Quality Account 2020/21

What is a Quality Account?
All providers of NHS services in England have a statutory duty to produce an annual
Quality Account. This is a report that informs the public about the quality of the
services that we deliver. They are published annually and are available to the public.
Quality Accounts aim to increase public accountability and drive quality improvement.
They do this by requiring organisations to review their performance over the previous
year, publish their performance and identify areas for improvement. Quality
Accounts will also inform you about how an organisation will make those
improvements and how they will be measured.
A review of our quality of services for 2020/21 is included in this account alongside
our priorities and goals for quality improvement in 2021/22 and how we intend to
achieve them.
How is the ‘quality’ of the services provided defined?
We have measured the quality of the services we provide by looking at:
 Patient safety
 The effectiveness of treatments that patients receive
 How patients experience the care they receive
About our Quality Account
This report is divided into sections.










A statement on quality from the Chief Executive and sets out our corporate
objectives for 2021/22
A statement on quality from the Chief Nurse and Medical Director
Our performance in 2020/21 against the priorities that we set for patient
safety, clinical effectiveness and patient experience, as well as priorities from
other multidisciplinary teams
Our quality priorities and goals for 2021/22 for the same categories and
explains how we intend to meet them and how we will monitor and report our
progress
Statements related to the quality of services that we have provided and
includes Care Quality Commission registration information, data quality,
information about clinical audits that we have undertaken and our research
work
Our quality performance and includes performance against national priorities
and local indicators. It also provides examples of how we have improved
services for patients
A statement of Directors’ responsibility in respect of the Quality Account
Comments from our external stakeholders.

Some of the information in the Quality Account is mandatory; however most is
decided by our staff.

Version dated 21/05/2021 – Page 1

Quality Account 2020/21
Part 1: Chief Executive’s statement

Caroline Walker, Chief Executive
Officer

I am pleased to introduce this account detailing the quality of care provided to
patients in our Trust for the year April 2020 to March 2021.
North West Anglia NHS Foundation Trust (NWAFT) is a statutory, not-for-profit,
public benefit corporation and continues to provide healthcare services to the local
population in Cambridgeshire, Lincolnshire and Leicester, Leicestershire and
Rutland.
The past year has been like no other, with the work of the organisation dominated by
the COVID-19 pandemic. There have been over 2,700 patients treated in the Trust
with COVID-19 and over the course of the past 12 months, staff working in the
Trust’s hospitals in Peterborough, Huntingdon and Stamford have had to adapt their
ways of working to deliver care, constantly having to react and change at short notice
according to the rate of COVID-19 infections locally across our sites. Services have
had to run differently, staff have had to work in unfamiliar areas through
redeployment and the situation has required constant flex and reorganisation to
facilitate additional isolation and non-isolation areas, known as ‘red’ (COVID-19) and
‘green’ (non-COVID-19) areas, as and when required in order to protect patient’s
safety and provide them with the quality care and treatment they needed.
Careful and consistent oversight of infection prevention and control measures has
been paramount which was supported by the introduction of social distancing and
wearing of face masks by all staff and patients across all hospital sites. To further
support infection control measures, the Trust had to make the difficult decision to
restrict patient visiting for the majority of the year, with exceptions only in extreme
circumstances. A number of initiatives were introduced to help patients and their
loved ones remain in touch, including utilisation of iPads for Skype video calls with
support from LiveLink interpretation services where required, regular telephone
updates by ward staff on the patient’s condition, ‘Letters to Loved Ones’ and knitted
‘twin hearts’. Further information can be found on pages XX in the document,
however these are just some of the great examples of staff supporting families and
helping them to stay in touch, from which I have received excellent feedback from
relatives, particularly of patients who were in Critical Care or on end of life care
pathways. I would like to congratulate everyone for demonstrating continued care
and compassion in the face of such adversity.
Despite the pressures of the COVID-19 pandemic, the Trust has continued to focus
on provision of safe, effective and quality care. A number of priorities were agreed at
the beginning of 2020/21 as part of a multidisciplinary team approach under the
domains of patient safety, patient experience, effectiveness and trustwide priorities,
which reflected local and national priorities. As expected, progress against priorities
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has been impacted by the pandemic, however we are pleased to report
achievements in a number of areas as follows:
 Established system in place to ensure timely reviews of patients with Sepsis
 Recruitment of young volunteers, supported by a specific development
programme
 Transition of patients from paediatric to adult services
 Mortality – specifically improvement of the Trust’s HSMR status
 Improved reporting timeframes to the National Reporting and Learning System
(NRLS)
 Improved governance and reporting of Duty of Candour
 Completed actions against recommendations made in the trustwide CQC
inspection in 2019
 Completion of an externally-commissioned Well-Led governance review, with
areas of good governance identified and an action plan now in place to take
actions forward
 Participation in and learning from the NHSI Maternity Improvement Advisor
support programme and externally-commissioned organisational development
programme for the Maternity Service. Also improved governance and
oversight of preparation for the impending CNST submission later in 2021.
These priorities were highlighted as areas for improvement which were reported
against through the Quality Report, and were scrutinised on a monthly basis by the
Trust’s Quality Assurance Committee (QAC) and Trust Board meetings. These
helped staff realise the Trust’s strategic vision of: ‘Working together to be the best at
providing outstanding care for local communities’. These are summarised on pages
XXX.
Other quality achievements during the year, as directed by the COVID-19 pandemic,
have included:
 Improved waiting times in the Emergency Department at Hinchingbrooke, with
the team achieving 96.4% against the 95% four hour target at the end of year
which was an improvement on the previous financial year. When this target is
are met, this ensures that our patients have received timely and appropriate
care and treatment which benefits both their safety and their experience;
 Peterborough City Hospital being chosen as one of the first 50 hospital hubs
to roll out the COVID-19 vaccination from December 2020, with
Hinchingbrooke Hospital closely behind in January 2021. This enabled our
local elderly population and NHS and care home staff to access the initial
vaccine to protect themselves and others against the virus. Over 33,000
vaccinations have been administered to date;
 Research trials lead by our Research and Development team into potential
treatments against the COVID-19 virus, which involved both patients and staff.
Further details can be found on pages XX
 The Trust has become more digital in its approach to every day work, through
the introduction of Microsoft Teams for video conferences and meetings
between staff, telephone and video consultations with patients for their
outpatient appointments, and improved remote access and equipment to
enable staff to work from home. Each of these elements have enabled the
Trust to continue with its service to patients and its duty to maintain a
corporate governance structure and pandemic incident management, whilst
ensuring the safety and social distancing requirements of all involved;
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When it has been safe to do so, the Trust Board and senior leaders in the
organisation have undertaken ward walkabouts to talk to staff and patients
about their health and wellbeing through the COVID-19 pandemic. These
have included visits both during the day and early evening to ensure different
shift patterns were reached and were welcomed by all.

There is lots to be proud of but there are also lessons to be learnt as we move into
the new financial year 2021/22. We learnt from the first wave at the beginning of
2020/21, including vital feedback from staff, which informed our response and
communication processes in the second wave, and we will endeavour to review and
learn again as we emerge from this cycle. We are required to reset service delivery
and look at how we will manage in a COVID-impacted world. The organisation has
agreed three overarching priorities for the new financial year, as we also move
towards four years post-merger between Peterborough and Stamford Hospitals NHS
Foundation Trust and Hinchingbrooke Health Care Trust. These are as follows:
 ‘We will work with partners to ensure we fully recover services and provide
high quality safe care and experience while addressing health inequalities’
 ‘We will celebrate our staff and successes and ensure we provide support to
our staff and develop them for the future’
 ‘We will further improve our services and finances and protect the
environment’
Trustwide quality priorities for the new financial year 2021/22 have been agreed and
are in line with key requirements of the national quality agenda, including:
 Implementation of the NHS Patient Safety Strategy Framework across the
Trust;
 Implementation of recommendations from the Ockenden Report in the
Maternity Service to maximise patient safety;
 Enhance patient experience through engagement with minority patient groups
and provide targeted health promotion to address health inequalities;
 Enhance the effectiveness of patient care through introduction of real time
electronic data capture systems;
 Re-establish ‘business as usual’ processes for the Infection Prevention and
Control Team post-pandemic including audits, training and sharing best
practice;
 Consider implications for the Trust of the new Care Quality Commission
strategy, due to be published in May 2021.
I would like to take the opportunity, on behalf of the Trust Board, to thank our staff as
they have worked tirelessly throughout the year, with the main priority of protecting
the safety of patients and staff and providing the best possible patient care. They
have shown resilience and dedication despite constant personal pressure both
physically and mentally and have provided amazing support for their peers, and for
that I am immensely proud. I have been privileged to have worked with everyone
over the past year and am in awe of what has been achieved and would like to thank
everyone for the fantastic work they have done and continue to do.
I want to add my personal thanks to my Executive team and wider leadership team
who’s dedication and commitment has been a huge course of support to me. I would
also like to pay thanks to our team of Volunteers who have flexed their roles and
responsibilities, just like our staff members, to meet the ever changing demands of
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the pandemic, and also members of the public, local schools and businesses who
have provided fantastic support through donations, both individual and through NHS
Charities, pictures, kind words and public applause. I speak on behalf of all staff at
NWAFT to say thank you.
To the best of my knowledge, the information contained in this Quality Account is
accurate.

Caroline Walker
Chief Executive Officer
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Chief Nurse and Medical Director statement

Joanne Bennis, Chief Nurse

Kanchan Rege, Medical Director and
Deputy CEO

We are proud to lead teams of committed, dedicated and caring staff who have
helped to achieve so much during 2020/21, which has undoubtedly been the most
difficult year in NHS history due to the COVID-19 pandemic. Although it has been
tough, throughout the year, there have been countless moments of positivity that
make us both extremely proud to be part of North West Anglia NHS Foundation Trust
and of the NHS as a whole. Some examples include staff working out of their
comfort zone through redeployment into other work areas, staff and patient trials led
by our Research and Development team into potential treatments against the
COVID-19 virus, and the roll out of the vaccination programme by dedicated teams of
staff and volunteers to ensure our patients and staff remained safe.
We would like to extend our thanks to all of our teams during the COVID-19
pandemic. We are amazed and extremely proud of how our staff have ensured they
maintained optimal levels of quality care and professionalism throughout, whilst
managing their own worries and anxieties about the impacts of the virus on their
families and friends at home.
In spite of the pressures, the teams have continued to work towards quality priorities
and improvements throughout the year, details of which are captured within this
Quality Account. It is our ongoing aim to ensure that every service and every team
embeds quality improvement as a culture and the way we do things at NWAFT.
We are passionate about ensuring we provide the very best quality of care for all our
patients and that we work collaboratively with their carers. This requires a focused
commitment from us as an organisation on all the components of quality. We believe
our services must provide a positive experience, be safe, effective and that through a
quality focus, efficiency and sustainability can be achieved.
Focusing on what matters to our patients and learning from experience of people
who came into contact with the Trust provides us with a valuable source of
information. This helps to inform us not only about the things we do well but also
ensures there is continual improvement to the services we provide. We have many
different opportunities to receive feedback, such as the Friends and Family Test,
Message to Matron feedback cards and various patient surveys both during and
post-discharge, and ensure that departments put in place actions to make the
necessary changes.
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Learning from others, benchmarking with other hospitals, participation in national
audits and studies and implementing best practice are also important factors in
quality improvement.
It is important to us that, whilst in our care, you feel both safe and cared for. By that,
we mean that not only do we expect that the technical things we do for you will be the
safest possible but the way in which we do them will make you feel cared for – as we
would all expect for ourselves and our families. It is a fundamental part of everyone’s
job working throughout our growing organisation to ensure that you are cared for with
dignity, respect and compassion and that you receive the best possible healthcare
from all our staff, wherever you are receiving care – from your home to our hospitals.
It is worth noting that in line with national guidance in relation to the COVID-19
pandemic, there will be no mandatory or local audits undertaken by the Trust’s
external Audit team for this year’s Quality Account.
As the Executive Directors responsible for Quality within the Trust, we are pleased to
recommend these accounts as an informative and reassuring summary
of quality performance and activity during 2020/21. Quality priorities for 2021/22
have been identified which are within the report on pages XXXX
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Quality Account 2020/21
Part 2: Priorities for improvement and statements of assurance from the Trust
Board
Priorities for improvement identified for 2020/21
The following section summarises progress made during the year. The report should
be read within the context of the work completed by the Trust over the year, including
care delivered to our patients, numbers of which are detailed below:
2020/21

2019/20

Patients were seen in
Emergency Departments

134,086

168,092

Variance
+/-20.23%

Admitted emergency patients

61,348

69,745

-12.03%

Elective day cases or surgery

32,157

48,853

-34.18%

Elective operations were carried
out

4,379

8,523

-48.62%

Babies born

6,338

6,572

-3.56%

Patients seen in new and followup outpatient appointments

489,904

622,620

-21.32%

Patients were seen by the
Therapy Services team

25,952

36,432

-28.77%

NB - Reporting period – 12 March 2020 –
8 April 2021

Total number of patients confirmed with a
COVID-19 positive test

Total number of admissions to Critical
Care

Trustwide - 2,816
Peterborough City Hospital – 1,966
Hinchingbrooke Hospital – 806
Stamford and Rutland Hospital - 44
437
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Priorities - results at a glance
Below is an overview of performance against the quality priorities that were agreed
for the year 2020/21. This performance has been measured against specific key
performance indicators as detailed within each section, which have been rated to
have either met or not met the targets set. The Trust promotes this style of reporting
as this supports our openness and transparency with regard to our performance
data. We have introduced a third measure specifically this year to highlight those
priorities that were on track to achieve, however have been negatively impacted by
the COVID-19 pandemic.
Goal Met

Priority

Goal
impacted by
COVID-19

Patient Safety
Goal 1
1a
1b
1c

Goal 2
2a

2b
2c
2d
2e
2f

Sepsis
Sepsis team to establish in Q2 baseline compliance by reviewing 50 sets
of notes per month
Sepsis team to develop a pan site system of reviewing patients that are
being treated as / diagnosed with sepsis to be embedded by end of Q2.
Based upon baseline compliance outcome aim to increase compliance
by 10% each QTR or until compliance >90% in line with contract
requirements for antibiotic delivery.
Adult Safeguarding – Liberty Protection Safeguards (LPS)
Liberty Protection Safeguard - LPS financial implications to be identified,
estimated and escalated for requirements not currently in place across
the Trust by end of Q2
LPS policy to be completed, end of Q3
LPS training to be rolled out to staff, end of Q4
LPS information to be communicated with staff, patients and public, end
of Q3
Trust LPS process to be implemented, end of Q4
LPS risks to be identified, reported and actioned

Nationally the roll out of the
Liberty Protection Safeguard
(LPS) has been delayed until
March 2022 therefore it has
been agreed to put these
actions on hold until 2021/22.

Patient Experience
Goal 3
3a

Volunteers
To increase volunteer numbers across the Trust

3b

To recruit 50 young volunteers (16-25) within a one year period

3c

Introduction of young volunteer development programme

Goal 4
4a

Co-Production
To create co-production training and awareness

4b

Approval of Patient Experience strategy by end of March 2021

Goal 5
5a
5b

Transition of patients from paediatric to adult services
To have an increase in young people's care positively transitioning to
adult services
To develop the Transition Policy across both PCH and HH services

5c

To include transition as part of the in-house training programme

5d

To utilise the 'ready, steady, go' programme documents

5e

Better compliance and engagement in adult services

Goal 6
6a

Critical Care – enhance patient experience in Critical Care by utilising patient feedback
To encourage staff to give out FFT to patients, carers and family
members
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6b

To request patients complete patient stories

6c

Staff action feedback received

Effectiveness
Goal 7
7a

7b
7c
7d
7e

Goal 8
8a
8b

8c
Goal 9
9a
9b

9c

Mortality - HSMR - Improve position to re-gain top quartile status
Ongoing process of review in Q1 to identify changing factors which
influence the HSMR with monthly agreed actions to address of
investigate these
Understand impact of local factors on respiratory mortality at HH
Review cohort of patients alerting in high volume diagnosis groups by
Q2 2020
Improvement in HSMR and SHMI
Clinical Coding to identify plan to reduce current backlog with trajectory
for monthly reduction to residual coding to <15% at HH at the end of
year one with a view to improving this to <10% by the end of year two
Critical Care – Assurance and compliance with mortality and morbidity reviews
Identify all local Mortality and Morbidity meetings by 30 April 2020
Agree rolling programme of updates and presentations of cases to
Mortality Surveillance Committee (lead by junior doctors where possible)
- to commence June 2020
Identify minimum number of mortality and morbidity reviews to be
undertaken
Medicines Management / Storage - safe storage and access of medicines and drugs
Roll out plan for all inpatient ward areas creating registrant only access
to medication rooms - by 30 June 2020
Work within specialist areas such as ED and Critical Care to develop
safe processes with rapid access to drugs when required - by 31 July
2020
Work with remaining areas such as outpatient departments to review
safe storage - by 31 July 2020

9d

Review all practice at Stamford and Hinchingbrooke Hospitals to ensure
all areas are compliant - by 31 July 2020

Goal 10
10a

Datix - Reduce time from incident report to submission to National Reporting and Learning Service
(NRLS)
Over 75% of incidents to be submitted to the NRLS within 14 days

Goal 11
11a

Duty of Candour - ensure Datix reflects organisational culture of openness and transparency
Monthly spot checks to start from 1 April 2020

11b

Duty of Candour policy to be ready for approval by 31 May 2020

11c

Board reporting format to be agreed and commenced

Infection Control
Goal 12
12a
12b
12c

C. diff - reduction in hospital acquired (not 28 days post-discharge) by 10% of 2019/20 cases
Antimicrobial stewardship - annual point prevalence audit, bi-annual
audits of every in-patient area
Diagnostic stewardship - to be included in the RCA paperwork and
discussed at every scrutiny panel
Division engagement and action on lessons learned at panel

Maternity
Goal 13
13a

Goal 14
14a

Continuity of Carer
Continuity of Carer (CoC) - 51% of women to be booked on a CoC
pathway by March 2021
NB – national target changed in-year due to COVID-19 – more details on
page XX
Triage
Women triaged within 30 minutes of arrival in the department.
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Care Quality Commission (CQC)
Goal 15
15a
15b

Goal 16
16a

16b

Goal 17
17a
17b

17c
17d
17e

Overall ‘Good’ rating for Well-Led KLOE for the organisation
Design, facilitation and completion of external independent Well-Led
governance review by the end of Q2
Review and completion of all MUST and SHOULD recommendations
relating to Well-Led KLOE overall
 75% by end of Q2
 85% by end of Q3
 100% by end of Q4
To improve CQC ratings within core services and across sites by March 2021 - Overall
Review and completion of ‘Inadequate’ observations under the Well-Led
KLOE for Critical Care and Maternity core services
 75% by end of Q2
 85% by end of Q3
 100% by end of Q4
Review and completion of all MUST recommendations relating to all
KLOE for all core services
 75% by end of Q2
 85% by end of Q3
 100% by end of Q4
To improve CQC ratings within core services and across sites by March 2021 - Maternity
Discovery and gap analysis phase work with Maternity Improvement
Advisor, NHSI
Design, facilitation and completion of external Organisational
Development programme to design and agree a deliverable action plan
as part of the overall QIP by the end of Q4
Consider key themes and learning from Maternity Round Table event for
inclusion in QIP by the end of Q2
Review, compilation and submission of evidence of Year Three CNST
Review evidence and confirm compliance for Years One and Two CNST
by the end of Q1
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Patient Safety Domain

Goal 1

Sepsis

1a

Sepsis team to establish in Q2 baseline
compliance by reviewing 50 sets of notes per
month
Sepsis team to develop a pan site system of
reviewing patients that are being treated as /
diagnosed with sepsis to be embedded by end
of Q2.
Based upon baseline compliance outcome aim
to increase compliance by 10% each quarter or
until compliance >90% in line with contract
requirements for antibiotic delivery.
Sepsis is a life threatening condition where the bodies overwhelming
response to infection causes the body to attack its own tissues and organs
which can result in significant illness and death. The Sepsis team
comprises of 1 x 0.8 Whole Time Equivalent (WTE) and 1 x 0.64 WTE
nurses providing support across the three main hospital sites and all
specialities. The Sepsis team support the organisation by delivering trustwide education on the recognition and management of sepsis and also
provide bespoke training. The team complete monthly compliance and
improvement audit and work with teams to review systems and processes
to improve patient safety and patient experience.

