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Attachment J1

Influenza Vaccination Campaign for healthcare staff – supporting paper to item 5.4 of the CEO report
Healthcare worker flu vaccination best practice management checklist
In line with the letter that was sent to Trust Chief Executives by NHS England and NHSI on 7 September 2018, this best practice management
checklist, including a self-assessment against these measures, is required to be published in the Trust’s Board papers by the end of December
2018 and is therefore completed for information below.
Committed Leadership
Board record commitment to achieving the ambition of 100% of front
line healthcare workers being vaccinated, and for any healthcare
worker who decides on the balance of evidence and personal
circumstance against getting the vaccine should anonymously mark
their reason for doing so.
Trust has ordered and provided the quadrivalent (QIV) flu vaccine for
healthcare workers
Board receive an evaluation of the flu programme 2017-18, including
data, successes, challenges and lessons learnt
Agree on a board champion for flu campaign

Agree how data on uptake and opt-out will be collected and reported

All board members receive flu vaccination and publicise this

Trust Self-Assessment
The Trust expectation that all front line staff are vaccinated has been
consistently promoted in the Trust’s messaging to staff. The Trust has
an established self-declaration process for staff to register their flu
vaccination, or decline it (having read mandatory myth-busting
information). This self-declaration has been adapted this year in line
with the required national reporting categories.
The Trust ordered quadrivalent (QIV) vaccine via the Occupational
Health provider for ongoing provision to staff throughout the
campaign.
The lessons learned from last year’s campaign were incorporated into
the staff flu vaccination element of the CQUIN action plan.
The Trust’s CEO led the launch for the Trust and featured in the
promotional payslip leaflet, which was the first piece of communication
to staff in this year’s campaign.
Data collection is established by consent forms received and from
self-declarations (process described in the first section above) where
staff have received the vaccine elsewhere or have declined to have it.
Uptake by service and staff group is reported to the Executive team
and service budget-holders on a weekly basis, along with national
reporting requirements.
The flu vaccination was available for the Trust’s most senior leaders at
the annual leader’s conference in early October, with a follow-up clinic
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Flu team formed with representatives from all directorates, staff
groups and trade union representatives
Flu team to meet regularly from August 2018
Communications Plan
Rationale for the flu vaccination programme and myth busting to be
published – sponsored by senior clinical leaders and trade unions

Drop in clinics and mobile vaccination schedule to be published
electronically, on social media and on paper

Board and senior managers having their vaccinations to be publicised
Flu vaccination programme and access to vaccination on induction
programmes
Programme to be publicised on screensavers, posters and social
media

Weekly feedback on percentage uptake for directorates, teams and
professional groups
Flexible accessibility
Peer vaccinators, ideally at least one in each clinical area to be
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from a Trust peer vaccinator (flu champion) for 2 Executive Team
members who were unavailable on that date.
The flu planning team contains representatives from a wide range of
functions, in line with the ‘balanced flu team’ ideal promoted by NHS
Employers.
The flu planning team have met regularly since June 2018, in line with
the timescale of previous flu campaigns.
There is a robust communications plan in place using a wide range of
channels. This has incorporated myth-busting, endorsement from the
CEO and Director of Nursing and Quality and information from
professional bodies, plus the practical logistics for accessing the
vaccine.
A programme of flu clinics has been published to staff as a payslip
leaflet, on the staff intranet, by email and via the text messaging
system. Flu champion details are also published on the intranet and
via email.
The flu vaccination was available for the most senior leaders at the
annual leader’s conference in October.
The Trust supplies details of flu champions at the induction
‘marketplace’ and is following up with new starters regarding obtaining
the vaccination.
The Trust utilises the posters and branding supplied by NHS
Employers when running the campaign, including the ‘jab-o-meter’.
Clinics are advertised to all staff via email and also locally by
individual teams. The Trust’s Facebook has been used to celebrate
the success at the point of vaccinating 1,000 staff.
The Trust publicises uptake data by service to the Executive Team
and budget holders of all services on a weekly basis.
The Trust has a team of approximately 40 peer vaccinators (flu
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identified, trained, released to vaccinate and empowered
Schedule for easy access drop in clinics agreed

Schedule for 24 hour mobile vaccinations to be agreed
Incentives
Board to agree on incentives and how to publicise this

Success to be celebrated weekly
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champions) who vaccinate colleagues within their own services and
flexibly across other teams.
The Health at Work (occupational health service) provides a schedule
of clinics as part of the contracted service, which is supplemented by
staff flu champions.
Staff flu champions are responsible for vaccinating colleagues in their
services, which incorporates varying shift patterns.
Prizes have been obtained from two sponsors for a prize draw. The
Trust has always focused it’s messaging around the responsibility of
staff to protect themselves and their patients as a preference to
focussing on an incentive scheme.
The Trust has used the ‘jab-o-meter’ available from NHS Employers to
celebrate progress in the weekly ‘noticeboard’ email to staff, and also
publishes a weekly league table to managers showing the success of
its flu champions.

Susan King
HR and Organisational Development Project Manager and Staff Flu Campaign Project Lead
22 November 2018
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FINANCE REPORT TO THE BOARD
Title:

Month 7 Finance Report (October 2018)

Sponsoring Director:

Director of Finance

Author(s):

Finance Department

Purpose:

The purpose of the report is to provide the Board with HCT’s financial position as at Month 7 – 2018/19.

Action required by the Committee:
The Board is asked to note the Trust’s financial position as at 31st October 2018.
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Finance Strategy & Resources Report October 2018 (Month 7)
1 Director of Finance Message
The Trust performance against
the control total is on plan in
month 7 and £27K ahead of plan
year to date.
Year to date the Trust had a
favourable position relating to
Revenue from Patient Care
Activities of £1,055K.

The Trust performance against the control total is on plan in month 7 and £27K ahead of plan year to date. The Trust's single oversight risk rating is maintained at a 1. The Trust is
forecasting to achieve the control total of £2,077K as per the 18/19 Operating Plan Submission. The year to date position includes the sale of the Principal Health Centre property which
occurred in April 18.
Clinical income mainly consists of block income and therefore only small deviations from budget are expected to materialise during the year. Revenue from Patient Care Activity is ahead of
plan year to date by £1,055K mainly due to additional non block income within Local Authority and NHS England. The additional income year to date is offset against additional expenditure
incurred.
The Trust income position as at month 7 includes £580K for the planned STF allocation.

The year to date CIP delivery for
the Trust as at month 7 is £2,797K
as per plan.

As per plan, at the end of month 7, the Trust had delivered £460K of CIPs in month and £2,797K year to date. The CIP savings delivered to date, include a proportion of non-recurrent
schemes that are awaiting Quality Impact Assessment Review. The identified schemes will convert to recurrent schemes as they are approved. The slippage against the recurrent plan in the
first few months has been recovered via vacancy underspends within the various Business Units.

The Trust faces financial
pressures to achieving its control
total for the 2018/19 financial
year.

While the Trust is currently on track and forecasting to meet its financial control total for the 2018/19 financial year, there have been an increase in the financial pressures which need to be
actively managed or mitigated against in order to avoid these crystallising and the Trust not meeting its financial target and losing out on Provider Sustainability Funding of £1,288k for the
year. These include:
- Agenda for Change underfunding at a cost of £392k
- Loss of Income as a result of in year service provision contact changes
- Increased costs in the completion of Herts Valley's CCG's Adult services tender following changes to the procurement timetable

Table 1: Income and Expenditure Summary
In Month
Income and Expenditure Summary

Income

Forecast

Year to Date

Budget

Actual

Variance

Budget

Actual

Variance

Budget

Forecast

Variance

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

11,579

11,696

117

82,181

83,367

1,186

139,730

141,859

2,129

Pay Expenditure

(8,473)

(8,621)

(149)

(61,597)

(60,799)

798

(104,674)

(104,503)

171

Non Pay Expenditure

(2,500)

(2,494)

5

(16,626)

(18,797)

(2,171)

(27,445)

(30,186)

(2,741)

607

581

(26)

3,958

3,771

(187)

7,611

7,170

(441)

Depreciation

(314)

(305)

9

(2,198)

(2,066)

132

(3,768)

(3,541)

227

Amortisation

(22)

(15)

7

(154)

(105)

49

(260)

(180)

80

0

0

0

413

408

(5)

350

413

63

EBITDA

Profit/Loss on Disposal
Interest Receivable
Interest Payable
PDC Dividend
Retained Surplus

2

13

11

17

62

45

31

107

76

(4)

(4)

0

(26)

(30)

(4)

(46)

(51)

(5)

(146)

(146)

(0)

(1,022)

(1,025)

(3)

(1,757)

(1,757)

0

123

123

0

988

1,015

27

2,161

2,161

(0)

Add back all I&E Impairments/ (reversals)

0

0

0

0

0

0

63

63

0

Remove capital donations/grants I&E impact

4

4

0

28

28

0

48

48

0

127

127

0

1,016

1,043

27

2,272

2,272

(0)

Control Total
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Finance Strategy & Resources Report October 2018 (Month 7)
Table 2 Analysis of Continuing Risks and Opportunities to Trust's Financial Position
Table 4: Analysis of Continuing Risks and Opportunities to Trust's Financial Position.
Current risks and opportunities to the Trust are detailed below:
RAG
Financial Risk Assessed
Value
Basis for Financial Assessment
Identification Process Rating/Risk Value
Score
£'000
£'000

Risk/Opportunity
Risk No.

Exec
Actions to Mitigate
Lead

1

Cost Improvement Plans Slippage including
additional savings required as a result of the CIP Tracker
18/19 pay award

16

(2,350)

(1,504)

CIP Project Plan

Close monitoring of project milestones against the
plan, bringing action due dates forward where
DB possible. Options to mitigate the shortfall to date are
being explored including the reduction of M1-M6
budget underspends on a non-recurrent basis.

2

100% of CQUIN targets are not achieved.

Monthly KPI Report

9

(150)

(54)

CQUIN Tracker

TW

Close monitoring of performance against the agreed
trajectories.

3

Agency run rate does not improve as
expected

Monthly KPI Report and
Agency spend analysis

15

(500)

(300)

Monthly reporting

DB

Close monitoring of performance against the agreed
trajectories.

4

Contingency

Monthly report

12

400

192

Monthly reporting

DB N/A

5

Annual Leave accrual

Policy - no leave to be
carried forward

25

120

120

No provision for annual leave required

DB N/A

(2,480)

(1,546)

Total

RAG Rating Key
RAG Rating

Description
Green
Amber-Green
Amber
Amber-Red
Red

Risk Score
1-3
4-7
8-13
14-17
18-25
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Finance Strategy & Resources Report October 2018 (Month 7)
2. Clinical Income (Patient Care Activity)
The Trust has a year to date favourable position relating to Revenue from Patient Care Activities of £1,055K and a favourable £234K in month.
The year to date favourable position includes, £742K additional funds from Local Authority for the PHN mobilisation, IMMs, PALMS, STEP 2 and ASD Waiting List services as well as £227K from NHS England Immunisation
funding. The additional income received is directly offset by expenditure. The variance in NHS Trust income year to date relates to the reduction in expected income within the Adults Business Unit for Inpatient Beds and
other services. Clinical income mainly consists of block income and therefore only small deviations from budget are expected to materialise during the year. In M7, CCG income was behind plan due to income phasing.

The Trust had a year to date
favourable position relating to
Other operating income is behind plan by £117K in month and ahead of plan £131k year to date, mainly due to recoveries for secondments in the corporate directorate and training income phasing for Health Visitors and
Revenue from Patient Care Activities
STEP 2 within the Children and Young People's directorate. The additional year to date income is offset by expenditure.
of £1,055K and £234K in month.
The Trust income position as at month 7 includes £580K for the planned STF allocation and £108K contribution towards the in month impact of the 2018/19 AfC pay award funded by the Department of Health and Social
Care.

Table 3: Income Breakdown
In Month
INCOME PERFORMANCE

Year to Date

Forecast

Budget

Actual

Variance

Budget

Actual

Variance

Budget

Actual

Variance

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

7,952

7,826

(126)

55,533

55,636

103

95,013

95,241

2

4

2

12

11

(1)

20

19

(1)

1,926

2,251

325

14,257

15,000

742

23,877

24,981

1,104

615

615

(1)

4,308

4,564

257

7,384

7,626

242

63

42

(21)

439

390

(49)

752

571

(181)

NHS Trusts

631

654

23

4,985

4,925

(60)

8,140

8,447

307

DOH & SC

108

108

(0)

759

756

(3)

1,301

1,301

0

43

68

25

349

413

64

563

634

71

Clinical Commissioning Groups
Injury Cost Recovery Scheme
Local Authorities
NHS England
NHS Foundation Trusts

Non NHS: Other
Non HS: Private Patients
Operating Income - Patient Care Total

228

3

9

6

21

22

1

31

38

8

11,343

11,577

234

80,663

81,718

1,055

137,081

138,859

1,778
386

Education And Training

28

62

34

384

493

109

413

799

Non-Patient Care Income

43

17

(26)

304

361

57

522

613

91

Other

36

(89)

(125)

249

214

(35)

427

301

(126)

STF

129

129

0

580

580

0

1,288

1,288

0

Other Operating Income Total

236

119

(117)

1,518

1,649

131

2,650

3,001

351

11,579

11,696

117

82,181

83,367

1,186

139,730

141,859

2,129

TOTAL Income
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Finance Strategy & Resources Report October 2018 (Month 7)
3 Pay Expenditure
The Trust posted a pay expenditure overspend of £149K in month 7 and £798K underspend year to date. Vacancies continue within Children's in Continuing Care Carers, Therapies, Health Visiting, as
well as the Adults Business Unit for both HV CCG and E&NH CCG services.
The pay position in month 7
is £149K unfavourable and
£798K favourable year to
date.

The impact of the 2018/19 pay award relating to AfC staff has been quantified to be £1.7M full year effect. The Trust has received £756K cash towards this cost year to date. The expected funding
from NHSI towards the 2018/19 pay award is currently £1.3M which is £392K lower than the forecast spend of the award. It is expected that additional efficiencies will be required in order to close this
gap.
The Trust had an under-establishment of 408 wte (16%) in month 7 of which 232 wte was covered by temporary bank and agency staff.

The month 7 agency spend
is £74K above the NHSI
threshold in month and
£1,172K year to date.

The NHSI agency threshold for 2018/19 is £6,565K which is equivalent to £547K per month. The Trust agency spend is above the NHSI Agency Ceiling threshold by £74K in month and £1,172K year to
date.
Majority of the agency spend to date is within the Adults Business Unit predominantly nursing staff within HV CCG ICT's, HMP the Mount, Herts & Essex and the FIRST (Discharge to Access) service.
Within the Childrens' Business Unit agency usage is predominantly within Continuing Carers and Children’s Management. Pressures also exist within the Corporate Business Unit within admin and
clerical roles for vacant posts and short term posts supporting tender activities and posts within the new Estates structure, Quality and Finance.
The Trust is currently forecasting the agency spend to be above the NHSI threshold by £1,812K at year end.

Table 4: Total Pay Breakdown
Pay
Substantive Staff
Bank Staff
Agency (NHSI Target FYE £6,565K)

In Month
Budget Actual Variance
WTE
WTE
WTE
2,593 2,185
408
101
(101)
131
(131)

Apprenticeship Levy
Total Pay

2,593

2,417

In Month
Budget
Actual Variance
£'000
£'000
£'000
(8,435) (7,573)
862
(390)
(390)
(621)
(621)

Year to Date
Forecast
Budget
Actual
Variance Budget
Actual
Variance
£'000
£'000
£'000
£'000
£'000
£'000
(61,334) (53,422)
7,912 (104,224) (92,061)
12,163
(2,114)
(2,114)
(3,615)
(3,615)
(5,001)
(5,001)
(8,377)
(8,377)

0

(38)

(38)

0

(263)

(263)

176

(8,473)

(8,621)

(149)

(61,597)

(60,799)

0

(450)

(450)

0

798 (104,674)

(104,503)

171

Table 5: Agency Spend by Business Unit
In Month
Agency Threshold by Business Unit

Adult Services

Year to Date

Forecast

Target

Actual

Variance

Budget

Actual

Variance

Budget

Actual

Variance

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

(416)

(436)

(20)

(2,912)

(3,706)

(794)

(4,992)

(6,348)

(1,356)

Children & Young Persons'

(80)

(82)

(2)

(560)

(622)

(62)

(959)

(1,001)

(42)

Corporate Services

(51)

(103)

(52)

(357)

(673)

(316)

(614)

(1,028)

(414)

(547)

(621)

(74)

(3,829)

(5,001)

(1,172)

(6,565)

(8,377)

(1,812)

Total Agency Pay
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Table 6: WTE Budget v Actual

Table 8: Bank & Agency Total Spend

Table 7: Bank & Agency WTE

SOFP

SOF
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4 Non Pay Expenditure
Non-pay recorded a £5K
favourable position in month 7 and
a £2,171K overspend year to date.

The Trust has delivered a favourable non-pay expenditure variance of £5K in month 7 and £2,171K year to date. The overspend is mainly due to unidentified Corporate CIPs schemes which is £883K year to date and £126K in
month. Other pressures include:
£284K Computer software and hardware goods including Microsoft and other licences. Expenditure also includes SystmOne training in the bed based units
£227K Flu Imms expenditure which is directly offset with income
£135K relating to SLA charges from ENHT and WHHT Trusts including prior year costs which are being reviewed as part of an Agreement of Balances Exercise
£101K within Clinical Supplies and Services and includes equipment to the ICT's, Therapy, Continence Products and Mattress Hire
£80k additional Building Repairs & Maintenance costs and Engineering costs. An assessment review is taking place to ensure all expenditure that falls under the capital remit is recognised as such.
£221K Pay Service Reconfiguration Target which is still to be distributed out within the Adults Business Unit existing budgets
£233K CIP target within the Estates Business Unit which is at present is none recurrently being met
£40K GP Association Contribution costs
£48k Management Consultancy relating to the HV CCG Tender bid

Table 9: Non Pay Breakdown

In Month
Non Pay
Drugs Costs
Supplies & Services - Clinical
Supplies & Services - General
Establishment
Premises (incl. business rates)
Other
Grand Total

Budget
£'000
(81)
(499)
(155)
(465)
(537)
(762)
(2,500)

Actual
£'000
(158)
(585)
(174)
(464)
(738)
(376)
(2,494)

Year to Date
Variance
£'000
(76)
(86)
(19)
1
(201)
386
5

Budget
£'000
(569)
(3,508)
(1,091)
(3,235)
(3,763)
(4,460)
(16,626)

Actual
£'000
(627)
(3,696)
(1,139)
(3,121)
(4,059)
(6,156)
(18,797)

Forecast
Variance
£'000
(58)
(188)
(48)
114
(296)
(1,696)
(2,171)

Budget
£'000
(975)
(5,998)
(1,867)
(5,561)
(6,447)
(6,597)
(27,445)

Actual
£'000
(1,081)
(6,269)
(1,968)
(5,300)
(6,717)
(8,851)
(30,186)

Variance
£'000
(106)
(271)
(101)
261
(270)
(2,254)
(2,741)
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5 CIP

As per plan, at the end of month 7, the Trust had delivered £460K of CIPs in month and £2,979K year to date. The high proportion of non-recurrent schemes against the 2018/19 plan includes CIP schemes awaiting Quality Impact Assessment
The year to date CIP delivery for the
Review. The identified schemes will convert to recurrent schemes as they are approved. In the meantime, unplanned non-recruitment pay savings will be removed from budgets until the time when recurrent schemes have been identified and
Trust as at month 7 is £2,979K as per
implemented. In addition, the Trust is reviewing recommendations from the Carter review, benchmarking services and working jointly with other organisations within the STP in order to implement recurrent CIP schemes in 2019/20 and beyond.
plan.

