workforce Metrics
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Special Cause Variation – Performance – Staff Turnover rate (rolling 12 months)

44

Background What the Data tells us Issues Actions Mitigations

Staff Turnover 

rate (Rolling 12 

months)

Exception triggered due to 

a breach of the upper 

control limit.

Exception triggered due to 

a run of 7+ data points 

above the mean (a shift)

In common with other NHS organisations 

the Trust has experienced increased labour 

turnover since early 2022. However, the 

current rate has decreased over the last 

four months from 17% to 15.5%.

The rates are highest in Clinical Support, 

EM and WACS areas, approaching 20%, 

and lowest in Medicine and Surgery. Staff 

Groups with highest rates continue to be 

HCA’s, support staff, A&C staff and AHPs.

The Trust has relatively high numbers of 

staff leaving the ICB area compared to 

other ICB Trusts, this is explained, in part, 

by the proximity to London.

New corporate induction launched in January 

2023 to incorporate a new joiner buddy system 

to assist with site tours and day one welcome, 

extended on-boarding with themed new joiner 

support programmes.

Introduction of new flexible working policy 

Free blue light card to be launched for all staff

“Wellfest” held in December and a schedule of 

events being planned for the year ahead, 

including long service awards.

Exit interviews and 

rescue conversation.

The ‘Reaching Out’ 

programme are 

priorities for the  

People Promise 

managers.
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Special Cause Variation – Performance/Assurance – Appraisal Rate

45

Background What the Data tells us Issues Actions Mitigations

Appraisal Rate

Exception triggered due to 

a breach of the upper 

control limit

Exception triggered due a 

run of data points 

increasing (a trend)

Following concerted efforts to improve this, 

the rate is now above 90%, at 93%.

The latest reports show a continued increase 

in compliance over the last 9 months. 

The Trust is also above average compared 

to other nearby acute Trusts, ranking 3 / 12 

as at Q2 22/23, even with the lower rate 

reported at Q2. 

Divisional plans remain in 

place, and being monitored on 

a weekly basis to remain above 

the 90% target. Weekly rates of 

above 90% have been 

maintained for over 8 weeks. 

HRBP’s are continuing to agree 

weekly targets with managers, 

to achieve compliance, 

targeting hotspots and helping 

to set dates for any outstanding 

appraisals to take place.

Streamlined paperwork has 

been introduced.

The next priority is utilising the 

information from appraisals to 

inform our staff development 

priorities and support 

retention. 
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Special Cause Variation – Performance/Assurance – Mandatory Training

46

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

Exception triggered due to 

a breach of the lower 

control limit

The mandatory training rate 

continued to consistently 

achieve 90%, to April 

2022.The fall to below the 

LCL and the 90% 

compliance rate has 

occurred twice over the last 

8 months, at all other times if 

has been above the 90% 

target.

Training team and HRBPs will continue 

to support Divisions to achieve 

compliance across staff groups and 

subjects so that the 90% target is again 

consistently achieved. Reminders are 

send to staff who consistently fail to 

ensure their training is compliant. 

The Trust is ranked 5 / 12 compared to 

nearby NHS organisations as at Q2 

22/23

There is a continued focus 

on specific subjects to 

maintain compliance and 

ensure this is above the 90% 

target.

Divisions showing rates 

below 90% are Corporate, 

Surgery, WACS and 

Emergency Medicine. These 

are just below 90%.
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Special Cause Variation – Performance – WTE Staff Establishment/WTE Staff in Post

47

Background What the Data tells us Reasons Actions Mitigations

WTE Workforce 

Establishment/WTE 

Staff in Pot

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 5,302wte by 

March 2023.

The business case 

for the wte staff in 

post figures is 

4,890wte in post by 

March 2023.

The current workforce establishment at Dec is 5,447. 

The reasons for this being higher than the target are 

adjustments to the ledger. The current adjustment is 

70wte, so it is 5,366 and far closer to the target. The 

reason for the remaining variation is that there were 

more business cases approved for 22/23 than were 

known about at the time of the plan.

For staffing wte, there has been a significant upturn in 

recruitment to help enable staff in post wte to increase to 

meet the increased staffing requirements and help offset 

bank and agency expenditure. This has increased by 93 

wte over the last 12 months.

Continued 

recruitment for 

permanent staff will 

continue to offset 

agency usage. 
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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 Nov 22 6469 - Local F&P COO

A&E Attendances Dec 22 16669 - Local F&P COO

1st Outpatient Appointments - All Dec 22 9854 - Local F&P CIO

1st Outpatient Appointments - Face to Face Dec 22 9106 - Local F&P CIO

Follow Up Outpatient Appointments - All Dec 22 13551 - Local F&P CIO

Follow Up Outpatient Appointments - Face to Face Dec 22 10310 - Local F&P CIO

Specific Acute Elective Ordinary Admissions Dec 22 353 - Local F&P COO

Specific Acute Daycases Dec 22 2970 - Local F&P COO

Specific Acute Non-Elective Admissions - 0 LOS Dec 22 1132 - Local F&P COO

Specific Acute Non-Elective Admissions - +1 LOS Dec 22 2395 - Local F&P COO

Completed Admitted RTT Pathways (Clock Stops) Dec 22 939 - Local F&P COO

Completed Non-Admitted RTT Pathways (Clock Stops) Dec 22 4436 - Local F&P COO

New RTT Pathways (Clock Starts) Dec 22 7388 - Local F&P COO

PTL Volume Dec 22 49540 - Local F&P COO

Theatre Utilisation (Touch time utilisation on the day hours planned inc early starts and late finishes) Dec 22 68% - 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)

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
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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)

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
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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)

The most significant factor affecting 

PTL volume is the substantial number 

of DQ issues that have arisen 

following implementation of Cerner. 

Data quality has deteriorated very 

significantly with multiple pathway 

issues as a result of migration 

problems, some staff not yet being 

fully competent in pathway 

management in the new environment.

Insufficient resources (capacity & 

workforce) to re-validate the entire 

waiting list in a short period of time.

Fewer clock stops than clock starts.

BI team working with EPR project 

leads to address issues.

Targeted support with appointment 

outcoming, to ensure accurate data 

capture at the time of patient review

Weekly meeting with BI team to 

review actions to improve PTL and 

pathway issues.BI team working with 

EPR project leads to address issues.  

Extensive validation programme 

commenced 31/10/22 with additional 

resource in place to support in house 

team with focused work on several 

cohorts within the PTL.  This will 

deliver a reduction in PTL size, but 

only if refresher training is successful 

and staff follow the correct workflows 

in EPR.

Joint Performance, BI and EPR team 

PTL review meeting in place, 

reviewing all issues to identify issues, 

themes and solutions.
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Trust Feb-22 Mar-22 Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nov-22

Mid And South Essex NHS Foundation Trust 130,968 137,603 147,324 153,268 155,403 163,485 153,543 158,016 160,536 160,581
Norfolk And Norwich University Hospitals NHS 

Foundation Trust
76,316 77,072 78,635 80,823 82,507 85,523 86,742 87,449 87,789 86,537

Bedfordshire Hospitals NHS Foundation Trust 71,929 74,616 75,763 76,671 78,742 81,852 83,060 83,959 84,552 84,816

East Suffolk And North Essex NHS Foundation Trust 66,104 66,618 69,335 71,006 73,392 75,508 75,961 77,357 78,776 79,665

North West Anglia NHS Foundation Trust 58,476 61,243 63,724 64,326 64,643 66,727 68,394 69,875 71,240 72,607

East And North Hertfordshire NHS Trust 47,067 49,147 51,228 52,208 53,957 55,700 59,938 57,971 59,885 60,673

Cambridge University Hospitals NHS Foundation Trust
52,561 53,942 55,097 55,881 56,697 58,203 59,748 59,960 59,930 58,977

West Hertfordshire Hospitals NHS Trust 40,188 45,024 49,466 53,090 54,562 55,456 57,539 60,250 59,646 53,760
Milton Keynes University Hospital NHS Foundation 

Trust
32,498 32,122 31,637 31,396 32,400 34,297 36,197 37,818 39,856 38,956

West Suffolk NHS Foundation Trust 25,454 25,773 26,492 28,151 29,280 30,708 30,741 31,488 30,833 30,222

The Princess Alexandra Hospital NHS Trust 27,444 26,157 25,780 25,862 25,287 25,573 26,759 26,623 26,237 27,093
James Paget University Hospitals NHS Foundation 

Trust
16,421 16,582 17,309 19,251 20,294 21,950 22,749 22,712 23,671 22,254

The Queen Elizabeth Hospital, King's Lynn, NHS 

Foundation Trust
19,428 19,875 20,195 20,561 20,803 22,142 22,024 21,979 21,617 21,501

*Latest available published RTT data – November 2022
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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 - Quality
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Appendix 1 – Safe Care and Improving Outcomes Metrics - Safety
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Appendix 1 – Safe Care and Improving Outcomes Metrics - Safety
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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 3 – RTT, Cancer and Diagnostics Metrics
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Appendix 3 – RTT, Cancer and Diagnostics Metrics
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Appendix 4 – Workforce Metrics
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Appendix 4 – Workforce Metrics
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Appendix 5 – Activity Metrics
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Appendix 5 – Activity Metrics
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Title of the paper: CQC Changing - Update  

Agenda Item: 21 

Presenter: Tracey Carter, Chief Nurse & DIPC 

Author(s): Robyn Guy, Interim Assurance Manager 
Ife Akinyemi, Head of Patient Safety 

Purpose: 
 

Please tick the appropriate box  

For approval 
 

 For discussion  For information 

  X 
 

Executive 
Summary: 
 

This paper outlines the Care Quality Commission's (CQC) revised plan and 
approach for transformation circulated in December 2022. 
 
This includes complex and important changes: 

• introducing a new regulatory approach for health and care providers, 
integrated care systems, and local authorities. 

• establishing a new Regulatory Leadership team to shape our priorities 
and drive improvement. 

• changing how our operational teams are structured to better deliver 
their regulatory activity. 

• delivering a new and improved provider portal. 
 
The CQC’s introduction of its new regulatory approach has now been delayed 
from January 2023 to later in 2023. 
 

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 

 
Objectives 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? 

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? 

☐Is appropriate and accurate information being effectively processed, 

challenged, and acted on? 

Trust Board Meeting 
2 February 2023 
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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? 

x☐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 Trust Board is asked to receive this update for information of the CQC 
revised plan and approach to transformation. 
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Agenda Item: 21 
 

Trust Board Meeting – 2 February 2023 
 
CQC Changing Update 
 
Presented by: Tracey Carter, Chief Nurse & DIPC 
 

1. Purpose  
 

1.1 The purpose of this paper is to outline the findings of the Care Quality Commission’s 
(CQC’s) revised plan and approach for transformation, published: on 21 December 2022. 
 

2. Background 
 

2.1 The CQC had previously shared that they would introduce their new regulatory approach in 
January 2023. Following a full review of the timeline, the CQC has decided this will not 
happen until later in 2023.   
 

3. Analysis/Discussion  
 

The CQC has provided the following update: 
 
3.1 What we’ve learned 

 
Over the last couple of months, the CQC has been reviewing what we have heard from 
stakeholders alongside our timeline for implementation; some key feedback includes: 

 
Importance of giving providers time to prepare for the changes to make sure it goes as 

smoothly as possible - it was important for us to consider the pace at which we were 

proposing to implement the complex changes. 

 
As they started to roll out changes in a limited and targeted way earlier in 2022, they 

decided that they needed to: 

 
• Do more testing of the changes they have already released and take feedback on board 

before extending them to other services. 
• Spend more time testing and developing future changes to ensure providers can adapt 

to them smoothly. 
 
3.2 What’s happening now 

 
 It remains vitally important that the CQC keep people safe while they are changing. They 

were flexible in their approach during the pandemic, and as emerging, they still need to be 
pragmatic. 

 While they continue to develop the new approach, in addition to their regular inspection 
programme, these priorities will support them to make sure they maintain a proper view of 
quality and risk: 
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• Its national programme of inspections in maternity services to date carried out 28 
location inspections, with a further 52 planned by 31 March 2023. 

• Our ‘People First’ resource - aims to help all parts of the urgent and emergency care 
(UEC) pathway. We are continuing coordinated inspection activity over the coming 
months. They will look at 4 UEC pathways across the country to see how well providers 
are supported and encouraged across key areas. 

• Continue to complete monthly reviews of services - these are based on information they 
know about them, which in some cases will indicate the need to take further regulatory 
action. In 2022, they carried out almost 7,000 direct monitoring calls with services as a 
result. They will continue doing this until we introduce our new assessment approach. 

  
 The CQC are also sharing what they have found in the ‘test and learn' activity for integrated 

care systems and local authority assessments which they have incorporated into their 
approach and methodology.  

 
During this period, providers will not see any changes to their local relationships. Over time, 

providers will engage with our local teams in different ways. 

 
3.3 What will happen next? 
 
 The CQC will continue to implement its new approach in phases, ensuring that each phase 

is properly implemented before moving to the next. 
 
 In the spring, they will focus on: 
 

• making sure the technology they need is in place and able to test it with providers 

• being confident that our new regulatory approach is ready to launch. 
  
 Knowing that services are under pressure, minimise the changes they make and focus on 

mainly internal priorities. 
 
 As well as this, its new Regulatory Leadership team will set out their priorities across their 

sectors, including thematic reviews, and will be regulated as normal using current sector-
based approaches, strengthened by the priorities listed. 

 
 The CQC will also start to understand more about what is happening locally and start 

looking at how care is provided at a system level. They will share further updates on our 
approach to local authority and integrated care systems in early 2023. 

 
In the summer, they will launch the new online provider portal. They will do this in stages 
and provide support and guidance. In the first stage: 

 

• providers will be able to submit statutory notifications. 

• improvement on how its enforcement process works. 
  
 The CQC is at the start of gathering evidence in a new and structured way that will help 

inform their assessments, making it much easier for providers' interaction. It also allows 
them to test and refine how the provider portal and its internal technology work to support 
the new approach. 

 

• Toward the end of 2023, they will gradually start to complete assessments in a new 
way. It means using their new assessment framework. It will be powered by their new 
integrated assessment teams and supported by the new technology.  

• Providers can apply to register with CQC and make ongoing changes to registration 
through the portal. At this point, all online interactions with providers will be on the 
portal. These will be simple and intuitive, allowing providers to focus on their core 
activity of delivering high-quality care. 
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3.4 How we will work together 
 

 The CQC will provide regular updates and more detail during the year. They aim to help 
providers, integrated care systems, local authorities, and other stakeholders to prepare for 
the changes. Before they make any major changes, CQC is fully committed to giving 
providers plenty of notice to prepare fully and will be engaging with them throughout to 
ensure providers feel they have the right information at the right time. 

 
 The CQC has already engaged extensively on many elements of the new approach but 

wants to take time to make sure it works for everyone. They will be engaging about more of 
the detail early in the New Year, along with more user research and testing. 

 
 
3.5 WHTH Readiness Approach 
 
  As more information is published, the Assurance team will update the organisation and 

each division, detailing the quality statements and evidence requirements for their areas.  
The Assurance team has continued the programme of mock inspections to cover all areas 
to benchmark our compliance and identify any areas that may require improvement.   

  
The Assurance team continues to ensure that the new methodology reflects in our internal 
assurance processes and that the divisional governance team is aware of this. 

 
A programme of work on gap analysis is ongoing with a view of sharing with all the 
divisions to enable surveillance of their current position and areas for further improvement.  

 
The Assurance team will present a paper on mock inspection at QSG in March 2023 and 
the report on the gap analysis in May 2023 to Quality Committee. 

 
 

4. Risks  
 

The CQC’s revised plan and approach for transformation has been delayed but this should 
not impact the Trust. 

 
 

5. Recommendation  
 

The Trust Board is asked to receive this update for information of the CQC revised plan and 
approach to transformation. 
 
https://www.cqc.org.uk/news/our-revised-plan-and-approach-transformation  

 
 
Name of Director: Tracey Carter 
Title: Chief Nurse & Director of Infection, Prevention Control 
 
Date: 15 January 2023 
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Title of the paper: Clinical Negligence Scheme for Trusts Maternity Incentive Scheme, 

year 4 - Declaration of compliance 
 

Agenda Item: 22 

Presenter: Tracey Carter – Chief Nurse 
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: 
 

The extraordinary trust board on the 30th January 2023 reviewed the 
evidence and approved the submission of the signed declaration by the 
CEO and ICB Accountable Officer. 
The Clinical Negligence Scheme for Trusts (CNST) is a scheme for 
handling clinical negligence claims against NHS Trusts. The Trust pays 
an annual premium to the CNST scheme, plus an additional 10% 
towards the Maternity Incentive Scheme (MIS). The ten safety actions 
included in the Maternity Incentive Scheme (MIS) supports safer 
maternity care. Trusts that can demonstrate that they have achieved all 
10 safety actions recover the additional 10% of the maternity 
contribution under the scheme.  
The Trust can provide evidence of compliance with all ten maternity 
safety actions (MIS year 4, Technical guidance Oct 2022) and has 
confirmed full compliance. In the submission of the evidence for Safety 
Action 1, the Trust identified an anomaly in compliance with safety 
action 1 related to one case. This was in completion of the Perinatal 
Mortality Review Tool (PMRT) within 2 months (89% compliance, the 
expected compliance is 95%). This has been fully discussed with 
national MIS team. Since the Trust has achieved full compliance in all 
the other remaining elements, full compliance is accepted subject to the 
Trust Board approval and confirmation of this communication is on 
diligent.  
The Board Level Safety Champions and SRO of ICB have also 
reviewed the ten safety actions evidence. The Quality Committee also 
discussed the evidence and compliance with the ten safety actions and 
the anomaly in safety action 1.   
The compliance position and progress with maternity safety actions can 
be seen in Appendix 2.  
The Board declaration form must be signed and dated by the Trust’s 
Chief Executive Officer (CEO) and ICB Accountable Officer to confirm 
that:  

Trust Board 

2 February 2023 
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The Trust Board must be satisfied that the evidence provided, 
demonstrates achievement of the ten maternity safety actions required 
as set out in the safety actions and technical guidance. Any reports 
covering either year 2021/22 or 2022/23 that relate to the provision of 
maternity services that may subsequently provide conflicting information 
for MIS declaration (e.g. Care Quality Commission (CQC) inspection 
report, Healthcare Safety Investigation Branch (HSIB) investigation 
reports etc.) must be declared to NHSR team. 

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   
 

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 

Quality Committee 26th January 2023 

Maternity safety champions/ICB MIS 
evidence review 

10th January 2023 

 

Action required: 
 

The Trust Board is asked to receive this report for information of approval 
for submission of the signed declaration post the extraordinary board 
meeting on the 30 January 2023.   
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Agenda Item: 22 
 

Extraordinary Trust Board: 2 February 2023 
 
Title of paper:   Clinical Negligence Scheme for Trusts Maternity Incentive Scheme, 

year 4 - Declaration of compliance 

Presented by:  Tracey Carter – Chief Nurse,  

Mitra Bakhtiari - Director of Midwifery, Gynaecology/ Deputy Chief                        

Nurse 

 

1. Purpose  
 

1.1 The paper is to provide assurance to the Trust Board 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 4 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 2nd February 2023.  

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 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 2021/22 or 2022/23 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 Thursday 2 February 
2023.          
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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 2 (on diligent) 

3.2 The evidence was reviewed in full by non-executive and executive Board level safety 
champions, joined by SRO of HWE ICB on 10th January 2023 who approved that the 
evidence provided demonstrated achievement of the ten maternity safety actions. 

3.3 The Board Level Safety Champions have also had opportunity to discuss the 
evidence with Chief executive of the Trust on 17th January 2023 to provide assurance. 
 

4. Summary of Evidence  
 

4.1 Safety action 1: National Perinatal Mortality Review  
 
In the reporting period between 5th May 2022 to 5th December 2022, the trust notified 
15 perinatal deaths to MBBRACE within 7 working days. 9 babies were eligible to be 
considered as part of MIS. The trust is compliant with all elements of the requirements 
with an anomaly noted in reporting of one baby for which the completion of the PMRT 
tool within 2 months gives an overall compliance of (89%). This has been fully 
discussed with the national MIS team. Full compliance is accepted, subject to trust 
board approval and the action plan in appendix 1. Confirmation of this communication 
is in resources diligent. All other 4 elements are fully compliant, and the trust can 
evidence families’ engagement and sharing of final reports.  
 

4.2 Safety action 2: Maternity Services Data Set (MSDS)  
This relates to the quality and completeness of the submission to the MSDS and 
ongoing plans to make improvements. The trust is fully compliant with MSDS and has 
an agreed digital strategy (using what good looks like framework). The Trust has 
procured a Maternity Information System complying with the forthcoming framework 
(Badgernet) with an implementation date of 28th March 2023 that is on track for rollout. 
A fully funded Digital midwife is employed who is a member of the senior 
management team and responsible for MSDS, maternity dashboard that is locally 
and regionally reviewed as part of Quality and safety, risk and governance. The trust 
can demonstrate assurance that at least 9 out of 11 Clinical Quality Improvement 
Metrics (CQIMs) have passed the associated data quality criteria on the national 
MSDS for data submissions relating to activities in 2022.  
 

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 is up to date with ATAIN quarterly reporting to Trust board. 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 of 18th July to 5th December 2022. 
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4.4 Safety action 4: Clinical workforce planning 
Neonatal nursing, Obstetric, Neonatal workforce update was provided to the trust 
board and have been approved. This has been discussed at the consultants’ 
meetings. The trust provides 132 hours of consultant cover on the labour ward and  
 
for the remaining hours a consultant is one call, available to attend when required as 
part of employment contract. Clinical guidelines have been amended to incorporate 
the principles outlined in the RCOG “Roles and responsibilities of the Consultant 
providing acute care in Obstetrics and Gynaecology. The unavailability of consultant 
on site is monitored and discussed at maternity safety champion meetings. This is 
also reported via Datix. The trust is compliant with the Anaesthetic Accreditation 
Standards. A consultant anaesthetic is present on delivery suite. A monthly audit 
monitor compliance with set KPIs that includes, availability of epidural within 30 
minutes and delay in conversion of an epidural to GA for examples.  
 

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. The current vacancies rates are 
on the risk register. 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 is 100%. Therefore, the trust can 
demonstrate evidence of compliance with this standard. 
 

4.6 Safety action 6: Saving Babies Lives Care Bundle 
The trust is fully compliant with all 5 elements of SBLCB, 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 

 The trust’s MVP chair has an agreed job description that includes appropriate 

 remuneration and reimbursement of all expenses. The trust can evidence monthly 

 MVP meetings with clear TOR and a co-produced work plan that demonstrates how 

 feedback from all patient groups are included. MVP produces an annual report of 

 activities that is shared LMNS wide. 

 The trust can evidence maternity safety champions attendance at monthly MVP 

 meetings and an oversight at Quality Committee of the activities and progress of 

 MVP’s workplan. 

4.8 Safety Acton 8: MDT training 
Monthly training compliance reporting through dashboard is in place. Revised 
Training Needs Analysis is in place that includes all six modules of the Core 
Competency Framework and monitored. In December 2022, the trust has achieved 
full MIS compliance with over 90% training of all eligible staff groups. The trust has 
been able increase the number of training sessions to reach compliance which would 
continue in 2023 to ensure sustained compliance.  
 

4.9 Safety action 9: Safety Champions  
The trust can demonstrate evidence of pathways of floor to Board safety intelligence 
outlined in the risk and governance framework. There is an agreed TOR for monthly 
meetings. There is a clear pathway that outlines how safety intelligence is shared 
through local maternity and neonatal systems (LMNS) and using a locally agreed 
Perinatal Quality Surveillance Model. This is a formalised process for wider sharing 
of trust-level intelligence with new LMNS/ICB and regional quality groups to ensure 
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early action and support is provided for areas of concern or need. This has been in 
place by prior to 16th June 2022. The trust can evidence how maternity safety 
champions have participated in MatNeoSIP events by December 2022.  
 

4.10 Safety action 10: Early Notification (EN) Scheme  
The trust has reported 100% of qualifying cases to Healthcare Safety Identification 
Branch (HSIB) and to NHS Resolution’s Early Notification (EN) from 1st April 2022 to 
5th December. The trust can demonstrate that the families received appropriate 
information and duty of candour. Since 1 April 2022, trust legal teams have notified 
NHS Resolution of qualifying EN cases once they have been confirmed by HSIB as 
under investigation. The trust as per HSIB requirement has continued to report their 
maternity incidents to HSIB. The trust can evidence that it has continued with 
statutory duty of candour to communicate all investigatory processes that are 
underway to families including the HSIB and EN processes. All HSIB and SI reports 
have been shared with the trust board for oversight as per MIS requirement and year 
4 timeframe. 
 

4.11 Evidence content list with examples of the evidence is available on diligent. 
 

5. Submission 
 

5.1 The declaration form (on diligent) 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 meets the required safety actions 
as indicated in the safety actions and technical guidance document (MIS October 
2022)  

• There are no reports covering either year 2021/22 or 2022/23 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 

5.4 In addition, the CEO of the Trust will ensure that the CEO for their Integrated Care 
Board (ICB) 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.  

5.5 Trusts must submit their completed Board declaration form to NHS Resolution by 12 
noon on Thursday 2 February 2023.  

5.6 The Board Level Safety Champions are satisfied that the evidence provided 
demonstrates achievement of the ten maternity safety actions as set out in NHSR 
(2022) after a full review on 10 January.  
 

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.  
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6.2 The Trust has an agreed action plan for safety action 1 anomaly (Appendix 1) 
   

 

7. Recommendation  
 

7.1 The Trust Board is asked to receive this report for information of approval for 
submission of the signed declaration post the extraordinary board meeting on the 30 
January 2023.   

 
 

8. Appendices 
 

6.1 Appendix 1: Declaration form submission 
  
 
Name of Director: Tracey Carter Chief Nurse/ Director of Infection Control 
30th January 2023 
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Maternity incentive scheme  -  Guidance

Trust Name
Trust Code T562

Any queries regarding the maternity incentive scheme and or action plans should be directed to nhsr.mis@nhs.net
Technical guidance and frequently asked questions can be accessed here:
https://resolution.nhs.uk/services/claims-management/clinical-schemes/clinical-negligence-scheme-for-trusts/maternity-incentive-scheme/

Tab D - Board declaration form - This is where you can track your overall progress against compliance with the maternity incentive scheme safety actions. This sheet will be protected 
and fields cannot be altered manually. If there are anomalies with the data entered, then comments will appear in the validations column (column I) this will support you in checking and 
verifying data before it is discussed with the trust board, commissioners and before submission to NHS Resolution. 

Upon completion of the following processes please add an electronic signature into the allocated spaces within this document. Two electronic signatures of the Trust's CEO and AO of the 
ICS will be required in Tab D as outlined in order to declare compliance stated in the board declaration form with the safety actions and their sub-requirements, one signature to confirm 
that the declaration form has been 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 and two signatures to declare that there are no external or internal reports covering either 2021/22 financial year or 
2022/23 that relate to the provision of maternity services that may subsequently provide conflicting information to your Trust's declaration. Any such reports should be brought to the MIS 
team's attention before 2 February 2023. 

If you are unable to add an electronic signature, the board declaration form can be printed, signed then scanned to be included within the 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.                                                                                                                                                                                                 

There are multiple additional tabs within this document: 

Tab C - action plan entry sheet - This sheet will enable your Trust to insert action plan details for any safety actions not achieved.

West Hertfordshire Hospitals NHS Trust

This document must be used to complete your trust self-certification for the maternity incentive scheme safety actions and a completed action plan must be submitted for actions which 
have not been met.   Please select your trust name from the drop down menu above. Your trust name will populate each tab. If the trust name box is coloured pink please update it.

Guidance Tab - This has useful information to support you to complete the maternity incentive scheme safety actions excel spreadsheet. Please read the guidance carefully. 