1b

1c

Information

Goal Met

Goal
impacted
by COVID19

During the COVID-19 pandemic the Sepsis team ran a reduced service
due to team redeployment to support the Emergency Department, Critical
Care and the respiratory high dependency area that was created.
Sepsis screening assessment must commence on each new deterioration
of a patient. This will ensure that there is a consideration that the new
deterioration is not due to infection and possible sepsis.
The Sepsis Six resuscitation bundle is a bundle of care that has been
devised to deliver to patients with suspected sepsis. These six steps must
be delivered within 60 minutes of recognition of deterioration due to sepsis.
It is one of the most effective bundles of care devised in modern medicine
and is used globally. This has been evidenced to double a patient’s chance
of survival. Sepsis is a complex disease and requires a multifaceted
approach and each step of the Sepsis Six care bundle is an indicator of the
quality of care that is being delivered for the deteriorating patient in this
group.
Reason for
prioritisation

It is imperative that clinical staff provide assurance that sepsis is being
proactively assessed as sepsis can, and does, go undetected as many of
the symptoms can be attributed to other conditions.
Sepsis screening and subsequent delivery of treatment (if indicated) must
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all be completed within 60 minutes of the deterioration. Sepsis is a medical
emergency and treatment requires a time-critical clinical response.
Nationally the focus on sepsis has largely been around timely identification
and delivery of antimicrobials if required upon clinical assessment.
However, as a Trust, the decision was made to focus on the quality
delivery of the entire Sepsis Six resuscitation bundle if required. The
Sepsis Six is a bundle of care that needs to be reviewed and actioned in its
entirety to support failing organs, ensure and support robust antimicrobial
stewardship is adhered to, prompt correct clinical investigations are
requested/sent and identify the need for close clinical observation
monitoring.
With the focus shifting to the delivery of the entire bundle of care that is
required it would enable the sepsis team to:
 Establish if all elements of the Sepsis Six are being delivered for a
patient with suspected sepsis
 Focus on embedding the importance of the use of the care bundle with
ongoing training
 Target improvement and work with teams / stakeholders on any
elements that are identified to be outside the 60 minutes.
Sepsis requires a multi-disciplinary focus and many factors can influence
the successful implementation of the Sepsis Six. Key stakeholders include
Microbiology, Infection Prevention and Control, Antimicrobial Pharmacy
leads, Clinical teams / leads, Clinical Laboratories, Information Technology
and many more to enable the teams on the frontline to deliver care that is
both safe and effective. The Sepsis Working Action Group was relaunched
in Q2 to encourage a multi-disciplinary approach to improvement and
discussion.
Baseline

Sepsis Six (within 60 minutes)
1 – Clinical Review
2 – Assessment of oxygen requirement
3 – Blood cultures
4 – IV Antibodies
5 – Assessment of fluid requirements
6 – Fluid balance monitoring

Apr 2020 (M1)
85%
100%
85%
43%
85%
57%

Q3 2020/21
66%
100%
90%
86%
78%
64%

Due to the COVID-19 pandemic, as per the narrative in the outcome detail,
the altered baseline is to be taken from Q3 as the KPI measure changed in
September to reflect audit being conducted within ED. This data was also
being collected a month in arrears in view of ability to achieve sample size.
Action taken





At the end of 2019/20 the Sepsis team created a sepsis competency
assessment to ensure that the education that was being delivered and
policies in place pertaining to sepsis were being delivered in the clinical
areas. The team utilised the skills and knowledge of the Sepsis
Champions and Practice Development Teams embedded in all clinical
areas to become assessors to assist in facilitating departmental sign off
The team worked with the Learning and Development teams to identify
which non-medical staff required sepsis theory and practical training /
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Outcome
details







assessment and this was added to individuals ESR compliance matrix
as a mandated reportable requirement with effect from January 2021
With 2180 members of staff identified to require the practical
assessment, the Sepsis team began working on creating e-practical
competency packages for adults, maternity and paediatrics which went
live across the organsation effective March 2021
A sepsis dashboard was created in readiness to enable a central source
of information regarding sepsis screening and treatment compliance
from ward to board. This dashboard is circulated each month to the
Sepsis Champions, Ward Managers, Matrons, Divisonal Directors and
the Trust Board
In readiness for the financial year 2020/21, the Sepsis team have
worked with IT services to devise a centralised means to identify any
individual who had been given a diagnosis of suspected sepsis and
identify where the patient was located. The team worked with the Sepsis
Champions and Ward Managers to embed the process of teams
updating the pathway on E-track as up until this time, there was no
method to effectively identify where this patient group were
Throughout Q1 the Sepsis service was reduced to 0.64 WTE, the
remaining Sepsis Nurse divided their time between the three main
hospital sites supporting the ongoing management of patients identified
to have sepsis on E-track, promote and embed the utilisation of E-track,
audit and deliver assessment of Sepsis Champion team competencies
Baseline compliance for the KPI was gathered at this time but due to the
reduced provision within the team, 20-30 patients were reviewed each
month across the organisation
During this year the Sepsis team have also devised and implemented a
red flag sepsis out of hour’s pathway for John Van Geest ward on the
Stamford Hospital site. This has involved multiple stakeholders and the
development of a Patient Group Directive (PGD) for Tazocin and IV
fluids. A PGD is provision of a legal framework that allows some
registered health professionals to supply and/or administer specified
medicines to a pre-defined group of patients, without them having to see
a prescriber (NICE, 2013).
In July 2020, once the team were back to full establishment the decision
was made to cease the Sepsis team reviewing patients and to focus on
increasing the audit sample size to 50. In September, the team began to
focus on patients with a primary diagnosis of sepsis in the Emergency
Department (ED) as it was apparent that the majority of the differential
diagnoses for sepsis were being made there. National data identifies
that up to 80% of sepsis is occurring in the community
As a result, baseline Q1 compliance rates do not represent the overall
improvement trajectory and this information should be taken from Q3
where the focus has been on the ED across both Peterborough City
Hospital and Hinchingbrooke Hospital sites. Throughout Q2 the team
were working with Information Services / Clinical Coding on how to
gather the requisite data
There has been additional challenge in the delivery of this quality priority
due to the second wave of the COVID-19 pandemic and a surge in
patient attendance with suspected COVID-19 and requirement of the
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Lessons
learnt





Sepsis team to redeploy to critical areas impacted by the second surge.
As a result the service provision reduced to 0.8 WTE for much of Q4.
The sample size in audit reduced to 20
The team worked with the ED Matron to support the implementation of
the pan-site ED specific action plan and to increase compliance with the
practical sepsis competency assessment
At the beginning of Q2 sepsis compliance with the practical assessment
across ED was 23% at PCH and 45% at Hinchingbrooke. By Q4 this
has significantly increased to an overall score of 80% (91% at PCH and
76% at HH)
With the focus predominantly on ED, the team have been reviewing the
ED documentation system (Symphony). NEWS2 (the National Early
Warning Scoring system) was implemented in Q3 and the sepsis team
supported with the launch of this
Subsequently in Q2/3 the Sepsis lead, Symphony lead and ED ACP
reviewed the intelligence of Symphony to enable mandated sepsis
screening and subsequent documentation of treatment. This would
allow for a robust departmental view of suspected sepsis (inclusive of
neutropenic sepsis) and also allow for teams to review progress of
delivery of treatment and identify delays. In documenting all information
regarding sepsis screening and management on the Symphony system,
it would reduce the number of systems required to document and allow
for centralised monitoring which in turn would aide insight into areas of
required improvement / excellence and allow for robust, accurate
reporting
In view of the ongoing challenge with face to face training, the Sepsis
team have also developed and launched an online e-theory training
package during Q4. The Sepsis lead has worked with the Trust
Microsoft Office 365 Adoption Specialist to devise a recorded
presentation and ‘sense check’ quiz to enable teams across all
specialities to access training remotely in the event of further disruption
to training
The Sepsis team have also worked with the Associate Medical Director
(AMD) for Patient Safety and Principle Antimicrobial Pharmacist to
devise a clinician-based Sepsis Champion role to encourage a multidisciplinary approach. This is to be championed and shared with the
AMD.
It has been a challenging year due to the COVID-19 pandemic and the
need to focus all efforts on this with limited service provision for half of
the year. However, positives have also been noted as it has
encouraged us to be innovative in our methods of delivering training and
centralised monitoring of training. Whilst delivering training face to face
training in groups is a gold standard, the possibility of future surges in
COVID-19 cases requires teams to be ready to implement remotelyaccessible resources to ensure staff can still access training and
development. The compliance across theory training has dropped
significantly due to inability to access staff face to face however
methods are now in place to access the training remotely and staff are
encouraged to complete
Much of the focus has been surrounding training compliance with nonmedical teams. However, sepsis requires a multi-professional approach
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Next steps











and it is imperative that we strive for the same standard amongst our
medical colleagues
Recognition, escalation and prompt delivery of treatment in an individual
with suspected sepsis remains a complex field of practice and utilising
multiple systems to monitor and document adds to the complexities and
opportunity for error. Further focus is required into systems and
processes to improve frontline team’s ability to function with the ultimate
goal to improve performance. As a direct consequence, a consistent
delivery will improve the quality, experience and safety of our patients
The sepsis team cannot strive for compliance with training alone and it
requires a divisional focus on areas of improvement with the support of
the sepsis team. This is being escalated throughout divisional
governance streams and the Sepsis Working Action Group
Whilst progress been made in the centralised monitoring of the sepsis
theory and practical competencies, striving for compliance across all
areas requires a divisional approach and oversight from the senior
leadership team.
Work with the Nerve Centre project lead to review requirements /
training for the roll out of the Sepsis Screening Safety module on Nerve
Centre for ward areas across NWAFT
Develop an assessment package for documentation of care via Nerve
Centre once IT services have secured a member of staff to manage
Javascript
Implement sepsis screening and treatment recording onto Symphony
system for adults followed by children and maternal patients in ED
Develop and mandate all acute medical personnel to complete NWAFT
sepsis training with support of Learning and Development and key
stakeholders
Continue to engage and develop Sepsis Champions and develop a
Medical Champions group with support from the Associate Medical
Director for Patient Safety
Work to re-implement the Sepsis Support Groups for patients and
families impacted by sepsis
Re-engage with regional partners regarding the East of England Sepsis
Network
Recruitment of two new trust-wide Sepsis Specialist Nurses to replace
the existing team as they move to other roles within the organisation at
the end of April 2021
Implement mitigating actions until new team commence in June and
July 2021 including continued oversight by previous Sepsis Specialist
Nurse of monthly compliance reporting through additional bank shifts
which will include formal handover to new Specialist Nurses and training
provided to two Patient Safety Specialist Nurses to undertake monthly
audits in interim.
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Goal 2

Adult Safeguarding – Liberty Protection
Safeguards (LPS)

Goal
Met

Goal
Not Met

Goal
impact
ed by
COVID
-19
The Liberty Protection Safeguards (LPS) will provide protection for people aged 16 and above
who are or who need to be deprived of their liberty in order to enable their care or treatment
and lack the mental capacity to consent to their arrangements. The LPS were introduced in
the Mental Capacity (Amendment) Act 2019 and will replace the Deprivation of Liberty
Safeguards (DoLS) system. The LPS will deliver improved outcomes for people who are or
who need to be deprived of their liberty. People who might have a LPS authorisation include
those with dementia, autism and learning disabilities who lack the relevant capacity. The LPS
have been designed to put the rights and wishes of those people at the centre of all decisionmaking on deprivation of liberty (DHSC, 2021).
Nationally the roll out of the LPS was delayed until April 2022 due to the COVID-19 pandemic,
therefore it was agreed to roll forward the priority for action in 2021/22. The LPS will run in
parallel for one year alongside the DoLS system to ensure the safety of all involved.

Patient Experience
Goal 3

Volunteers

3a

To increase volunteer numbers across the Trust

3b

To recruit 50 young volunteers (16-25) within a
one year period
Introduction of young volunteer development
programme
This has been a challenging year for volunteering due to many of our
volunteers being over the age of 70. Whilst we normally benefit from the
support of around 540 volunteers, the implications of COVID-19 meant that
volunteer numbers have fluctuated during 2021. The Trust has made a
commitment to work together to be the best at delivering outstanding care for
local communities, as part of this we have been funded by Pears Foundation
for a Youth Volunteer Programme and we have made strong connections with
local schools. This has connected us to potential future NHS employees who
currently continue to volunteer with us. It is recognised that the Volunteer role
can enhance both patient experience and well-being of staff and volunteers.
Our Volunteer team represents the diversity of our local community.

3c
Information

Reason for
prioritisation






Goal Met

Goal
impacted
by
COVID19

In March 2021 NHS England state that the government includes volunteers
in health and social care within its definition of ‘critical workers’
Volunteers are known to improve the quality of the patient experience
To recruit a Volunteer Team that represents the patients we care for
To nurture the opportunity to grow our own future workforce.
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Baseline

 The Trust celebrated a team of Volunteers across three hospital sites of
around 540 individuals. A large percentage of the team were over the age
of 70 and retired from full-time work
 External funding was secured from The Pears Foundation in 2019 for the
development and delivery of a Young Volunteer Programme. January 2020
saw our first cohort of 20 young volunteers aged between 16-18 coming
from local schools for a six week programme
 In July 2020 a new Young Volunteers Programme was developed via coproduction following feedback from the pilot youth group
 We currently have 18 permanent youth volunteers that fit volunteering
around their school schedule.

Action taken

 On 18 March 2020 volunteering throughout the Trust was suspended due
to COVID-19, with many of our volunteers being over the age of 70 and
some in their 80’s which put them at higher risk of COVID-19
 Following the suspension of the Volunteer Service in March 2021, the
introduction of a risk-assessed return was developed in conjunction with
the Health and Safety and Infection Prevention and Control teams and
younger volunteers started to return in April 2020
 Specific roles were developed that met the needs of the Trust and helped
support new ways of working in line with COVID-19 restrictions, which
ensured safety was maintained for the existing Volunteer Team and also
for new recruits
 A specific training package was created for COVID-19-related roles in
response to requirements
 Targeted recruitment of young Volunteers took place in response to
COVID-19-related needs during the summer break following changes in
national guidance in relation to lockdown and visitor restrictions
 Volunteers worked across sites and Volunteers that previously supported
our Friends of Peterborough City Hospital took on numerous roles
responding to fluctuation in needs across departments such as PPE
delivery in our Stores Department.

Version dated 21/05/2021 – Page 18

Quality Account 2020/21
Outcome
details
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Lessons
learnt





A total of 15 new Volunteers were recruited despite COVID-19
restrictions
The Volunteer Service was suspended from 18 March 2020 due to
national lockdown restrictions and guidance. The service recommenced
in mid-April 2020 with COVID-19 specific roles
51 new Young Volunteers were recruited over the past year and have
helped out as Visitor Champions, Ward Volunteers, Pharmacy
Volunteers, Bag Delivery Volunteers, Wayfinders, Women and Childrens
Reception Volunteers, many of them volunteering over the weekend and
evenings
The Volunteer team supported the Trust with over 22,313 Volunteer
hours during these unprecedented times despite having a greatly
reduced workforce. This was down from our previous year where
Volunteers contributed 51,582 hours of unpaid support
There were nine new roles developed which included: Pharmacy
Runners, PPE Volunteers, Letters to Loved Ones Campaign, Visiting
Champions, Patient Belongings Delivery Service, Vaccination Clinic
Volunteers, Volunteer Telephone Welfare Team and Administration Team
In response to the COVID-19 pandemic, the Volunteer service was
extended to provide a 7-day service with extended hours (9am-8pm).
These extended hours continue to be delivered with positive feedback
from family and staff regarding the value that volunteers have added over
the past year
During the first lockdown all Volunteers were contacted by phone to see
what support system they had around them and to offer ongoing phone
contact, many of the older Volunteers valued this service and some
phone calls carried on until March 2021.
Initial recruitment of new youth Volunteers took place in large cohorts for
short periods of time. This has developed into a rolling programme which
has no end date and is rotational across all roles. Successful rotations
have led to longer-term retention and greater satisfaction results of our
youth Volunteers
Targeted recruitment has increased retention and commitment with
Volunteers offering to complete more shifts in their specific service. Our
Young Volunteers Co-ordinator has made links into local colleges to
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Next steps




ensure the Volunteer opportunities are shared through peer
supporters/teachers
We have targeted Volunteers through local press releases which have
brought in good quality enquiries and conversion to Volunteers.
Continue to develop and promote the Trusts Volunteer Service
Encouraging the potential future NHS workforce by promoting a wider
variety of roles and creating unique opportunities
Explore targeted recruitment to focus on underrepresented groups from
our local community
Collaborative work between the Trust Volunteer Service team and
Widening Participation Officer to create a new hybrid Volunteer and Work
Experience programme. This will enable young people thinking of a
career in the NHS a realistic view of what working in the hospital is like.

