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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 on 6 July 
2023 

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 Approval Chief Executive Paper 

10.10 12 Review of Committee Structure Approval  Chief Executive Paper 

10.15 
13 Trust Management Committee 

Information and 
assurance 

Chief Executive Paper 

14 
Finance and Performance Committee 
Written report: June &July 23 
Verbal report: August 23 

Information and 
assurance 

Chair of 
Committee/ 

Chief Financial 
Officer 

Paper 

15 

 
Quality Committee 
Written report: June &July 23 
Verbal report: August 23 

Information and 
assurance 

Chair of 
Committee/ 
Chief Nurse 

Paper 

16 

 
People, Education and Research 
Committee 
Written report: June 23 
 

Information and 
assurance 

Chair of 
Committee/ 

Chief People 
Officer 

Paper 

  
17 

 
Great Place Committee (GPC) 

   

 
TRUST BOARD MEETING IN PUBLIC 

AGENDA 
7 September 2023 at 9.30am – 12.00pm 

Executive Meeting Room, Watford General Hospital 
and via zoom for virtual attendees. 

 

 Agenda
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Written report: July 23 

 

18 
Charity Committee 
Verbal report: August 23 

Information and 
assurance 

Chair of 
Committee/ 

Chief Strategy & 
Collaboration 

Officer 

Verbal 

 

19 
Audit Committee  
Written report: June 23 

Information and 
assurance 

Chair of 
Committee / 

Chief Financial 
Officer 

Paper 

10.25 

 
20 
 
 

20A 

 

Performance Report 

Self Certification – Protecting and 

Expanding Elective Capacity 

Information and 
assurance 

 
Approval 

Acting Chief 
Operating 

Officer 

Paper 
 
 

Paper 

10.30 
21 Integrated Performance Report  

Information and 
assurance 

Chief 
Information 

Officer  
Paper 

Aim 1 : Best Care  

10.35 
22 Maternity Oversight Quarterly Report 

Information and 
assurance 

Chief Nurse Paper 

10.40 
23 Safeguarding Annual Report 

Information and 
assurance 

Chief Nurse Paper 

10.45 
24 Learning from Deaths Report (Q4) 

Information and 
assurance 

Chief Medical 
Officer 

Paper 

10.50 
25 

Patient Safety Incident Response 
Framework (PSIRF) update 

Approval 
Chief Medical 

Officer 
Paper 

10.55 
26 

Response to NHSE letter following Lucy 
Letby conviction 

Information and 
assurance 

Chief Nurse Paper 

11.05 
27 

Mortuary Risk Assessment HTA 
Inspection Report 

Information and 
assurance 

Divisional 
Director CSS 

Paper 

Aim 2: Best Value 

11.10 28  Finance update  
Information and 

assurance 
Chief Financial 

Officer 
Paper 

Aim 3: Great Team 

11.20 29 
Medical Appraisal Annual 
Organisational Audit 2022/23 Statement 
of Compliance  

Approval 
Chief Medical 

Officer 
Paper 

11.25 30 
Fit and Proper Persons Regulations 
update 

Information and 
assurance  

Chief People 
Officer 

Paper 

Risk and Governance 
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11.30 31 Corporate Risk Register 
Discussion and 

approval 
Chief Medical 

Officer 
Paper 

11.35 32 
Items considered in July 2023 Private 
Trust Board 

Information and 
assurance 

Trust Secretary Paper 

11.40 33 Board and Committee meeting schedule 
Information and 

assurance 
Trust Secretary Paper 

Closing Items  

11.45 
34 

Any other business previously notified 
to the Chair 

N/A Chair 
Verbal 

11.45 
 

11.50 

35 
Questions from Healthwatch 
Hertfordshire  

N/A Chair Verbal 

36 
Questions from our patients and 
members of the public 

N/A Chair Verbal 

12.00 
37 

Date of the next board meeting:   
5 October 2023, Hemel Hempstead 
General Hospital and via zoom 

Information Chair Verbal 
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Last updated: September 2023  

  

 

Declarations of board members and attendees’ interests 

7 September 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 

Kelly McGovern Chief Nurse None 

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

• Partner is senior civil servant at DHSC 

Ginny Edwards Non-Executive Director  

 

• Director of Edwards Consulting Limited 

• Trustee of Raise, West Hertfordshire Hospitals NHS Trust Charity 

• Trustee of Infection Prevention Society and Vice Chair   

• NHS Professionals Bank 

• Vice Patron and Community Ambassador for Peace Hospice Care  

• President Bricket Wood WI 

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

Natalie Edwards Non-Executive Director None 

Tab 4 Declarations of interest
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Last updated: September 2023  

Name Role Description of interest 

Harvey Griffiths Non-Executive Director Financial Interests 

• Director - Anglo Chesham Management Limited 

• Director - Anglo Industrial Holdings Ltd 

• Director - Broadgate Freeholds Limited 

• Director - Energy Capital Advisers Ltd 

• Secretary – Gripworx Holdings Limited 

• Director - Horizon (GP) Limited 

• Director - Horizon Development Capital Limited 

• Director - Horizon Development Finance Limited 

• Director - Horizon Housing REIT Plc 

• Director - Horizon Hudson Holdings 

• Director - Horizon Infrastructure Partnership Limited 

• Director - Horizon Investment Holdings (One) Limited 

• Director - Horizon Investment Holdings (Two) Limited 

• Director - Horizon Investments (One) Limited 

• Director - Horizon Investments (Two) Limited 

• Director - Horizon Scotland (GP) Limited 

• Director - Housing Investment Finance Limited 

• LLP Designated Member - Infrastructure Partnership LLP 

•  

• Secretary - Just Property Management Ltd 

• Director - Sustainable Infrastructure Partnership Ltd 

• Director – Co-operative Energy Limited 

• Director – Flow Energy Limited 

• Director – Co-operative Payroll Giving Limited 

• Director – The Midcounties WR1 Limited 

• Director – The Midcounties WR2 Limited 

• Director – Co-op Travel Services Limited 

• Director – Co-operative Holidays Limited 

Tab 4 Declarations of interest
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Name Role Description of interest 

• Director - Sustainable Infrastructure Partnership Ltd 

Non-financial Professional Interests 

• None 

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

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

Jonathan Rennison Non-Executive Director Financial Interests 

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

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

  
Professional Interests: 

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

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

• Chair NMC Interim Order Hearings  

• Chair UKCP Complaint Hearings 

Don Richards Chief Financial Officer None 

Mary Bhatti Acting Chief Operating Officer  None  

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

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

Andrew McMenemy Chief People Officer Lead for Workforce Modelling and Planning 

Tab 4 Declarations of interest
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Last updated: September 2023  

Name Role Description of interest 

Lead for Temporary Staffing 
Member of Hertfordshire and West Essex ICS People Board 

Alex White Chief Redevelopment Officer None 

Toby Hyde Chief Strategy and Collaboration 

Officer 

None 

Martin Keble Divisional Director of Clinical Support 

Services 

None 

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

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

• Director, London & Hertfordshire Respiratory Diagnostics Ltd 

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

Dr Rachel Hoey Divisional Director of Emergency 

Medicine 

None 

Mr Drostan Cheetham Divisional Director of Surgery, 

Anaesthetics and Cancer  

None 

Barbara Anthony Trust Secretary None 
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TRUST BOARD MEETING IN PUBLIC 

6th July 2023 from 09:30am – 12:30pm 

Executive Meeting Room, WGH and 

via Zoom 

 

 

Chair Title Attendance 

 Phil Townsend Chair Yes 

Board members   

Matthew Coats Chief Executive Officer (CEO) Yes 

Michelle Hope Acting Chief Nurse and Director of Infection Prevention 

and Control   

Yes 

Don Richards Chief Financial Officer (CFO) Yes 

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

Toby Hyde  Chief Strategy and Collaboration Officer (CSCO) Yes 

Alex White  Chief Redevelopment Officer (CRO) Yes 

Sally Tucker Chief Operating Officer (COO) Yes 

Jonathan Rennison Vice Chair Yes 

Ginny Edwards  Non-Executive Director  Yes 

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

Harvey Griffiths Non-Executive Director Yes 

Natalie Edwards Non-Executive Director Yes 

Ann Griffin Non-Executive Director Yes 

Paul Bannister  Chief Information Officer (CIO) Yes 

Andrew McMenemy Chief People Officer (CPO) Yes 

Helen Davis  Associate Non-Executive Director Yes 

Clinical in attendance   

Dr Andy Barlow Divisional Director for Medicine (DDM) Yes 

Dr Rachel Hoey  Divisional Director for Emergency Medicine (DDEM) No 

Mr Simon West Divisional Director for Surgery, Anaesthetics and Cancer 

(DDSACs) 

Yes 

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

Mitra Bakhtiari Director of Midwifery and Gynaecology Yes 

In attendance   

Barbara Anthony Trust Secretary Yes 

Emma Pope (EP) Nurse Consultant, Medicine Yes 

Dr Jane Halpin Accountable Executive Officer Herts and West Essex ICS 

and ICB 

Yes 

Dr Tom Galliford Deputy Medical Director Yes 

Meg Carter  Hertfordshire Healthwatch No 

Ashley Nolan Patient Yes 

Stephanie Johnson Deputy Chief Operating Officer Yes 

Jane Shentall Director of Performance Yes 
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MEETING NOTES 

Obi Maduako-

Ezeanyika 

Deputy Chief People Officer Yes 

Standing items  

1 Opening and welcome 

1.1 

 

 

 

 

 

1.2 

 

 

 

 

1.3 

The Chair welcomed those present to the July Board at St Albans, noting that the 

Prime Minister’s visit in June had been a great success for the Trust. The Chair 

thanked the Chief Strategy and Collaboration Officer (CSCO) for organizing the visit. 

He noted the speed with which news of the fire had circulated on social media, 

adding that there were no serious injuries and incident procedures had worked well.  

  

The Chair announced this was the last Board for Sally Tucker, who was retiring from 

the NHS, adding that she would be dearly missed. He also noted that this was the 

last Board for Simon West who was starting his new position as Deputy Medical 

Director in Jersey.    

  

Jane Halpin, Accountable Officer for the ICS would be joining the meeting later to 

update the Board on ICS activity.   

2 Patient Focused Story 

2.1 

 

 

 

 

 

 

2.2 

 

 

 

2.3 

 

 

 

 

 

 

 

2.4 

 

 

 

 

 

 

 

2.5 

 

Emma Pope joined the meeting and introduced the patient story of Ashley Nolan 

(AN), who had been admitted into hospital for eight days after suffering an acute 

mental breakdown.  AN described the care and ongoing therapy he had received 

both during his stay and after being discharged, particularly praising the care 

received from nursing staff. He offered thanks, saying that he would be forever 

grateful for the care he received and that it had probably saved his life.  

  

There was a question regarding how long ago the patient had had his experience, 

EP responded that the patient had been an inpatient within the last six weeks. He 

was now at home and receiving community support, adding that he was doing okay.  

  

Natalie Edwards (NE) queried whether there was training or support for staff 

regarding the increase in mental health patients. EP reported that a support and 

training package was being set up and would include clinical holding, with 

colleagues in HPFT also providing sessions. Wellbeing support was a challenge. A 

mental health group had been established to support staff and there were regular 

supervision one-to-ones, however due to the number of staff injuries there were 

other processes in place for practical support.  

  

The COO noted the drain on workforce in terms of supporting the needs of patients 

due to constraints within mental health services, wondering what EP thought the 

biggest impact was, and whether she thought they could do anything differently. EP 

considered the biggest impact was being able to provide the right support and 

having the right number of staff. Patients in mental health crisis were supported as 

a priority over more traditional patients, which meant difficult decisions were being 

made from a risk assessment point of view.  

  

The team was not sufficient to support all patients on the list, and that patients were 

being provided with enhanced care support beyond the time they were deemed 

Tab 5 Minutes of previous meeting in public
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2.6 

 

 

 

 

 

 

2.7 

 

 

 

 

2.8 

 

 

 

 

 

2.9 

 

medically fit because there was not a suitable place for them to be transferred into 

the community. There were improved links with colleagues in the Mental Health 

Trust, however she thought the current skill mix wasn't always the best for some of 

the more complex patients. There was a need for further investment in the workforce 

team and that collaborative work with the Mental Health Trust would need to 

continue and grow.  

  

Jonathan Rennison queried what the Exec team were doing in terms of trying to 

shape how the ICS was responding to this and looking at the prioritisation of mental 

health services, ensuring there were appropriate services that could keep them out 

of the Acute Trust. How could they ensure that once patients were discharged, they 

were being maintained and kept safe, with mental health being managed within the 

community.  

  

The CFO revealed he would be attending the Mental Health and Care Partnership 

Board on Friday; he will reflect this conversation to that Board. He would be 

interested in looking at the costs associated with caring for people with mental health 

conditions in acute inpatient beds and explore alternative models.  

  

Jonathan Rennison queried whether there was learning from looking at other 

vulnerable groups where there were poorer outcomes, where perhaps different 

staffing ratios could make a difference. The DCN clarified that EP had been alluding 

to the lack of one-to-one care for dementia patients when mental health patients 

would take priority.  

  

The Chair thanked EP for the presentation, adding that he would be keen for the  

Chair of the Mental Health Trust, to see the video.    

3 Apologies 

3.1 Apologies were noted from Meg Carter and Rachel Hoey.  

4 Declarations of interest   

4.1 There were no changes to note.  

5 Minutes of previous meeting on  

5.1 

 

5.1(i) 

 

5.1(ii) 

 

5.1(iii) 

The minutes of the Board meeting held on 1st of June 2023 were approved with the 

following amendments: 

Page 19, section 19.33 - It was noted the second line from the bottom should read 

'or complaints'.  

  

Page 10, 20.6 - There was a word missing, after 'Action that could be taken apart 

from redeployment of staff.'  

  

Page 13, 23.26 - Jonathan Rennison had already sent the amendment to the Trust 

Secretary.  

 

   

6 Board decision log   

6.1  The Chair noted this was included.  

7 Board action log  

Tab 5 Minutes of previous meeting in public

10 of 461 Trust Board Meeting in Public 7 September 2023-07/09/23



 

Pages 4 of 15 

7.1 Action 4 was noted as complete by the CFO. 

8 Board work plan 

8.1 The Board work plan was noted as included for information.  

9 Chair’s report 

9.1 

 

9.2 

 

 

9.3 

 

 

 

 

9.4 

 

 

The Chair highlighted the following:  

  

He was pleased and proud to announce Jane Scott had been awarded an MBE, 

which was fantastic recognition of her service to the NHS. 

  

He noted the younger volunteers' enthusiasm and the nipple tattooing and dog 

therapy offerings from the Trust. He had a meeting with the new Chair of EEAST, 

thanking the COO and DCOO for their briefing. The Chair had invited him to the 

Trust to meet staff and Board members. 

 

Jonathan Rennison relayed a request from the charity, asking what type of challenge 

the Board would like to undertake to match the money ED had raised with the 

abseiling.  

10 Chief Executive Officer’s Report  

10.1 

 

 

 

 

 

10.2 

 

 

 

 

10.3 

 

 

 

10.4 

 

 

 

10.5 

 

 

10.6 

 

The CEO expressed his thanks to staff for their hard work in patient care and for 

their support during industrial action. He praised the fire incident procedures and the 

police and fire service for their exceptional work. He also commended the DDEM, 

DDM, and others for their work on emergency and urgent care pathways, 

discharges, flow, and improvements in the last few months.  

 

He thanked the COO for her outstanding service to the NHS and the improvements 

that she had made. He also commended Simon West, DDSACs for his clinical 

commitment, leadership, and contribution to patient care. He wished him good luck 

with his new appointment as Deputy Medical Director in Jersey. 

 
 

The CMO confirmed that the PSIRF framework transition was expected to be 

complete by Autumn 2023, and the submission has been commended for its depth 

and breadth. A full paper will be presented at the September Board.  

 

The Emergency Medicine Department had received an outstanding local survey of 

EM trainees and recruitment was progressing for thirteen consultants this year, with 

another 17 expected in the second half of the year.  

 

The CMO thanked the COO and the DDSACs for their leadership during their time 

at the Trust and wished them all the best for their future plans. 

 

The CEO congratulated the Virtual Hospital team for being highly commended in 

their category at the Parliamentary Awards, which was well-deserved recognition.  

PERFORMANCE & COMMITTEE REPORTS 

11 Board Assurance Framework (BAF) 

11.1 

 

 

The CEO noted that there were no material changes. The Trust Secretary noted that 

the narrative had been updated. The Trust was updating its strategy and the current 

BAF would remain in place until then. 

11.2 The BAF was approved by the Board. 

Tab 5 Minutes of previous meeting in public

11 of 461Trust Board Meeting in Public 7 September 2023-07/09/23



 

Pages 5 of 15 

12 Well Led Review Action Plan 

12.1 

 

 

 

 

12.2 

 

 

 

12.3 

The CEO noted that the review was an important process of self-assurance 

undertaken with an external partner around the leadership of the Trust. Both the 

experience and report had been very positive, with seven recommendations arising, 

of which five had already been completed, one around risk was in process, the final 

one about changes to governance would be brought to the Board in the autumn.  

 

In relation to next steps, Jonathan Rennison queried what was the approach to 

maintaining proactive engagement and well led position. The Chair explained there 

was a self-assessment process which the Trust Secretary confirmed. The next step 

would be changes in governance connected to the new provider licence.  

  

Edwin Josephs also noted that action point seven was complete.  

13 Trust Management Committee 

13.1 The report was taken as read.    

14 Finance and Performance Committee 

14.1 

 

14.2 

 

 

 

 

 

 

14.3 

Harvey Griffiths highlighted the following:  

  

The May committee focused on productivity and performance, despite challenges in 

ED and elective performance. Elective activity has not recovered to the 2019-20 

baseline, and Capex is forecasted to be £84 million to £86 million in the current year, 

almost double last year. Finance challenges are being closely monitored. A neonatal 

business case worth £2.1 million has been approved for ward refurbishment, with 

recommendation to the June Board for approval. 

 

The June FPC revealed good performance but continued challenges in finance. The 

High Impact Change Plan placed 37th nationally and third regionally. VWA 

improved, and the Trust was above baseline for the first time. However, ongoing 

volatility in performance areas was being addressed. Month 2 remained challenging, 

and measures and controls were being implemented to manage it.  

15 Quality Committee 

15.1 

 

 

15.2 

 

 

 

 

15.3 

 

 

 

 

15.4 

 

 

 

 

Jonathan Rennison had submitted the Quality Committee report for May, which was 

taken as read. He provided key items from the June Committee meeting as follows:  

  

The completed Quality Account has been received by the Committee for review and 

approval. The report was a fair and balanced perspective of work done over the past 

year and set out ambitions for next year. The Quality Committee had approved the 

Quality Account.  

  

A divisional report from surgery, anaesthetics and the cancer division had been 

received, which had provided specialist level detail on services and progress, as 

well as quality improvement initiatives. Good assurance was provided on progress, 

quality improvement and risk management.  

  

A report had been received from the Human Tissue Authority inspection; good 

assurance had been provided on actions against plans.  
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15.5 

 

 

 

15.6 

 

 

 

 

15.7 

 

 

 

 

 

15.8 

 

 

 

A report on maternity and neonatal single assessment had been received, showing 

the Trust's current status against the three-year single delivery plan. Monitoring was 

ongoing.  

 

A briefing on the Clinical Negligence Scheme had been provided, the Trust was in 

a good position against requirements due to the continuous improvement of that 

programme over the past four years. He was confident year five requirements would 

be met; plans were currently being developed in order to do that.  

  

The IPC Annual Report had been received, areas of concern had been highlighted, 

with Jonathan Rennison noting worrying national and Trust trends on infections such 

as C.diff. There had also been an update within that report on a serious incident 

involving a case of drug resistant TB, which provided good assurance about the next 

steps.  

 

 The Committee had received two Getting it Right First Time (GIRFT) updates, one 

on intensive and critical care and one on ophthalmology. He reported that both of 

those had shown most actions as being complete, with plans to address the 

outstanding actions.  

16 PERC (People, Education and Research Committee)  

16.1 

 

 

16.2 

 

 

16.3 

 

 

16.4 

 

 

 

16.5 

 

 

 

 

 

 

16.6 

Natalie Edwards provided a verbal update from the meeting of 29th June, 

highlighting the following:  

  

The Committee had received the CPO, which had provided good assurance that 

plans were in place for the strike activity.  

  

Workforce performance indicators were showing good results, staff turnover and 

sickness had both declined.  

  

The Committee received divisional updates from Clinical Support Services, the 

mortuary workforce and Equality, Diversity and Inclusion, also the Board Assurance 

Framework, an Establishment Review and the Occupational Health Annual Report.  

  

There had been discussion around the success of the self-rostering maternity pilot 

and the wish to see that rolled out further. The Chair queried whether the maternity 

pilot was in one area. She clarified that it was, and that it had been very successful. 

The CPO added that the pilot had been on Victoria Ward and had been running for 

a few months. Positive feedback had been received from staff and they were looking 

at how self-rostering could be expanded to support retention and staff morale.  

  

Regarding the expected five-day junior doctors’ strike and the potential senior 

consultants in July, assurance was sought on preparations being made. The CPO 

reassured that the planning process had been extended and escalated. He was 

confident in terms of the planning process; however, the consultants would possibly 

bring more challenges.  

17 Charity Committee 

17.1 The report was taken as read.  

18 Audit Committee 

18.1 

 

Edwin Josephs reported there had been an Extraordinary Meeting which reviewed 

the draft financial statements and governance statements for submission to NHSE 
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at the end of June.  The meeting also considered the Annual Report and draft 

finance statements.   

19 Performance Activity Recovery & High Impact Changes Programme Updates 

19.1 

 

19.2 

 

 

 

 

 

 

19.3 

 

 

 

 

 

 

19.4 

 

 

 

 

19.5 

 

 

 

 

19.6 

 

 

 

19.7 

 

 

19.8 

 

 

 

 

 

 

 

 

 

 

 

 

 

The COO drew the Committee's attention to the following.  

  

The report highlighted the performance of the Trust in May, with a 52.4% type one 

performance, the best in 18 months, and an all-types performance of 74.2%. Mental 

health patients' demand for support increased by 11.3%, with 8.6% compared to 

April. Ambulance handover time progressed well, with improvements recognized 

across the region. Joint working with EEAST and the Patient Flow High Impact 

Change Programme were key to success. 

 

Discharge was crucial for performance and improvement, with significant 

achievements in 80 to 100 discharges. Clinical support restarted seven-day therapy 

services, which should lead to more discharges being facilitated over the weekend. 

Key high impact change elements were provided by the DDSAcs regarding 

improvements in the seamless surgery programme. Value weighted activity for May 

had risen to 101%. 

 

The report also highlighted the impact of junior doctor's strikes in March, April, and 

June, with the COO anticipating less impact on planned care but still addressing 

safety and oversight issues. The upcoming two-day consultant level strike will have 

implications for planned care, with the focus on mitigating these issues. 

 

Outpatient activity improved with an increase in day cases, but overnight admissions 

were not meeting expectations. More complex cases are now done as day case 

procedures instead of overnight stays. The focus is on maximizing productivity, 

especially on the St Albans site. 

 

Diagnostics showed ongoing improvements in diagnostic modalities, with seven 

achieving 99% or better and eight at 95% or better. Challenges and steady 

improvements in associated issues were noted. 

 

Cancer areas saw some improvements, with some standards achieved, but small 

numbers like non-compliant 62-day screening were noted. 

 

The DDSAC reported on the seven-month seamless surgery programme, which 

focused on two key areas: start of day processes and booking and planning. In May, 

there was a 12% improvement in utilisation, 36% improvement in late starts, and 

35% improvement in early finishes. In June, the programme was focused on the 

Women's and Children's Directorate, highlighting engagement with colleagues and 

supporting the booking and planning process. The programme is expected to 

improve overall utilisation through July. The programme will be taken over by the 

successor, with a programme team continuing secondments until the end of the 

financial year. The remaining focus will be on the other four identified areas. The 

Golden Patient concept, driven by clinicians, was identified as a key improvement 

area, focusing on both morning and afternoon surgery sessions and their experience 

throughout the day. 
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19.9 

 

 

 

19.10 

 

 

 

 

 

 

 

 

 

19.11 

 

 

 

 

 

 

 

 

19.12 

 

 

 

 

 

19.13 

 

 

 

19.14 

 

 

 

 

 

 

19.15 

 

 

 

 

Q&A  

Edwin Josephs raised concerns about Hemel UTC's performance, stating that their 

hours of operation were shorter than Watford UCT. Patients were also unhappy 

about being signposted from Hemel UTC to Watford on 12 June 2023.  

 

The COO explained that redirection from Hemel Hempstead UTC was rare and was 

driven by clinical assessment and patient acuity. On the day of the pollen bomb, 

there were 189 attendances and 34 patients requiring emergency lifesaving care. 

On that day, 29 patients were redirected from Hemel Hampstead to Watford based 

on triage and risk assessment. The CIO noted that on that day, there were 692 

patients through the ED and urgent care facilities, with 45 patients with respiratory 

conditions. The COO reiterated that this was an exceptional day and a national 

issue. The incident was not driven by concerns around closing, but rather by the 

clinical assessment and acuity of patients in the department. 

 

Ginny Edwards questioned the management of patient communication after the 

transfer of patients from UTC on 12th June. The COO stated that they couldn't 

forewarn patients, but the UTC team provided individual advice on a case-by-case 

basis. Communication was verbal and reached out to ICB, who was aware of the 

high demand across the system. On the day, communication was case-by-case, but 

good methodologies were in place for forewarning or extending a situation. The CEO 

suggested the Control Centre for a Board visit, and the Trust Secretary liaised with 

the CIO about the appropriate time. 

 

Helen Davis raised concerns about the Trust's benchmarking against peers 

regarding junior doctors strikes. The COO stated that benchmarking had not been 

conducted but felt that the Trust would fare well on its coordination, safety, and 

balance of activity. However, post-strike consequences occurred when junior 

doctors didn't know current patients, affecting patient flow and discharges.  

 

The CIO noted that performance during strike periods was more sustained than 

colleagues but had not conducted benchmarking. He plans to investigate recovery 

differences. 

 

Ann Griffin asked about the 65-week waits and the confidence in avoiding them by 

March. The COO believed there was progress in long wait management but 

acknowledged the impact of strike action. She credited the clinical body for 

supporting waiting list initiative activity to recover from strike consequences. She 

assured that commitment was strong and waiting time would be closely monitored 

by the DOP. 

 

Natalie Edwards raised concerns about the High Impact Change scorecard, stating 

that most metrics were focused on establishment and questioned the need for new 

metrics for different control center phases. The CIO informed the CEO of meetings 

and discussed discussions with ops colleagues about the next stage, which would 

involve driving the control center to examine elective and flow. 

19.16 Actions:  

The CIO to investigate benchmarking regarding effects of the junior doctor’s strike.  

The Trust Secretary to liaise with the CIO regarding a Board visit to the Control 

Centre.  
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20 Integrated Performance report 

20.1 

 

 

 

 

 

 

 

20.2 

 

 

 

 

 

 

20.3 

 

 

 

The CIO discussed the Integrated Performance Report at TMC and Finance 

Performance Committee, highlighting the return to historical trends in Caesarean 

Section Robson 2, safety metrics within expected patterns, significant improvements 

in ambulance turnaround times, and a fall in mean time for non-admitted patients. 

Outpatient DNA rates improved two consecutive months, but the workforce's 

sickness rate continued to decline, not similar to pre-pandemic levels. The report 

also highlighted the need for improved workforce performance. 

 

Ann Griffin raised concerns about the balance between registered and unregistered 

nurse fill rates and patient safety impact. The CPO explained that registered nurses' 

availability is due to sickness and maternity leave. Midwifery is improving, but 

paediatric vacancies persist. The Harm Review Group found a correlation between 

red RAG rated shifts and increased falls, although staffing is not entirely the cause. 

This issue is being explored through the weekly Harm Review Group. 

 

The CEO thanked the CPO and his team for their tireless work with clinical divisions. 

The CEO would like to see benchmarking; however, he was encouraged by the 

continued progress. The CEO further queried whether the 8:30am bed staffing 

meeting could be a future Board visit, noting that was one of the most interesting 

meetings he attended.  

Aim 1: Best Care 

21 Establishment Reviews 

21.1 

 

 

The ACN had submitted three Establishment Review papers. The CEO confirmed 

the Trust was compliant with national guidance, asking the Board to receive the 

papers for assurance.  

22 Quality Report  

22.1 

 

 

22.2 

 

 

22.3 

 

 

 

The Chair noted this was a separate link, adding that the document showed the 

scope of work within the organisation daily.  

  

The ACN confirmed that the Report had been approved by the Quality Committee, 

ratification of that delegated approval was now sought.  

  

Jonathan Rennison reported that there had been discussion at Committee level as 

to whether there was a way to present the data in a better way, that would be carried 

forward. The Chair suggested using some of the data at the AGM to demonstrate 

achievements. 

22.4 There were no further questions or comments, the Report was ratified by the 

Board 

Aim 2 Best Value 

23 Finance Update 

23.1 

 

 

 

23.2 

 

 

 

 

The CFO presented a summary of the key financial reports received by the Finance 

Committee, noting that it was a challenging financial year for all NHS organisations 

and the annual plan had been presented earlier in the year.  

 

The CFO reported a £3.3 million deficit after two months, with an expected deficit of 

£0.5 million. The shortfall was attributed to falling short of the elective income target 

in the first month, higher emergency pressures, and inflation pressures, resulting in 

a £2.7 million adrift from the target. 
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23.3 

 

 

 

 

 

 

 

23.4 

 

 

 

 

 

 

23.5 

 

 

 

 

 

23.6 

 

 

 

 

 

 

 

 

 

 

23.7 

 

 

 

 

 

 

 

23.8 

 

 

 

 

 

 

 

 

 

The CFO reported a net £1.2 million shortfall in April, despite a 12% increase in 

elective income. The medical division had performed well in elective care, 

contributing to the meeting of the income target this month. Emergency pressures 

were also noted, with £1.5 million spent on emergency work, mainly due to a 12% 

higher value of emergency working. The CFO also noted that more than planned 

was spent on enhanced care and one-to-one nursing, with higher locum doctor and 

drug costs contributing to the challenge. 

 

Inflation pressures were also discussed, with the CFO highlighting the need for 

continued discussions with national regional teams about the pressures faced. The 

report showed that inflation pressure could be worth around 1.7% more on non-pay 

costs funded, potentially resulting in a £2.6 million pressure. The CFO reported that 

agency spend was relatively low compared to other organisations, being £1.9 million 

after two months, 3.4% of the pay bill. 

 

The CFO identified a need for £16 million of savings to balance the plan, with 

£542,000 worth of benefit accrued after two months. He suggested reducing 

budgets and strengthening the efficiency program. The CFO anticipated benefits 

from the Environment Division's work on new contracts and urged the Procurement 

Team to develop savings. 

 

Surgical productivity was also expected to contribute to savings targets once 

planned levels were reached. The CFO's plan was to spend over £80 million this 

year on new investments, with £60 million on nationally funded projects such as the 

Elective Care Hub, Community Diagnostic Centre, and progress around the New 

Hospital Programme. However, the key feature from the Capital Expenditure Report 

was that the organization was unlikely to complete all projects listed on the 

programme, suggesting they would have to rely on slippage of some projects to stay 

within the allocated allocation. 

  

Q&A  

  

The Chair inquired about the delay issue on the St Albans Hub, which is a £25 million 

development involving three Acute Trusts. The CFO explained that the project 

involved complex design work and a joint agreement between the Trusts to ensure 

equitable benefit. He also mentioned procedures for staff deployment, including 

surgeons, anaesthetists, theatre nurses, and support, which were complicated 

arrangements. The full business case is expected to be received at the Programme 

Board next week, with the final decision expected in September. 

 

The Chair inquired about any impeding spending on progressing work. The CFO 

confirmed that design work had progressed ahead of approval using internal capital. 

He expects to finalize a guaranteed maximum price from the contractor next week, 

allowing them to move quickly without waiting for business case approval. However, 

the national team is still considering responses to the short-form business case. The 

CEO expects approval from the national team when final costs, designs, and 

agreements are presented to the Board in September. The amendment to the 

Planning Commission will not be available until August. 
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23.9 

 

 

 

 

 

 

 

 

23.10 

 

 

 

 

 

23.11 

 

 

 

 

 

 

23.12 

 

 

 

 

 

Harvey Griffiths inquired about the Efficiency Programme's status, and the CFO 

responded that it was the highest risk. Control systems were being improved to 

ensure every contract had a nominated lead. They were systematically reviewing all 

contracts, but it would take time to develop savings. Digital investments were made, 

including medical records and electronic patient records, which led to accelerated 

workforce change. Mechanisms were in place to ensure compliance and 

efficiencies, and energy savings were highlighted, including the rollout of LED 

lighting. 

 

The CEO inquired about the confidence level in obtaining extra funding for inflation. 

The CFO reported low confidence, but suggested that if mitigation was attempted, 

the national team would explore opportunities. He also noted increased pressure on 

the pay bill, which could be challenging to manage and could potentially use 

reserves in ICB budgets. 

 

Jonathan Rennison raised concerns about the costs of emergency demand and the 

system's response to preventing people from attending A&E. The CSCO noted the 

Primary Care Access Plan, which aims to reduce footfall into urgent treatment 

centers and improve access to GPs. He also highlighted the need for anticipatory 

care, addressing higher-risk complex patients in primary care through collaboration 

with community and general practice colleagues. 

 

Jonathan Rennison questioned the impact of work on GP access and digital 

telephony on the financial year. The CSCO noted quick wins in GP access and 

decompression in urgent treatment centers. The CFO anticipated a proof of concept 

for proactive management of complex patients this year. Demand for less dependent 

patients was managed, leaving more complex patients unmanaged, as evidenced 

by data.  

Aim 3, Great Team  

24 Fit and Proper Persons Report 

24.1 The CPO had submitted the Fit and Proper Persons Report, taking it as read. He 

confirmed the requirements for this year had been met.  
  

There were no additional questions or comments. 

Aim 4: Great Place 

25 Redevelopment Update 

25.1 

 

 

 

 

 

 

The Chief Redevelopment Officer (CRO) submitted the Redevelopment Update, 

stating the main objective was to ensure the outline business case. They are working 

with the NHP team to clarify next steps and will provide more updates. The Chair 

asked about the next step for the organization, and the CRO confirmed it would be 

the assurance of the outline business case. The NHP has written generic next steps 

to all hospitals but is working with local contacts to tailor them to their specific project. 

The CRO is not fully aware of the NHP's industry engagement, but a separate 

framework is being established. 

26 Digital Programme Progress Report 

26.1 

 

 

 

 

 

The CIO submitted the Digital Programme Progress Report and announced the 

completion of the Comms Project, which will go live next Wednesday. He formally 

recognized the team and clinical support services division's work. The CIO noted 

the implementation of the patient portal with the NHS app and the integration of 

Virtual Hospital monitoring into CERNER. They are also exploring the control 
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26.2 

 

 

 

 

 

 

26.3 

 

 

 

 

26.4 

 

 

 

26.5 

 

 

 

center's evolution to include elective pathways and a process mining pilot to improve 

consistency and standards. 

 

Ginny Edwards inquired about digital plans to transition to handheld devices and 

their connection to voice activation for clinical notes. The CIO responded that they 

are trialing voice recognition in two clinical areas and improving staff portability and 

flexibility. Feedback indicated that handheld devices were not used in practice due 

to data entry limitations. The CIO anticipated a combination of both to provide staff 

flexibility and balance. 

 

Edward Josephs queried what was the approximate cost of replacing the ageing 

telephony structure, also what was the risk to operational delivery if that failed. The 

CIO suggested it would be around £650,000 to £1 million, the risk was that telephony 

was on old infrastructure which was out of support.  

  

Natalie Edwards queried whether they had the required skill set to deliver projects. 

The CIO reported that there was a reasonable internal resource, however the skill 

set was more of a challenge with the use of more software-based solutions.  

  

The CEO praised the team's strategic progress and inquired about the CIO's digital 

maturity analysis. The CIO confirmed that the team ranked just above average, 

ranking 52nd or 67th out of 140 trusts this year. Significant improvements were 

observed since the last analysis, and continued progress is anticipated. 

27 Joint Better Care Delivered Different and Strategic Objectives Report 

27.1 

 

 

27.2 

 

 

 

 

 

27.3 

 

The CSCO submitted the BCDD Report, which aligns with an updated schedule. 

The elective care hub's timescales will be updated at the September Board.  

 

Edwin Josephs noted that the Virtual Hospital had 37% utilization and plans to 

improve it were discussed. The CSCO explained that initial modelling didn't reflect 

the complexity of the required workforce and that the frailty pathway for the virtual 

hospital had been expanded. A Virtual Hospital Strategy was developed for the rest 

of the year.  

 

The DDM noted that the acute respiratory infection model was quiet but would spike 

in autumn. The CPG Programme aims to standardize clinical practice, with junior 

doctors not yet adhering. The frailty pathway is primarily limited to admission 

prevention for patients without additional social care needs. 

28 Domestic and Clinical Waste Contract 

28.1 

 

 

 

28.2 

 

 

 

28.3 

 

The CFO presented the business case for the domestic and clinical waste contract, 

which had been assured by the Finance and Performance Committee. Due to the 

value of the contract being above £1 million, Board approval was being sought.  

  

It was outlined that the successful bidder was offering innovations, there was a zero 

waste to landfill target, more than 50% of the vehicle fleet was electric or hybrid, 

also there would be a free training portal on waste segregation.  

 

Edwin Josephs noted the figure of £600,000, the CFO clarified that was an annual 

figure.  

  

28.4 The Domestic and Clinical Waste Contract was approved by the Board.  
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29 Award of Compliant Courier Contract for Pathology and Pharmacy Services 

29.1 

 

 

 

 

 

 

 

29.2 

 

 

 

The CFO had presented a paper to the Finance Performance Committee, who were 

pleased with the direction and improved compliance with transporting pathology and 

pharmacy samples. They had requested clarifications on the contract and 

recommended the Board approve the plan. The paper highlighted the compliance 

with regulations and legislations, benefits of vehicle tracking, and the proposed 

bidders' transition to electric vehicles, which currently stands at 30%. The new 

contract is expected to be available by 2023. 

 

Jonathan Rennison queried whether the reliability of the recommended supplier had 

been tested in terms of compliance with the legislation the Trust were seeking to be 

compliant with. The response was that compliance was made, assurances and been 

checked and done.  

29.3 The Board approved the contract 

Risk and Governance  

30 Corporate Risk Register 

30.1 

 

 

 

The CMO had submitted the report, which was taken as read. The CMO reported 

22 open risks, with one new risk relating to a data issue in the cystoscopy PTR 

where 49 patients who were due surveillance cystoscopies hadn't received their 

appointments. The CMO will update at the next Board as to whether any harm has 

occurred. The CMO reported one risk had been taken off the Corporate Risk 

Register.  

30.2 The report was taken as approved by the Board.  

30.3 Actions:  

The CMO to update at the next Board meeting on whether harm had arisen from the 

cystoscopy risk.   

31 Items considered in June 2023 Private Trust Board  

 

31.1 The Chair noted this was attached.  

32 Integrated Care System Update 

32.1 

 

 

 

 

 

 

 

 

 

 

32.2 

 

 

 

 

 

32.3 

 

Jane Halpin presented the integrated care system update, highlighting the long-term 

and high-level aims of the ICB ICS. She highlighted the development of the Virtual 

Hospital, Community Response Hubs, and the embedding of access to ambulance 

stack and paramedic staff within these hubs. Targets for delivering annual health 

checks to people with learning disabilities had been exceeded, demonstrating the 

level of work available to vulnerable residents. The ongoing rollout and extension of 

the shared care record system were proving valuable, with local approaches 

including key partners like hospices. Primary care was highlighted as an active area 

for social prescribing, with a PCN being nationally recognized for their work in this 

area. 

 

She noted the joint work in facilities as significant. She also discussed the need for 

further work on the response mobilized for people with acute mental health crises 

and illness, particularly tailored to a patient's needs. The aim to give every child the 

best start in life was acknowledged, but backlogs for assessment and treatment in 

relation to autism, ADHD, and paediatrics were acknowledged. 

 

The flagship program for West Herts was highlighted as coronary heart disease, 

particularly the detection and treatment of hypertension. Place-based accountable 

Tab 5 Minutes of previous meeting in public

20 of 461 Trust Board Meeting in Public 7 September 2023-07/09/23



 

Pages 14 of 15 

 

 

 

 

 

32.4 

 

 

 

 

 

 

 

32.5 

 

 

 

 

 

32.6 

 

 

business units were being developed, focusing on shared accountability for budgets, 

performance, and quality. She suggested the sharing of leadership, reciprocation in 

internal processes, and specialist knowledge beyond clinical specialist knowledge, 

particularly in relation to the procurement hub. 

 

The CSCO emphasized the importance of a shared operating model for shared 

services built around the population, citing historical cycles of change within the ICB. 

The CMO suggested that with the 1.5 million population, there are significant 

opportunities for repatriation, with one of the Trusts taking on a lead role for a 

particular procedure. Engagement work with patients indicated that there was less 

resistance to moving around if there was a guarantee of faster and better quality 

treatment. 

 

Ginny Edwards raised the issue of dying well, which she felt had not been 

referenced. JH noted existing end of life programs with each of the three 

geographies, highlighting an issue where patients on end-of-life care pathways may 

have DNRs routinely ignored within response hubs and ambulance services. End of 

life care should be part of the anticipatory care approach. 

 

Jonathan Rennison inquired about the system's plans to tackle issues where people 

with mental health needs ended up at acute trusts and what happened at a 

community level to help keep them well once they were discharged. Discussions 

were being held with the Mental Health Learning Disability and Autism Partnership 

and the Place-Based Partnership about the move towards greater accountability. 

Ms Halpin noted a significant increase in mental health demand at all levels, 

particularly since the pandemic, with a shift to patients previously not known to 

services presenting with severe symptoms. 

 Closing Items 

33 Any Other Business previously notified to The Chair 

33.1 There was no other business notified.  

34 Questions from Healthwatch 

34.1 

 

 The Chair noted that Meg Carter was not able to join the meeting, however the CEO 

and himself were meeting with Healthwatch tomorrow. 

35 Questions from patients and members of the public 

35.1 

 

 

35.2 

 

 

 

35.3 

 

 

 

35.4 

 

 

 

35.5 

The Chair noted the new way of covering this item, with the questions being put 

visually to the Board.  

  

Question 1 from Linda Lennard, regarding redevelopment funding. The CRO 

responded they were unable to disclose the amount of funding for commercial 

reasons.  

  

Question 2 from Linda Lennard, on political briefings. The CRO responded that they 

were not involved in any such political briefings on 24th May.  

  

Question 3 from Linda Lennard, regarding redevelopment funding.  The CRO 

responded that this information formed part of an NHP-wide commercial in-

confidence briefing.  

  

Question 4 from Philip Aylett, on redevelopment funding.  The CRO responded that 

(1) the Watford hospital was being designed with the correct NHP design 
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35.6 

 

 

35.7 

 

 

35.8 

 

 

35.9 

 

 

 

 

35.10 

 

 

 

 

35.11 

 

 

 

 

35.12 

 

 

 

35.13 

 

requirements in mind. (2) The understanding was that that this information formed 

part of an NHP-wide commercial in-confidence briefing.  

  

Question 5 from Philip Aylett, on redevelopment funding. The CRO responded that 

they were unable to disclose the amount of funding for commercial reasons.  

  

Question 6 from Philip Aylett, regarding the future of Hemel Hempstead Hospital.  

The CRO responded there were no plans to close Hemel Hempstead Hospital.  

  

Question 7 from Philip Aylett, on the financial funding envelope.  The CRO 

responded that the breakdown of the funding envelope had not been confirmed.  

  

Question 8 from Philip Aylett, on public engagement.  The CRO responded that the 

most recent public engagement event was a session for residents local to St Albans 

City Hospital in March 2023.  The CRO added that the Trust remained committed to 

continuous and meaningful public and stakeholder engagement.  

  

Question 9 from Philip Aylett, regarding the fire at Watford General Hospital.  The 

CFO responded that the investigation to the cause of the fire was ongoing, and they 

were unable to comment until the investigation was complete. There was no 

timeline, although the CFO thought it should be a matter of weeks.  

  

Question 10 from Philip Aylett, on redevelopment plans at Watford General Hospital.  

The CRO responded that the exact scope of the new hospital is currently being 

revised, it was anticipated that services housed in the P and H block buildings would 

be accommodated in the new hospital.  

  

Question 11 from Philip Aylett, on the Watford Campus Agreement. The CFO 

responded that six-facet surveys were part of the strategy and would be updated 

when required. He confirmed it was a five-year process.  

  

Question 12 from Philip Aylett, the Watford Campus Agreement. The CRO 

responded that the Watford Campus had been terminated, there were no 

outstanding obligations.  The CRO confirmed that the land purchase agreement was 

separate and would be subject to commercial confidentiality. 

Date of the next Board Meeting 

36.1 The Chair confirmed the next meeting would be on 7th of September 2023. 

Close 

37.1 The Chair thanked everybody for their concentration, the meeting was adjourned.  
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Board meeting/ 

decision date   

Decision 

reference 

(from minutes)   

Item presented to Board for action  Comments/ outcome

06 April 2023 21 NHSE Frontline digitisation business case The Board approved the business case for the digitisation of frontline services

06 April 2023 25

Board and committee terms of reference and 

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

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

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

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

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

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

06 July 2023 29

Award of Compliant Courier Contract for 

Pathology and Pharmacy Services The Board approved the Award of Compliant Courier Contract for Pathology and Pharmacy Services
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Agenda item: 7  

 
 

Action log  
7 September 2023  

 

 
 

No. 
Date of 
meeting 

Minute ref Action 
Lead for 

completing 
the action 

Date to be 
completed 

Update 

1 1 June 2023 9.5 
The CSCO to provide a report to the Board on 

collaboration with HCP partners. 
CSCO October 2023 Not due 

2 1 June 2023 11.6 
The CRO to review BAF 14 and to report back to the 

Board.  
CRO 

September 
2023 

In progress 

3 6 July 2023 19.16 

PB to investigate benchmarking regarding the effects of 

the junior doctor’s strike.  

 

BA to liaise with PB regarding a Board visit to the 

Control Centre. 

CIO 
 

Trust 
Secretary 

September 
2023 

In progress – verbal update 
to be provided. 

 
 

Complete 

4 6 July 2023 30.3 
The CMO to update at the next Board meeting on 

whether harm had arisen from the cystoscopy risk.   
CMO 

September 
2023 

In progress – verbal update 
to be provided. 
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TRUST BOARD WORK PLAN 2023/24: Part 1 Apr-23 May-23 Jun-23 Jul-23 Sep-23 Oct-23 Nov-23 Dec-23 Jan-24 Feb-24 Mar-24

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

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

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

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

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

Seven day services – board assurance framework ✓

Bi-annual establishment review – maternity ✓ ✓

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

Annual establishment review report – Paediatrics  ✓

Establishment review - neonates ✓

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

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

Annual report: infection prevention and control ✓

Annual report: safeguarding ✓

Outcome of national patient surveys/progress reports

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

Annual report: end of life care ✓

Annual report: complaints and patient advice and liaison ✓

Annual report: serious incidents and never events ✓

Quarterly learning from deaths report ✓ ✓ ✓ ✓

Annual assurance report: emergency preparedness, resilience and response ✓

Patient Safety Specialist update 

Health inequalities

Annual report: Legal services ✓

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

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

Approval to open bank accounts (as required)

Finance update ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Research and development update ✓

Public Sector Equality Annual Report ✓

Equality and Diversity WRES & WDES annual reports ✓

EDS3 ✓ ✓

Gender and race pay gap report ✓

Outcome of national staff survey/progress report ✓ ✓

Annual medical appraisal report and statement of compliance ✓

Annual People Strategy update  ✓

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

Guardian of Safe Working Annual Report ✓ ✓

FPPR Report ✓

As required

Aim 3: Great Team

As required

Performance

Aim 1: Best Care

Reports aligned with the publication of results

Aim 2: Best Value 

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

Strategic objectives report (quarterly) ✓ ✓ ✓ ✓

Green Plan - annual review ✓ ✓

Redevelopment OBC preferred option decision (tbc)

Development of integrated care partnership update report

ICS governance proposals (tbc)  

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

Approval of the corporate aims and objectives   ✓

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

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

Board and committee terms of reference and work plans review ✓

Annual review of Board and committee effectiveness ✓

Review of committee structure/governance to deliver strategic objectives

Board engagement report ✓ ✓

Board and committee meeting schedule ✓

Audit Committee annual report ✓

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

Annual self-certification process ✓

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

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

Committee assurance report)
✓

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

(via Audit Committee assurance report )
✓

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

Audit Committee ✓ ✓ ✓ ✓ ✓ ✓

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

Quality Committee ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

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

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

Charity Committee ✓ ✓ ✓ ✓ ✓

Charity Committee annual report and accounts ✓

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

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

Corporate Trustee meeting ✓ ✓

Assurance reports from committees 

Questions

Aim 4: Great Place 

As required

Risk and governance 

Regulatory
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             Trust Board Meeting 
                                                                     7 September 2023 
 

Title of the paper Chair’s Report 
 

Agenda Item 9 

Presenter Phil Townsend, 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? 
x  Are there clear responsibilities, roles and systems of accountability to 
support good governance and management? 

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

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

 How well is the trust using its resources? 
 

Previously 
considered by 

Committee/Group Date 

N/A  
 

Action required The Board is asked to receive the report for information.  
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Agenda Item: 9 
 
 
Trust Board Meeting –  7 September 2023  
 
Chair’s report 
 
Presented by: Phil Townsend, Chair  
 
 
 
1 PURPOSE 
 
1.1 The aim of this paper is to provide an update on items of national and local interest/ 

relevance to the Board. 
 
2 NEWS AND DEVELOPMENTS 
 

Conviction of Lucy Letby 

2.1 The conviction of former nurse Lucy Letby for the murder of seven babies and attempted 
murder of six further babies within her care has been shocking and traumatic. The Board 
will be receiving information and assurance at this board meeting on the safeguards in 
place to detect unnatural deaths, protect patients from harm and support staff speaking up 
at this Trust. We offer our sympathies and condolences to the victims and their families of 
these appalling crimes.  

 

Guidance on Fit & Proper Persons Test 

2.2 A Fit and Proper Person Test (FPPT) framework for board members has been published, 
aiming to prevent directors involved in or enabling serious misconduct or mismanagement 
from joining new NHS organisations. . The Board take their responsibilities seriously and I 
will be working closely with the Chief People Officer to implement this new framework, on 
which a paper is before the Board today for information and assurance  

 

Celebrating NHS75  

2.3 Wednesday 5 July 2023 marked 75 years of the NHS. Treating over a million people a 
day in England, the NHS was the first universal health system to be available to all, free at 
the point of delivery. The Trust’s charity, Raise, has created a celebration video about 
what they enjoy most about working at West Herts. The video can be found on Raise’s 
You Tube channel here https://youtu.be/qF2tVBflPyI?si=y-PBH7FIOgfxvfvT 
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2.4 The celebrations continued with Joe Barron, Deputy Head of Emergency Planning, 
attending an NHS Charites Together NHS75 reception in London, where the Prince and 
Princess of Wales made a surprise appearance.   

2.5 Suraj Kumar, Junior Charge Nurse, and Vanash Patel, Consultant Colorectal Surgeon 
and lead for the NHS robotics program, attended a NHS birthday reception. Vanash met 
Prime Minister Rishi Sunak, Secretary of State for Health and Social Care Steve Barclay 
and Chief Executive of NHS England Amanda Pritchard. Vanash championed a national 
strategy for robotic surgery in the NHS using the robotics program as an example.  

2.6 Dr. Niall Keenan, Consultant Cardiologist and lead for the Virtual Hospital program, also 
joined in the celebrations when he was invited to a 'local NHS champions' reception by 
Health Secretary Steve Barclay. 

Local MP Daisy Cooper visits St Albans staff 

2.7 I was delighted to host a visit from Daisy Cooper, MP for St Albans when she visited St 
Albans City Hospital to celebrate the NHS's 75th anniversary. She met with our staff and 
heard about the proposed future developments at the site, including the elective care hub 
and integrated urgent care hub. She expressed her excitement about the new diagnostic 
facilities, including MRI scanners, CT scanners, and an endoscopy unit, which will provide 
first-class cancer diagnostic services to St Albans residents as well as significantly 
improving patient outcomes and staff working environments. 

Monthly Stars of Herts winners announced 

2.8 Congratulations to our BadgerNet team, including staff from maternity and neonatal 
departments, who have been named as the monthly Stars of Herts winners. Badgernet is 
an end-to-end electronic patient record system for maternity and neonates, allowing 
clinicians to document care in real time and families to access their records. The team has 
been a great model for the hospital, demonstrating motivation, determination, and 
resilience despite challenges. Congratulations to the team for their award.  

All Stars Week a shining success  

2.9 On 3 July 2023, the Trust celebrated All Stars Week, a week focusing on cultural richness 
and gratitude to the dedicated members of the Trust.  Staff enjoyed Caribbean and Indian 
traditional cuisine, Best of British menus, and sweet treats. Chief People Officer, Andrew 
McMenemy, also visited colleagues on night duty at WGH to express gratitude for their 
efforts in supporting services and patients. I would like to thank the generous support of 
our main sponsors, hospital charity Raise and Smith and Nephew, as well as Mitie 
colleagues and the hospitals' estates teams.  

 

Celebrating Disability Pride Month 

2.10 Disability Pride Month, held in July, is an annual celebration that promotes conversations 
about disability experiences and issues. To celebrate, the Trust supported the Hidden 
Disabilities Sunflower campaign, a tool for colleagues to share their hidden disabilities. 
The campaign encourages staff to consider everyone's needs and support colleagues 
with hidden disabilities. Limited sunflower lanyards and badges were available for staff to 
show their pride during Disability Pride Month. 

Celebrating South Asian Heritage Month 

2.11 South Asian Heritage Month is a month-long celebration of the vibrant culture of South 
Asian countries which includes Afghanistan, Bangladesh, Bhutan, India, Maldives, Nepal, 
Pakistan and Sri Lanka. Connect, our multicultural staff network, celebrated the month by 
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hosting an event with Jay Kumar – a talented Bollywood choreographer. Staff also joined 
a ‘chai and chat’ event where our South Asian staff shared their stories.  

Lanyards to help end gender stereotyping  

2.12 A selection of lanyards that allow for swift and accurate recognition of medical staff has 
been made available to the Trust, via the Medical Education Centre, by members of the 
End Sexism in Medicine Network. These lanyards identify different roles, such as 
‘consultant’, ‘doctor’ or ‘advanced practitioner’ which is essential in critical situations such 
as a cardiac arrest. They will also ensure female doctors are easily identified as doctors 
by staff and patients. Assumption of people’s roles based on gender is an issue and has 
come under discussion in the network’s workshops.  

Building cultural awareness and compassion at West Herts 

2.13 We are launching our cultural awareness programme to help build a supportive and 
compassionate team at West Herts. Cultural awareness encompasses a range of 
principles, attitudes and behaviours that enable effective engagement in cross-cultural 
situations. Sessions will define culture and its impact on individuals and communities, 
consider the importance of compassionate and inclusive leadership, build self-awareness 
and appreciate bias, appreciate the cross-cultural communication skills needed, 
understand the impact of cultural empathy and explore how we can nurture a culture of 
respect and inclusion at West Herts. I would encourage all staff to attend these sessions.  

Join WellFest 2023 

2.14 I am delighted that WellFest is making a return during September 2023. There will be a 
week of wellbeing activities, with opportunities to improve your mental and physical 
wellbeing, explore self-care and find out about activities, services and tools to take it 
further. The highlight will be daily visits by Wild Ivy Retreats who bring their retreat 
experience into the workplace. It will allow staff to briefly step out of their busy work 
environment and into a haven of calm. I hope everyone will be able to enjoy the week and 
enhance their mental wellbeing. 

Youth volunteer programme shortlisted for national award 

2.15 I am delighted that our teens and young people (TYP) volunteer programme has been 
shortlisted for ‘Impact Project of the Year’ at the Helpforce Champions Awards 2023. The 
national Helpforce Champions Awards celebrate and share the amazing contributions 
made by volunteers and teams across the UK.  
 

2.16 The TYP volunteer programme was established in 2018 to increase the number of young 
people (aged 16 to 25) volunteering at West Herts. Since the creation of the programme, 
TYP volunteers have competed over 21,000 hours of volunteering. The service has 
enabled young people to gain employment skills and work opportunities. Volunteering has 
helped many of the young people decide on a career in the medical profession, with 60 
volunteers choosing to study medicine or paramedic science. 
 

2.17 Winners will be announced on Monday 16 October. Well done to everyone involved.  
 
3 Community News 

Welcome to Raise’s new CEO Alison Rosen 

3.1 A warm welcome to our hospital charity Raise’s newly appointed CEO, Alison Rosen. 
Alison is an experienced strategic and values driven charity CEO with over 20 years’ 
senior leadership experience within the voluntary sector, particularly in health, social 
welfare, and disability charities. Recently Alison held the position of CEO at The Griffin 
Institute, a leading surgical training and medical research charity, based at Northwick Park 
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Hospital. She has worked for a range of charities as financial director, CEO and as a 
consultant. 

 
Cheryl Atkins helps launch Raise’s NHS 75th anniversary appeal 

3.2 Specialist infection, prevention and control support Cheryl Atkins has lent a helping hand 
to our hospital charity Raise’s new appeal – the NHS’s 75th anniversary appeal. Cheryl 
was asked to help with the appeal as the charity were so impressed with her amazing 
career, having worked for West Herts NHS for over 47 years, across Hemel Hempstead, 
St Albans City and Watford General hospitals.  
 

3.3 The appeal will help fund a range of items at West Herts, like a special piece of equipment 
or the refurbishment of a bereavement room, or a small comfort that makes all the 
difference, such as books and activities for poorly children. 

 
 

New appeal for renovation of bereavement room on delivery suite 

3.4 The maternity bereavement team are raising money with our hospitals’ charity Raise to 
renovate the bereavement room on the delivery suite with the help of 4Louis, who support 
families through miscarriage, stillbirth and child loss. The renovated bereavement room 
will give families a comfortable space to spend as much time with their baby as possible 
and prepare to say goodbye. I would like to thank everyone who is able to donate to this 
appeal and this extremely important cause.  

 

Raise’s new TLC appeal extends a helping hand to those in need 

3.5 I would like to thank our amazing volunteers who have been busy packing toiletry bags for 
our hospitals’ charity Raise’s new TLC appeal. Raise has created the TLC appeal to bring 
comfort to patients who arrive at our hospitals without any personal items. Patients will be 
given bags with essential items such as soap, a toothbrush, toothpaste, deodorant, 
flannel, and hairbrush. This will help our frail, older patients who are rushed into our 
trauma wards every year following a fall or fracture. Many of these patients arrive by 
ambulance and have not been able to pack an overnight bag of essentials. Thank you to 
Raise and its volunteers for helping this cause.  

 

 

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. 

 

Herts County Council wants to hear from you 

4.2 Our system partner, Herts County Council would like you to share your views on the 
services they provide and what matters to you. To provide excellent services for all, they 
need to hear from Herts residents from all walks of life. Every response counts and will 
help shape how they do things in the future. The survey is available here and is open 
until 11.59pm on Friday 15 September. 
 

5 BOARD NEWS 
 

Board visit programme: 
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5.1 As part of the monthly Board visit programme, the Board visited the following areas on 6 
July 2023: 

• Outpatient Services 
• Beckett Ward 
• Ophthalmology Service 
• Level 4, Moynihan Wing 
• Pre-Operative Assessment Service 

 
6 Trust Chair’s meetings: 

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

meeting: 

• Meeting Healthwatch Hertfordshire & West Herts Teaching Hospitals Trust 

• Visit from Daisy Cooper to SACH – part of NHS 75th Birthday celebrations 

• Visit to The Form – Cllr Ron Tindall  

• Visit to Town Hall – to meet the Mayor  

• Great Place Committee  

• Meeting with Dean Russell 

• New NHS Trust Chairs Meeting  

• Finance and Performance Committee 

• Quality Committee 
• Herts Chairs Meeting 

 

7 RECOMMENDATION 
 

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

 
August 2023 
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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, DHSC, NHS Providers and the CQC.  
 

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: 10 

 
Trust Board Meeting – 7 September 2023  
 
Chief Executive’s report 
 
Presented by: Matthew Coats, Chief Executive Officer 
 
 

1 PURPOSE 

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

2 KEY ISSUES 

Conviction of Lucy Letby 

2.1 The conviction of former nurse Lucy Letby for the murder of seven babies and attempted 
murder of six further babies within her care has been shocking and traumatic for our staff. I, 
and my Chief Officers, have ensured that immediate wellbeing support was put in place for 
our staff and particularly our neonatal team. We have visited the teams, debriefed staff, 
provided information to families and have made specific wellbeing support available. We 
offer our sympathies and condolences to the victims and their families of these appalling 
crimes.  

 
Patient care across the Trust 

2.1 I would like to thank all of our staff for their outstanding efforts during July and August and 
the challenges that have arisen during the periods of industrial action.  I remain very grateful 
to our staff members who have worked extra shifts and taken on additional responsibilities to 
ensure that our services ran as smoothly as possible. It remains important that we work 
together and treat each other with kindness and professionalism.  

 

On-going demand and capacity 
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2.2 Our staff are working extremely hard and it is regrettable that our ED performance has 
reduced because of the difficulties faced during periods of industrial action. We have slightly 
higher numbers attending A&E but this has been mitigated with significantly improved 
ambulance delays. We are maintaining our progress with our patient flow improvements 
which is helping us achieve our discharge rates.  We are now working with our system 
partners to achieve more discharges earlier in the day and to improve our discharge rates at 
the weekend.  I remain very grateful to ED staff and ward staff for their hard work and 
commitment to sustain and build on the improvements that we have made to date.    

2.3 Our high impact change programme to support our elective recovery continues but has also 
been affected by the recent periods of industrial action. Despite the national realignment to 
101% to account for activity lost as a result of the strikes, the Trust’s position remains below 
target.    

2.4 We are working hard to recover our elective and non-elective activity in future months.  This 
will be assisted with recent announcements from the government on new measures to (1) 
help speed up discharge for patients and improve care with the implementation of new care 
traffic control centres and extra beds for winter. (2) Reduce waiting lists for elective care 
through the launch of a hospital matching platform to reduce the longest waits and (3) speed 
up diagnosis and treatment of respiratory and heart conditions by allowing GP practices to 
order diagnostic checks for respiratory and heart conditions, such as COPD, asthma, 
cardiovascular disease, and heart failure.  

 

3 CHIEF OFFICERS UPDATES  

Chief People Officer 

West Herts clinical staff share career journeys with local students 

3.1 Last month, West Herts clinical staff attended a career event at Watford Grammar School for 
Girls, where eleven staff members shared their experiences in various specialisms. Staff 
provided mock interviews, preparing students for future job applications and imparting 
knowledge about diverse health fields. The event was an excellent opportunity to support 
and learn from one another and to showcase our Trust as potential future employer for our 
local students.  

A warm welcome to all our new doctors 

3.2 We welcomed 57 foundation year one (F1) doctors and a number of specialty trainee doctors 
to the Trust, placed by Health Education East and Essex, Bedfordshire and Herts Foundation 
School. They will rotate through medicine, surgery, and elderly care over 12 months, 
supported by educational and clinical supervisors.  

Chief Nurse 

Nursing education team celebrates class of 2023 

3.3 I would like to offer my congratulations to all the nursing students who celebrated the end of 
their training programmes at West Herts this summer.  The nursing education team held a 
celebratory event at Watford Football Club which I and Michelle Hope, Deputy Chief Nurse 
attended.    

3.4 In addition to those marking the end of their bachelors or masters degrees, 14 members of 
the Trust celebrated the completion of their nursing or nursing associate apprenticeship 
programmes in September 23. I would like to wish all of our graduates the very best for their 
future careers.  

Chief Medical Officer 
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3.5 I am delighted to announce that Ashley Reece, Associate Medical Director and Director of 
Medical Education at the Trust has been appointed as the Lead Director of Medical 
Education (DME) for the East of England region. He will link in with the regional senior team 
and will be responsible for running the DME meetings for all the DMEs across the region and 
representing their views. Many congratulations to Ashely on this appointment.  

 

Chief Operating Officer  

3.6 Mr Drostan Cheetham, Consultant Surgeon, has been appointed as Divisional Director of 
Surgery, Anaesthetics and Cancer services.  I am delighted that Ross has accepted this role 
and look forward to working with him.  

3.7 Stephanie Johnson has relinquished her role as Divisional Manager of Emergency Medicine 
and focusing wholly on her role as Deputy Chief Operating Officer which will support the 
senior operational team. I would like to thank her for her excellent work as Divisional 
Manager of Emergency Medicine and look forward to working with her as Deputy COO.   

Chief Strategy and Collaboration Officer 

Refreshing our Trust values 

3.8 As we work on our trust strategy, it's crucial to refresh our values and behaviours to create a 
compassionate, inclusive environment that supports innovation. Our values guide our daily 
actions, ensuring the best care for patients. To gather feedback, we will be engaging with 
staff through surveys and walkarounds. Staff input is crucial in shaping our values and trust 
culture and we encourage everyone to answer questions and provide feedback.  A report will 
go to the Board later on in year to update it on our progress.   

Chief Information Officer 

New ‘end-of-life care agreement’ to launch soon 

3.9 On 10 July, the Electronic Patient Record (EPR) will launch an end-of-life care agreement for 
patients who are in their last hours or days. This plan will guide ward staff, consider all 
aspects of end-of-life care, and improve patient experience.  

 

4 NEWS AND DEVELOPMENTS 
 

New ‘elective care hub’ for St Albans City Hospital 

 

4.1 Reducing waiting times for planned surgery is a national priority, leading to funding for 
'elective care hubs' in the UK, including St Albans City Hospital. The new hub, set to open in 
2024, will offer additional ENT, ophthalmology, and orthopaedic capacity for patients in the 
Hertfordshire and west Essex Integrated Care System (ICS).  

4.2 A new theatre suite will allow patients to be seen sooner, while local treatment options may 
have longer waiting times. The development, awaiting final approval from NHS England, is a 
positive step for SACH, with enhanced diagnostic and endoscopy facilities, additional MDT, 
and training spaces for staff. The increased volume of activity will be managed in partnership 
with ICS colleagues, and further information will be provided as the project progresses. 
Construction work at SACH will cause disruptions, and patience is requested during this 
time. 

Roll out of new beds and mattresses improves patient comfort and reduces pressure ulcers 

4.3 Over the past few months, the Trust has replaced 800 beds and mattresses, improving 
patient care and providing comfort and support. The upgraded beds offer enhanced pressure 
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relief, better sleep quality, and prevention of pressure ulcers. Special thanks go to clinical 
engineering, equipment library, Mitie, facilities, estates, procurement, infection control, tissue 
viability, and clinical staff for their exceptional support. More information about the new beds 
and mattresses can be found here, and staff are encouraged to familiarize themselves with 
them. 

Good progress in robotic surgery 

4.4 The robotic programme at the hospital has set a European record for the most robotic 
cholecystectomies safely completed in one theatre session. Since July 2022, the robots have 
been used in various specialties, including colorectal, upper gastrointestinal surgery, urology, 
and gynaecology. Many staff have received training on the robots, providing high-quality care 
and hosting visits to showcase their work. I would like to congratulate the surgical teams for 
making the robotics program such a success. 

Relocated blood clinic officially opens at Watford 

4.5 Watford General Hospital's blood clinic has relocated to the H block, located across from the 
ophthalmology department. The phlebotomy team, along with other staff, provided 
exceptional care during the transition. The move marks a significant milestone in improving 
and expanding services for patients. 

Outstanding wards attain silver accreditation  

4.6 Congratulations to Ridge ward and Winter ward who have been honoured with a silver prize 
in our ward accreditation awards. Ward accreditations are a part of an NHS initiative to 
measure the quality and standards of care being delivered in a clinical area. It celebrates a 
ward’s commitment to excellence in healthcare and patient wellbeing. The silver award 
recognises the consistent efforts of colleagues to elevate patient care standards, share 
invaluable best practices and boost staff morale. Congratulations to both wards. 
  

5 NATIONAL RECOGNITION 
 

5.1 I would like to finish my report on an uplifting note, by warmly congratulating the following 
staff and teams for their hard work and dedication which has also been nationally 
recognised. 

 

Virtual hospital programme 'highly commended' in national NHS Parliamentary Awards 

5.2 The groundbreaking virtual hospital programme led by West Herts Teaching Hospitals NHS 
Trust (WHTH) and Central London Community Healthcare NHS Trust (CLCH) has been 
highly commended in the national 2023 NHS Parliamentary Awards. 

5.3 WHTH and CLCH established the UK's first virtual hospital during the Covid-19 pandemic, 
providing a safe alternative to inpatient care for over 5,000 patients and saving countless bed 
days. Since then, the programme has evolved to offer heart failure, chronic obstructive 
pulmonary disease, and acute respiratory infection virtual wards. 

Celebrating a double nomination in BAME Health and Care Awards  

5.4 Dr Mohan Thapa, a Consultant in Acute Medicine and Clinical Director for the Acute 
Admissions Unit (AAU), has been shortlisted for 'Clinician of the Year' at the 2023 BAME 
Health and Care Awards. Dr Thapa has worked at West Herts for nearly nine years, 
improving acute and urgent care services for patients. He has developed and played a key 
role in implementing the 'physician assistant programme', helping international medical 
graduates gain experience in the NHS. Dr Thapa is also involved with the Watford Nepalese 
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community and is treasurer of charity Health Exchange Napal, which supports health-related 
activities in Nepal and the UK.  

5.5 Mitra Bakhtiari, Director of Midwifery, Gynaecology, and Nursing has been shortlisted for 
'BAME Midwife of the Year' at the awards. She is the first midwife with Iranian heritage to 
hold a senior role in the NHS and has influenced changes and improvements in maternity 
services. She works with patient groups to improve health inequalities, particularly for BAME 
patients, using virtual interpreters, patient information leaflets in various languages, and clear 
communication with patients whose first language is not English. Mitra ensures all staff are 
celebrated and supported. 

5.6 The award winners will be announced at a ceremony on Thursday 28 September 2023. 

Celebrating a finalist in the 2023 HSJ Awards  

5.7 Congratulations to Dr Niall Keenan, Associate Medical Director for Innovation and Quality, 
who has been shortlisted for the ‘Clinical Leader of the Year’ at the 2023 HSJ Awards. Dr 
Keenan was nominated in recognition of his pioneering work leading our nationally 
recognised virtual hospital programme.  

Celebrating the Nursing Times National Awards 

5.8 Congratulations to the West Herts’ Safeguarding team who are finalists in the ‘Integrated 
Approaches to Care’ category for the Nursing Times Awards 2023.  The Safeguarding team 
have been shortlisted for introducing the innovative independent sexual violence adviser 
project into West Herts. The team are now able to provide compassionate, effective support 
to inpatients who are victims of sexual abuse or violence. 

 

 

5.9 West Herts is expanding its list of national award nominations with two further finalists in the 
Nursing Times Workforce Awards. Our e-rostering workforce team are finalists for ‘Best Use 
of Workplace Technology’ for implementing self/team rostering using Employee Online. E-
rostering allows staff to select preferred shifts that work for them. This improves work-life 
balance, and health and wellbeing.  

5.10 The Virtual Hospital team has been shortlisted in the same category. Their pioneering 
programme looks after patients in the comfort of their own home while being closely 
monitored by clinicians.  

Occupational Health Department receives quality accreditation 

5.11 Huge congratulations to our in-house occupational health service, who have been awarded 
SEQOHS accreditation through consistently demonstrating safe, effective and quality 
services. Well done to occupational health and the moving and handling team members on 
your achievement.   

 

6 RECOMMENDATION 
 

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

 
Matthew Coats 
Chief Executive 
August 2023 
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                                                       Trust Board Meeting 
  

                                                   7 September 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 the Finance and Performance Committee 

and Quality Committee on 27 July 2023 and 31 August 2023.    

Finance and Performance Committee reviewed BAF risk 8 (Achieving financial 

balance) and resolved that the risk score did not need to be increased this 

month.  There was discussion about the impact of industrial action on income, 

performance, quality and the workforce plan which requires further discussion 

at September 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 – 27 July 2023 & 31 August 2023 

• Quality Committee – 27 July 2023 & 31 August 2023 

Action required 
 
The Board is asked to consider and approve: 

 

• This month’s version of the BAF. 
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Agenda Item: 11 
 
Trust Board meeting – 7 September 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 
consistent 

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 
information 
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2.5 The BAF comprises of a dashboard, which makes reference to the risk statement and 

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

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

assurances, areas of challenge and mitigations were reviewed and updated by executive 
leads in October 2022.  

 
3.2 Elements of the BAF were reviewed on 27 July 2023 and 31 August 2023 by Quality 

Committee and Finance and Performance Committee. 

 

3.3 The Board approved the reduction in risk scores for BAF 1 (Fragile services), BAF 2 
(Sufficient elective and diagnostic capacity) and BAF 4 (Insufficient staffing) at its board 
meeting on 2 February 2023. No further changes have been made to the risk scores 
within the BAF this month.  

3.4 The Board approved the minor changes to the content of BAF risk 1 and BAF risk 6 on 1 
June 2023. No further changes have been made this month, but the committee resolved 
that it must further consider the impact of the current climate on the workforce plan (See 
paper 11.2 for further details of QC risks) 
 

3.5 The Finance and Performance Committee (FPC) did not recommend any changes to the 
risk scores for BAF risk numbers 7, 8 and 9 following discussion of the Trust’s current 
financial picture. The committee discussed the impact of industrial action on finances 
and performance and noted to keep this under review.  The narrative for BAF risk 8 
(Achieving financial balance) was updated. Track changes are shown in red. (See paper 
11.3 for further detail of FPC risks). 

 
3.6 The Board approved the reduction in PERC risk scores on 2 March 2023 for the 

following risks: 

 
• BAF 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),  

• BAF 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) and  

• 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) 

 
No further changes have been made to the narrative for the risks since they were 
reviewed at June committee.  (See paper 11.4 for further detail of PERC 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. 
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5. Recommendation  

 
5.1 The Board is asked to consider and approve: 

 

• the revised version of the BAF. 
 

 
Matthew Coats 
Chief Executive Officer 
 
August 2023 
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BOARD ASSURANCE FRAMEWORK FOR 2022-23 

   

Trust Board Dashboard 

Strategic 

Aim/Priority 

Risk 

no 

Risk description Executive 

Lead/ 

Committee 

Link to 

CRR 

  Risk Score (L x C) 

Residual 

April 22 

Jun/

July 

22 

Aug/

Sep 

22 

Oct

/N

ov 

22 

Dec/

Jan 

23 

Feb/

Mar 

23 

April/

May 

23 

June/ 

July 23 

Target 

(03/ 

2024) 

B
es

t 
C

ar
e 

R
es

ili
en

t 

Se
rv

ic
e

s 

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

able to strengthen fragile services, recover our acute 

waiting list and improve patient outcomes.  

Toby Hyde / 

QC 

 20 

(5 x 4) 

HIGH 

20 

 

20 

 

20 16 16 16 16 12 

(3 x 4) 

Mod 

Im
p

ro
vi

n
g 

ac
ce

ss
 t

o
 c

ar
e 

2 If the Trust and wider system does not have sufficient 

elective and diagnostic capacity, then its waiting lists 

will increase, and patients will be unable to access 

timely care. 

Mary Bhatti/ 

QC 

4019 

4496 

4497 

20 

(5 x 4) 

HIGH 

20 

 

20 

 

20    16 16 16 16 9 

(3 x 3) 

Low 

3 If the number of non-elective patients continues to 

rise, then this will detrimentally affect the Trust and 

wider system’s ability to treat elective patients and 

reduce its waiting lists for elective care.  

Mary Bhatti/ 

QC 

 

3828 

4444 

20 

(5 x 4) 

HIGH 

20 

 

20 

 

20 20 20 20 20 9 

(3 x 3) 

Low 

4 If we have insufficient staff because of low morale, 

inability to recruit or no enthusiasm for additional 

work, then we will be unable carry out additional 

elective work and reduce our waiting lists.   

Andrew 

McMenemy

/ 

QC 

 20 

(5 x 4) 

HIGH 

20 

 

20 

 

20    16 16 16 16 12 

(3 x 4) 

Mod 

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.  

Kelly 

McGovern/ 

QC 

 9 

(3 x 3) 

Mod 

9 

 

 

 

9 9 9 9 9 9 6 

(3 x 2) 

Low 

Tr
an

sf
o

rm
in

g 
o

u
r 

se
rv

ic
es

 

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

then we will not have sufficient capacity to provide safe and 

effective care to our patients. 

Toby Hyde / 

QC 

 20 

4 x 5 

HIGH 

 

 

20 20 

 

20    20 20 20 20 10 

2 x 5 

Mod 
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o
n

-g
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g 

b
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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 12 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 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 12 12 12 8 

(2 x 4) 

Mod 

G
re

at
 T

e
am

 

C
u
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u
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 o

f 
in

cl
u

si
o

n
 

an
d

 d
iv

er
si

ty
 

10 Engagement and inclusion with staff will be affected 
negatively where we do not support and celebrate cultural 
diversity and demonstrate opportunities across all areas of 
our workforce to ensure it is representative.  

Andrew 
McMenemy
/ 
 
PERC 

 12 
(4 x 3) 
Mod 

12 
 
 

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

Low 

Im
p

ro
ve

 w
o

rk
fo

rc
e

 

su
st

ai
n

ab
ili

ty
 

11 Sustainable staffing and improved levels of retention will be 
affected if we do not invest internally in a positive workplace 
experience, staff development and externally in local and 
international candidate opportunities.   

Andrew 
McMenemy 
/ 
 
PERC 

 16 
(4 x 4) 
HIGH 

16 
 

16  16  16 12 12 12 8 
4 x 2 

D
e

ve
lo

p
 a

s 
a 

le
ar

n
in

g 

o
rg

an
is

at
io

n
 

12 The morale and retention of our skilled workforce is at risk if 
we do not support and prioritise learning and career 
opportunities for our staff in order to maintain and enhance 
development and reduce staff turnover.  

Andrew 
McMenemy 
/ 
 
PERC 

 16 
(4 x 4) 
HIGH 

16 16  16  16 12 12 12 8 
4 x2 

G
re

at
 P

la
ce

 

D
ig

it
al

 a
n

d
 IT

 

in
n

o
va

ti
o

n
 13 If the Trust is unable to secure sufficient funding to 

support its digital strategy, then its ability to transform 

its services will be affected.   

 

Paul 

Bannister

/ 

GPC 

 15 

(5 x 3) 

15 

 

15 15  15 15 15 15 6 

2 x 3 

R
e

d
ev

el
o

p
 o

u
r 

h
o

sp
it

al
s 

14 If the confirmation of our capital allocation is delayed, it 

could lead to increased risk to the safe operation of the 

existing Watford hospital. 

Alex 

White/ 

GPC 

 20 

(5 x 4) 

20 

 

 

 

20 20 20 20 20 20 12 

3 x 4 
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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.  

Toby 

Hyde/ 

GPC 

 9 

(3 x 3) 

9 9    9 9 9 9 9 4 

 

 

Risk Matrix 
Likelihood/ 
Frequency 

Consequence/Impact 

Insignificant  
1  

Minor  
2  

Moderate  
3 

 Major  
4  

Catastrophic 
 5 

5 
Almost 
Certain 

5 
Moderate 

10 
Moderate 

15 
High 

20 
High 

25 
Extreme 

4 
Likely 

4 
Low  

8 
Moderate 

12 
Moderate 

16 
High 

20 
High 

3 
Possible 

3 
Very Low 

6 
Low 

9 
Moderate 

12 
Moderate 

15 
High  

2 
Unlikely 

2 
Very Low 

4 
Low 

6 
Low 

8 
Moderate 

10 
Moderate 

1 
Rare 

1 
Very Low 

2 
Very Low 

3 
Very Low 

4 
Low 

5 
Moderate 
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Risk appetite statement  

 
 

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

 

Risk appetite  What this means 

Very low 

 

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

risk. 

 

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

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

achieve objectives. 

 

Moderate  

 

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

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

objectives but will not stop their progress.   

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

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

achieve objectives.  

 

Category  Risk Appetite Risk 

Appetite 

Score  

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

such as patient harm, infection control, pressure sores and 

learning lessons. 

 

1 - 5 

Affordability VERY LOW risk appetite for unaffordable items which would 

affect the financial sustainability of the organisation.   

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

outcomes for service users such as outcomes, delays, 

cancellations or operational targets and performance.  

 

6 - 9 

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

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

standards and external certifications. 

 

6 - 9 

VFM LOW risk appetite for affordable patient safety items where there 

is a degree of subjectivity regarding assessment of VFM.        

 

6-9 

Workforce recruitment 

and retention 

 

LOW risk appetite for risks that would affect equal opportunity 

and diversity and compromise fair recruitment and attractiveness 

of Trust as employer of choice.   

 

6-9 

Clinical innovation MODERATE risk appetite for clinical innovation that does not 

compromise quality of care 

 

10 - 12 

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

there are no risks or compromise in quality safety  

 

10 - 12 

Reputation MODERATE risk appetite for actions and decisions taken in the 

interest of ensuring quality and sustainability which may affect 

the reputation of the organisation  

 

10 - 12 

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

of service users  

 

10 - 12 

Workforce innovation MODERATE risk appetite for actions and decisions taken to 

improve workforce health and wellbeing and future staffing 

requirements.   

 

10 - 12 

Partnerships HIGH risk appetite for partnerships which may support and 

benefit the people the Trust serves 

 

15 - 25 

Commercial HIGH risk appetite for commercial gain whilst ensuring quality 

and sustainability to service users 

15 - 25 

Digital innovation HIGH risk appetite for digital innovation that challenges current 

working practices in support of digital systems that will produce 

benefits for the organisation.  

15 - 25 

 

Tab 11.1 BAF dashboard

49 of 461Trust Board Meeting in Public 7 September 2023-07/09/23



 

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

Strategic Priority Resilient Services     Risk Score 

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

Exec Lead Toby Hyde  20 
(5 x 4) 

20 20 20 20 16 
 

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

Context  Gaps in Control and Assurance 

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

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

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

 

  Progress 

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

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

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

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

timely care. 

Strategic Priority Improving access to care      Risk Score 

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

Exec Lead Mary Bhatti  20 
(5 x 4) 

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

Context  Gaps in Control and Assurance 

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

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

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

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

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

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

- Established a monitoring and oversight governance structure.  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 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 
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 
We finished the financial year with ten 78 week 
breaches, of which 3 were patient choice deferrals to 
later in the year. 
Complex Orthopaedic surgery recommenced at 
Watford on 10 October 22 for a period of 6 weeks. 
The next planned Orthopaedic focus period has not 
yet been finalised  
 

 

Referral profile post COVID has changed, with an increased 
proportion of urgent and cancer referrals.  
Lack of uptake of additional waiting list  initiatives by clinicians.    
 
 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  

Continuous review of demand and referral profile.   
Monitoring of productivity by division/specialty.    
Increased external performance oversight.   
EPR – close working with trust’s digital leader and participation in digital steering 
group.  
Approval of business case for increased validation resources. 
Development of RTT and EPR training programme following review of issues 
leading to poor DQ within the PTL.  Roll out commenced in Feb/Mar 23. 
 

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

reduce its waiting lists for elective care.   

Strategic Priority Improving access to care   Risk Score 

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

Exec Lead Mary Bhatti  20 
 (5 x 4) 

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

Context  Gaps in Control and Assurance 

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

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

The continued increase in emergency demand and admission rates is creating more 
outlying patients and increased use of surge areas which reduces the amount of 
available ring-fenced elective care beds. Urgent care demands have increased 
recently (Dec 22) necessitating surge 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.   
  

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

  
- Maximising our SDEC services to enable admission avoidance.   

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

infection 

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

Progress 

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

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. 
  
Robust oversight to support consultant appointments 
cross divisionally. 
  
