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THE MEETING WILL BE RECORDED FOR PUBLICATION (after the patient story)

Time: 1000 – 1200 hours
Date: Thursday, 27 May 2021

Venue

Virtual MS Teams meeting - members of the
public can attend on request, please email
clcht.trust.secretary@nhs.net
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Quorum is one third the voting membership (4), including at least one NED and one ED
Specialist respiratory physiotherapist
3
Written questions that are relevant to the agenda must be submitted in advance (at least one clear day) before the meeting to
the Trust Secretary
4
Coronavirus disease 2019 (COVID-19) is the name given to the disease associated with the virus Severe Acute Respiratory
Syndrome Coronavirus-2 (SARS-CoV-2).
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website in advance, members of the public can request to attend (but not participate other than to ask questions at the
end); a recording of the meeting will be published later the same week
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Present
Angela Greatley
James Benson
Jitesh Chotai
Carol Cole
Mike Fox
Elizabeth Hale
Jacqueline Hinds
Joanne Medhurst
Andrew Ridley
Charlie Sheldon
David Sines
Jane Slatter
Clive Sparrow
In attendance
Jayne Walbridge

Board of Directors 1

Minutes of the meeting held 25 March 2021
Boardroom, First Floor, 15 Marylebone Road, London, NW1 5JD
MS Teams event (virtual meeting – recorded)
Trust Chair
Chief Operating Officer
Non-Executive Director
Non-Executive Director
Director of Finance, Contracting and Performance
Director of Improvement 2
Associate Non-Executive Director 3
Medical Director, Deputy Chief Executive
Chief Executive
Chief Nurse
Non-executive Director
Non-Executive Director
Non-Executive Director
Trust Secretary

BoD/24/21
24.1

Welcome, introduction and apologies
Apologies had been received from Louella Johnson, Director of People 4 and Anne
Whateley, Director of Partnerships and Integration 5. All other members were present.

24.2

The Chair welcomed three members of staff 6 who were observing the meeting.

BoD/25/21
25.1

Written questions to the Board
No written questions had been received in advance of the meeting.

BoD/26/21
26.1

Interests relevant to the agenda to declare and any new interests
There were no relevant or new interests declared.

BoD/27/21
27.1

Minutes of the Board of Directors meetings held on 28 January 2021
The minutes of the meeting held on 28 January 2021 were approved for signature.

BoD/28/21
28.1

Matters arising and action log
It was agreed that completed actions: ABoD/01/20 and ABoD/02/20 could be closed; there
were no other outstanding actions.

28.2

There were no matters arising from the minutes.

BoD/29/21

Chair’s report
Resolved
The Chair’s report was noted, with one correction - C Sparrow’s term had been extended to
31 March 2022, rather than 2021 as stated in the report.

29.1

1

T

P

Sentences marked include an action for ELT members that does not require report back to the Board, sentences marked are items that have
been added to the relevant Board and Committee Programme.
2
Non-voting position
3
Non-voting position
4
Non-voting Position
5
Non-voting position
6
Leanne Fishwick, Deputy Division Director of Operations, Hertfordshire and Darzi Fellows: Phoebe Wright and Jennifer Kaye.
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BoD/30/21
30.1

30.2
BoD/31/21
31.1
31.2

Chief Executive’s report
A Ridley reported that it was anticipated that planning guidance and the financial framework
for 2021/22 would be published later the same day.
Resolved
The Chief Executive’s report was noted, including the welcome number of staff engagement
events and awards.
National planning document and timelines for objectives and key performance
indicators (KPIs)
See also 30.1 above.
Resolved
It was agreed that the draft organisational objectives and key performance indicators would
be considered at the seminar meeting in April with a view to formal approval at the Board
meeting in public on 27.05.21. Board objectives would also be considered at that meeting.

BoD/32/21
32.1

System update
A Ridley confirmed that there was nothing new to report.

BoD/33/21
33.1

Integrated finance and performance report M9
M Fox highlighted that overall operational performance had remained strong throughout the
year of the pandemic, a credit to the Trust’s amazing and dedicated staff.

33.2

Whilst waiting time performance had deteriorated, this was being actively managed and
there was a clear plan to see patients chronologically as per national policy.

33.3

Update following Finance Committee meeting of 22 March 2021
J Chotai confirmed that the Committee had approved the Brent and Harrow gateway 1
review.

33.4

Resolved
The Board acknowledged the excellent work of staff and the executive team to deliver
services in such difficult circumstances.

33.5

The IFPR and decision taken by the Finance Committee regarding the Brent and Harrow
gateway 1 review was noted.

BoD/34/21
34.1

Staff survey results 2020 (as published)
A Ridley introduced the report confirming that a common process had been adopted across
all divisions to share results and engage staff in developing action plans. The people
directorate had held a meeting on 10.03.21 to discuss the results and, while it is too early to
identify the root causes of issues / priorities to address, plans would be developed. Similarly
the Children’s division senior management team recognised that, whilst there had been
improvement across all themes at a divisional level, there is more to do to address issues
raised by specific groups within the division.

34.2

The overall response rate compared to the previous year was similar (45%); however, the
number of eligible employees in post had increased. In 9 out of the 10 themed areas, there
had been a statistically significant improvement and in comparison to the peer group (15
other community trusts), CLCH was above average for 4 themes, at average for 3 and
below for only 3. This was noted to be a welcome improvement, reflecting the work
undertaken over several years, for example in addressing race equality and disability.

34.3

In response to questions raised in advance, A Ridley acknowledged the two areas which
had made less progress or deteriorated: people and communications and children’s nursing.
This had been discussed by the executive leadership team (ELT). Based on headcount, it
had been deduced that the issue related to the people division (rather than the
communication function which was very small) and that at the time of the survey the team
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had been subject to a restructure. It would not be assumed that this was the only problem
and L Johnson would be taking forward a detailed piece of work (which commenced on
10.03.21, to understand the results and to identify what can be done to address the issues
raised by staff. J Benson recognised that the outcome for children’s nursing was
disappointing too - highlighting that the division, particularly health visitors and school
nurses, had seen a greater level of redeployment which may have adversely impacted on
team working. The divisional director of operations would be working with clinical business
units to determine action which would help. Further consideration of the trust management
and hosted score (which had deteriorated) would also be undertaken; this included some 53
administrative / reception staff – many of whom had been redeployed during the pandemic.
34.4

J Chotai suggested that, while there was no prior year comparative data for the
Hertfordshire division from the previous year, it should be possible to look at the results of
the previous employer / provider (while accepting that only some staff transferred to CLCH).
It was agreed that J Benson would consider this with a view to identifying whether there is
any accessible data and whether ther are any substantive differences.
ABoD/03/21 (J Benson)

34.5

C Sparrow praised the work undertaken to improve the results and commended ELT for the
roadshow event held on Friday, 19.03.21 which had been both positive and honest, asking
whether for those areas which were less positive an independent peer group would be
useful to ensure that concerns are addressed. It was confirmed that check and challenge of
divisional plans was undertaken at ELT.

34.6

A Ridley explained that more granular information would be received in March / April,
however it was discernible that leadership and the visibility of management was more
positive, possibly related to the use of technology, for example the ability to host webinars.

34.7

J Medhurst reflected that, whilst developing the clinical strategy in 2017, staff had said they
wanted interactive technology that connected them; this was now in place and has been
hugely important to staff. However, it had taken a pandemic to introduce this which was
something the management team should reflect upon to ensure that the voice of staff is
heard.

34.8

E Hale highlighted the improvement aspect and the leadership for improvement programme
completed in 2020, aimed at creating a culture of improvement together with the increased
focus on quality improvement and shared governance.

34.9

It was confirmed that a further workshop would be held on 26.03.21 with trust managers; the
results would also be discussed at the ELT virtual, away day, at divisional workshops and in
conversation with staff.

34.10

D Sines confirmed that the People Committee had been assured by the approach taken by
ELT.

34.11

Resolved
The Board welcomed the positive results, while recognising the importance of paying
attention to what staff say; to listen, to act.

34.12

It was agreed that the action plan, to address the core themes and critical areas as a
priority, would be considered at the next meeting in public in May 2021.

BoD/35/21

Coronavirus disease (Covid-2019) and influenza update and winter planning –
outcome report
Flu vaccination
J Medhurst highlighted that the flu uptake (65.2% vs target of 70%) had improved
significantly on the previous year (10%). Improved communications had helped and the
work to address COVID vaccine hesitancy would be applied in 2021.

35.1

3

5

35.2

COVID-19
Generally the position had improved nationally and was stabilising, with some exceptions
and concern about variants.

35.3

In response to J Chotai’s question regarding the impact of vaccine hesitancy on service
provision, J Benson had no specific concerns but recognised the potential impact on smaller
services. It was agreed that it would be helpful to consider which services may be at risk
due to a lack of vaccination uptake by staff.
ABoD/04/21 (J Benson)

35.4

J Medhurst reported that across London there would be a significant number of staff who,
for various reasons, were reticent to return to the workplace and that this would need to be
considered carefully, for example those shielding who have not been immunised.

35.5

COVID - vaccination
In response to questions, C Sheldon confirmed that some 80% of staff had been vaccinated;
while there was no national comparative data, this was amongst the higher rates in London.
C Cole noted that a forceful message had been made to social care staff to be vaccinated
and this position should be watched carefully. It was considered that staff update for
COVID was higher than flu due to the perception of danger together with the clinical round
tables and hotline approach which had proven popular.

35.6

Resolved
The Board noted the report and acknowledged the work of the executive team.

BoD/36/21
36.1

Annual CQC update including statement of purpose
C Sheldon confirmed that he was the named manager for the mass vaccination centres in
NWL (for which CLCH is the governance lead).

36.2

It had been reported that the CQC would recommence risk based inspections in the near
future, about which the Board would be briefed in April.

36.3
BoD/37/21
37.1
BoD/38/21
38.1

38.2
BoD/39/21
39.1

39.2
BoD/40/21

Resolved
The report was noted, including that only minor amendments had been made to the
statement of purpose.
Infection prevention and control board assurance framework (BAF)
Resolved
Members welcome the report and assurance provided.
Public sector equality duty (PSED)
C Sheldon presented the report for agreement, having been considered by ELT and
recommended by the People Committee. The content demonstrated progress (in support
of staff and patients); actions and objectives would be aligned to the promoting equality and
tacking inequality strategy.
Resolved
The public sector equality duty (PSED) report was approved for publication in March 2021.
Gender pay audit (for publication in March annually)
C Sheldon presented the report for agreement, having been considered by ELT and
recommended by the People Committee. In response to the report findings, an additional
staff network – the women’s network – would be established in 2021.
Resolved
The gender pay audit report was approved for publication in March 2021.
Delegation to sign off annual report and accounts to Audit Committee
Resolved
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40.1

The Board agreed to delegate final approval of the annual report and accounts to the Audit
Committee in May 2021.

BoD/41/21
41.1

Update following People Committee, 17 March 2021
With reference to the workforce composition by ethnicity (which had changed since staff had
been encouraged to declare this via the electronic staff record [now 48.35% BAME, 46.5%
white, 5.4% undisclosed]), D Sines suggested a seminar discussion regarding the impact on
priorities, for example the workforce race equality standard (WRES).

41.2

Resolved
The Board noted the report and suggestion for the future seminarP.

41.3

The Board approved the recommendation from the People Committee chair for all staff to
receive an additional day’s annual leave 7 (the executive directors (who had a conflict of
interest) would be considered separately by the NED members 8).

BoD/42/21

People Committee terms of reference
Resolved
The Board approved the terms of reference, including the director led internal operational
workforce performance and flash reports, similar to those of other committees.

42.1
BoD/43/21
43.1
BoD/44/21
44.1

Quality Committee terms of reference
Resolved
The Board approved the terms of reference which were aligned to the quality campaigns.
Finance Committee, terms of reference
Resolved
The Board approved the terms of reference, subject to correction of the date considered by
the Finance Committee.

BoD/45/21
45.1

Risks and priority topics identified during meeting
Risk in relation to service provision; see 35.2 above, for which an action has been agreed.

BoD/46/21
46.1

Issues or items for which further assurance is required
No new issues.

BoD/47/21
47.1

Board committee minutes
The minutes of the People Committee, 09.11.20 were received.

BoD/48/21
48.1

Date of next meeting in public:
Thursday, 27 May 2021 – format and timing to be confirmed.
The meeting concluded at 1110 hours

Due to the pandemic, the meeting had been held virtually.

Signature …………………………………………………………….. Angela Greatley, OBE - Chair
Date ………………………………………………

7
8

In common with all organisations in NWL
Later confirmed.
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Board of Directors Public Action Log
Action number

Date of meeting

Subject

Action

ABoD/03/21

25.03.21

Staff survey 2020

ABoD/04/21

25.03.21

COVID-19 vaccinations

Responsible officer

Due date

Comments
Last reviewed / to be reviewed
To include a comprehensive update (which is not open ended), the reason why the action is incomplete and a deadline for completion.

Status - completed is defined as
confirmation received from ELT
responsible lead that the proposed
action is complete as described in
the comments column. Completed
actions will not be closed until the
committee has confirmed that
action taken is satisfactory.

J Chotai suggested that, while there was no comparative J Benson
data for the Hertfordshire division from the previous
year, it should be possible to look at the results of the
previous provider (while accepting that only some staff
transferred to CLCH) . It was agreed that J Benson would
consider this with a view to identifying whether there
are any substantive differences.

20.5.21

J Benson discussed with C Walker who provided a comprehensive report for ELT. The report was shared with all
board members on 11.05.21.

complete

In response to J Chotai’s question regarding the impact J Benson
of vaccine hesitancy on service provision, J Benson had
no specific concerns but recognised the potential impact
on smaller services. It was agreed that it would be
helpful to consider which services may be at risk due to a
lack of vaccination uptake by staff.

18.04.21

Data has been requested for analysis - to ascertain the position by service on second vaccine - a verbal update
will be provided on 27.05.21

open

8

Board of Directors
27 May 2021
Report title:

Chair’s report

Agenda item number:
Lead director responsible
for approval of this
paper

1.7
Angela Greatley, Chair

Report author

Shirley Rush, Deputy Trust Secretary and Jayne Walbridge, Trust Secretary

CLCH 2020-2025
Strategic priorities
2020/21 strategic
priorities
Strategy implementation
Quality
Workforce
Operations
Digital transformation
Finance
Freedom of Information
status
Executive summary:

Population health
Improving the health of our patients and staff and reducing inequalities

Leading in local systems

Integrating services as
local partners

2020/21 objectives

Putting our collective
CLCH experience and
efficiencies too work

Ensuring a sustainable
future

Implement strategic priorities of integration and place
Maintain and improve the quality of services delivered by CLCH
Make CLCH a great place to work for everyone
Deliver all NHS constitutional and contractual standards
Implement the vision of the NHS Long Term Plan
Deliver the 2020/21 financial plan including COVID related financial changes
To be published with Board papers.

An update on external and internal events.
Assurance provided:
An update is provided routinely at Board meetings. Between meetings the Chair regularly correspond with
members and urgent business is notified via the CEO office.
Report provenance: Draft report approved by the Trust Chair.
Report for:

Decision

Discussion

Information

X

Recommendation:
To note the report.
To formally agree the recovery governance arrangements (see 2.9 and appendix I).
To formally approve the Board objectives for 2021/22 (see section 3).
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1
1.1

External events
North Central London Partnership Board
The meeting received updates on how the system had worked in an integrated way during the
Covid pandemic and the vaccination programme. Chairs offered local updates on their trusts’
situations and on recovery of services. There was also a summary of the proposed ICS governance
structure and a paper on the Provider Alliance (subsequently circulated to NED colleagues). A
further meeting is to be held to take forward the development of the ICS and of the Partnership
Board now that local elections have taken place.

1.2

North West London ICS Systems Chairs meeting
Updates on Covid response and on vaccinations were received. The membership of this group
includes two local authority lead members and two lead general practitioners (CCG Chairs), in
addition to the Provider Trust Chairs: this wide spread of views proves valuable in gaining a broad
perspective. The importance of collaboration was underlined especially in the vaccination
programme and tackling ‘vaccine hesitancy’.
We also discussed the recovery of services. The Chief Financial Officer presented a paper including
the planning assumptions, the CCG position and the provider position. The outcome of these
matters has since been raised at CLCH Finance Committee.

1.3

Herts Valley ICP development workshop
A useful session was held as part of the ongoing development programme for the ICP. We
refreshed the group’s agreement on values and principles, we then identified behaviours that
support our agreed ways of working. Further work continues.

1.4

Health Service Journal Leadership Congress
HSJ congress was held virtually over 3 half days. Speakers from NHSI/E introduced work on ICS
functions and constitutions. It was reported that the guidance to follow legislation would offer
clarity on functions, on decision making and on how money will flow. Whilst there is an emphasis
nationally on maximum flexibility for the structure / governance of local systems, it is likely there
will be a few potential national models rather than completely different models for each system.
Presenters also discussed collaborations / collaboratives and linkages with both the ICS and larger
systems as well as with local, place based work. The following objectives were identified for
collaborations: joining up capacity and care at scale, diminishing variation (horizontal), linking to
place and local care (vertical) and how at scale collaborations can work to tackle inequalities in
health. Other speakers identified what can be gained from effective ICS level working, provided
there is shared ambition, good governance and good agreed rules, all underpinned by effective
relationships. Sir Simon Stevens emphasised the pressures on the NHS and the need to make
progress on every front: vaccinations, resetting services, how to make best use of financial resource
and the legislation to come.

1.5

NHS Reset Chairs’ meeting
The NHS Confederation has been leading a programme of discussions for Chairs, focused on
resetting health care and systems as the NHS moves through Covid and towards restoration of
services. The meeting on 19 April heard contributions from leaders in major voluntary sector
organisations that are engaged in delivery of care with ICSs.
The meeting on 17 May was focused on how draft guidance is developing for provider
collaborations. The NHSE/I speakers emphasised that collaborations are to be built on the positive
learning from the pandemic, including the value of mutual aid, collective decision making, common
purpose and strong clinical networks. It is intended that they will lead to reductions in variation,
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effective clinical services and greater efficiencies in delivery of corporate services. We heard that
NHSE/I will also issue guidance on the duty of collaboration between providers and that there will
be a consultation exercise in June / July. We then heard examples from a well-established
collaboration in North Yorkshire and Humber. In the general discussion there was some challenge
to NHSE/I about the lack of consideration of community services and of ambulance services in the
material presented. It is hoped that this will be addressed more fully in the published guidance.
NHS Confederation also agreed to sponsor a further meeting on the accountabilities and
responsibilities of ICS, provider collaboratives and NHS Trust and FTs.
1.6

London Chairs’ meeting
This was a short meeting, opening with a presentation from Kevin Fenton on the challenges of
vaccinating every Londoner. We also heard about the plans to create special surgical hubs to deal
with ‘long waiters’; the meeting emphasised the need for ongoing community health services (CHS)
support to achieve this.

1.7

NHS Providers roundtable: system oversight framework 2021/22
Discussion centred on the development of a systems oversight framework for the remainder of
2021/2, and how this sets the scene for the framework to follow in 2022/3. More detail is needed
on CHS and PCNs.

1.8

North West London ICS Chairs’ meeting
Following discussions on Covid and on vaccinations, we considered financial issues for 2021/2
concentrating on the first half of the year and performance matters. Relevant issues from NWL
finance and performance matters are reported to CLCH through our Finance Committee. We also
received an initial report on proposals for resident involvement in NWL ICS. I hope we shall spend
more time on this in the future.

1.9

Herts and West Essex ICS: developing future ways of working – member workshop
This was the first time that the ICS had opened a workshop to both NEDs of constituent trusts and
to CCG Lay members. Other CLCH representatives joined the meeting with me and we can provide
feedback informally.

1.10

West Hertfordshire ICP Chairs’ meeting
We discussed governance and agreed to obtain some external support to advance our thinking on
the West Essex ICP. We heard more about the business case for the development of Watford
Hospital and linked this with the need for continuing development of community services and PCNs
to work in partnership with the acute hospital to deal with future demand.

1.11

Hertfordshire quarterly Chairs’ meeting
Our regular informal meeting enables Trust Chairs to help shape both collaborations and the ICS.

1.12

Chairs of standalone community trust meeting
This group has not met for a little while but with planned legislative changes and various
discussions about guidance for ICSs after 2022, it is important for those who provide Community
health services to meet again. We shared information and agreed matters for future lobbying.

1.13

East of England NHSE/I Region Chairs’ meeting
This is a quarterly event for Chairs in EoE. The main part of the agenda was ‘Making Anti-racism a
reality’. This was a discussion of the strategy with a powerful film made with staff members who
have experienced racism, a presentation on the work programme and with two smaller workshop
sessions for Chairs to contribute. We then received a presentation on the likely progress of the NHS
legislation as announced in the Queens Speech.

2.0

Internal events
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2.1

Disability and Welling Network (DAWN) special meeting with Mental Health Minders meeting
The two groups met to agree how best to work together in the future.

2.2

Promoting equality and tackling inequality: anchor organisation campaign and understanding
our communities webinars
The webinars have been well attended and have provided a great opportunity for everyone in CLCH
to contribute to early thinking about the campaigns within our Equality Strategy.

2.3

Employee of the Month
The Employee of the Month was held virtually and, on this occasion, we celebrated many staff
whose contribution has been outstanding during the pandemic. All the staff of CLCH have worked
above and beyond anything that might be expected, and employees of the month have been
nominated by their colleagues. It was a moving and inspiring event.

2.4

Trust equality conference
There was a good attendance at the conference, with speakers and contributors setting out the
possibilities for the implementation of the Equality Strategy. Questions and comments will help
shape the development of CLCH plans to tackle inequalities and to promote equalities for staff,
patients and the wider community.

2.5

Board meetings in public
While the Board is unable to meet (physically) in public, it is possible for members of the public to
join virtual meetings and a recording of meetings is uploaded to the website at
https://clch.nhs.uk/about-us/our-board/board-papers
From May 2021 (today’s Board) we are reintroducing the patient story.

2.6
2.7.1

June – Board development meeting
In June there will be a facilitated Board development meeting to discuss integrated care systems /
partnerships. Careful arrangements have been made for this first ‘mask to mask’ socially distanced
meeting at the Academy, Soho.

2.7

NED – farewell to David Sines
After a long and loyal service to the Trust, Professor David Sines CBE PhD – David to us all - will be
leaving the Board on 26 June 2021 (4th and final term). David joined the Trust in June 2012 and has
been a valuable clinical colleague, supporting the Trust on its journey over the past 9 years. We are
indebted to David for his first class support and wisdom. He has been generous with his time and
has provided excellent connections with clinical and professional development issues. One of his
major contributions has been to support the development of the Academy. David has always been
a champion of excellent safeguarding, of support and care for people with learning disabilities and
has always paid close attention to matters of health and safety.
David has, however, kindly agreed to continue to support the Academy for a further 12 months in
an honorary capacity.
Thank you David for all you have helped CLCH achieve.
Recruitment to replace this important clinical NED vacancy can now proceed with the permission of
NHSE/I.

2.8

NED responsibilities
Following David’s departure, I am pleased to report that Jane Slatter has kindly agreed to become
the chair of the People Committee; I will chair the Remuneration Committee and all NEDs have
kindly agreed to become members.
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Jitesh Chotai will be the senior independent director – I am grateful to Jitesh for accepting this
important role. As agreed in October, 2019 – there is a supplementary additional payment of £2k
pa for this role.
When we have the timetable for the new appointment, we shall assess how to address the period
leading up to that appointment.
2.9

Governance arrangements
In response to emergency system pressures, lighter governance arrangements were introduced
during the pandemic (wave 1 and 2), in common with the NHS across North West London.
The temporary arrangements for Board and committees have been reviewed with a view to seeking
views on proposed ‘recovery’ governance arrangements.
It is apparent that there is an appetite to return to a ‘more’ normal pattern of meetings, subject to
national guidance and infection prevention and control, providing that the valuable lessons
(improvement) which have been learned can be maintained.
In summary it has been concluded that:
The ‘lighter’ governance arrangements (see appendix I) were effective
Informal Board Q&A sessions have been useful and should continue
Questions in advance work well for some committees but do add pressure on reading time
The duration of meetings can be reduced from pre-COVID arrangements, but will need to be
flexible and will be reviewed after 10 months.
A maximum Committee duration of 2 hours is proposed
Virtual meetings are valuable and should continue where appropriate
Face to face meetings have been missed as an opportunity for informal conversations
Where mask to mask meetings are proposed, a risk assessment will be required
Hybrid meetings do not work at all well
The final proposal is attached at appendix I for agreement.

3.0

Board objectives 2021/22
Further to the discussion meeting in April 2021, the following 6 board objectives are proposed for
agreement:
• To implement the new ‘promoting equality and tackling inequality’ strategy, including CLCH as
an ‘anchor’ institution
• To develop our population health programme
• To implement new ways of working drawing on learning from the pandemic, including cultural
change through continuous improvement
• To develop the new people strategy supporting staff health and wellbeing
• To fully participate in integration through ICSs/ICPs
• To invest to improve services to patients and the working life of staff and staff wellbeing.

Angela Greatley
Trust Chair
May 2021
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Pre- COVID

COVID

Proposal

All meetings face to
face 1

All meetings through video
conferencing

Mask to mask or video conferencing
(ie no hybrid 2 meetings)

Board meetings – 6
per year including
Board seminar
Full day

Shorter meetings arranged as
far as possible and all seminar
meetings cancelled.

To hold 6 meetings per year planned duration 2
hours for meeting in public, confidential meeting
and seminar – total 6 hours.
Patient story to be reintroduced from May 2021
for Board meeting in public.

Board open
meetings – 4 per
year
Half day

Original meetings cancelled,
weekly Board update - in the
form of a written report, Q&A
session
or Board meeting introduced.

Audit Committee – 5
per year
Duration 3 hours
Auditor Panel – as
required
Charitable Funds
Committee – 3 per
year
Duration 2 hours

Shorter meetings were
introduced (2 hours) with
questions in advance
No change

To revert to 4, half day, meetings per year
June – externally facilitated, mask to mask meeting
planned 3 to discuss ICS/ICP and system issues.
To continue with regular Q&A sessions (15
minutes) for those available to attend – as part of
Board ‘days’ (subject to review to ensure these are
as useful as Q&A session held between meetings)
To hold 5 meetings, planned duration 2 hours, with
questions in advance

Finance Committee
– 10 per year
Duration 3 hours
People Committee –
3 per year
Duration 2.5-3 hours
Remuneration
Committee – 3 per
year
Duration 1 hour
Quality Committee –
4 per year
Duration 3 hours
ELT
Weekly on Tuesdays

Shorter meetings were
introduced (30 minutes to 1
hour) - however it was also
necessary to arrange several
virtual, urgent meetings.
Shorter meetings were
introduced (1-2 hours) with
questions in advance.
Slightly shorter meetings (2
hours, 15 minutes) were held
with questions in advance.
No change

Shorter meetings (1 hour 30
minutes) were held with
questions in advance until
January 2021*.
ELT
Weekly on Tuesdays

No Change
To hold 3 meetings per year, planned duration 90
minutes, with questions in advance.

To hold 10 meetings per year, planned duration 2
hours, with questions in advance.
To increase to 4 meetings per year, planned
duration 2 hours, with questions in advance.
Dates to be agree with new committee chair (J
Slatter) from June 2021.
A Greatley to chair. All NEDs will be members of
the committee.
To hold 4 meetings per year, planned duration 2
hours, with questions in advance.
ELT - weekly on Tuesdays, as far as possible
Wednesdays to be free 4 of Board / committee
meetings to enable members of ELT to work at
MBR and have informal catch ups.

1

With the exception of urgent additional ‘virtual’ meetings, eg to take decisions in relation to severance payments and charitable funding
Where some attendees are on screen – as these are not successful.
3
NEDs were asked to comment on the proposal and arrangements for a meeting at Soho on 24.06.21 on 04.05.21
4
As far as possible
2
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1
1.1
1.1

CLCH DEVELOPMENTS AND EVENTS
COVID 19 [SARS-CoV-2]
We are now in an endemic phase across the UK and, while somewhat volatile, we hope the number
of infections and deaths will continue to fall. However, we recognise that the situation can change
suddenly and staff vaccination 1 (and thus transmission) remains a high priority and we will persist
with infection control measures.

1.2

India's surge in infections remains very serious; our thoughts are with those who are suffering.
Throughout history, the support of Indian colleagues has been very much part of the NHS and staff
across the NHS have been determined to help. On Tuesday (4 May), CLCH's Race Equality Network
(REN) held a special meeting for staff affected by the COVID 19 surge in India. More than 80
colleagues attended. We are particularly grateful to Sue Monckton-Ricker, Chair or the Association
of Christian Counsellors and Umesh Chander, Co-Chair of the Hindu Council UK for agreeing to speak
and to share details of support and resources available to staff.

1.3

In April, ‘thank you boxes’ were distributed to every member of staff to thank them for the hard
work and dedication to services and patients through the pandemic. I am pleased to report that
staff have greatly appreciated this gesture.

1.4

The NHS will be coping with the consequences of the pandemic for quite some time, and the
vaccination programme will be a crucial part of our response. Together with the Chief Nurse and
Medical Director, I have sent a letter to all staff emphasising the importance of getting vaccinated
for staff, friends, colleagues and patients.

1.5

A contemporaneous update on the Trust’s COVID response will be given at the Board meeting by the
Medical Director, Chief Operating Officer and Chief Nurse.

2
2.1
2.1.1

STAFF ENGAGEMENT AND WELLBEING
Mental health awareness week
As part of mental health awareness week (Monday 10 May – Sunday 16 May 2021), Asha Sharma
(Mental Health Minder) and Neal Gething (Psychologist, Employee Health) hosted 2 virtual sessions
for staff entitled ‘mindfulness breathing taster and mental health: our thinking can make all the
difference’.

2.1.2

There are a number of initiatives, local and national to support staff, these are regularly
promoted through the hub, for example ‘looking after yourself too’ individual coaching
support for BAME staff working in the NHS to promote psychological wellbeing and the
health and wellbeing webinar on 28 April 2021.

2.1.3

Staff can also access the national Every Mind Matters resource for a free, personalised
mental health action plan with practical tips to help boost mood.

2.2
2.2.1

Employee of the month
Following a pause in January (due to operational pressures) our employee of the month ‘virtual
parties’ have now resumed and I am pleased to report the divisional and overall winners from
February 2021 and March 2021.

1

More than 50% have had both doses
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2.2.2

February 2021
Winners

Service / job title

Divisional [1] /
overall winner [2]

Sakthivel Vageswaran

Administrator, North Central

Divisional, NCL 2

Month
nominated
2021
February

Basirat Folawiyo

Divisional, NCL

February

Divisional NWL 3

February

Sue Brooker

Interim locality manager, North
Central
District nurse team lead, North
West
Nurse, South West

Divisional, SWL 4

February

Cathy Cannon

Breastfeeding lead, Children’s

February

Anthony McGuin

Referral single point of access
(SPA) supervisor, Hertfordshire

Joint overall
winner, CHD 5
Joint overall
winner,
Hertfordshire

Julliet Ansah-Joseph

February

2.2.3

These winners were celebrated at the virtual ‘tea party’ on 6 May 2021, which was attended by Jane
Slatter, NED.

2.2.4

March 2021
Winners

Service / job title

Divisional/ overall
winner

Andrew Bates

Occupational Therapist, Children’s

Ferhana Patel

E-Rostering Advisor, Corporate
and support services
Sister,
Hertfordshire
Patient Service Administrator,
South West

Overall winner,
CHD
Divisional,
Corporate
Division,
Hertfordshire
Divisional, SWL

Sucharitha Vitha
Jaydipkumar Patel

Month
nominated
2021
March
March
March
March

2.2.5

Many congratulations to the winners and everyone nominated. Invitations to the next tea party on 7
July 2021 have been sent.

2.3
2.3.1

CLCH Conferences
Our first equalities conference took place on 10 May 2021 to launch the new Equality, Diversity and
Inclusion Strategy promoting awareness and understanding of the 4 strategic campaigns and to hear
about local and national initiatives and developments linked to each of these. Together with a
number of internal speakers and campaign sponsors, we were pleased to welcome:
• Dr Habib Naqvi from the NHS Race and Health Observatory who spoke about tackling race
disparities in health – including the importance of the NHS as a microcosm of wider society in
supporting the importance of the equality agenda
• Andrea Sutcliffe, chief executive – Nursing and Midwifery Council who spoke about why

[1]

Divisional winners receive a £10 Costa Coffee voucher funded by Charitable Funds
Overall winners continue to receive £50 John Lewis voucher also funded by Charitable Funds
North Central London
3
North West London
4
South West London
5
Children’s Health Division
[2]
2
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•
•

leadership matters and making values meaningful
Sue Redmond, a member of the Learning Disabilities Steering Group, and the mother of a
patient in London who spoke about ‘a chance for change’ and ‘full of life’ a parent managed
charity providing family support for young people with complex needs
Sir Muir Gray, Director of the optimal ageing programme, who spoke about reducing inequity
(offering fair and impartial treatment for staff and patients) and NHS priorities for the next
decade.

2.3.2

Congratulations to everyone involved in this important and well attended event.

2.3.3

The annual nurses’ conference has also taken place (12 May 2021 - to coincide with International
Nurses day). The day focused on promoting nurse innovation in the face of the COVID pandemic in
addition to celebrating (very well) the fantastic achievements of our staff, our international nurses,
clinical education, innovation, the future with stories from staff.

2.3.4

Dates for the annual CLCH Disability and Wellness Network (DAWN) conference – 29 September
2021 and Race Equality Network (REN) conference – 20 October 2021 have now been published.

2.4
2.4.1

Big conversation events
Following the success of the ‘big listen’ events, which will conclude on 28 May 2021, plans are well
underway for the next series of staff engagement events – entitled the ‘big conversation’. I continue
to find these events extremely valuable and the digital format has been useful in ensuring we can
continue despite the restrictions due to COVID.

3
3.1

REGIONAL AND NATIONAL DEVELOPMENTS
Health and care Bill - The Government has set the legislative programme for the year ahead, with
the NHS front and centre, setting out the biggest reforms to the NHS in nearly a decade in the wideranging Health and Care Bill.

3.2

The government has also announced plans to continue to support the vaccine roll out, provide
additional funding for the NHS, focus on prevention and reform the Mental Health Act. There was a
renewed commitment to bring forward “proposals on social care reform”; however there was no
detail on what these proposals would entail.

3.3

The attached briefing contains an overview of key announcements relevant to health and social
care, including the Health and Care Bill, along with a summary of other legislation and draft bills of
interest.

3.4

The Bill will support the NHS Long Term Plan’s vision for health and care, joined up locally around
people’s needs in an integrated way and to help clarify the roles and responsibilities between
organisations. This will enable partners to deliver more joined-up care, with less bureaucracy and a
sharper focus on prevention, equality and social care.

3.5

The implications for the Trust are being considered and will be discussed at the seminar meeting in
June. A detailed framework about how integrated care systems will operate from April 2022 is
being prepared by the regulator.

3.6

2021/22 priorities and operational planning guidance – Guidance was published in late March
setting out the priority areas for the year ahead:

3.7

•

Supporting the health and wellbeing of staff and taking action on recruitment and retention
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•

Delivering the NHS COVID-19 vaccination programme and continuing to meet the needs of
patients with Covid-19

•

Building on what we have learned during the pandemic to transform the delivery of services,
accelerate the restoration of elective and cancer care, manage the increasing demand on mental
health services, and continue to improve maternity care

•

Expanding primary care capacity to improve access, local health outcomes and address health
inequalities

•

Transforming community and urgent and emergency care to prevent inappropriate attendance
at emergency departments , improve timely admission to hospital for emergency patients and
reduce length of stay

•

Working collaboratively across systems to deliver on these priorities.

3.8

This work will be progressed in partnership with the integrated care systems.

3.9

Community health services infographic - Since the outbreak of the COVID-19 pandemic, community
health providers have stepped up and shown their value, flexibility and resilience in the face of
unprecedented challenges. COVID 19 has shown that with the right funding, workforce and support
from the government and national NHS bodies, we can successfully deliver more care within and
closer to home - a key ambition of the NHS Long Term Plan. The attached infographic has been
developed by the Community Network highlighting what community services are, the care they
provide, their models of provision and more - including how community providers have been central
to the response to COVID-19.

3.10

NHS England chief executive – It was announced in April that, after 7 years, Sir Simon Stevens will
stand down as chief executive in July 2021. There has been much speculation about a successor,
which will be announced in due course.

4
4.1

CONFIDENTIAL BOARD MEETINGS
At the confidential meeting in March we discussed a range of issues, including the future Capita
contract arrangements, non-executive director appointments in London, the children’s services
operating model and health visitor reimagining programme, and update on Brent and Harrow
community services and the arrangements for the budget for 2021/22.

5
5.1

CLCH STAFF CHANGES – March and April 2021
I would like to place on record my thanks to staff who have left the organisation over the past two
months and to welcome staff who have joined both the permanent establishment and the bank.

6
6.1

Use of the Trust seal
The Trust seal has been used for the following purposes since March 2021:
Seal 187 Deed of surrender relating to lease of part of 14th floor, Civic Centre, Morden
Seal 186 Lease of 13th floor, Civic Centre, Morden to March 2024
Seal 185 Lease of part of 5th floor, Civic Centre, Morden to March 2024
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11 May 2021

The Queen’s Speech, May 2021
The Queen outlined the government's priorities for the year ahead, highlighting 30 laws that the
government intends to pass in the coming year.
Health and care was at the heart of this Queen’s Speech, saying that it “sets out how we will beat
COVID-19 and back the NHS”. Alongside the wide-ranging Health and Care Bill, the government has
announced plans to continue to support the vaccine roll out, provide additional funding for the NHS,
focus on prevention and reform the Mental Health Act. There was a renewed commitment to bring
forward “proposals on social care reform”, however there was no detail on what these proposals would
entail.
This briefing contains an overview of key announcements relevant to health and social care, including
the Health and Care Bill, along with a summary of other legislation and policies of interest.

Health and social care focused announcements
The government set out health and care as national priorities as it seeks to “deliver a national
recovery from the pandemic”. The Health and Care Bill was announced alongside new measures on
prevention and improving mental health.
The government also committed to continuing the vaccination programme as the way out of the
COVID-19 pandemic, with planning underway for a potential booster campaign later this year. The
government reiterated its intention to give additional funding to the NHS for the COVID-19 response
and recovery, with £63 billion in 2020/21and £29 billion in 2021/22. There will also be £325 million
new investment in diagnostics equipment to improve clinical outcomes.
The government renewed its commitment to bring forward proposals on social care reform later this
year as it continues to engage with partners on improving the social care system, although as yet
there is no detail on what the proposed reforms will be.

NHS Providers | ON THE DAY BRIEFING | Page 1
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Health and Care Bill
The government will “bring forward legislation to empower the NHS to innovate and embrace
technology. Patients will receive more tailored and preventative care, closer to home.”
The purpose of the Bill as described in the Queen’s Speech, is to:
• Lay the foundations for a more integrated, efficient, and accountable health and care system.
• Give the NHS and local authorities the tools they need to level up health and care outcomes across
the country, enabling healthier, longer, and more independent lives.
The main elements of the Bill highlighted wee:
• Driving integration of health and care through the delivery of an Integrated Care System in every
part of the country.
• Ensuring NHS England, in a new combined form, is accountable to government, Parliament and
taxpayers while maintaining the NHS' clinical and day-to-day operational independence.
• Banning junk food adverts pre-9pm watershed on TV and a total ban online.
• Putting the Healthcare Safety Investigation Branch on a statutory footing to deliver a fully
independent national body to investigate healthcare incidents, with the right powers to investigate
the most serious patient safety risks to support system learning.
NHS Providers has undertaken significant engagement with the Department of Health and Social
Care, and with NHS England and NHS Improvement, on the development of the proposals. We have
also provided both written and oral evidence to the Health and Social Care Select Committee inquiry
into the government’s White Paper. In developing our positioning, we have drawn on the views and
expertise of members. Further resources including our full positions, can be found below:
• Integration and innovation white paper proposals and NHS Providers’ views:
https://nhsproviders.org/resource-library/briefings/on-the-day-briefing-the-department-forhealth-and-social-cares-legislative-proposals-for-a-health-and-care-bill
• Written submission to the Health and Social Care Select committee:
https://committees.parliament.uk/writtenevidence/23179/pdf/
• Oral evidence to the Health and Social Care Select committee:
https://committees.parliament.uk/oralevidence/1783/pdf/
• Letter to the Health and Social Care Select Committee:
https://committees.parliament.uk/writtenevidence/25881/pdf/
Blog in the Health Service Journal: https://www.hsj.co.uk/policy-and-regulation/five-priority-areasfor-scrutiny-in-the-forthcoming-health-bill/7029925.article
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Prevention
The government will bring forward measures “to support the health and wellbeing of the nation,
including to tackle obesity...”
The new Office for Health Promotion will work across the government to improve health, with a focus
on delivering greater action on prevention. This includes:
• Action on obesity, including requiring large out-of-home sector businesses with 250 or more
employees to calorie label the food they sell, and banning junk food adverts before 9pm on
television and a total ban online.
• New air quality targets in the Environment Bill, with a focus on reducing public health impacts of air
pollution.
• Additional funding for the ‘Quit for Covid’ campaign to encourage people to stop smoking.

Mental Health Act Reform
The government will bring forward measures “to support the health and wellbeing of the nation,
including to…improve mental health.”
NHS Providers has responded to the Department of Health and Social Care’s consultation on the
government’s Reforming the Mental Health Act 1983 White Paper, which was published in January
2021. We look forward to supporting subsequent stages of the Act’s reform in the months ahead.

Further policies and bills of interest
Commission on Race and Ethnic Disparities
The government will bring forward measures “to address racial and ethnic disparities…”
The Independent Commission on Race and Ethnic Disparities was established in 2020 and reported
on 31 March 2021, “concluding that while racism clearly exists, the reasons behind disparities are
complex, and often as much to do with social class, family structure and geography”.
The government is now considering the Commission’s findings and recommendations in detail,
assessing their implications on future government policy, and will respond in due course.

Developing the life sciences sector
The government “will build on the success of the vaccination programme to lead the world in life
sciences, pioneering new treatments against diseases like cancer...”
NHS Providers | ON THE DAY BRIEFING | Page 3
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The government has committed to strengthening the UK Life Sciences sector and aims to:
• Discover the treatments for diseases such as cancer, Alzheimer’s and heart disease.
• Deliver improved outcomes for patients across the UK and tackle health inequality.
• Bolster health resilience to ensure the UK is best prepared for any future healthcare challenges.
• Partner with industry, the NHS and academia to ensure the UK leads in science innovation in
industries including genomics, early-stage diagnosis, and digital health.
The government published Our Plan for Growth on 3 March 2021. In it, the government committed to
creating the most advanced genomic healthcare system in the world. A new life sciences strategy is
expected this summer.

New plan for immigration legislation
The government will bring forward measures “to establish a fairer immigration system that
strengthens the United Kingdom’s borders...”
The purpose of this Bill is to support the delivery of the new plan for immigration which seeks to
support those in need of asylum and deters illegal entry. The Bill will correct historical anomalies in
British nationality law which have prevented individuals from registering for or gaining British
citizenship.

Dissolution and Calling of Parliament Bill
The government “will strengthen and renew democracy and the constitution. Legislation will be
introduced to…restore the balance of power between the executive, legislature and the courts.”
The purpose of the bill is to repeal the Fixed-term Parliaments Act 2011. This would allow the
government of the day to seek a fresh democratic mandate from the British public when it is needed.

Procurement Bill
We understand that reform of procurement in the NHS will be impacted predominately by the Health
and Social Care Bill which seeks to reduce the use of competition within new Integrated Care Systems.
However public sector procurement is also subject to much broader reform a under a new
procurement Bill. The purpose of this Bill is to:

NHS Providers | ON THE DAY BRIEFING | Page 4
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• Reform the UK’s public procurement regime, making it quicker, simpler and better able to meet
the country’s needs while remaining compliant with international obligations. This will replace the
current regime which was largely transposed from EU procurement directives.
• Make public procurement more accessible for new entrants such as small businesses and
voluntary, charitable and social enterprises to compete for and win public contracts.
The main elements of the Bill are:
• Enshrining in law the principles of public procurement such as: value for money, public benefit,
transparency, integrity, fair treatment of suppliers and non-discrimination.
• Overhauling complex and inflexible procurement procedures and replacing them with three
simple, modern procedures, allowing the public sector more scope to negotiate with potential
suppliers to deliver innovative new solutions.
• Introducing procurement processes that allow contracting authorities to buy at pace, for serious

situations that are declared a crisis, with strengthened safeguards for transparency.
• Reforming the process for challenging procurement decisions to speed up the review system.

Professional Qualifications Bill
The purpose of the Bill is to:
• Create a new framework to recognise professional qualifications from across the world to ensure
the UK can access professionals in areas of a workforce shortage. This will replace the interim
system that gives preference to professional qualifications from the EU, Switzerland, Norway,
Iceland and Liechtenstein.
• Enable the government to provide UK regulators with a consistent set of powers to enter into
agreements with regulators overseas to recognise professional qualifications.

NHS Providers press statement
Responding to proposals in the Queen’s Speech today, the chief executive of NHS Providers Chris
Hopson said:
“The Health and Care Bill announced in the Queen’s Speech today sets out the biggest reforms to the
NHS in nearly a decade, laying the foundations to improve health outcomes by joining up NHS, social
care and public health services at a local level.
“Trust leaders broadly welcome the direction of the bill, but there are several areas where we will be
seeking further clarity, reassurances and safeguards. First, trusts want to ensure their operational
NHS Providers | ON THE DAY BRIEFING | Page 5
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independence, and that of the wider NHS, is protected. Second, they want to be in the driving seat
when it comes to making changes to local services to improve care and keep patients safe. Third,
they’ll want to ensure there is no confusion or overlap between what they and the new Integrated
Care Systems do. Trust leaders also want reassurances they won’t be inappropriately instructed to
restrict their spending on new equipment and buildings, risking quality of care.
“It’s also vital that the bill puts a proper, funded, long term NHS workforce plan in place. This is all the
more important given the sheer scale of the challenge facing the NHS in the years ahead, such as
clearing the backlog of care.
“We are pleased the government has committed to providing more funding today to help the NHS
recover and transform in the years ahead.
“Just £1bn in non-recurrent funding has been promised to the NHS to date to help clear the backlog
for non-urgent operations, alongside £325m for diagnostics equipment. As a bare minimum, we need
at least three years’ extra dedicated funding, on top of what was promised in the May government’s
settlement and the money that’s already been set aside for extra Covid costs.
“While the government outlined its agenda for NHS reform today, it’s deeply disappointing that the
Queen’s Speech has once again failed to deliver a detailed plan which sets out the radical change we
need on social care. The Prime Minister made a personal commitment to fix social care once and for
all. He must now be true to his word.”

Useful links
Transcript of the Queen’s Speech
Accompanying briefing documents
Transcript of Commons debate

NHS Providers | ON THE DAY BRIEFING | Page 6
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Contact: Kerry Racher, External Affairs Advisor kerry.racher@nhsproviders.org

Community health services
Community health services play a key role in our health
and care system. They keep people well at home and in
community settings close to home, and support people
to live independently.

Since the outbreak of the COVID-19 pandemic, community
health providers have stepped up and shown their value,
flexibility and resilience in the face of unprecedented
challenges. COVID-19 has shown that with the right funding,
workforce and support from the government and national
NHS bodies, we can successfully deliver more care within and
closer to home; a key ambition of the NHS Long Term Plan.

What are community health services?

100 million patient
contacts a year

one fifth of NHS
workforce

Services include:
Specialist longterm condition
e.g. nursing for
diabetes and cancer

Services are delivered in different settings,
such as:

Adult
community
services
e.g. district nursing
and end of life care

Planned
community
services
e.g. podiatry,
physiotherapy

Children’s
0-19 services
e.g. health visitors,
school nursing

£10 billion spend of the
NHS budget

Homes

Community
hospitals

Community
health centres/
clinics

Schools

Through different models of provision:
Hospital
services

Working with with key partners in primary
care, social care and public health.

e.g. bedded facilities to
50%
support treatment, recovery
community
and rehabilitation
interest companies,
local authorities,
social enterprises,
private providers,
GP practices,
Health and
primary care
wellbeing
networks, pharmacies
services

50%
NHS trusts and
foundation trusts

e.g. sexual health,
smoking cessation
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#CommunityHealthServices

Central to the NHS response to COVID-19
Providing innovative, flexible
service delivery

Delivering extra care in the
community

Redeploying entire teams to support

Managing increased demand and
more complex care needs from former
COVID-19 patients.

discharge of COVID-19 patients who
were well enough to be cared for in the
community.

Reprioritising some staff to new areas or
acute services.

Supporting people in the community,
where care has been delayed.

Digitally transforming services.

Playing a crucial role in the
COVID-19 vaccine programme
Acting as a lead provider in the early
stages of the COVID-19 vaccination
programme.

Rapidly speeding up safe
discharges and managing
patient flow
Working collaboratively to reduce acute
bed occupancy – by 30-40% in places.

vaccine programme.

Managing more complex needs in the
community.

Supporting the social care sector

Tackling the backlog of care

Providing support with staffing,
personal protection equipment and
infection prevention control in care

Using digital technology to deliver more
care more efficiently.

Reprioritising some staff to work on

and residential homes.

Setting up long-covid clinics to support
people with ongoing needs.

Working with primary care to deliver

enhanced health in care homes.

Managing these increased
demands
Supporting 15% more people than
at the same point last year.
And this is set to continue.
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What do community health services need to
sustainably deliver services and meet new
challenges created by COVID-19?

Key leadership role within
integrated care systems:

Recruitment drive to increase
staffing levels:

Policies that enable community providers to
play a crucial role in joining up care at `place’
level with partners, including local authorities,
public health and primary care.

National funding and support to boost retention
and recruit additional staff to meet increasing
and changing demand and tackle the
care backlog.

Strategic role within integrated care systems
to help deliver more care closer to home
and prioritise prevention.

Appropriate funding to sustain
and protect delivery:
Appropriate funding and greater transparency
about funding flows to community health services.
Bringing forward planned investment in
community health service.
Confirm long-term funding to allow hospitals
to continue discharging patients as soon as
they are well enough to go home.

Sustained national commitment
to delivering more care in and
close to home:
Policy objectives for more care in the community
matched with resources and funding.
Development of strategic role of community health
services in integrated care systems, especially
around population health management.

The Community Network is the national voice of NHS community providers.
We support trusts and not-for-profit organisations providing NHS community
health services to deliver high-quality care by influencing national policy
development, sharing good practice, and promoting a vision of integrated
care in the community. The network is hosted by the NHS Confederation
and NHS Providers.
www.nhsconfed.org and www.nhsproviders.org
#CommunityHealthServices
Sara.Gariban@nhsproviders.org
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Strategic priorities

Population health
Improving the health of our patients and staff and reducing inequalities
Leading in local
Integrating
Putting our
Ensuring a
systems
services as local collective CLCH sustainable
partners
experience and future
efficiencies to
work
2020/21 objectives

2020/21 strategic
priorities
Strategy
Implement strategic priorities of integration and place
implementation
Quality
Maintain and improve the quality of services delivered by CLCH
Workforce
Make CLCH a great place to work for everyone
Freedom of
This report can be shared
Information status
Executive summary:
The COVID-19 pandemic has made 2020/21 an unpredictable year, but regardless of the challenges
faced this year, our staff have been able to provide excellent care as evidenced by the year-end
scorecard, where the vast majority of quality KPIs have been achieved. Only the three KPIs with a
zero-tolerance threshold have not being achieved.
Quality Campaigns Q4 performance:
• Positive Patient Experience: All year-to-date KPIs targets have been exceeded. Appendix
One includes details of complaints for Q4. The 2020/21 Complaint Report will be published
at the end of April.
• Preventing Harm: Only those KPIs with a zero-tolerance threshold were not achieved and
individual breaches have been investigated thoroughly and targeted supported provided. In
2020/21, 99.2% of clinical incidents did not cause harm.
• Smart Effective Care: All KPIs achieved including 100% compliance in the hand hygiene
audit. Clinical MECC training is just below target.
• Modelling the way: Statutory and mandatory training KPIs have been achieved for nonclinical staff and are just below threshold for clinical teams.
The report outlines the sustained progress made against the key deliverables in our quality strategy.
It provides the Quality Committee with assurance on processes in place, to ensure continued
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delivery of safe, effective care and compliance with key performance quality indicators in 2020/21.
The red indicators at year end are:
Zero tolerance to falls in bedded We reported nine falls with harm in our bedded units in
units with harm (moderate or
2020/21 (now including Hertfordshire numbers). This is an
above)
increase from the 7 reported in 2019/20 and the 8 reported
during the same time in 2018/19. Shared learning to improve
quality includes completion of the pain template, timely risk
assessments and care planning,.
Zero tolerance of new (CLCH
We reported four category 3 & 4 pressure ulcers in 2020/21.
acquired) category 3 & 4
This is an increase from the one reported in 2019/20 but
pressure ulcers in bedded units remains a decrease from the 5 reported in 2018/19. Some of
the learning identified includes completion of accurate skin
assessments on admission and discharge, wound checks as
part of the ward round, close monitoring of time sat out of
bed, repositioning, and escalating to the tissue viability
service.
Zero tolerance of new (CLCH
We reported 43 category 2 pressure ulcers in our bedded
acquired) category 2 pressure
units in 2020/21. This is a continued decrease from the 44
ulcers in bedded units
reported in 2019/20 and the 57 reported in 2018/19. We
continue to review all category 2 pressure ulcers developing
on the bedded units each month, to support best practice and
reduce any further deterioration or re-occurrence.
Please note that the scorecard will remain unchanged until November 2021, apart from the
reinstatement of a CAUTI KPI which had been removed when the national reporting of the safety
thermometer was discontinued. This is consistent with our Quality Strategy where measures of
success are fixed until November 2021. The new scorecard will be presented in the Q2 Quality
Report.
Assurance provided: Patient Safety Group, Patient Experience Group, Clinical Effectiveness Group,
Modelling the Way Group.
Report provenance: Quality Groups, Quality Committee
Report for:

Decision

Discussion

Information

x

Recommendation: To note the report and progress against our Quality Strategy.
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1.0

Trust Quality Score Card – Year-End 2020/21
Quality Campaign

A Positive Patient
Experience
Changing behaviours
and care to enhance
the experience of our
patients and service
users

Preventing Harm
Incidents & Risk

Smart, Effective Care

Modelling the Way

Workforce

Notes
N/A


Key Performance Indicator

Target

Performance
Mar-21

YTD

Proportion of patients who felt staff took time to find out about them

95.0 %

99.5 %

97.7 %

Proportion of patients who were treated with respect and dignity

95.0 %

99.7 %

98.8 %

Friends and family test - Percentage of Staff recommending CLCH as a place
for Treatment

75.0 %

n/a

n/a

Patient Friends and family test - Proportion of Patients rating their overall
experience as very good or good

92.0 %

95.6 %

96.9 %

Proportion of patients' concerns (PALS) responded to within 5 working days

95.0 %

100.0 %

100.0 %

Proportion of complaints responded to within 25 days

100.0 %

100.0 %

100.0 %

Proportion of complaints responded to within agreed deadline

100.0 %

100.0 %

100.0 %

Proportion of complaints acknowledged within 3 working days

100.0 %

100.0 %

100.0 %

Proportion of clinical incidents that did not cause harm (moderate to
catastrophic categories)

97.0 %

99.1 %

99.2 %

Zero tolerance to falls in bedded units with harm (moderate or above)

0

0

9

Zero tolerance of new (CLCH acquired) category 3 & 4 pressure ulcers in
bedded units

0

0

4

Zero tolerance of new (CLCH acquired) category 2 pressure ulcers in bedded
units

0

5

43

Percentage of deaths in community hospitals (expected and unexpected)
compared to all discharges (excluding palliative and end of life care)

3.8 %

0.0 %

0.25 %

Percentage of Central Alerting System (CAS) alerts including Patient Safety
Alerts (PSAs) due, and responded to, within deadline

90.0 %

100.0 %

94.6 %

Percentage of hand hygiene episodes observed across CLCH bedded areas
that are compliant with policy

97.0 %

100.0 %

100.0 %

Percentage of staff trained at Making Every Contact Count level oneNon – Clinical

95%

95.7 %

95.7 %

Percentage of staff trained at Making Every Contact Count level two -Clinical

95%

92.9 %

92.9 %

Statutory & Mandatory training - Non-Clinical

95 %

96.2 %

96.2 %

Statutory & Mandatory training - Clinical

95 %

94.1 %

94.1 %

Staff Turnover rate – 12 month rolling (Clinical)

12.9 %

12.9 %

Sickness absence rate - 12 month rolling (Clinical)

5.5 %

5.5 %

Percentage of staff who have an appraisal

78.9 %

78.9 %

Staff Vacancy rate (Clinical)

11.7 %

13.9 %

No data to report. Percentage cannot be calculated because the denominator equals 0
Data missing/not yet available
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1.1

Divisional Scorecard – March 2021

Quality Campaign

A Positive Patient
Experience
Changing behaviours
and care to enhance
the experience of our
patients and service
users

Preventing Harm
Incidents & Risk

Smart, Effective Care.

Modelling the Way

Workforce

Notes
*
N/A


Trajectory
Target

SWL

NWL

NCL

CHD

Herts

Proportion of patients who felt staff took time to find out
about them

95.0 %

99.3 %

100.0 %

99.5 %

99.4 %

95.8 %

Proportion of patients who were treated with respect and
dignity

95.0 %

100.0 %

100.0 %

99.5 %

100.0 %

99.2 %

Friends and family test - Percentage of Staff recommending
CLCH as a place for Treatment

75.0 %

n/a

n/a

n/a

n/a

n/a

Proportion of patients rating their overall experience as
good or very good

92.0 %

95.5 %

95.7 %

95.5 %

94.5 %

96.2 %

Proportion of patients' concerns (PALS) responded to within
5 working days

95.0 %

100.0 %

100.0 %

100.0 %

100.0 %

100.0 %

Proportion of complaints responded to within 25 days

100.0 %

100.0 %

100.0 %

100.0 %

100.0 %

100.0 %

Proportion of complaints responded to within agreed
deadline

100.0 %

100.0 %

100.0 %

100.0 %

100.0 %

100.0 %

Proportion of complaints acknowledged within 3 working
days

100.0 %

n/a

100.0 %

100.0 %

100.0 %

100.0 %

Proportion of clinical incidents that did not cause harm
(moderate to catastrophic categories)

97.0 %

99.0 %

98.8 %

99.1 %

100.0 %

99.2 %

Zero tolerance to falls in bedded units with harm (moderate
or above)

0

0

0

0

0

0

Zero tolerance of new (CLCH acquired) category 3 & 4
pressure ulcers in bedded units

0

0

0

0

0

0

Zero tolerance of new (CLCH acquired) category 2 pressure
ulcers in bedded units

0

0

0

2

0

3

Percentage of deaths in community hospitals (expected and
unexpected) compared to all discharges (excluding palliative
and end of life care)

3.8 %

0.0 %

0.0 %

0.0 %

n/a

0.0 %

Percentage of Central Alerting System (CAS) alerts including
Patient Safety Alerts (PSAs) due, and responded to, within
deadline*

90.0 %

n/a

n/a

n/a

n/a

n/a

Percentage of hand hygiene episodes observed across CLCH
bedded areas that are compliant with policy

97.0 %

100.0 %

100.0 %

100.0 %

100.0 %

100.0 %

Percentage of staff trained at Making Every Contact Count
level one - Non-Clinical

95.0 %

95.9 %

94.0 %

98.8 %

96.1 %

93.4 %

Percentage of staff trained at Making Every Contact Count
level two -Clinical

95.0 %

93.0 %

93.4 %

95.1 %

91.7 %

91.9 %

Statutory & Mandatory training - Non-Clinical

95.0 %

98.8 %

93.8 %

97.8 %

95.6 %

93.5 %

Statutory & Mandatory training - Clinical

Key Performance Indicator

95.0 %

94.6 %

93.7 %

93.5 %

94.6 %

93.5 %

Staff Turnover rate (Clinical)

-

11.8 %

12.3 %

10.7 %

14.3 %

14.0 %

Sickness absence rate - 12 month rolling (Clinical)

-

6.3 %

4.9 %

6.5 %

4.9 %

6.6 %

Percentage of staff who have an appraisal

-

76.6 %

77.9 %

86.4 %

78.1 %

74.4 %

Staff Vacancy rate (Clinical)

-

11.7 %

10.9 %

5.5 %

13.3 %

16.4 %

It is not currently possible to break this down by division. Figures reported are at trust level
No targets exist for this KPI at this reporting level
No data to report. Percentage cannot be calculated because the denominator equals 0
Data missing/not yet available
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1.2

Bedded Scorecard March 2021
South West
Division

North Central Division
Key Performance Indicator

Quality Campaign

Target

Heathlands
Merton

Alexandra
11

17

20

34

14

Occupancy Level

70.59%

71.45%

72.58%

65.90%

0

Rate of PALS and Complaints per 1000 occupied
beds
7

Rate of Compliments per 1000 occupied beds

Number of Serious Incidents (internal and external)

56.45
97%

100.00%
0

Rate of Serious Incidents (internal and external) per
1000 occupied beds
Number of medicine management incidents (CLCH
attributable)

1

Rate of medicine management incidents (CLCH
attributable) per 1000 occupied beds
Number of medicine management incidents (nonCLCH attributable)

Number of reported falls
Rate of falls per 1000 occupied beds

10

3

4.51

13.07

10.49

14

25

6

31.60

32.68

20.98

100.00%

100.00%

100.00%

0
0.00

0
2.69

0

Rate of medicine management incidents (non-CLCH
attributable) per 1000 occupied beds

0.00

0
0.00

2

0

2

2.61

0.00

0.00
2

6.77

1

100.00%

0.00

20

71.41%

17.32%

88.71%

71.98%

70.52%

55.81%

1

1

1

0.00
2

0.00
8

0
3.15

0

0.00
0

2.80

0.00

0.00

26

25

9

18.18

36.41

39.43

26.01

100.00%

100.00%

100.00%

100.00%

100.00%

100.00%

0

0
0.00

0

0.00

0.00

2.89
0

0.00
5

8.40

0.00
1

0

6
6.82

1.58

0.00

0.00

0

0

0

3
0.00

0.00

0.00

0.00

1

0

0

0
14.37

0.00

0.00

0.00

0

0

0

7
7.81

0

2

9.80

0

2

0.00

19.61

4.11

0.00

0

92.40

2

0

9.80

0.00

3.91

0

2

0
0.00

St Peters

29

45

54.69

Oakmere

32

4.11

14

Midway

16

0.00

3.91

Holywell

19

2

0

Pembridge

22

0
0.00

0.00
0

0.00

0

6.99
0

Athlone

75.07%

0.00
2

0

3
5.38

0
0.00

0.00

0.00

0
0.00

2

21

Rate of clinical incidents reported per 1000 occupied
beds

0
2.26

18.82

Number of clinical incidents reported

Proportion of clinical incidents that did not cause
harm (moderate to catastrophic)

1
0.00

Number of Compliments

Preventing Harm

Marjory
Warren

Jade

Number of Beds

Number of PALS and Complaints
A Positive Patient
Experience

Adams

Hertfordshire

North West Division

0.00
4

7.89

36

11.56

8

South West
Division

North Central Division
Key Performance Indicator

Quality Campaign

Target

Rate of falls reported that caused harm (moderate to
catastrophic) per 1000 occupied beds

0.00

0.00

0.00

Heathlands
Merton

Alexandra

0.00

Athlone

0.00

Pembridge

0.00

0.00

Holywell

Midway

0.00

0.00

Oakmere

St Peters

0.00

0.00

0

0

0

0

1

0

0

0

1

1

Number of falls where the patient had more than one
fall

0

0

0

0

0

2

0

0

0

2

3

Number of incidents categorized as unwell/illness

1

3

2

0

4

6

0

0

1

0

1

2.69

Number of incidents categorized as discharge or
transfer problem

1

Rate of incidents categorized as discharge or
transfer problem per 1000 occupied beds

6.77
0

2.69
1

Rate of new pressure ulcers per 1000 occupied beds

Workforce

Marjory
Warren

0

Number of new pressure ulcers

Modelling the Way

Jade

Number of patients that had multiple falls during the
same month

Rate of incidents categorized as unwell/illness per
1000 occupied beds
Preventing Harm

Adams

Hertfordshire

North West Division

2.61
3

0

0.00
0

2.69

0.00

3.92
2

0
0.00

0

0.00

15.63

2.61

12.32
1

0.00
0

0.00

0.00
0

2.05
0

0.00

0.00
0

0.00
0

0.00

1.40
0

0.00
1

0.00

0.00
2

1

0.00
2

2.27

2.89

3.15
1

2.89
0

2.80

1.58

0.00

Number of new (CLCH acquired) category 2 pressure
ulcers

0

1

0

1

0

0

0

0

1

1

1

0

Number of new (CLCH acquired) category 3&4
pressure ulcers

0

0

0

0

0

0

0

0

0

0

0

0

Hand hygiene audit compliance score

100%

100%

100%

100%

100%

100%

100%

Statutory and mandatory training compliance

95%

93.8%

98.4%

98.2%

83.3%

92.6%

97.3%

RN Fill Rate - DAY

100%

99%

100%

102%

96%

100%

98%

RN Fill Rate - NIGHT

100%

98%

100%

106%

100%

100%

HCA Fill Rate - DAY

100%

123%

160%

105%

168%

HCA Fill Rate - NIGHT

100%

177%

300%

119%

319%

Registered AHPs Fill Rate

100%

-

-

-

-

-

-

-

-

-

-

-

Non-Registered AHPs Fill Rate

100%

-

-

-

-

-

-

-

-

-

-

-

CHPPD

11

10.0

13.5

16.7

11.3

12.5

44.9

12.7

10.1

9.5

100%

100%

100%

100%

100%

96.4%

98.8%

95.2%

98.3%

167%

91%

94%

92%

105%

100%

100%

98%

87%

99%

98%

100%

111%

93%

132%

8%

113%

128%

100%

158%

128%

153%

102%

127%

161%

-

9.9

14.6

Please note that CHPPD for Pembridge & Ruby is higher than average. The wards worked very flexibly to meet the unpredictable demand created by the pandemic. The
wards were able be close much quicker than anticipated and so staffing ratios were higher than would normally be planned. The bedded score card is a tool for
improvement used by our clinical teams to benchmark each other’s performance and agree targeted actions were required to deliver improvements.
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1.3

Introduction
This is our 2020/21 Quality Report which provides updates on each of the 4 campaigns with
performance data, linked to the quality scorecard KPIs. Each section also provides insight
into some of the ongoing work and actions to deliver on the key quality strategy priorities.
The COVID-19 pandemic has affected all our work in 2020/21, but quality performance has
remained high thanks to the commitment of our teams. At the time of writing the report
services are being stood up again and the trust continues to support our national vaccination
programme in both education and practice.

2.0

Positive Patient Experience
• Responsible Director: Holly Ashforth, Deputy Chief Nurse (Director of Patient Experience
and Education)
• Supporting strategy: Positive Patient Experience
• Co-ordinating council: Patient Experience Group (Trust Coordinating Council)
Trajectory
Target

SWL

NWL

NCL

CHD

Herts

Proportion of patients who felt staff took time to
find out about them

95.0 %

99.3 %

100.0 %

99.5 %

99.4 %

95.8 %

Proportion of patients who were treated with
respect and dignity

95.0 %

100.0 %

100.0 %

99.5 %

100.0 %

99.2 %

Friends and family test - Percentage of Staff
recommending CLCH as a place for Treatment

75.0 %

n/a

n/a

n/a

n/a

n/a

Proportion of patients rating their overall
experience as good or very good

92.0 %

95.5 %

95.7 %

95.5 %

94.5 %

96.2 %

Proportion of patients' concerns (PALS) responded
to within 5 working days

95.0 %

100.0 %

100.0 %

100.0 %

100.0 %

100.0 %

Proportion of complaints responded to within 25
days

100.0 %

100.0 %

100.0 %

100.0 %

100.0 %

100.0 %

Proportion of complaints responded to within
agreed deadline

100.0 %

100.0 %

100.0 %

100.0 %

100.0 %

100.0 %

Proportion of complaints acknowledged within 3
working days

100.0 %

n/a

100.0 %

100.0 %

100.0 %

100.0 %

Quality Campaign

A Positive Patient
Experience
Changing
behaviours and
care to enhance
the experience of
our patients and
service users

2.1

Key Performance Indicator

PALS Overview
Number of PALS Received by Theme (Q4)
29

25

20
15

12
1

2

1

1

Patients Property
and Expenses

Slips, Trips and Falls

Transport
(ambulances and…

Chart 1

38

4
Waiting times /
delays

1

Patients Privacy and
Dignity

3

Medical Records

2

Infection Control

Communication/infor
mation

Clinical Care

Attitude of Staff

Appointments,
Delay/Cancellation…

Appointment Issues

Aids and Appliances,
Equipment,…

Access to Services

1

End of Life Care

5

3

Discharge
arrangements

30
25
20
15
10
5
0

10

PALS Received by Division Q4
Division
Children's Division
Corporate Services
Hertfordshire Division
North Central Division
North West Division
South West Division
Grand Total
Table 1
2.2

Number of PALS Concerns Received
8
3
36
33
31
14
125

Complaints
34 complaints have been received in Q4. All were acknowledged within the statutory
timeframe of 3 working days and resolved in writing following a formal investigation.
Number of complaints received
25
20
15

2020/21

10

2019/20

5
0

April

May

June

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Chart 2
Appendix 1 provides an overview of the complaints received in Q4 including the top
reported themes, locations and areas of learning. The annual Complaints Report will be
available at the end of April 2021.
2.3

Patient Experience Key Outcomes
Key Priority / Outcome
Services are designed
and care delivered in a
way that involves
patients, carers and
families as partners in
care

Measures of Success
April 2020- Nov 2021
We will maintain the
proportion of patients
who felt that they
were treated with
respect and dignity at
95%
We will maintain the
proportion of patients
reporting their overall
experience as very
good or good at 95%
The proportion of
patients who felt staff

Update
This KPI has been achieved throughout 2020/21.
The year-end position is 98.8%.
The Trust Privacy, Dignity and Respect Policy has
been updated and approved by the Patient
Experience Group. This now includes an audit
tool for staff to use to support areas of good
practice.
This KPI has been achieved throughout 2020/21.
The year-end position is 96.9%.

This KPI has been achieved throughout 2020/21.
The year-end position is 97.7%.
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took time to find out
about them will be
95%
We will develop a
policy and process to
ensure patient/user/
carer are involved in
every service change.

The Assistant Director of Patient Experience &
the Director of Transformation have developed a
policy to ensure that every service change in the
Trust captures the patient or carer’s voice. The
policy was agreed at the Patient Experience
Group and an implementation plan is underway.
Key programmes of work which involve user
engagement and patient feedback include:
• Reimagining Health Visiting
• Patient Access & Digital First Workstream
• Tackling Inequalities Workstream.

Staff* work in services
that they believe are
delivering the best
positive outcomes for
patients, carers and
families

Staff, friends and
family test percentage of staff
recommending CLCH
as a place for
treatment will be 75%

*including volunteers

We will enhance the
number of volunteers
for the Trust and
embed volunteers as
part of the service

The Patient Access Campaign will be showcased
with a patient story at the Equality Conference
on 10th May.
Nationally it was agreed that, due to the
pressures of COVID, the Q4 staff FFT would not
be collected, therefore the Q3 result (66.2%) is
the last result of 2020/21. The collection will
restart in Q1 of 2021/22. Actions to reach our
target include:
• Monthly Schwartz Rounds have continued
focussing on ‘Caring through COVID’.
• The Spotlight on Quality has maintained its
monthly editions highlighting best practice
and exemplar teams.
• The Patient Experience Team continues to
collect divisional staff and patient stories
focused on caring through COVID.
This has been achieved. As part of our COVID
emergency response, we doubled the number of
volunteers on our database, to over 600.
During Q4, the Trust maintained all our COVID
volunteer support projects including the
seasonal cheer volunteer role and boosted the
befriending service.
New volunteering projects in Q4 included:
• Supporting of the staff vaccination hubs.
• PPE stock takers
• Phlebotomy support volunteers.
We have started to reintroduce many of the preCOVID volunteer roles including on the bedded
units.
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We will complete an
annual volunteer
survey to understand
their impact on
services and their
experience

Feedback from
patients, carers and
families is taken
seriously and influences
improvements in care.

The patient and the
public voice are
integral in the decisionmaking process when
making changes to
services or care delivery

We will continue to
respond to 95% of
patients' concerns
(PALS) within 5
working days
We will continue to
respond to 100% of
complaints within 25
days
We will continue to
respond to 100% of
complex complaints
within the agreed
deadline
We will continue to
acknowledge 100% of
complaints within 3
working days
We will develop and
implement one Always
Events in each division

We will continue to
deliver borough based
quarterly co-design
initiatives using
patient and staff
feedback/ stories

This has been completed and an evaluation of
the service was undertaken by our emergency
response volunteers. The findings were
presented at the November Patient Experience
Group. This led to the launch of a Wellbeing
Support Network for volunteers which has
received £15k from NHSE.
The next annual survey will take place in
October 2021.
100% compliance was maintained throughout
2020/21.

100% compliance was maintained throughout
2020/21.
100% compliance was maintained throughout
2020/21.

100% compliance was maintained throughout
2020/21.
The Patient Experience Team continue to
promote the Always Events change
methodology at divisional board meetings whilst
being mindful of the service pressures relating to
COVID-19. The Always Events have continued
across both CHD Special Schools and NW EOL
care.
The Assistant Director of Patient Experience
presented our Always Events work at the NHSE
conference in January. NHSE is relaunching the
initiative nationwide as Trusts restore and
recover services in 2021/22.
To prevent pressure on clinical services during
the pandemic, a joint Trust wide project was
initiated in Q4.
The project aimed to increase public information
and awareness around our services and COVID19 vaccine information. It has expanded into a
broader FAQ page on the Trust website to
improve patient experience and a PALS ‘myth
buster’ page on the Hub for staff.

41

13

Transforming
healthcare for babies,
their mothers and
families in the UK
(UNICEF Baby Friendly
Initiative, BFI)

All health visiting
services will have a
plan for breastfeeding
assessment at level 1 3
(Where services have
already achieved this,
they will achieve gold
in the 1-year
assessment)

In September 2019 the Health Visiting Service in
the Inner boroughs was the first in London to
achieve the UNICEF Baby Friendly Gold
Sustainability Award. They were Reaccreditation
in January 2021.
The Patient Experience Team continue to work
with all breastfeeding teams across the Trust.
168 mothers completed an online survey up
until December 2020 sharing their experience of
the Infant Feeding Service. Areas of focus
included:
• Whether they felt they received enough
infant feeding support
• Which parts of the service they found the
most helpful and what else the service could
be offering
• How easy or difficult it was to contact the
service when support was needed
The experience of mothers has been
overwhelmingly positive. The Infant Feeding
Leads were described as compassionate, caring,
helpful, knowledgeable and viewed as experts
who provide great advice and useful resources.
The majority of mums (80-100%) rated the
support they received during the pandemic
positively or were highly likely to recommend
the service to a friend.
Some mothers had a challenging experience and
stopped breastfeeding or exclusively breastfeeding sooner than they wanted to. This
related to their hospital experience and support
after leaving the maternity unit with a perceived
lack of support, education, information and/or
signposting/referral to the Infant Feeding
Service.
Some mothers noted that they missed face to
face interactions during the pandemic and were
looking forward to this restarting.
Continuously improvement plans resulting from
the survey include:
• reviewing work with hospitals to improve
signposting to the service
• restoration of face-to-face visits as part of
the recovery of services post the pandemic.
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2.4

COVID Volunteering overview
At the start of 2020/21 the Volunteer Department expanded enormously because of the
pandemic. Our response was divided into four phases: In phase one; we gained 405
additional volunteers on top of our existing 200. Some of our original volunteers had to be
stood down at the start of the pandemic because they were in patient facing roles or were
themselves vulnerable. The additional volunteers supported the Trust in a plethora of ways
but the projects that needed most support were PPE packing, drivers for district nurses,
delivering equipment to vulnerable families, befriending discharged patients, and supporting
employee health.
In Q2, we moved to phase two. The Volunteer Department had 517 volunteers including
those who were stood down. We continued all the phase one projects and added virtual
roles such as Bluejeans support for patients undergoing virtual consultations. As COVID
cases began to decrease, we started planning the return of our pre-COVID volunteers and
exploring volunteer employment pathways.
In Q3, the number of volunteers reduced to 477 as some of the bigger projects such as PPE
packing came to an end and volunteers returned to work. Phase three focussed on the
mental wellbeing of volunteers. We introduced a wellbeing officer with funding successfully
secured from NHS England. We also introduced the seasonal cheer role which aimed to
support socially isolated patients over the festive period.
Q4 saw 316 volunteers in phase four. As the seasonal cheer role came to an end, we boosted
the befriending service whilst maintaining all other endeavours. In Q4 we started supporting
the staff vaccination hubs, PPE stock takers, and phlebotomy. In 2021/22 we will continue
the reintroduction of our pre-COVID roles and volunteers will return to the wards.

2.5

Health Equalities
Two new Health Equalities posts, including the lead, started in the Patient Experience Team
in March. They will support the implementation of Campaign One: Access to Services of the
Trust’s Promoting Equality and Tackling Inequality Strategy.
The campaign will start by trying to establish if our patient population reflects our local
community. We are working with Grant Thornton (Consultancy Firm) and the CLCH
Information team to obtain the data. We plan to stratify data from the Diabetes Service by
protected characteristic (age, sex, ethnicity) and compare this to the population health data
for the area we cover. Any differences will identify gaps in equality of access. We then plan
to engage with staff, patients and other stakeholders to develop, test and implement
solutions to reduce any gaps.
To better understand our patients, ethnicity information needs to be collected. We have
developed a script to help staff ask service users about this and explaining why it is
important. The North West Division are trialling this and we will share the script with the
other divisions once it is translated into different languages. We are also supporting
individual members of staff to have these conversations.

