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Safeguarding Adults Annual Report 2017/18

SUMMARY
This is the 8th annual report on Safeguarding Adults to the Executive Board of Hertfordshire
Community NHS Trust (HCT). The report informs and supports the regular quarterly reports
provided to Healthcare Governance Committee and the Trust Board. The purpose of the
report is to provide assurance that HCT complies with the regulations set out in the Care
Quality Commission (CQC) (June 2017)
The report demonstrates the scope of the work undertaken by the Safeguarding Adult Team,
in collaboration with HCT staff and Hertfordshire Safeguarding Adults Board (HSAB) and
includes the uptake of training and supervision to provide assurance that effective staff
support is in place to safeguarding adults from abuse.
The Safeguarding Adults Team works closely with internal partners on policy development,
training, audit, staff supervision and advice. This reflects the commitment of the
Safeguarding Adults Team to further develop safeguarding adults practice across the Multidisciplinary teams of HCT to improve patient safety, patient experience and the quality of
care provided.
Glossary of terms:

CIPOLD
CONTEST
CQC
DHR
DOLS
GDPR
HCC
HSAB
IMR
LeDeR
LPS
MASIR
MCA
SAR
SASN
SLiP
SI

•
•

•
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Confidential Enquiry into Premature
Deaths of People with a Learning
Disability
Counter Terrorism Strategy
Care Quality Commission
Domestic Homicide Review
Deprivation of Liberty Safeguards
General Data Protection Regulation
Hertfordshire County Council
Hertfordshire Safeguarding Adults Board
Internal Management Review
Learning Disabilities Mortality Review
Liberty Protection Safeguards
Multi-Agency Serious Incident Review
Mental Capacity Act
Safeguarding Adults Review
Safeguarding Adults Specialist Nurse
Sharing Lessons in Practice
Serious Incident investigation.

1. Key achievements in 2017/18
Continued increase in the number of safeguarding concerns managed by the team of 7
% from 471 in 2016/17 to 503 in 2017/18, demonstrating widespread staff recognition of
adult abuse and good partnership working with HCC;
The Mental Capacity Act App was re-launched across Hertfordshire at the Hertfordshire
Safeguarding Adults Board (HSAB) Safeguarding Conference in June 2017. A
Safeguarding App was also relaunched providing guidance in identifying and reporting
abuse. The content for the Apps were developed by HCT’s Named Nurse, Safeguarding
Adults;
The Safeguarding Adults team developed a new Restraint Policy, which was ratified and
launched in 2017;
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•
•
•
•
•
•
•

Developed joint adults and children’s Chaperone Policy for HCT staff in line with national
guidance;
The Trusts Safeguarding Adults Champions (approx. 55) received training on SelfNeglect and Modern Slavery which will be cascaded to clinical teams;
Developed DOLS leaflet to provide information for patients and their relatives accessing
HCT community inpatient units. This has been praised as an example of good practice
through the Hertfordshire’s Mental Capacity Forum;
HCT’S Safeguarding Adults team were actively involved in developing and facilitating the
successful multi-agency conference of the HSAB Mental Capacity Act 10 year
celebration in Hertfordshire;
Developed and launched new MCA template and revised Safeguarding template for
SystmOne: ‘How to Guide’ developed to support staff in practice;
Staff intranet Safeguarding Adults page revised to support staff to access information in
a timely manner i.e. MCA/DOLs and PREVENT;
Five out of 8 HCT inpatient units received a programme of learning disability awareness
training delivered jointly by the Safeguarding Adults Specialist Nurse (SASN) and the
HCC learning disability team.
2. Key risks


GDPR requiring stricter controls of information flow has led to a requirement
that all information requests relating to safeguarding must be made formally
via the Safeguarding Adults team which is anticipated to increase demand on
the team.



Proposed changes to the DOLS process includes the need for the NHS to
assess patients in their care and authorise the restrictions on their liberty
which would require further staff training and revision of process.



The SystmOne consent override was removed in April 2018 preventing
practitioner access to previous health information of vulnerable adults
transferring from another area.

3. Strategic Context
Since the Introduction of the Care Act in 2014, case law has resulted in changes to
Safeguarding Adults processes and procedures as detailed below:
In 2017 the Hertfordshire Safeguarding Adults Board updated the Safeguarding Policy for
Hertfordshire including; a new section on Pressure Ulcers and Safeguarding. As a result
HCT has an amended Policy to reflect the changes. This removes the standard requirement
to investigate pressure ulcers of a certain grade but instead a more proportional response
based on evidence of harm or risk of harm.
The draft Safeguarding Adults Intercollegiate Document was released in 2017 and provides
guidance on the staff training requirements for Safeguarding, the final document is
anticipated to be launched in 2018. Current HCT training has been mapped against the
requirements and is currently compliant with the draft proposal.
Modern Slavery has been in focus during 2017 with the launch of Operation Tropic within
Hertfordshire Constabulary and the Modern Slavery Partnership in March 17. The
Safeguarding Adult Team are active members of the Modern Slavery Partnership Meetings.
The Safeguarding Adults Champions have received additional training on Modern Slavery
3
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using the resources available from the Partnership to increase their knowledge and
disseminate in their teams.
The DOLS process has been under scrutiny following a Law Commission Report outlining
the issues with the current system which has become unmanageable following the Cheshire
West ruling. Some changes have already been actioned including the removal of reporting
all deaths under a DOLS to the Coroner in April 2017.
The Law Commission have proposed a new scheme- Liberty Protection Safeguards (LPS)
which has been discussed at Parliament and the majority of changes relating to Adults have
been agreed. The Safeguarding Adult Team are monitoring the progress in preparation for a
potential requirement for the NHS to authorise DOLS in the future. No date has been set for
the release of the LPS.
4. Safeguarding Governance Arrangements
Accountability for delivering the corporate safeguarding adults function is held by HCT’s
Chief Executive and the Director of Nursing & Quality is the Executive lead on the Trust
Board. The Safeguarding Adult Forum is a subcommittee of the Patient Safety & Experience
Group, which reports to the Healthcare Governance Committee and escalates key outcomes
to the Trust Board.
Membership of the Safeguarding Adult Forum is chaired by the Deputy Director of Quality &
Governance/Deputy Chief Nurse and includes the Head of Safeguarding for the CCG as well
as representation from HCT Adults Operational Services and the Quality & Governance
Directorate.
The Safeguarding Adults Forum meets quarterly and:
• receives an operational overview of safeguarding activity and training data
• receives data compliance against key performance indicators set by commissioners
• reviews learning from incidents and oversees improvements in safeguarding
practice
• receives assurance of compliance with statutory guidance, national and local
recommendations
• reviews and monitors local actions in regard to Safeguarding Adults Reviews,
Domestic Homicide Reviews, CQC and HSAB/HCT audits
• reviews risks in relation to safeguarding adults in the Trust
• receives minutes of the HSAB and sub groups, noting actions for HCT.
The Trust is represented at the Hertfordshire Safeguarding Adults Board (HSAB) by the
Director of Nursing & Quality (Acting). Safeguarding adult team members from the Trust and
the Head of Learning and Development attend HSAB Subcommittees including; DHR and
SAR panels, MCA Forum, Public Engagement and training.
5. Safeguarding Adults Team
The Safeguarding Adults Team supports all staff and services across HCT.
The team consists of:
•
•
•
4

Named Nurse for Safeguarding Adults;
Safeguarding Adults Specialist Nurse
Safeguarding Adults Team Administrator
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The Safeguarding Adults Team offers a county-wide service which includes:
• training to all levels of staff employed by HCT
• access to immediate advice and support when staff are aware abuse has occurred or
abuse is suspected.
• regular auditing to ensure safeguarding process and procedures are effective
• preparing staff and records for Safeguarding meetings.
• supporting practitioners in MCA assessment, DOLS and the need for legal advise
• managing the DOLS process for all inpatient units including quality checking
documentation and overseeing the process of submission to Supervisory body
• participation in Safeguarding Adult Reviews (SARs) as panel members and authors of
IMR reports.
• guidance to staff, supported by the co-located Independent Domestic Violence Advisor
(IDVA) on managing suspected domestic abuse
• advising staff on Self-Neglect, hoarding and complex cases that do not meet
safeguarding thresholds
• advice and training to staff on radicalisation, PREVENT and raising awareness on
Modern Slavery and trafficking initiatives
• advice and training on the care of adults with a learning disability and the application of
MCA, involving family, carers and partner agencies
• managing allegations concerning HCT staff and directing the subsequent investigation
via the most relevant investigation process
• understanding and advising on the need for advocates;
• support to staff around disclosures of historic allegations of abuse.
This year both Safeguarding Adults and Children’s teams have worked together to develop a
Chaperone Policy for children and vulnerable adults and have compiled a Standard
Operational Procedure for Missing persons.
The Safeguarding Adults Team ensure staff are kept informed of relevant safeguarding
advice, disseminated through HCT communication systems, staff intranet, Clinical Matters,
Sharing Lessons in Practice (SLiPs), safeguarding newsletters, bespoke training and
attendance at team meetings. Guidance tools, leaflets and posters have been produced by
the team throughout the year to share good practice and are available on the intranet.
HCT works well with its partner agencies at both an operational and strategic level. The
Safeguarding Adults Specialist Nurse and Named Nurse represent HCT on HSAB
subgroups. This year the Named Nurse led on the development and launch of two Apps;
MCA and Safeguarding on behalf of the board. The SASN has supported the development
of an easy read Poster for the HSAB via the Public Engagement Subgroup.
All adult service teams as well as two from the Children’s Business Unit (PALMS and
Transition for Complex Needs) have identified safeguarding champions who have attended
enhanced training. There are approximately 55 Champions across the Trust, providing local
support to their teams to recognise potential abuse, respond appropriately to the immediate
situation and report in an accurate and timely way. The number of champions changes
though out the year due to staff movement and role changes. Twenty two new champions
were trained over two sessions in April and November. In some teams, the Safeguarding
Champion is also the team manager and takes a lead in reviewing care and compiling a
chronology for a Section 42 Enquiry under Adult Safeguarding.
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The Safeguarding Champions provide the annual update training for Safeguarding and
MCA, disseminate information from the Safeguarding Adults Team and ensure that
safeguarding is regularly discussed in team meetings.
Lessons learned and actions to be taken following safeguarding incidents are recorded
through the Datix system and these outcomes are shared across the Trust. All staff must
attend annual mandatory safeguarding adult training to enhance their skills, be aware of the
management of adults at risk and understand the safeguarding process.
6. The Safeguarding Adults Assurance Framework (SAAF)
The CCGs developed an in-depth self-assessment tool which enabled HCT to provide
assurance that Trust processes relating to Safeguarding Adults, MCA, DoLS and Prevent
are compliant with best practice. The audit was completed in June 2017 and areas of good
practice highlighted including; the implementation of Safeguarding Adults Champions
Supervision and MCA competency framework, the development of a joint Adult and
Children’s domestic abuse policy and the development of a DOLS leaflet which was noted
as an example of good practice.

Recommendations for further development following the audit were noted with actions
identified to take the improvements forward in 2017/18 (See Appendix 1). The action plan
was monitored via the Safeguarding Adults Forum and all recommendations have been
addressed. Information on the risk factors and care for someone with a learning disability
have been included in induction training and further work has been undertaken to train
inpatient unit staff on learning disability awareness and reasonable adjustments. Staff
knowledge on the needs of people with a learning disability will be audited in 2018/19.
Another positive SAAF visit was undertaken in March 2018 which was followed up with a
letter (Appendix 2) praising the development of the DOLS leaflet, HCT presence on the DHR
subgroup, the package of learning disability training for the inpatient units and the improved
process to ensure all safeguarding requests are made by social workers via the
Safeguarding Adults Team. Recommendations following the assessment will be taken
forward in 2018/19.
7. Safeguarding Activity
The Safeguarding Adults Team monitors all referrals to ensure the quality standard remains
high and responses are received within the required timescales. Systems are in place to
monitor safeguarding concerns raised by HCT staff or external agencies which involve the
Trust.
7.1 Safeguarding referrals
The Safeguarding Adult Forum monitors all safeguarding data quarterly which includes a
breakdown of individual team data. Areas of concern such as over reporting or under
reporting are investigated further and actions agreed. The data below demonstrates a small
increase of 7% in SAFA concerns managed by the team for 2017/18 across Hertfordshire
relating to HCT services.
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SAFA Concerns Year on Year
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SAFA Referrals by Category of Abuse
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Neglect and Acts of Omission continue to be the most prevalent category of abuse reported
but there has been a noticeable increase in reports of psychological abuse, self-neglect and
domestic abuse. This trend is in line with the data reported to the HSAB by Herts County
Council.
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Outcomes recorded for SAFA Concerns
Investigated by Local Authority 2017-18
Police Investigation Investigation -NFA
14%
0%
Patient declined
input
5%
Still to be concluded
Unwise Decision
27%
0%

Substantiated
15%
Unsubstantiated
19%

Partially
substantiated
Inconclusive 2%

Care Management
11%

7.2

7%

Attendance at safeguarding meetings

The service collates the number of attendances at safeguarding meetings to demonstrate
the impact that safeguarding is having on the team and frontline staff who are often expected
to attend. These meetings are often in excess of an hour and when combined with travelling
time can have a detrimental impact on front line staff clinical time.
Type of
meeting

Professionals
meetings

Safeguarding

Serious
Concerns

Case
Conferences

Never
Event

Serious
Incident
Panel

Number
of HCT
staff
attending

25

69

18

33

1

2

7.3

Safeguarding Adult Reviews (SAR) and Domestic Homicide Reviews (DHR)

7.3.1 Safeguarding Adult Reviews:
There were four SARs declared by the HSAB in 2017/18 that required contributions from
HCT staff. Internal Management Reviews were completed within required timescales and
submitted to the SAR panels. One SAR involved an 18 year old female with a baby, which
resulted in joint working between children and adult services to complete the IMR and review
service delivery and pathways.

Learning from SARs:
Improved multi-agency working on complex cases has been the main learning theme
identified following SARs. HCT services now hold MDT meetings within the Community Adult
Health Services where cases are discussed with the GP and social care representatives to
ensure all agencies consider the risks for an individual and the need to consider
Safeguarding referrals. This is further emphasised by the findings from SAR 6 and the SelfNeglect guidance which will be launched in autumn 2018. Often these cases require a multiagency approach rather than a Safeguarding process. HCT staff are some of the key
8
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frontline professionals who are in a unique position to identify and reporting concerns
regarding self-neglect when visiting individuals homes.
Following SAR 1, the Domestic Abuse policy for HCT was reviewed to include a joit
approach between Adult and Children’s Safeguarding services. This has highlighted other
areas where joint policies were required and proactive amendments were made to the
Chaperone Policy and Not Brought in Policy. This ensures that HCT processes around
vulnerable adults and children are robust and responsive to both groups.
HCT promoted the use of MCA and assurance regarding staff competency following learning
gained from SAR 4. This included changes to the MCA training package to emphasise the
practical aspects of completion of an MCA assessment and best interests decision meetings.
A further audit of staff confidence and competency around MCA is planned for 2018/19.
SAR 14 is not yet concluded but initial learning from the completion of the HCT IMR has
indicated a need for HCT staff working directly within the acute trust to have more training on
MCA and how to escalate concerns. There is a Standard Operating Procedure for this group
of staff in how to raise Safeguarding concerns and this needs further embedding into those
teams.
All learning outcomes are captured on an action plan that is monitored via the HSAB SAR
subgroup. HCT actions are also incorporated into the Safeguarding Adults Team Service
Delivery Plan (see Appendix 6) and assurance given via the Safeguarding Adults Forum.
Audits have been conducted by the Safeguarding children’s team (SAR 1) to ensure that the
actions taken have increased staff knowledge and skills. The Named Nurse attends the SAR
panel as the HCT representative.
7.3.2 Domestic Homicide Reviews:
The Named Nurse is the HCT representative on the DHR subgroup and attends panels as
and when required.
All local DHR action plans are monitored through the Safeguarding Adults Forum with a
combined tracker linked to Serious Case Reviews (Children’s) and Safeguarding Adults
Reviews.
During 2017/18, two DHR requests for information on individuals who moved out of
Hertfordshire were received. HCT safeguarding nurses have provided information as
requested to support external reviews.

8. Key Areas of service delivery during 2017/18
8.1 Performance and Management
The principles of an effective and safe service are the identification, assessment and
management of risk. The Safeguarding Adults Team supports, enables and challenges staff
to make safe and effective decisions to safeguard and protect adults using HCT services.
Measurement of performance and outcomes is therefore complex and includes a variety of
factors which include:
• performance indicators related to training and supervision uptake
• audit of safeguarding knowledge
• review of serious incidences/complex cases
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• responses to HSAB multi-agency action plans
• development and review of policies to ensure they are in line with local and
national guidance
• working with partners to meet Section 42 Enquiries under the Care Act 2014.
8.2 Training and Education of staff:
All staff in HCT are trained by the Safeguarding Adults Team and Safeguarding Adults
Champions who are responsible for the delivery of safeguarding training programmes at
different levels dependent on the level of contact that staff member have with patients in
their daily work. Levels and frequency of staff training are aligned to the Draft Intercollegiate
Document 2017. In conjunction with this the training strategy provides the framework for
ensuring that all staff employed within HCT, independent contractors and volunteers are
appropriately trained to safeguard adults in line with national and local requirements.
Training is underpinned by The Care Act 2014, The Mental Capacity Act 2005 and
Deprivation of Liberty Safeguards 2009 amendment and the Government’s CONTEST
strategy.
Acquiring knowledge, skills and expertise in Safeguarding, MCA and Prevent should be seen
as a continuum. It is recognised that staff will increase skill and competence throughout their
professional careers and therefore training needs to be flexible, encompassing different
learning styles and opportunities. Each training session is evaluated and the programme is
regularly updated to take into account participant feedback and changes in legislation,
research and local and national practice. Staff evaluation indicates that training is valued.
The MCA annual update training in 2017/18 was changed to reflect the implementation of
the new Multi-Agency Mental Capacity Assessment Form to ensure staff had an opportunity
to review the new form and be guided in its completion.
Two workbooks support training: Safeguarding Adults and MCA work books which are
provided at staff induction and prior to annual updates to ensure that participants are able to
obtain the maximum benefit from their training.
The training programme is adapted in response to findings from Safeguarding Adults
Reviews, MASIRS, Domestic Homicide Reviews, Safeguarding Case conferences, Serious
Incident investigations and both local and HSAB audit. Safeguarding Adults Champions are
also encouraged to attend HSAB multi-agency training and Forums to raise awareness of
the multi-agency approach to protecting adults, support networking and promote effective
information sharing.
Bespoke training is provided by the Safeguarding Adults Team to staff groups where there
are difficulties in enabling staff to leave there work area to attend safeguarding or MCA
training or where there has been identified training needs. Simpson Ward transferred to HCT
from West Herts Hospital Trust in August 2017 and were provided with a bespoke
Safeguarding Adults and MCA induction session at transfer. Additional MCA and DOLS
training was also provided in January/February 2018 to boost knowledge and confidence
levels within the staff team. The results of this audit can be seen in section 9.1.
8.2.1 Training delivered by the Safeguarding Adults Team
The Trust provides safeguarding adults training for every member of staff with a mandatory
requirement annual updates. The CCG contracted requirement is 3 yearly but the Trust
recognises the value of maintaining safeguarding as a high priority area for staff.
Both face-to-face and e-learning training is available for staff updates and induction training
is provided face-to-face only. Refresher training is offered face-to-face. Relevant clinical staff
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must complete training in Mental Capacity Act and DoLS so they fully understand their
responsibility within the relevant legislation.
The Safeguarding team has delivered Induction training, one stop training, bespoke training
session to teams and Safeguarding Champions training sessions throughout the year.
8.2.1.1 Safeguarding adults, MCA, DOLS and Prevent annual training
compliance, HCT 2017/18.
Contract
Standard

Training
SAFA at Induction within 3
months
SAFA Mandatory updates
Mental Capacity Act training
DoLS (clinically relevant)
Prevent

95%
90%
98%
99%
85%

2014/15

2015/16

95%

92%

85%
83%
N/A
98%

98%
90%
79%
92%

2016/17

2017/18

98%

96%

98%
98%
100%
95%

98%
97%
96%
91%

The contract standard for Prevent has been set at 85% for Trusts in Hertfordshire and the
HCT target is 90% with a standard refresher period of 3 years. A further detail on staff
training data is available in Appendix 3.
8.2.2

Safeguarding Adult Champions Training

Two new Safeguarding Champion training sessions were run in April and November 2017
with a total of 22 new Safeguarding champions trained. Champions must attend level 3
Safeguarding training and during the year, 45 of the 50 Champions (90%) were compliant
with the target. Training comprised of a half day update session including; new
developments, changes to staff training packages and a focus on Modern Slavery and Self
Neglect categories of abuse.
8.2.3

Learning Disability Awareness Training

In this period a programme of training has been delivered to the Inpatient units around
Learning Disability Awareness. This was an identified need following learning from a Serious
Incident (SI) investigation that indicated ward staff did not feel that they had enough
knowledge about learning disability or how to care for this group of patients. All ward staff
were expected to attend the training which was held on the wards for a maximum of two
hours.
The training session was co-designed with the community learning disability nurses
employed by HCC. The community learning disability nurses delivered the first hour with a
presentation on; definition of a learning disability, prevalent health conditions, causes of
premature deaths (as per CIPOLD Enquiry). The second part delivered by SASN was based
on the recommendations from the SI and how the ward can make reasonable adjustments.
A resource file was also developed by the SASN to be held on each ward with relevant
contact information and pictorial resources. Five of the eight inpatient units received training
with the three additional units to receive training in 2018/19.
9.
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The Safeguarding Adult Team completed their audit plan for 2017/18 including:
• Knowledge of Safeguarding via a Café Style Audit
• Ward Audit to review ward staff knowledge of Safeguarding, MCA and DOLS.
• Safeguarding Adults Champion supervision audit.
All the audits are presented at the Safeguarding Adults Forum and shared widely at
meetings, and communication platforms (noticeboard, newsletters, and safeguarding adults
training). Audits that require process improvement result in an action plan that is progressed
and monitored through the Safeguarding Adults Forum.
The Ward Audit was completed by the Safeguarding Adults team in April and Sept 2017.
Due to capacity issues, the ward audit was passed to the Clinical Lead (Nursing) for the
Community Inpatient Units to complete for Quarter 3 onwards. All the Safeguarding Adults
champions were invited to take a Meridian survey on the supervision they receive from the
SASN which was completed in August 2017. The results from 25 returns indicated a 95%
satisfaction with the supervisions received (Appendix 4).
An audit to test compliance with the Not Brought in Policy in targeted adult services has
been reviewed in the Specialist Dental Service where 10 records were audited. The audit
highlighted the difficulty in identifying patients that may fall under the policy in adult’s
services due to the way data is collected. The process of recording patient DNA in adults’
services will be reviewed for 2018/19. Knowledge and understanding of the Safeguarding
Adult Policy was checked using the Café Style Audit. An audit has been sent out to all
Safeguarding Champions in preparation for changes to the frequency of Safeguarding and
MCA training for 2018/19. To date 197 responses have been received and results will be
collated to inform the work programme for 2018/19.
9.1 External Mental Capacity Act Audit
At the end of 2017/18, an external MCA Audit was carried out by the CCG and an
independent auditor. Initial findings have been positive with staff demonstrating good
compliance with process and policy (Appendix 5). Recommendations to further improve
practice were identified and this will be incorporated into the Service Delivery plan for
2018/19.
10. DOLS
All inpatient staff are required to attend DOLS training with the expectation that trained
nurses and therapists can complete the DOLS and related MCA/BI paperwork. DOLS
paperwork is checked and signed by the Safeguarding Adults Team or On-Call Manager out
of hours before it is sent to HCC DOLS team.
Support has been given to other HCT staff in relation to the community DOLS process and
HCT role in identifying and reporting concerns that patient in their own home maybe subject
to restrictions that meet the threshold for deprivation of liberty.
The recent Law Commission Proposal on changes to the DOLS process will impact on how
the applications are made and authorised if approved. The Safeguarding Adults Specialist
Nurse and Named Nurse attended training in relation to this in August 2017 and have
reviewed the Consultation.
1.1 Deprivation of Liberty Safeguards activity:
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The total number of DOLs applications has increased yearly except for a slight drop in
2016/17. Changes to the inpatient units over that period of time are likely to have impacted
on the DoLs applications with the closure of two inpatient units at St Albans City Hospital.
Year

Number of Applications

2014-2015

44

2015-2016

104

2016-2017

92

2017-2018

113

Breakdown of 2017/18 DoLS applications
Total
number of
applications
made
113

Assessed
and
Authorised

Assessed
and not
Authorised

2

0

Application
withdrawn as
capacity
regained
7

Discharged
prior to
Assessment

Awaiting
Assessment

98

6

Most DoLs applications for HCT patients have not been assessed by a Best Interests
Assessor before they are discharged. This is a risk that sits with Hertfordshire County
Council as the Supervisory Body and has been escalated to the HSAB on several occasions.
11. PREVENT
PREVENT is part of the UK Government’s Counter- Terrorist Strategy (CONTEST), which
aims to reduce the risk of terrorism. The aim of PREVENT is to help identify adults at risk of
engaging in or supporting terrorism or terrorist activity where, according to sources, there is
a greater danger that radicalisers and extremists will operate.
A PREVENT training session is a standard part of the Trust induction/refresher training. The
Trust training sessions are delivered by the Trust’s Named Nurse Safeguarding Adults and
PREVENT Lead or other trained facilitators. Evaluation sheets completed by PREVENT
course attendees overwhelmingly show that participants believe it to be an interesting and
valuable training. These are sent to the Home Office to provide assurance that HCT are
providing the training as required. A three yearly PREVENT update has now been
incorporated into Annual Safeguarding update training.
The Trust has noted 2 referrals in 2017-18 raised by HCT staff with 1 sent to Channel Panel.
No further action taken.

12. Learning Disability Mortality Review (LeDer Programme)
In Sept 2017 the Named Nurse for Safeguarding Adults attended a training session to
become a LeDer reviewer. The Head of Patient Safety in HCT is the trust’s coordinator for
LeDer and liaises with the Local Area Contact for the programme. There are also two LeDer
reviewer’s in the Safeguarding Children’s team. This work supports the national programme
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to review all deaths of people with a learning disability. No LeDer review requests have been
received this year.
In 2018/19 it has been identified that there is a requirement for additional LeDer reviewers
for adults and these will be identified and trained.
13. Domestic Abuse
During this period an Independent Domestic Violence Advisor (IDVA) employed by Refuge
has been co-located with the Safeguarding Adults Service on a Monday. The IDVA is
available for staff to consult when they have concerns about a domestic abuse situation. The
IDVA’s contact details were circulated via the Safeguarding Quarterly Newsletters.
Within 2018/19 the IDVA will have an increasing role in delivering training to staff in identified
teams where higher incidences of domestic abuse disclosures have occurred or where
patients may not fall under the criteria for Adult Safeguarding but concerns are noted (e.g.
do not have care and support needs as defined by the Care Act 2014).
The Safeguarding Children’s Team attend MARAC on behalf of HCT and feedback to the
Safeguarding Adults team via joint meetings and a joint tracker for all Domestic Homicide
Reviews, Safeguarding Children Reviews and Safeguarding Adults Reviews.

14. Service Delivery Plan
The Service delivery plan is monitored via the Safeguarding Adults Forum on a quarterly
basis with the Named Nurse for Safeguarding Adults monitoring any delegated activities and
requesting updates throughout the year. Action plans created from SAAF or other activities
such as outcomes from Safeguarding investigations, Serious Incident Investigations or
recommendations from the HSAB are incorporated. See Appendix 6.
For 2018/19 the SAAF action plan and the external MCA audit action plan will also be
incorporated in the Service delivery plan.
15. Risks
• Service demand and capacity:
2017/18 saw an increase in Safeguarding concerns rising from 471 to 503 referrals. All of
these required a response from the Safeguarding Adults team through reviewing Datix,
liaising with social care and attending meetings. Close working with social care partners
currently works well due to co-location in Apsley 1, but the planned change of work base in
2018/19 could have a detrimental impact.
• GDPR
Prior to the GDPR coming into effect, an Information Sharing flowchart was sent to all HCT
staff and shared with HCC social work teams to ensure all requests for information are sent
to the Safeguarding adults team via email. This is to ensure the requester’s identity can be
verified and Safeguarding team can log all enquiries involving HCT staff. This is anticipated
to increase the workload of the Safeguarding adults’ team.
• MCA & DOLS:
It is anticipated that there will be additional demand to HCTs workforce within the
Community Inpatient Units relating to the planned changes around the DOLS process when
the Law Commission recommendations are agreed through Parliament IN 2018. The
14
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proposed LPS process includes a requirement for the NHS to assess patients in their care
and authorise the deprivations applied to that person.
.
• Consent Override.
The removal of the consent override on SystmOne from April 2018 will result in HCT staff
being prevented from accessing summarised patient records from external transferring
health organisation. This poses a significant risk to vulnerable adults and is being closely
monitored.
15 Summary
There has been another year of increasing Safeguarding Adults activity which
demonstrates the increasing staff awareness but also has impacted on the capacity of
the Safeguarding team. This will need reviewing in 2018/19 to identify smarter ways of
working.
The Safeguarding Adults service has recently received very positive feedback following
the CCG Safeguarding Adult Assurance visit. The team are looking forward to improving
Safeguarding services further in 2018/19.
The Named Nurse for Safeguarding Adults announced her retirement in May 2018 after
a substantial time with the Trust setting up the role and processes. The recruitment
process to find a successor has been successful and the Safeguarding Adults Specialist
Nurse was successfully appointed to the post. Further recruitment is underway to appoint
a replacement Safeguarding Adults Specialist Nurse.
16 Key Areas for Development in 2018/19
•
•
•
•
•
•
•
•
•

Audit to test the Chaperone Policy in targeted adult services which have been
reviewed in 2017/18;
MCA Ward Record Spot Check to look at MCA use on the inpatient units.
Continue to work in close partnership with the Safeguarding Children’s Team and
HPFT Safeguarding team;
Ensure continued attendance at HSAB Subgroups;
Safeguarding Adult champions training to focus on Advance Decisions and Drug and
Alcohol Service (CGL);
Act on the recommendations from the External MCA Audit due April 2018;
Act on the recommendations from the 2018 SAAF;
Continue to deliver Learning Disability Awareness sessions in 2018 to ensure every
inpatient unit has received training; and
Monitor the impact of the changes within the Safeguarding Adults team on the team
activity and ensure that concerns are escalated.

Naomi Bignell
Named Nurse for Safeguarding Adults
Date: 20/06/2018
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Safeguarding Adult Assurance Visit Action Plan
2017-18
SAFEGUARDING ACTION PLAN

No

Recommendations for
HCT

1

There is a need for the
Trust to reinforce the
importance of the new
Chaperone Policy across
the organisation

2

The Trust needs to
reinforce the requirement
for staff to liaise with the
Community Learning
Disability Service for all
patients with LD to ensure
all appropriate actions are
taken

3

The Trust should revise
the Adult LD and Autism
Policy and the Learning
Disability action plan

Actions Planned

Outcome

• Develop and agree an audit tool to
assess staff understanding of this
Policy following its launch
• Ensure posters are visible in all
Community Inpatient Units and
clinic settings
• Carry out an audit to assess
compliance with the Chaperone
Policy
• The Trust should develop a Sharing
Lessons in Practice (SLiP) around
patients with a Learning Disability to
raise staff awareness
• Targeted LD training being delivered
to all Community Inpatient units
• Ward audit questions will be revised
to include a question about LD
patients once training completed
• Confirm that the list of contact
numbers for the ACS teams who
support patients with LD are
available on the staff intranet
Safeguarding Adult page

• HCT workforce will be compliant
with the recommendations in the
Chaperone Policy

JN

New Chaperone Policy
being developed. Audit
can only be rolled out
once the new policy is
launched.
Chaperone Policy ratified
October 2017

• Trust staff will have an increased
awareness which could be
demonstrated via the ward audit

NB

July 17 update

• Revised Adult LD and Autism
Policy will be available for all
Trust staff via the staff intranet
• The Trust are developing more
easy read patient information

NB

• The Adult LD and Autism Policy will
be updated, ratified and uploaded
to the Policy section of the staff
intranet
• The Learning Disability action plan
to be completed 2017-19

Lead

Progress

• LD SLiP has been
completed and is
awaiting dissemination
via electronic
Noticeboard to all staff.
• LD presentation
developed by SASN
• First training session
completed 20.06.17
• Access to photo
symbols granted for
SASN
July 17 Update
• The Adult LD and Autism
Policy has been circulated
for comments as part of
the ratification process

RAG

Target
Completion
Date
Dec 17

March 18

SAFEGUARDING ACTION PLAN
No

Recommendations for
HCT

Actions Planned

Outcome

Lead

Progress

4

The Trust should provide
more information on LD
within the combined
safeguarding adult and
children training

• The Safeguarding Adults team will
update the combined safeguarding
face to face training to include more
on LD

• Staff will have a greater
awareness of their
responsibilities and know where
to find additional LD information

NB

Presentations adjusted
and complete.

5

The Trust Pharmacy Team
should undertake regular
dip sampling of
medication chart in
Community Inpatients
Units specifically in
relation to high risk
medications such as
Lithium

• The pharmacy team will add short
spot-check medication audits to
their audit cycle (can be undertaken
every 3 months alongside
antimicrobial audits) targeting
patients prescribed an agreed list of
high risk medications.

• To ensure high quality and safe
prescribing of high risk
medications throughout the HCT
inpatient units.

SW

Pharmacy team
undertaking regular dip
sampling of medication
charts in Community
Inpatient units re high risk
medications. Reports to be
shared Safeguarding Adults
Forum

6

The Safeguarding Adult
Specialist Nurse (SASN) to
report on the themes and
trends from the
safeguarding supervision
sessions

• SAFA team will provide assurance
at the Safeguarding Adults Forum
meetings that any emerging risks
are managed appropriately

NB

First report presented at
September 2017 SG
Adults Forum

7

All of the safeguarding
adults champions to
receive Domestic Abuse
training

• The SASN to develop a tool to share
anonymised information at the
Safeguarding Adults Forum.
• Emerging themes and trends to be
monitored and escalated if
appropriate.
• All available SAFA champions have
received additional DA training
2016-17. Ensure that any champions
returning from LTS/ Mat leave are
given training
• The IDVA attached to the SAFA team
will attend the years SAFA champion
training dates to increase
understanding of the role of the
IDVA

All SAFA champions will
demonstrate an increased
awareness on DA and will
cascade this knowledge to their
teams.

JN

Confirmed IDVA attendance
22.06.17
Future dates provided to
the IDVA service and
tentative agreement to
attend

RED
Not started

AMBER
Open

GREEN
On track

BLUE
Completed

Name key
Jane Newcombe
Naomi Bignell
Simon Wan

RAG

Target
Completion
Date
Sep 17

Undertake
from
October
2017
(rolling 3
monthly
audit cycle)

JN
NB
SW

Sent via email - Andy.Nuckcheddee2@hct.nhs.uk
Andy Nuckcheddee
Interim Deputy Director of Quality and Governance
Hertfordshire Community Trust
Apsley

Nursing & Quality Directorate
Hemel One
Boundary Way
Hemel Hempstead
HP2 7YU
01442 898888
www.hertsvalleysccg.nhs.uk
23 March 2018

Dear Andy
Safeguarding Adult Assurance Visit
Diane and I welcomed the opportunity to meet with you, Jane and Naomi on 21 March 2018 as part of the
CCG assurance process to review the safeguarding adult self-assessment audit submitted earlier this
month.
As part of the visit we reviewed the action plan from last year’s visit and agreed that the remaining action
would form part of this year’s action plan.
Prior to reviewing the self-assessment we discussed the impending retirement of Jane, the recruitment to
this post and any mitigating actions that you will be taking to manage the risk if there is a gap in this post.
We were pleased to hear that you are considering an interim person to fill the role and that there is
adequate funding for this. We would like to acknowledge the contribution to adult safeguarding that Jane
has made over the past 8 years both in terms of HCT and the wider partnership. She has done an
outstanding job at raising the profile of adult safeguarding throughout the trust and I personally will miss
her support and encouragement.
We found the meeting informative and having reviewed the self-assessment we are assured overall
regarding the progress of adult safeguarding within the Trust. However, we have made some
recommendations that we believe will further the continuous improvement of adult safeguarding within
the trust.
Our key findings from the review are as follows:
 New policies have been developed, ratified and launched
 Key policies have been updated.
 There has been an increase in the number of safeguarding adult concerns relating to domestic
abuse reported to the County Council.
 Development of the ELMS system for online equipment ordering to monitor and track orders.
 Enhanced domestic abuse training delivered to SAFA champions.
 A leaflet for patients and carers on Deprivation of Liberty Safeguards has been developed and
launched.

Chair: Nicolas Small

Chief Executive: Kathryn Magson

Good Practice:
 There is an IDVA based within the trust to offer support to high risk victims and training and
information for staff.
 The Named Nurse has become a member of the DHR sub group.
 Development of the Learning Disability Resource pack and delivery of training in partnership with
the County Council Community Learning Disability Team.
 The Specialist Nurse is working with the prison service regarding people with learning disabilities.
 The trust has demonstrated its commitment to partnership working through a number of initiatives
such as the development of the SAFA app.
 A new process has been developed ensuring that all social workers seeking information relating to
safeguarding enquiries are made through the Safeguarding Team.
Recommendations:
 The Trust to complete the actions identified in the serious incidents described within the selfassessment.
 The Trust to add the remaining action from last year to this year’s action plan.
 The Trust to add additional domestic abuse information to the work book that supports face to face
training.
 A Prevent factsheet to be sent out to coincide with the revised Prevent policy.
 To implement the Prevent audit.
 To implement the Learning disability pack with the prison health care service.
 Develop a work plan for the IDVA focussing on specific staff and patient groups and health
outcomes.
 The Trust to ensure that the IDVA provides a report to the Trust’s Safeguarding Committee.
 Following a discussion regarding residential care homes it is recommended that the trust continue
to encourage staff to raise quality and safeguarding adult concerns with the County Council. As part
of this discussion it is also recommended that a framework is developed enabling those staff
working in the community to communicate / liaise with GPs when they have concerns regarding
care homes.
 The trust should review the ‘All about me’ document to make it more accessible for people with
learning disabilities to complete.
 The Trust to provide a new champions training session.
Please provide an action plan in response to the recommendations within 4 weeks of receipt of this letter
which can be monitored at your Safeguarding Committee.
Thank you once again for meeting with us as we found it a helpful and positive discussion.
Yours sincerely

Tracey Cooper
Head of Adult Safeguarding

Chair: Nicolas Small

Chief Executive: Kathryn Magson
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Training Report for Safeguarding Adults Forum May 2018
This report includes both year-end data and information to the end of April
Safeguarding Training information to 31st March 2018
96% of new starters completed induction in the year to 31st March 2018 against a target of 95%.
Safeguarding Adults - Compliance to contract standards

Business Unit

Adult Services Business Unit

does not
meet
requirem
ents
47

Grand Total

Total
staff

percenta
ge

818

865

94.6%

168

168

100.0%

1

1451

1452

99.9%

48

2437

2485

98.1%

Childrens and Young Peoples Services
Corporate Business Unit

meets
requirem
ents

Compliance to Trust standards is at 97% against the target of 90%
Business Unit

Adult Services Business Unit

does not
meet
requirem
ents
47

Grand Total

Total
staff

percenta
ge

818

865

94.6%

168

168

100.0%

27

1425

1452

98.1%

74

2411

2485

97.0%

Childrens and Young Peoples Services
Corporate Business Unit

meets
requirem
ents

Mental Capacity Act Training
Compliance to contract standards is 98%

Business Unit

Adult Services Business Unit

does not
meet
requirem
ents
26

Grand Total

Total
staff

percenta
ge

687

713

96.4%

7

7

100.0%

2

1225

1227

99.8%

28

1919

1947

98.6%

Childrens and Young Peoples Services
Corporate Business Unit

meets
requirem
ents
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Compliance to Trust standards is at 96% against the Trust standard of 90%
does not
meets
Total
meet
percentage
requirements staff
requirements

Business Unit

26

Adult Services Business Unit
Childrens and Young Peoples
Services
Corporate Business Unit
Grand Total

687

713

96.4%

7

7

100.0%

25

1202

1227

98.0%

51

1896

1947

97.4%

Safeguarding Adults Level 3
TARGET: 95%
45 of the 50 of Champions (90%) have received training in the past year. The refresher period for
this training remains unchanged
Deprivation of Liberty Safeguards
does not
meets
meet
Total staff
requirements
requirements
Trust Standard
Contract standard

percentage

2

147

149

99%

2

147

149

99%

Prevent

Business Unit

Adult Services Business Unit
Childrens and Young Peoples
Services
Corporate Business Unit
Grand Total

does not
meets
Total
meet
requirements staff
requirements

percent
age

62

801

863

92.8%

2

175

177

98.9%

71

1278

1349

94.7%

135

2254

2389

94.3%

The contract standard has been set at 85% for Trusts in Hertfordshire and the HCT target is 90%
with a standard refresher period of 3 years.
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Safeguarding Training information to 31st April 2018
96% of new starters completed induction in the year to 31st April 2018 against a target of 95%.
Safeguarding Adults - Compliance to contract standards

Business Unit

Adult Services Business Unit
Childrens and Young Peoples Services
Corporate Business Unit
Grand Total

does not
meet
requirem
ents

meets
requirem
ents

Total
staff

percenta
ge

2

1452

1454

99.9%

44

868

912

95.2%

162

162

100.0%

2482

2528

98.2%

46

Compliance to Trust standards is at 97% against the target of 90%
Business Unit

Adult Services Business Unit
Childrens and Young Peoples Services
Corporate Business Unit
Grand Total

does not
meet
requirem
ents

meets
requirem
ents

Total
staff

percenta
ge

38

1416

1454

97.4%

44

868

912

95.2%

162

162

100.0%

2446

2528

96.8%

82

Mental Capacity Act Training
Compliance to contract standards is 98%

Business Unit

Adult Services Business Unit
Childrens and Young Peoples Services
Corporate Business Unit
Grand Total

does not
meet
requirem
ents

meets
requirem
ents

Total
staff

percenta
ge

3

1231

1234

99.8%

31

697

728

95.7%

4

4

100.0%

1932

1966

98.3%

34

Compliance to Trust standards is at 97% against the Trust standard of 90%
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does not
meets
Total
meet
percentage
requirements staff
requirements

Business Unit

Adult Services Business Unit
Childrens and Young Peoples
Services
Corporate Business Unit

33

1201

1234

97.3%

31

697

728

95.7%

4

4

100.0%

1902

1966

96.7%

64

Grand Total
Safeguarding Adults Level 3
TARGET: 95%

43 of the 56 of Champions (77%) have received training in the past year. The SAFA champions
target audience is in flux as some champions relinquish the roles and new champions staff. There
has been 3 training sessions since the last meeting, 1 for new and 2 for continuing champions
Deprivation of Liberty Safeguards
does not
meets
meet
Total staff
requirements
requirements
Trust Standard
Contract standard

percentage

7

147

154

96%

3

151

154

98%

Prevent

Business Unit

Adult Services Business Unit
Childrens and Young Peoples
Services
Corporate Business Unit
Grand Total

does not
meets
Total
meet
requirements staff
requirements

percent
age

122

1269

1391

91.2%

47

838

885

94.7%

3

174

177

98.3%

172

2281

2453

93.0%

The contract standard has been set at 85% for Trusts in Hertfordshire and the HCT target is 90%
with a standard refresher period of 3 years.

Jane Trundle
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Head of Learning and Development
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Hertfordshire Community Trust
Summary of visit: 12th – 13th April 2018
Introduction
Hertfordshire CCGs commissioned a review of the Mental Capacity Act (MCA) application across the services
they commission. As part of this review, a two-day visit was carried out to Hertfordshire Community Trust,
Simpson Ward.
Simpson is a rehabilitation ward, designed to provide step down care from acute care, including discharge to
assess beds. Simpson Ward had recently become part of the Trust following the previous provider being
decommissioned in August 2017, and HCT being awarded the contract for rehabilitation. The staff had been
subject to TUPE1 and were adjusting to the different management, systems and standards of their new Trust.
Learning from Hertfordshire Community Trust 2015 MCA Audit
This audit followed up an earlier MCA audit from 2015 at Hertfordshire Community Trust Neurology
Rehabilitation Service. A summary of learning from this audit was:
•
•
•
•
•
•
•
•
•

1

There was a strong culture and team ethos for involving patients in their care; personalisation; promoting
independence and protecting rights
It was evident within the records that MCA permeated care with continual references to enabling
decision making and capacity
Staff interviewed had a sound knowledge of MCA and DoLS appropriate to role and there was strong
leadership for MCA within the unit. Introduction of a competence framework was recommended.
The records reflected involvement of patients and steps to maximise decision making. There was a
recommendation to strengthen admission documentation to make consent explicit.
There was a need to strengthen how the electronic patient record (EPR) system recorded and flagged
aspects of advance care planning. The EPR also did not easily facilitate recording where capacity
assessments were completed and led to a finding of capacity.
A recommendation was made to provide guidance for staff on proportionate recording for significant
decisions and for day-to day decisions.
There were some good examples of best interest decision making. A recommendation was made to
include use of balance sheets where a best interest decision is more complex; intrusive or contentious.
There was good evidence that practitioners were routinely considering the levels of restriction but
suggestion to revise the best interest decision form in order to specify considerations of least restrictive
intervention.
There was a need to assure the involvement of the patient’s representative under a DoLS authorisation.

Transfer of Undertakings (Protection of Employment) Regulations 2006
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1. Methodology
This audit applied the same methodology as used in 2015 in order to benchmark changes. The visit included:
•

Detailed review of 42 service user’s records where consideration of mental capacity had been relevant in
delivering care.

•

Semi structured interviews with the Named Nurse for Safeguarding Adults and four staff members from
the ward: a ward sister, a staff nurse and two health care assistants.

This report summarises findings from the visit.
An audit tool was used to review various aspects of MCA practice:
Shared decision making

Maximising capacity

Assessing capacity

Acting in best interest

Minimising restriction and restraint

Appropriate identification and authorisation of
deprivation of liberty.

Results of the audits for the 4 records reviewed are within appendix 1. It should be noted that the ward was
moving from paper-based records to SystmOne, electronic records. The auditor made best efforts to review
all records but this was challenging as the records were in different places during this transition phase and the
paper records were not set out in sections. The results of the audits are based on information that was
available.

2. General themes
Culture Leadership and Workforce
The Trust Safeguarding Adult team provide leadership for MCA and DoLS, alongside their work in safeguarding
adults and responsibilities for Prevent. Those interviewed all commented favourably on the support and
guidance provide through the safeguarding team. It was evident that many of the recommendations from the
last audit had been acted upon – as referenced below.
The Trust also has a network of champions in place to lead the work at ward-based level.
Since the last audit in 2015, the Trust has adopted the Hertfordshire multi-agency MCA competence
framework (drafted by the HCT Named Nurse on behalf of the partnership). This was piloted by the
champions group during 2016-17 and is now rolled out across the Trust.
The Trust provide face-to-face training through a ‘One Stop Shop’ for mandatory training. This is
supplemented by ward-based sessions to support specific needs. Those interviewed all commented positively
on the quality of the training.
The auditor was informed that the Trust is now achieving 95% compliance rates for training on MCA. The
training content has been cross referenced against national guidance including the draft intercollegiate
guidance for Safeguarding Adults, that is also relevant to MCA.
2

The intention had been to review 5 sets of records. The fifth record had been partially reviewed when it became evident that the
medical notes could not be located. This fifth record audit was therefore not concluded.
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Competence is evaluated and accredited through the champions who follow through on observation of
assessments, review of records and reflective supervision. This competence-based approach is very good
practice.
The Safeguarding Adults Specialist Nurse has a background in learning disability so is able to bring this
expertise into the role. The auditor was informed there is no specialist provision for dementia, for example, a
dementia team or lead dementia practitioner. Given the increasing profile of dementia within the population,
it is important that the workforce is competent in dementia care, including managing behaviours that
challenge. The findings from the audits outlined below, suggest there is a need to develop more structure to
the behaviour support plans. The provision of a specialist dementia care service/practitioner may help provide
leadership and dedicated resource to develop systems and guidance and support HCT practitioners in
dementia care.
[Recommendation 1]
The review also highlighted apparent limited involvement from specialist mental health practitioners in
guiding patient care where patients have significant mental health needs. One case reviewed (Mr P) indicated
the disparity in mental health in-reach between the acute hospitals and community rehab. There appeared to
have been significant involvement by the RAID team during his admission at the General Hospital but this
ended once transferred to HCT. This may have been due to his improving mental health – however, it is
understood he was well known to mental health services and his mental health needs were impacting on his
physical health care.
There was a need to ensure robust transfer of information and a shared care approach in order to maintain
his mental health alongside his treatment for physical. This was not evident in the records viewed. The auditor
understands RAID are not commissioned to provide in-reach service to HCT and it was not clear from the
record that community mental health services were actively involved in his care on Simpson, other than being
consulted for a DoLs assessment.
[Recommendation 2]
The staff interviewed all appeared to have MCA knowledge relevant to role. The safeguarding team keep
appraised of latest developments and case law and cascade this to wards – the Named Nurse flagged case law
that had just been published that was relevant to DoLS and End of Life care.
The staff nurse commented that the training she had received was helpful but that she had not yet put it into
practice – meaning she had not completed any capacity assessments. This reinforced the impression from the
audits and other interviews that there is over-reliance on the senior nursing staff to complete capacity
assessments. There was also no evidence within the records that therapists or Doctors were routinely
completing assessments for aspects of care where they could be deemed ‘the decision maker.’ This is an area
the Trust may wish to review further.
[Recommendation 3]
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Systems and Structures Supporting MCA
The auditor was able to view various policies relevant to the MCA. These included Consent to Examination
and Treatment; Covert medication; Inpatient Falls Management; Managing Use of Bedrails and Restraint.
All cross-referenced the MCA throughout.
The DNACPR policy contained detailed cross reference to the MCA, including reverification on transfer
between settings. However, as noted in section 4 below, the audit sample indicates this was not being
followed.
[Recommendation 3]
The Trust adopted the county wide MCA and DoLs documentation which is comprehensive. The intranet
also has balance sheets available to aide more complex best interest decisions – this had been
recommended from the last audit in 2015. The Trust’s MCA policy is supported by other guidance – for
example a Learning Disability training and resource pack, a DoLS flowchart and an App and alongside
information available in folders on the ward.
The auditor was informed all bed-based services within the Trust are audited on a quarterly basis for
safeguarding and MCA/DoLS. This comprises sampling records and interviewing staff. The auditor was able
to view the audit tool used for these interviews.
The auditor was informed that the senior management team also carry out regular ‘Keeping in Touch’
visits to the ward, being active members of the team delivering care. In addition, the Director of Nursing
(Interim) visits wards to review care and will flag up areas to follow up or concerns with the safeguarding
team. Section 5 highlights one of the cases audited (Mrs A) that had been followed up with a DoLS
authorisation following the DoN flagging of unauthorised use of restrictive care.
This assurance activity is good practice and had contributed to the Trust identifying Simpson Ward as the
ward they wanted the auditor to review, to provide additional external assurance and continued
development. Recommendation 3 is for the Trust to carry out some specific areas of enquiry as part of
their audit programme.
The ward handover sheet with the list of patients had a column that flagged whether the patient had full
capacity or if MCA/DoLS was relevant – this was good practice.
As noted, HCS had recently introduced SystmOne and this had only gone live in Simpson Ward a few days
earlier. Staff were not yet clear about the capability of the electronic system. There was provision in the
system to collate MCA and DoLS assessments and to include a flag for learning disability and the existence
of a Lasting Power of Attorney. However, on the one case that had an LPA (Mrs A) this was not flagged on
the electronic record (likely to be due to the recent transition). A further role that should be flagged is the
Relevant Person’s Representative. This is an important statutory role under the DoLS provisions, to
oversee the patient’s care and take forward appeal where necessary. It did not appear there was any
provision to flag this role on SystmOne.
SystmOne has the capability to record various aspects of care planning. However, on initial review, it
appeared that there was no SystmOne template to record personalised information linking into
behavioural management plans. This is highlighted in section 2 and 5 below as an area to develop.
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In some areas of SystmOne viewed where capacity/consent was referenced (Privacy and Dignity and
Continence Care) there was a tick box for ‘informed consent gained.’ However, this was grouped with
other questions and did not enable yes/no for this specific field.
[Recommendation 4]

3. Involvement and maximising decision making
The level of personalised information contained within the records viewed was variable. On one file, (Mrs
A) there was a copy of ‘This is Me’ on the paper file. However, on another patient (Mrs H), there was no
recorded information such as This is Me, that would help all staff have a clear picture of her, to understand
the best way to enable her involvement and her behaviours. This patient had dementia and had been on
the ward for three weeks and had involvement from family so was reasonable to expect that This is Me
would have been initiated.
[Recommendation 3]
In the Mr O file, the physiotherapist case notes had provided useful information of trying to engage him in
mobility, direct quotes of his responses and a description of what appeared to agitate him. This was good
practice
Overall it was difficult to find in the paper record a centralised place to locate information about the person
and care plans that helps to maximise involvement. Recommendation has already been made regarding
developing this on SystmOne.
In the interview with one HCA, they gave a good, unprompted account of how they try and gather
personalised information and use this to engage with the patient and maximise their involvement. They
confirmed however, that there was no central reference point for back ground information within the care
planning documentation other than This is Me and the Purple Folder for people with learning disability - as
noted, only one record had this information.
All four records viewed had a DNACPR in place. All had been completed while the patient was in the
General Hospital for acute care. Of the four records, three referenced the patient did not have capacity.
The Trust DNACPR policy appropriately referenced that ‘following transfer between healthcare settings,
DNACPR decisions remain valid but should be verified as soon as possible by the clinician with overall
responsibility for the person’s care’. This detail was helpful but none of the four DNACPRs had been
reviewed. For one patient (Mrs H), it had recently been confirmed that she had a Health and Welfare
Power of Attorney in place. This needed to be checked to clarify if the scope of the attorney included life
sustaining decisions and the attorney consulted.
It was also noted that none of the DNAPCR’s had capacity assessments completed (though carried out in
General Hospital) There is a need to assure capacity assessments are linked to DNACPR as the auditor was
informed that this is currently not standard practice.
[Recommendation 3]
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The Systmone does contain a flag for a DNACPR and a prompt ‘Why is this alert on this patient…. Reevaluate alerts for patient.’ This is helpful to guide practice.