Joint working EEAST re ambulance conveyances.  

 
  

Demand is outside of our control.   
  
Ongoing increases in mental health demand alongside mental 
health delays. 
  
Ambulance conveyances, when arriving in clusters, result in 
increased flow pressures to ED alongside the need for rapid 
handover and release. 

 
Urgent care demands continue to rise necessitating surge in to 
exceptional escalation areas, at times resulting in decreased 
capacity for elective activity, particularly affecting Cardiology, 

Gastroenterology and complex surgical admissions  
 

ICS System working. 
  
Participation in ICS UEC Board. 
  
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 Apr/May June/July Aug/Sept Target 

Exec Lead Andrew McMenemy  20 
(5 x 4) 

20 
 

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

Context  Gaps in Control and Assurance 

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

 

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

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

Progress 

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

 

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

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

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

not meet the needs of its diverse population resulting in the exacerbation of health inequalities.   

Strategic Priority Reducing inequalities     Risk Score 

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

Exec Lead Kelly McGovern   9 
(3 x 3) 

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

Context  Gaps in Control and Assurance 

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

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

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

Progress 

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

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

 

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

 

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

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

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

years. 

Strategic Priority Transforming our services    Risk Score 

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

Exec Lead Toby Hyde  20 
(4 x 5) 

20 
 

20 
 

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

Context Gaps in Control and Assurance 

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

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

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

Progress 

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

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

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

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

when safely responding to expected patient demand. 
 

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

    Risk Score 

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

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

Lead Committee FPC      
 

Context  Gaps in Control and Assurance 

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

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

 

Progress 

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

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

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

 
Frequent dialogue with the ICB highlighting risks/conditions within the plan which must be 
mitigated/met to deliver financial balance.  
 
Internal audit of financial governance planned.  
 
 
 
Stronger ICP governance.  
 
Review of inflation forecast by CFO. 

 

 

 

 

 

 

 

 

 

Tab 11.3 FPC BAF risks

56 of 461 Trust Board Meeting in Public 7 September 2023-07/09/23



BAF Risk 8 Failure to take corrective action to manage internal/external factors, may result in the trust being unable to adhere to the agreed financial plan. 
 

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

    Risk Score 

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

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

Lead Committee FPC      
 

Context  Gaps in Control and Assurance 

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

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

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

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

are implemented and deliver anticipated measurable benefits.  

 
 
 

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

 

Progress 

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

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

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

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

longer term needs of the population.   
 

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

    Risk Score 

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

Exec Lead Don Richards  12 12 12 12 12 
 

12 12 12 12 12 8 

Lead Committee FPC      
 

Context  Gaps in Control and Assurance 

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

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

 

Progress 

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

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

 
Reliable assumptions in a volatile economy. 
Developing financial regime. 

 
Transparency of assumptions. 
Contributions to the development and structure of the health system and financial regime.  
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BAF Risk 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 June 2023  Residual Apr/May Jun/July Aug/Sep Oct/Nov Dec/Jan Feb/Mar Apr/May June/July Target 

Exec Lead Andrew McMenemy  12 12 12 12        12        12 9 9 9 6 
(3x2) Reporting 

Committee 
PERC  

 

 

Context  Gaps in Control and Assurance 

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

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

 

Progress 

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

 
The EDI steering group is reaching its first anniversary 
and has successfully overseen reports and 
recommendations associated to the EDS process 
alongside WRES and WDES actions. Initial priorities 
that continue to be developed are training for staff 
associated to cultural awareness based on feedback 
and EDS and WRES reports indicating this as a gap. In 
addition, there are priority actions associated to 
reverse mentoring and values-based recruitment. In 
both instances the work has commenced with 

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

 
The EDI steering group in overseeing the main 
priorities with TMC receiving new initiatives for 
agreement. The EDS framework alongside WRES and 
WDES provide PERC and the Trust with oversight and 
assurance that the main challenges are understood 
and being addressed.  
 
The priority areas are progressing alongside an EDI 
session at the Leadership Forum on 22 June 2023.  
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expressions of interest and pilot studies started with 
full implementation expected in September 2023.  
 

The risk continues at 9 while we await full 
implementation of priority areas at which time the 
score may be reviewed.  
 

 

 

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

Exec Lead Andrew McMenemy  16 16 16 16         16         16 12 12 12 8 
(4x2) Reporting 

Committee 
PERC  

 

Context  Gaps in Control and Assurance 

Staff retention is one of the main challenges facing the NHS. It was expected that 
staff turnover would increase following the impact of the pandemic. WHHT is now 
demonstrating continued reduction in levels of turnover over a sustained period of 
time. There continues to be challenged specialities and staff groups with relevant 
mitigations in place.  

 Review of organisational values and introduction of behavioural framework.  
Effective long term workforce modelling plans across the corporate 
organisation as well as for services.  

 

Progress 

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

The revised induction programme to support new 
starters in the first 12 months of their employment 
has been particularly successful with continued 
improvements in turnover rates. Further initiatives 
associated to learning and education are also 
supporting staff alongside the wider benefits 
demonstrated alongside teaching hospital status. The 

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

 
Enhanced and more regular and focused exit interview 
reports detailing reasons for leaving.  
New initiatives associated to new starters with 
additional support to mitigate the turnover rates for 
new staff.  
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funding for the redevelopment will also have a 
positive impact and therefore communication to our 
existing and prospective workforce continues to be 
important.  
 

Affordable housing is also a more common theme that 
is associated with turnover.  

Effective and successful recruitment both locally and 
internationally.  
Initial work to support a plan for key worker housing 
close to the Watford site.  

 

 

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

Exec Lead Andrew McMenemy  16 16 16 16         16        16 12 12 12 8 
(4x2) Reporting 

Committee 
PERC  

 

Context  Gaps in Control and Assurance 

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

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

 

Progress 

Positive progress including future opportunities Current challenges including future risks How challenges are being managed 
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Teaching Hospital status will be used as a catalyst to 
enhance our strategy of developing a learning 
organisation culture across all staff groups.  
Divisional plans associated to leadership development 
and succession planning have commenced with new 
programme to be launched in September 2023.  
 
Effective partnership has been identified with the 
Kings Fund, University of Hertfordshire and West Herts 
College.  

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 Apr/May June/July Aug/Sept Target 

Exec Lead Paul Bannister  15 15 
 

15 15 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. 
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BAF Risk 14 If the confirmation of our capital allocation is delayed, it could lead to increased risk to the safe operation of the existing Watford hospital. 

Strategic Priority Redevelop our 
hospitals 

 Risk Score 

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

Exec Lead Alex White   20 20 20 20 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 

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 

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 
 

Close liaison with NHP and ensuring that the Trust is 
ready to progress to the next phase of the programme.  
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There is increased consensus among key stakeholders 
that a full rebuild of WGH is necessary. 

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.  

 

BAF Risk 15 If we do not minimise the Trust’s adverse impact on the environment, then we may suffer reputational damage, cause increased 

pollution within our local and wider community, and lose out on cost saving opportunities. 

 

Strategic Priority Environmental 
sustainability 

 Risk Score 

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

Exec Lead Toby Hyde  9 9 9 9 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.  

 

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.   
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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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Executive 
Summary 
 

 
The aim of this paper is to advise the Board on the outcome of a review of the 
current Committee structure and recommend improvements to ensure the Trust 
continues to have robust, effective internal governance mechanisms in place. 
 
In July 2023, the Board received a report on the outcome of an independent 
well-led review of the Trust’s leadership and governance arrangements, which 
was undertaken by Deloitte in quarter three, 2022/23. Overall feedback was 
positive and acknowledged that the Trust had strong foundations in place to 
continue its journey toward becoming a CQC ‘outstanding’ trust in the well-led 
domain and noted it was on a positive trajectory.  
 
As you would expect from any review, some areas for improvement were 
recommended and an action plan was approved by the Board in July 2023. Six 
out of the seven actions have now been completed. 
 
The final outstanding action (recommendation 4) suggested that the Trust 
should review the effectiveness of its Committees in order to consider 
organisational engagement.  The key areas recommended to be included in the 
review are: 
 

A. Non-Executive Director (NED) Committee membership and whether this 
should be increased,  

B. Attendance and membership of the Trust Chair at Committee meetings 
C. The role of the reserve NED 
D. Co-chairing arrangements 
E. Patient involvement 
F. Use of executive summaries/dashboards 
G. The timing of agendas with a view to improving consistency and impact. 

 
A Committee structure review took place in quarter one, 2023/24 and this paper 
outlines the outcome and proposes some changes for approval.  
 
In addition to the recommendations from the external review, to provide 
additional strength to the Committee structure, the Board is asked to discuss 
and approve a proposal to disestablish the Great Place Committee and Great 
Place Programme Board and establish a new Redevelopment Programme 
Committee. This will strengthen the governance arrangements around the multi-
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million-pound hospital redevelopment programme, reflect the importance of 
digital investments and align with the Trust’s refreshed strategy.  Please see 
appendix 1, which demonstrates the proposed Redevelopment Programme 
Committee structure.  
 
Furthermore, the Board is asked to consider a proposal to rename the Quality 
Committee into the Quality and Safety Committee to emphasise its important 
safety responsibilities.  
 

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? 

 
Action required 
 

 
The Board is asked to receive this paper: 
 

• For information on the outcome of a corporate governance review  

• To approve proposed changes to the current Committee membership, 
chairing arrangements and patient involvement 

• To approve the disestablishment of the Great Place Committee and Great 
Place Board and to establish a new Redevelopment Programme 
Committee and supporting governance structure 

• To approve a rename of the Quality Committee to Quality and Safety 
Committee 
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Agenda Item: 12 

 
Trust Board meeting – 7 September 2023 
 
Review of Committee Structure 
 
Presented by: Matthew Coats, Chief Executive Officer 
 
 
1. Purpose  

 
1.1 The aim of this paper is to advise the Board on the outcome of a review of the Committee 

structure and recommend improvements to ensure the Trust continues to have robust, 
effective internal governance mechanisms in place. 
 

1.2 The paper also makes a number of recommended changes to improve the effectiveness of the 
Board and Committees. 
 

2. Background 
 

2.1 The Trust commissioned Deloitte to undertake an independent well-led review of its leadership 
and governance arrangements. This took place in quarter three, 2022/23 and the Board 
received a report on the outcome of the review in July 2023.   
 

2.2 Overall, the feedback from the review was very positive.  It acknowledged that the Trust had 
strong foundations in place to continue its journey towards becoming a CQC ‘outstanding’ trust 
in the well-led domain and noted it was on a positive trajectory.  

 
2.3 As would be expected from any review, a number of recommendations were suggested to 

further strengthen the leadership and governance.  The recommendations were collated into 
an improvement plan which was approved by the Board in July 2023. Five out of the seven 
recommendations were completed at that time, and one has since been completed. 

 
2.4 The final outstanding recommendation relates to a review of the Committee structure 

(recommendation 4).  This suggests that the Trust should review the effectiveness of its 
Committees in order to consider organisational engagement.  The key areas recommended to 
be included in the review are: 

 
A. Non-Executive Director (NED) Committee membership and whether this should be 

increased 
B. Attendance and membership of the Trust Chair at Committee meetings 
C. The role of the reserve NED 
D. Co-chairing arrangements 
E. Patient involvement 
F. Use of executive summaries/dashboards 
G. The timing of agendas with a view to improving consistency and impact 
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2.5 In quarter two, 2023/24, the current arrangements for each Committee were reviewed and the 
recommendations and actions are outlined below.    

 
3. Improvements to corporate governance Structure 
 
3.1 The areas recommended by Deloitte in the independent well-led review have been considered 

as demonstrated below and actions are proposed for discussion and approval by the Board. 
 

A. Non-Executive Director (NED) Committee membership and whether this should be 
increased 
 

Over the past three years, the Trust has expanded its complement of NEDs to support the 
change of the Trust’s status to that of a teaching hospital and the moving forward of its hospital 
redevelopment programme.  

 
The Trust currently has six NEDs (voting) (this number includes the Chair) and two Associate 
NEDS (non-voting).  Discussions are ongoing regarding NED succession planning and the 
introduction of further Associate NEDs may be considered if it was felt necessary to support 
the Board to meet its responsibilities.  
 
Recommendation/action: No current action is recommended for the reasons detailed above. 

 
B. Attendance and membership of the Trust Chair at Committee meetings 
 
The Chair is currently a member of the Remuneration Committee, Finance and Performance 
Committee and the Great Place Committee. It is vitally important for the Chair to have oversight 
of critical areas of Trust work and he regularly attends other Committee meetings to keep 
abreast of all areas of the Trust work.  
 
Points of reference from the Code of Governance: 

• It is part of a Chair’s responsibility to be a member of the Remuneration Committee, 
although they must not chair the Committee.  

• The Chair must not attend the Audit Committee. 
 

Recommendations/actions:  
1. The Chair should remain part of the membership of the Finance and Performance 

Committee (fourth NED) to ensure oversight of the current challenged financial position. 
2. No change to be made to the Chair’s membership of the Great Place Committee (see 

section 4 regarding proposed move to Redevelopment Programme Committee) as the 
redevelopment is vitally important in the Trust’s long-term strategy.  

3. The Chair to be invited to observe all Committee meetings he feels necessary (apart from 
Audit), however he will not be included as part of the membership/quoracy. 
 

C. The role of the reserve NED 
 
The role of the reserve NED was introduced to ensure Board Committees are appropriately 
supported and, at the same time, not overburdening the limited time that NEDs are expected 
to undertake for the Trust. The reserve NED model has worked well over previous years, 
however, it is now proposed to move to a three NED membership approach for a majority of 
Committees. 

 
 
 
 
 

Recommendations/actions: 
1. To move to a three NED membership model. 
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2. One current gap in the three NED approach is the Quality Committee where there are 
insufficient NEDs to cover.  Discussions are ongoing to consider how this can be 
accommodated. 

3. The quoracy of each Committee will be a minimum of two NEDs per meeting.  The Chair 
of the Committee will be responsible for arranging a deputy to chair in their absence.  

 
D. Co-chairing arrangements 
  
A co-chairing arrangement was put in place for the Quality Committee as this offered the joint 
chairs collaborative oversight of the complex and diverse quality agenda.  The arrangement 
also reduced the load on one NED and released the chair on alternative meetings from the 
responsibility of chairing to allow them be more involved in the discussion and challenge at 
meetings.  
 
Recommendation/action: 
As the tenure of the Chair(s) of the Quality Committee is coming to an end in January 2024, 
the co-chairing arrangement to be reconsidered with the possibility of moving to a more 
traditional, single chairing arrangement.  

 
E. Patient involvement at Committee meetings 
 
The importance of involving patients in shaping the face of modern healthcare is well 
recognised and this will be a key consideration in the Redevelopment Programme (see section 
4). 
 
Recommendation/action: 
A representative of Healthwatch Hertfordshire will be invited to be involved in the 
Redevelopment Programme Committee.  

 
F. Use of executive summaries/dashboards  

 
Executive summaries are an important part of a coversheet which accompanies every report 
that is presented to the Board and Committees.  The quality and content of executive 
summaries can vary; however, this is not currently considered to be a substantial issue.  
  
Performance dashboards are widely used throughout the Board and Committees as a way of 
highlighting important data and allowing executives to make quick analyses and take action 
with confidence, backed by data. The dashboards are constantly evolving with the 
development of new technologies. 
 
Recommendation/action: 
No current action is recommended, however, if the quality and use of executive summaries 
and dashboards is highlighted as becoming an issue, this recommendation will be revisited.   

 
G. Agenda timings with a view to improving consistency and impact.   

 
The Board agenda includes timings for each item to help the Chair to keep the meeting focused 
and give a clear end point to an item.  Currently, this discipline is not followed by all Committee 
agendas.  
 
Recommendation/action: 
To review all Committee agendas to ensure timings are included in sub-sections of the agenda. 
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4. Further improvements to the Committee Structure 
 
Great Place Committee/Great Place Programme Board 
 

4.1 The Board resolved to establish a Great Place Committee in 2020 with the purpose of gaining 
assurance on the delivery of the hospital redevelopment and digital infrastructure programmes 
and to provide senior level leadership to shape and drive the implementation of the Great Place 
elements of the Trust’s strategy. 
 

4.2 In Summer 2023, the Government confirmed that the new hospital at Watford General would 
be “fully funded” with a funding envelope of over £1 billion. In addition, the Trust has a 
programme of capital projects across all of its sites of over £100 million.   
 

4.3 It is important to ensure that the new hospital is as digitally advanced as possible, enabling 
clinical innovation and organisational transformation. This will help to reduce the burden of 
administration and increase time for clinical care, thereby enhancing the patient experience 
and allowing patients to be more involved in their own health and wellbeing.  
 

4.4 It is therefore proposed to restructure the governance arrangements to reflect the scale and 
strategic importance of the capital and digital investments which the Board will be managing 
over the next decade. 

 
Recommendation/action: 
1. The Great Place Committee and Great Place Programme Board to be disestablished and 

a new Redevelopment Programme Committee (RPC) to be established as from September 
2023. The proposed structure includes four reporting sub-boards, as well as individual 
project groups reporting into the sub-boards. Appendix 1 outlines the proposed structure 
for approval.   

2. If the establishment of RPC is approved, Terms of Reference for each entity in the 
Structure to be drafted and a schedule of meetings to be arranged. Please see appendix 
2 for draft Terms of Reference for the RPC.  

 

Quality Committee 

4.5 The Quality Committee was established by the Board in 2019 to provide the Board with 
assurance that high standards of harm free, high quality, safe and effective 
services/clinical outcomes are provided by the Trust. 
 

4.6 A key responsibility of the Quality Committee is to ensure that the safety of staff, 
patients and visitors are effectively fulfilled and to ensure compliance of processes 
which drive patient safety. 

 
4.7 To reflect its safety responsibilities, it is proposed to rename the Quality Committee as 

the Quality and Safety Committee. The Terms of Reference will otherwise remain the 
same. 

 
Recommendation/action: 
1. To rename the Quality Committee to the Quality and Safety Committee as from September 

2023. 
2. The Chair of the Quality and Safety Committee to review the work plan to ensure all areas 

of responsibility are covered appropriately and effectively.  
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5. Next steps 
 

5.1 As is good practice when making changes to a Board Committee structure, it is 
recommended that a 6-month review is undertaken to ensure that the changes put in 
place are having the desired impact.   

 
6. Risks  

 
6.1 Failure to act on the recommendations arising from an independent review could give 

rise to risk in a number of areas including staff engagement and satisfaction, patient 
experience, influence with stakeholders and an inability to effectively identify and 
manage risk and incident trends. 
 

6.2 Failure to regularly review Board Committee structure as recommended by the Code 
of Governance can result in the effectiveness of internal governance mechanisms 
being ineffective and compromised. 

 
7. Recommendation  

 
7.1 The Board is asked to receive this paper: 
 

• For information on the outcome of a corporate governance review  

• To approve proposed changes to the current Committee membership, chairing 
arrangements and patient involvement 

• To approve the disestablishment of the Great Place Committee and Great Place Board 
and to establish a new Redevelopment Programme Committee and supporting 
governance structure.  

• To approve a rename of the Quality Committee to Quality and Safety Committee 
 

Matthew Coats 
Chief Executive Officer 
 
September 2023 
 

 

Appendices 

Appendix 1. Proposed governance structure 

Appendix 2. Draft Terms of Reference for Redevelopment Programme Committee 
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Redevelopment Programme Committee 
Terms of Reference 

 
 

Status:     Committee of the Trust Board 
 
Chair: Non-Executive Director 
 
Executive Lead:   Chief Redevelopment Officer 
 
Clerk:     Trust Secretary 
 
Frequency of meetings:  Monthly  
 
Quorum: Two Non-Executive Directors (one of which must chair 

the committee) and two Executives 
 
Introduction 
 
In Summer 2023, the government confirmed that the new hospital at Watford General would 
be “fully funded” with a substantial funding envelope. It is currently anticipated that the new 
hospital will open in 2030. 
 
In addition and in parallel, the Trust has a significant redevelopment programme across its 
sites at St Albans and Hemel Hempstead, including the creation of a centre for high volume 
low complexity elective care for the health system and a community diagnostics centre.at St 
Albans City Hospital and the provision of community based medical care in Hemel Hempstead. 
 
This Redevelopment Programme represents the most significant capital investment in 
healthcare in our region for a generation. 
 
The redevelopment programme will be clinically-led and digitally-driven. The programme will 
reflect and adapt to local and national strategies, with digital innovation forming a pillar of our 
models of care and facility design. 
 
The Redevelopment Programme Committee is established to assure the Trust Board of all 
decisions related to the Redevelopment Programme.  
 
1. Constitution  
 
1.1. The Trust Board (the Board) hereby resolves to establish a Committee of the Board to 

be known as the Redevelopment Programme Committee (the Committee). The 
Committee has no powers, other than those specifically delegated in these Terms of 
Reference. The Terms of Reference can only be amended with the approval of the Trust 
Board. 
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1.2. The Committee is authorised by the Board to investigate any activities within its terms 

of reference. It is authorised to seek any information it requires from any employee and 
all employees are directed to co-operate with any request made by the Committee. The 
Committee is authorised by the Board to obtain outside legal or other independent 
professional advice and to secure the attendance of outsiders with relevant experiences 
and expertise if it considers this necessary. 

 
2. Purpose 

 
2.1. The purpose of the Committee is to gain assurance on the delivery of the objectives of 

the Redevelopment Programme and the Trust’s digital strategy.  
 

3. Membership 
 
3.1. The Committee will be appointed by the Board and its membership will consist of: 
 

• Non-Executive Director (Chair) 

• Non-Executive Director (Deputy)  

• Trust Chair 

• Chief Executive Officer  

• Chief Redevelopment Officer (Lead) 

• Chief Information Officer & SIRO (Deputy Lead) 

• Chief Medical Officer 

• Chief Nurse and Director of Infection Prevention and Control 

• Chief Operating Officer 

• Chief People Officer 

• Chief Financial Officer 

• Associate Medical Director, Clinical Strategy 
 
3.2. The following will attend the Committee on a regular basis: 
 

• Representative of Healthwatch Hertfordshire 

• Acute Redevelopment Programme Director 

• Director of Environment 

• Acute Redevelopment Programme management team as required 
 
3.3. Executive Directors will nominate an appropriate deputy if they are unable to attend a 

meeting.  A deputy must be able to make decisions on behalf of the Executive and will 
be recognised as part of the quorum.   

 
3.4. All Non-Executive Directors have a standing open invitation to attend any meetings of 

the Committee and to have access to the agenda and papers on request from the 
Committee Clerk or the Trust Secretary. They will count against the quorum. 

 
3.5. Should the quoracy not be met, the meeting will go ahead on the understanding that no 

key decisions can be made, or significant actions taken. 
 
4. Duties and Responsibilities 

 
4.1. To seek assurance that good governance arrangements are in place for the 

Redevelopment Programme, ensuring that strong, compelling recommendations are 
made to the Trust Board. 
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4.2. To seek assurance that redevelopment proposals and business cases reflect, include 
and allow for digital strategy, investment and innovation. 
 

4.3. To seek assurance that the right structures, leadership, and capability are in place to 
deliver the projects comprising the Redevelopment Programme on time and within 
budget. 

 
4.4. To review the Redevelopment Programme business cases prior to making 

recommendations to the Trust Board, in association with the Finance and Performance 
Committee. 

 
4.5. To review options appraisals, procurement strategies and other relevant proposals prior 

to making recommendations to the Trust Board. 
 

4.6. To assure the Trust Board of the management and implementation of health and safety 
arrangements for the projects comprising the Redevelopment Programme. 

 
4.7. To monitor the progress of the Redevelopment Programme and achievement of core 

aims and objectives within agreed timescales, ensuring any potential variances are 
highlighted in a timely way. 

 
4.8. To seek assurance on the alignment of key programmes to the Trust strategy, ensuring 

opportunities for cross-organisational projects are identified and enabled, utilising the 
Board Assurance Framework and Corporate Risk Register. 

 
4.9. To receive regular reports from the Watford General Hospital Redevelopment Board, 

the St Albans City Hospital Redevelopment Board, the Hemel Hempstead 
Redevelopment Board and the Clinical and Digital Transformation Board on the actions 
being taken to mitigate the principal risks and monitor controls and assurance sources. 
Areas of work that cut across the geographical location will be handled on a case-by-
case basis.  For example, workforce will be handled by the People, Education and 
Research Committee. 

 
4.10. To seek assurance of communication within the Trust, across the health and care 

system and with all stakeholders is strong and in line agreed communications objectives 
across the ICP and ICS. 

 
5. Accountability and Reporting Arrangements 
 
5.1. The Committee will be directly accountable to the Trust Board. 
 
5.2. The Chair of the Committee will prepare an assurance report to the Board detailing items 

discussed, actions agreed, and issues referred to the Board. 
 
5.3. The Committee will escalate to the Board any issues of concern through identified 

unresolved risks arising from the scope of these terms of reference, that require 
executive action or that pose significant threats to the operation, resources of reputation 
of the Trust. 

 
5.4. Members of the Committee should act in the interests of the Trust as a whole and should 

not confine focus to representing or advocating for their respective department, division 
or service area. This will ensure the focus of the Committee is maintained on Trust wide 
governance. 

 
5.5. The Committee will report annually to the Audit Committee as part of the Board’s 

assurance programme.  This report will review the work of the Committee to ensure it is 
working efficiently and meeting the terms of reference. 
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6. Administration 
 

6.1. The Trust Secretary, supported by the Acute Redevelopment Project/Business 
Coordinator, will be responsible for arranging meetings, circulating and uploading 
papers, minuting meetings, updating action logs, and maintaining files on the WHTH 
network. 

 
6.2. Committee agenda and papers will be circulated at least 5 working days prior to the 

meeting. 
 
7. Review and Monitoring 

 
7.1. The Committee will undertake and evidence an annual self-assessment review of its 

performance to evaluate its effectiveness, the fulfilment of its functions in connection 
with the terms of reference and achievement duties. This report will be provided to the 
Audit Committee as part of the Annual Assurance Report. 

 
7.2. Terms of reference will be reviewed annually and approved by the Board. 
 
Ratified by:     Trust Board   
Date of ratification:    
Date of review:      
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                                                                                                                               Agenda item: 13 

Report to: Trust Board 
 

Title of Report: Assurance report from Trust Management Committee 
 

Date of Committee 
meeting: 

28 June 2023 

Quoracy: The meetings were quorate.  

Date of Board 
meeting: 
 

7 September 2023 
 

Recommendation: For information and assurance 
 

Chair: Chief Executive Officer 
 

Purpose:  
 
 

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

developments since its meeting on 28 June 2023 

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

 

• Delivery of the clinical strategy 

• Revenue investment up to £1m 

• Operational performance 

• Operational risk 

• Safety and business continuity 

• Information technology 

• Internal and external communication strategy 

• Clinical quality 

• Business planning 

• Environment 
 

Assurances received 

and items for update:   

 

Summary:  

 

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

Regular reports received and discussed for assurance:  

 

• Finance update from the Chief Financial Officer. 

• Integrated Performance Report 

• Performance, Activity Recovery & High Impact Change Programme  

• Trust Board agendas 

• Divisional updates from Divisional Directors and/or Divisional 

Managers 
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Additional reports received and discussed for information and 

assurance:  

 

• Adult Establishment review 

• CED Establishment review 

• Bi-annual Maternity Establishment review 

• Pre XDR TB incident update 

• Volunteer strategy 

• Digital Progress Report and EPR optimisation 

• Strategy refresh update 

 

Report received for approval 

• Quality Account 

• Award of Compliant Courier Contract for Pathology and Pharmacy 

Services 

 

Verbal reports were received from: 

• The Chief Medical Officer provided feedback from the Clinical 

Advisory Group and HEG 

• The Acting Chief Nurse provided feedback from the Professional 

Advisory Council (PAC) 

 

Other reports: 

• None 

 

Any other business: 

• None 

 

 

Risks to refer to risk 
register: 

None.  
 
 

Issues for the Board 
to note:  

None 

 

Recommendation to 
the Board:  
 
 

That this report be taken for information and assurance.  
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                                                                                                                               Agenda item: 13.1 

Report to: Trust Board 
 

Title of Report: Assurance report from Trust Management Committee 
 

Date of Committee 
meeting: 

26 July 2023 

Quoracy: The meetings were quorate.  

Date of Board 
meeting: 
 

7 September 2023 
 

Recommendation: For information and assurance 
 

Chair: Chief Executive Officer 
 

Purpose:  
 
 

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

developments since its meeting on 26 July 2023 

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

 

• Delivery of the clinical strategy 

• Revenue investment up to £1m 

• Operational performance 

• Operational risk 

• Safety and business continuity 

• Information technology 

• Internal and external communication strategy 

• Clinical quality 

• Business planning 

• Environment 
 

Assurances received 

and items for update:   

 

Summary:  

 

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

Regular reports received and discussed for assurance:  

 

• Finance update from the Chief Financial Officer. 

• Integrated Performance Report 

• Performance, Activity Recovery & High Impact Change Programme  

• Divisional updates from Divisional Directors and/or Divisional 

Managers 

 

Additional reports received and discussed for information and 
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assurance:  

 

• Divisional Staff Survey responses 

• Pay Alignment 

• HWE ICS Elective Care Hub: Briefing Paper on Capital Position Full 

Business Case 

 

Reports received for approval 

• Surge Plan v20 (remitted to September TMC for approval) 

• Winter staffing plans 

• Business case to increase the medical workforce in ED to meet the 

RCEM recommended workforce guidance 

• Business case to increase the Acute Physician Consultant workforce 

by 2 WTE 

• Replacement of SACH theatre 5 activity during construction of HWE 

Elective Care Hub 

• Expansion of Gastroenterology Services 

 

 

Verbal reports were received from: 

• The Chief Medical Officer provided feedback from the Clinical 

Advisory Group and HEG 

• The Acting Chief Nurse provided feedback from the Professional 

Advisory Council (PAC) 

 

Other reports: 

• None 

 

Any other business: 

• None 

 

 

Risks to refer to risk 
register: 

None.  
 
 

Issues for the Board 
to note:  

None 

 

Recommendation to 
the Board:  
 
 

That this report be taken for information and assurance.  
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Agenda item:  14.1 

Report to: Trust Board  
 

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

Date of Committee 
meeting:  

29 June 2023 

Quoracy:  The meeting was quorate.  

Date of Board 
meeting: 

1 June 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 29th June 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: 
Switch round in F&P - performance improvement is strong, finances challenging / off plan 
High impact change plan continues improved trajectory (37th nationally, 3rd regionally) 
VWA improved notably to 101%, first time above baseline and well received by all 
Lots of volatility in cancer performance, political scrutiny of PTL performance, best ambulance performance 
for a year, best Type 1 performance for 18 months 
Committee recorded formal thanks to COO and her team on best performance for a very long time 
Elective income up but costs up (expensive drugs, strike action, high mental health demand and excess 
inflation over budgeted) = £2.7m off plan in M2, measures and controls are ON 
Both recommended domestic and clinical waste contracts approved with innovation and cost savings 
Pathology and pharmacy courier contract reviewed and needs further work on risk for assurance.  Revert 
Tues 4-7-23 ahead of Board 6-7-23 

• Minutes of last meeting 
o Approved with updates noted (Chief Nurse invite, p3 9.7 and -8 17.5) 

• Decision register 
o Rolling financial year and then drop-off 

• Work plan and committee register 
o June to be completed 

• Finance Risk Register incl review of Corporate Risk Register 
o Highlighted risk around efficiency programme (stretch on stretch) 
o To include junior doctor strike – impact on income and patient waits 
o Ambulance risk at 20 – under review to reduce 
o Subject to further input from COO, CMO and CFO 

• Finance policies 
o 3/9 policies are FPC, 6/9 are AC and QC 

• Access Standard Performance and Activity Recovery Overview (‘ASPARO’) 
o High impact change plan continues improved trajectory (37th nationally, 3rd regionally) 
o Patient flow mixed in month, target 100 / day.  Slight improvement in weekend discharges 
o Improved discharges have a significant effect on workforce welfare and productivity 
o Golden patient concept working well 
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o VWA improved notably to 101%, first time above baseline and well received by all inside and 
outside the trust 

o Committee recorded formal thanks to COO and her team on best performance for a very long 
time 

o CEO wants to double down on patient safety, financial stability and organisational culture 

• Integrated Performance Report (‘IPR’) 
o Much covered in ASPARO above 
o Lots of volatility in cancer performance 
o Political scrutiny of PTL performance 
o Best ambulance performance for a year 
o Best Type 1 performance for 18 months 
o Good core performance analysis and insight by CMO, CIO and CFO 
o CEO wants to see this strong flow baked in for the winter 

• Investment / business cases 
o Both recommended domestic and clinical waste contracts approved with innovation and cost 

savings 
o Pathology and pharmacy courier contract reviewed and needs further work on risk for 

assurance.  Revert Tues 4-7-23 ahead of Board 6-7-23 

• Month 2 finance summary 
o Elective income up but costs up (expensive drugs, strike action, high mental health demand and 

excess inflation over budgeted) = £2.7m off plan in M2 
o NHP credibility at stake – CEO and CFO confirmed measures and controls are ON 

• Efficiency programme 
o £16m CIPS / efficiency target is a further increase on last year and already proving a stretch 

challenge 
o General discussion noted by committee 

• Service line reporting 
o ENH productivity 
o CEO raised opportunity for reflection and action and to look open minded at the data 

• Contracts and commerce 
o Paper and discussion noted 

• Capital programme 
o 23/24 capital programme expected to reach £87m – record amount and much higher than last 

year. 
o CEO asked if we are overcommitted? So much going on, so much money flowing, do we have 

the resources and controls?  Especially given recent fire? (with thanks to CMO and SW) 
o Montague Evans valuation report on land purchase recommends paying less due to market 

conditions 
o CEO concerned around digital spend?  Is enough going in to benefit staff and productivity? 

• Items for escalation to the Board 
o Pathology and pharmacy courier contract reviewed and needs further work on risk for 

assurance.  Revert Tues 4-7-23 ahead of Board 6-7-23 
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:  14.2 

Report to: Trust Board  
 

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

Date of Committee 
meeting:  

27 July 2023 

Quoracy:  The meeting was quorate.  

Date of Board 
meeting: 

7 September 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 27th July 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: 
ED performance remains challenging against sustained high demand 
Ambulance handover improving with significant reduction in 30 and 60 min delays 
Excellent news around 103% of VWA being well ahead of expectations 
Strikes and holiday planning will challenge next month 
Elective Care Hub (‘ECH’) in review with project costs at £31m v £24.9m approved funding envelope 
Committee approved proposal for loss of Theatre 5 during ECH work 
M3 and YTD deficit both grew resulting in £4.2m and £7.4m deficit respectively 
CEO and CFO recognise seriousness of the M3 position and confirmed all divisions have been formally 
written to and full measures and controls are on. 
CEO reiterated the importance of patient safety and financial stability 
CFO confirmed cash position at £11m, potentially requiring Trust to borrow in Q4 
23/24 capital programme expected to reach £85.5m – record amount and double last year 
Agreed next committee meeting to focus on finance as risks to budget are materialising 
 

• Minutes of last meeting 
o Approved with updates noted 

• Decision register 
o Noted for reference 

• Work plan and committee register 
o Noted for reference 

• BAF Finance Risk Register incl review of Corporate Risk Register 
o Ongoing monitoring of finance risks at each committee 
o Health inequalities gaining momentum and interest.  CIO leading on ICB data 

• Access Standard Performance and Activity Recovery Overview (‘ASPARO’) 
o ED performance remains challenging against sustained high demand 
o Ambulance handover improving with significant reduction in 30 and 60 min delays 
o Discharge efforts holding up but now static 
o Patient flow continues to improve generally but still stubborn / inconsistent at weekends 
o Theatre productivity continues with further improvements at SACH 
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o Cancer performance continues to encourage - holding up with further improvements in some 
areas 

o Excellent news around 103% of VWA being well ahead of expectations 
o Strikes and holiday planning will challenge next month 

• Integrated Performance Report (‘IPR’) 
o Safety – nursing fill rates remain challenging 
o Quality – within normal expectations 
o ED -continued improvement across three main ambulance metrics with mean time in depts 

lowest since 2021 
o Workforce –appraisal rate gradually declining and a rise in agency pay 
o Follow up on six stroke patients not thrombolysed < one hour 

• Investment / business cases 
o Elective Care Hub (‘ECH’) 

1. Short Form Business Case submitted, with £22m + £2.9m approved 
2. Work on GMP at £31m to reduce / fit £25m funding envelope.   
3. Digital cost / package needs review 
4. Mid-August demolition deadline is critical 
5. ICS memorandum to share costs signed and could provide solution 
6. Trust board and committee committed to this important project 
7. Review at Trust Board 7-9-23 

o SACH Theatre 5 
1. Committee approved proposal (£0 / (£200k) impact) for loss of Theatre 5 during ECH 

work 

• Month 3 finance summary 
o M3 and YTD deficit both grew.   Drug costs, strike action and excess inflation over budgeted 

resulting in £4.2m deficit in M3 and £7.4m deficit YTD 
o CEO and CFO recognise seriousness of the M3 position and confirmed all divisions have been 

formally written to and full measures and controls are ON. 
o CEO reiterated the importance of patient safety and financial stability 

• Efficiency programme 
o £16m CIPS / efficiency target.  Deputy CFO confirmed focus is on cash releasing priorities 
o CFO confirmed cash position at £11m, potentially requiring Trust to borrow in Q4 

• Contracts and commerce 
o DCFO advised internal work ongoing around weekly and monthly reporting 
o Internal CQUIN meetings to meet submission deadlines 

• Capital programme 
o 23/24 capital programme expected to reach £85.5m – record amount and double last year. 
o Agreed next committee meeting to focus on finance as risks to budget are materialising 

• Items for escalation to the Board 
o Elective Care Hub update 

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:        15.1 

 
Report to: Trust Board  

 
Title of Report: Assurance report from Quality Committee  

 
Date of Board meeting: 
 
Quorum: 

7 September 2023  
 
 
The meeting was quorate. 
 

Recommendation: 
 
Chairperson: 

For information and assurance 
 
Jonathan Rennison, Non-Executive Director 

 
Purpose:  
 
 

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

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 

• Chair’s report from Outsourcing Group 

• Chair’s report from Clinical Decision Panel 

• Chair’s report from Quality and Safety Group 

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

• Annual Review of terms of reference – Risk Review Group  

• Human Tissue Authority update (mortuary) 

• National Hip Fracture Database Annual Report 

• Infection Prevention Control BAF & Annual Report 

• Divisional Quality Assurance Report – SAC 

• Learning from Deaths / mortality and morbidity summary reports (Q4) 

• Maternity & Neonatal Single assessment (3 year plan single delivery plan) 

• Maternity NHSR year 5 briefing 

• Patient-led assessments of the care environment (PLACE) report 

Tab 15 Quality Committee

88 of 461 Trust Board Meeting in Public 7 September 2023-07/09/23



Page 2 of 2 

 

• Quality Account 2022-23 (ratification) 

• Co-Production update 

• Quality Compliance Programme report 

• GIRFT progress updates 
o Intensive and Critical Care 
o Ophthalmology 

• Phase 2 Refurbishment of the Neonatal Unit at WGH update. 
 
The Committee noted the following: 
 
The Quality Account report outlined improvements in safety and quality of care over the past 
year, indicating where objectives had been met and where further work was required.  
 
The divisional report from SACs provided good assurance on productivity and core 
performance metrics, as well as the progress of specialties and challenges faced by the 
division.  
 
The HTA report on mortuary services provided good assurance on progress, action plans, 
and staff well-being.  
 
The maternity and neonatal single assessment report established a new format for 
integrated reporting, highlighting the Trust's status against the single delivery plan and 
providing assurance on ongoing actions. 
 
The briefing on the Year 5 CNST MIS scheme provided good assurance that the Trust is in a 
good position against requirements, due to its continuous improvement over the past four 
years. The focus plan is being developed to ensure the delivery of requirements, which the 
committee will monitor closely. 
 
The IPC Annual Report provided strong assurance about progress achieved over the past 
year, highlighting areas where focus is required, such as national trends on infection for C-
Diff rates and work being undertaken to mitigate this risk. The update on an incident 
involving drug-resistant TB provided assurance on incident management and ongoing 
actions. 
 
The GIRFT reports for intensive and critical care and ophthalmology provided assurance that 
most actions had been completed and outstanding actions would soon be completed. The 
committee was assured by the learning and improvement system in place within these 
departments. 
 
Risks to refer to risk register:  None. 
 
Items for the Board to note: None. 

Recommendations to the Board:  

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

• Quality Account – approved and recommended to the Board for ratification.  
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Agenda item:        15.2 

 
Report to: Trust Board  

 
Title of Report: Assurance report from Quality Committee  

 
Date of Board meeting: 
 
Quorum: 

7 September 2023  
 
 
The meeting was quorate. 
 

Recommendation: 
 
Chairperson: 

For information and assurance 
 
Ginny Edwards, Non-Executive Director 

 
Purpose:  
 
 

The report summarises the assurances received, and 
approvals of recommendations made to the Quality 
Committee at its meeting on 27 July 2023 
 

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 

• Chair’s report from Patient Experience Group  

• Chair’s report from Quality and Safety Group 

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

• Patient story 

• Management of Nitrous Oxide update in maternity 

• Colposcopy Annual Report 

• National Emergency Laparotomy Audit (NELA update) 

• Patient Dietetics 

• IHSS decontamination incident update 

• Harm Free Care (Annual Falls and Pressure Ulcer data merged) Annual Report 

• Environmental Health Food Hygiene rating report 

• Phase 2 Refurbishment of Neonatal Unit at WGH update 

• Quality Integrated Performance Report including saving babies lives update 

• St Albans City Hospital Surgical Site Outlier 
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• Safeguarding Annual Report 

• Maternity Quarterly Report 

• Quality Account review against 2022-23 (quarterly) 

• GIRFT programme update 

• GIRFT progress update 
o Emergency Medicine 

 
The Committee noted the following: 
 
The report on Management of Nitrous Oxide provided assurance on the management of the 

leak, actions around follow-up of affected staff and the mitigations in place to ensure the issue 

would not reoccur.    

  

The Colposcopy Annual Report provided assurance about the quality of the service and 

preliminary investigations to increase access at St Alban’s City Hospital. 

  

National Emergency Laparotomy Audit provided assurance on the safety and quality of care 

within the service, with the demonstrable reduction in mortality for the service. It was assured 

that the improvements put in place were sustainable and was also informed about the use of 

robotics within the service.  

  

The IHSS decontamination report provided an update on the incident, the actions being taken 

with the provider by the UKHSA and the mitigations in place to protect against a further 

occurrence.  

  

The Harm-Free care report provided good assurance on the provision of harm free care within 

the Trust and highlighted improvements in reducing hospital-acquired pressure ulcers and 

VTE.  The committee noted that QI work was ongoing to improve documentation and 

optimization of EPR.  The committee requested an overarching improvement plan with dates 

set against required actions.     

  

The Environmental Health Food Hygiene rating report provided an update on improvements 

as well as assurance on further actions that were required. The committee was assured that 

the Chief Nurse and Director of Environment would review the action plan before the August 

meeting and would provide a further update.   

  

The Phase II Refurbishment update provided assurance to the committee that the works were 

progressing as planned and were on track for completion by the planned date.  

 

The Quality IPR provided assurance on the Trust’s progress against its quality metrics.  

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

The report on patient dietetics would be deferred to the next meeting.  

The Safeguarding Annual Report for information and assurance. 

The Maternity Quarterly Report for information and assurance. 

Recommendations to the Board:  

• Corporate Risk Register and BAF - approved and recommended to the board.   
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Agenda item:  16 
 

Report to: Trust Board  
 

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

Date of Board 
meeting: 
 
Quorum: 

7 September 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 29 June 2023.  
 

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.    
 
Standard reports received and discussed/noted for information and assurance: 

• CPO update 

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

• Staff story 

• Divisional workforce update – Clinical Support Services 

• Mortuary workforce review 

• Equality, diversity and inclusion update 

• Board assurance framework 

• Corporate workforce related risks 

• Self rostering – pilot study in maternity and implementation plan across the Trust.  

• Establishment reviews for maternity, children’s and adults.  

• Occupational Health Annual Report 
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The Committee noted the following main points: 
 
The CPO update informed the committee about the plans in place for the forthcoming strike 

action for junior doctors and consultants. Good assurance was received about the mitigating 

actions in place for the junior doctors. The committee noted the difficulties in mitigating strike 

actions from the consultant workforce.  

 

Workforce Key Performance Indicators – the committee received assurance from the data, 

particularly around the improving results for staff turnover and sickness which had both 

declined.  

  

The Clinical Support Services divisional update provided assurance around the mortuary 

workforce. 

 

The updates regarding Equality, Diversity and Inclusion, Board Assurance Framework, 

Establishment Reviews and the Occupational Health Annual Report were noted.  

  

The discussion on self-rostering and the pilot run within Victoria Ward provided good 

assurance about the benefits of the scheme for staff and the Trust. The committee noted the 

intention to introduce the scheme to wider areas which would support retention and staff 

morale.  It received assurance that the implementation process would be undertaken a 

controlled and measured way to ensure patient safety.      

 

 
Risks to refer to risk register:   
 
 
Items for the Board to note: None 
 
Recommendations to the Board: None 
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Agenda item:  17 

Report to:  Trust Board  

Title of Report:  Assurance report from Great Place Committee  

Date of Committee meeting: Thursday 20th July 2023 

Quorum:  The meeting was quorate  

Chairperson:  Helen Davis  

Purpose:  The report summarises the assurances received, and documents 

approvals of recommendations made by Great Place Committee 

at its meeting on 20th July 2023.  

Background:  The Committee meets monthly and gains assurance on the 

delivery of the objectives of the hospital redevelopment and 

digital infrastructure programmes and provides senior-level 

leadership to shape and drive the implementation of these key 

elements of the Trust’s strategy. It is also responsible for the 

oversight of the Better Care Delivered Differently change 

programme. 

Summary:  

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

following matters: 

SRO Update & Redevelopment Next Steps - The Great Place Committee noted the positive 
news from the Secretary of State that a new hospital at Watford had been ‘fully funded’. It also 
noted that work was now underway to return requested information templates to the New 
Hospital Programme team. 

Interim and Enablers Update - The Committee noted the progress that was being made in 
delivering the significant number of interim capital schemes currently underway. 

St Albans ‘Deep Dive’- The presentation of a ‘deep-dive’ into plans for St Albans was 
appreciated, with the opportunity to consider arrangements for site in further detail. Key risks 
in relation to car-parking, NHS land availability, delivery of Net Zero Carbon and future funding 
were noted, along with current mitigating actions. 

Digital update - The Great Place Committee noted the extensive work being undertaken by 
the digital team and emphasised the ongoing need for support of the programme, with digital 
innovation a central focus of all future plans. 

Redevelopment Quarterly Risk Update - The summary of programme risks was endorsed, 
as updated following the recent Secretary of State announcement. 

BAF Risk Review - The Great Place Committee confirmed that no changes needed to be 
made to the Board Assurance Risks related to the work of the group. 
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Communications & Engagement Report - The importance of communication regarding all 
current schemes was noted, along with the recent engagement event with St Albans 
residents. 
 
Capital Expenditure Report: The Great Place Committee noted the current financial position 
for both interim / enabling schemes and for the redevelopment programme. 
 
 
Items for the Board to note: None 

 

Recommendations to the Board: None. 
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Agenda item: 19  

Report to: Trust Board  
 

Title of Report: Assurance report from the Audit Committee  
 

Date of Committee 
meeting:  

28 June 2023 

Quoracy:  The meeting was quorate.  

Date of Board 
meeting: 

7 September 2023 
 

Recommendation: For information and assurance 

Committee 
Chairperson: 

Edwin Josephs, Non-Executive Director  
 

Purpose:  
 
 

This report is the written report of matters orally reported to the WHTH Board at its 

6th July 2023 meeting concerning matters discussed and assurance received at 

the extraordinary Audit Committee meeting on 28 June 2023. 

Background: This annual extraordinary Audit Committee meeting considers matters related to 

the year-end sign off process of WHTH Annual Report and Accounts.   

 

Summary: 

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

• External Audit update 

o The Board had previously been updated about the appointment of the Trust’s new 

auditors, ASM Belfast.   

o ASM Belfast have agreed to their appointment as the Trust’s external auditors on the 

understanding that the 2022/23 audited accounts will be submitted to DHSC in October 

2023. This has been agreed with DHSC who are aware of the difficulties in the 

appointment of external auditors due to audit firms withdrawing from the market.   

• 2022/23 Draft Annual Accounts  

o This was reviewed by the Committee and approval was given for the submission of the 

draft accounts to the DHSC.   

• Draft Annual report and the Annual Governance Statement 

o This was reviewed in draft form and further suggestions for formatting and editing made.  It 

is anticipated that the final version will be approved by the committee at an extraordinary 

meeting in October 2023 along with the audited accounts. 

• Head of Internal Audit Annual Opinion 

o This had been reviewed in draft and based on the evidence provided has been formally 

approved. 

 

Key decisions 
taken:   

None 

 

Risks to refer to 
risk register: 

None 
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Issues escalated to 
the Board:  

None 

Recommendations 
to the Board:  

None 
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Title of the paper: Performance, Activity Recovery & High Impact Change Plan updates 

(July 2023) 

Agenda Item: 20 

Presenter: Mary Bhatti 
Acting Chief Operating Officer 

Author(s): Jane Shentall 
Director of Operational Performance  

Purpose: 
 

Please tick the appropriate box  

For approval 
 

 For discussion  For information 

 ✓ ✓ 
 

Executive 
Summary: 
 

 
An overview of performance against the core waiting times standards is included, with 
previous months for comparison. 
   
The scorecards detailing progress against the high impact change plans for both the 
Patient Flow Improvement and Elective Care Recovery programmes, are included.   
 
Urgent & Emergency Care (UEC) 
Very strong performance against the ambulance handover improvement trajectory has 
been maintained, with only 2.3% of conveyances delayed over 60 hours in July.  The 
hours lost over 30 minutes (NHSE target) was better than the improvement trajectory 
plan (35) at 34 hours lost per week. 
 
ED performance deteriorated in comparison to the previous month, at 71.3% but both 
UTCs achieved the 95% standard.  Non-admitted performance, at 51%, was also 
lower than the previous month and there was an increase in 12 hour end to end 
(arrival to departure) waits.   
 
Demand was similar to the previous month and a high level of demand as a result of 
mental health presentations continues. 
Discharges remain stable, with no statistical change. 
 
Elective, planned care 
The Value Weighted Activity (VWA) indicator objective has been reduced from 103% 
to 101% in recognition of the activity delivery challenges associated with ongoing 
industrial action (IA).  July’s activity value was significantly affected by 3 periods of IA, 
at 94% for the month and 97% year to date. 
 
Delivery of activity plans is variable, with a 6% shortfall against the new outpatient 
appointment plan  year to date and a much higher rate of follow up activity than 
planned.  Elective inpatient activity is 4% better than plan for all activity types, driven 
by a 9% positive variance in day case rates.  Overnight admissions is 25% below plan 

year to date however.  Delivery of the diagnostic activity plan is largely positive, 
although there are shortfalls against plan in a couple of modalities. 
 
Theatre utilisation continues to improve, with 79.2% utilisation across all sites 
this month and although late starts increased at WGH, early finishes reduced. 
 

Trust Board 

Thursday 7 September 2023 

 December 2022 
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RTT long waits continue to improve although the objective of eradicating 78 week 
waits has not yet been achieved, with 8 pathways over this milestone in July.    There 
has been good improvement in both 65 and 52 week waits. 
 
Two week wait and 28 day Faster Diagnosis performance has reduced, mainly as a 
result of significant challenges within Dermatology where there are significant delays 
against both standards. Four breaches have resulted in non-compliance against the 31 
day subsequent surgery standard but there has been an improvement in 62 day 
referral to first treatment performance and 62 day screening.  The relative backlog (as 
a percentage of the cancer waiting list) is 6.5% against an NHSE target of 6.4%. 
 
Diagnostic performance has improved to 69.5%, with improvement in all the 
challenged modalities.  Seven have achieved the 99% standard and 11 have achieved 
the NHSE 95% target. 
 
On 18 August 2023 changes to the national cancer standards were announced, with a 
reduction from 10 to 3 core targets from 1 October 2023.  These will be the 28 day 
faster diagnosis standard, the 31 day standard and the 62 day standard.  Shadow 
reporting against these will be included in next month’s update. 
 
The High Impact change programme was initiated in November 2022 to improve ED 4 
hr performance and patient flow.  
The purpose of these changes is to improve the flow of patients through the 
organisation. Resulting in safe high-quality care which ultimately will provide an 
improved patient experience and better functioning hospital. 
 
Initially improvements were observed across a number of key metrics.  
However, in the last couple of months we have seen a deterioration in some areas and 
therefore we have asked the teams to re-focus their efforts such that we achieve 100 
discharges a day, 80% ED performance, crystalize an effective UTC model and 
continue our evolution towards control centre operational management that delivers 
optimum patient care and flow.  
 
The programme and responsible leads had four workstreams, these will now have 
refreshed owners and change 1 retitled to clarify its purpose: 
 

1. High Impact Change 1: Patient Flow through ED (Rachel Hoey, Stephanie 
Johnson)  

 
2. High Impact Change 2: Discharges (Andrew Barlow clinical/ Stephanie 

Johnson operational)  
 

3. High Impact Change 3: Command and Control Centre (Paul 
Bannister/Stephanie Johnson)  

 
4. High Impact Change 4: Clinical Review of Urgent Treatment Centre (Michael 

Van Der Watt and Rachel Hoey)  
 

A more detailed update will be provided at the October Board.  
 

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

Aim 1 
Best care 

 
Objectives 1-4 

Aim 2 
Great team 

 
Objectives 5-8 

Aim 3 
Best value 

 
Objective 9 

Aim 4 
Great place 

 
Objective 10-12 

✓    
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Links to well-led 
key lines of 
enquiry: 
 

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

sustainable care? 

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

sustainable care to people, and robust plans to deliver? 

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

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

support good governance and management? 

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

performance? 

☒Is appropriate and accurate information being effectively processed, 

challenged and acted on? 

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

engaged and involved to support high quality sustainable services? 

☒Are there robust systems and processes for learning, continuous 

improvement and innovation? 

☒How well is the trust using its resources? 

Previously 
considered by: 

 

Committee/Group Date 

Trust Management Committee 30 August 2023 

Finance & Performance Committee 31 August 2023 
 

Action required: 
 

 

▪ The Committee is asked to receive this information for oversight of 
activity delivery and performance and progress against the high impact 
change plans for Patient Flow Improvement and Elective Care 
Recovery. 
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Trust Board

7 September 2023

Performance, Activity recovery and

High Impact Change Programme updates

July 2023 reporting period

Jane Shentall

Director of Operational Performance

31 August 2023
1
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Performance Overview – 2023/24 year to date

2

ED performance has seen a further reduction in comparison to the previous month.

Diagnostic performance has improved further, reaching the highest position year to date.

There is 1 more 78 week wait than in the previous month.

65 week waits have reduced to the lowest number reported this year, and 52 week waits have also reduced.  

Two week wait performance has deteriorated, influenced by Dermatology where there is a significant backlog and skin 2ww breaches account for 77% of all 2ww breaches.  Similarly, 

28 day faster diagnosis standard performance has also been affected by Dermatology where 44% of the breaches were in Skin.

Good improvement seen in 62 day referral to first and the 62 day screening position has been maintained.

Accident & Emergency

All types 76%* 71.4%  74.2%  73.1%  71.3% 

Type 1 76%* 46.9%  52.4%  49.4%  42.8% 

WGH UTC 95% 93.8%  91%  90.2%  96.1% ✓

HHGH UTC 95% 98.4% ✓ 98% ✓ 98.1% ✓ 99.2% ✓

DMo1 99% / 95%* 63.8%  65.8%  67.3%  69.5% 

Open pathways <18 weeks 92% 56.6%  57.0%  55.5%  52.6% 

78 week waits 0 11**  9  7  8 

65 week waits 0 by Mar 24 495 ↓ 504 ↑ 524 ↑ 455 ↓

52 week waits Reducing 2694 ↓ 2439 ↓ 2504 ↑ 2440 ↓

2ww 93% 74.0%  79.5%  79.1%  74.6% 

2ww breast symptomatic 93% 79.6%  96.3% ✓ 95.9% ✓ 95.4% ✓

28 day faster diagnosis 75% 74.6%  65.9%  72.7%  66.5% 

31 day first 96% 97.4% ✓ 99.4% ✓ 96.9% ✓ 94.7% 

31 day subsequent surgery 94% 93.8%  94.1% ✓ 100.0% ✓ 83.3% 

62 day first 85% 63.6%  60.6%  64.3%  71.2% 

62 day screening 90% 90.9% ✓ 60.0%  81.8%  84.6% 

* 23/34 NHSE Planning Guidance objective

** includes  patient choice

Diagnostics

Referral to Treatment

Cancer

Target Mar-24Feb-24Jan-24Dec-23Nov-23Oct-23May-23Apr-23 Sep-23Aug-23Jun-23 Jul-23
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Patient Flow Improvement & Performance

3
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Patient Flow Improvement Programme

High Impact Change Plan Scorecard 
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Performance

There has been a further reduction in performance this 

month.

• All types 71.3% (Jun 73.1%, May 74.2%, Apr 71.4%) 

• Type 1 42.8% (Jun 49.4%, May 52.4%, Apr 46.9%)

• Watford UTC 96.1% (Jun 90.2%, May 91%, Apr 93.8%) 

• HH UTC 99.2% (Jun 98.1%, May 98.1%, Apr 98.4%)

Non-admitted performance 51%, down from 54.9% the 

previous month

12 hour end to end journeys

12 hour waits (arrival to departure) increased further in 

comparison with the previous month. Totals as a 

percentage of all attendances:

• July 4% (634)

• June 2.6% (421)

• May 2.2% (360)

• April 2.8% (415)

• March 2.9% (458)

• February 3.7% (505)

• January 5.7% (804)

• December 6% (1,002)

5

Emergency Department – Performance & Demand

Attendances  

Demand was very marginally higher than the previous 

month.

• All types: 15,899 (Jun 16,072, May 16,028, Apr 14,755)

• Type 1: 7,634 (Jun 7,539, May 7,826, Apr 7,388) 

• Type 3: 8265 (Jun 8,533, May 8,202, Apr 7,367)

Mental Health Demand

5.8% (441) of all type 1 ED attendances (7,635) related to 

MH

13.7% (87) of all ED attendances over 12 hours (634) 

related to MH

19.7% of all ED attendances relating to MH (441) wait 12 

hours or more (87) 

Ambulance handovers 

2,722 patients were brought to ED by EEAST.  

There has been a significant improvement in handover 

delays. 

Handover delays (as a % of all ambulance arrivals) 

reported by EEAST

• 30+ minutes: 24% (605)  

(Jun 22.4%/540, May 27.4/698, Apr 37.3%/851)   

• 60+  minutes: 2.3% (57) 

(Jun 2.2%/52, May 3.8%/96, Apr 8.4%/191)

Data provided by EEAST shows that WHTH delays are 

significantly lower than elsewhere in the ICS.

• 30+ minutes: PAH 51.7%/821, E&NH 37.3% /793

• 60+ minutes: PAH 25.2%/400, E&NH 10.5%/222

Trajectories to measure improvement against hours lost 

over 30 minutes, have been agreed.  WHTHT has 

agreed a trajectory improvement plan to deliver no 

greater than 108 hours lost over 30 minutes per week by 

March 2024.

July’s hours lost over 30 minutes per week was 34 

against the trajectory plan of 35.  (E&NH 106, PAH 158).
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Patient Flow - Discharges

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

There was an increase in the number of times 
100 discharges per day was achieved in July, 
double the number of days this was delivered 
in June.  

However, further patient flow improvements 
are dependent upon discharges happening 
earlier in the day.  

Weekend discharges also need to improve in 
order to avoid the challenging capacity 
pressures often experienced on 
Mondays/Tuesdays.

The Optimising Patient Flow Group needs to 
explore ways of delivering earlier discharges 
and increasing discharges at the weekend.

Discharges per day

June Mon Tues Wed Thurs Fri Sat Sun

1-4 June 92 103 62 61

5-11 June 89 95 94 77 99 65 45

12-18 June 88 91 99 80 90 63 41

19-25 June 70 78 107 80 114 66 54

26-30 June 80 74 90 90 97

Average 81.7 84.5 97.5 83.8 100.6 64 50.2

July Mon Tues Wed Thurs Fri Sat Sun

1-2 July 64 52

3-9 July 89 98 94 97 126 72 58

10-16 July 81 104 106 82 88 74 53

17-23 July 76 84 86 105 90 62 43

24-30 July 71 83 83 89 100 69 42

31-Jul 77

Average 78.8 92.2 92.5 93.5 101 68.2 49.6
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Elective Care Recovery & Performance 

improvement

7
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Elective Care Recovery Programme

High Impact Change Plan Scorecard 

Focus Area Metric Target

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

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

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

Outpatient procedures recorded Improvement 6,071 5,578 6 5,878 5 5,618 6 6,724 5 6,629 6 6,254 6

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

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

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

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

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

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

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

28 day faster diagnosis performance 75% 68.5% 78.2% 5 76.7% 6 74.4% 6 65.8% 6 72.9% 5 65.9% 6

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

Outpatient follow up rates vs 19/20 75% of 19/20 87.4% 87.6% 5 105.4% 5 82.7% 6 94.7% 5 101.2% 5 82.9% 6

Patient initiated follow up rate as a % of all  OPAs 2.1% 1.5% 1.7% 5 2.1% 5 1.7% 6 1.9% 5 1.9% 5 2.1% 5

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

DNA rates 8% 8.0% 8.1% 5 7.9% 6 7.6% 6 7.6% 6 7.9% 5 7.5% 6

Jul

Elective Care Recovery Programme - High Impact Changes Scorecard

Jan Feb Mar Apr May Jun

HIGH IMPACT CHANGE 1 

Improved data quality, capture and 

recording to enable accurate reporting 

of activity delivery and value

HIGH IMPACT CHANGE 2 

Increased theatre productivity with 

improved utilisation across all sites 

HIGH IMPACT CHANGE 3 

Improve waiting times for RTT, Cancer 

and Diagnostic pathways

HIGH IMPACT CHANGE 4  

Increase Outpatient productivity with 

greater uptake of non-face to face 

models, patient initiated follow up and 

implementation of the Patient Portal
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The internal estimation takes in to account improved coding of procedures and capture of ward attender activity.

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

NHSE no longer publish the monthly VWA calculations, instead focusing on a rolling weekly estimate of VWA.    Dialogue 
with NHSE continues with regard to understanding and alignment of the weekly estimates.

9

Data Quality - Value Weighted Activity (VWA)

Despite the national realignment to 101% 

to account for activity lost has a result of 

the strikes, the trust position remains 

below target:

July 94% / 97% year to date.

This month’s VWA position has been 

adversely affected by 3 periods of 

industrial action; 

• 13-18 July - Junior Doctors

• 20-21 July - Consultants

• 25-28 July - Radiographers

5.2% of activity booked for these periods 

was affected, with patients rescheduled to 

later dates (see next slide for further 

detail).
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Impact of Industrial Action on planned care activity

10

13-16 (6am) 

March
11-15 (6am) April 14-17 (6am) June

13-18 (6am) July 

JD
20-21 July (Cons)

25-27 (8am) July 

(Rad)

11-15 (7am) 

August
Total

Clinical Support 372 471 321 327 241 259 199 2,190

Medicine 1,713 2,239 1,947 1,863 1,071 1,410 1,187 11,430

Surgery 1,960 2,405 2,038 1,931 1,168 1,360 1,103 11,965

Womens And Childrens 1,407 2,113 1,437 1,558 846 996 563 8,920

Total 5,452 7,228 5,743 5,679 3,326 4,025 3,052 34,505

13-16 (6am) 

March
11-15 (6am) April 14-17 (6am) June

13-18 (6am) July 

JD
20-21 July (Cons)

25-27 (8am) July 

(Rad)

11-15 (7am) 

August
Total

Clinical Support 372 471 321 327 241 259 199 2,190

Medicine 1,478 1,935 1,774 1,744 981 1,409 1,062 10,383

Surgery 1,489 2,077 1,810 1,691 1,113 1,356 958 10,494

Womens And Childrens 1,407 2,032 1,396 1,528 841 995 551 8,750

Total 4,746 6,515 5,301 5,290 3,176 4,019 2,770 31,817

13-16 (6am) 

March
11-15 (6am) April 14-17 (6am) June

13-18 (6am) July 

JD
20-21 July (Cons)

25-27 (8am) July 

(Rad)

11-15 (7am) 

August
Total

Clinical Support 0 0 0 0 0 0 0 0

Medicine 235 304 173 119 90 1 125 1,047

Surgery 471 328 228 240 55 4 145 1,471

Womens And Childrens 0 81 41 30 5 1 12 170

Total 706 713 442 389 150 6 282 2,688

Appointments attended or DNA'd

Cancelled & Rebooked Appointments

Booked Appointments

13-16 (6am) 

March
11-15 (6am) April 14-17 (6am) June

13-18 (6am) July 

JD
20-21 July (Cons)

25-27 (8am) July 

(Rad)

11-15 (7am) 

August
Total

1 3 0 1 0 0 3 8

204 399 315 355 183 205 230 1,891

146 196 163 177 118 121 106 1,027

35 50 35 42 28 31 27 248

386 648 513 575 329 357 366 3,174

13-16 (6am) 

March
11-15 (6am) April 14-17 (6am) June

13-18 (6am) July 

JD
20-21 July (Cons)

25-27 (8am) July 

(Rad)

11-15 (7am) 

August
Total

1 3 0 1 0 0 3 8

196 370 309 351 175 204 228 1,833

97 100 121 94 57 109 73 651

25 35 23 31 18 30 25 187

319 508 453 477 250 343 329 2,679

13-16 (6am) 

March
11-15 (6am) April 14-17 (6am) June

13-18 (6am) July 

JD
20-21 July (Cons)

25-27 (8am) July 

(Rad)

11-15 (7am) 

August
Total

0 0 0 0 0 0 0 0

8 29 6 4 8 1 2 58

49 96 42 83 61 12 33 376

10 15 12 11 10 1 2 61

67 140 60 98 79 14 37 495

Admissions

Cancelled & Rebooked Admissions

Booked Admissions

% activity rescheduled 12.9% 9.9% 7.7% 6.8% 4.5% 0.1% 9.2% 7.8% 17.4% 21.6% 11.7% 17.0% 24.0% 3.9% 10.1% 15.6%

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

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

11-15 August

JD
Total

Total booked 5838 7876 6256 6254 3655 4382 3418 37679

Total cancelled & rebooked 773 853 502 487 229 20 319 3183

% activity rescheduled 13.2% 10.8% 8.0% 7.8% 6.3% 0.5% 9.3% 8.4%

All elective activity
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Outpatient Activity as a % of the 19/20 baseline month

First OPAs 
Overall, new OPA activity (59,277) is 6% below plan 
(67,165) year to date with a gap of 3,170 appointments. 
July 13% below plan by 2,178 OPAs.

Follow up OPAs
Follow up activity remains above the 75% threshold 
with the year to date position equivalent to almost a 
month’s worth  (16,747) of 1st appointments.

Outpatients Apr-23 May-23 Jun-23 Jul-23 YTD

Plan 16,277 17,168 15,914 17,807 67,165     

Actual 16,897 19,048 18,935 16,831 71,711     

%var 4% 11% 19% -5% 7%

Plan 14,720 15,403 15,182 17,143 62,447     

Actual 12,814 15,611 15,887 14,965 59,277     

%var -13% 1% 5% -13% -5%

Plan 20,275 21,246 19,813 22,064 83,398     

Actual 22,348 26,823 26,720 24,254 100,145  

%var 10% 26% 35% 10% 20%

Plan 34,995 36,649 34,994 39,207 145,845  

Actual 35,162 42,434 42,607 39,219 159,422  

%var 0% 16% 22% 0% 9%

Plan 6,888    7,120    7,162    7,631    28,801     

Actual 5,620    6,726    6,632    6,238    25,216     

%var -18% -6% -7% -18% -12%

OP atts with 

procedures

OP first 

attendance

Outpatient 

referrals

OP follow-

up 

Total OP atts

Surgery Apr-23 May-23 Jun-23 Jul-23 YTD

Plan 5,657    6,316    5,734    6,351    24,058 

Actual 6,318    7,114    7,354    6,472    27,258 

%var 12% 13% 28% 2% 13%

Plan 5,408    5,675    5,684    6,522    23,290 

Actual 5,019    6,118    6,237    5,720    23,094 

%var -7% 8% 10% -12% -1%

Plan 7,106    7,689    7,034    7,728    29,557 

Actual 6,947    8,454    8,691    7,887    31,979 

%var -2% 10% 24% 2% 8%

Plan 12,515  13,364  12,718  14,250  52,848 

Actual 11,966  14,572  14,928  13,607  55,073 

%var -4% 9% 17% -5% 4%

Plan 2,590    2,623    2,773    3,009    10,994 

Actual 2,309    2,639    2,599    2,965    10,512 

%var -11% 1% -6% -1% -4%

Outpatient 

referrals

OP first 

attendance

OP follow-

up 

Total OP atts

OP atts with 

procedures

Medicine Apr-23 May-23 Jun-23 Jul-23 YTD

Plan 7,250   7,521   6,914   8,059   29,744  

Actual 6,843   7,839   7,585   6,387   28,654  

%var -6% 4% 10% -21% -4%

Plan 5,912   6,352   6,150   7,049   25,463  

Actual 4,535   5,776   6,059   5,711   22,081  

%var -23% -9% -1% -19% -13%

Plan 6,142   6,496   6,165   6,879   25,682  

Actual 6,579   8,139   7,915   7,012   29,645  

%var 7% 25% 28% 2% 15%

Plan 12,055 12,848 12,315 13,928 51,145  

Actual 11,114 13,915 13,974 12,723 51,726  

%var -8% 8% 13% -9% 1%

Plan 3,196   3,437   3,430   3,507   13,570  

Actual 2,293   2,909   2,867   2,182   10,251  

%var -28% -15% -16% -38% -24%

Outpatient 

referrals

OP first 

attendance

OP follow-

up 

Total OP 

atts

OP atts with 

procedures

Divisional Position
Surgery
• Year to date 1% below plan with a 

deficit of 196 x 1st OPAs.  July was 
12% lower than plan. 

• Follow ups are only 2% worse than 
plan in month but 8% worse year to 
date.

Medicine 
• Year to date, 13% adverse to plan, 

with a shortfall of 3,382 
appointments.  July was 19% below 
plan.

• Follow up activity is 15% above the 
year to date plan, and July’s activity 
is 7% worse than plan.

WACS
• 1% behind plan year to date and in 

month with a gap of 50 1st OPAs ytd. 
Year to date, follow up activity is 20% 
over plan and 13% adverse to plan in 
July

Non-face to face OPAs Surgery 3%, 
Medicine 8%, WACS 0%

WACS Apr-23 May-23 Jun-23 Jul-23 YTD

Plan 1,497    1,514    1,479    1,533    6,023    

Actual 1,749    1,919    1,853    1,838    7,359    

%var 17% 27% 25% 20% 22%

Plan 1,842    1,759    1,761    1,888    7,250    

Actual 1,675    1,902    1,748    1,875    7,200    

%var -9% 8% -1% -1% -1%

Plan 1,435    1,347    1,281    1,572    5,635    

Actual 1,477    1,804    1,726    1,774    6,781    

%var 3% 34% 35% 13% 20%

Plan 3,276    3,106    3,042    3,460    12,885  

Actual 3,152    3,706    3,474    3,649    13,981  

%var -4% 19% 14% 5% 9%

Plan 1,064    1,012    927        1,081    4,083    

Actual 1,040    1,194    1,183    1,122    4,539    

%var -2% 18% 28% 4% 11%

Outpatient 

referrals

OP first 

attendance

OP follow-up 

attendance

Total OP atts

Total OP atts with 

procedures
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All admission types
Year to date activity (14,842) is 4% better than plan 
(15,364), by 522 admissions.   July 3% behind plan or 
134 admissions.

Day Cases 
Year to date, 1,102 admissions / 9% better than plan 
and July’s activity was in line with plan.

Overnight admissions (elective ordinary)
25% deficit against plan, with a shortfall of 580 
admissions.  July is 21% behind plan with a gap of 121 
admissions.

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

Elective Inpatients Apr-23 May-23 Jun-23 Jul-23 YTD

Plan 3,013    3,228    2,993    3,333    12,567     

Actual 3,036    3,671    3,642    3,320    13,669     

%var 1% 14% 22% 0% 9%

Plan 543       536       607       589       2,275       

Actual 351       438       438       468       1,695       

%var -35% -18% -28% -21% -25%

Plan 3,556    3,764    3,600    3,922    14,842     

Actual 3,387    4,109    4,080    3,788    15,364     

%var -5% 9% 13% -3% 4%

Total 

Elective 

Elective 

Ordinary

Elective 

Daycase

Surgery Apr-23 May-23 Jun-23 Jul-23 YTD

Plan 1,088    1,158    1,120    1,219    4,585   

Actual 799        968        1,030    867        3,664   

%var -27% -16% -8% -29% -20%

Plan 370        374        419        407        1,570   

Actual 229        302        309        344        1,184   

%var -38% -19% -26% -15% -25%

Plan 1,458    1,532    1,539    1,626    6,156   

Actual 1,028    1,270    1,339    1,211    4,848   

%var -29% -17% -13% -26% -21%

Elective 

Daycase

Elective 

Ordinary

Total 

Elective 

Medicine Apr-23 May-23 Jun-23 Jul-23 YTD

Plan 1,716   1,858   1,661   1,878   7,113    

Actual 2,094   2,493   2,443   2,279   9,309    

%var 22% 34% 47% 21% 31%

Plan 22         20         20         30         92          

Actual 13         13         18         14         58          

%var -40% -35% -10% -54% -37%

Plan 1,738   1,878   1,681   1,909   7,205    

Actual 2,107   2,506   2,461   2,293   9,367    

%var 21% 33% 46% 20% 30%

Elective 

Ordinary

Total 

Elective 

Elective 

Daycase

Divisional Position
Surgery 
• Year to date shortfall of 971 day 

case admissions, 21% behind plan 
and 33% below plan for June.

• Overnight admissions 24% behind 
plan with a shortfall of 383 
admissions year to date and 59 
shortfall in July.

Medicine
• Day cases 31% or 2,209 admissions 

above the year to date plan and 
22% above plan for June

• Overnight admissions are 38% 
behind plan year to date, 55% 
behind for July with 16 fewer cases 
than plan.

WACS 
• 22% lower than day case plan (189 

admissions) year to date and 
27%/63 short of the July plan.

• Year and month to date overnight 
admissions 48% below plan with a 
deficit of 206 admissions ytd and 
49 short for July.

WACS Apr-23 May-23 Jun-23 Jul-23 YTD

Plan 209        212        213        233        867        

Actual 133        202        173        170        678        

%var -36% -5% -19% -27% -22%

Plan 105        102        121        102        430        

Actual 54          62          55          53          224        

%var -48% -40% -55% -48% -48%

Plan 314        314        334        335        1,298    

Actual 187        264        228        223        902        

%var -40% -16% -32% -33% -30%

Elective Ordinary

Total Elective 

Inpatients

Elective Daycase
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MRI

Better than plan year and month to date, with 176 more than the ytd plan 

and July was 10% better than plan with a surplus of 151 scans.

CT

25% better than plan year to date and 10% July with an additional 3,452 

scans above the ytd plan and 395 ahead in the month.

Non-obstetric ultrasound (NOUS) 

1% behind the year to date plan with a deficit of 144 scans.  July 10% 

better than plan.

Colonoscopy

Better than plan year to date by 43%, with 674 more procedures than plan 

and 55 more in July.

Flexible sigmoidoscopy

69%year to date deficit and 53% below plan for July.  Changes in coding 

are impacting the data, with activity recorded as colonoscopy now.

Gastroscopy 

13% better than year to date plan & 5% below plan in July with a gap of 32 

procedures.

Echo

17% behind plan year to date with a deficit of 924 scans.  July is 36% 

below plan with a shortfall of 505 scans.

Outsourcing/insourcing is in place for all modalities except NOUS where 

the backlog has now been cleared.

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

Diagnostics Apr-23 May-23 Jun-23 Jul-23 YTD

Plan 1,833    1,976    1,346    1,458    6,614       

Actual 1,655    1,731    1,795    1,609    6,790       

%var -10% -12% 33% 10% 3%

Plan 3,149    3,407    3,382    3,842    13,780     

Actual 4,102    4,386    4,507    4,237    17,232     

%var 30% 29% 33% 10% 25%

Plan 3,725    3,055    2,572    2,712    12,064     

Actual 2,616    2,924    3,393    2,987    11,920     

%var -30% -4% 32% 10% -1%

Plan 357       436       347       421       1,561       

Actual 460       633       666       476       2,235       

%var 29% 45% 92% 13% 43%

Plan 214       236       180       190       820           

Actual 107       26          34          90          257           

%var -50% -89% -81% -53% -69%

Plan 513       613       575       645       2,347       

Actual 619       704       709       613       2,645       

%var 21% 15% 23% -5% 13%

Plan 1,294    1,296    1,385    1,401    5,376       

Actual 1,099    1,220    1,231    902       4,452       

%var -15% -6% -11% -36% -17%

Gastroscopy

Echo

MRI

CT

NOUS

Colonoscop

y

Flexi Sig
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14

Utilisation

Across both sites, utilisation improved, 

reaching 79.2% (June 77.5%).

There was improvement at both sites 

compared to the previous month

• WGH 81.2% (June 76.5%)

• SACH 79.6% (June 78.5%)

Cases undertaken

Fewer procedures were undertaken in 

July (936), when compared with June 

(1109).

• WGH 432 (June 459)

• SACH 504 (June 650)

SACH

WGH (incl Obs & Gynae)

Theatre Productivity - Cases, Cases per session & Utilisation
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Late Starts

There was an increase overall in comparison to 

the previous month, with an average of 5.3 

hours lost per day (June 5.1)

The issue was at WGH where hours lost per 

day increased from 3.51 in July to 3.89 in July.

At SACH there was improvement, with a 

reduction on the previous month (1.78) to 1.47 

in July.

It should be noted that some late starts are the 

result of morning session late finishes and so 

are unavoidable.

Theatre Productivity – Late starts & Early finishes

Early Finishes

There was good improvement in July, with 8.37 

hours lost per day vs 11 in June. 

Hours lost per day at SACH improved (from 6.4 

in June) to 4.7, and at WGH to 3.6 (4.9 in June).

On the day cancellations affect this indicator 

and work on these and scheduling improvement 

work through the Seamless Surgery programme 

are expected to contribute to less hours lost.

Cancellations on the day

At 6.7% overall cancellations on the day 

increased (June 5.9%) 

At WGH the position deteriorated to 9.7% (June 

7.4%).

At SACH it was 6.6% (up from 5.2%).

Tab 20 Performance Report

115 of 461Trust Board Meeting in Public 7 September 2023-07/09/23



16

RTT Long waits Improvement

65 weeks:

Position has improved, with 455 x 65 week wait pathways this 

month (June 524).

Growth is largely within the Medical specialties, most notably 

Cardiology, Dermatology and Gastroenterology.

78 week waits

8 x 78 week waits at month end, an increase of 1 from June with :

• 2 Cardiology pathways

• 1 ENT pathway

• 2 Orthopaedic pathways

• 2 General Surgery pathways

• 1 Dermatology pathway
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Cancer waits backlog improvement & performance

2 week waits / breast symptomatic (93%)

The month end position is lower than June (79.1%) at 

74.6%.  This is largely the impact of Dermatology, at 

6.7% where breaches account for 77% of all breaches.  

Breast symptomatic has remained compliant.  

28 day Faster Diagnosis Standard (75%)

Performance has deteriorated to 66.5%, again 

particularly impacted by Dermatology at 36.3%, with 

44% of breaches.

31 day 1st  (96%) (Not shown)

Compliance not yet achieved, currently at 94.7% with 8 

breaches, 4 LGI, 2 Gynae, 2 Urology.

31 day subsequent surgery (94%)

Standard not currently achieved at 83.3% but with only 

4 breaches in total – 2 LGI, 1 Gynae, 1 Breast.

62 day screening (90%) (Not shown)

Currently at 84.6%, with only 1 breach in LGI

62 day referral to definitive treatment (85%)

Performance has improved, at 71.2% with 29.5 

breaches (spread across Urology, LGI, Gynae, UGI, 

Haematology, Lung, ENT, and Skin.

63+ day backlog

At month end there were 135 (6.5%) pathways over 63 

days with a PTL of 2327 patients.  The NHSE objective 

is to have a backlog of no more than 6.4%.

Tab 20 Performance Report

117 of 461Trust Board Meeting in Public 7 September 2023-07/09/23



18

Diagnostic (DM01) performance improvement

Performance is better than the previous month at 69.5%. 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%.

7 modalities have achieved 99% or better and a total of 11 are now at 95% or better.  

Modalities with performance below 50% are unchanged (Dexa, Audiology, Echo, 

Cystoscopy) although there has been improvement in all:

Improvement in all challenged modalities is being supported through additional sessions, 

outsourcing, insourcing and validation.

Although there are still some DQ issues within Cystoscopy, phase 1 of the work to 

implement a resolution is completed with exclusion of some therapeutic procedures.  Phase 

2 is underway with removal of other therapeutic procedures and the final phase will look at 

planned pathways and clock stops.

Audiology demand has increased, particularly hearing aid referrals from the community 

service.  Outsourcing plans are advancing, while development of a business case to increase 

in house capacity progresses.

Dexa performance workforce constraints have limited the rate of improvement. There are few 

options for outsourcing.  In-house capacity has increased through extended days but more 

capacity is needed to enable rapid improvement.  A former outsourcing provider is expected 

to be available in the next month or so and this will increase throughput significantly.

The Echo service is constrained by of workforce issues and increased demand.  Some 

activity is outsourced and plans to insource are progressing.  Additional capacity is in place in 

the form of ad hoc sessions.  A new clinical lead is reviewing and validating the waiting list 

with a view to improving accuracy and thereby reducing the backlog 
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Planning Guidance 2023/24 – performance against target/objective

2023/24 Elective Care

1. Eliminate waits of over 65 weeks by March 2024 (except 

where patients choose to wait longer or in specific 

specialties).

2. Deliver system specific activity target (agreed through the 

operational planning process). 

3. Continue to reduce the number of patients waiting over 

62 days (on the Cancer PTL). 

- The trust specific target to be achieved by March 2024   

is 143.

4. Meet the cancer faster diagnosis standard by March 

2024 so that 75% of patients who have been urgently 

referred by their GP for suspected cancer are diagnosed 

or have cancer ruled out within 28 days.

- Incremental targets per quarter as follows:

- 67.5% by June 23

- 70% by September 23

- 72.5% by December 23

- 75% by March 24

19

Current position against objectives & actions

Urgent & Emergency Care

5. Improve A&E waiting times so that no less than 76% of 

patients are seen within 4 hours by March 2024 with 

further improvement in 2024/25

6. Reduce adult general and acute (G&A) bed occupancy to 

92% or below

Objective July 23

1 65 week wait elimination by March 

2024

485 (June 524)

2 Deliver system specific activity target 

(103% VWA)

94% (June 103%)

NB: reported position with 

internal adjustments.  

3 Reduction in patients over 62 days on 

the Cancer PTL – 143 by March 2024

135 (June 157)

4 Meet the Cancer Faster Diagnosis 

standard of 75% by March 2024 –

67.5% by June 23

66.5% (June 72.7%)

5 Improve A&E waiting times to 76% 

seen within 4 hours by March 2024

71.3% (June 73.1%)

6 Reduce adult (G&A) bed occupancy to 

92% or below

All sites: 89.9% (June 89.3%)

WGH only: 94.2% (June 93.9%)
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PROTECTING & EXPANDING ELECTIVE CAPACITY – TRUST BOARD ASSURANCE SELF CERTIFICATION – 7 September 2023 

 

Assurance area Assured Evidence 

1. Validation 
The Board: 
a) Has received a report showing 

current validation rates against 
pre-covid levels and agreed 
actions to improve this position, 
utilising available data quality 
(DQ) reports to target validation, 
with progress reported to board 
at monthly intervals.  This should 
include use of nationally available 
LUNA system (or similar) to 
address data quality errors and 
identify cohorts of patients that 
need further administrative and 
clinical validation 
  

b) Has plans in place to ensure that 
at least 90% of patients who have 
been waiting over 12 weeks are 
contacted and validated (in line 
with validation guidance) by 31 
October 2023, and has sufficient 
technical and digital resources, 
skills and capacity to deliver 
against the above or gaps 
identified.  

