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PART 1: 
 
Introduction 
The Quality Account is an annual report which reviews the quality of services provided by an NHS 
healthcare organisation. Quality Accounts aim to increase public accountability and drive quality 
improvements in the NHS. Our Quality Account looks back on how well we have done in the past year at 
achieving the goals that we set ourselves. It also looks ahead to define what our priorities for quality 
improvements will be for the coming year and how we expect to monitor our progress and achieve them. 
The quality of the services is measured by looking at patient safety, the effectiveness of treatments that 
patients receive and patient feedback about the care provided. 
 
Statement on Quality from the Chief Executive  
Our 2021/22 Quality Account looks back on another challenging year. While the effect of the virus was 
less dramatic than the previous year, managing another year of COVID-19 has seen our skilled and 
dedicated workforce stretched to its limits while striving to provide safe and effective care to our patients.  
 
We continue to remain immensely proud of our response to the pandemic. We cared for a high number of 
COVID-19 patients during winter 2021/22 and our teams have shown great dedication and resilience. We 
have continued to receive extensive support from our community which has been invaluable. Our staff’s 
wellbeing remained a key priority and we provided pastoral and psychological support as we started to 
restore our services to pre-pandemic levels of care. As with the previous year, the pandemic remained a 
challenge to our ability to deliver care to COVID-19 patients as well as delivering critical services and 
working to return our services to previous activity levels.  
 
Attendances at all our Urgent and Emergency Departments (ED) substantially increased in 2021/22 
compared to 2020/21 as confidence levels for visiting hospitals increased.  Similarly, there was a sustained 
increase in ambulance conveyances throughout 2021/22 and we continued to experience higher 
ambulance conveyance rates compared to our regional partners. In 2021/22, 73% of patients were seen 
within four hours in our ED, which was a slightly reduced position to 2020/21 and below the national target 
of 95%.  
 
Our planned care performance continued to be affected by the pandemic, with a second, more prolonged 
pause of routine elective care in response to emerging variants of COVID-19. Our 52-week referral to 
treatment breaches were 1,059 as of March 2022. 
 
We were unable to sustain our previously consistent achievement in meeting diagnostic waiting time 
standards because of the impact of COVID-19. Our performance did not meet the 99% standard 
throughout the year. 
 
Treatment for the most urgent, time critical patients continued with many being treated through joint 
working between the Trust and independent sector (ISP) facilities. Building on relationships which had 
been firmly established during wave one, we expanded outsourcing to include more routine treatments. 
During the year, just under 4,000 patients were treated in this way. 
 
During 2021/22, we continued shadow reporting for the new 28-day faster diagnosis standard, which 
measures the number of patients who receive a definitive cancer or no cancer diagnosis within 28 days of 
referral against a target of 75%. We have worked hard to prepare for the standard and started from a 
strong position at the beginning of the year at 84%. While performance has since been affected by the rise 
in demand, we aim to achieve the best performance possible when the target goes live. 



 
4 

The Trust’s overall performance against the 62-day referral to first definitive treatment standard was 80% 
in 2021/22, in comparison with 82.2% in 2020/21, 82% in 2019/20 and 82.6% in 2018/19. The target is 
85%. 
 
We were delighted that our respiratory physicians were chosen by the British Medical Journal as 
‘Respiratory Team of the Year’ and our orthopaedic team’s virtual fracture clinic was ‘highly commended’ 
in the Health Service Journal (HSJ) awards. 
 
In addition, our Chief Nurse Tracey Carter received her MBE (Member of the Order of the British Empire) 
for services to the NHS at Windsor Castle.   
 
Our partnership with the Royal Free London NHS Foundation Trust continued in 2021/22 with the 
implementation of the electronic patient record (EPR) and continued work on quality improvement (QI). 
Programme uses a consistent QI methodology developed by the Institute of Healthcare Improvement (IHI) 
to facilitate service improvements and drive quality commitment throughout every area of the organisation, 
including harm free care.   
 
In October 2021, the Care Quality Commission (CQC) made an unannounced inspection of maternity 
services which received a ‘requires improvement’ rating. The subsequent report required the Trust to 
undertake three must actions and four should actions. The CQC praised the Trust’s safety culture and the 
maternity team’s passion for providing great care. The support maternity staff give each other was also 
noted.   
 
CQC inspectors commented that “there is a wealth of specialist midwives and matrons” and their report 
also recorded comprehensive consultant cover. The determination to learn from incidents and strong team-
working was noted by inspectors despite the challenges staff faced with the “aged estate and vacancies”.  
 
Inspectors noted that the “service generally performed well for cleanliness” but highlighted the metal 
window frames in the delivery suite which appeared dirty despite thorough cleaning. A new chemical 
cleaning regime is now in place. They also highlighted the need to monitor levels of Entonox gas within 
the environment which we are working to implement.  
 
I am confident that we can return to a rating of ‘good’ at the next possible opportunity through our plans 
for recruitment and improvements to the women’s and children’s services. 
 
We have continued to work with our partners in the Integrated Care System and South and West Herts 
Health and Care Partnership (HCP). A new clinical strategy launched in January 2022 sets out what we 
want to deliver and how we can do this consistently, reflecting our ambitions around digital technology, 
offering personalised care and working effectively within a wider healthcare system for the benefit of our 
patients. 
 
Through our improved virtual hospital model, we continue to work together on changes to support people 
in care homes, facilitate rapid discharges from hospital and manage people safely at home. Locally, we 
are working with other health and care organisations to change the way we care for children, people with 
diabetes, and frail people, to help them stay as healthy as possible and reduce their need to spend time 
in hospital. 
 
Although the pandemic continued to hamper the provision of services, we continued to improve our 
technology with the implementation of the electronic patient record (EPR). The move to an EPR is an 
important milestone in our digital transformation, aimed at making sure that staff have instant access to 
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the data they need to deliver the best care for patients. Our respiratory and cardiology consultants have 
expanded the ‘virtual hospital’ approach and now treat patients suffering from heart failure and respiratory 
illness in the comfort of their own homes. Our model – which we used to care for more than 6,000 patients 
with COVID-19 – has been rolled out nationally. In spring 2022, we took delivery of two robots which will 
be used in surgery. Next year we will report on the significant benefits achieved through our investment in 
robotic-assisted surgery.  
 
We achieved our long-held ambition to gain ‘teaching hospital’ status which will consolidate our provision 
of high-quality teaching, learning, education and training for all clinical students.  
 
We have continued to implement changes to improve the experience of patients such as the opening of 
the new emergency assessment unit at Watford General Hospital in June 2021, which was opened by the 
HRH The Duke of Gloucester. We have carried out significant work to reconfigure our theatres at Watford 
General Hospital, where we have also refurbished the cardiac catheter laboratory. The introduction of a 
mobile MRI scanner at Hemel Hempstead Hospital is reducing waiting times for important diagnostic 
procedures. 
 
We remain well prepared to manage further COVID-19 variants and continue to embed the learning from 
the previous two years. Our continued innovation will ensure that patients receive the best care in 
partnership with our community and system colleagues.   
 
In closing, we would like to thank the continued support from our community and from our staff, volunteers 
and our health and social care partners who have worked tirelessly to sustain our services and restore 
them to provide the very best care for our patients as we emerge from the worst of the pandemic.
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About our Trust  
West Hertfordshire Hospitals NHS Trust provides acute healthcare services to a core catchment 
population of approximately half a million people living in West Hertfordshire and the surrounding area. 
The Trust also provides a range of more specialist services to a wider population, serving residents of 
North London, Bedfordshire, Buckinghamshire, and East Hertfordshire. Overall, the population served by 
the Trust is relatively affluent, but there are some areas of deprivation. 
 
With approximately 4,968 staff and 593 volunteers working across our three hospital sites in Watford, St 
Albans, and Hemel Hempstead, we are one of the largest employers locally. There are 751 inpatient beds 
throughout the Trust, the majority being at Watford General Hospital. An Urgent Treatment Centre was 
opened at Watford General Hospital in July 2020. 
 
Our services 
 

 

 
 
The Trust is a member of the Partnership Board for the Integrated Care System (ICS) and of the place-
based partnership South and West Herts Health and Care Partnership, known as the HCP. Christine Allen, 
CEO of the Trust, chairs the Board of the HCP.    
 
There is a programme of work to support the integration of health and social care in South and West Herts 
and staff from the Trust are well-represented across all integration workstreams. The programme has two 
main elements – the establishment of the HCP, and the transformation required to implement integrated 
working.    
 
The Trust is involved in all system transformation projects, which include:  

• Implementation of more virtual hospital pathways (adding to the COVID virtual hospital)  
• System transformation of respiratory care  

Watford General Hospital  
• Inpatient emergency and intensive care 
• Elective care for higher risk patients 
• Outpatients and diagnostics services 
• 613 beds and nine theatres 
• Women's and children's services 
• UTC open seven days a week, 8am to 2am 
 
Hemel Hempstead Hospital  
• UTC open seven days a week, 8am to 10pm 
• Diagnostic services, including MRI and pathology 
• Outpatient services 
• Endoscopy and bowel cancer screening 
 
 
St Albans City Hospital  
• Elective care 
• Outpatient and diagnostic services 
• 40 beds and six theatres 
• Minor injuries unit (closed April 2020). 
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• The Herts Integrated Diabetes Service  
• Transforming care and services for Children and Young People  
• Frailty.  
 

The key focus for the HCP over the coming months is finalising the Health and Care Strategy and agreeing 
the governance framework for the HCP, as well as progressing the key service transformation priorities 
set out above. 
 

 
 
This document has been approved through the reporting structure displayed above.
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PART 2: 
 
This section of our Quality Account looks back over the last year and reviews progress against the quality 
priorities we set ourselves for 2021/22. It also describes the areas for improvement in the quality of our 
services that we intend to provide in 2022/23. 
 
Review of Quality Performance 2021/22 
Our quality priorities for 2021/22 were agreed to ensure we continued to deliver on our Trust Strategy and 
our Quality Commitment of ‘The West Herts Way’, to embed a culture of quality and service improvement. 
 
The Quality Commitment 
 

 
 
We identified three core themes which set the basis for our 2021/22 quality priorities:  
Theme 1: Providing safe and effective care and improving outcomes 
Theme 2: Ensuring our services are caring and responsive 
Theme 3: Building a quality culture 
 
Underlying the three themes are nine priorities for improvement. Each priority had key areas for us to focus 
on.  
 
Our themes and priorities consider our Trust Quality Strategy, national targets, feedback from staff, 
patients, our commissioners and partners and the findings of CQC inspections. 
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Theme 1: Providing Safe and Effective Care and Improving Outcomes 
Executive Leads: Chief Medical Officer and Chief Nurse 

TARGET 
ACHIEVED? 

1. Providing Safe Care and Improving Outcomes  
 

Partially 
Achieved 
(Page 11) 

• Reducing Mortality and Improving our Learning from Deaths 
• Delivering ‘Harm Free Care’ 
• Maintaining ‘Hand Hygiene’ Compliance Rates 
• Maintaining Effective Infection Prevention and Control Standards 
• Improving Medicine Storage Compliance 
• Providing Efficient Seven Day Services 
• Maternity and Neonatal 

Theme 2: Ensuring Our Services are Caring and Responsive 
Executive Leads: Chief Operating Officer and Chief Nurse  

 

2. Implementing Best Practice and Reducing Variation Partially 
Achieved 
(Page 23) 

• Care Pathway Redesign 
• Getting It Right First Time (GIRFT) 

3. Improving Patient Experience Partially 
Achieved 
(Page 28) 

• Improving Patient Experience of the Discharge Process  
• Improving Patient Experience of the Booking Process 
• Expanding our Volunteer Service to Provide Support to Patients and Their Relatives 

4. Patients with Additional Needs Partially 
Achieved 
(Page 36) 

• Improving the Experience of Patients with Mental Health and Learning Disabilities 
• Ensuring Robust Processes and Organisational Scrutiny of Safeguarding 

Procedures 

5. Improving Access Partially 
Achieved 
(Page 41) • Improving Organisational Performance Against Access Standards 

Theme 3: Building a Quality Culture 
Executive Leads: Chief People Officer, Chief Medical Officer and Chief Nurse 

 

6. Happy, Healthy, Well Supported Staff Partially 
Achieved 
(Page 49) 

• Improving Recruitment and Retention 
• Improving Staff Engagement 
• Improving Learning and Development Opportunities 

7. Quality Improvement and Clinical Leadership Partially 
Achieved 
(Page 57) 

• Optimising the Quality Hub with Continued Roll Out of QI 
• Delivering a Clinical Leaders Development Programme 

8. Quality Governance: Risk Management and Learning Partially 
Achieved 
(Page 60) 

• Improving Organisational Wide Learning and Action Plan Implementation 
• Improving Compliance with Duty of Candour: Moderate and Above Harms 

9. Improving Our Infrastructure Partially 
Achieved 
(Page 64) • Improving the Quality of our Estates, IT Systems and Facilities 

During this reporting period we continued to see the impact of the COVID-19 global pandemic. How this 
affected our performance and ability to achieve our targets is reflected throughout the document. 
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Theme 1: 
Providing Safe and Effective Care and Improving Outcomes 
 
In 2021, the Trust committed to ensuring that our patients received the highest quality of care and the best 
possible outcomes.  
 
Priority 1: Providing Safe Care and Improving Outcomes 
 
To achieve this priority, we focused on six key areas:  

• Mortality and Learning from Deaths 
• Harm Free Care 
• Hand Hygiene Compliance 
• Infection Prevention and Control Standards 
• Medicine Storage Compliance 
• Seven Day Services 

 
Mortality and Learning from Deaths  
Mortality rates are one of the most important indicators of how safe our care is. Our aim for 2021/22 was 
to improve our ‘as expected’ position for mortality indicators and to further develop and embed robust 
governance for learning from deaths.  
 
2021/22 was a variable year. We maintained a satisfactory performance against the mortality metrics of 
Hospital Standardised Mortality Ratio (HSMR) and Summary Hospital Mortality Indicator (SHMI) with an 
‘as expected’ position throughout much of the year. There were also periods where a better than expected 
position for HSMR was reported. It should be noted that the data period is approximately three to four 
months behind the reporting period. Early reports for the year 2022/23, which refer to 2021/22 data, show 
a ‘better than expected’ position starting in January 2022.   
 
HSMR compares observed deaths to expected deaths. Ratios under 100 mean there are fewer in-hospital 
deaths than expected. Data for the 12 months between 1 February 2021 and 31 January 2022, (reported 
in May 2022), showed that the Trust’s HSMR for the period was 92.6 and therefore rated as better than 
expected. We were one of four within the regional peer group of 14 trusts in the better than expected 
range. Four trusts were worse than expected, and six trusts were in the expected range. Some caution 
should be applied with interpretation as the HSMR model is still affected by COVID-19.  
 
SHMI performance between 1 December 2020 and November 2021 was 96.67 and in the expected range.  
 
Perinatal mortality for 2021/22 was 6.4 cases per 1,000 live births, higher than the national average of 5.4 
(last reported 2019). All cases are reviewed with external input and no themes have been identified, 
however we continue to monitor these figures and highlight any possible opportunities for improvement.  
 
Acute trusts are required to extend their existing Medical Examiner service to incorporate all deaths across 
the local community as well as in-hospital deaths, and in West Herts the expanded service went live in Q4 
of the year. This will mean an increase of approximately 1,600 deaths a year to scrutinise. For this reason, 
an additional 10 Medical Examiners have been appointed and there are now five Medical Examiner 
Officers who work alongside them. A phased implementation across primary care is underway and in the 
coming months the Medical Examiner service will be rolled out to cover 52 GP practices, as well as two 
hospices and a community health trust.  
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Medical Examiners are senior medical doctors who are contracted to undertake medical examiner duties, 
outside of their usual clinical duties. They are trained in the legal and clinical elements of death certification 
processes. The Trust’s Medical Examiner service operates five days a week. 
 
During 2021/22, there were 1615 inpatient deaths: 

• 369 in the first quarter (Apr-Jun) 
• 373 in the second quarter (Jul-Sep) 
• 466 in the third quarter (Oct-Dec) 
• 407 in the fourth quarter (Jan-Mar) 

 
Inpatient deaths in the reporting period can be broken down as follows: 
Type Fiscal Year (All) 2021/22 
Count of ActivityID Status Total 
Deaths 1578 
Deaths age <29 days 9 
LD deaths 10 
Still births 18 
Grand total 1615 

 
Type Fiscal Year  (All) 2021/22 
Count of ActivityID Quarter Status Total 
Q1 Deaths 358 
 Deaths age <29 days 3 
 LD deaths 1 
 Still births 7 
Q1 Total  369 
Q2 Deaths 362 
 Deaths age <29 days 4 
 LD deaths 1 
 Still births 6 
Q2 Total  373 
Q3  Deaths 461 
 Deaths age <29 days 1 
 LD deaths 6 
Q3 Total  466 
Q4 Deaths 397 
 Deaths age <29 days 1 
 LD deaths 4 
 Still births 5 
Q4 Total  407 

 
Our Medical Examiners scrutinised 1,233 of these deaths (76%). 274 deaths were referred to HM Coroner 
(16%) and of these, 88% were reviewed by the Medical Examiners before referral. In the final quarter, this 
last figure was 95%. 
 
The Trust uses the Royal College of Physicians Structured Judgement Review (SJR) methodology, which 
is led by trained consultant reviewers, to scrutinise deaths for avoidability, the quality of care given and 
the themes emerging for learning and improvement.  
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Deaths falling into the following categories are referred for SJR: 
• Suspected suboptimal care 
• Unexpected death 
• Death declared and investigated as a Serious Incident  
• Concern or complaint raised by family about care or treatment 
• Patient with a learning disability 
• Patient with mental health problems 
• Perinatal or maternal death 
• Neonatal and paediatric death 
• Death following elective surgical procedure 
• Referral to HM Coroner 
• Issue of ‘Regulation 28 Report - Action to Prevent Future Deaths’ by HM Coroner. 

 
There are two stages (tiers) to the SJR process. A Tier 1 review is carried out by front-line reviewers, using 
a metric scoring system between one (the poorest) and five (excellent care). A case is escalated to a Tier 
2 panel review when the Tier 1 review finds that overall care was poor or very poor (SJR score one or 
two). 
 
Of the 1,615 deaths in the year, 58 (3.6%) were selected for SJR. Fifty-five Tier 1 reviews were carried 
out in 2021/22, but 22 of those were cases referred during 2020/21. Therefore, 33 of the 58 cases (57%) 
referred for SJR in 2021/22 received a Tier 1 review. 
 
Seven from 2021/22 were escalated and received a Tier 2 review. Of those, the SJR panel found that one 
death (Q2) was more likely than not to have been due to problems in the care provided.  
 
Seven cases from 2020/21 were escalated to Tier 2 review during 2021/22 and three (0.12% of all 2020/21 
deaths) were found more likely than not to have been due to problems in the care provided. 
 
The one case from 2021/22 represented 0.06% of all deaths in 2021/22. 
 
These numbers in the table below have been estimated using SJR methodology.   
 

 

Quarter No cases 
reviewed 
(Tier 1) 

 

% cases which 
were referred 
for SJR in Qtr 

% of total 
deaths in 

Qtr 

% of all 
deaths in 
2021/22 

No cases 
reviewed by 
Tier 2 SJR 

Panel 

No cases 
Judged to have 

care service 
delivery issues 

Q1 8 57% 2.2% 0.49% 4 0 
Q2 9 82% 2.4 % 0.55% 3 1 
Q3 10 48% 2.1 % 0.62% 2 0 
Q4 6 50% 1.5 % 0.37% 3 0 
Total 33    11 1 

 
Number of cases subject to Structured Judgement Review (Tier 1 and Tier 2). 
Twenty-two deaths referred in the previous reporting year (2020/21) were reviewed during the 2021/22 
period. This represented 1% of all deaths in 2020/21, 30% of SJR referrals made in 2020/21 and 39% of 
all Tier 1 SJR reviews conducted in 2021/22. Of the 22 deaths, seven were reviewed by the Tier 2 panel 
in 2021/22 and three were judged as more likely than not to have been due to problems in the care 
received. 
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A number of positive themes emerged from our mortality reviews including: 
• good communication with patients and relatives, which is well documented 
• compassionate care 
• timely palliative care service with excellent documentation 
• prompt consultant review of all acute inpatients, often adding value to junior doctor management 

of the patient 
• good interaction between specialties 
• escalation by nursing to medical staff of a deteriorating patient 
• good symptom control 
• specific SJR of patients who died from COVID-19 and who had learning difficulties was conducted 

and found to be positive with good to excellent overall care provided in the majority of patients. 
 
Two themes have emerged which require improvement and we have action plans for both: 

• Management of acute presentation in ED with abdominal pain 
• Aspects of end-of-life care. 

 
Learning Disabilities Mortality Review (LeDeR)  
All patients with a learning disability who die within the Trust are reported to LeDeR via the NHS England 
portal and have a Structured Judgement Review. These are predominantly completed by the named 
consultant for adult safeguarding. The SJRs are shared with the LeDeR Local Area Contact who uploads 
them to the LeDeR observatory for shared learning. The named nurse for safeguarding attends the LeDeR 
information and assurance panel which reviews and discusses learning from county wide LeDeR reviews. 
This feeds into the Improving Health Outcomes Group (IHOG) which actions recommendations from the 
reviews. 
 
We have an established Learning Disability Partnership, which is chaired by the named nurse for 
safeguarding adults. There is an associated workplan which incorporates actions from the above in 
addition to local learning, Hospital Improvement standards (2018) and NHS England and Improvement 
Learning Disability Improvement Standards.  
 
The aim of the multidisciplinary partnership meeting is to share learning and monitor progress of agreed 
actions. The minutes from the meeting are shared at the Trust safeguarding panel which has executive 
oversight. The named consultant attends the Trust mortality review meetings to discuss and share learning 
from completed SJR. 
 
Perinatal deaths  
Perinatal deaths are regularly monitored and reported on both within the Trust and externally. In the last 
year, we have recorded: 

• Q1: seven stillbirths, three neonatal deaths* 
• Q2: six stillbirths, four neonatal deaths* (one set of twins) 
• Q3: one stillbirth, one neonatal death*  
• Q4: five stillbirths, no neonatal deaths.  

*all neonatal deaths took place at less than 24 weeks  
 

MBRRACE is the UK collaboration investigating maternal deaths and severe morbidity, stillbirths, infant 
deaths and morbidity. The group’s report for 2019 (published in October 2021) shows West Hertfordshire 
stillbirth rate for January 2019 to December 2019 was 3.01 per 1,000, compared with the national stillbirth 
rate of 3.35 per 1,000 births. The neonatal death rate for January 2019 to December 2019 was 1.13 per 
1,000 births, compared with the national neonatal death rate of 1.62 per 1,000 births. The extended 
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perinatal death rate was 4.78 per 1,000 births, compared with the national perinatal death rate of 4.96 per 
1,000 births. 
 
To effectively monitor these figures, checks using the Perinatal Mortality Review Tool are conducted 
fortnightly and led by a multidisciplinary team of Obstetricians, Midwives, Neonatal Doctors and Nurses, 
with external representation.  
 
In October 2019, the Dr Foster data published for the period of August 2020 to July 2021 identified the 
Trust as an outlier for stillbirth and perinatal mortality rates. 
 
An in-depth analysis was undertaken in response to an increase in the number of stillbirths and early 
neonatal deaths reported through Dr Foster coding for the period of August 2020 to July 2021. In the 
analysis, the deaths are broken down by gestation and known cause of mortality to scrutinise the cause 
of death and understand if it was avoidable. 
 
The number of stillbirths was 19 in the Dr Foster reporting period (August 2020-July 2021). The stillbirth 
rate for this period is 4.4 per 1,000 births. 
 
Using the same methodology as MBRRACE by extracting the cases of abnormalities, this brings the 
stillbirth rate to 14 with a stillbirth rate of 3.2 per 1,000 births. There were eight neonatal deaths, however 
six were below 22 weeks. The two neonatal deaths born on the cusp of viability at 22 weeks are not 
included in the MBRRACE neonatal death rate but are captured in the mortality data for 22-23 weeks. 
There were no cases of neonatal deaths greater than 24 weeks at the Trust in the Dr Foster data.  
 
Dr Foster methodology does not consider adjusted and stabilised rates. Following this alert, the coding 
department has changed its process and from January 2022 it only codes cases once they have been 
concluded using the Perinatal Mortality Review Tool (PMRT) to ensure the reason of the death is coded 
accurately. 
 
Learning from the PMRT: 

• A recurring theme around placental histology not being sent. A Standard Operating Procedure 
(SOP) is currently being written and the annual training refreshed to include the importance of 
placental histology. 

• Not utilising interpreting services was identified in Quarter 2 and a SOP was developed and shared 
with staff on how to access interpreting services. No further themes have been identified since. 

• Women who attended with reduced fetal movements and had risk factors which were subsequently 
not identified. A proforma was implemented as part of the Birmingham Symptom Specific Obstetric 
Triage System (BSOTS) Maternity Triage in January 2002. 

• CO monitoring not taking place and there were missed opportunities for referral to smoking 
cessation pathway. A Quality Improvement project was implemented in December 2021 for CO 
monitoring and since March 2022 booking has been >90%. The QI project is now focusing on 36-
week CO monitoring. The newly appointed Saving Babies Lives Lead Midwife is developing a 
guideline for the smoking cessation referral. 

• Incorrect risk assessment of the mother. A relaunch is taking place in June regarding risk 
assessments in pregnancy and monthly audits for assurance. 

• Partograms not being used to monitor progress was a theme in Q1 and Q2. After re-educating staff 
this was no longer identified as a theme. 
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• Checks using the Perinatal Mortality Review Tool are conducted fortnightly and led by a 
multidisciplinary team of Obstetricians, Midwives, Neonatal Doctors and Nurses, and external 
representation.  

 
Maternity Services continues to embed the Saving Babies Lives Care Bundle by leading on a Quality 
Improvement project for carbon monoxide screening, aspirin risk assessments, reduced fetal movement 
risk assessment, and surveillance of babies for growth restriction. A Saving Babies Lives Care Bundle 
Midwife started in post in May 2022 to lead on these improvement initiatives and monitoring progress. 
 
Harm free care 
One of our priorities in 2021/22 was to ensure that our patients were cared for safely and without harm. 
Harm free care is defined by the absence of pressure ulcers, harm from a fall, urine infection (in patients 
with a catheter), new venous thromboembolisms (VTE) and harm from medication errors.  
 
Our achievements against our priorities and aims for ensuring continued improvement to the safety of care 
received by our patients in 2021-22 can be seen in the table below. 
 
Measure Q3 update Q4 update Yearly target 
Zero Category 4 hospital - 
acquired pressure ulcers Achieved Not achieved.  2 

Category 4 HAPU 
Not achieved.  2 

Category 4 HAPU 
40% reduction in Medical Device 
related Hospital Acquired 
Pressure Ulcers 

Not achieved Not achieved Not achieved 

40% reduction in hospital-
acquired Category 2 pressure 
ulcers 

Not achieved Not achieved Not achieved 

5% reduction in the number of 
falls resulting in harm 

36% reduction 
compared with Q3 

2020-2021 

44% increase 
compared with Q4 

2020-2021 

Yearly: 9% 
reduction.  Target 

achieved. 
Achieve zero preventable deaths 
from VTE Achieved Achieved Achieved 

 
Hand hygiene and Infection, Prevention and Control practice Compliance  
Hands are the main pathways of germ transmission during the delivery of health care. Hand hygiene is 
therefore the most important measure to avoid the transmission of harmful germs and prevent health care-
associated infections. 
 
Through increased training in clinical areas by the Infection Prevention Control (IPC) Team, our hand 
hygiene compliance target of 95% was maintained throughout 2021/22. 
 