2.6

Patient Story: Merton Neuro Rehab Team
“Hmmm I’m sure they came to know about me the time I was in hospital, for them it was like
a miracle because of the way and how I recovered from that illness. I contracted COVID 19; it
was during the time around the 16th April 2020. During that period, I stayed about a week at
home before the COVID 19 started to have havoc in my body. It started around 16th April,
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but I had previously started to become ill on the 13th. On the 13th I just called the
ambulance, they came and tested me, and I was positive. They said, ‘we’re taking you to the
hospital.’ So, the time I was leaving the house, that time if you remember, a lot of people
were dying, yeah so when I was leaving the house, I just wore a T shirt and a short and some
slip-on things and I just took a phone. My wife was telling me that I should take some other
stuff, I said ‘no’ for me I was saying ‘this is goodbye.’ Yeah so, I got to the hospital, they
attended to me, then they put me in the ward. So, the time I was in the ward, it got worse. I
was breathing abnormally…yeah, my breathing was very bad. So, a doctor told me ‘the way
you are breathing is not good, we are taking you to the intensive care.’ So, I said ‘all right,
let’s go.’ Then they took me to the intensive care, and there it became worse. That was the
day I slept for 45 days in a coma.
Yeah so, I think from that experience that M and his fellow friends [Merton Neuro Rehab
team], they came to know about me and my situation. They used to come, they would
arrange some days in the week that they should come and see me and also, they were giving
me some homework to do and some of the other things we were doing together and from
that experience I was very happy because my brain was coming back to its senses. Yeah, so
what they were giving me it was making my brain think and to make use of what they’ve
given me…so it helped me a lot. Until that time when we finished, I could feel in me that
something has changed. Those guys were wonderful to me. M is an easy man, he doesn’t
rush things, and he was treating me the way I wanted.
I was very much accommodated by him, yeah it was nice. That’s why I accepted them to
come every week, I think it was once in a week or twice, I’ve forgotten, but yeah, I welcomed
them to come because it was important for me to encourage my brain to come back to
normal. I just remember when they started, they told me to introduce myself, so I introduced
myself to them and that’s how we started. Some other things they were asking…for me I was
the person whom they wanted to deal with during that time. They had that care plan, yes it
was in place. Once they visited, they would tell me what’s going to happen the next time
when they are coming. Yeah so, they had that care plan yes. Well, I was asking some
questions, I did not have any concerns, but I did have some questions to ask them. My wife
was involved also. Yes, because there was a time, they contacted her to tell her about how I
was progressing with them, so she was involved in the programme. I did understand what
they were telling me and what they were telling me to do. There were some other exercises
which they gave me…some I could manage to do them very well but others I failed. Yeah, I
should say others I failed yes.
With the neuro team, it came at the right time because some of the things which were
helping me reminded me of the other things which I was doing before I got sick. So, I was
able to memorise something like those long numbers and other stuff like pictures…they
would bring some pictures and say, ‘do you know this thing?’ ‘Do you know this spelling?’
Yes, I could write the spelling correctly and know the picture and that’s what it’s all about.
Yeah so, those things, they were reminding me of things before the illness. It was umm that
illness was a very bad one. I’m very good, yes, I’m very good. You can see the way I’m talking,
yeah, I’m strong, my memory now is very good. I’ve gone to the extent of memorising the 16digit number on my debit card, even my account number it’s here and before I wouldn’t have
done that but now, I can see that some of the things I’m putting them in here. Even ummm
some of the things from here (holds up Bible), the chapters. I wasn’t good at memorising
chapters and the words going with the chapters but now I’m able to know that on John 15,
verse so and so there is this this this this. Yeah, the neuro team helped me a lot because they
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wanted me to think and to digest the thing, they put in place so yeah it helped me a lot and
now I’m very happy because errr…just amazing.
2.7

Assurance Issues from Patient Experience Group (Trust Coordinating Council)
The Patient Experience Group has continued to meet monthly through Q4 with its new
shortened format of one hour to support divisional attendance. Monthly Divisional Patient
Experience reports triangulate all patient experience feedback, initiatives and actions being
taken to improve experience. A monthly overview of complaints is provided along with any
learning from the complaint action closure meetings that now take place.
Specific presentations have included an overview of the continued work on the BabyFriendly initiative (detailed in section 2.6). The Shared Governance lead provides an update
on quality council projects relating to the Patient Experience Quality Campaign. A new
council has been established to review continence processes as a result of themes emerging
from complaints.

3.0

Preventing Harm
• Responsible Director: Billy Hatifani, Deputy Chief Nurse (Director of Quality & Safety)
• Supporting strategy: Risk Management, Quality Strategy
• Co-ordinating council: Patient Safety and Risk Group (Trust Coordinating Council)

Quality Campaign

Key Performance Indicator
Proportion of clinical incidents that did not cause
harm (moderate to catastrophic categories)

Zero tolerance to falls in bedded units with harm
Preventing Harm (moderate or above)
Incidents & Risk
Zero tolerance of new (CLCH acquired) category 3 &
4 pressure ulcers in bedded units
Zero tolerance of new (CLCH acquired) category 2
pressure ulcers in bedded units

3.1

Trajectory
Target

SWL

NWL

NCL

CHD

Herts

97.0 %

99.0 %

98.8 %

99.1 %

100.0 %

99.2 %

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

2

0

3

Red Flag Early Warning
The red flag process remains our quality early warning trigger for services that may need
additional support from the operational division, quality division or from a quality action
team (QAT). In Q4, 180 teams triggered red flags, compared to 155 in Q3, 157 in Q2 and 166
in Q1. Full details are outlined in the red flag report submitted to the Patient Safety Risk
Group and the QATs are outlined in section 6 of this report.
Red Flag Categories by Division Q4 2020/21
Division

# Red Flag
Teams

# QAT

Services with QAT
•

Barnet HV (East Central)

•
•

Planned Care
Marjory Warren Ward

Children's

31

1

Hertfordshire

20

0

North Central

31

2

North West

64

0

34

0

South West
Total

Table 2

180

3
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Red Flag Categories by Division
An increase
in incidents
causing
harm

Division

New
external
SI
reported

Increase in
Complaints
& PALS

Team
Leader
absence >
1 month

Vacancy
Rate >
12%

Sickness
Rate
>3%

Zero reported
incidents on
DATIX for > 1
month

A patient
FFT score
below
90%

Total

Children's

0

2

6

3

16

21

22

0

70

Hertfordshire

6

2

7

0

16

14

3

0

48

North Central

6

5

11

1

7

24

17

0

71

North West

9

3

15

0

48

45

26

0

146

South West

10

2

8

0

24

27

16

0

87

Total

31

14

47

4

111

131

84

0

422

Table 3

The red flag data shows that a large number of our teams were reporting vacancy rates higher than
12% and high levels of sickness. Through PSRG we will review the detail of the red flag alerts and
ensure sufficient measures have been put in place to support teams and where required risks have
been logged on datix with appropriate actions to mitigate them.
Through the culture work outlined in our quality strategy which will commence in Q3 we anticipate
there will be targeted support to enhance the culture of reporting in those teams that may be
flagging lower than expected levels of incident reporting.
Learning from Incidents
The processes in place to enhance learning from incidents are as follows:

3.2
•

•

•

•

•

In Q4 we have continued with our daily Patient Safety Team call where we review all the
incidents leading to more than low/minimal harm, all inpatient falls and inpatient pressure
ulcers. This enables the early identification of emerging issues that may require urgent
follow up.
We remain curious about reported incidents and when an incident appears serious, we
initiate 48-hour meetings to help scrutinise and explore the need for further in-depth
investigation or local resolution.
We continue to review community acquired pressure ulcers on a weekly basis, and category
2 inpatient pressure ulcers monthly. Any ulcers above category 2 on the inpatient units are
escalated to a 48-hour meeting.
In Q4 we reviewed 353 new community pressure ulcers and 38 preliminary investigation
checklists to review care provided against policy. It was agreed that, during the second wave
of the pandemic, we would reduce the numbers of checklists requested but assurance
sought through the meetings, hence the lower number this quarter. We didn’t count the
number of pressure ulcers reviewed and checklists completed in Q1, but during the rest of
the year (Q2-Q4) we have reviewed 1055 community pressure ulcers and completed and
reviewed 362 preliminary investigation checklists.
We continue our process of reviewing all podiatry incidents on a monthly call, which has led
to the strengthening of collaborative working between members of the Multi-disciplinary
teams particularly when caring for patients presenting with multiple needs known to several
teams.
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•
•

•

•

•
•

•

•

•

•

3.3

We continue to use root cause analysis (RCA) methodologies to investigate and share
learning across the Trust.
We have robust assurance processes in place to ensure effective oversight and timely
completion of RCAs. These include division led RCA panels and an action plan closure
meeting to make sure all action plans are completed, and learning is embedded.
All external serious incidents are further reviewed by the Deputy Chief Nurse (Director of
Quality and Safety) to ensure that the solutions are robust enough to prevent any
reoccurrence.
Through the Quality Strategy we have reinforced the need to find other ways to share
learning. The 7-minute learning briefings have been adopted by all divisions and are
discussed at the PSRG and divisional meetings to allow wider learning (see section 3.14
below).
We continue to have a platform on the Trust hub to share learning from incidents & ensure
that it is discussed in team meetings and at divisional boards.
To reduce duplication our incident management process is closely aligned to the complaints,
claims, and safeguarding processes. This ensures that investigation takes place at the correct
level and that learning is shared widely.
Where possible we have continued to hold the Ward Matrons/Managers network for all
ward representatives to meet virtually and share learning, good practice, ideas and
solutions.
As the Trusts Patient Safety Specialists, the Deputy Chief Nurse (Director of Quality and
Safety) and the Assistant Director of Patient Safety have started attending the virtual
workshops run by the national Patient Safety Team. We also share published updates with
the PSRG.
We have developed the Preventing Harm Network. This workshop programme is designed
to help bring people from across the trust together to share learning. This will help to embed
best practice in delivering harm free care to patients through the use of quality
improvement methods, leadership skills, evidence based clinical care processes, and
enabling structures.
In March 2021 we used the Ward Matrons Network to share the preliminary investigation
findings from the six externally declared serious incidents related to COVID outbreaks
affecting patients and staff. Our harm-free care workshop focussed on preventing harm
from hospital acquired infections.
Proportion of clinical incidents that did not cause harm
Our target is that 97% of clinical incidents do not cause harm. We achieved this every month
in Q4, and the year-end figure is 99.1%.
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Percentage

Trust - Proportion of clinical incidents that did not cause harm (moderate to catastrophic
categories)
99%

94%

Apr Jun Aug Oct Dec Feb Apr Jun Aug Oct Dec Feb Apr Jun Aug Oct Dec Feb Apr Jun Aug Oct Dec Feb
2017
2018
2019
2020
Value
Mean
Upper and lower control limits
Goal/ Target

Chart 3
Throughout the year, as previously reported, and also in Q4, pressure ulcers make up most
of the incidents categorised as resulting in moderate and severe harm (76% for Q4 at the
point of running the report on 29/03/2021). This remains the highest proportion of all
incidents reported for patients in our community settings. The other reported harms in Q4
were:
• Slips/Trips/Falls (3)
• Delay/Failure to diagnose (2)
• Treatment problem (1)
• Infection Control (1)
• Medication (1)
All of these incidents were declared as serious incidents (see tables 8 and 9 below). A
breakdown of harms by severity and location is shown in table 4 and by speciality / team
level in table 5. It should be noted that some of these incidents are still going through the
usual review processes, such as the pressure ulcer weekly meeting and checklist completion,
and therefore this data is subject to change.
Harm by Severity & Location (reported 25/12/20 – 24/03/21, data run from Datix 29/03/21)
Division
CBU
Moderate
Harm
North Central
Barnet Planned Care
2
North West
Central London Planned Care
2
Hammersmith & Fulham Planned Care
2
Harrow Integrated Care
1
Inner Specialist Services
0
Inner Walk-In Centres and Inpatients
1
Hertfordshire
Hertfordshire Bedded Units
1
Hertfordshire Planned Care
5
Hertfordshire Unplanned Care and Community Neuro
4
South West
Merton Planned Care
3
Merton Unplanned Care
1
Wandsworth Planned Care
2
West London Planned Care
4
Total
28

Table 4

Severe
Harm
0
0
0
0
3
0
2
0
0
1
0
0
0
6

Total
2
2
2
1
3
1
3
5
4
4
1
2
4
34
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Harms by Speciality / Team (data run from Datix 29/03/21)
Specialty

Count of Moderate / Severe Harm incidents

Community Nursing - Indigo Team - Merton
Community Nursing - Purple Team - Merton
Diabetes Services - Hammersmith & Fulham
Discharge to Assess Pathway - Hertfordshire
District Nursing - West London Planned Care
Emperors Gate (DN K&C) - West London Planned Care
Inpatient Unit (Oakmere Ward) - Hertfordshire
Inpatient Unit (St Peters Ward) - Hertfordshire
InReach Team - Merton
Integrated Community Nursing - North 3 - Battersea
Integrated Locality Team - Dacorum
Integrated Locality Team - Hertsmere
Integrated Locality Team - St Albans and Harpenden
Integrated Locality Team - Watford and the Three Rivers
Integrated Nursing Therapy - Harrow Integrated Care
Maida Vale/Team 9 North (DN CL) - Central London Planned Care
North Locality - Community Nursing - Barnet
Parkview - White City and Westway (DN H&F) - Hammersmith and Fulham
Pembridge Inpatients - West London
Pimlico - Bessborough and Denbigh - Team 3 South (DN CL) - Central London Planned
Care
Podiatry - West London
Richford Gate (DN H&F) - Hammersmith and Fulham
Violet Melchett (DN K&C) - West London Planned Care
Walmer Road (DN K&C) - West London Planned Care
West Locality - Community Nursing - Barnet
Total

Table 5

3
1
1
4
1
1
1
2
1
2
1
1
1
2
1
1
1
1
1
1
2
1
1
1
1
34

3.4

National Reporting and Learning System (NRLS)
NHS Improvement publishes a patient safety incident report from the national reporting and
learning system (NRLS). This details the patient safety incidents for the organisation in a
preceding six months. The most recent data release was in September 2020 and included
patient safety incidents that occurred between 1st October 2018 to 31st March 2019
compared to 1st October 2019 to 31st March 2020, submitted to the NRLS by the 31st May
2020. This was included in the Q2 report earlier this year. In February 2021, the NRLS
announced that the Official Statistics publishing schedule was changing, and the
organisation and national level patient safety incident reports (OPSIR and NAPSIR) would
now be published once a year rather than every six months, with the next publication due in
September 2021.

3.5

Zero Tolerance to falls in Bedded Units with Harm (moderate or above)
One fall was reported on St Peters Ward in January, and one in February, and another on
Pembridge Rehabilitation Unit in February making a Q4 total of three and a year-end total of
nine. This is an increase of two compared to seven reported in 2019/20. However, it should
be noted that due to the pandemic we have opened additional bedded areas and accepted
patients outside our usual admission criteria. Some of the learning identified includes the
competition of the pain template on the clinical system, the timely commencement of OT
assessments and recommendations, and the use of one-to-one HCAs for patients with
complex needs who are at risk of falls and do not appear to have capacity.
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Trust - Number of falls in bedded units with harm (moderate or above)

4

Number

3
2
1
0

Apr Jun Aug Oct Dec Feb Apr Jun Aug Oct Dec Feb Apr Jun Aug Oct Dec Feb Apr Jun Aug Oct Dec Feb
2017
2018
2019
2020
Value

Mean

Upper and lower control limits

Goal/ Target

Chart 4
3.6

Zero Tolerance of New (CLCH Acquired) Category 3 & 4 Pressure Ulcers in Bedded Units
The trust has a zero tolerance of category 3 and 4 pressure ulcers in bedded units. Two were
reported during Q4 (one category 3 on Oakmere Ward and one category 4 on Jade Ward),
providing a year-end total of four. This is an increase compared to one reported in 2019/20,
but a decrease from five reported in 2018/19. Some of the learning identified includes
completion of accurate skin assessments on admission and discharge, wound checks as part
of the ward round, close monitoring and recording of time sat out of bed, repositioning
when appropriate, and escalating to the tissue viability service.
Trust - Number of CLCH acquired category 3 & 4 pressure ulcers in bedded units

Number

3
2
1
0

Apr Jun Aug Oct Dec Feb Apr Jun Aug Oct Dec Feb Apr Jun Aug Oct Dec Feb Apr Jun Aug Oct Dec Feb
2017
2018
2019
2020
Value

Mean

Upper and lower control limits

Goal/ Target

Chart 5
3.7

Zero Tolerance of New (CLCH acquired) Cat 2 Pressure Ulcers in Bedded Units
We continue to review of all category 2 pressure ulcers developing on the bedded units each
month, to support best practice initiatives and reduce any further deterioration or reoccurrence. During Q4, 14 category two pressure ulcers were reported on the bedded units,
bringing the year-end total to 43. This is a slight decrease compared to 44 reported in
2019/20 and 57 reported in 2018/19.
Trust - Number of CLCH acquired category 2 pressure ulcers in bedded units

Number
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Chart 6
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3.8

Preventing Harm Key Outcomes

Key Priority / Outcome
Robust, effective
systems and
processes in place
to deliver harm free
care all the time

Measures of Success
April 2020- Nov 2021
97% of clinical incidents
will not cause harm
100% of patients in
bedded units will not
have a fall with harm
(moderate or above)
100% of patients in
bedded units will not
have a NEW (CLCH
acquired) category 2-4
pressure ulcer
100% of all Serious
Incident investigations
will be completed on
time in accordance with
national guidance

Outcome
This has been achieved in every month of Q4
and the year-end figure is at 99.2%. See
section 3.3 above
As discussed in section 3.5, nine falls with
harm were reported in 2021/22

As discussed in sections 3.6 and 3.7, 47
category 2-4 pressure ulcers were reported
in 2020/21.
During Q4, 26 Serious Incident Root Cause
Analysis (RCA) investigations were due to be
completed. All investigations (26) are
complete and have been presented at SI panel
and are either finally approved (1) or pending
final update and approval post SI panel (3).
One of these is an IG breach and not patient
safety related.
During 2020/21, 101 RCA reports were
completed, four of which are pending final
approval. Two are clinical in nature, have
been to two SI panels and are pending final
amendment. Two are IG related and have also
been to SI panels.

100% of all Serious
Incident actions will be
completed on time in
accordance with locally
agreed timescales

187 individual incident actions were due in Q4
(according to the actions module on Datix)
which is an increase from 155 due in Q3. 61
remain open (pertaining to 21 different
incidents) and where appropriate, action plan
closure meetings are scheduled. There has
been a focused effort through PSRG to ensure
greater local ownership of closure within
agreed deadline dates and a revised template
for the clinical divisions reporting action
completion status has been in place for six
months to ensure appropriate oversight by
the group, however it has been challenging
during the last few months during the COVID
pandemic second wave.
During 2020/21, 515 incident actions were
logged onto Datix for completion, 451 of which
have been completed and just 12% remain open
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Enhance the
embedding of a safety
culture in the trust
ensuring learning from
adverse events and
compliance with
national best practice

We will undertake a
safety culture survey

This survey will enable us to review the safety
culture of the organisation. The Assistant
Director of Patient Safety and Deputy Chief
Nurse (Director of Quality and Safety)
continue to meet with one of the Trust’s
Improvement Facilitators who has a
background in and experience of using safety
culture measurement tools. The proposal is
being finalised and is likely to roll out in late
summer 2021.

Each division will share a Thirteen 7-minute learning briefings were
single serious incident
shared at PSRG in Q4. Table 11 shows the
learning example using
cases which were presented during Q4.
the 7-minute learning
tool through divisional
49 7-minute learning briefing documents were
board and patient safety shared via PSRG during 2020/21.
risk group
80% of teams will have
undertaken a core
standards annual health
check assessment

Due to the ongoing pandemic and
redeployment of some teams we have not
been able to progress rollout of the core
standards in Q4. However, as services are
now being stood back up the plan is to roll this
out in across 2021/22 division by division.

100% compliance with
the timely closure of
actions from risks on
the register

64 individual risk actions were due in Q4 of
which 13 remain open pertaining to 11 risks.
Of the individual actions open, 3 pertain to a
risk categorised as ‘clinical’. There has been a
focused piece of work through PSRG to
review all risks that are older than 5 years to
ensure the risk register remains live and the
actions remain relevant. There are now just
3 non-BAF risks which remain open having
been opened 2013-2016. Overdue risks and
overdue actions are flagged at the PSRG
monthly and communicated weekly.
During 2020/21 310 risk actions were logged
onto Datix for completion, 258 of which
have been completed and just 17% remain
open.

3.9

Assurance Issues from the Patient Safety and Risk Group
During Q4 the PSRG met in January, February and March and whilst no new issues were
identified requiring escalation, the significant increase in the number of ‘unwell / illness’
incidents reported was noted and further analysis is being undertaken. There is focused
work underway through our Resus and Mortality and Sepsis groups to support the early
identification of deterioration and appropriate escalation.
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3.10

Newly Reported Serious Incidents
Seven new external and eleven new internal serious incidents were declared in Q4 which is a
decrease in the number of externally and internally declared serious incidents compared to
Q3. In total for 2020/21 we reported 86 serious incidents of which 16 were external and 70
internal. Chart 7 shows a downward trajectory in the number of reported serious incidents
since 2018/29.

NHS Merton
CCG

South West
Division

Covid 19
Outbreak

NHS Barnet
CCG

North Central
Division

Covid 19
Outbreak

NHS Central
London CCG

North West
Division

Pressure
Ulcer
Category 3

Hertfordshire
Valley CCG

Hertfordshire
Division

Fall
resulting in
fracture

Hertfordshire
Valley CCG

Hertfordshire
Division

Incident date

Covid 19
Outbreak

06/01/2021

Division

07/01/2021

CCG

19/01/2021

14/01/2021

14/01/2021

Steis
classification

Steis ID

2021/398
2021/600
2021/1332
2021/1418
2021/2222

W89176

W88884

W88889

W88553

W88484

Datix ID

Newly reported, externally declared serious incidents in Q4 2020/21

Brief description

COVID-19 outbreak affecting staff and patients

COVID-19 outbreak affecting staff and patients

COVID-19 outbreak affecting staff and patients

The patient was admitted on 10/01/2021 from an
acute hospital for rehabilitation after sustaining a
fractured left neck of femur. The patient did not
have any skin damage on admission; however,
their sacrum was red and intact; they were COVID
positive on admission and were bed bound. Four
days later on 14/01/21 a category 3 pressure
ulcer was identified on the patient’s sacrum.
The patient was found on the floor at the end of
the bed by the student. The bed was set on the
lowest position and the sensor mat had not
alarmed to alert the staff that the patient had
moved however it was reported that the senor
mat is still working. Neuro observations were
taken, the patient was seen by the consultant and
it was initially reported that no harm was caused,
however six days later the patient complained of
pain in her left leg, they were taken for an x-ray
which confirmed a dislocation and fracture.
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CCG

Division

Fall
resulting in
fracture

Hertfordshire
Valley CCG

Hertfordshire
Division

Delay /
Failure to
diagnose

NHS West
London CCG

North West
Division

26/02/2021

27/01/2021

Incident date

Steis
classification

Steis ID

2021/2465
2021/5678

W91120

W89570

Datix ID

Newly reported, externally declared serious incidents in Q4 2020/21

Table 6
Newly Reported Internal Serious Incidents Q4 2020/21
North West

Brief description

The patient was found sitting on the floor next to
her bed. The patient was hoisted back to bed and
general and neuro observations were taken. The
doctor was informed, and an x-ray was arranged
for later that day. The x-ray showed periprosthetic fracture.
The patient was seen at home by the diabetes
specialist podiatrist. Large areas of necrosis were
evident as well as areas of cyanosis. The patient
complained of rest pain for the last 3 days, which
has gradually been getting worse. The
presentation was suggestive of critical limb
ischaemia and the patient was expedited to St
Mary’s Hospital for urgent admission via A&E as
per vascular registrar instruction. The carer
reported that the district nurse had visited the
previous day for wound review but did not pick
up on critical limb ischaemia and urgent need of
admission.

North Central

Unwell / illness (Sepsis)

South West

Children’s

Hertfordshire

1

Category 4 pressure ulcer

1

Unstageable pressure ulcer

1

1

2

Possible Safeguarding issue – child

1

Delay / failure to diagnose

1

Fall

1

Treatment Problem

1

Total

3

1

2

4

1

1

Table 7
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Internal and External SIs Reported
60

51

49

42

50
40
30

31

20

20

33
23
19

16

10
0

Q1

Q2

Q3

47
36

11
Q4

41
33

8
Q1

2018/19

29
27

39

37

30

33

9

2
Q2

Q3

28
13
13

4

0
Q1

Q4

External SI

19

1
Q2

2019/20
Internal SI

27

27

18

8

11
7

Q3

Q4

2020/21
Total SIs

Chart 7
3.11

Submission of SI Reports
Eight external SI RCA reports were due to be submitted in Q4 and all eight have been sent to
the CCG although one deadline was missed, the remaining seven were submitted on or
ahead of schedule. To ensure this does not happen again we are introducing new processes
for incidents which move from being internally managed to externally declared and all
external deadlines are being added to the RCA calendar which the Patient Safety Team
review together at their morning calls. A total of 13 external SI RCA reports were submitted
to the commissioners during 2020/21. All were submitted on or ahead of schedule except
the one noted in Q4 (93% submitted on time).
In addition to the externally declared SIs, 18 internal SI RCA reports were due for
completion. All investigations (26) are complete and have been presented at SI panel and
are either finally approved (22) or pending final update and approval post SI panel (4). One is
an IG breach and not related to patient safety. A total of 88 internal SI RCAs were due for
completion over 2020/21, four of which are pending final approval. Two are clinical in
nature, have been to two SI panels each and are pending final amendment and two are IG
related and have also been to SI panels.

3.12

De-escalation Requests
No de-escalation requests were made in Q4 relating to internally or externally declared
serious incidents. No de-escalation requests were made to the Commissioners for externally
declared serious incidents during 2020/21. Five internal SIs related to pressure ulcers were
de-escalated during the year when, following investigation, it was identified that they no
longer met the SI reporting criteria as they did not occur under CLCH care.

3.13

Being Open
Compliance with Being Open for Q4 is currently as follows:
Being Open compliance by Division
Children’s
South West
North West
North Central
Hertfordshire

Table 8

N/A
100%
92% with one case being followed up
100%
100%
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There are 96 incidents affecting patients resulting in moderate or more harm reported
during 2020/21. 88 (92%) have a being open conversation reported on Datix. Of the eight
where this did not occur, the patient did not have capacity / known LPA (1), the patient died
/ no known LPA (3), not appropriate due to ongoing Safeguarding case (1), attempts to
contact the patient were unsuccessful so letter sent (1), conversation not documented on
Datix but is confirmed as taking place in the RCA report (1) and the final incident is being
reviewed in terms of CLCH involvement.
3.14

Lessons Learnt / Recommendations – Q4 2020/21
All Root Cause Analysis (RCA) reports are reviewed for the identification of key themes.
These form action plans for the relevant teams. Eight external RCAs were submitted in Q4
pertaining to falls (3), pressure ulcer (2), COVID outbreak (2) and delay/failure to diagnose.
These add to the other five submitted earlier in 2020/21 pertaining to falls (2), pressure
ulcer (1), COVID outbreak (1) and PFD - Section 28/Failure to diagnose (1). Some of the
learning identified from these reports is noted in sections 3.5 and 3.6 above. Seven-minute
learning briefings are now received and reviewed at PSRG, and table 11 indicates the cases
presented in Q4, with a total of 49 being shared during the whole year:

7-minute learning cases presented to PSRG in Q4
Month
Division
Incident Reference and Type
January
Children's
W87020 - Potential IG Breach
2021
North Central
W85059 - Fall resulting in Intertrochanteric Fracture
Hertfordshire
W84669 - Issues identified with the provision of end-of-life care raised by a carer
South West
W87738 - Possible safeguarding issue
February
Children's
C1411 - Complaint regarding family request to remove shoes upon entering their home
2021
North Central
W85059 - Patient fall on a bedded unit
Hertfordshire
W84571 - End of life care incident
North West
W85164 - Patient injury during podiatry appointment
South West
W89385 - Medication error - duplicate dose of COVID vaccine
March 2021
Children's
W86230 – Antenatal letter sent despite being advised baby was placed for adoption
North Central
W86138 – Unstageable pressure ulcer acquired on a bedded unit
Hertfordshire
W88490 - Unstageable pressure ulcer acquired in the community
North West
W84502 - Multiple pressure ulcers acquired in the community

Table 9
3.15

Freedom to Speak Up (FTSU)
• March data is subject to review and not available until national submission of the annual
report
•

The FTSU Guardian has taken on and trained a further four FTSU Champions. The Trust
now has eleven FTSU Champions of which 5 (45%) are BAME staff. Of the Six (55%) have
so far been approached by staff with concerns.

•

The FTSU Guardian will evaluate the effectiveness of the training provided in Q1 to
inform further development and recruitment campaigns.

•

A focus group was held in January 2021 with Mental Health Minders, to explore from
staffs’ perspective, if the FTSU message is getting across in the way intended; what the
barriers are to speaking up, how barriers can be addressed, and how we can encourage
more people to get involved, for example, as FTSU Champions. A plan has been
developed to implement some of the ideas suggested.

56

28

Quarter:

•

The Freedom to Speak Up Policy was reviewed, and an updated version published in
January 2021. This should provide staff with greater clarity as to what they can speak
about, with whom and the process. It will be publicised through different
communication channels throughout the Trust.

•

Triangulation of data and soft intelligence has been enhanced by the FTSU Guardian
meeting regularly with the Deputy Chief Nurse (Quality & Safety) , Deputy Director of
Workforce, the Head of ER and Policy, in addition to monthly meetings already taking
place with Divisional Directors of Operations. The FTSU Guardian will meet with staff
representatives in April to develop a way of triangulating the concerns received by trade
union representatives and the FTSU Guardian. This should enable there to be greater
alignment of staff concerns with the NGO categories.

•

A new FTSU communications plan has been implemented. This includes a new FTSU
newsletter, and sharing information and news in different ways, such as Divisional
newsletters. The December edition of the newsletter had two pages dedicated to
addressing poor behaviours, bullying and harassment. It included: the link to the wellreceived animation created for Anti-Bullying week in November: “Could this be you? The
victim? The bully? Or the bystander unable to help?”; referred to the new diverse
preventing bullying and harassment taskforce; and asked staff to continue sharing their
experiences with managers, FTSU staff networks, staff representatives and others, so
that their voices are heard. The March edition of the FTSU newsletter has begun an ABC
of Speaking Up, a summary of words that relate to, and encourage, Speaking Up, starting
with anti-bullying, removing barriers, BAME workers, compassion and courage.

•

The OD & Culture Team, including the FTSU Guardian, and HRBPs are working with
divisions where culture/behaviours have been identified as an issue, e.g., a Culture
Development Programme for the Children’s Division.

JANUARY 2021 – MARCH 2021 – STAFF GROUPS

DIVISION

Month of 2021

Children

Jan

Feb

New FTSU
Guardian
contacts

0

Doctors/dentists

Corporate

Mar

Jan

Feb

7

3

0

0

Nursing

0

AHPs (other than
pharmacists)

Hertfordshire

Mar

Jan

Feb

4

1

0

0

4

0

0

1

Unqualified
support
workers/HCAs

0

Admin

Mar

North Central

Jan

Feb

2

2

0

0

0

1

0

0

1

0

0

0

Other

0

Unknown

0

Mar

North West

Jan

Feb

0

4

0

0

1

0

0

0

0

0

1

3

0

2

1

0

Mar

South West

TOTAL
to
date

Jan

Feb

Mar

5

2

1

31

0

0

0

0

0

0

1

4

1

0

12

0

0

1

0

1

0

3

1

2

0

2

0

0

1

7

0

0

0

0

0

1

0

0

5

1

0

0

0

0

0

0

0

0

3

0

0

0

0

0

0

0

0

0

1

Table 10
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Quarter:

JANUARY 2021 – MARCH 2021

DIVISION

Children

Month of 2021

Jan

Feb

0

Patient safety / quality - other

Corporate

Jan

Feb

Jan

Feb

7

3

0

0

PS/quality - CAPACITY

0

Staff safety

Mar

4

1

0

0

0

0

0

1

Behavioural/relationship:
managers

0

Behavioural/relationship:
colleagues

Mar

North Central

Jan

Feb

2

2

0

0

0

0

0

0

6

1

0

0

Bullying/harassment: managers

0

Bullying/harassment: colleagues

Mar

North West

Jan

Feb

0

4

0

0

0

0

1

1

2

0

0

0

0

0

0

0

System / process

0

Infrastructure / environmental

South West

Mar

TOTAL
to date

Jan

Feb

5

2

1

31

0

0

0

0

0

0

0

0

1

0

1

0

0

1

1

0

1

6

0

2

0

3

3

1

1

19

0

0

2

0

0

2

0

1

5

0

0

0

0

0

1

0

0

0

1

0

0

0

0

0

0

1

1

1

1

4

5

2

3

1

0

2

0

1

3

1

0

18

0

0

0

1

0

0

0

0

0

0

0

0

1

Culture

0

0

0

0

0

0

2

0

1

0

0

0

3

Leadership

0

0

0

0

0

0

2

0

1

0

1

0

4

Middle management issue

0

0

0

0

0

0

0

0

1

0

1

0

2

Senior management issue

0

0

0

0

0

0

0

0

0

0

0

0

0

TOTAL (Categories above as
defined originally by National
Guardian’s Office)

0

12

3

6

2

1

10

0

10

10

6

4

64

Protected characteristics

0

0

0

0

0

0

0

0

0

0

0

0

0

Covid-19 element

0

1

1

0

1

0

2

0

2

0

0

0

7

Unknown category (e.g., FTSU
Guardian has not been able to have
a conversation as yet)

0

0

1

1

0

1

0

0

0

0

0

0

3

Other (outside of these categories)

0

0

0

0

1

0

0

0

0

0

0

0

1

Detriment/victimisation for
Speaking Up

0

1

0

0

0

0

0

0

0

1

0

0

2

New FTSU Guardian contacts

Mar

Hertfordshire

Mar

Total contacts for the quarter

*NEW* category from 01/07/20

Table 11

3.16

Unacceptable Behaviour
This section of the report covers Q4 data for the period 1 January 2021 to 21 March 2021.
Data for the remainder of Q4 (22-31 March) will be included in the next report. During the
period, 64 incidents of unacceptable behaviour against Trust staff were reported on Datix
where the instigator was a patient, a patient’s relative, a member of the public, or a nonCLCH member of staff (a decrease from 132 reported incidents in Q3).
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All ‘violence and aggression’ coded incidents continue to be reviewed to ensure that the
appropriate sub-category has been selected. The new sub-categories added in Q1 and 2
have supported the substantial increase in the specificity of incident reporting and a
decrease in the selection of the ‘other’ sub-category. A breakdown of the Q4 incidents
reporting violence and aggression against staff are illustrated in Table 12.

Incidents reporting violence and aggression against staff Q4 20/21
Disruptive or aggressive behaviour to staff
by member of public

Disruptive or aggressive behaviour to staff
by non-CLCH staff

Disruptive or aggressive behaviour to staff
by patient

Disruptive or aggressive behaviour to staff
by patient's relative

Physical assault to staff by member of
public

Physical assault to staff by patient

Physical assault to staff by patient's
relative

Racial abuse to staff by member of public

Racial Abuse to staff by patient

Sexual abuse to staff by patient

Verbal abuse to staff by member of public

Verbal abuse to staff by non-CLCH staff

Verbal abuse to staff by patient

Verbal abuse to staff by patient's relative

Total

Incident subcategory

Corporate

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

Children's

1

0

0

1

0

0

1

0

0

0

0

0

0

0

3

Hertfordshire

1

2

3

4

0

2

0

0

0

0

0

1

0

0

13

North Central

0

0

3

1

0

0

0

0

0

0

1

0

1

1

7

North West

0

1

9

9

0

1

0

0

0

0

0

1

2

4

27

South West

1

0

8

2

0

0

0

0

1

0

0

0

0

2

14

Total

3

3

23

17

0

3

1

0

1

0

1

2

3

7

64

Division

Table 12
A breakdown of the sanctions applied (‘outcome of incident investigation’ field) to violence
and aggression incidents finally approved in Q4 is illustrated in Table 13.
Sanction applied (‘outcome of incident investigation’ field) to incidents ‘finally approved’ in Q4, 2020/21
Outcome of investigation
Discussed at Team Meeting*
Not a CLCH incident*
Policy implemented*
Supervision*
Words of Advice (Informal Resolution)
Verbal Warning (Formal Resolution)
Acknowledgement of Responsibilities
Agreement (ARA)
Yellow Card
Red Card
TOTAL

Table 13

Corporate

Children's

Herts

North
Central
4
0
3
0
3
0

North
West
7
0
6
0
16
5

South
West
1
0
1
0
3
1

TOTAL

2
0
0
0
0
0

5
0
2
0
0
0

10
3
1
0
2
0

0

1

0

0

0

1

2

0
0
2

0
0
8

0
0
16

0
0
10

0
1
35

0
0
7

0
1
78

*not a sanction in the Violence & Aggression at Work Policy

29
3
13
0
24
6

As part of the continued support for the Trust’s lone workers, a further 139 Skyguard
personal safety devices were issued in Q4. Staff continue to take advantage of the online
application and training process launched in April 2020.
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3.17

Review of 2020/21
This section of the report covers data for the period 1 April 2020 to 21 March 2021. Data for
the remainder of the year (22-31 March 2021) will be included in the next report. During
2020/21 a total of 331 incidents of unacceptable behaviour against Trust staff were reported
on Datix where the instigator was a patient, a patient’s relative, a member of the public, or a
non-CLCH member of staff (compared to 375 incidents in 2019/20, a 12% decrease).
Following a change to the Datix system in August 2020 where the ‘outcome of investigation’
field was made mandatory, only 12% of violence and aggression against staff incidents did
not have an outcome recorded (compared with 36% in 2019/20).
Following recruitment of two Regulatory Compliance Managers (in July 2020 and December
2020), a significant increase in the reviewing and scrutiny of incident categorisation has been
possible. New sub-categories have been added to ensure more accurate incident reporting
and additional staff and patient resources have been created to tackle unacceptable
behaviour against staff. In April 2021, the Trust will run its second ‘Tackling Unacceptable
Behaviour Week’ to shine a spotlight on this important issue and how we can all work
together to manage and minimise incidents of violence and aggression.
All incidents reporting violence and aggression against staff Q1-4 2020/21
Disruptive or aggressive behaviour
to staff by non-CLCH staff

Disruptive or aggressive behaviour
to staff by patient

Disruptive or aggressive behaviour
to staff by patient's relative

Physical assault to staff by member
of public

Physical assault to staff by patient

Racial Abuse to staff by patient

Sexual abuse to staff by patient

Verbal abuse to staff by patient

Verbal abuse to staff by patient's
relative

Total

Verbal abuse to staff by member of
public
Verbal abuse to staff by non-CLCH
staff

Disruptive or aggressive behaviour
to staff by member of public

Physical assault to staff by patient's
relative
Racial abuse to staff by member of
public

Incident subcategory

Corporate

4

0

2

0

0

0

0

0

0

0

0

0

0

0

6

Children's

4

1

6

7

1

2

1

0

0

0

0

0

2

5

29

Hertfordshire

7

6

19

11

0

7

0

0

0

1

0

2

6

2

61

North Central

1

2

35

6

0

3

0

0

0

0

2

0

21

5

75

North West

2

3

45

28

1

3

0

0

2

2

0

2

14

7

109

South West

2

1

21

15

0

1

1

2

1

0

1

0

4

2

51

Total

20

13

128

67

22

16

2

2

3

3

3

4

47

21

331

Division

Table 14
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Sanctions Applied (‘outcome of incident investigation’ field) to violence and aggression incidents finally approved in 2020/21
(Q1-4)

Not Recorded**

0

0

9

North
Central
16

Discussed at Team Meeting*

5

14

33

22

Outcome of investigation

Corporate

Children's

Herts

North
West
16
47

South West

TOTAL

0

41

6

127

Not a CLCH incident*

0

2

8

0

1

4

15

Policy implemented*

1

8

7

20

17

7

60

Supervision*
Words of Advice (Informal
Resolution)
Verbal Warning
(Formal Resolution)
Acknowledgement of
Responsibilities Agreement
(ARA)
Yellow Card
Red Card
TOTAL

0

0

0

1

1

1

3

0

6

12

14

28

9

69

0

0

0

2

6

4

12

0

2

0

2

6

10

20

0
0
6

0
0
32

0
0
69

2
0
79

0
1
123

0
1
42

2
2
351

Table 15
A total of 624 Skyguard personal safety devices were issued in 2020/21 and a total of 2,066
members of staff are now assigned a device. NW Division reports the most incidents of violence and
aggression towards staff. The Division also have the highest number of active steps being taken to
manage this through the actions they take with 123 reported sanctions /actions in 2020/21.
4.0

Smart, Effective Care
• Responsible director: Joanne Medhurst, Medical Director
• Supporting strategy: Continuous Improvement, Clinical and Research Strategies
• Co-ordinating council: Clinical Effectiveness Group (Trust Coordinating Council)

Quality Campaign

Smart, Effective
Care.

Key Performance Indicator

Trajectory
Target

SWL

NWL

NCL

CHD

Herts

Percentage of deaths in community hospitals
(expected and unexpected) compared to all
discharges (excluding palliative and end of life care)

3.8 %

0.0 %

0.0 %

0.0 %

n/a

0.0 %

Percentage of Central Alerting System (CAS) alerts
including Patient Safety Alerts (PSAs) due, and
responded to, within deadline*

90.0 %

n/a

n/a

n/a

n/a

n/a

Percentage of hand hygiene episodes observed
across CLCH bedded areas that are compliant with
policy

97.0 %

100.0 %

100.0 %

100.0 %

100.0 %

100.0 %

Percentage of staff trained at Making Every Contact
Count level one - Non-Clinical

95.0 %

95.9 %

94.0 %

98.8 %

96.1 %

93.4 %

Percentage of staff trained at Making Every Contact
Count level two -Clinical

95.0 %

93.0 %

93.4 %

95.1 %

91.7 %

91.9 %

The coordinating council for the Smart, Effective Care Campaign is the Clinical Effectiveness Group
(CEG). It reviews the work of the following meetings:
•
•
•
•
•
•

Catheter-Associated Urinary Tract Infection (CAUTI) Steering Group
Clinical Audit Project
Clinical Outcomes Project
Medicines Management Group
NICE Working Group
Nutrition and Hydration Steering Group
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•
•
•

Pressure Ulcer Working Group
Research
Venous Thromboembolism

The CEG continues to encourage services and clinicians to present any improvements (such
as new pathways, clinical tools, pilot studies, and proposals to trial new products). This can
be for information or approval to implement. Because of the pandemic only one meeting
was held during 2020/21 in November. However, the following policies have been approved
virtually: Medical Appraisal and Revalidation Policy & Job planning for Doctors and Dentists
4.1

Percentage of deaths in community hospitals
This KPI measures the percentage of deaths in community hospitals (expected and
unexpected) compared to all discharges (excluding palliative and end of life care). The death
rate has remained within the expected limits for 2020/21.

4.2

Proportion of safety alerts due, and responded to, within the deadline
This KPI measures the percentage of Central Alerting System (CAS) alerts including Patient
Safety Alerts (PSAs) due, and responded to, within the deadline. The target was exceeded,
and the year-end performance is 94.6%.
Trust - Percentage of Central Alerting System (CAS) alerts including Patient Safety Alerts
(PSAs) due, and responded to, within deadline

Percentage

100%
80%
60%

Apr Jun Aug Oct Dec Feb Apr Jun Aug Oct Dec Feb Apr Jun Aug Oct Dec Feb Apr Jun Aug Oct Dec Feb
2017
2018
2019
2020
Value

Mean

Upper and lower control limits

Goal/ Target

Chart 8
4.3

Percentage of hand hygiene -bedded areas
This KPI, reported quarterly, measures the percentage of hand hygiene episodes observed
across CLCH bedded areas that are compliant with policy. Infection Prevention Control Team
were redeployed to focus on the Trust’s COVID-19 response. As a result, the Q1 audit was
postponed until Q2; where the trust met and exceeded the 97% target at 99.6% compliance.
In Q3 and at year end the Trust achieved 100% compliance.

4.4

Percentage of staff trained in Making Every Contact Count (MECC)
MECC training aims to ensure staff have the knowledge, skills and confidence to Make Every
Contact Count by providing underpinning knowledge to support the delivery of brief
interventions. The training provides resources to enable staff to be well-equipped in
conversation/interventions with patients and service users. At year end level two clinical
MECC training was just below the target of 95% at 92.9% and non-clinical exceeded target at
95.7%, reflecting clinical staff’s ability to achieve compliance during the pandemic, as is also
seen in statutory and mandatory training as a whole. We continue to encourage staff to
undertake the training when they are able.
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4.5

Smart, Effective Care - Key Outcomes

Key Priority / Outcome
Making Every Contact Count
(MECC): promoting health in
the population we serve

All staff are supported to drive
a clinically curious culture and
increase shared learning while
improving clinical effectiveness

Measures of Success
April 2020- Nov 2021

Update

95% staff trained
at MECC level
one 95% clinical
staff trained at
level two

At year end level two clinical MECC
training was just below the target of
95% at 92.9% and non-clinical exceeded
target at 95.7%. See section 4.4.

We will launch
MECC link across
the Trust.

We completed this task in 2019 when
the Medical Director and Chief Nurse,
launched and circulated the MECC link.
(https://www.mecclink.co.uk) across
the Trust.

We will increase
the number of
research projects
involving/led by
clinical staff within
the Trust by ≥ 10%

COVID-19 impacted on the total number
of patients recruited into research
studies during the 2020/21, which stood
at 167 participants on 31 October 2020.
The studies below are currently open to
recruitment in the Trust:
• CLCH COVID-19 Rehabilitation study
• CLIMB - people’s views on how
health data should be shared and
used.
• Geko – venous leg ulcers
• EMBARC - centres in Europe actively
managing patients with
bronchiectasis
• Rehabilitation and recovery following
COVID-19
• Helix Centre–Improving
neurorehabilitation for stroke
survivors
• Survey of Practitioners’ Education
and Attitudes regarding Continence
Care
• Psychological impact of COVID-19pandemic and experience: An
international survey

100% of services/
individuals undertaking
a clinical audit/service
evaluation/QI project
will submit a clinical
improvement poster to
the Clinical
Effectiveness Team

Clinical effectiveness work was paused in
mid-March 2020 at the start of the
pandemic and again in January 2021. We
focussed on embedding the new Trust
Clinical Audit Management Tool AMaT)
into our systems and processes and
developing step-by-step user guides
during Q1 & Q2. We trained some staff in
how to use the system and plan to hold
more training sessions in the coming
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year. In November, the CEG agreed that
the Clinical Effectiveness Team could
support services in setting up and
undertaking clinical audits, including:
Trust-wide audits:
1. Safeguarding & Pressure Ulcer audit
– postponed to Q1 2021-22
CQC-mandated audits:
2. Clinical Record Keeping (Quality of
the record and assessment) –
Children’s division
3. FP10 Prescription Self-Assessment
Audit – Medicines Management
4. Clinical Supervision Audit, CLCH
Academy
Local audits:
5. Reducing unnecessary hospital
admissions for adults with
feeding tubes under the care of
CLCH dietetics, Nutrition &
Dietetics, South West Division
National Clinical Audits:
6. National Audit of Inpatient Falls
7. National Audit of Cardiac
Rehabilitation (NACR)
8. National Asthma and COPD Audit
Programme (NACAP) Pulmonary
Rehabilitation Audit
4.6

Assurance Issues from Clinical Effectiveness Group (CEG)
Due to winter pressures and the COVID-19 second wave, we were unable to hold the CEG
meeting in Q3 or Q4. In February 2021, the Medical Director asked the Clinical Effectiveness
Team to pause the overall clinical effectiveness work and focus on key areas such as the
CQC-mandated clinical audits and COVID-related NICE guidance. During this period, a
member of the team was redeployed to the St Albans and Harpenden Team in Hertfordshire
to provide support.
We anticipate an increase in work for the CEG and CEG working groups as the Trust starts to
reinstitute services. We plan to continue virtual, 50-minute CEG meeting every two months.
We will hold a CEG meeting in April followed by a Clinical Audit Check & Challenge session in
May. We have received requests from the Trust’s bedded services to support them in
undertaking several audits including the NEWS (The National Early Warning Scoring System)
Audit. We will work with audit project leads to ensure the Clinical Audit KPI agreed in the
Clinical Strategy is met from April 2021.

64

36

Since March 2020, implementation of NICE guidance across the Trust has been managed by
the EPPR Group, chaired by the Medical Director; the process will return to the NICE Core
Group from April.
5.0

Modelling the Way
• Responsible Director: Holly Ashforth, Director of Nursing and Therapies (Patient
Experience & Education)
• Supporting strategy: Education & Training
• Co-ordinating council: Modelling the Way Group (Trust coordinating council)

Quality Campaign
Modelling the Way

5.1

Trajectory
Target

SWL

NWL

NCL

CHD

Herts

Statutory & Mandatory training - Non-Clinical

95.0 %

98.8 %

93.8 %

97.8 %

95.6 %

93.5 %

Statutory & Mandatory training - Clinical

95.0 %

94.6 %

93.7 %

93.5 %

94.6 %

93.5 %

Key Performance Indicator

Academy
The CLCH Academy continues to support a wide range of educational and training initiatives
across the Trust. Key highlights of 2020/21 include:
• In response to the pandemic, we quickly created e-learning materials to support
different ways of practicing and to develop new skills for those being redeployed
• The creation of a Trust wide Learning and People Development Programme launching in
April 2021
• Celebrating the first Apprentice Nursing Associates graduating
• Moving into our new Academy centre in Soho
• The Homeless Health Team winning the Student Nursing Times Award for Community
Placement of the Year
• Successfully Leading training provision for the North West London mass vaccination
centres
The Academy has continued to develop virtual training in Q4. Where face to face training is
essential, risk assessments must be signed off by the Chief Nurse to reduce the risk of COVID
transmission.
The Academy moved to Soho six months ago and the benefits of the new training
environment are being seen: We are able to provide more training sessions for smaller
cohorts (in line with the Trust COVID training risk assessment). The training sessions include
practical skills e.g., OSCE preparation, Intermediate Life Support, and Intravenous
Medication Administration. We are expanding what can be offered to staff by establishing a
dedicated simulation skills lab.
The Academy has been commissioned to develop a mandatory Leadership and People
Development (LPD) programme to support the implementation of the new HR operating
model. 700 managers will start the programme in April 2021 online across four modules as
bitesize learning. It will increase the skills and confidence of managers by enabling them to:
•
•
•
•
•

Foster a culture which promotes Trust values and behaviours whilst delivering services
and supporting their teams
Promote health and wellbeing for themselves and their teams
Lead diverse teams with an inclusive mind-set
Commit to professional development for themselves and their teams
Support change management and new ways of working
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As lead training provider for the North West London Mass Vaccination Programme, the
Academy has trained 1354 unregistered vaccinators, and 1057 administrative staff. We have
supported primary care networks with vaccination training, especially practical sessions on
intramuscular injection.
In Q4, The Academy has continued IPC training for Care Homes and to engage with our four
Integrated Care Systems.
Through the Academy we continue to support the re-introduction of pre-registration
placements. We have agreed a new virtual placement model in the Children’s Division where
many of the staff continue to work remotely. The Academy has agreed a Standard Operating
Procedure with the Division and Information Governance Team to safely support this virtual
model of working. The evaluation has been positive, and it will be rolled out to more adult
and child services. We will be working with King’s College London to evaluate these virtual
placements, supported by a successful bid from Healthcare Education England (HEE).
5.2

School Engagement
As the pandemic eases this work stream has resumed. The Academy continues to work with
North West London, South West London and Hertfordshire Integrated Care Partnerships on
school engagement and careers. We have delivered a number of virtual school
presentations, the most recent on the role of our school nurses.
The Academy continues to work with staff to develop a virtual work experience placement
and information about the alternative entry routes into Community Healthcare. We have
committed to Project Choice, supported by HEE. This will support us in developing work
experience placements for school aged children with special education needs and disabilities
(SEND). This will also allow us to develop Supported Internships. These facilitate local
recruitment and development of people lacking traditional opportunities. Supported
internships build on the experience the students have gained from the work experience
year. They are the next step on the pathway and fully immerse young people in the
workplace so that they are ‘job ready’ by the end of the year. The first phase of placements
starts in Autumn 2021.

5.3

Apprentice Nursing Associates (ANAs)
The Apprentice Nursing Associate (ANA) role continues to be embedded across the Trust.
We are supporting 46 ANAs at various stages of their programme. In 2020/21 out first
cohorts graduated and most took up band 4 Nursing Associate roles in the Trust.
The pandemic caused uncertainty about when Universities would be able to support intakes
onto the programme. Therefore, fewer students have been recruited, and we will redouble
recruitment efforts for the October 2021 cohorts.

5.4

Registered Healthcare Apprenticeships
Three Nursing Associates and one Assistant Practitioner started their ‘top up’ apprenticeship
to become registered nurses at the University of Hertfordshire in January 2021. These are
the first registered nurse apprenticeships that the Trust has supported, and we expect them
to graduate in two years. They are joined by two Rehabilitation Support Workers on a fouryear programme to become Registered Occupational Therapists.
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5.5

Statutory & Mandatory Training
At the end of 2020/21, the Trust achieved an overall compliance rate of 94.49% against a
target of 95%. This was a marginal improvement from 94.28% at the end of 2019/20, a year
far less impacted by the pandemic, implying that in a normal year our improved systems
would have yielded results above the target. It should also be noted that overall non-clinical
staff exceeded the target at 96.16%. Weekly reports are sent to divisions and fortnightly
scrutiny meetings continue to target staff with specific actions to help them achieve
compliance.
It has been challenging to provide the mandatory training for topics that require face to face
contact during the pandemic, including Moving & Handling and Intermediate Life Support
(ILS). Sessions were suspended at the start of the year, but have been re-introduced in
smaller cohorts, following a robust risk assessment. The Academy continues to work with
divisions to offer this training closer to staff bases to minimise travel. It is hoped that these
measures will allow us to exceed our target.

Trust and divisional compliance with statutory and mandatory training (overall) Q4 20/21
Statutory and mandatory January 2021
February 2021
March 2021
training compliance
(Target is 95%)
Overall Trust
92.05%
91.87%
94.49%
South West Division
93.99%
93.22%
95.26%
North West Division
90.09%
91.01%
93.72%
North Central Division
92.72%
90.66%
94.26%
Children’s Division
92.53%
92.35%
94.82%
Hertfordshire Division
90.14%
90.13%
93.51%
Table 16
Trust and divisional compliance with statutory and mandatory training – Non-Clinical Q4 20/21
Target is 95%
January 2021
February 2021
March 2021
Overall Trust
94.12%
94.66%
96.16%
South West Division
98.28%
95.31%
98.78%
North West Division
90.85%
93.99%
93.84%
North Central Division
93.46%
95.03%
97.80%
Children’s Division
93.36%
93.32%
95.63%
Hertfordshire Division
90.71%
91.82%
93.50%
Table 17
Trust and divisional compliance with statutory and mandatory training - Clinical Q4 20/21
Target is 95%
January 2021
February 2021
March 2021
Overall Trust
91.54%
91.17%
94.07%
South West Division
93.21%
92.84%
94.60%
North West Division
90.00%
90.64%
93.71%
North Central Division
92.56%
89.76%
93.52%
Children’s Division
92.33%
92.12%
94.62%
Hertfordshire Division
90.03%
89.80%
93.52%
Table 18
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5.6

Modelling the Way-Key Outcomes

Key Priority / Outcome
Implementing Reverse
Mentoring for all staff
ensuring career
opportunities are
accessible to all

Measures of Success
April 2020- Nov 2021
Training will be in
place for senior
clinical staff at band
8b or above to
undertake reverse
mentor training
A support network
for reverse mentors
will be implemented

Update
Mentors & mentees will evaluate the
programme in Q1 of 2021/22. Their feedback
will shape the future programmes and training.
Cohort Two lasts from October 2020 until
March 2021. Thirteen staff have start in Cohort
Three as of April 2021.
The Academy are creating a support network
for reverse mentors. We aim to have that in
place by the end of Q1.

All staff have the core
identified statutory and
mandatory skills for their
roles

We will continue to
maintain Statutory
and Mandatory
Training
compliance at 95%

The Trust continues to work to achieve the
95% compliance target which was narrowly
missed at year end. Corrective actions are
outlined in section 5.5.

Staff receive appropriate
education and training to
ensure they have the right
skills to support new
models of care

All learning needs
will be discussed as
part of the annual
appraisal process

The Academy continues to work with divisions
to ensure staff are supported with their
training and development as identified in the
learning needs analysis. A number of study
days are now being delivered via MS teams
and the feedback from these has been very
positive. The recent breast-feeding study day
was very well received: “Thank you so much
for this training. I have attended previously
face to face training, but MT training was very
good, up to high standard”.

Safe, sustainable and
productive staffing: Right
place and time

100% of clinical
staffing
establishment
changes will be
discussed through
the Clinical staffing
panel prior to Quality
Impact Assessment

Practice Development Nurses and the new
AHP Practice Development Team are
continuing to support staff clinically. The AHP
practice development staff have been
welcomed by the AHP workforce.
The Clinical staffing panel continues to take
place monthly to review all proposed
establishment changes prior to QIA.
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Ensure there is sufficient
and sustainable staffing
capacity and capability to
provide safe and effective
care to patients at all
times

We will continue to
implement and
support the
Apprentice Nursing
Associate role across
the Trust

Safe staffing models have been updated and
approved through QIA. These include
Apprentice Nursing Associate (ANA) and
Nursing Associate (NA) role. Divisions are
reviewing their existing workforce using this
model to support the continued
implementation of the NA role. All the ANAs
who qualified this year have been offered
posts. Recruitment has been postponed until
May/June by universities due to the pandemic.

We will develop safe
staffing models for
the AHP workforce
and review
opportunities for
new AHP roles
supporting new
models of care

A new AHP safe staffing model/set of principles
has been developed and discussed at panel.
Including how to create AHP establishments
for the bedded areas. The proposal has also
been discussed with the QIA panel who
escalated it to the Executive Leadership Team.
This work has been paused during the
pandemic and will restart in Q1 2021/22.
To support AHP’s in practice, we have recruited
into AHP Practice Development posts and a
new podiatry development post. Hertfordshire
Division are exploring the introduction of this
role.

5.7

Assurance Issues from Modelling the Way Group (Trust Coordinating Council)
The Modelling the Way group continues to meet monthly. No new risks have been added to
the Trust risk register at year end and existing risks continue to be monitored.

5.8

Overseas recruitment
98 nurses and one physiotherapist have been on boarded to date. Of these, 42 have passed
their OSCE assessment and will now register with the NMC and transition into their roles as
staff nurses. The remaining staff have their assessments booked over the coming months
and are being supported through the Trust’s OSCE Preparation Programme. 26 recruits are
due to arrive at the end of April followed by more in May and June. Recruitment continues
with monthly interviews planned from April for a further 100 nurses and up to 25
Occupational Therapists. As a leading community trust in international recruitment, Capital
Nurse have funded us to support increased International recruitment in community trusts
across London. Our role will be to provide pastoral support, develop best practice guidance
for recruitment into community roles, and provide the OSCE preparation programme.

6.0

Quality Action Teams (QATs)
Table 19 details which QATs were active in each quarter of 2020/21. It should be noted that
many were open much longer than in previous years because they were suspended during
the pandemic, some more than once. Details of those still open and/or closed in Q4 are
below. It should be noted that the North West Division has no QATs in 2020/21.
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2020/21 Active QATs per Quarter
Division
Children’s

Q1
•
Barnet HV (East
Central)
•
Richmond HV

Q2
Barnet HV (East
Central)

Q3
Barnet HV (East
Central)

Q4
Barnet HV (East
Central)

North Central

Walk-in-Centres

Community Nursing
Barnet

Planned Care

•
•

North West
South West
Herts

None
Heathlands Court
None

None
None
None

None
Heathlands Court
Bedded Areas (Herts)

Table 19

Planned Care
Marjory Warren
Ward
None
None
None

6.1

Children’s Division - Barnet Health Visiting (East Central)
This QAT started in March 2020 as a result of concerns raised by staff related to how the
team was being managed. Meetings were chaired by the Associate Director of Quality
Effectiveness & Accreditation. The first meeting was held virtually, then unfortunately
suspended due to COVID and restarted in August 2020. The second wave also impacted on
planned meetings with some were rescheduling again. At the last meeting in February 2021
a conversation took place with staff about how to move forward to rebuild the working
relationship with the Team Lead.

6.2

North Central - Planned Care
The QAT was formed in August 2020 due to an increase in complaints, an increase in
incidents causing potential harm and a staff sickness rate over 3%. The incidents were
pressure ulcers. These were actively reviewed in the weekly Trust Pressure Ulcer Meeting
and where appropriate further investigation was undertaken. The complaint investigations
are complete and the themes relating to End-of-Life Care and communication with other
system partners have been shared with our teams. Local sickness is being managed in line
with the Trust policy supported by our HR business partner.
The QAT is now focussing on workforce planning and staff health and wellbeing. Staff are
being supported with interventions such as mindfulness sessions. Workforce planning has
included a time and motion study in addition to aligning the current staffing establishment
with the local GP population. Further work is in progress to align localities to PCNs and
ensure there is local leadership in each team to support the complexity of the caseload.

6.3

North Central - Marjory Warren Ward
The QAT for Marjory Warren Ward was formed in February 2021 due to an increase in
complaints, incidents causing harm and staff sickness over 3%. The incidents included
medicines management errors and pressure ulcers. The QAT has agreed to focus on
reviewing the bedded unit SOP and admissions criteria, multi-disciplinary working and a
closer relationship with Adams Ward. Further support is being provided in relation to a
development programme for band 6 clinical staff, re-establishing the falls collaborative in
the Quality Council and a review of the roles & responsibilities of the leadership team. There
is also a new Head of Nursing in post to support the bedded rehabilitation units in the
division.

7.0

Shared Governance
The main mechanism for Shared Governance in the Trust remains our Quality Councils (QC)
and, despite all the challenges, they continued enthusiastically throughout 2020/21. Some
councils had to pause their projects because of the pandemic. However, there has been an
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increase in quality improvement ideas and new projects from staff. The Shared Governance
model has been integrated into trust wide projects including, New and Safer ways of
Working, Re-imagining Health Visiting and Health and Wellbeing of Staff.
The QCs have demonstrated that patient facing staff across clinical and non-clinical services
are vital to understanding the needs of our patients, and to implementing improvements.
Table 21 demonstrates the volume of work carried out by the councils. More than 200 staff
were involved in 37 projects over 2020/21.
7.1

Numbers of Quality Councils per Division
Numbers of Quality Councils per Division
Division
Number of Councils
North Central
4
North West
5
South West
3
Children’s
12
Hertfordshire
3
Trust-wide
10
Total
37
Table 20
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7.2

Shared Governance Projects

Shared Governance Projects
Division
Quality
Campaign
North
Central
Division

North West
Division

Project

Modelling
the Way

Improving training and
development
opportunities for
administrative staff in
the North Central
Division,

Modelling
the Way

Recovery Quality
Council in the North
Central Division
following COVID-19 and
redeployment.

Preventing
Harm

Reducing the risk of
patients falling in the
Bedded Unit at FMH.

Smart
effective
care

Improve the quality of
referrals in Barnet
received in planned
care to improve patient
care within the next 6 –
12 months.
Investigating DNA rates
of initial assessment
appointments within the
Specialist Dental Service
Introduce and
implement internal
tasking between
administrative staff and

Positive
patient
experience
Smart
effective
care

Number
Project update across the year
of staff
involved
8
Qualitative data was collected by
the QC in Q1 regarding barriers to
training. These included choice
and access to training, and
support to attend. Four council
members were able to use the
support given in this QC to apply
for apprenticeships. The learning
from the QC is being taken
forward with the remain council
members into the Trust wide
Admin QC.
7
Information was collected
regarding the gaps in support
during redeployment in the first
lockdown in April. This was
shared with the Academy,
allowing better support in
subsequent redeployments.
5
The QC brainstormed the possible
reasons, from a frontline
perspective, for patients falling on
the ward. The council decided to
focus firstly on the quality of
information they receive before
patients’ admissions. Data was
collected in Q3 and Q4 regarding
all information on transfer to the
ward. This will be analysed in Q1
and ideas to take forward
identified.
5
In Q1 and Q2 the changes to the
referral form were finalised and
shared with senior staff for
approval. Council staff were
redeployed during the pandemic,
but this will restart in Q1.
6
The councils project has been on
hold due to COVID-19 and staff
capacity to restart the project will
be reviewed in Q1.
8
Over the past year the aim of the
project has become focussed on
the use of S1 tasks in the District
Nursing team. Process mapping

72

44

Shared Governance Projects
Division
Quality
Campaign

Project
clinical teams on System
One (S1).

South West
Division

Number
of staff
involved

Modelling
the Way

Standardising the
information regarding
placements of students
in Harrow.

7

Modelling
the way

Improving the
communications of the
new and safer way of
working.

4

Preventing
harm

Improve the
communication between
Podiatrists and DNs and
prevent circulation
issues.

12

Positive
Patient
Experience

Improving
communication through
information folders for
patients in the
Community in Merton.

4

Modelling
the way

Increasing the uptake of
staff having the Flu
Vaccine in the SW
Division

7

Project update across the year
was started in Q3 regarding tasks
to District Nurses, to identify gaps
in knowledge and the stakeholders
involved in S1 tasking. This was
paused in Q4 due to the pandemic
but will be restarted in Q1.
The QC started to update and
standardise the student booklet
used in Harrow in Q2. This was
paused due to the pandemic but
will be reviewed in Q1.
Questions agreed for survey
regarding the best way to
communicate to front line staff.
Further staff to be recruited in Q1
to take the results of the survey
forward.
In Q3 we held a virtual meet and
greet between TVNs, DNs and
Podiatrists. The feedback was
positive and that it was an informal
but efficient way for staff from
different services and locations to
meet and exchange contact details.
In Q1 ideas to make improvements
in communication will be
continued.
This council had funding identified
this year which was used to order
the folders. The folders will be
distributed in Q1. Feedback from
patients and carers will be
collected by the Patient Experience
Facilitator.
In Q2 the council were identifying
the barriers to staff in accessing
and receiving the flu vaccine. We
promoted ways of supporting staff
who were unsure of their choice.
They were given the option to
vaccinate and link with local
pharmacies during Q3. In Q1 the
learning from this will be collected
and used during the next flu
vaccine season.
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Shared Governance Projects
Division
Quality
Campaign
Modelling
the way
Smart
Effective
Care
Positive
Patient
experience

Children
Division

Project
Improving staff morale,
engagement and
communication in SWD.
To investigate reasons
for non-attendance of
Health Reviews in the
inner divisions of the
Children Service.
Improving support given
to the parents and
carers during waiting
times of their children
behavioural therapy
appointments.

Number
Project update across the year
of staff
involved
6
Presently recruiting staff to take
forward this new project in Q1
5

5

Preventing
Harm

Improving the
communication of
safeguarding
information between
Social Care Services,
Health Visitors and
School Nurses

4

Smart
effective
care

Improve the uptake of 68-week maternal mood
contacts with the Health
Visiting Service in
Barnet.

5

Modelling
the Way

Improving the local
induction process

5

Data has been collected across the
year through telephone feedback
from parents/carers whose
children have not had a Health
review. This will be analysed in Q1.
Parent survey results have been
analysed and summarised. A preassessment leaflet has been
developed from this and shared
with the Parent Forum leaders for
feedback. Outcomes and feedback
from these changes will be
reviewed from Q1 onwards.
Feedback from Social Care, and the
0 to 19 Team in H&F has been
collected about the information
given on the HV and SN role and
the Duty process used through the
project. This will be shared across
the CHD and the learning from this
project will be taken forward to
start a SN Duty QC in Q1.
In Q3 the QC tested ideas on the
process of booking the 6-to-8week appointment. The HV has
now been booking with the mother
at the new birth visit to make sure
the time is suitable and ensuring
mothers understood the reason for
the appointment. In Q4 the change
ideas were continued and the
impact of this was measured using
attendance data.
Started in Q3, the QC prepared and
distributed a survey to identify the
issues staff encounter when they
start work in the Trust and also
how valued they feel. The QC are
identifying local induction
checklists in use to update. They
are sharing their ideas with HR and
will continue with this and
gathering more information to
support new starters in Q1
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Shared Governance Projects
Division
Quality
Campaign
Modelling
the Way

Positive
Patient
Experience

Children’s
Division

Project
Improving staff morale
in the Brocklebank,
Bridge Lane and
Roehampton Team in
Wandsworth
Improve the
communication and
uptake of e-red book
between CLCH and the
Families in Ealing.

Smart
effective
care

Improving the duty HV
support offer in Barnet.
(New)

Preventing
harm

Improve accessibility of
safeguarding resources
for HV staff and evaluate
the content and change
as needed (new)

Smart
effective
Care

Improving Clinical Digital
recording.

Preventing
harm

Improve the learning
from serious case
reviews from single
borough to the entire of
health visiting service.

Positive
Patient
Experience

Use data to compare
areas of deprivation with
breastfeeding rates and
see if we can give
targeted support to
improve rates of
breastfeeding
To increase the number
of walking aids returned
in Watford.

Positive
Hertfordshire patient
experience

Number
Project update across the year
of staff
involved
6
The QC have started to collect data
regarding the reasons for low
morale and in Q1 will start testing
ideas to improve morale in line
with joy at work.
5
In Q3 the QC drafted a guide on
how to register an E-Redbook. This
included an automated email with
a pictorial explanation. The work
was paused in Q4 and will restart
in Q1.
6
We are recruiting staff to start
analysing the process already in
place for duty, this will continue
into Q4.
7
Ideas have been collected in Q3 to
ensure HV staff have time to
review CHD Safeguarding Manual
and easier to access quickly when
required. The ideas will start to be
tested in Q4.
6
A small survey was carried out
across the 0 to 19 service collecting
data on staff confidence and
understanding of the NBV
template. This is on hold due to
redeployment. In Q1 it will be
restarted with the results analysed
and shared with Clinical Systems
who are supporting the project.
7
The QC started in Q4 and are
presently carrying out a process
map to visualise the gaps and
possibilities of sharing the learning
of serious case reviews in an
alternative way reaching more
staff members.
4
The project team are forming and
gathering information from Public
Health England about the
breastfeeding rates. Project will be
taken forward in Q1.
6

The QC carried out and costed the
process of cleaning equipment in
Q3. In Q4 the project was paused
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Shared Governance Projects
Division
Quality
Campaign

Project

Number
of staff
involved

Positive
patient
experience

Reducing PALs
complaints in Planned
Care in Herts

7

Positive
patient
experience

Increase the number of
virtual consultations in
Hertfordshire Planned
Community Therapy
Teams.

6

Modelling
the Way

Improving development
opportunities and raise
morale in the finance
department.

8

Modelling
the Way

Improving the
communication of health
and wellbeing (HWB)
support at work.

6

Modelling
the way

Supporting research
across the Trust.

6

Trust wide

Project update across the year
due to the pandemic. In Q1 they
will review the project aim with
regards to continuing or writing up
the learning from this project.
A carer has been integral to this
project which started in Q4. They
have supported the QC to map
gaps in communication and
possible issues. Data collection on
the completion of the initial full
assessment template and the use
of the S1 deferred patient
template will be taken forward in
Q1.
This is a new project started in Q4
supporting patients with their
therapy needs through virtual
consultation. Starting with staff
confidence using blue jeans, and
questions used on the triage
template to ascertain the patients’
access to and support available at
home with a video consultation.
Change ideas have been identified
including shadowing other
members of staff and improving
the appraisal process. A survey has
been written and disseminated
across the directorate and the
outcomes from this will be
reviewed in Q1.
The results of the HWB survey
were analysed in Q3 and themes of
the results will be used in focus
groups incorporating a shared
governance approach in Q1.
This is a new QC supported by a
research sub-group to expand
research in the Trust. It was
paused in Q4 but will restart in Q1
when they will collect feedback
from staff on ideas and barriers
that prevents access to research
opportunities.
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Shared Governance Projects
Division
Quality
Campaign

Project

Modelling
the Way

Tackloing bullying and
harassment in the
workplace by staff

Positive
patient
experience

Patient reception
rapport project.

Preventing
harm

Preventing verbal and
physical abuse against
staff whilst agile
working.

Positive
patient
experience

Improving the uptake
and quality of feedback
from service users who
require assistance with
communication.

Positive
patient
experience

Improving Feedback
Friday

Modelling
the Way

Improving opportunities
for career development
of Administrators

Number
Project update across the year
of staff
involved
10
IN Q3 the Quality Council collected
staff stories and carried out a small
scale survey. An animation was
scripted and produced from this
evidence. It demonstrated an eye
catching and thought proviking
way of how unacceptable
behaviour affects staff. In Q1 the
QC will continue and will be feeing
their ideas into the Bullying and
Harassment Steering group to be
taken forward.
6
This QC led by patient
representatives was paused over
the year due to the pandemic and
now will restart in Q1 and review
their aim and objectives in line
with the new way of working in
clinic reception area.
6
The QC will restart in Q1, by
analysing the themes in the
incidences of verbal and physical
abuse reported through Datix in
last year.
5
Feedback has been collected using
the new digital one question
feedback survey. The data will be
analysed in Q4 to see if there has
been an increase in the amount
and quality of feedback over the
past 6 months.
5
The QC is on hold until Q1. It will
then start analysing ways of
improving fair coverage of the
Trust through monthly visits by the
Senior Management team, and
how to record these visits.
15

This new QC met once in Q4 and
have split into two groups. One
council arranging a regular forum
for admin staff and the other
looking specifically at the support
and possible barriers to training
and career opportunities.
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Shared Governance Projects
Division
Quality
Campaign
Preventing
Harm

Project
Ensuring Infection
Control and prevention
guidelines are followed
across the Trust.

Table 21

Number
Project update across the year
of staff
involved
8
A new improvement idea to
support staff who are struggling to
follow the ICP guidance across the
Trust. We are recruiting to gather
ideas of how to ensure all staff are
safe and follow the guidelines into
Q1.

8.0

Quality Development Units (QDU)

8.1

QDU – Excellence Standards
Through this exceptional year we have seen real commitment from teams who are keen to
start their journey to QDU accreditation. Fourteen teams applied and three were awarded
accreditation in 2020/21. Due to the pandemic, all the accreditation meetings took place on
MS Teams. This was received well. If we continue with virtual meetings, we will review ways
to engage our patients to provide feedback. 2020/21 finished with the Hertfordshire Sexual
Health Service being successfully accredited in January 2021.
The core standards have replaced the CQC self-assessment process. Eleven teams trialling
the standards and evaluated them positively. We are looking forward to expanding this work
in 2021/22 as services return to business as usual.

Teams/services applying for QDU status in 2020/21

1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
Table 22

Name of Service/Team

Division

Wandsworth Care Home Team
Wandsworth Complex Care
Wandsworth Maximising Independence
Harrow Respiratory Team
Palliative Care
Harrow Therapy Services (Short Term
Rehab/Intermediate Care Beds)
Rapid Response Team
TVN service
Merton Case Management Team
Homeless Health Service
Herts Podiatry

South West
South West
South West
North West
Herts
North West
North Central
North Central
South West
Quality & Learning
Herts

Proposed date
for assessment
TBC
TBC
TBC
TBC
TBC
TBC
TBC
TBC
TBC
TBC
TBC
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Services & Teams Awarded QDU Accreditation
Name of Service/Team
Accreditation
achieved
Herts Respiratory
Nov 2017
Harrow Podiatry
Nov 2017
Barnet MSK
HARI
Inner London Paediatric Dietetics
Hammersmith & Fulham SLT Education Team
Colville Health Visiting Team
Brent Falls Team
Herts Speech & Language Therapy
Community Neurorehabilitation Service
Herts Sexual Health Service
Table 23
9.0

Aug 2018
Sept 2018
May 2018
Jan 2019
Jan 2019
Mar 2019
Oct 2020
Nov 2020
Jan 2021

Re-accreditation
due
Nov 2019
Nov 2019
Aug 2020
Sept 2020
May 2020
Jan 2021
Jan 2021
Mar 2021
Oct 2022
Nov 2022
Jan 2023

Reaccredited
On hold
27th
Feb
2020
On hold
On hold
On hold

Conclusion
The COVID-19 pandemic has made 2020/21 an unpredictable year, but regardless of the
challenges faced this year, our staff have been able to provide excellent care as evidenced by
the year-end scorecard, where the vast majority of quality KPIs have been achieved. Staff
have successfully maintained the standard of care we provide, by retraining and redeploying
to meet our patients’ needs. They have also supported the nationwide vaccination
programme and CLCH has maintained its system leadership role by being responsible for
supporting the embedding of good clinical governance, supporting training and leading on
delivering safe medicine management processes in the North West London vaccination
programme.
The only quality KPIs we did not meet were the three zero tolerance measures, but as the
report demonstrates we have robust systems in place to keep improving and learning in
these areas. MECC and Clinical Statutory & Mandatory Training targets were narrowly
missed, reflecting the challenges of our clinical teams leaving front line work this year. But
the marginal improvement from 2019/20, a year far less impacted by the pandemic, implies
that in a normal year our improved systems will yield results above the target
All the patient experience KPIs were achieved at the end of 2020/21. The patient voice is
being incorporated into more and more trust work as business as usual. Our work through
the pandemic was significantly helped by an exponential rise in the number of volunteers,
some of whom are on a pathway to join us as staff. The team starts 2021/22 with two new
posts to promote our Equality and Tackling Inequality Strategy.
The impact of the Patient Safety Team is best demonstrated by 99.2% of clinical incidents
causing no harm. We continue to challenge ourselves with zero tolerance targets for falls
and category 2-4 pressure ulcers in our bedded units. Sharing how we can do better is now
hard wired into the Trust and the 7-minute briefings strongly represent this work. Increasing
communication of our FTSU work is another example of best practice as is the improved
(more specific) reporting about unacceptable behaviour and an overall decrease in reported
incidents.
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Our early warning processes have remained active throughout the year and have led to the
instigation of targeted work to support the safe delivery of care and through PSRG and other
Trust Coordinating Councils we have maintained our oversight to ensure support for teams
where required is in place and visibility of risks and actions to mitigate them has been
present.
The Smart Effective Care Campaign ended 2020/21 with 100% hand hygiene compliance, in a
year where that skill has never been more important.
The Academy is now settled in its new home in Soho with greatly improved training facilities
that have been used to provide vaccination training for staff across our sector. The team
quickly adapted to the pandemic and shifted many training programs online. They also
celebrated their first Apprentice Nurse Associates graduation, and the Homeless Health
Team won the Nursing Times Student Award for Community Placement of the Year.
Overseas recruitment has led to 99 new staff being on boarded.
Despite the challenges of the pandemic many Quality Councils were able to continue their
work and a large number of improvement ideas have been generated and over 200 staff are
still engaged in delivering quality improvement through this process. Regardless of the
demand on time and resource three teams have been successful in their application for QDU
accreditation and we are continuing our work to enhance the QDU process further with the
roll out of the Core Standards supporting teams on their journey to accreditation.
This year we managed to maintain a great oversight on quality delivery and have successfully
maintained an environment that supports the delivery of great care that also ensures the
delivery of safe innovative interventions to help maintain and enhance the well-being and
safety of our staff and patients.
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Appendix 1: Complaint Themes
Number of Complaints

A.