Table 10: CIP Breakdown
In Month
Business Unit

Saving Type

FYE

Plan M7

£'000

Corporate Services

Recurrent
Non Recurrent

Children’s and Young People’s Total

Non Recurrent

Corporate Services

Recurrent
Non Recurrent

Corporate Services Total

Year to Date

Actual

£'000

Plan

Variance

£'000

£'000

£'000

0

378

378

0

648

55

55

2,289

225

423

£'000

0

36
19
21
402

£'000

249
129

36
19
21
204

Variance

249
129

426
222
52
2,236

Actual

0
198

150
1,030

150
1,229

0
0
0
0
198

198

1,180

1,379

198

(68)

868
173

(68)
(130)

(130)

936
303

Adult Services Total

2,161

180

(18)

(198)

1,239

1,041

(198)

Grand Total

5,097

460

460

0

2,797

2,797

0

Adult Services

Recurrent
Non Recurrent

1,604
557

134
46

66
-84
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Table 11: Statement of Financial Position
Statement of financial position

Non-current assets
Intangible assets
Property, plant and equipment: on-SoFP IFRIC 12 assets
Property, plant and equipment: interests in off-SoFP PFI/LIFT assets
Property, plant and equipment: other
Investment property
Investments in associates and joint ventures
Other investments / financial assets
Trade and other receivables: due from NHS and DHSC group bodies
Trade and other receivables: due from non-NHS/DHSC Group bodies
Other assets
Total non-current assets
Current assets
Inventories
Trade and other receivables: due from NHS and DHSC group bodies
Trade and other receivables: due from non-NHS/DHSC Group bodies
Other financial assets
Other current assets
Assets held for sale and assets in disposal groups
Cash and cash equivalents: GBS/NLF
Cash and cash equivalents: commercial / in hand / other
Total current assets
Current liabilities
Trade and other payables: capital
Trade and other payables: non-capital
Borrowings
Other financial liabilities
Provisions
Other liabilities: deferred income
Other liabilities: other
Total current liabilities
Total assets less current liabilities
Non-current liabilities
Trade and other payables: capital
Trade and other payables: non-capital
Borrowings
Other financial liabilities
Provisions
Other liabilities: deferred income
Other liabilities: other
Total non-current liabilities
Total net assets employed
Financed by
Public dividend capital
Revaluation reserve
Available for sale investments reserve
Other reserves
Merger reserve
Income and expenditure reserve
Non-controlling interest
Total taxpayers' and others' equity

Table 12: Cash Flow Statement

05ACTYTD

05FOTCY

Actua l

Fore ca st

31/10/2018

31/03/2019

YTD

Ye a r e nding

£'000

£'000

279
0
0
61,306
0
0
0
0
0

184
0
0
65,451
0
0
0
0
0

0
61,585

0
65,635

0

0

5,699
2,693
0
0
0
24,911

2,644
474
0
0
0
21,077

33,303

2
24,197

(64)
(14,167)
(88)
0
(91)
(4,236)
0
(18,646)
76,242

0
(11,725)
(176)
0
(245)
0
0
(12,146)
77,686

0
0
(2,356)
0
(1,037)
0
0
(3,393)
72,849

0
0
(2,180)
0
(645)
0
0
(2,825)
74,861

1,131
19,602
0
4,947
0
47,169

1,131
21,424
0
4,947
0
47,359
0
74,861

72,849

SOFP

SOF
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Statement of cash flows

06ACTYTD

Forecast
31/03/2019

YTD

Year ending

£'000

Cash flows from operating activities
Operating surplus/(deficit)
Non-cash income and expense:
Depreciation and amortisation
Impairments and reversals
Income recognised in respect of capital donations (cash and non-cash)
Amortisation of PFI credit
On SoFP pension liability - employer contributions paid less net charge to the SOCI
(Increase)/decrease in trade and other receivables
(Increase)/decrease in other current assets
(Increase)/decrease in other assets
(Increase)/decrease in inventories
Increase/(decrease) in trade and other payables
Increase/(decrease) in other liabilities
Increase/(decrease) in provisions
Tax (paid) / received
Other movements in operating cash flows
Net cash generated from / (used in) operations
Cash flows from investing activities
Interest received
Purchase of financial assets
Proceeds from sales of financial assets
Purchase of intangible assets
Proceeds from sales of intangible assets
Purchase of property, plant and equipment and investment property
Proceeds from sales of property, plant and equipment and investment property
Receipt of cash donations to purchase capital assets
PFI lifecycle prepayments (cash outflow)
Prepayment of PFI capital contributions (cash payments)
Cash movement from acquisitions of business units and subsidiaries (not absorption transfers)
Cash movement from disposals of business units and subsidiaries (not absorption transfers)
Net cash generated from/(used in) investing activities
Cash flows from financing activities
Public dividend capital received
Public dividend capital repaid
Loans from Department of Health and Social Care- received
Loans from Department of Health and Social Care - repaid
Other loans received
Other loans repaid
Other capital receipts
Capital element of finance lease rental payments
Capital element of PFI, LIFT and other service concession payments
Interest paid
Interest element of finance lease
Interest element of PFI, LIFT and other service concession obligations
PDC dividend (paid)/refunded
Cash flows from (used in) other financing activities
Net cash generated from/(used in) financing activities
Increase/(decrease) in cash and cash equivalents
Cash and cash equivalents at start of period
Opening balance adjustment
Restated cash and cash equivalents at start of period
Cash transferred to NHS foundation trust upon authorisation as FT
Cash and cash equivalents at start of period for new FTs
Cash and cash equivalents transferred by normal absorption
Unrealised gains/(losses) on foreign exchange
Cash and cash equivalents at end of period

Table 13: Capital Expenditure

06FOTCY

Actual
31/10/2018

£'000

1,600

3,312

2,171
0
0
0
0
2,351
0
0
0
926
2,259
0
0

3,638
0
0
0
0
457
0
0
0
(1,071)
0
(8)
0

(555)
8,752

(408)
5,920

62
0
0
0
0
(3,644)
2,004
0
0
0
0
0
(1,578)

70
0
0
0
0
(3,670)
2,004
0
0
0
0
0
(1,596)

0
0
0
(88)
0
0
0
0
0
(30)
0
0
(879)
0
(997)
6,177

0
0
0
(176)
0
0
0
0
0
(46)
0
0
(1,757)
0
(1,979)
2,345

18,734

18,734

18,734

18,734

24,911

21,079

CIP

SOFP

SOF
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Capital Scheme

Plan

Actual

Variance

Plan

Forecast

Desc

Plan

Actual

Variance

Plan

Forecast

Variance
Variance

31/03/2023

31/10/2018

31/10/2018

31/10/2018

31/03/2019

31/03/2019

31/03/2019

5 year plan

YTD

YTD

YTD

Year ending

Year ending

Year ending

FREE TEXT

£'000

£'000

£'000

£'000

£'000

£'000

1,658

309

917

2,642

2,642

0

IT 2018-19

552

1,223

(376)

1,040

1,040

0

Medical Equipment 2018-19

170

33

122

170

170

0

2,380

1,565

663

3,852

3,852

0

Estates 2018-19

Totals

Table 14: Receivables Age Analysis
Aged receivables: current month (days past
invoice date)

YTD £'000

Receivables non NHS
Receivables NHS

Table 15: Graphical Receivables Age Analysis

Table 17: BPPC Performance

£'000

2,263
3,780

31-60 days

0-30 days

Total Actual 31/10/2018

1,857
1,368

%

82.1%
36.2%

£'000

72
1,039

61-90 days
%

3.2%
27.5%

Table 16: Receivables Debt Analysis

£'000

4
252

Over 90 days
%

0.2%
6.7%

£'000

330
1,121

%

14.6%
29.7%
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Better payment practice code

19ACTYTD01

19ACTYTD

Actual

Actual

Actual

Actual

31/10/2018

31/10/2018

YTD

YTD

Number

£'000

Non NH S
Total bills paid in the year
Total bills paid within target
Percentage of bills paid within target

7,473
6,393
85.5%

26,216
23,000
87.7%

NH S
Total bills paid in the year
Total bills paid within target
Percentage of bills paid within target

716
583
81.4%

9,188
6,731
73.3%

Total
Total bills paid in the year
Total bills paid within target
Percentage of bills paid within target

8,189
6,976
85.2%

35,404
29,731
84.0%

Non Pay

CIP

SOFP

SOF
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The Single Oversight Framework Risk
Rating for the Trust is 1.

7. Single Oversight Framework (SOF)
The Single Oversight Framework Risk Rating (SOF) is the NHS Improvement’s approach, to overseeing NHS providers. The SOF assesses the financial performance of providers via the
“Use of Resources Metrics (UOR)” comprising the following five metrics:
• Liquidity Ratio
• Capital Servicing Capacity
• I&E Margin
• I&E Distance from Plan
• Agency
The overall metric is calculated by attaching a 20% weighting to each category.
The Single oversight risk rating for the Trust as at month 7 has been maintained at 1. The Trust forecast risk rating is 1 as per the operating plan.

Table 18: Single Oversight Framework

Capital service cover rating
Liquidity rating
I&E margin rating
Distance from financial plan
Agency rating
Overall Rating

Plan

Actual
YTD

1
1
1

1
1
1
1
3

1

1

Variance

Plan
1
1
1
1

Actual Variance
Forecast
1
1
1
1
3
1
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8 Business Unit Performance

Table 19:
Business Unit Performance
Business Unit
Adult Services
Children & Young Persons'
Corporate Services
Block Income
Grand Total

9 Glossary

Plan
£'000
-5,578
-2,403
-2,348
10,452
123

Month 7
Actual
Variance
£'000
£'000
-5,510
68
-2,224
179
-2,411
-62
10,267
-185
123
0

Year to Date
Commentary
Plan
Actual
Variance
£'000
£'000
£'000
-39,069
-38,731
338 Agency spend above threshold funded by non recurrent vacancies
-17,030
-16,016
1,014 Non recurrent vacancies
-16,693
-18,068
-1,375 CIP slippage and agency cost pressures
73,781
73,830
49 In month adjustment to income phasing
988
1,015
27
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DoLs - Deprivation of Liberty Safeguarding

CQUIN - Commissioning for Quality and Innovation

IDAT - Integrated Discharge and Admissions Team

CCG - Clinical Commissioning Group

MEN C - Meningococcal C

PALMS - Positive Behaviour Autism Learning Disability and Mental Health Service

NHSI - National Health Service Improvement

CIP - Cost Improvement Programme

OT - Occupational Therapy

PT - Physio Therapy

CAPEX - Capital Expenditure Programme

ICT - Integrated Community Teams

BUPR - Business Unit Performance Review

ENHT - East and North Herts Trust

FP10 - Community Prescription

BPPC - Better Payment Practice Code

SACH - St Alban's Community Hospital
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Quarterly Quality Report
2018 – 2019
Quarter 2

We will maintain and improve the health and
wellbeing of the people of Hertfordshire and other
areas served by the Trust
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Achievements and Challenges

ACHIEVEMENTS
• CQC report following inspection at HMP The Mount identified best
practice for the management of blue light incidents.
• Infection Prevention & Control report no outbreaks and cases of
MRSA bacteraemia maintained at zero.
• There has been improved achievement of CQUIN targets in Q2.
• Quality Assurance Visits demonstrate general improvements in areas
visited with remedial actions continuing where relevant.
• Freedom To Speak Up has been actively promoted during Q2.
• 15 Step Challenge has been completed in all community inpatient
units noting positive patient feedback and ideas for improvements are
being taken forward from this feedback.

CHALLENGES
• The Quality Priority around patient experience response rates
identified that negative FFT responses within a new School Nursing
survey, primarily around design, impacted on FFT scores in the
quarter. The survey has been amended taking on board comments
and suggestions received.
• The Quality Priority relating to Patient Reported Outcome Measures
(PROMs) has been partially achieved with resource support under
current review.
• Changes in alignment and data validation for safeguarding training
are being monitored whilst the new Learning Management System is
embedded. There are no concerns aligned to safeguarding training
compliance.
• Items identified for improvement following Quality Assurance Visits
are being actioned and monitored.
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Quality Dashboard

Quality Dashboard 2018/19

Q1

Q2

Number of patient safety incidents

1368

1233

Number of patient safety incidents resulting in harm

670

591

2

2

Number of Serious Incidents confirmed

Patient experience

Patient safety

Percentage of patients receiving harm-free care (national benchmark 95%)

↓
↓
↔
↑
↓
↓
↓
↓
↑
↓
↓
↔
↔
↔
↓

97.96%

98.27%

8*

5

Number of avoidable category 3 or 4 pressuer ulcers
*Q1 reported figures amended during Q2 to include data for April, May and June

15*

13

Rate of inpatient falls per 1000 Occupied Bed Days (national benchmark 8.58)

6.21

5.24

Rate of injurious inpatient falls per 1000 Occupied Bed Days (national benchmark 2.28)

0.15

0.09

Number of medication incidents resulting in harm

10

18

Number of speaking up/raising concerns incidents
NB Would seek an increase in the number of staff feeling able to raise concerns

4

3

Number of deaths reported in quarter

12

8

Number of deaths judged more than likely to be due to problems in care (target 0)

0

0

Number of avoidable MRSA bloodstream infections (target 0)

0

0

Number of E.Coli bloodstream infections

0

0

Number of C.difficile cases attributable to HCT due to lapses in care identified (target <5 in year)

2

1

Safeguarding children training uptake percentage (Trust target 95%)
NB Due to changes in the Learning Management System and BI Portal, training compliance data for
Q2 may not be accurate

97%

87%

↓

MCA training uptake percentage (Trust target 95%)
NB Due to changes in the Learning Management System and BI Portal, training compliance data for
Q2 may not be accurate

96%

96%

↔

SAFA training uptake percentage (Trust target 95%)
NB Due to changes in the Learning Management System and BI Portal, training compliance data for
Q2 may not be accurate

98%

94%

↓

Percentage of patients treated with dignity and respect (Trust target 90%)

98%

100%

Percentage of patients reporting overall quality of care good or better than good (Trust target 90%)

98%

98%

Friends and Family Test score (Trust target 95%)

97%

94%

35

41

Percentage of complaints acknowledged responded to within agreed timescales (Trust target 80%)

83%

90%

Number of PALS contacts

160

248

42

31

Number of complaints

Number of compliments

6326

4695

No urgent
enquiries
received

No urgent
enquiries
received

Number of NICE Quality Standards assessed

4

8

Number of NICE guidance sets assessed

33

46

Number of NICE Quality Standards applicable to HCT commissioned services*

3

3

Number of NICE guidance sets applicable to HCT commissioned services*

6

22

Percentage of urgent GP hotline enquires responded to within 5 working days (local target 95%)
NB Low number of enquiries results in reduced percentage

Clinical
Effectiveness

Trend from previous quarter

Number of avoidable category 2 pressuer ulcers
*Q1 reported figures amended during Q2 to include data for April, May and June

Number of enhanced contacts

*September guidance awaiting assessment of applicability by NICE Working Group

Keys

National /
local
benchmarking

↑
↔
↓
↑
↑
↑
↓
↓
↔

Benchmarking Key

Trend key

Equal to or better than
benchmark

Better than last quarter

Less than 10% below /
above benchmark

Equal to last quarter

More than 10% below /
Worse than last quarter
above benchmark

↑ ↓
↔
↑ ↓
or

or

No benchmark set
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QUALITY ASSURANCE
CQUINs/Quality Priorities
CQUINs
On trajectory /
not on trajectory /
met / not met
Q2
Q3

Title of CQUIN

Q1
Q4
Improving staff health and
1
On trajectory
On trajectory
wellbeing
Preventing ill health by risky
2
Partially met
Partially met
behaviours – alcohol and tobacco
Improving the assessment of
On trajectory
Met
wounds
Personalised care and support
On trajectory
Met
planning
1
Whilst the staff health and wellbeing CQUIN is currently on trajectory there is a risk that HCT will not meet Part 1 of this
CQUIN, which relates to staff giving positive responses to specific questions in the Annual Staff Survey, due to the
current high level of organisational change.
2
This CQUIN has been achieved for E&N Herts CCG; however patient refusal has not enabled achievement for 9c in
Herts Valleys CCG locations.

Quality Priorities
Title of Quality Priority

Q1

Met / partially met / not met
Q2
Q3

Q4
We will support the population we
serve by developing patient1
Partially met
Partially met
focussed outcomes to improve their
health and wellbeing.
We will improve the safety of
patients in our care by reducing
Partially met
Met
avoidable pressure damage and
improving wound care
management
We will continue to ensure our
patients receive safe care by
Partially met
Met
maintaining safe staffing levels in
our services.
We will increase patient response
rates, particularly to the FFT, to
capture wider feedback from
2
Partially met
Partially met
patients and improve
understanding and learning from
patients’ experience of using HCT
services
1 The implementation of the PROMs dashboard has been delayed and will be an area of focus for Q3.
2 The Head of Patient Experience continues to work with services to review methods of collecting patient feedback in
order to increase response rates. Examples of ‘You Said We Did’ collected via operational CLIPSS reports.
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Risk Register
Risks are routinely reviewed at Senior Management team meetings with key risks and their management
brought to the attention of the Executive team following Business Unit Performance Reviews.
Risk owners review and update their risks at least every month, and the High-Level Risk Register is reviewed
by the Executive Group on a monthly basis.
At the end of Q2 there are ten risks on the High Level Risk Register; eight operational risks and two corporate
risks. Themes identified are risks relating to staffing levels and vacancy rates, and re-commissioning of
services.

Care Quality Commission
Registration
• The current registration status is ‘good’.
• The CQC undertook an unannounced inspection to review Adult Services and End of Life Care across a
number of sites and services during the week commencing 17 September 2018. The Board and Executive
Team have been notified that the well-led inspection interviews will commence early November 2018. The
outcome of the inspection and well-led review is expected by the end of Q3.
• During Q1 the CQC Ministry of Justice undertook an inspection at HMP The Mount. During Q2 HCT
received the final report and a summary report was presented to the Executive team. The healthcare team
at the prison were commended for good practice in the report, especially for attendance of blue light
incidents; some areas to improve were identified and remedial action was undertaken in partnership with
HPFT and the governor. These will continue to be monitored through our internal governance meeting and
with our commissioner.

Quality Assurance Visits
External Quality Assurance Visits, internal peer reviews and Keeping in Touch (KiT) Executive Team visits
undertaken by HCT staff, stakeholders and Board members provide vital information about the quality of our
services, identify any areas for improvement, and are an opportunity to engage with our staff and patients.
Executive Team visits
• During Q2 The Executive Team undertook a number of visits and events to support new and existing staff,
cascade information on current and future service developments and facilitate two way communication
streams with staff to obtain feedback and ideas for future opportunities:
• The Chief Executive and Executive Team members have participated in monthly interactive video updates
which have provided up to date information on current and future service developments, and provided a
forum for questions and answers. This information is then cascaded to all staff via management at team
meetings and audio presentations sent to all staff.
• All visits and events are valued as a method of two-way communication between the Board/ Executive
team and the frontline staff and service users. A sample of the feedback from these events is shown In
Appendix 1.
• External Quality Assurance Visits
• Herts Valley CCG undertook a visit to Rapid Assessment Unit at St Albans City Hospital on 26 July 2018.
This was a very positive visit for which the draft report is still awaited.
• East & North Herts CCG undertook a follow-up visit to Herts & Essex Hospital on the 4 September 2018.
This was to check on progress from previous visits in April and March 2018 and September 2017.
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Areas of good practice
Service
Rapid Assessment
Unit (SACH)

Herts & Essex

Areas of good practice
• Very positive feedback from the patients seen at the visit., they felt well
cared for and supported by staff.
• Friendly welcoming staff, nice atmosphere in the unit
• Staff feeling valued, good retention, good training opportunities
• Staff engaged, find staff meetings relevant, able to describe learning from
previous incidents
• Infection control ok. Equipment clean and ‘Green Clean’ stickers used.
• Staff are generally feeling positive about the move to a new unit.
• Overall the visit was positive and majority of actions have been actioned
• Activity co-ordinator really active member of the team.
Excellent newsletter produced for patients to read and undertake
independent activities. The role is self-funding and many patients enjoy
the activities which enable them to improve motor skills and physical
skills.
• Medication trolley secure to the wall and locked when not in use. No
medication on the bottom of the trolley.
• Treatment room is clean and tidy, door and all cupboards locked. Sharps
bins dated for assembly and within fill rate.

Area requiring improvement identified / actions taken
Service
Rapid Assessment
Unit (SACH)

Areas requiring improvement identified / actions taken
• Stock rotation, out of date stock observed which were removed
•

Herts & Essex

•
•
•

immediately.
Level of clutter in rooms, need to consider how can improve within
current confines of the old premises.
Door at corridor end fixed open with rubbish/leaves blowing in.
Documentation was reviewed for NEWS early triggers are not
escalated and documented
Photo board still requires staff photos to be updated.

The updated Herts & Essex QAV Action Plan is attached as Appendix 2. The updated Simpson Ward MCA
QAV Action Plan from Q1 is also attached (Appendix 2).
Internal Peer Reviews:
The revised Internal Peer Review Tool was launched on 1 August 2018.
• 15 peer reviews have been undertaken
• 9 completed ICT/CAHs, 1 report outstanding
• 6 completed community inpatient units, 1 report outstanding
The four outstanding Peer Reviews all have dates for completion by 2 November 2018.
Completion of the reviews has been undertaken with a paper tool. The Clinical Project Manager has reviewed
the scoring for each peer review to ensure standardisation of approach in the scoring. The results have then
been transferred on to Meridian by the Audit team. This process allows the benefits of a standardised report
and formalised reporting structure.
Themed areas of good practice
In-patient
• Staff very caring and welcoming, good atmosphere,
Units
• Good team working, staff well informed
• Patients felt well cared for
• Staff were polite and supportive of patients
• Staff positive and feel well supported
ICT/CAHs
• Very caring, approachable Staff,
• Staff responsive to patients needs and ensure safety at all times
• Staff have all equipment required to deliver care to patients – and this
is cleaned and pat tested as required
• All staff commented that they felt very well supported and felt team
7

working very well.
Themed areas requiring improvement identified
In-patient Units • Nurses Name above the patient bed/ room not always updated

ICT/CAHs

•
•
•
•
•
•
•
•

Cluttered corridors/shared areas
ID’s not challenged on entering ward
Not all staff wearing visible ID or in correct uniform
Out of date stock
Mobile working not utilised in all areas
IDs not always checked at start of visit
Challenges of re-structure & equalisation still being worked through
Appropriate use of MCA’s for equipment
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CONSISTENT AND IMPROVING PATIENT SAFETY
Patient Safety Incidents
Incidents
During Q2 there were 1233 patient safety incidents reported, which represents 80.1% of all incidents
reported. This report does not break down whether these were HCT incidents. It is expected that future
reports will include this data.
642 incidents resulted in no harm (52% of patient safety incidents) and 591 incidents resulted in some level of
harm (47.9% of patient safety incidents). These are broken down as follows:
No harm
Low harm
Moderate harm
Severe harm
Death
Total number of
incidents resulting in
harm
Total number of
incidents reported

Q1
698
651
17
2
0

Q2
642
576
13
2
0

670

591

1368

1233

Q3

Q4

Two incidents resulted in severe harm: one involved a patient falling in a community inpatient unit which
resulted in a fractured neck of femur; the second related to a patient with deterioration of a pressure ulcer
which required admission to hospital. Both incidents are currently being investigated through the Trust’s
serious incident process.
Themes and trends of all incidents
The 10 most-reported types of all incidents reported during Q2 are illustrated below:
429

Ten most-reported incidents in quarter

115

112

72

68

60

58

47

43

32
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Review of Violence, Abuse and Aggression incidents towards patients
There were 47 incidents of abuse towards patients in Q2 broken down as follows:
Abuse towards patient by other person (usually
spouse or family member and escalated to
safeguarding)
Abuse towards patient by patient
Abuse towards patient by staff
Total

Q1

Q2

50

38

6
1
57

5
4
47

Q3

Q4

Of those 47 incidents reported, 38 were by other people (usually family members or partners that are
reported via safeguarding), 5 by other patients and 4 by staff.
Four incident reports where abuse was alleged to have been committed by staff:
• Two incidents did not involve HCT staff; neither incident was progressed as safeguarding following
review.
Of the remaining two incidents:
• One incident was investigated and reviewed by safeguarding but was not progressed as the staff member
could not be identified. Actions included training for staff around equality and diversity and unconscious
bias; this training has been rolled out across HCT.
• One incident involved an HCT member of staff and was fully investigated by safeguarding and HR. The
outcome reached and incident highlighted issues which are currently being performance managed.
There were no incidents of violence, abuse or aggression towards patients where moderate harm was
caused, or where duty of candour was required to be applied.
Equality characteristic group information
The percentage of Datix incidents which include equality characteristic group information is outlined below:
Equality characteristic group information - Datix
100%

100%

100%

100%

58%

Gender

Race

Age

Disability

Religion or belief (only
recorded where it is
relevant to the incident)

Medication incidents
During Q2 there were 113 medication-related incidents reported as below:
Medication incidents

113

Q1
Q2

82

10

18

1

1

0

0

Total number of medication Total number of medication Total number of medication Total number of medication
incidents
incidents resulting in low
incidents resulting in
incidents resulting in severe
harm
moderate harm
harm
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Based on the number of incidents in Q1 and Q2, our total for 2018/19 is projected to be on a similar level as
2016/17 and 2017/18. However, the per quarter total has grown from Q1 and the proportion of incidents
which resulted in harm, of both HCT and non-HCT origin:
• from 10% of the total HCT incidents resulting in harm in Q1, it has grown to 25%
• from 4% of the total non-HCT incidents in Q1, it has grown to 13%
The reasons for this may be multi-fold. Since July 2018, the two Chief Pharmacists (interim and permanent)
have encouraged more reporting of incidents on Datix and have reviewed the method of analysis and
classification of medication incidents. This may have increased both the total number of reports and the
percentage which are classified as resulting in harm. There will be a new stream of work to analyse the harm
incidents systemically to see if system-wide factors, such as staffing levels, skill-mix or increase in workload,
have played a role and actively address them.
The one HCT moderate harm related to a patient in community who had a missed visit in the evening and
consequently missed evening insulin dose. The paramedics later received a call as patient had high blood
sugar and had to be admitted to hospital for further observations. Further information requests to update
outcome to patient re: harm.