In addition, we have focused on compliance standards related to the latest Personal Protective Equipment 
(PPE) guidance to ensure that appropriate use and hand hygiene is undertaken on removal and when 
required. We have demonstrated an increase in compliance with PPE use across the organisation. 
 
Our continued compliance rates reflect the efforts our staff have made to ensure the highest possible 
standards are met, to protect our patients from unnecessary infections during their visit or stay.  
 
Maintaining effective Infection Prevention and Control standards  
We met our objective of a reduction in Gram Negative Blood Stream Infections (GNBSI) for E Coli. With 
a trajectory of 105 set at the beginning of year we came in under target at 64 cases. Both trajectories for 
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Klebsiella and Pseudomonas were unfortunately breached, with the Klebsiella trajectory at 24 and our 
total at 26, and the Pseudomonas trajectory at 11 and our total at 16. Further work is planned across the 
system with a reduction in COVID–19 cases allowing us to focus our efforts on non-COVID-19 related 
infections. 
 
Other organisms, in particular C. difficile and gram-negative organisms with antibiotics resistance, such 
as carbapenemase producing enterobacteriaceae (CPE), have seen a rise in rates. Initially, C. difficile 
cases were recorded at 60 for the year 2021/22 against a trajectory of 41, however a review with 
commissioning colleagues resulted in 23 of these being identified as non-trajectory cases with no Trust 
apportioned lapses in care identified. There are now 37 cases recorded for the organisation, which is under 
the trajectory.  
 
We are continuing to work on the management of C. difficile cases. With a rise in overall antibiotic 
consumption across the organisation, largely due to COVID–19, a review of Trust prescribing guidance 
has been carried out, and collaborative work with our colleagues working in the community has been 
planned. We are focused on IPC practices including cleaning, PPE use and isolation precautions, with C. 
difficile awareness sessions, PPE campaigns and refresher cleaning sessions included.  
 
With antibiotic consumption rising across the Integrated Care Systems (ICS), the Clinical Commissioning 
Group (CCG) has developed an antibiotic stewardship group with members from across the ICS. Within 
the Trust, we have shared prescribing data and improvement actions taken, specifically relating to duration 
of use, review of duration and antibiotic choice (in line with Trust policy). Further support and education 
are available from the antimicrobial pharmacist and microbiology lead for stewardship.   
 
A rise in cases of both C. difficile and CPE in the medical division has resulted in the development of a 
robust action plan with estates, cleaning and clinical input. A peer review undertaken with fellow acute IPC 
teams, Public Health and the CCG included positive feedback and agreement of actions. No further cases 
of CPE have been associated with the area. 
 
Whilst there was no formal trajectory for MRSA and MSSA bacteraemia in 2021/22, we continued to have 
a zero-tolerance policy to these infections. In 2021/22, there were two cases of MRSA (re-admission within 
28 days) and 20 MSSA bacteraemia infections (12 post 48-hour cases, and eight were re-admission within 
28 days) within the Trust. Full investigations have been undertaken with no highlighted themes in data.  
 
We are working to relaunch Aseptic Non-Touch Technique (ANTT) practices with the use of new vascular 
access devices and equipment. The products will improve standards and promote best practice.   
 
COVID–19 has continued to dominate the IPC workload with the emergence of variants of concern, 
including Delta and Omicrom. These variants are more contagious and present challenges with 
management to prevent nosocomial infections and transmission. There has been a national focus on 
nosocomial COVID-19 since June 2020, with NHS England and Improvement guidance circulated on the 
categorisation of nosocomial acquired infection and associated screening regimes. 
 
Mandatory reporting of all cases of COVID-19 continues, and a process to manage outbreaks and clusters 
is embedded across the Trust. A programme of monitoring and assurance is aligned against the board 
assurance framework (BAF), and risk assessments are undertaken in line with the Hierarchy of Controls 
outlined in the National IPC guidance.  
A thematic review of nosocomial cases has been carried out and identified environmental, operational, 
and clinical themes. As part of the review, we agreed a clear plan to assess and improve management, 
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including risk assessments for admission to identified areas, implementation of plastic curtains to 
segregate bed spaces, use of mobile HEPA filters to aid ventilation, and enhanced cleaning regimes in 
identified areas (shared facilities and a focus on IPC practice and correct PPE usage).  
 
Code of Practice (COP) audits have been adapted to align with the IPC BAF and are undertaken monthly. 
These have also been added to the IPC dashboard and reviewed at IPC panel. Themes from audits are 
added to IPC divisional action plans and spot check COP audits are carried out to ensure all areas are 
covered and areas highlighted with issues (for example, higher than average infection rates) are completed 
weekly or more regularly if required. 
 
Throughout 2021/2022, the IPC team has provided formal education in addition to ad hoc sessions to 
target areas requiring support, such as those with clusters of cases and outbreaks. We met our objective 
for mandatory and statutory training for IPC, reporting 90% compliance. 
 
The majority of IPC policies have been updated with the remainder in progress. Further work within the 
ICS IPC teams have resulted in shared policies, operational management and a collaborative focus on 
education. 
 
Medicine Storage Compliance  
Throughout 2021/22, we conducted six monthly audits of the storage of medicines. The medicine storage 
compliance reports in Q1 and Q4 show similar results to the previous audits. 
 
In Q1, there was an increase in compliance such as the outer treatment door keypad numbers being 
changed six monthly by Estates, medicine cupboards in treatment rooms being locked and ensuring the 
fridge storing medicines is locked. However, there was a reduction in compliance in areas such as the 
updated storage requirements, i.e. storing of open insulin pens/cartridges in POD lockers and ensuring 
opened insulin pens have date opened stickers completed. 
 
These areas of non-compliance were addressed, and spot audits carried out to ensure ongoing 
compliance and to increase staff awareness. This action had a positive impact and increased staff 
awareness of the importance of compliance with secure storage of medicines according to the storage 
policy. 
 
An audit in Q4 showed an increase in compliance against updated insulin requirements, such as ensuring 
opened insulin vials have the date opened stickers completed. 
 
It is important to note that there was a decrease in compliance with wards not always locking medicine 
cupboards in treatment rooms. Another issue was the absence of Yellow Disaster Recovery folders in 
case the EPMA system was not operational, as the folder has instructions on what to do and paper copies 
of relevant documents. This has now been addressed and a programme of work is underway to ensure all 
wards and areas have the folder, which is nearing completion. 
 
We have a robust governance structure in place, and the safety of medicines is monitored through the 
Medicines Use and Safety Panel (MUSP), which receives and reviews the six-monthly audit results. It is a 
priority for 2022/23 to ensure the Trust’s management of medicines is of the required standard and in line 
with our Medicines Management Policy. 
 
 
 



 
18 

Seven Day Service  
Patients should expect to receive a consistently good standard of care every day of the week. In 2013, the 
NHS launched its Seven Day Services initiative to target and reduce the increased mortality rates being 
seen at weekends. As part of this, ten clinical standards were launched and four of these were made into 
national priority targets, against which trusts are required to conduct bi-annual self-assessments.  
 
The four priority national standards are: 

• Standard 2: Time to first consultant review (within 14 hours of admission).  
• Standard 5: Access to diagnostics (within one hour for critical patients, 12 hours for urgent patients 

and 24 hours for non-urgent patients).  
• Standard 6: Access to consultant directed interventions (weekday and weekend access either on 

site or via formal network arrangements). 
 
Standard 8: Ongoing consultant review (weekdays and weekends for patients requiring once daily and 
twice daily reviews). 
 
Under national instruction issued at the start of the pandemic, progress monitoring and reporting for Seven 
Day Services was suspended in February 2020. Updates were unavailable for the period between April 
2020 to February 2022. 
 
A revised Board Assurance Framework for Seven Day Hospital Services Guidance for Providers of Acute 
Services was published in February 2022. This new guidance aims to reduce internal data collection 
burden for trust boards. Monitoring has resumed and trusts are now required to produce an annual board 
assurance framework with focus on the four priority standards demonstrating compliance through: 

• Acute patient flow data 
• Consultant job plans 
• Deep dives (where necessary) 
• Wider performance and experience measures. 

 
We are now establishing a new process for self-assessment using the revised guidance and will report 
through an updated board assurance framework in quarter four. 
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Theme 2: 
Ensuring Services are Caring and Responsive  
 
In 2021/22, some of the Trust’s priorities were to improve patient experience with a particular focus on 
discharge, the booking process, and our use of volunteers. Additionally, we wanted to ensure our patients 
with additional needs also received individualised, compassionate care with reasonable adjustments made 
whenever necessary. 
 
It is important that our patients are treated with compassion, kindness, dignity and respect, and that our 
services are organised to meet their needs. It is essential that we listen, respond, and use patient feedback 
to make improvements.  
 
Priority 2: Implementing Best Practice and Reducing Clinical Variation 
 
In 2021/22 we worked to our vision to provide the best care to every patient, every day. At the heart of this 
is the desire to keep learning and ensure that our care is in line with best practice. 
 
A patient’s experience and clinical outcomes should not be driven by differences in who they are treated 
by. Our aim is to establish a single common view of best practice across our clinical pathways that can be 
shared and learned from, to drive a reduction in variation and ensure the best care is received by every 
patient, every day. 
 
Care pathway redesign 
Care pathways, also known as Clinical Pathways, aim for greater standardisation of care and treatment 
with less unwarranted variations in care delivered and improved outcomes, from both a quality and a 
clinical outcome perspective. 
 
Through our clinical partnership with Royal Free London NHS Foundation Trust, we have been able to 
work closely with Clinical Pathway Groups (CPGs) and their clinicians, to collectively identify best practice 
and implement this ourselves. During 2021/22, we continued to work on the eight pathways identified (the 
Right Upper Quadrant Pain pathway has been paused during the pandemic due to theatre capacity), which 
has led to pathways redesigns and improved clinical and patient benefits. 
 
A summary of progress with our CPG Programme in 2021/22 is as follows: 

• Prostate pathway: a reduction in average days from two week wait referral to MRI by 10 days by 
implementing nurse led triage of referrals. 

• Induction of labour: a reduction in time to cervical ripening by eight hours, achieved by 
implementing a non-pharmacological method of induction and findings from patient co-design work. 

• Anaemia: we developed and implemented intravenous iron infusion pathways to standardise care 
and treatment. 

• Chest pain: we have been able to diagnose in less time and reduce avoidable admissions through 
a new chest pain pathway. 

• Wheezy child: we have streamlined care by redesigning the pathway and implementing findings 
from patient co-design work. 

• Community Acquired Pneumonia (CAP): we have developed and implemented a new CAP 
pathway to reduce unwarranted variations in care. 

• Frailty: an increase in the number of patients seen and discharged on the same day by the frailty 
service. 
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• Early pregnancy: we have implemented patient self-referral and redesigned the pathway to 
increase the options available for miscarriage management. 

 
A business case to support an expansion of the CPG programme was approved in June 2021. We have 
recruited a Senior Analyst and Programme Lead and the recruitment process for Finance Officer is in 
progress. Our ambition is to roll out additional pathways up to a total of 40 over a three-year plan, all 
aligned to Trust priorities. This work will begin with 15 new pathways in the first year and includes three 
new pathways approved by the Clinical Decision Panel in March 2022: Enhanced recovery post caesarean 
section, Pulmonary Embolism, and Haematuria.  
 
We have also invested in Quality Improvement (QI) training for our pathway clinical leads and an 
improvement advisor course for our programme manager and lead, supporting the CPG team to build a 
culture that enables continuous improvement of the care we deliver to our patients. A CPG workshop was 
held in June 2021 showcasing the progress the Trust has made on the various pathways.  
 
A successful patient co-production workshop was held in February 2022 and the CPG patient co-
production work for the induction of labour and wheezy child pathways were presented as exemplar 
projects. Patient co-production focus group sessions are in planning for early pregnancy and wheezy child.  
 
The next steps for the CPG programme will be to implement the three new pathways, develop a costing 
strategy for all pathways and undertake patient co-design workshops. 
Success will be identified through reduced clinical unwarranted variation, leading to improved patient 
experience, consistently higher clinical outcomes, operational efficiency through greater consistency, and 
best value care. 
 
We will monitor progress through monthly progress reports and meeting with pathway clinical leads to 
review relevant data. For each pathway suitable, agreed metrics will be tracked monthly to ensure we are 
delivering the expected improvements in care. 
 
Quarterly meetings for clinical pathway leads will track progress in establishing and implementing clinical 
pathways. The Associate Medical Director for Strategy provides clinical leadership and oversight for the 
CPG programme and Clinical Decision Panel provides the governance. 
 
The CPG programme provides assurance via Quality Committee which reports to board. 
 
Areas of service transformation across a number of pathways include:  

• Multi-provider partnerships – the coming together of existing providers of care to redesign and 
implement a revised care pathway. 

• The Hertfordshire Valleys Integrated Diabetes Service (HIDS) formally started in April 2018 as a 
single service for adults with diabetes across West Hertfordshire. The partnership between 
Hertfordshire Community NHS Trust, Hertfordshire Partnership Foundation Trust and Primary Care 
has been enhanced through: 

o Single Nurse Leadership across HIDS 
o Single AHP Leadership across HIDS 
o Online structured education 
o Multi-disciplinary foot team (MDFT), which has seen a significant decrease in hospital 

admissions as patients are now being managed in an outpatient setting 
o Work with Primary Care Networks to integrate care delivery and enhance a single diabetes 

service across the area. 
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• We continue to provide Rheumatology Consultant and Specialist Hand Consultant support into the 
community musculoskeletal service. 

• We continue to work collaboratively with Enhanced Community Service providers to safely develop 
integrated care for several areas including: 

o Musculoskeletal care 
o Ear Nose and Throat 
o Ophthalmology 
o Nutrition and Dietetics 
o Diagnostics 
o Paediatrics 
o Heart Failure 
o Respiratory. 

 
Outpatient transformation as part of our Covid-19 recovery programme 
Working across the Integrated Care System (ICS) we have agreed priority areas for transformation in line 
with the NHS Long Term Plan. The national and regional ambition is a 25% reduction against 2019/20 
activity levels by March 2023 through a personalised approach to the management of outpatient follow 
ups. 
 
Patient Initiated Follow Up (PIFU) aims to be responsive to patients’ needs during the fluctuation of their 
condition and minimise the likelihood of missed appointments (and therefore, wasted resources). In PIFU, 
appointments are managed by the patient according to their needs, unlike traditional clinician led 
appointments. This approach has been implemented for Women’s Health Physio, Cardiology, 
Rheumatology, Dermatology, Ophthalmology, Breast, Colorectal, Prostate, Fractures and Diabetes.  Roll 
out to other service areas is planned for 2022-23. 
 
The Advice and Guidance programme aims to offer specialist support, advice and treatment plans to GPs 
to avoid unnecessary referral into secondary care and ensure that patients who can be managed in primary 
care are provided with an appropriate management plan for their condition within a short timescale. This 
way of working is now utilised in the majority of specialties. Referral Assessment Services (RAS) have 
been set up in several specialties and Consultant Connect, a national advice and guidance service for 
GPs, has also been implemented locally as another means of supporting appropriate treatment of patients. 
 
Virtual Hospital is where hospital level healthcare is delivered in a patient’s home. Data show that this is 
safe and highly acceptable to patients as well as very resource effective as the need for inpatient beds is 
reduced. The Trust already has one of the most developed Covid-19 virtual hospital models in the country 
with over 6000 patients treated. Throughout 2021 we planned an expansion of our virtual hospital to have 
two more pathways: chronic obstructive pulmonary disease (COPD) and heart failure (HF). Staff were 
recruited to deliver this with in particular a state-of-the-art remote monitoring hub, and we worked with 
industry partners to deliver an effective remote monitoring solution. The COPD/HF VH was designed as a 
system wide project with WHHT, our community partner (CLCH) and the Herts Valley CCG. The virtual 
hospital went live in December 2021 and has so far treated 199 patients. We have demonstrated that 
compared to patients who have not been admitted to the virtual hospital, patients who have been through 
the VH pathway have a length of stay that is 3 days shorter in heart failure and 1.5 days shorter in COPD. 
These are major reductions in length of stay. Very importantly we have also demonstrated that the pathway 
is safe. Our feedback has indicated that the pathway is highly acceptable to patients with truly excellent 
feedback (mean overall feedback score 8-9/10). Our priorities are now to expand our excellent VH team, 
to enrol more patients in these pathways, and to explore other disease processes where we can use this 
approach (liver disease, diabetes, frailty, respiratory infection). 
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Virtual Consultations became the norm during the pandemic to enable patients to receive consultations 
whilst maintaining patient safety. The Trust position is that all new patients will be seen face to face, but 
the continued use of virtual consultations offers patients the opportunity to have a discussion about their 
clinical needs without the need to physically attend the hospital to do so, saving time and cost for the 
patient. 
 
Clinical innovation examples include: 

• Teledermatology - The use of GP initiated photos and associated clinical information sent directly 
to the dermatologist who will give advice on diagnosis, investigations and management options 
within 72 hours. On average 70% of referrals made using Teledermatology appropriately avoid an 
outpatient appointment. 

• The Colorectal Two-Week Wait Telephone Assessment Clinics Service – an evidence based, 
nurse-led telephone assessment clinic service enabling ‘straight to test’ in line with the national 
‘straight to test’ initiative is now a substantive way of working. 

• Paediatrics – An Integrated Care Partnership level paediatric transformation board is now well 
established with good clinical and operational engagement. The overall aim of the group is to 
review current paediatric and young person’s service models and identify opportunities for 
transformation. Focused areas of work include: 

• A GP and community hotline to a consultant paediatrician to seek advice and guidance and 
potentially avoid a referral or unplanned attendance has been fully rolled out and is supported by 
Consultant Connect Model. 

• An integrated Wheezy Child service is fully operational to support admission avoidance for children 
with respiratory issues. 

• Work on producing education resources for GPs based on themes identified through the hotline 
and Advice and Guidance programme has begun and draft information is being developed across 
a range of areas. 

• A business case is in development for a new nurse led neonatal jaundice service to deliver 
improved patient experience through appropriate phototherapy at home and a reduction in 
children’s emergency department attendances. 

• The paediatric phlebotomy service has been fully transferred to Hertfordshire Community Service 
and supports children to access care in a dedicated centre. 

• The Integrated Respiratory Transformation Programme continues, with all clinical pathways having 
been reviewed to ensure that patients receive the best care from the most appropriate clinician. 
The service includes consultant-led triage to support advice and guidance plus, straight to test, 
straight to community and virtual hospital follow up services. Other areas of development for this 
patient group are the mobilisation of the Chronic Obstructive Pulmonary Disease (COPD) virtual 
hospital and the Interstitial Lung Disease clinics transition to our Specialist Consultant Team. 

• Frailty service transformation across our local system has now been established with the focus 
being to work together to improve outcomes for frail group of patients avoiding admission to hospital 
wherever possible. The transformation is building on the work carried out to identify frail patients 
through the use of the Rockwood Clinical Frailty Score, with all admitted patients over 65 being 
screened and the outcome shared as part of their discharge arrangements. We have previously 
had the opportunity to work as part of the NHS Elect Acute Frailty Network and had excellent 
feedback for this vulnerable group. We have continued with the changes implemented and built on 
these further which now includes. 

o Frailty awareness programme across the Trust 
o Implementation of a comfort trolley in the Emergency Department 
o Educational events 
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o Internet frailty service page 
o All over 65s having their Clinical Frailty Score included in their admission summary 
o Relocation of the Frailty Unit to support it staying open throughout winter (previously it was 

often required for surge capacity) 
o Additional capacity in the Frailty Unit to support more patients  
o Dedicated porter for the Frailty Unit to support patients flow through the unit and, whenever 

possible, home 
o Creation of a new care of the Elderly Nurse Consultant post to enhance the care provision 
o Re-establishment of the Frailty Hotline for GPs and community teams to access with access 

to the community Rapid Response Team for avoidable attendances. 
 
Together with our health and care partners we have developed and mobilised the Integrated Virtual 
Hospital. This programme of work involved secondary, primary, community and voluntary services and 
enables patients who otherwise might be in a hospital bed to received quality care at home. 
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Priority 3: Improving Patient Experience  
 
Several initiatives were put in place during 2021/22 to help relieve some of the challenges faced by 
patients, carers and staff. As we come out of the pandemic the patient experience team has made many 
changes, some of which are continuing across the organisation: 

• We continue to work in collaboration with the co-production board, developing projects to engage 
and involve local people, patients and partners. 

• We continue to provide the ‘letters to loved ones’ scheme on request, facilitating a message service 
which was introduced to promote communication between inpatients and their families when they 
could not see each other.  

• The family liaison line service continued until April 2022. This was established to promote a regular 
communication stream between relatives and the hospital, where a clinical and holistic update was 
provided to relatives over the phone when visitation restrictions were imposed due to COVID-19.  

• Digital solutions such as iPads were introduced to enhance the surrogacy service and are still being 
used. 

• We have reviewed the hours of the patient affairs office, to ensure we meet additional service 
needs, in particular for the delivery of fast-track funeral arrangements to meet the religious needs 
of our service users. We now operate a Sunday service for out of hours and deaths that occur over 
the weekend. 

• During the pandemic we increased our pastoral care team by two members and extended the 
hours of service to meet the additional need. The staff have now returned to regular working 
patterns, supporting patients and loved ones and facilitating religious and spiritual care. The 
pastoral care team continues to operate a 24/7 on call service over all three Trust sites. 

• The pastoral rooms have been developed to allow more staff to come and use them, creating a 
neutral space that is open whether or not staff follow a religion. There is also a privacy pod available 
for staff to use for private conversations, training and well-being. 

• A new framework was developed that allows our patients and the community to have an integral 
part in shaping pathways and service delivery.  

• We have improved the interpreting service through the use of a booking portal, so staff can ensure 
the booking is confirmed and cancel if necessary. We are working on improving communication 
further through video links. 

• The Patient Advice and Liaison Service (PALS) and complaints teams are working closely together 
to look at themes from concerns and complaints, sharing the feedback at the patient experience 
group, end of life meeting and divisional meetings. 

• The patient experience group is engaging with patients to improve the services that we provide 
with their input. 

• A carer group was established to give carers a direct line of support and a chance to talk about 
their experiences.  

• Our carers lead has established regular contact with carers in the community and our hospital 
carers.  

• A Carer Coordinator has been recruited on a 12-month fixed term contract, thanks to funding from 
NHS England and Improvement and the county council.  

• The Caring for Carers service has been reshaped and developed. 
• An ‘I am a Carer’ card and lanyard has been co-produced with carers to use alongside the carers 

agreement, with mealtime vouchers available for carers staying longer than visiting hours in 
inpatient areas, and free parking for carers. 

• Developing the support for working carers with senior leadership. 
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Discharge 
As the pandemic stabilised, the Trust launched a new programme of work with a mission to ‘Improve our 
patient’s journey and experience by ensuring the safe and timely discharge of care’. This programme is 
overseen by the Hospital Efficiency Group, which takes place bi-weekly and is chaired by the Chief Medical 
Officer. 
 
The group identifies areas for improvement, with a recent example of working with the emergency medicine 
division on admission avoidance. Other workstreams include streamlining the board round process to 
ensure there are accurate estimated discharge dates (EDD) and a multi-disciplinary approach to 
highlighting discharges early. This ensures patients are prepared safely and have good experiences when 
discharged. Nurse-led discharge is also being rolled out across the Trust, allowing nursing staff to follow 
clinically set criteria to discharge patients earlier.  
 
‘Criteria to reside’ data documents the reason a patient is in hospital and supports discharge and 
operational planning. Any patients who do not meet the requirements to reside in hospital are discussed 
at NMCTR (not meeting criteria to reside) meetings, which helps reduce a patient's length of stay.  
 
In all departments, patient information is recorded on a whiteboard. Overall, Trust performance for a daily 
update of the relevant whiteboard was 50.9%, broken down as: 

• Medicine at 70.2% 
• Emergency Medicine at 16.9% 
• Surgery at 37.4% 

 
In November 2021, the Trust began using an Electronic Patient Record (EPR) system. Before this, 
performance metrics were based on whether the whiteboard was updated, and now the information 
collected through the new EPR is based on two questions. First, does the patient have a reason to reside 
form recorded that day, and second, do they have a critical discharge date form recorded that day. Both 
questions need to be completed.  
 
Data capture improved significantly in 2021; however, with implementing a new EPR, the teams are 
navigating a new system and multiple workflows. A training programme is underway and system changes 
have been planned to make the data capture more user friendly. Once the new system has been set up 
to meet requirements, targets will be determined and regularly reviewed by the group. 
 
We have made many improvements after sharing learning with the different agencies that attended the 
successful Multi-Agency Discharge Events (MADE) throughout the year. These support timely patient 
discharge, and the Trust continues to plan events over busier periods such as bank holidays, to support 
discharge and patient flow when demand is high. 
 
Fresh Eyes is a project that has been embedded within the Trust. This is a roaming multi-disciplinary team 
(MDT) comprised of a lead clinician, senior nurse, IDT staff (normally a social worker and Discharge 
Planning Nurse) and a non-clinical manager. Using inpatient data drawn from Trust databases (IDT 
database, Criteria to Reside, I reporter discharges), wards are selected where data has indicated that the 
team could have a positive impact in supporting patient discharge. The MDT works with ward staff to 
review patients ready to be discharged, identify internal or external delays, troubleshoot any problems, 
and speed up the treatment and discharge process to reduce the length of stay for patients. Fresh Eyes 
is used at times of exceptional demand to maintain patient flow through our hospitals. 
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Our Internal Discharge Team has been restructured to support patients having a well-planned, informed, 
and timely discharge. The team is due to carry out a review the impact of the changes in due course. 
 
Table of achievements by quarter 
Target Q1  

(Apr-Jun 2021) 
Q2  
(Jul-Sep 2021) 

Q3  
(Oct-Dec 2021) 

Q4  
(Jan-Mar 2022) 

Achieve 33% of 
discharges before 
midday 

Overall, Trust 
performance for 
Q1 was 19.0%, 
with Surgery at 
25.0%, Medicine 
at 17.2% and 
Emergency 
Medicine at 
10.0%.  

Overall, Trust 
performance for 
Q2 was 18.4%, 
with Surgery at 
26.0%, Medicine 
at 15.4% and 
Emergency 
Medicine at 9.1%.  

 Overall, Trust 
performance for 
Q3 was 15.7%, 
with Surgery at 
20.8%, Medicine 
at 14.3% and 
Emergency 
Medicine at 9.1%.  

Overall, Trust 
performance for 
Q4 was 15.4%, 
with Surgery at 
18.7%, Medicine 
at 15.4% and 
Emergency 
Medicine at 9.5% 

Reduction in long-
stay patients (26% 
reduction in bed 
days) 

There was a 
deviation of 7% in 
reaching the 
quarterly targeted 
number of bed 
days in order to 
achieve a 
reduction of 26%.  

There was a 
deviation of 
almost 20% in 
reaching the 
quarterly targeted 
number of bed 
days in order to 
achieve a 
reduction of 26%.  

There was a 
deviation of 23% 
in reaching the 
quarterly targeted 
number of bed 
days in order to 
achieve a 
reduction of 26%.  