Tab A - safety actions entry sheets (1 to 10) - Please select 'Yes', 'No' or 'N/A' to demonstrate compliance as detailed within the condition of the scheme with each maternity incentive 
scheme safety action. Note, 'N/A' (not applicable) is available only for set questions. The information which has been populated in this tab, will automatically populate onto tab D which is 
the board declaration form.  

Tab B - action plan summary sheet - This will provide you information on your Trust's progress in completing the board declaration form and will outline on how many Yes/No/N/A and 
unfilled assessments you have.  This will feed into the board declaration sheet - tab D.  
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Submissions for the maternity incentive scheme must be received no later than 12 noon on Thursday 2 February 2023 to nhsr.mis@nhs.net
You are required to submit this document signed and dated. Please do not send evidence to NHS Resolution.    

Version Name: MIS_SafetyAction_2023_V10
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Safety action No. 1

Requirements 
number 

Safety action requirements Requirement 
met?                               
(Yes/ No /Not 
applicable)

1 Have all  eligible perinatal deaths from 6 May 2022 onwards been notified to MBRRACE-UK within seven working 
days?

Yes

2 Was the surveillance information for eligible deaths where required, completed within one month of the death? Yes

3 Has a review using the Perinatal Mortality Review Tool (PMRT) of 95% of all deaths of babies, suitable for review 
using the PMRT, from 6 May 2022 been started within two months of each death?
This includes deaths after home births where care was provided by your Trust. 

Yes

4 Have at least 50% of all deaths of babies (suitable for review using the PMRT) who were born and died in your 
Trust, including home births, from 6 May 2022, been reviewed using the PMRT, by a multidisciplinary review team? 

Yes

5 Were each of these reviews  completed to the point that at least a PMRT draft report has been generated by the 
tool within four months of each death?

Yes

6 Were the reports published within 6 months of death? Yes
Q7 and Q8 are linked questions

7 For at least 95% of all deaths of babies who died in your Trust from 6 May 2022, were parents told that a review of 
their baby’s death will take place?

Yes

8 If parents have not been informed about the review taking place, were the reasons for this documented within the 
PMRT review?

Yes

Are you using the National Perinatal Mortality Review Tool to review and report perinatal deaths to the required standard?
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Safety action No. 2

Requirements 
number 

Safety action requirements Requirement 
met?                               
(Yes/ No /Not 
applicable)

1
By 31 October 2022, did your Trusts have an up-to-date digital strategy for their maternity services which aligns 
with the wider Trust Digital Strategy and reflects the 7 success measures within the What Good Looks Like 
Framework?

Yes

2 Was the strategy shared with Local Maternity Systems? Yes
3 Was the strategy signed off by the Integrated Care Board? Yes
4 Is a dedicated Digital Leadership in place in the Trust? Yes

5 Has the Digital Leadership at the Trust engaged with the NHSE Digital Child Health and Maternity Programme?
Yes

6

Was your Trust compliant with at least 9 out of 11 Clinical Quality Improvement Metrics (CQIMs) data quality 
criteria in the “CNST Maternity Incentive Scheme Year 4 Specific Data Quality Criteria” data file in the Maternity 
Services Monthly Statistics publication series for data submissions relating to activity in July 2022? 

Yes

7
Height and weight data, or a calculated Body Mass Index (BMI), recorded by 15+0  weeks gestation for 90% of 
women reaching 15+0 weeks gestation in the month?

Yes

8 Complex social factor Indicator (at antenatal booking) data for 95% of women booked in the month? Yes
9 Antenatal personalised care plan fields completed for 95% of women booked in the month (MSD101/2)? Yes
10 A valid ethnic category (Mother) for at least 90% of women booked in the month (MSD001) ?                                                                    Yes

11
i.   Over 5% of women who have an Antenatal Care Plan recorded by 29 weeks and also have the Continuity of 
Carer (CoC) pathway indicator completed.

Yes

Q12 is for information only Yes

12
ii.   Over 5% of women recorded as being placed on a Continuity of Carer (CoC) pathway where both Care 
Professional ID and Team ID have also been provided. 

Yes

Are you submitting data to the Maternity Services Data Set to the required standard?

Did your Trust's July 2022 data contain:

Has the Trust Board confirmed that they have passed the associated data quality criteria in the “CNST Maternity Incentive Scheme Year 4 Specific 
Data Quality Criteria” data file in the Maternity Services Monthly Statistics publication series for data submissions relating to activity in July 2022 for 
the following  metrics:
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13
iii.  At least 70% of MSD202 Care Activity (Pregnancy) and MSD302 Care Activity (Labour and Delivery) records 
submitted in the reporting period have a valid Care Professional Local Identifier recorded. Providers submitting 
zero Care Activity records will fail this criterion.

Yes
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Safety action No. 3

Requirements 
number 

Safety action requirements Requirement 
met?                               
(Yes/ No /Not 
applicable)

1 Was the pathway(s) of care into transitional care jointly approved by maternity and neonatal teams with a focus on 
minimising separation of mothers and babies?

Evidence should include:
● Neonatal involvement in care planning 
● Admission criteria meets a minimum of at least one element of HRG XA04 but could extend beyond to British 
Association of Perinatal Medicine (BAPM) transitional care framework for practice
● 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.

Yes

2 Are neonatal teams involved in decision making and planning care for all babies in transitional care? Yes

3 Has the pathway of care into transitional care been fully implemented? Yes
4 Has the pathway of care into transitional care been audited quarterly? Yes

5 The neonatal safety champion? Yes
6 The LMNS? Yes
7 The commissioner and Integrated Care System (ICS) quality surveillance meeting? Yes

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?

b) The pathway of care into transitional care has been fully implemented and is audited quarterly. Audit findings are shared with the neonatal safety 
champion, Local Maternity and Neonatal Systems (LMNS), commissioner and Integrated Care

a)  Pathways of care into transitional care 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 by Thursday 16 June 2022 
at the very latest

Audit findings must be shared each quarter. If for any reason, reviews were paused, they must have been recommenced using data from quarter 1 
of 2022/23 financial year.  
Has audit findings been shared with:
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8 If your Trust have encountered barriers to achieving full implementation of the policy, has an action plan  been 
agreed and progress overseen by both the board and neonatal safety champions?

Yes

9 Is standard (c) in place? Yes

Q10 and Q11 are linked
10 Is standard (d) in place?

This should be achieved by no later than 16 June 2022.
Yes

11 If not already in place is a secondary data recording process is set up to inform future capacity management for 
late preterm babies who could be cared for in a TC setting. The data should capture babies between 34+0-36+6 
weeks gestation at birth, who neither had surgery nor were transferred during any admission, to monitor the 
number of special care or normal care days where supplemental oxygen was not delivered

12 Is standard (e) in place (as per ODN request)? Yes

13 Is an audit trail available which provides evidence that ongoing reviews from year 3 of the maternity incentive
scheme of term admissions are being completed as a minimum of quarterly? If for any reason, reviews have been
paused, they should be recommenced using data from quarter 1 of 2022/23 financial year.  

Yes

c) A data recording process (electronic and/or paper based) for capturing all term babies transferred to the neonatal unit, regardless of the length of 
stay, is in place. 

d) A data recording process for capturing existing transitional care activity, (regardless of place - which could be a Transitional Care (TC), postnatal 
ward, virtual outreach pathway etc.) has been embedded. If not already in place, a secondary data recording process is set up to inform future 
capacity management for late preterm babies who could be cared for in a TC setting. The data should capture babies between 34+0-36+6 weeks 
gestation at birth, who neither had surgery nor were transferred during any admission, to monitor the number of special care or normal care days 
where supplemental oxygen was not delivered.

e) Commissioner returns for Healthcare Resource Groups (HRG) 4/XA04 activity as per Neonatal Critical Care Minimum Data set (NCCMDS) 
version 2 are available to be shared on request with the operational delivery network (ODN), LMNS and commissioners to inform capacity planning 
as part of the family integrated care component of the Neonatal Critical Care Transformation Review and to inform future development of 
transitional care to minimise separation of mothers and babies. 

f) Reviews of babies admitted to the neonatal unit continue on a quarterly basis and findings are shared quarterly with the Board Level Safety 
Champion. Reviews should now include all neonatal unit transfers or admissions regardless of their length of stay and/or admission to BadgerNet. 
In addition, reviews should report on the number of transfers to the neonatal unit that would have met current TC admissions criteria but were 
transferred or admitted to the neonatal unit due to capacity or staffing issues. The review should also record the number of babies that were 
transferred or admitted or remained on Neonatal Units because of their need for nasogastric tube feeding, but could have been cared for on a TC if 
nasogastric feeding  was supported there. Findings of the review have been shared with the maternity, neonatal and Board level safety champions, 
LMNS and ICS quality surveillance meeting on a quarterly basis.
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14 Is an audit trail available which provides evidence that reviews from Monday 18 July 2022 included all term babies
transferred or admitted to the NNU, irrespective of their length of stay, are being completed as a minimum of
quarterly. If your reviews already included all babies transferred or admitted to the NNU then this should continue
using data from quarter 1 of 2022/23 financial year?

Yes

15 Do you have evidence that the review includes the number of transfers or admissions to the neonatal unit that
would have met current TC admission criteria but were transferred or admitted to the neonatal unit due to capacity
or staffing issues and the number of babies that were transferred or 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?

Yes

16 Do you have evidence that findings of all reviews of term babies transferred or admitted to a neonatal unit are 
reviewed quarterly and the findings have been shared quarterly with the maternity and neonatal safety champions 
and Board level champion, the LMNS and ICS quality surveillance meeting on a quarterly basis?

Yes

17 Is standard (g) in place? Yes

18 Has progress with the revised ATAIN action plan been shared with the maternity, neonatal and Board level safety 
champions each quarter, following sign off at the Board?

Yes

19 Has progress with the revised ATAIN action plan been shared with the LMNS each quarter, following sign off at the 
Board?

Yes

20 Has progress with the revised ATAIN action plan been shared at the ICS quality surveillance meeting each quarter, 
following sign off at the Board?

Yes

h) Progress with the revised ATAIN action plan has been shared with the maternity, neonatal and Board level safety champions, LMNS and ICS 
quality surveillance meeting each quarter following sign off at the Board.

g) An action plan to address local findings from the audit of (standard b) Avoiding Term Admissions Into Neonatal units (ATAIN) reviews, and 
(standard f) been agreed with the maternity and neonatal safety champions and Board level signed off by the Board no later than 29 July 2022?
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Safety action No. 4

Requirements 
number 

Safety action requirements Requirement 
met?                               
(Yes/ No /Not 
applicable)

1 Obstetric medical workforce
Have your Trust Board signed off their engagement with the principles outlined in the Royal College of
Obstetricians and Gynaecologists (RCOG) workforce document: ‘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/?  

Yes

Q2 and Q3 are linked
2 Was compliance of consultant attendance monitored when a consultant was required to attend in person? Yes
3 Were episodes where attendance was not possible reviewed at unit level as an opportunity for departmental

learning with agreed strategies and action plans implemented to prevent further non-attendance? 
N/A

4 At Trust Board? Yes
5 With Board level safety champions? Yes
6 At LMNS meetings? Yes
7 Anaesthetic medical workforce

Do you have evidence of compliance with Anaesthesia Clinical Services Accreditation (ACSA) standard 1.7.2.1?

The rota should be used to evidence compliance with ACSA standard 1.7.2.1 (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)

Yes

Q8 and Q9 are linked

Can you demonstrate an effective system of clinical workforce planning to the required standard?

Do you have evidence that your position with the above RCOG document was shared at least once from May 2022: 
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8 Neonatal medical workforce

Does the neonatal unit meet the British Association of Perinatal Medicine (BAPM) national standards of junior
medical staffing?

Yes

9 If the requirement above has not been met in both year 3 and year 4 of MIS, Trust Board should evidence progress
against the action plan developed in year 3 of MIS and also include new relevant actions to address deficiencies.
If the requirements had been met in year 3 without the need of developing an action plan to address deficiencies,
however they are not met in year 4, Trust Board should develop an action plan in year 4 of MIS to address
deficiencies. Do you have evidence of this?

N/A

Q10, Q11 and Q12 are all linked
10 Neonatal nursing workforce

Does the neonatal unit meet the service specification for neonatal nursing standards?

Yes

11 If the requirement above had not been met in both year 3 and year 4 of MIS, has the Trust Board evidenced
progress against the action plan developed in year 3 of MIS as well include new relevant actions to address
deficiencies?

N/A

12 Has the above action plan been shared with the Royal College of Nursing, LMS and Neonatal Operational Delivery
Network (ODN) Lead? 

N/A
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Safety action No. 5

Requirements 
number 

Safety action requirements Requirement 
met?                               
(Yes/ No /Not 
applicable)

1
a) Has a systematic, evidence-based process to calculate midwifery staffing establishment been completed?

Evidence should include: 
A clear breakdown of BirthRate+ or equivalent calculations to demonstrate how the required establishment has been calculated Yes

2 b) Can the Trust Board evidence midwifery staffing budget reflects establishment as calculated in a) above?

Evidence should include: 
● 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.
●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.
● Details of planned versus actual midwifery staffing levels to include evidence of mitigation/escalation for managing a shortfall in
staffing. -The midwife to birth ratio -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. Yes

3 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.

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 
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.
Do you have 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? Yes
Q4 is for information only 

Can you demonstrate an effective system of midwifery workforce planning to the required standard?
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4 If you answered no to standard c, have you completed an action plan detailing how the maternity services 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? 

Please note, completion of an action plan will not enable the trust to declare compliance with this sub-requirement in year four of 
MIS. N/A
Q5, Q6 and Q7 are all linked

5 d) Have all women in active labour received one-to-one midwifery care? Yes
6 If you have answered no to standard d, have you submitted an action plan detailing how the maternity service intends to achieve

100% compliance with 1:1 care in active labour? N/A
7 Does the action plan include a timeline for when this will be achieved and has this been signed off by Trust Board? N/A
8 e) Have you submitted a midwifery staffing oversight report that covers staffing/safety issues to the Board every 6 months, during 

the maternity incentive scheme year four reporting period? Yes
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Safety action No. 6

Requirements 
number 

Safety action requirements Requirement 
met?                               
(Yes/ No /Not 
applicable)

1 Do you have evidence that Trust Board level consideration of your organisation is complying with the Saving Babies' 
Lives care bundle version two (SBLCBv2), published in April 2019?
Note: Full implementation of the SBLCBv2 is included in the 2020/21 standard contract. Yes

2 Has each element of the SBLCBv2  been implemented?

Trusts can implement an alternative intervention to deliver an element of the care bundle if it has been agreed with 
their commissioner (ICB). It is important that specific variations from the pathways described within SBLCBv2 are 
also agreed as acceptable clinical practice by their Clinical Network. Yes

3 The quarterly care bundle survey should be completed until the provider Trust has fully implemented the SBLCBv2
including the data submission requirements.

Have you completed and submitted this?  Yes

4

Has the Trust Board received data for standard a) from the organisation’s Maternity Information System (MIS) 
evidencing an average of 80% compliance over a four month period (i.e. four consecutive months in during the MIS 
year 4 reporting timeframe)? Yes

5

Has the Trust  Board  received data for standard b) from organisation’s Maternity Information System or has an 
audit of 60 consecutive cases been provided to  demonstrate >80% of women having a CO measurement recorded 
at 36 weeks? Yes

6
Is the audit  accompanied by a brief description of the stop smoking strategy within the Trust and any plans for 
improvement? Yes

7
If the process indicator scores are less than 95% Trusts must also have an action plan for achieving >95%.
Has this been completed? Yes

Can you demonstrate compliance with all five elements of the Saving Babies' Lives care bundle V2?

Element 1  - Reducing smoking in pregnancy

Standard a) Percentage of women where Carbon Monoxide (CO) measurement at booking is recorded.
Standard b) Percentage of women where CO measurement at 36 weeks is recorded.

Do you have evidence that the Trust Board has specifically confirmed that within their organisation they:
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8 Pass the data quality rating on the National Maternity Dashboard for the ‘women who currently smoke at booking 
appointment’ Clinical Quality Improvement Metric. Yes

9 Have a referral pathway to smoking cessation services (in house or external)? Yes
10 Have evidence of an audit of 20 consecutive cases of women with a CO measurement ≥4ppm at booking, to

determine the proportion of women who were referred to a smoking cessation service? Yes

11 Percentage of women with a CO measurement ≥4ppm at booking? Yes
12 Percentage of women with a CO measurement ≥4ppm at 36 weeks? Yes

13
Percentage of women who have a CO level ≥4ppm at booking who subsequently have a CO level <4ppm at the 36
week appointment? Yes

14

Standard 1)
Have you provided evidence showing the percentage of pregnancies where a risk status for fetal growth restriction 
(FGR) is identified and recorded using a risk assessment pathway at booking and at the 20 week scan?

The relevant data items for these process indicators should be recorded on the provider’s Maternity Information 
System and included in the MSDS submissions to NHS Digital

If your Trust has implemented the Tommy’s Centre Risk Assessment and Clinical Decision Tool within a research 
programme then confirmation of the latter by the Trust Board will meet the requirement that Standards 1, 2 and 3 of 
Element 2 have been implemented

Yes

15

Has the Trust board received data from the organisation’s MIS evidencing 80% compliance or has an in house audit 
of 40 consecutive cases of women at 20 weeks scan using locally available data or case records been undertaken 
and submitted to Board to assess compliance with this indicator? Yes

16

Standard 2)

Women with a BMI>35 kg/m2 are offered ultrasound assessment of growth from 32 weeks’ gestation onwards?

If a Trust has implemented the Tommy’s Centre Risk Assessment and Clinical Decision Tool within a research 
programme then confirmation of the latter by the Trust Board will meet the requirement that Standards 1, 2 and 3 of 
Element 2 have been implemented

Yes

4) Have you generated and reviewed the following outcome indicators within the Trust for four consecutive months within the MIS year 4 reporting 
period:

Do you have evidence that the Trust Board has specifically confirmed within their organisation:

Element 2 - Risk assessment, prevention and surveillance of pregnancies at risk of fetal growth restriction (FGR)
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17

Standard 3)
In pregnancies identified as high risk at booking uterine artery Doppler flow velocimetry is performed by 24 
completed weeks gestation?

If a Trust has implemented the Tommy’s Centre Risk Assessment and Clinical Decision Tool within a research 
programme then confirmation of the latter by the Trust Board will meet the requirement that Standards 1, 2 and 3 of 
Element 2 have been implemented Yes

18
Standard 4)
 There is a quarterly audit of the percentage of babies born <3rd centile >37+6 weeks’ gestation? Yes

19

Standard 5) 
They have generated and reviewed the percentage of perinatal mortality cases for 2021 where the identification and 
management of FGR was a relevant issue (using the PMRT)? Yes

20

Standard 6)
Their risk assessment and management of growth disorders in multiple pregnancy complies with NICE guidance or 
a variant has been agreed with local commissioners (ICBs) following advice from the Clinical Network? Yes

21

Standard 7)

You have undertaken a quarterly review of a minimum of 10 cases of babies that were born <3rd centile >37+6 
weeks’ gestation. The review should seek to identify themes that can contribute to FGR not being detected (e.g. 
components of element 2 pathway and/or scanning related issues). The Trust board should be provided with 
evidence of quality improvement initiatives to address any identified problems. Trusts can omit the above mentioned 
quarterly review of a minimum of 10 cases of babies that were born <3rd centile >37+6 weeks’ gestation for quarter 
3 of this financial year (2021/22) if staffing is critical and this directly frees up staff for the provision of clinical care. Yes
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Q22 and Q23 are linked

22
Have you completed an in-house audit of two weeks’ worth of cases or 20 cases of women attending with RFM 
(whichever is the smaller) demonstrating 95% compliance with the element three process indicators? Yes

23 If the process indicator scores are less than 95% , have you submitted an action plan for achieving >95%? N/A

Q24, Q26, Q27 and Q28 are linked

24

a) Has the Trust Board received data from the organisation’s MIS evidencing 80% compliance or an in house audit
demonstrating that 80% of singleton live births (less than 34+0 weeks) received a full course of antenatal
corticosteroids, within seven days of birth? Yes

25

b) Has the percentage of singleton live births occurring more than seven days after completion of their first course
of antenatal corticosteroids been recorded on the provider’s Maternity Information System and included in the
MSDS submissions to NHS Digital in an MSDSv2 Information Standard Notice compatible format, including
SNOMED-CT coding? Yes

26

c) Has the Trust Board received data from the organisation’s MIS evidencing 80% compliance or an in house audit 
demonstrating that 80% of singleton  live births (less than 30+0 weeks) receiving magnesium sulphate within 24 
hours prior birth? Yes

27

d) Has the Trust Board received data from the organisation’s MIS evidencing 80% compliance or an in house audit 
demonstrating that 80% of women have given birth in an appropriate care setting for their gestation (in accordance 
with local ODN guidance)? Yes

28
If your process indicator scores for standards a,c or d are less than 80%, do you have an action plan for achieving 
>80%? N/A

Element 5 Reducing preterm births

Element 3 Raising awareness of reduced fetal movement.

A. Percentage of women booked for antenatal care who had received reduced fetal movements leaflet/information by 28+0 weeks of pregnancy.
B. Percentage of women who attend with RFM who have a computerised CTG (a computerised system that as a minimum provides assessment of 
short term variation).
The SNOMED CT code is still under development for RFM and therefore an in-house audit of two weeks’ worth of cases or 20 cases of women 
attending with RFM whichever is the smaller to assess compliance with the element three process indicators.

If the process indicator scores are less than 95% Trusts must also have an action plan for achieving >95%.

A Trust will fail Safety Action 6 if the process indicator metric compliance is less than 80%.

You do not need to submit evidence within element 4, as it is included within safety action 8 
Element 4  Effective fetal monitoring during labour 
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29
Do you have a dedicated Lead Consultant Obstetrician with demonstrated experience to focus on and champion 
best practice in preterm birth prevention? Yes
Q30 and Q31 are linked

30
Do women at high risk of preterm birth have access to a specialist preterm birth clinic where transvaginal ultrasound 
to assess cervical length is provided? Yes

31
If this is not the case, has the board described the alternative intervention that has been agreed with their
commissioner (ICB) and that their Clinical Network and  has agreed this is acceptable clinical practice? N/A

32

Has an audit of 40 consecutive cases of women booking for antenatal care been completed to measure the 
percentage of women that are assessed at booking for the risk of preterm birth and stratified to low, intermediate 
and high risk pathways, and the percentage of those assessed to be at increased risk that are referred to the 
appropriate preterm birth clinic and pathway?

The assessment should use the criteria in Appendix F of SBLCBv2 or an alternative which has been agreed with 
local ICBs following advice from the Clinical Network. Yes

33
Does the risk assessment and management in multiple pregnancy comply with NICE guidance or a variant that has 
been agreed with local commissioners (ICBs) following advice from the provider’s clinical network? Yes
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Safety action No. 7

Requirements 
number 

Safety action requirements Requirement 
met?                               
(Yes/ No /Not 
applicable)

1

Have you submitted Terms of Reference for your MVP? 
Do they reflect the core principles for Terms of Reference for a MVP as outlined in annex B of Implementing Better 
Births:  A resource pack for Local Maternity Systems Yes

2

Do your minutes of MVP meetings demonstrating how service users are listened to and how regular feedback is 
obtained, that actions are in place to demonstrate that listening has taken place and evidence of service 
developments resulting from coproduction between service users and staff? Yes

3

Have you submitted written confirmation from the service user chair that they are being remunerated as agreed and 
that this remuneration reflects the time commitment and requirements of the role given the agreed work
programme?
Remuneration should take place in line with agreed Trust processes. Yes

4
Have you provided minutes of the MVP’s work programme, minutes of the MVP meeting which agreed it and
minutes of the LMNS board that ratified it? Yes

5

Do you have written confirmation from the service user chair that they and other service user members of the MVP
committee are able to claim out of pocket expenses, including travel, parking and childcare costs in a timely way. Yes

6

Do you have evidence that the MVP is prioritising hearing the voices of 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 Yes

7

Do you have evidence that the MVP Chair is invited to attend maternity governance meetings and that actions from 
maternity governance meetings, including complaints’ response processes, trends and themes, are shared with the 
MVP Yes

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 (MVP) to coproduce local maternity services?
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Safety action No. 8

Requirements 
number 

Safety action requirements Requirement 
met?                               
(Yes/ No /Not 
applicable)

1

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 3 years, starting from the launch of MIS year 4 in August 2021.

should include the following 6 core modules: 
• Saving Babies Lives Care Bundle
• Fetal surveillance in labour
• Maternity emergencies and multi-professional training
• Personalised care
• Care during labour and the immediate postnatal period
• Neonatal life support

Yes

2 90% of Obstetric consultants? Yes

3

90% 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, including GP trainees?

Yes

4
90% Midwives (including midwifery managers and matrons, community midwives; birth centre midwives (working in 
co-located and standalone birth centres and bank/agency midwives)? Yes

5
90% of Maternity support workers and health care assistants (to be included in the maternity skill drills as a 
minimum)? Yes

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 4?
In addition, can you evidence that at least 90% 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 4?

Can you evidence that:

Can you demonstrate at the end of 12 consecutive months within the period of 1st August 2021 until 5th December 2022, 90% of each relevant 
maternity unit staff group has attended an ‘in house’ one day multi-professional training day, that includes maternity emergencies?
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6 90% of Obstetric anaesthetic consultants? Yes

7
90% of all other obstetric anaesthetic doctors (staff grades and anaesthetic trainees) contributing to the obstetric 
rota? Yes

8 90% of Obstetric consultants? Yes

9
90% of 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? Yes

10
90% of GP trainees who have any obstetric commitment to intrapartum care?

Yes

11

90% of 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 (if applicable)? Yes

12

Are fetal monitoring sessions  consistent with the Ockenden Report recommendations, and include: intermittent 
auscultation, electronic fetal monitoring with system level issues e.g. human factors, escalation and situational 
awareness? Yes

13
Has the Trust board specifically confirmed that within their organisation 90% of eligible staff  have attended local 
multi-professional fetal monitoring training annually as above? Yes

14 90% of neonatal Consultants or Paediatric consultants covering neonatal units Yes
15 90% Neonatal junior doctors (who attend any births) Yes
16 90% of Neonatal nurses (Band 5 and above) Yes
17 90% of advanced Neonatal Nurse Practitioner (ANNP) Yes

18

90% of midwives (including midwifery managers and matrons, community midwives, birth centre midwives (working 
in co-located and standalone birth centres and bank/agency midwives) and Maternity theatre midwives who also 
work outside of theatres. Yes

Can you demonstrate at the end of 12 consecutive months within the period of 1st August 2021 until 5th December 2022, 90% of each relevant 
maternity unit staff group attended an 'in-house' one day multi-professional training day that includes antenatal and intrapartum fetal monitoring?

Can you demonstrate at the end of 12 consecutive months within the period of 1st August 2021 until 5th December 2022, 90% of the team required 
to be involved in immediate resuscitation of the newborn and management of the deteriorating newborn infant have attended in-house neonatal life 
support training or a Newborn Life Support (NLS) course?
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Safety action No. 9

Requirements 
number 

Safety action requirements Requirement 
met?                               
(Yes/ No /Not 
applicable)

1 a) each other? Yes
2 b) the Board? Yes
3 c) new LMNS/ICS quality group? Yes

4
d) regional quality groups involving the Regional Chief Midwife and Lead Obstetrician to ensure early action and 
support is provided for areas of concern or need   in line with the perinatal quality surveillance model? Yes

5 a) each other? Yes
6 b) the Board? Yes
7 c) new LMNS/ICS quality group? Yes

8

d) regional quality groups involving the Regional Chief Midwife and Lead Obstetrician to ensure early action and 
support is provided for areas of concern or need   in line with the perinatal quality surveillance model? Yes

9 Maternity staff? Yes
10 Neonatal staff? Yes

11
Have you submitted  evidence that discussions regarding safety intelligence, including the number of incidents
reported as serious harm, themes identified and actions being taken to address any issues?  Yes

12
Have you submitted  evidence that discussions regarding safety intelligence, including staff feedback from frontline
champions and engagement sessions? Yes

13

Have you submitted  evidence that discussions regarding safety intelligence, including minimum staffing in
maternity services and training compliance are taking place at Board level no later than 16 June 2022?

