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Attachment J1

Unit 1a, Howard Court
14 Tewin Road
Welwyn Garden City
AL7 1BW
T. 01707 388000

Dear Colleague
Emergency preparedness, resilience and response (EPRR) annual assurance
process and winter planning for 2020/21
Following the NHS England/Improvement letter dated 20 August 2020 regarding this year’s
Core Standards submission, please find below Hertfordshire Community NHS Trust’s
response to the three questions:
1. Statement of compliance
Hertfordshire Community NHS Trust was rated as fully compliant in the 2019/20 process.
2. The identification and application of learning from the first wave of the Covid19 pandemic (Appendix A)
During June 2020, HCT undertook a phase one qualitative survey which was circulated to
senior and middle managers. The survey sought to seek feedback on the Trust’s response
to the Covid-19 pandemic incident. Outside of the scope of the survey were the service
changes and the Trust’s swabbing service provision. This was just one of a series of
surveys and questionnaires, which complemented verbal feedback in team briefings/virtual
meetings over several weeks and which are being used to provide an overall summary of
learning, including what should be adopted, adapted or abandoned as part of future
planning.
There were three main questions within the phase one survey, as listed below:
Ongoing management of the Incident Command Centre (ICC), Incident Management Team
(IMT) and Operational Command, areas for consideration:







Roles of the commanders - strategic, tactical and operational
Role of a loggist and the associated paperwork/electronic submissions
Communication and escalation - inward and outward, both internally and externally
Situation reporting - collecting and collating data/information and responsibility for
submissions
Allocation of, and responsibility for, tasks
Operating times, document management and decision making

Redeployment and management of staffing; areas for consideration:








Accessibility of skill sets
E-roster data and management
Communication with staff
Staff wellbeing, including access to staff and/or their family circumstances, or health
conditions
Remote working and use of technology for meetings
Service change processes and decision making
Implementing service changes and clinical engagement

Communication across the Trust; areas for consideration:






Cascading of information to staff
Communication and support for leaders
Management of external communication – to and from partner agencies
Management of external communication – from the wider network including guidance
Responses and reactions to requests for information, guidance and situations

In each case the survey asked for comments on what we did well, what we did not do as
well, what we could do differently in the future.
The attached report on the Phase One learning has been submitted to the Executive
Committee and the recommendations were endorsed.
3. Incorporating progress and learning into winter planning arrangements
The learning from this survey, and to other operational response surveys, has been
incorporated into our winter/Covid surge planning. It is being built into training for staff,
including on-call staff, particularly in response to surge and escalation, as well as learning
on how we can effectively redeploy staff to support services that need additional workforce
capacity.
The Trust has a robust Organisational Transition Programme, reporting to the Executive
Committee, and workstream four is focused on winter/surge planning.
HCT is working closely with all system partners across the four Integrated Care
Partnerships and the Hertfordshire and West Essex ICS.

Conclusion
Hertfordshire Community NHS Trust is confident that lessons identified throughout Covid19 will be implemented within winter planning and beyond, in order that the Trust can
continue to provide an effective and efficient EPRR.

Yours sincerely

Marion Dunstone
Director Lead of EPRR

Board 1st December 2020
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Chief Executive’s Statement
Hertfordshire Community NHS Trust – Innovative, Caring, Agile
In the early part of 2020, the Care Quality Commission carried out a planned inspection of our
services as part of its routine inspection programme. Once again, we retained our rating of ‘Good’,
with the lead inspector saying “What was impressive was the passion of all staff to deliver good
quality care” – a true testament to our staff and the care they continue to give our patients.
Our focus on innovation has been reflected in the many achievements and awards our services
have received during the year:
• Our East and North Hertfordshire Referral Hub won the 2019 Health Service Journal (HSJ)
Award for Community or Primary Care Service Redesign
• We were finalists for three other 2019 HSJ awards
• Our online My Learning Zone training system won the Best Healthcare Project award at the
international 2019 Totara Awards
• We were double winners at the 2019 NHS Elect Patient Experience and Quality Improvement
Awards for our work to support carers and improve the experience of people with learning
disabilities
The 2019/20 year was one of significant change and challenge for Hertfordshire Community NHS
Trust. Following the move of many of our adult community services in west Hertfordshire following a
competitive tender exercise, we took the opportunity to review and revise our vision, values and
objectives, looking outwards and upwards to learn from best practice in the NHS and other sectors.
Our new vision – Outstanding services, healthier communities – and values – Innovative, Agile and
Caring – build on those we had previously and are informed by our approach to place-based care
and population health. Our staff say our new values feel real and more tangible than before.
Underpinning these we have set out four new strategic objectives – outlined on page 7 - which
clearly illustrate our commitment to continuous quality improvement and innovation, system
leadership and collaboration and supporting our staff so that we can provide truly outstanding
services. We are proud of our commitment to putting patients and staff first during the transition,
working across the system to safely transfer the services to the new provider whilst continuing to
meet our contractual obligations and support our teams.
A key objective is to ensure HCT continues to be a great place to work, supporting and nurturing our
staff to enable them to provide the very best care for our patients and service users. During the
year, we have continued to promote a culture of openness, learning and inclusion. We were pleased
to be recognised in the top 10 nationally for promoting Freedom to Speak Up, which demonstrates
that our staff feel empowered to raise concerns. 70% of staff took part in the NHS staff survey, with
improved scores in 26 areas. 75% of staff had the flu vaccine, helping to protect our patients and
service users as well as themselves, their families and loved ones. We also successfully launched
our Staff Council, our Black, Asian and Minority Ethnic (BAME) staff network and a reverse
mentoring scheme for our executive team, where team members work with a staff member from a
BAME background to better understand the career and cultural issues these colleagues can face.
We will continue this work in the coming year by introducing additional networks for staff who
identify as disabled/living with a long term condition or as lesbian, gay, bisexual, transgender or
intersex (LGBTQI+).
We have also introduced a number of new services and initiatives to improve outcomes and
promote place-based care, including:
• Piloting an integrated care pathway for frail patients in Stevenage
• Expanding our Children’s Observation and Rapid Assessment Service (CORAS) in west
Hertfordshire
• Working with and supporting primary care networks with targeted pharmacy, first contact
physiotherapy and care home services
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•
•
•
•
•

Improving outcomes for children, young people and their families with mental health needs with
our Positive behaviour, Autism, Learning disability and Mental health Service (PALMS) and
Step2 mental health service
Redesigned our Children and Young People’s therapy services to improve access, service
coordination and support/education for families
Continuing our patient and service user engagement through regular meetings with community
groups and working with Healthwatch Hertfordshire and Herts Parent and Carer Involvement
Offering Purple Star accredited services in our Special Care Dental and Podiatry services for
people with learning disabilities
Opened the new St Albans Health and Wellbeing Centre in partnership with St Albans City and
District Council

The response to the COVID-19 pandemic has dominated the national agenda since March 2020,
both for the NHS and the country as whole. Our staff have responded magnificently and have
worked together to help us support the health and social care system in Hertfordshire and West
Essex - continuing to keep patients safe and well cared for in their own homes wherever possible,
enabling our acute trust colleagues to treat those patients most severely affected by the virus and
supporting their rehabilitation when possible. In particular, the way our teams have embraced the
opportunities to use digital technology to care for patients has contributed significantly to our
response. Early on in the COVID-19 response, we suspended a number of our services in line with
national guidance to free up capacity in other services. At the time of writing, our activity levels are
fully back to normal and we are working to reduce waiting times and ensure patients are assessed
and treated in a timely way.
There is no doubt that adopting a digital first approach to how we deliver our services and support
patients and service users will be increasingly important in the coming months. Another key priority
will be to make integrated care more effective – working with our primary care, acute care and local
authority partners and further demonstrating the value of community health services as the glue
which helps keep the system running. Our approach to quality improvement will help support our
response to winter pressures and a second anticipated peak in COVID-19 infections.
The NHS’s focus on responding to the pandemic has also
delayed the national publication timetable for Quality
Accounts, which would normally be published in the early
summer. I am therefore writing this statement having
joined HCT as its new Chief Executive in November 2020.
I want to thank Clare Hawkins, who preceded me as Chief
Executive, for leading on the initiatives and developments
highlighted in this report.
I want to end my statement by thanking each and every
member of our staff for continuing to show true
commitment, dedication and passion throughout a year of
great challenge and always striving to put our patients at
the heart of everything we do.
Elliot Howard-Jones
Chief Executive
November 2020
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Statement of Directors' responsibilities in respect of the Quality Account
The directors are required under the Health Act 2009 and the National Health Service (Quality
Accounts) Regulations to prepare Quality Accounts for each financial year. NHS improvement has
issued guidance on the form and content of annual Quality Accounts (which incorporate the above
legal requirements).
In preparing the Quality Account, directors are required to take steps to satisfy themselves that:
• The Quality Account presents a balanced picture of the Trust’s performance over the period

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

performance included in the Quality Account, and these controls are subject to review to confirm
that they are working effectively in practice.
• The data underpinning the measures of performance reported in the Quality Account is robust

and reliable, conforms to specified data quality standards and prescribed definitions, is subject to
appropriate scrutiny and review; and the Quality Account has been prepared in accordance with
Department of Health guidance
The directors confirm to the best of their knowledge and belief they have complied with the above
requirements in preparing the Quality Account.

By order of the Board

Chair

Chief Executive Officer
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Our Organisation – 2019/20

6

Our new Vision, Values and
Strategic Objectives
In October 2019 the Trust launched its refreshed strategy to reflect the changes both within and
outside of the organisation.
The Trust’s new vision is: ‘outstanding services, healthier communities’.
The vision reflects the Trust’s ambition to be a national exemplar in the provision of community
health services. The vision is supported by four strategic objectives, underpinned by the Trust’s
values of innovative, caring, and agile.
The strategy has been designed to be accessible, memorable, and relatable to every member of
staff, regardless of one’s professional role within the organisation.
Our Values

Innovative

We seek new ideas and adopt best practice to improve our services

Caring

We show kindness and consideration for others

Agile

We deal with new situations quickly and successfully

Our Strategic Objectives
Joined-up local care
We will strive to be the
system leaders for children
and young people’s and adult
community health services in
the emerging Integrated Care
Partnerships in Hertfordshire.
This means working with all
our partners to enhance and
expand the role of community
services, with integrated
clinical pathways for the
benefit of our population.

Outstanding quality and
performance
We will strive to deliver
‘outstanding’ services
through our approach to
Continuous Quality
Improvement (CQI) across
the Trust, and through
involving our staff to provide
the best possible care to
patients within available
resources.

Best value through
innovation
We will strive to be known for
our innovations as an
outstanding provider of
clinical services. Our people
will harness modern
processes, systems, and
technology to support
continuous quality
improvement, efficiency, and
to ensure the best possible
value for the public purse with
the resources we have.

Great place to work
We will strive to make the
Trust a great place to work
by living our values and
creating an inclusive, open
and compassionate
culture. We will motivate
and retain our people
through excellent
leadership at all levels of
the organisation, a
compelling employee offer,
continuous professional
development, staff
recognition and support for
health and wellbeing.
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OUR QUALITY PRIORITIES FOR 2020/21
How we decided our quality priorities
In determining the areas that Hertfordshire Community NHS Trust (HCT) should focus on for our
quality improvements in 2020/21, we engaged with our patients, carers, staff and stakeholders
throughout 2019/20:
• We analysed the complaints we received, the concerns raised via our Patient Advice and Liaison
Service (PALS) and the incidents we reported, and identified themes and trends.
• We sought patient feedback via our patient surveys and our comments cards.
• We received feedback and observed care during our Keeping in Touch programme of visits to
services and sites by our Board members, and heard the stories of patients and carers first-hand
at Board meetings.
• We analysed feedback from our staff, including our regular online Pulse staff surveys and
feedback received at our established Senior Leaders Forum, Joint Negotiating Committee and
Professional Clinical Leadership Group. We also gathered feedback from staff during our
Administration Conference and Listening Events.
• In our regular discussions of performance and quality issues with our commissioners and NHS
Improvement.
• We sought views at events across Hertfordshire throughout the year.
• We listened to feedback received as part of our annual CQC inspection.
• We sought feedback from Healthwatch Hertfordshire, and from our commissioners, our
Sustainability and Transformation Programme (STP) partners and members of Hertfordshire
County Council’s (HCC) Health Scrutiny Committee.
After careful consideration of the main themes emerging from this feedback and the themes arising
from national reviews, our Trust Board also reviewed our performance against indicators which
measure the safety and quality of our services and agreed four priorities for 2020/21. All four will
support the delivery of improved experiences and outcomes for patients.
As a result of HCT’s response to the COVID-19 pandemic and the impact this has had on the way
our services are delivered, our Board has agreed that our Quality Priorities for 2020/21 will be
implemented between October 2020 and March 2021.
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Excellent clinical effectiveness and outcomes
Priority 1
We will continue to implement the guidance from NHS England to help staff recognise frailty and
signpost patients and carers to relevant available help, and ensure actions are taken to support the
patient’s needs.
Our work in identifying and supporting frail patients was the basis for a Quality Priority in 2019/20,
and we had planned to continue to embed the use of the Rockwood score and further support
patients attending frailty clinics through personalised care planning and offering a Comprehensive
Geriatric Assessment. However, COVID-19 has resulted in a change in the services HCT now offers
and the way in which these services are delivered. This Quality Priority has therefore been revised
to reflect HCT’s new ways of working.
Our aims:
• To enable health professionals to identify a patient’s level of frailty using the Rockwood Clinical
Frailty Scale as part of the core assessment.
• To develop and pilot virtual Frailty Clinics in partnership with the Clinical Commissioning Group
(CCG), which will include the offer of a comprehensive geriatric assessment to identified referred
patients with a Rockwood score of 6 and above to support their health and wellbeing.
Measures we will report to our Board
Increased use of the Rockwood Scale by Adult
services health professionals as part of the
implementation of the revised core assessment*

Baseline position
Data not previously
collected

Target
Revised Adult services
core assessment,
including Rockwood
Scale, implemented

Patients over the age of 65 to be given a Rockwood
score at first point of contact and/or during the
16%
25%**
patients treatment journey
In partnership with the CCG, develop and pilot
Virtual Frailty Clinics
virtual Frailty Clinics. Patients referred to a virtual
Data not previously
developed and piloted
Frailty Clinic with a Rockwood score of over 6 will
collected
with HCT patients
be offered a Comprehensive Geriatric Assessment
*In line with roll out of the revised Adult services core assessment
**We recognise that the target of 25% set for 2020/21 is considerably lower than the target of 75% set in
2019/20. However, we have set this target recognising our position at the end of 2019/20 was 16% and that
the rollout of the use of the Rockwood score presented challenges which were not anticipated at the start of
2019/20. These are outlined on page 30.
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Consistent and improving patient safety
Priority 2
We will reduce the number of falls in patients over the age of 65 in our community inpatient units
through the embedding of the three high impact actions to prevent hospital falls originally
implemented through the 2019/20 Commissioning for Quality and Innovation (CQUIN) scheme.
Our aims:
• To ensure that all inpatients identified as being at high risk of falls have their postural blood
pressure recorded at least once in line with HCT’s Falls policy.
• To ensure that patients are not prescribed medication known to increase the likelihood of falls
without rationale being documented.
• To ensure that all inpatients identified as being at high risk of falls have a timely mobility
assessment and provision of a walking aid where required.
Measures we will report to our Board
Baseline position
Target
Patients have their lying and standing blood
84.78%
90%
pressure recorded at least once
Patients have a mobility assessment documented
within 24 hours of admission stating walking aid not
82.07%
90%
required OR walking aid provided within 24 hours of
admission
Patients having all three high impact actions
(These are the two actions above and the nonprescription of hypnotics, antipsychotics or
77.72%
90%
anxiolytics given during stay or rationale for giving
hypnotics, antipsychotics or anxiolytics
documented)
The above three actions to be carried out for all patients over the age of 65 with an inpatient admission of at
least 48 hours’ duration, excluding patients who were bed-fast and/or hoist dependent throughout their stay,
or who die during their hospital stay
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An outstanding patient and carer experience
Priority 3
We will ensure that carers, including staff, are recognised as carers. Carers will feel respected and
heard as carers, and recognised as experts. This Quality Priority aligns with the aims of the HCC
Young Carers Strategy and broader carer aims for other providers across Hertfordshire which focus
on improved identification and support for carers (including staff carers).
This is year two of a two-year Quality Priority and builds on the progress made during Year 1.
Our aims:
• To continue to identify carers and record this information on our electronic record system,
SystmOne.
• To demonstrate that carers are involved in discussions about care planning and discharge.
• To increase carers’ awareness of support available.
• To develop and maintain a database to record staff who recognise themselves as carers.
• To ensure staff are aware of their minimum statutory rights and have access to independent
information and advice.
Measures we will report to our Board
Baseline position
Target
Number of patients recorded on S1 as having a carer
179 have an adult carer
Maintain or increase
split by adult carer and young carer
2 have a young carer
baseline number
Number of patients recorded on S1 who are young
Maintain or increase
5
carers
baseline number
Number of patients whose carers have been referred to
91
Maintain or increase
Carers in Herts which includes adult and young carers.
(62 declined
baseline number
Includes option of declining referral
29 accepted)
Percentage of carers interviewed who report being involved in care planning and discharge and support
available (approximately 15 carer interviews per quarter):
•
•

Carers reporting involvement in care planning
Carers reporting involvement in discharge
(where applicable)
• Carers reporting aware of support available
All new staff asked if they wish to be recorded as a
carer

95%

95%

88%

95%

86%
9 new staff members
identified themselves as a
carer

90%

Information regarding carer support available to staff
Information not previously
who identify themselves as a carer to be shared via our
shared regularly
Trust All Staff Bulletin once a quarter
Other measures we will use to track progress
Patient, carer and staff stories, compliments and complaints
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Maintain or increase
baseline number
Evidence of regular
information sharing via
All Staff Bulletin

An outstanding patient and carer experience
Priority 4
We will ensure that all patients (adults, children and young people) who are identified as possibly
being in their last year of life, and those close to them, are involved in their end of life choices and
that they receive the right care, at the right time, in the right place – “No decision about me, without
me”.
Our aims:
• To increase the number of end of life patients achieving their preferred place of death, where this
is practically possible following advance care planning.
• To reduce family distress by enabling more expected patient deaths to be verified by a trained
Integrated Community Team (ICT) clinician.
• To streamline completion of Do Not Attempt CPR (DNACPR) forms through training a cohort of
staff to act as the responsible senior clinician.
Measures we will report to our Board
Baseline position
Target
End of Life (EoL) patients have their preferred place of
73%
80%*
care recorded on the EoL dashboard
End of Life patients have their preferred place of death
66%
90%*
recorded on the EoL dashboard
End of Life patients achieve their preferred place of
52%
60%*
death as recorded on the EoL dashboard**
Number of nursing and paramedic staff in ICT teams
An increase on baseline
B5 and above are trained as competent in the
57 staff
numbers
verification of expected death
Number of senior staff who have received the right
An increase on baseline
training to complete DNACPR forms as the responsible
11 staff
numbers
senior clinician
*Target achievement conditional on successful revision of EoL dashboard to support metric reporting
**This relates to patients receiving care from HCT staff at the time of their death and excludes patients for
whom we are unable to obtain information regarding their place of death
Other measures we will use to track progress
Patient feedback
National Audit of Care at the End of Life (NACEL) audit
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Monitoring progress throughout the coming year
We have a dedicated Quality Committee focused on reviewing the safety, quality and effectiveness
of our clinical services. This committee will monitor our progress throughout the year.
Quality Priority
We will continue to implement the guidance from NHS England to help
staff recognise frailty and signpost patients and carers to relevant
available help, and ensure actions are taken to support the patient’s
needs
We will reduce the number of falls in patients over the age of 65 in our
community inpatient units through the embedding of the three high
impact actions to prevent hospital falls originally implemented through
the 2019/20 CQUIN scheme
We will ensure that carers, including staff, are recognised as carers.
Carers will feel respected and heard as carers, and recognised as
experts. This Quality Priority aligns with the aims of the HCC Young
Carers Strategy and broader carer aims for other providers across
Hertfordshire which focus on improved identification and support for
carers (including staff carers)
We will ensure that all patients (adults, children and young people) are
identified as being in their last year of life, and those close to them, are
involved in their end of life choices and that they receive the right care,
at the right time, in the right place – “No decision about me, without me”

Board Level Sponsor
Medical Director

Director of Nursing & Quality

Director of Nursing & Quality

Chief Operating Officer

Reporting progress to the Board and the public throughout the year
Progress in all four priority areas will be monitored by our Board through our Quality Committee. We
have agreed a Board level sponsor for each priority and the same at service level. Where possible
we have selected indicators that can be compared across the Trust and with other similar trusts.
These quality indicators will be reported through our Clinical Governance Subcommittee which
reports to the Quality Committee.
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STATEMENTS OF ASSURANCE
This section contains nine statutory statements concerning the quality of services provided by
Hertfordshire Community NHS Trust (HCT). These are common to all trust quality accounts and
therefore provide a basis for comparison between organisations. Where appropriate, we have
included additional information that provides local context to the information outlined in the statutory
statement. Elsewhere in the Quality Account any other indicators common to all quality accounts
have orange headings.
Statement One: Review of Services
During 2019/20 Hertfordshire Community NHS Trust provided and/or sub-contracted 50 NHS
services (April to September 2019) and 43 NHS services (from 1 October 2019 to March 2020).
Hertfordshire Community NHS Trust has reviewed all the data available to them on the quality of care
in 52 of these services (April to September 2019) and in 45 of these services (from 1 October 2019).
The income generated by the NHS services reviewed in 2019/20 represents 98% of the total income
generated from the provision of NHS services by Hertfordshire Community NHS Trust for 2019/20.
Additional information
HCT’s performance framework is managed through the Trust’s Integrated Board Performance
Report (IBPR) and Business Unit Performance Reviews (BUPR). The IBPR monitors performance
and trends against 105 national and local indicators agreed with our commissioners. A Trust
scorecard provides a summary of 19 key performance indicators (KPIs) within the categories of
Quality, Performance, Learning & Development and Workforce & Finance. Other categorical KPIs
are further detailed in the report, including actions to address areas of underperformance.
Performance is monitored at service level, and overall at a business unit level, in the monthly BUPR.
As in the IBPR, KPIs are highlighted using scorecards across the four categories to determine
service performance. A heat map is also incorporated to enable early identification of areas of
concern and to provide an early warning system at service level. Each BUPR has a performance
matrix document which highlights positives and negatives and areas for improvement - these core
areas are reviewed in the BUPRs. The BUPRs incorporate a risk register process which highlights
high, medium and low risks. This also provides additional assurance that risks are being identified
and managed.
A monthly Executive performance review meeting has been introduced to review the IBPR and
service specific KPIs before the Trust submits to its commissioners and stakeholders. This is to
ensure validation and quality checks are in place and Executive has visibility of any performance
issues before finalisation. Any actions arising from the IBPR in this meeting are taken forward and
presented to the Trust Strategy and Resource Committee.
Services are also reviewed monthly as part of the escalated services process which determines
services at Risk. This ensures HCT are monitoring these services and that there is a plan to reduce
the risks and issues going forward.
HCT has published the monthly IBPR and BUPR reports on its Business Intelligence portal. This
allows our staff to review each KPI and observe periodic online. Through Tableau visual reporting,
HCT will produce state of the art reporting with increased granularity which will allow enhanced
analysis of data, efficient decision making and greater emphasis on forward planning. The plan is to
roll out a digital version of the IBPR with enhanced capabilities including inter-related graphs and
charts, allowing increased focus on specific areas. The plan is to share this enhanced reporting with
our stakeholders in 2020/21.
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List of services April to September 2019
Adult Community Services (County-wide)
• Bladder & Bowel Care Service
•
•
•
•

Diabetes Community Service
End of Life and Specialist Palliative Care
Foot Health Services (Podiatry)
Lymphoedema Service

• Neurological Rehabilitation (including Early
Supported Discharge and Neuro Rehab Unit,
Danesbury and Holywell Ward Langley)
• Nutrition & Dietetics Service
• Speech & Language Service
• Tissue Viability & Leg Ulcer Service

Adult Community Services (Herts Valleys)
• Cardiology Services (including Cardiac
Rehabilitation and Heart Failure
• Community Adult Health Services (CAHS)
• Community Inpatient Units (Midway Ward
Langley, St Peters Ward, Simpson Ward, Potters
Bar Community Hospital)
• Community Treatment Unit (previously RAU), St
Albans

• Diabetic Retinopathy Service (NHSE
commissioned)
• Enhanced Discharge to Assess West
• Hospital Day Services (Potters Bar) – service
discontinued from 31/07/2019
• PACE (Hertsmere)

Adult Community Services (East & North Hertfordshire)
• Acute Therapies Service (East & North Herts
Hospitals Trust) Outpatients only
• Cardiac Rehabilitation Nurse (Stevenage)
• Community Inpatient Units (Herts & Essex
Hospital, Queen Victoria Memorial Hospital)
• COPD
• Discharge Home to Assess
• Integrated Community Respiratory Service
• Integrated Community Teams (ICT)

• Integrated Discharge Team (East & North
Herts Hospitals Trust)
• Minor Injuries Unit (Cheshunt Community
Hospital (in partnership with Herts Urgent
Care and Lea Valley Health Federation)
• Musculo-skeletal Services
• Phlebotomy Service (Cheshunt Community
Hospital) – service commenced 01/08/2019
• Prison Healthcare Service, HMP The Mount
• Pulmonary Rehabilitation
• Skin Health Services

Children & Young People’s (CYP) Services (County-wide)
• Child Health Information Service
• CYP Therapy Services
• Positive Behaviour, Autism, Learning Disability
and Mental Health Service (PALMS)
• Public Health Nursing Services

• School Aged Immunisations Service
• Specialist Community Dental Services
including Domiciliary Care
• Specialist Nurse Co-ordinators (Transition and
Sickle Cell)
• Step2 Service

Children & Young People’s Services (Herts Valleys)
• CYP Community Medical Service
• CYP Community Nursing
• CYP Continuing Care Service

• CYP Eye Services
• CYP Hearing Service (Audiology)
• Special School Nursing Service

Nursing Services – Quality & Governance Team (County-wide)
• Infection Prevention & Control Team
• Looked After Children/Care Leavers Team
• Rapid Response to Unexpected Child Death
Team

• Safeguarding Adults Team
• Safeguarding Children Team
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List of services October 2019 to March 2020
Adult Services
•
•
•
•
•

Acute Therapies Service Outpatients only
Bladder & Bowel Care Service
Cardiac Rehabilitation Nurse
Community Inpatient Units
COPD

• Diabetes Community Service
• Diabetic Retinopathy Service (NHSE
commissioned)
• Discharge Home to Assess
• End of Life and Specialist Palliative Care
• Foot Health Services (Podiatry)
• Integrated Community Respiratory Service
• Integrated Community Teams (ICT)

•
•
•
•
•
•

Integrated Discharge Team
Lymphoedema Service
Nutrition & Dietetics Service
Minor Injuries Unit
Musculo-skeletal Services
Neurological Rehabilitation (including Early
Supported Discharge and Neuro Rehab Unit)

• Phlebotomy Service
•
•
•
•
•

Prison Healthcare Service
Pulmonary Rehabilitation
Skin Health Services
Speech & Language Service
Tissue Viability & Leg Ulcer Service

Children & Young People’s (CYP) Services
• Child Health Information Service
• CYP Community Medical Service
• CYP Community Nursing
• CYP Continuing Care Service
• CYP Eye Services
• CYP Hearing Service (Audiology)
• CYP Therapy Services

• Positive Behaviour, Autism, Learning
Disability and Mental Health Service (PALMS)
• Public Health Nursing Services
• School Aged Immunisations Service
• Special School Nursing Service
• Specialist Community Dental Services
including Domiciliary Care
• Specialist Nurse Co-ordinators (Transition and
Sickle Cell)
• Step2 Service

Nursing Services – Quality & Governance Team
• Infection Prevention & Control Team
• Looked After Children/Care Leavers Team
• Rapid Response to Unexpected Child Death
Team

• Safeguarding Adults Team
• Safeguarding Children Team
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Statement Two: Participation in Clinical Audits
During 2019/20, 7 national clinical audits covered relevant health services that Hertfordshire
Community NHS Trust provides. There were no clinical outcome reviews relevant to health services
that Hertfordshire Community NHS Trust provides.
During that period Hertfordshire Community NHS Trust participated in 100% national clinical audits it
was eligible to participate in.
The national clinical audits and clinical outcome reviews that Hertfordshire Community NHS Trust
participated in during 2019/20 are listed below.
National Clinical Audits

Participation

Number or percentage of cases submitted
or reason for non-participation

National Diabetes Adults (NDA) Audit (core)

Yes

Data submitted for 5103 patients

National Diabetes Foot Care Audit

Yes

Data submitted for 39 patients

Yes

Data submitted for 283 patients

Yes

Data submitted for 559 new patient episodes

National Chronic Obstructive Pulmonary
Disease (COPD) Audit
The Sentinel Stroke National Audit
Programme (SSNAP)
National Audit of Care at the End of Life

Yes

Falls and Fragility Fractures Audit
Programme (FFFAP)/National Audit of
Inpatient Falls 2018/2021 (commenced 1
January 2019)

Yes

National Parkinson’s UK Audit

Yes

Clinical Outcome Reviews

Participation

No clinical outcome reviews were relevant to
HCT services

N/A

8 case note reviews and 2 quality surveys
submitted
Data submitted for 1 patient
(HCT does not submit data as falls with hip
fracture are entered onto the National Hip
Fracture Database by the acute treating
hospital)
Data submitted for 31 patients together with
Patient Reported Experience Measures
Number or percentage of cases submitted
or reason for non-participation
N/A

Additional information
Clinical audit involves looking at current practice, modifying it where necessary to improve the
quality of patient care. Clinical outcome reviews are designed to help assess the quality of
healthcare and stimulate improvement in safety and effectiveness.
The National Clinical Audits reviewed by HCT in 2019/20 were:
1 National Diabetes Audit (Adult) Core - Care Processes & Treatment Targets 2018-9; Published
13 December 2019
2 National Diabetes Foot Care Audit - Fourth Annual Report. England and Wales, 2014-2018;
Published 9 May 2019
3 2019 UK Parkinson’s Audit results; Published 31 January 2020.
4 National Chronic Obstructive Pulmonary Disease (COPD) Audit Programme: Clinical and
organisational audits of pulmonary rehabilitation services in England and Wales, 2019.
5 The Sentinel Stroke National Audit Programme (SSNAP); April 2013-March 2018; National
results published June 2019
6 National Audit of Care at the End of Life (NACEL); 2019/20; Second Round; Published February
2020
7 Falls and Fragility Fractures (FFFAP) Audit Programme/National Audit of Inpatient Falls
2018/2021 (commenced 1 January 2019)
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The reports of 7 national clinical audits were reviewed by the provider in 2019/20 and Hertfordshire
Community NHS Trust has taken or intends to take the actions outlined below to improve the quality of
healthcare provided.
• National Diabetes Audit Core (Adults)
Across Hertfordshire there has been an increase in primary care engagement. This has allowed
patients to receive seamless delivery of care nearer to home. Group education sessions have
had a good uptake within primary care settings and patient feedback has been positive. Having
specialist nurses working alongside GPs and practice nurses enables appropriate referrals to be
processed and patients to be seen in the right place at the right time. This results in primary care
practitioners being supported in the management of patients with diabetes, thus impacting
positively on the improvement of delivering the 9 care processes (weight and BMI, blood
pressure, HbA1c, retinopathy screening, foot risk stratification, urinary albumin test, serum
creatinine, smoking status and cholesterol level). Planning for 2020 will include further education
and support to Primary Care Networks.
• National Diabetes Foot Care Audit (NDFA)
The NHSE funded additional Multidisciplinary Foot Clinics (MDFT) has contributed to a reduction
in major amputation rates across Hertfordshire. The rate has fallen by 80% and there have only
been 3 major amputations to date in East & North CCG area and 4 amputations in Herts Valley
CCG area.
• National Parkinson’s Audit UK
The Speech and Language Therapy (SLT) service has made three key improvements to its’
Parkinson’s disease (PD) pathway since the 2017 National Audit. Firstly, they produced a leaflet
for patients informing them of what SLT can offer PD patients at all stages of the disease
pathway. Secondly, new outcome measures have been developed to ensure that all staff are
considering the impact of PD on patient’s quality of life and on their carers as part of their
assessment. Finally, efforts to provide a more equitable treatment package service-wide have
begun with a survey of treatment approaches currently used by the team and work on a new
group therapy approach to be piloted.
• National Audit of Pulmonary Rehabilitation
HCT’s Pulmonary Rehabilitation (PR) service continues to aim to offer patients their first
appointment within 30 days of receipt of referral and for patients to start their course within 90
days of receipt of referral. On average the service meets this standard. However, unlike many
other PR services across the country, the service is oversubscribed and 98% of available PR
places are filled with a higher than average completion rate of 77%. Of those patients who
complete an eight week course of PR, it has been shown that 70% will significantly improve their
quality of life.
• Sentinel Stroke National Audit Programme (SSNAP)
HCT has continued to upload data to the National SSNAP audit during 2019/2020 which
demonstrates good standards of rehabilitation within our community inpatient units (consistently
achieving either `A` or `B` ratings) and for patients discharged home with the Stroke Early
Supported Discharge team. We consistently delivered above the required 55% CQUIN target for
6 month stroke reviews (Q1 65%, Q2 77%, Q3 67%, month 1 of Q4 81%). Staff from HCT
attended the East of England stroke pathway `Getting It Right First Time` event with our acute
trust colleagues, where our contribution to the whole stroke pathway in both East & North
Hertfordshire and West Hertfordshire was positively recognised.
• National Audit of Care at the End of Life (NACEL)
Analysis of the First Round of the audit indicated that improvement was required in recognising
inpatients entering the last days of life. In order to help with the recognition of this important
parameter, all inpatient units in HCT have been included on the End of Life (EoL) dashboard.
This is updated daily and reviewed by each individual unit. Pertinent information is then added to
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the quality improvement plan for the relevant ward. Thus during 2019 HCT were able to report on
improved recognition of EoL patients which contributed to better advanced care planning, pain
assessment and management. Second Round will be analysed following expected publication in
mid-February and, following registration, data collection for the Third Round is due to commence
in April 2020.
• National Audit of In Patient Falls (NAIF)
Following the recommendations made by the National Audit of Inpatient Falls 2017, our Inpatient
Falls policy was updated in October 2018 to reflect best practice guidance from National Institute
of Clinical Excellence (NICE) and Royal College of Physicians (RCP). This included the
measurement of lying and standing blood pressure during a patient’s admission and removal of
the Falls risk prediction tool. We supported the implementation and changes made to the policy
with a comprehensive training programme and continue to embed best practice through the
National CQUIN programme.
The reports of 52 local clinical audits were reviewed by the provider in 2019/20 and Hertfordshire
Community NHS Trust has taken or intends to take the actions outlined below to improve the
quality of healthcare provided.
• All services undertake actions to address gaps in clinical record-keeping practices to maintain
standards and continue to ensure safe patient care.
• Further training on wound assessment is provided in order to raise the awareness of wound
management for clinical staff.
• Ensuring Team Leaders discuss prescribing confidence at staff appraisals and that staff who are
prescribers are prescribing effectively.
• Reinforcing staff knowledge through re-audit of the early signs and symptoms of sepsis in
patients.
• Continue to provide additional staff training/mentoring to raise awareness and embed the use of
the appropriate pain assessment template when managing pain in patients of all ages on ‘end of
life pathways’, according to age and cognitive ability of the patient.
• Ensuring that patients are satisfied with the ability to self-manage their Type 2 diabetes after
attending the carbohydrate awareness groups provided by the Community Diabetes service.
Additionally patients’ perception of their attitudes, beliefs, knowledge and skills in self managing
their diabetes are explored.
• Health visitors will continue to manage feverish illness in children under the age of 5 using the
‘traffic light system’. This categorizes the risk of serious illness in infants and children under 5
years with fever according to vital signs and clinical symptoms.
• HCT staff working in partnership with GPs will continue to send letters to all families with children
who have sickle cell disease highlighting the importance of flu vaccination with respect to
avoiding serious complications. In the past year, no sickle cell children in Hertfordshire have
been admitted to hospital with complications of flu.
• The Children’s Safeguarding team will continue to roll out Graded Care Profile (GCP) workshops
as a refresher session for practitioners who have already completed the Hertfordshire
Safeguarding Children Board GCP training.
• The Pharmacy team continues to design audits to ensure that the use of all prescription drugs
within inpatient units and community services are stored, recorded and managed appropriately.
In particular prescribing staff are audited in the appropriate use of antimicrobials and their
adherence to the Guidelines for Antibiotic Treatment of Infections in adult patients.
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Statement Three: Participation in Clinical Research
The number of patients receiving NHS services provided or sub-contracted by Hertfordshire
Community NHS Trust in 2019/20 that were recruited during that period to participate in research
approved by a research ethics committee was 72.
Additional information
During the above period HCT has been involved in the following studies:
• DAFNEplus (Dose for Adjustment for Normal Eating): A lifelong approach to promote effective

self-management in adults with Type 1 diabetes: A UK-wide study led by the University of
Sheffield.
• Improving Clinical Practice for Babies with Hearing Loss: a UK wide study, led by the University

of Manchester.
• Anticipatory Prescribing in Terminal Care Study (APT Study): PhD study being undertaken by a

student based at the University of Cambridge.
• Recording Emerging Adulthood in Deaf Youth - Longitudinal Study (The READY study): a UK-

wide study led by the University of Manchester.
• Subjective and objective benefit of Contralateral Routing Of Signal (CROS) hearing instruments

in children with longstanding unilateral deafness: MSc study being undertaken by a member of
HCT staff.
• Professional identity in health visiting in a time of change: Health visitors’ lived experience of

service changes on themselves as professionals and persons: DEd study being undertaken by a
member of HCT staff.
• KASPAR: a feasibility study of an RCT to investigate the effectiveness of a humanoid robot to
support social skills development in children with an Autism Spectrum Disorder: study lead by the
University of Hertfordshire and for which HCT was the sponsor and single data collection site.
• Mapping NHS Services for people with Fibromyalgia: a UK-wide study, led by University of
Aberdeen.
• A Prospective, Multicentre, Randomised, Assessor Blinded Study Comparing the Efficacy,
including Patient Reported Outcomes of Two Different Daily GekoTM Treatment Durations in
Conjunction with Standard Care, with each Other and to Standard Care Alone, in Patients with
Venous Leg Ulcers. A commercial trial of a wound care product – study sponsor: Firstkind.
• Learning and being a learner in the acute and post-acute neuro rehabilitation setting: A
qualitative study: PhD study being undertaken by a student based at University College London.
• FEED: Feeding practices and eating behaviours in Down syndrome: Perspectives from
healthcare professionals: Study led by the University of Hertfordshire.

• An examination of the Health Visitor’s perceptions of how exercise impacts on the postnatal
period: MSc study being undertaken by a member of HCT staff.
In addition to the 72 patients who were recruited to participate in research, a number of HCT staff
were also recruited to participate in research studies:
•
•
•
•

20 staff recruited to the Health Visiting Professional Identity study
26 staff recruited to the Learning and Being a Learner study
12 staff recruited to the FEED study
50 staff recruited to the Health Visitor’s Perception of Exercise study
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Statement Four: Use of CQUIN Payment Framework
A proportion of Hertfordshire Community NHS Trust’s income in 2019/20 was conditional on achieving
quality improvement and innovation goals agreed between Hertfordshire Community NHS Trust and
East & North Hertfordshire CCG, Herts Valleys CCG, and NHS England, through the Commissioning
for Quality and Innovation (CQUIN) payment framework. These are outlined below.
NHS England and NHS Improvement published its CQUIN Indicator Specifications in March 2019.
This document outlined 11 national CQUINs, 4 of which were applicable to community trusts such
as HCT. We also agreed a local CQUIN with Herts Valleys CCG which related specifically to our
Children and Young People’s (CYP) services. The year-end CQUIN achievement is outlined below:
National CQUINs 2019/20

Weighted Value

Year-end position*

CQUIN 2: Staff flu vaccination

20%

17%

CQUIN 3: Alcohol and tobacco screening and brief advice

20%

20%

CQUIN 7: Three high impact actions to prevent hospital falls

20%

14.6%

CQUIN 9: Six month reviews for stroke survivors

20%

20%

Weighted Value

Year-end position

Local CQUINs 2019/20
Herts Valleys CYP services: Self-management of long-term conditions

20%

20%

Total

100%

91.6%

*Our year end CQUIN position has been agreed with our commissioners

Additional information
The goals were agreed as part of the Trust’s contribution to achieving local, regional and national
health priorities and were supplemented by quality improvements within the Trust’s contract,
included in page 33 of this account. The proportion of our income that was conditional on achieving
these goals was 1.25%.
The CQUIN programme for 2020/21
To enable NHS organisations to concentrate their efforts to respond to the COVID-19 pandemic and
subsequent recovery, NHS Improvement has taken the decision to pause all CQUIN activity for
2020/21.
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Statement Five: Care Quality Commission Registration
Hertfordshire Community NHS Trust is required to register with the Care Quality Commission and its
current registration status is ‘registered without conditions’.
The Care Quality Commission has not taken enforcement action against Hertfordshire Community
NHS Trust during 2019/20.
Hertfordshire Community NHS Trust has not participated in any special review or investigations by
the Care Quality Commission during 2019/20.
The Care Quality Commission has undertaken the 2019/20 inspection and has confirmed
Hertfordshire Community NHS Trust has retained an overall rating of ‘Good’.

The table below outlines the CQC ratings given to HCT in May 2020 following
core and well-led inspection in February and March 2020, and confirms our
overall rating of ‘Good’.
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Additional information
The CQC undertook a formal inspection of HCT core services during February 2020, with a well-led
review undertaken during March 2020.
The CQC told us that:
• Our staff are dedicated and passionate about the services they deliver.
• Our senior leaders are visible across all parts of the Trust.
• We are committed to improving services by learning from when things go well and when they go
wrong – and we have systems in place to identify learning from incidents, complaints and
safeguarding alerts and that we use this learning to make improvements.
• We are actively engaged in collaborative work with external partners, including local sustainability
and transformation plans.
Outstanding practice and areas for improvement
Following the inspection, the Trust received an overall rating of ‘Good’ with a rating of ‘Requires
Improvement’ for safety.
The CQC identified two areas of outstanding practice:
• Progress chasers – The CQC told us they were impressed by the impact of the work undertaken
by our progress chasers in community inpatient units, particularly in enabling quick resolutions to
patients’ care package requirements on discharge. The CQC observed that our progress chasers
worked to support the whole multidisciplinary team in managing patient discharges, allowing
clinical staff time to concentrate on direct care activities with patients.
• Safeguarding leads – The CQC told us they felt the knowledge and practice of our safeguarding
leads was exemplary, that our lead nurses were effective leaders and had well-established and
proactive partnership working with other health and non-health agencies. The CQC were shown
many examples where our safeguarding leads had either implemented, improved upon or
supported safeguarding initiatives, both within and outside of Hertfordshire, and noted that
feedback from stakeholders was very positive.
The Trust has three areas for improvement:
• The Trust must ensure staff follow the medicines management policy in relation to the safe
administration of medicines (Regulation 12 – safe care and treatment).
• The Trust must ensure managers have oversight of supervision of staff to ensure compliance
with the Trust target (Regulation 18 – staffing)’
• The Trust must ensure that staffing levels are sufficient to ensure patient call bells can be
answered in a timely way (Regulation 10 – dignity and respect).
Following the inspection we took immediate action to ensure medication charts are reviewed at
every handover and we commenced daily call bell audits. We have agreed with the CQC a set of
improvement actions in response to the above areas for improvement and we will be monitoring
progress against these actions throughout 2020/21.
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Statement Six: Data Quality
The Trust’s data quality and control is good and has improved significantly in recent years.
The Trust continues to improve data quality through the actions outlined below.
• Annual data quality audit carried out by our internal auditors. Through these, agreed key
performance indicators (KPIs) and processes are reviewed by our auditors. Recommendations
for continual improvement are then put forward to the Trust and are actioned and updated in our
quarterly Audit Committee meetings.
• Data Quality Dashboards have been introduced across the Trust which highlight data errors and
enable team managers to monitor their team’s compliance and address issues with staff
members during team meetings or individual supervision sessions as appropriate.
• Operational dashboards have been created in a number of services. These allow Locality
Managers and their teams to review, validate and correct reported breaches (which are due to
data entry errors) prior to KPI and contractual reports being submitted to our commissioners.
• Monthly Children's and Adults IT Operational Groups which act as a forum for discussing
common data quality issues and taking forward agreed solutions.
• Continual monitoring through Business Unit Performance Reviews and senior management team
meetings to ensure awareness is raised and action taken to improve where required.
• Clinical data quality reports are available in SystmOne to assist services to review and manage
their own data quality.
• Maintain a gold standard training programme for all staff. SystmOne end user data quality
training has been upgraded to include 'How to' guides and videos have been provided for online
access.
• Continue to build the HCT library of guidance for data quality documentation.

Current Data Quality Report Indicators demonstrate consistent recording of information for the
following:
•
•
•
•
•
•
•

NHS Numbers - 99.95%
Postcodes - 99.98%
Registered GP - 99.93%
Ethnicity - 97.2%
Smoking status recorded - 95.9%
All data entered on SystmOne within 24 hours of contact - 92.8%
All data entered on SystmOne within 48 hours of contact - 95.4%

Hertfordshire Community NHS Trust submitted records during 2019/20 to the Secondary Uses Service for
inclusion in the Hospital Episode Statistics, which are included in the latest published data. The
percentage of records in the published data which included the patient’s valid NHS number was:
• 99.8% for admitted patient care
• 99.6% for accident and emergency care (Minor Injuries Unit)
And which included the patient’s valid General Medical Practice was:
• 100% for admitted patient care
• 100% for accident and emergency care (Minor Injuries Unit)
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Statement Seven: Information Governance Attainment Levels
Hertfordshire Community NHS Trust’s Information Governance Assessment Report final overall score for
2019/20 was graded as ‘standards met’.

