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Introduction

The purpose of this paper is to provide an overview of the Emergency Preparedness,
Resilience and Response (EPRR) work carried out between April 2021 and March 2022.
Where appropriate reference is made to activities outside of this time period.
During the first part of this time, HCT’s Emergency Planning and Resilience Manager (EPRR
Manager) was seconded to the Mass Vaccination team, and retired from the Trust in December
2021. During this time, the Manager of the Covid-19 Incident Coordination Centre (ICC) helped
to maintain HCTs EPRR duties (with support from the seconded EPRR Manager) in regard to
the Core Standards Annual Assurance process and Business Continuity Planning.
As elsewhere across the NHS, the pandemic impacted upon routine EPRR activity, and this
was reflected in the Core Standards Assessment process (see 2.1 below). This activity is being
fully restored during this year.
For the period of this report, the Alert Level for the Covid-19 pandemic Incident Response was
at its maximum, Level 4

2

Key achievements since April 2021

2.1

Core Standards for EPRR 2020-2021

As in previous years the Trust was required to self-assess its compliance with the NHS
Emergency Planning, Resilience and Response Annual Assurance framework. For the year
2020-2021, in the light of the additional demands being placed on NHS organisations by the
pandemic, the number of Standards being assessed was reduced [Appendix 1]. The reduced
Standards were grouped under the following 9 ‘Domains’:
•
•
•
•
•
•
•
•
•

Governance
Duty to risk assess
Duty to maintain plans
Command and Control
Response
Warning and Informing
Cooperation
Business Continuity
Chemical, Biological, Radiological and Nuclear

As part of this process, HCTs EPRR Policy Statement was renewed and signed off by the
Chief Executive.
Following submission of HCT’s EPRR Core Standards self-assessment, a ‘check and
challenge’ session was attended for HCT by the COO, the seconded EPRR Manager and the
ICC Manager.
The Trust EPRR Core Standards self-assessment was rated as fully compliant. This was
formally confirmed in the minutes of the Local Health Resilience Partnership on 22nd November
2021 [Appendix 2].
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The NHS EPRR Core Standards self-assessment process for 2021-2022 will take place over
this summer and is scheduled to cover the full range of Standards applicable to Community
Services, a number of which have been reviewed during the last year.
2.2

Incident response

Covid-19 remained an ongoing Major Incident at Level 4 over the year to March 2022, and the
arrangements for Gold, Silver and Bronze activity, including an Incident Coordination Centre,
are still required to be in place.
As the overall impact of the Covid-19 pandemic has changed, the frequency of meetings has
been varied according to need.
• Currently Gold team meets monthly, the Incident Management Team (Silver) meets
two weekly and Bronze meets weekly. The frequency of each of these can be readily
increased if required.
In May the Incident Level was reduced to 3, but other factors, such as residual impacts on
staffing and capacity, the MPX outbreak, industrial action, and the impact of the situation in
Ukraine, have led to the NHS requiring Trusts’ Incident Coordination Centres to remain open
between 8am and 6pm, 7 days a week. We have been informed that the future role of ICCs
within the NHS is being considered by NHS England.
• This has required the maintenance of an ICC team. Between March and August 2021,
this consisted of two ICC Managers and one ICC Coordinator, but is now one ICC
Manager and two ICC Coordinators. (The ICC Manager had increasingly taken on
EPRR duties, particularly Business Continuity, and formally became the Emergency
Planning and Resilience Manager on 1st July 2022).
• The nature and detail of Situation Reporting has changed since March 2021, with
Situation Reports currently being required from the ICC by the NHS on:
o Daily Discharge information
o Staff and Patient Covid-19 incidence
o Patient Covid-19 testing
o Lateral Flow Device stocks
• The daily circulation of the HCT Covid-19 Incident dashboard has now moved to
weekly, along with the circulation of the Urgent Emergency Care and Regional Official
Sensitive reports.
• Exception Reports, approved by Gold, are submitted when required to the NHS
Regional Office.
2.3 Response plans
A revised style of Business Continuity Plan (developed over the preceding few years) was
implemented in full, across the organisation’s clinical and support services/Directorates.
• All clinical services have produced a Business Continuity Plan for 2021-22 based on
this updated format. All but one of these is currently available on the HCT Intranet
Business Continuity page.
• HCT Support Services/Directorates are in various stages of producing their Business
Continuity Plans. The first of these are available on the HCT Intranet Business
Continuity page
The ICC Manager has been involved to varying degrees in supporting Clinical Services and
Support Services/Directorates to complete their Business Continuity Plans.

2.3 Training/exercise
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Training and Exercising was absent from the Core Standards Assurance process for 20202021 reported on above.
‘Live’ exercise requirements were met by the participation of all staff in the Level 4 National
Incident response to the Covid-19 pandemic.
The following training and development activity has taken place over the past year.
•
•
•
•
•
•

On Call Manager meetings
Media Awareness Training
Loggist Training
SMART Evacuation introduction
Participation in Exercise Walker
Briefings on Heatwave and Cold Weather plans

JESIP (Joint Emergency Services Interoperability Principles) online awareness training
continues to be available to all HCT staff through My Learning Zone with this being an essential
requirement for Directors and Senior Managers on call.
2.4

On-call arrangements

At all times during the year there is both an On Call Director and an On Call Senior Manager
available to HCT Staff or external agencies with all actions taken noted on the On Call rolling
log.
On Call information is located in specific folders on the shared N Drive. There is currently a
review of the On Call Folders contents taking place (both to ensure content is up to date and
to remove redundant folders) with a view to moving the folders to SharePoint, where they can
be accessed via the internet.

3
3.1

Governance arrangements
HCT Emergency Preparedness, Resilience and Response (EPRR) Group

A formal sub-group of the HCT Executive Team, the EPRR Group is chaired by the Chief
Operating Officer (who is also the EPRR Accountable Emergency Officer). Meetings have now
been restored to quarterly. The group monitors progress against annual Work and Training
plans, ensures the business cycle is maintained and oversees the submission of the core
standards self-assessment. The group is also involved in reviewing the management and
response to any incidents that may occur.
The Group has reviewed its Terms of Reference which have been updated and approved.
3.2

Emergency Planning work plan

The annual work plan for 2022-2023 has been agreed [Appendix 3] and is reviewed at each
meeting to monitor and support progress is being made.

4

Multi-agency and health economy working
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Hertfordshire Local Resilience Forum

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

Local Health Resilience Partnership (LHRP)

The Trust continues to participate in the Local Health Resilience Partnership. The work of the
partnership is to ensure appropriate response arrangements are in place, by encouraging a
joined up approach by NHS organisations across the region.
The Trust is also represented at the sub-group of this partnership which implements actions
from the LHRP. The sub-group also holds responsibility for developing training needs and
support across the healthcare system.

5

Areas of work identified for 2022-2023
•
•
•
•
•

6

To complete the 2022 Core Standards Assurance process successfully
To maintain quarterly EPRR Group meetings, regularly reviewing progress on the Work
Plan and Training Plan
To improve the format and accessibility of Business Continuity Plans
To maintain On Call Manager meetings
To have thoroughly checked all EPRR documentation and activities as current and
sufficient.

Summary

This paper provides an overview of the work that has taken place during the year to ensure
the Trust continues to meet its EPRR responsibilities and to ensure plans and processes
provide an effective and efficient response. It also highlights the intention to continue this work
into the future.
Marion Dunstone, Chief Operating Officer and Accountable Emergency Officer
Robin Murray-Neill, Emergency Planning & Resilience (EPRR) Manager
July 2022
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Appendix 1
Core Standards (for Community Services) as used in 2020-2021 Assurance Process
Standard no.
1
2
3
5
6
7
8
11
12
13
14
18
20
21
22
24
30
32
34
37
38
39
42
46
47
48
50
51
53
54
55
56
57
58
60
68
69

Domain / Standard title
Governance
Senior Leadership
EPRR Policy Statement
EPRR Board Reports
EPRR Resource
Continuous Improvement Process
Duty to Risk Assess
Risk Assessment
Risk Management
Duty to Maintain Plans
Critical incident
Major incident
Heatwave
Cold Weather
Mass Casualty
Shelter and Evacuation
Lockdown
Protected individuals
Command and Control
On-call Mechanism
Training and Exercising
Response
Incident Coordination Centre
Management of business continuity incidents
Situation Reports
Warning and informing
Communication with partners and stakeholders
Warning and Informing
Media Strategy
Cooperation
Mutual Aid
Information Sharing
Business Continuity
Business Continuity Policy Statement
BCMS Scope and Objectives
Data Protection and Security Toolkit
Business Continuity Plans
Business Continuity Audit
BCMS Continuous Improvement Process
Assurance of commissioned providers / suppliers BCPs
(CBRN) and (HAZMAT)
Telephony Advice for CBRN Exposure
HAZMAT / CBRN Planning Arrangement
HAZMAT / CBRN Risk Assessments
Equipment and Supplies
Staff Training – Decontamination
FFP3 access
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Appendix 2
Extract from notes of Hertfordshire Local Health Resilience Partnership 22/11/2021

Hertfordshire LHRP Notes
Held on Monday 22nd November 2021 at 1:30pm via MST
Item Subject
1.
2021-22 Core Standards Submission – LHRP sign off
AY presented the Core Standards Assurance 2021.
AY confirmed all providers and the CCGs have undertaken a selfassessment and confirm and challenge sessions took place. All providers
are fully compliant except for one. The assurance level for the overall ICS
is Substantial.
….
Areas of excellence - HCT – Development of mass vaccination
programme. Carried out two debriefs used the learning to improve and
adapt the response to Covid. Business continuity robust and record
management system from nations system, ensuring resilience.
Area of concern – HCT - Dedicated EPRR resource seconded to the
mass vaccination programme resulting in a gap and new ways of working
virtually are heavily reliant on IT. Mitigation has been the EPRR lead
training other members of the team to take on EPRR work and attending
the EPRR meetings and contributing to work plan. Level of assurance
– fully compliant.
….
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Action

APPENDIX 3:
Response area

1. Generic
Emergency
planning

EPRR Work Plan 2022 to 2023
Overview

1.1 Ensure all HCT EPRR
plans are appropriately
reviewed
1.2 Emergency planning
group
1.3 EPRR Intranet

2. Business
continuity

3. External
agencies

2.1 Business Continuity
planning

3.1 NHS Commissioning
Board Core Standards
3.2 Evacuation and shelter

4. Response

4.1 Extreme weather
planning

4.2 CBRN

Action required

1.1.1 Review policy renewal schedule
1.1.2 Refresh, review and update policies in
line with revision dates as per 1.1.1
1.2.1 Review EPRR Sub-Group meeting
membership
1.2.2 Review EPRR Sub-Group meeting
Terms of Reference
1.3.1 Update HCT EPPR (Emergency
Planning) Intranet pages
2.1.1 Update existing BC plans for all HCT
Clinical services
2.1.2 Update existing BC plans for Corporate
Support Services
2.1.3 Review Business Continuity Strategy and
Policy documents
2.1.4 Review BCP format to simplify for 2022/3
HCT BCP Reviews.
2.1.5 Update HCT BCP Intranet page
3.1.1 Ensure the organisation meets core
standard submission requirements
3.1.2 Participate in NHSE challenge and
confirm process
3.2.1 Ensure the organisation evacuation and
shelter plans align with external agencies
4.1.1 Review Heatwave plans for 2022
4.1.2 Update Summer Preparedness Intranet
page
4.1.3 Review winter plans for 2022/23
4.1.4 Update Winter Preparedness Intranet
page
4.2.1 Review CBRN training programme
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Target date

Lead

Jan 2023

EPRR

March 2023

EPRR

Jan 2023

MD/
EPRR

March 2022

All

March 2023

EPRR

Feb 2023

EPRR

March 2023

EPRR

June 2022

EPRR

June 2022

EPRR

Feb 2023
September
2022

EPRR
EPRR

May 2022

EPRR/
AEO
EB/
EPRR
EPRR

May 2022

EPRR

August/Sept
2022

EPRR/
OPS
EPRR/
OPS
EPRR

October 2022
June 2022

October 2022
October 2022

Progress

Not started
Not started
Completed
Completed
In progress
Not started
Not started
In progress
Not started
In progress
Not Started
Not started
Not started
Not started
Not started
Not started
Not started
Not Started

5. Risk

5.1 Ensure all EPRR risks
have been considered for
their impact on the
organisation

6. Exercising and
Training

6.1 Ensure that the
organisation meets its testing
and exercising requirements

7. Hospital
evacuation

7.1 Ensure all evacuation
plans are fit for purpose

8. On-call rota

8.1 Ensure all on-call
members have appropriate
training

5.1.1 Review all risks on both the National and
Community risk registers for their possible
impact on HCT. Ensuring this assessment is in
line with LHRP and where necessary outcomes
are shared with relevant partners
6.1.1 Hold an exercise to test an agreed aspect
of HCT Response
6.1.2 Training plan to be agreed for 2023/24
6.1.3 Confirm multi-agency testing and
exercising participation
7.1.1 Undertake validation exercises in all HCT
bed bases
8.1.1 Refresh induction programme
8.1.2 Publish required training plan for on-call
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Not started
June 2022

Oct 2022
March 2023
Oct 2022
September
2022
March 2023
January 2023

EPRR
EPRR

Not started

EPRR
EPRR

Not started
Not started

EB
EPRR/
OPS
EPRR/
OPS

Not started
Not started
Not started
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The Children Looked After and
Care Leavers Health Service
Annual Report
2021/22

Amanda Middleditch
Named Nurse Children Looked After & Care Leavers
May 2022
4
Children Looked After and Care Leavers Annual Report 2021/22

1. Executive Summary
This report is to assure the Board that Hertfordshire Community NHS Trust (HCT)
complies with the Statutory Guidance on Promoting the Health and Wellbeing of
Looked after Children (DOH 2015).
The report demonstrates the work undertaken by the Children Looked After (CLA) and
Care Leavers (CL) Health Service during the period 1st April 2021 to 31st March 2022.
The team works in partnership with Hertfordshire County Council (HCC), Children’s
Services and Targeted Youth Support (TYS) teams to identify the health needs of CLA
and CL.
Glossary of terms used:
CHICC
CLA
CL
CSE
CUS
DfE
ENHCCG
GP
HCC
HCT
IHA
KPI
LAC
LAC GP
NEET
OOC
PHIP
PHN
RHA
S1
SEARCH
SEND
SMT
SMART
SLA
TYS
UASC
YP

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

5
Children Looked After and Care Leavers Annual Report 2021/22

2. Introduction
The Children Looked After (CLA) and Care Leavers (CL) Health Service is
commissioned to work towards identifying the health needs of children and young
people in care. The team works in close partnership with Hertfordshire County Council
(HCC) staff and other professionals. Contract arrangements and Key Performance
Indicators (KPIs) have been developed in partnership with the commissioners to
support robust reporting of the health needs of CLA. Hertfordshire County Council
funds the administration posts of the service, with the nursing posts being funded by
the Clinical Commissioning Groups (CCGs).
3. Key achievements during 2021/22
•

Hertfordshire Community NHS Trust (HCT) CLA GPs completed 88% of Initial
Health Assessments (IHAs) within timescale, a drop from 97% in20/21. The
reason for the drop is young people not attending appointments due to the
difficulties with Interpreter’s availability for UASC and Foster Carers requesting
later appointments due to work, travel etc.

•

95% of Review Health Assessments (RHAs) in County were completed within
time scale by Specialist CLA Nurses.

•

96% Out of County (OOC) RHAs were completed within time scale by the
Specialist CLA Nurses.

•

Public Health Nurses (PHNs) completed 95% of RHAs within timescales.

4. Strategic Context
The Department of Health requires that organisations adhere to the Statutory
Guidance on Promoting the Health and Wellbeing of Looked after Children (DOH
2015). The service works with commissioners to meet the national guidance.
The National Institute for Health and Clinical Excellence (NICE) and the Social Care
Institute for Excellence produced updated guidance in 2021 on improving the
physical and emotional health of LAC and young people from birth to 25 years aims
to promote and strengthen multi-agency working and collaboration. This includes
ensuring that organisations, professionals, and carers work together to deliver high
quality care, maintain stable placements, and encourage nurturing relationships for
CLA.
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5. Local Context (data based on HCC information from 1/4/21 – 31/3/22
In 2021/2022 the total number of Hertfordshire CLA was 1030, which is an increase
of 34 from 996 in 2020/21, of which 393 were placed out of county and 637 were
placed in county. The 1030 includes 111 Unaccompanied Asylum Seeker Children
(UASC).
As at the 31/03/2022 there were 892 Care Leavers, 258 of those are UASC. Please
refer to Appendix 1 for CLA/CL data provided by HCC and Appendix 2 for UASC data
provided by HCC. Unfortunately, there have been 3 suicides of Care leavers.

6. Health Assessments
The CLA team coordinates the administration of all statutory health assessments on
behalf of HCC for CLA placed both in and out of county.
All children coming into care must receive a statutory Initial Health Assessment (IHA)
with the whole process being completed within 20 working days of coming into care;
however local process in agreement with the CCGs requires completion of IHAs within
10 working days to ensure health needs are identified early for the appropriate care to
be provided.
HCT Paediatricians complete IHA’s for 0-9 years in the West side of the County.
The Paediatricians from East and North (E&N) Herts NHS Trust complete IHA’s for 09 years in the E&N of the county. LAC GPs employed by HCT complete IHAs for 10 18 years. In 2021/22 there was 196 IHAs compared to 128 in 20/21, an increase of 68
for our 2 CLA GPs.
The Review Health Assessment (RHA) must be arranged at least once every six
months before a child’s fifth birthday and at least once every 12 months after the
child’s fifth birthday. RHAs within HCT must be completed and processed in 25 working
days. HCT key performance indicators (KPIs) are set at 90%. The continued success
of all CLA receiving their statutory health assessments within timescales and to a highquality standard is due to robust processes in place and effective communication
between HCC and HCT.
Health Visitors (HVs) complete RHAs for 0-5 years every six months and School
Nurses (SNs) complete the RHAs annually for 6 -18 years children and young people
attending a Hertfordshire school. PHNs completed 95% of RHA’s within timescale
during the year.
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The Specialist CLA/CL Nurses work predominantly with the 16+ age group,
undertaking the RHAs of the most vulnerable, complex, UASC and Not in Education,
Employment or Training (NEET). CLA RHAs finish at the age of 18. The CLA Specialist
nurses completed 95% of RHA’s in County within timescale and 96% out of County
during the year.
Specialist CLA Nurses are commissioned to complete RHAs for Hertfordshire
children placed out of county within specified post codes. The target increased from
80 to 100 RHA’s which has been achieved for the sixth year and the CLA Specialist
nurses in 21/22 have completed 121, well above the commissioned number.
As a team we have seen a noticeable rise in young people with complex health
needs and behavioural issues which has impacted on time required to attend multi
agency meetings and supporting residential and hospital staff. The impact on
children and young people (CYP) during the Covid-19 pandemic has shown a local
increase in CYP presenting in crisis and an increase in eating disorders. Public
Health Hertfordshire have estimated an increase in depression, anxiety, and Post
Traumatic Stress Disorder (PTSD) in CYP but difficult to predict over what timeframe
these conditions may appear.

Table 6: Initial Health Assessments (IHAs) and Review Health Assessments (RHAs)
completed within required timescales 1/04/21 – 31/3/22 (Comparison table)

IHA Completed
within
timescales
2021/2022

92%

<7%

RHA
completed
within
timescales
2020/2021
99%

<26% 91%

92%

<5%

97%

84%

>1%

83%

95%

=

95%

71%

=

71%

80%

<10% 90%

Q1

60%

Q2

65%

Q3
Q4

<40%

IHA
completed
within
timescale
2020/2021
100%
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RHA Completed
Within
Timescales
202012022

Table 7: Review Health Assessments (RHAs) completed within required timescales:
1/04/21 – 31/3/22
Review Health Assessment completed within timescale breakdown

Public Health
Nurses

Q1

Q2

Q3

Q4

95%

94%

94%

96%

Review Health Assessments breakdown
Q1

Q2

Q3

Q4

LAC Nurses In
County

93%

91%

100%

96%

LAC Nurses
Out of County

100%

98%

100%

100%

Monthly reporting of all health assessments is completed with exemption reporting.
This is shared and sent to senior managers and CCGs.
Following all health assessments completed by doctors and nurses, the Lead
Professional will ensure that any actions arising from the health assessment are
implemented and monitored every three months to provide assurance that identified
health needs are being met.
Contact with the carer, young person, GP, and Social Worker provides the lead
professional with up-to-date health information and any outstanding actions that
require support.
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Summary of Health Assessments completed for each CCG. (Data from 31/3/20 4/1/2021
In County
RHA
IHA

ENCCG
312
103

HVCCG
271
93

Out of County
RHA
IHA

ENCCG
168
56

HVCCG
137
44

In County compared to last year there has been an increase of 89 RHAs and for
IHAs, a decrease of 32. Out of County, an increase of 56 RHAs and an increase of
20 IHAs.
For ENCCG it was 66 RHAs completed from April 2021 – March 2022, with 5
refusals.
For HVCCG it was 55 RHAs completed from April 2021- March 2022, with 5
refusals.

7. Looked after Children placed out of County
As of 31st March 2021, there were 383 children and young people placed outside of
which is a decrease of 1 from the end of March 2020. HCC are working on their
Residential Strategy and their ambition is to create high quality local residential
accommodation due to the complex needs of CYP in Herts that must be placed out of
County. Four new homes opened in 2021 - 2022 which the CLA nurses also support.
The CLA/CL Health Service team liaises with other health teams across the Country
to support the transfer of known health information and coordinate the administration
of health assessments. LAC Nurses provide quality assurance processes across the
whole health community to review RHAs and ensure a thorough health assessment
and detailed health action plan is provided.
Out of County Health Assessments continue to be a challenge for the CLA team as
many areas around the Country state they have no capacity to carry out health
assessments within the statutory timescales for Hertfordshire children due to the large
numbers of CLA and UASC in their counties. Therefore, the CYP could experience
10
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delays in accessing a health review which could result in delayed diagnosis of health
and social needs. Specific cases and CCG areas of poor compliance are escalated to
the Designated Nurse to support further action. This is a national problem.
Hertfordshire maintain an equitable service to all CLA and do not prioritise
Hertfordshire CLA over the CYP placed in this County from other Authorities.
8. Partnership working
Collaborative working between professionals and services is needed to meet the
needs of CYP in care and enable them to reach their potential. It is important that
these groups work together as it is not enough just to share information. The benefits
of services and partners meeting together ensures that the correct service provision
is considered and given including seeking the views of the CYP.
•

HCT’s Public Health Nurses (PHNs) continue to complete a large number of
RHAs for CLA in Hertfordshire. They are supported by their CLA Champions in
Public Health Nursing and the Specialist CLA Nurses. A competency framework
has been developed and is completed for each staff member to give assurance
that the staff member has the knowledge and skills to perform the health
assessment to meet the YP health needs.

•

Specialist CLA Nurses continue to work in partnership with nine residential
homes across Hertfordshire, meeting with staff and young people to support
them with their complex health needs. Each new home has a CLA nurse
assigned, and training and support will be provided to staff.

•

HCT employs two LAC GPs to complete IHAs for children aged 10 years and
over who have just come into care. KPIs are met and high-quality assessments
are provided with clear SMART health action plans.

•

Joint Safeguarding Supervision with the Specialist CLA nurses and CLA GPs
currently takes place every 3 months. This is facilitated by the Named Doctor
for CLA/CL. The process has proved to be valuable enabling discussion on
topics that improve outcomes for CLA children’s service delivery however due
to the complexity of cases that staff deal with each day a facilitator from PALMS
will also provide a session every 3 months which will commence in June 2022.

•

Missing and Child Exploitation (MACE), split into East & West Panels, taking
place once a month. Staff work collaboratively to ensure joint planning and
decision making to develop a single multi agency risk management plan and
monitor its progress and impact to make a positive impact on children and young
people.

•

The CLA nurses have a role at the Central Complex Case and Transition to
Adulthood Multidisciplinary Panel that also takes place once a month. Panel
11
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membership supports the timely access to appropriate services by having in
place a multi-agency panel comprising of partner representation at a level that
allows decision-making and accountability on behalf of their organisation. The
panel is available for the escalation of cases where the young person has high
risk or complex needs and there are barriers in delivering an effective risk
management plan; where risks are not reducing or where there are difficulties
in the transition pathway for the young person who is leaving care or who has
left care.
•

The CLA Nurses are best placed to inform the panel of any known health issues
or risks for the child, follow up any health concerns, and liaise with other LAC
health teams’ country wide. Part of this process includes liaison with School
Nurses and the children’s GP to ensure holistic needs are supported that
enhance the best outcomes for the young person.

•

Joint Attachment ARC training with Social Workers offered to the CLA
Champions and CLA Nurses.

•

Monthly attendance at the Complex Case Panel/ Transition to Adulthood and
Missing and Child Exploitation (MACE) Panel for CYP who high risk of harm
and health inequalities.

•

Working with Hertfordshire Partnership Foundation Trust (HPFT) to train
CAMHS staff around CLA.

•

Specialist CLA nurses all trained in Mental Health First Aid and Attachment

•

Training staff on health of CLA in 4 new residential homes placed in
Hertfordshire.

•

Working with Partners to develop and a Hertfordshire Outcome Framework for
CLA/CL mental health and wellbeing, Launched 3rd March 2022.

•

Training delivered by the Named Doctor to approximately 250 GPs via virtual
platforms with positive feedback.

•

Joint working with the Child in Care Council (CHICC) and attendance at a football
tournament for the UASC Clare Leavers in Watford where health promotion was
also given.

•

Working with Hertfordshire Partnership Foundation Trust (HPFT) to train
CAMHS staff around CLA.

•

Quarterly attendance at the Foster Forum panel to discuss challenges,
education, health and CLA stability with carers and senior managers.

•

The CLA/CL team continues to work jointly with the Designated Doctor,
Designated Nurse and Deputy Designated Nurse from East & North and Herts
12
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Valley CCGs to implement changes in working practices which have had a
positive impact on service delivery. Examples have been the mapping of
Hertfordshire CLA under Herts Valley CCG placed out of County and timescales
of their statutory health assessments. This is a continuous piece of work due to
the difficulties we have in health assessments being returned in timescales.
•

The CLA Nurses liaise with the Targeted Youth Support (TYS) workers for those
young people aged 18 years who are Care Leavers and are available to support
young people up to the age of 25 years.

•

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

•

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

•

Support continues to the Named Nurse Safeguarding children for the Section
action plan following the Section 11 visit on 30/11/2022

13
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Feedback from a CLA GP
As per your request for a brief summary of a recent workplace solution achieved by
CLA stakeholders, please find below a brief description.
'The Covid-19 pandemic has presented a number of challenges to working life, and
this has applied no less to the LAC team.
Recently, we had to find a solution to a unique situation, whereby we were finding it
difficult to secure a translator for an unaccompanied minor asylum seeker, as several
translators were on annual leave and thus unavailable.
The CLA administration team worked together with the translation agency, placement
support workers and me to arrange a Teams meeting, whereby the young person,
doctor and translator were on a video call, to complete the initial health assessment
within statutory time frames.
On this occasion, I felt this worked well, as the young person was very confident on
video, familiar with the technology (facilitated by the placement support workers), and
we were able to achieve effective communication and rapport. It was possible to
facilitate this as we had all adapted to remote working methods over the pandemic
period to enable social distancing, and the technology was available to conduct the
assessment remotely within a short time frame.
A positive aspect of the video consultation, as opposed to telephone consultation,
was that visual cues were present in order to guide questions about wellbeing, and it
was possible to make a minor extra assessment of their physical health based on
their facial appearance.
My reservations regarding applying this working solution to every health assessment
would be primarily that I was uncertain of the geographical location of the interpreter,
and she did not switch her video feed on due to Wi-Fi issues, temporary loss of which
also resulted in a short interruption of the health assessment. This could potentially
present a safeguarding concern as this young person advised he was seeking
asylum due to political unrest in his home country. No politically sensitive questions
were thus asked, and the young person's geographical location was not mentioned in
the interview.
Research has also shown that many young people prefer face to face or telephone
consultations to video, but on this occasion, it was not a barrier.
Without the ingenuity and flexibility of the administration team and translation agency,
and the co-operation of all team members, I do not believe this solution could have
achieved, and otherwise would have resulted in a breach of statutory time frames
and possibly resulting in the health needs of the young person not being met by
health and social care agencies.'

14
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Compliments
Hi
The group were wowed over to the work and challenges that you and your team had
performed during the challenging times last year and even acknowledge the impact
of Covid on the YP today. It is accepted that you supported the PHN that was a
challenge but acknowledge the successful outcomes through adapting and creating
new processes to meet the covid pressures. It was acknowledged that enhanced
partnership working has come from the meetings, working with the CCG and your
commitment to lead the team.
Well done.

Hi
This is such a detailed and insightful update, thank you very much. I agree the
placement are not support her as best they should be and have addressed this with
their supervising social worker today, this will be addressed this week. We are
looking at a placement move ultimately. I am glad Harmony feels clear but am
unsurprised at the future planning aspect as this is something I think she struggled
with. This is a really interesting insight into her relationship with Connor as well, as I
have only seen them together at heightened times.
I agree about the assessment needing to focus on strengths as well, I have a
meeting with the SW for UBB Friday and will address some of these points then.
I cannot thank you enough for your help and support with this and also detailed
feedback.
Kind regards,

15
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9. Challenges
•

Capacity of staff

•

Out of County

•

Limited health history for IHAs

•

Limited capacity in West Herts Paediatrician team to complete IHAs. On risk
register.

•

Mental Health of CLA/CL has escalated and demands for support have increased.

•

No local referral pathway in Herts for Foetal Alcohol Syndrome (FASD)

•

Birth Parents

•

The mental health of Care Leavers

•

Receiving SDQ scores from social care prior to an RHA.

•

Risks - may miss cues or history by mainly doing telephone reviews first. An
increase in refusals of the last RHA.

•

YP and foster carers finding it very difficult to access NHS dental care

10. Development plan 2022/23
•
•
•
•
•
•
•
•
•
•
•

Develop a business plan to increase staffing
Level 3 virtual training to PHNs
Incorporate Trauma Informed Care Training in HCT
Working with HPFT on processes for communications
Embed the Children in Care Council (CHICC) Values into our health
assessments (See Appendix 4)
To implement the Joint Strategic Needs Assessment (JSNA) published 8/6/21
Write a Standard Operating procedure (SOP) with the Acute Safeguarding
Children and Adult Leads in East to look at a process for CL and the sharing of
information when they attend A&E
Working with the East of England Dental Association
Joint training plan with HCC and HPFT
Develop a new audit plan using RADAR
Work around themes of learning from suicide and joint working to improve
information sharing and attempt to reduce non engagement
16

Children Looked After and Care Leavers Annual Report 2021/22

Appendices
Appendix 1: Data provided by HCC (31/3/22) age, gender, mother, UASC,
ethnicity disability and placement location.

UASC?
Yes
No
Grand Total

Count of CLA

Ethnicity
Asian or Asian British Bangladeshi
Asian or Asian British - Indian
Asian or Asian British Pakistani
Asian/Asian British - any other
Asian bg
Black or Black British - African
Black or Black British Caribbean
Black/Black British - any other
Bl b/grn
E4 - Information not yet
obtained
Mixed - any other Mixed
background
Mixed - White and Asian
Mixed - White and Black African
Mixed - White and Black
Caribbean
Other Ethnic Groups - other
Ethnic group
Parent/pupil preferred not to
say.
White - any other White
background
White - British
White - Gypsy/Roma
White - Irish
White - Traveller of Irish
Heritage

Count of CLA

101
929
1030

5
1
5
29
43
14
12
6
52
22
27
51
58
1
47
647
1
1
8
17
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Is Disabled
No
Not Recorded
Yes
Grand Total

Count of CLA

822
60
148
1030

The six most prevalent disabilities
were:
•

Autism or Asperger’s
syndrome (39.3%)

•

Learning Disability (18.8%)

•

Other Disability (17.1%)

•

Behavioural, Emotional or
Social Disability (13.7%)

•

Physical disability (12.0%)

•

Complex Health Needs
(7.7%)

Placement Location
Out of Hertfordshire
Hertfordshire
Grand Total

Count of CLA

18
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393
637
1030

Appendix 2. Country of origin for the UASC under 18 (data provided by HCC)

Table 3: Country of origin for the UASC over 18 (data provided by HCC)
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Table 4: Age breakdown of UASC under 18 (data provided by HCC)

Table 5: Placement type for UASC under 18s
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Table 6: UASC under 18 monthly figures
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Appendix 3
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Date: 27/05/2022
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 multidisciplinary teams to improve patient safety, patient experience and the quality of care
provided.
Glossary of terms:
CCG: Clinical Commissioning Group
CDOP: Child Death Overview Panel
CIN: Child in Need
CP: Child Protection
CSPR: Child Safeguarding Practice Reviews (Previously known as Serious Case Reviews
(SCR)
CQC: Care Quality Commission
DHR: Domestic Homicide Review
GCP: Graded Care Profile
HCC: Hertfordshire County Council
HSCP: Hertfordshire Safeguarding Children Partnership
JTAI: Joint Targeted Area Inspection
MASH: Multi-Agency Safeguarding Hub
NBI: Not Bought In
PALMS: Positive behaviour, Autism, Learning disability, and Mental health Service
PHN: Public Health Nurses
PHNS: Public Health Nursing Services
SUDI: Sudden Unexpected Death Infancy
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1. Key achievements in 2021/22.
• Achieved 98% training compliance to the contractual compliance (95%) to
Safeguarding Children level 1 – 4 training.
• Achieved 96% safeguarding children supervision to the contractual compliance
(95%) of Safeguarding Children supervision for all staff who work with children.
• Workbook for staff requiring Level 1 and 2 Safeguarding Children training continues
to be used and compliance rates across all services have continued between 96% 99%.
• Continued to support Public Health Nursing and took on additional work (MASH
enquiries, Section 17 and 47 enquiries) due to the ongoing challenges of staff
vacancies.
• Continued to develop training resources in the form of videos and 7-minute briefings
to enhance the knowledge for the workforce.
• All the team have completed their competency framework in Safeguarding Children.
• Positive responses following the Section 11 visit on 30th November 2021. “In spite of
the many challenges of the last year, the breadth and depth of work achieved by the
safeguarding teams is recognised, with assurance provided that Hertfordshire
Community Trust safeguarding is in a strong position……”
• Two Nurse Specialists have completed the Mary Seacole training.
• One Nurse Specialist has completed the Professional Nurse Advocate training
• Numerous nominations to the Trust Leading Lights that led to:
o The Safeguarding Children Team were awarded “Excellence in Partnership
Working.
o One of our Nurse Specialist was awarded ‘excellence in partnership working,
individual’
o Named Nurse was commended from the chair’s special award for
outstanding leadership.
• Two Nurse Specialists have been awarded with the Queens Nurse Award.
• Named Nurse was awarded the Queens Elizabeth, the Queen Mothers ward by the
Queens Nurse Institute.
2. Key risks.
1. Safeguarding capacity demands in the Multi-Agency Safeguarding Hub (MASH)
exceeds the funded 2 WTE Nurses.
2. The impact of the additional work taken on by the Safeguarding Children Team from
Public Health Nursing since the Covid-19 pandemic.
3. Impact of Covid-19.
Additional work (Multi-Agency Safeguarding Hub (MASH); Section 17 and 47 enquiries)
• The support to Public Health Nursing (Health Visiting teams) commenced in March
2020, following the redeployment of staff due to COVID -19, with the Safeguarding
Children Team taking over the completion of the MASH, Section 17 and 47 enquires
requested from Hertfordshire County Council following referrals made into children
services. The MASH enquires for Health Visitors continue to be undertaken by the
Safeguarding Children Team due to their ongoing challenges.
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•

•
•

•

Additional support is being offered to the Public Health Nursing Health Visiting teams
in Watford and Three rivers area where the Section 17 enquires continue to be
undertaken by the Safeguarding Children Team.
Each enquiry takes an average of 1-hour depending on the number of children in the
family and subsequently has had an impact on the team’s workload.
The Safeguarding Children Team are working a hybrid model where face to face
meetings and consultations are taking place upon risk assessment and home
working.
There are two identified areas of Public Health Nursing that are facing additional
challenges and deemed high risk; the Safeguarding Children Team are offering an
enhanced support to these areas (Watford and Three Rivers and Welwyn/Hatfield)
which includes a Safeguarding Children Nurse Specialist locating themselves in the
clinics to support the Public Health Nurses.