4. Assessing Capacity and Best Interest Decisions
In all four records viewed the patient had impaired cognition and had a DoLS in place.
These records indicated a number of care interventions where capacity assessments should have been
completed but had not. There was only one record where there was a capacity assessment for an aspect of
care other than for the DoLS authorisation.
In the interviews with staff, they were aware that capacity assessments should be completed. In
discussions with the HCA, they understood they needed to consider consent to personal care and to
escalate to nursing staff where there was doubt about the patient’s capacity. There was no evidence of this
in the case notes although there were entries recording the patient refusing care.
The therapists’ case notes tended to start with reference to ‘(valid) consent given….’ It may be that the
decision was non-complex enough for the patient to be able to make the decision. In this case, it is good
practice to integrate this recording of capacity into daily records. However, there is a need to confirm that
this recording is purposeful and considered rather than becoming a record by rote.
No capacity assessments had been completed by medics or therapists even though they could reasonable
be viewed as ‘the decision maker’ and leading that aspect of care.
The admission documentation includes a consent form to share information. In the file for Mrs A, it
recorded a family member giving permission but the section on capacity had not been completed. This is
important in relation to MCA but will also take greater significance in light of the General Data Protection
regulations coming into force in May 2018.
[Recommendation 3]
The capacity assessments that had been completed had been carried out by the senior nursing staff. In
interviews, there did appear to be overreliance on the senior nursing staff – the staff nurse had not
completed any capacity assessments. All interviewees confirmed that MCA was regularly discussed in the
patient’s review but limitations of resources affected their ability to complete all assessments were
indicated. Recommendation 3 reflects that the Trust’s quarterly audit programme should take account of
the staffing levels and other contributory factors for compliance/non-compliance, when reporting on audit
outcomes.
[Recommendation 3]
Audits reflect that when capacity assessments were completed, they were done to a good standard.
Overall, the best interest decisions were also well written. These would benefit from more consideration of
statutory checklist, particularly summarising if the patient’s wishes and beliefs had been known, how the
views of others had been taken into account and providing a risks/options/least restrictive care appraisal.
In one file (Mrs A) the fact that she had an LPA for Health and Welfare only became known following a
Continuing Healthcare assessment. This suggests a need for the Trust to include this as a standard question
when patients are admitted.
[Recommendation 5]
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5. Managing restrictions and restraint and Deprivation of Liberty
The sample records included patients who had behaviours that could be challenging. One patient had
periods of agitation and incidence of hitting out at staff. For others, their mental health condition led them
to be very resistive to care.
In interviewing one of the HCA’s they provided a very natural account of techniques that they used in
caring for people with behaviours that challenge. This was very much around dignity in care –
understanding the person’s history, respect and trying to understand the behaviours. The HCA described
different strategies she used to manage resistance and aggressive responses. This was very positive to
hear. However, as outlined in section one, there was little documentation to support the HCA and wider
MDT to have a consistent and considered approach to behaviour management.
There was in one file an Anti-cedent/Behaviour/Consequence chart. Though this recorded the behaviour,
it did not appear this was being analysed and then used to develop a behavioural support plan with
techniques for the whole team to use.
There was some evidence within the case notes. In the records of Mr O, a Physiotherapist had referenced
‘Pt engagement better when self-initiated.’
In the record of Mr P, the notes from the General Hospital reference significant involvement by RAID due
to Mr O’s very disordered thinking and disturbed behaviours associated with his paranoid schizophrenia.
His mental health appeared to improve prior to transfer to Simpson Ward but it was not clear from the
records how his mental health needs were being communicated and managed e.g. relapse
signature/relapse prevention plan.
[Recommendation 6]
In all four records viewed, an urgent DoLS authorisation had been made. In one case, (Mrs A) the patient
had been in HCT for one month before the DoLS was initiated although it was evident from the record that
she had been subject to restriction meeting the ‘acid test3,’ since admission. The auditor was informed this
assessment had been triggered by the Director of Nursing during a ward walk (as noted in section one).
Similarly, in another of the record, (Mr O) the patient had been inpatient for 2 weeks prior to the DoLS
being initiated. This may well reflect pressures on the nursing team, as noted by the ward sister –
balancing pressures of shortages of staff and competing clinical pressures.
[Recommendation 3]
The DoLs applications viewed were all completed by senior nursing staff and were of a good standard.
There was very good description of the strategies used by staff to try to respond to behaviours and reduce
the level of restriction. As noted, it would be helpful for the Trust to provide documentation for a
behavioural management plan so that this knowledge can be clearly set out in a care plan.
3

http://www.mentalhealthlaw.co.uk/Cheshire_West_and_Chester_Council_v_P_(2014)_UKSC_19,_(2014)_MHLO_16
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In one DoLS authorisation, the patient had no family or friends to be consulted. The authorisation did not
flag the need to refer to an IMCA – although the auditor confirmed in interview with staff that the Local
Authority had followed this up.
The Trust Named Nurse and Specialist Nurse act as gatekeepers for DoLS Authorisations, quality assuring
content and signing off. This enables them to track the authorisation as part of duties as Managing
Authority. The implementation of SystmOne should support the Trust in management of these duties.
From the interviews, it appeared staff were not clear about the role of the Relevant Patient
Representative (RPR) when the patient to subject to a DoLS authorisation or the need to ensure they are
involved in the patient’s care as relevant to the use of the authorisation. This was an aspect that was also
highlighted from the 2015 audit and the recommendation stands.
[Recommendation 7]

Recommendation:
1. The Trust should review the specialist support available to provide leadership in dementia care.
2. The Trust should review with HPFT and CCG, the provision for shared care when patients with
significant mental health needs are receiving inpatient care for physical health needs.
3. The Trust’s quarterly assurance programme for MCA should include key lines of enquiry to target
different aspects of the Act. Audit should also identify systems factors such as staffing pressures,
that are presenting barriers to effective practice. Areas of enquiry indicated from this audit include:
i)
The application of This is Me and the Purple Folder
ii)
Capacity assessments carried out where indicated for specific aspects of care e.g.
personalised care; DNACPR; manual handling
iii)
the continued validity of a pre-existing DNACPR is recorded following the transfer of care
between healthcare settings and that a capacity assessment has been included where the
patient has impaired cognition.
iv)
Whether different professional disciplines are carrying out capacity assessments where they
are the decision maker for that aspect of care
v)
Identification of restriction and timeliness of a DoLS authorisation
4. The Trust’s implementation of SystmOne should consider the findings from this review and develop
mechanisms to support effective clinical practice under the MCA.
5. The Trust should include a standard question on admission, to confirm existence of LPA and Advance
Decisions.
6. The Trust should develop documentation for a behavioural management plan so that strategies for
reducing problematic behaviour are clearly set out in a care plan.
7. The Trust should ensure ward staff with responsibilities for meeting Trust’s duties as a Managing
Authority, understand the role of the Relevant Patient Representative so that the RPR is clearly
8
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identified and proactive steps are taken to keep them informed of the patient’s care under the DoLS
authorisation.

The reviewer would like to thanks those that gave their time to the visit.

Sylvia Manson
Independent Consultant
16th April 2018

Appendix 1: Results of audits Simpson Ward
Case
Names

Mr O

Mr P

Mrs A

Ms A

Questions
1
2
3
4
5
6
7*
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25

Maximising Involvement in Decision Making
G
A
G
G
N/A
G
G
N/A
G
G
A
G
A
A
A
G
R
A
Assessing Capacity
YES
YES
YES
R
R
R
G
G
G
G
G
G
G
G
G
G
G
G
G
G
G
Best Interest Decision Making
G
G
A
G
G
G
G
N/A
G
N/A
N/A
A
N/A
N/A
N/A
G
A
G
N/A
N/A
N/A
N/A
G
G
G
G
G
N/A
N/A
N/A
Reducing Restriction and Restraint
G
R
A
Yes
YES
YES

G
A
G
R
A
R
YES
A
G
G
G
G
G
G
G
A
N/A
N/A
G
N/A
G
G
N/A
R
YES
9
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26
G
A
A
27
A
G
R
28
G
N/A
R
29
G
G
G
30
A
G
A
31
A
G
A
Any Other Notes:
* Question 7 & 25 is not RAG rated, responses were YES or NO

G
G
R
G
G
G

Key for responses
No or poor
R
evidence
A
Partial evidence
G
Strong evidence
N/A
Not applicable
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Audit Questions:
Maximising involvement in decision making
1. Is there evidence in the record of consistent efforts to involve the service user in their care plan and
shared decision making? (RAG on Yes)
2. Does the care plan and case record specify particular communication needs? (RAG on Yes)
3. Where there is a carer involved, is there involvement of the carer (with consent) in supporting the
person’s decision making? (RAG on Yes)
4. Does the case file record steps taken to maximise decision making? (RAG on Yes)
5. Where the service user has ability, are there records of advance care planning such as recording
service user’s statement of wishes and preferences; advance decision or appointing an LPA? (RAG on
Yes)
6. Is there a person centred care plan that takes account of specific needs and personal qualities
including culture and diversity; communication; sensory impairments and behaviours arising from
mental or physical condition? (RAG on Yes)
Assessing Capacity
7. Any indications in record of impaired cognitions that indicate mental capacity assessment(s) should
be carried out for care and treatment? (Not RAG rated)
*If no, move to Q24
8. Any indications from the care record and service user profile that capacity assessments should have
been completed and were not? (RAG on No)
9. Where capacity assessments have been carried out, is there evidence they are decision and time
specific? (RAG on Yes)
10. Is there evidence of consulting with others where appropriate in making assessment of capacity?
(RAG on Yes)
11. Do the capacity assessments record evidence for the judgement of capacity/incapacity? (RAG on
Yes)
12. Is the level of recording of the capacity assessment appropriate to the nature of the decision i.e.
case note for day-to day decision and full assessment format completed for complex or intrusive
care. (RAG on Yes)
13. Where capacity assessments has been completed, is there an appropriate review date recorded?
(RAG on Yes)
Best Interest Decision Making
14. Where the person lacks capacity for a specific decision, is there evidence in the record of the need
to act on their behalf under a best interest decision? (RAG on Yes)
15. Is there evidence of continuing to involve the service user (to the extent they are able)? (Rag on Yes)
16. Is there inclusion of carers/friends views in the decision making process where they are involved?
(RAG on Yes)
17. Where an LPA is in place, was their authority recognised and consulted? (Rag on Yes)
18. Is there any indication from the record that an IMCA should have been consulted and was not? (RAG
on No)
19. Is there evidence recorded of appropriate consultation and consideration of ‘all circumstances’ in
the best interest decision making process – proportionate to the nature and complexity of the
decision to be made? (RAG on Yes)
11
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20. For more complex decisions, is there evidence recorded of weighing options (such as balanced sheet
approach) to determine best interests? (Rag on Yes)
21. Is the level of recording of the best interest decision appropriate to the nature of the decision i.e.
case note for day-to day decision and full documentation completed for complex or intrusive care.
(RAG on Yes)
22. Is there an appropriate review date recorded? (Rag on Yes)
23. Is there evidence of appropriate management of any dispute? (RAG on yes)
Reducing Restriction and Restraint
24. Where the service user is at risk of being exposed to restrictive interventions: is there a positive
behavioural support plan (or equivalent) that incorporates preventative strategies to reduce
behaviours that challenge and de-escalation techniques specific to that individual? (RAG on Yes)
25. Is there any indication from the service user record of any use of restriction or restraint during the 2
month period reviewed? (not RAG rated)
26. Was there a record of attempts to de-escalate the behaviour? (RAG on Yes)
27. Where use of restrictive intervention was required, was this well evidenced and justification made in
the record including the legal authority for the intervention e.g. MCA; common law? (Rag on Yes)
28. Was there documented post-incident review with others involved in the care to understand the
context and meaning of the behaviours that led to restriction and restraint? (RAG on Yes)
29. Was the reason for use of restriction/restraint communicated to the person and their carer (where
appropriate)? (RAG on Yes)
30. Is there any documentation relating to whether the nature and degree of the restriction constituted
a deprivation of liberty? (RAG on Yes)
31. Where a risk of deprivation of liberty was identified, was it acted upon in accordance with the
Deprivation of Liberty Safeguards? (RAG on Yes)

About the reviewer
The review was conducted by Sylvia Manson, of Sylman Consulting. Sylvia is a mental health
social worker by background and has many years’ experience in Health and Social Care front
line services and senior management. She was the Department of Health NHS lead for
safeguarding adults, developing guidance for Health published 2011 and the safeguarding
adults principles now contained within the Care Act statutory guidance.
Past roles have included Department of Health regional implementation lead for Mental
Capacity Act 2005; Deprivation of Liberty Safeguards and Mental Health Act 2007.
In addition to independent work, Sylvia practices as a specialist member for the Mental
Health Tribunal
Sylvia Manson
sylmanconsulting@outlook.com
www.sylmanconsulting.com
Tel: 07890 40036643917
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SAFA Annual Report Appendix 6

Safeguarding Adults Team Delivery Plan
2017/2018
This work plan sets out the key objectives and actions for the Safeguarding Adults Team for 2017/2018. The delivery plan incorporates key objectives from
the Hertfordshire Safeguarding Adults Board (HSAB) and recommendations from the CCG Safeguarding Adults Self-Assessment and Assurance Framework
(SAAF) inspection and other recommendations from local and national agendas. Progression will be monitored through the Safeguarding Adults Forum with
regular reporting to the Patient Safety and Experience Group (PSEG). The PSEG is a subcommittee of the Healthcare Governance Committee (HGC), which
is a formal committee of the Trust Board.
This work plan will be monitored by the Safeguarding Adults Forum with regular reporting and accountability to PSEG.

Date approved: June 2017
Review date: March 2018

No

1

Objective

To improve frontline staff
understanding of
managing patients with a
Learning Disability

Actions Planned

Outcome

Lead

Progress

Strategic Objective : We will improve clinical outcomes and enhance patient safety
HCT staff are supported to
Named
• To develop and implement
•
LD presentation developed by
better understand the needs of Nurse
Learning Disability training
SASN
patients with a Learning
to all Community Inpatient
•
First training session completed
Disability when in our care.
units
20.06.17
• To liaise closely with the
•
Access to photo symbols granted
E&D Trust lead to ensure
for SASN
improvement actions are
incorporated in the Trust
LD action plan
• Safeguarding Adults
Specialist Nurse (SASN) to
deliver training sessions to
all Community Inpatient
units
• Safeguarding Adults
Specialist Nurse to develop

Safeguarding Adult Delivery Plan 2017/2018

RAG

Target
Completion
Date
Dec 2017
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No

Objective

Actions Planned

Outcome

Lead

Progress

RAG

Target
Completion
Date

a range of laminated visual
prompts specifically for LD
patients
• Easy read leaflet to be
developed for use in all
Community Inpatient units
• Revise LD section of the
combined safeguarding
training
• Develop a Sharing
Lessons in Practice (SLiP)
based on recent serious
incidents relating to
patients with a LD
Strategic Objective: Developing systems that ensure patient care is safe
2

3

To develop and update
relevant Trust Policies
ensuring (wherever
possible) these cover
adults and children at risk

Build on the training
delivered in 2016/17 to
ensure all Safeguarding
Adults Champions have
received Domestic Abuse
training

• Contribute to the
Chaperone Policy to
ensure the needs of
vulnerable adults are
included
• Update the Prevent Policy
• Update the Management of
allegations of abuse or
concerns of abuse made
against HCT Staff Policy
• Contribute to the revision of
the Adult Learning
Disability and Autism Policy
• Develop audit tool to
monitor use of Chaperone
Policy in conjunction with
Safeguarding Children’s
Team

• Ratified Chaperone Policy
• Updated Prevent Policy
• Updated the Management
of allegations of abuse or
concerns of abuse made
against HCT Staff Policy
• Updated Adult Learning
Disability and Autism
Policy
• Audits to provide
assurance that frontline
staff are aware of the
relevant Policies

IDVA service to deliver a brief
awareness session at each
Safeguarding Adults
Champions training session

All Safeguarding Adults
Champions will be
knowledgeable and
understand what actions to
consider when DA suspected
or disclosed

Safeguarding Adult Delivery Plan 2017/2018

Named
Nurse

• Chaperone Policy ratified October
2017

March 2018

• Prevent Policy update in progress –
sent to SAF for agreement
• Management of Allegations of Abuse
against HCT staff policy update in
progress – policy for agreement
• NB has sent comments for Adults LD
and Autism Policy to Monika Kalyan
• Chaperone policy audit in
development. Example shared with
ST.
• Update requested 16.2.18 by JN to
ST re audit tool
Named
Nurse

• Confirmed IDVA attendance
22.06.17
• Future dates provided to the IDVA
service and tentative agreement to
attend

March 2018
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No

4

Objective

To identify areas for
improvement through
audit of staffs
safeguarding practice.

Actions Planned

Outcome

To develop arrange of audit
tools to meet local and national
agendas.

Evidence of the data collated
and proposed identified
changes to practice/process to
improve service delivery and
outcome to adults at risk.

To share findings of any audits
undertaken that will improve
current and future practices

Lead

Named
Nurse

5

Ensure that the SAFA
team has oversight of
themes and trends arising
from Safeguarding Adult
supervision

SASN to prepare a quarterly
report at the Safeguarding
Adults Forum

Enable the SAFA team to
understand any common
themes and/or lack of staff
understanding and deliver
training to improve
understanding

Named
Nurse

6

Complete and launch the
SAFA app being
developed on behalf of
the HSAB

Named Nurse to work with
CCG and HBLICT to ensure
the functionality of the app
prior to launch

Provision of a local app to
help staff recognise SAFA
concerns and understand their
own responsibilities

Named
Nurse

RED

AMBER
Open

Safeguarding Adult Delivery Plan 2017/2018

• Pharmacy team undertaking regular
dip sampling of medication charts in
Community Inpatient units re high
risk medications. Reports to be
shared Safeguarding Adults Forum

RAG

Target
Completion
Date
March 2018

• Not Brought In audit tool being
developed for targeted services

To monitor progression of any
future change and its
sustainability

Not started

Progress

• Ward Audits for SAFA/MCA/DOLS
carried out quarterly and shared at
Safeguarding Adults Forum incl.
additional LD question
• Process in place
• First report presented at September
2017 SG Adults Forum

• Presentation and expanded
information content completed
• Clinical safety workshop held
09.06.17
• Awaiting further revisions from
HBLICT

GREEN
On track

BLUE
Completed

Sept 2017

Dec 2017

Board 26th July 2018
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Complaints Annual Report
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Authors of paper:
Andy Nuckcheddee, Deputy Director Quality and Governance/Deputy
Chief Nurse (Interim)
Natasha Forster,

Patient Experience and Complaints Manager

Anthony Power

Head of Patient Experience

21st June 2017
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1.

Executive Summary

This annual report provides an overview of formal complaints received by Hertfordshire
Community NHS Trust during the period 1st April 2017 to 31st March 2018. In addition, the
report highlights examples of actions taken to share learnings and provide improvement
within services as a result of complaints received.
All complaints and concerns are managed in line with the Trust’s Complaints and Concerns
Policy. Complaints are acknowledged within three working days of receipt, either verbally or
in writing, and attempts are made to reach resolution with the complainant within an agreed
timescale and method.
Complaint responses are quality assessed by the Patient Experience Team and verified by
the respective General Managers, Deputy Director of Quality & Governance and thereafter,
reviewed and signed off by the Acting Chief Executive.
The Patient Experience Team liaises with the Patient Safety and Risk Teams when
appropriate to ensure any links between incidents and serious incidents to ensure key
learning points are identified and shared appropriately.

During 2017/18, the Trust received a total of 13,138 compliments. Further details/information
is provided in the Patient Experience Annual Report.
2.

Complaints received 2017/18


Formal Written Complaints

Hertfordshire Community NHS Trust saw a decrease of 30% in formal complaints (written
complaints) received during 2017/18, with a total of 156 complaints received as compared to
222 received in 2016/17.
The table below displays the total number of formal complaints received year-on-year from
2010/11 to 2017/18.
Quarter 1
April-June

Quarter 2
July-Sept

Quarter 3
Oct-Dec

Quarter 4
Jan -March

Total

2017/2018

38

35

37

46

156

2016/2017

53

54

60

55

222

2015/2016

56

65

62

67

250

2014/2015

61

46

76

56

239

2013/2014

51

40

35

59

185

2012/2013

60

56

68

49

233

2011/2012

46

53

40

51

190

2010/2011

57

42

28

45

172

In accordance with national legislation the Trust agrees a response time with each
complainant, or where this is not possible the Trust endeavours to provide a response within
25 working days.
2

During 2017/18, the Trust responded to 92% of complaints within the agreed timescales as
detailed in the following graph:

To encourage openness and transparency, the Trust offers all complainants and their
families the opportunity to meet with the relevant Trust staff to discuss their concerns in
more detail and agree a mutual resolution to their concerns or complaints.
During the year, 14 complainants took the opportunity to meet with staff to discuss their
concerns in more detail.


Re-Opened Complaints

In 2017/2018 14 complaints were reopened:
Q1
0

Q2
5

Q3
3

Q4
6

Progress was achieved against the number of complaints re-opened; one was referred to
the Parliamentary and Health Service Ombudsman (1309) and is currently being
investigated.
The table below provides the key themes that were associated with the 14 reopened
complaints:
Subject
Clinical Treatment
Communication (oral)
Date for appointment
Diagnosis/Misdiagnosis
purchasing
Standards of Care
TOTAL

Number of Complaints
4
1
1
1
1
6
14

3

Of the 14 re-opened complaints, 3 were not upheld, 8 were partially upheld, 2 were upheld
and 1 was withdrawn. The Trust ensured that learning was shared and the relevant services
developed the following actions to improve levels of service:
•

•

•

3.

Joint meetings between Neurological Service, Children’s Services and Herts Young
People Health Transitional Service will address improvements in working together.
The aim will focus on developing a transitional pathway for young people between
services and how all involved can work more collaboratively to improve the
experience for them;
Improved multi-disciplinary working to support patients with learning disabilities when
planning discharge home. Input to be sought from HCC Learning Disability Nurse for
patients with learning disabilities to provide specialist advice and assist in the
transition from hospital to home;
Improved induction training for Podiatry Service to ensure staff discuss all treatment
options, all potential risks and outcomes following surgery with patients. Learning has
been anonymously discussed at an East of England meeting to ensure regional
learning; Occupational Therapy team are currently reviewing how they can make sure
goals for patients with dementia are balanced to ensure therapy remains purposeful
as well as maintaining function and ability. Also, how therapy interventions are
explained and where possible to include family members.
Complaints received by Service


Community Nursing & Integrated Care Teams

In 2017/2018, there was an 18% rise in complaints for the Community Nursing & Integrated
Care Teams West regarding standards of care, staff attitude, clinical treatment and
standards of communication. The Locality Leads have reviewed all the complaints, noting
themes and trends, and have developed action plans to address the concerns, which
included specific focus on changing processes to reduce the length of time it takes for
dressings to be prescribed and delivered to patients’ homes in order to ensure that good
practices in the community are maintained.


Community Paediatric Service

The Community Paediatric Service has received a high volume of complaints regarding
waiting times for Autism Spectrum Disorder assessments; this is due to the increase in
referrals to the service. The increase in referrals into Children and Young People’s (CYP)
services is a nation-wide problem and not unique to HCT and Hertfordshire. The Trust are
having ongoing discussions with commissioners to develop the Service Specification to
ensure that the available capacity is focused on those CYP most in need of a Community
Paediatric assessment and follow up. We are also clearly defining our referral and exclusion
criteria and processes, which we believe will reduce the number of inappropriate referrals
received into the service thereby creating capacity to reduce waiting times.
 Tissue Viability Service
A complaint was received by the Community Hospitals Herts Valleys Service which resulted
in the Tissue Viability Service developing wound care pathways to include burns
management that will support staff to manage burn wounds more effectively and in line with
national guidance.
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Children’s Occupational Therapy Service

The Clinical Lead for Children’s Occupational Therapy reviewed a complaint regarding
delays with provision of equipment experienced by a family transferring outside of
Hertfordshire, as a result the service have reviewed their policies and procedures relating
the transfer of equipment in order to ensure families continue to be supported in a timely
manner with equipment provision when moving out of the county.


MSK Physio & OT West

Whilst the number of formal complaints received regarding the change of provider were low
(2), the Patient Experience Team successfully dealt with a total of 24 contacts regarding
delays in referrals, requests for test results, access to records and delayed appointments.
Patients were advised to liaise with the new provider and contact details for the complaints
department were shared upon request.

The below table details the complaints received by service for 2017/18:
Service
Adult Diabetes Community Service
Adult Occupational Therapy Service E&N (Acute Therapies)
Adult Physiotherapy Service E&N (Acute Therapies)
Adult Speech & Language Therapy
Bladder & Bowel Care
Children’s Continuing Care Team
Children’s Occupational Therapy Services
Children’s Physiotherapy
Children’s Speech and Language Therapy
Community Cardiology – Cardiac Rehabilitation/Heart Failure
Service
Community Dental Service
Community Hospitals East & North
Community Hospitals Herts Valleys
Community Medical Staffing
Community Nursing & Integrated Teams East & North
Community Nursing & Integrated Teams West
FIRST (Facilitating Integrated Re-enablement to Support
Transition)
Health Visiting
HMP The Mount
Homefirst Service East & North
Integrated Discharge Team
Leg Ulcer Service
MSK CROPS (Wat & Dac)
MSK Physio & OT West
MSK Physio E&N/MSK Triage
MUSKAT St. Albans & Hemel
Neurological Rehabilitation
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Number of
Complaints
2
9
10
2
1
2
12
2
2

1%
6%
6%
1%
1%
1%
8%
1%
1%

1
2
10
10
9
8
17

1%
1%
6%
6%
6%
5%
11%

2
6
5
2
4
1
2
2
5
1
3

1%
4%
3%
1%
3%
1%
1%
1%
3%
1%
2%

%

Nutrition & Dietetics
Podiatry Service
Positive Behaviour, Autism, Learning Disability and Mental
Health Service (PALMS)
School Nursing
Specialist Palliative Care Service
Step 2 Early Intervention Service

4.

6
4

4%
3%

8
2
1
3
156

5%
1%
1%
2%

Complaints by Themes

The table below provides an overview of the themes from complaints in 2017/18:
Number of
Complaints
11
4
35
16
2
20
1
3
2
5
1
1
15
3
37
156

Subject
Admissions/transfers/discharge procedure
Aids/appliances/equipment
Clinical treatment
Communication (oral)
Communication (written)
Date for appointment
Date of admission/attendance
Diagnosis/Misdiagnosis
Other
Outpatient and other clinics
Patient property/expenses
Purchasing
Staff attitude/behaviour
Staff competence
Standards of care

%
7%
3%
22%
10%
1%
13%
1%
2%
1%
3%
1%
1%
10%
2%
24%

Although standards of care remain a consistent theme across all services, accounting for
24% of complaints received in 2017/18, a 2% decrease in this type of complaint was noted
when compared to 2016/17 (26%). Themes around standards of care include: concerns
with the level of care or treatment and missed or delayed visits. The Trust upheld/ partially
upheld 38% of complaints related to standards of care.
To ensure scrutiny and overview of all Trust complaints a monthly complaints summary
report is provided for the Business Unit Performance Review (BUPRs) which is reviewed at
monthly performance meetings. This enables General Managers and senior staff within the
services to review all complaints, ensure immediate actions are taken and improvements are
made where necessary. In addition, the Trust Complaints & Patient Experience Team
provides quarterly Complaints Report which includes additional detail analysis such as key
themes, lessons learnt, and these reports are shared at local team meetings in all services
across the Trust.
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5.

Complaints to Parliamentary and Health Service Ombudsman (PHSO)

There were 2 complaints referred to the Parliamentary and Health Service Ombudsman
(PHSO) in 2017/18:
1676 – St. Albans Integrated Community Team (ICT) – a complaint relating to the care
provided by the Integrated Care Team. Complainant felt the Community Nurses failed to
attend an urgent referral within an appropriate length of time. HCT’s internal investigation
revealed that the response time delivered by the team falls within the Trust’s expectation for
an urgent visit.
The case was referred to the PHSO on 21st September 2017 and HCT is awaiting their final
decision.
1309 – Queen Victoria Memorial Hospital – complaint concerning the provision of
physiotherapy and lack of input from the Learning Disability Nurse. HCT conducted an
internal investigation which revealed the reported expectations of the relatives did not match
those of the proposed therapy plan and a recommendation for input to be sought from the
Learning Disability Nurse for patients with learning disabilities to provide specialist advice
and assistance in the transition from hospital to home.
The case was referred to the PHSO on 31st January 2018 and is currently being
investigated.

6.

Lessons Learnt and improvements implemented

The following examples demonstrate how the Trust has used patient complaints to inform
organisational learning and improvement during this period. The list is not exhaustive but
provides evidence of the Trust’s commitment to developing services and improving practice
in line with feedback received.
Action plans are sent to the service at the start of the complaints process and are an
essential part of the closure process at the completion of the investigation. Ensuring better
evidence of complaint action plans will be a continued focus for the Patient Experience
Team in 2018/19

Service

Complaint Issue

Adult
Physiotherapy
Service E&N
(Acute
Therapies)

Concerns were raised regarding
the level of therapy provided to a
patient with dementia. The
patient’s relative felt the therapy
was inadequate

Children’s
Continuing Care
Team (CCCT)

Complaint raised by parent
regarding the provision of
continuing care for their child.
Concerns raised included:
7

Action Taken
The Therapy team have reviewed
how they can make sure therapy
goals for patients with dementia are
balanced to ensure therapy remains
purposeful as well as at least
maintaining function and mobility.
This included how therapy
interventions are explained and
family members are included in these
discussions.
CCCT have worked with colleagues
within GOSH and The Royal
Brompton to ensure a Discharge
Policy is in place with a robust

Service

Complaint Issue
management of hospital
attendance and nurse allocation

Children’s
Occupational
Therapy Services

Community
Dental Service

Action Taken
checklist for the discharge of
complex children.

CCCT members will ensure they are
scrutinising all future Nurses working
within agencies re: skills and
qualifications. A Standard Operating
Procedure to be put in place with all
agencies prior to accepting them for
a package.
Parents raised concerns regarding Managers ensure that the teams
an adaptation they felt did not
review how they assess Children and
meet the needs of their child.
Young People (CYP) who have
suffered Traumatic Brain Injuries in
light of the changeable nature of a
young person’s physical abilities.
A complaint was made regarding
The Special Care Dental Service
the appointment system and
have ensured that they have a
treatment delays
system in place to confirm referral
letters have been sent and received.

The Team Lead has reinforced the
message to staff that all telephone
calls made to and received from
patients are recorded accurately.
Community
Telephone call from relative
Chief Pharmacist has produced
Nursing &
raising concerns with incorrect
guidance on identifying the right
Integrated Teams administration of insulin.
patient, using the NMC ‘seven rights’
East & North
checklist, which was communicated
to all staff.
Community
Complaint made regarding the
Investigation identified that the
Nursing &
Continuing Health Care (CHC)
process was not fully explained. As
Integrated Teams assessment process. Lack of
a consequence written information is
East & North
information provided regarding the now available for community nursing
process
staff to share with patients, their
families and carers.
Additional training on the CHC
process is now provided to
HomeFirst staff.
Community
Concerns raised regarding the
Nursing &
lack of co-ordinated care between
Integrated Teams agencies
West

Neurological
Rehabilitation

Parent concerned with the
transition of services from
children’s services to adult
services as he felt this transfer
was not beneficial to his child
8

The Service Manager for Community
Adults Health Service has met with a
senior manager with Adult Care
Services and discussed how we can
make improvements to the interface
between NHS and Social Care.
A joint meeting took place between
the Neurological Service, Children’s
Service and Herts Young People’s
Health Transitional Service, to
discuss the transitional pathway for

Service

Positive
Behaviour,
Autism, Learning
Disability and
Mental Health
Service (PALMS)

7.

Complaint Issue

Complaint regarding delays in
referrals between services

Action Taken
young people between the services
and how we can work more
collaboratively to improve the
experience for them.
The PALMS service is working with
CAMHS at Hertfordshire Partnership
Foundation NHS Trust (HPFT) to
created more streamlined pathways
between the two services to prevent
unnecessary delays in the future.

Protected Characteristics

In 2017/2018 the Patient Experience Team implemented a system to align patient
demographic information from DatixWEB with complaints. This enabled the Trust to capture
evidence that demonstrated equal access for all groups of people who wish to make a
complaint in line with the national directives to ensure equality for people in the protected
characteristics groups.
The information below demonstrates that the majority of complaints received in 2017/18
were related to young people aged 0-15 years of age or over (21%) and people aged 80 and
over (18%), accounting for 39% of all complaints received in year.
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8.

Enhanced PALS Contacts

An Enhanced PALS enquiry is one that cannot be answered immediately and requires
investigation or action by the Trust service/s concerned and the PALS team.
Enhanced PALS contacts have been introduced on a trial basis providing further evidence of
partnership work carried out between Trust services and PALS to resolve more enhanced
concerns that sit outside of the formal complaints process, as agreed with the individual
contacting the service.
A total of 184 Enhanced PALS contacts have been recorded to date since this type of
contact was introduced in quarter one on a trial basis.
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9.

Completed actions from 2016/17

2017/18 Priority
Ensure lessons learnt from complaints
continue to be embedded into service
delivery through effective action plans

Learning from complaints to be shared
via the Adult and Children’s Bulletins and
other Trust wide communications.
Embedding of complainant satisfaction
survey to measure service user
satisfaction.

Carry out a review of the Good
Complaints Handling Toolkit, develop a
gap analysis and identify actions for
improvement.
Continue to share patient stories from
complaints with the board and on the
Trust website.

10.

Outcome
A complaint action plan template is sent
to each service at the outset of the
complaint
investigation
to
inform
evidence of organisational learning from
complaints. The complaint action plan
template was reviewed and amended to
ensure a single action plan is used
across the quality team.
Examples of learning from complaints
have been regularly shared in Clinical
Matters and Trust wide communications.
NHSE Complainant Satisfaction Survey
under reviewed ahead of pilot in
2018/2019. This will help the complaints
team understand areas of good work and
areas of improvement in relation to the
current complaints process.
Anonymised complaints now reviewed at
Patient Experience Forum providing
external scrutiny and assurance of
complaints handling
Patient and carer stories remain a
standing item at each Board meeting and
examples of patient and carer stories are
available on the Trust website.

Priorities for 2018/19

The priority activities for the Trust complaints service in 2018/19 are listed below:
•

Continue to provide quarterly Investigators Forums, in partnership with the Patient
Safety Team, throughout the year to identify how the complaints service could
improve the support they offer staff to inform effective investigations and action plans.

•

Continue anonymised review of complaints and Trust responses via the Patient
Experience Forum, inviting external scrutiny from patients, local voluntary and
community groups to provide assurance on the quality of the Trust complaints
process.

•

Improve access and understanding of Trust Complaints by piloting read only access
for appropriate managers to view their service complaints, outstanding complaint
actions and service reports via the Trust database (Datix).

Natasha Forster
Patient Experience and Complaints Manager
Anthony Power
Head of Patient Experience
June 2018
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Sue Thompson
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Date: 05/06/2018
SUMMARY
This is the 8th annual report on Safeguarding Children to the Executive Board of
Hertfordshire Community NHS Trust (HCT). The report informs and supports the regular
quarterly reports provided to Healthcare Governance Committee and the Trust Board. The
purpose of the report is to provide assurance that HCT complies with the regulations set out
in:
• Care Quality Commission (CQC) (June 2017)
• Section 11 of the Children Act 2004
• Working Together 2015
The report demonstrates the scope of the work undertaken by the Safeguarding Children
Team, in collaboration with HCT staff and Hertfordshire Safeguarding Children Board
(HSCB) and includes the uptake of training and supervision to provide assurance that
effective staff support is in place to safeguarding children.
The Safeguarding Children Team works closely with internal partners on policy
development, training, audit, staff supervision and advice. This reflects the Safeguarding
Children Team’s commitment to further develop safeguarding children practice across the
Multi-disciplinary teams of HCT to improve patient safety, patient experience and the quality
of care provided.
Glossary of terms:
CIN
CP
CSE
CSS
CUS
CQC
DHR
eDSM
GCP
HCC
HSCB
IMR
LeDeR
MASH
RAG
SCR

Child in Need
Child Protection
Child Sexual Exploitation
Children’s Specialist Services
Children’s Universal Services
Care Quality Commission
Domestic Homicide Review
Enhanced Data Sharing Model
Graded Care Profile
Hertfordshire County Council
Hertfordshire Safeguarding Children Board
Internal Management Review
Learning Disabilities Mortality Review
Multi-agency Safeguarding Hub
Red Amber Green
Serious Case Review

1. Key achievements in 2017/18
• Achieved 98% (95%) staff compliance with safeguarding children training
• Developed a workbook for staff requiring Level 1 and 2 safeguarding training. This
commenced in June 2017 and has improved compliance rates across all services
from 92% - 98%.
• Achieved 98% (95%) compliance of safeguarding children supervision for staff
• Successful Rapid Response Conference in October 2017 for 80 delegates including
a school head that shared his experience of two pupils taking their own lives.
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• Positive outcome following Section 11 inspection in January 2018.
• Audit on the quality of safeguarding supervision indicated 100% compliance to the
process.
• Audit of supervisees’ satisfaction with their safeguarding supervision demonstrated
98% satisfaction.
• Rapid Response poster (Appendix 1) was presented at the Queens Nurse Institute
conference in September 2017.
• 2 Safeguarding Children Nurse Specialists successfully completed Mary Seacole
leadership training
• Named Nurse awarded the title of Queens Nurse by the Queens Nursing Institute.
• Paediatric liaison IT solution developed and went live in October 2017, audits
indicate a safe and effective process is in place.
• Positive feedback from a neighbouring county following HCT’s contribution to their
Domestic Homicide Review. The panel chair commented “how impressed the whole
panel were with your IMR. It was a very thorough and thoughtful piece of work”.
2. Key risks
•
•

•

Safeguarding nurse capacity is insufficient to meet the demands in the Multi-Agency
Safeguarding Hub (MASH).
Following changes made by TPP to their SystmOne Enhanced Data Sharing Model
(eDSM), there is a significant risk if General Practitioners (GP’s) stop the sharing
functionality. This would lead to information on SystmOne not being visible to HCT
staff to allow an effective, safe risk assessment or accurate safe action plan for
children and vulnerable adults.
The removal of the consent override on SystmOne from April 2018, leads to the
inability of HCT staff to view and summarise previous health information from
another area when a client moves into HCT. This poses a significant risk to children
and vulnerable adults and is being closely monitored.

3. Strategic Context
HCT is committed to delivering ‘high value healthcare’ which provides excellent clinical
outcomes, an outstanding patient experience, consistent and improving patient safety that is
highly efficient and cost-effective. Assurance of robust safeguarding children practice is
presented at the Safeguarding Children Forum where national policy and guidance is
reviewed and implemented.
Assurance that HCT is fulfilling its obligations in regard to the Children Act is monitored
through the Safeguarding Children Board. Section 11 audits for Hertfordshire Safeguarding
Children Board have been successfully completed for 2016/17. In January 2018, the Section
11 audit facilitated by the lead commissioners was undertaken. The lead commissioner gave
Positive feedback on the service following the audit:
“It is clear that the HCT safeguarding team are committed to the protection and welfare of
children and families in Hertfordshire who access the services. This is demonstrated by a
strongly embedded safeguarding organisational culture as well as in ongoing continuous
commitment to service improvement though audit, service development and multi-agency
collaboration. The CCG’s recognises the team’s determination and continuing work to
achieve the highest quality safeguarding service provision”.
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……..”It is anticipated that recommendations made will enhance further the robust
safeguarding children processes within the service”. (DON & Designated Nurse,
Safeguarding Children: Feb 2018)
4. Safeguarding Governance Arrangements
Accountability for delivering the corporate safeguarding children function is held by HCT’s
Chief Executive. The Safeguarding Children Forum is a subcommittee of the Patient Safety
& Experience Group, which reports to the Healthcare Governance Committee and escalates
key outcomes to the Trust Board.
Membership of the Safeguarding Children Forum is chaired by the Director of Nursing &
Quality (Acting) and includes the Named Doctor for HCT, Designated Nurse for
Safeguarding Children, Public Health Commissioning lead as well as representation from
HCT Children’s Services and the Quality & Governance Directorate.
The Safeguarding Children Committee meets bi-monthly and:
• receives an operational overview of safeguarding activity and training data
• receives performance against key performance indicators set by commissioners
• reviews learning from incidents and oversees improvements in safeguarding
practice
• receives assurance of compliance with statutory guidance, national and local
recommendations and guidance
• reviews and monitors local actions in regard to Serious Case Reviews, Domestic
Homicide Reviews, CQC and HSCB/HCT audits
• reviews risks in relation to safeguarding children in the Trust
• receives minutes of the HSCB and sub groups, noting actions for HCT.
The Trust is represented at the Hertfordshire Safeguarding Children Board (HSCB) by the
Director of Nursing & Quality (Acting), and safeguarding leads from the Trust attend all
HSCB subcommittees.
5. Safeguarding Children Team
The Safeguarding Children Team supports all staff and services across HCT (Appendix 3).
The team consists of:
•
•
•
•
•

1.0 WTE Named Nurse
2.0 WTE Safeguarding Children Nurse Managers
5.5 wte Safeguarding Nurse Specialist Nurses
2.0 wte Safeguarding Nurses in the Multi-Agency Safeguarding Hub (MASH)
0.2 wte Named Doctor safeguarding West Herts – the new appointment has had a
year’s induction training supported by the clinical medical director

During 2017/18 there have been a number of vacancies due to HCT staff obtaining
promotion to external safeguarding nurse posts. Vacancies have a significant impact on the
rest of the team due to the need to cover additional work. However, the team have dealt with
the additional work-load effectively by prioritising and avoiding a negative impact on the
delivery of KPIs.
The Safeguarding Nurses offer a county-wide service which includes:
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•
•
•
•
•
•
•
•
•

training to all levels of staff employed by HCT
supporting HSCB training pool to deliver training to partners
providing immediate advice and support via the duty line
supporting and supervising staff
regular auditing to ensure safeguarding process and procedures are effective
preparing staff and records for legal proceedings
supporting practitioners during the Court process if required to give evidence
providing the Rapid Response service
providing health staff to support the Multi-Agency Safeguarding Hub (MASH)

Each WTE safeguarding supervisor supports approximately 55 members of staff at individual
safeguarding supervision. Individual safeguarding supervision is mandatory for Health
Visitors, School Nurses and Community Children’s Nurses and takes place 3-monthly.
Group supervision for Allied Health Professionals, Step2 and PALMs facilitated by the
safeguarding children team, is mandatory and takes place 4-monthly.
The Multi-agency Safeguarding Hub (MASH) has evolved significantly and there is an impact
upon Children Universal Services (CUS) when MASH nurses cannot meet the service
demand. Funding of the MASH nurses is agreed annually by the three commissioners in
Hertfordshire. MASH data indicates that current funding of 2 WTE nurses does not meet the
demand and additional work has to be managed within CUS, increasing their workload. The
funding gap has been raised with commissioners.
This year both Safeguarding Adults and Children’s teams have worked together to develop a
Chaperone Policy for children and vulnerable adults and have compiled a Standard
Operational Procedure for Missing persons.
The Safeguarding Children Team ensure staff are kept informed of relevant safeguarding
advice, disseminated through HCT communication systems, staff resource area, Children’s
Service Bulletin, safeguarding newsletters, bespoke training and attendance at team
meetings. Guidance tools, leaflets and posters have been produced by the team throughout
the year to share good practice and are available on the intranet
HCT works well with its partner agencies at both an operational and strategic level. The
Senior Safeguarding Nurses represent HCT on HSCB subgroups and all the Safeguarding
Nurses are members of the HSCB training pool, providing their expertise at a wide range of
training events and sessions across Hertfordshire. The team are leading on HSCB Graded
Care Profile and Bruising training and redesign of the Bruising policy.
6. Referrals made to Children Services
During 2017/18, the Trust referred 257 families to Children’s Services as the practitioner
identified children at risk of significant harm without the intervention of additional services.
This is an increase to the 227 families referred to Children Services in 2016/17. Review of
the data has not identified any specific themes or trends that explain the increase in
referrals.
National Serious Case Reviews have indicated the quality of referrals to Children‘s Services
can affect the way a case is progressed and can delay services to the family which may
have a detrimental effect on the child. Every HCT referral is child focused (considers impact
on the child not parents), ensuring any conflict between the needs of the child and
parents/carers is identified and decisions made are in the child’s best interests. HCT has
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clear referral criteria in place which ensures the right help is given to the child at the right
time. HCT undertake monthly audit to ensure the quality of referrals remains at a high
standard and are responded to within the required timescales. This audit examines:
• The quality of the referral.
• The reason for the referral.
• At what contact the concern has been identified and referral made.
• Was the threshold for referral met?
• Evidence of support offered prior to the referral.
• Use of the escalation process.
The outcome of this monthly audit is to ensure that HCT staff are making referrals that meet
threshold for social care involvement, challenge and escalate when appropriate with the aim
to improve outcomes for children and their families.
The Safeguarding Children Team continues to monitor referrals to HCC submitted for
suspected neglect. When Neglect is of concern, the consideration and use of the Graded
Care Profile (GCP) assessment tool is encouraged within HCT and practitioners are
challenged if GCP is not completed.
Any referrals not progressed by Children’s Services are scrutinised by the Safeguarding
Children Team to ensure they clearly articulate the risk to the child which if not insignificant
instigates the escalation policy.
6.1

Children at risk of significant harm or requiring support in Hertfordshire

At the end of 2017/18 there were 548 children in Hertfordshire subject to a Child Protection
(CP) plan; this has increased slightly from the data (523) from the same time in March
2016/7. Children who step down from Child Protection Plans are then supported under a
Child in Need plan (CIN).
HCT’s Health Visitors and School Nurses have been committed to their child protection
responsibilities in providing reports when required and attending the Child Protection
Conferences. This is reflected in 98% – 100% compliance throughout the year.
The CIN process is put into place when children are identified as needing support under
Section 17 of the Children Act 1989. Table 1 illustrates the number of children in
Hertfordshire subject to CIN plans in 2017.
Table 1:

Number of children subject to CIN plans in 2017 (HCC)
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The CIN process requires the health professionals to see children 6-weekly for all under 5year olds; if the child aged over 5-years and has identified health needs, the school nurse is
required to assess the child and attend CIN meetings are part of a multi-agency approach to
safeguarding children. The CIN process is used in the stepping-down process from child
protection to a supportive, informative process in addition to being commenced as early
support.
6.2

Serious Case Reviews (SCR) and Domestic Homicide Reviews (DHR)

6.2.1 Serious Case Reviews:
Hertfordshire Safeguarding Children Board commissioned 3 new Serious Case Reviews
(SCR) in 2017/18, which were referred to the SCR panel by the HCT Rapid Response to
Unexpected Child Deaths nursing team. In 2 of the cases a member of the Safeguarding
Children Team has attended the multi-agency panel meetings, contributed to the SCR by
developing a chronology of significant events and contributed and supported the front line
workers involved at the learning events. The Safeguarding Children Team has been notified
of a further SCR in February 2018 and waits further instructions to commence the process.
Learning outcomes following the SCR’s:
An outcome following one of the SCR was a water safety campaign that commenced in April
2017. This involves the Health Visitor discussing water safety and the dangers for children
being left unaided in baths, pools and gardens with ponds at the 1-year developmental
assessment. Following the learning event to this SCR, the Named Nurse agreed to extend
this campaign for another year in agreement with the HSCB to capture more children at their
1-year developmental assessment.
The two SCR that are progressing at the current time involved the HSCB Rapid Response to
Unexpected Child Deaths process. An outcome from both SCR’s is that the notes from the
Rapid Response process must be part of the SCR process, due to the informative
information obtained at the time of death.
6.2.2 Domestic Homicide Reviews:
One Domestic Homicide Review (DHR) was commissioned in 2016/17; a member of the
Safeguarding Children Team attended the panel meetings. The team contributed to the DHR
by developing a chronology of significant events and Internal Management Review (IMR).
Local actions have included:
• Making Level 3 Domestic Abuse training Mandatory for Health Visitors, School
Nurses and Nursery Nurses.
• “Asking the Question about Domestic Abuse” training was made mandatory for
Health Visitors and School Nurses.
• Asking the question about Domestic Abuse at the New birth visit and transfer into
Hertfordshire has been incorporated within the Health visiting Standard Operational
Procedures.
• The development of a standardised Domestic Abuse guidance, including a RAG
rating risk assessment to be used following the receipt of a Domestic Abuse
notification from the Police has increased the consistency to the follow-up risk
assessment made by the Health Visitor.
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All local DHR action plans are monitored through the Safeguarding Children Forum.
One new DHR has been notified in 2017/8 and a member of the Safeguarding Children
Team has attended the panel meetings contributing to the DHR by developing a chronology
of significant events and Internal Management Review (IMR). Local actions have been
identified and these are monitored through the Safeguarding Children Forum.
There have been two DHR requests for information on individuals who moved out of
Hertfordshire. HCT safeguarding nurses have provided information as requested to support
external reviews.
6.2.3 Internal Management Reviews (IMR):
The Safeguarding Children Team proactively instigated two IMR’s in 2017/18, due to missed
opportunities identified by the MASH Safeguarding Nurse Specialist whilst collating health
information following a referral into Children Social Care. The aim of the IMR was to
scrutinise HCT involvement with the children and families, consider any lessons learnt and
cascade a summary and actions across CUS. During this process the health professionals
involved with the families were fully supported and received additional safeguarding
supervision.
The themes identified during these reviews included:
• Lack of professional curiosity.
• Lack of consideration and impact upon the child when Domestic Abuse was
disclosed.
• Effective robust action planning.
• Communication.
The local action plans were monitored through the Safeguarding Children Forum to ensure
compliance with the required changes in practice.
7. Key Areas of service delivery during 2017/18
7.1

Performance and Management

The principles of an effective and safe service are the identification, assessment and
management of risk. The Safeguarding Children Team supports, enables and challenges
staff to make safe and effective decisions to safeguard and protect vulnerable children.
Measurement of performance and outcomes is therefore complex and includes a variety of
factors which include:
•
•
•
•
•
•

performance indicators related to training and supervision uptake
audit of safeguarding practice
risk management
review of serious/complex cases
responses to HSCB multi-agency action plans
development and review of policies to ensure they are in line with local and
national guidance
• working with partners in the Multi Agency Safeguarding Hub (MASH)

7.2 Clinical guidelines, best practice and staff education
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It is a legal requirement under the Children Act 2004 (Section 11) that all individuals who
work in NHS organisations, permanently, contracted or commissioned, should be trained,
able to recognise when a child may require safeguarding or be at risk, and know what action
to take.
7.2.1 Training and Education of staff:
All staff in HCT are trained by the Safeguarding Children Team who are responsible for the
delivery of safeguarding training programmes at different levels dependent on the level of
contact that the staff member has with children in their daily work. Levels and frequency of
staff training are aligned to the Intercollegiate Document 2014 (RCPCH 2014). In conjunction
with this the training strategy provides the framework for ensuring that all staff employed
within HCT, independent contractors and volunteers are appropriately trained in
safeguarding the welfare of children in line with national and local requirements.
Training is underpinned by principles which promote the welfare of the child, promotes
working in partnership with families, respects diversity, promotes inter-agency working,
recognises emotional impact, is evidence based and above all must be child centred.
Acquiring knowledge, skills and expertise in safeguarding/child protection should be seen as
a continuum. It is recognised that staff will increase skill and competence throughout their
professional careers and therefore training needs to be flexible, encompassing different
learning styles and opportunities. Each training session is evaluated and the programme is
regularly updated to take into account participant feedback and changes in legislation,
research and local and national practice. Staff evaluation indicates that training is valued.
The training programme is adapted in response to findings from Serious Case Reviews,
Partnership Case Reviews, Domestic Homicide Reviews and both local and HSCB audit.
Staff are also encouraged to attend HSCB multi-agency training to raise awareness of a
multi-agency approach to protecting children, support networking and promote effective
information sharing.
Bespoke training is provided to staff groups where there are difficulties in enabling staff to
leave there work area to attend safeguarding children training.
Safeguarding children annual training (levels 1-4) compliance within HCT is 98% for
2017/18.

Based on a
target of
95%
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One area of concern was the lack of compliance to level 1 and 2 safeguarding training,
despite the options for e-Learning, face to face training via the learning and development
and bespoke training. When noncompliance was scoped and investigated, it was mainly
back-room staff and adult services that were not accessing their level 1 and 2 mandatory
training. In July 2017, a level 1 & 2 safeguarding children work-book was cascaded to all
HCT employees who required this level of training, together with manager expectations to
discuss and sign off their team members. Compliance has increased from 92% to 98%
following its introduction. The next step is to undertake an audit of staff safeguarding
knowledge through dip sampling of those who have used the work-book.
Following a Domestic Homicide Review published in 2016, Domestic Abuse Level 3 training
has been made mandatory for Health Visitors and School Nurses. The training reflects the
increasing skills required to risk assess and act to safeguard children and victims when
Domestic Abuse is identified or disclosed. The aim was for all HCT Health Visitors and
School Nurses to be trained by March 2018. This aim has been achieved.
Due to the future changes in Health Visiting and School Nursing with the introduction of skill
mixing, the aim is to ensure that Nursery Nurses have the tools and skills to cope with any
Domestic Abuse disclosures or observations whilst working with the allocated families and
children. To support this approach all Nursery Nurses will be attending level 3 Domestic
Abuse training in order to be fully compliant by March 2019.
A further plan for 2018/19 is to encourage HCT therapists who work on the front line to
attend the level 3 Domestic Abuse training as their mandatory annual safeguarding children
training. This will ensure that all HCT professionals who work with children and their families
have the knowledge and skills to identify manage and support individuals who are at risk of
Domestic
Abuse or disclose Domestic Abuse.
7.3

Safeguarding Children Supervision

Safeguarding supervision continues to be mandatory for all frontline professionals working
with children and their families. Depending on the roles, individual or group safeguarding
supervision is expected. Compliance across HCT is 98% and is monitored on a monthly
basis.
Safeguarding supervision compliance 2017/18

Based on a
target of
95%
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The reason for the sudden reduction in the Children Specialist Services (CSS) safeguarding
supervision in December 2017 was due to sudden unexpected staff absence in the
Safeguarding Children Team and the requirement to cover the Multi-Agency Safeguarding
(MASH) Hub due to MASH staff absence. The safeguarding supervision was rebooked and
compliance returned to above 95% (100% for Quarter 4).
8. Safeguarding Children Audits
The Safeguarding Children Team completed their audit plan for 2017/18 undertaking a high
number of audits including:
•
•
•
•
•
•
•
•

Referrals to Children’s Services audit.
Audit on quality of supervision provided by the Safeguarding Children Team.
Domestic Abuse audit.
Graded Care Profile and its impact.
Not Bought In (NBI) to health appointments audit.
Record Keeping of children with CP plans.
The use of the Child Sexual Exploitation (CSE) template and its impact.
Knowledge of Safeguarding.

All the audits are presented at the Safeguarding Children Forum and shared widely at
meetings, and communication platforms (noticeboard, newsletters, and safeguarding
children training). Audits that require process improvement result in an action plan that is
progressed and monitored through the Safeguarding Children Forum.
Audits have been undertaken by the team against recommendations from national and local
reviews; a summary of each audit is illustrated in Appendix 4.
8.1 Section 11 Audit in Hertfordshire
The Clinical Commissioning Group (CCG) undertakes an annual Section 11 audit to monitor
the strength of safeguarding children services against:
•
•
•

Arrangements to safeguarding children under Section 11 of the Children Act 2004.
Compliance to Working Together to Safeguard Children 2015.
Hertfordshire Safeguarding Children Board (HSCB) Policies and Procedures.