There was a 
deviation of 56% 
in reaching the 
quarterly targeted 
number of bed 
days in order to 
achieve a 
reduction of 26%.  
(The monthly 
average of 
patients with a 
LOS >= 21 days 
increased to 153 
in FY21/22 from 
127 in FY20/21) 

40% of discharges 
go via the Patient 
lounge 

Overall, Trust 
performance for 
Q1 was 45.6%, 
with Surgery at 
44.4%, Medicine 
at 48.2% and 
Emergency 
Medicine at 37.1%  

Overall, Trust 
performance for 
Q2 was 41.3%, 
with Surgery at 
46.5%, Medicine 
at 40.3% and 
Emergency 
Medicine at 33.4%  

Overall, Trust 
performance for 
Q3 was 38.3%, 
with Medicine at 
39.6%, Surgery at 
38.5% and 
Emergency 
Medicine at 31.4% 

Overall, Trust 
performance for 
Q4 was 34.4%, 
with Medicine at 
37.4%, Surgery at 
35.8%, and 
Emergency 
Medicine at 20.6% 

Whiteboard data 
capture 
Criteria2Reside, 
previously known 
as red2green 

The daily update 
of the Whiteboard 
has been 
embedded in Q1. 
Overall, Trust 
performance was 
57%, with Surgery 
at 36.4%, 
Medicine at 84.6% 
and Emergency 
Medicine at 12.5% 

Overall, Trust 
performance for 
the % daily update 
of the Whiteboard 
was 61.6%, with 
Surgery at 49.7%, 
Medicine at 85.0% 
and Emergency 
Medicine at 11.1% 

Overall, Trust 
performance for 
the % daily update 
of the Whiteboard 
was 69.2%, with 
Surgery at 53.5%, 
Medicine at 89.4% 
and Emergency 
Medicine at 37.2% 
(Please note: Data 
included before 

Overall, Trust 
performance for 
the % daily update 
of the Whiteboard 
was18.2%, with 
Medicine at 
22.8%, 
Emergency 
Medicine at 13.1% 
and Surgery at 
12.7% (Please 
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the 
implementation of 
EPR on 
26/11/2021) 

note: The 
information 
collected through 
the new EPR are 
now based on 2 
questions, namely 
1) Do they (the 
patient) have a 
reason to reside 
form recorded that 
day? and 2) Do 
they (the patient) 
have key 
discharges dates 
form recorded that 
day? Both 
questions need to 
be completed. 

 
Booking Process  
Since we have begun to reduce COVID-19 restriction measures the Trust has seen an increase in referrals, 
which has partly contributed to the considerable increase in calls received by the Outpatients Department 
between January and March 2022 (figures outlined below). Shortly before this period, we began the 
process of moving to an Electronic Patient Record (EPR) system.  
 

• 52,697 calls in total 
• 17,386 answered (33%) 
• 19,526 abandoned (37%) 
• 15,785 transferred (30%) 
• 13,193 Emails actioned on Netcall 
• 1,113 web chats. 

 
While we recognise the call abandon rate is high, we expect this to decrease steadily as the Trust settles 
into using the EPR system and the new call centre system, Netcall.  
Netcall has significantly improved the quality of patient contact and communication, expanding patient 
contact options to include emails, web chats and recorded calls. The new system also allows us to improve 
staff training by reflecting on monitored and recorded calls to identify areas for learning. The Outpatient 
Booking Team has now been fully trained and we are rolling out the course to outpatient reception teams 
on all sites. 
 
Netcall also allows us to monitor and report on workflow and capacity, data which will support a review of 
our workforce establishment aimed at establishing staff numbers required to provide the best possible 
level of support to patients and services. As a department, Outpatient Services will continue to improve 
communications to provide the best possible patient experience. 
 
Volunteers  
The Response Volunteer Hub was set up in March 2020 to support the Trust during the pandemic. The 
Hub has 322 volunteers (figures from April 2021-March 2022), and in the previous year had 247 volunteers.  
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This initiative was one of the first in the country, seen as an exemplar to other trusts and it was commended 
by NHS England and Improvement, Helpforce and the Institute for Voluntary Action Research.  
 
In November 2020, the hub expanded its response to the second wave of COVID-19 and began operating 
seven days a week. Our volunteers ensured that belongings dropped off by family and friends were 
delivered to patients, and during the height of the pandemic accepted donations from members of the 
public and businesses which were sorted into goodie bags and given out to members of staff.  
 
All volunteers are given a polo shirt and a volunteer badge which makes them feel part of Trust and ensures 
they are easy to recognise throughout the hospital.  
 
In the past few months our volunteers have continued to support the wards by offering more direct support 
to patients, making them tea or coffee and being a friendly face to talk to. As part of Volunteer Week (1-7 
June 2022) we displayed posters throughout the hospital, visited every department where projects are 
ongoing and talked about what the Volunteer Service can offer.  
 
We also used this opportunity to listen to staff feedback about the volunteers which was all positive. As a 
way of thanking our volunteers for all their help, they were invited to an Afternoon Tea event at Watford 
Football Club on 17 June.  
 
At the beginning of 2022 we had the opportunity to review the way we had been working and update our 
structure as we move out of the pandemic response. There have been strong benefits to having such a 
large volunteer workforce in place and it’s clear that ongoing funding is required to continue the services 
delivered and to develop innovative and novel volunteering roles in response to the needs of the patients 
at our hospital and in the community. 
 
The vision of Voluntary Services is to build creative and dynamic partnerships with a range of organisations 
and staff to place volunteers across the Trust and help support the work our teams do every day.  
 
Our volunteers support around the Trust by helping patients, families, carers and members of staff by 
assisting or completing a very wide range of tasks.  
 
Dedicated projects currently run by Voluntary Services:  

• Volunteering Project in the Trust 
• Emergency Department volunteers 
• TYPSI (Youth Volunteers) 
• Women and Children’s Services (WACS) and Breastfeed Peer Support Volunteers 
• End of Life Volunteers. 

 
During 2021/22 Voluntary Services achieved the following: 

• We submitted a business case for future funding, new opportunities, and a restructure that would 
deliver a sustainable and value for money future for the service. 

• We presented an Impact Report in December 2021 to the Charity Committee and successfully 
secured £25,000 from NHS England and Improvement. 

• We are supporting priority areas in the NHS Long Term Plan, being an active part of the Integrated 
Care System and representing our Trust locally (this increases resilience, connections, and 
cohesion in communities).  
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• We have gone above and beyond our strategic goals and provided more volunteering opportunities 
across the Trust. Volunteering is shown to improve health and wellbeing, increases skills for 
employees, supports personal development and supports the wider Trust. 

• We created three new fixed term, full time posts, all funded by the Trust charity, Raise: 
o Band 6 Deputy Voluntary Services Manager 
o Band 5 Pastoral Care Volunteer Coordinator 
o Band 5 Women's and Children's Services Volunteer Coordinator 
o Chris Parramore, a WACS volunteer, won the ‘Creating a Positive Environment to Support 

Diversity’ award in the Stars of Herts Annual Awards with two more volunteers from the 
Emergency Department also nominated for awards. 

 
Considering the challenges we have faced, we strongly believe that we have worked well together as a 
team and maintain the high standards of the Trust in supporting patients, staff, carers and families. 
 
Improving Patient Experience: Volunteers 
Measure of success Q1 & Q2 Q3 Q4 
Maintain minimum 
90% volunteers 
reporting their time 
spent volunteering 
was beneficial to staff 
and patients. 

2020/21 
93% of volunteers 
surveyed felt their time 
spent volunteering was 
beneficial to patients 
 
2021/22 
98% of volunteers 
surveyed felt their time 
spent volunteering was 
beneficial to patients  

2020/21 
93% of volunteers 
surveyed felt their time 
spent volunteering was 
beneficial to patients 
 
2021/22 
99% of volunteers 
surveyed felt their time 
spent volunteering was 
beneficial to patients  

2020/21 
95% of volunteers 
surveyed felt their time 
spent volunteering was 
beneficial to patients 
 
2021/22 
99% of volunteers 
surveyed felt their time 
spent volunteering was 
beneficial to patients 

Increase volunteering 
hours to support 
patients (10% 
increase in patient 
support hours 
volunteered). 

2020/21 
Avg: 743 per month 
 
2021/22 
Avg: 2899 per month 

2020/21 
Avg: 797 per month 
 
2021/22 
Avg: 1691 per month  

2020/21 
Avg: 923 per month 
 
2021/22 
Avg: 1358 per month 

Increase volunteer 
support with 
mealtimes (10% 
increase in mealtime 
support hours 
volunteered). 

2020/21 
Avg: 96.5 per month 
 
2021/22 
Avg: 378 per month 

2020/21 
Avg: 107 per month 
 
2021/22 
Avg: 161 per month 

2020/21 
Avg: 209 per month 
 
2021/22 
Avg: 135 per month 

Maintain minimum 
95% compliance on 
statutory mandatory 
training renewals and 
DBS renewal. 

98% compliant 99% compliant 99% compliant 
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Priority 4: Patients with Additional Needs  
 
We aim to provide the highest quality of care for every patient, every day, and we acknowledge that some 
patients may require additional or modified care to achieve this. 
 
Mental Health  
During 2021 and 2022 the number of patients presenting in mental health crisis and with complex social 
needs remained significantly high. Many patients require multi-agency facilitative care planning to improve 
their experiences, reduce risks and improve discharges.  
 
A named nurse for mental health and complex needs has been appointed and will continue to develop a 
work plan to improve patient care for when someone attends in psychological and mental health crisis or 
has associated complex social needs. The named nrse works closely with the mental health liaison team, 
which remains on site 24 hours a day, as well as the wider integrated care system. This collaborative way 
of working provides innovation and joined up care for patients attending the Emergency Department and 
for those who require acute hospital admission whilst awaiting inpatient psychiatric care or discharge to 
another destination. 
 
A robust database has been put in place to record mental health sections, including dates of expiry, tribunal 
requests, section 17 leave and transfers of sections. This is shared with the Mental Health Act team at 
Hertfordshire Partnership NHS Foundation Trust (HPFT) periodically. A Standard Operating Procedure 
(SOP) written on the management of mental health section paperwork is in place within the Trust to support 
the governance around managing section paperwork in clinical areas. This is aligned to the Trust’s Service 
Level Agreement (SLA) with HPFT.  
 
Several SOPs have been developed to improve the management of patients who are detained or require 
restrictive practises. These include reporting of section 5(2), the application of section 17 leave, the 
management of anorexic patients and the multi professional approach and recording and monitoring of 
section paperwork. 
 
The missing persons pathway has been promoted across the organisation. This has been supported by 
the Trust security team and further promotion has been carried out in all clinical areas. Compliance with 
the pathway is monitored at the Trust’s Mental Health Steering Group with monthly deep dives and annual 
audits to ensure the pathway is used appropriately. Multi professional’s meetings are held monthly to 
review missing and absconding cases. These are attended by Hertfordshire Constabulary. 
 
Learning Disabilities 
The Safeguarding Team works collaboratively with the Acute Health Liaison Team (AHLT) to ensure there 
is a strong focus on promoting reasonable adjustments and equality in care provision. There is an 
established learning disability partnership with an associated work plan to ensure local and national 
recommendations are achieved. 
 
Patients with a learning disability were particularly vulnerable to COVID-19. Work to support patients 
admitted during the pandemic included:  

• Joint ward rounds between the safeguarding nurses and the AHLT. Every day, the teams visited 
every patient who had a learning disability to provide support with reasonable adjustments, 
complex care and discharge planning and ensuring appropriate documentation was completed in 
regards of MCA/DNACPR (Mental Capacity Act/Do Not Attempt Cardiopulmonary Resuscitation).  

• Staff were supported to provide daily updates to families and carers whilst visiting was restricted.  
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• Electronic devices were used to support patients undergoing clinical procedures. Families and 
carers were able to access Face Time to reassure the patients who were experiencing anxiety.   

• Easy read material and COVID-19 passports were made accessible electronically to support 
patients and staff.  

• The safeguarding team reviewed and audited every patient with a learning disability who tested 
positive for COVID-19 and had a DNACPR in place to provide assurance that each patient was 
assessed individually and not on the basis they had a learning disability. The audits were reviewed 
and analysed in conjunction with a review of the Structured Judgement Review (SJR), which 
demonstrated that patients with a learning disability received a good level of care during the 
pandemic.  

• The safeguarding team and AHLT participated in discussions to ensure the frailty score was not 
used to assess patients with a learning disability. This was to ensure health equality when reviewing 
processes in ethical decision making.  

• National specialist guidance on managing patients with a learning disability during COVID-19 was 
reviewed, summarised and shared with staff across the Trust. Information was provided to staff in 
clinical areas regarding reasonable adjustments, diagnostic overshadowing, and expression of 
pain.  

• Visiting guidance for parents or carers of patients with a learning disability was developed in line 
with national guidance.  

• The AHLT co-located with the safeguarding team. 
 
Safeguarding  
Safeguarding continues to be affected by the pandemic, with a rise in activity and complexity of cases 
presenting in the organisation. New ways of working and services within safeguarding have been 
developed to meet the needs of vulnerable patients. 
 
System funding has been obtained to develop a Named Nurse for mental health and complex needs post. 
Work around mental health has included supporting staff in managing acute presentations, co-ordination 
and management of complex cases, supervision and debriefs for staff particularly the enhanced care team, 
embedding of the MARSiPAN guidance for patients with eating disorders, and ensuring Trust compliance 
with legal responsibilities around the Mental Health Act. 
 
A successful bid to the Hertfordshire Police and Crime Commissioner has allowed us to directly employ 
an Independent Sexual Violence Advisor (ISVA). The aim of the role is to provide tailored support to victims 
of sexual violence or abuse where they are either members of staff or are patients accessing services 
provided by the Trust. 
 
The ISVA provides support and impartial advice about a person’s 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. A key aim for the project is for the hospital ISVA to be easily accessible to staff 
and patients and be able to respond immediately to patients when they present, for them to access support 
and sexual abuse services as soon as possible.  
 
The Hospital Youth Worker has been in post since February 2021 and the post is part of the wider 
safeguarding team. To date the service has had over 200 contacts with children and young people (CYP) 
and there are more than 30 active cases that involve targeted support from youth worker services. The 
highest number of referrals continue to be around mental health issues such as low mood, overdose, and 
self-harm. 
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There has also been support for CYP with family conflict, child sexual exploitation, child criminal 
exploitation, and drug and alcohol issues. The youth worker has been very visible within all departments 
and has attended ward rounds, huddles, supervision sessions with the diabetic team, and working on the 
wards as well. They also visit young people in adult ward settings for support and attend safeguarding 
training level three updates. 
 
Compliance for all levels of safeguarding training has remained high with all three levels of children and 
adults training above 90% compliance. Both mental capacity training and learning disability training are 
above 90% and PREVENT training compliance is 88%. There continues to be a focus on mental capacity 
training taking place in clinical areas to ensure staff are adhering to legal requirements and a mental 
capacity booklet has been produced to support staff in their decision making. 
 
Safeguarding supervision compliance for paediatrics and neonates has remained high at over 90% for 
both medical and nursing staff. Safeguarding children huddles run by the safeguarding team have been 
introduced daily in all paediatric and neonatal areas and regularly in unscheduled care settings.  
 
The Lavender team (safeguarding and complex needs midwives) have undertaken the management and 
coordination of maternity care for the locally accommodated Afghanistan evacuees. Many barriers were 
encountered whilst providing support for Afghan mothers and families, including mothers who arrived with 
no antenatal care, limited translating resources due to the demand from other services, families arriving 
with no personal belongings or baby equipment and the coordination of transport to maternity 
appointments. The Lavender midwives continue to collaborate with the Red Cross to ensure provision of 
the most suitable package of support. 
 
The Clinical Commissioning Group (CCG) conducted its annual Section 11 and adult assurance visit in 
November, concluding that the Trust demonstrates an immense commitment to promoting the health, 
safety and welfare of children, young people and adults who access services across the Trust. The case 
studies shared throughout the visit and in the self- assessment tool demonstrate care, compassion, and 
innovative practice. There were many examples of robust safeguarding arrangements across the 
organisation, which drive service improvement through examination of practice, regular auditing processes 
and implementation of contemporary safeguarding practice. Examples of good practice noted included: 

• Learning from serious incidents, including a good example of the Mental Capacity Act. 
• Identified learning from Safeguarding Adult Reviews and Domestic Homicides. 
• Making Safeguarding Personal audit demonstrating that people are at the centre of the Trust’s 

safeguarding adult work. 
• The development of supervision huddles, staff debriefs/Schwartz rounds and supervision on a 

weekly basis to improve staff knowledge and practice. 
• The excellent increase in safeguarding training compliance to pre-pandemic levels despite the 

continued pressure on staff. 
• The introduction of the Easy Read discharge summary project for parents and carers with learning 

disability about children discharged from Starfish ward. 
 
Services for young people  
The Trust has a virtual ward in place for 16- and 17-year-olds who are admitted anywhere in the 
organisation. These young people are visited at least once during their admission by the safeguarding 
nurses, and they are overseen by the senior paediatric nursing team.  
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This process continues and the paediatric matron works collaboratively with the named nurse for mental 
health and complex social needs to ensure that we are meeting the needs of our 16- and 17-year-old 
patients across the organisation.   
 
In Q4, a new record card for 11- to 18-year-olds was introduced in the Children’s Emergency Department 
and Emergency Department incorporating the HEADSSS assessment framework – a nationally 
recognised framework for identifying psychosocial and safeguarding issues. The record card was well 
received by clinicians and will be fully audited six months after implementation in Autumn 2022. Since 
November 2021, the HEADSSS assessment has been incorporated into the Electronic Patient Record 
through a power form.  
 
An audit of compliance for staff completing safeguarding information and HEADSSS assessments on the 
new cards for 12- to 17-year-olds was completed on 30 September 2021 and will be re-audited in 
September 2022. The audit was presented at the Trust’s Safeguarding Panel in October 2021. 
 
We are also pleased to report that the Trust was successful in our joint bid with Hertfordshire Youth 
Services to run a hospital youth worker project. A youth worker joined the team in Q4 to support 11- to 18-
year-olds (the national age metrics were changed during this quarter). Paediatric staff continue to be 
offered mental health awareness training from a variety of sources including national e-Learning and in-
house training led by the Children’s Crisis Assessment and Treatment Team (CCATT). 
 
To strengthen the training provided to our staff so that there is an increased awareness of how children, 
young people and young adults can be better supported, the paediatric nursing team has identified a 
champion to be a trainer for the ‘We Can Talk’ campaign. This is led by healthy teen minds, a values-
driven organisation seeking to amplify the voices of young people with lived experience of mental health. 
It is working to change the culture of acute hospitals through community building and training. This is a 
national programme and has recently begun to be rolled out through the Trust. 
 
Improving Access for Wider Community Groups 
In response to the disproportionate impact COVID-19 has had on women from Black, Asian and minority 
ethnic groups, the Trust’s maternity services created a small notepad with information in various languages 
to assist women where English is not their first language. 
 
The notepad was sent as a link for women to refer to as often as required and contained information on 
healthy eating, Vitamin D supplements and breastfeeding. 
 
The UK Obstetric Surveillance System (UKOSS) carried out a study in 2020 which revealed that 55% of 
pregnant women admitted to hospital with COVID-19 were from Black, Asian and minority ethnic groups. 
Further analysis found that Black pregnant women were eight times more likely to be admitted to hospital 
with COVID-19 while Asian women were four times more likely. With this data in mind, our community 
midwifery teams offered additional contacts for women from those ethnic groups to provide extra support 
and information. 
 
The maternity service also offered women personalised care plans as per the Better Births report (2016), 
which were built on decisions made by the woman and her service provider or healthcare professional. 
The care plans all differ in nature according to the woman's individual needs. For example, a woman with 
a disability may need the birthing environment to be adapted to suit her needs or a woman with certain 
risk factors will have a birthing care plan to accommodate the risk/s involved. The woman will have an 
honest, open, and unbiased dialogue with the health professional and will have evidence-based 
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information available about their choices with sufficient time to have a discussion and make an informed 
choice. 
 
Additionally, for women with a hearing impairment, the Trust offers continuity of care by providing the same 
midwife and the same British Sign Language (BSL) interpreter at every appointment. 
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Priority 5: Improving Access  
 
The Trust is committed to ensuring that we continue to improve access for both those attending our 
services as a planned patient, and for those attending for urgent or emergency care. In line with being a 
safe, responsive, and caring organisation we take the nationally mandated access targets very seriously 
and are committed to improving our performance against these standards.  
 
The second wave of COVID-19 occurred before planned care services had fully recovered from the first 
peak. There was a further suspension of non-urgent activity to facilitate the redeployment of staff to care 
for our most unwell patients and there was significant workforce sickness absence, all of which affected 
all access standards and measures.    
 
The number of COVID-19 patients rose again at the end of 2021 and remained high over the winter 
months. We worked closely with partner organisations to restore elective services and initiatives to deliver 
care differently were put into operation. These included new ways to manage referrals, the roll out of 
outpatient video and telephone consultations, and we continued to outsource some elective care 
treatments, working in partnership with independent sector providers. 
 
The impact of COVID-19 on pathways from the Emergency Department (ED) through to the wards and 
out of hospital remained significant, with continued loss of capacity resulting from segregating pathways, 
COVID-19 testing and access to the right bed. This combination of factors caused flow to slow considerably 
and resulted in backlogs of patients in the department and a reduction in capacity, which created delays 
in ambulances transferring patients to the hospital.   
 
This segregation of pathways continued throughout the year and although there was some improvement 
in ED waiting times at the start of the year this could not be sustained, with unprecedented demand for 
urgent care resulting in record numbers of attendances, particularly at the end of Q1, in Q3 and at the end 
of Q4. 
 
There was further growth in ambulance conveyances and we worked closely with the ambulance service 
to ensure a planned and structured approach to support cohorting, corridor care and the management of 
delays in patient transfer from ambulance to hospital. This allowed both services to ensure the safety of 
patients already in hospital and those being brought to the Trust. 
 
Referral to Treatment (RTT) Performance  
Just before the start of the year, there had been a further pause of routine elective care, again to enable 
the redeployment of staff and resources to care for the sickest patients. Elective outpatient clinics and 
theatre lists were suspended and only cancer care and the most urgent and time critical were maintained.  
 
Services had not fully recovered from the first wave at that time and this second interruption to planned 
care compounded the challenges faced in the previous year, with substantial growth in the backlog of 
patients waiting for routine care as the new year started. 
 
The number of patients waiting more than 52 weeks deteriorated significantly and by the start of 2021/22 
the waiting time for routine patients had grown to two years or more (104 weeks plus) for a small number 
of patients. Urgent care and COVID-19 demand for acute beds meant that it was not possible to maintain 
the elective bed base at Watford General Hospital and this affected the Trust’s ability to make any 
sustained improvement in waiting times. Further increases in COVID-19 demand at the end of Q3 
continued into Q4 and as a result these very long waits increased rapidly, peaking in January 2022.   
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Outsourcing treatment for the most urgent and time critical patients has remained in place and this has 
been extended to include routine treatments. This initiative has been very successful, with many patients 
treated in independent sector (ISP) facilities over the course of the year.  
   
The measures implemented by division of surgery were rolled out to other divisions as waiting times grew, 
to further ensure patient safety throughout the pandemic. The Clinical Harm Review Panel was created to 
oversee and ensure continuous review of the process. Harm reviews are well established and conducted 
at various times according to speciality and clinical need. These are clinically validated, and the patient’s 
priority grade (P value) status is reviewed. Where it is felt clinically needed the P value is adjusted to 
ensure patients receive surgery according to clinical need. 
 
Improving access 
Measure of success Q1 & Q2 Update Q3 Update Q4 Update 
A reduction in breaches 
of the four hour ED 
standard 

Q1: 83.9% 
Q2: 84.4% 

78.2% Q4: 77% 

Improving our ED 
ambulance handover 
delays 

Q1: 86 > 60 minutes 
 
Q2: 347 > 60 minutes 

761 > 60 minutes Q4: 494 > 60 minutes 

A reduction in the 
number of patients 
waiting more than 52 
weeks  

June 2020: 302 
September 2020: 855 

December 2020: 1,131 March 2021: 1,702  

Improved performance 
against the 18-week 
open pathway standard 
for RTT 

June 2020: 47.7% 
September 2020: 
69.7% 

December 2020: 78.8% March 2021: 72.2%  

Improved performance 
against the 62-day 
standard 

Q1: 78.8% 
 
Q2: 83.8% 

82.2% Q4: 82.2%  

Fewer 104 week waits June 2020: 101 
September 2020: 30 

December 2020: 17 March 2021: 26  

Successful transition and implementation of any 
new standards. 

Shadow reporting of the new 28 day faster 
diagnosis standard was implemented 
successfully and with compliance against the 
75% target (threshold to be confirmed) 

 
Emergency Department (ED) – Time to First Assessment and Early Discharges  
Attendances levels at all our Urgent and Emergency Departments returned to pre-pandemic levels. 
Ambulance conveyances increased 16.8% compared to 2019/20 and there were 173,574 attendances in 
2021/22. In March 2022, the Trust recorded its most attendees in a single month. 
 
The Watford Urgent Treatment Centre continues to see all Type 3 or minor patients and operates seven 
days a week between 8am and 2am. The St Albans Minor Injuries Unit remains closed whilst the Clinical 
Commissioning Group identifies the type of service that will be required in the future. 
 
The graph below shows our performance against the four-hour target. In 2021/22, 72.8% of patients were 
seen within four hours, below the national standard of 95%. 
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ED performance by attendance type 

 
 
Nearly all patients (98.3%) attending the Urgent Treatment Centre at our Hemel Hempstead site were 
seen within four hours. Ambulance turnaround times under 15 minutes in 2021/22 were 25.4%, below the 
national target of 95%. However, 91.6% of patients who arrived by ambulance had an initial assessment 
within 15 minutes, just below the target of 95%. There were four 12 hour trolley waits, which all took place 
over the winter period. Harm reviews are carried out for patients who have a prolonged stay in the 
department. 
 
In 2021/22, the department refreshed the Emergency Care Improvement Programme to deliver 
performance last achieved in 2019/20. Key actions are: 

• Focus on Same Day Emergency Care (SDEC) pathways that allow patients to be seen more 
quickly and in an appropriate setting without the need for a hospital admission. 

• Continue to develop the emergency medicine workforce, specifically the development of advanced 
practice. 

• Utilising additional space to provide more assessment areas. 
• Working in partnership with East of England Ambulance Service to provide safe care in surge areas 

within the department at times of increased demand. 
• Implement harm reviews for patients who spend long times in the department. 
• Improve patient experience and outcomes by achieving quicker and more effective ambulance 

handovers. 
• Working with our Clinical Commissioning Groups, the Integrated Care System and other healthcare 

partners to reduce admissions by developing pathways for patients to be cared for in the 
community. 

• Working with system partners on the model of care for urgent and emergency services across West 
Hertfordshire.  

• We have also carried out work on recruitment and retention, which has seen an additional two 
consultants and two middle grade doctors being recruited in the early part of 2022/23 along with 
advanced nurse training posts. 

 
Referral to Treatment (RTT) Performance 
The disruption to planned care and impact on performance continued following the national suspension of 
elective care and the local decision to pause routine services again during the second wave of the COVID-
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19 pandemic. Against the Referral to Treatment (RTT) standard, our 52-week breaches were 1,059 at year 
end, a significant improvement from the start of the year (1,462). 
 
Due to the sustained pressure from COVID-19 and urgent care demand, recovery was very slow during 
the year and some patients’ waiting times increased to two years (104 weeks) or more. This rose from 
three weeks at the beginning of the year, peaking at 55 in January 2022 before improving, with 26 at the 
end of March. 
 
The rise in COVID-19 cases at the end of Q3 saw a downturn in diagnostic waiting times which fell to their 
lowest point in December 2021. The position improved during Q4 but was below the 99% standard 
throughout the year. 
 
Month End 52 Week Breaches 2020/21 

 
 
Performance Against the 62-Day First Definitive Treatment Standard  
Throughout the first and second waves of the pandemic, the Trust maintained care for time critical patients. 
Working with independent sector providers, we were able to ensure surgery and some outpatient 
procedures were provided for these patients. 
 
The Trust’s overall performance against the 62-day referral to first definitive treatment standard was 82.2% 
in 2020/21, in comparison to 82% in 2019/20 and 82.6% in 2018/19. The target is 85%.  
 