Table 1 illustrates the number of additional enquiries undertaken by the Safeguarding
Children Team.

Additional enquiries undertaken by the Safeguarding
Children Team
2021/22
HEALTH VISITING
MASH enquires
699

Section 17 Enquiries
214

3.1. Risk assessment criterion for front line workers.
The risk assessment criterion was updated depending on the national agenda to support
front line workers. This risk assessment criterion became part of the Hertfordshire-wide
business continuity centralised by the Clinical Commissioning Groups. This has since
ceased.
4. 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 Hertfordshire Safeguarding Children Partnership. The combined Safeguarding
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Adults and Children Section 11 action plan for 2021/22 is progressing following the Section
11 visit on 30/11/2021 (Appendix 1).
5. 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 Subgroup, 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 risk in relation to safeguarding children in the Trust
• receives minutes of the HSCP and subgroups, 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.
6. Safeguarding Children Team.
The Safeguarding Children Team supports all staff and services across HCT (Appendix 2).
The team consists of:
•
•
•
•
•
•

0.6 wte Named Nurse (backfill of 0.4 wte to band 7 with 6-monthly review)
2.0 wte Safeguarding Children Nurse Managers
6.0 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

During 2021/22, Named Nurse has retired and returned on reduced hours. Upon risk
assessment, it was identified that the clinical work that needed to be re-allocated from the
senior nurse resulted in back fill to a lower banding. This model is being reviewed on a
regular basis.
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During 2021/22 there has been a stabilised workforce within the MASH and Safeguarding
Children Team.
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
• Additional work to support Public Health Nurses
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, PALMS and the two
psychology services (Paediatric psychology and The Avenue psychology services).
More recently we have negotiated a support/supervision service to the East Anglian
Immunisation teams; the OWLS service and the COVID vaccine teams.
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 must 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 and
the Covid-19 pandemic, and its challenges have impacted on its development.
Following the Solihull Joint Targeted Area Inspection (JTAI) in February 2022, Hertfordshire
County Council have revisited the challenges of the Hertfordshire MASH and an
independent to the current MASH is currently taking place.
This year both Safeguarding Adults and Children’s Teams have updated the Chaperone and
the Not Brought In (NBI) Policy for Children, Young People and Adults at risk. The
Safeguarding Children team have updated the Policy for the Delivery of Safeguarding
Children Supervision and the Safeguarding Children training Needs Strategy.
The Safeguarding Children Team ensure staff are kept informed of relevant safeguarding
advice, disseminated through HCT communication systems, staff resource area, Children’s
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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 (GCP) training and more recently have taken over the
facilitation of Disguised Compliance training that had been led by the University of
Hertfordshire.
7. Referrals made to Children Services.
During 2021/22 the Trust referred 193 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 an increase in
comparison to the 180 families referred in 2020/21. The increase was predicted as business
started to return to its pre COVID-19 processes and pathways, and children returned to
school.
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 (SCR), (now known as Child Safeguarding Practice Reviews CSPR) have indicated
the quality of referrals to Children 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. To enhance knowledge and improve the standard of
referrals made by HCT. The 7-minute video developed by the Safeguarding Children Team
in 2020/21 continues to be a valuable resource and is readily available to all staff on the
Trust intranet.

how-to-make-a-safeguarding-referral-to-hertfordshire-childrens-services.mp4

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.
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7.1

Children at risk of significant harm or requiring support in Hertfordshire.

At the end of 2021/22, 658*1 children in Hertfordshire were subject to a Child Protection (CP)
plan; this has increased compared to the 549 children subject to a CP plan as reported in
March 2020/21. The breakdown to the number of children and unborn babies subject to a
CP plan on Public Health Nursing caseloads is illustrated in the table below.

Children 0 – 5 years per unit
East Herts, Broxbourne and
Wel/hat
Watford, 3 Rivers and Hertsmere

Number
62

Children 5 – 18 years per unit
East Herts, Broxbourne and
Wel/hat
51
Watford, 3 Rivers and
Hertsmere
North Herts and Stevenage
38
North Herts and Stevenage
Dacorum and St Albans
48
Dacorum and St Albans
Total
199
Total
*1 Data collated from SystmOne electronic health records.

Number
161
112
85
101
459

Within School Nursing a prioritisation model is in place that enables children without
identified health needs to have limited school nursing intervention following a risk
assessment. The school nurse is still required to keep up to date with the child’s emerging
picture and risks and at any time can review and alter the plan of action dependant upon
health needs. At the end of 2021/22 there were 201 children where the school nurse was
actively involved with 258 under the school prioritisation model.
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 2021/22 2063*1 children in Hertfordshire were being supported under a CIN
plan; this is a slight increase in comparison to the 2024*1 children recorded in March in
2020/21. The reason for a slight increase may be due to cases being stepped up to the more
formal child protection pathway or step down for support under the Family First Assessment.
It must also be recognised that children were more visible since the Covid-19 pandemic and
support resources have been available for several months.
The table below illustrates the number of children on CIN plans across Hertfordshire and age
ranges.

Safeguarding Children Annual Report. Final Version. 2021/22.

8

Children 0 - 5-years old
Area the child lives
Dacorum and St Albans

83

Children 5 – 18 years old
Area the child lives
Dacorum and St Albans

502

East Herts, Broxbourne and
Wel/hat

63

East Herts, Broxbourne and
Wel/hat

456

North Herts and Stevenage

92

North Herts and Stevenage

178

Watford, 3 Rivers and Hertsmere

110

579

Total

348

Watford, 3 Rivers and
Hertsmere
Total

1715

HCT PHN has been committed to their CP responsibilities in providing reports when required
and attending Initial Child Protection Conferences. Compliance with this responsibility has
been between 100% for Health Visitors and 90- 100% for School Nurses, with exception
reports to provide valid reasons for any non-attendance.
7.2

Child Safeguarding Practice Reviews and Domestic Homicide Reviews.

7.2.1 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
2021/22. The Safeguarding Children Team supported the 2 existing SCR’s that were
progressing in 2019/20 and any local action plans were progressed with consideration to
sustainability. The two SCR’s have now been published (November 2021 and March 2022).
7.2.2 Rapid Review.
Five Rapid Reviews were undertaken in 2021/22. 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.
The outcome of the Rapid Reviews had led to learning events and in some cases training
workshops.
7.2.3 Domestic Homicide Reviews.
HCT’s Safeguarding Children Team has been formally involved in 1 new Domestic Homicide
Reviews (DHR) during 2021/22. This DHR is now with the Home Office. There were two
DHRs commenced in 2017/18 which was completed and waiting for publication, with the
local HCT action plans completed. In December 2020 the Community Safety Partnership
were asked to revisit both DHR’s by the Home Office. HCT has completed a second IMR
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review of one of the cases and all actions have been completed. HCT has been supporting
the IMR development for the second DHR.
8. Key Areas of service delivery during 2021/22.
8.1 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
8.2 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.
8.2.1 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
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.
During the Covid-19 pandemic and restrictions placed upon the face to face element of HCT
training delivery we have adapted training responses to ensure all levels of staff remain fully
up to date with their training requirements. We have reviewed and updated the Level 1 and 2
Workbook available on My Learning Zone and for Safeguarding Children Level 3, training is
available via e-learning modules accessed through My Learning Zone or various virtual
training sessions from the HSCP training department which are widely circulated as an
alternative resource.
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In 2021/22 we started to bring our previous face to face training back under an IT platform in
additional to commencing workshops around Domestic Abuse and Graded Care Profile
assessments to improve practice.
There has been positive feedback received from our e-learning training with staff reporting
they have enhanced knowledge and skills through the varied content of the e-learning
modules and value the ability to access learning in a more “on-demand” responsive way.
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. For this reason, and in combination with the constraints the
pandemic has imposed, the Safeguarding Children Team have developed new and
innovative ways of ensuring learning reaches a wide audience through the use of podcasts,
videos and 7-minute briefing papers.
The training programme is always adapted in response to findings from Child Safeguarding
Practice Reviews, Partnership Case Reviews, Domestic Homicide Reviews and both local
and HSCP audit. Staff are 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.
Safeguarding children annual training (levels 1-4) compliance within HCT is 98% for
20221/22 (95% in 2020/21).
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 Guidance levels 1-4 (2021/22)
Q1
98%

Q2
98%

Q3
98%

Q4
98%

Average
98%

Trust Target
95%

The Safeguarding Children workbook continues to support training compliance for levels 1
and 2 staff groups. Annual training compliance for level 1 and 2 has been 98% and 97%
respectively.

Safeguarding Children Annual Report. Final Version. 2021/22.

11

There have been several bespoke trainings undertaken in 2021/22:
Cohort

Session

Date

University of HertfordshireSCPHN students

Caseload management and
Becoming an Effective
Supervisee

19/11/2021

University of HertfordshireSCPHN students

CP Procedures and Processes

8/10/2021

School Nurse Conference

Managing Disclosures

7/9/2021

NQHV- Preceptorship
programme

Domestic Abuse

10/2/2021

NQHV- Preceptorship
programme

Graded Care Profile

22/1/2021

The Safeguarding Children Team are planning on alternatives methods for the delivery of
training within the coming year.
8.2 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.
• Individual supervision has continued throughout the Covid-19 pandemic and is now
undertaken by MS teams or face to face consultation dependant on risk and need.
• Group supervision continues on MS teams, with practitioners having the opportunity
to have further individual supervision as required.
• Informal supervision via the safeguarding children supervisor or via the safeguarding
children duty line continues and the uptake is high.
• The Safeguarding Group Supervision dropped slightly from the contractual
requirement of 95% in Quarter 3 due to team and staff sickness. A strategy was put
in place to ensure that supervisees were contacted, and this was resolved within
Quarter 4.
The table below reflects supervision compliance.
% of eligible staff who have undertaken safeguarding supervision
as per Trust policy
Q1
96%

Q2

Q3

96%

93%

Q4
98%
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9. Safeguarding Children Audits.
The Safeguarding Children Team has an audit plan (which includes audits that are
undertaken in partnership with the CCG and HSCP) that is agreed by the Trust on an
annual basis. The 2021/2022 Safeguarding Children audit plan was tentatively agreed in
the early part of 2021 whilst still during the Covid-19 pandemic.
Covid-19 placed huge additional demands on all of HCT services throughout 2020/2021
and its impact led to the decision to scale down our audit plan with the view of resuming
the plan when the challenges of the Covid-19 pandemic eased. The decision to
recommence audits occurred in March 2021 however the knock-on effect from the
delays from the previous year did impact on some of the audit timeframes and some
completion dates, however despite the challenges the proposed 2021-2022 audit plan
has been completed.
The audit list below illustrates the proposed audit schedule for 2021-2022 and the current
status of the audits:
•

•

•

•

•

•

Referrals to Children’s Services audit – Ongoing audit - this monthly audit of data
has continued through 2021-2022 and demonstrates scrutiny to the quality of the
referrals into Children’s services, with a summary and analysis to support the data.
The data continues to inform the Safeguarding Children Dashboard.
Annual audit on Quality of Safeguarding Supervision provided by the
Safeguarding Children Team – Audit completed - this audit was completed in
January 2022 and demonstrated a 100% compliance. It highlighted excellence in the
quality of safeguarding supervision being offered to HCT staff and a significant
increase to compliance percentages in comparison to the previous year.
Annual HCT audit to gain supervisee feedback on Safeguarding Children
Supervision – Audit completed - the link to this audit was cascaded to all HCT
practitioners who either receive group or 1:1 supervision between January and March
2022. The results showed over 97% compliance which demonstrates continued
excellence.
Domestic Abuse audit - Audit completed - The Q1 domestic abuse audit was
delayed in 2021-2022 but an audit was completed on Q3 data with compliance
increasing by 4.5% from the previous year’s audit to 83.5%. There is a robust action
plan with recommendations in place to support increasing compliance for the coming
year.
Graded Care Profile and its impact audit – Audit completed - Due to a decrease in
the numbers of GCPs being completed during Covid this audit looked at data across
2 quarters between 1st April 2021 and 30th September 2021. The report
demonstrated that 84% of GCP’s completed in Q1 and Q2 resulted in a positive
outcome for the child. There is an action plan in place to support further compliance.
Annual Not Bought In (NBI) to health appointments audit – Audit completed This audit was completed on Q3 NBI data and showed 86% compliance which was

8% increase from previous year.
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•

•
•

Record Keeping of Children on Child Protection plan or CIN Plan –Ongoing
audit - this audit continues to be completed by safeguarding supervisors during
safeguarding supervision. Data informs the Safeguarding Children Dashboard.
MASH Quality of Information Sharing – Audit completed – This was completed in
March 2022 and shows a 100% compliance across all areas audited.
MASH Dip sample – Audit completed March 2022.This was a one-off audit to
capture whether recommendations from MASH were actioned within timeframe by
Public Health Nurses (PHNs).

All completed audit results and reports have been shared widely across the Trust and at
Safeguarding Children Forum.
Throughout the 2021-2022 audit year here have been 4 additional multi agency audits
undertaken at the request of and in partnership with the HSCP:
• Working with fathers – completed July 2021
• CP Receipt of core group minutes – completed August 2021
• Physical abuse pathway audit – completed September 2021
• Threshold and Continuum of Need audit – completed October 2021
9.1 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 2020 Section 11 action plan was completed in advance of the Section 11 Audit which
took place on 30th November 2021, following which we received extremely positive
feedback from our commissioners. The Section 11 action plan 2021 has been developed
and will be monitored by the Safeguarding Children Forum.

“In spite of the many challenges of the last year, the breadth and depth of work achieved
by the safeguarding teams is recognised, with assurance provided that Hertfordshire
Community Trust safeguarding is in a strong position……
“In conclusion this review has identified your commitment to ensure that safeguarding is
effectively embedded within HCT, and we rate you as good with some outstanding
elements in relation to MCA, Domestic Abuse in Children’s”.
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10. 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’s undertaken has been a concern for many years and the Safeguarding
Children Team monitor the compliance of risk assessments and action planning when
Neglect is the concern with the consideration to the impact upon the child.
A monthly audit of all referrals made into children services scrutinises the consideration and
appropriate use of a GCP assessment; when there is an omission of this assessment the
practitioners team lead is notified to follow up and explore with the support of the
practitioners safeguarding children supervisor.
In 2021/22 the number of GCP assessments commenced was 46 and has increased in
comparison to the 17 GCP’s undertaken in 2020/21. The increase in the number of GCP
commenced may be due to the Quality Improvement Project that has started within PHN that
has led to pilot sites (Broxbourne and Stevenage) and the return to face to face
consultations following the pandemic.
The number of GCP assessments commenced with comparison of previous years are
illustrated in the table below.
Year
April 18 – March 19
April 19 – March 20
April 20 – March 21
April 21 – March 22

Health
Visitor
38
31
16
35

School
Nurse
5
2
0
11

PALMS
0
3
0
0

Other
0
0
1
0

Total
43
36
17
46

11. Multi-agency Safeguarding Hub (MASH).
The MASH health partnership aims to offer a specialist approach from Safeguarding
Children Nurse Specialists who undertake 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. The shortfall
currently is redirected to the Safeguarding Children Team or PHN to complete. This on-going
challenge and concerns have been escalated widely (updated MASH reports illustrating the
evidence and proposed needs and meetings at various levels) with no definitive outcome
and will continue to be monitored and kept on the agenda.
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Following the Solihull Joint Targeted Area Inspection (JTAI) in February 2022, Hertfordshire
County Council commissioned an independent review of our current MASH processes and
workforce. HCT has offered the last two MASH reports to support the report.

12. Joint Agency Response to Unexpected Child Deaths (previously known as Rapid
Response to Unexpected Child Deaths).
The Safeguarding Children Team, supported by the Police and Coroner, continues to
provide a daily Joint Agency Response into Unexpected Child Death service. In 2021
(1/01/2021 – 31/12/2021) there were a total of 17 children’s deaths that had a Joint Agency
Response. In 2020 the number of unexpected deaths in Hertfordshire was exceptionally low
and although the number of deaths in 2021 has doubled, the data suggests it remains
slightly lower than the average number of unexpected child deaths. This may still be due to
the impact of the Covid-19 challenges with parents and carers altering their behaviours due
to being present, working from home and reducing socialisation. The data will continue to be
monitored.

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

2013
26

2014 2015 2016 2017 2018 2019 2020 2021
27
19
18
24
15
23
9
17

5

9

5

2

3

4

6

0

3

The following table gives a general indication to the causes and number of deaths that the
Joint Agency Response have managed and investigated since 2018.
Cause of death

2018

2019

2020

2021

Childbirth

-

-

1

-

Infection

3

5

2

-

Ingestion

-

1

-

-

Known medical condition

-

6

2

6

Undiagnosed medical
condition
SUDI

-

-

-

1

4

6

-

-

Suicide

5

4

2

2

Trauma

-

1

-

-

Unascertained (PM result)

3

-

2

1
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Unresponsive*
Total

-

-

-

7

14

23

9
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At the current time, the Joint Agency Response process is being reviewed to give assurance
that it reflects the Child Death Review Statutory and Operational guidance for England
(2018).
All children’s deaths that are supported through the Joint Agency Response process are
discussed within the HCT Learning from Deaths process and this includes the discussion of
identified themes, risk factors and the proposal for potential campaigns within the Trust.
13. Partnership working.
The Safeguarding Children Team have continued to work and support the partnership:
•

Safeguarding Adult Support:
The Safeguarding Children Team have continued to work closely with the
Safeguarding Adults Team, offering advice to HCT adult services when children are
involved. The safeguarding Children Team continue to support Serious Adult
Reviews when there are children in the household.

•

Family Support Services:
The Safeguarding Children Team continues to offer support to the Public Health
transformation and have been supporting the Family Support Services. Domestic
Abuse training and Legal training and resumed, to ensure their front-line staff and
managers have the skills and knowledge to support vulnerable children and their
families and the peer reflection meetings have resumed following the pandemic.
Work stream meetings continue quarterly.

•

Multi-agency partnership:
The Safeguarding Children Team have continued to support and work with the
Clinical Commissioning Groups (CCG), Public Health and Hertfordshire Safeguarding
Children Partnership (HSCP).

•

Partnership meeting with Children Services:
Due to the success of the partnership meetings our health partners in the Acute
Trusts and Mental Health Trust have joined the monthly meeting. The aim is to
improve practice and service delivery, enhance networking and communication and
to follow up any reported practices in the attempt to improve outcomes for children
and their families.

13. Challenges
• Increase of Trust workforce upon successful tender bids:
As successful tender bids are obtained by HCT, this leads to an increase in the
workforce and demands for safeguarding supervision for the Safeguarding Children
Team. Therefore, there is requirement to incorporate safeguarding children workforce
hours into future tenders.
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14. Risks
There are two 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. Impact of the additional workload taken from PHN during the Covid-19 pandemic
due to their redeployments and its impacts upon the PHN team upon return.
The risks are reviewed on a regular basis and monitored through the Safeguarding Children
Forum.
Additional identified Risks:
•

•

•

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.
The impact of Covid-19 pandemic on children and young people’s mental health and
behaviour and parents’ resilience to support their children has led to further
complexities that have required support from services.
The increased number of suicides amongst young people is being monitored via the
Safeguarding children team and the Child Death Overview Panel.

Key Areas for Development in 2022/23
• To resume some of the safeguarding children training packages face to face.
• To continue to lead on the HSCP GCP training; the current training package onto
the MS has been adapted and delivered on MS teams.
• To participate in the HSCP disguise Compliance training which has been taken over
from the University of Hertfordshire.
• 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 challenges.
• 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 review and revise the Joint Agency Response Process to reflect the Child Death
Review Statutory and Operational guidance for England (2018).
Sue Thompson. Named Nurse Safeguarding Children.
27/05/2022
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APPENDICES
Appendix 1: Section 11 2021 Combined Safeguarding Adults and Children Action
Plan.

Combined SAAF and
Sec 11 Safeguarding A

Appendix 2: HCT Safeguarding Children Team.

SAFEGUARDING
CHILDREN Structure M

Appendix 3: HCT Safeguarding Audit work plan 2021/22

HCT Audit plan
2021-2022.docx
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SUMMARY
The purpose of the report is to provide assurance that HCT complies with Regulation 13 set
out by the Care Quality Commission (CQC, 2021). 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 Trust 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 the Trust to improve patient safety, patient experience and the quality
of care provided.
Glossary of terms:
CAG
Clinical Advisory Group
CQC
Care Quality Commission
DHR
Domestic Homicide Review
DOLS
Deprivation of Liberty Safeguards
GDPR
General Data Protection Regulation
HCC
Hertfordshire County Council
Hertfordshire Community NHS Trust (The
HCT
Trust)
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
PNA
Professional Nurse Advocate
RCS
Restorative Clinical Supervision
SAR
Safeguarding Adults Review
SLiP
Sharing Lessons in Practice
SI
Serious Incident investigation.

1. Key achievements in 2021/22
•
•
•

2

Review of Safeguarding Adults Policy.
Good rating from CCG Self-Assessment Annual Assurance visit in November 2021
with Outstanding rating for work on the Mental Capacity Act.
Increase in Level 3 cohort training uptake from 17% to 63%.
Safeguarding Adults Annual Report 2021-2022

•
•
•
•

Implementation of Safeguarding reporting on new Radar incident reporting system in
February 2022 with associated ‘How To’ guide.
Audit of Mass Vaccination staff knowledge.
Review of NICE Guidance NG108 Decision Making and Mental Capacity with
compliance of 95%.
Development of bespoke team level sessions on specific topics within Safeguarding
and Mental Capacity Act.

2. Key risks
•

•
•

Changes to the Mental Capacity Amendment Act (2019) and the impact on NHS
services with the Liberty Protection Safeguards have now been delayed until after the
consultation period for the new Code of Practice which launched 18th March 2022.
Staff engagement with HCC Reporting Portal continues to be a challenge.
Team staffing lacks resilience as Band 7 post is a one-year secondment until May
2022.

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 2020 the Hertfordshire Safeguarding Adults Board updated the Safeguarding Policy for
Hertfordshire including sections on Pressure Ulcers and Medication Errors. The HSAB also
has policy guidance on how to work collaboratively- the Complex Case Guidance and SelfNeglect and Hoarding Guidance. This has been actively promoted to Trust staff and a recent
good practice example has been shared with the HSAB and CCG.
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
leads and managers in adult services identified for mandatory training in 2020-21 but due to
the pandemic this has been difficult to proceed with.
In 2019 the Mental Capacity Amendment Act 2019 was passed through Parliament with
proposal for the Act to come into force 1st Oct 2020. This was delayed due to the pandemic
response with the consultation being launched 18th March 2022. No future implementation
date has been set as yet. The Named Nurse has been monitoring these changes and the
implications for health settings on the Liberty Protection Safeguards (LPS) and has joined
the Hertfordshire LPS steering group.
The Domestic Abuse Bill (2020) has been launched with revised definitions and
requirements on support offered to victims. The Named Nurse has been engaged with the
Hertfordshire Review of the Domestic Abuse offer as well as the Quality and Innovation
HSAB Subgroup.

3
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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.
The Safeguarding Adult Forum is chaired by the Director of Nursing & Quality and
membership 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 related 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 reviews Policies relating the agenda
• reviews and monitors Service Delivery Plan (Appendix 1) and any other action
plans
4.2 Care Quality Commission (CQC) Inspection 2019/2020
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. The inspectors
identified HCT Safeguarding Leads as demonstrating Outstanding practice within their report
published May 2020. No CQC inspection has been completed during 2020-21 or 2021-22
period.
4.3 Safeguarding Adults Assurance Visit by CCG
The CCGs provide an in-depth self-assessment tool, Safeguarding Adults Assurance
Framework (SAAF), which enables HCT to provide assurance that Trust processes relating
to Safeguarding Adults, MCA, DoLS and Prevent are compliant with best practice.
A positive SAAF visit was undertaken in November 2021 jointly with the Section 11
Safeguarding Children’s assessment. At this visit the Trust was rated ‘Good’ with Mental
Capacity Act work identified as an Outstanding area of practice.

4
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An action plan has been formulated from the recommendations and is monitored through the
Safeguarding Adults Forum.

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 including Safeguarding Adults
Reviews (SARs) and the Quality and Innovation Subgroup which monitors Domestic
Homicide Reviews (DHRs). The Trust has also participated as panel members in SARs and
DHRs this year. One Independent Management Review (IMR) was required this year.

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 (One year secondment until May 2022)
Safeguarding Adults Team Administrator

The team have been working from home and attending meetings remotely this year in line
with the pandemic response guidance with occasional visits to the office base outside of
lockdown periods.
The Safeguarding Adults Team offers a county-wide service which includes:
• training to all levels of staff employed by HCT either face to face or via MS Teams or
Zoom.
• access to 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
• advising staff on self-neglect, hoarding and complex cases that do not meet
safeguarding thresholds or require a more preventative and collaborative approach
including arranging and chairing complex case meetings
• advice and training to staff on radicalisation, PREVENT and raising awareness of
modern slavery and human trafficking prevention initiatives
5
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•
•
•
•
•
•

advice regarding the support for adults with a learning disability around decision making
and safeguarding
participation in the Trust Learning Disability and Autism Strategy
the application of MCA, involving family, carers and partner agencies including
promotion, training and audit
managing allegations concerning HCT staff and directing the subsequent investigation
via the most relevant investigation process
support to staff around disclosures of historic allegations of abuse.
liaison with external partners such as Herts County Council as Trust representatives.

This year both Safeguarding Adults and Children’s teams have worked together in reviewing
joint policies for adults and children and formulating streamlined communications to staff
under the Safeguarding Together approach. The teams meet together to discuss joint areas
of work between Safeguarding Adults, Safeguarding Children and Looked After Children.
This year the focus has been on transition, domestic abuse and safety in virtual
consultations.
The Safeguarding Adults Team ensure staff are kept informed of relevant safeguarding
advice, disseminated through HCT communication systems, staff intranet, All Staff Briefings,
Sharing Lessons in Practice (SLiPs), bespoke training and attendance at team meetings. All
level 3 staff receive email updates to share with their teams. 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 Incident Reporting system and these outcomes are shared across the Trust. A
change of incident reporting system to Radar provided an opportunity to streamline and
develop the safeguarding adults’ pages and this was launched in February 2022. In addition,
all liaison with external partners such as HCC and preventative work are now recorded as
‘Safeguarding Adults Enquiries’ on Radar.
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 adult services staff and three yearly for children’s services. Level 3
staff are required to have annual updates after initial training.
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 requests for a Safeguarding Section 42
enquiry. The HCT Safeguarding Adults team have been working closely with the HCC
Safeguarding Adults Team to ensure flow of information and adapt safeguarding activity to a
virtual platform.
6.2 Safeguarding Adults Level 3
All adult service teams as well as two from the Children’s Business Unit (PALMS and
Transition for Complex Needs) have staff identified as requiring training at Level 3 as per the
6
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RCN Intercollegiate Document (2018). These are staff in a leader or manager role at Bands
7 or 8. It is expected that staff at this level would take a lead in reviewing care and
participating in an Adult Safeguarding Section 42 Enquiry. They would also be a conduit for
safeguarding information to and from teams. Training compliance has increased from 17% to
63% this year despite the challenges experienced from the pandemic. A further increase to
90% is anticipated in 2022-23.
Level 3 Safeguarding Adults staff receive mandatory small group supervision twice a year in
Q1 and Q3, these have been disrupted due to the pandemic this year but small group
supervisions offered via MS Teams have supported engagement. These sessions support
staff to reflect on their practice and safeguarding concerns raised by themselves and their
team. Themes and trends from these sessions are collated to inform the Safeguarding
Adults Team practice in delivering training or providing information to operational services.
The Safeguarding Adults Specialist Nurse has completed the Professional Nurse Advocate
(PNA) course this year. This means that Restorative Clinical Supervision (RCS) can be
provided to staff post difficult safeguarding situations in line with government PNA role out.
The Safeguarding Adults Specialist Nurse can support teams across trust and work with
PNA networking group in HCT and local and national networks.

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.
Data gathered is shared through Safeguarding Adults Forums in activity reports and through
CCG Dashboards and Board reports as needed.
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 safeguarding concerns managed by the team compared to last year. A
total of 323, ten less than the previous year.
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Neglect and Acts of Omission continue to be the most prevalent category of abuse reported
but there has been a noticeable increase in reports of self-neglect and domestic abuse. This
trend is in line with the data reported to the HSAB by Herts County Council and may reflect
the effects of the pandemic and lockdown measures as well as fear from individuals in
accessing acute health services.

Referrals by Category of Abuse 2021-22
50
45
40
35
30
25
20
15
10
5
0

Q1

Q2

Q3

Q4

.
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 expected to
attend. These meetings are often in excess of an hour and has an impact on front line staff
clinical time.
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Type of
meeting

Professionals
meetingsincluding
Complex Case
Discussions

Number of
HCT staff
attending

16

Safeguarding
Strategy
Discussions

25

Safety
Improvement
Process for
Care Homes
(includes other
quality
meetings)
55

Safeguarding
Case
Conferences

Never Event

Serious
Incident
Panel

61

0

0

There has been an increase in activity around Care Homes where there are quality or safety
concerns which has been due to the lockdown measures and spread of coronavirus in these
settings. HCT have been vital as a conduit of information as one of the only services allowed
into Care Homes. HCT have also completed Quality Care Home Reviews on behalf of the
CCG and been the eyes and ears of social workers during covid pandemic when ACS staff
cannot visit homes. HCT has also provided training to care homes on Infection Prevention
and Control and use of Personal Protective Equipment. The team work closely with the new
Enhanced Care Home Practitioners supporting them in their knowledge of the Safety
Improvement (SIP) process and role HCT play in this.
There has also been one Coroners Court attendance by the Named Nurse for Safeguarding
In January 2021.
7.3

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

7.3.1 Safeguarding Adult Reviews (SAR):
In 2021/22, The HCT Safeguarding team provided initial information gathering information
for 23 cases under consideration for a SAR or Partnership Review process with two having
HCT service input.
The Named Nurse attends the SAR subgroup as the representative from HCT. If there
needs to be a Trust representative at a SAR panel this is considered based on the care
provided by HCT to the individual.
7.3.2 Domestic Homicide Reviews (DHR):
The Named Nurse is the HCT representative on the Quality and Innovation/DHR subgroup
and attends panels or arranges suitable representative. HCT were represented at four DHR
Panels in this period.
During 2021-22, there was an increase of DHR requests for information to 10 from 4 last
year including one from Essex. This is in line with a local and national trend of an increase in
Domestic Homicides. HCT safeguarding adults team have provided information as
requested to support external reviews.
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There has been a review of three historic cases that have been returned by the Home Office
that HCT have been required to be involved in, one attended by Named Nurse for
Safeguarding Children.

8.Key Areas of service delivery during 2021-22
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.
• collation of themes and trends from safeguarding concerns, enquiries, supervisions
and investigations to inform future service focus

•
•
•
•
•

This year has provided a challenge to providing this support to staff due to the pandemic and
the requirement for the NHS to enter a critical response phase while responding to local and
national requirements.
8.2 Training and Education of staff:
All staff in HCT are trained by the Safeguarding Adults Team 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.
Taught sessions via Zoom are given to all new HCT starters at Induction trainingIntroduction to Safeguarding. This includes Safeguarding Adults Level 2 and Mental
Capacity Act . Prevent is provided exclusively via eLearning.
Existing staff access elearning biannually via the My Learning Zone portal at level 2. The
MCA elearning has modules chosen specifically for three groups of staff; community adult
staff, inpatient staff (includes DOLS) and staff working in Children’s services with 16-17 year
olds. The CCG contracted requirement is 3 yearly updates 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.
10
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Level 3 training for the new members of the nominated cohort was delivered via a virtual
platform with the initial level 3 training covered by Health Education England elearning (50%
of requirements) and a taught sessions from the Named Nurse via MS Teams. Update
sessions for existing Level 3 staff were delivered via MS Teams with a guest speaker from
Police Domestic Abuse and Safeguarding Unit (DAISU). An alternative option for the annual
update at Level 3 was via the HSAB training or forums which were validated and added to
their training record.
Training is underpinned by The Care Act 2014, The Mental Capacity Act 2005 and
Deprivation of Liberty Safeguards 2009 amendment and the Government’s CONTEST
strategy. Acquiring knowledge, skills and expertise in Safeguarding, MCA and Prevent
should be seen as a continuum. It is recognised that staff will increase skill and competence
throughout their professional careers and therefore training needs to be flexible,
encompassing different learning styles and opportunities. Each training session is evaluated
and the programme is regularly updated to take into account participant feedback and
changes in legislation, research and local and national practice. Staff evaluation indicates
that training is valued.
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
Level 3 staff 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 team level sessions have been developed and provided by the Safeguarding
Adults Team to staff groups where there has been identified training needs or a request from
the staff. The Named Nurse has provided these sessions to teams on Safeguarding process,
self-neglect and hoarding, Mental Capacity Act and Lasting Power of Attorney this year.
These have been via MS Teams and include Inpatient therapy, Overnight nursing, Upper
Lea Valley ICT therapy, Bladder and Bowel Service and Stevenage ICT. Additional training
has been delivered on DOLS training on the Inpatient units. It was agreed in the
Safeguarding Adults Forum in January 2022 to record these as Professional Supervisions on
MLZ and these have shown good uptake and staff report that they value the sessions so will
continue to be developed into 2022-23.
8.2.1 Safeguarding adults, MCA, DOLS and Prevent annual training compliance, HCT
2021-22.
Despite the challenges of this year, HCT staff have continued to complete mandatory
Safeguarding, MCA and Prevent training, mostly via elearning. This has maintained at or
close to Trust and Contact standard compliance. As previously discussed, compliance at
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Level 3 has increased from 17% to 63% during this year and will continue to be increased
during 2022-23.