Goal 4

Co-Production

Goal Met

Goal
impacted
by COVID19

4a

To create Co-production training and awareness

4b

Approval of Patient Experience strategy by end of
March 2021

Information

Co-production is a way of working that involves people who use health and
care services, carers and communities in equal partnership; and which
engages groups of people at the earliest stages of service design,
development and evaluation, leading to ongoing management and delivery.
Co-production acknowledges that people with ‘lived experience’ of a particular
condition are often best placed to advise on what support and which services
will make a positive difference to their lives. Done well, co-production helps to
ground discussions in reality, and to maintain a person-centred perspective of
care.
Co-production is part of a range of approaches that includes Public and
Patient involvement, participation, engagement and consultation.

Reason for
prioritisation






Baseline




To create Co-production training and awareness (during year one of coproduction three-year strategy)
Include patient representatives in updates to the patient experience
strategy (to include links to co-production)
Plan to support culture change of staff in every day working, as part of
year two (2021/22) implementation of co-production strategy – linking in
with shared governance
Plan for evaluation of success of culture change in staff (year three
(2022/23) of co-production strategy) and amend approach as necessary
Equality, Diversity and Inclusion (EDI) steering group
Ordinary Residency Policy
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Action taken





Policy for Policies
Carers Network and Policy
Quality, Service Improvement and Redesign (QSIR) Training





Public and Patient Voice Partnership (PPVP) group launched
PPVP policy to support implementation of co-production
A training package completed however training was suspended in March
2020 due to wave one of the COVID-19 pandemic
Recruitment of Co-production Coordinator with a planned start date of April
2021
Staff Network and Patient co-production groups have been formed



Outcome
details




Training created but not delivered due to COVID-19
Funds secured to recruit Co-production Co-ordinator and payment of
members time.

Lessons
learnt



Recruitment of representatives from the local community to form coproduction forums. Utilising system partners to in reach to minority groups
Use of accessible formats to support minority groups e.g. easy read and
different languages



Next steps







Goal 5

Transition of patients from paediatric to adult
services

5a

To have an increase in young people's care
positively transitioning to adult services
To develop the Transition Policy across both PCH
and HH services
To include transition as part of the in-house
training programme
To utilise the 'ready, steady, go' programme
documents
Better compliance and engagement in adult
services
Healthcare transition is defined by the Department of Health (2006) as “…a
purposeful, planned process that addresses the medical, psychosocial and
educational/vocational needs of adolescents and young adults with chronic
physical and medical conditions as they move from child centred to adultorientated health care systems”.

5b
5c
5d
5e
Information

Induction of Co-production Co-ordinator
Training implementation
Promotion of Co-production
Link with system partners EDI leads and groups
To form relationships with Integrated Care System (ICS) co-production
projects.
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NICE (NG43) state that healthcare transition should be a smooth, gradual,
strengths-based process that empowers young people. It must be personcentred & developmentally appropriate.
Ready, Steady, Go (RSG) is one of many excellent healthcare transition tools
in circulation. It is NICE-approved and is the transition tool of choice within
the Trust. Developed in Southampton by Dr Nagra, it is a series of three
questionnaires which a young person completes to identify areas that they
may need some additional support with.
Reason for
prioritisation










Baseline








At present healthcare transition is a significant concern or priority for Care
Quality Commission, NHS Long-Term Plan amongst others governing/
commissioning bodies
If embraced and committed to, healthcare transition has got potential to
save lives, vastly improve patient journey/experience and save the trust
millions of pounds
There are over twenty years of evidence to demonstrate that with a
structured transition service in place morbidity and mortality can be
reduced, compliance improved and unnecessary, preventable and
expensive procedures, appointments and admissions can be avoided
One pertinent example is from the 2020 Get It Right First Time (GIRFT)
study into patients with type 1 diabetes mellitus (T1DM). This
demonstrated that the highest rate of T1DM admissions is in those aged
between 19 and 25 years of age. It surmises that this is because of a
combination of issues – the complexities of adolescence, life changes,
moving away from home for university or work, losing touch with their
healthcare services and thus receiving less support and not knowing who
to contact in case of an emergency
These are all issues that would be directly addressed throughout the
transition process
The long-term benefits of intervening during adolescence are supported by
UNICEF’s research into adolescent brain development that demonstrate
that positive, proactive intervention at this age will have long-lasting
positive consequences going into adulthood.
The introduction of a dedicated transition service and the role of Paediatric
Transition Co-ordinator is new to the Trust (October 2020)
On commencement of the role, a snap shot service evaluation
demonstrated that in the six months prior to the first COVID-19 lockdown in
March 2020 there were 1982 young people that attended paediatric
outpatient departments at both PCH and HH that were potentially eligible
for transition
The original cross-site Transition Policy was reviewed by the new Coordinator and adapted to suit the new era of having a dedicated transition
service
In-house education was previously shared with teams however this was
not robust. Work ongoing with the Practice Development Team to roll out
trust-wide education sessions and will be available to the trust as a whole
Ready, Steady, Go (RSG) programme was available and was being used
for groups of patients that had specialist nurses assigned rather than every
child or young person. Shared education presentations with Paedatric
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Action taken

















Consultants and improved access to RSG paperwork
Appointment of Paediatric Transition Co-ordinator (October 2020)
Paediatric Transition Co-ordinator is working closely with the Burdett Trust
Regional Advisor for Transition to benchmark with and received, and
provided, peer support
Confirmation of Chief Nurse as Executive lead for transition
Terms of reference for the Transition Steering Group (TSG) approved
which encompasses multidisciplinary team working from across all
divisions of the hospital –to enable engagement and support from our adult
patient teams
Development of a robust feedback system to allow young people and their
families to input into service development
Development of new trust-wide Healthcare Transition for Young People
Moving from Child to Adult Health Services policy
Improve compliance with the Ready, Steady, Go documentation which is
now being used with young people across numerous specialities
throughout the services
Creation of trust proforma documentation to work alongside RSG
documentation for use in clinics/consultations, which will feed into the TSG
Creation of information leaflets in a variety of languages in both standard
and easy-read form to maximise accessibility
Commencement of Diabetes Transition Steering Group
Establishment of professional relationships across both child and adult
health specialities within the hospital and within community health,
education, social care, hospice and mental health services
Three improved teaching presentations have been developed
Practice Development Team will be to rolling out additional teaching
programmes across the trust
With the support of the Regional Advisor, a variety of marketing tools will
be available to ensure the improved service is showcased and utilised
across the Trust in both child and adult services

Outcome
details



The Transition service is growing to enabling support of the patient-centred
quality agenda for the organisation. This will continuously evolve. The
feedback received from young people and their families is at its heart of
what we provide and is the key to developing the service. A database of
transition processes and children and young people going through the
process will be maintained and monitored to ensure the service continues
to move forward and improve

Lessons
learnt



Transition is the process of empowerment for children and young people
and their families and this message need to be shared with the wider Trust
to ensure compliance and recognition of the processes involved
Education is key so that culture within the Trust with regards to transition is
maintained and will be the focus of the TSG
Emphasising and re-emphasising that transition and transfer are not the
same thing and this is paramount to ensure learning and change




Next steps

Within 12 months:
 Explore possibilities to include transition education supported by the
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Practice Development Educators in all Trust induction
 Establishment of TSG and approved Terms of Reference
 Demonstrate an increase in the number of young people actively
undertaking a structured transition and providing feedback to the process
 Marketing tools, posters and information sharing within the wider trust
Within 3 years:
 All young people from the age of 11 years, perceived to have a long-term
health need, who are seen in paediatric services will receive transition
information leaflet (in an appropriate format)
 All specialities to have effective transition pathways
 Scope and work towards establishing adolescent clinics for young people
that do not fall under a speciality parallel to adult services or who require
more intensive input
 Expansion of the Transition team to include a team member with
expansive knowledge of the adult healthcare system
 Scope and work towards the transition service to offer ‘out of hours’ clinics
to meet the lifestyles of its client group
Within 5 years:
 Transition to be an ‘unconscious norm’ for all practitioners working with
young people aged between 13 and 25 years of age

Goal 6

Critical Care – enhance patient experience in
Critical Care by utilising patient feedback

6a

To encourage staff to give out FFT to patients,
carers and family members
To request patients complete patient stories
Staff action feedback received
Following the CQC hospital inspection in 2019, one of the recommendations
stated that the Critical Care service must ensure they seek and act on
feedback from both staff and patients to improve the service. This followed
concerns raised at the time of the inspection that staff did not always feel as
though they were listened to.

6b
6c
Information

Reason for

Goal Met

Goal
impacted
by
COVID19

The senior leadership team within Critical Care agreed the importance of
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prioritisation

obtaining feedback from both staff and patients alike, and building on the
open culture experienced by patients and relatives when raising concerns, as
identified by the CQC. They agreed it is vitally important that staff feel
respected, supported and valued and that they could raise concerns without
fear of retribution.

Baseline

The CQC rated the ‘Well-Led’ Key Line Of Enquiry (KLOE) for the Critical
Care core service as Inadequate during their inspection in 2019.

Action taken













‘Message to Matron’ feedback cards were clearly advertised within the
Critical Care department and were well used by staff and patients, with
feedback being regularly considered by the Matron to ensure issues were
identified, lessons learnt and amendments were made. This however had
to be removed at the beginning of the COVID-19 pandemic due to infection
control precautions. Following wave two of COVID-19, and the
introduction of the new Matron for Critical Care, the box was reinstated in
March 2021 to invite feedback
‘Open door’ sessions between the senior leadership team of the Critical
Care service, the Surgical Divisional leadership team and staff took place
to discuss with staff the published CQC report and other concerns or
questions they had. Staff spoke about the CQC report and the Inadequate
rating for the Well-Led core service, and how that had made them feel.
This led to discussions about how the service could evidence the quality of
care provided. A number of staff volunteered to be involved in collecting
patient’s stories and also the new Divisional Quality Improvement Group.
The sessions also provided information to staff relating to different support
services available through the Organisational Development and Human
Resources teams within the Trust and how to access these. Sessions
were diarised and took place throughout the year, however were
sometimes impacted by resource constraints during the surges of the
COVID-19 pandemic
Staff within the Critical Care team were signposted and encouraged to
complete the quarterly and annual staff surveys (both internally and
externally-led), which enabled the leadership team to monitor staff
feedback through the results reported and develop improvement plans in
response
The Trust commissioned an external company to undertake an
organisational development review which provided the Critical Care teams
the opportunity to highlight their concerns for discussion in an open but
safe forum with their colleagues and senior leaders. This process was
welcomed by the teams and supported a multidisciplinary team approach
moving forward
Prior to the pandemic, the Critical Care team had a Patient Representative
who was an active member of the Critical Care Specialty meetings, and
was scheduled to make a presentation to the Trust Board, however this
was postponed, along with his attendance to on-site meetings due to the
COVID-19 pandemic restrictions
The Critical Care Outreach Team (CCOT) collected patient stories as part
of the rehabilitation pathway, which were displayed and shared at the
Divisional governance meeting. The CCOT team created a leaflet and a
patient survey to obtain feedback from patients across both PCH and
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Outcome
details







Hinchingbrooke sites. The use of the leaflets was delayed during the peak
of COVID-19 patient activity, however have now been reinstated and are
being given to each patient that has been in the Critical Care Unit for more
than four days. A prompt has been added to the discharge checklist
process for Critical Care as a visual reminder to staff to distribute the
leaflet
Previously, patients had been invited to join coffee mornings with other
rehabilitated patients and staff to talk about their experiences whilst they
were inpatients, which were well attended. These unfortunately had to be
put on hold during the pandemic. In March 2021, the Critical Care team
commenced a programme of writing to each patient post their discharge to
offer a follow up conversation and ascertain any immediate actions
required, with the longer term plan being to return to in-person attendance
at quarterly coffee mornings.
A number of initiatives were underway in support of the priorities set at the
beginning of the financial year in response to the CQC recommendation of
improvements to staff and patient feedback. However, as indicated above,
the COVID-19 pandemic had a huge impact on the Critical Care service
across both PCH and Hinchingbrooke sites, with the highest number of
patients ever requiring care over the course of the year, therefore a
number of actions were postponed and have only recently re-commenced
There has however been comprehensive amounts of information collected
from staff about their experiences of working in the Critical Care service,
which has been collected through COVID-19 debrief sessions held with
both substantive and redeployed staff. This valuable information is being
processed and will be used to inform the service moving forward as it
plans to return to ‘business as usual’, whilst forward-planning in light of any
potential future increases in COVID-19 infections across the local area
The Trust does not currently participate in the national Friends and Family
Test (FFT) for Critical Care, as it does for inpatients, Emergency
Department and Maternity. The FFT was suspended across the country
during the first wave of the COVID-19 pandemic and re-started in
December 2020. Due to the second wave of the pandemic, this action has
not yet commenced.

Lessons
learnt



The COVID-19 pandemic and the immense pressure on staff required to
support the surge in patient numbers and acuity of their illnesses has had
a detrimental impact on the mental health and wellbeing of all staff
involved. Throughout the pandemic, the Trust has provided wellbeing
support to all staff, both clinical and non-clinical, and continues to do so.
The Trust recognises and acknowledges its responsibility in the provision
of support for staff as the teams emerge from wave two of the pandemic
and will do everything it can to ensure staff have the opportunity to access
support as and when they need it.

Next steps



Continued provision of support for staff for their health and wellbeing
through access to support services available from the Organisational
Development and Human Resources teams, as well as external support
services
The Head of Patient Experience will liaise with the Head of Nursing for
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Surgery regarding incorporating Critical Care in the trust wide FFT
reporting process post wave two of the pandemic
The Critical Care team will link with the Patient Experience Team and the
Patient and Public Voice Partnership Group to agree actions moving
forward
Continued review of feedback received via Message to Matron and patient
and staff surveys.

Effectiveness
Goal 7

Mortality - HSMR - Improve position to re-gain
top quartile status

7a

Ongoing process of review in Q1 to identify
changing factors which influence the HSMR with
monthly agreed actions to address of investigate
these
Understand impact of local factors on respiratory
mortality at HH
Review cohort of patients alerting in high volume
diagnosis groups by Q2 2020
Improvement in HSMR and SHMI
Clinical Coding to identify plan to reduce current
backlog with trajectory for monthly reduction to
residual coding to <15% at HH at the end of year
one with a view to improving this to <10% by the
end of year two

7b
7c
7d
7e

Information

Goal Met

Goal
impacted
by COVID19

The Trust Quality Governance and Compliance team use the Dr Foster
Intelligence (DFI) metrics and the NHS Summary Hospital-Level Mortality
Indicator (SHMI) for benchmarking Trust performance in relation to mortality
against statistical expectation calculated from national datasets.
Hospital Standardised Mortality Ratio (HSMR) is an indicator of healthcare
quality that measures whether the number of deaths in hospital is higher or
lower than you would expect. A score of 100 means that the number of deaths
is similar to what you would expect. A higher score means more deaths; a
lower score, fewer. Statistically, the HSMR is the relative risk of in-hospital
mortality for patients admitted within the 56 diagnosis groups that account for
80% of in-hospital deaths. HSMR is refreshed monthly.
Summary Hospital-Level Mortality Indicator (SHMI) is an indicator of
healthcare quality that measures whether the number of deaths in hospital, or
within 30 days of patients leaving hospital, is higher or lower than you would
expect. A score of 100 means that the number of deaths is similar to what you
would expect. A higher score means more deaths; a lower score, fewer. The
SHMI is produced and published quarterly.