 
 
⚫ 

Fully  
assured 

 
 
 
 
 
 

⚫ 

Fully  
assured 

 
 
 
 

LEAD: COO / CIO 
Responsible:  
Jane Shentall 
Mark Landau 
 
Validation rates 
Analysis shows average validations in the previous 12 weeks of 428 per week (compared with 
1,373 validation per week from week ending 15th Jan 2023 to w/e 2nd April 2023).  Comparing 
validation volumes to pre-Covid levels is not particularly helpful as PTL volume has shifted 
significantly, and there are known front end/user data entry issues. 
 
A business case for investment to expand the trust’s RTT Validation team was approved at the 
end of July.  This will increase the wte validation resource from 3.86 B3 to 10 wte B4.  During the 
recruitment phase, there has been agreement to convert the additional funds to non-pay spend 
to procure additional external validation resources which will result in more comprehensive 
levels of non-clinical validation across the PTL. 
 
Plans are progressing to implement a patient validation questionnaire programme utilising the 
Patient Portal with a provisional go live of 1 October for the first round of questionnaires.  
Funding to support text messaging validation may be available and this will also be implemented 
to support a more comprehensive level of validation. 
 
 
 
 
 
 

Tab 20.1 Self certification - protecting and expanding elective capacity

120 of 461 Trust Board Meeting in Public 7 September 2023-07/09/23



     

 
Protecting & Expanding Elective Capacity 
Trust Board Assurance Self Certification 7 September 2023  

2 

 
c) Ensures that the RTT rules and 

guidance and local access policies 
are applied and actions are 
properly recorded, with 
increasing focus on this as a 
means to improve data quality.  
For example, Rule 5 sets out 
when clocks should be 
appropriately stopped for “non-
treatment”.  Further guidance on 
operational implementation of 
the RTT rules and training can be 
found on the Elective Care IST 
FutureNHS page.  A clear plan 
should be in place for 
communication with patients. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

⚫ 

Fully  
Assured 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
RTT Rules, Guidance & Access policy 
RTT rules and local policies are applied.  Presentation of RTT do’s & don’t’s for clinicians by 
Director of Operational Performance at CAG in May 2023 
 
There is a group working on delivery of a system Access policy which will also subsequently 
develop a patient version. 
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d) Has received a report on the 
clinical risk of patients sitting in 
the non RTT cohorts and has built 
the necessary clinical capacity in 
to operational plans. 

 

⚫ 

Fully  
assured 

 

Clinical Risk  
Clinical Harm review process is well embedded in the organisation.  A harm review field has 
been added to EPR to ensure clinicians complete reviews and completion is logged.  Any 
moderate or severe harms are logged as an incident and SI investigations undertaken as 
appropriate in accordance with Risk and SI policies. 
 
Clinicians are fully engaged in pathway management and are very aware of the especially 
difficult financial environment we’re moving into and know their responsibilities in terms of 
reducing follow ups etc. This has been discussed or mentioned at DMT, clinical leads meeting 
and Divisional management meetings. 
 
Non RTT cohorts 
Work is scheduled to build a non-RTT PTL however focus has understandably been on the RTT 
PTL.  There are a number of views on iReporter of Cerner waiting lists: 

• Add/Set Encounter List 

• To Be Scheduled List 

• Scheduled and Pending Scheduled 

• Deferred Wait List 

• Suspended Wait List 

• Approaching Breach Date 
 
Together with the RTT PTL, Cancer PTL and Diagnostic PTL this gives oversight of the majority of 
patients waiting, whether RTT or not.  
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2. First Appointments 
The Board: 
a) Has signed off the Trust’s plan 

with an ambition that no patient 
in the 65 week “cohort” (patients 
who, if not treated by 31 March 
2024, will have breached 65 
weeks) will be waiting for a first 
outpatient appointment after 31 
October 2023. 
  

b) Has signed off the Trust’s plan to 
ensure that Independent Sector 
capacity is being used where 
necessary to support recovery 
plans.  To include a medium term 
view using both insourcing and 
outsourcing, the Digital Mutual 
Aid System, virtual outpatient 
solutions and whole pathway 
transfers.   

 
 

⚫ 

Fully  
assured 

 
 
 
 
 

⚫ 

Fully  
assured 

 

LEAD: COO / CFO 
Responsible:  
Jane Shentall 
Rodney Pindai 
 
Booking 65 week wait cohort by 31/10/2023 
There are 2,158 patients in the 65 week risk cohort apparently waiting for a 1st OPA.  Services 
have been tasked with ensuring patients are offered appointments within the specified 
timeframe, although patient availability may result in some patients choosing to delay beyond 
the end of October. 
 
Independent Sector Capacity 
Outsourcing and insourcing is well established at the trust. Mutual aid within the ICS and DMAS 
options are available to services within the organisation.   
 
The trust has a well-developed outsourcing partnership with our Independent Sector Providers 
to support the trust elective recovery efforts. This arrangement is underpinned by a robust 
internal governance process to ensure this extended capacity appropriately supports the trust 
elective recovery effort, understand demand drivers, fit for purpose and with effective contract 
performance mechanism, whilst ensuring financial sustainability and value for money with the 
arrangement. The funding of this arrangement is part of the overall financial governance 
approval process. 
 
Virtual outpatient solutions, ie non-face to face appointments are well embedded. 
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3. Outpatient Follow-ups 
The Board: 
a) Has received a report on current performance 

against submitted planning return trajectory for 
outpatient follow up reduction (follow ups without 
procedure) and received an options analysis on 
going further and agreed an improvement plan. 
  

b) Has reviewed plans to increase use of PIFU to 
achieve a minimum of 5%, with a particular focus 
on the trust’s high volume specialties and those 
with the longest waits.  PIFU should be 
implemented in breast, prostate, colorectal and 
endometrial cancers (and additional cancer types 
where locally agreed), all of which should be 
supported by your local Cancer Alliance.  Pathways 
for PIFU should be applied consistently between 
clinicians in the same specialty. 

 
c) Has a plan to reduce the rate of missed 

appointments (DNAs) by March 2024, through: 
engaging with patients to understand and address 
the root causes, making it easier for patients to 
change their appointments by replying to their 
appointment reminders and appropriately applying 
trust access policies to clinically review patients 
who miss multiple consecutive appointments. 

 
 
 

 
 

⚫ 

Fully 
assured 

 
 
 

⚫ 

Fully 
assured 

 
 
 
 
 
 
 

⚫ 

Fully 
assured 

 
 
 
 
 
 
 

LEAD: CIO / COO / CMO 
Responsible:  
Jane Shentall 
Jo Wilder 
Fran Gertler 
DDs 
 
Performance vs plan – follow up reduction 
Trust is behind submitted plan for OP follow ups without procedure (49,272 plan 
YTD vs 64248 actuals YTD to w/e 27th August. 
 
Latest PIFU rates for July 2023 are 2.1%, with volumes extremely low for breast, 
prostate, colorectal and endometrial cancers.  The majority of PIFU pathways are 
T&O 
 
Patient Initiated Follow Up (PIFU) 
Outpatient metrics included in the performance reports well as High Impact 
Change 4 (Increase outpatient productivity with greater uptake of non-face to face 
models, PIFU & implementation of patient portal) of the Elective Care Recovery 
Programme Scorecard  

 

Undertaking validation of Outpatient follow up waiting list to pro-actively identify 

and triage follow ups that no longer require appointments and looking at those 

that can be offered alternate options for specialist Outpatient care or potential 

discharge by identifying patients who can be immediately removed as treatment no 

longer required. 

 

Developing a QI project focussed on reducing recurrent follow-ups involving key 

stakeholders. 

 

Tab 20.1 Self certification - protecting and expanding elective capacity

124 of 461 Trust Board Meeting in Public 7 September 2023-07/09/23



     

 
Protecting & Expanding Elective Capacity 
Trust Board Assurance Self Certification 7 September 2023  

6 

d) Has a plan to increase use of specialist advice.  
Many systems are exceeding the planning guidance 
target and achieving a level of 21 per 100 referrals.  
Through job planning and clinical templates, the 
Boards understands the impact of workforce 
capacity to provide advice and has considered how 
to meet any gaps to meet minimum levels of 
specialist advice.  The Trust has utilised the OPRT 
and GIRFT checklist, national benchmarking data 
(via the Model Health System and data packs) to 
identify further areas for opportunity. 

 
e) Has identified transformation priorities for models 

such as group outpatient follow up appointments, 
one stop shops, and pathway redesign focused on 
maximising clinical value and minimising 
unnecessary touchpoints for patients, utilising the 
wider workforce to maximise clinical capacity. 

 

 
⚫ 

Fully 
assured 

 
 
 
 
 
 
 

⚫ 

Fully 
assured 

 

Re-allocating of any freed-up capacity achieved through reduction in follow ups, 

DNAs and cancellations to address backlogs of long waiting follow ups and to 

support the delivery of more 1st Outpatient attendances. 

 

Using benchmarking tools and best practice to inform Outpatient transformation in 

follow up care.  

 

The continued message with clinical teams is to discharge whenever clinically 
appropriate and only if a follow up is essential to then consider PIFU. 
 
PIFU operational in 17 specialties including OAFU in Breast, Prostate, Colorectal & 
Endometrial. Continual focus to maximise uptake. 
 
Standard operating procedure with clear criteria for PIFU requirement along with 
bespoke patient information in place for each specialty using PIFU. 
 

Protocols agreed for transferring long waiting FUs to PIFU within some specialties. 

 
PIFU in place for DNA follow ups as an alternative to a rebook for patients that 
cannot be discharged.  
 
Development of a campaign to promote patients asking clinicians if they would be 
suitable for a PIFU where a follow up is an essential  
 
Standard operating procedure with clear criteria for PIFU requirement along with 
bespoke patient information in place for each specialty using PIFU. 

 
Did Not Attend (DNA) 
A DNA review was carried out using March 2023 data.  From this, observations 
were noted and key summary points include the following.   
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• Patients living more than 15 miles from the hospital were the highest group to 
DNA.  

• Patients aged 18-25 had the highest DNA rate.  
• Patients who were booked over 60 days had a higher DNA rate than those that 

were booked under.  

 

• An action plan to support the reduction in DNA’s has been developed.  Key 
actions include: 

• Developing an automated waiting list validation process via the PEP 
programme, which will reduce the need for manual validation. This will be 
automated through the use of a text message and responses via the patient 
portal and is anticipated to help with patients that have moved away, received 
private treatment etc 
 

Patient Engagement 
A campaign is being planned for the start of Q3 which will include promoting 
patient discussion around the type of appointment patients would like 
(telephone/face to face).  As well as supporting DNA reductions, this will enable 
shared decision making to take place between patient and clinician and encourage 
the uptake of remote consultations where clinically appropriate.  

 
Pilot only booking appointments 6 weeks max in advance to assess the impact this 
has on DNA rates 
 

Referral Assessment Services (RAS)/ Specialist Advice & Guidance (AG) 

Referral Assessment Services in place for high volume specialties including 
Dermatology, Gastroenterology, Paeds, Respiratory & Cardiology 
 

Routine A&G available directly with enhanced community services including Gynae, 

MSK, Ophthalmology & ENT.  
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Consultant Connect also in use for A&G, access to National Consultant Network 

rolled out across all SWH GP Practices. Local Diabetes advice line started June 23 & 

Paeds imminently launching. 

 

Variation in job planning to support A&G is being reviewed. 

 

Work with primary care on what is A&G to appropriately avoid a referral & what 

could be managed themselves through self-look up etc. 

 
Straight To Test (STT) pathways in place at WHTH for a number of services, 
including Breast, Gastro, Gynae, Colorectal and Trauma 
 
Within our work on Clinical Practice Groups, using a QI approach to reduce 
unwarranted variation we have redesigned pathways to further increase straight to 
test including: 

• Anaemia 
In place: IV iron pathways straight to IV iron clinics for maternity, Haematology 
& Gastroentology, Heart Failure and Pre-operative patients. 

• Prostate Cancer pathways 
In place -2WW -triage then straight to test or F2F 

• Haematuria 
In place -2WW triage then straight to test or F2F 

• Lung cancer 
In place- Straight to test 

• Gynae Cancer 
In place- 2WW triaged then one stop clinic or outpatient appointment 

 

 
  

Tab 20.1 Self certification - protecting and expanding elective capacity

127 of 461Trust Board Meeting in Public 7 September 2023-07/09/23



     

 
Protecting & Expanding Elective Capacity 
Trust Board Assurance Self Certification 7 September 2023  

9 

 

4. Support required 
 
The Board has discussed and agreed any additional 
support that maybe required, including from NHS 
England, and raised with regional colleagues as 
appropriate. 
 

  

 
Sign Off 
 

 
Trust Lead (name, job title and email address): 
 

 

 
Signed off by Chair and Chief Executive 
(names, job titles and date signed off): 
 

 

 

Tab 20.1 Self certification - protecting and expanding elective capacity

128 of 461 Trust Board Meeting in Public 7 September 2023-07/09/23



 

 

 

 
 
Title of the paper: Integrated Performance Report 

(August 2023 reporting period – July 2023 data) 

Agenda Item: 21 

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.   

Changes to the pack 

• No changes this month 
Safe Care & Improving Outcomes - Quality 

• There are two statistically significant indicators – SHMI continuing to show in 
improving special cause variation, although Dr Foster class the Trust as being within 
‘expected range’.  The SHMI indicator is a rolling 12 month metric.  The second 
statistically significant metric is HSMR, which is now a rolling 12 month metric, and 
showing improving special cause variation.  Again Dr Foster has HSMR within the 
expected range 

Safe Care & Improving Outcomes - Safety 

• There are nine exceptions generated, all of which were exceptions in the previous 
month 

• Unregistered fill rate is showing as an exception with the latest data point breaching 
the upper control limit. This is largely down to enhanced 1:1 care required (largely 
for mental health inpatients) and to staffing of exceptional surge.  The unregistered 
fill rate offsets the low registered fill rate. 

• Six of the nine exceptions generated reflect improving special cause variation, with 
three representing concerning special cause variation. 

Caring & Responsive Services – A&E 

• Ten exception pages generated – all of which were exceptions in the previous 
month.  Ambulance handover data shows improvement with, 30-60 minute 
handovers returning to common cause variation for performance. 

• The new exception this month is an improving special cause variation of the number 
of 60+ minute ambulance handovers 

Caring & Responsive Services – RTT, Cancer, Outpatients 

• Ten Exception pages generated, with improving special cause variation for Cancer 
– Breast Symptomatic two week wait 

• Cancer metrics continue to show improved performance, with only 62 day GP 
referral generating a concerning special cause variation of the waiting times metrics 

Workforce 

• Nine Exception pages generated, with six exceptions generated for improving 
special cause. 

Activity 

• Eight Exception pages generated, all of which were exception in the previous month 
 

NB: Data correct at the time of reporting  
 

Trust Board 
7th September 2023 
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2 
 

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 30/08/23 

Finance & Performance Committee 31/08/23 
 

Action required: 
 

The Board is asked to receive this report for information, assurance and 
discussion 
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August 2023 – July 2023 data

Mark Landau, Director of Business Intelligence

Paul Bannister, Chief Information Officer

Integrated Performance 

Report

1
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Integrated Performance Report

• Trust Management Committee

• Finance & Performance 

Committee

• Trust Board

– 30th August 2023

– 31st August 2023

– 7th September 2023

2
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A note on SPC charts

Variation Assurance

Common 

cause – 

no 

significant 

change

Special 

cause of 

concerning 

nature or 

higher 

pressure due 

to (H)igher or 

(L)ower 

values 

Special cause 

of improving 

nature or 

lower 

pressure due 

to (H)igher or 

(L)ower 

values 

Variation 

indicates 

inconsistently 

passing and 

falling short 

of the target

Variation 

indicates 

consistently 

(P)assing  

the target

Variation 

indicates 

consistently 

(F)alling 

short of the 

target

3
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High Level Key - Variation

Are we improving 
declining or 
staying the same

Orange = significant 
concern or high pressure

Blue = significant 
improvement or low 
pressure

Grey – no 
significant change

4
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High Level Key - Assurance Can we reliably 
hit the target

Orange = system change 
required to hit target

Blue = will reliably hit the 
target

Hit and miss the 
target

5
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Summary Icon Descriptions
Perform Assure Description

Special cause of a concerning nature where the measure is significantly HIGHER. This occurs 

where there is higher pressure in the system or deteriorating performance. 

This system is not capable. It will FAIL the target without system change.

Special cause of a concerning nature where the measure is significantly HIGHER. This occurs 

where there is higher pressure in the system or worse performance. 

However despite deterioration the system is capable and will consistently PASS the target.

Special cause of a concerning nature where the measure is significantly  HIGHER. This occurs 

where there is higher pressure in the system or worse performance. This system will not 

consistently hit or miss the target.  (This occurs when target lies between process limits).

Special cause of a concerning nature where the measure is significantly LOWER. This occurs 

where there is deteriorating performance. 

This system is not capable. It will FAIL the target without system change.

Special cause of a concerning nature where the measure is significantly LOWER.  This occurs 

where there is deteriorating performance. 

However the system is capable and will consistently PASS the target.

Special cause of a concerning nature where the measure is significantly LOWER. 

This system will not consistently hit or miss the target.  (This occurs when target lies between 

process limits).

Common cause variation, no significant change.

This system is not reliably capable. It will FAIL to consistently meet target without system 

change.

Common cause variation, no significant change. 

The system is capable and will consistently PASS the target.

Common cause variation, no significant change. 

This system will not consistently hit or miss the target.  (This occurs when target lies between 

process limits).

6
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SPC rules – Special Cause Variation

2 out of 3 points close to the control limit

A run of points all one side of the mean

Variation indicating consistently failing the 
target – target line above upper control 
limit

A breach of the upper/lower control limit A run of ascending/descending data points

Variation indicating consistently passing the 
target – target line below lower control 
limit
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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) Feb 23 98 100 National Quality CMO

HSMR - Total (Rolling 12 months) Mar 23 97 100 National Quality CMO

Clostridioides Difficile - Hospital associated (Cat 1) Jul 23 5 - Local Quality CN

Clostridioides Difficile - Healthcare associated (Cat 2) Jul 23 3 - Local Quality CN

Clostridioides Difficile - Hospital and Healthcare associated Total Jul 23 8 3 Local Quality CMO

Hand Hygiene Compliance Jun 23 97% 95% Local Quality CN

30 Day Emergency Readmissions - Elective * Jul 23 3% 4% Local Quality CMO

30 Day Emergency Readmissions - Emerg * Jul 23 13% 13% Local Quality CMO

Caesarean Section rate - Robson Category 1 Jul 23 16% - Local Quality CMO

Caesarean Section rate - Robson Category 2 Jul 23 63% - Local Quality CMO

Caesarean Section rate - Robson Category 5 Jul 23 83% - Local Quality CMO

Safe Care and Improving Outcomes - Quality

8
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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 the 

target being above the upper 

control limit

SHMI rate is within ‘as 

expected’ range according 

to Dr Foster.  This is positive 

performance

9

Tab 21 Integrated Performance Report

139 of 461Trust Board Meeting in Public 7 September 2023-07/09/23



Special Cause Variation – Performance – HSMR (Rolling 12 months)

Background What the Data tells us Issues Actions Mitigations

HSMR – (Rolling 12 Months)

Exception triggered due to a 

run of data points below the 

mean (a shift)

10

Rolling trend Superspells Spells Obs. 
Crude 
Rate 

Exp. Exp. Rate 
Relative 

risk 
Confidence Intervals Change Banding 

May-2021 to Apr-2022 30068 30122 1210 4.02% 1298.21 4.32% 93.21 88.03 - 98.61 #N/A Lower 

Jun-2021 to May-2022 29651 29707 1236 4.17% 1312.11 4.43% 94.20 89.02 - 99.6 +0.99 Lower 

Jul-2021 to Jun-2022 29094 29151 1247 4.29% 1329.48 4.57% 93.80 88.66 - 99.15 -0.40 Lower 

Aug-2021 to Jul-2022 28549 28607 1244 4.36% 1329.42 4.66% 93.57 88.45 - 98.92 -0.22 Lower 

Sep-2021 to Aug-2022 28268 28329 1270 4.49% 1341.43 4.75% 94.67 89.54 - 100.03 +1.10 Within 

Oct-2021 to Sep-2022 27847 27916 1276 4.58% 1346.85 4.84% 94.74 89.61 - 100.08 +0.06 Within 

Nov-2021 to Oct-2022 27408 27480 1281 4.67% 1355.55 4.95% 94.50 89.4 - 99.82 -0.24 Lower 

Dec-2021 to Nov-2022 27342 27418 1262 4.62% 1365.25 4.99% 92.44 87.41 - 97.68 -2.06 Lower 

Jan-2022 to Dec-2022 27412 27488 1274 4.65% 1358.89 4.96% 93.75 88.67 - 99.05 +1.32 Lower 

Feb-2022 to Jan-2023 27627 27711 1315 4.76% 1385.58 5.02% 94.91 89.85 - 100.18 +1.15 Within 

Mar-2022 to Feb-2023 27688 27778 1335 4.82% 1390.59 5.02% 96.00 90.92 - 101.29 +1.10 Within 

Apr-2022 to Mar-2023 27341 27428 1360 4.97% 1382.97 5.06% 98.34 93.18 - 103.71 +2.34 Within 
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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) Jul 23 105% 95% Local Quality CN

% nursing hours (shift fill rate) - Registered Jul 23 91% 100% Local Quality CN

% nursing hours (shift fill rate) - Unregistered Jul 23 128% 100% Local Quality CN

Serious incidents - number* Jul 23 4 - Local Quality CMO

Serious incidents - % that are harmful* Jul 23 100% 0% Local Quality CMO

% of patients safety incidents which are harmful* Jul 23 17% 0% Local Quality CMO

Never events Jul 23 0 - Local Quality CMO

Category 4 pressure  ulcers - New (Hospital  acquired) Jul 23 0 - Local Quality CN

Category 3 pressure  ulcers - New (Hospital  acquired) Jul 23 3 - Local Quality CN

Falls with Harm Jul 23 15 - Local Quality CMO

VTE risk assessment* Jul 23 98% 95% Local Quality CMO

Patients admitted to stroke unit within 4 hours of hospital arrival Jul 23 69% 90% Local Quality CMO

Stroke patients spending 90% of their time on stroke unit Jul 23 96% 80% Local Quality CMO

% Stroke Patients Thrombolysed within an hour Jul 23 46% 50% Local Quality CMO

Safe Care and Improving Outcomes - Safety
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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)

Low registered fill rate related 
to high level of unavailability 
due to sickness and maternity 
leave.  Although vacancy has 
reduced overall, in maternity & 
paediatrics vacancy remains 
high.

In addition, when surge beds 
are open, the registered fill 
rate reduces further.    

Domestic and IR Recruitment 
continues for Nursing and 
Midwifery 

Use of Temporary staffing

Weekly meetings with HR and 
Finance are in place to support 
recruitment in Maternity and 
Paediatrics 
 
Risk Register # 37 (score 
reduced from 20 to 12)

To develop a paediatric 
reservist list. 

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

12
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Special Cause Variation – Performance/Assurance – % Nursing Hours (shift fill rate) - 

Unregistered

Background What the Data tells us Issues Actions Mitigations

% Nursing Hours (shift fill 

rate) - Unregistered

Exception triggered due to a 

breach of the upper control 

limit

Exception triggered due to 

7+ data points above the 

mean (a shift)

Exception triggered due to 

the target falling below the 

lower control limit

Increased unregistered 
demand and fill due to 
additional shifts related to 
large number of escalation 
beds open and increase in  
ECWs usage. 

IR Recruitment continues 
for Nursing and Midwifery 
Use of Temporary staffing
 
Risk Register # 37 (score 
reduced from 20 to 12)

Daily meetings at 8.30 and 14.30 to 
review safe staffing.

Daily Redeployment of staff to 
support safe staffing 

Daily reports circulated to indicate 
Trust and Divisional staffing RAG 
status.

Sign off night staffing by Chief Nurse  

Senior clinical support out of hours 
including nights 13

Tab 21 Integrated Performance Report

143 of 461Trust Board Meeting in Public 7 September 2023-07/09/23



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)

4 serious incidents (SIs) were 

declared in July 2023, which is 

similar to the number reported in 

May and June 2023. The trend 

continues to show a stable  number 

of SIs.

The divisions will continue 

monitoring of incident 

reporting and implementing 

measures to support 

sharing lessons learned and 

embed learnings through 

different forums, including 

‘message of the week,’ 

governance meetings, and 

the Serious Incident Panel 

meetings..

The Serious Incident Review 

Group meeting continues to 

monitor the work of the 

divisions in ensuring that 

learnings from actions are 

evidenced before incidents 

are closed.

14

4 serious incidents(SIs)  were declared in July 2023. Of these, 2 were 

reported by Women and Children Services , and 1 each was reported 

by Medicine division and Surgery, Cancer and Anaesthetics

In terms of harm, 3 were rated as ‘severe” and 1 was rated as “death 

and catastrophic.” Women and Children Services reported the highest 

proportion (50%) compared to the remaining divisions.

The number of SIs continues to show a special cause of improving 

nature. In the past seven months from January 2023 to July 2023 

inclusive, there has been an average of 3.8 SIs per month with a range 

of 2 to 5 SIs.
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Special Cause Variation – Assurance – % of patient safety incidents which are harmful

Background
What the Data 

tells us
Issues Actions Mitigations

% of patient safety 

incidents which are 

harmful

Exception triggered due to 

the target being below the 

lower control limit

In July 2023, the incident-type reporting categories 

were varied in relation to SIs. The categories relate 

to 'Diagnostic incident including delay', 

'Maternity/Obstetric incident meeting SI criteria: baby 

only’ and medical equipment, devices and 

disposable  incident. 

Maternity (Midwifery) care (76), Administrative 

process Excluding Documentation (40), Pressure 

Ulcer (33), Patients Falls (29), Neonatal/Perinatal 

Care (27), Infection Control (21)

The number of incidents reported with no harm in 

July 2023 is 80.2 % (1320) which is relatively higher 

than in 85% (1214) in June 2023.

Divisions are to share and 

facilitate timely learning and 

ensure lessons learned are 

embedded.

Continue improvement and 

organisational shared learning 

around identified themes and 

trends to minimise or prevent a 

recurrence.

Patient safety incident discussions 

continue, especially as the Trust 

beginning to transition to the new 

Patient Safety Incident Response 

Framework (PSIRF), which 

embraces proactive use of data, 

collaborative working, improved 

engagement, and emphasizes 

lessons learned Trust wide.

15

The Trust recorded 1645 patient safety incidents in July 2023 compared with 1489 in 

June 2023: a 10.5% increase. 

16.6% (274) of the incidents resulted in patient harm; this is significantly higher than 

13.5% reported in June 2023. Of these, 238 incidents were reported as low harm, which 

is significantly higher in comparison with 173  reported in June  2023. 

In context, the types of incidents reported across the divisions in July is varied. ‘Maternity 

care’, ‘Admin process’ and ‘Pressure incident’ types fall outside the range as outliers, 

reporting 76, 40, and 33 respectively.  

2% (34) of the incidents reported in July 2023 were recorded as causing “moderate or 

higher” level of harm to patients. Of these, 20 are under open investigation and 12 have 

been closed.
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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)

Badgernet data now 

incorporated for maternity

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 4 hour to SU % has been 

consistently good since Feb 22. and 

reflects how the ward was pre covid. 

The final January  to March quarter is 

58.8%.

Compared to other trusts in EoE 

South, for Jan-Mar

5 out of 7 trusts were graded an E. 2 

trusts Including WHHT were graded a 

C

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

 

Patients continue to 

receive Stroke 

Consultant input 

and specific 

recommendations 

for their care. 

17
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Special Cause Variation – Performance – Stroke patients spending 90% 

of their time on stroke unit 

Background What the Data tells us Issues Actions Mitigations

Stroke patients spending 

90% of their time on stroke 

unit

Exception triggered due to a 

run of 7+ data points above 

the mean (a shift)

There may be slightly change, 

as long-stay patients are not 

yet discharged.

Compared to other trusts in 

EoE South, for Jan to Mar.

5 out of 7 trusts were graded 

E, 2 trusts including WHHT 

were graded C. 

WHHT had the 2nd highest % 

Behind Milton Keynes, and  

Remain above regional 

average.

Ensuring Stroke patients spend the 

duration of their episode of admission on 

the stroke unit. 

18
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Special Cause Variation – Performance – % Stroke patients thrombolysed 

within one hour

Background What the Data tells us Issues Actions Mitigations

% Stroke 

Patients 

thrombolysed 

within one hour

Exception triggered due to a 

run of 7+ data points below 

the mean (a shift)

The most common reasons patients are delayed and fail 

to be thrombolysed within one hour are:

• Out of hours telemedicine consultation

• Patient requiring a CT perfusion as well as usual CT

• Unclear stroke diagnosis when presenting to ED

• Patient  too unwell for the CT scan or blood pressure  

too high, need to be stabilised before thrombolysing

 In July the number of patients thrombolysed were 11.

 Out of those, 6 had failed the one-hour target due to the 

following reasons:

All 6 were due to telemedicine/out of hours

3 of those also had an unclear diagnosis, and 1 was too 

unwell for the CT/ thrombolysis straight away.

Compared to other trusts in EoE South, for Jan to 

Mar. 1 out of 7 trusts scored a D grade, 2 scored a 

C, and 4 trusts including WHHT scored  a B grade.

The stroke team and the 

Clinical lead review  the 

pathway for all 

thrombolysed patients to 

ascertain in the delay 

reasons and make 

improvements. 

Patients continue to 

receive Stroke Consultant 

input and specific 

recommendations for their 

care

19
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KPI
Latest 

month
Measure Target

V
ar

ia
ti

o
n

A
ss

u
ra

n
ce Local or 

National 

Metric

Committee Owner

Percentage of Ambulance Handovers within 15 minutes Jul 23 19.7% 95.0% National F&P COO

Ambulance turnaround times >30 mins and <60 mins Jul 23 552 0 National F&P COO

Ambulance turnaround times >60 mins Jul 23 58 - National F&P COO

A&E Initial Assessment < 15 mins Jul 23 74.6% 95.0% National F&P COO

Mean time in department (non-admitted) Jul 23 300 - National F&P COO

Mean time in department (admitted) Jul 23 465 - National F&P COO

12 hour end to end waits for all attendances Jul 23 632 - Local F&P COO

A&E 12hr trolley waits Jul 23 0 0 Local F&P COO

A&E 4 Hour Wait - Type 1, 2 & 3 Jul 23 71.3% 95.0% National F&P COO

A&E 4hr waits – Type 1 Jul 23 42.9% - National F&P COO

% Patients admitted through A&E - 0 day LOS Jul 23 22.4% - Local F&P COO

Proportion of 12 hour waits in ED Jul 23 4.0% 2.0% National F&P COO

Caring & Responsive Services - A&E Metrics
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Special Cause Variation – Performance/Assurance – Percentage of ambulance handovers 

within 15 minutes

Background
What the 

Data tells us
Issues Actions Mitigations

Percentage of 

ambulance handovers 

within 15 minutes

Exception 

triggered due to 

target being 

outside the upper 

control limit

Exception 

triggered due to 

7+ data points 

below the mean 

(a shift)

Ambulance demand is up 7.9% on 

the previous year and down 9.1% 

on 20/21

Daily staffing levels for nursing with 

the Emergency Medicine Division

Daily medical staffing within ED 

Assessment areas bedded and 

used as exceptional surge capacity

• Implementation of 45 minute rapid release supported by corridor care and 

application of the boarding policy (16 April 2023)

• HALO on site 12- 12

• Boarding policy in place

• Fit to sit area in use to support offload

• Joint working with EEAST and WGH UTC to facilitate offload

• Senior nurse in STARR

• Shift lead in charge of ED (as well as nurse in charge of majors)

• ED escalation policy in place

• Improved pathways and staffing in TAM

• Increased chair capacity in EAU

• Assurance on performance and plans/actions at bed meetings

• Corridor nursing in place including a joint Trust and EEAST corridor SOP

• Participate in the call before convey  programme

• Ambulance  handover project board meetings continue with EEAST and ICS in 

attendance. 

Ambulance handover high level actions agreed (being revised alongside trajectory 

for lost hours by Mar 24)

High level actions included in Trust improvement plan

ED workforce plan being submitted to TMC July 23 for approved 

ED improvement plan developed detailing actions for 

ED, this is being worked into a Trust flow plan

All patients assessed by senior decision maker on 

arrival and treatment commenced if delayed. Close 

partnership working with EEAST 

Increased nursing establishment through winter funding 

to support timely offloading and release of crews

Intelligent conveyancing implemented and in agreement 

with EEAST and ICB as necessary. 

Rapid release in place to support patients in the 

community 

Workforce Business Cases going to TMC to support 

flow and time to initial assessment for:

Nursing Workforce

Medical Workforce

Performance Co-ordinators   

Active recruitment to vacancies

Assurance through bed meetings for time to initial 

assessment and time to offload

21

*Latest available benchmarking 
data – EEAST – July 2023

Hospital % within 15 minutes

Addenbrookes Hospital 75.73%

Bedford Hospital South Wing 74.09%

Hinchingbrooke Hospital 60.87%

Broomfield Hospital 46.57%

James Paget Hospital 42.41%

West Suffolk Hospital 41.63%

Basildon & Thurrock Hospital 39.71%

Queen Elizabeth Hospital 26.39%

Colchester General Hospital 25.89%

Ipswich Hospital 25.52%

Luton & Dunstable Hospital 24.19%

Norfolk & Norwich University Hospital 21.13%

Southend University Hospital 20.73%

Watford General Hospital 19.68%

Princess Alexandra Hospital 17.52%

Peterborough City Hospital 16.44%

Lister Hospital 14.64%

Region 33.82%
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Special Cause Variation – PerformanceAssurance – Ambulance Turnaround 

Time between 30 and 60 minutes

22

*Latest available 
benchmarking data – 
EEAST – July 2023

Background

What the 

Data tells 

us

Issues Actions Mitigations

Number of 

ambulance 

handovers between 

30-60 minutes

Exception 

triggered due to 

target being 

outside the 

lower control 

limit

Ambulance demand is 

up 7.9% on the previous 

year and down 9.1% on 

20/21

Daily staffing levels for 

nursing with the 

Emergency Medicine 

Division

Daily medical staffing 

within ED 

Assessment areas used 

as exceptional surge 

capacity

• Implementation of 45 minute rapid release supported by corridor care and 

application of the boarding policy (16 April 2023)

• HALO on site 12- 12

• Boarding policy in place

• Fit to sit area in use to support offload

• Joint working with EEAST and WGH UTC to facilitate offload

• Senior nurse in STARR

• Shift lead in charge of ED (as well as nurse in charge of majors)

• ED escalation policy in place

• Improved pathways and staffing in TAM

• Increased chair capacity in EAU

• Assurance on performance and plans/actions at bed meetings

• Corridor nursing in place including a joint Trust and EEAST corridor SOP

• Participate in the call before convey  programme

• Ambulance  handover project board meetings continue with EEAST and ICS in 

attendance. 

Ambulance handover high level actions agreed (being revised alongside trajectory for 

lost hours by Mar 24)

High level actions included in Trust improvement plan

ED workforce BC being presented at TMC July 23 

ED improvement plan developed detailing actions for ED, this is being 

worked into a Trust flow plan

All patients assessed by senior decision maker on arrival and treatment 

commenced if delayed. Close partnership working with EEAST 

Intelligent conveyancing implemented and in agreement with EEAST and 

ICB as necessary. 

Rapid release in place to support patients in the community 

Workforce Business Plans being submitted to TMC July 23 to support:

Nursing workforce

Medical workforce

Performance Co-Ordinator shifts 

Active recruitment to vacancies

Assurance through bed meetings for time to initial assessment and time to 

offload

Hospital Number over 30 Minutes % over 30 minutes

Addenbrookes Hospital 17 0.69%

Bedford Hospital South Wing 36 2.23%

West Suffolk Hospital 118 6.41%

Hinchingbrooke Hospital 94 7.33%

Colchester General Hospital 276 10.09%

Broomfield Hospital 346 15.20%

Basildon & Thurrock Hospital 323 15.21%

James Paget Hospital 398 20.14%

Ipswich Hospital 503 23.04%

Watford General Hospital 605 23.90%

Luton & Dunstable Hospital 664 29.96%

Southend University Hospital 781 32.64%

Peterborough City Hospital 596 34.75%

Lister Hospital 793 37.32%

Queen Elizabeth Hospital 755 44.67%

Princess Alexandra Hospital 821 51.73%

Norfolk & Norwich University Hospital 1903 62.62%

Region 9029 25.23%
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Special Cause Variation – Performance – Ambulance Turnaround Time between 

>60 minutes

23

*Latest available 
benchmarking data – 
EEAST – July 2023

Background
What the Data 

tells us
Issues Actions Mitigations

Number of 

ambulance 

handovers greater 

than 60 minutes

Exception triggered 

due to 2 of 3 most 

recent data points 

being close to the 

lower control limit

Ambulance demand is up 

7.9% on the previous year 

and down 9.1% on 20/21

Daily staffing levels for 

nursing with the Emergency 

Medicine Division

Daily medical staffing within 

ED 

Assessment areas used as 

exceptional surge capacity

• Implementation of 45 minute rapid release supported by corridor care and 

application of the boarding policy (16 April 2023)

• HALO on site 12- 12

• Boarding policy in place

• Fit to sit area in use to support offload

• Joint working with EEAST and WGH UTC to facilitate offload

• Senior nurse in STARR

• Shift lead in charge of ED (as well as nurse in charge of majors)

• ED escalation policy in place

• Improved pathways and staffing in TAM

• Increased chair capacity in EAU

• Assurance on performance and plans/actions at bed meetings

• Corridor nursing in place including a joint Trust and EEAST corridor SOP

• Participate in the call before convey  programme

• Ambulance  handover project board meetings continue with EEAST and 

ICS in attendance. 

Ambulance handover high level actions agreed (being revised alongside 

trajectory for lost hours by Mar 24)

High level actions included in Trust improvement plan

ED workforce BC being presented at TMC July 23 

ED improvement plan developed detailing actions for ED, this is being 

worked into a Trust flow plan

All patients assessed by senior decision maker on arrival and treatment 

commenced if delayed. Close partnership working with EEAST 

Intelligent conveyancing implemented and in agreement with EEAST and 

ICB as necessary. 

Rapid release in place to support patients in the community 

Workforce Business Plans being submitted to TMC July 23 to support:

Nursing workforce

Medical workforce

Performance Co-Ordinator shifts 

Active recruitment to vacancies

Assurance through bed meetings for time to initial assessment and time 

to offload

Hospital Number over 60 minutes % over 60 minutes

Addenbrookes Hospital 0 0.00%

Bedford Hospital South Wing 9 0.56%

West Suffolk Hospital 12 0.65%

Watford General Hospital 57 2.25%

Hinchingbrooke Hospital 32 2.49%

Basildon & Thurrock Hospital 64 3.01%

Colchester General Hospital 88 3.22%

Broomfield Hospital 103 4.53%

Ipswich Hospital 176 8.06%

Peterborough City Hospital 146 8.51%

James Paget Hospital 180 9.11%

Southend University Hospital 247 10.32%

Lister Hospital 222 10.45%

Luton & Dunstable Hospital 243 10.97%

Princess Alexandra Hospital 400 25.20%

Queen Elizabeth Hospital 478 28.28%

Norfolk & Norwich University Hospital 1382 45.48%

Region 3839 10.73%
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Special Cause Variation – Performance – Time to initial assessment - 

Percentage within 15 minutes

Background
What the Data 

tells us
Issues Actions Mitigations

Time to Initial 

Assessment – 

Percentage 

within 15 

minutes

Exception 

triggered due to 

7+ data points 

below the mean 

(a shift)

Exception 

triggered due to 

a breach of the 

lower control limit

Exception 

triggered due to 

the target being 

above the upper 

control limit

• Capacity pressures due 

to poor flow throughout 

ED resulted in late 

assessments.

• Nursing staffing 

workforce challenges 

with workforce at times 

being RAG rated RED.

• Assessment area 

bedded

• Mental Health 

attendances, resulting in 

long stays in ED 

impacting on available 

assessment space.

• Doctor and nurse 

staffing levels at Watford 

UTC

• WGH UTC flow 

constraints impact on ED 

as well as handovers at 

close.

• Implementation of 45 minute rapid release supported 

by corridor care and application of the boarding policy 

(16 April 2023)

• Walk-in stream separated from ambulance stream to 

provide clearer visibility across the department and 

decompress bottleneck areas. Fit to sit implemented.

• Additional assessment trolleys created in majors 

2.Increase use of TAM supported by senior decision 

makers to support  flow and non admitted performance 

• Senior oversight of CT & Diagnostic requests to reduce 

LOS in dept to improve flow 

• EAU chairs implemented

• 10 x assessment spaces released from surge

• Increase usage of SDEC pathways including patients 

actively pulled into ACU.

• Phone a friend in place

• Emergency medicine performance meetings focus on 

improvement plan

• High Impact Changes work focussing on rapid clinical 

assessment, and UTC

• Focus on weekend discharges, discharge time of day 

and usage of discharge lounge to enable earlier flow. 

• High Impact Changes enabling increasing Senior Decision Makers in ED.

• Data shows continued increase of initial assessment. 

• On-going staffing and capacity reviews during shifts and decision taken to open 

additional areas when safe staffing levels allow

• Senior decision maker in “STARR” and TAM to focus on non-admitted patients

• Patients are treated according to clinical prioritisation although sometimes this 

may result in  less urgent patients experiencing longer waits when the 

department is under pressure. 

• Additional staff rostered to cover corridor care at times of high attendance and 

high DTAs

• Additional Trust actions following escalation procedure enacted at times of 

extreme capacity pressures

• Joint corridor SOP

• Senior review/oversight of decisions to admit.

• Harm reviews carried out for patients who wait for 12 hrs, so far this has shown 

no harm caused

• Validation SOP in place

• Hourly rounding being undertaken on all patients ensuring comfort.

• If prolonged trolley wait – patients transferred to bed for comfort.

24
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Special Cause Variation – Performance – Mean time (minutes) in department (non-admitted)

25

Backgroun

d

What the 

Data tells us
Issues Actions Mitigations

Mean time in 

department 

(Non-admitted

Exception 

triggered due to 

7+ data points 

above the mean 

(a shift)

• Capacity pressures due to 

poor flow throughout ED 

resulted in late 

assessments.

• Nursing staffing workforce 

challenges with workforce at 

times being RAG rated 

RED.

• Assessment area bedded

• Increased number of Mental 

Health attendances, 

resulting in long stays in ED 

impacting on available 

assessment space.

• Doctor and nurse staffing 

levels at Watford UTC

• WGH UTC flow constraints 

impact on ED as well as 

handovers at close.

• Implementation of 45 minute rapid release supported 

by corridor care and application of the boarding policy 

(16 April 2023)

• Walk-in stream separated from ambulance stream to 

provide clearer visibility across the department and 

decompress bottleneck areas. Fit to sit implemented.

• Additional assessment trolleys created in majors 

2.Increase use of TAM supported by senior decision 

makers to support  flow 

• Senior oversight of CT and diagnostic tests to reduce 

unnecessary time in department 

• EAU chairs implemented

• 10 x assessment spaces released from surge

• Increase usage of SDEC pathways including patients 

actively pulled into ACU.

• Phone a friend in place

• Emergency medicine performance meetings focus on 

improvement plan

• High Impact Changes work focussing on rapid clinical 

assessment, and UTC

• Focus on weekend discharges, discharge time of day 

and usage of discharge lounge to enable earlier flow. 

• High Impact Changes enabling increasing Senior Decision Makers in ED.

• Data shows increase of initial assessment. 

• On-going staffing and capacity reviews during shifts and decision taken 

to open additional areas when safe staffing levels allow

• Senior decision maker in “STARR” and TAM to focus on walk in patients

• Patients are treated according to clinical prioritisation although 

sometimes this may result in  less urgent patients experiencing longer 

waits when the department is under pressure. 

• Additional staff rostered to cover corridor care at times of high 

attendance and high DTAs

• Additional Trust actions following escalation procedure enacted at times 

of extreme capacity pressures

• Joint corridor SOP

• Senior review/oversight of decisions to admit.

• Harm reviews carried out for patients who wait for 12 hrs, so far this has 

shown no harm caused

• Validation SOP in place

• Hourly rounding being undertaken on all patients ensuring comfort.

• If prolonged trolley wait – patients transferred to bed for comfort.
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Special Cause Variation – Performance – Mean time (minutes) in department (admitted)

26

Background

What the 

Data tells 

us

Issues Actions Mitigations

Mean time in 

department 

(admitted

Exception 

triggered 

due to 7+ 

data points 

above the 

mean (a 

shift)

• Capacity pressures due to poor flow 

throughout ED resulted in late 

assessments.

• Nursing staffing workforce challenges 

with workforce at times being RAG rated 

RED.

• Assessment area bedded

• Increased number of Mental Health 

attendances, resulting in long stays in 

ED impacting on available assessment 

space.

• Doctor and nurse staffing levels at 

Watford UTC

• WGH UTC flow constraints impact on 

ED as well as handovers at close.

• Implementation of 45 minute rapid release supported by 

corridor care and application of the boarding policy (16 April 

2023)

• Walk-in stream separated from ambulance stream to provide 

clearer visibility across the department and decompress 

bottleneck areas. Fit to sit implemented.

• Additional assessment trolleys created in majors 2.Increase 

use of TAM supported by senior decision makers to support  

flow 

• EAU chairs implemented

• 10 x assessment spaces released from surge

• Increase usage of SDEC pathways including patients actively 

pulled into ACU.

• Phone a friend in place

• Emergency medicine performance meetings focus on 

improvement plan

• High Impact Changes work focussing on rapid clinical 

assessment, and UTC

• Focus on weekend discharges, discharge time of day and 

usage of discharge lounge to enable earlier flow. 

• High Impact Changes enabling increasing Senior Decision Makers in ED.

• Data shows increase of initial assessment. 

• On-going staffing and capacity reviews during shifts and decision taken to 

open additional areas when safe staffing levels allow

• Senior decision maker in “STARR” and TAM to focus on walk in patients

• Patients are treated according to clinical prioritisation although sometimes 

this may result in  less urgent patients experiencing longer waits when the 

department is under pressure. 

• Additional staff rostered to cover corridor care at times of high attendance 

and high DTAs

• Additional Trust actions following escalation procedure enacted at times of 

extreme capacity pressures

• Joint corridor SOP

• Senior review/oversight of decisions to admit.

• Harm reviews carried out for patients who wait for 12 hrs, so far this has 

shown no harm caused

• Validation SOP in place

• Hourly rounding being undertaken on all patients ensuring comfort.

• If prolonged trolley wait – patients transferred to bed for comfort.
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Special Cause Variation – Performance – A&E 12 hour waits (arrival to departure)

27

Background

What the 

Data tells 

us

Issues Actions Mitigations

12 Hour end 

to end waits 

for all 

attendances

Exception 

triggered 

due to 7+ 

data points 

above the 

mean (a 

shift)

Exception 

triggered 

due to a 

breach of 

the upper 

control limit

• Capacity pressures due to poor flow 

throughout ED resulted in late 

assessments.

• Nursing staffing workforce challenges 

with workforce at times being RAG rated 

RED.

• Assessment area bedded

• Increased number of Mental Health 

attendances, resulting in long stays in 

ED impacting on available assessment 

space.

• Doctor and nurse staffing levels at 

Watford UTC

• WGH UTC flow constraints impact on 

ED as well as handovers at close.

• Implementation of 45 minute rapid release supported by 

corridor care and application of the boarding policy (16 April 

2023)

• Walk-in stream separated from ambulance stream to provide 

clearer visibility across the department and decompress 

bottleneck areas. Fit to sit implemented.

• Additional assessment trolleys created in majors 2.Increase 

use of TAM supported by senior decision makers to support  

flow

• Senior oversight of CT & Diagnostic requests in TAM  

• EAU chairs implemented

• 10 x assessment spaces released from surge

• Increase usage of SDEC pathways including patients actively 

pulled into ACU.

• Phone a friend in place

• Emergency medicine performance meetings focus on 

improvement plan

• High Impact Changes work focussing on rapid clinical 

assessment, and UTC

• Focus on weekend discharges, discharge time of day and 

usage of discharge lounge to enable earlier flow. 

• High Impact Changes enabling increasing Senior Decision Makers in ED.

• Data shows increase of initial assessment. 

• On-going staffing and capacity reviews during shifts and decision taken to 

open additional areas when safe staffing levels allow

• Senior decision maker in “STARR” and TAM to focus on walk in patients

• Patients are treated according to clinical prioritisation although sometimes 

this may result in  less urgent patients experiencing longer waits when the 

department is under pressure. 

• Additional staff rostered to cover corridor care at times of high attendance 

and high DTAs

• Additional Trust actions following escalation procedure enacted at times of 

extreme capacity pressures

• Joint corridor SOP

• Senior review/oversight of decisions to admit.

• Harm reviews carried out for patients who wait for 12 hrs, so far this has 

shown no harm caused

• Validation SOP in place

• Hourly rounding being undertaken on all patients ensuring comfort.

• If prolonged trolley wait – patients transferred to bed for comfort.
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Special Cause Variation – Performance/Assurance – ED 4 hour waits – Type 1,2 and 3

28

Background

What the 

Data tells 

us

Issues Actions Mitigations

A&E 4 Hour 

Wait – Type 

1, 2 & 3

Exception 

triggered 

due to 7+ 

data points 

below the 

mean (a 

shift)

Exception 

triggered 

due to the 

target being 

above the 

upper 

control limit

• Capacity pressures due to poor flow 

throughout ED resulted in late 

assessments.

• Nursing staffing workforce challenges 

with workforce at times being RAG rated 

RED.

• Assessment area bedded

• Increased number of Mental Health 

attendances, resulting in long stays in 

ED impacting on available assessment 

space.

• Doctor and nurse staffing levels at 

Watford UTC

• WGH UTC flow constraints impact on 

ED as well as handovers at close.

• Implementation of 45 minute rapid release supported by 

corridor care and application of the boarding policy (16 April 

2023)

• Walk-in stream separated from ambulance stream to provide 

clearer visibility across the department and decompress 

bottleneck areas. Fit to sit implemented.

• Additional assessment trolleys created in majors 2.Increase 

use of TAM supported by senior decision makers to support  

flow.  Senior oversight of CT & diagnostic requests to reduce 

LOS in Department and improve flow

• EAU chairs implemented

• 10 x assessment spaces released from surge

• Increase usage of SDEC pathways including patients actively 

pulled into ACU.

• Phone a friend in place

• Emergency medicine performance meetings focus on 

improvement plan

• High Impact Changes work focussing on rapid clinical 

assessment, and UTC

• Focus on weekend discharges, discharge time of day and 

usage of discharge lounge to enable earlier flow. 

• High Impact Changes enabling increasing Senior Decision Makers in ED.

• Data shows increase of initial assessment. 

• On-going staffing and capacity reviews during shifts and decision taken to 

open additional areas when safe staffing levels allow

• Senior decision maker in “STARR” and TAM to focus on walk in patients

• Patients are treated according to clinical prioritisation although sometimes 

this may result in  less urgent patients experiencing longer waits when the 

department is under pressure. 

• Additional staff rostered to cover corridor care at times of high attendance 

and high DTAs

• Additional Trust actions following escalation procedure enacted at times of 

extreme capacity pressures

• Joint corridor SOP

• Senior review/oversight of decisions to admit.

• Harm reviews carried out for patients who wait for 12 hrs, so far this has 

shown no harm caused

• Validation SOP in place

• Hourly rounding being undertaken on all patients ensuring comfort.

• If prolonged trolley wait – patients transferred to bed for comfort.

Trust Attendances Within 4 hours Performance
Region 

Rank

Norfolk And Norwich University Hospitals NHS Foundation Trust 19,513 15,339 78.6% 1

East Suffolk And North Essex NHS Foundation Trust 25,963 19,780 76.2% 2

Bedfordshire Hospitals NHS Foundation Trust 23,445 17,831 76.1% 3

Milton Keynes University Hospital NHS Foundation Trust 13,465 10,142 75.3% 4

Mid And South Essex NHS Foundation Trust 33,198 23,715 71.4% 5

West Hertfordshire Teaching Hospitals NHS Trust 15,899 11,336 71.3% 6

West Suffolk NHS Foundation Trust 7,931 5,645 71.2% 7

James Paget University Hospitals NHS Foundation Trust 8,521 5,968 70.0% 8

Cambridge University Hospitals NHS Foundation Trust 16,696 11,654 69.8% 9

North West Anglia NHS Foundation Trust 17,717 12,135 68.5% 10

The Queen Elizabeth Hospital, King's Lynn, NHS Foundation 

Trust
7,508 5,093 67.8% 11

East And North Hertfordshire NHS Trust 15,095 9,836 65.2% 12

The Princess Alexandra Hospital NHS Trust 10,428 5,786 55.5% 13

July 2023 - East of England A&E 4hr Wait Performance (Latest Published Data)
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Special Cause Variation – Performance/Assurance – A&E Type 1 Performance

29

Background

What the 

Data tells 

us

Issues Actions Mitigations

A&E 4hr 

Waits – Type 

1

Exception 

triggered 

due to 7+ 

data points 

below the 

mean (a 

shift)

Exception 

triggered 

due to 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.

• Assessment area bedded

• Increased number of Mental Health 

attendances, resulting in long stays in 

ED impacting on available assessment 

space.

• Doctor and nurse staffing levels at 

Watford UTC

• WGH UTC flow constraints impact on 

ED as well as handovers at close.

• Implementation of 45 minute rapid release supported by 

corridor care and application of the boarding policy (16 April 

2023)

• Walk-in stream separated from ambulance stream to provide 

clearer visibility across the department and decompress 

bottleneck areas. Fit to sit implemented.

• Additional assessment trolleys created in majors 2.Increase 

use of TAM supported by senior decision makers to support  

flow. Senior oversight on CT & diagnostic requests to support 

improved performance and flow. 

• EAU chairs implemented

• 10 x assessment spaces released from surge

• Increase usage of SDEC pathways including patients actively 

pulled into ACU.

• Phone a friend in place

• Emergency medicine performance meetings focus on 

improvement plan

• High Impact Changes work focussing on rapid clinical 

assessment, and UTC

• Focus on weekend discharges, discharge time of day and 

usage of discharge lounge to enable earlier flow. 

• High Impact Changes enabling increasing Senior Decision Makers in ED.

• Data shows increase of initial assessment. 

• On-going staffing and capacity reviews during shifts and decision taken to 

open additional areas when safe staffing levels allow

• Senior decision maker in “STARR” and TAM to focus on walk in patients

• Patients are treated according to clinical prioritisation although sometimes 

this may result in  less urgent patients experiencing longer waits when the 

department is under pressure. 

• Additional staff rostered to cover corridor care at times of high attendance 

and high DTAs

• Additional Trust actions following escalation procedure enacted at times of 

extreme capacity pressures

• Joint corridor SOP

• Senior review/oversight of decisions to admit.

• Harm reviews carried out for patients who wait for 12 hrs, so far this has 

shown no harm caused

• Validation SOP in place

• Hourly rounding being undertaken on all patients ensuring comfort.

• If prolonged trolley wait – patients transferred to bed for comfort.

Trust Attendances Within 4 hours Performance
Region 

Rank

Mid And South Essex NHS Foundation Trust 31,482 22,084 70.1% 1

West Suffolk NHS Foundation Trust 7,273 4,987 68.6% 2

James Paget University Hospitals NHS Foundation Trust 7,368 4,815 65.4% 3

Bedfordshire Hospitals NHS Foundation Trust 15,825 10,211 64.5% 4

The Queen Elizabeth Hospital, King's Lynn, NHS Foundation 

Trust
6,684 4,269 63.9% 5

Norfolk And Norwich University Hospitals NHS Foundation Trust 11,502 7,329 63.7% 6

Milton Keynes University Hospital NHS Foundation Trust 8,431 5,256 62.3% 7

North West Anglia NHS Foundation Trust 12,781 7,706 60.3% 8

East Suffolk And North Essex NHS Foundation Trust 14,526 8,414 57.9% 9

The Princess Alexandra Hospital NHS Trust 10,428 5,786 55.5% 10

Cambridge University Hospitals NHS Foundation Trust 10,303 5,330 51.7% 11

East And North Hertfordshire NHS Trust 9,485 4,229 44.6% 12

West Hertfordshire Teaching Hospitals NHS Trust 7,634 3,269 42.8% 13

July 2023 - East of England A&E Type 1 4hr Wait Performance (Latest Published Data)
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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 Jul 23 52% 92% National F&P COO

Referral to Treatment - 52 week waits - Incomplete Jul 23 2518 658 Local F&P COO

Referral to Treatment - 65 week waits - Incomplete Jul 23 484 0 Local F&P COO

Referral to Treatment - 78 week waits - Incomplete Jul 23 33 0 National F&P COO

Diagnostic (DM01) <6 weeks Jul 23 70% 99% National F&P COO

Cancer - Two week wait Jul 23 74% 93% National F&P COO

Cancer - Breast Symptomatic two week wait Jul 23 96% 93% National F&P COO

Cancer - 28 day waits (faster diagnosis standard) Jul 23 68% 75% National F&P COO

Cancer - 31 Day First Jul 23 94% 96% National F&P COO

Cancer - 31 day subsequent drug Jul 23 100% 98% National F&P COO

Cancer - 31 day subsequent surgery Jul 23 83% 94% National F&P COO

Cancer - 62 day Jul 23 71% 95% National F&P COO

Cancer - 62 day screening Jul 23 82% 90% Local F&P COO

Cancer 104+ day waits Jul 23 38 - Local F&P CIO

Outpatient cancellation rate within 6 weeks Jul 23 5% 5% Local F&P CIO

Outpatient DNA rate Jul 23 8% 8% Local F&P CIO

Caring & Responsive Services - RTT, Cancer, Outpatients
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Special Cause Variation – Performance/Assurance – Referral to Treatment - Incomplete

Background What the Data tells us Issues Actions Mitigations

Referral to Treatment - Incomplete

Exception triggered due to target 

being outside the upper control limit

Exception triggered due to 7+ 

consecutive data points below the 

mean (a shift)

Exception triggered due to a breach 

of the lower control limit

Although EPR has been in place for over a 

year, errors continue to affect the RTT PTL 

in a number of ways, artificially inflating the 

PTL size, as capturing  the correct 

outcomes results in fewer clock stops and 

the number of open pathways on the PTL.  

Loss of activity as a result of the junior 

doctors’ industrial action, continues to 

impact the number of clock stops.  

The external validation support that was in 

place to the end of March has ended.  This 

has coincided with long term sickness 

within the trust validation team, where a 

number of posts remain vacant despite 

several rounds of recruitment.  

Outsourcing programme remains active 

with reasonable patient uptake.

Additional sessions are being undertaken 

but there is less uptake than pre COVID.

Operational recovery group oversight of 

activity delivery

DQ steering group established to lead on 

improvement work.

Funds identified to enable a small number 

of external validators utilising monies from 

vacancies put in place.

A business case to increase validation 

resources was approved in July.  A 

recruitment plan is in development but in 

the meantime, additional external resource 

will be put in place from September, to 

increase validation activity. 

Continuous horizon scanning for additional 

outsourcing opportunities, with specialty 

level engagement to ensure quality and 

safety as well as timely pathways

Weekly long wait review meeting in place to 

drive progress and delivery of improvement 

plan.  

Service level tracking with forward look to 

target deadlines to ensure  adequate 

operational oversight of patient cohorts.
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*Latest available published RTT data – 
June 2023

Trust Apr-23 May-23 Jun-23

The Queen Elizabeth Hospital, King's Lynn, NHS Foundation Trust 64.3% 65.3% 65.4%

West Suffolk NHS Foundation Trust 59.2% 61.4% 61.7%

Cambridge University Hospitals NHS Foundation Trust 57.6% 59.2% 58.9%

East Suffolk And North Essex NHS Foundation Trust 57.8% 58.9% 58.6%

West Hertfordshire Hospitals NHS Trust 56.6% 57.0% 55.5%

Bedfordshire Hospitals NHS Foundation Trust 54.6% 54.6% 54.5%

Mid And South Essex NHS Foundation Trust 53.8% 54.5% 53.5%

The Princess Alexandra Hospital NHS Trust 51.9% 52.8% 53.5%

North West Anglia NHS Foundation Trust 52.7% 53.7% 52.5%

Norfolk And Norwich University Hospitals NHS Foundation Trust 49.3% 50.9% 51.2%

East And North Hertfordshire NHS Trust 48.5% 49.9% 49.8%

James Paget University Hospitals NHS Foundation Trust 48.0% 48.7% 49.8%
Milton Keynes University Hospital NHS Foundation Trust 46.2% 44.5% 43.2%
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Special Cause Variation – Performance – Referral to Treatment – 52 weeks - Incomplete

Background What the Data tells us Issues Actions Mitigations

Referral to Treatment – 52 

weeks incomplete

Exception triggered due to a run of 7+ 

data points above the mean (a shift)

Exception triggered due to breach of 

upper control limit

Exception triggered due to the target 

being below the lower control limit

Although EPR has been in place for 

over a year, errors continue to affect the 

RTT PTL in a number of ways, artificially 

inflating the PTL size, as capturing  the 

correct outcomes results in fewer clock 

stops and the number of open pathways 

on the PTL.  

The external validation support that was 

in place to the end of March has ended.  

This has coincided with long term 

sickness within the trust validation team, 

where a number of posts remain vacant 

despite several rounds of recruitment.  

Outsourcing programme remains active with 

reasonable patient uptake.

Additional sessions are being undertaken but there is 

less uptake than pre COVID.

Operational recovery group oversight of activity 

delivery

DQ steering group established to lead on 

improvement work.

Funds identified to enable a small number of external 

validators utilising monies from vacancies put in 

place.   These validators have continued to focus on 

long waits. 

A business case to increase validation resources was 

approved in July.  A recruitment plan is in 

development but in the meantime, additional external 

resource will be put in place from September, to 

increase validation activity. 

Continuous horizon scanning for additional 

outsourcing opportunities, with specialty level 

engagement to ensure quality and safety as 

well as timely pathways

Weekly long wait review meeting in place to 

drive progress and delivery of improvement 

plan.  

Service level tracking with forward look to 

target deadlines to ensure  adequate 

operational oversight of patient cohorts.

Expansion of the Trust’s validation team 

following business case approval, with 

recruitment underway.
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*Latest available published RTT data – June 
2023

Trust Apr-23 May-23 Jun-23

The Queen Elizabeth Hospital, King's Lynn, NHS Foundation Trust 564 563 494

West Suffolk NHS Foundation Trust 1,379 1,564 1,690

The Princess Alexandra Hospital NHS Trust 1,973 2,098 2,280
West Hertfordshire Hospitals NHS Trust 2,687 2,439 2,504

Milton Keynes University Hospital NHS Foundation Trust 2,378 2,672 2,808

James Paget University Hospitals NHS Foundation Trust 2,530 2,751 2,858

Cambridge University Hospitals NHS Foundation Trust 3,835 3,974 3,867

East Suffolk And North Essex NHS Foundation Trust 3,870 4,147 4,127

Bedfordshire Hospitals NHS Foundation Trust 4,598 4,901 4,631

North West Anglia NHS Foundation Trust 4,414 4,858 5,172

East And North Hertfordshire NHS Trust 5,061 5,305 5,394

Norfolk And Norwich University Hospitals NHS Foundation Trust 8,253 8,399 8,157

Mid And South Essex NHS Foundation Trust 10,666 11,400 11,197
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Special Cause Variation – Performance – Referral to Treatment – 65 weeks - Incomplete

Background What the Data tells us Issues Actions Mitigations

Referral to Treatment – 65 

weeks incomplete

Exception triggered due to a run of 7+ 

data points above the mean (a shift)

Exception triggered due to breach of 

upper control limit

Although EPR has been in place for 

over a year, errors continue to affect the 

RTT PTL in a number of ways, artificially 

inflating the PTL size, as capturing  the 

correct outcomes results in fewer clock 

stops and the number of open pathways 

on the PTL.  

The external validation support that was 

in place to the end of March has ended.  

This has coincided with long term 

sickness within the trust validation team, 

where a number of posts remain vacant 

despite several rounds of recruitment

Outsourcing programme remains active with 

reasonable patient uptake.

Additional sessions are being undertaken but there is 

less uptake than pre COVID.

Operational recovery group oversight of activity 

delivery

DQ steering group established to lead on 

improvement work.

Funds identified to enable a small number of external 

validators utilising monies from vacancies put in 

place.   These validators have continued to focus on 

long waits. 

A business case to increase validation resources was 

approved in July.  A recruitment plan is in 

development but in the meantime, additional external 

resource will be put in place from September, to 

increase validation activity. 

Continuous horizon scanning for additional 

outsourcing opportunities, with specialty level 

engagement to ensure quality and safety as 

well as timely pathways

Weekly long wait review meeting in place to 

drive progress and delivery of improvement 

plan.  

Service level tracking with forward look to 

target deadlines to ensure  adequate 

operational oversight of patient cohorts.
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*Latest available published RTT data – 
June2023

Trust Apr-23 May-23 Jun-23

The Queen Elizabeth Hospital, King's Lynn, NHS Foundation Trust 106 112 91

West Suffolk NHS Foundation Trust 361 374 385
West Hertfordshire Hospitals NHS Trust 494 504 524

Milton Keynes University Hospital NHS Foundation Trust 390 503 602

The Princess Alexandra Hospital NHS Trust 604 707 816

James Paget University Hospitals NHS Foundation Trust 818 839 889

East Suffolk And North Essex NHS Foundation Trust 990 901 925

Bedfordshire Hospitals NHS Foundation Trust 798 974 936

Cambridge University Hospitals NHS Foundation Trust 990 1,065 1,001

North West Anglia NHS Foundation Trust 1,118 1,343 1,222

East And North Hertfordshire NHS Trust 1,609 1,619 1,671

Norfolk And Norwich University Hospitals NHS Foundation Trust 2,646 2,553 2,462

Mid And South Essex NHS Foundation Trust 2,395 2,762 2,787
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Special Cause Variation – Performance – Referral to Treatment – 78 weeks - Incomplete

Background What the Data tells us Issues Actions Mitigations

Referral to Treatment – 78 weeks 

incomplete

Exception triggered due to a breach of 

the lower control limit

Exception triggered due to 7+ data 

points below the mean (a shift)

Exception triggered due to the target 

being below the lower control limit

Human error with incorrect pathway 

clock stops is a known factor in PTL 

management and has resulted in a 

number of long wait pathway late 

additions to the waiting list.  These 

have often exceeded the target waiting 

time at the point of appearing on the 

waiting list and little can be done to 

address the wait time, although action 

is taken to ensure timely treatment 

under these circumstances.

Some outpatient reviews result in 

patients being listed for surgery, with 

little time to organise treatment before 

the month end deadlines.  Patient 

choice continues to play in part in 

some delays.

Weekly Access and long waits review 

meetings are maintaining the zero 

forecast position.

Daily validation (by the Director of 

Performance), with support from the 

RTT validation team to ensure grip 

and control, with actions to divisions 

and thematic feedback/lessons 

learned.

Progress for each at risk pathway is 

tracked at the weekly long wait review 

meetings.  This has ensured robust 

planning is in place and that all 

opportunities were taken to offer 

treatment dates to patients within the 

desired timeframes.

Continuous horizon scanning for 

additional outsourcing opportunities, 

with specialty level engagement to 

ensure quality and safety as well as 

timely pathways.
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*Latest available published RTT data – June 
2023

Trust Apr-23 May-23 Jun-23

The Queen Elizabeth Hospital, King's Lynn, NHS Foundation Trust 5 3 3
West Hertfordshire Hospitals NHS Trust 11 9 7

Bedfordshire Hospitals NHS Foundation Trust 5 10 12

Milton Keynes University Hospital NHS Foundation Trust 22 29 36

The Princess Alexandra Hospital NHS Trust 23 37 37

North West Anglia NHS Foundation Trust 51 98 46

West Suffolk NHS Foundation Trust 66 58 53

East Suffolk And North Essex NHS Foundation Trust 193 137 58

Cambridge University Hospitals NHS Foundation Trust 123 131 79

Mid And South Essex NHS Foundation Trust 77 137 86

James Paget University Hospitals NHS Foundation Trust 155 149 134

Norfolk And Norwich University Hospitals NHS Foundation Trust 327 379 221

East And North Hertfordshire NHS Trust 460 531 552
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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 due to a run of 

ascending data points (a trend)

Overall performance is impacted by 

under-performance in 4 modalities 

– DEXA, Echo, Audiology and 

Cystoscopy.

Resolution of the cystoscopy DQ 

problems is progressing with phase 

1 complete.  The next phase will 

involve a review of other 

therapeutic procedure inclusions 

on the DMO1 and also a review of 

planned/surveillance pathways.

Echo is constrained by workforce 

issues and increased demand.

DEXA also is challenged with 

workforce issues and loss of 

capacity from an outsourcing 

provider who paused activity last 

year

Work on the cystoscopy PTL will 

continue with the BI team and the 

service and further phases of work 

will be agreed as issues are 

clarified.

Audiology outsourcing has been 

delayed so that further work can be 

done on contractual terms and 

DEXA outsourcing capacity to 

increase when the former provider 

re-starts activity although a date is 

not yet known.

Echo ad hoc sessions have been 

approved by ORG and validation of 

the waiting list is underway by the 

new clinical lead.  

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 – June 2023
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Trust Apr-23 May-23 Jun-23

East Suffolk And North Essex NHS Foundation Trust 91.9% 92.8% 94.5%

The Queen Elizabeth Hospital, King's Lynn, NHS Foundation Trust 60.5% 76.3% 78.7%

James Paget University Hospitals NHS Foundation Trust 76.0% 77.0% 77.4%

Mid And South Essex NHS Foundation Trust 70.0% 75.2% 77.0%

The Princess Alexandra Hospital NHS Trust 74.9% 73.5% 76.0%

Milton Keynes University Hospital NHS Foundation Trust 81.2% 78.5% 75.2%

North West Anglia NHS Foundation Trust 66.3% 70.8% 67.6%

West Hertfordshire Hospitals NHS Trust 63.8% 65.8% 67.3%

Cambridge University Hospitals NHS Foundation Trust 62.9% 65.9% 66.2%

Bedfordshire Hospitals NHS Foundation Trust 61.8% 64.2% 66.0%

West Suffolk NHS Foundation Trust 61.5% 64.4% 63.7%

East And North Hertfordshire NHS Trust 54.7% 58.2% 60.3%
Norfolk And Norwich University Hospitals NHS Foundation Trust 54.9% 56.3% 56.8%
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Special Cause Variation – Performance – Cancer Breast Symptomatic 2 week wait

Background What the Data tells us Issues Actions Mitigations

Cancer – Cancer 

Breast 

Symptomatic two 

week wait

Exception triggered due to 2 of 

the 3 most recent data points 

being close to the upper control 

limit

Exception triggered due to 7+ 

data points above the mean (a 

shift)

Improved performance in May and June 

23 following a decline in performance in 

preceeding months. 

Performance for May – 96.3% and June – 

95.3% 

Continue to maintain polling range for outpatient 

appointments for breast 2WW, outsourcing 

arrangements remain and additional clinics as 

required to accommodate demand. 

Performance has improved across breast 2WW 

standards reflecting the work that the team have put 

in to improve the position. 

Maintain processes of early warning from 2WW team 

regarding capacity issues re. booking of appts.  

New breast pain pathway – referrals accepted from 

September and anticipate will increase capacity in 

2WW – providing alternative pathway for primary care 

where primary clinical indication is breast pain
36

*Latest available 
benchmarking data – 
Dcancer Waiting Times 
– May 2023
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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)

Exception triggered due 

to the target being 

above the upper control 

limit

Performance continues to be non-

compliant. 

A number of factors contribute to 

non-compliant  62 day 

performance: increase in demand, 

insufficient capacity for diagnostics 

– across both services and clinical 

support (histopathology of 

concern) owing to a mismatch 

between increased demand and 

baseline capacity.

Although cancer patients were 

prioritised during the recent 

strikes, overall capacity was 

compromised. 

Patients are tracked bi weekly, New escalation process in place and 

weekly huddle meetings for each tumour type to ensure early sight 

of issues and improve communication. 

Performance reviewed in Access weekly meetings.

Service improvement plans in development with scrutiny and 

oversight from Cancer Improvement Steering Group. Action plans by 

each tumour site now agreed. 

Long Waiters Reviews now beginning at 40 days across all 

specialties. As PTL size decreases this will be reviewed. Avoidable 

breaches identified and agreed actions undertaken to treat patients 

within target where capacity allows. 

Clinical lead review of all patients >100 days to agree specific plans. 

Total reduced to 63 (excl. sub and recurrence)

All patients who are treated 

after Day 62 will be subject 

to a Clinical Harm Review

Individual service level 

improvement plans – 

managed at service level 

through working groups and 

overseen by Steering Group. 
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*Latest available 
benchmarking data – 
Cancer Waiting Times – 
June 2023

Provider name Jun 23

EAST AND NORTH HERTFORDSHIRE NHS TRUST 81.7%

EAST SUFFOLK AND NORTH ESSEX NHS FOUNDATION TRUST
67.7%

BEDFORDSHIRE HOSPITALS NHS FOUNDATION TRUST 67.6%

JAMES PAGET UNIVERSITY HOSPITALS NHS FOUNDATION 

TRUST
65.6%

CAMBRIDGE UNIVERSITY HOSPITALS NHS FOUNDATION 

TRUST
65.0%

THE QUEEN ELIZABETH HOSPITAL, KING'S LYNN, NHS 

FOUNDATION TRUST
64.6%

WEST SUFFOLK NHS FOUNDATION TRUST 61.4%

WEST HERTFORDSHIRE HOSPITALS NHS TRUST 60.0%

BUCKINGHAMSHIRE HEALTHCARE NHS TRUST 57.1%

MILTON KEYNES UNIVERSITY HOSPITAL NHS FOUNDATION 

TRUST
48.4%

MID AND SOUTH ESSEX NHS FOUNDATION TRUST 44.4%

NORTH WEST ANGLIA NHS FOUNDATION TRUST 42.6%

THE PRINCESS ALEXANDRA HOSPITAL NHS TRUST 40.3%

NORFOLK AND NORWICH UNIVERSITY HOSPITALS NHS 

FOUNDATION TRUST
33.1%
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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 

38
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Special Cause Variation – Performance – Outpatient DNA Rate

Background What the Data tells us Issues Actions Mitigations

Outpatient DNA Rate

Exception triggered due to 

2 of 3 most recent data 

points being near the lower 

control limit

Exception triggered due to 

a run of data points below 

the mean (a shift)

Still heavily reliant on Text 

messaging for short notice 

bookings and need more 

information to be released 

as part of that 

communication

Bookings being made 

more than 6 months in 

advance 

In line with OP plan 

working on targeted 

approach to our patient 

demographic 

Trying to influence  

expanding patient portal 

functionality and 

correspondence 

assurance with stake 

holders 

Calling patients where 

possible adopting partial 

booking approach to 

telephone appointments 

and advertising Patient 

portal uptake to ensure 

patients have real time 

appointments letters for 

short notice and routine 

bookings that are made 

more than 6 months. Text 

now changed to 5 and 2 

days in advance 

ofexpected attendance 39

Latest Benchmarking 
data – June 2023 
(source – Model 
Hospital
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40

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) Jul 23 13.8% 13.0% Local PerC CPO

% staff leaving within first year (excluding medics and fixed term contracts) Jul 23 15.6% - Local PerC CPO

Vacancy rate Jul 23 7.4% 10.0% Local PerC CPO

Sickness rate Jul 23 3.8% 3.5% Local PerC CPO

Appraisal rate (Total) Jul 23 84.5% 90.0% Local PerC CPO

Mandatory Training Jul 23 90.8% 90.0% Local PerC CPO

% Bank Pay Jul 23 12.1% 12.0% Local PerC CPO/CFO

% Agency Pay Jul 23 4.8% 3.7% Local PerC CPO/CFO

WTE Workforce Establishment Jul 23 5523.4 5506.0 Local PerC CPO

WTE Staff in Post Jul 23 5114.4 5152.0 Local PerC CPO

BAME Staff in Post Jul 23 49% - Local PerC CPO

BAME Staff in Post - Band 8a+ Jul 23 2% - Local PerC CPO

Apprenticeship Levy Spend Jul 23 37% 65% Local PerC CPO

Well-Led Services - Workforce Metrics
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Special Cause Variation – Performance – Staff Turnover rate (rolling 12 months)

41

Background
What the Data 

tells us
Issues Actions Mitigations

Staff Turnover 

rate (Rolling 12 

months)

Exception triggered 

as the target is 

below the lower 

control limit

Staff turnover has further declined to 13.8% in 

July 2023. The rate of staff leaving the 

organisation has decreased to 15.6% last 

month. This is ranked 2 / 5 in the ICS.

EM, CSS, WACS and Corporate are above 

the target of 13%

Pulse survey have indicated a continual 

decline in engagement scores for Clinical 

Support and Environment.

High bank and agency usage creating cost 

pressures and staff morale issues

• Senior staff, walk abouts and listening clinics taking place 

with particular focus on hot spot areas. 

• Divisions are further analysing exit data to identify trends 

and develop actions accordingly. 

• Promotion of flexible working across the Trust with HRBPs 

working on divisional plans to support managers with these 

conversations.

• Star of Herts award ceremony taking place in September

• Increased level of support provided by the PDN’s to newly 

qualified nurses within ED 

• Review of establishments to focus on active recruitment, 

particularly at senior level.

• Improved process to support redeployment of nursing staff 

to cover gaps/surge.

‘You said we did 

'engagement to 

develop and implement 

actions from staff 

survey

People Promise Focus 

for Year 2, flexible 

working, values and 

behaviours, 

Winter planning summit 

to identify workforce 

pressures and staffing 

needs.
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Special Cause Variation – Performance – Vacancy rate

42

Back 

ground

What the Data 

tells us
Issues Actions Mitigations

Vacancy 

Rate

Exception 

triggered due to a 

breach of the lower 

control limit.

Exception 

triggered due to a 

run of data points 

below the mean (a 

shift)

Budgeted verses establishment does 

not align.

High level of vacancies across 

Corporate areas, Clinical Support and 

WACS.

Consultant recruitment vacancies 

increasing with high locum spend.

• Focus on establishment review to identify posts no longer 

required to enable pro-active recruitment going forward.

• Additional focus on consultant recruitment formulating plans for all 

roles  

• Guaranteed offers for newly qualified nurses

• Agreed additional funding for IR recruitment for radiographers. 

• Working with West Herts College for job opportunities for students 

with a focus on Health Care Support Workers.

• Cohorts of work experience students for corporate

• Apprenticeship focus in Environment, IT and Medicine

Establishment review processes 

across divisions 

Overseas recruitment funding 

confirmed

Winter preparedness actions to 

secure supply of staff.

Extended workforce KPIs

Exploring new ways of training 

registered staff
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Special Cause Variation – Performance/Assurance – Appraisal Rate

43

Backgrou

nd

What the Data tells 

us
Issues Actions Mitigations

Appraisal 

Rate

Exception triggered due 

a run of 7+ data points 

above the mean (a shift)

Exception triggered due 

to the upper control limit 

being below the target

Appraisal compliance has seen on a 

downward trajectory, currently 84.5%.

Hotspot areas are Corporate, 

Medicine, Surgery and Emergency 

Medicine

The Trust is above average 

compared to other nearby acute 

Trusts, ranking 2 / 12 as at Q4 22/23, 

even with the lower rates currently 

reported

• Appraisals are being actively managed with 

Divisions. There is a focus on availability of staff 

for the implications of Industrial Action and 

recovery, especially elective recovery in Surgery.

• Figures are analysed and discussed with divisional 

managers and direct managers, and data 

presented at DMT. 

• Data cleanse of hierarchy to ensure correct 

supervisor information is held, ensuring that the 

correct manager is completing the appraisals. 

  

• Planned spot checks on appraisal quality has 

commenced.

Encouraging career 

development conversations 

outside the appraisal 

through-out the year. 

New template being 

developed for Appraisal 

including easier access via 

Acorn.
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Special Cause Variation – Performance/Assurance – Mandatory Training

44

Background
What the Data tells 

us
Reasons Actions Mitigations

Mandatory 

Training

Exception triggered due to 

the target being below the 

lower control limit

Exception triggered due to 

7+ data points below the 

mean

Mandatory training is 

at 90.8% above the 

Trust target of 90%..

Surgery division see 

their compliance 

below Trust target.

• Communication of mandatory training 

compliance analysed and discussed 

with Divisional Managers and data 

presented at DMT. Trajectory planned  

to be above target within the next two 

months  

• Weekly reminders to managers and 

onus on senior divisional managers to 

actively chase their teams, particularly 

for hotspot areas. Focus on specific low 

compliance areas.

• Paused Fire safety training 

recommenced following recent 

recruitment.

There is a continued focus on specific subjects to maintain compliance 

and ensure this is above the 90% target, Surgery Division actively 

working on training and trajectory to be above 90% for next quarter

Managers reminded that colleagues have protected time to complete  

Mitigating against IA by minimising standing down training as much as 

possible.

Increase capacity for classroom based session across all three sites.

Investigate feasibility of providing some classroom sessions virtually. 
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Special Cause Variation – Performance/Assurance – WTE Staff Establishment/WTE Staff in Post

45

Background
What the Data 

tells us
Reasons Actions Mitigations

WTE Workforce 

Establishment/

WTE Staff in Post

Exception triggered 

due to 7+ data 

points above the 

mean

Exception triggered 

due to a breach of 

the upper control 

limit

The planned business case 

establishment target is 

5,506 wte by March 2024.

The business case for the 

wte staff in post figures is 

5,152 wte in post by March 

2024.

• The target for Trust establishment is 5,506 wte by March 

2024, so the target is 17.4 wte adrift at this stage of the 

financial year, with further amendments to be applied. 

• The current staff wte figure is 5,114.4 wte, and continued 

recruitment is enabling the target of 5,152 WTE by March 

2024 to be reached. 

• There has been a significant upturn in recruitment to help 

enable staffing WTE to increase, to meet the increased 

staffing requirements and help offset bank and agency 

expenditure.

Recruitment for permanent 

staff will continue to offset 

agency usage. 

Particular focus on Corporate 

establishment review. 

Winter preparedness meeting 

established

Workforce Efficiency Group 

monitoring and measuring 

workforce CIPs.
.
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Special Cause Variation – Performance – BAME Staff in Post

46

Backgroun

d

What the Data 

tells us
Reasons Actions Mitigations

BAME staff 

in 

post/BAME 

Staff in post 

– Band 8a+

Exception 

triggered due to 7+ 

data points above 

the mean

Exception 

triggered due to a 

breach of the 

upper control limit

The numbers of BAME staff 

as a % of the workforce has 

increased over time due to 

changing recruitment.

In 2019 BAME staff were 

36.1% of staff, 39.55 in 2020, 

The figure for June 23 is 49%

The % of BAME staff at Band 

8A+ is currently 2% against 

4% for White staff. 

• The Trust continues to recruit significant numbers of registered 

nursing staff from abroad, and this now reflects the increased 

proportion of BAME staff. 

• Further development around divisional KPIs

• Value based recruitment practices being implemented including 

mandatory inclusive panel representation 

• All HR processes are being reviewed to ensure fairness, parity of 

experience and adequate support is provided to all. All Triage 

panels are now inclusive. Ops HR conducting an audit of ER and 

MHPS cases

•  Reciprocal mentoring launched 

• Cultural competency  training for all staff to be facilitated in 

September and October, work has commenced to further develop 

online EDI training. 