Additional information
Information governance is a framework that brings together all the legal rules, guidance and best
practice that apply to the handling of information.
Hertfordshire Community NHS Trust’s Information Governance overall score demonstrates
compliance with a broad range of Information Governance and Data Security requirements and
standards.
Our progress is achieved through a variety of actions including:
• The regular monitoring of progress through our information governance action plan which is
overseen by our Information Governance Group.
• Revision of our Information Governance and Information Technology policies and procedures.
• Ensuring our staff complete their information governance training; training uptake during 2019/20
was 95.6%.
We responded to 269 requests received for information under the Freedom of Information Act within
the statutory requirement of 20 days.
We responded to 100% of requests for information under the Access to Health Records Act and
Data Protection Act within the reduced statutory requirement of 30 days.
During 2019/20 we had one serious incident relating to information governance which was
reportable to the Information Commissioner’s Office. This was reported via the online IG Data
Security and Protection Toolkit with no regulatory action taken against the Trust by the Information
Commissioners Office.
Progress during 2020/21 will continue to be monitored by the Trust’s Information Governance Group
which reports to HCT’s Executive Team.

Statement Eight: Clinical Coding Error Rate
Hertfordshire Community NHS Trust was not subject to the Payment by Results clinical coding audit
by the Audit Commission during 2019/20.
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Statement Nine: Learning from deaths
In March 2017 NHS England published ‘National Guidance on Learning from Deaths: A Framework for
NHS Trusts and NHS Foundation Trusts on Identifying, Reporting, Investigating and Learning from
Deaths in Care’. The Framework details expectations that trusts are to meet which includes collecting
and publishing information on deaths, including any learning points identified through the review
process. The Framework also outlines the clear expectations that trusts should meet in respect of the
need to review the deaths of people with a learning disability.
The National Health Service (Quality Accounts) (Amendment) Regulations 2017 provides explicit
direction as to the mandatory disclosure requirements relating to ‘Learning From Deaths’ which are to
be included within the Quality Accounts from 2017/18 onwards.
Item
9.1

9.2

The number of its patients who have died during
the reporting period, including a quarterly
breakdown of the annual figure.

The number of deaths included in item 9.1
which the provider has subjected to a case
record review or an investigation to determine
what problems (if any) there were in the care
provided to the patient, including a quarterly
breakdown of the annual figure.

Response
During 2019/20 56 patients died whilst in receipt of HCT
care.
This comprised the following number of deaths which
occurred in each quarter:
• 21 in the first quarter
• 16 in the second quarter
• 3 in the third quarter
• 16 in the fourth quarter
By 31 March 2020 54 case record reviews* and one
investigation** had been carried out in relation to 54 of the
56 deaths included in item 9.1.
In one case a death was subjected to both case review
and an investigation.
The number of deaths in each quarter for which a case
record review or an investigation was carried out was:
• 21 in the first quarter
• 16 in the second quarter
• 3 in the third quarter
• 14 in the fourth quarter
All deaths reported in this section will be subject to case
review.
*Case record review: A review of the clinical notes to
determine if there were any problems in care provided to
the patient who died. Case record review is undertaken
routinely in the absence of any particular concerns about
care to learn and improve.

9.3

An estimate of the number of deaths during the
reporting period included in item 9.2 for which a
case record review or investigation has been
carried out, which the provider judges as a
result of the review or investigation were more
likely than not to have been due to problems in
the care provided to the patient (including a

**Investigation: A systematic, in-depth analysis of what
happened, how it happened and why. Investigation draws
on evidence, including physical evidence, witness
accounts, policies, procedures, guidance, good practice
and observation, in order to identify any problems in care
or service delivery that preceded an incident to understand
how and why it occurred.
None of the patient deaths during the reporting period are
judged to be more likely than not to have been due to
problems in the care provided to the patient.
Case record reviews are undertaken using a structured
approach. Reviewers capture information from clinical
records within an agreed framework. The findings are
then considered by the Learning From Deaths Panel,
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Item

9.4

9.5

9.6

9.7

9.8

9.9

quarterly breakdown), with an explanation of the
methods used to assess this.
A summary of what the provider has learnt from
case record reviews and investigations
conducted in relation to the deaths identified in
item 9.3.
A description of the actions which the provider
has taken in the reporting period, and proposes
to take following the reporting period, in
consequence of what the provider has learnt
during the reporting period (see item 9.4).
An assessment of the impact of the actions
described in item 9.5 which were taken by the
provider during the reporting period.
The number of case record reviews or
investigations finished in the reporting period
which related to deaths during the previous
reporting period but were not included in item
9.2 in the relevant document for that previous
reporting period.
An estimate of the number of deaths included in
item 9.7 which the provider judges as a result of
the review or investigation were more likely than
not to have been due to problems in the care
provided to the patient, with an explanation of
the methods used to assess this.
A revised estimate of the number of deaths
during the previous reporting period stated in
item 9.3 of the relevant document for that
previous reporting period, taking account of the
deaths referred to in item 9.8.

Response
chaired by the Medical Director.
None of the patient deaths occurring during the reporting
period are judged to be more likely than not to have been
due to problems in the care provided to the patient.
None of the patient deaths occurring during the reporting
period are judged to be more likely than not to have been
due to problems in the care provided to the patient.

None of the deaths occurring during the reporting period
are judged to be more likely than not to have been due to
problems in the care provided to the patient.
6 case record review and zero investigations were
completed after 1 April 2019 which related to deaths which
took place before the start of the reporting period.

None of the patient deaths occurring before 1 April 2019
are judged to be more likely than not to have been due to
problems in the care provided to the patient.
This number has been estimated using case record
reviews and the findings of the Trust’s Learning From
Deaths Panel.
No deaths occurring before 1 April 2019 are judged to be
more likely than not to have been due to problems in the
care provided to the patient.

Additional information
The purpose of reviews and investigations of deaths is to fully understand the care delivered and
identify any possible factors that may have contributed to the deaths in order to prevent recurrence
and ensure learning is shared and acted upon.
Information is captured through case record review and considered by our Learning From Deaths
Panel, chaired by the Medical Director.
One death in 2019/20 was subject to a serious incident investigation. This was an unexpected death
in custody meeting the definition of a serious incident. No issues with care or service delivery were
identified.
During 2019/20:
• The Learning From Deaths policy was reviewed and the criteria for review of community deaths
revised.
• The Learning From Deaths Panel meets every six to eight weeks; during 2019/20 the panel met
on five occasions and has reviewed 58 deaths, which included nine deaths occurring during Q4
of 2018/19.
• No deaths reviewed were judged to be more likely than not to have been due to problems in the
care provided to the patient.
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• A summary of serious incidents that are linked to the death of a patient meeting the criteria for a
case review is presented to the Learning From Deaths Panel to share the findings and learning. 4
serious incidents were reported in 2019/20 relating to patients who died. One concerned a death
in custody not related to care delivered by HCT, and three were deaths which occurred outside
HCT care, but where the cause of death was linked to the care delivered by HCT prior to
admission to an acute hospital.
Reviews undertaken during the year have identified the following incidental learning:
• For some patients recognised as being end of life, although appropriate care was delivered, an
end of life care plan was not in place at the time of their death. A care plan supports the early
planning, communication and provision of holistic end of life care.
• For some patients who were likely to be in the last year of their life, advance care planning and
discussions about preferred place of care/death had not taken place prior to their death, meaning
that the patient and/or their family were not supported as well as they could have been to make
decisions about their preferences for end of life care.
• Some patients had not had a full assessment of their medical history and care needs completed
on admission to HCT. This assessment provides a clear picture of the patient’s initial
presentation and helps to support later escalation of concerns in relation to clinical deterioration.
• Some community patients had a visit deferred during the episode of care. It is possible that had
deferred visits taken place, deterioration may have been identified and prompted an earlier
escalation for acute care interventions. Existing guidance has been revised and developed into a
standard operating procedure to ensure all staff follow the correct procedure when deferring visits
due to staffing capacity.
• Some community patients had a missed visit due to there being no response when a member of
staff visited; however there is no evidence that these visits would have prevented the patient’s
death. The standard operating procedure for this has been updated in response to learning from
these incidents.
Learning Disabilities Mortality Review
Following the publication of the national guidance, the Learning Disabilities Mortality Review
(LeDeR) Programme, led by NHS England and delivered by Bristol University, has been established
to support the central review and coordination of the review of deaths of people with learning
disability.
The LeDeR Programme is a national programme where the deaths of all people with learning
disability aged 4 and up, are reviewed using a specific review process. Hertfordshire County Council
(HCC) has the lead responsibility to deliver the LeDeR Programme in Hertfordshire.
During 2019/20 HCT has contributed to the LeDeR Programme through:
•
•
•

Participating in the HCC-chaired LeDeR Steering Group held every two to three months.
Supporting named HCT staff to receive training required, and then undertake LeDeR reviews.
Ensuring that the deaths of people with learning disability, known to HCT, are reported to Bristol
University.

For patients with learning disability under the care of HCT at the time of their death, findings from
the LeDeR review, when available, will be considered by the Trust’s Learning From Deaths Panel.
It should be noted that anyone can report a death to Bristol University via the public-facing website.
It is possible that a death may be reported several times to Bristol University by different people; this
is acceptable as everyone is encouraged to report deaths.

28

OUR QUALITY IMPROVEMENTS IN 2019/20
How we performed in delivering the quality priorities we set ourselves over the past
year
We implemented our Quality Priorities between April 2019 and February 2020. In March 2020, in
line with national guidance, most of the services we normally provide were ceased and other
services were enhanced to enable us to respond to the COVID-19 pandemic. As a result, we did not
report on our Quality Priorities at the end of the year. The Quality Priority reports below therefore
show our position as at 31 December 2019.

Excellent clinical effectiveness and outcomes
Priority 1
We will implement the guidance from NHS England to help staff recognise frailty and signpost
patients and carers to relevant available help, and ensure actions are taken to support the patient’s
needs. We will support our community to have active engagement in their health and wellbeing.
Our aims:
• To enable health professionals to identify the level of frailty in patients over the age of 65 at first
point of face-to-face contact with Adult services.
• To increase personalisation via the use of patient goal setting.
• To promote health and wellbeing, via the use of MyPlan personalised care plan.
• Patients referred to a Frailty Clinic will be offered a comprehensive assessment to support their
health and wellbeing.
Measures we reported to our Board

Position at 2018/19

Target

Position at
2019/20 (Q3)

Adult services clinical staff to be trained in using
Data not previously
Rockwood Clinical Frailty Scale* via the STP Frailty
78%
75%
collected
Training Programme
Patients over the age of 65 to be given a Rockwood
Data not previously
75%
16%
score on their first point of face-to-face contact
collected
The percentage of patients attending a Frailty Clinic
Data not
Data not previously
using Patient Functional Scale (PFS) on S1 for goal
50%
reported during
collected
setting
2019/20**
Patients attending a Frailty Clinic will be offered an STP
MyPlan personalised care pan (excluding patients for
Data not previously
50%
67%
whom MyPlan is not appropriate or who already have
collected
one)
Patients attending a Frailty Clinic will be offered a
Data not previously
50%
81%
Comprehensive Geriatric Assessment
collected
*The Rockwood Clinical Frailty Scale is a tool to identify those patients in our services who either are or might be
frail. It consists of 9 scores ranging from fit and active (1) to terminally ill (9)
**Plans to implement Frailty Clinics in HCT were not taken forward in 2019/20; the results of a business case
presented to the CCG are awaited and it is anticipated that the implementation of HCT Frailty Clinics will begin in
Q1 of 2020/21. This metric has therefore not been reported during 2019/20; however the use of PFS across HCT
services continues to be embedded and reported as outlined below.

Progress against Quality Priority
Frailty training
During 2019/20 (up to Q3) 613 adult staff members have been trained in Frailty Awareness. This
training is changing to reflect a more ‘business as usual’ approach incorporating a greater focus on
self-management, patient outcome measures and MyPlan. This one-day training will continue to run
on alternative months linked to staff induction. Discussions have been initiated with Hertfordshire
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Partnership Foundation Trust regarding collaborative training in line with STP guidelines, along with
sharing our training approach with West Hertfordshire Hospitals Trust.
Use of the Rockwood score
Data shows an upward trajectory in the use of the Rockwood Clinical Frailty Scale to identify frailty,
providing clear evidence that training is having an impact on clinical practice. The data shows a 49%
improvement compared to Q1 in 2019, with Q3 2019/20 showing an increase of 1500 patients
having a Rockwood score, demonstrating that Frailty training is positively impacting practice.
However when looking at an accumulated percentage across Adult services this percentage drops
to 9.5% demonstrating that we have not achieved the target overall. Performance is mixed across
the wide range of Adult services with some teams achieving the target. Other teams have achieved
the target in part. It is acknowledged that implementation of the Rockwood Scale across the whole
range of Adult services is broad, with the associated changes in practice for some of Specialist
services not fully appreciated when the targets were initially set. It has been acknowledged that
organisational changes over the last six months have also impacted on individual service
performance, as data has not been available in a timely way to give feedback to clinical teams on
their performance. Clearly there is more work to be done to increase uptake especially across
Specialist Services and this is being addressed through management/clinical meetings. Practical
changes have been made to the SystmOne (S1) templates to make the Rockwood Clinical Frailty
Scale more prominent, making this easier for clinicians to navigate and complete. In addition to this
a laminated Rockwood guidance document has been issued to all clinical staff attending training as
an aid memoir to support practice in the field.
Personalisation and Self-Management Training
Members of HCT staff attended a MyPlan workshop with the CCG in December to discuss current
evaluation of the MyPlan pilot with other provider organisations. These pilot sites are in specific
localities and Specialist services. 67% patients attending the Frailty Clinic at the Ernest Gardner
Centre have been offered MyPlan. During the workshop with commissioners and pilot teams in
December, experience on the value of MyPlan with patients and clinicians was mixed; as a result
implementation of MyPlan across the STP is to be revised.
Patient Reported Outcome Measures (PROMs) Dashboard
Work is currently underway with the Performance & Information team to create a PROMs dashboard
that will enable us to report on the percentage of teams and services who have implemented the
Patient Functional Scale (PFS) as the method of reporting patient outcomes. It has now been
agreed by NHS England/Improvement that the PFS can be a proxy measure to demonstrate
personalised care. In Q1 2941 patients had an outcome measure recorded and this rose to 3758 in
Q2; this information has been shared with the STP Lead for personalised care to share with the
national team.
Comprehensive Geriatric Assessment (CGA)
The CGA is being used at the Ernest Gardner Centre with 81% of patients having a completed
holistic assessment, well above the 25% target. It has been acknowledged this CGA needs to be
reviewed if it is to be implemented more widely across HCT. The Adult services Core Assessment ,
which includes a CGA, was reviewed during Q3 and the new version was ratified n December 2019.
Carers’ Assessments and Clinical triage
Over the last six months a social worker joined the Referral Hub team in East & North Herts to
support Carers’ Assessments and facilitate the smooth signposting to HCC and to the Voluntary
Sector. A KPI for the use of Carers’ Assessments in Integrated Community Teams is monitored
through locality management meetings to ensure the take up of these assessments and appropriate
signposting is undertaken.

30

Consistent and improving patient safety
Priority 2
We will aid recognition and management of a person whose health is deteriorating, including
recognising and managing sepsis, in the inpatient and community setting.
Our Aims:
• To train community inpatient staff in the use of NEWS2 (National Early Warning System) tool.
• To ensure all inpatients who have an escalating NEWS2 score have their care reviewed.
• To commence a roll-out training programme for Adult community nursing staff to use NEWS2 to
enable patients in the community to have their care reviewed.
Target

Position at
2019/20 (Q3)

80%

88%

30%

34%

Data not previously
collected

75%

94%

Data not previously
collected

60%

97%

Measures we reported to our Board

Position at 2018/19

Percentage of community inpatient staff trained in
NEWS2
Percentage of identified adult community nursing staff
trained in NEWS2
For inpatients who have an escalated NEWS2 score,
the percentage of patient records which identifies a
plan of action
Health Visitor and School Nurse awareness training for
sepsis

Data not previously
collected
Data not previously
collected

Other measures used to track progress
Research into the potential of using SystmOne to support the recording and reporting of NEWS2 escalation score
was completed and NEWS2 escalation score template was implemented in year to allow recording of the NEWS2
score and escalation plan to manage patient deterioration and sepsis
Two staff audits were undertaken to assess staff knowledge of recognition of sepsis, assuring compliance with
NICE Quality Standard QS161: Sepsis. Findings of the Q2 audit provided assurance that clinical staff in HCT are
aware of the signs and symptoms of sepsis and appear confident in taking appropriate actions.

Progress against Quality Priority 2
In order to support delivery of this Quality Priority we have:
• Secured support from HCT’s Learning & Development team and Health Education England to
add sepsis awareness and NEWS2 training to My Learning Zone.
• Used our project management software programme (PM3) and support from our Programme
Management Office to enable management of Quality Priority progress including timelines,
milestones and project outcomes.
• Received reporting on use of NEWS2 tool on SystmOne in both inpatient and community
teams from our Performance & Information team to allow utilisation of the tool to be monitored.
• Investigated the ability to add a NEWS2 scoring template to SystmOne, and secured the
support of the Clinical Systems Development team to assist with the addition of this template.
• Advised inpatient, community team, health visiting and school nursing managers on the Quality
Priority aims and outcomes and the role they have in supporting this work to ensure they enable
their staff to undertake e-learning, complete competencies where appropriate, use of the NEWS2
tool and complete the knowledge and understanding audits.
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An outstanding patient and carer experience
Priority 3
We will ensure that carers, including staff, are recognised as carers. Carers will feel respected and
heard as carers, and recognised as experts.
Our Aims:
This quality priority aims to identify carers and ensure they are supported and as involved as they
want to be in care. Staff who are carers will be identified and supported. This will be achieved by:
• Increasing the overall identification of carers and recording this on SystmOne.
• Demonstrating carers are involved in discussions about care planning and discharge.
• Increasing carers’ awareness of support available.
• Developing a database to record staff who recognise themselves as carers.
• Ensuring staff are aware of their minimum statutory rights and have access to independent
information and advice.
Position at
2018/19

Target

Position at 2019/20 (Q3)

Number of patients recorded on
SystmOne as having a carer, split by
adult carer and young carer

Data not
previously
collected

Increase on Q1 data:
(166 patients have an
adult carer; 1 patient
has a young carer)

179 patients have an adult
carer;
2 patients have a young
carer

Number of patients recorded on
SystmOne who are young carers

Data not
previously
collected

Increase on Q1 data:
(4)

5

Measures we reported to our Board

Number of patients whose carers have
Increase on Q1 data:
Data not
been referred to Carers in Herts which
(71 total, of which 50
91 total, of which 62
previously
declined and 29 accepted
includes adult and young carers (includes
declined and 21
collected
options of declining referral)
accepted)
Percentage of carers interviewed who report being involved in care planning and discharge and support available
(approximately 15 carer interviews per quarter):
• Carers reporting involvement in care
95%
50%
planning
Data not
• Carers reporting involvement in
50%
100%
previously
discharge (where applicable)
collected
• Carers reporting aware of support
50%
77%
available
Database developed
Data not
Database developed
All new staff asked if they wish to be
9 new staff members
previously
and 50% of all new staff
identified themselves as a
recorded as a carer
collected
recorded
carer*
9 staff identified have been
contacted to request
25% of responders to
New staff identified as carers report (via
Data not
consent for survey to be
surveys indicated they
survey) that they are aware of their rights
previously
sent; however no
are aware of their rights
and support available
collected
responses have been
and support available
received*
*It is likely that staff who are carers may wish this information to remain confidential and have therefore not
responded to the survey. This metric will therefore be amended in 2020/21 to evidence that information regarding
carer support has been made available to staff
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Progress against Quality Priority 3
This quality priority aims to identify carers and ensure they are supported and as involved as they
want to be in care. Staff who are carers will be identified and supported.
Work has progressed well and SystmOne templates are in place to evidence that the number of
carers identified and signposted for support has increased throughout the year. In addition, carers of
recently discharged patients contacted by telephone are telling us that they are being involved in
care and discharge planning, and are aware of support available to them.

How we performed against national targets
Full year
target

Performance
for 2019/20*

Patient waiting up to 18 weeks (Consultant led services)

92%

90.6%

Patient waiting up to 18 weeks (non-Consultant led services)

92%

94%

Minor Injuries Unit (Herts & Essex Hospital) - patients to be seen, treated
and discharged with 4 hours

95%

99.9%

National Indicators

Number of Eliminating Mixed Sex Accommodation (EMSA) breaches
0
0
reported in month
Percentage of patients who have had an assessment for Venous
Thromboembolism (VTE) when admitted to an HCT community hospital
100%
100%
ward
*The data reported includes data to the end of February 2020. Data reporting was not undertaken for March
2020 by our Performance & Information Team, as team members were redeployed to other services in
response to COVID-19
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OTHER AREAS OF QUALITY IMPROVEMENT IN 2019/20
An outstanding patient experience – listening, responding, improving
The Friends and Family Test (FFT)
Friends and Family Test Scores 2019/20 (%)
Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

March

HCT FFT Score*

96

95

95

95

97

93

93

93

95

95

95

96

Target

95

95

95

95

95

95

95

95

95

95

95

95

National Average

95

95

95

95

95

95

95

95

95

94

94

N/A**

*The percentage of patients surveyed who would be extremely likely or likely to recommend our service to friends
and family if they needed similar care or treatment
**A national average for March 2020 was not reported due to the national response to COVID-19

More patients, their families and carers provided FFT feedback online and via text message in
2019/20 as we continue to offer different ways to provide feedback about experiences of Trust
services.
The word cloud below is comprised of words used by patients and carers when completing FFT
comment cards:
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Community Hospital Inpatient Surveys
The following tables show end of year results in five key areas from our Community Hospital
Inpatient Surveys, with comparison to the previous year.
Overall, how would you rate the quality of care received?
Excellent, Very Good or Good

2018/19

2019/20

99%

99%

99%

99%

99%

99%

98%

95%

81%

86%

Do you have confidence and trust in the staff treating you?
Yes
Did you feel you were treated with dignity and respect?
Yes
As far as you know, did staff wash their hands between seeing patients?
Yes
How would you rate the hospital food?
Very Good or Good

531 patients completed the Community Hospital Inpatient survey between April 2019 and March 2020

Patient experience survey feedback
We reviewed our core adult and children’s service surveys to identify high scoring questions which
mattered most to patients over the last 12 months. This allowed us to reduce the number of
questions contained in these surveys to encourage completion, focusing on what matters most to
patients, their families and carers. The examples below highlight feedback from some of the most
important questions as identified by patients, their families and carers when recommending our
services.
Adult services feedback
Overall did you have confidence and trust in the staff treating you?
Yes
Overall how would you rate the quality of care you received today?
Excellent, Very Good or Good
Were you given enough privacy when discussing or receiving your care?
Yes completely, or Yes to some extent

2019/20
96%
99%
100%

CYP services feedback
Did you have confidence and trust in the staff?
Yes very confident, or Yes quite confident

100%

Did you feel able to talk to the staff about any worries you had?
Yes I felt very able to talk to staff, or Yes I felt quite able to talk to staff

100%

Were you made aware of who to contact and how to contact them if you needed to?
Yes I knew who and how to contact someone, or I was made aware of who to contact but not
how to contact them
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94%

Changes we made in response to patient feedback
During 2019/20 many of our services have introduced, or have helped develop plans to implement,
changes in clinical care delivery, administration or information as a direct result of feedback.
Below are some examples of changes made by our services:
• Further to concerns raised by a patient’s family about the appropriateness of a referral, the bed
bureau referral process was reviewed and now clearly identifies the type of clinical pathway that
each patient is being referred to, so the referrer can clearly document the type of community bed
required.
• Due to a mother reporting that she was left feeling very vulnerable when her Health Visitor failed
to provide her with a 6 to 8 week follow up appointment, the service now ensures that paper
diaries are no longer in circulation and staff use the electronic diary function on their smart
phones.
• A mother raised a complaint regarding the time that had elapsed between her child’s
appointments resulting in no diagnosis. An appointment was subsequently arranged and booking
ahead times reduced to 6 weeks to allow speedier follow up where required.
• Following a complaint received about eligibility criteria for a Community Nursing team, all
decisions regarding eligibility are reviewed by a senior member of the team before a conversation
is held with the patients and their families.
• Following concerns raised by a family about written communication received, the clinician
concerned reflected on language used to include in future correspondence. The service has
ensured that future family appointments have time allocated at the end to clarify understandings
and actions.
15 Steps Challenge – Community Inpatient Units
The 15 Steps Challenge visits were again carried out in our community inpatient units providing an
opportunity to review improvements identified following the programme of 15 step challenge visits
carried out in 2018.
This year, to encourage diversity within the 15 Steps Challenge team, a number of corporate staff
from our Patient Safety and Finance teams joined the programme to provide their different views
and comments.
It was encouraging to note the following improvements made following the 2018 visits:
• Infection control notices visible and now in thematic order as recommended in 2018
• Staff pictures boards improved since 2018 visits, uniform key and name of staff on duty now
included
• Equipment space remains challenging but stored tidily and uncluttered. An improvement on 2018
visits
In comparison to the 2018 visits, overall, observations and patient feedback continue to remain
positive; whilst areas improvement were identified via observation and discussion with staff and
patients, these were promptly followed up by ward managers for their action and learning as part of
the immediate feedback process detailed in the 15 Steps Challenge inpatient toolkit.
Feedback from each visit was shared Trust wide with staff through Noticeboard, the Trust’s staff
newsletter, to raise awareness, highlighting good practice and learning.
It has been recommended that elements of the 15 steps challenge are considered when broadening
the existing peer review process to monitor quality improvements.
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Complaints, compliments and Patient Advice and Liaison Service (PALS)
A summary of the complaints, compliments and PALS enquiries received is shown in the table
below:
Complaints

2018/19

2019/20

Total number of complaints

160

110

Complaints per 1000 contacts

0.09

0.07

Referrals to Parliamentary Health Service Ombudsman (PHSO)

3

1

Referrals investigated by PHSO

3

1*

Referrals upheld by PHSO following investigation

1

0*

*The PHSO concluded its investigation of a complaint referral made in Q3 2018/19 and concluded no further
action was needed
Top themes
Standards of Care

62 (39%)

28 (25%)

9 (6%)

19 (17%)

Communication (written)

11 (7%)

15 (13%)

Clinical Treatment

25 (16%)

10 (9%)

634

546

20662

26635

12.2

19.26

Staff Attitude or Behaviour

Patient Advice & Liaison Service
Total number of enquiries for HCT
Compliments
Total number of compliments received
Compliments per 1000 contacts

Health Visiting: New format for 27 month check:
Maybe parents should be given a choice of the
long and old short format. This is useful for first
time parents, but if it's a second child a shorter
format is preferred.

QVM: The staff were all very
efficient, kind and caring.
Sometimes there are not
enough staff when needed.

E&N MSK Triage service: The
gentleman who saw me was quick,
efficient and explained everything I
needed to know, options were given and
explained very clearly, allowing me to be
involved in treatment decisions.

Children’s Community Nursing service:
My child was petrified of having a blood
test. After an hour they were able to take
his blood and this was due to their
patience and understanding.
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Patient Led Assessments of the Care Environment (PLACE)
The annual PLACE assessments were undertaken later than usual, between 16 September and 22
November 2019, following a national review. The Trust undertook PLACE assessment visits,
supported by patient assessors, at Danesbury Neurological Inpatient Unit, the Queen Victoria
Memorial Hospital and Herts & Essex Hospital. The 2019 results are detailed below.

Cleanliness

98.72%

National
Average
98.60%

Food / Hydration

93.80%

92.20%

93.20%

Privacy, Dignity & Wellbeing
Condition, Appearance &
Maintenance
Dementia

87.37%

86.20%

86.20%

99.22%

96.40%

95.20%

83.63%

80.70%

84.30%

Disability

86.30%

82.50%

83.50%

HCT Score

Community
National Average
98.70%

The Trust met or exceeded the national average across all assessment domains, and also
performed very well in comparison with the national average for NHS community trusts.
Following the assessments, site specific action plans have been developed and will be shared with
the Matrons/team leaders and the Facilities Managers who will take ownership of the
recommendation and ensure completion of the action plans. Progress against these actions and
improvements will be reported to the Trust’s Clinical Governance Sub-Committee for assurance.
Some comments made by the patient assessors during the programme:

Herts & Essex Hospital: Welldesigned ward and in good
condition with staff making the
most of what they have.

QVM: Staff were attentive
to patient needs.

Danesbury: Patients spoken to
were very positive and highly
complementary of staff and
facilities. Volunteers would be
very happy to bring their family
members or even themselves to
Danesbury for care.
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Always Events – Carers and End of Life Care
HCT has been participating in the national Always Events programme led by NHS England/NHS
Improvement. As previously detailed in our 2018/19 Quality Account report, the Always Event
programme has focused on Carers and End of Life Care.
Carers
Since July 2019 the patient experience team has been contacting carers of recently discharged
patients by telephone each month to understand their involvement in the care of the person they
care for, and information and support provided to them.
In 2019/20:
• 95% of carers told us that they were involved in care planning for the person they care for
• 94% of carers told us that they were involved in discharge planning for the person they care for
• 81% of carers told us that they were informed about support available to them as a carer
Work is ongoing to improve information provided to carers about support available to them to ensure
that the Trust meets the aim of the Always Event and can apply for a recognition award from NHS
England/NHS Improvement.
End of Life Care
The Always Event for End of Life Care has focused on ensuring that patients, their families and
carers always have an understanding of why they are being visited, by whom and how to contact
the service day or night.
The Royston Integrated Care Team has successfully led the pilot as evidenced from SystmOne core
assessment reports which indicate that staff are consistently advising patients why they are being
visited and how to make contact with the service day or night.
Staff and patient feedback about the Always Event has also been positive as can be seen in the
comments below:
I understood why I was being visited
and the nurses have provided me
with information about how to
contact the service.
Patient feedback

Myself and the team have found the addition of
the Always Event text to the core assessment
really user friendly. We have received some good
feedback from patients. I think it nicely conveys
what we are trying to find out from patients.
Community nurse feedback

In December 2019, the Trust received national recognition
for the End of Life Care Always Event at the NHS Elect
Patient Experience and Quality Improvement Awards.
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Equality and Diversity – our patients
Meeting our patients’ spiritual needs
Meeting the varied spiritual or religious needs of patients, their families and carers is fundamental to
the care HCT provides. We ask our patients whether they would like to have their spiritual or
religious affiliation recorded on our electronic patient record system. Our Care Plans recognise the
diverse needs of the patient and include all aspects of an individual’s life where support might be
required, such as psychological, physical, and spiritual or religious.
We have continued engagement with Herts Interfaith Group via the Trust’s Equality and Community
Engagement Forum. We have also made Cultural Cards, developed by Herts Interfaith, available on
our wards. This information aims to raise awareness of the diverse cultures and communities of the
county to assist with service planning and delivery.
The Trust has embedded consistent use of end of life care documentation, for example
personalised Care Plan for the Last Days of Life, advance care plans and unified Do Not Attempt
Resuscitation.
Multidisciplinary Team and Gold Standard Framework meetings are used to discuss a patient’s
preferences and wishes, ensuring that everyone likely to care for that person has knowledge of the
spiritual and religious issues important to them so they are more likely to be met. For example, this
could be a Muslim patient who is being cared for at home by their family, so that their religious
practices such as regular prayers can be better facilitated. We have a comprehensive education
programme in place to ensure we have competent staff who are empowered to deliver quality care
during the last days of life.
Patients with learning disabilities
HCT’s Special Care Dental service and our Podiatry service are proud to be Purple Star accredited.
The Special Care Dental service has worked closely with experts by experience to ensure that their
service is accessible for patients with learning disabilities. In particular the clinic at The Marlowes
was designed based on feedback from a patient with a learning disability. Specifically the team wear
purple uniforms and the furniture is also purple because the colour is associated with the Purple
Star and makes our patients with a learning disability ‘feel safe’.
As part of our continued roll out of the Purple Star strategy we have made easy-read FFT comment
cards available for use by all HCT services to enable patients with learning disabilities to provide
feedback about the care they have received. We have also appointed Learning Disability
Champions in many of our services.
HCT Special Care Dental Service – supporting special needs patients
Shaz Hossain is an HCT specialist dental patient
living with Cerebral Palsy. We heard about his
experience at the Trust’s AGM.
Una Monaghan, HCT’s Clinical Director of the Special
Care Dental Service in Hertfordshire, explained “Shaz
can’t brush himself because of his involuntary
movements so he requires the help of a carer to do that
for him, and so it was working with his carers and with
him to come up with a way that he could manage to
cope with his teeth being cleaned. The mouth that he
has now, there is no bleeding, his gums are really lovely
and pink and healthy, and he smiles with so much
confidence now it’s really wonderful to see.”
Shaz told us “It has changed everything I have thought about oral hygiene for the better.”
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Equality and Community Engagement Forum
HCT has a well-established Equality and Community Engagement Forum to give local people from
seldom heard communities the opportunity to get involved and influence the design and delivery of
our services. Members include representatives from the Herts Interfaith Group, the deaf community,
Gypsy and Traveller Empowerment Hertfordshire (GATE), Herts AID (a HIV and Sexual Health
charity), Carers in Herts, Healthwatch Hertfordshire, Community Development Action, and the
mental health charity Mind. The forum meets quarterly and has been involved in the refresh of the
Trust’s complainants’ survey, Friends and Family Test (FFT) comment cards and learning disability
action planning. We continue to use the EDS2 process every three years to assess the quality of
services provided by us. Through the EDS2 process we have worked with the Forum to identify
good practice as well as areas for improvement. An HCT easy-read job application form, designed
by Forum members, is available to people with learning disabilities and low literacy.
Gypsy and Traveller community
We established a team of Health Visitors who work with the Hertfordshire Gypsy and Traveller
community and have built positive relationships by working with many of the traveller families within
the local area, recognising that many of these families are reluctant to access local services and the
need to build trust. Members of the team have received a large number of compliments from service
users.
Within the Gypsy and Traveller communities, we offer some specific health promotion to increase
the update of immunisations; this is due to low numbers in the uptake of MMR. We also offer
smoking cessation, healthy eating and exercise and oral health promotion and more recently we
have been undertaking some health promotion on men’s health. We also work in partnership
working with the local Family Centre Service.
Communicating with our patients
Staff who have patient contact are required to make every effort to understand the communication
needs of our patients, their families and carers. The Trust commissions a confidential translation
and interpreting service to ensure that patients, their families and carers are provided with
appropriate communication support when accessing our services. In the last financial year there
were over 1,520 interpreting and 120 British Sign Language sessions fulfilled. Patient information
can also be translated to ensure that written information is available in different languages and
formats. We also aim to ensure that patient information, such as medical reports, are made
available in alternative languages where requested.
HCT facilitates recording of patients’ communication and disability status in our clinical record
system, SystmOne. This covers speech, visual and hearing impairments as well as communication
needs. We also have a flagging system, which alerts staff via specific icons in the patient record that
patients are either missing the recording of their communication or disability status, or have a
communication or disability need. A centralised report is available to all teams that identifies patients
who do not have a communication status recorded.
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Consistent and improving patient safety – reporting and learning from incidents and
safety alerts
Patient Safety Incidents
During 2019/20 HCT has continued to readily report patient safety incidents to promote and embed
a culture of identifying and learning from incidents. It should be noted that the number of reported
patient safety incidents reduced in Q3 following the transfer of services and staff to Central London
Community Healthcare Trust (CLCH).
2018/19

2019/20

5234

4260

No harm

2724 (52.04%)

2288 (53.71%)

Low harm*

2445 (46.71%)

1922 (45.12%)

Moderate harm**

55 (1.05%)

37 (0.87%)

Severe harm***

8 (0.15%)

11 (0.26%)

Death

2 (0.04%)

2 (0.05%)

Total number of incidents

Levels of harm as categorised by the National Reporting and Learning System:
*Low harm: Any patient safety incident that required extra observation or minor treatment and
caused minimal harm, to one or more persons receiving NHS-funded care; for example, minor
treatment is defined as first aid, additional therapy, or additional medication. This does not include
any extra stay in hospital.
**Moderate harm: Any patient safety incident that resulted in a moderate increase in treatment and
which caused significant but not permanent harm, to one or more persons receiving NHS-funded
care; for example defined as a return to surgery, unplanned re-admission, prolonged episode of
care, extra time in hospital, cancellation of treatment or transfer to another area such as intensive
care as a result of the incident.
***Severe harm: Permanent harm and/or permanent lessening of bodily, sensory, motor,
physiological or intellectual functions.

During 2019/20 there were 2 patient deaths believed to be linked to sepsis from an infected
pressure ulcer. These incidents were investigated as serious incidents and managed through the SI
process (page 43).
The top three reported incident categories remain the same as those in 2018/19 - pressure ulcers,
falls and medication incidents. All incidents continue to be reviewed monthly by the Trust’s specialist
reviewers to validate the data, ensure actions are taken and share learning.
Incident reporting training has continued to be delivered to staff, both face-to-face and through a
video session recorded by the Trust’s Risk Manager. The training aims to increase staff awareness
of:
• Identifying reportable incidents
• How to report an incident
• The importance of timely incident investigations and of taking appropriate actions to address
concerns identified
• Learning from incidents and how incidents can contribute to risk identification and formulation
Learning from incidents is shared by specialist leads at a variety of Trust forums and through the
quarterly Quality Report presented to the Board and to our commissioners.

Rate of patient safety incidents
2018/19
Number
5234
*Per 1000 contacts

2019/20
Rate*
2.94

Number
4260

Rate*
3.08
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Learning from Serious Incidents
2018/19

2019/20

Number of incidents reported

5234

4260

Number of serious incidents

9

13

0.17%

0.3%

0

0

Serious incidents as a proportion of all incidents
Number of never events reported

Serious Incidents reported during 2019/20 listed by category
Number of
SIs 2018/19

Number of
SIs 2019/20

Slips/trips/falls meeting SI criteria

3

6

Sub-optimal care of the deteriorating patient meeting SI criteria

5

4

HCAI/infection control incident meeting SI criteria

0

1

Death in custody

0

1

Screening incident meeting SI criteria

0

1

Treatment delay meeting SI criteria

1

0

Abuse/alleged abuse of adult patient by staff

0

0

Information governance breach meeting SI criteria

0

0

Total

9

13

In 2019/20 HCT reported 13 serious incidents compared to 2018/19, when 9 serious incidents were
reported. The range of categories of 2019/20 serious incidents is similar to those reported in
2018/19.
Slips/trips/falls
All falls occurring in our community inpatient units resulting in severe harm, most commonly a hip
fracture, are assessed using a case review tool to gather assurance that appropriate care had been
delivered. Where assurance is not evidenced, a serious incident is then reported.
In 2019/20, 6 falls were reported as serious incidents representing the most frequently occurring
category of serious incidents. 4 of the 6 falls were reported during Q1.
In response to the number of falls reported in Q1 a review of serious incidents relating to falls was
completed to provide assurance that the increase in falls-related serious incidents during Q1 was
not due to a change in care being provided. The review found that there had been a small increase
in the number of falls occurring, but also that more patients suffered harm as a result of those falls;
this is likely to be due to patients being at increased risk of injury due to age and frailty. Additionally,
a new Inpatient Falls policy, introduced in October 2018, details the expectations associated with
multifactorial risk assessments more clearly, hence falls with harm are now more likely to be
investigated as a serious incident.
During Q2, Q3 and Q4 two further falls incidents were reported as a serious incident, providing
assurance that the increase seen in Q1 was not linked to changes in care.
Sub-optimal care of the deteriorating patient
4 serious incidents reported were linked to pressure ulcer development and/or deterioration,
including concerns about end of life care and leg ulcer care; these incidents were recorded under
the category of ‘suboptimal care of the deteriorating patient’ which makes up the second largest
group of serious incidents reported during 2019/20. The higher number of serious incidents within
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this category is likely to be linked to the high number of patients who are at significantly increased
risk due to high risk factors including age and the number of presenting conditions.
4 serious incidents were reported in 2019/20 relating to patients who died. One was a death in
custody, not related to care delivered by HCT, and three were deaths which occurred outside HCT
care, but the cause of death was linked to the care delivered by HCT prior to admission to an acute
hospital.
Other incidents
Some patient safety incidents are investigated using the local investigation process or local case
review; this includes incidents that do not meet the serious incident criteria but have resulted in
significant harm, or where some gaps in expected care delivery have been highlighted, so that
learning can be identified and actions undertaken to address any concerns. A local investigation
follows a full and formal investigation process and a case review involves a review of the clinical
records to identify good practice and learning. In 2019/20 2 formal local investigations and 13 case
reviews have been undertaken.
Actions taken to improve patient safety as a consequence of learning from serious incidents
The Serious Incident Assurance Panel is a forum where the learning from serious incident
investigations, some local investigations and some case reviews is considered and where evidence
is gathered to provide assurance that actions have been implemented and learning embedded in
practice. The panel has continued to meet during 2019/20.
After each Serious Incident Assurance Panel lessons learned are summarised and shared with
service managers and with staff through Noticeboard via ‘Sharing Lessons in Practice’ (SLiP), an
internal Trust system for sharing information.
Examples of learning shared through SLiPs in 2019/20 include:
•
•
•
•
•

Insulin administration
End of life care
Statutory duty of candour
Falls
Post-infection review

Other actions taken during 2019/20:
• ‘Patient Safety, Serious Incidents and Investigation’ training has been delivered during 2019/20
with good attendance. Feedback from each session has been positive and more sessions are
planned for 2020/21.
• The Inpatient Falls policy has been updated in response to findings from serious incidents
specifically relating to the completion of 30 minute checks for the first 72 hours of admission to an
inpatient unit and, to specify assessment requirements for ‘resident patients’ as opposed to
rehabilitation patients.
• The admissions criteria to Danesbury Neurology Rehabilitation Unit have been revised and
agreed with commissioners to take into consideration the number of patients requiring increased
supervision at any one time.
• The procedure community staff follow when a patient does not respond to a planned home visit
has been revised to ensure all staff are clear about actions that must be taken.
• Deferred visit guidance is being developed into a Standard Operating Procedure to ensure clear
and consistent guidance for teams when deferring patient visits due to staffing capacity.
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Medication incidents
During 2019/20 our staff reported 367 medicines-related incidents, of which 220 (60%) were
attributable to care delivered by HCT. Due to the transfer of Adult services in Herts Valleys in
October 2019, there has been a decrease in the number of HCT incidents compared to 444
reported in 2018/19. The total number of incidents resulting in harm in 2019/20 is 27, which is a
decrease of 44% compared to 48 reported in 2018/19.
All medicines-related incidents are reviewed by our Pharmacy team. Almost all incidents are
multifactorial involving multiple professional and staffing groups. Therefore, all investigations have
input from these groups to ensure actions and learning have the appropriate ownership and buy-in
from relevant leads, in order that actions are successfully implemented.