There were 1,127 treatments in 2020/21, including shared pathways, which accounted for 987. This is a 
5.6% reduction in the number of overall treatments in comparison to 2019/20. There were 226 breaches 
overall, including shared pathways, which accounted for 175.5 breaches. Under the six Scenarios Inter-
Provider Transfer rules for shared pathways, some treatments and breaches will be afforded a zero 
allocation against the Trust and therefore are not included in the overall performance data. 
 
The majority of specialties did not achieve the target for 62-day first definitive treatment standard in 
2020/21, and six of the specialties, which saw significant activity, have not met the target for the last 
three reporting years. 
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The Trust has faced various challenges with meeting the national standard, which requires that any 
patient diagnosed with cancer should receive their first treatment within 62 days of their referral. This 
was particularly problematic during 2020/21 due to a variety of COVID-related issues both within the 
Trust and our local communities, and these difficulties continued in to 2021/22. Some patients had 
concerns and difficulties with attending hospital and their GP practice, which means the usual booking 
processes and capacity utilisation was distorted. 

 
The Trust has faced an increase in demand with more referrals coming from primary care services for 
patients with suspected cancer. Alongside this, the Trust needed to meet backlog of patients who were 
waiting for appointments for diagnostics or treatment.  
  
Each cancer pathway has multiple steps and pathways are different depending on the speciality. There 
are delays in many of the steps as Infection, Prevention and Control measures, workforce shortages and 
capacity problems all contribute to slow down the pathways. The Trust has faced delays at our partner 
organisations for diagnostics and treatment and this also affects performance. 
 
We have also encountered problems in having enough theatre capacity at the correct hospital site for 
those who need cancer surgery. St Albans City Hospital is our elective hospital site; however, some 
patients need to have their operation at Watford General Hospital (WGH) to ensure access to intensive 
care or other support. Ensuring that there are sufficient beds for cancer patients within WGH is a constant 
challenge, which we can meet in most cases. 
 
Tumour Type 2019/20 2020/21 

Treatments % Change Treatments % Change 
Breast 206 7.29 182 -11.65 
Gynaecological 132 14.78 124 -6.06 
Haematological 50 11.11 57 14.00 
Head & Neck 32 -25.58 34 6.25 
Lower Gastrointestinal 103 10.75 105 1.94 
Lung 55 -26.67 39 -29.09 
Skin 277 35.78 282 1.81 
Upper Gastrointestinal 68 -15.00 61 -10.29 
Urology 246 -18.00 222 -9.76 

 
Cancer Waiting Times Standards  
Overall, the Trust did not meet all of the national cancer standards in 2021/22, however we are in a similar 
position to many other trusts as a result of the pandemic. Our improvement work continues, and we are 
committed to recovering performance to be in line with waiting time standards. We have refreshed and 
relaunched a number of cancer service action plans to boost performance, which include:  

Tumour Type 2018/19 2019/20 2020/21 
Haematology 78.2 57.1 48.1 
Head & Neck 47.1 71.1 37.5 
Lower Gastrointestinal 65.9 73.3 55.5 
Lung 67.6 46.7 62.1 
Upper Gastrointestinal 84.2 77.8 69.8 
Urology 75.6 66.3 78.0 
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• Adding capacity with the aim that patients are offered appointments in the first week of the two-
week wait. The Trust recognises that there is more work to do to achieve this consistently across 
all specialities.  

• All cancer pathways were reviewed to maximise compliance with the standards of confirming or 
ruling out cancer by Day 28 and treating patients with cancer by Day 62. 

• Clinical harm reviews are conducted on all patients who do not have their first cancer treatment by 
Day 62.  

• Clinical harm reviews are conducted for those who have been diagnosed with cancer after a wait 
of over 28 days for their first appointment.  

• The Trust continued to work collaboratively with tertiary cancer centres to improve systems and 
communication, allowing patients who are referred to or from another centre to receive care as 
quickly as possible. 
 

Cancer Waiting Times Standards and Performance (WHHT) 2021/22 (Provisional) 
Standards Target (%) Performance (%) 
2 week wait – Urgent GP 93 95 
2 week wait – Breast Symptomatic 93 86.9 
31 Day – Decision to treat to first definitive treatment 96 97.1 
31 day – Subsequent surgery treatment 94 89.2 
31 day – Subsequent drug treatment 98 99.3 
31 day – Subsequent radiotherapy treatment 94 100 
62 day – Urgent GP referral to treatment 85 80.2 
62 day – NHS screening referral to treatment 90 72.2 
Faster diagnosis – 2 week wait urgent GP 75 81 
Faster diagnosis – 2 week wait breast symptomatic 75 94.7 
Faster diagnosis – NHS screening referral 75 67.4 

 
Our cancer performance is monitored through divisional meetings and a weekly cross-divisional access 
meeting. The Elective Care Programme Board continues to have oversight of cancer and elective care 
performance. The Finance and Performance Committee and the Trust Management Committee receive 
performance reports from here. 
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Theme 3: 
Building a Quality Culture  
 
Evidence shows there is a very strong link between workforce engagement and patient outcomes and 
experience. The Trust has made significant improvements over recent years and ensuring our staff are 
happy, healthy and well supported is an absolute priority for this year.   
 
Our ‘Quality Commitment’ sets out our approach to building a culture that enables all staff to help us 
continuously improve the care we deliver to our patients. 
 
Priority 6: Happy, Healthy, Well Supported Staff  
 
This priority sought to uphold the Trust’s side of the quality commitment: to recruit, retain and care for our 
workforce, and in so doing make it easier for staff to deliver the best quality care for every patient, every 
day to ensure a positive patient experience and the best patient outcomes. 
 
We are proud of our caring and skilled workforce and their genuine commitment to our patients. Over the 
past year, we have focused on making sure that we have the right number of well-supported, well trained, 
happy staff in the right jobs. 
 
Recruitment and Retention 
What will success look like? How did we perform against our success criteria?  
Reduction in the overall Trust vacancy 
rate by 1%. 

In March 2022, the vacancy rate was 7.4%, increased from 
6.3% at March 2021, a 1.2% points increase over the year. 
The workforce establishment of the Trust increased by 
approx. 90wte over 21/22. However, this is still a reduction 
compared with the vacancy rate of 8.9% in March 2020. 
Vacancy rates for Band 5 nurses are 0%. 

Further reduction in the turnover rate 
for Band 5 nurses by 1%. 

In March 2022 Band 5 Nurse turnover rate was 12%, reduced 
from 13.6% at March 2021, a reduction of 1.6% points over 
the year. 

Overall Trust turnover rate to reduce 
by 1% to 14% 

In March 2022, Trust turnover was 14.7%, 0.7% above the 
target. In line with many other NHS organisations, the Trust 
has experienced an increase is staff leaving over 2021/22. 

Reduction in agency spend to £12.8m The Trust finished the year with an agency spend of 
£14.9m. Whilst temporary staffing controls remain strong, a 
major driver behind the decreased costs was the operational 
changes made to deal with the pandemic. A fall in the number 
of patients treated during this period also had an impact on 
our use of agency staff. 

 
Since the COVID-19 pandemic the Trust is seeing a rise in staff turnover. There has been a real focus on 
retention this year and we are one of twelve exemplar organisations across the NHS driving forward the 
People Promise agenda. Two People Promise Managers have been appointed to improve the onboarding 
and induction experience of new joiners, to review flexible working and how this can be supported 
throughout the Trust, and to improve career progression and staff opportunities to learn and develop.   
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As an organisation, we continue to recruit using NHS Jobs and Trac through our own Trust website, which 
automatically interfaces with LinkedIn, Indeed, Find-a-Job and Jora. The Trust also regularly posts updates 
and vacancies via Facebook and Twitter. Work has started to improve our recruitment materials, which 
will include includes new job packs for different specialties, a new web page which is more engaging and 
informative, and new joiner packs and welcome booklets.   
 
We held our first face to face recruitment event in May 2022, targeting specialist hot spot areas such as 
the Emergency Department, Midwifery, Paediatrics, Theatres and Therapies. The event was extremely 
well attended and well received by internal and external candidates. Interviews were held on the day, and 
the Trust successfully appointed 11 registered nurses across the specialist areas.  
 
Development of this open day approach as a ‘one stop shop’ process will continue, where interviews, 
offers and initial recruitment checks are made on the day. This not only streamlines the recruitment process 
but provides a more personalised experience for all involved. The next event will target administrative and 
clerical roles and further events will continue throughout the year. 
 
As COVID-19 restrictions are lifted, we continue to offer parts of the recruitment process remotely, this 
includes interviews and pre-employment checks.  
  
We are working collaboratively with the Integrated Care System (ICS) and regional colleagues, attending 
a number of recruitment and retention working groups for Health Care Support Workers, Allied Health 
Professionals, Midwifery and International Recruitment. NHS England and Improvement has provided the 
Trust with £360,000 funding to support the deployment of 120 international nurses for 2022/2023, and a 
further £168,000 to begin international recruitment for 24 midwives. This is a new programme for Midwifery, 
and we are exploring how to create in-house training to recruit international midwives directly in the future.  
 
We have maintained a 0% vacancy rate for band 5 nurses across adult inpatients areas. To support 
retention of our international nurses and improve recruitment into specialist areas, a number of internal 
recruitment events have been held to support nursing staff to move easily to their specialist area of choice. 
 
Fifty-four student nurses have expressed an interest in remaining with the Trust when they qualify this 
year. The Trust operates a guaranteed job offer to all students on completion of their qualification. 
 
Our experienced and dedicated recruitment team work closely with our recruitment candidates and 
managers. We have agreed new Time to Hire KPIs which will help deliver the highest standard of 
recruitment for the Trust and allow us to focus on the areas that require improvement. 
Inclusion remains a top priority for the Trust and work continues across the ICS to develop and implement 
changes that will bring more diversity within interview panels, enhanced recruitment, and selection training 
to promote excellent standards and an inclusive culture. 
 
Staff Engagement 
The NHS National Staff Survey took place between October and November 2021 and saw our best ever 
response rate at 49%. The survey saw new questions aligned to the seven elements of the NHS ‘People 
Promise’ alongside two previously measured themes of ‘Staff Engagement’ and ‘Morale’. 
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Theme Score (out of 10) 
Overall Staff Engagement 6.8 
Advocacy 6.5 
  55.1% of staff would recommend the Trust as a place to work 
 55.4% of staff would be happy with the standard of care provided by the 

Trust if a friend or relative needed treatment 
Motivation  7 out of 10 
Involvement  6.7 out of 10 

 
Performance against other local and London Acutes 
Our results compare very favourably across both the London acute trusts (who had a similar pandemic 
impact to us) and ICS Trusts. 
People promise London acute trust rankings 

Royal Free London 
Lewisham and Greenwich 
London Northwest University 
Barking – Havering and Redbridge 
Kings College 

ICS acute trust rankings 
East and North hearts 
Princess Alexandra 
 

Promise 1:  
We are compassionate and inclusive 1st 1st 

Promise 2:  
We are recognised and rewarded 

1st 1st 

Promise 3:  
We each have a voice that counts 1st 1st 

Promise 4:  
We are safe and healthy 

1st 1st 

Promise 5:  
We are always learning 

4th 
1st is London North West 

University healthcare NHS Trust 
1st 

Promise 6:  
We work flexibly 

2nd 
1st is Lewisham and Greenwich 

NHS Trust 
1st 

Promise 7:  
We are a team 1st 1st 

Theme: 
Staff Engagement 

3rd 
1st is Royal Free London NHS 

Foundation Trust 

2nd 
1st is East and North 

Hertfordshire NHS Trust 
Theme: 
Morale 

1st 1st 

 
Key results include: 

• We score either at or above the national average for all other acute hospital trusts across all but 
one People Promise. 

• Increase in the number of Black, Asian and minority ethnic respondents and from staff with long 
term conditions or illness. 

• Positive outliers, scoring either in line or better than the Trust average in all areas, include Nursing, 
Midwifery and Additional Clinical Services staff groups and Corporate, Surgery and Anaesthetics 
Divisions. 

• Scoring below Trust average in all areas are Estates and Ancillary and Medical and Dental staff 
groups and the Environment division. 
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• Responses from those required to work remotely or from home due to COVID-19 were lower than 
the average across all the People Promise elements compared to rest of our staff.  

 
It is positive to celebrate that our 2021 results put us at or above the average sector scores for all other 
acute hospital trusts across all but one People Promises. Our key strengths are ‘We are a team’, ‘We work 
flexibly’ and ‘We are compassionate and inclusive’. These are areas we can learn from and continue to 
maintain. Staff engagement and morale dipped slightly this year compared to 2020 reflecting the wider 
trend across all NHS trusts. 
 
Our top three areas of focus in relation to staff engagement and wellbeing are: 

• Being respectful and considerate to all: The sub-score for having a compassionate culture was 
lower than average. Showing consideration to others and always being respectful to patients and 
team members is vital so can we support each other through the daily challenges we continue to 
face.   

• Learning at the heart of what we all do: As a teaching hospital, learning should be central to our 
activity. This was the lowest scoring of all the areas in the survey, so it is an area of priority. 

• Re-energising our workforce: Burnout, fatigue, and work pressure were common themes 
underlying multiple areas of the survey.  

 
Our actions and improvements are to be inclusive for all staff as we continue to improve our ‘we are 
inclusive’ scores.  
 
The table below gives more details about our staff engagement performance: 
What will success look like? Key targets we wanted to 
achieve in the 2020 staff survey  

How did we perform against our 
success criteria?  

Be in the top 20 acute Trusts overall for staff engagement 
as measured via the annual NHS staff survey. 

2nd in ICS  
3rd in other London Acute’s (table above) 

75% of our colleagues say that they look forward to going 
to work. 

2020 – 60.3%  
2021 – 54.9% 

85% of our colleagues say that their manager values their 
work. 

2020 – 71.9%  
2021 – 72.4% 

85% of respondents agree that the organisation make 
adequate reasonable adjustments. 

2020 – 67% 
2021 – 68.2% 

95% of our colleagues agree that we take positive action 
on health and wellbeing. 

2020 – 32.3% 
2021 – 60% 

Less than 20% of colleagues will have experienced 
harassment, bullying or abuse at work from 
patients/public.  
 
Less than 15% will state they have experienced 
harassment, bullying or abuse at work from colleagues. 

2020 – 26.9% 
2021 – 27.4% 
 
 
2020 – 18.4% 
2021 – 19.6% 

An above national average response to the staff survey by 
BAME staff. 

2020 – 39% 
2021 – 42% 

 
The Trust continues to make changes to improve the support given to staff at all levels. Activities include:  

• Managers continue to work with Occupational Health in providing support and implementing 
adjustments to staff, where reasonably possible.  

• The launch of an in-house physiotherapy service on 1 April 2022 for one day a week. 
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• An NHS Health and Wellbeing Diagnostic completed with an ICS project manager, where feedback 
highlighted areas of strength and gaps which will support the wellbeing strategy. 

• Our induction programme will include wellbeing information and what support and training for 
managers is available. 

• Increase in mental health first aiders and wellbeing champions across all sites. 
• Financial support - we recognise the challenges staff are experiencing with the rise of cost of living. 

In response to this the Trust will issue a one-off payment of £100 for bands 2-5 or £50 for bands 
6-7, and we will continue to offer subsidised meals. The Trust has also booked education sessions 
to discuss finance issues, wellbeing and pensions throughout the year, with a mixture of onsite and 
webinars taking place each quarter. Financial resources and signposting information is shared with 
divisions, wellbeing champions, staff networks and is available on the wellbeing intranet page.  
 

Annual health and wellbeing events and initiatives:  
• Wellbeing support with Here for You onsite visits, drop-in sessions, pop ups, reflective spaces, and 

webinars.  
• WellFest - promoting the four pillars of wellness over the month of May 2022 which included 

information on hydration and nutrition, physical and mental health, social activities and financial 
support. A range of activities included health checks, massages, reflective spaces, support from 
mental wellbeing providers, a visit from a wellbeing retreat to try plant-based foods and a 
marketplace.  

• Recognition events (AllStars week, Stars of Herts award night, Winterfest, Long Service awards, 
monthly Stars of Herts awards). 

• Development and awareness of our staff networks, as an example we celebrated the national staff 
network day on 11 May 2022. 

 
Learning and Development 
 
Quality Priorities Measures of Success 2021/22 
Measures Q1 Q2 Q3 Q4 
Successful restarting of 
Transform and Evolve 
programmes during 
2021/22.  
 
Completion of the first two 
Transform programmes by 
end of 2021 calendar year.  
 
Completion of first Rise 
programme by year end 
2021/22. 
  
Successful launch of 
Launchpad and Gateway 
programmes during 
2021/22. 

Evolve and Transform 
Successfully restarted 
in April 2021.  
 
Rise began in 
September 2021 and 
on course to complete 
March 2022. 

Rise, Gateway and 
Lauchpad all launched 
successfully in August and 
September 2021.  
 
One Gateway cycle 
completed in September 
2021. 
 
Due to further delays 
caused by pandemic and 
EPR programme, first two 
Transform programmes 
will now complete 
February 2022. 

Performance 
maintained in Q3. 
  
One Evolve 
programme completed 
in Q3.  
 
Rise began in Q3. 

Further delays to 
classroom delivery 
caused by Covid-19 
disrupted leadership 
development in January, 
February and March.  
 
Rise programme now 
scheduled to finish in 
July 2022 (previously 
May) with second Rise 
programme to start in 
October 2022 (as 
planned).  
 
Evolve continuing to run 
successfully with only 
minimal delays.  
First two Transform 
programmes (due to 
aforementioned 
disruption) completed in 
April 2022.  
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Third Transform 
Programme will run from 
November 2022 (as 
planned). 

Increasing numbers 
attending (either virtually or 
face-to-face) development, 
leadership and 
management programmes 
with good quality 
evaluations. 

Near-universal 
excellent evaluations 
of all directly delivered 
L&D.  
 
Better than 90% 
attendance to capacity 
ratios on all 
programmes. 

Performance maintained 
in Q2. 

Performance 
maintained in Q3. 

Fully booked 
programmes across the 
entire leadership and 
management 
development offering, 
with a large waiting list 
for both Evolve and 
Rise.  
 
Universally excellent 
evaluations realised 
across all programmes. 

Numbers accessing 
coaching and subsequent 
improvements in morale 
and performance in those 
areas. 

Several coaching 
clients served by L&D 
coaches in Q1 as part 
of relaunched 
leadership 
programmes.  
 
Formal service being 
planned.  

Trust Coaching Service to 
be launched in Q3. 

Trust Coaching service 
launched 25 October 
2021. Has served 18 
clients in first five 
weeks.  
 
Metrics in development 
to ascertain 
improvements in 
morale and 
performance. 

Despite disruption to 
coach training 
programmes due to 
Covid-19, 31 clients 
served by 18 coaches in 
the Trust between 
launch of service on 
25/10/21 and end of Q4. 

A minimum of 20 further 
coaches trained by March 
2022. 

  Well on track to achieve 
this; 14 coaches trained to 
date with two more 
training courses due 
before March 2022. 

 4 more coaches 
added to the roster in 
Q4, making 18. 

Only 18/20 coaches 
realised by end of Q4 
due to Covid-19 
disrupting training 
programmes. However, 
two training 
programmes in Q1 
22/23 alone should 
produce at least 30 
coaches by end of that 
quarter. 

The number of 
staff accessing careers 
coaching to increase with 
the relaunch of the careers 
coaching service by 
September 2021.  

Service to launch in Q3 
though a lot of ad hoc 
careers coaching given 
to coaching clients of 
L&D. 

Service to launch in Q3 
though a lot of ad hoc 
careers coaching given to 
coaching clients of L&D. 

10 out of the above 18 
Coaching Services 
clients have required 
careers coaching to 
date. 

15 out of the above 
mentioned 31 coaching 
service clients have 
requested career 
coaching to date. 

95% of our staff believing 
their manager supports 
them to receive training, 
learning or development. 

  Staff survey results are not 
available until February 
2022. 

Staff survey results are 
not available until 
February 2022. 

 

Less than 15% of our staff 
say they will be looking for 

  Staff survey results are not 
available until February 
2022. 

Staff survey results are 
not available until 
February 2022. 

At 19.4% on 2021 staff 
survey. 



 
47 

a job in a new organisation 
within 12months. 

An increase in our 
apprenticeship metrics and 
levy spend and the number 
of new professionals either 
directly or incrementally 
created through these 
programs. 

26% of levy spent at 
end of Q4 20/21 
(£276,343); an 
increase of three 
percentage points and 
c£50,000 on Q4 19/20 
(despite the 
pandemic). 

Level 6 Nurse Degree 
Apprenticeships 
commenced as a first in 
this Trust in this quarter for 
three people.  
Actual levy spend at 30% 
and end of Q2, predicted 
32% at year end. 

Performance 
maintained in Q3. 

New Level 6 leadership 
apprenticeship inclusive 
of national Mary 
Seacole Programme 
added in Q4.  
In total in 21/22, 50 
apprenticeship starts, 24 
completions, 
£406,676 (35%) of levy 
spent. 

Complete the delivery of 
the first and second 
Transform Programmes by 
December 2021 and 
launch the third by May 
2022. 
 

Delays in Q4 2020/21 
mean that the first and 
second Transform 
programmes will now 
both end in February 
2022. We remain on 
track to the launch the 
third in May 2022. 
 

Delays in Q4 2020/21 
mean that the first and 
second Transform 
programmes will now both 
end in February 2022. We 
remain on track to the 
launch the third in May 
2022. 
 

Performance 
maintained in Q3. 
 

Further disruption to 
L&D due to Covid-19 
delayed the finish of the 
first and second 
Transform Programmes 
to April 2022, where 
they concluded on the 
13th.  
Third programme will 
now commence in 
October to allow for any 
improvements in the 
light of the all-
programme evaluations 
from April. 

Embedding of the results 
of these evaluations as 
improvements to the third 
programme due in 2022. 
 

Delays in Q4 2020/21 
mean that the first and 
second Transform 
programmes will now 
both end in February 
2022.  
 
We remain on track to 
the launch the third in 
May 2022. 
 

Performance maintained 
in Q3. 
 

Delays in Q4 2020/21 
mean that the first and 
second Transform 
programmes will now 
both end in February 
2022.  
 
We remain on track to 
the launch the third in 
May 2022. 
 

Further disruption to 
L&D due to Omicron 
delayed the finish of the 
first and second 
Transform Programmes 
to April 2022, where 
they concluded on the 
13th.  
 
Third programme will 
now commence in 
October to allow for any 
improvements in the 
light of the all-
programme evaluations 
from April. 
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Priority 7: Quality Improvement and Clinical Leadership 
 
Our quality commitment sets out a clear vision for the ‘West Herts Way’, which is focused on placing 
improvements to the services we deliver to our patients, at the heart of everything we do. 
 
This service delivery and improvement mindset required a deliberate effort to train our staff and to support 
them to work in new ways.  
 
Establish a Quality Hub and Roll Out Quality Improvement (QI)  
During 2021/22 the Trust’s Quality Improvement journey continued to gather pace and the following 
achievements have been achieved: 
 
QI Faculty 
The QI faculty is well established and is expanding to include additional members with a QI role and 
experience from across the Trust. 
 
Training 
During the reporting period (October 2021 to January 2022) the QI team delivered a range of training 
courses with over 400 participants. Some training sessions were postponed or cancelled due to Electronic 
Patient Record (EPR) and COVID-19 pressures. 
 
QI initiatives 
QI initiatives are registered on the Trust’s LifeQI platform. Registrars using a QI approach for their Quality 
Improvement Project (QIP) training requirement register their projects on LifeQI. Projects are identified as 
either a Trust priority, team led or junior doctor QIP. As of June 2022, there were 12 Trust priority projects 
registered, four team projects and six junior doctor QIPs. The Cardiology Registrar team won the East of 
England Quality Improvement Project award and came second in a presentation at the Royal College of 
Physicians. 
 
As two examples of QI projects currently underway: sustainable improvement has been achieved with the 
QI initiative to improve CO monitoring at a pregnancy booking. The project team is continuing its work to 
improve CO monitoring at 36 weeks and achieve a reduction in women who smoke during pregnancy.  
 
The Harm Free Care Stewardship programme has also been rolled out using QI methodology to put into 
place processes to change the culture and practices of how harm free care is delivered in the Trust. There 
will be a lag time until the outcome measures are achieved. 
 
The 12 Trust priority projects currently in progress are: 

• Reduction of post operative loss of sight for people with diabetes 
• Repatriation of babies out of the Neonatal Intensive Care Unit 
• Reduction in use of rapid tranquilisation  
• Reduction in use of non-sterile gloves 
• HFC Stewardship programme to reduce hospital acquired pressure ulcers, falls, number of patients 

going home with a catheter and increase in nutritional assessment on admission 
• Improve the resilience of staff through the Restorative Supervision programme 
• Reduction in claims for lost property 
• Improvement in CO monitoring in pregnancy and reduction in women smoking 
• Increase in neonatal normothermia rates 
• Reduction in falls and reduction in recurrent fallers (two initiatives) 
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• Improvement of accuracy of skin assessment on admission. 
 
Building success and sustainability 
Discussions continue with good divisional engagement to enable consultant involvement in QI initiatives. 
 
Clinical Leaders Development Programme  
For the Trust to be a safe, effective and caring organisation, it is clinically led. The Divisional Directors of 
all of our operational divisions are clinicians as is the Clinical Director of each area of medical specialty.   
 
To ensure that these clinical leaders have the tools to enable them lead in the landscape of the modern 
NHS, we have created and facilitated appropriate developmental support for them.   
First, we created Transform, a Clinical Leadership Programme, to ensure that our current and aspiring 
clinical leaders would be equipped with these tools to effectively transform people who were already 
excellent clinicians into excellent leaders. This programme, carrying formal recognition for excellence by 
the Chartered Management Institute, began in October 2019 with a second cohort beginning in November 
2020. 
 
Both the first and second instance of Transform suffered some delay and disruption due to the pandemic, 
although many alternative courses were delivered remotely. Due to these delays, the first two Transform 
Programmes did not finally conclude until April 2022 (with some further catch-up dates to be arranged 
across the summer of this year) however they have still met with universal acclaim from their delegates.    
 
A third and fourth Transform programme will run again from autumn 2022 and spring 2023 respectively, 
with any improvements apparent from the evaluations of the first two programmes being taken into 
account.  
 
Second, in October 2021, we established a Trust Coaching Service to provide one to one leadership 
coaching for all our leaders on demand, with the clinical leaders attending the Transform Programme 
invited to be among the very first clients. The establishment of this as a permanent service was in response 
to the success of, and demand for, the same temporary service offered during the pandemic. 
 
Our coaches are trained to International Coaching Federation standards (our coach training courses are 
accredited by the ICF) and this coaching support gives our clinical leaders the space and support first to 
develop the clinical vision for their areas, and then to enrol their teams into those visions.   
 
Third and finally, we support our current and aspiring clinical leaders to develop themselves and their 
teams through a whole variety of external programmes available, both in the wider NHS and beyond. This 
involves recognising the talent of those who might benefit from such programmes, making the 
recommendation to them or nominating them directly, and finally supporting them through both funding 
the programme for them and giving them the appropriate assistance in the Trust.  
 
In 2022/23 we will develop on these successes, by running the renewed Transform Programme, expanding 
the capacity of the Coaching Service and working on a new strategy to better identify and manage talent.   
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Priority 8: Quality Governance: Risk Management and Learning 
 
Learning from incidents, complaints, claims and audits is essential for the Trust. The implementation of 
actions and change following any investigation is pivotal to ensuring our organisation delivers harm free, 
quality care and facilitates a positive patient outcome. 
 
Organisation Wide Learning and Action Plans 
Over the last year, we have worked to improve the standard of our investigations and responses, aiming 
to inform improvement of care and services. 
 