Active Staff Network 

EDI steering group

EDI dashboard 

developed to track 

key indicators 

Reciprocal mentoring 

scheme to be 

launched 
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Special Cause Variation – Performance – Apprenticeship Levy Spend

47

Backgro

und

What the 

Data tells us
Reasons Actions Mitigations

Apprentices

hip Levy 

Spend

Exception 

triggered due to 

a breach of the 

upper control 

limit

Exception 

triggered due to 

the target being 

above the upper 

control limit

The target for the 

apprenticeship levy 

spend is 65% for 

23/24.Each financial 

year resets the % 

figure and this will 

increase over 23/24 to 

achieve the 65% 

target. The current 

utilisation is 38%. 

- Utilisation in July 2023 was 37% of total levy - The dip in July % was the result of the increased wage bill due 
to the NHS pay increase
- Arrangement are in place with West Herts College to support individuals in obtaining functional skill 
qualifications to enable them access the apprenticeship route.  
- Funded UK ENIC licenses obtained to recognise and compare of international qualifications and skills to 
widen participation in apprenticeships and traditional nursing and AHP degree programmes.
- Partnership with University of Hertfordshire Business School to offer a range of leadership apprenticeships. 
First cohort (6) commencing in September, with further cohort in March. Further programmes coming on line. 
- Working with Environment to improve their understanding and utilisation of apprenticeship (0% spend as a 
division). Working with Clinical support and Corporate to convert Band 2 + Band 3 for direct entry 
apprenticeships in the first instance.
- Conducting Talent Team walk abouts and drop-in sessions to discuss apprenticeship opportunities including 
attending Divisional Management Team, Senior Management Team meetings, ward huddles and PAC
- Developing more effective and informative commutation e.g. website development 
- Developed additional partnerships with alternative apprenticeship providers that provide a wider variety of 
courses 

Academy Portal user 
guides for managers 
and applicants 
created

Incorporating 
apprenticeships with 
educational scoping

The Trust offers an 
online programme for 
applicants who 
require entry level 
Maths & English for 
higher 
apprenticeships
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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 Jun 23 7060 - Local F&P COO

A&E Attendances Jul 23 15899 - Local F&P COO

1st Outpatient Appointments - All Jul 23 12289 - Local F&P CIO

1st Outpatient Appointments - Face to Face Jul 23 11678 - Local F&P CIO

Follow Up Outpatient Appointments - All Jul 23 16051 - Local F&P CIO

Follow Up Outpatient Appointments - Face to Face Jul 23 11953 - Local F&P CIO

Specific Acute Elective Ordinary Admissions Jul 23 411 - Local F&P COO

Specific Acute Daycases Jul 23 3320 - Local F&P COO

Specific Acute Non-Elective Admissions - 0 LOS Jul 23 1112 - Local F&P COO

Specific Acute Non-Elective Admissions - +1 LOS Jul 23 2646 - Local F&P COO

Completed Admitted RTT Pathways (Clock Stops) Jul 23 809 - Local F&P COO

Completed Non-Admitted RTT Pathways (Clock Stops) Jul 23 5468 - Local F&P COO

New RTT Pathways (Clock Starts) Jun 23 10804 - Local F&P COO

PTL Volume Jul 23 62781 - Local F&P COO

Theatre Utilisation (Touch time utilisation on the day hours planned inc early starts and late finishes) Jul 23 79% 85% Local F&P COO

Theatre Cases Jul 23 1011 - Local F&P COO

Theatre Cases per Session Jul 23 2.2 - Local F&P COO

Activity Metrics
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Special Cause Variation – Performance – A&E Attendances

Background What the Data tells us Issues Actions Mitigations

A&E Attendances

Exception triggered due to 

7+ data points above the 

mean (a shift)

ED demand has increased by 

19% for adults and 40% for 

paediatrics

Working with ICB to review 

alternative pathways to ED

Working closely with UTC 

providers to ensure patient are 

streamed early and into the 

right pathway

The ICB have implemented 

Respiratory HUBs at SACH and 

HHH receiving patients directly 

from 111. 

The profile observed in A&E 

attendances at West Herts 

triggering an exception is 

equally observed when looking 

at all A&E attendances in 

England
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Special Cause Variation – Performance – 1st Outpatient Appointments – Face 

to Face

Background What the Data tells us Issues Actions Mitigations

1st Outpatient 

Appointments – Face to 

Face

Exception triggered due to 

7+ data points above the 

mean (a shift)

Exception triggered due to 

a breach of the upper 

control limit

ED demand has increased by 

19% for adults and 40% for 

paediatrics

Working with ICB to review 

alternative pathways to ED

Working closely with UTC 

providers to ensure patient are 

streamed early and into the 

right pathway

The profile observed in A&E 

attendances at West Herts 

triggering an exception is 

equally observed when looking 

at all A&E attendances in 

England
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Special Cause Variation – Performance – Specific Acute Daycases

Background What the Data tells us Issues Actions Mitigations

Specific Acute Daycases

Exception triggered due to 

7+ data points above the 

mean (a shift)

Day case rates were 

particularly impacted by the 

loss of capacity due to the 

Easter Bank Holidays and the 

subsequent Junior Doctors’ 

Industrial action.  The latter 

resulted in the pause of elective 

surgical activity at SACH for the 

duration of the strike.

A small amount of activity, 

undertaken through outsourcing 

has to be recorded 

retrospectively and this may 

have contributed to the overall 

position.  Some ongoing issues 

with EPR functions remain 

outstanding but solutions are 

being pursued.

Seamless Surgery and Elective 

Care Recovery programmes 

are in place.  The focus on 

theatre productivity within the 

Surgical division with particular 

emphasis on scheduling and 

utilisation is expected to result 

in increased volume and 

improved utilisation in the 

coming months.

Outsourcing activity contributes 

to the trust’s activity numbers.  

A new report, with a forward 

look of activity plans has been 

developed, and this will assist 

with oversight and enable a 

pro-active approach where 

case numbers appear low.
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Special Cause Variation – Performance – Specific Acute Non-Elective 

Admissions - +1 LOS

Background What the Data tells us Issues Actions Mitigations

Specific Acute Non-

Elective Admissions - +1 

LOS

Exception triggered due to 

2 of 3 most recent data 

points being close to the 

upper control limit
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Special Cause Variation – Performance – Completed Admitted RTT Pathways (Clock Stops)

Background
What the Data tells 

us
Issues Actions Mitigations

Completed Admitted 

RTT Pathways (Clock 

Stops)

Exception triggered due 

to 7+ data points below 

the mean (a shift)

Although EPR has been in place for over a 

year, errors  continue to affect the RTT PTL 

in a number of ways, artificially inflating the 

PTL size, and teams are not capturing  the 

correct outcomes which results in fewer 

clock stops.

The periods of industrial action in have 

affected the normal levels of planned care 

activity, meaning fewer clock stops.  Urgent 

care pressures have limited complex 

elective admissions to WGH which has also 

resulted in fewer clock stops.

There is long term sickness within the trust 

validation team, where a number of posts 

remain vacant despite several rounds of 

recruitment.  Finding bank staff with the 

right skillset is challenging and funding 

constraints only permit a small amount of 

external validation resource which in 

combination with the trust team, is 

insufficient to correct the volume of 

transaction errors continues at the point of 

entry by Cerner/EPR users.

Increased levels of activity will improve clock stop rates through: 

• the outsourcing programme which remains active with 

reasonable patient uptake.

• Additional sessions although there is less uptake than pre 

COVID.

Operational management teams will be given access to Cerner 

clock stop functionality once training has been completed, which 

supports pathway management and clock stops outside of the 

validation team.

Training, funded through RTT validation schemes has been 

delivered for clinical and non-clinical staff.

DQ steering group established to lead on improvement work.

Funds identified to enable a small number of external validators 

utilising monies from vacancies put in place.   These validators 

have continued to focus on long waits. 

Expansion of the Trust’s validation team following business case 

approval, with recruitment underway.  The additional funding will 

facilitate increased resources from the external partner, starting 

in September.

Continuous horizon scanning for additional 

outsourcing opportunities, with specialty level 

engagement to ensure quality and safety as well 

as timely pathways

Seamless Surgery programme, with a focus on 

theatre efficiency will deliver increased levels of 

activity which will include RTT pathway patients, 

resulting in additional clock stops.

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.
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Trust Jun-23

Mid And South Essex NHS Foundation Trust 3,989

Cambridge University Hospitals NHS Foundation Trust 2,707

Norfolk And Norwich University Hospitals NHS Foundation Trust 2,547

Bedfordshire Hospitals NHS Foundation Trust 2,527

East Suffolk And North Essex NHS Foundation Trust 2,298

North West Anglia NHS Foundation Trust 1,993

East And North Hertfordshire NHS Trust 1,700

James Paget University Hospitals NHS Foundation Trust 1,675

Milton Keynes University Hospital NHS Foundation Trust 1,600

The Queen Elizabeth Hospital, King's Lynn, NHS Foundation Trust 938

West Suffolk NHS Foundation Trust 938

West Hertfordshire Hospitals NHS Trust 927
The Princess Alexandra Hospital NHS Trust 455

*Latest 
available 
published RTT 
data – June 
2023
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Special Cause Variation – Performance – RTT PTL Volume

Background What the Data tells us Issues Actions Mitigations

RTT PTL Volume

Exception triggered due to breach 

of the upper control limit

Exception triggered due to 7+ 

data points above the mean (a 

shift)

Although EPR has been in place for 

over a year, errors  continue to affect 

the RTT PTL in a number of ways, 

artificially inflating the PTL size, as 

capturing  the correct outcomes 

results in fewer clock stops and the 

number of open pathways on the 

PTL.  

The external validation support that 

was in place to the end of March has 

ended.  This has coincided with long 

term sickness within the trust 

validation team, where a number of 

posts remain vacant despite several 

rounds of recruitment.  As a result 

there is insufficient resource to 

manage the PTL effectively while the 

volume of transaction errors 

continues at the point of entry by 

Cerner/EPR users.

Outsourcing programme remains active with reasonable patient 

uptake.

Additional sessions are being undertaken but there is less 

uptake than pre COVID.

Operational recovery group oversight of activity delivery

DQ steering group established to lead on improvement work.

Funds identified to enable a small number of external validators 

utilising monies from vacancies put in place.   These validators 

have continued to focus on long waits. 

A business case to increase validation resources was approved 

in July.  A recruitment plan is in development but in the 

meantime, additional external resource will be put in place from 

September, to increase validation activity. 

Continuous horizon scanning for additional 

outsourcing opportunities, with specialty 

level engagement to ensure quality and 

safety as well as timely pathways

Weekly long wait review meeting in place to 

drive progress and delivery of improvement 

plan.  

Service level tracking with forward look to 

target deadlines to ensure  adequate 

operational oversight of patient cohorts.

Expansion of the Trust’s validation team 

following business case approval, with 

recruitment underway.
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*Latest available published RTT data – June2023

Trust Apr-23 May-23 Jun-23

Mid And South Essex NHS Foundation Trust 172,609 177,289 182,684
Bedfordshire Hospitals NHS Foundation Trust 90,315 91,847 93,338
East Suffolk And North Essex NHS Foundation Trust 85,584 86,084 87,206
Norfolk And Norwich University Hospitals NHS Foundation Trust 83,071 83,529 85,535
North West Anglia NHS Foundation Trust 77,961 79,456 80,526
East And North Hertfordshire NHS Trust 62,254 62,253 63,196
Cambridge University Hospitals NHS Foundation Trust 60,729 61,541 61,492
West Hertfordshire Hospitals NHS Trust 56,511 57,925 60,617
Milton Keynes University Hospital NHS Foundation Trust 40,028 38,999 39,357
James Paget University Hospitals NHS Foundation Trust 30,769 31,828 33,867
West Suffolk NHS Foundation Trust 31,817 32,846 33,822

The Princess Alexandra Hospital NHS Trust 27,372 27,523 27,137
The Queen Elizabeth Hospital, King's Lynn, NHS Foundation Trust 21,879 22,165 22,158
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Special Cause Variation – Performance/Assurance – Theatre Utilisation (Touch time utilisation 

on the day hours planned inc early starts and late finishes

Background What the Data tells us Issues Actions Mitigations

Theatre Utilisation (Touch time 

utilisation on the day hours 

planned including early starts and 

late finishes

Exception triggered due to target 

being outside upper control limit

Exception triggered due to a run 

of 7+ data points above the mean

Exception triggered due to a 

breach of the upper control limit

Utilisation for the month of July 

has increased from 77.5% to 

79.1% across all specialities. 

A positive increase to utilisation, 

however the work is ongoing to 

drive this towards and beyond 

85%

Late starts have increased on 

average by 5 minutes although 

early finishes in line with the 

increased utilisation has fallen by 

an average of 18 minutes.

Disruption due to strikes has been 

kept to a minimum but has had an 

effect on services and activity.

The Improvements Programme 

team will continue to drive 

adherence to the established 

processes, including median time 

use and golden patient until at 

least the end of the financial year 

to ensure these are embedded.

The use of median times is 

happening in conjunction with the 

ongoing works to transfer from 

Pathpoint to Cerner.

High priority continues to be the 

reduction of late starts and early 

finishes. The Gynae team have 

now come online, and we are 

seeing early improvements within 

the speciality.

Where clinician conversations 

were ineffective, a support 

pathway has been set up and is in 

use to manage escalation. 

This escalation process 

encourages conversations 

between the right staff and staff 

groups including Divisional 

Directors etc.
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Special Cause Variation – Assurance – Theatre Cases per session

Background What the Data tells us Issues Actions Mitigations

Theatre Cases per Session

Exception triggered due to 2 of 3 

recent data points being close to 

the upper control limit

Exception triggered due to a 

breach of the upper control limit

Cases per session has increased  

from Junes 2.11 to July’s 2.19

It is expected that this will 

increase further in subsequent 

months due to stated actions.

With cases per session, case mix 

is also is an important 

consideration.  

Median times usage requires 

more work and attention in order 

to produce median times for use 

with all cases that also are 

available via Cerner.

Continue to use median times 

where possible to realistically  

specify the correct number of 

patients that can be booked to 

each clinicians list.

The Project manager for booking 

and planning works closely with 

data warehouse representative, 

analysts and coding, 

Median time usage continues to 

be worked up to bring it to a place 

where median times can move to 

an ‘opt out’ status overall.
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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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Appendix 5 – Activity Metrics
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Thank you
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Title of the paper: Maternity Oversight Quarterly consolidated report (April 2023-June 2023) 
Agenda Item: 22 

Presenter: Kelly McGovern, Chief Nurse 

Author(s): Mitra Bakhtiari, Director of Midwifery, Gynaecology Nursing/Deputy Chief Nurse 

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 an overview of all 
activities related to quality and safety of maternity services for assurance. 
This fulfils the quarterly reporting requirements in line with the Ockenden 
final report (March 2022) and Maternity Incentive Scheme year 5 (May 
2023). Both documents are on diligent resources. The domains covered 
in the reporting period for consistency are: 

• Avoiding Term Admissions into Neonatal Units (ATAIN) 

• Perinatal Quality Surveillance Model (PQSM) 

• Ockendon and East Kent reviews   

• Maternity/Neonatal Safety Champion   

• Maternity Voices Partnership  

• Maternity Incentive Scheme year 5  
Key points to raise: 

• The maternity services continue to show improvements as 
highlighted in recent assurance visits. No immediate safety 
concerns were raised following April 2023 joint HWE/ICB Mock 
CQC visit. 

• The Trust has existing mechanisms in place against each of the 
recommendations from East Kent report. 

• With fluctuating midwifery vacancies, a robust recruitment and 
retention program is in place with strong links to the regional 
maternity teams to ensure gaps in vacancies are controlled. 

• Escalation process is in place to mitigate against risk of gaps in 
safe staffing and monitored for effectiveness. Midwifery calculation 
is currently being revised using Birth rate plus tool in response to 
changes in the annual birth rates and this will complete by mid-
October 2023. 

• The trust is expecting a regional quality and safety visit in Sep 
2023. 

• Maternity CQC ‘Must do’ and ‘Should do’ action plan is near 
completion. The remaining open action is related to monitoring 
process for safe Entonox levels. To sustain safe levels in all 
labouring rooms, piped entonox has been removed and the trust 
has reverted to the use of Entonox cylinders on the delivery suite 
and low risk unit. An effective monitoring process is in place to 
sustained safe levels. 

Trust Board Meeting 
7 September 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 

Departmental Clinical Governance Group July 2023 

Quality Committee  July 2023 
 

Action required: 
 

The Board is asked to receive this report for information and assurance 
of the evidence of quality safety of maternity services for discussion and 
assurance. 
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Agenda Item: 22 
 

Trust Board Meeting – 7 September 2023  
 
Title of paper: Maternity Oversight Quarterly report (April 2023-June 2023 Q2) 

Presented by: Kelly McGovern, Chief Nurse 

 

1. Purpose  
 

1.1 The report is intended to provide assurance to the board that maternity services, in line 
with national recommendations are focused on improving and sustaining high quality care 
to families who choose WHTH. The report is based on locally and nationally agreed 
measures for monitoring maternity and neonatal safety, as outlined in the NHSEI 
document ‘Implementing a revised perinatal quality surveillance model’ (December 2020) 
and shows an effective ward to board assurance.  

1.2 In line with the recommendations from the Ockenden Report (March 2022) and Maternity 
incentive scheme (MIS year 5, May 2023), the Trust is required to systematically review 
quality and safety of maternity services, and this includes providing an oversight report to 
the Trust board on a quarterly basis.  
 

2. Background 
 
2.1 Since the publication of the CQC report in Dec 2021, when the trust’s rating changed 

from good to requires improvement in maternity, the service has made much 
improvement. The service has a consolidated action plan incorporating progress 
against national reports, 60 steps, maternity assessment tool, CQC, MBRRACE and 
annual maternity survey. Ockenden final action plan is near completion and the pending 
actions impose low risk to the organisation. The trust has a process in place to address 
the recommendations from East Kent report. The CQC ‘must do’ and ‘should do’ action 
plan is on track for completion with one action left to complete with good progress.  

 
2.2 The service has received several assurance visits led by the regional NHSE/I maternity 
 team, had an internal audit of risk and governance and mock CQC inspection jointly led 
 by HWE/ICB. The last visit was in April 2023 which identified areas of good 
 practice and no safety concerns were highlighted. These involved site visits, speaking 
 to maternity and neonatal staff, and the chair of Maternity Voices partnership group.  
 
2.3 In February 2023, the trust was successful in declaring full compliance with all 10 safety 
 actions outlined in Maternity Incentive Scheme year 4 and has since recovered its 
 CNST contribution.   
 
2.4 The trust follows BSOT (Birmingham Symptom specific Obstetric Triage) model in 
 maternity triage and records compliance on the maternity dashboard that is currently 
 98% compliant.  
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2.5 Key improvements includes review of the risk and governance process, reduction in 
 overdue Datix to an acceptable threshold agreed with established shared learning, 
 trust wide and across wider system.  
 
2.6 MVP is involved in many projects to ensure voices of families who have used our 

service are shared and co-production is in place following 15 step walkabouts, as part 
of shared decision-making councils. The effectiveness of this process is monitored at 
monthly MVP meetings. A quarterly report is submitted to the departmental governance 
meeting based on triangulation of complaints, compliments and themes from patient 
feedback. 

 

3.0 Analysis/Discussion  
 

3.1 voiding Term Admissions into Neonatal Units (ATAIN)  
 

3.1.1 Avoiding Term Admissions into Neonatal units (ATAIN) is part of the MatNeoSIP 

 program that provides the framework for best practice to reduce term admissions 

 hence mother and baby separation. The trust has a weekly multidisciplinary review of all 

 term admissions (regardless of the length of stay) with a view to understanding reasons 

 and identifying avoidable admissions. Learning is shared locally and LMNS wide aiming 

 to reduce mother/infant separation. (Appendix 1) 

 

3.1.2 Nationally set target for term admission is < 6 % (< 6 term babies out of 100 births). The 

 trust has achieved sustainable reductions in term admissions in the last 4 years (8.4 % 

 to 5.6%) despite an increase that was noted in the reporting period. 

 

3.1.3 In the reporting period the trust 57 admissions were eligible for review as below with 12% 
 [7] of the cases that were deemed avoidable: 

57 admissions   6% 

172 admissions in 2022  4.3% 
235 admissions in 2021  5.5% 

Respiratory distress  47% of admissions [27] 

Observations   17% [10] 

Jaundice     14% [8] 

Hypoglycaemia   5.2% [3] 

Infection    3% of admissions [2] 

 

 
3.1.4 ATAIN is discussed at maternity/neonatal safety champion meeting and 
 departmental governance meeting in line with MIS year 5, safety action 3. 
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3.1.5 Key points  
 

• Avoiding term admissions and short stays to neonatal unit reduces preventable harm 
& improves mother/infant bonding, breastfeeding rates, and long-term outcomes. 

 

• Sustained reduction in term admission rates well below regional and national 
average rates – testament to MDT working and culture within the perinatal team. 

 
3.1.6 Further improvement that can control respiratory distress as the common reason for 

ATAIN: 
• Maternity dashboard includes monitoring pre labour caesarean sections before 38+6 

weeks. 
• Enhanced recovery program has been launched that helps identify at risk infants for 

jaundice, feeding difficulties to inform post birth neonatal plan. 
• Normothermia quality improvement project in progress aiming to reduce ATAIN. 

 

3.1.7 Term admissions (> 4 hours stay in neonatal unit): Term admissions to the neonatal 

 unit in the reporting period was to 6% in Q2 Apr-Jun 2023 (57/962 live births) compared 

 to 4.3% (172 term admissions/3969 live births) in Jan – Dec 2022. However, 7 out of 57 

 (12%) of cases were avoidable in the most recent quarter compared to 16.8% (29) of the 

 172 admissions were deemed avoidable in 2022.  

 

3.1.8 Short stays: (< 4 hours stay in neonatal unit): In the reporting period, there were 16 

 short stay transfers to neonatal unit. The service had 952 live births in this period. Short 

 stay transfers / live births =1.6%. There is no nationally available metrics to benchmark 

 this parameter. Reasons for short stay: 

• Respiratory distress: 8/16 (50%)  

• Observation:  6/16 (37.5%) 

• Jaundice:   1/16 (6.25%) 

• Other:   1/16 (6.25%) 

 

3.1.9 Respiratory distress appears to be a predominant cause for short stay observations and 

 consequently mother and infant separation. 3/16 (18%) of short stay cases were 

 avoidable according to ATAIN MDT review panel. 

3.1.10  The service has been proactive in setting up MDT ATAIN reviews and numerous 

 changes have been embedded to practice (Hypoglycemia framework for practice, 

 sepsis proforma, respiratory distress pathway) alongside work to address changes to 

 traditional/cultural practices on oxygen weaning and monitoring duration after 

 discontinuation of oxygen. Whilst term admission rates have significantly improved, there 

 has been a recent increase (remaining on target). 
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3.2 Perinatal Quality surveillance model 

3.2.1 The trust has continued to systematically review the quality and safety indicators in 

 maternity using a locally agreed Perinatal quality surveillance model for, ward to board 

 assurance and triangulation of intelligence and information for monitoring maternity and 

 neonatal safety. The trust has recently reviewed this tool to bring it in line with the Local 

 Maternity Neonatal system (LMNS), that will be included in the maternity oversight report, 

 evidencing quarterly board level assurance. PQSM is reviewed at the departmental 

 Governance meeting. 

3.2.2 Clinical incidents: following graph show the incident themes since 1st December 2022-

 1st July2023. Second graph shows the top five themes: 
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3.2.3 Key actions: 

• ATAIN working group each week, an audit completed and presented quarterly at the 
departmental governance meeting and shared via the maternity safety champions 
meeting. 

• PPH >1500ml: Thematic review undertaken, and guideline reviewed. 

• MOH > 2 litres are reviewed by the MDT to ascertain as part of clinical incident reviews 
and involves families as part of Duty of candour.  

• Service disruptions, relates to when the low-risk maternity birth centre is diverted, or 
inductions of labour delayed. The actions and mitigations are monitored as part of risk 
review. 

• Safe staffing is controlled through safe staffing escalation and reviewed at daily safety 
huddles. 

• All HSIB cases in the reporting period is related to term stillbirths (reviewed at SI panel), 
where there was evidence of HIE (Hypoxic-Ischemic encephalopathy, type of brain 
damage caused by lack of oxygen to the brain before or shortly after birth with short 
term or long-term effect). These incidents are reviewed as part of the rapid review 
process by the multidisciplinary team and sharing any immediate learning identified. 
The trust performance remains within the EOE regional and not an outlier. The learning 
is shared across LMNS and ICB at bimonthly meetings and monthly LMNS quality and 
safety meetings.  

3.2.4 Key highlights in the reporting period as shown in Appendix 2 are outlined below: 

• Marked reduction in the number of open Datix (by 50% since 2022 and further declining) 
• Midwifery vacancies continue to fluctuate. The review of workforce is ongoing alongside 

a robust recruitment and retention plan to optimise workforce. 
• Maternity dashboard by exception: working group as part of Antenatal/Postnatal forum 

is reviewing Induction of Labour pathways and methodology. The service is planning a 
process where all women with previous caesarean have a supportive discussion for 
informed choice about mode of birth (This is currently ad hoc as part of birth option 
clinic). The pathways are being reviewed and revised at present. See below from June 
dashboard: 
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• Benefit realisation since Implementation of Badgernet Digital maternity system include: 

 
1. For families 

 

2. For staff 
 

 

3.2.5 CQC preparedness: The trust is progressing with the CQC action plan following 

 maternity unannounced inspection in Oct 2021. All ‘should do’ and ‘must do’ actions are 

 completed except for one that is related to monitoring of safe exposures in the birthing 

 rooms. (Levels above 300ppm over 8 hours is considered unsafe). The trust has 

 established a process to minimise the risk of exposure, all at risk staff have been 

 assessed and this is included as part of onboarding new staff. Body worn monitors are 

 available for ad hoc monitoring and effectiveness of mitigations are reviewed at the 
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 trust risk register review. The action plan is discussed at the ICB quality committee for 

 assurance.  

3.3     East Kent, ‘Reading the signals’ 

3.3.1 ‘Reading the Signals’ – The Report of the Independent Investigation into Maternity and 

 Neonatal Services in East Kent report was published in October 2022 and was an 

 independent investigation into the failings of maternity care at East Kent Hospitals 

 University NHS Foundation Trust’s two hospitals (The Queen Mother Hospital and 

 William Harvey Hospital in Ashford) between 2009 and 2020.  

 

3.3.2 The report identified several themes including failures in teamwork, professionalism 

 and compassion, failure to listen, issues around investigations and in the Trust’s 

 response and failure in regulators to act. Out of these the following national 

 recommendations were made:  

 

 1: Establishment of a Task Force capable of differentiating signals among noise to 

 display significant trends and outliers, for mandatory national use  

 2: Those responsible for continuing clinical education be commissioned to report on how 

 compassionate care can best be embedded into practice and sustained through lifelong 

 learning. Relevant bodies to report on how the oversight and direction of clinicians can 

 be improved, and appropriate sanctions for non-compliance.”  

 3: Royal College of Obstetricians and Gynaecologists, the Royal College of Midwives 

 and the Royal College of Paediatrics and Child Health, be charged with reporting on how 

 team working in maternity and neonatal care can be improved.  

 4: Trusts be required to review their approach to reputation management and to ensure 

 there is proper representation of maternity care on their boards.  

 

3.3.3 The trust has reviewed the recommendations and completed a Gap analysis reviewed 

 alongside the themes identified in the report. The Trust has existing mechanisms in place 

 against each of the recommendations from East Kent report, key highlights are outlined 

 below. (Appendix 3) trust is progressing with leadership development plans and perinatal 

 culture program organised for the senior management teams. 
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WHTH’s Key actions in response to East Kent 

Recommendation 1 Robust risk and governance process with a established ward to board 

assurance. This includes the reporting of safety and quality metrics 

from maternity services through to board level, including compliance 

against national recommendations/reports and Maternity Incentive 

Scheme. Agreed training days ahead of implementation of PSIRF 

(Patient Safety Investigation Response Framework) 

Established staff engagement process including Freedom to speak up 
for safety guardian service. 

Recommendation 2 Perinatal culture program attended by the divisional senior 

management team 

Human factors training included in the MDT study days 

SCORE survey plan for autumn 2023 

GMC survey 

Maternity rebranding project in progress 

listening sessions for staff (multicultural trust group CONNECT, 

maternity safety champions, Freedom to speak up guardian 

specialist bereavement support, and frameworks to ensure families 

are involved in incident investigations and the perinatal mortality 

review process. Specialist bereavement support, and frameworks to 

ensure families are involved in incident investigations is in place as 

part of PMRT. Maternity Equality Diversity Inclusion (EDI) plan is 

agreed and an action plan is in progress and will be followed by revie 

of agreed KPI and will be reported as part of this report 

Recommendation 3 PROMT training is established as part of staff mandatory annual 

training. Practical Obstetric Multi-Professional Training is an evidence 

based multi-professional training package for obstetric emergencies. 

It is associated with direct improvements in outcomes for mothers and 

babies through improvement in knowledge, clinical skills and human 

factors, drills and skills, regular simulation) 

Staff debrief following clinical incidents. 

Established staff support via educational supervisors and Professional 

Midwifery Advocates. Safety huddles, twice daily handover, consultant 

led LMNS quality and safety shared learning 

Recommendation 4 The trust has an Executive and Non-Executive Maternity and Neonatal 

Board Safety Champion in place. Director of midwifery is a member of 

the Trust board. There is a clear reporting structure, with agreed 

reporting templates, developed to ensure the trust board is informed 

of all activities of the maternity services. This includes reporting on the 

trust compliance with national and regulatory recommendations 

following the national maternity reviews 
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3.3.4 In spring 2023, a single delivery plan for maternity and neonatal care was published by 

 NHSE, bringing together actions required following the East Kent report, the Ockendon 

 report, and NHS Long-Term Plan and Maternity Transformation Programme 

 deliverables. The region is currently agreeing the specific KPI for Trusts and 

 Collaborative-wide implementation that informs locally planned maternity strategy. This 

 includes performance reporting regularly to the committee, the trust board and across 

 LMNS and ICB. The maternity strategy will be developed alongside the trust five-year 

 strategy, with an overarching action plan as set out in the single delivery plan. 

3.3.5 The trust is working towards PSIRF (Patient Safety Incident Framework) implementation 

and within maternity services, training of staff has commenced. The service is 

benchmarking the current risk and governance process in line with PSIRF ahead of its 

implementation.  

 
3.4 Ockenden (part 1 & 2) 

 

3.4.1 The trust is compliant with 7 Ockenden immediate and essential actions (IEA's) from the 

 first report following implementation of digital maternity system.  

3.4.2 The remaining actions from Ockenden final report are related to completion of leadership 

 development plans as well as introducing active by stander program to optimise civility a 

 speaking up culture and enhancing ‘Freedom to speaking up’. A series of awaydays for 

 designated groups have completed and the Training Needs Analysis is agreed to invest 

 CPD funded programs to support professional development of staff in line with their 

 Appraisals.  

3.4.3 Bereavement care: the trust is working towards a 7/7 service and creating bereavement 

 champion roles. Training is in progress to upskill staff for Postmortem consent. Postnatal 

 leaflet is in production to provide support for bereavement families following discharge 

 from the hospital. QR code is available to obtain feedback that would be linked with the 

 trust patient experience team. 

 
3.5 Maternity Safety Champion Report  

 
3.5.1 In line with MIS safety action 9 Maternity/Neonatal Safety Champions’ work plan has 

progressed including monthly visits to the maternity unit and monthly meetings involving 
Executive and non-Executive board-level maternity safety champion, acting as a conduit 
between the board and the service level champions.  

3.5.2 Quadrumvirate has commenced perinatal culture program 
 

3.5.3 Themes from visits in the reporting period as indicated on PQSM includes: 
 

• ‘You said, we did’: Review of progress in refurbishment of Katherine and Victoria ward, 
Delivery suite staff room and office space optimisation with positive feedback from staff. 
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• Staff pantry area on delivery suite in line with EHO standards 

• Benefit realisation from a maternity digital system particularly investigating clinical 
incidents. 

• Cultural safety plans within maternity/neonatal services 

 

3.6 Maternity Voices Partnership  
 

3.6.1 In line with the MIS year 5 safety champion 7, the trust has an established process of 
meeting with service users monthly. In the reporting period, the chair of MVP continued 
15 step walkabouts in the maternity unit. The feedback has been shared at the MVP 
meetings and across LMNS MVP. 

3.6.2 MVP is involved with complaints management and is an active member of the 
Departmental Clinical Governance group. MVP is working collaboratively across Local 
Maternity and Neonatal System to support collating evidence for MIS year 5.  
 

3.6.3 Key themes emerging from service users: 
 

• Alexandra Birthing Centre may not be always available. 

• Despite extended community groups, digital platforms, and face to face sessions, it 
remains a challenge to hear the voices of families from Black, Asian and other ethnic 
groups. 

• Information about induction of labour and decisions made about birth choices and 
reasons for Ultrasound scan. 
 

3.6.4 Key actions: 

 

• The CQC maternity survey action plan is in progress and monitored at departmental 
governance and MVP meetings. 

• Maternity survey of families and staff perception of the service is in progress and final 
report due in Aug that forms the basis of co-creation of the website and maternity strategy. 
The preliminary data will be discussed at Maternity/neonatal safety champion meeting as 
well as MVP meeting. 

• In July, chair of MVP launched twice monthly open forums based in the hospital. As 
women receive care in different areas, they are invited to drop in and discuss their 
experience. Dates agreed and will be published to encourage participation. 

• Discussions in progress to launch a Neonatal Maternal Voices Partnership (NMVP) 

• Helpline service for in hours contact for information is being considered as well as virtual 
session as part of antenatal classes. 

• Review of birth option clinics and triangulation of themes from debrief clinics. 

• A shared decision-making council is established jointly with staff and MVP, focusing on 
co-production and improving the labour ward rooms on delivery suite.  

• Show casing badger notes and review of how effective this is in ensuring women have 
timely access to relevant information about their care. 

• MVP across LMNS is supporting cross boundary working to share feedback from 
community groups across the region. 
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• Refurbishment of the bereavement suite on labour ward 

3.7 Maternity Incentive Scheme year 5 

3.7.1 NHS resolution published the fifth year of Maternity Incentive Scheme (MIS) on 31st 

 May 2023 covering the timeframe of May 2023 to December 2023. The document is on 

 diligent resources. The trusts that can show evidence of compliance with all 10 safety 

 actions as outlined in the scheme can recover their contribution to the scheme (10%). 

 The deadline for submission for declaring full compliance is 1st Feb 2024. 

 3.7.2 The trust has reviewed the evidence and agreed a road map and identified deadlines 

 for submission of the evidence based on which an action plan will be agreed. Safety 

 action leads will meet monthly to ensure the progress remain on track which is 

 reviewed at the departmental governance meeting for escalation and assurance.  

3.7.3  Appendix 4 outlines the changes in MIS year 5 in relation to the evidence required. 

3.7.4  The Regional MIS forum is available to trusts for further support and any clarification. 

 The trust was successful in declaring evidence in year 4 and has subsequently 

 recovered their CNST contribution.  

3.7.5  the trust has successfully complied evidence to meet the initial deadlines since the 

 publication of the report. 

3.7.6 Quality indicators and maternal outcomes are reviewed monthly and discussed locally, 

 and regionally at LMNS, also to understand how the trust compares within the region. 

 This informs areas for further audit and  identifying service improvements.   

4.0 Recommendation 

 

5.1 The board is asked to receive this report for information and assurance of the evidence 

of quality safety of maternity services.  

 

Name of Director: Kelly McGovern, Chief Nurse 

 

Date: 17th July 2023 

 

Appendix 1:  ATAIN shared learning  

Appendix 2:  PQSM Q2 

Appendix 3:  East Kent gap analysis 

Appendix 4:  MIS year 5 evidence update. 

 

 

On diligent resources: Maternity Incentive Scheme year 5 
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Appendix 3: Maternity Incentive Scheme- Year 5 (Update) 

 Time period 30.5.23-7.12.23  

 

• Link to the report: MIS-year-5-FINAL-31-5-23.pdf (resolution.nhs.uk 

• SA1 (PMRT): Same standards for reporting at each point (relevant time 
period 30.5.23-7.12.23).  
Quarterly report to Trust executive boards from 30/5/23 that includes details of 
the deaths review, themes and action plan.  
Ensuring that all neonatal deaths are referred to CDOP within 2 working days 
of the death.  
Changes to percentage required for completion of reports  
 

• SA2 (MSDS): Trust Boards to assure themselves that at least 10 out of 11 
Clinical Quality Improvement Metrics (CQIMs) have passed the associated 
data quality criteria in the “Clinical Negligence Scheme for Trusts: Scorecard, 
for data submissions relating to activity in July 2023.  
Final data for July 2023 will be published during October 2023.  
Pass 10/11 CQIM on data quality  
At least two people registered to submit MSDS 
 

• SA3 (transitional care): Standards required: A) Pathway of care, B) Robust 
audit and action plan to address findings (Shared with Trust board, LMNS, 
ICB) C) Trust should have or be working towards implementing a TC pathway 
for late preterm babies.  A template audit tool has been given for use in year 5 
for the quarterly audit 
Guideline must make reference to BAPM framework 
 

• SA4 (Workforce Planning-Obstetrics/Anaesthetics/Neonatal medical and 

nursing): Criteria & guidance to now follow when employing short/long term 

locum doctors in O&G (needs reviewed and implemented across all services) 

compliance against this to be shared with Trust board/board champions and 

LMNS and an action plan for any area of non-compliance- dates for achieving 

different components in the technical guidance.  Same standards remain for 

anaesthetics/ neonatal nursing and medical with actions plans to achieve 

compliance documented in board minutes.  

Additional locum guidance (RCOG) 

Compensatory rest 

• SA5: (Midwifery workforce planning): BR+ calculations regarding 

establishment (board minutes as evidence) of funded establishment being 

compliant with BR+.  Where not compliant an action plan with timescale to 

meet this required.  Bi-annual staffing report to board with planned versus 
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actual staffing and evidence of mitigation/escalation, Midwife to birth ratio, % 

of specialist and management posts, red flag incidents included as good 

practice, evidence from an acuity tool- compliance with 100% supernumerary 

coordinator and 121 care ( action plan for mitigation/escalation of shortfalls)  

No change 

• SA6: (Saving Babies Lives V3- new version for this year):  Provide 

assurance to Trust board and ICB that service on track to fully implement all 6 

elements of SBLV3 by March 2024. New national implementation tool is now 

and providers are required to use and track compliance and share with Trust 

board and ICB. Quarterly quality improvement discussions required with the 

ICB. To achieve adequate progress against the deliverable submission 

deadline in Feb 23- providers required to demonstrate implementation of 70% 

of the interventions across all 6 elements overall, and implementation of at 

least 50%of the interventions in each individual element. 

Diabetes 

Quarterly QI discussions with ICB 

• SA7: (Listening to women and families in maternity and neonatal 

services): funded and user-led MNVP in-line with Single Delivery Plan. Action 

plan co-produced following the annual CQC maternity survey, funded 

workplans and ratified by LMNS.  Evidence that service users receive out of 

pocket expenses. Evidence that the voices of bereaved families and those 

from ethnic minorities are being prioritised.  

CQC maternity survey action plan 

Commissioning and funding in line with three year delivery plan 

• SA8: (Multi-professional training): a local training plan for the 

implementation of V2 of the core competency framework and the plan has 

been agreed and signed of by Trust board/LMNS/ICB.  90% compliance in the 

relevant staff group.  This should be calculated as 12 consecutive months 

from the end date used to inform the percentage compliance to meet SA8 in 

year 4 of the scheme (Q&S Quarterly report and IBR monthly) 

Core competency framework version 2 

Staff leading on Neonatal life support must be GIC 

• SA9: (demonstrating robust processes in place to provide assurance to 

the Board on maternity and neonatal safety and quality issues): evidence 

that a monthly review of maternity and neonatal quality is undertaken by the 

Trust board using a minimum data set (PQSM data set) to include a review of 

thematic learning of all maternity Sis- if paused reinstated by 1/7/23. NEW- 

Evidence that a review of the Trust claims scorecard is undertaken alongside 

incident and complaint data and discussed with the maternity and neonatal 

and Trust Board level safety champions at a Trust level (board or directorate) 

quality meeting by 17th July 2023 and one further meeting must take place 
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before the end of year 5 of the scheme. Continued engagement sessions 

by the board safety champions quarterly on each site if more than one in 

maternity/neonates- if paused reinstated by 1/7/23. Evidence that the board 

safety champions have been involved in the NHSE perinatal culture and 

leadership programme- registered to the future NHS workspace/board 

minutes that work is being undertaken to understand the culture in their 

maternity/neonatal services and support given 

PSIRF 

NHS Perinatal Culture and Leadership programme for quadrumvirate 

• SA10: (reporting of 100% cases to HSIB and ENS) Reporting timeframe 

30/5/23-7/12/23.   

New: Core competency framework Version 2 (CCFv2):  

Minimum standards  

• CCFv2 sets out clear expectations for all Trusts.  This document must be 
reviewed thoroughly by provider education leads and their training needs 
analysis and programme updated to reflect the competencies required.  There 
have also been stretch targets added. 
 

• Module 1 (Saving Babies Lives V3 (SBL) the additional element 6 of SBLV3 
and all training related to SBL is now annual instead of 3 yearly.  E-Learning 
for SBLV3 must be completed 3 yearly 
 

• Module 2: (fetal monitoring) one full day study day and competency 
assessment (85% pass mark) 

• Module 3: (Maternity emergencies & multi-professional training- no new topics 
within the framework 

• Module 4: Equality, equity and per- updated module and now includes 

individual sessions on personalised care, informed decision-making and 

choice and equality & diversity with cultural competence (once in every 3 

years) 

• Module 5: new training sessions included- ATAIN/ infant feeding/multiple 

pregnancy (to be covered once over a 3 year period) 

• Module 6: Concern that guidance states only RC trained instructors ( flagging 

with regional team as this will present challenges for many services) Update 

to the training- recognition of deterioration of black and brown babies 

• Link to the document: Core competency framework Version 2: Minimum 

standards and stretch targets (england.nhs.uk) 

NEW: Saving babies lives care bundle Version 3 

Additional element 

Element 6: (Management of Pre-existing diabetes in pregnancy) NEW Element- 

introduced as women with Type 1&2 diabetes have persistently high perinatal 

mortality with no improvement over the last 5 years.  
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• Each provider will need to undertake a review of their service against the 5 

new process indicators and 2 outcome indicators 

• Link to the document:PRN00130-Saving-babies-lives-version-three-a-care-

bundle-for-reducing-perinatal-mortality-June-2023.pdf (england.nhs.uk) 

Requirements to demonstrate compliance for SBLCBv3 

Provide assurance to the Trust Board and ICB that you are on track to fully implement all 6 

elements of SBLCBv3 by March 2024 

Hold quarterly quality improvement discussions with the ICB, using the new national 

implementation tool once available. Confirmation from the ICB with dates that two quarterly 

improvement discussions have been held between the ICB as commissioner and the Trust using 

the implementation tool*. 

Implementation will be expressed as a percentage of fully implemented interventions for each 

element, and across all elements 

• 70% of interventions across all 6 elements overall 

• Implementation of at least 50% of interventions in each individual element 

The tool will demonstrate local improvement using the process and outcome indicators within all 

6 elements of the care bundle – for some elements this may only require evidence of a protocol, 

process or appointed post 
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REGULATORY BODIES 
CQC Rating

Maternity unit rating Maternity Safety Support Programme

S – Safe Requires 

Improvement

E – Effective Good

C – Caring Good

R – Responsive Requires 

Improvement

W – Well led  Good

No

Rating at last inspection Requires Improvement (Dec 2021)

Perinatal Quality Surveillance Model 2023

LMNS: HWE 
Reporting period: April-June 2023 
(Q2) 

April May June

CQC alerts (active 

alerts & year) /warning 
notice (29a)

None None None 

HSIB/NHSR concerns 
or requests for action

None None None

Coroner Regulation 
made directly to 
trust (28)

None None None 
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Learning from incidents Morbidity and Mortality

Datix

Maternity 
Serious 

Incidents  
Declared

Maternity 
Never 
Events

PMRT compliant  
(Ockendon IEA 

1.4)

HSIB
Cases (new)

Still Births 

HIE cases 
(grade
 2 or 3)

Neonatal  
deaths 

Maternal 
Mortality Open for 

Maternit
y

No of incidents 
logged as moderate 
harm or above

All Term Intrapartum

April 170 7 0 0 Yes 1 3 1 1 0 1 0

May 181 9 2 0 Yes 0 0 0 0 1 2 0

June 122 5 0 0 Yes 1 1 1 1 0 0 0

Safe Staffing, Feedback & Incident reporting  

Request for  Internal divert  
/ Maternity deflect  (if 

applicable) 

Divert outside 
organisation 

April 8 0

May 0 0

June 4 0

Safe 
Staffing

Midwifery
Bank usage

Midwifery agency usage Service User Feedback
Staff feedback from frontline 
champions and walkabouts

April 92.62% 10.6% 8.2%
Review of Badgernet since implementation included in the walkabout

Review of Badgernotes

Review of Badgernet implementation
impact of digitisation on family experiences
Badger notes, Personalised care plan, Single 

point of access

May 95.36% 11.4% 15.9%
Effective communication about Induction of labour and reasons

Review progress of refurbishment
Official opening of Victoria and Katherine
You said we did to be published on boards

June
Not available at the 

time of reporting

Not available at the time 
of reporting

Not available at the time 
of reporting

15 step walkabout, updating patient facing boards, agreed that topics of Co-
production  will be agreed based on finding of walkabouts

Multiple birth pathways and streamlining antenatal care/avoid duplication of 
appointments

Staffing levels leading to delayed IOL
Review of progress with baby Friendly assessment 

planned for sep, GIRF cardiac screening  mat neo project

West Herts National

Stillbirth Rate 
2022

2.84 per 1000 3.35 per 1000

Neonatal Death 
Rate 2022

0.96  per 1000 1.6 per 1000

Perinatal 
Mortality Rate 

2022

3.79  per 1000 4.96 per 1000
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Training and Compliance

Proportion of Midwives responding 
with 'Agree or Strongly Agree' on 
whether they would recommend 
their Trust as a place to work or 

receive treatment

Proportion of speciality trainees in 
Obstetrics and Gynaecology responding 

with 'excellent or good' on how they 
would rate the quality of clinical 

supervision out of hours (National 79.3%, 
2022)

5.96 (6.49 Picker average July 2021) 82%

SBLCBv2
GAP GROW 
training

Fetal 
Surveillance 
in labour

Maternity emergencies and 
multi professional training

Personalised Care
Intrapartum care and Immediate 

PN care
Newborn life support

April

MWs- 96%
Consultant 
obstetricians 
- 100%
Other 
Obstetric 
Doctors- 71%

MWs-96%
Consultant 
obstetricians
- 100% 
Other 
Obstetric 
Doctors- 71%

MWs-100%
Consultant 
obstetricians
-  100% 
Other 
Obstetric 
Doctors- 
100%

MWs-96%
MSWs/HCAs- 84%
Consultant obstetricians-  
100% 
Junior Drs-81%
Obstetric Anaesthetic Cons- 
100%
All other anaesthetic 
Doctors- 100%

MWs-96%
Consultant 
obstetricians- - 100%
Other Obstetric 
Doctors- 81%

MWs-96%
MSWs/HCAs- 84% 
Consultant Obstetricians- 100%
Other Obstetric Doctors- 76%
Obstetric Anaesthetic Consultants- 
100%
All other anaesthetic Doctors- 
100%

MWs 97%
Neonatal  RNs- 96%
ANNPs- 100%
Neonatal Consultants- 100%
Neonatal Junior Doctors- 
100%

May

MWs-96%
Consultant 
obstetricians
- 100% Other 
Obstetric 
Doctors- 81%

MWs-96%
Consultant 
obstetricians
- 100%
Junior Drs- 
81%

MWs-100%
Consultant 
obstetricians
- 100% 
Other 
Obstetric 
Doctors-  
95%

MWs-96%
MSWs/HCAs- 84%
Consultant obstetricians- 
100% 
Other Obstetric Doctors- 81%
Obstetric Anaesthetic Cons- 
100%
All other anaesthetic 
Doctors- 100%

MWs-96%
Consultant 
obstetricians- 100%
Other Obstetric 
Doctors- 81%

MWs-96%
MSWs/HCAs- 85% 
Cons- 100%
Other Obstetric Doctors- 71%
Obstetric Anaesthetic Cons- 100%
All other anaesthetic doctors- 100%

MWs 97%
Neonatal RNs- 96%
ANNPs- 100%
Neonatal Consultants- 100%
Neonatal Junior Doctors- 
100%

June

MWs-98%
Consultant 
obstetricians
- 100% Other 
Obstetric 
Doctors- 93%

MWs-98%
Consultant 
obstetricians
-  100%
Junior Drs- 
93%

MWs-98%
Consultant 
Obstetricians
- 100%
Other 
Obstetric 
Doctors- 95%

MWs-98%
MSWs/HCAs- 93%
Consultant obstetricians-  
100% 
Other Obstetric Doctors- 83%
Obstetric Anaesthetic Cons- 
100%
All other anaesthetic 
Doctors- 100%

MWs-98%
Consultant 
obstetricians- 100%
Other Obstetric 
Doctors- 93%

MWs-98%
MSWs/HCAs- 93%
Cons- 100%
Other Obstetric Doctors- 96%
Obstetric Anaesthetic Cons- 100%
All other anaesthetic doctors- 100%

MWs 97%
Neonatal RNs- 96%
ANNPs- 100%
Neonatal Consultants- 100%
Neonatal Junior Doctors- 
100%
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Findings The Future Consideration for benchmarking Trust Position Evidence Consideration for LMNS 

Identification of early warning 

signs where action can be taken 

before problems and behaviours 

become embedded

Themes emerging from:

Serious investigations

HSIB investigations

Datix

PMRT

Complaints 

CQC Survey

Claims

Staff feedback (e.g. staff survey) 

Governance strategy /process

GIRFT 

Ockenden insight visit

MNVP feedback 

The Trust is able to demostrate 

shared learning from the themes 

emerging from: 

Serious investigations

HSIB investigations

Datix

PMRT

Complaints 

CQC Survey

Claims

Staff feedback (e.g. staff survey) 

Governance strategy /process

GIRFT 

Ockenden insight visit

MNVP feedback 

The LMNS having a 

pathway that facilitate co-

production with the 

MNVP

 

Identify Trust that are 

preforming well or 

outliers. This will be 

accomplished by 

reviewing and 

benchmarking : 

maternity dashboard  

feedback from 

complaints, review of 

claims and external 

reports 

Staff feedback and use 

this data to work 

collaboratively to 

improve standards or 

share the process of 

what is working well 
Regulators can identify units that 

are outliers and investigate 

appropriately

Concerns raised in the last 12 months:

HSIB immediate concerns 

CQC

Sixty Supportive Steps to safety 

15 steps

Preventions of Future deaths 

RCM

GMC

RCOG

Health Watch

Universities 

NHSE

Ockenden insight visit

HEE 

In the past 12 months, only one 

concern has been raised through 

these channels. This was a case of 

'Whislteblowing' to the CQC and the 

correct process were followed to 

investigate and respond.

There should be a 

process in place when  

internal and external 

concerns are raised the 

LMNS is notified and   

work collaboratively from 

the onset with Trust. 

All parties can have a 

conversation based on relevant 

shared information

Governance process:

Open and transparent to all

Escalation from Ward to Board and 

Board to Ward Freedom to Speak Up 

Guardians 

Collaborative work with local CQC 

officer 

Is there an internal process in place 

when and how to escalate to the 

LMNS/ICB and the regional maternity 

team  

The trust has a robust ward to board 

assurance, a local perinatal quality 

survailance model is followed to 

triangulate intelligence that informs 

the board of the safety of the 

maternity services. 

A freedom to speak up guardian 

visits the maternity service regularly 

and this staff member reports 

feedback to the board.

The Trust's CQC officer keeps in 

regular contact with the maternity 

services and arranges mock CQC 

inspection to monitor the service. 

LMNS populate a perinatal quality 

surveillance model which is 

discussed at the monthly meeting, 

LMNS to work 

collaboratively with the 

Trust governance team - 

to be the fresh eyes   to 

identify areas of 

concerns or good 

practice. This should be 

accomplished by 

1. assurance reviews to 

look at action plans form 

national and local reports 

2. Assurance and Fresh 

Eyes visits  

3. Regional learning 

events that are framed 

from outcomes from 

adverse events and good 

practice, QI projects, 

audits, change in practice 

Measures utilised are meaningful, 

risk adjustable, available and 

timely and presented in a way 

that is relevant 

Measures:

Clinical Audits 

You said we did

Recommendations and from 

investigations SMART action plans

Gap analysis to bench mark and action 

improvement 

Risk register reviews 

Staff updates/feedback 

Dashboard - accurate data

MSDS- compliance

 

Reviewing closed claims - is there a  

processes in place ? How is the 

learning shared ?

Maternity has an annual audit plan 

which reports to a monthly 

maternity/obstetrics audit meeting. 

We identify any areas around 'you 

said we did' at monthly 

maternity/neonatal safty champion 

walkabouts and action taken. For 

example, improvent of the 

environments. 

Maternity has a consolidated action 

plan that includes actions against 

recent benchmarking.

There is an established trust wide 

risk register review process, chaired 

by the medical director.

There are trust wide mechanism to 

gather feedback from staff: listening 

sessions with the exec, staff surveys, 

1:1, lead professional midwifery 

LMNS/ICB  to establish a  

process  to ensure  

recommendations are 

actioned and embedded 

Standardisation of the 

Dashboard data 

Task Force to be established Measures:

Clinical Audits 

You said we did

Recommendations and from 

investigations SMART action plans

Gap analysis to bench mark and action 

improvement 

Risk register reviews 

Staff updates/feedback 

Dashboard - accurate data 

Reviewing closed claims

There is established risk and 

governance processes and includes 

designated staff to oversee audit and 

guidelines, shared learning, and the 

risk register. 

Labour ward forum and 

antenatal/postnatal forums have 

been established to monitor learning 

and themes from all workstreams 

and to monitor that anything 

identified, or escalated, through the 

risk and governance processes are 

adressed to ensure that the teams 

are following the correct processes. 

Their work is fed back to the 

neonatal/maternity safety champion 

meetings.

Compassionate care, listening to 

women should be re-established 

and re-emphasised as part of 

clinical practice 

Themes emerging from: 

Complaints - actions 

Serious Investigations - actions

HSIB- actions 

Social media-actions 

MVP feedback- actions 

You said we did - evidence of this 

We have established process to 

gather feedback from the families. 

This is monitered through the 

monthly divisional perforamce 

reviews and features our dashboard. 

There is a fortnightly meeting with 

complaints where we identify 

themes. 

Comments shared via social media 

are shared, including compliments 

and complaints. 

FFT and matrons monthly survey are 

both used to gather further feedback 

and these results are shared at the 

monthly maternity governance 

LMNS to continue 

support Trust with 

training . Already 

undertaking Mars Lord, 

Birthrights , Human 

Factors 

Every interaction should be based 

on kindness and respect, achieved 

via the attitudes and behaviours 

of clinicians themselves 

Themes from:

CQC picker survey -how this used to 

inform  learning and frame staff 

training?   

Complaints - How are the themes from 

complaints shared with staff ?  Are 

there actions plans in place? 

Do not be afraid to ask

Is  there a process for women and 

birthing people stories shared?

Friends and Family Test 

Training undertaken by staff, including 

leadership team eg Mars Lord , 

Birthright training, Civility Saves Lives 

We have an agreed behaviorial 

charter within maternity and staff 

are held to these standards through 

line management processes, and any 

concerns are address through HR. 

Staff are bound to the Trust values 

as part of their employment 

contract.

Any concerns raised via complaints, 

PALS, survey responses, and FFT, are 

addressed as above. 

Maternity 

behavioural charter

WHTH Gap Analysis East Kent – ‘Reading the Signals’

• Failure to listen to 

women affected patient 

safety; their voices not 

given regard required

• Need for staff to 

behave professionally 

and show empathy

• Openness and honesty 

always not evident- 

institutional 

defensiveness blame-

shifting and punishment

• Stubborn and 

entrenched poor 

behaviour across all 

clinical groups was 

normalised and tolerated

• The influence of senior 

role models impacted on 

all staff 

• When issues were 

highlighted, they were 

dismissed, challenged or 

ignored 

• No reliable early 

warning 

system/mechanism in 

place to monitor safety in 

real time and identify 

relevant signs in relation 

to perinatal outcomes

• No meaning, reliable, 

risk adjusted, timely 

outcome measures, 

often maternity outcome 

data concealed the truth 

amongst generic groups, 

league table and spurious 

ranking

Key Action Area 1: Monitoring Safety Performance

Key Action Area 2: Standards of clinical behaviour -technical care is not enough

Response to CQC 
Maternity concerns 

inquiry 
(Whils

tleblowing).docx

AN PN FORUM 
AGENDA.docx

S LW forum 
minutes 02.09.22 - 

copy.doc
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Professional behaviour and 

compassionate care to be 

embedded into training and CPD

Processes: 

Staff at all levels understanding duty of 

candour?

Understand what the meaning of birth 

rights are. How else does your 

organisation measure this?

Equality and equity policy, does it 

reflect the national requirements and 

the local needs of the of developing 

staff ( eg was the findings of staff 

cultural survey used)  

Human Factors Training? 

How are employee behaviour concerns 

dealt with after an escalation?

Is staff aware of the aim of the 

Freedom to Speak Up Guardians and 

how to use it? Does staff know how 

the purpose of  Freedom to speak up 

The mandatory annual training for 

staff includes cultural awareness, 

how to raise concerns, introduction 

to freedom to speak up. Duty of 

candour and consent is covered 

under mandatory training. And we 

audit duty of candor compliance.

Human factors training is avaliable 

and all staff are encouraged to 

attend and we have evidence that 

many staff members have attend.

Staff should acknowledge and 

accept the authority of those in 

clinical leadership roles (essential 

for the effective and safe 

functioning of the service) and 

they must have time and skills to 

carry them out

Consider: 

Equality and equity policy, does it 

reflect the national requirements and 

the local needs of the of developing 

staff ( eg was the findings of staff 

cultural survey used)  

Does staff at all levels feel respected 

and treated with dignity? What was 

the finding  from staff cultural survey. 

What has the Trust implemented 

Training in place for management 

team? 

Key members of the leadership team 

have been allocated to attend 

cultural awareness training.

Maternity hold listening sessions 

facilitated by HR and the EDI team. 

Also sessions are facilitated by the 

executive and non-executive trust 

board members. 

Facilitate training 

Reasonable and proportionate 

sanctions are required for 

employers and regulators to 

address poor behaviours

Consider: 

How does your organisation review  

and manage behaviour that is outside 

of the Trust values? 

Staff culture  survey - what are the 

themes from this? What actions have 

been taken to address this?  

Managing poor behaviour is carried 

out in line with the Trust's HR 

policies.

Themes from staff feedback 

(anonymised and not) are addressed 

as required.

• Find a stronger basis for 

teamworking in maternity and 

neonatal services based on an 

integrated service & workforce 

with common goals & a shared 

understanding of the individual 

and unique contribution of each 

team member in achieving them 

(i.e., no different objectives for a 

professional group)

Consider: 

Equality and equity policy, does it 

reflect the national requirements and 

the local needs of the community it 

serves, including the needs of  staff - 

eg review the Healthwatch document  

Making Local Healthcare Equal 2022

Who was engaged in the document's 

creation? MVP, Black, Asian, and 

ethnic minority employees  

The staff culture survey - how has the 

findings been used to meet the needs 

of the staff, is there an action plan, has 

the information been used to frame 

what are the next steps required to 

develop a safety culture? 

How are you monitoring Equality and 

Equity foe women/pregnant people 

and staff 

The Equality and equity assessment 

is part of the trust-wide guideline 

approval process, and all guidelines 

must be assessed using this tool. 

This was created by the EDI 

committee which is multicultural and 

inclusive. 

And action plan has been fomulated 

on the findings of the cultural survey. 

For example, from the GMC survey

MSDS captures ethnicity data and 

includes clinical investigations. Risk 

assessments are carried out at 

antenatal appointments and 

between care settings and 

throughout maternity care. Better 

care delivered differently also assists 

with monitoring Equality and Equity.

Risk assessments/flexible working 

assessments are also carried out for 

 To support Trust in 

getting staff trained in 

undertaking debriefs, 

AARs 

The LMNS equity and 

equality work to 

continue to evolve to 

reflect the needs of the 

community it service and 

staff. This should be 

undertaken by reviews of 

the process with the 

action plan, updating and 

revising as required 

• Teams who train together work 

better together over and above 

the use of emergency drills 

training (from undergraduate 

training onwards)

Consider:

Are handovers/huddles representative 

of all disciplines?

Are huddles and handovers reflective 

of equality and equity?

Are departmental and divisional 

meetings reflective of  MDT 

attendance which facilitate Team work 

?

MDT training including embedded live 

stimulations  with constructive 

debriefs in the form of AARs? 

 
• Re-evaluation of the changed 

patterns of working and training 

for junior doctors (unintended 

consequences of fragmentation 

of work and support given) 

Consider:

Has there been an analysis of the 

change in junior doctors training and 

working?

Through the GMC survey we assess 

the experiences of the juniour 

doctors training programme and 

placements. Actions are created to 

address gaps, and this is monitored 

through LMNS.

• The need for openness, 

honesty, disclosure and learning 

must outweigh any perceived 

benefit of denial, deflection and 

concealment 

Consider:

Duty of candour - Does all staff have 

an understanding of this? 

Is there a process in place to ensure 

this is undertaken verbally and 

followed up by a letter where required 

?

Is the  DoC completed when 

complaints and investigations are 

signed off?

Are women and their families given 

the opportunity to have a meeting 

with the clinicians who have 

completed the complaint response or 

investigation?  

Investigation process - Is it MDT as 

required? Are there external 

The trust board has sight of 

maternity quality and safety through 

a structured workplan. 

Safety champions provide assurance 

to the quality committee and 

escalate any isssues to the trust 

board.

Duty of candour is included in 

mandatory training and is audited 

and presented at departmental 

governance forum. 

Women and families are offerred a 

debrief sessions to discuss their care 

and birth option clinics, to facilitate 

informed choice. 

• Need for the introduction of 

legislation to oblige public bodies 

and officials to make all of their 

dealings, with families and with 

official bodies, honest and open 

(previously outlined in a public 

authority bill) 

Consider:

How do does your organisation say 

sorry? 

Apologies are carried out through 

the duty of candour process,  

complaint responses, debrief 

sessions, and in real time where 

required, for example; managing 

waiting times. 

Feedback  the themes 

from the  MVP 

LMNS reviewing DoC 

process 

• Organisations have a lasting 

duty of care  

Consider: 

When concerns are raised is there a 

robust process in place to notify all the 

relevant parties?  Evidence of being 

open and honest? 

Maternity representation at Board 

level?

Are responses to complaints and 

completion of Serious investigations  

timely? Is there evidence that women 

and their families are given progress 

updates  ? 

Following duty of candour, the family 

are given contact details to access 

further updates, to ask questions, or 

to provide further informations. 

Families will be informed if there is 

an unexpected delay in completing 

investigations. There are agreed 

deadlines as to when the final 

report/response must be submitted 

and compliance with these are 

monitored. 

•Review of the regulatory 

approach to failing organisations 

by NHSE would identify 

alternatives to heroic leadership 

model including the provision of 

support of trusts in difficulty and 

incentives for organisations to ask 

for help rather than conceal the 

problems

Are you on the a Maternity Safety 

Support Programme ?

Do require further support from the 

regional team?

The trust is not on the maternity 

Safety Support Programme.

The regional team has been visiting 

the Trust to support the CQC 

preparedness and compliance and 

assurance. 

LMNS/ICB will assess the 

mechanism in place to 

identify Trust that may 

be experiencing 

difficulties. The approach 

should not be designed 

to provide more loops for 

the Trust to go through, 

but rather to engage with 

Key action area 3: Flawed teamworking - pulling in different directions 

•Dysfunctional team 

working 

• Poor relationships 

between and within 

professional groups - 

teams did not share a 

common purpose

• Toxic and stressful 

working environments 

• Arguments occurring in 

front of women and 

families

• Failure of trust and 

respect

• Different staff groups 

seen as defenders and 

inflictors of medicalised 

care

• Clinicians in training felt 

isolated, exposed and 

vulnerable - worked 

unsupervised in complex 

situations beyond their 

experience

Key action area 4: Organisational behaviour - looking good while doing badly 

• Reputation 

management was 

prioritised to the 

detriment of being open 

and straightforward with 

families, with regulators 

& with others

• Concerns were 

dismissed and complaints 

were managed rather 

than seen as a source of 

feedback and learning

• There was too much 

effort spent on seeking 

to challenge and 

undermine scrutiny from 

external reports

• Pattern of hiring and 

firing of the senior teams 

(frequent short-term 

appointments may be 

counterproductive)

• Ethos of 'heroic 

leadership' followed by 

high levels of criticism

• Failure to listen to 

women affected patient 

safety; their voices not 

given regard required

• Need for staff to 

behave professionally 

and show empathy

• Openness and honesty 

always not evident- 

institutional 

defensiveness blame-

shifting and punishment

• Stubborn and 

entrenched poor 

behaviour across all 

clinical groups was 

normalised and tolerated

• The influence of senior 

role models impacted on 

all staff 

• When issues were 

highlighted, they were 

dismissed, challenged or 

ignored 

DC044490.msg

5B8ED4C3.msg

HR044_Discplinary_
Policy_v10.pdf

BC31D8AB.msg
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•The identification of problems 

should not be seen as a sign of 

individual or collective failure but 

as a sign of readiness to learn.

Consider:

When care and service delivery 

concerns are identified is it 

approached from a system perspective 

or is there a blame culture ?

Are there processes in place for quality 

improvement , which allow front line 

staff to lead or involvement ?

Are QI methodology used ? 

What is the Trust progress with the 

Patient Safety Incident Framework 

(PSIF)?

Has the Trust employed a Patient 

Care and service delivery problems 

are reviewed from a system 

perspective. Staff involved in 

incidents are supported and are 

encouraged to lead on QI projects. 

There is a dedicated QI midwife as 

part of the risk and governance 

team. 

PSIRF is undergoing implementation. 

We will make the transition for the SI 

framework soon as part of the Trust 

plan,

The Trust has a link patient Safety 

Specialist in the corporate team that 

LMNS to support Trust 

with Human Factors , 

with more focus on the 

systems staff are working 

in,

• Reputation 

management was 

prioritised to the 

detriment of being open 

and straightforward with 

families, with regulators 

& with others

• Concerns were 

dismissed and complaints 

were managed rather 

than seen as a source of 

feedback and learning

• There was too much 

effort spent on seeking 

to challenge and 

undermine scrutiny from 

external reports

• Pattern of hiring and 

firing of the senior teams 

(frequent short-term 

appointments may be 

counterproductive)

• Ethos of 'heroic 

leadership' followed by 

high levels of criticism
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Welcome to the safety messages 
for ATAIN. 

For everyone working with 
term babies. 

From this month forward we are 
adding in good practice 

messages, so please do share 
your review finding for good 

practice, with the LMNS for the 
monthly posters.

ATAIN Maternity & Neonatal Joint Safety Messages. May 2023. v1 (9)
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Environmental Temperatures: If there is an issue with heating in a 
delivery room or theatre, and due to capacity in other rooms the cold 
room needs to be used for delivery, consider the use of a hot cot for 
the baby after birth to avoid hypothermia.

GOOD PRACTICE: A term baby had signs of respiratory distress immediately post LSCS and required admission in the neonatal unit, but before 
transferring the baby the neonatal Doctor discussed hand expressing with the mother, so the baby could be fed EBM as early as possible.

Hyperthermia: As the weather is warming up, remember to 
check new born babies temperatures to make sure they are not 
overheating. Use the HWE LMNS Normothermia Care Bundle to 
support optimal temperature control and add into good practice

ATAIN Outcomes: Across the last year, 
April 2022 to March 2023 our mean KPI for ATAIN 
in the HWE LMNS was 5.4% (NHS ambition <6%)

We are making good progress in our LMNS with 
keeping mothers and babies together.

GOOD PRACTICE
Ectopic Heart Beats: A term baby presented with  
ectopic heart beats. A 24 hours tape for the baby of 
cardiac activity was needed to allow cardiac review. The 
neonatal team were keen to avoid mother and baby 
separation and facilitated rooming in on the NNU during 
the tape recording time.  

Normothermia 36.5  - 37.5 c

HWE LMNS ATAIN Messages for Learning System Wide (9): May 2023 

May 2023 ( 9) WHTH,ENHT,PAH, JD LMNS NCCR

.

Slide 2

Reporting term admissions: If a baby requires admission to the neonatal unit always remember to report the case on your Trusts 
datix/incident reporting system, to support good record keeping and case review for the baby.
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Executive 
Summary: 
 

The Safeguarding annual report is an account of the safeguarding activity across 
the Trust for the period from May 2022 – April 2023. The key indicators show 
that the Trust is protecting children, young people, unborn babies, and adults at 
risk with referral rates that are appropriate and proportionate for an acute 
provider organisation.  
Children Services: 
1646 referrals made to Children Services – 1261 referrals were regarding 
concerns about a child’s welfare and 385 referrals were to share information 
about vulnerable children. 

• 273 referrals made to Children Services for children under 18 attending 
with self-harm or overdose. 

• 264 referrals were done for children attending with other mental health 
issues or significant behavioural issues that require a multiagency 
approach. 

• 27 referrals for potential Child Sexual /Criminal Exploitation 

• 46 child protection medicals performed by paediatricians for physical 
abuse. 

• 658 referrals made regarding parental attendances that cause concern 
for a child’s welfare. 

Adult Services:  

• 224 referrals made to Adult Care Services for safeguarding concerns 
about adults. 

• Trust have applied for 1038 Deprivation of Liberty Safeguards for 
admitted patients. 

• Hospital Independent Sexual Violence Advisor (ISVA) had 131 referrals 
for victims / survivors of sexual abuse. New sexual / domestic advisor 
(IDSVA) has had 79 referrals since appointment in Jan 2023. 

• 79 referrals to Refuge Independent Domestic Violence Advisor (IDVA).  
Mental Health 

• 255 referrals to the Named Nurse for mental health and complex social 
needs in the period between May to October 2022 

Maternity Services 

• 229 referrals made to Children Services for safeguarding concerns about 
unborn babies. 

• Care was provided to 43 families with unborn / children with child 
protection plans in place. 
 

Trust Board 

7 September 2023 

 June 2022 
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The report demonstrates the Trusts commitment to safeguarding both within the 
organisation and working externally with our partner agencies. During the 
reporting period, the Integrated Care Board (ICB) undertook a joint section 11 / 
adult assurance audit / visit which was very positive with many areas of good 
practice identified. The service was graded good to outstanding. An audit carried 
out by external auditors reported substantial assurance on processes around 
Deprivation of Liberty Safeguards (DoLS).   
The number of safeguarding referrals made across all areas remains high but is 
slightly down compared to the previous reporting period. This peak followed the 
covid pandemic and lockdowns which has been well reported to have had a 
significant impact on safeguarding with increased domestic abuse and an 
increase in physical abuse for babies and young children. There remains high 
numbers of patients presenting with mental health issues particularly for children 
and young people (CYP) with increased complexity due to associated issues 
such as autistic spectrum and hyperactivity disorders. The continued lack of 
specialist placements for these young people result in long stays in acute beds 
and challenges around providing care and managing risks. A number of 
multiagency approaches have been required including the commencement of a 
CYP mental health liaison team on site to support these complex children as 
well as specialist training and support for staff. 
In the reporting period there have been 3 requests for information for Domestic 
Homicide Reviews involving the Trust – 2 with minimal involvement and 1 
requiring the submission of a chronology. Information has been shared for 7 
Serious Adult Reviews – 2 of which required a chronology and 1 a management 
review report – a multiagency learning event is due to take place regarding this 
case.   There have been no new safeguarding children practice reviews during 
the reporting period. 
Patients with a learning disability remain a key focus. The Trust continues to 
participate in the annual NHS benchmarking survey for learning disability which 
highlights areas of good practice and areas to improve. The ‘Ask, Listen, Do’ 
coproduced projects have supported these improvements with a clear process 
in place with easy read resources to support patients to raise concerns and work 
commenced on a changing places toilet. The Trust contributes fully to the 
Hertfordshire LeDeR process – learning from deaths of learning disability 
patients. An action from a recent review has led to the introduction of a process 
to identify patients who are not brought to outpatient appointments and to 
support their attendance with reasonable adjustments as required.  
Compliance for all levels of safeguarding training has remained high with all 
three levels of children training remaining above 90% for the year. The majority 
of levels for adults has remained over 90%. A review of Level 3 adult training 
has led to a significant increase in clinical staff who are required to complete the 
training – increasing skills and knowledge of frontline staff in the recognition and 
management of safeguarding issues. Despite the significant rise in numbers 
compliance currently sits at 87%. There has been a focus on training for mental 
capacity act (MCA) with an increase in virtual and face to face sessions being 
held. Further work needs to be done to improve medical compliance with adult 
level 3 and MCA training which has lower compliance in this staff group. 
Safeguarding supervision compliance figures for paediatrics and neonates has 
remained high – over 90% for both medical and nursing staff. 
All relevant safeguarding policies are up to date and have been reviewed in line 
with national guidance where necessary.  
The hospital ISVA project has developed over the reporting period to support 
patients who have experienced sexual violence and/or abuse – due to the high 
numbers of referrals received, additional funding was obtained to appoint a 
further IDSVA – Independent Sexual and Domestic violence advisor – this post 
supports the sexual violence work and also victims of domestic abuse. The 
number of referrals remains high for this valuable service and is accessed by 
patients and staff.  
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The hospital youth work project has also had a very successful year with active 
engagement with 207 young people for one-to-one support or referral on to other 
support services. 
Safeguarding have supported the introduction of the Bounce Back service into 
the Trust – provided by Hertfordshire Mind Network who support adults with 
mental health needs and other complex social issues such as homelessness 
and alcohol addiction. Workers support discharge then continue to see the 
patient in the community to try and avoid readmission into hospital. The service 
has seen high numbers of referrals since it started at the beginning of the year. 
The funding for the Named Nurse for mental health ceased in October 2023 – 
the role was funded by the ICB for 1 year and supported the high numbers of 
patients attending in mental health crisis working closely with clinical areas and 
the mental health teams. Work is ongoing to try and secure further funding for 
this post. 
There are 4 risks relating to safeguarding on the Trust risk register - 2 of these 
risks are regarding mental health patients with the risk relating to children and 
young people (CYP) recently reduced to score 12 following the introduction of 
the new CYP mental health liaison team. 1 risk is around DoLS and the ongoing 
national issue of lack of assessors and 1 is around the recording of mental 
capacity assessments on the electronic patients record (EPR). 
 

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 

Safeguarding Panel 21st June 

Quality Committee 27th July 
 

Action required: 
 

The Board are asked to note the report for information and assurance that the 
Trust is compliant with its duties under the Children Act (2004), Mental 
Capacity Act (2005) and Care Act (2014). 
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Agenda Item: 23 

 

Trust Board – 7 September 2023 
 
Safeguarding Annual Report    
 
Presented by: Kelly McGovern, Chief Nurse 

 
 

1. Introduction and Legal Framework 

Safeguarding is a fundamental component of all care provided within WHTH. The Trust 

acknowledges that safeguarding children and adults is everyone’s responsibility, and we all have a 

duty to protect our patients from abuse and harm.  

 

This report will provide information about safeguarding activity across the Trust for the year May 

2022 to April 2023. The report will provide evidence and assurance that WHTH is effective in 

safeguarding children and adults that are at risk and meeting our statutory responsibilities.  

 

The Safeguarding team works across the Trust and externally with our partner agencies and is led 

by the Lead Nurse for Safeguarding.  The team is supported by the divisions within the Trust through 

membership of the Safeguarding Panel, which is chaired by the Chief Nurse who is Executive Lead 

for safeguarding. 

 

Key legislation that directs the safeguarding functions of the Trust include The Children Act (2004), 

Mental Capacity Act (2005) and The Care Act (2014).  

 

The Children Act (2004) – updated from the 1989 Children Act – amended following cases such as 

the death of Victoria Climbie in 2000. The key principles of the legislation are - 

• Children are best cared for by their family unless intervention is necessary for a child’s safety 

and wellbeing. 

• Parental responsibility and the rights and responsibilities this entails. 

• A child’s welfare is paramount whenever their safety is being considered.  

Section 11 of the Children Act 2004 places duties on a range of organisations and individuals to 

ensure their functions, and any services that they contract out to others, are discharged having 

regard to the need to safeguard and promote the welfare of children. These organisations should 

have in place arrangements that reflect the importance of safeguarding and promoting the welfare 

of children which includes, accountability and governance, leads at executive level, policy and 

procedures and training and supervision. The Integrated Care Board (ICB) visit all health providers 

annually in Hertfordshire to carry out a Section 11 audit to ensure organisations are fully compliant 

with the duty. The annual audit was carried out in November 2022 and the findings are detailed in 

section 6.1 of this report. Further information and assurance around the Trusts compliance with the 

Children Act can be found in sections 7 and 8.  
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Mental Capacity Act (MCA) (2005) - applies to everyone involved in the care, treatment and support 

of people aged 16 and over living in England and Wales who are unable to make all or some 

decisions for themselves. The MCA is designed to protect and restore power to those vulnerable 

people who lack capacity and supports their decision making.  It covers decisions about day-to-day 

things like what to wear, or serious life-changing decisions like whether to move into a care home or 

have major surgery. The MCA has five clear principles when applying the Act to individuals which 

include always assuming an individual has capacity to make a decision unless it is proved otherwise, 

and any decisions made for someone who does not have capacity must be in their best interest. The 

MCA also allows people to express their preferences for care and treatment, and to appoint a trusted 

person to make a decision on their behalf should they lack capacity in the future. The MCA sets out 

guidance on how to assess capacity and how to apply the Act in practice. In certain cases, the 

restrictions placed upon a person who lacks capacity may amount to a "deprivation of liberty". In 

these cases, deprivation of liberty safeguards (DoLS) must be applied to allow organisations to 

restrict a person’s movements to medically treat or provide them with care. The Trust has in place a 

number of measures to ensure compliance with the MCA. These include an MCA policy, 

documentation on EPR to support MCA assessments and decision making, a mandatory training 

module on MCA, face to face training in clinical areas and an audit programme to provide assurance 

with compliance with MCA. Further information and assurance around the Trusts application of MCA 

can be found in section 4.1 and 9 of this report. 

 

The Care Act (2014) aims to improve people’s independence and wellbeing. It makes clear that 

local authorities must provide or arrange services that help prevent people developing needs for care 

and support or delay people deteriorating such that they would need ongoing care and support. The 

Act, for the first time, set out a clear legal framework for how local authorities and other parts of the 

health and care system should protect adults at risk of abuse or neglect. The Act defines ‘Adult 

Safeguarding’ as working with adults with care and support needs to keep them safe from abuse or 

neglect. The Act provides legislation to bring adult safeguarding in line with children safeguarding 

legislation – including organisations working together in partnership under a safeguarding adult 

board, organisations to refer concerns regarding adult safeguarding to the Local Authority and a 

statutory duty to carry out safeguarding adult reviews following significant abuse and/or death of an 

adult at risk for learning and to improve practice. The ICB visit all health providers annually to carry 

out an adult assurance audit/visit looking at compliance with key areas of the Care Act. The findings 

of the last assurance visit are detailed in Section 6.1 of this report. Further information and assurance 

around the Trusts compliance with The Care Act can be found in section 9 of this report. 

 

 

2. Background 

Responsibilities for safeguarding are enshrined in international and national legislation. 

Safeguarding for both children and adults has transformed in recent years with the introduction of 

new legislation, creating duties and responsibilities which need to be incorporated into the widening 

scope of NHS safeguarding practice. There is a requirement of WHTH to safeguard and promote 

the welfare of patients as set out in legislation including Section 11 of the Children Act (2004), Mental 

Capacity Act (2005), Working Together (2018), The Care Act (2014), Modern Slavery Act (2015), 

Serious Crime Act (2015) and the Domestic Abuse Act (2021). 

The Trust are registered and monitored by the Care Quality Commission (CQC), NHS England and 

the ICB. The Care Quality Commission has 2 regulations in their framework relevant to safeguarding 

that need to be met by registered providers.   These are regulation 12: Safe Care and Treatment 

and regulation 13: Safeguarding service users from abuse and improper treatment. 
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The context of safeguarding continues to change in line with societal risks both locally and nationally, 

large scale inquiries and legislative reforms. Fundamentally, it remains the responsibility of every 

NHS-funded organisation, and each individual healthcare professional working in the NHS, to ensure 

that the principles and duties of safeguarding children and adults are holistically, consistently, and 

conscientiously applied; the well-being of children and adults is at the heart of what we do. 

 

The Safeguarding Accountability and Assurance Framework (NHSE 2022) states that every NHS 

funded organisation needs to ensure that sufficient capacity is in place for them to fulfil their statutory 

duties; they should regularly review their arrangements to assure themselves that they are working 

effectively. Organisations need to co-operate and work together within new demographic footprints 

to seek common solutions to the changing context of safeguarding and developing structural 

landscape needed to deliver the NHS Long Term Plan (2019). 

 

All health providers are required to have effective policies and procedures to safeguard vulnerable 

individuals and to assure themselves, regulators, and their commissioners that these are compliant 

and fit for purpose. These arrangements include safe recruitment, effective training of all staff, 

effective supervision arrangements, working in partnership with other agencies and identification of 

a Named Doctor, a Named Nurse, a Named Midwife, and a Named Lead for MCA. 

 

3.  Safeguarding Work Plan and Strategies 

The team produces an annual safeguarding work plan to enable compliance with regulatory 

requirements, support continuous development and to direct safeguarding strategic and operational 

activity. The format allows for a monthly review of all objectives that are RAG rated to ensure 

progress across the year is clearly visible. Actions from audits and external reviews and inspections 

are added to the plan and progress against these actions is reviewed monthly. The work plan is 

overseen, monitored, and reviewed by the Safeguarding Panel. Appendix 1 highlights the key 

achievements during the reporting period and the future priorities for the coming year. 

 

3.1 Newsletter 

The safeguarding team produces the safeguarding newsletter bi-annually with contributions from 

partners, such as the Acute Health Liaison team and the IDVAs.  The newsletter is distributed to all 

Trust staff electronically, with some hard copies available in clinical areas. The newsletter contains 

information related to relevant safeguarding issues including learning from multi-agency reviews in 

addition to information regarding the safeguarding team including photographs and contact numbers. 

 

3.2 Safeguarding Strategies 

Two safeguarding strategies are in place -  

• Safeguarding Audit Strategy 2022 – 2024 – this strategy provides a 2-year robust plan of 

audits to be carried out across all areas of safeguarding. The audits in the strategy provide 

assurance around policies, procedures and practice and assist in identifying areas of good 

practice and areas that require improvement. 

• Safeguarding Training Strategy 2022 – 2024 – this strategy provides a framework for all 

safeguarding training, identifying specific staff groups and the level and frequency of training 

required. It is in line with national intercollegiate safeguarding training documents. 

 

 

Key Achievement – Annual work plan completed with over 75% of actions achieved and those 

outstanding transferred to 2023 – 2024 work plan. 
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4.  Overview of progress made relating to national Safeguarding policy 

/ legislation 2021 – 2022 

           

4.1 Amendment to the Mental Capacity Act / Liberty Protection Safeguards (LPS) 

The Deprivation of Liberty Safeguards (DoLS) was introduced in the Mental Capacity Act 2007. DoLS 

provides a framework for approving the deprivation of liberty for people who lack the mental capacity 

to consent to necessary treatment in a hospital or care home. 