Number of reported patient incidents relating to medicines management
Percentage of medication incidents attributed to HCT that resulted in harm

2018/19

2019/20

444

367

10.8%

12%

Of the 27 HCT incidents resulting in harm, 26 resulted in low harm and one resulted in moderate
harm. The 26 incidents were classified as low harm because further monitoring of the patient was
required following the medication incident.
The one incident resulting in moderate harm related to a patient who had to be re-admitted to acute
hospital due to deterioration in symptoms following the incident. The incident was further
investigated using Root Cause Analysis (RCA) which identified a need for further prescribing
support and robust management of omitted doses on our community inpatient units.
Areas of focus during 2019/20
A key focus for the Pharmacy team in 2019/20 has been improving staff education and training on
medicines management and prescribing, along with increased assurance of good practice and
compliance with Trust standards. To ensure that staff have the right skills, knowledge and
competencies in medicines management and prescribing, two comprehensive training programmes
were developed and launched this year. These two programmes - one for medicines management
and one for prescribing - are mandatory for relevant staff as part of their annual training programme.
Additional support for prescribers comes in the form of the newly formed Prescribing Forum
launched in December 2019. The Forum is attended by key prescribers from a range of professions
and specialities in HCT and supports doctors and Non-Medical Prescribers (NMPs) with prescribing
topics and to create a support network. The Forum reviews intervention audits, significant clinical
and medication incidents, and identifies and discusses lessons learned; any identified lessons and
associated actions are disseminated by Forum members to their teams.
To improve assurance of good practice and compliance with Trust standards, the Pharmacy team
reviewed the medicines audit programme in 2019 to ensure it was fit for purpose. New audits
introduced include relating the quarterly omitted doses audit and the quarterly audit to measure
compliance with prescribing standards. We have also introduced monthly Dips Tests, which are
shortened versions of all our full audits and which focus only on the most pertinent questions in the
full audits, providing assurance at more frequent intervals. This allows us to react much more
quickly to support our teams before an issue becomes a problem.
The audits have demonstrated improvement in many areas of practice. Further work and support is
taking place in our community inpatient units to ensure there is robust management of omitted
doses.
Insulin incidents: omitted doses
In 2018/19, the number of omitted insulin-related incidents in our community services was 60. In
2019/20 this has reduced to 51. The reduction is a result of joint work and initiatives with the
Pharmacy, Nursing and Operational teams. The Pharmacy team continues to lead work to reduce
insulin and other medication errors in the Trust.
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Duty of Candour and Being Open
When a patient is affected by a mistake we have made, or when something has happened that was
not meant to happen, we have a duty to:
•
•
•
•
•

Be open and tell our patients
Explain what has happened and answer any questions our patients may have
Say sorry
Find out what happened
Work to make sure it does not happen again

Our duty becomes a statutory requirement (statutory duty of candour) when a notifiable safety
incident occurs and the patient suffers moderate or more severe harm.
• In 2019/20 there have been 34 cases that resulted in moderate or more severe harm to patients
meaning that the statutory duty of candour process needed to be implemented.
• 11 of the 34 cases have been reported as serious incidents and managed in line with the Serious
Incident policy.
• In all cases, the patient or their next of kin has been advised of the incident, received an apology
and been offered the chance to receive the findings of the investigation.
• In all cases, where the investigation has been completed to date, the findings have been shared
with the patient or their family where they have requested this.
During 2019/20 we have continued to promote and embed the duty of candour through a number of
actions:
• Throughout the year information has been shared regularly with staff through Noticeboard, the
Trust’s staff newsletter, including good practice examples and information about being open and
the duty of candour.
• The ‘Being Open and Duty of Candour policy’ was updated and shared with staff through
Noticeboard.
• The duty of candour is promoted at the new staff induction programme and the new managers’
induction programme.
A quarterly assurance report has been developed to monitor and track the Trust’s compliance with
the statutory duty of candour. This is monitored by the Serious Incident Assurance Panel.
What is a ‘notifiable safety incident’?
Any unintended or unexpected event that occurred in respect of a service user during the
provision of a regulated activity that, in the reasonable opinion of a health care professional,
could result in, or appears to have resulted in:
a) The death of the service user, where the death relates directly to the incident rather than to
the natural course of the service user’s illness or underlying condition, or
b) Severe harm, moderate harm or prolonged psychological harm to the service user
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Consistent and improving patient safety – delivering safer care
Delivering Harm Free Care
The NHS Safety Thermometer is a point of care survey used by frontline staff, which provides a
comparative ‘temperature check’ through recording the presence or absence of the following harms:
•
•
•
•

Falls
Venous thromboembolism (VTE)
Pressure ulcers (PU)
Catheter-associated urinary tract infections (CAUTI)

Harm free care can be defined as the absence of any of the four harms described above.
During 2019/20 we surveyed 12509 patients. The results are shown in the table below.
HCT Average
2018/19

HCT Average
2019/20*

National Average
2019/20

Harm free care

97.88%

97.63%

97.76%

Falls with harm

1.13%

1.27%

1.00%

New VTEs

0.59%

0.76%

0.53%

New pressure ulcers

0.40%

0.34%

0.29%

New CAUTIs

0.04%

0.01%

0.47%

*It should be noted that only 312 patients were surveyed in March 2020 as operational services began to
change in response to COVID-19

Quality assuring our data
Throughout the year, Safety Thermometer data has been subject to ‘check and challenge’ being
undertaken by team and ward managers to ensure that:
• An episode of harm is only recorded for patients who are either an inpatient or on an ICT
caseload, ensuring that any harms which occur before patients come into HCT care are not
included.
• All harms documented are accurately recorded as ‘new’ or ‘old’ in line with Safety Thermometer
criteria, and the correct level of harm, including ‘no harm’, is recorded for patient falls.
Safety thermometer reporting
Our harm free care rate is reported to the Board monthly and as part of our quarterly Quality Report
which is shared with our commissioners. Safety Thermometer data relating to pressure ulcers and
falls is triangulated with other data sources to provide a full reporting picture for consideration at
both the Pressure Ulcer and Falls Working Groups respectively.
In March 2020, following consultation, NHS England made the decision to cease Safety
Thermometer data collection across all NHS organisations as it was felt the data collected was no
longer able to support improvements in patient care as originally intended.
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Pressure ulcers
We know that on average 99% of the patients in our care do not develop a pressure ulcer due to
omissions or lapses in care, so we are proud of the excellent harm free care our patients receive.
During 2019/20 the focus has remained on continued improvement in the number of pressure ulcers
acquired in our care by understanding and communicating themes from investigation of pressure
ulcer incidents.
April 2019 saw the introduction of new NHS Improvement recommendations regarding the reporting
and identification of pressure ulcers. As a result the way we have categorised and reported pressure
ulcers during 2019/20 has changed; in particular we no longer refer to pressure ulcers as ‘avoidable’
or ‘unavoidable’ and we have reported on all pressure ulcers, including unstageable and deep tissue
injury, and those pressure ulcers which have developed as a result of medical device use.
During 2019/20 we reported pressure ulcer acquired in HCT care as follows:
Pressure ulcers acquired in HCT care

Number of category 2 pressure
ulcers
Number of category 3, 4,
unstageable and deep tissue
injury pressure ulcers

Q1

Q2

Q3

Q4

Total

Pressure ulcers per 1000
patient contacts

114

112

53

64

343

0.24

176

169

84

124

553

0.39

On average 46% of all pressure ulcers reported were acquired in HCT care, and 54% were present
on referral to our services.
We have also used Statistical Process Control (SPC) charts to enable us to look at pressure ulcer
data over a longer period of time and identify reporting trends. The chart below shows all pressure
ulcers incidents reported, and demonstrates an increasing trend in the number of pressure ulcers
being reported to HCT up to October 2019. It should be noted that, following the transfer of Herts
Valleys services in October 2019 there has been a decrease in the numbers reported as would be
expected.

The following SPC chart below demonstrates that the number of pressure ulcers acquired or
deteriorated whilst receiving HCT care has remained consistent, although there was an unusual
change in numbers in July 2019, the cause of which has not been identified through investigation.
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Omissions in Care directly causing Pressure Ulcers
In previous years the number of avoidable pressure ulcers has been reported. The new guidance
has ceased this form of measure. As such omissions or lapses in expected standards of care and
whether they may have contributed to the development of the pressure ulcer or deep tissue injury
are now considered. The data does not show any real variation in the number of pressure ulcers
acquired in HCT care; however the number of pressure ulcers reported where omissions or lapses
in care have been identified that may have contributed to the development of the pressure ulcer
(previously noted as avoidable) has increased, in part because deep tissue injury and device-related
pressure ulcers are now included.
Carer knowledge
81% of the patients who developed pressure ulcers where omissions or lapses in care were
identified were receiving social care either in their own home or in a residential home. This has
highlighted the need for carer training on pressure ulcer prevention and early recognition of skin
damage.
The ‘React to Red’ Skin pressure ulcer awareness training programme has been delivered during
the year in partnership with a commercial wound care company, Hertfordshire Partnership Care
Providers Association (HCPA) and the CCGs, with the aim of targeting those carer provider
organisations linked more frequently to pressure ulcer incidents. The programme launched in
November 2018 and held its last session in November 2019. In total, 128 carers have attended
these sessions with a further 49 attending train the trainer sessions. Attendees were asked if they
had ever received formal pressure ulcer training before; 80% replied they had not.
Actions taken throughout the year
During international Stop the Pressure Week the Tissue Viability team promoted pressure ulcer
awareness across the Trust. We joined in with the national Red Dot campaign and tweeted about
our activities. This encourages HCT staff not usually involved in pressure ulcer care, such as
administrators and non-clinical staff, to become aware and understand the importance of PU
prevention.
The Tissue Viability team mascot Purple Patty and some of our great
nurse leaders got involved with the Red Dot campaign. You can
follow Purple Patty on Twitter: @PurplePatty1.
The Tissue Viability Service Lead and the Patient Safety Lead have
continued to meet with Integrated Community teams at their bases
for reflective case reviews, where teams are encouraged to reflect
on the reasons that omissions or lapses in care occur, and what
supports the team to deliver the expected standards of care. We
have also been working closely with the NHS England/
Improvement’s Pressure Ulcer Lead to understand further what more
we can do as an organisation to improve our pressure ulcer care.
Moving forward we will:
• Continue to work in partnership with HCPA to deliver education to home care provider and
residential home staff
• Review the need for additional ‘React to Red’ skin pressure ulcer awareness training for
residential care home and home care providers
• Continue to monitor the incidents reported for patients receiving home care or residing in a care
home
• Develop an awareness resource package called “Connecting Care – The Bigger Picture” for use
in residential homes
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Falls
During 2019/20 a total of 249 inpatient falls were reported, 240 (96%) of which resulted in no or low
harm to the patient.
2018/19

2019/20

Resulting in no harm
Resulting in low harm
Resulting in moderate harm

247
85
4

159
81
3

Resulting in severe harm
Total

7
343

6
249

This year we have used Statistical Process Control charts to better understand the trend in our
inpatient falls over a longer period of time. An SPC chart looking at data from January 2017 to
March 2020 demonstrates that the number of inpatient falls reported monthly has remained within
expected Upper and Lower Control Limits. It should be noted that the transfer of five HCT
community inpatient units to a different provider from 1 October 2019 has resulted in a reduction in
the number of falls reported.
Number of inpatient falls reported monthly
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We have also measured the number of inpatient falls per 1000 Occupied Bed Days (OBD), which is
recognised as being a more sensitive tool when benchmarking falls rates. Data recorded over the
last three years demonstrates a marginally downward trend in the number of falls per 1000 OBD.

Inpatient falls per 1000 OBD
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8
6
4
2
0

Learning from serious incidents relating to inpatient falls
In Q1 of 2019/20, 4 inpatient falls met the criteria for investigation as a serious incident (page 43). A
review undertaken of these serious incidents found that these patients suffered an increased level of
harm as a result of the fall because of age and frailty.
Learning following investigation of the falls serious incidents was identified at the Serious Incident
Assurance Panel and was shared with staff through an edition of Sharing Lessons in Practice (SLiP)
focussing on falls.

50

During Q2, Q3 and Q4 two further inpatient falls met the criteria for serious incident investigation,
demonstrating that the increase seen during Q1 was not as a result of poor practice.
CQUIN 7: Three high impact actions to prevent hospital falls
During 2019/20 we have worked with staff in our community inpatient units to improve the number of
patients admitted to our units who have had the following three actions completed to prevent falls:
• Lying and standing blood pressure recorded at least once
• No hypnotics or antipsychotics or anxiolytics given during stay or rationale for giving hypnotics or
antipsychotics or anxiolytics documented (British National Formulary defined hypnotics and
anxiolytics and antipsychotics)
• Mobility assessment documented within 24 hours of admission to inpatient unit stating walking
aid not required or walking aid provided within 24 hours of admission to the inpatient unit
Whilst initial results were disappointing with only 18% of inpatients receiving all three high impact
actions, there was a noticeable improvement during Q2 and Q3, with 78% of inpatients receiving all
three high impact actions at the end of December 2019. This improvement was achieved through
development of a daily dashboard for Ward Managers to monitor those patients who had not had all
of the high impact actions, and through our nurses and therapy staff working together with Falls
Champions to implement best practice.
We had planned to further embed the changes made to working practices to achieve our CQUIN
target by focussing on falls prevention as a Quality Priority in 2020/21; however this piece of work
was paused due to our response to COVID-19.
Falls Awareness Week
Community nursing and inpatient teams participated in a successful Falls Awareness Week
campaign during September; this was supported by podcasts and a daily falls prevention tip. We
also led a successful Twitter and social media campaign to support falls prevention.
Community Falls Champion Group
The Community Falls Champion group in HCT continues to meet regularly with champions across
both the community hospitals and ICTs as part of a learning network. HCT supported the STP-led
Winter Warmer events throughout November and December 2019 by providing interactive sessions
on keeping active and falls prevention.
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Consistent and improving patient safety – putting patient safety first
Safe staffing in our community inpatient units
In line with NHS England guidance, HCT has continued to report monthly on the planned and actual
staffing levels of Registered Nurses and Healthcare Assistants working in our community inpatient
units.
There is no nationally agreed Red/Amber/Green (RAG) rating to determine safe staffing thresholds
for nursing; however, NHS England has applied a threshold where organisations declaring less than
80% fill rates for Registered Nurses will be subject to additional scrutiny, as this level of nursing staff
would be determined as unsafe.
HCT undertakes further internal validation of all community inpatient units where staffing levels are
below 80% or above 110% of planned staffing levels.
Staffing levels are reported monthly to HCT Board. Scrutiny of community inpatient units that have
fallen below the Trust safe staffing levels has taken place to ensure patient care was not
compromised.
HCT has a robust system in place which monitors staffing levels of Registered Nurses and
Healthcare Assistants on all community inpatient units each day. This is supported by the Safe
Staffing Reporting and Escalation Standard Operating Procedure, confirming minimum staffing
levels and escalation procedures if agreed ratios cannot be achieved. In addition to this, episodes of
low staffing levels requiring mitigating action are reported using our incident management system,
Datix, to ensure accurate monitoring.
The annual establishment review of the three inpatient areas was undertaken during Q3. The
outcome was discussed at both the Executive meeting and Healthcare Governance Committee with
approval for final agreement at the Board. As per National Quality Board 2018 guidance it was
confirmed that the Board were satisfied with the outcome of the review and with the proposal for a
potential change to the skill mix at Herts & Essex Hospital to support safe, effective and sustainable
staffing.
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Medical Devices
The Medical Devices Team (MDT) is responsible for ensuring the safe use and management of all
reusable medical devices within HCT in line with legislation and guidance from CQC and the
Medicines and Healthcare Products Regulatory Agency (MHRA).
During 2019/20 the MDT has continued to implement improvements to the management of medical
devices including actions identified following the CQC inspection report published in January 2019,
including:
• monthly maintenance compliance reporting providing detailed information to all services to
facilitate local management and ownership
• a robust annual maintenance plan resulting in 90% compliance for all devices in March 2020
In May 2019 the MDT started a pilot to provide
courier services to transport medical devices
within the Trust to support clinical staff and
deliver operational benefits.

I just wanted to say how grateful I am
to the Podiatry service for the
wheelchair tilt left at Royston
Hospital which enabled Becky to
have treatment. Without this service
my daughter couldn’t get treatment.
Patient’s mother

This pilot demonstrated a reduction in overall costs and enabled:
• urgent collection and delivery of medical devices to support clinical services
• recycling of walking aids
• collection and delivery of incontinence pads for the Adult Bladder & Bowel service
• support to COVID-19 response and urgent deployment of medical devices
Can I say a big thank you for sending a substitute light over so quickly this morning. It
saved us from cancelling our patients and causing them any further anxiety.
Specialist in Special Care Dentistry
Hertfordshire Special Care Dental Service

In February 2020 the MDT, in conjunction with
HCT’s Public Health Nursing Health Visiting
team, established a breast pump loan pilot to
support new mothers with infant feeding. The
MDT loaned and delivered electric breast pumps
following requests from the Health Visiting teams.
The pilot demonstrated immediate benefits and
received very positive feedback from staff and
families.

I wanted to thank you for helping us to get the breast
pump hire project up and running. Without your
service we would not be able to provide this service
to our mothers. Although we had the pumps we
were unable to come up with a solution as to how
we could distribute the pumps and get them
returned. We have already had a number of
successful deliveries to needy mums.
Elaine Smith
Infant Feeding Coordinator West Hertfordshire

In March 2020 the MDT coordinated the management of medical devices to support the Trust's
response to the COVID-19 pandemic. This included:
• purchasing, testing and deployment of 782 new medical devices to support redeployed staff
• relocation of medical devices, including beds and oxygen concentrators, to establish additional
bed spaces
• delivery of medical devices to nursing homes and GPs across Hertfordshire
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Planned future improvements
The following areas have been identified as key priorities for 2020/21:
• Continued support in response to the COVID-19 pandemic
• Fully implement the in-house courier scheme to provide an improved response to requests from
the equipment library, for servicing and repairs to medical devices, and to facilitate recycling of
walking aids
• Fully implement the breast pump loan scheme to support new mothers across Hertfordshire with
infant feeding

Central Alerting System (CAS) alerts
During 2019/20 there have been a total of 135 Central Alerting System (CAS) alerts issued; 33 were
applicable to HCT.
Of the 33 applicable CAS alerts, all required actions have been completed within the timescale set.
A breakdown of the type of CAS alerts issued can be seen in the table below:

Drug Alerts
Medical Devices
Supply and Distribution
Chief Medical Officer Alerts
Patient Safety Alerts
Estates and Facilities
Central Alerting Helpdesk Team
Total

Number
53
38
21
11
5
5
2
135
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Consistent and improving patient safety – infection prevention and control
Sustaining improvements in infection prevention and control standards has remained a Trust priority
for 2019/20. Our staff know they have an individual responsibility to ensure they provide a safe and
responsive service to our patients and service users, whether care is provided in clinics, community
inpatient units or in the patient’s home. Our Infection Prevention and Control (IPC) team has
supported our staff by providing them with evidence-based policies and procedures, surveillance of
nosocomial infections (previously known as healthcare associated infections), real-time data and
analysis, and open access to their clinical advice and expertise.
Our achievements for 2019/20 include:
• Low rates of nosocomial infections in the community inpatient units.
• Screening for MRSA of 99% of patients admitted to the community inpatient units. The Trust
performance target is 95% and the Trust has reported monthly compliance with this target
throughout the year.
• Participation in a 90-day quality improvement programme on hydration at QVM Hospital as part
of a wider Sustainability and Transformation Partnership (STP) improvement plan. The aim of the
project was to improve patient hydration through small and simple changes to everyday practice.
Keeping well hydrated can reduce the risk of developing a UTI and other severe infections
associated with it.
• Timely action taken by our community teams and Infection Prevention and Control team in liaison
with Public Health England (PHE) in response to the identified invasive Group A Streptococcus
(iGAS) cases in Hertfordshire.
• Excellent coordinated response and interaction between PHE, IPC and HMP The Mount upon
identification of cases of Mycobacterium Tuberculosis.
Hand Hygiene
Staff in our community inpatient units, community teams and other services such as Health Visiting,
Dental, Rapid Assessment Unit, and Minor Injuries Unit maintained their high standards in hand
hygiene, scoring consistently above our target of 95% when audited.
Of the patients who gave us feedback in 2019/20, 95% told us they observed that staff washed or
cleaned their hands between patients.
Clostridium difficile infections
During 2019/20 HCT reported 8 cases of laboratory confirmed Clostridium difficile infection (CDI)
cases. All cases of CDI are subject to a multidisciplinary Root Cause Analysis (RCA) process,
where patient care is reviewed. Five cases have successfully been appealed as no lapse in care
was identified on RCA. RCA investigations identified good practice and areas for improvement,
which were fed back to clinical staff across the organisation.
Throughout 2019/20, the IPC team continued to support clinical staff to reduce lapses in care, with
targeted actions reflecting the learning from RCA being included in the CDI action plan and the IPC
annual work programme. Progress against the annual work programme is monitored through the
Infection Prevention & Control Forum.
CDI cases – 2019/20 compared to 2018/19
Total
Q1
Q2
Q3
Q4
reported
2019/20
1
7
1
0
8
2018/19
2
1
2
3
8
*3 cases awaiting outcome of appeal
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Total successfully
appealed
5*
4

Meticillin Resistant Staphylococcus Aureus (MRSA) bloodstream infections
During 2019/20, no MRSA blood stream infections were notified.
Escherichia coli (E.coli) bloodstream infections
During 2019/20 0 cases of E.coli bloodstream infections were reported. The Trust is involved in the
Hertfordshire-wide health economy workstreams focussed on achieving the NHS Improvement
ambition of reducing Gram-negative Blood Stream Infections (GNBSI) by 50% by 2020.
invasive Group A Streptococcus (iGAS) cases
During Q2 the Trust was notified of a number of cases of invasive Group A Streptococcus (iGAS)
that were genetically linked in the Hatfield and Welwyn areas; this was declared as an outbreak in
September 2019. This outbreak was identified due to additional surveillance being undertaken by
Public Health England (PHE) following the large outbreak in Essex. The strain is a common type
found in the community and can be passed on through aerosol, droplet, direct and indirect contact.
Some of the patients identified as having iGAS were at the time receiving care from one of HCT’s
ICT teams. To ensure the safety of the patients who were being cared for, the ICT staff were
screened with all results being negative. Weekly management meetings were held with PHE, the
CCG, NHS Improvement and East of England Health Protection Team, and further support was
offered to the team to ensure that best practice was adhered to. In-depth investigation of the
outbreak remains ongoing at the time of the report with follow-up surveillance in place until
December 2020.
Mycobacterium Tuberculosis (TB) cases
A small number of cases of Mycobacterium Tuberculosis were identified in HMP The Mount in
October 2019. As a precautionary measure all residents and prison staff members identified as
being at risk of exposure at HMP The Mount were offered screening for TB.
The screening and follow up were conducted by PHE and involved a blood test to screen for TB
(IGRA) and a chest x-ray. 80.6% of screening tests were negative, with 19.4% of screening tests
being returned as positive, borderline or indeterminate. A complete blood profile was performed on
all residents and staff who returned as positive, borderline or indeterminate result, and triple-therapy
treatment was provided as required.
COVID-19
Following the declaration of a national outbreak of COVID-19 (coronavirus) in March 2020, the IPC
team has been key in supporting and advising services and staff, enabling the continued safe care
of our patients whilst following PHE guidelines, particularly relating to increased hygiene measures
and Personal Protective Equipment use.
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Consistent and improving patient safety – safeguarding people at risk
Safeguarding Adults
The Trust continues to meet its statutory requirements for the protection of patients through
Safeguarding Adults training and support process. In February 2020 the Trust achieved a Good
rating in the CCG Self-Assessment Assurance Framework.
Safeguarding Adults Team Activity
The Trust continues to demonstrate awareness of safeguarding concerns as evidenced in the table
below:
Safeguarding adult concerns raised

2015/16

2016/17

2017/18

2018/19

2019/20

313

471

505

656

350

There has been a predicted drop of Safeguarding Adults concerns due to the transfer of Herts
Valleys Adults services in October 2019. The Safeguarding Adults team ensures that HCT is
compliant with both the revised General Data Protection Regulation (GDPR) and the Hertfordshire
Safeguarding Adults Board (HSAB) Information Sharing Agreement and that information is provided
promptly and to a high standard. Monitoring the outcomes of the Safeguarding concerns means that
learning can be disseminated to Trust staff.
The Trust has maintained its good relationship within the multiagency forum by participating in the
HSAB and its subgroups. There has been one Safeguarding Adult Review (SAR) this year requiring
an Internal Management Review by HCT, and the Trust is involved in the formulation of an action
plan. The Trust has also participated as panel members in all Domestic Homicide Reviews (DHRs)
in Hertfordshire, one of which required an Internal Management Review.
HCT staff continue to receive regular communications from the Safeguarding Adults team through
Noticeboard emails and via their Safeguarding and Mental Capacity Act (MCA) Champions team to
keep them updated with lessons learned from safeguarding adults or MCA concerns and new
legislation or guidance.
Recognising domestic abuse remains a priority area within the Trust for staff working with people of
all ages and there is a Domestic Abuse policy which covers children, young people and adults.
Professional curiosity, seeking advice and escalation around domestic abuse have been promoted
through training and staff communications. Staff from both Adult and CYP services have become J9
Champions (someone in a public facing job who is trained to spot the signs of domestic abuse and
signpost to the right support, as part of the Herts Sunflower Service) and a staff Domestic Abuse
policy has also been developed this year. An Independent Domestic Abuse Advisor (IDVA) is colocated with the Safeguarding Adults team for one day per week and is available for staff to contact
for advice, as well as providing Intermediate Domestic Abuse Training for Level 3 staff and for
individual teams. The IDVA has attended clinic appointments across HCT services to provide face
to face support to victims of domestic abuse following referrals and arrangements by HCT clinicians.
We have strengthened the links between the Safeguarding Adults and Children’s teams through
colocation of the teams in one office base. A Safeguarding family approach is also being considered
to ensure there is clear team working, support and transition between CYP and Adult services.
Training
The contracted target for training has been achieved in 2019/20
Percentage of staff who are compliant with safeguarding adult training
Percentage of staff who are compliant with MCA training
Percentage of staff who are compliant with DoLS training
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2019/20
99%
98%
98%

Trust target
95%
95%
95%

During 2019/20 the Safeguarding Adults team focussed on strengthening the training offer to HCT
staff through face-to-face Deprivation of Liberty Safeguards (DoLS) training on the wards, mapping
training against the Safeguarding Adults Intercollegiate Document and implementation of a new
MCA e-learning package from Health Education England. The new Induction training for new
starters now includes a requirement for staff working in CYP services to attend MCA training which
now includes information on the MCA and 16-17 year olds.
The Trust’s Safeguarding and MCA champions receive an annual update which this year included
Intermediate Domestic Abuse training. The Champions received targeted, specialist supervision in
Q1 and Q3. 11 new Champions were trained between July 2019 and February 2020. The
publication of the Safeguarding Adults Intercollegiate Document has prompted a review of the
Champions model and training to ensure compliance at Level 3. A cohort of over 60 staff at Band 7
and 8 will be trained at Level 3 in 2020.
Mental Capacity Act (MCA) and Deprivation of Liberty Safeguards (DoLS)
Staff are now using the SystmOne template to record Mental Capacity Assessments and Best
Interests Decisions on the patient record. This screen was updated in August 2019 to include
recording Lasting Power of Attorney and prompts to check ID and upload a copy of the
documentation.
There has been one Court of Protection request for HCT involvement relating to a capacity
assessment which has been responded to professionally and within timescales.
The Named Nurse for Safeguarding Adults attended the National NHS E/I MCA and Liberty
Protection Safeguards scoping event as East of England representative and has designed a Trustwide MCA awareness campaign to identify and recognise areas of excellence in preparation for the
Mental Capacity Amendment Act launch in 2020/21.

PREVENT
PREVENT is part of the Government’s strategy to identify and safeguard vulnerable people at risk of
radicalisation. The Trust continues to meet the requirements from the Home Office to deliver the
PREVENT training and complete quarterly PREVENT returns. There has been one PREVENT
concern raised in this period which was discussed with the PREVENT Police team and no further
action required.
In order to meet the PREVENT training requirements, additional HCT staff in Adult and CYP teams
have attended a ‘Train the Trainer’ session to become approved PREVENT trainers.
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Safeguarding Children
During 2019/20 the Trust referred 175 families to Hertfordshire County Council’s (HCC) Children’s
Services as the referring practitioner felt the children involved were at risk of significant harm without
the intervention of additional services. HCT’s Public Health Nurses continued to be committed to
their child protection responsibilities in providing reports when required and attending Initial Child
Protection Conferences.
The Safeguarding Children team continues to monitor the standard, threshold and rationale for
referrals made to HCC Children’s Services, particularly scrutinising the referrals due to concerns
around neglect, and to identify whether the use of the Graded Care Profile (GCP) assessment tool
had been considered prior to referral as a means of evidencing concerns. Any referral not
progressed by Children’s Services is scrutinised by the Safeguarding Children Team to ensure it
clearly articulates the risk to the child.
Section 11 Audit in Hertfordshire
Hertfordshire’s Clinical Commissioning Groups (CCGs) undertake an annual Section 11 Audit to
monitor the strength of safeguarding children services against:
• Arrangements to safeguarding children under Section 11 of the Children Act 2004
• Compliance to Working Together to Safeguard Children 2018
• Hertfordshire Safeguarding Children Partnership (HSCP) Policies and Procedures.

The action plan resulting from the Section 11 Audit undertaken on 15 July 2019 was completed in
readiness for the 2020 Section 11 visit.
Safeguarding Children mandatory training
The Safeguarding Children training strategy outlines the level of training required for specific roles
undertaken within HCT. This ensures that HCT employees have a clear understanding of what
Safeguarding Children training they are expected to attend and to ensure that they are equipped
with the appropriate level of knowledge and skills they need to safeguard children. Safeguarding
Children annual training (Levels 1 to 4) compliance within HCT is 97% for 2019/20.Training
compliance has increased significantly following the scrutiny and follow up becoming the
responsibility of the individual managers rather than individuals alone.
The Safeguarding Children workbook implemented in 2018 continues to support training compliance
for Levels 1 and 2 staff groups. The Safeguarding Children team has started working on podcasts
and YouTube videos to increase alternatives to face-to-face classroom training sessions. At the
current time the induction Safeguarding Children training is being revised.

Q1
95%

% of staff trained at appropriate level of safeguarding children
Q2
Q3
Q4
Average
Trust target
98%
98%
98%
97%
95%

Safeguarding supervision
Safeguarding supervision continues to be mandatory for all frontline professionals working with
children and their families.
% of eligible staff who have undertaken safeguarding supervision
as per Trust policy*
Q1
Q2
Q3
Q4
Average
Trust target
96%
93%
98%
89%
94%
95%
*Sickness and vacancies within Safeguarding team led to difficulty in getting supervision
into the diary in Q2 but was rescheduled early in Q3. Sickness and COVID-19 resulted in
group sessions being cancelled during Q4
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Graded Care Profile (GCP)
The Graded Care Profile (GCP) assessment tool is an evidenced-based, educational resource
which is used in partnership with the parents when neglect is a concern, with the aim of improving
the situation, resulting in a positive outcome for the child.
The number of GCP assessments commenced was 36 in 2019/20 and has reduced slightly in
comparison to the 39 GCP assessments reported in 2018/19. The reason for this is unclear but may
be due to the changes in the number of routine contacts undertaken by the Public Health Nurse and
the partnership approach in the Public Health transformation model to supporting families, with
Family Support Services taking the lead in some of the assessments undertaken.
Serious Case Reviews (SCRs), Domestic Homicide Reviews (DHRs) and Internal
Management Reviews
Hertfordshire Safeguarding Children Partnership (HSCP) commissioned no new Serious Case
Reviews (SCRs) in 2019/20. The Safeguarding Children Team supported the four existing SCRs
which were progressed in 2019/20 with one being published in December 2019. One of the SCR
has led to the Safeguarding Children team putting robust processes in place around the HSCP
bruising protocol for immobile infants under 6-months old.
Two Rapid Reviews were undertaken in 2019. The Rapid Review is a new process (Working
Together to Safeguard Children 2018), which enables partners to discuss a case in a timely way to
identify any immediate action needed to ensure children’s safety and share any learning
appropriately and to decide what steps they should take next, including whether or not to undertake
a child safeguarding practice review.
HCT’s Safeguarding Children team has not been formally involved in any new Domestic Homicide
Reviews (DHR) during 2019/20.
Participation in audit
During 2019/20 the Safeguarding Children team has completed a number of audits, the findings of
which were presented at the Safeguarding Children Forum and shared widely throughout the Trust.
Where recommendations and actions are identified, an action plan is developed and monitored
through the Safeguarding Children Forum.
Paediatric Liaison IT solution
The sharing of information regarding children living in Hertfordshire who have attended an A&E
department or Herts Urgent Care (HUC) with HCT Public Health Nursing services has been
delivered county-wide through an IT solution since April 2019. The IT solution includes a weekly
bulk-upload of information of all children attending A&E or HUC onto the child’s SystmOne
electronic health record, together with an email alert to the Public Health Nursing team if the child is
identified as vulnerable, through the vulnerability criteria agreed by HCT and both acute hospital
trusts. At the current time, there is a significant amount of interest in this IT solution with HCT being
approached by a number of other local authorities. HCT has been supporting the adoption of this IT
solution in West Essex; this went live in February 2020.
In 2019, HCT was shortlisted as a finalist in the
prestigious Health Service Journal Patient Safety
Awards: Best Healthtech Solution for Patient Safety
category, for its Paediatric Liaison IT solution. In
September 2019 we also developed a poster which
captured the development of the IT solution and its
outcomes for the Queens Nursing Institute poster
competition. HCT won first prize and elicited further
interest from the conference delegates.
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Rapid Response to an Unexpected Child Death
The Safeguarding Children team, supported by the Police and Coroner, continues to provide a daily
Rapid Response into Unexpected Child Death service. In 2019 there were a total of 23 child deaths
that were Rapid Response, with 13 of these occurring in November and December 2019.
It has been identified that the number of unexpected deaths of infants that are reported to be well,
who were found unresponsive following sleep has slowly started to increase. The HSCP safe sleep
leaflet campaign commenced in 2015, together with further guidance for Health Visitors when
talking about safe sleeping at the new-birth visit, resulted in a decline of sudden infant deaths.
However recent data clearly indicates that further advice and education is required when the Public
Health Nurse is discussing safe sleep with new parents.

Total number of unexpected child deaths reported to team
Number of confirmed Sudden Unexpected Deaths in infants
*The outcome of some post mortem investigations are still awaited

2018/19

2019/20

15
4

23
6*

The Looked After Children and Care Leavers’ Health Service
The Looked after Children and Care Leavers’ Nursing team (LAC/CL) is commissioned to work in
close partnership with Hertfordshire County Council (HCC) and other professionals aiming to
identify the health needs of children and young people in care.
At the end of 2019/20 the total number of Hertfordshire looked after children was 950, 88 of whom
were unaccompanied asylum seeker children (9.3% of the looked after children population).
Health Assessments
The LAC team coordinates the administration of all statutory health assessments on behalf of HCC
for looked after children placed both in and out of county. All health assessments are required to
meet statutory and local timeframes. Our local service specification sets out the pathways of care
for looked after children and care leavers who are accommodated or provided with support in and
out of county; this also includes looked after children placed in Hertfordshire by other local
authorities. A small number of Review Health Assessments (RHAs) were not able to be carried out
within the agreed timescales due to reasons such as non-attendance or unavailability of an
interpreter.
The continuing high number of looked after children having their statutory health assessments
undertaken within timescales and to a high quality standard is due to the robust processes in place
and clear communication between HCC and HCT.
Health Assessments completed within required timescales
Q1
Q2
Q3
Q4
Average
Trust target
Initial Health Assessments completed
87%
81%
85%
80%
83%
90%
within required timescales
Review Health Assessments completed
90%
92%
95%
96%
93%
90%
within required timescales
There are a number of reasons why health assessments are not completed within the required timescales
including non-attendance, unavailability of an interpreter or the young person refusing the offer of an
appointment. All young people who miss their first appointment are offered another appointment and are
advised who they can contact if they have any health concerns.

Joint working
• HCT’s Public Health Nurses (PHNs) continue to complete a large number of RHAs for looked
after children in Hertfordshire. They are supported by their LAC Champions in Public Health
Nursing teams and by the Specialist LAC Nurses. A competency framework is completed for
each staff member to provide assurance that the staff member has the knowledge and skills to
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perform the health assessment to meet the young person’s health needs. Specialist LAC Nurses
continue to deliver Level 3 mandatory training to all PHNs, with LAC Champions attending annual
training and meeting every three months with the LAC Nurse team to discuss topics, challenges
and changes.
• HCT also employs three LAC GPs to complete Initial Health Assessments for children aged 10
years and over who have just come into care.
• Specialist LAC Nurses continue to work in partnership with five residential homes across
Hertfordshire, meeting with staff and with young people to support them with their complex health
needs. Members of the LAC team also attend a number of specialist Panels. This enables
support to professionals with high risk cases and working collaboratively in joint decision making.
• Hertfordshire Partnership Foundation Trust and HCT continue to work closely to understand each
other’s roles and ensure that communication is shared to provide smooth transition for care
leavers into adult mental health services when required.
• The LAC/CL team continues to work jointly with the Designated Doctor and Deputy Designated
Nurse from East & North Herts and Herts Valleys CCGs to implement changes in working
practices which have had a positive impact on service delivery.
Innovative working to support looked after children
During 2019/20 the LAC/CL team has:
• Produced a “how to” video to support staff completing health assessments on SystmOne.
• Worked with the SystmOne analysts to build the new Special Educational Needs and Disabilities
(SEND) questionnaire and action plan, designed by the LAC Nurses in partnership with the 0-25
SEND team in HCC to capture the voice of the child when verbal communication is limited.
• Designed a leaflet for young people and their carers to explain what an initial health assessment
is and what to expect. This has helped to reduce any anxiety for the young person and answer
commonly asked questions.
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Excellent clinical effectiveness and outcomes – National Institute for Health and Care
Excellence (NICE) guidance
In addition to improvements in Clinical effectiveness arising out of our clinical audit programme
(page 17), our NICE Working Group reviewed 199 of the 199 sets of national clinical guidance and
25 of the 25 quality standards released by NICE up to the end of March 2020.
We undertook self-assessments of compliance with the 61 clinical guidelines and the 13 quality
standards applicable to the services we are commissioned to deliver, and took action where
needed.
Examples of actions taken:
• QS190: Flu Vaccination: increasing uptake. A Trust-wide campaign was undertaken in order
to promote the seasonal flu campaign, highlighting the importance of attending a flu clinic led by
flu champions in order to protect staff, patients and their respective families during the flu season.
• QS181: Air pollution: outdoor air quality and health. Quite often patients are not aware of
how to cope with bad ‘air pollution days’. In order to fill this gap the respiratory service devised a
leaflet to give to patients which encouraged them to use local resources in order to gain
information which highlighted when air pollution was high, and to use their asthma reliever inhaler
if their asthma became worse during these periods. Additionally to keep windows closed and
avoid outdoor exercise (especially around traffic) when pollution levels were high.
• QS179: Child Abuse and Neglect. Safeguarding leads worked alongside their staff to improve
documentation so that situations are reported accurately to ensure that there was no room for
misinterpretation and consequent ineffective action.
• NG134: Depression in children and young people: identification and management. The
Clinical Quality Lead for our Step2 service amended the service’s assessment template in order
to include family histories of uni/bipolar depression in parents and/or grandparents. This is an
important additional source of information when taking histories of children and young people
with suspected mood disorders.
• NG143: Fever in under-5s: assessment and initial management. Health visitors have been
supplied with new electronic axilla thermometers so that fever can be measured more accurately
in infants under the age of 4 weeks.
• NG1: Gastro-oesophageal reflux disease (GORD) in children and young people: diagnosis
and management. Health Visitors have had new training in order to highlight the possible
complications of GORD in infants, children and young people, such as reflux oesophagitis,
frequent otitis media and dental erosion. Support will be offered to all babies attending specialist
breast feeding clinics and well-baby clinics.

63

Excellent clinical effectiveness and outcomes - Service developments: Adult services
Community Inpatient Units
During 2019/20 we have undertaken a number of actions to improve the care and ensure the safety
of patients in our community inpatient units as well as the flow of patients through the Hertfordshirewide health system:
• QVM piloted the Hydration Project with the aim of improving patient hydration through more

accurate recording of fluid balance, more choice in available beakers for patients, an additional
drinks round early morning with greater choice of hot or cold drinks at each of the drinks rounds
and using the red mat system to identify patients needing assistance. The outcome of this pilot
will be analysed with the potential to roll this out to all community inpatient units.
• In August 2019 we launched the In Reach Team at East & North Herts Trust. The team works

closely with the acute trust to effectively manage the timely allocation and flow of patients
requiring inpatient intermediate care rehabilitation or inpatient neurological /stroke rehabilitation.
• We also appointed a Ward Progress Chaser at QVM to follow up and progress actions to deliver

the timely discharge of patients to meet their expected date of discharge.
• We undertook a review of the staff establishment at each community inpatient unit to ensure that

the right staff with the right skills are in place to maintain safe staffing levels.
• We undertook an internal peer review at each community inpatient unit to provide assurance that

patients receive safe and effective care from responsive and well-led staff, rating each area as
‘Outstanding’, ‘Good´ or ‘Requires Improvement’:

Safe
Effective
Caring and Responsive
Well-led
Overall compliance score

QVM
98%
95%
100%
95%
97%

Herts & Essex
87%
85%
96%
91%
90%

Danesbury
80%
93%
84%
88%
86%

During the recent CQC inspection, Inspectors told us that staff in our community inpatient units are
passionate and dedicated in looking after our inpatients.

Readmission within 28 days
The percentage of patients aged:
(i) 0 to 14 and
(ii) 15 or over
readmitted to a hospital which forms part of the Trust within 28 days of being discharged from a
hospital which forms part of the Trust during the reporting period.
2018/19
2019/20
0-14
N/A
N/A
15 or over
0%
0%*
*Patients requiring readmission to hospital following discharge from an
HCT community inpatient unit will be admitted direct to an acute trust
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Adult Specialist Services
Lymphoedema service
In May 2019, our existing Lymphoedema service was commissioned by East & North Herts CCG to
expand from a cancer-related lymphoedema service to also include adults with non-cancer
lymphoedema, providing access to a greater number of patients who require specialist
lymphoedema care.
Musculo-skeletal (MSK) service
The First Contact Practitioner Physiotherapy (FCP) pilot, which is occurring in the North Stevenage
Primary Care Network, aims to reduce the number of inappropriate referrals into secondary care, by
offering easy and rapid access to physiotherapy, ensuring patient care is joined up. The six-month
pilot commenced in November 2019, with positive feedback received. The service has also
introduced self-check-in screens and online booking at pilot sites across east and north
Hertfordshire.
This has been a successful pilot and we have received an excellent service from
the physiotherapists involved. This gives a very speedy and expert opinion for
our patients and for us as GPs. It has also relieved some of the pressure from
our busy surgeries. I very much hope the service will continue.
Dr Anabel Harries
GP at Shephall Health Centre

Nutrition & Dietetics
This year there have been two areas where the Nutrition & Dietetic service has been promoting a
food first approach to malnutrition.
• In care homes additional support has been provided with the aim of promoting the correct and

early identification of malnutrition risk and the use of a food first approach to manage this risk.
This support is via the Enhanced Nutrition Support Service in East & North Herts and the
Nutrition Awareness Team in collaboration with Hertfordshire Independent Living Service (HILS)
in Herts Valleys. These teams audit agreed areas of practice related to nutrition provision within
the care homes and from this provide intensive, tailored training to all care home staff to enhance
understanding and practice. Where a care home demonstrates they meet the criteria to
appropriately identify and manage malnutrition risk using a food first approach, they receive an
accreditation. Since the start of the services, 118 care homes have been trained across
Hertfordshire, with 9 care homes receiving accreditation.
• For people living in their own homes who have been identified as being at risk of malnutrition due

to social rather than medical reasons, the Nutrition & Dietetic service in Herts Valleys has been
working in partnership with Age UK (Herts). The Age UK (Herts) Nutrition Support workers
contact patients who have been identified by the dietitians as at risk of malnutrition due to social
factors and help with a range of issues that improve patient’s quality of life and ultimately their
food intake. This includes referral to the befriending services for people identified as lonely,
accessing disabled parking to make food shopping easier or accessing care and support
services.
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East & North Herts Referral Hub – an award-winning service!
In July 2018 the E&N Integrated Community Team redesigned their access route, opening a
Referral Hub in Stevenage. HCT was proud to announce that the Referral Hub was named as
winner of the HSJ Community/Primary Care Service Redesign in November 2019. This was in
recognition for their outstanding contribution to healthcare. The E&N Referral hub initiative was
recognised for the ambition, visionary spirit and positive impact that the project has had on patients
and health and social care staff across east and north Hertfordshire. Judges applauded the team for
their passion and practical steps which have freed up clinical time, enabling our community teams to
focus on people and personal care.
The Referral Hub ensures all appropriate referrals are handed over to clinical teams in the localities,
in a timely manner, along with all the required information and documentation in place to enable
clinicians to focus their attention on providing high quality clinical care to the people that we treat.
Clare Hawkins, Chief Executive of HCT said: “This is a fabulous achievement and everyone at the
Trust joins me in congratulating the East & North Referral Hub team for their hard work and
dedication over the previous 18 months. To be recognised by the HSJ Awards is a great accolade. I
would also like to thank all our health and social care partners across east and north Hertfordshire
who continue to support and participate in this collaborative initiative which brings such valuable
benefits to our patients and their families.”
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Excellent clinical effectiveness and outcomes - Service developments: Children and
Young People’s (CYP) services
Hertfordshire Family Centre Service
The Hertfordshire Family Centre Service (FCS) brings children’s centres, health visiting and school
nursing together to provide a more joined up service for children, young people and their families
from pregnancy through to when a child reaches 19. Some of the service developments during
2019/20 are highlighted below.
• HCT was successful in achieving re-accreditation for best breastfeeding practice by UNICEF

Baby Friendly Initiative in June 2019. The re-accreditation demonstrates the high level of
commitment from HCT’s Health Visitors and FCS colleagues to support families with feeding and
developing close, loving relationships, ensuring that all babies get the best possible start in life.
• Following the initial launch of the service there has been integration of activities including joint

training planning and delivery, embedding the joint delivery of the 2 Year Group Review, and
cross-county roll out of the Preparing For Baby programme for parents from 28 weeks of
pregnancy.
• An Integrated Leadership Training programme has led to embedding a shared approach to

leadership and development across the family centres, increased knowledge, understanding and
skills in leadership and management across FCS, and reflection on practice and dissemination of
key learning via a celebration event.
• The Public Health Nursing service (Health Visiting and School Nursing services) hubs have now

been running for 12 months and are well established, providing a single point of access for each
of the four localities within Hertfordshire, and supporting the clinical teams in an integrated way,
ensuring resilience to manage workload and business continuity.
• ChatHealth is firmly embedded within Public Health Nursing service (School Nursing) and an

extensive and ongoing promotion of ChatHealth has seen a steady increase in new calls. Key
promotion activities have taken place, including development of a YouTube video for schools to
promote ChatHealth, a social media template for schools to use across their social media
platforms and a School Nursing Instagram account where ChatHealth is a regular feature. HCT
works in partnership with the Police to ensure that welfare checks run smoothly where there are
serious mental health safety concerns.
• The Lancaster Model (TLM) is a core part of the service offer, and is well accepted in schools

across Hertfordshire. School-aged children completing the online questionnaires have voiced
concerns relating to emotional health and wellbeing and have requested stop smoking advice.
It was a very good questionnaire that I couldn’t really
find anything wrong with it! The school nurse helped
me with the questions and it really helped me to think
about my health and wellbeing in general so a big
thank you. The thing that was good was after when
you got to talk to one of the nurses about your worries

• In January 2019, HCT welcomed for the first time four trainee Children’s Wellbeing Practitioners

(CWPs) as part of the national CWP programme, which was established as a response to the
target for offering an evidence-based intervention to 70,000 more children and young people
annually by 2020. CWPs are being trained to work with young people who wouldn’t otherwise
reach local thresholds for Child and Adolescent Mental Health Services (CAMHS); CWPs are
trained to offer brief, focused evidence-based interventions in the form of low intensity support
and guided self-help to young people who demonstrate mild to moderate anxiety, low mood or
common behavioural difficulties.
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• We are making use of all available technology, data sources, daily task rotas, such as Tableau

and KPI delivery dashboards, to improve the efficiency and responsiveness of the Public Health
Nursing service.
CYP Specialist and Therapy services
• HCT’s Children's Community Nursing team offered a Children’s Observation & Rapid
Assessment Service (CORAS) to the Hertsmere Herts Five Primary Care Network GP practices
as a pilot between December 2019 and February 2020. The service provides a home visit by one
of the highly trained Children's Community Nursing team, providing observations and
reassurance to parents with the aim of reducing unnecessary hospital and A&E admissions.
Visits are prioritised according to clinical need and take place between 2 and 48 hours following
accepted referral to the service in agreement with the referring clinician. Within the first month 13
children were referred which avoided 70 days of hospital bed admissions.
• HCT won the tender for the provision of Children’s Occupational Therapy (OT) and Speech and
Language Therapy (SaLT) in Hertfordshire and the contract commenced on the 1st October
2019. Following this, CYP Therapies now has an integrated Senior Management Team with
integration of operational processes across the 3 therapies – physiotherapy, OT and SaLT. An
integrated advice line for parents and professionals to call with any queries has also been set up.
• Linda Rafferty was shortlisted for Advancing Healthcare Award
for The NHS Employers award for outstanding achievement by
an AHP or healthcare, science apprentice, support worker or
technician. Linda has developed the ‘Ask Me’ communication
book in order for children with communication difficulties to have
their voice heard.