Reason for

The Trust saw a significant increase in the Trust’s HSMR score from May
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prioritisation 2019. As a result, a deep dive exercise was undertaken in March 2020 which
aimed to understand the reasons for the increase, explore the driving factors
and determine any links to the quality and safety of the patient care provided,
and review the clinical coding.
The Trust sought to understand the reasons for the increasing HSMR, take
action to prevent any further increases and move the Trust from being
statistically significantly high to being in the ‘as-expected’ range.
Baseline





Action taken 











Outcomes







Lessons
learnt




104.2 Trust wide
104.0 PCH
108.2 HH
Dr Foster presentation to the Quality Assurance Committee
A deep dive review looking at septicaemia/pneumonia cases
A review of palliative care coding at Hinchingbrooke Hospital
Creation of overarching Mortality Rate Reduction Strategy, detailing the
Trust’s strategy vision for improvements leading to a reduction in the overall
HSMR and SHMI
Development of a Mortality Rate Improvement Plan, tracked monthly via the
Quality Governance Operational Committee
Collaborative working between Dr Foster, the Quality Governance and
Compliance team and the Clinical Coding team to identify reasons for high
residual code rates
Clinical Coding annual plan to include key alerting diagnosis groups from
HSMR/SHMI
Top six patient comorbidities have been added to the online Mortality
System to allow clinicians to provide feedback/validation
Review of deaths within 48 hours of admission (across two consecutive
months) carried out with Trust and local GP to identify any inappropriate
admissions
Overall HSMR has decreased from a high of 111.6 to 108.0 with
Hinchingbrooke HSMR decreasing from 110.8 to 99.4
Palliative Care coding review identified a number of coding errors between 1
March 2020 and 31 May 2020 in patients recorded as seen by the Specialist
Palliative Care team. The coders had incorrectly assigned a non-palliative
care code. The results were also discussed at the Clinical Coding Team
Brief meeting. As a result, Specialist Palliative Care coding rates increased
from 4.3% to 5.3% (national rate is 4.5%)
Residual code rates have decreased Trust wide from 5% to 3.6% with
Hinchingbrooke decreasing from 8.7% to 6.5% (national rate is 2.1%)
Increase in Charlson comorbidity scoring from 38% to 43.2% Trust wide
(national rate is 41.3%)
Report of 48 hour admission identified very low rates of avoidable
admissions
Coders should ensure they use specialist Palliative Care coding when this is
clearly documented in the notes, either with a yellow Palliative Care sticker
or with a handwritten entry in the notes
Specialised Palliative Care Coding Rates, Charlson Comorbidity rates and
residual coding rates are monitored at the Mortality Surveillance Committee
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Next steps









on a dashboard to track trust-wide position
Agreed cut off point for residual coding before HES extraction to enable
Clinical Coding to monitor residual coding rates
Monthly meetings between Clinical Coding team and Quality Governance
and Compliance team to identify and escalate issues impacting on coding
and the HSMR/SHMI
Zero day length of stay admissions are being coded differently at PCH and
HH
Continue to monitor palliative care coding rates via a dashboard at the
Mortality Surveillance Committee
Development and publication of quarterly Mortality Newsletter
Collaborative work on a new electronic Post Take Ward Round form for
Acute Medicine, initially at PCH with subsequent roll out to HH
Collaborative review of deaths within 30 days of discharge to be carried out
which will be based on certain respiratory diagnosis groups which
frequently alert on the SHMI
Zero day length of stay admissions to be coded uniformly across the Trust
as of April 2021
Clinician led review of cases under signs and symptoms coding to generate
consensus on how to lower the number of diagnoses in this group
Continue to review the process for documentation of comorbidities to
ensure accurate coding

Goal 8

Critical Care – Assurance and compliance with
mortality and morbidity reviews

8a

Identify all local Mortality and Morbidity meetings
by 30 April 2020

8b

Agree rolling programme of updates and
presentations of cases to Mortality Surveillance
Committee (led by junior doctors where possible) to commence June 2020

8c

Identify minimum number of mortality and morbidity
reviews to be undertaken

Information

Mortality and morbidity (M and M) meetings are multidisciplinary group reviews
and discussion of clinical cases, outcome data (clinician and patient reported)
and related information such as Serious Incidents, complaints, HSMR or other
benchmarking data) to generate discussion and actions to improve patient
care. The format traditionally consists of junior doctors presenting cases to
other doctors for reflection on diagnostic or treatment decision-making. The
junior doctors receive senior clinical opinion and gain experience at presenting
and discussing cases.

Goal Met

Goal
impacted
by
COVID19

Mortality and morbidity meetings are taking place throughout the organisation
without a standardised system of review or monitoring for these.
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Reason for
To understand the case selection and review process for locally-held mortality
prioritisation and morbidity meetings and ensure these are aligned to the aims and
objectives of the Mortality Surveillance Committee.
Our current compliance level in undertaking appropriate M and M meetings is
currently unknown.
Baseline

There are approximately 18 specialty services that would be expected to run an
M and M meeting. We currently hold M and M data for 5 out of 18 meetings.
Information held on local mortality and morbidity meetings, case selection and
outcomes is insufficient.

Action taken 




Outcome
details




A full review of M and Ms was delayed by the COVID-19 pandemic
M and M activity was reduced in 2020/21 due to the impact of the pandemic
on governance activity
A rolling programme of updates and presentations has been agreed at the
Mortality Surveillance Committee in February 2021
The structure and content of the presentations and the involvement of Junior
Doctors will be agreed at a Mortality Leads meeting to be held in April 2021
A new job description for Mortality Leads has been produced and agreed by
the Workforce Committee
Mortality Leads will be issued a new job description, outlining their roles and
responsibilities. This will include presentations being made to the Mortality
Surveillance Committee, including by Junior Doctors
The first Trust-wide Mortality Leads meeting has been arranged to discuss
the role and work towards making the Mortality Surveillance Committee a
clinically-led committee focused on the outcomes and learning from reviews.

Lessons
learnt



The commencement of the programme was delayed due to the COVID-19
pandemic and the absence of the Quality Governance and Compliance
Manager for a period of time during 2020. Lessons learnt to be identified as
the programme develops.

Next steps




Issue new Mortality Leads job descriptions
Hold trust-wide Mortality Leads event to gain feedback on how to increase
their engagement in the process of reviewing deaths and making service
improvements as a result
Develop a clear programme for M and M meetings with a structured agenda
which feeds into the Mortality Surveillance Committee.



Goal 9

Medicines Management / Storage - safe storage
and access of medicines and drugs

9a

Roll out plan for all inpatient ward areas creating
registrant only access to medication rooms - by 30
June 2020
Work within specialist areas such as ED and
Critical Care to develop safe processes with rapid
access to drugs when required - by 31 July 2020
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9c

9d

Information

Work with remaining areas such as outpatient
departments to review safe storage - by 31 July
2020
Review all practice at Stamford and
Hinchingbrooke Hospitals to ensure all areas are
compliant - by 31 July 2020
The project commenced in 2020 in response to a recommendation included
with the CQC hospital inspection report in December 2019 following concerns
raised that the Trust were not fully compliant with the safe and secure handling
of medications as outlined in the Professional Guidance on Administration of
Medicines in Healthcare Settings (2019) (Royal Pharmaceutical Society, 2019).

Reason for
The CQC inspection highlighted areas of non-compliance with medication
prioritisation storage, access and audit within the Trust. Storage concerns were around
consistency and standardisation, access to medication storage and therefore
medications by non-registered staff, storage units compliance to types of lock
fittings, security register for recognition of responsibility for keys and auditing.
Baseline









Action taken 








Non-registered staff had access to the medication storage areas without
supervision
Security of the medications was not consistently locked nor complied with
the British Standard of locks
Storage of medication did not comply with the requirements and was not
consistent across the Trust
Monitoring of temperature-controlled medications was not central and
without a clear understanding of how it is managed
Medications were separated across a number of rooms causing confusion in
access and storage at PCH.
Entry to the rooms was by digi-lock at PCH
Reporting was inconsistent across the Trust and there was no clear
governance structure for upward reporting of audits and reports.
A task and finish group was established with key personnel from the
Corporate Nursing, Practice Development and Pharmacy teams to oversee
the Trust wide project
All clinical areas storing medications were scoped and reviewed with PCH
agreed as a priority, with a plan to scope the other sites
It was determined that where the clinical areas could, they would combine
the storage of the medications into one room and where this couldn’t
happen, the security of the area remained compliant with the regulations
Communications were circulated confirming that all non-registered staff
were not to access the medication storage areas without supervision and
would be required to sign in and out of the room if they did require access.
Risk assessment completed for all non-registered staff who required access
to the medication rooms due to their job role
At Hinchingbrooke all non-registered staff had the swipe card access
removed to all medication rooms
All areas with digi-lock access to the medication rooms at PCH had these
urgently changed with only registered staff knowing the code. This would
then be changed on a six-monthly basis
Every set of keys would have an accountability and responsibility register for
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Outcome
details












Lessons
learnt







completion at the beginning and end of each shift to ensure an audit trail of
whom took responsibility and accountability for that set of keys
As required, areas were provided with extra storage which complied with the
BS standard for locks, and all existing cupboards were risk assessed
Extra / new keys or fridges were purchased to ensure temperature
controlled medications were stored securely
Fridge monitoring and escalation of alarms generated from the fridge was
reviewed to ensure fridge items are stored correctly, safely and issues dealt
with promptly
Storage of IV Fluids and medications were repositioned to comply e.g. fluids
(including ampoules) are not decanted from their original packaging,
potassium is not stored on the same shelf as non-potassium medications
and is clearly identified as a potassium medication
Current storage units reviewed across site and additional compliant units
purchased where needed. For the additional cabinets each draw and shelf
has been standardised where possible with clear labelling. Each existing or
new cabinet has clear labelling on the outside
A number of areas across PCH have had additional work surfaces/shelves
fitted to allow for ease of working and extra storage for the larger boxes of
IV Fluids
All emergency and critical areas were reviewed.
22 areas are fully compliant
Each area were informed of required changes including responsibilities and
expectations from staff members
Equipment was ordered and a variation for fixtures and fittings was
submitted to Progress Health
The policy for safe storage of medicines was reviewed, amended as
necessary and approved
Risk assessments were completed for dedicated storage and specific staff
roles and responsibilities
Once works had been completed in each area, these were formally signed
off
All rooms with digi-locks will have these changed to key entry only
All sets of keys signed for and accountable to that person
All medication storage to be standardised across the Trust where possible.
Quarterly medication storage and security audits are continuing and
discussed at the Medication Safety Meeting. Pharmacist to disseminated
audited information to the clinical areas.
A number of areas required fixtures and fittings which were requested and
approved. A plan for commencing the work was identified but due to
COVID-19, Multiplex personnel were prevented from entering the wards
therefore there were delays to the projects.
The Trust now has a more robust way for agencies to complete urgent
fixture and fitting requirements whilst maintaining the safety of staff
Communication is clear and staff understand the required changes so they
do not feel undervalued
Ensure reporting format is consistent across the Trust and is completed on
a regular basis with areas of improvement and what has gone well is
Version dated 21/05/2021 – Page 33

Quality Account 2020/21
disseminated
Next Steps











Locks to be fitted to Outpatient and Maternity cupboards
Locks for fridges in ward areas at PCH to be completed in April 2021
Fixtures and fittings (shelves, anchor points) and the movement of
cupboards to be completed in clinical areas
Communication to all Ward Managers to continue outlining the expectations
with the key registers
All digi-locks to be deactivated and the keys to the doors to be disseminated
Emergency Department variation to be submitted and approved
Critical Care to be scoped again now the pandemic has lowered in surge
level
Remaining areas requiring fixtures and fittings to be signed off
Ensure all areas undertake audits on a quarterly basis and are reported in
the same format

Goal 10

Datix - Reduce time from incident report to
submission to National Reporting and Learning
Service (NRLS)

Goal Met

Goal
impacted
by
COVID19

10a

Over 75% of incidents to be submitted to the NRLS
within 14 days

Information

The National Reporting and Learning System (NRLS) is a central database of
patient safety incident reports set up to increase the reporting culture of
incidents to improve patient safety in healthcare. The incidents are analysed
centrally to identify hazards, risks and opportunities for continuous
improvements in the safety of patient care.
The NRLS issue a report on “Understanding & Improving your patient safety
incident reporting” every six months.
The Trust level NRLS patient safety incident report covering incidents uploaded
to the NRLS between October 2018 and March 2019 identified that 50% of the
Trust’s incidents were being reported to the NRLS after 43 days.

Reason for
Guidance from the NRLS suggests that incidents should be reported as quickly
prioritisation as possible after they are submitted, with the Trust aiming for a maximum
timeframe of 14 days.
Baseline



Action taken 


Outcome




50% of incidents reported to NRLS within 43 days
A new Standard Operating Procedure was developed within the Datix team
outlining the steps required to extract data to the NRLS, including the
timeframes involved
Two members of the Datix team were trained to run the extraction to ensure
this could always be done irrespective of annual leave or staff absence
The NRLS extraction was moved to fortnightly in March 2020
The latest data published in September 2020 shows an improvement with
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details


50% of incidents being reported after 36 days
Live NRLS data from the website shows data to February 2021 with a
median number of days between incidents occuring and being reported to
NRSL of 16 days. This will be reflected in the report due to be published in
April/May 2021.

Lessons
learnt



Incidents must be uploaded to the NRLS on a fortnightly basis and not
batched until final approval has been given

Next steps



Review data from next NRLS published report

Goal 11

Duty of Candour - ensure Datix reflects
organisational culture of openness and
transparency

11a
11b

Monthly spot checks to start from 1 April 2020
Duty of Candour policy to be ready for approval by
31 May 2020
Board reporting format to be agreed and
commenced
The Trust acts in an open and transparent way in relation to care and treatment
provided to patients, ensuring that statutory Duty of Candour requirements are
fulfilled. When a patient safety incident occurs whereby a moderate degree of
harm (or higher) has been caused to the patient, the Trust will notify the
patient/NOK and give an account of what happened, give an apology for the
harm caused and confirm the next steps to be taken in relation to any
investigation. The Trust will provide feedback following any investigation giving
details of the outcome and any actions taken.

11c
Information

Goal Met

Goal
impacted
by COVID19

Reason for
A review of incident data identified that details relating to duty of candour were
prioritisation not present in all incidents with a severity of moderate harm or greater. As part
of an overall Datix improvement plan, Duty of Candour fields in Datix should
clearly reflect the conversations being held when incidents occur.
Baseline

In March 2020, there were approximately 100 incidents across the Trust which
did not have confirmation on Datix that Duty of Candour had been carried out.

Action taken 




Outcome
details



The Duty of Candour policy has been updated and republished
Monthly spot checks have been delayed due to the COVID-19 pandemic
and the absence of the Quality Governance and Compliance Manager. It is
planned to that these will take place in financial year 2021/22
A Datix summary report detailing areas of non-compliance with Duty of
Candour is presented at the Chief Nurse Rapid Review (CNRR) meeting on
a weekly basis to highlight any gaps to the relevant senior nursing teams
The number of cases where duty of candour is required is reported through
to the Board on the monthly Quality Report
Non-compliance with Duty of Candour fields on Datix has decreased by
65% since March 2020 when the first report went to CNRR
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Lessons
learnt



Ensure regular monitoring of Duty of Candour and escalation to senior
nursing teams

Next steps



Make further refinements to the process of Duty of Candour, encompassing
engagement with families following the Structured Judgement Review (SJR)
process and align this to the existing Duty of Candour policy, the Mortality
Review Policy and the Medical Examiner policy
Attendance at EMED Matrons meeting and Band 7 forum to provide
information and guidance on improving and sustaining Duty of Candour
records on Datix.



Infection Control
Goal 12

C. diff - reduction in hospital acquired (not 28
days post-discharge) by 10% of 2019/20 cases

12a

Antimicrobial stewardship - annual point
prevalence audit, bi-annual audits of every inpatient area
Diagnostic stewardship - to be included in the
RCA paperwork and discussed at every scrutiny
panel
Division engagement and action on lessons
learned at panel
Clostridium difficile (C. diff) is a bacterium that can live in the gut harmlessly or
can cause acute diarrhoea. All NHS trusts are set a ceiling amount of crude C.
diff cases per year set by NHS improvement. All hospital acquired cases of C.
diff are subject to a Root Cause Analysis (RCA) and scrutiny panel to
determine whether there have been any lapses in care. If there have been no
lapses in care, then the case is removed from trajectory.

12b

12c
Information

Goal Met

Goal
impacted
by COVID19

In 2020/21 the financial penalties associated with C. diff were discontinued and
the scrutiny process has been led internally as a result, with no input required
from the CCG.
The COVID-19 pandemic had an impact on the timely completion of scrutiny
panels as the IPAC team were heavily involved with the pandemic response.
Panels were postponed in November 2020 and were reinstated in February
2021, the backlog was still being worked through at the end of March 2021.
There is some concern that increased use of antibiotics as result of secondary
bacterial infections may lead to higher rates of C. diff, but more research into
this is needed.
Reason for
Sanctioned cases of C. diff, where lapses in care have been identified at
prioritisation scrutiny panel, have been below the set ceiling target for a number of years,
however crude cases remain above the ceiling limit.
External targets for 2020/21 remained unchanged from the previous year.
However local targets have been set at a 10% reduction on 2019/20 cases.
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Baseline

 Total number of C. diff crude cases reached 123 by the end of Q4 2019/20

Action taken

 Monthly data uploaded to data capture system
 Scrutiny panels held for every hospital acquired case to review the root
cause analysis (RCA) tool for the case and learning disseminated across
the clinical area and wider trust as appropriate
 Number of hospital-acquired cases monitored on a monthly basis at the
Infection Prevention and Control team meeting then reported to the Trust
Board via the monthly Director of Infection Prevention and Control (DIPC)
report and to ward via team brief and ward managers

Outcome
details






Lessons
learnt






Next steps







At the end of Q4 2020/21 the total number of crude cases was 91, which is
a 35% reduction from 2019/20. Of these 66 were hospital onset – hospital
acquired as opposed to community onset – hospital acquired (within 28
days of discharge)
16 cases had been sanctioned at the end of March 2021. The backlog of
scrutiny panels, due to COVID-19, is currently being worked through.
Further details can be found in the Director of Infection Prevention and
Control Annual Report for 2020/21.
Whilst a significant drop in cases has been reported in 2020/21, further
progress is required in order to achieve an irreducible minimum.
Work commenced regarding diagnostic stewardship needs to continue into
2021/22 to ensure it becomes embedded as normal practice
Antimicrobial stewardship has improved but slow progress has been made
due to the COVID-19 pandemic
The reasons for cases being sanctioned in 2020/21 were: failure to follow
local guidelines for antibiotic prescribing and not isolating when a stool
sample was sent.
Continue to monitor for issues with diagnostic stewardship at the C. diff
scrutiny panel
Feedback panel findings via Ward Managers and Matrons meetings.
Quarterly antibiotic audits to be undertaken to identify issues with antibiotic
prescribing
Restart the Antibiotic Committee meetings
Continue attending Matron and Estates and Facilities quality walkabouts
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Quarterly environmental audits
Annual Hygiene Code audits
Share learning from all of the above at Clinical Division level, with Ward
Managers, Matrons and Link Nurses.

Maternity
Goal 13

Continuity of Carer

Goal Met

Goal
impacted
by COVID19

13a

Continuity of Carer (CoC) - 51% of women to be
booked on a CoC pathway by March 2021

Information

Continuity of Carer is a national recommendation initially outlined in Better
Births: Improving Outcomes of Maternity Services in England – A Five Year
Forward View for Maternity Services, and then subsequently reinforced in the
NHS Long Term View.
The aim of Continuity of Carer is to improve safety outcomes for women and
babies through the development of a relationship of mutual respect and trust
between the woman and their midwife.
Implementation of Continuity of Carer is reliant on staffing levels meeting
national standards and incorporates whole-scale change both organisationally
and culturally.