The action plan resulting from the March 2017 Section 11 Audit was completed with the
appropriate evidence in readiness for the 2018 audit, which was undertaken on 30th January
2018. The commissioner’s feedback following the Section 11 audit and inspection was
extremely positive.
The Safeguarding Children Team has accepted the recommended action plan (Appendix 2)
and will be progressing through the recommendations in the coming year, together with the
Named Dr Safeguarding Children and Children Universal Services.
Recommendations following the Section 11 audit have been included in the Safeguarding
Children delivery plan for 2018/19 and will be monitored by the Safeguarding Children
Forum.
9. Bruising Protocol
The Hertfordshire Safeguarding Children Board (HSCB) bruising protocol was identified as
being confusing and problematic, resulting in complaints and process failure, despite the
protocol being a multi-agency partnership agreement. A multi-agency audit undertaken in
11

2017 resulted in evidence to modify the existing protocol. The Safeguarding Children Team
has led on the policy re-design which has been developed into a HSCB Bruising Policy for
infants under 6-months. This Policy will be finalised imminently. The older infants with
bruising will be progressed through the existing HSCB physical abuse pathway of the
county-wide policy. The HSCB physical abuse training has been altered and tailored to
reflect the new policy.
10. Graded Care Profile (GCP)
The GCP assessment tool is an evidenced based, educational resource that is used in
partnership with the parents when neglect is a concern, with the aim of improving the
parenting/situation, which results in a positive outcome for the child.
According to the SystmOne electronic clinical records, a total of 95 GCP assessments were
started in 2017/8 in comparison to 44 undertaken in 2016/7. All, 95 GCP undertaken have
been scrutinised by the Safeguarding Children Team within the monthly Children Service
referral audit. 21 assessments were undertaken on children subject to a Child Protection
Plan, 12 assessments were undertaken on children under a Child In Need plan and 7 were
undertaken under the Team Around the Family process (Families First). The table below
illustrates the number of professionals who have undertaken a GCP in 2017/18 and in
comparison to the data in 2016/17.
Professional undertaking GCP
Health Visitor (HV)
School Nurse (SN)
HV and Children Centre worker
HV and social worker
HV & SN
Community Children’s Nurse
Total

2016/17 2017/18
43
63
0
16
0
13
0
1
0
2
1
44*
95**

*Data taken from Early Help data base **Data taken from SystmOne reporting

The expectation of all professionals is to undertake a GCP assessment if neglect is
suspected prior to referral to Children Services, providing the concern does not require
immediate action. If a parent declines to consent to working through a GCP with the named
professional, the expectation that a table top exercise is undertaken as evidence to the
concerns, with the results of the assessment being used as additional evidence to the
referral to Children Services. This expectation is monitored through the monthly Children
Services referral audit and within safeguarding children supervision by the Safeguarding
Children Team.
11. Multi-agency Safeguarding Hub (MASH)
The MASH Health partnership continues to offer an excellent service, working with partners.
The role of health within MASH is to support timely information sharing and influence
effective decision making to safeguard, improve outcomes and reduce risk for children and
young people. The Health Practitioner will manage health information from any health
provider and analyse risk along with MASH partners through established processes. It
involves liaising with other relevant health practitioners across all local health services to
gather and share information in accordance with the MASH Information Sharing Agreement
and Protocol for Hertfordshire.
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The MASH health partnership ensures a specialist approach to safeguarding children
ensuring robust and impartial risk assessment of children, not hindered by professional bias.
The Nurse Specialist has the skills and ability to challenge practice and decisions made, not
only by any agency in the MASH, but also of health practitioners in any service. Escalation
and challenge of decisions and practice is a fundamental process in the safeguarding of
children (Working Together 2015).
The current staffing level in the MASH does not meet the required demand achieving
average overall information sharing completion rate of 62.6% in 2017/18 against the target of
100% and only 45% of this total within required timescales; the mean average shortfall of
requests versus completion is 35% with variation across the year. This is exacerbated during
annual leave, sickness and vacancy where the supply versus demand gap widens and
subsequently risk increases. The graph below demonstrates the consistent shortfall between
the requests by Children’s Services for information sharing, and the MASH Health
Partnership capacity to meet all requests in the timeframes required. The funding gap has
been raised at the HCT Safeguarding Children Forum, HSCB Board and the HSCB
Improving Outcomes Group throughout 2017/18. The MASH manager has completed a risk
assessment paper and business proposal which will be shared at an extra-ordinary MASH
Executive Meeting. The date for this meeting is currently being arranged.
Demand and capacity in the MASH Health partnership 2017/18

12. Rapid Response to Unexpected Child Deaths
The Safeguarding Children Team, supported by the Police, Coroner and Children’s Services,
continues to provide a 365-day Rapid Response into Unexpected Child Death Service. In
February 2018, after a lengthy consultation and scoping exercise the Rapid Response
Nursing rota was changed to a Monday – Friday 08.00 – 17.00 hours and Weekends and
Bank-holidays 08.00 – 12 mid-day service. The change was instigated following a review of
the service and the decreasing need to provide out of hours service which was welcomed by
the Safeguarding Children Team.
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The number of unexpected deaths in infants (under 2-years old) remains at its lowest since
2014 and the number of confirmed Sudden Unexpected Deaths in infants continues to
remain low. This demonstrates the effective work across Hertfordshire. Health Visitor’s
currently provide the safe sleep leaflet (2016) to all new parents as well as health education.

Total number of unexpected child
deaths reported to team
Number of confirmed Sudden
Unexpected Deaths in infants

2013

2014

2015 2016

2017

26

27

19

10

18

5

9

5

2

3

The Post Mortem cause for deaths collated from the Rapid Response data base are as
follows for 2017:

Cause of Death
1

Medical reasons

1

Sudden Unexpected Death in
Infancy (SUDI)

1

Hanging

2

Life Limiting medical
condition

10
3

Drowning
Police investigation

There have been several children with complex health needs and or physical and learning
disabilities who are known to the Children’s Specialist team and have died unexpectedly.
Following the commencement of the Learning Disabilities Mortality Review (LeDeR) process
in April 2017, an East of England initiative to review deaths of clients aged 4-years and over
when they have a diagnosed learning disability, the Rapid Response Lead has referred four
children to LeDeR. The Rapid Response lead has case reviewed a death under the new
Structured Judgement review that commenced in HCT in October 2017.
There is an emerging concern about the number of hangings in young people that the Rapid
Response team are dealing with within the process. An identified contributory factor is the
young person’s emotional health. This is a theme that is being monitored and supported by a
scoping exercise to identify the support services available for young people who require
emotional health support.
In October 2017, the second Rapid Response Conference was held at Hertfordshire
Constabulary Headquarters, 80 delegates attended. The theme was “children’s mental
health” following two hangings that occurred in 2017. The conference was privileged to get
the head teacher of the secondary school, to share the schools experience in supporting
their children, staff and families when the tragedies occurred and how they changed their
14

processes. The evaluations were extremely positive and this is now going to be an annual
event.
A water safety initiative instigated by the Safeguarding Children Team commenced in April
2017 following the death of an 11-month old baby who drowned in the bath. This case is a
current SCR. The initiative consists of a HSCB water safety leaflet being given to parents of
children at their developmental assessment. This initiative is being extended for a further
year and the leaflet will be given at the 1-year developmental assessment. This extended
campaign has been agreed by the HSCB.

13. Paediatric Liaison IT solution
HCT were required to scope and develop an alternative solution to Paediatric liaison for
West Herts Health Trust following the removal of funding in April 2017. A solution was
required to ensure those children who attended unscheduled health services in the West of
the County are followed up if they were deemed vulnerable or their presentation required risk
assessment/follow up.
The Named Nurse Safeguarding Children has been working in partnership with Children
Universal Services, HCT IT specialist, Child Health Information Services, West Herts Health
Trust Named Nurse Safeguarding Children and their IT specialists to develop an IT model
that enables recording, facility to alert (via a flagging and filtering facility through SystmOne
and national A&E recodes) to the Health Visitor and School Nursing teams when a child
attends an acute Trust provision but is assessed to require a follow up or monitoring through
the identified filtering and flagging criteria’s agreed.
A bulk-upload solution, together with e-mail alerts to vulnerable children and concerning
presentations went live in November 2017; a whole systems partnership sign-up to each
organisations expectation to safeguard children and guidance (Appendix 5 ) has been
developed and circulated widely.
Weekly audits were undertaken following the bulk-uploading process and a dip sample audit
of the flagging criteria’s was undertaken by the Named Nurse in December 2017. Results
indicated that SystmOne icons and bulk-uploads were working effectively. This audit was
repeated in March 2018, which provided further assurance that the IT solution is safe and
effective.
14. Risks
There are currently three risks on the Quality Directorate Risk Register that relate to
safeguarding children:
1. Safeguarding nurse capacity of 2 WTE is insufficient to meet demands in the MultiAgency Safeguarding Hub (MASH)
2. Child Protection Core Group minutes not being consistently sent to HCT
professionals by Hertfordshire County Council (Children Services) and the inability
for the HCT professional to assess and inform their action plan for the child and
family.
3. Inconsistent follow up by Health Visitors of domestic abuse notifications sent from
the police and the use of the assessment tool devised to aid Health Visitors in their
risk assessment of domestic abuse.
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All the risks are reviewed on a regular basis and monitored through the Safeguarding
Children Forum.
Additional identified Risks:
• Following changes made by TPP to their SystmOne Enhanced Data Sharing Model
(eDSM), there is a significant risk if General Practices (GP’s) apply this sharing
functionality and information on SystmOne will not be visible to HCT staff to inform
their risk assessment or inform action planning.
•

15.

The removal of the consent override from April 2018, leads to the inability for HCT
staff to view and summarise previous health information from another area when a
client moves into HCT. This poses a significant risk to children and vulnerable
adults and is being closely monitored.

Key Areas for Development in 2018/19
• Ensure that all Nursery Nurses have undertaken level 3 Domestic Abuse training by
March 2019.
• Encourage Allied Health Professionals to access the level 3 Domestic Abuse
training as their annual level 3 safeguarding children training for 2018/20.
• Continue to monitor and offer regular support and education to Health Visiting
services to the follow up of Domestic Abuse notifications sent by the police.
• Ensure recommendations identified through inspections (Section 11, Care Quality
Commissioning, and Peer Reviews; Serious Case Reviews, Domestic Homicide
Reviews, Partnership Case Reviews and Internal Management Reviews) are
progressed and completed within the agreed time scales.
• Provide assurance that mandatory safeguarding children training compliance is
maintained at all levels as per the Trust KPI.
• Continue with a programme of audit to improve safeguarding practice across the
Trust
• Work with Trust IMT staff to resolve the difficulties and safeguarding concerns
caused by TPP’s removal of dissent to override process.

Sue Thompson
Named Nurse for Safeguarding Children
Date: 05/06/2018
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1. Executive Summary
This report is to assure the Board that Hertfordshire Community NHS Trust (HCT)
complies with the Statutory Guidance on Promoting the Health and Wellbeing of
Looked after Children (DOH 2015).
The report demonstrates the work undertaken by the Looked after Children (LAC)
and Care Leavers Health Service during the period April 2017 to March 2018. The
team works in partnership with Hertfordshire County Council (HCC), Children’s
Services and Targeted Youth Support (TYS) teams to identify the health needs of
Looked after Children and Care Leavers.
Glossary of terms used:
CHICC
CL
CSE
CUS
DfE
ENHCCG
GP
HCC
HCT
IHA
KPI
LAC
LAC GP
NEET
OOC
PHIP
RHA
S1
SEARCH
SEND
SMT
SMART
SLA
TYS
UASC
YP

Children in Care Council
Care Leaver
Child Sexual Exploitation
Children Universal Service
Department for Education
East & North Herts Clinical Commissioning Group
General Practitioner
Hertfordshire County Council
Hertfordshire Community NHS Trust
Initial Health Assessment
Key Performance Indicator
Looked after Children
Looked after Children General Practitioner
Not in Education, Employment or Training
Out of County
Personal Health Information Plan
Review Health Information
SystmOne (electronic health records)
Sexual Exploitation & Runaway Children’s Panel
Special Educational Needs and Disabilities
Senior Management Team
Specific, Measurable, Achievable and Timely
Service Level Agreement
Targeted Youth Support
Unaccompanied Asylum Seeker Child
Young Person/Young people

2. Introduction
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The Looked after Children and Care Leavers Health Service (LAC/CL) is
commissioned to work towards identifying the health needs of children and young
people in care. The team works in close partnership with Hertfordshire County
Council (HCC) staff and other professionals. Contract arrangements and Key
Performance Indicators (KPIs) have been developed in partnership with the
commissioners to support robust reporting of the health needs of Looked after
Children. Hertfordshire County Council funds the administration posts of the service,
with the nursing posts being funded by the Clinical Commissioning Groups (CCGs).

3. Key achievements during 2017/18
•
•
•
•
•
•
•
•
•

•
•
•
•

Hertfordshire Community NHS Trust (HCT) LAC GPs completed 94% of Initial
Health Assessments (IHAs) within timescale.
92% of Review Health Assessments (RHAs) in County were completed within
time scale by Specialist LAC Nurses.
95% Out of County (OOC) RHAs were completed within time scale by
Specialist LAC Nurses.
Health Visitors and School Nurses (SN) completed 95% of RHAs within
timescales which is above the KPI of 90%.
Joint Safeguarding Supervision takes place regularly with the Specialist LAC
nurses and LAC GPs.
In March 2018 a pilot text service for young people aged 16 and over was
launched to provide feedback following their RHA.
New CUS LAC Champions identified across Hertfordshire.
Two interactive workshops for SNs were delivered in January and February
2018, attended by 52 SNs. A 16 year old care leaver shared her positive
experience of the RHA process (Appendix 2).
The RHA process for CUS and the role of the Lead Professional and LAC
Champions has been updated to provide clear guidance on completing
specific, measurable, achievable and timely (SMART) health action plans for
the child or young person.
LAC updates are provided both electronically and in a hard copy format for all
staff and available on the intranet.
The Level 3 LAC training package for CUS has been revised and updated;
incorporating an interactive style of learning for staff.
The target of 80 RHA’s out of county children in care has been achieved for
the second year.
95% of Health Visitors and School Nurses received Level 3 LAC training in
2017/18.

4. Strategic Context
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The Department of Health requires organisations to comply with the Statutory
Guidance on Promoting the Health and Wellbeing of Looked after Children (DOH
2015). HCT LAC/CL service works with commissioners to meet the national
guidance.
The National Institute for Health and Clinical Excellence (NICE) and the Social Care
Institute for Excellence produced guidance in 2011 on improving the physical and
emotional health of Looked after Children and young people from birth to 25 years.
The guidance aims to promote and strengthen multi-agency working and
collaboration. This includes ensuring that organisations, professionals and carers
work together to deliver high quality care, maintain stable placements and encourage
nurturing relationships for Looked after Children.

5. Local Context (data based on HCC information on 31 March 2018)
The total number of Hertfordshire LAC at the end of March 2018 was 919 which is a
decrease from 939 in 2016/17. The number of Unaccompanied Asylum Seeker
Children (UASC) in Hertfordshire was 91 at the end of March 2018 which is an
increase from 36 in 2016/17.
The total number of Care Leavers (aged 18-25) in Hertfordshire at the end of March
2018 was 527 compared to 626 Care Leavers at the end of March 2017.
Since February 2017 there has been an overall decrease in the number of LAC. This
is the direct result of Family Safeguarding and Targeted Specialist Services working
to keep families together by instigating alternative packages to prevent care
breakdowns.

6. Health Assessments
The LAC team coordinates the administration of all the statutory health assessments
on behalf of HCC for LAC and young people placed both in and out of county.
All children coming into care must receive a statutory Initial Health Assessment (IHA)
within 20 working days; however local process in agreement with the CCGs requires
completion of IHA within 10 working days to ensure health needs are identified early
in order for the appropriate care to be provided.
•

HCT Paediatricians complete the IHAs for those children under 5 and the LAC
GPs employed by HCT complete IHAs for the over 10 years. HCT achieved
93% of all IHAs within timescale during the year.

The Review Health Assessment (RHA) must be arranged at least once every six
months before a child’s fifth birthday and at least once every 12 months after the
child’s fifth birthday. RHAs within HCT must be completed and processed in 25
working days.
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•

Children’s Universal Services (CUS) Health Visitors (HVs) complete RHAs for
0-5 years every six months and School Nurses (SNs) complete the RHAs
annually for children aged 6 -18 years and young people attending a
Hertfordshire school. CUS completed 91% of RHA’s within timescale during
the year.

•

The Specialist LAC/CL Nurses work predominantly with the 16+ age group,
undertaking the Review Health Assessments of the most vulnerable, complex,
UASC and Not in Education, Employment or Training (NEET) LAC. RHAs
finish at the age of 18, with the exception of children with disabilities. All 18
year olds receive a health summary from their electronic health records,
written by the LAC/CL Nurses. An example of how the voice of the young
person, led to a referral for support is illustrated in Appendix 3.

•

The LAC Nurses liaise with the Targeted Youth Support (TYS) workers for
those young people aged 18 years who are Care Leavers and are available to
support young people up to the age of 25 years if they are in full time
education or have Special Education Needs and/or Disability (SEND).

•

Specialist LAC Nurses are commissioned to complete RHAs for Hertfordshire
children placed out of county within a specified radius. The target of 80 RHA’s
has been achieved for the second year; this resulted in further commissioning
of 20 additional Review Health Assessments to be completed. This new target
sets a total of 100 to be completed by the end of March 2019

Table 1: Summary of Health Assessments completed in 2017/18
(Data from 1/4/2017 – 31/3/2018)

Q1
90%

Q2
93%

Q3
92%

Q4
95%

40 received within
timescales

73 IHA’s due
68 received
within
timescales

39 IHA’s due
36 received
within
timescales

44 IHA’s due
42 received within
timescales

89%

94%

94%

156 RHA’s due
139 received
within
timescales

154 RHA’s
due
145 received
within
timescales

146 RHA’s due
137 received within
timescales

% of IHAs
completed in
44 IHA’s due
timescales

% of RHAs
92%
completed in 164 RHA’s due
151 received
timescales

within timescales

7. Looked after Children placed out of county
Hertfordshire had 307 LAC placed out of county (OOC), at the end of March 2018,
which is a slight decrease on the 310 LAC placed out of county in March 2017.
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The LAC/CL Health Service team liaises with other health teams across the country
to support the transfer of known health information and coordinate the administration
of health assessments. LAC Nurses provide quality assurance processes across the
whole health community to review RHAs and ensure a thorough health assessment
and detailed health action plan is provided.
This has been a challenge for the LAC team as many areas around the country state
they have no capacity to carry out Health Assessments within the statutory
timescales for Hertfordshire children due to the large numbers of LAC and UASC in
their counties. Therefore, the child or young person experiences long delays in
accessing a yearly health review which could result in delayed diagnosis of health
and social needs. Specific cases and CCG areas of poor compliance are escalated
to the Designated Nurse to support further action.
IHAs completed by out of county LAC teams April 2017 - March 2018
(Including GP, Paediatricians, LAC Teams and School Nurses)

13%
Completed within
Timescales
Completed out of
Timescales
87%

RHAs completed by out of county LAC teams April 2017 - March 2018
(Including GP, Paediatricians, LAC Teams and School Nurses)

14%
Completed within
Timescales
Completed out of
Timescales
86%

Table2. Health Assessments completed within timescales for LAC placed in
and out of county (including HCT, East & North Paediatricians and Out of County
LAC Teams).
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IHA
56% (275)
74% (253)
84% (276)

2015-16
2016-17
2017-18

RHA
71% (676)
80% (735)
82% (681)

Health Assessments
completed within timescales
for LAC placed In and out of
county: RHA

Health Assessments
completed within timescales
for LAC placed In and out of
county: IHA
100%

85%

80%

80%

60%
40%
20%

56%

74%

84%

75%
70%

80%

82%

2016-17

2017-18

71%

65%

0%
2015-16

2016-17

2017-18

2015-16

The continued success of all LAC receiving their statutory health assessments within
timescales and to a high quality standard is due to robust processes in place and
effective communication between HCC and HCT.
8. Partnership working
Collaborative working between professionals and services is needed in order to meet
the needs of LAC and enable them to reach their potential. The benefits of services
and partners meeting together includes: the sharing of information, identifying the
correct service provision to meet the needs of the LAC and hearing the views of the
LAC. This approach to meeting the specific needs of LAC is adopted at several multiagency meetings including:
The LAC Nurses have an important role as part of Hertfordshire’s Sexual
Exploitation & Runaway Children’s Panel (SEARCH) that takes place once a
month. The LAC Nurses are best placed to inform the panel of any known
health issues or risks for the child, follow up any health concerns, and liaise
with other LAC health teams country-wide. Part of this process includes liaison
with School Nursing and the children’s GP to ensure holistic needs are
supported that enhance the best outcomes for the young person.
•

The LAC nurses have a role at the Central Complex Case and Transition to
Adulthood Multidisciplinary Panel that takes place once a month. Panel
membership supports timely access to appropriate services by having in place
a multi-agency panel comprising of partner representation at a level that
allows decision-making and accountability on behalf of their organisation. The
panel is available for the escalation of cases where the young person has high
risk or complex needs and there are barriers in delivering an effective risk
management plan; where risks are not reducing or where there are difficulties
7
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in the transition pathway for the young person who is leaving care or who has
left care.
•

Attendance at Professionals’ Meetings and Children Looked After (CLA)
reviews when appropriate unmet health needs around the transition of LAC
aged 17 to 18 years can be outstanding; the team provides support to ensure
continued provision of care in adult health services is delivered.

•

The LAC Nurses liaise with Foster Carers through various support group
meetings, giving advice and support around health issues to carers of LAC of
all ages. An allocated LAC Nurse attends the sub group which discusses
health issues and strengthens the links with Foster Carers and the LAC health
team. It has also provided a platform and an easy route for the LAC team to
share health information through their monthly newsletter. Feedback from
foster carers is illustrated in Appendix 4.

•

The Intercollegiate Framework 2015 requires all staff who work with LAC/CL
to undertake level 3 training. The LAC/CL Health Service Team provides a
three yearly Level 3 training programme for Health Visitors and School Nurses
to ensure they have both national and local knowledge for LAC, and a clear
understanding of the RHA process. The training supports staff to complete the
comprehensive health assessment within the statutory timeframe and ensure
they share information appropriately. In 2017/18 Quarter 4, 95% CUS staff
have been trained in comparison to 2016/17 Quarter 4 when, 57% of CUS
staff achieved training compliance.

•

The LAC Named Nurse attends the Herts-wide LAC Leadership meetings
which is chaired by the Director of Nursing, East and North Herts CCG, and
was set up to drive improvements across all agencies. Key improvements
include the development of the revised service delivery model for LAC; a
health dashboard to monitor themes and trends of LAC in Hertfordshire, and
identification of high risk LAC.

•

Joint Safeguarding Supervision with the Specialist LAC nurses and LAC GPs
currently takes place every 3 months facilitated by the Named Nurse for
Safeguarding Children. The process has proved to be valuable enabling
discussion on topics that improve outcomes for LAC children service
delivery.

•

Joint working with the Child in Care Council (CHICC) has been a successful
initiative. 40 young people attended the Care Leavers Event in October 2017
and evaluations were positive. Hertfordshire CHICC meet at various times
over the year, and members of the LAC/CL Health Service Team are invited to
the meetings, either to consult with young people about a specific item or
informally at their open social events.

•

Joint working with Hertfordshire Partnership Foundation Trust (HPFT) has led
to improved communication pathways and the development of an information
sharing protocol.

•

Team meetings with HPFT LAC staff have been embedded in practice
enabling improved focus on emotional and mental health needs of LAC. The
8
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LAC Specialist Nurses attend informal consultation sessions on a monthly
basis to discuss specific LAC cases where they are open to Child and
Adolescent Mental Health Services (CAMHS). This initiative has improved
action planning and outcomes for the young person.
•

LAC Nurse attendance at the Foster Forum meetings and health foster carer
focus group has resulted in positive joint working. The LAC Nurses and the
foster carers write health related updates for the foster carers’ newsletter, for
example updates regarding the health assessment process and the
importance of the health action plan to support the carers to ensure the health
needs of the young people they care for are met. LAC nurses have recently
contributed an update regarding foetal alcohol syndrome disorder (FASD),
linked with the Virtual School incorporating an electronic copy of their excellent
leaflet on FASD thus ensuring that all foster carers can access this valuable
information. Attendance at the forum and focus group has improved the lines
of communication between the LAC Nurses and the fostering and adoption
teams and has raised the profile of the LAC Nurses within these teams. This
has resulted in increased communication and requests for the LAC Nurses to
advise or provide health related support to foster carers regarding the CYP
they are caring for.

•

LAC nurses undertake joint working with five residential homes across
Hertfordshire. This includes meeting with staff and young people to support
ways to meet LAC health needs and provide health promotion. This work is
always positively received and a compliment to the team is illustrated in
Appendix 5.

•

LAC Nurse attends the extended UASC meetings to share and receive
information from different services working with UASC in Hertfordshire. This
approach enables enhanced partnership working and effective action planning,
ensuring the health and social needs of UASCs are being met.

9. LAC Audits
The LAC/CL Health Service both lead and contribute to processes for auditing the
effectiveness and quality of the service on an operational level.

The LAC Team completed their audit plan for 2017/18 undertaking a number of
audits including:
• Quality Dip audits of RHAs completed by CUS. The audit identified an
improvement in quality.
• Child Sexual Exploitation (CSE) awareness audit of SN records undertaken in
April 2018 to identify if CSE was discussed with the young person at their RHA
and recorded appropriately. The audit findings indicated that the audit
continues to demonstrate good practice in the use of the template when the
risk of CSE has been identified as part of the risk assessment of a child.
• Audit of IHAs and RHAs from Quarter 2 and Quarter 3 in 2017 to identify the
refusal rate by LAC. The Audit identified a low refusal rate of LAC in HCT.
9
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All the audits are presented at the Safeguarding Children Forum and shared widely
at meetings and communication platforms. Audits that require process improvement
result in an action plan that is progressed and monitored through the Safeguarding
Children Forum. Audits have been undertaken by the team against recommendations
from national and local reviews; a summary of each audit is illustrated in Appendix 6.

10. Challenges
•

•

Out of County Health Assessments that are reliant on completion by external
providers continue to be a challenge due to lack of capacity. An escalation
process to the CCG/Deputy Designated Nurse for LAC is in place to ensure
this concern continues to be monitored and raised at Regional and National
level.
Completion of Personal Health Information Plans (PHIP’s) for all 18 year olds.
This is a health chronology that is offered to the young person following their
last RHA prior to their 18th birthday. As there is no national template the LAC
nurses are devising a questionnaire to ask young people what they want to
receive at 18. This work will be undertaken with the Designated Doctor and
Deputy Designated Nurse for LAC to evidence the voice of the young person
which may influence changes to our current PHIPs.

11. Development plan 2018/19
•

•
•
•
•
•
•
•
•
•

The LAC/CL team are in discussion with CUS about using Patient Centred
Outcome Measures on SystmOne (S1) and looking at the National Children’s
Bureau’s published research in the report “Measuring the Wellbeing of
Children in Care”, exploring what tools, measures or indicators are used to
assess the wellbeing of children in care and how they can be implemented in
HCT.
All health assessment templates will be on S1 to improve record keeping,
quality and SMART.
3 month recall functionality button to be embedded on S1 to provide
assurance that health action summary plans are reviewed.
LAC/CL Health team to contribute to the Safeguarding Children’s Team
newsletter.
Work with the Training and Implementation Manager to investigate the use of
webinars and e-learning to complement the mandatory training for CUS staff.
Annual training sessions for LAC Champions to refresh their knowledge,
provide updates or changes and share good practice together.
To investigate the use of visual tools that can help during the assessments of
children and young people with additional needs.
Work with the Designated Doctor and 0 – 25 team to write a health
assessment template for SEND.
Joint work with the UASC team and sexual health services to look at the
delivery of a sexual health workshop for UASC.
Joint working with CUS to write a process for the transfer of health information
from Health Visitors and School Nurses when a child is adopted.

10
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Appendices
Appendix 1
SMS Text responses from young people after their RHA March 2018
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It was very helpful
“She explained what is was about and was very clear”
“She listened well and gave me tips”.

Appendix 2
Evaluation comments from the SN workshop – January 2018

“Loved the attendance of the 16 year old looked
after child.”
“More of a team work approach between LAC &
School Health.”
“I thought 3.5 hours was going to be too long
but actually this was not enough time!”

Appendix 3
Case Studies

Following an IHA with the LAC GP the friend and family test (FFT) feedback revealed
that the service users felt comfortable speaking with the LAC Dr about their health
needs (Oct – Dec 17) in 29 cases (100% responses)

At a Review Health Assessment with the LAC Nurse a selective eater aged 14 years
old -“It’s bothering me that I don’t eat lots of different food”. The nurse made a
referral to the Dietetics service in Milton Keynes as he is placed Out of County. This
young person was worried that it would affect his future health and social life and the
12
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Nurse identified this was having a negative impact on his emotional and mental
health.

15 year old from Iraq Unaccompanied Asylum Seeker – scored a high SDQ so was
asked if he would like a CAMHS referral as this is the process. He said “I don’t want
to go to CAMHS as I am doing ok and I don’t want to do it through an Interpreter”. “I
speak with my foster carer if I have any worries” His voice was heard but support was
reiterated to the foster carer and made aware they can contact the LAC team if they
need further advice or support.

Appendix 4
Evaluation feedback from the Foster Carer “Good Health Workshop – 2017
“Great to know the different aspects to be being
healthy”
“I liked listening to other foster carers experiences”
“I am now more aware of different resources that I can
use”

Appendix 5
Compliment from a Residential Home - 2017
I would like to highlight how invaluable the LAC nurse service provided by
yourself has been. You are able to provide communication to the team and
young people which is practical and straightforward and caring. An example
to this is a young person who at the age of 15yrs has suffered years of
severe constipation. We wanted to explore what the reasons for the condition
could be. This involved a blood test. The young girl had refused point blank to
get a blood test, we had, (we thought), tried or manner of strategies to get her
to engage. Reasoning that it was for her health and wellbeing, to help find a
solution to alleviate pain would you have thought made sense to her,
however it did not due to her fear of needles and dislike of health services.
We spoke to the LAC nurse regarding how difficult it was for the young girl to
engage and she came up with an idea. The young girl has great affection for
her mother so the LAC nurse mentored the staff to get the girl to think how
she would answer ‘what would you advise
13 your mother in this situation?’.
A member
of staff tried
this Leavers
approach
with Report
the young
person. It worked, after
Looked
after Children
and Care
Annual
2017/18
months of encouragement and getting nowhere, we managed to get the
blood test completed within a week.

Appendix 6
Audits undertaken by the LAC Nursing team
Quarter 4 2018 Quality dip audit of RHAs completed by CUS completed in April
2018
A dip sample of 10 RHAs were used for this audit to ascertain the quality and standard of
RHAs undertaken by HVs and SNs

Quality Standard:
•
•
•

•

•

•

There has been a significant improvement in the quality and recording of
RHAs completed by Health Visitors and School Nurses compared to the
Quarter 3 Audit.
The previous results from Quarter 3 indicated 60% compliance to the quality
standard for Health Visitors in comparison to 80% in quarter 4.
School Nurses have improved from 80% compliance to the quality standard
100% in quarter 4.

The reason for the vast improvement in School Nursing input and
documentation is due to the additional training undertaken for the School
Nurses, which was delivered by the LAC Specialist Nurses in January and
February 2018. The rationale for this additional training was to drive up the
quality of RHAs as concerns were noted and assurance that the quality would
improve was required.
New processes have been developed and the LAC team have kept a tracker
for all RHAs that require amendments. Information is recorded and the
practitioner, Team Leader and Champion are informed to ensure action is
taken.
The audit demonstrates that the training and processes have improved the
quality of RHAs for School Nursing. This evidence suggests that similar
training should be considered to improve the Health Visitors compliance to the
standard and quality of their RHA’s.

Child Sexual Exploitation (CSE) awareness audit of SN records undertaken in
April 2018 to identify if CSE was discussed with the young person at their RHA
and recorded appropriately
Summary
14
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•

CSE documentation was evident on 4 of the 5 RHAs appropriate to age
(100%). One child was not asked as they were too young.

•

The voice of the young person was captured and documentation was to a high
quality.

•

No evidence that the child/young person (CYP) had been asked if they wanted
to be seen alone.

The audit findings indicated that the audit continues to demonstrate good practice in
the use of the template when the risk of CSE has been identified as part of a risk
assessment of a child. However, as CSE is an escalating national concern and with
increased practitioner awareness in recognising the potential indicators of CSE, it is
anticipated that these numbers will increase as processes are embedded in practice.
Audit of Refusals of Health Assessments in Quarter 2 and 3
IHA and RHA data analysed from Quarter 2 and Quarter 3 in 2017 to identify the
compliance to health assessments and subsequent low refusal rate in HCT, identify
trends and ascertain if the refusal process was implemented to safeguard the child or
young people.

In July – December 2017 (Quarter 2 and 3) a total of 97% of IHAs were attended
resulting in a 3% refusal rate and 94% of RHAs were attended resulting in a 6%
refusal rate. This therefore concludes that HCT have a low refusal rate for health
assessments.
15
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•
•
•
•

14 males refused their health assessment compared to 6 females.
All refusals were 13 years and over.
4 refused their IHA and 16 refused their RHA.
The refusal process was adhered to and 100% of those who refused their
RHA received the refusal letter following attempts to follow up the refuser by
different means of communication. The letter informs them how to contact the
LAC team if required and advised that another appointment can be made
should they decide they wish to have their Health Assessment undertaken.
The Social Worker was informed as per process.

Summary:
• HCT has a low refusal rate compared to the number of health assessments
completed.
• There is a higher refusal rate for RHAs. The reason for this could be
that an Initial Health Assessment is the first health assessment and
the local process is for this assessment to be booked, attended and
completed within ten working days.
• Nurses were 100% compliant with the RHA process.
The audit will be repeated in 12 months.
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Attachment J1v

Patient Experience Annual Report
2017/18

1.

Introduction

This Annual Report provides a summary of patient experience activity and initiatives carried out in the
Trust during 2017/18.
This Report covers:
•
•
•
•

Information on how patient feedback was captured in 2017/18;
What our patient feedback tell us;
How this feedback is shared with staff and service users;
An overview of the annual Patient Led Assessment of the Care Environment (PLACE) results
for the Trust; and
• Priorities for 2018/19.

The Patient Experience team (PET) receives and measures feedback received from patients and the
public about the quality of Trust services in a number of different ways as detailed below:
•
•
•
•
•
•
•
2.

Patient Advice and Liaison Service (PALS);
Complaints;
Compliments;
NHS Friends and Family Test;
Patient Led Assessments of the Care Environment (PLACE);
Patient Surveys; and
Patient and Carer Stories at Trust Board.
Glossary of terms

HCT
PLACE
FFT
3.

Hertfordshire Community NHS Trust
Patient Led Assessment of the Care Environment
Friends and Family Test

Strategic Context

Hertfordshire Community NHS Trust (HCT) vision is:
'To maintain and improve the health and wellbeing of the people of Hertfordshire and other
areas served by the Trust'.
This vision is underpinned by the Trust’s Values, which complement the NHS Constitution, supporting
patients’ rights and in particular the need to treat patients with dignity and respect:






Care - We put patients at the heart of everything we do
Respect - We treat people with dignity and respect
Quality - We strive for excellence and effectiveness
Confidence - We do what we say we will do
Improve - We will improve through learning and innovation

Patient Experience feedback, either positive or critical is important to the Trust to help ensure that
services continually improve and remain responsive to patients, their families and carers needs. It also
lets us know when we get it right and where we need to improve.

4.

Governance Arrangements

The Acting Director of Nursing & Quality /Chief Nurse has board level responsibility for patient
experience and delivery of the PET annual plan.
The plan is developed by the Patient Safety and Experience Group and monitored at the bi-monthly
meetings. A representative from Hertfordshire Healthwatch participates in the meetings.
Reports and outcomes from the meetings are presented to Healthcare Governance Committee.
Patient experience is reported in detail in the quarterly Quality Reports, in the annual Quality Account,
the monthly Business Unit Performance Reviews and Integrated Business Performance Reports.
Information and reports relating to patient experience are shared with the commissioners at the Quality
Review Meetings.
Patient, carer and staff stories are shared at the bi-monthly Trust board meetings.
5.

How we gathered patient feedback during 2017/18


PALS, Complaints and Compliment –

In 2017/18, 156 formal complaints were received by the Trust providing essential information about
areas for improvement and enabling lessons to be learned. A separate annual complaints report has
been produced which outlines the changes made to improve services for patient, their families and
carers. 362 HCT service related PALS contacts were received consisting of requests for advice,
informal concerns and queries. 13,138 compliments were received from patients, their families and
carers. A selection of compliments is included in the weekly Trust Noticeboard to enable positive
feedback to be shared more widely with Trust staff. The top 3 compliments received by service is also
now included in Noticeboard staff bulletins to further highlight positive feedback received, and to
encourage staff to continue to record compliments received.


NHS Friends and Family Test (FFT) –

All patients are made aware of the opportunity to provide continuous feedback about their experiences
of Trust services. The FFT is one method that allows the Trust to capture real time feedback. FFT
feedback can be provided via traditional paper comment cards (different versions available for different
patient groups, including easy read) and via online submission, using a link provided on the Trust
website. In 2017/18, 21,375 FFT responses were received. Whilst there was an overall drop in
responses received when compared with the previous year, more services now offer patients’ the
opportunity to provide FFT and survey feedback via text message. The continued use of telephone
surveys to capture FFT feedback has also offered another opportunity for patients’ to tell us about their
experiences of using Trust services.


Patient Led Assessments of the Care Environment (PLACE) –

PLACE assessments were carried out at Trust community hospital wards in 2017/18. Further detail on
the assessments is provided later in the report.


Patient Surveys (Adult and Children’s services) –

Patients are provided with the opportunity to give more detailed feedback about their experiences of
Trust services via surveys. All surveys currently available have been drafted using NICE patient
experience quality standard statements to provide a robust evidence base and opportunity for
benchmarking across the Trust.

Flexibility is available for services to include service specific questions in any survey drafted. Easy
read versions of surveys are available for different equality groups to provide feedback about their
experiences of Trust services.


Patient and carer stories –

Patient and carer stories remain a standing item at each Trust Board meeting.
This method of gathering patient and carer feedback about Trust services continues to promote
organisational learning alongside more standard methods such as PALS and Complaints feedback
and Patient Surveys.
6.

What our feedback tells us


The Friends and Family Test

The Trust gathers FFT feedback on a continuous basis from patients, their families and carers.
Service level performance is reported on a monthly basis in business unit reports and services also
receive monthly summary reports direct from the external patient experience database provider. This
level of reporting ensures transparency and service level awareness of performance, so that areas of
good practice are noted and any changes necessary are implemented. Monthly performance reports
are also submitted nationally to NHS England.
The percentage of patients who would recommend Trust services to their friends and family is detailed
in the table below.
Friends and Family Test Scores 2017/18
Apr
May Jun Jul
Aug
HCT FFT 96% 93% 96% 96% 96%
score*
Target
95% 95% 95% 95% 95%
National
95% 95% 95% 95% 95%
Average

Sep
94%

Oct
94%

Nov
95%

Dec
98%

Jan
96%

Feb
98%

Mar
96%

95%

95%

95%

95%

95%

95%

95%

95%

95%

95%

95%

95%

95%

95%

*The percentage of patients surveyed who would be extremely likely or likely to recommend our
service to friends and family if they needed similar care or treatment
Overall FFT performance has remained consistent throughout 2017/18. The Patient Experience
Quality Priority in 2018/19 is to increase the number of overall FFT responses and demonstrate
positive changes and learning in response to all patient feedback received. As a consequence, in
2018/19 additional focus will be given to free text comments received so that the services can act on
this more detailed feedback. A bespoke report detailing all free text comments will be sent to services
so they can share areas of good practice identified and, where appropriate, use areas of improvement
to inform ‘you said, we did’ actions.


Inpatient survey

Patients’ are asked to complete a survey prior to discharge to provide feedback about their
experiences of the service.
Where areas of concern or poor performance are noted in the inpatient survey results, this information
is shared with services directly for their action. An example of organisational learning and
improvement as a result of patient feedback includes carers champions working with carers to ensure
a clear process is in place to engage them in discussions about the patient’s care plan.

The following tables detail end of year results in five key areas from our Community Hospital Inpatient
Surveys, with comparison to previous years.
Overall, how would you rate the
quality of care received?
Excellent or Very Good
Do you have confidence and
trust in the staff treating you?
Yes

2014/15

2015/16

2016/17

2017/18

95%

94%

91%

91%

2014/15

2015/16

2016/17

2017/18

94%

99%

98%

99%

2015/16

2016/17

2017/18

99%

99%

99%

2015/16

2016/17

2017/18

99%

99%

96%

Did you feel you were treated
2014/15
with dignity and respect?
Yes
99%
As far as you know, did staff
wash their hands between 2014/15
patients?
Yes
99%

How would you rate the hospital
2014/2015 2015/2016
2016/17
2017/18
food?
Very Good or Good
84%
84%
78%
84%
NB: 884 patients completed the Community Hospital Inpatient survey between April 2017
and March 2018
As a consequence of patient feedback received about hospital food in the inpatient survey and the
2017 PLACE assessment programme, the provision of meals was improved to give patients more
choice on meals and portion sizes. Menu cards also now have clearer dietary advice to ensure
patients’ are better informed.
The free text comments below provide a further snapshot of patient feedback received via the inpatient
survey
•
•
•
•
•
•
•

Very caring staff
I told my friends this the best and caring place I have been, thanks to everyone
I feel I have had 1st class care on a very nice ward.
I have had very good care on ward. It’s lovely and clean and the staff are very kind and caring
I told my friends this the best and caring place I have been, thanks to everyone.
Everyone on this ward were so helpful and kind in every way, nothing was too much trouble. A
great ‘Big Thank You’ for your care.
The staff took great care to make sure I understand everything that is happening and that plans
that were being made for me to get home again.



Adult Services - Patient Experience feedback

In 2017/18, 1,410 Adult Patient Experience surveys were completed and returned and over
3,000 comments were received. Opportunities to provide feedback via this survey are
available via the use of standard and bespoke paper and electronic surveys, and adapted
FFT comment cards (easy read version).
Key areas of good performance indicated in the overall results include:
•
•

99% of patients told us that staff treated them with dignity and respect; and
98% of patients told us that staff introduced themselves and stated their name

Some examples of positive feedback received from the Adult Patient Experience survey are
provided below.
•
•
•
•
•
•

The treatment and attention is first class (Leg Ulcer Service).
Great care and attention (Adult Bladder and Bowel Service).
The therapist (Liz) went out of her way to help us, she has made a real difference (St
Albans ICT).
The main issue when visiting is waiting but I was seen in about 15 minutes. The care
from start to finish was excellent (Herts and Essex Minor Injuries Unit).
Lovely nurse, made me feel so much better and not so worried about things.
Explained everything that I could do and help if needed (Specialist Palliative Care
Service).
Lymphodema Nurse Specialist was thorough, informative and offered practical
advice. She was very clear about the proposed treatment plan, listened and offered
suggestions (Lymphoedema Service).

The total number of Adult Patient Experience surveys completed reduced in comparison with
2016/17. Therefore, it will be proposed that all services carry out this survey on a six monthly
basis, as opposed to annually, to improve response rates and the opportunity to use patient
feedback to evidence good practice and identify learning opportunities.


Children’s Services - Patient Experience feedback

Over 12,000 comments were received in 2017/18 from children and young people and their
parents and carers using Children’s Services provided by the Trust. The standard
Parent/Carer survey and all other Children’s Services surveys are available via standard and
bespoke paper and electronic surveys, and adapted FFT comment cards (easy read
version). In addition, a small number of services piloted FFT by text message, thereby
providing another opportunity for feedback.
97% of survey and FFT respondents would recommend Children’s Services to family and
friends.
The examples below detail positive comments received from children and young people and
their parents and carers via children’s services surveys and FFT cards.
•
•

It helps for someone to come to your house when you had your baby and it makes
you safe as it’s in your own house (Health Visiting).
Couldn’t have been more helpful. Going ‘out of way’ to accommodate. Coming up
with ideas to help that we wouldn’t even have thought of (Children’s Occupational
Therapy).

•
•
•

The service was provided quickly and was a helpful first tier of support for emotional
difficulties (School nursing).
Coming to Peace made a stressful situation un-stressful. Always seen on time. Was
phoned on an arranged date to see if I would like further sessions. Very impressed
with the service and care (Children’s Physiotherapy).
Very happy with the service, I liked the continuity of care in having the same HV for
both my children (Health Visiting).

Whilst the above examples clearly indicate the large amount of positive feedback received,
there is a need to use feedback that identifies areas of improvement and learning more
effectively. As a consequence, a bespoke report detailing all free text comments will be sent
to services so staff can use areas of improvement to inform ‘you said, we did’ actions.


Patient Led Assessment of the Care Environment (PLACE) – 2017 programme

Patient Led Assessments of the Care Environment (PLACE) was carried out between March
and May 2017. New volunteers were recruited in line with national recommendations and
reduced involvement from Healthwatch Hertfordshire.
The following wards were assessed:
•
•
•
•
•
•
•
•

Potters Bar Hospital
Danesbury House Neurological Centre Inpatient Unit
Herts and Essex Hospital
Holywell Neurological Rehabilitation Unit
Langley House Inpatient Unit
Queen Victoria Memorial Hospital
St Peters Ward, Hemel Hempstead Hospital
Simpson Ward (PLACE assessment carried out by West Herts Hospital NHS Trust
prior to HCT assuming responsibility for the ward on 1st August 2017)

Each community hospital ward action plan has been monitored throughout the year by
the Trust’s Patient Safety & Experience Group.
Overall, the Trust performed above the national average in all assessment areas, and when
compared with 2016 results. The table below compares PLACE 2017 results against 2016,
and how the Trust performed against the national averages.
2017 results - HCT in comparison with national averages and 2016 results

Domain
Cleanliness
Food/Hydration (ward
assessment and
organisational assessment
combined)
Privacy, Dignity & Wellbeing
Condition, Appearance &
Maintenance
Dementia
Disability

Better or
worse than
national
average

HCT score –
2016
comparison

HCT score 2017

National average

99%

98%

98%

90%

88%

86%

86%

84%

81%

95%

93%

93%

88%

75%

79%

89%

78%

80%

Better or worse
than HCT 2016

Areas of improvement were identified following the assessment programme and as a
consequence the following improvements were made:
•
•

•

7.

Non-reflective and non-patterned consistent flooring was put in place on Simpson
Ward to ensure the ward meets Dementia friendly PLACE assessment requirements.
Patient signage was improved on Simpson Ward; large easily readable signs and in
contrasting colours now in place. Doors to exits clearly marked and doors to staff
only areas disguised to ensure Simpson ward meets Dementia friendly PLACE
assessment requirements.
Clear signage to identify the nurses station was put in place in Potters Bar
Community Hospital. Improved parking signage also in place for patients, staff and
visitors.
Carers

Carers Champions
The Trust recognises the importance of identifying carers and providing support and
information to enable carers to carry out their caring role. To enable this approach across
the Trust we have recruited and provided training to 54 Carers Champions in different
services across the Trust.
Partnership in Care
The Partnership in Care initiative enables carers to be as involved as they want to be while
the person they care for is an inpatient. Wards offer open visiting hours so that carers can
offer support at times that are convenient to them. This includes helping the person they
care for with their personal care as well as providing emotional support and familiarity which
is of particular value to those patients with neurological impairment.
Carers are identified by staff and provided with an information booklet which explains the
partnership in care approach. Banners and posters on the wards invite carers involvement.
A member of staff commented “ Patient experience has improved especially at meal times
and it is handy for the family to see how well their family are doing at physio”
A carer fed back “It has been great to spend time with my husband while he recovers, me
being there has helped his recovery”
HCT carers strategic plan April 2018-March 2021
Hertfordshire County Council has worked in partnership with the Herts Carers Organisations
Network, the multiagency Carers Planning and Partnership Group, and with Carers to
identify the objectives now embedded in the new Hertfordshire Strategy document. The HCC
vison is for the health and social care partners to work together to deliver the objectives that
Carers have identified.
HCT have aligned their strategic action plan to the Hertfordshire strategy. Working parties
have been established to identify the priority actions for HCT and to develop a clear and
measurable action plan. This will be reviewed regularly at the Patient Safety and Experience
Group and reported to the Health Care Governance Committee.

8.

How patient feedback is shared

All feedback received by the Patient Experience team is shared directly with staff and our
patients, their families and carers in a variety of ways as outlined below.
•

Service managers and team leads receive a monthly report which indicates the
number of surveys completed, the % FFT satisfaction score, the best and worst
scoring areas and a selection of patients comments. The information is shared with
staff at team meetings to identify areas of good practice and any areas of
improvement for action.

•

Following a complaint investigation and where appropriately identified, an action plan
is produced to ensure any required changes are made and evidenced.

•

Learning from complaints is shared with all Trust staff as ‘Sharing Lessons in
Practice’ via the bi monthly Clinical Matters, weekly staff Noticeboard and bi-monthly
children and adult services bulletins.

•

‘Sharing Lessons in Practice’ learning documents are also shared with complainants
to provide assurance that learning identified during investigations has been carried
out.

•

‘You said, we did’ information posters are publically displayed in Trust sites
demonstrating learning and improvement in response to patient feedback via surveys
and FFT comment cards.

•

External feedback via NHS Choices and Care Opinion is shared with services and
staff for action as appropriate. This includes providing more personalised responses
direct from Trust services to patients via the Care Opinion website.

•

A selection of compliments is shared with staff in the weekly Noticeboard. This now
includes the top 3 compliments by service area to encourage staff to continue to
record positive feedback.



Patient Experience Forum

The Patient Experience Forum provides a central point of coordination for patient experience
activity, with staff, patients and carers shaping and developing the group. The aim of the
group is to engage staff, patients and the pubic to embed a culture of using patient feedback
to identify areas of good work and improvement.
The forum was refreshed in 2017/18 providing additional assurance and scrutiny of the
Trust’s complaints function. Anonymised complaints and Trust responses are chosen by
forum members in advance of each meeting for review and to highlight areas of good
practice and improvement.
In 2018/19 the forum will also monitor progress of the Patient Experience Quality Priority.
The aim of which is to increase response rates to capture wider feedback from patients and
improve understanding and learning from patients’ experience of using Trust services.



Patient Experience Priorities for 2018/19

The priority activities for the Patient Experience Team in 2018/19 are listed below:
•
•
•
•

Increase the volume of feedback from patients about their experiences of using Trust
services and better evidence changes and learning as a consequence of negative
feedback.
Pilot an ‘Always Event’ in one Trust service to ensure we are working with patients,
their families and carers to improve their experiences based on what is important to
them.
Continue to embed learning and improvement as a result of formal complaint
investigations and to provide assurance of strong governance processes.
Continue to recruit new volunteers to support the annual PLACE programme and any
other involvement opportunities for the public to work with us to improve the patient
experience.

Andy Nuckcheddee, Deputy Director
(Interim)

Quality & Governance/Deputy Chief Nurse

Anthony Power, Head of Patient Experience
June 2018
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Clinical Effectiveness Annual Report (1st April 2017 to 31st March 2018)

1.0

Executive Summary
Clinical audit is a quality improvement process that seeks to improve patient
care and outcomes through systematic review of care and the implementation of
change. When clinical audit is conducted well, it enables the quality of care to
be reviewed objectively, with an approach which is supportive, focused on
improvement and keeping standards high.
This report outlines the arrangements in place by which Hertfordshire
Community NHS Trust (HCT) participated in an annual clinical audit programme
during 2017/18 through which the Trust gained information and assurance about
the clinical quality of its services.

1.1

Key achievements, outcomes of audit and planned improvements during
2017/18 [mapped against CQC Key Lines of Enquiry (KLOEs)], prompts for
healthcare services:

1.1.1 Safe
Safe systems and processes


The Pharmacy Team collaborated with local commissioners to develop a new
Hertfordshire Antibiotic Guideline Application (APP) to assist medical staff to
prescribe appropriately against the formulary.

Risk Assessment


Key risks and actions highlighted as part of National and high priority clinical audits
are monitored at the Clinical Effectiveness Group (CEG) via the Chair’s Assurance
Report. This ensures the completion of actions to support quality improvement.

Information sharing


Quarterly reporting on clinical effectiveness reports to evidence quality
improvements for our commissioners, the Board and Patient Safety and Experience
Group (PSEG).

Sharing lessons learnt
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HCT Clinical Effectiveness Forum (CEF) shares learning from audits with Trust
clinical audit representatives across adults and children’s business units.

Safeguarding




An audit to assess staff knowledge and confidence in safeguarding practices carried
out at the Leading Lights (2017) showed that 96% of staff were confident in their
safeguarding role within non-children Services. 100% of staff from within Children’s
Services demonstrated sound knowledge in delivering safeguarding services.
HCT annual Section 11 safeguarding audit undertaken by our commissioner was
extremely positive and demonstrated that HCT is “continuing work to achieve the
highest quality of safeguarding service provision”.

1.1.2. Effective
National priorities





HCT monitors the quality of patient care by addressing national priorities and
meeting the requirement of the NHS standard contract. During 2017/18, six national
clinical audits covered NHS services that HCT provides.
100% participation achieved in the Department of Health (DH) National Clinical
Audit and Patient Outcome Programme (NCAPOP) for which the Trust was eligible.
HCT participated in one other National clinical audit (National Audit of Intermediate
Care) as a member of the NHS National Benchmarking Network.
HCT reviewed the findings of five published National clinical audit reports which
were reported in the annual Trust Quality Account. It is intending to take forward
actions to improve the quality of healthcare provided:
 HCT will review the current foot care pathway and work with commissioners to
develop a multi-disciplinary foot care clinic.
 The Diabetes Service will work with GPs and Practice Nurses to increase their
awareness of the need for retinal screening.
 HCT has rolled out training for assessing all patients at high risk of falls who
have been assessed for postural hypotension and assess lying and standing
blood pressure (currently being undertaken in community hospitals). Regular
quarterly audits undertaken to ensure implementation
 HCT will share the learning of our National Audit of Intermediate Care with our
Senior Operational Management Team to drive quality improvements and work
with the Acute Trusts and the local Clinical Commissioning Groups to improve
winter pressure planning.
 HCT will continue to offer monthly Saturday DESMOND Education Clinics. 98%
of patients are extremely likely or likely to recommend DESMOND course to
family or friends.

NICE National Evidence-based Practice Guidance
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HCT NICE Working Group (NWG) reviewed 186 of the 186 sets of national clinical
guidance and 28 out of the 28 quality standards released during 2017/18. Selfassessments of compliance were undertaken with the 90 clinical guidelines and the
25 quality standards applicable to our services.



New NICE guidance released at the end of every month is circulated to Services via
the General Managers to facilitate the inclusion of NICE guidance within existing
service operational work plans to support service development.
HCT staff implemented NICE recommended guidelines to ensure that HCT provided
evidence-based clinical care. Some of the improvement actions taken include:



 Training provided on the identification and management of sepsis as part of a 2day clinical update.
 Our Home First Teams are working collaboratively with social care providers to
assess and treat our patients in a holistic way.
 Our Health Visiting Service are now offering expectant mums five face-to-face
contacts during their antenatal period as recommended by NICE.
 By “asking the question” about domestic violence at every opportunity we were
able to offer early help for families where domestic abuse was suspected.
 Our Children’s Community Nursing Team were supplied with new thermometers
to ensure accurate recording of temperature and improve clinical assessment of
fever in children aged under 5.
Quality and Audits



Each clinical audit was mapped to the Trust strategic objectives and CQC five
questions.
The reports of 46 local clinical audits were reviewed by HCT in 2017/18 and HCT
intends to take the following actions to improve the quality of healthcare provided:
 Quarterly reporting of compliance with MUST takes place via spot audits.
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 Review SystmOne template so that the Malnutrition Universal Screening Tool
(MUST) score will trigger a linked action to the next stage (e.g. provide high
energy nutrient rich foods, supplements etc.). 86% of patients in community
hospitals had their MUST completed correctly by staff (January 2017).
 Regular audits to support quality improvement as part of HCT’s quality contract
on catheter passport use in community hospitals.
 Review local HCT ‘Guideline for the Mental Health and Learning Disability
Provision at HMP, The Mount’.
 Implement four new pain tools on SystmOne [Abbey pain scale for cognitive
impairment, Entonox pain scale for learning disabilities, Wong-Baker faces for
children, Pain Sites for adults] and provide training to ensure all staff are aware
of the tools and feel confident and competent in using them.
Feedback from a Patient with Learning Disability in a residential home: ‘Liked using
the pictures to talk about my pain’.










HCT Diabetes Service submitted data to the National Diabetes Audit on a cohort of
3648 patients. The findings of the national report helped to inform quality
improvement actions at local level and suggest additional audits.
As part of the Sentinal Stroke National Audit Programme (SSNAP) our Acute
Therapy Services (Occupational Therapy and Physiotherapy) at the Lister Hospital
and the Adult Speech and Language Therapy teams at Lister and Watford General
have significantly improved their performance moving from a C rating to ‘A’ rating
over the last 16 months. Achieving the rating of ‘A’ puts the Service in the top 23%
out of 215 stroke services across the country. SSNAP audit results [Q3 2017]
(released to the public in March) show that Danesbury have maintained their `A`
rating and Holywell have achieved their first `A` rating. There is also a strong focus
on data validation to ensure what we are delivering is captured in the audit.
Quarterly ‘dip sample’ audit of SystmOne care plans and associated assessment
tools on SystmOne are carried out by the Integrated Community Teams and show
the appropriate use of care plans.
An independent audit within Prison Services demonstrated that there was excellent
provision of health and rehabilitative care provided according to Mental Health
Guidelines. High quality care was delivered in line with the service specification
commissioned by NHS Health and Justice. The audit provides good compliance and
evidence of care delivered according to NICE guidelines.
100% of the patients who required a catheter within our community hospital units
had a catheter care pathway in place and further audits across all community
hospitals demonstrated improvements of appropriate information recording and
monitoring via regular re-audit to ensure improvement and audit actions followed
up.
Quarterly antimicrobial audits are carried out across all eight community hospital
units to monitor improvement and ensure high standards of practice are maintained.
The results of audits are reported to ward managers/teams (including prescribers)
on the day of the audits for immediate action to highlight any issues identified which
are likely to have the most impact on prescribing practice.
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Our storage audit showed 93% of paper records are stored in a lockable/secure
location as per the local policy. 26% did not have an SOP in place and these
Services are being followed up by our Deputy General Managers for Quality and
Improvement to ensure SOP development takes place.

