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Relevant national audits (cont.)

Emergency Use of Oxygen  100%

Epilepsy 12 (Childhood Epilepsy)  IP

Fever in Children  100%

Fractured Neck of Femur  100%

Head and Neck Oncology  100%
Heart Failure  IP
Hip Fracture Database  100%
Inflammatory Bowel Disease  IP
Lung Cancer  100%
National Joint Registry  IP
Neonatal Intensive and Special Care  100%
Non-invasive Ventilation  100%
Oesophago-gastric Cancer  100%
Paediatric Asthma  100%
Paediatric Pneumonia  100%
Pain Database  0%2

Parkinson’s Disease  100%
Potential Donor  IP
Renal Colic  100%

Renal Registry  IP

Stroke National Audit Programme  IP
Trauma  IP
Vascular Surgery  IP

Trust Participation % Cases
submitted

2 This stage of the project required clinicians to give patients a questionnaire to fill in and return to Dr Foster. The Audit Lead
reports that the relevant documentation was not received in the Trust until near the end of the audit period, which meant that
only a few patients could be included. Whilst these patients were encouraged to complete and return the questionnaire,
unfortunately it would appear that none did so.

National audits not relevant to the Trust

National audits relevant only to Mental Health Trusts:

• Prescribing Observatory for Mental Health
• Psychological Therapies
• Schizophrenia

National audits where services are not provided by
the Trust:

• Adult Cardiac Surgery
• Congenital Heart Disease (Paediatric cardiac

surgery)
• Intra-thoracic Transplant

“When trying to get anyInformation, was repeatedlytold "you'll have to wait".
Always had to ask for updates,
no effort made at all to keepme informed”(NHS Choices, Orthopaedics, Dec

2012)
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National audits: - the findings
The reports of the following National Clinical
Audits were reviewed by the provider in 2012/13
and the following are just some of the actions that
ENHT intends to take/has taken to improve the
quality of healthcare.

National Neonatal Audit Programme
The National Neonatal Audit Programme results
for the Trust showed some areas requiring
improvement, for which actions have been
planned, or had already being completed in
response to earlier guidance:

• A Business case submitted to the Neonatal
Network for a breast feeding support role
has been successful, and resulted in the
employment of a Neonatal Breast-feeding
coordinator

• A Business case submitted for an additional
consultant for the Neonatal Unit, to meet the
requirements for Consultants/clinics for
Bayleys examination and identification of
early intervention, has also been successful
in funding an additional Neonatal
Consultant specialist

• The Trust has improved the environmental
temperature and monitoring in the delivery
suite and theatre

• Training and re-emphasis on guidelines for
appropriate transport and documentation for
all Neonatal staff has been implemented

• A comprehensive induction training on the
SEND data system for the Medical team
has been introduced with subsequent
improvement in documentation

National Hip Fracture Database
The Trust undertook a reconfiguration of its Hip
Fracture service halfway through the audit year,
so 6 months of data precede the new unit and
associated improvements in quality of care.

The Trust estimates that we now achieve 80% of
Best Practice Tariff standards. An action plan is in
place against the audit findings that will enable
the Trust to further improve performance against
the standards, including the development of nerve
blocks during surgery and a trial of new cemented
implants is being undertaken in clinically
appropriate patients.

National Epilepsy 12 Audit
The report for the National Epilepsy 12 audit
showed that the Trust is performing well for its
childrens’ epilepsy specialist services, including
provision of, and referral to, epilepsy specialist

staff, care planning, appropriate first clinical
assessment and all required
diagnostic services.

An action plan to address shortfalls is now in
place. Actions include the development of a
care pathway and protocols to improve
assessment, investigation, diagnosis and
management of children with epilepsies.

Myocardial Ischaemia National Audit Project
(MINAP)
The Trust opened its new Hertfordshire
Cardiology Centre at the Lister Hospital in
March 2012, and the MINAP audit results show
the Trust’s performance in almost all standards
to be above 90%, and above the overall results
for England.

The audit highlighted a lower score for
admission of nSTEMI (type of heart attack)
patients to a cardiac ward and, although
performance is above or equal to the England
average, action has been taken by the
Cardiology clinical lead to make improvements
to the admission process.

NCEPOD: Time to intervene? Review of
in-hospital cardiac arrest and resuscitation
attempts
Actions taken to date include:

• A new Resuscitation policy
• New cardiac arrest forms to record and

audit arrests
• New ‘Do Not Attempt Cardio-pulmonary

Resuscitation forms

The Trust has a continuous training programme
carried out by the Resuscitation team and the
National Early Warning Score (NEWS) for
observations to ensure early recognition of
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Departmental audits: - the findings
The reports of 169 local clinical audits were
reviewed by the provider in 2012/13 and the
following are just some of the actions that ENHT
intends to take/has taken to improve the quality of
healthcare provided. (Details taken from the
Outcomes Forms/Action Plans that Audit Leads
are required to complete once an audit has been
undertaken and presented.)

Adequacy of In-Patient Note Documentation
(Trauma & Orthopaedics)
During future local induction of new juniors into
the department, and on consultant ward rounds,
extra emphasis will be given to the need to
comply with Trust standards of documentation
and note keeping.

Audit on Missed Critical Drugs QEII
(Pharmacy)
A training programme is to be set up for ward
nurses and pharmacists regarding the completion
and checking of endorsements.

Booking and Missed Appointments
(Obstetrics)
Current policy to be revised to reflect the new
process for referral and booking. Staff are to be
educated to differentiate between 'transfer' into
trust and a 'booking'.