Training
Safeguarding Adults
Level 2 at Induction
within 3 months
Safeguarding Adults
Level 2
Safeguarding Adults
Level 3 – mandatory
cohort
Mental Capacity Act
training
DoLS (clinically
relevant staff)
Prevent

Contract
Standard 2019/20 2020/21 2021/22
96%
96%
96%
95%
96%

98%

98%

n/a

17%

63%

95%

98%

97%

97%

95%

98%

97%

95%

85%

98%

96%

97%

90%
95%

Further detail on the training data reported to the CCG through the Dashboard is included in
Appendix 2.
8.2.2

Mass Vaccination staff training

HCT became the provider for Mass Vaccinations across the ICS- Herts and West Essex and
also Bedfordshire, Luton and Milton Keynes which required mass recruitment and induction
training. A modified version of Safeguarding and Mental Capacity Act Training was designed
and delivered initially face to face in December 2020 and then via Zoom for Q4 by the
Safeguarding Adults Team. In total 10 sessions were delivered to over 1000 staff. A follow
up knowledge audit with this group of staff was undertaken with high confidence of
understanding over 95%.
With the ongoing provision of Covid-19 vaccinations as boosters and to children going into
2022-23, this group of staff will become permanent HCT staff and therefore will need to
comply with all mandatory requirements and refresher periods. The Safeguarding Adults
team will work with Learning and Development to support this cohort of staff.
8.3 Safeguarding Adults Audits
The Safeguarding Adult Team had a reduced auditing plan in 2021/22 due to staffing
capacity issues and limitations due to the pandemic. Audits are presented at the
Safeguarding Adults Forum and shared widely at meetings, and communication platforms
(noticeboard, newsletters, and safeguarding adults training).
The Record Dip test and Peer Review Audits also include questions on Safeguarding and
MCA. The Quality Wheel supports teams in working on actions plans relevant to their service
including Safeguarding.
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8.3.1 Mental Capacity Act Audit
A DNACPR audit was completed by the Specialist Palliative Care Team this year of
DNACPR documentation across their service and the three bed base units. This included
questions on capacity assessments, involvement of and discussion with Lasting Power of
Attorney or family and Best Interests decisions. This was an initial audit and requires further
involvement of Children’s Services and Hub GPs and further consideration of how to ensure
staff are involving family in these discussions.
8.4 Deprivation of Liberty Safeguards (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. Training has
been provided to the inpatient unit Band 6’s for DOLs and MCA where there is opportunity to
discuss issues related to MCA and DOLS relevant to the setting.
A temporary DOLS SOP from April 2020 ended in June 2021 as the shortened paperwork
for use during the pandemic was withdrawn and a new SOP 131 DOLS was written and
approved.
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 initially of 1st October
2020 which was then delayed until April 2022 and this put on hold in January 2022. The
Code of Practice consultation has been commenced 18th March 2022 for 16 weeks and
following this a new implementation date will be set.
8.4.1 Deprivation of Liberty Safeguards activity:
The total number of DoLS applications:

2020-2021

Number of inpatient
units
3

2021-2022

3

Year

Number of Applications
131
91

During the pandemic HCT inpatient units provided isolation facilities for patients moving from
hospital prior to returning to their care home, This led to an increase in patients with
dementia being admitted and therefore an increase in DOLS applications for those patients
who lacked capacity to consent to remaining in the inpatient units. 2021-22 saw a return to a
more usual cohort of patients being admitted for rehabilitation.
This year no DoLS applications for HCT patients have been assessed by a Best Interests
Assessor before they are discharged. This is a risk that sits with Hertfordshire County
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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 via elearning
and supported by a workbook. The Trust training sessions were provided via elearning this
year. A three yearly PREVENT update has now been incorporated into staff requirements.
The Named Nurse has attended a Level 4 Prevent training session and Channel Panel
workshop with the HCC Prevent Lead in March 2022. Following this there was an identified
need for the PALMS service that works with young people with learning disabilities and
mental health needs to have a more in depth Prevent update as the cohort of referrals to
Channel Panel in Herts had been predominately 11-17 year olds with these additional
needs. Over 30 staff from PALMS attended this Prevent update in April 2022.
A quarterly Prevent return is completed and submitted via NHS Digital.
The Trust has had one PREVENT query this year but no referrals to Channel Panel.
8.6 Learning Disability Strategy
The Named Nurse is part of Learning Disability Strategy group this year to support the
Clinical Lead in areas such as policy, training and engagement. This year the Named Nurse
was appointed as Deputy Clinical Lead for the Learning Disabilities and Autism Strategy for
the Trust. The CCG annual assessment included elements of support for individuals with
learning disabilities and actions linked to the learning disability strategy are now part of the
service delivery plan.
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. This has become a weekly drop in
session via MS Teams.
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 Safeguarding Adults Specialist Nurse attends the Domestic Abuse Practice
Network Meeting alongside a Safeguarding Children’s representative.
The Safeguarding Children’s Team attend MARAC on behalf of HCT and feedback to the
Safeguarding Adults team via joint meetings. Any Flag and Tag notifications for individuals
without children as passed to the Safeguarding Adults Team for review.
14
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8.8 Mental Capacity Act (MCA)
There continues to be a focus on MCA within the Trust through intranet pages, elearning, all
staff bulletins and Level 3 training. Bespoke team level sessions have included specific
elements such as Lasting Power of Attorney and Advance Decisions to Refuse Treatment
which individual teams have been requesting to understand in more detail and practical
terms for their teams.

9. Risks
9.1 Service demand and capacity:
The Safeguarding Adults Specialist Nurse Band 7 post became vacant in March 2021 and
was filled via a one year vacancy due to end in May 2022. A business case has been raised
to make this a permanent post and also to consider a specific MCA/DOLS practitioner.
There has been a sustained increase in workload attributed to care home quality processes,
training delivery, increase in Domestic Homicides and impact of mass vaccination staff
employment despite the pandemic.
Queries which require a response from the Safeguarding Adults team but are not section 42
safeguarding concerns are logged. These include mental capacity discussions, Flag and Tag
notifications from MARAC, Prevent queries and preventative safeguarding discussions. in
2020/21 with 298 recorded in this period.
All of these required a response from the Safeguarding Adults team through reviewing
incident reports liaising with social care or email communication. Complex case
management cases are also featured in these figures.

Safeguarding Queries

2020/21
198

2021/22
259

With the introduction of Radar, an event type specifically for recording these queries has
been created for the Safeguarding Adults Team to use. This will provide a formal pathway to
demonstrate requests from external agencies and information provided to ensure
compliance with data protection requirements.
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.
.

10. Summary

2021/22 has been a year of continued challenge for the service which reflects the Trust wide
agility to change during the Covid pandemic and innovative ways of working to meet the
change requirements including the use of remote working and training via MS Teams and
Zoom.
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Staffing and team resilience is an ongoing risk for the service and requires further review in
2022/23 once more information is known about the Liberty Protection Safeguards
implementation timeline.

11. Key Areas for Development in 2022/23
•
•
•
•
•
•

Confirm team structure and resilience.
Liaise with HSAB partners regarding Liberty Protection Safeguards and changes
to legislation to ensure a coordinated approach.
Focus on increasing Level 3 Safeguarding training to 90%
Consider training support for Enhanced Care Home Team and Mass Vaccination
service staff
Continue streamlining processes alongside Radar and need for Standard
Operating Procedures.
Collation of themes and trends across all areas of work and feedback from
operational staff to guide team activities

Naomi Bignell
Named Nurse for Safeguarding Adults
Date: May 2022
APPENDICES
Appendix 1: Service Delivery Plan 2021/22

5.5 HCT
Safeguarding Adults S

Appendix 2: CCG Dashboard Submissions

5.1 Q4
HCT_Safeguarding_Ad

References:
Care Quality Commission (2021) Regulation 13: Safeguarding service users from abuse and
improper treatment | Care Quality Commission (cqc.org.uk)
RCN Intercollegiate Document (2018) Adult Safeguarding: Roles and Competencies for
Health Care Staff
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CIPOLD- Confidential Inquiry into the Premature Deaths of people with a Learning Disability
(2017) University of Bristol.
CONTEST Strategy (2011)
Deprivation of Liberty Safeguards (2009)
Mental Capacity Act (2005)
Mental Capacity Amendment Act including Liberty Protection Safeguards (2019)
The Care Act (2014)
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1. EXECUTIVE SUMMARY
The Trust has a statutory responsibility to ensure compliance with the Health and Social
Care Act 2008: code of practice on the prevention and control of infections and related
guidance (Revised 2015). A requirement of this Act is for the Board of Directors to receive
an annual report from the Director of Infection Prevention and Control and their team
detailing the key achievements and performance against local and national targets and key
objectives for the year.
This report is designed to provide that assurance by detailing both the achievements and
challenges faced by the team in 2021 – 2022.
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
support is in place for staff to prevent and control health care associated infections.
During the year the Trust has worked through a further wave of the COVID-19 pandemic
with staff being supported by the Infection Prevention and Control (IPC) team, support
which has been well received and praised by the services and the Trust Board. The IPC
teams actions have included working with the ward teams to manage and reduce outbreaks
of COVID-19, individual staff training particularly around Personal Protective Equipment
(PPE), the donning and doffing process (putting on and removing PPE safely) and assisting
with the IPC elements in the setting up and auditing of the Vaccination Centres.
Throughout the year audit data has continued to be provided by the teams, sometimes
sporadically, in correlation with the demands of the pandemic. The evidence of the
continued good practice of the staff is highlighted with a reduction in all infections across
the organisation; there was also evidence that whilst the numbers of Covid-19 outbreaks
increased speed of identification and closure of them occurred quickly and safely. This
clearly indicates that good infection prevention and control practice is continuing to occur
throughout the Trust.
Key Achievements 2021 – 2022
• The IPC team received excellent feedback from the staff teams for their continued
support throughout the COVID-19 pandemic. Working alongside inpatient staff to
ensure that IPC practices were consistent and appropriate. They have and continue
to work alongside colleagues in the IMT to advise and support the management of
the pandemic.
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This feedback has been echoed by the Trust Board who wrote to the team to offer
their gratitude for their work and have been recommended for a Parliamentary
Award.
Zero rates of blood borne infections, including Methicillin Resistant Staphylococcus
Aureus (MRSA) and Extended Spectrum Beta-lactamase (ESBL), both antibiotic
resistant bacterial infections, within the community hospitals and zero Clostridioides
Difficile infections.
There was one case of carbapenemase resistant enterobacteriaceae identified at
Herts and Essex in October, the patient was admitted with the infection. The patient
remained isolated and received appropriate antibiotics. Strict isolation was required
due to the highly infectious nature of the organism and the fact that the patient was
incontinent, making the management more challenging. The patient remained on
the ward for some time but has since been successfully discharged.
There were no blood stream infections identified by the Clinical Commissioning
Group (CCG) that our community teams were involved with, and therefore we were
not required to participate in any clinical reviews.
From July 2021 to March 2022 (quarters 2, 3 and 4) the wards all reported 100%
compliance with screening their patients for MRSA on admission. During quarter 1,
two out of three wards reported 100% compliance with this target, one ward was
without a Ward Manager as they were being recruited which caused a gap in
information. There were no recorded MRSA infections, local or systemic which
would indicate that the surveillance had continued during this time. The wards report
monthly compliance against a target of 95% throughout the year and an overarching
quarterly report is presented each quarter to the Infection Prevention and Control
Forum (IPCF).
98% of staff to have received their first dose of the COVID19 vaccine and 97% have
received their second dose, which equates to 90% of eligible staff (as of 4.4.2021)
and 91% of staff have received their boosters
77.5% of staff received their flu vaccination which was an increase of 0.5% on the
previous year. This figure did not include the vaccination centre staff who will be
included in the figures for the coming year.
The IPC team have been nominated for a Parliamentary award which has been
supported by the local Member of Parliament.
A CCG Quality Assurance Visit occurred in March 2022 to Herts and Essex Hospital
identifying some excellent IPC practice and the high standards of cleanliness on the
unit.
The IPC team supported the setting up of the vaccination centres and have
continued to provide support throughout the year, both through audits and providing
advice regarding refurbishments.

V2 27.4.2022

Page 6 of 34

Strategic Context
HCT is committed to delivering ‘innovative, caring and agile high quality, high value
healthcare’ which provides excellent clinical outcomes, an outstanding patient experience,
an aspiration that has been tested throughout 2020 and 2021 the COVID-19 pandemic.
Assurance of robust infection prevention and control (IPC) processes are presented to and
monitored by the Infection Prevention and Control Forum (IPCF) reporting to both the
Clinical Governance Sub-Committee and the Quality Committee on a regular basis
throughout the year.
The Director of Nursing and Quality is also the Director of Infection Prevention & Control
(DIPC) they report directly to the Board on IPC performance throughout the year and are
accountable to the Board for that performance.
2. EVIDENCE OF 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 and as such it is contained within all HCT
employees job descriptions.
Chief Executive Officer
The Chief Executive Officer has overall responsibility for ensuring effective provision,
management and monitoring arrangements are in place to provide infection prevention
and control across the organisation to enable the Trust to meet all of its statutory
requirements.
Director of Infection Prevention and Control
The Director of Nursing and Quality is the Director of Infection Prevention & Control
(DIPC) and 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
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requirements to minimise risk to staff, service users and visitors and ensure compliance
with the Health and Social Care Act 2005. The DIPC and the Deputy DIPC chair the
Infection Prevention and Control Forum.
The Infection Prevention and Control Team
The infection prevention and control team (IPCT) staffing establishment consists of one
whole time equivalent lead infection prevention and control nurse (IPCN) and one whole
time equivalent IPCN, giving a total of two whole time equivalent IPCN’s.
The support of an experienced IPC nurse advisor for two days a week has continued
throughout the year with them stepping up to support the team when senior colleagues
were required to drive the Covid Booster Campaign. Now that the campaign has settled
again, they have returned to twice weekly support.
A nurse has also been seconded, internally, to support the Lead Nurse whilst the IPC
nurse is on maternity leave.
Arrangements for Consultant Microbiologist has been funded through an SLA with East
and North Hertfordshire NHS Trust. Patients within the inpatient areas remain under the
care of their acute Consultant so any IPC advice would be provided from their
consultant’s hospital. Community patients would be provided with microbiological advice
from their local acute hospital trust.
The Microbiologist within the SLA would be responsible for supporting the IPC team,
when required, attending the IPC Forums and Water Safety Meetings, and ensuring that
all IPC Policies have had oversite of a Microbiologist.
Infection Prevention and Control Forum
The Trust Infection Prevention & Control Forum (IPCF) meets quarterly and is chaired
by either the Director of Nursing & Quality (DIPC) or the Deputy DIPC. The IPCF is a
subcommittee of the Clinical Governance Sub-Committee which is a subcommittee of
the Quality 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
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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 2021/2022 the CCGs continued to
work with all providers including HCT, to support the local health economy, support the
pandemic response and to continue to deliver a reduction in healthcare associated
infections and have resumed the regular meetings to review the response to the
pandemic and supporting practice moving forward.
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. They also feed back to the team issues or concerns and therefore
become an integral part of the IPCT acting as a conduit of information.
During 2021/2022 the IPCLP group have not met but the IPC team have remained in
contact through updates on HCAI data and performance against key indicators, there
has been the opportunity to liaise with the IPCLP’s to support them throughout and to
encourage the continuation of their support for each other.
b. Monitoring the prevention and control of infection
Surveillance of healthcare associated infections
There is a national requirement to provide surveillance of healthcare associated
infections (HCAIs) such as Methicillin-resistant Staphylococcus aureus (MRSA) blood
stream infections (BSIs), Clostridioides difficile infections and Escherichia coli blood
stream infections.
Cases of HCAIs are proactively monitored, investigated and any learning, best practice
or improvements, are shared within the Trust and with external stakeholders. As a
community provider the Trust is not allocated targets and reduction trajectories for alert
organisms by NHS England, however local targets are agreed with the Clinical
Commissioning Group with annual ceilings being agreed as the trajectory for alert
organisms currently this only applicable to Clostridioides difficile infections (CDI).

Page 9 of 34

V2 27.4.2022

Table 1. 2021/2022 HCAI data
Inpatient units
MRSA BSI
0
MSSA BSI
0
Escherichia coli 0
BSI
Clostridium
0
difficile
infections
Outbreaks
6
(COVID-19)

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, which have been supported by the
IPCT.
Clostridioides difficile infection (CDI)
In 2021/2022 there have been no cases of Clostridioides Difficile infection reported
within the Trust, although significant amounts have been identified in our local acute
hospitals. There was no target set for 2021/2022, and it is unclear whether one will be
set for 2022/2023
MRSA Blood Stream Infections
In 2021/22 there were no reported cases of MRSA bacteraemia, from any service
within the trust. Where cases occur in other areas of the health economy the Trust is
asked about its team’s involvement with cases and the IPCT would provide details of
the care and treatment provided if applicable and be involved in any investigations
undertaken. There have been no such cases during this reporting period.
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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Unit
Compliance
Herts and Essex Of the three
quarters
reported on
compliance
was 100%

Comments
Whilst the Trust recruited to the Ward Manager
role compliance with reporting dropped even
though chased. However, this has been reported
at 100% since the new manager has taken up their
post.
As reported earlier there have been no local or
systemic infections caused through MRSA.

Queen Victoria 100%
Memorial
Hospital
Danesbury
100%

The Trust has sustained monthly MRSA admission screening compliance above 95%
in line with the contractual target of 95% throughout 2020/21.
Escherichia coli (E.coli) blood stream infections
In 2019/20 the Trust reported zero cases of E.coli blood stream infections.

Serious incidents and infection prevention and control related incidents
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 during the reporting period there were 5 outbreaks of COVID-19.
An outbreak is defined as two or more linked cases of the same or similar infection. The
outbreaks of COVID-19 have been investigated under the normal investigation processes,
a post infection review, with any learning identified being shared across the organisation
where appropriate.
Date
notified

Unit

Number of Number
Details
patients
of
staff
affected
affected
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09.12.2021 Danesbury 4
– Yellow
Ward

0

02.01.2022 Herts and 2
Essex
Hospital –
Cambridge
Ward

6

04.01.2022 QVM

5

11

09.01.2022 Danesbury 4
–
Red
Ward

2

Outbreak
managed
through
isolating the patients affected and
closing yellow end of the ward to
admissions. Regular screening of
the patients and staff, situation
managed with support of NHSE/I
and CCG colleagues. Good practice
noted by the staff in early detection
and excellent IPC practice
Two patients in the same bay tested
positive on the same day, one
symptomatic and one not. 6 staff
were identified as positive following
all staff testing undertaken as part of
outbreak management. Prompt
isolation and recognition of the
outbreak allowed it to be contained
very quickly. No initial source was
found for the outbreak
Two patients developed symptoms
overnight and both tested positive
following testing of patients a further
5 received a positive result. A
further 4 patients tested positive in
the second wave of screening. All
staff and patients were PCR tested
and repeat testing occurred
throughout the outbreak. The unit
had to reopen earlier than planned
for admissions owing to pressure on
the system with lack of beds. This
did not result in any further positive
cases.
Two patients tested positive within
two days of each other, they were
both in single rooms. An additional
2 patients and 2 staff tested positive
as part of the management of the
outbreak
management.
Staff
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24.02.2022 QVM

5

2

21.3.2022

5

2

QVM

undertook daily lateral flow testing
with patients being PCR tested
weekly.
5 patients tested positive within a
week of each other, two staff
members tested positive as a result
of the screening as part of the
outbreak management.
The source of the infection was not
identified.
Ongoing and information may
change once outbreak is completed

In each outbreak the staff have acted appropriately and with speed to stop the spread of
infection. They have been hampered at times by the delays that have occurred in
processing the PCR swabs. This has been raised as an issue with our CCG and NHSE/I
colleagues and is now being reported by exception, with the teams at times relying on
Lateral Flow Device results. This at the time, was outside of the National Guidance but
provided the only reliable way to understand the spread of the virus. The use of Lateral
Flow Devices has now been brought not mainstream management of Covid-19.
A further issue was identified in that some wards, QVM and Herts and Essex, did not have
enough side rooms to manage the outbreaks as best practice would define. The teams had
to use IPC screens to offer as much protection as possible to exposed patients.
In all cases the outbreaks were managed quickly and closed very effectively which is a
testament to the skills and IPC practices of the inpatient staff and the support provided by
the IPC team.
Throughout the year the Trust has had to isolate patients as a result of them coming into
contact with COVID-19 either as part of an outbreak, through a visitor testing positive or
because they have come to the Trust from acute wards, that following the discharge were
found to have outbreaks. Again, the issue at times has been to find enough single rooms
to isolate these patients in.
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
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and Facilities team support the Trust to demonstrate and meet the objectives of criterion 2
as set out in the code of practice for preventing infections (DH, 2015).
In accordance with national guidance the Trust continued to measure compliance with ward
cleanliness against the standards set. This includes areas that fall under the responsibility
of the nurses to ensure their cleanliness.
The audits documenting the findings are presented to the IPCF quarterly and are
interrogated by the Forum. Involvement of the IPC team in these audits has resumed in
2022.
Many inpatient units audited were assessed as being above the national average for
cleanliness that is above a 95% score many reaching 98%.
The workload of the soft facilities management team (hotel services) has increased
extensively during the pandemic. An example of this is where the team would normally
provide support for 20 - 30 deep cleans (post infection cleans) per quarter there were 147
cleans required in January 2022 during the one month.
The Trust’s Patient Experience team were due to facilitate the annual Patient-Led
Assessments of the Care Environment (PLACE) programme where patient representatives
together with key staff members assess the Trusts compliance against a range of different
patient environment focused standards. However, these assessments were cancelled
nationally owing to the pandemic, it was hoped that smaller scale versions could be
undertaken but this has yet to occur.
The opportunity was made available to patients and where possible family members and
visitors to provide feedback on the standards of cleanliness and food provision. Over 95%
of feedback received said that the standard of cleanliness was either very good or good.
With comments ranging from “the hospital was very clean” to “I have to say in all honesty,
that it is the cleanest ward I have been on”.
b. Water Safety
The Water Safety Group has been developing and evolving since its formation in 2018 and
now reports into the IPCF quarterly as well as other Estates forums. The monitoring of
water systems for Legionella and pseudomonas has continued and includes regular risk
assessments and sampling for legionella, regular monitoring of the planned preventative
works and liaison with the IPC team. The Estates and Facilities service have appointed an
Authorised Engineer and the group is continually assessing both sampling reports and
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assessing policies and procedures. Regular meetings between the IPC team and the Water
Safety Engineer and Responsible Person occur throughout the year, these meetings have
allowed the Water Safety Policy and Water Safety Plan to be fully implemented and agreed
by the IPC Forum and the Non-clinical Risk Forum.
On occasions small quantities of legionella are found within the water samples, which is to
be expected given the age of some of the estate, the method and effectiveness of treatment
are discussed by the IPC team, Water Safety Engineer and Responsible Person. This
allows any risks to be effectively identified and managed.
It has been identified by the IPC team that there have been delays in receiving the results
of some of the water samples, this is being monitored and managed by both the Estates
team and the IPC team.
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 Notes on the
design, planning and refurbishments of healthcare buildings; in following projects:
•
•
•

Waltham Cross Health Centre
Ernest Gardiner Treatment Centre – Letchworth
Howard Court - headquarters

Completed projects also included:
• All Hertfordshire Community Trust managed vaccination centres
o Robertson House - Stevenage
o Avanti Meadows Primary School - Bishop's Stortford
o Harlow Leisurezone - Harlow
o Redgrave Children's and Young People's Centre -, Luton
o Bedford Heights PureGym site - Bedford
o Roche Products Ltd, Welwyn Garden City
o Priory House - Shefford
o St Peter's and Churchill Wards, Hemel Hempstead General Hospital
o Saxon Court - Milton Keynes
o Watling House - Dunstable
o Watford Town Hall - Watford
o The Old Grammar School - Letchworth
o Luton Inspire Sports Village - Luton
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o
o
o
o
o

Murray Hall Community Centre - Loughton
Biggleswade Community Hospital - Biggleswade
Ware Priory - Ware
Alban Arena - St Albans
The Old Post Office - Luton

Criterion 3: Ensure appropriate antimicrobial use to optimise patient outcomes and
to reduce the risk of adverse events and antimicrobial resistance
In 2020/2022 a new electronic prescribing system was introduced which was hoped
would enable simple auditing of antimicrobial prescribing to occur, while promised as
part of the launch of the new system this has yet to occur. Therefore, the Pharmacy
Team have undertaken a review of the antibiotic use, a report is due to be presented
to the IPC Forum in June 2022.
In the interim the Pharmacy Team looked at new ways of reviewing the antibiotics,
alongside other medicinal monthly or quarterly audits, the numbers prescribed are very
small and therefore trends and themes are difficult to identify.
For Community Services, the information regarding antibiotic prescribing is gained
from the CCG, the antibiotic prescriptions are broken down into areas which are then
scrutinised by the local leads, this scrutiny occurs monthly with feedback to prescribers
if required.
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 IPC team utilise a variety of methods to disseminate messages to service users,
visitors, staff, and other providers. The IPC notice boards have been updated
throughout the pandemic with information about COVID-19 and the key information
felt to be needed by everyone.
Letters from out Director of Infection Prevention and Control to visitors of our inpatients have been regularly updated and circulated, to ensure that they have the most
up to date information and are confident with our approach to Covid-19 and the actions
and support that we have welcomed from them.
Further information was also readily available on the Trust intranet site for use by staff
but also to be shared with patients and service users. The majority of the information
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provided during this year was COVID-19 related and based on the IPC guidance that
was being disseminated from Government.
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.
Throughout 2021/2022 the IPC team have maintained a visible presence on the inpatient
wards, something that has been valued by staff. This has enabled the staff to feel supported
and has encouraged best practice, as the IPC team have acted as role models to be
observed by the staff. This also enables the staff to seek advice and support from
colleagues they know and trust, identifying issues before they evolve.
The presence of the senior nursing team, in uniform in clinical areas has also continued to
alleviate any discomfort felt by staff especially in relation to Covid-19.
The surveillance of pathology results has continued but is restricted to Danesbury and QVM
owing to IT restrictions with Princess Alexandra Hospital (PAH) where the IPC team are
reliant on the ward staff or the IPC team at PAH informing them of any infections. The IPC
team and senior clinical managers receive an update each morning regarding the patient
test results for Covid-19, allowing swift action to be taken and support given.
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 essential mandatory
clinical training. The training content covers all of the standard IPC principles such as hand
hygiene, sharps safety, blood borne viruses and environmental cleaning.
Mandatory face to face ‘classroom based’ training has remained suspended since March
2020 due to the pandemic. On-line training has remained available via the Intranet, with
updates being considered to appropriately reflect the constantly changing situation
regarding Covid-19. Face to face individual teaching and learning continues to occur in
areas like donning and doffing PPE correctly and correct swabbing techniques. With the
support of the communications team the IPC team were also able to produce short videos
to help learning. These are available on the intranet.
The number of HCT staff that were compliant with their IPC mandatory training on 31 March
2022 stood at 94.1%. The IPC team receive a report every month detailing the compliance
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figures; this report gives enough information to identify whether there are teams or areas
that have higher rates of compliance than others which enables the team to have a targeted
approach to some face-to-face training or dedicated support to increase the uptake of
training or to identify issues for the team.
The IPC team recognise how difficult it has been to release staff to undertake their
mandatory training throughout the pandemic so have opted to support the services in other
ways. An example of which has been the provision of small group on-site training and the
provision of training videos, one of which was on correct sharps disposal technique.
Criterion 7: Provide or secure adequate isolation facilities
HCT provides isolation facilities within the inpatient units, supported by policies for the
effective management and appropriate placement of patients with suspected or confirmed
healthcare associated infections in clinical settings. These rooms provide basic isolation
facilities, where specialist facilities for example positive or negative pressure rooms are
required, these are sourced outside of the HCT estate.
During the pandemic the isolation facilities provided by HCT were used constantly and as
Covid-19 has become a virus that we will live with isolating people with Covid-19 has
become normal practice within the HCT estate.
The expectation that patients will be isolated within two hours of staff identifying the need
continues to be monitored and reported via 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 although they are always encouraged to seek support
from the IPC team if required. Where placement of a patient into a side room is delayed,
the teams notify the IPC team and complete an incident (Datix) report.
This has proved more challenging as the pandemic has progressed and many more
patients suffer with the virus. The IPC team identify with the ward staff how best to manage
complex situations where there are more people to isolate than there are single rooms and
where and how to provide cohorted bays of patients with Covid-19.
The compliance performance of all inpatient areas for 2021/2022 is 100% from the data
received by the team.
The IPC team have supported staff to improve the quality of care and the use of the
available capacity effectively through weekly visits and calls to the inpatient units. Twice
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and sometimes three times weekly incident management team meetings were held to
ensure that the ward staff were supported when there was an outbreak of Covid-19.
Criterion 8: Secure adequate access to laboratory support as appropriate
Laboratory support is provided by the local acute trusts based on the geographical origin
of the patient the specimen was taken from. The IPC team have access to laboratory results
from selected laboratories only, but do have access to microbiology and laboratory staff
where required and are encouraged to contact the laboratories should they have concerns.
Laboratory support has been maintained throughout 2021/2022 and the pandemic.
Some laboratory support has been sourced centrally by NHSE/I including testing of PCR
swabs, this service has been provided to the Trust by Addenbrookes Hospital in
Cambridge.
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 2020/2021 the IPC policies had been
available for staff but had not been reviewed owing to the IPC team capacity. This has been
addressed in 2021/2022 and the IPC Team now have a full set of IPC policies that are in
date and available for use on the intranet site.
Consideration of new national guidance such as National Institute for Clinical Excellence
(NICE) Quality Standards, NHSA Improvement/England directives and developments in
practice have all been considered for inclusion within the reviewed polices.
The team have also had to respond to the rapidly changing guidance issued by the
Government and NHSE/I, often with short implementation times. The guidance was
interpreted for the Trust by the IPC team and agreed with the senior managers before being
disseminated through the normal routes, these include directly to the Ward
Managers/Team Managers, via the Covid-19 IMT meetings and via all staff bulletins.
Criterion 10: Providers have a system in place to manage the Occupational Health
needs and obligations of staff in relation to infection
The 2021/2022 Trust flu campaign achieved uptake of 77.5%. The staff flu champions have
worked tirelessly to provide vaccinations to staff across the Trust. The Trust has also
fulfilled its obligations in relation of offering every staff member the COVID-19 vaccine,
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through use of the vaccination centres, the roving vaccinators and through a
comprehensive information campaign.
The Trust also has a service level agreement with Health at Work an Occupational Health
provider whereby all Trust staff have access to an established occupational health service
that can support their needs and advise managers accordingly. This has proved particularly
useful with staff members who have tested positive for Covid-19 and have remained so
after the time they would be expected to have been clear of the virus (14 days). Discussions
with Health at Work have enabled those staff to return to work safely once they felt well
enough.
3. PROGRESS AGAINST THE WORK PLAN 2021/22
Some of non-essential work that was contained within the work plan was delayed due to
the COVID-19 pandemic, as it has been within all NHS organisations.
Reports on actions against the workplan have been given at each IPC forum to provide
assurance of the work being undertaken.
The workplan has been reviewed and as the pandemic has slowed and the situation has
returned to nearer normal, the work of the IPC team has focused back onto the work plan
and its contents.
An example of this would be the formal environmental audits undertaken on the inpatient
areas. The documented audits were recommenced in March 2022 but in the interim the
team have worked alongside staff supporting and guiding them, ensuring that standards
are maintained if not exceeded.
This was also true of the joint audits undertaken with the facilities teams looking at the
cleanliness of the bases and inpatient areas. With the IPC team continuing to work
alongside staff they have been able to have those difficult conversations with the domestic
staff and facilities team in a less formal way to ensure that standards were maintained and
exceeded. The high standards have been identified by the CCG on their Quality Assurance
Visits.
All outstanding policies and procedural documents that had been extended during the
pandemic have been reviewed and updated, ensuring that all are now in date and available
with their appendices on the intranet.
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Following a lengthy discussion at the IPC forum it was felt that the role of the
decontamination lead for the Trust should fall under the remit of the IPC team and as such
from June 2021 the role has sat with the IPC Lead Nurse.
The team have also had time to review their plans and focus on areas that have changed
and will continue to change and evolve, because of the pandemic. An example of this would
be the building of the resilience of the IPC Link Practitioners and where there was an
expectation of one person per team taking on this role to look at the need for perhaps two
or three staff or a group of staff that can be taught the specialist skills required to support
the IPC agenda especially during the winter months when respiratory infections are likely
to become problematic.
Any outstanding actions from the work plan have bene incorporated into the work plan for
2022/2023 and will be monitored via the IPC Forum.

4. RESPONSE TO COVID-19
The infection prevention and control advice to staff throughout the pandemic has been
based on the guidance provided by the Government, The Health Security Agency (formally
Public Health England) and NHSE and NHSI.
The rapidly changing advice and guidance has required the team to review the published
documents and identify what implications they have for the Trust and how they should be
introduced and monitored. This not only required writing simple guidance but ensuring that
it was followed.
One major element for the team was the introduction of risk assessments for people to
return to work either if they caught Covid-19 or if they were a contact of someone with
Covid-19. This would result in the IPC team having to agree between 10 and 20 risk
assessments a day, often when they required a swift turnaround to ensure that shifts were
covered. Again, these risk assessments had to be changed to reflect the current guidance
and recommendations for NHS staff, which were usually more stringent than that provided
for the general public. This also required the team to balance the risks of allowing someone
to work with the risk of them possibly passing on the virus against the risk of their team
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being short staffed and the effects this could have for the patients. The IPC team supported
staff in these situations and offered additional guidance where needed.
Other challenges have included balancing the expectations of the staff when the
Government guidance did not match that of the professional bodies and especially where
the professional bodies expectations were higher than that of the Government. As the
Government restrictions have been lifted and the country has entered a phase of learning
to live with the virus, expectations of NHS staff in terms of PPE particularly, has been higher
to that of some of our colleagues, which has caused issues both in terms of understanding
and practice. The IPC team have worked with other community colleagues to help them
understand the role that PPE plays within the NHS and the rationale for its continued use.
The infection prevention actions to reduce the risk of transmission to patients and staff are
many and varied. Limiting transmission of COVID-19 in the healthcare setting requires a
range of infection prevention and control measures which can be considered as a hierarchy
of controls;
• Early recognition and triaging of cases with correct positioning of patients in the
appropriate wards
• Maintaining distance in space and or time between suspected and confirmed
COVID-19 patients
• Liaison with the soft Facilities Management Team (hotel services) to ensure timely
deep cleaning of the bedrooms and other contaminated areas
• Educating staff, patients and visitors about standard infection control precautions
and transmission based precautions
• Prompt implementation of IPC precautions
• Restricting visitors to the inpatient areas and reducing the staff footfall
• Utilising technology to provide different ways of working
• Instructing staff members with symptoms to stay at home and not come to work until
symptoms resolve
• Enabling staff to understand the concepts of how to keep themselves safe outside
of work.
• Providing on-call support and advice outside of normal working hours.
The IPC team will continue to provide support, guidance, and training to reduce the risk of
healthcare transmission of COVID-19 and indeed all other infections.
An inpatient swabbing routine was introduced in line with the Government
recommendations which following an outbreak was changed to better suit the needs of the

V2 27.4.2022

Page 22 of 34

service. This routine screening continues and is likely to do so until COVID-19 becomes a
normal viral infection within our society like influenza.
Additional information was placed on the intranet to support staff in providing safe care as
well as new IPC pandemic related screen savers.
The IPC team has also supported the role out of the vaccines, in supporting the IPC
elements of setting up the vaccine hubs and in undertaking supportive visits to the teams.
Ensuring that the IPC practices are suitable and appropriate and offering education and
advice where needed and requested.
The Trust also continued to employ additional support for the team from an experienced
IPC Nurse advisor, who was able to support them in getting actions on the workplan
completed but also able to step up when needed to support the DIPC and Deputy DIPC
who were required to implement elements of the vaccine programme at very short notice.