Number of complaints received
25
20
15

2020/21

10

2019/20
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Dec
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Feb
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Chart A
34 complaints were received in Q4. All were acknowledged within the statutory timeframe
of 3 working days, resolved in writing following a formal investigation, and all were
categorised as low to moderate harm. The 2020/21 Complaints Report will be available at
the end of April 2021.
Complaints by Division
Division
Children’s
Hertfordshire
North Central
North West
South West
Trust
Table A

Number of complaints received in Q4
6
4
10
11
3
34

Complaint Themes Q4
Theme
Admissions, Discharge and Transfer
Aids and Appliances, Equipment, Premises (Including Access)
All aspects of Clinical Treatment
Appointments, Delay / Cancellation (Outpatient)
Attitude of Staff
Infection Control
Patients' Property and Expenses
Patient’s Privacy and Dignity
Personal Records (Including medical and / or complaints)
Grand Total
Table B

Number of complaints received in
Q4
1
2
21
1
3
2
1
2
1
34

21 of the 34 complaints were categorised under the theme ‘all aspects of clinical treatment’.
However, no patterns or trends were identified.
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Complaints in Q4 by month & Division
8
6
Jan

4

Feb

2
0

Mar
Children's Division Hertfordshire Division

North Central
Division

North West Division South West Division

Chart B

North West
Division

Harrow Integrated Care and Deputy
Divisional Director
Hammersmith & Fulham Planned
Care

North Central
Division

Barnet Walk-in Centre's & Inpatients

Hertf
ordsh
ire
Children's Divisi
Division
on

Complaints received in Jan 2021 by division, service & theme

Hertfordshire Planned Care

Patients's Privacy and Dignity

Patients' Property and Expenses

Barnet Specialist Services
Barnet Planned Care

Appointments, Delay /
Cancellation (Out Patient)
All aspects of Clinical Treatment

Inner Complex Children's Services
Brent Children's Services

0

1

2

Aids and Appliances, Equipment,
Premises (Including Access)

3

Chart C

Children North
's
Central
Division Division

North West Division

South
West
Division

Complaints received in Feb 2021 by division, service & theme
Merton Planned Care
Attitude of Staff

Harrow Specialist Services
Hammersmith & Fulham Planned Care

All aspects of Clinical Treatment

Central London Planned Care
Barnet Planned Care

Aids and Appliances, Equipment,
Premises (Including Access)

Inner Public Health Nursing Services
0

1

Chart D
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Wandsworth Planned Care
Merton Planned Care

Personal Records (Including
medical and / or complaints)

Harrow Integrated Care and Deputy
Divisional Director
Hammersmith & Fulham Planned Care

Patients's Privacy and
Dignity

Community and Specialist Dental
Services
Central London Planned Care

Infection Control

Barnet Walk-in Centre's & Inpatients

Children's
Division

North
Centr
al
Hertfordshi Divisi
South West
re Division on
Division
North West Division

Complaints received in March 2021 by division, service & theme

Hertfordshire Planned Care

Attitude of Staff

Hertfordshire Bedded Units
Merton's Children Service

All aspects of Clinical
Treatment

Inner Public Health Nursing Services
Inner Complex Children's Services

0

1

2

Admissions, Discharge and
Transfer

Chart E
B.

Local Resolution Meetings and Outcomes
It is recognised that local resolution meetings with complainants provides an opportunity for
their concerns to be heard. During Q4, there were no resolution meetings, but each
complainant was offered the opportunity. The resolution meetings are currently held
virtually meeting using either Microsoft Teams or BlueJeans video conferencing.

C.

Closed Complaints

Examples of complaint vignettes
Children’s Division

Complaint 1

Complaint Subject

Patient’s Privacy and Dignity

CBU/Speciality

Brent Children's Services, Health Visiting – Brent

Details of Complaint

Complaint against the assigned health visitor's behaviour towards her.

Outcome / Learning

Apology given.
1. New health visitor assigned.
2. All staff reminded to carry sufficient NHS calling cards with them at all times. All staff to discuss
building entry requirements with parents when undertaking their initial contacts.
3. Learning from feedback to be shared anonymously.

Hertfordshire Division

Complaint 2

Complaint Subject

All aspects of Clinical Treatment

CBU/Speciality

Hertfordshire Planned Care, Integrated Locality Team - St Albans and Harpenden

Details of Complaint

Complaint against the District Nursing service care and treatment.
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Outcome / Learning

Apology given. Evident that there were some shortfalls in the care and communication from the
community nursing team.
1. Staff reminded to accurately record visit and to ensure that any follow up visits are arranged as
required.
2. Staff reminded to phone patient if there is a change in planned visit.

North Central Division

Complaint 3

Complaint Subject

Aids and Appliances, Equipment, Premises (Including Access)

CBU/Speciality

Barnet Planned Care, South Locality - Therapy – Barnet

Details of Complaint

Complaint against a staff member's care and treatment towards his aunt.

Outcome / Learning

Apology given
1. Group discussion with the team sharing complainant's feedback and outlining the need for good
communication with patients and their families including any decisions being made and any follow up
plans.
2. Support worker reminded of the importance of verifying information prior to making decisions to close
a referral and highlighting the impact of the mistake.
3. The patient's experience and the investigation findings to be discussed at a future multi-disciplinary
team meeting in order to share learning.
4. The investigator visited the patient and organised the installation of the stair rail.
5. The investigator re-assessed the patient's property and provided further equipment to enable safe
independency and mobility.

North West Division

Complaint 4

Complaint Subject

All aspects of Clinical Treatment

CBU/Speciality

Hammersmith & Fulham Planned Care, Learning Disabilities - Hammersmith and Fulham

Details of Complaint

Complaint against the psychology and physiotherapy services. Complainant is concerned that there is a
lack of support regarding her son's needs and behaviour.

Outcome / Learning

Apology given. Physiotherapy staff reminded to ensure they engage with patient's mother and the
outcome of all contacts with her son is shared with her.

South West Division

Complaint 5

Complaint Subject

Attitude of Staff

CBU/Speciality

Merton Planned Care, Intermediate Care Services - End of Life Care - Merton

Details of Complaint

Complaint against the End-of-Life District Nurses' attitude and not wearing appropriate PPE.

Outcome / Learning

Apology given.
1. The service will review the information provided to patients and their families in order to make sure
that it explains that the appropriate personal protective equipment will be put on by staff inside a
patient's home before attending to the patient.
2. Support to member of staff to reflect on poor communication and to attend training on advanced
communication skills and having supervision supported by the Trust End of Life Care Lead.
3. Complainant's concerns to be shared at the Trust End of Life Care group to ensure that the learning
from the experience can be shared across all services.
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CLCH 2020-2025
Strategic priorities

Population health
Improving the health of our patients and staff and reducing inequalities

Leading in local systems

Integrating services as
local partners

Putting our collective
CLCH experience and
efficiencies too work

Ensuring a sustainable
future

2020/21 strategic
2020/21 objectives
Please delete those which do not apply to this paper
priorities
Strategy implementation Implement strategic priorities of integration and place
Quality
Maintain and improve the quality of services delivered by CLCH
Workforce
Make CLCH a great place to work for everyone
Operations
Deliver all NHS constitutional and contractual standards
Digital transformation
Implement the vision of the NHS Long Term Plan
Finance
Deliver the 2020/21 financial plan including COVID related financial changes
Freedom of Information
status
Executive summary:
The purpose of the paper is to set out the proposed 2021/22 Trust annual strategic priorities, Trust
annual objectives and KPIs for discussion and agreement.
During 2020/21 the Trust had six annual strategic priorities, objectives and 24 KPIs.
Having reviewed these it is proposed to:
•
•
•

Remove the strategic priority Strategy Implementation
Add two new strategic priorities and associated objectives
o Population health: Improving the health of our patients and staff and reducing inequalities
o Sustainability: ensuring a sustainable future
Retain 16 existing KPIs, remove 8 existing KPIS and add 5 new KPIs to create a total of 21 KPIs for
2021/22

May Board Discussions:
The Trust Board questioned if there should be board level KPIs in relation to covid response, the Chief Nurse
has suggested monitoring %age of vaccine uptake in staff and that further KPIs can be defined and added as
we understand the requirements to respond to long covid.
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The Trust has not proposed any KPIs relating to Cyber security which board members were concerned about.
The ELT is asked to consider if KPIs should be proposed on this issue and if not how will the Board receive
assurance on Trust resilience on this issue.
Board members raised their a concern that there were no Board KPIs proposed in relation to the
development of ICSs and system integration during 2021/22, it is proposed that the Trust does not set KPIs
on this issue due to the complexity of defining measures that would give meaningful assurance to the Board.
It is expected that the board will gain assurance on trust performance on this issue through regular reports
from the Director of Partnerships and Integration and more detailed discussions at Board development
sessions as required.
It is noted that national NHS 2021/22 planning guidance has now been issued. The proposals for 2021/22
Trust-wide priorities, objectives and KPIs are broadly consistent with the priorities set out in planning
guidance (Appendix A).
Monitoring Performance
During 2020/21 the Trust monitored performance against its KPIs but did not apply a RAG rating to this
performance, it is proposed that the Trust will revert to normal performance management with RAG rating
of performance against KPIs from Mth2 2021/22.
Assurance provided: The proposals have been reviewed and agreed by the Executive
Report provenance: this paper has been produced following discussions through ELT and in Board during
April.
Report for:

Decision

X

Discussion

X

Information

Recommendation:
The Board are asked to approve the proposed strategic priorities, objectives and KPIs for 2021/22.
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1
1.1

Purpose
The purpose of the paper is to set out the proposed 2021/22 Trust annual strategic priorities, Trust annual
objectives and KPIs for discussion and agreement at May Board.

2
2.1

Introduction
As part of the 2021/22 planning process there is a need to review and refresh the Trust annual strategic
priorities, annual objectives and KPIs aligned with the new Trust Strategy 2020-25.
There are currently six annual strategic priorities and objectives for 2020/21 and 22 KPIs

3
3.1

Proposal
The current status of the Board strategy and objectives are as follows:
The Trust strategy 2020-25, was approved in July 2020 and sets out four long term strategic priorities with
the overarching priority of population health, as follows
• Population health: Improving the health of our patients and staff and reducing inequalities
o Leading in local systems
o Integrating services as local partners
o Putting our collective CLCH expertise and efficiencies to work
o Ensuring a sustainable future
Sitting beneath the strategy there are three tiers:
•
•
•

Annual strategic priorities
Annual objectives
KPIs

In 2020/21 annual objective and priorities carried forward from the prior year, (as shown on the Board
paper cover sheet)
•
•
•
•
•
•

Strategy Implementation: Implement strategic priorities of integration and place
Quality: Maintain and improve the quality of services delivered by CLCH
Workforce: Make CLCH a great place to work for everyone
Operations: Deliver all NHS constitutional and contractual standards
Digital transformation: Implement the vision of the NHS Long Term Plan
Finance: Deliver the 2020/21 financial plan including COVID related financial changes

The 2020/21 Board KPIs comprise 24 in total, grouped around the annual strategic priorities.
3.2

The proposal for 2021/22 annual strategic priorities and objectives is as follows.
•
•

3.3

Remove the strategic priority Strategy Implementation
Add two new strategic priorities and associated objectives
o Population health: Improving the health of our patients and staff and reducing inequalities
o Sustainability: ensuring a sustainable future

The proposal for 2021/22 Board KPIs is to:
•

Remove 8 existing KPIs
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•
•
•

Add 5 new KPIs
Retain 16 existing KPIs
New Total = 21

The breakdown is as follows

The removed KPIs would mostly continue to be monitored by the Executive as performance indicators either
through the quality scorecard or the CLCH Way reporting. The exception to this is the STP integration KPI
(now ICS) which would be via strategy updates and also the cyber security KPI which would be by exception
and IT strategy updates.
3.4

It is noted that NHS planning guidance for 2021/22 was issued on 25th March.
The main planning guidance has six themes as follows:
A. Staff health and wellbeing
B. Covid-19 vaccination and long covid
C. Restoration of services
D. Expanding primary care and addressing inequalities
E. Transforming community and urgent care to prevent ED attendance
F. Working collaboratively across systems and ICS arrangements
The proposals for 2021/22 Trust-wide priorities, objectives and KPIs are broadly consistent with the priorities
set out in planning guidance. Further detail of how the Trust intends to respond to the NHS Planning
Guidance themes is set out in Appendix A.

4
4.1

Quality implications and clinical input
Quality and clinical input has been provided by relevant exec leads as part of the review of objectives and
KPIs

5
5.1

Equality implications
There are no equality implications of this paper however equality related objectives and KPis are included.
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6
6.1

Comments of the Director of Finance, Performance and Contracting
The Director of Finance Performance and Contracting recommends these proposals

7
7.1

Risks and mitigating actions
There are no material risks associated with this proposal. The existing objectives and KPIs will remain in place
until the new versions are agreed.

8
8.1

Consultation with partner organisations
Not required.

9
9.1

Monitoring performance
Not required

10
Recommendations (as per front sheet)
10.1 The ELT are asked to approve the proposed strategic priorities, objectives and KPIs for 2021/22.
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Appendix 1 - 2021/22 Priorities and Operational Planning Guidance Elements relevant to CLCH
A. Supporting the health and wellbeing of staff and taking action on recruitment and retention
Section/
CLCH ID
A1.
A1.1
A1.2

A1.3
A2.
A2.1
A2.2
A3.
A3.1

Item

CLCH Lead

Looking after our people and helping
them to recover

Summary Action Plan

Assurance Route

Workforce Group
(reinstated), People
Committee

Individual health and wellbeing
conversations

Dir People

Occupational and wellbeing support

Dir People

Review existing policy, align with NWL and London.
Work with operational colleagues on impact on capacity
during period of service restoration.
Requirement will be part of Annual Appraisal process;
review the new iLearn module and how well this has
been received and applied – November – after 6
months of application.
Through Health and Wellbeing Steering Group and links
into NWL Care Programme, monitor existing support
and develop H&WB plan

Develop improvement plans based on
the latest WRES findings

Dir People

Workforce Equality Campaign 2

Equality Group

Accelerate delivery of the model
employer goals

Dir People

Workforce Equality Campaign 2

Equality Group

Dir People

Complete payroll enablement
Develop guidance, education and training materials for

HR Transformation
Programme oversight

Allow staff to carry over unused leave
and offer flexibility to take or buy back

Dir People

Workforce Group
(reinstated), People
Committee
Workforce Group
(reinstated), People
Committee

Belonging in the NHS and Addressing
Inequalities

Embed new ways of working and
delivering care
Maximise use of e-rostering
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roster managers to improve their understanding of the
roster KPIs and how to achieve them. Rollout would
need to be agreed with the COO (primarily).
Share learning on flexibility and remote working being
developed in the ICSs (particularly NWL). Continue
participation in the digital passport pilot.

A3.2

A4.
A4.1

A4.2

A4.3

A4.4

Facilitate flexibility and staff movement
across systems, including remote
working plans, technology enhanced
learning and staff digital passports
Grow for the Future

Develop local workforce supply plan

Medical Support workers (MSWs)
Healthcare Support Workers (HCSWs)
and international recruitment of nursing
staff

Dir People

Dir People

Chief Nurse

Education and training pipeline placements

Chief Nurse

Postgraduate Medical and Dental
training recover plans

Medical
Director

With COO and Directors of Operations consider and
develop options for making flexible working the ‘default
option’ at recruitment, offered to all new appointments.
This would be in line with the National People Plan
suggested actions.

Through the newly established NWL workforce planning
group, participate in the development of best practice
that can be applied in CLCH. This work would be taken
forward by the Head of People Analytics and Deputy
Director of Workforce working closely with the COO and
Directors of Operations
Monthly Modelling the Way group oversees HCSW and
International recruitment programmes. Clinical staffing
and training reports provide updates into People
Committee and reports shared and discussed at ELT.
Update on the Modelling the Way campaign is also
provided as part of the quarterly quality report to the
Trust Quality Committee.
Monthly Modelling the Way group oversees education
and training. Clinical training reports provide updates
into People Committee and reports shared and
discussed at ELT.
Placement returns into Healthcare Education England
All but one trainees are back in post and clinical
supervisors report that progression of training and
competencies is on track.

Board, ELT

ELT

Operational Group (?)
and ELT

Clinical Training reports
via people committee

Clinical Training reports
via people committee
To Board subcommitteeWorkforce committee
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A4.5

Integration of community teams - PCN
additional roles (ARRS), rotational and
joint employment

Dir
Partnerships

One Foundation year 2 doctor is working from home
and has had her training extended. Other F2 doctors are
due to have their competencies assessed at their
deanery Annual Review of Competency Progression and
a case-by-case recommendation will be made if an
extension to training is required by the Director of
Medical Education,
21/22 programme of work to identify opportunities for
working with PCNs to support with employment of staff,
led by AD for Integration with operational leads at local
level.

Quarterly system
partnerships and
integration report to
Board

B. Delivering the NHS COVID vaccination programme and continuing to meet the needs of patients with COVID-19
Section/
CLCH ID
B1.1

B1.2

B1.3

Item

CLCH Lead

Being prepared for a Covid-19 revaccination programme from autumn

Medical
Dir/Chief
Nurse

Action
COVID group ongoing and meeting weekly.
Chief Nurse Executive Lead & Jayne Skippen, DDNT
appointed as programme Director
The MD & CN moving forward will take joint
accountability for both influenza and C19 staff vaccine
programmes.
Monthly paper to ELT
Weekly returns to region and internal circulation

Being prepared for a Covid-19
vaccination of children, should they be
authorised

COO

These will be delivered in negotiation with Local
Authorities for the use of Health Visiting and School
Nursing services at schools and community clinics

Covid virtual wards

COO

In place with intermediate care services

Assurance Route

ELT, Trust Strategic,
Weekly
ELT, Trust Strategic,
Weekly
ELT, Trust Strategic,
Weekly
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B1.4
B1.5

Post Covid (Long Covid) assessment
clinics

Continued application of the UK Infection
Prevention and Control Guidance from
PHE

COO

Medical Dir

The Executive medical director, (MD), retains oversight
of this in her role as Director of Infection Prevention
and Control.
The Trust is retaining 3 meetings per week that was
initiated as part of the EPRR response. All policy
changes will be discussed and disseminated into
divisions from this point, actions agreed- which are
monitored by the Resilience team and reported to the
ELT by the MD.

Infection Prevention
Group reports via ELT to
Infection Prevention
Group reports to Quality
committee and Board

C. Building on what we have learned during the pandemic to transform the delivery of services, accelerate the restoration of
elective and cancer care and manage the increasing demand on mental health services
Section/
CLCH ID Item
C1
Maximise elective activity, taking full
advantage of the opportunities to
transform the delivery of services
C1.1
The elective activity requirements relate
to acute Trust pathways and hence CLCH
will only need to consider a) Podiatric
surgery and b) any supporting pathway
work for example around Cardiac and
MSK pathways
C2
Restore full operation of all cancer
services
n/a

CLCH Lead

Action

Assurance Route

COO

In place with RTT weekly reporting and trajectories for
each services

FRIC and Board through
RTT reporing
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C3

C3.1
C3.2
C3.3

C3.4

C4

Expand and improve mental health
services and services for people with
learning disabilities and/or autism
Continue Long Term Plan commitments

COO

LD service review underway to improve operating
performance and access

ELT and FRIC

COO

Length of stay has been reduced during Covid. Given
the need to support the acute restoration the plan
needs to take into account system bed needs. This
features in each Divisional Business Plan

ELT

COO

Performance monitored with resource implications as
part of performance reviews

ELT and Performance
meetings

Improve accuracy of GP learning
disability register
Reduce inpatient care including by
enhancing community care to enable
more people to have personalised care
close to home
To tackle inequalities systems are asked
to implement the actions coming out of
LeDeR reviews. The national programme
requirement is for 100% of reviews to be
completed within 6 months of
notification
Deliver improvements in maternity care
n/a

D. Expanding primary care capacity to improve access, local health outcomes and address health inequalities
Section/
CLCH ID

Item

D1

Restoring and increasing access to
primary care services

CLCH Lead

Action

Assurance Route
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D1.1

Support PCNS to achieve their share of
15,500 FTE PCN roles to be in place by
the end of 2021/22, in line with a target
of 26,000 by 2023/24

D1.2

Community Pharmacy Consultation
Service extension

D1.3

Dental services - maximise clinically
appropriate activity

D2

Implementing population health
management and personalised care
approaches to improve health outcomes
and address health inequalities

D2.1

Systems to use adult population health
management techniques as part of
targeted recovery strategies, using NHS
Comprehensive Model for Personalised
Care

D2.2

NHS long term plan improvement plans
for diabetes, CVD and obesity to be taken
forward

Dir
21/22 programme of work to identify opportunities for
Partnerships
working with PCNs to support with employment of staff,
joint teams, and other support, led by AD for Integration
with operational leads at local level.
Medical Dir

Quarterly system
partnerships and
integration report to
Board

Medical Dir

Medical Dir

Medical Dir

The Trust has appointed a Director of Population Health,
(PH). This role is supported by a data analyst, to make
operational the ambitions set out by the NHS Long term
plan and implement the NHS Comprehensive Model for
Personalised Care. This approach has been part of the
clinical strategy for the Trust in the past and will
continue to be a prominent element of the new Clinical
strategy and is a core strand of the Equality Strategy –
Campaign 3 -led by the medical Director and Director of
PH.
The Trust is developing, using a co-design clinically led
approach, cross cutting written standards led by the
medical clinical leads in each division supported by a
senior operational manager. This will lead to the
production of core / essential standards but will be
modified and adapted as we work in Place with partners,
depending on local need, historical commissioning and
workforce availability. The outcome of this will include
improvement plans.

Quality Committee and
Equalities Committee

Quality Committee
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D2.3

Comprehensive Personalised Care
development to include personal health
budgets, social prescribing, personalised
care and support plans . Implementation
to be supported by recruitment to three
additional roles funded by ARRS (Social
prescribing Link Workers, Health and
Wellbeing coaches, Care Coordinators)

COO

Our contribution to this is through operations where we
either provide care management or care coordination.
ICPs will likely have oversight/responsibility for
extending personalised care in the round

ICP oversight mechanism

E. Transforming community and urgent and emergency care to prevent inappropriate attendance at emergency departments
(ED), improve timely admission to hospital for ED patients and reduce length of stay
Section/
CLCH ID
E1
E1.1

Item
Transforming community services and
improving discharge
With national transformation funding
and the increase in primary and
community care services funded through
baseline allocations we are asking every
system to set out plans to accelerate the
rollout of the 2-hour crisis community
health response at home to provide
consistent national cover (8am-8pm,
seven days a week) by April 2022.
Additional transformation funding will be
released subject to those plans and a
commitment by all community service
providers to provide complete and
accurate data to the Community Services
Dataset (CSDS) in 2021/22.

CLCH Lead

Action

Assurance Route

Potential staffing requirements and growth required
being actively discussed in each Borough/County. The
Trust awaits funding agreement, and will then recruit
additional staff. This activity is monitored monthly by
Board

ELT, FRIC, Board

COO
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E1.2

E2

All providers should continue to deliver
timely and appropriate discharge from
hospital inpatient settings and seek to
deliver an improvement in average
length of stay with a particular focus on
stays of more than 14 and 21 days. To
support this we will continue to fund the
first six weeks of additional care after
discharge from an NHS setting during the
first quarter and first four weeks from
the beginning of July. We will review the
position with Government for the second
half of the year.

COO

This KPI does not apply to CLCH as it is an acute metric.
Trust discharge is however monitored

ELT, FRIC

Ensuring the use of NHS111 as the
primary route to access urgent care and
the timely admission of patients to
hospital who require it from emergency
departments
n/a

F. Working collaboratively across systems to deliver on these priorities.
Section/
CLCH ID Item
F1
Effective collaboration and partnership
working across systems
F1.1
ICS system wide governance

arrangements to be set out in an MOU by
end of Q1
New NHS System Oversight Framework

CLCH Lead

Action

Assurance Route

Trust will be assessed based on updated SOF and
reported to Board via IFPR

IFPR through ELT,
Finance Committee and

CEO

Dir FPC
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Board
F2
F2.1

F3

F3.1

F4

F4.1

F5
F5.1

Develop local priorities that reflect local
circumstances and health inequalities
ICS to develop their own set of local care
priorities aligned to the four primary
purposes of the ICS (outcomes, tackling
inequality, productivity, helping the NHS
support broader social and economic
development)
Develop the underpinning digital and
data capability to support populationbased approaches
Systems should commence their
procurement of a shared care record so
that a minimum viable product is live in
September and roadmap for
development to include wider data
sources and use for population health is
ready for April 2022
Develop ICSs as organisations to meet
the expectations set out in Integrating
Care
Update development plans and prepare
to move to a statutory footing from April
2022
Implement ICS-level financial
arrangements
Summary ICS plans by 6 May and final
plans by 3rd June (H1 will continue block
arrangements)

Dir
Partnerships

Contribute to Local care priority setting via membership Through ICS Partnership
of ICS local care programmes (CLCH CEO is SRO for NWL) Board

Dir
Improvement

Dir
Partnerships

Contribute to ICS development and planning via our
membership of ICS Partnership Boards and leadership
groups (Chairs and CEOs).

Via Audit committee and
Board reports.

Trust Board has been asked to approve Budgets and
financial plans for 2021/22

Assurance on delivery
against approved plans
will be via IFPR through
ELT, Finance Committee
and Board

Dir FPC
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Board of Directors
27 May 2021
Report title:

Integrated Care System/Partnership update

Agenda item number:

2.2

Lead director responsible
for approval of this
paper

Anne Whateley, Director of Partnerships and Integration

Report author

Anne Whateley

CLCH 2020-2025
Strategic priorities

Population health
Improving the health of our patients and staff and reducing inequalities

Leading in local systems

Integrating services as
local partners

Putting our collective
CLCH experience and
efficiencies too work

Ensuring a sustainable
future

2020/21 strategic
2020/21 objectives
Please delete those which do not apply to this paper
priorities
Strategy implementation Implement strategic priorities of integration and place
Quality
Maintain and improve the quality of services delivered by CLCH
Workforce
Make CLCH a great place to work for everyone
Operations
Deliver all NHS constitutional and contractual standards
Digital transformation
Implement the vision of the NHS Long Term Plan
Finance
Deliver the 2020/21 financial plan including COVID related financial changes
Freedom of Information
Board in public
status
Executive summary:
The 4 Integrated Care Systems (ICS) of which CLCH is a member are continuing to lead and coordinate the
recovery from the pandemic, and respond to the requirements of the NHS operating plan for 2021/22,
including starting to plan and develop their structures in response to the recommendations in the White
Paper, pending final legislation from April 2022. As these plans emerge during May/June they will be
discussed with the Board.
This paper provides a brief update on the current position and brings a report from South and West Herts
Health and Care Partnership (ICP).
Assurance provided: Discussed and reviewed at ELT
Report provenance: Report of ELT
Report for:
Decision
x

Discussion

x

Information

x

Recommendation: To note the current position and approve the proposals from South and West Herts
Health and Care partnership (ICP).
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1
1.1

Purpose
The 4 Integrated Care Systems (ICS) of which CLCH is a member are continuing to lead and
coordinate the recovery from the pandemic, and respond to the requirements of the NHS
operating plan for 2021/22, including starting to develop their structures in response to the
recommendations in the White Paper, which is due to make its way through Parliament during
the next few months.

1.2

As per our twin strategic priorities of leading and working actively as partners in integration in
each of our systems, CLCH’s leadership team has continued to engage and contribute at all levels
of the system.

1.3

This paper provides a brief update on our systems for the Board to note.

2
2.1

Integrated Care Systems
Both North West London (NWL) and North Central London (NCL) were formally designated ICS’ on
1 April 2021, joining our other 2 ICS’. At the same time the 8 NWL CCGs merged into a single NWL
CCG. Further development work on the future shape of all 4 ICS’ is ongoing in response to the
requirements of NHSE’s 2021/22 priorities and operational planning guidance 1, and in
anticipation of legislation being enacted from April 2022. CLCH is contributing to the planning, and
the 2021/22 transitional arrangements, in all 4 systems through the Chair, CEO and members of
the executive team. As plans are developed during May and June they will be discussed with the
Board at its scheduled meetings.

3
3.3

Integrated Care/Place-based Partnerships
CLCH continues to be an active partner within each of the “Places” across its geography, with the
Directors of Operations representing the Trust in their relevant ICP leadership teams. The
importance of Place is reinforced in the White Paper and in ICS planning.

3.4

In NWL, the Chief Operating Officer and Director of Operations (NWL division) recently took on
the lead ICP Director role in Westminster/Kensington & Chelsea (COO), Harrow (COO jointly with
Local Authority); Hammersmith & Fulham (Director of Operations – NWL jointly with Local
Authority) for the transitional period of 2021/22. As reported at the November 2020 Board,
‘Boroughs are the key building block for the delivery of local integrated care within NW London
ICS’ requiring a strong partnership at borough level. The development of ICPs is key to supporting
the success of the ICS. Over the next quarter the leadership teams will continue to work together
to develop the ICPs, setting their priorities as we move into the next phase of recovery.

3.5

South and West Herts Health and Care Partnership 20/21 has produced its ICP end of year
update, which provides a summary of the ICP’s activity during 20/21, strategic milestones for
21/22 for partner Boards (Appendix A).
The board is asked to:
a) note the progress made during 2020/21 in terms of the ICP development and the delivery
of more integrated care for patients and residents
b) approve the strategic milestones for 2021/22 as set out in appendix 2 and summarised in
section 5.1
c) approve the name and logo for the ICP
d) approve the revised terms of reference for the ICP board as set out in appendix 3.

1

https://www.england.nhs.uk/wp-content/uploads/2021/03/B0468-nhs-operational-planning-and-contractingguidance.pdf

101

Appendix A

South and West Herts Health and Care Partnership
Meeting
Paper title
Date
Agenda item
For Decision or discussion?

ICP and Partner Organisations’ Boards
20/21 – ICP end of year update
27 April 2021
Decision

1.0 Purpose
1.1
The purpose of this paper is to provide an end of year update to the boards (for HCC
this will be their Strategic Partnership Meeting) of our partner organisations, and to seek
approval for:
•

The strategic milestones for 2021/22

•

The new name and logo for the partnership

•

The updated terms of reference for the partnership board.

2.0 Context
2.1
Work to develop our integrated care partnership (ICP) started in the spring of 2019
and led to the production of a case for change in September 2019. Following the agreement
of that case for change, a vision and set of principles for the ICP were agreed and the ICP
board was established to oversee the development of the ICP. Eight supporting
workstreams were established covering areas such as governance, finance and contracting,
quality and communications. In February 2020 the West Herts ICP board agreed a set of
strategic priorities for 2020/21, which were recommended to the six statutory organisations
for approval. The onset of the Covid-19 pandemic and the suspension of normal business
meant that the priorities were not agreed by all six organisations at that time.
2.2
Over the course of 2020/21 work on establishing the ICP was inevitably impacted by
our response to Covid-19. Whilst this has delayed the timetable of elements of our work, it
has also created opportunities for us to deliver differently as a system, make decisions about
our collective priorities together and implement innovative solutions at pace. Our services
are more integrated in many areas, our relationships have improved and we have learned a
lot about how to work together to improve outcomes for patients.
2.3
We have set out below a brief summary of what we have done over 20/21 towards
establishing the West Herts ICP (section 3) and how we have integrated care for patients
(section 4).
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3.0 Developing our Partnership during 20/21
During 20/21 we have continued to progress work to establish the ICP in West Herts.
3.1
In the first part of the year, the system was heavily focussed on our response to Covid-19.
ICP work was largely paused whilst allowing some progress with minimal operational input.
Any activity that was undertaken in relation to the ICP was to support response and / or
recovery and only where an ICP focus would add value.
3.2
The area where we agreed that the ICP could best support the Covid-19 recovery was
to evaluate four key service changes that took place during wave 1, with a view to
determining whether they should be adopted / adapted for the longer term. The evaluation
of the Covid-19 virtual hospital is complete and was very positive, so we are now producing
a business case for a virtual hospital model covering all clinically appropriate people, starting
with COPD and heart failure.
3.3
A revised plan for the year was agreed in July, with an emphasis on supporting the
Covid-19 recovery. This was based on a five stage process, with the ICP supporting phases 3
to 5:

3.4
The plan also included the business-critical milestones from the original ICP plan for
2020/21, with revised delivery date. The plan is set out in appendix 1 and shows which
elements were achieved and which were not. In general, actions relating to phase 3 were

103

achieved, but those relating to phases 4, 5 and the original ICP plan were heavily impacted
by the fact that the Covid-19 wave 2 was both significant in scale and long in duration.
3.5
In the final quarter of 20/21, we started to increase ICP development activity while
minimising the impact on operational teams. This period included reassessing the
milestones that had previously been agreed, establishing the business critical milestones
and restarting workstreams that are on that critical path. The key milestones identified
were developing the governance framework and the operating model, and these have been
the focus of work since January.
3.6
As an ICP, we are committed to ensuring that public involvement is embedded in our
activity. During 20/21 this has been challenging but we have been able to test the branding
and name with patient involvement groups and the public. We have developed a short-term
approach to ensure we have appropriate engagement and involvement on the development
of the strategy and some elements of the ICP establishment. We have also agreed an
approach to public engagement for October 2021 onwards, which includes a Patient
Engagement Group reporting to the ICP Board and providing assurance on the approach to
public engagement as well as having two representatives from the group sitting on the
Board.
4.0 Transforming services during 2020/21
4.1
Our response to Covid-19 has resulted in some innovative integrated service
transformation which we will continue to develop and learn from as we work on future
transformation activity. This has included the implementation of the Covid-19 virtual
hospital, which has been nationally recognised and which we are continuing to evolve to
support a wider range of conditions. We have also implemented an enhanced rapid
response service in the community supporting prevention of admission as well as our
integrated support discharge activity. Delivering the level of change that has been achieved
at pace has built an appetite and confidence for delivering further service change as we
develop our transformation agenda for the ICP.
4.2
Another positive outcome from the year is that we have substantially improved the
clinical and professional leadership of the ICP by resetting the role and membership of the
integrated clinical and care advisory group (ICAG). This group now has senior clinical and
professional leadership representation from all organisations and is taking a key leadership
role in the development of the integrated health and care strategy and the delivery of
system transformation priorities.
5.0 Strategic milestones for 21/22
5.1
The high level strategic milestones that were initially set for the ICP in February 2019
need to be revised as a result of the slippage seen during 2020/21. The original milestones
and the revised milestones are:
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Milestone
Agree integrated health and care
strategy
Governance arrangements agreed and
operating in shadow form
Financial model and risk share agreed
and operating in shadow form
ICP partial go live
Delegate first phase commissioning
responsibilities to ICP
ICP full go live with single contract in
place
Delegate all relevant commissioning
responsibilities to ICP

Original date
30 September 2020

Revised date
30 September 2021

30 September 2020

30 September 2021

30 September 2020

30 September 2021

1 April 2021
1 April 2021

1 April 2022*
30 September 2021

1 April 2022

1 October 2022

1 April 2022

1 April 2022

* revised plan will see a more extended ICP go live in the first phase than under original plan

5.2
The focus for 21/22 is to be in a position to have an established ICP in place by April
2022, the point at which the White Paper indicates that the CCGs will no longer exist and the
ICS will be established as the statutory body responsible for commissioning. We do not
expect to be ready to move to a single contract at that point but would aim to be working in
ways that would mimic a single contract. The operation of the ICP will be underpinned by a
partnership agreement and an operating model. We propose to establish the ICP in shadow
form from October 2021, underpinned by a draft partnership agreement and operating
model which will then be tested and refined before we go live in April 2022. The summary
programme plan is shown below.

105

5.3
The detail of what shadow operation will look like will be the focus of the work to
develop the governance framework. This is expected to include decision-making as a
partnership on a small number of areas or pathways where more than one provider delivers
the service. This could include for example the Herts Integrated Diabetes Service and
discharge to assess.
5.4
For the full ICP establishment, we would expect to make decisions in relation to all
integrated services as a collective board. We would also expect to deliver a number of
commissioning functions that would be delegated by the ICS NHS body. We will need to
work with the ICS to understand what requirements or gateways the partnership would
need to meet and ensure that we are able to meet those assurance requirements before
taking responsibility from 1 April 2022.
5.5

The detailed milestone plan is set out at appendix 2.

6.0 Name and logo for the partnership
6.1
As our plans become more real it is important that we have a clear identity for our
ICP. Following a limited amount of engagement with patient representatives, the ICP board
has endorsed the name South and West Herts Health and Care Partnership, and the logo
shown below:
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6.2
The geographical element of the name reflects the fact that we cover more than just
West Hertfordshire, and that a significant proportion of the local population receive acute
services from providers other than West Herts. The ‘health and care partnership’ element
reflects the move away from the term ‘integrated care partnerships’ at a national level and
is easier for people to understand. The board is asked to approve the name and logo.
7.0 Terms of reference for the ICP board
7.1
In line with good practice, the ICP board has reviewed its terms of reference at the
end of a year of operation. A small number of changes have been endorsed by the ICP
board, for which approval is now sought.
8.0 Recommendation
8.1

The board is asked to:
a) note the progress made during 2020/21 in terms of the ICP development and the
delivery of more integrated care for our patients and residents
b) approve the strategic milestones for 2021/22 as set out in appendix 2 and
summarised in section 5.1
c) Approve the name and logo for the ICP
d) Approve the revised terms of reference for the ICP board as set out in appendix 3.
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Appendix 1: achievement against the revised plan for 2020/21
Phase

3a

3b

4

Milestone
•Services restarted as far as can be achieved given capacity constraints
•Clear understanding of how services are stopped again if needed while mitigating against key critical concerns
•Scale of backlog fully understood across all services
•Agreement regarding prioritisation of use of scarce resources across system eg diagnostics
•Independent sector use maximised
•Understand impact on delivery of long term plan as part of ICS discussions
•Scale of elective activity that can be delivered over winter understood and appropriate prioritisation of patients in
place
•Critical concerns managed in way that reduces scale compared to first peak
•Independent sector use maximised
•Effective public communications campaign in place
•2WW and urgent patient referrals maintained throughout winter with performance as close to target as possible
•Critical concerns managed effectively
•Independent sector use maximised
•Likely demand mapped
•Plan for winter capacity in place
•Explicit triggers for response to increased Covid demand in place
•Winter plan tested against autumn Covid peak, amended as required
•Winter delivered safely
•Further transformation required to deliver winter capacity identified, agreed and in place
•Data capture in place for agreed priority transformations

Date due
Sep-20
Sep-20
Sep-20
Sep-20
Sep-20
Sep-20

RAG rating

Comment

Impact not yet assessed given wave 2

Dec-20
Dec-20
Dec-20
Dec-20
Mar-21
Mar-21
Mar-21
Sep-20
Sep-20
Sep-20
Dec-20
Mar-21
Sep-20
Sep-20

•Shared understanding of key inequalities issues across the ICP

Sep-20

•Review / refresh locality delivery plan objectives

Sep-20

•Data capture complete, evaluations of 4 key changes underway using decision making framework (appendix 2)

Dec-20

•Service transformations adapted where clear quality, equality or financial issues identified
•Business cases approved to adopt
•effective transformations for the long term, based on overall benefit to the system
•Clear financial processes in place to enable the system wide approach to be adopted

Dec-20
Mar-21
Mar-21
Mar-21

Needs analysis now completed for West
Herts
One evaluation complete, challenges with
data in other areas
One business case nearly complete
Work in progress but delays to milestone
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Phase

Milestone
Date due
•Actions agreed to target inequalities based on a population health approach
Dec-20
•Revised dates for implementing the ICP agreed with progress being made on all enabling work streams
Dec-20
5
•Joint needs analysis for Covid/ non Covid
Mar-21
•Clear plan in place for the ICP for 2021/22
Mar-21
•Widespread adoption of virtual ways of working
Mar-21
•Agree how the ICP principles will be made real, notably our approach to shared decision making through agreement
Dec-20
of the decision making framework
From
•Agree working hypothesis for commissioning functions to be delegated to the ICP over the next 18 months
Dec-20
original
•Agree working hypothesis for contract form
Mar-21
ICP plan
•Agree first draft integration strategy
Mar-21
•Governance arrangements and integration agreement for ICP agreed
Mar-21
•ICP financial model and risk share agreed, commence shadow operation
Mar-21

RAG rating

Comment
Deferred
In board paper for approval
Needs analysis completed
In board paper for approval
All partners using virtual
Work in progress but delays to milestone
Work in progress but delays to milestone
Work in progress but delays to milestone
Work in progress but delays to milestone
Work in progress but delays to milestone
Work in progress but delays to milestone
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Appendix 2: strategic milestones for 2021/22

Programme
Area
ICP
Establishment

-

-

Quarter 1
April-June 2021
Restart of all workstreams
Agreement of governance
hypotheses
Development of content
for governance
framework
Determination of primary
care input into ICP
structures
Agree the commissioning
functions for delegation
to the ICP
Development of content
for the financial
framework (FF) including
risk share arrangements
Develop longer term
approach to public
involvement

-

Quarter 2
July-Sept 2021
Identifying any “gateway”
milestones required from
ICS.
Development of the draft
Integration Agreement
(IA)
Development of the draft
Operating Model (OM)
Sign-off of the draft IA
prior to shadow ICP Board
being established
Sign-off of the draft OM
prior to shadow ICP Board
being established
Sign off the draft FF prior
to shadow ICP Board
being established
Implement the approach
to public involvement

-

Quarter 3
Oct-Dec 2021
Testing of the Integration
Agreement
Testing of the Operating
Model
Testing of the financial
framework
Working towards any
“gateways” / milestones
required from ICS to
support delegated
authority for specific
activity.

-

-

Quarter 4
Jan-March 2022
Demonstrating
achievement towards any
“gateways” / milestones
for ICS
Review and refresh IA
Review and refresh OM
Review and refresh
financial framework
Sign-off IA prior to ICP
Board being established
Sign-off OM prior to ICP
Board being established
Sign off FF prior to ICP
Board being established
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Programme
Area
Transformation

-

-

-

-

Quarter 1
April-June 2021
Development of the
Health and Care Strategy
Agreement of
transformation work to be
overseen by the ICP – will
then inform work in
quarters 2 to 4
Agreement of the Virtual
Hospital (VH) model and
implementation of Heart
Function and COPD VH
pathways
Identification of future
priority VH pathways
Discussions on scope of
the proactive model for
the management of long
term conditions
Implementation of agreed
paediatrics pathways.

-

-

Quarter 2
July-Sept 2021
Sign-off of Health and
Care Strategy
Evaluation of heart
function and COPD
pathways
Development of next
phase of priority VH
pathways
Initiation of formal
programme for the
proactive model for the
management of long term
conditions
Ongoing evaluation of
paediatrics pathways

-

-

Quarter 3
Oct-Dec 2021
Co-develop a delivery plan from the Health and Care
Strategy with partners,
setting out priorities for
the next 3 years
Discussions on scope of
the prevention model of
care (TBC by strategy
work).

Quarter 4
Jan-March 2022
Initiation of the formal
programme of work for
the prevention model
Sign off the strategy
delivery plan including
priorities for 2022/23.

NB – Milestones in blue are dependent on work being jointly undertaken with the ICS.
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Appendix 3: Terms of reference for the ICP Board

West Herts Integrated Care Partnership Board
Terms of Reference
1.

Role of the West Herts ICP Board

1.1

The role of the West Herts ICP Board (“ICP Board”) is to provide the multi-agency, system
leadership that drives and leads the delivery of the strategic objectives of the west Herts
clinical strategy, “Your Care, Your Future” and the STP strategy “A Healthier Future”. The
delivery vehicle for integrated system working will be the West Herts Integrated Care
Partnership (West Herts ICP), which has the vision ‘All partners working effectively together
to reduce health inequalities and improve the health and wellbeing of people in
Hertfordshire’. In its first phase the ICP Board will oversee the development and
establishment of the ICP and the development of the Health and Care Strategy for the South
and West Herts population.

2.

Responsibilities and functions

2.1

The key responsibilities of the ICP Board are:
• To take joint accountability for the development and implementation of plans to
transform the delivery of health and care in west Herts.
• To take joint accountability for the development and delivery of the overall financial
plan for west Herts.
• To maintain oversight, understanding and alignment of individual organisation
strategies and plans.
• To drive whole-system planning and prioritisation.
• To approve recommendations for activity/interventions arising from the ICS’s Clinical
Transformation workstreams, the enabling workstreams and the task and finish
groups.
• To assure and drive the performance and delivery of the Locality Delivery
Programme workstreams in the west Herts area.
• To identify and implement solutions to barriers and blocks to the delivery of the
Locality Delivery Programme.
• To address resource gaps for the implementation of the Local Delivery Plans and the
ICP.
• To review material planned commissioning decisions to ensure that the decision is
consistent with the vision and integration aims of the ICP.

2.2

At each meeting, the ICP Board will receive programme updates and a risk register from the
West Herts Delivery Board and from the ICP programme executive.
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3.

Membership

3.1

The membership of the West Herts ICP Board will comprise:
• Chief Executive: West Hertfordshire Hospitals Trust (Chair)
• Chief Executive: Herts Partnership University Foundation Trust
• Chief Executive: Herts Community NHS Trust
• Chief Executive: Central London Community Health Trust
• Director of Children’s Services: Hertfordshire County Council
• Director of Adult Care Services: Hertfordshire County Council
• Managing Director Herts Valleys CCG – ICS Representative
• Chairs of the ICP Integrated Clinical and Care Advisory Group (ICAG)
• Chairs of the West Herts Delivery Board
• Chair of the ICP Programme Executive
• Two General Practice representative
• Chair and another member of the Patient Engagement Group

3.2

Meetings of the ICP Board will be chaired by the Chief Executive of West Hertfordshire
Hospitals Trust.

3.3

Members of the ICP Board will operate with the individual delegated responsibility from
their employing organisation to enable the Partnership to carry out its responsibilities and
functions. In some circumstances this will necessitate decisions being taken through each
organisation’s specific governance processes.

3.4

Named deputies are permitted to attend meetings where individuals above are unable to
attend.

3.5

The ICP Board may invite other officers, staff or organisations to attend and present items as
required.

3.6

A form of partnership board that involves executive and non-executive leadership will meet
twice a year to agree strategy and annual objectives, and to track progress against them.

4.

Frequency of meetings

4.1
5.

The Board will meet monthly.
Meeting administration

5.1

The ICP Board will be administered by the ICP PMO.

5.2

An agenda and relevant papers will be circulated five working days before the meeting to
enable papers to be shared and views sought within the constituent organisations so that
representatives are appropriately empowered to make decisions.

5.3

Action points arising from the Board meetings will recorded and circulated to all members in
a timely manner.
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5.4

Meetings will be considered quorate when 50% of the members (or their deputies) are
present.

6.

Conflicts of interest

6.1

The ICP Board will actively manage inevitable conflicts of interest of its member
organisations.

6.2

A register of ICP Board Member’s interests will be maintained and circulated with the papers
for each meeting.

6.3

ICP Board members will disclose interests in respect of agenda items both prior to and at the
commencement of each meeting, both for themselves as an individual and for the
organisation that they are representing.

6.4

All conflicts of interest disclosed at a meeting in respect of a specific agenda item shall be
minuted.

7.

Reporting responsibilities

7.1

The diagram below sets out the upward accountability for the ICP board.

7.2

Individual members will be responsible for disseminating relevant information and updates
within their own organisation.

8.

Review

8.1

These Terms of Reference will be reviewed in October 2021 and then on an annual basis
going forward, or as necessary.

9.

Overall ICP governance structure
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CLCH 2020-2025
Strategic priorities

Population health
Improving the health of our patients and staff and reducing inequalities

Leading in local systems

Integrating services as
local partners

Putting our collective
CLCH experience and
efficiencies too work

Ensuring a sustainable
future

2020/21 strategic
2020/21 objectives
Please delete those which do not apply to this paper
priorities
Strategy implementation Implement strategic priorities of integration and place
Quality
Maintain and improve the quality of services delivered by CLCH
Workforce
Make CLCH a great place to work for everyone
Operations
Deliver all NHS constitutional and contractual standards
Digital transformation
Implement the vision of the NHS Long Term Plan
Finance
Deliver the 2020/21 financial plan including COVID related financial changes
Freedom of Information
status
Executive summary: Key points to note from the report are:
Performance:
The Trust Board have agreed that the Trust will not be rating KPI performance against targets during the
Covid-19 response period.
Quality:
During April 1 out of 24 indicators was rated as red on the Trust quality scorecard with 0 rated as amber.
I&E Performance:
The Trust has planned for a breakeven position in 2021/22, consistent with the financial framework put in
place linked to Covid-19.
The YTD position is a £601k adverse variance against plan and the forecast Year End position is a £6.6m
adverse variance against the breakeven plan; the key issue is unfunded services provided to assist the wider
health system. The Trust is liaising with individual ICS’s to secure the funding for this.
Capital: The Trust has capital plan for 2021/22 of £12.4m; nothing has been spent in Month 1.
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Cash: As at the end of Month 1 CLCH had a cash balance of £75.1m (£72.4m Month 12); the forecast Year
End cash balance is £67.9m.
Debtor and creditor management is subject to weekly management and reporting to ensure the Trust has
sufficient funds on hand to fund investment and operational costs and ensure that cash is collected in a
timely manner and is not impacted by wider NHS liquidity issues.
SOF: The Trust was evaluated as Segment 1 out of 4 under the Single Oversight Framework (SOF) in Month
1, with this deteriorating to Segment 2 at Year End based on the I&E forecast.
Assurance provided: The report represents the aggregate results of the Trust performance.
Report provenance: This report has been produced by Finance, BI, Quality, Workforce and Operational
teams and also reflects Divisional Management Boards and Monthly Performance Improvement Meetings.
Report for:

Decision

Discussion



Information



Recommendation: To review and note Trust performance.
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Overview – The Must Knows
Finance

Quality

I&E Performance (4.2): Trust has a deficit of £601k in month 1, an adverse variance of the
same against its break even plan. The Trust is currently forecasting a full year deficit of
£6.6m, an adverse variance of the same against a break even plan.
QIPP recurrent (4.1): The Trust has achieved is planned savings target of £492k in month
1. It has recurrent plans in place to deliver the full £5.9m target.
Recurrent Surplus/Deficit against plan (4.4): Not applicable for H1 21/22.
Cash (4.3): Cash balances of £75.1m are above forecast by £0.2m.
Working Capital: Receivables >90 days 18% (17% Mth12), Payables >90 days 41% (53%
Mth12)
Capital: The Trust has invested £0m capital YTD. The requested capital resource limit
(CRL) for 20/21 is £12.4m and this has been approved by NWL ICS. This does not however
include the projected costs of Brent mobilisation.

Workforce

Operations

The Vacancy Rate (6.3) is at 9.77% in April which is within the target green range , it is the
lowest it has been since we have been recording vacancy.
BAME Band7+ Appointments (6.4) - The in month position at 50% is in the target green
range .
The 12 month rolling absence rate (6.2) has shown a decrease of 0.27% dropping to below
5% for the first time since last April 2020 to 4.96%. The impact of Covid sickness is reducing
slightly as a proportion of overall sickness.
The Trust appraisal rate is in Amber rag zone . The April Rate has moved up to 82.92% from
82.09% (+0.83%).

Constitutional Metrics (5.1 and 5.3): The Trust achieved the target for 4 hour A&E waits.
In April with 100% of patients in accessed Walk-In - Centers within 4 hours. In terms
of RTT access to services, the April data will be available 21st May.
5.2 Percentage of all Trust patients seen within 10 weeks and 18 weeks: Performance
improved in April to 75.9% from 75.1 in March. Virtual appointments continued to be
offered this has helped waiting time for patients improve in recent months. The Board
should however note that as direct clinic based services recommence there are patients
waiting and this may well increase waiting time performance as patients will be seen in
chronological order.
5.4 Percentage of Bed days lost to NHS DTOC: Performance improved in April to 7% from
8% in March. Increased delays were noted during month due to the wait for positive test
results and the number of patients waiting for nursing home placements due to Covid.
This is actively managed within the Trust, including the increased proactive management
of discharge, but Board will have noted the impact of Covid19 outbreak management.
5.5 Rapid Response:In April the Trust achieved 97.2% (with data from Hertfordshire
collected since February) an improvement on 95.1% in March and above the target of
85.0% with 1417 patients referred within month.

Note:

= Trust KPI

= Other Must Know
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Trust KPIs
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April 2021– Strategic KPIs
Quality
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April 2021 – Strategic KPIs
Finance
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April 2021 – Strategic KPIs
Operations
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April 2021 - Strategic KPIs (Workforce)

Workforce
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April 2021 – Strategic KPIs
Digital Transformation
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Central London Community Healthcare NHS Trust

Quality
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Quality Scorecard (1) – April 2021
Quality Campaign

Key Performance Indicator

Performance
Apr-21

YTD

Proportion of patients who felt staff took time to find out about them

95.0 %

99.2 %

99.2 %

Proportion of patients who were treated with respect and dignity

95.0 %

97.7 %

97.7 %

Friends and family test - Percentage of Staff recommending CLCH as a place for
Treatment

75.0 %

A Positive Patient Experience Patient Friends and family test - Proportion of Patients rating their overall experience as
Changing behaviours and care very good or good
to enhance the experience of
our patients and service users Proportion of patients' concerns (PALS) responded to within 5 working days

Preventing Harm
Incidents & Risk

Target

Quarterly Quarterly

92.0 %

95.6 %

95.6 %

95.0 %

100.0 %

100.0 %

Proportion of complaints responded to within 25 days

100.0 %

100.0 %

100.0 %

Proportion of complaints responded to within agreed deadline

100.0 %

100.0 %

100.0 %

Proportion of complaints acknowledged within 3 working days

100.0 %

100.0 %

100.0 %

Proportion of clinical incidents that did not cause harm (moderate to catastrophic
categories)

97.0 %

97.8 %

97.8 %

Zero tolerance to falls in bedded units with harm (moderate or above)

0

0

0

Zero tolerance of new (CLCH acquired) category 3 & 4 pressure ulcers in bedded units

0

0

0

Zero tolerance of new (CLCH acquired) category 2 pressure ulcers in bedded units

0

2

2

Zero tolerance on the number of patients in our bedded areas who have reported a
CAUTI

0

0

0
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Quality Scorecard (2) – April 2021
Quality Campaign

Smart, Effective Care

Key Performance Indicator

Target

Performance
Apr-21

YTD

Percentage of deaths in community hospitals (expected and unexpected) compared to all discharges (excluding
palliative and end of life care)

3.8 %

0.4 %

0.4 %

Percentage of Central Alerting System (CAS) alerts including Patient Safety Alerts (PSAs) due, and responded
to, within deadline

90.0 %

100.0 %

100.0 %

Percentage of hand hygiene episodes observed across CLCH bedded areas that are compliant with policy

97.0 %

Quarterly

Quarterly

96.8 %

96.8 %

95.0 %

95.0 %

Percentage of staff trained at Making Every Contact Count level one-

Non – Clinical

95%

Percentage of staff trained at Making Every Contact Count level two -Clinical

95%

Statutory & Mandatory training - Non-Clinical

95 %

97.2 %

97.2 %

Statutory & Mandatory training - Clinical

95 %

95.3 %

95.3 %

Staff Turnover rate – 12 month rolling (Clinical)

12.7 %

12.7 %

Sickness absence rate - 12 month rolling (Clinical)

5.5 %

5.5 %

Percentage of staff who have an appraisal

82.1 %

82.1 %

Staff Vacancy rate (Clinical)

11.5 %

11.5 %
128
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Modelling the Way

Workforce

Inpatient Mortality (1)
NW

Athlone Rehabilitation Unit

Apr-21

May-21

Jun-21

Jul-21

Aug-21

Sep-21

Oct-21

Nov-21

Dec-21

Jan-22

Feb-22

Mar-22

Deaths

1

0

0

0

0

0

0

0

0

0

0

0

Discharges for resuscitation

0

0

0

0

0

0

0

0

0

0

0

0

Deaths & Discharges (inc resuscitation)

NW
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0

0

0

0

0

0

0

0

0

0

0

% Deaths (inc resuscitation)

3.3%

0%

0%

0%

0%

0%

0%

0%

0%

0%

0%

0%

Alexandra Rehabilitation Unit

Apr-21

May-21

Jun-21

Jul-21

Aug-21

Sep-21

Oct-21

Nov-21

Dec-21

Jan-22

Feb-22

Mar-22

0

0

0

0

0

0

0

0

0

0

0

0

Discharges for resuscitation

0

0

0

0

0

0

0

0

0

0

0

0

Deaths & Discharges (inc resuscitation)
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0

0

0

0

0

0

0

0

0

0

0

% Deaths (inc resuscitation)

0.0%

0%

0%

0%

0%

0%

0%

0%

0%

0%

0%

0%

Edgware Hospital - Jade Ward

Apr-21

May-21

Jun-21

Jul-21

Aug-21

Sep-21

Oct-21

Nov-21

Dec-21

Jan-22

Feb-22

Mar-22

Deaths

0

0

0

0

0

0

0

0

0

0

0

0

Discharges for resuscitation

0

0

0

0

0

0

0

0

0

0

0

0

Deaths

NC

Deaths & Discharges (inc resuscitation)

NC
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0

0

0

0

0

0

0

0

0

0

0

% Deaths (inc resuscitation)

0.0%

0%

0%

0%

0%

0%

0%

0%

0%

0%

0%

0%

Adams Ward

Apr-21

May-21

Jun-21

Jul-21

Aug-21

Sep-21

Oct-21

Nov-21

Dec-21

Jan-22

Feb-22

Mar-22

0

0

0

0

0

0

0

0

0

0

0

0

Discharges for resuscitation

0

0

0

0

0

0

0

0

0

0

0

0

Deaths & Discharges (inc resuscitation)
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0

0

0

0

0

0

0

0

0

0

0

% Deaths (inc resuscitation)

0.0%

0%

0%

0%

0%

0%

0%

0%

0%

0%

0%

0%

Finchley Hospital - Marjorie Warren Ward

Apr-21

May-21

Jun-21

Jul-21

Aug-21

Sep-21

Oct-21

Nov-21

Dec-21

Jan-22

Feb-22

Mar-22

Deaths

0

0

0

0

0

0

0

0

0

0

0

0

Discharges for resuscitation

0

0

0

0

0

0

0

0

0

0

0

0

Deaths

NC

Deaths & Discharges (inc resuscitation)

NW

42

0

0

0

0

0

0

0

0

0

0

0

% Deaths (inc resuscitation)

0.0%

0%

0%

0%

0%

0%

0%

0%

0%

0%

0%

0%

Pembridge Palliative Care Unit (Closed)

Apr-21

May-21

Jun-21

Jul-21

Aug-21

Sep-21

Oct-21

Nov-21

Dec-21

Jan-22

Feb-22

Mar-22

Deaths

0

0

0

0

0

0

0

0

0

0

0

0

Discharges for resuscitation

0

0

0

0

0

0

0

0

0

0

0

0

Deaths & Discharges (inc resuscitation)

0

0

0

0

0

0

0

0

0

0

0

0

0%

0%

0%

0%

0%

0%

0%

0%

0%

0%

% Deaths (inc resuscitation)

Source: BIPA Team , Note reporting of inpatient mortality in Herts is being reviewed.

0%
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Inpatient Mortality (2)
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Source: BIPA Team , Note reporting of inpatient mortality in Herts is being reviewed.

Central London Community Healthcare NHS Trust

Operations
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TDA Access and Outcomes Framework

Awaiting RTT data - submission deadline is the 20th May 2021
Source: BIPA Team
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Key Financial Issues
Income and Expenditure Summary
Income
Expenditure
Year to Date

At Month 1 CLCH has a £601k deficit, a variance of the same against a
plan of break even. The Trust achieved an EBITDA margin of 0.9% as at
the end of Month 1 which is under plan for the period.

I&E Forecast

The Trust is forecasting a deficit of £6.6m. This reflects the continuation
of new services provided at risk to assist the wider health system. The
Trust is liaising with individual ICS’s to secure the funding for this.

Covid-19
Costs

The Trust has £767k of costs relating to Covid 19 in month. These costs
are driven by new services that the Trust are continuing to provide at risk
to assist the wider health system.

QIPP

For 21/22 the Trust has a full year QIPP target of £5.9m. In month 1 the
Trusts achieved savings of £492k against a plan of the same.
The Trust has recurrent plans in place to deliver the full £5.9m target.

Balance
Sheet,
Capital and
Cash

Income
Pay Expenditure
Non-Pay Expenditure
EBITDA
Depreciation
Amortisation
Dividend
(Planned Surplus)/Deficit
Technical adjustments
(Total Surplus)/Deficit
EBITDA Margin

FY Budget
£000
-294,053
196,755
89,598
-7,700
3,639
2,461
1,600
-0
0
-0
2.6%

YTD Plan

The Trust has invested £0m capital YTD.
resource limit (CRL) for 21/22 is £12.4m.

The requested capital

The Trust was evaluated as Segment 1 out of 4 under the Single
Oversight Framework (SOF) in Month 1, with this deteriorating to
Segment 2 at Year End based on the I&E forecast.

YTD Actual

£000
-24,504
16,435
7,428
-642
303
205
133
-0

£000
-24,461
17,333
6,904
-224
458
282
85
601

-0
2.6%

601
0.9%

YTD
Forecast
Variance
Variance
£000
£000
-43
98
-898
-7,304
523
780
-418
-6,425
-154
-154
-77
-77
48
48
-601
-6,608
0
0
-601
-6,608

Statement of Financial Position

As at the end of Month 1 CLCH had a cash balance of £75.1m (£72.4m
Month 12).

Receivables >90 days 18% (17% Mth12), Payables >90 days 41% (53%
Mth12).

SOF

Income & Expenditure

Non-current Receivables
Property, Plant and Equipment
Prepayments
Current assets
Cash
Receivables: due from NHS and DHSC group bodies
Receivables: due from non-NHS/DHSC group bodies
Total Assets
Current liabilities
Trade and other payables: capital
Trade and other payables: non-capital
Provisions
Other liabilities: deferred income including contract liabilities
Total current liabilities
Non-current liabilities
Provisions
Total net assets employed
Income and expenditure reserve
Revaluation Reserve
Public Dividend Capital
Total taxpayers' and others' equity

Opening as at
01/04/21

Month 1
Actual

Month 12
Forecast

£'000

£'000

£'000

75,480
339

74,767
267

79,703
0

72,424
8,789
13,928
170,960

75,083
8,162
17,837
176,116

67,872
8,162
17,837
173,574

(765)
(56,748)

(2,499)
(60,585)

(3,189)
(63,977)

(719)
(12,515)
(70,747)

(738)
(12,698)
(76,520)

(738)
(12,698)
(80,602)

(150)
100,063
74,430
19,963
5,670
100,063

(154)
99,442
73,809
19,963
5,670
99,442

(138)
92,834
67,201
19,963
5,670
92,834
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Single Oversight Framework

Area

Weighting

Metric

Definition
1

Financial

0.2

sustainability
0.2

Financial
efficiency

0.2

Financial
controls

0.2

0.2

Degree to which the provider’s
Capital service
generated income covers its
capacity
financial obligations
Days of operating costs held in
cash or cash-equivalent forms,
Liquidity (days) including wholly committed lines
of credit available for drawdown

I&E margin

Distance from
financial plan

YTD
Actual

Score
2

3

4

>2.5x 1.75-2.5x 1.25-1.75x < 1.25x

>0

(7)-0

(14)-(7)

<(14)

I&E surplus or deficit / total
revenue

>1%

1-0%

0-(1)%

≤(1)%

YTD actual I&E surplus/deficit in
comparison to YTD plan I&E
surplus / deficit

≥0%

(1)-<0% (2)-<(1)%

<(2)%

≤0%

0%-25% 25-50%

>50%

Agency spend Distance from provider’s cap

Overall score

Forecast
Year end

1

1

1

1

2

4

1

4

1

1

1

2

Notes
 The Trust expects to achieve Segment 1 out of 4 under the Single Oversight Framework (SOF).
 It is important for the Trust to meet its surplus target on three metrics; capital service capacity, I&E margin and distance from plan, are dependent on it.
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Executive summary:
This paper sets out the development of the Divisional, Corporate Directorates’ and Trust-wide 2020 NHS Staff
Survey action plans. The plans have been reviewed by ELT and are presented to the Trust Board for approval.
The Board received a detailed staff survey results report accompanied by the communications and
engagement plan on 25th March 2021. Since then, the Trust has initiated the following to support the
development of the local action plans:
• Organised Trust-wide and divisional engagement events/roadshows/workshops to introduce
colleagues to the results, gain initial feedback and agree next steps
• Designed and shared division/directorate specific feedback forms to receive staff feedback on what’s
important to them. Colleagues were asked to identify 3 areas of focus and provide suggestions/ideas)
• HR collated feedback and shared with divisions/directorates to draft action plans (Appendix 1)
The Trust is committed to improving our colleagues’ experience at CLCH and aims to achieve this by the
development of robust divisional/directorate action plans, the aim of which will be to improve some of the
themes that came across as concerns through the staff survey results. The localised plans feed into the
overarching Trust-wide action plan. The aim was to involve our people in developing the plans by providing
suggestions/ideas. The divisional and trust-wide action plans have been developed based on quantitative data
suggesting areas of focus that are the most important to our colleague as well as qualitative data received
through free text fields from the feedback forms. Appendix 2 provides examples of both.
Themes
The 2020 NHS Staff Survey considered results against 10 themes: Equality, diversity and inclusion; Health and
well-being; Immediate managers; Morale; Quality of care; Safe environment – Bullying and harassment; Safe
environment – Violence; Safety culture; Staff engagement; Team working. Quality of appraisals theme has
been omitted in last year’s survey due to the Covid-19 pandemic.
This year, the development of the action plans was done in partnership with our staff. Following trust-wide and
local roadshows, colleagues were invited to complete an online feedback form to let us know what was most
important to them and to suggest ideas of how to improve employees’ experience.
1
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The Staff Survey results identified significant improvement in 9 out of 10 themes with three themes being
below the average when compared to our comparator group (Equality, diversity and inclusion; Bullying and
Harassment; and Morale). The graph below illustrates the Trust level results of what colleagues felt was
important to them to focus on in the next 12 months in order to make CLCH a great place to work for
everyone.
The majority of the received online feedback forms and the analysis of the local results across the operational
divisions and corporate directorates suggested the following 3 areas should be prioritised at Trust level:
• Morale
• Health and well-being
• Team working
Detailed results can be found in Appendix 3 of this report.

Figure 1. 2020 NHS Staff Survey themes online feedback
Given the staff feedback results, it is proposed that the Trust-level actions (Appendix 1) should focus on
Morale; Health and well-being; and Team working. The plans have been developed in such way that the
remaining 7 themes will indirectly also be considered so that the staff experience improves across all 10
themes. The implementation of the localised and the trust-wide action plans will be supported as required by
OD and Culture interventions, QI methodology and as part of the Joy in Work collaborative i.e. taking a shared
governance approach. It is important to mention that the development of the action plans has been supported
by the Trust’s Staff Side representatives as part of the continuous partnership and relationship building.
The Director of People, will be the Executive Sponsor of for the 3 Trust-wide action plans: Morale, H&W and
Team working and the following people will provide deputy leadership support:
• Health & Wellbeing (H&W) – John Rochford
• Morale – Leanne Fishwick
• Team working – Duncan Dewhurst
All three action plans will be supported by the OD and Culture Team, which encompasses our work on equality
diversity and inclusion, wellbeing, Freedom to Speak Up as well as organisational development and culture.
Some initiatives and approaches are common to all three action plans, for example, using the Joy at Work
approach to collaborative working and shared governance; the compassionate leadership programme, the
2
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Learning and Development Programme for our line managers, being rolled out as part of the HR
Transformation Programme and a recently developed 360 degree feedback tool for managers. The approach
taken in action planning acknowledges the importance of bringing about an inspirational and meaningful
difference to the lived experience of our workforce. Without staff feeling supported and well at work, we
cannot deliver quality and safe effective services. Looking after our staff and supporting them to be the best
they can be is more vital than ever.
Next steps
The Deputy Director of Workforce in collaboration with the Head of Communications have developed the
communication and engagement plan, details of which can be found below.
1. HR to develop overarching
Trust-wide action plan with the Pawel Tamberg, DDoW
support of OD and Culture
1. 6th May 2021
ELT
(based on the divisional action
plans and all staff feedback)
2. 18th May 2021
Trust Board
Trust-wide
2. Final approval sought from ELT
3. Sign off sought from the Board Sharon Nall, Head of
3. 27th May 2021
action plan
4. Publish Trust-wide and
Communications
divisional action plans on the
4. 1st June 2021
HUB
Sharon Nall, Head of
5. All staff webinar – to include
5. 9th June 2021
Communications
message and links to the staff
survey action plans
Quarter 1 “You said, we did” trust-wide
and divisional events
Quarter 2 “You said, we did” trust-wide
and divisional events
Staff Survey 2021 launch

Continuous
engagement
Quarter 3 “You said, we did” trust-wide
and
and divisional events
communication
Quarter 4 “You said, we did” trust-wide
and divisional events

July 2021
Sharon Nall, Head of
Communications

October 2021

Pawel Tamberg, DDoW

December 2021

Directors of OPS

March/April 2022

October 2021

March/April 2022

Staff Survey 2021 results published

Equality Implications
The staff survey action plans (CLCH wide and divisional / directorate) are all well placed to improve the
experience of staff by developing leaders with fair and inclusive behaviours, cultural intelligence and greater
understanding of how to make the CLCH a great place to work for everyone. This will be supported by the EDI
Lead and wider OD and Culture team.
Assurance provided:
ELT will review progress against the plans on a monthly basis.
Report provenance:
3
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The Staff survey action plan is informed by the national staff survey results and annually updated.
Report for:

Decision

Discussion

Information

Recommendation:
The Trust Board is asked approve the Staff Survey Action Plans.
Appendix 1 – Trust-level and localised action plans
Appendix 2 – Sample quantitative and qualitative data from feedback forms feeding into the action plans
Appendix 3 – Divisional/directorate themes’ feedback results

4
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Appendix 1 – 2020 NHS Staff Survey - Action Plans
1. CLCH
CLCH – Theme 1: Morale
(SMART) Objective / Outcome / Improvement required

SRO and Deputy for objective: Director of People and DDoOPS for Herts, Leanne
Fishwick
Why this is a priority / what is the issue you are trying to resolve?

To deliver our pledge to make CLCH a great place to work for everyone, where
colleagues feel engaged and motivated to deliver the best patient care they can.
The aim is to increase staff morale which, in return, will improve our score to above
average.

Colleagues, through the Staff Survey and feedback channels have told us that
morale across the Trust is an issue. Whilst there is no qualitative data available
through the Staff Survey, the quantitative data tells us that:
• Only 57% of colleagues feel they are involved in deciding on changes that
effect their teams/area of work
• A third of our workforce tells us that they are unable to meet conflicting
demands of their roles
• 35% of our colleagues feel that there are not enough staff in the Trust
• Only half of our staff feel that their work is valued by the Trust
• Almost 40% of our workforce feel that their level of pay is inadequate
• One third of our staff feel that they have unrealistic time pressures
• Only half of our colleagues believe that the communication between senior
managers and staff is effective
• Less than half of our staff feel that the Trust acts on their feedback
• Only 66% of colleagues would recommend CLCH as a place to work
• One third of our workforce is thinking of leaving CLCH and a large
proportion of those would leave to work in another NHS organisation
• Whilst bullying and harassment as well as equality, diversity and inclusion
themes improved significantly since last year, we are below the average
when compared with the comparator group of community NHS Trusts.

How do you plan to achieve the objective / outcome / improvement

How will you measure success?

Detailed divisional/directorate plans have been developed to support improvement
in morale– this can be found in the latter part of this report.
Specific trust wide initiatives to improve morale will be developed with support
from the OD and Culture Team and will include:
• Joy in Work collaborative: ensuring we hear and act on the ‘staff voice’.
• Access to a range of compassionate leadership support and development
will be offered through the OD & Culture Team and Employee Health.
• A session on compassionate leadership will be provided on the Learning

•
•
•
•

Regular pulse surveys
Reduced voluntary turnover
Increased number of staff recommending CLCH as a place to work
Improved 2021 NHS Staff Survey results

5
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and Development Programme currently being rolled out for line managers.
Access to assessment tools (e.g. Personal Profile Analysis) to provide
insights into a person’s motivators and identifying the types of work that
play to their strengths.
• Rollout of the 360-Degree assessment tool will be offered for managers to
receive feedback from their teams and colleagues to identify their
relationship with their teams and how to improve it. This will also give a
voice to the team.
• The OD and Culture Team will offer individual, team and service support
and development including through access to coaching, mentoring,
psychometric analysis and feedback, and Career Clinics.
• Freedom to Speak Up Guardian and Champions will continue to provide
independent and impartial support.
• A psychological safety scan is planned to be piloted through the Freedom
to Speak Up Guardian.
•
Improved consultation with staff and Staff Side on organisational changes
to ensure that their voices have been heard and suggestions listened to.
•
Communicate progress on staff survey action plans in the format of “You
said, we are doing/we did” to illustrate the commitment to acting on staff
feedback.
•
Complete development of and launch the revised Exit Interview / Itchy feet
conversations project.
•
Launch the transfer register project.
•
Continue with initiatives to reduce bullying and harassment and promote
Equality, diversity and inclusion
•
Continue with the increased attraction, recruitment and retention
initiatives to increase number of staff in post, including international
recruitment
•
Continue with the employee of the month initiatives and consideration of
an employee appreciation week.
Previous Report
Did you do what you planned to do?
Did it make the difference you
intended?
If not what more do you plan to do?
•

6
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You said, we did highlight for Q1

CLCH – Theme 2: Health and well-being
(SMART) Objective / Outcome / Improvement required
To create a workplace where staff well-being is promoted and prioritised. Whilst the
Trust is at average for Health and Well-being when compared to our comparator
group of community trusts, the aim is to improve this further and aim to be the
best.

How do you plan to achieve the objective / outcome / improvement
Detailed divisional/directorate plans have been developed to support the
improvement in health and wellbeing – this can be found in the latter part of this
report. Specific trust wide initiatives to improve H&W will include a combination of
actions aimed at improving staff experience at work (physical and mental health and
wellbeing) during the lockdowns and recovery phases:
• Joy in Work collaborative: ensuring we hear and act on the ‘staff voice’.
• Continue with the robust risk assessment process for colleagues affected
by Covid so that staff feel safe at work.
• Given the increased working from home, ensure that the risk assessments
and work station assessments have been undertaken for all staff working
remotely; and encourage a reduction in the number of back to back MS
Teams meetings to allow colleagues time off from computer screens
• Continue with the psychological trauma support for staff working in Covid
areas or colleagues affected by the pandemic
• The Wellbeing Board will focus on the two pillars of the NHS People Plan
‘Looking After Our People’ and ‘Belonging In The NHS’, developing and
delivering plans over the next 1, 2, 3 years.

SRO and Deputy for objective: Director of People and Clinical Director SWD, Dr
John Rochford
Why this is a priority / what is the issue you are trying to resolve?
The Trust’s sickness levels (in month and rolling) are above the agreed target of
3.5%. This subsequently adds to the pressure that the teams are under. Stress and
anxiety as well as infectious diseases are in the top 3 reasons for sickness – 40% of
colleagues reported through staff survey that they felt unwell due to work related
stress. Two thirds of our workforce stated that they work over and above their
contractual hours (unpaid). 92% of colleagues have told us that they put themselves
under pressure and attended work despite feeling unwell
How will you measure success?
•
•
•
•
•
•

Increased number of staff recommending CLCH as a place to work
Improved Staff Survey 2021 results
Improved attendance at work measured by reduced rolling and in month
sickness levels
Reduce stress and anxiety related sickness
Regular and improved pulse survey results
Reduced voluntary turnover
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•
•

•

•
•
•

A range of compassionate leadership support and development will be
offered through the OD & Culture Team and Employee Health.
Sessions on compassionate leadership and H&W will be provided on the
Learning and Development Programme currently being rolled out for line
managers as part of the HR Transformation Programme.
A Wellbeing Guardian will be appointed to provide assurance and reassure
the board that their organisation is a wellbeing organisation and a healthy
workplace in which staff can thrive.
Personal Profile Analysis and Feedback will be offered by the OD & Culture
Team providing insights on preferred communication styles and boosting
self-awareness and awareness of others and pressure at work.
Continue with individual Psychological Therapy via self-referral or
management referral through Employee Health.
Freedom to Speak Up Guardian and Champions will continue to provide
independent and impartial support.

Previous Report
Did you do what you planned to do?
Did it make the difference you
intended?
If not what more do you plan to do?
You said, we did highlight for Q1

8
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CLCH – Theme 3: Team working
(SMART) Objective / Outcome / Improvement required
Although the Staff Survey results suggested that we are slightly above the average
for Team Working, the qualitative data from the feedback forms suggested that
Team Work is one of the three main areas that colleagues would like us to focus on
in order to improve staff experience.
The aim is to improve the Team Working indicator and to move from average to the
best organisations within the comparator group. Create the environment that
everyone feels part of the team and the Trust.
How do you plan to achieve the objective / outcome / improvement
Detailed divisional/directorate plans have been developed to support the
improvement in team working– this can be found in the latter part of this report.
Specific trust wide initiatives to improve team working will include:
• Joy in Work collaborative: ensuring we hear and act on the ‘staff voice’.
• Ensure that the trust and local inductions have been applied consistently
• Have ‘Meet the team’ events for new colleagues joining the Trust
• Ensure that Teams (to be defined) have defined and communicated a ‘Plan
on a Page’ where individuals can see the contribution their individual
objectives make.
• 360-Degree feedback will be offered for managers to receive feedback
from their teams and colleagues identify their relationship with their teams
and how to improve it. This will also give a voice to the team.
• Personal Profile Analysis and Feedback will be offered by the OD & Culture
Team providing insights to improve communication and teamwork.
• A session on team working will be provided on the Learning and
Development Programme currently being rolled out for line managers as
part of the HR Transformation Programme.
• Employee Health will continue to offer their Team Supervision Sessions and
their Team Debrief Sessions. The first offers staff the opportunity to pause
during times of high stress, check-in with their own and team members’
emotional well-being, and to consider self-care; the second (offered
following a significant or critical incident) recognises the emotional impact
of the incident and fosters a sense of understanding and compassion for
colleagues’ distress.
• Active Bystander Training will be provided through the FTSU Guardian.

SRO and Deputy for objective: Director of People and Duncan Dewhurst, Director
of Transformation
Why this is a priority / what is the issue you are trying to resolve?
Team working was one of the top three areas that colleagues have told us they
would like the Trust to focus on in the next 12 months. Sense of belonging to the
team and the organisation is likely to improve the staff engagement and motivation.
This, in return will have a positive impact on patient quality of care. The research
suggests that the teams with shared goals, objectives and vision and sense of
belonging are more productive and less likely to experience incidents.