Compliance with Trusts Blood Transfusion
Policy 2012-13 (Renal Medicine)
Computerised sign-off for all nephrology and
transplant patients having transfusions to be
instituted on Ward 6B. The importance of clinical
observation during transfusion to be reinforced to
all staff.

Do Not attempt Resuscitation Documentation
Audit (E&NH) 2012 (Cancer Centre)
A set of brief guidance notes to assist with
completion of the form, and how to reverse
decisions, is to be printed. The possibility of
including this information on the back of the
DNAR forms is to be investigated.

Documentation Audit 2012-2013 (Cancer
Centre)
A new, standardised Ward Admission Proforma
has been produced.

Handover of Care (On-site) (Obstetrics)
The guideline relating to postnatal transfer to be
updated and staff reminded of the procedures to
be followed.

Neurological Assessment in Emergency
Patients Referred to Orthopaedics with Low
Back Pain (Trauma & Orthopaedics)
A standardised neurological assessment
proforma has been introduced together with a
new admission clerking proforma for use in
patients with back pain or suspected cauda
equina, requiring admission. Information about
cauda equina to be included in the new T&O
Junior Doctors’ Handbook.

NICE CG109: Transient Loss of Conscious-
ness in Adults (Emergency Medicine)
A departmental proforma for transient loss of
consciousness is to be produced.

NICE CG130: Hyperglycaemia in Acute Coro-
nary Syndromes (ACS) (Cardiology)
Medical juniors to be educated about the
importance of measuring body mass (BM) and a
BM2 tick box section is to be added to the ACS
proforma.

NICE CG134: Anaphylaxis (Emergency
Medicine)
Training material based on the NICE guidance,
and a flow chart for use in resuscitation on the
management of patients in anaphylaxis, to be
produced. ICE (Pathology system) order set to
have tryptase included plus a pop up to say
needs repeating in 1 – 4 hours.

Omitted or Delayed Administration of Critical
Medicines in ENHT (Pharmacy)
Posters to be designed and put up around the
hospital and ward stock lists reviewed. Critical
drugs list printed out, laminated and stuck on all
ward drug cupboards.

Provision of Out of Hours Advice at Mount
Vernon Cancer Centre
Calls will be directed to one centralised point of
contact (24hrs a day) manned by a coordinator
trained in the use of UK Oncology Nursing
Society assessment tools.

Time Taken Between Taking Chemotherapy
'Off Hold' and Patient Receiving It.
(Pharmacy)
Outside-supplier delivery times to Pharmacy to
be monitored in line with service level
agreements.

WHO (World Health Organisation) Surgical
Checklist Compliance (Obstetrics)
A specially adapted version of the WHO surgical
checklist has been produced for use in
Maternity.
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Research and development
Clinical research involves gathering information to
help us understand the best treatments or
procedures for patients. It also enables new
treatments and medications to be developed.

The number of patients receiving relevant health
services provided or sub-contracted by ENHT in
2012/13 that were recruited during that period to
participate in research approved by a research
ethics committee was 1988 according to the latest
figures available.

Patient recruitment into the United Kingdom
Clinical Research Network (UKCRN) portfolio
studies has risen and been maintained over
recent years from 1081 patients in 2007/08. ENHT
has been the top recruiting Trust in the Essex and
Hertfordshire Comprehensive Local Research
Network for the last 5 years. This level of
participation in clinical research demonstrates the
Trust’s commitment to improving the quality of
care we offer and to making our contribution to
wider health improvement.

The Trust was involved in conducting 360 clinical
research studies and used national systems to
manage the studies in proportion to risk. The
majority of the studies were established and
managed under national model agreements. In
2012/13 the National Institute for Health Research
(NIHR) supported 105 of these studies through its
research networks. In the last three years 225
publications have resulted from our involvement in
research, helping to improve patient outcomes
and experience across the NHS. Examples of how
our research activity leads to improvements in
patient care are available in the ENHT Annual
Report.

The Trust hosted its first Nursing & Midwifery
research conference in October 2012.

Discussions included everything from the role of a

Goals agreed with commissioners
A proportion of the ENHT’s income in 2012/1/3
was conditional on achieving quality
improvement and innovation goals agreed
between the ENHT and any person or body they
entered into a contract, agreement or
arrangement with for the provision of relevant
health services, through the Commissioning for
Quality and Innovation payment framework.

Further details of the agreed goals for 2012/13
and for the following 12 month period are
available electronically at www.enht-tr.nhs.uk

Commissioning for Quality and Innovation
(CQUIN) is a way of improving quality by
providing a financial incentive. The Trust
receives either a full or part payment depending
upon the results it achieves. The total value of
the CQUIN payment in 2012/13 amounts to
approximately £6.7 million.

The Trust CQUINs are given on page 38
together with their full monetary value and
details of whether or not these quality
improvements were met.

Trusts first Nursing and Midwifery
research conference

clinical trials nurse to wound care in the healing
process; the importance of mealtimes in hospitals
and patients’ perceptions of pain.