• The Autism Spectrum Disorder Programme and Pathway redesign programme, with joined up
working across HCT and East & North Herts Hospitals Trust, is focussing on clearing the current
waiting lists for autism assessment across Hertfordshire. Capacity within existing teams has been
increased by adopting different ways of working as well as skill mixing to increase the range of
professionals within the diagnostic team. Additional resources have been invested in staffing to
further increase capacity. Alongside backlog clearance, work is underway to launch a new 18
week multidisciplinary team assessment pathway that will ensure children and young people are
seen by the right members of the assessment team. Additionally HCT are key members of the
system-wide work to establish a robust pre and post diagnosis support pathway which will enable
and empower children and young people and their families to have their needs supported
regardless of diagnosis, improving their experience of the assessment journey and support better
outcomes for all.
• The Positive Behaviour, Autism, Learning Disability and Mental Health service (PALMs) is
delighted to be part of the national programme, leading on setting up Mental Health Support
Teams (MHST) in Special Schools. This is the first trailblazing site of its kind in the country (other
pilots have been in mainstream school settings). Recruitment to the teams is well underway with
established teams expected to go live in all pilot sites from September 2020. This piece of work is
expected to act as a benchmark for future MHST in Special schools across the Sustainability and
Transformation Partnership (STP) and is expected to inform future models.
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• The PALMs service has developed a Crisis Model in conjunction with existing system partners
within Mental Health and social care. Over the next 3 to 5 years, roll out of an Integrated First
Response Service for children and young people in crisis who have mental health needs,
including children and young people with Autism and Learning Difficulties, will be launched. The
crisis service will mean children and young people can be responded to efficiently in the
community, supporting reduced hospital admissions, and having their needs supported and met
by clinicians with the right skill and expertise. The Crisis service will extend and build on existing
services providing support outside of typical working hours across the week.
• Joint working between the Step2 and School Nursing services has successfully led to the

establishment of a team of Children and Wellbeing Practitioners in schools across Hertfordshire.
This will support children, schools and families to access early support and advice within school
to manage the wellbeing of children and young people.
HCT’s Children’s Specialist Services help seven year old stroke victim on her road to recovery.
In December 2018, Laila Nicholls, aged seven, suffered a paediatric stroke. Her mother Charley told us “I
didn’t even know a child could have a stroke. If you looked at the signs in someone older, you would know
that they’re having a stroke but you don’t put that together when it’s happening to a child.” Her daughter
was at a friend’s party when she collapsed. Charley continued “When I got there Laila looked up and me
and said ‘mum, I can’t speak [properly]’. I broke there and then in every way a person could break.” Laila
was rushed to Watford General Hospital and the next day was transferred to Great Ormond Street
Hospital, where she was treated for 15 weeks.
After another short stay at Watford General, she was referred into the community care of HCT for her
rehabilitation to begin. Laila’s physiotherapist, Becky Raftery continues the story: “The stroke was caused
by a blockage in her brain, which has resulted in weakness down one side of her body, as well as other
complications. In the physio sessions, we’re working on strengthening the weaker muscles with the overall
aim being for her to able to participate in day-to-day activities, such as going to school.”
HCT’s team of Children’s Physiotherapists also paid
a visit to her school to see what activities could be
adapted for her. All of this helped Laila’s rapid
improvement but she’s also been seen by HCT’s
Speech and Language Therapists and Children’s
Occupational Therapists. Laila continues to have
regular check-ups at Great Ormond Street.
Laila has one simple mantra that goes hand-in-hand
with her tenacious will to get back to her old self:
“Giving up is not an option!”
Charley explains why: Laila has not stopped
improving, so they’re not going to stop working with
her. She’s not giving up and neither are Becky and
the team of Children’s Physiotherapists. That’s
what’s helped her getting back to being my Laila
again.”
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Excellent Clinical Effectiveness and Outcomes - Continuous Quality Improvement
During 2019/20 our Quality Improvement team (previously the Transformation team) has worked
with a number of our operational and corporate services to implement service transformation
leading to improvement for our patients, their families and carers, and for our staff.
Adult service transformation
• Frailty: The Quality Improvement team has supported the work to deliver the Frailty Quality
Priority; full details of this can be found on page 29.
• Carers Assessments and Clinical Triage: Over the last six months, a social worker joined the
East & North Herts Referral Hub team to support the Carers Assessments and facilitate the
smooth signposting to Hertfordshire County Council (HCC) and the voluntary sector.
• STP Falls Pathway: The development and implementation of the Falls Pathways continued to
be supported, with the Falls Risk Assessment Tool (FRAT) being integrated into the new Core
Assessment Template.
• Dementia: HCT contributed to the post-diagnostic STP pathway and this is now awaiting
agreement across the organisations. As a result, minor changes have been made to the
dementia screening tool on SystmOne.
• Tissue Viability Transformation: HCT is working in partnership with the STP and CCGs to
develop an improvement plan that encompasses all components of service delivery (covering
specialist tissue viability, specialist leg ulcer, community leg ulcer care delivered through the ICTs
and wound care offer). A new delivery model is due to be agreed during 2020.
• Musculo-Skeletal (MSK) service Transformation: The transformation of the MSK service aims
to deliver personalised, easy to access, high quality and evidence-based care. By increasing
access to provision with reduced waiting times and extended role opportunities, HCT’s MSK
Service will empower patients to seek early intervention and manage their MSK health.
• Primary Care Integration Programme Clinical Services Offers: HCT has begun to offer some
services to Primary Care Networks, including Primary Physio Plus Service+, Primary Care Home
Plus Service+ and Primary Pharmacy Plus Service+. All new business proposals are shared and
governed through HCT’s Business Development team. These proposals are discussed at the
Primary Care Integration Programme (PCIP) Board.
• Integrated Care Pathway Pilot Project: The pilot aims to develop and implement an integrated
care pathway for patients identified as severely frail and housebound who live within the locality,
and aligns community services with primary care to maximise care delivery to provide patients
with a better coordinated and joined up approach to their care planning.
CYP service transformation
• Children’s Observation and Rapid Assessment Service (CORAS): HCT’s Children's
Community Nursing team is running a pilot with the Hertsmere Herts Five Primary Care Network
GP practices to offer this service, which aims to reduce unnecessary hospital and A&E
admissions by providing a home visit by one of the Children's Community Nursing team,
providing observations and reassurance.
• Paediatric Early Warning Signs (PEWS): To support the CORAS a new questionnaire within
SystmOne was produced for Paediatric Early Warning Signs. This has been developed in line
with the NICE traffic light system for identifying risk of serious illness and was designed so that
when the questions are answered the appropriate colour and score will be displayed, facilitating
prioritisation of clinical need.
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• Transition Collaborative: In August HCT was invited to join the second wave of the NHS
Improvement (NHSI) Project to improve Transition services and pathways. The project is aimed
at improving the transition experience of young people and their families by working
collaboratively across education, health and social care services demonstrating effectiveness
and centralising and standardising the use of an improved transition pathway.
Transforming Corporate services to support agile working
• Business Intelligence Portal and Data Warehouse: This project aims to create a fully
integrated data warehouse, which includes information from multiple IT systems as well as
enhancing the existing Business Intelligence platforms (SQL Server Reporting Services and
Tableau) to provide an efficient, effective and comprehensive cross-corporate reporting system to
reduce time spent on reporting and data validation.
• Staff intranet: HCT has procured, developed and rolled out a new Intranet platform for HCT as
part of the transforming corporate services programme. The new Intranet is much easier to
navigate and edit than previously, enhancing accessibility and functionality to ensure staff have
timely access to comprehensive information to support them with their day-to-day responsibilities,
professional development, and Trust-wide communication, and has enabled services and teams
to take over responsibility for updating their own Intranet pages.
• Robotic Process Automation (RPA): RPA/AI is the application of automation software to carry
out tasks and activities in applications and systems by interacting with them in the same way as a
human. As a result, entire end-to-end processes can be performed digitally with very little human
intervention, at a considerably greater speed and reliability, freeing up time for staff to prioritise
high-value tasks.
Our Quality Improvement team has also worked with both operational and corporate staff to embed
the principles of quality improvement in services through re-design and improvement projects. A
number of our staff have now attended Quality, Service Improvement & Redesign (QSIR) training,
either as a one-day bitesize session or five-day practitioner course, and QSIR principles are now
included for all new staff as part of their corporate induction. The Quality Improvement and Quality
Assurance teams continue to work together with staff to improve services as part of HCT’s journey
from Good to Outstanding.
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Understanding quality in our organisation – learning from ourselves and others
External Quality Assurance Visits and inspections
A range of external quality assurance visits and inspections have been undertaken by our
commissioning partners and external bodies during 2019/20:
• East & North Herts CCG conducted a support visit to Danesbury Neuro Rehab Unit in April 2019.
• Herts Valleys CCG conducted a support visit to Herts & Essex Community Hospital in July 2019.
• OFSTED visited a number of our CYP services to assess and monitor our Nursing Associate
Programme in October 2019.
• NHSE/I visited the Prison Healthcare service at HMP The Mount to undertake a Pharmacy
focused inspection in January 2020.
• A full CQC inspection of HCT’s core services took place in February 2020, followed by a well-led
inspection in March 2020 (page 22).
• East & North Herts CCG had planned a relationship visit to the Queen Victoria Memorial Hospital
during February 2020; however, due to the CQC Inspection being undertaken at that time, the
decision was made to reschedule this.
All visits have been followed up, feedback has been provided to those services reviewed, and action
plans initiated to ensure improvements are made for patients, carers and staff where appropriate.
Leaders have a clear strategy to provide highly
effective apprenticeship programmes that meet
the requirements of an apprenticeship, and the
needs of apprentices and employers.
Ofsted

Very positive visit to Danesbury; the team
engaged well and demonstrated working well as
a multidisciplinary team. The unit was calm and
well organised.
East & North Herts CCG

Escalated Service Reviews
During 2019/20 our MSK and Skin Health services received additional focus and support within the
Trust as escalated services. Between April and July 2019, performance in the MSK service
significantly improved, with the number of people waiting for treatment reduced from 4750 to 3070,
with 86% of these being seen within 12 weeks of referral. In our Skin Health service Recruitment of
a consultant dermatologist has remained a challenge across east and north Hertfordshire. As an
interim arrangement, HCT put in place one session a week from a consultant dermatologist from
Milton Keynes. This arrangement was agreed for an initial six months after which time the
arrangement will be reviewed.
Internal Peer Review and Accreditation
Internal Peer Reviews are the process by which the Trust gains assurance that care being delivered
locally meets the required standards, with an evidence-based approach from which improvements
can be made. The peer review tool has been reviewed to ensure services are assessed in line with
the CQC ‘Outstanding’, ‘Good’ and ‘Requires Improvement’ ratings to give a more cohesive
approach.
Adult community inpatient units, CYP services and ICT services were reviewed utilising the revised
internal peer review tool during the period March 2019 to January 2020. Twenty services were
reviewed, with 10 areas not meeting the required standard of 90%. Reassessments of some areas
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were conducted within a six-month period and demonstrated improvement in all elements of the
peer review assessment within the service. Peer review outcomes identified that staff were found to
be welcoming, caring and approachable, respectful, positive, polite, responsive to patients’ needs
and demonstrated a professional attitude. However, not all staff were wearing ID or the correct
uniform, and lacked understanding or knowledge of governance. These issues were addressed with
teams at the time to support preparation for our CQC visit.
Quality Assurance Framework
During the last year we have implemented our Quality Assurance Framework and process across a
broader range of services as we work towards introducing an accreditation programme during
2020/21.
The Quality Assurance Framework is a way of providing internal assurance across Adult and CYP
services, and consists of three elements: record keeping dip tests; team self-assessment using the
newly developed ‘Quality Wheel’; and an internal peer review assessment (see page 64 for the
findings of internal peer reviews undertaken in community inpatient units during 2019/20). Findings
from these three elements will form the basis of a Continuous Quality Improvement (CQI) Plan
which each service will monitor locally, and will use to either evidence Good or Outstanding
practice, or demonstrate improvements in any areas rated as Requiring Improvement.
Our Quality Assurance Framework will be piloted further in 2020/21 and will be one of several
elements considered as services seek to become accredited as a Good or Outstanding HCT
service.
HCT’s Quality Wheel
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Our staff – making HCT a great place to work
In October 2019, we introduced our new strategic objective to make HCT a great place to work.
During the year our People Team has worked with staff, supporting them to live our new values and
create an inclusive, open and compassionate culture. We wanted to motivate and retain our people
through excellent leadership at all levels of the organisation, a compelling employee offer,
continuous professional development, staff recognition and support for health and wellbeing.
Engaging and involving staff
Throughout the significant organisational change that has taken place within our Trust over the year
we have continued to foster strong engagement with our staff. This has included working with them
to develop and embed our new service models and involving them in the proposed changes through
workshops and regular staff communications.
We launched our new Trust values in the autumn, engaging with our managers and teams through
a range of forums and events. This included our ‘HCT Way’ launch events, at which we brought a
cross section of our staff together to share work on our vision, values and strategic objectives.
Participants and other staff were then invited to join our ‘Change Makers’ group. We have also
incorporated our values in our appraisal and selection processes.
We have commenced a new Organisational Development programme in collaboration with NHS
Improvement, using their Cultural Diagnostic Tool. We have engaged with our staff, using our
Change Makers to run focus groups (which around 80 staff attended) and a leadership survey to
gain insights into staff’s view of the culture and leadership behaviours at the Trust. This information
will enable us to establish a baseline of our strengths and areas for further development.
We have continued to refine our range of mechanisms for communication and staff engagement.
Through our new monthly Team Conversation events, our Executive team and service leaders get
together to agree a range of key messages to be cascaded. These are then set out in a CEO video
and comprehensive presentation to support local managers to disseminate the messages to their
teams.
During the year, we also introduced a Staff Council, with a cross-section of staff volunteers from
across the Trust. The purpose of the Council is to share governance and co-design improvements
to meet staff needs. For example, feedback was given at one of the meetings about lone working
and staff safety, which, in addition to action to reinforce existing safety arrangements, led to the
introduction of a pilot to test a Lone Working smartphone app.
We continued to seek feedback from our staff
through our quarterly Pulse staff surveys,
incorporating the Staff Friends and Family Test, to
provide regular opportunities for staff to give us
their views. We ran the annual staff survey as a
full online census, with 70% of our workforce
responding (a summary of the outcome is set out
on page 81), showing a high level of staff
engagement. This was a significant improvement
from the 55% response last year and also well
above the Community Trust average of 58%.

I am very proud about the service that my
service provide to patients and about the way I
am treated and respected by my colleagues
and managers at work.
Member of staff
Pulse Staff Survey May 2019

The survey outcome showed a positive picture of improvement, but we are working with our Staff
Council, Black, Asian and Minority Ethnic (BAME) Network and union representatives on our Joint
Negotiation Committee (JNC) and Medical Joint Local Negotiating Committee to develop a ‘Great
Place to Work’ plan to address the areas requiring further development to improve the experience of
our staff at work.
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We recognised and celebrated the fantastic achievements of our staff through our newsletters, local
team schemes, nominations for national awards and though our annual Leading Lights Awards,
which were presented at our Celebration event in June 2019. This annual event is supplemented by
our HCT Superstars Awards, where staff nominated for their exceptional contribution are presented
with badges and invited to a quarterly tea party. Around 350 HCT Superstars awards were
presented in the last year, reflecting the great work of our staff. We have also commenced our
celebrations for the International Year of the Nurse 2020 and plan to recognise nurses, health
visitors, school nurses and health care assistants through a programme of celebrations.
I strongly believe that events such as today’s
and the Leading Lights events do help to raise
staff morale, and install happiness and pride in
us all.
Member of staff
HCT Superstars Event

No matter how hard it can be sometimes,
nothing beats a ‘thank you’!
Member of staff
HCT Superstars Event

Staff Health and Wellbeing
Working with our Staff Health and Wellbeing Group and Network, we have continued to promote
staff health and wellbeing as an important priority. This included running our first Staff Wellbeing
Week in September 2019, which involved over forty activities across the Trust. Three Health &
Wellbeing Kiosks were accessed by around 500 staff to complete self-checks of a number of health
measures, and face-to-face ‘Over 40’ health checks were facilitated, and were accessed by over
100 staff.
During the year, we implemented our Staff Mental Health & Wellbeing policy and comprehensive
mental health action plan. These have been supported by our Mental Health Awareness sessions
and continued resilience training. We have also agreed a Domestic Abuse policy and guidance on
managing the menopause.
We have continued to support the emotional wellbeing of our staff with our comprehensive
Employee Assistance Programme, which provides staff counselling, along with legal and debt
advice. We have also continued to extend our fast track physiotherapy support to staff to help
address musculo-skeletal issues in a timely way, with very positive staff feedback.
We ran our 2019 flu campaign, with 75% of our frontline clinical staff being vaccinated. Although
being just below the nationally set target of 80%, this was above both the national average at 74.3%
and the East of England average at 72.2%.
Right staff in the right place
Over the last year, we have continued to embed our new service models and implement workforce
changes to make the best use of resources to meet increasing demand. This has included better
use of skill mix within our teams, such as our children’s Public Health Nursing teams and adult
Integrated Community Teams. Following the transfer of a significant number of our teams to another
provider, we also redesigned the way we deliver corporate services to make best use of our
remaining resources.
We set up a Recruitment and Retention Task Force and continued to look for innovative ways to
attract new staff, including using social media campaigns, running some joint events with other local
providers, putting up posters in community venues and advertising on the back of buses. This has
resulted in a reduction in our vacancy rate from 14.4% to 10.9% over the course of the year.
We continued to train our managers in recruitment best practice and this has had a positive impact
on recruitment outcomes. All our panels include at least one person who has been trained, which
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includes an understanding of unconscious bias. We also refreshed our Induction days to make them
more interactive, with a focus on Trust values, quality and patient experience.
We have worked closely with our temporary staffing provider NHS Professionals to implement
agency controls and have migrated temporary workers from employment agencies to the Bank
Network, our shared bank, which has produced significant reductions in use of agency staff.
Furthermore, as part of a collaborative re-procurement exercise, we have reduced our temporary
staffing management fees.
We have rolled out ESR Manager Self Service across the Trust, which has made it quicker and
easier for our clinical leaders to process starters, leavers and changes to contracts. Our future plans
for automation and the use of robotics will produce more efficient processes within the People
Team, releasing time for more important support for our managers and staff.
We implemented the Safe-Care module within our e-roster which supports our community impatient
units to correlate staffing numbers with patient dependency requirements on a daily basis. This
helps us to ensure we have the right number of staff on the unit to deliver safe patient care.
We are keen to support the career development of our talented staff and have included career
conversations as an integral part of our appraisal processes, linked to personal development plans.
This enables us to understand the career aspirations of our people, so that we can offer appropriate
development and improve staff retention. Our new Talent Management Framework and Plan sets
out how we plan to use this information, including succession planning for critical roles.
Learning and Development
During the year, we welcomed our first four registered Nursing Associates, working in our community
services and inpatient units. This new role has a skill profile between a health care assistant and a
registered nurse, freeing up nurses for more complex activities.
Our clinical training programme for nurses in adult services has continued to expand. We have
trained more than 600 staff in our frailty education programme, creating a new one-day programme
covering frailty, self-management and dementia, which enables staff to receive consistent
messages about these three key topics in the most time efficient way. In addition, through our
ongoing Palliative Care training programme, we have further developed staff skills in advanced care
planning and end of life care. These programmes have supported delivery of our Quality Priorities
(page 29).
We have also worked this year with our colleagues within the Family Centre Service to deliver a
shared programme of training to enable staff to advise and support families in areas such as speech
development, toilet training and sleep.
We have further extended use of our electronic learning management system - My Learning Zone and we won the International Totara Award for Best Healthcare Project 2019 for our work on making
learning easy for staff to access. We have also offered greater flexibility to staff by introducing a
wider range of blended and online training. This included our first e-learning programme on ‘Medical
Gases Awareness’, as well as presentations, videos and quizzes to support learning.
We have updated our Clinical Supervision Framework policy and have trained more than 40
supervisors to ensure that our clinical staff have regular access to clinical supervision. We
implemented the Electronic Clinical Supervision recording functionality within My Learning Zone and
by March 2020 this had been used by approximately 25% of clinical staff to record at least one
supervision session (alongside local record keeping).
We have continued to use the Apprenticeship Levy to support staff development. We are working
with the University of Hertfordshire on an apprentice programme to enable interested therapy
support staff to train as Occupational Therapists. We expect that our first students will start the
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programme in September 2020. We also have three staff who have started their Registered Nurse
programme, having previously completed an Assistant Practitioner Foundation degree.
Leadership and Management
As a dispersed community Trust, we recognise the key role our leaders play in the effective running
of our organisation and our staff experience. We have continued to develop the leadership capability
of our clinical and corporate leaders, senior managers and Board members, through training,
induction, action learning sets, secondments, project work, coaching and access to regional
leadership programmes.
We commissioned a shared Family Centre Service Leadership Development programme, which has
seen mixed teams from each of our localities learning and working on projects together with the aim
of further improving the integration between partners.
We participated in the Hertfordshire Accelerated Directors Development programme and we have
continued to support the Hertfordshire County Council and NHS graduate schemes by providing
placements, expanding the types of placements we offered. We have also worked with system
partners on the development of a Herts and West Essex Health and Care Academy and portal.
This year has seen increasing numbers of our leaders starting Leadership Apprenticeship
programmes to enhance their effectiveness. Our first CIPD apprentice finished their programme and
another staff member has started training for their professional finance exams funded via the
apprenticeship levy.
Our annual leadership conference focussed on “Thriving through Leadership” and was attended by
140 staff. This continues to be appreciated as an opportunity for our leaders to come together to
hear inspirational speakers, including the winner of our ‘Leading Lights Chairman’s Award for
Leadership’. We also continued to engage with our leaders though regular forums where we shared
strategy, successes and learning and provided networking opportunities.
Plans for 2020/21
We will develop our People and Organisational Development (OD) Strategy to ensure our people
continue to be engaged, developed, well-led and supported, with a particular focus on further
developing our organisational culture, promoting inclusion, embedding compassionate leadership
and supporting staff health and wellbeing:
•

We will continue our organisational development work and engage with our staff on our cultural
diagnostic programme to agree and implement an action plan to enhance the culture of HCT.

•

We will work with local partners to continue to seek ways to improve retention of our people and
recruit to our vacancies, so that we can provide safe care and reduce work pressure on our
teams. This will include being clear about what HCT offers as an employer.

•

We will increase engagement with new our starters through ‘30, 60, 90’ day contact to develop
relationships and ensure that staff have the correct tools to undertake their role and that they are
orientating well into their teams.

•

We will continue to support the health and wellbeing of our teams, with a particular focus on
introducing new tools to support mental health and wellbeing.

•

We will increase our nursing associate roles and second staff onto Occupational Therapy
apprenticeships, securing a new pipeline of talent.

•

We will continue to work collegiately with other local trusts and NHS Professionals to enhance
our bank network and further reduce reliance on agency workers.
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•

We will develop an Equality, Diversity and Inclusion Strategy, embedding our inclusion
objectives and working with colleagues on our BAME Network and other networks (still to be
established) to agree a robust delivery plan.

•

We will scope out and pilot self-rostering in a community inpatient unit and an integrated
community team to provide staff with greater choice, flexibility and control; assessing the impact
on staff wellbeing and retention.

•

We will further automate workforce processes to enable the People Team to focus more on
support and development for our leaders and teams.

•

We will collaborate with our partners and our services to obtain best value and most effective
use of Continuing Professional Development (CPD) funds provided by Health Education
England, increasing the opportunities available to staff.

•

We will build on the career conversation processes already in place to enable staff to identify
and articulate their aspirant career pathways, using formal talent mapping and succession plans
for key roles.

•

We will improve the monitoring and assurance of clinical supervision within the Trust.

•

We will work with partners across the Integrated Care System to create shared leadership
development programmes, including work on compassionate leadership.

Equality, Diversity and Inclusion – our staff
In line with our Great Place to Work strategic objective, we aspire to be a trust that celebrates
difference and to create a culture of inclusion, valuing the unique contribution of all our staff.
During the year, we established our BAME (Black, Asian and Minority Ethnic) Network, with more
than 30 staff engaging. Our network is important to promote inclusion and help give our BAME staff
a stronger voice in the organisation, including acting as a focus group to give views on Trust actions
and developments. The network has been highly active since its launch, with some members acting
as facilitators for our culture focus groups.
Members of the BAME Network also supported our Reverse Mentoring Scheme, which aims to help
senior managers to learn and see issues from the perspective of others. The scheme is being
piloted with Executive Team members, who have been paired with mainly BAME mentors.
Following this initial pilot, the plan is to roll this out more widely.
In the autumn of 2019, we signed up to the NHS Rainbow Badge scheme, which provides a visible
confirmation that the Trust is a non-judgemental and inclusive place for the LGBT+ community,
through staff wearing a rainbow badge. LGBT+ represents lesbian, gay, bisexual and transgender
with the + representing inclusivity of all identities regardless of how a person defines themselves.
The scheme was widely adopted by our staff.
We have maintained Level 2 Disability Confident Employer status under
the Disability Confident scheme, which demonstrates our comittment to
make the most of the talents disabled people can bring to our services.
In addition to offering interviews to those meeting the essential
requirements for roles, we also have numerous examples of making
adjustments for staff, from providing them with specialist equipment or altering their hours to better
meet their needs, through to redeploying them into different roles that make use of their skills and
enable them to continue working for us.
During 2019 we undertook a full review of our Equality Delivery System (EDS2) outcomes (nine
relating to services and the other nine for workforce), reassessing our equality performance with a
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range of staff representatives and external stakeholders. Overall, the Trust was found to be
developing in nine areas and achieving in nine areas, with no areas found to be under-developed.
These results were reviewed by the Trust Board and actions were developed and agreed with the
stakeholder groups to address the gaps.
We completed our annual NHS Workforce Race Equality Standard (WRES) report, aiming to
improve the representation and experience of BAME staff at all levels of the organisation. Of the
nine indicators that make up the WRES, we showed an improvement against two of the indicators,
deterioration against four indicators, and similar performance against three indicators during
2018/19. Areas for development were identified and will be monitored throughout the year.
Our Gender Pay Gap report showed that the mean gender pay gap between men and women
working at HCT was 11.1%, with a median gap of only 1.45%. This is an improvement compared
with the previous year and also compared very favourably to the national mean pay gap. As with
other organisations, our gender pay gap is due to a slightly larger proportion of men found in senior
positions.
We also submitted data for the new NHS Workforce Disability Equality Standard (WDES) against
the ten national metrics to enable us to better understand the experiences of disabled staff. An
action plan to address areas for improvement was presented to the Board and actions will be
monitored through our People Plan.

HCT launches its BAME Network
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Freedom To Speak Up: Promoting speaking up and raising concerns
During 2019/20 the Freedom to Speak Up (FTSU) Guardian and Ambassadors continued to support
our staff to raise concerns by helping make speaking up as easy as possible. To further support our
staff to raise concerns our team of Ambassadors increased from seven to ten. At the end of 2019/20
each Business Unit had at least three Ambassadors, meaning that there is increased visibility,
availability and choice should staff wish to raise a concern.
We continued to focus on raising awareness of the speaking up arrangements and attend all new
staff corporate induction and other Trust-wide events, provide regular communication through our all
staff publications, and extend an open invitation to attend team meetings.
In August 2019 we sought to find out how effective our promotional activities to raise awareness had
been and staff were invited to take part in a survey. Results were positive and provided assurance
that our staff know about speaking up arrangements and feel confident to speak up. Our findings
were further supported by the results of the first national ‘Speak Up Index’ report published in
October 2019 by the National Guardian’s Office. The index report uses data from the national staff
survey to rank trusts according to their positive speaking up culture; HCT was ranked as one of the
highest ranking trusts.
The Guardian continues to work closely with our Executive and Non-Executive FTSU leads who are
actively involved in all activities, including making themselves available to staff should staff wish to
talk directly to them.
We developed a dedicated web page with information for staff and a central, secure email address.
Staff can choose how they would like to speak up (by phone, by email, in person or anonymously)
and who they would like to speak up to. The contact details of the Guardian, Ambassadors and the
Executive and Non-Executive FTSU leads are easily available to all staff on the dedicated web
page, on posters and through information communicated to staff throughout the year. Staff can also
raise issues by way of a whistleblowing helpline run by our Employee Assistance Programme.
Concerns raised during 2019/20
There were 21 concerns raised during 2019/20. One concern was
raised anonymously to the CQC, but for all other concerns feedback
was able to be provided in a way agreed with the person which
included arranging to meet with the person or providing written
feedback. Some concerns did not require feedback as during
discussion the Guardian was able to advise and signpost the person.
Where we gave feedback to our staff, we took the opportunity to
ensure that they did not feel they had suffered detriment as a result of
raising their concern, and we asked them whether they would feel
comfortable to raise a concern in the future. Written feedback from
staff has also been gathered and to date all feedback has been
positive with regards to their experience of speaking up.
Only one concern raised during Q4 related to the COVID-19
pandemic; a worker was anxious that Personal Protection Equipment
(PPE) for clinicians working in the community would not provide the
appropriate level of protection. The worker was given assurance that
the Trust was following Government guidelines.

My concerns were
taken seriously and
dealt with really well

All I needed was an
informal chat and I am very
satisfied with the process

Speaking to the Guardian
gave me confidence in how
the Trust deals with things

Year on year we have seen a small rise in the number of concerns raised to the Guardian and this
pattern has been seen again, with 21 concerns raised during 2019/20 compared to 15 concerns
raised during 2018/19. The increase is considered positive as it demonstrates that staff know how
and who to speak up to, and review of the concerns raised shows that not all matters reported to the
Guardian or Ambassadors require investigation or relate to patient safety incidents. However, our
approach is to listen so that concerns are fully understood and to offer advice and guidance to
support our staff and enable them to feel able to raise concerns, leading to improved patient safety.
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Our staff – their feedback
Over 1,350 people in HCT (70%) took part in the annual national staff survey in 2019.
The survey results are presented in 11 key themes. We have achieved stable or improved results
across all of the key themes compared with last year, with statistically significant improvements in
seven of the areas. We have scored well above average on the quality of appraisals - feeling
valued, having clear objectives that help us improve, and including discussion around the Trust’s
values. Other areas where the Trust is doing well are staff feeling safe to raise concerns, supportive
immediate managers, using patient feedback and good relationships between colleagues.
Particular highlights include people feeling valued by HCT as a result of feedback in their appraisal
and appreciating being able to discuss the Trust’s values in their appraisal. This can be attributed to
the embedding of our new HCT values - Innovative, Caring and Agile. Over 80% of colleagues felt
secure in raising concerns about unsafe clinical practice – testimony to the hard work of our
Freedom to Speak Up Team and our approach to learning and quality improvement.
The results are particularly pleasing when we consider the challenges we had in 2018/19, after the
loss of a major contract, the TUPE transfer out of a third of our staff and a substantial programme of
transformation and service redesign.
Our new Staff Council and our staff side (Union Reps) have kindly agreed to work with us to develop
a ‘Great Place To Work’ plan which will take account of the valuable feedback from the survey.
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Clinical Leadership in HCT
Professional Clinical Leaders Group
HCT’s Professional Clinical Leaders Group (PCLG) was initially set up in December 2015 to
develop strong professional clinical leadership within HCT.
We have recently reviewed the terms of reference to ensure that the group brings together senior
representatives of each of the healthcare professions within HCT including doctors, nurses,
pharmacists, clinical psychologists and Allied Health Professionals (AHPs) with the aim of obtaining
collective professional advice to help inform Trust decisions associated with clinical/professional
practice, clinical strategy and:
•
•
•
•
•
•
•

Strengthen clinical and professional engagement across the Trust
Discuss and implement local and national professional guidance on clinical practice
Share best practice
Ensure a professional clinical voice is reflected in all Trust strategies
Create a learning environment were clinical practice can be improved
Engage with all professions to capture the shared voice of the clinical workforce
Work as a team across the professions and directorates and to learn from each other

During 2019/20 the PCLG has had an opportunity to:
•
•
•
•
•
•
•

Contribute to the review of our internal governance structure
Support HCT to develop its staff charter
Review and comment on the organisational/corporate strategy
Comment on our approach to continuous improvement
Review the People Plan
Support the annual flu vaccination programme
Gain updates and contribute towards to the Trust’s corporate strategy
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Protecting our patients and staff - Health and Safety and staff security
HCT’s Non-Clinical Risk Group Committee (NCRGC) regularly reviews health and safety and
security incidents and information. Actions from this meeting are reported to the Executive Team.
Reports from the NCRGC are also shared with our commissioners at our contractual meetings.
Health and Safety
The table below details the number of health and safety incidents reported on Datix, broken down
by category of incident:
2018/19*

2019/20

Personal Accident - Staff

61

58

Estates, Environment and Supplies - H&S-related issues only

44

48

Fire Related Event

43

38

Sharps and inoculation injuries/ incidents

16

21

Manual/Patient Handling [reported as]

22

27

Personal Accident - Other

10

8

Total
196
200
*Data validation at the end of 2018/19 has resulted in a slight change of numbers from those reported
in the Quality Account 2018/19

Staff Security
During 2019/20 there have been 310 security incidents reported and followed up by the Security
Management Specialist (compared to 379 for 2018/19). The loss of approximately one third of
HCT’s workforce in October 2019 is reflected in the reduction in the number of incidents reported;
however the reporting rate continues to be proportionate to the number of staff. The top categories
of serious incidents reported are detailed in the table below:
2018/19

2019/20

Staff subjected to verbal abuse or threatening behaviour (including
incidents of abuse over the phone)

100

99

Other loss of Trust property (including laptops, phones, ID badges etc.)

58

42

Clinical Assault*

31

17

Theft or burglary (theft with trespass) from Trust premises (including
25
15
loss of patient property)
*A clinical assault is where a patient has assaulted a member of staff but cannot be held responsible
for their actions due to cognitive impairment.

Verbal abuse remains of the biggest issue for staff, which HCT takes very seriously. Where this is
occurs, managers are encouraged to contact the person concerned to warn them of possible
consequences. Where the action has been identified as criminal, managers are encouraged to
report the incident to the Police.
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Formal responses from stakeholder organisations

East and North Hertfordshire Clinical Commissioning Group’s Response to the Quality Account
provided by Hertfordshire Community Trust
East and North Hertfordshire Clinical Commissioning Group (ENHCCG) welcomes the opportunity to
provide this statement for Hertfordshire Community NHS Trust (HCT).
Towards the end of 2019/20 the NHS has been significantly affected by the Covid-19 pandemic, and all
organisations across our healthcare system have pulled together to redesign services and deliver safe care
to our patients. The CCG recognises the efforts of the Trust and thanks all of their staff at what has been
an incredibly challenging time.
The information provided within this account presents a balanced report of the quality of healthcare
services that HCT provides and is, to the best of our knowledge, accurate and fairly interpreted, is easy to
read and well set out. The Quality Account clearly evidences the improvements made and where
improvements are still needed.
During the course of 2019/20 ENHCCG have worked closely with HCT, meeting regularly to review the
Trust’s progress in implementing its quality improvement initiatives in order to gain the right level of
assurance in relation to the services we commission. To build on this level of assurance throughout the
year ENHCCG have undertaken Quality Assurance Visits to observe some of the good practice that takes
place in the community; this is in addition to formally reviewing service quality at the regular Clinical
Quality Review Meetings.
During 2019/20 HCT has made positive progress regarding their quality priorities as set out in the
account. The account demonstrates commitment to improving care across the organisation in relation to
pressure ulcers, falls and through research, audits and learning from incidents and deaths.
The CCG would like to commend the Trust following the Care Quality Commission’s (CQC) inspection
between February and March 2020, with the Trust maintaining an overall rating of ‘Good’. The Trust has
responded positively to making improvements focusing on three areas identified during the inspection,
medicine management, supervision to staff and staffing levels for inpatient units. The CCG continues to
monitor the Trust’s progress against their action plan to ensure the required improvements are made.
The CCG would like to highlight the two areas identified as outstanding during the CQC inspection,
safeguarding leads for their effective leadership and their well-established proactive working with the
wider health care system, and the progress chasers working in the inpatient units supporting the multidisciplinary team and managing discharges, allowing clinical staff to deliver care.
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During 2019/20 HCT has maintained a strong position in relation to quality, patient safety and patient
experience. The CCG is pleased to see the progress in relation to Quality Improvement and looks
forward to seeing improved patient outcomes as a result of the Quality Improvement initiatives being
undertaken.
The CCG is pleased to note the Patient Led Assessments of Care and Environment (PLACE) have met or
exceeded the national average across all domains.
The CCG is aware that the Trust has had challenges within the Muscular Skeletal Physiotherapy Services
(MSK), Children and Young People (CYP) and Skin Health service; we will continue to work with HCT and
monitor closely through 2020/21.
The CCG would like to note the contribution HCT had with regards to the invasive Group A Streptococcus
(iGAS) outbreak in September 2019 and welcome the in-depth investigation report including the follow up
surveillance due in December 2020.
The CCG supports the Trust’s 2020/21 four quality priorities and is pleased to see that the Trust will be
improving care through the use of the Rockwood Scale for frailty, focusing on falls, supporting health
and well-being and the involvement and support to carers and End of Life Care.
We look forward to working with and supporting HCT in developing new ways of working in light of the
Covid-19 pandemic, as well as the ongoing development of the Integrated Care System and Integrated
Care Providers, in order to provide high quality services for our patients. We hope the Trust finds these
comments helpful and we look forward to continuous improvement in 2020/21.

Sharn Elton
Managing Director
East and North Herts CCG
November 2020
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Herts Valleys Clinical Commissioning Group’s response to the Quality Account of
Hertfordshire Community NHS Trust for 2019/20
NHS Herts Valleys Clinical Commissioning Group (HVCCG) welcomes the opportunity to provide this
statement on the Hertfordshire Community NHS Trust (HCT) Quality Account. We would like to thank the
Trust for preparing this Quality Account, developing future quality assurance priorities and acknowledging
the importance of quality at a time when HCT are experiencing additional and unprecedented pressures due
to the COVID‐19 pandemic impacting on both the workforce and patient service deliverables. The CCG
recognise the hard work undertaken by the Trust throughout this period, the dedication, commitment and
resilience of staff and would like to thank them for this.
HVCCG is responsible for the commissioning of health services from HCT to deliver the Children and Young
People (CYP) and also the Nutrition and Dietetic services. During the year HVCCG have been working in
partnership with HCT gaining assurance on the quality of care provided to ensure services are safe, effective
and deliver a positive patient experience. In line with the NHS (Quality Accounts) Regulations 2011 and the
Amended Regulations 2017, HVCCG has reviewed the information contained within the HCT Quality Account
and checked this against data sources where this is available and confirm this to be accurate and fairly
interpreted to the best of our knowledge.
When reviewing progress highlighted against priorities that were set out for 2019/20 the CCG note there has
been clear progress as evidenced throughout the Account.
To provide a CYP example, in order to prevent unnecessary hospital admissions the HCT’s Children's
Community Nursing team offered a Children’s Observation & Rapid Assessment Service (CORAS) to the
Hertsmere Herts Five Primary Care Network GP practices, resulting in avoidance of 70 days of hospital bed
admissions in the first month alone.
Progress can also be demonstrated through Nutrition & Dietetic services, including where as a result of
effective partnership working alongside Age UK Herts, patients identified at risk of malnutrition due to social
factors have received further support in a range of areas to improve patient’s quality of life and ultimately
their food intake.
In terms of challenges the CCG are mindful that for CYP autism services there is a backlog for assessments
and this is an area requiring significant improvements. The CCG agree with the HCT strategies in place for
delivering improvements and actions implemented to date such as adopting different ways of working and
developing the staffing skills mix in order to increase professionalisms within the wider diagnostic team.
Furthermore we are also aware that the Community Paediatrics services generally provided by HCT have
struggled to meet key performance indicators relating to wait times and this continues to be a focus for
improvements and partnership working.
From an Adult and Children Safeguarding perspective HVCCG recognises within the Account the good
practice examples supporting people of all age groups. Furthermore the CCG would like to commend HCT
following the Care Quality Commission (CQC) review feedback in March 2020 where outstanding recognition
was received for the knowledge and practice demonstrated by HCT safeguarding leads, in addition to the
well‐ established and proactive partnership working with other health and non‐health agencies.
The Account also provides a positive overview for workforce initiatives during 2019/20 including for
Freedom to Speak Up (FTSU) Guardian and Ambassadors. The CCG welcomes the increases in Ambassadors
from within the service and note that whilst there has been a year on year increase in concerns raised
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through this route, that staff feedback to date has been positive with regards to their experience of speaking
up.
Looking forward HVCCG support the Trust’s quality priorities and indicators for 2020/21, including actions
aligned with objectives in the Hertfordshire County Councils Young Carers Strategy, as well as ensuring that
children and young people identified as being in their last year of life, and those close to them, are involved
in their end of life choices and that they receive the right care, at the right time, in the right place, “No
decision about me, without me”.
The CCG recognises the challenges experienced by the Trust in 2019/20 and look forward to a continued
collaborative working relationship with HCT in order to build upon existing successes and take forward the
needed improvements for developing the quality of services in 2020/21.

David Evans
Managing Director
Herts Valleys Clinical Commissioning Group
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Healthwatch Hertfordshire
Healthwatch Hertfordshire has advised us that they will not be providing comment on individual
Quality Accounts 2019/20. However they have provided the statement below for inclusion:

Healthwatch Hertfordshire values the relationship with Hertfordshire Community NHS Trust and
looks forward to continuing to work closely with the Trust to help improve services for patients
including supporting the quality priorities outlined in this Quality Account.

Steve Palmer, Chair Healthwatch Hertfordshire, April 2020
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1.

EXECUTIVE SUMMARY

The purpose of the report is to provide assurance that Hertfordshire Community NHS
Trust (HCT) complies with the Department of Health regulations set out in:
• The Health and Social Care Act 2008: code of practice on the prevention and
control of infections and related guidance (Revised 2015)
During the year the Trust arrangements for the control of infection were subject to
external review from key external stakeholders including a Care Quality Commission
(CQC) inspection. The findings identified good practice and areas for improvement in
relation to Infection Prevention and Control; learning was shared and local action
plans implemented to provide assurance. The IPC team continued to work with staff
to action the recommendations and improve patient safety and experience.
Hand hygiene practice across the Trust was monitored closely as part of the annual
audit programme. This process became more acutely monitored towards the end of
March 2020 in light of the pandemic due to COVID-19, though submission of audit
data did suffer slightly due to competing pressures resulting from the pandemic
scenario. The data available demonstrates that we continued to meet best practice
standards.
The report demonstrates the scope of the work undertaken in collaboration with HCT
staff and external stakeholders, it includes the uptake of training and assurance that
effective staff support is in place to prevent and control for health care associated
infections.

Glossary of terms:
BSI
CAUTI
CDI
DIPC
E.coli
GNBSI
HCAI
IBPR
IGAS
IPCF
IPCLP
IPCT
MRSA
PIR
RCA
SI
UTI

Blood Stream Infection
Catheter Associated Urinary Tract Infection
Clostridium difficile Infection
Director of Infection Prevention and Control
Escherichia coli
Gram-negative Blood Stream Infection
Healthcare Associated Infection
Integrated Board Performance Report
Invasive Group A streptococcus
Infection Prevention and Control Forum
Infection Prevention and Control Link
Practitioners
Infection Prevention and Control Team
Meticillin-resistant Staphylococcus aureus
Post Infection Review
Root Cause Analysis
Serious Incident
Urinary Tract Infection
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Key achievements in 2019/20:
• Effective and collaborative management of an IGAS outbreak occurring
in HMP The Mount. IPC from PHE and HCT, CCG and prison staff all
worked together to ensure that the outbreak was successfully brought to
a close in December 2019.
• The 2019/20 Trust flu campaign achieved uptake of 77%.This compares
favourably to the average Midlands and East (East) regional uptake of
72.1%, and is more than the Trust’s previous season 70%.
• Development and introduction of MRSA care plan using SystmOne.
• Low rates of MRSA, Clostridium difficle and ESBL in the inpatient units.
• 99% of patients admitted to the inpatient units were screened for MRSA
on admission. The Trust performance target is 100% and the Trust has
reported monthly compliance with this target throughout the year.
• Addition of a Band 6 IPCN to HCT
• Receipt of overall rating of GOOD from 2019’s CQC inspection
Strategic Context
HCT is committed to delivering ‘high value healthcare’ which provides excellent
clinical outcomes, an outstanding patient experience, consistent and improving
patient safety which is highly efficient and cost effective. Assurance of robust
infection prevention and control processes are presented and monitored by the
Infection Prevention and Control Forum reporting to both the Clinical Governance
Sub-Committee and the Quality Committee on a regular basis throughout the year.
The Director of Infection Prevention & Control (DIPC) also reports directly to the
Board on HCAI performance throughout the year.

2.