NB- The training update should include any modifications made as a result of the pandemic / current challenges
and a rough timeline of how training will be rescheduled later this year if required. This additional level of training
detail will be expected by 16 June 2022. Yes

Can you demonstrate that there are robust processes in place to provide assurance to the Board on maternity and neonatal safety and 
quality issues?

Have you submitted evidence of a revised pathway which describes how frontline midwifery, obstetric and Board safety champions share safety 
intelligence between:

Have you submitted evidence of a revised pathway which describes how frontline neonatal Board safety champions share safety intelligence between:

Have you submitted evidence that a clear description of the pathway and names of safety champions are visible to:
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14
Have you submitted evidence of the engagement sessions (e.g. staff feedback meeting, staff walkaround sessions
etc.) being undertaken by a member of the Board? Yes

15

Have you submitted evidence of progress with actioning named concerns from staff workarounds are visible to 
maternity staff and reflects action and progress made on identified concerns raised by staff and service users?

Yes

16

Have you submitted evidence of progress with actioning named concerns from staff workarounds are visible to 
neonatal staff and reflects action and progress made on identified concerns raised by staff and service users?

Yes

17

Have you submitted evidence that the Trust’s claims scorecard is reviewed alongside incident and complaint data 
and discussed by the maternity, neonatal and Trust Board level safety champions to help target interventions aimed 
at improving patient safety at least twice in the MIS reporting period at a Trust level quality meeting. This can be a 
board or directorate level meeting? Yes

18

Has a decision been made by the Board as to whether staffing meets safe minimum requirements to continue
rollout of current or planned MCoC teams, or whether rollout should be suspended?

This is to be evidenced by a minuted Board level discussion and decision since 1 April 2022 on how a Trust’s
current workforce position should determine current and future rollout of MCoC. Where more than one discussion
has taken place, the most recent discussion  should be included in the trust Board submission. 

Yes

19

 Active participation by staff in contributing to the delivery of the collective aims of the MatNeo Patient Safety
Networks, and undertaking of specific improvement work aligned to the MatNeoSIP national driver diagram and key
enabling activities Yes

20
Engagement in relevant improvement/capability building initiatives nationally, regionally or via the MatNeo Patient
Safety Networks, of which the Trust is a member Yes

21
clinicians identified as MatNeoSIP Improvement Leaders to facilitate and lead work through the MatNeo Patient
Safety Networks and the National MatNeoSIP network? Yes

22 Utilise insights from culture surveys undertaken to inform local quality improvement plans? Yes

23

oversight of improvement outcomes and learning, and ensure intelligence is actively shared with key system 
stakeholders for the purpose of improvement Yes

24

Attendance or representation at a minimum of two engagement events such as Patient Safety Network meetings,

MatNeoSIP webinars and/or the annual national learning event by 5th December 2022. Yes

25

Evidence that insights from culture surveys undertaken have been used to inform local quality improvement plans 

by 5th December 2022. Yes

Is there Evidence of how the Board and Safety Champions have supported staff involved in part d) of the required standard and specifically in relation 
to:
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Safety action No. 10

Requirements 
number 

Safety action requirements Requirement 
met?                               
(Yes/ No /Not 
applicable)

1 Have you reported all qualifying cases to HSIB from 1 April 2021 to 5 December 2022? Yes
2 Have you reported all qualifying EN cases to NHS Resolution's Early Notification (EN) Scheme from 1 April 2022 until

5 December 2022? Yes

3 The family have received information on the role of HSIB and NHS Resolution’s EN scheme Yes
4 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 Yes
Can you confirm that the Trust Board has:
5 Sight of Trust legal services and maternity clinical governance records of qualifying HSIB/EN incidents and numbers 

reported to HSIB and NHS Resolution. Yes
6 Sight of evidence that the families have received information on the role of HSIB and EN scheme Yes
7 Sight of evidence of compliance with the statutory duty of candour. Yes
8 Complete the field on the Claims Reporting Wizard (CMS), whether families have been informed of NHS Resolution’s 

involvement, completion of this will also be monitored, and externally validated. Yes

Have you reported 100% of qualifying cases to Healthcare Safety Investigation Branch (HSIB) and to NHS Resolution's Early Notification 
(EN) Scheme from 1 April 2021 to 5 December 2022?

For all qualifying cases which have occurred during the period 1 April 2021 to 5 December 2022, the Trust Board are assured that:
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Action 
No.

Maternity safety action Action 
met? 
(Y/N)

1 Are you using the National Perinatal Mortality Review Tool to review and report perinatal deaths to the required standard? Yes

2 Are you submitting data to the Maternity Services Data Set to the required standard? Yes

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?

Yes

4 Can you demonstrate an effective system of clinical workforce planning to the required standard? Yes

5 Can you demonstrate an effective system of midwifery workforce planning to the required standard? Yes

6 Can you demonstrate compliance with all five elements of the Saving Babies' Lives care bundle V2? Yes

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 (MVP) to coproduce local maternity services?

Yes

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 4?
In addition, can you evidence that at least 90% 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 4?

Yes

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?

Yes

10 Have you reported 100% of qualifying cases to Healthcare Safety Investigation Branch (HSIB) and to NHS Resolution's Early 
Notification (EN) Scheme from 1 April 2021 to 5 December 2022?

Yes

Section A :  Maternity safety actions  - West Hertfordshire Hospitals NHS 
Trust
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Maternity incentive scheme  -   Board declaration Form

Trust name
Trust code T562

Safety actions Action plan Funds requested Validations
Q1 NPMRT Yes -                           0
Q2 MSDS Yes -                           0
Q3 Transitional care Yes -                           0
Q4 Clinical workforce planning Yes -                           0
Q5 Midwifery workforce planning Yes -                           0
Q6 SBL care bundle Yes -                           0
Q7 Patient feedback Yes -                           0
Q8 In-house training Yes -                           0
Q9 Safety Champions Yes -                           0
Q10 EN scheme Yes -                           0

Total safety actions 10                        -               

Total sum requested -                           

Sign-off process: 

Electronic signature

For and on behalf of the board of 

Electronic signature

For and on behalf of the board of 

Confirming that:

Electronic signature

For and on behalf of the board of 

Electronic signature

For and on behalf of the board of 

Confirming that:

Electronic signature

For and on behalf of the board of 

Electronic signature

For and on behalf of the board of 

Confirming that:

Electronic signature

For and on behalf of the board of 

Electronic signature

For and on behalf of the board of 

Confirming that:

Name:
Position: 
Date: 

Name:
Position: 
Date: 

Jane Halpin
Chief Executive Officer, Hertfordshire and West Essex ICB
30/01/2023

West Hertfordshire Hospitals NHS Trust

We expect trust Boards to self-certify the trust’s declarations following consideration of the evidence provided. Where subsequent verification checks demonstrate an incorrect declaration has been made, this may indicate a failure of board governance which the Steering 

MATTHEW COATS
CHIEF EXECUTIVE, West Hertfordshire Teaching Hospital Trust
30/01/2023

West Hertfordshire Hospitals NHS Trust

If applicable, the Board agrees that any reimbursement of maternity incentive scheme funds will be used to deliver the action(s) referred to in Section B (Action plan entry sheet)

West Hertfordshire Hospitals NHS Trust

West Hertfordshire Hospitals NHS Trust

There are no reports covering either this year (2022/23) or the previous financial year (2021/22) that relate to the provision of maternity services that may subsequently provide conflicting information to your declaration. Any such reports should be brought to the MIS 
team's attention.

The content of this form has been discussed with the commissioner(s) of the trust’s maternity services

West Hertfordshire Hospitals NHS Trust

West Hertfordshire Hospitals NHS Trust

West Hertfordshire Hospitals NHS Trust

All electronic signatures must also be uploaded. Documents which have not been signed will not be accepted. 

West Hertfordshire Hospitals NHS Trust

The Board are satisfied that the evidence provided to demonstrate compliance with/achievement of the maternity safety actions meets standards as set out in the safety actions and technical guidance document and that the self-certification is accurate. 

West Hertfordshire Hospitals NHS Trust

Tab 22 Maternity NHSR year 4 update

227 of 335Trust Board Meeting in Public 2 February 2022-02/02/23



 

 
 

 
 

Title of the paper: Mortality and Learning from Deaths Quarter 2 2022/23 

 

Agenda Item: 23 

Presenter: Dr Mike van der Watt, Chief Medical Officer 

Author(s): Deborah Wadsworth, Senior Business Manager 

Purpose: 
 

Please tick the appropriate box  

For approval 
 

 For discussion  For information 

  ✓ 
 

Executive 
Summary: 
 

The purpose of this report is to provide the Trust Board with an update on Trust 
mortality and learning from deaths over the quarter 2 period of 2022/3. 
 
The latest Dr Foster intelligence report, (October 2022) spans the data period June 

2021 to May 2022.  Learning from deaths data spans 1 July 2021 – 30 September 

2022. 

 

HSMR is reported as 96.3, which is within the as expected range. SHMI is reported as 

94.53, which is also within the expected range and SMR (all diagnosis) at 93.9 is 

lower than expected. 

 

There are 2 outlying diagnosis groups; 

• Complication of device, implant or graft  

• Urinary tract infections  

 
No avoidable deaths were identified in the quarter through the structured judgement 
review process and Medical Examiner scrutiny of cases for both community deaths 
and trust remains consistently at 100%. 
 

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 

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

sustainable care? 

Trust Board Meeting 
2 February 2023 
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enquiry: 
 

☐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 

Quality Committee 15/12/22 
 

Action required: 
 

The Board is asked to receive this report for assurance on Trust mortality and 
learning from deaths scrutiny 
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Agenda Item: 23 
 

Trust Board Meeting– 2 February 2023 
 
Title of paper Mortality and Learning from Deaths Quarter 2 2022/23 

 
Presented by: Dr Mike van der Watt, Chief Medical Officer 
 

1. Purpose  
 

1.1 This paper aims to provide a review of trust mortality and related workstreams across 

quarter 2 2022/23 and to provide an update on current position 

  

1.2 The last Mortality Review Group meeting was held on 29 November 2022.  

 

2. Background 

 

2.1 The Trust has a consolidated system for the analysis of mortality.  This system 
includes: 

➢ Examination of monthly mortality reports (produced by Dr Foster) 
➢ Specialty mortality and morbidity meetings 
➢ Trust mortality review group meetings 
➢ Structured judgement review by trained Consultant reviewers 
➢ Medical Examiners who scrutinise deaths at time of Medical Certification of Death 
 

2.2 It allows close scrutiny of mortality trends, highlights outlying groups, when they arise 

and triggers review to determine influencing factors, including poor care; this provides 

an opportunity to learn from deaths and make changes to reduce future risk. 

 

 

3 Mortality metrics 
 

  3.1 (Taken from October 2022 Dr Foster update which encompasses data from June     

2021 – May 2022) 

 

• HSMR is 96.3 and within the as expected range.  
• SHMI is 94.53 and within the expected range.  
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• SMR is 93.9 and within the lower than expected range 

 
 

3.2 Overall quantitative performance (the metrics) 
 

3.2.1 HSMR 
 

a) Chart 1 HSMR rolling 12 months (last point is May 2022)  
 

 

 

b) Chart 2 Peer comparison  

The Trust is 1 of 4 Trusts within the East of England peer group of 14 with an HSMR in 
the ‘as expected’ range.  
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3.2.2 Chart 3 SHMI Last available 3 years (last data point Q2 2021/22)  

 

3.2.3 In conclusion, the metrics of HSMR (The Hospital Standardised Mortality Ratio is the 
ratio of observed deaths to expected deaths for a basket of 56 diagnosis  groups, 
which represent approximately 80% of in hospital deaths and SHMI demonstrate no 
excess of risk adjusted deaths overall in the 12 month period in the disease groups 
defined by them.  

 
 

3.3 Outlying SMR and HSMR diagnoses 
 

3.3.1 The standardised mortality ratio (SMR) is the ratio of observed deaths to expected 
deaths with a specific diagnosis where expected deaths are calculated for a typical 
area with the same case-mix adjustment. 
 

3.3.2 The October Dr Foster report highlighted 2 outlying groups:  
 

• Complication of device, implant or graft (17 deaths of which 2 are new) A 
consultant coder review has taken place and of 7 cases in the scope of the 
review, only 1 was subject to a revision in primary diagnosis. 
  

• Urinary tract infection (58 deaths of which 2 are new) Dr Foster has 
recommended that 1 of the 2 new cases be reviewed as the death was 
considered unexpected. The outcome of this review will be reported at the 
next Mortality Review Group meeting. 

 

4 Structured judgement review (SJR) 
 
4.1 Between 1 July 2022 and 30 September 2022, 17 referrals for structured judgement 

review were made. During the quarter 14 completed reviews were received back 

from consultant reviewers, with overall care scores ranging from 2 to 5. Of the 14, 3 

scored a 5 (excellent care) 6 scored a 4 (good care), 3 scored a 3 (adequate care), 

and 2 scored 2 (suboptimal care) .  
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4.2 Chart 4 SJR care scores for quarter 2 2022/23 

 

 

 
 

 

 

4.3 Chart 5 potential avoidability of death for quarter 2 2022/23 
 

 5 cases were reviewed by the tier 2 avoidability panel  

 

 
 

 
 
 
 
 

 In conclusion there were no cases considered potentially avoidable (scoring 3 or 

less). 
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4.4 Chart 6 reasons stated for SJR referral for quarter  

 
 

 
 
 

4.5 SJR themes and learning 

4.5.1 There is an agreed governance process for SJR. In summary, completed SJRs are 

shared with Clinicians by disseminating all completed SJRs at Divisional level 

dissemination of completed SJRs to individual specialities for review and feedback of 

local implementation of actions.  Reviews of learning disability deaths are shared with 

the LeDeR team and themes are starting to be collated and reported at Trust 

Mortality Review Group by the Safeguarding Clinical Lead. Medical Examiners also 

receive the completed SJR if they have originally referred the case.  

4.5.2 No new themes have been identified 

 

5 Medical Examiner Service  

5.1 Medical examiner scrutiny of cases for both community deaths and trust remains 

consistently at 100 % 

5.2 The community roll out programme remains on target for completion in April 2023 

with continual on boarding of GP practices each month with the current status at 64% 

GP surgeries. 

5.3 ME scrutiny of hospice deaths is working well. 

5.4 The regional Medical Examiner and regional Medical Examiner Officer visited our 

Medical Examiner department by ‘TEAMS’ on October 5th as part of a routine 

schedule and to learn how our community roll out is developing. The meeting went 

well and they are satisfied with our progress to date. 
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5.5 We participate in the ICS /B Medical Examiner meetings on a regular basis and the 

three trusts are all at different stages of the community roll out 

 

6     Next steps 
 

6.1 Next steps planned include: 
 

• Continue to implement the roll out of the Community Medical Examiner Service. 

• New CD for Clinical Governance, with leadership responsibility for structured 
judgement review to take up post 

 
 

7       Risks 
 

7.1  None identified. 
 

 

8 Recommendation  
 

8.1   The Trust Board is asked to note the report for information and assurance.  
 

Name of Director  
 
Dr Mike van der Watt, Chief Medical Officer 

Date: 12 January 2023
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Title of the paper: End of Life Care Annual Report 2021 -22 

Agenda Item: 24 

Presenter: Tracey Carter, Chief Nurse 

Author(s): Michelle Sorley, Macmillan Lead Nurse  

Purpose: 
 

Please tick the appropriate box  

For approval 
 

 For discussion  For information 

          √ 
 

Executive 
Summary: 
 

This report provides the Trusts progress in relation to the Trust End of Life Care 
Strategy 2021-2024.  
 
The key points for the group: 
 

• Covid had a significant impact on the Trust over this reporting period April 
2021-March 2022.  The End of Life team have continued to adapt and adopt 
practices to enable us to deliver safe and compassionate care whilst 
recovering from the pandemic. 

 

• During this period there was a CQC Transitional Monitoring Call related to 
End-of-life care which the team were involved in, as part of this process a gap 
analysis was completed in relation to the Key Lines of Enquiry (KLoE).  

 

• The National Audit of Care at the End of Life 2021 (3rd round) was undertaken 
in October 2021 and formally published in July 2022.  As a Trust we scored 
higher than the national average in 9 out of 11 sections and lower than 
national average in 2 which are related to the 5 Priorities of Care.  

 

• During this reporting period there has been a decrease in the number of 
complaints related to EoLC compared to previous years. 

 

• End of Life Care training has continued as a hybrid method both formally and 
informally virtually as well as face to face. Targeted work continues to ensure 
the Divisions meet compliance. 

 

• At the end of this reporting period there are three End of Life Care risks were 
on the Risk Register, one related to the insufficient establishment of palliative 
care consultants; this will be removed in April following successful recruitment. 
Second is regarding aspects of non-compliance with Do Not Attempt 
Cardiopulmonary Resuscitation (DNACPR) form completion and this is in the 
process of being reviewed following the implementation of Cerner our 
Electronic Patient Record system (EPR). The most recent addition is related to 
the security of the Mortuary following new NHSEI guidance.  

 

• There have been no serious incidents related to EoLC or reportable Human 
Tissue Authority (HTA) incidents during this period.  

 

• There has been a continued emphasis on improving care for patients with a 
learning disability, the SPC team, the safeguarding team and the Health 
Liaison Team have worked collaboratively to support these patients on 
admission to the Trust.   

 

Trust Board  

2 February 2023  
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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   
 

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 

Compassionate End of Life Care Panel  17th November 2022 

Quality Committee  15th December 2022 

Quality Safety Group  17th January   2023  
 

Action required: 
 

The Trust Board is asked to receive this report for information and assurance 
on the progress made in implementing the Trust End of Life Care Strategy 
2021-2024. 
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Agenda Item: 24 
 

Trust Board Meeting: 2 February 2023  
 
End of Life Care Annual Report 2021-2022 
 
Presented by: Tracey Carter, Chief Nurse  
 

1. Purpose  
 

1.1 The report provides a review of progress against the End-of-Life Care Strategy 2021-2024 
and our local priorities. 
 
 

2. Background 

 
2.1 The Trust’s End of Life Strategy 2021-2024 updates the vision and ambitions for End of Life 

Care in West Hertfordshire Teaching Hospitals NHS Trust (WHTH). This was informed by 
the Ambitions for Palliative and End of Life Care: a national framework for local action 
2015-2020 and the earlier NHS End of Life Care Strategy. As a Trust we deliver End of life 
care in line with the 5 priorities of care set out in “One Chance to get it Right” Leadership 
Alliance for Care of Dying People (2014):  
 
Caring for people nearing the end of life is one of the most important things we do in 
hospital for our patients and their loved ones.  It is everyone’s responsibility to deliver the 
best care for patients at the end of their lives.  
 
This reporting period 2021-2022 has been slightly challenging due to recovering from a 
pandemic. As a Trust we have had to adopt, adapt and abandon practices to enable us to 
deliver the best care, support our patients, their relatives as well as our staff whilst dealing 
with a pandemic.   

 

3. Discussion  

 
3.1 End of life care has been supported by all Divisions within the Trust through membership of 

the Compassionate End of Life Panel which has continued to meet remotely during this 
period. 
 
As a wider end of life team we have continued to adapt and adopt good practices to enable 
us to deliver the best care, support our patients, their relatives as well as our staff during 
this period of recovery; examples of this include the shared heart initiative and the use of 
Ipads to enable our patients and families keep in touch if they are unable to visit. 
 
There has continued to be a significant increase in the number of patients referred to the 

specialist palliative care team with a total of 1655 referrals received with 1431 of these new 

patients to the team and 224 referrals for already known to the team. This equates to an 
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increase of 15% from the same period in 2020. The team continue to support more patients 

with non-malignant disease than a cancer diagnosis respectively 55% and 45%.  

Patient affairs have continued to see an increase in the number of deaths that have been 

processed, with 1748 deaths recorded. Each year there has been an increase in the 

number of deaths the service processes. The team have continued to manage and support 

our families with the relevant documentation that they require within 1 day after death and 

this has been sustained throughout.  

Referrals to the Coroner continue via an online portal, this was introduced in the first wave 

of the pandemic due to the increased number of deaths. This has improved communication 

between the medical teams and the Coroner as this service is active 365 days a year and 

referrals can be completed out of hours thus ensuring referrals are processed promptly 

reducing unnecessary delay to bereaved families. 

The Trust participated in the National Audit of Care at End of Life (NACEL) 2021 (third 

round). Its aim is to improve the quality of care for people at the end of life in acute, mental 

health and community hospitals. It monitors progress against the five priorities of care as 

set out in One Chance to Get it Right 2014 (Leadership Alliance for the Care of Dying 

People), NICE Guidance (NG31) and Quality Standards (QS13 and QS144). It enables us 

to benchmark the Trust against other acute hospitals that have participated and also 

informs part of our work plan. As a Trust we scored higher than national average in 9 out of 

the 11 sections and scored lower in 2 sections. The two areas in which we scored lower are 

meeting the needs of families and others and families and others experience of care. These 

areas are being addressed as priority. The national results were published formally in July 

2022.  

Complaints remains a key priority for the trust to improve the experience of our patients and 

to improve the care and service we provide. We recognise the importance of analysing and 

responding to feedback we receive especially in the form of complaints.  

A bimonthly report encompassing all EoLC complaints is submitted to the CEoLCP which 

details all complaints related to end-of-life care and also for completeness contains 

complaints where the patient has passed away but does not specifically concern EOLC. 

This report is discussed and learning opportunities are identified and acted upon. The 

number of complaints over this period has decreased.  

  

During this reporting period there was no specific inspection or review for End of life Care 

however a CQC Transitional Monitoring Approach (TMA) call took place in October 2021. 

As part of this review a gap analysis was undertaken in relation to the Key Lines of Enquiry 

(KLoE). 

 

4. Risks  
 
4.1 The End of Life risk register is discussed at the CEoLCP meetings and actions are 

monitored.  The risks sit as part of the Divisions risk registers and are reviewed at regular 
intervals with our Clinical Governance Lead for Surgery, Anaesthetics & Cancer.  
At the end of this reporting period the following three risks are on the risk register.  

 

Risk  Ref 

No. 

Progress  

Failure to meet the National Palliative 

Care Guidance for Consultant 

3926 Locum consultant employed for 2Pas per week 

until September 2021 so clinical Consultant 
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establishment cover 3 days at WGH. Successful interviews 

held in December for substantive post. 2 x part 

time Consultants commence in April 2022.  

Aspects of Non-compliance with Do Not 

Attempt Cardiopulmonary Resuscitation 

3710 QI task and finish group established, new 

DNACPR forms developed, training staff on the 

new forms and snapshot audits undertaken by 

the team.  

Mortuary security risk in line with new 

NHSEI Guidance  

 Work commenced in November 2021 to 
increase the security of the mortuary which 
included upgrading of CCTV, swipe card access 
was installed along with installation of intruder 
and panic alarms. 

 
 

5. Recommendation  
 

5.1 The Trust Board is asked to receive this report for information and assurance on the 

progress made in implementing the Trust End of Life Care Strategy 2021-2024. 

 

 
Name of Director: Tracey Carter, Chief Nurse  
Date:  January 2023  
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1.0 Introduction  
 
 
Caring for people nearing the end of life is one of the most important things we do in hospital for 
our patients and their loved ones.  It is everyone’s responsibility to deliver the best care for patients 
at the end of their lives.  
 
The Trust vision is to deliver the very best care for every patient and for patients at the end of their 
lives the aim is to deliver the care they want, where they want it and when they want it during their 
life and after death for themselves and their family/carer(s) delivered by competent, confident and 
compassionate professionals.  
 
This report provides evidence and assurance that the organisation has continued to show 
commitment to our patients to deliver the highest quality, timely, effective, individualised care to 
the best of our ability during the Covid-19 pandemic as well as ensuring that families were also 
supported during what was a very challenging and traumatic period. 
 
This 2021-2022 report is the inaugural annual report which relates to the updated Trust End of Life 
Care Strategy 2021-2024.  
 

2.0 Background 

 
This report reflects the period April 2021 – March 2022 which has continued to be difficult due to 

the ongoing pandemic and the number of challenges faced by the National Health Service (NHS) 

as a whole as we attempt to recover our services. As a Trust we have continued to adopt, adapt 

and abandon practices to enable us to deliver the best care, support our patients, their relatives as 

well as our staff whilst dealing with a pandemic. 

 
As an organisation we aim to deliver End of life care in line with the 5 priorities of care set out in 
“One Chance to get it Right” Leadership Alliance for Care of Dying People (2014): 

 
1. The possibility that a person may die within the next few days or hours is recognised and 
communicated clearly, decisions made and actions taken in accordance with the person’s needs 
and wishes, and these are regularly reviewed and decisions revised accordingly  

 
2. Sensitive communication takes place between staff and the dying person, and those identified 
as important to them.  

 
3. The dying person, and those identified as important to them, are involved in the decisions about 
treatment and care to the extent that the dying person wants. 

 
4. The needs of families and others identified as important to the dying person are actively 
explored, respected and met as far as possible.  

 
5. An individual plan of care, which includes food and drink, symptom control and psychological, 
social and spiritual support, is agreed, coordinated and delivered with compassion.  
 
Throughout this pandemic end of life care has continued to be supported by all divisions within the 

Trust through membership of the Compassionate End of life Care Panel, which continued to meet 

remotely and has been chaired by the Chief Nurse who is the Executive Lead for End of Life Care. 
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3.0 End of Life Care Leadership and Accountability 

 
We have had continued support from our Trust Chief Nurse who is the Executive Lead with 
responsibility for end of life care and is the Chair of the Trust Compassionate End of Life Care 
Panel (CEoLCP) and from the Trust Board with the designation of a non-executive director for End 
of Life Care. The Trust Medical Director is the Executive Lead for Learning from deaths. 
 
The CEoLCP continues to oversee all end of life care work across the Trust; this has continued to 
meet bi-monthly with representation from all Divisions. 
 
The panel reports end of life activity to the Quality and Safety Group (QSG) and through the 
integrated performance report (IPR) to the quality sub-committees of the Trust Board and also the 
Trust Board IPR.   
 
Our Clinical Lead Mr Arbuckle, one of our Colorectal Consultant Surgeons and Chair of the 
Operational End of Life Care Steering Group which reports into the CEoLCP stood down in 
November 2021 and the recruitment process for his replacement is underway. 

 
This annual report on the End of Life Strategy’s progress is submitted to Quality & Safety Group, 
and the Quality Committee to give assurance to the Trust Board and agreement to present to the 
Trust Board for publication on the trust website. 
 

4.0 End of Life Strategy 2021-2024 
 
Due to the challenges and the pressures of the pandemic there was a delay in the launch of the 

updated Trust Strategy 2021-2024 and this took place at the end of the recent financial year. 

 

The Trust Strategy updates the vision and ambitions for End of Life Care in West Hertfordshire 

Teaching Hospitals NHS Trust (WHTHT). It was informed by the Ambitions for Palliative and End 

of Life Care: A national framework for local action 2015-2020 and the earlier NHS End of Life Care 

Strategy and takes into account the progress that has been made since the implementation of the 

Inaugural Strategy 2016-2019. 

 

The Trust vision is to deliver the very best care for every patient every day; and for patients at the 

end of their lives the aim is to deliver the care they want, where and when they want delivered by 

competent, confident and compassionate professionals. 

 

The Strategy covers all those under the care of the trust who are at the end of their lives, their 

carers, family members and others who are close to them. This includes care given in 

bereavement. It is applicable to all trust employees. Delivery applies to anyone, irrespective of their 

age, their gender, their race, their religion, their sexuality or whether they have a disability or 

sensory impairment. 