Number of patients recruited to Portfolio
studies

1638 1720

2864

2011 1988

2008/9 2009/10 2010/11 2011/12 2012/13
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CQUIN Weighting Full value
(£ 000) Achieved

1 Percentage of all adult patients who have had a Venous-
thromboembolism (VTE) risk assessment 5% 336 100%

2 Improving patient experience – annual adult in-patient
survey 5% 336 60%

3a Improving care of patients with dementia – case finding

5% 336 100%3b Improving care of patients with dementia – risk
assessment

3c Improving care of patients with dementia – referral

4 Use of NHS Safety Thermometer 5% 336 100%

5 Improving outcomes for patients with chronic obstructive
pulmonary disease 10% 672 100%

6a Improving patient experience – net promoter baseline
score

10% 672
6b Improving patient experience – net promoter Board and

commissioner reporting

6c Improving patient experience – net promoter weekly
reporting

6d Improving patient experience – net promoter
performance improvement

7 Reducing hospital mortality 15% 1008 95%

8
Improving patient experience – responding to feedback
from carers of in-patients with a learning disability or
aged over 75 years

15% 1008 100%

9 Improving outcomes for patients following a stroke 10% 672 100%

10 Making every second count (opportunities for lifestyle
changes) 10% 672 100%

11a
Improving care of patients on a cancer care pathway –
assessment and care planning 5% 336 100%

11b
Improving care of patients on a cancer care pathway –
improvement of care within the last 12 months of life 5% 336 100%

100% 6,720 94.75%

75%

Statements from the Care Quality
Commission
The ENHT is required to register with the Care
Quality Commission (CQC) and its current
registration status is registered with no conditions.

The Care Quality Commission's Quality and Risk
profile (QRP) brings together information about
the Trust and provides an estimate of the risk of
non compliance against each of the 16 essential
standards of quality and safety. ENHT uses the
QRP ratings to support its internal process for
monitoring compliance with the Essential
Standards of Quality and Safety. A Trust wide
summary of compliance is submitted to both the

Risk and Quality Committee and Trust Board
on a monthly basis. Detailed compliance re-
ports are submitted to the Risk and Quality
Committee on a quarterly basis.

The CQC has not taken enforcement action
against ENHT during 2012/13.

ENHT has participated in special reviews or
investigations by the Care Quality Commission
during 2012/13.

The CQC carried out a routine, unannounced
inspection of the Lister hospital on the 6th and
7th December 2012.
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The inspection team tested compliance against
5 outcomes:

• Outcome 4 (care and welfare)
• Outcome 6 (cooperating with other

providers)
• Outcome 7 (safeguarding people who use

services from abuse)
• Outcome 13 (staffing)
• Outcome 16 (assessing and monitoring the

quality of service provision).

During the two day inspection the inspectors
interviewed key members of staff, visited several
wards where they spoke to clinical staff, patients
and their families and also reviewed health
records. Detailed evidence to support outcome
16 was requested and provided to the inspection
team for review.

The inspection team found that people spoken
with had experienced care and treatment that

Information Governance
Information governance is about ensuring that information such as personal records is properly
managed. Such information, whether paper or electronic needs to be cared for properly which means
stored safely and accessed only by the right people.

The ENHT’s Information Governance Assessment Report overall score for 2012/13 was 89% and was
graded ‘satisfactory’. The scores (%) for each standard are given in the table below.

Data quality
The ENHT submitted records during 2012/13 to the secondary uses service for inclusion in the Hospital
Episode Statistics which are included in the latest published data.

The percentage of records in the published data which included the patient’s valid NHS number and the
valid General medical Practice Code was:

ENHT was found to be fully
compliant with all the essential standards

inspected.

Included valid NHS
Number

Included valid General
Medical Practice Code

Admitted patient care 99.6% 98.6%
Out patient care 99.8% 99.4%
Accident & Emergency care 98.7% 97.6%

Initiative 09/10 10/11 11/12 12/13 Plan for
12/13

Achieved at
Level 2

Information Governance
management 84 86 86 86 86 Satisfactory

Confidentiality & data protection 76 88 88 92 92 Satisfactory
Information security 71 75 77 77 or 80 84 Satisfactory
Clinical information 83 93 93 100 100 Satisfactory
Secondary uses 78 87 91 95 95 Satisfactory
Corporate information 58 77 77 77 77 Satisfactory
Overall 77 83 85 87 or 88 89 Satisfactory

met their needs at the Lister hospital and had
been involved, where possible, in decisions about
this. People's health, safety and welfare was
protected when more than one provider was
involved in their care and treatment, or when they
moved between different services. People were
also protected from the risk of abuse because
ENHT had taken reasonable steps to identify the
possibility of abuse and prevent abuse from
happening. People spoken with told CQC that
there were adequate staff in place to meet
people's needs on a day to day basis. ENHT
provided CQC with evidence that showed that
staff at the Trust worked to continuously improve
the quality of all aspects of their services through
the review of progress against organisational
performance priorities and strategies.
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Clinical coding error rate
The ENHT was subject to the Payment by
Results clinical coding audit during the reporting
period by the Audit Commission and the error
rates reported in the latest published audit for
that period for diagnoses and treatment coding
(clinical coding) are given in the table below.

ENHT has taken the following actions to
improve data quality:

A number of Trust clinicians regularly review
coded activity with colleagues in the Clinical

Audit Commission Information Governance
Clinical Coding Audit

Primary diagnoses incorrect 10.0% 9.5%

Secondary diagnoses incorrect 7.4% 6.7%

Primary procedures incorrect 15.2% 5.6%

Secondary procedures incorrect 16.2% 13.4%

Coding Department which helps to ensure
accurate information. This has led to a number
of improvements in the way clinical information
is documented in the patient medical record and
in the way that the Coding Department interpret
that information.

Senior clinicians from the Medical Director’s
office continue to work with the Clinical Coding
department to spread this good practice and
further optimise clinical input into the coding
process.

Summary Hospital Mortality Indicator (SHMI)

SHMI—what is this?

SHMI measures deaths that happen at hospital and within 30 days of discharge. It is the ratio between
the actual number of patients who die following a treatment at the Trust and the number that would be
expected to die on the basis of average England figures, given the characteristics of the patients treated
there.