Central Alert System
During Q2 a total of 27 CAS alerts were received within HCT:
• 13 of these were not applicable to HCT
• 7 were applicable to HCT
• 4 were cascaded for information only
• 1 is currently being triaged
• 2 have been superseded by updated CAS alerts, of which 1 was not applicable and 1 was applicable,
actioned and closed
Breakdown of CAS alerts applicable to HCT
Total number of CAS
alerts applicable to HCT
Number of CAS alerts
disseminated, actions
completed and alert
closed
Number disseminated,
actions on going and alert
remains open

Q1

Q2

6

7

3

Closed
within
timescales

3

On
trajectory
to close
within
timescales

Q3

Q4

3

Closed
within
timescales

Number

Action

Number

Action

4

On
trajectory
to close
within
timescales

Number

Action

Number

Action

The CAS alerts applicable to HCT can be broken down as below:
CAS alerts breakdown
2

Drug Alerts

2

Patient Safety Alerts

1

1

1

Medical Devices

Estates & Facilities

Chief Medical Officer
Alerts
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Corroboration Forum - Triangulation of information
• The Corroboration Forum, a subgroup of the Clinical Effectiveness Group, was formed in July 2018.The
group consists of the Quality & Governance Team management, Associate Medical Director, Education
Lead and Deputy General Managers for Quality for both Children’s and Adults operational services with
other professional leads being invited to provide specific expertise. The group’s vision is to develop a
collective understanding and to learn from triangulating information brought to Corroboration Forum to
enable a learning environment to make improvements in patient care. Themes or areas of concern in
relation to quality are formulated and plans to address these are agreed by the group members.
• The Forum has held 3 meetings since its formation, themes for improving quality of care have been
developed during the meetings and appropriate actions to address these have been taken.
• Current areas of focus include early identification of sepsis, medication incidents relating to insulin, and
improvement of documentation, including timely completion of clinical risk assessments.

Serious Incidents and Local Investigations
Serious incidents
During Q2 there were 2 serious incidents reported.
SIs are detailed by category below:
Incident type

Treatment delay
Sub-optimal care
Fall
Total

Q1

Q2

1
1
0
2

0
1
1
2

Q3

Q4

• The SI reported regarding a fall relates to a patient who fell and fractured their neck of femur. The patient
died shortly after the fall occurred.
• The SI reported as suboptimal care relates to the care of a patient whose pressure ulcer deteriorated in
HCT care, resulting in admission to an acute hospital. The patient died whilst an inpatient in the acute
hospital. A safeguarding concern has been raised by the acute hospital.
On completion, each SI report will be reviewed at the Serious Incident Assurance Panel to provide assurance
of evidence of actions taken to address concerns identified and that changes have been embedded in
practice.
Themes and learning from SIs
• Investigation is underway for the two serious incidents reported in Q2.
• No significant trends have been identified with regard to the teams reporting SIs or the type of SIs
reported.
• No avoidable deaths have been identified through the Mortality Review Process and therefore no SIs
linked to the avoidable death of a patient in HCT care have been reported.
• One SI investigation has been completed and submitted to the commissioners in 2018/19; therefore it has
not been possible to identify any trends with regard to care or service delivery problems.
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Equality characteristic group information
The percentage of serious incidents which include equality characteristic group information is outlined below:
Equality characteristic group information - SIs
100%

100%

100%

100%

0%
Gender

Race

Age

Disability

Religion or belief (only
recorded where it is
relevant to the incident)

Locally investigated incidents
During Q2 there were 4 locally investigated incidents reported.
Locally investigated incidents are detailed by category below:
Incident type

Pressure ulcer
Sub-optimal care
Total

Q1

Q2

3
1
4

1
3
4

Q3

Q4

• The pressure ulcer incident was identified through review of incident reports on Datix where there are gaps
in evidence that expected care has been delivered. The pressure ulcer resulted in moderate harm and the
family have been advised of the findings of the investigation.
• One investigation of suboptimal care was to support an internal investigation being undertaken by East &
North Herts Hospitals Trust (ENHHT) in response to a complaint. There is no evidence to date to suggest
that HCT staff contributed to the concerns raised in the complaint.
• One investigation of suboptimal care relates to concerns raised by a family through the complaints
process.
• The final investigation of suboptimal care relates to concerns about the management of a patient with
mental health issues and the safety of staff following incidents of inappropriate and aggressive behaviour
towards HCT staff by a patient.
Themes and learning from locally investigated incidents
• No significant trends have been identified with regard to the teams where incidents have occurred.
• Findings from investigations linked to pressure ulcers have identified ongoing themes regarding delays in
completion of clinical assessments and risk assessments relating to the timely identification of pressure
damage and timely implementation of prevention strategies. The Pressure Ulcer and Tissue Viability
Forum has work under way to support staff to deliver the expected standards of care.

Litigation and Claims
During Q2:
• 4 clinical negligence claims have been received
• 1 clinical negligence claim has been closed
Any new claims reported are claims received and advise of allegations. They do not necessarily confirm that
the Trust has admitted liability. In some cases of new claims reported, the Trust may not be the correct
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defendant and further investigation is underway. On review of the claims received, there are no discernible
trends. Claims are few in number, tend to be of low value and are widely spread in terms of services,
geography and the nature of claim.

Safer Care
Safety Thermometer data
During Q2 the average harm free care rate was 98.27%, benchmarked against the national benchmark of
95%.

Safety Thermometer - harm free care (%)
Q1

98.27

97.96

Q2

National
benchmark:
95%

The average rates of ‘harms’ for Q2 are shown below:

Safety Thermometer - average 'new' harms (%)
0.91
0.81

Q1
0.53

0.53

Q2

0.6
0.36

0.03
New pressure ulcers

Falls with harm

New catheter-associated
UTIs

0.03

New VTEs
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Falls in community inpatient units
80

80

Falls in community inpatient units

Q1
Q2

23
17
0
Total number of falls in
community inpatient units

1

1

1

Total number of injurious falls in Number of falls categorised as Number of falls categorised as
community inpatient units
resulting in moderate harm
resulting in severe harm

The fall resulting in severe harm relates to a patient who fell in the early hours of the morning at one of the
community inpatient units in August 2018. She sustained a fractured neck of femur and was transferred to
PAH where she subsequently passed away. This was declared as a serious incident and is currently being
investigated.
National Benchmarking
• Rate of falls per 1000 Occupied Bed Days (OBD) March 2018 to August 2018: HCT reported an average
of 5.24 falls per 1000 OBD against a national benchmark of 8.25 falls per 1000 OBD
• Rate of injurious falls per 1000 OBD March 2018 to August 2018: HCT reported an average of 0.09
injurious falls per 1000 OBD against a national benchmark of 2.16 injurious falls per 1000 OBD.
Based on data available from NHS Benchmarking for 6 months ending August 2018

Achievements
The new Falls Policy has been launched reflecting changes recommended by NICE and the National Audit of
Inpatient Falls. The policy is supported by a podcast and training programme, and all clinical templates on
SystmOne have been updated.
Areas requiring improvement identified / actions taken
There continues to be an ongoing focus on embedding the consistent assessment of lying and standing blood
pressure on the community inpatient units where this is not standardised practice.
Falls assessment compliance
• Recommendations from the Q1 spot check audit:
− Continue to embed the use of a consistent assessment of lying and standing blood pressure on
admission following Royal College of Physicians guidance focusing on units where this is not
standardised practice.
− Ensure that medication reviews are undertaken routinely on bed based units where this is not current
practice.
• Q2 audit results continue to be analysed at the time of this report.
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Pressure ulcers
During Q2* there were 388 category 2 to 4 pressure ulcer incidents were reported, representing 31.46% of all
patient safety incidents reported in quarter. Of these, 18 were deemed to be avoidable.
Avoidable pressure ulcers
Avoidable pressure ulcers

15
13
Q1**
Q2 (Jul/Aug)*

8
5

Avoidable category 2 PUs

Avoidable category 3 and 4 PUs

*Data included is for July and August as analysis of pressure ulcers is undertaken a month behind
**Q1 reported figures amended during Q2 to include data for April, May and June 2018

• Pressure ulcer incidents are reviewed a month in delay, therefore the data for Q2 represents the number
of avoidable PUs in July and August only.
• 2 patients acquired an avoidable PU whilst an inpatient in a community hospital (category 3 unclassified
PU in PBCH, healed before discharge and a category 2 PU in Langley House).
• Of the other 16 patients, 10 were receiving home care and 4 were residing in a residential home.
• 9 patients were within 3 CAHS/ICT team caseloads - the TVN Specialist Service Lead and the SI Manager
will carry out a reflective case reviews with these teams.
Achievements
• The TVN Specialist Service Lead and the SI Manager have carried out a reflective case review with one
team.
• PURPOSE T (alternative risk assessment tool to Waterlow) has been piloted in community nursing teams
and will be rolled out across the Trust.
Areas requiring improvement identified / actions taken
• Risk assessments to be completed in full.
• Communication with carers – the care home agreement template has been reviewed and will be relaunched to include home care as well as residential care.
• Education of carers – some training in partnership with HCPA has been delivered. React to Red training
programme set to commence in November.
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Mortality Review
There were a total of 8 patient deaths reported in Q2 meeting the criteria for undertaking
case record review.
Q1

Q2

Number of inpatient deaths reported in quarter

6

6

Number of community deaths reported in quarter

6

2

Number of case record reviews undertaken in quarter

8

12

Q3

Q4

Number of deaths judged more likely to be due to
0
0
problems in care
NB: Information in the above table reflects the reporting requirements within the annual Quality
Account, that is, the number of deaths occurring each month/quarter is reported separately to the
number of case reviews that are undertaken each month/quarter; this is in recognition that not all case
note reviews are completed within the same quarter that the patient died.

Medical Revalidation
• Dr Carol Scholes is currently the HCT Responsible Officer
• The Medical Revalidation Decision Making Group met in July and September 2018 to continue advising
the Responsible Officer.
• The workshop to learn lessons following a case took place in July 2018. A further training workshop is to
be arranged for a wider group of staff.
• A draft medical structure with identified roles has been produced.

Infection Prevention and Control
Healthcare Associated Infections (HCAI)
Healthcare Associated Infections

2
Q1
Q2
1

0
Clostridium difficile infections (CDI)

0

MRSA blood stream infections (BSI)

0

0

E.coli blood stream infections

There was one CDI case (Case 3) notified in September 2018 on Midway Unit, Langley House. The total
number of cases since April 2018 is 3 against an annual ceiling of 5. Toxin positive sample was reported on
19/09/2018. The RCA process has been commenced to identify good practice and learning.
Outbreaks of HCAI
There were no outbreaks of HCAI reported during Q2.
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Achievements
• MRSA blood stream infections – there have been zero avoidable MRSA blood stream infections between
April and September 2018 that have been assigned to the Trust.
• A comprehensive training programme continued to be provided in Q2 which included induction for all new
starters, and mandatory face-to-face and e-learning training.
• Planning in place to extend the current link practitioner meetings to each side of the county, allowing for
ease of access thus increased attendance.
• 100% of patients admitted to the community inpatient units were screened for MRSA.
Areas requiring improvement identified / actions taken
• Although hand hygiene compliance remains above 95% on the monthly and quarterly returns, peer review
audits and observations report some non-compliance. The IPC team has completed hand hygiene road
shows using the ‘Glo box’ and continue to support the teams in maintaining best practice.

Children and Adult Safeguarding
Safeguarding Children
Training and supervision
Safeguarding Children training and supervision
100%

98%

97%

95%

95%
90%

Q1
Q2

Trust target:
95%

87%

85%
80%
Percentage of staff who are compliant with
SGC training*

Percentage of staff who are compliant with
SGC supervision

*Training data
• It should be noted that, due to system changes in the Business Intelligence portal and Learning
Management Systems, from which SGC training data is pulled, the overall figure for SGC training
compliance is not accurate for Q2.
• The Safeguarding Children team will be working with Learning & Development and HCT staff to ensure all
incorrect data is corrected and to improve overall training compliance over Q3.
Achievements
• A member of team was promoted to a senior grade in another county.
• The team appointed Safeguarding Children Nurse Specialist to Multi-Agency Safeguarding Hub (MASH)
vacancy (1WTE) resulting in MASH being fully staffed within the Health partnership.
• The team also appointed to the Nurse Specialist vacancy in the community part of team and to the band 4
senior admin post.
• The audits undertaken on paediatric liaison IT solution have given assurance to the CCG that the model
developed is safe.
• Developed a robust, dynamic relationship with the new partners for public health mobilisation (One YMCA,
Barnardo’s and InspireAll) and have given assurance that the safeguarding children training, supervision
and support is in line with Working Together and Hertfordshire Safeguarding Children Board (HSCB)
requirements.
• Appointed an Independent Domestic Violence Advisor (IDVA) on an honorary contract based within the
Safeguarding Children Team.
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Areas requiring improvement / actions taken
• To give assurance that safeguarding responsibilities are of a high standard and that every nurse specialist
is giving similar support and guidance, the development of a competency pathway for identified areas of
safeguarding responsibilities (training, supervision, court preparation and support) continues. The trajectory
of this work is two years.
• To enhance frontline practitioners written report skills, a competency pathway is being progressed to give
assurance that support given by them to their team especially the lower bands within skill mixing) is of a
high acceptable standard.
The Safeguarding Children dashboard for Q2 is attached as Appendix 3.
Safeguarding Adults
Training
Safeguarding Adult training

100%

99%
98%

Q1
96%

Q2

96%

94%

Trust target:
90%

Percentage of staff who are Percentage of staff who are Percentage of staff who are
compliant with safeguarding compliant with MCA training compliant with DoLS training
adults training

Training data
• It should be noted that, due to system changes in the Business Intelligence portal and Learning
Management systems, from which safeguarding adult training data is pulled, the overall figures for
safeguarding adult training compliance may not be accurate for Q2.
Achievements
• Safeguarding Adults Review (SAR) Independent Management Review completed.
• Two SAR and two Domestic Homicide Review requests for information from the Hertfordshire Safeguarding
Adults Board received and responded to.
• Clinical Matters one page article on Adult Safeguarding.
• 67% increase in team activity from HCT referrals for Safeguarding and social care requests for information
from HCT services.
Areas requiring improvement identified / actions taken
• Team capacity reported on risk register, temporary staff in place- admin and Interim Safeguarding nurse.
Band 7 recruited to and due to start September 2018.
• The co-located Independent Domestic Violence Advisor (IDVA) left in July, awaiting allocation of new IDVA
to progress areas of training for HCT staff on domestic abuse.
The Safeguarding Adult dashboard for Q2 is attached as Appendix 4.
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Looked After Children and Care Leavers
97%

LAC completed Health Assessments

94%

94%

Q1
Q2

90%

Percentage of all LAC Initial Health Assessments
referred to HCT staff completed within agreed
timescales

Trust target:
90%
Percentage of all Review Health Assessments of
looked after children referred to HCT staff
completed with time scales

Achievements
• HCT LAC GPs completed 98% of Initial Health Assessments within timescale.
• 97% of Review Health Assessments (RHAs) in County completed within time scale by Specialist LAC
Nurses.
• 97% Out of County (OOC) Review Health Assessments completed within time scale by Specialist LAC
Nurses.
• 95% of RHAs completed by Health Visitors and School Nurses (Public Health Nurses (PHNs) within
timescale.
• 86% of PHNs have completed their Level 3 LAC training. This training programme is on a 3 year cycle.
2019 training dates confirmed and to be advertised on Noticeboard and sent to the Team Leaders and
LAC Champions.
• 13 newly qualified HVs trained in their preceptorship training week. Very good evaluation received.
• The health action plans for every LAC are reviewed 3 monthly by the Lead Professional to provide
assurance that identified health needs have been actioned. An audit will be completed in December 2018
to provide evidence.
• LAC Team Newsletter published and shared with HCT and Herts County Council in July 2018.
• Positive feedback from young people (16+) and carers following the RHA.
• Podcast completed with Children in Care Council around the issues of health, dispelling any myths and
“what is a health assessment for a LAC?”
Areas requiring improvement identified / actions taken
• Business change request accepted and the LAC team are working with the S1 team to embed the RHA
templates on to S1. The aim is to improve the standard of record keeping, and reduce duplication. This
work is almost complete and our aim is for all PHNs and Specialist LAC/CL Nurses to record the health
assessments directly on S1 by 1/11/2018.
• To reduce the number of RHAs completed by PHNs that require improvement. Monthly tracker report
provided for Team Leaders and Senior managers of Children’s Universal Services (CUS) to identify staff
or teams that require further support. CUS LAC Champions have been trained and updated to support
staff and ensure a robust process of quality assurance.
Challenges
• Out of County Health Assessments (OOC) that we are reliant on completion by external providers continue
to be a challenge. 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.
• The LAC Specialist nurses have been commissioned to complete an extra 20 OOC RHAs around the
surrounding borders, this now takes the total to 100 for 2018/19.
• Reduced number of School Nurse LAC Champions due to capacity.
• 3 month reviews of all health assessments.
• Increased number of vulnerable young people with complex health needs.
20

Freedom To Speak Up

Number of concerns raised

Q1
4

Q2
3

Q3

Q4

•
•
•
•

Three concerns were raised.
No concerns were raised externally, for example via the CQC
No concerns were raised anonymously.
One concern was first raised to an Ambassador (via email to the Communications team who passed the
enquiry to an Ambassador) and two to the Guardian (via the generic email account,
hct.speakingup@nhs.net)
• All concerns raised during Q2 did not require investigation/further involvement from the Guardian.
• Investigation of a concern raised in Q1 was concluded and the Guardian and Non-Executive Lead
provided feedback to the person who has raised the concern.

Activities undertaken during Q2 to promote Freedom to Speak Up across the Trust:
• The Guardian and one Ambassador attended the market place at the September corporate induction. A
rotational programme is now in place meaning that at each corporate induction at least one Ambassador
will be present to meet new staff joining the Trust.
• The Communications team have helped the Guardian create a promotional video which is now available to
all staff via the staff intranet.
• A promotional/information stand was available at the Trust’s AGM, supported by the Guardian and two
Ambassadors.
• Promotional articles were written and shared with all staff via Noticeboard.
• The Guardian attended and presented to;
− Joint negotiating committee
− Adult operational senior manager team
− HR operational meeting
− Trust board
• The Ambassadors have developed a programme to support the national ‘Speak up’ campaign running
throughout October.
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AN OUTSTANDING PATIENT EXPERIENCE
Patient Surveys
The information below summarises Q2 community hospital inpatient survey results.
Community inpatient unit survey results

100%
98%

98%

98%

Q1
Q2

Percentage of patients who told us they were treated with Percentage of patients who told us that the overall quality
dignity and respect
of care was good or better than good

A snapshot of patient comments received is detailed below:

Were you treated with Dignity and Respect?

Overall, how would you rate the quality of care
received?

• Very respectful staff, all round no complaints, in
fact commend everyone reputation of institution
deserved.
• To gain respect is to give respect.
• All the time.
• Excellent care shame not all hospitals are like
this everyone made my stay and progress great
• The staff were all absolutely marvellous from the
cleaners to the sisters - I love you all and God
Bless you all.
• Five star recommendation.