Technology - Local Improvement to seek better Engagement with Trust Staff


We sought feedback from our clinical staff in order to make improvements to our
clinical audit registration form and ensure we are better able to support to our staff
when undertaking clinical audits (see diagram below):

Training and Development



Clinical audit awareness stand held at the Leading Lights event July 2017 to
engage with staff and promote clinical effectiveness within services.
Regular engagement with new staff on induction to promote awareness of clinical
effectiveness.

1.1.3. Caring
Holistic care




As a result of CQC quality improvement plan, four new pain templates were
introduced for all services to use (shared on Noticeboard 2nd October 2017). The
pain tools promote a systematic approach to managing patients’ pain and effective
pain control is crucial to patient recovery. Regular audits are undertaken to provide
evidence and assurance of their completion which has now improved.
Care plans and associated assessment tools are incorporated within the Electronic
Clinical Record (ECR) on SystmOne to support individualised patient outcomes,
ensuring that patients with complex needs receive coordinated, personalised care.
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Quarterly ‘dip sample’ audits of SystmOne care plans show that this has been
achieved.
9 care processes reviewed/discussed with the patient:

Responsive
Population needs



The Diabetes Service works with GPs and practice nurses to increase awareness
around referral responsibilities and routes for patients receiving retinal screening.
HCT will continue to offer monthly Saturday DESMOND structured education clinics
for patients with diabetes to increase patient participation (especially for patients
under 40).

97% (424/437) of patients are extremely likely or likely to recommend this course to
family or friends.
Complex needs


Patients with complex needs feel supported by our staff in their personalised care
planning, evidenced from the Adult Patient Experience Survey (based on the NICE
Quality Standards).

Learning lessons Quality Forum


The quality department has adopted a focussed approach to engage with staff at all
levels to triangulate information and create a learning environment to embed service
improvements within HCT. The bi-monthly Quality Forum assimilates quality
Information from risk registers, serious incidents and patient experience feedback.
Information about any quality issues are shared and actions taken where necessary
to address them. There is operational representation to embed changes across
HCT. The Forum reports directly to the CEG.

1.1.4. Well-Led
Assurance and performance


The quality and safety of patient care has
been evidenced via reports shared at
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Clinical Effectiveness Group meetings and via quarterly quality reports presented at
the Healthcare Governance Committee (HGC).
The clinical effectiveness programme and reports are shared at the CEG. Risks
from any clinical audits undertaken are noted in the minutes of the meeting and in
the Group Chair’s assurance report. Actions in light of audit recommendations
ensure quality improvements are progressed and further monitored at the CEG in
order to address any gaps and followed (e.g. catheter audit).
The audit programme is shared at the CEG and audit reports/results/actions are
shared. Any shortfalls or areas for development, and actions taken to deal with
these are followed up (e.g. Prison audit assurance for NHS England).
Inpatient falls policy (to be finalised June 2018) will incorporate recommendations
from the National Audit of inpatient Falls and aligns with NICE guidance.
Compliance against evidenced-based recommendations in National Institute for
Health and Care Excellence (NICE) guidance reflected via clinical audits (nutritional
audit in community hospital settings, antimicrobial prescribing, DESMOND audit
etc.) provides evidence of providing clinical care according to best available
practice.
HCT’s NICE Working Group has reviewed all sets of national clinical guidance and
quality standards released by NICE during 2017/18.
HCT has undertaken a review of all NICE guidance across all Business Units to
ensure that any outstanding NICE guidelines and Quality Standards have been
followed up by the Services and implemented where possible to improve patient
care.
HCT has taken part in the NICE Guidelines consultation during the development
stage of the guidelines: [NG76] Child abuse and neglect to provide information from
a Community Services perspective (published on 9th October 2017).
HCT is registered as a stakeholder for Looked-after Children and Young People
consultation guideline (2017). HCT will comment on guidance development at
specific stages and feed back into the decision-making process to ensure that
recommendations can be appropriate to Community Services.
The Implementation of National Institute for Health and Care Excellence (NICE)
Guidance policy was updated in February 2018.

Patient and Staff involvement



A new model of working has been implemented within the Business Units to link
with the Clinical Effectiveness to ensure greater alignment to provide support for
quality improvement.
Healthcare professionals enabled to participate in clinical audit in order to satisfy the
demands of the relevant professional bodies for revalidation. Assurance provided
that numerous audits on the clinical effectiveness programme are conducted by
Clinicians/Community Paediatricians/Medical staff and include participation in a
variety of national and local audits:


Antibiotic Prescribing, Cannulation Practice During IV Sedation, Audit of
Radiograph Gradings - Hertfordshire Special Care Dental Service Audits
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Did Not Attend (DNA) Safeguarding Children’s Services Section 11
Discharge Criteria Used Re-audit
Hip Surveillance in Children with Cerebral Palsy
Review of Patients with Down's syndrome.
Psychology Referrals within the Children's Sickle Cell Service.

Regular/monthly meetings with:
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Audit leads to improve engagement in Service audits
Diabetes Specialist Nurse to support clinical effectiveness priorities
Professional and Educational Lead for Health Visiting to support Children’s
Universal Services

The Diabetes Service have increased patient engagement through telephone
follow-up with patients who ‘Did Not Attend’ (DNA) and use text messaging for
appointment reminders to reduce non-attendance.
Breastfeeding audit to evidence Stage 3 accreditation of the UNICEF UK Baby
Friendly Initiative (BFI). Questionnaires currently being sent to patients for their
feedback.
To improve engagement with our services across the Business Units and support
HCT staff to undertake clinical audit and NICE guidance reviews, the Clinical
Effectiveness team:
 Works with the Deputy General Manager for Quality and Improvement across
HCT
 Work with individual Clinical Leads to support clinical effectiveness priorities.
 Engages with new staff on induction to promote awareness of clinical
effectiveness.

External partners





The Clinical Effectiveness Team works with the NICE organisation to ensure that
any changes at National Level are reflected within practices in the Trust and this
ensures that evidenced based practice guidance is implemented where possible,
and staff are supported to undertake NICE guidance reviews.
Diabetes care process audit results (February 2018) have shown to be largely
positive. Collaborative working with primary care now ensures retinal screening is
offered via the GP.
The Trust Falls lead collaborated with West Herts Hospital Trust, East and North
Herts Trust and Hertfordshire Partnership Foundation Trust to share good practice
and learning and ensure quality improvement around falls care.

2.0

Key Areas of Work during 2017/18.

2.1

Introduction
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This report summarises HCT participation, assurance and learning from relevant
National clinical audits during 2017/18 to date and from a sample of local clinical audits.
2.2

Participation in the National Clinical Audit and Patient Outcomes
Programme (NCAPOP)

The NCAPOP is a ‘rolling programme’ of centrally-funded national projects, usually
spanning three to five financial years, or until classed as completed or removed from
the national programme by the Department of Health (DH). The projects analyse the
data centrally and feedback comparative findings to help participants identify necessary
improvements for patients. Providers demonstrate compliance against the programme
via national reports, local action plans and subsequent changes to practice. NCAPOP
audits are commissioned and managed on behalf of NHS England by the Healthcare
Quality Improvement Partnership (HQIP).
2.3

National Clinical Audits for Inclusion in Quality Account 2017/18

The Quality Account requirements include mandated statements relating to
participation in a predetermined list of National clinical audits (including NCAPOPsponsored audits) and Clinical Outcome Review Programmes. There are also
mandated statements relating to the review of national clinical audit reports and
subsequent actions taken to improve the quality of patient care.
In 2017/18, the DH released 58 National clinical audits for inclusion in the Trusts’
quality accounts. Of these 58 national clinical audits, HCT was eligible to participate in
six (see Table 1).
Table 1 – National Clinical Audits for inclusion in Quality Account 2017/18.
National Clinical Audit
and Patient Outcomes
Programme
1. The Sentinel Stroke
National Audit
Programme (SSNAP)
2. National Chronic
Obstructive Pulmonary
Disease Audit
3. National Diabetes
Adult (NDA) Audit.
4. National Parkinson's
Disease Audit
5. National Audit of
Intermediate Care

National Body

Number or percentage of cases
submitted

Royal College
of Physicians

836 patients in Q1 – Q4.

Royal College
of Physicians

118
eligible
patients
submitted.
Organisational questionnaire completed.

NHS Digital
Parkinson's
UK
Benchmarking
Network

Data submitted for 3648 patients.
100% data submission. Occupational
Therapy, Physiotherapy and Speech
and Language Therapy. Minimum 10
questionnaires per each service.
Intermediate Care Teams/Community
Hospitals: 65 questionnaires submitted.
Community
ICT
Teams:
52
Page 10 of 47

Clinical Effectiveness Report/AP/20 July 2018

Board 26th July 2018

6. Falls and Fragility
Fractures Audit

Attachment J1vi

Royal College
of Physicians

questionnaires submitted.
Organisational questionnaire completed.
Data collection: 16th - 17th May. Data
submitted on 30 patients.

N.B The outcome of HCT tendering processes, recommissioning services and Herts
Valley Clinical Commissioning Group redesign will have an impact on which national
clinical audits are undertaken for 2018/2019.
3.0

Review of National Clinical Audit Reports

When published, National clinical audit reports which are relevant to HCT services are
received and discussed at the CEG to identify learning (assurance and risks from the
review of the findings) for HCT and make recommendations for action within the
relevant services. A short summary on clinical effectiveness outcomes is shared at the
bi-monthly Patient Safety and Experience Group (PSEG) meeting. In addition, the
learning and recommendations are disseminated via the Clinical Effectiveness Forum
(CEF) Audit Champions, in order for members to cascade information within their
services/teams.
Compliance against the recommendations in NICE guidance in this report is reflected
via the clinical audits undertaken.
3.1

National Clinical Audits

The reports of five National clinical audits were reviewed by HCT in 2017:
3.1.1 National Diabetes Audit, 2015-2016 [Report date: 31 January 2017]. Care
Processes and Treatment Targets: England and Wales.
The NDA provides a comprehensive view of diabetes care in England and Wales and
measures the effectiveness of diabetes healthcare against NICE Guidance. The target
group is all patients with diabetes who are over the age of 12 years. Women with
gestational diabetes are excluded. The audit sets out to review prevalence of diabetes
and the percentage of diabetes patients who receive diabetes care processes. The
report does not detail specific results for HCT as an organisation as data has been
extrapolated for Hertfordshire patients as part of individual Clinical Commissioning
Groups (CCGs) but is benchmarked against national results.
Actions are being taken by The Diabetes Service to provide assurance regarding the
quality and safety of service delivery:



Increased telephone follow-up with patients and use of text messaging for
appointment reminders to reduce non-attendance. (Action complete).
Saturday DESMOND Education Clinics offered monthly to increase participation
in structured education (especially for patients under 40) – now also rolled out in
an additional locality (February 2018).
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Feedback from Q1 to Q4 = 98% (682/698) of patients are extremely likely or likely
to recommend this course to family or friends:

DESMOND is a structured, nationally recognised education programme for patients
with diabetes and meets standards identified by NICE quality standard [QS6],
Diabetes in adults: “Adults with type 2 diabetes are offered a structured education
programme at diagnosis” [Updated: 2016].






Regular CCG meetings undertaken with both the local CCGs to improve the
achievement of the NICE recommended treatment targets whilst driving down
variation between CCG’s and support national transformation and efficiency
programmes led by NHS Improvement.
Improve collaboration between West Hertfordshire Hospitals Trust (WHHT) and
HCT Diabetes Service to develop an integrated model for the delivery of care
across acute and community sectors (Action complete).
Practice education training for nurses increased to benefit patient care and
further improve patient clinical outcomes. Started in one locality – now rolled out
to three localities and planning to expand this further.
Diabetes Specialist Nursing (DSN) Team have now trained Health Care
Assistants (HCAs) for administering insulin. Patient feedback as part of the HCA
project:

“The girls always discuss my diabetes with me and even ask me about my diet and
my general wellbeing, they seem to be very knowledgeable about my condition.”
“Great service”



Record-keeping audit carried out in Q4, discussed at team meeting on 1st
February 2018 as part of team learning. (Action complete - no further actions
required).
Participate in the next round of the National Diabetes Audit (2018).

3.1.2 National Diabetes Audit, 2016-2017 [Report published: 10 November 2017].
Care Processes and Treatment Target: England and Wales.
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The audit demonstrates that improvements have been made nationally in the number
of type 1 and type 2 diabetics receiving their annual checks over the past three years.
This picture is reflected in HCT’s local audit carried out in the diabetes service (in
December 2017), which demonstrated excellent compliance against the 9 care
processes. Patients receiving retinal screening required improvement and this local
finding was consistent with the national picture.

100% compliance achieved in 4/9 core processes (albumin: creatinine ratio, smoking
status, serum creatinine measurement, foot examination).
95% + compliance achieved in 4/9 core process (BMI, cholesterol measurement, blood
pressure, HbA1c measurement).
Actions include:







Diabetes Service are working with GPs and practice nurses to increase their
awareness of the need for annual retinal screening and to provide clarity around
referral responsibilities and routes for patients.
Increase structured diabetes education programme (DESMOND) offered to
patients in West Hertfordshire, and although diabetes patient education is not
commissioned in East and North Hertfordshire, HCT’s Diabetes Specialist
Nurses are providing education to practice nurses, community nurses and GPs.
The new Integrated Diabetes Service has now aligned services in the acute
(WHHT), community (HCT) and mental health (HPFT) Trusts to provide a
seamless pathway for patients. Consultants, diabetes specialist nurses,
dietitians, podiatrists, Improving Access to Psychological Therapies (IAPT) and
Rapid Assessment, Interface and Discharge (RAID) services now provide a
holistic service that will meet the needs of the population in Herts Valley.
Participate in the next round of the National Diabetes Audit (2018/19).
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BENEFITS:
Patients’ diabetes care is now managed better. There is an improvement regarding
supporting primary care by providing education and training, improving joint working
within internal and external teams, whilst ensuring patients continue to receive
evidence-based treatments to meet their needs.
3.1.3 National Diabetes Foot Care Audit (NDFA) Report, 14 July 2014 to 8 April
2016. [Report date: 7 March 2017]: England and Wales.
The audit aims to see if NICE recommended care structures are in place for the
management of diabetic foot disease. The NDFA was launched in July 2014 and is a
continuous data collection audit, in which HCT’s Podiatry service has participated for
the past three years. The audit is an information gathering exercise, looking at healing
rates rather than assurances about patient outcomes.
Actions taken by the Podiatry Service to provide assurance regarding the quality and
safety of service delivery:





Amend SystmOne podiatry template and incorporate a wound care classification
as recommended by NICE Guideline NG19. (Action complete).
Podiatry Service referral form reviewed and updated. (Action complete).
All Podiatrists (Band 6 and above) complete at least 2 NDFA forms as part of
their objectives to increase audit numbers.
Review current pathway for foot care and work with our commissioners and
other providers to develop a Multi-Disciplinary foot care clinic to ensure
compliance with NICE guidance for preventing and managing foot problems in
adults with diabetes by allowing 24 hours access to the specialist multidisciplinary team. 18th June 2018 update: Recruitment to extra posts has
been undertaken. In conjunction with East & North Hertfordshire NHS
Trust, there are now clinics running each week day. Regular discussions
are taking place between CCG’s and providers regarding milestones and
operational roll out of the new service. Continued working is in progress in
order to offer 24 hour access to the team. The funding is available until
March 2019.

East and North Hertfordshire CCG; (in receipt of funding from NHS England) have
commissioned an increased Diabetes Multi-Disciplinary Foot Clinic. Initially this has
been funded for 1 year, and will ensure that adherence to NICE guidance* is achieved
resulting in preventing and managing foot problems in adults with diabetes and
reduction of variation in practice by allowing 24 hours access to the team.
*Nice Guideline 19. [Released in 2015] Diabetic foot problems: prevention and
management.
BENEFITS:
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New Multi-Disciplinary Foot Care Clinic commissioned – HCT patients have access to
the right care, in the right place at the right time. In addition, the Podiatry Team can
treat more people effectively, now and in the future and achieve be full compliance with
NICE recommended guidance.
3.1.4 National Audit of Inpatient Falls (NAIF) 2017.
The audit focused on acute trusts in the main but community organisations were able to
feedback. HCT Participated in the Royal College of Physicians (RCP) NAIF on a
voluntary basis and completed an organisational survey. The audit looked at aspects of
falls screening and reporting within hospitals.
There was good compliance in several areas; however, there were inconsistencies in
others. One of the key recommendations from the national audit findings was the need
to consistently measure lying and standing blood pressure (BP) to identify postural
hypotension as a cause of fall. The audit findings reported that nationally only 16% had
a lying and standing BP recorded within 48 hours. Actions include:






National report discussed at the Falls Working Group. (Action complete).
Collaborate with West Herts Hospital Trust, East and North Herts Trust and
Hertfordshire Partnership Foundation trust, to share good practice and learning
– actioned 8th December 2017 at a meeting. (Action complete).
Guidance and training for the assessment of lying and standing BP Rolled out.
(Action complete).
Inpatient falls policy aligned with NICE guidance. Policy due to be ratified 25th
June 2018 at the Patient Safety and Effectiveness Group.
Lying and standing BP results [Q3 2017/18] showed that 27% of patients
(41/151) had their lying-standing BP monitored. Potters Bar Community Hospital
(63%) and Langley House (59%) were the units where most patients had been
monitored whilst Holywell, Danesbury and Herts and Essex Hospital were the
units where fewest patients had been monitored (all 0%). This was a snapshot
audit on one day and will be repeated each quarter to ensure further quality
improvements especially in those units where this was not currently being done.
HCT average (61%) is above the national figure of 16%!
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Monitor improvements as part of quarterly snapshot audits. (In progress).

BENEFITS:
Measuring lying and standing blood pressure (BP) is an important clinical observation
in older hospital inpatients and reduces the risk of falls. Education, training and learning
will increase falls awareness and inform a change in culture. Greater emphasis is on
ensuring that falls are acknowledged as being a multidisciplinary issue and that the risk
can be managed effectively with thorough risk assessment and action.
3.1.5 National Audit of Intermediate Care (NAIC) Summary Report 2017 for
England.
Intermediate care is a key component of the community services provided at HCT. The
NAIC provides an essential tool for both commissioners and providers of intermediate
care to make decisions about its provision and quality improvement for the future. Our
recent audit included outliers in several areas such as average length of stay and
referral to treatment times, when compared with the national average. Actions include:





Share results at the Operational Senior Management Team (OSMT)/Operational
Services at HCT to identify whether there is any learning to be shared (feedback
at the 12th October CEG meeting once this follow up work has been
undertaken).
Work with Operational Teams to improve the Average Length of Stay in hospital.
Work has been done with the CCGs, in particular Herts Valley to address this
and improve practices.
Work with the Acute Trusts and the local CCGs to improve the winter pressure
planning and ensure admission criteria are being followed.

BENEFITS:
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The main benefits of the NAIC are to analyse and compare ICT performance, finance,
workforce and quality against HCT’s peers. HCT can gauge its ICT performance to
determine the organisation’s level of care, efficiency and costs and to establish a
baseline for improvement.
The positive assurances and risks identified from these national clinical audits were
formally reported to the Board in reports received by Healthcare Governance
Committee (HGC) and the Audit Committee, and key actions included in the Trust
Quality Account.
4.0

Learning from Local Clinical Audits (2017/18)

The local clinical audit programme for 2017/18 is structured to enable prioritisation
based on risk and impact on the Trust’s strategic objectives (Appendix One).
The findings of completed local clinical audits have been reviewed by the relevant
subcommittees, groups and service meetings in HCT from 1st April 2017. This section
includes some examples of local audits which have been undertaken during this period.
The assurances gained and actions identified mitigate against risks identified to
improve the quality of HCT services.
4.1

Nutritional Audit in Community Hospital Settings.

The audit demonstrated that, whilst a number of the key characteristics for the provision
of good nutritional care are embedded within the day to day practice of staff working
within the Community Hospitals, there were risks identified. There was limited
assurance; in particular around correct MUST tool assessment by staff possibly due to
low uptake of MUST e-Learning training, leading to inappropriate referral to a dietitian
and patients receiving inappropriate Oral Nutritional Supplements (ONS). It was found
that there is limited guidance following MUST assessment available on SystmOne.
Actions for quality improvement to mitigate these risks include:





4.2

Dietetics Lead to liaise with Clinical Quality Lead, Ward Managers and Dietitians on
the wards to share results and promote the MUST e-Learning programme.
SystmOne template reviewed and updated. MUST score triggers a linked action to
provide guidance on the steps to take following MUST assessments (e.g. provide
high energy nutrient rich foods, ONS supplements etc.). (Action complete).
Dietitians are providing 15 minutes of face-to-face MUST training in the Community
hospitals.
Learning and Development Team are developing the e-Roster system to include
competency training and recording to enhance roster planning.
Re-audit. (Action complete).
MUST Score and Oral Nutritional Support (ONS) Re-Audit
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The Nutrition and Dietetic Service
audited the use of ONS products on
HCT inpatient units and measured
the accuracy of the MUST score,
using a Meridian tool. MUST scores
(152) were assessed as part of this
audit. The results demonstrate that
MUST is being completed correctly
by ward staff in 86% of patients.
Actions include:



Patients who are admitted to an inpatient unit and have a MUST score of less
than 2 have their prescribed ONS discontinued and the patient encouraged to
choose high protein, high energy option snacks between their meals.
MUST training (face to face) is facilitated by the Dietitians across the Community
Hospitals to empower the ward staff to promote a food first approach and is an
important component of nursing care. MUST training is available as e-learning
for staff working on the wards to be undertaken at an agreed time period.

The audit supports NICE clinical guideline - [CG32] Nutrition support for adults: oral
nutrition support and quality standard [QS24] Nutrition support in adults. The guidance
includes identifying people at risk of malnutrition and providing nutrition support,
including dietary changes and artificial nutrition support.
BENEFITS:
MUST tool aligned to NICE recommended standards for nutrition will positively impact
on patients’ nutritional care and allow appropriate interventions to be implemented and
support improved recording of patient clinical information. The ‘screening’ should help
to establish reliable pathways of care for patients with malnutrition including provision
of support, access to dietitians and attention to continuity of care across care
boundaries.
4.3

NEWS Risk Assessment Audit. Ward Managers Meeting

The audit was undertaken in Q1 across eight Community Hospital Units (as part of HCT
quality schedule) demonstrated that NEWS score on deteriorating patients was
recorded in a timely way in 89% of inpatients and escalated appropriately in 96% (on
average across the units). Actions include:



NEWS scores reviewed at each handover.
Monthly audits on NEWS score monitoring in all inpatient units and managed
locally. Regular overview at Ward meetings and escalated to Ward Manager
Forum if there are further concerns.
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Reviewed agency staff checklist to ensure competency and compliance in the
use of NEWS.
Areas of risk/gaps captured on Datix incident reporting and escalated and
investigated accordingly.
Audit to Investigate the Adherence of Antimicrobial Prescribing in HCT
Community Hospitals. Medicines Management Forum

The audit results have shown an improvement in prescribing against HCT formulary
guidance, stop/review dates on charts. The level of appropriate recording of antibiotic
indication in the notes was low compared to previous audits and this area requires
improvement. Not all prescriptions have a stop/review date and indication of antibiotic
annotated on the prescription chart. The work carried out by Pharmacy Team will lead
to less risk of Clostridium Difficile infection and the development of resistance to
antibiotics. Actions following the audit include:












Quarterly audits carried out at all inpatient units to monitor improvement and
ensure good standards of practice are maintained.
Audits results are reported to Ward Manager Forum/Teams (including
prescribers) on the day of the audits for immediate action. Continual professional
development (18th July 2017) for nurses and clinicians. The session covered
information on audit, local guidelines, and government initiatives. (Action
complete).
Promote appropriate antimicrobial prescribing by use of green labels; antibiotic
stickers which enable staff in correctly annotating the recommended fields e.g.
indication, stop/review date. These stickers detail the specifics required when
prescribing an antimicrobial including indication, stop or review date and also
whether microbiological testing has been undertaken. The impact of these
stickers has shown benefits as prescribers are prompted to prescribe to audit
standards. (Action complete).
Feedback provided to each inpatient unit and this will reinforce the importance of
review and stop dates. (Action complete).
Pharmacy Team monitor non-medical prescribing nurses and follow up any
none-formulary and non-first line antibiotic choices. (Ongoing).
Antibiotic APP developed in conjunction with both local Hertfordshire
Commissioners to provide staff working in the community timely access to
pharmaceutical information. This will support staff to make appropriate antibiotic
choices to treat patients. (Action complete).
All prescribers within HCT have now received a new prescriber’s resource pack
to ensure more effective prescribing. (Action complete).
Develop e-Learning to be more accessible to all staff by December 2018.

April 2017

April 2018
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Standard 1: Allergy box on drug chart
completed*** (Target 100%)
Standard 2: Indication for antimicrobial
prescribing in patient notes* (Target 100%)
Indication for antimicrobial prescribing on drug
chart*
Standard 3: Duration of, or review date for,
antimicrobial therapy stated on drug chart*
(Target 100%)
Duration of, or review date for, antimicrobial
therapy stated in patient notes* (Target 100%)
Standard 4: Prescribing (initiated within HCT)
follows HCT guidance or Consultant
Microbiologist advice** (Target 90%)

Attachment J1vi

100%

100%

86%

91%

81%

96%

86%

87%

57%

74%

95%

100%

The importance of allergy documentation is particularly significant in relation to
penicillin allergy which can lead to serious consequences and potentially prove fatal if
missed. It is part of the 2015 NICE Quality Standard [QS97] Drug allergy: Diagnosis
and management which states: ‘People with a drug allergy have information included
on their prescriptions about which drugs or drug classes to avoid. The quality standard
for drug allergy is fully implemented ensuring high-quality harm free care for people
with drug allergy. A review of all discharge summaries from the inpatient units contain
an allocated section for allergy status to be completed.
BENEFITS:
Appropriate medication review keeps patient safe and avoids unnecessary harm.
Accurate recording of drug allergy status will prevent the prescription and
administration of drugs inducing allergic reactions and will improve patient safety.
Proton Pump Inhibitors (PPI) Audit – Medicines Management Forum.

4.5

The audit was to review PPI prescribing against HCT PPI guidance and was carried
out in three Community Hospital Units (Potters Bar, Holywell Inpatients, and Midway
Inpatient Unit). The audit made recommendations following the findings. The report
showed that some prescribing of PPI from the acute/GP practices are inappropriate
and that this can potentially increase the risk of interactions, adverse effects and
clinical risks (including clostridium difficile, osteoporosis and hypomagnesaemia).
Actions following the audit include:



Audit results shared with prescribers to help increase awareness of the need to
assess PPIs in all patients to determine if they are clinically required or if they
can be safely stopped. (Action complete).
In those patients prescribed PPI, ensure that risk factors/interactions are
considered and any risks modified accordingly through monitoring or coprescribing of other medications. (Action complete).
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HCT PPI guidelines were reissued to all inpatient medical and nursing staff
highlighting the need to review PPI prescribing within 72 hours of admission
document the indication on the drug chart/patients notes and where relevant,
document a stop or review date. (Action complete).
Highlight to all prescribers the potential PPI interactions and how these can be
managed in practice and record keeping requirements for doctors via inclusion
of guidelines in HCT prescribers pack. (Action complete).
Clinical pharmacy support to HCT inpatient units reviewed. Re-assignment of
Pharmacist to Potters Bar to provide additional support. (Action complete).
Re-audit all HCT inpatient units PPI prescribing in April 2018.

BENEFITS:
Benefits of stopping PPI reduces risks of side effects such as Clostridium diifficile
especially for those patients who are starting antibiotics. Over-prescribing of PPIs is
widely reported within our elderly population. They should only be prescribed, and their
use continued, when there is a clear clinical indication.
4.6

Pain Audit. Medicines Management Forum.

As part of the quality improvement action plan from CQC it was found that the Trust did
not have consistent tools to monitor pain. The audit was undertaken across community
settings in HCT and ascertained whether pain tools were being used and if so whether
staff were using them effectively to assess and manage pain for patients who
expressed pain as a concern. The audit demonstrated that not all services had access
to a pain template and where one was available; it was not being fully completed and
reviewed. Actions following the audit undertaken by the Specialist Palliative Care
Service include:









Report results to the Medicines Management Forum (July 2017) and Patient
Safety and Experience Group meeting. (Action complete).
Review National tools and gain permission to use these at HCT. (Action
complete).
Collaborative working with Learning Disability/Children’s Services and Adults
services to standardised pain templates. (Action complete).
4 pain tools added on SystmOne (September 2017) and accessible for all HCT
services [Abbey Pain Scale for cognitive impairment, Entonox Pain Scale for
Learning Disabilities, Wong-Baker Faces for Children, Pain Sites for Adults].
(Action complete).
Education and training plan in place to help increase awareness of the need to
assess all patients to determine if they are in pain and to ensure all staff are
aware of the pain tool and feel confident and competent to use it. (End of Life
Care champions are completing this along with the Clinical Nurse Specialist Ongoing)
End of Life Care audit group monitors progress of work to meet quality
improvement requirements.
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Re-audit to monitor compliance of the use of the new pain tools. April 2018 reaudit results much improved. Shared at CEG meeting on the 14th June 2018.
Patient with Learning Disability in a residential home feedback:
‘Liked using the pictures to talk about my pain’.

In addition, a review of the NICE Guidance [CG140] ‘Opioids in Palliative Care’
(updated August 2016) was undertaken. Recommendations from the guidance
informed training as part of the Educator project within HCT. Update: Clinically
SystmOne links have been added on to the medication template for staff to use.
BENEFITS:
Identifying and managing patient symptoms promptly, appropriately and consistently
will lead to improved physical and psychological outcomes for individual patients.
Patient satisfaction is improved as this is strongly tied to patient experiences with pain
during hospitalisation. Each patient with pain will have a pain assessment and a further
care plan to ensure that there is equity of treatment and management of pain
regardless of the cause of pain.
4.7

Knowledge of Safeguarding Audit, Leading Lights (2017).
An audit to assess staff knowledge and confidence in safeguarding
practices carried out at the Leading Lights (2017) showed that 96%
of staff are confident in their safeguarding role within non-children
services, and 100% of staff from within Children’s services (health
staff who work with children) demonstrated sound knowledge to
safeguard Children and Young People (CYP). Actions include:






Present results at the Safeguarding Children Forum and share widely at
meetings, and communication platforms (noticeboard, newsletters, and
safeguarding children training). (Action completed).
Focus on Safeguarding Children’s Training shared on Trust Noticeboard on 10th
May 2017. (Action completed).
Refresher periods in CYP remain at three year intervals and for corporate /
administration staff as annual only.
Improvement action plan monitored through the Safeguarding Children Forum.
Repeat the Safeguarding Knowledge audit at Leading Lights in June 2018.
(Action completed).

BENEFITS:
Safeguarding training is the perfect way to ensure Teams have the skills that they need
in order to be able to provide a service that protects CYP. In addition, staff can feel
empowered by having the skills and knowledge they need in order to appropriately
report abuse and neglect. Safeguarding training gives a thorough overview of the
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different ways in which particular individuals might be vulnerable, enabling staff to
actively monitor those at risk and covers the ability to communicate competently with
CYP.
4.8

HCT Syringe Pump (McKinley) Audit (St Albans & Harpenden Locality).
Clinical Effectiveness Forum

The objective of the audit was to assess the key aspects of the revised policy and
identify areas of training and support that are needed to ensure staff are competent and
confident with this clinical procedure. The results illustrated particular areas of clinical
practice that required further addressing within the locality:
88% of respondents knew about the HCT policy and where to access it, 92% of
respondents knew where to access help and support (from a variety of sources) and
71% respondents felt confident about setting up a syringe pump.
The following actions by the Clinical Nurse Educator for Palliative and End of Life care,
and the Locality Clinical Quality Leads includes:




Training on the revised Syringe Pump Policy (including the importance of why
the patient and family should be provided with the patient information leaflet) –
ongoing as all staff have to attend an annual update.
Training on the Individualised Care Plan for the Dying Patient (to ensure that
staff understand why this is used and when to implement it). Continual training
now introduced via several different training sessions offered to HCT staff.
Ensure all new Band 5 and 6 staff have palliative care competencies (within the
competency booklet) and signed off within 3 months of starting with HCT. Band
6 and Band 7 mentors now review competency booklet to provide assurance of
completion. (Action complete).

BENEFITS:
A safe and consistent approach is provided with competent and confident staff.
Benefits for the patient include receiving appropriate support in the management of
their pain.
4.9

Catheter Passport Audit in Community Hospitals

The audit forms part of HCT’s quality contract and it assessed catheter passport use in
community hospitals. Of those patients with an indwelling catheter, 68% had a catheter
passport (Trust target 100%). In comparison, 100% of the patients had a catheter care
pathway in place. However, only 37% of patients had a date recorded for changing
their catheter in their catheter passport. Actions include:


Immediate verbal feedback at the time of audit to highlight anomalies and
immediate follow up by the Clinical Quality Lead at all units to ensure that plans
are in place to address concerns. (Action complete).
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Results shared at the Quality Contract Review meeting. (Action complete).
Re-audit in December 2017. (Action complete).

The re-audit around catheter passport use was undertaken in inpatient units during
December 2017 which demonstrated that not all patients identified as having a catheter
had a catheter passport which included information about the date for catheter change
[just over 60% of patients had details of the catheter date recorded in their notes].
Actions include:



Report findings at the CEG meeting in February 2018. (Action complete).
Monitoring via re-audit by the Clinical Professional Lead (Nursing). (Action
complete).

100% of patients had a catheter passport in place, across all 7 of the community
inpatient wards. 96% of the patients in the community inpatient wards had the date of
the catheter recorded for initial insertion; thus demonstrating an increase in compliance
from the previous catheter audit in December 2017 where just over 60% of patients had
details of the catheter date recorded in their notes. Improvements to SystmOne
template has supported improved clinical data recording.
Comparison of findings with Catheter Passport 2017 Re-audit

BENEFITS:
Following the catheter care pathway and ensuring evidence-based practice is followed
will reduce the number of catheter associated urinary tract infections (CAUTIs).
Promptly removing the catheter as soon as clinically indicated will also lead to a
reduced length of stay in hospital.
4.10

Audit of the Delivery of Care against the Mental Health and Learning
Disability Provision Guidelines at HMP (Her Majesty’s Prison) The Mount
as required by NHS England.
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An Independent audit was undertaken to seek assurance of the application of the
Mental Health Guidelines for patients within the prison health service. SystmOne
Electronic Clinical Records (ECR) and PARIS (Primary Access Regional Information
System) ECR were assessed. Overall the audit demonstrated that there was excellent
provision of health and rehabilitative care provided within Prison Services and good
compliance and high quality care delivery in line with the service specification
commissioned by NHS Health and Justice. The audit provides evidence of care
delivered according to NICE guidelines. Actions include:





4.11

Results presented at HGC and the CEG. (Action complete).
Prison Healthcare Service Manager to attend the next CEG meeting in February
to discuss the identification and recording of patients with learning disabilities.
Update from February CEG: Further assurance was received that the needs of
prisoners with LD are being met and that there is liaison with the regional LD
team around validation of statistics and data to ensure that prisoners with LD are
appropriately identified and supported. (Action complete).
Review local HCT ‘Guideline for the Mental Health and Learning Disability
Provision at HMP, The Mount’ in line with the policy revision date.
Education Health Care Plan (EHCP) Reports Re-Audit

EHCP assessment process was identified as a way of bringing a child/young person’s
education, health and social care needs into a single, legal document. An audit was
undertaken to assess the quality of the content of EHCP reports written by Health
Professionals. On the whole the reports were well written, concise and relevant. The
reports contained accurate patient details, diagnosis and included the child’s strengths
and needs. Actions include:


4.12

Report shared with Children’s Therapists and Community Medical Team via
Team Leads including information on lessons learnt and how to complete the
EHCP. (Action complete).
Re-audit in 1 year (included in the 2018/19 audit plan).
Not Brought In (NBI) for Children, Young People and Adults at Risk Audit

In December 2016 the Not Brought In for Children, Young People and Adults at Risk
Policy was ratified and launched within HCT. The aim of the audit was to provide
evidence that the policy was being followed by staff working in HCT Children’s services
and to seek assurance 6 months after launching the policy. The audit demonstrated
areas of good practice and evidence of good documentation. The NBI policy is being
followed by staff working in children’s services, with the exception of notifying GP’s
when children fail to be taken to their second appointment. Actions include:




Report shared at the Children’s Safeguarding Forum. (Action complete).
Raise awareness of Healthcare Professionals’ responsibilities and expectations
to adhere to the NBI policy.
The Safeguarding Children’s Team to re-audit in 6 months’. (Action complete).
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The Safeguarding Children’s Team re-audit showed that the NBI Policy is being
followed by staff working in children’s services, with the exception of notifying GP’s
when children fail to be taken to their second appointment. The total compliance with
the policy is 82% owing to failure to notify the GP when a child has not attended the
second appointment offered (3 cases). There is evidence within this audit of very good
practice which included liaison with parents/carers when either are unwell and good
documentation. There is evidence that documentation could be improved in some of
the cases audited due to lack of information.
4.13

Looked after Children Quality Dip Audit of Records

HCT is required to provide quarterly audits to look at record keeping as part of the
Quality Schedule agreed with the Commissioners and to provide assurance that Health
Visitors (HV), School Nurses (SNs) and Specialist Looked after Children (LAC) nurses
within HCT are compliant with the record keeping policy and are documenting correctly
on the Review Health Assessment (RHA) paperwork. The results showed 80% of the
paperwork was satisfactory. Actions include:






“Top 10 Tips” relating to RHAs shared with Children’s Universal Services (CUS)
staff to use as an aid to improve quality. Advertised on Noticeboard and shared
at the SNs development day (September 2017). Positive feedback received from
SNs. (Action complete).
Eight new CUS LAC Champions identified and the LAC nurses work closely with
the Champions to ensure staff feel informed and supported to deliver high
quality care.
Audit shared with CUS Senior Management Team, the LAC Operational
meeting, HCT Safeguarding Children Forum. (Action complete).
Re-audit in December 2017. (Action complete).

There has been a significant improvement in the quality and recording of RHAs
completed by Health Visitors and School Nurses compared with the Quarter 3 Audit.
School Nurses have improved from 80% compliance to the quality standard 100% in
Quarter 4. The reason for the vast improvement in School Nursing input and
documentation is due to the additional training undertaken for the School Nurses, which
was delivered by the LAC Specialist Nurses. The rationale for this additional training
was to drive up the quality of RHAs and provide assurance. New processes have been
developed and the LAC team have kept a tracker for all RHAs that require
amendments. Information is recorded and the Practitioner, Team Leader and
Champion are informed to ensure action is taken. The audit demonstrates that the
training and processes have improved the quality of RHAs for School Nursing. This
evidence suggests that similar training should be considered to improve the Health
Visitors compliance to the standard and quality of their RHA’s.
4.14

School Nursing Audiology (Hearing) Screening Audit 2017

The aims of the audit were to ensure that all reception children receive or are offered
an audiology screen and to ensure that all children who fail screening are re-tested and
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referred to audiology if the second screen is failed. In the 2016-17 cohort (14,728)
14,573 children had a hearing test (98.95%) [Last year’s figures for HCT = 98.66%].

Actions include:






4.15

All children who have not received an audiology screen or those children that
failed an initial audiology screen and were not re-screened, or referred, will be
identified and investigated and re-screened in line with current guidelines.
(Action complete).
SystmOne change request for children with learning difficulties to ensure these
children can take part in the test. (Action complete).
Lessons from the audit shared at team meeting identifying areas for
improvement. (Action complete).
Re-audit on an annual basis for the next reception cohort (2018).

School Nursing Vison Screening Audit 2017

The aims of the audit were to ensure that all reception aged children have their eyes
screened. Children who fail vision screening tests are referred in line with current
guidelines. In the 2016-17 cohort (14,728) 14,530 children had a vision test (98.7%).
[Last year’s figures for HCT = 98.1%]. Actions include:





All children who have not received a vision screen will be identified and
screened or offered a screen, in line with current guidelines. Those children that
failed a vision screen and not referred will be identified, parents will be contacted
and an appropriate referral made. (Action complete).
Revise standard operating procedure for ‘Testing vision using kay picture
crowded logmar test for school screening’ due by September 2018. (Action
complete).
Re-audit on an annual basis for the next reception cohort (2018).
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Palliative Care End of Life (EoL) Patient Reported Outcome Measures
(PROMS)
4.16

The above local audit is undertaken annually across all HCT services. The audit
demonstrated a further 20% increase in the number of patients identified as likely to be
in their last year of life compared with 2016. The audit also demonstrated an
improvement in 11 out of 12 “I - statements”. There was limited assurance in relation to
the identification of patients likely to be in their last year of life following the End of Life
PROMS audit. Actions include:










Share the results of the audit with Locality Managers, to ensure ownership in
developing specific action plans around the findings from the audit and from
recent locality peer reviews. Action plans update on monthly basis
Further work is needed in identifying end of life patients and this will be achieved
by a cultural shift at local level, where all staff see End of Life Care as
everyone’s business and staff feel confident in having difficult conversations with
their patients. Deputy General Manager for Quality Improvement has now
requested EoL Champions review all the caseload in the localities to identify
patients in the last year of life. This has resulted in a 200% increase in the
identification of patients at the end of their life as a consequence.
Training support from Learning and Development, Macmillan Educators, and a
variety of other NHS and independent providers is available for staff in order to
improve end of life care.
Summary of improvements against recommendations and action plans, including
the EoL dashboard will be shared at every other meeting CEG meeting.
Ongoing.
Each locality will be asked to present updates against their action plan at the
End of Life Operational meetings chaired by Deputy General Manager for
Quality and Improvement.
Following the last 4 years of PROMS, similar themes were identified so, have
decided not to repeat PROMS this year, but to hold an ‘always event’ supported
by NHS England. This is a nationally recognised initiative where patients, carers
and professionals identify what they would like to happen when interacting with
health professionals.
Participate in the new National Audit of Care at the End of Life.

BENEFITS:
Recognising that someone is entering their last year of life has benefits of starting
Advanced Care Planning conversations earlier with the patient and families. This will
enable them to have increased choices s to their preferred place of care and their
preferred place of death.
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Section 11 Audit in Hertfordshire. Hertfordshire Safeguarding Children
Board (January 2017).

The Clinical Commissioning Group (CCG) undertakes an annual Section 11 audit
(undertaken on 30th January 2018) to monitor the strength of safeguarding children
services against:
 safeguarding children under Section 11 of the Children Act 2004
 compliance to Working Together to Safeguard Children 2015
 Hertfordshire Safeguarding Children Board (HSCB) Policies and Procedures.
The commissioner’s feedback from the audit and inspection was extremely positive:
“It is clear that the HCT safeguarding team are committed to the protection and welfare
of children and families in Hertfordshire who access the services. This is demonstrated
by a strongly embedded safeguarding organisational culture as well as in ongoing
continuous commitment to service improvement though audit, service development and
multi-agency collaboration. The CCG recognises the team’s determination and
continuing work to achieve the highest quality safeguarding service provision”.
Actions include:


4.18

The Safeguarding Children Team will progress recommendations with the
named Doctor for Safeguarding Children and Children’s Universal Services and
monitor implementation of actions through the Safeguarding Children Forum.
Multi-Agency Safeguarding (MASH) Audit

The audit reviewed the quality of the health information sharing by the Health
Partnerships and ensures adherence to the Data Protection Act (1998) and
Hertfordshire MASH operating Procedures (2015). A retrospective audit examined 12
randomly selected health forms from the data collated by the Safeguarding
Administrator over a one week period. The audit showed that there are areas of good
practice amongst the Safeguarding Children Nurse Specialists (SCNS) in the MASH.
There was evidence of good practice around the risk analysis and the quality of the
information shared with the relevant practitioners in the community. Some areas of
administrative record keeping and Data Protection adherence required improvement to
ensure a high level, consistent standard of practice across all SCNS who work in the
MASH. Actions include:


MASH Nurse Manager to conduct training with SCNS to also include the use of
IT system used.
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Update supervision template and re launch.
Improve record keeping practices to meet the standard of 100% in all areas.
Re-audit in May 2018 to ensure quality improvements and completion of actions.

Staff Engagement Session at Leading Lights in July 2017
A clinical audit information session was held at the ‘Leading Lights’ event in July 2017
to promote how clinical audit can be used as a quality improvement tool to enhance
patient care.
5.0

Clinical Effectiveness Programme 2017/18.

Progress against the clinical effectiveness programme for 2017 is outlined in Appendix
One using a Red, Amber, Green (RAG) rating.
There are no outstanding risks regarding completion of the clinical effectiveness
programme.
In summary, the breakdown of 109 clinical audits is as follows:
•
•
•

•

74 (68%) audits have been completed to date.
18 (17%) audits are in progress and on track (3/18 National audits are
scheduled for reporting at forthcoming committees. 15/18 in progress and on
track)
8 (7%) audits withdrawn (all low risk audits) Reasons for withdrawn include:
Cardiology: no Clinical Lead to conduct audit, Service going out to recruit.
Low priority. Adult SLT: Withdrawn due to caseload demands, and
uncertainty of the Service due to tendering.
9 (8%) audits are recorded on the audit programme which are collated by
services as part of contractual requirements and reported at the relevant
committees.
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Key Areas for Development in 2018/19

In 2018/19, the key areas for development will support the Trust in promoting a clinical
environment in which patient care is based upon the best available evidence and
clinical audit demonstrates effective practice with improved outcomes.
 Continue to deliver a clinical effectiveness programme which is based on a
balance of national and local interests, and the need to address key risk drivers,
strategic interests and concerns.
 Ensure 100% participation in all relevant national clinical audits and reviews set
out by the DH national clinical audit programme.
 Continue to embed clinical audit into frontline practice and support real-time
quality improvements.
 Support the delivery of clinical effectiveness initiatives and continue to provide
assurance against the work delivered so far by clinical audit.
 Demonstrate compliance with evidence-based practice supporting the delivery of
high quality evidence based care, following recommended guidelines and
achieve good outcomes (better health, fewer symptoms) for patients.
 Optimise efficiencies of Meridian software and function by keeping updated with
technological developments of Meridian.
 Participate in HQIP Clinical Audit Awareness Week (2018) initiative to promote
better engagement, knowledge and awareness of clinical audit across the Trust.
 Continue to ensure the Trust’s clinical effectiveness programme provides
evidence for external monitoring/accreditation requirements, notably with the
Care Quality Commission and the DH quality accounts.
 Provide clinicians with the opportunity to access support for clinical audit
projects.
 To continue implementing a new way of working and greater alignment with the
Business Units to support clinical effectiveness priorities.
 Ensure re-audits are incorporated into the clinical effectiveness programme.
 Ensure clinical audit is utilised to drive and monitor clinical improvement and
changes in practice.
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Revise intranet pages, reformat and streamline to improve navigability and ease
of access to information guides, reports and the contact details of staff within the
clinical effectiveness department.
Work collaboratively with Clinical Project Manager for Quality and Governance to
avoid duplication and streamline working practices to support staff.
Progress clinical audit activity that arise from the triangulation Forum.
Disseminate clinical audit results at committees, groups and team meetings.
Celebrate clinical effectiveness achievements.
Implications for Quality and Regulatory Compliance

CQC Inspectors are trained to use their observations of care noted at inspection
supported by objective measures (e.g. national clinical audit data) to assess services
against five 'key questions': 1. Safety, 2. Effectiveness, 3. Caring, 4. Responsiveness, 5
Well-led.
CQC Key lines of enquiry and prompt: Effective
By effective, we mean that people’s care, treatment and support achieves
good outcomes, promotes a good quality of life and is based on the best
available evidence.
E2.4 Is there participation in relevant quality improvement initiatives, such as local
and national clinical audits and other quality improvement initiatives?
CQC Key lines of enquiry and prompt: Well-led
By well-led, we mean that the leadership, management and governance of the
organisation assures the delivery of high-quality and person-centred care,
supports learning and innovation, and promotes an open and fair culture
W5.3

Is there a systematic programme of clinical and internal audit to monitor
quality to identify where action should be taken?

Active engagement in national and local clinical audit will provide assurance of
compliance with the CQC key lines of enquiry. Clinical audit supports assurance
requirements for Clinical Commissioning Groups and provides evidence of good quality
healthcare delivered to our patients.
NCAPOP audits are commissioned and managed on behalf of NHS England by the
Healthcare Quality Improvement Partnership (HQIP). The requirement to participate in
the NCA’s stems from the NHS Standard Contract which requires all providers of NHS
commissioned services to participate in the National Clinical Audit and Patient
Outcomes programmes which are relevant to the services they provide. The NHS
standard contract also gives commissioners the power to impose penalties on service
providers who fail to participate. NCA’s are part of the Trust’s Clinical Effectiveness
Programme and are reported in the Trust Quality Account.
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Conclusion

In conclusion, Hertfordshire Community NHS Trust participated in an annual clinical
audit programme during 2017/18 which was explicitly driven by risks and linked to the
impact on the Trust’s strategic objectives and on delivering High Value Healthcare. This
approach has provided the Board with assurance that a systematic programme of
clinical audit activity supported the delivery of the Trust’s strategic objectives and
assurance of the management of risks in relation to the quality of care provided to
patients.
I would like to acknowledge all the clinicians, staff and managers across the Trust that
have participated in clinical audit and quality improvement initiatives throughout the
year.
Report completed by:
Alpana Patel
Clinical Effectiveness Manager
June 2018
Approved by:
To be discussed at:

Clinical Effectiveness Group, 14th June 2018.
Healthcare Governance Committee, 28th June 2018
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Appendix 1: Clinical Effectiveness Programme for HCT 2017/18
SO = *Strategic Objectives
(Clinician involvement in clinical audit as part of their training and revalidation is highlighted in bold)

2

Risk
Score
4

Timeframe (Start
Date)
1st November 2015

Timeframe
(Completion Date)
Report 1st November
2016. Completion:
1st March 2017

2

4

1st April 2017

2

4

2

Audit Title

HCT SO

Business Unit

Service(s)

CEG Status/Progress

National Sentinel Stroke Audit
Programme (SSNAP) NCAPOP
Quality Account Audit for 2016/17
(1)
National Sentinel Stroke Audit
Programme (SSNAP) ANNUAL
NCAPOP Quality Account Audit
2017/18 (1)
National Chronic Obstructive
Pulmonary Disease (COPD) Audit
NCAPOP Quality Account Audit
2017/18 (2)
National Diabetes Adult (NDA)
Audit
NCAPOP Quality Account Audit for
2016/17 (3)
National Diabetes Adult (NDA)
Audit NCAPOP Quality Account
Audit 2017/18 (3)
National Audit of Intermediate
Care - NAIC NCAPOP Quality
Account Audit 2017/18 (4)
National Audit of Inpatient Falls
(NAIF) - Round 2. NCAPOP
Quality Account Audit 2017/18
(5)
Wound Assessment Audit
CQUIN for CCG (2017-2019)
6-Monthly audit. (6)

Adults

Intermediate Care Team
(ICT) and Community
Hospitals

Completed Reported at
CEG February 2017.

31st March 2018

Adults

Intermediate Care Team
(ICT) and Community
Hospitals

In Progress- awaiting
National report to be
published

3rd January 2017

31st July 2017.
Report expected 1st
February 2018

Adults

Pulmonary
Rehabilitation Service

In Progress – awaiting audit
lead to present at August
2018 CEG

4

Data Collection
period: 20th June
2016

Adults

Adult Diabetes
Community Service

Completed Reported at
CEG on 12th June 2017.

2

4

12th June 2017

Data Collection: 29th
July 2016
Data Submission:
12th August 2016
30th July 2017

Adults

Adult Diabetes
Community Service

2

4

1st April 2017

31st March 2018

Adults

2

4

May 2017

June 2017 (clinical
audit submission)

Adults

Bed Based IC, home
based IC and reenablement services
Community Hospitals

Completed Reported at
CEG on 20th February
2018.
Completed Reported at
CEG on 09/02/18.

2

4

1st July 2017
(pilot 1st June 2017)

29th September 2017

Adults

31st March 2018

Tissue Viability (Leg
Ulcer)
All ICTs

Completed Reported at
CEG on 20th February
2018.
In Progress – ongoing 2
yearly
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National Confidential Enquiry into
Patient Outcome and Death
(NCEPOD) Young People and
Young Adults' Mental Health.
NCAPOP Quality Account Audit
Carried forward from 2016/17 (7)
National Parkinson's Audit
NCAPOP Quality Account Audit
Data collection for 2017/18 (8)
National Chartered Society of
Physiotherapy Hip Fracture Sprint
Audit (PHFSA) (9)

2

4

1st January 2018
7th March 2016

2

4

2

National NDFA Diabetes Foot care
Audit part of NDA 2016/17

31st December 2017
(Report due 1st
November 2017)

Adults

Minor Injuries Unit at
Herts & Essex
Community Hospital

Completed. Quality
Accounts summary sent to
Tricia Wren for all relevant
NCEPOD studies in March
2017.

1st May 2017

Oct-17

Adults

Neurological Service

4

1st May 2017

31st December 2017

Adults

2

4

April 2016

May 2017

Adults

Adult OT/Physio (Acute
Therapies), Homefirst,
ICT, MSK, Herts &
Essex, QVM
Podiatry

In Progress - awaiting audit
lead to present at August
2018 CEG
In Progress - awaiting audit
lead to present at August
2018 CEG

2

4

1st May 2017

30th June 2017

Adults

Podiatry

Completed. Audit Lead to
present at August CEG.

2

4

1st September 2017

31st March 2018

All

Trust-wide

ANNUAL NHS Safety
Thermometer (Pressure Ulcers,
Falls, Catheters, Urinary Tract
Infections and Venous
Thromboembolism)
National. (12)
Record Keeping Audit.
(13)

2

4

Monthly data
collection

Monthly data
collection
KPI’s for HCT - data
reported via IBPR.

Adults

Community Hospitals
and all Integrated
Community Teams

In Progress – moved onto
the 2018/19 programme
due to revision of Clinical
Record-Keeping policy and
is currently underway
Completed. Presented at
PSEG meeting in June
2018

3

4

1st April 2017

31st March 2018

Adults

Community Hospitals

Sight Impaired Audit (CVI) WHDESP (46)

1

4

1st December 2016

30th November 2017

Adults

Diabetic Retinopathy
Services

NICE GUIDANCE (10)
National NDFA Diabetes Foot care
Audit part of NDA
2017/18. NICE GUIDANCE (10)
ANNUAL Clinical Record Keeping
Annual Audit (Trust-wide). External
Requirement: CQC Standard 21
(11)

Completed Reported at
CEG on 12th June 2017.

Currently Ward Managers
report on S1 on weekly
basis
Completed Submitted
annually West Herts DESP
programme board meeting
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Safeguarding Children – Staff
Knowledge of Safeguarding Policy
(54)
CQC Assurance
Audit carried forward from
2016/17 (Q4)

2, 4

4

1st June 2017

31st March 2018

Children

Safeguarding Services Children. Auditing
across Children's,
Adults and Corporate

Audit of Mental Health Guidelines
in Prison Services (65)

2

4

25th September 2017

22nd October 2017

Adults

HMP The Mount Prison

31st December 2017

Adults

HMP The Mount Prison

Audit to determine compliance with
SOP for Flagging up Prisoners who
DNA from Medication
Administration with Lloyd's
Pharmacy (73)
Community Hospital Catheter
Passport Audit (80)

2

4

Pilot date: 4th
October 2017
1st November 2017

2

4

1st October 2017

31st October 2017

Adults

Community Hospitals

Community Hospital Catheter
Passport Audit (81) Re-audit

2

4

14th December 2017

31st January 2018

Adults

Community Hospitals

Dip Audit of Reviewed Health
Assessments (RHA's) for Quality
Assurance (83)

1, 2, 3,
4, 5

4

1st April 2017

31st March 2018

Children

Looked After Children
and Care Leavers

Pain Audit (84)
CQC (re-audit)

1, 2, 4

4

23rd October 2017

1st December 2017

Adults

Specialist Palliative
Care Service

Single collated list - WHDESP (92)

1, 2

4

1st April 2017

30th June 2017

Adults

Diabetic Retinopathy
Services

with NHS England.
Completed. Results
presented at Safeguarding
Children Forum and share
widely at meetings, and
communication platforms
(noticeboard, newsletters,
and safeguarding children
training
Completed
Report shared at HCG on
21/11/17 & CEG on
07/12/17.
Completed
Report shared at CEG on
07/12/2017.