How will you measure success?
•
•
•
•

Increased number of staff recommending CLCH as a place to work
Improved 2021 NHS Staff Survey results
Regular pulse surveys
Reduced voluntary turnover
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Previous Report
Did you do what you planned to do?
Did it make the difference you
intended?
If not what more do you plan to do?
You said, we did highlight for Q1

10
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2. Children’s Health and Development
CHD – Theme 1 Health and Well being

(SMART) Objective / Outcome / Improvement required

SRO and Deputy for objective: Rita Thakaria

Why this is a priority / what is the issue you are trying to resolve?

By February 2022 To ensure every member of staff in the division feels
valued and value working relationships.

•

Also to ensure staff feel reassure that as an organisation, staff health and
wellbeing is a priority.

•

•

Improvement required
Staff reported health and wellbeing improves
How do you plan to achieve the objective / outcome / improvement
•
•
•
•
•
•

Shared governance group to be set up division wide to focus on
health and well being
Continue to provide opportunities for staff to give feedback via
regular meetings and divisional webinars
Continue to improve on the weekly Friday message
Promote on-going health and well-being support and conversations
across the division
Ensure staff are aware and able to access available health and
wellbeing support provided by the Trust
Senior management team to champion all networks and encourage
staff to get involved

Health and Well-being identified as the priority area the division
should work on through the action plan feedback
Staff state they are working extended hours, feel stressed,
Covid-19 pandemic has left staff feeling exhausted, they have
appreciated the increase emphasis on health and wellbeing and
would like this to continue

How will you measure success?
•
•
•
•
•

Increased attendance at network meetings from the Children’s
division
Staff report improvement in Health and Well-being in staff survey
Achievement of any actions and suggestions from the shared
governance group
Reduced sickness absence rate
Improved staff engagement and less turnover

Previous Report
Did you do what you planned to do?
Did it make the difference you
intended?
If not what more do you plan to do?

11
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You said, we did highlight for Q1

CHD – Theme 2 Morale and Team Working

(SMART) Objective / Outcome / Improvement required

SRO and Deputy for objective: Rita Thakaria

Why this is a priority / what is the issue you are trying to resolve?

By February 2022 To ensure every member of staff in the division delivers a
service they are proud of, feel valued and value relationships with others,
put quality at the heart of everything they do and make a positive difference
in our communities.

•

Improvement Required:

•

•
•

Teams to feel listened to and heard
Promote time for teams to be together e.g. daily huddle, regular team
meetings, professional networks, away days
A positive working atmosphere/environment where all staff feel
empowered, valued and inclusive culture.
How do you plan to achieve the objective / outcome / improvement
•
•
•
•
•

Shared governance group/QI approach to be set up division wide to
focus on improving staff morale and team working
Continue to provide opportunities for staff to give feedback via
regular meetings and divisional webinars
Continue to improve on the weekly Friday message, including more
appreciation of staff and promoting employee of the month
Build on work already done on staff morale in a shared governance
group
To promote team togetherness where possible in person

Morale identified as the second priority for the children’s division
through the staff survey action plan feedback
Staff morale is below the organisation and national average
Staff state they are working extended hours, feel stressed and are
exhausted due to the Covid-19 pandemic
To enable teams to feel connected again following covid-19 and the
increase in remote working

How will you measure success?
•
•
•
•
•
•

Staff report improvement in Morale and team working in staff
survey
Achievement of any actions and suggestions from the shared
governance group
More nominations for employee of the month from the children’s
division
Reduced sickness rate
Improved staff engagement
Improved working relationship amongst teams.

12
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•
•
•
•

Ensure staffs have full understanding of their role and how they fit
into the team.
Sustainable team building OD interventions for dysfunctional teams
and early interventions as well as periodic/refresher team building
events for the Division
Continue to celebrate success via CBU and Divisional newsletters
Continue to promote daily huddles/virtual coffee breaks/desk yoga
sessions

Previous Report
Did you do what you planned to do?
Did it make the difference you
intended?
If not what more do you plan to do?
You said, we did highlight for Q1

CHD – Theme 3 Quality of Care

(SMART) Objective / Outcome / Improvement required

By February 2022 To ensure every member of staff in the division delivers a
service they are proud of, puts quality at the heart of everything they do and
make a positive difference in our communities.
Improvement Required:
Create a culture of improvement across the division with more staff involved
in QI and shared governance

SRO and Deputy for objective: Rita Thakaria

Why this is a priority / what is the issue you are trying to resolve?

•
•

Quality of care identified as the third priority for the children’s
division through the staff survey action plan feedback
Staff state they are working extended hours, feel stressed and are
exhausted due to the Covid-19 pandemic

13
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How do you plan to achieve the objective / outcome / improvement
•
•
•

Shared governance group to be set up division wide to focus on
quality of care and how to improve it.
Develop competency across the division in QI methodology to
support teams not only identifying issues but finding workable
solutions
Ensure staff feel empowered to utilise their skills to deliver the
quality of care required

How will you measure success?
•
•
•

Improved staff survey results for feeling proud of their work and
delivering good quality care
One third of staff in the division will be trained in QI and will have
run or participated in a QI project including shared governance
Achievement of any actions and suggestions from the shared
governance group

Previous Report
Did you do what you planned to do?
Did it make the difference you
intended?
If not what more do you plan to do?
You said, we did highlight for Q1
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3. Hertfordshire
Hertfordshire – Theme 1 Team Working

(SMART) Objective / Outcome / Improvement required

SRO and Deputy for objective: Cathy Walker

Why this is a priority / what is the issue you are trying to resolve?

By the next annual Staff Survey, there will be an improvement in the Team
Working scores and for these to be in line with or be better than the overall
CLCH of 7.0

The Team working score was below the overall CLCH score – 6.5 for
Hertfordshire Division compared to 7.0 for CLCH

How do you plan to achieve the objective / outcome / improvement

How will you measure success?

•
•
•

Develop CBU and Team Objectives in collaboration with Staff
Develop and complete team building events particularly for new
services and those who have been identified as scoring lower than
average as appropriate
Ensure all services have regular protected time to meet as a team
and discuss team workloads and priorities

Team working impacts on staff morale and health and wellbeing and team
working will contribute to improved productivity particularly in those areas
with a high vacancy rate and new services.

•
•
•
•

Success will be measure by feedback from staff in the quarterly
pulse surveys and the next annual NHS Staff survey
Decrease in numbers of staff on sick leave with work related stress
Appraisal rates which includes objective setting will be monitored at
Divisional Board to ensure compliance
Monitor the feedback from team building events to ensure learning
is shared across the division

Previous Report
Did you do what you planned to do?
Did it make the difference you
intended?
If not what more do you plan to do?
You said, we did highlight for Q1
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Hertfordshire – Theme 2 – Staff Engagement
(SMART) Objective / Outcome / Improvement required

SRO and Deputy for objective: Cathy Walker
Why this is a priority / what is the issue you are trying to resolve?

By the next annual Staff Survey, there will be an improvement in staff
engagement and involvement scores to be in line with or better than the
CLCH score of 7.3

The Staff Engagement score for Hertfordshire Division in the annual staff
survey was below the CLCH average scores and the annual Staff Survey. In
addition the results of previous quarterly pulse surveys has identified that
effective communication between senior managers and staff required
improvement

How do you plan to achieve the objective / outcome / improvement

How will you measure success?

•
•
•
•

Hertfordshire all staff webinars and interactive Q & A’s to continue
on a regular basis and be accessible on the hub.
Relaunch of quality and patient care focussed initiatives such as Talk
Back Tuesday, Wound Care Wednesday and Show Off and Share
Promote and increase the membership of the Hertfordshire Staff
Forum so that all CBU areas are represented
Introduce local Equality networks e.g RAINBOW, DAWN,

•
•

Success will be measured by the feedback from staff in the quarterly
pulse surveys and the next annual NHS Staff Survey
Engagement in the webinars and membership of the Forums and
Networks will be measured by reviewing the number of
views/people attending, looking for an increase each quarter

Previous Report
Did you do what you planned to do?
Did it make the difference you
intended?
If not what more do you plan to do?
You said, we did highlight for Q1
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Hertfordshire Theme 3 – Staff Morale

SRO and Deputy for objective: Cathy Walker

(SMART) Objective / Outcome / Improvement required

Why this is a priority / what is the issue you are trying to resolve?

By the next annual Staff Survey, there will be an improvement in Staff
Morale score to be in line with or better than the CLCH score of 6.3

The Staff Morale score for Hertfordshire Division in the annual staff survey
was below the CLCH average score.

Poor morale can lead to staff being disengaged, higher sickness levels and
staff turnover which therefore can impact on our delivery of effective
patient services.

How do you plan to achieve the objective / outcome / improvement

How will you measure success?

•

Positive recognition of work being done through employee of the
month, and divisional and Trust communications

•

Success will be measured by the feedback from staff in the quarterly
pulse surveys and the next annual NHS Staff Survey

•

Targeted recruitment events in improve vacancy rate in areas where
there are high levels of vacancies

•

Employee of the month nominations will be monitored to ensure
that there are regular nominations from all CBU areas

•

Support staff with career progression and relaunch career clinics

•

Turnover and sickness rates and reasons for this will be monitored
at Divisional Board to enable early interventions as required to
ensure there is an improvement

•

Staff are offered development and promotion opportunities and
turnover rates reduce

17
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Previous Report
Did you do what you planned to do?
Did it make the difference you
intended?
If not what more do you plan to do?
You said, we did highlight for Q1
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4. North Central London
NCL – Theme 1: Safe Environment – Bullying and Harassment

SRO for objective: Denis Enright

{SMART) Objective / Outcome / Improvement required

Why this is a priority / what is the issue you are trying to resolve?

To reduce the reported levels of Bullying and Harassment within the
division/team

Staff survey

How do you plan to achieve the objective / outcome / improvement

How will you measure success?

1. Increase regularity of communication about training, feedback
received, behaviours and values
2. Ensure the new Division REN group have a focus and steer the
Division also as to what is required
3. Increase local surveys to ask staff their feedback on this specific
issue
4. Begin a Staff council focusing solely on this objective

Staff survey
Pulse Survey
Staff survey
Team plans
Number of staff in disciplinary and staff going through this

May
Did you do what you planned to do?
Did it make the difference you
intended?
If not what more do you plan to do?
You said, we did highlight for Q1

NCL – Theme 2: Safe Environment - Violence
{SMART) Objective / Outcome / Improvement required

SRO for objective: John McLinden
Why this is a priority / what is the issue you are trying to resolve?

To reduce the reported levels of Violence from patients to staff

Staff survey

How do you plan to achieve the objective / outcome / improvement

How will you measure success?

1. Increase regularity of communication about training, feedback
received, behaviours and values

Staff survey
Pulse Survey
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2. Increase monitoring and support for use of trust policies
3. Begin a Staff council focusing solely on this objective
4. To begin focused work with the WIC to have a more focused plan for
this staffing group
5. Increase training and awareness in the Division

Local surveys and local focus groups
Team plans
Staff feedback from WIC

May
Did you do what you planned to do?
Did it make the difference you
intended?
If not what more do you plan to do?
You said, we did highlight for Q1

NCL – Theme 3: Equality, Diversity and Inclusion
{SMART) Objective / Outcome / Improvement required

SRO for objective: Elizabeth Shillingford
Why this is a priority / what is the issue you are trying to resolve?

Improve equality and inclusion for staff and patients

Staff survey theme
Covid
How will you measure success?

How do you plan to achieve the objective / outcome / improvement
1. Increase regularity of communication about training, feedback
received, behaviours and values
2. Ensure the new Division REN group have a focus and steer the
Division also as to what is required
3. Ensure there are team level plans in place to support this
4. Increase and or improve patient involvement in change and
improvements
5. Begin a Staff council focusing solely on this objective

Staff survey
Pulse Survey
Local surveys and local focus groups
Team plans

May
Did you do what you planned to do?
Did it make the difference you
intended?
If not what more do you plan to do?
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You said, we did highlight for Q1

NCL – Theme 4: Improvement
{SMART) Objective / Outcome / Improvement required

SRO for objective: Denis Enright
Why this is a priority / what is the issue you are trying to resolve?

To be able to use initiative and input into improvement activities

Staff survey theme

How do you plan to achieve the objective / outcome / improvement

How will you measure success?

1. Increase regularity of communication about training, feedback
received, behaviours and values
2. Ongoing QI training and awareness including more exposure and
monitoring of QI projects
3. Ensure all teams have service changes that include staff
4. Support all teams to have away day(s) for planning and inclusion
5. Begin a Staff council focusing solely on this objective

Staff survey
Pulse Survey
Team plans
Staff council

May
Did you do what you planned to do?
Did it make the difference you
intended?
If not what more do you plan to do?
You said, we did highlight for Q1
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5. North West London
NWL – Theme 1 – Health and Wellbeing and Morale

SRO and Deputy for objective: K Isaac and Sue Yadin

(SMART) Objective / Outcome / Improvement required

Why this is a priority / what is the issue you are trying to resolve?

Improve staff morale and health and wellbeing

Whilst the score for morale in the division was higher than the average for
the Trust, it is still below the national average and significantly below the
top score nationally. Morale can impact on staff wellbeing, retention and
performance.

How do you plan to achieve the objective / outcome / improvement

How will you measure success?

1. Regular communication between staff and senior management – listen
and learn; feedback on changes; updates on opportunities and good
news across the division – via webinars, newsletter, service visits, etc.

Reduced sickness absence

2. Encourage, empower and support staff to make changes to improve
their service using QI methodology

Increase in QI projects in services

Improved staff retention

3. Communicate changes made as a result of staff feedback/QI projects
4. Promote health and wellbeing initiatives within the division; including
health and wellbeing conversations with staff, health and wellbeing
webinars, tips for maintaining wellbeing
Previous Report
Did you do what you planned to do?
Did it make the difference you
intended?
If not what more do you plan to do?

April 2021:
Focus in NWD weekly newsletter on health and wellbeing and top tips
Promoting Joy at Work QI Collaborative via Innovation and Improvement Board and newsletter
Promoting QI opportunities at Innovation and Improvement Board
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You said, we did highlight for Q1

TBC July 2021

NWL – Theme 2- Inequalities- Equality, Diversity and Inclusion

SRO and Deputy for objective: Jackie Allain and Pete Couchman

Improved experience of equality for all staff, in particular, staff from an ethnic
minority background and for staff who have disabilities.

In the staff survey

How do you plan to achieve the objective / outcome / improvement

How will you measure success?

Establish a race and disability network, either separately or jointly.

Improved staff experience in Pulse surveys and next year’s staff survey
results.

(SMART) Objective / Outcome / Improvement required

Have nominated, staff representatives who will run the network on a by
staff, for staff approach. However, this will come with full support of Senior
Management Team.

Why this is a priority / what is the issue you are trying to resolve?

Identify reasons for staff feeling harassed by colleagues/managers focusing
on three specific CBU’s. Once identified, consider appropriate actions to
take.
Identify opportunities to promote career progression/development in
Harrow. Promote career development courses from the Academy.
Run career skills sessions

Previous Report
Did you do what you planned to
do?
Did it make the difference you
intended?
If not what more do you plan to

April 2021:
Learning Disabilities Diversity Working Group established and progress being made to expand this across
the division.
Work being done with CBUs focusing on feedback in the Staff Survey feedback to inform action plans.
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do?

You said, we did highlight for Q1

TBC July 2021

NWL – Theme 3- Bullying and Harassment

SRO and Deputy for objective: Darren Jones

Reduce reported rate of experience of bullying and harassment from
managers and colleagues in order to create an environment in which
individuals can work without fear and feel able to report issues.

Ensuring incidents are acknowledged and addressed, and a culture of
collaborative dispute resolution is established, with issues resolved
informally wherever possible.

How do you plan to achieve the objective / outcome / improvement

How will you measure success?

• Raising awareness of how issues can arise and options for resolution,
through training and drop-in clinics, general advice and identification of
Trust champions to promote a zero tolerance approach.
• Reviewing current policies and procedures to underpin learning and
advice. Identifying any divisional areas for intervention (e.g. from
casework and staff survey results).
• Foster a healthy environment through supporting Senior and line
managers to lead by example and display respectful and dignified
relationships with all colleagues. As effective people management is the
most successful counter to bullying and harassment
Outcome: understanding by managers and staff of how to recognise bullying
& harassment and what they can do about it, and the legislation
underpinning equality principles, as well as cost and benefit implications for

Staff survey results one year hence.

(SMART) Objective / Outcome / Improvement required

Why this is a priority / what is the issue you are trying to resolve?

Casework statistics.
Feedback from training sessions and individual cases.
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the Trust.

Previous Report
Did you do what you planned to
do?
Did it make the difference you
intended?
If not what more do you plan to
do?

April 2021:
Focus in newsletter during Tackling Unacceptable Behaviour week to raise awareness and promote
training sessions
Promoting Leadership and Development training and ensuring staff have time and space to complete
training – enabling managers to lead by example.
OD work in progress with certain teams

You said, we did highlight for Q1

TBC July 2021
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6. South West London
SWL – Theme 1: Health & Wellbeing

SRO and Deputy for objective: Alison Edgington

(SMART) Objective / Outcome / Improvement required:

Why this is a priority / what is the issue you are trying to resolve?

•

To encourage staff to take time in the working day for themselves to
improve their health and well-being.

Points raised and feedback received by staff from scribe notes of
roadshows:
• Supporting movement, pop up messages to encourage movement
• Break up the day – encourage opportunity for a walk/run.
• Yoga/stretches – encourage for a short duration/at the beginning of a
meeting
• Provide permission to encourage activity break – individual
conversations.
• Meeting pushed back by 5 mins to encourage movement
• Encourage managers and teams to support individual circumstances and
taking the time to learn what these are for staff so measures can be put
in place to accommodate
• Have a forward plan to avoid unrealistic deadlines and pressures for staff
• Understanding and empathy from managers and GP
• Robust processes

•
•
•

SWD scored a 6.1 in the National Staff Survey against the Trust score of
6.3
Identified in the Divisional staff survey roadshows conducted in April as
one of the top 3 themes that are most important to staff
To not let the health and wellbeing of our staff deteriorate having been
through, and still in, the Covid-19 pandemic

Other feedback received:
• Time – policy of not having back to back Teams meetings, meetings
scheduled for 50 mins rather than 60?
• Enforce staff to take meal break
• Leadership has to come from the top, senior leaders need to be seen to
do this otherwise staff feel under pressure to do what their managers do.
• Develop proper flexible working policies at all levels
• Having time with staff to really find out how they are
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How do you plan to achieve the objective / outcome / improvement
•

•
•
•
•
•

Leaders and managers to encourage staff through 1:1s and team
meetings to manage their own health and wellbeing by taking sufficient
breaks in the working day for movement and physical activity eg. desk
yoga, stretching, short runs/walk, physical exercise, walk the dog
Continued engagement with staff about the implementation of new and
safer ways of working and how it affects their day to day work
Ensuring a balance for staff working in different site bases ie. combination
of working from home and time in the office
Checking in on staff during 1:1 or team meetings
Item on agendas to check in with staff at the start of meetings
Clear communications strategy via Divisional newsletter messages and
share tips/feedback on the health and wellbeing page on the Hub

Previous Report
Did you do what you planned to do?
Did it make the difference you intended?
If not what more do you plan to do?

To be discussed

You said, we did highlight for Q1

To be discussed

How will you measure success?
•
•
•
•

Improved results in the next NHS Staff survey
Temperature checks in division
Feedback from internal meetings
Pulse survey/Survey Monkey feedback and analysis

SWL – Theme 2: Morale

SRO and Deputy for objective: Alison Edgington

(SMART) Objective / Outcome / Improvement required

Why this is a priority / what is the issue you are trying to resolve?

•

Develop and implement a strategy by the end of Q1 with the aim of
improving morale within Division

Points raised and feedback received by staff from scribe notes of
roadshows:
• Individuals to have a meaningful structure – set out day, this is what I’m

•
•
•

SWD scored a 6.0 in the National Staff Survey against the Trust score of
6.3
Identified in the Divisional staff survey roadshows conducted in April as
one of the top 3 themes that are most important to staff
To boost the overall morale of staff as we come out of the pandemic and
services are being restored
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•
•
•
•

•
•

•
•

•

•

doing and this is how I’m going to achieve it. Reduced time pressure.
Realistic.
Recognise flexibility of staff, ability to adapt.
Recognising home pressures / personal pressures and individual
circumstances which have had to adapt as well as work pressures.
Ensuring staff are getting something back – not necessarily material –
acknowledgement, training sessions, something they feel is tangible for
their career or personal circumstances. Equal balance.
Talking – “how are you?” Stop and look at the person – not asking in
passing. Engage conversation rather than passive question. Ask people
how they’re doing before launching in to a phone call. Reflection on BBC
documentary: friend group asked “how are you?” twice to ensure the
question was heard.
Communicating and follow-up – redeployment = meant their work is not
valued? – seeing support they could offer, seeing benefit of what they are
doing.
Reflected that for some seeing the benefit they could give to services that
were really struggling was really rewarding through redeployment,
however, for others experience was traumatising and very difficult trying
to do things they did not have experience of (or very dated experience).
Identified need to check-in post-redeployment or change in
circumstances / reflect/ see how people are.
Receiving feedback – Star of the week? Something lower-key within
teams (additional to employee of the month etc.). Certificate, goody-box.
Noted can feel overwhelming, boost required. Printed off compliments –
patient feedback board.
Time for reflection - Discussed restoration of services – keeping everyone
going. Persuading people to take breaks, holidays. Coming out of
lockdown – straight back into restoration, KPIs. Switching of things.
On/off/on/off. Month not doing anything new? Need for space - not
personal space but perhaps investing time within the teams – protected
time to regroup / identify priorities. What are the lessons learned? What
has changed that you want to see continue? What wasn’t so good?
Socialising – Building in time to connect with colleagues, feeling of
isolation. Everyone was having lunch together before, lack of connection
at a human level. How are people doing now? Huge changes to personal
circumstances as well as work circumstances. 50 minute meeting times
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rather than an hour? Dedicating the first 5 minutes of a meeting to having
a discussion about something non-work related.
How do you plan to achieve the objective / outcome / improvement
•

•
•
•
•

Staff engagement into the strategy by identifying what the key
requirements or key inputs are eg.
- invest in staff by providing training opportunities
- promoting work/life balance
1 to 1 support from staff line managers
For senior management to engage in more activities with all staff in SWD
Use operational plan as the blue print for appraisals, 1:1s, team
objectives
To be transparent with our staff and provide them a level of certainty for
the year 2021/22

Previous Report
Did you do what you planned to do?
Did it make the difference you intended?
If not what more do you plan to do?

To be discussed

You said, we did highlight for Q1

To be discussed

How will you measure success?
•
•
•
•
•

Improved results in the next NHS Staff survey
Impact of strategy with staff
Temperature checks in division
Feedback from internal meetings
Pulse survey/Survey Monkey feedback and analysis

SWL – Theme 3: Team Working

SRO and Deputy for objective: Alison Edgington

(SMART) Objective / Outcome / Improvement required

Why this is a priority / what is the issue you are trying to resolve?

•

To ensure staff have the opportunity to participate and engage in SWD
activities to encourage effective team working

•
•

SWD scored a 6.8 in the National Staff Survey against the Trust score of
7.0
Identified in the Divisional staff survey roadshows conducted in April as
one of the top 3 themes that are most important to staff
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•

How do you plan to achieve the objective / outcome / improvement
•
•
•

Create opportunities to bring people together in a virtual way or safely in
person eg. setting up MS Teams coffee breaks within teams
Sharing of Divisional Operating Plan
Coordinating and facilitating virtual team away days

Staff not seeing their colleagues enough and being together once more

How will you measure success?
•
•
•
•

Improved results in the next NHS Staff survey
Temperature checks in division
Feedback from internal meetings
Pulse survey/Survey Monkey feedback and analysis

Points raised and feedback received by staff from scribe notes of
roadshows:
• Working with each other and pulling together
• Redeployed staff inserting energy into new teams
• Though there were lots of changes, as a small team, supported each
other
Previous Report
To be discussed
Did you do what you planned to do?
Did it make the difference you intended?
If not what more do you plan to do?

You said, we did highlight for Q1

To be discussed
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7. Finance, Performance and Contracts (finalisation of plans following completion of year end activities)
FPC – Theme 1: Staff Engagement
SRO and Deputy for objective: Mike Fox
(SMART) Objective / Outcome / Improvement required
Improve staff survey results on staff engagement

How do you plan to achieve the objective / outcome / improvement
Making opportunities available for shadowing, secondments between
teams.

Why this is a priority / what is the issue you are trying to resolve?

Through the last staff survey and workshops with teams it was identified
that team members were concerned about staff engagement, team working
and morale.
How will you measure success?
Restart the shared governance group
Ask the team to help to develop improvements – set up a workshop for this
Re-establish shadowing opportunities where possible

Previous Report
Did you do what you planned to do?
Did it make the difference you
intended?
If not what more do you plan to do?
You said, we did highlight for Q1
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FPC – Theme 2: Team Working

SRO and Deputy for objective: Mike Fox

Improve staff survey results on team working

Through the last staff survey and workshops with teams it was identified
that team members were concerned about staff engagement, team working
and morale.
How will you measure success?

(SMART) Objective / Outcome / Improvement required

Why this is a priority / what is the issue you are trying to resolve?

Shadowing in teams offer to all staff and monitor through padr

Previous Report
Did you do what you planned to do?
Did it make the difference you intended?
If not what more do you plan to do?

You said, we did highlight for Q1
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FPC – Theme 3: Morale

SRO and Deputy for objective: Mike Fox

Improve staff survey results on morale

Through the last staff survey and workshops with teams it was identified
that team members were concerned about staff engagement, team working
and morale.
How will you measure success?

(SMART) Objective / Outcome / Improvement required

How do you plan to achieve the objective / outcome / improvement
feedback and communications more at a team level

Why this is a priority / what is the issue you are trying to resolve?

nominations for employee of month
team away day when can be held safely

Previous Report
Did you do what you planned to do?
Did it make the difference you intended?
If not what more do you plan to do?

You said, we did highlight for Q1
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8. Improvement
Improvement – Theme 1: Equality, Diversity and Inclusion

SRO and Deputy for objective: Elizabeth Hale

The detailed improvement objective is being defined by the project team
leading on this priority area using an iterative QI approach.

This was identified by staff as a priority area at the engagement event. The
Directorate score for this are on the Staff Survey was less than the Trust
average showing a gap in equality, diversity and inclusion in the team.

How do you plan to achieve the objective / outcome / improvement

How will you measure success?

The detailed action plan is to be confirmed via the shared governance/QI
approach under the umbrella of the Joy in Work collaborative

The relevant success criteria and measures will be developed in relation to
the action plan.

(SMART) Objective / Outcome / Improvement required

Why this is a priority / what is the issue you are trying to resolve?

Previous Report
Did you do what you planned to do?
Did it make the difference you
intended?
If not what more do you plan to do?
You said, we did highlight for Q1

Improvement – Theme 2: Team Working

SRO and Deputy for objective: Elizabeth Hale

The detailed improvement objective is being defined by the project team
leading on this priority area using an iterative QI approach.

Staff identified this as a priority area at the engagement event, noting a
need for better use of virtual collaborative tools, more social events and
better networking with other teams in directorate

How do you plan to achieve the objective / outcome / improvement

How will you measure success?

The detailed action plan is to be confirmed via the shared governance/QI
approach under the umbrella of the Joy in Work collaborative

The relevant success criteria and measures will be developed in relation to
the action plan.

(SMART) Objective / Outcome / Improvement required

Why this is a priority / what is the issue you are trying to resolve?
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Previous Report
Did you do what you planned to do?
Did it make the difference you
intended?
If not what more do you plan to do?
You said, we did highlight for Q1

Improvement – Theme 3: Health & Wellbeing

SRO and Deputy for objective: Elizabeth Hale

The detailed improvement objective is being defined by the project team
leading on this priority area using an iterative QI approach.

Staff identified this as a priority area at the engagement event, noting the
adverse impact that the lockdown has had on staff wellbeing.

(SMART) Objective / Outcome / Improvement required

Why this is a priority / what is the issue you are trying to resolve?

How do you plan to achieve the objective / outcome / improvement

How will you measure success?

The detailed action plan is to be confirmed via the shared governance/QI
approach under the umbrella of the Joy in Work collaborative

The relevant success criteria and measures will be developed in relation to
the action plan.

Previous Report
Did you do what you planned to do?
Did it make the difference you
intended?
If not what more do you plan to do?
You said, we did highlight for Q1
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9. Medical
Medical – Themes

(SMART) Objective / Outcome / Improvement required
Rather than address each theme in separate tables, we have combined our
objective and actions to include the themes in which our results decreased
following the 2020 NHS Staff Survey and responses staff from the survey’s
online feedback.
Objective: to work with staff members to develop, improve, and
implement plans and actions to improve the conditions that have led to
the worsening of results in the survey and those highlighted by staff via the
online feedback form. We aim to achieve this objective by the start of the
2021 NHS Staff Survey.
Themes
1.Team working
2. Morale
3. Quality of care
Online feedback thematic concerns raised by staff
4. Equality, diversity and inclusion
5. Health & wellbeing
6. Safe environment - bullying & harassment
7. Staff engagement

How do you plan to achieve the objective / outcome /
improvement
1. Hold quarterly Medical Directorate wide MS Team meetings
chaired by the Medical Director to discuss clinical/non-clinical
matters on issues, e.g., discussion on HR & financial procedures
and issues, health & wellbeing matters affecting staff, for
example how staff are banded and what they need to, etc. The
Medical Director or Deputy will also attend scheduled team
meetings regularly across the year to encourage a more
participative and open dialogue with staff.
2. All teams to have a co-designed annual objective plan that links
to the directors objectives which in turn are aligned to the Trust
objectives;
3. Encourage staff to undertake the Wellbeing Conversation
developed by the Healthy Workforce Group and to attend
health and wellbeing webinars organised by the group.
36

SRO and Deputy for objective: Dr Joanne Medhurst/Nish Matenjwa

Why this is a priority / what is the issue you are trying to resolve?
The Medical Directorate results indicated that we improved our scores in six out of ten
themes, two remained static and two worsened when compared to 2019. Both of the safe
environment themes are above the Trust’s average.
Our priority is to work with our staff members not to improve our scores although that will
be something to celebrate but to ensure that real change is made and executed to improve
the working conditions of our staff.
We will focus on the concerns and themes arising from the online form; but we note it was a
small response.

How will you measure success?
1. A) Attendance numbers and B) numbers of staff unable to attend who request
the recordings/transcripts of the meetings
2. Numbers of staff participating in Wellbeing Conversations
3. Baseline: A) Number of staff responding to the Be Kind and Respectful survey B)
Number of pledged staff C) Future: Survey to evaluate change in staff
4. Outcomes of the Joy in Work Collaborative implemented in the Medical
Directorate
5. Strategic team objectives agreed and collated by end of Q1.
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4. Develop and implement a 1 one side A4 Be Kind and Respectful
Pledge and encourage all staff to sign. References: NHS People
Guide – Managing with kindness, civility and
respect https://people.nhs.uk/guides/managing-with-kindnesscivility-and-respect/ and feedback from the Medical Director.
We aim to use the clauses identified by staff following an AMaT
survey to embed a sense of ownership.
5. Enrol the Medical Directorate in the Trust’s Joy in Work
Collaborative

Previous Report
Did you do what you planned to do?
Did it make the difference you intended?
If not what more do you plan to do?

You said, we did highlight for Q1
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10. People
People – Health and Well-being
(SMART) Objective / Outcome / Improvement required

SRO and Deputy for objective: Louella Johnson & Pawel Tamberg
Why this is a priority / what is the issue you are trying to resolve?

To create an environment where health and well-being as well as work-life
balance are actively promoted and encouraged both: in the workplace and
at home.
Points raised through online feedback forms and during the directorate’s
roadshow:
• Lack of breaks and continuous prolonged MS Teams meetings
• Duplication of meetings and lack of clarity on terms of reference
• MSK issues due to prolonged sitting at desks
• Lack of consideration of people’s personal lives outside of workplace
• Requirement to review workload
• Inability to take ownership of own diaries
• Diminished sense of belonging because of remote working
• Unmanageable amount of initiatives and projects with limited resources
• Necessity to work smarter, applying LEAN methodology to decrease the
requirement to work in excess of contracted hours and during annual leave
• Remote working helped us realise the importance of a sense of belonging
How do you plan to achieve the objective / outcome / improvement
• The leadership team will ensure that colleagues feel empowered to
manage their diaries accordingly to ensure sufficient breaks between the
meetings and that the length of scheduled meetings will be reduced to
allow sufficient breaks away from the computers
• Review and agree clear purpose, agenda, attendees, frequency and Terms
of reference of all departmental meetings. Ensure that papers are
distributed in advance. This will enable comments, feedback and discussion
during the meetings to be more focused and more productive.
• The leadership team and the team members will jointly review workloads
and undertake demand and capacity review and report any known
deadlines for reports in advance so that colleague feel in control
• Develop a safe space for colleagues to raise their concerns about the high
levels of workload and meetings as well as well-being.
• Develop departmental workplan with future delivery dates so that
colleagues can plan their workload appropriately and avoid working
excessive hours.
• The team will have agreed team’s core working hours to ensure that no
contact outside of these hours is made to promote work-life balance.
• Commit to a regular team lunch/afternoon tea to create a space where

The staff survey results as well as team’s feedback suggest that health and wellbeing has deteriorated over the last 2 months. This could be for a number of
reasons, including: additional workload and reduced capacity due to a number of
conflicting priorities and projects; feeling of isolation due to working from home;
longer than usual screen time. It is important to enable the team to feel valued and
believe that the colleagues’ health and well-being is of the trust’s utmost priority.
With healthy workforce, the productivity, staff engagement and morale will
improve. This in return will be a contributing factor to appropriate capacity to
deliver the projects that the team is currently responsible for.

•

How will you measure success?
•
•
•
•
•
•

Departmental pulse surveys to ensure we are on the right tracks
Trust-wide pulse surveys
Staff survey results
Improved staff well-being and work-life balance
Reduced sickness levels
Team’s feedback
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•

colleagues can openly talk about their well-being concerns and not feel
isolated.
The leadership team to role model not working whilst on annual leave, at
the weekends and evenings as this adds to the pressure on the team who
feel it is expected to work outside of core working hours

Previous Report
Did you do what you planned to do?
Did it make the difference you
intended?
If not what more do you plan to do?
You said, we did highlight for Q1

People – Theme 2: Team working
(SMART) Objective / Outcome / Improvement required
•
•
•
•

Learn/understand the different element of the teams and how we can
integrate and work together
Improved team bonding and belonging
To improve team morale
Set out clear vision, goals and objectives for each teams

SRO and Deputy for objective: Louella Johnson & Pawel Tamberg
Why this is a priority / what is the issue you are trying to resolve?
•
•
•
•
•

To improve engagement, integration and working relationship amongst the
various HR teams
To boost staff morale, establish support group/team buddy system to
reinforce team building
To help us identify what support we require to achieve a more integrated
team
To help us identify and achieve the bigger picture as a Directorate
To improve team integration and a break –out from individual bubble
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How do you plan to achieve the objective / outcome / improvement
Regular informal meetings (non- work related) to catch up, meet, greet e.g
coffee/lunch meetings and dates
• To consider monthly newsletter capturing updates from the various teams.
• Utilising new ways of working for wider team catch-ups/meeting
• Encourage less email communication and more verbal interaction where
possible
• Building events, away days, team social event/challenges
• Buddy system with rotation across teams/coffee meeting
• Assign team champions/social team across the Directorate
• Support for team: to identify teams who are struggling and tailor support
• Establish a central channel/team forum to identify teams who require
support and how best to support them
• Share positive feedbacks across teams. May consider having a shared
folder to collate this information
• Robust induction /welcome plan for new starters into HR Division
• Realistic distribution of workload across teams
• SMART objectives for team
• Review and where possible avoid back to back meetings, explore walking
team meetings as part of wellbeing
Previous Report
Did you do what you planned to do?
Did it make the difference you
intended?
If not what more do you plan to do?
•

How will you measure success?
•
•
•
•
•
•
•
•
•

A more integrated team
An improved staff survey score/outcome
More engaged teams
Less turnover
Improved morale amongst teams
Feedback from exit interviews
Feedback from Division/stakeholders
Improved pulse survey results
Improved Staff Survey results

You said, we did highlight for Q1

People Directorate - Theme 3: Morale
(SMART) Objective / Outcome / Improvement required
•

Although according to the Staff Survey results, Morale has remained
unchanged when compared to the 2019 results, it remains well below the

SRO and Deputy for objective: Louella Johnson & Pawel Tamberg
Why this is a priority / what is the issue you are trying to resolve?
The staff survey as well as the feedback told us that the team morale is low. It is
important to increase the morale of the team, as this will, in return has positive
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organisational level and lower than comparison group. The team, through
the online feedback told us that Morale is very low and in order to increase
the experience of working in the team, morale needs to be improved.
How do you plan to achieve the objective / outcome / improvement
Embedding trust values in our practice
Internal Workforce Bulletin to improve communication between senior
managers as well as functions within the directorate
• Creating recognition and appreciation space and time - Employee of the
month scheme
• Clear understanding on the various roles within the directorate
• Virtual social down time
• Keeping to time, drop out of meetings if needs. Informed consent if you are
going over time.
• Education piece on use of emails- what and why do we use them?
• Create a safe space for individuals to feel confident to say that they are
overloaded and that they will be listened to
• Agree vision and objectives at team and individual levels, including
opportunities to develop
• Showing compassion to each other and kindness
• Develop People Directorate Charter for “our Culture”, principles we can
sign up to
• As a team, develop strong identity which will be recognised by our
stakeholders
Previous Report
Did you do what you planned to do?
Did it make the difference you
intended?
If not what more do you plan to do?
•
•

impact on Health and Well-being as well as other workforce indicators (including
vacancy rate, sickness, turnover)

How will you measure success?
•
•
•
•

Short local survey every 2/3 months to measure success on how people
are feeling
QI project
Staff Survey Results 2021
Pulse Survey

You said, we did highlight for Q1
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11. Quality and Learning
Quality and Learning – Immediate Managers, Morale, Health and Wellbeing
(SMART) Objective / Outcome / Improvement required

For Immediate Managers to demonstrate compassionate leadership and to be
accessible to staff supporting improved morale and health and wellbeing.

How do you plan to achieve the objective / outcome / improvement
•
•
•
•
•
•
•
•
•
•

Ensure One to one meetings are in place for all staff in the division and are
taking place
Ensure team meetings are in place and occurring
Bi-monthly whole divisional meetings and Leader meetings
All Immediate Managers to complete the Trust LPD programme
Continued implementation of the monthly Spotlight on Quality newsletter
Support staff to attend Health and Well-being webinars and to be engaged
in the Trust Health and Wellbeing programme
Explore the introduction of a buddy system across teams to enable staff to
support each other and widen their support network within the division
Continue with monthly Schwarz rounds and ensure staff are encouraged
and supported to attend
Support all staff in the division to return to work safely for at least 3 days
per week and work with the Estates team to get the workspace ready for
post covid returns
Encourage and support teams to work towards QDU accreditation status

Previous Report
Did you do what you planned to do?
Did it make the difference you
intended?
If not what more do you plan to do?

SRO and Deputy for objective: Charlie Sheldon, Chief Nurse
Billy Hatifani, Holly Ashforth, Deputy Chief Nurses

Why this is a priority / what is the issue you are trying to resolve?
Whilst, the divisional staff feedback demonstrated scores above the Trust average
response rates in all areas, the theme Immediate Managers had reduced in
comparison to the previous year. Staff feedback engagement surveys identified that
morale, health and wellbeing and immediate managers were the areas that staff
wished to focus on. Therefore, we are focusing our actions on the area of
immediate managers with the aim that this will improve staff morale and
subsequently, health and wellbeing.

How will you measure success?
•
•
•

•
•

One to one meetings in place for all staff
100% appraisal rate for the division by 1 August 2021
Improved pulse survey results in the 3 areas identified in the staff engagement
feedback forms
100% of Immediate Managers will have completed the LPD programme
Monthly Schwarz rounds will have taken place

The work that we completed as part of our previous action plan has made a difference to staff and this is reflected in the staff
survey response for the division. Whilst there was a reduction in the score for immediate managers, it is still above the Trust
average score and will have been contributed to by the pandemic and the challenges with remote working. As we look to return
to work, we would expect this to improve in conjunction with the actions being put in place to focus on this area.
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You said, we did highlight for Q1

We shared the divisional staff survey results with staff in the divisional team meeting and encouraged staff to complete the
feedback form to identify where they would like our actions to focus on. Staff told us that the three areas they would like us to
prioritise are Morale, Health and Wellbeing and Immediate Managers. As a result, our action plan focuses on improving these
three areas.
Staff suggested implementing a buddy system and we will explore this across teams in the division.

11. Trust Management and Hosted
The detailed improvement objectives for Trust Management and Hosted are being defined by the team and will be updated and published in June 2021
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Appendix 2 – Sample quantitative and qualitative data from feedback forms feeding into the action plans
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The table below contains a sample of feedback from staff taken directly from the online feedback forms
Which 3 of the
following themes
would you like us to
focus on in the next 12
months?

Equality, diversity and inclusion Health & wellbeing

Reduce stress in the workplace.
* Health monitoring annually .
* Offer stress reducing activities
like yoga, pilates. meditation,
wellness classes, nutrition,
organised walks
* Encourage Cycling- ? offer
lessons. Good for health , and
the planet !
*Make sure people are not
working over their work hours .(
monitor )
*Encourage teams to organise bi
monthly outings outside work

Morale;Health &
wellbeing;Quality of
care;

Health &
wellbeing;Equality,
diversity and
inclusion;Morale;

provide real and equal
opportunities for career
progression to all staff

offer exercise class /sessions on
site for staff to attend to
improve physical and mental
well being.
other trusts offer this for small
monthly fee at various clinic
sites - good turn out and it also
encourage healthy living. Boost
moral. If you feel well you do
well. this can be de-stressing
opportunities for staff

Immediate managers

Morale

Quality of Care

In our Hv team parents can no
longer easily access us through
Reduce the number of meetings clinics due to Covid.
When they try and phone our
and managers. ( Pa's can do
Hub there is no answer phone
some of team leads work.message to even indicate it's the
collating numbers, taking sick
right service and if they do get
calls,)
through and it just rings out.
Duty can allocate / reallocate
work). We have 3 team leads for Other times the line is
a small team plus a locality lead. constantly engaged.
This is expensive and we could Parents are upset and frustrated.
Have raised this often- told it is
do with those HV's on the
because there are only 2 phone
frontline. (eg new model - 1
lines due to staff working at
locality lead, 1 PA, plus 1 team
home and they cannot put an
Lead.)
answer message on because the
calls are diverted. ( Seem highly
Other issues which has been
repeatly raised is that the team improbable) ( this is Richmond &
WW)
have not been listened to.
When they say the workload is
unrealistic and people leave a I have rung other HV hubs in
couple of months after starting different areas in the last couple
surely that indicates a problem. of weeks and have had no
problems getting through.
Staff retention a huge issue.
Being able to access out team is
a very basic requirement.

We NEED team away days
team activities
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Appendix 3 - Divisional/directorate themes’ feedback results
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CLCH 2020-2025
Strategic priorities

Population health
Improving the health of our patients and staff and reducing inequalities

Leading in local systems

Integrating services as
local partners

Putting our collective
CLCH experience and
efficiencies too work
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future

2020/21 strategic
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priorities
Strategy
Implement strategic priorities of integration and place
implementation
Quality
Maintain and improve the quality of services delivered by CLCH
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Make CLCH a great place to work for everyone
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Deliver all NHS constitutional and contractual standards
Digital transformation Implement the vision of the NHS Long Term Plan
Finance
Deliver the 2020/21 financial plan including COVID related financial changes
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Executive summary:
This paper includes updates on:
•
•
•
•

The current situation report on the Covid -19 pandemic
Service delivery update
Covid-19 vaccination update
Infection prevention update including Outbreaks.

Report for:

Decision

Discussion

Information

x

Recommendation: To note update.
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1

Covid -19 -Current Situation Report
London’s infection rate has increased slightly since last week to 20 per 100,000, with a mixed picture
across London. Highest rates in north west London, where Ealing and Hounslow remaining between
40-60 per 100,000.

There is evidence of rise in infection rates in people aged 60+ in some London boroughs, probably
relating to this group returning from overseas travel and not yet being fully vaccinated. All borough
positivity is ≤2% and London overall at 0.7%. Estimated R number in London is between 0.8 and 1.1.
Vaccination rates continue to increase with around 52% of Londoners having received their first dose,
25% having had their second dose.
The focus has now turned towards the new variant initially identified in India, (Variant of Concern
(VOC)-21APR-02), which is becoming the dominant strain in the UK, with increasing dominance in
London, parts of Hertfordshire and Bedfordshire. Significant proportion of VOCs is associated with
historical international travel patterns but not all indicating local transmission.
CLCH have been involved in our local systems as the NHS begins to respond to this, in particular we
have made operational readiness plans if increased demand for vaccination develops as part of the
London response. The NHS are reporting decreased numbers of people admitted to hospitals and
critical care with COVID, and declining number of staff absences related to COVID. There is still no
evidence that the newest variant is placing additional pressures on the NHS.

2

3

Though case rates are still generally low, we are continuing taking a careful look at areas with
evidence of enduring transmission, where there are persistent and relatively high case rates.
Service delivery
Service delivery remains stable with no issues to note. As mentioned above the divisions have
worked this week to be ready for any change in mass vaccination approaches which may require
additional workforce.
In light of the increased new variant, all staff that were unvaccinated or had an unknown vaccine
status were identified and contacted by senior clinicians to inform them of the change in update
being noticed in some areas of the Trust and to reiterate the value of the vaccination.
Vaccine Update
Staff Vaccination Programme
We have achieved an overall vaccination rate of 86.43% for the first dose and 63.64% for the second.
We continue to offer first and second doses of the vaccine to staff.
The rates per division are as follows:

2
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And the breakdown by ethnicity is as follows:

We have continued to support staff where there is hesitancy and have contacted all staff with an
incomplete vaccine history this week in light of the new variant of concern rates increasing in North
West London in particular.
At CLCH, we will continue to follow national guidance and provide the vaccines to those coming
forward for first and second doses. It is important that we continue to protect our staff and patients
from the spread of COVID-19 and our approach also fits the recommendation of the World Health
Organization and MHRA.
Mass Vaccination Hubs
The Trust continues to provide nursing staff for the mass vaccination hubs in Wembley & Brent as
well as the overall governance arrangements for the NWL hubs.
4

Infection Prevention and Control (IPC) Covid-19 Outbreaks
There are currently no open outbreaks within CLCH.

3
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27 May 2021
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3.4
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for approval of this
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Elizabeth Hale – Director of Improvement

Report author

Tom Wright – Director of Sustainability

CLCH 2020-2025
Strategic priorities
2020/21 strategic
priorities
Strategy implementation
Quality
Workforce
Operations
Digital transformation
Finance
Freedom of Information
status
Executive summary:

Population health
Improving the health of our patients and staff and reducing inequalities

Leading in local systems

2020/21 objectives

Integrating services as
local partners

Putting our collective
CLCH experience and
efficiencies too work

Ensuring a sustainable
future

Please delete those which do not apply to this paper

Implement strategic priorities of integration and place
Maintain and improve the quality of services delivered by CLCH
Make CLCH a great place to work for everyone
Deliver all NHS constitutional and contractual standards
Implement the vision of the NHS Long Term Plan
Deliver the 2020/21 financial plan including COVID related financial changes
Public

Sustainability is one of the Trust’s long term strategic priorities and the CLCH Green Plan was approved by
the Board in July 2020 and launched in October 2020. This paper provides an overview of progress on
delivery against the plan and also comments on wider NHS Green developments.
The CLCH Green Plan set out ten core deliverables for initial focus. Excellent progress has been made on
a number of these areas, for example the setup of a green champions network, the assessment of
energy saving schemes for Trust tier 1 estates and the transport plans for a Green fleet and electric
vehicle charging. However Covid19, and capacity constraints, particularly in estates, has meant that not
all of the core deliverables have been achieved. An exception report against each area is provided. A
refresh of the Green Plan and a continued focus in the first half of 2021/22 should address these points.
The exercise to calculate the Trust carbon footprint is well underway, with support from the specialist
firm Ricardo, and a report on this will be ready for July Trust Board. As part of this we will set out
trajectories to reach net zero in accordance with the NHS Net Zero report published in Oct 2020.
A review of the ten domains of the Sustainable Development Assessment Tool (SDAT) shows that whilst the
Trust is making good progress, it is still at the start of a long journey towards sustainability. The paper also
notes the current Trust arrangements for Green governance, management and resources.
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Assurance provided: The paper provides the monitoring assurance required under the Trust Green Plan.
Report provenance: The paper was reviewed at ELT on 13th April and then April Finance Committee. It has
subsequently been amended to clarify that the Trust carbon footprint will be presented to the July Trust
Board, not the May Trust Board, to allow further time for review and validation. It was reviewed again at
ELT on 18th May.
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Recommendation:
Trust Board are asked to review the paper and comment.
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1
1.1

Purpose
The purpose of the paper is to provide a bi-annual update on the progress of the Trust Green Plan
delivery and to update on wider NHS Green developments.

2
2.1

Introduction
This paper sets out progress against the Trust Green Plan covering
•
•
•
•

NHS-wide developments
Progress against the 10 core deliverables identified for year 1
Governance, management and resources
Key Next Steps

Some excellent progress has been made on a number of areas of the Green Plan however
Covid19 and capacity constraints, particularly in estates, has meant that not all of the core
deliverables have been achieved.
A refresh of the Green Plan and a continued focus in the first half of 2021/22 should address
these points.

3

NHS- Wide Developments

3.1

Since CLCH published its Green Plan in July 2021 there have been several important developments
to note:
•
•
•

3.2

The publication of the NHS Net Zero report in October 2020
The creation of the new Greener NHS unit replacing the former NHS Sustainable
development unit
Sector level NHS developments

The NHS Net Zero report sets out new targets for carbon reduction as well as a methodology for
carbon measurement classification.
•
•

for the emissions we control directly (the NHS Carbon Footprint), net zero by 2040, with an
ambition to reach an 80% reduction by 2028 to 2032
for the emissions we can influence (our NHS Carbon Footprint Plus), net zero by 2045, with
an ambition to reach an 80% reduction by 2036 to 2039.

The NHS Carbon footprint is categorised as follows
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For CLCH the key implications of the report are the requirements to
1) Calculate the Trust carbon footprint and set trajectories and schemes in place to achieve
the net zero targets
2) Develop a green travel plan
3) Refresh the Trust Green Plan to reflect the latest guidance. Specific guidance on the
template is expected in first quarter of 2021/22.
3.2

The creation of the new Greener NHS Unit is intended to bring more drive and focus to green
sustainability in the NHS. However in the short term it means that some of the tools and
methodologies previously promoted by the Sustainable Development Unit are not available and
may no longer be required. For example the Sustainable Development Assessment Tool appears no
longer to be available on the website.

3.3

There is evidence of ICS/sector level efforts to increase focus on green sustainability and
collaboration across sectors.
For example the NCL Sustainability and Transformation Partnership is particularly active. The NWL
ICS have also just indicated the desire to start coordinating some sector level Green projects.
CLCH have not been materially engaged with sector level sustainability work at this stage but this
will become increasingly important over the months to come.

4.
4.1

Progress with the CLCH Green Plan Delivery
Significant progress has been made on delivery of the Trust Green Plan since it was approved 9
months ago.
Key highlights are

190

•
•
•
•

4.2

The establishment of a Green Champions network with 45 members and an increased level
of staff engagement
The analysis of Trust tier 1 sites by specialist firm Inenco to identify energy saving quick
wins. A total of 15 sites were audited and schemes to a value of £420k identified with a
combined carbon saving of 177 Tonnes Co2 pa
The engagement of specialists Ricardo to calculate the Trust carbon footprint
The completion of a Green Fleet Review with a plan to convert to electric vehicles over
three years

The Trust Green Plan identified 10 core deliverable areas for the first year. The table below shows a
RAG rating against each area. The following sections provide an exception report.

1

Progress at
April 2021

Staff champions in place
Website area with staff
comment section
Pipeline of staff ideas and
projects

Oct 2020

Complete

Energy consultants
appointed
Reduction target to be
defined in first 6 months of
plan
Annual audit

Targets defined
by April 2021

Good Progress

Measure

Staff engagement

•
•
•

2

Timescale

Deliverable

Overall carbon
emission
reduction from
direct operations

•
•

•
3

Switch to
renewable
Electricity

•

100% renewable electricity
contracts by April 2021

April 2021

Complete

4

Increase recycling

•

Develop a waste reduction
and recycling strategy to
include:
- Tier 1 and Tier 2 sites
(through partners)
- Review of recycling
contracts, targets and
staff information
- Recycling furniture

December 2020

In Progress Delayed
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Deliverable

Measure

Timescale

Progress at
April 2021

5

Reduce single use
plastics

•

Develop a strategy for
single use plastics in line
with the NHS Plastics
Pledge (e.g. plastic cups,
bottles cutlery, food
boxes)

December 2020

Not started

6

Estates
rationalisation

•

Reduce estates square
meterage per £ revenue

Annual audit

In progress –
Delayed

7

Staff travel
reduction through
remote working
and greener travel

•

Enable home and agile
working where
appropriate
Cut business mileage and
vehicle fleet emissions by
20% by 2023/4
Promote staff cycling

Ongoing

Good Progress

•

•
8

Procurement
supply chain
sustainability
measures

•

•

Fleet target by
2023
Ongoing

Define sustainability
criteria for supplier
selection and update
procurement processes
Purchase locally where
possible

Oct 2020

Good Progress

Ongoing

9

Green space
improvement

•
•

Prepare greenspace plan
Deliver annual greenspace
improvements

April 2021

Not started

10

Contractual
requirements

•

Audit of compliance with
NHS and Local Authority
contractual requirements

Annual

Ongoing

192

4.2.1

Staff Engagement:
A Green Champions network has been established which meets every 6 weeks and serves as a
forum for the exchange of information and ideas across functions and divisions. There are currently
45 members with numbers growing at two or three a week.
The CLCH Hub contains a Green section as well as a Green Champions page and the email
address clcht.green.sustainability@nhs.net is available and monitored for enquiries.
Green Plan news updates have been posted on TW@CLCH as well as through divisional
newsletters.
Staff concerns are broad and deep, however they tend to focus on visible matters such as
•
•
•
•

Waste and recycling (including PPE waste)
Cycle storage
Paper usage
Equipment that is left on

Requests that have come through the Green Champions or hub pages are logged and tracked for
action. In most cases the execution of the action requires Capita estates to complete and if this is
delayed this can cause some frustration.
4.2.2

Carbon emission reduction:
Quick Wins
A specialist energy firm , Inenco (www.inenco .com), was retained in the autumn to carry out an
assessment of energy saving quick wins at CLCH sites. The output of this work was a very useful set
of reports for 15 tier 1 CLCH sites that identified energy savings measures like, boiler
improvements, insulation, solar PV, LED lighting. The total value of the schemes was £420k and the
carbon saving through implementation was 177 tC02 pa
An application was made to the public sector decarbonisation Scheme (PSDS) fund to obtain capital
for the schemes however this was not successful - due to over subscription to the scheme. A
second smaller phase of the PSDS was announced in April but this was not applicable to the CLCH
schemes.
CLCH will therefore need to fund the schemes through Trust capital in 2021/22 and an allocation of
£400k has been provided. The scheme financial payback ranges from 1 to 15 years.
Future opportunities for Green grant funding will be carefully monitored and applications made
where appropriate.

Carbon Footprint Baseline and Net Zero Trajectory
A specialist firm Ricardo (www.ricardo.com) has been selected to assist the Trust calculate its
carbon footprint in accordance with the NHS Carbon Footprint methodology. This work is making
good progress and we will report the first analysis of the footprint to the Board in July. Work will
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then continue to establish schemes to reduce Trust emissions in line with NHS targets
4.2.3

Switch to Renewable Electricity:
All Sites where CLCH are responsible for electricity purchase now use 100% renewable contracts.
Electricity (and gas) contracts are currently re-procured annually.

4.2.4

Increase Recycling and Reduce Waste:
There has been mixed progress with this item primarily due to the pressure on estates and other
departments to focus on Covid-19 priorities during the reporting period.
We have now received a first batch of 35 new recycle bins which will be distributed across the Trust
Tier 1 sites. It is important to note that it has been established by Capita estates that all councils
where CLCH is present operate a dry mixed recycling policy which means the Trust can standardise
its approach. However there is significantly more complexity where CLCH is operating in Tier 2 and
3 shared use sites, especially in terms of monitoring volumes of waste produced by CLCH.
Ricardo are carrying out some detailed analysis of CLCH waste as part of the carbon footprint work.
We plan to use the output of this work to support the development of a waste and recycling
strategy in Q1 2021/22.

4.2.5

Reduce Single Use Plastics:
CLCH has signed up to the NHS plastic pledge which has an initial focus on items like plastic straws,
cups, containers. However due to Covid 19 pressures no material progress has been made in this
area.
A new drive to address plastic waste will form part of the waste and recycling strategy in Q1
2021/22
Unfortunately the significant increase in single use PPE for Covid-19 infection prevention has
created a vast increase in waste which is quite a concern to staff. This is not a problem that CLCH
can solve on its own and it is recommended that we work with regional and national partners and
guidance as this emerges in the coming months.

4.2.6

Estates Rationalisation:
Estates rationalisation is an ongoing project supported by Capita contract targets. At the time of
writing however we do not appear to have a robust mechanism for recording site occupancy
meterage changes in a way that allows for transparent reporting.
This is another key area to address as part of the Capita contract going forward in 2021.

4.2.7

Staff Travel reduction through greener travel and remote working:
Significant progress has been made in this areas across a number of different fronts:
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Green Fleet Review
A Green Fleet Review has been conducted by the Energy Saving Trust under a national government
grant. This has established the breakdown of CLCH fleet as follows

The % of ultra- low emission vehicles (either plug in hybrids [PHEV] or pure battery electric vehicles
[BEV], across the personal fleet cars and salary sacrifice cars is 39.2 % which is already much higher
than the national average.
However the intention is now to convert all CLCH lease vehicles to pure electric over a 3 year
phased period. A consultation on this process will take place in Q1 2021/22.
Electric Vehicle Charging
Related to the Green Fleet review, CLCH is also embarking on the installation of electric vehicle
charge points at appropriate Trust sites. This would be to support Trust staff commuting and Trust
business vehicle usage including pool cars in the first instance.
The firm Electric Blue have been selected to make recommendations on charger infrastructure and
11 tier 1 sites have been assessed as suitable for a first roll out. Procurement is planned to occur in
the coming weeks with a view to installation of the first chargers by July.
Cycle Usage
Cycle usage has been promoted through the establishment of a Trust cycle network. In addition the
Green plan is focussed on ensuring appropriate cycle storage at relevant Trust sites. This is
particularly of interest to our Green Champions.
Remote Working
As a result of Covid -19 and the rapid implementation of home working and MS Teams usage for
many staff groups there has been a very substantial drop in staff travel. This has not yet been
quantified because the full effect will be temporary. However the intention of the New and Safer
Ways of Working group is that remote working will continue beyond Covid. As a result the
pandemic will have expedited an important component of the Trusts net zero trajectory.
4.2.8

Procurement Supply Chain:
A review of CLCH procurement criteria has been conducted by the Capita procurement team to
ensure alignment with sustainability. In addition the Trust business case template has been
updated to add green criteria to the assessment methodology.
Further significant work on procurement processes will be required over the coming months and
years, both by CLCH independently but also as part of regional and NHS level procurement
partnerships.
The NHS net zero report shows that procurement and supply chain represents more than 50% of
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carbon emissions across the NHS, emphasising the importance of this area, as shown in the pie
chart below:

4.2.9

Green Space Improvement:
Little progress has been made in this area due to the impact of Covid19 priorities.
However it is an area of vocal importance to Trust staff.
The Green Space improvement plan has been delayed but will be completed by the end of Q2.
2021/22

4.2.10

Contractual Requirements:
There were no material green sustainability changes to the 2021/22 version of the NHS standard
contract. However the language of the Green clauses in SC18 have been updated to refer to the
new NHS Net Zero report.
It should be noted that under the NHS Standard contract the following are required :
•
•

18.2.1 provide an annual summary of progress on delivery of that [Green] plan to the
Coordinating Commissioner;
18.2.2 nominate a Net Zero Lead and ensure that the Co-ordinating Commissioner is kept
informed at all times of the person holding this position.

As the NHS contracting process has been suspended during the last year and will continue to be
suspended for H1 2021/22 it is not clear exactly when the update under 18.2.1 should be provided.
However CLCH will plan to provide this update towards the end of Q1 when the Trust carbon
footprint will be available to be reported.
CLCH has advised NWL ICS of the Exec lead and operational lead for Green matters.
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4.3

Sustainable Development Assessment Tool (SDAT tool )
CLCH previously reported its status against the SDAT tool in July 2020 as a work in progress.
The SDAT tool is no longer available on the NHS Green website. Nevertheless our updated
assessment of compliance is as follows. Areas of assessment not previously populated have now
been completed. In two areas we have improved our score since the publication of our Green Plan
(Carbon/Greenhouse Gasses and Corporate Approach). The top scoring area is Our People and the
lowest is Green Space and Biodiversity. This is related to the lack of a green space plan as
mentioned above.

5.
5.1

Governance, Management and Resources
The CLCH Green Plan established a governance structure as shown in the diagram below. This has
remained unchanged up to this point.
However in discussion with Ricardo, a review of governance has been recommended, for example,
to ensure responsibility for different elements of the plan delivery are appropriately allocated to
specific people or functions and that they are held to account. The recommendations from this
assessment will be reported to ELT in Q1.
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In terms of dedicated management, the Green Plan delivery is supported 1 to 2 days a week from
the Commercial Director. A Green Project Officer, B6, has now been recruited and started work in
May. It may be necessary to review resource levels going forward given the range and complexity
of the net zero project.
The biggest barrier to delivery of Green Plan projects is currently the lack of capacity and
organisational infrastructure in the estates function.

6.

Next Steps
The key next steps are as follows
1
2
3
4
5

Action
Completion of carbon footprint assessment and
report to Trust Board
Refresh of Trust Green Plan (on receipt of new
Green Plan guidance)

Responsibility Date
TW
July 2021

Preparation of Trust green travel plan
Review of Green Governance arrangements
Delivery of outstanding core deliverable areas

TW
EH
EH/TW

TW

7
7.1

Quality implications and clinical input
Clinical input is provided through the Green Steering Group.

8
8.1

Equality implications
No specific equality implications of this paper

9
9.1

Comments of the Director of Finance, Performance and Contracting
n/a

When
guidance
received
Q1 2021/22
May 2021
H1 2021/22
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10
10.1

Consultation with partner organisations
Partners have not been consulted in the production of this paper. However the Trust Green Plan is
made available to commissioners and is on the Trust website.

11
11.1

Monitoring performance
The Green Plan progress is monitored by the Green Steering Group monthly with reports to
Finance Committee bi-annually and Board annually

12
12.1

Recommendations (as per front sheet)
Trust Board are asked to review the paper and comment.

199

Board of Directors
27 May 2021
Report title:
Agenda item number:

Promoting equality and tacking inequality implementation update
3.5

Lead director responsible
for approval of this
paper

Charlie Sheldon, Chief Nurse.

Report author

Dominic Bellringer-Mundy, Assistant Director of Patient Experience

CLCH 2020-2025
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Strategy implementation Implement strategic priorities of integration and place
Quality
Maintain and improve the quality of services delivered by CLCH
Workforce
Make CLCH a great place to work for everyone
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Deliver all NHS constitutional and contractual standards
Freedom of Information
status
Executive summary: This paper provides the Board of Directors with an update on the progress for each of
the four campaigns that underpin the Trusts Promoting Equality and Tackling Inequality Strategy.
The four campaigns and their outcomes are highlighted below:
1: Access to services
Outcome: All services show equal access to services in terms of protected characteristics (analysed by
waiting times and take up in case of self-referrals)
2. Workforce Equality
Outcome: Better staff experiences reflected in equal and improved staff survey results. Better outcomes
reflected in recruitment, retention and promotion data
3. 3: Understanding our Communities
Outcome: Reduction in health inequalities for targeted groups (where we have identified we need to
improve outcomes for targeted groups, such as areas of deprivation)
4: Our Role as an Anchor Organisation
Outcome: Evidence of positive impact on local communities served by Trust through targeted employment,
procurement and estates initiatives
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We have made positive progress against our objectives. The table within this report not only highlights the
progress made to date, but also the planned next steps.
We have held workshops for our campaigns on population health & understanding our communities and
held our first conference on 10th May.
We have revised our terms of reference for the trust equality group and implemented a number of changes;
Moving forward the group will be led by the campaign leads on rotation and we hope that in doing this we
will draw in more staff and patient feedback as well as ensuring we move forward and successfully meet our
objectives. By working together in this way we can promote mutual trust and understanding of the issues
related to inequity regardless of our roles in the organisation. By having eight meetings a year we can
ensure each campaign group presents on their work twice.
As part of each meeting we will now receive presentations on the campaigns and will encourage a collective
discussion on what is going well and not so well. Providing encouragement and support to those working on
each campaign is key to our success.
The inclusion of our shared governance trust chair gives the group a clear mechanism to access staff easily
and promptly to provide additional feedback and in addition we are encouraging our campaign groups to
utilise shared governance groups to assist in delivering campaign objectives where able.
Our guiding principles for the group are as follows:
1. We start every other meeting with a video staff or patient or public story related to the campaign
group leading the meeting.
2. Every other meeting we discuss an external paper or report relating to the inequalities agenda.
3. We invite a member of our patient and public involvement network.
4. We invite a representative from both our specialist learning disabilities and homeless heath teams
who work closely with some of our most vulnerable communities with difficulties in accessing
healthcare.
5. We have a formal update from the Director of Public Health describing the work on the Trust wide
needs assessment that is in development and an update on areas of need that are identified through
this approach.
6. The group has a name change to the Tackling Inequality & Promoting Equality Group to reflect the
Trust Strategy and our aim to consider our staff, patients and the public.
7. That each campaign lead has a project group in order to ensure we deliver objectives and engage
with our wider patient, public and staff groups.
8. That we hold a conference once per year and potentially 2 shorter workshops / seminars for those
involved in implementing the strategy. (Supported by academy)
9. We have a standing item on the 8 equalities actions for NHS trusts.
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10. That we share the patient / staff story film & recording of the part of meeting related to campaign
presentation on the hub.
11. That we invite external speakers where able and ensure our work connects with other projects be
those in our integrated care systems, London or nationally.
12. That we take collective responsibility to address areas of concern and to celebrate successes;
promoting the work we are doing together.
Assurance provided: The progress and performance of each of the four strategic campaigns is monitored
through the Promoting equality and tacking inequality group. The group is very much led by the campaigns
and we hope that in doing this we will continue to draw in more staff and patient feedback as well as
ensuring we move forward and successfully meet our strategic objectives. By working together in this way
we can promote mutual trust and understanding of the issues related to inequity regardless of our roles in
the organisation.
Report provenance: This report is for the purpose of updating the board on the progress against our Equality
Strategy Campaigns, the campaigns are also monitored at the Equality Group meetings.
Report for:

Decision

Discussion

Information

X

Recommendation: The Board are asked to note progress against our new Equality and Tackling Inequality
strategy.

1
1.1

Purpose
The purpose of this paper is to report on the progress made against each of the four Equality
Campaigns. These campaigns underpin the Trusts new Equality and Tackling Inequality Strategy.

2

Equality Campaign updates
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Campaign:

1: Access to services

Outcome:

All services show equal access to services in terms of protected characteristics (analysed by waiting times and take up in
case of self-referrals)
Lead Director:
James Benson, Chief Operating Officer
Date:
07/05/2021
Objectives
Measures of success April 2021-March 2022
Progress / Next steps
1. We will protect the most vulnerable from
1.1. Confirm the patients that are most
Progress
COVID, through enhanced analysis and
vulnerable from COVID.
We are investigating systematic means to
community engagement, to mitigate risks
identify the most vulnerable patients.
associated with protected characteristics
1.2. All services will develop clear strategies,
Campaign 1 is at the initial stages of strategy
and socio-economic conditions.
implementation and evaluation plans to
development re COVID 19 for the most
mitigate the risks from COVID for the most
vulnerable.
vulnerable.
Next Steps
As per measure 1.1, determining the most
vulnerable patients from COVID 19 is to be
completed before developing strategies to
minimise their risk.
Homeless Service – The Health Equalities team
will engage with this service given their
vulnerable status.
• Discuss with internal stakeholders
about how to move this objective
forward.
2. We will restore NHS services inclusively, so 2.1. Waiting lists for services will be reviewed
Priority services to be reviewed:
that they are used by those in greatest
regularly by protected characteristics to
0-19 vaccinations and immunisations
identify where additional action may be
need – guided by new performance
Diabetes
monitoring of services, access and
needed to increase access and reduce
Frailty
outcomes among those from most
inequality.
Cardiac
deprived neighbourhoods and BAME
Community Nursing
communities.
Respiratory
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Progress
Diabetes – Analysis is ongoing re diabetes
services within the Trust, comparing CLCH
patient populations to the corresponding
geographic populations.
Limitations – Progress re analysis is constrained
by barriers to the provision of data and limited
analytical resource.

3.

We will develop digitally-enabled care
pathways and review effectiveness and
take-up by different patient groups

3.1. Pilot digital investment and innovation to
improve access for marginalised patient
groups to assess effectiveness

Next Steps
Diabetes – Access to diabetes services will be
examined first before analysing waiting lists,
DNAs and outcomes.
Share analysis with services for further insights
and action plans to address concerns in
inequity.
Progress
BIPA Request – Application to BIPA made to
receive information re:
Use of digital services by demographics
Use of virtual vs face to face activity by service
Access to consultation with respect to disability
status
Access to consultation with respect to language
spoken
Next Steps
Further to the receipt of the BIPA report, we
will work closely with the Digital Programme
Manager to develop pathways to enhance
access based on areas of need.
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4. We will prioritise preventative
programmes which engage those at
greatest risk of poor health outcomes. This
includes take-up of flu vaccines, better
targeting of services to support prevention
of long-term conditions and management
programmes, obesity reduction
programmes, self-referrals into the
Diabetes Prevention Programme and
health checks for people with learning
disabilities.

4.1. Develop equalities portal for our data to
provide tools for analysis by protected
characteristics.

4.2. Provide access to demographic data for
locality based teams to enable
comparative analysis of take up of services.
4.3. Analysis will be published for flu vaccine
take-up, obesity reduction programmes,
and self-referrals to the Diabetes
Prevention Programme and health checks
for those with learning disabilities.

5.

We will record and review patient ethnicity
and all other protected characteristics to
monitor and respond to trends related to
inequality in terms of access and
outcomes.

5.1. The completion rate for ethnicity
monitoring will improve throughout the
year, with action targeted where it is most
needed, linking in with community leaders
to identify and respond to trends and
patterns

Progress
Equalities Portal – Following discussions with
Grant Thornton, we will work closely with the
Information Improvement team to develop an
internal resource for self-reporting and analysis.
Next Steps
• The parameters and needs of the
equalities portal are to be examined
and determined in upcoming meetings
with Information Improvement team
and Campaign 3 Programme Manager.
Progress
• Same as above in 4.1 – We will be able
to provide demographic data for teams
once the equalities portal is developed.
Progress
• Same as above in 4.1 – We will be able
to provide data and analysis for teams
once the equalities portal is developed.
• We will need to re-examine selfreferrals to Diabetes Prevention
Programme as it appears that CLCH
does not deliver this service and may
not have access to the data.
Progress
The Health Equalities team has:
Developed and published a script to guide staff
with speaking to patients about collecting
ethnicity information. The script is available in
17 commonly spoken languages used across the
CLCH patch.
Met and continue to meet with teams across all
divisions to discuss data completion.

205

Published communications to raise awareness
re ethnicity monitoring.
Next Steps
Meeting with teams – The Health Equalities
team will continue to meet with services
promote ethnicity monitoring and how it can be
facilitated.
Communications – The Health Equalities team
will draft an article highlighting progress made
on ethnicity monitoring for the Spotlight on
Quality magazine.
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Campaign:

2: Workforce Equality

Outcome:

Better staff experiences reflected in equal and improved staff survey results. Better outcomes reflected in recruitment,
retention and promotion data
Louella Johnson, Director of People (Access to Education: Holly Ashforth, Deputy Chief Nurse)

Lead Director:
Date:
Objectives
Measures of success April 2021-March 2022
1. We will promote a positive culture for our staff by:
1.1. Improving processes for escalating and resolving
internal complaints from staff.

1.1.1. QI project on resolving internal staff
complaints – mapping out key steps and
processes from the point of receiving a
complaint to resolving it.

Progress / Next steps
A cross-functional Bullying and Harassment
Taskforce has been set up to address this –
it has been meeting monthly since January
2021. The taskforce is working with the QI
team to map existing support services for
staff to avoid duplication and identify gaps.
The Taskforce is reviewing the disciplinary,
bullying and harassment and grievance
policies. The new disciplinary policy and
toolkit, with updated procedures and
guidelines, is now published on the
intranet. This has been revised in close
collaboration with staff side and staff
networks. All three of the above policies
have been discussed with the Race Equality
and Disability and Wellness Networks in
April. They will be reviewed by the Rainbow
Network as well.
A sub-group led by the Director of People is
reviewing the current practices around
investigation of grievances and studying
best practice to make the process timely,
independent, fairer and more robust. It is
participating in the Pan London E&D
Network, which is studying policies and
practices related to disciplinaries and
grievances across the region.
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1.1.2. To conclude with guidance, metrics and
information on support services.

1.2. Raising awareness of the impact of poor
behaviour at the workplace.

1.2.1. Anti-Bullying Week (Nov 16-21) –
followed by monthly awareness-raising on The
Hub/through SG Council and training.

The taskforce contributes to the monthly
staff survey action plan on bullying and
harassment and is studying a number of
models related to just and fair culture,
including the RCN Cultural Ambassadors
Programme, the Natwest Staff Support
hotline and has oversight over the two
annual campaigns to address bullying and
harassment from the public and staff,
namely: the Tackling Unacceptable
Behaviour Campaign (held in April) and
Anti-Bullying Week (held in November).
This has begun. The mapping of support
services, led by the Head of Employee
Relations and Policies, is currently
underway with the support of the QI Team.
The new policies and guidelines will be
updated every 6 months to ensure they
reflect the requirements of the organisation
and best practice guidance issued by ACAS.
The Shared Governance (SG) Council Lead is
part of the B&H Taskforce. The SG Quality
Council on Bullying and Harassment led the
Anti-Bullying Week campaign in November
2020, and plans are underway to share staff
stories and raise awareness about the
impact of poor behaviour once a quarter.
The Leadership and People Development
Programme Module 1 launched on 19th
April including a session on Preventing
Bullying and Harassment. The OD and
Culture Team are also commissioning
Active Bystander Training, in line with the
London Workforce Race Equality Strategy
and launching a new Culture and Behaviour
Framework to promote positive behaviour.
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1.3. Protecting staff from abuse from the public and
patients through system-wide collaboration.

1.4. Providing staff access to a range of support
networks (e.g. Freedom to Speak up Guardian and
champions, staff networks, staff side, helplines
and shared governance councils).

1.3.1. Support for staff reporting Violence &
Aggression and link up with system-wide
partners to campaign against abusive
behaviour from public and patients.

1.4.1. Updated list of full range of forums,
networks and support services to be published
on The Hub and promoted.
1.4.2. Support for divisions to run
engagement sessions and address localised
challenges.

The Tackling Acceptable Behaviour
Campaign, led by the Security Team, in April
2021 included a range of workshops and
panel discussions –which included staff
stories and sessions on de-escalating
conflict, manager’s role in supporting staff,
incident recording and support for lone
workers. The TUB page now has a number
of resources to support teams, including
Acceptable of Responsibilities Agreement
letter templates, use of sanctions (yellow
cards and red cards), posters and leaflets
and an animation video on managing
aggressive behaviour.
This work is currently underway as is being
led by the Employee Relations Team with
the support of the QI Team.
Divisions are setting up their own Equality
Forums and holding engagement sessions
with their staff. North Central London Race
Equality Forum launched in December
2020, and is planning bimonthly meetings,
while Hertfordshire and North West London
Divisions are planning their own equality
forums in the upcoming months. South
West London Sexual Health Service has set
up its own diversity forum as has the
Westminster Learning Disability Psychology
team. Three CBUs in the Children’s Division
have facilitated 4 Big Conversations on
Diversity and Inclusion and have recruited
26 Diversity and Inclusion Champions. The
new EDI Lead will be developing a support
package for Divisional Diversity forums and
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1.5. Promoting restorative dialogue through training,
feedback and coaching for staff and managers to
support early resolution of concerns.
Developing line managers’ competency to:
Lead culture change so that they manage diversity and
inclusion effectively.
Build a consistent standard of race and cultural
awareness.
Conduct 360 feedback and coaching.
Develop key skills around self-awareness and
conversations that make a difference.
Offer peer support and space for reflection.