Achievements
• Danesbury – Great staff in all areas, Kept me informed with my progress. Any problems I had there was
someone to help me. Pushed me when needed made me feel safe.
• Danesbury - This place is fantastic the staff are amazing I can only thank all for the great care given to
one.
• Holywell - The care I have received has been wonderful!! A million thanks to you all.
• Holywell - Staff are very nice. Physio, OT's & speech therapist are extremely helpful.
• St Peters Ward - 1st class care given by all on the ward.
• St Peters Ward - very good care lovely clean ward very kind staff.
• Langley House - Cared for my wife very well and have been cared for well myself.
• Langley House - A truly fantastic experience - the care here is first class. The staff are very caring and
nothing is too much trouble for them.
• Potters Bar - accommodating to needs catering staff very attentive to myself and even to my family or
guests went above the usual levels 5 stars.
• Potters Bar - all staff on the ward, nurses, healthcare assistance, doctors, cleaners extremely kind and
helpful.
• Simpson Ward – the staff were very kind and helpful, the meals were very nice.
• Simpson Ward - I was really impressed with the staff treating my mother they were very kind and helpful
towards her and the family.
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There were no surveys returned in Q2 for QVM.
Areas requiring improvement identified / actions taken
Danesbury
• Danesbury – (survey question: other comments) Some of the agency staff are arrogant and ignorant. Call
bells are ringing and they are walking the other way. It feels that we are treated like children being told
when we can go to bed and when not.
• Danesbury - (survey question ‘were you ever bothered by noise at night from the hospital staff?) Some
staff are not considerate to sleeping patients.
Langley
• Langley - (survey question ‘were you ever bothered by noise at night from the hospital staff?)
Clattering and banging of doors and trolleys.
• Langley - (survey question ‘were you ever bothered by noise at night from the hospital staff?) Sometimes
in early mornings. The trolleys were a bit noisy - rubber wheels would help.
Potters Bar
• Potters Bar – (survey question ‘Did you feel involved in decisions about your discharge from hospital?)
Insufficient support in finding temporary accommodation, discharge date forced upon me at short notice
with little thought or acknowledgement of my compromised mobility help promised but not delivered.
• Potters Bar - (survey question: other comments) look after your staff; don't expect them to work
shorthanded too often, especially at night. Do something about the lift.
Simpson Ward
• Simpson Ward – (survey question ‘Did you feel involved in decisions about your discharge from hospital?)
I was talked at by social worker with NHS ribbon round her neck, accompanied by 3 other and one ward
sisters. I was sitting on a chair beside bed with blue curtains pulled. No privacy and everyone could have
listened to what was being said.
Holywell
• Holywell – (survey question: other comments) Lack of WIFI at the unit was an issue. Feeling isolated you
need WiFi to stay in touch with friends and family. TV in rooms would be great.
There were no surveys returned in Q2 for QVM.
Next steps
These comments have been shared with adult bed base and clinical service managers for review and action,
as appropriate. Evidence of learning and changes made as a consequence of patient feedback will support
the Patient Experience Quality Priority.

Patient Stories
Two patient stories were heard via video at the Trust’s AGM in September 2018. The patients reported that
the care they receive enabled them to remain at home and independent, and to reach the goals they set for
their recovery
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Friends and Family Test
FFT Score
100%

Q1
Q2

97%
95%

Trust target:
95%

94%

90%
FFT score*
*The percentage of patients who would recommend Trust services to friends and family if they needed similar care or
treatment.

• Overall, 94% of patients would recommend the Trusts services to friends and family if they needed similar
care or treatment. The Trust performance target of 95% was not met in the quarter due to negative FFT
responses within a new School Nursing survey, primarily around design, which impacted on FFT scores in
the quarter. The survey has been amended taking on board comments and suggestions received.
• The services that have underperformed in this area are exception reported in the BUPR.

Complaints and Compliments
Complaints
Number of complaints
received
Percentage of complaints
acknowledged within
agreed timescales
Percentage of complaints
acknowledged responded
to within agreed
timescales
Number of complaints
received graded as
category 3
Number of complaints
referred to the
Parliamentary and Health
Service Ombudsman
Number of local
resolution meetings held

Q1

Q2

35

41

100%

100%

83%*

90%

0

3

1 (at draft decision
stage, inviting comment)

0

1

2

Q3

Q4

• A total of 41 complaints were received in Q2 and all complainants were offered the opportunity to meet
with staff to discuss their concerns in line with Being Open Guidance.
• 100% of all complaints were acknowledged within 3 days.
• 90% of all complaints were responded to within agreed timescales; complainants were contacted in those
instances where we were unable to meet the initial timescale to agree a reasonable extension.
• The number of complaints received in quarter two were attributed as follows:
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− 81% Adult services in East and North Hertfordshire and Herts Valley;
− 19% Children’s Specialist, Children’s Therapies and Children’s Universal Services;
Trends and themes identified
The top three issues raised were:
• Standards of care (40% of all complaints received)
• Communication (17% of all complaints received)
• Staff attitude/behaviour (10% of all complaints received)
Examples of organisational learning and improvement from complaints
Theme
MSK Physio
E&N

Commentary
Patient attended for first session following
ruptured Achilles tendon. Patient felt exercise
given were too strenuous and resulted in
further injury.

Herts and Essex
Hospital

Relative of patient has raised concerns
regarding:
Lack of fluids/dehydration - no fluid chart
-fed meat 4 times although vegetarian
- poor choice of vegetarian food possibly
contributing towards patients constipation
- relative told they could not attend out of
visiting hours, although new Partnership in
Care scheme implemented.
Concerns also raised regarding nursing care.

HomeFirst East
and North

Daughter of patient unhappy with care
received in weeks prior to father's death.
Family feel there were missed opportunities to
identify patient was dying.

Outcomes/Learning
The MSK Physiotherapy Service has reviewed its
procedures to ensure all risks and complications
that may arise during rehabilitation treatment are
clearly communicated by staff at initial
assessment.
All staff on the rehabilitation unit at Herts & Essex
hospital to attend training on effective
communication, consistent and accurate recording
and reporting concerns to senior staff.
All senior staff on the rehabilitation unit to receive
feedback relating to ensuring effective
communication from senior staff to nurses,
therapists, healthcare assistants and other staff
on the unit.
All staff to be made aware of the need to prioritise
patient’s needs according to individual
assessments, e.g. falls risk assessment,
nutritional and hydration needs and to escalate
concerns relating to food and fluid intake and
mobility.
A debrief session should be held with the staff on
the unit, facilitated by a senior staff member not
employed in the rehabilitation unit.
Complaint upheld and action plan drafted
following investigation.
Teaching session for all staff focusing on MUST
tool, with input from dietician. Patients' known to
have declining health needs to be reviewed at
least weekly by a registered nurse. Staff
reminder to consider undertaking a carer's
assessment if evident there is carer breakdown.

Equality characteristic group information
The Patient Experience Team captures evidence to demonstrate equal access to all groups of people who
wish to make a complaint in line with the national directives to ensure equality for people in the 9 protected
characteristics groups.
• The majority of complaints received in quarter two were related to patients aged 80 years and over (26%)
• 84% of all complaints in quarter two were raised by patients, the remaining 16% were made by relatives,
friends or advocates of the patient
Compliments
Number of compliments
received
Number of compliments per
1000 patient contacts

Q1

Q2

6326

4695

14.5

10.9

Q3

Q4
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PALS contacts
Number of PALS
contacts received
Number of enhanced
PALS contacts received
Percentage of PALS
contacts received that
were HCT-related
Number of MP enquiries
received

Q1

Q2

160

248

42

31

50%

43%

7

5

Q3

Q4

Enhanced PALS contacts
An enhanced PALS enquiry is one that cannot be answered immediately and requires further investigation or
action by the Trust service/s concerned and the PALS team.
A total of 31 enhanced PALS contacts were recorded during Q2, and a total of 227 to date since this type of
contact was introduced in Q1 2017/18.
The top four themes of enhanced PALS contacts for Q2 are:
• Standards of Care – 29%
• Communication – 19%
• Date of Appointment – 16%
• Staff attitude/behaviour – 13%
Examples of organisational learning and improvement from enhanced PALS
Theme
Commentary
Outcomes/Learning
Communication

Concern received by Trust regarding the
way the Health Visiting Service handled a
safeguarding referral.

Standards of Care

Patient’s daughter was very unhappy at the
lack of timely response to her calls and that
her mother’s visit was not treated as a
priority.

Attitude of Staff

Patient unhappy with the attitude and
treatment provided by the nurse.

Health Visitor and Safeguarding Children Nurse
Manager met with the parents. Learning identified and
apology provided that parents were not informed in
advance. Feedback has been sought on the content of
the “what is going on” leaflet. HSCB training
presentation to be updated to incorporate a section on
Parents Experience with the parents’ story
anonymised.
Deputy Locality Manager spoke with the family and
apologised that due to an error the task was not
picked up as quickly as it should have been.
The Administration Hub verbally handed over to the
team rather than tasked.
Apologies provided for the poor care. Reassurance
provided that the nurse in question is no longer
booked to work for HCT and agency have been
informed.

15 Steps Challenge visits – community inpatient units
A programme of visits took place in all adult community inpatient units between July and September 2018.
The visits were carried out on weekdays between 9am and 5pm.
Aligned with CQC standards and NICE quality standards, the 15 steps challenge uses a variation of the
mystery shopping observational approach to understand what service users and carers experience when
they first arrive in a healthcare setting. The inpatient toolkit explores the quality of care under four categories:
• Welcoming
• Safe
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• Caring and Involving
• Well organised and calm
The 15 Steps Challenge team for HCT consisted of the Engagement Manager, Head of Patient Experience,
and Trust Volunteers, with support from the Clinical Quality Lead for Nursing. A volunteer role description
was drafted and shared with volunteers ahead of the programme, and training was provided at the start of
each visit. Ward managers were informed in advance of the visits.
The 15 Steps Challenge visits offered the Trust the opportunity to gain a better understanding of patient
experience in the community inpatient units. Overall, observations and patient feedback was positive and
areas of improvement identified were promptly followed up by ward managers for their action and learning.
Feedback from each visit was shared Trust-wide with staff via Noticeboard to raise awareness, highlighting
good practice and learning.
This programme of visits provided Trust volunteers with a different opportunity to be involved and to use their
observations to make recommendations to improve patient experience.
15 Steps Challenge visits also meets the Trust aim to be a learning organisation and can support
triangulation of information from other sources of feedback such PALS, complaints and incidents.

Learning Disabilities
Number of LD patients
attending HCT services
Number of LD patients flagged
on S1 (open referrals)

Q1

Q2

1102

1235

1689

2001

Q3

Q4

Carers
Carers Strategy 2018-2021
The Health Care Governance Committee reviewed the strategy on 18th September. Recommendations were
made and a request to present an amended version to the committee at a future date. The action plan for
young carers is being progressed by the working group for young carers. The working group for adult carers
is still being established and the action plan for the identified objectives needs to be developed.
Carers Champions
There are currently 48 Carers Champions across adult and children’s services. Recent scoping has identified
that approximately 15 services do not currently have a Carers Champion.
The Carers Champions met in August with the Carers Lead for their quarterly support and update meeting. A
Carer and their partner attended to share their experience. Key learning points:
Remember to ask the carer how they are, not just the patient
Ensure the carer is included in discussions with the patient
Make the carer feel welcome, simple things like ensuring an extra chair is available for the carer in
appointments
Carer strain assessment
The work to date to implement the use of a carer strain assessment tool was shared by the chair at the
Carers Planning and Partnerships Group meeting. It was agreed that a joint working group involving
members of this group will take this work forward.
Shortlisted for HSJ award
Partnership working to support carers across the STP has been shortlisted for an HSJ award. Carers Leads
from health and social care organisations have contributed to a film that will be viewed by the judging panel in
October.
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Always Events
Interviews with carers are progressing to understand what matters most to carers whilst the person they care
for is in hospital. This work is being supported by the Carers Champions and carers in Herts. The results of
the interviews will determine the focus of the Always event.

CCG/GP Hotline Enquiries
Q1
Q2
Q3
Proportion of urgent
ENHCCG hotline
No urgent enquiries
No urgent enquiries
enquiries responded to
received
received
within 5 working days
Proportion of routine
ENHCCG hotline
73%
100%
enquiries responded to
within 20 working days
The above figures relate to ENHCCG hotline enquiries only as specified in the Quality Schedule 2017/19.

Q4
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EXCELLENT CLINICAL EFFECTIVENESS
National Institute for Health and Care Excellence (NICE) Quality Standards (QS) and
Guidance
The NICE Working Group (NWG) reviews NICE guidance (NG) and quality standards (QS) released at the
end of each month by the NICE. Where the guidance is found to be applicable to HCT commissioned
services, action plans are reviewed at the NWG and an update is provided to the Clinical Effectiveness Group
(CEG) meeting to provide assurance of clinical compliance of meeting evidenced-based practice standards.
Month
Q2

Assessed

Total NICE
assessed

Applicable
NG

QS

Total NICE
applicable

22

16

2

18

2

18

6

1

7

10

4

14

*

*

*

46

8

54

22

3

25*

NG

QS

July

20

2

August

16

September
Total

*September guidance - awaiting assessment of applicability by NWG

Assurance of compliance received (7 sets of NICE guidance implemented)
CG172, Myocardial Infarction, Cardiac rehabilitation and prevention of further cardiovascular disease.
Specialist Services Manager.
• Clinical and administrative staff monitor waiting times weekly, extra classes are created as required to
accommodate high referral rates. National Audit of Cardiac rehabilitation (NACR) data collected (2016 2017) evidences compliance with Myocardial Infarction/Percutaneous coronary intervention (PCI) referral
to start time wait.
• Once the service receives the referral the patient is triaged within 1-2 working days and an initial
appointment is made. HCT are compliant with seeing the patient within 10 working days of discharge from
hospital and meets NICE guidance recommendations.
PH44, Physical activity: brief advice for adults in primary care, Deputy Clinical Quality Lead (Physio).
• Identification of inactivity takes place, as part of referral and assessment forms which include aspects of
mobility assessments, and indirectly activity. Assessments are documented as part of
consultation/intervention sessions, but not recorded via Read Codes/screening tool on SystmOne.
However, the way in which patients are identified at the moment i.e. during assessment is sufficient to
meet the recommendations and can still identify which patients are inactive.
• Patient outcomes/goals include activity/mobility related goals, if appropriate.
PH56 Update, Vitamin D: increasing supplement use in at-risk groups, Professional Lead (Nursing)
• Elderly patients who have fallen or who are at risk of falling are treated as per recommendations in HCT
falls policy.
• Our medical practitioners are aware that Health Professionals should not routinely test people’s vitamin D
status unless they have symptoms of deficiency (or at risk of deficiency) or there is a clinical reason to do
so. There is a locally agreed formula/prescribing policy in place with HCT’s Pharmacy Team.
• Once discharged from community hospital care is follow up by the GP.
NG51, Sepsis: recognition, diagnosis and early management Professional Lead (Nursing)
• Patients in HCT care are assessed within 2 hours of admission and any concerns raised by the
nursing/therapy team – the doctor is called urgently to assess patients care needs. If the doctor is
concerned about the patient’s condition, 999 referral to A&E takes place as per SLA.
• Language line for interpreters and family members for urgent immediate response. This is evidenced by
doctors/nurses clinical notes which are now all on SystmOne from April 2018.
• NEWS observation charts/escalation charts have been completed appropriately including actions taken
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monthly audits on inpatient wards. O2 saturation monitors across all inpatient wards and calibrated
accordingly. Assessment tools used and information recorded on SystmOne. Doctors undertake decision
making after review.
NG78, Cystic fibrosis: diagnosis and management Professional and Educational Lead for Health
Visiting
• Health Visitors (HVs) are aware of how to treat the most common infections in people with cystic fibrosis
due to national standards and detailed recommendations. HVs refer to Standard Operating Procedures
(SOPs) to monitor the condition and manage the symptoms of cystic fibrosis to improve the quality of life.
• Results are uploaded onto SystmOne by the Child Health Team. There are read codes that identify how
many children have suspected Cystic Fibrosis. Children with negative results and every child under the
age of 1 who has not had a blood spot immunoreactive trypsin test is screened and the results are
uploaded to SystmOne.
• HV’s will follow up with a cystic fibrosis specialist nurse. People who are newly diagnosed with cystic
fibrosis and their family members or carers (as appropriate) are provided with opportunities to discuss
their concerns.
NG84, Sore throat (acute): antimicrobial prescribing, Prison Service, Non-Medical Prescriber
• This Service uses FeverPAIN or Centor criteria to identify people who are more likely to benefit from an
antibiotic and are managed in line with NICE recommendations.
• Staff training take place during the staff briefing meeting on 30th April 2018 to discuss (a) documenting
tool use in the patient notes and b) awareness on non-medicated lozenges, mouthwashes, and local
anaesthetic mouth spray.
• Dip test review of 20 patients System One records with a sore throat associated read code evidence
recommendations for NICE guidance.
NG94, Emergency and acute medical care in over 16s: service delivery and organisation. Clinical
Quality Lead, Nursing
• HCT is commissioned to provide nurse-led support for people at increased risk of readmission; this is part
of the provision by community teams across Hertfordshire.
• HCT is commissioned to provide a rehabilitation service for people who have had a medical emergency
through the Early Supported Discharge service or via the prevention of admission pathway within
community teams.
• HCT is commissioned to provide advance care planning for people in the community who are
approaching end of life and are at risk of a medical emergency. This is provided by the community teams
supported by the palliative care specialist nurses.

Clinical Audit
Learning from National Clinical Audit Reports
National Diabetes Foot Care Audit (NDFA) - Third Annual Report. England and Wales, 14 July 2014 to
31 March 2017. GREEN ASSURANCE
The NDFA is a measurement system of care structures, patient management and the outcomes of care for
people with active diabetic foot ulcers. The audit is a continuous data collection, since 2014, which produces
an annual report in March. This is the third year HCT has participated in the audit. The national audit
focussed on patients presenting with a diabetic foot ulcer. There was an increase in the number of patients
recruited to the audit (170 patients). The report that 4% of patients with a severe foot ulcer die within six
months. As a result of the national audit report findings, local key actions identified from the
recommendations of the report include:
• The Podiatry service has been successful in a bid to set up multi-disciplinary team clinics to improve
access although funding for these ends in 2020.
• Establishing local pathways and working with commissioners.
• Podiatry service to link with end of life palliative care services to ensure that these patients are identified
as being end of life patients and receive the care that they need – Services have met on the 1 October
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2018 to discuss this. Action completed.
Learning from Local Clinical Audit
Trust-wide Clinical Record-Keeping Audit. GREEN ASSURANCE
The new clinical record-keeping policy had been developed to provide standardised guidance for electronic
and paper clinical records (where used with the agreement of the Caldicott Guardian) within HCT. The new
policy was approved in February 2018 and supports safe practice across HCT. The audit was carried out to
ensure a good standard of record keeping across HCT.
There was a 100% response rate across all of the 82 services in HCT, thus representing an excellent
achievement and demonstrating positive engagement. Fantastic support from the Deputy General Manager
for Quality and Improvement (Adults Service) and the Deputy General Manager (Children and Young
People’s Services) ensured all of the services completed the audit.
This audit demonstrated many areas of good practice with regards to clinical record-keeping of patient’s
notes and supported the requirements for CQC.
The audit demonstrated many areas of good practice and improvements on the previous years’ audit
undertaken in December 2016, where the main area of concern was that only 43.3% of patient records had
their allergy status recorded; this has increased significantly where 100% of services were shown to be
recording the patient’s allergy status in the 2018 audit. There were some areas of learning identified including
the need to ensure MCA/best interest decisions are recorded on paper records and that services must
ensure that a list of any service-specific abbreviations must be attached to the patient record. Where patients
do not consent to information sharing, it is important for the Trust to monitor and record dissent through the
use of the dissent form. Of the 27% of patients who did not agree for their information to be shared, none of
them had a dissent form completed. This is consistent with the findings from the previous record-keeping
audit and therefore represents an area for improvement.

Actions include:
• All services to receive a copy of their results/findings. Action completed.
• Every service to undertake actions for quality improvement and any address gaps in clinical recordkeeping (currently underway).
• Report the audit findings at the CEG meeting on 30th October 2018.
• Ensure staff are fully aware of the documentation standards required.
• Ensure that where patients have not consented to having their information shared, a dissent form is
completed and added to the patient’s record.
• Where abbreviations are used in the patient’s record, there should be an approved abbreviation list for
each service, attached to the patient’s notes whether it be on SystmOne or on paper. Without an
approved abbreviation list, there is a risk that this could lead to misinterpretation and could potentially
impact upon the care and treatment being delivered to the patient.
• Mental capacity assessments and best interests decision should be fully documented.
• Re-audit to commence in Q1, 2019 (added to the 2019/20 clinical effectiveness programme).
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Good clinical record-keeping promotes better communication as well as continuity, consistency, and
efficiency, and reinforces professionalism within a healthcare environment. It also ensures continuity of care
for the patient if their records are up to date and correct and would mean that any healthcare professional
would be able to treat the patient accordingly if their noes are correct. This supports safe delivery of health
care, in accordance with the Clinical Record-Keeping Policy.

Health Visitor (HV) Prescribing Audit.
Evidence shows that nurse prescribing improves patient care by ensuring timely access to medicines and
treatment, and increasing flexibility for patients who would otherwise need to wait to see a doctor. According
to key stakeholders, nurse prescribing helps to avoid unnecessary A & E and hospital admissions and
improves access to treatment, particularly for patients with long-term conditions. The aims of the audit were to
establish how many HVs working in HCT are qualified to prescribe, to understand any barriers experienced
by HVs to prescribing, and to identify if staff were adhering to Nursing and Midwifery Council (NMC)
Standards of proficiency for nurse and midwife prescribers (2006).
The response to the prescribing survey showed an increase of 5.98% compared to the 2016 the survey.
Since the last audit there has been a 19.79% increase on training uptake. The audit showed a decrease in
training out of the year period of 10.67% and also a decline of 4.21% above 3 years, this demonstrates that
staff acknowledges the importance of attending updates at least yearly.
Comparing data from the Institute of Health Visiting (IHV) national survey (2015) shows a decline in
prescribing practice. Within HCT, 83.67% of HV’s are reported as actively using the qualification in practice,
compared to 16.33% who have never prescribed. HV Leads are able to identify HVs who do not prescribe.
They are then able to explore reasons and remedy this through training as well as offer support from our
prescribing Leads. New products developed by the (HV) as part of a national programme commissioned by
Health Education England on behalf of the Department of Health are aimed at supporting HV prescribing
practice. These are good practice guidance covering common prescribing topics. HCT has corporate
membership so all HV have access to this information.
Actions include:
• Prescribing champions to attend all meetings provided by prescribing leads and cascade training at team
meetings.
• Prescribing model to be shared. Action completed.
• Ensure staff who are prescribers have prescription pads. (Action completed).
• Team leaders to discuss prescribing confidence at appraisal, to seek training to support HVs in this
activity.
• Present the findings at the Senior Management Team Meeting on 16th August 2018 and Clinical
Effectiveness Forum in September 2018. Action completed.
Tongue Tie Audit. East & North Hertfordshire CCG Area.
Tongue tie (ankyloglossia) occurs when the frenulum or piece of tissue which is attached to the underneath of
the tongue is abnormally short. This may affect the tongue function, preventing free movement from side to
side, elevation and extension beyond the gum ridge. The condition varies in severity. Babies may present
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with some reduced tongue function or the tongue may be fused to the floor of the mouth.
The aims of this study were to identify the effect of tongue tie division on breastfeeding, identify an
improvement in breastfeeding experience for the mother and to prolong sustainability of breastfeeding.
Following frenulotomy (division of tongue tie) an audit form was completed face to face in the clinic setting or
by telephone by the specialist health visitor. The target population was determined by presentation of
suspected tongue tie. Babies who had the division of tongue tie continued to breastfeed for 6 weeks following
the procedure, suggesting an improvement in breastfeeding. Mothers reported an immediate improvement in
their breastfeeding experience following the division of tongue tie. This suggests that release of the lingual
frenulum enables the baby to attach efficiently to the breast improving breastmilk transfer.
Actions include:
• Present the findings at the Senior Management Team meeting on 16th August 2018 and Clinical
Effectiveness Forum in September 2018.
• The current pathway has been adjusted and reviewed.
• Information shared at team / locality / key workers meeting on 16th August 2018 with HVs, and infant
feeding coordinators who are championing the Baby Friendly Initiative.
• Re-audit again in 12 months.
Engagement with Services
•

Clinical audit awareness stand held at the HCT Annual General Meeting in September 2018 to engage
with patients and staff.