Completed
Report to be sent to CCG's.
Shared at CEG on 13th
October, to also be shared
at next Ward Managers
meeting on 1st Nov 2017.
Completed
Report shared at CEG on
20th February 2018.
Completed Reported at SN
development day 8/9/17 by
the Named Nurse. To go to
Nov CEF.
Completed
Report to be shared at
March 2018 CEF and End
of Life Audit Meeting on
14th March 2018.
Completed. Submitted
annually West Herts DESP
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Slit Lamp Biomicroscopy WHDESP (93)

2

4

1st September 2017

30th September 2017

Adults

Diabetic Retinopathy
Services

To audit the use of Opioid
information leaflet for adult
palliative and End of Life care
patients across HCT (94)

2

4

6th January 2018

20th January 2018

Adults

Specialist Palliative
Care Service

4

8th January 2018

29th January 2018

Adults

4

6th February 2018

30 June 2018

Adults

Specialist Palliative
Care Service
Quality & Governance

4

19th February 2018

27th February 2018

Trust-wide

Trust-wide

1, 2, 4

4

5th March 2018

23rd March 2018

1

3

21st March 2018 - 3
locations Peace, St
Albans cc, Pat Lewis
- mon Peace.
9th January 2017

31st May 2018

Adults &
Children
Children

All Localities and
Children's Services
Community Paediatrics

27th February 2017

Children

Children’s Universal
Services – Health
Visiting

Internal Peer Review for End of
Life issues CQC (99)
Safety Alert (CAS) Compliance
(CQC - Provider Information
request) (101)
Storage Record-Keeping Audit
(105)
Pain Audit Across HCT (106)
Safeguarding Chaperone Policy
Re-audit (16)
CLINICIAN AUDIT: Dr Viji Rudran

2

Developmental Dislocation of the
Hip (DDH) (30)

2

3

th

UNICEF Breastfeeding Policy (reaudit) (36)

2

3

6 monthly

6 monthly

Children

Children’s Universal
Services

Infection Control (IPC) (40)
Environment/Safety Audit includes Sharps Safety (i)
Hand Hygiene (ii) MRSA Screening
(iii) Urinary Catheter Care (1)
Insertion and (2) Continuing Care

2

3

Monthly.
Performance
Framework Report
audits are
undertaken monthly
in bed bases in

Monthly.

Adults

Community Hospitals
monthly audits:
Integrated Community
Teams quarterly audits:
Health Visitors, MIU
(HEH) RAU (SACH)

programme board meeting
with NHS England.
Completed. Submitted
annually West Herts DESP
programme board meeting
with NHS England.
Completed
Report to be shared at
March 2018 CEF and End
of Life Audit Meeting on
14th March 2018.
Completed. Required for
CQC inspection
In progress – currently
underway
Completed. Shared with
CCG.
Completed. Awaiting report
Completed. Report shared
at Safeguarding Committee
in June 2018.
Withdrawn, brought forward
to 2017/18 programme.
Incorporated in NEW
BIRTH audit and ONE &
TWO year Audit
Completed
Report shared electronically
at CEF in July 2017
Completed Shared on14th
February at IPCF meeting.
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(iv) Peripheral Vascular Catheter
(v) Enteral Feeding (vi) Commode
(vii)
a) Hand Hygiene Urinary catheter
care insertion and continuing care.
Vascular devices b) Hand Hygiene
Environment/safety audit (and
specific dental service audits).
Community Health Services 'Dip
Test' Audit of Electronic Records
CQC Audit (68)

Attachment J1vi

patient areas.
Quarterly audits for
the community teams
in ICT teams

2

Dental service.

3

13th February 2018

13th February 2019

Adults

All Community Health
Teams in all Localities

In Progress – to be
completed in February 2019

22nd March 2017

Children

Health Visiting

Completed. Shared at staff
meetings.
Completed
Shared at Safeguarding
th
Forum on 10 April 2018
and CUS Ops meeting.
Completed – awaiting the
report

Reasons for Parents Attending
Well Baby/Child Clinic (81)
Graded Care Profile (GCP)
assessments and its impact (95)

1, 2, 3,
4, 5
1, 2, 4

3

Pilot date: 9th
February 2018
27th February 2017

3

1st April 2017

30th December 2017

All

Safeguarding Services Children

Audit of knowledge and awareness
following training delivered by HCT
Safeguarding Nurse (96)

2

3

1st December 2017

16th March 2018

Adults

Community Hospitals

Syringe Pump Policy Audit (reaudit) (97)

2,5

3

6th January 2018

20th January 2018

Adults

Specialist Palliative
Care Service

Annual Not Brought In (NBI)
Children, Young People and
Vulnerable Adults Section 11 (23)

2

2

16th June 2017

30th September 2017

Children

Safeguarding Services Children

Annual Not Brought In (NBI)
Children, Young People and
Vulnerable Adults Section 11 Reaudit (42)
An Audit on the MUST Score and
Use of Oral Nutritional

2

2

29th March 2018

29th March 2018

Children

Safeguarding Services Children

2

2

1st September 2017

31st October 2017

Adults

Adult Community
Hospitals: Nutrition &

Pilot Date: 29th
November 2017
Completed
Report to be shared at
March 2018 CEF and End
of Life Audit Meeting on
14th March 2018.
Completed
Report shared at SG
Children Forum meeting on
8th August 2017.
Completed - to be shared
at Safeguarding Children
Forum
Completed
Report shared at CEF in
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Supplements (ONS) - Re-audit (14)
Patient Discharge Letter re: Do Not
Attempt Resuscitation (DNAR)
communication to GPs
(15)
Dental Service Infection Control
Audits (17)
1. Hand Hygiene (Q)
2. IC Procedures (Q)
3. LDU (6-M)
4. E & S (6-M)
5. Hand piece (6-M)
6. Pouching (6-M)
7. Log sheet (A)
CLINICIAN AUDIT:
Dr Zareena Chaudhry
Prescribing Audit (18)

Attachment J1vi

Dietetics
Community Hospitals

January 2018.
Housing only, Completed.
Data is collected on a daily
basis on SystmOne.

Children

Special Care Dental
Service

Completed Ongoing audit results discussed at
quarterly Dental Infection
Control meetings on 14th
February 2018.

30th November 2017

Adults

Community Cardiology

1st February 2017

1st July 2017

Adults

Podiatry

1st April 2017
Quarterly audits
reported to
Medicines
Management Forum
(MMF).
1st April 2017
Quarterly audits
reported to
Medicines
Management Forum
(MMF).
Quarterly

31st March 2018

Adults

Community Hospitals

Withdrawn
Low risk audit, no Clinical
Lead to conduct audit,
Service going out to recruit.
Low priority.
Completed
Report shared at All staff
Podiatry Meeting on 26th
September 2017.
Completed Shared at
Medicines Management
Forum (MMF) on 5th April
2018.

31st March 2018

Adults

Community
Hospitals/HMP The
Mount

Completed
Report shared at Medicines
Management Forum (MMF)
on 5th April 2018.

Quarterly

Adults

Community Hospitals

Completed
Report shared at HGC on

2

2

Bi-Annual

Bi-Annual

Adults

2

2

1st April 2017

31st March 2018

2, 3

2

1st September 2017

Referrals to the Podiatry Service
for Non Acute Nail Surgery (19)

1,2,4

2

Pharmacy Controlled drugs in
BBU’s audit (20)

2

2

Pharmacy Antimicrobial
Prescribing Re-audit (21)

2

2

Pharmacy Medicine Management
Audit (22)

2

2
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17th July 2017
Completed
Report shared at CEG in
Feb 2018.

End of life (EOL)
Service Evaluation/End of Life
Patient Reported Outcome
Measures (PROMs) Audit. (24)
Safe use of Dapagliflozin (25)

2

2

1st April 2017

31st March 2018

All

Trust-wide

2

2

1st October 2017

Adults

Adult Diabetes
Community Service

In progress – awaiting
update from Maggie Carroll

Five Mandatory Contacts (27)
1. Antenatal Visit

2

2

16th August 2017
(pilot 1st August
2017)
1st May 2018

TBC

Children

Health Visiting

Feverish Illness in Children 0-5
years (28)
Multi-Agency Audit to Review the
Effectiveness of the 'Suspicious &
Unexpected Marks & Bruises in
Children 0-17' Protocol (29)

2

2

1st January 2018

31st March 2018

Children

Health Visiting

2

2

1st June 2017

1st October 2017

Children

Safeguarding Services Children

Syringe Pump Policy Audit (30)

2,4

2

1st June 2017

1st August 2017

Adults

Specialist Palliative
Care Service

Dental Service R4 System
Quarterly Record-keeping (31)

2

2

1st April 2017

31st March 2018

Children

Special Care Dental
Service

Health Visitor Prescribing Audit
(32)
World Health Organisation (WHO)
– 5 Step Surgical Checklist Reaudit (33)

2

2

1st January 2018

28th February 2018

Children

1

2

10th October 2017

10th December 2017

Children

Children’s Universal
Services
Special Care Dental
Service

Not yet started - postponed
to May 2018 (on new
programme)
Completed Shared at SMT
th
(19 April 2018) and PDG.
Completed
Report shared at the HSCB
Improving Outcomes Group
on 8th September 2017 Amanda will confirm the
plan to cascade. Brought to
Sept 17 CEF electronically.
Completed
Report shared at next EOL
Ops Group meeting in
September 2017.
Completed
Audit to be shared at
Clinical Governance
meeting on 1st May 2018.
Completed. Awaiting report

Audiology Re-audit (37)

2

2

1st October 2016

1st July 2017

Children

Children’s Universal
Services – School
Nursing

Completed
Report shared at March
2018 CEF and Clinical
Governance (either 10th
April or May 1st TBC)
Completed
Report shared at team
leader meeting on 10th Oct
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Vision Re-audit (38)

2

2

1st October 2017

1st July 2018

Children

Children’s Universal
Services – School
Nursing

Reasons for Supplemental Oxygen
Use During IV Sedation with
Midazolam (39)

4

2

1st April 2017

30th September 2017

Children

Special Care Dental
Service

CHIS COVER Audit (41)
Annual Contract Performance
reports provided to NHS England
throughout the year.
For Housing Only
ANNUAL Did Not Attend (DNA)
Safeguarding Children’s Services
Section 11 (42)
CLINICIAN AUDIT: Dr Viji
Rudran/Sue Thompson
The efficiency of the smart moves
programme in schools (43)

2

2

1st April 2017

31st March 2018

Children

CHIS

1, 2

2

31st October 2017

31st March 2018

Children

Community Paediatrics

1, 2, 4, 5

2

1st December 2017

1st February 2018

Children

Children's
Physiotherapy

Discharge Criteria Used Re-audit
(44). CLINICIAN AUDIT:
Dr Viji Rudran
Step 2 Pre- and Post-Treatment
Outcome Measures Audit (45)

1, 2, 3

2

1st February 2018

1st March 2018

Children

Community Paediatrics

2, 3, 4, 5

2

1st April 2017

31st March 2018

Children

Step 2

Plus Size Patients Management
Audit (46)

1, 2

2

1st February 2017

31st March 2017

Adults

East & North & Herts
Valleys (Adult
community hospitals,
ICTs and clinic-based

and presented to SMT
Completed
Report shared at team
leader meeting on 10th Oct
and presented to SMT
Completed
Report received on 15/01,
to be shared at next Dental
Sedation Team Meeting on
22/02/18.
Completed (Housing only)

Withdrawn – replaced with
the Not Brought In audit
(above) which also
incorporated paediatricians
records
Withdrawn due to
insufficient numbers, to be
added to 2018/19
programme once dates
have been confirmed.
Withdrawn. Dr VR
confirmed abandoned,
05/12/17.
Completed
Report shared at Step2
quarterly monitoring
meeting with CAMHS
commissioners on 16th May
2018.
Completed
Report shared electronically
at CEF in July 2017
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services - Leg Ulcer,
Podiatry, Diabetes,
Bladder & Bowel
Safeguarding Services Children

Audit to Gain Supervisee Feedback
on Safeguarding (SG) Supervision
Re-audit (49)

2

2

5th September 2017

1st March 2018

Children

Cannulation Practice During IV
Sedation (50)
CLINICIAN AUDIT: Dr Una
Monaghan
Audit of Radiograph Gradings by
Dental Team
Ongoing Audit (6-monthly cycles).
CLINICIAN AUDIT:
Dr Una Monaghan (51)
Education Health Care Plan
(EHCP) Reports Re-audit (52)

2, 3, 4

2

1st April 2017

29th September 2017

Children

Special Care Dental
Service

2, 3, 4, 5

2

1st January 2017

31st December 2017

Children

Special Care Dental
Service

2

2

10th June 2017

10th July 2017

Children

Children's Physio, OT,
SLT and Community
Paediatrics

Safeguarding Children - Peer
Supervision Record Keeping Reaudit (53)
Oral Care Audit - Hyper Acute /
Acute Stroke Lister (56)

1, 2, 4

2

1st January 2018

31st March 2018

Children

Safeguarding Services Children

2, 4

2

26th April 2017

31st August 2017

Adults

Adult Speech and
Language Therapy

Flu Vaccination in Children with
Haemoglobinopathies in
Hertfordshire (57)

1, 2

2

1st October 2017

31st March 2018

Children

Children’s - Sickle Cell
Service

Completed
Report to be shared at
Safeguarding Children
Forum & our Safeguarding
Operational meeting.
Withdrawn
Dental officers did not have
any problems and there is
no real data to report on.
Completed
Report shared at Clinical
Governance meeting
on10th April 2018.
Completed
Report shared at all Team
Locality Meetings. To be
shared electronically at
November CEF.
Completed. Awaiting report

Completed Presented to the
Stroke Operational meeting,
attended by a full
therapy/medical and nursing
MDT on October 15th 2017
Completed
Report shared at North
Middlesex and East Of
England Haemoglobin
Disorders Network Forum
Meeting, March 15th 2018
and Children’s Specialist
Service Lead Meeting 16th
April 2018
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Audit to Investigate the Adherence
of Antibiotic Prescribing in the
Hertfordshire Special Care Dental
Service
CLINICIAN AUDIT:
Dr Zareena Chaudhry (58)
Audit of Recommended Vaccines
for Children with Sickle
Cell/Thalassemia (59)

2

2

1st April 2017

1st July 2017

Children

Special Care Dental
Service

Completed
Report shared at Dentists'
Clinical Governance
Meeting in November 2017

2

2

1st October 2017

31st March 2018

Children

Children’s - Sickle Cell
Service

Compliance with Pneumovax
Vaccination in Children with Sickle
Cell Disorders (60)

1, 2

2

1st October 2017

31st March 2018

Children

Children’s - Sickle Cell
Service

Hip Surveillance in Children with
Cerebral Palsy (64)
CLINICIAN AUDIT:
Dr Viji Rudran, Dr Shanthini
Ravindran. Carried over from
2016/17
Diabetes Audit on 9 Care
Processes (66)

1

2

21st October 2016

31st March 2017

Children

Community Paediatrics

Completed
Report shared at North
Middlesex and East Of
England Haemoglobin
Disorders Network Forum
Meeting, March 15th 2018
and Children’s Specialist
Service Lead Meeting 16th
April 2018
Completed
Report shared at North
Middlesex and East Of
England Haemoglobin
Disorders Network Forum
Meeting, March 15th 2018
and Children’s Specialist
Service Lead Meeting 16th
April 2018
Completed. Shared at staff
meetings.

2

2

1st December 2017

30th December 2017

Adults

Adult Diabetes
Community Service

Looked After Children and Care
Leavers (LAC) (69)

2

2

1st April 2017

31st March 2018

Children

Looked After Children
and Care Leavers

Completed
Report shared at CEG in
Feb 2018 as part of the
National Diabetes Audit for
2017/18.
Completed Reported at
team meetings and LAC
operational meetings with
Herts County Council and
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Antimicrobial Prescribing for HCT
Prison Services HMP The Mount
(72)

2

2

1st October 2017

31st December 2017

Adults

HMP The Mount Prison

Diabetes Service DESMOND Audit
(74)
Proton Pump Inhibitors (PPI)
Quality Improvement Plan ReAudit (77)
Safeguarding Children Team Audit
into Health Visitor (HV) follow up of
Domestic Abuse Notifications Reaudit (78)
Review of Patients with Down's
Syndrome. CLINICIAN AUDIT:
Dr Katherine Wood
Dr Deepa Thakur (82) chase Dr
Gunardwardana
Flu Vaccination in Children with
Haemoglobinopathies in
Hertfordshire (86)
Carried over from 2016/17

2

2

1st April 2017

30th September 2017

Adults

2

2

1st October 2017

1st November 2017

Adults

2, 5

2

1st August 2017

31st December 2017

Children

Adult Diabetes
Community Service
Community Hospital
Services Herts and
Essex
Safeguarding Services Children

2, 4

2

17th January 2017

9th May 2017

Children

Community Paediatrics

1, 2

2

1st October 2016

31st March 2017

Children

Children’s - Sickle Cell
Service

Compliance with Pneumovax
Vaccination in Children with Sickle
Cell Disorders in Hertfordshire
2016/2017 (87)
Carried over from 2016/17
Retrospective audit to investigate
the use of listed abbreviations
within Dental Notes on R4
electronic record-keeping system
CLINICIAN AUDIT:
Dr Zareena Chaudhry (104)
Audit of the Community Clinic

1, 2

2

1st October 2016

31st March 2017

Children

Children’s - Sickle Cell
Service

2

2

1st March 2018

30th March 2018

Children

Special Care Dental
Service

2

1

1st May 2017

1st December 2017

Adults

Adult Diabetes
Community Service

CCG.
Completed
Report shared at HMP The
Mount Medicines
Management Committee
14th February 2018.
Completed. Awaiting report
Completed. Shared at
Medicines Management
meeting.
Completed
Report shared at
Safeguarding Forum and
CUS Ops meeting.
Completed Presented at
study day 3 weeks ago (AP
meet Dr VR 10/7/17
confirmed)
Completed Shared with
senior team and sent to the
consultants in Hertfordshire
and shared electronically at
CEF on 23rd May 2017.
Completed Shared with
senior team and sent to the
consultants in Hertfordshire
and shared electronically at
CEF on 23rd May 2017.
Completed
Report shared at Clinical
Governance Meeting on
10th April.

Completed Brought to
November 2017 CEF
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Caseload (26)

electronically.

SystmOne Care Plan Review for
the Children's Community Nurse
(CCN) Team (35)

4

29th September 2017

Children

Children's Community
Nursing West Herts

Emotional Health & Wellbeing
(EHWB) Knowledge and Training
Needs Audit
(48)
Voice Banking for Communication
Aid Use (61)

2

1

1st April 2017

1st June 2017

Children

Children’s Universal
Services – School
Nursing

2, 3, 4

1

15th August 2015

30th August 2017

Adults

Adult Speech and
Language Therapy

Family Nurse Partnership (FNP)
Decommissioning Follow Up (62)

2

1

30th March 2017

4th April 2017

Children

Health Visiting

Audit of the Child Protection
Referrals made to Children's
Services by HCT (63)
Managing Joint Hypermobility in
children (64)

4

1

1st January 2017

30th December 2018

Children

Safeguarding Services Children

1

1

1st December 2017

30th April 2018

Children

Children's
Physiotherapy

A Prospective Clinical Audit of 29
Patients Who Have Been Identified
as Having Recurrent UTI (67)

1, 2, 3, 5

1

1st October 2016

1st September 2017

Adults

Rapid Response
Welwyn & Hatfield

MASH Health Partnership: Quality
of information sharing (70)

3, 4, 5

1

20th November 2017

29th November 2017

Children

Safeguarding Services Children

1

Pilot: 6th November
2017
29th September 2017

31st March 2018

Children

Looked After Children
and Care Leavers

Unaccompanied Asylum Seeker
Children (UASC) and their
Psychological Health (75)

1

13th July 2017
Pilot date: 4th July
2017

2

Completed
Report shared at CCN
Team PSAG meeting on
21/02/2018 and CEF in
March 2018.
Completed
Report presented at SMT
on 20/07/17 by Lynda
Edwards
Withdrawn due to caseload
demands, and uncertainty
of the Service due to
tendering.
Completed
Report to be shared with
HSCB and then findings
reviewed internally.
In Progress – to be
completed at the end of
2018
In Progress – completion
date to be extended due to
capacity of conducting audit
Withdrawn due to audit
never officially being
started, data obtained is not
substantial or of clinical
benefit.
Completed
Report shared at
Safeguarding Forum in
January 2018.
In Progress HCC cancelled another
meeting and this is being
followed up by the Deputy
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Audit of Stroke Therapy Clinical
Notes and Initial Assessment
Documentation (79)

2, 4

Psychology Referrals within the
Children's Sickle Cell Service
CLINICIAN AUDIT:
Dr Hayley Thompson (85)
How successful are the treatments
offered by Hertfordshire Podiatry
Musculoskeletal Service? (98)
Diabetes Practice Nurse Review
Audit (103)
National Audit of Care at the End of
Life (NACEL) NCAPOP Quality
Account Audit Data collection
for 2018/19 (100)
1.

Withdrawn

Action not yet initiated
but within target

2.

1

1st January 2018

30th July 2018

Adults

Adult OTS E and N
(Acute Therapies)

1

1

Pilot date: 29th
November 2017
13th March 2017

20th April 2017

Children

Children's Transitional
Care Service

2, 4

1

1st February 2018

1st July 2018

Adults

Podiatry

2

1

1 February 2018

Adult Diabetes
Community Service
Specialist Palliative
Care Service

st

31 July 2018

Adults

th

12th October 2018

Adults

4 June 2018

3.

st

Not yet initiated and likely to miss
target

4.

In Progress but not
on target or target
has expired

5.

Action in progress and
on target

Designated Nurse for LAC
as we have completed our
parts of the audit.
In Progress – to be
completed in July 2018

Completed
Report to be shared
electronically at CEF 23rd
May 2017
In progress – due to be
completed in July 2018
In progress
In progress – undertaken by
Specialist Palliative Care
Team

6.

Action Completed

Audit Risk Score Key:
Priority

Level

Category

Examples

High – Mandated

4

National Priority






High - Trust Priority

3

Trust Strategic Objectives

 Serious incidents
 Risk registers
 Safeguarding concerns

Trust Quality Account (National Clinical Audits and reviews)
Trust Quality Priority
CQC
CCG assurance
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Medium - Trust priority

2

National Good Practice

 Audits against The National Institute for Health and Care Excellence (NICE) guidance and quality
standards
 Benchmarking of service against existing or new guidance/policies

Medium – local service priority

1

Clinical/local Service Level
Interest

 Local level audits as part of a quality improvement initiative in a service

HCT Strategic Objective Categories:
1)
2)
3)
4)
5)

Support the people we serve to manage their own health and wellbeing
Improve clinical outcomes and enhance patient safety
Support the expansion of community services through the delivery of excellent core services for adults and children services
Use resources efficiently to enhance our ability to improve services
Develop the Trust’s capacity to deliver our vision and objectives
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1.

Executive Summary

This is the eighth annual Infection, Prevention & Control report of Hertfordshire
Community (HCT) NHS Trust. This report is to provide assurance to the Board that
the Trust complies with The Health and Social Care Act, Code of practice on the
prevention and control of infections, ( DH 2008, revised 2015), (Appendix 1) and has
acknowledged relevant local and national directives, guidance and quality
standards including key performance indicators from local commissioners.
Care is provided for patients at risk of health care associated infections (HCAI) in
a number of settings including community hospitals (providing in-patient beds
for patients requiring rehabilitative, intermediate or neuro-rehabilitation care), as
well as in their own homes and other community settings such as health centres,
schools, children’s respite unit and outreach clinics.

Glossary of terms:
CAUTI
CDI
E.coli
GNBSI
HCAI
IBPR
IPCF
IPCLP
IPCT
MRSA
NMP
PPI
RCA
SI
UTI

Catheter Associated Urinary Tract Infection
Clostridium Difficile Infection
Escherichia coli
Gram-Negative Blood Stream Infection
Healthcare Associated Infection
Integrated Board Performance Report
Infection Prevention and Control Forum
Infection Prevention and Control Link Practitioners
Infection Prevention and Control Team
Methicillin-resistant Staphylococcus aureus
Non-Medical Prescriber
Proton Pump Inhibitor
Root Cause Analysis
Serious Incident
Urinary Tract Infection

Key achievements 2017/18:
During 2017-18 a number of notable achievements have been made within the
Trust, which includes:
• For the 6th consecutive year, the Trust have reported 0 avoidable MRSA
bacteraemias (blood stream infection), associated with care provided by our
services
•

•

10 cases of Clostridium difficile infection (CDI) were reported during 2017-18.
However, 8 cases (80%) of reported Clostridium difficile cases were successfully
appealed at the Clinical Commissioning Group (CCG) as there were no lapses in
care identified that could have led to CDI being acquired whilst patients were
under the care of HCT ; resulting in only 2 cases being apportioned to HCT
services, against the annual trajectory of 6 cases.
This demonstrates a significant improvement from 2016-17, when only 40% of
cases were successfully appealed
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• 100% of patients were screened for MRSA on admission to our community
hospital wards. The Trust performance target is 95% and the Trust has reported
monthly compliance with this target throughout the financial year
•

Mandatory training compliance exceeded the overall Trust target of 90%

•

Staff Flu vaccination uptake was 72.9%

•

Friends and Family Test data reported high levels of patient satisfaction with the
cleanliness of the environment. 99% of patients told us that the hospital room
or ward they were in was very clean (86%) or fairly clean (13%)

•

Staff in our community hospital wards, Integrated Community Teams and other
services such as Health Visiting, Dental, Rapid Assessment Unit, and Minor
Injuries Unit, maintained their high standards in hand hygiene, scoring
consistently above the Trust monthly performance target of 95%

•

Of the patients who gave us friends and family test feedback, 96% told us that
the staff washed or cleaned their hands between patients

•

The Trust staff participated in International Infection Prevention Week (October
2017), celebrating local initiatives to improve infection prevention and the World
Health Organisation (WHO) Global Hand Hygiene Day in May 2017

•

The Trust also participated in the European Antibiotic Awareness Day
(November 2017), supporting the message to staff and patients that we need to
use antibiotics responsibly
Risk:
Concerns have been escalated by the IPCT to the Executive in relation to Water
safety compliance assurance, specifically relating to a Water Safety Plan (WSP) and
a functioning Water Safety Group (WSG) being in place, as described in:
•
•

HTM 04-01 – Safe Water in Healthcare premises (part B)
The Health and Social Care Act 2008, Code of Practice on the prevention and
control of infections and related guidance.

The risk has been entered on the risk register and an action plan has been put in
place by the Associate Director of Estates to recover the required assurance
position. This has also been reported through the Trust’s governance
framework. The Board has been sighted on this risk and the plans are in place to
mitigate this risk and achieve full compliance.
Key areas for development in 2018-19:
Key areas for development will be managed and monitored through the Infection,
Prevention & Control delivery plan, reporting into the Infection Prevention and
Control Forum (IPCF).
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The fundamental aim of the 2018-19 plan is to support front line clinical staff to
deliver the best Infection Prevention & Control practices possible, through
encouraging front line ownership and ultimately delivery of positive patient
outcomes.
Throughout 2017-18 learning from outbreaks and Clostridium difficile root cause
analysis has been captured and shared with clinical teams. The 2018/19 delivery
plan will build upon this feedback and learning, with targeted actions included in
this programme.
Collaborative working with both internal and external stakeholders is key to the
success of effective service delivery. The IPC Team at HCT will continue to support
the collaborative health economy work, to address NHS England’s ambition of
reducing Gram-Negative Blood Steam Infections (GNBSIs), building upon the work
streams already in place, particularly around urinary catheter care.
Delivery plan progress will be monitored as a standing agenda item at the quarterly
Infection, Prevention & Control forum meetings which provide assurance to the
Healthcare Governance Committee.

2.

Governance Arrangements

HCT is committed to delivering ‘high value healthcare’ which provides excellent
clinical outcomes, improved patient safety and outstanding patient experience, in
a highly efficient and cost effective environment.
Assurance of robust Infection Prevention and Control processes are presented
and monitored by the IPCF reporting to both the Patient Safety and Experience
Group and the Healthcare Governance Committee on a regular basis throughout
the year. The Director of Quality and Governance/Chief Nurse undertakes the
role of Director of Infection Prevention & Control (DIPC) reporting directly to the
Board on Healthcare Associated Infection (HCAI) performance throughout the
year.
The Trust Infection Prevention & Control Forum (IPCF) meets quarterly and is
chaired by the Director of Quality & Governance/Chief Nurse. The IPCF a
subcommittee of the Patient Safety and Experience Group, which is a
subcommittee of Healthcare Governance Committee which reports directly to
the Board. The functions of the IPCF are to:
•

Receive an operational overview of infection prevention and
control activity

•

Monitor the performance against key performance indicators set by
our commissioners and learning from incidents

•

Seek and monitor assurance of compliance with the Health and Social
Care Act 2008 (DH, 2015)
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•

Review and monitor infection prevention and control incidents and
risks

The Trust is also represented at the Hertfordshire CCG Infection Prevention and
Control Group meeting, which aims to bring together all providers in
Hertfordshire to share good practice in Infection Prevention and Control. During
2017/18 the CCGs continued to work with all providers including HCT, to
support the local health economy to deliver a reduction in healthcare associated
infections. The Lead Infection Prevention and Control Nurse is a member of this
group. Leadership of the group continues to be driven by the CCGs in
Hertfordshire.

3.

Infection Prevention and Control Team

The Infection Prevention and Control Team (IPCT) staffing establishment is 1.0
WTE Lead Infection Prevention and Control Nurse (IPCN) and 2.0 WTE IPCN’s,
giving a total of 3.0 WTE IPCN’s. The team’s capacity has been reduced to 2.0
WTE at points during the year, due to a vacant IPCN post, which was
substantively filled in August 2017 and the Lead IPCN post, which became
vacant at the end of September 2017.
Successful recruitment to Lead Nurse post has been made, with a start date of
1st May 2018. Interim arrangements to cover the Lead Nurse vacancy were put
in place from February 2018.
Despite reduced team capacity, the IPCT have ensured fundamental service
delivery has been maintained, i.e. induction and mandatory training; root cause
analysis investigations, policy reviews, audit & surveillance and outbreak
management .
Arrangements for Infection Control Doctor / Consultant Microbiologist support
from East and North Hertfordshire NHS Trust and West Hertfordshire Hospitals
NHS Trust, continued during 2017/18 through service level agreements.
Infection Prevention and Control Link Practitioners (IPCLPs) are a valued group
of staff from community hospitals, adult and children’s services. IPCLP’s
support the IPCT to maintain standards, share good practice and disseminate
information at the front line of patient care. The IPCLP group meets quarterly
and includes updates on HCAI data and performance against key indicators
(standing items), as well as focus on a particular topic e.g. antibiotic
stewardship, Norovirus, hand hygiene etc. IPCLPs are actively encouraged to
share ideas and to use each other as a support network (Figure.1). Each
community hospital also has a designated IPCLP who undertakes monthly
audits; shares information and learning from the link practitioner meetings.
The IPCT also attend the community hospitals in- patient m a n a g e r s
meeting to share learning from post infection reviews, discuss key performance
indicators and development of guidance.
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The IPCT have ensured that patients, clients and staff are kept informed of
relevant infection prevention and control advice, disseminated through the HCT
internet site and staff resource area. Guidance tools, leaflets and posters have
been produced by the team throughout the year to share good practice and
act as a framework for practice/practice resource.
Figure. 1: Infection Prevention Week event with IPCLPs May 2017

4.

Performance

HCAI’s are infections that are acquired as a result of healthcare interventions.
There are a number of factors that can increase a person’s risk of acquiring an
infection, but compliance with standards of infection control practice minimise
the risk of occurrence.
Specific HCAI’s are monitored by the Trust Board and Commissioners (i.e. MRSA,
Clostridium difficile & Escherichia Coli (E. Coli).
The following section reports HCT’s performance against these HCAI’s and also
against key quality performance indicators of antibiotic prescribing, mandatory
training compliance, audit and patient experience as listed:
4.1 Integrated Board Performance Report (IBPR)
4.2 MRSA
4.3 CDI
4.4 Hand Hygiene
4.5 E coli Blood Stream Infections
4.6 Antibiotic prescribing
4.7 Mandatory training
4.8 Audit
4.9 Patient experience

4.1 Integrated Board Performance Report (IBPR)
Monthly reporting to the Board on HCAI rates and trends continued in
2017/18 through the IBPR as shown in Table 1 below. The IBPR demonstrates
reported performance against key quality indicators, by month throughout the
year.
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Table 1: IBPR 2017-18
Indicator

2017/18
Target /
Threshold

Apr-17 May-17 Jun-17 Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18

Number of Avoidable MRSA bacteraemia cases in
year for HCT

0

0

0

0

0

0

0

0

0

0

0

0

0

C.difficile cases occurring post 3 days following
admission into HCT bed based facilities (i.e.
acquired in our facility)

6

0

1

2

0

0

1

0

2

1

1

1

1

Compliance with Hand hygiene in all Community
Hospitals will be > 95%

95%

99.4%

99.3%

99.5%

99.3%

98.0%

98.0%

% of relevant patients screened for MRSA
(excluding respite patients).

Monthly
95%

No of E. coli blood stream infection cases in year
For information
for HCT

98.6% 100.0% 98.5%

99.5% 100.0% 99.2%

100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%
0

0

0

1

0

0

0

0

0

2

Each indicator in Table 1 will be discussed in detail in the following sections of this
report, under the relevant headings:

4.2 MRSA
MRSA is Meticillin-resistant Staphylococcus aureus, a strain of the bacterium
Staphylococcus aureus, which is resistant to certain groups of antibiotics.
Mandatory reporting to Public Health England and performance monitoring by
CCG’s relates specifically to:

1. Cases where MRSA is present in the bloodstream i.e. MRSA bacteraemia.
(The annual trajectory for MRSA bacteraemias is 0 cases)

2. Compliance with admission screening for identification of MRSA on a
patient’s skin (colonisation), in our community hospitals

•

MRSA bacteraemia (blood stream infections)

There have been 0 avoidable MRSA bacteraemia cases in 2017/18 assigned to the
Trust. This is the sixth consecutive year that the Trust has achieved this
q u a l i t y performance indicator.

•

MRSA screening

Since March 2009, HCT has screened all adult community hospital patients on
admission for MRSA colonisation as part of the 2008/09 Operating
Framework commitment led by the Department of Health to reduce MRSA
bacteraemia cases. 100% of patients were screened for MRSA on admission
to our community hospital wards. The Trust performance target is 95% and
the Trust has reported monthly compliance with this target throughout the
year.

4.3 Clostridium difficile (C. difficile)
Clostridium difficile is an important cause of hospital acquired diarrhoea and is
associated with antibiotic use.
Annual Infection, Prevention & Control report V1.4 Final
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0

0

It is a bacterium that has the ability to produce spores (dormant cells) which are
hardy and resistant to high temperatures and able to survive in the environment
for a long period of time if cleaning is not thorough. Clostridium difficile infection
(CDI) ranges from mild diarrhoea to a severe life threatening condition called
pseudomembranous colitis. People most at risk of infection are the elderly,
immunosuppressed, severely ill and those who have had recent courses of
antibiotics.

•

C. difficile recorded cases

In 2017/18 the contracted ceiling set by the CCGs remained at 6 cases of C. difficile,
where diagnosis is made more than 3 days after admission, to a Trust community
hospital.
In 2017/18, HCT reported 10 cases of laboratory confirmed Clostridium difficile
Infection (CDI), of which only 2 cases have been Trust apportioned against the
annual Trust trajectory of 6 cases (Table 2). All cases of CDI are subject to a
rigorous Root Cause Analysis (RCA) process, which review the care the patient has
received. The reason that 2 cases have been Trust apportioned is that lapses in
care, which could lead to the development of CDI, were identified as part of the
RCA process.
8 cases have been successfully appealed at CCG level, as no lapses in care were
identified. This represents 80% of the 2017/18 cases being successfully appealed,
demonstrating a significant improvement against 40% of cases in 2016/17 and
37.5% of cases in 2015/16.
Table 2: C.difficile HCT reported & apportioned cases 2017-18
C. difficile infection cases – 2017/18 compared to 2016/17 and 2015/16

2017/18
2016/17
2015/16

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

0
1
0

1
0
1

2
0
1

0
0
0

0
0
1

1
1
1

0
0
0

2
0
0

1
1
0

1
0
2

1
1
2

1
1
0

Total
Trust
cases apportion
10
2
5
3
8
5

Root cause analysis, (RCA), investigations identified good practice and areas for
improvement, which was fed back to clinical staff across the organisation. Some
examples of the feedback given include:
Good practice identified:
•
•
•
•
•

Prompt isolation in the majority of cases
Prompt review and initiation of treatment
Appropriate cleaning of vacated bed spaces
Good communication between ward doctors and microbiology regarding
antibiotic treatment
Promptly obtaining stool samples
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Areas for improvement identified:
•
•
•

Stool samples must be clearly labelled to indicate the ward, so that results
can be reported in a timely way
Stool algorithm to be displayed in all sluice rooms
Patient with type 5-7 stool should be isolated within two hours of symptoms
starting, where possible

In 2018/19, the IPC team will continue to support clinical staff to reduce lapses in
care, with targeted actions, reflecting the learning from RCAs, included in the IPC
annual delivery programme. Progress against the delivery programme will be
monitored through the IPC forum.
Processes to strengthen RCA action plan assurance were implemented in late
March 2018, with the introduction of the use of DATIX to manage actions and to
upload evidence, which supports completion of actions. Action plans for case 7
onwards have been entered onto the DATIX system. Ward managers have been
provided with face to face training to support managing actions on the DATIX
system. The aim of this approach is to ensure all documentation and supporting
evidence is stored in a central repository, which if used effectively, will ultimately
improve governance.
Work is currently in progress to develop a Clostridium difficile integrated care
pathway on SystmOne, with built- in read codes to enable reporting functionality.
This will enable the IPCT to extract key data from the system for monitoring/
identifying learning needs and RCA purposes.
The planned go live/ publishing date on SystmOne is the second week in June 2018.
The IPCT will support staff in the in-patient units to make the transition from using
paper documents to inputting onto SystmOne.

4.4 Hand Hygiene
Effective hand hygiene, at the point of care, is a fundamental control measure in
preventing HCAI. Hand hygiene audits are undertaken on a monthly and quarterly
basis in all Community Hospital inpatient areas and integrated community teams,
with the target for compliance set as 95%.
Staff are observed against the WHO 5 moments for Hand Hygiene (Figure 2)
standards and scored accordingly. In addition to the 5 moments, staff are also
observed to ensure they are compliant with bare below the elbows policy and that
their hand hygiene technique is correct. If compliance scores are below target,
services will increase auditing and provide education until 95% has been reached
for 4 weeks consistently. All staff observed as non-compliant are addressed at the
time of the audit to identify and support learning.
Hand Hygiene compliance in the inpatient Community Hospitals has consistently
been reported above 95% throughout 2017-18.
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Figure 2: WHO 5 moments for Hand Hygiene:

To maintain the profile of the importance of hand hygiene, staff across the Trust
participated in the global annual Hand Hygiene awareness day on 5th May 2017,
supported by the IPCT (Figure 3).

Figure 3: Ward staff participation in global Hand Hygiene Day 5th May 2017:

4.5 E. coli blood stream infections (bacteraemias)
E. coli is a common gram-negative bacterium that is part of the body’s normal
flora and lives in the intestinal tract of animals and humans. The term ‘gram ‘
relates to whether or not the organism being tested takes up the stain used in the
laboratory to classify it.
Although part of the body’s natural flora, E.coli have the ability to cause a variety
of infections, such as urinary tract infection (UTI) and blood stream infections
(bacteraemia).
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Gram- Negative Blood Stream Infections (GNBSI) are believed to have contributed
to approximately 5,500 NHS patient deaths in 2015, as a result, the government
launched an initiative in April 2017 to reduce GNBSI by 50% by 2021.
3 cases of E.coli blood stream infections were reported in HCT during 2017/18.
Although there is no ceiling set for the number of cases reported in year, Root
Cause Analysis (RCA) is undertaken for each case to identify learning and good
practice. Learning from the RCAs informs HCT care delivery improvements and
also the Hertfordshire wide health economy work. Both of these work streams are
focused on achieving the ambition of reducing GNBSI by 50% by 2020.
The most common source of the infection is the urinary tract. Therefore, reducing
urinary tract infection (UTI) and catheter associated UTI (CAUTI) could have a
significant impact in reducing the number of healthcare associated infections.
In 2018-19 the Trust will continue to work collaboratively with the Herts health
economy, to support the CCG to achieve the Quality premium ambition of a
reduction in the number of GNBSI, across the whole health economy.
As part of this work, an HCT E. coli reduction strategy will be developed in Q1 of
2018-19, by the IPC lead Nurse and presented to the IPC forum in July 2018.
Management of urinary catheters, hydration and appropriate antibiotic
management of urinary tract infections will be the focus of the strategy.
Collaboration with the Trust antimicrobial pharmacist and Bladder and Bowel
team will be fundamental to achieving improvements.

4.6 Antimicrobial stewardship
As part of providing assurance the Trust is meeting Criterion 3 of the Health and
Social Care Act Code of Practice to Reduce HCAI (DH, 2015) the Medicines
Management team work plans includes a focus on improving antimicrobial
stewardship in 2018-19 which consists of:

•

On-going quarterly antimicrobial audits of all adult inpatient units. Reports will
continue to be submitted to relevant Trust meetings (Appendix 2) and
cascaded via Trust communications. This audit data is presented at the quarterly
IPC forum meetings, of which the senior pharmacist is a core member

•

Green antimicrobial stickers should be used on all inpatient drug charts,
where an antimicrobial is prescribed. The aim is to highlight to all staff when
an antimicrobial is prescribed and prompts prescribers regarding the
required fields (i.e. stop or review date/indication and also sepsis screening)

•

To empower nursing staff to challenge any antimicrobial prescription which
does not have a stop or review date included and to take action. The aim is to
i m p r o v e the rates of stop and review date inclusion on drug charts. Prompt
cards are now in position on all inpatient unit drug trolleys to remind and
support nursing staff
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•

On-going monthly review of all Non-Medical Prescribers (NMP) antimicrobial
prescribing with reports sent to locality managers for discussion with NMPs.
Any prescribing of antimicrobials against Trust guidance will be queried with
feedback required. Reports collated and shared with CCGs as requested

•

Updated HCT antimicrobial guidance, including new update to management of
patients with pyrexia and community acquired pneumonia

•

Antimicrobial guideline app (free) is available for all prescribers and clinical
staff to access a shortened version of the prescribing guidance for easy
reference. This work was a joint piece of work with CCG’s and Hertfordshire
Partnership Foundation Trust (HPFT)

•

NMP prescribing forums focusing on antimicrobial prescribing continue to be
rolled out

•

All inpatient units are required to review Proton Pump Inhibitors (PPI’s) within
72 hours of admission. Monitoring of this standard has been captured as part
of 6 monthly audits. All prescriptions for a PPI require a stop or review date
where applicable after review and an indication. This information must be
shared on SystmOne and the discharge letter

•

By reducing in appropriate PPI prescribing, the aim is to reduce the associated
risk of a HCAI developing, specifically Clostridium difficile infection

•

To support this work the Pharmacy team has developed a handbook for the
doctors,(permanent/locum), which contains prescribing information including
PPI, laxative and antibiotic guidelines to support antibiotic stewardship

•

Continued active participation in the Clostridium difficile infection RCA process
and attendance at RCA meetings, providing input with regards to the
appropriateness of antibiotic prescribing and identifying good practice, as well
as areas for improvement

•

To work collaboratively with the IPCT to support the 2018-2019 Quality
premium, for reduction of inappropriate prescribing of UTI antibiotics for
patients over 70 years. This work will support the HCT E.coli reduction strategy
by providing baseline data of current prescribing across all in patient areas
from retrospective Epact data and actions to be taken forward for identified
prescribing

• The Trust participated in the European Antibiotic Awareness Day (November
2017), supporting the message to staff and patients that we need to use
antibiotics responsibly ( Figure 4)
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Figure 4 : Chief Executive supports European Antibiotic Awareness Day – November 2017

4.7 Mandatory Training Compliance
The IPCT has continued to support services to improve and maintain uptake of
mandatory IPC training in 2017-18. The year-end trust wide compliance position as
at 31st March 2018 was 91.9%, against a full year target of 90%, as shown in Table 4
below.
Table 4: 2017-18 Trust wide mandatory training compliance

• The IPCT provided approx. 42 formal face to face sessions during 2017-18,
which included all Trust induction sessions
• Uptake in the in-patient areas did not reach the 95% threshold at year end,
achieving 91.5%. The IPCT offered a number of face to face sessions to inpatient
areas that fell below the required compliance target, in an attempt to support
compliance improvement
• All IPC presentations were reviewed to incorporate learning from RCA’s,
outbreaks and incidents and the patient story remains part of the presentation,
in order to help staff understand the true impact of a preventable HCAI and to
generate discussion on how they can improve care and patient outcomes

4.8 Audit
Hand hygiene monitoring is undertaken monthly in all community in-patient units,
with compliance showing an average score overall of 99% for the year.
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If compliance scores are low services will increase auditing and provide education
until 95% has been reached for 4 weeks consistently. All staff observed as noncompliant are addressed at the time of the audit to identify and support learning.
Staff also report on compliance with bare below the elbow as part of effective hand
hygiene (as per policy) with overall compliance score of 99%.
Monthly Infection Prevention and Control audits in the in-patient units
demonstrate compliance with core policies, guidance and clinical practice. This
supports teams to focus on areas that need improving such as commode cleaning.
If the audits do not reach the minimum standard of 95%, auditing of practice is
increased locally until the service is confident that practice has improved and the
IPCT has received the assurance that change has been embedded.
Quarterly IPCT audits are undertaken to validate data submitted by the community
inpatient units and highlight areas or concerns that require addressing or
additional training. The standards of commode cleanliness and hand hygiene are
high, however overall scores for all audits undertaken tend to be lower than the
unit self-auditing scores. The audits are not undertaken on the same day so there
will be a natural variation in scoring. Areas identified by the IPCT that have had to
be addressed include; safe sharps practice, in particular correct labelling of bins
and use of the temporary closure device; environment and equipment cleaning.
Community in-patient units report on the timing of isolation for patients with Type
5-7 stool (loose/watery), where there was a suspected infectious cause for
symptoms.
Where these patient are not isolated in a single room within 2 hours, an incident
report will be completed to identify learning and confirm that a risk assessment
has been undertaken using the ‘Priority for isolation’ assessment tool to mitigate
the risk to others.
Community Teams complete quarterly audits for hand hygiene, urinary catheter
insertion and management and vascular devices management. Concerns are
discussed at team meetings and actions taken to improve practice.
Health visitors complete quarterly hand hygiene audits. Each team also completes
a quarterly environment and safety audit, selecting a different clinic within their
area each quarter, to focus on.
The Dental services perform quarterly audits. Good standards have been
demonstrated in respect of hand hygiene compliance, environmental cleaning, use
of personal protective equipment and decontamination.
All community in-patient areas performed and audit on the standard operating
procedure inspection regime for foam mattresses and pressure relieving cushions
in Sept 2017.
This highlighted the need for inspection training in one unit which was undertaken
immediately. All in patients units perform monthly inspection audits of all their
static foam mattresses and cushions.
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An external audit of static foam mattresses was undertaken in February 2018.
93.6% of those mattresses inspected passed the audit. Of the 8 mattresses (6.4%)
classed as not acceptable to pass the audit:
•

5 mattresses (4%) were condemned, as both the integrity of the cover and
foam core would impact the correct functionality of the mattress; and

•

3 mattresses (2.4%) required a replacement cover

4.9 Patient experience
•

Friends and Family Test data reported high levels of patient satisfaction with
the cleanliness of the environment

•

99% of patients told us that the hospital room or ward they were in was very
clean (86%) or fairly clean (13%)

•

Of the patients who gave us friends and family test feedback, 96% told us
that the staff washed or cleaned their hands between patients

•

The IPCT have been actively involved in all the PLACE visits during 2017/18,
providing valuable support to the facilities manager and volunteers. A
number of issues have been identified in terms of the membership of the
PLACE inspection teams, specifically relating to the absence of an
operational estates manager and Clinical Services manager; these
suggestions have been put forward to the Patient Experience Manager,
ahead of planning the PLACE visits for 2018/19

5. Outbreaks within HCT Community hospitals
An outbreak is defined by Public Health England (PHE) as two or more cases linked
in time, place and person. During 2017/18, the IPCT successfully managed 4
seasonal outbreaks which met the PHE definition, as shown in Table 5 below. In
accordance with trust policy, formal outbreak control group meetings were held
throughout the duration of each outbreak. All outbreaks were managed to a
satisfactory conclusion, with very positive feedback received from the CCG and
PHE about the efficient way they were managed.
The respiratory outbreak at Herts & Essex Hospital (HEH) was caused by
Respiratory Syncitial Virus (RSV). RSV is one of the common viruses that cause
coughs and colds in winter. RSV usually causes mild respiratory infection in adults
and children. The outbreak was identified in a timely way and well managed
throughout the duration. No harm was associated with this outbreak. The CCG did
not request this to be escalated as a Serious Incident (SI).
The CCG requested that the 2 of the 3 Norovirus outbreaks were reported as SI’s.
Following review of these outbreaks, the IPCT concluded that there was nothing
that could have been done differently to prevent the outbreaks, as Norovirus
circulates prolifically within the Community and in acute hospital settings during
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winter months. Individuals can be incubating and shedding the virus (infectious)
before displaying symptoms; it is therefore not possible to prevent the virus
getting into the hospital environment, as people come in unknowingly incubating
the virus. Once in the hospital environment, a very low infectious dose is needed
for the virus to spread from person to person very quickly. However, despite
these challenges symptoms were identified in a timely way and control measures
put in place immediately.
The Norovirus outbreaks were managed to a satisfactory conclusion, no harm was
associated and minimal impact operationally. No patients were transferred to the
acute hospitals as a direct result. On this basis a request to the CCG for the SI’s to
be de-escalated is in progress.
Table 5: Confirmed outbreaks 2017/18
Organism Detected

Duration

No: Affected

Dec

In patient unit

Danesbury

Norovirus

27/12/17-05/01/18

11 patients, 9 staff

Jan

HEH

RSV

18/01/18-07/02/18

14 patients, 8 staff

Feb

PBH

Norovirus

27/02/18-15/03/18

19 patients 8 staff

Mar

HEH

Norovirus

21/03/18-27/03/18

9 patients, 3 staff

Good practice identified:
•

Good MDT communications and engagement from Medical Consultant

•

Accurate and timely recording of symptoms by ward staff

•

Hard work of all ward team members

•

Cleaning staff worked very hard and respectful of the patients

•

Adherence to the HCT Outbreak procedure

•

Regular outbreak control group meetings

•

Timely obtaining of stool samples

Areas for improvement:
•

Subcontracted deep cleaning team challenged IPC advice on when deep
clean could be started and did not send sufficient staff initially

•

Cleaning supervisor not available in the evening to sign off deep clean, due
to current contract arrangements

•

Challenging to have affected patients in escalation beds i.e. the seminar
room, as it doesn’t have the same facilities as a normal single room and is
not in the main ward area

•

One doctor covering both wards

Annual Infection, Prevention & Control report V1.4 Final

Page 18

6. Estates and Facilities
The Estates and Facilities team support the Trust to demonstrate and meet the
objectives of Criterion 2 in the code of practice for preventing infections (DH,
2015). The Trust is committed to providing and maintaining a clean and
appropriate environment which facilitates the prevention and control of
infections for patients, visitors and staff.
HCT/ HPFT strategic alliance:

•

A joint estates structure has been agreed and implementation has begun
between HPFT and HCT, enabling the sharing of resources to deliver a new
estates structure to support both organisations in 2018/19. This will include
increased facilities
resources managing maintenance services and
catering/cleaning services. These will be managed separately by experienced,
qualified individuals together with monitoring personnel. There will also be 7
facilities managers supporting and managing services on a site basis.
Water Safety Compliance:

•

Concerns have been escalated by the IPCT to the Executive in relation to Water
safety assurance, specifically relating to a Water Safety Plan (WSP) and a
functioning Water Safety Group (WSG) being in place, as described in:
•

HTM 04-01 – Safe Water in Healthcare premises (part B)

•

The Health and Social Care Act 2008, Code of Practice on the prevention and
control of infections and related guidance

The risk has been entered on the risk register and an action plan has been put in
place by the Associate Director of Estates to recover the required assurance
position. An expert Water safety consultant has been engaged to support the
recovery plan and a full gap analysis is in progress. A compliance position report,
with recommendations, from the Consultant is expected in mid-June, 2018.
HCT estate improvements:

•

A number of improvements have taken place to the Trust estates which include:
•

Improvements to existing estate and completion of planned major
developments, to enhance the patient environment and reduce the risk
of infection to patients including:

•

The Marlowe’s Health & Well-being Centre – new Integrated Care Facility
to replace Pat Lewis and Grove Road
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Improved Water Heating Systems have been delivered in the following
sites:

•
•

Bedford Road Health Centre

•

Queen Victoria Memorial Hospital

•

Danestrete Clinic

•

Waltham Cross Clinic

•

Harpenden Memorial Hospital
New Planned Developments include the following sites ,as part of a
major development programme which will enable replacement
facilities:

•

•
•
•

The Harpenden Health & Well-being Centre
Elstree Health & Well-being Centre
St Albans Civic Centre Health & Well-being Centre

Cleaning contracts:

•

The Estates team manages the cleaning contracts for HCT and following
capacity concerns have regularly monitored standards. NPSA (2007) cleaning
audits have been undertaken and cleaning concerns escalated to the individual
contractor. It is acknowledged that further work is required to implement a
robust programme of joint quality assurance monitoring, involving Ward
managers and the IPCT in this process. Currently supervisors/managers
conduct monthly Quality inspections that give a snap shot of performance and
any issues:
•

Reported/noted decline in standards has been addressed initially by the
associated supervisor. In some cases refresher training was given and
improvement met, increased monitoring of the employee/area is
performed. In some cases where training was not seen to be the cause
these issues were escalated and dealt with through HR process by a
Manager

•

Implementation of the periodic cleans. The periodic schedule for the year is
shared with the Trust. Where these planned cleans take place in patient areas
the sub-contractor meets onsite with the nurse in charge along with the
Interserve Supervisor prior to the clean to produce a schedule of works in order
to ensure minimal disruption to patients and staff

•

In the Clinic sites - cleans take place out of hours, causing no impact to service,
regular updates, associated pictures and completion certificates (Signed off by
Trust staff/Interserve Supervisor) are emailed to the Interserve Managers and
will also include the Soft FM Manager and Site Facilities Manager
•

During the course of managing the seasonal Norovirus outbreaks, the IPCT
identified an issue with cleaning supervisors not always being available to
sign off the deep clean of the ward at the end of the outbreak. In these
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situations ward staff were given this responsibility. This issue was
escalated to the facilities manager and professional lead for nursing at the
time and work will continue, supported by IPCT, in 2018-19 to overcome
these contractual challenges

7. Key areas for development in 2018-19
The key areas for development in 2018-19 will be managed and monitored through
the Infection, Prevention & Control delivery plan. The fundamental aim of the 201819 plan will be a collaborative approach to support front line clinical staff to deliver
the best Infection Prevention practices possible, through developing knowledge
and skills and encouraging front line ownership and ultimately delivery of positive
patient outcomes.
Throughout 2017-18 learning from outbreaks and Clostridium difficile RCA’s has
been captured and shared with clinical teams. The delivery plan will build upon this
feedback and learning, with targeted actions included in this programme, to include
risk assessment for priority use of isolation rooms.
Cleaning standards assurance processes will also be an area the IPCT will continue
to develop, by supporting the facilities manager to implement a programme of joint
monitoring and supporting ward staff to understand the standards required and
the processes for escalation to resolve issues.
Collaborative working with both internal and external stakeholders is key to the
success of effective service delivery .The IPCT at HCT will continue to support the
collaborative health economy work, to address the NHS England ambition of
reducing GNBSI, building upon the work streams already in place, particularly
around urinary catheter care.
Enabling staff to access information and educational material at any time of the day
or night, using the technology available to us, will be another area of focus for the
IPCT. SystmOne care plans will be reviewed and updated where required and
additions to the care plan suite will also be made. Work is already in progress to
develop SystmOne documentation with built in read codes, to enable system
analytics and reporting functionality.
The IPC intranet site will be re-energised and continue to evolve as a "one stop
shop" for useful information and the development of apps will be explored.