1.5.1. Academy implementing new LPD
programme for 2000 line managers focusing on
management and leadership. HR Team to
provide ongoing coaching. OD and Culture
Team to provide staff access to awarenessraising through network meetings, culture and
behaviour self-assessment templates, bespoke
workshops and annual conferences.
1.5.2. Develop a learning culture – through a
range of different learning opportunities – from
classroom, to staff stories, Schwartz Rounds,
discussion and debate sessions and workshops.

resources and workshops for Diversity and
Inclusion Champions. The OD and Culture
Team have also developed a Big Diversity
Conversation resource pack for teams. This
will be promoted by the new EDI Lead after
June 2021.
The Leadership and People Development
Programme Module 1 launched on 19th
April It will be mandatory for all line
managers and includes modules on
equality, diversity and inclusion, preventing
bullying and harassment, the culture and
behaviour toolkit and accessing support
from the Freedom to Speak Up Guardian
and Champions.
The Communications Team is working
actively to support with promoting staff
stories as blogs. In the past year, staff
stories have been promoted as part of
Ramadan, Wind rush, LGBT History, South
Asian Heritage, Black History and Disability
History months. This year we promoted
videos of iconic personalities through LGBT
History Month and webinars and hope to
continue to collect staff stories over the
year. Staff stories are also a key feature at
network meetings, including, the newly
launched Women’s Network. The divisional
equality forums and Big Conversations on
Diversity and Inclusion with the Children’s
Division are also helping to generate
awareness and self-reflection. This has
contributed to the improved staff survey
scores within that division. Through 202122 we have also scheduled Disability
Confidence Train the Trainer course for
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staff with lived experience of disabilities,
recruitment and selection training to
understand the importance of value-based
recruitment and webinars on LGBT
Inclusion from May till November. The
annual REN Conference has been scheduled
for October 28th and the DAWN conference
for September 29th – both of which are key
events that contribute towards developing
a learning culture within the Trust. The
Trust is also hosting the Equality 2021
conference on May 10th with a range of
external speakers who will help to develop
an understanding on the wider Equality and
Health Inequalities policy context.
2. We will enable career for all through targeted improvement initiatives to address disproportionality by:
2.1. Promoting access to learning and career
2.1.1. Training offered by Academy:
The LPD Programme Module 1, which will
development opportunities through the
Line managers’ training
be mandatory launched on 19th April.
Academy and OD team through targeted
Reverse mentoring training for staff at Band 8B Reverse Mentoring and NWL Capital Nurses
initiatives, such as: line manager training,
and above (3rd cohort to start in Jan 2021).
Programme Update: Tracy/Holly to provide
Reverse Mentoring, Capital Nurses Programme
The Disability Confidence training which will
NWL BAME Capital Nurse Programme
for Black Asian and Minority Ethnic (BAME)
be scheduled after the Train the Trainer
underway.
nursing staff, Disability Champion and the
Disability Champions programme – to conclude sessions in June will be held once a quarter
Unlocking Your Potential programmes.
as a rolling programme.
in February 2020. Resources on reasonable
Reasonable adjustments guidance to be
adjustments and disabled staff stories to be
included in updated Disability Policy (by
promoted through The Hub.
August 2021), along with an easy to access
Unlocking Your Potential (for BAME staff at B7
link to Access to Work guidance.
and below and their sponsors) – 2 cohorts
Two cohorts have completed the Unlocking
commissioned.
Your Potential Programme. Following an
Inclusive Leadership training for managers
evaluation of Cohorts 1 and 2, the
Learning resources on race and diversity to be
programme may be recommissioned for a
posted on special page on intranet.
further 2 cohorts after June.
New behaviour framework to go live.
29 staff (in 2 cohorts) have attended the
Leading Inclusively with Cultural
Intelligence course between December
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2.2. Offering mentoring, coaching and training to
equip staff with tools and resources to progress their
careers effectively.

2.2.1. Career mentoring and coaching to be
promoted through OD page on The Hub.

2.3. Ensuring that ED&I are integrated within appraisal
systems and Personal Development Plans.

2.3.1. New EPADR system to go live. Includes
section on personal development plans and
guidance and question on setting equality
objectives + question on reasonable
adjustments.
3.We will promote representation and voice of staff at all levels by:
3.1. Setting aspirational workforce goals for staff at
3.1.1. New aspirational goals set for BAME
representation at Band 8A and above following
Band 8A and above to ensure fair representation in
remodelling of workforce profile based on
terms of ethnicity at senior levels.
Model Employer Guidance.
3.2. Ensuring CLCH Board is representative of our staff
and communities.

3.2.1. Develop a pathway for a representative
board.

2020 and January 2021. A bespoke session
is being planned for the Children’s Division.
Initial discussions have taken place with
Above Difference on future sessions. Plans
to be agreed after new EDI Lead joins.
Work is underway with the
Communications Team to develop a page
on the Hub to post learning resources
related to inclusion. The page has been set
up and will go live in 3 months.
The Managers Behaviours Framework and
Managers' Self-Assessment and 360
Behavioural Tool will launch on 10th May.
This will provide CLCH for the first time the
ability to provide 360 degree feedback to
managers, based on its values based tool.
The OD & Culture Hub pages have been
updated, with a dedicated coaching and
mentoring page signposting people on how
to access this.
The new appraisal system with a new
improved and improved functionality
launched on 12th April and is available on
iLearn.
Discussions to take place with NEL CSU on
Model Employer goals for the Trust for
Black, Asian and Minority Ethnic staff.

The Chief Nurse is leading on this work and
progressing with colleagues across NWL as
part of the regeneration and inequalities
workstreams.
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3.3. Strengthening existing staff networks and
setting up 3 new ones for women, new parents and
faith and spiritual care.

3.3.1. Existing staff networks are supported and
continue to develop and work together. 3 new
staff networks to be launched – for new
parents, women and faith and spiritual care.

Race Equality Network continues to meet
fortnightly and play an active role in
supporting divisional forums and key
engagement events, such as Vaccine
Hesitancy round table discussions, support
for staff from India affected by the Covid
crisis.
DAWN is planning its annual conference in
September with Mental Health Minders
and the Disability Rights UK. A joint meeting
is planned between the two for 17th May
and a draft Terms of Reference is being
developed to support the collaborative
working.
Rainbow Network now has a new co-chair
and a pool of volunteers who are
supporting a bespoke You Are Not Alone
Campaign to provide pastoral support for
LGBT+ staff affected by the pandemic. They
will be receiving supervision and training
from the Trust psychologist. In addition,
they have developed a new set of
lunchtime webinars on LGBT+ inclusion,
which will take place between May and
November. A small project team has also
come together to start work on the
Stonewall Workplace Equality index.
The Women’s Network launched on April
22nd with 25 staff. The network plans to
meet every 6 weeks and is developing a
Terms of Reference. A small group at the
launch event offered to help with planning
the New Parents Network.
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Campaign:

3: Understanding our Communities

Outcome:

Reduction in health inequalities for targeted groups (where we have identified we need to improve outcomes for
targeted groups, such as areas of deprivation)
Dr Joanne Medhurst, Medical Director and Elizabeth Hale, Director of Improvement

Lead Director:
Date:
Objectives
1. We will prioritise areas for intervention relating
to evidence of disproportionality in health
outcomes on the basis of:
• Areas of deprivation, occupational /
demographic group and disease

2. We will enable our staff to develop the skills and
knowledge to understand equality, diversity and
inclusion within the context of our community.
3. We will share learning and best practice through
the Hub and quarterly seminars with our local
partners e.g. Primary Care networks.

Measures of success April 2021-March 2022
1.1.
Building on Action 4 in Access to
services we will undertake analysis of health
outcomes and patient experience in areas of
deprivation to prioritise interventions to
improve outcomes and experience.
1.2. We will do a detailed analysis of the
wider impact of COVID-19 on health in
community areas in London and Hertfordshire,
to understand clearly the impact of COVID
across the life course.
2.1 Training will be provided to all staff to
support their knowledge and understanding of
health inequalities using data from their
services and localities
3.1. We will share knowledge internally and
engage with partners including commissioners
and the development of the new ICS to share
learning.

Progress / Next steps
May - Project lead for PH will oversee
development of specifics - areas which
need analysis to inform the longer term
plan. High level findings end May for first
area - Diabetes
Clear structure for strategic needs
assessment developed

Mid May – meeting set up with Academy
leads to develop Training & Info strategy
Internal knowledge sharing will be part of
2.1.
Additionally we will develop a campaign
with Comms team. Development meeting
for a pop health awareness campaign set in
May
Through campaign such as Optimal Ageing,
DPH has begun network with selected
PCN’s and this will be widened over the life
of this programme
Sharing findings with ICS and influencing
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commissioning cycle is part of the long term
plan from this Campaign 3

4. We will prioritise preventative programmes
targeted at those at greatest risk of poor health
outcomes. This includes take-up of flu vaccines,
long-term conditions and health management
programmes, such as obesity reduction, selfreferrals into the Diabetes Prevention
Programme and health checks for people with
learning disabilities

4.1. Building on work in Action 4 in Access to
Services we will pilot and evaluate targeted
action for preventative programmes to improve
take up and outcomes in 3 areas within the
Trust:
1. Population living with diabetes.
2. Uptake of vaccinations in children.
3. Older population.

4.2. Information about inequities in diabetes
care will be mapped
4.3. Identify + target communities with low
Vaccination and Immunisation uptake
4.4. Facilitate whole system development and
design of interventions to support and
encourage our population and older population
to take responsibility to maintain good mental
and physical well-being.

May - Development of a work plan to
source robust data on these designated
health areas and analyse status and
inequality and inequity
The analysis will require particular technical
skillset to interrogate a range of data sets
external to CLCH as well as interrogate
CLCH data sets.
End May to mid-June – aspiration that high
level data will be available and can be
interpreted in to support ongoing
development of longer strategy to address
inequity
This is dependent on analyst resource
support from Transformation team which is
to be agreed imminently
As part of the above 4:1
As part of the above 4:1
As part of the above 4:1
PLUS profile raising of the Optimal Ageing
programme
Digital Exclusion/Inclusion to be a forward
focus as part of this campaign and MUST
join up with CLCH wider Digital programme
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5. We will ensure robust community engagement is
in place to ascertain qualitative feedback on
experience and effectiveness of service provision.

Campaign:

5.1. Identify best practice in community
engagement internally and externally and
develop a community engagement model that
can be implemented locally.

May – this engagement will form part of
the comms strategy development plan

5.2. Agree funding/central support for
community engagement to support local teams.

TBC

4: Our Role as an Anchor Organisation

Outcome:

Evidence of positive impact on local communities served by Trust through targeted employment, procurement and estates
initiatives
Lead Director:
Mike Fox, Director of Finance and Holly Ashforth, Deputy Chief Nurse
Date:
100521
Objectives
Measures of success April 2021-March 2022
Progress / Next steps
1. We will develop the culture to
1.1. Publish and promote an Anchor Institute Annual
A number of conversations have taken place with staff
reflect the ethos and principles report in March 2022 building on a baseline undertaken
and it is evident that there is variance in staffs
of an Anchor organisation by:
in March 2021
understanding of what an anchor organisation is and
• Establishing clear and visible
means to them as well as pockets of work being
leadership to embed anchor
undertaken in line with our role as an anchor
practices within our
organisation such as recruitment from our
organisation.
communities and volunteering opportunities.
• Enable staff to act on a
Building on the conversations and feedback from staff,
collective vision for enhancing
we are developing a survey that will be used to inform
community health and
and target key actions to ensure that staff understand
wellbeing.
what an anchor organisation is, their role working in an
• Support the sharing and spread
anchor organisation and are able to get engaged with
of ideas through networks by
the work being undertaken. This will be sent to staff by
engaging with communities to
the end of May 2021.
ensure that anchor initiatives
1.2.Develop an Anchor Institution community of Practice A Webinar was undertaken on 27 April 2021 focusing
meet the needs of local people for CLCH
on campaign 4 with over 130 staff attending. This
and impact on narrowing
generated a wealth of discussions including
inequalities.
establishing procurement practices linked to diversity
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1.3. Be an active participant in Anchor Institution
networks and publish at least 3 case studies of action
taken by CLCH and its impact.

1.4. Use the CLCH Business Case Policy to ensure
investments consider wider community and sustainability
benefits.
2. We will commit to recruiting to
our workforce from our local
communities by:
• Conducting a baseline audit of
current recruitment practice.
• Setting targets relating to
recruitment from our local
communities
• Enabling access to work
opportunities paying the

2.1. Establish KPI for local recruitment focused on intarget groups

and inclusion, developing and recruiting a workforce
reflective of the communities we serve and the need to
work differently and innovatively.
As a result, we will be developing a ‘drop box’ for staff
ideas so that staff in local areas who know their
population and community best can give their ideas.
We are also exploring holding regular webinars in order
to support the CLCH Anchor Institution community of
Practice.
We attended the NWL Integrated Care System
Proactive Population Health/Inequalities Anchor
Institution Leads Workshop held on 5 May 2021. This
was attended by NHS organisations, Local Authorities,
Voluntary organisations and others to hear what work
is being undertaken across NWL and to engage and
collaborate on the strategy for NWL. We will continue
to engage in these workshops sharing work that is
being undertaken in CLCH.
The CLCH Business Case Policy is being reviewed in
order to ensure that it prompts staff to consider wider
community and sustainability benefits.
The KPI for local recruitment focused on in-target
groups is currently being considered with the aim of
having this in place for July 2021.
A review of current recruitment practice and feedback
from staff has highlighted the need to change job
specification criteria to enable wider access into the
NHS. A proposal will be taken to the Trust Vacancy
reduction group for consideration in June 2021 to
discuss key actions that need to be undertaken to
address this.
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London living wage.
• Setting expectations relating to
local recruitment with our
recruiting managers
3. We will support our
communities through our
procurement and spending
power by:
• Establishing expectations
within our procurement
processes in relation to
equality, diversity, inclusion
and environmental
sustainability.
• Identify opportunities to
procure from within our local
communities
• Use our existing resources
creatively, such as our Estates,
to offer employment
opportunities and facilities
within our communities.

A paper on ethical procurement including payment of
the Living Wage has been developed and discussed
with the Executive Leadership Team.
3.1. Revise procurement requirements so they are
strengthened in relation to protected characteristics,
inclusion, local suppliers and environmental
sustainability.

A paper on ethical procurement has been developed
and discussed with the Executive Leadership Team. As
a result, social value criteria will be included in all
tenders moving forward, this will be in line with
government guidance in the procurement policy note
06/20. This will have a minimum of 10% of the
available score, which will ensure it influences the
award decision. Social value criteria include but are
not limited to: fair working practices, equal opportunity
and creating new jobs.
Green Procurement Criteria have also been developed
in consultation with the Trust Green lead, Tom Wright.
These criteria will be considered in all future
procurements. These will address but are not limited
to: clinical goods/services, buildings, food, transport
and energy.
Analysis has been carried to determine the locality of
all Trust suppliers. This data can be used to estimate
the proportion of SMEs currently in use by the Trust. It
can also be used to highlight local suppliers to
potentially include in future relevant procurements.
The cost of the move to a more ethical approach to
procurement may have some financial impact and will
be considered with the aim of building it into our
financial strategy.
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3.2.Embed London Living Wage requirements into all
procurements

3.3. Ensure the Trust and divisional estates strategies
have priorities relating to environmental sustainability
and creative use of our estate to support development of
facilities for our communities.

3.4. Use the CLCH Business Case Policy to ensure
investments consider wider community and sustainability
benefits

It is not currently possible to make London Living Wage
a mandatory requirement or exclude bidders who
don’t pay it. However, it is possible consider it
evidence as part of a bidders approach to fair work
practices. This criterion will be included in
specifications and other tender documents moving
forward.
Divisional estates strategies have been regularly
reviewed and updated through Divisional Strategic
Estates Groups taking account of changes in local and
system priorities and the impact of Covid and new
ways of working.
There is also continued positive engagement with the
four ICS Estates Strategy groups with plans for shared
space to be firmed up for 2021/22.
The CLCH Business Case Policy is being reviewed in
order to ensure that it prompts staff to consider wider
community and sustainability benefits.
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3

Monitoring performance

3.1

Performance against each of the strategic campaigns is reported to, and monitored at the Trust
Promoting Equality and Tackling Inequality Group

4

Recommendations

4.1
The Board are asked to note progress against our new Promoting Equality and Tackling Inequality
strategy.
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Board of Directors
27 May 21
Report title:

Quality Account - Final Draft

Agenda item number:

4.1

Lead director responsible for
approval of this paper

Charlie Sheldon, Chief Nurse

Report author

Kate Wilkins, Assistant Lead for Quality
Billy Hatifani, Deputy Chief Nurse (Director of Quality & Safety)

CLCH 2020-2025 Strategic
priorities

Population health
Improving the health of our patients and staff and reducing inequalities

Leading in local
systems

Integrating services as
local partners

Putting our collective
CLCH experience and
efficiencies too work

Ensuring a sustainable
future

2020/21 strategic priorities

2020/21 objectives

Quality

Maintain and improve the quality of services delivered by CLCH

Freedom of Information
status

Draft quality account – not currently for publication.
The final quality account will be published on or before the 30th June 2021
on the NHS Choices website.

Executive summary:
The Board is required to approve the final draft of the Trust Quality Account prior to its publication to the
NHS choices website. The priorities for the quality account are laid out in the Trust’s updated quality
strategy: Improving Quality in Everything We Do 2020 -2025)
In line with best practice guidance in producing the quality account, we have, where applicable, followed the
NHSi format for foundation trusts’ quality accounts. Although NHSE extended the deadlines regarding
consultation and publication of the final report due to COVID19 this year, we have taken the decision to
produce the account in accordance with the original deadlines. Therefore we sent out the draft account for
consultation to our stakeholders by the 30th April and we will publish our final account by the 30th June 2020.
As in previous years, the Trust’s annual complaints report will be appended to the main account. This
therefore fulfils our requirement to make this report public. It is proposed that we do not have the account
audited externally this year.
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Assurance provided:
The draft quality account was reviewed and approved (subject to some minor amendments) for submission
to the Board by Trust Quality Committee held in April 2021. At this meeting, the committee was provided
with a check list of the DH required content and NHSi format for the account. This demonstrated that the
account was produced in accordance with the relevant guidance and best practice.
The committee requested for some additions to be made to the section on quality projects and to this end a
further paragraph has been added regarding the homeless health team.
Report provenance:
April 2021 Quality committee
Report for:

Decision

√

Discussion

Information

Recommendation:
That, subject to any further comments from board members and the receipt of statements from the
commissioners and local healthwatches, the attached CLCH quality account 2020-2021 is approved for
publication on or before the 30th June 2021.
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1

Purpose

1.1

The Board is provided with the latest version of the CLCH Quality Account 2020 – 2021

2

Introduction

2.1

In accordance with the requirements of the Health Act 2009, all NHS providers are required to
report on quality via the medium of a Quality Account.

2.2

The specific requirements for Quality Account are described in the DH quality account toolkit.
The details of the toolkit were provided in full to the quality committee, demonstrating that
the requirements were met in full.

2.3

It should be noted that as in previous years, the quality account will be published
electronically. Hard copies will however be made available on request.

3

Quality implications and clinical input

3.1

Quality is reference throughout the account

4.

Equality implications

4.1

None specific

5

Comments of the Director of Finance, Performance and Contracting

5.1

NA

6

Risks and mitigating actions

6.1

None specific

7

Consultation with partner organisations

7.1

In accordance with the requirements of the DH Toolkit, a copy of the draft Quality Account has
been sent to our lead commissioners as well as our local Healthwatch. They have been requested
to provide any comments by Friday 4th June 2021. These responses will be included in the Quality
Account.

8

Monitoring performance

8.1

Quality performance will continue to be monitored via the performance scorecard that is
presented to the Quality Committee and the Trust Board.

9

Recommendations (as per front sheet)

9.1

That, subject to any further comments from board members and the inclusion of the formal
statements from the commissioners, the attached CLCH Quality Account 2020-2021 is approved
for publication.
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PART 1:

ABOUT OUR QUALITY ACCOUNT

Welcome to the Central London Community Healthcare NHS Trust (CLCH) Quality Account for 2021 –
2022.
What is a Quality Account?
A Quality Account is an annual report that providers of NHS healthcare services must publish to
inform the public of the quality of the services they provide. This is so you know more about our
commitment to provide you with the best quality healthcare services. It also encourages us to focus
on service quality and helps us find ways to continually improve.
Why has CLCH produced a Quality Account?
CLCH is a community healthcare provider, providing healthcare to people in their homes and the
local community and therefore we are statutorily required to publish a Quality Account.
What does the CLCH Quality Account include?
In April 2020 we launched our quality strategy: Improving Quality in Everything We Do Our Quality
Strategy 2020 – 2025.
The quality strategy described our four quality campaigns. These are: a positive patient experience;
preventing harm; smart effective care and modelling the way. Within the strategy key outcomes and
their associated measures of success were listed for each of these four campaigns.
The quality strategy also made clear how our Quality Account priorities would be aligned with the
four quality campaigns. Performance against these campaigns is incorporated into the Quality
Account.

How can I get involved now and in future?
At the end of this document you will find details of how to let us know what you think of our Quality
Account, what we can improve on and how you can be involved in developing the report for next
year. If you would like to receive a printed copy of the CLCH Quality Account, please contact us via email clch.communications@nhs.net.
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ABOUT CLCH
We provide community health services to more than two million people across eleven London
boroughs and Hertfordshire. Every day, our professionals provide high quality healthcare in people's
homes and local clinics, helping them to stay well, manage their own health with the right support
and avoid unnecessary trips to, or long stays in hospital. We provide care and support for people at
every stage of their lives; providing health visiting for new-born babies through to community
nursing, stroke rehabilitation and palliative care for people towards the end of their lives. We
provide a wide range of services in the community including:
•

Adult community nursing, including 24 hour district nursing, community matrons and case
management.

•

Specialist nursing including; continence; respiratory, heart failure; tissue viability and
diabetes.

•

Children and family services including health visiting, school nursing, community nursing,
speech and language therapy, blood disorders and occupational therapy.

•

Rehabilitation and therapies including physiotherapy, occupational therapy, foot care,
speech and language therapy.

•

End of life care, supporting people to make decisions and to receive care at the end of their
life.

•

Long-term condition management supporting people with complex and substantial ongoing
health needs caused by disability or chronic illness.

•

Specialist services including delivering parts of long term condition management for people
living with diabetes, heart failure, Parkinson's and lung disease, homeless health services,
community dental services, sexual health and contraceptive services and psychological
therapies.

•

Walk-in and urgent care centres providing care for over 220,000 people with minor illnesses,
minor injuries and providing a range of health advice and information.

•

A lymphedema service in Hertfordshire providing support and management for cancer
related lymphedema and for those with complex oedema at end of life.
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Vision mission and values:
Our vision is to Deliver great care closer to home.
Our mission is Working together to give children a better start and adults greater independence.
Our core values provide a reference point for staff on how we should conduct ourselves when
working with patients, colleagues and partners and they are as follows:
•
•
•
•

Quality: we put quality at the heart of everything we do
Relationships: we value our relationships with others
Delivery: we deliver services we are proud of
Community: we make a positive difference in our communities

Further Information about these and about our services and where we provide them is provided on
our website at the following link:
https://clch.nhs.uk/about-us

Safeguarding:
Further information about safeguarding and the annual safeguarding declaration can be found in the
CLCH annual safeguarding report https://www.clch.nhs.uk/services/safeguarding

4
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STATEMENT ON QUALITY FROM THE CHIEF EXECUTIVE
I am pleased to present the CLCH Quality Account for the year ending March 2021. This year has
proved to be one of the most challenging for us and the wider NHS, but I’m proud to note that our
staff have gone beyond the call of duty, bravely undertaking their roles while faced with the real risk
of increased exposure to Covid -19.
During the year we continued to maintain a strong performance against the quality key performance
indicators (KPIs) despite the ongoing impact of the pandemic. The positive patient experience
campaign restarted patient feedback phone calls in June ahead of the national deadline of
November. We supported even more education programs to move online and the CLCH Academy
has continued to support a range of education and training initiatives across the trust and the
system.
We are extremely proud that our teams have continued to excel with some being recognised in
national award schemes. Our Westminster Homeless Health Team were the winners of the Student
Nursing Times Award for Student Placement of the Year: Community 2020. Our respiratory team in
Hertfordshire received a high commendation award for the Respiratory Care Initiative of the Year
category at the Health Service Journal (HSJ) Value Awards 2020. In collaboration with London South
Bank University and the Mary Seacole Centre in Surrey, CLCH was successful in obtaining a Burdett
Trust Grant to undertake a research project entitled ‘Rehabilitation and Recovery following Critical
Illness related to Covid-19’.
As an anchor organization we have worked with partners across the health system supporting the
deployment of staff to the Nightingale hospitals and to the large scale vaccination hubs across North
West London, where we have taken an active role in leading the governance agenda and through our
CLCH academy we have provided training to the vaccination workforce.
Finally, my sincere thanks to all our staff for their continued commitment and compassion in
successfully delivering safe and effective services in this challenging period.
I can confirm that the information contained in this document is, to the best of my knowledge and
belief, an accurate reflection of our performance for the period covered by the report.

Andrew Ridley - Chief Executive Officer

5

228

STATEMENT OF THE CHAIR OF THE QUALITY COMMITTEE
Throughout 2020-2021 we have been embedding our refreshed quality strategy Improving Quality in
Everything We Do. I am pleased to be able to report that each of our strategy campaigns has
delivered against its associated key priorities and outcomes as well as its measures of success, all of
which have been monitored at quarterly meetings of the quality committee. As in previous years the
committee has also continued to receive monthly updates, including a quality dashboard and indepth reports on progress against our targets.
It is a testament to the hard work of all our staff that as a result of this focus, the trust has
maintained a strong performance against its quality key performance indicators (KPIs) despite the
ongoing impact of the Covid-19 pandemic. While this has undoubtedly posed a challenge to the
delivery of business as usual, we have continued to enhance quality and reduce levels of harm
through our robust governance structures that have remained active throughout this period. Indeed
a majority of our quality KPIs have continued not just to meet but to exceed their targets each
month and we have seen a steady improvement against the new training KPI `Making every contact
count’.
We have maintained good compliance against our patient experience KPIs and have also ensured
timely responses to complaints, acknowledging all of them within the statutory timeframe of 3
working days. Through our positive patient experience campaign we restarted patient feedback
phone calls in June, well in advance of the national deadline of November. Furthermore, patient
feedback has increased at both policy and committee level, as per our strategic objective. We have
continued to enhance our monitoring and assurance through our quality development units (QDU)
and the introduction of the new bedded scorecard, which is now being used in our monthly matrons’
meetings to inform learning and identify improvement.
The shared governance approach through the quality councils has continued enthusiastically
throughout the pandemic, with over 200 staff engaged in this process. Some of the work has had to
be put on hold to enable staff to respond to the rising demands on their clinical time, but we have
still maintained the momentum around continuous improvement, including in the children’s division,
where we have been supporting the re-imagining initiative around the design and delivery of health
visiting services
In February and March 2020 we welcomed the Care Quality Commission (CQC) who inspected the
trust’s services for children, young people and families. Following this they confirmed our existing
rating of Good. We continue to progress our action plans to ensure ongoing compliance and hold bimonthly relationship meetings with our CQC inspector. More recently we have been supporting the
CQC vaccination monitoring approach as the registered provider organisation for the hospital-led
large-scale vaccination hubs in North West London.
As we strive to deliver high quality care in a strained health system, there have inevitably been some
challenges that have affected our ability to maintain business as usual. Nonetheless, even with such
unexpected demands on our time and resources, due to the pandemic, we have had a strong year
and ensured that the great work being undertaken by our teams and the care that we deliver remain
best in class.
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As referred to by the Chief Executive, the trust, along with the rest of the NHS, has had to respond to
the outbreak of Covid 19 in bold, inventive and courageous ways. I am proud of how we have risen
to the challenge and I would like to thank every single member of our staff across the whole
organisation, for working so tirelessly and professionally throughout.
I would also like to take this opportunity to thank all members of the Quality Committee for their
commitment, dedication and support in putting quality at the heart of all that we do.

Dr. Carol Cole
Chair of Quality Committee
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PART 2 - PRIORITIES FOR IMPROVEMENT AND STATEMENTS OF ASSURANCE FROM THE
BOARD
PRIORITIES FOR IMPROVEMENT 2021 - 2022
Our four quality campaigns for 2021-2022 are the same as laid out in our quality strategy namely:
•
•
•
•

a positive patient experience;
preventing harm;
smart effective care
modelling the way.

For each of these campaigns there are key outcomes and associated measures of success. To
measure our performance against these outcomes, the trust’s quality committee has agreed a
dashboard which will measure our progress against them. Progress against the outcomes will be
reported to the committee on a quarterly basis as part of our comprehensive quality report. Progress
is reported to the board via the quality section of the performance report. The information we
collect will be used to review how well we have performed over the year. Good practice will be
shared and where areas of weaknesses have been identified we will address these
Further and more detailed information about the development of, and the rationale behind, our
quality priorities can also be found in our quality strategy. The strategy can be found
here: https://clch.nhs.uk/about-us/quality
The quality campaigns, their key outcomes and associated measures of success for 2021 – 2022 are
as described in the tables below. It should be noted that as the strategy is a five year one, the
measures of success have been divided up and split across different financial years.

WHOM DID WE INVOLVE AND ENGAGE WITH TO DETERMINE OUR QUALITY PRIORITIES?
In January 2020 we refreshed and updated our quality strategy and sent it to all our external
stakeholders for their comments. During the consultation we confirmed that the quality priorities
described in the strategy would be the same as the quality priorities in our Quality Account. As part
of this original consultation, the Trust facilitated engagement events across each of our divisions,
these allowed us to engage with both staff and patients asking them for their views on the updated
quality strategy. Additionally we held meetings with staff, patients and other stakeholders,
requesting their input into our updated quality strategy and reminding them that the quality
priorities in the strategy would be mapped to our Quality Account. Following this in January 2021 we
wrote to our stakeholders and asked if they had any further comments on our quality priorities. We
also took the opportunity to confirm that, as in previous years, the priorities as outlined in our
quality strategy would be taken forward as our quality priorities in our Quality Account.

8
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A POSITIVE PATIENT EXPERIENCE
CAMPAIGN ONE:
Enhancing the experience of our patients, carers and their families.
KEY PRIORITY / OUTCOME
Services are designed and care
delivered in a way that involves
patients, carers and families as
partners in care

MEASURES OF SUCCESS
APRIL 2021- NOV 2021

MEASURES OF SUCCESS
DEC 2021-MARCH 2022

We will maintain the
proportion of patients who felt
that they were treated with
respect and dignity at 95%

We will maintain the proportion
of patients who felt that they
were treated with respect and
dignity at – 95%

We will maintain the
proportion of patients
reporting their overall
experience as very good or
good at 95%

We will maintain the proportion
of patients reporting their
overall experience as very good
or good at 95%

The proportion of patients who The proportion of patients who
felt staff took time to find out
felt staff took time to find out
about them will be 95%
about them will be maintained
at 95%

Staff* work in services that
they believe are delivering the
best positive outcomes for
patients, carers and families
*including volunteers

We will develop a policy and
process to ensure patient/
user/ carer are involved in
every service change.

We will ensure that 80% of
patient/ user/ carer feel
involved in each service change

Staff, friends and family test percentage of staff
recommending CLCH as a place
for Treatment will be 75%

Staff, friends and family test percentage of staff
recommending CLCH as a place
for Treatment will be 80%

We will enhance the number
of volunteers for the Trust and
embed volunteers as part of
the service

We will increase volunteer
numbers by 50% from 2020/21
baseline in services where
volunteer participation
improves patient experience

We will complete an annual
volunteer survey to
understand their impact on
services and their experience

We will develop you said we did
stories to share volunteers
experiences
To continue to complete an
annual volunteer survey to
understand their impact on
services and their experience
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KEY PRIORITY /OUTCOME

MEASURES OF SUCCESS
APRIL 2021 – NOV 2021

MEASURES OF SUCCES
DEC 2021 – MARCH 2022

Feedback from patients, carers
and families is taken seriously
and influences improvements
in care

We will continue to respond to
95% of patients' concerns
(PALS) within 5 working days

We will continue to respond to
97% of patients' concerns
(PALS) within 5 working days

We will continue to respond to
100% of complaints within 25
days

We will continue to respond to
100% of complaints within 25
days

We will continue to respond to
100% of complex complaints
within the agreed deadline

We will continue to respond to
100% of complex complaints
within the agreed deadline

We will continue to
acknowledge 100% of
complaints within 3 working
days

We will continue to
acknowledge 100% of
complaints within 3 working
days

The patients and
the public’s voice is integral in
the decision
making process when
making changes to
services or care delivery

We will develop and
implement one Always Events
in each division

We will transfer the learning
from each always event across
the Trust

We will continue to deliver
borough based quarterly
co-design initiatives using
patient and staff feedback/
stories

We will review the impact and
learning from quarterly projects
on the overall patient
experience

Transforming healthcare for
babies, their mothers and
families in the UK

All health visiting services will
have a plan for breastfeeding
assessment at level 1 -3

50% of health visiting services
will have achieved level 2 breast
feeding accreditation or greater

(UNICEF Baby Friendly
Initiative)

(Where services have already
achieved this, they will achieve
gold in the 1 year assessment)

10
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CAMPAIGN TWO: PREVENTING HARM
Keeping our patients, their families and our staff safe.
KEY PRIORITY / OUTCOME

MEASURES OF SUCCESS
APRIL 2021- NOV 2021

MEASURES OF SUCCESS
DEC 2021-MARCH 2022

Robust, effective systems and
processes in place to deliver harm
free care all the time

97% of clinical incidents will
not cause harm

Maintain/ or improve on
the Proportion of clinical
incidents that did not
cause harm reported in
2020/21

100% of patients in bedded
units will not have a fall with
harm (moderate or above)

100% of patients in bedded
units will not have a fall
with harm (moderate or
above)

100% of patients in bedded
units will not have a NEW
(CLCH acquired) category 2-4
pressure ulcer

100% of patients in bedded
units will not have a NEW
(CLCH acquired) category
2-4 pressure ulcer

100% of all Serious Incident
investigations will be
completed on time in
accordance with national
guidance

100% of all Serious Incident
investigations will continue
to be completed on time in
accordance with national
guidance

100% of all Serious Incident
actions will be completed on
time in accordance with locally
agreed timescales

100% of all Serious Incident
actions will continue to be
completed on time in
accordance with locally
agreed timescales
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KEY PRIORITY / OUTCOME

MEASURES OF SUCCESS
APRIL 2021- NOV 2021

MEASURES OF SUCCESS
DEC 2021-MARCH 2022

Enhance the embedding of a safety
culture in the trust ensuring learning
from adverse events and compliance
with national best practice

We will undertake a safety
culture survey

There will be evidence of
an improvement in the
safety culture compared to
baseline

Each division will share a single
serious incident learning
example using the 7-minute
learning tool through divisional
board and patient safety risk
group

Each division will share at
least 4 incident learning
examples in divisional
boards using the 7-minute
learning tool through
divisional board and
patient safety risk group

80% of teams will have
undertaken a core standards
annual health check
assessment

90% of teams will have
undertaken a core
standards annual health
check assessment and
identified action plans that
are completed on time

100% compliance with the
timely closure of actions from
risks on the register

No outstanding actions
from risks on the register
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SMART, EFFECTIVE CARE
CAMPAIGN THREE:
Ensuring patients and service users receive the best evidence-based care, every time
KEY PRIORITY / OUTCOME
Making Every Contact Count (MECC)
promoting health in the population
we serve

All staff are supported to drive a
clinically curious culture and
increase shared learning while
improving clinical effectiveness

MEASURES OF SUCCESS
APRIL 2021- NOV 2021

MEASURES OF SUCCESS
DEC 2021-MARCH 2022

95% staff trained at MECC level
one
95% clinical staff trained at
level two

95% staff trained at MECC
level one
95% clinical staff trained at
level two

We will launch MECC link
across the Trust”

We will evaluate the use of
MECC link with our clinical
staff

We will increase the number of
research projects involving/led
by clinical staff within the Trust
by ≥ 10%

We will increase the
number of research
projects involving/led by
clinical staff within the
trust by ≥ 15%

100% of services/ individuals
undertaking a clinical
audit/service evaluation/QI
project will submit a clinical
improvement poster to the
clinical effectiveness team

Clinical improvement
posters will be displayed
on all key Trust sites
presented at Trust business
meetings, divisional and
service/team meetings,
other appropriate settings
and uploaded to the Hub.
Target: ≥ 80%
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CAMPAIGN FOUR:
MODELLING THE WAY
Providing innovative models of care, education and professional practice
KEY PRIORITY / OUTCOME
Implementing Reverse Mentoring
for all staff ensuring career
opportunities are accessible to all

MEASURES OF SUCCESS
APRIL 2020 - NOV 2021

MEASURES OF SUCCESS
DEC 2021-MARCH 2022

Training will be in place for
senior clinical staff at band
8b or above to undertake
reverse mentor training

60% of clinical staff at band 8b
or above will have undertaken
training

A support network for
reverse mentors will be
implemented

Mentoring opportunities will be
publicised for staff trust wide

All staff have the core identified
statutory and mandatory skills for
their roles

We will continue to
maintain statutory and
mandatory training
compliance at 95%

We will continue to maintain
statutory and mandatory
training compliance at 95 %

Staff receive appropriate
education and training to ensure
they have the right skills to
support new models of care

All learning needs will be
discussed as part of the
annual appraisal process

Each professional group will
have development portfolios to
support staff having the right
skills and knowledge to support
new models of care

Safe, sustainable and productive
staffing: Right place and time

100% of clinical staffing
establishment changes will
be discussed through the
Clinical staffing panel prior
to Quality Impact
Assessment

100% of clinical staffing
establishment changes will be
discussed through the Clinical
staffing panel prior to Quality
Impact Assessment

Ensure there is sufficient and
sustainable staffing capacity and
capability to provide safe and
effective care to patients at all
times

We will continue to
implement and support the
Apprentice Nursing
Associate (ANA) role across
the Trust

All community nursing and
bedded services will have 1/2
ANAs in place

We will develop safe staffing We will evaluate safe staffing
models
for the
AHP models for AHP workforce and
workforce
and
review any new roles developed
opportunities for new AHP
roles
supporting
new
models of care
We will continue to develop
professional networks and
deliver events for all staffing
groups across the trust

We will continue to develop
Professional networks and
deliver / events to be delivered
for all staffing groups across the
trust and primary care
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WHOM DID WE INVOLVE AND ENGAGE WITH TO DETERMINE OUR QUALITY PRIORITIES?
In January 2020 we refreshed and updated our quality strategy and we sent it to all our external
stakeholders for their comments. During the consultation we confirmed that the quality priorities
described in the strategy would be the same as the quality priorities in our Quality Account. As part
of this initial consultation, the trust facilitated engagement events across each of our divisions, these
allowed us to engage with both staff and patients asking them for their views on the updated quality
strategy. Additionally, we held meetings with staff, patients and other stakeholders, for example
with our Healthwatch colleagues, requesting their input into our updated quality strategy and
reminding them that the quality priorities in the strategy would be mapped to our Quality Account.
Building on this consultation in 2021 we took the opportunity to write to our stakeholders to ask
them if, in addition to the areas described in the quality strategy, they had any specific areas for
inclusion or focus they would like incorporated into the Quality Account.
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STATEMENTS OF ASSURANCE FROM THE BOARD
Review of services
During 2020-2021 CLCH provided 93 services. The Trust has reviewed all the data available to them
on the quality of care in 100% of services. The income generated by the NHS services reviewed in
2020-2021 represents 100% of the total income generated from the provision of NHS services by
CLCH for 2020-2021
Secondary use services
CLCH submitted records during 2020-2021 to the Secondary Uses Service for inclusion in the Hospital
Episode Statistics. The percentage of records in the published data which included the patient’s valid
NHS number was 99.1% and which included the patient’s valid General Medical Practice Code was
97.4%
All (100%) of this information related to records for patients admitted to our walk-in centres.

Clinical coding error rate
CLCH was not subject to the Payment by Results clinical coding audit during 2020-21

Data Security and Protection (DSP) Toolkit
The Trust submitted a ‘standards met’ for the 2020-2021 DSP toolkit which stated that CLCH had met
all the standards required of the Toolkit. We submitted this assessment following a report from the
Trust’s auditors which had given CLCH an overall assessment of substantial assurance in relation to
our assessment of our performance against the toolkit.
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PARTICIPATION IN CLINICAL AUDITS

Clinical outcome reviews.
During 2020-21, there were no clinical outcome reviews (formerly known as national confidential
enquires) which covered services provided by CLCH. Therefore, CLCH did not participate in any
clinical outcome reviews.
National clinical audits
For the same period CLCH registered in all five (i.e. a 100%) of the national clinical audits that the
Trust was eligible to participate in. Following this in April 2020, all national clinical audit work was
halted. This was due to the impact of the pandemic on the work of our clinicians.
Later on in the year, the Trust was able to undertake work on the 3 national clinical audits as listed
below. These audits, for which data collection was undertaken, are listed in the table below
alongside the number of cases submitted to each audit as a percentage of the number of registered
cases required by the terms of that audit.
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NATIONAL CLINICAL AUDITS
National Clinical Audit
National Audit of
Cardiac Rehabilitation
(NACR)

Participa
tion
Yes

Submitted cases or reason for nonparticipation
20 cases were submitted, 100% of
the cases required
Services taking part: Harrow COPD
respiratory service, West Herts
respiratory service, Merton cardiorespiratory service, and Barnet
community respiratory COPD
service, cardiac rehabilitation
service, Hertfordshire.
Data collection is in progress.

National Asthma and
COPD Audit
Programme (NACAP)
Pulmonary
Rehabilitation Audit

Yes

National Audit of
Inpatient Falls (NAIF)

Yes

129 cases were submitted which is
100% of the 129 cases required.

Outcomes and actions
Services were either
reduced or suspended
prior to or during
lockdown. This resulted
in a lack of uptake
figures as normally
required.
The NACR will monitor
changes in CR mode of
delivery reflecting
changes in NHS
practice and will carry
out an analysis of
patient outcomes for
the 12 months before
and after the start of
the Covid-19 pandemic.
Awaiting final report.

Services taking part: Harrow COPD
Respiratory Service, West Herts
Respiratory Service, Merton CardioRespiratory Service, and Barnet
Community Respiratory COPD
Service, Respiratory Service,
Hertfordshire.
Data collection is in progress.
A requirement of the audit was that
the National Hip Fractures Database
(BHFD) would identify any patients
who sustain a hip fracture in our
patient services. Such patients would
then be included in the audit where
subsequent orthopaedic care would
be monitored. We did not have any
patients in this year.
We however participated in the NAIF
Facilities Audit in August 2020.

Awaiting final report.

Services taking part: Inpatient Units:
Inner (Alexandra Unit), Inpatient
Units: Inner (Athlone House),
Inpatient Units: Barnet (Jade Ward)
Inpatient Units: Barnet (Adams
Ward)
18
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LOCAL AUDITS
The reports of 18 local clinical audits that were reviewed by CLCH in 2020-2021 are described in the
table below. The actions that the Trust intends to take, as a response to the audits, to improve the
quality of healthcare provided are also incorporated into the table below. Inevitably due to the
pandemic there have been fewer audits than in previous years.
Title

Division

Service

Outcomes and Actions

1. Antibiotic
prescribing for
paediatric dental
patients in CLCH

North West

Community
Dental
Services

The audit aimed at assessing antibiotic
prescribing for dental paediatric patients within
CLCH and adherence to national guidelines.
Findings: There was an overall improvement in
the percentage of antibiotics prescribed for an
appropriate reason (from 89% in the initial audit
to 94% now) and at the correct dose (from 47%
in the initial audit to 77% now).
Actions identified: Audit findings to be resented
at staff meeting; Clinicians responsible for the
prescription errors to be informed by respective
line managers; correct paediatric antibiotic dose
to be printed and placed in a suitable location
within respective clinics; To spot check antibiotic
prescribing for CLCH paediatric dental patients.

2. Basic
Periodontal
Examination
(BPE) Screening
for Adult
Homeless
Patients at Great
Chapel Street
Clinic

North West

Homeless
Dental
Services

The aim of the audit was to ensure that all adult
homeless patients have a BPE done as part of a
full examination.
Findings: BPE was recorded in the majority of
cases (68%). When there was an explanation for
BPE not being recorded, there were good
reasons for BPE not being recorded. These
included patients being edentulous or having
only a single root left. However, Great Chapel
Street Clinic fell short of the 100% target for BPE
being recorded. In addition, in the majority of
cases where BPE was not documented (87.5%),
no reason was given.
Actions identified: Dentists working at Great
Chapel street to be reminded that they must
record BPE as part of all examinations or
document why this is not done; The examination
template at Great Chapel Street to be amended
to remind dentists to document why BPE was
not recorded; To spot check records – 10 cases
per dentist – to ensure actions 1 and 2 are
implemented.
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3. Care Pathway
Progression for
Dental Phobic
Patients

North West

Community
Dental
Services

The project aimed at looking at the care
progression for dental phobic patients, from
referral to discharge.
Findings: 69% of phobic patients were seen
promptly for Clinical Triage in less than a month
from referral and 60% of Clinical Triage
appointments were kept. 78% of patients that
attended clinical triage were accepted for care
by the CDS. 70% of the accepted patients kept
their first CDS appointment and 33% of accepted
patients continued with appointments to
complete their course of treatment. In addition,
sedation with local anaesthesia was used for
77% patients, of which 46% was for inhalation
sedation and 31% for intravenous sedation.
Actions identified: To continue with short
clinical triage appointments for all phobic
referrals; To complete discharge
correspondence back to the referring dentist if
appointments are not kept; To encourage
patients to attend for all appointments –
clinicians to keep patients under review to
consider if care could be better provided with an
alternative approach e.g. IV rather than IS; To
discharge patients back to the GDS with record
of communication logged in notes at the end of
a course of treatment.

4. Audit of
Dental Facilities
for Inhalation
Sedation across
CLCH sites

North West

Community
Dental
Services

The aim of the audit was to investigate the
current facilities in place and identify any areas
where improvements needed to be made.
Findings: The Covid-19 pandemic led to
suspension of clinical services in March 2020.
Some facilities could not be assessed in this
audit with clinics not running. Overall, the
facilities in place that could be assessed were
good, ranging from 71-87% standards met. The
audit identified 22 different action points, which
included 8 common action points to be
addressed at every site. Individual site action
plans have been issued, with designated people
responsible.
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4. Dental
services contd.

5. Pre-operative
assessment
checks for dental
phobic patients
scheduled for
intra venous
sedation

Actions identified: All individual site action
plans to be implemented; Annual checks to be
made to ensure that high standard facilities for
IS are in place, including those not checked
during Covid-19 restrictions.
North West

Community
Dental
Services

The aim of the project was to look at accuracy in
pre-operative checks made at the consultation
appointment
before
the
treatment
appointment.
Findings: Audit showed that pre-operative
documentation at the assessment appointment
was incomplete in the cases June 2019 – Jan
2020. All detail was eventually recorded i.e.
before treatment commenced, at the
subsequent visit. Pre-operative checklists were
introduced in early February 2020 which
resulted in significant improvements in recorded
detail at the assessment appointment - 100% for
all parameters checked in Feb 2020.
Actions identified: To introduce a checklist at
the pre-operative assessment appointment; To
involve dental nurse colleagues to support
adherence of clinicians to the checklist.

6. Re-audit on
Inhalation
sedation record
keeping

North West

Community
Dental
Services

The aim of the re-audit was to see if the RCS
guidelines were being followed, with paper
logbooks and electronic clinical notes tallying
exactly.
Findings: The logbook entries tallied with the
clinical notes 87 times out of 132 i.e. 66% of the
details were accurately recorded. In the
previous audit cycle, 42% of the details were
accurately recorded; therefore, there has been
significant improvement, but still a need for
more accurate recording. Generally, the
clinicians who performed best had a standard
template that they used ensuring that all
relevant data was recorded.
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6. Sedation
record keeping
contd.

7. Service review
of paediatric
dental patients
seen at
emergency
dental hub sites
during COVID-19
period

Actions identified: To meet high standards of
IHS log and electronic clinical record keeping,
including level of sedation and operating
condition to be recorded for all sedations in
both places; Template to be used for electronic
records to improve accuracy; Logbook to be
moved to electronic format on shared drive; To
repeat audit to see that logbook recordings and
electronic clinical notes tally exactly.
Dental

Community
Dental
Services

The aim of the project was to review the
emergency paediatric dental patients seen
during the COVID-19 period at two different
emergency dental hubs: Eastman dental hospital
(EDH) hot hub site and CLCH community clinics
cold hub sites to assess for appropriate
management.
Findings: 393 patients seen across both sites
(306 EDH, 87 CLCH). CLCH saw more face-to-face
patients (46%) than EDH (19%). Most common
reason for appointment was pain (43% EDH,
47% CLCH). Trauma was managed appropriately
(95% EDH, 100% CLCH). Antibiotics were
generally prescribed appropriately (81% EDH,
89% CLCH); There was incorrect prescribing due
to reduced doses of amoxicillin (8% EDH, 47%
CLCH).
Actions identified: Further education of CLCH
dental team immediately; presentation of
findings at local clinical governance meeting;
Prospective audit on antibiotic prescribing for
CLCH paediatric dental patients.
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8. Child
Protection and
Children in Need
Care Plan Audit
Continuity of
Practice during
Covid -19

Children’s

Health
Visiting
Services

The aim of the audit was to assess health visiting
practice following the introduction of new ways
of working on 23 March 2020 to identify areas
of good practice and an action plan where
improvement was necessary.
Findings: Many practitioners were following
best practice guidance for record keeping and
care planning. Out of 14 questions, compliance
was 70% and above on 11 of these questions.
However, whilst the Divisional steer at the time
was that first contact should, where possible, be
through the BlueJeans video conference app
followed by a face-to-face contact when a
clinical need indicated, this wasn’t followed in
many cases. In addition, over 70 families hadn’t
been seen in the last 2 months. Comments
revealed that a significant number of these
families also hadn’t been seen since 2019.
Actions identified: For all CBU’s to review their
borough data and develop immediate/longer
term action plans to address the key areas for
improvement; For care plans to be reviewed for
all families on Level 3 and 4 continuum of need;
Team ‘peers to work alongside staff on a 1:1
basis to support them to complete templates;
To unpick the challenges regarding the ‘allergies’
question and review crib sheet guidance; To
review the supervision question response
regarding staff contacting their safeguarding
advisors for advice, support and supervision
during Covid – 19, making recommendations as
required.
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9. Completed
Home Risk
Assessment for
Children
receiving
Cytarabine at
Home

Children’s

Children’s
Community
Nursing

The aim of the re – audit was to assess
compliance with the policy to ensure there was
a completed home risk assessment for all
children receiving Cytarabine at home to
support patient safety and minimise the risks
associated with the administration of
chemotherapy in the community.
Findings: In 2019 to 2020, 100% of children
receiving Cytarabine at home had a completed
home risk assessment, all of which were on
SystmOne; All children had an administration of
Cytarabine care plan on their SystmOne records.
Actions identified: To ensure all new staff who
administer Cytarabine are taught of the
importance of completing and uploading the
home risk assessment; To ensure that current
level of compliance is maintained – all children
who receive Cytarabine at home will have a
completed home risk assessment in their
SystmOne records.

10. Audit of
DNACR forms at
the day hospice

North West

Pembridge
Day Care –
West London

The aim of this audit was to measure
compliance of Pembridge Day Hospice medical
staff in discussing and documenting Do Not
Attempt
Cardiopulmonary
Resuscitation
(DNACPR) decisions.
Findings: Resuscitation was discussed with 22
out 44 Day Hospice patients. Out of these, 17
patients had DNACPR form filed in paper notes.
All 17 forms had a documented reason for
DNACPR and communication with the patient,
but only 8 forms had documentation of a
discussion with family; while, 1 patient did not
want to discuss it. Out of the forms completed,
only 1 might have had a signature of the MDT
member. 16 out of 17 forms were signed by the
consultant.
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10. Audit of
DNAR forms
contd.

11. Audit into
the efficiency of
correct caseload
management at
Hammersmith
and Fulham
Community
Podiatry

Actions identified: All patients attending day
hospice should have a discussion with regard to
resuscitation, which should be documented;
DNACPR decision should be communicated to
patient’s family if possible; Either members of
the MDT team should sign the DNACPR form as
per CLCH policy, or the policy should be
amended so that stating the names of the MDT
members is enough; Re-audit in 12 months and
consider checking coordinate my care record.
North West

Podiatry –
The aim of the audit was to quantify the
Hammersmith percentage of new patients correctly allocated
and Fulham
into an appropriate caseload on SystmOne from
the 6th December 2019 onwards to ensure new
patients are allocated to the accepted threshold
of CLCH SOP policy.
Findings: Out of 70 patients, 55 (78.67%) were
correctly allocated; Out of 26 diabetic patients,
16 (61.54%) were correctly allocated; Out of 6
vascular patients, 4 (66.66%) were correctly
allocated; Out of 12 biomechanics patients, 9
(75%) were correctly allocated.
Actions identified: Podiatrist to review own
caseloads to assess efficiency in correct caseload
allocation; Podiatrists to consider/understand
importance of correct caseload allocation;
Podiatrist to be able to understand criteria
requirement for each caseload; Podiatrists to be
able to justify selected caseload allocation.
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12. Food quality
survey on Barnet
bedded Services
2020

North
Central

Nutrition and
Dietetics

The aim of the audit was to measure patient’s
satisfaction with the food served on Barnet
Bedded Services.
Findings: Most patient’s thought the overall
quality of the food was ‘Good’; All patients rated
the variety and the quantity of food as ‘Fair’,
‘Good’ or ‘Very Good’. Most patient were unable
to rate the quality of the snacks as several
patients reported not having snacks between
meals. The availability of drinks was rated ‘Good’
by most patients; whilst, the catering and care
staff were both rated ‘Very Good’ for helpfulness
by the majority of patients.
Actions identified: To disseminate findings to the
wards and catering managers; To ensure ward
staff and patients are aware of the variety of
snacks and drinks available; To ensure ward staff
and patients are aware smaller or larger meal
portions offered; to repeat survey annually.

13. Hydration
Audit 2020
(Alexandra
Rehabilitation
Unit)

North
West

Nutrition and
Dietetics

The aim of the audit was to provide optimum
hydration to patients at Alexandra Rehabilitation
Unit, through improvement of the adherence to
the local hydration policy guidelines and
improving identification of those who are at risk of
dehydration.
Findings: Fluid charts were completed for 100% of
patients on admission for first 48 hours; 37% of
fluid charts were completed accurately. Water
jugs were refreshed regularly on all wards; No
patients required thickened fluids during this
audit. 37% of patients were identified to be at risk
of dehydration; For patients at risk of dehydration,
33% had fluid charts completed/ continued and
was given a red jug.
Actions identified: To disseminate findings to the
Unit; To identify possible barriers that may be
impacting on the policy compliance; Dietitian to
provide training to Clinical Support Workers and
Nursing Staff; To repeat audit annually to collect
comparable data and evaluate compliance after
recommendations
provided;
To
increase
awareness of the CLCH hydration policy.
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14. Hydration
Audit 2020
(Athlone
Rehabilitation
Unit)

North West

Nutrition and
Dietetics

The aim of the audit was to provide optimum
hydration to patients at Athlone Rehabilitation
Unit, through improvement of the adherence to
the local hydration policy guidelines and
improving identification of those who are at risk
of dehydration.
Findings: Fluid charts were completed for 100%
of patients on admission for first 48 hours; 28%
of fluid charts were completed accurately.
Water jugs were refreshed regularly on all wards
and all tea/coffee rounds were made on time.
No patients required thickened fluids at time of
audit. 56% of all patients were identified to be
at risk of dehydration.
Actions identified: To disseminate findings to
the Unit; To identify possible barriers that may
be impacting on the policy compliance; Dietitian
to provide training to Clinical Support Workers
and Nursing Staff; Repeat audit annually to
collect comparable data and evaluate
compliance after recommendations provided;
To increase awareness of the CLCH hydration
policy.

15.
Observational
audit of
protected meal
times 2020

North
Central

Nutrition and
Dietetics

The aim of the audit was to ensure compliance
with protected mealtimes.
Findings: 100% of patients across all wards
received assistance and had food charts
completed where needed; There were no
obstructions of items preventing meals being
eaten from tables; All patients were offered
toileting before meal service and the majority of
patients were positioned comfortably for eating.
100% of patients at Finchley Memorial Hospital
were given hand wipes, 1/3 audit days at Jade
ward demonstrated no wipes on trays or given
to patients during mealtime. Only one mealtime
interruption occurred on Adams, there were
several interruptions that occurred during
mealtimes on both Marjory Warren and Jade.
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15. Meal times
audit contd.

16.
Observational
Audit of
Protected
Mealtimes 2020
(Alexandra
Rehabilitation
Unit)

Actions identified: To disseminate findings to
the wards; To repeat audit annually to collect
comparable
data
and
evaluate
if
recommendations are improving compliance.
North West

Nutrition and
Dietetics

The audit aimed to assess whether protected
mealtimes was implemented for all patients and
if appropriate care plans were in place for those
who require additional assistance.
Findings: Due to COVID-19 pandemic patients
were not able to use the dining area, and were
eating their meals in their own rooms. Hand
wipes were placed on 100% of the trays; All
patients received their meals within 30 minutes.
However, one patient who required full
assistance with their meals did not get
assistance offered at the time the meal service
was observed. Food chart was not completed
for all patients. Red trays and jugs were in place.
Members of staff serving the meals lacked of
space to serve meals safely and adequately - it
was informed that the food trolley was a
replacement from a more suitable broken
trolley. Patients’ tables were not clutter free
when meals were served. All patients were
offered toileting before meal service and the
majority of patients were positioned
comfortably for eating. There were no
interruptions during mealtime service.
Actions identified: To disseminate findings to
the Unit; To liaise with Sanctuary Care to
ascertain catering equipment replacement; To
increase awareness of Protected Mealtimes
within members of staff; To repeat audit
annually to collect comparable data and
evaluate compliance after recommendations
provided.
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17.
Observational
Audit of
Protected
Mealtimes 2020
(Athlone
Rehabilitation
Unit)

North West

Nutrition and
Dietetics

The aim of the audit was to assess whether
protected mealtimes was implemented for all
patients and if appropriate care plans were in
place for those who require additional
assistance.
Findings: Due to the COVID-19 pandemic,
patients’ meals were served in their rooms.
Hand wipes were placed on 100% of patients
trays. Staff reported that all patients were asked
whether they needed to use a toilet prior to
their meal. All patients received their meals
within 30 minutes; they looked comfortable and
were asked whether they needed assistance.
100% of patients requiring assistance received
help and had food charts completed. Red trays
were not in place; therefore, it was not clear
when a patient required extra assistance.
Patients’ tables were not clutter free when food
was served. Only one mealtime was interrupted
at Athlone where the drug round ran into
mealtime; however, it was noted that food from
the kitchen came to the unit later than its
expected time.
Actions identified: To disseminate findings to
the Unit; To re-implement red tray guidance and
to provide training as needed; To ensure there
are enough red trays/jugs available at the unit;
To repeat the audit annually to collect
comparable data and evaluate compliance after
recommendations provided.
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18. Integration of North West
remote
consultations at
the onset of the
coronavirus
pandemic 2020:
A snapshot audit

Podiatry –
Inner

The aim of the audit was to benchmark the
podiatrists’ compliance with the Tele triaging
expectation of the Podiatry service pandemic
handbook and identify whether additional
training was required to support the embedding
of remote consultations.
Findings: All patients scheduled for remote
consultations received a phone call and all
patients requiring a face to face were provided
with an appointment. In addition, all patients
requiring active monitoring were scheduled for
follow up triage. However, there was
inconsistency in the use of the published tele
triage template which introduced risk to the
service. There were also individual Podiatrists
who have not adopted the template but created
their own approach which does not provide
assurance as per the pandemic handbook.
Actions identified: To re-write the template to
ensure the content is suitable for phase of
pandemic and current Podiatry practice; Team
leads to identify Podiatrists who require support
to embed the template and provide guidance;
To re-audit in October.
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Acronyms and explanations of terms
BPE
CBU
CDS
CLCH
COPD
DNACPR
EDH
GDP
GDS
IS/IHS
IV
MDT
RCS
SOP
SystmOne

Basic periodontal examination
Clinical business unit
Community dental services
Central London community healthcare NHS trust
Chronic obstructive pulmonary disease
Do not attempt cardiopulmonary resuscitation
Eastman dental hospital
General dental practitioner
General dental service
Inhalation sedation
Intravenous sedation
Multi – disciplinary team
Royal College of Surgeons
Standard operating procedure
Electronic patient record system
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PARTICIPATION IN RESEARCH
During the pandemic, the trust research and development department focussed on supporting
urgent public health studies and Covid related research studies. Most non-Covid studies were
suspended during this period due to staff redeployment and Covid restrictions.
The pandemic raised the profile of research, creating interest from both patients and clinical teams,
and facilitating the building of new relationships with local universities in collaborating on studies
that will benefit the trust’s patients. All clinical teams involved in research receive good clinical
practice training, provided by North West London clinical research network.
Over the past year clinical staff developed new ways of working, reaching patients through digital or
remote means, and as a result more on line research studies were offered.
The following are examples of current studies that CLCH is involved with:
•

UK-Reach: an urgent public health research study into Ethnicity and covid – 19 outcomes in
healthcare workers.

•

MeCareWell: a study of mental wellbeing of North West London health and social care staff
during Covid – 19.

•

Rehabilitation and recovery following Covid 19: a study investigating factors following
rehabilitation and recovery.

The number of patients receiving health services provided by CLCH during 2020-2021 that were
recruited during that period to participate in research approved by a research ethics committee was
504. In line with ethical practice in research, there is a process in place to protect the identity of all
research participants, and this uses a unique identifier, which is usually a number.
Moving forward to 2021-2022, the trust research team will be recruiting two additional staff, to
support the growth in research studies looking into long covid and working towards achieving the
goal of hosting more research studies and developing research activity in new clinical areas. Finally,
the overarching goal of the research department is unchanged, that is to ensure that all staff and
patients in CLCH have the opportunity to participate in research.
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FREEDOM TO SPEAK UP (FTSU)
CLCH is committed to promoting an open and transparent culture across the organisation to ensure
that all members of staff experience a compassionate climate where they are confident to speak up
and everyone can learn. This includes anyone who undertakes work for the trust.
FTSU is included within the trust’s welcome booklet, induction for staff, a handout given to bank
workers and volunteers. Core FTSU training, developed in line with the ‘National guidelines on
Freedom to Speak Up training in the health sector in England’ (August 2019), is included within the
statutory and mandatory booklet completed annually by all staff. Items are published regularly in
trust communications, in line with the FTSU communication plan, including a new quarterly FTSU
newsletter. There is a FTSU page on the intranet that includes a video of our chief executive, staff
experiences of speaking up and other information. A FTSU module has been developed for inclusion
in the new leadership and people development programme, in line with the national guidelines,
which covers creating the right environment, supporting speaking up and listening well.
The Freedom to Speak Up policy was reviewed in 2020, taking into account the NHSE/I national
‘standard integrated policy’ and learning from use of the trust’s previous version. The policy includes
the need for workers to speak up, in line with the recommendations and in response to the
independent ‘Freedom to Speak Up’ review (2015) led by Sir Robert Francis QC, and highlights the
Trust’s commitment to fostering a culture of safety and learning in which everyone feels safe and
supported to raise concerns. It describes routes through which concerns can be raised and includes
a process chart for easy understanding.
Staff are encouraged to speak up about anything related to the quality of care, patient safety,
bullying or harassment or anything else that affects their working lives, so that we have an
opportunity to address their issues. Staff can raise concerns through their line manager, more senior
managers, clinical leads, Freedom to Speak Up (FTSU) Guardian, the patient safety team,
safeguarding team, staff representatives, Human Resources, directors, nominated non-executive
director, trust local counter fraud specialist, or by using formal processes. Staff are also provided
with details as to how they can speak up to an outside body.
Staff can raise concerns in person, by phone or in writing, including email. There are separate email
addresses for FTSU (accessed by the FTSU Guardian) and Whistleblowing (accessed by the
nominated non-executive director). Staff can choose to raise their concern by name, confidentially
or anonymously. If confidential, we strive to maintain confidentiality unless we are required to
disclose it by law, e.g. by the police. Staff are encouraged to provide their name to make it easier to
investigate thoroughly and to provide feedback on the outcome. Feedback will be given to staff who
raise concerns through progress updates and, wherever possible, by sharing the full investigation
report with them whilst respecting the confidentiality of others.
The Trust has a full-time FTSU guardian, who is a national guardian’s office trained trainer. The
guardian is actively involved in the London regional network and is a member of the national
guardian’s office’s network of chairs and trainers.
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The FTSU Guardian is supported by eleven FTSU champions, volunteer staff who were appointed
following an open invitation for expressions of interest. Five are from BAME backgrounds. They
were trained in line with the national guardian’s office training for FTUS guardians, made bespoke
for the champions. A continuous programme of training is provided to enhance skills. They provide
a safe space for staff who approach them with concerns, listen to them, and provide support,
guidance and signposting where appropriate. They also help to raise awareness of the importance of
speaking up and how staff can do so.
Governance is provided through FTSU guardian reports to the trust board (six-monthly), the trust’s
people committee (four-monthly) and quality committee (quarterly). The Trust also has a FTSU
Group that comprises the FTSU Guardian, chief executive officer, chief operating officer, chief nurse,
director of people (executive lead for FTSU), non-executive director lead for FTSU, and staff side
chair, who meet six-monthly to discuss particular themes. data is submitted to the national
guardian’s office on a quarterly basis.
The FTSU guardian is involved in trust-wide staff networks, the trust’s tacking inequality & promoting
equality group and preventing bullying and harassment taskforce, as well as other initiatives and
groups as they arise. This provides an opportunity to influence culture and actions.
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COMMISSIONING FOR QUALITY AND INNOVATION (CQUIN) AND LOCAL INCENTIVE SCHEME (LIS)
PAYMENT FRAMEWORKS
Due to the pandemic, in March 2020 NHS England decided to roll forward all NHS block
contracts. These contracts would normally be renegotiated annually. This also applied to CQUINs
and LISs – i.e. that 100% delivery should be assumed for 2020-2021. The aim of this was to allow
NHS trusts to free up as much capacity as possible and prioritise their workloads to be focused on
managing their response to the pandemic.
Given this, the usual information in respect of planned CQUINS and our achievement in respect of
them is not available for inclusion in the 2020-2021 quality account.
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CARE QUALITY COMMISSION (CQC)
CLCH is required to register with the CQC. The trust is registered with the CQC under the provider
code RYX without any conditions. The CQC has not taken any enforcement action against CLCH
during 2020/21. Furthermore, the trust has not participated in any special reviews or investigations
by the CQC during the reporting period that ended 31st March 2021.
At our last inspection, in February 2020, the CQC inspected one of the Trust’s core servicescommunity health services for children and young people. The well-led assessment element of the
inspection, scheduled for March 2020, was postponed due to the Covid-19 outbreak.
In June 2020, CQC published their report which rated the trust as ‘Good’ overall, with no changes to
the ratings in the core service inspected. The grids below reflect the Trust’s current rating.

As can be seen from the grid the trust was (at the 2020 inspection) given a rating of requires
improvement for the safe domain in community health services for children and young people.
This rating was awarded based on the following judgements made by CQC:
•
•
•
•

High vacancy rates and large caseload sizes in Brent, which impacted on the delivery of the
mandated Healthy Child Programme and the safe management of waiting lists;
Staff did not always complete or review treatment records in a timely manner with
important information;
Lone working practices were not robust and staff understanding varied;
No robust system in place to monitor the use of prescription pads in the children’s
community nursing team.
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CLCH was issued with three actions which it must take to improve in the core service’s safe domain.
Individual plans to address the actions were written and assigned to responsible owners and
progress is monitored through the trust’s monthly patient safety and risk group.
Our current rating and latest inspection reports can be found on the CQC website
at: https://www.cqc.org.uk/provider/RYX.
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DATA QUALITY
CLCH appreciates that high quality data is a key component of information governance. It recognises
that it is essential for both the effective delivery of patient care and enabling continuous
improvements in care provision. Given the importance of good quality data to the effective delivery
of patient care, the trust is fully committed to improving the quality of data across all of its services.
CLCH also recognises the importance its duties with regards to personal data; keeping it accurate and
up to date; treating it with the strictest confidence; managing it securely; and when sharing doing so
in full conformance with the Caldicott principles.
The following is a summary of the actions that CLCH has taken to improve its data quality during the
2020-2021:
•

Developed a data quality plan and undertaken a wide range of data improvement tasks set
out therein. The plan has built upon previous work seeking to add value and improve the
accuracy of the Trust’s reporting data. It has also sought to make more data available for
scrutiny by relevant stakeholders and a greater emphasis on reconciliation. The plan has
been overseen and delivered by members of the Trust’s data forum that has both clinical
and operational input.

•

Delivered a trust information portal on QlikView, which provides activity and performance
reporting refreshed on a daily basis, including contacts, referrals, ethnicity completeness and
outcome timeliness. The accessibility of the portal has brought trust activity data to a much
wider corporate and clinical audience for the first time.

•

In collaboration with wider corporate teams, staff in IM and T have been engaged with data
quality initiatives such as clinical template and counting rules standardisation, and
anticipating the migration towards broader use of the Community Services Dataset with
continuous improvement and closer monitoring of Trust submissions.

•

Launched initiatives to increase the completeness of patient ethnicity recording, which
resulted in an improvement from 70% to 84% between April and December. This has
involved creating new reporting, amending systems templates and mapping, and engaging
with staff in divisions and services to improve their recording practices.
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The data forum (DF), led by the associate director of information management and business
intelligence, has oversight of this area of work. The group has strong operational input from
divisional business managers.
This group has the following specific aims to improve data quality in 2021-2022:
•

To actively support the implementation of the data quality framework by assisting in the
operational implementation of the data quality plan.

•

To identify, and regularly review, a representative set of data quality metrics which
appropriately reflect the level of data quality within the Trust with a view to establishing
improvement activity and corrective actions.

•

To work collaboratively amongst all divisions, corporate services and stakeholders to
consider data and reporting improvement initiatives, and uphold a high standard of data
integrity throughout.

•

To agree and promote a series of data standards within the Trust.

•

To act as an advocate and champion for the importance of data quality issues.

CLCH will also be taking the following actions in 2021-2022 to improve data quality.
•

Continue working on the tasks set out in the data quality plan and setting a new plan for the
year ahead. These comprise a broad range of projects of varying sizes and complexities to
improve the quality of data recorded and reported. In particular, a future focus will be on
having a systematic approach to standardisation and adhering to emergent national data
standards for community services.

•

Working directly with services to expose data quality problems at source, highlighting their
responsibilities and encouraging the improvement of their data collection and reporting.

•

Continuing to oversee the rollout of the Self-Service Business Intelligence portal, and the
migration of data quality monitoring into this accessible platform.

•

Aligning with contemporary Trust strategies to enhance the value of data and extend its use
for service improvement and much wider analysis.
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LEARNING FROM DEATHS: 2020 – 2021
From April 2017, all Trusts have been required to collect and publish information on deaths and
serious incidents, including evidence of learning and improvements being made as a result of that
information. In October 2018, CLCH published a Learning from Death (LfD) policy based on NHS
Improvement’s National Guidance on Learning from Deaths and this policy was updated in January
2020. The policy is fully embedded for adults across CLCH services. All deaths within the Trust are
reported via the incident reporting system - Datix. As part of the LfD process, named team leaders,
within each team, triage each case to ascertain whether a case record review should be carried out
using a modified PRISM 2 (preventable incidents, survival and mortality study 2) form. The case
record reviews are completed by clinical directors from the relevant organizational divisions and
discussed at the trust’s resuscitation and mortality group which meets bi-monthly.
Due to the COVID-19 pandemic, the triage and case record review process described above were
suspended from March 2020 to November 2020 to free up staff to coordinate and help the clinical
effort. However, deaths continued to be monitored using the Datix, the divisional director of nursing
and therapies and the clinical director from each division reviewed deaths, and any deaths which
required further investigation and discussion were investigated through the trust’s serious incident
process.
CLCH is engaged in the multiagency statutory review of deaths of children and young people and, in
2020, in light of the changes introduced by Working Together to Safeguard Children 2018 revised our
internal processes to support learning and governance with the child death review process. As part
of this process, the associate director of safeguarding and the trust’s children’s division present an
overview of deaths of children and young people known to our services biannually at the
resuscitation and mortality group meeting. This includes findings from the child death overview
panels (CDOPs), themes and lessons learnt.
Internal processes relating to the overview of deaths of people with learning disabilities within the
Trust were also revised in 2020 – 2021. All deaths of people with learning disabilities have been
reported to the learning disabilities mortality review programme (LeDeR) since 2017. In addition to
this, from March 2021, the learning disability teams started presenting an overview of deaths of
people with biannual reports to the trust’s resuscitation and mortality group meeting. This includes
findings from the LeDeR reviews, themes and lessons learnt. the learning disability strategy was
reviewed in December 2020 and emphasis is given to learning from deaths of people with Learning
Disabilities e.g. a CLCH Learning from LeDeR event and a commitment to train all staff who are band
6 and above to carry out multi-agency reviews.
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PRESCRIBED INFORMATION
1

FORM OF STATEMENT

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

From Apr 2020 – Jan 2021, 2710 CLCH
patients died as follows (includes
expected hospice deaths):
970 in the first quarter
655 in the second quarter
713 in the third quarter
848 in the fourth quarter
Of this number, the following number
were in-patients:
11 in the first quarter, 0 in the second
quarter, 4 in the third quarter and 8 in
the fourth quarter

2

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

From Apr 2020 to Jan 21 0 case record
(PRISM) reviews and 5 investigations
were carried out in relation to the 2710
of the deaths included in item 1
In 0 cases, deaths were subjected to both
a case record (PRISM) review and an
investigation.
The number of cases in each quarter for
which a case record review or an
investigation was carried out was:

3

An estimate of the number of deaths
during the reporting period included in
item 2 for which a case record review or
investigation has been carried out which
the provider judges as a result of the
review or investigation were more likely
than not to have been due to problems
in the care provided to the patient
(including a quarterly breakdown), with
an explanation of the methods used to
assess this.

1 in the first quarter;
2 in the second quarter;
6 in the third quarter;
9 in the fourth quarter
0 representing 0% of the patient deaths
during the reporting period are judged to
be more likely than not to have been due
to problems in the care provided to the
patient.
In relation to each quarter, this consisted
of:
0 in the first quarter
0 in the second quarter
0 in the third quarter
0 in the fourth quarter
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4

A summary of what the provider has
learnt from case record reviews and
investigations conducted in relation
to the deaths identified in item 3.

Case 1: No action points relating to Learning from
Death or the clinical management of the patient were
noted. No evidence was found that the care provided
contributed to any harm of the client.
Case 2:
1. More clarity needed with regards to record
keeping to document anatomical pressure areas
checked, and if they were unable to check.
2. End of life care discussions needed to be
considered earlier.
3. Reassessment of ADLs (Activities of Daily Living)
and pain assessments should be considered and
carried out more frequently.
4. Routine observations performed at every new
episode of care should include MUST and Walsall
scores.
Case 3:
1. Better communication is needed with acute
providers regarding when patients are admitted
and discharged (acute provider did not
communicate with CLCH community service that
patient had been discharged from their unit so
there was a delay in visiting the patient).
2. Staff should adhere to the Trust’s No Access
policy if they are unable to contact patients for
planned visits (patient was found deceased at
home. An HCP who visited the patient’s home
the day before did not follow the Trust’s No
Access policy).
Case 4:
1. Medication should be checked as part of the holistic
assessment.
2. There needs to be a clearer understanding of all
services available to assist with End of Life care for
care home staff, including escalation processes
and relevant contact numbers.
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4.

A summary of what the provider has Case 5:
learnt from case record reviews and 1. Handover between planned care and unplanned care
teams needs to be more effective.
investigations conducted in relation
2. The Acute Trust did not discharge the patients into the
to the deaths identified in item 3.
community with the correct medication
Contd.
administration charts so there was a delay in the
patient receiving medication.
3. Discussion between triage nurses of services needs to
be more robust.
4. V300 prescribers should consider prescribing if it is
within their scope of practice.
5. Follow up of patients after administering PRN (as
needed) medications should be standard practice.
Case 6: No action points relating to Learning from Death or
the clinical management of the patient were noted.
Case 7: No action points relating to Learning from Death
were noted. Good practice included close collaboration by
several CLCH and other NHS services to ensure that holistic
care was provided.
Case 8: No action points relating to Learning from Death or
the clinical management of the patient were noted.
Case 9: No action points relating to Learning from Death or
the clinical management of the patient were noted.
Case 10: No action points relating to Learning from Death
or the clinical management of the patient were noted.
Case 11: Patients who are expected to die within the next
few days should be reviewed by a doctor as soon as
practicable. If doctors are reviewing virtually, this needs
to be via a video call to enable easier process of
certification.
Case 12: Outbreak on ward where patient contracted
Covid-19 may have in part been due to a staff member
who cross-covered a unit where there was a Covid-19
outbreak.
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4.

A summary of what the provider has Case 13: No action points relating to Learning from Death
learnt from case record reviews and or the clinical management of the patient were noted.
investigations conducted in relation
Case 14: No action points relating to Learning from Death
to the deaths identified in item 3.
or the clinical management of the patient were noted.
Contd.
Case 15: No action points relating to Learning from
Death or the clinical management of the patient were
noted.
Case 16: No action points relating to Learning from
Death or the clinical management of the patient were
noted.
Case 17: No action points relating to Learning from
Death or the clinical management of the patient were
noted.
Case 18: No action points relating to Learning from
Death or the clinical management of the patient were
noted.
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5.

A description of the actions which
the provider has taken in the
reporting period, and proposes to
take following the reporting period,
in consequence of what the
provider has learnt during the
reporting period (see item 4).

Case 1: No actions taken.
Case 2:
1. Learning described in section 4 discussed with the
District Nursing Team during handovers. Learning
regarding documentation discussed at team
meeting and sent via email to staff who were
asked to sign to confirm they understood.
2. Discussion with the patient’s GP practice took
place re: how the team and the GP could learn
from the inadequate and late communication
relating to End of Life Care.
3. Email sent to all staff detailing up-to-date GP
phone numbers and email addresses.
4. Audit of routine observations performed at every
new episode completed.
Case 3:
1. The acute provider was alerted about the incident
and their internal investigation was followed up. An
agreement was put in place that CLCH will have
access to ward level information.
2. An agreement was put in place with GP (via the GP
Federation. regarding supporting CLCH community
staff and mutual sharing of information.
3. All Community staff were updated about the No
Access Policy.
4. GP by-pass numbers were shared with community
teams.
5. A standard operating procedure was written for
triaging of welfare checks and response times.

45

268

5.

A description of the actions etc.
Contd.

Case 4:
1. Learning from section 4 was disseminated to
staff in team meetings.
2. Training was provided via iLearn on the new
medication
chart
which
was
recently
implemented.
3. An email was sent to local care homes from the
CCG with details of support available for
management of patients at the end of life,
including contact numbers for relevant support.
4. Training regarding recognition of dying patients
was implemented.

Case 5:
1. A meeting was held with locality team
managers to reinforce roles, responsibilities and
the
importance
of
handover
and
communication.
2. A “deep dive” into End of Life Care incidents will
be completed by the divisional director of
nursing and therapies.
3. Training has been arranged for V300 prescribers
on prescribing End of Life Care medication.
4. Triage processes and flowcharts for criteria in
unplanned care was recirculated to triage
clinicians in both planned care and unplanned
care teams.
Cases 6 to 10: No actions taken.
Case 11:
1. Chair of Resuscitation & Mortality Group will
cascade this information to Clinical Leads, Team
Leaders and doctors working in bedded units via
email.
2. This information will be shared with teams
working in the bedded units in Team Meetings.
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Case 12:
1. Root Cause Analysis completed by the Infection
Prevention Team and shared with commissioners.
2. Staff to ensure a minimum of 48 hours break when
working with Covid positive patient and avoid
cross-covering during outbreaks.
3. Development of system wide service for staff to
access regular PCR testing.
4. 7 minute learning plan disseminated to services
for shared learning.
Case 13: No actions taken.
Case 14: No actions taken.
Case 15: No actions taken.
6.