 

In 2014 the Cheshire West, Supreme Court judgement significantly widened the definition of 

deprivation of liberty, resulting in a significant increase in the number of applications. This led to the 

process becoming unfit for purpose and in March 2017, the Law Commission published a report and 

Draft Bill recommending an overhaul of the DoLS process.  

 

Originally, LPS was due to be introduced in October 2020. Prior to the Coronavirus pandemic, 

discussions had begun with partner agencies within Hertfordshire with agreement to set-up a county-

wide programme to coordinate its implementation.  

 

The draft Code of Practice has been published for a period of consultation by the Department of 

Health and Social Care in 2022. The Trust submitted a detailed response as a member of the 

Hertfordshire LPS strategic group and a further response with ENHT from an acute hospital 

perspective.  

The Department of Health and Social Care announced on 5th April 2023 that the implementation of 

the LPS is currently on hold for the length of the current parliament and will be further reviewed 

after this time. The delay is said to enable the government to focus on the critical priorities in adult 

social care. 

The safeguarding team will continue to work alongside teams to improve quality and assurances 

around mental capacity assessments and DoLS authorisations. This will ensure that current 

practises are at a high standard and will set the foundation for the introduction of LPS in the future.  

The safeguarding team will continue with the following actions.  

• Increased focus on face-to-face Mental Capacity training – staff knowledge of MCA will be 

a vital part of introduction of LPS in the future.  

• Safeguarding team have developed resources for Mental Capacity and delivered face to 

face and virtual training on Mental Capacity and highlighted the planned changes related to 

the introduction of LPS.  

• The safeguarding team will support HCC implementation of the DoLS online application 

portal.  

 

4.2 Safeguarding children, young people, and adults at risk in the NHS. Safeguarding 

Accountability and Assurance Framework (SAAF) (NHSE 2022). 

The third version of the SAAF was published in July 2022 and predominantly covers the changes 

from commissioning groups to Integrated Care Boards and Integrated Care Systems – with the 

SAAF outlining how these new systems within the NHS should work together to safeguard 

children, young people, and adults at risk. The key functions of the document include - 

• To identify and clarify how relationships between health and other systems work at 

both strategic and operational levels to safeguard children, young people, and 

adults under the care of the NHS at risk of abuse or neglect.   
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• clearly set out the legal framework for safeguarding children and adults as it relates 

to the various NHS organisations, in order to support them in discharging their 

statutory requirements to safeguard children and adults.  

• outline principles, attitudes, expectations, and ways of working that recognise that 

safeguarding is everybody’s responsibility and that the safety and wellbeing of those 

in vulnerable circumstances are at the forefront of our business.  

 

Key changes and the impact on safeguarding in the Trust include -  

• Updates to key legislation such as the Domestic Abuse Act 2021 and the Serious Violence 

Duty: Draft Guidance 2021. 

Trust has incorporated information about the new legislation around domestic abuse into 

training and safeguarding huddles. Trust already working with the County Community 

Safety Unit (CCSU) sharing information about violent crime – assaults/knife crime /drug and 

alcohol related assaults. 

 

• Plans to expand CP-IS by March 2023 – to cover all healthcare settings including general 

practice, dentistry, community paediatrics, mental health, and public health nurses. 

Trust uses CP-IS in all unscheduled care settings and is now embedded into EPR – also 

used within paediatric outpatient department. 

 

• Clear directive about the expectations of providers – that safeguarding arrangements are 

robust and working and are embedded at every level of the organisation with effective 

governance processes. 

Trust meets all expectations and requirements. Annual Section 11 and adult assurance 

visits conducted by the ICB. External audits conducted in 2022 provided a high level of 

assurance around safeguarding processes. 

 

• Recognise need for MCA awareness across all NHS services – training needs to be led by 

HEE and linked to ESR records.  

Trust provides MCA training by eLearning and face to face / virtual sessions. Current focus 

on promoting MCA and training in preparation for the introduction of LPS. Trust will engage 

with training programmes when available form HEE. 

 

• ICB safeguarding needs to engage with place-based partnership structures and collaborate 

with local safeguarding partnerships with an emphasis on preventative work. 

Trust already works with CCSU (as above) and also Police and Crime Commissioner 

developing the Hospital ISVA project – with further development and funding until 2025. 

 

• Transitional safeguarding defined as “an approach to safeguarding adolescents and young 

adults fluidly across developmental stages which builds on the best available evidence, 

learns from both children’s and adult safeguarding practice and which prepares young 

people for their adult lives.” 

Trust has an integrated safeguarding team which aims to support safeguarding transitions 

with processes in place for oversight of young people within the organisation. 

• System Quality Groups to replace existing local quality surveillance group structures which 

will support ICs to maintain and improve the quality of care. 

Safeguarding Team have presented work around missing/absconded patients to the Herts 

ICB and the NHSE East regional system quality group. 
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5.  Safeguarding Leadership and Accountability 

The Chief Nurse of WHTH is the Executive Lead with responsibility for safeguarding within the Trust. 

This responsibility aligns to governance, systems and maintaining organisational focus on 

safeguarding.  

 

The Safeguarding Panel is chaired by the Chief Nurse and meets bimonthly. The panel oversees all 

safeguarding work across the Trust. The panel is attended by the safeguarding team, Divisional 

Head Nurses/Midwifery, Local Authority Acute Learning Disability Team (AHLT) and members of the 

designated teams within the ICB. The panel reports safeguarding activity and provides assurance to 

the Quality and Safety Group within the Trust.  

 

The Lead Nurse for Safeguarding manages the integrated team and holds the position of Named 

Nurse for Safeguarding Children. During the reporting period, a new Named Nurse for Safeguarding 

Adults was appointed. The member of staff appointed had already been working in the safeguarding 

team and has extensive experience in adult safeguarding and complex social needs. There has been 

continuity with the two named Consultants during the reporting period. The adult nurses and children 

nurses are co-located with the IDVAs and the hospital ISVAs.  The AHLT also use the office as a 

base. Co-location of the team enables effective communication, a much more integrated approach 

to safeguarding promoting the ‘think family’ approach and managing safeguarding issues across all 

ages. 

 

During the reporting period, the new team structure has further embedded following the addition of 

Band 6 posts in 2020, to increase skill mix and to provide the opportunity to ‘grow our own’ clinical 

nurse specialists. To date, a number of Band 6 staff have been successful in achieving Band 7 roles 

within the safeguarding field – one within the existing team.  

 

A new Named Midwife was recruited in March 2023, following the previous named midwife stepping 

back into her previous role within the Lavender team. The Named midwife is managed by the Head 

of Midwifery and leads the Lavender Team. This is an established team that cares for pregnant 

women with complex social and psychological needs. The Named Midwife is collocated with the 

safeguarding team to improve communication and working together. 

 

In October 2021, funding was obtained from the ICB and HPFT to recruit a Named Nurse for mental 

health and complex social needs. This post had been developed following the rise in the acuity and 

complexity of mental health patients admitted to the Trust following the covid pandemic. An 

experienced CNS had been working in this role and was then successfully recruited into the Named 

Nurse role. The post has been incredibly useful in supporting the operational management of mental 

health patients but also ensuring the Trust has policies and procedures in place to ensure compliance 

with the mental health act. The role also provided specialist supervision, training, and support to staff. 

The funding for the role was fixed term for 1year and ceased in October 2022. Currently we continue 

working with commissioners in the ICB to highlight the important function of having this role within an 

acute Trust, to try and secure additional funding. Information about work carried out in this role until 

October 2022 can be found in section 11. 

 

A bid supported by the Hertfordshire Police and Crime Commissioner to the Ministry of Justice for a 

hospital based Independent Sexual Violence Advisor (ISVA) has secured funding until March 2025. 

Due to the success of the initial project and the high number of referrals, a further bid was submitted 

which was successful and has led to the recruitment of a specialist sexual and domestic violence 

advisor (IDSVA) who commence in post in January 2023. Information about the work carried out by 

the service can be found in section 12. 
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The safeguarding team continue to work very closely with the hospital youth worker who is part of 

the wider safeguarding team. The post is funded by Hertfordshire Services for young people with 

funding available until 2025.  

 

During the reporting period, the safeguarding team have supported the introduction of the Bounce 

Back service provided by Herts Mind Network. This service supports patients with mental health 

issues and other complex social needs such as homelessness and addiction. The service supports 

patients while they are in the hospital, during discharge and provides ongoing support in the 

community to try and reduce a readmission. The service commenced in January 2023 and currently 

receive a high number of referrals. To further promote effective communication and an integrated 

approach to safeguarding, the team use the safeguarding office as a abase in the hospital.  

 

The Named Professionals have a key role in promoting good professional practice within the Trust 

providing advice and expertise for fellow professionals and undertake duties to safeguard children 

and adults in line with guidance and legislation (Working Together 2018 and the Care Act 2014). 

 

The job descriptions and personal specifications for the Named professionals for children are 

complete and are aligned to the Intercollegiate Document (2019). 

 

A safeguarding operational group runs monthly and is chaired by the Lead Nurse for safeguarding 

and attended by all team members. The group manages operational issues and reports to the 

Safeguarding Panel.   

 

The Trust Mental Health Steering Group chaired by the Chief Nurse is held bi-monthly with 

representation from the Divisions, the mental health teams for adults and children, security, and 

estates. The group reports into the safeguarding panel. 

 

The Trust Learning Disability Partnership runs bimonthly with representation from the divisions, the 

acute health liaison team, and the patient experience team. The group reports into the safeguarding 

panel. 

 

Appendix 2 provides the current team structure. 

 

6.  Inspections and Reviews 

 6.1 Arrangements to safeguard children under Section 11 of the Children Act 2014 and 

Adult Assurance Visit 

The annual section 11 audit / adult assurance visit was carried out jointly by the ICB in November 2022.  The 

completed audit tool was submitted to the ICB, and a presentation detailing service development 

was delivered during the virtual visit. The written response from the ICB included - 

 

West Herts Teaching Hospital Trust demonstrate an immense commitment to ensuring safeguarding 

is embedded in all areas of the organisation promoting the health, safety and welfare of children, 

Key Achievement – continued integration of the safeguarding team with successful bids and 

recruitment to provide specialist support for patients at risk. 

• Further development of the hospital ISVA project with additional recruitment and 
funding 

• Supporting the introduction of the Bounce Back service 

• Continued positive outcomes from the hospital youth work project. 
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young people and adults that access services across the Trust.  The presentation and case studies 

demonstrated a culture of strong leadership and also of care, compassion, and innovative practice.  

Following discussions, highlighting areas of good/excellent practice and recommendations for 

improvement, it was agreed WHTHT is rated as Good to Outstanding. 

 

A number of areas of good practice were identified, which includes, 

 

• It is evident how well safeguarding is embedded across the whole organisation both at senior 

level and to front line services. 

• A successful culture of development in an integrated safeguarding team which has a range 

of skill mix and expertise. 

• Good engagement and collaboration with the Partnership, and System, drawing on the 

expertise of other specialist areas to drive forward improvement projects.  

• Adaptability throughout the safeguarding team which allows the organisation to adapt to 

emerging need and which are integrated into longer term plans.  

• The development of workstreams to support patients with complex needs as a result of 

alcohol and substance misuse. 

• The commitment to supporting carers and the development of a project to support carers 

around discharge. 

• The successful introduction of the ‘Ask, Listen, Do’ project which ensure any themes 

identified are being embedded into the organisation and supported by an Experts by 

Experience panel.   

• The work around raising and awareness of learning disabilities, including ‘Rock your Socks’ 

and supporting a Learning Disability Forum to encourage engagement with patients with LD.  

• A focus on MCA including power sessions and supportive ward audits - support to staff 

around the application of MCA in 16- and 17-years old decision making. 

• The implementation of virtual wards that provide oversight for 16–17-year-olds. 

• The successful introduction of Hospital ISVA Project with the recruitment of Independent who 

is embedded into the safeguarding team, while maintaining an independent role. Outcome 

analysis has demonstrated this has been fundamental to addressing an unmet need. 

• The maternity support put in place to support Afghanistan Refugee families, building 

relationships with other organisations with one midwife co-ordinating the care for these 

families.  

• Training becoming embedded to support CYP/Mental Health including Clinical Holding 

Training and ‘Time to Talk.’ 

• The development of a pilot education project for mental and physical health training to help 

to develop staff skills.   

• The introduction of a pathway for missing and absconding patients to support communication 

with partners such as Police, the flowchart been shared to encourage joint working to support 

missing and absconding patients.  

• A wide range of supervision practices, with daily supervision huddles, debriefs following 

difficult cases, peer reviews and adult safeguarding supervision now including in the CYP 

Supervision Policy. 

 

Several recommendations following the audit were identified by the Team and agreed with the ICB. 

These are below with current Trust progress. 

• Relaunch safeguarding champions programme – include adult, maternity, and paediatric 

champions.  

i. Update the champion contract. 

ii. Plan quarterly learning day. 
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            Progress - Champions contract produced for signing by ward managers and matrons – 2 -  

            forums set up and recruitment of selected professionals across divisions. External speakers  

            arranged.  

 

• Continue to support and promote the awareness and application of MCA for 16–17-year-

olds around decision making and consent. Progress - Virtual power sessions taken place - 

to continue to engage staff with examples of 16/17yrs olds and the theme of consent and 

capacity. Review of online e learning training package to also include transitional CYP and 

MCA themes. Information included in safeguarding newsletter. 

 

• Promote engagement with parents and young people at an early stage (aged 14+) to support 

understanding around consent and decision making from aged 16. Progress – Information 

included in safeguarding newsletter. Information to be shared at paediatric clinical 

governance sessions. 

  

• Contribute to and develop an aligned process of information sharing between Primary Care 

and Maternity Units across the ICS and embed into current process. Progress – Named 

Midwife continues to attend ICS led meetings - Implementation of BadgerNet electronic 

maternity record has impacted on some aspects of information sharing – work ongoing. 

 

• Contribute to the Partnership workstream to embed ICON across maternity Services 

(HSCP PPP Action Plan). Progress - ICON embedded within BadgerNet ensuring it is 

discussed with woman on 4 separate occasions. Education is being provided to midwives 

to ensure ICON is discussed in front of partners on PN ward and in the community. 

Leaflets are provided on Badger notes App. 

• Continue to contribute to the Partnership work around fathers including the progress of a 

maternity pathway for dads. Progress – Named Midwife continues to attend relevant 

meetings and review Trust processes around maternity pathways for dads. 

 

• Improve process for information sharing between MWs and PHNs. Progress - Cross site 

meetings for woman receiving care in multiple hospitals and psychosocial meetings held 

monthly. Meetings held with PHNs. Completed. 

 

• Further develop the hospital ISVA project incorporating the new IDSVA role and 

particularly focussing on the violence against women and girl’s agenda. Progress - 

Appointment of 1 ISVA and 1 IDSVA onsite. Referrals processes and pathways now in 

place. Caseload reviews and supervision now in place – Named Nurse Safeguarding 

adults attended specialist ISVA management course. Plan to introduce Lead ISVA / IDVA 

role working with PCC and ENHT. Completed 

 

• Work with the Lead nurse in HPFT to support the development of the mental health liaison 

team (MHLT) for CYP within the Trust. Progress – MHLT for CYP now up and running 

within the Trust. Referrals pathways and processes in place. Promotion of new team 

across relevant clinical areas – information shared at clinical governance meetings, e-

updates, and safeguarding newsletter. Completed. 

 

• Continue to raise awareness of domestic abuse around older adults and build on learning 

regarding domestic abuse and older people and/or carers, to better understand and respond 

to domestic abuse and dementia. Progress - Training session and materials on safeguarding 

champions agenda. Safeguarding Team present at the elderly care and dementia 
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awareness days monthly – raising awareness of domestic abuse in this age group. 

Completed 

 

• Provide assurance jointly with the ICB of the effectiveness of information sharing process 

and links with CLA Health (to include CLA with SEND). Progress - Referrals to Local 

Authority made by Trust are shared with CLA health – additional information shared if 

appropriate and proportionate.  Referrals shared with HCT safeguarding team – further 

agreed that it is the responsibility of the PHN to inform CLA health. Completed 

 
 

• Include CLA health in planned meetings where discharge plan / ongoing admission support 

is being discussed. Progress – CLA health invited to all meetings where it is known that the 

child / young person has looked after status. Completed. 

 

• Develop a ‘was not brought’/DNA to appointments process for patients with learning 

disability. Progress – list of all patients with learning disability who are due to attend 

outpatients appointments now available daily. Process in place working with AHLT nurses 

and outpatients nurses to identify patients who were not brought. This process was 

introduced following learning identified as part of the LeDeR process. Completed 

 

• Develop an escalation process for patients with learning disability and/or mental health 

issues for admission to ITU. Progress – ITU pathway written with input from multi-disciplinary 

teams. Approved at Safeguarding Panel. Completed 

 

• Develop an escalation process for patients with learning disability for elective surgery. 

Progress – SOP written and now out for comments to wider network and then will be 

presented at Safeguarding panel. 

 

• Review alcohol practice guidelines and ensure good practice and learning is shared and 

embedded across the Trust. Progress - Named nurse and CNS attend high intensity service 

users meetings. Executive functioning / MCA and alcohol related brain injury training 

presented at clinical governance sessions and new doctor induction. 

 

• Lavender Team to develop a process to conduct drug and alcohol screening working with 

CGL. Progress - CGL will continue to support woman who are in-patients. Midwives will 

complete urine drugs of abuse screening on all woman who disclose recreational substance 

misuse at booking. Urine screening will be completed off site and provided by Kings. Agreed 

with Lab Manager and DOM - costing implications to be reviewed in 6 months. Completed 

 

• Work with agencies to develop an escalation process for complex CYP who are in hospital 

with no placements particularly where there has been placement breakdown and where 

there are significant risks. Progress – Lead Nurse contributed to multi-agency task and 

finish group to develop this escalation process. Awaiting final approval. 

 

• Lavender Team to develop links with the Ohana project to support care experienced 

pregnant women.  Progress - Ohana project lead attended Lavender team meeting – referral 

process shared. Completed. 

 
Actions outstanding from 2021-2022  
 

• Introduction of LPS across the Trust 
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The safeguarding team will review the LPS Code of Practice and share with relevant 

departments when published. 

The safeguarding team will deliver additional MCA training in preparation for LPS. 

The safeguarding team will raise awareness of the proposed changes with LPS in all 

safeguarding training in preparation. 

Progress – LPS has been postponed indefinitely by the Government (see section 4.1). 

MCA training continues across the Trust. Completed. 

 

• Maternity to audit the quality of maternity supervision. Progress – audit completed and 

presented to Safeguarding panel. Recommendations - Audit highlighted need to record 

supervision more accurately. Spreadsheet commenced - all supervision to be documented, 

Leaflets produced and disseminated advising midwives of supervision expectations. Drop-

in session held weekly. Completed.  

 

 

6.2 External Trust Audit on DoLS 

The Trust external audit company carried out an audit on the DoLS in July 2022. The purpose of the 

audit was to ensure compliance with DoLS standards and that they are understood and applied 

correctly for inpatients. 

 

The following areas were covered as part of this review:  

• Review of policies and procedures developed by the Trust in relation to DoLS. This included 

review of roles and responsibilities and assessment of whether they were widely understood 

across the Trust.  

• Review of training arrangements in place to train doctors and nurses with regards to DoLS 

guidance / requirements.  

• Review of the reporting and monitoring arrangements pertaining to DoLS. This included 

collation of DoLS data and reporting of any known instances of unauthorised deprivation of 

liberty.  

• Review accountability and governance arrangements for oversight and review of DoLS within 

the Trust.  

• Review action plans in place to address deficiencies identified in the reporting process 

(including responsibilities for tracking and reporting on progress of remedial action). 

 

A number of areas of strength were recognised which included -  

• A DoLS policy is in place which was reviewed by the Safeguarding Panel in June 2021 and 

approved by the Quality & Safety Group. The policy includes responsibilities and duties of all 

staff including the Executive Lead and Clinical Operations Lead  

• A flowchart detailing the decision process for authorisation of DoLS is included within the 

policy. The DoLS policy is available on the Trust intranet site for all staff to access. A 

Safeguarding Mental Capacity Act (MCA) staff booklet is also given to all staff to refer to. 

• The Safeguarding Team are copied in to all DoLS applications across the Trust and monitor 

the applications on a weekly basis. The team maintain a DoLS database of key dates and 

deadlines to facilitate monitoring and reporting. 

• A DoLS spreadsheet is sent to ward matrons on a weekly basis detailing patients on their 

wards who are currently under a DoLS and those for which a DoLS has expired. 

• Monthly dip dive audits are undertaken on a sample of DoLS applications and presented to the 

Safeguarding Panel to provide assurance on the DoLS process. The monthly dip dive audits 

were introduced during the Covid-19 pandemic to replace the biannual audits to provide more 

timely assurance on the DoLS process as a result of an increase in DoLS applications during 
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this period. The DoLS policy has been updated to include the completion of monthly dip dive 

audits. 

• Appropriate action is taken on any issues and gaps identified as a result of the dip dive reviews, 

for example, provision of additional training sessions and reminders to staff to reiterate the 

DoLS process.  

• Updates on DoLS are provided to the Safeguarding Panel which meets every two months.  

 

The audit raised one low priority recommendation to a form that was not fully completed although it 

did not result in incorrect treatment. The audit concluded that there is substantial assurance over 

both the design and the effectiveness of controls surrounding the DoLS process at the Trust. The 

Trust has a well – designed and robust control environment in place. 

  

7.  Safeguarding Children 

 

7.1  Safeguarding Children activity 

          Safeguarding children work can be divided into 3 areas within the Trust.  

 

• Acute paediatrics including unscheduled care, inpatient care, day patients and 

outpatients. This would also include children seen in UTC and in other departments 

within the Trust. This includes 16 and 17yr olds who may be seen across the 

organisation.  

• Maternity services including inpatient services and community midwives.  

• Adult services – where concerns are raised about an adult’s attendance and the impact 

of that presentation on a dependent / unborn child. Most of this activity takes place within 

the unscheduled care settings but is applicable to all adult areas of the hospital.  

 

7.2  Service developments within safeguarding children 

         Developments to improve safeguarding children’s practices across the Trust over the reporting 

period include – 

  

Clinical Holding Training 

• Training has been provided by an external specialist provider around clinical holding to carry 

out medical procedures and restrictive practice - for example when a young person is under 

a mental health section. Training is being rolled out on clinical holding across the Trust from 

3 members of staff who has completed the train the trainer course. 

 

 Paediatric MH Liaison Team 

• Following joint working on a business case with system partners, funding was obtained to 

develop a model of paediatric mental health liaison to support CYP in the Trust with mental 

health needs who are not in acute crisis (CCATT available for acute presentations). This 

had been a significant gap in service for a number of years and much needed in view of the 

Key Achievement  

Section 11 / Adult Assurance Audit carried out by the ICB rated the safeguarding service as 

good to outstanding with many examples of positive practice. 

External auditors concluded that there was substantial assurance over the DoLS process in 

the Trust. 
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rise in attendances with mental health issues. The team commenced on site earlier in the 

year and are embedding in paediatrics and clinical areas that see 16 and 17yr old patients.  

 

 

7.3 Referrals to Children Services 

Referrals to CS made by WHTH staff: 

  

• Child protection concerns – these include children attending with for example, possible 

non-accidental injury, escalating behaviours, or neglect issues. It also includes referrals 

that were completed regarding adult attendances who are parents or guardians/carers 

or pregnant women. These referrals are completed predominantly by unscheduled care 

staff and include attendances for domestic abuse, drug and alcohol issues and 

poor/escalating mental health. Referrals are also received from other areas of the Trust 

such as AAU, ITU, outpatients’ departments, ward areas and the mental health liaison 

team. 

• Information sharing referrals – these are completed for children/young people who 

attend our services who are known to Children Services e.g., child protection plan in 

place, Children looked after or Child in Need Plans.  

 

 
Graph 1 Total Number of Child Protection Referrals made for children under 18yrs made by 

WHHT staff from May 2022– April 2023  
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Graph 2 Number of child protection referrals made regarding children under 18 seen as patients 

annually. 

 

The above graph shows a slight reduction in the number of child protection referrals made compared 

to the previous reporting year. The previous years elevation in referrals was likely due to the impact 

of the Covid pandemic and national lockdowns. 

 

There has been an increase in the complexity of cases and referrals made for CYP with escalating 

mental health issues, complex behavioural issues often with associated and additional complexities 

such as disorded eating, hyperactivity disorders and autistic spectrum disorder. These cases present 

a significant challenge to manage in an acute setting and require a coordinated multi-agency 

approach to achieve best outcomes for the child or young person. 

Referrals for mental health attendances for young people has continued to remain high during the 

reporting period - 273 referrals were made for children attending with self-harm and overdose. This 

was slightly lower compared to last year. Many young people presenting following overdose had 

significant safeguarding concerns where they disclosed domestic violence or physical abuse at home 

as the trigger.  

Neglect has features in younger children with additional needs such as learning difficulties and 

autism who presented with physical, emotional, educational, and medical neglect. Other challenges 

reported by young people impacting on their mental health and wellbeing were concerns with 

schoolwork/exams, social anxieties, and gender identity issues.  

264 referrals were completed for CYP attending with anxiety, depression, escalating suicidal 

thoughts, and behavioural issues that may have a mental health component. There continues to be 

high numbers of CYP admitted to Starfish ward and adult settings with eating disorders / disordered 

eating and escalation in their behaviours impacting on their poor mental health. A number of CYP 

have been detained under the Mental Health Act and remain in acute beds while specialist Tier 4 

provision is found for them. This can pose challenges in managing risk and keeping them safe and 

requires a multi-agency approach with mental health teams and often social care. Lengthy delays 

for beds often leads to escalation at executive level to achieve best outcomes for the CYP. The Lead 

Nurse for Safeguarding has attended a multi-agency group to develop a clear escalation process for 

these young people looking at specific roles and responsibilities for each agency and managing the 

high risks. 
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Graph 3 Number of referrals made regarding children under 18 who have attended with self-harm 

and overdose annually.  

 

There has been an overall increase in the number of referrals completed for children who are living 

with domestic abuse (DA) within this reporting period.  75 referrals were completed regarding DA. 

This included CYP disclosing DA and parents attending unscheduled care with injuries or in mental 

health crisis due to ongoing DA. The safeguarding team continues to raise awareness across the 

organisation about DA and the additional services are available such as IDSVA service within the 

safeguarding service and IDVA support from Refuge, to support young people and adults. The 

IDSVA service attends safeguarding training and updates for staff and psychosocial /safeguarding 

huddles raising awareness of the service.  

   

27 referrals have been made for potential child sexual exploitation. This figure has significantly 

increased since the last reporting year. The completion of the HEADSSS assessment (psychosocial 

tool) has identified some young people who were affiliating with gangs and this information was 

reported to MACE (multiagency child exploitation group) and HALO (police) for further exploration 

and to safeguard the young person.  

 

46 child protection medicals were carried out by Consultant paediatrician / Registrars which had 

increased compared to the previous reporting year.  The medicals were all completed due to 

concerns about physical abuse and neglect in young children.  
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Table 1 Trends of referrals of vulnerable children to Children Services over preceding reporting years  

 

 
 Graph 4 Total Number of Information Sharing referrals made for children less than 18yrs made by 

WHTH staff from May 2022 – April 2023  

 

The figures above indicate good information sharing with Children Services regarding vulnerable 

children. There has been a slight reduction in the attendance of children who are Child Looked After 

(CLA) or have a child protection (CP) or child in need (CIN) plans in place.  

 

Paediatric out-patients’ continue to use summary care records to identify vulnerable children on CP 

plans or CLA to support the paediatrician / clinician in risk assessments during the consultation. It 

also identifies vulnerable children who are not brought to appointments with information being shared 

with Children Services.  

The sharing of the CIN list from Hertfordshire Children Services for all children and young people 

has been helpful in providing a more robust information sharing system where these children are 

identified as vulnerable when attending unscheduled care across the organisation.   

 

 
Graph 5 Number of information sharing referrals to Children’s Services from May 2022 – April 2023. 
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Graph 6 Total Number of Child Protection Referrals made for adult attendances by staff from May 
2022– April 2023 
 

The figures for referrals have decreased slightly for parental presentations compared to the previous 

reporting period which is likely due to the peak in concerning attendances following the lifting of covid 

lockdowns. The numbers are still high which demonstrates a good level of awareness of 

safeguarding issues and concerns incorporating the “Think Family” approach where children / 

unborn babies were identified, and referrals were completed.   

Maternal mental health presentations had significantly increased over the reporting period which 

have included disclosures of historical trauma due to domestic abuse, alcohol misuse, difficulties 

with day-to-day basic care of children and financial pressures due to the cost-of-living crisis. 

  

Hertfordshire drug and alcohol services continued to support clients and the safeguarding team have 

oversight of these attendances and share information as appropriate.  
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Table 2 Trends of referrals to Children’s Services over preceding years for adult attendances  

 

 

7.4  Multi agency working. 

Multi agency working within the hospital -  

• Safeguarding huddles continue in all paediatric areas monthly and ad hoc to emergency 

department and Hemel UTC and adult settings where 16- and 17-year-olds are admitted 

with complex medical needs. These have been very well received by staff. 

• The regular ward rounds include a weekly psychosocial meeting on Starfish which has 

virtual attendance from a social worker from the Watford assessment team – this ensures 

effective communication and information sharing. The weekly psychosocial ward round on 

SCBU is attended by a midwife from the Lavender Team. 

• CED/ED safeguarding psychosocial meeting occurs weekly and is attended by CGL drug 

and alcohol worker and Greenbrook staff.  

• Electronic weekly updates by C-CATT to the safeguarding team on outcomes for children 

and young people who attend the hospital and that are seen by their service. 

• Good links with the adult mental health liaison team to ensure effective communication and 

information sharing for parents who present in crisis where there may be children at risk of 

harm. 

• Close working relationship with the CAMHS Paediatric Liaison Service - weekly meetings 

and daily communication and information sharing as appropriate. 

 

Multi agency working external to the hospital -  

• Regular attendance at MARAC (multi-agency risk assessment committee) for high-risk 

domestic abuse cases – safeguarding team continue to provide information on cases where 

appropriate and make professional referrals as required. Information is shared via the 

MODUS system with updates shared on actions.  

• Multi Agency Child Exploitation (MACE) Panel – information is shared with this panel on 

vulnerable children and young people who are at risk of exploitation. 

• Safeguarding involvement with MEED meetings. 

• Vulnerable Adolescent Sub-group (Hertfordshire Safeguarding Children Partnership) is 

attended by the safeguarding team and ensures that health needs and considerations are 

represented at strategic level when providing services for these young people. 

• Strategy meetings, core groups, discharge planning meetings and professionals’ meetings, 

CETR, escalation meetings, child protection case conferences with the multi-agency 

partnership are attended regularly. 
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7.5  Safeguarding work within unscheduled care 

The safeguarding nurses continue to support staff working within unscheduled care. All referrals 

made are reviewed daily in case of any urgent action/ escalation or further information sharing 

needed.  

 

There is also a daily review system in place via EPR of adults who have attended with concerning 

presentations who may have dependent children. Consideration is then made about the risks to any 

children / unborn babies and a referral made if appropriate.  Feedback is given to staff as a learning 

opportunity regarding ‘Think Family’ when dealing with such presentations and actions entered onto 

EPR.  

 

The safeguarding nurses visit Hemel UTC regularly to discuss complex attendances and referrals, 

provide teaching and supervision and to offer support and advice to staff.   

 

Information systems available include: 

• CP-IS (child protection information sharing system) has been in place in unscheduled care 

for several years this is now integrated into the EPR records providing live data on any child 

on a CP plan or a CLA and this informs the assessment when they present in the department.  

 

• FGM-IS - a national system that provides an alert on a girl’s summary care record if she is 

increased risk of FGM. A procedure flow chart has been developed for staff to follow if a child 

with a positive risk attends CED. 

 

• System One (community health records) read only access is available to the shift leader 

working in CED.  It is invaluable for gathering information when a child with a concern is in 

CED especially for concerns out of hours. All paediatric consultants, staff across paediatrics, 

neonates, and maternity as well as the safeguarding team have access to System One.  

 

• Child in Need (CIN) information held by Hertfordshire CS is now available to access by ED 

reception staff who then highlight this information under current visit on EPR records. This 

supports information sharing and informs risk assessments of children seen in the 

department. This is also available to reception staff in Hemel UTC.  

 

• SafetyNet+. This is a community safety system that uploads real time information around 

issues like violence and aggression, antisocial behaviour, community disturbance orders, 

alcohol, and drug misuse etc. Information sharing agreements have been approved and 

signed with the Trust and police with access to the safeguarding team. 

 

• BadgerNet - the electronic record keeping system for mothers in pregnancy and for babies 

in the neonatal unit. Expectant and new mothers have an app on their phone where they 

can access information and see care that has been provided for them and information 

about basic care of their baby in the neonatal unit if they are separated from them. It is a 

system that is used by an increasing number of Trusts and information can be shared 

across systems which be useful and improve safety for families and children. 

 

7.6 Safeguarding teenagers and young people 

During the reporting period, work to improve safeguarding to teenagers and young people has 

included –  

Tab 23 Safeguarding Annual Report

249 of 461Trust Board Meeting in Public 7 September 2023-07/09/23



23 
 

• The HEADSSS assessment tool is available on the electronic patient record and clinicians 

are encouraged to complete it to ensure a holistic assessment takes place to identify any 

issues. 

•  Virtual Ward for 16/17yr olds – daily electronic list of 16 and 17yr old patients, admitted to 

the organisation. This is shared with safeguarding and senior paediatric nurses – to ensure 

oversight and safeguarding review and to provide support to this group of young people 

while they are admitted.  

• Brook Traffic Light tool training for the assessment of risky sexual behaviours has been 

delivered to Trust staff. CNS for safeguarding children competed the Train the Trainer 

course and is now part of the Hertfordshire training pool.  

• Level 3 children training and updates at clinical governance meetings – delivered to senior 

nurses working in adult orientated areas who care for 16 and 17yr olds more frequently – 

staff trained currently include ITU, surgery, theatres in SACH and Max/fax oral surgery 

department. 

• Youth volunteers continue to support 16 and17yr old patients in adult areas via a clear 

pathway to ensure all safeguarding risks are considered. 

  

7.7 Hospital Youth Work Project  

The Hospital Youth Worker (HYW) has been in post for over 2 years. They have promoted the project 

within the hospital and regularly attend promotional sessions and safeguarding huddles. This has 

led to relationships with new departments in the hospital such as the diabetes clinics and helped 

increase the number of referrals of young people into the project. The project aims to reduce 

attendances where possible by providing the young person with 1-2-1 community support within a 

school setting or home where necessary. Within these sessions the young person is equipped with 

skills and knowledge to manage the social and emotional issues that may be affecting their physical 

or mental health. They are provided with a support network allowing them to access guidance and 

information to prevent them from returning to hospital, therefore reducing attendances and pressures 

on the NHS. Currently the post is vacant and out to recruitment. 

 

A large proportion of the referrals from frontline staff have come directly from the CED department, 

the referral process and having the HYW referral form embedded into their email system makes 

this a quick and easy process. The HYW project has also started to accept referrals from the 

Epilepsy service and continues to reach out to other clinical departments.  
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 r 

Graph 7 Youth worker interventions following referrals from WHTH staff. 

The HYW has actively engaged with 207 young people, predominately their visits have been on a 

face-to-face basis within local schools and wards within the WHTHT. The highest intervention work 

done by the HYW following referrals from the Trust has been around low mood, anxiety, and 

overdose.  

HYW has been monitoring young people identifying as missing education, (School refusal &part 

time- timetable) and have met with other services to discuss information sharing pathways and 

support for those young people.  

Watford has seen an increase in young people attending who are affiliated with Gangs across 

counties and this information has been shared with services and Halo reports completed. 

 

Future Work and plans include - 

• Strengthening frequent attender’s project  

• Building stronger relationships with wider teams (missing education, SEND and MACE) 

• Continue to deliver a high standard of youth work with every young person who is referred 

to HYW. 

• Engage with clinics within the organisation where young people attend such as diabetes, 

epilepsy, ADHD, respiratory and oncology services.  
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7.8 Training 

Safeguarding children training is a fundamental part of the organisations duty to safeguard and 

promote the welfare of children under Section 11 of the Children’s Act (2004) and Working Together 

(2018). Staff are required to be trained and competent to recognise potential indicators of abuse, 

know what to do about concerns and fulfil their responsibilities in accordance with the Hertfordshire 

Safeguarding Children Partnership procedures. 
.  

The Intercollegiate Document (2019) identifies a revised safeguarding competency and training 

framework to guide professionals and the clinical areas they work in.  It defines groups of staff; 

relating more specifically to staff roles as opposed to job titles that require specific levels of training. 

Within the Trust, Level 1 and Level 2 are available as e learning packages. These are national 

packages that were adapted to include local information and have been reviewed and revised to 

ensure that they meet the skills and competencies set out in the new intercollegiate document. Staff 

must complete a short test to be compliant.  

 

Level 3 training sessions are now held monthly face to face across Watford and Hemel Hospital 

sites. Alternatives include - e-Learning for healthcare modules or a recorded video session presented 

by the safeguarding team. Face to face training is the preferred option for level 3 training with 

alternatives available for staff who may have difficulty accessing these sessions. 

Core level 3 sessions run for 4 hours, and level 3 updates run for 1 ½ to 2 hours. The team have put 

a programme of level 3 updates together including child sexual exploitation, county lines, female 

genital mutilation, physical abuse, domestic abuse, sexual abuse and SARC.  Staff that require level 

3 are aware of the expected hours required for training as defined in the Intercollegiate Guidelines 

(RCPH 2019). Hours of training for this group are monitored via the staff’s individual safeguarding 

passport. 

 

Training compliance rates are reported monthly by the organisation’s training department and these 

figures are reported to the safeguarding panel and to the ICB via the safeguarding dashboard and 

the quality contract.  

 

 
Graph 8 - compliance rates for safeguarding children training for the reporting period. The Trust 

expected compliance is 90% represented by the orange line. 

   

During the reporting period 
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70

75

80

85

90

95

100

May June July Aug Sept Oct Nov Dec Jan Feb Mar Apr

Level 1

Level 2

Level 3

Tab 23 Safeguarding Annual Report

252 of 461 Trust Board Meeting in Public 7 September 2023-07/09/23



26 
 

• Webinars have been produced on FGM, domestic abuse, child sexual exploitation, CGL 

(Drug and Alcohol service) and county lines/gangs and knife crime and are available to staff 

via Acorn. 

• CNS safeguarding children is a trainer for Brook traffic light tool around risky sexual 

behaviours. 

• The safeguarding team attends the Learning and Development subgroup which identifies 

learning and training needs for staff within the partnership. 

• Time to Talk Project led by a safeguarding children nurse – promoting a training package to 

support staff developing skills in communicating with CYP who have mental health issues. 

 

Multiagency training provided by the Hertfordshire Safeguarding Children Partnership (HSCP) 

enhances the single agency training provided by the organisation. Staff are encouraged to attend 

the HSCP training with courses advertised via clinical facilitators and regularly promoted to team 

leaders/managers, on Trust e-updates and in the safeguarding newsletter. Staff are encouraged to 

record this training on their safeguarding passports for evidence and assurance at appraisals. 

 

Key Achievements –  

• All levels of safeguarding children training compliance have remained above the Trust target 

for 90% during the reporting period. 

• Specialist training has been provided to staff to support in caring for children and young 

people requiring clinical holding and the use of the Brook Traffic Light Tool.   

• Successful Time to Talk project led by safeguarding team  

 

 

7.9  Safeguarding Children Audits  

The Safeguarding Audit Strategy provides a programme of audits for 2022-2023. The following 

audits have been carried out during the reporting period: 

 

• Dip sample audit carried out for each Safeguarding Panel – bimonthly.   A dip sample 

audit is undertaken using a random set of medical records selected from             across 

paediatrics/neonates/unscheduled care that involved a safeguarding children case These are 

reviewed and presented at Safeguarding panel. Areas of good practice or for improvement 

are fed back to staff in the clinical area. Overall, the findings of the audits demonstrate a good 

standard of safeguarding practice and documentation. 

 

• Audit of the quality and standard of safeguarding referrals. 75 referrals to Children 

Services were audited including child protection referrals and information sharing referrals. 

Outcome Overall the quality of safeguarding referrals is good across all areas. The 

safeguarding team attend ED huddles to provide feedback on quality of referrals and to reflect 

on outcomes of cases.  

 

• Audit on the quality of safeguarding supervision. The audit was carried out by completion 

of an online survey.  The survey was shared across all paediatric areas and staff groups and 

staff were encouraged to complete. Outcome Overall responses were very positive – staff 

reported that they had received good safeguarding supervision which was in line with their 

professional requirements. Staff felt supported by safeguarding supervision and it allowed 

them to better protect vulnerable children.  

 

• Audit on Children Who Do Not Attend Appointments. The aim of the audit was to 

ensure safeguarding concerns for  children who have not been brought in for an outpatient 

appointment (virtually / face to face) are identified and that there is clear evidence and 
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assurance that trust policy has been adhered to. The audit was carried out by selecting a 

sample of 16 records of children that had not attended a variety of clinics within paediatric 

outpatients. Outcome: Audit showed particularly good adherence to the policy. Relevant 

information and safeguarding referrals had been made for children who were not brought.   

  

• Audit of compliance with the bruising and bleeding policy in babies under 6 months 

and compliance with CP medical proforma. 3 case notes of infants under six months and 

5 cases of babies over 6 months who presented with bruising or bleeding/trauma to hospital 

were audited. These children had presented over a one-year period. Outcome There was 

100% compliance with all the elements within this audit. It is evident that the policies are well 

embedded into practice for all practitioners. 

 

• Audit of the quality and standard of safeguarding documentation. The audit 

concentrated on record keeping in paediatric and unscheduled care setting across the 

organisation. 110 records were audited. EPR was used to access the documentation which 

was the first-time electronic records were audited. Outcome Overall, the audit demonstrated 

an excellent standard and improvement in compliance for record keeping for safeguarding 

children and young people despite the challenges of staff adapting to a new system of 

recording information. 

 
 

• Audit of compliance for staff completing HEADSSS assessments on Electronic 

Patient Records (EPR) for 12-17-year-olds. A total of 40 EPR HEADSSS assessments 

were audited. These were selected over a 12-month period. 22 records were selected from 

12-15 years old attendances to CED and 18 records from 16-17 years old attendances to 

ED. Outcome: There was good compliance overall with completing the HEADSSS 

assessment tool. Acuity was identified as the main reason for non-compliance and in the 

majority of cases the safeguarding team were able to complete the assessments following 

admission. Further training and support are offered to staff - discussed in huddles regularly 

and at Doctors induction training. 

 

• Audit of Compliance for staff completing risk assessments for 16-17yr old hospital 

volunteers. A total of 100 risk assessments were audited over a 3-month period between   

November 2021 and current date. Outcome: The audit demonstrated positive practice from 

staff in relation to completing risk assessments for all 16–17-year-old volunteers helping to 

improve compliance and safe practice. Also, positive practice in relation to reviewing the risk 

assessments in a timely manner which subsequently ensures wellbeing.  

 

• Audit of child protection medical documentation and safeguarding investigations 

Child protection medical proformas were audited for 6 cases – review of documentation and 

medical investigations carried out in line with RCPCH guidance. Outcome Excellent 

documentation noted and a good level of completion of the CP medical proforma paperwork. 

Areas for improvement included the inconsistent use of body mapping although there was 

always clear written documentation. As a result of the audit, the body maps were reviewed 

and updated to be more user friendly. Training to Consultants and Registrars around CP 

medicals is ongoing and is supported by peer review.  

 

• Audit of Children who DNA appointments face to face or virtually. The aim of the audit 

was to ensure safeguarding concerns for  children who have not been brought for an 

outpatient appointment (virtually / face to face) are identified and that there is clear evidence 

and assurance that trust policy has been adhered to. The audit was carried out by selecting 
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a sample of 16 records of children that had not attended a variety of clinics within paediatric 

outpatients. Outcome: Audit showed particularly good adherence to the policy. Relevant 

information and safeguarding referrals had been made for children who were not brought.    

 

• Audit of the VIP policy. The audit was carried out to look at staff compliance within the 

guidelines set out within the policy. The audit looked at the last 12-month period and focused 

on 4 significant visits from celebrities and VIP’s. This is the first VIP audit completed post 

covid pandemic. Outcome The findings demonstrated excellent compliance and knowledge 

of the policy in practice. There was 100% adherence to the principles which has safeguarded 

patients and staff within the clinical areas during VIP visits to the organisation. 

 

7.10 Safeguarding Children Supervision 

Safeguarding children supervision is a formal process of professional support and learning which 

enables practitioners to develop knowledge and competencies and assume responsibility for their 

own practice in a safe and supportive environment. 

WHTHT has a safeguarding supervision policy in place with the expectation that paediatric/neonatal 

nurses (Band 4 and above) and paediatric Consultants and Registrars attend three to four sessions 

of supervision per year. This requirement is set out in the intercollegiate document – Safeguarding 

Children and Young People: Roles and Competencies for Healthcare Staff (2019). 

 

 
Graph 9 shows compliance rates for safeguarding children supervision within paediatrics. The 

ICB expected target for compliance is 90% indicated by the orange line. 

 

During the reporting period: 

 

• Supervision has been delivered in a variety of ways – group sessions, ad hoc supervision, 

safeguarding huddles, level 3 safeguarding updates and training, attendance at one of the 

three psychosocial/supervision ward rounds, attendance at discharge planning meetings and 

child in need/ child protection meetings and escalation professional meetings. 

• Paediatric and Neonatal Nurses and paediatric registrars and consultants record attendance 

at supervision within their Safeguarding Passport– this is reviewed at their yearly appraisal 

to ensure compliance with policy.  

• The safeguarding team keep a database of staff attendance at supervision to review 

compliance. This is shared with the safeguarding link champions in each area to ensure all 

staff on duty has an opportunity to attend supervision.  
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• Quarterly figures show that compliance with supervision remains at 90-92% for paediatric / 

neonatal nurses and 90-95% for paediatric Consultants and Registrars. The ICB target is 

90%. This demonstrates overall good compliance. 

• In a recent survey carried out by the HSCP to partner agencies, WHTH staff found the 

safeguarding huddles and supervision very informative and relevant to their learning and 

development and improving practice. 

• The Lead Nurse safeguarding has supervision from the designated team in the ICB. 

• Additional sessions / debriefs are offered to staff following challenging cases led by the 

safeguarding team and named safeguarding consultant.  

• Lead Nurse has completed her Professional Nurse Advocate training – able to provide 

restorative supervision sessions promoting advocacy and the A-EQUIP model.  

 

Key Achievements  

• Compliance with safeguarding supervision has remained over 90% (ICB target). 

• Safeguarding passports remain valued and well used by staff and the audit is currently 

being completed to share at safeguarding panel.   

   
 

7.11 Safeguarding Children Policies and Procedures 

Safeguarding policies are in place and are accessible to staff via the Trust intranet.  Hertfordshire 

Safeguarding Children’s Partnership policy and procedures are also available via links on the staff 

intranet site. The Lead nurse contributes to a number of task and finish groups to review and update 

partnership policies. 

 

7.12 Serious Case Reviews / Safeguarding Children Practice Reviews  

There have been no new safeguarding practice reviews during the reporting period. 

  

7.13 Serious Incidents 

There have been no serious incidents within safeguarding children during the reporting period.  

 

7.14 Partnership Working  

The Trust has a responsibility to cooperate with the Local Authority in the operation of the 

Hertfordshire Safeguarding Children Partnership (HSCP) as a statutory partner. It needs to share 

responsibility for the effective discharge of its functions in safeguarding and promoting the welfare 

of children by ensuring there is appropriate representation at the HSCP Board meetings and 

subgroups. 

 

Currently, the Trust Safeguarding Team are involved in the following subgroups – 

  

• Chief Nurse / Lead Nurse Safeguarding attends HSCP Board meetings 

• Practice, Policy and Procedures Group – attended by Lead Nurse Safeguarding 

• Vulnerable Adolescent Strategic Group – attended by CNS Safeguarding Children 

• Learning and Development subgroup – attended by CNS Safeguarding Children 

• Performance and Audit Sub-group – attended by CNS Safeguarding Children as 

required. 

• MASH executive – attended by Lead Nurse Safeguarding 

 

The Trust Safeguarding Team also regularly attend the following meetings. 

• Domestic Abuse Practice Partnership subgroup 

• Clinical Reference Group for health Named professionals. 
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• Whole systems health meetings 

• Health providers and Children service partnership meeting 

• Task and Finish groups with partner agencies as required – policy reviews, escalation 

meetings, gateway review. 

• Paediatric mental health liaison meetings 

• C-CATT HPFT weekly meetings with WHTH and ENHT 

• MARAC representation to share information on cases.   
 

 

Key Achievement – Continued good representation of Trust safeguarding team on children 

partnership subgroups and participation in specific work streams. 

 

 

8 Maternity Safeguarding 

8.1 Activity 

 
Graph 10 shows the number of referrals to the Lavender team – mental health, safeguarding and a 

combination of both mental health and safeguarding. 

 

During the reporting period 2022 / 2023, the Lavender Team received:  

677 MH referrals (+ 72 from 2021) 

216 SG referrals (+ 22 from 2021) 

245 MH/SG referrals (+20 from 2021) 

2021/22 of 4970 bookings, 20.6% were referred to Lavender Team. 

2022/23 of 4505 bookings, 25.3% were referred to Lavender Team. 

229 referrals were made to Children Services about safeguarding concerns for unborn babies. 

Care was provided to 43 families with unborns / children child protection plans in place. 
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8.2 Implementation of BadgerNet and Badger notes. 

In March 2023, Badgernet went live on the maternity unit. This enables staff immediate access to a 

woman’s safeguarding management plan, MDT meeting minutes and contact information for all 

professionals involved in a woman’s care. It will improve day-to-day communications with outside 

organisations, allowing real time information sharing. 

 

Data collection improvements with Badgernet will also ensure credibility and confidence in audits 

and alleviate some of the challenges previously faced correlating data from paper notes. 

 

Badger notes ensure all the documentation from Badgernet is shared with the woman; it also allows 

for information leaflets to be shared. Badger notes does however rely on women having access to a 

digital device, which has been identified as a potential problem to the most vulnerable of our families 

and additional funding is being looked into. This includes work with Watford library to provide 

vulnerable families with a device that will then be theirs to keep. 

 

We have also been able to ensure ICON (advise for parents to prevent abusive head trauma) is 

integrated into Badgernet, ensuring it is discussed at 4 different care episodes throughout pregnancy 

and the postnatal period. The Maternity Safeguarding Team are also incorporating ICON into 

mandatory midwifery training, ensuring midwives are aware of the need to make sure it is discussed 

with all parent/care providers not just mothers.  

 

8.3 Supervision  

Safeguarding supervision is an opportunity for support, challenge and learning around safeguarding 

cases. 

The importance of skilled supervision is essential and should not be seen as an occasional catch up 

but rather an ongoing process. Supervision can be one to one, group or ad hoc; however, planned 

supervision reduces the risk of corridor conversations becoming clinical decision points without the 

full information. The main obstacle in acute healthcare settings is often staff availability. It is therefore 

necessary to provide planned safeguarding supervision as flexibly as possible. 

Following on from our aims for the future 2022, a midwife from Lavender Team has completed 

safeguarding supervision training and a further midwife will attend the training in September. 

 

We have implemented a group supervision session every Tuesday morning on MS Teams to ensure 

as many community midwives as possible are able to attend. Information outlining the necessity for 

safeguarding supervision has been shared with all maternity matrons and department heads. 

 

We have also introduced a spreadsheet to ensure accurate data collection and provide reassurance 

that we are meeting the necessary targets.   

 

8.4 Mental Health. 

Mental health continues to be the main reason for referrals to the Lavender Team. This is to be 

expected as more than 1 in 10 women are affected by mental illness in their pregnancy. If left 

untreated, mental illness can have a devastating impact on a woman and their families and it remains 

the leading cause of preventable maternal death. Within the Lavender Team we have a specialist 

mental health midwife who alongside the named midwife for safeguarding, the consultant midwife 

for public health and better births midwife will be looking to enhance our service at WHHT. 

 

Our priorities will be: 

• Education and training for midwives. 

• Recruiting community mental health champions. 
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• Additional antenatal classes for women and their partners who are affected by metal health 

in pregnancy.  

• Increase the number of women receiving specialist midwifery support for their mental health.  

 

8.5 Strategic Partnership Meeting - re: Family Early Help and Safeguarding for migrant 

children residing in Home Office Dispersal Hotels 

The Named Midwife participates in this joint strategic meeting with external partners to ensure that 

migrant families are supported to access timely and appropriate healthcare. 

 

8.6 Family Safeguarding Project  

The Lavender Team Leader continues to contribute to a project with family safeguarding in 

Hertfordshire looking at the involvement of fathers in the safeguarding process and to increase 

professional curiosity around the role of men. This follows a national report from the safeguarding 

panel looking at ‘invisible men’ in cases where babies have been seriously injured or died. An 

application for funding to employ safeguarding midwives to be based in the Lavender Team whilst 

also working part of their time in the Hertfordshire family safeguarding teams was unsuccessful. We 

continue to support midwives to be professionally curious to consider the role of fathers in 

safeguarding assessments and encourage midwives to sign post fathers to the course ‘Becoming 

Dad.’  

 

The Lavender Team leader is working closely with the Digital Midwifery Team to ensure we embed 

information and signpost support for fathers in the Badger notes app. 

 

8.7 Steering Group to ensure appropriate information sharing between GPs and 

Maternity services. 

Both the Named Midwife and Lavender Team Leader have participated in the above group to 

standardise information sharing between the 3 maternity hospitals in the Hertfordshire and East 

Essex Local Midwifery and Neonatal System (LMNS) and GPs supported by the ICB. At WHTH, we 

have been able to include this as part of the roll out of Badgernet.  

 

8.8 Training 

Whilst mandatory midwifery training targets are being met, which includes Level 3 Safeguarding, 

feedback has identified midwives would like this to expand on dealing with direct disclosure and 

incidents witnessed especially when working in autonomous situations. They find reflections on 

actual cases and scenarios especially useful. We are therefore going to update safeguarding, 

perinatal mental health and FGM training to facilitate this.  

 

8.9 Emerging themes  

We have noticed a rise in adolescent pregnancies in the first part of 2023.This appears to mirror 

information shared by neighbouring maternity hospitals and the named midwives forum. Annual 2021 

conception data* released on 30 March 2023 by the Office for National Statistics (ONS) show that 

in England 13.1 per 1,000 young women under-18 became pregnant. This is a slight increase of 

0.8% from 2020, whilst the rise remains small, we will continue to monitor. 

 

8.10 Aims for the Future 

Maternity Safeguarding and The Lavender Team continue to be deeply committed to improving 

midwifery care for the most vulnerable women and families with complex needs and safeguarding 

concerns. Our aims for 2023 are: 

 

• To continue to work towards ensuring all midwifery staff have easily accessible robust 
safeguarding supervision. 
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• Improve safeguarding, perinatal mental health and FGM training to meet the needs of the 
staff as well as the organisational responsibility. 
 

• Continue to embed ourselves within the wider trust safeguarding team. 
 

• Increase access to specialist midwifery support for women struggling with their mental health.  
          

9.  Adult Safeguarding 

9.1 Service developments within safeguarding adults 

         Developments to improve safeguarding adults’ practices across the Trust over the reporting period 

include:  

 

Safeguarding Mental Capacity Act training  

Face to Face sessions have been targeted at key clinical teams, including care of the elderly, acute 

medicine, and junior doctors. Materials around MCA continue to be disseminated across the trust. 

Face to face training packages have been adapted to focus on executive functioning and the role of 

alcoholic brain injury as examples of complex decision making in the clinical setting. The Clinical 

Nurse specialist delivers virtual power sessions on MCA, the principles and completing 

documentation. This has resulted in over 150 staff members engaging in MCA training updates.  

 

Hertfordshire Safeguarding Adults Board – alcohol guidance. 

The Named nurse for safeguarding adults has supported HSAB to develop and implement the 

 working with alcohol users practise guidance. The aim of this guidance is to look at support available   

across partnerships to patients and professionals alongside consideration on the impact of long- 

term alcohol use on the brain and in terms of consent and capacity.  

 

9.2 Safeguarding Adults activity 

The safeguarding team raise safeguarding concerns with the Local Authority via an online portal: 

The safeguarding team continue work in partnership with Adult Care Services (ACS) provide/ share 

information in relation to safeguarding concerns. The number of referrals are:  

 

2017/18 – 237  

2018/19 – 474 

2019/20 – 158 

2020/21 – 222 

2021/22 – 266 

2022/23 – 224 
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Graph 11 Demonstrates the numbers of safeguarding referrals made to Adult Care Services 

 

Most of the referrals received by the safeguarding team are made by staff in the emergency 

department and Acute Admissions Unit, although referrals are also received from other areas of the 

hospital across the medicine and surgical divisions.  

These include: 

• Adult protection concerns – these include adults attending with mainly neglect/omissions in 

care from care home settings, self-neglect, and domestic abuse.  

• They also include referrals for patients who do not meet the safeguarding criteria according to 

the Care Act, 2014 but remain at risk as they are no longer coping at home due to a decline in 

their health or failure in their support mechanisms or have poor mental health. These are often 

referred to safeguarding and the team, work with the divisions and other allied health 

professionals to expedite assessment and support from other sources.  

The safeguarding team maintain excellent levels of oversight and quality assure all safeguarding 

adult referrals raised by staff in the trust. This ensures a good quality of appropriate referrals to Adult 

Care Services 

 

Graph 12 Demonstrates the number of safeguarding referrals the Trust safeguarding team  

have raised with Adult Care Services. 
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Graph 13 Demonstrates the number of safeguarding referrals and categories of abuse in relation to 

concerns within the Trust. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Graph 14 Demonstrates the outcomes of safeguarding case conferences relating to the Trust. 

 

Key Achievement –. Effective collaborative working relationships with Adult Care Services – 

professional discussions and sharing of information enables the closure of a number of 

safeguarding concerns prior to case conference where the threshold for section 42 enquiry is not 

met or learning already identified.  

 

 

 

9.3 Multiagency working 

The Trust ensures that inter-agency working is encouraged and supported. The Trust has a 

responsibility to cooperate with the Local Authority in the operation of safeguarding adult duties. This 

relationship has been strengthened by quarterly partnership meetings to discuss operational issues, 

service pressure and collaborative working approaches.  The Trust works collaboratively with 

Hertfordshire Safeguarding Adults Board (HSAB) as statutory partners. 
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The Named Nurse for safeguarding adults attends the following HSAB subgroups: 

• Quality & Innovation Sub- group- previously DHR  

• Safeguarding Adult Review multiagency panel  

• Policy and procedure subgroup  

• Performance and procedure subgroup  

 

The Named Nurse for safeguarding adults attends the Safeguarding Adult Review (SAR) subgroup. 

A SAR is the review of the death of an individual who may have died or sustained life changing 

injuries because of abuse/neglect or where it is identified that partners could have worked together 

more effectively. The relevant recommendations and actions from reviews are added to the 

safeguarding workplan and implemented to try to prevent similar deaths occurring.  

The Named Nurse also participates in the Domestic abuse partnership. Currently the safeguarding 

adults team attend the following subgroups: 

• Domestic abuse practice network  

• Risk management subgroup  
 

The Named Nurse for safeguarding adults attends the Safeguarding Adults National Networking 

(SANN) forum, arranged by NHS England. This ensures oversight of strategic plans on a national 

level and allows for the sharing of best practice.  

The Named Nurse for safeguarding adults is an active member of the Hertfordshire LeDeR 

Information and Assurance Panel.  This strategic group reviews learning and feeds into the Improving 

Health Outcomes Group (IHOG) for learning to be transformed into actions, which then inform the 

Trust Learning Disability Partnership action plan. The Chief Nurse and the Lead Nurse for 

Safeguarding attend the Strategic LeDeR management group.  

 
Key Achievement – Continued representation of Trust safeguarding adult team at HSAB sub- 

groups, at national networking forums, domestic abuse partnership and across the LeDeR 

strategic working committees to improve safeguarding practice.  

 

 

9.4 Serious Incidents  

There have been 5 serious incidents related to safeguarding adults at risk during the reporting period. 

Datix number  Concern Outcome  

 DW172291 Feeding issue Serious incident investigation and 
safeguarding raised to Local Authority. 
Immediate learning actions implemented.  

DW174948 Fall  Serious incident investigation and 
safeguarding raised to Local Authority 

INC4524 Fall  Serious incident investigation and 
safeguarding raised to Local Authority 

INC10682 Delay in diagnosis Serious incident investigation and 
safeguarding raised to Local Authority. 
Medics received face to face training on 
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executive functioning and best interest 
decision making.  

INC13779 Allegation against staff 
member 

Serious incident investigation and 
safeguarding raised to Local Authority and 
referral made to safeguarding police 
partners.  

Table 3 Demonstrates Serious Incidents involving adults who meet the Care Act, 2014 definition of 

an “adult at risk”. 

  

9.5 Audits  

• Do Not Attempt Cardiopulmonary Resuscitation in association with Learning 

Disabilities. Audit undertaken of 10 sets of medical notes to provide assurance that medical 

staff are following guidance supplied by NHSE and are not recording “learning disability” as 

a reason for DNACPR. To provide evidence and assurance that medical staff are compliant 

with the Mental Capacity Act, 2005. Outcome: The findings of the audit concluded that whilst 

there has been significant positive progress in documentation, there are still improvements 

needed in medical staff compliance with the Mental Capacity Act, 2005. Guidance shared by 

NHS England and NHS improvement (2019) and LeDeR has not been adopted in some 

cases and requires additional training, awareness raising and embedding. 

 

• Do Not Attempt Cardiopulmonary Resuscitation in association with Mental Capacity 

Act. Audit of 10 sets of medical notes to provide evidence and assurance that medical staff 

are completing good quality Mental Capacity Assessments and best interest decisions in 

relation to DNACPR decisions in line with the Mental Capacity Act, 2005. Outcome: overall 

increase in compliance with those Mental Capacity Assessment that have been completed. 

Increased compliance in the completion of MCA and best interest decision has also been 

positively influenced by the implementation of EPR. 

 

• Audit of effectiveness of Level 3 safeguarding training. Audit undertaken review of 20 

evaluation forms. The aim of this audit is to provide assurance that the Safeguarding adults 

level 3 training being provided to staff is of high quality and meets the learning needs of those 

attending. Outcome In conclusion the results of this audit show consistently positive feedback 

from staff in relation to the quality of the safeguarding training, its content, and the level of 

learning. 

 

• Audit of compliance with Mental Capacity Act, 2005 and Deprivation of Liberty 

Safeguards 20 sets of medical/nursing notes were reviewed for auditing. The data was 

collected using an audit tool based on the criteria for Mental Capacity assessment and 

Deprivation of Liberty Safeguards and then analysed. Outcome: This audit has demonstrated 

some good knowledge from staff in relation to when it is appropriate to complete a mental 

capacity assessment and when to apply for a DoLS. The completion of best interest decisions 

in conjunction with MCA’s was much improved. 

 

• Audit on the adherence of staff in following the end-of-life pathway for learning 

disabilities patients. The notes for 5 patients with a documented learning disability were 

reviewed. The aim of this audit is to provide evidence that staff are following the agreed end 

of life pathway for patients with a learning disability. Outcome: The end-of-life care provided 

appears to have been of good quality. There is clear evidence in all cases that a 

multidisciplinary approach was taken to the care provided and this ensured care was well 
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coordinated. It was positive to note that no evidence of diagnostic overshadowing was found 

in any of the patients reviewed. 

 

•      Audit of compliance with the missing person pathway.  The purpose of the audit is to 

           establish if staff are compliant with the missing patient policy and flow chart. 10 sets of notes 

           were identified via Datix for patients that had absconded. Outcome: There is a noted 

           improvement in the management of missing and absconding patients, however there is still 

           work to be undertaken across divisions to improve the level of understanding on real and 

           substantial risk and the assessment of patient capacity to consent to stay in the hospital for 

           care and treatment.  

 

• Audit into the Quality of referrals to the Independent Sexual Violence Advisor (ISVA) 

Service The purpose of this audit was to look at the quality of written referral forms to the 

ISVA service. This is to ensure these forms are completed to a high standard to ensure the 

ISVA can effectively safeguard and support the patient with the information provided. 

Outcome - Overall the standards of information sharing in the referrals to the ISVA service 

were good and all referrals were accepted with the information provided. Most importantly all 

referrals included consent to contact the patient, and the offence details to clarify that a sexual 

offence had occurred. 

• Monthly Dip Dive audits 

5 dip dive audits are undertaken monthly and presented to safeguarding panel to provide 

assurance. These include: 

• Mental Capacity and DoLS 

• Reasonable adjustments for patients with a Learning disability  

• Safeguarding adults’ documentation 

• MCA/DNACPR compliance  

• Domestic abuse /safeguarding in the Emergency department. 

• Missing person – compliance with Trust policy 

 

9.6 Safeguarding Champions  

 During the reporting period the champion’s network has been reviewed due to a poor rate of 

attendance with many current champions leaving the trust. The safeguarding team have 

subsequently reviewed and redesigned the champions contracts and set priorities with clinical 

leaders on protected times for champions updates. A programme of bi-annual forums have been 

planned with an integrated and think family focus, including adults and paediatric staff from across 

divisions to attend the forums for upskilling and enhanced safeguarding training. The relaunch of the 

programme is due to take place in September 2023  

 

9.7 Safeguarding Adult Reviews  

A Safeguarding Adult Review (SAR) is undertaken when an adult in Hertfordshire who has care and 

support needs dies or is seriously harmed and HSAB suspects that the death or harm has resulted 

from abuse or neglect (including suicide) and there is concern that partner agencies could have 

worked more effectively to protect the adult. 

 

The Named Nurse for Safeguarding Adults is an active member of the Safeguarding Adult Review 

(SAR) panel which is a sub-group of Hertfordshire Safeguarding Adults Board. During the reporting 

period the Trust has contributed to 7 information sharing requests with 2 chronologies written and 

submitted. The safeguarding team have made 1 referral to the panel. One Individual Management 

Report (IMR) has been written, with a learning event scheduled. The learning from all reviews across 

Hertfordshire is undertaken jointly and thematic issues discussed and considered for further action.  
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9.8 Domestic Homicide Reviews (DHR) / Quality and innovation  

The Named Nurse for Safeguarding Adults is a member of the Quality and Innovation subgroup 

(previously DHR strategic group). The team contribute to DHRs to identify any potential Trust 

involvement and participate in any continued learning. During the reporting period, there have been 

3 summary engagement requests and the Trust has submitted chronologies for 1 case where the 

Trust has had contact with both victim and perpetrator. 

  

9.9 Safeguarding Adult Training  

Safeguarding adults training is a fundamental part of the Trusts duty to safeguard and promote the 

welfare of adults at risk. This training forms part of the mandatory training framework. 

 

During the reporting period, Level 1 and 2 adult safeguarding training has been delivered via e 

learning as part of the 3 yearly mandatory clinical and non-clinical days. Level 2 training has also 

been delivered to all new staff as part of the Trusts mandatory corporate induction programme. 

Compliance has remained consistently above Trust expected target. 

 

Safeguarding level 3 face to face was introduced in November 2020 following the publication of The 

Royal College of Nursing (RCN) Intercollegiate guidance: Adult Safeguarding: Roles and 

Competencies for Health Care Staff (2018). This is delivered face to face; however, an e learning 

package remains available to ensure compliance remains consistently above Trust expected target.  

 

The core list of staff who require Level 3 previously included registered nurses at bands 6, 7 and 

band 8. Medical staff in emergency and elderly care settings were also targeted. On review of this 

and in line with the intercollegiate document, level 3 adults safeguarding training will now be 

extended to include all band 5 patient facing staff, inclusive of therapists and clinical staff working in 

outpatients. A training needs analysis have been completed working with the training department to 

ensure that the Trust training system (Acorn) targets appropriate staff that require Level 3. A training 

trajectory has been developed to ensure the trust reaches its expected compliance rate within an 8-

month period, with a number of strategies being used by the safeguarding team to ensure staff 

remain complaint. These include:  

• 2 virtual training sessions offered face to face per months.  

• Virtual sessions being introduced and offered monthly.  

• eLearning package reviewed and promoted across the trust.  
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Graph 15 Demonstrates the % training compliance with safeguarding training. The Trust compliance 

target is 90% represented by the orange line. 

 

 

9.10 Mental Capacity/ Deprivation of Liberty Safeguards and Learning Disabilities 

awareness training 

Compliance training rates with Mental Capacity (MCA)/ Deprivation of Liberty Safeguards (DoLS) is 

monitored monthly by the safeguarding team and presented at the Trust Safeguarding panel. 

Additional MCA/DoLS face to face training sessions have been delivered by the safeguarding team 

to ensure compliance figures remain consistently above expected Trust targets. These have been 

introduced on a virtual platform, with power sessions. Elderly care training days and preceptorship 

programmes also include MCA/DoLS training quarterly.  The compliance rate for MCA and DoLS 

training has remained consistently above the trust expected compliance rate of 90%.  

There has been an overall improvement in training compliance for Learning Disability (LD) 

awareness, The safeguarding teamwork closely with the Acute Health Liaison Nurses to promote 

the LD awareness training and have encouraged bespoke sessions with ED staff, enhanced care 

team, clinical governance meetings and in care of the elderly training forums. This has ensured that 

the Trust has remained consistently above the expected compliance of 90%.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Graph 16 Demonstrates the Mental Capacity/DoLS and the Learning Disability awareness training 

compliance.  The Trust expected compliance of 90% is represented by the amber line. 

 

 

 

 

 
Key Achievements – Virtual training sessions have been offered by the Clinical Nurse specialist 
on MCA and the completion of the MCA documentation on EPR - 200 staff have attended these 
sessions  

Key Achievement – Significant increase in number of patient - facing registered staff who 

now complete Level 3 safeguarding adult training leading to increased awareness, 

knowledge, and skills to support and safeguard adults at risk. 
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Graph 17 Demonstrates medical staff compliance with MCA, DoLS and LD awareness. The Trust 

expected compliance of 90% is represented by the orange line. 

 

The medical training compliance has remained below the Trusts expected target during the reporting 

period. Training compliance is monitored monthly and is reported via the Trust safeguarding panel. 

The divisions and the Named consultant for safeguarding adults are asked to support in identifying 

those individuals who are non-compliant. The safeguarding team and the acute health liaison teams 

have delivered focused training to medical teams during the reporting period, with sessions at clinical 

governance and induction training, alongside bespoke mental capacity training for medical team 

focusing on alcohol related brain injury and executive functioning.  

 

9.11 Deprivation of Liberty Safeguards (DoLS) 

The Mental Capacity Act, 2005 provides a statutory framework for making decisions on behalf of 

 individuals who lack capacity to do so for themselves. The deprivation of liberty safeguards were 

introduced to provide a legal framework to prevent breaches to individual’s human rights. During the 

reporting period the local authority who are the responsible agency for DoLS, introduced an online 

application portal. The safeguarding team have supported the local authority in implementation of 

this portal in a phased role out across the Trust. The safeguarding team will be the central point for 

the applications and continue to have oversight across the Trust of all patients who are subject to 

DoLS.  

 

Applications by the Trust for DoLS continues to be at a significant number. 

• 2017/18 – 477 

• 2018/19 - 567 

• 2019/20 - 804 

• 2020/21 - 1,017 

• 2021/22 – 844 

• 2022/23 – 1038  
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Key Achievement - developed a medics training package on alcohol induced brain injury and 

the role of executive functioning in relation to assessment of capacity. This has been shared at 

the whole systems meeting, chaired by the ICB as an example of best practice. 
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An external audit was carried out during the reporting period on the processes around DoLS in the 

Trust which reported substantial assurance around all processes – see section 6.2. 

 

 

 

 

 

 

 

 

 

 

 Graph 18 Demonstrating the numbers of DoLS applications.  

 

9.12 Prevent 

Prevent Health wrap training is delivered by an approved E- Learning package.   Training compliance 

is monitored monthly and reported to the safeguarding panel. In addition, the team complete a 

quarterly dashboard which is submitted to NHS England.  The Trust has consistently met the NHS 

England expected Trust training compliance throughout the reporting period. 

 

The Named Nurse is the Prevent lead for the Trust. Both the Named Nurse and Doctor for adult 

safeguarding have received level 4 training around Prevent within the reporting period. The Named 

Nurse attends the Counter Terrorism Local Profile partnership group to look at national and regional 

prevent strategies. The adult safeguarding team have continued to highlight prevent to staff and 

have started to collect data on discussions around prevent risks alongside any formalised referrals. 

Information around regional risks alongside training and support has been disseminated at staff 

huddles and updated information is available on the safeguarding intranet page.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Graph 19 Demonstrates the Trust training compliance with WRAP (Prevent). The expected 

compliance of 85% by NHS England demonstrated by the yellow line. 
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9.13 Policies and Procedures 

During the reporting period the following policies and Standard Operating Procedures (SOPS)  

have been reviewed/developed and discussed at safeguarding panel and approved at the  

 policy review group.  

This includes: 

• Chaperone policy  

• SOP on Learning Disabilities patients who were not brought in for outpatient appointments.  

• SOP on Medical Emergencies in Eating Disorders (MEED), guidance on assessment and 
management   

 

10 Learning Disability  

The safeguarding team  work closey with the Acute Health Liasion Nursing Team (AHLT) to deliver 

high quality care for patients with a learning disability and where reasonable adjustments are 

required to meet their needs.  This ensures  equitable accsess to  healthcare and avoids unconcious 

bias and diagnostic overshadowing. The safeguarding team share activity reports daily with the 

AHLT to highlight patients who are admitted with a registered learning disability. The AHLT and 

safeguarding team visit patients on a daily basis to review care planning and advise on what 

reasonable adjustments can be  undertaken in the clinical setting. Any concerns regarding patient 

pathways is shared. The AHLT is co-located within the safeguarding team. The safeguarding team 

attend weekly referrals meetings to discuss patient concerns and safeguarding issues.  

 

 

 

 

 

 

 

 

 

 

Graph 20 - demonstrates the number of patients with a learning disability who have been referred 

to the Acute Health Liaison team (AHLT). 

 

10.1 LD Partnership 

The Learning Disability Partnership meeting is a multidisciplinary meeting chaired by the Named 

Nurse. The partnership reviews activity, service user feedback, learning from both national and local 

reviews and structured judgement reviews (SJR) of patients who have died. The action plan is 

formed based on the Hospital Improvement standards (2018), LeDeR recommendations and NHSE/I 

benchmarking audit in addition to local learning. The plan is updated monthly and minutes from the 

meeting are shared with the safeguarding panel to provide executive oversight. 

 

10.2 Ask, Listen, Do 

Ask Listen Do is a project to improve services for CYP and adults with learning disability, autism,  
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or both, alongside their families and carers. NHS England supports this work. The Named  

Nurse for safeguarding adults has completed two projects on easy read patient feedback. The  

project group consisted of individuals with a learning disability and carers/family of people with a 

 learning disability. 

 

The projects include:  

• Develop a process with supporting information to enable a more accessible feedback and 

complaints process for people with learning disabilities/autism and their carers. 

Progress – regular meetings held, and easy read information produced with full support of 

the project group. Information printed and shared with key clinical areas, matrons, and 

learning disability nurses. Themes from responses to feedback to be reviewed by the project 

group. 

• Changing places toilet – The adaptation of an existing toilet into a ‘changing places’ toilet to 

enable accessible changing and toilet facilities for people who have disabilities.  

Progress – The existing toilet identified in PMOK. Viewed by members of project group to 

give advice around what they would require. Funding secured, plans developed, and building 

has commenced within reporting period.  

 

The project group will now suspend whilst information is gathered from feedback to inform future 

projects that can be delivered in a co-production model through Ask, Listen, Do. The experts by 

experience have been offered to attend LD partnership to review ongoing work and the LD action 

plan.  

 

 

10.3 The Learning Disabilities Mortality Review (LeDeR) 

The Named Nurse continues to be an active member of the Hertfordshire LeDeR Information and 

Assurance Panel and the Clinical Nurse Specialist attends the Improving Health Outcomes Group. 

Strategic meetings to discuss learning from deaths and implement actions to reduce inequalities in 

health are attended by the Chief Nurse and Lead Nurse Safeguarding. The recommendations from 

themes identified inform the Trust Learning Disability action plan to improve practice and patient 

experience. This is presented at both Trust LD partnership meetings and Trust safeguarding panel.  

 

All patients with a Learning Disability who die in the Trust are reported to LeDeR and referred for a 

SJR – these are undertaken by the Named Doctor for adult safeguarding.  These are submitted to 

the LeDeR Local Area Contact who allocates an external reviewer. The overall reviews are uploaded 

to the LeDeR observatory for shared learning.  

 

The Trust has an established mortality review meeting that is attended by the Named Nurse. 

Thematic learning from the initial LeDeR reviews is discussed to disseminate learning amongst 

medical colleagues. A quarterly report on National and local LeDeR findings is submitted to the 

panel.  

 

The Trust continues to participate in LeDeR by: - 

• Ensuring that the internal flagging system is updated with information provided by the strategic 

health liaison nurse for learning disabilities within the Local Authority.  

Key Achievement –  

• Funding secured for changing places toilets and work progressed. 

•  Easy read feedback resources now available across the trust, for those with LD and 
their family/carers  
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• Attending external strategic meeting and implementing actions to prevent health inequalities 

and improve patient experience. 

• Completing SJRs for patients who have died and have a registered learning disability. 

• Completing and updating the LD partnership action plan to ensure it has actions reflective of 

key findings from both national reviews and local learning. 

• Undertake audits of the developed pathways to provide assurance staff compliance and 

effectiveness.  

 

The safeguarding team have submitted a summary and contribution to the upcoming LeDeR 

Hertfordshire report including an example of good practice. This arose from discussions at the 

LeDeR strategic group around patients with learning disability who are not brought to appointments 

and how they could be supported. This led to the development of a process working with informatics, 

outpatients’ staff and the AHLT to identify patients not attending appointments and providing support 

and/or reasonable adjustments to allow them to attend. 

Additional work to improve services and care provision for patients with learning disability include -  

• Easy read discharge summaries – developed by the AHLT – launched across clinical areas 

to provide accessible information to patients about their care following an admission. 

• Elective surgical admission pathways for LD patients – clear pathway developed to ensure 

a multidisciplinary approach ensuring accessibility and reasonable adjustments are in place 

for patients requiring surgery.  

 

10.4 NHS Benchmarking Report – Performance Against NHS improvement standards 

for patients with learning disability in hospitals 2020/2021 

The Trust participated in the annual NHS benchmarking audit against the improvement standards 

for patients with learning disabilities. The report from the data submitted at the beginning of 2022 for 

the 20/21 financial year looks at the following three standards - 

 

Standard 1: Respecting and protecting rights. All Trusts must ensure that they meet their Equality 

Act duties to people with learning disabilities, autism, or both, and that the wider human rights of 

these people are respected and protected, as required by the Human Rights Act. 

 Standard 2: Inclusion and engagement. Every Trust must ensure all people with learning disabilities, 

autism or both, and their families and carers, are empowered to be partners in the care they receive. 

Standard 3: Workforce. All Trusts must have the skills and capacity to meet the needs of people with 

learning disabilities, autism, or both by providing safe and sustainable staffing, with effective 

leadership at all levels. 

 

Data collection was from a combination of performance data and statistics, staff survey and a survey 

sent to patients with a learning disability who had been admitted to the Trust. The audit received 189 

organisational level data submissions accounting for the vast majority of Trusts across England. This 

enabled a like for like comparison between this year’s data collection and the previous three 

collections, allowing timeseries analysis to be conducted on services provided to people with a 

learning disability and/or autism. 

 

Summary of some of the metrics benchmarked include -  

Total number of safety issues concerning patients with LD (including children) – Trust performance 

significantly below mean. 

Key Achievement - Robust process in place to identify and support patients with a learning 

disability who are not brought / do not attend outpatient appointments. 
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Total number of formal complaints regarding care / treatment of patients (including children) with LD 

- Trust performance significantly below mean. 

 

Total number of safeguarding referrals concerning patients with LD (including children) - Trust 

performance significantly below mean. 

 

Total number of deaths of people with a learning disability that took place in 2020/21 as a result of 

non-covid respiratory condition – Trust performance around mean. 

 

Total number of deaths of people with a learning disability that took place in 2020/21 as a result of 

Covid-19 per 100 patients with an LD flag on the EPR - Trust performance on mean. 

 

Total number of deaths of people with a learning disability that took place in 2020/21 as a result of 

sepsis per 100 patients with an LD flag on the EPR – Trust performance below mean. 

 

Percentage of staff who received up-to-date training covering learning disabilities/autism awareness 

in 2020/21 – Trust performance significantly above mean. 

The full report has been reviewed at the learning disability partnership with areas for improvement 

added to the action plan.  

 

11 Mental Health 

11.1 Activity  

Funding from the ICB enabled the appointment of a Named Nurse for mental health and complex 

needs on a fixed term secondment for 1 year, this post ended in October 2022.  Work is ongoing 

with commissioners to source further funding for this role.  

The role looked facilitated complex clinical inpatient stays that involve patients with mental health 

and complex challenging behaviours. The role supported staff to provide care as prescribed by the 

HPFT mental health liaison team and other agencies, to improve outcomes, reduce length of stay 

and reduce risks to staff and patients.  

 

Graph 21 Demonstrates the number of referrals from the acute settings to support mental health 

and complex needs. No Data post October 2022 as funding for post ended.  
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There has been a total of 255 referrals to the Named Nurse for mental health and complex social 

needs in the period between May 2022 and October 2022.  

 

The high intensity user forum was supported during the role of mental health and complex social 

needs. This work has continued despite the Named Nurse moving back into the safeguarding adults’ 

post. There are significant overlaps with safeguarding risks and complex social presentation. The 

safeguarding team continue to support multi-disciplinary meetings to support care planning, reduce 

risks and improve patient experience. 

 

11.2 Mental health database 

A database has been developed around mental health sections, this is aligned with the memorandum 

of understanding with HPFT to assure governance and oversight of patients in the trust who are  

 detained under mental health sections. The database includes information around type of section, 

the expiry of the section and the reading of rights to patients that are detained. This database is 

managed by the safeguarding administration team and is shared with HPFT mental health act office 

monthly. A standard operating procedure has also been developed to support the process of 

managing section papers for clinical teams.  

 

11.3 Safe space 

The development of safe spaces to manage patients in mental health crisis has been a priority within 

the reporting period. Capital funding was secured to convert existing side rooms in key clinical areas 

into ‘safe space’ rooms.  The Lead Nurse for safeguarding has visited HPFT inpatient units, 

alongside the projects and environments team, to review features around environmental safety. 

Building work is due to commence across medicine, surgery, and paediatrics, with the first safe 

space room planned in the paediatric inpatient ward.  

 

11.4 Mental health steering group (MHSG) 

This group is chaired by the Chief Nurse and is attended by HPFT for both adult and paediatric 

psychiatry, representation from divisions, security, estates, and the safeguarding team.  This 

strategic group works through current mental health risks and looks for innovation and 

implementation of improved clinical guidance and resources in collaboration with HPFT. This 

improves patient experiences, reducing risks and supporting clinical staff in the management of 

patients in mental health crisis that attend the Trust.  

 

11.5 Training and awareness  

Training sessions continue to be delivered to clinical areas using the mental health awareness 

training package. The training package has been annotated and filmed by the Named Nurse and 

available for all staff on the Trust online learning development portal. The package has received very 

positive feedback and has been accessed by a number of Trust staff of all disciplines.  

 

11.6 Enhanced care  

The Enhanced Care Team (ECT) provide observational support for high-risk mental health and 

complex social patients when admitted to inpatient settings. The Named Nurse has worked closely 

with the Lead Nurse for ECT and the Nurse Consultant for care of the elderly to develop monthly 

training and supervision. The Named Nurse has contributed to a change in the policy around referrals 

Key Achievement – development of a robust database to allow better oversight and 

management of mental health sections ensuring compliance with mental health legislation 

supported by an SOP. 
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for enhanced care workers. An observational tool has been developed and this is aligned to 

processes used in the inpatient psychiatric settings, where 1:1 support is required. The tool identifies 

the levels of risk and needs within this support.  