8. Conclusion
In 2017-18 HCT has continued to demonstrate compliance with The Health and Social
Care Act, Code of practice on the prevention and control of infections, ( DH 2008,
revised 2015 and has acknowledged relevant local and national directives guidance
and quality standards .
2017-18 has been a year of significant improvements, notably the reduction in
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lapses of care that can lead to CDI. The work undertaken demonstrates our
commitment to meeting essential quality and safety standards, enabling HCT to be
registered to provide a high standard of care in the clinical area and home setting
where our patients feel safe.
The IPCT will continue to build on all of the 2017-18 achievements in the coming
year and capturing the learning from RCA’s and incidents to ensure everyone who
accesses HCT services experiences the best possible IPC standards.
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Appendix 1:
The Health and Social Care Act 2008:
Code of practice on the prevention & control of infections (DH 2015)

Compliance
criterion

What the registered provider will need to demonstrate
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1

Systems to manage and monitor the prevention and control of infection

2

Provide and maintain a clean and appropriate environment in managed
premises that facilitates the prevention and control of infections

3

Ensure appropriate antibiotic use to optimise patient outcomes and to
reduce the risk of adverse events and antimicrobial resistance

4

Provide suitable accurate information on infections

5

Ensure prompt identification of people who have or are at risk of
developing an infection so that they receive timely and appropriate
treatment to reduce the risk of transmitting infection to other
people

6

Systems to ensure that all care workers (including contractors and
volunteers) are aware of and discharge their responsibilities in the
process of preventing and controlling infection

7

Provide or secure adequate isolation facilities

8

Secure adequate access to laboratory support as appropriate

9

Have and adhere to policies

10

Have a system in place to manage the occupational health needs of staff
in relation to infection

Appendix 2: Quarterly Antibiotic Audit data 2017-18

Number of patients
Average patient age
Number of
antimicrobial

January
2016

April
2016

July 2016

October
2016

January
2017

28
80

19
69

35
83

34
79

32
81

28

22

41

40

40

April
2017 (po
and IV
abx only)
22
82
25
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July 2017
(po and
IV abx
only)
23
78
24

Oct 2017
(po and
IV abx
only)
31
85
40

Jan 2018
(po and
IV abx
only)
19
78
21

April 2018
(po and IV
abx only)
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21
78
23

prescriptions
Standard 1: Allergy
box on drug chart
completed*** (To
achieve 100%)
Standard 2:
Indication for
antimicrobial
prescribing in patient
notes* (To achieve
100%)
Indication for
antimicrobial
prescribing on drug
chart*
Standard 3:Duration
of, or review date for,
antimicrobial therapy
stated on drug chart*
(To achieve 100%)
Duration of, or
review date for,
antimicrobial therapy
stated in patient
notes* (To achieve
100%)
Standard 4:
Prescribing (initiated
within HCT) follows
HCT guidance or
Consultant
Microbiologist
advice** (To achieve
90%)
Have appropriate
microbiological
samples been
taken/reported
related to
antimicrobial/s
prescribed.
Patients concurrently
prescribed an
antibiotic and a PPI

100%

100%

94%

97%

94%

100%

100%

89%

64%

51%

73%

68%

86%

92%

46%

55%

46%

70%

68%

81%

96%

61%

77%

61%

75%

55%

86%

100%

54%

50%

27%

20%

40%

57%

46%

100%

32%

100%

21%

100%

88%

95%

100%

95%

91%

100%

96%

88%

90%

87%

83%

90%

74%

97%

100%

100%

73%

95%

93%

85%

95%

100%

72%

100% note data
for 3
units
incomple
te

75% note data
incomple
te for 2
units

88%note data
incomple
te for
some
units

75%

100%

100%

100%

40%

41%

38%

27%

48%

10%

58%

62%
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Board 26th July 2018

Attachment J1viii

Pressure Ulcer Year End Update
2017/18
1.0

Executive Summary

HCT is focused on the elimination of all avoidable pressure ulcers experienced by patients in
our care.
The total number of avoidable pressure ulcers reported during the year is 42. This
represents a decrease on 2016-17 of 20 (32%); however there was an increase of 8
category 3 and 4 pressure ulcers.
The increase in the number of avoidable category 3 and 4 pressure ulcers may be due to the
increased scrutiny by the Tissue Viability Lead as well as increased awareness by staff of
categorising and reporting. It may also be linked to delays in referral from other care
providers.
This Pressure Ulcer Update report provides:
• An update on the work of the Pressure Ulcer Forum over the year 2017/2018
• Data relating to reported pressure ulcer incidents for the year 2017/2018
• Actions taken to reduce avoidable pressure ulcers.
2.0

Key Achievements/Learning during 2017/18

An increased number of Root Cause Analysis (RCA) and learning action plans have been
requested from teams and these have provided intelligence on some common themes:
− Absent or delayed assessments including Waterlow, MUST, Skin and core
assessments.
− Lack of documentation of advice and guidance provided to residential homes, home
care and informal carers.
− Lack of robust exploration where patients do not want to comply with professional with
regard to equipment, repositioning, skin assessment and other aspects of preventative
care.
Actions to address these themes have included:
• A second round of TV team training sessions delivered to staff at their bases with a
specific focus on the three common RCA themes between December 2017 and February
2018; 138 staff attended these sessions.
• Locality-based Clinical Leads are promoting four, eight and 12 week assessments, with
SystmOne providing pop up reminders.
• Links to Waterlow, MUST and Skin assessments have been provided within the wound
assessment templates and care plans on SystmOne.
• Raising awareness of the importance of documenting carer conversations and advice.
• Implementation of a one-sided pictorial pressure ulcer information card (evaluated by ten
patients) to ensure patients are fully informed of the consequences of not following advice
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• The scrutiny given to pressure ulcer incidents has been much higher than in previous
years following the appointment of a Tissue Viability (TV) Services Lead in November
2016.
3.0

Governance Arrangements

Pressure ulcer incidents are reviewed by the Tissue Viability Clinical Specialist Service Lead
and Root Cause Analysis/further investigation is requested for pressure ulcer incidents
where the level of harm and avoidability is unclear and lessons learned are identified. The
themes and trends identified are discussed at the Pressure Ulcer Forum to guide the forum’s
work plan. Pressure ulcer incidents that are reported as a serious incident are investigated
using the Trust’s Serious Incident Policy and Procedure and are reviewed at the Serious
Incident Assurance Panel. The panel seeks assurance that recommendations generated
through investigation are implemented and there is evidence of improved patient safety.


Pressure ulcer reporting

All category 2-4 pressure ulcers are reported as patient safety incidents. There has been an
increase in PU incidents reported in quarter 4. The trend line (black straight line)
demonstrates that whilst there is some quarterly variation in the total numbers of pressure
ulcer incidents reported, there continues to be an overall downward trend.
Table 1: Number of all category 2-4 pressure ulcers reported on Datix, inherited and acquired
No of cat 2-4 PU's
600
500
400
300
200
100
0



Avoidable pressure ulcers

428 category 2 to 4 pressure ulcer incidents were reported in quarter 4, representing 33% of
all patient safety incidents reported in quarter 4.
Of the 428 pressure ulcer incidents 11 were considered avoidable. Themes identified as
concerns include gaps in the timely completion of skin and risk assessments, evidence of
actions taken in response, documentation of preventative advice and measures taken to
achieve concordance with advised treatment.
No pressure ulcers acquired in inpatient units have been assessed as avoidable in
2017/2018.
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Table 2: Avoidable PU’s per 1,000 patients (referred to ICT/CAHS teams)
Avoidable Pressure Ulcers per 1000 patients ICT Caseloads
Apr-17 to Sep-17

0.40
0.30
0.20
0.10
0.00
Apr-17

May-17

Jun-17

Jul-17

Aug-17

Sep-17

Average

Review shows that for April to September 2017 there were, on average, 15,315 patients
registered to ICT/CAHS teams across HCT each month.
An average of 3.67 patients acquired avoidable pressure ulcers each month during that
period.
This represents an average of 0.24 patients per 1,000 in all ICT/CAHS teams’ care, meaning
that over 99.9% of patients cared for by all ICT/CAHS teams received harm free care and
did not develop an avoidable PU (data has been requested for October 2017- March 2018
but not available at the time of writing this report).
4.0

Quality Priorities

2017/18 Quality Priority – “to reduce the number of acquired avoidable pressure ulcers by
30%”.
The year-end position shows an overall reduction of 32%.
There was a 78% reduction in the number of avoidable category 2 pressure ulcers reported.
The number of avoidable category 3 and 4 pressure ulcers is higher than target.
The number of avoidable pressure ulcers as a proportion of all pressure ulcer incidents
reported has reduced to 2.5%, meeting the target set.
Table 3: 2017/18 Quality Priority 4 trajectory progress
End of
Year
position
(2016/17)

Number of acquired
avoidable category 2 PUs

Number of acquired
avoidable category3 or 4
PUs
Proportion of incidents
reporting acquired avoidable
category 2, 3 and 4 PUs as
proportion of all PU
incidents reported

Q1

Q2

Q3

Q4

36

Target 10
Actual 2

Target 8
Actual 1

Target 5
Actual 1

Target 3
Actual 4

26

Target 7
Actual 12

Target 5
Actual 8

Target 4
Actual 7

Target 2
Actual 7

Target
3.9%
Actual
3.8%

Target
3.5%
Actual
2.2%

Target
3%
Actual
2%

Target
2.5%
Actual
2.5%

3.5%

Target
(end
2017/18)
Actual 8
78%
reduction
Target 26
(30%
reduction)
Actual 34
31%
increase
Target 18
(30%
reduction)
Actual
2.5%
Target
2.5%
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The Tissue Viability Clinical Specialist Service Lead’s scrutiny of Datix incidents continues
and root cause analysis is requested for pressure ulcer incidents where the level of harm
and avoidability is unclear and lessons learned are identified. It is possible that this level of
scrutiny may be creating an increase in the number of identified avoidable pressure ulcers.
This increased scrutiny has also highlighted the fact that 48% of patients deemed to have an
avoidable pressure ulcer were also receiving home care, and 33% were in a residential
home.
An explanation for the lower number of avoidable category 2 pressure ulcers compared to
category 3 or 4 pressure ulcers may be that carers are not recognising damage early
enough and escalating to the nursing team in a timely fashion. For example many patients
are referred to HCT with a category 2 or 3 pressure ulcer acquired under the care of a
residential home or home carers. These pressure ulcers may then continue to deteriorate.
Regardless of the level of care provided by other agencies, if HCT cannot demonstrate that
the expected standard of care has been delivered by HCT staff, the pressure ulcer will be
then be assessed as avoidable to HCT.
It is anticipated that increased education and scrutiny will enhance learning, improve care
and documentation of care delivered and reduce avoidable pressure ulcers in the longer
term. It is common after such scrutiny and focused education delivery to see an initial
increase in numbers due to improved awareness and identification. However, there have
been national reports of similar increases both in acute and community trusts around
England which may be indicative of the aging population living with long term complex health
needs.

5.0

Serious Incidents Management

Where significant gaps in care delivery are identified and a pressure ulcer results in
moderate or severe harm, a serious incident (SI) is reported and investigated.
Seven were linked to pressure ulcer development and/or deterioration which represents the
largest group of SIs and is indicative of the type of patients cared for by a community trust.
These were also raised as safeguarding concerns due to the potential omissions in care.
This represents an increase from 2 in 2016/2017 and is likely to be linked to the robust
scrutiny of pressure ulcer incidents by the Tissue Viability Service Lead to identify the level
of harm to the patient and the avoidability of the pressure damage.
The Trust has a robust improvement plan in place with regard to the management of
pressure ulcers and a new Safeguarding Adults Protocol has been published by the
Department for Health and Social Care to support the management and investigation of
pressure ulcers linked to safeguarding concerns; this will be implemented in 2018/19.
6.0

Work in progress for 2018/2019

• The Pressure Ulcer Forum has revised its Terms of reference and drafted a new Work
Plan to reflect the learning identified over 2017/18.
• The Tissue Viability Team will continue to work in partnership with HCPA to deliver
education to home care providers and residential home staff. A programme of training will
commence from May 2018.
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• In partnership with Princess Alexandra Hospital and a commercial dressings company, a
training programme called React to Red will be delivered to targeted geographical,
residential home and home-care providers to upskill the local workforce. A train-thetrainer programme will also be delivered to managers to provide sustainability of
knowledge.
• A member of staff will be employed and seconded to Hertfordshire Equipment Service to
support equipment provision and training thereby maintaining close working relationships.
• A task and finish project is underway to review the use of the Waterlow risk assessment
tool to evaluate whether it meets the needs. An alternative, PURPOSE T, is being piloted.
• The focus on the reduction of pressure ulcers and the improvement of wound care
management as a Quality Priority will continue.
• The Tissue Viability Clinical Lead Nurse and the Serious Incident Manager will pilot a
case study approach with clinical teams to identify learning and root causes for avoidable
pressure ulcers, which it is hoped will support the identification of barriers to delivering the
expected standards and improve practice. If successful this will be rolled out to all teams.
Claire Peck Serious Incident Manager
Heidi Sandoz Tissue Viability Clinical Service Lead
15/06/2018
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Medical Devices Manager
Medical Devices Safety Officer
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1.

Executive Summary
This report will give an account of the work that has been carried out across the Trust to ensure
that medical devices are managed in a safe and effective manner. In addition this report provides
assurance that Hertfordshire Community NHS Trust (HCT) complies with relevant legislation,
regulatory framework, national policy and guidance for management of medical devices.
This report will also demonstrate the scope of work undertaken by the Medical Devices Team
(MDT) in developing the service during 2017/18 and to provide support to Trust staff and patients
in the safe and effective use of medical devices.
Furthermore, this report will conclude with the proposed work priorities for 2018/19.

2.

Key Achievements
•
•
•
•
•
•
•
•

Delivered maintenance compliance of 82% for high risk devices whilst meeting
competing work demands.
Refurbishment and re-issue of 1200 walking aids with a replacement cost £18k
Maintained maintenance activity of 2016/17 whilst supporting walking aid pilot and
competing work demands and an increase in Assets Under Management (AUM) of
14%
Management and deployment of £492k new medical devices from funding by the
Capital Investment group (CIG).
Medical Device purchasing, deployment and support to The Marlowes Health &
Wellbeing Centre.
Recruitment of additional B6 agency engineer in March 2018.
Trial of electronic forms to request maintenance on medical devices.
Further development of custom reporting and KPIs through E-Quip (Medical Devices
Software/Database) introduced in January 2018 for business units and services that
advice on device compliance within their area.

2.1. Key Risks identified for 2018/19
The following areas have been identified as possible risks during 2018/19:
•

•
•
•
•

Cost pressures identified for 2018/19 have not been funded which impacts on the ability of
the MDT to:
o meet set targets for medical device compliance;
o improve response & rectification times for faulty medical devices;
o deliver service improvements; and
o recruit permanent engineering staff;
An increase in competing work demands may limit the robust auditing of medical device
training records held by Department Equipment Champions (DECs);
Ensuring high risk medical devices and in-particular T34 syringe drivers are fully maintained
and within service date remains a risk for 2018/19. Improved reporting from the E-Quip
medical device management software will be used to target non-compliant services;
The HVCCG tender exercise results in significant uncertainty regarding workforce planning
and service developments due to the workload required in transferring ownership of
associated medical devices;
Insufficient agency engineering staff may put the in-house maintenance at risk. This risk is
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mitigated by ensuring good communication with existing agencies and local NHS Trusts that
can provide short term support;
Insufficient suitable applicants for medical device engineering posts would prevent the
further development of in-house maintenance. This would be mitigated by continuing to use
existing agency staff; and
Improvements to maintenance compliance for medium and low risk medical devices are at
risk because of limited buy-in by some staff and services in addition to their competing work
demands. Improved reporting from the E-Quip medical device management software will
be used to highlight compliance rates to services and teams.

•
•

3.

Introduction

The Trust currently owns approximately 9400 medical
devices which is a 14% increase of Assets Under
Management (AUM) since 2016-17. These devices
range in complexity from thermometers to x-ray
machines, with a replacement value of approximately
£4m. In order to ensure patient safety these devices
need to be managed throughout their lifecycle in
accordance with both legislation and guidance from
CQC and MHRA.
Figure 1- demonstrates the medical device lifecycle
and shows each of the key stages from initial
selection, purchasing, use and finally disposal.

Figure 1 - Medical Device Lifecycle

In order to ensure devices are managed safely through each of these stages and to ensure
compliance with relevant legislation and guidance, the Medical Devices Team:
•
•
•
•
•

4.

Maintains an accurate database of medical devices including maintenance history;
Ensure all staff access appropriate training and are competent to use medical devices
within their role;
Robustly manage the purchase, acceptance, maintenance and disposal of medical
devices;
Accurately reports on medical device compliance and management KPIs; and
Has an established Medical Devices Advisory Forum (MDAF) to monitor the Trust-wide
use and governance of medical devices.

Strategic Context
Care Quality Commission (CQC) Outcome 11, states that:
“Equipment provided for the purposes of the carrying on of a regulated activity is (a)
properly maintained and suitable for its purpose; (b) used correctly and (c) ….available in
sufficient quantities.” This requirement of CQC Outcome 11 falls under the Health and
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Social Care Act 2008 (Regulated Activities) 2010. “
Robust medical device management processes are essential for HCT to meet this requirement
and all other medical device legislation and guidance.
The developments within the Medical Devices Team (MDT) during 2017/18 have directly
supported the delivery of the following Trust Objectives:
•
•
•
•
•

5.

We will support people to manage their own health and wellbeing;
We will improve clinical outcomes and enhance patient safety;
We will expand community services through the delivery of excellence;
We will use resources efficiently to improve services; and
We will empower our workforce to deliver our vision and objectives.

Governance Structure
The Director of Nursing & Quality /Chief Nurse holds board level accountability for the delivery
of safe and effective management of medical devices within the Trust. Delegated
responsibility is to the Deputy Director Quality & Governance/Deputy Chief Nurse who chairs
the Medical Devices Advisory Forum (MDAF) which is a subcommittee of the Patient Safety
and Experience Group which reports to Healthcare Governance Committee. The MDAF meets
quarterly and receives:
•
•
•
•
•
•
•
•

Operational overview of medical device management activity;
Key Performance Indicators (KPI) relating to management of maintenance of medical
devices;
Medical Devices risk register;
Reviews and monitors medical device incidents;
Audits of Medical Device operations;
Audits of Department Equipment Champions (DEC);
MHRA medical device safety alerts; and
Manufacturer Field Safety Notices (FSN).

Membership includes Deputy Director Quality & Governance/Deputy Chief Nurse, Medical
Devices Manager, Operational Services, Department Equipment Champions and Procurement
and other co-opted members.

6.

Quality and Regulatory Compliance

There are approximately 100 different types of medical device used within HCT. This broad
range of devices is covered by a significant number of regulations and guidance information,
including the following:
•
•
•
•
•

The Health and Social Care Act 2008 (Regulated Activities) Regulations 2014
Health and Safety at Work etc. Act 1974
Management of Health and Safety at Work Regulations 1999
Medical Devices Regulation (2010)
The Medical Devices (Amendment) Regulations 2012
Page 4 of 12

•
•
•
•
•
•
•
•
•
•

The Provision and Use of Work Equipment Regulations (1998)
The Electricity at Work Regulations (EWR 13)
Electrical Equipment (Safety) Regulations (1974)
Control of Substances hazardous to Health regulations 2002
The Lifting Operations and Lifting Equipment Regulations (1998)
The Pressure Systems Safety Regulations (2000)
Waste Electrical and Electronic Equipment Regulations (WEEE Regulations) (2006)
Carriage of Dangerous Goods and Use of Transportable Pressure Equipment 2009 and
2011 Amendment Regulations
The Ionising Radiations Regulations 1999
The Manual Handling Operations Regulations 1992
In addition to the above regulations,
medical devices are also covered by
Health Technical Memorandum (HTM)
guidance issued by DoH.
Figure 2 highlights the various HTM
documents that are related to HCT
medical devices including:
•
•
•
•
•

HTM 01 - Decontamination
HTM 02 - Medical Gases
HTM 04 - Water Systems
HTM 06 - Electrical Services
HTM 08 - Specialist Services

Figure 2 - Health Technical Memorandum

7.

Medical Devices Team
The Medical Devices Team (MDT) has improved patient safety and supported patients and staff
by managing medical devices and related operational issues within HCT. The team consists of a
Medical Devices Manager, two medical device administrators and an agency B4 Medical Device
Engineer. In addition, a B6 agency Medical Devices Engineer was recruited in March 2018 to
support the management and maintenance of medical devices across the organisation.
The MDT is supported by Department Equipment Champions (DECs) throughout the Trust who
assist locally with device maintenance and management of devices within their service. In
addition DECs ensure staff are trained to use medical devices and relevant records are
maintained to provide assurance.
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8. Key Areas of Work during 2017/18
Medical Device Management & Maintenance Activity
During 2017/18 the MDT have continued to provide in-house maintenance and management to
the majority of the 9400 medical devices owned by HCT. Figure 3 below shows the number of
jobs performed during the period for key areas related to the management of medical devices
versus activity from previous years.

Summary of Medical Device Management Activity
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Equipment

PPQ Authorisation
Requests

Figure 3 - Medical Devices Management Activity



Comparison with last year 2016/17

It can be seen in figure 3 that medical device maintenance and management activity has
remained comparable with activity performed in 2016/17. The approximate 10% drop in
acceptance tests for new medical devices is caused by the 2016/17 figures being inflated by the
Medi-Pi project. An increase in decommissioned equipment can be attributed to changes in
processes used by the MDT to log and record decommissioned equipment.
It is significant to note that the above workload has been maintained whilst the MDT have at the
same time managed and delivered the walking aids pilot which is estimated to have used
approximately 15% of our in-house technical resources.


High Risk Devices – Maintenance Compliance

Figure 4 shows the April 2018 data on maintenance compliance of high risk devices.
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Number of Medical Devices

Maintenance Compliance for High Risk Devices - April 2018
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Figure 4 - Maintenance Compliance for High Risk devices - April 2018



Comparison with last year

There are currently 497 high risk medical devices within HCT which is an increase of 72 devices
during 2017/18. This increase consists of additional T34 syringe drivers purchased in March
2017 and 26 new automatic defibrillators purchased for HCT health clinics.
When compared with April 2017 there has been an 8% reduction of compliant high risk medical
which relates to 88 (of 497) being overdue servicing by more than 1 year. Of these 88 devices it
is believed that 25 have been lost during the last 4 years. These lost devices will not be removed
from the asset register until a datix incident has been raised by the relevant service.
As demonstrated in 2016/17, improved reporting to business units and services regarding the
compliance status of medical devices can result in significant improvements. To improve this
compliance the MDT has implemented additional reporting as part of the E-Quip medical device
management software to allow bespoke reporting to be performed and given to individual
services.
To reduce the likelihood of non-compliant equipment being used on a patient, all devices are
labelled with a ‘Next Test Due’ label to alert staff when equipment is due servicing and should not
be used.


Medium and Low Risk Devices – Maintenance Compliance

Figure 5 shows the April 2018 data on maintenance compliance for low & medium risk devices.
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Number of Medical Devices
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Figure 5- Maintenance Compliance for Medium & Low Risk Devices



Comparison with last year

When compared with April 2017 there has been a 3% reduction of compliant medium and low risk
medical devices being overdue servicing by more than 1 year.
As with high risk devices, to improve this compliance the MDT has implemented additional
reporting as part of the E-Quip medical device management software to allow bespoke reporting
to be performed and given to individual services.
To reduce the likelihood of non-compliant equipment being used on a patient, all devices are
labelled with a ‘Next Test Due’ label to alert staff when equipment is due servicing and should not
be used.


Walking Aid Recycling Pilot

In June 2017 following the cancellation by a local charity to collect and reuse HCT used walking
aids the MDT started a pilot to collect and refurbish used walking aids that had been returned to
HCT after patient use. The walking aids included within the pilot are walking frames, crutches and
gutter frames. During 2017-18 the MDT refurbished and redeployed 1200 walking aids with an
approximate replacement value of £18k.
In addition to generating savings for HCT and the environmental benefits of reusing walking aids
the pilot has demonstrated the ability for the MDT to support clinical service and patient care by
providing urgently needed equipment when local stocks are exhausted or supplier failure issues
arise.
Medical Devices Team: “Thank you for the emergency delivery of rollator frames for the
intermediate care beds which allowed for continuity of care and ensured patient safety.
Technical Instructor
Stevenage Integrated Community Team
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Each walking aid is cleaned as per manufacturer instructions, visually inspected for signs of
damage, ferrules replaced and functionally checked to ensure safe operation. Although the pilot
has been successful in demonstrating the benefits to HCT and patients the additional workload
has had an impact on the ability of the MDT to meet competing workload demands such as
increased servicing of medical devices. It is estimated that this additional workload has used
approximately 15% of the annual in-house technical resources to complete.
The pilot to date has relied on external couriers to collect used walking aids and deliver
refurbished walking aids back to clinical sites. It is expected that during 2017-18 it will be possible
to demonstrate the financial viability of the MDT leasing a van and employing a driver to achieve
this work. This approach would offer significant advantages to all work activity within the MDT
and benefit staff and patients by improving the responsiveness of the MDT.


Department Equipment Champions (DECs)

The role of DECs within the Trust is designed to support safe and effective use of medical devices
by all users. A primary function of the DEC role is to manage and document training for medical
devices for users within their area. This is achieved by implementing the relevant elements of the
Trust’s Medical Devices Policy and Medical Device Training Procedure.
The Medical Devices Manager provided training sessions during 2017/18 to newly appointed
DECs and audits on DEC training folders. Unfortunately due to competing work demands limited
auditing of folders took place during 2017/18.



Medical Device Alerts
(a) NHS Improvement Patient Safety Alert – NHS/PSA/W/2018/001

Risk of death and severe harm from failure to obtain and continue flow from oxygen cylinders
In response to the above alert a medical gases working group has been established to develop a
medical gasses policy and training plan for HCT staff to include all aspects of medical gases
management and use within the community setting. The first draft of the medical gases policy is
planned to be circulated in July 2018.
(b) MHRA Medical Device Alert - MDA/2018/010
All T34 ambulatory syringe pumps – risk of unintended pump shutdown and delay to treatment
In response to the above alert all staff using the T34 syringe driver have been made aware of the
risks and enhanced inspection of battery contacts has been implemented as part of routine
planned preventative maintenance.
(c) MHRA Medical Device Alert - MDA/2017/036
Syringe pumps – required user actions in the event of PL3 alarm to prevent risk of interrupted
infusion
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(d)

MHRA Medical Device Alert – MDA/2017/003

All Alaris™ GS, GH, CC, TIVA, PK, Enteral Syringe Pumps, and, Asena™ GS, GH, CC, TIVA,
PK, Syringe Pumps – risk of uncontrolled bolus of medicine
In response to the above two alerts all staff that use affected devices have been made aware of
the risks and actions required. HCT are compliant with all related actions as planned
preventative maintenance on these devices is performed by the manufacturer.
(e) MHRA Medical Device Alert - MDA/2017/029
Lung ventilators: Astral 100, 100SC and 150 – potential power loss due to faulty battery
In response to the above alert all staff responsible for this equipment have been made aware of
the risks and actions required.

(f) Medical Devices Library
The MDT have continued to operate a loan library of commonly used medical devices and
Renasys wound suction devices for loan to HCT patients and staff. These devices are available
to meet any shortfall in equipment caused when equipment requires repair or servicing.
We’re are extremely grateful for the urgent loan of the two syringe drivers when we had run
out of them in Stevenage. These were essential for the care and dignity of patients through
end of life. ”
Technical Instructor
Stevenage Integrated Community Team
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Figure 6 - Medical Device Library Loans 2017/18

Figure 6 shows the number of loans issued per month during 2017/18. On a number of occasions
throughout 2017/18 the MDT have urgently loaned medical devices for palliative care patients to
allow staff to provide urgent care and alleviate symptoms.

(g) Medical Device Safety Network
In April 2014, NHS England and the Medicines and Healthcare products Regulatory Agency
(MHRA) created the Medical Device Safety Network and instructed all large healthcare provider
organisations to appoint a Medical Device Safety Officer (MDSO) who would be a member of the
network.
During 2017/18 the HCT Medical Devices Manager has continued to represents Community NHS
Trusts as a member of the MDSO network editorial board.

9.

Summary

In summary, the Medical Devices Team has maintained the significant developments achieved in
2016/17 whilst further developing the service provided. Investment of £492 of replacement capital
equipment has allowed equipment demonstrating reliability issues to be replaced and new
equipment to be purchased to aid service developments.
However it has not been possible to further improve medical device compliance rates when
compared with 2016/17 and this remains the goal for 2018/19. These improvements to
compliance rates are to be achieved following the recruitment of an additional agency engineer in
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March 2018 and by continued improvements to the reporting ability and monitoring on medical
devices
The walking aid refurbishing pilot has demonstrated significant financial and operational benefits
to the Trust and patients. Continued improvements to the reporting ability on medical devices and
the recruitment of an additional medical device engineer is planned to deliver improvements to
compliance levels during 2018/19.
The MDT underpins the Trust’s strategic objectives and provides the Board with assurance that
there is robust management of medical devices in-place.

10.

Priorities for 2018/19

In order to build on the progress made to date, the following areas have been identified as key
priorities for 2018/19:
•
•
•
•
•
•
•
•

Recruitment of two Clinical Engineers to support in-house maintenance further, to be funded
within the existing budget.
Increase of maintenance compliance for high risk devices from 83% to 95%.
Increase of maintenance compliance for medium and low risk devices from 60% to 80%.
Focus on improvements to response and rectification times of maintenance jobs.
On-going development of loan library for key medical devices to support staff and patients
when devices require maintenance.
To lease a van and recruit a B2 agency driver to support the walking aid work and improve
the response and rectification times for all activity of the MDT.
Continued development of E-quip software to improve management reports and data
visibility to staff
To review and identify areas of improvement to support the DECs in fulfilling their
responsibilities.

Simon Ward
Medical Devices Manager / Medical Devices Safety Officer
Andy Nuckcheddee
Deputy Director Q&G/Deputy Chief Nurse

18 June 2018
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Research and Development Annual Report 2017/18

1.0

Research Team Resource:

The Research team consists of 1.2wte Band 6 Research Nurses (0.6wte x2).
The funding for these posts is received from the North Thames Research
Network for the specific purpose of NIHR portfolio recruitment. The nurses
also undertake submission of the NIHR Quarterly reporting and are
responsible for updating the EDGE Clinical Research management Database
with input and uptake of study data.
Following the resignation of the research delivery lead in January 2017, the
CRN indicated that funding of the lead post was no longer available as the
expectation is that organizations generate this funding internally to support
this function. HCT entered into a short term (three months) agreement with
East and North Herts NHS Trust from February- May 2018 to help meet
contractual agreements for the open portfolio study and to support nonportfolio studies in development. This formal agreement has now ended and
consideration is being given to a sustainable option to fulfil this role.
In the absence of a research delivery lead the research nurses are
operationally managed by the Lead AHP supported by the Children’s Service
Consultant Nurse who also sits on the KASPAR steering group and
represents HCT at the North Thames Research and Advisory Network.
Research sits within the Medical Directors Portfolio with assurance and
updates being provided bi-monthly to the Clinical Effectiveness Group.

2.0

Key Points for the Attention of HealthCare Governance: Progress
on NIHR studies

Healthy Start; Happy Start: Preventing enduring behavioural problems in
young children through early psychological intervention (HSHS).
This study is sponsored by Imperial College London, with a recruitment of
300 participants nationally.
The Hertfordshire Community Trust Clinical Research Nurses supported by
the Health Visiting Service in Welwyn/Hatfield successfully recruited 7
families to this study and delivered VIPP- SD (Video-Feedback Intervention
to promote Positive Parenting and Sensitive Discipline) intervention working
with each family over a period of 9 weeks.
A HCT Health Visiting Locality Lead acted as the Principle Investigator for
the study.

Potential Benefits to participating families;
2

Most research to date has focused on older children, when behavioural
problems are more established, and thus more difficult to treat. The aim of this
study is to evaluate a brief, early parenting intervention (Video-Feedback to
Promote Positive Parenting and Sensitive Discipline), which aims to reduce
behavioural problems in 12 – 36 month children who are at significant risk of
developing externalizing behavioural problems.
VIPP-SD is designed to improve parent’s sensitivity in interactions with their
infants, and their ability to manage their children’s positive and negative
behaviour. It has been adapted from an exciting evidence-based intervention,
which has been found to improve mother’s sensitivity in interactions with their
infants and mother/infant attachment.
Progress of Study to date
•
•
•

HCT have recruited a total of 7 families;
Recruitment finished 31st July 2017; and
Follow up measures continue until December 2018.

KASPAR RCT: a feasibility study of a randomised controlled trial to
investigate the effectiveness of a humanoid robot to support social skills
development in children with an Autism Spectrum Disorder.
The study is being undertaken jointly by Hertfordshire Community Trust and
the Psychology Department of University of Hertfordshire who are Cosponsors.
The study recruitment and intervention is taking place within Hertfordshire
Community Trust. A Consultant Paediatrician is acting as the Chief
Investigator and HCT lead with a HCT Clinical Research Nurse, a Highly
Specialist Children’s Physiotherapist and a Highly Specialist Children’s
Occupational Therapist delivering the therapy intervention at Peace Children’s
Centre Watford. There are two treatment groups, twenty being randomised to
the KASPAR only intervention group and twenty to the Therapist only Group.

Potential benefits to children participating in the study are:
NICE guidelines indicate that children should be offered a psychological
intervention as a first-line treatment and this should include play- based
strategies to increase joint attention, engagement and reciprocal
communication which KASPAR is designed to do (NICE 2013). A full scale
study will allow evaluation of the impact of KASPAR intervention soon after
diagnosis.
Offering an early intervention that has the potential to improve children’s
social skills will have an immediate impact on their ability to gain the most
3

from other forms of intervention, e.g. speech and language therapy, and
improve their long-term outcomes. Improvements in problem behaviours
experienced with ASD will reduce parental stress since there is much
evidence to support the association between children’s behaviour and
parental well-being (KASPAR RCT protocol v5)

Progress of Study to Date
•
•
•

Recruitment to study closed 30th April 2018
Total number of children recruited is 42, above the initial target of 40.
Intervention continues- sessions conducted at Peace Children’s Centre
Watford by HCT Clinical Research Nurse with additional hours from
Allied Health Professionals x 3

Follow up Measures conducted by University of Hertfordshire (UOH)
Research Assistant and HCT Clinical Research Nurse will continue until
December 2018

Multiple Sclerosis Register study
The clinical research nurses carried out feasibility within the HCT Neurological
Services. After several discussions with service leads/clinician’s it was
concluded that this study was not feasible within HCT.

Future Project’s
The clinical research nurses with the support of the Clinical Research Network
(CRN) North Thames continue to submit Expressions of Interest and
investigate feasibility of NIHR Portfolio studies.
These Include:
• Health Care Professional (HCP) Feedback on Smart Wheelchairs
and a Training Simulator - HCP’s (employees of HCT) will be
interviewed to obtain feedback on the design and development of a
Smart Powered Wheelchair and a Powered Wheelchair Simulator, for
training adults and children. Expression of Interest from HCT sent to
the sponsor in May 2018
•

Psychometric survey with patients, social-care users and carers
The aim of the project overall is to develop a new instrument that can
capture the changes in quality of life from interventions in health and
social care that would be fit for the purpose of inclusion in economic
evaluations. This study requires further review and discussion with the
4

Clinical Research Network North Thames and the sponsor before
consideration of Expression of Interest
3.0

Risks and Mitigation Plans

Risk
Research Activity remains at a low
level resulting in reduction/
withdrawal of CRN funding and an
inability to access Research
Capability Funding

Mitigation / Action(s)
• Options are currently being
considered for a more sustainable
arrangement to allow the reestablishment of internal forums as
well as fostering the relationship
with partner organizations within
the STP.

Glossary of Terms:
AHP: Allied Health Professional
NIHR: National Institute of Health Research.
CRN: Clinical Research Network
HSHS: Healthy Start Happy Start
VIPP: SD Video-Feedback Intervention to promote Positive Parenting and
Sensitive Discipline
RCT: randomised controlled trial
UOH: University of Hertfordshire
HCP: Health Care Professional
CRN’s: Clinical Research Nurses
WTE: full time equivalent
STP: Sustainable Transformation Programme
KASPAR: Social Robot
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Appendix1.

Research Annual Report – June 2018
Progress update – research currently in progress or awaiting approval

Research
Lead

Karen Irvine

HCT Lead if
different
(Business
Unit/Service)
Dr Deepa
Thakur

Title of project

Date
Approved

KASPAR RCT- a feasibility study of a
randomised controlled trial to
investigate the effectiveness of a
humanoid robot to support social skills
development in children with Autism
Spectrum Disorder.

Progress with recruitment etc.

42 families have been recruited

Overall Progress to date

Update June 2018
42 families have been recruited to
current date with a trajectory of 40
families to be recruited before May
2018.
Consultant Paediatrician is acting as
the Chief Investigator and HCT Lead
with a HCT Clinical Research Nurse
and additional resource from
Children’s SLT supporting the study
on a voluntary overtime basis.
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Christine
O’Farrelly

Michelle
Constable

Sonia Ponzo

Sarah Stead

Shirleyanne
Taylor

Dr Ohr Barak

Healthy Start Happy Start – Preventing
enduring behavioural problems in young
children through early psychological
intervention ( HSHS)

December
st
1 2016

Exploring the illness perceptions and
coping strategies of decliners of Cardiac
Rehab programmes

April 11
2017

Awareness of illness following brain
damage

th

September
th
14 2017

7 families have been recruited to the
study by the Clinical Research Nurses
supported by the Health Visiting
Service in Welwyn/ Hatfield.

Update June 2018

10 patients within East and North
Herts have been recruited to this
qualitative study to between April 19th
- November 30th 2017 from the East
and North Cardiac Rehabilitation
Team

Update June 2018

0 patients have been recruited to this
study

Update June 2018

National recruitment has now been
completed.

Recruitment is now complete.
Schematic review will be available
July 2018.

HCT permission commenced 14
September 2017 no suitable

th

Patients have been identified to date.
This is being followed up by the
service

Prison Service

Proposed study
participation

Prison and IRC Healthcare provider
support to project ROSIE

Awaiting
full
documenta
tion

No recruitment has commenced
Governance support from East and
North Herts NHS trust

Lindsay
Ochiltree

Proposed study
participation

DAFNE Plus- Cluster Randomised
Controlled Trial

Awaiting
documenta
tion

No recruitment has commencedGovernance support from East and
North Herts NHS Trust
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1 Introduction
2016-17 has been a busy year for the Learning and Development Team. Resources have
been maintained but demands for training continue to increase.
Our key achievements for 2017/18 were:
 We continued to maintain mandatory training compliance in conjunction with the
services, increasing our compliance at year end to 94%
 We reviewed the requirements for IV training reducing the formal update training
requirement to 2 years, whilst maintaining annual competence assessments
 We rolled out a training programme to support the Personalised Care and Support
Planning Cquin and the Quality Improvement targets which included the bespoke elearning ‘812 User Self-Management and Patient Activation’; face to face training for
‘Supporting Self-Management in your practice’ and continued to offer increasing
amounts of User Self-Management training. More than 1000 staff in adult services
completed one or more development activity.
 NHS Leadership Framework 360 feedback has been rolled out to the Senior
Management Teams in Adult Services and Children and Young People Services and is
now been carried out with development support being offered for the team.
 5 Trainee Nursing Associates completed the first year of their training; and 4 completed
their assistant practitioner programmes and are now in Band 4 posts
 We continued to roll out the ESR IAT process which enables the Trust to automatically
receive information on training completed at previous employment. 126 (approx. 30%
of new starters) brought 770 competences to the Trust. The most frequently provided
are Conflict Resolution, Health and Safety and; Equality and Diversity
 32 staff enrolled on apprentice programmes and 16 applicants are undertaking
‘employability programmes’ which enables staff to improve their skills in maths and
English.
 The Apprenticeship Levy started in May 2017 and we have written implemented an
Apprenticeship Plan. Engaged with Line Manager to enrolled staffs who wish to qualify
their knowledge and or advance. We have used the new standards to make sure that
all departmental groups have career routes opportunities using a variety of
Apprenticeships. Engagement with procurement has been intense and taken time
which has slowed the ability of the Trust to engage with early training opportunities.
 We reviewed systems to replace the AT-Performance appraisal system following
ongoing negative feedback and an interim solution agreed to enable staff to complete
the appraisal conversation using a paper form with an electronic reporting form
available via BI. This is being built and will be rolled out in 18/19
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2 Details of monitoring against frameworks
2.1 Induction
440 Induction checklists were issued to staff as a proxy for new starters. Of these 126 brought
competences from their previous employers. 10 induction programmes were offered, with 400
bookings for each day, as well as bespoke induction to Simpson Ward. 126 new starters
brought competences with them from previous employers which is 250% increase on 2016/17.
.
95% average monthly compliance was achieved across the year against a target of 95%. 14
staff were overdue of Induction at year end.
2.2 Local Induction
The local induction checklist was updated this year to provide different checklists for different
staff groups to reduce the time spent completing the checklists and to increase the information
available online to staff. The Induction Policy was updated to reflect this and the formal IAT
recruitment processes.
2.3 Statutory and Mandatory Training
Statutory and Mandatory training requirements continue to be based on the Core Skills
Training Framework with advice from Trust Subject Matter Experts. Details of Statutory and
Mandatory Training requirements and provision are provided in Appendix 1
2.4 Essential and Regulatory Training
The Essential and Regulatory Training Framework identifies training required by specific
groups of staff including clinical programmes such as mentorship update and Anaphylaxis.
Clinical competences have started to be added to the e-roster allowing managers to plan
rosters around the staff skills available. Further work will be done in 18/19 to increase the
numbers of teams recording competence in this way.
Mandatory Training Compliance
Compliance has been maintained across the year with an average compliance of 90.6% and a
year-end compliance of 94.2%. The increasing compliance for mandatory training over
several years can also be seen in the second graph below
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Mandatory Training Compliance during 2017/18
100%
98%
96%
94%
92%
90%
88%
86%
84%
82%
80%

Full year target

Apr-17
May-17
Jun-17
Jul-17
Aug-17
Sep-17
Oct-17
Nov-17

Mandatory Training compliance at Year End 2011-2018
100.00%
95.00%
90.00%

End 2011/12

85.00%

End 2012/13
End 2013/14

80.00%

End 2014/15

75.00%

End 2015/16
70.00%

End 2016/17

65.00%

End 2017/18

60.00%
End
2011/12

End
2012/13

End
2013/14

End
2014/15

End
2015/16

End
2016/17

End
2017/18

Mandatory training Compliance by Business Unit
Business Unit
Children and Young People
Corporate
Adult Services
Overall Compliance

Compliance at 31.3.18
95%
97%
94%
94%

Refreshers are now generated automatically from the BI system advising staff of training
that is due in the next 3 months, as well as training that is overdue.
Details of compliance by topic can be viewed in Appendix 1.
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Appendix 2 shows training planned against provided. Differences in booked and
attended show the level of cancellation/DNA. Higher levels of provision than planned
reflect additional provision to assist services to achieve compliance.
Spend on Mandatory Training Provision 2017-18
Training
BLS/ILS/Anaphylaxis

Spend 16/17
£52,437.50

Spend 17/18
£43,762.00

Conflict Resolution

£16,345.00

£13,054.00

Fire

£1,113.00

234.50

Patient Handling

£44,190.40

£34,512.15

First Aid

£1,146.00

£5576

Misc.

£1,600.00

0

TOTAL

£116,831.90

£97,138.65

3 Delivery against the Learning and Development Plan
3.1 Learning and Development – Support for Trust Strategy



The Effective Leadership project continues to support the Effective Teams
component of the health and wellbeing strategy
Support for the self-management component for the Health and Wellbeing Strategy
(and CQUIN) has included roll out of the level 1 e-learning, development of level 2
face to face training and increased capacity for level 3 Health Coaching such that
90% of clinical staff in Adult Services have had some self-management training and
the CQUIN targets have been met

3.2 Training Needs Analysis (TNA)
The TNA data comes from several sources – external requirements at national, Training
during this financial year was based on the Training Needs Analysis and this has been
repeated for 2018/19
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4 Regulatory Requirements –Quality Commission (CQC), Quality and
CQUINs



Mandatory training – there were no changes to requirements for Mandatory training
in 2017/18
o
CQUIN /Quality Priorities
o As above, the 3 tier training programme supported delivery of the
Personalised Support and Care Planning CQUIN; and the self-management
quality priority. 90% of staff completed Level 1 training (or equivalent): 50%
completed level 2 (against a target of 25%) and 92% completed Level 3
(against a target of 90%)
o Stop Smoking training for new starters continued to support the Brief
Intervention contract requirement

5 Quality Control of Training Provision
5.1 Streamlining
HCT continues to accept mandatory training completed to the CSTF standards in previous
employers and to provide data to subsequent employers. This reduces the requirement for
duplicated training and time to Induction
5.2 Evaluation
Survey Monkey has been used throughout the year to support evaluation of programmes.
Pre/post confidence measures have been included enabling demonstration of the
immediate impact. Most evaluation is completed on paper and entered by the Learning
and Development team. An impact evaluation of Health Coaching Training was
completed online giving positive feedback.
5.3 Equity of Access
The increase in e-learning reduces the requirements for individuals to travel across the
county to complete training. Disability requirements are tailored to individual need.
5.4 Reporting
A regular programme of reporting to IBPR and BUPR continues along with specific
reporting of ICT training and appraisal compliance, based on the Business Intelligence
Information.
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6 Learning and Development Agreement
The Learning and Development agreement, between Health Education England (HEE)
and HCT, identifies the responsibilities of the Trust to provide high quality practice
placements for SHA commissioned students HEE changed the requirements to a selfassessment process against new national standards and this was submitted by the Trust
in January 2018. This was accepted by HEE in March 2018. The feedback report from
HEE continues to highlight excellent feedback from students on the quality of placements
they receive within the Trust.
Pre-registration Students
Placements were provided to pre-registration students on nursing, physiotherapy, speech
and language therapy, occupational therapy and dietetics as well as the Trust’s own staff
completing specialist practice programmes.
Student days are held at Potters Bar for all students on placement in the Trust with talks
from practitioners on their specialist area. This also provides students with an opportunity
to discuss any issues they may have in placement. This is an ideal opportunity to
engage with students about employment within the Trust and HR have been included in
the programmes to offer this.
There are currently 280 mentors on the Trust Mentors register. More than 95% of these
meet the requirement of Triennial Review and 84% for Annual updates. Guidance is still
awaited from the NMC about changes to the structures for mentoring students and
requirements for mentors

7 Management and Leadership
The Effective Leadership project continued as part of the Effective Teams Transformation
stream. Progress against milestones are reported into PMO and the Workforce and
Organisational Development Strategy Steering Group as part of the assurance process.
The project consists of 3 strands: leadership capability, leadership development and
Talent management...
The Healthcare Leadership 360° tool assessing leadership competence against a set of
standards has been carried out in Adults SMT and CYP SMT and continues to be rolled
out to the next level of SMT teams. Each manager received individual feedback on
performance and then group feedback on team performance. Development plans were
put in place to support performance and OD needs.
See the table below for activity data to support leadership development during 17-18

Learning and Development Annual Report 2017-18
N:\HR\Meetings\Workforce and OD Strategy Group\2018\05 May\3.1.1 ANNUAL REPORT 2017-18 Learning and Development.docx

8

Target
Leadership
Group

Programme

Outcomes/Attendance

Board and Executive
team

Board Development
Programme

HCT were the first board to undertake the 360 °
tool and created a case study with the
Leadership Academy and Health Education
England. On-going programme of support
identified.

Assistant Directors/
General Managers/
Deputy Director and
other key members of
the senior
management team

Senior Management Team
Development programme
– NHS Elect

26 participants are invited to access the
programme.
51 attended
The programme was refreshed and co designed
with participation extended to include Heads of
service.

Heads of Service and
Locality Managers

Action Learning sets
(externally facilitated)

63 attended

All Leaders and
Managers

Open Leadership
programme workshops
(Monthly) NHS Elect with some
internal input as relevant

Further courses in planning – part of a rolling
programme. Managers and leaders are
confident and competent in managing the
business cycle.

Ongoing meeting
bimonthly

The contract continues to be held by the
University of Herts

235 attended
100% reported they feel confident to apply what
they learnt and demand often exceeds supply

Making a Difference:
Foundations in Leadership
and Management (annual
HCT programme)
includes: observation of
care/change management
project/shadowing/
leadership action learning
sets/LF 360°/Belbin

22 attended from all business units in HCT and
completed in November 2017

Band 4/5
Supervisors/Leaders

The Supervising and
Leading for Success
Programme

19 completed the programme in April 17.

All Leaders within
HCT

Developing Your
Resilience in the NHSpart of the staff Health and
Wellbeing initiative

32 psychological resilience and managing your
stress as part of the open leadership
masterclasses.
30 Developing Resilience within the NHS.

Team Leaders and
first line managers

26 attending new programme from Feb 2018
100% satisfaction scores reported from most
modules.
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Target
Leadership
Group
All clinical leaders
(and those aspiring to
the role)

Programme
Clinical Leadership
e-Learning modules (OLM)
and Edward Jenner
Leadership Academy
e-Learning package
Mary Seacole Franchise
model programme via
Herts and Leadership
Academy

Coaching Provision
(staff at Band 6 and
above)

Services and teams
within HCT / OD

Open access to modules.
OLM: 2 completed in this period
Edward Jenner
3 have completed The Edward Jenner
Programme:
The programme has been promoted 121s and in
the development pathway handbook
20 HCT staff have attended the first 3 cohorts
Another 3 cohorts are planned for 2018. 14 HCT
staff booked to attend.
LA recognise success and commitment from
Herts organisations in delivering this initiative

Bedfordshire and
Hertfordshire coaching
network/HEE Coaching
Register

20 via the Beds and Herts coaching register.

Facilitation/interventions
on Team building and
Service Developments.

Teams having accessed team building support
Step 2
Cardiac Rehab
Children’s SLT
Learning & Development
Therapists Potters Bar
Inpatient Unit SMT
Business Team

Delivered via L&D
Education leads or NHS
Elect
Facilitation of induction
programmes to support
restructures in Adults core
and CUS

Senior Leadership
Team

Outcomes/Attendance

2 more coaches were trained
Coaching is offered in all leadership
development programmes and as AD Hoc
support

Contribution to business unit’s development
days and service delivery models.- MSK, Adults
BU, Children’s BU,SLT

MBTI profiling
Belbin profiling

160 staff

Mastering Change

90

Quarterly Leadership
forums:
Senior leaders and
Leaders

143 staff attended the 2 Senior Leaders Forums.
(The leader’s forum was held in Oct).
92% of April senior leaders forum attendees
reported that the forums were helping them work
more efficiently
100% stated the forums met their objectives
Glimpses of brilliance embedded and reported to
be useful
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Target
Leadership
Group

Programme

Outcomes/Attendance
th

All Leaders and
Managers

HCT Annual Leadership
conference

210 leaders attended the 5 annual leaders
conference which focussed on Embracing the
Pace of Change
“Excellent, positive day”
“Today will certainly make me think and change my
mind set on my leadership style.”