Learning from complaints  
In 2021/22, the COVID-19 pandemic continued to influence the planned actions of developing learning 
outcomes from complaints, as the pressures on services continued through meeting demand and working 
through patient backlogs.   
 
We work to improve care by capturing learning effectively. Examples include: 

• All four main divisions (Medicine, Emergency Medicine, Surgery, Anaesthetics and Cancer, as well 
as Women’s and Children Services) engage with the Complaints Team on a weekly basis. Senior 
managers of each service discuss new and existing complaints to identify trends and themes which 
are then presented at the Governance and Divisional Management meetings. This allows for 
learning to be captured and shared so that processes and procedures can be improved. 

• Action plans are used throughout the complaints process and at the end of investigations to capture 
where improvements are required, and these are used to demonstrate learning and what actions 
have been taken to make positive changes.  

• We have engaged with Divisions across the Trust to prepare for the proposed new complaints 
framework being developed by the Parliamentary Standards & Health Ombudsman, which aims to 
put early resolution within the heart of all complaint handling. Learning is a vital part of this.  

• A patient story is shared at the monthly Patient Experience Group, arising from complaints or 
concerns about the service, treatment or care provided. This allows staff to reflect on how our 
treatment and care has not just impacted on the patient, but also family and friends. Again, this 
allows for learning to be shared across a wide range of services and departments.  

 
• Complaints training as part of the induction process was due to be developed, however the 

induction process was paused due to the pandemic, so this will also be taken forward in 2022/23.  
 
The Trust continues to work on improving overall response rate to complaints. In 2021/22, our response 
rate was 81%, which was down on the previous year, however still above the target of 80%.   
 
Learning from Serious Incidents  
The Trust is committed to identifying, reporting and investigating serious incidents and ensuring that 
learning is shared across the organisation and actions taken to reduce the risk of recurrence. During 
2021/22, the following processes for cross divisional and Trust-wide learning were further developed and 
embedded:  

• Bi-monthly meetings of the Serious Incident Review Group (SIRG) to gain assurance that actions 
arising from serious incidents had been implemented. 

• Divisions took learning to the Quality and Safety Group to enable sharing across divisions.  
• Serious Incidents, incidents, complaints, litigation, and PALS were monitored through the Quality 

Committee and work continues to align our corporate processes and allow triangulation of learning 
from these areas. 
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Learning from Never Events  
Never Events are defined as serious, largely preventable incidents that should not occur if the available 
preventative measures have been implemented.  
 
During 2021/22, the Trust reported two Never Events, both of which have been reviewed in line with our 
serious incident investigation procedures. One incident report has been submitted to and accepted by the 
Clinical Commissioning Group, while investigation into the remaining incident is ongoing. We have 
developed action plans to make sure we reduce the likelihood of similar incidents occurring again, including 
revisions in local Standard Operating Procedures, Divisions have reviewed and implemented Local and 
National Safety Standard for Invasive Procedures (LocSIPs/NatSIPs) and regular compliance audits are 
carried out to monitor performance.  
 
Learning from Claims  
The National Clinical Audit Office suggests clinical negligence claims are rising year on year. They are 
costly, both in terms of harm and expense. An important part of the Trust’s claims process is the action 
taken in relation to learning. This helps us to mitigate risk and reduce future harm to patients. In 2021/22: 

• On receipt of a claim, if the incident had not already been the subject of an internal investigation, 
consideration was given to whether it was appropriate to carry one out, thereby maximising our 
learning opportunities. 

• Divisions were kept informed of the expert evidence obtained during an investigation and at the 
completion of claim as they were best placed to recognise what systems and practices could be 
changed to ensure similar incidents did not happen again. 

• Learning from claims was captured on our risk management system, Datix, and was shared with 
the Divisions, for inclusion in their presentation slides for Quality and Safety Group.  

 
Duty of Candour for Moderate and Above Harms  
We are committed to open and effective communication with patients, their families and carers throughout 
the time spent receiving care. When something goes wrong with the clinical care provided and a patient 
has or could have suffered harm as a result, we ensure full compliance with our statutory duty to be open 
and honest as outlined in our Duty of Candour policy. 
 
The pandemic saw an exponential increase in the number of patients requiring Duty of Candour to be 
undertaken, which was mainly attributed to COVID-19 healthcare acquired infections reported, according 
to the national classification. In response, the Trust reviewed current processes and additional governance 
processes, and resources were put in place to help achieve the required compliance.  
 
In March 2022, a new Standard Operating Procedure (SOP) was put in place to reflect the overall reduction 
in the severity of COVID-19 illness for many patients. It is no longer assumed that all nosocomial COVID-
19 patients will have suffered at least moderate harm; it is anticipated that individual assessments of each 
patient’s actual harm from healthcare acquired COVID-19 will reduce the extent of Duty of Candour 
communications required.    
 
In 2021/22 our Duty of Candour compliance for all Serious Incidents was 100%.  
 
To ensure our compliance with Duty of Candour within Divisions is robust, embedded and sustained we 
have again made it one of our key priorities for 2022/23. 
 
 
 



 
52 

CQC Inspection  
As part of the Care Quality Commission (CQC) regulations, the Trust is required to register all sites and 
services.  
 
The current registration status is registered without conditions. Our overall rating from the last inspection 
in 2020 is ‘Requires Improvement’. 
 
Rating for acute services/acute trust: 

 
 
The CQC inspected our maternity services in October 2021. The outcome of the inspection was published 
in December 2021 and the overall rating remains as ‘Requires Improvement’. 
 
The rating of maternity services went down from ‘Good’ to ‘Requires Improvement’. The key questions to 
determine if the service is Safe, Effective and Well-led were all rated as ‘Requires Improvement’. 
 
The report said ‘staff had training in key skills, understood how to protect women from abuse, and managed 
safety well. Staff assessed risks to women, acted on them and kept good care records. They managed 
medicines well. The service managed safety incidents well and learned lessons from them. Staff collected 
safety information and used it to improve the service. Staff worked as a team to deliver care to women 
despite the challenges they faced with the aged estate and staff vacancies.’ 
 
The report also said ‘Managers monitored the effectiveness of the service and made sure staff were 
competent. Staff worked well together for the benefit of women. Key services were available seven days 
a week. Staff provided good care and treatment and gave them pain relief when they needed it.’ 
 
In addition, the report said ‘Staff understood the service’s vision and values. Staff felt respected, supported, 
and valued. Staff worked as a team to maintain the safety of patients during staffing challenges. They were 
focused on the needs of women receiving care. 
Staff were clear about their roles and accountabilities. All staff were committed to improving services 
continually.’ 
 
Plans for improvements described in the report as ‘must dos’ and ‘should dos’ have been put in place and 
are part of the Trust’s ongoing monitoring arrangements. 
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Priority 9: Improving our infrastructure 
 
Sustainability 
The complex challenges caused by the COVID-19 pandemic have resulted in restricted progress for our 
sustainability agenda, however in recent months we have published our Green Plan, which sets out our 
sustainability objectives for the coming years. These aspirations, which encompass all relevant business 
activities, set out a roadmap to reduce carbon and position our Trust to be Net-Zero Carbon by 2040.  
 
Several engineering efficiency projects are planned for the coming year which will bolster the Trust’s 
ambition to contribute to a net-zero society. For example, we will continue to roll out the use of LED lighting 
across our estate and will carry out upgrades to Building Management Systems. Not only will this reduce 
carbon, but will also contribute to cost avoidance, which is extremely important considering current utilities 
costs. 
 
Estates 
The effect of the pandemic has continued to highlight the significant challenges associated with the Trust’s 
estate and it has become clear that the current estate does not meet the needs of 21st century healthcare. 
 
Works to address critical infrastructure and life-saving systems risks has continued and significant 
investment was made in fire, water hygiene, electrical infrastructure and heating systems across all sites. 
It is clear however, that despite these investments the estate continues to deteriorate, and requires 
significant and redevelopment in order to provide modern, fit for purpose facilities. 
 
Several new service developments were started last year, including Watford General Hospital’s theatres 
expansion, refurbishment works to our Neonatal Unit, and beginning the first phase of enabling works 
associated with our redevelopment programme. We are nearing completion of a new administrative office 
relocation scheme, which will be directly adjacent to the Watford hospital site. We have also recently 
completed a significant scheme in the form of our new multistorey car park, which has allowed us to move  
into a modern, fit for purpose unit, which incorporates approximately 1,500 spaces, automatic number 
plate technology, electric vehicle charging and greatly increased disabled parking spaces. 
 
The Environment Division will continue to manage, monitor, and mitigate the risks associated with our 
estate. A further six facet and condition surveys are due to be undertaken in 2022/23, which will allow for 
refinement and planning of capital funding investment and establish baseline information for service 
delivery model optioneering, which will be undertaken over the coming years.  
 
Environment 
Our pastoral care and wellbeing rooms in the administration block at Watford General Hospital have been 
refurbished and newly decorated and will allow staff to take time out, relax or reflect, either by themselves 
or with a colleague. There are also dedicated multi-faith areas for prayer or spiritual reflection. Work carried 
out on these rooms has been made possible by the Trust’s charity, Raise. 
 
Quality Performance Indicators 
The Department of Health and Social Care (DoHSC) requires organisations delivering acute healthcare 
services to report against a mandated set of quality indicators in their annual Quality Account. These were 
introduced to allow the local population to assess if an organisation’s performance was good or poor when 
compared against other NHS organisations. Our performance against the required indicators can be found 
in Appendix 1. 
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Our quality and improvement priorities for 2022/23 
Theme 1 Providing safe and effective care and improving outcomes 
Quality priority Achieve a target of zero 

category 4 hospital acquired 
pressure ulcers, 40% reduction 
in Medical Devices Related 
Pressure Ulcers (MDRPU) and 
40% reduction in hospital 
acquired category 2 pressure 
ulcers 

% of omitted medicines to be 
below the national average of 
5% 

Reduce the number of patients 
discharged from the Trust with 
an indwelling catheter 

Rationale Taking key actions to reduce 
hospital acquired pressure 
ulcers will lead to 
improvements in patient safety 
and experience, a reduction in 
length of stay and reduced 
treatment costs. 
 

For some critical medicines or 
conditions, such as patients 
with sepsis or those with 
pulmonary embolisms, delays 
or omissions in the 
administration of medicines 
can cause serious harm or 
death. 

Catheter associated urinary 
tract infections (CAUTI) are an 
increasingly important issue 
with the identification of multi-
resistant bacteria. The risk of 
complications occurring 
increases with the duration of 
catheter. To reduce CAUTI 
and other complications, early 
catheter removal is important. 

Measuring success Sustained improvement in the 
number of hospital acquired 
pressure ulcers 
Role of Skin Champions 
strengthened to promote best 
practice in clinical areas 
Development of an e-learning 
package for pressure ulcer 
prevention 
Test Your Care audit 

Pharmacy led audit - % of 
omitted medicines to be below 
5% 
Decrease in the number of 
omitted doses of medicines in 
the ‘administrative box left 
blank’ category 
Test Your Care audit 
Reduction in harmful incidents 
relating to medication errors 

10% reduction in patients 
discharged with an indwelling 
catheter 
Monitor effectiveness of the 
nurse-led HOUDINI protocol in 
reducing the number of 
catheters remaining in situ 
longer than clinically required 
Test Your Care audit 

Monitoring 
committee 

Quality Committee Quality Committee Quality Committee 

Responsible director Chief Nurse Chief Nurse Chief Nurse 
 

Theme 2 Ensuring our services are caring and responsive 
Quality 
priorities 

Improve Patient Experience With 
The Discharge Process 

Improve Patient 
Experience With The 
Booking Process 

Improve Access 
 

Rationale A safe and timely discharge gives 
patients the best possible chance 
of returning to their normal level of 
activity; evidence-based studies 
have shown that 10 days in a 
hospital bed can lead to 10 years’ 
worth of lost muscle mass in 
people over the age of 80. 
Improving the timeliness of 
discharge reduces the time other 
patients in our Emergency 
Department wait for admission, 
thereby improving patient 
experience of care at the 
beginning of their hospital stay. 

Patient feedback shows 
us that our booking 
process for both 
scheduling and 
rescheduling outpatient 
appointments is a source 
of frustration, and this has 
contributed to a higher 
than national average 
DNA rate. 
 

The impact of COVID-19 has resulted 
in the suspension of most routine 
elective care causing very long waits.  
 
The Trust was below the national 
standard for the 62-day cancer 
pathway in 2020/21.  

Measuring 
success 

Achieve 33% of discharges before 
midday.  
Maintain the reduction of Long 
Stay Patients (26% Reduction in 
bed days).  

Significant reduction in the 
patient’s call wait time 
(currently 9-20 minutes). 
A reduction from 60% 
abandoned calls to 20% 

Improvement in performance against 
the ED 4 hour standard.  
Improving our ED ambulance 
handover delay times 
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Theme 2 Ensuring our services are caring and responsive 
Discharge 40% of patients through 
the patient lounge. 
Continue to Embed the Safer flow 
Red2Green Principles with the 
Criteria to Reside data to support 
patient flow. 
 
 

(when call volumes 
increase to pre-covid 
levels) 
Sustained improvement in 
the number of calls 
responded to each day 
(currently 350-400) 
Staff training and 
competency compliance 
 

Progress the development of E-FORM 
to enable patients to cancel 
appointments or request to reschedule 
Reduce number of patients waiting 
more than 52-weeks and improve 
performance against 18-week waiting 
time standard for RTT 
Improve (reduce) the number of 63-
day and 104-day cancer waits. 
Successful transition and 
implementation of any new standards. 

Monitoring 
committee 

Quality Committee Trust Management 
Committee 

Trust Management Committee 
Finance / Performance Committee 

Responsible 
directors 

Chief medical officer Chief information officer Chief operating officer 

 

Theme 3 Building a quality culture 
Quality priorities Roll out quality 

improvement 
programme 

Promote effective clinical leaders Improve duty of candour compliance 

Rationale Our quality commitment 
sets out a clear vision 
for improving the quality 
of service we deliver to 
our patients. A quality 
improvement 
programme will help 
build capacity and 
capability for sustained 
improvement.  
 
 
 

In order to be a safe, caring and 
effective organisation, clinical 
leadership is essential. We created a 
clinical leadership programme, 
‘transform’ to equip our clinical 
leaders with the tools to enable them 
to lead in the complex landscape of 
clinical or divisional directorship.  

Duty of candour is a statutory duty to 
be open and honest with patients or 
their families when something goes 
wrong with care or treatment causing 
moderate harm or worse. Whilst the 
trust is compliant with duty of 
candour for serious incidents, 
improvements are needed for 
compliance at divisional level. 
 

Measuring 
success 

Increase in number of 
new local projects 
undertaken as more 
staff are mentored 
Falls Prevention and 
HAPU QI projects rolled 
out to other inpatient 
areas 
Staff education in QI will 
continue to be rolled out 
as part of the education 
and training 
programme. 
Doctors will receive QI 
training at all stages of 
their training 

Increase in divisional performance 
metrics due to better clinical 
leadership 
Embed results of these evaluations 
to inform improvements for the third 
programme due in 2022 

100% compliance with the statutory 
Duty of Candour  
To develop mandatory training in 
Duty of Candour for staff to complete 
online.  
All serious incidents will have an 
identified family liaison officer/Duty 
of Candour lead. 
Implementation of weekly harm 
review meetings to establish level of 
harm, and where Duty of Candour is 
applicable, actions are taken to fulfil 
DOC obligations. 
Development and implementation of 
Duty of Candour Policy, to ensure it 
is addressed and applied in all 
incidents. 
 

Monitoring 
committee 

Quality Committee Quality Committee Quality Committee 

Responsible 
director 

Chief Nurse / Deputy 
Chief Executive 

Chief Medical Officer / Chief Nurse Chief Nurse 
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The successful delivery of our themes and priorities requires the continued commitment of all staff in the 
delivery of quality care. We will support them in this journey in every way possible. We will continue to 
listen carefully to what our patients and local residents tell us about how we can improve care and learn 
from our mistakes, and we will use this information positively to make improvements.  
 
Partnership working with our commissioners, (Herts Valley Clinical Commissioning Group and NHS 
England/Improvement), local councils and other local NHS providers will remain a priority for the Trust to 
make sure that we deliver joined up care for our patients. 
 
A Review of Our Services  
During 2021/22, West Hertfordshire Hospitals NHS Trust provided accident, emergency, outpatient, 
elective inpatient, non-elective inpatient, and critical care services across a wide range of around 40 
different specialties. A detailed list is available on our website and services provided at our three sites are 
shown in Part One of this document. 
 
West Hertfordshire Hospitals NHS Trust has reviewed the data on the quality of care in all these services. 
The 2021/22 NHS revenue received from commissioners relating to the provision of NHS services by the 
West Hertfordshire Hospitals NHS Trust for 2021/22 totalled £431.2m. Due to the Covid-19 pandemic, the 
actual revenue generated from patient-care activity reduced during the year and block and Covid-19 top 
up income from NHSE/I was funded in line with national guidance. 
 
CQC Registration  
West Hertfordshire Hospitals NHS Trust is required to register its services with the Care Quality 
Commission. The Trust is registered to provide: 
 
Watford General Hospital 

• Assessment or medical treatment for persons detained under the Mental Health Act 1983. 
• Diagnostic and screening procedures. 
• Family planning. 
• Management of supply of blood and blood derived products. 
• Maternity and midwifery services. 
• Surgical procedures. 
• Termination of pregnancies. 
• Treatment of disease, disorder, or injury. 

 
St Albans City Hospital 

• Assessment or medical treatment for persons detained under the Mental Health Act 1983. 
• Diagnostic and screening procedures. 
• Family planning. 
• Maternity and midwifery services. 
• Surgical procedures. 
• Treatment of disease, disorder, or injury. 
 

Hemel Hempstead General Hospital 
• Assessment or medical treatment for persons detained under the Mental Health Act 1983. 
• Diagnostic and screening procedures. 
• Maternity and midwifery services. 
• Treatment of disease, disorder, or injury. 



 
57 

Inclusion and Diversity  
Diversity is a fact and West Hertfordshire Hospitals are populated by people from multiple disabilities, 
ethnicities, genders, nationalities, religions, sexual orientations and many more different backgrounds. 
 
Inclusion on the other hand, is an act. We are extremely proud of our varied workforce and are actively 
working to remove any barriers our staff may face because of their identity. 
 
Our overarching workforce inclusion objectives are set out in our 2020-2025 People Strategy: 

1) Build an inclusive and diverse team 
2) Support and engage our team 
3) Develop our team 
4) Move forward by embracing new ways of working 

 
To help build an inclusive and diverse team we have a number of staff networks and staff groups with 
more on the way. These include Connect, the multi-cultural staff network, Diversability, LGBT+, Carers, 
the Pastoral Care for religious and atheist beliefs, and recently focus groups on women in medicine and 
interest about Ethical Veganism.  
 
These groups provide a range of support to our staff, providing safe spaces for people to voice any issues 
and a platform to get these voices heard. Connect’s global workforce events encourage inclusion and 
educate using facts, food and music to engage and interest people.  The Diversability network has 
introduced a robust Reasonable Adjustment Plan to assist staff and their managers to have useful 
conversations. Soecific issues, such as health conditions that affect Asian staff more than the average 
population, can also be addressed using these networks. 
 
In the last year, progress has been made for most of the indicators on the WRES (Workforce Race Equality 
Standard) and WDES (Workforce Disability Equality Standard). The number of people declaring a 
disability, their sexual orientation or religion has also improved, which helps us to monitor issues and 
successes. 
 
Equality, Diversity and Inclusion (EDI) is always a work in progress and for 2022/23 the Trust aims to 
accelerate the improvements seen in recent years. There is a standing item for diversity and inclusion on 
our People, Research & Education Committee (PERC), which reports into Board. The Chair of Connect 
attends these meetings and our disabled staff network minutes are included in the meeting papers for 
information. 
 
All information here should be read in conjunction with our work on the Workforce Race and Disability 
Equality Standards, Gender Pay Gap and Public Sector Equality Duty reports which can be accessed at 
www.westhertshospitals.nhs.uk/about/equality.asp 
 
Freedom to Speak Up  
The Freedom to Speak Up (FtSU) service for all NHS organisations was a direct recommendation from 
the 2015 Sir Robert Francis report, to help support workers to speak up when they feel that they are unable 
to do so through other routes.  
 
We are committed to promoting an open and transparent culture across the organisation, to ensure that 
all members of staff feel safe and confident to speak out. We provide the resources required to deliver an 
effective FtSU function, including an oversight process to ensure that policies and procedures are being 
effectively implemented. We want to build a culture where openness and transparency are valued. 
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We have appointed 42 Freedom to Speak Up Champions to date. These are staff working across the Trust 
on all three hospital sites and are from a range of professional backgrounds.    
 
In the past year 28 FtSU cases were reported and 22 of these cases have a theme relating to bullying and 
harassment. Two of these bullying and harassment cases were aggravated by racism, one was 
aggravated by sexual harassment, and one was aggravated by disability discrimination. The remaining six 
FtSU cases were related to policy and procedure.   
 
Cases relating to bullying and harassment are an area of concern, however most of these cases are 
resolved informally, through access to mediation or through escalation conversations with senior 
managers, facilitated by the FtSU service. This trend of informal resolution has seen a rising trajectory 
over the past twelve months and continues to improve. 
 
The Trust recorded zero cases with an element of patient safety over the past 12 months. The case rates 
within this category are much lower compared with the national picture, which is 18%.  
There were no anonymous FtSU cases recorded over the reporting period. It is pleasing to note that all 
staff who spoke up during the reporting period were happy to be named regarding the concerns they 
raised. This may be an indicator of the level of trust and confidence staff have in the ‘speak up’ culture of 
the Trust. 
 
A breakdown of the FtSU cases by type is shown below:  

 
 
The pandemic has provided us with the opportunity to focus on how important it is that our staff have the 
Freedom to Speak Up service. Staff have continued to raise concerns throughout the pandemic and speak 
up arrangements have been adapted, given that at times, face to face engagement activity with staff has 
been restricted.  
 
Other ways of carrying out this important element of the work have been identified and have included: over 
1,200 personal approaches to staff directly, contact through the FtSU Guardian, introductions to FtSU for 
new all new leaders and all new staff, direct contact with all staff involved with the FtSU best practice 
project, direct contact with the junior doctor team in Obstetrics and Gynaecology and several direct 
approaches to midwifery staff. 
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Participation in Clinical audits and national confidential enquiries 2021/22  
A clinical audit aims to improve patient care by reviewing services and making changes where necessary. 
National confidential enquiries investigate an area of healthcare and recommend ways to improve it. 
 
During 2021/2022, 42 national clinical audits and three national confidential enquiries covered relevant 
health services that the Trust provides. The Dementia National Audit did not start nationally in this financial 
year and is therefore excluded from the total. 
 
During the year the Trust participated in 90% (37) of national clinical audits and 100% (three) of national 
confidential enquiries that it was eligible to participate in.  
 
The full list of national clinical audits and national confidential enquiries that the Trust was eligible to 
participate in during 2021/22 is detailed in appendices 4 and 5. 
 
Appendix 4 also lists the national clinical audits and national confidential enquiries that the Trust 
participated in, alongside the number of cases submitted to each audit or enquiry as a percentage of the 
number of registered cases required by the terms of that audit or enquiry. 
 
The reports of 20 national clinical audits were reviewed by the provider in 2021/2022 and we intend to take 
the actions set out in appendix 6 where required, to improve the quality of healthcare provided.  
 
The reports of 164 local clinical audits were reviewed by the provider in 2020/2021 and we intend to take 
necessary actions. Appendix 7 includes what we have learned from some of these audits and the actions 
taken, to improve the quality of healthcare provided. 
 
Research  
Clinical research is the bedrock of care delivered to patients across the NHS. Research enables us to 
gather information and better understand what the best treatments and procedures are for patients, 
allowing new treatments, medications and vaccines to be developed. The Trust is proud to take part in 
clinical research trials and to support the development of new ideas, products and clinical services for the 
benefit of our patients.  
 
During 2021/22, the Trust recruited 2,922 participants to research trials and studies approved by the Health 
Research Authority (HRA). We recruited participants to 82 studies and were directly involved in 130 clinical 
research studies. Our research teams used national systems to manage the studies in proportion to risk 
and the majority of the studies were established and managed under national model agreements. The 
National Institute for Health Research (NIHR) supported 119 of these studies through its research 
networks.  
 
We are delighted that, in 2021/22, the Trust recruited more participants to NIHR studies (2,728) than ever 
before. This includes recruitment to the well-publicised Urgent Public Health COVID-19 clinical trials, which 
have contributed so much to the evidence on effective treatments for patients with the disease. 
 
Systems are in place within the Trust to ensure that the principles and requirements of research 
governance are applied consistently through a full set of policies and standard operating procedures. A 
research recruitment summary is shown in Appendix 7. 
 
As a result of the pandemic and the change of emphasis and working practices in the Trust, our Research 
and Development Strategy 2020-23 is being reviewed and updated. 
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CQUIN Performance  
As was the case in 2020/21, CQUINs remained suspended throughout 2021/2022 due to the COVID-19 
pandemic. Again, no schemes were published and CQUIN achievement was assumed as 100%. For the 
Trust, the CQUIN value continued to be built into block payments received. 
 
For 2022/23, CQUINs have been re-introduced and we are required to select five schemes from the nine 
applicable to NHS Trusts. 
 
Data Quality 
Data Quality can support the delivery of safe and high-quality patient care by ensuring that the information 
used to underpin decision making is accurate and complete. Information entered on the Trust’s Electronic 
Patient Record (EPR) system is used to communicate appointment and admission related information to 
patients and track waiting times against constitutional standards and other national and local indicators. 
The reporting of data quality is also a contractual requirement with our commissioners. 
 
To improve data quality at the point of entry, the Trust’s IT training team offers classroom and in situ 
training to clinical and administrative staff. We also have a range of data quality reports which are used in 
operational meetings to identify and correct any potential data quality issues. 
 
NHS Number and General Medical Practice Code Validity 
In 2021/22, the Trust submitted records to the Secondary Uses Service (SUS) for inclusion in the Hospital 
Episode Statistics which are included in the latest published data.  
 
Trust performance in relation to the inclusion of the patient’s NHS number has been better than the national 
average, in every area of care, for the fourth year in a row. 
 
Published data WHHT percentage of 

records which 
included the patient’s 

valid NHS number 

National 
average 

(NHS 
number) 

WHHT percentage of 
records which included 

the patient’s valid 
Registered GP Practice 

National 
average 

(Registered 
GP Practice) 

Admitted patient 
care  

99.9% 99.7% 99.9% 99.6% 

Outpatient care 99.9% 99.8% 100.0% 99.6% 
Accident and 
emergency care 

99.5% 99.0% 99.9% 99.5% 

Source: Latest SUS Information to April 2021 – March 2022 
 
Information Governance 
Information governance incidents are graded using the NHS Digital breach assessment grid which is in 
line with requirements under the UK General Data Protection Regulations 2016 and Data Protection Act 
2018. Incidents are graded using a 5 x 5 breach assessment grid according to the significance of the 
breach and the likelihood of serious consequences occurring on the individual or groups of individuals 
affected, with one being the least serious and 25 the most serious. Incidents graded as six or above are 
reportable to the Information Commissioner’s Office (ICO) via the Data Security and Protection Toolkit 
Incident Reporting Tool. 
 
During the financial year 2021/22, one serious incident was reported to the ICO. 
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Data Security and Protection Toolkit (DSPT) 
The Data Security and Protection Toolkit (DSPT) is an online self-assessment tool that allows 
organisations to measure their performance against the National Data Guardian’s 10 data security 
standards. 
 