 

11.7 Eating disorders and MEED (Management of Emergencies in Eating Disorders) 

There remains a high number of patients presenting to the acute hospital with eating disorders. 

The MARSiPAN guidance was superseded by the MEED guidance during the reporting period. A 

gap analysis was done around the current pathways for eating disorders patients and a standard 

operating procedure was developed aligned with the MEED guidance, with clinical support tool to 

enable clinical team to recognise and respond to risks around eating disorders presentations in the 

acute hospital setting.  

 

11.8 Audits  

 

• Compliance with the policy for managing medically challenging behaviors and 

restrictive practices for adults, young people and children 

Audit of 15 sets of medical notes to establish if staff are compliant with the policy.  Outcome 

- overall findings demonstrated that the policy is used effectively and when utilised there is a 

reduction in risks for patients in crisis, however there is work to be done on further embedding 

and the use of de-escalation in the first instance.  

 

11.9 Thematic review of missing persons  

The serious incident team have investigated several missing and absconding incidents during a 6-

month period in 2021. During this reporting period the SI team reviewed 7 cases involving 

absconding and missing patients to identify any themes and risks around the cases and make 

recommendations to improve patient safety. In all cases reviewed patients were admitted to the 

hospital in mental health distress and awaiting either formal review by the mental health team or 

transfer to inpatient psychiatric settings. Several recommendations were made during the review 

and some of these have been incorporated into the safeguarding work plan. The thematic review 

has been presented at several forums including the safeguarding panel and at clinical governance 

meetings. Work has been undertaken in collaboration with Hertfordshire Constabulary and the 

Trust security team to implement and support staff in the use of the missing persons policy and 

flow chart in clinical practice. The pathway supports staff when reporting patients missing to 

establish a clear escalation process when reporting to the police. 

 

 

12 Domestic Abuse / Sexual Abuse and Violence 

12.1 Co-located Domestic Violence Advisor (Refuge)  

The Trust currently has one full time Independent Domestic Violence Advisor (IDVA) post.   This 

post is employed and managed by Refuge but has an honorary contract with the Trust. During the 

reporting period, it was being delivered as a job share. They are co-located with the safeguarding 

team. They accept referrals with the individuals consent to provide support, safety planning and 

advice to anyone who discloses domestic abuse within the Trust. This includes Trust employees. 

 

Since the post has been back on site following covid, there have been longstanding issues with 

sickness and recruitment – which has led to a lack of visibility of the service on site. Refuge are 

Key Achievement – Development and approval of SOP / MEED guidance around 

management of eating disorders in the acute setting 
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currently out for recruitment to fill a job share post. There is currently temporary cover in place as 

well as access to advice from the duty worker by phone. From experience, the IDVA service in the 

hospital is most effective when they have high visibility in key areas and are on site so are able to 

see patients at the initial point of contact with the service. The below graph compares referral rates 

from the last 2 years, with a drop in referrals made when there has not been an IDVA on site.  

 

 
Graph 22 Demonstrates the number of referrals to the Refuge IDVA service received from Trust 

staff over the last 3 years.  

 

12.2 Hospital Independent Sexual Violence Advisor Service (ISVA). 

The hospital ISVA service has been in place since the end of 2021. During this reporting period, a 

further bid was successful via the Hertfordshire Police and Crime Commissioners office to the 

Ministry of Justice in further developing the service. This enabled the funding for a Hospital 

Independent Sexual Violence and Domestic Abuse Worker (ISVDA) to support the work around 

sexual violence but also provide additional resource around victims of domestic abuse. The funding 

is available until March 2025. There is currently a high commitment from central and local 

government and NHSE for improving services for victims of sexual and domestic abuse and violence.  

 

The ISVA role enables victims of sexual assault, violence, and abuse to be able to access expert 

support and advice at the point of contact with health services, for instance when attending 

unscheduled care or maternity services. The ISVA provides impartial advice and support regarding 

their options after abuse, such as reporting to police, accessing a Sexual Assault Referral Centre 

(SARC), and referring to other specialist support such as pre- trial therapy. The ISVA works to 

mitigate any of the patient’s individual risks and needs and may therefore also support with other 

health and social care needs e.g., housing. The service aims to be easily accessible to staff and 

patients and be able to respond immediately to patients when they present, in order for them to 

access support and sexual abuse services as soon as possible.  

The following links and processes have been established in this reporting period. 

• A Standard Operating process for the role  

• A record keeping process for patient’s details, including a spreadsheet database.  

• A referral pathway for staff to refer to the ISVA Service.   

• A dedicated phone number for patients and staff to have direct contact with the ISVA. 

• Links with Herts Police to liaise and share information. 
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• Links with the Crown Prosecution Service (CPS). 

• Information and training resources developed to inform staff of the role and sexual abuse.  

• Continued links with Hertfordshire SARC. 

12.3 Activity for hospital ISVA and IDSVA 

The total number of referrals during the reporting period have been.  

Referral Source No of referrals 

Adult Safeguarding 26 

Children Safeguarding 20 

Mental Health and Complex Needs Safeguarding 9 

CCATT (CAMHS Crisis Assessment and Treatment Team) 13 

ED (Emergency Department) 18 

CED (Children’s’ Emergency Department)  2 

Maternity Safeguarding Team  14 

Maternity Community Team 8 

Maternity wards  1 

Adult wards  3 

Children’s ward  2 

Adult Mental Health – MHLT 2 

Hospital Youth Work Service 5 

Outpatients 2 

CGL (Change Grow Live) Alcohol and Drug Services 2 

Other; therapies  6 

 

 

Graph 23 Source of referrals to the ISVA / IDSVA service 
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The service reached a variety of victim/survivors including children, young people, working age and 

older adults.  

The additional appointment of a hospital IDSVA has ensured, on-site-support/advocacy for victims 

of both domestic and/or sexual abuse / violence, and this proved particularly beneficial in supporting 

the Hospital ISVA service. It has also ensured that victim / survivors of domestic and/or sexual abuse 

/ violence have received appropriate, responsive, and timely support and advocacy, as the on-site 

presence has strongly supported the Refuge service.  

 
Graph 24 illustrates the number of referrals for 2022-23 to the hospital ISVA/IDVA Service 

 

Hospital IDSVAs are also in a unique position of being able to support victims in disclosing other 

additional needs such as physical and/or learning difficulty/disability, multiple disadvantages, and/or 

other barriers to support such as the experience of LGBTQ+, older victims and victims from ethnic 

minority backgrounds. The Hospital IDSVA has provided training and support for staff in identifying 

concerns and been able to provide support in a timely way to support victims and survivors The 

number of referrals to the onsite hospital IDSVA has remained consistently high since the post began 

in Dec 2022 with 79 referrals between Dec-22 and May 23. 

 

12.4 Trust focus on domestic abuse 

Domestic abuse continues to be a key focus for the team. 

• Regular attendance at MARAC (multiagency risk assessment committees for high-risk 

domestic abuse cases) – sharing information and supporting in risk assessments and 

safety planning for victims. 

• Several of the safeguarding team have completed the J9 domestic abuse champion training 

provided by Herts sunflower.  
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Key Achievement – Hospital ISVA project continues to evolve providing valuable support to 

victims / survivors of sexual / domestic abuse and violence – service available for patients and 

staff. 
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• Domestic abuse included in all levels of safeguarding adult and children training and on 

safeguarding champion days. 

• Domestic abuse webinar available on Acorn for staff to access. 

• Support given to members of staff who have disclosed domestic abuse – advise given to 

line managers when required. 

• Continued awareness raising and support for local and national campaigns to highlight 

Domestic abuse across the Trust. 

 

13. Employment Practice  

The Trust has safe recruitment practices with policies in place. The Trust has a DBS policy in place. 

The policy includes mechanisms to ensure that the required DBS have been received for staff and 

an audit process in place within the recruitment team. 

 

All volunteers within the Trust also have DBS checks following recommendations from the Lampard 

report. All volunteers also complete safeguarding training. The Lead Nurse for Safeguarding works 

closely with the Lead Nurse for Patient Experience to ensure that safeguarding is considered within 

all aspects of the volunteer service.  

 

During the reporting period, the Trust has made no referrals to DBS and 2 referrals to LADO (Local 

Area Designated Officer) around staff and safeguarding children concerns.  

 

14.  Risks  

There are currently four current risks associated with safeguarding. 

Risk ID 

 

Risk Controls Rating 

256 Gap in statutory framework for 

DoLS 

• DoLS policy up to date 

• Defined process for tracking DoLS 

applications 

• DoLS form part of mandatory training 

framework 

• Weekly update sent to matrons and 

supervisory body. 

 

8 

30 Lack of in-reach mental health 

service for 16 – 17-year-old 

patients on adult wards and 

lack of availability of Tier 4 

beds and specialist eating 

disorder care for CYP 

 

• CYP MH liaison team commenced on 

site. 

• Increased support from safeguarding 

team 

• Hospital youth worker in place  

• Specialist training in clinical holding 

and eating disorders. 

• Strategic meetings in place to review 

operational pressures and sharing 

risks across the system 

12 

255 Risk that the acute Trust 

environment provides 

challenges for providing safe 

• Suicide and self-harm policy in place - 

including ward / room risk 

assessments.  

12 
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care for patients experiencing 

mental illness. 

• Capital funding obtained for ‘safe 

space’ rooms in key clinical areas – 

building work due to commence.  

• Estates manage environments when 

high risk patients identified. 

• ECW team support patients with 

complex needs  

• Ligature cutters on all resus trolleys - 

resus team provide training. 

 

254 There is a risk that staff may 

not be completing mental 

capacity assessment in line 

with the Mental Capacity Act 

2014 following introduction of 

EPR 

• Approved change to MCA power form 

on EPR to improve documentation. 

• Safeguarding team visit clinical areas 

daily to support staff in completing 

MCA documentation. 

• Audit completed to assess compliance 

with MCA on EPR – showing good 

compliance. 

• Additional resources uploaded to 

intranet site to support staff 

8 

Table 3 Current risks relating to safeguarding. 

 

15.  Recommendation  

The Board are asked to note the report for information and assurance. 

 

Michelle Mulvaney Lead Nurse Safeguarding 

Bonita Sparkes Named Nurse Safeguarding Adults, MCA and Prevent Lead 

Sue Floyd Named Midwife Safeguarding and Complex Needs 

Caroline O’Brien CNS Safeguarding Children 

Orla Burke CNS Safeguarding Children 

Emma Covey CNS Safeguarding Adults 
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Appendix 1 

Key Achievements within the reporting period: 

•  Section 11 / Adult Assurance visit by the ICB recognising the Trusts commitment to 

safeguarding and many areas of good practice – rated as good to outstanding. 

• Independent audit by Trust external auditors found substantial assurance around DoLS 

process. 

• Hospital ISVA project expanded to include an independent sexual and domestic violence 

advisor (IDSVA) – referral pathways and processes developed – awareness campaign for 

staff - high numbers of referrals and positive patient feedback and outcomes. 

• Ongoing attendance at Hertfordshire Safeguarding Adults Board and Hertfordshire 

Safeguarding Children Partnership sub-groups. 

• Promotion of the restrictive practice policy for medically challenging behaviours for adults, 

children and young people including the development of clinical resources.  

• Three staff attended train the trainer for clinical holding in paediatric and adult settings - to 

enable delivery of this training to staff across paediatric and adult divisions – now being rolled 

out for key clinical staff. 

• 7 members of the safeguarding team now trained to be able to attend and participate at 

MARAC – (high risk domestic abuse multi agency meetings). 

• Increased use of flags /alerts on EPR to identify potential safeguarding issues e.g., high risk 

domestic abuse.  

• Ask Listen Do coproduction project embedded with panel of patients by experience -   

development of easy read feedback information delivered and disseminated trust wide.   

• Work commenced on changing places toilet. 

• Development of Trust process around was not brought in / did not attend for patients with 

learning disabilities.  

• Learning disabilities pathway for elective surgical admission completed and approved.  

• Learning disabilities standard operating procedure on multi–disciplinary team (MDT) work and 

escalation for complex admissions and discharges completed and approved. 

• Level 3 safeguarding adult training, Training needs analysis (TNA) extended to include all 

band 5 patient facing clinical staff and meeting trajectory of compliance.  

• MCA and safeguarding power session offered virtually for all staff and over 200 members of 

staff attended.  

• Face to face mental capacity training delivered to enhanced care workers at care of the elderly 

study days. 

• MCA training on executive functioning given to medics across governance training and junior 

doctors as part of mandatory sessions. 

• Weekly MCA and DoLS audits conducted to identify themes and risks in medicine and 

surgery- supported by band 6 clinical visits – thematic review written, and action plan 

developed to improve quality.  

• Mental health awareness training package reviewed, filmed, and uploaded to ACORN with 

positive feedback.  

• Full review of level 3 safeguarding adults training package updated with new information and 

revised quiz uploaded to ACORN.  

• Relationship meeting with leads arranged with Adult Care Services (ACS) for quarterly 

discussion on process and policy.  

• Safeguarding huddle meetings arranged with ACS to support enquiry actions and 

safeguarding outcomes.  
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• Eating disorders guidance written in line with introduction of national MEED (managing 

emergencies in eating disorders) guidelines, review of clinical tool and standard operating 

process (SOP) written and approved  

• Enhanced care worker (ECW) training days established, and training delivered – supported 

with training passport.  

• Schwartz round delivered on complex safeguarding/MH case.  

• Capital funding secured for safe space project to support reasonable adjustments to care for 

complex patients with MH/LD and complex social issues and building commenced.  

• Missing persons work presented at Hertfordshire Safeguarding Adult Board (HSAB), ICB and 

NHS East of England system quality meetings to discuss a regional shared pathways on 

missing and absconding persons.  

• Education pilot developed in collaborative with WHTH education team and HPFT – 5-week 

course – joint physical and mental health training undertaken with HPFT and WHTH with 

positive feedback.  

• Clinical debrief surgeries and supervision delivered across divisions on complex cases and 

adult safeguarding themes.  

• Aspiration pneumonia training sessions delivered across surgical divisions.    

• Database developed for mental health section paperwork and shared with HPFT mental 

health act office.  

• Supervision, training, and de-briefs given staff in clinical areas to support staff when managing 

the patients of high intensity service users, complex mental health, and challenging behaviour 

including the Enhanced Care Team.  

• Wellbeing packs distributed to patients attending in acute mental health/social crisis- working 

with volunteers and dementia nurses for access to resources. 

• Trust contribution to Annual LeDeR report and sharing of best practise through the improving 

health outcomes group.  

• NHS Benchmarking national learning disability audit and contribution made to the 2022/2023 

audit. 

• Safeguarding stars awards presented in medicine and surgery.  

• Development and launch of the easy read discharge leaflet to support LD discharges and 

those that require reasonable adjustments.  

• DoLS portal piloted in medicine division, with processes agreed with Herts County Council 

(HCC) with safeguarding as central point of access for portal applications.  

• Safeguarding staff can now access Safety Net Plus – police held information system about 

people at risk and vulnerability to better support risk assessments and safety planning. 

• Lead Nurse contributed to multiagency escalation process around children / young people 

with complex social and mental health needs who are in acute beds. 

• Introduction of Bounce Back service into the Trust provided by Herts Mind Network – 

supporting adults with mental health issues and other complexities to enable a safe discharge 

and to provide support in the community to prevent readmission. 

• Introduction and support to the new children and young people (CYP) mental health liaison 

team – following significant input into the business case and planning of the service.  

• List of children subject to a Child in Need plans – information from local authority – used and 

embedded in unscheduled care across the organisation including Hemel Urgent Treatment 

Centre (UTC) to support assessments of risks. 

• Focus on awareness raising for the use of the mental capacity act for 16 and 17yr olds and 

to support conversations with families around transition from a younger age. 

• Hospital Youth Worker (HYW) successfully embedded within the team - Within the reporting 

period over 380 children and young people have had engagement from the HYW and over 

207 active cases are receiving further support in the community with tailored one to one and 

group projects.  
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• Contribution to MACE (multiagency child exploitation) panel for missing and exploited 

vulnerable children with information sharing where appropriate re attendances to 

unscheduled care / departments. Joint working highlighted contextual safeguarding risk in 

the community and disruption work has taken place around this risk. 

• Brook Traffic Light Tool - training delivered internally and externally across the safeguarding 

partnership by CNS Safeguarding children. 

• Programme of Level 3 safeguarding children updates on specialist topics delivered quarterly 

to staff by the CNS safeguarding team in SCBU and Starfish ward. 

• Regular safeguarding supervision huddles in all paediatric clinical areas to facilitate case 

discussion, offer supervision and to promote learning and good practice – establishment of 

regular huddles in unscheduled care. 

• Provision of safeguarding supervision and updates to clinical nurse specialists (CNS) in 

paediatrics who care for children and young people with complex needs such as respiratory 

conditions, epilepsy, diabetes, oncology, and allergies.  

• Improved collaboration with C-CATT and safeguarding for children and young people with 

high risk escalating behaviours and complex social needs and mental health crisis. 

• ‘We can Talk’ project launched across the organisation in May 2022 for 6 months. Co-

produced training developed to support staff being able to have conversations with children 

and young people who attend with mental health issues and raise awareness of mental health 

and signpost support available to them.  

• HEADSSS (psychosocial) assessment tool training continues delivered in all safeguarding 

level 3 core training and updates, emergency and paediatric doctors induction training and 

supervision. Cases discussed and good examples of completed assessments shared for 

learning.   

• Level 3 safeguarding children training updates and safeguarding supervision to be delivered 

in June 2023 to physiotherapy staff in Jackets Field site.  

• Working with Carers lead nurse to identify children and young people who are young carers, 

offering support whilst in the organisation and referring onto Herts Young Carers or other 

services as required – supported listening event for young carers on site.  

• The neonatal unit and maternity team have successfully launched BadgerNet -the electronic 

record keeping system for mothers in pregnancy and for babies in the neonatal unit.  

 

Future priorities for the period May 23 - April 24 

• Continued roll out of clinical holding training across the paediatric division and to relevant 

staff. 

• Working with Police and Crime Commissioners (PCC) – further development of the Hospital 

ISVA project – introducing role of Lead ISVA 

• Re launch safeguarding champions with study days focusing on think family and blended 

safeguarding themes for all staff in 2023- including adult, maternity, and children champions. 

• Review the terms of reference for Ask Listen Do and involve in quarterly partnership meeting 

with a focus on taking innovative themes around feedback from service users. 

• Organise feedback cafes and feedback events for learning disabilities patients and 

carers/families, in collaboration with carers lead.  

• Training of ECW staff specifically around learning disabilities and reasonable adjustments 

• Support the introduction of the Oliver McGowan training for learning disability and autism 

patients for all staff across the Trust.  

• Support the wards to commence work around the purple pledge for learning disability. 
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• Maintain Trust involvement in local safeguarding practice reviews, domestic homicide 

reviews and safeguarding adult reviews and ensure that actions and recommendations are 

implemented and embedded. 

• Safeguarding stars to continue to raise awareness of teams who provide excellent care and 

recognise safeguarding risks with complex patients.  

• To engage in Trust working groups around sepsis to provide a learning disability focus.  

• Review of Discharge To Assess homelessness guidance and update of Trust processes. 

• Support workstreams around the Making Every Adult Matter (MEAM) strategy working in 

collaboration with Hertfordshire County Council  

• Give basic safeguarding training to security, PALS, and complaints to support understanding 

of vulnerabilities and the mental capacity act. 

• To work on awareness raising around oral health and risk around aspiration for learning 

disabilities  

• To work on a process of best interest decisions at blood clinic for patients with learning 

disabilities  

• To work on accessible appointment letters in easy read format  

• To audit compliance with the easy read discharge leaflets and work on promotion and 

availability. 

• Schwartz round planned for learning disabilities awareness week.  

• Focus on awareness raising for the use of the mental capacity act for 16 and 17yr olds and 

to support conversations with families around transition from a younger age. 

• Continued work with Estates and Divisions to develop the ‘safe space’ rooms to support 

patients in acute mental health / behavioural crisis. 

• Continue to support the new mental health liaison team for CYP, working in partnership for 

best outcomes. 

• Training of ECW staff specifically around safeguarding issues impacting on young people 

such as sexual and criminal exploitation/grooming/gangs/ risky sexualised behaviours. 

• Working with CCATT and the liaison team – develop webinars around CYP presenting with 

challenging behaviours and escalating mental health issues. 

• Lead Nurse to complete a task and finish group set up to review management and escalation 

of complex young people and children with psychological, behavioural, and social issues 

which causes significant challenges across the system due to lack of placements and 

resources.  

• Promote the new Children Services (CS) threshold document and the gaining of parental 

consent for completion of referrals to CS – recognising the challenges of staff in unscheduled 

care – providing support and education. 

• To audit consent for referrals over coming months to identify challenges.  

• Safeguarding nurses to complete safeguarding supervision training later in 2023. 

• Safeguarding CNSs to complete Ignite leadership coaching course to qualify as coaches in 

the organisation.  

• Maternity safeguarding to continue to work towards ensuring all midwifery staff have easily 

accessible robust safeguarding supervision. 

• Improve safeguarding, perinatal mental health and FGM training to meet the needs of the 

staff as well as the organisational responsibility. 

• Maternity safeguarding to continue to embed and integrate within the wider Trust 

safeguarding team. 

• Increase access to specialist midwifery support for women struggling with their mental health.  
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WHTH Safeguarding Team Structure – June 2023 

 

 

 

         

             

    

     

  

 

          

 

 

         

 

 

Associated staff     

Kelly McGovern 

Chief Nurse,  

Executive Safeguarding Lead 

 

Michelle Hope 
Deputy Chief Nurse 

Anthony Cohn 

Named Doctor Safeguarding 

Children 

Sam Afolami 

Named Doctor 

Safeguarding Adults Michelle Mulvaney 

Lead Nurse Safeguarding 

Named Nurse Safeguarding 

Children 

Bonnie Sparkes 

Named Nurse 

Safeguarding Adults 

Caroline O’Brien 

Clinical Nurse 

Specialist 

Safeguarding Children 

 

Director of Midwifery 

Mitra Bakhtiari 

Kerry Ball 

Team 

Administrator 

Orla Burke 

Clinical Nurse Specialist 

Safeguarding Children 

Sue Floyd 

Named Midwife 

Safeguarding 

Emma Covey 

Clinical Nurse Specialist 

Safeguarding Adults 

Lavender Team 

Complex Needs 

Midwives 

Vacant – no current 

funding 

Named Nurse Mental 

health and complex 

social needs. 

 

  

Safeguarding Nurse 

Band 6 

Angie Mullahy 

Safeguarding Nurse 

Band 6 

Jennifer Knight 

Safeguarding Nurse 

Band 6 

Nicola Tanner  

 

Safeguarding Nurse 

Band 6 

Megan Cutts 

Safeguarding 

Administrator/ 

Assistant  

Becky O’Neill 

 

 

Hospital 

Independent Sexual 

Violence Advisor 

Band 5 

 

 

 
Hospital 

Independent Sexual 

Violence / Domestic 

Violence Advisor  

Band 5 

 

Acute Health Liaison Nurses – 

Learning Disability 

Honorary contracts – employed by 

HCC. 

 

2 Independent Domestic 

Violence Advisors (IDVA) 

Honorary contracts – 

employed by Refuge. 

 

Hospital Youth Worker 

Honorary contract – 

employed by HYS. 
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Title of the paper: Mortality and Learning from Deaths Quarter 4 2022/23 

 

Agenda Item: 24 

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 Quality Committee with an update on Trust 
mortality and learning from deaths for quarter 4 2022/3. 
 
The latest Dr Foster intelligence report, (January 2023) spans the data period 

December 2021 to November 2022.  Learning from deaths data spans 1 January 2023 

– 31 March 2023. 

 

HSMR is reported as 92.9, which is lower than expected. SHMI is also reported as 

94.93, which is within the expected range and SMR (all diagnosis) at 91.8 is lower than 

expected. 

 

There is 1 outlying diagnosis group; 

• Urinary tract infection (not new) 
 

 
The structured judgement review tier 2 avoidability panel was suspended for the 
duration of quarter 3 as a consequence of changes to clinical leadership.  These 
meetings were re-launched in February and the backlog of cases has now been 
cleared.  
 
Medical examiner scrutiny of cases for both community deaths and trust remains 
consistently at 100%. 
 

  

Trust Board Meeting 
7 September 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 

✓    
 

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 and Safety Group 16 May 2023 

Quality Committee  June 2023 
 

Action required: 
 

The Committee is asked to receive this report for assurance on Trust mortality 
and learning from deaths scrutiny 
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Agenda Item: 24 
 

Trust Board Meeting – 7 September 2023 
 
Title of paper Mortality and Learning from Deaths Quarter 4 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 4 2022/23 and to provide an update on current position 

  

1.2 The last Mortality Review Group meeting was held on 4 April 2023.  

 

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 April 2023 Dr Foster update which encompasses data from December  

2021 – November 2022) 

 

• HSMR is 92.9 and is within the lower than expected range 

• SHMI is 94.93 and within the expected range.  
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• SMR is 91.8 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 November 2022)  

 

 

 

b) Chart 2 HSMR 12 Month Peer Comparison (National Acute Non-
Specialists) 
 

 
 

The Trust is 1 of 4 Trusts within the East of England peer group of 14 with an HSMR in 
the ’better than expected’  range. 8 Trusts are in the ‘higher than expected’ range and 
2 in the ‘as expected’ range 
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3.2.2 Standardised Hospital Level Mortality Index 

Chart 3 SHMI Last available 3 years (last data point quarter 2 2022/23)  

 

 

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 January Dr Foster report highlighted 1 outlying diagnosis group:  
 

 

• Urinary tract infection: (61 deaths, 2 of which are new).  There have been 3 
deaths since the last consultant coder review of 15 case, which led to 7 
changes in primary diagnosis. 
 

 

 

4 Structured judgement review (SJR) 
 
4.1 Between 1 January 2023 and 31 31 March 2023, 17 referrals for structured judgement 

review were made. During the quarter, 17 completed reviews were received back from 

consultant reviewers, with overall care scores ranging from 1 to 5. Of the 17, 3 scored 

a 5 (excellent care) 5 scored a 4 (good care), 4 scored a 3 (adequate care), and  3 

scored 2 (suboptimal care) and  2 scored 1 (poor care).  
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4.2 Chart 4 SJR care scores for quarter 4 2022/23 

 

 

 

 

4.3  Chart 5 Reasons stated for SJR referral for quarter 4 2022/23 

 

 

 

 

4.4 Five cases were referred to the avoidability panel and during the quarter, three were 

reviewed.  None of the three reviewed were considered to be avoidable 
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Chart 6 potential avoidability of death for quarter 4 2022/23 

 
 

 
 
 
 
 

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 any themes 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 were identified 

 

5 Medical Examiner Service  

5.1 Quarter 4 has seen a 13% increase in activity and the combined number of trust and 

community deaths has increased to 900 in total (previously 793) .The vast majority of 

these are on account of the successful roll out of the Medical Examiner (ME) service 

to include the scrutiny of community deaths, although there has also been a small 

increase in hospital deaths. 

5.2 The Trust completed the community roll out on target at the end of March 2023. 

Coverage now includes 100% of GP surgeries, 2 hospices and 3 rehabilitation units. 

5.3 The Medical Examiner Team has subsequently been visited by the National Medical 

Examiner, Dr Alan Fletcher. 

5.4       It is important for the Trust to be aware that the statutory ME service deadline of April 

2023 has been moved and currently there is no new date provided by the National 

team. The implication of this is not local but may affect the roll out of the community 
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programme in the UK as GP practices may be less willing to engage in view of 

numerous other pressures.  

5.5 The team have been asked to present their process of implementation at the National 

Medical Examiner conference in May 2023.  

5.6 The Clinical Director continues to participate in the monthly Integrated Care Board 

Medical Examiner meetings in order to update the Board and to share learning.  

5.7 The scrutiny by Medical Examiners of hospital and community deaths is consistently 

at 100% and referral for SJR continues despite the increase in work of scrutiny. No 

new themes for referral have been noted by Medical Examiners but most are for end 

of life care issues and ‘failed discharges’, that is those patients who have been 

discharged but who return quickly.  

5.6 Informal verbal feedback from families is encouraging and main areas of positivity 

are around explanation of terms on the medical certificate of cause of death and 

kindness and compassion of staff spoken to in the Medical Examiner and patient 

affairs office. There have been no formal complaints. 

5.7 Work has started on the scrutiny of paediatric and neonatal deaths (as mandated by 

the National Medical Examiner) which has been more challenging as it is more 

specialised and requires close collaboration with the neonatal team. We have now 

been provided access to the BadgerNet IT system to allow scrutiny. This is working 

well and 2 deaths were reported in the last quarter, both due to extreme prematurity. 

5.8 Quarterly meetings continue with the Coroner and Registration service and this is 

working well as issues are discussed and ironed out in preparation for the statutory 

status of the Medical Examiner Service. 

 

6       Risks 
 

6.1  None identified  
 

 

7 Recommendation  
 

7.1   The Committee is asked to note the report for information and assurance.  
 

Name of Director  
 
Dr Mike van der Watt, Chief Medical Officer 

Date: June 2023
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Executive 
Summary: 
 

The purpose of this paper is to provide an overview of work undertaken to 
advance patient safety through the planning, development, and 
implementation of the West Hertfordshire Teaching Hospitals NHS Trust’s 
(WHTH) Patient Safety Incident Response Framework (PSIRF) and to 
recommend the framework to the Board for approval.  

On 16 August 2022, NHS England published its Patient Safety Incident 
Response Framework (PSIRF), which replaces the Serious Incidents 
Framework (SIF). The new framework provides guidance to local healthcare 
systems on how to conduct “strategic, preventative, collaborative, fair and just, 
credible and people focused” investigations into any safety breaches. This 
follows the introductory version of the PSIRF, published in 2020, which was 
piloted with 17 early adopter organisations, whose feedback helped inform this 
final version. 

Under the executive stewardship of the Chief Medical Officer and the clear 
directives from NHS England, the Trust has embarked on a transformative 
journey characterised by dynamic planning, stakeholder engagement, and a 
culture of safety. 

The paper will provide:  

1- Brief introduction 
2- The Plan and Then the Plan B – demonstrable system resilience and 

adaptability in response to challenges and changes 
3- What Have We Done So Far? 
4- Introduction to WHTH Patient Safet Partner (PSP) 
5- Patient Safety Priorities WHTH 
6- Review of Quality Safety Governance Structures at WHTH  
7- Training - Two Organizations Keen to Expand for Impact 
8- Patient Safety Incident Response Plan - PSIRP & Policy 
9- Team Branding and Communication Campaign 
10- Redesign the Reporting System 
11- TRIM Training Programme 
12- Closing remarks  

 
 
 

Trust Board meeting 
7 September 2023 
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1. Brief introduction 
 
Unlike its predecessors, PSIRF introduces a profound transformation to 
incident response. It empowers front-line teams and responders with the 
authority to determine how, what, and when to investigate incidents, as well as 
the freedom to set investigation timescales. This newfound ownership signifies 
a shift from feeling burdened by responsibility to harnessing the power to effect 
change. 

WHTH’s commitment to patient safety has driven the implementation of the 
PSIRF framework. This journey represents a multi-faceted approach to 
enhancing patient care through strategic initiatives and collaboration. 

The Chief Medical Officer and Chief Nurse are fully supportive of this approach 
to the framework. 

This paper provides the Committee with an overview of the work-to-date. 

2. The Plan and Then the Plan B 

The transition to PSIRF was not liner and this demanded agility and rapid-
scale changes. The challenge of integrating data from segregated systems 
(Datix V Datix-iQ) further compounded the work but this too has been 
addressed through innovative solutions.  We are in line with delivery targets 
and the work has been commended by national and regional colleagues. 

3. What Have We Done So Far? 

Through engagement at various levels, stakeholder identification, recruitment 
of a Patient Safety Partner, and thorough data analysis, the groundwork was 
laid. Thus far we have completed all of the pivotal PSIRF sections outlined by 
NHS England. 

Next steps include branding, development of an in house teaching package, 
co-produced communications, and final sign off our Patient Safety Incident 
Response Plan (PSIRP) and Policy.  

4. Chair, Patient Safety Partners Groups 

We have successfully recruited Lisa Haig, into the Chair of the WHTH Patient 
Safety Partners Group post. Lisa brings a wealth of experience to the role. Her 
extensive background in healthcare administration, volunteering, and 
mentoring adds a holistic perspective to patient care. We have another four 
candidates and two new recruits. 

We are awaiting confirmation from NHS England around the extension of the 
recruitment to the existing patient groups and will proceed accordingly. 

5. Patient Safety Priorities WHTH 

Drawing from comprehensive data analysis, the Trust's patient safety priorities 

are: 

• IPC,  

• deteriorating patients,  

• inpatient falls,  

• pressure injuries,  

• maternity care 
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To our five patient safety priorities, we have added a ‘Staff Safety 
Commitment’ to addressing "incidents of violence and aggression". We will be 
the first trust to do so, and strongly believe that this commitment, along with 
our wellbeing campaign, will deliver a loud message that echoes our 
dedication to staff support and welfare.  
 
6.   Review of Quality Safety Governance Structures at WHTH 

WHTH operates on a hybrid governance model where the quality safety 
governance resources are distributed between the divisions and the corporate 
arm of the Trust.  

NHS England’s PSIRF has a set of requirements (namely Learning Response 
Leads to be band 8A and above and the recruitment/creation of an 
Engagement/Involvement Lead/Coordinator) that called for a review of our 
patient safety team structures. It was therefore decided that a wider review 
was advisable to produce a governance alliance (all teams involved in 
governance across the Trust) and thus allow for redistribution of tasks and 
redefined tasks and roles.  

7. Training - Two Organisations Keen to Expand for Impact 

Collaborating with "Patient Safety Learning” and their CEO Helen Hughes, the 
Trust has set out to develop the first NHS-created teaching package for 
PSIRF. Currently this is a task reserved for private companies at a huge cost 
to organisations, and the lack of content and structure left some attendees 
dissatisfied.  

Following discussions with Helen and her team, we have entered into a 
partnership to introduce a new concept of ‘PSIRF knowledge archetypes’.  A 
true and honest assessment of base-knowledge can be undertaken prior to the 
cohorting into the teaching sessions. These will be bespoken to each 
archetype. This innovative screening tool will empower tailored education.  

Conversations with universities have started so that this can be delivered as 
part of the curriculum, and we are in conversations with the Patient Safety 
Commissioner to propose a period of assessment and subsequent 
accreditation of the pack so this can then be commercialised externally, 
providing the Trust with a source of revenue.  

8. Patient Safety Incident Response Plan (PSIRP) & Policy 

Action has been taken, encompassing scoping, priority identification, lead 
mapping, policy development, and collaboration with Patient Safety Partners. 
The PSIRP is now being reviewed and will be presented at the next Committee 
meeting.  

The policy is in its final stages and will go through the governance process, 
before coming to this Committee for approval. 

9. Team Branding and Communication Campaign 

Recognising the cultural shift inherent in PSIRF, we propose a team rebrand to 
foster a holistic change in perspective. The co-designed logo symbolises a 
symbiotic relationship between patients and the Trust, ensuring safety for all. 
This is pending discussions with Communications. 
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10. Redesign the Reporting System 

Automation of reporting is key and we have redesigned and automated the 

data completely. The data will provide trust-wide, divisional and clinical area 

specific data so to identify trends and inform improvement streams.  

Through specialism-agreed upper control limits (UCLs) and triggers, we now 
have an alert for variation system that informs of the need to investigate based 
on the data behaviour. This data-driven approach, aligned with strategic 
priorities and specialist input, enhances the effectiveness of incident reporting. 

11. Trauma Risk Management (TRiM) Training Programme 

Acknowledging the significance of psychological safety, the Trust advocates 

for structured debriefing and support for staff involved in patient safety events. 

This foundational initiative contributes to staff well-being and incident response 

improvement. A separate proposal is being drafted for the introduction of 

structured debrief that combines pastoral support, access to TRiM trained 

practitioners, psychologists and other avenues. 

12. Closing remarks 

In light of recent national events, it is imperative that as an organisation we 
strive to achieve restorative culture and psychological safety is pivotal for this. 
The final proposal will be presented to the committee once finalised.    

Due to the innovative approach taken, we were honoured to receive an 

invitation to present at the HSJ Patient Safety Congress in September 2023 

and at the Healthcare Strategy Forum in November 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 

 
Objective 10-12 

x    
 

Links to well-led 
key lines of 
enquiry: 
 

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

sustainable care? 

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

sustainable care to people, and robust plans to deliver? 

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

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

support good governance and management? 

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

performance? 

☒Is appropriate and accurate information being effectively processed, 

challenged and acted on? 
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☐Are the people who use services, the public, staff and external partners 

engaged and involved to support high quality sustainable services? 

☒Are there robust systems and processes for learning, continuous 

improvement and innovation? 

☒How well is the trust using its resources? 

Previously 
considered by: 

 

Committee/Group Date 

Quality Committee 31 August 2023 
 

Action required: The Board is asked to receive this report as an update on plans to implement 
the national Patient Safety Incident Response Framework and to approve the 
proposed Framework.  
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THE PLAN AND THEN THE PLAN B

• Work has been produced last month 

(from 18 months to 2) 

• No linear process as it required a 

large scale fast transition 

• Difficulty with data as segregated 

systems (Datix V Datix-iQ)

• Alongside this work there is the 

current systems/processes to 

support incident response (i.e. SIF)

• Executive transition 
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WHAT HAVE WE DONE SO FAR?

RAG Action/task outlined by NHS England or Local requirement 

Define programme

Programme lead: Maggie Pacheco 

Executive Lead: Mike van der Watt, CMO

Awareness: BAND 7 and matron forums, QSG meetings, Quality Committee, TMC, PSIRF strategic meetings, PSIRF leads meetings, LFPSE strategic

Identify stakeholders

Recruit Patient Safety Partner 

Conducted internal ‘diagnostic and discovery’ phase through data analysis and triangulation 

Review Quality Safety Governance team structure to meet key staffing requirements to map against PSIRF NHSE requirements:

Minimum band 8a Learning Response Lead

Engagement and Involvement Lead/Coordinator

Undertake a Trust Governance review 

Ensure training needs identified, costed and training procured (*)

Develop Patient Safety Incident Response Plan (PSIRP) and Patient Safety Incident Response Policy detailing processes and agree governance 

arrangements

TRIM training programme: being costed to provide a structured debrief

Team branding and communication campaign 

Co-Produce patient and service user leaflets

Collaborate with specialists to define UCL

Automate Datix extraction in line with reporting schedules 

Redesign the reporting system (SPC charts with UCL liked to strategic priorities)
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LISA HAIG- CHAIR PATIENT SAFETY PARTNERS GROUPS

I am originally from Lincolnshire; however, I have lived the 
majority of my life in Watford, having raised my children here 
and gone on to see them have children of their own.

Over the years I have worked within the healthcare sector in a 
wide variety of different roles, including administrator of a care 
home, ward clerk roles both within Maternity at Watford 
Hospital, as well as at the Royal National Orthopaedic Hospital 
(RNOH), before taking on voluntary roles at the Hospital radio 
charity, initially as a secretary and then as a trustee. 

Returning to roles within the NHS, I was the Involvement and 
Volunteer coordinator at the RNOH, looking after over 200 
volunteers, which I found immensely satisfying, being nominated 
and winning the Trust’s staff member of the year award. I then 
moved on to Watford Hospital as the project Manager for the 
End of Life project, which was sadly interrupted due to the 
pandemic. Most recently I worked with a small charity providing 
mental health support for children and young people.

I am now a mentor in a local secondary school, supporting one 
young person, for as long as they need.

As a current outpatient within the Trust, as well as an ex-staff 
member, I have experience of patient care and experience, from 
the viewpoint of both.  

I enjoy Yoga and swimming as my leisure activities!

Lisa Haig, Chair of the WHTH Patient Safety Partners Group
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PATIENT SAFETY PRIORITIES WHTH

INPATIENT 
FALLS 

PRESSURE 
INJURIES

MATERNITY 
CARE

IPC
DETERIORATING 

PATIENTS

Safety Staff Commitment: Incidents of Violence and Aggression 

INCIDENTS

SIRIS

COMPLAINTS 

RISK

PALS

INQUESTSSJRS
PATIENT 
SAFETY 

PRIORITIES
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WHTH GOVERNANCE 

REVIEW OF THE QUALITY SAFETY GOVERNANCE STRUCTURES AT WHTH

?

CORPORATE QUALITY SAFETY GOVERNANCE DIVISIONAL QUALITY SAFETY GOVERNANCE 

PSIRF REQUIREMENTS 

RV of roles responsibilities

WHTH 
GOVERNANCE 

TEAM

BC

Tab 25 Patient Safety Incident Response Framework (PSIRF) update

305 of 461Trust Board Meeting in Public 7 September 2023-07/09/23



TRAINING -TWO ORGANISATIONS KEEN TO EXPAND FOR IMPACT...

7

delivers & grow?

Additional
value-added 
products
& services

delivers & grow?
Greater 
expertise & 
know-how

PSIRF 
training

“The very best care for every patient, 
every day”

- Best care; Great team;

Best value; Great place
- Commitment; Care; Quality

WHTH  
=

CENTER OF 
EXCELLENCE 
FOR PATIENT 

SAFETY
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? ?

PSIRP & POLICY

Scoping 

Matrix

Identification of priorities

Identification of leads and mapping 

Write policy/plan

Out for comments 

Co-design comms with PSP

With ICB fro comments 

Awaiting internal governance 
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TEAM BRANDING AND COMMUNICATION CAMPAIGN 

PATIENT
STAFF
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REDESIGN THE REPORTING SYSTEM (SPC CHARTS WITH UCL LINKED TO STRATEGIC PRIORITIES)

• Redesign of the reporting system 
• Automated reporting and locally agreed UCPL
• Defined with specialist teams and based on risk red flags and national harm research 
• Build trigger questions onto shadow system on DATIX(*)
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TRIM TRAINING PROGRAMME: BEING COSTED TO PROVIDE A STRUCTURED DEBRIEF

Safety Staff Commitment
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Title of the paper: Response to NHS England letter regarding strengthening patient safety 
monitoring following Lucy Letby conviction   
 

Agenda Item:  
 

Presenter: Kelly McGovern, Chief Nurse 
 

Author(s): Kelly McGovern, Chief Nursing Officer 
Michelle Hope, Deputy Chief Nurse 
Joanna Bainbridge, Freedom to Speak up Guardian 

Purpose: 
 

Please tick the appropriate box  

For approval 
 

 For discussion  For information 

  x 
 

Executive 
Summary: 
 

 
Following the verdict in the trial of Lucy Letby on 18 August 2023, the NHS Chief 
Executive, Chief Operating Officer, Chief Nursing Officer and National Medical 
Director wrote a letter to all Integrated Care Boards and NHS Trusts (appendix 
1) which acknowledged the impact her actions had on the families affected and 
staff working in the NHS. The letter identifies five actions to strengthen patient 
safety monitoring. These are: 
 

1. All staff have easy access to information on how to speak up. 
2. Relevant departments, such as Human Resources, and Freedom to 

Speak Up Guardians are aware of the national Speaking Up Support 
Scheme and actively refer individuals to the scheme. 

3. Approaches or mechanisms are put in place to support those members 
of staff who may have cultural barriers to speaking up or who are in lower 
paid roles and may be less confident to do so, and also those who work 
unsociable hours and may not always be aware of or have access to the 
policy or processes supporting speaking up. Methods for communicating 
with staff to build healthy and supporting cultures where everyone feels 
safe to speak up should also be put in place. 

4. Boards seek assurance that staff can speak up with confidence and 
whistleblowers are treated well. 

5. Boards are regularly reporting, reviewing and acting upon available data. 
 
The purpose of this report is to provide the Board with an initial response to the 
letter from NHS England. It provides assurance that there are already systems 
and processes in place to address all the five actions above.  
 
An independent inquiry has been announced by the Department of Health and 
Social Care into the events which took place at The Countess of Chester 
Hospital. The Board will be kept updated on further learning and the 
recommendations arising from an independent inquiry by the Department of 
Health and Social Care. 
 

Trust Board meeting 
7 September 2023 
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The letter details steps which have already been taken to strengthen patient 
safety, including the Medical Examiner’s role that was implemented in 2021 to 
create additional safeguards by ensuring independent scrutiny of all deaths not 
investigated by a coroner and improving data quality, thereby making it easier 
to spot potential problems. In addition, the Patient Safety Incident Response 
Framework (PSIRF) will be implemented across the NHS – representing a 
significant shift in the way the Trust responds to patient safety incidents, with a 
sharper focus on data and understanding how incidents happen, engaging with 
families, and taking effective steps to improve and deliver safer care for patients. 
 
The letter drew attention to the importance of NHS leaders listening to the 
concerns of patients, families and staff, and following whistleblowing 
procedures, alongside good governance, particularly at Trust level. The FTSU 
national policy has been strengthened and all NHS organisations are expected 
to adopt the updated policy by January 2024 to ensure that everyone working in 
the health service feels safe to speak up with confidence and a prompt response 
will follow. 
 
The Trust’s FTSU Guardian will be attending the October Board meeting to 
provide a further update. 
 
To help ensure that the services provided are safe, the Trust has six important 
protective factors in place within the organisation.  These are outlined below. 
Part of this paper is structured around these factors and provides assurance on 
each of these areas. 

 
1. A culture of openness  
2. A senior leadership team that listens to clinicians  
3. Board level scrutiny of mortality data and deaths  
4. Child’s Death Overview Panel  
5. Medical Examiners  
6. Patient Safety Incident Response Framework  

 

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? 
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☒Is appropriate and accurate information being effectively processed, 

challenged and acted on? 

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

engaged and involved to support high quality sustainable services? 

☒Are there robust systems and processes for learning, continuous improvement 

and innovation? 

☒How well is the trust using its resources? 

Previously 
considered by: 

 

Committee/Group Date 

Quality Committee 31/8/2023 
 

Action required: 
 

The Board is asked to receive this report for assurance on the Trust’s response 
to the five actions outlined within a paper received from NHS England following 
the conviction of Lucy Letby. 
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Agenda Item: To be left blank 
 
Trust Board meeting – 7 September 2023 
 
Response to NHS England letter regarding strengthening patient safety monitoring following 

Lucy Letby conviction   

Presented by: Kelly McGovern, Chief Nurse 
 
1. Purpose  

 
1.1 Lucy Letby has recently been found guilty of killing babies on the neonatal unit at The 

Countess of Chester Hospital. The Trust’s first thought must be with the bereaved families 
and those caring for children harmed by her. Following this tragic event, the Trust needs to 
consider what systems and processes it has in place. 
 

1.2 Following the verdict in the trial of Lucy Letby, a letter was issued to Integrated Care Boards 
and NHS trusts outlining the five actions needed to strengthen patient safety monitoring. This 
paper details the Trust’s approach to ensuring it meets those initial actions and provides 
assurances that robust processes are in place.  

 
2. Background 
 
2.1 Lucy Letby has been found guilty of the murder of seven babies and the attempted murder 

of six babies between June 2015 and June 2016 at The Countess of Chester Hospital. The 
case brought to national attention the importance of NHS leaders listening to the concerns of 
patients, families and staff and that whistleblowing procedures are in place and adhered to.  
 

2.2 The NHS Chief Executive, Chief Operating Officer, Chief Nursing Officer and National 
Medical Director wrote to all Integrated Care Boards and NHS Trusts following the verdict 
that Lucy Letby had committed appalling crimes that were a terrible betrayal of the trust 
placed in her. The letter (appendix 1) acknowledged the impact her actions had on the 
families affected and staff working in the NHS.  
 

2.3 It is important to remember however that this happened in 2015/2016 and since then the 
NHS has implemented additional safety measures which minimise the risk of this case 
occurring again, such as the Medical Examiner role, FTSU Guardian role and whistleblowing 
policies.  

 
3. Assurance of meeting the five NHSE recommendations  
 
3.1 Following the verdict in this case, much of the debate has focused on the view that suspicions 

of the crimes were not treated seriously, and that staff were not supported to speak up. In 
fact, there are widely reported suggestions that doctors were prevented from doing so. These 
issues will be covered in the independent inquiry by the Department of Health and Social 
Care. The inquiry is expected to lead to a clear set of actions based on the learning from 
what could and should have prevented these crimes. In the meantime, the national team 
have issued five recommendations that all trusts should comply with.  
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3.2 The five recommendations set out by NHSE are as follows:  

 

• All staff have easy access to information on how to speak up.  

• Relevant departments, such as Human resources and Freedom to Speak up Guardians 
are aware of the national speaking up support scheme and actively refer individuals to 
the scheme.  

• Approach or mechanisms are put in place to support those members of staff who may 
have cultural barriers to spealing up or who are in lower paid roles and may be less 
condiment to do so, and those who work unsociable hours and may not always be aware 
of or have access to the policy or processes supporting speaking up. Methods for 
communicate with staff to build healthy and supporting cultures where everyone feels 
safe to speak up should also be put in place.  

• Boards seeks assurance that staff can speak up with confidence and whistleblowers are 
treated well.  

• Boards are regularly reporting, reviewing and acting upon available data.  
 
3.3 To help ensure that the services provided by the Trust are safe, six important protective 

factors are in place. These are as follows:   
 
7. A culture of openness  
8. A senior leadership team that listens to clinicians  
9. Board level scrutiny of mortality data and deaths  
10. Child’s Death Overview Panel  
11. Medical Examiners  
12. Patient Safety Incident Response Framework  

 
Protective factor 1. A culture of openness  

Following The Francis Report into Mid Staffordshire hospitals in 2013, the Trust was an early 
adopter to implement recommendations for a FTUG and NED lead. This has been supported 
by the Board.  The Trust has completed a lot of additional work over the last seven to eight 
years with a specific focus over the last 12 months on providing a culture of openness.  
 
The Trust has a part time Freedom to Speak Up Guardian (FTSUG) alongside a Non-
Executive Director FTSU lead, who is a senior, independent lead and predominantly a 
support for the FTSU Guardian. This role offers a fresh pair of eyes to ensure that 
investigations are conducted with rigor and to help escalate issues, where needed. Both roles 
are vitally important allowing impartial, confidential and a safe space to escalate any 
concerns staff may have. The Trust has 36 FTSU champions that provide support to staff 
and work with the FTSUG. 
 
Any concerns that are raised are reported to the Chief Nurse and Chief People Officer to 
provide assurances that, as a Trust, we are listening to staff who have concerns and that 
matters are being addressed in a fair, open and transparent way without risk of reprisal. The 
FTSUG can access support from the NED FTSU Guardian if there are any concerns. 

 
The Trust has reviewed any outstanding grievances and mediations and can provide 
assurances that there are none currently taking place as a result of speaking up about patient 
safety issues.  

 
To ensure that the Trust is  promoting an open and transparent culture, it has  put on several 
promotions over the last 12 months to advertise the FTSU service including a presentation 
to introduce the Trust’s FTSUG, information leaflets, manager guides, an introduction video 
and training module, and the introduction of a QR code that allows staff easy access to 
guides, contact details and processes in the easiest and fastest way possible.  
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Senior leaders and the Trust Board are required to completed Level 3 FTSU training. 
 
The senior leadership team operates an open-door policy and the Chief Nurse, Chief Medical 
Officer and Chief People Officer take part in regular walkabouts to provide visibility to staff 
and allow for open and transparent conversations to happen.  
 
Non-Executive Directors do monthly walkabouts prior to Board meetings, as well as 
unplanned visits and discussions with staff and patients. In addition, there are planned 
nighttime walks with senior staff and Non-Executive Directors. 
 
The Chief Executive Officer regularly offers the opportunity for staff to meet with him and talk 
about the issues that are affecting them.  
 
The Trust has a Senior Independent Director in place.  This Non-Executive Director has a 
key role in supporting the Chair and is available for Board members to raise any concerns 
which have failed to be resolved through the normal channels or for which such contact is 
inappropriate.  

 
Protective factor 2. A senior leadership team that listens to clinicians  

As above, the executive team regularly spends time in clinical areas talking to staff. This 
ensures that in real time, they are aware of what is happening clinically and what pressures 
the staff are facing.  
 
The executive team also do night-time walks to ensure they are visible to all staff, including 
those that work night shifts and can see the pressures which may not be apparent when 
working in the daytime.  
 
The Chief Nurse and Chief Medical Officer take part in chairing the Serious Incident Panel 
and therefore have oversight of potential serious incidents within the organisation.   
 
The Trust has a Non-Executive Director who is the Board lead for maternity. He acts as a 
Maternity Champion and has strong links with the maternity unit, engages regularly with 
maternity staff at all levels and attends maternity meetings.   

 
Protective factor 3. Board level scrutiny of mortality data and deaths  

The Board has a Quality Committee which meets monthly. It has an annual work programme 
and scrutinises and reviews mortality data before it goes to Board.  
 
The Board regularly receives reports and data which is reviewed and acted upon in relation 
to Medical Examiners, serious incidents, learning from deaths, mortality and Dr Foster.  
 
The quarterly learning from deaths report was presented to the public Trust Board in February 
2023, this included mortality and the Dr Foster intelligence report for the period 01 July 2021 
to 30 September 2022. No avoidable deaths, including community deaths, were identified in 
the quarter through the structured judgement review process and the Medical Examiner 
scrutiny of cases.  

 
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 

• Mortality Review Group meetings 

• Structured judgement reviews by trained Consultant reviewers which identifies themes 
and learning. 

• Medical Examiners who scrutinise deaths at the time of Medical Certification of Death 
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The system allows 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. 
 
The mortality metrics include The Hospital Standardised Mortality Ratio, Summary Hospital 
Level Mortality Indicator and Standardised Mortality Ratio. The Trust has been identified as 
a regional exemplar for this due to having 100% Medical Examiner who scrutinise deaths at 
the time of the medical certification of death.  
 
A significant number of cases are also independently reviewed by a clinician who was not 
involved in the care of the deceased patient, using the standardised structured judgement 
review methodology first introduced by the Royal College of Physicians in 2016. Cases for 
review are selected in several ways including, if there is any suspicion of increased mortality 
in any patient group or diagnosis group, referral by the Medical Examiner, and if any member 
of staff or relative feels that there was anything lacking in the care received by the patient. 
This assessment of care is used to identify and share learning, check for any themes or 
trends of concern and escalate any patient safety issues identified. 
 
Perinatal and neonatal deaths receive significant scrutiny internally, as well as externally by 
Local Maternity and Neonatal System and Integrated Care Board reviews. Perinatal deaths 
are discussed at Maternity Safety Champions meetings, where there is challenge on learning, 
trends, potential avoidability, adhering to evidence-based practice, gaps in assurance and 
governance. 

 
Protective factor 4. Childs Death Overview Panel  

The Trust has a Child’s Death Overview Panel (CDOP) which has been in place since 2008 
which monitors all child deaths. The Panel has a statutory role in looking at the deaths of all 
children from the age of viability to 18. It works closely with all the other agencies and across 
the county to facilitate the monitoring of and learning from child deaths. 

 
Protective factor 5. Medical Examiners  

The Trust has a team of Medical Examiners which scrutinises all in-hospital deaths. Their 
primary function is to provide independent scrutiny of all deaths and they are directly 
responsible to the National Medical Examiner. In their work, in addition to agreeing the cause 
of death, they also speak with relatives to check if they have any concerns and importantly, 
monitor deaths to identify any themes or trends. They are in a unique position to challenge 
the Trust and escalate cases that they consider need further review or investigation. 

 
Protective factor 6. Patient Safety Incident Response Framework  

The Trust is in the initial stages of introducing a different approach to managing and learning 
from both patient safety incidents and those related to employee relations. This will be in line 
with the new Patient Safety Incident Response Framework (PSIRF). Our ambition is to 
establish a restorative, just and learning culture within the organisation, one that promotes 
no blame, psychological safety and quality improvement without jeopardising accountability. 

 
4. Board level assurance 

 
4.1 The People, Education and Research Committee provides assurance to the Board on the 

FTSU policy and the number of cases.  The Board receives a regular report on FTSU and 
the Guardian comes to Board meeting to provide assurance on this.   
 

4.2 The Audit Committee through the annual work programme provides oversight and scrutiny 
on the policy, implementation and support to the FTSUG. 
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4.3 A Board Development Session was held in July 2023 which was supported by the National 

FTSU Guardian.   
 

4.4 The Board supports the annual National Freedom to Speak up Month. 
 

4.5 The private section of the Trust Board regularly receives a report on employment tribunals 
and maintaining high professional standards. This provides an overview of current 
employment tribunal activity and a summary of all cases within the remit of maintaining high 
professional standards framework for doctors and dentists, as well as updates on restrictions 
and exclusions. 

 
4.6 The Board receives a quarterly paper in the private section of the meeting on the National 

Perinatal Mortality Review Tool (PMRT). This provides evidence of assurance that the Trust 
is meeting its requirements and is in line with Safety Action 1 in the Maternity Incentive 
Scheme (MIS) Year 4. The latest report is part of this Board meeting pack (07 September 
2023).   
 

4.7 In May 2023, the Public Trust Board meeting received a Freedom to Speak Up reflection and 
planning tool presentation.  
 

4.8 In June 2023, the Learning from Deaths report (quarter 3) was presented in the Public Trust 
Board meeting. 
 

4.9 As part of this Board meeting agenda (07 September 2023), the Board will receive an annual 
report on the work of the Trust’s safeguarding team. In 2022/23, the Integrated Care Board 
undertook a joint section 11 assurance audit of the Trust’s safeguarding service. This 
concluded that the Trust had immense commitment to ensuring safeguarding is embedded 
in all areas of the organisation promoting the health, safety and welfare of children, young 
people and adults that access its services. The safeguarding service was graded good to 
outstanding.  
 

4.10 In July 2023, the Public Trust Board meeting approved an action plan which addressed 
recommendations from an independent well-led review of the Trust’s leadership and 
governance arrangements. The review was undertaken by Deloitte in 2022/23. Feedback 
from the review was positive and it was noted that the Trust had enjoyed high levels of 
stability in Board leadership over recent years and the Board was functioning at a mature 
level. In particular, it highlighted the excellent work the Trust had done to embed its clinically 
led triumvirate model, as well as a range of initiatives that has positively influenced the Trust’s 
culture.  The review acknowledged that the Trust had strong foundations in place to continue 
its journey toward becoming a CQC ‘outstanding’ trust in the well-led domain and noted it 
was on a positive trajectory. 
 

5. Fit and Proper Person requirements 
 
5.1 The letter with recommendation from NHSE reminded all NHS organisations of their 

obligations under the Fit and Proper Person requirements not to appoint any individual as a 
Board director unless they fully satisfy all Fit and Proper Person requirements – including 
that they have not been responsible for, been privy to, contributed to, or facilitated any serious 
misconduct or mismanagement (whether lawful or not).  
 

5.2 Following the Francis Inquiry, a registration requirement was introduced that all Executive 
and Non-Executive Directors of providers registered with the CQC must meet FPPT.  This 
also applies to some Very Senior Manager and Director roles that fall within the remit of the 
FPPT.   
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5.3 NHS England has recently strengthened the Fit and Proper Person Framework by bringing 
in additional background checks, including a board member reference template, which also 
applies to board members taking on a non-board role. This assessment will be refreshed 
annually and, for the first time, recorded on Electronic Staff Record so that it is transferable 
to other NHS organisations as part of their recruitment processes. 

 
5.4 To be a fit and proper person, the post holder must meet all the following:  
 

• Be of good character – need to take account of whether the person has been convicted 
of any offence in UK or one which would amount to an offence in the UK if committed 
elsewhere or whether the person has been erased, removed or struck-off a register of 
professionals maintained by a regulator of health care or social work professionals. 

• Have the qualifications, competence, skills and experience necessary for the office or 
position.  

• Be capable by reason of their health, after reasonable adjustments are made, of properly 
performing tasks intrinsic to their office or position for which they are appointed or to the 
work for which they are employed. 

• Not have been responsible for, been privy to, contributed to or facilitated any serious 
misconduct or serious mismanagement (whether unlawful or not) while carrying on a 
regulated activity of providing a service elsewhere which, if provided in England, would 
be a regulated activity; and  

• Not be prohibited from holding the office or position because they are deemed an “unfit 
person”. 

 
5.5 The Trust currently has 17 Directors and Non-Executive Directors who fall within the remit of 

the FPPT regulation.  As of 26th June 2023, all have signed the annual declaration and 
remain compliant. At the Public Trust Board in July 2023, a report was presented which 
provided the outcome of the review and offered assurance of full compliance against the 
remit of FPPT 2.1. 

 
6. Response to NHSE recommended actions  

 
Action 1.   
All staff have easy access to information on how to speak up 
Staff can access promotional and informative materials via the intranet and a QR code. This 
includes a standard presentation to introduce staff to FTSU, an information leaflet and a 
manager’s guide to FTSU. The information explains the process and the expected 
timeframes.   The FTSUG attends staff induction meetings to raise awareness with new 
starters on how they can access FTSU if needed. 

 
Action 2. 
Relevant departments, such as Human Resources, and Freedom to Speak Up 
Guardians are aware of the national Speaking Up Support Scheme and actively refer 
individuals to the scheme 
The FTSUG meets regularly with senior leaders including HR and attends operational 
meetings to raise awareness of the service and to provide an update. The FTSUG is visible 
and proactively over the last 12 months has revisited all staff who have raised concerns 
since 2021. This was to consider whether they felt their voices had been heard and their 
issues had been addressed and resolved. Staff have been made aware of the national 
Speaking Up Support Scheme through internal communication channels and plans are in 
place to raise awareness of the 2023/23 scheme.  

 
Action 3. 
Approaches or mechanisms are put in place to support those members of staff who 
may have cultural barriers to speaking up or who are in lower paid roles and may be 
less confident to do so, and also those who work unsociable hours and may not 
always be aware of or have access to the policy or processes supporting speaking 
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up. Methods for communicating with staff to build healthy and supporting cultures 
where everyone feels safe to speak up should also be put in place. 
The Trust has FTSUG champions who meet regularly.  They discuss how they can become 
more visible and reach those staff whose voices are not always the loudest or feel like they 
can’t speak out. Work has taken place over the last 12 months which has resulted in a 
significant increase in cases from ethnic minority staff. 

 
Action 4.  
Boards seek assurance that staff can speak up with confidence and whistleblowers 
are treated well. 
Bi-annually, the Board receives a report relating to FTSU cases that have been raised, 
including themes, staffing groups that have raised concerns, outcomes and learning. The 
FTSUG also meets monthly with the Chief Nurse and Chief People Officer. The FTSUG has 
regular and open access to the FTSU NED.  
 
For assurance that each FTSU case has been managed appropriately, a review takes place 
and the member of staff is asked whether they have suffered detrimentally as a result of 
raising a concern. Currently 80% confirm that they have not suffered as a result and work is 
underway to review what could be improved in the remaining 20% of cases. The outcome of 
this work will be included in future Board reports.   

 
Action 5. 
Boards are regularly reporting, reviewing and acting upon available data. 
The Board receives regular reports which provide assurance on patient safety. These reports 
are outlined under section 4 of this report. 
 

7. Conclusion  
 

7.1 The details above outline the processes and system the Trust has in place to provide 
assurances that it is proactively ensuring the promotion of an open and transparent culture 
which encourages staff to speak up especially in the case of patient safety.  
 

7.2 Furthermore, there are strong systems in place to review any incidents that occur, which will 
be further strengthened by the introduction of Patient Safety Incident Response Framework 
(PSIRF).   

 
8. Risks  
 
8.1 There are risks to patient safety which could result in harm should patients and their families 

not be supported in speaking up about concerns. 
 

8.2 There is a risk that staff may not know how to or be able to access the FTSUG. 
 

8.3 There are risks to increased staff turnover should our staff feel unable to speak up. 
 
9. Recommendation  

 
9.1 The Board is asked to receive this report for assurance on our response to the five 

recommended actions outlined within a paper received from NHS England following the 
conviction of Lucy Letby. 

 
Kelly McGovern  
Chief Nurse 
 
03 September 2023 
 
APPENDICES: 
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Appendix 1 Letter from NHS England to ICB and NHS Trusts 
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Publication reference: PRN00719 

Classification: Official 

To: • All integrated care boards and NHS 

trusts: 

 chairs 

 chief executives 

 chief operating officers 

 medical directors 

 chief nurses 

 heads of primary care  

 directors of medical education 

• Primary care networks: 

 clinical directors 

cc. • NHS England regions: 

 directors 

 chief nurses 

 medical directors 

 directors of primary care and 

community services 

 directors of commissioning 

 workforce leads 

 postgraduate deans 

 heads of school 

 regional workforce, training and 

education directors / regional 

heads of nursing 
 

NHS England 

Wellington House 

133-155 Waterloo Road 

London 

SE1 8UG 

18 August 2023 
 

Dear Colleagues, 

Verdict in the trial of Lucy Letby 

We are writing to you today following the outcome of the trial of Lucy Letby. 

Lucy Letby committed appalling crimes that were a terrible betrayal of the trust placed in her, 

and our thoughts are with all the families affected, who have suffered pain and anguish that few 

of us can imagine. 

Colleagues across the health service have been shocked and sickened by her actions, which 

are beyond belief for staff working so hard across the NHS to save lives and care for patients 

and their families. 
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On behalf of the whole NHS, we welcome the independent inquiry announced by the 

Department of Health and Social Care into the events at the Countess of Chester and will co-

operate fully and transparently to help ensure we learn every possible lesson from this awful 

case. 

NHS England is committed to doing everything possible to prevent anything like this happening 

again, and we are already taking decisive steps towards strengthening patient safety 

monitoring. 

The national roll-out of medical examiners since 2021 has created additional safeguards by 

ensuring independent scrutiny of all deaths not investigated by a coroner and improving data 

quality, making it easier to spot potential problems. 

This autumn, the new Patient Safety Incident Response Framework will be implemented across 

the NHS – representing a significant shift in the way we respond to patient safety incidents, with 

a sharper focus on data and understanding how incidents happen, engaging with families, and 

taking effective steps to improve and deliver safer care for patients. 

We also wanted to take this opportunity to remind you of the importance of NHS leaders 

listening to the concerns of patients, families and staff, and following whistleblowing procedures, 

alongside good governance, particularly at trust level. 

We want everyone working in the health service to feel safe to speak up – and confident that it 

will be followed by a prompt response. 

Last year we rolled out a strengthened Freedom to Speak Up (FTSU) policy. All organisations 

providing NHS services are expected to adopt the updated national policy by January 2024 at 

the latest. 

That alone is not enough. Good governance is essential. NHS leaders and Boards must ensure 

proper implementation and oversight. Specifically, they must urgently ensure: 

1. All staff have easy access to information on how to speak up. 

2. Relevant departments, such as Human Resources, and Freedom to Speak Up 

Guardians are aware of the national Speaking Up Support Scheme and actively refer 

individuals to the scheme. 

3. Approaches or mechanisms are put in place to support those members of staff who may 

have cultural barriers to speaking up or who are in lower paid roles and may be less 

confident to do so, and also those who work unsociable hours and may not always be 

aware of or have access to the policy or processes supporting speaking up. Methods for 
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communicating with staff to build healthy and supporting cultures where everyone feels 

safe to speak up should also be put in place. 

4. Boards seek assurance that staff can speak up with confidence and whistleblowers are 

treated well. 

5. Boards are regularly reporting, reviewing and acting upon available data. 

While the CQC is primarily responsible for assuring speaking up arrangements, we have also 

asked integrated care boards to consider how all NHS organisations have accessible and 

effective speaking up arrangements. 

All NHS organisations are reminded of their obligations under the Fit and Proper Person 

requirements not to appoint any individual as a Board director unless they fully satisfy all FPP 

requirements – including that they have not been responsible for, been privy to, contributed to, 

or facilitated any serious misconduct or mismanagement (whether lawful or not). The CQC can 

take action against any organisation that fails to meet these obligations. 

NHS England has recently strengthened the Fit and Proper Person Framework by bringing in 

additional background checks, including a board member reference template, which also 

applies to board members taking on a non-board role. 

This assessment will be refreshed annually and, for the first time, recorded on Electronic Staff 

Record so that it is transferable to other NHS organisations as part of their recruitment 

processes. 

Lucy Letby’s appalling crimes have shocked not just the NHS, but the nation. We know that you 

will share our commitment to doing everything we can to prevent anything like this happening 

again. The actions set out in this letter, along with our full co-operation with the independent 

inquiry to ensure every possible lesson is learned, will help us all make the NHS a safer place. 

Yours sincerely, 

    

Amanda Pritchard 

NHS Chief Executive 

Sir David Sloman 

Chief Operating 

Officer 

NHS England 

Dame Ruth May 

Chief Nursing Officer, 

England 

 

Professor Sir 

Stephen Powis 

National Medical 

Director 

NHS England 
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Title of the paper: HTA Regulatory Assessment of Trust mortuary services- final report and 
action plan update 

Agenda Item: 27 

Presenter: Martin Keble – Chief Pharmacist and Divisional Director for CSS 

Author(s): Martin Keble-Chief Pharmacist and Divisional Director for CSS 
Charlotte Coles- Acting Divisional Manager for CSS 

Purpose: 
 

Please tick the appropriate box  

For approval 
 

 For discussion  For information 

  √ 
 

Executive 
Summary: 
 

A planned Human Tissue Authority (HTA) Regulatory Assessment of the 
mortuaries at Watford and Hemel (correspondence refers to Hemel) took place 
from 14-16 March 2023.This involved assessing the mortuaries against the 72 
HTA standards (updated on 22 September 2022.) 

Key points to note: 

• The final report was issued by the HTA on 25 May 2023- specified 
deadline of 9 June 2023 to identify the corrective and preventative 
actions (CAPA) proposed in response by the Trust. HTA will assess, 
within 28 days of receipt of our CAPA plan, and confirm its suitability 
with Trust and advise on the most suitable type of follow-up of the 
completion of the CAPA plan, which may include a combination of a 
follow-up site-visit inspection, a request for information that shows 
completion of actions and advising the HTA once the action has been 
carried out. 

• In the report (appendix 1) the HTA found the Designated Individual 
(DI), or lead clinician, to be suitable in accordance with the 
requirements of the legislation. Although the HTA found that Hemel 
Hempstead General Hospital (‘the establishment’) had met the majority 
of the HTA’s standards one critical, 13 major and six minor shortfalls 
were found against standards for consent, governance and quality 
systems, traceability and premises, facilities and equipment.  A number 
of the shortfalls centred on the surge storage units that were brought at 
a local and national level in response to the Covid pandemic. 

• The report also identified that the HTA has assessed the establishment 
as suitable to be licensed for the activities specified, subject to 
corrective and preventative actions being implemented to meet the 
shortfalls identified during the inspection. 

• The Divisional Risk Register has been refreshed, including three new 
proposed corporate risks, and business cases have been since 
approved in response, detailing Capital and revenue requirements, as 
supported in the review Chiefs’ review. 

• The mortuary staff have found this to be a most difficult period- 
including the Covid response for a sustained period and the inspection 
findings. Various support mechanisms have been put into place at 

Trust Board Meeting 
7 September 2023 
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Divisional and Trust level and will be closely monitored for 
effectiveness. Staff feedback about the support provided has been 
positive to date. 

• The Trust action plan is attached in appendix 4- integrated plan 
containing the CAPA that was submitted on 9 June in the HTA 
specified format. The HTA replied on 13 June 2023 recognising that 
good progress has been made and indicated approval of the 
timescales proposed (Appendix 2). 

• Progress with the action plan will be monitored closely weekly by the 
Deputy Divisional Manager and monthly at the CSS Clinical 
Governance meetings. 

• Email from HTA noting action plan updates attached as appendix 3. 
Meeting with HTA scheduled for 6 September to review outstanding 
actions. 

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 

Quality Committee 
Trust Board 
Quality Committee 
Trust Management Committee  
Quality Committee 

25 May 2023 
1 June 2023 
23 June 2023 
30 August 2023  
31 August 2023 

 

Action required: 
 

The Board is asked to receive this report for information and assurance of 
actions being taken and the mitigation in place to reduce the risk. 
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Agenda Item: 27 
 

Trust Board Meeting – 7 September 2023 
 
HTA Regulatory Assessment of Trust mortuary services - final report and Trust action plan 

Presented by: Martin Keble – Chief Pharmacist and Divisional Director for CSS 

 

 
1 Purpose  

 
1.1 The purpose of this report is to share the final report from the planned Human Tissue Authority 

(HTA) Regulatory Assessment (or inspection) of the Trust mortuaries at Watford and Hemel 
Hempstead from 14 to 16 March 2023 and the associated Trust action plan in response. The 
HTA use Hemel Hempstead General Hospital as their correspondence site.  

 

2 Background 
 

2.1 Hemel Hempstead General Hospital has been licensed by the HTA since May 2007. This was 
the fourth inspection of the establishment; the most recent previous inspection took place in 
November 2017. Since the previous inspection, there have been no significant changes to the 
licence arrangements, or the activities carried out under the licence. There are 72 inspection 
standards; updated by the HTA on 22 September 2022. 
 

2.2 The HTA reviewed the governance documentation, carried out visual inspections, conducted 
an audit of records and met with staff during the full three days on site. 
 

 

3 Analysis/Discussion  
 

3.1 The HTA gave initial verbal, post assessment, feedback to the CEO and CSS Divisional Team 
on 21 March 2023.  
 

3.2 A draft action plan was produced by the Division and submitted to the Executive within one 
week as agreed internally. 
 

3.3 A draft written report was issued by the HTA on 20 April 2023- a deadline of close of business 
on 4 May 2023 was provided to review the report for factual accuracy. 
 

3.4 The report was reviewed at Divisional and Executive level; returned to the HTA on 4 May 2023 
with some factual accuracy proposed changes. Some changes were accepted by the HTA. 
 

3.5 The action plan was reviewed further to receiving the draft report and was submitted to the HTA 
on 9 June 2023 (within the 14 days specified on receipt of the final report). The HTA responded 
confirming that they were satisfied with the actions and timelines proposed by the Trust in 
response.  Outstanding actions as per appendix 3 will be reviewed at a meeting with the HTA 
on 6 September 2023. 
 

3.6 In the report (appendix 1) the HTA found the Designated Individual (DI), or lead clinician, to be 
suitable in accordance with the requirements of the legislation. Although the HTA found that 
Hemel Hempstead General Hospital (‘the establishment’) had met the majority of the HTA’s 
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standards one critical, 13 major and six minor shortfalls were found against standards for 
consent, governance and quality systems, traceability and premises, facilities and equipment.  
 

3.7 The report also identified that the HTA has assessed the establishment as suitable to be 
licensed for the activities specified, subject to corrective and preventative actions being 
implemented to meet the shortfalls identified during the inspection. 
 

3.8 The Divisional Risk Register, including three proposed new Corporate risks, has been refreshed 
and business cases have been approved in response, detailing Capital and revenue requests. 
The Chiefs approved the requests in principle as part of the Confirm and Challenge round for 
2023/24. 
 

3.9 The Capital requests are for replacement of Surge units (largely brought in at short notice locally 
and nationally as part of the Covid pandemic response), remedial works for the 
facilities/equipment and an additional three more non-medical staff at senior, middle and junior 
bandings. 
 

3.10 Good progress has been made since with inspection – the majority of remaining actions centre 
on recruiting to the three new posts and replacing the current surge units and carrying out the 
remaining remedial works. The HTA replied on 13 June 2023 recognising that good progress 
has been made and indicated approval of the action timescales proposed. A further email from 
HTA dated 16th August recognised the work gone into completing CAPA plan and outstanding 
actions as per appendix 3 will be reviewed at a meeting with the HTA on 6 September 2023. 
 

3.11 The mortuary staff have found this to be a most difficult period, including the Covid response 
for a sustained period and the inspection process and findings. Various support mechanisms 
have been put into place at Divisional and Trust level and will be closely monitored for 
effectiveness. The support has included the line management change of the Deputy Divisional 
Manager now line managing the service (based in the department one day per week); was 
intended to take place when Pathology services were outsourced, and the retained service was 
in place. “Here for you” support is an example that has also been introduced for staff- further 
support is being worked up and will include onsite/face to face and tailored to staff requests or 
needs. Initial feedback provided by the team has been positive in terms of the support provided. 
 

3.12 Quality assurance visit from the ICB took place a Watford Mortuary on 1 August. Second visit 
to Hemel Mortuary to take place in September following meeting with HTA. 
 

3.13 The three Additional posts have now been recruited to. Band 7 Quality and Audit Lead starting 
on 2 October, Band 4 Band 4 Mortuary Administrator & Tissue Coordinator starting 18 
September and Band 3 Trainee APT awaiting confirmation of start date. 
 

3.14 Business cases for replacement of surge and remedial works going to Capital Finance and 
Planning Group on 25 August 2023 and Trust Management Committee on 30 August 2023. 

 
 
 

4 Risks  
 
4.1 The key risk is to the quality of services and Trust reputation if the issues identified are not 

deemed to be rectified by the HTA in a timely and appropriate manner. 
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5 Recommendation  
 

5.1 The Board is asked to receive this report for information and assurance of the actions being 
taken and the mitigation in place to reduce the risk. 

 

 

Name of Director: Martin Keble  
Title:   Chief Pharmacist Divisional Director - CSS 
Date:    21 August 2023  
 
 
 
APPENDICES: 
 
1. HTA Final Inspection Report 
2. HTA Corrective and Preventative action (CAPA) Plan 
3. HTA CAPA actions update 
4. Trust action plan 
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Appendix 1: HTA final inspection report: 

Inspection report on compliance with HTA licensing 
standards Inspection date: 14 & 16 March 2023 

 

Hemel Hempstead General Hospital 

HTA licensing number 12082 
Licensed under the Human Tissue Act 2004 

 

Licensed activities 
The table below shows the activities this establishment is licensed for and the activities currently undertaken at the establishment. 

Area 
Making of a post- 

mortem 
examination 

Removal from the body of a deceased 
person (otherwise than in the course of an 

anatomical examination or post-mortem 
examination) of relevant material of which 
the body consists or which it contains, for 

use for a scheduled purpose other than 
transplantation 

Storage of the body of a 
deceased person or relevant 

material which has come from 
a human body for use for a 

scheduled purpose 

 

Hub site 

Hemel Hempstead 
General Hospital 

Licensed Licensed Licensed 

Mortuary Carried out Carried out Carried out 

Pathology lab - - Carried out 

Satellite site 

Watford General 
Hospital 

Licensed 

  

Licensed Licensed 

Mortuary Carried out Carried out Carried out 

Maternity ward  Carried out  
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Summary of inspection findings 
The HTA found the Designated Individual (DI) to be suitable in accordance with the requirements of the legislation. 

Although the HTA found that Hemel Hempstead General Hospital (‘the establishment’) had met the majority of the HTA’s standards one critical, 13 
major and three minor shortfalls were found against standards for consent, governance and quality systems, traceability and premises, facilities and 
equipment. 

The HTA has assessed the establishment as suitable to be licensed for the activities specified, subject to corrective and preventative actions being 
implemented to meet the shortfalls identified during the inspection. 
 
Compliance with HTA standards 

Critical shortfalls 

Standard Inspection findings Level of shortfall 

PFE2 There are appropriate facilities for the storage of bodies and human tissue. 

a) Storage arrangements ensure the 
dignity of the deceased 

The inspection team identified bodies that had deteriorated due to lack of long-
term storage. The establishment was advised to complete an internal 
investigation and report these incidents to the HTA in line with the HTA 
reportable incident requirements. 

Critical 
(Cumulative) 

b) There is sufficient capacity for storage 
of bodies, organs, and tissue samples, 
which takes into account predicated 
peaks of activity 

Both Hemel Hempstead and Watford General Hospital sites have insufficient 
internal capacity for storage of bodies. Each site has a temporary unit erected 
within the mortuary which is being used on a permanent basis. Both hospitals 
utilise the floor space of the fridges for the storage of bodies. At the time of the 
inspection all these floor spaces were in use at Watford hospital. 

In addition, Hemel Hempstead has one, and Watford three, semi- permanent 
surge units located externally to the mortuary, which are also in constant use. 
The inspection team were informed that the number of bodies had recently 
reached double that of the internal mortuary capacity 

Critical 
(Cumulative) 

c) Storage for long-term storage of 
bodies and bariatric bodies is sufficient 
to meet needs 

Storage for long term and bariatric bodies is insufficient to meet needs. 

There are currently no bariatric freezer spaces or formal contingency 
arrangements in place if a bariatric body requires transferring to the freezer. 

Freezer units at both sites are at full capacity, and the freezer floors are utilised 
as an additional space 

Critical 
(Cumulative) 
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d) Fridge and freezer units are in good 
working condition and well maintained 

Whilst internal fridge and freezers appear clean, they are showing signs of age. 
A recent internal servicing report has highlighted that replacement parts for the 
units are now difficult to source. 

The freezer at Hemel Hempstead has perished door seals and a build up of ice, 
the inspection team were informed that the temperature settings have been 
adjusted as the defrost cycle triggers the alarm unnecessarily. This poses a risk 
of mechanical breakdown of the units. 

In addition, poor seals on the refrigerator doors result in one door opening when 
another is closed. This poses the risk of a door being left open unintentionally. 

Two surge units, and one temporary unit fail to maintain temperature in the 
warmer weather. The inspection team was informed of mechanical 
breakdowns during the summer months, and an inability to use several of the 
surge units in warm weather. 

The 25 space surge unit at Watford hospital is currently at minus temperatures, 
and therefore not suitable for the refrigeration of bodies. This has been reported 
internally by mortuary staff and has been deemed unrepairable by maintenance 
staff. The mortuary manager was advised to report this to the HTA in line with 
the HTA reportable incident requirements, and advised to turn it off and lock the 
doors to mitigate the risk of it being used in error. 

Critical 
(Cumulative) 
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Major shortfalls 

Standard Inspection findings Level of shortfall 

GQ1 All aspects of the establishment’s work are governed by documented policies and procedures 

a) Documented policies and SOPs cover 
all mortuary/laboratory procedures 
relevant to the licensed activity, take 
account of relevant Health and Safety 
legislation and guidance and, where 
applicable, reflect guidance from 
RCPath. 

Standard Operating Procedures (SOPs) do not always include sufficient detail of 
procedures or reflect current practice. These include but are not limited to: 

• Procedure for recording viewings; 

• Procedure for transferring bodies to the freezer and mitigations of risk if 
space is unavailable; and 

• Procedure for following up tissue requests with the coroner’s office. 
(See shortfall T2b) 

• Procedure for completing external examination of bodies, by trainee 
pathologists. 

To fully address this shortfall the establishment should review all SOPs to ensure 
they contain sufficient detail, are reflective of current practice, and cover all 
mortuary and laboratory procedures relevant to licensable activities. 

Major 

c) Procedures on body storage prevent 
practices that disregard the dignity of the 
deceased 

The condition of bodies is checked on admission and when approaching 30 days. 
However, additional condition checks occur in an ad hoc manner and there is no 
formal documented procedure to ensure these checks take place. 

Due to staffing and capacity limitations procedures to mitigate deterioration of 
bodies are reactive rather than preventative. 
See shortfall PFE2b 

Major 

a) All areas where activities are carried out 
under an HTA licence are incorporated 
within the establishment’s governance 
framework 

There are no persons designate (PD) for the maternity wards. This poses a risk 
to the DI not having sufficient oversight of regulated activities in these areas. 

In addition, the corporate licence holder contact (CLHc) currently named on the 
licence has left the establishment and no new CLHc has been appointed. As a 
result, the areas where activities are carried out under the HTA licence are not 
incorporated within the establishment’s governance framework, and the DI has 
no support available to escalate issues to the executive level. 

Major 

h) Matters relating to HTA-licensed 
activities are discussed at regular 
governance meetings involving 
establishment staff 

Matters relating to HTA-licensed activities are not discussed at regular 
governance meetings involving the Designated Individual (DI) and establishment 
staff. 

Major 
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GQ5 There are systems to ensure that all untoward incidents are investigated promptly 

a) Staff know how to identify and report 
incidents, including those that must be 
reported to the HTA 

Reporting of incidents, including those reportable to the HTA, forms part of the 
mortuary training schedule. However, the inspection team identified two recent 
reportable incidents that were not reported. These incidents related to the HTA 
reportable categories of accidental damage to a body and major equipment failure. 