Indicator July 11-June
12

Oct 11 – Sept
12

a
Value of the summary hospital-level mortality indicator (“SHMI”) 1.10 1.11
Banding of the summary hospital-level mortality indicator
(“SHMI”) 2 2

b
Percentage of patient deaths with
palliative care coded at either diagnosis or
specialty level

35.8% [18.4%] 37.6% [18.9%]

The figures in brackets [ ] are the national figures.

The ENHT considers that this data is as
described for the following reasons:

The latest SHMI for the period Oct 2011 to Sept
2012 is 1.11. This places the Trust in 129th

position nationally out of 142 Trusts. Although
higher than average the chart on page 41 shows
an improving position. This figure now lies within
the expected range.

Mortality monitoring includes reviewing ‘alerts’

which show higher than expected mortality with
certain diagnoses. This has been seen in five
areas: respiratory infection, urinary infection,
acute renal failure, septicaemia and congestive
heart failure. The care and treatment of patients
with these conditions have been reviewed during
the year and updated processes put in place.

However, it will be some time before
improvements are shown in the SHMI data as
there is a significant time lag of approximately 8-
20 months before the reporting month ie. data
from January– December 2012 is due to be
reported in July 2013.
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The chart shows a
rolling 12 month
trend for SHMI,
adjusted SHMI
taking into
account palliative
care, HSMR and
the 100 average.

SHMI with Palliative Care adjustment
The Trust is one of eight nationally that offers
hospice care as part of our services. This means
that patients admitted for end of life (palliative)
care who then die are included within the SHMI
figure. As a consequence the SHMI figure for the
Trust is likely to be higher than national average.

The Trust has reviewed data to understand the
influence of this palliative care effect. Dr Foster
confirms that our hospice makes a 5% difference
to our SHMI figure. When removing the palliative
care influence, the SHMI is at 101.1 (source: Dr
Foster). The overall improvement in SHMI re-
flects the falling HSMR trend.

The ENHT has taken the following actions to
improve the indicator and percentage in (a) and
(b), and so the quality of its services, by:

• Ongoing review of recently reconfigured
services (e.g. fractured NoF, emergency
surgery)

• Joint working with Dr Foster to understand
the data more thoroughly

• The nomination of Clinical Coding Leads by
Clinical Directors for all relevant specialties to
improve familiarity and accuracy

• A clinician and senior coder meet regularly to
review the clinical quality and coding
accuracy of patient deaths. This is well
established in the Fractured Neck of Femur
service and Care of the Elderly and is being
rolled out to other medical specialties

• A joint mortality review group with West
Hertfordshire NHS Trust and NHS
Hertfordshire has been set up

• The frequency of meetings of the Clinical
Coding Review Group has been increased to
every 2 weeks

• Shared learning with other Trusts eg test
result assisted coding

Aiming High Award
Swichboard teams, Lister & QEII Hospitals
January 2013
Staff from the Trust’s main switchboard at the
QEll and Lister hospitals received the award
for their hard work and dedication during a pe-
riod of significant change. They have ensured
that the service remained excellent and that
people have been connected to the right con-
sultant, ward or office, speedily and with the
minimum of fuss.
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Patient Reported Outcome Measures (PROMS)

PROMS—what is this?

Patient Reported Outcome Measures (PROMs) were introduced in 2009. Each patient undergoing four
types of surgery as listed below are asked to complete questionnaires before and after surgery. The
information is compared and improvements noted. There are a number of ways of measuring the
improvements, one of these - the EQ-5D index health gain – is given. This is an overall weighted
assessment relating to function and feeling. The measure ranges from -0.594 to 1 where 1 is the best
possible state of health.

Indicator April 2011-March 2012 April 2012-
Dec 2012

a Groin hernia surgery 0.081
[0.087]

Number too low for analysis
[0.090]

b Varicose vein surgery
Data numbers too low for

analysis
[0.094]

Not featured
[0.089]

c Hip replacement surgery 0.414
[0.416]

Number too low for analysis
[0.429]

d Knee replacement surgery 0.316
[0.302]

Number too low for analysis
[0.321]

The figures in brackets [ ] are the national figures.

The ENHT considers that this data is as
described for the following reasons:

The April 2011-March 2012 data contains a mix
of procedures undertaken by ENHT for the first
half of the year and by both ENHT and the
sugicentre for the second half of the year.
Routine procedures where surgery is expected to
be straightforward are undertaken at the
surgicentre; whereas more complex operations
are undertaken at ENHT. The data for this period
is not separated (and cannot be separated) so it
is not an accurate reflection of outcomes.

However, where data is available for this period
the outcomes are consistent with national
averages.

The majority of these procedures are undertaken
at the surgicentre so data for April – September
2012 was expected to show low numbers of
patients associated with ENHT. The Trust was
eager to see how patients felt they had benefited
from the more complex operations undertaken at

Readmissions
Indicator 2009/10 2010/11

a Percentage of patients aged 0 to 14 readmitted within 28 days of
discharge

11.02
[10.18]

13.73
[10.15]

b Percentage of patients aged 15 and over readmitted within 28 days
of discharge

11.09
[11.16]

10.57
[11.42]

The figures in brackets [ ] are the national figures.

ENHT but we were surprised to see, in January
2013 when the data was released, that the Trust
was not featured in the analysis figures.

Further investigations revealed that the process
to identify the different surgicentre and non-
surgicentre patients was not adequately set up.