5. PRIORITIES AND FUTURE DEVELOPMENTS FOR 2022/2023
The key areas for development in 2022/2023 will be managed and monitored through the
infection, prevention and control annual work programme. (The full work programme is
available in Appendix 1 and 2).
The fundamental aim of the 2022/2023 work programme will be a collaborative approach
to support staff in delivering the best IPC practice, through developing knowledge and skills
and encouraging front line ownership and ultimately delivery of positive patient outcomes.
This will be enhanced by the introduction of a monthly IPC Champions forum, which will
incorporate training and business updates, bringing in specialist speakers that will help to
enable collaborative working, these people will include water safety specialists,
antimicrobial pharmacists and specialist nurses.
Work will continue with both internal and external stakeholders, which will be essential to
the success of continuing to manage the pandemic, this will include working with the acute
hospitals and social care to define a risk-based approach to the care and treatment of those
with Covid-19 and how and when they can be transferred safely.
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It must also be remembered that whist the focus has correctly been on the pandemic there
are still other infections and organisms that required consideration and action, particularly
multi-drug resistant organisms including Tuberculosis. Whilst HCT has not seen the return
of the infections seen before the pandemic, it has been on high alert to them as the local
acute trusts have seen an increase in infections like Clostridioides Difficile, Noro virus and
MRSA. The lack of them throughout this reporting year has been a testament to the IPC
practices of the staff throughout the trust.

6. CONCLUSION
This report demonstrates the continued commitment of the Trust and evidences the
successes and service support provided by the IPC team throughout 2021/2022. The team
have stepped up to support all areas of the Trust and they have been valued by the teams
both in terms of leadership and through a dedicated proactive approach.
The Trust has continued to demonstrate compliance with The Health and Social Care Act,
Code of practice on the prevention and control of infections, (DH 2008, revised 2015) and
has acknowledged relevant local and national directives, guidance and quality standards.
The aim of improving the quality of care and embedding robust IPC governance across the
organisation will continue in 2022/2023 and the IPC team and staff will continue to work
hard to improve and focus on the prevention of all healthcare associated infections.
7. GLOSSARY OF TERMS
BSI
CAUTI
CDI
DIPC
E.coli
ESBL
GNBSI
HCAI
IBPR
IGAS
IPCF
IPCLP

Blood Stream Infection
Catheter Associated Urinary Tract Infection
Clostridioides difficile Infection
Director of Infection Prevention and Control
Escherichia coli
Extended Spectrum Beta-lactamase
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
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IPC
MRSA
PIR
RCA
SI
UTI

Infection Prevention and Control
Methicillin-resistant Staphylococcus aureus
Post Infection Review
Root Cause Analysis
Serious Incident
Urinary Tract Infection
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8. APPENDICES
Appendix 1- Annual Work Plan
No

IPC Work plan 2022 – 2023
Criterion

1.1.1
Systems to manage and monitor the prevention and control of infection. These systems use
risk assessments and consider the susceptibility of service users and any risks that their
environment and other users may pose to them.

1

Ref

1.1.3

1.1.4

1.1.5

Guidance for compliance

A registered provider has an
agreement within the organisation
that outlines its collective
responsibility for keeping to a
minimum the risks of infection and
the general means by which it will
prevent and control such risks
The mechanisms are in place by
which the registered provider
ensures that sufficient resources are
available to secure the effective
prevention of infection. These
should include the implementation
of an infection prevention and
cleanliness programme, infection
prevention and cleanliness
infrastructure and the ability to
monitor and report infections

Terms of Reference for IPC Forum to
be reviewed at IPC Forum June 2022

IPC Advisor

Minutes of IPC Forum

Target
Completion
Date
June 2022

Annual compliance review of Trust to
be undertaken, based upon Health
and Social Care Act and provided to
the DIPC
IPC annual report and work plan to be
collated and presented to the IPC
Forum

IPC Advisor

Review provided to the DIPC

April 2022

Review presented to the
IPCF
IPC Forum minutes

June 2022

DIPC employed Interim IPC Advisor to
support the team

DIPC Interim
IPC Advisor

June 2022
September 2022

All relevant staff, whose normal
duties are directly or indirectly
concerned with providing care,
receive suitable and sufficient
information on, and training and
supervision in, the measures
required to prevent the risks of
infection

IPC training to be reviewed to assure
IPC Forum that content relevant,
suitable and sufficient

Lead IPCN

Quarterly reviews between
DIPC and Advisor re
continuing need and monthly
1:1’s
The variety of training
available for staff depending
on their needs. A formal
review of the training
available will presented to
the IPCF
Links for the training will be
available on the intranet.

Assurance is in place to ensure that
key policies and practices are being
implemented, updated and adhered
to appropriately

Action Required

Lead

IPC Advisor
and IPC
team

Prepare policies for review and
present them to the IPCF

Lead IPCN

Ensure all remaining policies fall into
regular timed reviews

Lead IPCN

Evidence Complete

Report quarterly to the IPCF
IPC training uptake reported
to IPC Forum quarterly and
recorded within minutes.
Policies documented and
agreed at IPC Forum
appropriate to policy release
Policies documented at IPC
Forum appropriate to policy
release date

June 2022

December 2022

June September
December
March

Quarterly
Quarterly

RAG
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1.2.1

1.5

1.6

Made a suitable and sufficient
assessment of the risks to the
person receiving care with respect
to prevention of infection
identify the steps that need to be
taken to reduce or control those
risks;
recorded its findings in relation to
the first two points; implemented the
steps identified; and methods and
interventions in place to monitor the
risks of infection to determine
whether further steps are needed to
reduce or control infection
Regular presentations from the
DIPC and/or the infection prevention
team to the NHS board or registered
provider. These should include a
trend analysis for infections,
antimicrobial resistance and
antimicrobial prescribing and
compliance with audit programmes

In accordance with health and
safety requirements, where suitable
and sufficient assessment of risks
requires action to be taken,
evidence must be available on
compliance with the regulations or,
where appropriate, justification of a
suitable better alternative. This
applies to all healthcare and adult
social care.

Identify at each IPCF which policies
are due for review in the next quarter
Risks discussed at quarterly IPC
Forum (minutes)

Lead IPCN

Policies identified and
documented at IPCF
Risks discussed and
documented at the IPCF

Quarterly

Annual review of organisation against
the Health and Social Care Act. (June
meeting)

IPC Advisor

Tabled at the June IPCF

June 2022

Notes of the IPC Team meetings
where risks are discussed with
DIPC/Deputy DIPC

Lead IPCN

Available on request from
Lead IPCN stored on N drive

Quarterly on
request through
IPCF

Minutes from the IPC forum to include
attendance from the Senior Nurses.
IPC report to Quality Committee bimonthly
Development of IPC dashboards
based on multiple factors – including
PFR data, external reviews, IPC
audits, outbreaks etc.
Quarterly update to the Board – by
exception

Chair/Admin
IPCF
DIPC/Deputy
DIPC
Lead IPCN

Attendance noted within
minutes
Minutes of the Clinical
Quality Group
Dashboard to be agreed at
December IPCF

Quarterly

IPC Nurses
via DIPC

Quarterly by
exception

Monitoring of cleanliness standards
through joint audits

IPC Nurses

All exception reports
recorded within the IPCF
minutes
Facilities report at the IPC
forums, quarterly and IPC
reports at the forums

Quarterly review of risk register by
IPCF

Lead IPCN

Minutes of the IPCF – risk
register standard item

Monthly review of the risk register
(covid related) by IMT

Lead IPCN

Notes from IMT

Monthly

Monthly discussion by IPC Team

IPC Nurses

Notes from IPC team
meeting on N drive

Monthly

Lead IPCN

Quarterly

Bi-monthly
December 2022

Quarterly
June
September
December
March
Quarterly
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1.7

1.8

1.9

2.1

4

Provi
de
suita
ble
accur
ate

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

2

4.1
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Set objectives that meet the needs
of the organisation and ensure the
safety of service users, health care
workers and the public;
Identify priorities for action;
Provide evidence that relevant
policies have been implemented;
and
Report progress against the
objectives of the programme in the
DIPC’s annual report or the
Infection Prevention Lead’s annual
statement
The DIPC is a key member of the
Infection prevention team;
•24-hour access to a nominated
qualified infection control doctor
(ICD) or consultant in health
protection/communicable disease
control

Audits of the Infectious status of
patients on transfer tool and by
exception where issues have arose in
transferring patients who were
infectious

IPC Nurses

Monitoring of cleanliness standards
through joint audits

Facilities
Team/IPCN’s

Access to UK Health Security Agency
and via SLA to Consultant
Microbiologist

DIPC / IPC
Advisor

Safe and Effective transfer of
patients:
There should be evidence of joint
working between staff involved in
the provision of advice relating to
the prevention of infection

Audit plan of all clinical areas to be
developed. To include assurance that
staff are aware of where and how to
access support for IPC.
Audits of the Infection status on
transfer form within SystmOne

Lead IPCN

Audit plan to be signed off by
the IPC Forum

June 2022

Lead IPCN

September 2022

With a view to minimising the risk of
infection the Trust should receive
assurance of the clean environment
by

IPC annual environmental audits of all
clinical areas, audit reports to be
shared at the IPC forum with the
remedial action plan if required.
All action plans to be monitored by the
IPC Forum
Hand hygiene facilities audited as part
of the IPC environmental audits and
regular PFR’s

IPC Nurses

Review policy regarding
transfer of patients and
highlight the use of the form
through communication
forums
Audit reports discussed
within the IPC Forum
minutes

IPC Nurses

Results will be included
within the audit reports and
the assurance report

Quarterly

IPC nurses to support cleaning Audits
across the organisation

IPC Nurses

Quarterly

Identify what leaflets are currently
available both internally and those
available on the intranet.

IPC Team

IPC support will be
documented within the
Facilities audit reports.
Identified leaflets agreed by
IPC Team and presented to
the IPC Forum for approval

Areas relevant to the provision of
information include:

Audits of the use of the
Infection Status on Transfer
Tool to be presented to the
IPC and recorded in the
minutes

Every 6 months

Cleaning standards reports
presented to IPCF with
evidence of IPC nurse
involvement

Quarterly

SLA currently in place but
with issues concerning
acceptance of the SLA with
the Microbiologists, being
monitored, and negotiated by
DIPC

September
March

Quarterly at
IPCF

Quarterly
June
September
December
March

September 2022
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General principles on the
prevention of infection
•
The roles and
responsibilities of particular
individuals such as patient,
carers, relatives and
advocates in the
prevention of infection, to
support them when visiting
service users
•
The importance of
appropriate use of
antimicrobials
•
The importance of
compliance by visitors with
hand hygiene
•
The importance of
compliance with the
registered provider’s policy
on visiting
•
Reporting concerns
relating to hygiene and
cleanliness including hand
hygiene
•
Explanations of
incident/outbreak
management and action
taken to prevent
recurrence
Accurate information is
communicated in an appropriate
and timely manner.
This information facilitates the
provision of optimum care,
minimising the risk of inappropriate
management and further
transmission of infection; and where
possible, information accompanies
the service user
Ensure that advice is received from
suitably informed practitioners and
that, if advised, registered providers
should inform their local health
protection team of any outbreaks or
•

5

Ensure
prompt
identificatio
n of people
who have
or are at

4.3

5.1

Define what leaflets the Trust needs to
produce

Lead IPCN

List to be shared at the IPCF

September 2022

Produce the leaflets and share with
the IPCF

IPC Nurses

Leaflets available on intranet
site

March 2023

The current intranet information will be
reviewed and updated to ensure that
all relevant information is available.

Lead IPCN

Review to be completed

September 2022
September 2022

An area specifically for link workers
will be developed where information
specific to their roles will be available

IPC Nurses

Information to be gathered
for upload available

Work will be undertaken to incorporate
the Covid-19 information into the IPC
pages of the website as currently held
separately

IPC Nurses

IPC intranet pages will be
integral with the Covid-19
pages

December 2022

Policies to be updated to ensure that
the correct contacts and instructions
are in place.

IPC Lead
Nurse

Policies ratified and available
on the intranet

June 2021

Six monthly random audits of
information passed on transfer of
patients both into and out of our care

IPC nurses

Six monthly audits presented
to IPCF

September and
March

Outbreak of Communicable diseases
(CP54) to include who and when to
report externally to the Trust

IPC Advisor

Policy ratified at IPC Forum
and available on the intranet

July 23

Link workers area developed

December 2022
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Have and adhere to policies, designed for the individual’ s care and provider
organisations that will help to prevent and control infections

9

9.1 to
9.3
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serious incidents relating to infection
in a timely manner

IPC should have policies in place
that cover all aspects as required by
the Health and Social Care Act

Notes from all IMTs relating to
outbreaks are available for review on
N drive

IPC nurses

Reviews of each outbreak
are brought to the
appropriate IFCF to be
discussed and the learning
identified

As required

IPC Nurses to lead on any Serious
Incidents that involve either outbreaks
of infection or serious consequences
of infections

Lead IPCN

As required

Isolation of patients with infections
(CP83)
Safe Handling and Disposal of Sharps
(Splashes and sharps injuries) (CP20)
Decontamination of reusable medical
devices (Cleaning, disinfection and
sterilisation Policy CP 24)
MRSA Policy (CP02)

IPC Lead
Nurse
IPC Advisor

Any Serious incident report
will be tabled at the IPCF
and discussed, any learning
from it will be monitored by
the IPCF through its action
plan.
Policy ratified at IPC Forum
and available on the intranet
Policy ratified at IPC Forum
and available on the intranet
Policy ratified at IPC Forum
and available on the intranet

Due June 2023

Clostridioides difficile (CP16)

IPC Advisor

Viral haemorrhagic fevers (VHF) –
new policy to be written
Control of tuberculosis, including multidrug resistant tuberculosis – new
policy to be written
Respiratory viruses – current seasonal
influenza needs to be amalgamated
with COVID-19 to produce one
document (CP31)
Gastrointestinal Infections (including
D&V in inpatient services CP03)
Packaging, handling and delivery or
laboratory specimens – to use the
Marsden Manual with local instructions
for collection as agreed at the IPCF
Care of the deceased person teams to
use the Marsden Manual as agreed at
the IPCF
Use and care of invasive devices – to
use the Marsden Manual

IPC Nurse
Advisor
IPC Nurse
Advisor

Policy ratified at IPC Forum
and available on the intranet
Policy ratified at IPC Forum
and available on the intranet
Policy ratified at IPC Forum
and available on the intranet
Policy ratified at IPC Forum
and available on the intranet

IPC Lead
Nurse

Policy ratified at IPC Forum
and available on the intranet

November 2023

IPC Advisor

Policy ratified at IPC Forum
and available on the intranet

Due July 2023

IPC Lead
Nurse
IPC Advisor

Team
Managers
Ward
Managers
Team
managers

Due February
2024
Due March 2023
Due January
2024

August 23
September 2022
September 2022
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9.3.21

9.3.22

Purchase, cleaning, decontamination,
maintenance and disposal of
equipment (CP41) whilst not IPC
policy IPC team to input and push
forward policy as it is out of date.
Expired 11/19
Isolation Facilities (CP 83)

Surveillance and data collection
For all appropriate healthcare
settings, there should be evidence
of local surveillance and use of
comparative data, where available,
to monitor infection rates,
antimicrobial resistance, and
antimicrobial consumption and to
assess the risks of infection.

Dissemination of information
There should be a local protocol on
information sharing when referring,
admitting, transferring, discharging
and moving service users within and
between health and adult social
care facilities.

Medical
Devices
Manager
with IPC
support

Policy agreed at IPC Forum
and other appropriate forum
and available on the intranet

Needs to be
agreed as
outside IPC
control

IPC Lead
Nurse
IPC Lead
Nurse and
Team

Policy ratified at IPC Forum
and available on the intranet
IPC will be part of the
vaccination planning process
and support where needed.

Due February
2024
September to
February (20222023)

IPC Lead
Nurse

Information contained within
the IPC assurance report

SLA’s with laboratory services require
them to report notifiable infections to
the relevant public bodies.

IPC Lead
Nurse
through SLA

Information contained within
the IPC assurance report

Feedback to teams occurs through the
IPC Link worker forums and the IPC
newsletters

IPC Team

IPC newsletters on intranet
Notes from forums recorded
at IPCF

SystmOne has an infection status on
transfer form to be completed as
people transfer around services.
Also completed on the medical and
nursing transfer/discharge letters.
Assurance that this is continuing in a
timely manner to be sought

IPC Team

Audit to be undertaken to
ensure that the system in
place.
To be referenced when
reviews of outbreaks occur

June
September
December
March
June
September
December
March
June
September
December
March
Every 6 months

IPC team to support the Influenza
campaign as required in the
2021/2022 season alongside the
COVID-19 booster campaign that will
be required
Data collected by the IPC Team
collated for the IPC Forum

September
March and as
required for
outbreak reports

11
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Providers have a system in place
to manage the occupational
health needs and obligations of
staff in relation to infection

10

Team goals –
To introduce a
web-based
audit tool to
record and
refine audits
and audit
reports

Key
Not required this year
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Occupational health services in
respect of influenza should include
the arrangements for provision of
influenza vaccination for healthcare
workers where appropriate.
Following the pandemic this action
will also in future cover the COVID19 vaccination programme.

IPC team to support the Influenza
campaign as required in the
2022/2023 season

IPC Team

IPC team part of the
planning and monitoring of
the success of the campaign

August to
February (20222023)

MEG IPC audit tool to be reviewed
by the team and introduced if it
meets the required standards for
on-line data security

IPC team to work with IT colleagues to
review and if acceptable, introduce the
tool to the system

IPC Team

Audits at IPCF will be
discussed at the IPCF

Update at June
IPCF
Audits at
September
December and
March IPCF

Out of IPC control

Within target for completion
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Appendix 2 – Annual Audit Plan
Annual IPC Audit Programme 2022 - 2023
Audits
April

May

By

Monthly PFR –
inpatients

Ward staff

Quarterly PFR –
Community teams

Community staff

Vaccination Centres

IPC team

Cleanliness Audit –
H&E

IPC Team and
Facilities

Monthly PFR inpatients
Environmental Audit –
Stevenage ICT
Cleanliness audit QVM

Ward staff
IPC Team
IPC Team

Quarterly IPCF
reported to
June IPCF

Comments
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June

July

August

September

October

November
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Monthly PFR –
inpatients
Environmental Audit
QVM
Environmental Audit –
Welwyn & Hatfield ICT
Monthly PFR inpatients
Quarterly PFR –
Community teams
Environmental Audit –
North Herts & Royston
ICT
Monthly PFR –
inpatients
Vaccination Centres

Ward staff

Environmental Audit –
Lower Lea Valley ICT
Monthly PFR –
inpatients
Environmental Audit
Danesbury
Environmental Audit –
Stort Valley ICT
Monthly PFR –
inpatients
Quarterly PFR –
Community teams
Environmental Audit –
Upper Lea Valley ICT
Monthly PFR –
inpatients
Environmental Audit –
North Herts ICT
Cleanliness Audit Danesbury

IPC Team

September IPCF

IPC Team
IPC Team
Ward staff
Community staff
IPC Team
Ward staff
IPC Team

Ward staff
IPC Team
IPC Team
Ward staff
Community Team staff
IPC Team
Ward staff
IPC Team
IPC Team and
Facilities

December IPCF
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December

January

February
March

Key to audit tools
Inpatient PFR audits
Community base audit
tool
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Monthly PFR –
inpatients
Vaccination Centres

Ward staff

Environmental Audit –
Royston ICT
Monthly PFR –
inpatients
Quarterly PFR –
Community teams
Environmental Audit –
Herts & Essex Hospital
Monthly PFR –
inpatients
Monthly PFR –
inpatients
Environmental Audit –
Medical devices service
- Royston

IPC Team

Specialist
environmental audit
Inpatient environmental
audit

Joint cleaning audit
provided by Facilities

March

IPC Team

Ward staff
Community team staff
IPC Team
Ward staff
Ward staff

June IPCF

IPC Team

Vaccination centre
audit

Community PFR Audit
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Executive Summary
1.1

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.

1.2

This report outlines the arrangements in place by which Hertfordshire Community
NHS Trust (HCT) participated in an annual clinical audit programme during
2021/2022 through which the Trust gained information and assurance about the
clinical quality of its services.

Key areas of Work in 2021/22
2.1

This report summarises HCT participation, assurance and learning from relevant
National clinical audits during 2021/22 and from a sample of local clinical audits.

2.2

This report will give a status report on local audits that HCT have undertaken during
2021/22.

National Clinical Audits
3.1

During 2021/22 there were six National Clinical Audits that covered relevant health
services that Hertfordshire Community NHS Trust provides. There was one National

confidential enquiry also relevant to health services that Hertfordshire Community
NHS Trust provides.
3.2

NHS England mandated restart for National Audit data collection from May 2021.
The National Clinical Audits and clinical outcome reviews that Hertfordshire
Community NHS Trust participated in during April 2021 – March 2022 are outlined in
the below table;

National Clinical Audits

Participation

National Diabetes Adults (NDA) Audit
(core)

Number or percentage of cases
submitted or reason for nonparticipation

Yes

Data submitted for 5581 patients

National Diabetes Foot Care Audit

Yes

Data submitted for 185 new patients’
ulcers

Yes

Data submitted for 570 patients.

Yes

Data submitted for 690 patients

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

No

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

Yes

National Parkinson’s UK Audit

Registration
for next round
1st Feb 2022.

National Confidential Enquiries

Participation

NCEPOD Transition

Yes

CC

There were no patient deaths occurred
within audit window
HCT does not submit data as falls with
hip fracture are entered onto the
National Hip Fracture Database (NHFD)
by the acute, treating hospital
National Parkinson’s UK audit – Service
Improvement Plans submitted Sep 21
Physiotherapy, Occupational Therapy &
Speech & Language Therapy services
registered for 2022.
Number or percentage of cases
submitted or reason for nonparticipation
Transition identifier spreadsheet A
submitted (222 pts) Aug 21.
7 Clinical organisational questionnaires
submitted & case excerpts from 6 patients
identified by NCEPOD

3.3

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.

3.4

The National Clinical Audits reviewed by HCT in 2021/22 were:

•
•
•
•
•
•
•

4.0

National Diabetes Audit - Care Processes and Treatment Targets, Quarterly Data
Release, 1 January 2020 to 31 March 2021; Published 9 December 2021
National Diabetes Foot Care Audit - Fourth Annual Report. England and Wales,
2014-2018; Published 9th May 2019
National Chronic Obstructive Pulmonary Disease (COPD) Audit Programme:
Clinical and organisational audits of pulmonary rehabilitation services in England
and Wales, 2019; Published 8th December 2020
The Sentinel Stroke National Audit Programme (SSNAP); April 2020-March 2021;
The Eighth SSNAP Annual Report: A Year like No Other; Published June 2021
Falls and Fragility Fractures (FFFAP) Audit Programme/National Audit of
Inpatient Falls 1 January 2020 to 31 December 2020; Published 5 November
2021
2019 UK Parkinson’s Audit Summary report; Published 9 July 2020
National Audit of Care at the End of Life (NACEL); 2019/20; Second Round;
published Feb 2020 – (Round 3 registration commences 1st Feb 2022)

Local Clinical Audits
4.1

In 2021/2022 local service audits were gradually recommenced as services reestablished and staff were placed back into substantive posts.

4.2

A total of 47 local audits were being undertaken or are ongoing; 8 audits from adult
services (4 ongoing, 1 complete, 3 abandoned) and 39 from children’s services (2
ongoing, 35 complete, 2 abandoned). These are outlined in the table below;

Clinical Audit
Working with fathers
pending
Vision
Unicef Baby Friendly
Tongue Tie Division

Sepsis for Health
Visiting

CC

Business Unit
HSCP and HCT
Safeguarding
Children
Childrens
Services
Childrens
Services
Childrens
Services

Childrens
Services

Service(s)
Safeguarding
Services Children
School Nursing
Infant Feeders

Current
Status
complete
complete
complete

Health Visiting
abandoned

Health Visiting

complete

Comments
Data submitted to
HSCP – awaiting
report
Report received
Aug 2021
Report received
from PDM 26/8/21
Abandoned 21/22.
Future feedback
will be via SMS email ES 30/11/21
Report received
12/5/22

Safeguarding
Children Team Audit
into Health Visitor
(HV) follow up of
Domestic Abuse
Notifications
(6monthly)

Childrens
Services

Safeguarding
Children Record
Keeping Quarterly
Compliance Audit

Childrens
Services

Quality Dip Audit of
Reviewed Health
Assessments
completed by PHNs

Childrens
Services

Prescribing Audit

Childrens
Services

Safeguarding
Services
- Children
complete

Safeguarding
Services
- Children

LAC & Care
Leavers

ongoing

complete

Health Visiting
complete

PLP Learning
Environment Audit

Childrens
Services

School Nursing

PHN Urgent
Referrals

complete
Safeguarding
Children – HCT
and HCC
Childrens
Services

Health Visiting

complete

CC

Ongoing at
safeguarding
supervision
data collection 14
pts Aug 21.
Template to be
amended and reaudited 2022/23
Deferred Q4 2022.
Late due to
ongoing Dip testing
to support Record
Keeping
Report received
12/5/2022

complete

Safeguarding
Services
- Children

Physical abuse
pathway audit

For Ops meeting
September 2021
and forum in
October 2021 awaiting report

Completed 27th
Sep 2021.
Awaiting report
10 cases identified
by HCC and
audited to review
whether the
physical abuse
pathway was
followed
Last data collection
Nov/Dec 2019.
Deferred Q4 2022.
Late due to
ongoing Dip testing
to support Record
Keeping. Report
received 12/5/22

PHN Record Keeping
School Nurse

Childrens
Services

School Nursing

PHN Record Keeping
Dip Test Mother

Childrens
Services

Health Visiting

PHN Record Keeping
Dip Test Child

Childrens
Services

Health Visiting

PHN Evaluation
Appointment only
clinics

Childrens
Services

Health Visiting

Outcome audit from
Reviewed Health
Assessments
(RHA's) for LAC in 025 Team

Childrens
Services

LAC & Care
Leavers

Graded Care Profile
(GCP) assessments
and its impact

Childrens
Services

complete

last audited Q2/3
2020. Report
received from KA
12/5/22

complete

last audited Q2/3
2020. Report
received from KA
12/5/22

complete

Ongoing monthly
reports & analysis
to Ce Ward

complete
Safeguarding
Services
- Children

Flu Vaccination in
Childrens
Children with
Services
Haemoglobinopathies
in Hertfordshire

Sickle cell
service

Feverish Illness in
Children 0-5 years

Childrens
Services

Health Visiting

End of Life pain tool
audit

Childrens
Services

Specialist
Palliative Care

CC

complete

last audited Q2/3
2020. Ongoing.
Analysis after
Christmas 21

analysis complete
Report in
preparation Nov 21
Q3. Rec'd Dec 21.

complete

For Ops meeting
September 2021
and forum in
October 2021.
Awaiting report

complete

planned Q4 2022
on schedule email PD 1/12/21 report Received
27th April 22

complete

data collected &
analysed April 21.
Report received
from KA 12/5/21

abandoned

last audited Jan
20. Pain tool
template to be
amended. See
email from ST
30/11/21
No plans to reaudit

EHCP Timeliness of
Medicals

Childrens
Services

Community
Paeds West
Herts

Downs Syndrome
Surveillance

Childrens
Services

Community
Paeds West
Herts

Dental Service R4
System Quarterly
Record-keeping
(annual)
CP Receipt of core
group minutes
Compliance with
Pneumovax
Vaccination in
Children with Sickle
Cell Disorders

Childrens
Services

Childrens
Services
Childrens
Services

Special Care
Dental Service

Safeguarding
Services
- Children

complete

excel spreadsheet
for analysis.
Awaiting report

complete

data collection
July/August 2021
Analysis in
progress Nov 21.
Powerpoint rec'd
Oct 21

complete

complete

Sickle cell
service
complete

Child Protection
Medical Reports

Childrens
Services

Community
Paeds West
Herts

complete

Chaperone Audit

Childrens
Services

Community
Paeds West
Herts

complete

Breast Feeding Multi
Audit
Audit of the Child
Protection Referrals
made to Children's
Services by HCT

Childrens
Services
Childrens
Services

Infant Feeders

Audit of Radiograph
Grading's by Dental
Team Ongoing Audit
(6- monthly cycles).

Childrens
Services

Audiology

Childrens
Services
Childrens
Services

Annual Safeguarding
children – Paediatric
Liaison Audit

CC

Safeguarding
Services
- Children
Special Care
Dental Service

School Nursing
Safeguarding
Services Children

complete

Status update
received with
reports 11/04/22
Completed 18th
Aug 2021.
Awaiting report
planned for Q4
Jan-Mar 2022 on
schedule - email
PD 1/12/21 Report received
27th April 22
data collection Aug
2021. Awaitiing
report
Powerpoint
presentation rec'd
5/10/21
Report received
from PDM 26/8/21

complete

Ongoing with
quarterly reports.
Carried over to
22/23
Reports rec'ed
Jan-Dec 2021 from
Jigna Patel

complete

Report received
Aug 2021

complete

Completed Feb
2022. Awaiting
report

ongoing

Annual MASH Health
Partnership: Quality
of information sharing

Childrens
Services

Annual HCT
Safeguarding
Children - Peer
Supervision Record
Keeping Re-audit

Childrens
Services

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

Childrens
Services

Annual HCT Audit to
Gain Supervisee
Feedback on
Safeguarding (SG)
Supervision

Childrens
Services

Safeguarding
Services
- Children

complete

Safeguarding
Services
- Children

complete

Safeguarding
Services
- Children
Safeguarding
Services
- Children

complete

complete

PHN 5-19 Restorative
Supervision Survey

CC

Childrens Services

Health Visiting

complete

For Ops meeting
September and
forum in October
2021
Awaiting report

Completed Jan
2022. Awaiting
report
For Ops meeting
September and
forum in October
2021.
Awaiting report
HCT Audit to
commence Jan
2022.
HSCP have
abandoned plans
for HCT to be part
of a multiagency
supervision audit
in January 2022.
Completed March
2022
Awaiting report

Report received
8/11/21

Syringe Pump Policy

Adult Services
abandoned

Safer Nursing Care
Tool
Pharmacy
Omitted/Delayed
Medication Quarterly
Audit

Adult Services

Pharmacy Medicine
Management Audit
(Storage)

Adult Services

Pharmacy Controlled
drugs in BBU’s audit

Adult Services

Adult Services

Inpatient Units
Catheter Passport
Audit

Adult Services

ongoing

Q3, Q4 for
HEH, QVM and
Danesbury
Q1,2,3 were
carried out by
Lister but no
paperwork
Comm
Hospitals

Comm
Hospitals

pilot completed w/c
21st June 2021
Apr/Jun 21 data
only. Audit carried
over to 22/23 plan

Green >90%

Q1,2,3 QVM
Q1only
Danesbury
Q1 only HEH

Adult Services

complete

Comm
Hospitals
Q1 data rec’d
only

Pharmacy
Antimicrobial
Prescribing

CC

Specialist
Palliative Care
Operations

last audited Feb
18. see email from
ST 30/11/21
No plans to reaudit

ongoing

ongoing

abandoned

abandoned

Re-started but
issues with
receiving
paperwork

IPC highlighted
that these must be
done. Carried over
to 22/23. Audit for
Apr 22 done
suspect not done
anymore?

Infection Control
(IPC) (73)
Environment/Safety
Audit - includes
Sharps Safety (I)
Hand Hygiene (ii)
MRSA Screening (iii)
Urinary Catheter
Care (1) Insertion
and (2) Continuing
Care (iv) Peripheral
Vascular Catheter (v)
Enteral Feeding (vi)
Commode (vii) a)
Hand Hygiene
Urinary catheter care
insertion and
continuing care.
Vascular devices b)
Hand Hygiene
Environment/safety
audit (and specific
dental service
audits).

5.0

Comm
Hospitals

Deferred due to
Covid
Carried over to
22/23

ongoing

Abandoned Local Audits
5.1

CC

Adult Services

Information on all abandoned local audits is outlined below;
• Tongue Tie Division local audit – this was abandoned during 2021/22 due
to lack of reliable data, the vast areas of where the data was collated from
and there being no interface. There has been development of a text
messaging service and email data collection which will be commenced for
2022/23
• End of Life pain tool local audit – The last audit was last completed in
January 2020 – there has not been any further data collections since this
date. There is currently work being done to improve the Pain template to
support the restart on this audit. There are no plans to recommence this at
present
• Syringe pump policy local audit – The last data collection/ audit was
completed in February 2018. There is regular training for all new staff and
there are plans to redevelop the audit template for Radar and this will be
recommended in audit plan of 2022/23
• Inpatients unit’s catheter passport local audit – Catheter passports are no
longer being used across trusts and services, so the audit has been

•

6.0

Clinical Audit Forward Plan 2022/23
6.1

7.0

abandoned. Catheter passport questions have recently been removed from
the internal peer review audit template due to this reason. There will be no
plans to recommence this
Pharmacy antimicrobial prescribing – There has been no data for 2021/22
collated for this audit. Following a review from the Infection Prevention
Control team (IPC) and discussion as to this being a ‘Must Do’ the audit has
been carried over to 2022/23 and Q1 data is already collected

There are 8 planned National Audits for 2022/23 and 46 Local Audits which have
been commenced during Quarter 1, these are outlined in Appendix 1 of the Clinical
Audit Forward Plan.
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√
√
√
√
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National Audits

Audit
Year

Clinical Audit

2022/2023 National Sentinel Stroke
Audit Programme
(SSNAP) ANNUAL
King's College London
NCAPOP Quality
Account Audit
2022/2023 National Diabetes Audit
(NDA) NCAPOP Quality
Account Audit NHS
Digital
2022/2023 National Diabetes
Footcare Audit (NDFA)
NCAPOP Quality
Account Audit NHS
Digital
2022/2023 National Chronic
Obstructive Pulmonary
Disease (COPD) Audit
NCAPOP Quality
Account Audit

CAE/RN/May 2022

NHS
England
Quality
Account
Audit
Yes

Timeframe
(Start Date)

Timeframe
(Completion
Date)

02/04/2022

31/03/2023

Intermediate
Care Team (ICT)
and Inpatient
Units

ongoing

Dr Ohr Barak

Yes

01/04/2022

31/03/2023

Community
Diabetes
Specialist Service

ongoing

Yes

01/04/2022

31/03/2023

Community
PodiatryService

ongoing

DSN Nurse Lead Michelle
Coleman/Claire
Dick/Claire Mearing
Podiatry Team
Leader - Caroline
Leith

Yes

01/04/2022

31/03/2023

Pulmonary
Rehabilitation
Service

ongoing

Service(s)

Current
Progress

HCT Audit Lead

Pulmonary Rehab
Clinical Lead - Gillian
McDonald.