In addition, porter staff were unable to identify examples of incidents reportable to 
the HTA. 

Major 
(Cumulative) 

b) The incident reporting system clearly 
outlines responsibilities for reporting, 
investigating and follow up for incidents 

The DI and mortuary manager do not have access to completed reports on the 
incident reporting system. The inspection team did not receive a requested list of 
mortuary related incidents and are therefore not assured that this standard is met. 

Major 
(Cumulative) 

GQ6 Risk assessments of the establishment’s practices and processes are completed regularly, recorded and monitored 

a) All procedures related to the licensed 
activities (as outlined in standard GQ1) 
are risk assessed on a regular basis 

The transfer of bodies to external surge units has not been fully risk assessed. This 
process includes the transfer of bodies through carpeted areas of the hospital, past 
wards and main reception, through car park traffic, over kerbstones, and broken 
pavements. 

This poses a risk to infection control, dignity of the deceased due to oversight of 
body transfers, and accidental damage to bodies. 

Major 

c) Significant risks, for example to the 
establishment’s ability to deliver post- 
mortem services, are incorporated into 
the Trust’s organisational risk register 

Significant risks to the mortuary service, such as lack of capacity, shortage of staff, 
and failing refrigeration equipment, have not been incorporated into the Trust’s 
organisational risk register. 

The inspection team identified that these risks had been raised internally by the DI 
and mortuary manager but had not been escalated further as there was no formal 
route of escalation. 

Major 

T1 A coding and records system facilitates traceability of bodies and human tissue, ensuring a robust audit trail 

Organs or tissue taken during post- 
mortem examination are fully traceable, 
including blocks and slides (including 
police holdings). 

Tissue taken at post mortem examination is not fully traceable. 

A recent audit completed by the establishment identified 19 coronial cases where 
glass slides containing post mortem tissue were missing. 

In addition, a second audit completed by the inspection team identified a further 
case where post mortem tissue was missing, and two cases where the disposal 
information was incomplete. 

The inspection team advised that an internal investigation takes place and that this 
incident is reported, in line with the HTA reportable incident requirements. 

Major 
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T2 Disposal of tissue is carried out in an appropriate manner and in line with the HTA’s codes of practice. 

a) Tissue is disposed of as soon as 
reasonably possible once it is no 
longer needed, such as when the 
coroner’s or police authority over its 
retention ends or the consented 
post- mortem examination process 
is complete 

In line with documented procedures, tissue is disposed of 12 months following the post mortem 
examination, rather than when the coroner’s authority has ended. 

This poses a risk that tissue is being disposed of before the coroner’s investigation has finished or 
is being retained longer than required. 
See shortfall T2b 

Major 

b) There are effective systems for 
communicating with the Coroner’s 
Office, which ensure tissue is not 
kept for longer than necessary 

Family wishes for retained tissue is not routinely received from the coroner’s office, and there is no 
formal procedure in place to follow these up. 

A recent audit identified that families’ wishes were not received for 25 out of 29 cases selected from 
2021, and the establishment defaulted to disposing of the tissue. In addition, blocks and slides from 
two of ten cases reviewed at this inspection had been disposed of without receiving confirmation of 
the families’ wishes. 

This poses a risk that families’ wishes, such as for it to be reunited with the body or stored for 
research are not being adhered to prior to the funeral. 

Major 

PFE1 The premises are secure and well maintained and safeguard the dignity of the deceased and the integrity of human tissue. 

a) The premises are clean and well 
maintained 

Although the mortuary premises are subject to regular cleaning, the age and subsequent 
deterioration of some areas means there is a risk that they cannot be maintained, cleaned, and 
decontaminated effectively. Examples include: 

Hemel Hempstead & Watford General Hospital fridge rooms 

• Significant damage to walls with exposed plaster; 

• Significant damage to ceiling tiles; 

• The use of porous wooden storage equipment and splintered wooden door frames; 

• Chips and cracking to floors with exposed porous concrete; and 

• Damaged floor edges in transition areas. 

Hemel Hempstead General Hospital post mortem Room 

• The post mortem room floor has perished floor seals and water is trapped underneath the 
flooring. This was identified as a shortfall at the last inspection, and whilst addressed at the time, 
this has since deteriorated; 

• Damaged drain covers have been removed, leaving exposed drains. This poses a risk of trip 
hazards to staff and accidental damage to the deceased when the trolley is in use; and there 
are broken taps on post mortem tables with poor drainage. 

Major 
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PFE3 Equipment is appropriate for use, maintained, validated and where appropriate monitored 

a) Items of equipment in the mortuary 
are in good condition and appropriate 
for use 

The establishment is currently using four semi-permanent surge fridge units externally to the main 
mortuaries. The inspection team noted that whilst cleaning schedules were signed, these areas 
contained build-up of outside debris, with stained flooring and equipment. 

Concerns were raised to the inspection team that the racking structure and embossed metal flooring 
made these areas difficult to clean. 

The area also included porous materials and areas or deterioration, which means there is a further 
risk that the areas cannot be maintained, cleaned, and decontaminated effectively. Examples 
include: 

Hemel Hempstead General Hospital 

• Buildup of condensation and black mold. 

Watford General Hospital 

• Nine trays are made of wood with porous areas and mold; 

• Extensive rusting and exposed metal on trolleys. 

Major 

f) Key items of equipment, including 
fridges/freezers, trolleys and post 
mortem tables (if downdraught) are 
subject to regular maintenance and 
records are kept 

The DI and mortuary manager do not have oversight of the maintenance records for the four external 
fridge units. 

At the time of the inspection maintenance records were unavailable, the inspection team are 
therefore not assured that regular maintenance records are kept. 

Major 
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Minor Shortfalls 
 

Standard Inspection findings 
Level of 
shortfall 

C1 Consent is obtained in accordance with the requirements of the Human Tissue Act 2004 (HT Act) and as set out in the HTA’s codes 
of practice 

f) The deceased’s family are given an 
opportunity to change their minds and 
it is made clear who should be 
contacted in this event and the 
timeframe in which they are able to 
change their minds 

Whilst families are given time to change their minds, this varies across 
documentation. Some consent guidelines state 24 hours whilst others state 
48. This poses a risk to a post mortem being completed before the cooling off 
period is over. 

Minor 

GQ1 All aspects of the establishment’s work are governed by documented policies and procedures 

d) Policies and SOPs are reviewed 
regularly by someone other than the 
author, ratified and version controlled. 
Only the latest versions are available 
for use 

The mortuary manager writes, reviews, and authorises the mortuary 
policies and procedural documents. 

Minor 

T1 A coding and records system facilitates traceability of bodies and human tissue, ensuring a robust audit trail 

b) There is a system to track each body 
from admission to the mortuary to 
release for burial or cremation (for 
example mortuary register, patient file, 
transport records) 

The establishment are currently using six additional storage units, in addition to 
the main mortuary fridges. Whilst each body is assigned a fridge number on 
admission, there is no formal procedure to record when a body is moved between 
fridges and / or freezers. 

This poses a risk to the loss of traceability of body storage location. 

Minor 

 
 
 
The HTA requires the DI to submit a completed corrective and preventative action (CAPA) plan setting out how the shortfalls will be addressed, 
within 14 days of receipt of the final report (refer to Appendix 2 for recommended timeframes within which to complete actions). The HTA will 
then inform the establishment of the evidence required to demonstrate that the actions agreed in the plan have been completed. 
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Advice 
The HTA advises the DI to consider the following to further improve practice: 

 

Number Standard Advice 

1. PFE1d The DI is advised to review the CCTV coverage to ensure it covers the fire escape at the Hemel Hempstead funeral 
entrance. 

2. PFE1d The DI is advised to review the arrangements for retaining CCTV data to provide an assurance it is retained for a 
suitable period of time and backed-up appropriately. 

3. PFE2f The mortuary manager is advised to document the routine temperature trend analysis of the fridge temperatures, 
in order to have documented evidence of fridge efficiency. 

4. PFE3c The DI is advised to review the ventilation in the Hemel Hempstead post mortem room, to ensure it is still compliant 
to ten air changes per hour, following recent modifications to the ceiling cavity. 

5. PFE3d The DI is advised to review the PPE available and infection control policy as staff are currently performing regulated 
activities, such as transfer of bodies, in casual clothing. 

6. PFE3e The mortuary manager is advised to amend documented procedures to reflect the current requirement, described 
during the inspection, that formalin must always be decanted on the ventilated bench. 

 
Background 
Hemel Hempstead General Hospital has been licensed by the HTA since May 2007. This was the fourth inspection of the 

establishment; the most recent previous inspection took place in November 2017. Since the previous inspection, there have been no significant 
changes to the licence arrangements, or the activities carried out under the licence. 

Description of inspection activities undertaken 
The HTA’s regulatory requirements are set out in Appendix 1. The inspection team covered the following areas during the inspection: 

Standards assessed against during inspection 
All 72 HTA licensing standards were covered during the inspection (standards published 22 September 2022) 

Review of governance documentation 
The inspection included a review of the establishment’s governance documentation relating to licensed activities. This included policies and procedural 
documents, cleaning records for the mortuary, records of servicing of equipment, ventilation reports, audits, risk assessments, meeting minutes, 
reported incidents and training records for staff.  
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Visual inspection 
The inspection included a visual assessment of all mortuary body and tissue storage areas, the post mortem rooms and viewing facilities at both 
Hemel Hempstead and Watford General Hospital sites. The inspection team observed the processes for admission, release and viewing of bodies 
within the mortuaries. 

Audit of records – Hemel Hempstead General Hospital 
Audits were conducted for four bodies from refrigerated storage and one from freezer storage. Identification details on bodies were crosschecked 
against the information recorded in the mortuary electronic register and associated paperwork. No discrepancies were identified. 

Audits of traceability were conducted for tissue blocks and slides from ten coroners consented cases. These included audits of the consent 
documentation for the retention of these tissues. Two discrepancies were identified, both had wishes to retain the tissue, however the tissue could 
not be found in the histology store. In addition, two further cases had their tissue disposed of without confirmation of the families’ wishes having been 
received from the coroner’s office. See shortfalls T1g and T2b.  

Audit of records – Watford General Hospital 
Audits were conducted for four bodies from refrigerated storage and one from freezer storage. Identification details on bodies were crosschecked 
against the information recorded in the mortuary electronic register and associated paperwork. No discrepancies were identified. However, one body 
was in a state of deterioration. See shortfall PFE2a. 

Meetings with establishment staff 
Staff carrying out processes under the licence were interviewed including the DI, mortuary manager, APTs, pathologist, mortuary porters, 
bereavement officer and bereavement midwife. Feedback was provided to staff involved in the inspection and the Trust Chief Executive Officer, 
Pathology Services Manager, Chief Pharmacist and Clinical Services Manager, Cellular Pathology Manager, and the Divisional Manager for Clinical 
Support Services. 

 
 
 
Report sent to DI for factual accuracy: 20 April 2023 
Report returned from DI: 04 May 2023 

Final report issued: 25 May 2023 
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Appendix 1: The HTA’s regulatory requirements 
 

Prior to the grant of a licence, the HTA must assure itself that the DI is a suitable person to supervise the activity authorised by the licence and that 
the premises are suitable for the activity. 

The statutory duties of the DI are set down in Section 18 of the Human Tissue Act 2004. They are to secure that: 

• the other persons to whom the licence applies are suitable persons to participate in the carrying-on of the licensed activity; 

• suitable practices are used in the course of carrying on that activity; and 

• the conditions of the licence are complied with. 
 
Its programme of inspections to assess compliance with HTA licensing standards is one of the assurance mechanisms used by the HTA. 
The HTA developed its licensing standards with input from its stakeholders. They are designed to ensure the safe and ethical use of human tissue 
and the dignified and respectful treatment of the deceased. They are grouped under four headings: 

• consent 

• governance and quality systems 

• traceability 

• premises facilities and equipment. 
 
This is an exception-based report: only those standards that have been assessed as not met are included. Where the HTA determines that there has 
been a shortfall against a standard, the level of the shortfall is classified as ‘Critical’, ‘Major’ or ‘Minor’ (see Appendix 2: Classification of the level of 
shortfall). Where HTA standards are fully met, but the HTA has identified an area of practice that could be further improved, advice is provided. 

HTA inspection reports are published on the HTA’s website. 
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Classification of the level of shortfall 

Where the HTA determines that a licensing standard is not met, the improvements required will be stated and the level of the shortfall will be classified 
as ‘Critical’, ‘Major’ or ‘Minor’. Where the HTA is not presented with evidence that an establishment meets the requirements of an expected standard, 
it works on the premise that a lack of evidence indicates a shortfall. 

The action an establishment will be required to make following the identification of a shortfall is based on the HTA's assessment of risk of harm and/or 
a breach of the Human Tissue Act 2004 (HT Act) or associated Directions. 

1. Critical shortfall: 

A shortfall which poses a significant risk to human safety and/or dignity or is a breach of the HT Act or associated Directions 

or 

A combination of several major shortfalls, none of which is critical on its own, but which together could constitute a critical shortfall and should 
be explained and reported as such. 

A critical shortfall may result in one or more of the following: 

• A notice of proposal being issued to revoke the licence 

• Some or all of the licensable activity at the establishment ceasing with immediate effect until a corrective action plan is developed, 
agreed by the HTA and implemented. 

• A notice of suspension of licensable activities 

• Additional conditions being proposed 

• Directions being issued requiring specific action to be taken straightaway 

2. Major shortfall: 

A non-critical shortfall that: 

• poses a risk to human safety and/or dignity, or 

• indicates a failure to carry out satisfactory procedures, or 

• indicates a breach of the relevant Codes of Practice, the HT Act and other relevant professional and statutory guidelines, or 

• has the potential to become a critical shortfall unless addressed 
or 
A combination of several minor shortfalls, none of which is major on its own, but which, together, could constitute a major shortfall and 
should be explained and reported as such. 

In response to a major shortfall, an establishment is expected to implement corrective and preventative actions within 1-2 months of the 
issue of the final inspection report. Major shortfalls pose a higher level of risk and therefore a shorter deadline is given, compared to 
minor shortfalls, to ensure the level of risk is reduced in an appropriate timeframe. 
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3. Minor shortfall: 

A shortfall which cannot be classified as either critical or major, but which indicates a departure from expected standards. 

This category of shortfall requires the development of a corrective action plan, the results of which will usually be assessed by the HTA 
either by desk based review or at the time of the next inspection. 

In response to a minor shortfall, an establishment is expected to implement corrective and preventative actions within 3-4 months of the 
issue of the final inspection report. 
 

Follow up actions 
A template corrective and preventative action plan will be sent as a separate Word document with both the draft and final inspection report. 
Establishments must complete this template and return it to the HTA within 14 days of the issue of the final report. 

Based on the level of the shortfall, the HTA will consider the most suitable type of follow-up of the completion of the corrective and preventative 
action plan. This may include a combination of 

• a follow-up inspection 

• a request for information that shows completion of actions 

• monitoring of the action plan completion 

• follow up at next routine inspection. 

After an assessment of the proposed action plan establishments will be notified of the follow-up approach the HTA will take. 
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OFFICIAL - SENSITIVE 

Appendix 2 - Corrective and preventative action (CAPA) plan 

Hemel Hempstead General Hospital - 12082 - Routine on 14/3/2023 

 

Please complete the blanks below 

HTA Standard C1f -  Level of Shortfall  

(major or minor only) 

Minor 

Short Description Post mortem- consent timeframe 

Inspection finding: Whilst families are given time to change their minds, this varies across documentation. Some 

consent guidelines state 24 hours whilst others state 48. This poses a risk to a post mortem being completed 

before the cooling off period is over.  

Corrective and Preventative Action:  

• Trust post mortem consent policies reviewed by Mortuary manager- both adult and perinatal reference 24 
hours cooling off period.  

C275_Policy_for_adult_post_mortem_examination_consent_v5.pdf 

 

http://wghintra01/uploads/out/M144_Perinatal_PM_Policy_v2.pdf 

 

• Mortuary SOP updated and reviewed by Mortuary manager and senior APT, references 24 hours cooling 
off period.  

HISOPMO08 
Consented Hospital Post Mortem ExaminationV12.docx

 

 

• Maternity document being updated by Bereavement Midwife and taken to WAC’s guideline group to 
approve the amendment.  

 

 

Deadline for completion of corrective and 

preventative action: 

31/08/2023  

 

HTA Use Only 

Action for HTA: 

 

 

Compliance information to be submitted:  
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OFFICIAL - SENSITIVE 

Corrective and preventative action (CAPA) plan 

Hemel Hempstead General Hospital - 12082 - Routine on 14/3/2023 

 

Please complete the blanks below 

HTA Standard GQ1a -  Level of Shortfall  

(major or minor only) 

Major 

Short Description SOPs 

Inspection finding: Standard Operating Procedures (SOPs) do not always include sufficient detail of procedures 

or reflect current practice. These include but are not limited to:  

•    Procedure for recording viewings; 

•    Procedure for transferring bodies to the freezer and mitigations of risk if space is unavailable; and 

•    Procedure for following up tissue requests with the coroner’s office. 

(See shortfall T2b) 

•    Procedure for completing external examination of bodies, by trainee pathologists. 

To fully address this shortfall the establishment should review all SOPs to ensure they contain sufficient detail, are 

reflective of current practice, and cover all mortuary and laboratory procedures relevant to licensable activities.  

Corrective and Preventative Action:  

 

• Procedure for recording viewings.  

HISOPMO16 
Viewings V12.docx

 

•  
Procedure for transferring bodies to the freezer and mitigations of risk if space is unavailable.  

HISOPMO42 Length 
of Stay Escalation and Freezing Deceased V5.docx

 

 

•  
Procedure for following up tissue requests with the coroner’s office.  

HISOPMO54 HTA 
Post Mortem Tissue Retention, Storage, Tracking, Sending and Disposal V5.docx

 

 

• External examination of bodies.  

HISOPMO60 
External Examination of a Deceased V3.docx
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2 
HTA Corrective and preventative action (CAPA) plan 

• Four Sop’s listed in shortfall have been fully reviewed and updated, loaded on to Q pulse for staff to 
acknowledge.  

 

• Review of all Mortuary SOP’s underway.  
 

• Additional staff required to fully review all SOP’s and associated documents. 
 

• Business case for three additional Mortuary staff approved Divisional Finance Performance 07/06/2023.  
 

Approved Mortuary 
Staffing Business Case for DFP June.docx

 

 

• Job descriptions and approval to recruit completed and sent to vacancy panel for approval. 
 

• Job adverts will be live by 9th June 2023.  
 

• Interviews planned for week of 24th July 2023  
 

Deadline for completion of corrective and 

preventative action: 

 07/08/2023 

 

HTA Use Only 

Action for HTA: 

 

 

Compliance information to be submitted:  
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OFFICIAL - SENSITIVE 

Corrective and preventative action (CAPA) plan 

Hemel Hempstead General Hospital - 12082 - Routine on 14/3/2023 

 

Please complete the blanks below 

HTA Standard GQ1c -  Level of Shortfall  

(major or minor only) 

Major 

Short Description Condition checks 

Inspection finding: The condition of bodies is checked on admission and when approaching 30 days. However, 

additional condition checks occur in an ad hoc manner and there is no formal documented procedure to ensure 

these checks take place. 

Due to staffing and capacity limitations procedures to mitigate deterioration of bodies are reactive rather than 

preventative.  

Corrective and Preventative Action:  

 

• New deceased condition checking procedure, including spreadsheet started 01/06/23 with Mortuary team.  
 

Blank Turn Around 
Times With Condition Checks.xlsx

HISOPMO67 
Condition Checking of Deceased V1.docx

 

• Additional staff required to ensure process is fully embedded and regulation standard always met on both 
sites.  
 

• Business case for three additional Mortuary staff approved Divisional Finance Performance 07/06/2023.  

Approved Mortuary 
Staffing Business Case for DFP June.docx

 

 

• Job descriptions and approval to recruit completed and sent to vacancy panel for approval. 
 

• Job adverts will be live by 9th June 2023.  
 

• Interviews planned for week of 24th July 2023  
 

Deadline for completion of corrective and 

preventative action: 

07/08/2023 

HTA Use Only 

Action for HTA: 

 

 

Compliance information to be submitted:  

Tab 27 Mortuary Risk Assessment HTA inspection report

347 of 461Trust Board Meeting in Public 7 September 2023-07/09/23



 

 

OFFICIAL - SENSITIVE 

Corrective and preventative action (CAPA) plan 

Hemel Hempstead General Hospital - 12082 - Routine on 14/3/2023 

Please complete the blanks below 

HTA Standard GQ1d -  Level of Shortfall  

(major or minor only) 

Minor 

Short Description SOP authorisation 

Inspection finding: The mortuary manager writes, reviews, and authorises the mortuary policies and procedural 

documents.  

Corrective and Preventative Action:  

 

• Review of recent SOP’s have included senior APT review before upload onto Q pulse; slow progress due 
to workload demands.  

• Additional staff required to ensure process is fully embedded and regulation standard always met on both 
sites.  

 

• Business case for three additional Mortuary staff approved Divisional Finance Performance 07/06/2023.  

Approved Mortuary 
Staffing Business Case for DFP June.docx

 

 

• Job descriptions and approval to recruit completed and sent to vacancy panel for approval. 
 

• Job adverts will be live by 9thh June 2023.  
 

• Interviews planned for week of 24th July 2023  
 

  

 

07/08/2023 

 

HTA Use Only 

Action for HTA: 

 

 

Compliance information to be submitted:  

Tab 27 Mortuary Risk Assessment HTA inspection report

348 of 461 Trust Board Meeting in Public 7 September 2023-07/09/23



 

 

OFFICIAL - SENSITIVE 

 

Corrective and preventative action (CAPA) plan 

Hemel Hempstead General Hospital - 12082 - Routine on 14/3/2023 

Please complete the blanks below 

HTA Standard GQ1g -  Level of Shortfall  

(major or minor only) 

Major 

Short Description Governance framework 

Inspection finding: There are no persons designate (PD) for the maternity wards. This poses a risk to the DI not 

having sufficient oversight of regulated activities in these areas. 

In addition, the corporate licence holder contact (CLHc) currently named on the licence has left the establishment 

and no new CLHc has been appointed. As a result, the areas where activities are carried out under the HTA 

licence are not incorporated within the establishment’s governance framework, and the DI has no support 

available to escalate issues to the executive level.  

Corrective and Preventative Action:  

• PD for maternity agreed; details sent to the HTA- 6/6/23 

HTA PD WAC's 
.docx

 

• HTA change of CLHc form sent to Trust chief executive for completion. – completed 13/07/2023 

 

Deadline for completion of corrective and 

preventative action: 

 31/08/2023 

 

HTA Use Only 

Action for HTA: 

 

 

Compliance information to be submitted:  

Tab 27 Mortuary Risk Assessment HTA inspection report

349 of 461Trust Board Meeting in Public 7 September 2023-07/09/23



 

 

OFFICIAL - SENSITIVE 

Corrective and preventative action (CAPA) plan 

Hemel Hempstead General Hospital - 12082 - Routine on 14/3/2023 

Please complete the blanks below 

HTA Standard GQ1h -  Level of Shortfall  

(major or minor only) 

Major 

Short Description Governance meetings 

Inspection finding: Matters relating to HTA-licensed activities are not discussed at regular governance meetings 

involving the Designated Individual (DI) and establishment staff.   

Corrective and Preventative Action:  

• Mortuary manager invited to Clinical Support Divisions (CSS), Clinical Governance Meeting. HTA agenda 
item under performance reviews; meetings held monthly.  

• Bi-Annual HTA regulation meeting has been established; first meeting scheduled June 23rd, second 
meeting scheduled for December 8th, 2023.  
 
Attendees include: 

• The DI.  

• Mortuary manager.  

• Patient services manager.  

• Bereavement midwife team. 

• Histopathology Manager. 
 

• Minutes from regulation meetings will be reported at CSS Clinical Governance Meetings.  
  

Deadline for completion of corrective and 

preventative action: 

23/06/2023 

 

HTA Use Only 

Action for HTA: 

 

 

Compliance information to be submitted:  

Tab 27 Mortuary Risk Assessment HTA inspection report

350 of 461 Trust Board Meeting in Public 7 September 2023-07/09/23



 

 

OFFICIAL - SENSITIVE 

 

Corrective and preventative action (CAPA) plan 

Hemel Hempstead General Hospital - 12082 - Routine on 14/3/2023 

Please complete the blanks below 

HTA Standard GQ5a -  Level of Shortfall  

(major or minor only) 

Major (Cumulative) 

Short Description Incident reporting 

Inspection finding: Reporting of incidents, including those reportable to the HTA, forms part of the mortuary 

training schedule. However, the inspection team identified two recent reportable incidents that were not reported. 

These incidents related to the HTA reportable categories of accidental damage to a body and major equipment 

failure.  

In addition, porter staff were unable to identify examples of incidents reportable to the HTA.   

Corrective and Preventative Action:  

• Investigation reports submitted to the HTA 26th May 2023. 

CAS-6695-M6P3.  

CAS-66949-H5D3. 

 

RCA- Accidental 
Damage to Deceased- HTA.docx

RCA Retrospective 
Major Equipment Failure..docx

 

 

• Poster created and placed in both fridge rooms for the porters to see.  

 

HILPMO14 Porters 
HTARI Poster.docx

 

 

• HTARI’s has been added as a clear training objective on the Porters training sheet.  

HIFMO68 Porter 
Training Form HHGH V2.doc

HIFMO073 Porter 
Training Form WGH V6.doc

 

• Porter training at Watford booked for 1st June and 7th June.  

 

Deadline for completion of corrective and 

preventative action: 

10/06/2023 

HTA Use Only 

Action for HTA: 

 

 

Compliance information to be submitted:  

Tab 27 Mortuary Risk Assessment HTA inspection report

351 of 461Trust Board Meeting in Public 7 September 2023-07/09/23



 

 

OFFICIAL - SENSITIVE 

Corrective and preventative action (CAPA) plan 

Hemel Hempstead General Hospital - 12082 - Routine on 14/3/2023 

Please complete the blanks below 

HTA Standard GQ5b -  Level of Shortfall  

(major or minor only) 

Major (Cumulative) 

Short Description Incident reporting system 

Inspection finding: The DI and mortuary manager do not have access to completed reports on the incident 

reporting system. The inspection team did not receive a requested list of mortuary related incidents and are 

therefore not assured that this standard is met.  

Corrective and Preventative Action:  

• Mortuary manager has full access to Datix for incident review and risk review.  

• Designated Individual has full access to Datix for incident review and risk review.  

 

Deadline for completion of corrective and 

preventative action: 

31/05/2023 

 

HTA Use Only 

Action for HTA: 

 

 

Compliance information to be submitted:  

Tab 27 Mortuary Risk Assessment HTA inspection report

352 of 461 Trust Board Meeting in Public 7 September 2023-07/09/23



 

 

OFFICIAL - SENSITIVE 

 

Corrective and preventative action (CAPA) plan 

Hemel Hempstead General Hospital - 12082 - Routine on 14/3/2023 

 

Please complete the blanks below 

HTA Standard GQ6a -  Level of Shortfall  

(major or minor only) 

Major 

Short Description Risk assessments for external transfers 

Inspection finding: The transfer of bodies to external surge units has not been fully risk assessed. This process 

includes the transfer of bodies through carpeted areas of the hospital, past wards and main reception, through car 

park traffic, over kerbstones, and broken pavements. 

 

This poses a risk to infection control, dignity of the deceased due to oversight of body transfers, and accidental 

damage to bodies.  

Corrective and Preventative Action:  

• Full risk review conducted 24/04/2023 agreed score after controls 4x3= 12. 

• Risk assessment added to Q pulse.  

HIRAMO062 Safe 
Transfer of Deceased to External Fridge Unit at Hemel Mortuary V1.docx

 

 

Deadline for completion of corrective and 

preventative action: 

26/05/2023 

 

HTA Use Only 

Action for HTA: 

 

 

Compliance information to be submitted:  

Tab 27 Mortuary Risk Assessment HTA inspection report

353 of 461Trust Board Meeting in Public 7 September 2023-07/09/23



 

 

OFFICIAL - SENSITIVE 

 

Corrective and preventative action (CAPA) plan 

Hemel Hempstead General Hospital - 12082 - Routine on 14/3/2023 

Please complete the blanks below 

HTA Standard GQ6c -  Level of Shortfall  

(major or minor only) 

Major 

Short Description Risk - route of escalation 

Inspection finding: Significant risks to the mortuary service, such as lack of capacity, shortage of staff, and 

failing refrigeration equipment, have not been incorporated into the Trust’s organisational risk register.  

The inspection team identified that these risks had been raised internally by the DI and mortuary manager but had 

not been escalated further as there was no formal route of escalation.  

Corrective and Preventative Action:  

• Three Mortuary risks accepted onto corporate risk register- 04/05/2023. 
 

347- Inadequate 
Mortuary facilities for the storage of bodies and post mortem tissue from the deceased. 23.docx

348- Insufficient 
Non-Medical Mortuary Staffing to meet HTA Standards Apr 23 v2.docx

349- Risk of the 
Mortuary premises not being fit for purpose. 23.docx

  

 

• Monthly reviews and updates on Datix and at Trust risk review group.  
 

Deadline for completion of corrective and 

preventative action: 

04/06/2023 

 

 

HTA Use Only 

Action for HTA: 

 

 

Compliance information to be submitted:  

Tab 27 Mortuary Risk Assessment HTA inspection report

354 of 461 Trust Board Meeting in Public 7 September 2023-07/09/23



 

 

OFFICIAL - SENSITIVE 

 

Corrective and preventative action (CAPA) plan 

Hemel Hempstead General Hospital - 12082 - Routine on 14/3/2023 

Please complete the blanks below 

HTA Standard T1b -  Level of Shortfall  

(major or minor only) 

Minor 

Short Description Location traceability 

Inspection finding: The establishment are currently using six additional storage units, in addition to the main 

mortuary fridges. Whilst each body is assigned a fridge number on admission, there is no formal procedure to 

record when a body is moved between fridges and / or freezers. 

This poses a risk to the loss of traceability of body storage location.   

Corrective and Preventative Action:  

• New (condition checking) tab added onto turnaround times spreadsheet.  

Blank Turn Around 
Times With Condition Checks.xlsx

 

 

• Condition checking SOP produced, reviewed by senior APT’s and uploaded to Q pulse.  

HISOPMO67 
Condition Checking of Deceased V1.docx

 
• New process started 01/06/23.  

 

• Business case for three additional Mortuary staff approved Divisional Finance Performance 07/06/2023.  

Approved Mortuary 
Staffing Business Case for DFP June.docx

 

 

• Job descriptions and approval to recruit completed and sent to vacancy panel for approval. 
 

• Job adverts will be live by 9th June 2023.  
 

• Interviews planned for week of 24th July 2023  

Deadline for completion of corrective and 

preventative action: 

07/08/2023 

HTA Use Only 

Action for HTA: 

 

 

Compliance information to be submitted:  

Tab 27 Mortuary Risk Assessment HTA inspection report

355 of 461Trust Board Meeting in Public 7 September 2023-07/09/23



 

 

OFFICIAL - SENSITIVE 

 

Corrective and preventative action (CAPA) plan 

Hemel Hempstead General Hospital - 12082 - Routine on 14/3/2023 

Please complete the blanks below 

HTA Standard T1g -  Level of Shortfall  

(major or minor only) 

Major 

Short Description Tissue traceability 

Inspection finding: Tissue taken at post mortem examination is not fully traceable. 

A recent audit completed by the establishment identified 19 coronial cases where glass slides containing post 

mortem tissue were missing. 

In addition, a second audit completed by the inspection team identified a further case where post mortem tissue 

was missing, and two cases where the disposal information was incomplete. 

The inspection team advised that an internal investigation takes place and that this incident is reported, in line with 

the HTA reportable incident requirements.   

Corrective and Preventative Action:  

• Investigation reports submitted to the HTA 26th May 2023. 

CAS- 66951-Z5K3.  

RCA Blocks and 
Slides .docx

 

Deadline for completion of corrective and 

preventative action: 

26/05/2023 

 

 

HTA Use Only 

Action for HTA: 

 

 

Compliance information to be submitted:  

Tab 27 Mortuary Risk Assessment HTA inspection report

356 of 461 Trust Board Meeting in Public 7 September 2023-07/09/23



 

 

OFFICIAL - SENSITIVE 

 

Corrective and preventative action (CAPA) plan 

Hemel Hempstead General Hospital - 12082 - Routine on 14/3/2023 

Please complete the blanks below 

HTA Standard T2a -  Level of Shortfall  

(major or minor only) 

Major 

Short Description Tissue disposal 

Inspection finding: In line with documented procedures, tissue is disposed of 12 months following the post 

mortem examination, rather than when the coroner’s authority has ended. 

This poses a risk that tissue is being disposed of before the coroner’s investigation has finished or is being 

retained longer than required.  

Corrective and Preventative Action:  

• SOP updated to reflect new practice.  

HISOPMO54 HTA 
Post Mortem Tissue Retention, Storage, Tracking, Sending and Disposal V5.docx

 

• Evidence of spreadsheets being sent to Coroners service requesting updates on inquest dates, or 
permission to dispose if wishes not returned or in line with families wishes.  

HTA CAPA Copy - 
Coroners Responce Section 17 List for HMC 2022 Cases.xlsx

HTA Copy - HMC 
Communication Spreadsheet families wishes.docx

 

 

• Business case for three additional Mortuary staff approved Divisional Finance Performance 07/06/2023.  
 

• Job descriptions and approval to recruit completed and sent to vacancy panel for approval. 

Approved Mortuary 
Staffing Business Case for DFP June.docx

 

• Job adverts will be live by 9th June 2023.  
 

• Interviews planned for week of 24th July 2023  

Deadline for completion of corrective and 

preventative action: 

07/08/2023 

HTA Use Only 

Action for HTA: 

 

 

Compliance information to be submitted:  

Tab 27 Mortuary Risk Assessment HTA inspection report

357 of 461Trust Board Meeting in Public 7 September 2023-07/09/23



 

 

OFFICIAL - SENSITIVE 

Corrective and preventative action (CAPA) plan 

Hemel Hempstead General Hospital - 12082 - Routine on 14/3/2023 

Please complete the blanks below 

HTA Standard T2b -  Level of Shortfall  

(major or minor only) 

Major 

Short Description Coroner's office communication 

Inspection finding: Family wishes for retained tissue is not routinely received from the coroner’s office, and there 

is no formal procedure in place to follow these up. 

A recent audit identified that families’ wishes were not received for 25 out of 29 cases selected from 2021, and the 

establishment defaulted to disposing of the tissue. In addition, blocks and slides from two of ten cases reviewed at 

this inspection had been disposed of without receiving confirmation of the families’ wishes. 

This poses a risk that families’ wishes, such as for it to be reunited with the body or stored for research are not 

being adhered to prior to the funeral.  

Corrective and Preventative Action:  

• SOP updated to reflect new practice.  

HISOPMO54 HTA 
Post Mortem Tissue Retention, Storage, Tracking, Sending and Disposal V5.docx

 

• Evidence of spreadsheets being sent to Coroners service for cases with no wishes returned.  

HTA CAPA Copy - 
Coroners Responce Section 17 List for HMC 2022 Cases.xlsx

 

• Business case for three additional Mortuary staff approved Divisional Finance Performance 07/06/2023.  

Approved Mortuary 
Staffing Business Case for DFP June.docx

 

• Job descriptions and approval to recruit completed and sent to vacancy panel for approval. 
 

• Job adverts will be live by 9th June 2023.  
 

• Interviews planned for week of 24th July 2023  
 

Deadline for completion of corrective and 

preventative action: 

07/08/2023 

HTA Use Only 

Action for HTA: 

 

 

Compliance information to be submitted:  

Tab 27 Mortuary Risk Assessment HTA inspection report

358 of 461 Trust Board Meeting in Public 7 September 2023-07/09/23



 

 

OFFICIAL - SENSITIVE 

Corrective and preventative action (CAPA) plan 

Hemel Hempstead General Hospital - 12082 - Routine on 14/3/2023 

Please complete the blanks below 

HTA Standard PFE1a -  Level of Shortfall  

(major or minor only) 

Major 

Short Description Premises maintenance 

Inspection finding: Although the mortuary premises are subject to regular cleaning, the age and subsequent 

deterioration of some areas means there is a risk that they cannot be maintained, cleaned, and decontaminated 

effectively. Examples include: 

Hemel Hempstead & Watford General Hospital fridge rooms 

•    Significant damage to walls with exposed plaster; 

•    Significant damage to ceiling tiles; 

•    The use of porous wooden storage equipment and splintered wooden door frames; 

•    Chips and cracking to floors with exposed porous concrete; and 

•    Damaged floor edges in transition areas. 

Hemel Hempstead General Hospital post mortem Room  

•    The post mortem room floor has perished floor seals and water is trapped underneath the flooring. This was 

identified as a shortfall at the last inspection, and whilst addressed at the time, this has since deteriorated; 

•    Damaged drain covers have been removed, leaving exposed drains. This poses a risk of trip hazards to staff 

and accidental damage to the deceased when the trolley is in use; and 

•    There are broken taps on post mortem tables with poor drainage.   

Corrective and Preventative Action:  

WGH-  

• New Mortuary in ESL building.  Mortuary plans agreed; estimated move date Feb 2024.  

• Full drawings and plans to be signed off week 05/06/23 
 

HHGH-  

• Quotes for remedial works underway- Estates and Leec site visit 24/05/23 

• Quotes from Leec received 05/06/23- Further meeting 09/06/23 

• Trust Estates and Projects teams site visit to plan and cost work TBC  

• Quotes from Afos due by 16/06/23 
 

Remedial works approval through Executive confirm and challenge process. Awaiting full quotes from suppliers 

and contractors. 

Agreed plans and timelines to be in place by end of August 2023.  

Deadline for completion of corrective and 

preventative action: 

 31/08/2023 

HTA Use Only 

Action for HTA: 

 

 

Compliance information to be submitted:  

Tab 27 Mortuary Risk Assessment HTA inspection report

359 of 461Trust Board Meeting in Public 7 September 2023-07/09/23



 

 

OFFICIAL - SENSITIVE 

Corrective and preventative action (CAPA) plan 

Hemel Hempstead General Hospital - 12082 - Routine on 14/3/2023 

Please complete the blanks below 

HTA Standard PFE2a -  Level of Shortfall  

(major or minor only) 

Critical 

Short Description Body deterioration 

Inspection finding: The inspection team identified bodies that had deteriorated due to lack of long-term storage. 

The establishment was advised to complete an internal investigation and report these incidents to the HTA in line 

with the HTA reportable incident requirements.  

Corrective and Preventative Action: 

• Investigation reports submitted to the HTA 26th May 2023. 

CAS-6695-M6P3.  

 

RCA- Accidental 
Damage to Deceased- HTA.docx

 

Deadline for completion of corrective and 

preventative action: 

26/05/2023 

 

 

HTA Use Only 

Action for HTA: 

 

 

Compliance information to be submitted:  

Tab 27 Mortuary Risk Assessment HTA inspection report

360 of 461 Trust Board Meeting in Public 7 September 2023-07/09/23



 

 

OFFICIAL - SENSITIVE 

Corrective and preventative action (CAPA) plan 

Hemel Hempstead General Hospital - 12082 - Routine on 14/3/2023 

Please complete the blanks below 

HTA Standard PFE2b -  Level of Shortfall  

(major or minor only) 

Critical 

Short Description Capacity 

Inspection finding: Both Hemel Hempstead and Watford General Hospital sites have insufficient internal 

capacity for storage of bodies. Each site has a temporary unit erected within the mortuary which is being used on 

a permanent basis. Both hospitals utilise the floor space of the fridges for the storage of bodies. At the time of the 

inspection all these floor spaces were in use at Watford hospital. 

In addition, Hemel Hempstead has one, and Watford three, semi-permanent surge units located externally to the 

mortuary, which are also in constant use. The inspection team were informed that the number of bodies had 

recently reached double that of the internal mortuary capacity.  

Corrective and Preventative Action:  

WGH-  

• New Mortuary in ESL building.  Mortuary plans agreed; estimated move date June 2024.  

• Full drawings and plans to be signed off week 05/06/23. 

• New internal capacity 73.  

• A total capacity increase of 13.  

• Internal pop-up temporary fridge will be emergency use only.  

• Funding approved at Divisional Finance Performance to replace two external surge fridges.  
HHGH-  

• Quotes for remedial works underway- estates and Leec site visit 24/05/23 

• Quotes from Leec received 05/06/23- further meeting 09/06/23 

• Trust estates and projects teams site visit to plan and cost work TBC  

• Quotes from Afos due by 16/06/23 

• Remedial works approval through Executive confirm and challenge process. Awaiting full quotes from 
suppliers and contractors. 

• Agreed plans and timelines to be in place by end of August 2023.  
 

• Internal capacity plans between 57- 80 depending on design.  

• A capacity increase of between 5- 25.  

• Internal pop-up temporary fridge will be for emergency use only if maximum capacity design agreed.  

• Covid external Portakabin being removed from HHGH site Aug 2023.  

• Funding approved at Divisional Finance Performance to replace external surge fridge.  

Approved Business 
Case Mortuary Demand and Capacity v4 (6).pdf

 

Deadline for completion of corrective and 

preventative action: 

31/08/2023 

HTA Use Only 

Action for HTA:  

Compliance information to be submitted:  

Tab 27 Mortuary Risk Assessment HTA inspection report

361 of 461Trust Board Meeting in Public 7 September 2023-07/09/23



 

 

OFFICIAL - SENSITIVE 

Corrective and preventative action (CAPA) plan 

Hemel Hempstead General Hospital - 12082 - Routine on 14/3/2023 

Please complete the blanks below 

HTA Standard PFE2c -  Level of Shortfall  

(major or minor only) 

Critical 

Short Description Long term storage 

Inspection finding: Storage for long term and bariatric bodies is insufficient to meet needs. 

There are currently no bariatric freezer spaces or formal contingency arrangements in place if a bariatric body 

requires transferring to the freezer. 

Freezer units at both sites are at full capacity, and the freezer floors are utilised as an additional space.   

Corrective and Preventative Action:  

WGH-  

• New Mortuary in ESL building.  Mortuary plans agreed; estimated move date Feb 2024.  

• Full drawings and plans to be signed off week 05/06/23. 

• New internal capacity 73.  

• A total capacity increase of 13.  

• New mortuary will have 7 dedicated bariatric freezer spaces. 

• A further 4 dual use bariatric spaces. 

• Total of 11 bariatric freezer spaces.  
HHGH-  

• Internal capacity plans between 57- 80 depending on design.  

• A capacity increase of between 5- 25.  

• Internal pop-up temporary fridge will be emergency use only if maximum capacity design agreed.  

• Covid external Portakabin being removed from HHGH site Aug 2023.  

• Funding approved at Divisional Finance Performance to replace external surge fridge.  

• Interim contingency- request mutual aid from Local Mortuaries including E&NH and Bedfordshire.   

• Process defined in SOP’s.  

 

HISOPMO42 Length 
of Stay Escalation and Freezing Deceased V5.docx

HISOPMO26 
Bariatric Patients V6.docx

 

 

Deadline for completion of corrective and 

preventative action: 

31/08/2023 

 

HTA Use Only 

Action for HTA: 

 

 

Compliance information to be submitted:  

Tab 27 Mortuary Risk Assessment HTA inspection report

362 of 461 Trust Board Meeting in Public 7 September 2023-07/09/23



 

 

OFFICIAL - SENSITIVE 

Corrective and preventative action (CAPA) plan 

Hemel Hempstead General Hospital - 12082 - Routine on 14/3/2023 

Please complete the blanks below 

HTA Standard PFE2d -  Level of Shortfall  

(major or minor only) 

Critical 

Short Description Equipment maintenance 

Inspection finding: Whilst internal fridge and freezers appear clean, they are showing signs of age. A recent 

internal servicing report has highlighted that replacement parts for the units are now difficult to source. 

The freezer at Hemel Hempstead has perished door seals and a build up of ice, the inspection team were 

informed that the temperature settings have been adjusted as the defrost cycle triggers the alarm unnecessarily. 

This poses a risk of mechanical breakdown of the units.  

In addition, poor seals on the refrigerator doors result in one door opening when another is closed. This poses the 

risk of a door being left open unintentionally.  

Two surge units, and one temporary unit fail to maintain temperature in the warmer weather. The inspection team 

was informed of mechanical breakdowns during the summer months, and an inability to use several of the surge 

units in warm weather.  

The 25 space surge unit at Watford hospital is currently at minus temperatures, and therefore not suitable for the 

refrigeration of bodies. This has been reported internally by mortuary staff and has been deemed unrepairable by 

maintenance staff. The mortuary manager was advised to report this to the HTA in line with the HTA reportable 

incident requirements and advised to turn it off and lock the doors to mitigate the risk of it being used in error.  

Corrective and Preventative Action:  

• Latches on fridge doors at WGH and HHGH have been repaired by contractor- 05/06/2023.  
WGH-  

• New mortuary building will contain all new fridges – Completion Feb 2024. 

• 25-bay external surge unit at WGH- decommissioned and out of use, 01/05/2023.  

• Funding approved at Divisional Finance Performance to replace external surge fridge.  

Approved Business 
Case Mortuary Demand and Capacity v4 (6).pdf

 

HHGH-  

• Quotes for remedial works underway- Estates and Leec site visit 24/05/23 

• Quotes from Leec received 05/06/23- Further meeting 09/06/23 

• Trust estates and projects teams site visit to plan and cost work TBC  

• Quotes from Afos due by 16/06/23 

• Remedial works approval through Executive confirm and challenge process. Awaiting full quotes from 
suppliers and contractors. 

• Agreed plans and timelines to be in place by end of August 2023.  

• Funding approved at Divisional Finance Performance to replace external surge fridge.  

Deadline for completion of corrective and 

preventative action: 

31/08/2023 

 

HTA Use Only 

Action for HTA:  

Compliance information to be submitted:  

Tab 27 Mortuary Risk Assessment HTA inspection report

363 of 461Trust Board Meeting in Public 7 September 2023-07/09/23



 

 

OFFICIAL - SENSITIVE 

Corrective and preventative action (CAPA) plan 

Hemel Hempstead General Hospital - 12082 - Routine on 14/3/2023 

Please complete the blanks below 

HTA Standard PFE3a -  Level of Shortfall  

(major or minor only) 

Major 

Short Description Equipment condition 

Inspection finding: The establishment is currently using four semi-permanent surge fridge units externally to the 

main mortuaries. The inspection team noted that whilst cleaning schedules were signed, these areas contained 

build up of outside debris, with stained flooring and equipment. 

Concerns were raised to the inspection team that the racking structure and embossed metal flooring made these 

areas difficult to clean. 

The area also included porous materials and areas or deterioration, which means there is a further risk that the 

areas cannot be maintained, cleaned, and decontaminated effectively. Examples include: 

Hemel Hempstead General Hospital 

•    Build up of condensation and black mould. 

Watford General Hospital 

•    Nine trays are made of wood with porous areas and mould;  

•    Extensive rusting and exposed metal on trolleys.  

Corrective and Preventative Action:  

HHGH- 

• Covid external Portakabin being removed from HHGH site Aug 2023.  

• Funding approved at Divisional Finance Performance to replace external surge fridge.  

Approved Business 
Case Mortuary Demand and Capacity v4 (6).pdf

 

WGH- 

• Wooden trays removed from green external surge unit at WGH 01/04/2023  

• Funding approved at Divisional Finance Performance to replace external surge fridge.  

• New hand pump trolleys to replace the current rusted trollies ordered from Leec, 06/06/23.  

68478 Watford 
Surge Trolleys.pdf

 

Deadline for completion of corrective and 

preventative action: 

31/08/2023 

 

HTA Use Only 

Action for HTA: 

 

 

Compliance information to be submitted:  
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OFFICIAL - SENSITIVE 

Corrective and preventative action (CAPA) plan 

Hemel Hempstead General Hospital - 12082 - Routine on 14/3/2023 

Please complete the blanks below 

HTA Standard PFE3f -  Level of Shortfall  

(major or minor only) 

Major 

Short Description Maintenance records 

Inspection finding: The DI and mortuary manager do not have oversight of the main records for the four external 

fridge units. 

At the time of the inspection maintenance records were unavailable, the inspection team are therefore not assured 

that regular maintenance records are kept.  

Corrective and Preventative Action:  

• Have requested multiple times for maintenance records for fridges and air handing, sometimes they get 
sent on, other times no response.  

• DA- Estates has acknowledged that all service reports are to be forwarded to the Mortuary for annual 
services of fridges and freezers and for the air handling system and any reports related to remedial works.   

Deadline for completion of corrective and 

preventative action: 

31/08/2023.  

 

HTA Use Only 

Action for HTA: 

 

 

Compliance information to be submitted:  
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Appendix 3 – HTA update August 2023  
 
 

 Dear Charlotte, 
 
Many thanks for the updates. I include an updated table below on the progress. I appreciate a lot of work has gone into completing these. 
Fiona/Katie – I know we have a meeting on the 23rd to discuss the remaining shortfalls, perhaps it would be helpful to delay this until you have 
information from the Trust Management Committee meeting on the 30th. 
  

Standard Short Description Due date Required evidence for closure 

C1f Post Mortem consent timeframe CLOSED   

GQ1a SOPs CLOSED   

GQ1c Condition checks CLOSED   

GQ1d SOP authorisation CLOSED   

GQ1g Governance framework CLOSED   

GQ1h Governance meetings CLOSED   

GQ5a Incident reporting CLOSED   

GQ6a Risk assessments for external transfers CLOSED   

GQ6c Risk – route of escalation CLOSED   

PFE1a Premises maintenance 31/08/23 Updates received – awaiting discussion on 23/08/2023 
(now 6th Sept) 

PFE2a Body deterioration CLOSED   

PFE2b Capacity 31/08/23 Updates received – awaiting discussion on 23/08/2023 
(now 6th Sept) 

PFE2c Long term storage 31/08/23 Updates received – awaiting discussion on 23/08/2023 
(now 6th Sept) 

PFE2d Equipment maintenance 31/08/23 Updates received – awaiting discussion on 23/08/2023 
(now 6th Sept) 

PFE3f Maintenance records 31/08/23 
 

T1b Location traceability CLOSED   

T1g Tissue traceability CLOSED   

T2a Tissue disposal CLOSED   

T2b Coroner’s office communication CLOSED   
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Appendix 4- Trust action plan: 
 

Source Issue 
Identified 

Action 
Required:  

Outcome Responsibili
ty  

Date 
Action 
Required 
By: 

Date 
Complete
d: 

Evidence Any 
further 
actions 
identifed 
or 
required? 

Nominate
d 
Individual 
to 
complete 
further 
action: 

Date 
Additional/ 
further action 
Required By: 

Investme
nt  

Date 
Completed
:2 

HTA 
Inspectio
n- Major 
Cumulati
ve 
Shortfall- 
GQ5a:  

Unreported 
mechanical 
failure of 
equipment 
(failure of 25 
bay unit at 
WGH- OG) 
within 5 
working days 
as per HTA 
Regulations  

Report on 
Datix 
Report to 
HTA as a 
HTARI 

To ensure 
accurate and 
consistent 
recording of 
incidents and 
events in 
accordance 
with agreed 
standards 

Katie 
Tomkins  

24/03/23 24/03/23 Datix: 
INC15665 
(CAS-66949-
H5D3) 

HTA require 
follow up 
incident 
report 
submitted 
no later 
than 
30/05/2023.  

Katie 
Tomkins  

Major 
cumulative 
shortfall on 
HTA report. 
Investigation 
report 
submitted to 
HTA 
26/05/23.Adde
d as evidence 
to HTA CAPA 
plan. Funding 
to replace 
surge unit 
approved at 
Divisional 
Finance 
Performance 
07/06/2023. 
HTA accepted 
and closed the 
incident on 
02/06/2023: 
Detailed as 
Near-miss 
HTARI- Major 
Equipment 
failure. 

Mortuary 
demand 
and 
Capacity 
Business 
case for 
review at 
TMC 
30/08/202
3 
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HTA 
Inspectio
n- Critical 
Shortfall - 
PFE2a :  

Unreported 
deterioration 
of deceased 
at HHGH (Feb 
2023) within 5 
working days 
as per 
regulations 

Report Datix 
Report to 
HTA as a 
HTARI 
Take to SI 
Panel 
24/03/23 

To ensure 
accurate and 
consistent 
recording of 
incidents and 
events in 
accordance 
with agreed 
standards 

Katie 
Tomkins  

24/03/23 24/03/23 Datix:INC156
51 (CAS-
66950-M6P3) 
Awaiting full 
HTA report 
and letter for 
HTARI. 
Awaiting 
apointment 
of SI 
investigation 
manager 

HTA require 
follow up 
incident 
report 
submitted 
no later 
than 
30/05/2023. 
13/04 
Downgrade
d from SI to 
divisional 
RCA. KT 
working on 
the RCA. 
RCA 
complete 
semt to CC 
for 
approval.  

Katie 
Tomkins  

Critical 
shortfall on 
HTA report. 
Investigation 
report 
submitted to 
HTA 26/05/23.  
Added as 
evidence to 
HTA CAPA 
plan. HTA 
accepted and 
closed the 
incident on 
02/06/2023. 
Detailed as 
HTARI- 
'Accidental 
Damage to a 
Deceased' - 
Procedural 
error.  

  02/06/23 

Serious 
Incident; 
Reported 
after HTA 
inspectio
n.  

Deterioration 
of deceased 
at WGH 

DOC 
Notification 
to next of kin 

To comply 
with DOC 
standards 
and ensure 
NoK are 
responsibly 
notified of 
event 

Dr Fiona 
Scott 
Dr Justin 
Harrison 
 
SI Team 

27/03/23 
 
 
12/04/23 

  DOC calls 
completed by 
Dr Scott/ Dr 
Harrision on 
24/03 and 
27/03 
DOC 
outcome 
letters to be 
sent by SI 
team by 
12.04.23 HTA 
Reportable 
Incident CAS-
66952-J4H3  

HTA require 
follow up 
incident 
report 
submitted 
no later 
than 
30/05/2023. 
13/04- 12 
families 
contacted, 
all 12 have 
now left our 
care. 1 
remaining 
to receive 
reaching out 
letter. 

Katie 
Tomkins; 
Garry 
Willima (SI 
Team)  

SI team have 
not yet 
completed the 
investigation 
report. Local 
investigation 
report sent to 
HTA. HTA 
accepted and 
closed the 
HTARI 
17/08/2023: 
Detailed as 
HTARI 
'Accidental 
damage to a 
deceased- 
procedural 
error. Incident 
was caused by 

Mortuary 
demand 
and 
Capacity 
Business 
case for 
review at 
TMC 
30/08/202
3 
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failure of surge 
fridge and 
inappropriate 
out of hours 
response. 

Serious 
Incident: 
Reported 
after HTA 
inspectio
n.  

Fridge 
temperatures 
alarm 
triggered. 
Temperatures 
exceeded. 
Response did 
not follow 
agreed 
procedures 

Retraining 
for relevant 
response 
staff 

To ensure 
appropriate 
response in 
events of 
alarm 
activation 

Vince Berry 30/04/23   

HTA 
Reportable 
Incident CAS-
66952-J4H3 - 
Guidnace 
notes 
embedded 
into HTA 
CAPA 
Response.  

HTA require 
follow up 
incident 
report 
submitted 
no later 
than 
30/05/2023 
13/04- 
Alarm 
company 
have made 
modificatio
ns to system 
so alarms 
now 
indentify 
site/ fridge. 
KT is editing 
Estates 
guidance for 
responding 
to alarms. 

Katie 
Tomkins; 
Garry 
Willima (SI 
Team)  

SI team have 
not yet 
completed the 
investigation 
report. Local 
investigation 
report sent to 
HTA. HTA 
accepted and 
closed the 
HTARI 
17/08/2023: 
Detailed as 
HTARI 
'Accidental 
damage to a 
deceased- 
procedural 
error. Out of 
hour guidance 
notes have 
been updated 
and shared 
with estates, 
ops team and 
switchboard 
team. Out of 
hour alarm 

  18/08/23 
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testing is now 
taking place. 

HTA 
Inspectio
n: Major 
Shortfall 
T1g:  

Unreported 
missing post-
mortem 
blocks within 
5 working 
days as per 
HTA 
Regulations  

Report on 
Datix 
Report to 
HTA as a 
HTARI 

To ensure 
accurate and 
consistent 
recording of 
incidents and 
events in 
accordance 
with agreed 
standards 

Katie 
Tomkins & 
Wendy Riddle  

24/03/23 24/03/23 Datix: 
INC15337 
(HTA CAS-
66951-Z5K3) 
Awaiting full 
HTA report 
and letter 
from HTARI. 
Will require 
CAPA 
*Interim 
Plan- All PM 
histology to 
be processed 
in lab and 
brought back 
to Mortuary 
so Mortuary 
can fully 
manage 
traceability 
until a more 
permanent 
plan can be 
actioned. 

HTA require 
follow up 
incident 
report 
submitted 
no later 
than 
30/05/2023 
13/4-Wendy 
Riddle has 
implemente
d process, 
KT to follow 
up. 
Additonal 
Band 4 
admin will 
responsible 
for this 
going 
forwards 

Katie 
Tomkins  

 
Major shortfall 
on HTA report. 
Investigation 
report 
submitted to 
HTA 26/05/23. 
Added as 
evidence to 
HTA CAPA 
plan. HAT 
accepted and 
closed the 
incident on 
02/06/2023. 
Detailed as 
HTARI 'Loss of 
organ or 
tissue- 
Communicatio
n error led to 
loos of tissue. 

Business 
case for 
additional 
Mortuary 
staff 
approved 
at 
Divisional 
Finance 
Performan
ce 
07/06/202
3. Approval 
to recruit 
and JD's 
ready for 
vacancy 
panel. BC 
approved. 
Band 4 
admin and 
Tissue 
coordinato
r recruited, 
start date 
18/09/202
3. Band 7 
post 

10/08/23 
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recruited 
start date 
02/10/202
3. 

HTA 
Inspectio
n: Major 
Shortfall 
T2a:  

Poor 
communicatio
n with the 
coroners 
office re: End 
of Life 
jurisdiction  

Regular 
meetings/ 
updates  

Improve 
communicati
on with the 
coroners 
office re: End 
of Life 
jurisdiction 

Katie 
Tomkins  

29/03/23   Katie 
Tomkins 
meeting with 
Coroners 
office on 
29/03 

KT met with 
Cororners 
Officer. New 
process to 
be agreed, 
requires 
additional 
Band 4 
tissue 
coordinator 
post. 

Katie 
Tomkins 

Major shortfall 
on HTA report. 
Clear evidence 
of 
communicatio
n lines with 
Coroners 
service for 
retained tissue. 
Added as 
evidence to 
HTA CAPA 
plan. 
Addational 
staff required 
to fully 
embedd 
process.  

Business 
case for 
additional 
Mortuary 
staff 
approved 
at 
Divisional 
Finance 
Performan
ce 
07/06/202
3. Approval 
to recruit 
and JD's 
ready for 
vacancy 
panel.BC 
approved. 
Band 4 
admin and 
Tissue 
coordinato
r recruited, 
start date 
18/09/202
3. Band 7 

10/08/23 
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post 
recruited 
start date 
02/10/202
3. 

HTA 
Inspectio
n report- 
Advice.  

Fire exit doors 
not covered 
by CCTV 
cameras at 
HHGH and 
WGH.  

ADT to 
provide 
quote for 
fitting 2 
additional 
CCTV 
cameras and 
arrangement
s for fitting 
made by 
security and 
facilities 

To ensure 
completenes
s of security 
systems 
covering 
Mortuary 
facilities 

Emma Smith  E-mail 
sent to 
Emma 
Smith 
requestin
g 
additional 
cameras 
21/03/20
23 

CC chased 
28/03.    
ADT are 
attending 
on 29/03 
to assess. 

  ADT to 
confirm the 
back up 
arrangemen
ts (? 
3months). 
13/04 ADT 
have 
completed 
site survery, 
KT to follow 
up with 
Emma. 

Estates 
given 
approval 
to proceed  

ADT on site 
02/06/23; 
conection 
works 
completd to 
install new 
cameras at 
WGH and 
HHGH. ADT 
waiting on 
physical 
cameras to 
complete 
action at WGH. 
Waiting for 
Camera to 
arrive for 
WGH.  

  HHGH 
completed 
05/06/202
3: WGh 
Completed 
15/06/202
3 

HTA 
Inspectio
n: Major 
Shortfall 
GQ6c:  

Review of 
mortuary 
staffing 
establishment  

Benchmark 
Mortuary 
staffing 
against other 
local 
Mortuaries 

To ensure 
appropriate 
establishmen
t to meet 
acceptable 
HTA 
standards of 
practice 

Katie 
Tomkins  

24/03/23 23/03/23   Confirm the 
proposed 
establishme
nt for 
discussion 
at C & C on 
30/03. KT 
has 
requested 
B7, B4 & Bd 

Katie 
Tomkins  

Mortuary 
staffing 
business case 
for review and 
approval at 
finance 
meeting 
06/06/23. 
Business case 
for additional 

£130k 
included as 
a cost 
pressure in 
c & c  

10/08/23 
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3. 13/04- 
Awaiting 
approval via 
confirm and 
challenge.  

Mortuary staff 
approved at 
Divisional 
Finance 
Performance 
07/06/2023. 
Approval to 
recruit and JD's 
ready for 
vacancy panel. 
Band 3 post 
recruited, 
awaiting start 
date. Band 4 
post recruited 
start date 
18/09/2023, 
Band 7 post 
recruited start 
date 
02/10/2023. 

HTA 
Inspectio
n: Major 
Cumulati
ve 
Shortfall 
GQ5a: 

Porters 
unable to 
describe what 
a HTA 
reportable 
incident is.  

 
Produce a 
poster for 
both 
Mortuaries 
and signpost 
as part of 
porter 
training. 

Reduces risk 
of processes 
not being 
followed.  

Katie 
Tomkins  

28/03/23 28/03/23   13/04 
Posters are 
up on both 
sites- 
Complete; 
added as 
evidence to 
HTA CAPA.  

Katie 
Tomkins  

Major 
cumulative 
shortfall on 
HTA report; 
Evidence 
added to HTA 
CAPA- poster 
for porters in 
both fridge 
rooms. HTARI's 
added to 
porter training 
form. Porters 
trained 
01/06/23, 
further training 
booked 
07/06/23.  

  10/06/23 
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HTA 
Feedback- 
Not listed 
as 
Shortfall  

Consequences 
on Risk scores 
too low on 
Mortuary RA's 
in relation to 
identified risk  

Review all 
risk scoring 
especially 
those 
assocated 
with HTA 
Standards  

To accurately 
reflect 
impact of 
risks 

Katie 
Tomkins/ 
Mary Lawler/ 
Anand 
Pancholi   

30/04/23     Slow 
progress; 
large 
number of 
documents 
for review. 
Additional 
staffing 
required. 
Not a 
shortfall on 
HTA report. 
Reviews will 
take place 
as 
document 
review 
dates arise. 

  Business case 
for additional 
Mortuary staff 
approved at 
Divisional 
Finance 
Performance 
07/06/2023. 
Approval to 
recruit and JD's 
ready for 
vacancy panel. 

Business 
case for 
additional 
Mortuary 
staff 
approved 
at 
Divisional 
Finance 
Performan
ce 
07/06/202
3. Approval 
to recruit 
and JD's 
ready for 
vacancy 
panel.BC 
approved. 
Band 4 
admin and 
Tissue 
coordinato
r recruited, 
start date 
18/09/202
3. Band 7 
post 
recruited 
start date 
02/10/202
3. 

10/06/23 

HTA 
Inspectio
n: Major 
Shortfall 
GQ6a:  

Potential 
accidental 
damage to 
deceased 
during 
transfer 

Full risk 
assessment 
of the 
external unit 
at HHGH to 
be 
undertaken 
including: 
• Location 
• 

To ensure 
transfer of 
deceased is 
as safe and 
efficient as 
practicable 
any 
associated 
risks are 
mitigated. 

Katie 
Tomkins/ 
Mary Lawler/ 
Anand 
Pancholi   

30/04/23 21/04/23   13/04 risk 
assesment 
booked for 
20/04 

  Major shortfall 
on HTA report. 
Risk score 12. 
Reviewed on 
Datix 
01/06/23; Risk 
added to Q 
pulse for staff 
to 
acknowledge. 

Mortuary 
demand 
and 
Capacity 
Business 
case for 
review at 
TMC 
30/08/202
3; HHGH 

26/05/23 
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Transportati
on to and 
from  
• Manual 
Handling  
• Suitability 
of the unit  

Added as 
evidence on 
HTA CAPA. 
Surge unit at 
Hemel now 
removed from 
site.  

surge will 
be 
positioned 
in the 
Mortuary 
yard to 
reduce the 
transfer 
risk.  

HTA 
Inspectio
n: Major 
Shortfall 
GQ6c:  

Serious Risks 
in the 
Mortuary 
absent from 
Trust risk 
register  

Three 
separate 
risks 
identified: 
1.Mortuary 
staffing 
2.Premise 
and 
environment 
3.Major 
equipment. 
(NB: Both 
HHGH and 
WGH sites 
need to be 
assessed) 
To be 
reviewed 
and added 
as necessary 

To ensure 
organisation 
has sight and 
oversight of 
Mortuary 
risks 

Katie 
Tomkins/ 
Mary Lawler  

30/04/23 134/04/23   3 x risk 
assessments 
in draft 
form for 
review 
28/03 
To be added 
to the risk 
register 
13/04-  

Anand 
Pancholi  

Major shortaff 
on HTA report. 
Three 
Mortuary risks 
added to 
corporate risk 
register. 347- 
Inadequate 
Mortuary 
facilities for the 
storage of 
bodies and 
post mortem 
tissue from the 
deceased. 348- 
Insufficient 
Non-Medical 
Mortuary 
Staffing to 
meet HTA 
Standards. 
349- Risk of the 
Mortuary 
premises not 
being fit for 
purpose. 
Added as 
evidence on 
HTA CAPA.  
Business case 
for additional 
Mortuary staff 
approved at 

 
Staffing 
business 
case 
approved. 
Demand 
and 
Capacity 
business 
case and 
HHGH 
remedial 
Business 
case for 
review at 
TMC 
30/08/202
3. 
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Divisional 
Finance 
Performance 
07/06/2023. 
Approval to 
recruit and JD's 
ready for 
vacancy 
panel.Business 
case for 
replacement of 
surge capacity 
approved 
07/06/23. 
Quotes and 
work plans for 
remedial work 
at HHGH 
underway.  

HTA 
Inspectio
n: Major 
Cumulati
ve 
Shortfall 
GQ5b:  

Mortuary 
Manager and 
Designated 
Individual (DI) 
do not have 
full overview 
of Mortuary 
incidents on 
Datix  

Mortuary 
Manager 
and DI to be 
given full 
accees to 
Datix  

Timely 
notification 
of Mortuary 
related 
incidents 

Yongmei LI 28/03/23 28/03/23 Katie 
Tomkins and 
Dr Fiona 
Scott now 
have access 

Access 
granted  

Mary 
Lawler  

Major 
cumulative 
shortfall on 
HTA report. 
Action 
completed, 
both Mortuary 
manager and 
DI have full 
access to risks 
and incidents 
on Datix. 
Evidence 
added to HTA 
CAPA. 

  02/06/23 
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HTA 
Inspectio
n: Major 
shortfall 
GQ1a:  

Standard 
Operating 
Procedures 
and consent 
policies out of 
date  

Review of all 
SOP's/ 
policies  

To ensure 
SOP's and 
policies 
remain 
relevant and 
in date 

Katie 
Tomkins 

30/06/23     Four SOP's 
listed in HTA 
report have 
been 
reviewed 
and 
updated. 
Addational 
SOPs are 
being 
reviewed 
via Q Pulse. 
Trust 
policies for 
consent 
have been 
reviewed. 
WAC’s 
documents 
for consent 
are under 
review and 
will be 
taken to the 
WAC’s 
policy 
review 
group.  

Katie 
Tomkins  

Major shortfall 
on HTA report. 
SOP's listed in 
HTA report 
have been 
reviewed and 
updated. 
Added as 
evidence to 
HTA CAPA. 
Additional staff 
required to 
continue full 
review of all 
documents. 
Business case 
for additional 
Mortuary staff 
approved at 
Divisional 
Finance 
Performance 
07/06/2023. 
Approval to 
recruit and JD's 
ready for 
vacancy panel. 

Business 
case for 
additional 
Mortuary 
staff 
approved 
at 
Divisional 
Finance 
Performan
ce 
07/06/202
3. Approval 
to recruit 
and JD's 
ready for 
vacancy 
panel.BC 
approved. 
Band 4 
admin and 
Tissue 
coordinato
r recruited, 
start date 
18/09/202
3. Band 7 
post 
recruited 
start date 
02/10/202
3. 

  

HTA 
Inspectio
n: Major 
Shortfall 
GQ1h:  

Lack of 
governance 
meetings/ 
processes. 

Governance 
meetings to 
be 
reinstated as 
a priority. To 
incorporate 
capacity 
issues, 
premises, 

To ensure 
risks and 
issues have 
appropriate 
Divisional 
oversight  

Pam 
McColgan/ 
Anand 
Pancholi 

30/04/23 01/04/23   Mortuary 
staff to 
report to 
DDM from 
1st of April.  

  Mortuary 
manager 
attending CSS 
Quality 
Governance 
meetings. HTA 
regulation 
meeting set up 
for twice a 
year, first 

  07/06/23 
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staffing and 
deceased etc 

meeting 
planned for 
23rd June 

HTA 
Inspectio
n: Major 
Shortfall 
T1b:  

Lack of 
traceability of 
movements 
of deceased 

New process 
for capturing 
moves. This 
needs 
include  
date/ time/ 
reason 

Accurate 
monitoring 
and location 
status of 
deceased 

Katie 
Tomkins  

30/04/23 01/06/23   13/04- 
Additional 
staffing 
required to 
enable 

  Major shortfall 
on HTA report. 
New procedure 
and 
spreadsheet 
introduced 
from 01/06/23. 
Added as 
evidence to 
HTA CAPA. 
New 
spreadsheet 
and process 
started 
01/06/2023, 
records details 
of when 
deceased is 
moved and to 
which fridge.  

Business 
case for 
additional 
Mortuary 
staff 
approved 
at 
Divisional 
Finance 
Performan
ce 
07/06/202
3. Approval 
to recruit 
and JD's 
ready for 
vacancy 
panel.BC 
approved. 
Band 4 
admin and 
Tissue 
coordinato
r recruited, 
start date 
18/09/202
3. Band 7 
post 
recruited 
start date 
02/10/202
3. 

01/06/23 
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HTA 
Inspectio
n: Critical 
Shortfall 
PFE2d:  
Major 
Shortfall 
PFE3f & 
PFE3a:  

Unreported 
Fridge/ 
Freezer 
failures as 
incidents  

Review 
failure 
reports 
against 
incident 
reports 

To ensure 
capture and 
appropropria
te reporting 
of failures 
and incidents 

Katie 
Tomkins/ 
Charlotte 
Coles  

30/04/23     Charlotte 
Coles has 
requested 
copies of 
latest 
service 
reports and 
for a full 
maintance 
inspection 
on all 
fridges/ 
freezers 
Airco to 
provide 
reports on 
condition 
and life 
span of 
equipment  

  Condition 
report received 
from Airco for 
2 of the 
external surge 
units at WGH; 
one unit 
decommission
ed. Business 
case for 
replacement of 
surge capacity 
approved 
07/06/23 

Mortuary 
demand 
and 
Capacity 
Business 
case and 
Remedial 
work at 
Hemel for 
review at 
TMC 
30/08/202
3 

  

HTA 
Inspectio
n: Major 
Shortfall 
GQ1c:  

Full body 
mapping on 
receipt of 
deceased is 
not 
conducted so 
unclear if 
deterioation 
is occuring 
within our 
care. 

Condition of 
all bodies to 
be captured 
on arrival.  

Record of 
condition of 
deceased on 
receipt is 
captured 

Katie 
Tomkins  

Dependen
t upon 
appropria
te staffing 
levels 

    Additional 
staffing will 
ensure that 
body 
mapping is 
completed 
on arrival 
and 
regularly. 
13/04 
additional 
staffing 
required to 
enable   

  Major shortfall 
on HTA report. 
New procedure 
and 
spreadsheet 
introduced 
from 01/06/23. 
Added as 
evidence to 
HTA CAPA. 
Additional staff 
required to 
fully embed 
and to build a 
robust 
procedure.  

Business 
case for 
additional 
Mortuary 
staff 
approved 
at 
Divisional 
Finance 
Performan
ce 
07/06/202
3. Approval 
to recruit 
and JD's 
ready for 
vacancy 
panel.BC 
approved. 
Band 4 
admin and 
Tissue 
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coordinato
r recruited, 
start date 
18/09/202
3. Band 7 
post 
recruited 
start date 
02/10/202
3. 

HTA 
Inspectio
n: Major 
Shortfall 
PFE3a: 

Failing surge 
accommodati
on  

Review 
demand and 
capacity of 
units to 
determine 
replacement 
costs 

To ensure 
appropriate 
and 
functional 
surge 
capacity is 
available 

Jonathan 
Turner 
Katie 
Tomkins 

05/04/23   Business case 
submitted as 
part of 23/24 
Confirm & 
Challenge  

13/04- 
Review  

  Mortuary 
demand and 
Capacity 
Business case 
and Remedial 
work at Hemel 
for review at 
TMC 
30/08/2023 

    

Serious 
Incident: 
Reported 
after HTA 
inspectio
n.  

Fridge 
temperatures 
alarm 
triggered. 
Temperatures 
exceeded. 
Alert system 
inadequate 

Call Synergy/ 
Estates to 
confirm the 
alarm/ 
autodialler 
arrangement
s when an 
alarms 
sound ( 
temperature 
changes)  

To ensure 
appropriate 
and accurate 
notification 
of location of 
alarm 

Vince Berry 31/03/23 29/05/23   13/04- 
Alarm 
message 
update, 
appropriate 
numbers in 
system for 
Estates on 
call. KT/ VB 
to discuss  

  System fully 
updated and 
tested.  

  30/05/23 
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HTA 
Inspectio
n: Crital 
Shortfall 
PFE2c& 
PFE2d: 
Major 
Shortfall 
PFE1a& 
PFE3a:   

Remedial 
works in 
mortuary 
following HTA 
inspection: 
post mortem  
room flooring, 
ceiling, doors 
and seals, 
taps and sinks  

Quotes, time 
frame and 
contingency 
plans  

To ensure 
facility is of 
acceptable 
standard 

Vince Berry/ 
GSCI 

dependen
t upon 
quotes 
and works 
period 

     13/04- 
Quote for 
flooring 
with VB. 
Site visit 
with estates 
and Leec 
24/5/23; 
waiting for 
quotes and 
plans. AFOS 
site visit 
booked 
6/6/23 

  

Quotes and 
plans for 
remedial work 
underway at 
HHGH. 

Mortuary 
demand 
and 
Capacity 
Business 
case and 
Remedial 
work at 
Hemel for 
review at 
TMC 
30/08/202
3 

  

Strategy Coroners 
contract 
Expires July 
23 

Review of 
Coroners 
contract 

To determine 
if Trust has 
community 
commitment 
and contract 
for services 
specifies 
Trust 
obligations 

Jonathan 
Turner/ 
Charlotte 
Coles/ Katie 
Tomkins  

30/06/23     Discussion 
to start April 
23 with a 
view to 
conclude by 
June .  

  County council 
are producing 
contract 
documents- 
due week 
29/5/23- 
confirmed 
30/5/23 delays 
to completion 
of documents. 
Copy of 
contract 
received 
17/07/2023, 
shared for 
comments and 
input. 
Contracts 
Team to review 
and advise 

    

Strategy Reduced post 
mortem 
capacity and 
lack of 
pathologists 
to undertake 
Post Mortems 

Review PM 
requirement
s and 
explore 
options 

Establish 
robust PM 
service 
according to 
Coroner 
Contract 

Jonathan 
Turner/ 
Charlotte 
Coles/ Katie 
Tomkins  

30/06/23     Mutual aid 
from E&NH, 
deceased 
being 
transferred 
once a week 
for Post 
Mortems at 

  Loss of income, 
as Coroner 
pays E&NH for 
the cases not 
WHHT.  
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the Lister. 
West Herts 
Mortuary 
staff to 
work at  the 
Lister for 
that day.  

HTA 
Inspectio
n: Critial 
Shortfall 
PFE2c:  

Identified lack 
of freezer 
space, 
bariatric 
freezer space, 
bariatric 
fridge space 

Review 
demand and 
capacity of 
units to 
determine 
space 
requirement
s 

To ensure 
appropriate 
and 
functional 
capacity is 
available 

Jonathan 
Turner 
Katie 
Tomkins 

05/04/23   Business case 
submitted as 
part of 23/24 
Confirm & 
Challenge  

Mortuary 
plans for 
ESL build 
includes up 
to 11 deep 
freezer 
spaces. 
HHGH to be 
confirmed 
once quotes 
and plans 
for work 
received. 

Projects  Agreed plans 
for ESl building 
include 7 
dedicated 
bariatric deep 
freezer spaces, 
4 dual use 
bariatric spaces 
and 3 
dedicated 
super bariatric 
fridge spaces. 
Sign off of final 
plans required, 
no agreed date 
for move to 
ESL building 
yet.  

Mortuary 
demand 
and 
Capacity 
Business 
case and 
Remedial 
work at 
Hemel for 
review at 
TMC 
30/08/202
3. 
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Executive 
Summary 
 

The purpose of this report is to outline the financial performance of the Trust 

over the initial four months of the financial year. The report provides an 

overview of the actual performance against plan, outlines a revised forecast for 

the year-end, and describes actions needed to meet the updated forecast. 

Covered areas include Income and Expenditure (I&E), capital expenditure, and 

balance sheet risks with their corresponding mitigations. 

 

Background 

Following the first four months of operation ending July, the Trust reports a 

revenue deficit of £11.2m. This is a deviation of £8.5m from our initial plan, 

which planned for a deficit of £2.7m at this stage. Several factors contribute to 

this variance from plan: 

 

1. Emergency pressures: The opening of surge beds and caring for 

patients in the ED corridor has resulted in extra costs of £1.5m. 

2. Enhanced care nursing: An overspend of £0.7m on 1:1 or enhanced 

care nursing, including mental health patients. 

3. Extra premium rate costs: Medical staff vacancies have led to 

additional costs of £0.9m for covering shifts. 

4. Outsourcing: There has been an overspend of £0.5m on outsourcing. 

5. Industrial action cover: Costs of £0.9m have been incurred for covering 

staff during industrial action. 

6. Excess costs of theatre activity: An additional £0.5m has been spent on 

theatre activity by deploying more staff than originally planned. 

7. Non-pay inflation: Non-pay inflation is running at 6.5%, resulting in an 

overspend of £0.8m compared to the funded rate of 4.8%. 

8. Clinical supplies and drugs: There is an overspend of £2.7m in this 

area. 

9. Unidentified cost improvement savings (CIP): A potential overspend of 

£0.7m due to the CI Programme not keeping place with the plan for 

identifying savings.  
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Analysing the spending by subjective heading, medical staff pay is £2.3m (8%) 

higher than planned, nursing costs are £3.3m (6%) higher. The Trust's agency 

spend totals £5.1m year-to-date, in line with the plan, although a slowdown in 

spending is expected to support the Trust remaining within the annual plan of 

£11.9m.  

 

A changed approach has resulted in the Trust not reporting a variance in 

elective income for the year-to-date. This is due to guidance from the national 

NHS finance team, which states that NHS organisations will not face financial 

penalties for not meeting elective care targets, considering the recent industrial 

action in the first four months of the year.  

 

We are awaiting further information regarding changes to the elective recovery 

fund targets for the coming months. Currently, there is conflicting official data 

being presented regarding value weighted activity performance. However, the 

Trust is confident that its elective income for the first four months of the year 

exceeds 97% of the value recorded in 2019/20, when comparing on a like-for-

like basis. 

 

 

Cost improvement Programme 

The cost improvement programme aims to achieve a sustainable reduction in 

the initial gross budgets outlined in the operating plan. Note that the cost 

improvement programme differs from the recovery plan, as the latter focusses 

on eliminating overspending and bringing costs back in line with the original 

budget. However both plans share the common objective of reducing 

spending.  

 

The savings achieved so far comprise £1.7m of budget-reducing savings and 

£0.8m of cost-avoiding schemes. 

 

The original plan aimed to identify CIP schemes that would result in £16m of 

sustainable recurrent savings. However the current forecast indicates £6.3m of 

recurrent savings (allowing permanent budget reductions) and £1m of non 

recurrent budget reductions. It is worth noting that when considering all 

activities, including cost avoidance schemes, the total value of savings 

activities amounts to over £13m.  

 

Divisional overspending 

The overspending issues are concentrated in three divisions: In cost terms (i.e. 

excluding income variances) the emergency division is £2.4m (14%) 

overspent, the medicine division is £4.2m (12%) overspent, and the surgery 

division is £3.4m (10%) overspent. Each division has been given an 

overspending limit by the Finance Committee, considering the recovery plan.  

 

These were set as follows:  

• Emergency Division - £5m (10%). 

• Medicine Division - £7m (6.5%) 

• Surgery and Anaesthetics Division - £7m (7%) and 101% of 2019/20 

elective  VWA 

 

If no further recovery action is successful, the Trust deficit could reach £33m. 

However, the likely impact of recoveries could bring the deficit down to £21m, 

and the optimistic forecast for the deficit is £11m. 
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As per NHS protocol, ICS resources need to be fully deployed before an 

organisation can formally report a deficit. Discussions are ongoing with the ICB 

in this regard. The forecast is takes into consideration Trust Management 

Committee agreement to Divisional Recovery plans.  

 

Progress with the change programme will be monitored monthly at 

Committees and the board. 

 

Medium term financial planning 

While the current focus of the financial recovery and cost improvement plans is 

on the 2023/24 financial years, efforts continue to understand the medium-

term outlook and facilitate essential strategic changes to sustain the financial 

health of the health system. The ICS CFOs are collaborating to develop a 

comprehensive plan that involves making assumptions about changes in NHS 

financial allocations, cost inflation, and activity demand growth, as well as 

reasonable efficiency and productivity gains. This plan aims to demonstrate 

the extent of strategic changes required to maintain financial balance. 

 

It is essential for the plan not only to assess the net impact of these changes 

but also to illustrate how different parts of the health system will be affected, 

including the implications for workforce and activity changes. This holistic 

approach will provide a clear understanding of the potential effects on various 

components of the health system, ensuring a comprehensive assessment of 

the plan's implications. 

 

The figure below provides an illustration of the logic underpinning the plan. 

 

 
 

 

Capital expenditure 

In terms of capital expenditure, the Trust has spent a total of £8.4m after 4 

months. Approval is expected for £84m of spend, including a £13m land 

purchase. The challenge for the Trust is to make full use of national allocations 

where there has been slippage on approval of funds while ensuring that locally 

approved capital expenditure does not exceed budget.  

 

Current status of assets and liabilities 

The Trust’s cash balance at the end of May fell to £16.9m from £35.4m at the 

end of March. This was linked to settling capital and other payables and the 

deficit accrued for the first 4 months.    

Commissioning funds

Providing  
costs

Future years Future years

Future years
System 
savings
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Risks 

 

Due to recent industrial action national guidance requires organisations to not 

accrue an unfavourable variance for variable elective income. The Finance 

and Performance Committee therefore noted the highest financial performance 

risks as:  

 

• Risk of failure to achieve sufficient efficiencies to support plans. 

• Failure of recovery actions 

 

The finance committee has received a report presenting the recovery plan, 

which will be discussed separately in part 2 of the agenda. It was noted by the 

Committee that if the recovery actions are not implemented, the Trust deficit 

could increase to £33m. However, the quantification of the plan's likely effects 

could reduce the growth of the deficit by £12m, resulting in a £21m deficit. In 

the optimistic scenario, it is anticipated that the deficit could be reduced by 

£21m, resulting in an £11m deficit.  