An assessment of the impact of the
actions described in item 5 which
were taken by the provider during the
reporting period.

Case 2;
No impact as yet.
Case 3:
No impact as yet.
Case 4:
No impact as yet.
Case 5:
No impact as yet.
Case 11:
No impact as yet.
Case 12:
No impact as yet.
Cases 13-15: NA
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7

The number of case record
reviews or investigations
finished in the reporting
period which related to
deaths during the previous
reporting period but were
not included in item 2 in the
relevant document for that
previous reporting period.

0 case record reviews and 0 investigations completed
after 2019 -2020 which related to deaths which took
place before the start of the reporting period.

8

An estimate of the number
of deaths included in item 7
which the provider judges as
a result of the review or
investigation were more
likely than not to have been
due to problems in the care
provided to the patient, with
an explanation of the
methods used to assess this.

0 representing 0% of patient deaths before the
reporting period are judged to be more likely than not
to have been due to problems in the care provided to
the patient.

9

A revised estimate of the
number of deaths during the
previous reporting period
stated in item 3 of the
relevant document for that
previous reporting period,
taking account of the deaths
referred to in item 8.

0 representing 0% of the patient deaths during 2019 –
2020 are judged to be more likely than not to have
been due to problems in the care provided to
patients.
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INCIDENT REPORTING
The following two questions have been asked of all Trusts.
The data made available to the National Health Service trust or NHS foundation trust by the Health
and Social Care Information Centre with regard to the percentage of patients aged
(i) 0 to 15; and
(ii) 16 or over,

Readmitted to a hospital which forms part of the trust within 28 days of being discharged from a
hospital which forms part of the trust during the reporting period.
This metric is normally only applied to acute units where the measure is an indication of
inappropriate early discharge. As such, it is not reported by community trusts and so has not been
responded to.

The number and, where available, rate of patient safety incidents reported within the trust during
the reporting period, and the number and percentage of such patient safety incidents that
resulted in severe harm or death.
For the period 2020-21 there were 10,723 patient safety incidents reported within CLCH. Of these
incidents 13 or 0.12% resulted in severe harm. For the previous year we reported that 11 incidents
from 9397 resulted in severe harm which was also at 0.12%.
Community trusts are no longer provided with information from the national reporting and learning
system (NRLS) regarding the rate of patient safety incidents so this information is not available.
There were no patient safety incidents that resulted in a death. The patient safety incidents reported
that resulted in severe harm consisted of five pressure ulcers, four falls, two treatment problem and
two delay/failure to diagnose

CLCH considers that this data is as described for the following reasons:
•

•

•
•

The Patient Safety Managers continue to work closely with clinical colleagues to raise
awareness about the types of incidents that should be recorded on the incident reporting
system
Regular feedback is provided through communication channels such as the Hub and
Spotlight on Quality as well as direct feedback to incident reporters so that staff can see that
we do respond to the incidents reported and action is taken as a result.
Maintenance of a fair-blame culture so that staff feel confident in reporting incidents.
The assistant director of patient safety worked with our business intelligence performance
analysis (BIPA) to review data quality check processes.
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The Trust has taken the following actions to improve this and so the quality of its services, by:
•
•

•
•
•
•
•
•
•
•
•

Refreshing the quality strategy which is monitored by the patient safety and risk group
(PSRG) (monthly) and quality committee (quarterly).
Adding a new measure of success to the quality strategy using the 7-minute learning tool for
sharing the learning from incidents. These are presented by each clinical division at PSRG
monthly and shared through the trust’s publication spotlight on quality.
Encouraging incident reporting at all available opportunities including presentations at
induction.
Developing and sharing how to guides so that staff are helped to report incidents.
Developing a trust wide action plan for pressure ulcers which is monitored and maintained
by the pressure ulcer working group.
Implementing action plans following the completion of investigations to prevent
reoccurrence.
Continuing with patient safety processes throughout the year.
Establishing a ward matron’s network.
Reviewing podiatry incidents monthly across the organisation for thematic review and
shared learning.
Implementing a programme of harm free care networks to share learning from incidents.
Improving the weekly pressure ulcer review meeting, using technology and updating the
preliminary investigation checklist to receive the necessary assurance.
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PART 3:
OTHER INFORMATION
QUALITY PERFORMANCE AND PROGRESS AGAINST OUR QUALITY PRIORITIES 2020-2021
Trust wide quality scorecard: The following scorecard describes trust performance against the
quality campaign key performance indicators (KPIs). Performance against our quality strategy
measures of success is incorporated into the relevant tables below.
TRUST WIDE PERFORMANCE SCORECARD
KEY PERFORMANCE INDICATOR

TARGET Previous 2020year
2021
20192020

QUALITY
CAMPAIGN

A Positive
Patient
Experience
Changing
behaviours and
care to enhance
the experience
of our patients
and service
users

PERFORMANCE

Proportion of patients who felt staff took time to find 95.0 %
out about them

95%

97.7 %

Proportion of patients who were treated with
respect and dignity

95.0 %

95.00%

98.8 %

Friends and family test - Percentage of Staff
recommending CLCH as a place for Treatment

75.0 %

95.00

NA*

Patient Friends and family test - Proportion of
92.0 %
Patients rating their overall experience as very good
or good

94.10%

96.9 %

Proportion of patients' concerns (PALS) responded to 95.0 %
within 5 working days

98.20%

100.0 %

Proportion of complaints responded to within 25
days

100.0 % 100%

100.0 %

Proportion of complaints responded to within agreed 100.0 % 100%
deadline

100.0 %

Proportion of complaints acknowledged within 3
working days

100.0 %

100.0 % 100%

*Due to the pandemic trusts were asked to suspend the FFT.
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QUALITY
CAMPAIGN

Preventing Harm
Incidents and Risk

Smart, Effective
Care

Modelling the
Way

KEY PERFORMANCE INDICATOR

TARGET PREVIOUS 2020-2021
YEAR

Proportion of clinical incidents that did not
cause harm (moderate to catastrophic
categories)

97.0 %

98.50

99.2 %

Zero tolerance to falls in bedded units with
harm (moderate or above)

0

7

9

Zero tolerance of new (CLCH acquired)
category 3 and 4 pressure ulcers in bedded
units

0

1

4

Zero tolerance of new (CLCH acquired)
category 2 pressure ulcers in bedded units

0

44

43

Percentage of deaths in community hospitals
0.1
(expected and unexpected) compared to all
3.8 %
discharges (excluding palliative and end of
life care)

0.25 %

Percentage of Central Alerting System (CAS)
alerts including Patient Safety Alerts (PSAs) 90.0 %
due, and responded to, within deadline

94.6 %

100.00%

Percentage of hand hygiene episodes
observed across CLCH bedded areas that are 97.0 % 98.00%
compliant with policy

100.0 %

Percentage of staff trained at Making Every
Contact Count level one. Non – Clinical

95%

NA
New

95.7 %

Percentage of staff trained at Making Every
Contact Count level two. Clinical

95%

NA
New

92.9 %

Statutory and Mandatory training - NonClinical*

95 %

NA*

96.2 %

Statutory and Mandatory training – Clinical*

95 %

NA *

94.1 %
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QUALITY
CAMPAIGN

Workforce **

PREVIOUS
YEAR

2020-2021

Staff Turnover rate – 12 month rolling (Clinical)

14.7%

12.9 %

Sickness absence rate - 12 month rolling (Clinical)

4.4%

5.5 %

Percentage of staff who have an appraisal

84.6%

78.9 %

Staff Vacancy rate (Clinical)

13.3%

13.9 %

KEY PERFORMANCE INDICATOR

TARGET

* The performance figure for statutory mandatory training was not previously split between clinical
and non-clinical. The total figure for all staff for the previous year was 94.4%

** Workforce is not one of the quality priorities as described in the Trust quality strategy but
information has been included here for completeness
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PROGRESS AGAINST OUR QUALITY PRIORITIES
CAMPAIGN ONE: A POSITIVE PATIENT EXPERIENCE
KEY PRIORITY /
OUTCOME

MEASURES OF
SUCCESS APRIL 2020NOV 2021

UPDATE

Services are designed
and care delivered in a
way
that
involves
patients, carers and
families as partners in
care

We will maintain the
proportion of patients
who felt that they
were treated with
respect and dignity at
95%

This KPI has been achieved throughout 2020/21.
The year-end position is 98.8%.

We will maintain the
proportion of patients
reporting their overall
experience as very
good or good at 95%

This KPI has been achieved throughout 2020/21.
The year-end position is 96.9%.

The proportion of
patients who felt staff
took time to find out
about them will be
95%

This KPI has been achieved throughout 2020/21.
The year-end position is 97.7%.

We will develop a
policy and process to
ensure patient/user/
carer are involved in
every service change.

The assistant director of patient experience and
the Director of Transformation have developed a
policy to ensure that every service change in the
Trust captures the patient or carer’s voice. The
policy was agreed at the Patient Experience
Group and an implementation plan is underway.

The Trust Privacy, Dignity and Respect Policy has
been updated and approved by the Patient
Experience Group. This now includes an audit
tool for staff to use to support areas of good
practice.

Key programmes of work which involve user
engagement and patient feedback include:
• Reimagining Health Visiting
• Patient Access and Digital First Workstream
• Tackling Inequalities Workstream.
The Patient Access Campaign will be showcased
with a patient story at the Equality Conference
on 10th May 2021.
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Staff* work in services
that they believe are
delivering the best
positive outcomes for
patients, carers and
families

Staff, friends and
family test percentage of staff
recommending CLCH
as a place for
treatment will be 75%

Nationally it was agreed that, due to the
pressures of COVID, the Q4 staff FFT would not
be collected, therefore the Q3 result (66.2%) is
the last result of 2020/21. The collection will
restart in Q1 of 2021/22. Actions to reach our
target include:

*including volunteers

•
•
•

We will enhance the
number of volunteers
for the Trust and
embed volunteers as
part of the service

Monthly Schwartz Rounds have continued
focussing on ‘Caring through COVID’.
The Spotlight on Quality has maintained its
monthly editions highlighting best practice
and exemplar teams.
The Patient Experience Team continues to
collect divisional staff and patient stories
focused on caring through COVID.

This has been achieved. As part of our COVID
emergency response, we doubled the number of
volunteers on our database, to over 600.
During Q4, the Trust maintained all our COVID
volunteer support projects including the
seasonal cheer volunteer role and boosted the
befriending service.
New volunteering projects in Q4 included:
• Supporting of the staff vaccination hubs.
• PPE stock takers
• Phlebotomy support volunteers.
We have started to reintroduce many of the preCOVID volunteer roles including on the bedded
units.

We will complete an
annual volunteer
survey to understand
their impact on
services and their
experience

This has been completed and an evaluation of
the service was undertaken by our emergency
response volunteers. The findings were
presented at the November Patient Experience
Group. This led to the launch of a Wellbeing
Support Network for volunteers which has
received £15k from NHSE.
The next annual survey will take place in October
2021.
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Feedback
from
patients, carers and
families
is
taken
seriously and influences
improvements in care.

We will continue to
respond to 95% of
patients' concerns
(PALS) within 5
working days

100% compliance was maintained throughout
2020/21.

We will continue to
respond to 100% of
complaints within 25
days

100% compliance was maintained throughout
2020/21.

We will continue to
respond to 100% of
complex complaints
within the agreed
deadline

100% compliance was maintained throughout
2020/21.

We will continue to
acknowledge 100% of
complaints within 3
working days

100% compliance was maintained throughout
2020/21.

The patient and the We will develop and
public voice are
implement one Always
integral in the decision- Events in each division
making process when
making changes to
services or care delivery

The patient experience team continue to
promote
the
Always
Events
change
methodology at divisional board meetings whilst
being mindful of the service pressures relating to
COVID-19. The Always Events have continued
across both CHD Special Schools and NW EOL
care.
The Assistant Director of Patient Experience
presented our Always Events work at the NHSE
conference in January. NHSE is relaunching the
initiative nationwide as Trusts restore and
recover services in 2021/22.

We will continue to
deliver borough based
quarterly co-design
initiatives using
patient and staff
feedback/ stories

To prevent pressure on clinical services during
the pandemic, a joint Trust wide project was
initiated in Q4.
The project aimed to increase public information
and awareness around our services and COVID19 vaccine information. It has expanded into a
broader FAQ page on the Trust website to
improve patient experience and a PALS ‘myth
buster’ page on the Hub for staff.
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CAMPAIGN TWO: PREVENTING HARM
KEY PRIORITY /
OUTCOME
Robust,
effective
systems
and
processes in place
to deliver harm
free care all the
time

MEASURES OF
SUCCESS APRIL 2020NOV 2021

OUTCOME

97% of clinical incidents This has been achieved in every month of Q4
will not cause harm
and the year-end figure is at 99.2%.
100% of patients in
bedded units will not
have a fall with harm
(moderate or above)

Nine falls with harm were reported in
2021/22

100% of patients in
bedded units will not
have a NEW (CLCH
acquired) category 2-4
pressure ulcer

As discussed in sections 3.6 and 3.7, 47
category 2-4 pressure ulcers were reported
in 2020/21.

100% of all Serious
Incident investigations
will be completed on
time in accordance with
national guidance

During Q4, 26 Serious Incident Root Cause
Analysis (RCA) investigations were due to be
completed. All investigations (26) are
complete and have been presented at SI panel
and are either finally approved (1) or pending
final update and approval post SI panel (3).
One of these is an IG breach and not patient
safety related.
During 2020/21, 101 RCA reports were
completed, four of which are pending final
approval. Two are clinical in nature, have
been to two SI panels and are pending final
amendment. Two are IG related and have also
been to SI panels.
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100% of all Serious
Incident actions will be
completed on time in
accordance with locally
agreed timescales

187 individual incident actions were due in
Q4 (according to the actions module on Datix)
which is an increase from 155 due in Q3. 61
remain open (pertaining to 21 different
incidents) and where appropriate, action plan
closure meetings are scheduled. There has
been a focused effort through PSRG to ensure
greater local ownership of closure within
agreed deadline dates and a revised template
for the clinical divisions reporting action
completion status has been in place for six
months to ensure appropriate oversight by
the group, however it has been challenging
during the last few months during the COVID
pandemic second wave.
During 2020/21, 515 incident actions were
logged onto Datix for completion, 451 of which
have been completed and just 12% remain open

Enhance
the
embedding of a safety
culture in the trust
ensuring learning from
adverse events and
compliance
with
national best practice

We will undertake a
safety culture survey

This survey will enable us to review the safety
culture of the organisation. The Assistant
Director of Patient Safety and Deputy Chief
Nurse (Director of Quality and Safety)
continue to meet with one of the Trust’s
Improvement Facilitators who has a
background in and experience of using safety
culture measurement tools. The proposal is
being finalised and will roll out in late summer
2021.

Each division will share a Thirteen 7-minute learning briefings were
single serious incident shared at PSRG in Q4. Table 11 shows the
learning example using cases which were presented during Q4.
the 7-minute learning
tool through divisional 49, 7-minute learning briefing documents were
board and patient safety shared via PSRG during 2020/21.
risk group
80% of teams will have
undertaken
a
core
standards annual health
check assessment

Due to the ongoing pandemic and
redeployment of some teams we have not
been able to progress rollout of the core
standards in Q4. However, as services are
now being stood back up the plan is to roll this
out in across 2021/22 division by division.
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100% compliance with
the timely closure of
actions from risks on
the register

64 individual risk actions were due in Q4 of
which 13 remain open pertaining to 11 risks.
Of the individual actions open, 3 pertain to a
risk categorised as ‘clinical’. There has been a
focused piece of work through PSRG to
review all risks that are older than 5 years to
ensure the risk register remains live and the
actions remain relevant. There are now just
3 non-BAF risks which remain open having
been opened 2013-2016. Overdue risks and
overdue actions are flagged at the PSRG
monthly and communicated weekly.
During 2020/21 310 risk actions were logged
onto Datix for completion, 258 of which
have been completed and just 17% remain
open.
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CAMPAIGN THREE: SMART EFFECTIVE CARE
KEY PRIORITY /
OUTCOME
Making Every Contact
Count
(MECC):
promoting health in the
population we serve

All staff are supported to
drive a clinically curious
culture and increase shared
learning while improving
clinical effectiveness

MEASURES OF SUCCESS
APRIL 2020 to NOV 2021

UPDATE

95% staff trained at
MECC level one 95%
clinical staff trained
at level two

At year end level two clinical MECC
training was just below the target of
95% at 92.9% and non-clinical exceeded
target at 95.7%. See section 4.4.

We will launch MECC
link across the Trust.

We completed this task in 2019 when
the Medical Director and Chief Nurse,
launched and circulated the MECC link.
(https://www.mecclink.co.uk)
across
the Trust.

We will increase the
number of research
projects involving/led
by clinical staff within
the Trust by ≥ 10%

COVID-19 impacted on the total number
of patients recruited into research
studies during the 2020/21, which stood
at 167 participants on 31 October 2020.
The studies below are currently open to
recruitment in the Trust:
•
•
•
•
•
•
•
•

CLCH COVID-19 Rehabilitation study
CLIMB - people’s views on how
health data should be shared and
used.
Geko – venous leg ulcers
EMBARC - centres in Europe actively
managing patients with
bronchiectasis
Rehabilitation and recovery following
COVID-19
Helix Centre–Improving
neurorehabilitation for stroke
survivors
Survey of Practitioners’ Education
and Attitudes regarding Continence
Care
Psychological impact of COVID-19pandemic and experience: An
international survey
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100% of services/
individuals undertaking a
clinical audit/service
evaluation/QI project will
submit a clinical
improvement poster to
the Clinical Effectiveness
Team

Clinical effectiveness work was paused
in mid-March 2020 at the start of the
pandemic and again in January 2021.
We focused on embedding the new
Trust Clinical Audit Management Tool
AMaT) into our systems and processes
and developing step-by-step user
guides during Q1 and Q2. We trained
some staff in how to use the system
and plan to hold more training sessions
in the coming year. In November, the
CEG agreed that the Clinical
Effectiveness Team could support
services in setting up and undertaking
clinical audits, including:
Trust-wide audits:
Safeguarding and Pressure Ulcer audit
postponed to Q1 2021-22
CQC-mandated audits:
• Clinical Record Keeping (Quality of
the record and assessment) –
Children’s division
• FP10 Prescription Self-Assessment
Audit – Medicines Management
• Clinical Supervision Audit, CLCH
Academy
Local audits:
• Reducing unnecessary hospital
admissions for adults with feeding
tubes under the care of CLCH
dietetics, Nutrition and Dietetics,
South West Division
National Clinical Audits:
• National Audit of Inpatient Falls
• National
Audit
of
Cardiac
Rehabilitation (NACR)
• National Asthma and COPD Audit
Programme (NACAP) Pulmonary
Rehabilitation Audit
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CAMPAIGN FOUR: MODELLING THE WAY
KEY PRIORITY / OUTCOME

MEASURES
OF
SUCCESS
APRIL
2020- NOV 2021

Implementing Reverse
Mentoring for all staff
ensuring
career
opportunities
are
accessible to all

Training will be in
place for senior
clinical staff at band
8b or above to
undertake reverse
mentor training

Mentors and mentees will evaluate the
programme in Q1 of 2021/22. Their feedback
will shape the future programmes and training.
Cohort Two lasts from October 2020 until
March 2021. Thirteen staff have started in
Cohort Three as of April 2021.

A support network
for reverse mentors
will be implemented

The Academy are creating a support network
for reverse mentors. We aim to have that in
place by the end of Q1.

All staff have the core
identified statutory and
mandatory skills for their
roles

We will continue to
maintain Statutory
and
Mandatory
Training
compliance at 95%

The Trust continues to work to achieve the
95% compliance target which was narrowly
missed at year end. Corrective actions are
outlined in section 5.5.

Staff receive appropriate
education and training to
ensure they have the right
skills to support new
models of care

All learning needs
will be discussed as
part of the annual
appraisal process

The Academy continues to work with divisions
to ensure staff are supported with their
training and development as identified in the
learning needs analysis. A number of study
days are now being delivered via MS teams
and the feedback from these has been very
positive. The recent breast-feeding study day
was very well received: “Thank you so much
for this training. I have attended previously
face to face training, but MT training was very
good, up to high standard”.

UPDATE

Practice Development Nurses and the new
AHP Practice Development Team are
continuing to support staff clinically. The AHP
practice development staff have been
welcomed by the AHP workforce.
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Safe, sustainable and
productive staffing: Right
place and time

100% of clinical
staffing
establishment
changes will be
discussed
through
the Clinical staffing
panel prior to Quality
Impact Assessment

The Clinical staffing panel continues to take
place monthly to review all proposed
establishment changes prior to QIA.

Ensure there is sufficient
and sustainable staffing
capacity and capability to
provide safe and effective
care to patients at all
times

We will continue to
implement
and
support
the
Apprentice Nursing
Associate role across
the Trust

Safe staffing models have been updated and
approved through QIA. These include
apprentice nursing associate (ANA) and nursing
associate (NA) role. Divisions are reviewing
their existing workforce using this model to
support the continued implementation of the
NA role. All the ANAs who qualified this year
have been offered posts. Recruitment has been
postponed until May/June by universities due
to the pandemic.

We will develop safe
staffing models for
the AHP workforce
and
review
opportunities
for
new
AHP roles
supporting
new
models of care

A new AHP safe staffing model/set of principles
has been developed and discussed at panel.
Including how to create AHP establishments
for the bedded areas. The proposal has also
been discussed with the QIA panel who
escalated it to the Executive Leadership Team.
This work has been paused during the
pandemic and will restart in Q1 2021/22.
To support AHP’s in practice, we have recruited
into AHP Practice Development posts and a
new podiatry development post. Hertfordshire
Division are exploring the introduction of this
role.
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SHARED GOVERNANCE PROJECTS
DIVISION

QUALITY
CAMPAIGN

PROJECT

NUMBER
PROJECT UPDATE ACROSS THE
OF STAFF
YEAR
INVOLVED
8
Qualitative data was collected
by the QC in Q1 regarding
barriers to training. These
included choice and access to
training, and support to attend.
Four council members were able
to use the support given in this
QC to apply for apprenticeships.
The learning from the QC is
being taken forward with the
remaining council members into
the Trust wide Admin QC.

North
Central
Division

Modelling
the Way

Improving training and
development
opportunities
for
administrative staff in
the North Central
Division,

Modelling
the Way

Recovery
Quality
Council in the North
Central
Division
following
COVID-19
and redeployment.

7

Information
was
collected
regarding the gaps in support
during redeployment in the first
lockdown in April. This was
shared with the Academy,
allowing better support in
subsequent redeployments.

Preventing
Harm

Reducing the risk of
patients falling in the
Bedded Unit at FMH.

5

The QC brainstormed the
possible reasons, from a
frontline
perspective,
for
patients falling on the ward. The
council decided to focus firstly
on the quality of information
they receive before patients’
admissions. Data was collected
in Q3 and Q4 regarding all
information on transfer to the
ward. This will be analysed in Q1
and ideas to take forward
identified.

Smart
effective
care

Improve the quality of
referrals in Barnet
received in planned
care
to
improve
patient care within the
next 6 – 12 months.

5

In Q1 and Q2 the changes to the
referral form were finalised and
shared with senior staff for
approval. Council staff were
redeployed
during
the
pandemic, but this will restart in
Q1.
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North West Positive
Division
patient
experience

Investigating DNA rates
of initial assessment
appointments within
the Specialist Dental
Service

6

The council’s project has been on
hold due to COVID-19 and staff
capacity to restart the project will
be reviewed in Q1.

Smart
effective
care

Introduce and
implement internal
tasking between
administrative staff and
clinical teams on System
One (S1).

8

Over the past year the aim of the
project has become focussed on
the use of Systm1 tasks in the
District Nursing team. Process
mapping was started in Q3
regarding tasks to District Nurses,
to identify gaps in knowledge and
the stakeholders involved in S1
tasking. This was paused in Q4
due to the pandemic but will be
restarted in Q1.

Modelling
the Way

Standardising the
information regarding
placements of students
in Harrow.

7

The QC started to update and
standardise the student booklet
used in Harrow in Q2. This was
paused due to the pandemic but
will be reviewed in Q1.

Modelling
the way

Improving the
communications of the
new and safer way of
working.

4

Preventing
harm

Improve the
communication
between Podiatrists and
DNs and prevent
circulation issues.

12

Questions agreed for survey
regarding the best way to
communicate to front line staff.
Further staff to be recruited in Q1
to take the results of the survey
forward.
In Q3 we held a virtual meet and
greet between TVNs, DNs and
Podiatrists. The feedback was
positive and that it was an
informal but efficient way for
staff from different services and
locations to meet and exchange
contact details. In Q1 ideas to
make
improvements
in
communication will be continued.

65

288

South West Positive
Division
Patient
Experience

Improving
communication through
information folders for
patients in the
Community in Merton.

4

This council had funding identified
this year which was used to order
the folders. The folders will be
distributed in Q1. Feedback from
patients and carers will be collected
by the patient experience facilitator.

Modelling
the way

Increasing the uptake of
staff having the Flu
Vaccine in the SW
Division

7

In Q2 the council were identifying
the barriers to staff in accessing and
receiving the flu vaccine. We
promoted ways of supporting staff
who were unsure of their choice.
They were given the option to
vaccinate and link with local
pharmacies during Q3. In Q1 the
learning from this will be collected
and used during the next flu vaccine
season.

Modelling
the way

Improving staff morale,
engagement and
communication in SWD.

6

Presently recruiting staff to take
forward this new project in Q1
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Children
Division

Smart
Effective
Care

To investigate reasons
for non-attendance of
Health Reviews in the
inner divisions of the
Children Service.

5

Data has been collected across the
year through telephone feedback
from parents/carers whose children
have not had a Health review. This will
be analysed in Q1.

Positive
Patient
experience

Improving support given
to the parents and
carers during waiting
times of their children
behavioural
therapy
appointments.

5

Parent survey results have been
analysed and summarised. A preassessment
leaflet
has
been
developed from this and shared with
the Parent Forum leaders for
feedback. Outcomes and feedback
from these changes will be reviewed
from Q1 onwards.

Preventing
Harm

Improving
the
communication
of
safeguarding
information
between
Social Care Services,
Health Visitors and
School Nurses

4

Feedback from Social Care and the 0
to 19 Team in Hammersmith and
Fulham has been collected about the
information given on the Health
Visitor and School Nurse roles and the
Duty process used through the
project. This will be shared across the
children’s services and the learning
from this project will be taken forward
to start a School Nurse Duty quality
council in Q1.

Smart
effective
care

Improve the uptake of
6-8-week
maternal
mood contacts with the
Health Visiting Service
in Barnet.

5

Modelling
the Way

Improving the local
induction process

5

In Q3 the QC tested ideas on the
process of booking the 6-to-8-week
appointment. The HV has now been
booking with the mother at the new
birth visit to make sure the time is
suitable and ensuring mothers
understood the reason for the
appointment. In Q4 the change ideas
were continued and the impact of this
was measured using attendance data.
Started in Q3, the quality council
prepared and distributed a survey to
identify the issues staff encounter
when they start work in the Trust and
also how valued they feel. The quality
council are identifying local induction
checklists in use to update. They are
sharing their ideas with HR and will
continue with this and gathering more
information to support new starters in
Q1

Modelling
the Way

Improving staff morale
in the Brocklebank,
Bridge
Lane
and
Roehampton Team in
Wandsworth

6

The quality council have started to
collect data regarding the reasons for
low morale and in Q1 will start testing
ideas to improve morale in line with
joy at work.
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Children’s
Division

Positive
Patient
Experience

Improve
the
communication
and
uptake of e-red book
between CLCH and the
Families in Ealing.

5

Smart
effective
care

Improving the duty HV
support offer in Barnet.
(New)

6

Preventing
harm

Improve accessibility of
safeguarding resources
for HV staff and
evaluate the content
and change as needed
(new)

7

Smart
effective
Care

Improving
Clinical
Digital recording.

6

Preventing
harm

Improve the learning
from
serious
case
reviews from single
borough to the entire of
health visiting service.

7

Positive
Patient
Experience

Use data to compare
areas of deprivation
with breastfeeding rates
and see if we can give
targeted support to
improve
rates
of
breastfeeding

4

In Q3 the quality council drafted a
guide on how to register an ERedbook. This included an
automated email with a pictorial
explanation. The work was
paused in Q4 and will restart in
Q1.
We are recruiting staff to start
analysing the process already in
place for duty, this will continue
into Q4.
Ideas have been collected in Q3
to ensure HV staff have time to
review
Childrens
Division
Safeguarding Manual and easier
to access quickly when required.
The ideas will start to be tested in
Q4.
A small survey was carried out
across the 0 to 19 service
collecting
data
on
staff
confidence and understanding of
the NBV template. This is on hold
due to redeployment. In Q1 it will
be restarted with the results
analysed and shared with Clinical
Systems who are supporting the
project.
The quality council started in Q4
and are presently carrying out a
process map to visualise the gaps
and possibilities of sharing the
learning of serious case reviews in
an alternative way reaching more
staff members.
The project team are forming and
gathering information from Public
Health England about the
breastfeeding rates. Project will
be taken forward in Q1.
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Positive
patient
experience

To increase the number of
walking aids returned in
Watford.

6

The quality council carried out and
costed the process of cleaning
equipment in Q3. In Q4 the project was
paused due to the pandemic. In Q1 they
will review the project aim with regards
to continuing or writing up the learning
from this project.

Positive
patient
experience

Reducing PALs complaints
in Planned Care in Herts

7

A carer has been integral to this project
which started in Q4. They have
supported the quality council to map
gaps in communication and possible
issues. Data collection on the
completion of the initial full assessment
template and the use of the S1 deferred
patient template will be taken forward
in Q1.

Positive
patient
experience

Increase the number of
virtual consultations in
Hertfordshire
Planned
Community
Therapy
Teams.

6

This is a new project started in Q4
supporting patients with their therapy
needs through virtual consultation.
Starting with staff confidence using blue
jeans, and questions used on the triage
template to ascertain the patients’
access to and support available at home
with a video consultation.

Modelling
the Way

Improving development
opportunities and raise
morale in the finance
department.

8

Modelling
the Way

Improving
the
communication of health
and wellbeing (HWB)
support at work.

6

Change ideas have been identified
including shadowing other members of
staff and improving the appraisal
process. A survey has been written and
disseminated across the directorate and
the outcomes from this will be reviewed
in Q1.
The results of the HWB survey were
analysed in Q3 and themes of the
results will be used in focus groups
incorporating a shared governance
approach in Q1.

Modelling
the way

Supporting
research
across the Trust.

6

Hertfordshire

Trust wide

This is a new quality council supported
by a research sub-group to expand
research in the Trust. It was paused in
Q4 but will restart in Q1 when they will
collect feedback from staff on ideas and
barriers that prevent access to research
opportunities.
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Trust Wide

Modelling
the Way

Tackling bullying
harassment
in
workplace by staff

and
the

10

In Q3 the quality council collected staff
stories and carried out a small scale
survey. An animation was scripted and
produced from this evidence.
It
demonstrated an eye catching and
thought provoking way of how
unacceptable behaviour affects staff. In
Q1 the quality council will continue and
will be feeing their ideas into the
Bullying and Harassment Steering group
to be taken forward.

Positive
patient
experience

Patient reception rapport
project.

6

This quality council led by patient
representatives was paused over the
year due to the pandemic and now will
restart in Q1 and review their aim and
objectives in line with the new way of
working in clinic reception area.

Preventing
harm

Preventing verbal and
physical abuse against
staff whilst agile working.

6

The quality council will restart in Q1, by
analysing the themes in the incidences
of verbal and physical abuse reported
through Datix in last year.

Positive
patient
experience

Improving the uptake and
quality of feedback from
service users who require
assistance
with
communication.

5

Feedback has been collected using the
new digital one question feedback
survey. The data will be analysed in Q4
to see if there has been an increase in
the amount and quality of feedback
over the past 6 months.

Positive
patient
experience

Improving
Friday

Feedback

5

The quality council is on hold until Q1. It
will then start analysing ways of
improving fair coverage of the Trust
through monthly visits by the Senior
Management team, and how to record
these visits.

Modelling
the Way

Improving opportunities
for career development of
Administrators

15

This new quality council met once in Q4
and have split into two groups. One
council arranging a regular forum for
admin staff and the other looking
specifically at the support and possible
barriers to training and career
opportunities.

Preventing
Harm

Ensuring
Infection
prevention and Control
guidelines
are
(IPC)
followed across the Trust.

8

A new improvement idea to support
staff who are struggling to follow the
IPC guidance across the Trust. We are
recruiting to gather ideas of how to
ensure all staff are safe and follow the
guidelines into Q1.
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TRUST QUALITY PROJECTS AND INITIATIVES
The Trust was involved in a number of other quality projects and initiatives. These included the
following:
Covid 19: As with all NHS organizations we were involved in the national effort to ensure that people
who became ill with Covid were treated appropriately. We provided guidance and resources for all
our services and kept this updated throughout the course of the pandemic. At the height of the
pandemic we held up to two daily meetings of our own gold command team as well as being part of
daily and weekly calls across the wider STP areas.
At the start of the pandemic we opened a successful drive through swabbing facility at Parsons
Green making CLCH the first to do so in the community. This was reported on by the BBC and also a
number of national newspapers.
Due to the pandemic the Trust was also innovative in creating new ways of working and descriptions
of a number of these are included in projects below.
The Academy: The Academy supports learning and development for both Trust and primary care
nursing staff (both registered and unregistered). In October 2020 it moved into its new base in Soho
Centre for Health which offers a number of dedicated training rooms and a clinical skills laboratory.
The Academy provides excellent opportunities to support the development of a workforce that is
both fit for the future and that is competent and capable to provide care within new models of
working. The creation of the Academy that works with system partners to ensures our staff have the
skills, knowledge and experience to deliver effective care, support and treatment was a great
achievement. It provides the opportunity to standardise learning across boundaries and to support
the workforce with roles, such as the apprenticeship nursing associate, apprenticeships and
potentially integrated roles, or a pool of suitable and appropriately skilled staff who can work in a
number of environments.
Big Diversity Conversation: Both the Inner speech, language and therapy CBU and Merton
children’s’ services CBU held a big diversity conversation this year. The purpose was to explore
knowledge and understanding of equality, diversity and inclusiveness across the whole team. In
particular the SLT big diversity conversation was to explore the meaning of culture and how this
impacts communication. The team recognised that it was important to discuss this in the context of
speech and language therapy because language is seen as the transmission of culture. The
conversation highlighted language barriers faced by some service users when trying to access the
service. This included the lack of understanding and knowledge of developmental norms in other
languages, and lack of insight into the severity of communication difficulties. The particular focus of
the Merton big diversity conversation was to explore inclusivity and compassionate leadership,
throughout all teams.
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Breastfeeding: Despite the impact of delivering services in new ways due to the Covid 19 pandemic
the divisional plans for achieving this objective continued through the year and all health visiting
services will have a plan for breastfeeding assessment at level 1-3. Universal videos have been
developed that address introduction to solids and safe sleep. These tools aim to provide additional
support and advice to all families. The Unicef Gold standard was awarded to the health visiting
service inner public health CBU in 2019 and reassessment is every two years, to ensure high quality
services are maintained and are sustainable. The first reassessment took place in February 2021 and
was successful.
CLChampions: to recognise the incredible work that happened across CLCH during the pandemic the
trust set up CLChampions. This campaign was designed to recognise the work that happened across
the Trust in response to Covid – 19. The following provides some examples of the work of the
CLChampions although there were many other instances: the PPE delivery drivers who moved tens
of thousands of PPE items across the Trust: the rehabilitation nurses from Alexandra and Athlone
who lead a new team of redeployed staff at the Pembridge Unit: the dental services team which, as
all high street practices were closed, was asked by NHS England to provide access to patients
seeking emergency treatment and Hertfordshire division working closely with West Herts hospital
trust (WHHT) as well as Herts county adult care services integrated discharge team to set up a single
point of access team to support the discharge of medically optimised patients. The team was based
at Watford general hospital and was operational 7 days a week between 8am and 8pm.
Ealing early start CBU – response to Covid: Due to the pandemic, Ealing school nurses started
working differently. As schools were either limiting visitors or were closed the service adapted from
face to face sessions to providing virtual training sessions to school staff. Training included how to
give emergency medication when a child / young person has an anaphylactic reaction, an asthma
attack or a seizure in school. The virtual sessions increased uptake by school staff as there was no
need to travel to the host school for this. This had a positive impact on providing support for children
and it maintained good working relationships with education staff.
Enhanced discharge to access: The South West division in collaboration with St George's acute
hospital Trust, led on 'Enhanced discharge to access' (ED2A) pathways. These pathways enable those
patients deemed clinically stable by a hospital consultant to be transferred to the community earlier
than they would otherwise be. There are 3 pathways with standard operating procedures which
have been agreed.
The pathways relate to patients requiring diabetes management following treatment for Covid-19
infection, those patients requiring 'weaning' from oxygen therapy following Covid-19 infection and
those patients with heart failure who may require diuretic medication.
Homeless health: Our homeless health service deals with the highest population of rough sleepers of
any local authority in the UK. In response to the need for support that homeless people have, Rosa
Ungpakorn, a CLCH advanced nurse practitioner and the team created Westminster Street Nurse.
This was an outreach initiative that sees nurse practitioners seeking out people that live on the
streets of Westminster and proactively offer them health care. This work earned Rosa the RCNi
Advanced Practitioner Award 2020. Following the onset of Covid and the funding of emergency
accommodation a lot of the Trust’s patients were moved to hotels. The team were able to move in
quickly to support the hotels and developed procedures that allowed a lot of care guidance to be
provided by telephone. Face to face work, such as applying dressings, also continued.
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Housebound vaccinations: Working in collaboration with all Primary Care Networks across Barnet,
the Trust CLCH delivered over 16200 first covid vaccinations to housebound residents. Starting in
January 2021 the division had 27 vaccinators who worked for 7 days a week visiting all the
housebound referrals. The patients expressed their gratitude at receiving their vaccine and the
uptake was over 60%.
One Care Home team: During the pandemic the one care home team worked hard to support the
care homes in Barnet. From December 2020 through to March 2021 the team, working in
partnership with Public Health England supported 59 care homes through Covid outbreaks.
Furthermore the community matrons supported the care homes with: infection prevention and
control training; swabbing; covid-19 vaccinations; acute covid-19 reviews and advanced care
planning.
Quality Development Units (QDU): Despite the pandemic, the QDU accreditation process continued
throughout 2020 with another 3 teams successfully gaining accreditation and Harrow Podiatry
reapplying and being re-accredited. As described in our quality strategy, teams and services that
have been awarded QDU accreditation status are held up as centres of excellence and receive a
team award of £1000 as well as lapel badges for team members. Additionally QDU accredited teams
are expected to trial new ways of working, offer advice to other teams who are struggling and to
play a prominent role in our quality councils. We now have 11 teams who have been accredited with
QDU status and another 9 teams on their journey to accreditation
Shared Governance: Our shared governance approach uses quality councils which are a dynamic
staff-leader partnership that promotes collaboration, shared decision-making and accountability for
improving quality of care, safety and enhancing work life. Each council focuses on one project that
aligned with one of the quality campaigns in the quality strategy, with the aim of making an
improvement. The councils also act as a two-way resource for frontline staff and managers and give
informed advice on issues. Over the three years of the Trust’s shared governance programme, we
have seen our quality councils grow from strength to strength. We achieved the outcome set out in
our earlier (2017-2020) Quality Strategy of having six quality councils per division based on the six
quality campaigns and by December 2020, we had 32 quality councils in place that involved over 200
members of staff. The shared governance approach continued during a time of change due to the
pandemic and the majority of the quality councils continued throughout the year. The shared
governance model has been embedded within larger projects including, new and safer ways of
working across; re-imaging health visiting and improving clinical systems.
Virtual consultations: Due to the pandemic staff across the Trust embraced developments in virtual
consultations. Examples of this include the multi-disciplinary management of tissue viability; using
the ISLA visual and virtual platform and the use of virtual technology to bring specialist hospital
respiratory consultants into a patient’s home, whilst an actual visit from the community specialist
nursing teams takes place.
Virtual swallowing assessments for patients: As the pandemic limited services’ ability to care for
and assess patients, the Barnet Adult speech and language team (SLT) introduced virtual swallowing
assessments for patients. These assessments had previously been face-to-face in various settings,
including in care homes, so there was a need to work remotely. To do this the team adopted a virtual
first approach which included an initial telephone support and advice session followed by a video
consultation via BlueJeans to carry out a swallow assessment and intervention.
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This change was implemented quickly and completely transformed the service from one which
offered no virtual assessment or care to now providing approximately 75-80% of assessments via
BlueJeans. This ensured that our service users who were unable to been seen by us have continued
to be offered patient-centred care. This innovative practice has enabled us to support keeping
patients out of the hospitals.
Volunteering through Covid- 19: There was an extraordinary response to the pandemic by our
incredible volunteers. Over the last 12 months the Trust doubled its number of volunteers who
worked in various roles including in PPE; the Academy, befriending and other pivotal support roles.
As our volunteer numbers increased, and in recognition of their continued and invaluable support,
the Trust looked at the support it provides and how this could be increased.
Following the successful application for a grant from NHS England to facilitate a volunteer wellbeing
project, we now have a named individual, employed by CLCH, to focus on volunteer wellbeing
through the following actions:
•
•
•

Regular wellbeing checks with individual volunteers
Monthly wellbeing sessions/ workshops.
Monthly wellbeing newsletter’s providing tips and guidance around self-care.

Due to the success of the wellbeing project to date, the Trust will look to continue the work,
throughout the pandemic recovery response and into the future.
Walkercise: The pandemic provided a unique opportunity for the Merton, Wandsworth and
Hammersmith and Fulham family nurse partnership team to pilot and implement the use of walking
and exercise visits; remote video meeting technology and telephone appointments to be able to
meet the needs of more vulnerable clients. The team also developed Walkercise so instead of home
visiting, family nurses would meet the client and child outside their home. The walkercise visit
provided clients with a safe, private space to explore feelings and discuss their concerns with their
named family nurse. At the same time, the walkercise gave the family nurse time to observe the
child(ren) and review their growth and development
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ANNEX1: STATEMENTS FROM COMMISSIONERS, LOCAL HEALTHWATCH ORGANIZATIONS
AND OVERVIEW AND SCRUTINY COMMITTEES
We would like to thank those who reviewed and provided comments on our 2020-2021 Quality
Account. We have considered the comments received and where appropriate the comments were
responded to.

Statement from Healthwatch Hertfordshire

Comments on 2020/21 CLCH Draft Quality Account from HVCCG
 This is overall a really well written quality account
 It is important and positive to see acknowledgement for the significant contribution
that CLCH have achieved as a key strategic partner in the COVID vaccinations and
swabbing programme including through support provided for housebound people,
and the management approach for infection prevention control.
 Future Priority outcomes and actions within the account are SMART. The CCG agree
for the 4 priority areas for focus ;
-

Patient experience
Preventing harm
Smart effective care
Modelling the way

 Whilst the account does not include safeguarding information in detail it does guide
the CCG to the safeguarding declaration, and having looked at CLCHs website and
reviewed this declaration we can confirm it is acceptable for adult safeguarding.
 The role of volunteers within the pandemic is noted including the fact that the
overall cohort group doubled its number over the 12 month period and that
individuals worked in various roles including relating to PPE and also befriending.
 Re workforce it is helpful to see that the Freedom to Speak Up policy was reviewed
in 2020 and that there are a range of work streams in place to ensure staff are
supported in having their voices heard.
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 The CCG looks forward to hearing more details in due course re the Equality
Conference on 10th May 2021.
 Re the Trust wide quality scorecard – overall it is really clear and positive that CLCH
have met the vast majority of targets despite COVID challenges. We note some key
areas for future focus including relating to falls and pressure ulcers, as well as clinical
staff mandatory training compliance.
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ANNEX 2:

STATEMENT OF DIRECTORS’ RESPONSIBILITIES FOR THE QUALITY REPORT

The Directors are required under the Health Act 2009 and the National Health Service (Quality
Accounts) Regulations to prepare Quality Accounts for each financial year.
NHS Improvement has issued guidance to NHS Foundation Trust boards on the form and content of
annual quality reports (which incorporate the above legal requirements) and on the arrangements
that NHS foundation Trust boards should put in place to support the data quality for the preparation
of the quality report.
In preparing the Quality Report, directors are required to take steps to satisfy themselves that:
•

the content of the Quality Report meets the requirements set out in the NHS Foundation
Trust annual reporting manual and supporting guidance

•

the content of the Quality Report is not inconsistent with internal and external sources of
information including:

•

board minutes and papers for the period April 2020 to March 2021

•

papers relating to quality reported to the board over the period April 2020 to March 2021

•

feedback from commissioners dated xxxx

•

feedback from local Healthwatch organisations

•

feedback from Barnet overview and scrutiny committees dated xxxx

•

the Trust’s complaints report published under regulation 18 of the Local Authority Social
Services and NHS Complaints Regulations 2009. (NB: The complaints report will be attached
as an appendix the Quality Account)

•

the latest national staff survey

•

CQC inspection reports

The quality report presents a balanced picture of the NHS Trust’s performance over the period
covered
The performance information reported in the Quality Report is reliable and accurate
There are proper internal controls over the collection and reporting of the measures of performance
included in the Quality Report, and these controls are subject to review to confirm that they are
working effectively in practice
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The data underpinning the measures of performance reported in the Quality Report is robust and
reliable, conforms to specified data quality standards and prescribed definitions, is subject to
appropriate scrutiny and review
the quality report has been prepared in accordance with NHS Improvement’s annual reporting
manual and supporting guidance (which incorporates the Quality Accounts regulations) as well as
the standards to support data quality for the preparation of the Quality Report.
The Directors confirm to the best of their knowledge and belief they have complied with the above
requirements in preparing the Quality Report.

By order of the board:

Angela Greatley OBE

Chair

Andrew Ridley

Chief Executive
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FEEDBACK AND FURTHER INFORMATION
Now that you have read our Quality Account, we would really like to know what you think, how we
can improve and how you would like to be involved in developing our quality accounts in future.
If you would like to comment on the account please e mail
billy.hatifani@nhs.net
Alternatively you can send a letter to:
Billy Hatifani
Deputy Chief Nurse (Director of Quality and Safety)
2nd Floor, Parsons Green Health Centre
5-7 Parsons Green
London SW6 4UL
Further advice and information
If you would like to talk to someone about your experiences of CLCH services or if you would like to
discuss a service, please contact our patient advice and liaison service (PALS) in confidence via email
clchpals@nhs.net or on 0800 368 0412 or writing to the PALS team at the above address.
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USEFUL CONTACTS AND LINKS
CLCH - Patient Advice and Liaison Service (PALS)
Email pals@clch.nhs.uk
Tel 0800 368 0412
Switchboard for service contacts
Tel 020 7798 1300

HEALTHCARE ORGANISATIONS
Care Quality Commission
Tel 03000 61 61 61 www.cqc.org.uk
NHS Choices
www.nhs.uk
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LOCAL HEALTHWATCHES
Barnet Healthwatch
c/o Community Barnet
Barnet House, 1255 High Road
London, N20 OEJ
Tel 020 8364 8400 x218 or 219
www.healthwatchbarnet.co.uk
Brent Healthwatch
SEIDs Hub, Empire Way
Wembley HA9 0RJ
Tel: 0208 102 9174
www.healthwatchbrent.co.uk/
Central West London Healthwatch
For Hammersmith and Fulham, Kensington and Chelsea and Westminster
5.22 Grand Union Studios, 332 Ladbroke Grove,
London, W10 5AD
Tel: 020 8968 7049
info@healthwatchcentralwestlondon.org
www.healthwatchcwl.co.uk
Ealing Healthwatch
46 St. Mary’s Road
Ealing
W5 5RG
Tel: 0203 8860830
www.healthwatchealing.org.uk/
Hertfordshire Healthwatch
1 Silver Court
Welwyn Garden City
Hertfordshire
AL7 1LT
www.healthwatchhertfordshire.co.uk/
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Hounslow Healthwatch
45 St Mary’s Road
Ealing
W5 5RG
Tel: 0203 603 2438
https://www.healthwatchhounslow.co.uk/

Merton Healthwatch
Vestry Hall, London Road
CR4 3UD
Tel: 0208 685 2282
www.healthwatchmerton.co.uk

Richmond Healthwatch
www.healthwatchrichmond.co.uk
Tel: 020 8099 5335
https://www.healthwatchrichmond.co.uk/

Wandsworth Healthwatch
3rd Floor Trident Business Centre
89 Bickersteth Road
Tooting
SW17 9SH
Tel: 0208 8516 7767
https://www.healthwatchwandsworth.co.uk
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LOCAL CLINICAL COMMISSIONING GROUPS
Barnet CCG
Tel 020 8952 2381 www.barnetccg.nhs.uk
Central London CCG
Tel 020 3350 4321 www.centrallondonccg.nhs.uk
Hammersmith and Fulham CCG
Tel 020 7150 8000
www.hammersmithfulhamccg.nhs.uk
Ealing CCG
www.ealingccg.nhs.uk
East and North Hertfordshire CCG
Tel 01707 685 000
www.enhertsccg.nhs.uk/contact-us
Harrow CCG
Tel 020 8422 6644
www.harrowccg.nhs.uk
Hertfordshire Valleys CCG
Tel 01442 898 888
www.hertsvalleysccg.nhs.uk
Merton CCG
Tel 020 3668 1221
www.mertonccg.nhs.uk
Wandsworth CCG
Tel 0208 812 6600
http://www.wandsworthccg.nhs.uk
West London CCG
Tel 020 7150 8000
www.westlondonccg.nhs.uk
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LOCAL AUTHORITIES
Barnet
Tel: 020 8359 2000
www.barnet.gov.uk
Brent
Tel: 020 8937 1234
www.brent.gov.uk
Ealing
Tel: 020 8825 5000
www.ealing.gov.uk
Harrow
Tel: 020 8863 5611
www.harrow.gov.uk
Hammersmith and Fulham
Tel 020 8748 3020
www.lbhf.gov.uk
Hertfordshire County Council
Tel 0300 123 4040
www.hertfordshire.gov.uk
Hounslow
Tel: 0208 583 2000
www.hounslow.gov.uk
Richmond
020 8891 1411
www.richmond.gov.uk
Royal Borough of Kensington and Chelsea
Tel: 020 7361 3000
www.rbkc.gov.uk
Merton
Tel: 020 8274 4901
www.merton.gov.uk
Wandsworth
Tel: 020 8871 6000
www.wandsworth.gov.uk
Westminster
Tel 020 7641 6000
www.westminster.gov.uk
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GLOSSARY
15 Steps Challenge: This is a tool to help staff, service users and others to work together to identify
improvements that can be made to enhance the service user experience. The idea is to see the ward
through a service user's eyes. Members of the 15 step challenge team walk onto a ward or
residential unit and take note of their first impressions.
Allied Health Professionals (AHP): Allied health professionals (AHPs) provide treatment and help
rehabilitate adults and children who are ill, have disabilities or special needs, to live life as fully as
possible. They work across a wide range of different settings including the community, people’s
homes and schools, as well as hospitals.
Always Event: These are those aspects of the care experience that should always occur when
patients, their family members or other care partners, and service users interact with health care
professionals and the health care delivery system. An Always Event must meet the following four
criteria: Important, Evidence – based, Measurable and Affordable and Sustainable.
Baseline data: This is the initial collection of data which serves as a basis for comparison with the
subsequently acquired data.
Being Open: Being Open is a set of principles that healthcare staff should use when communicating
with patients, their families and carers following a patient safety incident.
Care Quality Commission (CQC): The CQC is the independent regulator of health and adult social
care services in England. It ensures that the care provided by hospitals, dentists, ambulances, care
homes and home-care agencies meets government standards of quality and safety.
Catheter: A catheter is a thin flexible tube which is inserted into the body, usually along the tube
through which urine passes (the urethra) or through a hole in the abdomen. The catheter is then
guided into the bladder, allowing urine to flow through it and into a drainage bag.
CBU: Clinical business unit.
Central alerting system (CAS) alerts: This is cascading system for issuing patient safety alerts,
important public health messages and other safety critical information and guidance to the NHS and
others.
Clinical Commissioning Groups (CCGs): CCGs are independent statutory bodies, governed by
members who are the GP practices in their area. A CCG has control of a local health care budget and
commissions healthcare services on behalf of the local population.
Compassion in practice: Compassion in practice is a three year vision and strategy for nursing,
midwifery and care staff, drawn up by the Chief Nursing Officer for England and launched in
December 2012.
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Commissioning: This is the planning and purchasing of NHS services to meet the health needs of a
local population. It involves deciding what services are needed, and ensuring that they are provided.
Commissioning for quality and innovation payment framework (CQUIN): The CQUIN payment
framework enables commissioners to reward excellence. It links a proportion of a healthcare
provider's income to the achievement of local quality improvement goals.
Cold Chain: This is the process used to maintain optimal cold temperature conditions during the
transport, storage, and handling of certain pharmaceuticals, starting at the manufacturer and ending
with the administration of the vaccine to the patient.
DATIX: A web based risk management system, via which the Trust manages its complaints, incidents
and risks.
Exemplar ward: These are wards where consistently high quality care and innovation in clinical
practice has been demonstrated
FFT: Family and friends test
Incident: An event or circumstance that could have resulted, or did result, in unnecessary damage,
loss or harm such as physical or mental injury to a patient, staff, visitors or members of the public.
Key performance indicators (KPIs): Key performance indicators help define and measure progress
towards organisational goals. As the primary means of communicating performance across the
organisation, KPIs focus on a range of areas. Once an organisation has analysed its mission, identified
all its stakeholders and defined its goals, KPIs offer a way of measuring progress toward these goals
National Institute for Health and Care Excellence (NICE): Nice provides independent, authoritative
and evidence-based guidance on the most effective ways to prevent, diagnose and treat disease and
ill health, reducing inequalities and variation.
National Health Service Litigation Authority (NHSLA): The NHSLA manages negligence and other
claims against the NHS in England on behalf of its member organizations.
Never Event: These are very serious, largely preventable patient safety incidents that should not
occur if the relevant preventative measures have been put in place. A list of incidents described as
Never Events is published by the Department of Health.
National Reporting and Learning System (NRLS): The NRLS receives confidential reports of patient
safety incidents from healthcare staff across England and Wales. Clinicians and safety experts
analyse these reports to identify common risks to patients and opportunities to improve patient
safety.
Nursing and Midwifery Council (NMC): The NMC is the nursing and midwifery regulator.
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Palliative care: This is an approach that improves the quality of life of patients and their families
facing the problems associated with terminal illness. This is through the prevention and relief of
suffering by means of early identification and excellent assessment and treatment of pain and other
problems that could be physical or spiritual in nature.
PALS: Patient advice and liaison service (PALS) provide a point of contact for patients, their families
and their carers, and offer confidential advice, support and information about the services at CLCH.
Patient led inspection of the care environment (PLACE): PLACE is the system for assessing the
quality of the patient environment. PLACE assessments will see local people go into hospitals as part
of teams to assess how the environment supports patients' privacy and dignity, food, cleanliness and
general building maintenance.
PSAs: These alerts rapidly warn the healthcare system of risks. They provide guidance on preventing
potential incidents that may lead to harm or death
Patient pathways: The patient pathway gives an outline of what is likely to happen on the patient’s
journey and can be used both for patient information and for planning services as a template
pathway can be created for common services and operations. You can think of it as a timeline, on
which every event relating to treatment can be entered.
Patient safety thermometer or NHS safety thermometer: The NHS Safety Thermometer provides a
‘temperature check’ on harm. The tool measures four high-volume patient safety issues (pressure
ulcers, falls, urinary tract infection - in patients with a catheter - and venous thromboembolism). The
data is used at national, regional and local level (organisational as well as at ward and team level) to
support quality improvements through ensuring harm free care.
Patient reported experience measures (PREMS): These are more commonly known as patient
surveys and can include paper based surveys; the use of electronic kiosks; hand held devices; and
telephone surveys
Patient reported outcomes measures (PROMs): Patient Reported Outcome Measures (PROMs) are a
means of collecting information on the effectiveness of care delivered to NHS patients as perceived
by the patients themselves.
PPE: Personal protective equipment.
Pressure ulcers: A pressure ulcer is localised injury to the skin and/or underlying tissue usually over a
bony prominence, as a result of pressure, or pressure in combination with shear. A number of
contributing or confounding factors are also associated with pressure ulcers. Pressure ulcers are
graded according to severity, with grade one being the least severe and grade four the most severe.
Prevent: Prevent is one of f strands of the government's counter-terrorism strategy
Repository: the lessons identified from pressure ulcer learning are placed in a `repository’. This
allows staff to reflect on their practice and modify future actions as appropriate.
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Root cause analysis (RCA): A systematic investigation technique that looks beyond the individuals
concerned and seeks to understand the underlying causes and environmental context in which the
incident happened.
Serious incident: In summary these are incidents that occurred in NHS funded services and resulted
in one or more of the following: unexpected or avoidable death; serious harm; allegations of abuse;
a prevention of continuation of the provision of healthcare services; or a never event.
Schwartz rounds: The Schwartz rounds are an opportunity for staff to acknowledge and reflect upon
the emotional impact of our daily working lives openly and honestly
Tissue viability: The literal meaning of tissue viability refers to the preservation of tissue. The tissue
viability service is a nurse-led specialist service whose aim is to promote the healing of compromised
tissue.
Venous thromboembolism (VTE): Venous thromboembolism is a condition in which a blood clot
(thrombus) forms in a vein. It most commonly occurs in the deep veins of the legs; this is called deep
vein thrombosis. The thrombus may dislodge from its site of origin to travel in the blood – a
phenomenon called embolism.
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ANNUAL COMPLAINTS REPORT
The annual complaints report will be attached here.
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Board of Directors
27 May 2021
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Agenda item number:
Lead director responsible for approval of this
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Report author

CLCH Way Q4 update and 20/21 review
4.3
Elizabeth Hale

Relevant CLCH strategic priorities
Population health
Strategy implementation
Quality
Finance
Operations
Workforce
Digital transformation
Freedom of Information status

Trust objective 2020/21
Improving the health of our patients and staff
Implement strategic priorities of integration and place
Maintain and improve the quality of services delivered by CLCH
Deliver the 2019/20 financial plan
Deliver all NHS constitutional and contractual standards
Make CLCH a great place to work for everyone
Implement the vision of the NHS Long Term Plan
Not restricted

Duncan Dewhurst

This report sets out the progress made on the CLCH Way Change programme this quarter and an overview of
progress through 2020/21. A version of this report will be sent to Finance Committee alongside the usual
Highlight Report, exception report and benefits methodology for Q4 (these papers were reviewed and
agreed by Executive Delivery Group on 30th March and are attached for reference).
Q4 update and review of 2020/21
The past year has been challenging in terms of the delivery of Trust-wide transformation programmes. Most
work on the Trust-wide transformation programmes was paused during the first Covid wave (from April to
August) and again during the second Covid Wave (December to February) – during this time the majority of
the programme team was redeployed to support Covid work.
Nevertheless huge progress has been made towards our strategic aims of becoming a Digital First
organisation, embedding a culture of continuous improvement and using data to improve services.

Programme

2020/21 Key Achievements

Digital First

 Over 100,000 virtual consultations including virtual group classes and education sessions
and supporting SLT to deliver swallow assessments in care homes
 Supported deployment of 2 x Video Conferencing platforms
 Majority of teams across the Trust now able to work remotely
 Saving 12-14 WTE of clinician travel time through virtual consultations
 Successful Islacare pilot and roll out (image sharing used in Tissue Viability)
 Delivered devices and training to patients

Improvement &
Innovation

 QI team recruited
 QI training programme refreshed - 207 people trained
 87 active QI projects registered on LIFEQI
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New and Safer
Ways of Working
Information
Improvement /
Operational
Intelligence
Patient Access

Best practice projects shared through Improvement Matters
Over 70 innovations identified across the Trust
IT On-boarding process improved
IT Equipment supplied direct to staff working from home
Help provided to staff re travel and parking New Display Screen Equipment assessments for
home-working introduced
 One stop shop information portal including activity info, waiting time attainment, referral
information, etc
 Demand and Capacity tool for recovery planning implemented across over 40 service lines






 Implemented first pilot to send digital letters and automate printing (Hybrid Mail)
successfully (NWL)
 End-to-end digital solution developed for management of Covid Lateral Flow testing and
vaccinations
 Patient-led booking system (Dr Doctor) booking used for staff vaccination

In particular over the last quarter:
•
•
•
•

Digital First: Islacare (image sharing app) has been rolled out to a number of teams in SW and NW
Operational Intelligence: demand and capacity modelling to support recovery planning has been
completed for 42 service lines
New and Safer: new DSE home-working module has been rolled out and significant progress has been
made on improving the IT on-boarding process
Patient Access: the patient-led booking system procured by the Trust (DrDoctor) has been used for
staff and housebound vaccinations

Planning for 2021/22
Trust-wide transformation planning for 2021/22 began in December, paused and then restarted in March. As
in previous years the Trust-wide programmes are focused on the change that needs to happen at a Trustwide level. Based on discussions to date we propose continuing with the main areas of focus for last year –
aside from extending Operational Intelligence to cover the broader changes to information and data
(Information Improvement). In particular the programmes will focus on capitalising on the progress that has
been made whilst also supporting the locally led change in each Division:
•
•
•
•
•
•

New and Safer: supporting teams to embed new ways of working and delivering the associated
estates changes
Digital First: supporting the ongoing roll-out of virtual meetings and consultations, piloting remote
patient monitoring, piloting mobility solutions and digital inclusion
Patient Access: piloting patient-led booking and rolling out Hybrid Mail
Improvement and Innovation: building QI capability, supporting QI projects and supporting the
dissemination of innovative ideas
Information Improvement: priorities TBC but will include focusing on standardising the way in which
clinical systems are used, improving Business Intelligence tools ,continuing to build demand and
capacity capability, and commencing the use of population health data
Digital Enablers: changes to clinical systems and updating IT infrastructure to reduce cost and
improve functionality
2

314

Across the Trust there is a huge change agenda within each operational division driven by ICS priorities,
commissioner requirements and Covid related service change. And across the Trust there are a number of
significant changes particularly Brent on-boarding and associated changes, changes to the Capita portfolio,
and HR Transformation.
As we are currently working to align Trust-wide programmes with emerging Divisional priorities to ensure
that the overall amount of change is manageable and phased appropriately. This will mean that the focus of
the Trust-wide programmes will be different in different parts of the Trust. Final Trust-wide transformation
and divisional plans (including more detailed milestones and metrics) will be produced over the coming
weeks as part of the business planning process, which will be reported against throughout 2021/22.
Assurance provided: N/A
Report provenance: This report and the supporting documents have been reviewed by Executive Delivery Group and
the Finance Committee
Report for:

Decision

Discussion

Information

X

Recommendation: Note the report.
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Executive summary:

Population health
Improving the health of our patients and staff and reducing
inequalities

Leading in local systems

2020/21 objectives

Integrating
services as local
partners

Putting our
collective CLCH
experience and
efficiencies too
work

Ensuring a
sustainable future

Implement strategic priorities of integration and place
Maintain and improve the quality of services delivered by CLCH
Deliver all NHS constitutional and contractual standards
Deliver the 2020/21 financial plan including COVID related financial
changes

This annual research report provides data on the number of patients recruited into clinical trials
during a 12 month period, and informs the Trust Board on how COVID has impacted on the level
of research activity during the timeframe 01 April 2020- 31 March 2021.
This report was shared and discussed at the Trust Quality Committee on 22 April 2021 and slight
updates have since been made to the appendix.
Assurance provided:
The Trust has implemented a Trust Research Group to oversee and monitor all research activity.
This will report to the Trust Modelling the Way Group.
Report provenance:
This paper was shared and discussed at the Trust Quality Committee held on 22 April 2021.
Report for:
Decision
Discussion
Information
x
Recommendation: To note the annual level of research activity and plans to incorporate a
COVID research framework into the Trust Research Strategy 2021-2024.
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1

Purpose
The purpose of this paper is to provide the annual research activity report and inform the
Quality Committee how COVID-19 has impacted on the Trust’s research activity.

2

Introduction
Whilst the pandemic has raised the profile of research locally, nationally and globally, the
impact on the Trust research activity has resulted in fewer research studies during this
period. This was due to a number of reasons: 1) redeployment of research staff, 2)
reduction of service provision 3) implementation of tier 4 restrictions, and 4) a priority on
urgent public health studies and other COVID-19 studies, and a suspension of all other
studies.

3

Research Activity and performance
Unlike previous years the Trusts research performance is not being measured against the
Higher Level Objectives (HLOs) during the period, 2020-2021, which is set by the Clinical
Research Network.
The Trusts research activity during the year indicates that 504 participants were recruited
into 6 research studies, from 01 April 2020- to 31 March 2021. This number is
considerably higher than last year, reflecting that many of the research studies included
on line survey studies, allowing for wider participation from both staff and patients.
During 2020-2021 new ways of working resulted in more contact of staff and patients
through digital or remote means, and as a result more on line studies were possible.
The number of participants recruited includes 7 participants recruited into an urgent
public health study UK-Reach and 24 participants recruited to two other COVID-19 studies
as noted below. The Impact of Covid 19 survey was also a huge success and we over
recruited compared to the predicted target, finishing with a total of 304 participants.
Appendix 1 provides a full list of all research activity.
•
•
•
•

4

UK-Reach- an urgent public health research study into Ethnicity and COVID-19
outcomes in Healthcare workers.
MeCareWell- a study of mental wellbeing of NW London health and social care
staff during COVID 19.
Rehabilitation and recovery following COVID-19- a study investigating factors
following rehabilitation and recovery.
Psychological Impact of Covid 19 – International Survey – open to all

Impact of COVID-19 on future research activity
It is clear that more COVID research will be needed in the future, in order to
investigate COVID associated conditions in patients discharged into community
services.
Therefore, a new dedicated section in the Research Strategy is required to address
future COVID research and urgent public health studies and therefore there will a
delay in refreshing the 3 year Trust Research Strategy 2021-2024, in order to give
2
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sufficient time to engage with stakeholders, and develop a COVID research framework,
as well as incorporating the Trusts new ways of working.
Given the ever-changing situation, more time allows this new section on COVID research
to be written with a greater degree of accuracy, with the view that this will negate the
need for a further refresh or re-write.
5

Next Steps
•
•
•

6

Refresh CLCH Trust Research Strategy 2021-2023, incorporating a framework for
COVID research, incorporating new ways of working in the context of constantly
changing environments - timeframe – May/June 2021.
Invite key stakeholders engagement and consultation via MS teams- timeframe August 2021.
Present finalised refreshed research strategy to the Quality Committee in October
2021.

Recommendations
To note the level of this year’s research activity and the impact of COVID 19 on recruitment
of patients into studies, and why there is a need to delay the presentation of a refreshed
Trust Research Strategy 2021-2024.
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Appendix 1: Current commercial and non-commercial research studies
Name of study

EMBARC: European
Bronchiectasis Registry
IRAS 165833

NOVELTY
IRAS ID 199809

Clinician experiences of
using MCA with PwLD
regarding consent to sex
IRAS ID 275392
An evaluation of the
psychometric properties
of outcome measures for
use with adults with
intellectual disabilities.
IRAS : 274545

Recruitment
target

5/month

26 in follow
up

No target

No target

SARS-CoV-2 Longitudinal
Study (Legacy Study)
IRAS ID 285469

To be
determined
as currently
being set up

RECREATE: a cluster
randomised trial
IRAS ID 271111

To be
determined
as currently
being set up

Actual
recruitment

30

27

Open to
recruitment

Open to
recruitment

N/A currently

N/A currently

Details of study
Registry participation is
open to all centres in
Europe actively
managing patients with
bronchiectasis.
NOW CLOSED TO
RECRUITMENT AND IN
FOLLOW UP PHASE
Patients with Asthma
and/or COPD. This is a
commercial non-drugs
related research study
on asthma and COPD.
NOW CLOSED TO
RECRUITMENT AND IN
FOLLOW UP PHASE
Clinicians experience of using
the Mental Capacity Act to
assess capacity with patients
who have learning
disabilities. Opened on
18/08/2020.
An evaluation of the
psychometric properties of
the adapted PHQ-9 and GAD7 outcome measures for use
with adults with intellectual
disabilities.
Healthcare workers and
patients who have previously
provided nasal-throat swab
samples for SARS-CoV-2
testing at the Crick COVID-19
Consortium Testing Hub.
Study is in set-up, protocol
received.
A multicentre cluster
randomised controlled trial
evaluating the clinical and
cost-effectiveness of an
intervention to reduce
sedentary behaviour in
stroke survivors
incorporating an internal
pilot phase and embedded
process evaluation. Study is
in set-up.

Key contacts

The Principal
Investigator:
Louise Holt, Herts
Respiratory
Service.

The Principal
Investigator:
Dr. Evans West,
Herts Respiratory
Service

The Principal
Investigator is:
Sophie Robbins.

The Principal
Investigator is:
Hannah Jenkins

The Principal
Investigator is:
Toby Bunting,
Senior Research
Nurse.

The Principal
Investigator is:
Natalie Townsend,
Barnet Planned
Care.

4
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Doctoral study–
CLCH staff
IRAS ID 274953

Wound therapy
Geko device- VLU
efficacy study
IRAS ID 235092

Rehabilitation and
recovery following
COVID-19 – CLCH
staff
IRAS ID 285898
Frailty prevention
in COPD – CLCH
staff
IRAS ID 280955
Helix Centre –
Improving
neurorehabilitation
for stroke survivors
SPEAC – survey
study
IRAS ID 266152

To be
determined

N/A
currently

5

A Prospective, Multicentre,
Randomised, Assessor Blinded
Study Comparing the Efficacy,
including Patient Reported
Outcomes, of Two Different
Daily Geko™ Treatment in
Patients with Venous Leg Ulcers.
Study closure is extended due to
COVID-19.

10

Investigating factors
following rehabilitation and
recovery.

To be
determined
as currently
awaiting
IRAS

N/A
currently

Frailty prevention in COPD:
Effects of physical activity and
exercise.
Waiting for ethical approval.

To be
determined

Open to
recruitment

Helix Upper Limb research project

To be
determined

Open to
recruitment

Survey of Practitioners’
Education and Attitudes
regarding Continence Care

10

20

Psychological
impacts of COVID
19
IRAS ID 282 858

100

DAVE study
IRAS ID 265680

To be
determined
as currently
being set up
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N/A
currently

HIS-UK
IRAS ID 255684

To be
determined
as currently
being set up

Midfut

To be
determined
as currently
being set up
in April/May
2021

N/A
currently

Open

N/A
currently

MeCareNWL
Survey

Experiences of Living with
Frozen Shoulder: A Qualitative
Study
Opened in Jan 2021.

N/A
currently

Psychological impact of COVID19- pandemic and experience:
An international survey
NOW CLOSED TO RECRUITMENT
AND IN FOLLOW UP PHASE
Decellularised Dermis Allograft
for the Treatment of Chronic
Venous Leg Ulceration

Evaluating the Home-based
Intervention Strategy (HIS-UK) to
reduce new Chlamydia infection
among young men aged 16-25
years by promoting correct and
consistent condom use: What is
the cost effectiveness of two
different delivery models
An interventional comparison, a
randomised control trial,
treating podiatric foot ulcers
with patients who have
diabetes. Set-up is suspended
due to COVID-19.
Study of Mental wellbeing of NW
London health and social care
staff during COVID 19

The Principal
Investigator is:
Christine
Billsborough,
Barnet MSK
service.
The Principal
Investigator is:
Agnes Collarte,
Tissue Viability
Nurse.

The Chief
Investigator is
Professor
Suzanne Bench.
The Principal
Investigator is:
Kola Akinlabi,
Barnet Post
Covid Service
The Principal
Investigator is:
Gianpaolo Fusari
Ella Gibbs
The Principal
Investigator:
Brenda Persaud
The Principal
Investigator:
Brenda Persaud
The Principal
Investigator is:
Agnes Collarte,
Tissue Viability
Nurse.

The Principal
Investigator is:
Dr. K Dunphy

The Principal
Investigator is:
Trusha Coward,
Podiatrist

The Principal
Investigator is:
Alex Bak,
Research Nurse

5
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Babybreathe
IRAS 291746

Awaiting
dates for
training

N/A
currently

local integrated
health and social
care communitybased MDTs
IRAS 287172

Awaiting
capacity and
capability

N/A
currently

UK- Reach

10
Closed to
recruitment

7

A research trial to help prevent
women returning to smoking
after giving birth, training due in
April 2021.
The purpose of this work is to
develop a characterisation of
these MDTs across different
localities
An urgent public health research
study into Ethnicity and COVID19 outcomes in Healthcare
workers.
NOW CLOSED TO RECRUITMENT
AND IN FOLLOW UP PHASE

The Principal
Investigator is:
Toby Bunting,
Senior Research
Nurse
The Principal
Investigator is:
tbc
The Principal
Investigator is:
Toby Bunting,
Senior Research
Nurse

6
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Maintain and improve the quality of services delivered by CLCH
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Implement the vision of the NHS Long Term Plan
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Executive summary:
FTSU Concerns
The purpose of the paper is to provide the Trust Board with an update on FTSU concerns and
implementation of the FTSU vision and strategy.
The paper provides an analysis of FTSU concerns based on two years data (the years ending 31.03.21 and
31.03.2020). The analyses use the original NGO defined categories of concerns, consider year on year
changes and variations between divisions and corporate services. The paper also triangulates the FTSU
concerns with the National Staff Survey results 2020 and Q1 and Q2 2020/21 Pulse Surveys.
The analysis of FTSU concerns reinforces the conclusion about the importance of our continuing with our
focus on behavioural and cultural change, including leadership development. There is also the need to
understand better the lived experience of our staff and use that to inform our interventions.
FTSU Vision and strategy implementation
The update on strategy implementation focuses on the three responsibilities prioritised for action namely:
• Responsibility 2 - Leaders have a structured approach to FTSU.
• Responsibility 5 – Leaders are confident that wider concerns are identified and managed.
• Responsibility 8 - Positive outcomes from speaking up cases are promoted and as a result workers
are more confident to speak up.
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Assurance provided:
The FTSU concerns are monitored, reported to and reviewed by ELT and People Committee.
Report provenance:
The FTSU update is provided twice a year to Board and reviewed in advance by ELT. This report went to ELT
on 18.05.2021.
Report for:

Decision

Discussion

Information

Recommendation: The Board is asked to provide feedback on the paper.

323

1
1.1

Purpose
The purposes of this paper are to provide the Trust Board with updates on:
• FTSU concerns.
• Implementation of the FTSU strategy since November 2020.

2

Introduction
This paper provides analyses of FTSU contacts and concerns based on two years data, (year ending
31.03.2021 and the year ending 31.03.2020).
In addition the analysis looks at contacts and concerns by divisional / corporate split and by category
of concerns.
The paper provides an update on progress in implementing the FTSU vision and strategy since the
report presented to Board in November 2020.