 

The National framework is based on six ambitions for locally delivered care which are: 

 

Each person is seen as an individual 

Each person gets fair access to care 

Maximising comfort and wellbeing 

Care is coordinated 

All staff are prepared to care 

Tab 24 Annual Report for End of Life Care

245 of 335Trust Board Meeting in Public 2 February 2022-02/02/23



5 | P a g e  
 

Each community is prepared to help 

 

The local priorities that we have identified will help us achieve the national ambitions for end of life 

care. As a Trust we will measure our success in delivering this three year strategy against the 

achievement of our six ambitions and local priorities. These are recorded on the Trust wide End of 

life care work plan which is monitored by the CEoLCP  

Table 1 below provides a breakdown of the National Ambitions and our progress in relation to them, 

Appendix 1 provides further evidence in implementing them  

 
Table 1: 
 

National Ambitions  Local Priorities  Progress  

Each person is seen 
as an individual  
 

• Strengthen the use of 
Treatment Escalation Plans, 
DNACPR forms and Advance 
Care Plans (ACP) and the 
Individualised plan of Care 
for the Dying Person. 

 

Work in place following 

implementation of EPR across the 

Trust  

 
Each person gets 
fair access to care 
 

This is a locality wide aim to 
ensure that everyone gets fair 
access to care. 

Work is being undertaken across the 

locality in relation to addressing the 

issues of inequalities e.g. due to 

homelessness, ethnicity, patients 

with learning disabilities, dementia, 

as well as non-malignant long term 

conditions. 

 

Maximising comfort 
and wellbeing 
 

Review and update the 
Individualised Plan of Care for 
the Dying Person 
Refine the way that the Trust 
identifies carers needs 
Explore possibilities to improve 
the environment for patients 
and families  

Work in place to have an electronic 

care plan in place following 

implementation of EPR across the 

Trust Carers Lead now in place and 

all appropriate patients are referred.  

Submission to NACEL is due by 

October 22This is ongoing work in 

relation to new Hospital 

development  

Care is coordinated 
 

To have improved more widely 
utilised method of data sharing 
across providers by 2025 

This piece of work has been put on 
hold due to COVID although we are 
able to share some data across the 
locality as we have access to 
EPaCCS (Electronic Palliative Care 
Coordination System  

All staff are prepared 
to care 

For 95% of patient facing staff 
to have EOL care training as 
measured monthly as part of 
the Divisional IPRs 
 
Increase the hours from first 
recognition of potential 
imminent death to time of death 

The number of staff across the Trust 
trained in end-of-life care has 
increased.  
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from 43 hours (NACEL 2018 
activity produced in April 2019) 
to 74 hours by end of 2024. 
 
By 2022 the Trust will have an 
EOL care champion on each 
ward 
 
 

 
 
 
This work is in its infancy however it 
is an important objective for our new 
Educator when she commences in 
post  

Each community is 
prepared to help 
 
 

Develop the Rose Volunteer 
Service  
 
 
 
Develop the Bereavement 
service offered by the Trust. 
By 2025 the Trust will have 
increased its bereavement 
support by ensuring every 
bereaved family receive a 
phone call 6 weeks after the 
death to reiterate the 
bereavement 
 
 

Funding approved for 12 months for 
a Pastoral Care Coordinator. 
Volunteer recruitment taking place 
this was on hold due to Covid 
restrictions 
 
This is ongoing work, a 
bereavement card is sent to next of 
kin, an annual memorial service is 
held in November 
 

 
 
 
 
 

4.1 End of Life Care Work Plan  

 
A Trust End of Life Care work plan is in place which underpins and leads the activity across the 

Trust with progress against these actions monitored and reviewed bimonthly at the End of Life 

Operational Meeting chaired by our Clinical Lead. The work plan is overseen, monitored and 

reviewed by the Compassionate End of Life Care Panel. 

Due to the challenges of the pandemic unfortunately we have not managed to progress these 

actions as much as we had wished so these are key priority for 2022 -23 following the launch of 

our updated Strategy. Appendix 1 as mentioned above relates to the progress against our 

Measures of Success and achievements of the team can be found in Appendix 2.  

 

5.0 Governance  
 

5.1 Inspections 

 

During this reporting period there was no specific inspection or review for End of life Care however 
key members of staff participated in a Care Quality Commission (CQC) Transitional Monitoring 

Approach (TMA) call in October 2021. Prior to the review a gap analysis was completed in relation 
to the Key Lines of Enquiry (KLoE) which was shared with all members of the Compassionate End 
of Life Care Panel. 
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 5.2 Audit  

5.2.1 National Audit of Care at End of Life (NACEL) 
 

During this reporting period the Trust participated in the National Audit of Care at the End of Life 

(NACEL) (third round) this was completed in October 2021. This round was deferred from 2020-

21 due to the COVID pandemic, it was agreed by the funders for this to take place in 2021-22 as 

it would provide evidence on end of life care delivery in a pandemic at a national level.  

 

A bespoke Trust infographic was published in May 2022 (Appendix 3) and the national report has 

been published formally in July. The aim of the audit is to improve the quality of care for people at 

the end of life in acute, mental health and community hospitals.  

 

This audit monitors progress against the five priorities of care as set out in One Chance to Get it 

Right 2014 (Leadership Alliance for the Care of Dying People), NICE Guidance (NG31) and Quality 

Standards (QS13 and QS144). It enables us as a Trust to benchmark ourselves against other 

acute hospitals that have participated. 

 
This third round was a 4-part audit which was different to previous years consisting of:  
 

a) An organisational level audit (T). 

 

b) A Case Note Review (CNR) of 40 deaths in total for 20 consecutive deaths in specific weeks in 

April 2021 and in May 2021 including Category 1 deaths (it was recognised that the patient may 

die, whether or not life sustaining treatment was given in parallel to end of life care) and Category 

2 deaths (the patient was not expected to die). Sudden deaths (deaths in Accident and Emergency 

Departments, deaths within 4 hours of admission to hospital and deaths due to a life-threatening 

condition caused by a catastrophic event) were excluded from the audit. 

 

c) A Quality Survey (QS) was designed to collect feedback from those close to the person who had 

died on their experience of care provided and the support they received at the end of life. In contrast 

to the first round (2018/19) the Quality Survey was not linked to the case note review in order to 

increase uptake. Invitations were sent to all those bereaved between April 1st and August 31st 2021 

inviting them to participate in the survey to enable us to collect feedback from those close to the 

person who had died on their experience of care provided. As a Trust 72 quality surveys were 

returned out of 360 surveys sent out which equates to a 20% return rate, this was significantly 

higher than our 2019 return.  

 

d) Staff Reported Measure (SRM) The Staff Reported Measure was a new element. This was a 

survey aimed at members of staff both clinical and non-clinical who were most likely to come into 

contact with dying patients and those important to them. The survey asked questions pertaining to 

staff confidence and experience in delivering care at the end of life. This element was optional for 

Trusts, due to the impact that COVID-19 has had on staff morale and exhaustion. Staff completed 

an online questionnaire using a link or by scanning a QR code. The responses were automatically 

linked to our Trust submission and all responses were anonymous. 

The key themes -   

• Recognising the possibility of imminent death 

• Communication with the dying person 
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• Communication with families and others 

• Involvement in decision making  

• Individualised plan of care 

• Needs of families and others 

• Families and others experience of care 

• Governance 

• Workforce/specialist palliative care 

• Staff confidence  

• Staff support  

• Care and culture  

 

 As a Trust we scored higher than the national average in 9 out of 11 sections which are related to     

the five priorities of care and other key issues. The key findings infographic can be found in 

appendix 4. 

 

• Communication with the dying person (CNR) 

• Communication with families and others (CNR) 

• Involvement in decision making (CNR) 

• Individualised plan of care (CNR) 

• Governance (T) 

• Workforce/specialist palliative care (T) 

• Care and culture (SRM) 

• Staff support (SRM) 

• Staff confidence (SRM) 

 

 

The areas where we as a Trust scored lower than the national average are in meeting:  

 

• Needs of families and others (QS) 

• Families and others experience of care (QS) 

 

These areas are being addressed as part of the Trust EoLC agenda as managed in relation to 

Trust Reputation and quality of care provided to our patients.  

 

 

5.3 Risk Register   

 

The End of Life risk register is discussed at the CEoLCP meetings and actions are monitored.  The 

risks sit as part of the Divisional risk register and are reviewed at regular intervals with our Clinical 

Governance Lead for Surgery Anaesthetics and Cancer.  

  

One risk was added to the End of Life Care risk register during this period and this related to the 

Mortuary security in line with the new NHSEI Guidance issued in October 2021. Therefore at the 

end of this period three risks are recorded however Risk 3926 will no longer be applicable from 

April 2022 as Substantive Consultants in Palliative Medicine will join the Trust and Consultant cover 

will be available 5 days per week.  
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Risk 3710 will be reviewed following the implementation of the Electronic Patient Records system 

(EPR).  

 

Table 2 Risk Register    

Risk  Ref 

No. 

Progress  

Failure to meet the National Palliative 

Care Guidance for Consultant 

establishment 

3926 Locum consultant employed for 2Pas per week 

until September 2021 so clinical Consultant 

cover 3 days at WGH. Successful interviews 

held in December for substantive post. 2 x part 

time Consultants commence in April 2022.  

Aspects of Non-compliance with Do Not 

Attempt Cardiopulmonary Resuscitation 

3710 QI task and finish group established, new 

DNACPR forms developed, training staff on the 

new forms and snapshot audits undertaken by 

the team. 

Mortuary security risk in line with new 

NHSEI Guidance  

 Work commenced in November 2021 to 
increase the security of the mortuary which 
included upgrading of CCTV, swipe card access 
was installed along with installation of intruder 
and panic alarms. 

 

 
5.4 Complaints  

 

It remains a key priority for the trust to improve the experience of our patients and to improve the 

care and service we provide. We recognise the importance of analysing and responding to 

feedback we receive especially in the form of complaints. 

 

The Patient Advisory Liaison Service (PALS) and the Complaints Manager produce a joint report 

encompassing all EoLC complaints and PALS enquiries related to end of life. This report is a 

standing agenda item at the Compassionate End of Life Care Panel and any key learning 

opportunities are identified and acted upon promptly.  

 

Table 3 below shows the number of complaints received per division classed primarily as relating 

to End-of-Life Care. 

 

Although there were more complaints after patients died in this year, these were not primarily 

classed as being EoLC complaints, as they did not specifically voice concerns regarding the care 

provided. The complaints received often raised a wide range of concerns, these are also brought 

to the CEoLCP to ensure that no complaints are inadvertently missed, these are shown for 

completeness in Table 4.  

 

Table 5 shows the key themes of complaints relating to end-of-life care by division. 
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Table 3: Breakdown of the number of complaints received (per division) which are classed 

as primarily relating to End-of-Life Care.  

 

 

 
 

 

As a Trust we received eight formal complaints in which end of life care was a factor, in the period 

of April 2021 to March 2022. This was a decrease of seven against the same reporting period in 

2020/21. The complaints cover a wide range of concerns within them, covering all aspects of 

patient care, treatment, and communication. The numbers of complaints remain small and account 

less than 2% of all complaints received.  

 

 

Table 4: Total number of complaints received where the patient has died 
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Table 5: Main complaint themes across complaints where patient has died 

 

 

Due to the limitations of the current Datix database used to record complaints, at present only one 

main complaint theme can be recorded, it is also not always possible to draw any significant themes 

or trends due to the low number of EoLC complaints; however with the imminent introduction of a 

new Trust updated system it will be possible to record multiple themes.  

 

 

The number of complaints received by the Trust for this reporting period has significantly reduced 

compared to previous years with a total of 48 complaints in which the patient had passed away 

received compared with the previous period total off 88.  
 

Collaborative working with the Complaints Manager, the Patient Advice and Liaison Service 

(PALS) and the Macmillan End of Life Care Educator as well as across all divisions has continued 

throughout this period, enabling us to identify areas of learning to improve care by teaching. 

changing practice and sharing these across the Trust. 

 

6.0 Palliative Care  
 

As we continue to “recover” from the COVID period the Specialist Palliative Care team have 

continued to adapt and adopt the lessons we learnt to enable our end of life patients to be 

supported on the wards as well as continuing to support our staff. 

Over this period the Specialist Palliative Care team (SPCT) have received a total of 1655 referrals 

1431 new patient referrals and 224 referrals for patients previously known to the team. This 

compares with a total of 1463 referrals to the team for the same period in 2020-21 which equates 

to a 15 % increase and reflects the increased activity of the SPC team which has continued post 

pandemic. The number of referrals for patients with a non-malignant condition over the reporting 

period equates to 55% compared with 53% (20-21) and 45% compared with 47% (20-21) for 

patients with a malignancy. Table 6 shows a line chart to show month on month (year on year) 

trends. 
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The team continue to provide symptom control advice and psychological support to those patients 

that need it the most. They ensure that patients have choices by undertaking Advance Care 

Planning conversations and ensuring that these are documented. The team also provide support 

to our Clinical staff in caring for our patients by providing both formal and informal education 

sessions, advising them re symptom control and also in managing difficult situations. The team 

support our patients, staff and families 7 days a week.  

 

The importance of good communication is integral in palliative and end of life care. This became 

even more evident during Covid when no visitors were allowed into the hospital. This meant 

families and carers were unable to visit and spend time with their loved ones whilst they were dying 

nor able to say their goodbyes in person. The team obtained an Ipad from the patient experience 

team at the beginning of Covid which enabled them to facilitate video calls on the wards between 

patients and their families and carers, this has continued and has been greatly appreciated by 

families especially if not able to visit due to distance and/or restrictions on visiting.  

Often the team will also help support staff who are having to have very difficult conversations with 

families and carers over the telephone. The team have been pivotal in developing guidelines on 

how best to break bad news. 

Discharge planning for end of life and palliative patients was initially very challenging due to covid 

restrictions. The Palliative Care Discharge Liaison Nurses (PCDLN) have continued to do 

invaluable work helping those patients who were thought to be imminently dying achieve their 

wishes, by undertaking fast track continuing health care funding applications and securing care 

packages, equipment, nursing homes or Hospice places when appropriate. The PCDLNs continue 

to work very closely with the Trust Integrated discharge team and with the Health and social care 

providers in the community to try and ensure patients and families had a choice regarding their 

discharge destination whether it be Hospice, Home, Nursing Home or Residential Home. 

To understand where the patient would like to be cared for/their preferred place of death the team 

ensured that patients had a choice by undertaking Advance Care Planning conversations with them 

and ensuring that their preferred place of death (PPD) was documented.  

 

The number of patients, known to the SPC team who had an Advance Care Plan (ACP) in place 

and a recognised PPD documented has remained static at 99% our aim by 2019, was for 90% of 

appropriate patients to have an advance care plan in place and if preferred place of death was not 

achieved 100% of patients to have reason documented. Both these aims have been achieved for 

this reporting period.   

 

  

 

 

 

 

 

 

Key Achievement  

• 99% of all appropriate patients known to the SPC team had a preferred place of death 

documented and if the patient did not achieve their PPD the reason for this was 

documented for 100% of our patients 
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Table 6: Number of monthly referrals for the reporting period year on year trends.  

 

 

 

 6.1 Establishment  

 

In April 2021, the Specialist Palliative Care Team welcomed a Band 4 Palliative Care Support 

Worker. This is a new role developed to support mostly our patients who are receiving end of life 

care within the Trust, along with their families/carers and our ward staff and to support the work of 

the CNSs. This role has integrated well.  

 

Additional funding was sourced and has been allocated to recruit an additional Band 6 Palliative 

Care Discharge Liaison Nurse to enable the team to support more palliative care patients and their 

families through the discharge process and include ensuring Advance Care Plans (ACP) are in 

place when appropriate. Following successful recruitment the post holder commenced in July 

2021. 

 

As a Trust, we continue to work collaboratively with our local hospices. Two of our Palliative Care 

Consultants are also the Medical Directors of Hospice of St Francis in Berkhamsted and of the 

Peace Hospice in Watford respectively.  

 

A business case was approved for a Palliative Care Consultant in 2018. Unfortunately, despite 

several recruitment campaigns we were unable to recruit to this post. As an interim measure, a 

Palliative Care Consultant from a neighbouring Trust provided us with 2 programmed activities 

(PAs) per week until October, thus ensuring ward based consultant cover for 6 PAs per week. The 

recruitment process was recommenced for our substantive post and we successfully recruited two 

part-time Consultants who will provide 12 Pas and are due to commence in April 2022.  

 

The SPC team provided a face to face service on 355 days out of a possible 364 days (97.5%). 

The days not covered were due to factors such as staff sickness, covid isolation and bereavement 

leave. Wherever possible the Specialist Palliative Care Team tried to ensure that a Clinical Nurse 

Specialist was in the hospital at least one day every weekend. When no CNS was available, ward 

staff had access to a 24 hour telephone advice line which is available in this locality for 

professionals as well as patients and their carers. This advice line also enables our staff to seek 

palliative care advice when the team are not on duty if required, therefore ensuring our patients 

receive the care and treatment that is required in a timely manner especially out of hours. 
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It is recognised nationally that only 60% of Trusts provide a 7 day service (National Audit of Care 

at the End of Life 3rd round). 

 

Key Achievement 

• A seven day face to face Specialist Palliative Care Service was provided 355/364 

days which equates to 97.5% 

• As a Trust we provide a seven day service – 40% of Trusts nationally do not. 

  

6.2 SPC and Health Liaison Team  
 

The SPC team and the Health Liaison Team (HLT) who care for patients who have Learning 

Disabilities (LD) both in Hospital and the community have always worked well together and this 

has been enhanced by the pandemic. It was highlighted at the beginning of the pandemic that 

wards were not always referring patients with Learning disabilities to the SPC Team in a timely 

manner, therefore practice was changed to enhance the care of these patients and joint 

assessments undertaken ensuring that there were clear plans of care, and that reasonable 

adjustments were made for these patients. Together with the HLT, the SPC Team helped to have 

difficult conversations with LD patients many of whom had contracted Covid and some who were 

dying from the virus. This was so important at a time when patients were very frightened and in an 

alien environment often without family or carer support. This is one of the areas of good practice 

that has been adopted and adapted.  

 

Key Achievement: 

• Continued collaborative working with the Acute Health Liaison team in supporting our 
patients with learning disabilities at end of life across all Divisions. 
 

 

7.0 Resuscitation Team  
 

The Resuscitation Team continue to work towards increasing the current establishment of 4.8 WTE 

by 1.2 WTE to reflect the Resuscitation Council (RC) UK recommendations 2020: 

• One resuscitation officer per 750 clinical staff 

• The Lead Resuscitation Officer’s hours to be in addition to the recommended resuscitation 

officer hours to manage the team, monitor quality and to promote service improvement.  

 

In relation to end of life care, the team has made the following contributions: 

• Maintained the audit of peri-arrest and cardiac arrest calls to identify where there may have 

been missed opportunities to either escalate a patient’s care or consider ‘Do Not Attempt 

Cardiopulmonary Resuscitation (DNACPR) decisions. Data from this audit is routinely 

presented to the Resuscitation Panel and shared with the Deteriorating Patient Panel and at 

relevant divisional governance meetings. Training and education regarding recognition of the 

deteriorating patient and timely DNACPR decisions continues to promote the best care for 

every patient.  
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• The resuscitation team will be sharing this data with the Quality team since the introduction of 

standardised data presentation format (SPC charts) across the Trust. 

• The new Electronic Patient Record (EPR) pathway does not match West Hertfordshire 

Hospitals NHS Trust current policy, which states a Treatment Escalation Plan (TEP) should 

be completed for every patient admission. This has been reviewed and the Resuscitation 

Panel and Chief Clinical Information Officer for EPR felt an additional mandatory task would 

not be effective. An admission proforma has been drafted which will prompt consideration of 

DNACPR status and subsequent completion of a TEP as appropriate.  

• We recognised the new documentation was not aligned with the current resus policy therefore  

collaborative conversations with the Royal Free, Barnet and Chase Farm Hospitals have taken 

place with the intention of aligning EPR with both Trust Resuscitation policies.  

• The DNACPR e-learning package on Acorn, which is mandatory for all medical staff will be 

updated. It was agreed at the Resuscitation Panel that this should be increased to a 3 yearly 

mandatory requirement for all clinicians to raise awareness and ensure timely discussions and 

decisions are made. The team continues to raise awareness regarding the importance of 

identifying patients that may benefit from end-of-life care discussions through induction 

sessions for all staff groups, junior doctor training and resuscitation courses. 

• The Trust Resuscitation and DNACPR policies are under review to reflect the EPR DNACPR 

and TEP pathways. 

 

Key achievement 

• Raised awareness of the importance of timely DNACPR decisions and good 
documentation throughout all divisions to promote the best care for every patient 

 
 

8.0 Patient Affairs  
 

The Patient Affairs team continue to provide a bereavement service Monday to Friday between 9-

4pm to all our bereaved families; and in addition a Sunday service is provided between 10-4. The 

Sunday service allows us to contact the relatives of the patients that have passed away out of 

hours or over a weekend/bank holiday and offer guidance and support with the process. This 

service is beneficial for our bereaved families as it can be very stressful if a loved one passes away 

out of hours, when you are unfamiliar with the process which can cause added upset and worry at 

what is already a very difficult time.  

 

During the period April 2021 – March 2022 the team have supported and processed 1,748 patient 

deaths, this is a decrease from the previous reporting period which was when there was a national 

pandemic. 

 

The team work very closely with the doctors to ensure they are fully supported to review the case 

notes and complete the legal documentation required to enable the death to be registered. 

As a team it is felt that this service/ information and signposting to local agencies helps families 

and reduces any concerns about what will happen next and provide an indication on timescale for 

the bereaved family. The team also work closely with the specialist palliative care team especially 

when there is any complex bereavement needs and additional support needed for bereaved 

relatives, the spiritual and pastoral care team are also available for support as appropriate.  
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Close working with the Medical Examiner Service (ME) continues; the Trust ME service was 

established in October 2018. The service has now expanded in size and now consists of 8 Trust 

Medical Examiners, supported by 2 trust Medical Examiner Officers. The purpose of this service is 

to independently scrutinize the medical notes of all patients that have died in the trust, this is to 

ensure that everything medically has been done by the team who were responsible for their care 

during their hospital admission.  

 

In February 2022 the service expanded to deal with deaths that occur in the community and work 

very closely with the GP’S and Local Hospices. Ten additional Medical Examiners and 4 new 

Medical Examiner officers have been recruited to help support the service expansion.  

 

 

The department processes are now fully digital, the online database was launched in 2021, this 

has helped streamline processes. One of the advantages being that the database can be accessed 

remotely if required by other teams in the Trust.  

 

The team received special recognition from our local faith leaders for their continued hard work 

ensuring the correct paperwork was released within a specific time frame for certain faiths. In 

October 2021 the team were invited to a “thank you event” hosted by the Muslim Faith community 

to thank “Front line” workers who have worked throughout the pandemic.  

 

Table 7: Table below shows a breakdown of the number of patient deaths that have 

been referred to the coroner for further action. 

 

 
 

 

Key achievements: 

• The service is now digitalised 
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• Online portal for the coroner service can be accessed remotely allowing doctors to 

complete necessary referral without attending the office 

• Special recognition from our local faith leaders for ensuring prompt release of correct 

paperwork enabling religious ceremonies to take place promptly for the deceased 

 

 

9.0 Mortuary  

At the start of this reporting period the Mortuary was still feeling the effects of the pandemic. It 
has been challenging for the staff and the department to return to business as usual. This was 
due to workforce capacity and it was not possible to source specialist locum resource.  

The total adult fridge capacity until August 2021 was 609 spaces across the sites. The surge 
capacity at Hemel decreased to 87 external spaces as the bulk of the cabinet office storage was 
removed from site post the pandemic. All external fridge units remained in place on the Watford 
site, the Trust capacity is now 294 adult spaces across the two sites.  

There were a number of fridge and freezer works required over the course of the year; the 25 bay 
external unit at WGH was out of order from late November 2021 and was out of service until 
January 2022. There were no reportable incidents from any of the failures as the increase in 
temperature alerted the alarm system and thus was dealt with promptly however, there were 
business continuity pressures as a result of this which were manged according to the service 
plans.  

There continues to be challenges around deep freezer storage as funeral poverty is affecting 1 in 
5 families; this has impacted on the department meeting the Human Tissue Authority guidance of 
freezing deceased by 30 days or sooner if required. Weekly checks are conducted on long term 
deceased and regular update requests are provided to the Coroners and Patient affairs.  

In January 2022 it was agreed that Hemel Mortuary would provide mutual aid to East and North 
Hertfordshire Hospitals NHS Trust due to the Mortuary and Post mortem room at the Lister 
Hospital undergoing extensive refurbishment. This has resulted in an increase of admissions to 
Hemel Mortuary, an increase in Post Mortem examinations as well as an increase in long term 
deceased who require deep freezer spaces. It is predicted that the mutual aid will continue into 
the summer of 2023.  

The facility for viewing deceased in the Mortuary slowly returned over the course of the year.  

Work commenced in November 2021 to increase the security of the mortuary which included 
upgrading of CCTV, swipe card access was installed along with installation of intruder and panic 
alarms. 

The Electronic Patient Records (EPR) becoming live in the Trust in the latter part of 2021 the 
Mortuary has not been able to utilise the program due to the access to computer points in the 
fridge room at Watford, it is envisaged that this will change when the Mortuary moves location in 
early 2023.  
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Key Achievements 

• Mortuary team awarded the Peoples’ Choice Star of Herts Award in 2021 

• Mortuary team awarded the Covid-19 Appreciation Award 

• Trainee APT Enrolled on Level 3 Diploma  

• Senior APT Enrolled on Level 4 Diploma  

• Portrait of Mortuary Manager acquired by the Science Museum  

 

10.0 Tissue Donation  
 

In May 2020 the law regarding Organ Donation changed, meaning in England we now have a 

soft opt-out system, this law also applied to tissue donation.  

As a Trust most organ/tissue donations are from beating heart donors on ITU and tissue donation 

(Watford Genera Hospital) is only licensed for corneal donation which has not previously been a 

focus. Due to this change, discussions have taken place and it is felt that it is important to 

increase corneal donation on our acute site.  

The Trust’s Specialist Nurse for Organ Donation (SNOD) has delivered training initially to the 

SPC team ensuring they are aware of the tissue referral process, absolute contraindications to 

eye donation, the process involved for retrieving eyes, and conversation guidance. In order for 

retrieval to be possible, a timely referral needs to be made in order for patient suitability to be 

assessed and next of kin (NOK) to be spoken to. Retrieval must take place within 24 hours of 

circulatory death. The retrieval team operate 7 days a week, between the hours of 08:30-20:00 

with retrieval taking place in the mortuary on the Watford site.  

The Trust’s SNOD attends the Compassionate End of Life Care Panel providing regular updates 

in regards to progress and any proposed changes as well as being available for advice. 

Since September 2022 when the project was implemented, there has been a marked increase in 

the number of referrals to the National Referral Centre (Tissue Services) from the Trust. This has 

been a combination of non-proceeding organ donors referred from ITU/ED and ward referrals 

with Palliative Care input. 

A total of 22 referrals were received between April 21 to March 22 which is a significant increase.  

compared with the 3 year period reviewed prior to implementation. See table 8 

 

Table 8: Referrals and Tissue Donation  
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The main challenge is the shortage in retrieval staff at the NRC, meaning whilst some of these 

patients are suitable for tissue donation they are unable to send someone to retrieve tissues. The 

service are in the process of recruiting thus this will be a short term problem resolved reasonably 

quickly to enable our patients to donate. 

 

11.0 End of Life Education  
  

End of life care training has remained a priority across the Trust and is perhaps more important 

than ever considering the events of the last year. 