Clinical Audit Forward Plan 2022-2023
2022/2023 National Audit of Care at
the End of Life (NACEL)
NCAPOP Quality
Account Audit Data
collection for
NHS Benchmarking
2022/2023 Falls and Fragility Fracture
Audit Programme/National
Audit of Inpatient Falls
2018/2021 NCAPOP
Quality Account Audit
2022/2023

Yes

06/06/2022

07/10/2022

Specialist
Palliative Care

not
started

Locality Clinical Lead
for End of life care Sarah
Thompson/Jemma
Finch

Yes

01/04/2022

31/03/2023

Inpatient Units:
QVM
Danesbury
Herts & Essex

in
progress

Sarah Starr

in
progress

Clare Ramsay
Wendy Forsyth
Gillian Murphy

UK Parkinson's Audit
2022/2023 NCEPOD Transition

Yes
Yes

in
progress

Naomi Mason

CAE/RN/May 2022

01/05/2022

01/07/2021

30/09/2022

31/03/2023

Neurological
Services
Trust wide

NB No fracture liaison
service

Clinical Audit Forward Plan 2022-2023

Local Service Audits

Audit
Year

Clinical Audit

2021/2023 Safeguarding Children Team
Audit into Health Visitor (HV)
follow up of Domestic Abuse
Notifications (6monthly)
2021/2023 Graded Care Profile (GCP)
assessments and its impact

NHS
England
Quality
Account
Audit
No

Timeframe
(Start Date)

Timeframe
(Completion
Date)

Business
Unit

Service(s)

HCT Audit Lead

1st April
2022

31st Mar 2023

Childrens
Services

Safeguarding
Services
- Children

Sheila Middleditch

No

1st April
2022

31st Mar 2023

Childrens
Services

Sheila Middleditch

2021/2023 Audit of the Child Protection
Referrals made to Children's
Services by HCT

No

1st April
2022

31st Mar 2023

Childrens
Services

Safeguarding
Services
- Children

2021/2023 Safeguarding Children
Record Keeping Quarterly
Compliance Audit
2021/2023 Annual HCT Not Brought In
(NBI) Children, Young
People and Vulnerable
Adults Section 11
2021/2023 Annual HCT Audit to Gain
Supervisee Feedback on
Safeguarding (SG)
Supervision

No

1st April
2022

31st Mar 2023

Childrens
Services

No

1st April
2022

31st Mar 2023

Childrens
Services

No

1st April
2022

31st Mar 2023

Childrens
Services

CAE/RN/May 2022

Safeguarding
Services
- Children
Safeguarding
Services
- Children
Safeguarding
Services
- Children
Safeguarding
Services
- Children

Sheila
Middleditch/Sue
Thompson
Sheila Middleditch
Sheila Middleditch

Sheila Middleditch

Clinical Audit Forward Plan 2022-2023
2021/2023 Annual HCT Safeguarding
Children - Peer Supervision
Record Keeping Re-audit
2021/2023 Annual MASH Health
Partnership: Quality of
information sharing
2021/2023 Annual Safeguarding
children – Paediatric Liaison
Audit
2021/2023 Quality Dip Audit of
Reviewed Health
Assessments completed by
PHNs
2021/2023 Outcome audit from
Reviewed Health
Assessments (RHA's) for
LAC in 0- 25 Team

No

1st April
2022

31st Mar 2023

Childrens
Services

No

1st April
2022

31st Mar 2023

Childrens
Services

No

1st April
2022

31st Mar 2023

Childrens
Services

No

1st April
2022

31st Mar 2023

Childrens
Services

No

1st April
2022

31st Mar 2023

Childrens
Services

LAC & Care
Leavers

Amanda Middleditch
Dr Helen Davies

2021/2023 End of Life pain tool audit

No

1st April
2022

31st Mar 2023

Childrens
Services

Specialist
Palliative Care

Sarah
Thompson/Jemma
Finch

2021/2023 Syringe Pump Policy

No

1st April
2022

31st Mar 2023

Adult
Services

Specialist
Palliative Care

Sarah
Thompson/Jemma
Finch

2021/2023 Flu Vaccination in Children
with Haemoglobinopathies in
Hertfordshire
2021/2023 Compliance with Pneumovax
Vaccination in Children with
Sickle Cell Disorders
2021/2023 Adherence to Antibiotic
Prescribing

No

1st April
2022

31st Mar 2023

Childrens
Services

Sickle cell
service

Phil Daly/Mary
Heffernan

No

1st April
2022

31st Mar 2023

Childrens
Services

Sickle cell
service

Phil Daly/Mary
Heffernan

No

1st April
2022

31st Mar 2023

Childrens
Services

Special Care
Dental Service

Dr Zareena
Chaudhry

CAE/RN/May 2022

Safeguarding
Services
- Children
Safeguarding
Services
- Children
Safeguarding
Services
- Children
LAC & Care
Leavers

Sheila Middleditch
Sheila Middleditch
Sheila Middleditch
Amanda Middleditch
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2021/2023 Audit of Radiograph
Grading's by Dental Team
Ongoing Audit (6- monthly
cycles).

No

1st April
2022

31st Mar 2023

Childrens
Services

Special Care
Dental Service

Dr Una
Monaghan/Dr
Zareena Chaudhry

2021/2023 Dental Service R4 System
Quarterly Record-keeping
(annual)
2021/2023 Ability to identify Sepsis in
patients in Inpatient Units
Audit

No

1st April
2022

31st Mar 2023

Childrens
Services

Special Care
Dental Service

Jackie Gilson

No

1st April
2022

31st Mar 2023

Adult
Services

Vicky Short

2021/2023 Pharmacy Medicine
Management Audit (Storage)
2021/2023 Pharmacy Omitted/Delayed
Medication Quarterly Audit
2021/2023 Pharmacy Controlled drugs
in BBU’s audit
2021/2023 Pharmacy Antimicrobial
Prescribing

No

1st April
2022
1st April
2022
1st April
2022
1st April
2022

31st Mar 2023

Adult
Services
Adult
Services
Adult
Services
Adult
Services

ICTs
Comm
Hospitals
Spec Dental
Services
MIU
Health Visiting
Comm
Hospitals
Comm
Hospitals
Comm
Hospitals
Comm
Hospitals

CAE/RN/May 2022

No
No
No

31st Mar 2023
31st Mar 2023
31st Mar 2023

Emma Hazelwood
Emma Hazelwood
Emma Hazelwood
Emma Hazelwood
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2021/2023 Infection Control
(IPC) (73) Environment/Safety
Audit - includes Sharps Safety (I) Hand Hygiene (ii)
MRSA Screening (iii) Urinary Catheter Care (1) Insertion
and (2) Continuing Care (iv) Peripheral Vascular
Catheter (v) Enteral Feeding (vi) Commode (vii) a) Hand
Hygiene Urinary catheter care insertion and continuing
care. Vascular devices b) Hand Hygiene
Environment/safety audit (and specific dental service
audits).

No 1st
April
2022

31st
Mar
2023

Adult
Services

Comm
Hospitals

David McCaffrey

2021/2023 Tongue Tie Division

No 1st
April
2022
No 1st
April
2022
No 1st
April
2022
No 1st
April
2022

31st
Mar
2023
31st
Mar
2023
31st
Mar
2023
31st
Mar
2023

Childrens
Services

Health
Visiting

Elaine Smith

Childrens
Services

Health
Visiting

Karen Afford

Childrens
Services

Health
Visiting

Kim Bilsby

Childrens
Services

Infant
Feeders

Karen
Afford/Elaine
Smith

2021/2023 Breast Feeding Multi Audit

No 1st
April
2022

31st
Mar
2023

Childrens
Services

Infant
Feeders

Elaine
Smith/Paula
Duppa Miller

2021/2023 Vision

No 1st
April
2022

31st
Mar
2023

Childrens
Services

School
Nursing

Amanda Evans

2021/2023 Feverish Illness in Children 0-5 years
2021/2023 Prescribing Audit
2021/2023 Unicef Baby Friendly

CAE/RN/May 2022

Clinical Audit Forward Plan 2022-2023
2021/2023 Audiology
2021/2023 PHN Evaluation Appointment only clinics
2021/2023 PHN Record Keeping Dip Test Child
2021/2023 PHN Record Keeping Dip Test Mother
2021/2023 PHN Record Keeping School Nurse
2021/2023 PHN Urgent Referrals
2021/2023 PHN 5-19 Restorative Supervision Survey
2021/2023 Safer Nursing Care Tool
2021/2023 Downs Syndrome Surveillance

2021/2023 Child Protection Medical Reports

CAE/RN/May 2022

No 1st
April
2022
No 1st
April
2022
No 1st
April
2022
No 1st
April
2022
No 1st
April
2022
No 1st
April
2022
1st
April
2022
No 1st
April
2022
No 1st
April
2022

31st
Mar
2023
31st
Mar
2023
31st
Mar
2023
31st
Mar
2023
31st
Mar
2023
31st
Mar
2023
31st
Mar
2023
31st
Mar
2023
31st
Mar
2023

Childrens
Services

School
Nursing

Amanda Evans

Childrens
Services

Health
Visiting

Karen Afford

Childrens
Services

Health
Visiting

Karen Afford

Childrens
Services

Health
Visiting

Karen Afford

Childrens
Services

School
Nursing

Amanda Evans

Childrens
Services

Health
Visiting

Sharon Knight
awaiting report

No 1st
April
2022

31st
Mar
2023

Amanda Evans
Adult
Services

Operations

Keren Hall

Childrens
Services

Community
Paeds West
Herts

Sharonpreet
Sandu/Sandhya
Jadhav

Childrens
Services

Community
Paeds West
Herts

Dr Marika
Lasokova
Dr A Nabahi
supervising
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2021/2023 Chaperone Audit
2021/2023 EHCP Timeliness of Medicals
2021/2023 Working with fathers pending

2021/2023
2021/2023

2021/2023

CP Receipt of core group minutes
Physical abuse pathway audit
Sepsis for Health Visiting

CAE/RN/May 2022

No 1st April
2022
No 1st April
2022
No 1st April
2022
No 1st April
2022
No 1st April
2022
1st April
No 2022

31st Mar Childrens Services
2023
31st Mar Childrens Services
2023
31st Mar
2023
HSCP and HCT
Safeguarding Children
31st Mar
2023
Childrens Services
31st Mar
2023
Safeguarding Children
– HCT and HCC
31st Mar
2023
Childrens Services

Community Paeds
West Herts
Community Paeds
West Herts
Safeguarding
Services - Children

Dr A Nabahi

Safeguarding
Services - Children
Safeguarding
Services - Children

Sheila
Middleditch
Sheila
Middleditch

Dr Sandhya
Jadhav
Sheila
Middleditch

Kim Bilsby
Health Visiting

Board 2nd August 2022

Attachment J7

Hertfordshire Community NHS Trust
Complaints Annual Report
2021/22

1.

Introduction

This annual report provides an overview of complaints received by Hertfordshire Community NHS Trust (HCT) for the
period 1st April 2021 to 31st March 2022. 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.
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,
Complaint response timescales were impacted during the year as HCT supported the local response to the pandemic.
The complaints function was maintained throughout the year allowing patients, their families and carers to provide
feedback about services. Complainants were advised at the outset of investigation that the usual response timescale
of 25 working days was impacted and provided with assurance that contact would be maintained during the
investigation so they knew when to expect a response.
To ensure high quality 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. In addition,
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 staff to inform quality improvement
planning. Trust wide learning from complaints is routinely shared in Sharing Lessons in Practice (SLIPs) examples via
staff Noticeboard.
2.

Complaints received 2020/21

A total of 102 complaints were received by HCT in 2020/21; this represents a 38% increase in comparison with 2020/21
in which 74 formal complaints were received.

The chart below displays the total number of complaints received across 2019/20, 2020/21 and 2021/22.
50
45
40
35
30

2019/2020

25

2020/2021

20

2021/2022

15
10
5
0

Q1

Q2

Q3

Q4

Quarter 1
April-June

Quarter 2
July-Sept

Quarter 3
Oct-Dec

Quarter 4
Jan -March

Total

2019/2020

46

37

27

29

139

2020/2021

17

24

15

18

74

2021/2022

21

28

31

22

102

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 2021/22. This continues the trend seen in 2020/21, with 57% of complaints
received for Adult Services East and North.
Business Unit
Adult Services East & North
Children’s Universal/Public Health
Nursing
Children’s Therapies
Children’s Specialist
Adult Services Herts Valleys
Human Resources
Total
4.

% of complaints
52%
23%
15%
7%
2%
1%
100%

Complaints received by service

The table below provides a breakdown of complaints received by service during 2021/22.
Service
Community Nursing & Integrated Teams East &
North
School Age Immunisation Service
Positive Behaviour, Autism, Learning Disability and
Mental Health Service (PALMS)
Community Hospitals East & North
Childrens Speech & Language Therapy
Childrens Occupational Therapy Services
Childrens Physiotherapy
Step 2 Early Intervention Service
Childrens Community Nursing

No of Complaints
20
11
11
10
8
6
4
4
3

Lymphoedema Services
Adult Diabetes Community Service
Adult Bladder and Bowel
Discharge Home To Assess (DH2A)
Health Visiting West Quadrant
Community Medical Staffing
MSK Physio E&N / MSK Triage
Nutrition & Dietetics
Minor Injuries Unit - Cheshunt
Health Visiting East Quadrant
Health Visiting North Quadrant
Health Visiting South Quadrant
Human Resources
Integrated Discharge Team
East & North Podiatry
Prevention Of Admission Service
TOTAL

3
2
2
2
2
2
2
2
1
1
1
1
1
1
1
1
102

Analysis
The services accounting for most complaints for the year to date are indicated above; whilst this is above the mean
number of complaints (7) received during the year, there are not any specific areas of concern to note in these services.
For further granularity, the incidence rate of complaints versus number of contacts is provided below, where number
of contacts for the service is available.
•

Community Nursing & Integrated Teams – 20 complaints received v 371,850 contacts, an incidence rate of 5.38
complaints per one hundred thousand contact

•

PALMS – 11 complaints received v 8,265 contacts, an incidence rate of 1.33 complaints per thousand contact

5.

Complaints received by service

2021/22 complaints by service
25
20
15
10
5
0

Analysis
As indicated in the chart above, there is a number of services which account for the majority of complaints received
during the year. Examples of learning and improvement following complaint investigations about these services have
been included later in this report.

6.

Complaints by type

The chart below provides an overview of the type of complaints received in 2021/22.

Complaints by type 2021/22
50
45
40
35
30
25
20
15
10
5
0

Analysis
The top 3 types of complaint received in 2021/22 were:
Standards of care – issues with package of care & lack of therapy
Communication (oral & written) – lack of explanation
Clinical treatment – co-ordination of medical treatment
In comparison with 2020/21, the top types of complaint received were regarding communication (oral and written),
standards of care and admissions/discharge procedures.

Examples of the top types of complaint received are detailed below to support granularity of this information.
Standards of care - Issues with package of care
A complaint was received from a family raising concerns about the standard of therapy following transfer to an inpatient
rehabilitation unit. It was acknowledged that therapy was impacted due to staffing pressures and it was also confirmed
with the family that additional therapy equipment is being purchased.
Communication (oral and written) - Lack of clear explanation
A parent raised concerns about the standard of communication at a school covid-19 vaccination session. Following
investigation it was confirmed that the vaccination was not carried out as consent to do so had not been indicated by
the parent. However, the school age immunisation service will ensure there is clarity for school staff so only pupils
where consent has been given are brought to the vaccination session.
Clinical treatment – Co-ordination of medical treatment
A parent raised a complaint to the local Clinical Commissioning Group about the timeliness of the second covid-19
vaccination for school aged children in East Anglia. The supporting statement from HCT clarified the timescales and
logistics of delivering second vaccination sessions across the region in line with the national programme.

7.

Complaints referred to Parliamentary and Health Service Ombudsman (PHSO)

Three complaints were referred to the Parliamentary and Health Service Ombudsman (PHSO) in 2021/22, in
comparison with two referrals to the PHSO in 2020/21.
Adult In-patient Rehabilitation Service
A complaint about staff at an adult bed-based unit was investigated by a member of staff independent from the service,
in line with HCT’s Disciplinary Policy and the complaint was not upheld. The complaint has since been referred to the
PHSO by the family and the PHSO is due to confirm whether they will be carrying out an investigation having
considered all of the information available.
Adult In-patient Rehabilitation Service

A complaint was raised by a family regarding access to inpatient rehabilitation. Following investigation, which included
liaison with commissioners, it was confirmed that the patient did not meet the criteria for inpatient rehabilitation but did
meet the criteria for community therapy, which was being provided.
Following a referral to the PHSO by the family and consideration of the information available, the PHSO chose not to
investigate the family’s concerns.
Adult Community Nursing Services
A referral was made to the PHSO by a family with outstanding concerns about patient care and treatment. The initial
investigations carried out by HCT acknowledged learning that had been identified and detailed the actions that were
taken as a consequence of the complaint.
Following referral by the family, a further update is pending from the PHSO to confirm if they will be carrying out an
investigation having considered all of the information available.
8.

Re-opened complaints

In line with national good complaints handling guidance, should there be any unresolved concerns all complainants
are provided with contacts details of the investigating lead or service lead when a first complaint response is sent. If a
complainant indicates that unresolved concerns remain then a further written response is sent or a local resolution
meeting is arranged in an attempt to resolve these concerns. In cases where HCT considers its response as final, a
letter is sent as signed by the Chief Executive and Ombudsman details are again provided.
There were 6 re-opened complaints in 2021/22 in comparison to 7 re-opened complaints in 2020/21. Details of the reopened complaints in 2021/22 are provided below.
Adult Services
A complaint was raised by a family about the standard of treatment provided and the decision to isolate the patient.
The family were also not updated on the deteriorating condition of the patient, who later passed away. The initial
investigation did not find evidence of clinical negligence and indicated that the patient was provided with appropriate
care and treatment.

A further investigation was carried out and included the outcome of the review of care carried out at the Learning from
Deaths Panel. It was confirmed that the decision to move the patient to a side room was made by the doctor due to
respiratory issues and the need to carry out a covid swab in line with covid-19 guidance at that time.
Further investigation identified that an incorrect telephone number had been used by staff when attempting to contact
the family. A full apology was provided with assurance that improvements will be made to ensure that family contact
details are routinely checked when new patient admission referral documentation is received.
Adult Services
A patient raised concerns with the standard of diabetes care received. The complaint response included a full
chronology providing assurance that appropriate care and treatment was provided. However, it was noted that aspects
of multi-disciplinary communication could be improved. Learning from the complaint was shared anonymously at the
service partnership meeting.
A further review of the complaint was carried out with the support of the service partnership. This confirmed HCT is
not commissioned to provide the Tier 4 Weight Management pathway. Details of centres that provide post-operative
monitoring following surgery was provided. It was also confirmed that the commissioning group can be approached
regarding funding issues, and contact details were provided.
Children and Young People Services
A family raised a complaint about a proposed transfer of a continuing care package to a private care agency or a
personal health care budget. They requested that the existing care arrangements remain in place.
An investigation was carried out and it was confirmed HCT would continue to work with the family and commissioners
to find the right solution for the young person and her family.
A further letter of complaint was received in which the family raised concerns with the manner in which the proposed
transfer of the care package has been handled, including a lack of information and communication about this. An
investigation by a member of HCT staff, independent of the service, concluded that there was no evidence of
mismanagement of the process and that all necessary and appropriate actions were taken by the Trust’s Management
Team and Continuing Care Team Leaders to ensure the ongoing safety of the young person concerned.

Children and Young People Services
A family raised a complaint about the appropriateness of support provided by the service; it was confirmed by the
service lead that an extended assessment was being carried out to identify and understand the needs of the young
person, and to identify the most appropriate support to meet these needs.
On receipt of the assessment report the family raised further concerns about the lack of specialist intervention to
support the needs of the young person. A further investigation was carried out by a member of HCT staff independent
of the service and it was confirmed that a request made to the clinical commissioning group to fund specialist out of
area intervention had been approved. It was also confirmed that the service can continue to offer local support to the
family and young person should they wish to access this.
Children and Young People Services
A family raised a multi-provider complaint regarding the commissioning and provision of care; an investigation was
carried out by a member of HCT staff independent from the service complained about. The initial complaint
investigation provided full detail about how the service is commissioned and detailed support that had been provided
for the patient and the family to date.
A second complaint was raised by the family about the suggested plan of care and a further investigation was carried
out to clarify the local treatment plan that would be offered.
Adult Services
A complaint was received about the standard of care and discharge information at an adult inpatient rehabilitation unit.
The initial complaint investigation provided an apology for miscommunication regarding a period of patient isolation
and also for an instance where staff communication was not to the expected standard.
A further investigation was caried out as the complainant was not satisfied with the initial response, namely the
accuracy of patient isolation dates and ongoing concerns about the lack of discharge information. A further
investigation was carried out clarifying the period of isolation and to confirm that a new process is in place to ensure
joint care plans are completed and full documentation is provided to patients, their families and carers on discharge.

9.

Lessons Learnt and improvements implemented

The following examples demonstrate how complaints received during the year 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 received from people and the local community.
•

Communication
A complaint was made about co-ordination at a covid vaccination mobile pop-up clinic due to delays with delivery
of the vaccine and the arrival of supporting ambulance crew. As a result of the complaint the mobile pop-up
clinic introduced a ticketing system to improve queue management when necessary.

•

Standards of care/communication
A complaint was made by the relative of a patient regarding waiting time for recommendation and expectations
around palliative care support. An investigation was carried out and the outcome of this was shared with the
patient relative by telephone and email to apologise for the wait for medication. As a consequence, evening
staff ensure electronic messages are checked until 8pm and patient information about palliative care is being
developed to ensure it is clear what support patients’ and families can expect.

•

Standards of care/communication
A parent raised concerns with lack of support provided over the school summer holiday period from the
children’s therapies service which did not match what was indicated following the initial service assessment.
An apology was provided to the parent and actions implemented ahead of direct service intervention.
•
•

The school was contacted and provided with activities and resources to support the young person
The assessing therapist and the wider team were reminded of the importance of clear communication
with families at assessment to ensure they are fully informed about current waiting time

•

Standards of care/communication – Community Nursing
A family raised a complaint regarding the standard of care and communication provided by community nursing
staff for an end of life care patient. A full investigation report and covering letter summarising the investigation
findings was shared with the family.
The points of learning identified focused on staff communication with families to ensure that important
information about care and visiting arrangements has been understood, including follow up contact when any
changes occur.
Learning from the complaint was shared with community nursing staff and included in a sharing lessons in
practice (SLiP) learning item in HCT’s staff bulletin to support wider staff learning.

10.

2021/22 summary
•
•
•

11.

During the pandemic, patients, their families and carers continued to have the opportunity to provide feedback
and receive responses to complaints raised about their experiences.
Ongoing learning has been identified from complaints and continues to inform service improvements and quality
improvement planning.
Staff complaint de-brief sessions have been provided to support continuous learning from complaints and to
support staff to manage complaints in line with HCT’s complaint policy and national standards.
2022/23 priorities

•
•
•

Reporting on protected characteristics of complainants/people affected to gain better insight into areas of
inequalities.
Updating HCT’s complaint policy ensuring fit for purpose and inclusive of NHS Complaint Standards 2022.
Continuing to provide staff complaint de-brief sessions to ensure continuous learning and to support staff with
complaints handling.

Anthony Power
Head of Patient and Carer Experience
June 2022
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Pharmacy Annual Report 2021/2022

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
2021 to 31st March 2022. 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 major focus of Pharmacy work during the Quarter 1 to 3 of the year has been
with supporting the Trust’s COVID-19 Mass Vaccination Programme. In Quarter
3 to 4, much effort was allocated to returning services to “business as usual”
(BAU) and implementing learnings from COVID into BAU practice.

1.3

Work to take the Pharmacy ward clinical service in-house and development of
business cases to support additional investment into the corporate Pharmacy
Team began in earnest in Quarter 4. This will continue into 2022/23.

1.4

The Primary Care Network (PCN) Pharmacy services continue to be well
received in primary care with additional contracts signed in 2021/22.

1.5

The Electronic Prescribing and Medicines Administration (EPMA) project
succeeded in implementing EPMA in all our bed bases in Quarter 3. The second
phase of the EPMA project, which is to implement Electronic Prescribing
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System (EPS) in our community clinics and prescribers in the community made
huge headways in Quarter 3 and 4 of the year. At the end of Quarter 4, over
70% of the targeted services and users are on EPS. Completed implementation
will take place by the end of Q1 2022/23.

2.0

COVID-19 Pandemic Response and Mass Vaccination

2.1

In 2021/22, the Pharmacy Department continued to support the Trust’s COVID19 Pandemic response, such as the Prevention of Admission (POA) Service
and supporting the local health care system to introduce novel COVID-19
treatments such as Neutralising monoclonal antibodies or antivirals.

2.2

Building on the joined-up system working good practices started in the previous
year as part of the COVID-19 pandemic response, the Pharmacy leaders from
HCT, acute Trusts, Clinical Commissioning Group and community Pharmacy
continued meeting on a regular basis. By sharing information, discussing
pressures in each sector, we have supported each other by collaborative
working and increasing efficiency through reduced duplication.

2.3

HCT is the lead provider for COVID Mass Vaccination in East and North
Hertfordshire, West Essex, Bedfordshire, Luton and Milton Keynes areas. The
Pharmacy Team continued to provide substantial support to the programme
including
• Providing assurance to the Regional Chief Pharmacist on Medicines
Management in the vaccination centres
• Support on the use of Patient Group Directions and the National Protocol
• Training of staff on vaccine administration
• Training of staff on cold chain management
• Clinical support on the use of the vaccines, including a dedicated
Pharmacy clinical support line Monday to Sunday, 8am to 8pm
• Support on vaccine transport and handling on site
• Regular visits to vaccination centres to support staff on medicines
management and clinical vaccine queries
• Educating staff and patients about COVID-19 vaccination through online webinars and chats to improve their knowledge and increase uptake

2.4

HCT became the lead provider for school-aged COVID vaccination in the East
and North Hertfordshire, Cambridgeshire, Peterborough Norfolk and Suffolk
areas from September 2021. This is a vast geographical area and much of the
vaccinations were delivered by our school aged immunisation service teams
local to the areas on a school by school basis. Additionally, two types of
vaccines are being used. In order to minimise wastage and to adhere to the
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strict storage and movement restrictions of the vaccines, the vaccines have to
be packed down into much smaller packages and delivered to our vaccination
teams on a daily basis. To facilitate this, a Pharmacy “storage and distribution”
centre was created in an HCT site to pack down and distribute vaccine to the
schools. As per good practice requirements, the Pharmacy team ensured that
the principles of Good Manufacturing Practice and Good Distribution Practice
were adhered to at all times. The storage and distribution centre also served to
support the management of stock for the adult COVID vaccination services to
minimise wastage and maximise vaccination opportunities across the system.

3.0

Electronic Prescribing and Medicines Administration (EPMA) and
Electronic Prescribing System (EPS)

3.1

In 2021/22, HCT embarked on a highly successful digital journey to remove the
use of paper drug charts from our bed bases and paper prescriptions from our
community clinics and prescribers. The EPMA Project Team was fully recruited
to in early Quarter 1 and work on the project remains on schedule to be
completed by the end of Quarter 1 next year, 2022/23.

3.2

In December 2021, Phase 1 of the project was completed with all our bed-bases
implemented with our EPMA system.

3.3

By the end of March 2022, EPS has been successfully rolled out in over 60%
of eligible HCT services. Full implementation will be completed by the end of
May 2022 as per schedule.

3.4

This tremendous digitalisation programme helps reduce medication errors,
supports better prescribing, frees up time for staff by moving away from archaic
paper-based systems and improves efficiency and patient choice by enabling
remote appointments. Two months after the implementation of EPMA the
number of missed doses of medicines on our wards have already been
reduced.

3.5

The implementation of EPMA on our wards will satisfy a long-standing request
from the Care Quality Commission as well as national digital directives.

3.6

Further work will take place with the software developer in 2022/23 to maximise
the clinical benefits of the EPMA and EPS systems as well as to increase the
data reporting functionality of the systems.

Page | 3

4.0

Medication Incidents & Medication Safety

4.1

Analysis of Medicines Incidents
During 2021/22 our staff reported 367 medicines-related incidents, of which
244 (66%) were attributable to care delivered by HCT. The overall total is an
8% increase compared to the number of incidents reported during 2020/21.
The total number of incidents resulting in harm in 2021/22 is 32, which is an
increase from the previous year’s number of 27. However, as a proportion of
the total number of incidents, the percentage of “harm” incidents have
remained the same as 2020/21, which is 13%.
Due to the COVID-19 pandemic and COVID-19 vaccination programme, HCT
have greatly broadened our range of services, resulting in increased patient
contacts. The use of medicines which are more novel to staff as well as the
use of agency staff also increased. This has resulted in more medication
incidents.

4.2

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.

4.3

Of the 32 HCT incidents resulting in harm, all resulted in low harm. Incidents
are classified as low harm if only further monitoring of the patient was required
following the medication incident.
As part of medicines use and safety in our service, all moderate to severe
medication incidents are investigated and lessons learnt produced. 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.

4.4

The Pharmacy team reviews medicines incident trends and themes on a
quarterly basis and undertakes “deep dives” when an area for improvement or
concern is found. We then work with the Quality and Operations teams to
ensure we can prevent similar incidents from happening again. These
improvement workstreams are reported and monitored in the Trust’s
Medicines Management Forum.

4.5

The Pharmacy Team continues to have a robust system to manage all
medicines safety alerts and works closely with Risk Team. Each month clinical
teams are sent safety alerts and supporting information to ensure that
recommendations have been assessed and actioned.

4.5

In Quarter 4 2021/22, the Pharmacy, Quality and Risk Teams reviewed the
processes for investigating and learning from incidents and the processes for
managing safety alerts. A number of improvements have put in place to
strengthen the processes and improve the quality of assurances received.
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4.6

The figures below illustrate some of the major trends in our medication
incidents.

4.7

Figure 1: Medication Type Incident Categories
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Figure 2: Breakdown of types of insulin incidents
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Figure 3: 2021/22 Insulin Incidents breakdown by locality

Figure 4: 2021/22 Anti-coagulant Incidents breakdown by locality
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4.8 In response to the increasing number of incidents with anticoagulant medication
in Quarter 3 and 4, Pharmacy undertook a deep dive in this area to analyse the
incidents to determine their root causes. Particular attention was paid to the
localities where anticoagulant incidents were more prevalent to ensure we pick
up any lessons learnt. In conjunction with the Quality Leads of the Integrated
Care Teams, we developed a “Sharing Lessons In Practice” focusing on the “6
Rights” of medicines administration, alongside a communications and
education push. In 2022/23, we will continue to monitor anticoagulant incidents
and work on longer terms solutions including the review and revision of Systm1
care plan and templates to support safer medication administration, particularly
with high risk drugs.
4.9 As can be seen in Figures 3 and 4, each ICT locality have a varying level of
incident reporting. Whilst different ICTs have a different workload, which will
influence the number of medication incidents reported, discussion with the
Quality Leads for ICTs have also highlighted differences in “reporting culture”
between the localities. An educational push will be undertaken in 2022/23 to
improve the reporting culture in the ICTs.
4.10 As seen in Figure1 and 2, insulin incidents constitute the most significant
proportion of our medication incidents although the majority are due to missed
doses from missed visits. In 2022/23, Pharmacy will undertake a deep dive with
our ICTs to better understand this area and to develop solutions to reduce
insulin incidents.

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 2021/22, HCT reported no incidents classified as
High risk or Extreme risk.

5.3

In Quarter 4 2021/22, the Pharmacy led a major piece of improvement work, in
conjunction with the Quality and Medical teams to review and improve our
processes with Controlled Drugs. In particular, monitoring and support of CD
prescribing in all our applicable service areas and support for our teams in the
community setting who works with patient’s own CDs are areas of focus. This
will greatly improve patient safety, staff support and provide the organisation
with more robust oversight of CD management. Work will continue into Quarter
1 2022/23.
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6.0

Medicines Management and Clinical Audits

6.1

Pharmacy continues to conduct a range of medicines management and clinical
audits in our in-patient areas to provide assurance that medicines are managed
correctly, and their use are clinically appropriate.

6.2

Following an external audit in April 2021, the Pharmacy team led a
multidisciplinary working group to complete a quality improvement programme
on our Medicines Management processes and audit programme on our wards.
This to ensure medicines management is robust, efficient, clinically effective
and at best practice level to keep our patients and staff as safe as possible.

6.3

Areas of focus include:
a) policy review
b) safe storage of medicines
c) expiry of medicines
d) missed doses of medicines
e) audit programme and reporting

6.4

Over 2021/22, Medicines Management Forum monitored medicines practices
to ensure that the improvements are truly embedded into practice. Further
training is delivered to those units that score below standard in any audit
criteria and support provided until practice is sustainably improved.

7.0

Pharmacy Team Planning and development programme for 2022/23

7.1

The demand for Pharmacy services from our patients, our Trust and the wider
Integrated Care System have increased and changed significantly over the past
two years. New needs have been identified through internal processes such as
the Internal Audit discussed in Section 6.2. New needs have also arisen from
national initiatives such as new care models and integration requirements.

7.2

A Pharmacy Team Planning workshop with the whole Pharmacy team,
facilitated by the Deputy Medical Director took place in July 2021 to explore
how the new demands on Pharmacy can be best met.

7.3

In Quarter 4, work began on business cases to request new investment into the
Pharmacy Team to help us meet these new demands. We will seek to get these
approved in Quarter 1 of 2022/23.