100% Participants reported that the conference
met their objectives with all speakers rated ‘very
good’
New managers and
leaders

All Leaders meeting
Health Education East
of England and NHS
Leadership Academy
criteria

Bitesize training for new:
Managers, Team Leads &
Supervisors – (2 day
programme

24 staff accessed the programme

HEE , Leadership
Academy programmes
and Herts County council
graduate schemes

Attendance during this period:
 1 attending Elizabeth Garret Anderson
(2yr programme)
 1 attended the Yale programme
 Organisational statement of
commitment completed and accredited
for hosting NHS graduate trainees
during their final placement.
 The 4th HCC training graduate trainee
began a 9 month placement- a 2year
SLA was agreed to sustain this
placement arrangement
 Local franchised model to deliver the
Mary Seacole programme agreedHCT, HPFT, WHHT and ENHT worked
collaboratively on delivering the
programme locally.
 1 completed the Beds and Herts
Accelerated Directors Development
programme
 2 accepted on to 2018 ADDS
programme
 1 attended Aspirant DoNs
Programme.
 1STP team-Transformational change
through systems leadership programme
 14 attended the QSIR programme
from HCT

 BME Leadership
Programme
 Change Leaders
Programme
 Provider Excellence
 Nye Bevan
 Senior Operational
Leaders

Elizabeth Garret
Anderson
 Mary Seacole
 Front Line Leaders

Edward Jenner elearning
 Frontline Leaders
 Yale Programme
 NHS Management
Graduate Training
scheme
 HCC Graduate
Programme
 HEE external
workshops on a range
of topics

100% said it met their objectives
90% said it will help them work more efficiently

System leaders

Locality partnership events



2 Delivering through Locality events
were attended by 109 locality leaders

All Leaders

External
programmes/workshops



During this reporting period 10 people
accessed the workshops (HCT have
only 2 places per session)
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Development of Band 1-4 staff
Funding has been received from the Workforce Partnership to support the development
of apprenticeships and Band 1-4 staff in HCT
Apprenticeships
The Trust has engaged in the use of NVQs since 2015. The aim is to have well trained
staff with the skills to do the job and qualifications recognising their knowledge, abilities
and skills. Apprenticeships will provide career progression routes initially for nonregistered clinical workforce and the administration team supporting HCT whilst meeting
the standards required of the Trust e.g. CQC and NHS contract requirements; Talent for
Care and Widening Participation etc.
The Apprenticeship Levy was introduced in May 2017. An Apprenticeship Plan has been
developed for implementation during 2017-2020 and it is anticipated that this will lead to
a significant increase in the numbers of apprenticeships started by Trust staff.
We will use the opportunities within our Apprenticeship Plan to market HCT as an
excellent employer of choice and obtain value for money from the Apprenticeship Levy
funds.
HCT are currently using the following Apprenticeships:-

 Business Administration
 Medical Administration
 Customer Services
 Health and Social Care
 Allied Health Professional Support Worker
 Project Management
 Assistant Practitioner
 BSC Degree Nurse Apprenticeship (FNP)

Apprenticeship Starters
Year
Nos
2015 – 2016

37

2016 - 2017

42

2017 - 2018

32
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Apprenticeship Data Across 2015 - 2018
50
37

40

42
32
April 2015 - March 2016

30
20

20

18

11

8

10
0
Starters

April 2016 - March 2017
April 2017 - March 2018

0

2

Completer

Withdrawn

The reduction in numbers is due to the time taken (9 months) to implement and organise the
procurement process, we now have completed 8 procurement contracts this will allow us to
concentrate on engagement.
Breakdown by BU and Month is represented below

Outcomes for Apprenticeships Starting 2017/18
HCT Business Units & Corporate Teams

Apr

May

Jun

Adult Services
Childrens & Young
Peoples Services

60

9

35

1

Corporate Business Unit

20

1

2

1

115

11

2

2

Jul

Aug

1

Sep

Oct

Nov

Dec

2
3

Jan

Feb

Mar

Totals

1

1

6

20

1

7

2
1

0

0

2

0

0

3

4

1

7

Leavers

Completers

Apprenticeship
Starts/Completers

Yearly
Target
AprMar
2018

Net
Total
3

17

5

1

2

7
2

32

1

5

26

Care Certificate
Changes to Apprenticeships means the new standards for the Healthcare Support Worker
Apprenticeship at Level 2 will include the Care Certificate and the Trusts Healthcare
Competencies. 54 new staff members completed their Care Certificate during 2016/17
New Developments
The Trust will work with Bedfordshire University to help develop new standards for Health
Visitors Apprenticeship.
We are currently gauging interest in a number of new Higher Level Apprenticeships which will
become available in 2018 e.g. Podiatry, OT and Physio. The aim is to create a high quality
Apprenticeship Career Progression Pathways, whilst preparing the Trusts staff for the
challenge of increasing demands on Community Services.
Administrative Learning and Support Needs
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Specific programmes have been provided by NHS Elect for the West Hertfordshire
Customer Services transformation, both technical skills and team development and this
is being commissioned to support other Customer Services Transformation work in
18/19. A further Administration Conference was held in November 2017 with 130
attendees and ongoing IT development is provided by the NHS IT portal

9 University Modules and Short Courses
A small amount of funding was provided by Health Education England half way through
2017/8 and this was used mainly to support non-medical prescribing, practice teachers
and initial training for Intravenous Therapy and Cannulation
Specialist practice funding was provided separately. Although full time and part time
places were provided for Health Visiting; only part-time places were provided for District
Nursing and School Nurses so that Trust budgets were used to upgrade these to full time
places. Places for Community Children’s Nurses were not provided so this was funded
via the service budget. Funding with backfill has been made available for all Specialist
Community Practice programmes in 2018/19
Specialist Practice
UoH Specialist Community Nursing BSc Hons (District Nursing)
UoH Specialist Community Nursing BSc Hons (School Nursing) - part time

6
3

The Following Short courses were
commissioned
Expenditure by short course

HCT Spend

UoH Mentorship…
UoH Group…

UoH Intravenous…

HEE Spend
UoH Intravenous…

No. Booked

£9,000.00
£8,000.00
£7,000.00
£6,000.00
£5,000.00
£4,000.00
£3,000.00
£2,000.00
£1,000.00
£-

UoH Intravenous…

100
90
80
70
60
50
40
30
20
10
0

UOH Chemo…

Numbers trained

HEE separate
budget
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Modules attended
12
10
8
6
4
2
0

No. Booked

Expenditure by Module
£14,000.00
£12,000.00
£10,000.00
£8,000.00
£6,000.00
£4,000.00
£2,000.00
£-

HCT Spend
HEE Spend
HEE separate budget

Expenditure on University programmes can be found in Appendix 3

10 External Training
A small amount of out of region funds were provided by HEE and this was supplemented
from the Learning and Development budget.
Table 7 - External spend
Business Unit
CYP
adults
corporate
Consultants and SAS doctor
Grand Total
Leadership Development

1

Amount
£
3560.00
£
25,2501
£
9,160
£
9850
£47,820.00
£32,704.80

Includes top up fees for 3 district nursing students
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11 Internal Clinical Training
A wide range of internal clinical training continues to be offered with more than 8000
places provided. As can be seen from the table and graph below, the higher numbers of
staff completed Palliative Care Training (as part of the Macmillan Education Project);
wound care and User Self-management (following the CQUINs and Quality Priority)
Classification
Continence
Dementia
Diabetes
Health coaching
Health visitor and school nurse programmes
IV therapy and Cannulation
Mentorship
Misc. clinical update sessions
Palliative care
Prescribing
Top to Toe
User self-management
Wound care and leg ulcer
Grand Total

number
attended
228
182
352
173
1442
389
506
783
1080
323
41
1874
817
8190

Full details of training provided is included in Appendix 4

12 Key Skills Training
Pre-retirement has been particularly in demand this year with a waiting list held and
additional places commissioned for 18/19
IT training has been provided via the NHS Training portal.
Apprenticeship - Assistant Practitioners Training Day
Apprenticeship - Associate Project Management
Apprenticeship - Medical Administration Sign Up and
Modules
Health roster Training
Functional Skills Signup
Developing Resilience within the NHS
Presenting Yourself Confidently
Nursing Revalidation Information and Guidance
Recruitment & Selection Training
000 Using e-Learning in ESR / OLM
Pre-Retirement Course
E-Roster Training
Learning Disability Awareness
Customer Service Transformation (CST) Programme

3
8
11
16
24
75
36
39
49
47
47
51
90
114
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Workshop
HCT Administration Conference
Appraiser Training (New Appraisers)
Grand Total

130
137
1319

13 E-learning
10000 e-learning modules were completed in 2017-18. Mandatory Training continues
to be the biggest component of e-learning but significant numbers of staff completed the
new User Self-management e-learning. That many courses were split in two between
the information and the test. Also increased completion numbers
Grand total
Safeguarding adults, mca and
dols
User self-management
Fire
Information governance
Infection control
Preventing radicalisation
Equality and diversity
Moving and handling
Conflict resolution
Safeguarding children

10261
1521
1491
1490
1301
1099
1012
760
721
419
336

1600
1400
1200
1000
800
600
400
200
0

14 Appraisal
The 2017 staff survey provided improvements on 2016 – the quality of appraisal is
the highest rated of the Trust measures and the Trust has the highest rating of all
community Trusts. This is down to the quality of appraisers used within the Trust.
However, the number of staff reporting that they have received an appraisal is static
and lower than average. . Managers’ returns give an average compliance of 88%
across the year, finishing the year on 92%.
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15 Summary
Mandatory Training has continued to be top of the agenda for Learning and
Development this year but clinical competence is becoming more important and
responding to this can be seen in the increasing clinical programmes.
Overall, 37 000 records of training have been recorded during 2017-18. 2/3rd of
these are for mandatory training

clinical,
8365
key skills, 1319
mandatory,
24645

leadership, 2964

Considering these by method of delivery, identifies that face to face training
continues to be the most popular method for receiving training. But for the first time,
inherited competences are large enough to be included
30000
25000

internal trainer - face to face

20000

External Training Provider - face to
face

15000

e-learning

10000

competence

5000

briefing session

0
clinical

key skills

leadership

mandatory
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16 Challenges for 2018-19
The Workforce and OD delivery plan for 2018-20 identifies the following deliverables
relevant to Learning and Development

Objective

Build individual
and
organisational
capability
through
Learning and
Development

Deliverables
Support delivery of mandatory training compliance

Ongoing

Deliver training programmes to support the CQUINs

19/20 Q4

Work with system partners to implement the
Apprenticeship Levy

19/20 Q1

Develop and deliver development programmes to
equip staff for new service models under the Trust
Strategy and STP Plan

Ongoing

Support excellent clinical placements for preregistration students
Retain and
attract a
talented
workforce
through Model
Employment
Practices

Become a high
performance
organisation
through
excellent
Leadership and
Talent
Management

When
Achieve
d (Qtr.

Annual
Q4

Embed the new system for recording and reporting
appraisal

18/19 Q4

Provide HCT input to the STP Workforce Work Stream
and associated programmes of work

Ongoing

Support implementation of the customer services
transformation

18/19 Q4

Deliver 2017/18 Board Development Programme

Annual
Q4

Implement leadership interventions to develop effective
teams

To
Project
Plan

Roll out the Healthcare Leadership model 360

17/18 Q4

Identify and develop opportunities for system wide
leadership development

Ongoing

Develop system of talent management at leadership
level

18/19 Q4
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The following will also impact:
Roll out of new Learning Management System – termination of the AT-Learning
and AT-Performance websites on the 31st August requires an alternative database
be implemented and work has started on a suitable alternative
Further implementation of Apprentice Levy and meeting 2.3% target – in
addition to spending the Apprentice Levy, there is a public sector requirement that an
average of 2.3% of headcount are completing an apprenticeship during 2017-2020.
This is approximately 70 apprentices at any one time and the smaller numbers HCT
has recruited at the start of the period mean that a higher proportion of staff will be
required during the later years.
Appraisal paperwork and collation of completions – following ongoing negative
feedback of the user experience of AT-Performance, alternative provision has been
sought. It is anticipated that the Learning Management System will also provide a
method to record appraisal and this will be reviewed towards the end of the year. In
the meanwhile, an electronic recording form is being built in BI
Equality and Diversity training updates- Following the increase in compliance in
2015/18, a large proportion of staff are becoming overdue of equality and diversity
training this year. Additional Capacity for face to face training is being added to the
programme to accommodate this.
Nursing Associates – although the first group of Nursing Associates have not
finished their course the Department of Health continues to roll out the programme.
ICT teams particularly will be seconding staff members of Training Nursing
Associates to the 2 programmes being offered by the University of Hertfordshire
Assistant Practitioners and work on degree apprenticeships at the University
of Bedfordshire – as Healthcare Assistants are now solely being seconded as TNA;
therapy assistants continue to complete Assistant Practitioner Programmes at the
University of Bedfordshire. The University has plans to offer Degree courses in
Physiotherapy and Occupational Therapy and this will provide equivalent routes into
Registration for these staff.
Organisational Development – the pace of change within the Trust, including the
impact of service redesign and engagement as part of the STP make significant
demands for Organisational Development support which are not manageable within
the current capacity of the Team and the wider Trust.
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Appendix 1 – Mandatory training compliance
frequency

2016-17
performance

2017-18
target

2017-18
performance

RAG
Status

99%

95%

95%

G

98%

90%

88%

90%

95%

90%

98%

90%

92%

90%

88%

90%

88%

90%

89%

90%

92%

90%

94%

G

96%

95%

97%

G

95%

90%

94%

G

95%

90%

96.%

G

92%

95%

93%

95%

92%

95%

100%

95%

Overall Compliance

92%

90%

94.2

G

% of staff who have received an
appraisal in the last 12 months

88%

90%

92%

G

Indicator
level 1/2 safeguarding
adults training at
induction
level 1/2 safeguarding
adults training every 3
years
level 1/2 safeguarding
adults training to Trust
targets
level 3 safeguarding
adults training
% of relevant staff who
have undertaken MCA
training (Annual audit)
reported Quarterly
fire training
Patient moving and
handling

Once

98.%

3 years

97.%

2/ 3years

Once

G

G

90%

G

2/3 years

Annual/
2years
Annual

99%

92.%
84%

G

G
A

annual
88.%

A

BLS
infection control

Annual / 3
years
3 years

92%

G

Conflict resolution
Annual
Information governance
Once
PREVENT
3 years
Equality and Diversity
Safeguarding Children level 1
Safeguarding Children level 2
Safeguarding Children level 3
Safeguarding Children level 4

3 years
3 years
Annual
Annual

97.%
98%
95%
100%
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Appendix 2 – Mandatory Training Provision
All statutory and mandatory training continues to be aligned to the Core Skills
Training Framework (CSTF) against the following standards;












Fire – Level 1
Conflict Resolution
Patient Moving and Handling – Level 1 and Level 2
Safeguarding Adults – Level 1 and Level 2
Resuscitation (life support) – Level 2 (Adults), Level 2 (Paediatric), Level
3 (Immediate Life Support)
Safeguarding Children – Level 1, Level 2 and Level 3
Health, Safety and Welfare – Level 1
Equality and Diversity – Level 1
Information Governance – Level 1
Infection Control – Level 1 and Level 2
Prevent – Level 3,4,5 (WRAP training)

In addition to these topics, the Trust mandatory training requirements include
Mental Capacity Act and Deprivation of Liberty Safeguards as understanding of
these areas is identified as key for all clinical staff.
Mandatory training delivery
Training

e-learning

Face to face

Anaphylaxis
Basic Life Support
Conflict Resolution Full Course
Conflict Resolution Update



Equality and Diversity
Fire
Fire With Evacuation (All Bed
Bases)
Infection Control
Mental Capacity Act/DOLS
Patient Handling
Safeguarding Adults Level ½
Safeguarding Adults Champions
Safeguarding Children Level 1/2
Safeguarding Children Level 3
Information Governance
Prevent




Induction
and induction/one stop





and induction/one stop


induction/one stop

 and Induction
 and HSCB training
Induction & one stop
 (level 3,4,5 – WRAP
training at Induction/ One
Stop






 (level 1)

In service
training and
assessments











Provision of Mandatory training sessions
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Anticipated
yearly
requirement

Places
Provided

Places booked

Basic Life Support,
immediate life
support and
anaphylaxis

2150

2475

2350

2060

Conflict Resolution

400

390

374

310

Conflict Resolution
update
Fire

600

290

250

1500 face to
face /elearning
300 places
Fire
Evacuation
face-to-face
places for
bed bases
1370

700 fire
update face
to face
places

850 e-learning
760 fire updates
570 with evacuation

210 plus elearning
850 e-learning
750
fire updates
500 with
evacuation

175 new patient
handlers
1250 updates

158 new patient
handlers
1100 updates

Session Title

Patient moving and
handling

Places
Attended

900 fire
evacuation
e-learning
175 new
patient
handlers
1250
updates

Learning and Development Annual Report 2017-18
N:\HR\Meetings\Workforce and OD Strategy Group\2018\05 May\3.1.1 ANNUAL REPORT 2017-18 Learning and
Development.docx

39 p
o
d
i
a
t
r
y

24

Appendix 3: Training commissioned at University of Hertfordshire
No.
Attended

SHORT COURSES
UOH Chemo barrel disconnection

HCT
Spend

HEE
Spend

9

£ 1,110.00

UoH Intravenous Cannulation (includes Phlebotomy
from 1st April 2013)

43

£ 1,110.00

£ 4,440.00

UoH Intravenous Therapy (Full Day)

61

£ 3,082.00

£ 8,040.00

UoH Intravenous Therapy Update

94

£ 1,319.00

£ 5,859.00

UoH Mentorship Update

1

UoH Group Facilitation Skills

£

-

14
TOTAL

HEE separate
budget

£ 2,010.00

222

£ 6,621.00

Specialist Practice Community Nursing 50% of fees

3

£10,344.00

Non-Medical Prescribing V300

5

£ 8,620.00

Nurse Prescribing V150

2

£ 1,724.00

£20,349.00

£

-

MODULES

Preparation for Mentorship (from NMET)

10

£ 7,535.00

Teaching and Supporting Learning (CPAD 1)

4

£ 3,448.00

Supporting Higher Level Practice in Healthcare
(CPAD 5)

3

£ 2,586.00

Injection Therapy

2

£ 1,724.00

10

£ 2,680.00

Personal Development through Work Based Learning
(required for entry to MSc advancing practice)

1

£ 1,724.00

Research module (required for entry to MSc advancing
practice)

1

Assessment advanced history taking and top to toe
examination

1

MSc Module (from NMET)

1

MSc Advancing Practice

2

Caring for complex respiratory patient in the community
assessment and treatment

TOTAL

£

862.00
£

£

862.00

575.00

£19,316.00

£23,368.00
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Appendix 4: Internal Clinical Programme
Activity name
000 Blood Transfusion 10: Safe Blood Sampling for Transfusion

No
attended
1

000 Clinical Leadership 01: Introductory Module

1

000 e-ELCA 0.0 End of Life Care: Introduction

1

000 Harm Free Care 04: An Introduction to Hydration

1

000 Patient Consent

1

000 The Open Dementia Programme

6

Advance Communication Skills Training

5

Advanced Communication Skills for End of Life (MV)

1

Bereavement training for school nurses

31

Blood Glucose Monitoring NOVA/Audit

210

Breastfeeding complex issues

5

Care Certificate Induction Day for HCA's

3

Carers Champions Awayday

8

Carers working with
Childhood Illness Update, Bronchiolitis, Gastroenteritis, Jaundice
Clinical Update - IV
Clinical Update Catheter Care

3
22
41
129

Clinical Update Diabetes

65

Clinical Update Leg Ulcer

105

Clinical Update Mentorship & Tri-ennial review
Clinical Update Palliative care
Clinical Update Prescribing & Medicine Management

46
61
117

Clinical Update programme Day 1

95

Clinical Update programme Day 2

64

Clinical Update Syringe Driver - McKinley

51

Clinical Update Tissue Viability

29

Continence (New Starter)

18

Continence Adult Bladder & Bowel Care Programme

76

Dementia Awareness Day

12

Diabetes Update for School Nursing

47

ECG Interpretation Workshop

9

E-Roster Training

51

Gluing and Wound Care

16

Health Coaching Update

4

Health Coaching x 2 days
Health roster Training
HSCB - Graded Care Profile Training
HV - Growth Chart Training

152
16
3
55

HV Developmental dysplasia of hip (DDH)

47

HV Programme - ASQ communication day

143

HV Programme - Solihull (2 days both dates to be attended)
HV Programme UNICEF Breastfeeding and relationship building UPDATE
HV Programme UNICEF training for HVAs and Reception staff only
Immunisation Update

56
143
30
57

Induction - Safeguarding Children Level 3 Including MCA

149

Induction Dementia Training

155

Jaundice Training

51

Learning Disability Awareness

90
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Leg Ulcer Programme - Part 1 & Part 2 (2 day programme)

51

LMWH training for HCA's ( Heparin)

24

Long Term Conditions - Falls and Neurological Conditions

77

Long Term Conditions - Respiratory and Cardiac

75

Looked After Children Health Assessment training for School Nurses

142

Maternal Well Being Training for Health Visitors

133

Mentorship - Triennial Review
Mentorship Update
NCMP (school nursing Assistants only)
NHS|CSTF|Safeguarding Children - Level 3
Nursing Revalidation Information and Guidance
Palliative Care - EOL Champions

84
299
32
7
39
112

Palliative Care - Rapidly Progressing Neurological Conditions - Diagnosis to End of Life

29

Palliative Care - Understanding & Finding Solutions to the Complexities of Handling People in
Palliative and End of Life Care
Palliative Care & EoL Care (Allied Health professionals)

42

Palliative Care Advance Care Planning Workshop

19
382

Palliative Care Day 1 and 2 (x 2 Days New starters) Both Days must be attended

68

Palliative Care Dementia and EOL Care

22

Palliative Care Effective Communications Training for Palliative and EOLC - Intermediate level
Palliative Care End of Life Event
Palliative Care Essential Communication Skills Course
Palliative Care Individualised Care Plan for the Dying Person Workshop
Palliative Emergencies

7
48
13
198
9

PCOMs (Person centred outcomes training)

27

Phlebotomy (Venepuncture)

20

Prescribing CPD Forums

18

Prescribing Presentation (Adhoc)

17

Prescribing Update

102

Pressure Ulcer Awareness Briefing

284

Pressure Ulcer Management Programme for Registered Nurses

14

Pressure Ulcer Programme for HCA's

15

Safeguarding Adult Champions (C) (new champions)
Safeguarding Children Assessing Risk and Vulnerability (Level 3)

21
101

School Nurse - Nasal Flu

30

School Nurse Development Day

97

School Nurse Immunisation Update

69

School Nurse Sustain Steps to Excellence

29

School Nursing LAC Workshop

26

Self-management – supporting self-management in your practice

310

Self-Management Ambassadors training

28

Sickle Cell Update for School Nursing

11

Solihull training for School Nurses (Both days must be attended)

9

Syringe Driver Training (New Staff)

54

SystmOne Team Leaders Training

17

Tissue Viability Update

12

Tongue Tie Training

65

Top to Toe

41

Wound Care & Assessment (CQUIN)

62

Wound Care Education Programme for Health Care Assistants and Therapists

74
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Attachment J1xii

Emergency Preparedness, Resilience and Response
Report April 2017 - March 2018
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1

Introduction

The purpose of this paper is to provide an overview of the work carried out within Emergency
Preparedness, Resilience and Response (EPRR) between April 2017 and March 2018.
During 2017/18 the Trust has again focused on the areas that support organisational
compliance with EPRR Core Standards in line with the Civil Contingencies Act 2004 and the
NHS EPRR Framework and ensuring all plans and response arrangements are fit for
purpose.

2

Key achievements since April 2017

2.1

Core Standards for EPRR

As in previous years the Trust has been required to self-assess its capability against the
following areas:
•
•
•
•
•
•
•
•

Governance
Duty to assess risk
Duty to maintain plans – emergency plans and business continuity plans
Command and Control
Duty to communicate with the public
Information sharing
Cooperation
Training and exercising

Whilst it was originally assumed that the ‘deep dive’ submission would focus on cyber
incidents, the subject matter was governance. The Trust was fully compliant (green) in five of
the six areas however was amber regarding publishing the core standards outcome in our
Annual Report. This has been rectified for 2018.
The Trust self-assessment was rated as fully compliant across the core standards as
approved by the board. Following the assurance meeting held in October, NHS England
formally agreed our submission of full compliance and we were commended on our
commitment and ownership of EPRR as an organisation.
The core standards self-assessment process will take place as usual for 2018-19 with the
deep dive covering command and control structures and processes.
2.2

Response plans

As part of the annual cycle, emergency planning plans and policies are reviewed and revised
in line with time and/or changes to service or legislation.
During 2018/19 there will be major changes to the business continuity strategy and individual
service plans, including an at a glance reminder of who to contact in an emergency.
2.3 Training/exercise
Staff with key responsibilities are required to participate in training and exercising each year
to effectively respond to incidents. The Trust has continued to provide internal training for oncall staff and provide representation at multi-agency exercises and workshops.
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During 2018/19 this will be developed further with regular testing of plans and attendance at
multi-agency exercise and workshops. Training for those on the on-call rota will be aligned to
National Occupational Standards and it is envisaged that competencies will be recorded in
line with those used by Learning and Development.
2.4

On-call arrangements

HCT has continued with its two tiers of on-call with on-call training sessions held during the
year. The aim of these sessions is to provide training on specific areas relevant to on-call
and provide the opportunity to share learning from experiences during on-call shifts.
The monthly call summary is collated and circulated via the Emergency Planning Committee
to ensure continued awareness across the organisation of issues arising during on-call.
Incident response

2.6

During the three bad weather/snow incidents during the winter 2017/18, incident response
measures were put in place. These included regular conference calls with partner agencies
and implementation of contingency plans including:




Comprehensive communications to staff regarding attendance at work if they could
not get to their normal place of work
Access to 4x4 vehicles to enable community staff to reach patients
Prioritisation of patient visits including bring visits forward ahead of expected snowfall

Work also took place with Performance and Information and HBLICT to develop technology
‘grab boxes’ which would enable staff to work remotely if they were unable to reach their
workplace thus ensuring continuity of service. The introduction of these will also provide
resilience if a building is inaccessible or there are local IT/telecoms/network failures.
A debrief was held after each incident and the learning was used to improve our response to
future incidents.

3
3.1

Governance arrangements
HCT Emergency Planning Strategic Group

The Emergency Planning Strategic Group is chaired by the Director of Operations with
meeting taking place every two months. The group monitors progress against annual work
and training plans, ensures the business cycle is maintained and oversees the submission of
the core standards self-assessment. The group also deals with management and response
to any incidents that may occur.
3.2

Emergency Planning work plan

The annual work plan as agreed at the start of the year and reviewed at each meeting to
ensure progress is being made.
Appended to this paper is the work plan for 2017/18 with the majority of tasks either
complete or on target for completion.

4

Multi-agency and health economy working
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4.1

Hertfordshire Local Resilience Forum

The Trust continues to participate in the Local Resilience Forum (LRF) attending both the
Response and Planning and Care of People meetings to work with partner organisations
across the county. Feedback from these meeting is brought to the Emergency Planning
Group for information.
4.1

Local Health Resilience Partnership (LHRP)

The Trust has director level representation at the Local Health Resilience Partnership
throughout the year. The work of the partnership is to ensure appropriate response
arrangements are in place, by encouraging a joined up approach by NHS organisations
across the region. The Trust is also represented at the sub-group of this partnership which
implements actions from the LHRP.

5

Future areas of work identified for 2018/19

During 2018/19 it is intended to revise the business continuity strategy for the Trust by
simplifying processes and developing a culture of staff awareness and familiarity. This will be
done via a programme of business impact analysis completion, a comprehensive
communication and testing programme as well as presence at Trust induction in the market
place.
The Trust executive have also agreed to rename on-call from Tier one and two to Director on
Call and Senior Manager on Call, bringing us in line with partner organisations.
Moving forward there will be a greater focus on partnership and cross agency working in
particular by introducing multi-agency training and exercising and system wide collaboration.
The Trust will also be implementing the JESIP (Joint Emergency Services Interoperability
Principles) which encourage shared situational awareness and the use of joint decision
making (JDM). This reduces the risk of organisations working in isolation and increasing
cross-agency support in the event of an incident.
This approach will help to provide the necessary tools for on-call staff where needed and falls
in line with the requirements of our Core Standards compliance.

6

Summary

This paper provides an overview of the work that has taken place during the year to ensure
the Trust continues to meet its EPRR responsibilities and to ensure plans and processes
provide an effective and efficient response.

Mandy Shoben, Emergency Planning & Resilience Manager
Marion Dunstone, Director of Operations
July 2018
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Appendix B
Emergency Planning & Resilience Work Plan – 2017-18
Response area

1. Generic
Emergency
planning and
business
continuity

Overview

1.1 Ensure all HCT MI and BC
response plans are
appropriately reviewed

Action required

Target date

Lead

RAG/Progress

1.1.1 Review HCT Fuel response plan

June 2017

JCa

COMPLETE
Plan reviewed, updated and
approved by June EP meeting

1.1.2 Review HCT Shelter and
Evacuation plan

March 2018

JCa

GREEN
Action on target

1.1.3 Review Chemical Incident
response plan

April 2017

JCa

COMPLETE
Plan reviewed, updated and
approved by June EP meeting

1.1.4 Review Business Continuity
Strategy

Sept 2017

JCa

COMPLETE
Updates agreed but formal
review will be undertaken in
June 2018

1.1.5 Review Emergency Planning
Strategic Group meeting Terms
of Reference

Dec 2017

FK

COMPLETE
ToR agreed and sent to Exec
January 2018
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Response area

Overview

Action required

Target date

1.2 Mass Casualty
planning

1.2.1 Test the activation plan for HCT
identified P3 sites

1.3.1 Review service template for any
changes required for 2017/18

1. Generic
Emergency
planning and
business
continuity

1.3 Business Continuity
planning

1.4 NHS Commissioning
Board Core
Standards

Sept 2017

May 2017

Lead

RAG/Progress

JCa

COMPLETE
Plans walked through at
Cheshunt Community hospital
th
24 July 2017

JCa

COMPLETE
Template reviewed. Required
changes will be made as
individual plans are reviewed

1.3.2 Explore how the organisations
Business Continuity arrangements
can address both risk and
opportunity

June 2017

JCa

COMPLETE
Discussed with LHRP and
any opportunities will be to
individual plans as part of the
review process

1.3.3 To participate in the work being
undertaken by the LHRP to explore
how business continuity planning
can be work cross agency

December
2017

JCa

AMBER
Work ongoing as part of
LHRP work programme

JCa/FK

COMPLETE
Self-assessment completed
and submitted to NHS
st
England on 1 September. To
be presented to September
Board meeting

1.4.1 Ensure the organisation completes
the Core Standards submission
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Response area

Overview

Action required

Target date

Lead

RAG/Progress

2.1.1 Identify learning from Winter
2016/17

June 2017

JCa/DE

COMPLETE
Debriefs have been held and
an action plan developed that
will be monitored by OSMT

2.1.2 Ensure that the organisation
has an escalation plan that is fit
for purpose for Winter 2017/18

Sept 2017

JCa/DE

COMPLETE
Plan produced and agreed by
Exec

2.2 Heatwave planning

2.2.1 Review Heatwave plans for
2017

June 2017

FK

COMPLETE
Plan reviewed and updated

2.3 Cold Weather Planning

2.3.1 Review Cold Weather plans for
2017

Oct 2017

FK

COMPLETE
Plan reviewed

2.4 CBRN

2.4.1 Review CBRN training
programme

Sept 2017

JCa

AMBER
To be taken forward as a
priority in 2018/19

3.1 Ensure all Resilience risks
have been considered for their
impact on the organisation

3.1.1 Review all risks on both the
National and Community risk
registers for their possible
impact on HCT. Ensuring this
assessment is in line with
LHRP and where necessary
outcomes are shared with
relevant partners

Nov 2017

JCa

COMPLETE
Risk registers reviewed at
December meeting

2.1 Winter planning/ escalation

2. Response

3. Risk
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Response area

4. Exercising and
Training

5. Hospital
evacuation

Overview

4.1 Ensure that the
organisation meets its
testing and exercising
requirements

5.1 Ensure all evacuation
plans are fit for purpose

Action required

Target date

Lead

RAG/Progress

4.1.1 Hold an exercise to test an
agreed aspect of HCT
Response

March 2018

JCa

COMPLETE
Hospital evacuation response
tested at Herts & Essex
Hospital August 2017

4.1.2 Training plan to be agreed for
2017/18

May 2017

JCa/FK

COMPLETE
Plan updated and presented
as a standing agenda item

4.1.4. Undertake business continuity
scenario testing

Sept 2017

JCa/FK

AMBER
Testing programme for
2018/19 to be developed

5.1.1 Undertake validation exercises
in all HCT bed bases

March 2018

JCa/FK

GREEN
Exercises held at Herts &
Essex and Potters Bar.
Testing plan to be developed
for remaining sites in 2018/19

5.1.2 Work with HPFT to develop
arrangements for providing a
decant area should there be a
need to evacuate a bed base
unit

Dec 2017

JCa/FK

AMBER
Action to be taken forward to
2018/19

Green – On track
Amber – Delayed but expected to be completed by revised date
Red – Unlikely to be completed by target date
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Attachment J2

HCT INTEGRATED BOARD PERFORMANCE
REPORT June 2018

HCT IBPR June 2018 Final

1

Section
1

Trust Scorecard

2

Key Messages

3

Quality KPIs

4

Performance KPIs Inc. National & Local indicators

5

Learning & Development KPIs

6

Workforce & Finance KPIs

Appendix 1. Safe Staffing Report

2

Scorecard

Key Messages

Quality KPIs

Performance
KPIs

L&D KPIs

Workforce &
Finance KPIs

Appendices

3

Scorecard

Key Messages

Quality KPIs

Performance
KPIs

L&D KPIs

Workforce &
Finance KPIs

Appendices

June 2018 Key Messages
Performance highlights
•
•
•
•
•
•
•

Stroke LOS within rehab pathway thresholds.
1 and 2.5 year children's health reviews on target.
95.3% of patients waiting within 18 weeks for their initial appointment.
Childrens safeguarding training levels above target.
Staff Mandatory training figures above target with 92% in June
HCT achieving staff appraisal compliance with 92% in June
Absence rate below threshold in June with 2.8% recorded in June

Areas for Board review
•
•
•
•
•
•
•

One C.Diff cases acquired in HCT care reported in June.
Proportion of complaints resolved within timescale and agreed with complainant below target in June.
DTOC rate above the 5% threshold with 11.9% health delays recorded in June.
HCT below 90% of Completed medical Looked after children Initial Health Assessments in June
Staff safeguarding supervision below 90% target in June.
HCT above national target for health visiting caseloads.
Underlying Staff turnover over threshold with 14% recorded in June.
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Scorecard

Key Messages

Quality KPIs

Performance
KPIs

L&D KPIs

Workforce &
Finance KPIs

Appendices
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Scorecard

Key Messages

Quality KPIs

Performance
KPIs

L&D KPIs

Workforce &
Finance KPIs

Appendices
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Scorecard

Key Messages

Quality KPIs

Performance
KPIs

L&D KPIs

Workforce &
Finance KPIs

Appendices

PERFORMANCE EXCEPTION REPORT (10 KPIs RAG RATED)
2
0
8
ACTION
(Q4) C.difficile cases occurring post 3 days following admission into HCT bed based facilities (i.e. acquired in our facility)
There was one CDI case notified in June 2018 on Simpson ward (Case 2). The total number of cases since April 2018 is two against an annual ceiling of
five. Toxin positive sample collected 19th June. The Root Cause Analysis process has been commenced to identify learning.
(Q27) Proportion of complaints resolved within timescale agreed with complainant
There were 13 complaints and of these four were not responded to on time in June. The Patient Experience Team are trialling different methods to improve
response rates in line with previous performance. This includes amending internal response timescales allowing additional time at the end of complaint
investigations to quality check and approve responses. The effectiveness of this change to complaint response timescales will be monitored during quarter
two and reviewed again if necessary.
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Scorecard

Key Messages

Quality KPIs

Performance
KPIs

L&D KPIs

Workforce &
Finance KPIs

Appendices
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Scorecard

Key Messages

Quality KPIs

Performance
KPIs

L&D KPIs

Workforce &
Finance KPIs

Appendices
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Scorecard

Key Messages

Quality KPIs

Performance
KPIs

L&D KPIs

Workforce &
Finance KPIs

Appendices

10

Scorecard

Key Messages

Quality KPIs

Performance
KPIs

L&D KPIs

Workforce &
Finance KPIs

Appendices

PERFORMANCE EXCEPTION REPORT (29) KPIs RAG RATED)
9
1
19
ACTION
(P6) NHS Health Delayed Transfer of Care (DTOC)
HCT were over the 5% threshold after recording 11.9% health delays in June. This was an increase of 6.3% health delays on previous month. East and
North Herts where there has been a significant increase in delays due to patient choice (G codes). In Herts Valleys the main reasons for delays this month
have been due to CHC processes and delays with equipment provision. The units with the biggest delays were QVM (18.1%) and Herts & Essex (20.5%)
for East and North and Holywell (15.5%) and Potters Bar (14.4%) for Herts Valley. These four units combined for 452 bed days out of the 616 days lost in
June which equates to 73%.
Actions
Focused work in the Community Inpatient Units continues to improve patient flow and tackle the causes of delay both internally and with system partners.
(P10) Non-Stroke ALOS
HCT were over the ALOS thresholds for Non-stroke patients in June. HCT recorded an ALOS of 27 days for non-stroke patients, which was the same as
previous month. Four patients stayed 80 days or more. Two patients stayed over 125 days with the longest discharged at 180 days. These two patients
were only able to rehab for only 35 days of their total stay and 250 days were down to health and none-weight bearing. The overall length of stay improved
to 19.5 days under the rehab pathway and just over the 19 day threshold.
(P14) % Completed medical Looked after children (LAC) Initial Health Assessments within 10 day timescale
LAC initial health assessments within 10 days were not achieved in June with four breaches. Patients have been assessed but outside of timescale.
The service manager has reminded all Doctors of the guidelines documented in the Standard Operating Procedure which states that all paperwork is to be
handed to a medical secretary immediately after completing the health assessment in order to be processed in timescales. The available Doctor will
complete the Initial health assessments to avoid any delays and not allocate specific families. The future plan is to centralise the function and have a
nominated person who co-ordinates appointments across the centres.
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(P16) Health Visiting (HV) - Average caseload size
Average Caseload figures are 419 for June 2018, fractionally up from 418 in May based on WTE of 178.46 wte including Team Leads and Practice
Teachers. HCT are due to welcome 13 out of the 14 Student Health Visitors who qualify on the 10th September into the service (the equivalent of a 11.65
wte). This will help considerably with the natural attrition of Health Visitors of at least 2.00 WTE a month. The mobilisation period over to Family Centre
Services is a challenging time while we await the progress of joint pathways of care when the Family Centre staff will contribute more seamlessly to
packages of care for families. The family centre staff consultations will not conclude until early October and then selection processes for the staff reduction
will take until early November. To date all but one of the newly recruited Band 4 Nurses are in post so the service now has 36.49 WTE of the 37.40 WTE
expected. Where there is unequal spread of Band 6 HV’s other teams are supporting the workload and some staff have volunteered to move temporarily.
KPI performance continues for 100% offer for 1 and 2 year development reviews. A key to this going forward is that the ratio of Public Health Nurse(Health
Visitor) to caseload does not take into account the new integrated pathway model with Family Centre Services . Work is being carried out to re design how
this is calculated.
(P31, P32) Smoking advice & intervention
HCT are meeting the thresholds for recording smoking status but not for advice intervention. This is being flagged up the line to service managers..
(P43) All data entered on S1 within 24 hours of contact
HCT are below the 90% target in June with 87.4% of contacts recorded within 24hrs. The percentage increases to 92% within 48hrs. This will be
monitored and where certain services are below the target this will be escalated to Service managers during business unit reviews.
(P44) EoLC patients have or have been offered, completed and refused an ACP (Quarterly)
Improved from last quarter and continues as plan. Figures will be monitored monthly on the palliative care dashboard by all services as part of their end of
life care locality action plans.
(P45) Patients dying in their preferred place (Quarterly)
Teams and services are now actively using the Palliative Care dashboard in their teams, education and training has taken place. Palliative Care dashboard
has been revised and simplified following clinicians feedback.
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L&D EXCEPTION REPORT (15 KPIs RAG RATED)
1
3
11
ACTION
Mandatory Training
Overall mandatory training is at 92% in June, a small decrease from last month and due to a small drop in the individual training sessions.
Adult safeguarding Level 2 dropped 60% in June. This is a consequence of capacity within the safeguarding adults team to deliver the sessions, HCT
anticipate that this will be resolved in October when there are 40 training places available and a new staff member will be in place in the SAFA team.
Patient Moving and Handling and basic life support training remain below target and continue to be monitored. IG training was achieved for 17-18 and is
anticipated will be achieved by end of 18-19.
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WORKFORCE & FINANCE EXCEPTION REPORT (7 KPIs RAG RATED)
2
2
3
ACTION
(W1) Speaking Up / Raising Concerns
One individual going through capability management raised a concern that they were not being treated fairly. The member of staff was given advice and
further investigation is not required.
(W7) % Posts Vacant
The vacancy rate increased in June to 12.9% compared to 12.4% in May and remains above the 10% Trust target. HCT are still actively driving this and
continue targeted campaigns on the back of buses in Barnet and Stevenage and on buses, petrol pumps and in the Royal College of Nursing to target
recruitment to the Watford community team.
(W10) Underlying Staff turnover
Underlying staff turnover remained the same at 14% in June. The focus on nurse retention continues as part of the NHSI Nurse Retention Programme,
with nursing careers clinics now running and a project to pilot a buddying system for nurses in community teams.
(W15) Aged Debtors
Overall debt has reduced by £738k during June 2018 to an overall total of £5,315k. The level of debt over 90 days has increased by 167% to £1.820k with
the proportion of this category to overall debt increasing from 11% to 34%. The Finance Team will focus on resolving all outstanding issues.
(W16) Capital Plans
Capital spent until June 2018 is £477k. It mainly relates to last year's IT capital schemes which rolled forward to this financial year and regular replacement
of IT equipment.
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Safe Staffing Community Hospital Dashboard June 18-19
Hospital/Unit
Target
Herts & Essex
QVM
Danesbury
Potters Bar
Holywell
St Peters Ward
Langley
Simpson
Nascot Lawn

Staffing
Staff WTE Vacancy Sickness % Bank
Contracted Rate
&
Use
absence
Rate
51.32
41.98
47.70
55.75
39.62
35.92
60.09
34.71
16.81

20.5%
14.2%
16.1%
13.5%
12.8%
18.9%
17.1%
29.2%
76.2%

9.6%
0.4%
7.7%
4.8%
24.5%
4.0%
0.6%
5.9%
0.0%

25.6%
7.7%
11.1%
7.2%
11.1%
17.1%
16.5%
17.6%
6.8%

Day
Night
% Agency Combined FILL RATE FILL RATE
FILL RATE
FILL RATE FALLS SIs
Use
Bank &
Registered Unregistered Registered Unregistered Mod &
Agency
Severe
Use
≥80%
≥80%
≥80%
≥80%
20.5%
46.2%
90.5%
114.8%
97.1%
105.8%
0
0
18.0%
25.7%
96.7%
96.9%
100.0%
99.8%
0
0
29.1%
40.2%
90.4%
122.0%
98.2%
108.3%
0
0
22.9%
30.1%
99.8%
104.8%
100.3%
101.8%
0
0
40.2%
51.4%
96.4%
158.5%
100.0%
150.0%
1
0
42.6%
59.7%
91.7%
138.9%
100.0%
169.7%
0
0
20.7%
37.2%
95.4%
137.9%
98.9%
146.7%
0
0
7.5%
25.0%
88.9%
112.0%
99.8%
97.9%
0
0
4.4%
11.2%
114.9%
54.0%
100.0%
82.4%
0
0

Quality data
Avoidable HCAIs Complaints
Pressure
Ulcers

0
0
0
0
0
0
0
0
0

0
0
0
0
0
0
0
1
0

1
0
0
0
0
0
0
1
0
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Safe Staffing Exception Report
Staffing Levels
Average staffing levels on all units were above the NHSE and HCT threshold with the exception of Nascot Lawn. The high unregistered fill rate for
Danesbury and Holywell is due to the requirement for enhanced care for patients. St Peters Ward and Langley also had extra staffing for enhanced care
for patients who required higher than usual assistance from staff. Staffing levels have reduced from last months figures and requests for additional
staffing continue to be monitored.
Vacancy Rates
All units have vacancy rates above the Trust target. Targeted recruitment is continuing, with a Golden Hello in operation for Potters Bar
Herts and Essex are recruiting successfully to posts. The fill rate has improved on all units except QVM and Danesbury. The commissioners have served
notice to close Nascot Lawn in November 2018. The unit is currently providing a reduced service, but safe staffing was maintained for the number of
children who were on the unit.
Sickness rates
All units apart from QVM and Langley have sickness absence rates which are above the Trust target. Holywell has a high sickness rate this month, but
there is no specific reason for this, just an unusually high level of short-term sickness. The Trust absence policy is being enacted to manage sickness.
Sickness rates are reducing across the units.
Bank & Agency Use
The high levels of bank and agency staff were required in Herts & Essex Hospital was to cover vacancies. St Peters use of bank and agency was to
provide extra Health Care assistants to support enhanced care patients.
Moderate/ Severe Falls
1 x fall on Holywell resulted in ‘Severe Harm’ - a fractured neck of femur. The incident was not declared as a serious incident as following a Root Cause
Analysis (RCA), all reasonable preventative care and advice was found to have been in place at the time of the fall and the fall was accessed as nonpreventable.
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End Of Life Summary Adult Services
During June a hard re-set approach was implemented across core and relevant specialist services. All caseloads were reviewed to ensure that patients in
the last year of life were identified resulting in a significant increase in the numbers of patients recorded and this is reflected in the improved % rates
across the board. However, it is recognised further work is required to ensure that all teams/services have robust processes in place to ensure all
identified patients have appropriate assessments/discussions undertaken and these are routinely recorded and monitored.
The development of an EOL dashboard has enabled teams and services to have greater visibility of their performance and enables comparison across the
organization. Locality Managers and leads are expected to review and share the content of the dashboard at least monthly with relevant clinical staff.
Real feedback has been received from the teams and has enabled the EOL dashboard to be revised and simplified, which should again increase reporting
and recording.
HCT are currently building on the results of recent audits and the findings of the 2017 patient reported outcome measure survey (PROMs) with each
locality having an action plan in place which is reviewed monthly to drive progress. In addition to the formal audit programme additional manual audits of
patient records have been undertaken to monitor progress and share themes and trends. All teams have EOL champions in place who are supported by
the Macmillan education team.
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The NHS Constitution

The NHS belongs to the people.
It is there to improve our health and wellbeing, supporting us to keep
mentally and physically well, to get better when we are ill and, when
we cannot fully recover, to stay as well as we can to the end of our
lives. It works at the limits of science – bringing the highest levels of
human knowledge and skill to save lives and improve health.
It touches our lives at times of basic human need, when care and
compassion are what matter most.
The NHS is founded on a common set of principles and values
that bind together the communities and people it serves – patients
and public – and the staff who work for it.
This Constitution establishes the principles and values of the
NHS in England. It sets out rights to which patients, public and staff
are entitled, and pledges which the NHS is committed to achieve,
together with responsibilities, which the public, patients and staff
owe to one another to ensure that the NHS operates fairly and
effectively. The Secretary of State for Health, all NHS bodies, private
and voluntary sector providers supplying NHS services, and local
authorities in the exercise of their public health functions are required
by law to take account of this Constitution in their decisions and
actions. References in this document to the NHS and NHS services
include local authority public health services, but references to NHS
bodies do not include local authorities. Where there are differences
of detail these are explained in the Handbook to the Constitution.
The Constitution will be renewed every 10 years, with the
involvement of the public, patients and staff. It is accompanied by
the Handbook to the NHS Constitution, to be renewed at least every
three years, setting out current guidance on the rights, pledges,
duties and responsibilities established by the Constitution. These
requirements for renewal are legally binding. They guarantee that the
principles and values which underpin the NHS are subject to regular
review and recommitment; and that any government which seeks to
alter the principles or values of the NHS, or the rights, pledges, duties
and responsibilities set out in this Constitution, will have to engage in
a full and transparent debate with the public, patients and staff.

Principles that guide the NHS
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1. Principles that guide the NHS
Seven key principles guide the NHS in all it does. They are underpinned
by core NHS values which have been derived from extensive discussions
with staff, patients and the public. These values are set out in the next
section of this document.

1. The NHS provides a
comprehensive service, available
to all irrespective of gender, race,
disability, age, sexual orientation,
religion, belief, gender reassignment,
pregnancy and maternity or marital
or civil partnership status. The service
is designed to improve, prevent,
diagnose and treat both physical and
mental health problems with equal
regard. It has a duty to each and
every individual that it serves and
must respect their human rights.
At the same time, it has a wider
social duty to promote equality
through the services it provides and
to pay particular attention to groups
or sections of society where
improvements in health and life
expectancy are not keeping pace
with the rest of the population.
2. Access to NHS services is based
on clinical need, not an
individual’s ability to pay. NHS
services are free of charge, except in
limited circumstances sanctioned by
Parliament.
3. The NHS aspires to the highest
standards of excellence and
professionalism – in the provision
of high quality care that is safe,

effective and focused on patient
experience; in the people it employs,
and in the support, education,
training and development they
receive; in the leadership and
management of its organisations;
and through its commitment to
innovation and to the promotion,
conduct and use of research to
improve the current and future health
and care of the population. Respect,
dignity, compassion and care should
be at the core of how patients and
staff are treated not only because
that is the right thing to do but
because patient safety, experience
and outcomes are all improved when
staff are valued, empowered and
supported.
4. The patient will be at the heart
of everything the NHS does. It
should support individuals to
promote and manage their own
health. NHS services must reflect,
and should be coordinated around
and tailored to, the needs and
preferences of patients, their families
and their carers. As part of this, the
NHS will ensure that in line with the
Armed Forces Covenant, those in the
armed forces, reservists, their families
and veterans are not disadvantaged
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in accessing health services in the
area they reside. Patients, with their
families and carers, where
appropriate, will be involved in and
consulted on all decisions about their
care and treatment. The NHS will
actively encourage feedback from the
public, patients and staff, welcome it
and use it to improve its services.
5. The NHS works across
organisational boundaries and in
partnership with other
organisations in the interest of
patients, local communities and
the wider population. The NHS is
an integrated system of organisations
and services bound together by the
principles and values reflected in the
Constitution. The NHS is committed
to working jointly with other local
authority services, other public sector
organisations and a wide range of
private and voluntary sector
organisations to provide and
deliver improvements in health
and wellbeing.

6. The NHS is committed to
providing best value for
taxpayers’ money and the most
effective, fair and sustainable use
of finite resources. Public funds for
healthcare will be devoted solely to
the benefit of the people that the
NHS serves.
7. The NHS is accountable to the
public, communities and patients
that it serves. The NHS is a national
service funded through national
taxation, and it is the Government
which sets the framework for the
NHS and which is accountable to
Parliament for its operation.
However, most decisions in the NHS,
especially those about the treatment
of individuals and the detailed
organisation of services, are rightly
taken by the local NHS and by
patients with their clinicians.
The system of responsibility and
accountability for taking decisions in
the NHS should be transparent and
clear to the public, patients and staff.
The Government will ensure that
there is always a clear and up-to-date
statement of NHS accountability for
this purpose.

NHS values
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2. NHS values
Patients, public and staff have helped develop this expression of values
that inspire passion in the NHS and that should underpin everything it
does. Individual organisations will develop and build upon these values,
tailoring them to their local needs. The NHS values provide common
ground for co-operation to achieve shared aspirations, at all levels of
the NHS.

Working together for patients.
Patients come first in everything we
do. We fully involve patients, staff,
families, carers, communities, and
professionals inside and outside the
NHS. We put the needs of patients
and communities before
organisational boundaries. We speak
up when things go wrong.
Respect and dignity. We value
every person – whether patient, their
families or carers, or staff – as an
individual, respect their aspirations
and commitments in life, and seek
to understand their priorities, needs,
abilities and limits. We take what
others have to say seriously. We are
honest and open about our point of
view and what we can and cannot
do.
Commitment to quality of care.
We earn the trust placed in us by
insisting on quality and striving to get
the basics of quality of care – safety,
effectiveness and patient experience
– right every time. We encourage and
welcome feedback from patients,
families, carers, staff and the public.
We use this to improve the care we
provide and build on our successes.

Compassion. We ensure that
compassion is central to the care we
provide and respond with humanity
and kindness to each person’s pain,
distress, anxiety or need. We search
for the things we can do, however
small, to give comfort and relieve
suffering. We find time for patients,
their families and carers, as well as
those we work alongside. We do not
wait to be asked, because we care.
Improving lives. We strive to improve
health and wellbeing and people’s
experiences of the NHS. We cherish
excellence and professionalism
wherever we find it – in the everyday
things that make people’s lives better
as much as in clinical practice, service
improvements and innovation. We
recognise that all have a part to play in
making ourselves, patients and our
communities healthier.
Everyone counts. We maximise our
resources for the benefit of the whole
community, and make sure nobody is
excluded, discriminated against or left
behind. We accept that some people
need more help, that difficult
decisions have to be taken – and that
when we waste resources we waste
opportunities for others.
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3a. Patients and the public – your rights and NHS
pledges to you
Everyone who uses the NHS should understand what legal rights they
have. For this reason, important legal rights are summarised in this
Constitution and explained in more detail in the Handbook to the NHS
Constitution, which also explains what you can do if you think you have
not received what is rightfully yours. This summary does not alter your
legal rights.
The Constitution also contains pledges that the NHS is committed to
achieve. Pledges go above and beyond legal rights. This means that
pledges are not legally binding but represent a commitment by the NHS
to provide comprehensive high quality services.

Access to health services:
You have the right to receive NHS
services free of charge, apart from
certain limited exceptions sanctioned
by Parliament.
You have the right to access NHS
services. You will not be refused
access on unreasonable grounds.
You have the right to receive care
and treatment that is appropriate to
you, meets your needs and reflects
your preferences.
You have the right to expect your
NHS to assess the health
requirements of your community and
to commission and put in place the
services to meet those needs as
considered necessary, and in the
case of public health services
commissioned by local authorities,
to take steps to improve the health
of the local community.

You have the right, in certain
circumstances, to go to other
European Economic Area countries or
Switzerland for treatment which
would be available to you through
your NHS commissioner.
You have the right not to be
unlawfully discriminated against in
the provision of NHS services
including on grounds of gender, race,
disability, age, sexual orientation,
religion, belief, gender reassignment,
pregnancy and maternity or marital
or civil partnership status.
You have the right to access certain
services commissioned by NHS bodies
within maximum waiting times, or for
the NHS to take all reasonable steps
to offer you a range of suitable
alternative providers if this is not
possible. The waiting times are
described in the Handbook to the
NHS Constitution.

Patients and the public – your rights and NHS pledges to you

The NHS also commits:
• to provide convenient, easy access
to services within the waiting
times set out in the Handbook to
the NHS Constitution (pledge);
• to make decisions in a clear and
transparent way, so that patients
and the public can understand
how services are planned and
delivered (pledge); and
• to make the transition as smooth
as possible when you are referred
between services, and to put you,
your family and carers at the
centre of decisions that affect you
or them (pledge).

Quality of care and
environment:
You have the right to be treated
with a professional standard of care,
by appropriately qualified and
experienced staff, in a properly
approved or registered organisation
that meets required levels of safety
and quality.
You have the right to be cared for
in a clean, safe, secure and suitable
environment.
You have the right to receive
suitable and nutritious food and
hydration to sustain good health and
wellbeing.

1
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You have the right to expect NHS
bodies to monitor, and make efforts
to improve continuously, the quality
of healthcare they commission or
provide. This includes improvements
to the safety, effectiveness and
experience of services.
The NHS also commits:
• to identify and share best practice
in quality of care and treatments
(pledge).

Nationally approved
treatments, drugs and
programmes:
You have the right to drugs and
treatments that have been
recommended by NICE1 for use in
the NHS, if your doctor says they are
clinically appropriate for you.
You have the right to expect local
decisions on funding of other drugs
and treatments to be made rationally
following a proper consideration of
the evidence. If the local NHS decides
not to fund a drug or treatment you
and your doctor feel would be right
for you, they will explain that
decision to you.
You have the right to receive the
vaccinations that the Joint Committee
on Vaccination and Immunisation
recommends that you should receive
under an NHS-provided national
immunisation programme.

NICE (the National Institute for Health and Care Excellence) is an independent organisation
producing guidance on drugs and treatments. ‘Recommended for use by NICE’ refers to a type of
NICE recommendation set out in legislation. The relevant health body is obliged to fund specified
NICE recommendations from a date no longer than three months from the publication of the
recommendation unless, in certain limited circumstances, a longer period is specified.
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The NHS also commits:
• to provide screening programmes
as recommended by the UK
National Screening Committee
(pledge).

Respect, consent and
confidentiality:
You have the right to be treated
with dignity and respect, in
accordance with your human rights.
You have the right to be protected
from abuse and neglect, and care
and treatment that is degrading.
You have the right to accept or
refuse treatment that is offered to
you, and not to be given any physical
examination or treatment unless you
have given valid consent. If you do
not have the capacity to do so,
consent must be obtained from a
person legally able to act on your
behalf, or the treatment must be in
your best interests.2

You have the right to be informed
about how your information is used.
You have the right to request that
your confidential information is not
used beyond your own care and
treatment and to have your
objections considered, and where
your wishes cannot be followed,
to be told the reasons including the
legal basis.
The NHS also commits:
• to ensure those involved in your
care and treatment have access to
your health information so they
can care for you safely and
effectively (pledge);
• that if you are admitted to
hospital, you will not have to share
sleeping accommodation with
patients of the opposite sex,
except where appropriate, in line
with details set out in the
Handbook to the NHS
Constitution (pledge);

You have the right to be given
information about the test and
treatment options available to you,
what they involve and their risks and
benefits.

• to anonymise the information
collected during the course of your
treatment and use it to support
research and improve care for
others (pledge);

You have the right of access to
your own health records and to have
any factual inaccuracies corrected.

• where identifiable information has
to be used, to give you the chance
to object wherever possible
(pledge);

You have the right to privacy and
confidentiality and to expect the NHS
to keep your confidential information
safe and secure.
2

• to inform you of research studies
in which you may be eligible to
participate (pledge); and

If you are detained in hospital or on supervised community treatment under the Mental Health
Act 1983 different rules may apply to treatment for your mental disorder. These rules will be
explained to you at the time. They may mean that you can be given treatment for your mental
disorder even though you do not consent.

Patients and the public – your rights and NHS pledges to you

• to share with you any
correspondence sent between
clinicians about your care (pledge).

Informed choice:
You have the right to choose your
GP practice, and to be accepted by
that practice unless there are
reasonable grounds to refuse, in
which case you will be informed of
those reasons.
You have the right to express a
preference for using a particular
doctor within your GP practice, and
for the practice to try to comply.
You have the right to transparent,
accessible and comparable data on
the quality of local healthcare
providers, and on outcomes, as
compared to others nationally.
You have the right to make choices
about the services commissioned by
NHS bodies and to information to
support these choices. The options
available to you will develop over
time and depend on your individual
needs. Details are set out in the
Handbook to the NHS Constitution.
The NHS also commits:
• to inform you about the
healthcare services available to
you, locally and nationally
(pledge); and
• to offer you easily accessible,
reliable and relevant information in
a form you can understand, and
support to use it. This will enable
you to participate fully in your
own healthcare decisions and to

|

support you in making choices.
This will include information on
the range and quality of clinical
services where there is robust and
accurate information available
(pledge).

Involvement in your
healthcare and in the NHS:
You have the right to be involved
in planning and making decisions
about your health and care with your
care provider or providers, including
your end of life care, and to be given
information and support to enable
you to do this. Where appropriate,
this right includes your family and
carers. This includes being given the
chance to manage your own care
and treatment, if appropriate.
You have the right to an open and
transparent relationship with the
organisation providing your care. You
must be told about any safety
incident relating to your care which,
in the opinion of a healthcare
professional, has caused, or could still
cause, significant harm or death. You
must be given the facts, an apology,
and any reasonable support you
need.
You have the right to be involved,
directly or through representatives,
in the planning of healthcare services
commissioned by NHS bodies, the
development and consideration of
proposals for changes in the way
those services are provided, and in
decisions to be made affecting the
operation of those services.
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The NHS also commits:
• to provide you with the
information and support you need
to influence and scrutinise the
planning and delivery of NHS
services (pledge);
• to work in partnership with you,
your family, carers and
representatives (pledge);
• to involve you in discussions about
planning your care and to offer
you a written record of what is
agreed if you want one (pledge);
and
• to encourage and welcome
feedback on your health and care
experiences and use this to
improve services (pledge).