All organisations that have access to NHS patient data and systems must use the DSPT to provide 
assurance that they are practising good data security and that personal information is handled correctly. 
The DSPT is an annual assessment and as data security standards evolve, the requirements are reviewed 
and updated by NHS Digital to ensure they are aligned with current best practice. As an NHS body, the 
Trust is required to complete the annual DSPT assessment.   
 
For 2020-21, the COVID-19 pandemic resulted in a change to the timescales for organisations to complete 
the DSPT. Traditionally, annual completion has been required by 31 March, however in 2020/21, the 
deadline was moved to 30 June to recognise the demands on organisations responding to the pandemic.  
Those organisations unable to meet the deadline were allowed to submit an improvement plan to NHS 
Digital for approval which included outstanding actions and completion dates needing to be completed by 
30 December 2021. Having submitted our own improvement plan the Trust met all mandatory 
requirements and reached a Toolkit status of ‘Standards Met’ and a completed DSPT for the Trust was 
published for 2020/21. 
 
The deadline for the 2021/22 publication is 30 June 2022. An action plan has been developed to address 
the work required to reach compliance against each of the following new mandatory assertions 
incorporated into the DSPT framework for 2021/22. 
 
Clinical Coding Error Rate  
The Clinical Coding Department’s core function is to translate medical terminology written by clinicians 
into alphanumeric codes. This process underpins how the Trust is reimbursed for the activity it provides 
and supports a range of additional functions used to improve the quality and effectiveness of clinical care.   
 
The Trust commissioned an external audit in June 2022 for the financial year 2021/2022, to provide 
assurance on the quality of the coded data. Other measures include benchmarking of various metrics from 
Dr Foster Intelligence.   
 
Palliative Care Coding Rate 
For 2020/21, the Palliative Care Coding Rate was 3.05% vs. a national rate of 2.60 % and a peer group 
rate of 2.66%. 
 
For 2021/22 the Palliative Care Coding Rate was 2.41% vs. a national rate of 2.24 % and a peer group 
rate of 2.33%. 
 

Month of 
incident 

Nature of incident Number 
affected 

How patients 
were informed 

Lessons learned 

  
Oct 2021 

Inappropriate access by 
member of staff to 
electronic patient 
records. 
  

Three Patients involved 
were notified by 
the Safeguarding 
team.  

This incident was 
investigated by HR and the 
divisional area involved. 
Outcomes and any lessons 
learnt will be implemented at 
a local level by the division. 
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Depth of Coding  
The mean depth of coding (i.e., the mean number of secondary diagnosis codes per finished provider 
spell) for non-elective admissions from December 2020 to November 2021 is 6.0 vs. the national average 
of 5.8. 
 
The mean depth of coding for elective admissions is 5.0 vs. the national average of 5.7. 
 
The results of the internal coding audit to provide assurance on the quality of coding are as below: 

 
  

 F/Y 2021/22 Mandatory Advisory 
Primary diagnosis 93% >=85% >=90% 
Secondary diagnosis 85% >=75% >=80% 
Primary procedure 92% >=85% >=90% 
Secondary procedures 91% >=75% >=80% 
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Appendix 1 – Quality Performance Indicator 
 
NHS Digital Data 
Indicator Measure From NHS Digital 
    Most 

recent 
results 

for 
trust 

Time period 
for results 

Result for 
trust for 
previous 
reporting 

year 

Best 
performing 

trust 

Worst 
performing 

trust 

National 
average 

SHMI rate  n/a Value = 
0.9667 
Bandin
g = 2 

Dec 2020 – 
Noc 2021 

Value = 
0.9891 

Banding = 2 
(2019) 

0.7161 1.1949 1.000 

% of patient 
deaths with 
palliative 
care coding 

n/a 44.39% Dec 2020 – 
Noc 2021 

40% 
(2020) 

64.38% 11.20% 38.95% 

Groin 
hernia* 
Adjusted 
average 
health gain 

EQ VAS -0.067 2017/18 -0.817 
(16/17) 

3.614 -9.201 -1.156 

EQ-5D 0.085 2017/18 0.097 
(16/17) 

0.137 0.029 0.089 

Hip 
replacement 
Total* 
Adjusted 
average 
health gain 

EQ VAS 12.175 2020/21 15.329 
(19/20) 

20.688 6.819 14.683 

EQ-5D 0.433 2020/21 0.443 
(19/20) 

0.579 0.378 0.467 

Oxford Hip Score 22.149 2020/21 21.345 
(19/20) 

25.948 17.564 22.579 

Knee 
replacement 
Total* 
Adjusted 
average 
health gain 

EQ VAS 8.224 2020/21 8.498 
(19/20) 

12.137 0.868 7.483 

EQ-5D 0.334 2020/21 0.357 
(19/20) 

0.434 0.215 0.317 

Oxford Knee 
Score 

17.246 2020/21 17.246 
(19/20) 

21.622 13.567 16.681 

Varicose 
vein* 
Adjusted 
average 
health gain 

Aberdeen 
varicose vein 
questionnaire 

-13.068 2017/18 -9.651 
(16/17) 

-0.391 -14.068 -8.450 

EQ VAS 1.043 2017/18 -0.309 
(16/17) 

5.350 -5.417 -0.086 

EQ-5D 0.097 2017/18 0.095 
(16/17) 

0.134 0.035 0.096 

30-Day 
emergency 
readmission 
rate1 

0-15 years 7.5% 2020/21 13.5% 
(19/20) 

2.8% 64.4% 11.9% 

16+ years 13.7% 2020/21 12.7% 
(19/20) 

1.1% 112.9% 15.9% 

Staff 
recommenda
tion of the 
trust as a 
place to 
work or 
receive 
treatment 

n/a Work – 
59% 

Care - 
58% 

2020 Work – 52% 
Care - 59% 

(2019) 

Work – 84% 
Care - 96% 

Work – 40% 
Care - 47% 

Work – 68% 
Care - 74% 
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NHS Digital Data 
Indicator Measure From NHS Digital 
    Most 

recent 
results 

for 
trust 

Time period 
for results 

Result for 
trust for 
previous 
reporting 

year 

Best 
performing 

trust 

Worst 
performing 

trust 

National 
average 

Patient 
recommenda
tion of the 
trust as a 
place to 
receive 
treatment 

Friends and 
Family Test 
(Mat = Q2 birth) 

IP=96% 
OP=99

% 
A&E=9

0% 
Mat=95

% 

Feb 2022 IP=95% 
OP=95% 
A&E=92% 
Mat=98% 

IP=100% 
OP=100% 
A&E=100% 
Mat=100% 

IP=77% 
OP=81% 
A&E=29% 
Mat=67% 

IP=94% 
OP=94% 
A&E=77% 
Mat=94% 

Rate of 
admissions 
assessed for 
VTE 

n/a 94.38% Q3 2019/20 95.53% 
(Q4 

2018/19) 

100% 74.03% 95.33% 

C difficile 
infection 
rates1 

Trust Apportioned 
Cases 

71 2020/21 28 
(2019/20) 

0 328 89.3 

Trust Apportioned 
Rate per 100,000 
bed days 

39.4 2020/21 12.4 
(2019/20) 

0 140.5 45.6 

Patient 
safety 
incidents[1]  

Number of 
incidents 
occurring 

14,398 Apr 2020 – 
Mar 2021 

7,754 
Oct 2019 - 
Mar 2020 

3,169+ 37,572+ 12,502+ 

Incidents resulting 
in severe harm or 
death 

44 Apr 2020 – 
Mar 2021 

16 
Oct 2019 - 
Mar 2020 

4+ 261+ 55+ 

Rate of severe 
harm or death as 
a percentage of 
all incidents 

0.24% Apr 2020 – 
Mar 2021 

0.1% 
Oct 2019 - 
Mar 2020 

0.03%+ 1.08%+ 0.27%+ 

Responsive-
ness to 
inpatients' 
personal 
needs 

Average weighted 
score of 5 
questions from in-
patient survey 
relating to 
responsiveness to 
inpatients' 
personal needs 
(score out of 100) 

70.7 Hospital 
stay: 

01/11/2020 
to 

30/11/2020; 
Survey 

collected 
01/01/2021 

to 
31/05/2021 

62.5 
Hospital 

stay: 
01/07/2019 

to 
31/07/2019; 

Survey 
collected 

01/08/2019 
to 

31/01/2020 

85.4 67.3 74.5 

 
1 Latest published data available 
+ All England data could not be found in ONS data so ‘Provider: Acute (Non Specialist)’ has been used. 
* Patient reported outcome measures (PROMs).  
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Appendix 2 – Quality Priorities for 2022/23  
 
Our priorities have been refreshed and aligned with our Trust objectives, clinical strategy and business 
plan for 2022/2023. 
 

Quality priorities 2022/23 

PRIORITY 1 – Providing safe care and improving outcomes 

Reducing Mortality and Improving our Learning from Deaths 

Delivering ‘harm free care’ 

Maintaining ‘hand hygiene’ compliance rates 

Maintaining Effective Infection Prevention and Control Standards 

Improving medicine storage compliance 

Providing efficient seven day services 

PRIORITY 2  – Develop resilient services and reduce clinical variation 

Care pathway redesign 

Getting it right first time (girft) 

PRIORITY 3 – Improve patient experience by collaborative working with our partners 

Improving Patient Experience of the Discharge Process  

Improving Patient Experience of the Booking Process 

Expanding our Volunteer Service to Provide Support to Patients and Their Relatives 

Co-production  

Maternity (ockenden) 

PRIORITY 4 – Reduce inequalities 

Improving the Experience of Patients with Mental Health and Learning Disabilities 

Ensuring Robust Processes and Organisational Scrutiny of Safeguarding Procedures 
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PRIORITY 5 – Improving access and reducing waiting times 

Recover waiting times in line with national standards by increasing diagnostic capacity and elective 
activity 

Encourage patients and staff to embrace digital technology to help people access healthcare 

Improving organisational performance against access standards 

PRIORITY 6 – Everybody matters, our people promise 

Improving Recruitment and Retention 

Improving Staff Engagement and wellbeing 

Improving Learning and Development Opportunities 

Create and demonstrate a culture of inclusion and diversity  

PRIORITY 7 – Quality improvement and clinical leadership 

Continue to embed QI as a learning organisation 

Delivering a Clinical Leaders Development Programme 

Magnet 4 Europe 

PRIORITY 8  – Quality governance with risk management and learning 

Improving Organisational Wide Learning and Action Plan Implementation 

Improving Compliance with Duty of Candour: Moderate and Above Harms 

PRIORITY 9 – Improving our infrastructure 

Improving the Quality of our Estates, IT Systems and Facilities 
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Appendix 3 – Participation in Quality Account national clinical audits and national 
confidential enquiries during 2021/22 
 

Clinical Audit title Eligible to participate Participated Number of patients % data submitted 
Division of Surgery Anaesthesia and Cancer 

Emergency Laparotomy (NELA) yes yes 2019 – 2020 N = 175 Validated 
 
Case ascertainment 92.6% 
published 2021 Report 

National Oesophago-gastric 
Cancer (NAOGC) 

yes yes 2020-2021 N = 75 validated by Cancer 
Services and submitted in the portal. 

National Prostate Cancer Audit yes yes Continuous Audit –  
 
Last validated data 2019 – 20  
N = 291  

National Bowel Cancer 
(NBOCAP) 

yes yes 2019-20 validated data  
submitted N = 259  
 
2020-21 validated data  
submitted N = 245 

Elective Surgery (National 
PROMs Programme) 

yes yes 2019-20 Validated 
Hip N = 347 
Knee N = 357 
 
2020-2021 Validated 
Hip N = 128 
Knee N =131 

National Vascular Registry 
 

yes yes NVR Jan-Dec 2020 - Validated 
AAA: 27 (No HES data) 
Elective infra-renal AAA 16/13 (123%) 
CEA: 44/42 (104%) 
Angioplasty: 16/60 (27%) 
Bypass: 29/32 (91%) 
Amputation: 11/10 (110%) 

National Audit of Breast Cancer in 
Older Patients (NABCOP) 

yes yes NABCOP does not directly ‘collect’ patient 
data. Instead, they use existing sources of 
patient data collected by national 
organisations. (National Cancer Registration 
and Analysis Service (NCRAS) in England 
and the Cancer Network Information System 
Cymru (CANISC) in Wales). Therefore, there 
is no direct submission of data from WHHT 

Case Mix Programme (CMP) 
ICNARC 

yes yes Continuous Audit 
1 April 2020-31 March 2021 
N= 812 Validated data admissions to critical 
care  

National End of Life Care Audit yes yes Continuous audit  
 
40 cases submitted 2019 (100%) 
2020 was cancelled Nationally 
50 cases submitted in 2021 (100%) 

National Joint Registry (NJR) yes yes Continuous audit  
Published 2020 report data collected April 
2019 to April 2020  
Case ascertainment (Hip, Knees, Ankles and 
Elbows) N = 794 (98.24%) 
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Clinical Audit title Eligible to participate Participated Number of patients % data submitted 
Management of the lower Ureter 
in (Nephroureterectomy Audit 
(BAUS Lower NU Audit) 

yes No  
 
 
 
 
 

Division of Medicine 
Acute coronary Syndrome or 
Acute Myocardial Infarction 
(MINAP) 

yes yes Continuous Audit            
2021/2022 Non validated data 
01Apr2021 – 25 March 2022 
Cases Submitted N = 251 
 
For 2019-2020 N= 247 
Case ascertainment stringent =62.06% and 
non-stringent =59.66% 

Coronary Angioplasty/National 
Audit of Percutaneous Coronary 
Interventions (PCI) 

yes yes Continuous audit  
01/04/21-26/03/22  
unvalidated data  
Cases Submitted N = 425 

Cardiac Rhythm Management 
(CRM) 

yes yes Continuous audit  
2021 / 2022 Non validated data Cases 
Submitted N = 509 
Case Ascertainment =74.5% 
2020 / 2021 validated data N = 451 

National Heart Failure Audit yes yes Continuous audit – 
2021/2022 Non validated data 
Apr2021 – 25 March 2022 
Cases Submitted N = 371 
 
For 2019-2020 N= 249 % HES=35.3% 
 

National Diabetes Foot Care Audit 
(NDFA) 

yes yes Continuous Audit – 
2021/2022 Non validated data 
Apr2021 – 28 March 2022 
Cases Submitted N = 64 

National inpatient Diabetes audit, 
including National Diabetes 
InPatient Audit -Harms 

yes yes Continuous Audit – 
2021/2022 Non validated data 
Apr2021 – 28March 2022 
Cases Submitted N = 34 

National Core Diabetes Audit -
Insulin pump audit 

yes No 
 

Falls and Fragility Fractures Audit 
programme (FFFAP) Inpatient 
Falls 

yes yes Continuous audit – 
Jan 2021– Feb 2022  
Non validated data  
Cases Submitted N=11 

Falls and Fragility Fractures Audit 
programme (FFFAP) National Hip 
Fracture Database 

yes yes Continuous Audit – 
2022 to date –  
Non validated data 
Cases submitted N=109 
2021 Unvalidated data 
Cases submitted N=418 
2020 Cases submitted N=396 

Dementia National Audit Not started Nationally NA  
Inflammatory Bowel Disease (IBD) 
programme / IBD Registry 

yes yes Continuous Audit  
Apr20 – Mar21  
Cases submitted N = 16 
Apr21 – Mar22 unvalidated data 
Cases submitted N = 1 
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Clinical Audit title Eligible to participate Participated Number of patients % data submitted 
Chronic Obstructive Pulmonary 
Disease Secondary care 
 

yes 
 
 

yes Continuous audit  
Apr21 – Mar22 unvalidated data 
Cases submitted N = 281 

Adult Asthma in secondary care  
(new)National Asthma and COPD 
Audit Programme (NACAP) - 
Asthma 

yes yes Continuous audit 
Apr21 – Mar22 unvalidated data 
Cases submitted N = 71 

National Lung Cancer Audit 
(NLCA) 

yes yes Continuous Audit  
2021/2022 Unvalidated data  
Cases submitted N=265  
2020/2021  
Cases submitted N=238  

National Early Inflammatory 
Arthritis Audit (NEIAA) yes No 

 

Sentinel Stroke National Audit 
programme (SSNAP) 

yes 
 

yes 

April 2021- June 2021 
Validated Data 
Case Submitted N = 190 
Case Ascertainment +90% 
July 2021 -Sept 2021 
Validated Data  
Case Submitted N = 167 
Case Ascertainment +90% 

National Outpatient Management 
of Pulmonary Embolism  yes yes 

Sept 2021 – Jan2022 
Unvalidated data 
Cases submitted N=12  

National Audit of Smoking 
Cessation 

yes No 
 

Division of Emergency Medicine 
(TARN) Trauma Audit Research 
Network data  

yes yes Continuous Audit  
2021 to 02 March 2022  
Unvalidated data  
Cases submitted N=233 
Eligible for Rate of Survival Calculation N= 
168 
Case Ascertainment 57% 
Data Accreditation 86.2% 

RCEM-Pain in Children yes yes Continuous audit data to be submitted up to 
October 2022  

Division of Clinical Support Services 
SHOT Serious hazards of blood 
transfusion  

yes 
yes 

29 events/incidents to SHOT via MHRA 
during April 2021 – March 2022 

2021 National comparative Audit 
of Blood Transfusion against 
NICE Guidelines 

yes 
No  

Division of Women and Children’s Services 
National Audit of Seizures and 
Epilepsies in Children and Young 
People (Epilepsy12) 

yes yes Continuous audit. Awaiting validated data. 

National Neonatal Audit 
Programme-Neonatal Intensive 
and Special care (NNAP) 

yes yes 20 audit measure for 2021. Largest data set 
was 422 for ‘parent presence at consultant 
ward rounds’ 

Maternal Mortality Surveillance 
and confidential enquiries 
(part of MBRRACE programme) 

yes yes Nationally 30-40 cases of women taken from 
UKOSS. WHHT reports to UKOSS (no cases 
submitted directly to MBRRACE) 
 
Two maternal death in financial year 2021-
2022, one died with COVID five weeks 
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Clinical Audit title Eligible to participate Participated Number of patients % data submitted 
postnatally and the second because of 
arrythmia of unknown cause at 39 weeks 
gestation  

Perinatal confidential enquiries 
(part of MBRRACE programme) 

yes yes N =26 19 stillbirths and 7 neonatal deaths 

Perinatal mortality surveillance 
(part of MBRRACE programme) 

yes yes N =26 19 stillbirths and 7 neonatal deaths 

National Paediatric Diabetes Audit 
(NPDA) 

yes yes Continuous data submission 
Total number of eligible patients submitted 
N=256 in 2021-2022 financial year. 

National Maternity and Perinatal 
Audit (NMPA) 

yes yes NMPA are using solely routinely collected 
data –no data is required directly from the 
Trust. 

National pregnancy in Diabetes 
audit (Registered under Diabetes 
in Pregnancy Audit 2020 - 
Maternal and Fetal Outcomes of 
pre-existing Diabetes under the 
audit no 1711) 

yes yes Data submitted April 2021 to March 22 N=34 
patients non validated data  

NACAP Paediatric Asthma in 
secondary care 

yes yes N =246 01st April to 31st October 2021 

Trust wide 
National Cardiac Arrest Audit 
(NCAA) 

yes yes 
1st of April 2021 to 31st of March 2022 
N=116 

Audits the Trust not legible to participate in 
Chronic Kidney Disease registry  No 

Done by Imperial 
College Healthcare 

NHS Trust 

N/A N/A 

Cleft Registry and Audit NEtwork 
(CRANE) 

No 
Service not provided by 

WHHT 

N/A N/A 

National Asthma and COPD Audit 
Programme (NACAP) 
Pulmonary rehabilitation  
 

No 
Service not provided by 

WHHT 

N/A N/A 

National Comparative Audit of 
Blood Transfusion 
2021 Audit of the perioperative 
management of anaemia in 
children undergoing elective 
surgery 

No 
Surgeries in inclusion 
criteria not undertaken 

in the Trust 

N/A N/A 

National Audit of Care at the End 
of Life (NACEL) 
Mental Health Spotlight Audit 

No 
Service not provided by 

WHHT 
N/A N/A 

National Audit of Psychosis No 
Service not provided by 

WHHT 
N/A N/A 

National Audit of Cardiac 
rehabilitation  

No 
Service not provided by 

WHHT 
N/A N/A 

National Audit of Cardiovascular 
Disease Prevention 

No 
Primary care 

  

National Adult Cardiac Surgery 
Audit 

No 
Service not provided by 

WHHT 
N/A N/A 

National Congenital heart disease  No N/A N/A 
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Clinical Audit title Eligible to participate Participated Number of patients % data submitted 
Service not provided by 

WHHT 
Falls and Fragility Fractures Audit 
programme (FFFAP)- 
Fracture Liaison Service 
Database 

No 
WHHT 

Do Not provide service 
N/A N/A 

Paediatrics intensive care audit  No 
Service not provided by 

WHHT-Patients 
transferred to Great 

Ormond Street 

N/A N/A 

Mental Health Clinical Outcome 
Review Programme. 
Real-time surveillance of suicide 
by patients under mental health 
care 

No 
Service not provided by 

WHHT 
N/A N/A 

Mental Health Clinical Outcome 
Review Programme. 
Suicide, Homicide 

No 
Service not provided by 

WHHT 
N/A N/A 

Mental Health Clinical Outcome 
Review Programme. 
Suicide by middle-aged men 

No 
Service not provided by 

WHHT 
N/A N/A 

National Audit of Dementia 
Spotlight audit in Memory service  

No 
Service not provided by 

WHHT 
N/A N/A 

National Audit of Pulmonary 
Hypertension  

No 
Information collected 

from 8 specialist 
Pulmonary 

Hypertension services 
in the UK –WHHT not 

one of them 

N/A N/A 

National Child Mortality Database 
(NCMD) 

No 
NHS providers are not 
providers of data to this 

project. Data comes 
only from CDOPs. 

N/A N/A 

Neurosurgical National Audit 
Programme 

No 
Service not provided by 

WHHT 
N/A N/A 

Paediatric Intensive Care 
(PICANet) 

No 
Service not provided by 

WHHT. Referred to 
Great Ormond St. 

N/A N/A 

Prescribing Observatory for 
Mental Health (POMH-UK) 

No 
Service not provided by 

WHHT 
N/A N/A 

UK Cystic Fibrosis Registry  No 
Collect information from 

all people diagnosed 
with Cystic Fibrosis. 

N/A N/A 
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Appendix 4 – National Confidential Enquiries for 2021/22 are listed below 
 
National confidential 
enquiries into patient 
outcome and death (NCEPOD) 

Participating Participated (%) 

Epilepsy Study 
 

yes 6/6 (100%) Clinical and Organisational 
Questionnaires completed 

Alcohol Related Liver Disease 
Survey 
 

yes 1/1 (100%) Organisational Questionnaire 
Completed. No Clinical Questionnaires in 
this Study 

physical healthcare provided to 
inpatients in mental health 
hospitals 
 

Not required from the 
Watford General 
Hospital as it is an 
acute Hospital  

initial data request completed. NCEPOD 
confirmed that Clinical Questionnaires are 
not needed to be done at Trust, as it is an 
acute hospital 

  
In addition, West Hertfordshire Hospitals Trust participated in a further 11 national audits by submitting 
data in 2020/21 and these are listed below: 

• Pre-pectoral breast reconstruction evaluation  
• National seven-day hospital services self-assessment survey 
• The National Audit Projects study anaesthesia-related complications 
• Pre-hospital medication with vitamin D protective from mortality from Covid-19 infections in a hip 

fracture population 
• RCEM-Infection Prevention and Control 
• Mandatory Surveillance of HCAI 
• HOLOGIC LOCalizer arm of the IBRAnet localisation study 
• GIRFT – Breast 
• NHS Breast Screening Programme audit 
• Transurethral Resection and single instillation mitomycin C Evaluation in bladder Cancer 

Treatment 
• In utero transfer 22-23+6 weeks’ gestation for threatened preterm birth - TRANSFER Study 
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Appendix 5 – National clinical audits reviewed during 2021/22 and actions taken to improve 
quality of patient care 
 
National Clinical Audit title Actions to improve quality for patients and benchmarking 
Sentinel Stroke National Audit 
programme (SSNAP) 

The Sentinel Stroke National Audit Programme (SSNAP) aims to improve the quality 
of stroke care by measuring both the structure and processes of stroke care against 
evidence-based standards. These standards are informed by the National Clinical 
Guideline for Stroke, and national and local benchmarks. 
 
Despite the ongoing challenges in timely access to the Stroke unit that have occurred 
in the course of the Covid-19 pandemic where all patients are required to have a swab 
prior to ward admission, the Trust achieved an A rating in Q3 in the SSNAP audit that 
places the Stroke service within other top ranked units in the country. 
 
This level of achievement has been continually maintained since 2016 and the results 
are discussed both at the local monthly Stroke strategy meetings and the Stroke 
leadership group (Trust, CCG and community team membership) every three months.  

Acute coronary Syndrome or 
Acute Myocardial Infarction 
(MINAP) 

This audit contains information about the care provided to patients 
who are admitted to hospital with an acute coronary syndrome 
(heart attack). Staff in participating centres submit data that 
relate to each ‘patient journey’ from a call to the emergency 
services or self-presentation at an Emergency Department, 
through diagnosis and treatment at hospital, to the prescription 
of preventive medications on discharge.  
 
Clinicians can use the data to ‘benchmark’ the quality of care 
they provide against that provided at similar hospitals and, 
where such exist, against national standards and guidelines that 
describe optimum care. 
Actions achieved following reviewing published clinical report: 
• Formalising the audit nurse role with an improved job plan including clinical work, 

making the role and current post holders clear to team members.  
• Improve Data Ascertainment by using systems already available such as Infoflex to 

help capture data  
• Documenting CTB/DTB/Admission to Angiography figures known on a weekly 

basis. 
National Heart Failure Audit The purpose of the audit is to drive up standards of care during the acute admission 

phase to achieve better patient outcomes.  
Actions undertaken  
Better identification of Heart Failure (HF) patients with dedicated daily HF ward rounds 
• Inclusion in a HF virtual hospital for early and safe discharge 
• Referral to the community HF team on discharge extending to all types of HF; 

Preserved Ejection Fraction (HFpEF) and Reduced Ejection Fraction (HFrEF) with 
review planned within two weeks of discharge 

• Follow-up in HF consultant clinic for HF patients who may require device or 
interventions 

• Recruitment of new staff allowing an increase in the number of clinics (in total four 
HF nurses, two virtual hospital nurses and two HF consultants) 

• Biweekly multidisciplinary team meeting with HF consultant, HF nurses, Consultant 
Cardiac Electrophysiologist, palliative consultant, and GP with interest in HF, to 
ensure integrated care and close follow up of patients after discharge. 

These actions will improve the crude proportion of inpatients admitted with HF who 
receive cardiology follow up.  
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National Clinical Audit title Actions to improve quality for patients and benchmarking 
Falls and Fragility Fractures 
Audit programme (FFFAP) 
Inpatient Falls 

The Falls and Fragility Fracture Audit Programme (FFFAP) is designed to audit the 
care that patients with fragility fractures and inpatient falls receive in hospital and to 
facilitate quality improvement initiatives. 
 
Actions achieved following reviewing published clinical report 
• Falls training around the trust to include discussion of how to safely retrieve a 

patient from the floor following a fall  
• Falls care plans to include flow chart taken from falls policy with guidance of how to 

manage a fall including assessment for injury 
• Manual handling team to provide out-of-hours falls boxes around all trust sites with 

equipment for retrieval of patient following a fall 
• All staff to regularly undertake mandatory manual handling training and have 

access to extra training for retrieval of falls patients  
• Falls service to carry out bitesize falls training across the trust which includes 

assessment and retrieval of a patient who has fallen  
• All falls’ incidents of moderate harm or greater to be discussed at Serious Incident 

panel with learning disseminated back to ward teams  
• These incidents to also be discussed at falls review group for further MDT 
• The Harm free care stewardship programme allows nursing staff to communicate 

with colleague from other wards to increase shared knowledge across the trust 
(Ongoing – currently includes 10 wards with a target to include all wards by 
December 2022) 

Falls and Fragility Fractures 
Audit programme (FFFAP) 
National Hip Fracture Database 

The Falls and Fragility Fracture Audit Programme (FFFAP) is designed to audit the 
care that patients with fragility fractures and inpatient falls receive in hospital and to 
facilitate quality improvement initiatives. 
 