Medicines Management
Review of NICE Technology Appraisals
• During Q2 NICE published 16 TAs; 7 of these were reviewed and found to be not applicable to HCT
commissioned services. All applicable TAs are followed up through the NICE guidance and quality
standard review process.
Antibiotic prescribing audit - community inpatient units
Point prevalence audit was undertaken in July 2018:
• 26 patients were prescribed oral/IV antibiotics/antifungals/antivirals
• In 24 of the patients prescribed antibiotics/antifungals/antivirals, the prescription was initiated by HCT
doctors
• 23 out of these 24 (96%) patients were prescribed antibiotics/antifungal/antiviral in line with pan-Herts or
primary care guidance or HCT guidelines.
• 1 out of these 24 (4%) is unclear as there was a lack of documentation for antibiotic indication.
Community district nursing teams
• Prescribing data is not currently available for Q2 as ePACT prescribing data is provided by CCG.
• HCT pharmacy team continue to liaise with the prescribing nurses to ensure they are prescribing to the
Trust’s formulary.
Medicines Related CAS Alerts
MHRA Alerts
• During Q2 3 MHRA updates have been received.
• 3 were applicable to HCT, and 3 have been circulated for action.
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Public Health Metrics
Make Every Contact Count (MECC) Training
Number of eligible staff
Number of eligible staff who have received MECC training
Percentage of eligible staff who have received MECC
training

Q2

Q1
2165
1055

2237
1076

48.73

48.10

Q3

Q4

Patient Advice Regarding Alcohol Consumption

Units
East & North Herts Acute Therapy Services
East & North Herts Cardiac Rehab Service
East & North Herts Integ Comm Team - Lower Lea Valley
East & North Herts Integ Comm Team - North Herts
East & North Herts Integ Comm Team - Royston
East & North Herts Integ Comm Team - Stevenage
East & North Herts Integ Comm Team - Stort Valley and Villages
East & North Herts Integ Comm Team - Upper Lea Valley
East & North Herts Integ Comm Team - WelHat
East & North Herts Leg Ulcer Service
East & North Herts Neuro Rehab service
East & North Herts Nutrition & Dietetics Service
East & North Herts Respiratory Care Service
East & North Herts SLT Service Adults
East & North Herts Stroke Early Support Discharge
Hertfordshire Diabetes Service
Hertfordshire Podiatry Service
Herts Lymphoedema Service
Herts PHN - North Herts and Stevenage
West Herts Cardiac Rehab
West Herts Chronic Fatigue Synd & Pain Mngt Prog
Hertfordshire Community Hospitals
Total

Total for E&N CCGs
% Advice on
Advice on
Advice on
alcohol
alcohol
alcohol
consumption consumption
consumption
specified
specified
Not specified Total
11.11%
8
9
1
100.00%
4
0
4
0.00%
5
5
0
10
20.00%
2
8
1
0.00%
1
0
20.00%
5
4
1
100.00%
0
2
2
33.33%
6
2
4
15.38%
13
11
2
0.00%
1
1
0
4
6
33.33%
2
0.00%
4
4
0
27.27%
22
16
6
1
100.00%
0
1
66.67%
3
1
2
60.00%
10
4
6
4
50.00%
2
2
0.00%
3
3
0
100.00%
0
1
1
0.00%
1
1
0
0.00%
1
0
1
10
100.00%
0
10
36.07%
78
122
44

Total for Herts Valley CCGs
Advice on
Advice on
% Advice on
alcohol
alcohol
alcohol
consumption
consumption consumption
Units
Not specified Total
specified
specified
0
1
East & North Herts Integ Comm Team - WelHat
1
0.00%
Hertfordshire Adult Bladder and Bowel Care Service
0
2
2
0.00%
Hertfordshire Podiatry Service
0
5
5
0.00%
Herts Lymphoedema Service
0
1
1
0.00%
Herts PHN - Watford, 3 Rivers and Hertsmere
1
0
1
100.00%
Herts Specialist Palliative Care
1
0
1
100.00%
West Herts Adult SALT Service
0
2
2
0.00%
West Herts Cardiac Rehab
14
7
21
66.67%
West Herts Community Adult Health Service - Dacorum
1
5
6
16.67%
West Herts Community Adult Health Service - Hertsmere
2
3
5
40.00%
West Herts Community Adult Health Service - St Albans & Harpend
1
0
1
100.00%
West Herts Heart Failure Service
1
1
2
50.00%
Hertfordshire Community Hospitals
18
0
18
100.00%
Total
39
27
66
59.09%
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Weight Management
Q2 1819 - East & North Herts CCG
(For ICT teams this applies to patients seen more than once).
Patients
% of BMI
From BMI
with
25 and
BMI
% BMI Recorded - Advice
direct
Over with
Recorded Recorded those 25 Recorded
contact in
advice
or above
Period
recorded
Community Cardiology
Diabetes
Nutrition & Dietetics
Integrated Community Team - Lower Lea Valley
Integrated Community Team - North Herts
Integrated Community Team - Royston
Integrated Community Team - Stevenage
Integrated Community Team - Stort Valley and Villages
Integrated Community Team - Upper Lea Valley
Integrated Community Team - WelHat
West Herts Community Adult Health Service - Dacorum
West Herts Community Adult Health Service - Hertsmere
West Herts Community Adult Health Service - St Albans & Harpenden

68
1257
1903
643
1182
76
991
560
1078
1005
3
1
1

57
819
1144
517
962
69
870
393
774
872
3
1
1

83.82%
65.16%
60.12%
80.40%
81.39%
90.79%
87.79%
70.18%
71.80%
86.77%
100.00%
100.00%
100.00%
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671
431
275
464
25
440
165
365
391
1
0
0

24
251
88
15
28
1
45
17
31
68
1
0
0

72.73%
37.41%
20.42%
5.45%
6.03%
4.00%
10.23%
10.30%
8.49%
17.39%
100.00%
0%
0%

From BMI
Recorded those 30 or
above

Referral to LA weight
management
programme

20
420
227
110
221
10
206
74
154
172
0
0
0

1
0
0
0
0
0
0
0
0
0
0
0
0

From BMI
Recorded those 30 or
above

Referral to LA weight
management
programme

70
221
0
0
0
2
202
160
161
246

0
0
0
0
0
0
0
0
0
0

Q2 1819 - Herts Valley CCG
(For ICT teams this applies to patients seen more than once).
Patients
From BMI
% of BMI 25
with
BMI
% BMI Recorded - Advice
and Over
direct
Recorded Recorded those 25 Recorded with advice
contact in
or above
recorded
Period
Community Cardiology
Nutrition & Dietetics
Integrated Community Team - Lower Lea Valley
Integrated Community Team - Stevenage
Integrated Community Team - Upper Lea Valley
Integrated Community Team - WelHat
West Herts Community Adult Health Service - Dacorum
West Herts Community Adult Health Service - Hertsmere
West Herts Community Adult Health Service - St Albans & Harpenden
West Herts Community Adult Health Service - Watford

338
1737
1
1
1
7
1316
940
1076
1551

256
1227
1
1
0
5
1104
768
847
1141

75.74%
70.64%
100.00%
100.00%
0.00%
71.43%
83.89%
81.70%
78.72%
73.57%

190
402
0
0
0
2
456
329
363
525

80
84
0
0
0
0
42
39
48
61

42.11%
20.90%
0%
0%
0%
0%
9.21%
11.85%
13.22%
11.62%
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Smoking status and advice given
Percentage of patients with a smoking status recorded
Q1

Q2

Adult Specialist Services

94.15%

93.57%

Children's and Young People's Services

90.73%

89.17%

East & North Herts ICT

97.01%

97.92%

Herts Valley ICT

95.13%

95.11%

Inpatients

100.00%

100.00%

Q3

Q4

Q3

Q4

Q3

Q4

Percentage of people who smoke
Q1

Q2

Adult Specialist Services

8.05%

8.26%

Children's and Young People's Services

12.12%

12.81%

East & North Herts ICT

6.49%

6.29%

Herts Valley ICT

6.45%

6.22%

Inpatients

4.62%

4.49%

Percentage of smokers given brief intervention advice
Q1

Q2

Adult Specialist Services

61.05%

60.09%

Children's and Young People's Services

73.83%

71.65%

East & North Herts ICT

67.70%

71.76%

Herts Valley ICT

57.01%

59.16%

Inpatients

100.00%

100.00%

Number of smokers referred to HSSS (as reported by HSSS)

Total

Q1

Q2

27

158

Q3

Q4
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Appendix 1: Keeping in Touch Visits
Service
Langley House
(July)

Examples of Good Practice

Main Themes ( Opportunities / Challenges)

• All staff friendly and welcoming

• This was a short drop in visit

• All staff wearing ID/Name badges

• Team all confident in their roles, described how

• Patients looked well cared for

they worked well as a supportive team.

• On an extremely hot day all staff were coping well
with the added demands of working in very high
temperatures.

• Prepared for the CQC inspection and were

Recommended Actions
•

Key issue raised
related to admin review
and the one size fits all
approach to band 3
and 4 administrators.
This was escalated by
the ward manager and
agreed to follow this up
with Head of Business
Management

confident about the assessment.

• We talked about Red to Green, focus on discharge
and the method being used to record the twice
daily reviews (on whiteboard and electronically).
Holywell Ward,
Langley House
(July)

• All staff wearing ID /name badges

• This was a short drop in visit

• All staff friendly and welcoming

• Team all confident in their roles, described how
they worked well as a supportive team.

• On arrival at Holywell I first met a rehab assistant
who asked to check my ID.

• On an extremely hot day all staff were coping well
with the added demands of working in very high
temperatures.

• Prepared for the CQC inspection and were
confident about the assessment. We discussed
how to manage communications with the CQC
about a member of staff who is undergoing
disciplinary procedures and who is likely to be
negative if interviewed by the Inspectors.

• One staff nurse was unaware of FTSUG and hadn’t
seen the recent communications about this or
screensaver/film information.
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Service
Holywell Ward
Langley House
(August)

Examples of Good Practice

• Security good, visitors ring a bell for entry and

•

•

•
•
•
•

•
•

•
•
•

they can see and talk to staff in the office where
the door release is located via a window. There is
a visitors’ book and I observed staff requesting
this be completed before opening the door. My ID
was checked.
The Staff I met all looked neat and tidy in their
uniforms and all wearing name badges. The ward
manager was on annual leave and a Band 6
Sister in charge of the ward.
Staff are welcoming and cheerful. Visited the staff
break room and spoke about the FTSU poster on
the wall. They are aware of the FTSU
Ambassador in Langley House who is the
Neurological Referral Co-ordinator.
The ward corridors are clear from clutter apart
from a few chairs that patients can sit on to rest.
The environment is clean and looks well cared for.
Bathrooms and toilets are clean and tidy.
Beds all made and patient bedrooms are tidy.
This is the rest period and patients are resting in
bed while others are sitting by their beds and
dressed.
Drinks and call bells within reach. Bells answered
promptly when rung.
Patients and their families appreciate the
individualised weekly activity timetable tailored
individually. This includes breakfast groups,
gardening speech therapy sessions and daily
physiotherapy
Well-equipped Gym providing both in-patient and
out-patient support.
Observed Hand hygiene being carried out and
monthly peer audit being done currently 100%
One patient being isolated as a precaution.
Proper isolation procedure being carried out.
Family given full explanation as to why this was
necessary. They told me they felt supported to do
this correctly and understood why it was

Main Themes ( Opportunities / Challenges)

• 16 beds all full plus one neurology patient on
Midway.

• NO vacant posts, full ward establishment.
• Cohesive team working in an integrated way to
rehabilitate patients to achieve their potential on the
stroke pathway.

• Fund raising to buy equipment such as a £10,000
sling to enable patients unsteady on their feet to be
able to use the treadmill in the gym.

Recommended Actions
These items were raised
with the Lead
Physiotherapist
• Put in a bid for Capital to
Finance Director via the
Business Management
Finance lead for
Community Hospitals to
buy a sling for the
Treadmill
• Put in request to
Charitable Funds for
cash to buy puzzles to
help rehabilitate patients
These items were raised
with the Lead
Physiotherapist
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Service

Examples of Good Practice

Main Themes ( Opportunities / Challenges)

Recommended Actions

necessary.

• Ward information Board is up to date including
safety crosses.

• There is a separate board setting out for every

•
•
•
•
Midway Ward
Langley House
(August)

month of the year outcomes of key items such as
Complaints, Falls, Incidents, C Difficile cases,
Blood borne infections and key audits outcomes
such as MUST, VTE and Hand Hygiene. This
can be seen by everyone at the entrance to the
ward. No significant outlier data this year to date.
VTE assessment dropped to 96% in July had
been 100% in the previous 6 months.
Cardiac arrest trolley checked, locked with tag
and the number noted.
Emergency equipment such as suction and
Defibrillator checked daily and recorded
There is fire evacuation equipment in each
corridor attached to the wall with a Bariatric set in
the middle.
Clean utility room and store room kept locked with
keypad entry.

• Security good, keypad entry with access
monitored by the receptionist at the desk in the
entrance to the ward. ID checked and invited to
write in the visitor book. Taken to meet the Ward
Manager and the Band 6 sister who will be taking
up the role of Ward Manager the following week.
• The Staff I met all looked neat and tidy in their
uniforms and were all wearing name badges.
• The ward is free from clutter, the environment is
clean and it felt calm.
• Bathrooms and toilets clean
• Beds all made and patient bedrooms look tidy
• Observed Hand hygiene being carried out and
monthly peer audit being done currently 95%
• Ward information Board is up to date including
safety crosses.
• Patient status board not in a public area with the

• 32 bed ward completely full, with one neuro –
rehab patient from Holywell ward
• Non-weight bearing patients unable to have rehab
affecting DTOC numbers
• Vacancies are an issue for Band 5 RN’s and Band
2 HCA’s.
•

Safe staffing being achieved with support from
Holywell and use of temporary staff

• Strong ethos of rehabilitation with all staff engaged
in this, not just the physiotherapists

• Still do not have stock
drugs and are using FP
10s and patients own
drugs despite being a
large ward.
Already escalated to
Management. Work
underway to agree an
SLA with WHHT to
supply drugs to
Langley House

• Interchangeable multidisciplinary
management/leadership in place with AHP’s and

39

Service

Examples of Good Practice

•
•
•
•
•
•
•

•
•

Queen Victoria
Memorial Hospital
(August)

exception of the board at the nurses station for
today’s discharge with only the First name and
Surname initial on view
Advanced Care Plans completed for 8 patients
and noted on the Patient Status Board
Cardiac arrest trolley checked, locked with tag
and the number noted.
Emergency equipment such as suction and
Defibrillator checked daily and recorded
Clean utility room and store room kept locked with
keypad entry
Patients are up and dressed and most are in the
day room ready to have their lunch at the time of
the visit.
Patients looked well cared for and confirmed food
was nice and they knew about their treatment
plan
Red trays are used to identify those patients
requiring help to eat. Coloured trays that denote
the colour of the 3 corridors are used to identify
meals ordered for individual patients.
Monthly staff meetings with learning from CLiPs
report
NEWS scores completed with appropriate action
instigated.

• Reception unmanned. Apparently there is only
admin available for 2 days per week for this.
Visitor books available for signing in and out
including community staff and others. Contact
telephone number available.
• The visitors waiting area opposite was welcoming
with appropriate seating.
• Access to the ward is by keypad and visitors have
to ring a bell. We had a prompt response and
were asked who we were and had our ID
checked.
• Ward Manager on annual leave and a Band 6
Sister in charge.

Main Themes ( Opportunities / Challenges)

Recommended Actions

Nurse Leaders overseeing the ward and doing
appraisals for each other’s staff.
• Emphasis on patient flow. Ward staff have made a
video on RED to GREEN on effective discharge
implementation. This is to be used for the other InPatients wards to demonstrate what good looks
like.

•

22 beds with 19 patients at the moment. Do take
5-6 plus size patients because they are on the
ground floor and have the special beds and
equipment to care for this group.

•

Rehabilitation carried out 7 days a week but with
difficulty because of gaps in OT and Physio team
partly due to Maternity leave.

•

None of the patients we spoke with knew what was
planned for their discharge or the likely date.

•

Difficulties with disposal of clinical waste. On
approaching the building noticed external clinical

• Non-functioning
macerator is a major
infection control issue.
Already escalated by the
ward to Interserve and
Community Hospitals
management team
Following the visit AM
escalated directly to IC
Team and the Facilities
Manager for urgent
action plus the hot
water.
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Service

Examples of Good Practice

Simpson Ward, Hemel
Hempstead Hospital
(August)

• There is a clinical nurse specialist recently
appointed.
• Staff uniforms all looked smart and everyone
wearing their name badges.
• The ward is very airy bright and welcoming and
has recently re-decorated. Very clean looking.
• The Main corridor free from any clutter
• There are well-presented notice boards on
relevant topics all easy to read. .
• Ward information Board is up to date including
safety crosses.
• Patient status board not in a public area but in the
doctors room/ward office.
• Advanced Care Plans completed for 5 patients
and noted on the Patient Status Board
• Cardiac arrest trolley checked weekly, locked with
a tag and correct number noted.
• Emergency equipment such as suction and
Defibrillator checked daily and recorded
• Clean utility room locked, temperature appropriate
for the storage of drugs
• Observed Hand hygiene being carried out and
monthly peer audit being done
• Beds all made and patient bed bays appear tidy
• Patients are up and dressed and most are in the
day room and other areas.
• We observed a physiotherapist assistant
conducting a sitting keep fit session for patients in
the day room.
• Physiotherapy is provided 7 days a week
• Patients looked well cared for and spoke about
the food being nice.
• Red trays are used to identify those patients
requiring help to eat.
• NEWS scores completed with appropriate action
instigated
• Ward Manager on annual leave and a Band 6
Sister in charge.
• The Main corridor free from any clutter

Main Themes ( Opportunities / Challenges)
waste bin had the lid open and was overfull with
orange bags. Macerator not working accounting for
the problem. Has been repaired but broke down
again.
•
•

Hot water available intermittently from the 3 tanks
that service the building. Can cause problems for
patients needing baths and showers.
Reported patient transfers from acute trusts arriving
at 1am & 3am in the morning. Last week there had
been 3 admissions late on Friday afternoon. Partly
due to low priority by East of England Ambulance
Service to transfer the patients compared to their
other call outs on the date of transfer. ALL are
reported on Datix.

•

Includes examples of poor discharge from EHHT
with patients arriving at QVM with no drugs chart or
other clinical information. No on-site pharmacy and
no availability of drugs over the week-end.

•

Phones are an issue with intermittent power cuts.

•

With more staff located on the top floor of the
building as a base for Welwyn and Hatfield ICT
connectivity and reduced speed with computers
response times an issue. Already reported.

• There were 19 out of 22 beds occupied. Expecting
2 patients from Watford General.

Recommended Actions
• Unsafe transfers of care
from acute trusts.
Escalated to Acting
Chief Nurse Requested
all datix incidents for
the last 3 months to
come to HGC in
September.
• Out of date dressings in
store cupboard
Escalated to Band 6

• A number of items above
including the ward
cleaning escalated to the

41

Service

Examples of Good Practice
•
•
•
•
•
•
•
•
•

•
•
•

Staff uniforms all looked smart and everyone
wearing their name badges.
Visible staff notice boards and photographic ID
Ward information Board is up to date including
safety crosses
Bells answered promptly
Patients looked cared for
Staff observed speaking kindly to patients and
offering food and drinks.
Patients and families say ‘staff just lovely,
friendly and kind’
The ward participates in the Partnership in care
scheme. There are the yellow lanyards with the
floral Carer badges.
There are named champions for Infection
Control, SAFA/DoLs and MCA, Diabetes &
Nutrition, TVN/Pressure Ulcers, Falls prevention,
Palliative Care & Dementia, Blood transfusion,
Moving & Handling, Medical Devices, Student
Link Nurse, Fire Marshalls and Flu Champions.
All listed and easily identified on a poster
opposite reception desk.
Emergency equipment such as suction and
Defibrillator checked daily and recorded
Clean utility room is locked temperature
appropriate for the storage of drugs.
NEWS scores completed with appropriate action
instigated

Main Themes ( Opportunities / Challenges)
• There are 2.75 RN vacancies and up to 3 staff of
sick for most of the month.
• Majority of patients have high acuity levels of
nursing need such as requiring help with feeding,
over 50% are incontinent, and many appear to be
bed bound, some have severe communication
difficulties such as, being blind, another is
profoundly deaf, one lady is unable to speak at all
and others generally have difficulty making their
needs known.

Recommended Actions
Band 6 sister and the
Clinical Quality Lead for
Community Hospitals
who was on the visit with
the Non-Executives

• Patients are mostly in bed wearing hospital
nightwear.
• Only one patient was dressed in their own clothes.
• The Gym area which could be used for patient
activities and for meals is not available because of
the need to have ready access to a surge facility to
be able to open extra beds at short notice.
• There is very little physiotherapy input available
and the ward has to access OT support from St
Peters Ward for the assessments needed for
discharge planning.
• Ward dusty including bedframes, lamps chairs,
window sills, medicine lockers. There is only one
cleaner for the ward which is insufficient.
•

Did not see staff routinely using hand gel but
correct procedure observed in caring for the 2
patients in isolation. Current peer review audit 80%
below the 95% standard.