COMPLIANCE WITH THE HEALTH AND SOCIAL CARE ACT 2015

Criterion 1: Systems to manage and monitor the prevention and control of
infection
a. Organisational Accountability for Infection Prevention and Control
Roles and Responsibilities
Key roles and responsibilities are detailed below, however all staff have a role to play
in the prevention and control of infections.
Chief Executive/Director of Infection Prevention and Control
The Chief Executive has overall responsibility for ensuring effective management and
monitoring arrangements provided for IPC to meet all statutory requirements.
The Director of Infection Prevention & Control (DIPC) has delegated responsibility for
the management of IPC and is responsible for ensuring that systems and processes
are in place in response to external and internal requirements to minimise risk to staff,
service users and visitors and ensure compliance with the Code. The deputy
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DIPC/Director of Nursing & Quality is the Chair of the Infection Prevention and Control
Forum.
Infection Prevention and Control Forum
The Trust Infection Prevention & Control Forum (IPCF) meets quarterly and is chaired
by the Director of Nursing & Quality / Deputy Director of Infection Prevention and
Control. The IPCF is a subcommittee of the Patient Safety and Experience Group,
which is a subcommittee of the Healthcare Governance Committee that reports
directly to the Board. The functions of the IPCF are to:
•
•
•
•

Receive an operational overview of infection prevention and control activity in
line with the annual IPC work programme
Monitor the performance against key indicators and learning from incidents
Seek and monitor assurance of compliance with the Health and Social Care
Act 2008 (DH, 2015)
Review and monitor infection prevention and control incidents and risks

The Trust is also represented at the Hertfordshire and West Essex CCG Infection
Prevention and Control Group meeting, which aims to bring together all providers in
Hertfordshire to share good practice in IPC. During 2019/20 the CCGs continued to
work with all providers including HCT, to support the local health economy to deliver a
reduction in healthcare associated infections.
These meetings were curtailed due to the pandemic, with the last one for 2019 held in
February 2019.
The Infection Prevention and Control Team
The infection prevention and control team (IPCT) staffing establishment consists of
1.0 WTE lead infection prevention and control nurse (IPCN) and 1.0 WTE IPCN,
giving a total of 2.0 WTE IPCN’s.
Arrangements for Consultant Microbiologist support has continued through 2019/20.
This support was from both East and North Hertfordshire NHS Trust and West
Hertfordshire Hospitals NHS Trust until 30th September 2019 when there was a
transfer of services. A renewed service level agreement has been taken forward with
East and North Hertfordshire NHS Trust to cover from 1st October 2020.
Infection Prevention and Control Link Practitioners
The infection prevention and control link practitioners (IPCLPs) are a valued group of
staff from adult and children’s services across the Trust. IPCLPs support the IPCT to
maintain standards, share good practice and disseminate information at the front line
of patient care.
The IPCLP group meets quarterly and includes updates on HCAI data and
performance against key indicators (standing items), they are actively encouraged to
share best practice and use each other as a support network.
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b. Monitoring the prevention and control of infection
Surveillance of healthcare associated infections
Surveillance of healthcare associated infections (HCAIs) such as Meticillin-resistant
Staphylococcus aureus (MRSA) blood stream infections (BSIs), Clostridium difficile
infections and Escherichia coli blood stream infections.
Cases of HCAIs are proactively monitored, investigated and learning shared locally
and with external stakeholders. As a community provider the Trust is not allocated
targets and reduction trajectories for alert organisms by NHS England, however an
annual ceiling of was agreed as the trajectory for Clostridium difficile infections (CDI)
in 2019/20, as part of local commissioning arrangements (8 for the full year and an
agreed new total ceiling for Q3 and Q4 to be 2).

Table 1. 2019/20 HCAI data
Inpatient units
MRSA BSI
0
MSSA BSI
0
Escherichia coli 1
BSI
Clostridium
8
difficile
infections
Outbreaks
1 (HMP The Mount)

Adult services
0
0
0

Children’s services
0
0
0

0

0

0

0

The surveillance data demonstrates the zero tolerance approach of avoidable HCAIs
along with the work undertaken by all services, supported by the IPCT.
Clostridium difficile infection (CDI)
In 2019/20 a total of 8 patients were diagnosed with a CDI. Following robust root
cause analysis investigations, the Trust was successful with 5 appeals to the
commissioners for cases where no lapse in care was identified. 3 cases remain
pending for review which have been delayed due to COVID-19 pandemic.

MRSA Blood Stream Infection
In 2019/20 there were no reported cases of MRSA bacteraemia.

MRSA admission screening
Since March 2009, HCT has screened all adult inpatients on admission for MRSA
colonisation as part of the 2008/09 Operating Framework commitment led by the
Department of Health to reduce MRSA bacteraemia cases.
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The Trust has sustained monthly MRSA admission screening compliance above 95%
in line with the contractual target of 95% throughout 2019/20.
Escherichia coli (E.coli) blood stream infections
In 2019/20 the Trust reported 0 cases of E.coli blood stream infections.

Serious incidents and infection prevention and control related incidents
iGAS Outbreak
An outbreak of Invasive Group A Streptococcus (iGAS) was identified in a blood
culture isolated dated 17th May 2018 through enhanced surveillance undertaken by
Public Health England. This was part of ongoing surveillance relating to a recent
outbreak of iGAS in Essex.
In total, 10 cases were identified. The samples taken identified an EMM89 strain of
iGAS were whole genome sequenced, with 7 cases testing positive for the same
strain over the period of eighteen months.
Within the whole cluster, a group of 3 were identified as a separate cluster in
February/March 2019 and were investigated, separate to this investigation, by PHE.
The staff who had cared for them were screened at the same time and were all
found to be negative for GAS infection. The outbreak was declared a serious incident
on 13th September 2019 and closed 31st December 2019.
TB Outbreak at HMP The Mount
A small number of cases of Mycobacterium Tuberculosis were identified in The
Mount in October 2019. As a precautionary measure all residents and prison staff
members identified at risk of exposure at The Mount were offered screening for TB.
PHE conducted the screening and follow up which involved the following:
1. A blood test to screen for TB (IGRA)
2. A chest x-ray.
The results were as follows –
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Of the positive, borderline and indeterminates, a complete blood profile was
performed, with triple-therapy treatment provided as required.

COVID-19
On 30 January 2020, a level 4 national incident was declared as a result of the
COVID-19 pandemic. The Trust was required to prepare its response as part of the
wider health and social care system with the objective to protect and support patients
and staff during the outbreak. The Trust has followed national guidance in relation to
the COVID-19 pandemic and a more detailed report will be covered in the 2020/21
annual report.

Criterion 2: Provide and maintain a clean and appropriate environment in
managed premises that facilitates the prevention and control of infections.
a. Cleanliness
HCT is committed to providing and maintaining a clean and appropriate environment
which facilitates the prevention and control of infections for patients, visitors and staff.
The Estates and Facilities team support the Trust to demonstrate and meet the objectives
of criterion 2 in the code of practice for preventing infections (DH, 2015).
In accordance with national guidance the Trust continued to measure compliance with
ward cleanliness and the cleaning of equipment/areas assigned to nurses within Very
High Risk (areas) against the standards set.
The majority of inpatient units audited were assessed as being above the national
average for cleanliness, above 95% score.
The Trust’s Patient Experience team facilitated the annual Patient-Led Assessments of
the Care Environment (PLACE) programme where patient representatives together with
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key staff members assess the Trusts compliance against a range of different patient
environment focused standards.
The PLACE programme of visits was carried out between March and June 2019.
Results are as follows –

b. Water Safety
A revised water safety group was established in October 2018, with a revised reporting
route to the DIPC through the IPCF. The monitoring of water systems for Legionella has
continued and includes regular risk assessments, and sampling for legionella. In addition,
water testing for Pseudomonas aeruginosa in identified augmented care areas has been
risk assessed. Estates and Facilities appointed an Authorised Engineer and the group is
continually assessing both sampling and assessing procedures.

c. Building and design project developments
The IPC team worked collaboratively with the Estates and Facilities capital projects team
to ensure best practice guidelines and compliance with Health Building Note on the
design, planning and refurbishments of healthcare buildings; in following projects:
•
•
•
•
•
•
•

Bishops College 3rd floor - refurbishment
St Albans Civic Centre – Health & Wellbeing Centre
Waltham Cross – Phase 1 & 2
Danestrete – External staircase refurbishment
Danesbury – New kitchen
Pat Lewis – refurbishment
Gossoms End - refurbishment

Completed designs:
• Cheshunt Community Hospital – 3 new dental suites
• Howard Court – Redevelopment plans
Criterion 3: Ensure appropriate antimicrobial use to optimise patient outcomes
and to reduce the risk of adverse events and antimicrobial resistance
HCT draws on national and local guidelines, monitoring and audit tools such as
NICE guidelines, guidance on patient group directions, the TARGET toolkit in
primary care and ‘Start Smart Then Focus’ in secondary care; to improve
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antimicrobial prescribing and ensure inappropriate and harmful use is minimised.
On-going quarterly antimicrobial audits are completed in all adult inpatient units.
Reports continue to be submitted to relevant Trust meetings and cascaded via Trust
communications.
Audit tools of antimicrobial prescribing within the community inpatient units were
reviewed against the PHE ‘Start Smart – Then Focus’ toolkit (March 2015).
An Antimicrobial Action Plan has been developed by the Pharmacy team following
an audit which will be monitored via medicines management group.

Criterion 4: Provide suitable and accurate information on infections to service
users, their visitors and any person concerned with providing further support
or nursing/medical care in a timely fashion
The IPCT utilise a variety of methods to disseminate messages to service users,
staff and other providers.
IPC notice boards are prominent in service user/patient facing areas, these are
updated regularly by IPCLPs to promote key messages.

Service users continue to be included in all PLACE audits to provide a patient
perspective on our services including cleanliness of the environment.
In 2019/20 monthly IPC updates and the theme of the month posters were
superseded by COVID-19 information and updates. The IPC newsletters and
relevant information leaflets available on the Trust intranet were also restricted to
reflection on COVID-19 and the wider pandemic issues.

Criterion 5: Ensure prompt identification of people who have or are at risk of
developing an infection so they receive timely and appropriate treatment to
reduce the risk of transmitting infection to other people.
In 2019/20 the IPCT increased visibility in the inpatient areas to better support staff.
In addition, weekly surveillance of pathology results was commenced to capture
cases of C difficile, MRSA bacteraemia, Gram negative blood stream infection,
MRSA wound infection and catheter associated urinary tract infection. Currently, due
to I.T restrictions, pathology results are only able to be accessed for Danesbury and
QVM.
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Criterion 6: Systems to ensure that all care workers (including contractors and
volunteers) are aware of and discharge their responsibilities in the process of
preventing and controlling infection
The IPC team continued to work closely with all staff to implement best practice and
reduce the risk of HCAI. IPC training is an integral part of Trust induction and
mandatory clinical essential training. The training content covers all of the standard
IPC principles such as hand hygiene, sharps safety, blood borne viruses and
environmental cleaning.
Mandatory training was suspended in March 2020 due to the pandemic. On line
training is still available via the Intranet, with updates being considered to
appropriately reflect the current situation regarding COVID-19 pandemic.

Criterion 7: Provide or secure adequate isolation facilities
HCT provides isolation facilities in inpatient units, supplemented by policies for the
effective management and appropriate placement of patients with suspected or
confirmed healthcare associated infections in clinical settings.
The inpatient units monitor delays in isolation and report through the monthly
Integrated Board Performance report (IBPR). The inpatient teams are encouraged to
use the isolation priority matrix to risk assess priority for side rooms. Where
placement of a patient into a side room is delayed, the teams inform the IPCT and
complete a Datix report.
The IPC team support staff to improve quality of care and the use of available
capacity effectively through weekly visits and calls to the inpatient units.
Criterion 8: Secure adequate access to laboratory support as appropriate
Laboratory support is provided by local acute trusts based on the geographical origin
of the specimen. The IPC team have access to sample results from selected
laboratories, with access to microbiology or laboratory staff where necessary.
Criterion 9: Have and adhere to policies designated for the individual’s care
and provider organisations that will help to prevent and control infections
The Trust provides staff with access to a full range of IPC policies, standard
operating procedures (SOPs) and guidelines. Throughout 2019/20 the IPC team
continued to review and revise these documents to take account of the latest
national IPC best practice guidelines.
Polices for IPC reviewed, monitored and approved through the Infection Prevention
and Control Forum were Multi-Drug Resistant Gram-Negative Bacteria,
Transmissible Spongiform Encephalopathies, Linen, Clostridium Difficile, and
Outbreak management. Consideration of new national guidance such as National
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Institute
for
Clinical
Excellence
(NICE)
Quality
Standards,
NHSA
Improvement/England directives and developments in practice for IPC are
considered for inclusion.

Criterion 10: Providers have a system in place to manage the Occupational
Health needs and obligations of staff in relation to infection
The 2019/20 Trust flu campaign achieved uptake of 77%. This compares favourably
to the average Midlands and East (East) regional uptake of 72.1% and is more than
the Trust’s previous season 70%. Staff flu champions worked tirelessly to provide
vaccinations to staff across the Trust.

3. PRIORITIES AND FUTURE DEVELOPMENTS FOR 2020/21
The key areas for development in 20/21 will be managed and monitored through the
Infection, Prevention & Control annual work programme. The fundamental aim of the
20/21 work programme will be a collaborative approach to support staff in delivering
the best practice, through developing knowledge and skills and encouraging front
line ownership and ultimately delivery of positive patient outcomes.
Continued collaborative working with both internal and external stakeholders will be
key to the success of effectively managing and addressing the impact of COVID-19
on the wider HCT health economy. Alongside coronavirus, the HCT IPCT will ensure
that consideration is still given to existing infectious diseases and organisms,
particularly multi-drug resistant gram negative bacteria and TB.

4. SUMMARY
This report demonstrates the continued commitment of the Trust and evidences the
successes and service improvements achieved through the leadership of a proactive
and dedicated IPC team.
With the locality transition completed in October 2019, HCT was able to refocus on
the requirements and objectives needed for a slightly small catchment area and
integral departments remaining with the organisation.
HCT has continued to demonstrate compliance with The Health and Social Care Act,
Code of practice on the prevention and control of infections, (DH 2008, revised 2015)
and acknowledged relevant local and national directives guidance and quality
standards through local policy.
In 2020/21, HCT will continue to work towards improving the quality of care and
embedding robust IPC governance across the organisation. The IPC team and staff
will continue to work hard to improve and focus on the prevention of all healthcare
associated infections, especially in the advent of a global pandemic due to COVID19.
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Attachment J4

Complaints Annual Report 2019/2020

1.

Introduction

This annual report provides an overview of formal complaints received by Hertfordshire Community NHS Trust (HCT)
for the period 1st April 2019 to 31st March 2020. It also provides assurance of actions and improvements made by
HCT services in response to complaints received.
All complaints and concerns are managed in line with the HCT’s Complaints and Concerns Policy which complies
with Local Authority Social Services and National Health Service Complaints (England) Regulations 2009. The
Complaints and Concerns Policy was updated in October 2019 to ensure that the HCT continues to meet its
statutory requirement to provide an accessible and impartial complaints and concerns function.
HCT also adheres to the Ombudsman Principles of Good Complaints Handling to ensure complaints are managed
appropriately and used to identify opportunities to learn and improve as evidenced in this report.
All complaints received by HCT are acknowledged within three working days of receipt, either verbally or in writing,
and unless otherwise agreed with the complainant HCT aims to respond to complaints with 25 working days. In
those instances where agreed timescales are unable to be met, complainants are contacted in advance to explain
why and to agree a new timescale.
To encourage openness and transparency, HCT offers complainants, their families and carers the opportunity to
meet with the relevant staff to discuss their concerns in more detail, and to agree a mutual resolution to their
concerns or complaints
In 2019/20, 100% of complaints were acknowledged within three working days of receipt and 95% of complaints
were responded to within 25 working days, or within the timescale agreed with the complainant. This exceeds the
Trust objective of responding to 80% of complaints within 25 working days or within the timescale agreed with the
complainant.
To ensure coherent and good quality complaint responses, the outcome of complaint investigations are reviewed by
the Patient Experience Team and Deputy Director of Nursing and Quality prior to final review and sign off by HCT’s
Chief Executive. The Patient Experience Team regularly liaises with the Patient Safety and Risk Teams to ensure

links between incidents and serious incidents are identified and learning and good practice is shared with respective
services to inform quality improvement planning. Trust wide learning from complaints is routinely shared in Sharing
Lessons in Practice (SLIPs) examples via staff Noticeboard and at Trust induction. Learning from complaints is also
used to inform individual staff supervision and development.
2.

Complaints received 2019/20

A total of 139 formal complaints were received by HCT in 2019/20; this represents a 13% decrease in comparison
with 2018/19 where 160 formal complaints were received.
The chart below displays the total number of formal complaints received in 2018/19 and 2019/20. The number of
formal complaints decreased in Q4 and this was also reflected in an overall lower volume of contact by patients, their
families and carers to the Patient Experience Team in March 2020.
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In comparison with national complaints data available (Q1 – Q3) for other similar NHS community Trusts;
Norfolk Community Health & Care NHS Trust received 78 complaints
Central London Community Healthcare NHS Trust received 95 complaints
Cambridgeshire Community Services NHS Trust received 70 complaints

3.

Complaints received by division

The table below details the percentage of complaints received by division highlighting that Adult Services East &
North received the majority of complaints in 2019/20. In October 2019 the majority of adult community services in
West Hertfordshire were transferred to a different NHS provider which may help to further explain the distribution of
complaints received.
Business Unit
Adult Services East & North
Adult Services Herts Valleys
Children’s Specialist
Children’s Therapies
Children’s Universal/Public Health
Nursing
Total

% of complaints
48%
19%
11%
10%
12%
100%

4.

Complaints received by service

The table below provides a further breakdown of complaints received by service.
Service
No of Complaints
Community Nursing & Integrated Teams East & North
17
Community Hospitals East & North
13
Community Hospitals Herts Valleys
11
MSK Physio E&N/MSK Triage
10
Community Nursing Integrated Teams West
9
Community Paediatrics
9
Children’s Occupational Therapy Services
8
Neurological Rehabilitation
8
Podiatry
7
Positive Behaviour, Autism, Learning Disability and Mental Health Service
(PALMS)
7
Children’s Speech and Language Therapy
5
HMP The Mount
5
Health Visiting North Quadrant
3
Skin Health
3
Step 2 Early Intervention Service
2
Nutrition and Dietetics
2
Discharge Home To Assess
2
Health Visiting East Quadrant
2
Adult Diabetes Community Service
2
Adult Physiotherapy
1
Adult Speech and Language Therapy
1
Bladder and Bowel Care
1
Children’s Continuing Care Team
1
Children’s Audiology
1

Children’s Community Nursing
Children’s Physiotherapy
Community Dental Service
Health Visiting South Quadrant
Health Visiting West Quadrant
Herts and Essex Minor Injuries Unit
Pain Management and Chronic Fatigue
School Nursing East Quadrant
School Nursing Immunisation
TOTAL

5.

1
1
1
1
1
1
1
1
1
139

Complaints received by service

The run chart below illustrates complaints received by service indicating that Community Nursing and Community
Hospitals in East & North Herts accounted for the majority of complaints received in 2019/20.
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2019/20 Complaints by service
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The chart below provides an overview of the type of complaints received in 2019/20.

Complaint by type 2019/20
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The type or ‘subject’ of a complaint uses existing descriptions in national complaints data reporting (KO41 report) to
NHS Digital. In 2019/20, the top three type of complaint was:
Standards of care (24% of all complaints)
Staff attitude/behaviour (15% of all complaints
Date for appointment (15% of all complaints)
This is consistent with the top three type of complaint received in 2018/19 which was also Standards of care, Staff
attitude/behaviour and Date for appointment.

Examples of learning from these types of complaint are detailed later in this report. National data available for
2019/20 (Q1-Q3) indicates that communication (oral and written), patient care and staff values and behaviours
account for the majority of complaints received across health services.

7.

Complaints to Parliamentary and Health Service Ombudsman (PHSO)

One complaint was referred to the Parliamentary and Health Service Ombudsman (PHSO) in 2019/20. The
complaint was in relation to the removal of the patient’s catheter and wound care by an integrated community
nursing team. The PHSO upheld the complaint and a comprehensive action plan was completed as a consequence
of this. On review, the PHSO was satisfied with the actions that HCT had taken to learn from the complaint.
HCT also received the final decision for one complaint previously referred to the PHSO for decision in Q3 2018/2019.
The complaint was in relation to the content of a report provided by the Children’s OT Service. The PHSO reviewed
the complaint file and clinical notes and decided to take no further action.
8.

Re-opened complaints

There were 6 re-opened complaints in 2019/20 in comparison to 10 re-opened complaints in 2018/19. In line with
HCT policy and national good practice, further investigations were carried out and the complaints were resolved.
All complainants are provided with contact details of the investigating officer or the patient experience team within
initial complaints responses to allow opportunity for feedback and resolution.
9.

Lessons Learnt and improvements implemented

The following examples demonstrate how complaints have been used to inform organisational learning and
improvement throughout the year. The list is not exhaustive but provides evidence of HCT’s commitment to listen
and learn from feedback about experiences of services.
•

Standards of care

As a result of an investigation about arrangements for wound care management, the Locality Manager visited
the patient to provide assurance that the Community Nursing Team will prioritise tasks and cancel visits where
indicated. The locality administration team will also ensure that messages left with the referral hub about
cancelled visits are acknowledged immediately and clinicians are informed of the same.

10.

•

Staff Attitude
Further to a complaint received from the family of a patient about the attitude of a member of a Community
Nursing Team, the nurse concerned completed a two day advanced communication skills course to improve
her communication skills. A reflective learning session was also completed with the Deputy Locality Manager.

•

Communication
Following a complaint received about eligibility criteria for a Community Nursing Team, all future decisions
regarding eligibility will be reviewed by a senior member of the team before a conversation is held with the
patients and their families.

•

Communication/appointment date
A patient raised a complaint regarding poor communication from the Community Nursing Team about visits.
As a consequence the clinical lead reiterated to staff the importance of communicating with patients to agree
when to schedule postponed visits.

•

Date for appointment
A mother raised a complaint regarding the time that had elapsed between her child’s appointments resulting in
no diagnosis. It was identified that an administrative error was the reason for the delay and this addressed
with the member of staff concerned. An appointment was subsequently arranged and booking ahead times
reduced to 6 weeks to allow speedier follow up where required.

Equality and Diversity

Where information is available, protected characteristics information is recorded at the time the complaint is
received. A short survey is also sent to complainants for feedback on the complaints function, where protected
characteristics information is also requested. However, protected characteristic information about complainants

remains limited, and it is acknowledged that the information in this report is therefore not fully representative of the
number of complaints received.
The bar chart below demonstrates that where information is available the majority of complaints received in 2019/20
were related to young people aged 0-15 years of age or over (29%) and people aged 81-80 (24%).

Persons affected by age
35%
30%

29%
24%

25%
19%

20%
15%
10%

9%

10%

6%
5%
1%
0%

0-15

16-35

36-50

51-65

66-80

81-90

91-100

2%
101 Plus

The pie char below shows the disability status of the person affected by the complaint. All complainants are provided
with details of the statutory NHS Complaints Advocacy Service at the outset of the formal complaint investigation
process. NHS Complaints Advocacy provides independent help and support through the NHS Complaints Process,
including providing information in different languages and formats. Advocates who can sign are also available to
access by complainants.

Persons affected by disability

Not Known
15%

None
22%

Other Disability
11%

Prefer Not to Say
4%
Sensory Impairment
4%

Long Standing Health
Condition
15%
Physical Disability
22%

Mental Health
Condition
7%

11.

2019/20 priorities update/key achievements
•

Feedback from complaints in the form of patient stories continues to be shared at Board to present a balanced
picture of the different types of feedback received about services

•
•
•

12.

Patient Experience feedback is an integral element of the quality wheel used by all services to evidence
learning and improvement from complaints
The patient experience team continued to support HCT to respond on time to complaints, exceeding the
Trust’s aim of responding to 80% of complaints within agreed timescales
As a result of staff feedback, a complaints e-learning package was made available to improve staff
understanding of complaints handling and national best practice

2020/21 priorities

The patient experience team will continue to ensure that patients, their families and carers are provided with an
impartial and personable complaints service which supports HCT to continue to be a learning organisation.

Anthony Power
Head of Patient and Carer Experience
October 2020
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Safeguarding Children
Annual Report
2019 – 2020

Sue Thompson
Named Nurse for Safeguarding Children
Date: 22/09/2020
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SUMMARY
The purpose of the report is to provide assurance that HCT complies with the regulations set
out in:
• Care Quality Commission (CQC) (2020)
• Section 11 of the Children Act (2004)
• Working Together (2018)
The report informs and supports the regular quarterly reports provided to the Quality
Committee and the Trust Board. The report demonstrates the scope of the work undertaken
by the Safeguarding Children Team, in collaboration with HCT staff and the Hertfordshire
Safeguarding Children Partnership (HSCP) and includes the uptake of training and
supervision to provide assurance that effective staff support is in place to safeguard children.
The Safeguarding Children Team works closely with internal partners on policy
development, training, audit, staff supervision and advice. This reflects the Safeguarding
Children Team’s commitment to further develop robust safeguarding children practice across
the multi-disciplinary teams to improve patient safety, patient experience and the quality of
care provided.
Glossary of terms:
CCG: Clinical Commissioning Group
CIN: Child in Need
CP: Child Protection
CSE: Child Sexual Exploitation
CSPR: Child Safeguarding Practice Reviews
CQC: Care Quality Commission
DHR: Domestic Homicide Review
GCP: Graded Care Profile
HCC: Hertfordshire County Council
HSJ: Health Service Journal
HSCP: Hertfordshire Safeguarding Children Partnership
HUCC: Hertfordshire Urgent Care Centre
IMR: Internal Management Review
JTAI: Joint Targeted Area Inspection
LeDeR: Learning Disabilities Mortality Review
MASH: Multi-agency Safeguarding HubPHN: Public Health Nurses
QNI: Queens Nurse Institute
SCR: Serious Case Review

2
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1. Key achievements in 2019/20
•
•

Achieved 97% (95%) compliance to Safeguarding Children level 1 – 4 training.
Achieved 96% (95%) compliance of Safeguarding Children supervision for staff for all
staff who work with children prior to the Covid-19 pandemic.
Workbook for staff requiring Level 1 and 2 Safeguarding Children training continues
to be used and compliance rates across all services have continued between 94% 99%.
Paediatric liaison IT solution was a HSJ finalist in Patient Safety awards 2019.
1st prize in QNI poster competition in September 2019.
MASH short listed for Children Services Team of the Year.
Four Children’s Nurse Specialists trained to undertake PREVENT training.
Safeguarding Children Nurse Manager promoted to Deputy Designated Nurse in
Hertfordshire Clinical Commissioning Group (CCG).
Commencement of podcasts and U-tubes to enhance training.
Robust, dynamic relationship with the new partners for the Public Health Partnership
(One YMCA, Barnardo’s and InspireAll) continues with the Safeguarding Children
team offering training sessions in understanding the legal system and domestic
abuse to enhance the Family Support Services (FSS) knowledge and skills.
Safeguarding Children Team supported the roll out of the FSS peer case discussion
sessions to support improved joint collaborative working as part of improving
outcomes for children and families.
Rapid Response to Unexpected Child Death Conference was held in November 2019,
(‘Teenage Suicides’). The evaluations of the 90 delegates were extremely positive.
Partnership working with Herts County Council (HCC) children services continues, in
January 2020 the Safeguarding Children team supported a Mock Joint Targeted Area
Inspection (JTAI), supporting HCC in their preparation for inspection later in the year.
Paediatric Liaison IT solution an electronic model for sharing information between
hospital/unscheduled walk in services to the Public Health Nurses in HCT, when a
child attends and A&E department/unscheduled walk in service due to injury or
illness, became a county-wide initiative and extended into a neighbouring county in
March 2020.
Outstanding practice recognised within CQC inspection with the knowledge and
practice of the safeguarding leads seen as exemplary.

•
•
•
•
•
•
•
•

•
•
•
•

•

2. Key risks
•
•
•
•

•

Safeguarding capacity demands in the Multi-Agency Safeguarding Hub (MASH)
exceeds the funded 2 WTE Nurses.
Safeguarding Children Team has several new nurse specialists, who are being
supported whilst working through a competency framework.
Lack of receipt of Core Group minutes when a child is on a Child Protection Plan
leads to the Public Health Nurse unable to ensure the accuracy of their information
within the minutes. There are strategies in place to mitigate the risk.
The continued low number of Graded Care Profiles (GCP) undertaken when
neglect is identified as a concern. There are strategies in place to follow up every
case when a referral is made to children services and cases are scrutinised and
challenged within safeguarding supervision.
The impact of the additional work taken on by the Safeguarding Children Team
from Public Health Nursing due to their redeployment during the Covid-19
pandemic.
3
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3. Strategic Context
HCT is committed to delivering ‘high value healthcare’ which provides excellent clinical
outcomes, an outstanding patient experience, consistent and improving patient safety that is
highly efficient and cost-effective. Assurance of robust safeguarding children practice is
presented at the Safeguarding Children Forum where national policy and guidance is
reviewed and implemented.
Assurance that HCT is fulfilling its obligations in regard to the Children Act is monitored
through the Safeguarding Children Partnership. Section 11 action plan has been competed
for 2018/19 (Appendix 1). The Section 11 for 2019/20 is scheduled for 09/10/2020.
4. Safeguarding Governance Arrangements
Accountability for delivering the corporate safeguarding children function is held by HCT’s
Director of Nursing and Quality. The Safeguarding Children Forum is a subcommittee of the
Clinical Governance Sub Group, which reports to the Quality Committee and escalates key
outcomes to the Trust Board.
Membership of the Safeguarding Children Forum is chaired by the Director of Nursing &
Quality and includes the Named Nurse and Doctor for HCT, Designated Nurse for
Safeguarding Children, Public Health Commissioning lead as well as representation from
HCT Looked After Children, Children and Young people’s service’s and the Quality &
Governance Directorate.
The Safeguarding Children Committee meets two monthly and:
• receives an operational overview of safeguarding activity and training data
• receives performance against key performance indicators set by commissioners
• reviews learning from incidents and oversees improvements in safeguarding
practice
• receives assurance of compliance with statutory guidance, national and local
recommendations and guidance reviews and monitors local actions in regard to
Child Safeguarding Practice Reviews (previously known as Serious Case Reviews),
Domestic Homicide Reviews, CQC and HSCP/HCT audits
• reviews risks in relation to safeguarding children in the Trust
• receives minutes of the HSCP and sub groups, noting actions for HCT.
The Trust is represented at the Hertfordshire Safeguarding Children Partnership (HSCP) by
the Director of Nursing & Quality, and safeguarding leads from the Trust attend all HSCP
subcommittees.

5. Safeguarding Children Team
The Safeguarding Children Team supports all staff and services across HCT (Appendix 2).
The team consists of:
•
•
•
•
•
•

1.0 wte Named Nurse
2.0 wte Safeguarding Children Nurse Managers
5.5 wte Safeguarding Nurse Specialist Nurses
2.0 wte Safeguarding Nurses in the Multi-Agency Safeguarding Hub (MASH)
Admin support that includes 1.0 wte band 4 and 2.5 wte band 3
0.2 wte Named Doctor safeguarding West Herts
4
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During 2019/20 there has been a stabilised workforce within the MASH and Safeguarding
Children team. In March 2020, HCT appointed a Safeguarding Children Nurse Manager
following a Safeguarding Children Nurse Manager leaving due to promotion to Hertfordshire
CCG.
The Safeguarding Nurses offer a county-wide service which includes:
• training at all levels for staff employed by HCT
• supporting HSCP training pool to deliver training to partners
• providing immediate advice and support via the duty line
• supporting and supervising staff
• regular auditing to ensure safeguarding process and procedures are effective
• preparing staff and records for legal proceedings
• supporting practitioners during the Court process if required to give evidence
• providing the Rapid Response service
• review and local investigation where cases needing escalation/where poor practice
becomes evident
• providing health staff to support the MASH)
• Since the Covid-19 Pandemic (March 2020), the Safeguarding Children Team have
been undertaking the Section 47 and 17 enquiries requested by HCC children
services, telephone strategy conferences and Unborn Baby assessments to support
the Public Health Nurses due to redeployment.

Each WTE safeguarding supervisor supports approximately 50 members of HCT staff at
individual safeguarding supervision which is mandatory for Health Visitors, School Nurses
(Public Health Nurses) and Community Children’s Nurses and takes place 3-monthly. Four
Monthly group supervision, which is mandatory for Allied Health Professionals are also
facilitated by the Safeguarding Children Team, this also includes Step2 and PALMS.
The MASH has evolved significantly and there is an impact upon Public Health Nursing
Service (PHNS) where MASH nurses consistently cannot meet the service demand. Funding
of the MASH nurses is agreed annually by the three commissioners in Hertfordshire. MASH
data indicates that current funding of 2 WTE nurses does not meet the demand and
additional work has to be managed within the PHNS, thus increasing their workload. The
funding gap has been raised with Commissioners and HSCP. An independent review of the
MASH commenced in April 2019 but there were no definitive outcomes to the meetings to
date.
This year both Safeguarding Adults and Children’s team have updated the Not Brought In
(NBI) policy to reflect the different modes to deliver patient/client appointments due to the
necessity to use virtual platforms for appointments due to Covid-19.
The Safeguarding Children Team ensure staff are kept informed of relevant safeguarding
advice, disseminated through HCT communication systems, staff resource area, Children’s
Service Bulletin, safeguarding newsletters, bespoke training and attendance at team
meetings. Guidance tools, leaflets and posters have been produced by the team throughout
the year to share good practice and are available on the intranet
HCT works well with its partner agencies at both an operational and strategic level. The
Senior Safeguarding Nurses represent HCT on HSCP subgroups and some of the
Safeguarding Nurses are members of the HSCP training pool, providing their expertise at a
wide range of training events and sessions across Hertfordshire. The team continue to lead
on HSCP Graded Care Profile training.
5
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6. Referrals made to Children Services
During 2019/20, the Trust referred 175 families to Hertfordshire County Council’s (HCC)
Children’s Services as the referring practitioner felt the children involved were at risk of
significant harm without the intervention of additional services. This is a decrease compared
to the 248 families referred to Children’s Services in 2018/19. The reason for a significant
decrease is unclear, but maybe due to the established partnership working with the Family
Support Services, who offer support at the discretion of the Public Health Nurse.
The Safeguarding Children team continues to monitor the standard, threshold and rationale
for referrals made to HCC Children’s Services, particularly scrutinising the referrals due to
concerns around neglect, and to identify whether the use of the GCP assessment tool had
been considered prior to referral as a means of evidencing concerns. National Serious Case
Reviews (now known as Child Safeguarding Practice Reviews CSPR) have indicated the
quality of referrals to Children‘s Services can affect the way a case is progressed and can
delay services to the family which may have a detrimental effect on the child. Every HCT
referral is child focused (considers impact on the child and not parent), ensuring any conflict
between the needs of the child and parents/carers is identified and decisions made are in
the child’s best interests. HCT has clear referral criteria in place which ensures the right help
is given to the child at the right time.
Any referral not progressed by Children Services are scrutinised by the Safeguarding
Children Team to ensure the referral clearly articulates the risk to the child; the referrals that
are not progressed remain significantly low. Referrals that the Safeguarding Children Team
considers meeting threshold are escalated in a timely way in line with HCT policy. When a
GCP has not been considered on referrals made due to Neglect or when any referrals are of
poor quality the team leader for the referrer is notified and further follow up/education takes
place.

6.1

Children at risk of significant harm or requiring support in Hertfordshire

At the end of 2019/20, 467*1 children in Hertfordshire were subject to a Child Protection (CP)
plan; this has decreased compared to the 497 children subject to a CP plan as reported in
March 2018/19. The breakdown to the number of children and unborn babies subject to a
CP plan under the identified category of abuse is illustrated in the table below.

Children 0 – 18 years subject to a
child protection plan (under
category)
Emotional Abuse
Neglect
Physical Abuse
Sexual Abuse
Total

Number Unborn babies subject to a Child
Protection plan (Under category)
202
198
36
11
447

Emotional Abuse
Neglect
Physical Abuse
Sexual Abuse
Total

Number

2
15
2
0
19

1

* Data collated from Hertfordshire County Council external Child Protection list.
*2
Data collated from SystmOne electronic health records.
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The Child In Need (CIN) process is put into place when children are identified as needing
support under Section 17 of the Children Act 1989. The CIN process allows families to have
informative multi-agency support in partnership with parents/carers and requires PHN to see
children (under the age of 5 years old) every six to twelve weeks, as well as attending CIN
meetings as part of the multi-agency approach to safeguarding and making positive
outcomes for children. School Nurses plan their contact dependence on the health needs in
partnership with their multi-agency colleagues. The CIN process is used in the stepping
down from a CP plan or the stepping up from Children’s Universal services when additional
support is identified.
At the end of 2019/20 3,714*2 children in Hertfordshire were being supported under a CIN
plan; this is an increase in comparison to the 2501 children recorded in March in 2018/19.
HCT PHN has been committed to their CP responsibilities in providing reports when required
and attending Initial Child Protection Conferences. Compliance with this responsibility is
between 96% - 100% with exception reports to provide valid reasons for any nonattendance.

6.2

Child Safeguarding Practice Reviews and Domestic Homicide Reviews

6.2.1 Child Safeguarding Practice Reviews (CSPR):
Hertfordshire Safeguarding Children Partnership (HSCP) commissioned no new Child
Safeguarding Practice Reviews (previously known as Serious Case Reviews (SCR) in
2019/20. The Safeguarding Children Team supported the 4 existing SCR’s that were
progressing in 2019/20 with one being published in December 2019.
One of the SCR has led to the Safeguarding Children Team putting robust processes in
place around the HSCP bruising protocol for immobile infants under 6-months old. In
December 2019, front line staff were notified that when they identify a bruise on a baby
under 6-months old they must:
• Put a written referral into Children Services on the same day that the bruise was
seen
• Discuss the case with a member of the Safeguarding Children Team
• To follow up and ascertain the outcome of the referral made
• Further liaison with Safeguarding Children Team if the referral does not lead to
action; this will enable the Safeguarding Children Nurse to start the escalation
process and challenge in a timely way.
A further change of practice for front line staff making a referral to Children Services due to
bruising on an immobile infant commenced in February 2020 with the expectation that a
copy of the referral to children services was sent to the Safeguarding Children Nurse to
support any future challenges or escalation.
HCT’s Safeguarding Children Team has also contributed to one SCR in another county.

7
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6.2.2 Rapid Review:
Two Rapid Reviews were undertaken in 2019. The Rapid Review is a new process (Working
Together to Safeguard Children 2018), which enables partners to discuss a case in a timely
way to:
• discuss whether there is any immediate action needed to ensure children’s safety
and share any learning appropriately
• consider the potential for identifying improvements to safeguard and promote the
welfare of children decide what steps they should take next, including whether or not
to undertake a child safeguarding practice review.
6.2.3 Domestic Homicide Reviews:
HCT’s Safeguarding Children Team has not been formally involved in any new Domestic
Homicide Reviews (DHR) during 2019/20. The two DHRs commenced in 2017/18 are
complete and waiting for publication, with the local HCT action plans completed. The Named
Nurse for Safeguarding Children has been in regular contact with the Community Safety
Partnership in the regards to the delay in the completion of the DHR’s that were commenced
in 2017.

7. Key Areas of service delivery during 2019/20
7.1

Performance and Management

The principles of an effective and safe service are the identification, assessment and
management of risk. The Safeguarding Children Team supports, enables and challenges
staff to make safe and effective decisions to safeguard and protect vulnerable children.
Measurement of performance and outcomes is therefore complex and includes a variety of
factors which include:
• performance indicators related to training and supervision uptake
• audit of safeguarding practice
• risk management and escalation
• review of serious/complex cases
• responses to HSCP multi-agency action plans
• development and review of policies to ensure they are in line with local and
national guidance
• working with partners in the MASH
7.2 Clinical guidelines, best practice and staff education
It is a legal requirement under the Children Act 2004 (Section 11) that all individuals who
work in NHS organisations, permanently, contracted or commissioned, should be trained,
able to recognise when a child may require safeguarding or be at risk, and know what action
to take.

7.2.1 Training and Education of staff:
All staff in HCT are trained by the Safeguarding Children Team who are responsible for the
delivery of the safeguarding children training programmes at different levels dependent on
the level of contact that the staff member has with children in their daily work. Levels and
8
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frequency of staff training are aligned to the Intercollegiate Document 2019 (RCPCH 2019).
In conjunction with this the HCT Safeguarding Children Training Strategy provides the
framework for ensuring that all staff employed within HCT, independent contractors and
volunteers are appropriately trained in safeguarding the welfare of children in line with
national and local requirements.
Training is underpinned by principles which promote the welfare of the child, promotes
working in partnership with families, respects diversity, promotes inter-agency working,
recognises emotional impact, is evidence based and above all must be child centred.
Acquiring knowledge, skills and expertise in safeguarding/child protection should be seen as
a continuum. It is recognised that staff will increase skill and competence throughout their
professional careers and therefore training needs to be flexible, encompassing different
learning styles and opportunities. Each training session is evaluated and the programme is
regularly updated to take into account participant feedback and changes in legislation,
research and local and national practice. Staff evaluation indicates that training is valued and
promotes learning.
The training programme is adapted in response to findings from Child Safeguarding Practice
Reviews, Partnership Case Reviews, Domestic Homicide Reviews and both local and HSCP
audit. Staff are also encouraged to attend HSCP multi-agency training to raise awareness of
a multi-agency approach to protecting children, support networking and promote effective
information sharing.
Bespoke training is also provided to staff groups where there are difficulties in enabling staff
to leave there work area to attend safeguarding children training.
Safeguarding children annual training (levels 1-4) compliance within HCT is 97% for
2019/20, which is an increase to the 94% in 2018/19. Training compliance has increased
significantly following the scrutiny and follow up becoming the responsibility of the individual
managers rather than individuals alone. This approach will continue.

The table below illustrates the Safeguarding Children training compliance to levels 1 – 4.

% of staff trained at appropriate level of safeguarding children
in accordance with Intercollegiate document (levels 1 to 4)
Q1

95%

Q2

98%

Q3

98%

Q4

97%

Average

97%

Trust Target

95%

The Safeguarding Children workbook implemented in 2018 continues to support training
compliance for levels 1 and 2 staff groups. Training compliance for level 1 and 2 has been
94% - 99%.
The Safeguarding Children Team has started working on alternatives methods for training.
Since the Covid-19 pandemic, Safeguarding Children level 3 training is via e-learning
modules and is accessed by the My Learning Zone and various virtual training sessions from
the HSCP training department have been widely circulated as an alternative resource. At the
current time the Safeguarding Children Induction training is being developed into a MS
teams training package and should be ready to use by October 2020. The Safeguarding
9
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Children Team lead on the HSCP GCP training and are currently working towards delivering
this package via MS teams from November 2020.
7.3

Safeguarding Children Supervision

Safeguarding children supervision continues to be mandatory for all frontline professionals
working with children and their families. Depending on the roles, individual or group
safeguarding supervision is a mandatory requirement. Prior to the Covid-19 pandemic the
compliance was 96% in February 2020, but because group supervision was cancelled in
March 2020 compliance dropped to 94%.
The table below illustrates Safeguarding Children supervision compliance.
% of eligible staff who have undertaken safeguarding supervision
as per Trust policy
Q1

3

96%

Q2

93%*3

Q3

98%

Q4

90%*4

Average

94%

Trust Target

95%

* Sickness and vacancies within Safeguarding team lead to difficulty in getting supervision into the
diary in Q2 but was rescheduled early in Q3.
4
* Sickness and Child Protection work in Public Health Nursing and Specialist Services has led to
cancellation of supervision which has been rescheduled in Q1.

From March 2020 following the Covid-19 pandemic, when group supervision was
suspended, strategies were put in place that encouraged all health workers who were
booked onto group supervision to contact the facilitator to discuss any cases they were
planning to bring to group supervision and there was encouragement to use the
safeguarding children duty line to get support and advice as required.

8. Safeguarding Children Audits
The Safeguarding Children team has an audit plan that is agreed by the Trust on an annual
basis. Addition to this plan is audits undertaken with the CCG and HSCP. In 2019/20 the
Safeguarding Children team has completed the following audits:
•
•
•
•
•
•
•
•
•
•

Referrals to Children’s Services audit
Annual audit on quality of supervision provided by the Safeguarding Children Team
Annual HCT audit to gain supervisee feedback on Safeguarding Children Supervision
Domestic Abuse audit - Q1 and Q3
Graded Care Profile and its impact audit - Q1 and Q3
Annual Not Bought In (NBI) to health appointments audit
Record Keeping of children on Child Protection plans
MASH Quality of Information Sharing
MASH Audit of Recommendations
Paediatric liaison IT solution audit

There have been additional audits undertaken at the request of the HSCP:
• Contextual Safeguarding audit
• Adherence to the HSCP Bruising policy
• Safeguarding supervision audit
10
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Neglect audit
JTAI mock inspection audit

The completed audit plan for 2019/20 is illustrated on Appendix 3.
All audits are presented at the Safeguarding Children Forum and results are shared widely
throughout the Trust. Where recommendations and actions have been identified, an action
plan is developed and monitored through the Safeguarding Children Forum.
Example of one of the Audits:
A peer supervision audit of 16 cases was undertaken in January 2020. The
results were:
• It was documented why a case was taken to supervision in 100%
of the case samples
• The voice of the child was considered in 100% of the case samples
• Evidence that any actions from previous supervision was
completed in 100% of the case samples
• Evidence of smart effective action plans in 75% of the cases
audited
• In summary, the audit demonstrates an excellent standard of
practice with an overall compliance rate of 94.60%.

8.1 Section 11 Audit in Hertfordshire
Hertfordshire’s CCG’s undertake an annual Section 11 Audit to monitor the strength of
safeguarding children services against:
• Arrangements to safeguarding children under Section 11 of the Children Act 2004
• Compliance to Working Together to Safeguard Children 2018
• HSCP Policies and Procedures
The action plan resulting from the 15th July 2019 Section 11 Audit was completed with the
appropriate evidence by 31/01/2020 and is in readiness for the 2020 Audit (Appendix 1). The
next Section 11 visit is scheduled for 9th October 2020.
9. Graded Care Profile (GCP)
The GCP assessment tool is an evidenced-based, educational resource which is used in
partnership with the parents when neglect is a concern, with the aim of improving the
situation, resulting in a positive outcome for the child.
The number of GCP assessments commenced was 36 in 2019/20 and has reduced slightly
in comparison to the 39 GCP assessments commenced in 2018/19. GCP’s have been
undertaken by the following professionals in the table below.

Role
Health Visitor
School Nurse
PALMS
Total

Number
31
2
3
36
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The reason for the low number of GCP’s undertaken in comparison to the referrals made to
children services due to neglect are unclear, but may be due to the changes in the number
of routine contacts undertaken by the PHN and the established partnership approach in the
Public Health transformation model to supporting families, with Family Support Services
taking the lead in some of the assessments undertaken.
There is an expectation that a GCP assessment should be undertaken prior to referral to
HCC Children’s Services, providing the concern does not require immediate action. This
requirement is monitored by the Safeguarding Children Team on a monthly basis and when
it is identified that a GCP assessment has not been considered or commenced prior to a
referral to Children’s Services, the author of the children service referral’s safeguarding
supervisor follows up practice and performance. In October 2019 a further review of the low
numbers of GCP assessment undertaken was discussed at the Safeguarding Children
Forum and it was agreed that the line manager of the front line worker would also scrutinise
the practice when a GCP was not considered as part of the risk management and referral
process. The number of GCP assessments or table top exercises commenced will continue
to be closely monitored and followed up accordingly.
10. Multi-agency Safeguarding Hub (MASH)
The MASH health partnership offers a specialist approach from Safeguarding Children
Nurse Specialist who undertakes robust and impartial risk assessment of children following a
referral into Children Services. The Nurse Specialist located within the MASH has the skills
and experience to challenge practice and decisions made, not only by any agency in the
MASH, but also those of health practitioners in any service. The current staffing level in the
MASH does not meet the required demand, which has impacted on the capacity of the team
to complete all required information sharing within the required timescales. At the present
time there is a 40 - 50% shortfall of nurses and no admin support. This issue and concerns
has been escalated widely with no definitive outcome; executive meetings take place with
evidence of performance continues to take place and will continue to be monitored.