3
3.1

FTSU concerns
Context
The paper analyses FTSU concerns raised in the Trust for the year ending 31.03.2021 setting out the
number of people (contacts) raising concerns and the number of concerns raised. The concerns are
grouped using the original National Guardian Office defined categories.
To improve our understanding of where difficulties are perceived to exist additional information has
been gathered, namely:
• From 01.04.2019, the Patient safety/Quality of care category has been split to identify where
concerns are related to capacity and where they are related to other patient safety and
quality of care issues.
• From 01.04.2020, the categories Behavioural/relationships and Bullying/harassment have
been split further to identify whether concerns are related to managers or colleagues. In a
few cases, it will be both. This may have inflated numbers when comparing with last year’s
data, but only slightly.
• With effect from (wef) 01.07.2020, concerns have also been analysed in terms of whether or
not the staff member believes they may be related to ‘protected characteristics’ so the Trust
can be sighted on related concerns raised through FTSU. This is not a National Guardian’s
Office definition and so the information is shown separately at the end of the table.
The analyses also compare the year ending 31.03.2021 (this year) with the previous year, and
breakdown by division/corporate services and by themes.
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3.2

Analysis of FTSU concerns at Trust wide level and year on year
Table 1 below analyses FTSU concerns at a Trust wide level comparing this year (ending 31.03.2021)
with the previous year. Concerns are broken down by NGO defined categories. Within year the data
is broken down in six month periods.
TABLE 1 - FTSU Data comparison: 01.04.2020 – 31.03.2021 with 01.04.2019 – 31.03.2020
Apr 2019 –
Sep 2019

Oct 2019 –
Mar 2020

Apr ’19
to Mar
‘20

Apr 2020 Sep 2020

Oct 2020 –
Mar 2021

Apr ’20
to Mar
‘21

Total contacts

71

108

179

90

79

169

Patient safety/quality of care –
other

30

33

63

29

10

39

Patient safety/quality of care –
capacity

0

15

15

1

2

3

Staff safety

20

31

51

26

18

44

45

38

83

16

17

33

20

15

35

10

7

17

Behavioural/relationship:
managers
Behavioural/relationship:
colleagues
Bullying/harassment: managers

34

55

89

17

36

53

Culture

11

8

19

16

13

29

System / process

27

43

70

44

47

91

Infrastructure / environmental

0

0

0

2

3

5

Leadership

20

9

29

3

10

13

Middle management issue

4

10

14

0

4

4

Senior management issue

0

1

1

0

0

0

Other (outside of these
categories)

1

3

4

2

1

3

164

244

408

214

185

399

2

8

10

2

4

6

1

1

2

2

4

9

4

13

Bullying/harassment: colleagues

No of categorised concerns
Unknown category
Detriment after raising concerns
‘Protected characteristics’
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The findings from Table 1 above were:
Contacts:
• 169 members of staff (4.09% of staff headcount of 4129) contacted the FTSU Guardian and
Champions during the year ending 31.03.2021. This was 10 fewer members of staff than for
the previous year, a decrease of 5.59%.
• The number of contacts as a percentage of staff headcount across the Trust has remained
similar over the 2 years – 4.47% in year ending 31.03.2020 and 4.09% in year ending
31.03.2021. (See Table 2 for more detail).
• Of the 169 contacts, there was a group of 9 staff, 1 group of 8 staff, two separate groups of 6
staff, two groups of 4 staff and one group of 2 staff. The other contacts approached the
FTSU team individually.
Concerns:
• Contacts’ concerns may be categorised under more than one category. 399 concerns were
identified and categorised for the year ending 31.03.2021. This included 3 concerns that
were outside of the original NGO categories. This is a decrease of 9 concerns compared to
the previous year, a 2% decrease.
• Concerns were categorised as closely as possible to the National Guardian’s Office original
definitions at the point of contact, before a decision was taken by the staff members as to
whether to take their concerns further and before any concerns are investigated.
• By category, the notable year on year increases or decreases in the number of concerns
were:
o Patient safety/quality of care ‘other’ and ‘capacity, both showed significant
decreases from 63 to 39 and from 15 to 3 respectively.
o Leadership down from 29 to 13.
o Behaviours/relationships and culture showed significant increases from 89 to 116
and from 19 to 29 respectively, whilst there was no significant change with
bullying/harassment (53 to 52), This makes a total of 197 behaviour related concerns
in year ending 31.03.2021 compared with 161 the previous year, an overall increase
of 22.4%.
• The 197 behaviour related concerns raised in year ending 31.03.2021 represent 49.4% of the
total categorised concerns. In the previous year, they represented 39.5% of all concerns.
• The next highest category was System/process related concerns (including
infrastructure/environmental) which rose from 70 in the previous year (ending 31.03.2020)
to 96 in the latest year (ending 31.03.2021), an increase of 26 (37.1%).
• The third highest category of concerns related to safety: a total of 86 in year ending
31.03.2021 compared with the previous year of 129, a decrease of 43 (33.3%).
The above findings have been triangulated with information from the national staff surveys, and the
Staff Friends and Family Test scores and comments (see section 3.6).
3.3

Analysis of FTSU contacts by division / directorate
Table 2 below shows the FTSU contacts made in the two years ending 31.03.2021, broken down by
the five operational divisions and corporate directorates. The contacts are shown as a percentage of
the division / corporate area’s headcount. Appendices 1 and 2 set out the results at a divisional /
corporate service level in more detail.
FTSU contacts as a percentage of headcount is similar at a trust level from year to year (4.47% year
ending 31.03.2020, 4.09% the next year). At a divisional level the greatest change in this metric is in
Corporate Services where the number of contacts as a percentage of headcount increased from
3.78% to 7.42% (12 contacts increasing to 32), making Corporate Services an outlier in the year
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ending 31.03.2021.
In North Central Division, the number of FTSU contacts as a percentage of headcount was 4.91% for
the year ending 31.03.2021 compared with 8.77% for year ending 31.03.2020, bring the division
more in line with the Trust average.
For Hertfordshire, South West and North West Divisions, there has been little change year on year
moving them from 2.65% to 2.53%, remaining on 2.85% and from 3.34% to 3.95% respectively. It
should be noted that Hertfordshire data for the year ending 31.03.2020 is only available for the six
month period from 01.10.2019.
The increase or decrease in the number of contacts is not necessarily a concern. An increase may
indicate more confidence in staff to raise concerns (good) and / or it may reflect evidence of more
concerns occurring and / or not being resolved through line management or other routes for raising
concerns (less welcome).
TABLE 2 - FTSU Data by division
1 April 2020 – 31 March 2021
Division

Children

Headcount at
969
31.03.21
Contacts, (contacts as
40,
% of headcount)
(4.12%)
1 April 2019 – 31 March 2020
Division
Headcount at
31.03.20
Contacts, (contacts as
% of headcount)

3.4

Children

Corporate

Hertfordshire

431

711

32,
(7.42%)

18,
(2.53%)

Corporate

1015

317

Hertfordshire
w.e.f. 01.10.2019
716

55,
(5.42%)

12,
(3.78%)

19,
(2.65%)

North
Central
570
28,
(4.91%)
North
Central
559
49,
(8.77%)

North
West
887

South
West
561

Total

35,
(3.95%)

16,
(2.85%)

169.
(4.09%)

North
West
867

South
West
527

Total

29,
(3.34%)

15,
(2.85%)

179,
(4.47%)

4129

4,001

Analysis of FTSU concerns by themes, division / corporate and year on year
Table 3 takes the themed concerns, by division and year on year. The NGO categories have been
grouped into five themes:
1. Safety: Patient safety/quality of care – capacity, Patient safety/quality of care – other, Staff
safety;
2. Behaviours: behavioural relationships, bullying and harassment, culture;
3. Leadership: Leadership, middle management, senior management;
4. Systems and environment: systems, processes, infrastructure and environmental;
5. Other: other outside the above.
The table looks at the dominant themes within the division / corporate areas and sees how that
dominance changes year on year.
More detail is provided in Appendices 1and 2.
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TABLE 3 – Number and percentage of categorised concerns, by theme and by division for year ending 31.03.20 (2019/20) and year ending
31.03.2021 (2020/21). Dominant theme data in bold
Division
Children’s
Corporate
Hertfordshire
North Central
North West
South West
Total

FTSU
contacts
Number of
concerns

2019/
20
55

2020/
21
40

2019/
20
12

2020/
21
32

2019/20 2020/
21
19
18

2019/
20
49

2020/
21
28

2019/
20
29

2020/
21
35

2019/
20
15

2020/
21
16

2019/
20
179

2020/
21
169

137
99
19
49
(100%)
(100%)
(100%)
(100%)

46
(100%)

45
116
92
61
70
29
44
408
399
(100%) (100%) (100%) (100%) (100%) (100%) (100%) (100%) (100%)

Safety

31
(23%)

5
(5%)

0
(0%)

17
(35%)

24
(52%)

18
(40%)

53
(46%)

28
(30%)

13
(21%)

6
(9%)

8
(28%)

12
(27%)

129
(32%)

86
(22%)

Behaviours

64
(47%)

70
(71%)

11
(58%)

10
(20%)

13
(28%)

13
(29%)

27
(23%)

35
(38%)

31
(51%)

48
(69%)

15
(52%)

21
(48%)

161
(39%)

197
(49%)

17
(12%)

23
(23%)

5
(26%)

21
(43%)

8
(17%)

10
(22%)

29
(25%)

23
(25%)

8
(13%)

12
(17%)

3
(10%)

7
(16%)

70
(17%)

96
(24%)

Leadership

25
(18%)

1
(1%)

3
(16%)

0
(0%)

1
(2%)

2
(4%)

4
(3%)

6
(7%)

8
(13%)

4
(6%)

3
(10%)

4
(9%)

44
(11%)

17
(4%)

Other
(outside of
these
categories

0
(0%)

0
(0%)

0
(0%)

1
(2%)

0
(0%)

2
(4%)

3
(3%)

0
(0%)

1
(2%)

0
(0%)

0
(0%)

0
(0%)

4
(1%)

3
(1%)

bullying/
Systems and
environment

Note: Services in Hertfordshire expanded significantly from 01.10.2019 when over 700 staff were transferred into CLCH from Herts Community Trust.
It should also be noted that the structure of some divisions has changed over time.
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The analysis by theme, directorate and year (01.04.2019 to 31.03.2020 and 01.04.2020 to 31.03.2021)
is shown below.
• At a Trust wide level:
- Safety concerns were down from 129 (32% of all concerns) to 86 (22% of all concerns)
- Behaviour related concerns continue to be the dominant theme and a significant concern
for the Trust, accounting for 197 (49% of categorised concerns in year ending 31.03.2021).
The number of behaviour related concerns in the previous year (161) accounted for 39%
of all concerns in the previous year.
- Systems and environment were up from 70 (17%) to 96 (24%)
- Leadership concerns were down from 44 (11%) to 17 (4%)
- Other concerns showed no real difference in number or percentage
• Children’s Division:
- Behaviours continue to be the dominant theme, with an increase from 47% to 71% of the
categorised concerns. The number of concerns relating to this theme has increased from
64 to 70.
- There has been a significant reduction from 31 (23%) to 5 (5%) of concerns related to
safety and a decrease from 25 (18%) concerns categorised as leadership to 1 (1%).
- Concerns about systems and the environment were up from 17 (12%) to 23 (23%)
• Corporate directorates:
- Systems/environment has replaced behaviours as the dominant theme, with 21 (43%) of
concerns relating to this theme in year ending 31.03.2021 compared with 5 (26%) in the
previous year.
- Safety related concerns have increased from 0 (0%) in year ending 31.03.2020 to 17 (35%)
in year ending 31.03.2021. Those raised in year ending 31.03.2021 largely relate to a
specific clinical team and their concerns were addressed by senior management.
- The number of Behaviour related concerns went down marginally by one but as a more
significant percentage of all concerns, namely from 11 (58%) to 10 (20%).
• North Central Division:
- Behaviours has replaced safety as the dominant theme, with 27 (23%) raised in year
ending 31.03.2020 and 35 (38%) raised in the next year.
- Safety related concerns have decreased, with 53 (46%) concerns raised in year ending
31.03.2020 and 28 (30%) raised in the next year.
- The number of concerns relating to systems and environment has not changed
significantly, with 29 raised in year ending 31.03.2020 and 23 in the next year, both
equating to 25%.
• North West Division:
- The dominant theme continues to be behaviour related concerns, accounting for over
two-thirds of the total categorised concerns for NWD. The number has risen from 31
(51%) in year ending 31.03.2020 to 48 (69%) raised in the next year.
- The number of safety related concerns has decreased significantly from 13 (21%) to 6
(9%).
• South West Division:
- Bearing in mind the lower percentage of contacts by headcount and the relatively smaller
number of concerns in both years for this division, behaviours continues as the dominant
theme in year ending 31.03.2021 with 21 (48%) of such concerns, having risen from 15
(52%) in the previous year.
- Safety related concerns has increased from 8 (28%) to 12 (27%) of categorised concerns.
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3.5

Analysis of FTSU concerns by reference to COVID
Of 16 FTSU contacts in April 2020, 15 contained at least an element related to COVID (94%). In May
2020, there was a percentage decrease to 10 out of 16 FTSU contacts (63%). In June 2020, the
percentage decreased to 2 out of 19 FTSU contacts (11%). There were no COVID related concerns
raised in July, August or September. This means that, during the first half of 2020/21 (01.04.20 to
30.09.20), of 90 FTSU contacts, 27 (30%) contained at least an element related to COVID.
In the latter half of 2020/21 (01.10.2020 to 31.03.2021), of 79 FTSU contacts, 16 (20%) contained at
least an element related to COVID. This period included the second and third lockdowns. This would
suggest that at least some of the learning from the first wave has had an impact in reducing the
number of concerns with an element of COVID.

3.6

Triangulation with other sources
NHS Staff Survey 2020 benchmarking report against Community Trusts
The CLCH response rate for the NHS Staff Survey 2020 45% (1,661 staff). This is 13% lower than the
median response rate (58%). Staff survey free text comments were not available this year with
precedence given to gaining a better understanding of the impact of Covid-19.
The level of FTSU concerns by headcount related to bullying and harassment has remained constant
over the past 2 years (53 in year ending 31.03.20 – CLCH population of 4001; 52, in year ending
31.03.2021 – CLCH population 4129). The staff survey indicates an improved score from 7.9 to 8.3,
0.6 below the best Trust, 0.2 below the average and 0.3 above the worst performing Trust. This
suggests that the level of bullying is not increasing and work is continuing to reduce bullying further.
Patient safety and quality of care, through information provided in the staff survey, has improved and
there has been a reduction in the number of related FTSU concerns as the table below shows.

Safety culture
Quality of care
Patient safety/quality of care – other
Patient safety/quality of care – capacity
Staff safety

2019 staff
survey score
(average for
Trusts)
6.9
(7.0)
7.7
(7.4)

2020 staff
survey score
(average for
Trusts)
7.1
(7.1)
7.8
(7.5)

No of FTSU
concerns
2019/20 – No.
of staff, 4001

No of FTSU
concerns
2020/21 No.
of staff, 4129

63
15
51

39
3
44

The FTSU Guardian undertook some analysis on the staff survey on categories linked to speaking up;
not feeling valued, engaged; behaviours, relationships, bullying, harassment; and desire to leave this
organisation. The following were observations:
•

•

3.7

There is a significant number of staff who are planning on leaving the Trust as soon as they
can find another job (Q19c). 19% of staff (nearly 1 in 5) said they strongly agreed or agreed
that as soon as they could find another job, they will leave CLCH. With another 26% of staff
(just over 1 in 4) neither agreeing nor disagreeing, 45% of staff who completed the survey are
potentially not committed to remaining with CLCH.
21% of staff do not feel senior managers listened to or responded to when they speak up to
senior managers (Q9d).

Improving triangulation opportunities
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The following is an update on improving triangulation of data:
• The FTSU Guardian met with Staff Side representatives in April. Representatives are
considering how information could be shared with the FTSU Guardian to enable greater
alignment of staff concerns with the NGO categories.
• The Head of Employee Relations and Policy has arranged for the FTSU categories to be added
to the new ER case tracker software for logging ER cases.
• Work has been undertaken to improve the exit questionnaire and interview process by the HR
Operations team, with input from the FTSU Guardian. A section on ‘speaking up and listening
well’ has been added to the questionnaire. The new process is in draft form and involves
completion of e-forms and integration with the HR Selenity system. Work around e-forms
procurement is being led by Andrew Chronias, Chief Information Officer and Director of IMT.
A timescale for incorporating the process into an e-form and Selenity, is awaited. Meanwhile,
as an interim step, the exit questionnaire has been updated and is available on the intranet.
3.8

Conclusions
The year on year increase in behaviour-related concerns cannot be accounted for fully by the increase
in headcount, nor the subcategorization of behaviour-related concerns (into those involving managers
and / or colleagues).
The number of FTSU concerns is small compared to the number of employees. However, it is
suggested that the increase in behaviour-related concerns is statistically significant, reflecting and
reinforcing the trends and themes found in various other sources mentioned above. It is a continued
cause for concern.
It also suggests that previous action plans aimed at preventing bullying and harassment by managers
and staff have not made the desired impact as yet.
The analysis of FTSU concerns reinforces the importance of our continuing with our focus on
behavioural and cultural change, including the Leadership Development programme for our line
managers.

3.9

Recommended next steps in relation to FTSU concerns
Recognising the importance of behavioural and cultural change, we will continue with the Leadership
Development programme for line managers, which sets expectations of the behaviours and role all
line managers have to play in making CLCH a fair and inclusive place, free of unacceptable behaviours,
where speaking up and learning from it, is something that managers encourage and staff do
confidently.
In addition to the existing safe platforms for staff speaking up and sharing their lived experience (the
FTSU Guardian and Champions, the three staff networks for race, equality and sexual orientation and
shared governance councils) we will be adding three staff networks for women, new parents and
spiritual care.

4
4.1

Implementation of the FTSU vision and strategy
We have focused on improving information, improving communication and raising awareness which
relate to responsibilities 2, 5 and 8 in the strategy. The main progress points to note since December
2020 are set out against each of these three responsibilities.
Responsibility 2 - Leaders have a structured approach to FTSU (There is a clear FTSU vision,
translated into a robust and realistic strategy that links speaking up with patient safety, staff
experience and continuous improvement):
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•

The FTSU Guardian has developed ‘Supporting Speaking Up and Listening Well’ training which
has been incorporated within module 1 of the Leadership and People Development
Programme, launched in April 2021. Tailored to CLCH needs, this is in line with the NGO’s
‘National Guidelines on Speaking Up Training in the Health Sector in England’ (August 2019).

•

On 4 February 2021, the opportunity was taken to review the experience and training of the
FTSU Champions, who had been in post for 12 or 5 months. Feedback was very positive, with
Champions feeling valued, supported and cared for by the Guardian. Champions felt the
original training, subsequent sessions and workshops had helped to build understanding and
confidence. They shared some of their reflections and ideas for moving FTSU forward. This
will be used to inform further development and recruitment campaigns. Actions already
taken include sessions from FTSU Champions on ‘coaching skills’ that was provided by Ahmed
Mujtaba, Head of OD and Culture, in May 2021 and “How to care for yourself – Emotional
Intelligence” tailored for FTSU Champions and run by Christine Catlin, Assistant Director of
Learning and OD and FTSU Guardian at ChelWest, in March 2021 (see section 5.1).

•

The new FTSU Policy, complete with the re-worded FTSU vision agreed at Board in November
2020, was signed off, effective from January 2021, and is on the intranet. NHSE/I expect to
confirm shortly if it will be updating the national FTSU policy this year. If it does, the FTSU
Guardian will compare the new national template with CLCH’s policy.

•

On 21 January 2021, the FTSU Guardian facilitated a focus group to explore, from the staff
perspective, if the FTSU message is getting across in the way intended; what the barriers are
to speaking up and how they can be addressed; and how more people can be encouraged to
get involved, e.g. as FTSU Champions. This provided a valuable insight, with improvement
ideas and approaches identified.

•

The FTSU Guardian has been supported by the Head of OD & Culture, in purchasing ‘Active
Bystander’ training, an innovative and award-winning training session, which will enable up to
40 people in each Division and Corporate (240 people in total) to challenge unacceptable
behaviours, including those that may have become normalised over time. It will cover
bystander apathy, inappropriate and unacceptable behaviour, decision-making techniques to
help people overcome fear and self-doubt when faced with a challenging situation, and
assertiveness techniques to give them the confidence and tools to speak out, whether they
are dealing with the challenge directly or calling for help from others. The sessions will be
scheduled for later in 2021, and a constructive approach will follow, to enable those trained
to champion active bystanding throughout the Trust. A paper will be sent to ELT in June 2021
with a proposal for information and discussion.
The Trust had registered an interest in Active Bystander training that was being offered
through NHSE/I and the London Race Strategy, recommendation 8. Confirmation has just
been received that we have 200 places allocated to CLCH which will have a focus on
experiences of colleagues who are Black, Asian or minority ethnic. We have the option to
make the scenarios bespoke to different disciplines and issues that staff may face.

•

A psychological safety scan is planned to be piloted in South West Division with Alison
Edgington, DDO. The pilot will be co-ordinated in partnership with the FTSU Guardian. This is
a pilot that has been discussed with the COO, Director of People and Head of OD & Culture
and will be linked to morale, team working and wellbeing. The pilot is informed by
methodology described by Harvard Business School Professor Amy Edmondson in her book
Fearless Organisation.
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•

The FTSU Guardian is a member of the new Preventing Bullying and Harassment Taskforce,
chaired by the Head of Employee Relations and Policy.

•

As part of the OD & Culture Team, the FTSU Guardian has contributed to and is an active
contributor to the year-long cultural development programme for the Children’s Division
which was launched in May 2021.

Responsibility 5 – Leaders are confident that wider concerns are identified and managed.
• HR are reviewing template letters to be put on the new Employee Relations case tracker
(Selenity) before the system is signed off and implemented. The system will contain FTSU
categories to enable triangulation, and subsequently to identify where there may be wider
issues. Meetings of the FTSU Guardian and Head of Employee Relations and Policy are
ongoing, and where appropriate, the latter continues to raise awareness of FTSU to staff.
•

The FTSU Guardian has continued to feed in learning from FTSU concerns, to the Head of HR
Operations. This is used to inform systems and process work that they are undertaking. In
April 2021, HR Operations set up an onboarding escalation email address for managers and
new employees for which they have a dedicated person to deal with, or forward on, issues for
resolution. This is being well-used and lessons learned are being utilised to improve
processes. In addition, the HR Operations team have set up fortnightly ‘brunch and learn’
sessions, open to all managers, to provide an additional opportunity to listen to managers and
respond to questions.

•

Work has been undertaken to improve the exit questionnaire and interview process by the HR
Operations team, with input from the FTSU Guardian. A section on ‘speaking up and listening
well’ has been added to the questionnaire. The new process is in draft form and involves
completion of e-forms and integration with the HR Selenity system. Work around e-forms
procurement is being led by Andrew Chronias, Chief Information Officer and Director of IMT.
A timescale for incorporating the process into an e-form and Selenity, is awaited. Meanwhile,
as an interim step, the exit questionnaire has been updated and is available on the intranet.

•

The FTSU Guardian met with Staff Side representatives in April. Representatives are
considering how information could be shared with the FTSU Guardian to enable greater
alignment of staff concerns with the NGO categories.

Responsibility 8 - Positive outcomes from speaking up cases are promoted and as a result workers
are more confident to speak up.
• The FTSU Guardian will review the FTSU communications plan in June/July 2021, taking into
account feedback from the focus group in January and other sources.
5
5.1

Outside of the Trust
The FTSU Guardian has continued to support FTSU Guardians in other Trusts by attending the London
Regional FTSU Guardian meeting, more informal regional catch up meetings, providing buddying
support to other FTSU Guardians, and providing FTSU Champion training for a few London Trusts on
an ad hoc basis. As part of a reciprocal arrangement, Christine Catlin, Assistant Director of Learning
& Organisational Development at ChelWest, provided a session tailored for FTSU Champions on “How
to care for yourself – Emotional Intelligence”.
The FTSU Guardian continues to attend the NGO Network Chairs and Trainers meetings.
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5.2

The latest news from the National Guardian’s Office:
• The NGO published their Annual Report 2020 in March 2021. It highlights the progress which
has been made in FTSU in health and the impact of the pandemic on speaking up.
•

Their Freedom to Speak Up Guardian Survey 2020 report, also published in March 2021,
provides Guardians’ insights on support for and barriers to speaking up. The FTSU Guardian
has shared the key recommendations and actions with the Executive Lead for FTSU, and a
plan is in draft to address where improvements could be made.

•

Guidance on developing FTSU Champion and Ambassador networks was published in April
2021. Our FTSU Champion network is compliant with this new guidance.

•

The FTSU Index Report 2021 is due to be published soon. No firm date has been given as yet.

•

FTSU e-learning has been developed in association with Health Education England and is
available for anyone who works in healthcare: core training for all workers and ‘Listen Up’ for
managers at all levels. This is something that staff can access if they wish in addition to the
the core training in the statutory and mandatory booklet level one, and the ‘Supporting
speaking up and listening well’ session in the L&PD programme.

5
5.1

Quality implications and clinical input
The learning from concerns raised by staff will improve quality; staff feeling confident and safe to
raise concerns will promote a culture of fairness and learning.

6
6.1

Equality implications
Implementation of our FTSU vision will embed a culture where bullying, harassment on any grounds
or unacceptable behaviours would not be tolerated.

7
7.1
8
8.1

Comments of the Director of Finance, Performance and Contracting

8
8.1

Consultation with partner organisations
The FTSU Guardian networks with Guardians in other trusts and with the National Guardian’s Office

9
9.1

Monitoring performance
The FTSU concerns are monitored and reported to and reviewed by ELT and People Committee.

Risks and mitigating actions
COVID-19 may restrict staff from raising concerns with the FTSU Guardian and FTSU Champions, who,
along with many staff, are largely working from home. Mitigation could be provided by:
• Core FTSU training that has been added to this year’s statutory and mandatory training
booklet, level 1,
• An increase in FTSU communications including what speaking up is and how to do it and
articles from staff about their experiences of speaking up.
• MS Teams is being used for face to face meetings. The FTSU Guardian has attended a couple
of meetings on site where it has been deemed necessary to support the staff member.

10
Recommendations (as per front sheet)
10.1 The Board is asked to provide feedback on the paper.
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Appendix 1:

FTSU data by division: 01.04.2020 to 31.03.2021

TABLE A - FTSU Data by division – 01.04.2020 to 31.03.2021
Division

Children

Corporate

Hertfordshire

North
Central

North
West

South
West

Sub
total

Total

Head count per division at 31
March 2021

969

431

711

570

887

561

4129

Total contacts (% of headcount)

40,
(4.12%)

32
(7.42%)

18
(2.53%)

28
(4.91%)

35
(3.95%)

16
(2.85%)

169
(4.09%)

Patient safety/quality of care –
other

1

10

7

16

1

4

39

Patient safety/quality of care –
capacity

0

0

1

0

1

1

3

Staff safety

4

7

10

12

4

7

Behavioural/relationship:
managers – wef:01/04/20

27

6

5

17

20

8

83

Behavioural/relationship:
colleagues – wef: 01/04/20

11

4

4

8

3

3

33

Bullying/harassment: managers
– wef: 01/04/20

13

0

2

4

12

4

35

Bullying/harassment:
colleagues – wef:01/04/20

8

0

0

0

5

4

17

Culture

11

0

2

6

8

2

29

System / process

23

20

9

23

10

6

91

Infrastructure / environmental

0

1

1

0

2

1

5

Leadership

1

0

2

6

2

2

13

Middle management issue

0

0

0

0

2

2

4

Senior management issue

0

0

0

0

0

0

0

Other (outside of these
categories)

0

1

2

0

0

0

3

42

44

116

Behavioural/relationship: pre
category split 01/04/20

52

Bullying/harassment: Pre
category split 01/04/20

No of categorised concerns

99

48

43

92

70

44

399

Unknown category

0

2

1

2

1

0

6

Detriment

1

1

0

0

2

0

4
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Appendix 2: FTSU data by division: 01.04.2019 to 31.03.2020
TABLE B - FTSU Data by division – 01.04.2019 to 31.03.2020
Division

Children

Corporate

Hertfordshire

North/
North
Central

Inner/
North
West

South/
South
West

Headcount per division
at 31 March 2020

1015

317

716

559

867

527

4001

Total contacts (% of
headcount)

55
(5.42%)

12
(3.78%)

19
(2.65%)

49
(8.77%)

29
(3.34%)

15
(2.85%)

179
(4.47%)

Patient safety/quality of
care – other

17

0

9

25

6

6

Patient safety/quality of
care – capacity

2

0

7

6

0

0

Staff safety

12

0

8

22

7

2

Behavioural/relationship:

32

5

9

19

16

8

Bullying/harassment:

22

4

2

5

14

6

Culture

10

2

2

3

1

1

System / process

17

5

8

29

8

3

Infrastructure /
environmental

0

0

0

0

0

0

Leadership

20

1

1

3

2

2

Middle management
issue

5

2

0

1

6

0

Senior management
issue

0

0

0

0

0

1

Other (outside of these
categories)

0

0

0

3

1

0

No of categorised
concerns

Sub
total

Total

63
15
51
89
53
19
70
0
29
14
1
4
408

Unknown category

2

0

2

2

3

1

10

Detriment

0

0

0

0

1

0

1
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Lead director responsible
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CLCH 2020-2025 Strategic
priorities

Dr Samantha Jayasekera-Heffer
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status
Executive summary:
This paper provides the Board with an update on Learning from Death (LfD) and the Resuscitation and
Mortality Group. This report contains information from Q4 of 2020 – 2021.
Trust deaths:
Deaths reported for January to March are:
• January – 372 deaths
• February – 269 deaths
• March – 207 deaths
Inpatient deaths overview
Between 1st January to 31st March 2021, there were 4 deaths in the Trust’s bedded services.
PRISM reviews
10 PRISM reviews were presented at the Resuscitation & Mortality group meeting in March. These deaths
occurred between 1st December 2020 and 28th February 2021.
Homeless Health Team:
Between 1st January and 25th March 2021 there were 2 deaths on our Homeless Health caseload (both
occurring in January).

Learning Disability Teams:
The Learning Disability teams will present a report to the Resuscitation and Mortality Group focusing on the
qualitative findings of completed LeDeR reviews including lessons learned and actions taken. The first report
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was due to be presented in March 2021 but was unavoidably postponed. It will now be presented at the
meeting on May 27th.
Training:
On 28th February, the overall compliance rate for resuscitation training was 85% against a Trust target of
95%.
Medical Examiner System:
Implementation of medical examiner services has been delayed due to COVID-19. Guidance for deaths in
Community Trusts and Mental Health Trusts first proposed in June 2020, has not been published to date.
Policies:
The Resuscitation & Do Not Attempt Resuscitation policy has been extensively reviewed and is currently
being consulted on by key stakeholders in the Trust.
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1
1.1

Purpose
The purpose of this paper is to update the committee on the implementation of the Learning from
Death policy in Q4 2020-2021 and provide information regarding the work of the Resuscitation &
Mortality Group.

2
2.1

Introduction
CLCH published a ‘Learning from Death’ policy in October 2017 based on The National Quality
Board at NHSI ‘National Guidance on Learning from Deaths’. This paper provides the Board with
an update on Learning from Death (LfD) and the Resuscitation and Mortality Group. The Board KPI
was restarted in December 2020, having been suspended in March 2020 due to the first wave of
Covid-19. This report contains information from Q4 of 2020 – 2021.

3
3.1

Update on inpatient and Trust deaths
Trust Deaths
Deaths reported for January to March are:
• January – 372 deaths
• February – 269 deaths
• March – 207 deaths

3.2

Inpatient deaths
There were 4 inpatient unit deaths between 1st January and 31st March 2021 (two deaths on Ruby
ward, one death on Jade ward and one death at Pembridge). These deaths have been reviewed
using the PRISM 2 tool. The PRISM review of the death at Pembridge was presented at the
Resuscitation & Mortality Group meeting on 25th March. The remaining 3 PRISM reviews will be
presented at the next Resuscitation & Mortality meeting on May 27th.

3.3

PRISM Reviews
10 PRISM reviews were presented to the Resuscitation & Mortality Group on 25th March. These
deaths occurred between 1st December 2020 and 28th February 2021.
A further 3 PRISM reviews have been reviewed by the Dr Samantha Jayasekera-Heffer - chair of
the Resuscitation group and discussed with Billy Hatifani – Deputy Chief Nurse – Director of
Quality & Safety.
Lesson learnt from these reviews is detailed in the LfD section of the Quality Report – see
Appendix 1.

3.4

Homeless Health
Between 1st January and 25th March 2021 there were 2 deaths on our Homeless Health caseload
(both occurring in January). Anne McBreaty (Homeless Health Team Nurse Consultant) is liaising
with Trish Stewart (CLCH Safeguarding Lead) with regards to these deaths.
On 27th January 2021, Anne attended Westminster City Council’s quarterly review of deaths of
homeless people within the rough sleeping pathway. A total of 6 people were discussed, three of
whom were known to the CLCH Homeless health.

3.5

Learning Disability Teams
The Learning Disability teams will present a report to the Resuscitation and Mortality Group
focusing on the qualitative findings of completed LeDeR reviews including lessons learned and
actions taken. The first report was due to be presented in March 2021 but was unavoidably
postponed. It will now be presented at the meeting on May 27th.

4

Training Update
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4.1

At the end of March 2021, the overall compliance rate for resuscitation training was 90.53% for
Adult Basic Life Support, 91.73% for Paediatric Life support and 84.97% for Intermediate Life
support against a Trust target of 95%. As a result of the pandemic, basic life support is now an elearning package and staff have been spoken to and encouraged to complete this where required.
For Intermediate Life Support, we now use a blended approach or e-learning and face to face
training. There has been some challenge with the face to face training due to reduced classroom
sizes and the need to have staff from different teams in each session as part of our risk measures
being taken to reduce and potential risk of Covid-19. However, additional sessions have been put
in place in Hertfordshire, Finchley and Soho to enable staff to attend.

5
5.1

Medical Examiners
The National Medical Examiner (NME), Dr Alan Fletcher produced one further update since the
last Board report, in February 2021. The following areas are of relevance to CLCH:

5.2

The Health and Care White Paper has been publishes which includes plans to introduce a statutory
medical examiner system subject to parliamentary approval when time allows. The ME team
anticipate that the non-statutory system will continue throughout the financial year 2021 – 2022.

5.3

In the briefing published in June 2020, the National Medical Examiner’s office shared that they are
developing guidance for deaths in non-acute settings which will be published in the future weeks
and months but there was no update with regards to Community and Mental Health Trusts in the
NME’s February 2021 briefing.

5.4

As we propose to partner with acute trusts, data sharing agreements will need to be in place and
the National Medical Examiner’s Office are planning on producing a national data sharing
agreement which is yet to be circulated.

6
6.1

Policies
The Resuscitation & Do Not Attempt Resuscitation policy has been extensively reviewed and is
currently being consulted on by key stakeholders in the Trust.

7
7.1

Next steps
SJ-H will liaise with the lead Medical Examiners of the Acute Trusts we wish to partner with and
the Regional Medical Examiner covering Hertfordshire as pressure on acute hospitals are now
easing.

8
8.1
9
9.1

Quality implications and clinical input
To be reviewed through the Resuscitation & Mortality Group.
Equality implications
Nil

Assurance provided:
Report provenance:

Report for:

Decision

Discussion

x

Information

x
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Recommendation:

Appendix 1. QUALITY ACCOUNT - LEARNING FROM DEATHS: 2020-21
From April 2017, all Trusts have been required to collect and publish information on deaths and serious
incidents, including evidence of learning and improvements being made as a result of that information. In
October 2018, CLCH published a “Learning from Death” (LfD) policy based on NHS Improvement’s “National
Guidance on Learning from Deaths” and this policy was updated in January 2020. The policy is fully
embedded for adults across CLCH services. All deaths within the Trust are reported via the incident
reporting system - Datix. As part of the LfD process, named team leaders, within each team, triage each case
to ascertain whether a case record review should be carried out using a modified PRISM 2 (Preventable
Incidents, Survival and Mortality Study 2) form. The case record reviews are completed by Clinical Directors
from the relevant organizational divisions and discussed at the Trust’s Resuscitation & Mortality Group
which meets bi-monthly.
Due to the COVID-19 pandemic, the triage and case record review process described above were suspended
from March 2020 to November 2020 to free up staff to coordinate and help the clinical effort. However,
deaths continued to be monitored using the Datix, the Divisional Director of Nursing & Therapies and the
Clinical Director from each division reviewed deaths, and any deaths which required further investigation
and discussion were investigated through the Trust’s Serious Incident process.
CLCH is engaged in the multiagency statutory review of deaths of children and young people and, in 2020, in
light of the changes introduced by “Working Together to Safeguard Children 2018”, revised our internal
processes to support learning and governance with the child death review process. As part of this process,
the Associate Director of Safeguarding and the Trust’s childrens division present an overview of deaths of
children and young people known to our services biannually at the Resuscitation & Mortality Group meeting.
This includes findings from the Child Death Overview Panels (CDOPs), themes and lessons learnt.
Internal processes relating to the overview of deaths of people with Learning Disabilities within the Trust
were also revised in 2020 – 2021. All deaths of people with Learning Disabilities have been reported to the
Learning Disabilities Mortality Review Programme (LeDeR) since 2017. In addition to this, from May 2021,
the Learning Disability Teams will present an overview of deaths of people in biannual reports to the Trust’s
Resuscitation & Mortality Group meeting. This will include findings from the LeDeR reviews, themes and
lessons learnt. The Learning Disability Strategy was reviewed in December 2020 and emphasis is given to
learning from deaths of people with Learning Disabilities e.g. a CLCH “Learning from LeDeR” event and a
commitment to train all staff who are Band 6 and above to carry out multi-agency reviews.
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TABLE 1

PRESCRIBED INFORMATION

FORM OF STATEMENT

1

The number of in- patients who have died From Apr 2020 – Jan 2021, 2710 CLCH patients died
during the reporting period, including a as follows (includes expected hospice deaths):
quarterly breakdown of the annual figure.
970 in the first quarter
655 in the second quarter
713 in the third quarter
848 in the fourth quarter
Of this number, the following number were inpatients:
11 in the first quarter, 0 in the second quarter, 4 in
the third quarter and 8 in the fourth quarter

2

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

From April 2020 to March 2021 13 case record
(PRISM) reviews and 5 investigations were
carried out in relation to the 2710 of the deaths
included in item 1
In 0 cases, deaths were subjected to both a case
record (PRISM) review and an investigation.
The number of cases in each quarter for which a
case record review or an investigation was
carried out was:
1 in the first quarter;
2 in the second quarter;
6 in the third quarter;
9 in the fourth quarter

3

4

An estimate of the number of deaths during
the reporting period included in item 2 for
which a case record review or investigation
has been carried out which the provider
judges as a result of the review or
investigation were more likely than not to
have been due to problems in the care
provided to the patient (including a quarterly
breakdown), with an explanation of the
methods used to assess this.

0 representing 0% of the patient deaths during
the reporting period are judged to be more likely
than not to have been due to problems in the
care provided to the patient.

A summary of what the provider has learnt
from case record reviews and investigations
conducted in relation to the deaths identified
in item 3.

Case 1: No action points relating to Learning from
Death or the clinical management of the patient
were noted. No evidence was found that the care
provided contributed to any harm of the client.

In relation to each quarter, this consisted of:
0 in the first quarter
0 in the second quarter
0 in the third quarter
0 in the fourth quarter
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Case 2:
1. More clarity needed with regards to record
keeping to document anatomical pressure areas
checked, and if they were unable to check.
2. End of Life Care discussions needed to be
considered earlier.
3. Reassessment of ADLs (Activities of Daily Living)
and pain assessments should be considered and
carried out more frequently.
4. Routine observations performed at every new
episode of care should include MUST and
Walsall scores.
Case 3:
1. Better communication is needed with acute
providers regarding when patients are admitted
and discharged (acute provider did not
communicate with CLCH community service that
patient had been discharged from their unit so
there was a delay in visiting the patient).
2. Staff should adhere to the Trust’s No Access
policy if they are unable to contact patients for
planned visits (patient was found deceased at
home. An HCP who visited the patient’s home
the day before did not follow the Trust’s No
Access policy).
Case 4:
1. Medication should be checked as part of the
holistic assessment.
2. There needs to be a clearer understanding of all
services available to assist with End of Life care
for care home staff, including escalation
processes and relevant contact numbers.
Case 5:
1. Handover between planned care and unplanned
care teams needs to be more effective.
2. The Acute Trust did not discharge the patients
into the community with the correct medication
administration charts so there was a delay in the
patient receiving medication.
3. Discussion between triage nurses of services
needs to be more robust.
4. V300 prescribers should consider prescribing if it
is within their scope of practice.
5. Follow up of patients after administering PRN
(as needed) medications should be standard
practice.
Case 6: No action points relating to Learning from
Death or the clinical management of the patient
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were noted.
Case 7: No action points relating to Learning from
Death were noted. Good practice included close
collaboration by several CLCH and other NHS
services to ensure that holistic care was provided.
Case 8: No action points relating to Learning from
Death or the clinical management of the patient
were noted.
Case 9: No action points relating to Learning from
Death or the clinical management of the patient
were noted.
Case 10: No action points relating to Learning from
Death or the clinical management of the patient
were noted.
Case 11:
1. Patients who are expected to die within the next
few days should be reviewed by a doctor as
soon as practicable. If doctors are reviewing
virtually, this needs to be via a video call to
enable easier process of certification.
Case 12:
1. Outbreak on ward where patient contracted
Covid-19 may have in part been due to a staff
member who cross-covered a unit where there
was a Covid-19 outbreak.
Case 13: No action points relating to Learning from
Death or the clinical management of the patient
were noted.
Case 14: No action points relating to Learning from
Death or the clinical management of the patient
were noted.
Case 15: No action points relating to Learning from
Death or the clinical management of the patient
were noted.
Case 16: No action points relating to Learning from
Death or the clinical management of the patient
were noted.
Case 17: No action points relating to Learning from
Death or the clinical management of the patient
were noted.
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Case 18: No action points relating to Learning from
Death or the clinical management of the patient
were noted.
5

A description of the actions which the Case 1: No actions taken.
provider has taken in the reporting period,
and proposes to take following the reporting Case 2:
period, in consequence of what the provider 1. Learning described in section 4 discussed with
has learnt during the reporting period (see
the District Nursing Team during handovers.
item 4).
Learning regarding documentation discussed at
team meeting and sent via email to staff who
were asked to sign to confirm they understood.
2. Discussion with the patient’s GP practice took
place re: how the team and the GP could learn
from the inadequate and late communication
relating to End of Life Care.
3. Email sent to all staff detailing up-to-date GP
phone numbers and email addresses.
4. Audit of routine observations performed at
every new episode completed.
Case 3:
1. The acute provider was alerted about the
incident and their internal investigation was
followed up. An agreement was put in place
that CLCH will have access to ward level
information.
2. An agreement was put in place with GP (via the
GP Federation. regarding supporting CLCH
community staff and mutual sharing of
information.
3. All Community staff were updated about the No
Access Policy.
4. GP by-pass numbers were shared with
community teams.
5. A SOP was written for triaging of welfare checks
and response times.
Case 4:
1. Learning from section 4 was disseminated to
staff in team meetings.
2. Training was provided via iLearn on the new
medication chart which was recently
implemented.
3. An email was sent to local care homes from the
CCG with details of support available for
management of patients at the end of life,
including contact numbers for relevant support.
4. Training regarding recognition of dying patients
was implemented.
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Case 5:
1. A meeting was held with locality team managers
to reinforce roles, responsibilities and the
importance of handover and communication.
2. A “deep dive” into End of Life Care incidents will
be completed by the Divisional Director of
Nursing and Therapies.
3. Training has been arranged for V300 prescribers
on prescribing End of Life Care medication.
4. Triage processes and flowcharts for criteria in
unplanned care was recirculated to triage
clinicians in both planned care and unplanned
care teams.
Case 6 – Case 10: No actions taken.
Case 11:
1. Chair of Resuscitation & Mortality Group will
cascade this information to Clinical Leads, Team
Leaders and doctors working in bedded units via
email.
2. This information will be shared with teams
working in the bedded units in Team Meetings.
Case 12:
1. Root Cause Analysis completed by the Infection
Prevention
Team
and
shared
with
commissioners.
2. Staff to ensure a minimum of 48 hours break
when working with Covid positive patient and
avoid cross-covering during outbreaks.
3. Development of system wide service for staff to
access regular PCR testing.
4. 7 minute learning plan disseminated to services
for shared learning.
Case 13: No actions taken.
Case 14: No actions taken.
Case 15: No actions taken.
Case 16: No actions taken.
Case 17: No actions taken.
Case 18: No actions taken.
6

An assessment of the impact of the actions
described in item 5 which were taken by the

Case 2:
No impact as yet.
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provider during the reporting period.

Case 3:
No impact as yet.
Case 4:
No impact as yet.
Case 5:
No impact as yet.
Case 11:
No impact as yet.
Case 12:
No impact assessed as yet.
N/A

7

8

9

The number of case record reviews
or investigations finished in the reporting
period which related to deaths during the
previous reporting period but were not
included in item 2 in the relevant
document for that previous reporting period.
An estimate of the number of deaths
included in item 7 which the provider judges
as a result of the review or investigation
were more likely than not to have been due
to problems in the care provided to the
patient, with an explanation of the methods
used to assess this.
A revised estimate of the number of deaths
during the previous reporting period stated in
item 3 of the relevant document for that
previous reporting period, taking account of
the deaths referred to in item 8.

0 case record reviews and 0 investigations
completed after 2019 -2020 which related to
deaths which took place before the start of the
reporting period.
0 representing 0% of patient deaths before the
reporting period are judged to be more likely than
not to have been due to problems in the care
provided to the patient.

0 representing 0% of the patient deaths during
2019 – 2020 are judged to be more likely than not
to have been due to problems in the care provided
to patients.
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This paper reports on CLCH Information Governance status and work programme for 2020/21 as part of
annual Board returns.
The purpose of this annual report is to provide assurance to the Board of the Trusts compliance with
Information Governance (IG) requirements, including the status of submission of the NHS Data Security and
Protection (DSP) Toolkit. Further assurance will be provided following completion of Part 2 of an internal
audit due week commencing 17 May 2021. It is anticipated that the Trust will submit a “Standards Met” for
the 2020/21 Toolkit following audit assurance.
The report reviews the current IG risks and identifies those of highest priority to the FRIC and Board.
There was one reportable IG incident which was closed following investigation by the Information
Commissioner’s Office. No further action is required of the Trust.
2021/22 will focus upon compliance with the DSP Toolkit requirements, keeping up to date with the national
and local developments and legislation changes and continuing to reinforce Data Protection requirements in
the Trust. The Trust will also aim to achieve Cyber Essentials accreditation following guidance by NHS Digital.
Assurance provided: Compliance with DSP Toolkit requirements evidenced through the Toolkit attainment
and the IG work programme presented within the report.
Report provenance: The paper has been reviewed by the ELT on 11 May 2021
Report for:
Decision
Discussion
Information
X
X
Recommendation:
To receive the paper as a summary of the Trust IG position.
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1.

Introduction

The Information Governance (IG) annual work programme for 2020/21 was monitored via the Information
Governance Group.
Central London Community Healthcare NHS Trust has a responsibility to ensure robust information
governance and information security systems and processes are in place to help protect patient, personal
and corporate information. This report is to provide assurance to the ELT & Board across the key areas of
information governance including but not limited to Confidentiality, Data Protection, Freedom of
Information, Records Management, Training, Audit and Information Security.
The report provides an overview of the Trust data security, protection and information governance
activities, responding to national mandates, legislation and guidelines.
Data Security and Protection Toolkit

2.

The DSP Toolkit is a structured assurance framework and provides the basis for compliance with the new
UK General Data Protection Regulation (GDPR), the Data Protection Act 2018 and the National Data
Guardian (NDG) 10 data security standards.
The final submission for the DSPT is 31st March of every year, however, in response to Covid-19, the
deadline for the 2019-20 DSPT submission was extended to 30 June 2021.
The DSP Toolkit was reviewed for 2020/2021 submission with the amended requirements. On 1st December
2020, the following changes and timescales were published:•
•

28th February 2021 – Baseline submission (Complete)
30th June 2021 – DSPT submission deadline

The Trust is required to measure itself against 40 mandatory evidence items from a total of 116 that must
be complete for the final submission. Organisations can only achieve a final overall score of “Standards
Met” by providing evidence against each of the mandatory items and confirming necessary assertions. This
mechanism equates to a “Standards Met” or “Standards Not Met” outcome.”
Data Security and Protection Toolkit Internal Audit
The IG team have worked through the DSP Toolkit requirements and managed an action plan via the
Information Governance Group (IGG). The IG team continued to be responsible for a number of
requirements, coordination and support of evidence gathering, assurance and reporting of the process.
A two stage approach is taken for the DSP Toolkit audit. Part 1 of the audit which was carried out in March
2021 found that of the 40 controls assessed, 36 were verified as fully met by the Trust. One was partially
met but required further expansion or improvement of the evidence, whilst two were assessed as not being
compliant. The Trust has responded to the audit recommendations and updates and actions have been
taken with an aim to attain full compliance at the time of submission in June 2021. This will be following
assurance by the auditors.
Part 2 of the audit will be carried out in May 2021 and the Trust is expected to be fully compliant at the
time of submission in June 2021. This will be following verification by the audit.
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3.

Records Management

The Records Management Code of Practice for Health and Social Care has been reviewed and its
publication is imminent. It covers records management obligations including legal professional and
management obligations, while recognising the technological advances of records keeping.
The IG team has now completed the archiving project and the management of legacy records scanned and
paper records in secure off-site storage has moved to day to day duties of the team.
There are over a million scanned records that the team will now manage over the coming years both in
response to requests for records and also to ensure those reaching their retention are deleted. The
remaining few records with our scanning partner are due shortly before the end of our contract at the end
of June when any residual records from sites will be archived. Almost all services have now moved to
electronic records so any paper records should be minimal and taper off in the next 12 months.
The team continues to work with the archiving supplier to index all remaining boxes, list contents, assess
retention and destroy/archive records. This is expected to complete by end September 2021. The 7,000
boxes will then be managed over the next 10 years ensuring those reaching their retention are securely
destroyed in a timely manner to meet DPA requirements and reduce costs further.
The team have consolidated all off-site records with one supplier to achieve significant cost savings. The
team continues to work with Estates leads to identify any remaining paper records across the Trust’s sites
that require processing. As a result, the corporate risks relating to archive storage accounts have been fully
mitigated. The risk of inaccessibility of records in on and off-site storage has also been significantly reduced
and should be fully mitigated by September 2021.
4.

Freedom Of Information (FOI) and Subject Access Requests (SAR)

Freedom of Information
During the 2020/2021 financial year the Trust received a total of 227 FOI requests. 226 were responded to
within the 20 day timescale, equating to 99.5% compliance.
The chart below shows the FOIs received by the Trust in 2020/2021. There was a slight reduction in volume
compared to 2019/2020 and the previous years. The reduction may have be attributed to the Covid-19
pandemic when there was a noticeable drop in requests during the summer months of 2020
Year
Total

2017/2018 2018/2019 2019/2020 2020/2021
263
245
234
227

The FOI response compliance in line with the statutory timelines has significantly improved year on year.
FOI Compliance within 20 working days
2017/18
2018/19
65.4%
91.8%

2019/2020
95%

2020/2021
99.5%

There has been year on year improvement and this is evidenced by there being one breach of statutory
timescales for the financial year 2020/2021. It has however been noted that FOI requests continue to
complex in their nature.
There is a robust escalation process to ensure that responses are provided within the statutory timescales.
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Subject Access Requests (SARs)
The table below shows the number of SARs received by the Trust in the years 2017/2018 through to
2020/2021. In comparison to the previous years, the SAR volumes saw some decrease in the year
2020/2021, which is thought to be as a result of the Covid-19 pandemic and subsequent lock-down.
However it is to be anticipated that this figure will increase considerably for 2021/2022 as organisations
such as law firms, where a significant number of requests originate from come out of lock down.
Number of Subject Access Requests (SARs)
2017/2018
2018/2019
883
904

2019/2020
1108

2020/2021
817

Below is a table showing compliance of with the statutory 30 day limit for SAR completion.
SARs compliance within 40 SARs compliance within 30 days
days
2017/2018
2018/19
2019/2020
73%
93.2
98.6%

2020/2021
97.3%

*The 1.3% decrease in compliance for the year 2020/2021 was as a result of request sent via post to
Finchley and Edgware Memorial Hospital instead of St Charles where the IG Team would be located. A
combination of the delay in delivery of the letters to the IG team location in St Charles and the team
working remotely due to lockdown and thereby not receiving the letters on time led to delayed response to
the requests.
Immediate action was taken and a team member regularly checks on site for post.
5.

Training

The DSPT requires that all staff complete appropriate annual data security training and pass a mandatory
test. The requirement is that at the time of final submission of the DSP Toolkit every year, at least 95% of all
staff, including new starters, locums, temporary, students and staff contracted to work in the organisation
must have completed their annual IG training.
In response to Covid-19, NHS Digital reviewed the requirement for the mandatory annual IG training. The
submission will be for the period March 2020 to June 2021. As at the time of part 1 of the DSPT audit, the
Trust overall compliance was 95.8%. It is anticipated that the Trust will be compliant at the time of
submission in June 2021.
The IG Team continues to facilitate the Information Governance sessions at the Trust induction. The Team
also review and update the Information Governance section of the staff Statutory Training booklet which
includes 10 assessment questions for evaluation of staff understanding. The booklets which are accessible
to all members of staff and contributed to improved compliance as was and continues to be an easier
process.
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6.

Incidents

The total number of IG related incidents reported via Datix in 2020/2021 was 631, a 58% increase on the
400 reported in 2019/20 and 179% increase on the 226 reported in 2018/19. The service growth across the
Trust is likely a factor in this increase. Generally a higher level of reporting ensures that there is good
understanding of IG and learning from incidents.
The top six incident types of all incidents reported were:
• Breakdown in lines of communication
• Accidental disclosure of information
• Breach of confidentiality
• Healthcare record mislabelled
• Patient incorrectly identified
• Other
The table below gives a monthly breakdown of the IG incidents reported by division during 2020/21 with
totals per 100,000 patient contacts.
Division
(20/21 patient contacts)
Children's Division
(845,162)
Corporate Services
(n/a)
Hertfordshire Division
(728,557)
North Central Division
(402,002)
North West Division
(880,300)
South West Division
(422,963)
Total:
(3,278,984)

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Total

Per
100k
patient
contacts

24

23

23

22

17

40

20

22

30

19

12

47

299

0.35

5

2

2

0

2

3

4

3

1

3

1

1

27

n/a

4

8

13

2

3

10

8

9

6

11

7

7

88

0.12

3

2

5

3

3

9

10

4

8

4

2

4

57

0.14

8

12

9

12

6

11

9

7

7

6

3

8

98

0.11

2

1

3

3

7

8

11

6

5

1

7

8

62

0.15

46

48

55

42

38

81

62

51

57

44

32

75

631

0.19

During 2020/2021, one incident was reported to the ICO. The incident related to a concern that was raised
by an individual about inappropriate access to records. The ICO carried out an investigation and was
satisfied with the actions that were taken by the Trust. No further actions were required and the ICO
considered the case closed.
The Quality Committee receives an annual report from the Caldicott Guardian, including issues raised
and/or reported to the Information Commissioner’s Office.
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7.

Annual Data Protection Audit (DPA) and Site Sweeps

Due to Covid mandated lockdown restrictions, no Data Protection (DP) Audits or site sweeps were carried
out by the Information Governance team In 2020/2021.
NHS Digital has recognised the constraints of the DP audit requirement and has advised no on-site audits
are required.
The IG Team continues to support teams to ensure compliance with data protection and records
management and also provide support and guidance to the relevant managers.
8.

Mobilisations and Demobilisations

The IG team have provided IG support to a number of mobilisations and demobilisations of services across
the Trust supported by appropriate information and data sharing agreements that are reported to the IG
Group. The team has worked to ensure that data is transferred securely, adequately and in accordance
with the Data Protection Laws. The IG team continue to provide expert advice around complex IG issues as
new services join.
The IG Team is currently supporting the Brent and Harrow Mobilisation with the Information Sharing and
Data Transfer Agreements.
9.

Information Asset Owners and Register

Considerable work has been carried out on the Information Asset Register (IAR) and the IG team together
with the Information Asset Group ensures that the information is constantly updated.
Below is a summary of the status of the Trust information asset register:• There are total of 62 assets, 58 remain active while 4 are archive systems.
• Data flow mapping for 36 high critical business assets was reviewed
• IG team continues to work with the Information Asset Owners (IAOs) and Information Asset
Administrators (IAA) to ensure that risks are identified and addressed.
• There is some lack of engagement by some services regarding their assets and this has led to
difficulties in completing the register but escalation of these issues is assisting the resolution of this
issue
• Following new DSP Toolkit asset audit requirement, the IG team has worked with the IAOs and IAA to
ensure that this is fulfilled.
10.

Strategic Partnership – Capita

Our Strategic Partner (Capita) provides Trust information security services in accordance with Trust policy.
The IG Team work with our partner to ensure that the Trust adheres and aligns to the Data Protection
legislation and the DSP Toolkit requirements.
Penetration Testing
Also known as pen testing is the practice of testing a computer system, network or web application to find
vulnerabilities that might be exploited. As it is one of the DSP Toolkit requirements, a pen test scoping
exercise has been carried out and the exercise will be completed in time for the Toolkit submission.
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Cyber Essentials Plus
NHS Digital required all NHS organisations to be Cyber Essentials PLUS accredited by 2021. However, this
requirement was reviewed and advice has been issued that all on-site Cyber Assessments have been
paused until further notice. The IG team continues to maintain contact with NHS Digital for further updates.
11.

National Developments and Current Environment Affecting Data Security and Protection Status

The Trust continues to respond and adapt to challenges caused by changes in regulatory requirements,
national policy, technology and working practices. We ensure that we keep pace with the ever changing
information management and handling environment, while maintaining protection and security of the
patient and staff information.
i)

Notice under Regulation of the Health Service Control of Patient Information Regulations (COPI
Regulations)
On 20 March 2020, The Secretary of State for Health and Social Care issued guidance under the Health
Service Control of Patient Information (COPI) Regulations 2002, in response to Covid-19. The COPI
regulations which enables sharing of patient data for Covid-19 purposes has now been extended until
30 September 2021 when it will be reviewed.

ii)

UK General Data Protection Regulation (GDPR) and Data Protection Act 2018
Following Brexit, the EU GDPR is no longer applicable in the UK. The UK GDPR came into effect on 01
January 2021. The Trust will be governed by UK Data Protection Legislation

iii)

Data Flow Mapping and EU Exit
In preparation of Brexit, NHSx sought confirmation from organisation on EU data transfers and data
storage. The Trust confirmed that there were no inbound or outbound PID data flows outside the UK.

iv) Records Management Code of Practice 2020
The Records Management Code of Practice has been reviewed. The Code of Practice provides a
framework for consistent and effective records management based on established standards. This will
have a bearing on the management of records at the Trust.
12.

Information Governance Risks

FRIC and Board are asked to review the top prioritised IG risks below, the full register is presented at
(Appendix A).
Risk Id
1154

1985

Risk Description
BAF Risk - Failures in adherence to
Information Governance national
standards can lead to reputational
damage, conflict with regulatory
compliance and undermine the quality of
Trust service delivery.
NHS Mail - Since migrating over to
NHSmail the risk of CLCH staff sending
patient identifiable data to the wrong
email addresses with an expanded
address book

Mitigations
• IG Framework
• DSP Toolkit assessment and standards
• Staff training
• Incident management and learning
• Information Security controls
• Trust policies in place where staff are advised to
always check that they are sending emails to the
correct email address.
• Email etiquette covered in IG training and staff
are made aware of the dangers of sending PID to
the incorrect email address.
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1961

BAF Risk - Weaknesses in NHS and Trust
cyber security make the Trust IMT
services and in turn clinical services and
essential data (staff, patient and business
related) at risk. This could result in
Clinical risk, IG breaches, loss of
reputation and risk for staff & patient.

• Penetration tests annually and closing of
vulnerabilities
• Capita Information security function (antivirus
and security controls)
• Full patch schedule (software & infrastructure)
• Staff awareness and training
• Receipt and response to CareCERT alerts

(Appendix A – IG Risk Register)
13.

Forward look (2021/2022)

2021/2022 will focus upon:
•
•
•
•
•
•
•
•
•

Compliance with new mandatory requirements of the DSP Toolkit.
Monitoring the development and advise on achievement of Cyber Essentials Plus accreditation
Implement Information Asset case management system
Review of IG training including changes to the law and data security awareness as advised by NHS
Digital
Ensuring continued compliance with UK General Data Protection Regulation and DPA 2018
Ensure organisation is aware of and acts upon any changes to the Data Protection regime
Joined up working with partners in ICSs, PCN to support appropriate, safe and secure access of
information for patient care.
Support and input in the implementation of the Trust Digital Strategy
Support local and national programmes and provide IG expertise.
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4.7.1 IG Risk Register 210426 v 0.2

CBU

Specialty
Information Governance

IG Team provide advice and
guidance to all staff on DPIAs
GDPR (General Data Protection
Regulations) work programme
completed and signed off by IGG.
2018/19 IG DPST Action Plan
completed and signed off by IGG.
Annual mandatory Information
Governance training is delivered
through the Trust blended learning
from October 2017.
IG team send regular reminders
out to staff via the Trust's daily
news.
E-faxing solution has been rolled
out Trust wide.
IG team restructured
and IG/Risk
Penetration
test in planning
for

IMT

Division

Risk Type

Risk Category

Controls

Information Governance

Corporate Services
Corporate Services
Corporate Services

Corporate Services
Corporate Services
Corporate Services

Financial Risk

Information Governance
Information Governance

IT Systems
IT Systems

31/07/2021

Chronias, Andrew

08/11/2017

9

12

Moderate

12

Since migrating over to NHSmail the risk of CLCH staff sending
patient identifiable data to the wrong email addresses with an
expanded address book.

Likely

Principal Assurance Committee: Finance Committee

Information Governance

Review Date

Risk Lead
Hale, Elizabeth

30/06/2021
31/07/2021

11/09/2017

4

12

Major

8

Possible

BAF Risk: Weaknesses in NHS and Trust cyber security make
the Trust IMT services and in turn clinical services and essential
data (staff, patient and business related) at risk. This could
result in Clinical risk, IG breaches, loss of reputation and risk
for staff & patient.

Hale, Elizabeth

Opened
15/07/2014

Rating (Target)
8

Rating (current)
12

Consequence (current)
Major

Likelihood (current)

Rating (initial)
16

Possible

ID

Approval status
Approved by the PSRG

1154
1961

Approved by the PSRG

BAF Risk : Failures in adherence to Information Governance
national standards can lead to reputational damage, conflict
with regulatory compliance and undermine the quality of Trust
service delivery.
Principal Assurance Committee: Finance Committee

1985

Approved by the PSRG

Risk

October 2019
Rectification Board to address
weaknesses in Cyber Security
Capita provide information,
security function and monitoring
for CLCH
Server and end user device patch
schedule toensure software
compliance.
Up to date antivirus and network
seccurity controls.
Staff awareness through
communications.
Receipt of and acting upon NHSD
Care Cert alerts.

Trust policies in place where staff
are advised to always check that
they are sending emails to the
correct email address.
Email etiquette covered in IG
training and staff are made aware
of the dangers of sending PID to
the incorrect email address.

Gaps in controls

Assurance

Gaps in assurance

Description

Review IG training
Communications to all staff
E-fax update
Update on number of staff using
Not all incidents are always coded egress
correctly so there can be a delay in Results of the Information
the IG team being alerted
Governance internal audit
The trust still has a number of SI
Merging of risks 508 and 519 into
occuring related to IG breaches
1154 as the Information
despite training in place
Governance team have created the
Staff adherence to policy and
solution and advertised and it is
now up to services adhere to
procedures.
policies.
Communication plan
Data protection audit
Revised Information Governance
training
1st line: Reasonable assurance.
2nd Line: CLCH penetrations test
undertaken and vulnerabilities
addressed.
Staff adherence.
2nd Line: NED has met with ED for
Latest penetration test received by review of work plan
the Trust in November 2018 with 2nd line: Patch assessment
critical vulnerabilities.
determines risk and patch window
2nd line: Board KPI monitoring
3rd line: Internal audit report or
cyber and information security
arrangements.

NHSmail does not have the option
to recall emails
Unable to restrict the global
address book in NHSmail to only
Trust policy on transfer of
CLCH staff
information.
All staff to access nhsmail via the
Outlook client instead of the
webapp

1/1

Latest penetration test received by
the Trust in November 2018 has
critical and high vulnerabilities not Vigilance
Vulnerabilities
yet addressed.
Speed by which cyber threats
Penetration Testing (Sep '19)
adapt should attack occur at or
near patch release

Staff compliance.

Progress

2021/01/12 - NHS Digital has put back the dates to submit evidence – baseline end Feb 2021 and final end June 2021. IGG to complete final
position by 30 April 2021.
2020/09/17 IG team have identified the evidence required for 2020-21 submission and are seeking from colleagues across the Trust.
Baseline evidence collated by 31Dec20. Submit final evidence by 31Mar21
2020/01/17 DSPT baseline submitted

2019.09.13 Penetrations test has been undertaken in early December and report awaited.
2021 04 20_ evidence for remaining vulnerabilites from previous Pen test being closed down
15 of 33 vulnerabilities addressed as at 18/2/20
NHSD on site assessment undertaken - awaiting final report.
2021 04- Instruction to schedule Penetration test for Q1 21/22 issued

11/01/18 - Sharing NHSmail encryption guidance with services that are being audited as part of the annual DPA audits. Service managers are
being asked to cascade to their teams.
09/01/18 - Guidance published on the Hub, Comms sent out via Today@CLCH and a piece put in Spotlight on Quality.
Continuous Review
Risk will be monitored annually through incidents reporting, Learning needs will be addressed and control measures taken as required.
Raise awareness of this issue trust Monitoring and progress to be reported through the IG Annual review presented to Board.
wide
2019/09/19 Awareness included in induction sessions. Managers reminded to inform staff. Incidents are tracked to ensure staff are mindful
of naming conventions in NHSmail.
2020/03/18 Head of IG confirmed that the Induction slides were and are updated to address any trends picked on the incidents that occur.
The action is complete.
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Implement strategic priorities of integration and place
Maintain and improve the quality of services delivered by CLCH
Make CLCH a great place to work for everyone
Deliver all NHS constitutional and contractual standards
Implement the vision of the NHS Long Term Plan
Deliver the 2020/21 financial plan including COVID related financial changes
Not Restricted

This report provides the Board with the update for Quarter Four for the Trust’s Fire, Health and Safety
activity and compliance and an overview of progress for 2020/21.
Key improvements to note are:
• completion of the health and safety checklists by operational divisions
• the development of a new recording and reporting system for the checklist process
• digital support for management of health and safety arising from Covid such as increased provision
of e-learning
• the review of fire wardens by location
• reporting for health and safety assurances at all Trust owned sites and increased focus on
compliance reporting for Tier 2 leased sites from landlords; and
• legal advice for information for Tier 3 sessional use sites from 3rd party landlords that has resulted in
a simplified approach requiring evidence of the request for information.
Work continues to:
• improve compliance with Display Screen Equipment assessments, through collaborative working
between the Fire Health and Safety Team and the New and safer Ways of Working Team.
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•
•

manual handling training has been transferred to a specialist provider and is working well, even
though the delivery of training has been challenging, due to COVID restrictions being in place.
Overall compliance for 2019/2020 was 91%, compared with 85% for 2020/2021
Ensuring trained firewardens are matched at open sites.

Assurance provided: Health and Safety across the Trust is monitored monthly through the Health and Safety
Group, and reported through divisional performance meetings. A recent internal audit report reviewed
compliance KPIs and provided assurance for data collection and reporting. Recommendations for
improvement arising from a contractual review and the work of internal audit is monitored monthly as part
of the Estates and Facilities Service Improvement Plan.
Report provenance: This report has been reviewed by ELT
Report for:

Decision

Discussion

Information

X

Recommendation: For the Board to note the progress made in Q4.
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1
1.1

Purpose
The purpose of this report is to provide the Trust with a summary of principal activity and outcomes
for the promotion and management of health and safety for Quarter Four.

2
2.1

Introduction
This report provides a summary of health and safety management throughout the Trust. The key
priorities for the quarter include:
•
•
•
•

3
3.1

Health & Safety Divisional Checklists
Fire Wardens
Display Screen Equipment Training
Compliance assurance

Risk Management and Reporting
The completion of risk assessments is a statutory requirement under the Management of Health
and Safety at Work Regulations 1999. To support the risk assessment programme all sites and
services are required to complete Quarterly Health and Safety Checklists. This allows the Trust to
identify any risks and monitor associated actions.
OVERALL TRUST COMPLIANCE
Q1
Q2
Q3
Q4
2019-2020 44% 42% 43% 37%
2020-2021 100% 100% 100% 100%
The level of compliance for all four quarters is 100% which is a significant improvement on the last
year’s performance across all quarters. Compliance monitoring has been managed through the
Health and Safety Group and the divisional performance meetings to agree improvement actions.

3.2

In addition to site and service health and safety check lists, a compliance report for CLCH owned
properties is also produced, along with properties where CLCH has the head lease. The compliance
position for 2020/21 is shown below:
TRUST OWNED PROPERTIES – OVERALL COMPLIANCE
Q1
Q2
Q3
Q4
Asbestos
95% 100% 100% 100%
Fire Risk Assessment
94% 94% 94% 94%
Gas Safety
66% 100% 100% 100%
Electrical Safety
100% 100% 100% 100%
Lift Inspections
100% 100% 100% 100%
Water Management Plan
94% 100% 100% 100%
The current compliance for fire risk assessments is at 94% due to major refurbishment at
Harpenden Memorial Hospital. Once this work is completed a refreshed fire risk assessment will be
undertaken. The fire arrangements at Harpenden are constantly being reviewed and the fire
evacuation procedure has been reviewed and circulated to staff at Harpenden.
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HEAD LEASE PROPERTIES - OVERALL COMPLIANCE
Q1
Q2
Q3
Q4
Asbestos
81% 81% 81% 96%
Fire Risk Assessment
96% 96% 96% 98%
Gas Safety
77% 77% 77% 96%
Electrical Safety
93% 93% 93% 96%
Lift Inspections
89% 89% 89% 98%
Water Management Plan
93% 93% 93% 93%
There has been an overall improvement in compliance across the year. Where there is noncompliance it is because updated documents have not been provided. Where documents are
outstanding, there is an agreed escalation process in place, which is monitored by the Health and
Safety Group.
Due to the difficulty in receiving compliance information from 3rd party landlords where the Trust
does not have the head lease e.g. GP Practices, Council Buildings etc. legal advice has been sought
and a template letter provided to send out to landlords. This will evidence that the Trust has
discharged its legal duty.
4
4.1

Fire safety
For Fire Safety reports are provided
parameters:
Metric
Fire Alarm
Activations
London Fire
Brigade
Attendances
Fire Risk
Assessment
Reviewed
Outstanding
Fire Risk
Assessments
(FRAs)
Major Fire Risk
Assessment
actions
outstanding
Compliance
with fire
training %
Number of
trained fire
wardens

4.2

Quarter 1
1
0
2
1 Fire Risk
Assessment in
place but the
review was delayed
due to Covid
0

to the Health & Safety Group against the following
Quarter 2
3

Quarter 3
6

1 ( to a
neighbouring
property)
6

6 (not triggered
by any fire
incidents)
0

0

0

Quarter 4
0
0
2
0

0

0

0

92%

93%

93%

94%

227

199

291

187

100% of the Planned Preventative Maintenance scheduled for Quarter Four has been completed.
Maintenance covers the following areas of key fire safety equipment and installations:
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•
•
•
•
•
•
4.3

Fire panel servicing and testing
Alarm sounder operation
Fire call point activation
Fire damper maintenance
Automatic Opening Vent activation –
Fire Doors

The agreed target for e-learning fire training is 95%. Compliance for Quarter Four is 94%. Work will
continue to be undertaken throughout 2021/22 to ensure continued improvement.
OVERALL TRUST COMPLIANCE
Q1
Q2
Q3
Q4
2019-2020 96% 95% 94% 93%
2020-2021 92% 93% 93% 94%

4.4

The updated fire policy requires all services to appoint fire wardens for their areas or to agree the
fire warden arrangements with other services (or organisations) sharing the same area. However,
for some sites and services i.e. non-bedded sites the increased number of staff working from home
for some or part of the time means not all sites have a trained fire warden in line with the fire
safety policy.
A plan was put in place during Quarter Three to ensure that additional fire wardens were trained
using an e-learning training package that is provided through the Academy. At the same time the
Quarterly Health and Safety checklists were revised so that all sites and services reviewed their
current fire warden coverage to ensure sufficient trained staff are available at all times.
Work continues in supporting the divisions to ensure that they have sufficient fire wardens in place
when their staff are working from a location or there are suitable alternative arrangements in
place.
OVERALL TRUST COMPLIANCE
Q1
Q2
Q3
Q4
2019-2020 208% 221% 162% 111%
2020-2021 78% 107% 74% 85%
All bedded unit staff receive fire evacuation training, organised directly with the fire health and
safety team. This ensures that all shifts have a rostered member of staff with recent fire evacuation
training. Assurance that all shifts have a rostered member of staff who has received fire evacuation
training within the last 18 months is received through the completion of the bedded monthly
health and safety checklist or through direct communication with the ward manager. For bedded
units the compliance rate for completed checklist remains at 100%.
OVERALL Bedded Unit COMPLIANCE
Q1
Q2
Q3
Q4
2019-2020 100% 100% 100% 82%*
2020-2021 100% 100% 100% 100%
*82% was a first quarter of COVID lockdown temporary effect on reporting of compliance not the
actual compliance itself.

5

Manual Handling
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5.1

The agreed target for level 2 manual handling training is 95%.
Compliance at the end of Quarter Four is 87%. This is an increase on the previous quarter. Blended
learning was introduced in December, which consists of an e-learning module and face to face
training. A number of further steps have been identified which should improve compliance. These
are:
•
•

To arrange the calendar for future dates to roll out the blended learning solution to
relevant staff ensuring that there is sufficient training sessions scheduled to manage the
backlog and for the future.
To monitor the uptake through the weekly reporting process, fortnightly scrutiny meetings,
monthly reports at Modelling the Way Coordinating Council and the Performance Indicator
report to the Health and Safety Group.
OVERALL TRUST COMPLIANCE
Q1
Q2
Q3
Q4
2019-2020 91% 91% 93% 88%
2020-2021 88% 82% 84% 87%

6
6.1

Medical Gas Safety
The Trust has appointed an Authorising Engineer for medical gas systems. All Authorised Engineers
must be an external role to provide independent oversight of the management methods and use of
systems working with the Chief Pharmacist to support the quality of the supply. A key objective is
to review the compliance systems covering medical gas use at Potters Bar.
The initial report has been completed and those recommendations or findings have been
undertaken by the maintenance provider MITIE and their specialist subcontractor.
No significant remedial actions were required.

7
7.1

Occupational Health and Wellbeing
The Employee Health team report into the Health and Safety group. The level of inoculation within
the Trust is as shown below:
OVERALL TRUST COMPLIANCE
Varicella
Q1
Q2
Q3
Q4
2019-2020 97% 97% 84% 93%
2020-2021 96% 95% 96% 95%
OVERALL TRUST COMPLIANCE
Measles
Q1
Q2
Q3
Q4
2019-2020 97% 98% 83% 91%
2020-2021 93% 94% 95% 95%
Good compliance has been maintained through Covid.

7.2

Display Screen Compliance
The agreed target is 95% for Display Screen Equipment (DSE) training and assessment and the
average for Quarter Four is 74%. Due to many staff working in new ways due to Covid all staff have
been reminded to complete the on-line assessment tool, and this is a requirement for those
wishing to order additional equipment for home working.
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OVERALL TRUST COMPLIANCE
Q1
Q2
Q3
Q4
2019-2020 61% 68% 68% 66%
2020-2021 70% 70% 70% 74%
Further work will now be undertaken to :
• Agree divisional DSE reporting and risk management with Health and Safety Leads.
• Embed DSE new process at divisional level.
• Align ongoing DSE comms with the wider New and Safer Ways of Working programme
communications
This will continue to be an improvement priority for 2021/22 to ensure the compliance rate
increases further.

8
8.1

9
9.1

Risk Management
There are three risks rated as 12. The risks are reviewed monthly by the Health and Safety Group
and the Patient Safety Risk Group
•

Two Children’s Division risks relating to the Perseid special school where the site is not fit
for purpose, presenting a health and safety risk to staff and children. A plan is in progress
with the school and the Council to address these issues. Work was scheduled over the
Christmas period, but this was postponed. Building work commenced in Easter with
completion scheduled during summer holidays.

•

The failure of some sites and services to complete the quarterly health and safety checklists
may mean issues not being identified in a timely manner. This is now being addressed
through the Trust’s performance meetings to identify and agree improvement actions. The
completion of the health and safety checklists has significantly improved and the health
and safety group will review, with a view to reducing the risk score. A new process for the
completion of the H&S checklists and the monitoring of actions has been developed and
piloted within the Divisions. The new process will be rolled out across all divisions at the
beginning of June.

Water Quality Safety
An Authorised Engineer for Water has been appointed for Hertfordshire and water risk
assessments have been undertaken and shared with the Water Safety Group, whose membership
includes the Trust’s microbiologist. There is an existing process for continual review of the Trust’s
water risk assessments supported by a comprehensive testing process.
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9.2
Action 2020/21

Quarter 1

Quarter 2

Quarter 3

Quarter 4

Flushing Regime
% Carried Out

100%

100%

100%

100%

Legionella
Samples Taken
Legionella Sample
Outcome

140

118

102

122

The results had some
deviations on the
holding time being
exceeded by the
laboratory. Resampling
was requested as a
precautionary
measure.

14 of the samples
taken
tested
positive
for
Legionella. Each
area has been
retested and in all
cases
detected
are now clear

Pseudomonas
Samples Taken

Not applicable

Not applicable

11
of
the
samples taken
tested positive
for Legionella.
Each area has
been retested
and in all cases
detected
are
now clear
Not applicable

10
of
the
samples taken
tested positive
for Legionella.
Each area has
been retested
and in all cases
detected
are
now clear
Not applicable

Where legionella is identified action is immediately taken in line with processes agreed with the
Trust’s Water Safety Group.
10
10.1

Quality implications and clinical input
Health and Safety compliance is a key element of provision of quality services to patients and
maintenance of a high quality working environment for staff.

11
11.1

Equality implications
This report does not present any equality implications

12
12.1

Comments of the Director of Finance, Performance and Contracting
Not sought

13
13.1

Risks and mitigating actions
All risks are monitored through the Trust risk management processes including DATIX and reports
and risks reviewed through the Trust Health and Safety Group, and the Patient Safety and Risk
Group.

14
14.1

Consultation with partner organisations
The Health and Safety function is provided through the Capita partnership.

15
15.1

Monitoring performance
Performance is monitored through the Health and Safety Group and Divisional Performance
Meetings.

16
16.1

Recommendations (as per front sheet)
For the board to note the progress made in Q4
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CLCH 2020-2025 Strategic
priorities
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Improving the health of our patients and staff and reducing inequalities

2020/21 strategic priorities
Strategy implementation
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Workforce
Operations
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Executive summary:

2020/21 objectives
Implement strategic priorities of integration and place
Maintain and improve the quality of services delivered by CLCH
Make CLCH a great place to work for everyone
Deliver all NHS constitutional and contractual standards
Can be published

Shirley Rush, Deputy Trust Secretary

Integrating services as
local partners

Putting our collective
CLCH experience and
efficiencies too work

Ensuring a sustainable
future

Leading in local
systems

Together with an update from the Medical Director and Chief Nurse, a number of other issues were discussed at
the Committee’s quarterly meeting including:
•
•

•
•

A presentation and update on the Health Visitor review programme
An update on CQC actions and response to consultations
A progress update in support of the Dementia Strategy
The Research and Development Annual Report 2020/21

The draft Quality Account 2020/21 and priorities for 2021/22, was agreed subject to a minor amendment, for
approval by the Board.
Assurance provided: The Quality Committee discussed reports, in full on 22.04.21. A copy of the agenda papers is
routinely provided to all Board members and the confirmed minutes are shared once approved.
Report provenance: Report submitted to Board with the agreement of the Committee Chair.
Report for:
Decision
Discussion
Information

x

Recommendation: To note.
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Highlights
1
Service presentation– reimagining health visiting in CLCH
1.1
The Committee received a presentation that described the development of the new model for health
visiting (HV) which had had a strong and intense focus on staff engagement. The co-designed model,
which will continue to meet the requirements of the Department of Health Healthy Child Programme,
reviewed caseloads, time spent on non-clinical activity and roles and responsibilities. The newly defined
HV active caseload would help address staff shortages in this specialism and make the best use of skills
and resources.
1.2

In discussion of active caseloads and the triggers that would move families from the community into the
active caseload it was explained that the standardisation of involvement of community networks and
parenting groups plus a new project which was the focus of a Darzi Fellow to strengthen the voice of the
child, would help provide assurance that families received the services they needed.

1.3

The Committee thanked Sheila Pearce for an excellent presentation and looked forward to being kept
informed regarding the health visiting programme implementation.

2
2.1

Quarter 4 and year-end 2020/21 quality report
The Q4 and year-to-date report reflected strong performance and patient experience indicators that had
exceeded targets universally and throughout the year against the challenge and exceptional
circumstances of delivering care in a pandemic.

2.2

Only three KPIs with a zero-tolerance threshold had not been achieved: falls in bedded units with harm;
new category 3 and 4 pressure ulcers in bedded units and new category 2 pressure ulcers in bedded
units. Although red and despite the acquisition of an additional 90 beds (Hertfordshire) the numbers
were lower than the previous year. It was noted Hertfordshire would no longer be reported separately
as comparative year reporting was now available.

2.3

Members were pleased to note the significant increase in the numbers of volunteers in the Trust and
commented that the zero tolerance approach for certain indicators was paying dividends.

2.4

The Committee Members commended the Quality Team on an excellent year and a great job that was
reflected in the data.

3
3.1

Quarter CQC update and progress briefing
Updates and progress on CQC actions were noted together with CLCH’s response to two CQC
consultations, a future strategy and flexible regulation, which were supported by the Committee. A
Board discussion in April would include review of the consultations and preparations for future
inspections.