Reason for
To embed national guidance and by doing so, maximising women’s birth
prioritisation experiences. Additionally, there is a plethora of published evidence that this
model improves clinical outcomes which is critical in addressing health
inequalities.
Baseline
Action taken

The baseline figure at the beginning of March 2020 was 0%








Outcome
details



The initial pilot team was unsustainable due to staff absence resulting in
the suspension of the Continuity of Carer team
An implementation plan has been developed which incorporates analysis
of the local community needs, trajectory and milestones
Support regarding implementation has been received by national and
regional Continuity of Carer teams
BirthRate Plus analysis of staffing has been undertaken
The maternity digital system is able to collect Continuity of Carer data that
will support future monitoring
Leadership roles recruited to including the new Director of Midwifery and
Head of Midwifery
Nationally, in recognition of the challenges faced by Maternity Services,
the target was reduced to 35% by March 2021
The Trust has been unable to proceed with the Continuity of Carer model
roll out due to staffing levels not meeting the Birth Rate Plus
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recommendations and so the priority has been operational safety
Lessons
learnt





Trajectory reviewed as a result of staff feedback
The model of the pilot team is not being taken forward
Preservation of safety through the traditional model and transitioning to the
new model safely

Next steps



To implement the 2021/22 priorities and operational planning guidance:
implementation guidance regarding Continuity of Carer published in March
2021
To develop a project oversight group with a Project Manager in post
To primarily focus on the Hinchingbrooke Hospital site where staffing
levels meet national standards




Goal 14

Maternity Triage

Goal Met

Goal
impacted
by COVID19

14a

Women triaged within 30 minutes of arrival in
the department

Information

The Maternity Service provides a 24/7 Obstetric Triage for women to be
reviewed for a range of conditions. The development of triage services across
the UK has led many units to adopt the Manchester Triage System that has
been adapted for Obstetrics, which provides a robust way to ensure that
women are prioritised according to their presentation.

Reason for
In 2019, the CQC highlighted in their inspection of NWAFT Maternity Services
prioritisation that not all women were being assessed, triaged and treated in a timely
manner.
To improve safety of Triage services and subsequently improve regulatory
compliance.
Baseline

89% of women were being triaged within 30 minutes of arrival

Action taken 









A Quality Improvement Project was implemented
Twice-daily safety huddles and two-hourly visual checks implemented
The escalation process has been revised and implemented
A metric added to the revised Maternity Dashboard in November 2020 for
monitoring purposes with a target of over 95% of women being seen within
30 minutes
A Documentation Audit was undertaken on a monthly basis and reported on
the Matron Balanced Scorecard
An assessment of the patient is now undertaken on arrival in the single
room
Staff training regarding the RAG rating for Triage has been completed
The Assessment Day Unit is now opened seven days a week at
Peterborough City Hospital
Staffing, acuity and activity requirements have been reviewed as part of the
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Outcome
details







Lessons
learnt




Next steps



BirthRate Plus review
There has been an increase in medical staff presence on the Obstetric rota
The My Pregnancy digital platform has been launched that provides an
additional route for women to ask questions
Since November 2020, the Maternity dashboard has reported the
percentage of all women who attended Triage and were reviewed within 30
minutes
The year-end figure for March 2021 was 85.2% so has not met the target of
95%
For care being fully documented, the latest compliance figure was 85%
(March 2021)
Staffing was challenged through COVID-19 due to midwives who were
shielding for either long term conditions or pregnancy, as well as higher than
expected absence rates
Staffing has been increased to a planned two additional Midwives per shift,
with plans to increase the skill mix further as part of the BirthRate Plus
investment
Training needs of staff and skill mix required
Greater recognition of the interdependencies between the Assessment Day
Unit (ADU), Maternity Helpline and Obstetric Triage

To review the women’s pathway through the ADU, Maternity Helpline and
Triage
 To further increase the number of women being reviewed within 30 minutes
 To create a leadership role in Triage
 To continue with increased medical presence

Care Quality Commission (CQC)
Goal 15

Overall ‘Good’ rating for Well-Led KLOE for
the organisation

15a

Design, facilitation and completion of external
independent Well-Led governance review by the
end of Q2
Review and completion of all MUST and
Achieved
SHOULD recommendations relating to Well-Led
83.3%
KLOE overall
 75% by end of Q2
 85% by end of Q3
 100% by end of Q4
15a - The Trust commissioned Effective Leadership Solutions (ELS) to carry
out an independent, development Well-Led Review of its leadership and
governance using the CQC’s Well-Led framework and associated Key Lines of

15b

Information
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Enquiry (KLOEs). ELS are hosted by Arden and Greater East Midlands CSU
(Arden and GEM) who have experience in undertaking Well-Led Reviews in the
NHS. This review followed the merger between Peterborough and Stamford
Hospitals NHS Foundation Trust and Hinchingbrooke Health Care Trust on 1st
April 2017 and the CQC hospital inspections undertaken in July 2018 and
subsequently in September 2019, in which the Well-Led KLOE was rated
‘Requires Improvement’.
15b – Following the CQC inspection in September 2019, a total of six
recommendations were included in the trustwide Well-Led section of the
inspection report, with further concerns highlighted in the Critical Care and
Maternity sections of the report (reported against under Goal 16). The six main
recommendations included the following:
1. Must work at pace to ensure sufficient numbers of suitably qualified,
competent, skilled and experienced medical and nursing staff across all
services
2. Must ensure that all staff are up to date with mandatory training,
including training in relation to the Mental Capacity Act 2005 and
Deprivation of Liberty Safeguards, life support training and safeguarding
training
3. Must ensure there are effective governance processes throughout the
trust
4. Must ensure leaders and teams, across all services, always identify and
escalate relevant risks and issues and identify actions to reduce their
impact
5. Must ensure relevant risks and issues that are escalated are correctly
categorised and investigated in line with national guidance for
investigating incidents, including serious incidents
6. Must ensure that processes related to the safe storage of medicines are
maintained and that medicines can only be accessed by persons who
are authorised to access them.
Reason for
15a - The developmental review built on progress made since the last CQC
prioritisation inspection and focussed on areas that needed further work in order to embed a
culture of learning and robust systems of governance to enable the delivery of
high quality and safe care. It took into account the previous CQC findings, as
well as some of the key dilemmas being faced by NHS Boards.
15b – The Trust was disappointed by the overall rating received from the CQC
and the recommendations made in the inspection report, which was published
in December 2019. The Trust Board agreed it necessary to align the actions to
the quality priorities for 2020/21 in order to ensure the Trust Board were sighted
to issues identified and ongoing progress to address these, and to ensure
overall compliance against CQC KLOEs was achieved.
Baseline

15a - CQC rating of ‘Requires Improvement’ in hospital inspections in July 2018
and September 2019.
15b – A total of six MUST recommendations were included in the Well-Led
section of the hospital inspection report in September 2019.

Action taken
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Review focussed on five key themes: Leadership; Engagement; Culture;
Governance and Assurance and Approach to Quality Improvement
Also considered the CQC Well-Led framework and associated KLOEs
and well-respected best practice models in Board evaluation
From those, a four-step approach was adopted to deliver the review:
Preparation; Observation; Engagement and Analysis and Reporting
A desktop review took place of evidence provided by the Trust, which
included a self-assessment by the Trust, the most recent CQC
inspection report and well-led reviews by Deloitte in 2016, and the new
Company Secretary in 2019. Other areas for review put forward
including Serious Incidents, Risk Management and the Quality
Assurance Committee. A range of relevant strategies, policies and
Board and committee papers were also reviewed, which informed key
areas for ELS to explore further
A series of senior meetings were observed by the review team in order
to understand how the committees and Trust Board worked as well as
stakeholder interviews with members of the Trust Board, key senior
leaders and external stakeholders, the structure for which followed the
five key themes of the review. A number of focus groups also took place
with key internal and external stakeholders including Governors, staff,
volunteers and service users from across all three main hospital sites. In
light of COVID-19 restrictions, all interviews and stakeholder events took
place via MS Teams

15b –
 Recommendations included in trustwide CQC action plan
 Each overarching recommendation was split down into individual actions
 Quarterly discussions held with action leads in order to receive updates
against recommendations
 Separate task and finish group commenced to address medicines
storage recommendations as was required to launch a trustwide project
considering all clinical areas across all three main hospital sites
Outcome
details

15a  Due to the impact of the COVID-19 pandemic and the governance-lite
structure implemented by the Trust, the timeframe for the Well-Led
review was delayed by three months, and was therefore completed by
the end of Q3 (December 2020)
 Evidence and findings from the interviews and stakeholder events were
gathered and collated into a draft report for review at first by the
Chairman, Chief Executive and Company Secretary, then formal factual
accuracy checking by the wider Trust Board
 The final report was released to the Trust, which has been considered
by the Trust Board and an improvement plan has been developed in
response to the recommendations made in the report
 The improvement plan was presented to the Trust Board for approval at
the Board workshop in March 2021, including next steps as the Trust
moves into the new financial year 2021/22
15b –
 A total of five out of the six (83.3%) MUST recommendations were
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completed by the end of March 2021. The one action that remained
outstanding related to medical recruitment as part of the MUST
recommendation ‘the Trust must work at pace to ensure sufficient
numbers of suitably qualified, competent, skilled and experienced
medical and nursing staff across all services’. This work had been
delayed by the COVID-19 pandemic however a task and finish group
had been set up as of March 2021 in order to progress the action
Priority focus on recruitment for all staff groups continued with a
reduction in time to hire through use of the TRAC recruitment system
and a reduction in overall vacancy rates. Some overseas recruitment
was delayed due to the COVID-19 pandemic although the majority
continued. Induction processes were adapted with less face to face
content being delivered. Although the number of vacancies reduced,
some ‘hard to fill’ posts remain a challenge. Regular recruitment
campaigns have taken place through more than 20 different channels
including social media and NHS Jobs
The Trust were part of a STP attraction and recruitment work stream
aimed to deliver a web portal for all partners and provision of regular
attraction events to help drive applicants to Trust vacancies. The portal
went live in July 2019, and roadshows were held for Apprentice Week in
February 2020. A plan was in place for 2020/21 however this was
impacted by the COVID-19 pandemic, and there was a realignment of
priorities in July 2020 to include supply via recruitment as well as
education and retention. The STP work stream paused in January 2021
due to COVID-19
The planned roll out of e-roster to all staff groups by March 2021 was
significantly impacted by the COVID-19 pandemic and therefore the
priority was realigned to focus on improved use of the e-roster system at
ward / service level including Safe Care Live. This was to provide a
better understanding of rostering requirements by Ward Managers and
to ensure safe staffing levels.
In relation to mandatory training requirements and compliance – close
monitoring of compliance at Trust, subject, service and individual level
has taken place, with Executive Directors holding senior leaders to
account across the Trust. All face to face training was suspended at the
beginning of the financial year due to COVID-19; some specific courses
re-started in July 2020 at the end of Wave One. Compliance levels were
reported through the monthly Workforce Board report and reported
93.3% as at the end of March 2021
With regards to effective governance, a Well-Led review took place (as
reported above). A risk management task and finish group was
established where it was agreed to facilitate a risk workshop with the
Trust Board, develop a Trust strategic risk register and a risk appetite
statement, and to review systems and processes to enhance risk
management across the Trust including training, procedural
documentation and awareness of appropriate escalation routes. An
internal audit review scheduled to take place during the year was
delayed by COVID-19 and is currently being rescheduled as part of the
wider internal audit plan. A Trust Board Development Plan was agreed
in August 2020 and continues to be reviewed and updated as
necessary. An annual effectiveness review of the Trust Board and it’s
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sub-Board committees took place and the committee structure has been
revised
As indicated above, a separate task and finish group was established to
support the launch of the review of medications storage across the Trust
to ensure only registered staff had access to medication rooms.
Updates against this action have been included in Goal 9 above.

Lessons
learnt

15a –
The agreed improvement plan following the Well-Led governance review
includes a breakdown of the recommendations into the following three
categories in line with how the Trust plans to address these:
 Recommendations where the Trust needs to implement a new system /
process and to revise existing systems and processes.
This includes areas where the Trust had identified issues prior to the
review and already had an intention to act
 Recommendations where the Trust has already implemented the
required actions, but they are still new or not yet embedded. Therefore,
the Trust needs to do some work to ensure that these are fully
embedded across all areas
 Recommendations where the Trust has conducted further assessments
and is comfortable that the recommendations have been implemented
fully and are sufficiently embedded.

Next steps

15a  Approval of the improvement plan by the Trust Board
 Progress against the plan to be monitored by the Trust Board throughout
2021/22.
15b –
 Outstanding actions from the CQC action plan will form part of the
Quality Priorities for 2021/22

Goal 16

To improve CQC ratings within core services
and across sites by March 2021 – Overall

16a

Review and completion of ‘Inadequate’
observations under the Well-Led KLOE for
Critical Care and Maternity core services
Maternity –
 75% by end of Q2
77.8%
 85% by end of Q3
 100% by end of Q4
Review and completion of all MUST
81.6%
recommendations relating to all KLOE for all
core services
 75% by end of Q2
 85% by end of Q3
 100% by end of Q4
Following the CQC hospital inspection in July - September 2019, there were a
total of 59 recommendations included in the final report: 38 ‘MUSTs’ and 21

16b

Information
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Goal Met

Goal
impacted
by COVID19
Critical Care
– 100%

Quality Account 2020/21
‘SHOULDs’. The CQC rated the Well-Led KLOEs for both the Maternity and
Critical Care core services as ‘Inadequate’. There were a total of five
recommendations aligned to the Well-Led KLOE for Critical Care and nine for
the Maternity Well-Led KLOE. All recommendations formed part of the
trustwide CQC action plan.
Reason for
As indicated under Goal 15, the Trust were disappointed with the ratings
prioritisation received following the inspection and therefore agreed the actions should be
identified as quality priorities in order to address the recommendations and
improve the quality of services for patients.
Baseline

A total of 59 recommendations were included in the final report: 38 ‘MUSTs’
and 21 ‘SHOULDs’.

Action taken 



Outcome
details

Recommendations included in trustwide CQC action plan
Each overarching recommendation was split down into individual actions
Monthly ‘check and challenge’ meetings were held between the Chief Nurse
or a senior nursing representative and members of the Divisional
Triumvirates and Matrons for the Core Services. Each action was
discussed and updates including evidence were provided and added into
the action plan
 These meetings were retained during the period of time when the Trust
moved to a ‘governance-lite’ structure during the first wave of the COVID-19
pandemic
 The updated action plan was shared with colleagues from the CQC, NHSI/E
and the two main CCGs on a 6-8 weekly basis in order to ensure they were
kept up to date with our progress against the actions
16a - Critical Care –
 All five Well-Led MUST recommendations were completed, some examples
of which included:
 Improvements to the assessment and monitoring of quality, safety and
effectiveness of the service through a Divisional accreditation
assessment and action plan. This was reviewed through the Theatres,
Anaesthetics and Critical Care clinical governance meeting which
aligned workstreams including Get It Right First Time (GIRFT),
Guidelines for the Provision of Intensive Care (GIPC) standards,
Matrons Balanced Scorecard, specialty and CBU reviews, CREWS
assessments and regional peer reviews;
 Having a clear understanding and oversight of issues faced by the
service and plans to manage and prioritise actions required through
recruitment to key appointments such as the Clinical Lead, Matron,
Lead Nurse and Band 7s and 6s within the team. Also development of
a CBU strategy and re-establishment of the Critical Care Delivery Group
(post-COVID-19 pandemic). Regular senior nursing meetings with the
Divisional Nursing Director and Matron to raise concerns and discuss
improvement actions
 Effective, functioning governance structure through reintroduction of the
Critical Care stream meetings, with upward reporting to the CBU,
Divisional Governance and HMC meetings. Effective governance
processes regarding mortality and morbidity reviews also embedded as
part of MDT working and service stream meetings, led by the Clinical
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Lead. Progress with this was delayed by the COVID-19 pandemic,
however overarching themes were discussed to ensure lessons were
learnt.
Maternity –
 A total of seven Well-Led MUST recommendations out of nine were
completed which included:
 Confirmation that all 148 Maternity guidelines had been reviewed,
approved and were in date
 Assurance that cleaning fluids and gas cylinders were stored safely
securely on the Midwifery Led Birthing Unit, and that the expressed
breast milk fridge was locked to reduce the risk of milk being tampered
with
 Compliance with infection control standards and confirmation that
equipment and rooms already cleaned can be easily identified, and also
assurance that equipment is checked and tested in line with
manufacturer’s instructions
16b –
 A total of 31 out of 38 Trustwide MUST recommendations have been
completed. The outstanding actions have already been identified in the
Well-Led, Maternity and Critical Care sections, with the exception of the final
action relating to documentation in relation to decisions and discussions
around do not attempt cardiopulmonary resuscitation (DNA CPR) orders.
An audit cycle was agreed to review the ReSPECT forms and has been
actioned, however has been delayed by the COVID-19 pandemic. The audit
cycle and training continues
 In addition to the actions already reported for the Well-Led KLOE, Maternity
and Critical Care core services, and recommendations for improvements to
medications storage and transition services for paediatric patients into adult
services, other actions completed in the Urgent Care core service at PCH
include:
 Assurance that all staff complete risk assessments for every patient
through use of the Patient Safety Checklist and additional falls risk
assessment, and take prompt action to reduce the impact of any risks
 Compliance with maintenance of detailed records of patients’ care
and treatment, and assurance that all records are clear and kept upto-date through use of the Symphony system and that all ED staff are
trained in the use of the system
 Compliance with appropriate isolation procedures when treating
infectious patients through collaborative working with the Infection
Control team and ED Clinical Educators to ensure staff are aware of
protocols. This workstream has been heightened over the past year
with infection control requirements around the management of
COVID-19, with the ED having been split into ‘red’ and ‘green’ areas
to care for COVID-19 and non-COVID-19 patients.
Lessons
learnt



Capacity of clinical teams to undertake work required to address actions
within the action plan has been severely impacted during the year due to the
COVID-19 pandemic, with Critical Care coming under the most strain due to
the increased level of patient acuity and dependency during waves one and
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Next steps




two
The Maternity team have undergone a major restructure in-year with the
establishment of a new leadership team and new Director of Midwifery
coming into post which will take time to embed
All outstanding actions to form part of the quality priorities for 2021/22 with
the aim for completion by the end of Q1
Compliance and progress against those actions will continue to be reviewed
through monthly governance meetings and will begin to include reviews of
individual divisional self-assessments against the CQC KLOEs

Goal 17

To improve CQC ratings within core services
and across sites by March 2021 – Maternity

17a

Discovery and gap analysis phase work with
Maternity Improvement Advisor, NHSI
Design, facilitation and completion of external
Organisational Development programme to
design and agree a deliverable action plan as
part of the overall QIP by the end of Q4
Consider key themes and learning from
Maternity Round Table event for inclusion in QIP
by the end of Q2
Review, compilation and submission of evidence
of Year Three CNST
Review evidence and confirm compliance for
Years One and Two CNST by the end of Q1

17b

17c

17d
17e

Information

Goal Met

Goal
impacted
by COVID19

Integral to the National Maternity Strategy is progressing the Ten Safety
Actions outlined in NHS Resolution’s Maternity Incentive Scheme which is in its
third year. The Trust was not compliant with either Year One or Two and
progress to meet those safety aspirations is required by the organisation.
Currently, NWAFT Maternity Service is part of the National Maternity Safety
Support Programme receiving support from a NHSI Maternity Improvement
Advisor following the Inadequate CQC rating for the Well-Led domain. Included
in that programme is progression of the Ten Safety Actions and to improve the
safety culture across the service.