•

Two patients did not have wristbands immediately
escalated for action.

•

There have been inappropriate and no notice of
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Examples of Good Practice

Main Themes ( Opportunities / Challenges)

Recommended Actions

admissions reported where patients has just turned
up unexpectedly by ambulance from Watford
General with little information.
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Appendix 2: Quality Assurance Visit Action Plans
ACTION PLAN
Area Visited

Date of Visit

Herts & Essex
VISIT ACTION PLAN
Herts & Essex Oxford & Cambridge
Date of Visit

Issue/Action Required

Assigned
Person

1. To update the staff photo board, ensuring all
staff are included.

Ward manager

Timeframe
for
Completion
15/06/2018

2. To ensure call bells are responded to within
an acceptable timeframe

Senior team

31/5/2018

3. To review the information provided to
patients regarding progress and discharge
planning

CSM

30/06/2018

4. To ensure all posters are laminated
throughout the unit.
5. To ensure it is clear to patients and staff
which sinks should be used within the bays.

Pasquale
House keeper
Pasquale
House keeper

15/5/18
31/5/2018

6. To review the sinks in the toilets to ensure
they meet the needs of patients and
clinicians, and are compliant with policy.
7. To address the damaged flooring in the toilet
(?location).
8. To review the usage of the bathroom
currently being used as an equipment store

16.4.18 and Drop in visit 4.9.18

th

16 April 2018
Progress to Date
th
18 May 2018
Photos beginning to be taken

Added to B6 action plan. Call bells
to be answered within 3 minutes.
Senior team to do once a week spot
check for the next four weeks.
Ongoing checks to be made
monthly
Being looked at Trust level. Draft
document available – next stage to
localise per Unit

Complete – Housekeeper to monitor
fortnightly
Patient basins to have laminated
sign put up

Unclear to what this refers – further
information required
Unclear to what this refers – further
information required
Ward manager
/ Lead

30/06/2018

Drop in Visit 4.9.2018

Room use change requires
discussion between senior

Photo board still requires x2
new staff photos to be updated.
Key to show rank of staff/colour
of uniform to be completed.
Call bells were answered in a
timely manner during the visit.
Ward manager continues to
undertake spot checks.
New Information given to
patients regarding Choice
(choice letter) and discharge
planning. These letters
commenced August 18 and are
out for review.
Posters all conformed with IPC
CCG checked sink units and
was given explanation as to
temporary sink arrangements
whilst pipe works is completed.
This refers to taps in line with
IPC.
Bathroom room number 8.37,
floor split and covered with
black tape.
Room clear of equipment during
visit.
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as well as bathroom, and to allocate as one
or other.

Therapist

management team & property
services
To email Diane Brent to facilitate
process
OCS asked to remove excess toilet
rolls. For patient safety reasons
Infection Control to be asked to
agree for one spare toilet roll to be
in each toilet.
Policy being sent out for staff to
read and sign once read.

9. To remove spare toilet rolls from all toilets,
and ensure patient personal items are not
stored in bathrooms.

Ward manager

30/05/2018

10. To ensure all staff are clear regarding the
policy for manging patients who have been
in contact with MRSA
11. To ensure all commodes are clean, and full
use of clinell stickers including date &
signature.
12. To ensure all daily checks are completed;
this includes the resus trolley, fridge and
ambient temperature recording, and
controlled drug checks.

Senior Team

01/06/2018

Senior team

30/05/2018

Cleaning schedule for night staff
introduced.

Senior Team

21/5/2018

Added to B6 action plan – to monitor
weekly

13. To ensure all documentation is fully
completed, particularly in relation to
intentional rounding and stool charts.
14. To advise whether the storage of diluted
Chlorclean is in line with Trust policy, and
confirm whether a risk assessment has been
undertaken.
15. To ensure Chlorclean tablets are stored in a
locked cupboard.

Senior Team

21/5/2018

Added to B6 action plan – to be
monitored fortnightly

Claire
Wheatley

11/5/18

Claire
Wheatley

11/5/18

16. To address the limescale build up on the
water cooler, and ensure regular cleaning of

OCS

11/5/2018

Dilution of Chlorclean is in line with:
Cleaning, Disinfection and
Sterilisation Policy
(Reference No.CP24 0217)
7.2 of information sheet on intranet
states - Store in tightly-closed,
original container, in a dry, cool and
well-ventilated place. Keep only in
the original container.
Sent to OCS

All bathrooms and toilets free
from personal belongings. No
additional pads/toilet rolls within
the toilets.
Staff observed to adhere to IPC
policy.
All commodes and high toilet
seats sot checked during the
visit were clean.
X 2 separate Gaps noted for
Fridge and room temperatures.
(These were all at the weekend)
New staff spoken to by ward
manager to improve
compliance.
CD checks daily.
Gaps noted for Resuscitation
st rd
checks (1 /3 ). Resus trolley
dusty by o2 and suction
machine. New staff spoken to
by ward manager to improve
compliance.
NEWs escalation not
documented for all triggers.

Chlorclean tablets are stored in
a locked cupboard within the
sluice.
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the outlets.
CCG Recommendations
1. To consider the information displayed on
noticeboards and ensure wording is
understandable to patients and relatives.
2. To consider how multiple visitors to a patient
at the same time can impact on other
patients and review how this could be
managed.

3. To consider review of waste segregation,
and the use of clinical waste bags to ensure
usage is appropriate.

All notice board reviewed and
information in plain English and
laminated.
Update -26/6/2018 to re enforce
the Partnership in care initiative
and promote open visiting. To
monitor number of visitors at
each bed space and ensure this
is manageable and not
impacting on the privacy of
other patients.
Waste segregation compliant.

Follow up visit 4th September 2018 Claire Jackson Clinical Quality Manager ENHCCG, Clare Wheatley Ward Manager and Alison Allard HCT.
Overall the visit was positive and majority of actions have been actioned (please see above action plan last column on right). There remain gaps within the treatment
room fridge and room temperatures and Resuscitation trolley. X2 separate gaps noted for Fridge and room temperatures. (These were all at the weekend) Gaps
noted for Resuscitation checks (1st/3rd). Resus trolley dusty by O2 and suction machine. New staff spoken to by ward manager to improve compliance.
Toilets and bathrooms were clean and tidy, call bells within each toilet, no personal belongings.
Documentation was reviewed for NEWS early triggers are not escalated and documented. X2 separate incidents of NEWs escalation not documented for all triggers.
(New staff spoken to by ward manager to improve compliance)
Medication trolley secure to the wall and locked when not in use. No medication on the bottom of the trolley. Treatment room is clean and tidy, door and all
cupboards locked. Staff are unable to hear call bells in the treatment room, in an emergency staff would be called out. Sharps bins dated for assembly and within fill
rate.
High and low cleaning observed to be good in the main ward area.
Staffing levels: By the end of September there will be 8 WTE RGN posts vacant. The Trust has reviewed it flexi working policy and this has had an impact on staff at
Herts and Essex and increased the vacancy rate. Weekends will be worked 1:6, 2 RGNs have handed their notice in following this decision. HCA fully staffed, up skilling
the HCA through rotation with Therapy staff, this has proved very beneficial to staff and improved HCA documentation, skills and knowledge.
Activity co-ordinator really active member of the team. Excellent newsletter produced for patients to read and undertake independent activities. The role is self
funding and many patients enjoy the activities which enable them to improve motor skills and physical skills. The Trust should consider this role at QVM and
Danesbury.
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External MCA Audit Simpson Ward
Action Plan
2018-19- 11 May 2018
No

Recommendations for HCT

Actions Planned

Outcome

Lead

Progress
July Update: NB has escalated
to Deputy Director of Quality
and Governance.

RAG

Target
Completion
Date

1

The Trust should review the
specialist support available to
provide leadership in dementia
care

• The need for an identified
Dementia lead within the Trust
will be escalated to Deputy
Director of Quality &
Governance

The Trust will have an
identified lead to
provide support to staff.
Improving the safe
management of people
with dementia under
the care of the Trust

NB

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.

• NB to discuss how to improve
mental health support to the
Trusts in patients who have
acute mental health needs at
the Joint Safeguarding Leads
meeting

Inpatients in the Trusts
Community Hospitals
with significant mental
health problems will
receive mental health
care.

NB

April Update: Date for joint
leads meeting requested, TBC
Sept update: Meeting
arranged with HPFT leads to
discuss this and Verita plan.

Oct 18

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

The Quarterly ward audit tool will
be modified to include the
following areas of scrutiny:

The revised ward audit
will be more robust and
will provide greater
assurance to the Trust
about patient safety in a
Community Hospital
setting.

NB/AA

July update: Separate MCA
Ward records spot check
completed by one area as
pilot which includes questions
these questions. Once pilot
reviewed will be sent to all to
be completed by ward
manager.
August update: NB has
discussed including the MCA
record keeping audit within
the Peer Review Audit with
ML
Sept update: Peer review
audit now includes additional
questions but would not

Sep 18

• The application of This is Me
and the Purple Folder
• Capacity assessments carried
out where indicated for
specific aspects of care e.g.
personalised care; DNACPR;
manual handling
• 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

Aug 18
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No

Recommendations for HCT

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

Actions Planned
included where the patient
has impaired cognition.
• Whether different professional
disciplines are carrying out
capacity assessments where
they are the decision maker
for that aspect of care
• Identification of restriction
and timeliness of a DoLS
authorisation
• Care plans on Sys1 need to be to
be strengthened for Inpatients
where capacity and consent are
referenced. A consistent
approach in privacy and dignity,
continence care etc. where
there is a tick box for informed
consent.

Outcome

Lead

Progress
provide enough assurance so
Ward records spot check will
be used and monitored by
Safeguarding team.

RAG

Target
Completion
Date

The Trusts record
keeping will be
strengthened, providing
improved assurance
that mental capacity is
considered and
documented more
effectively.

NB

This will be monitored via
OSMT and the Trust
Safeguarding Adults Forum
Sept update: Due to changes
in inpatient management
team this has not been
progressed.

Nov 18

• The Trusts Safeguarding Adults
and Systm1 teams will work
together to amend the current
admission process to include
these questions.
• The Safeguarding Adults team
will ensure the Clinical Service
Managers for Community
Hospitals are kept informed and
will support implementation

The Trusts record
keeping will be
strengthened to provide
clarity by documenting
LPA and Advance
Decisions on admission.

NB/KF/TR

May update: JN discussed and
agreed the rationale for
amending the S1 admission
template with the Clinical
Service Manager for
Community Hospitals
August update: NB to meet
EW to discuss
Sept update: Due to changes
in inpatient management
team this has not been
progressed.

Nov 18

• The Safeguarding Adults Team
will gather examples of good
practice and work with the

Trust staff would have a
clear process to follow
for managing inpatients

NB/AA

August update: NB to discuss
with EW
Sept update: Due to changes

Dec 18
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No

Recommendations for HCT
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 identified and proactive
steps are taken to keep them
informed of the patient’s care
under the DoLS authorisation.

Actions Planned

Outcome

Clinical Professional Lead
(Nursing) for Community
Hospitals to develop a
behavioural management care
plan
• The developed care plan will be
added to the care plan
templates on Systm1
• The Safeguarding Adults Team
will develop a newsletter
reinforcing the DOLS process,
LPA, Advance Directives, role of
the RPR, use of IMCA and MCA
which will be cascaded to all
Community Hospitals.
• A question on the role of the
RPR will be added to the Ward
audit in question 3

Open
Completed
Overdue

Lead

with challenging
behaviour.

Trust staff will
understand the role of
RPR and the need to
keep the RPR informed
when a DoLS
authorisation is in place.

Name key
Naomi Bignell
Jane Newcombe
Kathy French
Trudy Reynolds
Alison Allard
Emma Whiteford

Progress
in inpatient management
team this has not been
progressed.

NB/AA

July Update: Question about
RPR included in MCA ward
records spot check.
August update: Records spot
check questions trialled. To
have questions included in
Peer Review
Sept update: Ward records
spot check will be used and
monitored by Safeguarding
team.

RAG

Target
Completion
Date

Sep 18

NB
JN
KF
TR
AA
EW
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Appendix 3: Safeguarding Children Dashboard
No.

Indicator

1

Safeguarding children training compliance

2

% of eligible staff CP Supervision

3

% vacancy rate of the funded establishment of SGC Nurses in

4

Number of new SI's involving children

5

Number of items on Risk Register Safeguarding Children related

6

Number of children/families referred to CS

7

Note : TOTAL % of children = total number of children
accepted for an assessment or early help intervention
* = Data still awaited from Children's Services of outcomes
of referrals (if applicable) Exceptional Report. This will be
completed once we have the audit data prior to sending
the DASHBOARD for the SG forum.

8

No of CAF's / Families First Assessment

9

No of GCP's [children] instigated (data from SystmOne)

Who from
?

BI portal
(SGC
admin)

SGC
admin (AP)

Level 1
Level 2
Level 3
Level 4
School Nurses
Health Visitors
CSS
AHPs
SCT & LAC team
*=SUM(0/10.5)

Target

Apr-18

May-18

Jun-18

Q1

Jul-18

Aug-18

Sep-18

Q2

95%

97%
98%
95%
100%

97%
98%
95%
100%

96%
97%
95%
100%

95%
98%
96%
100%

95%
97%
95%
100%

89%
6%
76%
100%

95%

96%
97%
95%
100%
100%
96%
95%

93%
67%
89%
100%
91%
96%
100%

0%

8%

11%

5%

100%
5%
0

96%
0%

0%

8%

100%
8%

ST

0

0

0

0

0

0

0

Risk
Reg/ST

4

3

3

3

4

4

4

4

19
13
5
4
25
13
81%
9

32
15
12
6
45
13
62%
3

22
15
9
6
31
14
88%
8

22
15
19
8
41
22
100%
3
0
4
13
0
4
2
0
0
19
1
1
3
8
0

25
13
15
9
40
6
38%
2
0
0
3
0
1
0
0
0
24
0
0
0
6
0

19
13
2
2
21

0
1
0
0
0

66
41
36
19
102
28
69%
5
0
4
16
0
5
2
0
0
43
1
2
3
14
0

ST/AA

Dan
Bowyer/our
aduit
(RR/SB)

HSCB
audit
(RR/SB)

Current SW

0

0

0

Bruising (not included)
MASH
Families First
TYS

0
3
0
0
0
0
0
9
2
0
0
5
0

0
10
0
0
0
0
0
24
1
4
0
4
0

5
3
0
0
3
0
0
15
0
3
1
4
0

73
43
26
16
101
40
77%
20
0
5
16
0
0
3
0
0
48
3
7
1
13
0

0

0

0

0

0

1

0

1

0

0

0

0

0

1

0

1

0

0

0

0

0

0

1

1

0

0

0

0

0

0

0

0

2
3
0
100%

0
3
0
100%

2
8
1
100%

4
14
1
100%

1
7
0
100%

0
1
0
100%

1
4
0
100%

2
12
0
100%

0
0
3
1
0
2
0
16
26
100%
100%

0
0
3
1
0
2
0
21
22
100%
100%

0
0
3
1
0
3
0
17
15
100%
100%

0
0
3
1
0
3
0
54
63
100%
100%

2
0
3
2
0
3
0
12
21
100%
95%

0
0
3
0
1
3
0
11
28
100%
100%

0
0
3
0
0
3
0
7
20
100%
94%

2
0
3
0
0
3
0
30
69
100%
96%

CUS children
CUS families
CSS children
CSS families
TOTAL children
Referral accepted
TOTAL % children
SG Assessment Team

0-25 Team

Dan
Bowyer /
AP
RR

JCPIT
DAISU
No data (not included)
School Nurses
Health Visitors
School Nurses
Health Visitors
Other

Number of cases of Female Genital Mutilation referred to CS
11
by Trust staff
Number of suspected cases of CSE referred to CS / HALO by
12
Trust staff
Number of suspected cases of Fabricated Induced Illness
13
referred to CS by Trust staff
14 Number of allegations about Trust staff referred to LADO
15 No of CP Medicals undertaken
16 % of acute CP medicals seen within timescale
17 HCT referrals to MARAC
Number of NEW DHRs
18 Number of active DHRs
Number of recommendations outstanding
Number of NEW SCRs
19 Number of active SCRs
Number of recommendations outstanding
20 Number of initial CP conferences invited to
21

CP
CS
CUS
DHR
SCR
SI

% of initial CP conferences attended by an appropriate HCT
professional
Key:
Child protection (SC - Safeguarding Children)
Children's Services
Children's Universal Services (HV / SN)
Domestic Homicide Review
Serious Case Review
Serious incident

For ST / Admin info:
DHRs:
HWB - commenced Mar 17. Action plan Feb 2018
KS - commenced Sept 17. Action plan Feb 2018
MK - commenced Nov 17: Action Plan March 2018

SCRs:
Child I - commenced April 17
Child J - commenced Dec 17
Child SA - commenced Jan 18

ST

Audit of records as per
agreed schedule

100%

Our audit RR/SB

Named
Nurse

Lynne
Lancaster/ AP

10 % of audited cases that comply to NBI policy

Sexual abuse
Physical abuse
Neglect
24 hours

100%

SGCNs

Named
Nurse

SGC
Admin
stats

School Nurses
Health Visitors
School Nurses
Health Visitors

100%

Shaded boxes = target not applicable
JCPIT
Joint Child Protection Investigation Team
Targetted Youth Service
TYS
CSS
Children's Specialist Services
Domestic Abuse Investigation & Safeguarding Unit
DAISU
Multi-Agency Safeguarding Hub
MASH
Social Worker
SW
Allied Health Professional
AHP

*Exception report: CS referrals April data total children- a
referral was made by adult services so therefore is not
included in the CSS or CUS services figures.
Outcome of referrals- 1 referral was accepted by the LAC
team, which is not a requested team on the dashboard.
* CS referrals May data- a referral was made by adult nursing
service and is therefore not included in the CSS or CUS
figures. Outcome of referrals- 6 referrals showed as being open
but it was not clear which team they were under, so not
recorded in teams on dashboard
CS Referrals August Data - In information shared back from
10 cases, the referral was closed or sent back to the

* Supervision Q1 - HV has been off sick and supervision date
was cancelled and could not be re-booked until July.
Telephone consultation offered and declined.
1-1 Supervision Q2 reduced capacity due to covering

Exception Report HV Initial CP attendance Jul 18 Short notice as the case was stepped up from CIN
to CP suddenly.
HV was leaving post on Thursday 12th July, and
the case was yet to be allocated to another HV due
to staff shortage.
Exception Report HV Initial CP attendance Sep 18 HV Unable to attend due to sickness and no cover
available
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Appendix 4: Safeguarding Adult Dashboard
MEASURE/ACTIVITY

Adult safeguarding
supervision

Training

INDICATOR/DEFINITION

COMMENTARY
(CCG)

QUARTER 1 QUARTER 2 QUARTER 3 QUARTER 4
Apr to Jun

JUL to SEP OCT to DEC JAN to MAR

76%

77%capacity
issues in
Safeguardin
g team.

% of staff who have undertaken
induction training

95%

98%

97%

% of staff who have undertaken
level 1 safeguarding adults
training every 3 years

95%

98%

96%

95%

97%

95%

95%

99%

100%

95%

96%

94%

92.60%

90%

92.60%

93%

% of all clinical and medical
relevant staff who have
undertaken level 2 safeguarding
adults training (all clinical staff
including staff in supervisory
roles requiring a clinical
registration)
% of all clinical and medical
relevant staff who have
undertaken DOLS training
% of all clinical and medical
relevant staff who have
undertaken MCA training

% of staff currently in date with
Prevent Training for staff who
require WRAP

95%

95%
NHSE target 85%

Additional
information in
Booklet now
booklet to be
in use.
used from
Sept induction

% of all staff who have
undertaken basic Domestic
Abuse awareness training

80%

Basic domestic abuse
awareness training using
suplementary booklet in
induction

% of clinical staff who have
undertaken Intermediate
Domestic Abuse awareness
training

Q1&2 Scoping exercise to
identify staff requiring
intermediate DA training
50% of these staff to be
trained by the end of Q4

No IDVA
No IDVA
currently in currently in
Q2- New IDVA due to start
place- 3
place- 3
Intermediate domestic
end Sept.
services
services
abuse training delivered by
First training planned for
identified and identified
IDVA service.
11th Oct.
dates
and dates
planned.
planned.

Organisation Capacity

% Vacancy rate Safeguarding
specialists posts

Record Keeping/Audits

Number of adult safeguarding
audits initiated
Number of Safeguarding Adults
audits completed

Safeguarding Adult
Reviews & MASIRs

COMMENTARY
(PROVIDER)
16 supervision sessions
offered in Q1 and all
Champions asked to attend
one. Some rearranged to
Q2 or not able to meet due
to capacity issues in the
Safeguarding team.
Champions are offered
Supervision twice a year.

% of eligible staff compliant with
adult safeguarding supervision

% of staff currently in date with
Basic Prevent awareness training

Caseload Activity Data

THRESHOLD

Band 7 post vacant from 1st
May 2018. Post offered and
start date set for 10th Sept.