It was evident early on in this pandemic that the methods for delivering End of Life Care 

Education would have to change. Face to face training in classrooms was no longer possible, 

however new staff and those already in the Trust needed to complete essential training on End of 

life care.  An e-learning training package, “An Introduction to Palliative Care and End of Life 

Care”, was developed for clinical staff and this is completed as part of the Trust induction.  

The 3 yearly essential end of life care up-date clinical staff was implemented as online training.  A 

small number of face to face training sessions have recommenced and the team are looking 

forward to undertaking more in the next financial year. 

The End of Life Care Nurse Educator who was in post until December 2021 and the Specialist 

Palliative Care Team have continued to deliver a significant amount of training over the past year, 

either online or face to face (when appropriate) across the clinical areas. 

Additional education sessions were requested to help equip certain groups of staff to care for 

patients dying in the Trust and included a number of bespoke sessions for the Care of the Elderly 

wards.  

 

11.1 Compassionate End of Life Care Champions 
 

Due to the pandemic it was not possible to continue with our plans for our compassionate end of 

life care ward champions. Prior to leaving the Trust our End of Life Educator was focusing on 

recommencing this programme and had worked closely with the Matrons and Heads of Nursing to 

recruit nursing staff from all relevant wards. The plan moving forward is for our new Educator to re-

establish the Ward Champions who will meet every 4-6 weeks and will promote end of life care 

within their ward areas. 

 

11.2 Additional Training 

 

• The nurse education team continue to organise the Band 5 Registered nurses and student 

nurses end of life care training which has remained on-line for this period. 

• The End of Life Care Educator has worked across the trust and has been able to respond 

to training requests from any team. Examples of this include attendance on care of elderly 

and ITU training days which towards the end of this period have resumed face to face. 
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• The Care Certificate training is held once or twice a month, the educator or a member of 

the SPC team delivers a session on the importance and values of end-of-life care and care 

of the deceased.  

• Syringe pump training has continued throughout this last year. Training is delivered face to 

face six times a year, working in collaboration with the medical devices trainer. 

• Medical training includes delivering half a day on the foundation training hub each January. 

The educator also delivers training to the Foundation year 1 and year 2 doctors on Trust 

Induction in August 

• The team have also been involved in the East of England Medical staff annual education 

event.   

• Training of our End-of-Life Rose volunteers as part of their induction and ongoing 

development 

• Following the publication of the results of the National Audit of Care at End of Life (NACEL) 

we will be sharing the learning across the Divisions and the Educator will be pivotal in 

including this in her educational sessions to enhance and improve the care our patients and 

families receive. 

11.3 Future Education Plans for 2022 
 

• Continue to support the band 4 cancer and palliative care support workers 

• Re-introduction and development of the Compassionate Care Champions 

• End of Life Care Boards on the Wards/clinical areas 

• Continued reinforcement of the use of the Individualised Plan of Care for the Dying 

Person and use of the Rose Symbol across the trust remain key elements in all the 

training.  

• Supporting implementation of Individualised Plan of Care on EPR  

• Reintroduce the UCLH difficult conversations for Clinicians  

• Following the publication of the National Audit of Care at End of Life Audit we will be 

sharing results and working with Divisions to share key messages. 

• Participate in the education of newly recruited end of life care rose volunteers as well as 

update sessions as appropriate 

 

Education although can be a challenging area, remains a priority for all those involved. Staff 

changes and retention mean that all the training requires regular delivery on a rolling programme.  

 

Key Achievements 

 

• Macmillan End of Life Care Educator appointed following retirement of postholder 

• E-learning module for EOLC developed and methods of delivery of training adapted   
 
 

 

12.0 Spiritual & Pastoral Care  
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The pastoral team has continued to build strong links with palliative care and other departments to 
ensure the best possible spiritual and pastoral for every patient and their family as well as staff. 

Each ward has a dedicated Pastoral Care officer (chaplain) as well as dedicated voluntary 
community clergies (designated as voluntary chaplains). Their role is to support the patients by 
providing emotional, spiritual, and religious care and to help raise awareness of cultural and 
spiritual diversity. The diversity of belief and cultural backgrounds in chaplaincy has enabled staff 
to feel that no matter what their view on religion or spirituality, there is always a safe place to talk, 
away from clinical areas. 

The chaplaincy team offer support to patients in a manner that is most appropriate and respectful 
for their needs. Addressing the causes of spiritual distress is key to providing excellent spiritual 
care to all those approaching the end of their lives. The team continues to work on developing a 
holistic and evidence-based approach to chaplaincy care across the trust with the “full circle to 
spiritual and pastoral care.” The components include building rapport, spiritual assessment, 
spiritual care plan and interventions based on the patient’s individual needs and requests, and 
the outcome are evaluated and adjusted to meet the patient’s needs accordingly. 

Having adapted to providing spiritual and pastoral care from a distance, the chaplaincy team 
were extremely happy to be able to provide in-person spiritual and pastoral care with the 
relaxation of the Covid-19 rules. The pastoral care officers were able to restore the provision of 
faith-based chaplaincy care with the support of our community clergy/faith leaders. End of life 
patients were supported by their faith leaders. 

The spiritual and Pastoral Care strategic priority to ensure patients experienced pastoral care 
that contributes to a level of comfort and care, was enhanced with the addition of a Muslim 
chaplain to the pastoral care team - providing culturally sensitive pastoral/religious care. 

The team's commitment to quality of care saw the department providing weekly ward rounds, 
follow-up care for end of life patients. often following up last rites with end of life prayers. 

The team have worked collaboratively with our community faith leaders and through such 
engagements have received their agreement to provide end of life care for patients of their faith 
tradition. This has resulted in the ability to provide out-of-hours care for our end of life patients. 

The spiritual and pastoral care team's strategic endeavours for end of life care includes:  

• To continue to ensure there is a level of consistency in delivering pastoral care by working 

with the Specialist Palliative care team, attending their multi-professional team meetings, 

and utilising the full circle of spiritual care approach 

• Engaging in the use of a verified and validated spiritual care needs assessment to ensure 

that end of life patients received appropriate spiritual care at the point of being notified of 

their end of life status 

• To create a triage procedure that places end of life patient care as top priority 

• To continue to provide culturally sensitive pastoral/religious care for our end of life 

patients 

 

 

12.1 Memorial Service  
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Due to the changes in COVID restrictions we were once again able to hold our Annual Memorial 

Service face to face which was supported by the Specialist Palliative Care Team and members of 

the Patient Experience team at The View. The service was led by the Deputy Head of Pastoral 

Care. Although number of attendees was smaller than previous years due to some restrictions still 

being in place – it was a very special, emotional and intimate multi faith service with the Rock Choir 

performing; which was held to remember the lives of those who had died on our wards across the 

Trust; it was a time of reflection and of remembering those whom they loved during what has been 

a very difficult time.   

 

Each person attending was given the opportunity to write the name of their loved one in our 

remembrance book and also to remember their loved one on a plaque which was placed on a tree 

in remembrance of their loved one.  

 

A joint Memorial Service in partnership with the Church of England was held at St Mary’s Church 

in the town centre in December to remember those who died in the wider community.  

 

 

 
 

 

 

Key Achievements  

• Face to Face Memorial Service held in November 2021 
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• Adapting practice to provide spiritual care to patients and their families during a 
pandemic as well as supporting afterwards.  
 

 

13.0 End of Life Volunteers  
 

As a team we continue to strive to fulfil achieving a team of End of Life Care Volunteers who are 

known as Rose Volunteers after the symbol we use to promote dignity and compassion at end of 

life.  

The aim of these volunteers is to visit the ward areas and provide company to patients who may 

feel lonely and afraid and also to offer support to families and carers who may need a break, a 

friendly face to talk to, or the reassurance that someone will sit with their loved one whilst they are 

at home. The volunteers are able to make drinks for family members, undertake small errands for 

them such as buying a paper if they did not want to leave the bedside. They can and are able to 

provide some of the little things that we know make such a difference for our dying patients and 

those important to them as well as supporting our staff.  

 

In 2019 we successfully bid to Helpforce and Marie Curie for funding for a Volunteer Coordinator 

post and the successful applicant commenced in January 2020. However due to the pandemic this 

initiative was put on hold as our volunteers were not able to visit the wards and a high proportion 

of them were classed as vulnerable themselves as per the Government guidelines at this time, the 

postholder decided she could not fulfil her role as wished so resigned. In January 2021 we 

welcomed our EOLC volunteer project coordinator to the Trust for twelve months and the 

recruitment process for our rose volunteers recommenced. A small team of Rose volunteers have 

been recruited and in addition to the specialist training, to develop confidence with dying patients 

the volunteers spend time shadowing the End of Life Care Educator before visiting and supporting 

their first end of life patient. 

 

Due to external funding ending and the need to develop this initiative further the Patient Experience 

team were successful in a bid to Raise for additional funds to enable us to recruit a Pastoral Care 

Coordinator for 12 months and the post holder is due to commence in June.  

 

We continue to raise awareness of the service across the Trust by attending sisters and matrons 

meetings, posters in key areas promoting the service, a trolley dash was undertaken during Dying 

Matters week in May 2021. 

 

This reporting period has been challenging due to the impact of the pandemic and the restrictions 

that have been imposed on us, moving forward we are hoping that we can continue to build this 

service to enhance the experience of our end of life patients and their families.  

 

Key achievement  

• Successful bid to Raise for 12 month funding for Pastoral Care Coordinator post  

• A small team of Rose volunteers have been recruited  
 

 

 

Tab 24 Annual Report for End of Life Care

264 of 335 Trust Board Meeting in Public 2 February 2022-02/02/23



24 | P a g e  
 

14.0 Recommendation  

The Trust Board are asked to note the annual report for information and assurance related to 

End of Life care across the Trust both during the pandemic and in the recovery from covid period.   

 
 
Executive Director: Tracey Carter, Chief Nurse  
Date: January 2023 
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Appendix 1: Measures of Success Progress from April 2021 – March 2022   
 

 

Local Priority Measure of success 
 

 Progress  

Strengthen the use of  
 

• Treatment Escalation Plans, 

(TEP) 

 

• DNACPR forms 

 

• Advance Care Plan (ACP)  

 

 

 

• The Individualised Plan of 

Care for the Dying Person. 

 
 
 
 
 
 
 

 

By 2025, 90% of people admitted to the Trust will have a 

TEP in place 

85% of DNACPR forms to be fully completed by 2025 

A robust method of knowing when a patient with an ACP is 

admitted to the Trust. Introduction of an Advance Care 

Plan document 

Using NACEL, increase the number of patients who die on 

an Individualised plan of care from 67% (NACEL 2019) to 

75%  

The care plan will be reviewed using a Quality 
improvement (QI) methodology and education delivered to 
further promote its use across the Trust. The aim will be to 
reduce the numbers of people dying without recognition of 
being imminently dying and therefore not being on the care 
plan. 
 

 

Work in place following implementation of EPR  

Work in progress as above  

 

Work in progress across the locality  

 

 

Working with EPR to have an electronic care plan in place   

To introduce SPICT 
(Supportive and Palliative 
Care Indicators Tool) to 
remind healthcare 
professional to consider 
whether it might be 
appropriate to start ACP 
discussions with patients 

SPICT will be recognised by clinical staff in the trust and an 

audit will reveal whether ACP has been considered in 

outpatient and inpatient settings by end of 2022. 

This is now part of the wider work as above 
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Decrease the number of 
patients who have >3 
admissions to WHHT in the 
year prior to death.  
 

Work with the End of Life Care work stream within the 

Integrated Care System (ICS) to undertake a 

benchmarking exercise and then plan measures to reduce 

this metric. 

Wider work across the locality – due to Covid this has 

been restricted  

Write and implement a 
Guideline to support Rapid 
Discharge from Hospital for 
the Dying Person.  
 

Write and implement the guideline by end of 2022 

 

 

Review and update the 
Individualised Plan of Care 
for the Dying Person and 
Trust policy.  
 

Review and update these documents by end of 2021 

Implement and embed this plan of care within the EPR 

system across the Trust by end of 2022. 

 

Review of documents took place prior to EPR now 

working with the team to have a robust care plan in place 

Refine the way that the Trust 
identifies carers’ needs 
 
 
 
 
 

Implement a carers’ needs assessment for those 

supporting patients towards the end of life.  

Improve the Trust’s NACEL score of documented support 

for families from 46% (NACEL 2018 activity produced in 

April 2019) to 60%  

Trust Carers Lead now in place and all appropriate 

patients are referred.  

Submission to NACEL is due by October 22 

Explore possibilities to 
improve the environment for 
patients and families  
 

Define current facilities for patients and families within the 

Trust 

Compare facilities for patients and families across other 

local Acute Trusts.  

Establish feasible improvements that can be made 

Implement those improvements that are agreed by facilities 

and Trust. 

To ensure the needs of our dying patients and their families 

are taken into consideration in the planning of the new 

Hospital. 

This is part of a larger piece of work which is taking place 

across the Trust  
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Electronic methods of data 
sharing between care 
providers 
 

By 2025 we will have improved more widely utilised 

method of data sharing across providers 

Locality work that has been put on hold due to COVID 

although some data is shared across the locality 

Increase the percentage of 

staff attending the essential 3 

yearly training (previously 

known as extended) 

 

95% of patient facing staff to have EOL care training as 

measured monthly as part of the Divisional IPRs  

 

Macmillan End of Life Educator who will commence in 

summer 2022 due to retirement of previous postholder. 

Have at least one EOL care 

champion on each ward 

 

By 2022 the Trust will have an EOL care champion on 

each ward 

This work is in its infancy however it is an important 

objective for our new Educator  

Increase the ability of staff to 

recognise the possibility of 

imminent death 

Increase the hours from first recognition of potential 

imminent death to time of death from 43 hours (NACEL 

2018 activity produced in April 2019) to 74 hours by end of 

2024. 

This is ongoing education continues across the Trust 

Develop the Rose Volunteer 

service 

 

Obtain funding and appoint a Volunteer Co-ordinator by 

beginning of 2021. 

Within 18 months of appointing a Volunteer Co-ordinator, 

the Trust will have 25 volunteers 

Funding approved for 12 months for a Pastoral Care 

Coordinator. Volunteers being recruited, this was on hold 

due to Covid restrictions  

Develop the bereavement 

support offered by the Trust  

 

By 2025 the Trust will have increased its bereavement 

support by ensuring every bereaved family receive a phone 

call 6 weeks after the death to reiterate the bereavement 

support that is available locally.  

This is ongoing work, a bereavement card is sent to all 

next of kin, annual memorial service is held in November.  

Tab 24 Annual Report for End of Life Care

268 of 335 Trust Board Meeting in Public 2 February 2022-02/02/23



28 | P a g e  
 

Appendix 2: Achievements 2021-22 
 

• Launch of the Trust End of Life Care Strategy 2021-2024 

• Trust participation in the National Audit of Care at End of Life (NACEL) Round 3  

• CQC TMA October 2021  

• Recruitment of End of Life volunteers recommenced.  

• Recruitment of additional Medical Examiners  

• Recruitment of Medical Examiners Officer 

• Second Palliative Care Discharge Liaison Nurse post recruited to  

• Locum SPC Consultant appointed for 2 Pa’s so cover available 3 days per week.  

• Recruitment to our substantive SPC Consultant posts – postholders commence April ‘22 

• Collaborative working between Care of the Elderly Consultant and Hospice Consultant in relation to 

advance care planning thus reducing readmissions into the Trust.  

• Dedicated Chaplain assigned to each ward/area to offer support to patients, families, carers and staff. 

• Pastoral Care folder to help raise awareness of cultural diversity on each ward.  

• Continued embedding of personalised care wedding box, handmade syringe pump bags, 

knitted/crocheted blankets available for our patients, the latter two have been provided by local women 

groups.         

• Trust face to face Annual memorial service held. 

• End of Life Care Boards on a number of clinical areas. 

• 97.5% - 7 day cover by Palliative Care CNS achieved  

• 99% of all patients known to the SPC team had a preferred place of death documented. 

• Updated End of Life Care Rose symbols on all ward areas.  

• Continued embedding of the electronic system for recording data in the Mortuary. 

• Review of the Trust Individualised Plan of Care for the Dying Person in relation to the launch 

of Electronic Patient Records. 
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Appendix 3 Summary Scores National Audit Care at End of Life 2021 
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Appendix 4 Key findings of National Audit Care at End of Life 2021 
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Title of the paper: Annual Litigation and Claims Report 2021/22 

Agenda Item: 25 

Presenter: Tracey Carter, Chief Nurse  

Author(s): Shafia Ghaus, Head of Legal & Clinical Effectiveness 

Purpose: 
 

Please tick the appropriate box  

For approval 
 

 For discussion  For information 

         ✓ 
 

Executive 
Summary: 
 

This report has been discussed at Quality Committee and evidence of 
assurance provided which the committee triangulated with the quality IPR 
reports throughout the year. The overview provides analysis of Claims, 
Inquests and Access to Health Records requests from 1st April 2021 to 31st 
March 2022; and where appropriate, uses comparative data from previous 
years. 
 
There were 94 Letters Before Action (LBA) received in 2021/22 in comparison 
to 55 in 2020/21, with Surgery Anaesthetics and Cancer (SAC) and Women 
and Children Services (WACS) Divisions receiving the most. 
 

In 2021/22 the Trust received 54 new clinical claims, a decrease of 10 when 
compared with the previous year. SAC and WACS received the majority of 
these. 
 
60 claims were closed (clinical & non-clinical); payments to Claimants were 
made in 31 cases (51%). 
 
The Trusts total contribution in 2021/22 to all NHS Resolution (NHSR) 
Indemnity schemes was £24,628,661 an increase of £1,267,915 from the 
previous year. 
 
The Early Notification Scheme (ENS) came into being on 1 April 2017 when it 
was a mandated requirement that all trust’s report using NHS Resolution 
(NHSR) referring criteria within 30 days. This was also in line with the criteria 
used by the Each Baby Counts programme of the Royal College of 
Obstetricians and Gynaecologists. During 2021/2022, there was only 2 ENS 
cases. 
 
There has been a significant increase in the number of inquest files opened for 
2021/22 – 94 compared with 54 the previous year. 
 
In 2021/22 the Trust did not receive any Prevention of Future Death (PFD) 
report during this reporting period. PFD’s are reported to the Trust Board and 
Quality Committee. 

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 

Trust Board 

2 February 2023 
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2 
 

 
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 

QSG  21.09.22 

Quality Committee 15.12.22 
 

Action required: 
 

The Trust Board is asked to receive this report for information and assurance 
that the Trust is compliant with legal processes. 
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Agenda Item: 25 
 

Trust Board – 2nd February 2023 
 
Title of paper Annual Legal Services Department Report 2021/22 

 
Presented by: Tracey Carter, Chief Nurse  

 
1. Introduction 
 

Healthcare organisations should have in place methods for monitoring and reviewing 
patient mortality and outcomes to determine if the level of care provided is appropriate and 
benchmark themselves against other organisations. Inquests and claims form part of that 
process. 

  
Claims set out the claimants’ perspective of the care they should have received; this is 
often backed up by independent expert opinion. The receipt of a claim triggers a detailed 
examination of the care given which may involve obtaining the Trusts own independent 
expert evidence. The outcome could be that the claim is upheld, identifying areas where 
learning must take place or confirm that the care was appropriate thus reinforcing sound 
clinical practice. 

 
The coroner acts as an independent investigator who determines how the patient came 
about their death, in order for him to issue a death certificate. This is done by critically 
appraising the care given, inviting staff to provide feedback and holding and inquest 
hearings to ask further questions.  The coronial process is centred around the relatives of 
the deceased and provides a further opportunity for families to ask questions whilst allowing 
the coroner to complete his coronial duties. 

 
2. Purpose 
 

This report presents an overview of claims, inquests, and access request activity from 1st 
April 2021 to 31st March 2022. The data presented aims to compare activity against the 
previous year and present changes the organisation have adopted to improve patient 
safety.  

 
The principal aim is data that can be used to develop the learning to reduce both harm and 
litigation. 

 
The Legal Services Department (“the Department”) is responsible for the management of: 

 

• Clinical negligence claims; 

• Employers and public liability claims; 

• HM Coroner’s inquests; 

• Court of Protection applications; 

• Access to health records requests; 

• Oversight of payment of lost property claims 
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The department also provides a wide range of advisory services, including healthcare 
advisory work and straightforward contractual matters. 
External solicitors are instructed on behalf of the Trust to provide specialist advice as 
required on healthcare and contractual issues that require further support; always ensuring 
that legal costs are proportionate to the issue. 

 
NHSR provides the Trust with an annual scorecard detailing all claims received by the Trust 
with an incident date in the 10-year period 01/04/2012 to 31/03/2022. Within the scorecard 
NHSR have recorded 432 clinical claims with a total value of £270,552,663 and 114 non-
clinical claims, with a value of £969,655. Both scorecards include open and settled claims. 
Some of the open claims will be defended and closed without a payment of damages; there 
will also be some claims where the current estimated value is significantly higher or lower 
than what eventuates, as such the scorecard is intended to be used as a tool for learning 
rather than as an indication of future cost to the Trust. 

 
The Trust’s insurers, NHSR, are responsible for paying settled claims.  Each NHS Trust 
makes an annual contribution to the scheme which is calculated according to each Trust’s 
claims history.   

 
Graph 1 presents the total number of clinical claims reported by the Trust to NHSR, 
benchmarked against the average number reported by similar trusts. 

 

 
 

From the graph above, the data shows that the Trust reports less claims each quarter when 
compared to similar Trusts, following a similar pattern with its peaks and troughs.  

 
The Trust’s annual contribution to NHSR comprises of a Clinical Negligence Scheme Trust 
(CNST), Liabilities to Third Parties Scheme (LTPS) premium and a Property Expenses 
Scheme (PES). The Trust’s contribution is calculated as a weighted average against three 
elements: 

 

• A risk-based contribution based on size and activity levels of the Trust. 

• A contribution based on paid claims paid out over the five years to 31 March of the 
previous year: and 

• A contribution based on known outstanding claims as at 31 March of the previous year. 
 

The contribution is then adjusted to allow for any risk management discounts that apply. In 
addition, the contribution is adjusted if the Trusts claims payments have been significantly 
higher than the contribution over the 5 years to 31 March of the previous year. 

 
In 2021/22 the Trusts total contribution (to all schemes) was £24,628,661 compared to 

£23,360,746 the previous year which was an increase of 0.8% (£178,277). 
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 2018/19 2019/20 2020/21 2021/22 

CNST £16,869,146 £17,237,511 £23,186,072 £24,450,010 

LTPS £151,185 £125,427 £151,087 £152,132 

PES £31,190 £17,451 £23,587 £26,520 

Total 17,051,521 £17,380,389 £23,360,746 £24,628,661 

 

Graph 2 presents the number of “live” matters being dealt with at the end of Quarter 4 
2021/22. 

 

 
 

From the graph above, there is a slight increase in open claims from last year (7). The Trust 
receives on average 52 claims per year.  

 
The coroner continues to list a higher-than-normal number of inquests. This is due to the 
coroner having to leave some inquests open during the peak of COVID-19 restrictions. This 
was due to difficulties relating to social distancing measures and availability of healthcare 
professional delivering frontline care to patients during the pandemic, who were required to 
attend the coroners court in person. This has resulted in a backlog of inquests relating to 
last year and an increase in the total number of inquests, which will continue to increase 
significantly, whilst the backlog is being processed. 

 
The drop in the number of Early Notification Scheme reflects the change in the reporting 
requirements in 2021. The change means that the Trust is now only required to report 
cases where there is evidence of a brain injury.  

 
 
3 Changes in the Law/NHSR schemes 

3.1  Proposals for fixed recoverable costs in lower value clinical negligence claims 

A new scheme aimed at streamlining the process for clinical negligence claims 
valued up to and including £25,000 is being consulted on by the Department of 
Health and Social Care. 

The aim being to “to enable claimants and defendants to achieve faster resolution” 
of such claims “at a lower, more proportionate cost than under the current system”.  

The proposals set out in the consultation, would introduce a new pre-issue claims 
process and mandatory fixed recoverable costs scheme for lower value clinical 
negligence claims (subject to certain exceptions). The new pre-issue claims process 
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aligns closely with proposals set out in the Civil Justice Council working party report 
published in February 2019. 

3.2  Government consultation: proposals to change the Mental Capacity Act 2005 
Code of Practice and Liberty Protection Safeguards system. 

On 17 March 2022, the government published a consultation on proposed changes 
to the Mental Capacity Act 2005 Code of Practice. The Code of Practice includes 
guidance on the new Liberty Protection Safeguards (LPS) system and the 
consultation also seeks views on “the LPS regulations, which will underpin the new 
system”. 

Two key reasons for updating the Code of Practice are cited within the consultation 
as follows: "First, there has been new legislation and case law, organisational and 
terminological changes, and developments in ways of working and good practice 
since the MCA came into force in 2007. Second, the new LPS scheme means that 
changes are needed to the Code. It is important that professionals and practitioners 
understand and apply the principles of the MCA into the LPS process". 

Under the LPS system, NHS bodies will have “a role in arranging assessments and 
authorising arrangements”. 

The launch of the consultation follows confirmation from the Department of Health 
and Social Care in December 2021 that the LPS system would not be implemented 
in April 2022, as previously planned. The intention being to ensure that those called 
upon to implement the reforms have the appropriate time to prepare for the changes, 
particularly in light of the impact of the pandemic. The consultation closes on 7 July 
2022 and a new target date for implementation of the LPS system is awaited.  

3.3  Ockenden review; recommendations for NHS litigation reform  

On 30 March 2022, the final report of the Ockenden review into the maternity 
services at the Shrewsbury and Telford Hospital NHS Trust was published.  

The report recommends 15 immediate and essential actions (IEA’s) that all maternity 
units across England should implement.  The implementation is monitored by the 
maternity safety champions and the Quality committee with oversight by the trust 
board. 

3.4  Health and Care Act and the Judicial Review and Courts Act;  

On 28 April 2022 the Health and Care Bill received Royal Assent, enacting what the 
Department of Health and Social Care described as “the most significant health 
legislation in a decade”. 

The Act introduces measures to deliver more joined-up care, with a government 
announcement stating that “every part of England will be covered by an integrated 
care system (ICS) bringing together NHS, local government and wider system 
partners to put collaboration and partnership at the heart of healthcare planning”.  

3.5  Draft Mental Health Act Reform Bill;  

The Queen’s Speech on 10 May 2022 sets out the government’s legislative 
programme for the new parliamentary session - included a new Bill to reform the 
Mental Health Act. Announcement of the draft Mental Health Act Reform Bill follows 
publication of the Department of Health and Social Care White Paper in January 
2021 setting out proposals for reform of the Act. 
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The background briefing notes for the Queen’s Speech provide that the main 
elements of the Draft Mental Health Act Reform Bill include: “amending the definition 
of mental disorder so that people can no longer be detained solely because they  
have a learning disability or because they are autistic”. The briefing notes add that 
the Bill will change the criteria for detaining people, “so that the Act is only when 
strictly necessary: where the person is a genuine risk to their own safety or that of 
others, and where there is a clear therapeutic benefit”. 

4. Analysis of Claims 
 

4.1 Clinical Negligence claims 
 
Claims are categorised by the legal department as: 

 
a) Letters before Action (LBA) 

 
Notification is received by the Trust that a claim is under investigation with no formal 
allegations. In most cases this is a letter from solicitors where they are instructed by the 
claimant, requesting copies of their medical records and formal notification of 
investigation. 

 
In most cases an LBA is investigated internally and not reported to the NHSR. Should 
internal investigation highlight a significant litigation risk, or a claim where damages are 
likely to exceed £500,000 the matter becomes reportable to the NHSR. 

 
Table 1 represents the total number of LBA’s received by each division. This 
demonstrates a significant increase in the overall total number of letters before action in 
2021/22. The highest increase was seen in SAC’s division which coincides with these 
Divisions also having the highest number of claims and which is aligned with the national 
trend. 