11. Rapid Response to Unexpected Child Deaths. The Safeguarding Children Team,
supported by the Police and Coroner, continues to provide a daily Rapid Response into
Unexpected Child Death service. In 2019 there were at total of 23 children’s deaths that
were Rapid Response, with 13 of these occurring in November and December 2019. This
significant increase in a short time span had a considerable impact upon the Safeguarding
Children Team due to the additional workload demand.
It has been identified that the number of unexpected deaths of infants that are reported to be
well, who were found unresponsive following sleep has slowly started to increase since
2016. When the HSCP safe sleep leaflet campaign commenced in 2015, together with
further guidance for Health Visitors when talking about safe sleeping at the Statutory Newbirth visit, there was a noticeable decline of sudden infant deaths.
The chart below collates themes of children’s deaths and the table below illustrates the
increase in Sudden Unexpected Deaths since 2016.
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*Unexpected death of a child reported to be well. Went to sleep and found unresponsive.

Total number of unexpected child deaths
reported to team
Number of confirmed Sudden
Unexpected Deaths in infants
*Awaiting some Post Mortems returned.

2013
26

2014
27

2015
19

2016
18

2017
24

2018
15

2019
23

5

9

5

2

3

4

6*

When undertaking a deep dive analysis of the 6 infants (under the age of 1-year) that were
confirmed dead after unsuccessful resuscitation in 2019 the following themes were found:

o
o
o
o
o

5 were confirmed co-sleeping
1 had inappropriate bedding in cot (propped on pillow) and ? rolled
onto front as found by parent on front
6 mothers smoked
6 fathers smoked
2 were under children services

This data is clearly indicating that further advice and education is required when the PHN is
discussing safe sleep. It is proposed that a hard message is shared with parents at the new
birth or transfer into area contact and should include the Hertfordshire data above.
At the current time, the Rapid Response lead is working closely with Public Health and PHN
to develop a message to be given to parents and further revision of the HSCP safe-sleep
leaflet to reflect the Hertfordshire data of 2019. The plan is to additionally develop a poster to
remind parents that the best place for baby to sleep is in its Moses basket, crib or cot and
mirror the safe sleep leaflet. The poster will be displayed in public waiting rooms in GP
surgeries, Hospital A&E and Maternity departments and all public waiting rooms where
children attend in HCT.
The Annual Rapid Response Conference was held in November 2019 at the Hertfordshire
Constabulary Headquarters, attended by 90 delegates. The theme was ‘Teenage Suicides.’
Evaluation of the conference indicated that front line staff found the multi-agency approach
to learning beneficial, informative and welcoming of the sensitive discussions around
patterns and themes of teenage suicides.

12. Paediatric Liaison IT solution
Paediatric liaison for the sharing of information for children (who live in Hertfordshire) who
attended an A&E department, unscheduled walk in centre or Herts Urgent Care (HUC) in
Hertfordshire to HCT PHN services has been delivered by an innovative IT solution countywide since April 2019. Following the success of commencing this state of the art IT
technology in November 2017 with West Herts Hospital Trust, supporting its development,
HUC went live in April 2018 with East & North Herts NHS Trust going live that resulted in a
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Hertfordshire-wide initiative from April 2019. This initiative has extended to another county in
March 2020.
The IT solution includes a weekly bulk-upload of information of all children attending A&E or
HUC onto the child’s SystmOne electronic health records, together with an e-mail alert to the
PHN team, if the child is identified as vulnerable, through the vulnerability criteria agreed by
HCT and both Acute Hospital Trusts.

The number of bulk-uploads undertaken in a year is phenomenal. The table below indicates
the number of children who attended the A&E and HUC departments in Hertfordshire in
2019 and Princess Alexandra Hospital in Harlow in 2019. The amount of estimated time
saved on admin, nursing hours and resources is estimated to be in excess of £100K per
year.
Table Children 0 – 18 years attendance 2019/20
Hospital/Walk in Centre
East & North Herts NHS
Trust
West Herts Hospital Trust
Herts Urgent Care Centre
Princess Alexandra Hospital,
Harlow
Total

Number of A&E attendance
of children 0 – 18 years.
N/A
28,638
22,697
9,464
60,799

At the current time, there is a significant amount of interest in this IT solution with HCT being
approached by a number of counties including:
• Luton & Dunstable
• Peterborough, Cambridge & Norfolk
• Lancashire
• Essex
HCT are supportive to any county who would like to adopt this initiative, to enhance the
safeguarding and future positive outcomes for all children 0 – 18 years.
HCT have been working and supporting West Essex in adopting this IT solution and West
Essex went live in February 2020.
In 2019, this IT solution was a finalist in the prestigious Health Service Journal Patient
Safety Award. A poster was developed for the Queens Nursing Institute poster competition
in September 2019 which captured the development of the IT solution and its outcomes.
HCT won first prize and further interest from the conference delegates.
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13. Partnership working
Safeguarding Adult Support:
The Safeguarding Children Team have been working closely with the Safeguarding Adults
Team and offering advice to HCT adult services to support cover for the Adult Named Nurse.
Four Safeguarding Children Nurses have been trained in PREVENT to support the
PREVENT agenda.
Family Support Services:
The Safeguarding Children Team continues to offer support to the Public Health
transformation and have been supporting the Family Support Services in Domestic Abuse
training and legal training to ensure their front line staff and managers have the skills and
knowledge to support vulnerable children and their families. In addition peer reflection case
discussions have been successful and will continue to be rolled out throughout the county in
2020. Work stream meetings continue on a quarterly basis.
Inspection preparation:
In January 2020, HCT Safeguarding Children Team supported a Mock Joint Targeted Area
Inspection (JTAI), supporting HCC in their preparation for inspection later in the year. The
process enabled reflection and early lessons to be learnt with the aim of enhancing
partnership working and its challenges.
14. Risks
There are currently four risks on the Quality Directorate Risk Register that relate to
safeguarding children:
1. Safeguarding capacity demands in the Multi-Agency Safeguarding Hub (MASH)
due to excess capacity demands on the funded 2 WTE Nurses.
2. Child Protection Core Group minutes not being consistently sent to HCT
professionals by HCC Children Services and the inability for the HCT professional
to assess the information cited within the minutes and inform their action plan for
the child and family.
3. Inconsistent follow up by Health Visitors of domestic abuse notifications sent from
the police and the use of the assessment tool devised to aid Health Visitors in their
risk assessment of domestic abuse that was identified in the audits undertaken in
2018/9. Practice reminders and further audits have be undertaken that are
indicating some improvements in policy compliance and this will continue to be
monitored with regular reminders to staff.
4. Impact of the additional work-load taken from PHN during the Covid-19 pandemic
due to their redeployments and its impacts upon the PHN team upon return.
All the risks are reviewed on a regular basis and monitored through the Safeguarding
Children Forum.
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Additional identified Risks:
•
•

The impact of the Covid-19 pandemic and the reduced visibility of children when
parents/carers decline home visits or report self-isolation requires to be monitored
closely.
The impact of the Covid-19 pandemic on the front line workers resilience has led to
the requirement of a significant amount of support being required from the
Safeguarding Children Team.

Key Areas for Development in 2020/21
• To transfer Safeguarding Children induction training onto a MS teams platform
• To continue to lead on the HSCP GCP training, adapting th current training package
for delivery onto the MS teams platform
• To develop further videos and podcasts to support front line workers learning and
knowledge
• To continue to scope any future learning needs and adapt the method of learning to
support the current challenges due to Covid-19
• Ensure recommendations identified through inspections (Section 11, Care Quality
Commissioning, and Peer Reviews; Child Safeguarding Practice reviews, Domestic
Homicide Reviews, Partnership Case Reviews and Internal Management Reviews)
are progressed and completed within the agreed time scales.
• Continue with a programme of audit to improve safeguarding practice across the
Trust
• To continue to expand the paediatric liaison IT solution into other health trusts and
counties, to safeguard and improve outcomes for children by improve the sharing of
information of children between a hospital or unscheduled service to a provider
service
• Continue to progress the Safeguarding Children Competency Frameworks.

Sue Thompson, Named Nurse Safeguarding Children
22/09/2020
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APPENDICES
Appendix 1: Section 11 2019 Action Plan.

Section 11 action
plan 2019 updated Ja

Appendix 2: HCT Safeguarding Children Team.

SGC Team structure
APR 2020.docx

Appendix 3: HCT Safeguarding Audit work plan 2019/20

Final HCT Audit plan
2019-2020.docx
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SUMMARY
The purpose of the report is to provide assurance that HCT complies with the regulations set
out in the Care Quality Commission (CQC) (June 2017). The report informs and supports the
regular quarterly reports provided to Quality Committee and the Trust Executive Board.
The report demonstrates the scope of the work undertaken by the Safeguarding Adult Team,
in collaboration with HCT staff and Hertfordshire Safeguarding Adults Board (HSAB) and
includes the uptake of training and supervision to provide assurance that effective staff
support is in place to safeguarding adults from abuse.
The Safeguarding Adults Team works closely with internal partners on policy development,
training, audit, staff supervision and advice. This reflects the commitment of the
Safeguarding Adults Team to further develop safeguarding adults practice across the Multidisciplinary teams of HCT to improve patient safety, patient experience and the quality of
care provided.
Glossary of terms:
CQC
Care Quality Commission
DHR
Domestic Homicide Review
DOLS
Deprivation of Liberty Safeguards
GDPR
General Data Protection Regulation
HCC
Hertfordshire County Council
HSAB
Hertfordshire Safeguarding Adults Board
IDVA
Independent Domestic Violence Advisor
IMR
Internal Management Review
LeDeR
Learning Disabilities Mortality Review
LPS
Liberty Protection Safeguards
MCA
Mental Capacity Act
SAR
Safeguarding Adults Review
SLiP
Sharing Lessons in Practice
SI
Serious Incident investigation.

1. Key achievements in 2019/20
•
•
•
•
•
•

One Internal Management Review completed for a HSAB Domestic Homicide
Review.
The Trusts Safeguarding Adults Champions received Intermediate Domestic Abuse
Training from the co-located IDVA Service run by Refuge.
A total of 11 new Safeguarding Champions/Level 3 staff trained in Q1 and Q4 with
plans to increase this to include mandatory Level 3 for Bands 7/8’s in line with new
guidance.
All Children and Young People Clinical staff now attend Induction Mental Capacity
Act Training.
Mental Capacity Excellence Campaign launched 1st Feb 2020 to raise awareness
and confidence in applying the MCA with patients.
Outstanding practice recognised within CQC inspection with the knowledge and
practice of the safeguarding leads seen as exemplary.

2. Key risks
•
•

2

Following Herts Valley Transfer in Oct 2019, team capacity is reduced to one
clinician and added to Trust Risk Register.
Safeguarding Champions supervisions were limited. Champions were encouraged to
email or call the team with any issues for informal support.
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3. Strategic Context
Since the Introduction of the Care Act in 2014, case law has resulted in changes to
Safeguarding Adults processes and procedures as detailed below:
In 2017 the Hertfordshire Safeguarding Adults Board updated the Safeguarding Policy for
Hertfordshire including; a new section on Pressure Ulcers and Safeguarding. As a result
HCT has an amended Policy to reflect the changes. This removes the standard requirement
to investigate pressure ulcers of a certain grade but instead a more proportional response
based on evidence of harm or risk of harm.
The Safeguarding Adults Intercollegiate Document was released by the Royal College of
Nursing in August 2018 and provides guidance on the staff training requirements for
Safeguarding. Currently clinical staff have level 2 training, Safeguarding Champions, level 3
and the Safeguarding Adults team access Level 4 through external training and conferences.
The requirements for Level 3 training have now been reviewed with all Band 7 and 8 clinical
staff will be required to undertake Level 3 training in 2020/21.
In 2019 the Mental Capacity Amendment Act 2019 was passed through Parliament with
proposal for the Code of Practice to be available by April 2020 and the Act to come into force
1st Oct 2020. The Named Nurse has been monitoring these changes and has been
nominated as an East of England representative at the National Health Forum which is
advising on the implications for health settings on the Liberty Protection Safeguards (LPS).

4. Safeguarding Governance Arrangements
4.1 Safeguarding Adults Forum
Accountability and lead for delivering the corporate safeguarding adults function is held by
HCT’s Executive Director of Nursing & Quality. The Safeguarding Adult Forum is a
subcommittee of the Clinical Governance Sub Committee, which reports to the Quality
Committee and escalates key outcomes to the Trust Board.
Membership of the Safeguarding Adult Forum is chaired by the Director of Nursing & Quality
and includes CCG Safeguarding representation as well as HCT Adults Operational Services
and the Quality & Governance Directorate representation.
The Safeguarding Adults Forum meets quarterly and:
• receives an operational overview of safeguarding activity and training data
• receives data compliance against key performance indicators set by commissioners
• reviews learning from incidents and oversees improvements in safeguarding
practice
• receives assurance of compliance with statutory guidance, national and local
recommendations
• reviews and monitors local actions in regard to Safeguarding Adults Reviews,
Domestic Homicide Reviews, CQC and HSAB/HCT audits
• reviews risks in relation to safeguarding adults in the Trust
• receives minutes of the HSAB and sub groups, noting actions for HCT
• monitors and review Policies relating the agenda
• reviews and monitors Service Delivery Plan (Appendix 1) and any other action
plans
4.2
3

CQC Inspection 2019/2020
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The Safeguarding Adults Named Nurse was interviewed as part of the Well- Led interviews
for the CQC Inspection in February 2020. Information was provided to the inspectors related
to compliance and activity in Safeguarding, MCA, DOLS and Prevent.
4.3 Safeguarding Adults Assurance Visit by CCG
The CCGs developed an in-depth self-assessment tool which enabled HCT to provide
assurance that Trust processes relating to Safeguarding Adults, MCA, DoLS and Prevent
are compliant with best practice, a Safeguarding Adults Assurance Framework (SAAF).
A positive SAAF visit was undertaken in October 2019 but due to the Herts Valley Transfer
the decision and grading was delayed until a second visit in February 2020. At this second
visit the Trust was rated ‘Good’ which was followed up with a letter (Appendix 2).
Recommendations following the assessment were formulated into an action plan and
monitored through the Safeguarding Adults Forum and will continue to be actioned in
2020/21 (Appendix 3).

5. Hertfordshire Safeguarding Adults Board
The Trust is represented at the Hertfordshire Safeguarding Adults Board (HSAB) by the
Director of Nursing & Quality. The Trust has maintained its good relationship within the multiagency forum by participating in the HSAB and its subgroups. There has been one
Safeguarding Adult Review (SAR) this year requiring an Internal Management Review by
HCT, and the Trust is involved in the formulation of an action plan. The Trust has also
participated as panel members in all Domestic Homicide Reviews (DHRs) in Hertfordshire,
one of which required an Internal Management Review.

6.Safeguarding Adults Team
6.1 Team Structure and Function
The Safeguarding Adults Team supports all staff and services across HCT.
The team consists of:
•
•
•

Named Nurse for Safeguarding Adults;
Safeguarding Adults Specialist Nurse (until 30th Sept 2019)
Safeguarding Adults Team Administrator

The team changed office base from Gossoms End Health Centre, Berkhamsted to
Sandridge Gate, St Albans in October 2020.
The Safeguarding Adults Team offers a county-wide service which includes:
• training to all levels of staff employed by HCT
• access to immediate advice and support when staff are aware abuse has occurred or
abuse is suspected.
• regular auditing to ensure safeguarding process and procedures are effective
• preparing staff and records for Safeguarding meetings.
• supporting practitioners in MCA assessment, DOLS and the need for legal advice
• managing the DOLS process for all inpatient units including quality checking
documentation and overseeing the process of submission to Supervisory body
• participation in Safeguarding Adult Reviews (SARs) and Domestic Homicide Reviews
(DHRs) as panel members and authors of IMR reports.
• Guidance and training to staff, supported by the co-located Independent Domestic
Violence Advisor (IDVA) on managing suspected domestic abuse
4
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•
•
•
•
•
•

advising staff on Self-Neglect, hoarding and complex cases that do not meet
safeguarding thresholds
advice and training to staff on radicalisation, PREVENT and raising awareness on
Modern Slavery and trafficking initiatives
advice and training on the care of adults with a learning disability and the application of
MCA, involving family, carers and partner agencies
managing allegations concerning HCT staff and directing the subsequent investigation
via the most relevant investigation process
understanding and advising on the need for advocates;
support to staff around disclosures of historic allegations of abuse.

This year both Safeguarding Adults and Children’s teams have worked together in reviewing
joint policies for adults and children and a joint CQC Well-led interview. There has also been
joint work on CQC information requests, tender bids and review of training. A regular
Safeguarding Family meeting is held to discuss joint areas of work between Safeguarding
Adults, Safeguarding Children and Looked After Children. This year the focus has been on
Mental Capacity Act and the proposed changes impact on 16-17 year olds and Domestic
Abuse.
The Safeguarding Adults Team ensure staff are kept informed of relevant safeguarding
advice, disseminated through HCT communication systems, staff intranet, Clinical Matters,
Sharing Lessons in Practice (SLiPs), bespoke training and attendance at team meetings.
Guidance tools, leaflets and posters have been produced by the team throughout the year to
share good practice and are available on the intranet.
Lessons learned and actions to be taken following safeguarding incidents are recorded
through the Datix system and these outcomes are shared across the Trust. All staff must
attend mandatory safeguarding adult training to enhance their skills, be aware of the
management of adults at risk and understand the safeguarding process. This training is
biannual for Level 2 staff and annual for Level 3 staff.
The Safeguarding Adults Team are the first point of contact for Herts County Council social
care teams requiring HCT information for a Safeguarding concern as part of the initial
decision making as well as formal information for a Safeguarding Section 42 enquiry. Within
2019/20 the local authority have developed a centralised Safeguarding Adults team within
social care and the HCT Safeguarding Adults team have been working closely with this team
to ensure flow of information and communication channels.
6.2 Safeguarding Adults Champions
All adult service teams as well as two from the Children’s Business Unit (PALMS and
Transition for Complex Needs) have identified safeguarding champions who have attended
enhanced training. There are approximately 65 Champions across the Trust, providing local
support to their teams to recognise potential abuse, respond appropriately to the immediate
situation and report in an accurate and timely way. The number of champions changed to 35
in October 2019 due to the Herts Valley Transfer of services to a new provider and staff
movement. Safeguarding Champions are Band 6 and above from any discipline and, in
some teams, is also the team manager and takes a lead in reviewing care and compiling a
chronology for a Section 42 Enquiry under Adult Safeguarding.
The Safeguarding Champions provide the biannual update training for Safeguarding and
MCA, disseminate information from the Safeguarding Adults Team and ensure that
safeguarding is regularly discussed in team meetings.

5
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As per the Intercollegiate document, level 3 training will be extended to all staff involved in
safeguarding planning and support and for HCT this has been mapped to service leads,
team managers, quality leads and senior specialist staff at Bands 7 and 8. Going into
2020/21 the term Safeguarding Champion will be replaced with Level 3 Safeguarding staff.
Safeguarding Adults Champions receive small group supervision twice a year. In 2019/20
this was completed once in Q1 to 60% due to Safeguarding team capacity. Q3 uptake for
supervisions was poor (30%) due to the Herts Valley Transfer and staff movement. A new
model will be required once the new cohort of level 3 staff are trained in 2020/21.

7. Safeguarding Activity
The Safeguarding Adults Team monitors all referrals to ensure the quality standard remains
high and responses are received within the required timescales. Systems are in place to
monitor safeguarding concerns raised by HCT staff or external agencies which involve the
Trust and require a response.
7.1 Safeguarding referrals
The Safeguarding Adult Forum monitors all safeguarding data quarterly which includes a
breakdown of individual team data. Areas of concern such as over reporting or under
reporting are investigated further and actions agreed. The data below demonstrates the
monthly number of SAFA concerns managed by the team compared to last year. The drop in
referrals in October was predicted due to the Herts Valley Transfer.

Neglect and Acts of Omission continue to be the most prevalent category of abuse reported
but there has been a noticeable increase in reports of self-neglect and domestic abuse. This
trend is in line with the data reported to the HSAB by Herts County Council.

6
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.
7.2

Attendance at safeguarding meetings

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

Professionals
meetings

Number of
HCT staff
attending

7.3

4

Safeguarding
Strategy
Discussions

2

Serious
Concerns (Now
Safety
Improvement
Process)
7

Safeguarding
Case
Conferences

Never Event

Serious
Incident
Panel

96

0

1

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

7.3.1 Safeguarding Adult Reviews:
In 2019/20, The HCT Safeguarding team provided initial information gathering information
for ten cases under consideration for a SAR or Partnership Review process.
There was one active SARs and two Partnership Reviews involving HCT during 2019/20 all
of which are awaiting publication and action plans at the end of 2019/20.
All learning outcomes are captured on an action plan that is monitored via the HSAB SAR
subgroup. HCT actions are also incorporated into the Safeguarding Adults Team Service
Delivery Plan (Appendix 1) as needed and assurance given via the Safeguarding Adults
Forum. The Named Nurse attends the SAR panel as the representative from HCT.
7.3.2 Domestic Homicide Reviews:
The Named Nurse is the HCT representative on the DHR subgroup and attends panels as
and when required. HCT are represented at one DHR Panel in this period.
All local DHR action plans are monitored through the Safeguarding Adults Forum with a
combined tracker linked to Serious Case Reviews (Children’s) and Safeguarding Adults
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Reviews. There has been an increase in the work of the DHR panel due to Home Office
queries on previously submitted cases.
During 2019/2020, there were six DHR requests for information HCT safeguarding adults
team have provided information as requested to support external reviews.

8.Key Areas of service delivery during 2019/20
8.1 Performance and Management
The principles of an effective and safe service are the identification, assessment and
management of risk. The Safeguarding Adults Team supports, enables and challenges staff
to make safe and effective decisions to safeguard and protect adults using HCT services.
Measurement of performance and outcomes is therefore complex and includes a variety of
factors which include:
•
•
•
•
•

performance indicators related to training and supervision uptake
audit of safeguarding knowledge
review of serious incidences/complex cases
responses to HSAB multi-agency action plans
development and review of policies to ensure they are in line with local and national
guidance
• working with partners to meet Section 42 Enquiries under the Care Act 2014.
8.2 Training and Education of staff:

All staff in HCT are trained by the Safeguarding Adults Team and Safeguarding Adults
Champions who are responsible for the delivery of safeguarding training programmes at
different levels dependent on the level of contact that staff member have with patients in
their daily work. Levels and frequency of staff training are aligned to the Intercollegiate
Document 2018. In conjunction with this, the training strategy provides the framework for
ensuring that all staff employed within HCT, independent contractors and volunteers are
appropriately trained to safeguard adults in line with national and local requirements.
Face to Face training is given to all new HCT starters at the monthly (bimonthly in Q4)
Induction training- Introduction to Safeguarding. This includes Safeguarding Adults (relevant
staff), Mental Capacity Act and Prevent WRAP training and Safeguarding Children (relevant
staff). This year Children’s Business Unit staff now must attend the Mental Capacity taught
session in recognition of the Act’s application to 16-17 year olds and the proposed changes
with the Mental Capacity Amendment Act 2019.
Existing staff are also able to attend the Introduction to Safeguarding session for face to face
training or can access this via their Safeguarding Adults Champion if available in their team.
Online training is also available via the My Learning Zone portal at level 2. The CCG
contracted requirement is 3 yearly but the Trust recognises the value of maintaining
safeguarding as a high priority area for staff and therefore continues a biannual requirement
for Level 2 staff and annual for Level 3 (Champions).
Training is underpinned by The Care Act 2014, The Mental Capacity Act 2005 and
Deprivation of Liberty Safeguards 2009 amendment and the Government’s CONTEST
strategy. Acquiring knowledge, skills and expertise in Safeguarding, MCA and Prevent
should be seen as a continuum. It is recognised that staff will increase skill and competence
throughout their professional careers and therefore training needs to be flexible,
encompassing different learning styles and opportunities. Each training session is evaluated
and the programme is regularly updated to take into account participant feedback and
8
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changes in legislation, research and local and national practice. Staff evaluation indicates
that training is valued.
Three workbooks support training: Safeguarding Adults, Prevent and MCA which are
provided at staff induction and prior to biannual updates to ensure that participants are able
to obtain the maximum benefit from their training. These workbooks have been updated to
ensure they cover the required information in line with the Intercollegiate document (2018).
The training programme is adapted in response to findings from Safeguarding Adults
Reviews, Partnership reviews, Domestic Homicide Reviews, Safeguarding Case
conferences, Serious Incident investigations and both local and HSAB audit. Safeguarding
Adults Champions are also encouraged to attend HSAB multi-agency training and Forums to
raise awareness of the multi-agency approach to protecting adults, support networking and
promote effective information sharing.
Bespoke training is provided by the Safeguarding Adults Team to staff groups where there
are difficulties in enabling staff to leave there work area to attend training or where there has
been identified training needs. Additional training has been delivered on DOLS training on
the Inpatient units. The co-located IDVA has also provided team based Intermediate
Domestic Abuse sessions for the
The Health Education England Mental Capacity e-learning package was reviewed and
launched in HCT in December 2019. This is a package of 11 modules which have been
reviewed and the relevant modules made available for Adult, Children and Inpatient teams.
This now includes a module related to 16-17 year olds and DOLS.
8.2.1 Safeguarding adults, MCA, DOLS and Prevent annual training compliance, HCT
2019/20.
Training
SAFA at Induction
within 3 months
SAFA Mandatory
updates
Mental Capacity Act
training
DoLS (clinically
relevant staff)
Prevent

Contract
Standard 2018/19
100%
95%
90%
90%
95%
96%

2019/20
96%
96%
98%

95%

85%

98%

85%

97%

98%

The contract standard for Prevent has been set at 85% for Trusts in Hertfordshire and the
HCT target is 90% with a standard refresher period of 3 years. Further detail on the training
data reported to the CCG through the Dashboard is included in Appendix 7.
8.2.2

Safeguarding Adult Champions Training

Two new Safeguarding Champion training sessions were run this year with a total of 11 new
Safeguarding champions trained. Champions must attend an initial whole day level 3
Safeguarding training and, ongoing, an annual update. 83% of Champions received an
update this year. Training comprised of a half day update session including Intermediate
Domestic Abuse Training session by the co-located IDVA.
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8.2.3 Learning Disability Awareness Training
In this period a programme of training has been delivered to the Inpatient units around
Learning Disability Awareness. This was an identified need following learning from a Serious
Incident (SI) investigation in 2017 that indicated ward staff did not feel that they had enough
knowledge about learning disability or how to care for this group of patients. All ward staff
were expected to attend the training which was held on the wards for a maximum of two
hours.
The training session was co-designed with the community learning disability nurses
employed by HCC. The community learning disability nurses delivered the first hour with a
presentation on; definition of a learning disability, prevalent health conditions, causes of
premature deaths (as per CIPOLD Enquiry). The second part delivered by the Named Nurse
is based on the recommendations from the SI and how the ward can make reasonable
adjustments. A resource file was also developed by the Named Nurse to be held on each
ward with relevant contact information and pictorial resources.
The final sessions were delivered for the inpatient wards and also a session run to the prison
healthcare team at HMP The Mount.
8.3 Safeguarding Adults Audits
The Safeguarding Adult Team had a reduced auditing plan in 2019/20 due to staffing
capacity issues but completed was;
• Ward Audit to review ward staff knowledge of Safeguarding, MCA and DOLS.
• Prevent Audit via Survey Monkey.
The Record Dip test and Peer Review Audits also include questions on Safeguarding and
MCA. This year the Quality Wheel was also developed to support teams in working on
actions plans relevant to their service including Safeguarding. Audits are presented at the
Safeguarding Adults Forum and shared widely at meetings, and communication platforms
(noticeboard, newsletters, and safeguarding adults training).
8.4 DOLS
All inpatient staff are required to attend DoLS training with the expectation that trained
nurses and therapists can complete the DoLS and related MCA/BI paperwork. DoLS
paperwork is checked and signed by the Safeguarding Adults Team or On-Call Manager out
of hours before it is sent to HCC DoLS team.
My Learning Zone implementation in 2019 has removed the ability for staff to access DoLS
e-learning which resulted in a drop incompliance. Direct DoLS training was provided on the
wards to staff by the Safeguarding Adults team. This issue was resolved with the new elearning packaged launched December 2019.
Support has been given to other HCT staff in relation to the community DoLS process and
HCT role in identifying and reporting concerns that patient in their own home maybe subject
to restrictions that meet the threshold for deprivation of liberty.
The Liberty Protection Safeguards have been reviewed by Parliament and passed as the
Mental Capacity Amendment Act (2019) with implementation date of 1st October 2020. In
preparation for this and the potential new process for NHS Trusts to authorise their own
applications (rather than sending to the local authority), the Inpatient management team took
over the regular authorisation of urgent applications in October 2019 with the safeguarding
adults team oversight and administration role.
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Deprivation of Liberty Safeguards activity:
The total number of DoLS applications:
Year

Number of Applications

2018-2019

134

2019-2020

155

Prior to 1st Oct 2019 there were 8 inpatient units and a total of 108 DoLS applications.
Following Herts Valley transfer there were 47 DoLS applications across the three remaining
inpatient units. This shows a continued understanding of the DoLS process. The increase
across Q3/4 from the three units indicates better compliance which could be attributed to the
availability of the DoLS e-learning and involvement of the Inpatient Management Team in
authorising the applications.
DOLS Applications
2019-2020

Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19

HV
Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20
Transfers

Number of DOLS per Month

15

15

19

18

18

23

13

2

4

11

7

10

Number Authorised

0

0

0

0

0

0

0

0

0

0

0

0

Most DoLS applications for HCT patients have not been assessed by a Best Interests
Assessor before they are discharged. This is a risk that sits with Hertfordshire County
Council as the Supervisory Body and is a national issue which will be addressed with the
new Liberty Protection Safeguards.
8.5 PREVENT
PREVENT is part of the UK Government’s Counter- Terrorist Strategy (CONTEST), which
aims to reduce the risk of terrorism. The aim of PREVENT is to help identify adults at risk of
engaging in or supporting terrorism or terrorist activity where, according to sources, there is
a greater danger that radicalisers and extremists will operate.
A PREVENT training session is a standard part of the Trust induction training and supported
by a workbook. The Trust training sessions are delivered by the Trust’s Named Nurse
Safeguarding Adults and PREVENT Lead or other trained facilitators. A three yearly
PREVENT update has now been incorporated into Annual Safeguarding update training.
Due to the TUPE of staff in the Herts Valley transfer it was identified that there were only two
Prevent trainers in HCT. A further five staff accessed a Train the Trainer session in February
2020. Four of these staff were from the Safeguarding children’s team in recognition of the
demographic of national Prevent referrals being in the 15-24 year old age bracket.
A quarterly Prevent return is completed and submitted via NHS Digital.
The Trust has had no PREVENT referrals in 2019-20.
8.6 Learning Disability Mortality Review (LeDer Programme)
The Head of Patient Safety in HCT is the trust’s coordinator for LeDer and liaises with the
Local Area Contact for the programme. This work supports the national programme to
review all deaths of people with a learning disability. The Named Nurse is a LeDer reviewer
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Safeguarding Adults Annual Report 2019/2020

but due to staffing constraints has been removed from the LeDer register of reviewers in
February 2020.
8.7 Domestic Abuse
An Independent Domestic Violence Advisor (IDVA) employed by Refuge has been colocated with the Safeguarding Adults Service. The IDVA is available for staff to consult when
they have concerns about a domestic abuse situation. The IDVA has visited HCT clinics to
provide face to face support to patients and provided telephone support when the patient
was able to use HCT clinic space to make these calls.
Within 2019/20 the IDVA has had an increasing role in delivering training to staff in identified
teams where higher incidences of domestic abuse disclosures have occurred or where
patients may not fall under the criteria for Adult Safeguarding but concerns are noted (e.g.
do not have care and support needs as defined by the Care Act 2014). This training has
been delivered to the Safeguarding Adults Champions this year.
The Named nurse has been trained as a J9 Domestic Abuse Champion. There is an online
J9 information pack available on the intranet for staff to access and show to patients if
needed. The Named nurse also attended the Hertfordshire Domestic Abuse conference and
supported the development of the staff side Domestic abuse policy.
The Safeguarding Children’s Team attend MARAC on behalf of HCT and feedback to the
Safeguarding Adults team via joint meetings and a joint tracker for all Domestic Homicide
Reviews, Safeguarding Children Reviews and Safeguarding Adults Reviews.
8.8 Mental Capacity Act (MCA)
In February 2020 an awareness campaign- MCA Excellence 2020 was launched Trust wide.
This was developed by the Named Nurse with reference to other local and National
campaigns (see Appendix 4). The Project Management programme was utilised to develop
and monitor the project. The campaign purpose was to provide information to staff about the
practical use of the MCA with patients to promote best practice, patient choice and consent
and improve staff confidence. The campaign plan featured regular communications initially
via all staff email, CEO update, Noticeboard and Intranet. A screensaver was also used and
shared as good practice with the CQC during the Well-led interviews in Feb 2020.

The Safeguarding Champions were also cascading information to their teams. Team leads
and managers were asked to nominate staff who had showed excellence in the supporting
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patients with consent or applying the MCA in practice for recognition and award of a lanyard
badge. Staff awarded this badge were asked for ‘Top Tips’ to be collated and shared across
the Trust. Fifty five badges were given out at the start of the campaign until end March 2020
when this had to be paused due to the Trust pandemic response.
In 20/21 the campaign will be restarted and evaluated to look at the effectiveness of the
strategy and how to develop this to provide the necessary updates when the Mental
Capacity Amendment Act (2019) is enacted.

9. Risks
9.1 Service demand and capacity:
As anticipated referrals decreased following the HV transfer on 1st Oct 2019.
Queries which require a response from the Safeguarding Adults team but are not section 42
safeguarding concerns were logged in 2019/20 with 275 recorded in this period.
All of these required a response from the Safeguarding Adults team through reviewing Datix,
liaising with social care or email communication.
A second administrator was recruited on a 6 month fixed term contract in March 2019 to
support the outcome chasing and process mapping for the service as well as arranging
Safeguarding Champions supervisions. In September 2019 the permanent Safeguarding
administrator left and therefore the additional administrator took over the full responsibility of
the administration role and her FTC extended to March 2020. This was then extended again
in February 2020 until March 2021 in recognition of the business critical need for a dedicated
administrator for the Safeguarding Adults team.
The Safeguarding Adults team is now on the risk register due to lack of resilience as the
team has only one clinician following the TUPE of the Safeguarding Adults Specialist Nurse
to the new provider CLCH 1st Oct 2019.
9.2 GDPR
There is an Information Sharing flowchart to ensure all requests for information are made
formally and sent to the Safeguarding adults team via email. This is to ensure the
requester’s identity can be verified and Safeguarding team can log all enquiries involving
HCT staff. The Information Sharing Agreement with the Hertfordshire Safeguarding Adults
Board was signed by HCT’s Director of Nursing and Quality on behalf of the Trust.
9.3 Mental Capacity Amendment Act 2019
The proposed Liberty Protection Safeguards process as part of this Act includes a
requirement for the NHS to assess patients in their care and authorise the deprivations
applied to that person. This is due to come into force 1st Oct 2020 and will require a new
formal process to be developed.
.
9.4 Safeguarding Champions Supervision
This remains a challenge due to team capacity and will be reviewed following the
implementation of the new cohort of Level 3 trained staff in 2020/21.

10. Summary
2019/20 has been a year of change for the service which reflect the Trust wide changes
following the Herts Valley transfer of Adult Health Services. Despite these changes the
service has received a ‘Good’ rating from our commissioners through the SAAF process and
mentioned as ‘Outstanding’ by CQC. Staffing and team resilience is an ongoing risk for the
service and requires further review in 2020/21.
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11. Key Areas for Development in 2020/21
• Monitor team activity and team capacity.
• Review team structure and future service provision inline with the Integrated
Care Partnership across East and North Herts.
• Liaise with HSAB partners regarding Liberty Protection Safeguards and changes
to legislation to ensure a coordinated approach.
• Restart Mental Capacity Excellence campaign and evaluate.

Naomi Bignell
Named Nurse for Safeguarding Adults
Date: May 2020
APPENDICES
Appendix 1: Service Delivery Plan 2019/20

HCT safeguarding
Adults Delivery Plan1

Appendix 2: SAAF Outcome Letter February 2020

Follow up letter
2020.pdf

Appendix 3: SAAF Action Plan (Update March 2020)

SAAF Action plan
2019 Approved March

Appendix 4:

Project Initiation
Document 08.12.19.p
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1.0

Executive Summary
Clinical audit is a quality improvement process that seeks to improve patient care and
outcomes through systematic review of care and the implementation of change. When
clinical audit is conducted well, it enables the quality of care to be reviewed objectively, with
an approach which is supportive, focused on improvement and keeping standards high.
This report outlines the arrangements in place by which Hertfordshire Community NHS Trust
(HCT) participated in an annual clinical audit programme during 2019/20 through which the
Trust gained information and assurance about the clinical quality of its services.

2.0

Key areas of Work in 2019/20
This report summarises HCT participation, assurance and learning from relevant National
clinical audits during 2019/20 and from a sample of local clinical audits.

3.0

National Clinical Audits
During 2019/20, 7 National Clinical Audits covered relevant health services that Hertfordshire
Community NHS Trust provides. There were no national confidential enquiries relevant to
health services that Hertfordshire Community NHS Trust provides.
The National Clinical Audits and clinical outcome reviews that Hertfordshire Community NHS
Trust participated in during 2019/20 are outlined in the below table;

National Clinical Audits

Participation

Number or percentage of cases
submitted or reason for nonparticipation

National Diabetes Adults (NDA) Audit
(core)

Yes

Data submitted for 5103 patients

National Diabetes Foot Care Audit

Yes

Data submitted for 39 patients

National Chronic Obstructive Pulmonary
Disease (COPD) Audit

Yes

Data submitted for 283 patients

The Sentinel Stroke National Audit
Programme (SSNAP)

Yes

National Audit of Care at the End of Life

Yes

Falls and Fragility Fractures Audit
Programme (FFFAP)/National Audit of
Inpatient Falls 2018/2021 (commenced 1
January 2019)

Yes

National Parkinson’s UK Audit

Yes

National Confidential Enquiries

Participation

No National Confidential Enquiries were
relevant to HCT services

N/A

Data submitted for 559 new patient
episodes
8 case note reviews and 2 quality surveys
submitted (now suspended for 2020)
Data submitted for 1 patient
(HCT does not submit data as falls with
hip fracture are entered onto the National
Hip Fracture Database by the acute
treating hospital)
Data submitted for 31 patients together
with Patient Reported Experience
Measures
Number or percentage of cases
submitted or reason for nonparticipation
N/A

Clinical audit involves looking at current practice, modifying it where necessary to improve
the quality of patient care. Clinical outcome reviews are designed to help assess the quality
of healthcare and stimulate improvement in safety and effectiveness.
The National Clinical Audits reviewed by HCT in 2019/20 were:
• National Diabetes Audit (Adult) Core - Care Processes & Treatment Targets 2018-9;
Published 13th Dec 2019
• National Diabetes Foot Care Audit - Fourth Annual Report. England and Wales,
2014-2018; Published 9th May 2019
• 2019 UK Parkinson’s Audit results; Published 31st Jan 2020.
• National Chronic Obstructive Pulmonary Disease (COPD) Audit Programme: Clinical
and organisational audits of pulmonary rehabilitation services in England and Wales,
2019.
• The Sentinel Stroke National Audit Programme (SSNAP); April 2013-March 2018;
National results published June 2019
• National Audit of Care at the End of Life (NACEL); 2019/20; Second Round;
Published
Feb 2020
• Falls and Fragility Fractures (FFFAP) Audit Programme/National Audit of Inpatient
Falls 2018/2021 (commenced 1 January 2019)
The reports of 7 national clinical audits were reviewed by the provider in 2019/20 and
Hertfordshire Community NHS Trust has taken or intends to take the actions outlined below
to improve the quality of healthcare being provided, these are statements are from the Audit
leads within services;
National Diabetes Audit Core (Adults)
Across Hertfordshire there has been an increase in primary care engagement. This has
allowed patients to receive seamless delivery of care nearer to home. Group education
sessions have had a good uptake within primary care settings and patient feedback has
been positive. Having specialist nurses working alongside GPs and practice nurses enables

appropriate referrals to be processed and seen in the right place at the right time. This
results in primary care practitioners being supported in the management of patients with
diabetes, thus impacting positively on the improvement of delivering the 9 Care processes
(weight & BMI, blood pressure, HbA1c, retinopathy screening, foot risk stratification, urinary
albumin test, serum creatinine, smoking status and cholesterol level). Planning for 2020 will
include further education and support to Primary Care Networks.
National Diabetes Foot Care Audit (NDFA)
The NHSE funded additional Multidisciplinary Foot Clinics (MDFT) has contributed to a
reduction in major amputation rates across Hertfordshire. The rate has fallen by 80% and
there have only been 3 major amputations to date in East & North CCG area and 4
amputations in Herts Valley CCG area.
National Parkinson’s Audit UK
The Speech and Language Therapy (SLT) Service has made three key improvements to its’
Parkinson’s disease (PD) pathway since the 2017 National Audit. Firstly, we have
produced a leaflet for patients informing them of what SLT can offer PD patients at all stages
of the disease pathway. Secondly, new outcome measures have been developed to ensure
that all staff are considering the impact of PD on patient’s quality of life and on their carers
as part of their assessment. Finally, efforts to provide a more equitable treatment package
service-wide have begun with a survey of treatment approaches currently used by the team
and work on a new group therapy approach to be piloted.
National Audit of Pulmonary Rehabilitation
Hertfordshire Community NHS Trust Pulmonary Rehabilitation (PR) service continues to aim
to offer patients their first appointment within 30 days of receipt of referral and for patients to
start their course within 90 days of receipt of referral. On average the service meets this
standard. However, unlike many other PR services across the country, the service is
oversubscribed and 98% of available PR places are filled with a higher than average
completion rate of 77%. Of those patients who complete an 8 week course of PR, it has
been shown that 70% will significantly improve their quality of life.
Sentinel Stroke National Audit Programme (SSNAP)
HCT has continued to upload data to the National SSNAP audit during 2019/2020 which
demonstrates good standards of rehabilitation within our community inpatient units
(consistently achieving either `A` or `B` ratings ) and for patients discharged home with the
Stroke Early Supported Discharge team. We consistently delivered above the required 55%
CQUIN target for 6 month stroke reviews (Q1 65%, Q2 77%, Q3 67%, month 1 of Q4 81%).
Staff from HCT attended the East of England stroke pathway `Getting It Right First Time`
event with our acute trust colleagues, where our contribution to the whole stroke pathway in
both E&N Hertfordshire and West Hertfordshire was positively recognised.
National Audit of Care at the End of Life (NACEL)
Analysis of the First Round of the audit indicated that improvement was required in
recognising inpatients entering the last days of life. In order to help with the recognition of
this important parameter, all inpatient units in the Hertfordshire Community Trust (HCT) have
been included on the End of Life (EOL) dashboard. This is updated daily and reviewed by
each individual unit.

Pertinent information is then added to the Quality improvement plan for the relevant ward.
Thus during 2019 HCT were able to report on improved recognition of EOL patients which
contributed to better advanced care planning, pain assessment and management. Second
Round results are expected mid-February and following registration for Third Round, data
collection will commence in April 2020.
National Audit of In Patient Falls (NAIF)
Following the recommendations made by the National Audit of Inpatient Falls 2017, our
Inpatient Falls Policy was updated in October 2018 to reflect best practice guidance from
National Institute of Clinical Excellence (NICE) and Royal College of Physicians (RCP). This
included the measurement of lying and standing blood pressure during a patient’s admission
and removal of the Falls risk prediction tool. We supported the implementation and changes
made to the policy with a comprehensive training programme and continue to embed best
practice through the National CQUIN programme.
4.0

Local Clinical Audits
In 2019/20 Hertfordshire Community NHS Trust has highlighted 49 local clinical audits which
are to be taken or intended to take actions outlined below to improve the quality of
healthcare being provided;

1. All services undertake actions to address gaps in clinical record-keeping practices to maintain
standards and continue to ensure safe patient care.
2. Further training on wound assessment is provided in order to raise the awareness of wound
management for clinical staff.
3. Ensuring Team Leaders discuss prescribing confidence at staff appraisals and that staff who
are prescribers are prescribing effectively.
4. Reinforcing staff knowledge through re-audit of the early signs and symptoms of sepsis in
patients.
5. Continue to provide additional staff training/mentoring to raise awareness and embed the use
of the appropriate pain assessment template when managing pain in patients of all ages on
‘end of life pathways’, according to age and cognitive ability of the patient.
6. Ensuring that patients are satisfied with the ability to self-manage their type 2 diabetes after
attending the carbohydrate awareness groups provided by the Community Diabetes service.
Additionally patients’ perception of their attitudes, beliefs, knowledge and skills in self
managing their diabetes are explored.
7. Health visitors will continue to manage feverish illness in children under the age of 5 using
the ‘traffic light system’. This categorises the risk of serious illness in infants and children
under 5 years with fever according to vital signs and clinical symptoms
All local clinical audits have been placed on hold at present; these will be gradually
recommenced as services are re-established following COVID19 response.
4.0

Appendices & Attachments
None
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Introduction:
The Framework of Quality Assurance (FQA) for Responsible Officers and
Revalidation was first published in April 2014 and comprised of the main FQA
document and annexes A – G. Included in the seven annexes is the Annual
Organisational Audit (annex C), Board Report (annex D) and Statement of
Compliance (annex E), which although are listed separately, are linked together
through the annual audit process. To ensure the FQA continues to support future
progress in organisations and provides the required level of assurance both within
designated bodies and to the higher-level responsible officer, a review of the main
document and its underpinning annexes has been undertaken with the priority
redesign of the three annexes below:
•

Annual Organisational Audit (AOA):
The AOA has been simplified, with the removal of most non-numerical items. The
intention is for the AOA to be the exercise that captures relevant numerical data
necessary for regional and national assurance. The numerical data on appraisal
rates is included as before, with minor simplification in response to feedback from
designated bodies.