Reason for
To maximise the safety of women and babies.
prioritisation
Baseline
 CQC rating of Inadequate for Well-Led (2019)
 Non-compliance with Year One and Two Maternity Incentive Scheme
(CNST)
Action taken 




Board reporting of perinatal mortality reviews now in place
All perinatal reviews are being undertaken and completed within the
prescribed timescales and all incorporate the parent’s voice
Full compliance gained with the NHS Digital Scorecard
Implementation of the Maternity Digital Notes (K2) at Hinchingbrooke
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Outcome
details







Lessons
learnt




Next steps





Hospital
Plan to reduce Avoidable Term Admissions to NICU (ATAIN) is in place with
rates 5% or below (against national average of 5%)
There were no red flags identified in the GMC Trainee Survey
A review of neonatal nursing has been completed
An external review of midwifery staffing has been completed
Improvement plan in place to improve supernumerary status of the Labour
Ward Co-ordinator and one to one care in labour
Use of the BirthRate Plus app has been implemented to capture activity,
acuity and staffing in real time
Safety Champion bi-monthly meetings in place which are supported by
clinical walk rounds
Saving Babies Lives Care Bundle implementation progressed and
compliance dashboard compiled
Revision of Maternity Dashboard
Fetal Wellbeing Leads in place
Implementation of multi-professional learning
Achieved 100% one to one care in labour and 97% supernumerary status of
the Labour Ward Co-ordinator at Hinchingbrooke Hospital in January 2021
100% compliance with administration of magnesium sulphate for
appropriate women / babies
97% compliance with administration of AN steroids in January 2021
Stillbirth rate of 2 per 1000 against national average of 3.74
100% compliance with completed ATAIN reviews
Capacity to deliver Saving Babies Lives and modifications required through
COVID
Implementation of virtual learning given the requirement to socially distance
To continue to progress with CNST Year Three according to the revised
guidance and timescale as outlined by NHS Resolution
To continue to progress Organisational Development Programme
To commence reporting against all Saving Babies Lives metrics and
process outcomes
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Trust Quality Priorities for 2021/22
Delivering Outstanding Care and Experience
The quality priorities for 2021/22 have been agreed in line with national priorities and guidance, the detail for which has been set out below.

Domain: Effectiveness
Subject Matter
Mortality
Continue to
improve position to
re-gain top quartile
status for HSMR
and Standardised
Hospital Mortality
Indicator (SHMI)





Overarching Aim
Aim to identify and
understand the
reasons behind
relative risk alerts and
to reduce HSMR to
evidence good quality
care.
Improve data quality
and documentation of
patient diagnosis
groups, comorbidities
and palliative care











Metrics / Actions
Undertake reviews of the
clinical coding and/or the
clinical care for those alerting
conditions showing an early
warning indicator (in
collaboration with Dr Foster)
Interrogating the results of
reviews and identifying
themes and trends in quality
of care and/or data quality
External review of Trust
clinical coding
Resume SJR and implement
Medical Examiner System
Change to Deaths reviewed
by NCEPOD method using
mortality surveillance
Continued medical
recruitment and resume
medical education
Seek solutions and methods
to identify gaps and
inconsistencies in
documentation and coded
data










Measures / Outcomes
Actions and reductions in
relative risk within alerting
diagnosis groups
Overall reduction in HSMR and
SHMI.
HSMR below 100
Improved coding practices
Introduction of electronic post
take ward round documentation
Reduction in medical vacancies
Accuracy of HSMR and SHMI
indicators and for the Trust to
regain upper quartile status
Improvement in documentation
leading to greater depth of
coding
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Monitoring
Report Bi-monthly at MSC
Report Quarterly at QGOC
Report monthly to QAC
Coding audit
Divisional Leadership Boards
Mortality Surveillance Group
Quality Governance Operational
Committee

Quality Account 2020/21
NerveCentre –
Digital Innovation
for quality

 To improve quality
measure outcome in
more real time +
improve data
oversight.
 Reduce labour
intensive workload and
enable more care
hours back to direct
patient care through
use of digital

 Project support for
successful scope
development, roll out,
embedding and continued
support
 Implementation of Chief
Nurse Information Officer
lead
 Project plan for roll out
trajectory

 Project Support in place
 Chief Nurse Information Officer
appointed
 Project plan in place and on
trajectory
 Compliance improvement in risk
assessments and escalation of
deteriorating patient

 NerveCentre dashboard
development

 The matron balance scorecards
reflect Nerve centre data as part
of monthly submission
 NEWS scores of 3 or more in
one categories + >5 news of
compliancy of response over
95%
 Use the live dashboard via CX
air at staffing huddles in real
time
 To improve sepsis screening
compliance and management of
the septic patient to above 90%
compliance and treatment
 Prompt and timely escalation
 Sepsis audits
 Datix reporting
 Improved clinical
communication in real time

 Roll out of the Sepsis module
on NerveCentre



Roll out of the Risk
Assessment module e.g.
Digitalising the Falls risk
assessment, Waterlow,
Care Bundles etc. to
enhance patient safety

 To improve compliance to above
95%
 To improve patient care
management and length of stay
 Prompt and timely escalation
 CIP saving on paper
documentation to meet annual

Version dated 21/05/2021 – Page 50















IT Steering Group
Patient Safety Steering Group

Patient Safety Committee
Matrons Quality Assurance Meeting
Quality Assurance Committee
Divisional Leadership Boards

Project Board for NC
NMAG
Ward Establishment 6th monthly
report
Speciality reports e.g. Falls, Nutrition,
Tissue Viability
Patient Safety Dashboard

Quality Account 2020/21


Matrons Quality Assurance
Committee

Implementation / project plan
for use of NerveCentre for
clinical handover.
Improved clinical
communication and real time
escalation



Digital Steering Group

Improved compliance with
EWS completion (100%)
Training for all users
Compliance of escalation
reports to >95%





PSSG
NMAG
QGOC

requirement
 Improved clinical
communication in real time
 Improve Clinical noting and
handover within
NerveCentre.






Reporting of NEWS and
PEWS completion within
the NEWS and PEWS
frequency, escalation of
observations and the
acceptance of escalations



Inclusion and exclusion
criteria for the reports



Determine the current
patient safety systems
which the NEWS report will
align with
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Domain: Patient Safety
Subject Matter
Clinical Risk
and patient
Safety

Overarching Aim
To implement the principles
of the NHS Patient Safety
Strategy Framework
(PSIRF) to promote shared
learning

Metrics / Actions
 Review the SCIG
structure of membership
 Engagement of Staff for
investigations
 Identify with Divisions
PSII investigators
 Roll out PSIIs training
 Introduce patient safety
incident response plan
(PSIRPS)
 Timeframes more flexible
based on an investigation
management plan
 PSII templates
 Promoting an increase in
interviews face to face
meetings, discussion and
observations
 Identify PSII leads

Measures / Outcomes
 A broader, risk –based approach to
patient safety incidents.
 Transparency, support and
engagement for those affected by
patient safety incidents
 Identifying a serious incident based
on the opportunity for learning
(focus more on learnings than
repeating investigations, same
themes)
 Implementation of PSIRF by end of
2022.
 Patient Safety Incident Response
Plan.

Pressure Ulcers

Reduction in HAI pressure
ulcers to promote quality of
care and patient safety

 Cross-divisional working
group
 Ensure engagement with
wider MDT to promote
‘everyone’s business,
attitude with aim of
greater effective
preventative strategies
and improve outcome.
 Development of blog in
EMED to assist training.
 Increase preventative
measures in ED i.e.
repose companion
mattress, and reduce risk
of PU due to longer

 Reduction in Pressure Ulcers to be
below national benchmark per
1,000 bed days for category 2, 3,
and 4
 Bespoke clinical update training to
match staffing areas attending with
aim of improving ‘everyone’s
business’ message, using clinical
scenarios and cases to highlight
concerns.
 clinical areas all have active link,
updated resources in clinical areas
and attendance at link nurse study
days throughout the year
 Ordered 30 more repose
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PSSG
SCIG
QAC
QGOC
DLB






Matron balanced score cards
Mandatory training compliance
PSSG
DLB
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Sepsis
management

Improve compliance with
Sepsis recognition and
management

Trustwide

Maternity

To maximise safety through
the implementation of the
Ockenden
Recommendations

ambulance waits, time of
off load and length of time
in ED.
 Enhanced training and
education.
 Ensure admitting wards
have equipment available
for correct ongoing
preventative measures
once transferred.
 Creation of roles and
responsibilities document
to support link nurse in
their role in clinical areas.

mattresses for ED cross site.
 Roles and responsibilities for link
nurse role in place.

 Sepsis six bundle and
assessment to be added
to NerveCentre.
 Review of sepsis breach
data and identification of
lessons learnt.
 Identification of medical
clinical lead as sepsis
champion in acute
medicine.
 Training for sepsis
captured on ESR as
mandatory
 Training added to TNA
 To fully implement all 7
immediate and essential
actions
 To fully implement Saving
Babies Lives Care Bundle
 To progress compliance
against all ten safety
actions outlined in Year
Three Maternity Incentive

 Improved compliance with sepsis
recognition and target to >90% in
both inpatient and ED areas.
 Medical champion in place.
 Training >95% compliance.
 TNA
 Q1 Projects from identification of
learning.






Developed pathways regarding
maternal medicine across the
system
Progression of multi
professional training
Robust Learning processes in
place regarding serious
incidents
Ensure external representatives
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Monthly audit
MBSC, Dashboard
PSSG
DLB and CBU Governance
meetings
QGOC
QAC

Saving Babies Lives Care Bundle
Dashboard
Training Data
Minutes of Organisational and
System Meetings
Board Reports
LMNS
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Scheme








Liberty Protection
Safeguard (LPS)
– new MCA and
DOLs guidance

To implement the new LPS
legislation and processes
replacing DoLS nationally.





To use the new legislation
and code of practice to
identify the Trusts
responsibilities and
requirements in regards to
LPS.
To assess, plan and
implement the Trust LPS
procedures, recording,
training and policies









are present at each immediate
case reviews
Evidence of risk assessments at
each visit
Improve learning at a system
level through the LMNS
To achieve compliance with
national standards for midwifery
staffing
To progress the RCM leadership
manifesto
To ensure that a robust risk
assessment is undertaken at
booking and a named
consultant allocated where
appropriate
Progress improvement work by
the fetal wellbeing leads to
achieve 90% training
compliance with fetal monitoring
LPS financial implications to be
identified, estimated and
escalated for requirements not
currently in place across the
Trust end of Q3
LPS policy to be completed and
ready to launch by end of Q4
LPS training to be ready to roll
out to staff at end of Q4
LPS information to be
communicated with staff,
patients and public end of Q4
Trust LPS process to be ready
to be implemented by end of Q4
LPS risks to be identified,
reported and actioned by end of
Q3
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LPS action plan – regularly updated
Standing item at the Trust
Safeguarding Committee
Regular updates provided
CCG contract requirements
CQC monitoring
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Domain: Patient Experience
Subject Matter
Patient Experience

Health Inequalities

Overarching Aim
To enhance patient
experience through the
engagement of minority
patient groups.

To improve targeted
health promotion that
focus on Minority Ethnicity
groups

Metrics / Actions

Measures / Outcomes

 Increase patient engagement
and develop links across all
age ranges to provide a
diverse reflection of our local
communities
 To develop representation of
Patient and Public Voice
Partnership members,
facilitating and supporting
quality improvement.



 Increased targeted health
promotion that focuses on
health inequalities of our
local community.
 To understand the preferred
method of communication
and listen to the voice of our
patients











To support improvement
of Health inequalities in
Women and Children

 To support health promotion
in CYP including smoking
alcohol and obesity by
ensuring easy access to
literature on health promotion



Monitoring

Developed links with local
community groups/forums and
representative at the Trustwide
PPVP
50% increase in the number of
patient representatives through
the PPVP’s
Complaints, PALS concerns and
patient survey results
representation of Trust
demographics and population

 Monthly Data of patient engagement
and methods used
 Develop a database of Trustwide
engagement opportunities.
 Monitor PPVP activity through minutes
and an action tracker.
 Develop a quarterly report template to
monitor progress, reporting on
activities and progress

To complete a minimum of two
patient-led quality improvement
projects coproduced with local
community groups/forums
including creating partnerships
for Children and Young People
and Neonates
A 50% increase in the number
of diverse patient
representatives through the
PPVP’s
Implementation of multilingual
communication to patients in a
variety of forms









Introduction of new health
promotion advice on smoking
cessation, alcohol and healthy
eating, in parent classes and
discharge sessions.
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Updated Ethnic Minority Action Plan
Feedback from Patients
Minutes of meetings
Audit Data
Women’s Health strategy
Multilingual communication evidence
Health Promotion literature
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and change documentation
to capture conversations.

To improve outcomes for
women and babies who
are from either a Minority
Ethnicity group or are
vulnerable

Chaplaincy

To enhance patient
experience through the
use of volunteers within
chaplaincy
To develop social media
platform for chaplaincy
services
To replicate the

 To create and progress a
Maternity Ethnic Minority
Action Plan
 To work collaboratively with
a range of local groups such
as RAHAM project
 To fully implement the
Cambridgeshire and
Peterborough Maternity
System BAME Operational
Policy
 To facilitate tailored
Facebook Live Events
 To be a proactive
stakeholder in progressing
Best Start in Life
 Fully Implement Saving
Babies lives Care Bundle
 To implement Continuity of
Carer
 Coproduction with the MVP
 Welcome back and/or recruit
20 chaplaincy volunteers post
lockdown restrictions
 Set up and manage Facebook
and Twitter account for
chaplaincy service
 To attract 15 new volunteers
for the specific role of EOL
and ED pastors



Development and
implementation of a Women’s
Health strategy.

 To improve clinical outcomes
from baseline to National
average - Increase vaccination
rates in deprived wards to the
Peterborough average
 To increase breastfeeding rates
from 68.4% to 72%, update of
maternity care
 To increase the detection of
small for gestational age babies
from 39% to 42%
 Increased provision of
information tailored to individual
needs
 Named Midwife






Increased number of volunteers
in various volunteer roles
across the Trust e.g. Sunday
Chapel volunteers, ED pastors
and End of Life (EOL) sitting
service
Record social media
interactions and reach
Up to 15 new volunteers in the
12 month period to fulfil various
tailored roles

Version dated 21/05/2021 – Page 56










Monthly Data of volunteer numbers
Feed into the volunteer quarterly
report to monitor progress through
project, reporting on activities and
progress
Collecting feedback from staff
members involved in the project
Collecting feedback from patients
Collecting feedback from
volunteers
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Maternity

successful PCH Volunteer
ED Pastors and EOL
sitting service programme
at Hinchingbrooke
Hospital.
To enhance women’s
birth experience

 Further development of a
service that is inclusive and
co-produced with women
 To create an annual Coproduction work plan with the
Maternity Voice Partnership
(MVP)
 To include Service Users in
membership of maternity
meetings
 To expand the MVP to
include Neonatal Voice
 To deliver co-production
knowledge and unconscious
bias training to all maternity
staff by March 2022
 To formulate a programme of
Facebook Live Events
 To progress development of
Website
 To review patient information
 To further implement My
Pregnancy digital platform
 To repeat culture survey of
maternity staff
 To scope a Maternity APP







To be able to demonstrate
improvements to neonatal
care due to the inclusion of
the neonatal voice
To launch the new website
Availability of leaflets in the
top 5 languages
Transformation of the
helpline to make better use
of the “my pregnancy digital
platform”
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Minutes of MVP meetings
Evidence of progressing the annual
work plan
Complaint data and themes
Staff Survey results regarding
safety culture
Approval of a Maternity Strategy by
March 2022
Improved scores in the annual
CQC Maternity User Survey by
March 2022
Reduction in Complaints by
Women and their families
Improved awareness of inclusion
and responsiveness to women
Staff Survey Results
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Domain: Other
Subject Matter
Implement
integrated UTC

Overarching Aim
Improve patient experience,
safety and quality by
streamlining patient flow in
PCH ED

Metrics / Actions
 Monitor hard and soft patient
experience data
 Transfer of MIU and opening
of UTC
 Dashboard development for
new ECDS metrics
 Recruitment to new
pathways
 SOPs in place for pathways

Infection Control

Reduction of hospital
acquired C diff infections

 Reduction in all categories of
C diff cases (hospital onset –
hospital acquired, community
onset – hospital acquired,
sanctioned cases) by:
 Hospital acquired case
numbers monitored at IPC
team meeting and fed back
to board level through
monthly DIPC report
 Scrutiny panels held for all
hospital onset – hospital
acquired cases.
 RCAs completed for
Community onset – hospital
acquired cases.
 Common themes from
scrutiny panels and RCAs
shared with directorates and
learning disseminated
 Antibiotic Stewardship and
diagnostic work
 Implement electronic stool
chart to NerveCentre