 
Table 1: LBA’s received by Division 
   

 
b) Early Notification Scheme (ENS) 

 
The NHS Early Notification Scheme (ENS) started in April 2017. Its purpose is to help 
speed up the investigation process for families if their child is born with potentially severe 
brain injuries. 
  
An NHS Trust at any hospital is required to report all births that could leave a child with a 
brain injury, to their legal department within 14 days of the injury happening. The legal 
department then reports the incident to NHS Resolution within 30 days of the birth date. 
  

Division Letters Before Action 

 2020/21 2021/22 

Clinical Support 0 2 

Emergency Medicine 2 6 

Medicine 9 17 

Surgery, Anaesthesia & Cancer 22 49 

Women & Children Services 17 20 

Insufficient info to allocate to a 
division 

5 2 

   

Total 55 96 
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NHS Resolution will investigate what happened. If the injury was because of negligent 
medical care, the ENS will provide a written apology, financial support and practical 
advice on how to access support in caring for the child. 

 
In the period 2021/22, the Trust reported two cases under the scheme. In one case, 
there is evidence of care and service delivery problems and an admission of breach of 
duty is anticipated. The other case was identified as not fitting the criteria and the case 
was closed.  

 
c) Claim 

 
When a Letter of Claim is received, the Trust it is required to report this to NHSR within 
24 hours. The Pre-Action Protocol requires that the Letter of Claim contains: the main 
allegations of negligence, details of the patient’s injuries, present condition and prognosis 
and financial loss. The Trust must respond to a Letter of Claim within 4 months. 
 
Table 2 presents a comparison of claims received by division and specialty in 2020/21 
and 2021/22. The Trust received 53 new clinical claims this reporting period, compared 
with 2020/21 when 55 clinical claims were received. 

 

Table 2 Claims received by Division and Speciality 

 

Division No. of Claims by speciality 

 2020/21 2021/22 

Clinical Support Radiology             (2) 
Admissions                 (1) 

 
Total =    3 

Radiology             (4) 
Phlebotomy                (1) 

 
Total =    5 

Medicine Care of Elderly  (2) 
Rheumatology             (1) 
Cardiology                  (1) 
Gastroenterology        (2) 
Respiratory                 (1) 

 
 

Total =    7 

Care of Elderly  (3) 
Rheumatology             (1) 
Cardiology                  (1) 
Gastroenterology        (1) 
Respiratory                 (2) 
General Medicine       (2) 

 
Total =    10 

Surgery, 
Anaesthesia & 
Cancer 

General Surgery  (4) 
Trauma & Ortho (7) 
Vascular                    (1) 
Ophthalmology (3) 
ENT                            (2) 
Urology                       (2) 
Oral Surgery               (1) 

 
Total =   20 

General Surgery  (6) 
Trauma & Ortho (5) 
ENT                            (1) 
Urology                       (6) 
Oral Surgery               (1) 

 
 
 

Total =   19 

Emergency 
Medicine 

A&E                           (6) 
 

Total =                        6 

A&E                           (4) 
 

Total =                        4 

Women & Children Obstetrics            (7) 
Midwifery            (4) 
Gynaecology              (7) 
Paediatrics                 (1) 

 
Total =              19 

Obstetrics/ midwifery (11) 
Paediatrics                 (4) 

 
 
 

Total =              15 

Total 55 53 
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It is not possible to benchmark the Trusts claims profile against other similar trusts as this 
information is not publicly available.  

 

 

 

Summary of Clinical Negligence Claims 2020/21 

4.2 Themes 
 
Graph 3 (below) presents the main allegation themes for claims received in 2021/22. 

 

 

 
It is important to note when looking at cases that there can be more than one issue 

identified in a case.  

Failure/Delay in treatment account for the highest reported claims, throughout all divisions, 

with Failure to recognise complication second highest. 

There are no clear trends within the claims relating to a failure/delay in treatment.  

4.4  Serious Incidents and Complaints leading to claims 
 

Of the 60 clinical claims closed in 2021/22, 53% had previously had some form of internal 
investigation prior to receipt of the claim - 16 (26%) had been investigated as a serious 
incident (SI); five (8%) as a divisional RCA and 14 (23%) as a complaint. These figures 
include three cases which were investigated as complaints and also as SI/Divisional 
investigation. 

 
Some claims are received where the claimant’s solicitor has not undertaken an 
investigation but chooses instead to ‘serve’ the Trusts RCA report or letter of response to a 
complaint and ask for an admission of liability based on the outcome of the Trusts own 
investigation. Where it is likely liability will be established, NHSR are informed and as 
appropriate, early admissions made. This approach can present a significant saving in 
respect of legal costs. 

 
4.5  Learning from claims 
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An important part of the claims process is the action taken in relation to learning. This helps 
to mitigate risk and reduce future harm to patients. Historically, recommendations of actions 
were provided independently from panel solicitors or NHSR on cases which presented a 
high risk. This no longer happens, and Trusts are now expected to monitor their own 
recommendations and evidence that the actions identified have been completed. 

On receipt of a claim the legal team check whether the incident has previously been 
investigated by the division involved. As shown above, in many cases the incident has 
previously been investigated and action/learning has been taken around the time of the 
incident. The claims process provides a further opportunity to consider whether any further 
action/s needs to be taken when the incident is reviewed. 

Of the 28 claims that had not been investigated at, or shortly after the incident, we 
successfully defended 12 and a further five were settled on a risk basis, without any 
admissions being made. Of the 12 claims where we defended the allegations, it is often 
difficult to identify any learning as although the claimant/patient has had an experience or 
outcome that they are not satisfied with our clinicians, supported by independent experts, 
who are of the opinion that the care provided was satisfactory. 

The remaining eight claims were identified as not having been investigated, did not identify 

any themes and related to allegation that did not become apparent until after the ‘incident 

date’.  

For each claim, the legal team ensure that the relevant speciality is actively involved from 

the outset of the claims process. All documents, including the expert reports and letter of 

response are sent and approved by the Divisional/Clinical director. Any learning taken from 

the claims is shared by the legal team with the divisional director and should be shared 

locally at the divisional governance meetings. 

4.6  Clinical Negligence Claims of Significance 
 

During the period of April 2021 and March 2022 there were three claims that settled over 
£500,000. All claims were settled out of court with an admission of liability. 

 
1) Psychiatric claim, for the loss of a baby. The Trust admitted was due to the 

negligent management of her induction of labour. Baby was born in poor condition 
and sadly passed away – Damages - £679,941 
 

2) Mothers heart rate was recorded instead of fetal; that a fetal scalp electrode should 
have been used as a result delivery was delayed and the baby suffered a brain 
injury – Damages - £16,757,437 

 
3) Delay in diagnosing colorectal cancer – Damages - £870,000 

 
4.7 Employer and Public Liability Claims 

 
NHSR’s LTPS is a contributory scheme which provides financial assistance to Trust’s in 
meeting damages and solicitor’s costs in respect of employer’s liability (EL) and public 
liability (PL) claims. 

  
Unlike the CNST scheme, the Trust is responsible for meeting the first £10,000 of 
employer’s liability claims and £3,000 for public liability claims (including the legal costs of 
defending successful claims). 

 
Claims are usually received via the NHSR portal for investigation and a response is 
required within 30 days. 

 
The advantage of using the portal is a significant saving in legal costs for claims that the 
Trust cannot defend. If claims are not responded to within the prescribed timescale, they 
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exit the ‘portal’, and the costs are dealt with at the conclusion of the claim which will result 
in the claim incurring further costs. 

 
At the end of Quarter 4, 2021/22 the Trust had six open Employer Liability and three Public 
Liability open claims. 

 

Graph 4 represents the volume of EL/PL claims reported to NHSR by quarter, 
benchmarked against other similar Trusts. Throughout 2021/22 the Trust had reported 
fewer cases compared to other Trusts. 

 
 
Graph 4 EP/ PL Claims Reported 
 

 
 

In 2021/22 the Trust received a total of eight EL/PL claims which was six less than the 

previous year. NHSR has reported a decrease nationally for this period. 

The following provides a summary of all Employers Liability and Public Liability Claims 

closed in 2021/22 

• Public Liability - a total of five cases have been closed. Liability was accepted in three 
cases: with damages £24,850 and legal costs £5,184 (totalling £30,034).  
 

• Employers Liability - a total of Nine cases have been closed. In three cases, liability was 
accepted. A total of £34,620 has been paid in damages and an additional £51,845 in legal 
costs paid. No themes or trends have been identified from the staff claims. 

 

Public liability claims are reported as incidents on Datix and monitored for action by the 

legal team; this includes liaising with estates to ensure the environment is fit for purpose. 

Staff claims are also reported directly onto Datix. Claims are investigated in conjunction 

with the relevant departmental manager and the Trusts health and safety team, with estates 

involvement where appropriate. 

 

5. Inquests 

5.1 Overview of Inquests opened/closed in 2021/22 
The coroner investigates all deaths reported as violent and unnatural or the cause of death 
is ‘unknown’ or the person died in prison, police custody or another type of state detention. 

This reporting year, 94 new inquest files were opened, an increase of (38%) 40 from the 
previous year. 

 
Of those cases closed (50) in 2021/22, clinicians from the Trust gave live evidence at 15 
(30%) hearings, compared to 40% the previous year. 
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A member of the Trusts legal team attends all inquest hearings where Trust staff are called 
to give live evidence, in order to support the individual and to feedback the outcome and 
any learning. Feedback is provided directly to the relevant division, the Chief Nurse and 
Medical Director. Where appropriate, they will speak with the family and refer them to PALS 
or the complaints department, if they feel all their concerns have not been resolved during 
the inquest process. Any complaint, complaint response, investigation is also provided to 
the coroner as part of the inquest bundle. 

 
Should a claim be made, or immediately before the inquest hearing, the legal team will 
consider whether external legal representation would be beneficial. If, following an internal 
investigation, or having obtained expert opinion as part of the preparation for the inquest, it 
is apparent that there may be admissions of liability required, this will be done with NHSR 
agreement before the hearing. Although it is not the role of the coroner to determine civil or 
criminal liability, if admissions have been made, it demonstrates that the Trust is 
discharging its duty to be being open and honest with the deceased’s family. In most cases, 
this makes an inquest hearing a less stressful experience for the witnesses and the family. 

 
In 2021/22 the Trust instructed external solicitors on two occasions. 

 
At the end of Q4 2021/22 the Trust had 63 open inquests, this will include inquest that were 
deferred/ left open, due to the COVID-19 restrictions. 

 
 

Graph 5 the number of inquests opened and closed by Division. 
 

 
 

Graph 6 shows the coroners conclusion for all inquests closed in 2021/22. The Trust is 

requested to provide statements to support the coroner’s inquiry. For the inquest where 

witnesses are not called to give oral evidence, we are not always informed of the outcome 

and the team obtains this information directly from the coroner’s website. 

 
Graph 6 Inquest outcomes 2021/22 
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5.2  Inquests linked to Serious Incidents and Complaints 
 

The number of SI investigations subject to an inquest from the total inquests closed in 
2021/22 was six. A further two were investigated as a complaint prior to inquest, one of the 
two was also investigated as an SI.  
 
 
 

5.3  Prevention of Future Deaths reports (PFD’S) 

At the conclusion of each inquest, the coroner is required to report circumstances where 
they believe further deaths could occur, if action is not taken to prevent them, referred to as 
regulation 28 report/Prevention of Deaths, (PFD).  If a regulation 28/PFD is issued to the 
Trust, they are required to give the coroner a written response within 56 days, setting out 
the action taken, or an explanation provided as to why no action is required.  Copies of 
PFD’s are usually sent to the Care Quality Commission (CQC) and are published on the 
judiciary website to raise awareness of lessons learnt. 

 
In 2021/22 the Trust did not receive any Prevention of Future Death (PFD) report during 
this reporting period. PFD’s are reported to the Trust Board and Quality Committee. 

 
6.  Access to Health Records 
 

Most requests the Trust receives for access to records are dealt with by the Access to 

Health Records team. The A&E department respond to requests that are solely for A&E 

records, unless they are patient requests, which they forward to the access team. Likewise 

Radiology manage any request that relates solely to imaging. 

 

Requests are made by patients; patient’s representatives; solicitors investigating PI claims 

(not against the Trust); organisations investigating decisions in relation to NHS Continuing 

Care. 

 

Prior to 2018, the team had 40 days to respond to requests and send out the records, 

however since the introduction of GDPR in 2018, the timescale to send out the records has 

reduced to 30 days. The reduction in timescale has led to increased pressure on the 

access to records team to send records within the revised timeframe. No additional 

resources have been made available to meet the reduced timescales. Whilst the team aims 

to be compliant with any relevant legislation, it is often not possible to meet this deadline 

due to the volume of requests received and due to a range of operational issues. (For 

example, the patient is an inpatient or has an outpatient appointment pending and the 

records are not easily accessible). The implementation of EPR will also impact on the time 

frames on the request for the provisions of records. 

 

During the period 01/04/21-31/03/22 there was a total of 2,022 requests for medical records 

received; 520 were requests received from patients, by comparison, during the period 

01/4/2020-31/03/2021, 1850 requests were received and 412 of these were requests 

received from patients. The number of requests received have increased by 9%. The 

number of requests received from patients has increased by around 26%. 

 

In 2021/22 the team supplied 36% of the time, representing a significant decrease since 

2020/21 when 61% of requests were supplied within the stipulated timeframe. This is due to 

the increase in requests resulting from the changes to GDPR 2018 without the resources to 

support the change.  The impact of COVID has and the implementation of EPR November 
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2021 have further impacted on the access to records teams’ ability to delivery responses 

within the 30 day timeframe. 

 

7.  Plans for 2022/23 

 

• Continuation of work with the medical and surgical specialities in respect of the 
litigation aspects of their GIRFT reports, to triangulate claims with learning from 
complaints, SI’s, and inquests to ensure that where an internal investigation was not 
undertaken at the time of the incident no opportunity for learning is missed. 
 

• Continue to raise the profile of ‘good documentation’ Trust wide to emphasise how 

important record keeping is to defend future claims. 

 

• Continue to raise the profile for the recording of ‘consent’ Trust wide to emphasise the 
importance of documentation and information provided to patients on risk, benefits, 
alternative and the risk and benefits if they choose to do nothing, which is required to 
defend a claim where there is an allegation that patients were not properly consented. 

 

• To review the inquest process and develop robust policy/guidance, with a focus on 

supporting staff from all clinical backgrounds. 

 

• To devise a method of sharing and learning from PFD (regulation 28) not limited to those 

issued to WHHT, as a learning tool. 

 

• To work with SI, complaints, and PALS to produce a quarterly CLIPs report. 

 
8.  Recommendation 

The Trust Board is asked to receive this report for information and assurance that the Trust 

is compliant with legal processes. 

 

 

Executive Director: Tracey Carter, Chief Nurse 

 
Date: 18th January 2023 
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Executive 
Summary 
 

 

The purpose of this report is to provide the Trust Board with information to 

support short and longer-term financial health assurance. The report covers: 

 

- The Trust’s revenue, capital and cash flow performance for the first five 

months of the year. 

- The income and expenditure forecast to the end of the 2022/23 financial 

year. 

- The current value of Trust assets and liabilities. 

- The approach for longer term financial planning under the new financial 

regime.  

 

After nine months of the financial year the Trust reports total income of £359.7m 

and costs of £365.1m leading to a reduction of the year-to-date deficit to £5.4m 

(£0.8m lower than last month). This performance is £1.0m adverse to the 

trajectory set out at the beginning of the year.   

 

Despite our deficit being £1.0m adverse to the original trajectory we still expect 

to balance income and expenditure (break-even) by the end of the year.  

 

The continued recognition of Elective Recovery Fund (ERF) income has been 

vital to maintaining acceptable I&E performance. We’ve accrued for £8.7m of 

ERF income for the first nine months of the year. This is in line with national 

confirmation that this income is payable regardless of recovery performance. 

The payment of ERF income, while our elective activity remains behind target, 

has compensated for additional unfunded inflation pressures.  

 

The data suggests our ERF performance shortfall is due to a combination of less 

activity and a less dependent patients. However, a material proportion of the 

variance will be improved as the quality of our data develops. (Eg recording 

outpatient procedures and outsourced activity appropriately following the 

introduction of the new electronic patient record system).       
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As always, there are offsetting variances within the year-to-date position despite 

the overall performance being relatively close to plan. COVID related costs 

reached £5.6m compared with year- to-date funding of £6.8m. This level of 

spend reflects the reduced number of COVID patients seen at the Trust and the 

concerted efforts to remove additional capacity introduced to support 

management of the pandemic. However, some of these costs still contribute to 

an overall medical staff overspend, now reaching £4.3m.  

 

Agency costs continue to be an important indicator of financial efficiency. Our 

agency costs after 9 months totalled £12.1m. We had set ourselves a target to 

only spend £9.7m at this stage. However, £1.5m of our agency outlay can be 

directly attributed to changes necessary for managing COVID patients.     

 

CIPs continue to fall short of target and when combined with efficiencies 

expected from the EPR system, CIPs are still only expected to reach £13.8m 

compared to the total £17.9m expected (£15m general efficiencies and £2.9m 

EPR related). Additional developments to support capacity over the final 3 

months of the year are being reviewed to support the break-even ambition.    

 

Transformation projects including the virtual hospital for COPD and heart failure 

help the Trust to manage demand with limited capacity. At the current stage of 

development this excellent initiative has resulted in removing the need for 6 

additional traditional beds on average.  

 

Although a break-even position is forecast, the risk to break-even is high 

because of the scale of efficiencies expected to be achieved in the last three 

months of the year. The analyses show an expected increase in the income 

trajectory but a relatively large reduction (£5m) in the expenditure trajectory 

from: non-pay savings, agency cost reductions and a re-assessment of annual 

leave and other accruals.  

 

The balance sheet shows a £21m increase in non-current assets due to the 

capital programme and the annual revaluation of the Trust estate. Current 

assets are reducing with cash balances at falling to £31m at the end of 

December.  

 

Capital expenditure at £11.3m after 9 months is still behind the pace of spend 

needed to make full use of funds. Total spend from both nationally funded 

projects and ICS allocations is forecast to reach £39.5m by the end of the 

financial year.  

 

The Trust continues to support the development of the ICS’s medium term 

financial planning financial planning which will ultimately enhance the Trust’s 

own long term financial plan.  

 

The financial plan for 2023/24 is in an early stage of development. In view of the 

developing nature of national and local planning guidance some early stage 

analyses are to be discussed within the part 2 section of the Board to be reported 

on at the March Board.  

  

Financial management actions will continue to focus on: 
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• Maximising the productive use of revenue funds to treat more elective 

patients.  

• Ensuring that funds reserved to manage COVID pandemic pressures are 

used efficiently.  

• Developing general and EPR driven efficiencies to further mitigate the 

risks of a deficit financial plan. 

• Ensuring that financial governance is strong enough to minimise the risk 

of new financial pressures emerging.   

• Further development of the short and long-term financial plans including 

supporting the ICS development of a medium-term financial plan.  

 

 

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 and approve the actions 
summarised in the cover sheet above.  
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Month 9 Finance Report

1
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The I&E account reports a £5.4m deficit after 9 

months. This is £1.0m adverse to plan but we 

continue to forecast break-even by year–end. 

2

The Trust has accumulated a ytd deficit 
of £5.4m at the end of Month 9, but is 
still forecasting to breakeven at year-
end. The aggregate of Divisional 
forecasts leads the Trust to a £7.2m 
deficit by year end. Actions, including 
identifying savings up to targeted level, 
improve the forecast to break-even. 
Stable elective recovery fund income 
has helped offset the predicted effects 
of unfunded inflation.

Two graphs at the bottom show a 
£1.9m improvement needed against a 
straight line income projection (largely 
due to winter and SD funds) and a £5m 
improvement needed against a 
straight line expenditure forecast (by 
CIP delivery, agency cost change, 
COVID cost reductions and 
improvements to year end liabilities) in 
order to achieve break-even.  COVID 
related costs continue to reduce which 
is necessary in view of this funding 
being removed for the 23/24 year.

Trust Definition Expense Type

 Annual 

Budget Budget  Actual  Variance Budget Actual Variance 

Income Divisional Income 35,671 3,139 3,099 -40 26,563 27,130 567

NHS Revenue 439,594 36,820 37,904 1,084 328,758 332,563 3,805

Income Total 475,265 39,959 41,003 1,044 355,321 359,693 4,371

Pay Medical Pay -85,891 -7,105 -7,359 -254 -64,428 -68,723 -4,295

Non-Clinical Pay -63,186 -5,336 -4,589 747 -48,452 -41,187 7,265

Nursing Pay -92,364 -7,845 -8,464 -619 -69,426 -73,031 -3,605

Other Clinical Pay -35,371 -2,920 -3,110 -190 -26,634 -28,320 -1,687

Scientific, Technical & Profes -29,803 -2,447 -2,514 -67 -22,330 -23,048 -718

Pay Unidentified CIPs 7,075 837 0 -837 3,616 0 -3,616

Pay Total -299,540 -24,816 -26,036 -1,221 -227,653 -234,308 -6,656

Non Pay Clin Supp Serv -29,257 -2,316 -2,323 -8 -21,805 -22,208 -403

Drugs -22,788 -1,716 -2,105 -389 -16,806 -18,802 -1,996

OTHER (NON  CLIN) -107,683 -9,244 -8,475 769 -80,292 -73,275 7,017

Non Pay Unidentified CIPS 3,926 593 0 -593 1,796 0 -1,796

Recharges 0 0 0 0 0 0 0

Non Pay Total -155,803 -12,683 -12,904 -220 -117,107 -114,285 2,823

Other Expenditure Financing Charges -19,923 -1,660 -1,323 337 -14,942 -16,509 -1,567

Other Expenditure Total -19,923 -1,660 -1,323 337 -14,942 -16,509 -1,567

Month 9 Grand Total 0 800 740 -60 -4,381 -5,409 -1,028

In Month (£000s) Year to Date (£000s)
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Cost pressures on the Emergency Division increased in 

October. Recovery of patient care activity remains flat.

3

The graphs above illustrate each Trust Division’s performance against its income plan and 
expenditure plan. The aim is for each Division to achieve at least 100% of its income plan (blue line) 
and spend less plan 100% of its expenditure plan (red line). We aim for blue lines to be above red 
lines. Environment, Medicine and CSS Divisions are achieving. Surgery and WACS Division elective 
activity compromise favourable performance. Hence the main focus of Divisional financial 
performance management is managing emergency costs and elective throughput. 
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4

2021/22 

cost base 

(£m) 

% of cost 

base

Funding 

received 

(Gross of 

efficiency 

expectation) 

Funding as 

% on cost 

base

Forecast 

inflation 

%

Inflation 

impact
% £m

Pay (excludes non recurrent pension cont) 280.0 65% 15.5 5.5% 5.6% 3.6%

Gas 1.3 0% 207.0% 0.6%

Electricity 2.0 0% 73.5% 0.3%

Transport 0.5 0% 15.0% 0.0%

Supplies and services - general 1.9 0% 10.1% 0.0%

Linen & Laundry 1.9 0% 10.1% 0.0%

Disposable gowns 3.4 1% 10.1% 0.1%

Premises - other 5.9 1% 10.1% 0.1%

Drugs costs (drug inventory consumed and purchase of non-inventory drugs)22.9 5% 10.0% 0.5%

Purchase of healthcare 4.0 1% 6.6% 0.1%

Supplies and services – clinical (excluding drugs costs) 30.4 7% 6.6% 0.5%

Cleaning 2.3 1% 5.5% 0.0%

Domestic 4.9 1% 5.5% 0.1%

Portering 1.5 0% 5.5% 0.0%

Education and training - non-staff 1.6 0% 5.5% 0.0%

Medical Equipments / Surgical Instruments/ MSSE 0.0 0% 5.4% 0.0%

Establishment 3.3 1% 5.0% 0.0%

Maintenance  Contract 3.9 1% 5.0% 0.0%

IT infrastructure contract 4.5 1% 5.0% 0.1%

IT (software mtce/ computer hardware & software) 6.8 2% 5.0% 0.1%

Outsourcing Costs 9.8 2% 3.5% 0.1%

Consultancy 1.5 0% 3.5% 0.0%

Audit fees and other auditor remuneration 0.1 0% 3.5% 0.0%

Catering 2.6 1% 3.0% 0.0%

Premises - business rates payable to local authorities 1.4 0% 0.0% 0.0%

EPR licence 2.3 1% 0.0% 0.0%

Clinical negligence 24.5 6% 0.0% 0.0%

Other 6.3 1% 10.1% 0.1%

Sub total non pay operating expenses 151.3 35% 3.0%

PDC Dividend NA NA NA

Depreciation and other financing NA NA NA

Sub total non pay 151.3 35% 5.6 3.7% 3.0%

Total cost base 431.3 100% 21.1 4.9% 6.6% -1.7% -7.4

Inflation funding Unfunded inflation

Our forecasts include anticipated inflationary pressures 

which the Trust plans to mitigate. Inflation estimates are to 

be refreshed for next month’s report. 

The table to the left 
compares inflation 
funding of £21.1m 
received (4.9% of our 
cost base) with a 
forecast inflation 
experience (including 
pay costs) of 6.6%. The 
1.7% difference is 
equivalent to £7.4m 
which the Trust is 
mitigating through 
measures discussed 
earlier.
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5

Fixed assets up, current assets down, higher creditor 

balances 
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Cash balance £31m is lower than the start of the year. Capital 

expenditure totals £11.3m ytd. We expect to spend £40m capex 

this year.

After 9 months the Trust spent £11.3m of its current full 
year confirmed allocation. The capital programme is 
supplemented by over £20m of nationally supported 
projects including the creation of a community diagnostic 
centre, additional ward capacity, the creation of a replaced 
essential pathology services laboratory. PDC to support the 
purchase of land to support options for redevelopment is 
not yet approved.
The cash balance at the end of October was £31m. 

6
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We expect to produce an update on our 
long-term financial plans each quarter.

Our long term financial modelling will ultimately be influenced by funding allocations to NHS 
Integrated Care Boards (ICBs) and their consequential financial planning. However it is useful for the 
Trust to test the impact of scenarios on longer term financial health. For example ICB funding 
assumptions, service demand, new developments, the withdrawal of COVID funds and efficiency 
achievements. 

The Trust has started to lead the work with the ICB on the development of an ICS medium term 
financial model which will form the framework for the Trust’s long term financial plan.  The 
imminent publication of a national planning framework will help us to narrow the scenarios 
currently being modelled. 
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We will be explicit about the assumptions 

that we’re using for our long-term plan.

• Under the PbR regime, the 
Trust’s long term financial 
modelling assumed income 
rising broadly in line with 
activity, moderated by 
effective service 
transformation. 

• Our new financial planning 
approach will involve 
modelling income based on an 
understanding of how health 
system funding is likely to 
change and modelling 
expenditure change based on 
forecast activity growth and 
cost inflation, moderated by 
service transformation and 
efficiency programmes. 

• We will also focus on the 
separate revenue impact of 
major service developments.