The ENHT has taken the following actions to
improve these outcome scores, and so the
quality of its services, by working with the survey
coordinators to ensure that the correct data is
captured and that their systems adequately
differentiate between Trust and surgicentre
patients. The Trusts surgical division will ensure
that processes are robust within clinics and pre-
assessments to ensure patients receive the
appropriate questionnaire.



East and North Hertfordshire NHS Trust | Quality Account 2012/13 | DRAFT FOR BOARD 43

The ENHT considers that these percentages are
as described because it is historic data. The most
recent data shows the readmission rate to be
11% across the organisation for 2012/13 and is
featured on the Trust floodlight rated ‘amber’. The
Trust is aiming towards a 9% readmission rate.
Historical data can be found on page 51 of this
report.

The ENHT has taken the following actions to
improve these percentages, and so the quality of
its services, by introducing two workstreams in
2012 as part of the Transforming Inpatient

Responsiveness to Personal Needs

Indicator 2010/11 2011/12

a Responsiveness to the personal needs of patients 64.6
[67.3]

64.8
[67.4]

The figures in brackets [ ] are the national figures.

The ENHT considers that this data is as described for the following reasons:

• Continuing poor scores relating to finding someone to talk to about worries and fears
• Continuing poor scores relating to informing patients about medication side effects

The results are summarised below for the five questions making up the composite score for this
indicator.

Question 2010 2011 2012
Were you involved as much as you wanted to be in decisions about your care
and treatment?

71.3 68.8 69

Did you find someone on the hospital staff to talk to about your worries and
fears?

57 54.9 52

Were you given enough privacy when discussing your condition or treatment? 76.3 78.8 81
Did a member of staff tell you about medication side effects to watch for when
you went home?

46.2 45.2 50

Did hospital staff tell you who to contact if you were worried about your condi-
tion or treatment after you left hospital?

72.3 76.1 79

Overall 64.6 64.8 66.2

This indicator forms part of the CQUIN score for
2012-13. A score of 66.2 derived from the
national inpatient survey results means that
although improvements have been made overall,
the CQUIN target of 67 was not achieved.

The ENHT has taken the following actions to
improve this data, and so the quality of its
services, by:

• Raising awareness of these questions via the
performance reviews

• Introducing the ARC programme and more
latterly the Excellence in Customer Care
programme

Management Programme. ‘Increasing
Ambulatory Care and Reducing Readmissions’
is working towards ensuring that those who
need additional services or care after discharge
can be seen and have their needs met by
attending hospital just for a day, rather than
requiring an admission. The ‘Effective
Discharge Planning’ workstream aims to ensure
that patients, once discharged, have their needs
met fully by all services eg social services,
community nursing etc and therefore do not
require a later readmission due to a failure of a
care package or insufficient preparation.

• Undertaking a skill mix review on the wards in
January to see if staffing numbers and grade
of staff are in line with national averages

• Introducing mobile units to dispense
medications on the ward. Pharmacists can
therefore educate patients about their
medication

• Incorporating a question about providing
medication-related information into the
discharge checklist.
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Recommending the Trust
Indicator 2011 2012

Percentage of staff employed by the Trust who would recommend the Trust as a pro-
vider of care to their family or friends

57%
[60%]

66%
[63%]

The figures in brackets [ ] are the national figures.

The ENHT considers that this percentage is as
described because of the organisational changes
underway; the commitment to improve quality
and the focus on staff development.

The ENHT has taken the following actions to
improve this percentage, and so the quality of its
services, by:

• Dedicating a considerable amount of time
to the ARC staff development programme
so that managers are more aware of quality
outcomes and can share this with their staff

Venous thromboembolism

Indicator
July-
Sept
2012

Sept-
Dec
2012

a Percentage of patients who were admitted to hospital and who were risk
assessed for venous thromboembolism

99.3%
[93.8%]

99.4%
[94.1%]

The figures in brackets [ ] are the national figures.

The ENHT considers that this percentage is as described because of the continued efforts to promote
and monitor VTE assessments on a daily basis. These figures continue to exceed the national figures.

The ENHT has taken the following
actions to improve this percentage,
and so the quality of its services, by:

• Continuing to collect data on a
daily basis and publish the
analysis at ward and consultant
level

• Monitor the outcomes on the
Board floodlight as well as at
performance reviews

• Incorporating the assessment
form into a revised medication
chart so that they are readily
available and completed as part
of the everyday treatment plan

• Assessing completion during
safety walkabouts
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Trust England Aim

• Increased internal correspondence about
the quality of care delivered

• Involvement of staff in the service changes,
so there is a sense of ownership about
future services

• Focusing on the Trust values as a way to
galvanise staff into delivering a service that
they would want for themselves
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Clostridium difficile
Indicator 2010/11 2011/12

a The rate per 100,000 bed days of cases of C.difficile infection reported
within the Trust amongst patients aged 2 or over

20.8
[29.6]

4.1
[21.8]

The figures in brackets [ ] are the national figures.

The ENHT considers that this rate is as described
because of the significant improvements made
within infection prevention and control over the
last few years as can be seen in the graph below.

The ENHT has taken the following actions to
improve this rate, and so the quality of its
services, by:

• Monitoring at division and ward level
• Ensuring divisional leads feedback their

infection control initiatives at the Trust
Infection and Prevention Control
Committee

• Enforcing ‘naked below the elbow’
• Mandating handwashing training for all

staff
• Monitoring the high impact interventions
• Undertaking root cause analysis of

surgical site infections to identify, and
rectify, any gaps in understanding or poor
practices

No. clostridium difficile by year
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Number of patient safety incidents

Indicator Oct 2011-
March 2012

April – Sept
2012

a The number of patient safety incidents reported within the Trust 4589
(4880)*

4678
(4752)*

b The rate of patient safety incidents reported within the Trust 9.49 10.84

Percentage of severe harm or death [Large acute Trust average]
0.6%

(0.7%)*
[0.7%]

0.3%
(0.3%)*
[0.7%]

The figures in brackets [ ] are the national figures.