7.4

In addition to the lines of work discussed in Sections 3, 4 and 6, the following
are areas of focus for 2022/23:

Page | 8

a) To develop and implement a 5-day a week in-house ward clinical pharmacy
and medicines management service that is truly integrated with the operational
and medical teams. This will help ensure we can meet the needs of our patients
and staff such as timely medicines advice, medicine optimisation, meeting
CQUIN targets such as the Discharge medicine service, better discharge
planning, improved auditing and supporting quality improvement projects.
b) To revise and develop the Pharmacy department structure to ensure that the
increased demands on corporate pharmacy functions are met. These include
training and development on medicines, medicines safety, controlled drug
accountability, management of medication alerts, investigation and learning
from medication incidents, succession planning and better cover for leave and
sickness absence.
c) HCT taking on pharmacy pre-registration training for the first time in the form of
a tri-partite employment (between East and North Herts Trust, East and North
Herts CCG and HCT) of a pre-registration pharmacy technician. This will help
put community trusts in the pharmacy training agenda and help support the
growth of pharmacy workforce in our sector.
d) To develop more appropriate training, supervision and support for all Trust nonmedical prescribers, pharmacy Primary Care Network staff and other
colleagues. This is also to provide assurance that all prescribers are practicing
within their competencies.
e) To develop better analytics and information on prescribing patterns in our inpatient units and community services. This is to support better prescribing and
controlled drug accountability.
f) To develop and provide comprehensive Pharmacy support to new services in
HCT such as Hospital at Home
8.0

Pharmacy Services in Primary Care Networks

8.1

The Primary Care Network (PCN) Pharmacy services continue to be well
received by the PCNs in East and North Hertfordshire. Services have grown
with existing partners requesting more staff from HCT.

8.2

The Pharmacy services at PCN level bring about real improvements in patient
care and safety in line with national directives. For example, in one PCN where
we provide the lead PCN Pharmacist, the team has successful implemented a
dedicated pharmacist in all PCN practices who provides a range of functions.
Some areas include undertaking structured medication reviews, improving
medicines optimisation and safety via clinical audits and high-risk drug
monitoring, supporting care homes including setting up E-Proxy medication
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ordering, and running practice clinics for long term conditions such as asthma.
Clinical pharmacists have greatly benefitted the practice by providing an
additional level of expertise for patients, whilst also helping the practice to
achieve key core contract targets and indicators set by NHS England. This have
allowed the clinical pharmacy team in one PCN to provided 5,596 patient
appointments since April 2021, including 3,320 structured medication reviews.
On top of direct patient care, PCN Pharmacy services significantly free up
general practitioner (GP) time, allowing more patients to be seen in GP
surgeries.

Author: Chi Kai Tam
Deputy Director of Medicines Optimisation, Chief Pharmacist
May 2022

Page | 10

Board 2nd August 2022

Attachment J9

NHS Workforce Race
Equality Standard
(WRES) Report
April 2021 – March 2022

Introduction
Hertfordshire Community NHS Trust is committed to delivering
services that are responsive to and fully meet the diverse
needs of our communities, patients and service users.
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.
This report sets out key information covering the
period April 2021 to March 2022. It includes detailed
information on our Black, Asian and Minority Ethnic
(BAME) workforce during this period to help us
understand the trends and patterns of inequality, so that
we are able to mitigate them in a systematic manner. It
also covers the progress we have made to date and the
actions we plan to take to address identified gaps and further
promote diversity and inclusion within our organisation.
The actions set out in this report have been developed with our BAME Network Chair and
members, with additional input from our wider BAME workforce.

NHS Workforce Race Equality Standard (WRES)
The national NHS Workforce Race Equality Standard (WRES), which was introduced in 2015, is
designed to improve the representation and experience of Black, Asian and Minority Ethnic
(BAME) staff at all levels of the organisation. There are a total of nine indicators that make up
the WRES, split across workforce data, the national NHS Staff Survey and Trust Board
composition, as follows:
1.

Percentage of staff in each of the AfC Bands 1-9 or Medical and Dental subgroups and
VSM (including executive Board members) compared with the percentage of staff in the
overall workforce

2.

Relative likelihood of staff being appointed from shortlisting across all posts

3.

Relative likelihood of staff entering the formal disciplinary process

4.

Relative likelihood of staff accessing non-mandatory training and CPD

5.

Percentage staff experiencing harassment, bullying or abuse from patients, relatives or
the public in the last 12 months (from NHS Annual Staff Survey)

6.

Percentage staff experiencing harassment, bullying or abuse from staff in the last 12
months (from NHS Annual Staff Survey)

7.

Percentage staff believing that the organisation provides equal opportunities for career
progression or promotion (from NHS Annual Staff Survey)

8.

Percentage staff having personally experienced discrimination at work from manager,
team leader, or other colleague In the last 12 months (from NHS Annual Staff Survey)

9.

Percentage difference between the organisations’ Board voting membership and its
overall workforce

Executive Summary of Progress Against Measures
The main points to note from this report against the nine indicators are summarised below:
Indicator

Comments

Indicator 1

This indicator shows a mixed picture, with the highest proportions of BAME staff
in medical and dental staff groups, as well as Band 2, 5, 6 and 8a. There are no
BAME staff in Bands 8c and 9 or on VSM pay (albeit these are small staff
groups). Whereas the Trust has previously reported having an overall workforce
in line with the Hertfordshire population, more recent population data suggests
that this is no longer the case – with 19% of the local population from BAME
groups compared to 14.6% in the Trust.

Indicator 2

Applicants from a white background are more likely to be appointed after
shortlisting than applicants from a BAME background. However, this is
improving - in 2018 the relative likelihood of a white person being appointed was
1.94 and the gap has now reduced to 1.44 (1.53 last year). Completely equal
would be 1.00.

Indicator 3

BAME staff are 1.4 times more likely to enter formal disciplinary proceedings
than their white colleagues, although this figure has greatly improved over the
last few years. We have very small numbers of formal disciplinary cases (10 in
the two-year monitoring period).

Indicator 4

38% of BAME staff have accessed non-mandatory training this year, compared
to 32% of white staff. Slightly more BAME staff have accessed training than
white for the last couple of years, but the gap has now widened with a relative
likelihood of 0.84.

Indicator 5

Surprisingly, for the last few years a lower proportion of our BAME staff have
said that they had experienced harassment or abuse from patients and the
public than white staff. This is not the same for other Community Trusts and our
scores for both BAME and white groups were better than the Community Trust
average.

Indicator 6

As last year, a much higher proportion of BAME staff than white staff said that
they had experienced bullying or harassment from other staff, so this continues
to be an area of concern. However, there has been a small improvement since
last year and our scores for both groups are significantly better than the
Community Trust average.

Indicator 7

In line with previous years, fewer of our BAME staff believe that we provide
equal opportunities for career progression than our white staff, However, this
has greatly improved compared with last year (45% to 53%) and is above the
average for Community Trusts.

Indicator 8

Whilst the percentage of BAME staff reporting they have experienced
discrimination is higher than white colleagues, more positively the score has
improved significantly since last year and is half that of the Community Trust
average.

Indicator 9

At March 2022, there was one voting member of the Board from a BAME
background. Because of the small numbers on the Board, one or two people are
enough to make the difference between being representative of the total
workforce or not. At 11.1%, one member is just short of being in line with the
overall workforce breakdown of 14.6%.

RAG

Our Progress To Date
BAME Network
Our BAME (Black, Asian and Minority Ethnic) staff network, which we launched in August 2019,
has continued to mature over the last year, under its Chair Tinu Fakoya. The group now has its
own executive committee to help drive the diversity and inclusion agenda in the Trust. The
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. Through these sessions, our staff can discuss their experience of working in the
NHS and support each other on the issues they face. The network has also celebrated multicultural events such as Black History Month and Diwali.
Anti-Racism
The Trust is committed to taking an anti-racist stance, took an active part in promoting the East
of England Anti-Racism strategy, and the Trust board is working on releasing an anti-racism
statement. Anti-racism also informs a large proportion of the Trust’s developing EDI (Equity,
Diversity & Inclusion) Strategy.
Inclusion and Compassionate Leadership
We have maintained inclusion as the main theme of our leadership development over the
year. Our Annual Leaders’ Conference in October continued building on the focus we have had
about compassionate leadership and inclusion, with a key note session on unconscious
bias. Excellent feedback was received on the event and this has been further built on with a
series of shorter leadership development events over subsequent months.
Inclusion Champions
We have introduced Inclusion Champions in the Trust, who will work within teams to ensure all
voices are heard. The Inclusion champions will help to raise awareness of equity, diversity and
inclusion and the Trust’s strategy and action plan; they will be the point of contact for staff in their
department and advise informally on equity, diversity and inclusion issues and procedures.
Development Opportunities
Building on the two new talent development programmes specifically targeting and prioritising
under-represented groups – our Talent 3-5 programme and our Talent 6-7- Realising Your
Potential programme - introduced last year, the Trust introduced the Building on Your success
Talent programme for bands 8+ this year.
Although some national leadership and management programmes for BAME staff run by NHS
Leadership Academy (such as the Ready Now and Stepping Up programme) were suspended
due to the Covid-19 pandemic, we have continued to support BAME colleagues to participate in
well-regarded wider leadership programmes, such as the Mary Seacole.

Reciprocal Mentoring Scheme
In recent years we have run a Reciprocal Mentoring Scheme, which aims to help senior managers
to learn and see issues from the perspective of others. This was piloted with Executive Team
members, who were paired primarily with BAME mentors. Training for both mentors and mentees
was provided and monthly mentoring meetings have taken place. The plan is now to roll out a
reciprocal/developmental mentoring scheme more widely. This feeds into the Trust’s talent
management approach to allow us to identify and grow a more inclusive talent pool.
Fair Recruitment Processes
The Trust has an e-recruitment system which removes personal information (including name) to
help avoid discrimination through the recruitment process. Training in fair recruitment practices,
including unconscious bias, is in place and at least one member of each recruitment panel is
required to have been trained. The BAME Network Chair sits on the Stakeholder Panels for
Board level roles and we have now trained a group of BAME Network volunteers to sit on the
interview panels for other senior roles within the Trust and as part of the ICS (the Herts and West
Essex Integrated Care System)
Disciplinary Processes
The Trust’s disciplinary policy has been updated with the introduction of a pre-investigation
checklist if it’s proposed that any staff member from a BAME background should be under
investigation, providing an opportunity to review for any potential bias in the process.
The RACE Equality Code
The Trust has signed up to adopt the RACE Equality Code, providing us with the opportunity to
use a robust and comprehensive framework of measures and a methodology for transparent
implementation of actions through which the Trust can demonstrate accountability.
Work with System Partners
In addition to the work that has been taking place internally, we have been actively working with
our partners across the Herts and West Essex Integrated Care System to address issues
impacting on our BAME workforce. This includes training a group of BAME Network volunteers
to sit on panels for senior posts within the ICS, volunteers supporting the ICS BAME support line
and supporting the development of ICS talent development programmes similar to the ones
already run within the Trust.

Our Results Against the Nine WRES Indicators
Indicator 1 - Percentage of staff in each of the AfC Bands 1-9, Medical and Dental and
VSM (Executive Directors) compared with the percentage of staff in the overall workforce
This indicator shows a mixed picture, with the highest proportions of BAME staff in medical and
dental staff groups as well as Band 2, 5, 6 and 8a. The biggest gaps are at Bands 8c and 9
(albeit there are small numbers in these grades). There are also no Executive Team members
from a Black, Asian or Minority Ethnic background.
Whereas in previous years, the Trust has reported having an overall workforce in line with the
local population (compared with 2011 census data), more recent data taken from the
Hertfordshire County Council Diversity and Inclusion Annual Report 2020-2021 suggests that
this is no longer the case – at 19% in the local population against 14.6% in the Trust.

The following graph and table show the breakdown by grade:

Indicator 1
Band 2
Band 3
Band 4
Band 5
Band 6
Band 7
Band 8A
Band 8B
Band 8C
Band 8D
Band 9
Consultants
Career Grade
Dentists and GPs
VSM/Board

23
44
36
61
93
39
18
2
0
1
0
6
4
19
1

BAME
20.9%
12.2%
12.2%
16.3%
15.7%
9.8%
14.9%
5.6%
0.0%
11.1%
0.0%
75.0%
44.4%
45.2%
8.3%

80
306
253
303
481
349
97
34
9
8
2
1
5
16
10

White
72.7%
85.0%
85.8%
80.8%
81.3%
87.7%
80.2%
94.4%
90.0%
88.9%
66.7%
12.5%
55.6%
38.1%
83.3%

Total Workforce

347

14.6%

1954

82.1%

Not Stated
7
6.4%
10
2.8%
6
2.0%
11
2.9%
18
3.0%
10
2.5%
6
5.0%
0
0.0%
1
10.0%
0
0.0%
1
33.3%
1
12.5%
0
0.0%
7
16.7%
1
8.3%

Total Workforce
110
4.6%
360
15.1%
295
12.4%
375
15.8%
592
24.9%
398
16.7%
121
5.1%
36
1.5%
10
0.4%
9
0.4%
3
0.1%
8
0.3%
9
0.4%
42
1.8%
12
0.5%

79

2380

3.3%

100.0%

Indicator 2 - Relative likelihood of staff being appointed from shortlisting across all posts
Applicants from a white background are more likely to be appointed after shortlisting than
applicants from a BAME background. However, this indicator has shown improvements over
the last 4 years. In 2018 the relative likelihood of a white person being appointed was 1.94 and
the gap has now reduced to 1.44 (1.53 last year).
A completely equal likelihood would be 1.00.
Indicator 2

BAME WHITE Not Declared Total Workforce

Relative Likelihood of Appointment
from Shortlisting

16.7%

24.1%

62.7%

24.1%

Indicator 3 - Relative likelihood of staff entering the formal disciplinary process
Applying the criteria for this indicator, BAME staff remain more likely to enter formal disciplinary
proceedings than their white colleagues. However, this is improving: halving from 6.86 in 2019
to 3.11 in 2020, then reducing again to 1.83 in 2021. This year, 10 formal disciplinary procedures
have taken place during the two-year monitored period (average of 5 cases per year) with the
ratio reducing further to 1.4.
Indicator 3

BAME

White

Relative Likelihood of Staff entering the
Formal Disciplinary Process

0.29%

0.20%

Not Stated Total Workforce
0.00%

0.21%

Indicator 4 - Relative likelihood of staff accessing non-mandatory training and CPD
Overall a lower proportion of staff have accessed training than in previous years due to the
ongoing impact of the pandemic. However, a significantly higher percentage of BAME staff have
accessed non-mandatory training than white staff. This has been the case for the last couple of
years, but the gap has now widened. The relative likelihood of white and BAME staff accessing
training over the last 4 years has been as follows: 2019 = 1.04, 2020 = 0.93, 2021 = 0.94 and
2022 = 0.84.
Indicator 4

BAME

White

Likelihood of Staff Accessing NonMandatory Training and CPD

38.0%

32.1%

Not Stated Total Workforce
22.8%

32.7%

Indicator 5 - Percentage staff experiencing harassment, bullying or abuse from patients,
relatives or the public in the last 12 months (from NHS Annual Staff Survey)
Surprisingly, for the last few years a lower proportion of our BAME staff have said that they had
experienced harassment or abuse from patients and the public than white staff. This is not the
same for other Community Trusts and our scores for both BAME and white groups were better
than the Community Trust average.

Indicator 6 - Percentage staff experiencing harassment, bullying or abuse from staff in
the last 12 months (from NHS Annual Staff Survey)
As last year, a much higher proportion of BAME staff than white staff said that they had
experienced bullying or harassment from other staff, so this continues to be an area of concern.
However, there has been a small improvement since last year and our scores for both groups
are significantly better than the Community Trust average.

Indicator 7 - Percentage staff believing that the organisation provides equal
opportunities for career progression or promotion (from NHS Annual Staff Survey)
In line with previous years, fewer of our BAME staff believe that we provide equal opportunities
for career progression than our white staff, However, this has greatly improved compared with
last year and is above the average for Community Trusts.

Indicator 8 - Percentage staff having personally experienced discrimination at work from
manager, team leader, or other colleague in the last 12 months (from NHS Annual Staff
Survey)
Whilst the percentage of BAME staff reporting they have experienced discrimination is higher
than white colleagues, the positive news is that the score has improved significantly since last
year and is half that of the Community Trust average.

Indicator 9 - Percentage difference between the organisations’ Board voting membership
and its overall workforce
At March 2022, there was one voting member of the Board from a BAME background. Because
of the small numbers on the Board, one or two people are enough to make the difference between
being representative of the total workforce or not. At 11.1%, one member is just short of being in
line with the overall workforce breakdown of 14.6%.
Indicator 9

BAME

White

Not Stated

Voting Board Members - % by Ethnicity

11.1%

77.8%

11.1%

Overall Workforce - % by Ethnicity

14.6%

82.1%

3.3%

Our Planned Actions for the Coming Year
Our planned actions for 2022/23, drawn up in conjunction with our BAME Network Chair and
Trust BAME colleagues, include:
Action

Lead

Date

Outcome

To publicise the requirement for every
member of staff to have an equalities
related objective as part of their appraisal

ARy/JT

Sept
2022

Equalities is considered
‘everybody’s business’

To convert the RACE Code action points
into a plan with SMART objectives

TF

Sept
2022

Timelines/detail added for
completion of actions under
the RACE Code

To analyse and publicise Ethnicity Pay
Gap data for the Trust

TF

Oct
2022

Wider Trust understanding of
this data

To implement a Trust Shadow Board
targeting under-represented groups to
provide development and more diversity to
Trust decision-making

ARy/
TF

Oct
2022

Shadow Board in place and
making an impact on decisionmaking.

To agree and launch the Trust Equity,
Diversity and Inclusion Strategy, including
a Board agreed Anti-Racism Statement.

ARy /
TF

Oct
2022

Clear direction and
commitment in place.

To develop targets to achieve a fully
representative workforce at all levels
within 5 years

TF/
ARy

Dec
2022

Increased representation in the
leadership of the Trust

To identify at least 2 BAME colleagues at
Band 8a/b to be actively developed to
apply for the Accelerated Director
Development Programme (ADDs).

ARy/
Ops

Dec
2022

Improved representation at
senior grades and career
progression

To review and identify further initiatives to
support the recruitment and promotion of
people in under-represented groups.

TF/DC

March
2023

Trust’s workforce is
representative of the local
population.

To work with ICS partners to develop a
programme of unconscious bias/cultural
intelligence training at all levels.

TF/JT

March
2023

All levels of staff trained

To address explicitly the development of
under-represented groups within Trust
Talent Management processes to ensure
they are supported and build their
confidence.

TF/SL

March
2023

Under-represented groups are
developed in readiness for
next steps.

Alison Ryder - Associate Director of People
Tinu Fakoya – Head of Equity, Diversity and Inclusion
Jack Martin – Workforce Systems Lead
July 2022
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NHS Workforce Disability
Equality Standard
(WDES) Report
April 2021 – March 2022

Introduction
Hertfordshire Community NHS Trust is committed to delivering
services that are responsive to and fully meet the diverse needs
of our communities, patients and service users.
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.
This report sets out key information on our staff living
with a disability for the period April 2021 to March 2022
to help us understand the trends and patterns of
inequality, so that we are able to mitigate them in a
systematic manner. It also covers the progress we have
made to date and the actions we plan to take to address
identified gaps and further promote diversity and inclusion within
our organisation.

NHS Workforce Disability Standard (WRES)
The national NHS Workforce Disability Equality Standard (WDES), which was introduced in
2018, is a set of ten specific measures (metrics) which enables NHS organisations to compare
the workplace and career experiences of disabled and non-disabled staff. These measures
comprise:
1.

Percentage of staff in each of the AfC Bands 1-9 or Medical and Dental subgroups and
VSM (including Executive Board members) compared with the percentage of staff in the
overall workforce

2.

Relative likelihood of staff being appointed from shortlisting across all posts

3.

Relative likelihood of staff entering the formal capability process

4.

a) Percentage of disabled staff compared to non-disabled staff experiencing
harassment, bullying or abuse from:
i. Patients/Service users, their relatives or other members of the public
ii. Managers
iii. Other colleagues
b) Percentage of disabled staff compared to non-disabled staff saying that the last time
they experienced harassment, bullying or abuse at work, they or a colleague reported it.

4.
5.

Percentage of disabled staff compared to non-disabled staff believing that the Trust
provides equal opportunities for career progression or promotion.

6.

Percentage of disabled staff compared to non-disabled staff saying that they have felt
pressure from their manager to come to work, despite not feeling well enough to perform
their duties.

7.

Percentage of disabled staff compared to non-disabled staff saying that they are
satisfied with the extent to which their organisation values their work.

8.

Percentage of disabled staff saying that their employer has made adequate
adjustment(s) to enable them to carry out their work.

9.

a) The staff engagement score for disabled staff, compared to non-disabled staff.
b) Has your Trust taken action to facilitate the voices of disabled staff in your
organisation to be heard?

10.

Percentage difference between the organisation’s Board voting membership and its
organisation’s overall workforce, disaggregated:
• By voting membership of the Board.
• By Executive membership of the Board.

Executive Summary of Progress Against Measures
The main points to note from this report against the ten indicators are summarised below:
Indicator

Comments

Indicator 1

The breakdown of staff reporting themselves as living with a disability
shows a lack of disabled staff in Bands 8c/8d/9 and medical consultants.
However, there are staff with a disability at all other levels in the
organisation, including the highest percentages at Band 8b and amongst
career grade doctors. The high proportion in Band 8b means that Band 8
is representative overall at 5.1% and doctors/dentists as a group are also
representative at 5%. The highest headcount of disabled staff is at band 6
(30 staff). The percentage of staff not declaring has reduced from 10% to
8% over the last year.
Non-disabled applicants are 1.06 times more likely to appointed after
shortlisting than disabled applicants, which means that the ratio is almost
equal (completely equal would be 1.00). This has improved since last year
when the likelihood was 1.21 times.
There were no disabled staff involved in formal capability cases during this
monitored period. Most issues are resolved though informal processes, so
there have only been two formal hearings in total.
The proportion of disabled staff experiencing harassment, bullying or
abuse from patients and the public is slightly higher than for non-disabled
staff, but is both improved since last year and better than the Community
Trust average
The proportion of disabled staff experiencing harassment, bullying or
abuse from managers is much higher than for non-disabled staff, but has
decreased since last year. It is also much lower than the Community Trust
average.

Indicator 2

Indicator 3
Indicator
4ai
Indicator
4 a ii

Indicator
4 a iii
Indicator
4b
Indicator 5

The proportion of disabled staff experiencing harassment, bullying or
abuse from other colleagues is much higher than for non-disabled staff; it
has however improved since last year, and is much better than the
Community Trust average.
Disabled staff are significantly less likely than their non-disabled
counterparts to report incidents of harassment or bullying; this measure
has worsened since last year, and is below the Community Trust average.
Fewer disabled than non-disabled staff believe that the Trust provides
equal opportunities for career progression and this has declined slightly
since last year. The Trust is at the Community Trust average.

RAG

Indicator 6
Indicator 7

Indicator 8
Indicator
9a
Indicator
9b

Indicator
10

Disabled staff were almost twice as likely as non-disabled staff to have felt
pressure to come into work. Although this has improved since last year, it
remains worse than the average for Community Trusts.
Fewer disabled than non-disabled staff are satisfied with the extent to
which the organisation values their work and there has been no change in
this measure since last year, although this is above the average for
Community Trusts. There has been a deterioration in the number of nondisabled staff who are satisfied with this, however, so the gap has
narrowed.
74% of disabled staff report that the Trust has made adequate adjustments
to enable them to carry out their work, which is lower than last year and is
below the average for Community Trusts..
The staff engagement score for disabled staff is slightly lower than that for
non-disabled staff; this has remained the same since last year and in line
with the average for Community Trusts
The Disability and Long Terms Conditions Network was set up in 2020 and
provides a mechanism for talking directly to disabled staff about their
experiences of working at the Trust. The network reports into the Staff
Council and Joint Staff Negotiating Committee (JNC), which in turn feed
into the People and OD Strategy Steering Group and People. Performance
and Finance Board Sub-Committee and then onto the Trust Board. This is
supplemented by a broad range for mechanisms for engaging with the
wider workforce.
There is one person living with a disability on the Trust Board, but none
declared on the Executive Team. As there are only small numbers on the
Board, one or two people have a large impact on the percentages, so
overall the Board/Executive is reflective of the percentage of staff living
with a disability or long-term condition in the wider workforce.

Our Action to Date
Disability and Long Term Conditions Network
Our Disability and Long Term Conditions (DLTC) Network helps drive our work on our WDES
measures and on the disability agenda more widely. The network is growing in its level of
engagement and maturity. Recent work has included developing staff Workplace Adjustment
Passports and looking at work adjustments relating to dyslexia.
Inclusion Champions
In the last year, we have introduced Inclusion Champions in the Trust, who work within teams to
ensure all voices are heard. These Champions will help to raise awareness of equity, diversity
and inclusion and the Trust’s strategy; they will be the point of contact for staff in their
department and will advise informally on equity, diversity and inclusion issues and procedures.
Disability Confident Employer
In May 2022, we were reassessed against and re-awarded Level
2 Disability Confident Employer status under the Disability
Confident scheme. Under this scheme, applicants with a
disability are guaranteed an interview subject to meeting the
essential criteria for the job. In addition, we undertake to support
our staff with a disability, including making reasonable adjustments for them in their jobs.

Workplace Adjustments
The People Team works with candidates and existing staff on an individual basis to put in place
reasonable adjustments or workplace adjustments as required. There have been numerous
examples of staff being kept in Trust employment through responding to their needs, including
clinical staff moving into the Hub to use their professional skills with less impact on their
physical health, and finding part time roles for staff unable to carry out full time duties.
Additional equipment is provided as required, such as specialist chairs and standing desks in
Trust offices.
Talent Management Programmes
Over the last 2 years, we have introduced Talent programmes at all levels, specifically targeting
under-represented groups, including those with a disability. Our Talent 3-4 programme and our
Talent 5-7- Realising Your Potential programme are in their second year, with over 100 staff
having gone through the Talent 5-7 programme. We have now launched a new programme for
staff at Band 8+ which we are linking with being a pilot site for the new national development
tool ‘Scope for Growth’
Easy Read Application Form
For some years we have had in place an easy read application form to support applicants with
dyslexia or learning difficulties to apply for roles with us.
Policy Developments
The Trust has had a Flexible Working Policy in place for many years and supports a wide range
of flexible working patterns to enable staff to better balance their working lives and cater for
their individual requirements. Over 55% of our staff work part time hours, whilst we also have
other full time staff on staggered hours or other working patterns to meet their needs.
We also have a suite of health and wellbeing policies to support our staff, including those
relating to Management of Sickness Absence, Stress Management, Alcohol and Substance
Misuse, Mental Health Wellbeing, Menopause, and Domestic Abuse.
Health and Wellbeing Programme
Supporting the health and wellbeing of our staff, regardless of whether they have a disability, is
a high priority for the Trust. We provide wellbeing support in a range of ways including access
to our enhanced Employee Assistance Programme, ‘Here for You’ psychological support
service with system partners, Health at Work service, Schwartz Rounds, Mental Health First Aid
training, menopause app and support, Staff Wellbeing Weeks, resilience apps and webinars,
long covid support and fast track physiotherapy.

Our Full Results Against the 10 WDES Indicators
Indicator 1 - Percentage of staff in each of the AfC Bands 1-9, Medical and VSM
(including executive Board members) compared with the percentage of staff in the
overall workforce
The breakdown of staff reporting themselves as living with a disability shows a lack of disabled
staff in Bands 8c, 8d, 9 and medical consultants. However, there are staff with a disability at all
other levels in the organisation, including the highest percentages at Band 8b and amongst
career grade doctors. The high proportion in Band 8b means that Band 8 is representative
overall at 5.1% and doctors/dentists as a group are also representative at 5%. The highest
headcount of disabled staff is at band 6 (30 staff). Having made concerted efforts to
encourage staff to declare their disability, the percentage of undeclared has reduced from 10%
to 8% over the last year. Those who don’t declare have said this is because their disability
does not impact on their work.
Indicator 1

Disabled

Non-Disabled

Not Declared

Total

Band 2

6

5.5%

91

82.7%

13

11.8%

110

4.6%

Band 3

14

3.9%

322

89.4%

24

6.7%

360

15.1%

Band 4

12

4.1%

263

89.2%

20

6.8%

295

12.4%

Band 5

14

3.7%

323

86.1%

38

10.1%

375

15.8%

Band 6

30

5.1%

527

89.0%

35

5.9%

592

24.9%

Band 7

14

3.5%

355

89.2%

29

7.3%

398

16.7%

Band 8A

3

2.5%

105

86.8%

13

10.7%

121

5.1%

Band 8B

6

16.7%

28

77.8%

2

5.6%

36

1.5%

Band 8C

0

0.0%

8

80.0%

2

20.0%

10

0.4%

Band 8D

0

0.0%

9

100.0%

0

0.0%

9

0.4%

Band 9

0

0.0%

2

66.7%

1

33.3%

3

0.1%

Consultants

0

0.0%

8

100.0%

0

0.0%

8

0.3%

Career Grade

2

22.2%

7

77.8%

0

0.0%

9

0.4%

Dentists/GPs

1

2.4%

31

73.8%

10

23.8%

42

1.8%

VSM/Board

1

8.3%

8

66.7%

3

25.0%

12

0.5%

Grand Total

103

4.3%

2087

87.7%

190

8.0%

2380

100.0%

Indicator 2 - Relative likelihood of staff being appointed from shortlisting across all posts
Non-disabled applicants are 1.06 times more likely to appointed after shortlisting than disabled
applicants, which means that the ratio is almost equal (completely equal would be 1.00). This
has improved since last year when the likelihood was 1.21 times.

Indicator 2
Relative Likelihood of Appointment
from Shortlisting

Disabled Non-Disabled Not Declared Total Workforce
21.9%

23.3%

42.7%

24.1%

Indicator 3 - Relative likelihood of staff entering the formal capability process
There were no disabled staff involved in formal capability cases during this monitored period.
Most issues are resolved though informal processes and there have been minimal numbers of
formal hearings (2 new cases), so the percentages are very small.
Indicator 3
Disabled Non-Disabled Not Declared Total Workforce
Likelihood of Staff entering the Formal
0.0%
0.05%
0.0%
0.04%
Capability Process
Indicator 4 - a) Percentage of disabled staff compared to non-disabled staff experiencing
harassment, bullying or abuse from:
i.
Patients/Service users, their relatives or other members of the public
The proportion of disabled staff experiencing harassment, bullying or abuse from patients and
the public is slightly higher than for non-disabled staff, but is both improved since last year and
better than the Community Trust average.

ii.
Managers
The proportion of disabled staff experiencing harassment, bullying or abuse from managers is
much higher than for non-disabled staff, but has decreased since last year. It is also much
better than the Community Trust average.

iii.
Other colleagues
The proportion of disabled staff experiencing harassment, bullying or abuse from other
colleagues is much higher than for non-disabled staff; it has however improved since last year,
and is much better than the Community Trust average.

Indicator 4 - b) Percentage of disabled staff compared to non-disabled staff saying that
the last time they experienced harassment, bullying or abuse at work, they or a colleague
reported it.
Disabled staff are significantly less likely than their non-disabled counterparts to report incidents
of harassment or bullying; this measure has worsened since last year, and is below the
Community Trust average.

Indicator 5 - Percentage of disabled staff compared to non-disabled staff believing that
the Trust provides equal opportunities for career progression or promotion.
Fewer disabled than non-disabled staff believe that the Trust provides equal opportunities for
career progression and this has declined slightly since last year. The Trust is at the Community
Trust average.

Indicator 6 - Percentage of disabled staff compared to non-disabled staff saying that
they have felt pressure from their manager to come to work, despite not feeling well
enough to perform their duties.
Disabled staff were almost twice as likely as non-disabled staff to have felt pressure to come
into work. Although this has improved since last year, it remains worse than the average for
Community Trusts.

Indicator 7 - Percentage of disabled staff compared to non-disabled staff saying that
they are satisfied with the extent to which their organisation values their work.
Fewer disabled than non-disabled staff are satisfied with the extent to which the organisation
values their work and there has been no change in this measure since last year, although this is
above the average for Community Trusts. There has been a deterioration in the number of nondisabled staff who are satisfied with the extent to which the organisation values their work,
however, so the gap has narrowed.

Indicator 8 - Percentage of disabled staff saying that their employer has made adequate
adjustment(s) to enable them to carry out their work.
74% of disabled staff report that the Trust has made adequate adjustments to enable them to
carry out their work, this has deteriorated since last year and is below the average for
Community Trusts.

Indicator 9 - a) The staff engagement score for disabled staff, compared to non-disabled
staff.
The staff engagement score for disabled staff is slightly lower than that for non-disabled staff;
this has remained the same since last year, and in line with the average for Community Trusts.

Indicator 9 - b) Has your Trust taken action to facilitate the voices of disabled staff in
your organisation to be heard?
The Disability and Long Terms Conditions (DLTC) Network was set up in 2020 and now
provides a mechanism for talking directly to disabled staff about their experiences of working at
the Trust. Whilst the DLTC Network is still quite immature, it is gaining traction and
engagement is improving. Network meetings (held every two months) have included
discussions about the Annual Staff Survey results and talking to the group about actions that
would improve their working lives, as well as work on staff Workplace Adjustment Passports
and dyslexia.
The Network reports into the Staff Council and Joint Staff Negotiating Committee (JNC), which
in turn feeds into the People and OD Strategy Steering Group and People. Performance and
Finance Board Sub-Committee and onto the Trust Board.
More generally, the Trust hears all staff voices through a range of mechanisms, including
though regular pulse surveys, Team Conversation, Board keeping-in-touch visits, and all-staff
meetings.
Indicator 10 - Percentage difference between the organisation’s Board voting
membership and its organisation’s overall workforce, disaggregated:
• By voting membership of the Board.
• By Executive membership of the Board.
There is one person living with a disability on the Trust Board with two under the “Not Declared”
category. No disabilities are declared on the Executive Team (although one person is in the
“Not Declared” category). As there are only small numbers on the Board, one or two people
have a large impact on the percentages.
Indicator 10

Disabled

Non-Disabled

Not Declared

Voting Membership of the Board

11.1%

66.7%

22.2%

Executive Membership of the Board

0.0%

83.3%

16.7%

Total Workforce

6.7%

73.3%

20.0%

Our Planned Actions for the Coming Year
Our planned actions for 2022/2023, to be tested out and refined with our DLTC Network
include:
Action

Lead

Date

Outcome

Launch the Workplace Adjustment
Passport

TF

Sept
2022

All disabled staff provided
with reasonable
adjustments where needed

To agree and launch the Trust Equity,
Diversity and Inclusion Strategy.

ARy / TF

Oct
2022

Clear direction and
commitment in place.