22/23 23/24 24/25 25/26 26/27  Compound effect 

 A  GDP deflator 3.5% 2.8% 2.8% 2.8% 2.8% 15.6%

 B  National efficiency expectation  (1.1%) (1.1%) (1.1%) (1.1%) (1.1%) (5.4%)

 C  Convergence allocation (0.8%) (0.8%) (0.8%) (0.8%) 0.0% (3.2%)

 D  Allocation for growth 2.1% 2.1% 2.1% 2.1% 2.1% 11.0%

 E  Total NHS income growth 3.7% 3.0% 3.0% 3.0% 3.8% 18.0%

 F  Other income growth 2.0% 2.0% 2.0% 2.0% 2.0% 10.4%

 G  Total Income Growth 3.6% 2.9% 2.9% 2.9% 3.7% 17.1%

 H  Activity - demographic growth 1.4% 1.4% 1.3% 1.3% 1.2% 6.8%

 I  Activity  - non demographic growth 1.4% 1.6% 1.5% 1.5% 1.5% 7.7%

 J  Service transformation effect (1.6%) (1.6%) (1.6%) (1.6%) (1.6%) (7.7%)

 K  Capacity growth 1.2% 1.4% 1.2% 1.2% 1.1% 6.3%

 L  Recurrent efficiencies (3.0%) (3.2%) (1.6%) (1.6%) (1.6%) (10.5%)

 M  Cost inflation 5.5% 2.8% 2.8% 2.8% 2.8% 17.8%

 N  Recurrent cost pressures 0.5% 1.0% 1.0% 1.0% 1.0% 4.6%

 O  Total recurrent cost growth 4.2% 2.0% 3.4% 3.4% 3.3% 17.4%

 Net Growth (0.6%) 0.9% (0.5%) (0.5%) 0.4% (0.3%)

 P  Non recurrent efficiencies (1.0%) (0.5%) 0.0% 0.0% 0.0% (1.5%)

 Q  Non recurrent cost pressures 1.0% 0.5% 0.0% 0.0% 0.0% 1.5%

 R  COVID costs (NR) £'m (11.2) (5.0) -  -  -  -  

 S  COVID funding (NR) £'m 9.2 5.0 -  -  -   - 

 T  Capacity pressures - costs (NR) £'m (6.1) (6.1) (6.1) (6.1) (6.1)  - 

 U  Capacity pressures - funding (NR) £'m 11.2 -  -  -  -   - 

 V  SD1 - gross revenue cost pressure -  -  -  -  -   - 

 W  SD1 - gross revenue saving -  -  -  -  -   - 

 Income 

 Costs 

 Other 

This table shows the initial assumptions used to drive the draft output. These are still being refined 
and will require  further engagement / communication (internal and external) to refine
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22/23 23/24 24/25 25/26 26/27

 Total operating revenue - normalised 466.7 454.0 462.2 475.8 493.2

 Total operating expenses - normalised (445.1) (435.9) (444.3) (458.7) (473.0)

 Total non-operating expenses (21.5) (20.9) (22.5) (23.0) (21.0)

 Net surplus/(deficit) (0.0) (2.8) (4.5) (5.9) (0.8)

 U  Capacity pressures funding 11.2 0.0 0.0 0.0 0.0

 S  Covid Costs Funding 9.2 5.0 0.0 0.0 0.0

 Total Non Recurrent Income 20.3 5.0 -  -  -  

 Service transformation investments 

 T  Capacity pressures (6.1) (6.1) (6.1) (6.1) (6.1)

 R  Covid Costs (10.9) (5.0) 0.0 0.0 0.0

 Total Non Recurrent Costs (17.0) (11.1) (6.1) (6.1) (6.1)

 Total non-recurrent items 3.4 (6.1) (6.1) (6.1) (6.1)

 I&E excl. NR items  Underlying Deficit (3.4) 3.3 1.5 0.1 5.3

 C  Convergence allocation % (0.8%) (0.8%) (0.8%) (0.8%) 0.0%

 C  Convergence allocation £'m (3.0) (3.0) (3.0) (3.0) -  

 J  Service transformation effect % (1.6%) (1.6%) (1.6%) (1.6%) (1.6%)

 J  Service transformation effect £'m 5.0 6.9 6.5 6.5 6.5

 L  Total efficiency required (%) 3.0% 3.1% 1.6% 1.6% 1.5%

 L  Total efficiency required £'m -  13.7 6.7 6.7 6.7

 A less P  Income inflator (GDP) less cost inflation (2.0%) 0.0% 0.0% 0.0% 0.0%

 N  Recurrent Cost Pressures £'m 0.5% 1.0% 1.0% 1.0% 1.0%

 N  Recurrent Cost Pressures % (2.5) (4.3) (4.1) (4.1) (4.1)

 I&E 

 NR income and 

costs 

 Key drivers of 

position 

The draft outputs will help set the agenda 
for more detailed planning rounds

The following table presents the initial output of the LTFM and the impact of some of 
these key assumptions

The initial outputs 
with current 
assumptions 
indicate future 
deficits based on an 
assumption that the 
Trust will 
experience non 
recurrent capacity 
pressures in line 
with historical 
experience. It is 
however likely that 
the Trust will find 
non-recurrent 
solutions to ensure 
break-even in each 
year. 
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22/23 23/24 24/25 25/26 26/27  Compound effect 

 V  SD1 - gross revenue cost pressure -  -  -  -  -  -  

 W  SD1 - gross revenue savings -  -  -  -  -  -  

 X  SD1 - Capex -  -  -  -  -  -  

 Y  SD2 - gross revenue cost pressure -  -  -  -  -  -  

 Z  SD2 - gross revenue savings -  -  -  -  -  -  

 AA  SD2 - Capex -  -  -  -  -  -  

 AB  BAU - Capex -  -  -  -  -  -  

 SD and 

BAU 

capex 

There are a number of 
large developments that 
are at the business case / 
formal approval stage 
(e.g. the Trust 
redevelopment, CDC, 
additional Shrodells
wards, Pathology –
enabling works and the 
land acquisition).

We will highlight the financial impact of 
major service developments

Our quarterly report will highlight the impact of our major service developments in 
terms of capital expenditure in each year and the net revenue pressure or benefit 
derived from each development. 
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Next steps

• Support the ICB in developing an ICS MTFP which considers the 
effect of published ICB allocations and planning guidance. 

• Refinement of Trust LTFM assumptions based on the ICS MTFP 

• Refinement of Trust LTFM assumptions with Trust senior 
management.

• Update LTFM starting point from 2022/23 plan to 2022/23 forecast

• Refine and incorporate the longer term transformation programme 
into the Financial Strategy

• Incorporate service developments / capital programmes as they are 
approved

• Iterate assumptions with the ICB and the wider system
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Title of the paper: To inform the Public Board  of the progress with Freedom to Speak up activity 

and output for the period 01.04.22 to 30.09.22 

 

Agenda Item: 27 

Presenter: Joanna Bainbridge – Freedom to Speak Up Guardian  
 

Author(s): Joanna Bainbridge – Freedom to Speak Up Guardian  
 

Purpose: 
 

Please tick the appropriate box  

For approval 
 

 For discussion  For information 

  X 
 

Executive 
Summary: 
 

The purpose of this paper is to give an overview of the progress and development of 
the FtSU service and themes arising from the cases received at West Herts during the 
period 1st April 2022 and 30th September 2022. It includes activity taken to improve 
speaking up at West Herts, including what we have learned over the period and the 
impact of this learning.  

 

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? 

Trust Board  

2 February 2023 

15th December 2022 
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☒How well is the trust using its resources? 

 
  

Previously 
considered by: 

 

Committee/Group Date 

People, Education and Research Committee  
(PERC) 
   

15th December 2022 

 

Action required: 
 

 

The Public Board is asked to receive this report for assurance on progress of actions 
being taken and the ongoing plan trust’s commitment to support the Freedom to Speak 
Up strategy and workplan.  in support of this the Committee is asked to receive this 
report for information and relevant discussion.   
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Agenda Item: 27 
 

Trust Board Meeting - 2 February 2023 

 
Report on the progress with Freedom to Speak up (FtSU) activity and output for the 

period 01.04.22 to 30.09.22 

Presented by: Andrew McMenemy – Chief People Officer  
 
 

1 Purpose  

1.1 This report provides an overview of the activity that took place during the period 1st April 
2022 to 30th September 2022 across the Trust to deliver our commitment to Freedom to 
Speak Up, including actions taken to improve speaking up at West Herts and an 
assessment of the number and themes of concerns raised, learnings and 
recommendations. 

2 Background 

2.1 The standard NHS contract requires that all trusts and foundation trusts employ a 
Freedom to Speak up Guardian (FtSUG).   FtSU Guardians are employed across the 
health and care sector, including in primary care, health charities, independent providers 
and arm’s length bodies including health regulators. The FTSU Guardian’s role is to 
ensure patient safety and staff wellbeing by providing a mechanism for staff to speak up 
when they see or hear something that is not right. The FtSUG also provides support to 
staff who raise concerns and supports the Board to develop a ‘positive, compassionate, 
and inclusive’ workplace culture in line with the vision set out in the NHS People Plan. 
Regular meetings are held between the FtSUG and the Chief Executive Officer and the 
Non-Executive lead for FtSU to ensure themes of concerns are discussed and relevant 
actions are taken and followed up.  

3 Analysis/Discussion  

3.1 Cases  

3.2 Of the 24 FtSU concerns raised over the period, all were responded to within the agreed 
timeframe, of a maximum of 48 hours. This 6-month period represented the busiest, so 
far for cases raised.  

3.3 The comparative number of cases raised in the period 1st October 2021 to 31st March 
2022 was 14, this represents a 71% increase in cases for the reporting period covered by 
this report.     
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3.4 The focus of the majority of supporting activity aligned to FtSU during the reporting period 
has been linked to direct staff engagement. Over 7,000 direct, staff contacts have been 
made, focussed on getting the message about FtSU across to all staff and providing 
relevant information and materials.  Every member of staff has had at least one direct 
contact/message from the FtSUG, many have had more, due to direct contact also being 
simultaneously to specific departments and staff groups, these have included, Maternity, 
Theatres, Junior Doctors, all Health Care Assistants, Consultants, Endoscopy, Estates 
and Pathology.  This activity, in addition to walkarounds, attendance at staff meetings, 
further recruitment that has increased the numbers of FtSU Champions and initiatives 
such as FtSU Month have raised the profile of FtSU to all staff and may explain the 
increase in case numbers, particularly as the rise in cases corresponds directly with 
when the peak of these contacts were made i.e. August and  September. A similar trend 
in case numbers has continued through October and November. Regular updates on 
these trends have been provided to the Chief Nurse, Chief Operating Officer and the 
Chief People Officer.  

3.5 This staff engagement activity has also led to further benefits, including, staff raising 
questions about how FtSU works at West Herts and has resulted in the FtSUG being 
invited to give presentations at staff meetings, including Midwifery students and 
Preceptorship groups.  

3.6 Figure 2 below shows the trend in case numbers over the six-month period. 

 

Figure 1: 2022/23 new cases M1-6 

 

Figure 2: 2022/23 M1-6 by Job Role 
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3.7 Figure 2 above shows that Registered Nurses and Midwives accounted for the highest 
portion of cases raised through the FtSU process at 9 cases (37%).   

3.8 Estates and Facilities with 8 cases (34%) accounted for the second largest portion of 
cases, this is an increase on the previous reporting period which saw 1 case raised.  The 
other two staff groups where cases were recorded during the period are Administration 
and Clerical with 5 cases (21%), an increase of 2 cases on the previous reporting period. 
The Professional and scientific/AHPs staff group recorded 2 cases (8%), a reduction of 2 
cases compared with previous reporting period.    

3.9 There were no cases raised during the period by Health Care Assistants, this position 
mirrors the one for the previous 6 months.   

3.10 Figure 3 below shows that the 24 concerns raised fell into the following case type 
categories:  

 

Figure 3: 2022/23 M1-6 by case type 

3.11 Bullying and harassment, represented 11 cases (48%) over the period, Poor Line 
Management, represented 8 cases over the period (33%), Quality and Safety 
represented 3 cases (12%) and Policies or Processes, represented 2 cases (9%).    

3.12 The largest increase in numbers within case type is for Poor Line Management. This 
period saw 8 cases being raised, in the previous reporting period there were no cases of 
this type. Concerns falling under the theme were linked to managerial practice, decision-
making and communication. These cases were raised within the context of workload 
concerns, difficulty in gaining feedback from senior managers when concerns are raised, 
decision-making surrounding shift allocation and the quality of line management support 
during sick leave. 

3.13 The bullying and harassment concerns raised in this period represented the same 
number of cases raised in the previous 6-month period (11). The overall % of case type 
in this category was lower at 45.8% of the overall cases.  Most of the bullying and 
harassment cases originate from poor communication between staff and line 
management. The feedback from those raising these concerns focussed on management 
behaviours ordering staff ‘to do’ rather than asking/requesting, or increased use of non-
verbal communication i.e., email.   

3.14 10 of these bullying and harassment cases were resolved without the need for a formal 
process, the majority were resolved through supporting the member of staff to escalate 
the concern through the management structure. This trend of informal resolution for 
cases continues to grow.  

3.15 The trust remains an outlier compared with the national picture on bullying and 
harassment cases, the national picture for cases of this type is 37.3% with an element of 
Bullying and Harassment, a variance of +10.7%.      
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3.16 There were 3 concerns relating to patient safety (12%), these cases were escalated 
immediately to the Chief Nurse and prioritised, leading to a rapid resolution. The issues 
raised all related to staff training and not directly to patient care.   

3.17 The trust retains its favourable position, compared with the national picture for Quality 
and Safety cases the national picture for this type of case is 19% for cases with an 
element of Quality and Safety.    

3.18 Figure 4 below shows a breakdown of the cases over this period by division: 

 

Figure 4: 2022/23 M1-6 by Division 

 

3.19 The division reporting the highest number of cases was Environment representing 8 
cases (33%), Women and Children Services accounted for the second largest portion of 
cases, representing 6 cases (26%).  3 cases were reported from Clinical Support (12%), 
3 from Surgery (12%), 2 cases from the corporate areas (9%), 1 case from Emergency 
Medicine (4%) and 1 case from the Medicine Division (4%).   

3.20 Key variations across the reporting period represented in this report and compared with 
the previous 6 months show that the most significant change was for the Environment 
division where 1 case was recorded in the previous period, compared with 8 cases for 
this period.  Women’s and Children’s services recorded 6 cases in the period compared 
with 4 in the previous period. Clinical services reported 3 cases during the reporting 
period, the same number of cases reported for this division in the previous period. The 
number of cases reported during the period for Corporate Services saw a reduction of 
one case, from 3 cases to 2. Both Emergency Medicine and Medicine saw an increase of 
cases by 1 case, compared with the previous period, where none were recorded for 
these divisions.     
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3.21 Figure 5 below shows the cases raised by ethnic background: 

 

Figure 5: 2022/23 M1-6 by ethnicity 

3.22 This information has been captured since February 2022 and is therefore not available to 
compare with the previous period.  

3.23 Figure 5 shows a breakdown of staff who raised concerns over the period. 17 cases 
(70%) were raised by those identifying as white British and 7 cases (30%) were raised by 
those identifying as non-white British (this data has been collected since 01.02.22. The 
national picture shows that 68.6% of staff who raise cases identify as white British and 
31.4% identify as non-white British.    

3.24 There were no cases of staff at West Herts reporting detriment during the reporting 
period due to Speaking Up, or raising concerns, this reflects the same position as the last 
reporting period. From a national perspective, the most recent data shows that that 4.3% 
of cases reported nationally were reported by staff who suffered some level of detriment, 
this has increased nationally, from 3.1% of cases, in the previous year.  

3.25 There were no anonymous cases recorded at West Herts over the reporting period.  It is 
pleasing to note that all staff who spoke up during the reporting period were happy to be 
named regarding the concerns they raised, this open approach from our staff also helps 
us to fully understand the nature of each concern and the options for resolution and 
learning.  This continuing trend may also be an indicator of the level of trust and 
confidence staff have in the speaking up culture of the trust. 

3.26 Open FtSU cases are actively monitored, and regular contact is maintained by the 
FtSUG with the staff member. Cases can remain ongoing for longer periods of time and 
some staff may require ongoing support and guidance from the FtSUG in tackling 
situations on an informal basis and some may require emotional support in situations 
where they have not built up the resilience to act for themselves.  

3.27 Case reviews on FtSU cases, once they are closed continues, quarterly, feedback 
remains positive, with 100% of those completing a review form stating that they would be 
prepared to raise a FtSU concern again if they needed to. The return rate on these 
review questionnaires has fallen slightly over the reporting period to 85% from 90% over 
the previous period.    

3.28 The FtSUG has regular contact with the Junior Doctor Guardian and the Head of 
Employee Relations with a view to discussing cases and identifying case themes.   

3.29 Training 
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3.30 The National training programme for senior leaders, including Executive and Non-
Executive Directors, lay members and governors was launched in June of this year, this 
was an addition to the first training programme “Speak Up”.  The 2 training modules 
released in June are “Listen Up” and “Follow Up” and are aimed at all Senior leaders, to 
ensure they have a full understanding of the speaking up process.  Our compliance with 
the 3 programmes sits at 11%.  Whilst this is an improvement of 5% on the position 12 
months ago, progress remains slow.  The introduction of Speak Up training is a step 
forwards, however training alone will not change culture. Support and follow up, 
particularly for managers, is needed to put learning into practice as part of a wider 
programme 

3.31 Review of supporting activity to raise awareness of Freedom to Speak Up  

3.32 The FTSU Guardian and FtSU Champions remain visible across the Trust through 
attending key meetings, holding local update training sessions and talking to different 
staff groups to promote speaking up messages.  

3.33 A number of promotional  materials have been developed during the period, including, a 
standard presentation to introduce staff to Freedom to Speak Up, an information leaflet, a 
managers guide to Freedom to Speaking up, access to information relating to FTSU, 
including contact information the FTSU Champions, through a QR code and a flowchart 
showing the FtSU process, aimed at providing a guide for staff on what they can expect 
from the process, including approximate timeframes.    

3.34 Over the summer the FTSUG started a series of ‘speaking up summits’, which brought 
together individuals within the Trust who hold key leadership roles. The sessions were 
initially run for Band 7-8B staff.  The aim of the summits was to share themes and 
triangulate data around areas of good practice and to identify learning.   The sessions 
were based around focussing on the experience of speaking up from the perspective of 
our leaders, through discussions based around the CQC’s  6 key lines of enquiry for 
assessing how effective speaking up is at organisational level.  79 staff joined the 
sessions, feedback was generally positive, and the feedback themes were captured in a 
report which was shared with the staff groups who attended the sessions and the 
divisional leadership teams. The report highlighted both learning and recommendations.   

3.35 Two barriers to speaking up were specifically identified by these leaders, one related to 
some inconsistency regarding the feedback received when concerns are raised to very 
senior management and the second barrier was a recognition that fewer senior staff may 
be more reluctant to raise concerns. Discussions took place relating to what action might 
be considered to reduce these barriers and further discussions were held with the senior 
membership of the Divisional meetings, throughout October.  

3.36 Following feedback from Divisions, further “speaking up summits” are currently being 
held with the Band 8C-9 group and the Band 2 staff group.  

3.37 A session was held with the FtSU Champions in July to talk about who we can reach out 
to those staff whose voices are not so frequently heard, or those who cannot speak out. 
Some of this was informed by the output from the leadership sessions, relating to barriers 
they identified, mainly in relation to less senior staff finding it difficult to speak out.  Our 
campaign of staff engagement and messaging during the reporting period reached out to 
all staff and is acknowledged that this has raised awareness with all our staff, including 
those who find it more difficult to raise concerns.  
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3.38 Further Champions have been recruited over the past 6 months. The most recent 
Champion recruitment campaign targeted areas where former Champions had left the 
organisation, or where low numbers of Champions were in post, i.e., Maternity, Theatres, 
Pathology and Emergency Medicine. The Champion team has grown to 49 members, 
they are proving to be a valuable resource, in supporting staff who raise concerns. Our 
mix of Champions continues to reflect a varied diversity. National data provided by the 
National Guardian office, reports that 41% of respondents from black and minority ethnic 
groups said they would be more likely to speak up to a Freedom to Guardian of the same 
ethnicity. This compares to 6.8% of white respondents that said the same. The NHS 
People Plan includes commitments to recruit more staff from black and minority ethnic 
backgrounds to Guardian and Champion roles and to improve national training for 
Guardians on workplace race equality.  

3.39 The Speaking Up Support Scheme was launched nationally through NHS England. The 
scheme is designed to support individuals who, following a formal speaking up process, 
have experienced significant adverse impact, leading to difficulties moving forward in 
both their professional and personal lives. The FTSUG contacted all those who had 
raised concerns over the period 01.04.21 to 31.03.22 to offer information and contact 
information for the scheme, should they need it. The scheme is available to all staff and 
workers, both past (up to 3 years) and present.    

3.40 October was Freedom to Speak Up month alongside Black History month.  The FtSUG 
and the Champions distributed merchandise, pens and post-it notes.  Other activity 
included presentations delivered by the Champions to their local teams.           

3.41 Planned activity for next 6 months  

3.42 The next 6 months will produce further opportunities for a continued focus on the key 
streams of work identified within the FtSU work plan:  

• Staff Engagement  

• Communication & Publicity  

• Value and Quality Assurance  

• Measurement and Evaluation  

• FtSU Champions  

3.43 Some of the specific activity in support of the work streams over the next 6 months will 
include:   

3.44 A programme of FTSUG walkarounds will continue over the next period, aimed at 
continuing to develop regular engagement with staff across all departments and wards.  

3.45 The development of a specific Freedom to Speak Up Strategy for West Herts will be 
developed for the trust over the coming 6 months, this will support the delivery of the 
trust’s People Plan with a mission to develop an open culture and make Freedom to 
Speak Up (FtSU) business as usual. Our vision is that everyone in the Trust feels safe to 
raise a concern with anyone and know that they will be listened to, taken seriously and 
the issue is acted upon appropriately.  

3.46 The FtSU “Difference Matters” project will be launched during December and will focus 
on exploring if, and how ethnic differences impact on whether staff at West Herts are 
confident and able to raise issues through Freedom to Speak Up. This work will begin 
with a questionnaire exploring and attempting to understand the potential impact upon 
staff who may feel they cannot speak up and what the influencing factors may be to 
these voices not always being heard. It will also help to identify mitigating steps to reduce 
or remove these barriers to speaking up and therefore the adverse impacts. This project 
will be aimed initially at all staff within the organisation who do not describe themselves 
as white British in origin.  
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3.47 A “Doctor Engagement” initiative has been launched and is currently being rolled out in 
partnership with the Clinical Directors and the Medical Workforce lead. Some groundwork 
involving contact with the trust’s Consultant group has already taken place and this will 
be followed by inclusion of the Introduction to FtSU video within the doctors induction 
programmes, setting up safe space sessions for medical staff from January 2023, 
presentations from the FTSUG at medical staff meetings and direct contact to share all 
available information on FtSU with all medial staff.   

3.48 During August of this year NHS England introduced a “Reflection and Planning tool” 
designed to allow organisations to review their FtSU activity against prescribed objectives 
and standards. A draft review of this is currently being prepared by the FtSUG and will be 
initially shared, on completion with the Chief People Officer.   

3.49 We continue collaborative working across the trust to increase awareness and the 
importance of Speaking Up and will continue to gather and act upon feedback from staff 
that have raised concern. 

3.50 We will continue to work with the National Guardian Office and the local networks to 
ensure that West Herts continues to learn from national best practice and policy. 

4 Risks  

4.1 The NGO has published national guidelines on FTSU training in the health sector in 
England. Trusts are urged to ensure that the 3 national training modules are completed 
as required by all eligible staff. 42training This training and the guidelines are designed to 
improve the quality, clarity, and consistency of training on speaking up. This training is 
recommended for all staff and is available through the ACORN system. Compliance with 
this training is slow and this may carry a risk of staff and leaders at West Herts not fully 
understanding the expectations of them regarding Freedom to Speak Up.  

5 Recommendations  

5.1 The higher number of poor line management issues raised through FtSU cases across 
the trust often seem to stem from managers requiring more support in their own role and 
not necessarily being aware of management styles, management techniques and good 
communication.  It is recommended that management training and coaching could 
enhance these softer skills and reduce the FtSU concerns arising due to these issues.   

5.2 The Board are asked to note the content of this report for information.   

 
 

Director :Andrew McMenemy  
Title: Chief People Officer  
2nd February 2023   
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Executive 
Summary 
 

 

This Short Form Business Case (SFBC) was recommended to the Board for approval 
at FPC on 15 December 2022 and was subsequently approved by the Chair, CEO 
and 2 non-executive directors under Standing Order 6.2 – Urgent Decisions.   
 
The SFBC was required to be submitted to the ICB Finance and Investment 
Committee before approval could be granted at the February 23 Board, hence the 
need for the Board’s urgent powers to be utilized.  
 
The remainder of this summary highlights the key points of the SFBC for the Board’s 
information.  
 
The SFBC outlined the need for £25m capital funding to deliver a new Elective Care 
Hub for Herts and West Essex (HWE) ICB, at SACH.  The plans are in line with the 
national elective care strategy to reduce waiting list times for patients and increase 
surgical capacity. 
 
On 11 October 2022, a paper was sent from the ICB to system leaders to outline the 
differentiators of options.  An options appraisal was undertaken to confirm the 
decision to use existing sites within the acute Trusts’ estates to accommodate the 
additional capacity, as opposed to a new alternative site. Subsequently, the preferred 
way forward, to create additional capacity at WHTH’s planned surgical care site at 
SACH was approved by system leaders. 
 
In order to deliver the programme on time and to budget, the Trust will need to incur 
capital costs of £25m (£1.2m in 22/23 and £23.8m in 23/24).  This spend will ensure 
that the main contractor is in place early in 2023. The Trust has therefore initiated, at 
risk, the tendering process necessary to select and appoint a suitable contractor from 
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the P23 framework within this timescale (this includes components of the £1.2m 
capital spend in 22/23 identified above).  The process will be overseen by the WHTH 
Capital Projects team in accordance with the procurement and governance 
arrangements outlined in this SFBC.   
 
The revenue implications will only materially commence in 23/24 in line with the 
workforce strategy plans and the opening of the HWE Elective Care Hub in Spring 
2024, however the full year effect of the revenue implications will not occur until 
24/25. The operating model, workforce requirements, commercial model and full 
financial implications will be detailed in the OBC, anticipated for WHTH and ICB 
submission by April 2023. 
 
The Board noted the key risk of this scheme, namely that it is seeking to progress 
with the capital elements ahead of the operating model being finalised, given the need 
to deliver on time.  To mitigate, the OBC will be completed at pace,; we have sought a 
risk share arrangement across the ICB and Don Richards as WHTH CFO, is lead 
exec. 
 
Patients in Herts and West Essex are currently waiting too long to receive care. This 
collaboration has put the patient at the heart of every decision and the ICS has put 
together an ambitious plan to create a sustainable future for the system. 
 
The key aims associated with the scheme are: 

 
 
In line with Getting It Right First Time (GIRFT) recommendations to support national elective 
recovery efforts, the new HWE Elective Care Hub is a great opportunity for the ICS to 
collectively to deliver change and meet the needs of Herts and West Essex patients. 
 
The new HWE Elective Care Hub will seek to address the following current problems: 
  

• There is currently inequitable and insufficient access to elective care 

• Patients are currently waiting too long to receive treatment 

• Patients waiting for lower complexity surgeries are often delayed to accommodate 
trauma and emergency care    

• Recovering the COVID19 backlog remains a high priority  

• Exploring ways to transform surgical pathways is limited within existing capacity 

• Planning for future growth in demand within existing capacity is difficult 

The key investment criteria for this scheme focus on the immediate strategy to 
significantly reduce the wait times for patients waiting for specific orthopaedic, ENT and 
ophthalmology procedures by 2026.  
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The new hub will redirect these patients to a central complex, and ensure they receive 
timely treatment in modern facilities.  There are a number of associated benefits, the key 
ones being, 
 

 
 
In order to deliver against these criteria, an existing theatre (modular unit installed in 2003) 
will be demolished in order to make way for three additional new theatres and a like-for-like 
replacement. 
 
A new procedure suite with state-of-the-art facilities, a new procedure room with anaesthetic 
support ringfenced for the hub will be co-located with a replacement of an existing 
procedure room on site, supported by a new Admissions and Discharge lounge. 
 
The following table summarises the key capacity elements, highlighting the current position, 
the additional capacity that will be dedicated to the hub, and the overall capacity that will 
exist on site at SACH: 
 

 EXISTING HUB TOTAL  

Theatres 5 3 8 

Procedure Room 1 1 2 

IP Beds 40 50%* 40 

DCU trolleys 24 50% * 24 

Admission & Discharge Lounge 0 1 1 
 

*shared bed capacity that can be flexed according to demand. 
 