The ENHT considers that these numbers and rate
are as described because of the strong reporting
culture within the organisation and the willingness
to be open about our incidents.

* Please note that updated figures are reported in
brackets ( ). This takes account of the additional
incident report forms received by the risk
management department after the date when the
data upload was sent to the national system. The
Trust is pleased to send regular data uploads to
the national system but recognises that not all
data will be captured whilst having a paper
incident reporting system.

The ENHT has taken the following actions to
improve this number and / or rate, and so the
quality of its services, by:

• Continuing to encourage the reporting of
incidents and supporting staff when
completing investigations

• Promoting an open culture
• Including summary data relating to serious

incidents by division as part of the monthly
rolling half day learning package

• Developing the skills of senior staff in
undertaking investigations and supporting
them to do so, thereby promoting the
opportunity for learning and openness

• Offering root cause analysis training
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More recent data, (April –
Sept 2012) shows the
Trusts performance
against 39 large acute
organisations. The rate of
reported incidents is at
10.8 per 100 admissions.

This is shown in the graph
and demonstrates the
Trust as the third highest
reporter.

The severity of incidents, again
for April – Sept 2012, is shown
here.

This profile is indicative of an
organisation with a
mature incident reporting culture.

(Source: NHS Commissioning
Board, March 2013)

Results of the
2012 NHS Staff
Survey indicate
that the Trust is
better than
average for the
fairness of
incident
reporting.

Electronic incident reporting
The Trust has started to introduce Datix-web for electronic capture of incidents, rather than paper forms.

Whilst still in its early stages of implementation already the value of easy access to specific incidents
and overall trends analysis is becoming evident to users. The electronic incident form also mandates
that when a patient suffers harm there is an acknowledgement of ‘being open’ and a requirement to
state when such discussions with the patient / their family occurred.
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Part 3
3a Review of quality performance in 2012/13
Overview

Quality can be broken down into three areas: safety, effectiveness and experiences of care. Examples
of changes or improvements in each of these areas for the last year are given.

Key:

The key is based upon the thresholds set by the Board at the beginning of each year which are used to
monitor performance throughout the year.

 Achieved
~ Under achieved (defined mid-range as given on the Trust floodlight)
 Not achieved

Organisation summary
The East and North Hertfordshire NHS Trust
provides secondary (hospital) and limited tertiary
(specialist) care services from four sites:

• The Lister Hospital in Stevenage
• The Queen Elizabeth II (QEII) Hospital in

Welwyn Garden City
• Hertford County Hospital in Hertford
• Mount Vernon Cancer Centre in Northwood,

Middlesex

The first three sites provide services to a
population of around 600,000. Mount Vernon is
one of the country’s leading cancer treatment
centres, serving a population of some two million
people.

The Lister and the QEll hospitals provide a range
of acute services, outpatient and diagnostic
services. Hertford County Hospital is a diagnostic
and outpatient centre.

A number of specialist services are also provided.
These are:

• The Mount Vernon Cancer Centre providing
specialist chemotherapy and radiotherapy
services

• Urological cancer
• Renal medicine and plastic surgery at the

Lister Hospital. The Renal service has been
expanded to incorporate the management of
the satellite unit at Bedford

The income for 2012/13 was approximately
£346m (including non-NHS activities and other
income) and over 5,000 staff are employed by
the Trust.

Clinical services are organised into five
Divisions. Four Divisions (Medicine, Surgery,
Cancer and Women/Children’s) offer treatment,
while the fifth (Clinical Support) provides
Pathology, Radiology, Pharmacy and Medical
Records services.

Equality Delivery System
The Trust has adopted the Equality Delivery
System (EDS) aimed at improving the equality
performance of the NHS and embedding
equality into mainstream business. For more
details please refer to http://www.enherts-
tr.nhs.uk/about-the-trust/equality-diversity
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The Patient Safety Strategy (2011-14)
summarises intentions to:

• Reduce harm and avoidable deaths
• Promote a culture whereby safety is an

integral part of what we do
• Design services, pathways and systems to

protect patients from harm

In 2012/13 the strategy was supplemented by a
set of objectives. These are summarised in the
table below together with an indication as to
whether, or not, they were met.

Twelve patient safety walkabouts were
undertaken during the year, against a plan of 40.
This is simply because of other safety initiatives
taking priority. The totality of monitoring at the
ward level is such that any emerging concern will
trigger a safety walkabout. A walkabout plan for
2013/14 will be revised so that it is risk based and
will allow for a more in-depth review of fewer
areas rather than a broad overview of many.

The consent action plan was intended to further
improve consenting practices. Some aspects of
the action plan have been implemented, such as
additional training. However it has not been
possible to introduce the range of combined
consent forms / information leaflets as had been
planned. This work will continue into 2013/14.