Measures / Outcomes
 Ensure safely staffed on
arrival.
 Compliance against the ECDS
targets
 Good patient experience
 UTC opening Q2
 Dashboard for ECDS metrics
 Compliance against metrics in
line with national requirements
 Vacancies recruited to.
 15% reduction in C diff cases
from 2020/21 total by end of
Q4
 Stay below targets set by NHS
improvement (details not
released until April 2021) by
end of Q4
 Improved Antibiotics
compliance and monthly audit
results
 Scheduled C. difficile ward
rounds
 Stool chart within NerveCentre
and real time escalation
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Monitoring
MBSC
CBU Governance
EMED DLB
Finance and Performance Meeting
Unplanned Care Board

Trust Infection Prevention and Control
Committee
Infection Prevention and Control team
meeting
Divisional governance meetings
Director of Infection Prevention and
Control monthly report

Quality Account 2020/21
Return to, and maintain,
business as usual for the
Infection Prevention and
Control Team post
pandemic









Care Quality
Commission

Embed new CQC strategy

following publication in May
2021





Increased environmental
audits to bi-annual
Re-engage link nurses
Update Clinical update and
induction training to include
Covid information
Introduction of ‘Every Action
Counts’ campaign to maintain
awareness of social distancing
and PPE requirements for
staff and patients
Embed monthly social
distancing and mask audits
Regular review of the Board
Assurance Framework,
submitted to QAC
Review, communicate and
implement impact of new
inspection regime / reporting
and engagement frameworks
Continue to develop positive
working relationship with CQC
Relationship Manager (RM)
Continue regular data and
information sharing with CQC
RM – e.g. Weekly Rapid
Review (WRR) and Serious
Case Investigation Group
(SCIG)
Plan to improve individual core
service and overall Trust
ratings















Bi-annual environmental audits
completed
2 link days held on each site
between April 21 – March 22
95% submission rates Monthly
social distancing and masks
audits completed by 100% of
clinical areas

Organisational awareness of
expectations and requirements
of CQC engagement and
monitoring
CQC work plan in place to
provide oversight and progress
against actions
Continuation of regular
engagement meetings with RM
Information of interest is
regularly shared from both the
Trust and the CQC
CQC RM awareness of issues
and good news stories relating
to the organisation on a weekly
basis
Demonstration of compliance
with KLOEs and innovation in
service improvement
Organisation prepared in the
event of planned or unplanned
inspections
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Trust Infection Prevention and Control
Committee
Infection Prevention and Control team
meeting
Divisional governance meetings
Director of Infection Prevention and
Control monthly report
Quality Assurance Committee
Audit reports
Training presentations

















Quality Report
6-monthly CQC update reports to QAC
Update report to HMC
CQC work plan
CQC inspection action plan
CQC self-assessments
CREWS assessments
RM engagement meeting information
packs
Meeting agendas and 72 hour reports

Quality Account 2020/21
Improve internal
governance process /
accuracy of data / use of
data from CQC Insight
Report

Complete outstanding
actions on CQC action plan
from Trustwide inspection
in 2019 and ED inspection
in Dec 2020



Bi-monthly CQC insight
dashboard reports to be
shared and discussed at
Executive Director meetings
 Planning meeting between
COO, CN and CMO to be held
to agree a coordinated review
process / approach across the
Trust
 Corporate Strategic team will
review data from each report
in line with Service
Improvement and
Transformation
Delivery of all recommendations
from 2019 and 2020 inspection
reports








Oversight by Executive Team
Embedded governance process
for review and feedback of CQC
insight report
Organisation has assurance in
data quality shared and reported
externally
Data informs areas under
agreed strategic programmes





CQC insight dashboards
Executive Director Meeting
Hospital Management Committee

Review and completion of all
outstanding recommendations
relating to all KLOE for all core
services by the end of Q2




CQC action plan
Monthly meetings with Divisions
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Statements of assurance from the Trust Board
Review of services
During the year April 2020 to March 2021 North West Anglia NHS Foundation Trust
provided 84 NHS services and specialities across 4 Clinical Divisions.
The Trust has reviewed all the data available to them on the quality of care in 100%
of these NHS services.
During 2020/21 clinical income for NHS services has been funded through nationally
set clinical income blocks in response to the Covid-19 Pandemic. This income has
funded the delivery of NHS services by North West Anglia NHS Foundation Trust
however is not linked to the delivery of activity.
Participation in clinical audits
Clinical audit is a way to find out if healthcare is being provided in line with standards.
Clinical audit lets both the hospital and their patients know where a service is doing
well, and where there could be improvements. The aim is to allow quality
improvement to take place where it will be most helpful and will improve patient
outcomes. Clinical audits can look at care provided all over the country – these are
known as national audits. Clinical audit is a quality improvement cycle that involves
measurement of the effectiveness of care against agreed and proven standards. The
audit cycle includes taking action to bring practice in line with these standards to
improve the quality of care and health outcomes. By following the cycle, any clinician
or team should be able to see where their practice can be improved against given
benchmarks, to take action, and then to re-measure and make further improvements
(HQIP, What is Clinical Audit?, September 2015).

During 2020/21, 83 national clinical audits and 2 national confidential enquiries
covered relevant health services that North West Anglia NHS Foundation Trust
provides.
During that period, North West Anglia NHS Foundation Trust participated in 99% (82)
relevant national clinical audits and 100% (2) national confidential enquiries of the
national clinical audits and national confidential enquiries which it was eligible to
participate in.
The national clinical audits and national confidential enquiries that North West Anglia
NHS Foundation Trust was eligible to participate in during 2020/21 are detailed in
column 3 of the table below.
The national clinical audits and national confidential enquiries that North West Anglia
NHS Foundation Trust participated in during 2020/21 are detailed in column 4 of the
table below.
The national clinical audits and national confidential enquiries that North West Anglia
NHS Foundation Trust participated in, and for which data collection was completed
during 2020/21, are listed below alongside the number of cases submitted to each
audit or enquiry as a percentage of the number of registered cases required by the
terms of that audit or enquiry.
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National Audit Participation
ID

1

National Clinical
Audit & Clinical
Outcome Review
Programmes

Antenatal and
newborn national
audit
protocol 2019 to
2022
BAUS Urology
Audits
BAUS Bladder Outflow
Obstruction (BOO) Audit

2

Renal Colic Audit
BAUS Cytoreductive
Radical Nephrectomy
Audit

3

4

5

6

Case Mix
Programme
(CMP) 2

Child Health
Clinical Outcome
Review
Programme 1

Elective Surgery
(National PROMs
Programme)
Emergency
Medicine QIPs 3
-Infection Control
-Fracture Neck of Femur
-Pain in Children

Falls and Fragility
Fracture Audit
Programme
(FFFAP)
7

1,National Hip fracture
database

Host Organisation

Participation

%
submitted



100%
Automatic
data
submission



30.8%



On-going

N/A

N/A

Intensive Care
National Audit &
Research
Centre
(ICNARC)



100%

National
Confidential
Enquiry into
Patient
Outcome and
Death
(NCEPOD)



N/A

NHS Digital



On-going

Royal College of
Emergency
Medicine



Royal College of
Physicians
(RCP)



Public Health
England

British
Association of
Urological
Surgeons
(BAUS)

100%
100%
On-going

41%

2. Falls database

On-going

3. Fracture liaison

On-going
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service

8

9

10

11

12

13

14

15

16

17

Inflammatory
Bowel Disease
(IBD) Audit 3
Learning
Disabilities
Mortality Review
Programme
(LeDeR) 1
Mandatory
Surveillance of
HCAI
Maternal and
Newborn Infant
Clinical
Outcome Review
Programme 1
Medical and
Surgical Clinical
Outcome
Review
Programme 1
National Asthma
and Chronic
Obstructive
Pulmonary
Disease (COPD)
Audit Programme
(NACAP)

IBD Registry



On-going

University of
Bristol / Norah
Fry Centre for
Disability Studies



100%

Public Health
England



100%

University of
Oxford /
MBRRACE-UK
collaborative



100%

National
Confidential
Enquiry into
Patient
Outcome and
Death
(NCEPOD)



100%

Royal College of
Physicians
(RCP)



1, COPD

77%

2, Adult Asthma

59%

National Audit of
Breast Cancer in
Older
Patients
(NABCOP) 1, 2
National Audit of
Cardiac
Rehabilitation
National Audit of
Care at the End of
Life
(NACEL) 1
National Audit of
Dementia (NAD) 1,

Royal College of
Surgeons (RCS)



100%

University of
York



51% PCH



Cancelled
due to
Covid. No
data
entered

NHS
Benchmarking
Network

Royal College of
Cancelled

due to
Psychiatrists
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2

18

19

National Audit of
Seizures and
Epilepsies in
Children and
Young People
(Epilepsy 12) 1
National Cardiac
Audit Programme
(NCAP)
1,Heart Failure
2. CRM

Covid. No
data
entered

(RCPsych)
Royal College of
Paediatrics and
Child
Health (RCPCH)
Barts Health
NHS Trust /
National Institute
for
Cardiovascular
Outcomes
Research
(NICOR)



100% HH
On-going
PCH



PCH-88%
HH-25%
PCH-100%
100% both
sites

3 MINAP

National
Comparative Audit
of Blood
Transfusion
programme - 2020
-Audit of Patient

20

Blood Management in
paediatric surgery
-Survey of use of
FFP, cryoprecipitate,
PCC and fibrinogen
concentrate
-Audit of NICE Quality
Standards
-Audit of Blood
Sample Collection &
Labelling

NHS Blood and
Transplant



Suspended
due to
Covid 19

National Diabetes
Audit – Adults 1, 2, 3
-NADIA

Suspended
due to
Covid 19

-Pregnancy in
Diabetes

100% HH
100% PCH

21
-National Diabetes
Audit- Footcare
-National Diabetes
Core Audit (NDA
core)
-Pump audit

NHS Digital


N/A HH
On-going
PCH
On-going

100% - HH
100% -
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PCH

22

23

24

25

National Early
Inflammatory
Arthritis Audit
(NEIAA) 1
National
Emergency
Laparotomy Audit
(NELA) 1, 2
National Gastrointestinal Cancer
Programme 1, 2, 3
National Joint
Registry 2, 3

National Lung
26 Cancer Audit
(NLCA) 1, 2

British Society of
Rheumatology
(BSR)



On-going

Royal College of
Anaesthetists
(RCoA)



100% PCH
78%HH

Data submission won’t be
complete until end of April
2021

No data submitted for
2020/21 Audit yet.
Deadline is normally
around October.

NHS Digital



On-going

Healthcare
Quality
improvement
Partnership



98%-PCH
98%-HH

Royal College of
Physicians
(RCP)



100%

National Maternity
27 and Perinatal
Audit 1

Royal College of
Obstetrics and
Gynaecology
(RCOG)



Automatic
submission
from Trust
dataset

National Neonatal
28 Audit Programme
(NNAP)

Royal College of
Paediatrics and
Child
Health (RCPCH)



100% HH
100% PCH

1, 2

National
29 Ophthalmology
Database Audit 2
National
Paediatric
30
Diabetes Audit
(NPDA) 1, 2
National Prostate
31 Cancer Audit
(NPCA) 1, 2
NHS provider
interventions with
suspected /
confirmed
32
carbapenemase
producing Gram
negative
colonisations /

The Royal
College of
Ophthalmologists

March data will be
submitted by end April
2021

100%

Royal College of
Paediatrics and
Child
Health (RCPCH)



100% PCH
100% HH

Still inputting until end
May 2021

Royal College of
Surgeons (RCS)



100%

March data will be
submitted by end April
2021

Public Health
England



100%

PHE
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33

34

35

36

37

infections.
Perioperative
Quality
Improvement
Programme
(PQIP)
Sentinel Stroke
National Audit
Programme
(SSNAP) 1, 2
Serious Hazards
of Transfusion
Scheme
(SHOT)
Society for Acute
Medicine
Benchmarking
Audit (SAMBA)
Surgical Site
Infection
Surveillance

Royal College of
Anaesthetists



Did not
participate,
planned for
2021/22

King's College
London (KCL)



75% -PCH
77%- HH

Serious Hazards
of Transfusion
(SHOT)



100%

Society for Acute
Medicine



Suspended
due to
Covid 19

Public Health
England



100%

The Trauma
Audit &
Research
Network
(TARN)



90%

British
Association of
Endocrine and
Thyroid Surgery
(BAETS)



100%

The Trauma Audit
& Research
38
Network
(TARN) 2
UK Registry of
Endocrine and
39
Thyroid
Surgery 2

Inadequate number of
elective surgical cases and
the research team being
busy with the covid
research studies

Participation in NCEPOD
During 2020/21 North West Anglia NHS Foundation Trust participated in the following
studies:
Study Name:

Case Notes
Submitted

Clinician’s
Questionnaires
Submitted

Dysphagia in people with
Parkinson’s

0

7

Out of hospital cardiac arrest

0

8
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Reviewing reports of national clinical audits
The reports of 20 national clinical audits and 1 national confidential enquiry reports
were reviewed by the provider in 2020/21 and North West Anglia NHS Foundation
Trust has taken following actions to improve the quality of healthcare provided.
Examples of national clinical audits completed are given below.
National Clinical
Audit and
Confidential
Enquiries
National Asthma &
COPD Audit
Programme: COPD
in secondary care

Findings

Actions Taken during 2020/21

COPD audit to be embedded
into everyday practice with the
use of real time data feedback
to implement local QI initiatives
to address readmission dates

An IA was submitted to increase the
number of Respiratory Nurse
Specialist team members. This will
increase the amount of data collection
that can be done and drive forward QI
initiatives (IA decision awaited)

Patients should be seen within
4 hours

HH ED have recruited to a previously
vacant Middle Grade position. ED
Consultants work hard with the Junior
doctors to ensure all patients are seen
promptly including calling the medical
and surgical teams to remind them of
the timeframes. Ed triage nurses
ensures patients are moved to the
correct area (including ambulatory
Care)

Need to ensure early arthritis
pathways are in place and
easily accessible to provide
guidance for referrers
Need to ensure systems and
processes are in place to
support rapid initiation of
conventional disease modifying
anti-rheumatic drugs

An EIA/urgent clinic is to be set up –
one per month for each consultant

National Audit of
Care at the End of
Life

Provide a specific and targeted
training programme for the
AMBER Care Bundle to all
ward areas focused on
communication, early
recognition and documentation.
To conduct a live AMBER audit

AMBER Care Facilitator to implement
bespoke AMBER Care Bundle training
– to develop skills in communicating
the possibility that the patient may die,
to establish their wishes/preferences
for their last days of life including
PPoC and PPoD

National Maternity &
Perinatal Audit

Maternity service providers
should consider the local
reasons for inaccuracies in the
recording of ‘number of infants’
at birth and work to correct
these by the end of the
2020/21 reporting year. This
might require auditing local

Test reports have been completed
covering a 6 month period (01/01/20 –
30/06/20) and confirm that K2 does
Label correctly in line with the
recommendations of the national audit

Samba – Society for
Acute Medicine
benchmarking Audit

National Early
Inflammatory
Arthritis Audit

Pre-booked nurse clinic appointments
for DMARD – start using the
appointment card at the end of the
consultant appointment to ensure
timely follow up to start DMARD
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National Clinical
Audit and
Confidential
Enquiries

Findings

Actions Taken during 2020/21

data, mandating the ‘number of
infants’ data item and checking
data download reports for
national datasets to ensure that
‘birth order’ has not been
mislabelled as ‘number of
infants’.
National Neonatal
Audit Programme
2020

First parental consultation
within 24 hours

Parental presence on ward
round
Breastmilk at discharge for all
<32 week infants

To Introduce new paperwork to
capture time to parental consultation.
Data will form part of neonatal
monthly report and monthly “safety
huddle report”
Introduce Attend Anywhere software
to allow parents to attend remotely
Appointment of Cross-site infant
breastfeeding lead
Increased teaching for nursing and
permanent medical staff via elfH on
“Breastmilk provision for preterm and
sick neonates” and Unicef Baby
Friendly initiative training for all
relevant nursing staff.

Epilepsy 12

All Health Boards and Trusts
should employ sufficient ESNs
to ensure at least 1 WTE ESN
for every 250 children with
epilepsy. This is so that
families, alongside other ESN
roles, can reliably receive
direct individualised specialist
advice by the same or next
working day between
scheduled reviews.

Business case submitted for part time
band 6 nurse in addition to current 1
WTE Band 7 nurse

National Paediatric
Diabetes Audit

Paediatric diabetes teams
should:
Prepare young people and
their families for transition from
paediatric to adult services.
Transition discussions should
start in advance of the process
to ensure that young people
with diabetes and their families
know what to expect.