Actions following reviewing clinical reports 
• Presenting; (Nerve blocks – Lets do more presentation) at future departmental 

meetings to increase awareness that nerve block has been shown to be safe and 
effective in managing acute hip fracture pain in geriatric patients, leading to 
decreased opioid use. 

• Assessing the Time to Ward Transfer in Patients Presenting to the Emergency 
Department with an Acute Hip Fracture, is a local audit to be undertaken  

• The audit lead in the Trust looks in depth at 30-day Mortality of Hip fracture and 
presents it to the relevant specialities. 

National Asthma and COPD Audit 
Programme (NACAP)  
 
 
COPD secondary care 

Chronic Obstructive Pulmonary Disease Secondary care 
National Asthma and Chronic Obstructive Pulmonary Disease (COPD) Audit 
Programme (NACAP) is a programme of work that aims to improve the quality of care, 
service and clinical outcomes for patients with asthma and COPD in England, 
Scotland and Wales.  
 
Actions achieved following reviewing clinical reports 
• Pilot acute rota for cardiology and respiratory consultant presence in Emergency 

Department - completed February 2020 
• National QI priority 2: Ensure that a spirometry result is available for all patients 

admitted to hospital with an acute exacerbation of COPD (results need to be 
recorded in EPR) 

• National QI priority 3: Ensure that all current smokers are identified, offered, and if 
they accept, are referred to behavioural change intervention and/or prescribed a 
stop smoking drug (proper EPR referral needed) 

National Asthma and COPD Audit 
Programme (NACAP) 
 
Adult Asthma in secondary care 

Adult Asthma in secondary care  
 
Actions achieved following reviewing clinical reports 
• Training and education of Emergency Department and Acute Medicine teams to 

measure Peak expiratory flow rate (PEFR) on admission 
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National Clinical Audit title Actions to improve quality for patients and benchmarking 
• Asthma care bundle with CLCH team was developed for use on all asthma 

inpatients to capture the six elements of good practice and tobacco dependency 
advice 

• Documentation of inhaler review, self-management plan and smoking cessation 
advice. 

 
Adult Asthma in secondary care - Action to be achieved -Organisational report  
The Trust do not meet the standard for one criterion which is that we do not have a 
severe asthma service. This is an ambition of the respiratory team so the action would 
be to appoint a respiratory consultant to lead as specialist asthma service. 

National Lung Cancer Audit 
(NLCA) 

National Lung Cancer Audit collect hospital and healthcare information and report on 
how well people with lung cancer are being diagnosed and treated in hospitals across 
England and Wales. 
 
In benchmarking published by the health Quality Improvement Partnership on 
14/9/2021 Crude proportion of patients seen by a Cancer Nurse Specialist (the result 
is 84.4% and the National standard is 90% and the National Aggregate is 73.4% -this 
is 2020 report data for data collected Jan 2018 to Dec 2018)-the data from current 
data is >90% of patients are seen by Cancer Nurse specialist 
The Trust is within national expectation in the following metrics: 
Case mix adjusted one-year relative survival rate 
Case mix adjusted percentage of fit patients with advanced Non -Small Cell Lung 
Cancer (NSCLC) receiving Systemic Anti-Cancer Treatment 
Case mix adjusted percentage of patients with Small Cell Lung Cancer (SCLC) 
receiving chemotherapy 
Case mix adjusted percentage of patients with Non-Small Cell Lung Cancer (NSCLC) 
patients who received curative-intent treatment 
 
Actions already in place are: 
• Band 5 Lung Multi-Disciplinary Team co-ordinator  
• Business case complete, in place. - March 2020 (Although have been unable to 

recruit a medical oncologist to date) 
• Lung cancer Pathway Navigator - Completed with the aim to meet National Optimal 

Lung Cancer Pathway 
National inpatient Diabetes audit, 
including National Diabetes 
inpatient Audit Harms 

The National Diabetes Inpatient Audit (NaDIA) measures the quality of diabetes care 
provided to people with diabetes while they are admitted to hospital whatever the 
cause and aims to support quality improvement. In addition, NaDIA-Harms is a 
continuous collection of serious inpatient harms that only affect people with diabetes. 
Actions achieved following reviewing published clinical report 
 
To continue rolling programme of training and education to all nursing and junior 
doctors regarding management of inpatients with diabetes including mandatory Insulin 
safety modules- Sugar & Spice re-started; new educational programs instituted (virtual 
study day for Allied Healthcare staff started). 
 
Identify wards/locations where harms are happening going forward, so that training 
efforts can target those areas. 
 
Diabetes Inpatients Specialist nurses to encourage and promote self-administration of 
insulin in appropriate competent patients. 
 
Specialist Diabetes dietitians to liaise with catering team to provide menus with 
carbohydrate content. 
  
Shift of Prandial Insulin administration practice to relate it to mealtimes and doing a 
pre-administration capillary blood glucose to reduce hypoglycaemia risk. Ongoing 
work with QI team to change capillary blood glucose monitoring chart to support this 
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change and with Electronic Patient ecord (EPR) Team to introduce changes to insulin 
administration to facilitate this.  
 
Work with EPMA team/Cerner team to help with identifying all patients who have 
sustained NADIA-harms to strengthen data for future audits. Development of Diabetic 
Ketoacidosis (DKA) and hyperglycaemic hyperosmolar state prescribing plans in EPR 
to reduce risk of insulins being stopped in patients with DKA.  

National Oesophago- Gastric 
Cancer  
  

The National Oesophago-Gastric Cancer Audit was established to evaluate the quality 
of care received by patients with Oesophago-gastric cancer in England and Wales. 
A benchmarking published by HQIP (Health Quality Improvement Partnership) on 
09/06/2021, showed that out Trust was in line with National expectation in; case 
ascertainment, age and sex adjusted proportion of patients diagnosed after an 
emergency admission.  
The results of the benchmarking also showed that the Trust is in line with expectation 
in; crude proportion of patients treated with curative intent in the Strategic Clinical 
Network and in Risk-adjusted 90-day post-operative mortality rate. 

Emergency Laparotomy (NELA) 
 
 

National Emergency Laparotomy Audit (NELA) aims to enable the improvement of the 
quality of care for patients undergoing emergency laparotomy, through the provision 
of high-quality comparative data from all providers of emergency laparotomy. 
A benchmarking exercise published by HQIP on 12/09/2021 showed that our Trust 
was in line with national expectation in: 
Crude proportion of cases with pre-operative documentation of risk of death 
Crude proportion of cases with access to theatres within clinically appropriate time 
frames  
Crude proportion of high-risk cases (≥5% predicted mortality) with consultant surgeon 
and anaesthetist present in theatre and admitted to critical care post-operatively 
Risk adjusted 30-day mortality in this published benchmarking the trust is within 
expected range, the risk was 12.6% and national aggregate is 9.3% (National 
standard is none) NELA provider has an alert level outlier for this metric for data from 
1/12/2019 to 30/11/2020.  
Actions undertaken,  
• Introduction of a medical liaison service for frail and elderly patients  
• Consultant on call rota was adjusted and the Speciality are working on appointing 

an additional colorectal consultant to provide more surgical support to the 
emergency take. 

• A registered local audit to look at Factors affecting time to emergency laparotomy in 
patients with suspected bowel perforations is in progress. 

• The Trust is in the process of building additional theatre capacity, expected to open 
June 2022. 

National Vascular Registry 
 
 
 
 

The data in the National Vascular Registry (NVR) covers the process and outcomes of 
care for; patients undergoing carotid endarterectomy, patients undergoing abdominal 
aortic aneurysm (AAA) repair, patients undergoing a revascularisation procedure 
(angioplasty/stent or bypass) or major amputation for lower limb peripheral arterial 
disease (PAD). 
A benchmarking exercise published by HQIP on 14/09/2021 and the Trust was in line 
with national expectation in;  
• Crude median time from symptom to surgery [Carotid Endarterectomy] 
• Case Ascertainment [Abdominal Aortic Aneurysm] 
• Risk-adjusted post-operative in-hospital mortality rate [Abdominal Aortic Aneurysm] 
• Case ascertainment all eligible patients [Carotid Endarterectomy] 
• Risk-adjusted 30-day mortality and stroke rate [Carotid Endarterectomy] 
 
For data collected 2018 to 2020, the length of hospital stay after Carotid 
Endarterectomy was one day longer than the national average. The speciality 
undertook a local audit to investigate this and to improve it as the surgery are done on 
Friday the parents are being reviewed over weekend and discharging them either 
Saturday or Sunday in most cases. Occasionally, a patient is not fit for discharge over 
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the weekend and stay a bit longer and this is well explained when patients have 
stroke in comparison to those who have Transient Ischemic Attack.  

National Audit of Care at the End 
of Life (NACEL) 
 

NACEL is a national comparative audit of the quality and outcomes of care 
experienced by the dying person and those important to them during the last 
admission leading to death in acute hospitals, community hospitals and mental health 
inpatient providers in England, Wales, and Northern Ireland. 
Results of a benchmarking report published by HQIP on 2/7/2021 stated that the Trust 
was within national expectations about the proportion of deaths where it was 
recognised that the patient may die imminently and with regards to the proportion of 
patients with documented evidence of an individualised plan of care addressing their 
end-of-life care needs. 
The Trust provides a seven-day face-to-face specialist palliative care service (doctor 
and/or nurse) which is for available eight hours a day. Out of Hours advice is available 
via 24 hours advice line. 
All patients referred to Specialist Palliative Care have a Preferred Place of Care 
and/or Preferred Place of Death recorded when appropriate by the time of discharge. 
Ongoing education which reflects learning from NACEL audits and promotes 
compassionate end of life care is provided across the Trust.  
Audits are in place to review documentation relating to nutrition, hydration, 
psychological support as well as spiritual care to ensure compassionate end of life 
care is provided. 

National Joint Registry (NJR) 
 
 
  

The NJR was set up by the Department of Health and Welsh Government in 2002 to 
provide an early warning of issues relating to patient safety, improve the quality of 
outcomes and ensure the quality and cost-effectiveness of joint replacement surgery. 
Two benchmarking reports were published on 20/8/2021 by HQIP; one for Watford 
General Hospital and the other for St Albans Hospital and the Trust was within 
national expectation in risk adjusted five-year revision ratio (for hips excluding 
tumours and NOF#). In previous benchmarking published on 12/3/2021 on data 
collected August 14 to August 19; The Trust was below expectation in risk adjusted 
five-year revision ratio for Hips -The audit lead confirmed that for data 2019-2020 the 
Trust is lying within the expected range and that was also reflected in this updated 
benchmarking.  
Risk adjusted 90-day mortality ratio (for hips excluding tumours and NOF#) and risk 
adjusted five-year revision ratio (for knees excluding tumours. 
The Trust was above national expectation on case ascertainment of hips, knees, 
ankles, and elbows. The proportion of patients consented to have personal details 
included (hips, knees, ankles, and elbows) required. improvement.  
Actions undertaken are: 
• Including the NJR Consent form in the NOF pathway pack  
• Increase awareness of staff to complete the consent form and record its completion 

accurately via induction to both junior doctors and nurses 
• The reason could be related to that hip revisions for periprosthetic fractures are 

often performed in elderly pts with dementia and are consent four so the NJR 
consent cannot be completed, lack of proper documentation and that our Trust 
results are not diluted by lots of simple primaries in whom the paperwork is easy to 
find as they are less performed. 

• The audit lead will raise awareness with the new staff so that the rates pick up. 
• Updated action was an email requesting the team to undertake a local audit to 

identify areas of improvement. 
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National audit of breast cancer in 
older patients (NABCOP) 
 
 
 
 
 

The aim of NABCOP is to support NHS providers to improve the quality of hospital 
care for older patients with breast cancer. A benchmarking published by HQIP on 
1/4/2021 showed that the Trust met all national expectations in the proportion of 
patients recorded Oestrogen positive receptor ER+ Status, Human Epidermal Factor 
receptor two (HER2), TNM Stages (Staging derived from individual T (tumour size), N 
(lymph node status), and M (metastatic disease) and recorded performance status at 
different age groups.  
In the Trust Oncology acute admissions not currently possible to assess as they are to 
sites independent of MVH but could be audited if cancer centre built at Watford 
General Hospital and surgical team to audit re-excision rate. 
The latest action after having Electronic Patient records EPR is to incorporate Frailty 
score into Power Form in EPR.  

National Bowel Cancer 
 

The National Bowel Cancer Audit (NBOCA) aims to describe and 
compare the quality of care and outcomes of patients diagnosed with bowel cancer in 
England and Wales. 
 
A benchmarking report was published on 28/1/2022 for data April 16 to March 17 
identified our Trust as an outlier for the risk adjusted 2 years post operative mortality 
however more recent data published in the 2021 annual report showed that this figure 
is within national average and in fact The publication of WGH results in the Lancet for 
rectal cancer (the highest cure rate in the country) that in April 2022 NICE changed 
the guidelines in compliance with the Trust’s recommendations 

Paediatric Asthma in Secondary 
care NACAP 

This audit aims to collect information on children and young people aged 1-18 years, 
admitted to hospital paediatric services with an asthma attack to improve their care. 
 
Published report reviewed and national recommendations also reviewed with the 
following comments/actions: 
 
As part of wheeze CPG data is collected with monthly reporting on: 
• Smoking status and exposure to second-hand smoke for 95% of children and young 

people 
• Systemic steroids within 1 hour of arrival at hospital to 95% of children and young 

people aged 6 years old or over, who have not received systemic steroids as part of 
pre-hospital care. 

• Outcome measure included on new wheeze/asthma admission avoidance service. 
• Business case for respiratory CNS in progress  

National Paediatric Diabetes 
 

The aim is to provide information that leads to an improved quality of care for those 
children and young people affected by diabetes. 
Previous actions to improve HBA1 c were quality improvement projects to improve 
Hba1C 
Unpublished data of 2021-2022 showed improvement in HbA1c of a mean value of 63 
and a national average of 62. 
Action plan for 2022-2023: 
• HbA1c testing at all clinic appointments 
• Aim for HBA1C of no higher than the National Median (Currently 62mmol/mol) by 
• Staff 
• Business case for substantive consultant post to enable medical frequency of 

contact according to regional guideline for high HbA1c (Aim 04/2023) 
• Training of newly recruited nurses in diabetes (Aim 04/23)  
• Guideline development 
• Consultants have joined EEN working group to create a regional toolkit on how to 

reduce HbA1c  
• Patient education  
• focus on post prandial as well as pre-prandial insulin corrections for above target 

glucose levels 
• CGMS / FGS  
• Availability to all patients according to NICE guideline March 2022 
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Maternal Mortality Surveillance 
and confidential enquiries 
(Part of MBRRACE programme) 

The UK Confidential Enquiry into Maternal Deaths has been in operation for more 
than 60 years, during which time maternal mortality rates have fallen 10-fold. The 
program includes two aspects, surveillance and confidential case review, providing 
different information to aid quality improvement in maternity care. 
Reports published were reviewed and presented and lessons learned with the 
following actions in progress:  
Develop local guidelines/pathways on: 
• Epilepsy in pregnancy 
• Preterm delivery 
• Venous thromboembolism, 
• Post-partum Haemorrhage 
• Uterine inversion guideline  
 
Update third stage of labour guideline 
Thematical review being undertaken, review teaching & Refresh drills training and 
include in PROMPT (practical Obstetric Multi-Professional Training) 
Audit of the DCDA twin clinic/pregnancies/labours to check compliance to National 
Standards 
Review COVID 19 SOP 

Perinatal Mortality Surveillance 
and Perinatal Mortality Review 
tool 
 

There is a continuous trend towards improvement in the extended stabilised and 
adjusted perinatal mortality per 1000 births from 4.98 in 2019 report, 4.63 in 2020 
report and 4.14 in 2021 report. There is also an improvement in the stabilised and 
risk-adjusted extended perinatal mortality rate, excluding congenital anomalies (per 
1,000 births) from 4.24 in 2019 to 3.92 in 2020. 
 
Both metrics are up to 5% higher than similar acute hospital trusts with 4,000 or more 
live births per annum. To improve this further, reviews of all stillbirth and neonatal 
deaths have been enhanced with regular bimonthly PMRT meetings which include 
regular external panel members. There is ongoing work to support the attendance of a 
neonatal nurse when evaluating cases involving a neonatal death. The PMRT 
summaries are presented to the Trust Board on a quarterly basis and action logs are 
reviewed at the end of each meeting to maintain momentum in actions and quality 
improvement projects generated by reviews. The Bereavement midwife routinely 
discusses the PMRT process with parents and supports their engagement in the 
review process. Furthermore, all deaths are investigated as a serious incident through 
clinical governance processes and both analyses support identification and 
dissemination of learning as well as providing parents with a detailed report regarding 
their child’s care. 
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Appendix 6 – Local clinical audits completed, and actions taken to improve quality of 
patient care 
 
164 local audits have been completed during 2021/22 with reports, action plans and examples of learning. 
Below is a section of what we have learned from some of these audits and the actions taken. 
 

Local clinical audit title Learning and action outcome of audit 
Audit to assess whether a new 
CT scanner in ED improved time 
taken to have a CT scan and for 
it to be reported 
 

The introduction of the CT scanner in the Emergency 
Department (ED) was an action undertaken to improve the time 
taken for patients with head injury to get to CT and have it 
reported. Results of previous local audit and the Trauma 
National audit identified that this was slower than it should be. 
This audit looked at time taken to CT and for it to be reported 
both before and after the introduction of a CT scanner in ED 
(Previously this was in another building). Results of the audit 
showed significant improvement in request for CT being done 
and then from being done to reported. The absolute time from 
CT reported to departure time was about the same. The latter is 
likely to represents another factor in transferring the patients 
that do not rely on CT report. Increase awareness by education 
and MDT stimulation to improve team working is in progress 
and future audit on the use of CT scan for paediatric head injury 
will be undertaken. 

Mean hospital stay of different 
surgical approaches 
to Hysterectomy 
 

One of the GIRFT (Get it right first time) recommendations from 
the Obstetrics and Gynaecology deep dive back in 2017 was to 
increase the rate of laparoscopic hysterectomy. 
 
A recent audit looking at the mean hospital stay of different 
surgical approaches to hysterectomy was undertaken for the 
period 2019-2021. The audit included a review of total 
laparoscopic hysterectomy rates and concluded that total 
laparoscopic hysterectomy rates increased in this period from 
5% to 21%. 

Two week wait colorectal cancer 
virtual clinic  
 

This audit measured the performance and cost effectiveness of 
telephone clinic for two-week-wait colorectal cancer referrals 
during Covid-19 pandemic and compared it to standard face-to-
face clinics prior to onset of pandemic.  
 
The Covid-19 pandemic has demanded reorganisation of 
cancer services, both in terms of provision and patient/staff 
safety. Results showed that tele-consultation reduces the 
financial and staffing burden of traditional F2F clinics whilst 
reducing the risk of Covid-19 transmission. It facilitates a more 
efficient provision of service, whilst not compromising the 
cancer detection rate. Cost effective analysis demonstrates a 
£15,000 per annum saving with implementation of two-week-
wait tele-consultation service 
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Local clinical audit title Learning and action outcome of audit 
Treatment escalation plan (TEP) 
Compliance Audit 

TEP is a communication tool which is helpful in hospital when a 
person with serious illness has the potential for acute 
deterioration or may be coming towards the end of their life. 
TEP are part of the admissions proforma for surgical patients. It 
is important these are completed especially the increasingly co-
morbid admissions where deteriorations can occur and  
given the current Covid-19 pandemic and the risk of cross 
infection during hospital admissions it is important that these 
are done.  
 
Three quality improvement cycles had been undertaken with 
interventions that resulted in a significant improvement in the 
compliance of completing the TEP. The compliance was 23% in 
the first cycle and 90% in the third cycle. Interventions to 
improve compliance included posters, discussion, WhatsApp 
messages and presentations.  

Smoking cessation prior to 
Surgery    

(Stop before the op) is a national campaign to increase smoking 
cessation prior to surgery. 
 
Local Trust Guidelines recommend a period of 8 weeks of 
cessation before an operation with incremental gains, the earlier 
stopped. The results of the audit identified the need for giving 
the patients stop before the op leaflet and to include a section 
on smoking in pre-assessment form which contains if 
advice/leaflet was given, and whether referred to smoking 
cessation service. 
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Appendix 7 – Participant Recruitment to Research  
 

 
 
Title 
 

Principal 
Investigator Site Status Portfolio 

Number Sponsor 
Participants 
recruited in 

FY2122 
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- 1

9 
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s 

RD2020-13: 
‘RECOVERY Trial’ 

Dr Rama 
Vancheeswaran 

Open to 
recruitment – 
08/04/2020 

45388 
University of 

Oxford 
0 

RD2020-17: ‘REMAP-
CAP’ 

Dr Valerie Page 
Open to 

recruitment – 
12/05/2020 

38197 
University Medical 

Centre Utrecht 
19 

RD2020-18: 
‘PRINCIPLE’ 

Dr Andrew Barlow 
Open to 

recruitment – 
03/07/2020 

45457 
University of 

Oxford 
0 

RD2013-108: ‘Clinical 
Characterisation 
Protocol for Severe 
Emerging Infection’ 

Dr Rama 
Vancheeswaran 

Open to 
recruitment – 
16/03/2020 

14152 
University of 

Oxford 
1602 

RD2020-15: 
‘GenOMICC’ 

Dr Valerie Page 
Open to 

recruitment – 
01/05/2020 

30540 NHS Lothian 41 

RD2020-31: ‘Neonatal 
Complications of 
Coronavirus Disease 
(COVID-19) Study’ 

Dr Sankara 
Narayanan 

Open to 
Recruitment – 

07/05/2020 
45676 

University of 
Oxford 0 

RD2010-57: ‘UKOSS’ 
Justine Chung 
(local collaborator) 

Open to 
recruitment – 
25/03/2020 

14162 
University of 

Oxford 
0 

RD2020-28: ‘PAN-
COVID’ 

Dr Sankara 
Narayanan 

Closed – 
08/03/2022 

45571 
Imperial College 

London 
0 

RD2020-27: ‘ILIAD-7’ 
(Commercial) 

Dr Valerie Page 
Open to 

recruitment – 
01/06/2020 

46001 RevImmune 0 

RD2020-21: 
‘RECOVERY- 
Respiratory Support’ 

Dr Rama 
Vancheeswaran 

Closed to 
recruitment– in 

follow-up – 
03/05/2021 

45518 
University of 

Warwick 
0 

RD2020-52: ‘HICC’ 
Dr Rama 
Vancheeswaran 

Closed to 
recruitment – in 

follow-up – 
31/12/2021 

46630 
Royal Papworth 
Hospital NHS 

Foundation Trust 
72 

RD2021-08: ‘CO@H’ 

Dr Matthew 
Knight(with Dr 
David Evans as co-
PI) 

Open to 
recruitment – 
11/03/2021 

48381 University College 
London 

5 

RD2020-43: ‘CCP-
Cancer’ Jackie Evans 

Open to 
recruitment – 
17/05/2021 

46602 

Clatterbridge 
Cancer Centre 

NHS Foundation 
Trust 

44 

RD2021-14: ‘HEAL-
COVID’ 

Dr Rama 
Vancheeswaran 

Open to 
recruitment – 
13/05/2021 

48890 

Cambridge 
University 

Hospitals NHS 
Foundation Trust & 

the University of 
Cambridge 

25 
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RD2020-33: 

‘Psychological impact 
of the Coronavirus 

(COVID-19) pandemic 
and experience: An 
international survey’ 

Not applicable 
Closed to 

recruitment – 
11/10/2021 

45621 
Southern Health 
NHS Foundation 

Trust 
0 

Using medical 
detection dogs to 
identify people with 
SARS-CoV-2 

Not applicable 
Accepted – 
13/11/2020 

45934 
London School of 

Hygiene & Tropical 
Medicine 

0 

RD2021-05: ‘PIM-
COVID’ 

Dr Valerie Page 
Open to 

recruitment – 
16/03/2021 

47545 

Liverpool 
University 

Hospitals NHS 
Foundation Trust 

47 

RD2021-13: ‘COVID 
SALES’ 

Dr Mohit Bhandari 
Open to 

recruitment – 
20/05/2021 

48407 
King's College 

London 
19 

RD2021-25: 
‘BronchStart’ 

Dr Richard 
Burridge 

Open to 
recruitment – 
13/08/2021 

49271 

University 
Hospitals of 

Leicester NHS 
Trust 

TBC with PI 

RD2021-33: 
‘SINEPOST’ 

Dr Sankara 
Narayanan 

Open to 
recruitment – 
20/10/2021 

48937 
University of 

Bristol 
1 

W
H

H
T 

Sp
on

so
re

d 
St

ud
ie

s  

RD2020-22: ‘PREDICT 
COVID UK’ 

Dr Andrew Barlow 
Open – 

15/05/2020 
Non-

portfolio 

West Hertfordshire 
Hospitals NHS 

Trust 
TBC with PI 

C
ov

id
-1

9 
N

on
-p

or
tfo

lio
 s

tu
di

es
 

RD2020-20: ‘C-19-
ACS’ 

Dr Nearchos 
Hadjiloizou 

Open to 
recruitment – 
14/05/2020 

Non-
portfolio 

Imperial College 
London 

0 

IRAS 278834: ‘The 
drivers for, and barriers 
to, radiographers 
reporting chest X-ray 
images in acute NHS 
Hospitals in England.’ 