To expand mechanisms for reviewing
disciplinary and capability decisions to
include those with a Disability/LTC

RG/ TF

Dec
2022

Prevention of bias in
application of disciplinary /
capability procedures

To continue to run a programme of staff
health and wellbeing support, including
Schwartz rounds, further menopause
support, staff wellbeing week etc.

SK

March
2023

Staff understand that HCT
takes health and wellbeing
seriously

To work with ICS partners to develop a
programme of unconscious bias/cultural
intelligence training at all levels.

TF/JT

March
2023

All levels of staff trained

To work with system partners to reprocure fast track access to physiotherapy
services

SK

March
2023

Staff have access to good
MSK support

To continue to promote the ‘Here for You’
and Employee Assistance Programme
emotional support services, recognising
that Long Term Conditions have an impact
on mental health.

SK

March
2023

All staff able to access
emotional support.

To roll out the Restorative/Just Culture
model across the Trust

TF/
JT

March
2023

Communication of model &
guidelines to all managers
and staff

To co-create an action plan to tackle
bullying and harassment of those with a
disability with the DLTC Network

DLTC
/TF

March
2023

Evidence of plan being
developed and customised
initiatives in place

Alison Ryder - Associate Director of People
Tinu Fakoya – Head of Equity, Diversity and Inclusion
Jack Martin – Workforce Systems Lead
July 2022
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The NHS Constitution

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

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

1. The NHS provides a
comprehensive service, available
to all irrespective of gender, race,
disability, age, sexual orientation,
religion, belief, gender reassignment,
pregnancy and maternity or marital
or civil partnership status. The service
is designed to improve, prevent,
diagnose and treat both physical and
mental health problems with equal
regard. It has a duty to each and
every individual that it serves and
must respect their human rights.
At the same time, it has a wider
social duty to promote equality
through the services it provides and
to pay particular attention to groups
or sections of society where
improvements in health and life
expectancy are not keeping pace
with the rest of the population.
2. Access to NHS services is based
on clinical need, not an
individual’s ability to pay. NHS
services are free of charge, except in
limited circumstances sanctioned by
Parliament.
3. The NHS aspires to the highest
standards of excellence and
professionalism – in the provision
of high quality care that is safe,

effective and focused on patient
experience; in the people it employs,
and in the support, education,
training and development they
receive; in the leadership and
management of its organisations;
and through its commitment to
innovation and to the promotion,
conduct and use of research to
improve the current and future health
and care of the population. Respect,
dignity, compassion and care should
be at the core of how patients and
staff are treated not only because
that is the right thing to do but
because patient safety, experience
and outcomes are all improved when
staff are valued, empowered and
supported.
4. The patient will be at the heart
of everything the NHS does. It
should support individuals to
promote and manage their own
health. NHS services must reflect,
and should be coordinated around
and tailored to, the needs and
preferences of patients, their families
and their carers. As part of this, the
NHS will ensure that in line with the
Armed Forces Covenant, those in the
armed forces, reservists, their families
and veterans are not disadvantaged
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in accessing health services in the
area they reside. Patients, with their
families and carers, where
appropriate, will be involved in and
consulted on all decisions about their
care and treatment. The NHS will
actively encourage feedback from the
public, patients and staff, welcome it
and use it to improve its services.
5. The NHS works across
organisational boundaries and in
partnership with other
organisations in the interest of
patients, local communities and
the wider population. The NHS is
an integrated system of organisations
and services bound together by the
principles and values reflected in the
Constitution. The NHS is committed
to working jointly with other local
authority services, other public sector
organisations and a wide range of
private and voluntary sector
organisations to provide and
deliver improvements in health
and wellbeing.

6. The NHS is committed to
providing best value for
taxpayers’ money and the most
effective, fair and sustainable use
of finite resources. Public funds for
healthcare will be devoted solely to
the benefit of the people that the
NHS serves.
7. The NHS is accountable to the
public, communities and patients
that it serves. The NHS is a national
service funded through national
taxation, and it is the Government
which sets the framework for the
NHS and which is accountable to
Parliament for its operation.
However, most decisions in the NHS,
especially those about the treatment
of individuals and the detailed
organisation of services, are rightly
taken by the local NHS and by
patients with their clinicians.
The system of responsibility and
accountability for taking decisions in
the NHS should be transparent and
clear to the public, patients and staff.
The Government will ensure that
there is always a clear and up-to-date
statement of NHS accountability for
this purpose.

NHS values
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2. NHS values
Patients, public and staff have helped develop this expression of values
that inspire passion in the NHS and that should underpin everything it
does. Individual organisations will develop and build upon these values,
tailoring them to their local needs. The NHS values provide common
ground for co-operation to achieve shared aspirations, at all levels of
the NHS.

Working together for patients.
Patients come first in everything we
do. We fully involve patients, staff,
families, carers, communities, and
professionals inside and outside the
NHS. We put the needs of patients
and communities before
organisational boundaries. We speak
up when things go wrong.
Respect and dignity. We value
every person – whether patient, their
families or carers, or staff – as an
individual, respect their aspirations
and commitments in life, and seek
to understand their priorities, needs,
abilities and limits. We take what
others have to say seriously. We are
honest and open about our point of
view and what we can and cannot
do.
Commitment to quality of care.
We earn the trust placed in us by
insisting on quality and striving to get
the basics of quality of care – safety,
effectiveness and patient experience
– right every time. We encourage and
welcome feedback from patients,
families, carers, staff and the public.
We use this to improve the care we
provide and build on our successes.

Compassion. We ensure that
compassion is central to the care we
provide and respond with humanity
and kindness to each person’s pain,
distress, anxiety or need. We search
for the things we can do, however
small, to give comfort and relieve
suffering. We find time for patients,
their families and carers, as well as
those we work alongside. We do not
wait to be asked, because we care.
Improving lives. We strive to improve
health and wellbeing and people’s
experiences of the NHS. We cherish
excellence and professionalism
wherever we find it – in the everyday
things that make people’s lives better
as much as in clinical practice, service
improvements and innovation. We
recognise that all have a part to play in
making ourselves, patients and our
communities healthier.
Everyone counts. We maximise our
resources for the benefit of the whole
community, and make sure nobody is
excluded, discriminated against or left
behind. We accept that some people
need more help, that difficult
decisions have to be taken – and that
when we waste resources we waste
opportunities for others.

5
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3a. Patients and the public – your rights and NHS
pledges to you
Everyone who uses the NHS should understand what legal rights they
have. For this reason, important legal rights are summarised in this
Constitution and explained in more detail in the Handbook to the NHS
Constitution, which also explains what you can do if you think you have
not received what is rightfully yours. This summary does not alter your
legal rights.
The Constitution also contains pledges that the NHS is committed to
achieve. Pledges go above and beyond legal rights. This means that
pledges are not legally binding but represent a commitment by the NHS
to provide comprehensive high quality services.

Access to health services:
You have the right to receive NHS
services free of charge, apart from
certain limited exceptions sanctioned
by Parliament.
You have the right to access NHS
services. You will not be refused
access on unreasonable grounds.
You have the right to receive care
and treatment that is appropriate to
you, meets your needs and reflects
your preferences.
You have the right to expect your
NHS to assess the health
requirements of your community and
to commission and put in place the
services to meet those needs as
considered necessary, and in the
case of public health services
commissioned by local authorities,
to take steps to improve the health
of the local community.

You have the right, in certain
circumstances, to go to other
European Economic Area countries or
Switzerland for treatment which
would be available to you through
your NHS commissioner.
You have the right not to be
unlawfully discriminated against in
the provision of NHS services
including on grounds of gender, race,
disability, age, sexual orientation,
religion, belief, gender reassignment,
pregnancy and maternity or marital
or civil partnership status.
You have the right to access certain
services commissioned by NHS bodies
within maximum waiting times, or for
the NHS to take all reasonable steps
to offer you a range of suitable
alternative providers if this is not
possible. The waiting times are
described in the Handbook to the
NHS Constitution.

Patients and the public – your rights and NHS pledges to you

The NHS also commits:
• to provide convenient, easy access
to services within the waiting
times set out in the Handbook to
the NHS Constitution (pledge);
• to make decisions in a clear and
transparent way, so that patients
and the public can understand
how services are planned and
delivered (pledge); and
• to make the transition as smooth
as possible when you are referred
between services, and to put you,
your family and carers at the
centre of decisions that affect you
or them (pledge).

Quality of care and
environment:
You have the right to be treated
with a professional standard of care,
by appropriately qualified and
experienced staff, in a properly
approved or registered organisation
that meets required levels of safety
and quality.
You have the right to be cared for
in a clean, safe, secure and suitable
environment.
You have the right to receive
suitable and nutritious food and
hydration to sustain good health and
wellbeing.

1

|

You have the right to expect NHS
bodies to monitor, and make efforts
to improve continuously, the quality
of healthcare they commission or
provide. This includes improvements
to the safety, effectiveness and
experience of services.
The NHS also commits:
• to identify and share best practice
in quality of care and treatments
(pledge).

Nationally approved
treatments, drugs and
programmes:
You have the right to drugs and
treatments that have been
recommended by NICE1 for use in
the NHS, if your doctor says they are
clinically appropriate for you.
You have the right to expect local
decisions on funding of other drugs
and treatments to be made rationally
following a proper consideration of
the evidence. If the local NHS decides
not to fund a drug or treatment you
and your doctor feel would be right
for you, they will explain that
decision to you.
You have the right to receive the
vaccinations that the Joint Committee
on Vaccination and Immunisation
recommends that you should receive
under an NHS-provided national
immunisation programme.

NICE (the National Institute for Health and Care Excellence) is an independent organisation
producing guidance on drugs and treatments. ‘Recommended for use by NICE’ refers to a type of
NICE recommendation set out in legislation. The relevant health body is obliged to fund specified
NICE recommendations from a date no longer than three months from the publication of the
recommendation unless, in certain limited circumstances, a longer period is specified.
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The NHS also commits:
• to provide screening programmes
as recommended by the UK
National Screening Committee
(pledge).

Respect, consent and
confidentiality:
You have the right to be treated
with dignity and respect, in
accordance with your human rights.
You have the right to be protected
from abuse and neglect, and care
and treatment that is degrading.
You have the right to accept or
refuse treatment that is offered to
you, and not to be given any physical
examination or treatment unless you
have given valid consent. If you do
not have the capacity to do so,
consent must be obtained from a
person legally able to act on your
behalf, or the treatment must be in
your best interests.2

You have the right to be informed
about how your information is used.
You have the right to request that
your confidential information is not
used beyond your own care and
treatment and to have your
objections considered, and where
your wishes cannot be followed,
to be told the reasons including the
legal basis.
The NHS also commits:
• to ensure those involved in your
care and treatment have access to
your health information so they
can care for you safely and
effectively (pledge);
• that if you are admitted to
hospital, you will not have to share
sleeping accommodation with
patients of the opposite sex,
except where appropriate, in line
with details set out in the
Handbook to the NHS
Constitution (pledge);

You have the right to be given
information about the test and
treatment options available to you,
what they involve and their risks and
benefits.

• to anonymise the information
collected during the course of your
treatment and use it to support
research and improve care for
others (pledge);

You have the right of access to
your own health records and to have
any factual inaccuracies corrected.

• where identifiable information has
to be used, to give you the chance
to object wherever possible
(pledge);

You have the right to privacy and
confidentiality and to expect the NHS
to keep your confidential information
safe and secure.
2

• to inform you of research studies
in which you may be eligible to
participate (pledge); and

If you are detained in hospital or on supervised community treatment under the Mental Health
Act 1983 different rules may apply to treatment for your mental disorder. These rules will be
explained to you at the time. They may mean that you can be given treatment for your mental
disorder even though you do not consent.

Patients and the public – your rights and NHS pledges to you

• to share with you any
correspondence sent between
clinicians about your care (pledge).

Informed choice:
You have the right to choose your
GP practice, and to be accepted by
that practice unless there are
reasonable grounds to refuse, in
which case you will be informed of
those reasons.
You have the right to express a
preference for using a particular
doctor within your GP practice, and
for the practice to try to comply.
You have the right to transparent,
accessible and comparable data on
the quality of local healthcare
providers, and on outcomes, as
compared to others nationally.
You have the right to make choices
about the services commissioned by
NHS bodies and to information to
support these choices. The options
available to you will develop over
time and depend on your individual
needs. Details are set out in the
Handbook to the NHS Constitution.
The NHS also commits:
• to inform you about the
healthcare services available to
you, locally and nationally
(pledge); and
• to offer you easily accessible,
reliable and relevant information in
a form you can understand, and
support to use it. This will enable
you to participate fully in your
own healthcare decisions and to
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support you in making choices.
This will include information on
the range and quality of clinical
services where there is robust and
accurate information available
(pledge).

Involvement in your
healthcare and in the NHS:
You have the right to be involved
in planning and making decisions
about your health and care with your
care provider or providers, including
your end of life care, and to be given
information and support to enable
you to do this. Where appropriate,
this right includes your family and
carers. This includes being given the
chance to manage your own care
and treatment, if appropriate.
You have the right to an open and
transparent relationship with the
organisation providing your care. You
must be told about any safety
incident relating to your care which,
in the opinion of a healthcare
professional, has caused, or could still
cause, significant harm or death. You
must be given the facts, an apology,
and any reasonable support you
need.
You have the right to be involved,
directly or through representatives,
in the planning of healthcare services
commissioned by NHS bodies, the
development and consideration of
proposals for changes in the way
those services are provided, and in
decisions to be made affecting the
operation of those services.
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The NHS also commits:
• to provide you with the
information and support you need
to influence and scrutinise the
planning and delivery of NHS
services (pledge);
• to work in partnership with you,
your family, carers and
representatives (pledge);
• to involve you in discussions about
planning your care and to offer
you a written record of what is
agreed if you want one (pledge);
and
• to encourage and welcome
feedback on your health and care
experiences and use this to
improve services (pledge).

Complaint and redress:
You have the right to have any
complaint you make about NHS
services acknowledged within three
working days and to have it properly
investigated.
You have the right to discuss the
manner in which the complaint is to
be handled, and to know the period
within which the investigation is
likely to be completed and the
response sent.
You have the right to be kept
informed of progress and to know
the outcome of any investigation into
your complaint, including an
explanation of the conclusions and
confirmation that any action needed
in consequence of the complaint
has been taken or is proposed to
be taken.

You have the right to take your
complaint to the independent
Parliamentary and Health Service
Ombudsman or Local Government
Ombudsman, if you are not satisfied
with the way your complaint has
been dealt with by the NHS.
You have the right to make a claim
for judicial review if you think you
have been directly affected by an
unlawful act or decision of an NHS
body or local authority.
You have the right to
compensation where you have been
harmed by negligent treatment.
The NHS also commits:
• to ensure that you are treated
with courtesy and you receive
appropriate support throughout
the handling of a complaint; and
that the fact that you have
complained will not adversely
affect your future treatment
(pledge);
• to ensure that when mistakes
happen or if you are harmed while
receiving health care you receive
an appropriate explanation and
apology, delivered with sensitivity
and recognition of the trauma you
have experienced, and know that
lessons will be learned to help
avoid a similar incident occurring
again (pledge); and
• to ensure that the organisation
learns lessons from complaints and
claims and uses these to improve
NHS services (pledge).

Patients and the public – your responsibilities
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3b. Patients and the public – your responsibilities
The NHS belongs to all of us. There are things that we can all do for
ourselves and for one another to help it work effectively, and to ensure
resources are used responsibly.

Please recognise that you can make
a significant contribution to your
own, and your family’s, good health
and wellbeing, and take personal
responsibility for it.
Please register with a GP practice
– the main point of access to NHS
care as commissioned by NHS bodies.
Please treat NHS staff and other
patients with respect and recognise
that violence, or the causing of
nuisance or disturbance on NHS
premises, could result in prosecution.
You should recognise that abusive
and violent behaviour could result in
you being refused access to NHS
services.
Please provide accurate information
about your health, condition and
status.
Please keep appointments, or
cancel within reasonable time.
Receiving treatment within the
maximum waiting times may be
compromised unless you do.
Please follow the course of
treatment which you have agreed,
and talk to your clinician if you find
this difficult.

Please participate in important
public health programmes such as
vaccination.
Please ensure that those closest to
you are aware of your wishes about
organ donation.
Please give feedback – both
positive and negative – about your
experiences and the treatment and
care you have received, including any
adverse reactions you may have had.
You can often provide feedback
anonymously and giving feedback
will not affect adversely your care or
how you are treated. If a family
member or someone you are a carer
for is a patient and unable to provide
feedback, you are encouraged to give
feedback about their experiences on
their behalf. Feedback will help to
improve NHS services for all.
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4a. Staff – your rights and NHS pledges to you
It is the commitment, professionalism and dedication of staff working
for the benefit of the people the NHS serves which really make the
difference. High-quality care requires high-quality workplaces, with
commissioners and providers aiming to be employers of choice.

All staff should have rewarding and
worthwhile jobs, with the freedom
and confidence to act in the interest
of patients. To do this, they need to
be trusted, actively listened to and
provided with meaningful feedback.
They must be treated with respect at
work, have the tools, training and
support to deliver compassionate
care, and opportunities to develop
and progress. Care professionals
should be supported to maximise the
time they spend directly contributing
to the care of patients.
The Constitution applies to all staff,
doing clinical or non-clinical NHS
work – including public health – and
their employers. It covers staff
wherever they are working, whether
in public, private or voluntary sector
organisations.
Staff have extensive legal rights,
embodied in general employment
and discrimination law. These are
summarised in the Handbook to the
NHS Constitution. In addition,
individual contracts of employment
contain terms and conditions giving
staff further rights.

The rights are there to help ensure
that staff:
• have a good working environment
with flexible working
opportunities, consistent with the
needs of patients and with the
way that people live their lives;
• have a fair pay and contract
framework;
• can be involved and represented
in the workplace;
• have healthy and safe working
conditions and an environment
free from harassment, bullying or
violence;
• are treated fairly, equally and free
from discrimination;
• can in certain circumstances take
a complaint about their employer
to an Employment Tribunal; and
• can raise any concern with their
employer, whether it is about
safety, malpractice or other risk,
in the public interest.
In addition to these legal rights, there
are a number of pledges, which the
NHS is committed to achieve. Pledges
go above and beyond your legal
rights. This means that they are not

Staff – your rights and NHS pledges to you

legally binding but represent a
commitment by the NHS to provide
high-quality working environments
for staff.
The NHS commits:
• to provide a positive working
environment for staff and to
promote supportive, open cultures
that help staff do their job to the
best of their ability (pledge);
• to provide all staff with clear roles
and responsibilities and rewarding
jobs for teams and individuals that
make a difference to patients,
their families and carers and
communities (pledge);
• to provide all staff with personal
development, access to
appropriate education and training
for their jobs, and line
management support to enable
them to fulfil their potential
(pledge);
• to provide support and
opportunities for staff to maintain
their health, wellbeing and safety
(pledge);
• to engage staff in decisions that
affect them and the services they
provide, individually, through
representative organisations and
through local partnership working
arrangements. All staff will be
empowered to put forward ways
to deliver better and safer services
for patients and their families
(pledge);
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• to have a process for staff to raise
an internal grievance (pledge); and
• to encourage and support all staff
in raising concerns at the earliest
reasonable opportunity about
safety, malpractice or wrongdoing
at work, responding to and, where
necessary, investigating the
concerns raised and acting
consistently with the Employment
Rights Act 1996 (pledge).
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4b. Staff – your responsibilities
All staff have responsibilities to the public, their patients and colleagues.

Important legal duties are
summarised below.
You have a duty to accept
professional accountability and
maintain the standards of
professional practice as set by the
appropriate regulatory body
applicable to your profession or role.
You have a duty to take reasonable
care of health and safety at work for
you, your team and others, and to
co-operate with employers to ensure
compliance with health and safety
requirements.
You have a duty to act in
accordance with the express and
implied terms of your contract of
employment.
You have a duty not to discriminate
against patients or staff and to
adhere to equal opportunities and
equality and human rights legislation.
You have a duty to protect the
confidentiality of personal
information that you hold.

You have a duty to be honest and
truthful in applying for a job and in
carrying out that job.
The Constitution also includes
expectations that reflect how staff
should play their part in ensuring the
success of the NHS and delivering
high-quality care.
You should aim:
• to provide all patients with safe
care, and to do all you can to
protect patients from avoidable
harm;
• to follow all guidance, standards
and codes relevant to your role,
subject to any more specific
requirements of your employers;
• to maintain the highest standards
of care and service, treating every
individual with compassion, dignity
and respect, taking responsibility
not only for the care you
personally provide, but also for
your wider contribution to the
aims of your team and the NHS
as a whole;
• to find alternative sources of care
or assistance for patients, when
you are unable to provide this

Staff – your responsibilities

(including for those patients who
are not receiving basic care to
meet their needs);
• to take up training and
development opportunities
provided over and above those
legally required of your post;
• to play your part in sustainably
improving services by working in
partnership with patients, the
public and communities;
• to raise any genuine concern you
may have about a risk, malpractice
or wrongdoing at work (such as a
risk to patient safety, fraud or
breaches of patient
confidentiality), which may affect
patients, the public, other staff3 or
the organisation itself, at the
earliest reasonable opportunity;
• to involve patients, their families,
carers or representatives fully in
decisions about prevention,
diagnosis, and their individual care
and treatment;
• to be open with patients, their
families, carers or representatives,
including if anything goes wrong;
welcoming and listening to
feedback and addressing concerns
promptly and in a spirit of
co-operation;
• to contribute to a climate where
the truth can be heard, the
3

reporting of, and learning from,
errors is encouraged and
colleagues are supported where
errors are made;
• to view the services you provide
from the standpoint of a patient,
and involve patients, their families
and carers in the services you
provide, working with them,
their communities and other
organisations, and making it clear
who is responsible for their care;
• to take every appropriate
opportunity to encourage and
support patients and colleagues
to improve their health and
wellbeing;
• to contribute towards providing
fair and equitable services for all
and play your part, wherever
possible, in helping to reduce
inequalities in experience, access
or outcomes between differing
groups or sections of society
requiring health care;
• to inform patients about the use
of their confidential information
and to record their objections,
consent or dissent; and
• to provide access to a patient’s
information to other relevant
professionals, always doing so
securely, and only where there is
a legal and appropriate basis to
do so.

The term ‘staff’ is used to include employees, workers, and, for the purposes of the Employment
Rights Act 1996 (the ERA) (as amended by the Public Interest Disclosure Act), agency workers,
general practitioners (e.g. those performing general medical services under General Medical
Services Contracts), student nurses and student midwives, who meet the wider ERA definition of
being a ‘worker’. Whilst volunteers are not covered by the provisions of the ERA, guidance to
employers makes clear that it is good practice to include volunteers within the scope of
organisations’ local whistleblowing policies.
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CODE OF CONDUCT FOR NHS BOARDS
Public service values must be at the heart of
the National Health Service. High standards of
corporate and personal conduct based on a
recognition that patients come first, have been
a requirement throughout the NHS since its
inception. Moreover, since the NHS is publicly
funded, it must be accountable to Parliament
for the services it provides and for the effective
and economical use of taxpayers’ money.
There are three crucial public service values
which must underpin the work of the health
service.
Accountability – everything done by those
who work in the NHS must be able to stand the
test
of
parliamentary
scrutiny,
public
judgements on propriety and professional
codes of conduct.
Probity – there should be an absolute standard
of honesty in dealing with the assets of the
NHS: integrity should be the hallmark of all
personal conduct in decisions affecting
patients, staff and suppliers, and in the use of
information acquired in the course of NHS
duties.
Openness – there should be sufficient
transparency about NHS activities to promote
confidence between the NHS organisation and
its staff, patients and the public.
General Principles
Public service values matter in the NHS and
those who work in it have a duty to conduct
NHS business with probity. They have a
responsibility to respond to staff, patients and
suppliers impartially, to achieve value for
money from the public funds with which they
are entrusted and to demonstrate high ethical
standards of personal conduct.
The success of this Code depends on a
vigorous and visible example from boards and
the consequential influence on the behaviour of
all those who work within the organisation.
Boards have a clear responsibility for corporate
standards of conduct and acceptance of the
Code should inform and govern the decisions
and conduct of all board directors.
Openness and Public Responsibilities
Health needs and patterns of provision of
health care do not stand still. There should be
a willingness to be open with the public,
patients and with staff as the need for change
emerges.
It is a requirement that major
changes are consulted upon before decisions
are reached. Information supporting those
decisions should be made available, in a way
that is understandable, and positive

responses should be given to reasonable
requests for information and in accordance with
the Freedom of Information Act 2000.
NHS business should be conducted in a way
that is socially responsible.
As a large
employer in the local community, NHS
organisations should forge an open and
positive relationship with the local community
and should work with staff and partners to set
out a vision for the organisation in line with the
expectations of patients and the public. NHS
organisations should demonstrate to the public
that they are concerned with the wider health of
the population including the impact of the
organisation’s activities on the environment.
The confidentiality of personal and individual
patient information must, of course, be
respected at all times.
Public Service Values in Management
It is unacceptable for the board of any NHS
organisation, or any individual within the
organisation for which the board is responsible,
to ignore public service values in achieving
results. Chairs and board directors have a duty
to ensure that public funds are properly
safeguarded and that at all times the board
conducts its business as efficiently and
effectively as possible. Proper stewardship of
public monies requires value for money to be
high on the agenda of all NHS boards.
Accounting,
tendering
and
employment
practices within the NHS must reflect the
highest professional standards.
Public
statements and reports issued by the board
should be clear, comprehensive and balanced,
and should fully represent the facts. Annual
and other key reports should be issued in good
time to all individuals and groups in the
community who have a legitimate interest in
health issues to allow full consideration by
those wishing to attend public meetings on
local health issues.

Public Business and Private Gain
Chairs and board directors should act
impartially and should not be influenced by
social or business relationships.
No one
should use their public position to further their
private interests. Where there is a potential for
private interests to be material and relevant to
NHS business, the relevant interests should be
declared and recorded in the board minutes,
and entered into a register which is available to
the public. When a conflict of interest is
established, the board director should withdraw
and play no part in the relevant discussion or
decision.
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Hospitality and Other Expenditure

Compliance

Board directors should set an example to their
organisation in the use of public funds and the
need for good value in incurring public
expenditure. The use of NHS monies for
hospitality
and
entertainment,
including
hospitality at conferences or seminars, should
be carefully considered. All expenditure on
these items should be capable of justification
as reasonable in the light of the general
practice in the public sector. NHS boards
should be aware that expenditure on hospitality
or entertainment is the responsibility of
management and is open to be challenged by
the internal and external auditors and that illconsidered actions can damage respect for the
NHS in the eyes of the community.

Board directors should satisfy themselves that
the actions of the board and its directors in
conducting board business fully reflect the
values in this Code and, as far as is reasonably
practicable, that concerns expressed by staff or
others are fully investigated and acted upon.
All board directors of NHS organisations are
required, on appointment, to subscribe to the
Code of Conduct.
Originally published April 1994
First revision April 2002
Second revision July 2004

Relations with Suppliers
NHS boards should have an explicit procedure
for the declaration of hospitality and
sponsorship offered by, for example, suppliers.
Their authorisation should be carefully
considered and the decision should be
recorded. NHS boards should be aware of the
risks in incurring obligations to suppliers at any
stage of a contracting relationship. Suppliers
should be selected on the basis of quality,
suitability, reliability and value for money. The
Department of Health has issued guidance to
NHS organisations about standards of
business conduct (ref: HSG(93)5).
Staff
NHS boards should ensure that staff have a
proper and widely publicised procedure for
voicing complaints or concerns about
maladministration, malpractice, breaches of
this code and other concerns of an ethical
nature. The board must establish a climate:
- that enables staff who have concerns to raise
these reasonably and responsibly with the right
parties;
- that gives a clear commitment that staff
concerns will be taken seriously and
investigated; and
- where there is an unequivocal guarantee that
staff who raise concerns responsibly and
reasonably
will
be
protected
against
victimisation.
(Ref: Whistleblowing in the NHS, letter dated
25 July 2003 from the Director of HR in the
NHS)
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CODE OF ACCOUNTABILITY FOR NHS
BOARDS
This Code of Practice is the basis on which
NHS organisations should seek to fulfil the
duties and responsibilities conferred upon them
by the Secretary of State for Health.

Primary care trusts are expected to identify the
health needs of the population, to work to
improve the health of the community and to
secure the provision of a full range of services.
Other main functions are to:

Status
- maintain an effective public health function;
NHS organisations, such as NHS trusts,
primary care trusts, strategic health authorities
and special health authorities, are established
under statute as corporate bodies so ensuring
that they have separate legal personality.
Statutes and regulations prescribe the
structure, functions and responsibilities of the
boards of these bodies and prescribe the way
chairs and directors of boards are to be
appointed.
Code of Conduct
All board directors of NHS organisations are
required, on appointment, to subscribe to the
Code of Conduct. Breaches of this Code of
Conduct by the chair or a non-executive
director of the board should be drawn to the
attention
of
the appropriate Regional
Commissioner of the NHS Appointments
Commission.
NHS managers are required to take all
reasonable steps to comply with the
requirements set out in the Code of Conduct for
NHS Managers. Chairs and non-executive
directors of NHS boards are responsible for
taking firm, prompt and fair disciplinary action
against any executive director in breach of the
Code of Conduct for NHS Managers.
Statutory Accountability
The Secretary of State for Health has statutory
responsibility for the health of the population of
England and uses statutory powers to delegate
functions to NHS organisations who are thus
accountable to the Secretary of State and to
Parliament.
The Department of Health is
responsible for directing the NHS, ensuring
national policies are implemented and for the
effective stewardship of NHS resources.
NHS trusts provide services to patients (these
may be acute services, ambulance services,
mental health or other special services, e.g. for
children). Other main functions are to:

- lead local planning;
- manage and develop primary healthcare
services;
- develop and improve local services;
- lead the integration of health and social care;
and
- deliver services within their remit.

Strategic health authorities provide strategic
leadership to ensure the maintenance of
provision and the delivery of improvements in
local health and health services by primary
care trusts and NHS trusts, within the national
framework of developing a patient-centred NHS
and supported by effective controls and clinical
governance systems. Other main functions for
which the Strategic Health Authority is
responsible are to:
- lead the development and empowerment of
uniformly excellent frontline NHS organisations
committed to innovation and improvement;
- consider the overall needs of the health
economy
across
primary,
community,
secondary and tertiary care, and working with
primary care trusts and NHS trusts to deliver a
programme to meet these needs;
performance
manage
and
ensure
accountability of local primary care trusts and
NHS trusts;
- lead on the creation and development of
clinical and public health networks;
- create capacity through the preparation and
delivery of strategies for capital investment,
information management and workforce
development;

- ensure services are of high quality and
accessible;

- ensure effective networks and joint working
exists between NHS organisations for the
provision of health and social care; and

- lead the development of new ways of working
to fully engage patients and ensure a patientcentred service;

- ensure the development and training of an
adequate workforce of competent clinical
personnel.
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NHS trust, primary care trust and strategic
health authority finances are subject to external
audit by the Audit Commission and, for the
value for money element, by the Healthcare
Commission.
NHS boards must co-operate fully with the
Department of Health, the Audit Commission
and the Healthcare Commission when required
to account for the use they have made of public
funds, the delivery of patient care and other
services, and compliance with statutes,
directions, guidance and policies of the
Secretary of State. The Chief Executive/
Permanent Secretary of the Department of
Health, as Accounting Officer for the NHS, is
accountable to Parliament. The work of the
Department of Health and its associated bodies
is examined by the House of Commons Health
Committee.
Its remit is to examine the
expenditure, administration and policy of the
Department of Health. Two other Parliamentary
Committees, the Public Accounts Committee
and
the
Public
Administration
Select
Committee, scrutinise the work of the
Department of Health and the health service.
The Board of Directors
NHS boards comprise executive directors
together with non-executive directors and a
chair who are appointed by the NHS
Appointments Commission on behalf of the
Secretary of State.
Together they share
corporate responsibility for all decisions of the
board. There is a clear division of responsibility
between the chair and the chief executive; the
chair’s role and board functions are set out
below; the chief executive is directly
accountable to the board for meeting their
objectives, and as Accountable Officer, to the
Chief Executive of the NHS for the
performance of the organisation. Boards are
required to meet regularly and to retain full and
effective control over the organisation; the chair
and non-executive directors are responsible for
monitoring the executive management of the
organisation and are responsible to the
Secretary of State for the discharge of these
responsibilities. Strategic health authorities
generally provide the line of accountability from
local NHS organisations to the Secretary of
State for the performance of the organisation.
Regional Commissioners of the NHS
Appointments Commission will always be
available to chairs and non-executive directors
on matters of concern to them relating to the
personal effectiveness of individual chairs and
non-executives.
The duty of an NHS board is to add value to
the organisation, enabling it to deliver
healthcare and health improvement within the
law and without causing harm. It does this by
providing a framework of good governance
within which the organisation can thrive and
grow. Good governance is not restrictive but

an enabling ingredient to underpin change and
modernisation.
The role of an NHS board is to:
- be collectively responsible for adding value to
the organisation, for promoting the success of
the organisation by directing and supervising
the organisation’s affairs
- provide active leadership of the organisation
within a framework of prudent and effective
controls which enable risk to be assessed and
managed
- set the organisation’s strategic aims, ensure
that the necessary financial and human
resources are in place for the organisation to
meet its objectives, and review management
performance
- set the organisation’s values and standards
and ensure that its obligations to patients, the
local community and the Secretary of State are
understood and met.
Further details may be obtained from
Governing the NHS: A Guide for NHS Boards
at www.dh.gov.uk
The Role of the Chair
The overall role of the chair is one of enabling
and leading so that the attributes and specific
roles of the executive team and the nonexecutives are brought together in a
constructive partnership to take forward the
business of the organisation.
The key responsibilities of the chair are:
leadership of the board, ensuring its
effectiveness on all aspects of its role and
setting its agenda;
- ensuring the provision of accurate, timely and
clear information to directors;
- ensuring effective communication with staff,
patients and the public;
- arranging the regular evaluation of the
performance of the board, its committees and
individual directors; and
- facilitating the effective contribution of nonexecutive directors and ensuring constructive
relations between executive and non-executive
directors.
A complementary relationship between the
chair and chief executive is important. The
chief executive is accountable to the chair and
non-executive directors of the board for
ensuring that the board is empowered to
govern the organisation and that the objectives
it sets are accomplished through effective and
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properly controlled executive action. The chief
executive should be allowed full scope, within
clearly defined delegated powers, for action in
fulfilling the decisions of the board.

- the Audit Commission and its appointed
auditors, and

Further details may be obtained from
Governing the NHS: A Guide for NHS Boards
at www.dh.gov.uk.

Detailed financial guidance, including the role
of internal and external auditors, issued by the
Department of Health must be observed. (Ref:
the
NHS
Finance
Manual
at
www.info.doh.gov.uk/doh/finman).The Standing
Orders of boards should prescribe the terms on
which committees and sub-committees of the
board may be delegated functions, and should
include the schedule of decisions reserved for
the board.