Complaint and redress:
You have the right to have any
complaint you make about NHS
services acknowledged within three
working days and to have it properly
investigated.
You have the right to discuss the
manner in which the complaint is to
be handled, and to know the period
within which the investigation is
likely to be completed and the
response sent.
You have the right to be kept
informed of progress and to know
the outcome of any investigation into
your complaint, including an
explanation of the conclusions and
confirmation that any action needed
in consequence of the complaint
has been taken or is proposed to
be taken.

You have the right to take your
complaint to the independent
Parliamentary and Health Service
Ombudsman or Local Government
Ombudsman, if you are not satisfied
with the way your complaint has
been dealt with by the NHS.
You have the right to make a claim
for judicial review if you think you
have been directly affected by an
unlawful act or decision of an NHS
body or local authority.
You have the right to
compensation where you have been
harmed by negligent treatment.
The NHS also commits:
• to ensure that you are treated
with courtesy and you receive
appropriate support throughout
the handling of a complaint; and
that the fact that you have
complained will not adversely
affect your future treatment
(pledge);
• to ensure that when mistakes
happen or if you are harmed while
receiving health care you receive
an appropriate explanation and
apology, delivered with sensitivity
and recognition of the trauma you
have experienced, and know that
lessons will be learned to help
avoid a similar incident occurring
again (pledge); and
• to ensure that the organisation
learns lessons from complaints and
claims and uses these to improve
NHS services (pledge).

Patients and the public – your responsibilities
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3b. Patients and the public – your responsibilities
The NHS belongs to all of us. There are things that we can all do for
ourselves and for one another to help it work effectively, and to ensure
resources are used responsibly.

Please recognise that you can make
a significant contribution to your
own, and your family’s, good health
and wellbeing, and take personal
responsibility for it.
Please register with a GP practice
– the main point of access to NHS
care as commissioned by NHS bodies.
Please treat NHS staff and other
patients with respect and recognise
that violence, or the causing of
nuisance or disturbance on NHS
premises, could result in prosecution.
You should recognise that abusive
and violent behaviour could result in
you being refused access to NHS
services.
Please provide accurate information
about your health, condition and
status.
Please keep appointments, or
cancel within reasonable time.
Receiving treatment within the
maximum waiting times may be
compromised unless you do.
Please follow the course of
treatment which you have agreed,
and talk to your clinician if you find
this difficult.

Please participate in important
public health programmes such as
vaccination.
Please ensure that those closest to
you are aware of your wishes about
organ donation.
Please give feedback – both
positive and negative – about your
experiences and the treatment and
care you have received, including any
adverse reactions you may have had.
You can often provide feedback
anonymously and giving feedback
will not affect adversely your care or
how you are treated. If a family
member or someone you are a carer
for is a patient and unable to provide
feedback, you are encouraged to give
feedback about their experiences on
their behalf. Feedback will help to
improve NHS services for all.
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4a. Staff – your rights and NHS pledges to you
It is the commitment, professionalism and dedication of staff working
for the benefit of the people the NHS serves which really make the
difference. High-quality care requires high-quality workplaces, with
commissioners and providers aiming to be employers of choice.

All staff should have rewarding and
worthwhile jobs, with the freedom
and confidence to act in the interest
of patients. To do this, they need to
be trusted, actively listened to and
provided with meaningful feedback.
They must be treated with respect at
work, have the tools, training and
support to deliver compassionate
care, and opportunities to develop
and progress. Care professionals
should be supported to maximise the
time they spend directly contributing
to the care of patients.
The Constitution applies to all staff,
doing clinical or non-clinical NHS
work – including public health – and
their employers. It covers staff
wherever they are working, whether
in public, private or voluntary sector
organisations.
Staff have extensive legal rights,
embodied in general employment
and discrimination law. These are
summarised in the Handbook to the
NHS Constitution. In addition,
individual contracts of employment
contain terms and conditions giving
staff further rights.

The rights are there to help ensure
that staff:
• have a good working environment
with flexible working
opportunities, consistent with the
needs of patients and with the
way that people live their lives;
• have a fair pay and contract
framework;
• can be involved and represented
in the workplace;
• have healthy and safe working
conditions and an environment
free from harassment, bullying or
violence;
• are treated fairly, equally and free
from discrimination;
• can in certain circumstances take
a complaint about their employer
to an Employment Tribunal; and
• can raise any concern with their
employer, whether it is about
safety, malpractice or other risk,
in the public interest.
In addition to these legal rights, there
are a number of pledges, which the
NHS is committed to achieve. Pledges
go above and beyond your legal
rights. This means that they are not

Staff – your rights and NHS pledges to you

legally binding but represent a
commitment by the NHS to provide
high-quality working environments
for staff.
The NHS commits:
• to provide a positive working
environment for staff and to
promote supportive, open cultures
that help staff do their job to the
best of their ability (pledge);
• to provide all staff with clear roles
and responsibilities and rewarding
jobs for teams and individuals that
make a difference to patients,
their families and carers and
communities (pledge);
• to provide all staff with personal
development, access to
appropriate education and training
for their jobs, and line
management support to enable
them to fulfil their potential
(pledge);
• to provide support and
opportunities for staff to maintain
their health, wellbeing and safety
(pledge);
• to engage staff in decisions that
affect them and the services they
provide, individually, through
representative organisations and
through local partnership working
arrangements. All staff will be
empowered to put forward ways
to deliver better and safer services
for patients and their families
(pledge);

|

• to have a process for staff to raise
an internal grievance (pledge); and
• to encourage and support all staff
in raising concerns at the earliest
reasonable opportunity about
safety, malpractice or wrongdoing
at work, responding to and, where
necessary, investigating the
concerns raised and acting
consistently with the Employment
Rights Act 1996 (pledge).
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4b. Staff – your responsibilities
All staff have responsibilities to the public, their patients and colleagues.

Important legal duties are
summarised below.
You have a duty to accept
professional accountability and
maintain the standards of
professional practice as set by the
appropriate regulatory body
applicable to your profession or role.
You have a duty to take reasonable
care of health and safety at work for
you, your team and others, and to
co-operate with employers to ensure
compliance with health and safety
requirements.
You have a duty to act in
accordance with the express and
implied terms of your contract of
employment.
You have a duty not to discriminate
against patients or staff and to
adhere to equal opportunities and
equality and human rights legislation.
You have a duty to protect the
confidentiality of personal
information that you hold.

You have a duty to be honest and
truthful in applying for a job and in
carrying out that job.
The Constitution also includes
expectations that reflect how staff
should play their part in ensuring the
success of the NHS and delivering
high-quality care.
You should aim:
• to provide all patients with safe
care, and to do all you can to
protect patients from avoidable
harm;
• to follow all guidance, standards
and codes relevant to your role,
subject to any more specific
requirements of your employers;
• to maintain the highest standards
of care and service, treating every
individual with compassion, dignity
and respect, taking responsibility
not only for the care you
personally provide, but also for
your wider contribution to the
aims of your team and the NHS
as a whole;
• to find alternative sources of care
or assistance for patients, when
you are unable to provide this

Staff – your responsibilities

(including for those patients who
are not receiving basic care to
meet their needs);
• to take up training and
development opportunities
provided over and above those
legally required of your post;
• to play your part in sustainably
improving services by working in
partnership with patients, the
public and communities;
• to raise any genuine concern you
may have about a risk, malpractice
or wrongdoing at work (such as a
risk to patient safety, fraud or
breaches of patient
confidentiality), which may affect
patients, the public, other staff3 or
the organisation itself, at the
earliest reasonable opportunity;
• to involve patients, their families,
carers or representatives fully in
decisions about prevention,
diagnosis, and their individual care
and treatment;
• to be open with patients, their
families, carers or representatives,
including if anything goes wrong;
welcoming and listening to
feedback and addressing concerns
promptly and in a spirit of
co-operation;
• to contribute to a climate where
the truth can be heard, the
3

reporting of, and learning from,
errors is encouraged and
colleagues are supported where
errors are made;
• to view the services you provide
from the standpoint of a patient,
and involve patients, their families
and carers in the services you
provide, working with them,
their communities and other
organisations, and making it clear
who is responsible for their care;
• to take every appropriate
opportunity to encourage and
support patients and colleagues
to improve their health and
wellbeing;
• to contribute towards providing
fair and equitable services for all
and play your part, wherever
possible, in helping to reduce
inequalities in experience, access
or outcomes between differing
groups or sections of society
requiring health care;
• to inform patients about the use
of their confidential information
and to record their objections,
consent or dissent; and
• to provide access to a patient’s
information to other relevant
professionals, always doing so
securely, and only where there is
a legal and appropriate basis to
do so.

The term ‘staff’ is used to include employees, workers, and, for the purposes of the Employment
Rights Act 1996 (the ERA) (as amended by the Public Interest Disclosure Act), agency workers,
general practitioners (e.g. those performing general medical services under General Medical
Services Contracts), student nurses and student midwives, who meet the wider ERA definition of
being a ‘worker’. Whilst volunteers are not covered by the provisions of the ERA, guidance to
employers makes clear that it is good practice to include volunteers within the scope of
organisations’ local whistleblowing policies.
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CODE OF CONDUCT FOR NHS BOARDS
Public service values must be at the heart of
the National Health Service. High standards of
corporate and personal conduct based on a
recognition that patients come first, have been
a requirement throughout the NHS since its
inception. Moreover, since the NHS is publicly
funded, it must be accountable to Parliament
for the services it provides and for the effective
and economical use of taxpayers’ money.
There are three crucial public service values
which must underpin the work of the health
service.
Accountability – everything done by those
who work in the NHS must be able to stand the
test
of
parliamentary
scrutiny,
public
judgements on propriety and professional
codes of conduct.
Probity – there should be an absolute standard
of honesty in dealing with the assets of the
NHS: integrity should be the hallmark of all
personal conduct in decisions affecting
patients, staff and suppliers, and in the use of
information acquired in the course of NHS
duties.
Openness – there should be sufficient
transparency about NHS activities to promote
confidence between the NHS organisation and
its staff, patients and the public.
General Principles
Public service values matter in the NHS and
those who work in it have a duty to conduct
NHS business with probity. They have a
responsibility to respond to staff, patients and
suppliers impartially, to achieve value for
money from the public funds with which they
are entrusted and to demonstrate high ethical
standards of personal conduct.
The success of this Code depends on a
vigorous and visible example from boards and
the consequential influence on the behaviour of
all those who work within the organisation.
Boards have a clear responsibility for corporate
standards of conduct and acceptance of the
Code should inform and govern the decisions
and conduct of all board directors.
Openness and Public Responsibilities
Health needs and patterns of provision of
health care do not stand still. There should be
a willingness to be open with the public,
patients and with staff as the need for change
emerges.
It is a requirement that major
changes are consulted upon before decisions
are reached. Information supporting those
decisions should be made available, in a way
that is understandable, and positive

responses should be given to reasonable
requests for information and in accordance with
the Freedom of Information Act 2000.
NHS business should be conducted in a way
that is socially responsible.
As a large
employer in the local community, NHS
organisations should forge an open and
positive relationship with the local community
and should work with staff and partners to set
out a vision for the organisation in line with the
expectations of patients and the public. NHS
organisations should demonstrate to the public
that they are concerned with the wider health of
the population including the impact of the
organisation’s activities on the environment.
The confidentiality of personal and individual
patient information must, of course, be
respected at all times.
Public Service Values in Management
It is unacceptable for the board of any NHS
organisation, or any individual within the
organisation for which the board is responsible,
to ignore public service values in achieving
results. Chairs and board directors have a duty
to ensure that public funds are properly
safeguarded and that at all times the board
conducts its business as efficiently and
effectively as possible. Proper stewardship of
public monies requires value for money to be
high on the agenda of all NHS boards.
Accounting,
tendering
and
employment
practices within the NHS must reflect the
highest professional standards.
Public
statements and reports issued by the board
should be clear, comprehensive and balanced,
and should fully represent the facts. Annual
and other key reports should be issued in good
time to all individuals and groups in the
community who have a legitimate interest in
health issues to allow full consideration by
those wishing to attend public meetings on
local health issues.

Public Business and Private Gain
Chairs and board directors should act
impartially and should not be influenced by
social or business relationships.
No one
should use their public position to further their
private interests. Where there is a potential for
private interests to be material and relevant to
NHS business, the relevant interests should be
declared and recorded in the board minutes,
and entered into a register which is available to
the public. When a conflict of interest is
established, the board director should withdraw
and play no part in the relevant discussion or
decision.
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Hospitality and Other Expenditure

Compliance

Board directors should set an example to their
organisation in the use of public funds and the
need for good value in incurring public
expenditure. The use of NHS monies for
hospitality
and
entertainment,
including
hospitality at conferences or seminars, should
be carefully considered. All expenditure on
these items should be capable of justification
as reasonable in the light of the general
practice in the public sector. NHS boards
should be aware that expenditure on hospitality
or entertainment is the responsibility of
management and is open to be challenged by
the internal and external auditors and that illconsidered actions can damage respect for the
NHS in the eyes of the community.

Board directors should satisfy themselves that
the actions of the board and its directors in
conducting board business fully reflect the
values in this Code and, as far as is reasonably
practicable, that concerns expressed by staff or
others are fully investigated and acted upon.
All board directors of NHS organisations are
required, on appointment, to subscribe to the
Code of Conduct.
Originally published April 1994
First revision April 2002
Second revision July 2004

Relations with Suppliers
NHS boards should have an explicit procedure
for the declaration of hospitality and
sponsorship offered by, for example, suppliers.
Their authorisation should be carefully
considered and the decision should be
recorded. NHS boards should be aware of the
risks in incurring obligations to suppliers at any
stage of a contracting relationship. Suppliers
should be selected on the basis of quality,
suitability, reliability and value for money. The
Department of Health has issued guidance to
NHS organisations about standards of
business conduct (ref: HSG(93)5).
Staff
NHS boards should ensure that staff have a
proper and widely publicised procedure for
voicing complaints or concerns about
maladministration, malpractice, breaches of
this code and other concerns of an ethical
nature. The board must establish a climate:
- that enables staff who have concerns to raise
these reasonably and responsibly with the right
parties;
- that gives a clear commitment that staff
concerns will be taken seriously and
investigated; and
- where there is an unequivocal guarantee that
staff who raise concerns responsibly and
reasonably
will
be
protected
against
victimisation.
(Ref: Whistleblowing in the NHS, letter dated
25 July 2003 from the Director of HR in the
NHS)
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CODE OF ACCOUNTABILITY FOR NHS
BOARDS
This Code of Practice is the basis on which
NHS organisations should seek to fulfil the
duties and responsibilities conferred upon them
by the Secretary of State for Health.

Primary care trusts are expected to identify the
health needs of the population, to work to
improve the health of the community and to
secure the provision of a full range of services.
Other main functions are to:

Status
- maintain an effective public health function;
NHS organisations, such as NHS trusts,
primary care trusts, strategic health authorities
and special health authorities, are established
under statute as corporate bodies so ensuring
that they have separate legal personality.
Statutes and regulations prescribe the
structure, functions and responsibilities of the
boards of these bodies and prescribe the way
chairs and directors of boards are to be
appointed.
Code of Conduct
All board directors of NHS organisations are
required, on appointment, to subscribe to the
Code of Conduct. Breaches of this Code of
Conduct by the chair or a non-executive
director of the board should be drawn to the
attention
of
the appropriate Regional
Commissioner of the NHS Appointments
Commission.
NHS managers are required to take all
reasonable steps to comply with the
requirements set out in the Code of Conduct for
NHS Managers. Chairs and non-executive
directors of NHS boards are responsible for
taking firm, prompt and fair disciplinary action
against any executive director in breach of the
Code of Conduct for NHS Managers.
Statutory Accountability
The Secretary of State for Health has statutory
responsibility for the health of the population of
England and uses statutory powers to delegate
functions to NHS organisations who are thus
accountable to the Secretary of State and to
Parliament.
The Department of Health is
responsible for directing the NHS, ensuring
national policies are implemented and for the
effective stewardship of NHS resources.
NHS trusts provide services to patients (these
may be acute services, ambulance services,
mental health or other special services, e.g. for
children). Other main functions are to:

- lead local planning;
- manage and develop primary healthcare
services;
- develop and improve local services;
- lead the integration of health and social care;
and
- deliver services within their remit.

Strategic health authorities provide strategic
leadership to ensure the maintenance of
provision and the delivery of improvements in
local health and health services by primary
care trusts and NHS trusts, within the national
framework of developing a patient-centred NHS
and supported by effective controls and clinical
governance systems. Other main functions for
which the Strategic Health Authority is
responsible are to:
- lead the development and empowerment of
uniformly excellent frontline NHS organisations
committed to innovation and improvement;
- consider the overall needs of the health
economy
across
primary,
community,
secondary and tertiary care, and working with
primary care trusts and NHS trusts to deliver a
programme to meet these needs;
performance
manage
and
ensure
accountability of local primary care trusts and
NHS trusts;
- lead on the creation and development of
clinical and public health networks;
- create capacity through the preparation and
delivery of strategies for capital investment,
information management and workforce
development;

- ensure services are of high quality and
accessible;

- ensure effective networks and joint working
exists between NHS organisations for the
provision of health and social care; and

- lead the development of new ways of working
to fully engage patients and ensure a patientcentred service;

- ensure the development and training of an
adequate workforce of competent clinical
personnel.
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NHS trust, primary care trust and strategic
health authority finances are subject to external
audit by the Audit Commission and, for the
value for money element, by the Healthcare
Commission.
NHS boards must co-operate fully with the
Department of Health, the Audit Commission
and the Healthcare Commission when required
to account for the use they have made of public
funds, the delivery of patient care and other
services, and compliance with statutes,
directions, guidance and policies of the
Secretary of State. The Chief Executive/
Permanent Secretary of the Department of
Health, as Accounting Officer for the NHS, is
accountable to Parliament. The work of the
Department of Health and its associated bodies
is examined by the House of Commons Health
Committee.
Its remit is to examine the
expenditure, administration and policy of the
Department of Health. Two other Parliamentary
Committees, the Public Accounts Committee
and
the
Public
Administration
Select
Committee, scrutinise the work of the
Department of Health and the health service.
The Board of Directors
NHS boards comprise executive directors
together with non-executive directors and a
chair who are appointed by the NHS
Appointments Commission on behalf of the
Secretary of State.
Together they share
corporate responsibility for all decisions of the
board. There is a clear division of responsibility
between the chair and the chief executive; the
chair’s role and board functions are set out
below; the chief executive is directly
accountable to the board for meeting their
objectives, and as Accountable Officer, to the
Chief Executive of the NHS for the
performance of the organisation. Boards are
required to meet regularly and to retain full and
effective control over the organisation; the chair
and non-executive directors are responsible for
monitoring the executive management of the
organisation and are responsible to the
Secretary of State for the discharge of these
responsibilities. Strategic health authorities
generally provide the line of accountability from
local NHS organisations to the Secretary of
State for the performance of the organisation.
Regional Commissioners of the NHS
Appointments Commission will always be
available to chairs and non-executive directors
on matters of concern to them relating to the
personal effectiveness of individual chairs and
non-executives.
The duty of an NHS board is to add value to
the organisation, enabling it to deliver
healthcare and health improvement within the
law and without causing harm. It does this by
providing a framework of good governance
within which the organisation can thrive and
grow. Good governance is not restrictive but

an enabling ingredient to underpin change and
modernisation.
The role of an NHS board is to:
- be collectively responsible for adding value to
the organisation, for promoting the success of
the organisation by directing and supervising
the organisation’s affairs
- provide active leadership of the organisation
within a framework of prudent and effective
controls which enable risk to be assessed and
managed
- set the organisation’s strategic aims, ensure
that the necessary financial and human
resources are in place for the organisation to
meet its objectives, and review management
performance
- set the organisation’s values and standards
and ensure that its obligations to patients, the
local community and the Secretary of State are
understood and met.
Further details may be obtained from
Governing the NHS: A Guide for NHS Boards
at www.dh.gov.uk
The Role of the Chair
The overall role of the chair is one of enabling
and leading so that the attributes and specific
roles of the executive team and the nonexecutives are brought together in a
constructive partnership to take forward the
business of the organisation.
The key responsibilities of the chair are:
leadership of the board, ensuring its
effectiveness on all aspects of its role and
setting its agenda;
- ensuring the provision of accurate, timely and
clear information to directors;
- ensuring effective communication with staff,
patients and the public;
- arranging the regular evaluation of the
performance of the board, its committees and
individual directors; and
- facilitating the effective contribution of nonexecutive directors and ensuring constructive
relations between executive and non-executive
directors.
A complementary relationship between the
chair and chief executive is important. The
chief executive is accountable to the chair and
non-executive directors of the board for
ensuring that the board is empowered to
govern the organisation and that the objectives
it sets are accomplished through effective and
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properly controlled executive action. The chief
executive should be allowed full scope, within
clearly defined delegated powers, for action in
fulfilling the decisions of the board.

- the Audit Commission and its appointed
auditors, and

Further details may be obtained from
Governing the NHS: A Guide for NHS Boards
at www.dh.gov.uk.

Detailed financial guidance, including the role
of internal and external auditors, issued by the
Department of Health must be observed. (Ref:
the
NHS
Finance
Manual
at
www.info.doh.gov.uk/doh/finman).The Standing
Orders of boards should prescribe the terms on
which committees and sub-committees of the
board may be delegated functions, and should
include the schedule of decisions reserved for
the board.

Non-Executive Directors
Non-executive directors are appointed by the
NHS Appointments Commission on behalf of
the Secretary of State to bring an independent
judgement to bear on issues of strategy,
performance,
key
appointments
and
accountability through the Department of
Health to Ministers and to the local community.
The duties of non-executive directors are to:
- constructively challenge and contribute to the
development of strategy;
- scrutinise the performance of management in
meeting agreed goals and objectives and
monitor the reporting of performance;
- satisfy themselves that financial information
is accurate and that financial controls and
systems of risk management are robust and
defensible;
- determine appropriate levels of remuneration
of executive directors and have a prime role in
appointing, and where necessary, removing
senior management and in succession
planning; and
- ensure the board acts in the best interests of
the public and is fully accountable to the public
for the services provided by the organisation
and the public funds it uses.
Non-executive directors also have a key role in
a small number of permanent board
committees such as the Audit Committee,
Remuneration
and
Terms
of
Service
Committee,
the
Clinical
Governance
Committee and Risk Management Committee.
Further details may be obtained from
Governing the NHS: A Guide for NHS Boards
at www.dh.gov.uk.
Reporting and Controls
It is the board’s duty to present through the
timely publication of an annual report, annual
accounts and other means, a balanced and
readily-understood
assessment
of
the
organisation’s performance to:
- the Department of Health, on behalf of the
Secretary of State

- the local community.

Declaration of Interests
It is a requirement that chairs and all board
directors should declare any conflict of interest
that arises in the course of conducting NHS
business. All NHS organisations maintain a
register of member’s interests to avoid any
danger of board directors being influenced, or
appearing to be influenced, by their private
interests in the exercise of their public duties.
All board members are therefore expected to
declare any personal or business interest which
may influence, or may be perceived to
influence, their judgement. This should include,
as a minimum, personal direct and indirect
financial interests, and should normally also
include such interests of close family members.
Indirect
financial
interests
arise
from
connections with bodies which have a direct
financial interest, or from being a business
partner of, or being employed by, a person with
such an interest.
Employee Relations
NHS boards must comply with legislation and
guidance from the Department of Health on
behalf of the Secretary of State, respect
agreements entered into by themselves or on
their behalf and establish terms and conditions
of service that are fair to the staff and represent
good value for taxpayers’ money. Fair and
open competition should be the basis for
appointment to posts in the NHS.
The terms and conditions agreed by the board
for senior staff should take full account of the
need to obtain maximum value for money for
the funds available for patient care. The board
should ensure through the appointment of a
remuneration and terms of service committee
that executive board directors’ remuneration
can be justified as reasonable. Board directors’
remuneration for the NHS organisation should
be published in its annual report.
Originally published April 1994
First revision April 2002
Second revision July 2004
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Code of Practice on Openness in the NHS
1. Introduction
This Code of Practice sets out the basic principles
underlying public access to information about the
NHS. It reflects the Government's intention to ensure
greater access by the public to information about
public services and complements the Code of Access
to Information which applies to the Department of
Health.
Because the NHS is a public service, it should be
open about its activities and plans. So, information
about how it is run, who is in charge and how it
performs should be widely available. Greater sharing
of information will also help to foster mutual
confidence between the NHS and the public.
The basic principle of this Code is that the NHS
should respond positively to requests for information,
except in certain circumstances identified in the
Code. For example, patients' records must be kept
safe and confidential.

2. Scope
The Code of Practice covers the following NHS
organisations in England: Health Authorities, Special
Health Authorities, NHS Trusts, Primary Care Trusts,
the Mental Health Act Commission and Community
Health Councils. It also covers family doctors,
dentists, optometrists (opticians) and community
pharmacists.

n are aware of the reasons for decisions and actions
affecting their own treatment;
n known what information is available and where they
can get it.

4. General Principles
In implementing the Code, the NHS must:
n respond positively to requests for information
(except in the circumstances identified in paragraph
9);
n answer requests for information quickly and
helpfully, and give reasons for not providing
information where this is not possible;
n help the public to know what information is available,
so that they can decide what they wish to see, and
whom they should ask;
n ensure that there are clear and effective
arrangements to deal with complaints and concerns
about local services and access to information, and
that these arrangements are widely publicised and
effectively monitored.

5. Information Which Must be
provided

Specific requirements for most of these organisations
are detailed in separate annexes. Organisations not
covered in the annexes must apply the general
principles of the Code in their dealings with the public.

Apart from the exemptions set out in paragraph 9
below, NHS Trusts, Primary Care Trusts and Health
Authorities must publish or otherwise make available
the following information (further details are given in
Annexes A, B, C and D):

3. Aims
The aims of the Code are to ensure that people:

n information about what services are provided, the
targets and standards set and results achieved, and
the costs and effectiveness of the service;

n have access to available information about the
services provided by the NHS, the cost of those
services, quality standards and performance against
targets;
n are provided with explanations about proposed
service changes and have an opportunity to
influence decisions on such changes;

n details about important proposals on health policies
or proposed changes in the way services are
delivered, including the reasons for those proposals.
This information will normally be made available when
proposals are announced and before decisions are
made;

n details about important decisions on health policies
and decisions on changes to the delivery of services.
This information, and the reasons for the decisions,
will normally be made available when the decisions
are announced;

information but are not required to do so. It is
recommended that charging should be exceptional
but that where charges are made the following ground
rules should be observed:

n information about the way in which health services
are managed and provided and who is responsible;

a) no charge for individuals enquiring about services
or treatment available to them; press and other
media; Community Health Councils; MPs; Local
Authorities; Citizen's Advice Bureaux;

n information about how the NHS communicates with
the public, such as details of public meetings,
consultation procedures, suggestion and complaints
systems:
n information about how to contact Community
Health Councils and the Health Service
Commissioner (Ombudsman);
n information about how people can have access to
their own personal health records.

6. Response to Requests for
Information
Requests for information, whether made in person or
in writing, must be answered promptly. An
acknowledgement must be sent within 4 working days
and, where possible, the information should follow
within 20 working days.

b) for requests from people not listed above, no
charge for the first hour and a charge not exceeding
£20 per hour for each hour thereafter.

8. Personal Health Records
The NHS must keep patients' personal details
confidential but people normally have a right to see
their own health records. Depending on who made
the records, patients can obtain access through the
relevant Trust, Health Authority, family doctor or
dentist. Access must be given within the timetable in
the Access to Health Records Act 1990 (or, for
records held on computer, the Data Protection Act
1984). Under these Acts patients may be charged for
access to their records

9. Information Which May be
Withheld

NHS organisations are not required to make
available:

NHS Trusts and Authorities must provide the
information requested unless it falls within one of the
following exempt categories:

i) copies of the documents or records containing the
information (although in some cases it may be simpler
to do so if they contain nothing but the information
requested);

i) Personal information. People have a right of access
to their own health records but not normally to
information about other people.

ii) information which the organisation does not
possess (eg comparable data with other
organisations);
iii) individual copies of documents or other forms of
information which are already widely publicly
available.
If the information is not to be provided under the
terms of the Code, an explanation must be provided
within 20 working days of receipt of the request.
Each NHS organisation must publish the name of an
individual who has responsibility for the operation of
this Code of Practice. This should be a senior officer
directly accountable to the Chief Executive of the
organisation. Details of how to request information
through this individual must also be publicised locally.

7. Charging for Information
NHS Trusts, Primary Care Trusts and Health
Authorities may make a charge for providing

ii) Requests for information which are manifestly
unreasonable, far too general, or would require
unreasonable resources to answer.
iii) Information about internal discussion and advice,
where disclosure would harm frank internal debate,
except where this disclosure would be outweighed by
the public interest.
iv) Management information, where disclosure would
harm the proper and effective operation of the NHS
organisation.
v) Information about legal matters and proceedings,
where disclosure would prejudice the administration
of justice and the law.
vi) Information which could prejudice negotiations or
the effective conduct of personnel management or
commercial or contractual activities. This does not
cover information about internal NHS contracts.

vii) Information given in confidence. The NHS has a
common law duty to respect confidences except
when it is clearly outweighed by the public interest.
viii) Information which will soon be published or where
disclosure would be premature in relation to a
planned announcement or publication.
ix) Information relating to incomplete analysis,
research or statistics where disclosure could be
misleading or prevent the holder from publishing it
first.

report should be written and presented in a way that
can be readily understood by the general public:
n an annual summary of the Trust's business plan,
describing the Trust's planned activity for the coming
year;
n a summary strategic direction document (not
published annually), setting out the Trust's longer
term plans for the delivery of health care services
over a five year period; and
n audited accounts published annually.

10. Complaining About the Provision
of Information
People may wish to complain about a decision to
refuse to provide information, a delay in providing
information or levels of charges. In the first instance,
complaints should be made within 3 months to the
local individual responsible for the operation of the
Code (see paragraph 6 above). If the complainant
remains dissatisfied, a complaint should be made to
the Chief Executive of the organisation, or the Chief
Executive of the Health Authority in the case of family
doctors, dentists, pharmacists and optometrists
(opticians). Community Health Councils may be able
to help people to pursue their complaint. NHS Trusts
and Authorities must acknowledge complaints within
4 working days and reply within 20 working days.
The NHS Trust or Authority will provide people with
information about how to take their complaint further
to the Health Service Ombudsman if they remain
dissatisfied. However, the Ombudsman does not
investigate complaints about the withholding of
information by family doctors, dentists, pharmacists,
optometrists (opticians) or Community Health
Councils.

In addition to the documents described above, NHS
Trusts and PCTs must also make available, on
request:
n the register of board members' private interests
required under the Code of Accountability for NHS
boards:
2.1 Public Meetings - NHS Trusts and PCTs are
required to hold their board meetings in public. An
agenda, papers, the accounts and the annual report
must be publicly available at least 7 days in advance
of the meeting. Provision must be made for questions
and comments to be put by the public. Public
meetings must be held in readily accessible venues
and at times when the public are able to attend.
3. Good Practice in Providing Information
3.1 Examples of Additional Information Which
May be Published
n quarterly board reports ( financial, activity, quality
and contract information);
n information on service changes;

ANNEX A - NHS Trusts and Primary Care Trusts
(PCTs)

n agenda and papers relating to other meetings held
in public in addition to the Annual Public Meeting.

1. Introduction
This annex describes the information which NHS
Trusts and PCTs must publish or make available. It
also lists examples of information which it is
recommended should be made available as a matter
of good practice, either through publication or on
request.

3.2 Examples of Information Which May be
Available on Request

2. Information Which Must be Published
The following are the documents which Trusts must
publish by given dates:
n an annual report describing the Trust's
performance over the previous financial year, and
including details of board members' remuneration; the

The following list is a guide to some of the information
which is routinely held by most NHS Trusts. Much of
the information will be detailed in the previous year's
annual report. Where more up-to-date information is
available, this may be given:
n patient information leaflets; n description of
facilities (numbers of beds, operating theatres etc.);
n waiting times by specialty; n detailed information
on activity; n broad conclusions of clinical audit; n
number and percentage of operations cancelled, by
specialty; n price lists for extra-contractual referrals;

n information about clinicians (including qualifications,
areas of special interest, waiting times for
appointment); n areas which have been
market-tested, with details of decisions reached; n
tenders received by value, but not by name of
tenderer; n information on manpower and staffing
levels and staff salaries by broad bandings; n policies
for Trust staff, eg equal opportunities, standards of
conduct; n environmental items, eg fuel usage; n
volume and categories of complaints and letters of
appreciation (without identifying individuals), and
performance in handling complaints; n results of user
surveys and action to be taken; n standing orders
and waivers of standing orders; n standing financial
instructions; n external audit management letter, and
Trust response, time when response is made: n
details of administrative costs; n funds held on trust,
such as bequests and donations; n performance
against quality standards in contracts; n clinical
performance, by specialty, eg proportion of surgery
done on day surgery basis, by condition; n
performance against national and local targets for
inpatient and day case waiting times; n names and
contact (office) numbers of board members and
senior officers; n basic salaries, ie excluding PRP and
distinction awards, of staff, by bandings and in
anonymised form; n response times for ambulances;
n information about the use of outside management
consultants, including expenditure
4. Procedures for Obtaining Information
Trusts must ensure that people know whom to ask for
information. They must publish the name of the
person responsible, along with full details of how to go
about obtaining information and how to complain if the
information is not provided. The person responsible
should be a senior officer who is directly accountable
to the Chief Executive of the Trust.
ANNEX B - Health Authorities
1. Introduction
1.1 Health Authorities have an essential role in the
successful development of local services and
achieving a strategic balance of care. (Annexes C
and D give complementary advice for General
Practitioners.)
1.2 This Annex describes the information which they
must publish or make available. It also lists examples
of information which it is recommended is made
available as a matter of good practice, either through
publication or on request.
2. Information Which Must be Published
2.1 Health Authorities

The following are the documents which Authorities
must publish by given dates:
n an annual report, describing the performance over
the previous financial year, and including details of
board members' remuneration; the report should be in
a form that can be readily understood by the general
public; n an annual report by the Director of Public
Health; na full list of General Medical Practitioners,
General Dental Practitioners, pharmacists and
optometrists in their locality; n papers, agendas and
minutes of board meetings held in public; naudited
accounts published annually; n a strategy document
(not published annually) setting out the heath
authority's plans over a five year period. They must
consult with the public before and after developing the
strategy.
In addition to the documents described above,
authorities must also make available, on request:
n annual purchasing plans; n contracts with
providers, both NHS and non-NHS; n the register of
board members' private interests required under the
Code of Accountability for NHS boards.
2.2 Public Meetings - Health Authorities must hold
all their board meetings in public, though there is
provision of certain issues (eg personnel and
commercial matters) to be taken in a private part of
the meeting. The agenda for these meetings must
always be provided to the press and on request to
members of the public. Public meetings must be held
in easily accessible venues, and at times when the
public are able to attend.
Consultation - Health Authorities must consult with
Community Health Council and other interested
parties on any plans to change the services which
they purchase or plan for their residents. They must
publish well in advance a timetable to enable the
public to know when and how they can influence to
commissioning process.
3. Good Practice in Providing Information
3.1 Examples of Additional Information Which
May be Published
n information on services purchased by the Authority
;n information about consultation exercises
undertaken and outcomes; n full reports of any user
or attitude surveys and action to be taken; n total
available financial resources; n Health Authority
allocation; nproposed and actual expenditure on
services, analysed by: n providers; n contracts
(including by speciality, if available); ntreatments
purchased separately from contracts (extra

contractual referrals); n changes in providers and
contracts from previous years; n performance against
quality standards in contracts; n clinical performance
by speciality, of providers contracted with, eg
proportion of surgery done on day surgery basis, by
condition; n performance against national and local
targets for in-patient and day case waiting times; n
numbers of complaints dealt with and response times;
n names and contact (office) numbers of Authority
board members and senior officers; n basic salaries,
ie excluding PRP and distinction awards, of staff, by
bandings and in anonymised form; n information
about the use of outside management consultants,
including expenditure

2.1 General Medical Practitioners
Practice Leaflets - Essential information for patients
about individual doctors' practices is published in
practice leaflets which can be obtained from the
practice. These must contain the following
information:

n future year resource plans; n information about
expenditure on different types of health care, such a
primary, secondary or community care; n price
comparisons of all providers used by the purchaser; n
total expenditure per head of population; n costs of
authority administration; n standing orders and
waivers of standing orders; n standing financial
instructions n external audit management letter, and
response, at the time when the response is made.

n name, sex, medical qualifications and date and first
place of registration of the General Practitioner; n
details of availability (including arrangements for
cover when the General Practitioner is not available),
appointments system and how to obtain an urgent
appointment or home visit; n arrangements for
obtaining repeat prescriptions and dispensing
arrangements; n frequency, duration and purpose of
clinics; n numbers and roles of other staff employed
by the practice, and information about whether the
General Practitioner works alone, part-time or in
partnership; n details of services available - for
example, child health surveillance, contraception,
maternity, medical, minor surgery, counselling and
physiotherapy; n details of arrangements for
receiving and responding to patients' comments and
complaints; n geographical boundary of the practice
area; n details of access for the disabled.

4. Procedures for Obtaining Information

In addition, some leaflets also:

Authorities must ensure that people know whom to
ask for information. They must publish the name of
the person responsible, along with full details of how
to go about obtaining information and how to
complain if the information is not provided. The
person responsible should be a senior officer who is
directly accountable to the Chief Executive of the
Authority.

n contain information detailing any other professional
staff employed by the practice, including their
registration status; n are available in languages other
than English which are commonly used locally.

3.2 Examples of Information Which May be
Available on Request

1.1 This annex describes the information which
General Medical Practitioners, General Dental
Practitioners, Community Pharmacists and
Optometrists must publish or make available.
1.2 General Medical Practitioners, General Dental
Practitioners, Community Pharmacists and
Optometrists provide services to the public which are
paid for by the NHS. The public should therefore have
access to information about the services they provide.
Although they are self-employed independent
contractors, and cannot therefore be required to
publish sensitive information about their businesses,
their contracts for services specify information that is
important to patients and which must be made
available.
2. Information Which Must be Published
The following are the statutorily required documents
which must be published.

2.2 General Dental Practitioners
Practice Leaflets - Essential information for patients
about individual dental practices is published in
practice leaflets which can be obtained from the
practice. These contain:
n name, sex and date of registration as a dental
practitioner; n address, opening hours and details of
partners/associates; n whether a dental hygienist is
employed; n details of access to the premises; n
whether only orthodontic treatment is available; n with
consent, whether the dentist speaks any languages in
addition to English; n General Dental Practitioners
are required to inform patients of any emergency
arrangements in place.
Charges
n General Dental Practitioners must provide patients
with individual costed treatment plans. They must
display a notice of the scale of NHS charges and
information about entitlement to exemption from or
remission of charges.
It is good practice:

n to provide information about their cross-infection
control procedures, giving examples as appropriate.
2.3 Community Pharmacists
Practice Leaflets - Pharmacists are not obliged to
produce practice leaflets but those dispensing more
than 1500 prescriptions a month normally do so.
These leaflets detail the range of services available to
the public and, if produced, must contain the following
information:
n a list of services provided by the pharmacist; n
name, address and telephone number of the
pharmacy; n normal opening hours and
arrangements for out of hours services and
emergencies; n procedures for receiving comments
on services provided.
As good practice:
n an increasing number of Community Pharmacists
make health promotion leaflets available to the public.
2.4 Optometrists
Optometrists are not currently required to produce
practice leaflets, but many do so as a matter of good
practice.
Results of Eye-Tests
Optometrists must provide patients with a copy of the
results of their eye-tests (ie their prescription) or a
statement that no prescription is required.
5. Procedures for Obtaining Information
3.1 Information about individual General Medical
Practitioners, General Dental Practitioners,
Pharmacists and Optometrists and their practice
leaflets must be available from the practice. Health
Authorities must ensure that people know whom to
ask for additional information. The Authority should
publish the name of the person responsible. This
should be a senior officer who is directly accountable
to the Chief Executive of the Authority.
5.2 Complaints about failure to obtain information
should be dealt with as far as possible by the practice.
If the complainant remains dissatisfied, he/she should
be directed to the Family Health Services Authority.
The assistance of the Community Health Council may
also be sought. At present the Health Service
Ombudsman does not investigate complaints against
family doctors, dentists, optometrists (opticians) or
pharmacists.
General Practitioners
ANNEX D - General Practitioners
1 Introduction

This Annex extends Annex C and describes the
additional information which General Practitioners
must publish or make available.
2. Information Which Should be Published
The following are the documents which General
Practitioners should publish or make available by
given dates:
n plans for major shifts in purchasing; n annual
practice plan describing how the practice intends to
use its fund and management allowances over the
coming year and demonstrating the practice's
contribution to national targets and priorities as well
as any locally-agreed objectives. The plan should
include an outline longer term view and may
optionally include the practice's primary health care
team charter (Practice Charter) and plans for the
practice's general medical services (GMS) activity; n
Practice Charter (if available and not included above);
n annual performance report; n audited annual
accounts.
Consultation
General Practitioners must ensure that a copy (or a
summary) of their major shifts in purchasing
intentions, annual plans, Practice Charter (if separate)
and performance reports is available at their practice
for consultation by patients. A copy of the above
documents should be sent to the Health Authority and
a copy (or a summary) to the local Community Health
Council.
In addition, General Practitioners are required to
produce annual accounts for audit. Once audited,
these are public documents and are available for
inspection at the Health Authority.
3. Procedures for Obtaining Information
3.1 Information about individual practices should be
requested direct from the practice. Complaints about
failure to provide information should be dealt with as
far as possible by the practice.
3.2 If the complainant remains dissatisfied he/she
should be directed to the Health Authority. The
assistance of the Community Health Council may also
be sought. At present the Health Service
Ombudsman does not investigate complaints against
family doctors, dentists, optometrists opticians) or
pharmacists.
3.3 Requests for information which is not about an
individual practice should be directed to the Health
Authority. They must ensure that they publicise the

name of the officer within the HA who is responsible
for providing this information and for the operation of
the Code of Practice. This should be a senior officer
who is directly accountable to the Chief Executive of
the Authority.
The Department of Health will be pleased to respond
to any queries on this Code of Practice on Openness
in the NHS. Please contact Jerry Bird, Room 2N21,
Quarry House, Quarry Hill, LEEDS LS2 7UE.
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The Board and Executive Team of Hertfordshire Community NHS Trust
Subscribe to the “NOLAN” Principles of Public Life
These are:
Selflessness
Holders of public office should take decisions solely in terms of the public interest. They
should not do so in order to gain financial or other material benefits for themselves, their
family, or their friends.
Integrity
Holders of public office should not place themselves under any financial or other obligation
to outside individuals or organisations that might influence them in the performance of their
official duties.
Objectivity
In carrying out public business, including making public appointments, awarding contracts, or
recommending individuals for rewards and benefits, holders of public office should make
choices on merit.
Accountability
Holders of public office are accountable for their decisions and actions to the public and
must submit themselves to whatever scrutiny is appropriate to their office.
Openness
Holders of public office should be as open as possible about all the decisions and actions
that they take. They should give reasons for their decisions and restrict information only
when the wider public interest clearly demands.
Honesty
Holders of public office have a duty to declare any private interests relating to their public
duties and to take steps to resolve any conflicts arising in a way that protects the public
interest.
Leadership
Holders of public office should promote and support these principles by leadership and
example.
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The Board and Executive Team of Hertfordshire NHS Trust Subscribe to the
“Principles of Board Etiquette”
(Adapted from the Integrated Governance Handbook, DoH 2006
We Will

We Will Not

1

Respect one another as possessing
individual and corporate skills,
knowledge and responsibilities

Refer to past systems or mistakes as
being responsible for today’s situation.

2

Show determination, tolerance and
sensitivity - rigorous and challenging
questioning, tempered by respect

Act as ‘stoppers’ or ‘blockers’

Show group support and loyalty towards
3

•
•
•

The Trust
each other
the Executive Team

Regard any arrangements as
unchangeable or unchallengeable

4

Listen carefully to all ideas and comments
and be tolerant to other points of view –
be sensitive to colleagues’ needs for
support when challenging or being
challenged

Adopt territorial attitudes – any
members of the team has the right to
challenge/question another

5

Be honest, open and constructive

Give offence – and be ready to apologise

6

Be courteous and respect freedom to
speak, disagree or remain silent

Take offence – and shall stay open to
discussion

7

Regard challenge as a test of the
robustness of arguments – ensure no one
becomes isolated in expressing their view.
Treat all ideas with respect.

Regard papers presented as being
‘rubberstamped’ without discussion and
agreement

8

Read all papers before the meeting and
clarify any points of detail with the relevant
author before the meeting, arrive on time
and participate wholeheartedly

Act in an attacking, crushing or dismissive
manner

9

Focus discussion on material issues and
on the resolution of issues, allow
differences to be forgotten

Become obsessed by detail and lose
the strategic picture

10

Make the most of time – support the
Chair, colleagues and guests in
maximising scope and variety of
viewpoints heard. Individual points are
relevant and short.

Breach confidentiality – will be candid
not secret
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Introduction

1.

As part of the response to the Kennedy Report, the attached Code of
Conduct for NHS Managers has been produced by a Working Group
chaired by Ken Jarrold CBE.

2.

The Code sets out the core standards of conduct expected of NHS
managers. It will serve two purposes:

3.

●

to guide NHS managers and employing health bodies in the work
they do and the decisions and choices they have to make.

●

to reassure the public that these important decisions are being
made against a background of professional standards and
accountability.

The environment in which the Code will operate is a complex one. NHS
managers have very important jobs to do and work in a very public and
demanding environment. The management of the NHS calls for difficult
decisions and complicated choices. The interests of individual patients
have to be balanced with the interests of groups of patients and of the
community as a whole. The interests of patients and staff do not always
coincide. Managerial and clinical imperatives do not always suggest the
same priorities. A balance has to be maintained between national and
local priorities.

Introduction

1

4.

The Code should apply to all managers and should be incorporated in
the contracts of senior managers at the earliest possible opportunity.
A document on implementation is attached.

NIGEL CRISP
NHS Chief Executive
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Code of Conduct for
NHS Managers

As an NHS manager, I will observe the following principles:
●

make the care and safety of patients my first concern and act to
protect them from risk;

●

respect the public, patients, relatives, carers, NHS staff and
partners in other agencies;

●

be honest and act with integrity;

●

accept responsibility for my own work and the proper performance
of the people I manage;

●

show my commitment to working as a team member by working
with all my colleagues in the NHS and the wider community;

●

take responsibility for my own learning and development.

This means in particular that:
1

I will:
●

respect patient confidentiality;

●

use the resources available to me in an effective, efficient and
timely manner having proper regard to the best interests of the
public and patients;
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2

3

●

be guided by the interests of the patients while ensuring a safe
working environment;

●

act to protect patients from risk by putting into practice
appropriate support and disciplinary procedures for staff; and

●

seek to ensure that anyone with a genuine concern is treated
reasonably and fairly.

I will respect and treat with dignity and fairness, the public, patients,
relatives, carers, NHS staff and partners in other agencies. In my capacity
as a senior manager within the NHS I will seek to ensure that no one is
unlawfully discriminated against because of their religion, belief, race,
colour, gender, marital status, disability, sexual orientation, age, social and
economic status or national origin. I will also seek to ensure that:
●

the public are properly informed and are able to influence services;

●

patients are involved in and informed about their own care, their
experience is valued, and they are involved in decisions;

●

relatives and carers are, with the informed consent of patients,
involved in the care of patients;

●

partners in other agencies are invited to make their contribution
to improving health and health services; and

●

NHS staff are:
–

valued as colleagues;

–

properly informed about the management of the NHS;

–

given appropriate opportunities to take part in decisionmaking.

–

given all reasonable protection from harassment and bullying;

–

provided with a safe working environment;

–

helped to maintain and improve their knowledge and skills
and achieve their potential; and

–

helped to achieve a reasonable balance between their working
and personal lives.

I will be honest and will act with integrity and probity at all times.
I will not make, permit or knowingly allow to be made, any untrue
or misleading statement relating to my own duties or the functions
of my employer.
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I will seek to ensure that:

4

●

the best interests of the public and patients/clients are upheld in
decision-making and that decisions are not improperly influenced
by gifts or inducements;

●

NHS resources are protected from fraud and corruption and that
any incident of this kind is reported to the NHS Counter Fraud
Services;

●

judgements about colleagues (including appraisals and references)
are consistent, fair and unbiased and are properly founded; and

●

open and learning organisations are created in which concerns
about people breaking the Code can be raised without fear.

I will accept responsibility for my own work and the proper performance
of the people I manage. I will seek to ensure that those I manage accept
that they are responsible for their actions to:
●

the public and their representatives by providing a reasonable and
reasoned explanation of the use of resources and performance;

●

patients, relatives and carers by answering questions and complaints
in an open, honest and well researched way and in a manner which
provides a full explanation of what has happened, and of what will
be done to deal with any poor performance and, where appropriate
giving an apology; and

●

NHS staff and partners in other agencies by explaining and
justifying decisions on the use of resources and give due and proper
consideration to suggestions for improving performance, the use of
resources and service delivery.

I will support and assist the Accountable Officer of my organisation in his
or her responsibility to answer to Parliament, Ministers and the
Department of Health in terms of fully and faithfully declaring and
explaining the use of resources and the performance of the local NHS in
putting national policy into practice and delivering targets.
For the avoidance of doubt, nothing in paragraphs two to four of this Code
requires or authorises an NHS manager to whom this Code applies to:
●

make, commit or knowingly allow to be made any unlawful
disclosure;

●

make, permit or knowingly allow to be made any disclosure in
breach of his or her duties and obligations to his or her employer,
save as permitted by law.
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If there is any conflict between the above duties and obligations and this
Code, the former shall prevail.
5

6

I will show my commitment to working as a team by working to create
an environment in which:
●

teams of frontline staff are able to work together in the best
interests of patients;

●

leadership is encouraged and developed at all levels and in all
staff groups; and

●

the NHS plays its full part in community development.

I will take responsibility for my own learning and development.
I will seek to:
●

take full advantage of the opportunities provided;

●

keep up to date with best practice; and

●

share my learning and development with others.

Department of Health
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Implementing the Code

IMPLEMENTING THE CODE
1.

The Code should be seen in a wider context that NHS managers must
follow the ‘Nolan Principles on Conduct in Public Life’, the ‘Corporate
Governance Codes of Conduct and Accountability’, the ‘Standards of
Business Conduct’, the ‘Code of Practice on Openness in the NHS’ and
standards of good employment practice.

2

In addition many NHS managers come from professional backgrounds
and must follow the code of conduct of their own professions as well as
this Code.
In order to maintain consistent standards, NHS bodies need to consider
suitable measures to ensure that managers who are not their employees
but who
(i)

manage their staff or services; or

(ii) manage units which are primarily providing services to their
patients
also observe the Code.
3

It is important to respect both the rights and responsibilities of managers.
To help managers to carry out the requirements of the Code, employers
must provide reasonable learning and development opportunities and seek

Implementing the Code
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to establish and maintain an organisational culture that values the role of
managers. NHS managers have the right to be:
●

treated with respect and not be unlawfully discriminated against for
any reason;

●

given clear, achievable targets;

●

judged consistently and fairly through appraisal;

●

given reasonable assistance to maintain and improve their
knowledge and skills and achieve their potential through learning
and development; and

●

reasonably protected from harassment and bullying and helped
to achieve a reasonable balance between their working and
personal lives.

Breaching the Code
4

Alleged breaches of the Code of Conduct should be promptly considered
and fairly and reasonably investigated. Individuals must be held to
account for their own performance, responsibilities and conduct where
employers form a reasonable and genuinely held judgement that the
allegations have foundation. Investigators should consider whether there
are wider system failures and organisational issues that have contributed
to the problems. Activity, the purpose of which is to learn from and
prevent breaches of the Code, needs to look at their wider causes.

5

Local employers should decide whether to investigate alleged breaches
informally or under the terms of local disciplinary procedures. It is
essential however that both forms of investigation should be, and be seen
to be, reasonable, fair and impartial. If Chief Executives or Directors are
to be investigated, the employing authority should use individuals who
are employed elsewhere to conduct the investigation. The NHS
Confederation, the Institute of Healthcare Management and the
Healthcare Financial Management Association are among the organisations
who maintain lists of people who are willing to undertake such a role.

Application of Code
6

This Code codifies and articulates certain important contractual
obligations that apply to everyone holding management positions.
These include Chief Executives and Directors who as part of their duties
are personally accountable for achieving high quality patient care. The
Department of Health will in the next few months issue a proposed new
framework of pay and contractual arrangements for the most senior NHS
managers. Under this framework the job evaluation scheme being
developed as part of the ‘Agenda for Change’ negotiations is likely to be
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used as the basis for identifying which other managerial posts (in addition
to Chief Executives and Directors) should be automatically covered by the
Code. The new framework will also specify compliance with the Code as
one of the core contractual provisions that should apply to all senior
managers.
7

For all posts at Chief Executive/Director level and all other posts
identified as in paragraph 6 above, acting consistently with the Code of
Conduct for NHS Managers Directions 2002, employers should:
●

include the Code in new employment contracts;

●

incorporate the Code into the employment contracts of existing
postholders at the earliest practicable opportunity.

Action
8

Employers are asked to:
(i)

incorporate the Code into the employment contracts of Chief
Executives and Directors at the earliest practicable opportunity and
include the Code in the employment contracts of new
appointments to that group;

(ii) identify any other senior managerial posts, i.e. with levels of
responsibility and accountability similar to those of Director-level
posts, to which they consider the Code should apply. (The new
framework for pay and contractual arrangements will help more
tightly define this group in due course.)
(iii) investigate alleged breaches of the Code by those to whom the
Code applies promptly and reasonably as at paragraphs four to five;
(iv) provide a supportive environment to managers (see paragraph three
above).
October 2002
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NATIONAL HEALTH SERVICE ACT 1977
NATIONAL HEALTH SERVICE AND COMMUNITY CARE ACT 1990
The Code of Conduct for NHS Managers Directions 2002
The Secretary of State for Health, in exercise of the powers conferred by section 17(a),
paragraph 10(1) of Schedule 5(b) and paragraph 8(3) of Schedule 5A(c) to the National
Health Service Act 1977, and paragraph 16(5) of Schedule 2 to the National Health Service
and Community Care Act 1990(b), hereby gives the following Directions:
Application, commencement, interpretation
1.-(1) These Directions apply to all NHS bodies in England and shall come into force on 9
October 2002.
(2) These Directions shall be referred to as The Code of Conduct for NHS Managers
Directions 2002.
(3) In these Directions “NHS bodies” means:
(i) Strategic Health Authorities
(ii) Special Health Authorities
(iii) NHS Trusts
(iv) Primary Care Trusts
Implementation of Code of Conduct for NHS Managers
2. NHS bodies shall take all reasonable steps to comply with the requirements set out in the
Code of Conduct for NHS Managers appended to these Directions.
Effect of Direction 2
3. The fact of compliance or non-compliance with Direction 2 shall in itself have no effect on
the validity or enforceability of a contract entered into by an NHS body to which these
Directions apply.
Signed by authority of the Secretary of State for Health
M G Sturges

4 October 2002

Department of Health

(a) 1977 c. 49. Section 17 was substituted by section 12(1) of the Health Act 1999 (c.8) and was amended by Schedule 5, Part
1, paragraph 5(1) and (3), to the Health and Social Care Act 2001 (c.15) and by Schedule 1, paragraph 7 to the NHS Reform
and Health Care Professions Act 2002 (c.17).
(b) Paragraph 10(1) of Schedule 5(b) and paragraph 8(3) of Schedule 5A(c) to the National Health Service Act 1977 (1977
c.49), and paragraph 16(5) of Schedule 2 to the National Health Service and Community Care Act 1990 were amended by
section 6 of the Health and Social Care Act 2001 (c.15).
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