Headline Capital Costs 
 
The lead-Trust’s capital costs for the HWE Elective Care Hub have been developed in 
conjunction with the Trust’s advisers, in accordance with Health Building Note (HBN) 
guidelines with acceptable derogations for refurbished elements signed-off by the clinical 
team. These costs can be seen in the summary below (please note figures the total capital 
outlay of £25m includes VAT and inflation, costs excluding these items is £17.2m). This 
spend is profiled to occur over 2 years and whilst this is a challenging timeline, plans are 
progressing well and sign-off of the outline design has been undertaken. 
 

£’000 22/23 23/24 Total 

Works Costs   9,852  9,852  

Fees 703  1,495  2,198 

Non-Works Costs   169  169 

Equipment Costs   2,534  2,534 

Optimism bias 91  1,890  1,982  

Planning contingency   493  493 

Inflation Adjustment 187  3,878  4,066  

VAT 196  3,511  3,708  
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Total 1,178  23,822  25,000  

 
The assumptions made to the forecasts include: 

• The departmental and on-costs are based on an area of 1,660 m2). 

• A contingency allowance of 5% has been built in.  

• Costs are based on assumption that the project build would commence in March ‘23 
with completion by March ‘24. Inflation has been calculated based on construction 
mid-point of July ’23 (using PUBSEC indices (23.6%)). 

 
Indicative revenue costs per annum 
 

The revenue costs of Option 4 (covered in more detail within the finance section of the 
SFBC) cover the increased headcount required to operate the new ward as well as the 
associated operational costs of the new facility (non-pay and capital charges),  
 
 
Benefits 
 

The HWE Elective Care Hub will deliver significant benefits to support the reduction 
of waiting times for patients across the system, is deliverable within 18 months and 
creates a longer-term sustainable solution for planned care surgical services across 
Hertfordshire and west Essex. 
 
Key drivers of benefits are as follows: 

• Reducing waiting times 

• Additional dedicated modern state of the art facilities including co-located 
supporting infrastructure 

• Use of new facilities to increase efficient and effective delivery of surgical activity 

• Create additional resilience for each of the three acute Trusts within the ICS 

• Locating facilities to support delivery of the greatest need in ICS 
 
In order to enable the construction of the Elective Hub, the Trust will be required to 
demolish Theatre 5. This theatre currently accounts for 1,359 patients and £2.7m (22/23 
prices) income that will need to be accommodated elsewhere. There are a number of 
mitigations that could be put into place to address the closure. In summary these are as 
follows: 

o Option 1: Retain some activity using existing Trust capacity (including 
extending into weekends) and outsource some activity. 

o Option 2: Rent a mobile theatre. 
o Option 3: Rent theatre space at another provider (private sector). 

• Based on the above options some initial analysis has been performed to try and 
quantify the financial implications of the various options; it should be noted that 
further refinement and analysis will be required to fully quantify the impact, however 
the initial costs are estimated to be in the range of £0.8m to £1.1m.  

• Option 1 currently appears the cheaper option, however this would be predicated on 
retaining 50% of activity on site and outsourcing the remaining activity. Option 2 is 
the more expensive option. Please note that option 3 has not yet been calculated 
and are awaiting quotes for rental. For prudency the non-recurrent costs resulting in 
the closure of theatre 5 have been included as £1.1m.  

 

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 
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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 

TMC 14.12.2022 

FPC  15.12.2022 

Standing order 6.2  15.12.2022 
 

 
 
Action 
required 

The Board is asked to ratify the approval of: 
 

• The SFBC on 15 December 2022 and note that the assumption that the capital 
envelope that the ICS has verbally confirmed, is fully available and that there are no 
variations to it.  
 

• The notion that a formal MoU will be drawn up across the three acute Trusts within 
HWE ICB in order to provide WHTH with delegated authority to expedite the 
programme in FY23, at risk, ahead of formal receipt of capital investment from 
NHSE/I, to assist with future risk share agreement.  
 

• The plan in principle to mitigate the demolition of Theatre 5, with an agreement that a 
full plan will be presented to the Chiefs for review and sign-off in January 2023. 

 
NHSE/I has indicated that revenue contribution will be available but are yet to clarify the level 
and nature of what this funding will be.  The Board is asked to note this and agree that an 
OBC/FBC will be brought to FPC for assurance by April 2023 to detail the revenue 
requirements.   

 
Full and final tendered costs for construction, along with any outstanding queries that might 
arise from TMC discussion will be taken through trust governance processes in due course. 
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Purpose: 
 

Please tick the appropriate box  

For approval 
 

 For discussion  For information 

✓ ✓  
 

Executive 
Summary: 
 

The purpose of this report is to provide an update on the status of the 
Corporate Risk Register (CRR) to the Board. 
 
This report captures the decisions made by the Risk Review Group (RRG) on 
12 January 2023. Where applicable, decisions made by the RRG are 
highlighted in amber under the risk.  
 
The final data for this report was extracted from Datix on 13 January 2023, 
with some updates made following the RRG meeting; a total of 21 open risks 
were registered on the Corporate Risk Register (CRR) at that time. In addition, 
the RRG reviewed all escalated, de-escalated, closed, increased, reduced, 
and merged risks where applicable. 
 
The RRG discussed the following. 
 
Risk ID 318  
 
Impact on staff morale, elective and non-elective patient flow and 
pathways due to the use Paediatric Assessment Unit as a surge area 
 
Agreed Risk Score 16 (4 x 4) 
 
This risk relates to the use of one Surge area and the impact that this has on 
the ability of the unit and staff to operate effectively. The group extensively 
discussed this, as other Divisions already have existing risks relating to the 
use of surge areas and the impact that these are having.  
 
With regard to the clinical and performance risk aspect it was agreed that this 
risk would be accepted onto the CRR, and that the staff morale/wellbeing 
aspect would be reviewed and considered for a separate risk that WACS 
would manage as part of their risk register.  
 
It was also agreed that the following existing risk within the Medicine Division 
would have its score increased to 16, as the use of the Surge area continued 
and had increased.  
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Risk ID 309 
 
Cancellation of endoscopy procedures due to use of the unit as a surge 
area leading to a possible loss of JAG accreditation. 
 
Agreed Risk Score 16 (4 x 4) 
 
These risks align with a previously accepted risk relating to surging into and 
bedding of the Cath lab (Risk 153) which was agreed at last months’ RRG.  In 
order to ensure that the Trust accurately records and manages the overall risk 
that the use of Surge Areas has on the services and operation of the Trust, 
due to the exceptionally challenging circumstances it currently faces with 
patient numbers, a new overall risk would be created and presented at the 
next RRG.   
 
The Group also discussed the SOP relating to ‘Safe fire evacuation when the 
‘Enabling the flow of urgent and emergency care patients’ Standard 
Operating Procedure is enacted.’.  
 
It was agreed that Environment would undertake further work on this, with the 
aim of presenting a new risk at February’s RRG for discussion in relation to the 
risks relating to possible Fire evacuation presented by using certain areas for 
patients, for which they are not designed.  
 
All existing risks on the CRR were reviewed to ensure that they remained valid 
and had appropriate controls and mitigation in place. 
 

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: 

Quality Committee – 26 January 2023 
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Action required: 
 

The Trust Board is asked to discuss and review the corporate risk register and 
endorse the changes. 
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Agenda Item: 30 
 

Trust Board – 2 February 2023 
 
Title of Paper: 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 Trust Board 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. 
 

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 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 Datix, 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 This report captures the decisions made by the RRG on 12 January 2022. Data for this 

report was extracted on 13 January 2022, with some updates made following the RRG. 
Decisions made by the RRG are highlighted in amber under the risk. A total of 21 open 
risks were registered on the CRR at that time. 
 

3.2 Appendix 1 details a table representing risks and their associated score movement on the 
CRR by Division against each month since January 2022. 

 
3.3 Appendix 2 details a full summary of all corporate risks presented to the Risk Review Group 

on 12 January 2023 and decisions made in respect of these.  

 
3.4 Appendix 3 shows KPI performance in relation to Risk Review status 
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4. Risk activity 
 
The following provides an overview of risk activity as discussed at the RRG on 12 January 
2023: 

 
4.1 New risks (1) 

 
One (1) new risk was presented to the meeting and approved for addition to the CRR.  
 
Risk ID 318  
 
Impact on staff morale, elective and non-elective patient flow and pathways due to the use 
Paediatric Assessment Unit as a surge area 
 
Agreed Risk Score 16 (4 x 4) 
 

4.2       Risk score decreased (0) 
      No decreased scores were presented to the RRG meeting. 
                

4.3       Changed Risks (0) 
No changed risks were presented to the RRG meeting. 

 

4.4       De-escalated Risks (0)  
No de-escalated risks were presented to the RRG meeting.    
 

4.4       Escalated Risks (0) 
No risks were presented to the RRG meeting.  
 

4.5       Closed Risks (0)  
      No risks were closed. 

 
4.6       Increased risk score (1)  

      One (1) risk had its score increased. 
 
      Risk ID 309 
 
      Cancellation of endoscopy procedures due to use of the unit as a surge area leading                                                                                 
      to a possible loss of JAG accreditation. 

 
Previous Risk Score 12 (3 x 4) New Risk Score 16 (4 x 4) 
 

4.7      Merged Risks (0)  
           No merged risks were presented.   

5. Risk 
 

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 Quality Committee is asked to receive this report for discussion of the corporate risk 
register and board assurance framework and approve changes made by the Risk Review 
Group. 
 

Executive Lead    Mike Van der Watt  
                              Chief Medical Officer 
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Date:                     26 January 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
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Appendix 1 – Risks and associated score movement on the CRR by Division against each month since January 2022  

Division   Jan-22 Feb-22 Mar-22 Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 
 Nov-

22 
    Dec-22 Jan-23 

CLINICAL SUPPORT 
SERVICES 

                                                      

CLINICAL 
INFORMATICS 

25 20 → 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 → 15 → 

CORPORATE 
SERVICES  

30 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 

35 20 → 20 → 20 → 20 → 20 → 20 → 20 → 20 → 20 → 20 → 20 → 20 → 20 → 

37                 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 

97                                     16 ↑ 16 → 16 → 16 → 

311                                             16 ↑ 16 → 

EMERGENCY 
MEDICINE 

19 16 → 16 → 16 → 16 → 16 → 16 → 16 → 16 → 16 → 16 → 16 → 16 → 16 → 

20                 16 → 16 → 16 → 16 → 16 → 16 → 16 → 16 → 16 → 

21                 15 → 15 → 15 → 15 → 20 ↑ 20 → 20 → 20 → 20 → 

22                     15 ↑ 15 → 15 → 15 → 15 → 15 → 15 → 15 → 

113                                     15 ↑ 15 → 15 → 15 → 

ENVIRONMENT 

32 20 → 20 → 20 → 20 → 20 → 20 → 20 → 20 → 20 → 20 → 20 → 20 → 20 → 

33 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 

34 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 

31 16 → 16 → 16 → 16 → 16 → 16 → 16 → 16 → 16 → 16 → 16 → 16 → 16 → 

MEDICINE  
153                                             16 ↑ 16 → 

309                         16 ↑ 

SURGERY & 
CANCER 

                                                      

WOMEN’s & 
CHILDREN 

29 16 → 16 → 16 → 16 → 16 → 16 → 16 → 16 → 16 → 16 → 16 → 16 → 16 → 

36 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 

318                                                   16 ↑ 
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APPENDIX 2 – Corporate Risk Register (by Division) 
 

 

 

 

COVID-19 
RELATED 

RISK 
ID 

OPENED 
DATE 

RISK TITLE 

INITIAL 
RISK 

RATING 
SCORE 

UPDATE 
CURRENT 
RATING  

EXECUTIVE 
LEAD 

CLINICAL INFORMATICS 

No 25 12/06/2017 Trust Bleep System 
Failure leading to 
inability to utilise alert 
systems across the 
Trust 

20 At present there is no change in the risk and there is ongoing 
work to mitigate and reduce the risk. The controls remain valid 
at this time and the risk is discussed and monitored at 
Divisional level as well as the Risk Review Group. No change 
to the score, which remains appropriate for the level of risk that 
is being managed at present. 

20 
 

Paul Bannister - 
Chief Information 

Officer 

JAN 2023 RRG MEETING UPDATE  
 
RRG noted update. Risk Score and controls remain appropriate for the Risk at present. 
 
Current Risk 5 x 4 = 20 
 

No 27 20/05/2020 Possibility of a 
Cyber Security 
Incident arising 
from vulnerabilities 
within our network 
connectivity 
systems. 

15 No change to the risk description and the assigned controls and 
mitigation. Risk is monitored through Divisional meetings and 
discussions. 

15 
 

Paul Bannister - 
Chief Information 

Officer 

JAN 2022 RRG MEETING UPDATE  
 
Update noted by RRG. Risk scoring and controls are in place to manage the ongoing risk.  
 
Current Score 3 x 5 = 15 
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CORPORATE SERVICES 

No 30 03/12/2019 Lack of in reach 
mental health 
services and tier 4 
specialist provision 
for under 18yrs 
patients including 
eating disorders 
 

20 Update at end of December from HPFT for recruitment of posts 
for the CYP mental health liaison team - unable to recruit into 
any posts. Paediatric staff arranged to visit examples of safe 
spaces at Forest House and New Farm in January to support 
planning / development of safe space rooms in Starfish / CED. 

15 Tracey Carter - Chief 
Nurse and Director 

of IPC 

JAN 2023 RRG MEETING UPDATE  
 
RRG noted update. No change to the risk score at this time.  
 
Current Score 3 x 5 = 15 
 

No 35  09/11/2016 Patients may come 
to harm and have a 
poor experience 
due to long waits 
for elective care 
 

20 All elements of risk reviewed and updated. 20 
 

Michael Van der 
Watt, - Medical 

Director 

JAN 2023 RRG MEETING UPDATE  
 
RRG noted that risk had been reviewed and updated.   
 
Current Score 4 x 5 = 20 
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No 37  27/01/2022 There is a risk to 
maintaining Safe 
staffing levels for 
Nursing across all 
Divisions 

15 Risk remains as is due to winter pressures and additional exceptional surge beds 
open to manage demand and the impact on nurse staffing resulting in red areas at 
present. 

15 Tracey 
Carter – 

Chief Nurse 
and 

Director of 
IPC 

JAN 2023 RRG MEETING UPDATE  
 
RRG noted risk update and ongoing activity to manage the risk and ensure safe staffing levels.  
 
Current Score 5 x 3 = 15 

No 97 11/08/2022 Staff Turnover 
Rates (overall 
numbers/turnover 
within specific staff 
groups/leavers in 
first year of 
employment) 
 

16  
 

Turnover has fallen again for the 7th month running and is now at 
15.5% against a target of 13%. This is positive news and there is 
lots of work taking place to support staff retention, with a focus on 
wellbeing. Hotspot groups are Midwifery, Nursing, HCSW’s and 
Allied Health Professionals. HR Business Partners continue to 
work closely with Division to identify themes at a local level which 
will help influence how staff are supported, these align to the 
People Promise workstreams. 
 
Turnover for staff leaving within their first 12 months in post has 
also fallen to 16.3%, this remains an area of focus for the People 
Promise initiative with a new joiner support programme being 
launched in January 2023 to extend the onboarding period 
throughout their first 6 months in post. 
 
The latest staff survey results have recently been received and 
these will influence staff retention plans for the year ahead. The 
Trust has a new people strategy and working groups are being 
formed to take forward key workstreams in the following areas: 
EDI, Retention and Recruitment, Education and Learning, 
Wellbeing and Engagement. The key reasons for leaving 
(taken from GWT exit interview response) are stated as Career 
Progression, Personal Growth & Co-operation (relationships 
and support from colleagues), working conditions and vertical 
relationships (relationships with line managers). 

16 
 

Andrew McMenemy 
– Chief People 

Officer 
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JAN 2023 RRG MEETING UPDATE  
 
RRG noted update.  
 
Current Score 4 x 5 = 20 

No 311 05/12/2023 Effects of 
Workforce 
Wellbeing on 
Operational 
Services  

16 Initial results of the 2022 Staff Survey - deep dive analysis to 
identify areas of improvement, concern and Trust priorities for 
2023 
Staff Survey working group to design action plan regarding 
sharing results with the Trust and divisions and create an 
effective campaign of 'You said, we're doing' 
The Trust is exploring ways to provide free sanitary products in 
staff toilets - quotes have been requested for sanitary product 
vending machines and initial conversations with Watford FC 
regarding their recent partnership with WAKU. 
Wellbeing to be included in the New Joiner Programme from 
March 2023 to provide a specific informative Wellbeing session 
An extensive 2023 wellbeing and engagement calendar has 
been developed to boost staff morale and bring sites together 

16 Tracey Carter - Chief 
Nurse and Director 

of IPC 

JAN 2023 RRG MEETING UPDATE  
 
RRG noted update and ongoing activity. 
 
Current Score 4 x 4 = 16 
 

EMERGENCY MEDICINE 
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No 19 30/04/2018 Ambulance 
handover delays 
affecting patient 
pathway and 
escalation 

20 Score, controls and mitigation remain the same. Offload delays remain a challenge 
specifically during peaks in activity. Additional temporary staffing has enabled 
improved safety of patients waiting to offload, and provides support if EEAST request 
rapid release. Waiting crews continue to support with hourly observations of patients 
under their care. Continued focus remains on robust assessment of patients in the 
STARR unit, initiating treatment at the earliest possible opportunity. The Ambulance 
Handover board continues on a monthly basis to discuss performance and to develop 
new strategies to improve offload times. 

15 Sally Tucker 
- Chief 

Operating 
Officer 

JAN 2023 RRG MEETING UPDATE  
 
RRG noted update.   
 
Current Score 5 x 3 = 15  
 

No 20 12/04/2022 Reduced patient 
flow through the 
Emergency 
department (ED) 

15 Controls, mitigations and controls remain the same - Patient flow out of the department 
has been significantly hindered with multiple surge areas across the organisation 
bedded due to high admissions and low discharges. An enhanced focus on 
discharging patients has been central to organisational recovery. The Emergency 
Department operational teams have been focusing on redirection of patients using 
phone a friend, hot clinics and SMART in an attempt to improve flow. The rise of 
COVID and Flu patients in the organisation has also hindered patient pathways. A 
MADE event is also underway in Emergency Medicine to support LOS reduction and 
admission avoidance. 

16 Tracey 
Carter- 

Chief Nurse 
and Director 

of IPC 

JAN 2023 RRG MEETING UPDATE  
 
RRG noted update.  No change to risk or control measures at present. 
 
Current Score 3 x 5 = 15 
 

No 21 12/04/2022 Failure to meet 
performance KPIs 
within the 
Emergency 
Department (ED) 

16 Controls, mitigation's and scoring remain the same. Performance remains sub optimal 
against the 4 hour standard. The Trust continues with a overarching improvement plan 
with main focus on: Improving discharges, Urgent Treatment Centre performance, 
time to clinical assessment and developing a command Centre. This targets are 
monitored through HEG, OPFG and Chief Executive check in meetings. 

20 Sally 
Tucker – 

Chief 
Operating 

Officer 
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JAN 2023 RRG MEETING UPDATE  
 
RRG noted update. No change at present to risk description, controls etc.   
 
Current Score 5 x 4 = 20 
 

No 22 12/04/2022 Challenges in 
meeting the needs 
of Mental health 
Patients within the 
Emergency 
Medicine division 

16 Risk remains the same 

Mitigation and control measures in place 

16 Tracey 
Carter- 
Chief 
Nurse and 
Director of 
IPC 

JAN 2023 RRG MEETING UPDATE  
 
RRG noted update. No change to score at present.  
 
Current Score 4 x 4 = 16 
 

No 113 11/08/2022 Impact on Patient 
Safety / Experience 
due to need to use 
fracture clinic as 
adult ED 
assessment area, 
for which it is not 
designed. 

15 There is no change at present to the Risk description and the associated risk score, as 
the area is still being utilised as a adult ED assessment area. Mitigation remains in 
place to reduce the risk as much as possible. 

15 Tracey 
Carter, 

Chief Nurse 
and DIPC 

JAN 2023 RRG MEETING UPDATE  
 
RRG noted update. No change to score at present.  
 
Current Score 5 x 3 = 15  
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ENVIRONMENT 

No 31 15/12/2011 Management and 
control of -   
Asbestos Containing 
Materials (ACMs) 
 

20 Risk reviewed with Estates Operations Manager : 
 
AE appointment - Being reviewed , New appointment imminent 
Training being reviewed , Refresher training as appropriate will be arranged 
All asbestos register information has been placed onto MICAD , training for all 
managers will be arranged 
There is now a dedicated admin person in place to facilitate the Contractor on 
boarding - Asbestos Register a key part of this on boarding 
To be discussed with HOE and DOE - establishment of Asbestos Safety Group 

16 Patrick 
Hennessy- 
Director of 

Environment 

JAN 2023 RRG MEETING UPDATE  
 
RRG noted update. No change to score at present.  
 
Current Score 4 x 4 = 16 

No 32 13/10/2012 Control of Legionella 
and Management of 
water systems 

16 Halley and Kirkwood have been commissioned to undertake initial feasibility study to 
include schematics, condition of isolation valves, programme of works and timelines 
for remedial works within PMOK initially - scope of works to be presented end of Jan 
2023 

20 Patrick 
Hennessy- 
Director of 

Environment 
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JAN 2023 RRG MEETING UPDATE  
 
RRG noted update.  
 
Current Score 4 x 5 = 20 
 

No 33 26/08/2021 Electrical 
infrastructure risks 
on the WGH site 

15 December 2022 - Risk was peer reviewed by Trust Risk Lead - this review is being 
looked at by the HOE and DOE with reference to the reduction of score . Currently the 
score remains the same until the review has been considered and options agreed or 
referred back. 
All corporate risks remain an agenda item on the Divisional Governance and are 
reviewed monthly 
 
Risk reviewed with Estates Operational Manager: 
- Ring main works to commence in January 2023 - Robust communication plan and 
schedule/timelines to be agreed as work will be disruptive to the site 
 
- Score remains the same, the rationale is until the ring main works are 
underway/nearing completion score to remain unchanged. 

15 Patrick 
Hennessy- 
Director of 

Environment 

JAN 2023 RRG MEETING UPDATE  
 
RRG noted no change to Risk Score or Controls.  

Current Score 3 x 5 = 15 
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No 34 26/08/2021 Electrical 
infrastructure risks 
on the SACH site 

15 Risk was reviewed with Estates Operational Manger : 
Risk score remains the same 
Risk will continue to be discussed at Statutory Compliance and Divisional Governance 
meetings 
Electrical Safety Group to be refreshed - Risk will be reviewed by HOE and DOE 
 
Peer review was carried out by Trust Risk Lead - this is being looked at by DOE & 
HOE and options being considered. 

15 Patrick 
Hennessy- 
Director of 

Environment 
 

JAN 2023 RRG MEETING UPDATE  
 
RRG noted no change to Risk Score or Controls. 
 
Current Score 3 x 5 = 15 
 

MEDICINE  

No 153 20/11/2020 Increased midwifery 
vacancies leading to 
lack of appropriate 
midwifery staffing 
levels 
 

16 The Cath lab continues to be utilised as a surge area, due to the pressures that 
the Trust is under. The use of the area for which it was not intended, has not 
changed significantly since this risk was agreed. Controls and mitigation are 
still valid and at present the risk score cannot be reduced. 

16 Tracey Carter- 
Chief Nurse and 
Director of IPC 

JAN 2023 RRG MEETING UPDATE  
 
RRG noted risk update. 
 
Current Score 4 x 4 = 16 
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No 309 20/10/2022 Cancellation of 
endoscopy 
procedures due to 
use of the unit as a 
surge area leading                                                                                 
to a possible loss of 
JAG accreditation. 

16 This risk was originally discussed at the December RRG, where the score at 
the time was agreed as being 12 (3 x 4). However the changed circumstances 
of the risk in light of increased pressures on the Trust means that the risk has 
increased and as such the RRG agreed that the risk score should be increased 
to 16.  

16 Mike Van der Watt 
– Chief Medical 

Officer 

JAN 2023 RRG MEETING UPDATE  
 
RRG agreed that the risk should be increased to 16.  
 
Current Score 4 x 4 = 16 

SURGERY & CANCER  

WOMEN’S AND CHILDREN 

No 29 20/11/2020 Increased midwifery 
vacancies leading to 
lack of appropriate 
midwifery staffing 
levels 
 

20 No change in current controls or mitigation. Current vacancy 15.8%. 16 Tracey Carter- 
Chief Nurse and 
Director of IPC 

JAN 2023 RRG MEETING UPDATE  
 
RRG noted no change to Risk Score or Controls 
 
Current Score 4 x 4 = 16 
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No 36 01/04/2019 Delay in the IOL 

pathway including 

transfer from the 

antenatal ward to 

delivery suite. 

16  
No change in controls or mitigation. 

15 Tracey Carter - 
Chief Nurse and 
Director of IPC 

JAN 2023 RRG MEETING UPDATE  
 
RRG noted no change to risk or control measures.  
 
Current Score 3 x 5 = 15 

 

No 36 04/01/2023 Impact on staff 
morale, elective and 
non-elective patient 
flow and pathways 
due to the use 
Paediatric 
Assessment Unit as a 
surge area 
 

16 This risk relates to the use of one Surge area and the impact that this has 
on the ability of the unit and staff to operate effectively. The group 
extensively discussed this, as other Divisions already have existing risks 
relating to the use of surge areas and the impact that these are having. 
With regard to the clinical and performance risk aspect it was agreed that 
this risk would be accepted onto the CRR, and that the staff 
morale/wellbeing aspect would be reviewed and considered for a 
separate risk that WACS would manage as part of their risk register. 

16 Mike Van der Watt 
– Chief Medical 

Officer 

JAN 2023 RRG MEETING UPDATE  
 
New Risk. RRG accepted the risk onto the CRR.  
 
Current Score 4 x 4 = 16 

 

 

Appendix 3 KPI Performance 

              

  
Risk 

Score 
  

Division 
Total 
Risks 

1-3 4-6 8-12 15-25 Reviews in date % in date 

WACS 27 0 1 23 3 24 89% 
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Emergency Medicine 15 1 0 9 5 9 40% 

Medicine 11 0 1 10 2 11 100% 

SAC 29 2 7 20 0 27 93% 

Environment 48 0 2 42 4 48 100% 

CSS 43 1 8 34 0 43 100% 

Clinical Informatics 27 0 7 18 2 19 70% 

Corporate Services 47 2 14 26 5 24 51% 

Finance 18 0 5 13 0 0 0% 
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                                                        Trust Board 

2 February 2023 
 
Title of the paper Items considered in December 2022 Private Trust Board  

  

Agenda Item 31 
 

Presenter 
 

Barbara Anthony, Trust Secretary 
 

Author(s) 
 

Barbara Anthony, Trust Secretary 

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 December 2022 
 

 
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 

1 None 

ITEMS FOR INFORMATION AND ASSURANCE 

2 Feedback on Board ward and departmental visits – the Board received feedback 
from visits by Board members to: 

• Clinical Prep at Shrodells 

• Croxley ward 

• Patient lounge 

• Pharmacy Board 

• PMOK radiology 
3 Bi-annual litigation and claims report– the Board received a update from the Chief 

Nurse on the pre-action letters, claims and inquests that had taken place during the 
reporting period.    

4 Perinatal Mortality Review Tool – the Board received an update on perinatal 
mortality. 

5 Prevention of future deaths notice – the Board received an update about a recent 
PFD notice.  

6 Employee Tribunals and MHPS report – the Board received an update on tribunal 
cases and the progress of MHPS cases.  

7 Strategy update – the Board received an update from the Chief Executive Officer. 

ITEMS FOR APPROVAL 

8 Outsourcing of Pathology Services FBC– The Board approved the Pathology 
Services FBC. 
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