Priority Met

1 Undertake revised patient safety walkabout programme, reporting findings to PSC
bi-monthly 

2 Implement ‘diabetes action plan’ focusing on insulin error reduction and management
of the diabetic foot. Monitored at Medication Forum, escalated to PSC bi-monthly 

3 Review medication errors at Medication Forum & report to PSC bi-monthly (focus on
anticoagulation & delays in critical medicines) 

4 Review handover process to make shift & out of hours handovers more robust. Update
policy 

5 Reduce falls / pressure ulcers, VTE and catheter acquired urinary infections as per
Safety Thermometer 

6 Introduce the SBAR communication tool 
7 Implement ‘Sepsis action plan’ 

8 Consent – implement NHSLA action plans to ensure consent is sought by appropriately
trained staff and that the supporting information is improved 

9 Introduce Datix web for the real-time logging of incidents in the local area 

10 Complete ‘policies action plan’ so that all trust-wide policies / guidelines on the KC are
edited (edit screen) to maximize accessibility via keyword search 

Global Hand Hygiene Day

“Dreadful service,thankfully the op went
well”

(Paediatrics /
Theatres, February

2013)

Promoting the ‘flu jab’

Patient safety
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Safety indicator set
The following indicator set gives an overview of some of our safety indicators with results over the last
few years.

Indicator 09/10 10/11 11/12 12/13 Plan for
12/13 Met

Medication errors 1438 1176 1250 1175 N/A1 N/A

Fractures following falls in hospital 15 24 29 21 N/A N/A

Never events 1 1 1 2 0 
MRSA Elective Screening (all elec-
tive inpatient admissions) N/A 92% 99.5% 99.9% 100% 

MRSA Bacteraemia 10 5 3 2 3 

Number of falls 1841 2058 1650 1216 <1237 

NHS Safety Thermometer N/A N/A N/A 498 589 

Never events
The Trust declared two ‘never events’ in the year.
These are incidents that should never happen if
good preventative practices are in place.

A swab was left in the abdomen of a patient
following obstetric surgery. Further surgery was
required to extract the swab which at some point
had been missed. The initial surgery had been
particularly difficult with significant blood loss and
additional consultant staff had been called to assist
in the operation. Two further operations were
undertaken to control bleeding and a fourth
operation to remove the swab. It is not clear at
what point the swab was left in place. The
investigation revealed a number of factors
contributing to the incident such as poor swab
counting practice in an emergency situation;
unfamiliarity of the team in the obstetric theatre;
multiple consultant cover and handover of care. A
comprehensive action plan was produced and is
being implemented which aims to align obstetric
theatre practices with those of main theatres.

A patient underwent surgery on his spine involving
vertebrae L3/L4 (lower back region). The surgery
was intended for the adjacent vertebrae L4/L5 and
a further procedure was required to relieve the
initial problem. The investigation is currently
underway.

Safety alerts
All relevant national patient safety alerts have been
implemented. The monitoring of alerts is a standing
item of the Patient Safety Committee.

The Trust wishes to encourage open reporting of incidents so no targets are set for this indicator

Eastern Academic Health Science Network
The Trust is participating in the Eastern
Academic Health Science Network. This is a
regional programme of initiatives to improve
patient safety.

Working alongside academic establishments
the aim is to research new ways of improving
safety and sharing the learning amongst the
network organisations. It is in the early stages
of development with projects being identified
such as learning from incidents, improving
handover of test results and designing systems
to prevent error.

“The nurse gave us veryclear instructions abouthow to manage the woundonce we got home, andspoke to both me and mydaughter in simple,reassuring terms that wecould understand.”(Paediatrics, January 2013)
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Serious incidents
Serious incident data is reported nationally per
calendar year.

The inclusion of pressure ulcers and serious falls
has resulted in an increase in the number of
serious incidents reported.

The uncategorised incidents below relate to a
range of matters with the following themes:

• Missed diagnosis or late diagnosis
• Failure to observe deterioration
• Breach of confidentiality

Indicator 2009 2010 2011 2012
Serious Incidents (uncategorised) 10 19 22 8

Healthcare acquired infection 8 12 9 3

Pressure ulcers (reportable from November 2010) N/A 0 26 49

Serious falls (reportable from April 2012) N/A N/A N/A 6

Total 18 31 57 66

Examples of improving safety

Early Warning Score
Monthly audits show that observations of pulse,
blood pressure etc are undertaken correctly in
93% of cases. The launch of a new observation
chart, together with further training, aims to
increase this figure.

Sepsis
Blood infections may lead to someone dying if not
treated quickly and correctly. A review of sepsis
care has been completed and a new care
pathway put in place to guide treatment.

Handover
A review of handover and transfer of patients to
other teams has shown this to be a potential
source of error. To avoid ‘things getting missed’
new standards of handover and transfer have
been produced.

Urinary infections in patients with a catheter
Catheter infections are seen in less than 10% of
people with a catheter.

SBAR
This is a way of communicating critical
information when prompt action is required. The
method was introduced in July 2012.

As a consequence the Trusts safety initiatives
have focused on acting on test results, improving
handover, improving communication of critical
information and auditing the standard of
observations.

All serious incidents were investigated thoroughly
using root cause analysis techniques and action
plans implemented where failings were identified.



East and North Hertfordshire NHS Trust | Quality Account 2012/13 | DRAFT FOR BOARD 51

The Improving Patient Outcomes document
describes the Trusts intention to enhance the
effectiveness of care. Four aims have been
identified for focused action during the year:

• Improving the timeliness of care
• Reducing the variability of care
• Reduction of error through improved

communication
• Introduction of evidence based innovations

and therapies

1 HSMR - figure reported in the 2011/12 report of 93 was based upon the 2010/11 benchmark
2 The methodology changed in October 2011 from ‘time of admission’ to ‘time of arrival’ so the average data for quarters 1&2
and for quarters 3&4 are given separately. An average final year position is therefore not given as the data is not comparable
* 2 months in arrears