•

Board Report template:
The Board Report template now includes the qualitative questions previously
contained in the AOA. There were set out as simple Yes/No responses in the
AOA but in the revised Board Report template they are presented to support the
designated body in reviewing their progress in these areas over time.

Whereas the previous version of the Board Report template addressed the
designated body’s compliance with the responsible officer regulations, the
revised version now contains items to help designated bodies assess their
effectiveness in supporting medical governance in keeping with the General
Medical Council (GMC) handbook on medical governance 1. This publication
describes a four-point checklist for organisations in respect of good medical
governance, signed up to by the national UK systems regulators including the
Care Quality Commission (CQC). Some of these points are already addressed by
the existing questions in the Board Report template but with the aim of ensuring
the checklist is fully covered, additional questions have been included. The
intention is to help designated bodies meet the requirements of the system
regulator as well as those of the professional regulator. In this way the two
regulatory processes become complementary, with the practical benefit of
avoiding duplication of recording.
1

Effective clinical governance for the medical profession: a handbook for organisations employing,
contracting or overseeing the practice of doctors GMC (2018) [https://www.gmc-uk.org//media/documents/governance-handbook-2018_pdf-76395284.pdf]
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The over-riding intention is to create a Board Report template that guides
organisations by setting out the key requirements for compliance with regulations
and key national guidance, and provides a format to review these requirements,
so that the designated body can demonstrate not only basic compliance but
continued improvement over time. Completion of the template will therefore:

a) help the designated body in its pursuit of quality improvement,
b) provide the necessary assurance to the higher-level responsible officer, and
c) act as evidence for CQC inspections.

•

Statement of Compliance:
The Statement Compliance (in Section 8) has been combined with the Board
Report for efficiency and simplicity.

page 4

Designated Body Annual Board Report
Section 1 – General:
The board / executive management team – [delete as applicable] of [insert official
name of DB] can confirm that:

1. The Annual Organisational Audit (AOA) for this year has been submitted.
Date of AOA submission: Not Required
Action from last year:
Process to check complaints disclosed as part of appraisal process via new
form.
Update recruitment process on appointing a doctor
Implement new process to check designated body doctors with GMC
Connect
Request our current non-designated body doctors to share appraisal output
forms
Automate process of requesting appraisal output forms for all new starters
designated and non-designated
Form to be completed by doctors at appraisal to ensure wide practice has
been covered at appraisal.

Comments:
New way of making sure all complaints regarding doctors are shared with
RO and RO assistant
Complaints are then monitored and sent to doctors to discuss during
appraisal. Doctor required to provide assurance that complaints have been
discussed and this is checked prior to revalidation.
Recruitment process in appointing doctor has been checked and updated
and all appointments have checklist which is checked by RO.
Non designated body doctors under no obligation to share appraisal output
forms- instead form developed to ensure HCT work is discussed at
appraisal. Delay in getting these forms back as all appraisal paused between
March- Oct this year
Requirement to discuss HCT work at appraisal and sign form now part of all
contracts
Action for next year:
Investigate process of requesting appraisal output forms for all new starters
designated and non-designated
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Audit that all doctors not on designated body return form declaring HCT work
has been discussed
2. An appropriately trained licensed medical practitioner is nominated or
appointed as a responsible officer.
Action from last year: None
Comments: RO has been in post since June 2019
Action for next year:None
3. The designated body provides sufficient funds, capacity and other resources
for the responsible officer to carry out the responsibilities of the role.
Yes
Action from last year: Gap in resource from November 2018. To be address
via corporate services review.
Comments: Medical Director EA to provide RO administration support
Action for next year: To monitor the suitability of RO admin to sit with the EA
role due to part time hours.
4. An accurate record of all licensed medical practitioners with a prescribed
connection to the designated body is always maintained.
Action from last year: admin resource to maintain the list April 2019 onwards
Comments: Yes admin has maintained since November 2019
Action for next year: None
5. All policies in place to support medical revalidation are actively monitored and
regularly reviewed.
Action from last year: Update revalidation policy to include new Responsible
Officer Advisory Group and include new governance structure.
Comments: Responsible Officer Advisory Group TOR updated All Policies
up to date.
Action for next year: Medical Remediation Policy due for review April 2021,
Medical Appraisal Policy due for review October 2022, Medical Appraisal,
Responsible Officer Advisory Group TOR due for review November 2020

6. A peer review has been undertaken of this organisation’s appraisal and
revalidation processes.
Action from last year: None made - Request peer review.
Comments: Peer Review Undertaken by Marcelle Michael.
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Action for next year: To ensure Peer Reviews are undertaken annually.
Appraiser training to offered to Trust appraisers. Appraisers to ensure CPD
is varied and appraisals show thorough reflection.
7. A process is in place to ensure locum or short-term placement doctors working
in the organisation, including those with a prescribed connection to another
organisation, are supported in their continuing professional development,
appraisal, revalidation, and governance.
Action from last year: Locum doctors even on a short term contract are
encouraged to attend training provided by the Trust and to partake in
educational meetings such as the doctor’s forum.
Comments: Locum doctors who work in the Trust for more than 6
months are given SPA time for development, appraisal and
governance.
Action for next year: Continue to ensure all doctors associated with the Trust
are supported within their role.

Section 2 – Effective Appraisal
1. All doctors in this organisation have an annual appraisal that covers a doctor’s
whole practice, which takes account of all relevant information relating to the
doctor’s fitness to practice (for their work carried out in the organisation and for
work carried out for any other body in the appraisal period), including
information about complaints, significant events and outlying clinical outcomes.
Action from last year: New form to be introduced to ensure the doctors for
who we are the designated body have disclosed whole practice at appraisal
Comments: Yes – These questions are all asked by appraiser within
appraisals and questions are checked against with Trust created form during
the review of past 5 appraisals for revalidation.
Action for next year: To check if appraisal provider can included questions as
a mandatory tick box within appraisal.
2. Where in Question 1 this does not occur, there is full understanding of the
reasons why and suitable action is taken.
Action from last year: change from centrally uploaded information to each Dr
being issued complaints information a few months before their annual
appraisal.
Comments: Complaints reports are run before signing off an appraisal by RO.
Process also in place to for RO Administrator to notify by email any doctor
named, after investigation, within a complaint, asking they ensure this is
discuss at appraisal.
Action for next year: email template to be created to include asking doctors to
ensure thorough reflection is included.
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3. There is a medical appraisal policy in place that is compliant with national policy
and has received the Board’s approval (or by an equivalent governance or
executive group).
Action from last year: None
Comments: Yes Ratified 2018,
Action for next year: Policy due for review April 2021

4. The designated body has the necessary number of trained appraisers to carry
out timely annual medical appraisals for all its licensed medical practitioners.
Action from last year: None
Comments: Yes. The Trust also paid for additional appraisers to ensure we
are compliant.
Action for next year:
5. Medical appraisers participate in ongoing performance review and training/
development activities, to include attendance at appraisal network/development
events, peer review and calibration of professional judgements (Quality
Assurance of Medical Appraisers2 or equivalent).
Action from last year: None
Comments:
Action for next year: To ensure appraisers meet regularly and update
knowledge on appraisal
6. The appraisal system in place for the doctors in your organisation is subject to
a quality assurance process and the findings are reported to the Board or
equivalent governance group.
Action from last year: Appraisal ASPAT mean score increased to 34.8 from
34.5: Report to go to new Clinical Governance Sub Committee
Comments: ASPAT score not measured during this year’s appraisal audit.
Instead qualitative review of appraisals undertaken and key themes fed back
to appraisers
Action for next year: Deputy medical director to undertake further appraisal
audit. Meeting to be held with designated body doctors to discuss
requirements in view of Covid 19 pandemic

2
2

http://www.england.nhs.uk/revalidation/ro/app-syst/
Doctors with a prescribed connection to the designated body on the date of reporting.
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Section 3 – Recommendations to the GMC
1. Timely recommendations are made to the GMC about the fitness to practise of
all doctors with a prescribed connection to the designated body, in accordance
with the GMC requirements and responsible officer protocol.
Action from last year: None
Comments: Yes
Action for next year:
2. Revalidation recommendations made to the GMC are confirmed promptly to the
doctor and the reasons for the recommendations, particularly if the
recommendation is one of deferral or non-engagement, are discussed with the
doctor before the recommendation is submitted.
Action from last year: None
Comments: Yes, discussed same day.
Action for next year: None

Section 4 – Medical governance
1. This organisation creates an environment which delivers effective clinical
governance for doctors.
Action from last year: complaints discusses at appraisal. Job plans being
completed with designated body doctors.
Comments: the organisation provides:
Learning from Deaths Forum; Robust Complaints Information; Doctors
Forum; Job Planning Policy updated to ensure fair SPA allocation
Complaints reports are run before signing off an appraisal by RO.
Process in place to ensure complaints are included with appraisal.
Action for next year: email template to be created to include asking doctors
to ensure thorough reflection is included.

2. Effective systems are in place for monitoring the conduct and performance of
all doctors working in our organisation and all relevant information is provided
for doctors to include at their appraisal.
Action from last year: Only high level concerns reach Responsible Officer,
smaller concerns don’t usually. Via complaints procedures and via appraisal
quality assurance
Comments: Yes process in place. RO sees all complaints and meets with
clinical directors who can share concerns
Action for next year: None
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3. There is a process established for responding to concerns about any licensed
medical practitioner’s1 fitness to practise, which is supported by an approved
responding to concerns policy that includes arrangements for investigation and
intervention for capability, conduct, health and fitness to practise concerns.
Action from last year:
Comments: Yes
Action for next year: None

4. The system for responding to concerns about a doctor in our organisation is
subject to a quality assurance process and the findings are reported to the
Board or equivalent governance group. Analysis includes numbers, type and
outcome of concerns, as well as aspects such as consideration of protected
characteristics of the doctors 3.
Action from last year: To be discussed at the Responsible Officer Advisory
Group (ROAG) and fed upwards using Trusts governance structure.
Comments: There have been no concerns.
Action for next year: This will continue to be discussed at the Responsible
Officer Advisory Group (ROAG) and fed upwards using Trusts governance
structure
5. There is a process for transferring information and concerns quickly and
effectively between the responsible officer in our organisation and other
responsible officers (or persons with appropriate governance responsibility)
about a) doctors connected to your organisation and who also work in other
places, and b) doctors connected elsewhere but who also work in our
organisation 4.
Action from last year: None
Comments: Yes, standard MPIT form used.
Action for next year:
6. Safeguards are in place to ensure clinical governance arrangements for
doctors including processes for responding to concerns about a doctor’s
practice, are fair and free from bias and discrimination (Ref GMC governance
handbook).
Action from last year: None
Comments: Yes
Action for next year: None

4

This question sets out the expectation that an organisation gathers high level data on the
management of concerns about doctors. It is envisaged information in this important area may be
requested in future AOA exercises so that the results can be reported on at a regional and national
level.
4
The Medical Profession (Responsible Officers) Regulations 2011, regulation 11:
http://www.legislation.gov.uk/ukdsi/2010/9780111500286/contents

page 10

Section 5 – Employment Checks
1. A system is in place to ensure the appropriate pre-employment background
checks are undertaken to confirm all doctors, including locum and short-term
doctors, have qualifications and are suitably skilled and knowledgeable to
undertake their professional duties.
Action from last year: Update recruitment flowchart to include L2P
automated process and to include GMC connect.
Comments: Flowchart updated.
Human Resources undertake references and DBS checks on all directly
employed and contracted employees. The employment checks,
qualifications and skills are reviewed and signed off by the HCT Responsible
Officer before any person has their appointment agreed. This includes
directly employed, contracted, service level agreement, agency locum and
honorary contracts. This ensures compliance with this element of
Responsible Officer Regulations 2010 (amended 2013).
Action for next year:

Section 6 – Summary of comments, and overall conclusion
Please use the Comments Box to detail the following:
-

General review of last year’s actions

-

Actions still outstanding

-

Current Issues

-

New Actions:

Overall conclusion:
Actions are mainly on track. Revalidation for all doctors has been delayed
nationally due to Covid 19. We are restarting appraisals in October 2020.
Anyone who has missed an appraisal will not be required to catch up as this
would place too much stress on appraisal process. Instead doctors will have
an authorised missed appraisal during the Covid pandemic and this will not
affect their ability to be revalidated at the end of their 5 year cycle.
Revalidation decisions will all be reviewed to see if any delayed doctors can be
revalidated

Section 7 – Statement of Compliance:
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The Board of HCT has reviewed the content of this report and can confirm the
organisation is compliant with The Medical Profession (Responsible Officers)
Regulations 2010 (as amended in 2013).

Signed on behalf of the designated body
[(Chief executive or chairman (or executive if no board exists)]

Official name of designated body: Hertfordshire Community NHS Trust

Name: Clair Hawkins

Signed:

Role: Chief Executive
Date:
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Pharmacy Annual Report 2019/2020

1.0

Executive Summary

1.1

This annual report provides an overview of work done by the Pharmacy
Department on medicines optimisation and the governance on the use of
medicines in Hertfordshire Community NHS Trust (HCT) for the period 1st
April 2019 to 31st March 2020. It provides assurance that HCT complies with
the regulations set out in:
•
•

•
•
•
•
•
•

Care Quality Commission (CQC) (2020)
Regulation 12 (1) & (2) (g) Health and Social Care Act 2008
(Regulated Activities) Regulations 2014 with regards to the proper
and safe management of medicines
The Medicines Act 1968
The Human Medicines Regulation 2012
The Misuse of Drugs Act 1971
The Misuse of Drugs Regulations 2001
The Misuse of Drugs (safe custody) Regulations 1973, amended
2007 and
The Controlled Drugs (supervision of management and use)
Regulations 2013

It also provides assurance of actions and improvements made by HCT in
response to audit and incident findings.
1.2

A two year HCT Medicines Optimisation and Pharmacy Plan was developed
in 2019 to direct the work of the Department. Within it is included the
improvement work from the 2018 Quality Care Commission (CQC) findings,
new service developments following national strategy and innovative
developments in areas such as the use of IT to improve the efficiency of our
work.

1.2

The CQC undertook another planned inspection of the Trust in January and
March 2020. However, the final findings report was not made available to the
Trust until the 2020/21 financial year and thus not within the scope of this
report. However, initial findings from the January 2020 visit was acted upon in
Quarter 4 2019/20 and discussed here.
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2.0

Medicines Optimisation and Pharmacy Plan for 2019 to 2021

2.1

In response to the NHS Long Term Plan and new developments in the
healthcare landscape, HCT developed a new strategy to provide more
proactive, joined-up and coordinated care, which is differentiated in its support
offer to individuals. In conjunction, a two year Medicines Optimisation and
Pharmacy Plan for 2019 to 2021 was developed to support it.

2.2

It comprises of four pillars, which each support a HCT Strategic Objective.
• Outstanding practice in medicines use and medicines management, to
support Outstanding quality and performance
The focus is on ensuring standards (both statutory and best practice) of good
medicine management and prescribing are consistently met and developing
Pharmacy Clinical Leadership.
• Partnership working across the Trust, STP and Community to support
Joined-up local care
The focus is to support medicines optimisation, as part of join-up local care, in
settings from Primary Care Networks to Frailty Clinics in the community. This
will provide more seamless collaborative care in the right place for the patients
and help rebalance operational and financial pressures the wider system.
• Use of Information Technology to support Best Value through innovation
The focus is on efficiency of pharmacy and medicines related workstreams
through best use of information and IT.
• Workforce and resourcing initiative to attract and retain talent; Training and
Development to support A great place to work.
The focus is on ensuring we have the best staff to provide the best
pharmaceutical care.

2.3

The ultimate aim is to improve the health of our patients though medicines
optimisation and better practice, support STP and national strategic initiatives.
We have made great progress in all four pillars, with new training
programmes, new primary care roles, innovations in how we use our IT
systems and staff enrolled on further training to enhance their skills and
knowledge.
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3.0

Regulatory Compliance

3.1

In Quarter 4 0f 2018/2109, the CQC released its findings from its 2018
inspection to the Trust. Whilst there are areas of good practice, HCT
recognises that there are also some gaps in medicines management,
medicines optimisation, prescribing support and assurance on medicines use
and safety.

3.2

The CQC’s Inspection Report has confirmed that in their inspection of our
Community Health In-patient services, within the “safe” Key Line of Enquiry,
found that Medicines Management requires improvement. As such, we have
been given a Requirements notice under Regulation 12 HSCA (RA)
Regulations 2014 Safe care, for the activity of “Treatment of disease, disorder
or injury”. There are two “must dos”, which are
a) Ensure it follows its medicines management policy in relation to the safe
handling of medicine including, supply, storage, administration, supply,
handling and recording and
b) Prescribe for patients the right drugs, by the right route in the right dosage
at the right time.

3.3

A multi-disciplinary Improvement Plan was developed and incorporated into
the Medicines Optimisation and Pharmacy Plan 2019 to 2021. The
Improvement Plan was successfully implemented in 2019/20. This resulted in
development of new medicines management and prescribing training
programmes, the mass uptake of these training by relevant staff and vast
improvements in standards of practice in medicines management and
prescribing. The improvement can be seen in the analysis of our medication
incidents and results from medicines management audits discussed below.

4.0

Medicines Management & Safety

4.1

Analysis of Medicines Incidents
During 2019/20 our staff have reported 367 medicines-related incidents, of
which 220 (60%) were attributed to care delivered by HCT. The overall total is
a 19% decrease compared to the number of incidents reported during
2018/19.

4.2

Trends and Themes
All medicines-related incidents are reviewed by our Pharmacy team. Almost
all incidents are multi-factorial involving multiple professional and staffing
groups. Therefore, all investigations have input from these groups to ensure
actions and learning have the appropriate ownership and buy-in from relevant
leads, in order that actions are successfully implemented.
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From the 21 HCT incidents resulting in harm, 20 resulted in low harm and one
resulted in moderate harm. The 20 incidents were classified as low harm
because further monitoring of the patient was required following the
medication incident.
The 1 incident resulting in moderate harm was further investigated using a
Root cause analysis (RCA) as the patient had to be re-admitted to acute
hospital due to deterioration in symptoms. This particular incident identified a
need for further prescribing support and robust management of omitted doses
on our bedded units.
There has been an educational push from the Pharmacy team to clinical staff
on improving the management of omitted doses. As a result a Dip Test audit
was introduced in Q1 with medicines management and prescribing standards.
The audit has demonstrated improvement in some areas but further work and
support with educational training will ensure there is a robust management of
omitted doses in the bedded units.
To ensure that staff have the right skills, knowledge and competencies in
prescribing a comprehensive prescribing training programme was developed
and launched in Q3. The prescribing e- learning modules are mandatory and
must be completed as part of the prescriber’s annual training. This will ensure
that staff is supported with the necessary resources to prescribe competently.
The other aspect of providing organisational assurance is through the newly
formed Prescribing Forum launched in December 2019. The Forum is
attended by key nurses and clinicians that influence prescribing. The purpose
of the forum is to support Non-medical prescribers (NMP’s) with prescribing
topics and create a support network. The forum will review intervention audits
and discuss lessons to be learnt and any actions to be undertaken from
Medicines Incident reports.
In 2018/19, the number of omitted insulin-related incidents was 60. In
2019/20 this has reduced to 40.
The reduction is a result of joint work and initiatives with the Pharmacy,
Nursing and Operational teams. It is important to note there has been a
reduction in the number of patient contacts since the transition of Herts Valley
Localities. The Pharmacy team continues to lead work to reduce insulin and
other medication errors in the Trust.
During 2019/20, there has been a reduction in the number of insulin related
incidents – 94 compared to 111 in 2018/19, and in particular, a reduction in
the number of omitted doses due to missed visits (51 compared to 60).
Quarter 2 held the highest number of missed visits with 21 incidents recorded,
however this reduced dramatically to 6 in quarter 3 after a SLiP was
introduced Incidents rose slightly again in quarter 4 with 11 missed visits
recorded, however the majority of these were recorded in March 2020 during
the start of the Corona Virus pandemic where there was an increase in work
load and staff redeployment.
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4.3

Lessons Learnt
It’s important that there is a robust process to help review incidents and the
root cause.
As part of medicines use and safety in our service, all moderate to severe
medication incidents are investigated and lessons learnt. The lessons learnt
from the incidents are shared with the staff via a Shared Lessons in Practice
(SLiP) to help prevent incidents occurring again. All affected policies and
SOP’s are updated and shared with staff.
In particular, Insulin and CD incidents are a key focus due to the potential high
risk of harm. A recent SLIP was created on the ‘safe use of Insulin’. All
locality managers updated their teams and identified any gaps in training.
Staff were supported with extra training via Continuing Professional
Development programmes and e-learning programmes on My learning Zone.
Another important SLiP on ‘CD’s and Safe custody in patients home’ was
disseminated to all ICT teams. CD SOP 30 was updated to reflect changes in
process and updated on the intranet.

4.4

Improvement Plan
Bi-monthly medication incident meetings are undertaken with attendance from
Locality Managers, Lead nurse from Inpatient Units, Adult Clinical Quality
Lead Nurse and Pharmacy. The group is responsible for reviewing trends and
isolated incidents. As part of the review the group highlight areas of risk and
develop a plan to address the gaps. Lessons are shared and used as part of
the Quality Wheel in the ICT teams. All locality teams are responsible for
embedding changes discussed and identifying any gaps in training or process
issues.
The Pharmacy Team continues to have a robust system to manage all
medicines safety alerts. Each month clinical teams are sent safety alerts and
supporting information to ensure that recommendations have been assessed
and actioned.

5.0

Controlled Drugs

5.1

Controlled Drugs (CDs) in the Trust continue to be managed by the Chief
Pharmacist and the Controlled Drug Accountable Officer to ensure its safe
and effective use as well as to prevent misuse and diversion.

5.2

HCT takes part in the Local Intelligence Network in the England and East
region to monitor for the occurrence of CD concerns. Quarterly reports of CD
incidents are submitted centrally. In 2019/20, HCT reported one incident
classified as High risk and none as Extreme risk.
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5.3

The one High Risk incident, like all incidents was investigated thoroughly. The
incident occurred in Quarter 2 2019/20. Two patients with the same surname
were treated in one clinical location. A controlled drug was administered to the
wrong patient in error. The patient was monitored and came to no harm. Duty
of Candour procedures were followed. Root cause analysis of the incident
showed the root cause to be a lack of self-checking when administering a
medicine. Lessons learnt are that 1) Staff competencies, such as those in
relation to medicines management, must be checked on a regular basis and
2) Handovers between shifts should contain more information useful for the
team, such as any potential risks to patient safety identified or any changes in
medicines. These lessons learnt have been disseminated throughout the
Trust. No such incident has happened again in 2019/20.

6.0

Medicines Management and Clinical Audits

6.1

Pharmacy continues to conduct a range of medicines management and
clinical audits to provide assurance that medicines are managed correctly and
its use is clinically appropriate.

6.2

Monthly Dip tests and a renewed Audit Programme were introduced as part of
the CQC Improvement Plan. They provide the assurance for improved
standard of practice in medicines management and prescribing across the
inpatients units. These audits have been embedded as part of medicines
management quality improvement work. They continue to be used to
benchmark each inpatient unit and provide assurance that staff are delivering
safe and effective medicines management. Results are reviewed at
Medicines Management Forum and further training is delivered to those units
that score "red" in the KPIs.
As part of the new community Integrated Care Team pathways, Pharmacy
have been putting in more training and initiating new audits to review
medicines management provision in community setting.
The implementation for an Electronic Prescribing Medicines Administration
system across in-patients and in the community setting was scoped in
Quarters 3 and 4 as part of the Medicines Optimisation and Pharmacy Plan
2019 to 2021. This can enable better scrutiny of missed doses, high risk
medication incidents and administration errors as well as support improved
prescribing standards.

In Q2, a new pilot audit was undertaken jointly with the medical team at
Langley House wards. This was to determine how many doses of all
prescribed medicines are omitted or delayed over a period of a week, and of
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those, how many are classified as a critical drug. There were 1383 medicines
prescribed with 2323 doses. There were 253 doses omitted or delayed which
accounts for 11% of the total number of doses in a week. The
recommendations made were:
-

to improve the awareness to nurses of which medicines are critical by
providing a table of information;
to improve the quality of medicines administration by providing clearer
information for nurses to ensure patients are not harmed through
omitting or delaying medication;
to ensure the nurses understand the correct procedure around
documentation. Langley House was then re-audited before there
service was transitioned to CLCH
to audit all bedded units to compare results.

Of the 2945 doses prescribed over that week, 8% of doses were omitted or
delayed. This is lower than the pilot in July where 11% of doses were omitted
or delayed and less than 1% omitted or delayed were critical medicines.
A critical drugs list was developed and approved at the Trust’s Medicines
Management Forum in September 2019, and noted at Clinical Governance
Sub-Committee in November 2019. The critical drugs list was added to the
Trust’s intranet and circulated to all bed based units and services via email.
For the bed based units, the pharmacy team gained assurance from the ward
managers that the list was visible to all staff. It was also circulated via the
Communications Team using Noticeboard.
Issues arose following a CQC visit in January 2020 where missed doses were
picked up at Herts and Essex hospital. For this reason, an individual audit was
carried out to determine how many doses of all prescribed medicines were
omitted during the months of January and February 2020, and of those, how
many are classified as a critical drug.
The audit was repeated in February 2020 by Pharmacy.
Results showed that in:
•
•

January 1st – 31st: Of the 7152 doses prescribed, 1.1% of doses were
omitted. 11% of these omissions were critical medications.
February 1st – 26th: Of the 5720 doses prescribed, 1.2% of doses were
omitted. 15% of these omissions were critical medications.

A number of Recommendations were made and implemented with immediate
effect:
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-

To improve the awareness to nurses of which medicines are critical by
ensuring the table of information is present on the ward.
To improve the quality of medicines administration by providing clearer
information for nurses to ensure patients are not harmed through
omitting or delaying medication.
To ensure the nurses understand the correct procedure around
documentation.
To ensure all nurses have completed the Medicines Management
Essential e-learning.
The ward manager to review nurse signatures and highlight any trends
of missed administration.
To highlight escalations to the agency that supplies the nurses to the
unit as it was noted that 75% of nurses working were not HCT
employed staff.

Following on from this, a decision was made to include the Missed Dose Audit
into the quarterly audit plan for all on-patient units from Quarter 1 2020/21.
Furthermore, the need for an enhanced pharmacist and/or technician to be
present on the wards was certainly highlighted by these results. A business
case will be developed in 2020/21 to explore an in-house pharmacy team to
support the in-patient units.

7.0

New Services in Primary Care

7.1

One of the pillars of the Medicines Optimisation and Pharmacy Plan 2019 to
2020 is Partnership working across the Trust, STP and Community. In
2019/20, this translated to the development of the first partnership between a
Primary Care Network (PCN) and HCT on a Pharmacy service to the PCN
and a tri-partite project between Herts County Council, Welhat Delivery Board
and HCT to support care homes in the Welywn and Hatfield locality. Both
service developments offer enhanced medicines optimisation, medicines
management for our patients and stakeholders. They form a new basis for
developing new relationships with Primary Care and are income generating
for the Trust.

7.2

At the end of Quarter 3 2019/20, South Stevenage PCN signed up for the
HCT Primary Plus Pharmacy Services. The service involves a prescribing
pharmacist delivering clinical pharmacist element of the Network Contract
Directed Enhanced Service (DES) The contract, work plan and KPIs will be
the blueprint for future agreements with other PCNs and will make the
negotiation process much faster.

7.3

The tri-partite Care Home Project in Welwyn and Hatfield started in Quarter 3
2019/20. This is a one year project to explore a Prescribing Pharmacist and
Page | 8

Matron led Care Home service to help GPs and the CCG to support these
patients better. The Key Performance Indicators are a combination of systembenefits such as reduced hospital admission, clinical outcomes, cost savings
from more optimised prescribing and direct GP benefits such as reduction in
GP call-outs to Care Homes. This project will continue into 2020/21 and be a
blueprint for future service models and collaboration.

Author: Chi Kai Tam
Deputy Director of Medicines Optimisation, Chief Pharmacist
November 2020
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HERTFORDSHIRE COMMUNITY NHS TRUST
AUDIT COMMITTEE
TERMS OF REFERENCE

Version 14: June 2020
Precedents
This Version of the HCT Audit Committee Terms of Reference replaces Version 13 dated June
2019.
1.

TITLE & FORMATION
Audit Committee (AC)
Formed:

April 2010

2.

STATUS & DELEGATED AUTHORITY:

2.1

The Hertfordshire Community NHS Trust Audit Committee (AC) is a standing Committee
of the Trust Board.

2.2

All procedural matters in respect of conduct of meetings shall follow the Trust’s Standing
Orders

2.3

The Committee is authorised by the Board to:

2.4

(i)

Investigate any activity within its terms of reference. It is authorised to seek any
information it requires from any employee and all employees are directed to cooperate with any request made by the Committee.

(ii)

Call any employee to be questioned at a meeting of the Committee as and when
required.

(iii)

Obtain outside legal or other independent professional advice and to secure the
attendance of outsiders with relevant experience and expertise if it considers this
necessary.

The Audit Committee does not have delegated powers of expenditure as this rests with
Officers of the Trust as budget holders in accordance with the Scheme of Reservation &
Delegation and Standing Financial Instructions.
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Reporting Responsibilities:
2.5.1 The Committee Chair shall provide written and verbal reports to the HCT Board
meeting in public (or in private if appropriate) in a format and at a frequency agreed
by the Trust Chair. Such reports shall highlight:
(i)
(ii)
(iii)

Assurances (positive and negative)
Perceived Risks
Assessment / Follow Up of areas which have been subject to Board Issue
Escalation Reports
(iv) Matters of Committee Governance or proposed changes thereto
(v) Other matters which at the discretion of the Committee Chair merit being brought
to the Board’s attention
2.5.2 The Committee shall make whatever recommendations to the Board it deems
appropriate on any area within its remit where action or improvement is needed.
3. DUTIES
Governance, Risk Management and Internal Control
3.1

Financial Governance Reporting
The Committee shall monitor the integrity of the financial statements of the Trust, including
its annual and any interim reports, preliminary results and any other formal announcement
relating to its financial performance, reviewing significant financial and funded project
reporting issues and judgements which they contain.
The Committee shall also review and challenge where necessary:
3.1.1 The consistency of, and any changes to, accounting policies both on a year on year
basis and across the Trust;
3.1.2 The methods used to account for significant or unusual transactions where different
approaches are possible;
3.1.3 Whether the Trust has followed appropriate accounting standards and made
appropriate estimates and judgements, taking into account the views of the external
auditor;
3.1.4 The clarity of disclosure in the Trust’s financial reports and the context in which
statements are made; and
3.1.5 All material information presented within the financial statements, such as the
operating and financial review and the Annual Governance Statement (insofar as it
relates to audit and risk management);
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Internal Controls, Assurances and Risk Management Systems
The Committee shall:
3.2.1 Keep under review the effectiveness of the Trust’s internal controls and risk
management systems, including annual review of the Board Assurance Framework
and High Level Risk Register; and
3.2.2 Recommend to the Executive Team risks for inclusion on the High Level Risk
Register or Board Assurance Framework and to regularly review and comment on
risks on the Register & Framework.
3.2.3 Review underlying assurance processes that indicate the degree of achievement of
the organisation’s objectives, the effectiveness of the management of principal risks
and the appropriateness of disclosure statements. The Committee shall request
and review reports, evidence and assurances from directors and managers on the
overall arrangements for governance, risk management and internal control.
3.2.4 Supported by having the Chair of the Quality Committee as a member of the
committee, to take into consideration systems and processes associated with
clinical / service risks. To include, but not restricted to, monitoring the Trust’s
compliance with CQC Registration outcome requirements and risk profile, review of
the clinical audit programme and production of the annual Quality Account.
3.2.5 Review the adequacy and effectiveness of all control related disclosure statements
(in particular the governance statement), together with any accompanying Head of
Internal Audit Opinion, external audit opinion or other appropriate independent
assurances, prior to submission to the Trust Board.
3.2.6 Highlight non-urgent risks to the Board through the Committee Chair’s reports and
escalate urgent risks through the Trust’s risk escalation process.

3.3

Counter Fraud & Whistleblowing
The Committee shall:
3.3.1 Ensure that there is an effective anti-fraud culture established in the Trust, with
appropriate arrangements to deter, prevent and detect fraud. This will be achieved
by:
(i) reviewing and approving of the annual counter fraud work plan;
(ii) reviewing regularly the work of the Local Counter Fraud Specialists;
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(iii) reviewing reports on fraud incidents and actions taken.
3.3.2 Review the counter fraud arrangements for employees to raise concerns, in
confidence, about possible wrongdoing in financial reporting or other matters. The
Committee shall ensure that these counter fraud arrangements allow proportionate
and independent investigation of such matters and appropriate follow up action.
3.3.3 The appointed Local Counter Fraud Specialist shall be given the right of direct
access to the Chair of the Board and to the Committee.
3.4

Recommendations to the Board on Key Corporate Submissions
3.4.1 Prior to formal submission / publication the Committee shall consider the following
and make such recommendations for approval / adoption by the Board (and the
Board as corporate charitable trustees in the case of (e) below) as considered
appropriate
(a)
(b)
(c)
(d)
(e)

Annual Financial Accounts and accompanying disclosures
The Annual Governance Statement
The Annual Report
The Annual Quality Account (taking into account advice from the Chair of the
Quality Committee).
Charitable Funds Annual Accounts

3.4.2 In support of the above, the Committee shall take into account the annual reports of
the Head of Internal Audit and the External Auditors.
3.5

Methodology
3.5.1 In carrying out this work the Committee will primarily utilise the work of internal
audit, external audit and other assurance functions (internal or external), but will not
be limited to these sources. It will also seek reports and assurances from:
a)
b)

Directors and managers as appropriate and
Committees of the Trust

concentrating on the over-arching systems of integrated governance, risk
management and internal control, together with indicators of their effectiveness.
3.5.2 To assist with its assurance function, to receive, assess and constructively
challenge such reports and other documents as the committee requests.
3.5.3 In fulfilling its duties, the Committee shall:
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(i)

Be mindful of the principles of integrated governance and where necessary
consider and communicate risks and impacts that may extend to the wider
organisation and which arise through the exercise of its delegated functions.

(ii)

Link its programme of work to the strategic objectives of the Trust

Internal Audit
The Committee shall:
3.6.1 Monitor and review the effectiveness of the Trust’s internal audit function in the
context of the Trust’s overall risk management system.
3.6.2 Where the internal audit function is carried out by an external audit firm, the
Committee shall be responsible for:
(i) approval of their remuneration, whether fees for audit or non audit services
and that the level of fees is appropriate to enable an adequate audit to be
conducted;
(ii)

approval of their terms of engagement, including any engagement letter
issued at the start of each financial year and the scope of the internal audit
programme;

(iii)

assessing annually their independence and objectivity taking into account
relevant [UK] professional and regulatory requirements and the relationship
with the auditor as a whole, including the provision of any non audit services;

(iv) satisfying itself that there are no relationships (such as family, employment,
investment, financial or business) between the auditor and the Trust (other
than in the ordinary course of business);
(v)

agreeing with the Board the terms on which we offer to employ any former
employees of the internal auditor, each case to be judged on its own merits;

(vi) monitoring the internal auditor’s compliance with relevant ethical and
professional guidance on the rotation of audit partners, the level of fees paid
by the company compared to the overall fee income of the firm, office and
partner and other related requirements; and
(vii) assessing annually their qualifications, expertise and resources and the
effectiveness of the internal audit process which shall include a report from the
auditor on their own internal quality procedures;
3.6.3 Where the internal audit function is not contracted externally, approve the
appointment and removal of the head of the internal audit function;
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3.6.4 Consider and approve the remit of the internal audit function and ensure it has
adequate resources and appropriate access to information to enable it to perform
its function effectively and in accordance with the relevant professional standards.
The Committee shall also ensure the function has adequate standing and is free
from management or other restrictions;
3.6.5 Review and assess the annual internal audit plan;
3.6.6 Review promptly all final reports from the internal auditors with particular focus on
high risk reports;
3.6.7 Review and monitor management’s responsiveness to the findings and
recommendations of the internal auditor; and
3.6.8 Meet the head of internal audit at least once a year, without management being
present, to discuss their remit and any issues arising from the internal audits carried
out. In addition, the head of internal audit shall be given the right of direct access to
the Chair of the Board and to the Committee.
3.7

External Audit
The Committee Shall
3.7.1 Identify a panel for the procurement and appointment of the Trust’s external
auditors in line with the Local Audit and Accountability Act 2014 and that:
Any such appointment shall be ratified by the Trust Board on the recommendation
of the Audit Committee
3.7.2 The panel identified under 3.7.1 above may at the discretion of the Audit Committee
be the Audit Committee itself.
3.7.3 Oversee the relationship with the external auditor including (but not limited to):
(i)

approval of their remuneration, whether fees for audit or non audit services
and that the level of fees is appropriate to enable an adequate audit to be
conducted;

(ii)

approval of their terms of engagement, including any engagement letter
issued at the start of each audit and the scope of the audit;

(iii)

assessing annually their independence and objectivity taking into account
relevant [UK] professional and regulatory requirements and the relationship
with the auditor as a whole, including the provision of any non audit services;
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(iv)

satisfying itself that there are no relationships (such as family, employment,
investment, financial or business) between the auditor and the company (other
than in the ordinary course of business);

(v)

agreeing with the Board the terms on which the Trust offers to employ any
former employees of the external auditor, each case to be judged on its own
merits;

(vi)

monitoring the auditor’s compliance with relevant ethical and professional
guidance on the rotation of audit partners, the level of fees paid by the
company compared to the overall fee income of the firm, office and partner
and other related requirements; and

(vii)

assessing annually their qualifications, expertise and resources and the
effectiveness of the audit process which shall include a report from the
external auditor on their own internal quality procedures.

3.7.4 Meet regularly with the external auditor, including once at the planning stage before
the audit and once after the audit at the reporting stage. The Committee shall meet
the external auditor at least once a year, without management being present; to
discuss their remit and any issues arising from the audit. In addition, the head of
external audit shall be given the right of direct access to the Chair of the Board and
to the Committee.
3.7.5 Review and approve the annual audit plan and ensure that it is consistent with the
scope of the audit engagement;
3.7.6 Review the findings of the audit with the external auditor. This shall include but not
be limited to, the following;
(i)
(ii)
(iii)

a discussion of any major issues which arose during the audit,
any accounting and audit judgements, and
levels of errors identified during the audit.

The Committee shall also review the effectiveness of the audit:
3.7.7 Review any representation letter(s) requested by the external auditor before they
are signed by management;
3.7.8 Review the management letter and management’s response to the auditor’s
findings and recommendations; and
3.7.9 Review and approve the supply of non-audit services by the external auditor.
Ensuing that there is in place a clear policy for the engagement of external auditors
to supply non audit services
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Delegated Authorities
3.8.1. On behalf of the Board, the Committee shall review the Trust’s delegated
authorities, Scheme of Reservation and Delegation, Standing Orders and Standing
Financial Instructions.

4.

MEMBERSHIP & ATTENDANCE
Full Members (with voting rights):

4.1

The Committee shall be made up of three members, a Committee Chair and two Nonexecutive Directors. The Committee Chair shall be appointed by the Chair of the Trust
and at least one member shall be financially qualified and one member shall be the Chair
of the Quality Committee. The third member shall be appointed by the Board in
consultation with the Committee Chair. For this purpose, non-Executive Director Members
other than the Committee Chair may include any Non-Executive Directors designate or
associate.

4.2

The Committee Chair and all members shall remain members of the Committee for the
duration of their appointments other than if membership of the committee is varied as
agreed by the Trust Board.

Attendees
4.3

Only members of the Committee have the right to attend Committee meetings. However,
other individuals such as the Chief Executive, Director of Finance, Deputy Director of
Finance, Company Secretary, Deputy CEO / Director of Quality / Chief Nurse and other
directors (or their respective delegates), may be invited by the Committee Chair to attend
as regular attenders and /or for other persons to attend all or part of any meeting as and
when appropriate.

4.4

The internal auditors, external auditors and Local Counter Fraud Specialist (LCFS) will be
invited to attend meetings of the Committee on a regular basis.

Substitutes
4.5

Substitutes are permitted only with the prior agreement of the Committee Chair

Observers
4.6 Observers will be allowed to attend meetings as agreed by the Committee Chair.
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MEETINGS:

Frequency of Meetings
5.1 The Committee shall meet quarterly and otherwise at the Chair’s discretion or as required
under 5.2 below. The Trust Board, Chief Executive, external auditors or Head of Internal
Audit may request an additional meeting if they consider that one is necessary.
Notice of Meetings
5.2

Meetings of the Committee shall be summoned by the Secretary of the Committee at the
request of any of its members or at the request of external or internal auditors if they
consider it necessary.

5.3

Unless otherwise agreed, notice of each meeting confirming the venue, time and date
together with an agenda of items to be discussed, shall be forwarded to each member of
the Committee, and any other person required to attend no later than 5 working days
before the date of the meeting. Supporting papers shall be sent to Committee members
and to other attendees as appropriate, at the same time.

5.4

Papers may only be tabled at meetings with the consent of the Committee Chair.

Quorum
5.5

The quorum necessary for the transaction of business shall be two members. A duly
convened meeting of the Committee at which a quorum is present shall be competent to
exercise all or any of the authorities, powers and discretions vested in or exercisable by
the Committee.

Secretary
5.6

The Assistant Board Secretary or their nominee shall act as the Secretary of the
Committee.

Conflicts of Interest
5.7

All members and attendees shall declare any interests in agenda items in accordance with
Standing Orders

Decision Making
5.8

The committee has joint and collective responsibility for agreeing decisions. Decisions
shall be reached by consensus where possible. Where there is not unanimous agreement
a vote shall be taken and the result recorded. The Chair shall have a casting vote if
applicable. Attenders and observers do not have voting rights.
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In the event of an urgent decision being required between meetings on any matter within
the Committee’s Terms of Reference, in accordance with Standing Orders, the Chair may
take “Chair’s Action” having consulted with other members of the committee as
appropriate and the Trust Chief Executive. The Action shall be reported at the next
meeting of the Committee and recorded in the minutes.

Agendas, Minutes and Papers
5.10 Agendas for meetings shall be agreed by the Director of Finance and the Committee
Chair.
5.11 The Secretary shall, in conjunction with the Committee Chair, maintain an “Annual
Business Cycle” of routine business to be considered by the Committee.
5.12 The Secretary shall minute the proceedings and resolutions of all meetings of the
Committee, including recording the names of those present and in attendance.
5.13 The Committee Chair shall ascertain, at the beginning of each meeting, the existence of
any conflicts of interest and the Secretary shall minute them accordingly.
5.14 Minutes of Committee meetings shall be circulated promptly to all members of the
Committee once agreed by the Committee Chair.
Confidentiality
5.15 Minutes and Papers are public documents and are open to public disclosure under the
Freedom of Information Act 2000 unless a specific exemption under the Act applies
5.16 Subject to any exemptions under 5.15 above, Minutes shall be put into the public domain
at the first Board Meeting in public held following agreement of the minutes by the
Committee Chair.
5.17 Members have responsibility to manage the papers/documents in accordance with the
Trust’s records management policy.
6.

TERMS OF REFERENCE: RATIFICATION, REVIEW AND INTERPRETATION:

6.1

The Terms of Reference shall be ratified by the Trust Board in accordance with Standing
Orders and the Scheme of Reservation and Delegation

6.2

At least once a year the Committee shall review its terms of reference. Amendments to the
Terms of Reference need not be reported back to the Trust Board unless they are
considered by the Committee Chair to constitute significant amendments
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Interpretation of these Terms of Reference if required shall rest with the Committee Chair
provided that no interpretation shall conflict with Trust Standing Orders, Standing Financial
Instructions or Scheme of Reservation and Delegation.
DISSOLUTION OF THE COMMITTEE:

7.1 The Committee may only be dissolved with the agreement of the Trust Board or by default
in the event of Hertfordshire Community NHS Trust ceasing to exist as a statutory body.
8.
8.1

9.

COMMITTEE EFFECTIVENESS
At least once a year, the Committee shall undertake a self-assessment of its effectiveness
in accordance with any prescribed Trust model for such assessment, and the outcome
from this assessment shall be reported to the Trust Board.
MISCELLANEOUS
The Committee shall:

9.1 have access to sufficient resources in order to carry out its duties, including access to the
company secretariat for assistance as required
9.2 be provided with appropriate and timely training, both in the form of an induction
programme for new members and on an ongoing basis for all members;
9.3

give due consideration to relevant laws and regulations, and the provisions of the UK
Corporate Governance Code (formerly known as the Combined Code) and Department of
Health requirements;

9.4

be responsible for co-ordination of the internal and external auditors;

9.5

oversee any investigation of activities which are within its terms of reference and act as a
court of the last resort.

Marina Sweatman
Assistant Trust Board Secretary
June 2020
Approved by the Audit Committee 9th June 2020
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Summary of Changes to v 14 (June 20)
Terms of reference reviewed in line with Healthcare Financial Management Association (HFMA)
NHS Audit Committee Handbook (Third Edition) model terms of reference.
Section

3.2.1

Change
A “frequent” review of the Board assurance framework and the High Level
Risk Register to be amended to “annual” review

Rewording in version V14 to demonstrate the process by which the
Committee can recommend risks for inclusion on the High Level Risk Register
3.2.5
or Board Assurance Framework and regularly review and comment on risks
(renumbered
on the Register & Framework.
as 3.2.2)
Original Para ref 3.2.5 revised to 3.2.2
3.2.7

Paragraph removed as this is the responsibility of the Board

3.2.2

Wording reviewed and “Counter Fraud” inserted

3.9
4.3

Paragraph removed as this is the responsibility of the Charitable Funds
Committee
Header amended from Attenders to Attendees

5.9

Wording adjusted to match the SFIs

9.3

Wording amended to clarify combined code “Combined code’ now renamed to
‘UK Corporate Governance Code”.