Not applicable 
Open to 

recruitment – 
28/05/2020 

Non-
portfolio 

Walsall Healthcare 
NHS Trust 

Individual site 
recruitment not 

monitored 

IRAS 284411: ‘NHS 
Work Communication 
& Impact of Covid-19’ 

Not applicable Completed 
Non-

portfolio 

Royal Free London 
NHS Foundation 

Trust 

Individual site 
recruitment not 

monitored 
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IRAS 282827: ‘The 
Covid-19 Resilience 
Project’ 

Not applicable 
Open to 

recruitment – 
18/05/2020 

Non-
portfolio 

Greater 
Manchester Mental 

Health NHS 
Foundation 

Individual site 
recruitment not 

monitored 

RD2020-68 ‘COVID-
19: emotional well-
being and 
psychological 
adjustment’ 

Not applicable Accepted – 
26/11/2020 

Non-
portfolio 

University of 
Huelva 

Individual site 
recruitment not 

monitored 

O
pe

n 
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 s

tu
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es
 (n

on
-C

O
VI

D
)  

RD2019-13: 
‘OPTIMAS Trial’ Dr Mohit Bhandari 

Open to 
recruitment - 

(restarted 
11/05/2020) 

40836 
University College 

London 18 

RD2016-06: 
‘POSNOC’ 

Miss Lee Min Lai 

Closed tot 
recruitment – in 

follow up – 
13/07/2021 

16069 

University 
Hospitals of Derby 
and Burton NHS 
Foundation Trust 

3 

RD2017-32: 
‘PRIMETIME’ 

Dr Narottam 
Thanvi 

Open to 
recruitment – 

(restarted 
13/05/2020) 

33217 

Institute of Cancer 
Research: The 
Royal Cancer 

Hospital 

13 

RD2018-31: ‘BLING III’ Dr Valerie Page 

Open to 
recruitment – 

(restarted 
26/06/2020) 

37390 
The George 

Institute for Global 
Health 

14 

RD2018-12: ‘A2B’ Dr Valerie Page 

Open to 
recruitment – 

(restarted 
01/07/2020) 

 

40628 

The University of 
Edinburgh & 

Lothian Health 
Board, ACCORD 
and The Queen’s 
Medical Research 

Institute 

18 

RD2019-23: ‘INHALE 
WP3’ 

Dr Valerie Page 

Closed to 
recruitment – in 

follow up 
(19/08/2021) 

41211 University College 
London 

9 

RD2019-27: ‘VODECA’ Dr Jon Landy 

Open to 
recruitment – 

(restarted 
25/08/2020) 

40555 
University of 

Liverpool 6 

RD2019-25: ‘NED 
APRIQOT’ 

Dr Bruce 
MacFarlane 

Open to 
recruitment – 

(restarted 
19/09/2020) 

41104 

Newcastle Upon 
Tyne Hospitals 

NHS Foundation 
Trust 

0 

RD2015-91: ‘BSTOP’ Dr Victoria Brown 

Open to 
recruitment – 

(restarted 
11/09/2020) 

10646 
Guy’s and St. 
Thomas’ NHS 

Foundation Trust 
2 

RD2019-19: ‘PLUM’ Dr Victoria Brown 

Open to 
recruitment – 

(restarted 
01/10/2020) 

33029 
Guy’s and St. 
Thomas’ NHS 

Foundation Trust 
2 
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RD2018-16: ‘ORION-4’ 
Dr Michael 
Clements 

Open to 
recruitment – 

(restarted 
01/10/2020) 

38382 

University of 
Oxford and The 

Medicines 
Company 

0 

RD2009-52:’ BADBIR’ Dr Victoria Brown 

Open to 
recruitment – 

16/10/2009 (did 
not close due to 

COVID) 

8090 
University of 
Manchester 

3 

RD2017-08: ‘DNA 
Lacunar 2’ 

Dr Mohit Bhandari 

Open to 
recruitment – 

(restarted 
19/03/2020) 

31627 

Cambridge 
University 

Hospitals NHS 
Foundation Trust 
and the University 

of Cambridge 

16 

RD2017-33: ‘ATTEST 
2’ 

Dr Mohit Bhandari 

Open to 
recruitment – 

(restarted 
16/06/2020) 

33335 
NHS Greater 

Glasgow & Clyde 
6 

RD2018-15: ‘ARREST’ Dr Masood Khan 

Open to 
recruitment – 

(restarted 
22/06/2020) 

17199 

Guy's & St 
Thomas' 

Foundation NHS 
Trust 

0 

RD2012-39: 
‘ADDRESS 2’ 

Dr Thomas 
Galliford 

Open to 
recruitment – 

(restarted 
09/03/2021) 

9689 
Imperial College 

London 
0 

RD2020-10: ‘MEDICI’ Dr Stephanie 
Sutherland 

Open to 
recruitment – 
30/09/2020 

43032 

University of 
Dundee and 

Tayside Health 
Board 

8 

RD2019-28: 
‘EVOCAR-1’ Dr Mohit Bhandari 

Open (PIC site) 
– 06/10/2020 41672 

Imperial College 
Healthcare NHS 

Trust of 
The Bays 

Recruitment not 
given to 

individual PIC 
sites 

RD2020-41: 
‘COLOCOHORT’ 

Dr Jon Landy 
Open to 

recruitment – 
09/10/2020 

42483 

South Tyneside 
and Sunderland 
NHS Foundation 

Trust 

241 

RD2020-07: ‘SurfOn’ 
Dr Sankara 
Narayanan 

Recruitment on 
hold – COVID-

19 – 11/02/2022 
(Study wide 

Sponsor 
decision) 

44406 
University of 

Leicester 14 

RD2020-47: ‘ 
SSNOBS’ 

n/a 
Open (PIC site) 
– 13/04/2021 

42543 
University of 

Central Lancashire 
1 

RD2020-57: ‘M4EU’ Tracey Carter 
Open to 

recruitment – 
01/03/2021 

47249 

Katholieke 
Universiteit Leuven 
(KU Leuven) and 

University of 
Southampton 

182 

RD2020-55: ‘ANTHEM’ Miss Lee Min Lai 
Open to 

recruitment – 
04/12/2020 

46582 
University Of 

Bristol 
1 
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RD2020-62: ‘EMBED’ Jackie Evans 
Open to 

recruitment – 
08/01/2021 

45002 

Cambridge 
University 

Hospitals NHS 
Foundation Trust & 

University of 
Cambridge 

17 

RD2020-69: 
‘EVAREST’ 

Dr Joban Sehmi 
Open to 

recruitment – 
25/02/2021 

18100 
University of 

Oxford 
0 

RD2021-01: ‘DDN 
study’ 

Dr Sankara 
Narayanan 

Open to 
recruitment – 
05/02/2021 

45227 University of Kent 34 

RD2021-03: ‘CCE 
study’ 

Dr Jonathan Landy 
Open to 

recruitment – 
10/03/2021 

30936 
York Foundation 
Trust R & D Unit 

40 

RD2020-61: ‘ATNEC’ Miss Lee Min Lai 
Open to 

recruitment – 
12/04/2021 

46520 

University 
Hospitals of Derby 
and Burton NHS 
Foundation Trust 

0 

RD2021-06: ‘FEED1’ 
Dr Sankara 
Narayanan 

Open to 
recruitment – 
12/04/2021 

42960 

University 
Hospitals of Derby 
and Burton NHS 
Foundation Trust 

16 

RD2020-42: ‘The Big 
Baby Trial’ 

Dr Benedicta 
Agbagwara-Osuji 

Open to 
recruitment – 
14/06/2021 

36723 

University 
Hospitals Coventry 
and Warwickshire 

NHS Trust 

0 

RD2021-09: ‘Best-
BRA’ 

Miss Lee Min Lai 
Open to 

recruitment – 
22/07/2021 

46954 
North Bristol NHS 

Trust 
0 

RD2021-02: 
‘PARROT2’ 

Dr Anku Mehta 
Open to 

recruitment – 
01/09/2021 

43092 

King’s College 
London and Guy’s 
& St Thomas’ NHS 
Foundation Trust 

26 

RD2021-31: 
‘PROSPECT’ 

Dr Rahul Mogal 
Open to 

recruitment – 
29/09/2021 

43300 
University of 

Oxford 
35 

RD2018-22: 
‘PRESTIGE-AF’ 

Dr Mohit Bhandari 

Open to 
recruitment – 

restarted 
18/08/2021 

39085 

Imperial College of 
Science, 

Technology and 
Medicine 

0 

RD2017-28: ‘FLO-ELA’ Dr Valerie Page 

Open to 
recruitment – 

restarted 
22/06/2021 

33869 
University Hospital 
Southampton NHS 
Foundation Trust 

0 

RD2017-35: 
‘EVoLVeD’ 

Dr Niall Keenan 

Open to 
recruitment- 

restarted 
24/08/2021 

35133 
University of 
Edinburgh 

0 

RD2019-07: ‘BOPPP’ Dr Mo Shariff 
Open to 

recruitment – 
31/08/2021 

40439 
King’s College 
Hospital NHS 

Foundation Trust 
0 

RD2021-11: 
‘FISH&CHIPS’ 

Dr Joban Sehmi 
Open to 

recruitment – 
11/11/2021 

46652 

Liverpool Heart 
and Chest Hospital 
NHS Foundation 

Trust 

Recruitment is 
not monitored 
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RD2020-02: ‘ObsQoR’ Dr Attam Singh 

Open to 
recruitment – 
8/10/2021 to 

25/10/2021 (now 
in follow up) 

42290 
Guy’s and St 
Thomas’ NHS 

Foundation Trust 
12 

RD2021-23: ‘SIGNET’ Dr Valerie Page 
Open to 

recruitment – 
12/10/2021 

49404 

The Newcastle 
Upon Tyne 

Hospitals NHS 
Foundation Trust 

0 

RD2021-24: ‘WE 
SURE CAN’ Miss Lee Min Lai 

Open to 
recruitment – 
22/10/2021 

49060 University of Leeds 0 

IRAS 278888: ‘The use 
of locum doctors in the 
NHS’ 

n/a 
Open to 

recruitment – 
30/09/2021 

47124 
University of 
Manchester 

1 

RD2021-10: ‘A-STAR’ Dr Victoria Brown 
Open to 

recruitment – 
01/12/2021 

43501 King's College 
London 

1 

RD2021-41: 
‘PREPARE’ 

Floriano Bagaoisan 
Open to 

recruitment – 
04/01/2022 

49615 
University of 

Central Lancashire 
3 

RD2019-34: ‘Barriers 
and facilitators to 
rehabilitation on critical 
care’ 

Dr Valerie Page 
Suspended – 
02/03/2022 

50751 

University College 
London Hospitals 
NHS Foundation 

Trust 

21 

RD2016-59: ‘PQIP’ 

Dr Valerie Page 
(amendment 
requested for 
change to Dr Nidhi 
Gautam) 

Open to 
recruitment – 

(restarted 
19/01/2022) 

32256 
University College 

London 
46 

RD2021-40: 
‘PARAMEDIC-3’ 

LC – Chiara Ellis Accepted – 
26/01/2022 

49465 University of 
Warwick 

0 

RD2020-49: 
‘ALLTogether1’  

Dr Jeremy Roskin 

Open to 
recruitment 

(shared care 
site) – 

04/02/2022 

43741 
Karolinska 

University Hospital 
We will not be 

given recruitment 

RD2020-09: ‘WHITS’ 
(commercial) 

Dr Jonathan Landy 
Open to 

recruitment – 
08/02/2022 

44518 Perspectum 4 

RD2021-20: ‘MARCH’ Dr Valerie Page 
Open to 

recruitment – 
17/02/2022 

51165 
Queens University 

Belfast 
2 

RD2020-67: ‘CADDIE’ Dr Jon Landy 
Open to 

recruitment – 
21/02/2022 

45140 
University College 

London 
12 

RD2021-42: ‘REGAIN’ 
LC – Dr Rama 
Vancheeswaran 

Open to 
recruitment (PIC 

site only) – 
01/03/2022 

46819 

University 
Hospitals Coventry 
and Warwickshire 

NHS Trust 

We will not 
receive the 

recruitment as a 
PIC site 

RD2021-32: ‘SNAP 3’ Dr Nidhi Gautam 
Open – 

08/03/2022 
49713 

University of 
Nottingham 

66 
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) RD2020-45: ‘Travel 
Fever 1’ 

Dr Michelle Jacobs 
Open to 

recruitment – 
14/10/2020 

Non-portfolio 

Birmingham 
Women and 

Children’s NHS 
Foundation Trust 

0 

RD2021-15: 
‘DIMPLES’ 

Dr Katherine 
Priddis 

Open to 
recruitment –
06/05/2021 

Non-portfolio BHRUT 0 

RD2021-39: ‘PRO-
HCL’ 

Dr Razak Kehinde 

Open to 
recruitment (PIC 

site) – 
01/12/2021 

Non-portfolio University of 
Leicester 

0 
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Appendix 8 – Glossary 
 
Abbreviation Definition 
A&E Accident and Emergency 
AAU Acute Admissions Unit 
ANTT Aseptic Non-Touch Technique 
BAF Board Assurance Framework 
Big 5 The Big 5 initiative has resulted from the Staff Survey. These are the top 5 themes 

identified as requiring improvement and which the Trust is taking forward.  
BME Black and Minority Ethnic 
BSOTS Birmingham Symptom Specific Obstetric Triage System 
CCATT Children’s Crisis Assessment & Treatment Team 
CED Children’s Emergency Department 
CDI Clostridium Difficile Infection 

C. Diff 
Clostridium Difficile. A bacterium that can infect the bowel and cause diarrhoea. The 
infection most commonly affects people who have recently been treated with antibiotics. 
It is easily spread and can be acquired in the community and in hospital. 

CCG 

Clinical Commissioning Group (CCG) - Commission most of the hospital and 
community NHS services in the local area for which they are responsible, including 
emergency care, elective hospital care, maternity services, and community and mental 
health services. Commissioning involves deciding what services are needed for diverse 
local populations and ensuring that they are provided. 

CNST Clinical Negligence Scheme for Trusts – handles clinical negligence claims  

COP Code of Practice 

CPE 

Carbapenemase-Producing Enterobacteriaceae - Enterobacteriaceae are bacteria that 
usually live harmlessly in the gut. This is called 'colonisation' and does not usually 
cause any problems, however, if the bacteria get into a wound or the bloodstream, they 
can cause infection. 

CPG Care Pathway Group 

CQC 
Care Quality Commission - The independent regulator of all health and social care 
services in England. 

CQUIN 
Commissioning for Quality and Innovation - A payment framework which allows 
commissioners to agree payments to hospitals based on agreed improvement work. 

CYP Children and Young People 
DATIX Software for healthcare risk management and incident reporting 
DNA Did Not Attend 
DNACPR Do Not Attempt Cardiopulmonary Resuscitation 
DIPC Director of Infection, Prevention Control 
DoLS Deprivation of Liberty Safeguards 
DVT Deep Vein Thrombosis 
E Colib Escherichia coli bacteria 
ED Emergency Department (also known as A&E) 
EEAST East England Ambulance NHS Trust 
EPR Electronic Patient Record 
FFT Friends and Family Test 
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Abbreviation Definition 
FIGO International Federation of Obstetricians and Gynaecologists 
FTSUG Freedom to Speak Up Guardian 
HAPU Hospital Acquired Pressure Ulcer 
GNBSI Gram Negative Blood Stream Infections 
HAT Hospital-Acquired Thrombosis 
HCAI Health Care Acquired Infection 
HEADSSS Home, Education & Employment, Activities, Drugs, Sex, Suicide and Safety 

HOUDINI 

Nurse led urinary catheter removal protocol: 
Haematuria (only requires catheter if in clot retention) 
Obstruction/Retention 
Urology surgery 
Damaged skin (open sacral or perineal wound in an incontinent patient) 
Input/output, fluid monitoring 
Nursing care end of life/comfort care 
Immobility, due to physical constraint eg unstable fracture and unable to use bottles / 
bedpans 

HSCIC Health and Social Care Information Centre 

HSMR 
Hospital standardised mortality ratio - An indicator of healthcare quality that measures 
whether the death rate in a hospital is higher or lower than you would expect. 

HVCCG Herts Valley Clinical Commissioning Group (see CCG) 
ICS Integrated Care System 
IG Information Governance 
IHOG Improving Health Outcomes Group 
IPC Infection Prevention Control 
ISP Independent sector provider 
ISVA Independent Sexual Violence Advisor 

KPI 

Key Performance Indicator - Commonly used across health and care systems to 
examine and compare performance. These indicators focus on areas such a length of 
stay, mortality rates, readmission rates, costs per episode of patient care and the 
number of staff employed. 

LD Learning Disability 
LeDeR Learning Disability Mortality Review Programme - a national programme 
LGBT Lesbian, Gay, Bisexual, Transgender – sexual orientation and gender identity 
MADE Multi Agency Discharge Event 
MCA Mental Capacity Act 
MDT Multidisciplinary team 
MRI Magnetic Resonance Imaging 

MRSA Methicillin-Resistant Staphylococcus Aureus – A type of bacterial infection that is 
resistant to a number of widely used antibiotics. 

MSSAb Methicillin-Sensitive Staphylococcus aureus bacteria 
MUSP Medicines Use and Safety Panel 
NCEPOD  National Confidential Enquiry into Patient Outcome and Death 

Never Events 
Serious, largely preventable, patient safety incidents that should not occur if the 
relevant preventative measures have been put in place.  

NHSI NHS Improvement - An organisation responsible for overseeing foundation Trusts and 
NHS Trusts, as well as independent providers that provide NHS-funded care. 
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Abbreviation Definition 
PALS Patient Advice and Liaison Service 
PERC People Research Education Committee  
PMRT Perinatal Mortality Review Tool 
QI Quality Improvement 

Red2Green 
The Red2Green approach is a visual management system to assist in the identification 
of wasted time in a patient’s journey. It is used to reduce internal and external delays. 

RTT 
Referral To Treatment - A measure of the length of time from referral through to elective 
treatment. 

SAFER 

A patient flow bundle which blends five elements of best practice which should be 
implemented together. It works particularly well when used with the ‘Red2Green days’ 
approach.  
S – Senior review. All patients will have a senior review before midday by a clinician 
able to make management and discharge decisions. 
A – All patients will have an expected discharge date and clinical criteria for discharge. 
This is set assuming ideal recovery and assuming no unnecessary waiting. 
F – Flow of patients will commence at the earliest opportunity from assessment units 
to inpatient wards. Wards that routinely receive patients from assessment units will 
ensure the first patient arrives on the ward by 10 am. 
E – Early discharge. 33% of patients will be discharged from base inpatient wards 
before midday. 
R – Review. A systematic multi-disciplinary team review of patients with extended 
lengths of stay (>7 days – ‘stranded patients’) with a clear ‘home first’ mindset. 

Safety 
Thermometer 

The NHS Safety Thermometer provides a ‘temperature check’ on harm. The tool 
measures four high-volume patient safety issues (pressure ulcers, falls, urinary tract 
infection - in patients with a catheter - and venous thromboembolism). 

SAR Safeguarding Adults Review 
SARC Sexual Assault Referral Centre 
SDEC Same Day Emergency Care 

SHMI 
Summary Hospital-level Mortality Indicator. A hospital-level indicator which reports 
inpatient deaths and deaths within 30-days of discharge at Trust level across the NHS. 

SJR 
Structured Judgement Review – A standardised methodology for reviewing case 
records 

SI 

Serious Incident – An incident that occurred in NHS funded services and resulted in 
one or more of the following: unexpected or avoidable death; serious harm; allegations 
of abuse; a prevention of continuation of the provision of healthcare services; or a never 
event. 

SLA Service Level Agreement 
SOP Standard Operating Procedure 

SSNAP Sentinel Stroke National Audit Programme - The single source of stroke data in 
England, Wales and Northern Ireland. 

STP 
Sustainability and Transformation Partnership - A partnership of NHS organisations 
and local councils to improve health and care in a geographical area. 

UKOSS UK Obstetric Surveillance System 
UTI Urinary Tract Infection 
UTC Urgent Treatment Centre 
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Abbreviation Definition 

VTE 
Venous Thrombo Embolism - a blood clot which forms most often in the deep veins of 
the leg, groin or arm (known as deep vein thrombosis, DVT) and travels in the 
circulation, lodging in the lungs (pulmonary embolism, PE) 

WACS Women and Children’s Service 
WHHT West Hertfordshire Hospital NHS Trust 
WHTH West Hertfordshire Teaching Hospital NHS Trust 
WDES Workforce Disability Equality Standard 
WRES Workforce Race Equality Standard 
WTE Whole time equivalent – a measure used for employment reporting (WTE = full time) 
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Annex 1 – Statement of Directors’ Responsibilities in respect of the Quality Account 
 

The Directors are required under the Health Act 2009 and the National Health Service (Quality Accounts) 
Regulations to prepare Quality Accounts for each financial year.  

 
In preparing the Quality Account, Directors are required to take steps to satisfy themselves that:  
 

• The content of the Quality Account meets the requirements set out in the NHS Annual Reporting 
Manual 2022/23 and supporting guidance. 

• The content of the Quality Account is not inconsistent with internal and external sources of 
information for the period April 2021 to March 2022, including:  

o Board minutes and papers 
o Papers relating to quality reported to the Board  
o Feedback from Commissioners 
o The Trust’s complaints report produced under Regulation 18 of the Local Authority Social 

Services and NHS Complaints Regulations 2009 
o The latest national patient survey (2021) 
o The latest national staff survey (2021) 
o The Head of Internal Audit’s annual opinion of the Trust’s control environment. 

• The Quality Account presents a balanced picture of the Trust’s performance over the period 
covered. 

• The performance information reported in the Quality Account is reliable and accurate. 
• There are proper internal controls over the collection and reporting of the measures of performance 

included in the Quality Account, and these controls are subject to review to confirm that they are 
working effectively in practice. 

• The data underpinning the measures of performance reported in the Quality Account is robust and 
reliable, conforms to specified data quality standards and prescribed definitions, is subject to 
appropriate scrutiny and review. 

• The Quality Account has been prepared in accordance with NHS Improvement’s annual reporting 
manual and supporting guidance (which incorporates the Quality Accounts regulations) as well as 
the standards to support data quality for the preparation of the Quality Account.  

 
The Directors confirm to the best of their knowledge and belief they have complied with the above 
requirements in preparing the Quality Report.  
 
By order of the Board: 
 

 
 
Phil Townsend 
Chair 
West Hertfordshire Hospitals NHS Trust 

Christine Allen 
Chief Executive 
West Hertfordshire Hospitals NHS Trust 
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Annex 2 – Statement from Healthwatch Hertfordshire 
 
Healthwatch Hertfordshire values the relationship with West Hertfordshire Hospitals NHS Trust and has 
particularly appreciated the opportunity to work alongside the Trust to develop their model of co-production 
for patients and the voluntary sector. We look forward to continuing to work closely with the Trust to help 
improve services for patients including supporting the quality priorities outlined in this Quality Account.  
  

 
Steve Palmer 
Chair Healthwatch Hertfordshire 
June 2022 
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Annex 3 – Statement from NHS Herts Valleys Clinical Commissioning Group response to 
the Quality Account of West Hertfordshire Teaching Hospitals NHS Trust for 2021/22 
 
NHS Herts Valleys Clinical Commissioning Group (HVCCG) welcomes the opportunity to provide this 
statement on the West Hertfordshire Teaching Hospitals NHS Trust (WHTHT) Quality Account for 2021/22. 
We thank the Trust for preparing this Quality Account, developing future quality assurance priorities, and 
acknowledging the importance of quality at a time when WHTHT continues to respond to COVID-19 
impacts. The CCG recognises the hard work undertaken by the Trust throughout this very challenging 
period, the dedication, commitment, and resilience of staff, and we would like to thank them for this.  
 
HVCCG is responsible for the commissioning of health services from WHTHT across all its sites, spanning 
St Albans, Hemel Hempstead, and Watford. During the year HVCCG have been working closely with 
WHTHT gaining assurance on the quality of care provided to ensure it is safe, effective and delivers a 
positive patient experience. In line with the NHS (Quality Accounts) Regulations 2011 and the Amended 
Regulations 2017, the information contained within the WHTHT Quality Account has been reviewed and 
checked against data sources where this is available and confirm this to be accurate and fairly interpreted 
to the best of our knowledge.  
 
During 2021/22 the Trust clearly focused on restoring elective services, including through initiatives such 
as the roll out of outpatient video and telephone consultations. The CCG is pleased to see the Trust 
working closely with independent sector providers amongst other partners to focus on restoring elective 
care within a range of specialities to support the management of backlogs and waiting lists which will 
enhance patient safety and experience. We also recognise the positive system working alongside the 
voluntary sector to implement initiatives such as ‘Supported Waiting Well’ and ‘Pathway 0’. We are mindful 
the recovery of services and performance across many areas including cancer and urgent care continue 
to have a prominent focus and look forward to working in partnership with the Trust to support delivery of 
the needed actions and improvement plans.  
 
In relation to long waiters and more broadly across all services, the CCG thank the Trust for the 
transparency provided through the clinical harm review panel and process. This offers strong assurances 
in terms of patient safety, outcomes and the underpinning risk management governance arrangements 
within the Trust that facilitate this.  
 
The new Electronic Patient Record (EPR) system implemented in 2021 presented challenges across the 
Trust. A Digital Steering Group has been established to ensure effective oversight and agreed escalation 
processes are in place to minimise the impact on patient safety and experience. Regular assurances and 
improvement updates continue to be provided to Commissioners. 
 
We agree the link between workforce engagement and good patient outcomes and experience is key in 
supporting recovery going forward and therefore look forward to seeing the achievements made in this 
area. Furthermore, the innovative methods to support recruitment and retention at the Trust are 
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recognised, in particular the financial incentives and the commitment to driving forward the People Promise 
agenda are welcome initiatives.  
 
From a cancer perspective the CCG acknowledges that during 2021/22 WHTHT did not meet all the 
national cancer standards. Key challenges were experienced in a range of areas including 2 Week Wait 
Breast Symptomatic (86.9% against the 93% target), 62 Day GP Urgent (80.2% against the 85% target) 
and 62 Day NHS screening referral to treatment (72.2% against the 90% target). The Trust have developed 
an action plan and trajectory to support cancer performance improvements. The CCG looks forward to 
working in partnership, including through the monthly escalation meetings, alongside obtaining intelligence 
to align performance with patient safety and experience. 
 
Attendances at WHTHT Urgent and Emergency Departments (ED) were substantially higher in 2021/22 
when compared with 2020/21, returning to pre-pandemic levels. The sustained increase in ambulance 
conveyances throughout 2021/22 at a higher rate compared to regional partners is noted with WHTHT 
ambulance conveyance rates 16.8% higher in 2021/22 when compared to 2019/20. The continued 
segregating pathways, COVID-19 testing and access to the right bed as a result of the ongoing pandemic 
implications have further impacted ED performance. These factors have contributed towards the ED 
performance where 73% of patients are seen within 4 hours. This is a reduced position in comparison to 
81% in 2020/21 and is well below the 95% national target. 
 
 The numerous initiatives in place to support patient flow and discharge are noted with the focus on timely 
and effective discharges providing patients with a positive experience. Good examples of these initiatives 
include streamlining ward round processes, the data-driven ‘Fresh Eyes’ improvement approach and 
nurse-led discharge within clinically defined criteria being rolled out across the Trust.  
 
In relation to quality improvement through patient safety processes, the CCG is pleased to note that the 
Quality Account details learning from Never Events as well as Serious Incidents (SIs). The CCG will 
continue to work proactively and in partnership with WHTHT, to oversee the management of the remaining 
SI investigation backlog. It is positive to see the Trust achieved full compliance with Duty of Candour 
requirements for 2021/22.  
 
The unannounced Care Quality Commission (CQC) maternity services inspection in October 2021 and 
subsequent downgrading of services from ‘Good’ to ‘Requires improvement’ is noted. The Trust have 
implemented robust actions in response to CQCs ‘Must Dos’ and ‘Should Dos’ and have made significant 
progress in addressing these key areas of concern. HVCCG continue to work in partnership with WHTHT 
and look forward to seeing the continued and sustained improvements within maternity services in 
reflection of both the CQC and Ockenden report findings.  
 
From an Infection Prevention Control (IPC) perspective, achievements include maintaining the Trusts 95% 
hand hygiene compliance and 90% mandatory training throughout 2021/22. The reduction in gram 
negative E coli infections and the continued focus to reduce the infection rate of Klebsiella and 
Pseudomona is welcome.  
 
The Account demonstrates commitment, drive and innovation in their approach to adult safeguarding, 
within a culture of continuous improvement and this has also been demonstrated at the adult and children 
safeguarding assurance visit. The CCG would like to congratulate the Trust Safeguarding Team on their 
achievements in the last year.  
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Looking forward to 2022/23, the CCG fully supports the Trust’s quality priorities and indicators. We 
welcome the focus on patient safety and experience including for Mental Health patients, recovery of 
waiting times in line with national standards and maternity service improvements. There is the opportunity 
to strengthen the priorities including for maternity services by identifying clear patient outcomes and 
indicators of success so that effectiveness and impact can be measured going forward.  
 
The CCG recognises the challenges experienced by the Trust in 2021/22 and look forward to a continued 
collaborative working relationship especially as we approach the final developments of the Integrated Care 
System and Place Based Partnership arrangements. Together we will build on existing 3 successes and 
take forward further improvements to deliver high quality services for this year, next year and thereafter.  
 

 
 
Matt Webb  
Interim Managing Director 



Quality Account
2021/22

© WHTH. Ref: 77418. June 2022
Information correct at time of printing