Indicator 09/10 10/11 11/12 12/13 Plan for
12/13 Met

HSMR (rebased) 101.9 99.3 98.21 92.7 <=89 ~
HSMR (Medicine) 119.4 108.2 101.3 99.4 <=90 ~
HSMR (Surgery) 124.6 115.5 96 83.5 <=90 
HSMR (Cancer) 48 47.5 63.7 61.7 <=85 
HSMR (Women & Children) 81.4 107.6 68.3 87.4 <=85 ~
SHMI N/A 117.8 114.1 111.4 <=105 
SHMI (with palliative care
adjustment) N/A 102.5 103.7 101.1 <=100 
Emergency readmissions to
hospital within 28 days of
discharge*

- 14.9% 15.04% 11% 9% ~
% of patients spending 90% of
hospital stay on a specialist stroke
unit

34% 91.4% 83.75%2

75%2 79.4% 80% 

% patients with high risk TIA seen
and scanned / treated within 24
hours (Not admitted)

Under-
achieved 66.5% 39.2% 51.2% 60% 

% of admitted patients risk-
assessed for Venous
Thromboembolism

N/A 62.6% 92.8% 99.2% 98% 

Aiming High Award
Renal Team
Our renal transplant team has received funding from NHS
Kidney Care towards a project aimed at enhancing patient
experience and health outcomes through timely listing for
transplantation. With the funding the team has invested in
staff training, engaged with other hospitals and reviewed
patient and staff communication; with positive feedback from
patients, relatives and colleagues across the Trust.

Effectiveness indicator set
The following indicator set gives an overview of
some of our effectiveness indicators and
changes over the last few years.

Specific details about HSMR can be found on
page 22, and SHMI on pages 40 and 41.

Clinical effectiveness



East and North Hertfordshire NHS Trust | Quality Account 2012/13 | DRAFT FOR BOARD 52

Examples of improving effectiveness

Paediatrics
A peer review of the Trust’s paediatric emergency
department service was undertaken in March.
Early feedback from the visit suggests that the
Trust has one of the best developed services in
the region.

Linear accelerators at MVCC
Two new TrueBEAM linear accelerators are being
installed ready for use from the spring of 2013.
These are radiotherapy machines delivering
high-dose radiation treatment to patients with
cancer.

The new machines
will be capable of
changing the shape
of the radiation
beam in real time
whilst the machine
rotates around the
patient.

This enables staff to plan treatments which
conform to the shape of the tumour and are
delivered faster than from a traditional machine.

Jagdeep Kudhail, radiotherapy manager at Mount
Vernon says:

“TrueBEAM technology is currently only
available in a handful of centres around the
world – and we are the only radiotherapy
department in the country with two of these
machines, which are replacing two older,
less sophisticated machines.”

New interventional procedure
A new procedure called CT-guided renal
cryotherapy (freezing kidney tissue) has been
introduced to treat tumours at the back of the
kidney.

The procedure is undertaken in the radiology
department where the patient is anaesthetised,
face down.

A probe (guided into place using the CT scanner)
is inserted into the kidney. Argon is then applied
via the probe to freeze the tumour.

The procedure means that open surgery and high
dependency care is not necessary; that the
patient has minimal scarring and pain; and most
importantly can go home after a few days.

Bedford Satellite Unit
Bedford’s first ever renal dialysis unit, being run
by the Trust, opened in April 2013.

The new unit can support the dialysis needs of
around 60 patients; most of whom come from the
Bedford area. The Trust’s general manager for
renal medicine, Bridget Sanders, says:

The Trust is also developing a unit in Harlow and
once operational will mean the Trusts renal
dialysis service will act as a hub supporting four
satellite units in St Albans, Luton, Bedford and
Harlow - making the service one of the largest in
Eastern England.

Urology
The Trust has been recognised by the Royal
College of Surgeons as a national centre for
urological robotic training, making us the first such
centre anywhere in the country.

“We know that people from Bedford are
sometimes making daily trips to our existing
dialysis units [Lister and Luton & Dunstable
Hospitals], so having a service on the
doorstep will be great for them.”
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Patient and Carer Experience Strategy
The Strategy for 2012-15 sets out seven
ambitions for excellence in patient carer
experience.

Indicator 09/10 10/11 2011/12 2012/13
Number of complaints 902 889 1063 969
Complaints – care 182 142 140 113
Complaints – communication 326 299 402 385
Complaints – response within 25 days 55% 37% 57% 58%
Local resolution meetings 34 36 26 30
Ombudsman investigation 3 2 2 7
Complaint per level of activity 0.8% 0.7% 1.07% 1.08%
Number of PALS concerns 2347 1819 1733 1724
Meridian compliance N/A N/A N/A 98.3%
Mixed sex accommodation breaches N/A 0 0 0
Percentage of bed moves of people with dementia
(Compliance with standards to minimise moves) - - 0 0

Complaints
The number of complaints received in 2012/13
remains in line with the 2009/10 and 2011/12
figures. The increase in 2011/12 followed the
opening of the surgicentre.

Examples of learning and changes made to
practice arising from complaints are follows:

• Following a complaint regarding
communication with a patient regarding their
outpatient appointment, all dictated letters
will be checked against clinic lists to ensure
accuracy of patient details

Complaints by Subject
(Top 6)
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Experiences indicator set
The following indicator set gives an overview of
some of our experiences indicators and changes
over the last few years.

• Junior doctors to be given further education
in the process of communicating CT scan
results to patients

• The Anaesthetic department are putting
procedures in place to ensure that cannulae
are flushed through post anaesthetic
induction

• The Gynaecology Emergency Unit is to
display waiting times and arrange staff
training in breaking sad and difficult news to
patients

Patient experiences