Non-Executive Directors
Non-executive directors are appointed by the
NHS Appointments Commission on behalf of
the Secretary of State to bring an independent
judgement to bear on issues of strategy,
performance,
key
appointments
and
accountability through the Department of
Health to Ministers and to the local community.
The duties of non-executive directors are to:
- constructively challenge and contribute to the
development of strategy;
- scrutinise the performance of management in
meeting agreed goals and objectives and
monitor the reporting of performance;
- satisfy themselves that financial information
is accurate and that financial controls and
systems of risk management are robust and
defensible;
- determine appropriate levels of remuneration
of executive directors and have a prime role in
appointing, and where necessary, removing
senior management and in succession
planning; and
- ensure the board acts in the best interests of
the public and is fully accountable to the public
for the services provided by the organisation
and the public funds it uses.
Non-executive directors also have a key role in
a small number of permanent board
committees such as the Audit Committee,
Remuneration
and
Terms
of
Service
Committee,
the
Clinical
Governance
Committee and Risk Management Committee.
Further details may be obtained from
Governing the NHS: A Guide for NHS Boards
at www.dh.gov.uk.
Reporting and Controls
It is the board’s duty to present through the
timely publication of an annual report, annual
accounts and other means, a balanced and
readily-understood
assessment
of
the
organisation’s performance to:
- the Department of Health, on behalf of the
Secretary of State

- the local community.

Declaration of Interests
It is a requirement that chairs and all board
directors should declare any conflict of interest
that arises in the course of conducting NHS
business. All NHS organisations maintain a
register of member’s interests to avoid any
danger of board directors being influenced, or
appearing to be influenced, by their private
interests in the exercise of their public duties.
All board members are therefore expected to
declare any personal or business interest which
may influence, or may be perceived to
influence, their judgement. This should include,
as a minimum, personal direct and indirect
financial interests, and should normally also
include such interests of close family members.
Indirect
financial
interests
arise
from
connections with bodies which have a direct
financial interest, or from being a business
partner of, or being employed by, a person with
such an interest.
Employee Relations
NHS boards must comply with legislation and
guidance from the Department of Health on
behalf of the Secretary of State, respect
agreements entered into by themselves or on
their behalf and establish terms and conditions
of service that are fair to the staff and represent
good value for taxpayers’ money. Fair and
open competition should be the basis for
appointment to posts in the NHS.
The terms and conditions agreed by the board
for senior staff should take full account of the
need to obtain maximum value for money for
the funds available for patient care. The board
should ensure through the appointment of a
remuneration and terms of service committee
that executive board directors’ remuneration
can be justified as reasonable. Board directors’
remuneration for the NHS organisation should
be published in its annual report.
Originally published April 1994
First revision April 2002
Second revision July 2004
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Code of Practice on Openness in the NHS
1. Introduction
This Code of Practice sets out the basic principles
underlying public access to information about the
NHS. It reflects the Government's intention to ensure
greater access by the public to information about
public services and complements the Code of Access
to Information which applies to the Department of
Health.
Because the NHS is a public service, it should be
open about its activities and plans. So, information
about how it is run, who is in charge and how it
performs should be widely available. Greater sharing
of information will also help to foster mutual
confidence between the NHS and the public.
The basic principle of this Code is that the NHS
should respond positively to requests for information,
except in certain circumstances identified in the
Code. For example, patients' records must be kept
safe and confidential.

2. Scope
The Code of Practice covers the following NHS
organisations in England: Health Authorities, Special
Health Authorities, NHS Trusts, Primary Care Trusts,
the Mental Health Act Commission and Community
Health Councils. It also covers family doctors,
dentists, optometrists (opticians) and community
pharmacists.

n are aware of the reasons for decisions and actions
affecting their own treatment;
n known what information is available and where they
can get it.

4. General Principles
In implementing the Code, the NHS must:
n respond positively to requests for information
(except in the circumstances identified in paragraph
9);
n answer requests for information quickly and
helpfully, and give reasons for not providing
information where this is not possible;
n help the public to know what information is available,
so that they can decide what they wish to see, and
whom they should ask;
n ensure that there are clear and effective
arrangements to deal with complaints and concerns
about local services and access to information, and
that these arrangements are widely publicised and
effectively monitored.

5. Information Which Must be
provided

Specific requirements for most of these organisations
are detailed in separate annexes. Organisations not
covered in the annexes must apply the general
principles of the Code in their dealings with the public.

Apart from the exemptions set out in paragraph 9
below, NHS Trusts, Primary Care Trusts and Health
Authorities must publish or otherwise make available
the following information (further details are given in
Annexes A, B, C and D):

3. Aims
The aims of the Code are to ensure that people:

n information about what services are provided, the
targets and standards set and results achieved, and
the costs and effectiveness of the service;

n have access to available information about the
services provided by the NHS, the cost of those
services, quality standards and performance against
targets;
n are provided with explanations about proposed
service changes and have an opportunity to
influence decisions on such changes;

n details about important proposals on health policies
or proposed changes in the way services are
delivered, including the reasons for those proposals.
This information will normally be made available when
proposals are announced and before decisions are
made;

n details about important decisions on health policies
and decisions on changes to the delivery of services.
This information, and the reasons for the decisions,
will normally be made available when the decisions
are announced;

information but are not required to do so. It is
recommended that charging should be exceptional
but that where charges are made the following ground
rules should be observed:

n information about the way in which health services
are managed and provided and who is responsible;

a) no charge for individuals enquiring about services
or treatment available to them; press and other
media; Community Health Councils; MPs; Local
Authorities; Citizen's Advice Bureaux;

n information about how the NHS communicates with
the public, such as details of public meetings,
consultation procedures, suggestion and complaints
systems:
n information about how to contact Community
Health Councils and the Health Service
Commissioner (Ombudsman);
n information about how people can have access to
their own personal health records.

6. Response to Requests for
Information
Requests for information, whether made in person or
in writing, must be answered promptly. An
acknowledgement must be sent within 4 working days
and, where possible, the information should follow
within 20 working days.

b) for requests from people not listed above, no
charge for the first hour and a charge not exceeding
£20 per hour for each hour thereafter.

8. Personal Health Records
The NHS must keep patients' personal details
confidential but people normally have a right to see
their own health records. Depending on who made
the records, patients can obtain access through the
relevant Trust, Health Authority, family doctor or
dentist. Access must be given within the timetable in
the Access to Health Records Act 1990 (or, for
records held on computer, the Data Protection Act
1984). Under these Acts patients may be charged for
access to their records

9. Information Which May be
Withheld

NHS organisations are not required to make
available:

NHS Trusts and Authorities must provide the
information requested unless it falls within one of the
following exempt categories:

i) copies of the documents or records containing the
information (although in some cases it may be simpler
to do so if they contain nothing but the information
requested);

i) Personal information. People have a right of access
to their own health records but not normally to
information about other people.

ii) information which the organisation does not
possess (eg comparable data with other
organisations);
iii) individual copies of documents or other forms of
information which are already widely publicly
available.
If the information is not to be provided under the
terms of the Code, an explanation must be provided
within 20 working days of receipt of the request.
Each NHS organisation must publish the name of an
individual who has responsibility for the operation of
this Code of Practice. This should be a senior officer
directly accountable to the Chief Executive of the
organisation. Details of how to request information
through this individual must also be publicised locally.

7. Charging for Information
NHS Trusts, Primary Care Trusts and Health
Authorities may make a charge for providing

ii) Requests for information which are manifestly
unreasonable, far too general, or would require
unreasonable resources to answer.
iii) Information about internal discussion and advice,
where disclosure would harm frank internal debate,
except where this disclosure would be outweighed by
the public interest.
iv) Management information, where disclosure would
harm the proper and effective operation of the NHS
organisation.
v) Information about legal matters and proceedings,
where disclosure would prejudice the administration
of justice and the law.
vi) Information which could prejudice negotiations or
the effective conduct of personnel management or
commercial or contractual activities. This does not
cover information about internal NHS contracts.

vii) Information given in confidence. The NHS has a
common law duty to respect confidences except
when it is clearly outweighed by the public interest.
viii) Information which will soon be published or where
disclosure would be premature in relation to a
planned announcement or publication.
ix) Information relating to incomplete analysis,
research or statistics where disclosure could be
misleading or prevent the holder from publishing it
first.

report should be written and presented in a way that
can be readily understood by the general public:
n an annual summary of the Trust's business plan,
describing the Trust's planned activity for the coming
year;
n a summary strategic direction document (not
published annually), setting out the Trust's longer
term plans for the delivery of health care services
over a five year period; and
n audited accounts published annually.

10. Complaining About the Provision
of Information
People may wish to complain about a decision to
refuse to provide information, a delay in providing
information or levels of charges. In the first instance,
complaints should be made within 3 months to the
local individual responsible for the operation of the
Code (see paragraph 6 above). If the complainant
remains dissatisfied, a complaint should be made to
the Chief Executive of the organisation, or the Chief
Executive of the Health Authority in the case of family
doctors, dentists, pharmacists and optometrists
(opticians). Community Health Councils may be able
to help people to pursue their complaint. NHS Trusts
and Authorities must acknowledge complaints within
4 working days and reply within 20 working days.
The NHS Trust or Authority will provide people with
information about how to take their complaint further
to the Health Service Ombudsman if they remain
dissatisfied. However, the Ombudsman does not
investigate complaints about the withholding of
information by family doctors, dentists, pharmacists,
optometrists (opticians) or Community Health
Councils.

In addition to the documents described above, NHS
Trusts and PCTs must also make available, on
request:
n the register of board members' private interests
required under the Code of Accountability for NHS
boards:
2.1 Public Meetings - NHS Trusts and PCTs are
required to hold their board meetings in public. An
agenda, papers, the accounts and the annual report
must be publicly available at least 7 days in advance
of the meeting. Provision must be made for questions
and comments to be put by the public. Public
meetings must be held in readily accessible venues
and at times when the public are able to attend.
3. Good Practice in Providing Information
3.1 Examples of Additional Information Which
May be Published
n quarterly board reports ( financial, activity, quality
and contract information);
n information on service changes;

ANNEX A - NHS Trusts and Primary Care Trusts
(PCTs)

n agenda and papers relating to other meetings held
in public in addition to the Annual Public Meeting.

1. Introduction
This annex describes the information which NHS
Trusts and PCTs must publish or make available. It
also lists examples of information which it is
recommended should be made available as a matter
of good practice, either through publication or on
request.

3.2 Examples of Information Which May be
Available on Request

2. Information Which Must be Published
The following are the documents which Trusts must
publish by given dates:
n an annual report describing the Trust's
performance over the previous financial year, and
including details of board members' remuneration; the

The following list is a guide to some of the information
which is routinely held by most NHS Trusts. Much of
the information will be detailed in the previous year's
annual report. Where more up-to-date information is
available, this may be given:
n patient information leaflets; n description of
facilities (numbers of beds, operating theatres etc.);
n waiting times by specialty; n detailed information
on activity; n broad conclusions of clinical audit; n
number and percentage of operations cancelled, by
specialty; n price lists for extra-contractual referrals;

n information about clinicians (including qualifications,
areas of special interest, waiting times for
appointment); n areas which have been
market-tested, with details of decisions reached; n
tenders received by value, but not by name of
tenderer; n information on manpower and staffing
levels and staff salaries by broad bandings; n policies
for Trust staff, eg equal opportunities, standards of
conduct; n environmental items, eg fuel usage; n
volume and categories of complaints and letters of
appreciation (without identifying individuals), and
performance in handling complaints; n results of user
surveys and action to be taken; n standing orders
and waivers of standing orders; n standing financial
instructions; n external audit management letter, and
Trust response, time when response is made: n
details of administrative costs; n funds held on trust,
such as bequests and donations; n performance
against quality standards in contracts; n clinical
performance, by specialty, eg proportion of surgery
done on day surgery basis, by condition; n
performance against national and local targets for
inpatient and day case waiting times; n names and
contact (office) numbers of board members and
senior officers; n basic salaries, ie excluding PRP and
distinction awards, of staff, by bandings and in
anonymised form; n response times for ambulances;
n information about the use of outside management
consultants, including expenditure
4. Procedures for Obtaining Information
Trusts must ensure that people know whom to ask for
information. They must publish the name of the
person responsible, along with full details of how to go
about obtaining information and how to complain if the
information is not provided. The person responsible
should be a senior officer who is directly accountable
to the Chief Executive of the Trust.
ANNEX B - Health Authorities
1. Introduction
1.1 Health Authorities have an essential role in the
successful development of local services and
achieving a strategic balance of care. (Annexes C
and D give complementary advice for General
Practitioners.)
1.2 This Annex describes the information which they
must publish or make available. It also lists examples
of information which it is recommended is made
available as a matter of good practice, either through
publication or on request.
2. Information Which Must be Published
2.1 Health Authorities

The following are the documents which Authorities
must publish by given dates:
n an annual report, describing the performance over
the previous financial year, and including details of
board members' remuneration; the report should be in
a form that can be readily understood by the general
public; n an annual report by the Director of Public
Health; na full list of General Medical Practitioners,
General Dental Practitioners, pharmacists and
optometrists in their locality; n papers, agendas and
minutes of board meetings held in public; naudited
accounts published annually; n a strategy document
(not published annually) setting out the heath
authority's plans over a five year period. They must
consult with the public before and after developing the
strategy.
In addition to the documents described above,
authorities must also make available, on request:
n annual purchasing plans; n contracts with
providers, both NHS and non-NHS; n the register of
board members' private interests required under the
Code of Accountability for NHS boards.
2.2 Public Meetings - Health Authorities must hold
all their board meetings in public, though there is
provision of certain issues (eg personnel and
commercial matters) to be taken in a private part of
the meeting. The agenda for these meetings must
always be provided to the press and on request to
members of the public. Public meetings must be held
in easily accessible venues, and at times when the
public are able to attend.
Consultation - Health Authorities must consult with
Community Health Council and other interested
parties on any plans to change the services which
they purchase or plan for their residents. They must
publish well in advance a timetable to enable the
public to know when and how they can influence to
commissioning process.
3. Good Practice in Providing Information
3.1 Examples of Additional Information Which
May be Published
n information on services purchased by the Authority
;n information about consultation exercises
undertaken and outcomes; n full reports of any user
or attitude surveys and action to be taken; n total
available financial resources; n Health Authority
allocation; nproposed and actual expenditure on
services, analysed by: n providers; n contracts
(including by speciality, if available); ntreatments
purchased separately from contracts (extra

contractual referrals); n changes in providers and
contracts from previous years; n performance against
quality standards in contracts; n clinical performance
by speciality, of providers contracted with, eg
proportion of surgery done on day surgery basis, by
condition; n performance against national and local
targets for in-patient and day case waiting times; n
numbers of complaints dealt with and response times;
n names and contact (office) numbers of Authority
board members and senior officers; n basic salaries,
ie excluding PRP and distinction awards, of staff, by
bandings and in anonymised form; n information
about the use of outside management consultants,
including expenditure

2.1 General Medical Practitioners
Practice Leaflets - Essential information for patients
about individual doctors' practices is published in
practice leaflets which can be obtained from the
practice. These must contain the following
information:

n future year resource plans; n information about
expenditure on different types of health care, such a
primary, secondary or community care; n price
comparisons of all providers used by the purchaser; n
total expenditure per head of population; n costs of
authority administration; n standing orders and
waivers of standing orders; n standing financial
instructions n external audit management letter, and
response, at the time when the response is made.

n name, sex, medical qualifications and date and first
place of registration of the General Practitioner; n
details of availability (including arrangements for
cover when the General Practitioner is not available),
appointments system and how to obtain an urgent
appointment or home visit; n arrangements for
obtaining repeat prescriptions and dispensing
arrangements; n frequency, duration and purpose of
clinics; n numbers and roles of other staff employed
by the practice, and information about whether the
General Practitioner works alone, part-time or in
partnership; n details of services available - for
example, child health surveillance, contraception,
maternity, medical, minor surgery, counselling and
physiotherapy; n details of arrangements for
receiving and responding to patients' comments and
complaints; n geographical boundary of the practice
area; n details of access for the disabled.

4. Procedures for Obtaining Information

In addition, some leaflets also:

Authorities must ensure that people know whom to
ask for information. They must publish the name of
the person responsible, along with full details of how
to go about obtaining information and how to
complain if the information is not provided. The
person responsible should be a senior officer who is
directly accountable to the Chief Executive of the
Authority.

n contain information detailing any other professional
staff employed by the practice, including their
registration status; n are available in languages other
than English which are commonly used locally.

3.2 Examples of Information Which May be
Available on Request

1.1 This annex describes the information which
General Medical Practitioners, General Dental
Practitioners, Community Pharmacists and
Optometrists must publish or make available.
1.2 General Medical Practitioners, General Dental
Practitioners, Community Pharmacists and
Optometrists provide services to the public which are
paid for by the NHS. The public should therefore have
access to information about the services they provide.
Although they are self-employed independent
contractors, and cannot therefore be required to
publish sensitive information about their businesses,
their contracts for services specify information that is
important to patients and which must be made
available.
2. Information Which Must be Published
The following are the statutorily required documents
which must be published.

2.2 General Dental Practitioners
Practice Leaflets - Essential information for patients
about individual dental practices is published in
practice leaflets which can be obtained from the
practice. These contain:
n name, sex and date of registration as a dental
practitioner; n address, opening hours and details of
partners/associates; n whether a dental hygienist is
employed; n details of access to the premises; n
whether only orthodontic treatment is available; n with
consent, whether the dentist speaks any languages in
addition to English; n General Dental Practitioners
are required to inform patients of any emergency
arrangements in place.
Charges
n General Dental Practitioners must provide patients
with individual costed treatment plans. They must
display a notice of the scale of NHS charges and
information about entitlement to exemption from or
remission of charges.
It is good practice:

n to provide information about their cross-infection
control procedures, giving examples as appropriate.
2.3 Community Pharmacists
Practice Leaflets - Pharmacists are not obliged to
produce practice leaflets but those dispensing more
than 1500 prescriptions a month normally do so.
These leaflets detail the range of services available to
the public and, if produced, must contain the following
information:
n a list of services provided by the pharmacist; n
name, address and telephone number of the
pharmacy; n normal opening hours and
arrangements for out of hours services and
emergencies; n procedures for receiving comments
on services provided.
As good practice:
n an increasing number of Community Pharmacists
make health promotion leaflets available to the public.
2.4 Optometrists
Optometrists are not currently required to produce
practice leaflets, but many do so as a matter of good
practice.
Results of Eye-Tests
Optometrists must provide patients with a copy of the
results of their eye-tests (ie their prescription) or a
statement that no prescription is required.
5. Procedures for Obtaining Information
3.1 Information about individual General Medical
Practitioners, General Dental Practitioners,
Pharmacists and Optometrists and their practice
leaflets must be available from the practice. Health
Authorities must ensure that people know whom to
ask for additional information. The Authority should
publish the name of the person responsible. This
should be a senior officer who is directly accountable
to the Chief Executive of the Authority.
5.2 Complaints about failure to obtain information
should be dealt with as far as possible by the practice.
If the complainant remains dissatisfied, he/she should
be directed to the Family Health Services Authority.
The assistance of the Community Health Council may
also be sought. At present the Health Service
Ombudsman does not investigate complaints against
family doctors, dentists, optometrists (opticians) or
pharmacists.
General Practitioners
ANNEX D - General Practitioners
1 Introduction

This Annex extends Annex C and describes the
additional information which General Practitioners
must publish or make available.
2. Information Which Should be Published
The following are the documents which General
Practitioners should publish or make available by
given dates:
n plans for major shifts in purchasing; n annual
practice plan describing how the practice intends to
use its fund and management allowances over the
coming year and demonstrating the practice's
contribution to national targets and priorities as well
as any locally-agreed objectives. The plan should
include an outline longer term view and may
optionally include the practice's primary health care
team charter (Practice Charter) and plans for the
practice's general medical services (GMS) activity; n
Practice Charter (if available and not included above);
n annual performance report; n audited annual
accounts.
Consultation
General Practitioners must ensure that a copy (or a
summary) of their major shifts in purchasing
intentions, annual plans, Practice Charter (if separate)
and performance reports is available at their practice
for consultation by patients. A copy of the above
documents should be sent to the Health Authority and
a copy (or a summary) to the local Community Health
Council.
In addition, General Practitioners are required to
produce annual accounts for audit. Once audited,
these are public documents and are available for
inspection at the Health Authority.
3. Procedures for Obtaining Information
3.1 Information about individual practices should be
requested direct from the practice. Complaints about
failure to provide information should be dealt with as
far as possible by the practice.
3.2 If the complainant remains dissatisfied he/she
should be directed to the Health Authority. The
assistance of the Community Health Council may also
be sought. At present the Health Service
Ombudsman does not investigate complaints against
family doctors, dentists, optometrists opticians) or
pharmacists.
3.3 Requests for information which is not about an
individual practice should be directed to the Health
Authority. They must ensure that they publicise the

name of the officer within the HA who is responsible
for providing this information and for the operation of
the Code of Practice. This should be a senior officer
who is directly accountable to the Chief Executive of
the Authority.
The Department of Health will be pleased to respond
to any queries on this Code of Practice on Openness
in the NHS. Please contact Jerry Bird, Room 2N21,
Quarry House, Quarry Hill, LEEDS LS2 7UE.
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The Board and Executive Team of Hertfordshire Community NHS Trust
Subscribe to the “NOLAN” Principles of Public Life
These are:
Selflessness
Holders of public office should take decisions solely in terms of the public interest.
They should not do so in order to gain financial or other material benefits for
themselves, their family, or their friends.
Integrity
Holders of public office should not place themselves under any financial or other
obligation to outside individuals or organisations that might influence them in the
performance of their official duties.
Objectivity
In carrying out public business, including making public appointments, awarding
contracts, or recommending individuals for rewards and benefits, holders of public
office should make choices on merit.
Accountability
Holders of public office are accountable for their decisions and actions to the public
and must submit themselves to whatever scrutiny is appropriate to their office.
Openness
Holders of public office should be as open as possible about all the decisions and
actions that they take. They should give reasons for their decisions and restrict
information only when the wider public interest clearly demands.
Honesty
Holders of public office have a duty to declare any private interests relating to their
public duties and to take steps to resolve any conflicts arising in a way that protects
the public interest.
Leadership
Holders of public office should promote and support these principles by leadership
and example.
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Attachment J15

The Board and Executive Team of Hertfordshire NHS Trust Subscribe to the
“Principles of Board Etiquette”
(Adapted from the Integrated Governance Handbook, DoH 2006
We Will

We Will Not

1

Respect one another as possessing
individual and corporate skills,
knowledge and responsibilities

Refer to past systems or mistakes as being
responsible for today’s situation.

2

Show determination, tolerance and
sensitivity - rigorous and challenging
questioning, tempered by respect

Act as ‘stoppers’ or ‘blockers’

Show group support and loyalty towards
3

•
•
•

The Trust
each other
the Executive Team

Regard any arrangements as
unchangeable or unchallengeable

4

Listen carefully to all ideas and comments and
be tolerant to other points of view – be sensitive
to colleagues’ needs for support when
challenging or being challenged

Adopt territorial attitudes – any
members of the team have the right
to challenge/question another

5

Be honest, open and constructive

Give offence – and be ready to apologise

6

Be courteous and respect freedom to speak,
disagree or remain silent

Take offence – and shall stay open to
discussion

7

Regard challenge as a test of the robustness of
arguments – ensure no one becomes isolated in
expressing their view. Treat all ideas with
respect.

Regard papers presented as being
‘rubberstamped’ without discussion and
agreement

8

Read all papers before the meeting and clarify
any points of detail with the relevant author
before the meeting, arrive on time and
participate wholeheartedly

Act in an attacking, crushing or dismissive
manner

9

Focus discussion on material issues and
on the resolution of issues, allow differences to
be forgotten

Become obsessed by detail and lose
the strategic picture

10

Make the most of time – support the
Chair, colleagues and guests in maximising
scope and variety of viewpoints heard. Individual
points are relevant and short.

Breach confidentiality – will be candid
not secret
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Introduction

1.

As part of the response to the Kennedy Report, the attached Code of
Conduct for NHS Managers has been produced by a Working Group
chaired by Ken Jarrold CBE.

2.

The Code sets out the core standards of conduct expected of NHS
managers. It will serve two purposes:

3.

●

to guide NHS managers and employing health bodies in the work
they do and the decisions and choices they have to make.

●

to reassure the public that these important decisions are being
made against a background of professional standards and
accountability.

The environment in which the Code will operate is a complex one. NHS
managers have very important jobs to do and work in a very public and
demanding environment. The management of the NHS calls for difficult
decisions and complicated choices. The interests of individual patients
have to be balanced with the interests of groups of patients and of the
community as a whole. The interests of patients and staff do not always
coincide. Managerial and clinical imperatives do not always suggest the
same priorities. A balance has to be maintained between national and
local priorities.

Introduction

1

4.

The Code should apply to all managers and should be incorporated in
the contracts of senior managers at the earliest possible opportunity.
A document on implementation is attached.

NIGEL CRISP
NHS Chief Executive
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Code of Conduct for
NHS Managers

As an NHS manager, I will observe the following principles:
●

make the care and safety of patients my first concern and act to
protect them from risk;

●

respect the public, patients, relatives, carers, NHS staff and
partners in other agencies;

●

be honest and act with integrity;

●

accept responsibility for my own work and the proper performance
of the people I manage;

●

show my commitment to working as a team member by working
with all my colleagues in the NHS and the wider community;

●

take responsibility for my own learning and development.

This means in particular that:
1

I will:
●

respect patient confidentiality;

●

use the resources available to me in an effective, efficient and
timely manner having proper regard to the best interests of the
public and patients;
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2

3

●

be guided by the interests of the patients while ensuring a safe
working environment;

●

act to protect patients from risk by putting into practice
appropriate support and disciplinary procedures for staff; and

●

seek to ensure that anyone with a genuine concern is treated
reasonably and fairly.

I will respect and treat with dignity and fairness, the public, patients,
relatives, carers, NHS staff and partners in other agencies. In my capacity
as a senior manager within the NHS I will seek to ensure that no one is
unlawfully discriminated against because of their religion, belief, race,
colour, gender, marital status, disability, sexual orientation, age, social and
economic status or national origin. I will also seek to ensure that:
●

the public are properly informed and are able to influence services;

●

patients are involved in and informed about their own care, their
experience is valued, and they are involved in decisions;

●

relatives and carers are, with the informed consent of patients,
involved in the care of patients;

●

partners in other agencies are invited to make their contribution
to improving health and health services; and

●

NHS staff are:
–

valued as colleagues;

–

properly informed about the management of the NHS;

–

given appropriate opportunities to take part in decisionmaking.

–

given all reasonable protection from harassment and bullying;

–

provided with a safe working environment;

–

helped to maintain and improve their knowledge and skills
and achieve their potential; and

–

helped to achieve a reasonable balance between their working
and personal lives.

I will be honest and will act with integrity and probity at all times.
I will not make, permit or knowingly allow to be made, any untrue
or misleading statement relating to my own duties or the functions
of my employer.
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I will seek to ensure that:

4

●

the best interests of the public and patients/clients are upheld in
decision-making and that decisions are not improperly influenced
by gifts or inducements;

●

NHS resources are protected from fraud and corruption and that
any incident of this kind is reported to the NHS Counter Fraud
Services;

●

judgements about colleagues (including appraisals and references)
are consistent, fair and unbiased and are properly founded; and

●

open and learning organisations are created in which concerns
about people breaking the Code can be raised without fear.

I will accept responsibility for my own work and the proper performance
of the people I manage. I will seek to ensure that those I manage accept
that they are responsible for their actions to:
●

the public and their representatives by providing a reasonable and
reasoned explanation of the use of resources and performance;

●

patients, relatives and carers by answering questions and complaints
in an open, honest and well researched way and in a manner which
provides a full explanation of what has happened, and of what will
be done to deal with any poor performance and, where appropriate
giving an apology; and

●

NHS staff and partners in other agencies by explaining and
justifying decisions on the use of resources and give due and proper
consideration to suggestions for improving performance, the use of
resources and service delivery.

I will support and assist the Accountable Officer of my organisation in his
or her responsibility to answer to Parliament, Ministers and the
Department of Health in terms of fully and faithfully declaring and
explaining the use of resources and the performance of the local NHS in
putting national policy into practice and delivering targets.
For the avoidance of doubt, nothing in paragraphs two to four of this Code
requires or authorises an NHS manager to whom this Code applies to:
●

make, commit or knowingly allow to be made any unlawful
disclosure;

●

make, permit or knowingly allow to be made any disclosure in
breach of his or her duties and obligations to his or her employer,
save as permitted by law.
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If there is any conflict between the above duties and obligations and this
Code, the former shall prevail.
5

6

I will show my commitment to working as a team by working to create
an environment in which:
●

teams of frontline staff are able to work together in the best
interests of patients;

●

leadership is encouraged and developed at all levels and in all
staff groups; and

●

the NHS plays its full part in community development.

I will take responsibility for my own learning and development.
I will seek to:
●

take full advantage of the opportunities provided;

●

keep up to date with best practice; and

●

share my learning and development with others.

Department of Health
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Implementing the Code

IMPLEMENTING THE CODE
1.

The Code should be seen in a wider context that NHS managers must
follow the ‘Nolan Principles on Conduct in Public Life’, the ‘Corporate
Governance Codes of Conduct and Accountability’, the ‘Standards of
Business Conduct’, the ‘Code of Practice on Openness in the NHS’ and
standards of good employment practice.

2

In addition many NHS managers come from professional backgrounds
and must follow the code of conduct of their own professions as well as
this Code.
In order to maintain consistent standards, NHS bodies need to consider
suitable measures to ensure that managers who are not their employees
but who
(i)

manage their staff or services; or

(ii) manage units which are primarily providing services to their
patients
also observe the Code.
3

It is important to respect both the rights and responsibilities of managers.
To help managers to carry out the requirements of the Code, employers
must provide reasonable learning and development opportunities and seek
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to establish and maintain an organisational culture that values the role of
managers. NHS managers have the right to be:
●

treated with respect and not be unlawfully discriminated against for
any reason;

●

given clear, achievable targets;

●

judged consistently and fairly through appraisal;

●

given reasonable assistance to maintain and improve their
knowledge and skills and achieve their potential through learning
and development; and

●

reasonably protected from harassment and bullying and helped
to achieve a reasonable balance between their working and
personal lives.

Breaching the Code
4

Alleged breaches of the Code of Conduct should be promptly considered
and fairly and reasonably investigated. Individuals must be held to
account for their own performance, responsibilities and conduct where
employers form a reasonable and genuinely held judgement that the
allegations have foundation. Investigators should consider whether there
are wider system failures and organisational issues that have contributed
to the problems. Activity, the purpose of which is to learn from and
prevent breaches of the Code, needs to look at their wider causes.

5

Local employers should decide whether to investigate alleged breaches
informally or under the terms of local disciplinary procedures. It is
essential however that both forms of investigation should be, and be seen
to be, reasonable, fair and impartial. If Chief Executives or Directors are
to be investigated, the employing authority should use individuals who
are employed elsewhere to conduct the investigation. The NHS
Confederation, the Institute of Healthcare Management and the
Healthcare Financial Management Association are among the organisations
who maintain lists of people who are willing to undertake such a role.

Application of Code
6

This Code codifies and articulates certain important contractual
obligations that apply to everyone holding management positions.
These include Chief Executives and Directors who as part of their duties
are personally accountable for achieving high quality patient care. The
Department of Health will in the next few months issue a proposed new
framework of pay and contractual arrangements for the most senior NHS
managers. Under this framework the job evaluation scheme being
developed as part of the ‘Agenda for Change’ negotiations is likely to be
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used as the basis for identifying which other managerial posts (in addition
to Chief Executives and Directors) should be automatically covered by the
Code. The new framework will also specify compliance with the Code as
one of the core contractual provisions that should apply to all senior
managers.
7

For all posts at Chief Executive/Director level and all other posts
identified as in paragraph 6 above, acting consistently with the Code of
Conduct for NHS Managers Directions 2002, employers should:
●

include the Code in new employment contracts;

●

incorporate the Code into the employment contracts of existing
postholders at the earliest practicable opportunity.

Action
8

Employers are asked to:
(i)

incorporate the Code into the employment contracts of Chief
Executives and Directors at the earliest practicable opportunity and
include the Code in the employment contracts of new
appointments to that group;

(ii) identify any other senior managerial posts, i.e. with levels of
responsibility and accountability similar to those of Director-level
posts, to which they consider the Code should apply. (The new
framework for pay and contractual arrangements will help more
tightly define this group in due course.)
(iii) investigate alleged breaches of the Code by those to whom the
Code applies promptly and reasonably as at paragraphs four to five;
(iv) provide a supportive environment to managers (see paragraph three
above).
October 2002
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NATIONAL HEALTH SERVICE ACT 1977
NATIONAL HEALTH SERVICE AND COMMUNITY CARE ACT 1990
The Code of Conduct for NHS Managers Directions 2002
The Secretary of State for Health, in exercise of the powers conferred by section 17(a),
paragraph 10(1) of Schedule 5(b) and paragraph 8(3) of Schedule 5A(c) to the National
Health Service Act 1977, and paragraph 16(5) of Schedule 2 to the National Health Service
and Community Care Act 1990(b), hereby gives the following Directions:
Application, commencement, interpretation
1.-(1) These Directions apply to all NHS bodies in England and shall come into force on 9
October 2002.
(2) These Directions shall be referred to as The Code of Conduct for NHS Managers
Directions 2002.
(3) In these Directions “NHS bodies” means:
(i) Strategic Health Authorities
(ii) Special Health Authorities
(iii) NHS Trusts
(iv) Primary Care Trusts
Implementation of Code of Conduct for NHS Managers
2. NHS bodies shall take all reasonable steps to comply with the requirements set out in the
Code of Conduct for NHS Managers appended to these Directions.
Effect of Direction 2
3. The fact of compliance or non-compliance with Direction 2 shall in itself have no effect on
the validity or enforceability of a contract entered into by an NHS body to which these
Directions apply.
Signed by authority of the Secretary of State for Health
M G Sturges

4 October 2002

Department of Health

(a) 1977 c. 49. Section 17 was substituted by section 12(1) of the Health Act 1999 (c.8) and was amended by Schedule 5, Part
1, paragraph 5(1) and (3), to the Health and Social Care Act 2001 (c.15) and by Schedule 1, paragraph 7 to the NHS Reform
and Health Care Professions Act 2002 (c.17).
(b) Paragraph 10(1) of Schedule 5(b) and paragraph 8(3) of Schedule 5A(c) to the National Health Service Act 1977 (1977
c.49), and paragraph 16(5) of Schedule 2 to the National Health Service and Community Care Act 1990 were amended by
section 6 of the Health and Social Care Act 2001 (c.15).
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