1wte

1wte

1

1

2

0

Number of staff attending initial
SAFA Investigations

16

28

Number of SAR's the Trust is
involved in

4

4

Number of SAR's
recommendations outstanding

1

0

0

0

0

0

1

1

0

1

0

0

Number of MASIR the Trust is
involved in
Number of MASIR
recommendations outstanding

Risk Management

Number of Serious Incident
investigations Safeguarding Adult
related declared

Safeguarding Risk
Register

Number of items on risk register
safeguarding adult related

Inspections CQC

Outstanding inspection issues
relating to Safeguarding Adults

Staffing issues and reliance
on temporary staff placed
on risk register in Q2

note to changes to
Learning Management
System may have impacted
on the overall compliance
figures in a minor way
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Healthcare Governance Committee
Tuesday 18th September 2018 2.00 – 5.00
Boardroom, Howard Court
Key Points for the Board and Audit Committee to note:
AMBER/RED
• Nascot Lawn
• Discharges from Acute to Community and ICTs
AMBER/GREEN
•
Public Health Nursing update
•
CQC Quality Sustainability Plan Assurance Report
•
Carers Strategy
•
Risk Management Strategy
•
PLACE annual summary
•
Complaints Interim Report
•
Serious Incident report
•
Safe Staffing Community Hospital Interim Report
•
Safe Staffing ICTs Interim Report
•
Serious Incident Report

1.
Present:

Present & Apologies
Anne McPherson
Jeff Phillips

Linda Sheridan
Brenda Griffiths
Raj Bhamber
Marion Dunstone
Andy Nuckcheddee
Tracey Westley
In
Declan O’Farrell
Attendance: Carol Scholes
Anthony Power
Alison Allard
Chi Kai Tam
Marina Sweatman

AMc
JP
LS
BG
RB
MD
AN
TW

Non-Executive Director (Chair)
Non-Executive Director (left 4.00)
Non-Executive Director
Non-Executive Director (designate)
Interim Director of HR & OD
Director of Operations
Interim Deputy Director of Quality & Governance
Assistant Director Risk & Quality Assurance

DOF
CSc
AP
CKT
MS

Trust Chair (left 4.00)
Deputy Medical Director
Head of Patient Experience
Clinical Professional Lead for Inpatients
Chief Pharmacist
Asst Board & Committee Secretary (minutes)

CH
PW

Chief Executive (Acting)
Acting Director of Nursing & Quality

Apologies:
Clare Hawkins
Tricia Wren

Action

1

Introduction and Apologies
The chair opened the meeting and observers were welcomed.

1
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It was noted that CQC relationship manager has been invited to join
the November Meeting.
Apologies were noted.
2.

Declaration of Interests
JP declared a potential conflict of interest in connection with the
Community Paediatric report and his declared interest as a lay
member of Hertfordshire County Council Schools Admissions
Appeals Panel

3.

Previous Minutes and Tracker Progress
The main and confidential minutes of meeting on 17th July were
received and accepted as correct, subject to a minor alteration to the
wording in section 4.1 of the confidential minute to ensure clarity.
Tracker
The completed (blue) and in progress actions (green) were
acknowledged. It was noted that tracker actions should not be
marked as complete until the report is received in committee. A
number of changes were requested to the RAG ratings to accurately
reflect progress.
4.8i Complaints Q1 – HCT is currently awaiting detailed information
from the Mount in respect of their internal informal complaints
process to ensure that the themes are visible. The committee needs
assurance that everything is being done to address these
complaints. Information to be included in future complaints reports.
3.1 Well Led Framework – it was acknowledged that the committee
structures circulated were not the most up to date, revised and
streamlined versions, these will be shared when signed off, action
therefore “in progress” not complete.

MS

To note

AP

Nov 18

AN

To note

AN

Nov18

HP

Nov 18

5.2 Resources and Information to reduce the risk of sepsis – the
service have provided assurance that this information is provided in
the new birth information pack given at the new birth visits in line with
the guidance. This information is reinforced if a child has identified
vulnerabilities.
4.61iv Safe Staffing Community Hospitals – skill mix and staff ratio
report was due to be presented at this meeting; however this remains
a work in progress. The final report will include input from a wider
cross section of the organisation in order for the Board to make an
informed decision moving forward, this could potentially be refined to
specific unit level. A number of other initiatives such as patient
pathways and STP workstreams to be considered. If the final report
is not available in November a progress report to be provided for
discussion and guidance.
6.5 Research – this is not completed, change RAG to action in
progress with and a revised date of Nov 18 was agreed.
6.2 Medicine and Insulin Management – Work has been ongoing

2
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with the insulin project and insulin related incidents, these are being
monitored by the Patient Safety and Experience Group. Further
assurance will be provided by CKT, revised review date to be
confirmed.
It was acknowledged that significant work has been ongoing pending
the arrival of the new Medical Director, now that he is in post some of
these tasks will be finalised.
4.
4.1

Assurance
Nascot Lawn
The Nascot Lawn verbal update was received.
It was noted that:
i)
The majority of children have transitioned to alternative respite
placements; care is still being provided for five children in
September.
ii)
The system group is continuing to work on the transition of the
remaining children to other respite facilities; there are a number
of challenges given the complexity of care requirements.
iii) The task and finish group will review the current transition
position and any further actions required.
iv) The service is decommissioned from 22 November 2018.
v)
The ability to provide safe delivery of the service in October and
November will be considered.
Challenge, Observations & Questions
a)

b)

c)
d)

The potential contingency plans in place in the event of the
alternative respite provision not being in place prior to service
being decommissioning were discussed.
It was acknowledged that HCT has actively supported the
patients, families, commissioners and other service providers
throughout the process of transition to ensure the safe
transition for children.
The demobilisation phase has commenced and this is testing
the new demobilisation policy.
The specialist equipment will be transferred to the other respite
units free of charge; the services have provided competency
training to the new providers.

Decisions and Actions
1.

The verbal update on Nascot Lawn was noted

Risk Rating: Amber/Red
4.2

Palliative Care and End of Life Chair’s Assurance Report
The Palliative Care and End of Life Chair’s Assurance Report was
received and discussed.
It was noted that:

3

CKT
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i)

This meeting was reported as an extraordinary meeting as it
usually meets quarterly this had been amended to meet
monthly.

ii)

The Amber/Red and Amber/Green assurance items were
discussed.
The main areas of focus included:
• A repeat of the pain audit concluded on 14th September. It
is believed that the return rate was higher although detailed
analysis is not yet available.
• The Child Death Overview Panel (CDOP) annual report
received by CYP medical lead is being reviewed to identify
any unrecognised needs in CYP PEoLC
• Adult Operation group feedback includes
• Limited assurance from LMs that regular meetings to
review EOL patients in all localities
• Good feedback from staff on clinical delivery with
patients
• Amended EOL template to record data – positive
feedback and assurance
• Continued focus is required at locality level to ensure
that the action plans are being delivered and
performance data is used to monitor
• The PEoLC dash board is showing positive indications
however further analysis is required to provide the required
oversight and understanding.
• CYP Operational group is progressing well. Further funding
opportunities are being explored to support training.
The revised Treatment and Escalation plans (TEP) were
received for noting, these have been signed off and approved
by HGC Chair’s action in between meetings. These will be
included in the End of Life Policy once final clarification is
obtained on the level at which the plan can be signed off i.e. by
Senior Nurse or a Medic.
Risk 570 – has been reviewed and the level of risk reduced to 9
and removed from the HLRR.

iii)

iv)

Challenge, Observations & Questions
a)

b)

The TEP sign off has been discussed with the Medical Director
and the CCG lead and it has been agreed that the Senior
Nurse is authorised to sign off the TEP. The TEP may be
superseded by the introduction and implementation of the STP
Frailty Care Plan.
Senior Nurses will require training to ensure that they are
competent in the conversations and DNACPR process. It was
suggested that a register is kept of those staff that are
competent to sign off the TEP, the staff member undertaking
the discussion should know the family involved and
acknowledge that the patient can change their mind at any
stage.

4
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Decisions and Actions
1.
2.

The updated policy to include the TEP and present to
November HGC for final sign off.
The Palliative Care and End of Life Chair’s Assurance Report
and the TEP was noted

MD/MT

Nov 18

MD/KG

Nov 18

MD/KG

Nov 18

Risk Rating: Not Applicable
4.3

Public Health Nursing/ Health Visiting Caseload Management
The Public Health Nursing/ Health Visiting Caseload Management
update was received and discussed.
It was noted that:
(i)

(ii)
(iii)

The national target for Health Visitor caseload was explained.
The newly commissioned model is a skill mix model and health
visitors are allocated in accordance with deprivation as per the
Benson Wintere model. A variety of reports have been
submitted for assurance which show the impact on the
caseload management when the Health Visitors are supported
by Nursery Nurses and Family Support service workers and
therefore the family services team.
The new service goes live on 1 October 2018, although full
service delivery is not expected until April 2019.
This final report aimed to show the impact of active and inactive
caseload. However due to data inaccuracies it has not been
possible to accurately report on active/inactive caseloads. The
committee will need to consider and decide what will be
reported in the Integrated Board Performance report (IBPR)
and against which target.

Challenge, Observations & Questions
a)

b)

c)

d)

Following further consideration the IBPR may need to report a
range of figures to demonstrate a safe ratio of staff for the
caseload.
It was suggested that the Public Health commissioners could
be asked to help portray and articulate how the data should be
reported and against which target and provide a proxy
methodology to link the new reporting model to the old
standards.
This is a good start; however a decision will not be made until
the subject of the outcome of Public Health involvement is
known.
Initial recommendation is to report the October data in
November using the family service staffing ratios to provide
assurance that the total team is supporting the paediatric
population.

Decisions and Actions
1.
2.

Involve PH in portraying and articulating reporting and targets,
prior to IBPR decision.
October reporting in November using family service staffing
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ratios
The Public Health Nursing/ Health Visiting caseload review was
noted

3.

Risk Rating: Amber/Green
4.4

Discharges from Acute to Community and ICTs
A verbal update on discharges from Acute to bed bases, community
and ICT teams was received and discussed.
It was noted that:
i)

The update was requested following quality visits to the bed
bases, where the number of inappropriate admissions,
transfers and referrals from the Acute Trusts to both
Community Hospital inpatient units and Community Nursing
teams was highlighted.
Incidents have increased from 33 in Q4 2017/18 to 64 in Q1
2018/19.
In Q1 there were 35 incidents affecting Community Hospitals
and 29 incidents affecting Community Nursing teams

ii)
iii)

Incidents by Acute Trusts

Acute Hospital
Hospital - Barnet General Hospital
Hospital - Lister Hospital,
Stevenage
Hospital - Other Hospital
Hospital - Princess Alexandra
Hospital
Hospital - Watford General Hospital
Grand Total
iv)

v)

Q1
2018/19
9

Q4 2017/18

28
1

11
4
6

4
22
64

5

17
43

The causal factors included lack of clear clinical information or
wrong information, lack of adherence to the admission/
discharge criteria, wrong or no medication, lack of packages of
care, lack of required equipment and late transfers.
HCT is being proactive in addressing the inappropriate referrals
with the acute trusts but more work is required.

Challenge, Observations & Questions
a)

b)

It was confirmed that there is a focus on this in the wider work
on patient flow currently underway with West Herts Trust
(WHT), in which clear pathways and the active involvement of
the in reach team are being agreed and will be in place before
transfer. WHT and the CCG are signing up to this approach.
The pathways are starting now and new referral forms are in
place. It was acknowledged that further work is required with
East & North Herts Trust.
There was an element of concern expressed that staff are not

6
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empowered to say “no” to admissions and are not escalating
issues. It was confirmed that there is push back from wards and
there is an escalation process in place. All cases of potentially
moderate to severe harm are reported to the Chief Nurse of the
acute trust responsible. However it was acknowledged that
system and winter pressures do and will add to the problem.
It was the view of HGC that a system wide approach is needed
that builds on the new pathways being developed to ensure
safe transfers of care.
This report provides a good baseline, although it was
acknowledged that more work is required, if would be useful to
understand the data as a proportion of the total admissions.
The risk rating was discussed, chair’s action taken to recording
a rating of Amber/Red, there is limited assurance and there is
more work to do.

Decisions and Actions
1.
The Discharges from Acute to Community and ICTs
update was noted.
Risk Rating: Amber/Red
4.5

CQC Quality Sustainability Plan Assurance Report
The CQC Quality Sustainability Plan Assurance Report was noted
It was noted that:
i)
The CQC plan for May 2018 to March 2019 is supported by
local working groups who bring assurance to the quality
sustainability group.
ii)
The quality sustainability group meet every 2 weeks at present,
this update has not yet been received to PSEG however
elements have been reviewed at CEG and at OSMT in the
interim period.
iii) The no negative assurances were reported. The oversight
tracker was shared.
iv) The limited assurance items were discussed and a progress
update provided.
v)
Improving communication across the Trust is progressing well.
Clinical supervision is being delivered. There is clear evidence
of sharing lessons learnt, however bringing consistency to the
process has been partly deferred due to the impact of external
tender process and capacity of operational deputy quality
general managers. This work will progress further during
October.
vi) The quality wheel is being used but not fully embedded.
Challenge, Observations & Questions
a)

The operational teams and TW were congratulated on the
progress made to date. The quantity of work undertaken was
acknowledged.

Decisions and Actions
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The CQC Quality Sustainability Plan Assurance Report update
was noted.

Risk Rating: Amber/Green
4.6

Carers Strategy
The Carers Strategy was received and discussed.
It was noted that:
i)

ii)

iii)

iv)
v)

vi)

The comprehensive Carers strategy for the Trust covers a 3
year period from September 2018-202I. The strategy feeds into
the overarching Hertfordshire-wide Carers Strategy.
The Strategy along with its implementation plan attempts to
capture the energy of the wider social and business community
in our local economy in support for carers.
The HVCCG tender makes exclusive reference to how the
preferred provider will work across the STP footprint to
implement a robust Carers Strategy.
The draft Strategy was presented and discussed at the Patient
Safety and Experience Group in July.
HGC was asked to consider the potential resource implications
and relevant budget allocation required to fully implement this
key Strategy.
HGC was asked to approve the Strategy and the
implementation which will be monitored by the PSEG.

Challenge, Observations & Questions
a)
It was acknowledged that wider consultation has not been
undertaken by HCT as this process has been aligned to and
dovetails with Hertfordshire wide Carers Strategy. The aim is to
work across all organisations to support carers across all
services.
b)
It was confirmed that there had been carer involvement in the
development of the strategy both locally and county wide.
c)
HGC has no authority to approve resource allocation as
requested in item 5.1, this will need to be approved by the
Executive committee if appropriate. However the resource
requirement will need to be clarified to ensure that this is not
aligned to or included in other areas of work.
d)
It was confirmed that the Board will be required to ratify the
Strategy.
e)
The action plan requires further development including
strengthening the system linkages and how this will work in
practice. It was acknowledged that HCC are the lead in this
area.
f)
In order to address HCT employer responsibilities an item
could be added to the Pulse survey which will provide a method
of ongoing measurement.
g)
Further clarity is required setting clear boundaries and
accountability for the network supporting carers. It was
acknowledged that carers are also patients and as such are
dealt with accordingly.

8
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Decisions and Actions
1.
2.
3.
4.
5.

Action Plan requires further development to strengthen linkages
and how this will work under HCC as lead.
Clarification of responsibilities and boundaries
Consider item to be added to Pulse survey to address
employers responsibility
Executive to review and approve if appropriate resources to
support the implementation of the Strategy
The Carers Strategy was recommended to the Board for
ratification subject to the further work recommended, an
update to be brought back to HGC prior to Board ratification.

Risk Rating: Amber/Green
4.7

Risk Strategy Plan
The Risk Strategy plan was received and discussed.
It was noted that:
i)
ii)

iii)
iv)

The in-year milestone status is in line with the refreshed risk
strategy for 2017-2022.
The Plan was presented to the audit committee, for discussion
and comment with recommendations for the Executive Team to
consider.
a. The 2018-19 recruitment and retention within the team has
impacted upon the delivery of milestones connected to
objective 2. Therefore delivery of the training support to
staff has continued to be delivered locally.
b. It is the intention to complete integration of the BAF into the
current electronic risk register.
c. The capacity of the performance and information team to
support data upload to BI portal from the electronic risk
management has been enabled in year and continues to be
a challenge in manual data upload.
Work continued on how to best deliver safe care, a pilot
programme has been drafted.
The internal auditors have reviewed the risk process and there
will potentially be three low risk recommendations in relation to
the process and learning. The formal auditor’s report is
awaited.

Challenge, Observations & Questions
a)
b)

The progress was congratulated taking into account the
challenges that have been faced.
It was acknowledged that the auditors will require an action
plan completed in a timely manner.

Decisions and Actions
1. The Risk Strategy plan was noted.
Risk Rating: Amber/Green
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Patient Led Assessments of the Care Environment (PLACE)
Summary Report
The PLACE Summary Report for 2018 was received and
discussed.
It was noted that:
i)

ii)

iii)

iv)

v)

vi)

PLACE visits took place during March and June 2018. The
summary report and individual action plans have been shared
with Operational staff for review and monitoring of actions.
Progress against all actions will be shared at Patient Safety
and Experience Group and Healthcare Governance Committee
for assurance.
The National results were published in August. HCT scored
higher in 3 domains, was the same in one and below the
national average in the remaining two. Overall the results for
HCT in 2018 were reduced from those reported in 2017.
Ward managers will be expected to lead on individual action
plans with support from HCT Estates and Head of Patient
Experience.
Progress against action plans will be reported to Patient Safety
and Experience Group and Healthcare Care Governance
Committee in the next quarter.
The 15 steps visits are complete and a summarised report will
be presented to HGC along with the action plan update in
November

Challenge, Observations & Questions
a)
b)

The report shows consistency but not the improvement noted in
2017.
Previously there have been issues when different contractors
have been involved and HCT has lack of control of certain
units, it was confirmed that this was an inconvenience during
the inspection but improvements are being made, which will
hopefully translate into better scores in 2019.

Decisions and Actions
1.
2.

PLACE action plan progress and 15 Steps summary report for
HGC in November.
The PLACE report was noted.

AP

Risk Rating: Amber/Green

4.9

Quality Report Q1
The Quality Report Q1 was received and discussed.
It was noted that:
i)

The achievements, challenges and risks along with the quality
dashboard were outlined in the summary report. The full report
was provided in the supporting papers.
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ix)

x)
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The key risks and mitigations undertaken to address quality
KPIs were summarised with full details in the full report.
There has been an issue in relation to capacity within the tissue
viability team due to unplanned absence. The TV Lead has not
had capacity to undertake the usual level of scrutiny of
pressure incidents. Actions have been taken to increase
capacity.
It was reported that a new tool “Purpose-T” is being reviewed
for potential implementation for assessing the risk of
developing Pressure Ulcers’ replacing the Waterlow Score.
Work is underway to ensure that staff in the west of the county,
have access to the necessary equipment to accurately capture
and record pressure ulcers.
There were two cases of C.difficile reported in Q1; root cause
analysis (RCA) of case 1 identified lapses in care and learning
has been shared with Ward Managers, this remains a
challenging target.
Documentation for recording Mental Capacity Act assessments
(MCA) and end of life care remains a challenge but is
improving.
Number of patient safety incidents resulting in harm increased
in Q1 to 670 from 629. Data does not confirm that all are
attributable to HCT.
Severe harm x2, both with fractured neck of femur. One at
home and one in a Community Hospital. RCA carried out.
Neither met the criteria for SI or was preventable.
Reduction in inpatient falls per 1000 bed days 6.21. National
average 8.58.

Challenge, Observations & Questions
a)

There was an observation that comparison with increasing
numbers if national and local benchmarks do not accurately
portray good service delivery.

Decisions and Actions
1.

The Quality Report Q1 was noted.

Risk Rating: Not Applicable
4.9i

Complaints Interim Report
The Complaints interim report was received and discussed.
It was noted that:
(i)

(ii)
(iii)
(iv)

There were 34 complaints received between 1 July and 31
August 2018. The number of contacts with patients in this
period was 436,787
Response time 83% above HCT target 80% but below earlier
performance.
New system being trialled to improve quality and speed of
responses.
There have been three category three complaints to date in this
quarter.
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Five complaints have been reopened for further investigation
(2355, 2124, 2161, 2137, 2476).

Challenge, Observations & Questions
a)

b)

c)

One of the categories i.e. date of appointment no longer
features in the complaints report, AP was asked if there is there
any evidence that the Customer Service Transformation project
has had an impact on this. AP did not have evidence to support
this but would review and report back.
Clarification was given on 2551, this is been fully investigated it
is a complicated case with multiple strands. Once the
investigation has been completed lessons learned will be
shared with the committee.
It was noted that the executive summary needs to be fuller and
include compliments.

Decisions and Actions
1.
2.

Lessons learned from 2551 to be shared when fully
investigated
Interim Complaints report was noted

AP

Risk Rating: Amber/Green

4.9ii

Serious Incident
The Serious Incident (SI) report (June and July 2018) was received
and discussed.
It was noted that:

i)
ii)
iii)

Two serious incidents were reported during June and July
2018.
Four serious incidents remain open: two pending closure by the
commissioner and two still under investigation.
All closed serious incidents have been presented to the Serious
Incident Assurance Panel and actions are underway to address
the recommendations made following investigation. The
Service/Locality Managers are required to present evidence of
implementation and assurance that changes have been
embedded in practice to improve practice and delivery of safe
and effective patient care.

Challenge, Observations & Questions
1.

HGC requires assurance on the outcomes of the RCA
investigations to close the loop therefore the RAG rating was
changed from Green to Amber/Green

Decisions and Actions
1.

Serious Incident report was noted
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Risk Rating: Amber/Green
4.9iii

Safe Staffing for Community Hospital (Interim)

AN

The interim Safe Staffing for Community Hospital was not available
for review at the meeting.
It was noted that:
i)
Due to operational pressures the report was not available.
Detail will be reviewed and approved by Chairs action and
reported to the Board via the Chairs assurance report
Verbal highlights were presented:
a)
There have been significant challenges to fill the shifts on
both days and nights in a number of units, this is linked to the
high vacancy, sickness and the increase in the number of
patients requiring 1.1 care.
b)
The threshold of safe staffing, vacancy levels and analysis will
be reported in the full report and included in the chair’s
assurance to the board.
Challenge, Observations & Questions
a)

b)

It was observed that a great deal of work had been undertaken
to recruit to these units and the vacancies levels and retention
had improved. Anecdotal information was shared on potential
reasons for the change in vacancy levels.
It was reported that the Workforce and OD do not received this
level of granularity; it would be useful to target suitable
approach.

Decisions and Actions
1.