 

As mentioned earlier in this report, discussions with the ICB and ICS partners 

are ongoing, and these discussions are in line with the Memorandum of 

Understanding to manage organisational deficits agreed at the beginning of 

the year.  

 

Conclusion 

 

In conclusion, the Trust's sustained financial health requires consistent scrutiny 

of revenue performance, particularly in addressing costs while maintaing 

elective productivity. As reported at the last Board, our efforts are now 

channelled firmly into securing and verifying savings. 

 

We appreciate the need to undertake immediate, impactful measures to 

address the deficit - especially in the high -spend divisions - and work diligently 

towards the successful execution of the identified recovery strategies.  

 

 

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? 
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☒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 

FPC  August 2023 
 

Action required 

 

The Board is asked to note the contents of this report.  
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Month 4 Finance Report

1
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The I&E account reports an £11.2m deficit after four 

months. This is £8.5m worse the plan. 

2

The Trust has 
reported a £11.2m 
deficit after four 
months, £8.5m 
adverse to plan. The 
graph (top left) 
illustrates the 
monthly variances to 
month 4, the planned 
variances for the rest 
of the year, the 
forecast overspending 
without the 
implementation of 
the recovery plan and 
the likely effects of 
the recovery plan. The 
variances from plan 
are summarised in the 
top right graph. 
Efficiency programme 
progress is 
summarised in the 
bottom left graph.

Trust Definition Expense Type

 Annual 

Budget Budget  Actual  Variance Budget Actual Variance 

Income Divisional Income 37,894 3,289 3,854 565 12,650 13,748 1,097

NHS Revenue 460,235 38,723 38,737 15 153,171 153,487 316

Income Total 498,129 42,011 42,591 580 165,821 167,234 1,413

Pay Medical Pay -88,493 -7,378 -8,462 -1,084 -29,611 -31,944 -2,333

Non-Clinical Pay -63,498 -5,269 -5,183 86 -21,739 -20,582 1,157

Nursing Pay -98,749 -8,404 -8,854 -450 -33,286 -35,414 -2,128

Other Clinical Pay -37,510 -3,124 -3,524 -401 -12,563 -13,790 -1,227

Scientific, Technical & Profes -31,275 -2,613 -2,720 -108 -10,521 -11,097 -576

Pay Unidentified CIPs 6,758 -34 0 34 369 0 -369

Pay Total -312,768 -26,822 -28,744 -1,923 -107,350 -112,827 -5,477

Non Pay Clin Supp Serv -30,825 -2,588 -3,203 -614 -10,011 -11,511 -1,500

Drugs -25,167 -2,165 -2,447 -283 -8,481 -9,681 -1,200

OTHER (NON  CLIN) -109,235 -8,564 -9,688 -1,124 -35,685 -37,393 -1,708

Non Pay Unidentified CIPS 4,570 -218 0 218 -82 0 82

Recharges 0 0 0 0 0 0 0

Non Pay Total -160,656 -13,535 -15,338 -1,803 -54,259 -58,584 -4,326

Other Expenditure Financing Charges -24,706 -2,189 -2,314 -125 -6,949 -7,072 -123

Other Expenditure Total -24,706 -2,189 -2,314 -125 -6,949 -7,072 -123

Month 4 Grand Total 0 -535 -3,806 -3,271 -2,737 -11,249 -8,512

In Month (£000s) Year to Date (£000s)

PLAN
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All Divisions are challenged to ensure expenditure does 

not exceed plan while activities exceed plan. 

3

The graphs provided illustrate the performance of each Trust Division concerning their income and 
expenditure plans. The target is for each division to achieve at least 100% of its planned income (blue 
line), while simultaneously maintaining expenditure below 100% of their planned expenditure (red line). 
In the ideal situation, blue lines should be above red lines. The Environment and CSS Divisions are 
achieving this aim. Recovery actions are particularly important for the Surgery, Emergency and Medicine 
Divisions where the red lines are above 100% of plan. 
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4

The table provides a granular 

analysis of the key drivers of the 

inflationary pressures identified 

by key cost category. 

It compares a forecast for 

inflation (based on actual cost 

pressures identified by the Trust) 

to the formula inherent in funding 

the Trust’s cost inflation.

Please note given pay pressures 

are known and are generally 

totally funded, the main risk lies 

with non-pay inflation (as such 

pay inflation has been excluded 

from this).

See the appendix for a detailed 

breakdown of the unfunded 

inflation %

The Trust will experience an inflation pressure of c.6.5% 

compared to the 4.8% funding received in year (weighted 

estimate of the cost uplift factor).

Inflation of 6.5% will create an unfunded cost pressure of 1.7% which equates 
to c.£2.6m.

Cost type
% of cost 

base

Forecast Inflation 

%

Funded Inflation 

%

Unfunded 

Inflation 

(%)

Inflation
Weighted 

inflation
Inflation

Weighted 

inflation

Gas 2% 61% 1.4% 5.5% 0.1% 1.3%

Electricity 3% 44% 1.3% 5.5% 0.2% 1.1%

Facilities 9% 12% 1.0% 5.5% 0.5% 0.6%

IT / EPR 8% 8% 0.7% 5.5% 0.4% 0.2%

Drugs 17% 1.6% 0.3% 1.3% 0.2% 0.1%

Other Non-pay 61% 3% 1.8% 5.5% 3.3% (1.5%)

Total Non-pay 100% 6.5% 4.8% 1.7%
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5

Appendix – Detailed Analysis of the inflationary pressures

Detailed Operating Expenditure (excluding 

Pay)

% of 

Cost 

base

Forecast 

inflation

Detailed 

Weighted 

Inflation

Funding 

received 

based on Cost 

Uplift factor in 

tariff

Weighted 

Funded 

Inflation

Unfunded 

Inflation Source of Forecast Inflation rate assumed

Gas 2.3% 61% 1.4% 5.5% 0.1% 1.3%
Inflation rate based on price projections supplied by 
Crown Commercial Services, the trust’s supplier and 
advice from the Head of Energy & Sustainability.Electricity 3.0% 44.0% 1.3% 5.5% 0.2% 1.1%

Facilities 9% 11.8% 1.0% 5.5% 0.5% 0.6%

Linen & Laundry 1.3% 11.4% 0.2% 5.5% 0.1% 0.1% Analysis of Mitie contract provided by HOF (VF)

Cleaning Domestic 3.7% 11.4% 0.4% 5.5% 0.2% 0.2% Analysis of Mitie contract provided by HOF (VF)

Cleaning - IHSS 1.1% 13.8% 0.1% 5.5% 0.1% 0.1% Based on contract

Portering 1.0% 11.4% 0.1% 5.5% 0.1% 0.1% Analysis of Mitie contract provided by HOF (VF)

Catering 1.7% 11.4% 0.2% 5.5% 0.1% 0.1% Analysis of Mitie contract provided by HOF (VF)

IT / EPR 8.1% 8.2% 0.7% 5.5% 0.4% 0.2%

IT Infrastructure contract 2.9% 5.0% 0.1% 5.5% 0.2% 0.0% Discussion with HOF, Review of Contract

IT ( Software/ Computer hardware & software) 3.5% 10.0% 0.4% 5.5% 0.2% 0.2% Discussion with HOF, Review of Contract

EPR Licence 1.7% 10.0% 0.2% 5.5% 0.1% 0.1% Analysis of Cerner Contract

Drugs 17.0% 1.6% 0.3% 1.3% 0.2% 0.1%

Other Non-pay 61% 3% 1.8% 5.5% 3.3% -1.5%

Transport 0.3% 1.5% 0.0% 5.5% 0.0% 0.0% As per published CPI Analysis 

Premises - other 2.6% 4.0% 0.1% 5.5% 0.1% 0.0% Discussion with HOF & review of contracts

Premises - BR 1.0% 0.0% 0.0% 5.5% 0.1% -0.1% Review of invoice received in 2023/24

Education & Training - Non Staff 1.4% 3.2% 0.0% 5.5% 0.1% 0.0% Official National Statistics

Maintenance Contract 3.4% 5.5% 0.2% 5.5% 0.2% 0.0% Discussion with HOF & review of contracts

Outsourcing Costs 6.1% 1.8% 0.1% 5.5% 0.3% -0.2% PBR

Supplies & services Clinical 21.2% 3.0% 0.6% 5.5% 1.2% -0.5% Based on report provided by procurement

Purchase of Healthcare from NHS Services 1.9% 1.8% 0.0% 5.5% 0.1% -0.1% PBR

Consultancy 1.1% 5.7% 0.1% 5.5% 0.1% 0.0% Discussion with HOF & review of contracts

Audit fees & Other Remuneration 0.1% 0.0% 0.0% 5.5% 0.0% 0.0%

Clinical negligence 14.5% 1.8% 0.3% 5.5% 0.8% -0.5% As per letter received from NHS Resolution

Other Costs 7.2% 7.6% 0.5% 5.5% 0.4% 0.1% Weighted average inflation rate uplift

Total Non Pay (including drugs) 100.0% 6.5% 4.8% 1.7%
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The main changes to the balance sheet involve payment of 

capital creditors outstanding at the end of the 22/23 year. The 

capital programme could exceed £80m this year. 

Current assets and current liabilities 
have fallen since the start of the 
year due to payment of creditors. 
The capital programme could 
exceed £80m however NHSE 
approval for the land purchase, 
elective hub, endoscopy 
developments  remain outstanding.
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On face value anticipated capital expenditure projects could commit 

spend in excess of allocation. We will pace progress with projects to 

ensure that expenditure limits are not compromised.

Anticipated 
projects could 
exceed 23/24 
allocations by 
£5m. Work 
continues on 
the timing of 
projects to 
remain within 
allocations. 
Some sources of 
funding eg land 
purchase, 
elective hub, 
endoscopy are 
not yet 
confirmed.
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Trust Board Meeting 
7th September 2023 

 

Title of the paper Medical Appraisal Annual Organisational Audit 2022/23 Statement of 
Compliance with The Medical Profession (Responsible Officers) 
Regulations 2010 

Agenda Item 29 

Presenter Michael Van Der Watt, Chief Medical Officer 

Author(s) Kate Redding - MDO Manager 

Purpose 
 

 

For approval 
 

 For discussion  For information 

✓ 
 
 

 
 

 
Executive 
Summary 
 

The Trust is required to submit an Annual Organisational Audit (AOA) to NHS 
England, sharing medical revalidation performance data and providing 
assurance around systems for appraisal and responding to concerns. Once 
this information is presented to the Board in the form of the AOA Board report, 
the Trust then submits a Statement of Compliance which must be signed by 
either the Chief Executive or Chair. 
 
As of 31st March 2023, 466 doctors had a prescribed connection to the Trust 
and were required to complete an appraisal in 2022/23.  As of 31st March, 376 
had completed an appraisal, there were 38 approved delayed appraisals 
completed on or shortly after 1st April 2023. 89% of those with a prescribed 
connection have appraisal evidence for 2022/23. 
 
There were 89 approved extensions, including 40 new starters in 2022/23. 
Their previous appraisals/ ARCPs have not yet been sourced or they are from 
overseas without an appraisal history. 11 did not complete an appraisal for 
approved reasons such as maternity leave and sickness. 1 appraisal was not 
completed without reasons being approved.   
 
The Trust continues to meet the assurance measures outlined in the attached 
Statement of Compliance with little action necessary towards improvements. 
 
A summary of actions required over the next year are. 
Monitoring of the quality of appraisals 
Improved capture of key data in support of appraisals  
Review of the current appraisal software provision 
Initiating a peer review of our processes 

  
 
 
 
 
 
 
 

Trust strategic Aim 1 Aim 2 Aim 3 Aim 4 
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aims:  
 
 

Best care 

 
Objectives 1-4 

Great team 

 
Objectives 5-8 

Best value 

 
Objective 9 

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 

CMO, Chief Medical Officer’s meeting  21/08/23 

PERC, recommended the paper to the Board for 
approval 

23/08/23 

 

 
Action required 
 

The Board is asked to receive the AOA report for information and assurance 
that the statutory responsibilities for Medical Appraisal and Revalidation are 
being managed appropriately. 
 
The Board is asked to approve the AOA Board report for submission to NHS 
England and NHS Improvement by the 24th September 2023. 
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Agenda Item: 29 

 
Trust Board Meeting – 7 September 2023 
 
Medical Appraisal Annual Statement of Compliance and Organisational Audit 2022/2023 and 
Statement of Compliance with The Medical Profession (Responsible Officers) Regulations 
2010 
 
Presented by: Dr Mike Van der Watt, Chief Medical Officer & Responsible Officer for Medical 
Appraisal and Revalidation 
 

1. Purpose  
 

1.1 The Trust is required to submit an Annual Organisational Audit to NHS England and NHS 
Improvement, sharing Medical Revalidation performance data and providing assurance 
around systems for appraisal and responding to concerns. Once this information is 
presented to the Board in the form of the AOA Board report, the trust must submit the 
Board Report and Statement of Compliance (Appendix 1) which must be signed by either 
the Chief Executive or Chair. 

 
The purpose of this paper is to demonstrate the effectiveness of the Trust’s medical 
appraisal & revalidation programme and to evidence compliance with the Trusts obligation 
to revalidate all doctors every 5 years. 
 
The Trust also provides the Responsible Officer function for the Peace Hospice and 
Hospice of St Francis. 
 

2. Background 
 

2.1 The appraisal and revalidation process was introduced in 2012. To maintain their 
registration with the General Medical Council (GMC) and their licence to practise, doctors 
are required to undertake an annual appraisal and to be revalidated once every 5 years. 
The revalidation process requires a doctor to satisfy and evidence the 4 domains of Good 
Medical Practice: 
 

• Knowledge, skills and performance  

• Safety and Quality 

• Communication, partnership and teamwork 

• Maintaining trust 
 
Effective appraisal allows for proper evaluation of a doctor’s progress against these 
domains and supports the establishment of a valuable Personal Development Plan (PDP). 
 
To evidence the effectiveness of its revalidation programme, the Trust is required to submit 
an Annual Organisational Audit (AOA), as part of the ‘Framework for quality assurance for 
Responsible  
Officers and Revalidation’ to NHS England for 2018/2019.  The Statement of Compliance 
submission is due to be made on 24th September 2023. 
 
 
 

Tab 29 Medical Appraisal Annual Organisational Audit 2022/23 Statement of Compliance

397 of 461Trust Board Meeting in Public 7 September 2023-07/09/23



3. Analysis/Discussion  
 
Annual Organisational Audit (AOA)  

3.1 Of the 466 doctors with a prescribed connection to the Trust, 376 appraisals were 
completed from the 1st April 2022 to 31st March 2023. 38 approved delayed appraisals 
were completed on or shortly after 1st April 2023. 89% of those with a prescribed 
connection have appraisal evidence for the year 2022/23.  
  

3.2 There were 89 approved delayed appraisals for the year 2022/2023. This includes 40 new 
starters. Their previous appraisals/ ARCPs have not yet been sourced or they are from 
overseas without an appraisal history. They have all been given appraisal deadlines for 
2023/2024. 11 did not complete an appraisal for approved reasons such as maternity leave 
and sickness. 1 appraisal was not completed without reasons being approved.   
 

3.3 No doctors have been referred to the GMC for non-engagement. 
 
 
The Trust’s performance of doctors with a completed appraisal 2022/2023 was 89%.  
 

3.4 The Trust continues to perform well in its management of the Medical Appraisal process 
both locally and nationally. 
  
 

3.5 The trust continues to meet the assurance measures outlined in the attached AOA Board 
Report with little action necessary towards improvements. 
 

3.6 For the purposes of clarity actions identified in the 2022 Annual Statement of Compliance 
report are listed below.  

General review of last year’s actions 

- Appraisal systems were maintained in 2022/2023 and complied with requirements. 

- 47 active medical appraisers. 

- The Covid Pandemic had a major impact on completion of appraisals in the year 2021-22, 
the Trust appraisers met the demands of appraisals cancelled for 2020-21 due to COVID-
19.   

- A major focus of medical appraisal post-pandemic has been the professional support and 
wellbeing of medical practitioners, this has continued in 2022-2023, with plans to include 
further wellbeing questions in future appraisals. 

- Appraisal activity has now been restored to the required level after the COVID-19 
pandemic. 

- The appraisal policy was ratified in January 2021 and next due for review in 2024. 

- No extensive adjustments required to the trust processes in the 2022/23 year.  

- All localised actions were completed in year. 

 

Actions still outstanding 

- Peer review of appraisal systems. Contact initiated with NHS England. We were advised to 
wait further instructions by our contact at NHS England – East of England Region. 

 

Current Issues:   

- Identifying a comparable Trust for peer review. 
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- New Actions: 

- Anticipate revised appraisal arrangements as directed by the GMC 

- Appraiser refresher training and ongoing monitoring of appraiser performance 

- Recruitment of new appraisers  

 

Overall conclusion: 

Overall Compliance (376 of 466 doctors completed appraisal 22/23). There were a further 

38 approved delayed appraisals completed on or after 1st April 2022 for the year 2022/23. 

89% of those with a prescribed connection have appraisal evidence for 2022/23. 

There has been continued positive recovery of appraisal activity following easing of the 

pandemic. 

 

The focus for 2022/23 

• monitoring of the quality of appraisals 

• managing the expected surge in revalidations following deferral of revalidations  

• improved capture of key data in support of appraisals  

• review of the current appraisal software provision 

• initiating a peer review of our processes  
 

 
3.7 New Appraiser training took place in June 23. Refresher Appraiser Training took place in 

July 23. 
 

3.8 Statement of Compliance 
 
Once the attached AOA Board report is approved by the Trust Board for submission to 
NHS England the Medical Director’s Office will ask the Chief Executive of the Trust to sign 
the Statement of Compliance ahead of submission. 

 

4. Risks  
 
4.1 Through the Annual Statement of compliance, the Trust is able to evidence an effectively 

embedded appraisal and revalidation system. 
 

4.2 The Trust is able to offer a high level of assurance that its doctors meet the standards of 
good medical practice as defined by the General Medical Council. 

 

5. Recommendation  
 

5.1 The Board is asked to receive the Statement of Compliance for information and assurance 
that the statutory responsibilities for Medical Appraisal and Revalidation are being managed 
appropriately. 
 

5.2 The Board is asked to approve the AOA Board report for submission to NHS England by 
the 24th September 2023.  
 

Dr Mike Van der Watt  
Chief Medical Officer & Responsible Officer for Medical Appraisal and Revalidation 
August 2023 
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A framework of quality assurance for 

responsible officers and revalidation  
 
 
 

Annex D – annual board report and statement of compliance 
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Introduction: 

The Framework of Quality Assurance (FQA) for Responsible Officers and 

Revalidation was first published in April 2014 and comprised of the main FQA 

document and seven annexes A – G.  

In 2019 a review of the Annual Organisational Audit (AOA), Board Report template 

and the Statement of Compliance concluded with a slimmed down version of the 

AOA (Annex C) and a revised Board Report template (Annex D), which was 

combined with the Statement of Compliance (previously listed as Annex E) for 

efficiency and simplicity. 

The AOA exercise has been stood down since 2020, but has been adapted so that 

organisations have still been able to report on their appraisal rates. 

Whilst a designated body with significant groups of doctors (e.g. consultants, SAS 

and locum doctors) will find it useful to maintain internal audit data of the appraisal 

rates in each group, the high-level overall rate requested in the table provided is 

enough information to demonstrate compliance. 

The purpose of this Board Report template is to guide organisations by setting out 

the key requirements for compliance with regulations and key national guidance, 

and provides a format to review these requirements, so that the designated body 

can demonstrate not only basic compliance but continued improvement over time. 

Completion of the template will therefore: 

a) help the designated body in its pursuit of quality improvement,  

b) provide the necessary assurance to the higher-level responsible officer,  

c) act as evidence for CQC inspections. 
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Designated Body Annual Board Report 

Section 1 – General:  

The board / executive management team – [delete as applicable] of [insert official 

name of DB] can confirm that: 

1. An appropriately trained licensed medical practitioner is nominated or 

appointed as a responsible officer.  

Action from last year: No action 

Comments: Responsible Officer is a practicing Consultant Cardiologist 

Action for next year: No Change 

2. The designated body provides sufficient funds, capacity and other resources 

for the responsible officer to carry out the responsibilities of the role. 

Yes 

Action from last year: Continue to assist the RO & Deputy RO 

Comments: Designated appraisal & revalidation team to assist the RO, 
including AMD for Appraisal and Revalidation / Deputy RO 

Action for next year: Continue to assist the RO & Deputy RO 

 

3. An accurate record of all licensed medical practitioners with a prescribed 

connection to the designated body is always maintained.  

Action from last year: continue to use approved software and all appraisals 
return to online appraisal system. 

Comments: The Trust uses designated software (SARDJV) to monitor 
appraisal & revalidation. The system is linked to the GMC Connect website 
and automatically uploads at midnight each day. There is a monthly staff in 
post report from the workforce team which includes new starters and leavers. 
All appraisals are completed on the SARD online system.  

Action for next year: continue to use approved software. 

4. All policies in place to support medical revalidation are actively monitored and 

regularly reviewed. 

Action from last year: The next review is due in December 2024. 

Comments: Trust medical appraisal policy is reviewed every 3 years 

Action for next year: The next review is due in December 2024. 
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5. A peer review has been undertaken (where possible) of this organisation’s 

appraisal and revalidation processes.   

Actions from last year: To invite a comparator trust to undertake a peer 
review in 2022. 

Comments: No peer review carried out. Advice from NHS England -East of 
England Region was sought and followed.  

Action for next year: To await guidance from NHS England and undertake a 
peer review in 2023 with their guidance.  

   

6. A process is in place to ensure locum or short-term placement doctors 

working in the organisation, including those with a prescribed connection to 

another organisation, are supported in their continuing professional 

development, appraisal, revalidation, and governance. 

Action from last year: Monitor and maintain the quality of support for locum 
doctors and those on short term appointments and improve where 
appropriate.  

Comments: Doctors on short-term contracts with the Trust are afforded the 
similar privileges to those on a substantive contract. The appraisal & 
revalidation team provide drop-in sessions where necessary to support 
those who require it. We have strengthened the appraisal provision and 
continue to support locums and junior doctors in non-training grades. 

Action for next year: Monitor and maintain the quality of support for locum 
doctors and those on short term appointments and improve where 
appropriate. 

 

Section 2a – Effective Appraisal  

All doctors in this organisation have an annual appraisal that covers a 
doctor’s whole practice, which takes account of all relevant information 
relating to the doctor’s fitness to practice (for their work carried out in the 
organisation and for work carried out for any other body in the appraisal 
period), including information about complaints, significant events and 
outlying clinical outcomes.1   

Action from last year: To continue to monitor and improve process. 

 
1 For organisations that have adopted the Appraisal 2020 model (recently updated aby the Academy 
of Medical Royal Colleges as the Medical Appraisal Guide 2022), there is a reduced requirement for 
preparation by the doctor and a greater emphasis on verbal reflection and discussion in appraisal 
meetings. Organisations might therefore choose to reflect on the impact of this change. Those 
organisations that have not yet moved to the revised model may want to describe their plans in this 
respect. 
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Comments: There is also an appraisee checklist which is given when new 
starters are set up on the appraisal software and is included within the 
important documents section of the software. A revalidation checklist is also 
maintained and monitored to ensure compliance with revalidation 
requirements.  Weekly Recommendations Review Group and monthly Chief 
Medical Officer’s meetings are held to discuss appraisal and revalidation. 

Action for next year: To continue to monitor and improve process. 

 

7. Where in Question 1 this does not occur, there is full understanding of the 

reasons why and suitable action is taken.  

Action from last year: Continue to report through Decision Making Group 

 

Comments: This is logged and recorded within the Trust records and 
database where applicable. This is reported through our monthly Chief 
Medical Officer’s meetings which are chaired by the RO. 

Action for next year: Continue to report through monthly meetings with the 
RO.  

 

8. There is a medical appraisal policy in place that is compliant with national 

policy and has received the Board’s approval (or by an equivalent governance 

or executive group).  

Action from last year: Plan for policy review in 2024 

Comments: Yes, this is reviewed every 3 years and was last ratified and 
revised in June 2021 (delayed by the pandemic. Ratified December 2021)  

Action for next year: Plan for policy review in 2024 

 

9. The designated body has the necessary number of trained appraisers to carry 

out timely annual medical appraisals for all its licensed medical practitioners.  

Action from last year: Continue appraiser recruitment.  Appraiser training will 
be scheduled as necessary. 

Comments: For the financial year 2022/2023 The Trust currently had 47 
active appraisers and 466 prescribed connections, a ratio of 1:9.9 per year. 
Trust Appraisers, decreasing by 2 from last financial year. Appraisal training 
will be undertaken to recruit new appraisers to replace those who have left 
or stood down.  

Action for next year: Continue appraiser recruitment to keep up with 
increasing demand. Refresher Appraiser training will be scheduled as 
necessary. New Appraiser training taking place on 19th June 2023 and 
refresher training to take place 4th July 2023. 
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10. Medical appraisers participate in ongoing performance review and training/ 

development activities, to include attendance at appraisal 

network/development events, peer review and calibration of professional 

judgements (Quality Assurance of Medical Appraisers2 or equivalent).  

Action from last year: Return to online appraisal and maintain appraisal 
quality assurance. 

Comments: All appraisals were expected to be on the online software SARD 
JV for 2022/2023. Each appraiser is required to undertake a refresher 
programme every 3 years. A quality assurance audit is undertaken annually 
on a prescribed section of appraisal outputs in line with policy to ensure 
ongoing quality of individual appraisals. Criteria and support documents to 
assist appraisers have been shared. 

Action for next year: Refresher training to take place on 4th July 2023. 
Further refresher training to be scheduled when required. 

  

 
2 http://www.england.nhs.uk/revalidation/ro/app-syst/ 
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11. The appraisal system in place for the doctors in your organisation is subject to 

a quality assurance process and the findings are reported to the Board or 

equivalent governance group.   

Action from last year: Completion of QA audit of appraisals. 

Comments: Reporting to the Quality Committee and Board.  QA audit carried 
out and results shared with appraisers with support to improve where 
necessary. 

Action for next year: Completion of QA audit of appraisals. 

 

 

Section 2b – Appraisal Data 

 
1. The numbers of appraisals undertaken, not undertaken and the total number 

of agreed exceptions can be recorded in the table below. 
 

  

Name of organisation:  

 

 

Total number of doctors with a prescribed connection as at 31 March 

2023 

466 

Total number of appraisals undertaken between 1 April 2022  

and 31 March 2023 

376 

Total number of appraisals not undertaken between 1 April 2022 and 

31 March 2023 

90 

Total number of agreed exceptions 

 

89 

 

Section 3 – Recommendations to the GMC 

1. Timely recommendations are made to the GMC about the fitness to practise of 

all doctors with a prescribed connection to the designated body, in accordance 

with the GMC requirements and responsible officer protocol.   

Action from last year: None 

Comments: Yes 

Action for next year: No Change 

 

Tab 29 Medical Appraisal Annual Organisational Audit 2022/23 Statement of Compliance

407 of 461Trust Board Meeting in Public 7 September 2023-07/09/23



 

8  |  Annex D – annual board report and statement of compliance 
 

2. Revalidation recommendations made to the GMC are confirmed promptly to 

the doctor and the reasons for the recommendations, particularly if the 

recommendation is one of deferral or non-engagement, are discussed with the 

doctor before the recommendation is submitted. 

Action from last year:  No change 

Comments: Yes. GMC notifies doctors immediately, Trust system updates 
overnight and notifications to each doctor are within 3 working days, 
however the majority are made the same day. 

Action for next year:  No Change 
 

Section 4 – Medical governance 

 

1. This organisation creates an environment which delivers effective clinical 

governance for doctors.   

Action from last year: None 

Comments: Yes. Local quality governance meetings at team, division and 
trust level. Continued reporting to the board through the Quality Committee.  

Action for next year: No change 

 

2. Effective systems are in place for monitoring the conduct and performance of 

all doctors working in our organisation and all relevant information is provided 

for doctors to include at their appraisal.  

Action from last year: None 

Comments: Yes. Quality governance reports are provided to doctors prior 
to their appraisal which includes Serious Incident and complaints data 
relevant to their practice. 

Action for next year: None 

 

3. There is a process established for responding to concerns about any licensed 

medical practitioner’s1 fitness to practise, which is supported by an approved 

responding to concerns policy that includes arrangements for investigation 

and intervention for capability, conduct, health and fitness to practise 

concerns.  
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Action from last year: None 

Comments: Yes. The trust has a designated policy incorporating the 
requirements of ‘Managing High Professional Standards in the Modern 
NHS’ (MHPS). Any escalated concerns needing to be referred to the GMC 
are made in line with the GMC’s referral guidance and in discussing with 
the designated GMC Employer Liaison Advisor. 

Action for next year: No Change  

4. The system for responding to concerns about a doctor in our organisation is 

subject to a quality assurance process and the findings are reported to the 

Board or equivalent governance group.   Analysis includes numbers, type and 

outcome of concerns, as well as aspects such as consideration of protected 

characteristics of the doctors.3 

Action from last year: None 

Comments: A MHPS report is produced for the board every quarter which 
includes details of each MHPS case in terms of the allegations, case 
update, who the designated board member is, any sanctions applied.  The 
cases are discussed every 2 weeks with the Chief People Officer, Chief 
Medical Officer, Deputy Medical Director, Associate Medical Director for 
Appraisal and Revalidation, and Head of Employee Relations.   Details of 
the Doctor’s protected characteristics are included in these discussions to 
ensure action is only taken when appropriate on the concern being 
addressed. 

Action for next year: None  

 

5. There is a process for transferring information and concerns quickly and 

effectively between the responsible officer in our organisation and other 

responsible officers (or persons with appropriate governance responsibility) 

about a) doctors connected to your organisation and who also work in other 

places, and b) doctors connected elsewhere but who also work in our 

organisation.4 

Action from last year: None 

 
3 This question sets out the expectation that an organisation gathers high level data on the 
management of concerns about doctors. It is envisaged information in this important area may be 
requested in future AOA exercises so that the results can be reported on at a regional and national 
level. 
4 The Medical Profession (Responsible Officers) Regulations 2011, regulation 11: 
http://www.legislation.gov.uk/ukdsi/2010/9780111500286/contents 
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Comments: Yes. The Trust uses RO to RO discussion including the use of 
the Medical Practice Information Transfer (MPIT) form, Practicing Privilege 
and letters of good standing. 

Action for next year: No Change 

 

6. Safeguards are in place to ensure clinical governance arrangements for 

doctors including processes for responding to concerns about a doctor’s 

practice, are fair and free from bias and discrimination (Ref GMC governance 

handbook). 

Action from last year: None 

Comments: Yes. All cases are discussed at a case conference with the 
CMO and CPO before any action is taken. If formal MHPS action is being 
considered, advice will be sought from the PPA before commencing any 
action.  All cases are regularly reviewed including ethnicity as described 
above in question 4. 

Action for next year: No Change 

Section 5 – Employment Checks  

1. A system is in place to ensure the appropriate pre-employment background 

checks are undertaken to confirm all doctors, including locum and short-term 

doctors, have qualifications and are suitably skilled and knowledgeable to 

undertake their professional duties. 

Action from last year: No Change 

Comments: All doctors directly employed by the Trust undergo a process of 
pre-employment checks prior to their start date. The pre-employment 
checks are in line with the pre-employment checks required by NHS 
Employers. In relation to all agency doctors booked for shifts, only 
framework agencies are used, which are obliged under the rules of the 
framework to ensure that they carry out pre-employment checks in line with 
the requirements of NHS Employers. 

Action for next year: No Change 

 

Section 6 – Summary of comments, and overall 
conclusion 
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Please use the Comments Box to detail the following:  

 

- General review of actions since last Board report 

- Appraisal systems were maintained in 2022/23 and complied with requirements. 

- 89% of those with a prescribed connection have appraisal evidence for 2022/23. 

- Covid—19 and seasonal flu had a major impact on completion of appraisals. Trust 
appraisers met the demands of appraisals and met the service requirements of those 
falling due in 2021-2022. 

- As in 2021/22 the important emphasis of professional support and wellbeing of medical 
practitioners; has continued in 2022/23. 

- Appraisal activity has now been restored to the required level. 

- The appraisal policy was ratified in January 2021 and is next due for review in 2024. 

- No extensive adjustments required to the Trust processes in the 2023/24 year.  

- All localised actions were completed in year. 

- Actions still outstanding 

- Peer review of appraisal systems. Unable to carry out peer review. Advice from NHS 
England - East of England Region was sought and followed. 

- Current Issues 

- Identifying a process and a comparable Trust for peer review. 

- New Actions: 

- Anticipate revised appraisal arrangements as directed by the GMC 

- Appraiser refresher training and ongoing monitoring of appraiser performance 

- Recruitment of new appraisers  

 

Overall conclusion: 

Overall Compliance, 466 doctors had a prescribed connection to the Trust and were 
required to complete an appraisal in 2022/23.  As of 31st March, 376 had completed an 
appraisal, there were 38 approved delayed appraisals completed on or after 1st April 2023. 
89% of those with a prescribed connection have appraisal evidence for 2022/23. There 
were 40 new starters to the Trust in 22/23 and their previous appraisals/ ARCPs have not 
yet been sourced, or they are from overseas without an appraisal history. 11 did not 
complete an appraisal for approved reasons such as maternity leave. 1 appraisal was not 
completed without reasons being approved.   

There has been continued positive recovery of appraisal activity following easing of the 
pandemic. 

 

The focus for 2023/24 

• Monitoring of the quality of appraisals 

• Improved capture of key data in support of appraisals  

• Review of the current appraisal software provision 
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• Initiating a peer review of our processes 
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Section 7 – Statement of Compliance:  

The Board / executive management team – [delete as applicable] of [insert official 

name of DB] has reviewed the content of this report and can confirm the 

organisation is compliant with The Medical Profession (Responsible Officers) 

Regulations 2010 (as amended in 2013). 

 

Signed on behalf of the designated body 

[(Chief executive or chairman (or executive if no board exists)]  

 

Official name of designated body: _ _ _ _ _ _ _ _ _ _ _ 

 

Name: _ _ _ _ _ _ _ _ _ _ _  Signed: _ _ _ _ _ _ _ _ _ _ 

Role: _ _ _ _ _ _ _ _ _ _ _ 

Date: _ _ _ _ _ _ _ _ _ _ 
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Title of the paper: Fit and Proper Persons Test – new regulation requirements  

Agenda Item: 30 

Presenter: Andrew McMenemy, Chief People Officer  
 

Author(s): Katie McGowan, Associate Director of People - Recruitment & Retention 
 

Purpose: 
 

Please tick the appropriate box  

For approval 
 

 For discussion  For information 

 x x 
 

Executive 
Summary: 
 

The purpose of this paper is to summarise the new requirements of the Fit and 
Proper Persons Test as of 30 September 2023.   
 
Following the Kark review 2019, NHS England have released a new framework 
which will introduce: 
 

• Board Member Reference (BMR) a new way of completing references 
with additional content whenever a board member leaves. 

• Retaining information relating to testing on ESR. 

• Further governance processes surrounding compliance reporting. 

• A set of standard competencies for all board directors through a new 
Leadership Competency Framework and appraisal process. 

• Additional testing requirements for new and existing board members 
 
The 5 core changes to the framework impact the appointment of new board 
members and the annual review for existing board members. 
 
The Trust remains compliant with the current FPPT regulation and there is an 
implementation period which starts from 30 September in which organisations 
have 6 months to phase in the new standards. 
 
This paper will outline the actions required to ensure implementation is done 
within the set time frame so that the Trust remains complaint going forward. 

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

Aim 1 
Best care 

 

X 

 

Aim 2 
Great team 

 

X 

 

Aim 3 
Best value 

 

X 

 

Aim 4 
Great place 

 

X 

 

Trust Board Meeting 
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Objectives 1-4 Objectives 5-8 Objective 9 Objective 10-12 

 x  X 
 

Links to well-led 
key lines of 
enquiry: 
 

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

sustainable care? 

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

sustainable care to people, and robust plans to deliver? 

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

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

support good governance and management? 

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

performance? 

☐Is appropriate and accurate information being effectively processed, 

challenged, and acted on? 

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

engaged and involved to support high quality sustainable services? 

☐Are there robust systems and processes for learning, continuous 

improvement, and innovation? 

☐How well is the trust using its resources? 

Previously 
considered by: 

 

Committee/Group Date 

n/a  
 

Action required: 
 

The Board is asked to receive this paper for information and assurance the 
Trust will implement the required changes to remain compliant with the Fit and 
Proper Persons Test. 
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Agenda Item: 30 
 

Trust Board Meeting 7 September 2023 
 
Fit and Proper Persons Test – new regulation requirements  
 
Presented by: Andrew McMenemy, Chief People Officer  
 

1. Purpose  
 

1.1 To summarise the forthcoming changes to the Fit and Proper Persons Test and how these 
will be implemented to maintain compliance. 
 

1.2 To outline further governance arrangements required to provide assurance to the Board, 
NHS England and CQC. 
 

2. Background 

 
2.1 A report was presented to Board in July 2023 to confirm compliance with the existing FPPT 

framework. 
 

2.2 On 2 August 2023, NHS England released a new FPPT framework as a result of the 
recommendations made following the Kark review.  
 

2.3 There are a set of 5 core changes that must be implemented over a set time frame starting 
from 30 September which apply to all new board level appointments and existing board 
members. 
 

2.4 The changes will impact the recruitment process, annual reviews, retaining date on ESR, 
leadership competencies and appraisals as well as additional governance processes. This 
includes an annual report to NHSE. 
 

2.5 NHS England will be running a series of webinars to support the understanding and 
implementation of the new framework. Plans are in place for relevant staff at West Herts to 
attend one of the webinars.  

 

3. Analysis/Discussion  
 

3.1 In addition to the existing requirements of the FPPT, there are now new measures which 
must be implemented in line with the regulation released by NHSE on 2 August 2023. 
 

3.2 This applies to all board level executive and non-executive directors voting and non-voting 
members of the Board.  The Trust may also wish to consider those who regularly attend, and 
influence decisions made at board. 
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3.3 A summary of the new requirements are: 
 

Board Member Reference (BMR) 
 
Recruitment process  
 
All board member references must now cover a minimum of a 6-year period and meet the 
requirements as set out in the standard. There is a set BMR template that must be used for 
all board appointments -internal and external. 
 
Leavers  
 
The CEO/Chair must complete a BMR for every board member whether this is requested or 
not.  This must be retained on file indefinitely. 
  
ESR recording of all FPPT requirements. 
 
In order to accommodate the information for the new requirements, new fields are being 
added to Electronic Staff Records (ESR).  In addition to a centralised database of FPPT 
compliance, all aspects including the BMR must be added to each board members’ ESR 
record.  The Trust must write to each board member as soon as possible to advise of this 
change.  It is considered that this paper alongside a brief follow up correspondence from the 
Chair to Board members will be undertaken.  
 
Whilst ESR is not a public access record, data will be shared with NHSE and the CQC and 
this is in line with GDPR data protection. Board members have the right to object/raise 
concerns regarding this part of the process prior to 30 September, the Trust and NHSE will 
consider these concerns and amend their approach if necessary.  
 
Governance Processes. 
 
It is recommended the annual review for each board member is conducted as part of the 
appraisal and ongoing assessment against the Leadership Competency Framework (LCF). 
 
All aspects of the FPPT must be validated annually with the exception of a DBS police check.  
For board members, this now must be undertaken every 3 year, therefore those staff within 
the remit of FPPT with over 3 years service will be required to undertake a DBS check.  
 
ESR must be updated confirming compliance with the annual review, along with an annual 
board report to provide assurance to the Chair.  The Chair must sign off annual compliance 
with a submission to the regional director of NHSE. 
 
Leadership Competency Framework (LCF) and Appraisals 
 
NHSE will release a new LCF by 30 September 2023 for Trusts to implement alongside the 
FPPT framework.  This will consist of 6 domains which should be incorporated into all senior 
leader job descriptions, recruitment processes and appraisals.   
 
New appraisal framework will be released 31 March 2024 which will incorporate the new 
LCF. This must be used for all board members. 
 
Additional Testing requirements 
 
In addition to the existing register searches, the Trust is now required to undertake a social 
media check and Employment Tribunal check.  These are made on appointment and form 
part of the annual review. 
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3.4 The Trust is compliant with the current framework and there is a set timeline over a 6 month 
period to implement the FPPT changes along with clear policies and procedures to support 
implementation. The table below provides some oversight of the main activities and 
associated timescales.  

 
 

Implementation date  Requirement  Action  

As soon as possible but by 
30 September 2023 

ESR Data notice to all 
board members. 

All board members written 
to detailing the new 
requirement of all FPPT 
data being added to their 
ESR record. 
 

30 September 2023 New Leadership 
Competency Framework 
(LCF) 

The 6 domains to be 
included in all board 
member job descriptions, 
recruitment process, Board 
Member References.  The 
new framework will be 
released by NHSE by 30 
September. 
 

30 September 2023 Board Member References  BMR for all new 
appointments whether 
internal, external, temporary 
or substantive.  BMR also 
applies to any board 
members leaving.  The new 
template will be available 
through HR. 

31 March 2024 Appraisal Framework 
 
 

NHSE to release a new 
appraisal framework by 31 
March 2024.  This must be 
implemented and used for 
all board appraisals by end 
of Q1 of 2024 

31 March 2024 – end of Q1 
2024 
 
 
 

Implementation of full 
Framework 

All aspects of the 
Framework will now be in 
place along with a new 
policy and procedure to 
meet compliance and 
governance. 

 

4. Actions to Support Compliance 

 
4.1 All relevant additions to the framework will be implemented to the selection process for any 

new appointments going forward. 
 

4.2 Once all board members have been notified of FPPT data being held on ESR, work will 
commence to complete all relevant fields for new and existing board members. 
 

4.3  A revised FPPT policy including all relevant templates will be implemented. 
 

4.4 Annual reviews are not due until April 2024, it is recommended that these now fall in line with 
annual appraisals using the new appraisal and LCF. 
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4.5 Continued annual board reports outlining compliance plus a report submitted to NHSE using 
a set template signed off by the Chair. 
 

5. Risks  
 
5.1 The Trust risk being non-compliant if implementation of the new FPPT framework as set out 

in the regulation released by NSHE is not done.  This forms part of the “Well Led” domain 
under CQC. 

 

6. Recommendation 
 
6.1 The Board is asked to receive this paper for information and assurance the Trust will 

implement the required changes to remain compliant with the Fit and Proper Persons Test. 
 
 

 

 

Andrew McMenemy 

Chief People Officer, August 2023 
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Title of the paper: Corporate Risk Register Report 

 

Agenda Item: 31 
 

Presenter: Dr Mike Van der Watt – Chief Medical Officer 
 

Author(s): Brian Haig – Risk Lead 
 

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) Board Assurance Framework (BAF) to the Board. 
 
This report captures the decisions made by the Risk Review Group (RRG) on 
10 August 2023. Where applicable, decisions made by the RRG are highlighted 
in amber under the risk. The final data for this report was extracted from the 
Trusts Risk Management System (DCIQ) on 14 August 2023, with the updates 
made following the RRG meeting; a total of 20 open risks were registered on the 
Corporate Risk Register (CRR) at that time.  
 
In addition, the RRG reviewed escalated, de-escalated, closed, increased, 
reduced, and merged risks where applicable, including review of the Divisional 
risks for Emergency Medicine and Environment.  
 
The RRG discussed the following: 
 
During this reporting period, there was one (1) new risk for discussion: 
 
Risk ID 374 
 
Inability to book a recovery bed for patients requiring interventional 
radiology procedures. 
 
Proposed Risk Score 16 (4 x 4) 
 
The Group reviewed this risk, highlighting that additional work was being been 
undertaken to progress this outside this meeting already. Given that this was a 
developing risk, a task and finish group was being convened, in order to 
propose and implement solutions and mitigation, it was decided that the risk 
would not be accepted onto the Corporate Risk register at this time but would 
be brought back to the Group in future for further consideration, if required.  
 
Not accepted onto the CRR at this time.  
 
One (1) risk was discussed for reduction in score and removal from the CRR, 
however after discussion it was decided that it would remain unchanged and 
remain on the CRR.  

Trust Board Meeting 
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Risk ID 348  
 
Insufficient Non-Medical Mortuary Staffing to meet HTA Standards 
 
Current Risk Score 16 (4 x 4) Proposed Risk Score 12 (3 x 4) 
 
The Risk had been proposed for removal from the CRR with the risk score 
being reduced from 16 (4 x 4) to 12 (3 x 4). This had been proposed due to 
staff having been recruited. However, as they had not commenced working 
within the Trust, the risk could not be reduced at present and would therefore 
remain at the current level. Once the staff had started, consideration could be 
given to reducing the risk score.  
 
No change to risk score and would remain on CRR at present.  
 
There were no risks with increased scores.  
 
There were no merged risks for consideration. 
 
There were no risks to be considered for closure. 
 
There were no merged risks for consideration. 
 

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 – August 2023 

Action required: 
 

The Trust Board is asked to discuss and review the corporate risk register and 
approve the changes. 
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Agenda Item: 31 
 
Trust Board – 7 September 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 Appendix 1 details a table representing risks and their associated score movement on the 

CRR by Division against each month since September 2022. 

 
3.2 Appendix 2 details a full summary of all corporate risks contained in the papers presented to 

the Risk Review Group on 10 August 2023.   

 
3.3 Appendix 3 shows KPI performance in relation to Risk Review status 

 
3.4 Appendix 4 Risks scores over the last 12 months (per Division) 
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4. Risk activity 
 

4.1 During this reporting period, there was one (1) new risk for discussion, which was not 
approved for addition to the CRR. 
 
Risk ID 374 
 
Proposed Risk Score 16 (4 x 4)  

The Group reviewed this risk, highlighting that additional work was being been undertaken 
to progress this outside this meeting already. Given that this was a developing risk, a task 
and finish group was being convened, in order to propose and implement solutions and 
mitigation, it was decided that the risk would not be accepted onto the Corporate Risk 
register at this time but would be brought back to the Group in future for further 
consideration, if required 
 

4.2 One (1) risk was discussed for reduction in score and removal from the CRR, however after 
discussion the risk score was unchanged, and the risk remained on the CRR.  
 

Risk ID 348  
 
Insufficient Non-Medical Mortuary Staffing to meet HTA Standards 

Current Risk Score 16 (4 x 4) Proposed Risk Score 12 (3 x 4)  
 
The Risk had been proposed for removal from the CRR with the risk score being reduced 
from 16 (4 x 4) to 12 (3 x 4). This had been proposed due to staff having been recruited. 
However, as they had not commenced working within the Trust, the risk could not be 
reduced at present and would therefore remain at the current level. Once the staff had 
started, consideration could be given to reducing the risk score.  
 
No change to risk score and would remain on CRR at present.  
 

4.3 There were no risks with increased scores.  
 

4.4 There were no merged risks for consideration. 
 

4.5 There were no risks to be considered for closure. 
 

4.6 Emergency Medicine risks scoring 12 or below were presented and reviewed where 
appropriate. 
 

4.7 Environment risks scoring 12 or below were presented and reviewed where appropriate. 

 

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. 
 

Dr Mike Van der Watt  
Chief Medical Officer 
August 2023 
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APPENDICES: 
 
Appendix 1 Risks and associated score on the CRR by Division against each month 
 
Appendix 2 Corporate Risk Register (by Division) 
 
Appendix 3 KPI performance regarding KPI Performance for Risk Reviews 
 
Appendix 4 Risks scores over the last 12 months (per Division) 
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Appendix 1 – Summary of the risk score movement of Risks currently on the Corporate Risk Register 

Division   
Aug-

22 
Sep-22 Oct-22 

Nov-
22 

Dec-22 Jan-23 Feb-23 Mar-23 Apr-23 May-23 Jun-23 Jul-23 
 

 

CLINICAL SUPPORT 
SERVICES 

 347                                 20   ↑ 20  → 20  → 20  →  

348                                 16 ↑ 16 → 16 → 16 →  

349                                 15 ↑ 15 → 15 → 15 →  

CLINICAL INFORMATICS 
25 20 → 20 → 20 → 20 → 20 → 20 → 20 → 20 → 20 → 20 → 20 → 20 →  

27 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 →  

CORPORATE SERVICES  

35 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 →  

97     16 ↑ 16 → 16 → 16 → 16 → 16   16 → 16 → 16 → 16 → 16 →  

311             16 ↑ 16 → 16 → 16   16 → 16 → 16 → 16 → 16 →  

EMERGENCY MEDICINE 

20 16 → 16 → 16 → 16 → 16 → 16 → 16 → 16 → 16 → 16 → 16 → 16 →  

21 20 ↑ 20 → 20 → 20 → 20 → 20 → 20 → 20 → 20 → 20 → 16 ↓ 16 →  

22 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 →  

23                             16 ↑ 16 → 16 → 16 → 16 →  

113     15 ↑ 15 → 15 → 15 → 15 → 15  → 15 → 15 → 15 → 15 → 15 →  

ENVIRONMENT 
34 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 →  

344                             20 ↑ 20 → 20 → 20 → 20 →  

MEDICINE  

153             16 ↑ 16 ↑ 16 → 16   16 → 16 → 16 → 16 → 16 →  

309                 16   16  → 16   16  → 16  → 16  → 16  → 16  →  

SURGERY & CANCER 
359                                     20 ↑ 20 → 20 →  

369                                         16 ↑ 16 →  

WOMEN’s & CHILDREN 

36 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 →  

351                                 16 ↑ 16 → 16 → 16 →  

119                                 15 ↑ 15 → 15 → 15 →  
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APPENDIX 2 – Corporate Risk Register (by Division) 
 

RISK 
ID 

OPENED 
DATE 

RISK TITLE 

INITIAL 
RISK 

RATING 
SCORE 

UPDATE 
CURRENT 
RATING  

EXECUTIVE LEAD 

25 12/06/2017 

Trust Bleep 
System Failure 

leading to inability 
to utilise alert 

systems across 
the Trust 

20 

Awaiting validation of bleep holders from Emergency Planning and 

an agreed date for go live. 

Risk remains unchanged. 

20 
Paul Bannister - Chief 

Information Officer 

RRG MEETING UPDATE  

RRG noted update. Division provided an overview of the current activity. A more detailed update on timeframes was requested for next month’s RRG, to provide 

transparency on the factors delaying the risk being resolved, given the length of time the risk had been on the risk register.   

Current Risk 4 x 5 = 20 

 

27 20/05/2020 

Possibility of a Cyber 
Security Incident 
arising from 
vulnerabilities within 
our network 
connectivity systems. 

15 

The risk continues to be discussed and monitored at divisional level. There is 

no change to the score of this risk, which remains appropriate for the level of 

risk that is being managed at present. 

Remediation work in progress: 

Windows 7 device numbers reduced to 67 a reduction from 3 since the 

previous update. Largely within the Pathology, Radiology and Pharmacy 

departments - work continues to replace these with Windows 10 21H2. 

15 
Paul Bannister - Chief Information 

Officer 
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There are 26 Windows 10 build 21H1 or earlier - related to third party clinical 

devices - discussions and agreement on resolutions with third parties are 

ongoing. 

4 x Windows 2K3 server operating systems remain in the estate because the 
applications running on these cannot operate on up to date operating 
systems and the applications need to be replaced these are Charron Path 
data archive and related terminal server, Maternity CMIS and the Intranet. 
CMIS Maternity system replaced by Badgernet, legacy CMIS server to be 
shutdown at the end of May 2023; Way forward agreed for replacing the 
legacy servers running Charon Path archive; and, Intranet still awaiting 
agreed way forward for the Intranet replacement. 

RRG MEETING UPDATE  

RRG noted the update on the risk and the work being undertaken, however the possibility of a cyber-attack is a continuing risk.  

Current Risk 3 x 5 = 15 

  

 

 

CLINICAL SUPPORT SERVICES 
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347 11/05/2023 

Inadequate 
Mortuary facilities 
for the storage of 
bodies and post 
mortem tissue 
from the 
deceased 

20 
Quotes and costings received for surge capacity. Demand and 
capacity business case for the replacement of surge units with 
finance and divisional manager 

20 
Mary Bhatti – Acting Chief 

Operating Officer 

 
RRG MEETING UPDATE  

RRG noted the update on the risk and that quotes could now be obtained.  

Current Risk 4 x 5 = 20 

 

 

348 11/05/2023 

Insufficient Non-
Medical Mortuary 
Staffing to meet 
HTA Standards 

16 
Band 7,4 & 3 appointed. Awaiting pre-employment checks, risk to 

be reduced to 12 
16 

Mary Bhatti – Acting Chief 
Operating Officer 

RRG MEETING UPDATE  

Risk update noted. Risk had been proposed for reduction, however until staff commenced employment in the Trust, the risk would remain on the CRR.  

Current Risk 4 x 4 = 16  
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349 11/05/2023 

Risk of the 
Mortuary 
premises not 
being fit for 
purpose. 

25 

Quotes from LEEC received for mortuary specific equipment. 

Waiting for costings and quotes from capital projects. 

 

20 
Mary Bhatti – Acting Chief 

Operating Officer 

 

 
RRG MEETING UPDATE  

RRG noted the update on the risk and that quotes had been obtained.   

Current Risk 4 x 5 = 20 

  

 

 

 

35 09/11/2016 

Patients may  
have a poor 
experience due to 
long waits for 
elective care 

20 

Currently waiting lists for elective care have increased and are at a 

level in excess of that which the Trust would wish to have. 

 

Over the last month work has continued by both Surgery and 

Medicine to reduce the waiting lists for patients waiting for elective 

care, however this continues to prove challenging and will remain 

at levels higher than our targets for some considerable time. 

Additionally, this is likely to continue to be impacted by further 

strikes by both Junior Doctors and Consultants and result in further 

delays/increased waiting times. 

15 
Mike Van der Watt – 
Chief Medical Officer  
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While the delay for patients with regard to elective care is in itself 

not a risk, rather it is an existing issue as it is occurring now, the 

future risk is that more patients will become dissatisfied as a direct 

result of the delays that they experience. This is difficult to quantify 

as to any specific figure or percentage, as the data for this would 

be extremely challenging to capture, given the wide range of 

patients affected, however complaints and PALS feedback would 

be one measure of gauging dissatisfaction. This is a reputational 

risk as Patients and the Community may lose confidence in the 

ability of the Trust to deliver quality care. 

A recovery plan is in effect and the Divisions continue to report on 
this through governance processes. 

RRG MEETING UPDATE  

Risk update noted. The Group was advised that the numbers may be reducing, but not quickly enough to reflect this in changes in the risk score. This 

would need to be reviewed in a few months’ time, especially as demand increases.  

Consideration was given as to raising the risk score, however at this time, the Trust currently was not cancelling many of the long wait patients and 

preserved the cancer urgent and long waiters where we can, and cancer patients are rebooked fairly quickly. For short wait patients this was different.  

Current Risk 3 x 5 = 15  

 

 

97 11/08/2022 

Staff Turnover 
Rates (overall 
numbers/turnover 
within specific 
staff 
groups/leavers in 

16 

Turnover rate overall remains above the levels that we would wish 

to have in the Trust. Although there has been a consistent reduction 

we have as yet not achieved our target and future financial 

challenges may impact negatively on our ability to retain staff.   

16 
Andrew McMenemy 

– Chief People 
Officer 
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first year of 
employment) 

Although continued activity is being undertaken across the Trust, the 

number of staff likely to leave within the first 12 months remains high. 

Workforce analysis is consistently undertaken to identify trends 

within Divisions and departments, so that pro-active activity can be 

targeted.  

Significant work continues in line with our People Promise strategy 

to minimise numbers likely to leave. 

The Trust continues to seek to improve reduction of both overall 

turnover and those leaving within their first 12 months. 

 
RRG MEETING UPDATE  

Risk update noted. RRG asked that an update on the target levels for the Trust and progress at the next meeting be provided.  

Current Risk 4 x 4 = 16  

 

 

311 05/12/2022 

Effects of 
Workforce 
Wellbeing on 
Operational 
Services  

16 

Update since last review - 

- Subsisted £2 meals is at risk due to financial position - feedback 

of impact on staff and alternatives provided to environment for the 

business case. Concerned this will have big impact on staff 

wellbeing, morale, recruitment & retention. 

16 
Kelly McGovern – 

Chief Nurse 
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- Launch of SG Fleet, car lease salary sacrifice scheme 

- Monthly discount webpage development which 'discounts of the 

month' both national and local 

- New Employee Assistance Programme (EAP), Vivup will be 

taking over from 1st August 2023. Big launch and promotion of the 

new services available to increase awareness of support 

(awareness webinars, onsite presence during WellFest in 

September, promotional materials) 

- Joint calendar for EDI, Wellbeing & People Promise events and 

initiatives to cover the reminder of 2023 and forward planning for 

2024 

Measuring success & impact 

- Wellbeing and engagement dashboard developed to start 

measuring what we do has an impact in order to strengthen our 

wellbeing offering and meeting the needs of our workforce. 

- Proposed KPI's developed, linking to the Staff Survey results to 

be presented quarterly. 

- Quarterly Pulse Survey core metrics which include, 1. Team 

support - in my team we support each other, 2. Feeling supported 

in Health and Wellbeing - my organisation is proactively supporting 

my health and wellbeing, 3. Feeling informed - I feel well informed 

about important changes taking place in my organisation. 

- Tracking uptake of Wellbeing initiatives and provisions.  
RRG MEETING UPDATE  

Risk update noted. Risk is being further discussed by Executive lead and Deputy People Persons for review going forward.   

Current Risk 4 x 4 = 16 
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20 12/04/2022 

Reduced patient 
flow through the 
Emergency 
department (ED) 

15 

Score, mitigation and controls remain unchanged. Interim surge 
plans are in place to enable estates work within the trust. Flow has 
been challenged for a variety of factors which are discussed and 
monitored through Hospital Efficiency Group (HEG). 

15 
Kelly McGovern – 

Chief Nurse 

RRG MEETING UPDATE  

Risk update noted as was the ongoing activity to manage the risk.  

Current Risk 3 x 5 = 15  

 

 

 

21 12/04/2022 

Failure to meet 
performance KPIs 
within the 
Emergency 
Department (ED) 

20 

Score, mitigation and controls remain unchanged. The Emergency 
Department continue to focus on Quality Improvement 
projects/initiatives to support non-admitted performance. This is 
discussed weekly at Access meetings and Monthly IPR with relevant 
senior management teams in attendance. 

16 
Mary Bhatti – Acting 

Chief Operating 
Officer 

RRG MEETING UPDATE  

Risk update noted as was the ongoing activity to manage the risk.  

EMERGENCY MEDICINE 
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Current Risk score 4 x 4 = 16 

  
 

22 12/04/2022 

Challenges in 
meeting the 
needs of Mental 
health Patients 
within the 
Emergency 
Medicine division 

15 

Score, mitigation and controls remain unchanged. The division 
continues to await the completion of the mental health room within 
the Emergency Department. There are plans for a mental health 
room in AAU level 1 with dates of completion to be confirmed. This 
will support the demand for safe spaces for patients with mental 
health concerns that are admitted into our care. Patients who are 
admitted with mental health concerns and await transfer to HPFT 
facilities are escalated and reviewed daily through operational 
meetings. 

15 
Kelly McGovern – 

Chief Nurse 

RRG MEETING UPDATE  

Risk update noted.  

Current risk 3 x 5 = 15 

  

 

23 11/08/2022 

The impact on the 
Emergency 
department of the 
Watford UTC 
inconsistent 
adherence to 
patient pathways, 
processes and 
escalation 

16 

Score, mitigation and controls remain unchanged. There have been 
recent changes within the Management team at Greenbrook. 
Regular meetings have been established which are focused on 
working toward WHTH undertaking the initial assessment of 
patients. We are working towards achieving this by October 2023. 

16 
Mary Bhatti -  Acting 

Chief Operating 
Officer 

RRG MEETING UPDATE  

Risk update noted. 

Current risk 4 x 4 = 16 
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113 11/08/2022 

Impact on Patient 
Safety / 
Experience due to 
the need to use 
Triage and 
Ambulant Majors 
(TAM) as an adult 
ED assessment 
area, for which it 
is not designed 

15 

Score, mitigation and controls remain unchanged. Please note 
slight update made in title of risk, updated from Fracture clinic to 
TAM. Air conditioning has now been installed in the clean utility 
area. Further estates work is required in the area for the risk to be 
deescalated. 

15 
Kelly McGovern - 

Chief Nurse  

RRG MEETING UPDATE  

Risk update noted.  

Current risk 3 x 5 = 15 

  

 

 

 

34 26/08/2021 
Electrical 
infrastructure risks 
on the SACH site 

15 
Risk was only reviewed on the 20/7/23 with the HOE - the SACH 

Risk has been reduced in score and as work progresses at SACH. 
15 

David Ambrose –
Director of 

Environment   
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Additional HV network cabling and Transformer works commenced 

in early June 2023 for PMOK and AAU on the WGH site. 

Monitoring continues to schedule other works as capacity allows, 
building greater resilience for the site 

 
RRG MEETING UPDATE  

Risk update noted 

Current Risk 3 x 5 = 15 

  

 

 
 

344 09/04/2023 

Risk of fire during 
refurbishment 
project - Shrodells 
Building 

20 

Risk was reviewed with Interim Fire Manager following the July 

Compliance meeting. 

Currently, Score remains the same. Area continues to be monitored 

as per Contractors RAMS, fire doors, no clutter, no obstructions, no 

combustibles, checking that the location of Oxygen cylinders in 

corridors is correct and that working practices are correct (no 

wedging open fire doors) etc. 

Tudor Ward remains closed for approximately 6 weeks and as work 

progresses the risk, on review will seek to reduce the scoring as 

appropriate. 

Risk is also reviewed at Fire Safety Group and Monthly compliance 
clinics 

20 
David Ambrose –

Director of 
Environment  

 

 

 

 
RRG MEETING UPDATE  

Risk update noted. Group advised that once work had progressed past the need for direct contact with wooden frame, risk could be reduced. Extensive 

audits on the construction projects were being undertaken and a substantive Fire Safety manager was now in place.  
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Current Risk 4 x 5 = 20 

  

 

 

 

359 25/05/2023 

Possibility of 
patients coming to 
harm and missed 
cancers due to a 
lack of tracking on 
the cystoscopy 
PTL as a result of 
data quality 
issues. 

20 

Out of the 49 patients identified 5 still require TCI (3 X DNA so 

rebook). All patients seen have had harm reviews and no harm has 

been identified. Update requested on the 5 remaining. 

The BI work is still on going to clear the PTL to make it accurate. 

ADM and CD have worked to ensure the correct procedure codes 

that are diagnostic not therapeutic are pulling through to the PTL. 

Urology surveillance navigator gone to advert – This will support 
ensuring patients on surveillance are not missed. 

20 
Mike Van der Watt – 
Chief Medical Officer 

 

 

 

 

 

 

 

 

  
RRG MEETING UPDATE  

Risk update noted. Division provided comprehensive update on current position. Out of 49 patients, 44 have been reviewed and no harm has been identified. 

Once the remaining 5 have been reviewed then the risk can be reduced. Agreed that that once the final review of the 5 had been conducted, then the risk 

needed to be rewritten with regard to the PTL.   

Current Risk 4 x 5 = 20  
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369 10/07/2023 

Insufficient 
anaesthetic 
staffing levels 
impacting on 
patient care 

20 

There was an R and R package approved for substantive ICU 

Consultants. Despite that we have not had any satisfactory 

applicants for the ICU Consultant post. We are in the process of 

getting the Royal College of Anaesthetists approval for full time 

Intensivist posts. In the meantime, we have appointed three Locum 

ICU Consultants one starting early August and the other two starting 

in September. 

We will be advertising for two ICU substantive posts as soon as the 
RCA approval is obtained. At the same time two further posts in 
General/ Obstetric anaesthesia will be advertised. We are trying to 
recruit for middle grades at the same time. 

16 

Andrew 
McMenemy – 
Chief People 

Person 

RRG MEETING UPDATE  

Risk update noted. 

Current Risk 4 x 4 = 16  
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36 01/04/2019 

Delay in the IOL 
pathway including 
transfer from the 
antenatal ward to 
delivery suite. 

16 

Risk reviewed at departmental governance meeting. Noted that in 

recent weeks there has been a large number of delayed IOL due to 

high acuity and low staffing levels. Working group reviewing IOL 

process, methods and delays currently. Discussion around 

indications for IOL being documented clearly and evidence based. 

Work to be undertaken around service provision e.g. diabetic clinic 
held on Friday can have impact on IOLs being booked for the 
weekend. Deep dive required including service user feedback. 
MVP chair advised some women have reported negative 
experience around IOL process. 

15 
Kelly McGovern – 

Chief Nurse 

 

 
RRG MEETING UPDATE  

Risk update noted.  A working group is ongoing regarding the method of induction of labour that we use. Concerns raised on length of time this was taking 

to resolve and timeframe, detailed update on position and action plan to be brought to September RRG.  

Current risk 3 x 5 = 15 

  

 

 

119 WACS 

Potential risk to 
patient safety due 

to the high 
vacancy rate 

across Paediatric 
Nursing 

20 
- Vacancies reviewed with HR weekly; 

- Booked upcoming recruitment fayres; 
15 

Kelly McGovern – 
Chief Nurse  

 
RRG MEETING UPDATE  

Risk update was noted, and controls are appropriate at this time. Improvement in rate was not yet sufficient to reduce the risk score.  

Current risk 3 x 5 = 15  
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351 
WACS 

ENVIRONMENT 

Relocating 
Special Care 

Baby Unit and 
Transitional  Care 
due to renovation 
works required to 
address the poor 

and ageing 
infrastructure of 
the current unit 

20 

Decant of NICU completed. Mitigation with regards to power 
and medical gases in place. Additional security and support in 
form of 24/7 security guard and porter and ward clerk in place. 
Comms plan executed = external partnerships of ODN LMNS 
MVP and PANDR. Weekly steering groups continue and work 
well. Daily huddles continuing to monitor service pressures. 
Storage of consumables poses an Infection control issue - 
working with IPC team and procurement to identify solution. 

15 
David Ambrose –

Director of 
Environment 

RRG MEETING UPDATE  

Work continues, and risk is being monitored, controls are appropriate at this time.  

Current risk 3 x 5 = 15  
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Appendix 3 KPI Performance 

              

  
Risk 

Score 
  

Division 
Total 
Risks 

1-3 4-6 8-12 15-25 Reviews in date % in date 

WACS 26 0 1 22 3 24 92% 

Emergency Medicine 15 1 0 9 5 8 53% 

Medicine 10 0 1 6 3 8 80% 

SAC 30 2 8 20 0 22 73% 

Environment 40 0 3 34 3 40 100% 

CSS 42 1 7 34 0 25 48% 

Clinical Informatics 26 0 7 18 2 10 38% 

Corporate Services 45 3 15 21 5 36 68% 

Finance 19 0 5 13 0 1 5% 
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Appendix 4 Direction of Travel 

Risks scores over the last 12 months (per Division) Total number of Risks open, Risk score unchanged, Risk score decreased, score increased and number 
closed 
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7 September 2023 
 
Title of the paper Items considered at July 2023 Private Trust Board  

  

Agenda Item 32 
 

Presenter 
 

Phil Townsend, Chair 
 

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 July 2023  
 

 
Action required 
 

 
The Board is asked to take the report for information of the matters discussed 
at the last meeting in private (Part 2) session.  
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ITEMS FOR DISCUSSION 

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: 

• Outpatient services 

• Beckett Ward 

• Ophthalmology Service 

• Pre-Operative Assessment Service 

3 HTA report (mortuary) and action plan 

The Board received an update from the Divisional Director for Clinical Support 

Services on the report from the Human Tissue Authority regarding the mortuary 

services and action plan.        

4 Review of Strategic and Corporate Risk 
The Board received an update from the Chief Medical Officer on the strategic and 
corporate risk currently held by the Trust.   

5 Finance update 
The Board received an update from the CFO on the Trust’s financial position.   

6 Establishment of a Teaching Hospital Non-Executive Director: One Year on  
The Board received an update from Ann Griffin regarding her reflections her first 
year as the NED with lead responsibility for the Teaching Hospital.   

7 Strategy update 
The Board received an update from the Chief Strategy and Collaboration Officer.   

8 Health and Care Partnership update 
The Board received an update from the Chief Strategy and Collaboration Officer. 

9 Redevelopment update 
The Board received an update from the Chief Redevelopment Officer. 

10 Raise recruitment update 
The Board received an update on staff recruitment for the Trust’s charity. 
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                        Trust Board Meeting  

                           7 September 2023 

 
Title of the paper Board and Committee meeting schedule 2024-2025 

 

Agenda Item 33 

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 
 

The purpose of this report is to provide the committee with the proposed meeting 
dates for 2024-25 for approval.   
 
The dates broadly replicate this year’s meeting cycle although adjustment may 
need to be made to Audit Committee, depending on availability of members. 
 
The calendar refers to Great Place Committee which will change to the 
Redevelopment Programme Committee as discussed under agenda item 12 of 
this meeting. 
 

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? 
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Previously 
considered by 

Committee/Group Date 

Trust Management Committee  August 2023 
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Tuesday 2 4 2 3 1 3 4 4
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18 16 13
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MANAGEMENT  
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Thursday 25
FINANCE & 

PERFORMANCE
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& RESEARCH
23 21 25 QUALITY 22 26 QUALITY 24 21 CHARITY 27 23 27
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PERFORMANCE
QUALITY
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RESEARCH
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Monday 29 27 24 29 26 30 28 25 30 27 31

Tuesday 30 28 25 30 27 29 26 31 28
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PEOPLE, 
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RESEARCH

29
FINANCE & 

PERFORMANCE
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EDUCATION & 

RESEARCH
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FINANCE & 

PERFORMANCE
QUALITY
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RESEARCH

28 QUALITY 30 QUALITY

Friday 31 28 30 29 31

Saturday 29 31 30
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GREAT PLACE PROGRAMME BOARD

GREAT PLACE COMMITTEE

GREAT PLACE PROGRAMME BOARD TRUST MANAGEMENT URGENT
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TRUST BOARD 
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FINANCE & PERFORMANCE

P

AUDIT
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Date Time Venue

Paper 

deadline
2024

Apr 04-Apr-24 9.30am - 2pm MS Teams/Executive Meeting Room, The Restaurant, Watford Hospital 28-Mar-24

May 02-May-24 9.30am - 2pm MS Teams/Executive Meeting Room, The Restaurant, Watford Hospital 25-Apr-24

Jun 06-Jun- 24 9.30am - 2pm MS Teams/Executive Meeting Room, The Restaurant, Watford Hospital 30-May-24

Jul 04-Jul-24 9.30am - 2pm MS Teams/Executive Meeting Room, The Restaurant, Watford Hospital 27-Jun-24

Aug 

9.30am - 2pm MS Teams/Executive Meeting Room, The Restaurant, Watford Hospital 29-Aug-24

5pm - 6pm AGM MS Teams/Executive Meeting Room, The Restaurant, Watford Hospital
Oct 03-Oct-24 9.30am - 2pm MS Teams/Executive Meeting Room, The Restaurant, Watford Hospital 26-Sep-24

Nov 07-Nov-24 9.30am - 2pm MS Teams/Executive Meeting Room, The Restaurant, Watford Hospital 31-Oct-24

Dec 05-Dec-24 9.30am - 2pm MS Teams/Executive Meeting Room, The Restaurant, Watford Hospital 28-Nov-24

2025

Jan No meeting

Feb 06-Feb-25 9.30am - 2pm MS Teams/Executive Meeting Room, The Restaurant, Watford Hospital 30-Jan-25

Mar 06-Mar-25 9.30am - 2pm MS Teams/Executive Meeting Room, The Restaurant, Watford Hospital 27-Feb-25

05-Sep-24Sep 

Trust Board
First Thurs of the month (no meeting in Aug)

No meeting
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Date Time Venue

2024

Q1 20-Jun-24 9:30am - 12:30pm MS Teams/Executive Meeting Room, The Restaurant, Watford Hospital

Q2 15-Aug-24 9:30am - 12:30pm MS Teams/Executive Meeting Room, The Restaurant, Watford Hospital

Q3 17-Oct-24 9:30am - 12:30pm MS Teams/Executive Meeting Room, The Restaurant, Watford Hospital

2025

Q4 20-Feb-25 9:30am - 12:30pm MS Teams/Executive Meeting Room, The Restaurant, Watford Hospital

Board Development Programme
Quarterly in third Thurs of Jun, Aug, Oct, Feb
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2nd Wednesday of the month

Date Time Venue 

Paper 

deadline Date Time Venue 

Paper 

deadline

2024 2024

Apr 24-Apr-24 10.45am - 12.45am MS Teams/ Executive Meeting Room, WGH 17-Apr-24 Apr 10-Apr-24 12.15pm - 12.45pm MS Teams/ Executive Meeting Room, WGH 03-Apr-24

May 29-May-24 10.45am - 12.45am MS Teams/ Executive Meeting Room, WGH 22-May-24 May 08-May-24 12.15pm - 12.45pm MS Teams/ Executive Meeting Room, WGH 01-May-24

Jun 26-Jun-24 10.45am - 12.45am MS Teams/ Executive Meeting Room, WGH 19-Jun-24 Jun 12-Jun-24 12.15pm - 12.45pm MS Teams/ Executive Meeting Room, WGH 05-Jun-24

Jul 31-Jul-24 10.45am - 12.45am MS Teams/ Executive Meeting Room, WGH 24-Jul-24 Jul 10-Jul-24 12.15pm - 12.45pm MS Teams/ Executive Meeting Room, WGH 03-Jul-24

Aug 28-Aug-24 10.45am - 12.45am MS Teams/ Executive Meeting Room, WGH 21-Aug-24 Aug 14-Aug-24 12.15pm - 12.45pm MS Teams/ Executive Meeting Room, WGH 07-Aug-24

Sep 25-Sep-24 10.45am - 12.45am MS Teams/ Executive Meeting Room, WGH 18-Sep-24 Sep 11-Sep-24 12.15pm - 12.45pm MS Teams/ Executive Meeting Room, WGH 04-Sep-24

Oct 30-Oct-24 10.45am - 12.45am MS Teams/ Executive Meeting Room, WGH 23-Oct-24 Oct 09-Oct-24 12.15pm - 12.45pm MS Teams/ Executive Meeting Room, WGH 02-Oct-24

Nov 27-Nov-24 10.45am - 12.45am MS Teams/ Executive Meeting Room, WGH 20-Nov-24 Nov 13-Nov-24 12.15pm - 12.45pm MS Teams/ Executive Meeting Room, WGH 06-Nov-24

Dec 11-Dec-24 10.45am - 12.45am MS Teams/ Executive Meeting Room, WGH 04-Dec-24

2025 2025

Jan 29-Jan-25 10.45am - 12.45am MS Teams/ Executive Meeting Room, WGH 22-Jan-25 Jan 08-Jan-25 12.15pm - 12.45pm MS Teams/ Executive Meeting Room, WGH 02-Jan-25

Feb 26-Feb-25 10.45am - 12.45am MS Teams/ Executive Meeting Room, WGH 19-Feb-25 Feb 12-Feb-25 12.15pm - 12.45pm MS Teams/ Executive Meeting Room, WGH 05-Feb-25

Mar 26-Mar-25 10.45am - 12.45am MS Teams/ Executive Meeting Room, WGH 19-Mar-25 Mar 12-Mar-25 12.15pm - 12.45pm MS Teams/ Executive Meeting Room, WGH 05-Mar-25

Date Time Venue 

Paper 

deadline
2024

Jun 20-Jun-24 10.30am - 1pm MS Teams/ Executive Meeting Room, WGH 19-Jun-24

Sep 25-Sep-25 10.30am - 1pm MS Teams/ Executive Meeting Room, WGH 18-Sep-24

Dec 04-Dec-24 10.30am - 1pm MS Teams/ Executive Meeting Room, WGH 27-Nov-24

2025

Mar 26-Mar-25 10.30am - 1pm MS Teams/ Executive Meeting Room, WGH 19-Mar-25

TRUST MANAGEMENT COMMITTEE

URGENT ITEMS ONLYREGULAR MEETINGS 
Last Wed of the month

DEVELOPMENT
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Date Time Venue Paper deadline

2024

Apr 18-Apr-24 10am - 12 MS Teams/Executive Meeting Room, Watford Hospital11-Apr-24

May 16-May-24 10am - 12 MS Teams/Executive Meeting Room, Watford Hospital09-May-24

Jun 20-Jun-24 10am - 12 MS Teams/Executive Meeting Room, Watford Hospital13-Jun-24

Jul 18-Jul-24 10am - 12 MS Teams/Executive Meeting Room, Watford Hospital11-Jul-24

Aug 15-Aug-24 10am - 12 MS Teams/Executive Meeting Room, Watford Hospital08-Aug-24

Sep 19-Sep-24 10am - 12 MS Teams/Executive Meeting Room, Watford Hospital12-Sep-24

Oct 17-Oct-24 10am - 12 MS Teams/Executive Meeting Room, Watford Hospital10-Oct-24

Nov 21-Nov-24 10am - 12 MS Teams/Executive Meeting Room, Watford Hospital14-Nov-24

Dec 19-Dec-24 10am - 11.50am MS Teams/Executive Meeting Room, Watford Hospital12-Dec-24

2025

Jan 16-Jan-25 10am - 12 MS Teams/Executive Meeting Room, Watford Hospital09-Jan-25

Feb 20-Feb-25 10am - 12 MS Teams/Executive Meeting Room, Watford Hospital13-Feb-25

Mar 20-Mar-25 10am - 12 MS Teams/Executive Meeting Room, Watford Hospital13-Mar-25

GREAT PLACE 

Increase to monthly to reflect business context - cancel where not needed (third Thurs of the month)

COMMITTEE
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Date Type Time Venue 

Paper 

deadline

2024

Q1 24-May-24 Regular 9.15 -11.30am MS Teams/Executive Meeting Room, Watford Hospital 17-May-24

Q2 17-Sep-24 Regular 9.15 -11.30am MS Teams/Executive Meeting Room, Watford Hospital 10-Sep-24

Q3 19-Nov-24 Regular 9.15 -11.30am MS Teams/Executive Meeting Room, Watford Hospital 12-Nov-24

2025

Q4 04-Mar-25 Regular 9.15 -11.30am MS Teams/Executive Meeting Room, Watford Hospital 25-Feb-25

Note (1): Informal Audit meeting date to be added (to consider draft Annual Report and Accounts).  Provisional date 4 May tbc.to consider draft Annual Report and Accounts) Provisional dates tbc 

Note (2): Extraordinary meeting to be added (approval and sign off of Annual Report and Accounts).  Provisional date 16 June 2022 tbc.to approve draft Annual Report and Accounts) 

Quarterly (Friday AM or Tues PM)

Audit
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Quarterly

Date Time Venue

Paper 

deadline
2024

Q1 16-May-24 10am -12noonMS Team/Executive Meeting Room, The Restaurant, Watford Hospital 09-May-24

Q2 15-Aug-24 10am -12noonMS Team/Executive Meeting Room, The Restaurant, Watford Hospital 08-Aug-24

Q3 21-Nov-24 10am -12noonMS Team/Executive Meeting Room, The Restaurant, Watford Hospital 14-Nov-24

2025

Q4 20-Feb-25 10am -12noonMS Team/Executive Meeting Room, The Restaurant, Watford Hospital 13-Feb-25

Charity
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Date Time Venue

Paper 

deadline

2024

Apr 25-Apr-24 11.30 -1.30pm MS Team, Executive Meeting Room, Watford Hospital 15-Apr-24

May 30-May-24 11.30 -1.30pm MS Team, Executive Meeting Room, Watford Hospital 13-May-24

Jun 27-Jun-24 11.30 -1.30pm MS Team, Executive Meeting Room, Watford Hospital 17-Jun-24

Jul 25-Jul-24 11.30 -1.30pm MS Team, Executive Meeting Room, Watford Hospital 15-Jul-24

Aug 29-Aug-24 11.30 -1.30pm MS Team, Executive Meeting Room, Watford Hospital 19-Aug-24

Sep 26-Sep-24 11.30 -1.30pm MS Team, Executive Meeting Room, Watford Hospital 16-Sep-24

Oct 31-Oct-24 11.30 -1.30pm MS Team, Executive Meeting Room, Watford Hospital 21-Oct-24

Nov 28-Nov-24 11.30 -1.30pm MS Team, Executive Meeting Room, Watford Hospital 18-Nov-24

Dec 19-Dec-24 11.30 -1.30pm MS Team, Executive Meeting Room, Watford Hospital 09-Dec-24

2025

Jan 30-Jan-25 11.30 -1.30pm MS Team, Executive Meeting Room, Watford Hospital 20-Jan-25

Feb 27-Feb-25 11.30 -1.30pm MS Team, Executive Meeting Room, Watford Hospital 17-Feb-25

Mar 27-Mar-25 11.30 -1.30pm MS Team, Executive Meeting Room, Watford Hospital 17-Mar-25

Quality
Monthly (last Thursday)
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Date Time Venue

Paper 

deadline
2024

Apr 25-Apr-24 2.30pm - 4.30pm MS Team/Executive Meeting Room, Watford Hospital 15-Apr-24

Jun 27-Jun-24 2.30pm - 4.30pm MS Team/Executive Meeting Room, Watford Hospital 17-Jun-24

Aug 29-Aug-24 2.30pm - 4.30pm MS Team/Executive Meeting Room, Watford Hospital 19-Aug-24

Oct 31-Oct-24 2.30pm - 4.30pm MS Team/Executive Meeting Room, Watford Hospital 21-Oct-24

Dec 19-Dec-24 2.30pm - 4.30pm MS Team/Executive Meeting Room, Watford Hospital 09-Dec-24

2025

Feb 27-Feb-25 2.30pm - 4.30pm MS Team/Executive Meeeting Room, Watford Hospital 17-Feb-24

People, Education & Research (PERC)
Every two months (last Thurs of the month)
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Quarterly (first Thurs of the month) 

Date Time Venue

Paper 

deadline
2024

Q1 02-May-24 2:15pm - 3:30pm MS Teams/Executive Meeting Room, The Restaurant, Watford Hospital 25-Apr-24

Q2 01-Aug-24 2:15pm - 3:30pm MS Teams/Executive Meeting Room, The Restaurant, Watford Hospital 25-Jul-24

Q3 07-Nov-24 2:15pm - 3:30pm MS Teams/Executive Meeting Room, The Restaurant, Watford Hospital 31-Oct-24

2025

Q4 06-Mar-25 2:15pm - 3:30pm MS Teams/Executive Meeting Room, The Restaurant, Watford Hospital 27-Feb-24

Remuneration Committee
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Date Time Venue

Paper 

deadline
2024

Apr 25-Apr-24 9.15 - 10.45am MS Team, Executive Meeting Room, Watford Hospital 15-Apr-24

May 30-May-24 9.15 - 10.45am MS Team, Executive Meeting Room, Watford Hospital 13-May-24

Jun 27-Jun-24 9.15 - 10.45am MS Team, Executive Meeting Room, Watford Hospital 17-Jun-24

Jul 25-Jul-24 9.15 - 10.45am MS Team, Executive Meeting Room, Watford Hospital 15-Jul-24

Aug 29-Aug-24 9.15 - 10.45am MS Team, Executive Meeting Room, Watford Hospital 19-Aug-24

Sep 26-Sep-24 9.15 - 10.45am MS Team, Executive Meeting Room, Watford Hospital 16-Sep-24

Oct 31-Oct-24 9.15 - 10.45am MS Team, Executive Meeting Room, Watford Hospital 21-Oct-24

Nov 28-Nov-24 9.15 - 10.45am MS Team, Executive Meeting Room, Watford Hospital 18-Nov-24

Dec 19-Dec-24 9.15 - 10.45am MS Team, Executive Meeting Room, Watford Hospital 09-Dec-24

2025

Jan 30-Jan-25 9.15 - 10.45am MS Team, Executive Meeting Room, Watford Hospital 20-Jan-25

Feb 27-Feb-25 9.15 - 10.45am MS Team, Executive Meeting Room, Watford Hospital 17-Feb-25

Mar 27-Mar-25 9.15 - 10.45am MS Team, Executive Meeting Room, Watford Hospital 17-Mar-25

Finance and Performance
Last Thursday of the month
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