4
4.1

Chief Nurse and Medical Director report
J Medhurst reported that the NHS incident level had removed from 4 to 3, meaning the Trust would now
respond to incident coordination at local (London regional) level rather than nationally. In response to
lower prevalence rates shielding advice had ceased from the 1 April 2021.

4.2

There has been significant focus on staff health and wellbeing and work will continue via Wellbeing
Wednesday’s to support staff to be resilient and respond to need when appropriate. From May oneto-one compassionate conversation between managers and colleagues will be encouraged.

4.3

The Committee noted that following the retirement of the Head of Research and development, the
team would transfer to the Academy with continued support and guidance from the Medical
Director.

4.4

In support of encouraging applications for the Trust professorship with London Southbank University
an action was agreed.
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5
5.1

Draft Quality Account 2020/21 and priorities for 2021/22
The Committee considered the draft Quality Account 2020/21 and priorities for 2021/22 which were
unchanged. C Sheldon highlighted that the publication date was under review by the Department of
Health, however, the Trust was working towards the original deadline of 30 June 2021 and later
performance data would be included.

5.2

The Committee agreed the draft Quality Account for approval by the Board subject to the inclusion of a
piece on the success of CLCH’s homeless health service.

6
6.1

Health Visitor Review
The Committee commented that the programme was exemplary of smart organisational change.
Consideration would be given to using the engagement workstream and QI practice as a staff story
for Board or the People Committee. C Cole suggested the programme would also be a suitable
example to demonstrate the work and thinking nationally.

7
7.1

Dementia Strategy 2019 – 2022 - update
The Committee were pleased to note good progress in the implementation of the Dementia Strategy
including the level of tier 1 and 2 training and the number of dementia friends across the Trust that
had exceeded the target.

7.2

It was agreed that updates would benefit from the inclusion and triangulation of other dementia
related work across the Trust such as PLACE environmental assessments and developments as part of
the New and Safer Ways of Working programme.

7.3

The chair noted that this was Professor Sines’ last Quality Committee meeting and thanked him, on
behalf of members, for his knowledge, commitment and passion, which would be sorely missed.
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Executive summary:
Attached is a summary of matters discussed in full on 15.04.21; a verbal update following the
meeting on 20.05.21 (to consider the annual report and accounts) will be provided at the meeting.
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1
1.1

Matters arising – escalation meeting
Following the January meeting, members had asked to discuss their concerns about HR
processes with the Chief Executive. The report and minutes from this escalation meeting,
held on 02.03.21, had been included with papers.

1.2

It was agreed that the meeting had been useful and helpful to understand the status of the
HR transformation programme. Given the track record of HR delivery and slippage
compounded by unsatisfactory progress reporting, however, a single meeting could not
provide complete assurance. Members agreed that the Audit Committee should keep the
position under review to ascertain whether planned dates are achieved and how progress
and follow up of actions over the next few months is reported.

2
2.1

Internal audit progress report
Three reports had been finalised since the meeting in January:
PPE stock
reasonable assurance
Key finance controls - phase 2
reasonable assurance
Data quality – ethnicity category coding
substantial assurance

3
3

Internal audit plan 2021/22
The internal audit plan was approved, subject to consideration later in the year of repeat
workforce audits and the emergent ICS agenda.

4
4.1

Combined annual report and head of internal audit opinion (HOIA)
TIAA confirmed that, for the areas reviewed during the year, the Trust has reasonable and
effective risk management, control and governance processes in place.

4.2

Members thanked the audit team for their important work to support assurance processes.

5
5.1

Counter fraud progress report and functional standard briefing
The national fraud initiative matches have been published and team will consider a sample
of high risk matches, eg secondary employment.

5.2

A number of new (potential) frauds had come later in the year (7); this is believed to
indicate a positive reporting culture.

5.3

M Fox will ask HR colleagues to provide full responses about action taken and the
expected closure date for individual cases in future.

5.4

The functional standard briefing was received and the draft plan, designed to demonstrate
compliance with the recently released NHS requirements to meeting government
functional standard 013 counter fraud, was approved.

6
6.1

Single tender waivers
During Q4, 37 1 waivers (total £8.23m) had been signed off. Members were disappointed
about the number of value of waivers, including a significant sum for corrective action
(£0.78m). Members were concerned that controls had slipped and that COVID was not
the sole reason for the high number of waivers, for example those in relation to contracts
which had expired. M Fox agreed that the Trust must return to pre-COVID disciplines and
that it was poor practice to use such a high number of waivers.

6..2

A comparison of prior year waivers was provided showing an increase from £2m in
2017/18 to £22.1m in 2020/21 which was unacceptable. Members received assurance
1

25 of which attributed to pressures from the COVID response.

2
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that action was being taken to ensure waivers are only used as a last resort and that, in
future, the detailed analysis will include the exact names of the companies 2 involved.
7
7.1

External audit progress report
Value for money (VFM)risk assessment
An enhanced (dynamic) risk assessment will be undertaken and at year-end, the auditor’s
report (to be published with the accounts) will include a commentary on the value for
money arrangements in place and any significant risks. To date a lot of good practice had
been identified, particularly during COVID, for example remote working. Given the
discussion about tender waivers, this might feature as a comment in the report.

7.2

Nationally, the submission date for the annual report and accounts has been postponed to
15.06.21, however, it was agreed to keep to the original Committee date (20.05.21) and to
manage any late guidance as necessary.

8
8.1

Board assurance framework (BAF) Q4
Some 15 approved risks were discussed for which action was agreed in relation to cyber
security, staff sickness due to COVID, ICS and system governance. Two new risks (2543
and 2565) were agreed for Board approval in May.

9
9.1

Draft annual governance statement
The draft annual governance statement was agreed, subject to finalisation of information
not yet available. The final report (including tracked changes) will be considered, as
delegated by the Board, in May.

10
10.1

Data quality framework implementation plan – update
A Chronias confirmed that, thanks to the hard work of staff, the Trust was now in the top
20% of the data quality maturity index (DQMI). The data quality forum resumed in April.

11

Trust policies (all) list including review dates and any policies overdue – annual
review
There are some 247 live policies on the system. This is supported by a rigorous process
of review.

11.1
12

Partnership working at scale (STP/ICS) – arrangements in place, processes and
controls (including any shared decision making / governance arrangements)
A Whateley introduced the report which included, as far as possible, responses to issues
raised by at the Board meeting in January 2021. Given that the legislation had not been
confirmed, some things were developing and remain ambiguous. At present, therefore, the
Audit Committee cannot be assured over ICS accounting arrangements, risk management
arrangements or information flows.

12.1

12.2

An externally facilitated Board development session has been arranged for 24 June 2021.

13
13.1

Committee – annual self-assessment
Feedback had been positive, a policy statement regarding external auditor non-audit work
and some additional information for inclusion in the board assurance framework (BAF) was
agreed.

14
14.1

New and outstanding control issues
Payroll errors
A control issue (staff pay and pensions) had been identified through due diligence in
2

As registered at Companies House

3
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preparation for the transfer of the payroll and pensions service from Capita to London
North West University Healthcare NHS Trust (LNW).
14.2

A total of 115 staff had been affected (liability £239k); for a period of time pre-dating and
including the Capita contract. Members were disappointed that the situation had occurred
concluding that controls must be strengthened, that managers must receive guidance and
that staff must be given a high quality service.

14.3

It was noted that while L Johnson was the director responsible for payroll, M Fox would
manage problems identified as part of preparations for the move to the new payroll
provider; therefore, he has agreed to consider members’ comments and issues urgently in
order to provide further assurance.

14.4

Other control issues
Members were disappointed that, with the exception of UN55 (payroll), updates were poor,
did not confirm that control issues had been resolved, or give any indication of when
issues would be addressed – this has been referred to the Director of People.

4
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Quality Committee
Minutes of the meeting held on Thursday, 21 January 2021
MS Teams Video Conferencing
Present
Carol Cole
Joanne Medhurst
Charlie Sheldon
David Sines
Jane Slatter

Non-Executive Director (Committee Chair)
Medical Director (part)
Chief Nurse
Non-Executive Director
Non-Executive Director

In attendance
Holly Ashforth
Billy Hatifani
Jacqueline Hinds
Andrew Ridley
Shirley Rush
Jayne Skippen
Jayne Walbridge

Director of Nursing and Therapies (Patient Experience)
Director of Nursing and Therapies (Quality and Safety)
Associate Non-Executive Director
Chief Executive (part)
Deputy Trust Secretary (Committee Administrator)
Divisional Director of Nursing and Therapies, Hertfordshire (part)
Trust Secretary

QC/01/21
01.1

Welcome, introduction and apologies
All members were present.

QC/02/21
02.1

Declarations of interest
There were no interests to declare.

QC/03/21

Service presentation: Hertfordshire Early Supported Discharge (ESD) Service –
move to virtual consultation
Jayne Skippen presented an overview of the ESD service which, as part of national
guidance, was enabling communities to access digital services. The Committee heard a
video story from Helen who had received virtual therapy following a stroke. After an
initial face-to-face assessment Helen had rehabilitation from her kitchen table and she
described how the service had provided valuable information, hope and motivation to
regain her confidence and physical abilities. Helen had made very good progress and
returned to work three months after her stroke.

03.1

03.2

Approximately a third of patients use the virtual service and through continual
assessment, the multidisciplinary team continue to work with the East of England stroke
forum – to monitor the impact of virtual consultations and will review patient acceptance
of this approach after the pandemic.

03.3

In response to members’ question it was noted that:
the consistency of team members in providing both face-to-face and virtual visits
helps with the psychological journey for patients
face to face rehabilitation continues to be available / instituted for any patients about
whom there are safeguarding concerns and for those who cannot participate
digitally. An assessment of capacity is a key consideration in assessing suitability
for virtual consultations
staff are becoming increasingly adept at using technology and virtual to regain the
social and ‘soft’ sharing of information from the lack of face-to-face contact.

03.4

The Committee were very pleased to receive the service presentation and hear the
voice of patients, as this element of the agenda had been postponed in previous
meetings due to Covid and pressure on time. They thanked J Skippen for the positive
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example of virtual treatment and extended their warm thanks to Helen for generously
sharing her story.
QC/04/21
04.1

Minutes of the meeting held on 22 October 2020
The minutes of the meeting held on the 22 October 2020 were agreed as an accurate
record for signature by the Chair.

QC/05/21

Review of action log
Action log
It was agreed that all actions marked as complete could be closed

05.1

05.2

05.3

05.4

05.5

AQC/16/20 (Quality report, Q1, 2020/21) maintenance of syringe drivers
The Committee noted the issues had been submitted for the Trust’s risk register. J
Medhurst, who had briefly left the meeting, would circulate update on the current
position. The action was agreed for closure.
Update on patient safety cultural tool
B Hatifani reported that a proposal had been sent to the chief nurse and medical director
for their consideration. With input from a staff member with a PHD in cultural surveys,
the tool would be aligned to use existing data and information. The Committee would be
kept informed of progress.
Matters arising
Responding to C Cole’s question regarding minute 69.5, trends for Athlone House, C
Sheldon commented that the bedded scorecard would be the most suitable indicator to
flag issues and could be developed further to include SPC analysis.T Alignment with
staffing and agency usage would also be helpful. There were no issues flagging
currently.
In reference to minute 77.2, alignment of pharmacy services in Hertfordshire, C Cole
requested an update on whether there had been a downward trend in medication
incidents.
Action AQC/01/21 (J Medhurst)

QC/06/21
06.1

Quality Report, Q3 2020/21
The Committee considered the Q3 report noting very good performance with only four
underperforming KPIs for zero tolerance indicators and the first time reporting of Making
Every Contact Count KPI:
• Zero tolerance to falls in bedded units with harm (moderate or above).
• Zero tolerance of new (CLCH acquired) category 2 pressure ulcers in bedded units
• Zero tolerance of new (CLCH acquired) category 3 & 4 pressure ulcers in bedded
units
• Percentage of staff trained at Making Every Contact Count level two – clinical
(85.1%)

06.2

C Sheldon highlighted that a quality action team had been established for Marjory
Warren ward in North Central division. Together with a new Head of Nursing, Barnet,
support would be provided to the matron and team to address emerging issues. Having
recently paid a visit to the ward, the chief nurse had noted the increased acuity of
patients receiving care.

06.3

Bedded unit comparisons will be undertaken from October 2021 (ie one year post
mobilisation of the West Hertfordshire community health services).

06.4

Members were pleased to note that the friends and family test (FFT) score had
increased in the period, from 94% in Q2 to 97%. This was despite an increase in the
number of beds for the Trust, greater pressures overall and the exceptional and

WP

Denotes an item has been added to the Committee work programme
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extraordinary circumstances of Covid.
06.5

C Sheldon commented the operational focus in responding to pressures of the
pandemic had affected the uptake of training and was confident that the uptake would
increase and return as the situation normalised which would continue to be close
monitored.

06.6

In response to a question from C Cole relating to the FFT SMS message trial ending in
three months, H Ashforth clarified that it was a pilot study and the results had not been
included in reported performance. More work would be done to explore why the
proportion of patients/service users who rated their overall experience as ‘very good’ or
‘good’ is lower than by agent calls.

06.7

In examining complaints, C Cole noted a larger number for planned care. H Ashforth
explained this correlated with a significant increase in demand for the service and
related to delays or deferred appointments which had been contributed to by the
additional demand.

06.8

Members were pleased to note the proactive work underway to further cleanse the risk
register now focussed on updating risks older than 2 years (the cleansing of risks older
than 5 years had been completed).

06.9

Under scrutiny of Freedom to Speak Up data, members discussed the disproportionate
number of contacts from administrative staff and were dispirited to note the number of
acts of physical assault on staff by members of the public (22). B Hatifani commented
that there has been a marked improvement in sanctions for acts of violence and much
greater traction with staff on what unacceptable behaviour looks like. There had been
increased communication and information available on the intranet (HUB) and plans for
re-training for staff and a relaunch later in the year. C Sheldon added that applying
sanctions to patients was challenging for managers and even more so in the community
environment, therefore an encouraging and supportive approach with staff was needed.

06.8

06.10

06.11

QC/07/21
07.1

07.2
QC/08/21
08.1

WP

Safer staffing report
The safer staffing report which had been provided for information was noted. H Ashforth
provided further assurance noting that the national workforce principles in support of
Covid are being and regularly discussed at operational meetings.
D Sines asked about Covid staffing levels and the re-modelling of numbers for bedded
units. H Ashforth reported levels were reviewed in line with National Quality Board
guidance and reviewed monthly at staffing panels.
Resolved
The Quality Report Q3, 2020/21 and safer staffing report were noted. Members thanked
the Quality Team for the impressive report reflecting a hugely positive picture of
performance and activity much of which was ahead of target.
Quarterly CQC update and progress briefing
Members considered the quarterly CQC update noting good progress on actions plans
which are being monitored by the Patient Safety and Risk Group.
Resolved
The Committee noted the CQC quarterly update and progress briefing.
Chief Nurse and Medical Director report, including:
J Medhurst highlighted key aspects of the report medicines incident reporting, FFP3
masks fitting and PPE updates and a Covid update. She noted a full briefing had been
provided to the Board for discussion the following week.

Denotes an item has been added to the Committee work programme
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08.2

08.3

Responding to J Slatter’s comment on good progress to PPE stock management, J
Medhurst noted that there was more to do but there had been significant improvement
through the application of QI, particularly given the quantum of delivery.
Research and Development Strategy – request for an extension – decision required
The Committee supported the request for an extension to the Research and
Development strategy in order to incorporate a framework for Covid research. A
refreshed strategy would be considered at the next meeting in AprilWP

08.4

D Sines was very pleased to note the development of a new learning disability strategy
and scorecard and suggested building in a statement on the importance of a single
authority (local authority) responsible for driving the transition from children to adult
services to be mindful of the risks in this area.

08.5

C Sheldon highlighted the development of a Quality Team Instragram account
@QualityAtCLCH which was providing a new platform of engagement and access to
content for staff who were familiar users of social media.

08.6
QC/09/21
09.1

09.2

09.3
QC/10/21
10.1

Resolved
The Chief Nurse and Medical Director report was noted.
Health Visitor Review (review of progress against project group objectives and
CQC actions)
C Sheldon presented the Health Visitor review progress report and highlighted that all
working group objectives were RAG rated green and on track. He commended
colleagues working on the programme who have accelerated projects by six months
and was confident that the model / activity work will be completed by April 2021.
Members were pleased to note the good progress and the involvement and
engagement of staff who had keenly participated in the developments. It was noted that
the investment in this work would be very helpful in informing tender / bid decisions in
the future.
Resolved
The Committee noted the Health Visitor Review progress update.
Brent and Harrow Community Services – expression of interest – clinical
governance assurance
Following an award decision for the transfer of Brent and Harrow community services to
CLCH later in the year, C Sheldon had undertaken a thorough review of current services
in the latest CQC report, noting they had received a ‘good’ rating, including in the safe
and effective domains. CLCH’s ambitious plans for overseas recruitment would make a
significant contribution to mitigate against any potential staffing risks. Quality and clinical
governance structures would be applied to the new services including the recruitment of
a Divisional Director of Nursing, a Patient Experience Facilitator, a Patient Safety
Manager and a Safeguarding Lead.

10.2

J Medhurst reported that she had reached out to the Medical Director of the incumbent
trust noting no issues of concern had been flagged. Infection prevention control (IPC)
nurses were combined with the acute service, therefore CLCH’s IPC lead would ensure
the new services were fully established and supported.

10.4

A Ridley added that an initial meeting had been held with the incumbent leadership
team and the commissioner and that this had been welcoming, positive and
collaborative.

10.5
WP

Resolved
The verbal update on Brent and Harrow Community Services was noted.

Denotes an item has been added to the Committee work programme

376

QC/11/21
11.1

11.2
QC/13/21
13.1

Annual co-design event with patients
H Ashforth reported that due to the pandemic and restrictions there was no date set for
the annual co-design event which was hoped to be held as a face-to-face event. When
it was clear as to when this would be possible the focus would be on the Trust’s
inclusion agenda
Resolved
The Committee noted the verbal update on the annual co-dent event with patients.
Quarterly Risk Review for Quality Committee (Clinical and Environmental)
The Committee considered one risk rated 15 and above (Demond list). Due to technical
issues, the update from B Hatifani could not be heard. A brief written update would be
circulated to members.
Action AQC/02/21 (B Hatifani)

13.2
QC/14/21
14.1

QC/15/21
15.1

15.1

Resolved
The Committee noted the Quarterly Risk Review.
Caldicott Log
Resolved
The Caldicott Guardian associated activities and performance from July to December
2020 was noted. The Medical Director reported that Dr Ian Bernstein had kindly agreed to
become the Caldicott lead.
Patient Safety national recommendations
Further to the publication of a new Patient Safety Strategy, CLCH has developed an
action plan to meet national recommendations. The Committee would be kept informed
of progress against the plan.
Resolved
The Committee noted the Patient Safety national recommendations report.

QC/16/21
16.1

Clinical Health Record Audit 2020/21 (postponed from July due to Covid)
The Committee considered the results of the ‘light touch’ clinical health record audit
undertaken in March 2020 that had been disrupted by the Covid pandemic. The overall
compliance level demonstrated ‘significant assurance’ at 94% though was a drop
compared to the previous year at 97%. Despite being areas of focus, there had being
less improvement in compliance for ethnicity and allergies and sensitives recording than
had been hoped. As allergies and sensitives compliance was below target it would be
closely monitored in the next audit cycle

16.2

J Slatter was interested to know how many services had not participated in the audit. J
Medhurst would circulate the answer to members.
Action AQC/03/21 (J Medhurst)

16.3
QC/18/21
18.1
QC/19/21
19.1

WP

Resolved
The Committee noted the findings from the annual Clinical Health Record Audit 2020.
Quality governance structures – annual review (for information only)
Resolved
The Committee received the annual review of Quality governance structures.
Update on new regulation and guidance (for information only)
Resolved
The update on regulation and guidance was noted.

Denotes an item has been added to the Committee work programme
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QC/20/21
20.1

20.2
QC/21/21
21.1

Committee programme 2021
To support the quality agenda and continue to provide the Committee with assurance on
measures to keep staff safe during Covid, a standing item on FFP3 masks and PPE
would be provided as a regular report.WP
Resolved
The Committee agreed the work programme for 2021.
Terms of reference review (for Board approval in March)
Resolved
The Committee terms of reference were agreed for Board approval.

QC/22/21
22.1

Quality related internal audit reports
Members discussed the internal audit plan for quality and supported proposals to audit
incidents, the Friends and Family Test and safeguarding. It was suggested that rather
than a CQC audit, it would be helpful to look at the Trust’s Freedom to Speak-up (FTSU)
arrangements, focusing on the system and processes in place as well as reporting to
the Board. C Sheldon offered the support of the quality and safety team to facilitate the
audit.

QC/23/21
23.1

Risks and issues arising for which further assurance is
No new risks or issues arising were noted.

QC/24/21
24.1

Meeting reflections / comments
Members commented that it had been:
- an excellent meeting, extremely well chaired, clearly well planned and prepared
- even though time had been reduced, consideration of items had been thorough
- it had been helpful to make time for the meeting which was an important touch
point demonstrating how the Trust was continuing to deliver safe and quality
services
- colleagues had dealt with questions during the meeting very well; which supported
the decision not to have questions in advance.

QC/25/21
25.1

Date and time of next meeting
Thursday, 22 April 2021, 1400-1700
The meeting closed at 1530

Signed ………………………………………………….. Carol Cole, Committee Chair

Date ……………………………………………………..

WP

Denotes an item has been added to the Committee work programme
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Audit Committee

Minutes of the (MS Teams) meeting held on Thursday, 14 January 2021
Present 1:
Clive Sparrow
Jitesh Chotai
Jane Slatter

Non-Executive Director (Committee Chair)
Non-Executive Director
Non-Executive Director

In attendance:
Andrew Chronias
Andrew DeSwarte
Dean Gibbs
Michael Turkson
Gemma Higginson
Mike Fox
Malcolm Hall
Elizabeth Hale
Louella Johnson
Dakshita Takodra
Clarence Mpofu
Jayne Walbridge

Chief Information Officer (part)
Head of Financial Control
Director KPMG (external audit)
CLCH Engagement Manager, KPMG (external audit)
RSM (local counter fraud service)
Director of Finance, Contracting and Performance
Director of Operational Finance
Director of Improvement
Director of People (part)
TIAA (internal audit)
TIAA (internal audit)
Trust Secretary

AC/01/21
01.1

Internal audit contract
A private, members only 2, meeting had been arranged earlier the same day to consider
the internal audit contract.
Resolved
The Committee agreed the recommendation to extend the TIAA Ltd contract for a further
year. The process to identify a provider from April 2022 would commence in September
2021.

01.2

AC/02/21
02.1

Counter fraud contract
A private, members only 3, meeting had been arranged earlier the same day to consider
the counter fraud contract.

02.2

Resolved
The Committee agreed the recommendation to extend the RSM contract for a further year.
The process to identify a provider from April 2022 would commence in September 2021.

AC/03/21
03.1

Welcome, introductions and apologies
All members were present.

AC/04/21
04.1

Interests to declare
There were no interests declared.

AC/05/21

Minutes of the Audit Committee meeting 14 October 2020

1

Quorum two members
Confidential file note retained for reference
3
Confidential file note retained for reference
2
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05.1

The minutes of the meeting held on 14.10.20 were agreed as an accurate record for
signature by the Committee Chair.

AC/06/21
06.1

Matters arising and action log
It was agreed that completed actions could be closed.

06.2

AAC/34/19 – automated DBS process and AAC/39/19 – payroll enablement
It was agreed that HR related actions and reports, about which there were serious
concerns, would be escalated and subject to a detailed discussion between members, the
People Committee Chair, Director of People and CEO. Given the pandemic, the timing of
the meeting would be determined by the CEO.
Action AAC/01/21 (J Walbridge)
AAC/11/20 – partnership working at scale
Due to circumstances (COVID), it was agreed that this action would be closed but that the
committee would consider the matter later in the year 4.

06.3

06.4

AAC/27/20 – control issues log (disclosure and barring service (DBS) checks
As the issue had been escalated to the People Committee and CEO, it was agreed that
the action should be closed. The control issue would, however, remain open.

AC/07/21
07.1

Internal audit progress report
D Takodra introduced the report, confirming that 7 audits had been finalised since the
meeting in October 2020:

07.2

Estates tendering
Key finance systems - phase 1
BAF and risk management*
Retirement gifts and long service awards
HR processes
ICT programme and project management
Budgetary control and financial reporting*
phase 2

Reasonable assurance
Reasonable assurance
Substantial assurance
Limited assurance
Limited assurance
Limited assurance
Substantial assurance

07.3

It was noted that the 2 areas subject to annual audits* had provided substantial assurance.

07.4

Estates tendering
E Hale explained that assurances in relation to integrated plans would be provided at the
next meeting in April 2021. Due to existing contract arrangements, it would take until
31.03.21 until all estates contracts could be listed on ProContract 5. Members were
assured that interim resources had been identified to manage contractual relations for
estates and that there were plans to recruit a permanent member of staff.

07.5

Key finance systems - phase 1
In response to questions regarding employees being paid as suppliers, M Fox confirmed
that this related to bank (rather than permanent) staff and was being investigated by line
managers - together with concerns about compliance with IR35 6

07.6

BAF and risk management
As part of the audit, recommendations had been made relating to integrated care system
(ICS) partnership decision risks – and discussed with A Whateley, Director of Partnerships
and Integration. Members agreed it would be important for assurances to be monitored
4

Item added to programme for July 2021.
The Trust’s contract register
6
Legislation to ensure contractors pay the same tax and NI contributions as equivalent employees
5

2

380

carefully at both Audit Committee and Board level.
07.7

ICT programme and project management
A Chronias explained that the audit had been arranged to test the impact of the new
change methodology for ICT projects. Two projects prior to the implementation of the new
methodology had been selected and a third using the new methodology. Results were as
anticipated and the use of the Evolve system by Capita would, in future, become a
contract requirement.

07.8

It was confirmed that the change control notices (CCN) clearly captured the changes
required; delays were attributed to Capita’s response to the requirements. CCNs were
included with Finance Committee papers and further details were available on request.

07.9

D Takodra explained that 2 overdue recommendations relating to partnership
arrangements had been paused due to the pandemic and that NHS Digital had moved the
submission date for the DSP toolkit to 30.06.21, thus the part I and II audits would be
delayed until April and May 2021.

07.10

Retirement gifts and long service awards & HR processes
Members noted with concern the two limited assurance reports on HR issues.
See action AAC/01/21 above.

07.11

ICS benchmarking report 7
Members noted that there were common concerns across Trusts about the move to
integrated care systems and that decision-making processes and risk management
arrangements would need to be carefully considered.

07.12

Resolved
The Committee noted the internal audit progress report and thanked the audit team for
their work in delivering the plan.

07.13

See also action AAC/01/21 above in relation to HR limited assurance reports.

AC/08/21
08.1

Draft internal audit plan 2021/22
Due to the pandemic, it would not be possible to arrange a Board seminar in order to seek
input from the Board collectively; this approach had previously proven valuable in
identifying areas, pro-actively, where further assurance might be required. It was
suggested that it would be helpful for the plan to be circulated to Board members for
comments 8.
Resolved
The plan was approved, subject to Board comments / feedback.

08.2
AC/09/21
09.1

Counter fraud progress report
G Higginson confirmed that the plan, now being delivered remotely, was progressing well.
Following publication of Disclosure UK data relating to payments and benefits in kind
made by pharmaceutical industry to healthcare professionals, it had been identified that 3
of the 5 individuals in receipt of payments had failed to make conflict of interest
declarations. Action had been taken to ascertain the reasons for non-disclosure.

09.2

The Trust’s response to the NHS Counter Fraud Authority fraud prevention guidance
impact assessment had been made, and it had been confirmed that the Trust had taken
7
8

Report highlighted to A Whateley as ICS lead on 15.01.21
Sent 15.01.21

3
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appropriate action for the reporting period.
09.3

In response to members’ questions regarding cases, G Higginson confirmed that:
CF/003347/20 – new intelligence had been provided which was being considered,
therefore the case had not been closed.
CF/003456/20 – this was a complex case where primacy sits with a separate Trust. Delays
were attributed to ensuring other offences are raised at the interview under caution – date
to be confirmed by individual.
CF/003511/20 – there had been some issues relating to access to data, subject had now
been interviewed.
CF/003594, 3595 and 3596/21 – opened on 13.12.21 - were 3 different individuals in
receipt of pharmaceutical company payments.

09.4

J Chotai noted that the Trust had contributed to delays in investigations and that such
delays unfortunately diminished the value of investigations.

09.5

Benchmarking report
The report had been updated to include national data, showing that CLCH was in a
positive position compared to other community provider organisations.

09.6

Resolved
The Committee noted the counter fraud progress and benchmarking reports.

AC/10/21
10.1

Single tender waivers
In response to questions, M Fox confirmed that:
Fleet – the car leasing supplier contract had been extended for a year while a procurement
exercise is undertaken.

10.2

Interserve – the contract for facilities management in Hertfordshire had been extended
when West Herts community services had been mobilised with a view to market testing,
however due to the pandemic this had been delayed. Members noted that while prices
might be competitive, quality of the service was paramount. E Hale confirmed that a good
service had been provided during the pandemic but agreed that the contract for all CLCH
facilities management services needed to be reviewed / retendered.

10.3

It was agreed that M Fox would check the accuracy of the date included in the report
(waiver period states to April 2021).
Action AAC/02/21 (M Fox)
Resolved
The Committee received the single tender waiver report for the period 01.10.210 to
09.12.20 (18 waivers, value £1,422,899).

10.4
AC/11/21
11.1
AC/12/21
12.1
AC/13/21
13.1

Losses and special payments
Resolved
The Committee noted that no losses or special payments had been made since October
2020.
Bad debt write-offs
Resolved
The Committee noted that salary overpayments (3) had been written off since the meeting
in October (value £893.31).
External audit plan 2021/22 and progress report
D Gibbs introduced the report – explaining the changes to the value for money (financial
sustainability; governance and improving economy, efficiency and effectiveness)
4
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assessment and the risk areas for audit. The auditors would ensure that they minimised
the burden on CLCH staff as far as possible. M Fox was confident that the finance team
were well prepared to facilitate the audit.
13.2

Resolved
The Committee noted the 2020/21 audit plan and personnel involved.

13.3

It was noted that the reporting timetable for submission of NHS final accounts had been
extended by 2 weeks.

AC/14/21
14.1

Annual report and accounts project plan and timetable
An overarching plan had been prepared, identifying leads for production of all component
parts. E Hale had kindly agreed to take the lead for the annual report, given that
A Whateley had been temporarily redeployed to lead the South West Division.

14.2
14.3

Accounts plan and timetable
A detailed year-end timetable for the accounts had been prepared.
Resolved
The plan and timetable for production of the annual report and the accounts timetable
were noted.

AC/15/21
15.1

Review of standing orders and standing financial instructions (SOFI)
M Fox summarised the proposed amendments to harmonise the SOFI with the petty cash
policy (revised in response to the pandemic), strengthen estates procurement and
approval levels for capital business cases and the acceptance and authorisation of tenders
and pre-qualification questionnaires responses.

15.2

It was suggested that it would be helpful to compare the proposed new financial limits with
4 other organisations.
Action AAC/03/21 (J Walbridge)

15.3

It was agreed that the executive leadership team membership and capital investment
group should be defined.
Action AAC/04/21 (M Fox)
Resolved
Subject to the actions above, the SOFI were agreed for Board approval on 28.01.21.

15.4
AC/16/21
16.1

Board assurance framework (BAF) Q3
B Hatifani had confirmed by email that a Brexit risk had been identified and included in the
Board version of the paper for January.

16.2

It was agreed that scores for BAF risk 2393 and 2467 (COVID) should be reviewed, given
the risk of the new variants and potential impact on staff – a priority for the Board. M Fox
would discuss scores with C Sheldon and J Medhurst.
Action AAC/05/21 (M Fox)
Resolved
The proposed changes were agreed, subject to the action above, for Board consideration
on 28.01.21.

16.1
AC/17/21
17.1

Risk register- review of risks 15 and above assigned to the Audit Committee
Resolved
It was noted that there were no event or reputational risks rated 15 and above.

AC/18/21

Review of accounting policies/developments
5
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18.1
AC/19/21
19.1

Resolved
It was noted that the implementation of IFRS 16 had been delayed for a further year to
April 2022.
Lessons learned during pandemic (non-clinical)
Members welcomed the interesting report, capturing lessons learned by non-clinical teams
working during the pandemic (what had worked well and what could be done better). Key
themes had been identified and the team planned to continue to collate lessons from
teams through the pandemic. While generally encouraging, it was noted that the
redeployment of clinical staff had not been as positive.
Resolved
The (non-clinical) lessons learned report was noted.

19.2
AC/20/21
20.1

New and outstanding control issues
Of the 7 open control issues, 5 related to HR - these had been escalated; see action
AAC/01/21 above.
Resolved
It was agreed that the new control issue in relation to the COVID charitable funds bid
(UN54) could be closed 9.

20.2
20.3

It was noted that the retrospective agency booking issue (UN50) could not be investigated
during the pandemic.

20.4

The Committee noted the outstanding control issues.

AC/21/21

Audit Committee programme
Resolved
The programme for 2020/21 was noted.

21.1
AC/22/21
22.1
AC/23/21
23.1

Update on regulations and guidance
Resolved
The update was noted.
Gain assurance on the development and implementation of new contractual and
partnership frameworks under the NHS long term plan as required
Due to circumstances, it had not been possible to provide assurances as anticipated,
however the objective would be repeated for the year 2020/21.
Resolved
The position was noted.

23.2
AC/24/21
24.1

Gain assurance on the impact of ICSs/STPs and the integration of new geographies
and services into the CLCH governance and control Framework
The Board session on 05.01.21 to consider the NHSE/I integrated care system (ICS)
legislation engagement exercise had been useful.
Resolved
The paper summarising the current position was noted.

24.2
24.3

It was agreed that the questions raised in advance and at the Board session on 05.01.21
should be revisited. J Walbridge to discuss with A Whateley and include in the programme
for an update in April 2021.
9

Update received 14.01.21

6
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AC/25/21
25.1

Draft Audit Committee objectives 2021/22
Resolved
The objectives were agreed, subject to correction of objective 4 to read ‘gain assurance on
the development of the ICS model and implementation of new contractual and partnership
frameworks under the NHS long term plan as required’ 10.

AC/26/21
26.1

Risks and issues identified for which further assurance is required
Given the unusual approach to the Brent and Harrow Community service bid (discussed at
the Board meeting of 07.01.21 but not considered by the Finance Committee due to the
short timescale for submission), M Fox agreed to record risks in relation to the process
and potential mobilisation of the service and to share the planned approach and control
processes with members.
Action AAC/06/21 (M Fox)

AC/27/21
27.1

Meeting reflections/comments on what worked well or otherwise
A good meeting, managed in a short timeframe.

AC/28/21
28.1

Dates of 2021/22 meetings
The following meeting dates were confirmed:
15.04.21; 20.05.21; 15.07.21; 14.10.21; 13.01.22.

The meeting closed at 1040 hours

Signed……………………………………………………. Date ……………………………………..
Clive Sparrow, Audit Committee Chair

10

Completed 14.01.21

7
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Audit Committee

Minutes of the (MS Teams) meeting held on Thursday, 15 April 2021
Present 1:
Clive Sparrow
Jitesh Chotai
Jane Slatter

Non-Executive Director (Committee Chair)
Non-Executive Director
Non-Executive Director

In attendance:
Andrew Chronias
Andrew DeSwarte
Mike Fox
Dean Gibbs
Malcolm Hall
Billy Hatifani
Gemma Higginson
Clarence Mpofu
Dakshita Takodra
Michael Turkson
Jayne Walbridge
Anne Whateley

Chief Information Officer (part)
Head of Financial Control
Director of Finance, Contracting and Performance
Director KPMG (external audit)
Director of Operational Finance
Deputy Chief Nurse (Director of Quality and Safety) (part)
RSM (local counter fraud service)
TIAA (internal audit)
TIAA (internal audit)
CLCH Engagement Manager, KPMG (external audit)
Trust Secretary
Director of Partnerships and Integration (part)

AC/29/21
29.1

Private meeting with internal auditors
A private, members only, meeting with the internal auditors had been arranged earlier the
same day.

AC/30/21
30.1

Welcome, introductions and apologies
All members were present.

AC/31/21
31.1

Interests to declare
There were no interests declared.

AC/32/21
32.1

Minutes of the Audit Committee meeting 14 January 2021
The minutes of the meeting held on 14.01.21 were agreed as an accurate record for
signature by the Committee Chair.

AC/33/21
33.1

Matters arising and action log
It was agreed that completed actions could be closed.

33.2

AAC/39/19 – payroll enablement
In response to questions, L Johnson had confirmed by email that the pay for individuals on
payroll enabled rosters was purely determined by the information held on the roster; a pay
file being submitted at month end to extract the data automatically from the rosters.

33.3

J Chotai welcomed this progress, noting the importance of the process and need for robust
controls, in light of the control issues identified in relation to payroll errors, it was
suggested that it would be useful to monitor progress, particularly when full coverage has
been achieved.
1

Quorum two members
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33.4

AAC/02/21 – Hertfordshire procurement
M Fox confirmed that the Hertfordshire-wide contract had been awarded to Interserve with
which the Trust would continue to work. Hard facilities management would be provided
through a sub-contract with ISS via Capita. There had been no issues raised regarding
the quality of service provision and the outcome supported value for money.

33.5

Matters arising and escalation meeting
Following the January meeting, members had asked to discuss their concerns about HR
processes with the Chief Executive. The report and minutes from this escalation meeting,
held on 02.03.21, had been included with papers.

33.6

It was agreed that the meeting had been useful and helpful to understand the status of the
HR transformation programme. Given the track record of HR delivery and slippage
compounded by unsatisfactory progress reporting, however, a single meeting could not
provide complete assurance. Members agreed that the Audit Committee should keep the
position under review to ascertain whether planned dates are achieved and how progress
and follow up of actions over the next few months is reportedT.

33.7

A separate meeting to consider workforce governance arrangements between committees
had been arranged for NEDs on 26.04.21.

AC/34/21
34.1

Internal audit progress report
D Takodra introduced the report, confirming that 3 reports had been finalised since the
meeting in January:
PPE stock
reasonable assurance
Key finance controls - phase 2
reasonable assurance
Data quality – ethnicity category coding
substantial assurance

34.2

PPE Stock
J Slatter noted the decision not to invest (£100k) in a PPE stock control system,
questioning whether, given the longer term and possible permanent requirements for PPE,
it would be helpful to set a review date on this decision. M Fox agreed that this was a fair
challenge which should be considered further.
Action AAC/07/21 (M Fox)
Key finance controls
In response to questions, D Takodra confirmed that the £590k unallocated credit balances
related to non-NHS companies, of which the majority had been cleared / had valid
explanations.

34.3

34.4

Data quality – ethnicity category coding
It was noted that the audit, which had included both staff and patients, was important in
support of addressing inequality.

34.5

Long service (loyalty) awards
A revised date of 30.06.21 had been included, in order for amendments to the policy to be
considered by ELT and approved by the Charitable Funds Committee in June. The
Committee agreed this was acceptable.

34.6

There was a discussion about how data to support the criteria 2 which was equitable but
somewhat complex, would be collated manually by the HR team.
2

All employees employed by CLCH, its predecessor organisations and services transferred under
2
2
TUPE regulations – for a period of 25 years will be offered a long service award.

2
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34.7

BAF and risk management (impact of ICS related decisions)
A revised date of 30.05.21 had been included, due to competing priorities. Members
stressed the importance of capturing risks related to the development of ICSs.

34.8

Resolved
The Committee noted the internal audit progress report – highlighting the zero tolerance
approach to outstanding recommendations.

34.9

Members thanked the internal audit team for their work during the year.

AC/35/21
35.1

Internal audit plan 2021/22
Given the emergent STP/ICS agenda, members were surprised that no audits had been
planned and also questioned whether further / repeat audits in relation to workforce should
be considered.

35.2

D Takodra confirmed that an agile approach would be taken and that the plan was formally
reviewed quarterly with M Fox. In relation to STP/ICS audits C Sparrow highlighted that
risks related to the ambiguous position and accountability arrangements (particularly in
London) before ICS guidance / legislation is published. It was noted that this will be
considered as part of the Board session arranged for June 2021. With regards to
workforce, D Takodra confirmed that 15 days had been allocated, with the intention of
undertaking preliminary reviews to look at performance and assurance. This information
would then be used to inform the plan; further days could also be agreed if necessary.

35.3
AC/36/21
36.1

36.2

Resolved
The internal audit plan was approved, subject to the caveats above.
Combined annual report and head of internal audit opinion (HOIA)
C Mpofu introduced the report summarising the work over the year, confirming that the
total number of audits was 13. Whilst there had been 3 limited assurance reports,
compared to 0 in the previous year, it was anticipated that audits would support
improvement and, specifically, that HR process controls were expected to improve.
Resolved
The report was noted, with thanks to the audit team for their important work to support
assurance processes.

AC/37/21
37.1

Counter fraud progress report and functional standard briefing
G Higginson confirmed that the national fraud initiative matches had been published. The
team would consider 10% of the payroll matches and all high risk payroll matches and a
10% sample of the remaining payroll matches, eg secondary employment.

37.2

Following release of the new requirements and confirmation of the submission process for
the year, the team would populate the submission for agreement with M Fox and C
Sparrow prior to submission by 31.05.21. Proactive work included a refresh of the counter
fraud information on the hub.

37.3

Question in advance had been received regarding the increase in potential frauds and
delays in progressing investigations. G Higginson was not concerned about the number of
new (potential) frauds; several had come later in the year (7), as this indicated a positive
reporting culture.

37.4

Case 3347
3
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Further to the report, there had been a further allegation in relation to the individual which
contained verifiable information and thus the case could now progress at pace. The
Counter Fraud Authority would be asked to investigate.
37.5

Case 3456
The subject had been interviewed under caution in March 2021, the primary offence
related to another Trust. HR had confirmed that the line manager was satisfied that there
were no risks to the Trust while enquiries are completed.

37.6

Case 3511
Financial recovery of the duplicitous / inflated travel expense claims was underway.
J Slatter was not satisfied with the comments from HR, noting that the case had been
identified in September 2020 and had been substantiated. While it was cited that the case
would be managed by employee relations, there was no date when this would be complete
which was unacceptable.

37.7

It was agreed that it would be helpful to accept M Fox’s offer to ask HR colleagues to
provide full responses about action taken and the expected closure date for individual
cases in future.
Action AAC/08/21 (M Fox)

37.8

In response to questions about the corporate credit cards, M Fox confirmed that there
were 8 cards which were reconciled monthly. A new card (£50k limit) had been issued only for use in relation to overseas recruitment and this would be strictly enforced. It was
anticipated that the number of cards issued would be reduced when emergency pressures
in relation to COVID had decreased.
Resolved
Members thanked G Higginson for the comprehensive progress update and received the
functional standard briefing.

37.9
AC/38/21
38.1

Draft counter fraud plan 2021/22
Resolved
The draft plan, which had been designed to demonstrate compliance with the recently
released NHS requirements to meeting government functional standard 013 counter fraud,
was approved.

AC/39/21
39.1

Single tender waivers
During Q4, 37 3 waivers (total £8.23m) had been signed off. Members were disappointed
about the number of value of waivers, including a significant sum for corrective action
(£0.78m).

39.2

In response to questions, M Fox acknowledged that the number of waivers was a concern.
There had been a frank discussion at ELT to reinforce that the Trust must be able to
demonstrate compliance with procurement regulations and value for money. While early
actions in response to the pandemic had been reasonable and legitimate, it had been
emphasised that waivers could only be used as a last resort.

39.3

Members were concerned that controls had slipped and that COVID was not the sole
reason for the high number of waivers, for example those in relation to contracts which had
expired. M Fox agreed that the Trust must return to pre-COVID disciplines and that it was
poor practice to use such a high number of waivers.
3

25 of which attributed to pressures from the COVID response.
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39.4

In response to questions regarding fleet management, M Fox reported that fleet cars were
leased via a compliant route, however in order to demonstrate value for money, quotations
for both vehicles and insurance would, in future, be sought and acted upon – about which
the Committee would be updated.
Action AAC/09/21 (M Fox)

39.5

M Fox assured members that there had been no lapse in checks on new suppliers before
payments had been made via the ledger. The issue was staff ordering direct from new
suppliers, for example due to urgency, with waivers later required to correct the process.

39.6

The Grant Thornton contract extension had been agreed on the basis that it would end in
May 2021.

39.7

The Cocoon gifts were procured to thank staff for caring through COVID as part of a
national policy to recognise staff efforts. Options had been limited due to the scale and
urgency of the initiative.

39.8

A comparison of prior year waivers was provided:
Year
Value (and number)
Note
2020/21
£22.1m (97)
25 waivers related to COVID
2019/20
£5.9m (70)
Hertfordshire contract included
2018/19
£2.2m (45)
2017/18
£2m (29)

39.9

M Fox confirmed that the, in future, the detailed analysis will include the exact names of
the companies 4 involved and also confirmed that there was paperwork to support all
waivers.
Action AAC/10/21 (M Fox)

39.10

It was noted that the Trust did not have a strong record on contract management and that,
while any system was vulnerable to human error, a robust approach was essential and
solutions would need to be found to support the innovation projects cited in the report.
Action AAC/11/21 (G Higginson)
Resolved
Members noted the report, reiterating their concern about the number and magnitude of
tender waivers. An increase in the value of waivers from £2m to £22m over 3 years was
unacceptable by any standard.

39.11

39.12

It was agreed that M Fox would share the Committee’s questions and comments with ELT.

AC/40/21
40.1

Action AAC/12/21 (M Fox)

Losses and special payments
Two payments had been made. In response to questions, M Fox confirmed that the
compensation for stress was related to paediatric continence supplies at the suggestion of
the Ombudsman 5. J Slatter suggested that it might be useful to take legal advice before
making such payments which can set a precedent. M Fox agreed to share this feedback
with the complaints teamT.
Resolved
The Committee noted that payments totalling £400.79p had been paid in February 2021.

40.2
4
5

As registered at Companies House
Parliamentary Health Service Ombudsman advice and framework for recompense

5
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AC/41/21
41.1

Bad debt write-offs
Resolved
It was noted that 3 invoices (total £1,784.63) relating to salary overpayments had been
written off since the last meeting in January 2021.

AC/42/21
42.1

External audit progress report
Value for money (VFM)risk assessment
As previously advised, an enhanced (dynamic) risk assessment would be undertaken and
at year-end, the auditor’s report (to be published with the accounts) would include a
commentary on the value for money arrangements in place and any significant risks. To
date a lot of good practice had been identified, particularly during COVID, for example
remote working. Given the earlier discussion about tender waivers, this might feature as a
comment in the report.

42.2

In response to the questions regarding the policy decision in relation to annual leave
carried forward, D Gibbs confirmed that it would be important to show that the control total
had been met as required, while recognising that the bottom line would include the
allowable overspend for the annual leave accrual. In response to J Chotai’s question
regarding the impact on the Trust’s segment rating, M Fox confirmed that he was in
contact with KPMG. Ultimately the position would be an allowable overspend (£1.1m) and
that nationally organisations were considering how this should be described to ensure
consistency in reporting. D Gibbs did not think this was a significant risk from the
perspective of KPMG.

42.3

D Gibbs confirmed that the VFM work had included a paper review of ICSs and
governance arrangements looking at CLCH processes only. It was agreed that it would be
helpful to check whether key matters impacting on the Trust have been through the Board.
Action AAC/13/21 (M Turkson)

42.4

In response to questions regarding improved oversight of agency expenditure, M Fox
highlighted that while there had been a recent increase linked to the pandemic (from £6m 7.3m), some years before costs had been as high as £20m despite a lower turnover. It
had recently been necessary to go off framework and above capped expenditure to source
additional staff to manage service delivery and recovery related to COVID. Such decisions
had been time limited (to 31.03.21) and reviewed at a senior group which he chaired.

42.5

The submission date for the annual report and accounts had been postponed to 15.06.21,
however, it was agreed to keep to the original Committee date (20.05.21) and to manage
any late guidance as necessary.

42.6
AC/43/21
43.1

Resolved
The external audit progress report was noted.
Final accounts progress report
M Fox confirmed that the team were on track to complete the accounts within the original
deadline and that revised controls for the agreement of balances were working well.

43.2

Resolved
The Committee noted the verbal update.

AC/44/21
44.1

Board assurance framework (BAF) Q4
B Hatifani introduced the report (15 approved risks, 2 new risks proposed).

44.2

The following specific BAF risks were discussed in detail:
Risk 1961
In response to questions regarding the gaps in controls
6
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Cyber security

and assurance, A Chronias agreed to review Datix.
There had been a delay with the planned penetration
test linked to the data centre move (15.04.21), for further
review at the patient safety and risk group.

Risk 2393
Staff sickness due to COVID

Members had asked whether the Committee (as
principal assurance committee for this risk) should
receive updates from the Medical Director; it was
proposed and agreed that updates would be provided by
the Director of Quality and Safety as part of his report on
Risk Register.
The suggestion that the risk score should be higher (eg 4
x 4 = 16) given the duration, ambiguity and lack of clarity
in London was agreed by Members. A Whateley would
review.

Risk 2485
ICS and system governance

44.3
AC/45/21
45.1
AC/46/21
46.1

Risk 2543 (new)

The new risk in relation to vacancy rate impact on
services was agreed subject to review of the gaps in
controls and assurance.

Risk 2565 (new)

The new risk in relation to the consequences of the
pandemic on staff well-being and ability to work was
agreed.

Action AAC/14/21 (B Hatifani with A Chronias and A Whateley)
Resolved
Subject to the actions above, the BAF was agreed for Board approval in May 2021.
Risk register- review of risks 15 and above assigned to the Audit Committee
Resolved
It was noted that there were no event or reputational risks rated 15 and above which were
not included in the BAF.
Draft annual governance statement
Resolved
The draft annual governance statement was agreed, subject to finalisation of information
not yet available. The final report (including tracked changes) would be included with
papers for the meeting in May.

AC/47/21
47.1

Data quality framework implementation plan – update
A Chronias confirmed that, thanks to the hard work of staff, the Trust was now in the top
20% of the data quality maturity index (DQMI). The data quality forum would resume in
April.

47.2

In response to questions, A Chronias explained it was difficult to ascertain the impact that
the Brent and Harrow contract may have on data quality plans, however the team planned
to review LNW published data (though this would be a mixture of acute and community
information) to help understand any risks. With regards to data assurance in relation to
housekeeping issues within clinical systems and impact on patients, A Chronias explained
that outstanding tasks slowed the system; therefore, there was an incentive to keep
records up to date. While there were some risks relating to demographic changes and
privacy notifications, he would check that the general risk covered specific risks.
Action AAC/15/21 (A Chronias)
7
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47.3
AC/48/21
48.1

48.2
AC/49/21
49.1

Resolved
The Committee noted the progress and priorities associated with the data quality plan.
Trust policies (all) list including review dates and any policies overdue – annual
review
B Hatifani introduced the report confirming that there were some 247 live policies on the
system. This was supported by a rigorous process to review policies including those with
amber ratings.
Resolved
The Committee noted the positive position and thanked the team for their important work.
Partnership working at scale (STP/ICS) – arrangements in place, processes and
controls (including any shared decision making / governance arrangements)
A Whateley introduced the report which included, as far as possible, responses to issues
raised by at the Board meeting in January 2021. Given that the legislation had not been
confirmed, some things were developing and remain ambiguous. At present, therefore, the
Audit Committee cannot be assured over ICS accounting arrangements, risk management
arrangements or information flows.

49.2

There was a discussion about NHSE/I power to direct providers – specifically the regional
approach with London prohibiting NED appointments. A Whateley explained that NHSI
had always held the regulatory power to make NED appointments (for NHS Trusts);
however it was possible that in the future the ICS may take on some of these powers.

49.3

In response to questions, A Whateley confirmed that the proposal for NCL was that it
would be constituted from NEDs from individual provider organisations in the first year;
A Greatley was considering the community representative role. Other partnership boards
had not yet been constituted. A Whateley had spoken to the regional ICS development
lead about NED representation which was likely to evolve as were the accounting and risk
management arrangements.

49.4

With regards to potential collaborative audit committee arrangements within each ICS, this
was deemed possible; governance arrangements were being considered.

49.5
AC/50/21
50.1

Resolved
The partnership update was noted. An externally facilitated Board development session
had been arranged for 24 June 2021.
Committee – annual self-assessment
C Sparrow thanked members and attendees for their feedback which was positive.
Comments were discussed with the following conclusions:
• That change in estimation techniques should be included routinely in the annual
changes in accounting policy reportP.
• That, together with the annual statement from the external auditor about non-audit
work; it would be helpful to have a written policy statement.
Action AAC/16/21 (J Walbridge and D Gibbs)
•

That it would be useful for the BAF to routinely state what is being done to close gaps
in controls or assurance – which M Fox would discuss with B Hatifani and C Sheldon.
Action AAC/17/21 (M Fox)
8
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50.2

Resolved
The positive outcome of the annual self-assessment was noted, subject to the actions
above.

AC/51/21
51.1

New and outstanding control issues
Payroll errors
The control issue (staff pay and pensions) had been identified through due diligence in
preparation for the transfer of the payroll and pensions service from Capita to London
North West University Healthcare NHS Trust (LNW). Work was underway to rectify all
issues before 30.04.21, with the exception of working time directive payments to bank staff
which would take longer.

51.2

A total of 115 staff had been affected (liability £239k); this was for a period of time predating and including the Capita contract.

51.3

A review of processes had been undertaken to ensure there is assurance the problems will
not recur and a further due diligence exercise would be undertaken prior to the transfer to
LNW who had been very helpful in support of the rectification process, calculations and
controls.

51.4

It was acknowledged that the impact on individuals, some of whom were owed significant
sums, reflected poorly on the organisation. It was also noted that, together with lost
income, there could be tax threshold and pension implications which would need to be
managed to ensure staff do not incur losses (though some may have already been
adversely impacted by not receiving their correct pay). A letter of apology would be sent to
each member of staff setting out what they would receive as soon as possible with contact
details for further advice.

51.5

Members were disappointed that the situation had occurred with the following comments:
• Concern about the impact on tax and pension
• Whether staff would seek compensation for detriment and loss, for example those who
may have taken out loans
• That the problem had been apparently unnoticed and had only been identified through
the Capita exit programme
• The extent to which HR, finance and managers should have known through the budget
/ incremental increases and whether controls are effective.
• Whether an annual review and periodic external review should be planned
• That the problems were indicative of fundamental flaws in controls, for example
previously when expenses had been taxed incorrectly
• Whether there were more problems to be uncovered.

51.6

M Fox confirmed that any claims would be managed on a case-by-case basis and that the
Trust was working with the Pensions Agency to correct employer and employee
contributions, mindful of the need to manage the implications on final salaries. Where
appropriate, Capita would be asked to reimburse costs. The team believed that they had
found the root causes and as well as ineffective controls, the problem had highlighted the
importance of NHS expertise in pay and pensions, for example the relationship between
salary and pension contributions.

51.7

It was noted that while L Johnson was the director responsible for payroll, M Fox would
manage problems identified as part of preparations for the move to the new payroll
provider; therefore, he would consider the comments and issues raised urgently in order to
provide further assurance to members.
ACTION AAC/18/21 (M Fox)
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Other control issues
M Fox confirmed that he would conclude the issue in relation to retrospective agency
bookings in AprilT.

51.8
51.9

Members were disappointed that, with the exception of UN55 (payroll), updates were poor,
did not confirm that control issues had been resolved, or give any indication of when
issues would be addressed.
ACTION AAC/19/21 (L Johnson)
Resolved
Members noted the report in relation to payroll errors, concluding that controls must be
strengthened, that managers must receive guidance and that staff must be given a high
quality service – see action AAC/18/21 above.

51.10

AC/52/21
52.1

Update on regulations and guidance
Resolved
The update was noted.

AC/53/21
53.1

Risks and issues identified for which further assurance is required
Issue in relation to unacceptable level of tender waivers for which action has been agreed.
Risk in relation to the impact of the new Brent and Harrow contract on data quality for
which action has been agreed.
Control issues in relation to payroll errors – which M Fox would continue to manage as the
lead for contracts.

AC/54/21
54.1

Meeting reflections/comments on what worked well or otherwise
Some important issues covered comprehensively with the appropriate amount of time for
each topic. Some new issues had been identified which required careful consideration.

AC/55/21
55.1

Dates of next meetings:
15.04.21; 20.05.21; 15.07.21; 14.10.21; 13.01.22.

The meeting closed at 1200 hours

Signed……………………………………………………. Date ……………………………………..
Clive Sparrow, Audit Committee Chair
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KEY PERFORMANCE INDICATOR SCORECARD
Population Health: Improving the health of our patients and staff
KPI Name
1.1

Making every contact count - uptake of level 1 training

End of Year
Target
95%

KPI Description of calculations
The percentage of clinical staff who have undertaken level one training - reporting from Q3 with target of 95% clinical staff
by year end. (Q1 course preparation Q2 baseline)

Strategy Implementation: Implement strategic priorities of integration and place
KPI Name
2.1

Assessment of Trust actions related to STP Integration

End of Year
Target
TBC

KPI Description of calculations
An integrated assessment of metrics that support integration of adult services with local partners in line with integrated care
systems and the NHS long-term plan

Quality: Maintain and improve the quality of services delivered by CLCH moving from good to outstanding

KPI Name

3.1

Proportion of clinical incidents that do not cause harm
(moderate to catastrophic categories)

End of Year
Target

KPI Description of calculations

97%

This KPI will compare like for like incidents across the Trust that were reported as moderate or above

3.2

Friends and family test - percentage of people that would
recommend the services

95%

The calculation of this KPI reflects the percentage of those respondents that gave either an "extremely likely" or "likely"
response to the survey question 'How likely is it that you would recommend this service to a friend or family if they needed
it', minus those who would not recommend (response categories; "neither likely or unlikely", "unlikely" and "extremely
unlikely"). The survey to generate the responses for this KPI is the monthly patient experience survey

3.3

Percentage of deaths requiring PRISM for which a review
was conducted

100%

Percentage of eligible deaths in CLCH that are reviewed using CLCH screening tool in line with policy

3.4

Percentage of statutory and mandatory audits undertaken
by the Trust

100%

Percentage of statutory and mandatory audits undertaken by the Trust

3.5

Percentage of staff recommending CLCH to their friends
and family as a place for treatment

75%

Percentage of staff recommending CLCH to their friends and family as a place for treatment

Finance: Deliver the 19/20 financial plan
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KPI Name

End of Year
Target
100%

KPI Description of calculations
This KPI reflects the financial position of the year to date 'actual' QIPPS achieved as a percentage of the year to date planned
position

4.1

Recurrent value of QIPP delivered against target

4.2

Income and expenditure performance

4.3

Cash balance performance

£11,970k (year
Cash balance compared to plan
end)

4.4

Recurrent surplus/deficit delivered against target

£200k surplus
Recurrent surplus/deficit compared to plan
(excluding PSF)

£3.2m (year
end)

Income and expenditure surplus compared to plan

Operations: Deliver key service standards to patients

KPI Name

End of Year
Target

KPI Description of calculations

5.1

18 week wait RTT

92%

18 weeks from referral to first definitive treatment

5.2

Waiting Times - Referral to treatment (non-consultant
services)

TBC

Percentage of patients seen by the Trust within 18 weeks (all) and percentage of patients seen by Trust RTT

5.3

Urgent Care Operation Standard

95%

A&E/UCC maximum waiting time of 4 hours from arrival to admission/transfer/ discharge
(national definition)
Percentage performance against 95% standard

5.4

Delayed Transfer of Care (DTOC)

3.5%

Percentage of bed days lost to DTOC

5.5

Rapid Care - 2 hour rapid response

TBC

Percentage of patients seen within 2 hours within commissioned two hour services

Workforce: Make CLCH a great place to work for everyone

KPI Name

End of Year
Target

KPI Description of calculations
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6.1

Percentage of staff that recommend CLCH as a place to
work

6.2

Vacancy rate for all staff (clinical staff vacancy rates, clinical
staff retention, as measured by turnover rates, and clinical
staff recruitment turnaround times to be addressed in the
commentary)

6.3

Staff appraisal rates

6.4

Percentage of staff appointed in the recruitment process
from a BAME background at band 7 and above

62%

This KPI is collected quarterly via the Trust's Pulse Survey for Q1, Q2 and Q4 with the national staff survey covering Q3. The
measure reflects those staff who agree or strongly agree with the question asking staff whether they would recommend the
Trust as a place to work. The percentage is calculated against total number of responses for that question

8% by March
2020

This KPI reflects the vacant full time equivalent (less frozen posts) divided by the budgeted establishment. Data is taken from
two sources namely the ESR system and the General Ledger.

90%

36% recurrent

This KPI shows the number of staff assignments appraised as a percentage of the number due for appraisal in the same
period. The ESR and E-PADR systems provide this data
This KPI shows the percentage of external appointments (exc TUPE and inc medical instead of post) of staff from BME
background at bands 7 and above

Digital Transformation: Implement the Vision of the NHS Long Term Plan

KPI Name

End of Year
Target

KPI Description of calculations
The percentage of CLCH relevant patches applied and tested within appropriate security timescale as defined by priority and
technical assessment, to provide assurance of the ability to resist a cyber attack*

7.1

Cyber security

100%

7.2

Integrated/shared records

70%

Active patients on systems providing integrated/shared records capability with GP

7.3

Real time recording

90%

Contemporaneous record keeping for domiciliary based services recorded within an hour of the contact end

*Patches will be defined as relevant if they apply to the CLCH IM&T Infrastructure and systems in use. Alerts deemed urgent
or critical will be applied at either the next monthly patch window or as an emergency release, otherwise patches will be
applied in the patch window following alert to allow time for impact assessment and testing.

Percentage of non F2F contacts (digital, telephone, and video delivery)
7.4

Contact method

40%

Performance levels are not currently routinely monitored, the target will be baselined in the first six months of 2019/20 in
order to set a target for the last six months of the year
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Acronym
Alphabetical by
abbreviation
A&E
AAC
AAU
AC
ACO
ACP
ACS
ADQ
AFC
AHP
AHSC
ALB
APCS
AQP
BAF
BAIR
BAME
BAU
BCM
BCP
BGAF
BGM
BHH
BIPA
BLS
BMA
BNF
BPM
BPO
CAF
CAMHS
CAS
CASH
CAU
CAUTI
CBU
CCG
CCN
CCN
CCT
CCU
CD
CDS
CDS
CEG
CEPN

Description
Accident & Emergency
Appointments Advisory committee
Acute Assessment unit
Audit Commission
Accountable Care Organisation
Advanced Care Plan
Accountable care system
Associate Director of Quality
Agenda for change
Allied Health Professional
Academic health science centre
Arms Length Bodies
Allied Primary Care Services
Any Qualified Provider
Board Assurance Framework
Bank, agency and interim reduction (internal project)
Black and minority ethnic
Business As Usual
Business Change Management
Business Change Management
Board Governance Assurance Framework
Board Governance Memorandum
Brent, Harrow, Hillingdon (Clinical Commissioning Groups)
Business Intelligence Performance Analytics
Basic Life Support
British Medical Association
British National Formulary
Business Process Management
Business Process Outsourcing
Common Assessment Framework
Child and Adolescent Mental Health Services
Central Alerting System
Contraceptive and sexual health
Child and Adolescent Unit
Catheter associated urinary tract infection
Clinical Business Unit
Clinical Commissioning Group
Change Control Notice
Children’s Community Nursing
Community care team
Coronary Care unit
Controlled drugs
Child Development Service
Commissioning Data Set
Clinical Effectiveness Group
Community education provider network
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CET
CFT
CHC
CHD
CHIH
CHIN
CHIS
CIC
CIG
CIO
CIP
CIP
CIS
CLCH
CLIPS
CMDB
CNST
CoHo
COO
COPD
COT
CP
CPC
CPP
CQC
CQUIN
CRL
CRS
CSRR
CSS
CSU
CSV
CTOP
CWHHE
CYP
DATIX
DBS
DDO
DGH
DH
DH or DoH
DN
DNA
DNACPR
DOLS
DPA
DPwSI
DQ

Clinical Effectiveness Team
Community Foundation Trust
Continuing Health Care
Children’s Health and Development (one of our operational divisions)
Child Health Information Hub
Community Health Integrated Networks
Child Health Information System
Community interest group
Capital Investment Group
Chief Information Officer
Continuous Improvement Plan
Cost Improvement Programme
Community Independence Service
Central London Community Healthcare NHS Trust
Complaints, Litigation, Incidents, PALS and Safeguarding
Configuration Management Database
Clinical Negligence Scheme for Trusts
Community Hospital
Chief operating officer
Chronic Obstructive Pulmonary Disorder
College of Occupational Therapists
Child Protection
Capita Private Cloud
Child Protection Plan
Care Quality Commission
Commissioning for Quality and Innovation
Capital resource limit
Care Records Service
Continuity of Service Risk Rating
Commissioning support serivices
Commissioning Support Unit
Comma-Separated Variable
Children & Young People’s Occupational Therapy
Central London, West London, Hammersmith & Fulham, Hounslow and
Ealing
Children & Young People
Trust’s software package for recording risk and incidents.
Disclosure and Barring Service
Divisional Director of Operations
District general hospital
Department of Health
Department of health
District Nursing
Did Not Attend
Do Not Attempt Cardio Pulmonary Recusitation
Deprivation of liberty safeguards
Data Protection Act
Dental Practitioner with Special Interests
Data Quality
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DTOC
E&D
EBCD
EBITDA
ECH
EFL
EHR
EIA
ELT
EMIS

Delayed Transfer of Care
Equality and Diversity
Experienced Based Co-Design
Earnings Before Interest, Taxes, Depreciation and Amortisation
Edgware Community Hospital
External financing limit
Electronic Health Record
Equality Impact Assessment
Executive Leadership Team
Egton Medical Information Systems – a particular supplier of electronic patient

ENP
EOH
EOLC/EOL
EPR
EPRR
EPS
ESR
FAQ
FBC
FGM
FHIR

Emergency Nurse Practitioner
Education Outcomes Framework
End of Life Care/End of Life
Electronic Patient Record
Emergency Preparedness, Resilience and Response
Electronic Prescription Service
Electronic Staff Record
Frequently Asked Questions
Full Business care
Female Genital Mutilation
Fast Healthcare Interoperability Resources (pronounced ‘fire’) is a

FMH
FNP
FOI
FRIC
FRF
FRR
FT
FTE
GAS scores
GMC
GP
GPwSI
GRR
GUM
H&F
HARI
HASU
HAT
HCA
HCA
HCAI
HDD
HEE
HEE
HFMA
HLD

record systems.

message standard for exchange of electronic health records between different electronic
systems

Finchley Memorial Hospital
Family Nurse Partnership
Freedom of Information
Finance, Resources and Investment Committee
Financial recovery fund
Financial Risk Rating
Foundation Trust
Full Time Equivalent – see WTE
Goal Attainment Scaling
General Medical Council
General Practitioner
General Practitioner with Special Interests
Governance risk rating
Genito-Urinary Medicine
Hammersmith & Fulham
Holistic Assessment and Rapid Investigation
Hyper Acute Stroke Unit
Health Assessment Tool
Health Care Assistant
Health care assistant
Healthcare-Associated Infection
Historical Due Diligence
Health Education England
Health Education England
Healthcare Financial Management Association
High Level Design
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HLSD
HOT
HPV
HR
HRCH
HSCI
HSCIC
HSE
HSJ
HUB
HV
HWB
HWE
HWE
I&E
IAO
IAP
IAPT
IAPTus
IBP
ICAS
ICE
ICN
ICO
ICO
ICP
ICP
ICS
IG
IM&T
Integra
IPA
IPC
IPN
ITT
JSCC
K&C
KLOE
KPI
KSF
LA
LAC
LBB
LBHF
LETB
LNWH
LOINC

High Level Service Design
Heads of Terms
Human Papilloma Virus
Human Resources
Hounslow & Richmond Community Healthcare NHS Trust
Health service cost index
Health and Social Care Information Centre – now superseded by NHS Digital
Health and Safety Executive
Health Service Journal
Trust’s Intranet
Health Visiting
Health and Wellbeing Board
Herts and West Essex
Healthwatch England
Income and Expenditure
Information Asset Owner
Indicative Activity Plan
Improving Access to Psychological Therapies
IT Clinical Record System used in the IAPT service
Integrated Business Plan
Independent Complaints Advocacy Service
Integrated Clinical Environment
Integrated Complex Needs
Information Commissioner’s Office (1)
Integrated Care Organisation (2)
Integrated Care Pathway
Integrated care pathway
Integrated care systems
Information Governance
Information Management and Technology
Trust’s procurement software supported by Capita partners
Individual Patient Activity
Infection Prevention and Control
Infection Prevention Nurse
Invitation to Tender
Joint Staff Consultative Committee
Kensington & Chelsea
Key lines of enquiry
Key Performance Indicator
Knowledge and Skills Framework
Local Authority
Looked After Children
London Borough of Barnet
London Borough of Hammersmith & Fulham
London Education Training Board
London North West Healthcare NHS Trust
Logical Observation Identifiers Names and Codes - a universal coding standard

LOS
LSP

Length of stay
Local Service Provider

for medical laboratory observations
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LTC
LTFM
M&H
MASH

Long Term Conditions
Long Term Financial Model
Moving and Handling
Multi Agency Safeguarding Hubs - Led by councils these bring together specialists in

MAU
MCP
MECSH
MFF
MHMDS
MIR
MoPS
MOU
MPLS

Medical Admissions Unit
Multispecialty Community Provider
Maternal Early Childhood Sustained Home Visiting
Market forces factor
Mental Health Minimum Data Set
Monthly Information Return
Medicines Optimisation Service
Memorandum of Understanding
Multiprotocol Label Switching - is a type of data-carrying technique for high-

MUST
N3
NAO
NBO
NBV
NCL
NCNR
NED
NELFT
NHS
NHSE
NHSLA
NICE
NIGB
NMC
NRLS
NTDA
NWL
OBD
OD
ODS
OJEU
OOH
ORSA
OSC
OT
PALS
PASA
PCE
PCR

safeguarding from various organisations

performance telecommunications networks

Malnutrition Universal Screening Tool

A private, national computer network dedicated to the NHS. For security reasons, many NHS systems
are only accessible if you are on the N3 network.

National Audit Office
National Back Office - a centralised team supporting medical records on the national NHS

Spine. They centrally manage issues such as NHS number duplications, record confusions, NHS number
invalidations etc

New Birth Visit - Health Visitors have to perform a New Birth Visit within 14 days of a baby's
birth

North Central London
Networked Community Nursing and Rehabilitation - previously one of our
operational divisions prior to the latest organisational restructure

Non-executive Director
North East London NHS Foundation Trust
National Health Service
NHS England
National Health Service Litigation Authority
National Institute of Clinical Excellence
National information Governance Board
Nursing and Midwifery Council
National Reporting and Learning System
NHS Trust Development Authority
North West London
Occupied bed days
Organisational Development
Organisation Data Services - a centralised division in the NHS responsible for setting up
national codes for organisations and sites. For instance, the ODS code for CLCH is 'RYX'

Official journal of the European Union
‘Out of Hospital’ agenda or Out of Hours
Organisational Readiness Self-Assessment
(local authority) overview and scrutiny commitee
Occupational therapist/therapy
Patient Advice and Liaison Service
Purchasing and Supply Agency
Performance and Contracts Executive

Polymerase chain reaction
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PDS
PE
PFI
PGD
PHQ
PID
PID
PIP
PLACE
PLD
PMH
PMO
PO
PPE
PPI
PPP
PQQ
PREM
PROM
PSF
PSO
PSRG
PST
PT
PTS
QA
QAT
QGAF
QI
QIA
QIPP
QIST
QIT
QRG
QSRG
R&D
RA
RAA
RAG
RAID
RAM
RBAC
RBKC

Sometimes called "molecular photocopying," the polymerase chain reaction (PCR) is a fast and
inexpensive technique used to "amplify" - copy - small segments of DNA. Because significant amounts
of a sample of DNA are necessary for molecular and genetic analyses, studies of isolated pieces of DNA
are nearly impossible without PCR amplification

Personal Demographics Service - this is the demographic portion of the
centralised Summary Care Record (SCR) stored on the NHS Spine. Spine-enabled clinical record systems
provide the facility to synchronise patient demographics with the PDS allowing NHS services to
maintain synchronicity of patient demographic details across multiple organisations and sectors
Patient Experience
Private Finance Initiative - an initiative to create public-private partnerships (PPPs) by
funding public infrastructure projects with private capital

Patient group direction
Patient Health Questionnaire
Patient Identifiable Data
Project Initiation Document
Personal Independence Payment - replacement for Disability Living Allowance or DLA
Patient Led Assessment of the Care Environment
Patient Level Data
Perinatal Mental Health
Project Management Office/Officer
Purchase Order
Patient and Public Engagement
Patient and Public Involvement
Public-Private Partnership
Pre-Qualifying Questionnaire
Patient Reported Experience Measure
Patient Reported Outcome Measure
Provider Sustainability Funding (previously Sustainability
Transformation Funding)
Project Support Officer
Patient Safety and Risk Group
Patient Safety Thermometer
Physiotherapy/Physiotherapist
Patient Transport Service
Quality Assurance
Quality Action Team
Quality Governance Assessment Framework
Quality Improvement
Quality Impact Assessment
Quality, Innovation, Productivity and Prevention
Quality Improvement Support Teams
Quality Inspection Team - CLCH's internal mock-CQC inspection programme
Quick Reference Guide
Quality Stakeholder Reference Group
Research and Development
Registration Authority
Registration Authority Agent
Red Amber Green Assessment Rating
Risks, Actions, Issues & Dependencies
Registration Authority Manager
Role Based Access Control
Royal Borough of Kensington & Chelsea
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RCA
RCN
RCP
RES
RFC
RIO
ROM
RRR
RTT
RTT
S&A
S1
SaHF
SAR
SCD
SCR
SDIP
SDM
SDQ
SEG
SI
SID
SIRO
SLA
SLAM
SLR
SLT
SME
SMT
SMW
SOF
SOP
SOW
SPA
SPC
SPOR
SRD
SRO
STEIS
STP
SUS

Root Cause Analysis
Royal College of Nursing
Royal College of Physicians
Race Equality Standard
Request for Change
Is the name of a clinical system, it is not an abbreviation, it is a Spanish
word which correlates to ‘flow of work’.
Rough Order of Magnitude
Rapid Responsive Review
Referral to Treatment
Referral to Treatment
Sickness and Absence
SystmOne - the product name of our main clinical system
Shaping a Healthier Future
Subject access request
Social and Communication Disorder
Summary Care Record - Centralised demographic and clinical record stored on the NHS Spine
Service Development Improvement Plan
Service Delivery Manager
Strengths and difficulties questionnaire
Strategic Estates Group
Serious Incident
Senior Independent Director
Senior Information Responsible Officer
Service Level Agreement
Starters, Leavers and Movers
Service Line Reporting
Speech and Language Therapy
Small to Medium Enterprise
Senior Management Team
Senior Managers Workshop
Single Oversight Framework
Standard Operating Procedure
Statement of Work
Single Point of Access
Statistical Process Control
Single Point of Referral
Service Request Definition
Senior Responsible Officer
Strategic Executive Information System
Sustainability and Transformation Plan
Secondary Uses Service - the Secondary Uses Service (SUS) is a single, comprehensive

SWL
TA
TAG
TDA
TOMS
TPP

South West London
Technical Analyst
Technology Appraisal Guidelines (NICE)
Trust Development Authority
Therapy Outcome Measures
The Phoenix Partnership - This is the company that designed and maintains the SystmOne

repository for healthcare data in England, hosted on the Spine,

clinical record application. SystmOne is the application; TPP is the company.
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TT
TUPE
UAT
UCC
URN
UTC
VFM
VOIP

Trajectory target (previously control total)
Transfer of Undertakings (Protection of Employment Regulations 1981
User Acceptance Testing
Urgent Care Centre
Unique Reference Number
Urgent Treatment Centre
Value for Money
Voice Over Internet Protocol - techy thing for phones being routed through internet lines.

VSM
WIC
WIGWAM
WP
WTE

Very Senior Managers
Walk-in Centre
When it’s great we are mobile
Work Package
Whole Time Equivalent – see FTE

Allows for free internal calls among other things. The phone system used in the Trust.

Glossary

NHS Operational Planning and Contracting Guidance 2020/21: This sets out details of the key
technical elements of the operational planning process, covering CCG mergers, narrative plans,
submission process overview, and Better Care Fund planning requirements, as well as key contacts,
resources and timetable.
Sustainability and Transformation Partnerships (STPs): In 2016, NHS organisations and local
councils joined forces in every part of England to develop proposals for improved health and
care. They formed new partnerships known as sustainability and transformation partnerships (STPs)
to run services in a more coordinated way, to agree system-wide priorities, and to plan collectively
how to improve residents’ day-to-day health.
Integrated Care Systems (ICSs): In some areas, a STP will evolve to form an integrated care system,
a new type of even closer collaboration. In an integrated care system, NHS organisations, in
partnership with local councils and others, take collective responsibility for managing resources,
delivering NHS standards, and improving the health of the population they serve.
Better Care Fund (BCF): The Better Care Fund (BCF) is a programme spanning both the NHS and local
government which seeks to join-up health and care services, so that people can manage their own
health and wellbeing, and live independently in their communities for as long as possible.
Primary Care Networks (PCNs): PCNs are a key part of the NHS Long Term Plan, with general
practices being a part of a network, typically covering 30,000-50,000 patients. The networks provide
the structure and funding for services to be developed locally, in response to the needs of the
patients they serve.
Financial improvement trajectories: They establish the level of financial performance required of
CCGs and NHS providers between 2020/21 and 2023/24; they were issued in October 2019 to inform
the strategic planning process.
Financial Recovery Fund (FRF): For 2020/21 this will be the sole source of financial support for NHS
providers and CCGs that are otherwise unable to live within their means. Organisations’
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entitlement to FRF will depend on full-year financial performance with 50% linked to trust
performance and 50% linked to system performance.
Breakeven and surplus trust scheme: This is a scheme for providers that deliver breakeven and
surplus financial improvement trajectories. For providers that deliver a breakeven or surplus control
total (before sustainability funding) in 2019/20 and that deliver a breakeven or surplus position
again in 2020/21, a one-year transitional reward payment worth 0.5% of relevant income will be
made. 50% is contingent on aggregate system performance.
Lease accounting standard (IFRS16): In 2020/21 the NHS will adopt IFRS 16, which for lessee
organisations will bring all leases on balance sheet apart from short term and low value leases.
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