Chair’s action to report the detail of the interim Safe Staffing for
Community Hospital for the Board assurance report

AN/AM

Risk Rating: Amber/Green
4.9iv

Safe Staffing Report for ICTs (Interim)

AN

The Safe Staffing for ICTs interim report for June and July was
received and discussed.
It was noted that:
i)
The overall trend is a reduction in vacancies in the Herts
Valleys areas and increase in vacancies in East and North
Herts. Reasons for this were clarified.
ii)
Equalisation of ICTs required by the CCG is having an impact.
iii)
Bank and agency use remained variable throughout the period
with particularly high levels noted in Watford and Hertsmere
iv)
Appraisal rates remain high with most teams achieving the 90%
target
v)
Watford remains a service at risk but there is improving
recruitment. Hertsmere no longer at risk.
Challenge, Observations & Questions
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The vacancy target needs to be corrected prior to submission
to the Board.
Assurance was provided that the recruitment pipeline of staff in
the Watford area is good.
Further work is required on the report to ensure that the
information submitted is clear and the links to other reports are
clarified.

Decisions and Actions
1.

Safe Staffing report for ICTs (Interim) was noted.

Risk Rating: Amber/Green
4.10

Serious Incident Policy
The Serious Incident Policy was received and for noting
It was noted that:
i)
The Policy has been reviewed in line with the expected review
date to ensure it remains current.
ii)
The Policy has had minor alterations which were specified on
the cover sheet.
iii) The Policy has been reviewed and approved by the Patient
Safety and Experience Group.
Decisions and Actions
1.

Serious Incident Policy was noted

Risk Rating: Not Applicable
4.11

High Level Risk Register

TW

High Level Risk Register as at 11 September 2018 was received
and discussed.
It was noted that:
(i)
(ii)

iii)
iv)

There are 10 high-level risks on the register; there are currently
two corporate and eight operational risks on the HLRR.
Top four risks are:
•
Ref 526 - Insufficient availability of substantive workforce
with the right skills
•
Ref 605 - A high number of patients whose onward
destination from a community hospital bed is delayed
(DTOC)
•
Ref 577 HVCCG has given notice to close Nascot Lawn
•
Ref 634 Increasing demand for consultant community
paediatric assessment, review and treatment for Autism
Spectrum Disorder
One risk Ref 570 has been de-escalated following a
rearticulating of the risk descriptor
The risk Ref 589 Corporate tender process has been reviewed
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and a new risk description has been articulated. This remains a
high risk
Challenge, Observations & Questions
a)

b)

It was confirmed that the top risk scores have been challenged;
however it was acknowledged that the national matrix used
sometimes skews the scoring. The chair acknowledged this but
the challenge remained that the Executive team be requested
to review the ongoing risk scoring and impact for risk Ref 577
and Ref 589 before this is submitted to the Board.
The mitigations of the risks were supported.

Decisions and Actions
1.
2.

Executive to review risk scoring for Risk 577 and 589 prior to
submission to the Board
The High Level Risk Register was noted

Risk Rating: Not Applicable
4.12

Board Assurance Framework
The Board Assurance Framework was received and discussed.
It was noted that:
i)

ii)

iii)
iv)

That this is the first working draft of the Board Assurance
Framework which has now been aligned to the HLRR. The
revised BAF currently has seven (7) risks which also include
one (1) risk that also features on the High Level Risk register.
Six (6) of the original risks that were on the old BAF have been
reviewed and rearticulated to reflect the current position.
On advice of the internal auditors the 5x5 risk matrix has been
used which is consistent with the Trust’s Risk Management
Strategy
The alignment of the risk scoring makes the BAF, HLRR and
service risk registers consistent with each other.
In line with key recommendations from the internal auditors the
BAF now contains assurance reports which inform the Board
that the controls and actions are sufficient in mitigating the
relevant risks that feature.

Challenge, Observations & Questions
a)

The assurance section of the report was explained, this is a
work in progress.

Decisions and Actions
1. Board Assurance Framework was noted
Risk Rating: Not Applicable
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Business Unit Performance Reports

MD

The main issues rated Red, Amber/Red, Amber/Green and Green
from the following services were discussed at the September BUPR
meetings reviewing performance for July 2018.
•
•
•
•

Adult Business Unit
Integrates Care Teams (ICT)/ Community Adult Health
Services (CAHS)
Community Inpatient Units
Children’s
including Step 2, Specialist Services, Public Health
Nursing mobilisation and Nascot Lawn

Challenge, Observations & Questions
a)
It was acknowledged that the updated action plans are routinely
reviewed at each meeting.
b)
The ability to staff both the referral hubs has been challenging
but more so in East & North Herts. Staff were recruited but
were not retained due to the nature of the new role. A different
approach to recruitment has been taken which is aimed at the
local workforce, this has proved very successful and there is
now a full pipeline of staff that will be in place by October.
c)
There are a number of metrics in place which are monitored
very closely on both sides of the county to ensure the delivery
of a safe service, referrals are being triaged and dealt with in a
variety of formats.
Decisions and Actions
1.

Business Unit Performance Reports were noted

Risk Rating: Not Applicable
5.
5.1

Patient Safety & Experience
Patient Safety & Experience Group Assurance Report and
Minutes
The Patient Safety & Experience Group Chair’s Assurance Report
and the minutes for the meeting held on 23th August 2018 were
received.
It was noted that:
RED
There were no areas of negative assurance identified.
AMBER / RED
•
It was noted that the risk around auditing of Department
Equipment Champion (DEC) folders and compliance with
service maintenance of medium risk medical devices is on the
Risk Register. Actions to mitigate risks will be monitored
through this route. Medical Devices forum to provide updates
to PSEG of work undertaken to manage risk
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There continues to be a high number of medication incidents
relating to insulin administration due to missed visits. The new
Chief Pharmacist will be working with the DGM Quality as part
of a focussed Task & Finish Group to continue to review all
such incidents and monitor progress against the action plan.
Progress to be reported to PSEG
The NEWS2 tool will be implemented in community inpatient
units following training. Audit around the use of NEWS tool and
escalation of deteriorating patients is not yet 100%; the Clinical
Quality Lead is working with individuals locally to address areas
of concern insulin related incidents reported.
NEWS: Clinical Service Manager and Clinical Quality Lead for
Nursing in community inpatient units to provide assurance that
audit on the use of the NEWS tools is 100% compliant and that
actions and recommendations following NEWS audits have
been implemented in community inpatient units. Clinical
Quality Lead to report on progress at PSEG October meeting

AMBER / GREEN
•
An update regarding the End of Life Strategy and actions to
support delivery of the strategy was noted. A further audit
around use of the pain tool template is currently underway, the
results of which will be reported to Clinical Effectiveness Group.
•
An adapted sepsis screening tools is now available to
community teams in the patient-held notes and a SystmOne
template is in development. Care plans are also being
amended so that reporting around the numbers of patients
identified with early signs of sepsis can be undertaken.
GREEN
•
The Terms of Reference for the Corroboration Forum were
received and noted, in particular the purpose and membership
of the meeting. This Forum will be using soft intelligence from
quality and operational representatives, as well as other
information sources such as CLIPPS report, to identify themes
and share learning. The Corroboration Forum will formally
report to Clinical Effectiveness Group going forwards.
OTHER POINTS TO NOTE
•
•

The Nurse Revalidation Policy was approved in principle,
subject to final approval by the Deputy Chief Nurse.
There will be a national change in the descriptor for acquired
pressure ulcers, including removal of the terms avoidable and
unavoidable.

Decisions and Actions
1.

Patient Safety & Experience Group Chair’s Assurance Report
and the minutes for the meeting held on 23th August 2018
were noted.

Risk Rating: Not Applicable
5.2

Infection Prevention and Control Forum
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The Infection Prevention and Control Forum Chair’s Assurance
Report and the minutes for the meeting held on 14th August 2018
were received.
It was noted that:
RED
•
Water safety assurance. Following the IPCF meeting and water
safety gap analysis report, the IPCF have yet to receive
assurance that statutory requirements for Trust- wide water
safety are being met.
AMBER/RED
•
IPC mandatory training compliance below threshold for the
community hospitals. Raised as concern due to high risk of
HCAI. Clinical Quality Lead for Inpatient Units to follow up
urgently and ensure staff are compliant with training
requirements
AMBER/ GREEN
•
Cleaning contracts in the community hospitals. Despite recent
introduction of joint cleaning monitoring between IPCT, Soft FM
and Cleaning contractors, complaints of inadequate cleans
continue to be reported by the ward staff. A review is required
to ensure the contract specifications meet the current service
requirements.
GREEN
Influenza vaccinations IPCF received assurance that vaccines have

•

been ordered for HCT staff

OTHER POINTS TO NOTE
•

Water safety assurance governance plan update was provided
by Diane Brent. The actions were summarised that will be
implemented by the Estates and Facilities directorate
• IPC mandatory training to be addressed as a matter of
urgency
• Cleaning contracts specifications for community hospitals

Challenge, Observations & Questions
a)

b)

Following an issue raised by the Infection Protection and
Control Forum (IPFC) regarding non-compliance of water
safety, a consultant was commissioned to undertake a full
water safety survey. The report had been delayed; however
this has now been received. The outcome of the report will be
shared with the Executive team. Assurance has been provided
that the result identified is isolated and represents low impact
and risk. To ensure transparency a board escalation was
suggested and actions need to be decided.
The procedure for ensuring the maximum take up for the flu
vaccination will be explored further at the Board.

Decisions and Actions
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Water Safety survey outcome to be escalated to the Board and
the Executive team to decide on the action to be taken.
Infection Prevention and Control Forum Chair’s Assurance
Report and the minutes for the meeting held on 14th August
2018 were noted.

Risk Rating: Not Applicable
5.3

Duty of Candour Q1
The Duty of Candour Q1 was received and discussed.
It was noted that:
i)

ii)

iii)
iv)

In order to meet the statutory Duty of Candour requirement
Q1patient safety incidents were reported along with
performance against expected standards;
There were four incidents in Q1 where patients suffered
moderate/severe harm. Three patients/families received follow
up letters confirming the outcome of investigation / review.
This demonstrates 75% compliance this has been escalated to
the Deputy General Manager.
Actions to support the compliance are being managed through
the risk register process.
Expected actions are promoted through corporate induction,
training for new leaders and trust-wide communications.

Decisions and Actions
1.

Duty of Candour Q1 was noted

Risk Rating: Not Applicable

6.0
6.1

Clinical Effectiveness
Mortality Review Q1
The Q1 Mortality Review assurance report was received and
discussed.
It was noted that:
i)

ii)
iii)

iv)

v)

The Mortality policy and procedure was introduced September
2017. The process is in place, it continues to be developed and
will change in response to learning and experience. The
frequency of review meetings have increased.
There were a total of 6 expected deaths in the Community
Hospitals in Quarter 1, this is in line with previous quarters.
There were 6 deaths in the Community that are reviewed
because they are unexpected and the patient had contact with
a member of HCT Staff in the preceding 7 days.
To date, all reviews completed during Q1 for both community
and inpatient deaths, have concluded that deaths occurring in
the care of HCT were not due to omissions or problems in care,
deaths were not avoidable
No deaths of children were reported in Q1
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Some patterns and themes are emerging from the reviews,
more work is required to address and deal with the learning

Challenge, Observations & Questions
a)

It was acknowledged that The Medical Director has key
responsibility for mortality reviews and to provide the steer to
embed the learning and change practice. This could potentially
be supported by the Clinical Quality lead.

Decisions and Actions
1.
2.

Medical Director to review the scope/policy and process of
mortality reviews
Board Assurance Framework was noted

HP/
CSc

Risk Rating: Not Applicable

6.2

Clinical Effectiveness Group Chair’s Assurance Report and
Minutes from the Meeting held on 9th August 2018.
The Clinical Effectiveness Group Chair’s Assurance Report and
Minutes from the Meeting held on 9th August 2018 were received.
RED

•

Concerns were raised around the pain tool audit as limited
assurance was gained from the audit presented and the limited
service participation. The meeting also noted that the audit
presented focused on the general use of the pain tool.
Members requested assurance was sought specifically on end
of life care patients with pain, thus assurance around use of the
pain tool in assessment and review leading to an improvement
for end of life care patients cannot be gained. The Locality
Clinical Lead for End of Life and Palliative Care will re-issue the
audit to services, ensuring it is undertaken for end of life care
patients only, and will liaise with the Children & Young People’s
(CYP) Clinical Quality Lead (CQL) for end of life care to ensure
that the response rate from both adult and children’s services is
improved. Clinical Effectiveness team to directly support this
audit.

AMBER

•

It was noted that work around Health & Wellbeing outcomes is
progressing, with pilots of Patient-Reported Outcome Measures
(PROMs) being undertaken in both nursing and therapy teams.
However there has been a delay in the dashboard whilst this is
reviewed by General Managers (GMs).

AMBER / GREEN
Updates to the Clinical Audit programme were noted. It was
•

•

requested that the programme be split into adult and CYP
services for ease of reference.
It was noted that quality improvement will be overseen by the
Quality Care Sustainability Assurance Group, which has
identified five areas of focus and developed an action plan to
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monitor progress. Lessons learnt from the recent CQC Provider
Information Request will be shared with the Exec Team.
Terms of Reference for the Corroboration Forum were
approved. The Forum continues to meet monthly to triangulate
information between quality and operations to identify any
trends, themes and lessons learnt and provide a way to share
this information across all services.
The NICE Working Group tracker was received and noted. The
Clinical Effectiveness team continues to work with service
leads to complete outstanding guidelines.

GREEN

•

•

The results and recommendations of the National Diabetes
Foot Care audit were received, and local actions were noted. In
light of findings for patients who may be at end of life. It was
recommended that the Podiatry service links with end of life
palliative care services to ensure end of life care patients are
identified and receive appropriate care.
The results and recommendations of the annual Clinical
Record-keeping audit were received, and improvement from
last years’ audit was noted. The audit will be repeated in a
year’s time; however any services who did not participate will
be audited in the next quarter.

OTHER POINTS TO NOTE
The Q1 Quality Report was received and the contents were
•
•
•

noted.
Three policies were approved; SOPs approved at Medicines
Management Forum (MMF) were noted.
Paediatric therapy competencies were approved.

Decisions and Actions
1.

Clinical Effectiveness Group Chair’s Assurance Report and
Minutes from the Meeting were noted

Risk Rating: N/A
7.

Governance
The dates for 2019/20 were discussed. The amendments to the day
of the meeting to be communicated to all members following
discussion with the Medical Director.
Post meeting note: Medical Director will change his clinical day so that
the meeting dates for 2019/20 to remain on Tuesdays

8.

Key Items for Noting/ Escalation

9.

Date of Next Meeting(s)
20th November 2018

10

2.00 – 5.00 Boardroom, Howard Court

Supporting Papers for Information
Clinical Quality review minutes from 10/04/2018 were received for
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information.
It was noted that the quality of the minutes from the commissioner
continues to remain an issue.
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October 2018 Key Messages
Performance highlights
•
•
•
•

Stroke LOS within rehab pathway thresholds.
93% of patients waiting within 18 weeks for their initial appointment.
Staff Mandatory training figures above target with 91.6% in October
HCT achieving staff appraisal compliance with 90% in October

Areas for Board review
•
•
•
•
•
•

Two C.Diff cases acquired in HCT care reported in October and over trajectory for the year.
Friends & Family test below target at 93% in October.
DTOC rate above the 5% threshold with 8.7% health delays recorded in October.
Non-stroke (Rehab pathway) LOS above threshold with 23 days reported in October
Safeguarding Children supervision below required levels in October
Underlying Staff turnover over threshold with 14% recorded in October.
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QUALITY (9 KPIs RAG RATED)
2
0
7
ACTION
(Q3) C. difficile (CDI) cases occurring post 3 days following admission into HCT bed based facilities (i.e. acquired in our facility)
There were two CDI cases notified in Oct 2018. Case 4 on Midway unit, Langley house. This case is linked to Case 3 – the same patient had a toxin
positive sample collected on October. This was 29 days after the first sample, so is classified as a new case. The root cause analysis (RCA) meeting for
Case 3 & 4 will be held on 22nd November. Case 5 at Potters Bar Hospital (Oakmere North), toxin positive sample reported. The RCA process has been
commenced to identify good practice and learning. The total number of cases since April 2018 is 5 against an annual ceiling of 5.
(Q18, Q19) No of avoidable category 2, 3 or 4 pressure ulcers acquired in HCT care
There were eight avoidable pressure ulcers to report for the month of October. Five category 3-4 and three category 2. Four patients were residing in
residential home and two were receiving home care. One patient was an inpatient at Potters Bar hospital (category 2). Two patients with category 3 were
on the St Albans and Harpenden CAHS caseload. Three patients were on the Upper Lea Valley ICT caseload. Themes centre largely around gaps in risk
and general assessments. In one instance there was a delay in the initial response following the referral. In another instance there were two care homes
and two ICTs involved in the care leading to gaps during transitions. These will continue to be monitored in line with Trust policy.
(Q25) Friends & Family test (FFT)
Negative FFT responses within a new School Nursing survey for young people (The Lancaster Model), primarily caused by their confusion as to how to
they answer ‘would you recommend this service to friends and family’, impacted on FFT scores in the quarter. The survey has been amended taking on
board their comments and suggestions.
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ACTION
(P6) NHS Health Delayed Transfer of Care (DTOC)
HCT were over the 5% threshold after recording 8.7% health delays in October. This is an improvement on previous month of 2.5%. In October there was a
technical issue with HCT data warehouse. This prevented teams from getting information on the daily call to check data quality. HCT have also put in a
process where the AD of Operations signs off all declarations of new health DTOCs. In October, HCT also moved the recording of all inpatient KPIs to
System One. Data is currently being validated to ensure it is robust. The three main delay reasons were Awaiting care package in own home (E), Awaiting
nursing care home placement (D2) and Awaiting completion of assessment (A). The combined number of bed days delayed for these reasons were 230
which equates to 36% of total delays.
Actions
Focused work continues in the Community Inpatient Units to ensure that they are used for patients requiring an appropriate pathway of care, working
closely with partners in the acute hospitals and social care to ensure that the patient’s journey is optimised from admission.
(P10, P11) Non-Stroke ALOS
HCT were over the ALOS thresholds for Non-stroke patients in October. HCT recorded an ALOS of 26 days for non-stroke patients, which was an
improvement of four days from previous month. Four patients stayed 80 days or more. The longest stay was 132 days discharged in October. The overall
length of stay improved to 23 days under the rehab pathway, however still over the 19 day threshold.
(P31) Smoking advice & intervention
HCT are meeting the thresholds for recording smoking status but not for advice intervention. This is being flagged to service managers and also monitored
in the CQUIN performance.
(P43) All data entered on S1 within 24 hours of contact
HCT are below the 90% target in October with 89.8% of contacts recorded within 24hrs. The percentage increases to 93% 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.
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Mandatory Training
Overall mandatory training has increased to 91.6% in October and above target.
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(L3, L5) Patient Moving and Handling, Basic Life Support
Both these indicators are within 5% of the target and will be monitored to ensure they achieve the target by the end of the year.
(L6) % of eligible staff trained at appropriated level of safeguarding children in accordance with IC document Level 1, Level 2, Level 3
Performance has increased to 92% and is improving having had reporting parameters have changed for Level 3 training from 18 months to 12 months.
There are further issues with data quality with the new learning Management system and the safeguarding team will be working with Learning &
Development and HCT staff to ensure assurance of the data and to improve compliance.
(L14) % of staff completing Information Governance training (Rolling Year)
Compliance is 91.7% for October. HCT is confident this will be achieved by end of financial year.
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(W1) Speaking Up / Raising Concerns
Three concerns raised in October which is currently under investigation.
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(W7) % Posts Vacant
The Trust vacancy rate has reduced to 10.5 % for the month of October, down from 12.4% in September. This is due to a combination of successful
recruitment activity and the planned reduction in establishment in East & North Herts Adult Services and Public Health Nursing. In the last three months
(Aug-Oct) we have appointed 219 new starters, 50 of which are nurses and 45 are allied health professionals (AHPs). There are 295 WTE posts currently
in the pipeline – 129 of which are nurses and 47 AHPs.
(W10) Underlying Staff turnover
The Trust-wide underlying turnover rate for October 2018 was 14.1%, against a target of 12%, which is relatively stable. However, this masks an
improvement in clinical turnover (particularly in Adult Services) which is offset by an increase in corporate turnover.
(W12) Absence Rate

The Trust sickness absence rate was up to 4.3% in October, with both Adult and CYP Business Units being above the 3.6% target; CYP only
just above at 3.8%, but Adult up at 4.7%. This reflects a seasonal pattern.
(W15) Aged Debtors
Overall debt has decreased by £3,893k during October 2018 to an overall total of £6,043k. The main reason for this significant decrease is due to an
invoice for Health Visiting Block (Hertfordshire County Council) SLA for July to September (£4,8m) was paid in October.
(W16) Capital Plans
Capital spent until October 2018 is £1,565k. It mainly relates to IT capital schemes which however we expect much more activity on the Estates schemes
in the coming months are several requisitions have been raised.
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Safe Staffing Exception Report
Staffing Levels
Average staffing levels on all units were above the NHSE and HCT threshold. The low registered fill rate for Langley is due to a high number of registered
nursing (RN) vacancies (8 x WTE). The high unregistered fill rate recorded for some of the units is due to the requirement for enhanced care for patients
and also, where units are unable to fill an RN post, they will fill a healthcare assistant (HCA) post. Holywell and St Peter's had a particularly high fill rate
for HCAs for October. Holywell required two additional HCAs for enhanced care throughout October and St Peters required additional care for a plus
sized patient, plus 2 additional staff members for enhanced care patients. Requests for additional staffing continue to be monitored and approved by
senior management team.
Vacancy Rates
All units have vacancy rates above the Trust target. Targeted recruitment is continuing. Langley and Danesbury are struggling to fill their vacancies,
discussions ongoing with HR Partners to find solutions. A target Facebook and Twitter Campaign is now underway to improve recruitment. Simpson and
Herts & Essex have recruited to some posts and are awaiting start dates. 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 QMV and Holywell have sickness absence rates which are above the Trust target. 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 required on the units were to cover vacancies and to provide extra HCA support for enhanced care patients
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End of Life Summary – Adult services- Dashboard
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End Of Life Summary Adult Services
HCT continues to demonstrate improvement. Specifically patients with a recorded Preferred Place of Care (PPC) and Preferred Place of Death (PPD)
numbers have increased. To assure improvement continues and with greater pace every Locality is implementing a weekly conference call to closely
monitor their recording and compliance across the dashboard which includes local multidisciplinary team discussions and team meetings.
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