9.5

Reviewed as requested during review in June 2019 but recommend no change

various

Amendments made so the various references to Chair, Committee Chair and
Chair of the Committee are consistently described as Committee Chair

various

Cross referencing and updates and corrections of role titles
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HERTFORDSHIRE COMMUNITY NHS TRUST
QUALITY COMMITTEE
TERMS OF REFERENCE
(Version 1: March 2020)

1.0

TITLE & FORMATION
Healthcare Governance Committee (HGC) formed on 2010 to change to
the Quality Committee from 1 April 2020

2.0

STATUS & DELEGATED AUTHORITY
2.1

The Quality Committee is a formal committee of HCT Board. The
Committee is authorised to make decisions which are:
(i)
(ii)

Within these Terms of Reference
Specifically referred by the HCT Board

2.2

All procedural matters in respect of conduct of meetings shall follow
the Trust’s Standing Orders.

2.3

The Quality Committee is authorised by the Board to carry out any
activity within its terms of reference. It is authorised to seek
clarification and further investigation of any quality and governance
matter, and to request any relevant information from any employee.

2.4

The Quality Committee is authorised by the Board to obtain outside
or other independent professional advice with relevant experience
and expertise if required.

2.5

The Committee may recommend actions which require financial
expenditure but the Committee itself does not have any delegated
powers of expenditure as this rests with the relevant budget holder or
otherwise in accordance with powers of authorisation as prescribed in
HCT’s Scheme of Reservation and Delegation.

2.6

The Committee may establish such sub-committees, forums or
project teams as it considers appropriate to support its objectives and
duties. Any sub-committee, forum or project team so established shall
have terms of reference, including reporting arrangements ratified by
HGC/ QC.

3.0

OBJECTIVES
3.1

The overall objective of the Committee is to:
1
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•

3.2

Provide assurance to the Audit Committee and the Board on the
systems and processes by which the Trust achieves
organisational and national objectives. It will ensure the delivery of
clinical governance, the safety and quality of clinical services and
the management of risk relating to the delivery of healthcare.

In fulfilling the objective under 3.1 above, the Committee shall:
Be mindful of the principles of integrated governance and where
necessary consider and communicate risks and impacts that
may extend to the wider organisation and which arise through
the exercise of its delegated functions.
Link its programme of work to the strategic objectives of the
Trust

(i)

(ii)

4.0
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ACCOUNTABILITY
4.1

Quality Committee reports and is accountable to the HCT Board

4.2

The Chair of the Committee shall provide written and verbal reports to
the HCT Board meeting in public (or in private if appropriate) in a
format and at a frequency agreed by the Trust Chair. Such reports
shall highlight:
(i)
(ii)
(iii)

Assurances (positive and negative)
Perceived Risks
Assessment / Follow Up of areas which have been subject to
Board Issue Escalation Reports
(iv) Matters of Committee Governance or proposed changes
thereto
(v) Other matters which at the discretion of the Committee Chair
merit being brought to the Board’s attention
MEMBERSHIP & ATTENDANCE

5.0
5.1

Full members:
•

•
•
•
5.2

Non-Executive Directors of the Board x 3
(at least one of which shall be a member or Chair of the Trust’s
Audit Committee and one member could be an Non-Executive
Director associate)
Director of Nursing & Quality (Chief Nurse)
Medical Director
Chief Operating Officer

In attendance
2
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As invited by the Committee Chair
Co-opted members
Supporting administrative officer

5.3

The Committee will be chaired by a Non Executive Director,
appointed by the Board.

5.4

Executive directors, senior managers and healthcare professionals
will be invited to attend at the invitation of the Chair and /or Director of
Nursing & Quality (Chief Nurse) when the Committee is discussing
issues relating to their area of responsibility.

5.5

The Committee may co-opt members for a time limited period or as
standing members at the discretion of the Chair. Co-opted members
shall have speaking rights but not voting rights.

5.6

Observers will be allowed to attend meetings as agreed by the Chair.
Observers will have speaking rights as invited by the Chair.

5.7

Members shall be assumed to be attending a meeting of the
Committee unless apologies are sent in advance to the secretary. If
an Executive Director member cannot attend and if reasonably
possible, they should appoint a suitably briefed deputy to attend on
their behalf. Deputies shall contribute to the quorum.

5.8

The Assistant Trust Board Secretary shall ensure arrangements are
in place for the provision of administrative support to the Committee.

6.0

DUTIES

The duties of the Committee are to:
6.1

Provide the Board with assurances as to the quality and safety of the
Trust’s clinical services

6.2

Provide the Audit Committee with assurances as to the robustness
and efficiency of the Trust’s systems and processes for the
identification and management of risks associated with healthcare
governance and the provision of clinical services

6.3

To assist with the assurance function, to receive, assess and
constructively challenge such reports and other documents as
appropriate.

6.4

To receive minutes of meetings and reports upon request from any
sub-committee, forum or project team established by the Committee
and to address any significant issues arising therefrom.

6.5

Be consulted with, and consider the impact upon clinical quality
engendered by Trust strategies, plans, proposed service
3
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developments/changes and financial investments, disinvestments or
cost improvement plans
6.6

To consider and recommend the following for formal approval by the
Board (or any significant changes/ revisions thereto):
Health and Well Being Strategy
Clinical strategy
Quality Account
Quality Improvement Plan
Quality Priorities
Commissioning for Quality and Innovation (CQUINs)
Clinical Audit Plan (ensuring appropriate links to the Trust’s annual
Internal Audit Plan).

6.7

To receive assurances as to compliance with statutory and
mandatory requirements or standards insofar as they affect the
quality of the Trust’s clinical services

6.8

To consider the implications for the Trust of external reports,
guidance, inquiries and national / local policy intentions insofar as
they may impact on the quality of the Trust’s clinical services and to
monitor the achievement of any action plans deriving therefrom.

6.9

To consider, advise upon and monitor, the quality and governance
implications, requirements and issues arising from:
(i)
(ii)

Any change in the corporate status of the Trust and/or
Any formal or informal partnership arrangements with other
organisations for the delivery of clinical services and / or
(iii) Any proposed tender by the Trust for the provision of clinical
services and /or
(iv) Any proposed sub-contracting of clinical services by the Trust
6.10

To consider red rated Internal Audit Reports which have an impact
on quality and the delivery of clinical services and to liaise with the
Chair of the Audit Committee as appropriate.

6.11

To monitor RAG Delivery Plans / Action Plans devised to progress
Quality initiatives, meet compliance with regulatory body
requirements or implement recommendations from relevant
internal/external reports.

6.12

To periodically visit services and also to request or hold “deep dives”
into services or areas of clinical practice where:
Triangulated evidence gives cause for concern or
The area in question is subject to national or local public concern.

4
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6.13

To recommend to the Executive Team risks for inclusion on the High
Level Risk Register or Board Assurance Framework and to review
relevant risks on the Register & Framework

6.14

Champion the pursuit of continuously improving service quality and
promote the dissemination of identified good clinical and nursing
practice across the Trust.

6.15

To make such recommendations to the Executive Team, Board or
Board Committees as considered appropriate

7.0

MEETINGS

7.1

The Committee will aim to meet six times per annum. The focus for
each meeting will be at the discretion of the Chair as advised by the
Director of Nursing & Quality (Chief Nurse). Meetings for this
purpose may include visits by the committee to sites from where
services are delivered.

7.2

The Chair of the Committee may also convene:
(i)
(ii)

Special meetings, in accordance with Standing Orders and / or
Virtual meetings. (Which may be instead of, or additional to,
programmed meetings).

7.3

Virtual meetings shall be conducted by email communication at the
direction of the Chair.

7.4

In the case of both special and virtual meetings, a record of the key
issues and decisions arising shall be made. These shall be
circulated to the Committee and ratified at the next programmed
meeting of the Committee.

7.5

Venues will be agreed and notified to members and as relevant coopted members and observers.

7.6

The Committee shall devise an annual “business cycle” which
identifies the dates of meetings and the matters which are to be
considered at each meeting.

8.0
8.1

QUORUM
A quorum shall be 3 members, including a non executive director, an
executive director, and one committee member with a clinical
background.

5
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DECISION MAKING

9.1

The Committee has joint and collective responsibility for agreeing
decisions. Decisions shall be reached by consensus where possible,
and where there is not unanimous agreement or dissent this should
be recommended to the Board or the Executive Committee for
consideration and a decision.

9.2

In the event of an urgent decision being required between meetings
on any matter within the Terms of Reference of the Committee, the
Chair may take ‘Chair’s Action’. The action will be reported to the
next meeting and recorded in the minutes/notes.

10.0

PAPERS

10.1

The agenda for each meeting will be devised by the Director of
Nursing & Quality (Chief Nurse) and agreed by the Chair.

10.2

The deadline for agenda items will be communicated prior to each
meeting, with any urgent business beyond the deadline to be agreed
with the Chair in advance of the meeting.

10.3

The agenda and associated papers/documents for each meeting will
be distributed in advance of the meeting to all members and co-opted
members.

10.4

Members have responsibility to manage the papers/documents in
accordance with the Trust’s records management policy.

10.5

Draft Minutes/notes of each meeting will agreed by the Chair before
distribution to the members or any wider circulation. Minutes will be
formally considered and agreed by the Committee at the following
meeting.

10.6

At the discretion of the Chair, matters of a confidential or sensitive
nature concerning information which may be exempt from disclosure
under the Freedom of Information Act may be covered under a “Part
2” meeting of the Committee. If a “Part 2” meeting is held, the
following shall apply:
(i)

The Chair shall have the power to exclude any full members
of the committee from the meeting provided that there are at
least two members other than the Chair present.

(ii)

Unless determined otherwise by the Chair, papers & minutes
of a Part 2 meeting shall be circulated to those attending only.

6
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In the event of a request made under the Freedom of
Information Act which is pertinent to Part 2 Sub Committee
papers, a decision on exemption from disclosure shall be
made by the Chair in consultation with the Assistant Board
Secretary. Formal legal advice shall be obtained if
considered appropriate.

11. 0 REPORTING
11.1

The minutes of the Committee meetings shall be formally recorded
and as agreed by the Chair. A Chair’s report will be submitted to the
Board.

11.2

The administrative support officer shall maintain a committee
“Tracker” which records actions agreed and progress against those
actions.

11.3

The Committee Chair shall report to the Trust Board in accordance
with s. 4.2 above.

11.4

The Committee shall receive minutes and reports from its subcommittees, forums and project teams in accordance with s. 6 above.

12.0

TERMS OF REFERENCE – RATIFICATION AND REVIEW

12.1

The Terms of Reference will be agreed by the Committee and ratified
by the Trust Board.

12.2

The Terms of Reference will be reviewed annually or earlier at the
Chair’s discretion.

12.3

Amendments to the Terms of Reference as agreed by the Committee
will not be required to be reported back to the Trust Board unless
they are deemed by the Chair of the Committee to constitute a
significant change.

13.0

COMMITTEE EFFECTIVENESS

13.1

At least once a year, the Committee shall undertake a selfassessment of its effectiveness in accordance with any prescribed
Trust model for such assessment, and the outcome from this
assessment shall be reported to the Trust Board.

7
ToR QC v1 final (March 2020)

Board 1st December 2020

14.0

Attachment J11

DISSOLUTION

14.1

The Committee may only be dissolved with the agreement of the
Trust Board or by default in the event of the Trust ceasing to exist as
an independent, statutory body.

Marina Sweatman
Assistant Trust Board Secretary
March 2020
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HERTFORDSHIRE COMMUNITY NHS TRUST
PEOPLE, PERFORMANCE AND FINANCE COMMITTEE
TERMS OF REFERENCE

1.0

STATUS & DELEGATED AUTHORITY
1.1 The People, Performance and Finance Committee is a formal committee
of the HCT Board. The Committee is authorised to make decisions
which are:
(i) Within these Terms of Reference
(ii) Specifically referred by the HCT Board
1.2 All procedural matters in respect of conduct of meetings shall follow the
Trust’s Standing Orders.
1.3 The People, Performance and Finance Committee is authorised by the
Board to carry out any activity within its terms of reference. It is
authorised to seek clarification and further investigation of any
governance matter, and to request any relevant information from any
employee.
1.4 The People, Performance and Finance Committee is authorised by the
Board to obtain outside or other independent professional advice with
relevant experience and expertise if required.
1.5 The Committee may recommend actions which require financial
expenditure but the Committee itself does not have any delegated
powers of expenditure as this rests with the relevant budget holder or
otherwise in accordance with powers of authorisation as prescribed in
HCT’s Scheme of Reservation and Delegation.
1.6 The Committee may establish such sub committees or project teams as
it considers appropriate to support its objectives and duties. Any group
or project team so established shall have terms of reference, including
reporting arrangements, approved by the Committee.
1.7 The Committee may delegate any of its duties (or parts thereof) under
these Terms of Reference to any of its sub committees established
under 1.6 above and a record of any such delegation (general or
specific) shall be recorded in the Committee minutes.

1
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OBJECTIVES & REMIT
2.1

The overall objectives of the Committee are to:
• Review the financial implications of the delivery of all Trust
strategies and where investment and disinvestment is required to
deliver Trust objectives.
• Be assured that the Trust is using its resources efficiently and
effectively and is delivering value for money.
• To review people and organisational development plans to ensure
the Trust has the right people with the right skills and values to
maintain and improve the health and wellbeing of patients in line
with the NHS Long term Plan.
• Scrutinise proposals for transformation, increased productivity
and delivery of efficiencies, and seek assurance that both services
and corporate functions are meeting the objective of using
resources effectively. (Resources for this purpose are financial,
workforce, estate, physical assets and IM&T).
• To review and approve any formal mandatory submissions or
returns to regulators which relate to resources and where Board
visibility or approval is a requirement for those submissions. If
timescale permits, the Committee shall make recommendations to
the Board. If timescale does not permit, the Committee shall have
delegated responsibility on behalf of the Board to make such
approval as necessary and report this to the next meeting of the
Trust Board for ratification.
• To receive reports and assurances from the Executive Team as to
the risks, mitigations, delivery, sustainability and status of Trust
People Plan, Performance and the deployment of resources and
to be assured as to the management of strategic risks for which
the Committee is identified as the Lead Committee in the Trust’s
Board Assurance Framework.
• Through the Chair of the Committee, to provide a “RAG” (Red,
Amber, Green) Committee Chair’s assurance report to the Trust
Board and to bring to the Board’s attention any matters of
significant concern or interest.

2.2

In fulfilling the objectives under 2.1 above, the Committee shall:
(i) be mindful of the principles of integrated governance and where
necessary consider and communicate risks and impacts that may
extend to the wider organisation and which arise through the
exercise of its delegated functions.
(ii) ensure its programme of work aligns to, and supports delivery of,
the strategic objectives of the Trust
2
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(iii) take into consideration (a) co-relationships and co-dependencies
between individual strategic, financial or business issues and (b)
factors external to the Trust which may impact positively or
detrimentally on the delivery of the Trust’s strategy and objectives.
3.0

ACCOUNTABILITY

3.1

The People, Performance and Finance Committee is accountable to
the HCT Trust Board.

3.2

The following sub-committees will report to the Committee:
•
Executive Committee
•
Executive Performance Review meeting
•
People and Organisational Development

4.0
4.1

MEMBERSHIP & ATTENDANCE
Standing members:
• 3 x Non-Executive Directors (one of whom shall be the Chair of
the Audit Committee)
• Director of Finance
• Director of Nursing and Quality
• Chief Operating Officer
• Chief Executive
Associate Member
• Associate Director of People
• Associate Non-Executive Director

4.2

The Committee will be chaired by a Non Executive Director, other
than the Chair of the Audit Committee, and shall be appointed by the
Board. The other Non Executive Director will take the role of Deputy
Chair

4.3

Observers will be allowed to attend meetings as agreed by the Chair.

4.4

Members shall be assumed to be attending a meeting of the
Committee unless apologies are sent in advance to the secretary. If
a full member cannot attend and if reasonably possible, they should
appoint a suitably briefed deputy to attend on their behalf. Deputies
shall contribute to the quorum and shall have voting rights as per full
members.

4.5

The Integrated Business Team shall ensure arrangements are in
place for the provision of administrative support to the Committee.

3
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DUTIES
The duties of the Committee can be categorised as follows:
5.1

People
• To review people and organisational development plans to ensure
we achieve our strategic ambition to be a ‘great place to work’.
• To receive assurance that the trust has the required workforce to
meet the service demands.
• To ensure we operate effectively in the system wide engagement
in recruitment, retention and leadership culture.
• To ensure the Trust delivers a robust programme of organisational
development (OD) to support its ability to operate effectively as a
leading provider in the Hertfordshire and West Essex Integrated
Care System.

5.2
Performance
• To receive assurance in respect of performance against:
o commissioning for quality and innovation plans (CQUIN),
o clinical activity, key performance indicators and outcome
measures.,
o corporate governance activities and responsibilities;
o delivery of contractual requirements and expectations of
commissioners;
o meeting the legislative / regulatory requirements of regulators
and other bodies;
5.3

Finance
• To review the Trust’s forward financial plans for robustness and
with particular reference to sustainability of the Trust and ability to
deliver against Trust objectives.
• To review the Trusts planned Capital Programme prior to its
submission to the Sustainability and Transformation
Partnership/Integrated Care System (STP/ICS) for formal approval
• To monitor the implementation of capital projects, ensuring that
they meet the objectives chosen
• To receive a balanced budget prior to the start of each financial
year and make recommendations to the Board as to approval.
• To review and monitor the implementation of Productivity
Improvement and Efficiency Schemes (PIES) and obtain
assurance from the executive team as to their deliverability and
effectiveness..
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• To scrutinise current financial performance and assess adequacy
of transformation plans to bring performance in line with plan
(where necessary).
• To monitor action plans from the Executive Performance Review
or Business Unit Performance Reviews and their implementation
• To review the allocation of resources across the Trust to ensure
that these are being used effectively to deliver the Trust’s
objectives.
• To monitor the Trust’s comparative performance by benchmarking
against other Community Trusts
• To scrutinise the development of service line reporting and ensure
the appropriate allocation of resources to services.
• To review changes to contract currencies and their impact on the
delivery of services and financial management of the Trust.
• To assess, periodically, the skills base within the Finance
Department and the adequacy of Treasury and Management
Accounting reporting.
• To scrutinise the impact of the STP/ICS, on the Trust’s financial
position and forecasts.
5.4

6.0

Investments
• To approve cash management and investment policies and test
compliance with such policies.
• To review investment performance and risk.

MEETINGS

6.1

The Committee will meet on a monthly basis or otherwise as
determined by the Chair of the Committee

6.2

The Chair of the Committee may convene special meetings, in
accordance with Standing Orders and any Non-Executive Director
may request a meeting if they consider that one is necessary.

6.3

Venues will be agreed and notified to members and as relevant,
attenders, co-opted members and observers.

6.4

Because of the commercially sensitive nature of some of the matters
to be discussed, at the discretion of the Chair, items considered at
meetings of the Committee shall be classed as “Part 2” items. In the
event of a request made under the Freedom of Information Act which
is pertinent to Committee papers, a decision on exemption from
disclosure shall be made by the Chair in consultation with the
Company Secretary. Formal legal advice shall be obtained if
considered appropriate.
5
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The Committee shall devise an annual “business cycle” which
identifies the dates of meetings and the matters which are to be
considered at each meeting.

7.0

QUORUM

7.1

A quorum shall be four members, including at least two non-executive
directors.

8.0

DECISION MAKING

8.1

The Committee has joint and collective responsibility for agreeing
decisions. Decisions shall be reached by consensus where possible,
and where there is not unanimous agreement, a vote of Standing
Members shall be taken and the result recorded. The Chair shall have
the casting vote where applicable.

8.2

In the event of an urgent decision being required between meetings on
any matter within the Terms of Reference of the Committee, the Chair
may take ‘Chair’s Action’. The action will be reported to the next
meeting and recorded in the minutes/notes.

9.0

PAPERS

9.1

The agenda for each meeting will be devised by the Director of
Finance and Chief Executive (or delegate) and agreed by the Chair.

9.2

The deadline for agenda items will be communicated prior to each
meeting, with any urgent business beyond the deadline to be agreed
with the Chair in advance of the meeting.

9.3

The agenda and associated papers/documents for each meeting will
be distributed in advance of the meeting to all Board members and coopted members of the Committee.

9.4

Members have responsibility to manage the papers/documents in
accordance with the Trust’s records management policy.

9.5

Draft Minutes/notes of each meeting will agreed by the Chair before
distribution to the members.

10.0

REPORTING

10.1

The Chair shall make a report on the Committee’s activities to the Part
1 Board meeting. In particular, the Chair of the Committee shall
provide a “RAG” (Red, Amber, Green) Committee Chair’s assurance
6
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report to the Trust Board and to bring to the Board’s attention any
matters of significant concern or interest.
11.0

TERMS OF REFERENCE – RATIFICATION AND REVIEW

11.1

The Terms of Reference will be agreed by the Committee and ratified
by the Trust Board.

11.2

The Terms of Reference will be reviewed annually or earlier at the
Chair’s discretion.

11.3

Amendments to the Terms of Reference as agreed by the Committee
will not be required to be reported back to the Trust Board unless they
are deemed by the Chair of the Committee to constitute a significant
change.

12.0

COMMITTEE EFFECTIVENESS

12.1

13.0

DISSOLUTION

13.1

14.0

At least once a year, the Committee shall undertake a self-assessment
of its effectiveness, and the outcome from this assessment shall be
reported to the Trust Board.

The Committee may only be dissolved with the agreement of the Trust
Board or by default in the event of the Trust ceasing to exist as an
independent, statutory body.

INTERPRETATION

14.1

15.0
15.1

In the event of any dispute as to the interpretation of any of the
content of these terms of reference the interpretation as given by the
Chair of the Trust shall be considered final.
APPROVAL
Date Originally Approved July 2020
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HERTFORDSHIRE COMMUNITY NHS TRUST
STRATEGY, PLANNING AND ENGAGEMENT COMMITTEE
TERMS OF REFERENCE

1.0

STATUS & DELEGATED AUTHORITY
1.1

The Strategy, Planning and Engagement Committee is a formal
committee of the HCT Board. The Committee is authorised to make
decisions which are:
(i) Within these Terms of Reference
(ii) Specifically referred by the HCT Trust Board

1.2

All procedural matters in respect of conduct of meetings shall follow
the Trust’s Standing Orders.

1.3

The Strategy, Planning and Engagement Committee is authorised by
the Board to carry out any activity within its terms of reference. It is
authorised to seek clarification and further investigation of any
governance matter, and to request any relevant information from any
employee.

1.4

The Strategy, Planning and Engagement Committee is authorised by
the Board to obtain outside or other independent professional advice
with relevant experience and expertise if required.

1.5

The Committee may recommend actions which require financial
expenditure but the Committee itself does not have any delegated
powers of expenditure as this rests with the relevant budget holder or
otherwise in accordance with powers of authorisation as prescribed in
HCT’s Scheme of Reservation and Delegation.

1.6

The Committee may establish such sub committees or project teams
as it considers appropriate to support its objectives and duties. Any
group or project team so established shall have terms of reference,
including reporting arrangements, approved by the Committee.

1.7

The Committee may delegate any of its duties (or parts thereof) under
these Terms of Reference to any of its sub committees established
under 2.6 above and a record of any such delegation (general or
specific) shall be recorded in the Committee minutes.

Terms of Reference V3 /November 2020

1

Board 1st December 2020

2.0

Attachment J13

OBJECTIVES & REMIT
2.1

The overall objectives of the Committee are to:
• Annually review the Trust’s strategic objectives, vision and values
as recommended by the Executive Team and make
recommendations to the Board for adoption or retention of those
objectives.
• Scrutinise the continuing development and implementation of the
Trust’s strategy and objectives.
• To lead engagement with all Integrated Care Systems, Integrated
care Partnerships, alliances and any forms of collaborative or
partnership working.
• Scrutinise the continuing development and implementation of
supporting strategies within the Committee’s remit as delegated
by the Board.
• Scrutinise proposals for transformation and delivery of efficiencies,
and review whether services are meeting the objective of using
resources effectively. (Resources for this purpose are financial,
workforce, estate, physical assets and IM&T).
• Receive reports and assurances from the Executive Team as to
the risks, mitigations, delivery, sustainability and status of Trust
strategies and to be assured as to the management of strategic
risks for which the Committee is identified as the Lead Committee
in the Trust’s Board Assurance Framework.
• Through the Chair of the Committee, to provide a “RAG” (Red,
Amber, Green) Committee Chair’s assurance report to the Trust
Board and to bring to the Board’s attention any matters of
significant concern or interest.

2.2

In fulfilling the objectives under 3.1 above, the Committee shall:
(i) be mindful of the principles of integrated governance and where
necessary consider and communicate risks and impacts that may
extend to the wider organisation and which arise through the
exercise of its delegated functions.
(ii) link its programme of work to the strategic objectives of the Trust
(iii) take into consideration (a) co-relationships and co-dependencies
between individual strategic, financial or business issues and (b)
factors external to the Trust which may impact positively or
detrimentally on the delivery of the Trust’s strategy and objectives.
.
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ACCOUNTABILITY

3.1

The Strategy, Planning and Engagement Committee is accountable
to the HCT Board.

3.2

No sub-committees report to the SPEC, however sub-committees
may be set up as directed by the Chair.

4.0
4.1

MEMBERSHIP & ATTENDANCE
Voting members
• 3 x Non-Executive Directors
• Director of Strategy
• Medical Director
• Chief Executive
Associate Member
• Associate Director Integrated Business Services
• Associate Non-Executive Director to provide specialist knowledge
and expertise

4.2

The Committee will be chaired by a Non-Executive Director and shall
be appointed by the Board.

4.3

Observers will be allowed to attend meetings as agreed by the Chair.

4.4

Members shall be assumed to be attending a meeting of the
Committee unless apologies are sent in advance to the secretary. If
a full member cannot attend and if reasonably possible, they should
appoint a suitably briefed deputy to attend on their behalf. Deputies
shall contribute to the quorum and shall have voting rights as per full
members.

4.5

The Director of Strategy shall ensure arrangements are in place for
the provision of administrative support to the Committee.

5.0

DUTIES
The duties of the Committee can be categorised as follows:
5.1

Strategy and Planning
• To review the Trust’s strategic objectives, vision and values twice
annually and make recommendations to the Board for any changes
that may be required.
• To scrutinise the continuing development and the implementation
of the Trust’s strategy and objectives.
• To review the Trust’s Annual Plan (or other mandatory business
planning submissions) and ensure consistency with the Trust’s
strategy and objectives and HCTs commissioners strategies.
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• To review all ‘enabling’ strategies twice a year, and monitor their
delivery on a quarterly basis. Enabling strategies to include:
 Health and wellbeing strategy
 People strategy
 Partnership growth strategy
 Digital strategy
 Financial strategy
 Estates strategy
• To review any other strategies as may be delegated by the Board
from time to time and monitor delivery against plan.
• In respect of the delivery of all strategies to review the resources
applied by the Trust and their adequacy to meet the Trust’s
objectives.
• To review the Trust’s 5 year capital programme and ensure that
planned capital investments are aligned to future service delivery
developments.
• To ensure the Trust’s strategies have clear alignment with
strategic planning within the Integrated Care Partnerships and
wider Integrated Care System.
• To use comparative performance benchmark information to inform
the future development and delivery of services.
• To monitor strategic investments and their delivery of objectives.

5.2

Business and Contracts
• To receive and scrutinise proposed business developments,
including enhancements to existing contracts, to ensure proper
financial evaluation including impact on the future risk ratings.
• Review and make recommendations to the Executive Team in
respect of Executive Team proposals to enter into, or withdraw
from, competition or partnership arrangements (with one or more
other parties) where the value of the contract to the Trust if
awarded to the Trust would be greater than £100k but less than
£250k per annum.
• To be advised, ratify or approve stages of business development
tenders in accordance with the financial limits set out in the Trust’s
Business Development Tender Manual.
• Make recommendations to the Board in respect of any matter
relating to any contract with a value to HCT of £250k or greater
per annum. (Or such other value requiring Board approval as
prescribed in the Trust’s Scheme of Reservation and Delegation).
• To review individual bids and acquisitions, to ensure proper
financial evaluation and make recommendations to the board as
per the Scheme of Reservation and Delegation.
• To review, periodically, market analysis undertaken on behalf of,
or by, the Trust.
• To review exception reports from the PMO.
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5.3

Engagement
• To ensure active involvement of staff, services users, carers and
other stakeholders in the development of key Trust strategies and
plans.
• To ensure effective relationship management with key partners,
stakeholders and members of the public.
• To review the Communications and Engagement Strategies and
monitor delivery against plan.

6.0

MEETINGS

6.1

The Committee will meet on a quarterly basis or otherwise as
determined by the Chair of the Committee

6.2

The Chair of the Committee may convene special meetings, in
accordance with Standing Orders and any Non-Executive Director
may request a meeting if they consider that one is necessary.

6.3

Venues will be agreed and notified to members and as relevant,
attenders, co-opted members and observers.

6.4

Because of the commercially sensitive nature of some of the matters
to be discussed, at the discretion of the Chair, items considered at
meetings of the Committee shall be classed as “Part 2” items. In the
event of a request made under the Freedom of Information Act which
is pertinent to Committee papers, a decision on exemption from
disclosure shall be made by the Chair in consultation with the
Company Secretary. Formal legal advice shall be obtained if
considered appropriate.

6.5

The Committee shall devise an annual “business cycle” which
identifies the dates of meetings and the matters which are to be
considered at each meeting.

7.0
7.1

8.0
8.1

QUORUM
A quorum shall be four members, including at least two non-executive
directors.
DECISION MAKING
The Committee has joint and collective responsibility for agreeing
decisions. Decisions shall be reached by consensus where possible,
and where there is not unanimous agreement, a vote shall be taken
and the result recorded. The Chair shall have the casting vote where
applicable.
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In the event of an urgent decision being required between meetings on
any matter within the Terms of Reference of the Committee, the Chair
may take ‘Chair’s Action’. The action will be reported to the next
meeting and recorded in the minutes/notes.
PAPERS

9.1

The agenda for each meeting will be devised by the Director of
Strategy (or delegate) and agreed by the Chair.

9.2

The deadline for agenda items will be communicated prior to each
meeting, with any urgent business beyond the deadline to be agreed
with the Chair in advance of the meeting.

9.3

The agenda and associated papers/documents for each meeting will
be distributed in advance of the meeting to all Board members and coopted members of the Committee.

9.4

Members have responsibility to manage the papers/documents in
accordance with the Trust’s records management policy.

9.5

Draft Minutes/notes of each meeting will agreed by the Chair before
distribution to the members.

10. 0 REPORTING
10.1

The minutes of the Committee’s meetings shall be formally recorded
and following approval by the Chair, be submitted to the following Part
2 Board meeting in private.

10.2

The Chair shall make a report on the Committee’s activities to the Part
2 Board meeting. In particular, the Chair of the Committee shall
provide a “RAG” (Red, Amber, Green) Committee Chair’s assurance
report to the Trust Board and to bring to the Board’s attention any
matters of significant concern or interest.

11.0

TERMS OF REFERENCE – RATIFICATION AND REVIEW

11.1

The Terms of Reference will be agreed by the Committee and ratified
by the Trust Board.

11.2

The Terms of Reference will be reviewed annually or earlier at the
Chair’s discretion.

11.3

Amendments to the Terms of Reference as agreed by the Committee
will not be required to be reported back to the Trust Board unless they
are deemed by the Chair of the Committee to constitute a significant
change.
Terms of Reference V3 /November 2020
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12.0

COMMITTEE EFFECTIVENESS

12.1

13.0

At least once a year, the Committee shall undertake a self-assessment
of its effectiveness, and the outcome from this assessment shall be
reported to the Trust Board.

DISSOLUTION

13.1

14.0

Attachment J13

The Committee may only be dissolved with the agreement of the Trust
Board or by default in the event of the Trust ceasing to exist as an
independent, statutory body.

INTERPRETATION

14.1

15.0

In the event of any dispute as to the interpretation of any of the
content of these terms of reference the interpretation as given by the
Chair of the Trust shall be considered final.
APPROVAL

15.1

Date Originally Approved SRC TOR v1 approved by Board July 2012

15.2

These Terms of Reference replace: Version 5 September 2017 (SRC)
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HERTFORDSHIRE COMMUNITY NHS TRUST

REMUNERATION COMMITTEE
VERSION 5
DATED 30 APRIL 2020
TERMS OF REFERENCE

1.

Introduction
The Board of the Hertfordshire Community NHS Trust is required to set up a
remuneration committee in line with the guidance contained in the report of the
Cadbury Committee on the Financial Aspects of Corporate Governance, The
Greenbury Report on corporate governance arrangements, and section EL(94)40 of
the NHS Codes of Conduct and Accountability.

2.

Purpose
The purpose of the Remuneration Committee is to make decisions to recommend to
the Board on the remuneration, terms and service and performance related pay of the
Chief Executive and Executive Directors and other members of staff on NHS Very
Senior Manager terms and conditions. The decisions will have been reached following
due consideration of all relevant internal and external factors, so that they are publicly
defensible and reached with probity, discipline and objectivity.
The Remuneration Committee will also review and approve all severance payments
as required by NHS Improvement Single Oversight Framework. This relates to all
staff including Director level.

3.

Duties
The duties of the Committee are to:
3.1 Advise the Board on the pay and contractual arrangements for the Chief
Executive and Executive Directors and other members of staff on NHS Very
Senior Manager terms and conditions, including the consideration of appropriate
allowances,
benefits
and
performance-related
remuneration.
3.2 Determine the pay and benefits of the Chief Executive and Executive Directors
and any other members of staff on NHS Very Senior Manager terms and
conditions, having proper regard to the organisations’ circumstances and
performance, and of any national arrangements for such staff where appropriate.

3.3 Ensure that contractual obligations for individual Executive Directors are
reviewed, honoured and remain competitive, including proper calculation and
scrutiny of termination payments, taking account of national guidance as
appropriate.
3.6 Ensure that the total emoluments of all members of the Board are published in
the Annual Report.
3.7 Review and consider the business case for all severance payments in respect of
Chief Executive or Directors, ensuring they are submitted to NHS Improvement
for final approval.
3.8 Ensure that a business case is developed to support any termination payment in
excess of contractual terms and submitted for approval to NHS Improvement,
Department of Health and H M Treasury.
3.9

4.

Review and consider the business case and efforts made to secure suitable
alternative employment for any severance payments in excess of £100,000,
ensuring they are submitted to NHS Improvement for final approval.

Authority
The Committee is authorised by the Board to make decisions within its terms of
reference, including matters specifically referred to it by the Board. It is authorised to
seek information it requires from any employee of the Hertfordshire Community NHS
Trust. It is authorised to obtain legal or other independent professional advice and to
secure the attendance of such outsiders with relevant experience and expertise that it
considers necessary.

5.

Membership
The composition of the Committee shall comprise of:
•

The Chair of Hertfordshire Community NHS Trust.

•

Two Non-Executive Directors, one of whom should be a member of the Trust’s
Audit Committee.

•

The following Executive Directors should also attend:
The Director of Human Resources and Organisational Development who will
provide support to the Committee as and when required, (Except for
discussions relating to his/her own remuneration and terms of service).

The Chief Executive, (except for discussions relating to his/her own
remuneration and terms of service).
Executive Directors and other members of the Hertfordshire Community Trust
to be co-opted as and when required.
6.

Quorate
The quorum shall be two members of which at least one member must be a member
of the Audit Committee.

7.

Reporting
The Remuneration Committee is required to report directly to the Board on all
decisions and actions within its remit. The whole Board will be sent details on the
main items of discussion at each Remuneration Committee meeting via a paper that
will be circulated to the full Board at the first available public Board meeting after the
Remuneration Committee has met.
Non-Executive Directors will be briefed on proposed remuneration for Executive
Directors.

8.

Frequency of Meetings
Meetings shall be held at least twice a year. In the light of advice from the Chair of the
Remuneration Committee, the Committee may also be convened at other times.

Version 5 30 April 2020 – reviewed and approved
Version 4 3 September 2018 - amended
Version 3 25 April 2017 - amended
Version 2 29 August 2013 - amended
Version 1 17/10/12 - amended
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HERTFORDSHIRE COMMUNITY NHS TRUST
CHARITABLE FUNDS COMMITTEE
TERMS OF REFERENCE

1.

TITLE: Charitable Funds Committee (CFC)

2.

STATUS & DELEGATED AUTHORITY:
2.1

The Corporate Trustee (i.e. Trust Board) has delegated
responsibility for the overall day to day management of the
Charitable Funds to an independent Committee to be known as
the Charitable Funds Committee (CFC).

2.2

The Corporate Trustee will retain responsibility for:
•
•
•
•
•

The Charitable Funds’ overall priorities and strategy
Investment Strategy
Fundraising Strategy
Budgets and spending plans
Annual Accounts and Report

2.3

The Charitable Funds Committee has been formally constituted
by the Corporate Trustee in accordance with the Trusts
Standing Orders, delegated responsibility to make and monitor
arrangements for the control and management of the Trusts
charitable funds and will report to the Corporate Trustee.

2.4

The Committee is authorised to approve expenditure of
Charitable Funds in accordance with delegated limits as set out
in the relevant sections of the Trusts Standing Financial
Instructions’.

2.5

The Committee is authorised to obtain outside legal or other
independent professional advice and to secure the attendance
of outsiders with relevant experience and expertise if they
consider this necessary.

2.6

The Committee is empowered with responsibility for:
2.6.1 Day to day management of the investments of the
charitable funds in accordance with the approved
Investment Strategy, ensuring that:

1
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(i)

The scope of the investments is clearly set out in writing
and communicated to the Director of Finance

(ii)

There are adequate internal controls and procedures in
place which will ensure that the investments are being
exercised properly and prudently

(iii)

They review regularly the performance of the investments

(iv)

Acquisitions or disposal of a material nature must always
have written authority of the Charitable Funds Committee,
or the Chairman of the Committee in conjunction with the
Director of Finance.

2.6.2 The banking arrangements for the charitable funds
should be kept entirely distinct from the Trusts NHS funds
2.6.3 Separate current and deposit accounts should be
minimised consistent with meeting expenditure
obligations
2.6.4 The amount to be invested or redeemed from the sale of
investments shall have regard to the requirements for
immediate and future expenditure commitments
2.6.5 The Committee will establish and maintain an approved
list of counter parties for investment activities
2.6.6 The Committee will operate an investment pool when this
is considered appropriate to the charity in accordance
with charity law and the directions and guidance of the
Charity Commission. The Committee shall propose the
basis to the Corporate Trustee for applying accrued
income to individual funds in line with charity law and
Charity Commission guidance
2.6.7 The Committee will obtain appropriate professional
advice to support its investment activities
2.6.8 The Committee shall regularly review investments to see
if other opportunities or investment managers offer a
better return

2
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3.

DELEGATED POWERS AND DUTIES OF THE DIRECTOR OF
FINANCE
3.1

4.

The Director of Finance has prime responsibility for the Trusts
charitable funds as defined in the SFIs. The specific powers,
duties and responsibilities delegated to the Director of Finance
are:
(i)

Administration of all existing charitable funds

(ii)

To identify any new charitable funds that may be created
(of which the Trust is Trustee) and to deal with any legal
steps that may be required to formalise the trusts of any
such charitable funds

(iii)

Provide advice and guidelines with respect to donations,
legacies and bequests, fundraising and trading income in
line with Charity Commission guidance.

(iv)

Responsibility for the management of investment of funds
held on trust

(v)

Ensure appropriate banking services are available to the
trust

(vi)

Prepare the Annual Report and Accounts for the
Committee to recommend for approval by the Corporate
Trustee.

ROLE OF THE COMMITTEE
4.1

5.
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The purpose of the Committee is to make the most effective use
of all available charitable funds, ensuring that the funds are
spent appropriately as a financially sustainable organisation.

DUTIES AND SCOPE
5.1

The duties of the Committee shall be:
5.1.1 To apply the charitable funds in accordance with their
respective governing documents consistent with the
requirements of the Charities Act 1993, Charities Act
2006 or any modification to these Acts.
5.1.2 To ensure that the Trusts policies and procedures for
charitable funds investments are followed. To make
decisions involving the sound investment of charitable
funds in a way that both preserves their capital value and

3
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produces a proper return consistent with prudent
investment and ensuring compliance with:
o
Trustee Act 2000
o
The Charities Act 1993
o
The Charities Act 2006
o
Terms of the fund’s governing documents.
5.1.3 To receive at least twice a year reports for ratification
from the Director of Finance for investment decisions and
action taken through delegated powers upon the advice
of the Trusts investment advisor and the Corporate
Trustee.
5.1.4 To oversee and monitor the functions performed by the
Director of Finance as defined in the SFIs.
5.1.5 To appoint and review Auditors for statutory audit /
independent examination of annual accounts as per
guidance from the Charity Commission.
5.1.6 To monitor progress of any charitable appeal funds and
to receive reports from the Appeal Fundraising Groups
5.1.7 Proposed budgets will be presented to the sub-committee
for approval which will enable the delegated authority to
function
5.1.8 To monitor the scheme of delegation for expenditure for
the levels set out in the Scheme of Delegation
5.1.9 Expenditure over £1 million must be approved by the
Corporate Trustee
5.1.10 To oversee the development of the Charitable Funds
Strategy and recommend to the Corporate Trustee for
approval and consider the approach to fundraising, the
investment of funds, the approach to expenditure and the
approval of procedures associated with the use of
charitable funds within the regulations provided by the
Charity Commission and to ensure compliance with the
laws governing charitable funds.
5.1.11 To administer the Hertfordshire Health Charitable Fund in
pursuance of its objects as stated in its Declaration of
Trust and in accordance with the Charitable Funds
Strategy set by the Corporate Trustee.
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5.1.12 To ensure the Trust complies with all legal, Charity
Commission and Department of Health guidelines as they
relate to the administration of Charities.
5.1.13 To advise, where appropriate, on raising funds for the
Hertfordshire Health Charitable Fund.
5.1.14 To ensure proper books of account are kept and to
review and approve the annual return and annual
accounts in line with the requirements of the Charity
Commission and laws governing charitable funds.
5.1.15 To review all income and expenditure transactions for all
funds.
5.1.16 To review legacies received and ensure that the Trust
complies with the terms of the legacy.
5.1.17 To authorise the establishment of new funds and new
charities.
5.1.18 To authorise donations when an individual item has a
value of more than £5,000 in line with the Trusts SFIs.
5.1.19 To consider the use of professional fundraisers and links
with other organisations for major fundraising projects.
5.2

6.

It is the duty of the Committee to uphold the Code of Conduct for
NHS Managers, which includes the seven principles of public life
(The Nolan Committee), namely: selflessness, integrity,
objectivity, accountability, openness, honesty and leadership.

MEMBERSHIP & ATTENDANCE
Full Members (with voting rights):
6.1

The Chair and members of the Committee shall be appointed by
the Corporate Trustee. The Chair will be a Non-Executive
Director.

6.2

Membership is
Two Non-Executive Directors
Director of Finance
Director of Nursing & Quality
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Attenders
6.3

Deputy Director of Finance
Head of Communications & Engagement
Head of Financial Control

Substitutes
6.4

7.

Substitutes are permitted only with the prior agreement of the
Committee Chair.

MEETINGS:
Frequency of Meetings
7.1

The Committee shall meet quarterly and otherwise at the Chair’s
discretion or as required under 7.2 below

Notice of Meetings
7.2

Meetings of the Committee shall be summoned by the Chair of
the Committee at the request of any of its members

7.3

Unless otherwise agreed, notice of each meeting confirming the
venue, time and date together with an agenda of items to be
discussed, shall be forwarded to each member of the
Committee, and any other person required to attend no later
than 5 working days before the date of the meeting. Supporting
papers shall be sent to Committee members and to other
attendees as appropriate, at the same time.

7.4

Papers may only be tabled at meetings with the consent of the
Chair

Quorum
7.5

The quorum necessary for the transaction of business shall be
two members, to include one trustee/executive and one
member/non executive. A duly convened meeting of the
Committee at which a quorum is present shall be competent to
exercise all or any of the authorities, powers and discretions
vested in or exercisable by the Committee.

Secretarial Support
7.6

The Director of Finance is responsible for ensuring secretarial
support is provided to the Committee.
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Conflicts of Interest
7.7

All members and attenders shall declare any interests in agenda
items in accordance with Standing Orders

Decision Making
7.8

The committee has joint and collective responsibility for
agreeing decisions. Decisions shall be reached by consensus
where possible. Where there is not unanimous agreement a
vote shall be taken and the result recorded. The Chairman shall
have a casting vote if applicable. Attenders and observers do
not have voting rights.

7.9

In the event of an urgent decision being required between
meetings on any matter within the Committee’s Terms of
Reference, in accordance with Standing Orders, the Chair may
take “Chair’s Action” having consulted with the Chief Executive
and Vice Chair of the Committee. The Action shall be reported
at the next meeting of the Committee and recorded in the
minutes.

Minutes of Meetings
7.10

Notes/Minutes of Committee meetings shall be circulated
promptly to all members of the Committee once approved by the
Chair.

Confidentiality
7.11

8.

Minutes and Papers are public documents and are open to public
disclosure under the Freedom of Information Act 2000 unless a specific
exemption under the Act applies

TERMS OF REFERENCE: RATIFICATION, REVIEW AND
INTERPRETATION:
8.1

The Terms of Reference shall be ratified by the Corporate Trustee in
accordance with Trust Standing Orders and Scheme of Reservation
and Delegation

8.2

At least once a year the Committee shall review its terms of reference.
Amendments to the Terms of Reference need not be reported back to
the Corporate Trustee unless they are considered by the Committee
Chair to constitute significant amendments

8.3

Interpretation of these Terms of Reference if required shall rest with the
Committee Chair provided that no interpretation shall conflict with Trust
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Standing Orders, Standing Financial Instructions or Scheme of
Reservation and Delegation.
9.

COMMITTEE EFFECTIVENESS
9.1

10.

At least once a year, the Committee shall review its own
performance to ensure it is operating at maximum effectiveness.

DISSOLUTION OF THE COMMITTEE:
10.1

The Committee may only be dissolved with the agreement of the
Corporate Trustee or by default in the event of Hertfordshire
Community NHS Trust ceasing to exist as a Statutory Body.
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