MDT discussion involving adult team
and paediatric transition nurse to
discuss updates to Transition policy in
line with the recommendations from
the national audit
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Reviewing reports of local clinical audits
The reports 131 local clinical audits were reviewed by the provider in 2020/21 and
North West Anglia NHS Foundation Trust intends to take actions to improve the
quality of healthcare provided as detailed in a document available from the Quality
Governance and Compliance Team. Examples of some local clinical audits are given
below.
Local Clinical Audit
Cauda Equina
Syndrome audit

Findings
Proforma required for patients
presenting with back pain
suspicious of cauda equine

Intravitreal antiVEGF injection
service audit

Practice for re-treatments and
follow ups of DMO patients
requiring anti-VEGF injections
needs to be standardised
across both sites
Pathway for SLT needs to be
the same at both hospital sites

Selective laser
trabeculopathy
pathways and
clinical outcomes
audit
Audit on improving
handover and VTE
assessments in
surgery
Audit of compliance
of clinical pathway
for women
diagnosed with preeclampsia
Sodium valproate in
girls

Not all surgical patients were
receiving a VTE re-assessment
within 48 hours of admission

Inconsistent compliance with
correct postnatal care following
admission on to PET protocol

Female patients of child
bearing age prescribed sodium
valproate are assessed for the
MHRA Pregnancy Prevention
Programme (PPP)
Ensure specialists continue to
review the patient’s need for
sodium valproate

TIA audit

Patients should receive prompt
and urgent referrals to the TIA
clinic

Audit of Croup
guideline for
management in

To increase the number of
children who receive the
correct pharmacology

Actions during 2020/21
Creation of proforma - circulated
within the ED department
Teaching sessions on proforma use
and completion
Protocol and SOP development for
injection clinics at both PCH and HH
sites

Update and design Joint Pathways for
PCH & HH, both implemented with
immediate effect

The handover list is to be updated to
include a reminder for VTE and
ensure this message is shared with
the General surgery department
teams
Summaries of the protocol and
guideline are to be created and
distributed to all maternity staff to
ensure they are aware of the correct
postnatal care and monitoring
Paediatrician’s completion of ARAF
will include “prevent” 3 step
assessment, provide patient
information leaflet and ensuring
contraception is being taken as
prescribed.
Paediatrician or specialist with
expertise in epilepsy to document
discussion of reason for continued
use of sodium valproate in ARAF or
clinic letter
Audit present at Clinical Audit forum
TIA pathway reviewed. TIA referral
pathway to be updated to exclude
ABCD2 score which will prompt clinic
appointments regardless of risk
stratification, hence requesting for
carotid imaging time
CROUP scoring system and pathway
to be made available in ED,
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Local Clinical Audit
children, babies and
young people
AKI in acute
admissions

QI project on
prescription and
target saturation for
the administration of
oxygen in patients
admitted to Covid 19
receiving wards

Findings
treatment plan by ensuring
easy access to relevant
guideline in clinical areas
Require a dedicated champion
to help increase compliance
with guidelines
Improvement needed in wards
and other clinical areas where
there is high oxygen use
amongst patients

Actions during 2020/21
Rainforest and in the ward area

Junior doctor champions to be
identified within each rotation who will
raise awareness and prompt the use
of the AKI bundle
Creation of posters on prescription
and target saturations for the
administration of oxygen in inpatients

Next steps for clinical audit
The Quality Governance and Compliance team will continue to work in collaboration
with the Associate Medical Director for Audit and Effectiveness to increase
engagement with specific focus on actions and learning following the process of
clinical audit. There will also be an increased focus this year on sharing outcomes,
actions, learning and service improvements from clinical audits across the
organisation.
We will strive to create a focused clinical audit plan for 2021/22 based on risk and
patient safety profiles to ensure we maximise opportunities for learning and
embedding changes in practice throughout the Trust.
We will renew our scrutiny of the outcomes and recommendations from national
audits and ensure that reviews and monitoring of national recommendations
continues to be done in a timely manner.

Participation in clinical research
During the period of 2020/21 over 206 Trust clinical staff have held active good
clinical practice (GCP) certifications, in addition to this numerous other clinical staff
have participated in research approved by a Research Ethics Committee where GCP
certification is not required. The vast majority of research carried out within the
2020/21 financial year has been focused around the COVID-19 pandemic, with our
staff running Urgent Public Health studies, including COVID-19 Vaccine trials that
have contributed to the national response to finding treatments, understanding
infection/re-infections of COVID-19, along with understanding the disease and the
development of vaccines. This has provided the opportunity for a further 133 clinical
staff to be actively be involved in research for the first time which is a platform to
build on over the coming years. Under these challenging circumstances we have
continued with a reduced amount of research into other conditions, specifically those
studies that provide access to potentially life preserving or life extending treatment
not otherwise available to the patient. We have continued recruiting to 37 clinical
research studies (studies open to recruitment during this period) in 2020/21, of which
36 (97%) were National Institute for Health Research (NIHR) Portfolio studies. In
this period, the Trust has recruited 3163 patients. Of this, 3072 (97%) were recruited
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into NIHR portfolio studies (predominately NIHR Urgent Public Health Studies in the
response to the COVID-19 pandemic).
In the year 2020/21, 206 publications in a number of different specialties have been
published from studies at the Trust, which shows our continued commitment to
transparency and desire to improve patient’s outcomes and experience across the
NHS.
The COVID-19 pandemic has enabled the
research team to innovate the way it has
delivered research. We have collaborated with
Primary Care and NIHR CRN Eastern to deliver
vaccine trials recruiting 105 participants to the
Novovax trial, while sustaining our research
activity within the Trust. We have had an
extremely successful year being a major
contributor nationally to the Recovery Trial (613
recruits) establishing treatments for COVID-19
and the Clinical Characterisation Protocol for
Severe Emerging Infection trial (1862 recruits)
and PANCOVID (39 Recruits), which has
gathered information on the outcomes of the disease in hospitalised COVID-19
patients. In addition, we are delivering the SIREN Study (266 recruits) looking at
infections and reinfections in the Health Care profession and GenOMICC (29
Recruits) studying the Genomics of ITU patients all of which have contributed to the
national response to COVID-19. During all of this, we have still maintained the ability
for our Oncology patients to be offered the opportunity to participate in life
preserving/prolonging trials reassuring them of continuing their trial treatment which
has been vital for their care. We have also managed to reopen studies during the
NIHR restart programme. We value the public feedback and have actively been
involved in the NIHR Participant in Research Experience Survey, to inform and help
us improve our service.

Recruitment during 2020/2021 year to NIHR Portfolio Trials.
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Statements from the Care Quality Commission (CQC)
Compliance and governance
The Trust underwent a CQC hospital inspection in July 2019, which included seven
of the eight core services at the Peterborough City Hospital site, one core service at
the Hinchingbrooke Hospital site and all four core services at Stamford and Rutland
Hospital. In addition, a Well-Led inspection of the Trust was carried out in
September 2019.
Following the inspection the Trust retained its overall rating of ‘Requires
Improvement’. A total of 59 recommendations were made – 38 ‘MUST’
recommendations and 21 ‘SHOULD’ recommendations.
The tables below detail the ratings awarded for each of the clinical streams and five
key questions, the overarching location (i.e. hospital site) ratings and the Trust wide
ratings.
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A comprehensive action plan was compiled in December 2019 to capture all the
quality improvements needed, which informed a series of quality improvement
workstreams across the organisation for the coming year. The governance
mechanism for check and challenge was enacted between the Corporate Nursing
team and the Clinical Divisions which included monthly meetings to review progress
and evidence against actions completed. A number of actions had already been
completed at the beginning of the financial year 2020/21.
During the initial phase of the COVID-19 pandemic, the Trust moved to a
governance-lite reporting format, which included a reduction in meetings across the
Trust with a few exceptions such as Private Trust Board and the Quality Assurance
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Committee. The Trust also continued with the individual check and challenge
meetings with each of the Divisions to review progress against the CQC action plan,
but postponed the overarching CQC Steering Group meeting attended by all
Divisions. Moving forward a more streamlined approach was agreed whereby each
Clinical and Corporate Division would present an update to the Hospital Management
Committee of action completed and plans for the next four months in their individual
core services. The overarching steering group was then dis-banded, however the
individual check and challenge meetings remain. This new process and governance
format was introduced in September 2020 and has promoted multi-professional /
disciplinary engagement.
Good progress against the recommendations has been made in year, as outlined in
section XX of the quality priorities, however there has inevitably been some impact
on completion of some actions due to the COVID-19 pandemic. The few actions that
remain outstanding as at the end of March 2021 will continue to be monitored into
2021/22 which will be prioritised for completion as the Trust emerges from the
second wave of the pandemic.
CQC relationship management and subject matter reviews
Since the inspection, the personnel in the role of CQC Relationship Officer to the
Trust changed, however the Chief Nurse, Care Quality Support Manager and Care
Quality team have developed a close working relationship with the new incumbent
during the past year and have established regular contact to formulate an open and
transparent relationship. The Trust supplies weekly data to the CQC which includes
information regarding incidents as discussed at the Chief Nurse Rapid Review
(CNRR) and Serious Case Investigation Group (SCIG) meetings. This helps to
inform the CQC of issues identified and governance around the investigation
processes.
There is two-way communication between the Trust and the CQC Relationship
Officer regarding incidents or complaints of immediate concern, such as potential
safeguarding or patient safety issues. The Trust has been commended for its
responsiveness to urgent enquiries received and our transparency in informing the
CQC team of such potential issues.
In April 2020, the CQC wrote to the Trust to outline their concerns regarding the
safeguarding adults’ policy, procedures and practice within the Trust following a
complaint made by a patient of the Trust. The CQC highlighted specific concerns
and gave the Trust the opportunity to review its safeguarding arrangements to
provide assurance that patients were safe. It was agreed an external review would
be commissioned through the Safeguarding People team from the Cambridgeshire
and Peterborough Clinical Commissioning Group (CCG) which would include:
 a review of the Trusts’ safeguarding policies to ensure they were in line with
current legislation and guidance;
 ensure governance structures were robust;
 ensure training packages were compliant with national guidance;
 undertake a staff survey to ensure awareness of expectations regarding
safeguarding procedures.
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This review was carried out and a report was submitted to the Trust which included
findings and recommendations to take forward. The overwhelming result of the
review was that the CCG confirmed the safeguarding arrangements at the Trust were
robust and were in line with internal policies and guidelines and those that related to
external agencies. The report also confirmed the Trust adequately protected our
patients from harm. There were a total of five recommendations made specifically for
action by the Trust, and a further two recommendations for action by the Trust and
the wider system in a joint approach. An action plan was created and progress is
reviewed on a regular basis through the Safeguarding Committee and Quality
Assurance Committee.
The Chief Nurse and Care Quality Support Manager met with the CQC Relationship
Officer every 2-3 weeks during wave one of the pandemic to ensure oversight of
compliance as set out in the Emergency Support Framework (ESF), the streamlined
regulatory framework launched in May 2020 by the CQC for all acute hospital Trusts.
This included four key lines of enquiry:





Safe care and treatment
Staffing
Protection from abuse
Assurance processes and risk management

Updates were shared and discussed with the CQC Relationship Officer who was
satisfied with the Trust’s level of compliance and meetings returned to a monthly
format in September 2020. The ESF remains the format of discussion at the monthly
meetings.
Also in May 2020, the CQC launched new guidance in relation to Board assurance
for infection prevention and control, and released a framework to be completed by
each Trust. The guidance related to re-establishment of services for non-COVID
patients and how Trusts could ensure risks of cross-contamination were reduced as
much as possible. This was completed by the Infection Control team, approved by
QAC and the Trust Board in May 2020 prior to submission to and review by the CQC.
The CQC team confirmed the Trust met all 10 standards identified and sent formal
notification of compliance.
In October 2020, the CQC published a support tool called Patient FIRST to provide
practical solutions that all Emergency Departments should consider in order to
support good, efficient and safe patient care. ‘FIRST’ was an acronym for Flow;
Infection control, including social distancing; Reduced patients in emergency
departments; Staffing; Treatment. A review was carried out by the Urgent Care
leadership team with evidence collated against each standard identified, which was
submitted to the CQC in readiness for a meeting on 26th October 2020. The CQC
Head of Hospital Inspections and CQC Relationship Officer were assured with the
level of compliance and supporting evidence provided by the Trust.
The CQC notified the Trust on Thursday 26 November that they would be visiting the
Peterborough City Hospital site on Friday 27 November to undertake a review of
RESPECT form compliance as part of the national DNACPR thematic review
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commissioned by DHSC. The inspector met with the Deputy Medical Director for
Governance, who is the medical lead for RESPECT within the organisation, to review
a sample of patient notes. Caroline Walker, CEO, was interviewed as part of the
review process on Tuesday 1 December, with three other members of staff from the
clinical teams being interviewed w/c 7 December. Information gathered contributed
to the national report.
On 21 December 2020, a small team from the CQC undertook an unannounced
inspection in the Emergency Department at Peterborough City Hospital to review the
Trust’s response to winter pressures. The CQC published the final report on 24
February 2021 which included the following recommendations:
• As patients were not being cohorted in corridors, at times of peak pressure,
patients were being held on ambulances due to capacity issues within the
wider hospital.
• People could not always access the service when they needed it. Waiting
times from referral to treatment and arrangements to admit, treat and
discharge patients were not in line with national standards.
• Leaders and teams used systems to manage risk however performance
issues remained that impacted on the quality and safety of care.
The report also stated that the inspection team had observed how positively the
Emergency Department team responded to winter pressures, and focussed
specifically on patient safety, infection prevention and control, patient flow, workforce
leadership and culture. The inspection was not rated therefore there was no change
to the overall rating for Urgent Care at PCH.
On Friday 29 January 2021, the Maternity Leadership team gave a presentation to
representatives from the CQC Inspection team. The following key points were
highlighted:
• Progress made against the CQC action plan following the 2019 inspection
• Details of the improvement journey so far under the headings of the CQC’s
five key lines of enquiry (KLOEs):
• Safety: CNST, Birth Rate+, monthly indicator reporting via maternity
dashboard in the Quality Report, Saving Babies Lives Care Bundle,
ATAIN, PMRT, maternity safety champions, MDT working and staffing
and training compliance updates
• Effective: policies compliance and introduction of K2 system at
Hinchingbrooke
• Caring: complaints process, student support and talk back sessions
with maternity staff
• Responsive: Continuity of Carer roll out trajectory and improving
relationship with Maternity Voice Partnership
• Well-Led: new Maternity CBU model in place since July 2020
• Actions taken in response to COVID-19 under the five KLOEs
• Next steps: five key priorities for 2021 – 1) Workforce; 2) Leadership and
cultural change; 3) Safety including CNST; 4) Quality and CQC and 5)
Engagement and transformation

Version dated 21/05/2021 – Page 76

Quality Account 2020/21
In March 2021, the national CQC team held a series of interviews with key personnel
from the Cancer team at NWAFT as part of the Provider Collaborative Review for
Cancer Services. The themes from the interviews included:
 Information of collaboration with the local Sustainability and Transformation
Partnership (STP) during the COVID-19 pandemic
 Discussions around redeployment of Cancer Specialist Nurses to Critical Care
despite no cancer work reduction during that time and how this was mitigated
to ensure consistent patient care
 Staff welfare, supporting both the redeployed staff and also the staff who
remained to keep the service running and recognition of the significant strain
they were under
 Staff wellbeing and working from home arrangements
 Measures put in place within the service to keep immunocompromised
patients safe during consultations and treatments.
Information gathered contributed to the national report.
The CQC are due to publish its new strategy in May 2021 and as part of the formal
consultation, the Trust participated in a series of engagement events aimed at
providers, health and social care professionals, strategic partners, trade associations
and key stakeholders took place in February 2021. The focus of each event followed
a strategic theme:
 Accelerating improvement
 People and communities
 Smarter regulation
 Safety through learning
Work has continued to drive the development of quality care across the Trust with the
continued the roll-out of the ward accreditation scheme ‘CREWS’, which is aligned to
the five CQC lines of enquiry – Caring, Responsive, Effective, Well-Led and Safe.
CREWS
The CREWS assessments were postponed at the beginning of 2020/21 due to the
COVID-19 pandemic to ensure the safety of all participants and to enable staff to be
redeployed into other areas. The Senior Nursing Team took this opportunity to
review the management arrangements for the assessments, and it was agreed that
the role of Independent Assessor would be shared by two individuals, both of whom
have previously held senior nursing positions within the organisation, to enable a
more consistent approach to the assessments and reports written. The
assessments were recommenced in September 2020 and the assessment team
planned to start with the seven areas that had to be postponed due to the first wave
of the pandemic.
The following new arrangements had been put in place:
From September 2020 all the data submitted is electronic and not printed,
and this is reviewed by the Independent Assessor before the assessment
date.

The Matron overseeing that particular area is only invited to attend the last
part of the assessment with the Ward Manager; previously the Matron had
attended all day.
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The Ward Manager is only advised of the assessment date the day before the
assessment so that they can make sure they are available on the day.
The CREWS assessment paperwork has been reviewed and was ready for
use in September 2020.
The Ward Manager is given a high-level feedback sheet to help deliver
feedback to the ward/area team.
New assessments have a total of four Matrons attend and reassessments
have a total of three Matrons plus one External Assessor.

All areas that had a CREWS assessment before the pandemic were asked to make
sure that their CREWS reports and action plans were finalised and completed to
make sure the backlog is cleared. Unfortunately due to the second wave of the
pandemic the CREWS assessment were postponed in November 2020 and will
recommence in 2021.
Overall for 2020/21 there were 11 assessments that took place, nine areas were
reassessments and two areas were new assessments. Four areas had achieved an
Outstanding rating, two areas had achieved a Good rating, four areas had received a
Requires Improvement rating and one area has their report still to be finalised at the
time of writing this report. There were no areas that received an Inadequate rating.
There have been 18 areas that have achieved an Outstanding rating since the ward
accreditation scheme began in 2016 and 115 assessments in total.
Areas that have shown an improvement in their overall rating in 2020/21 from their
last assessment are below: Acute Assessment Unit – Inadequate to Requires Improvement
 Ward A10 – Requires Improvement to Outstanding
 Ward A9 – Good to Outstanding
 Theatres HH – Requires Improvement to Good
Greenwood Ward achieved Outstanding in all the Key Lines of Enquiry on their first
assessment. Ward A9 achieved Outstanding in all the Key Lines of Enquiry on their
fifth assessment.
No areas have seen a drop in their overall rating in 2020/2021 from their last
assessment.
North West Anglia NHS Foundation Trust is required to register with the Care Quality
Commission and its current registration status is unconditional for all regulated
activities.
The Care Quality Commission has not taken any enforcement action against North
West Anglia NHS Foundation Trust during 2020/21.
North West Anglia NHS Foundation Trust has participated in special reviews or
investigations by the Care Quality Commission during 2020/21 – these include
safeguarding, DNACPR and Cancer Provider Collaborative reviews which are
detailed in the narrative above.
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Data quality
North West Anglia NHS Foundation Trust submitted records during 2020/21 to the
Secondary Uses Services (SUS) for inclusion in the Hospital Episode Statistics
(HES) which are included in the latest published data. The percentage of records in
the published data which included the patient’s valid NHS Number was: 99.6% for
admitted patient care (99.5% national); 99.7% for out-patient care (99.7% national);
and 99.0% for accident and emergency care (98.6% national).
The percentage of records in the published data which included the patient’s valid
General Practitioner Registration Code was: 99.8% for admitted patient care (99.8%
national); 99.8% for out-patient care (99.7% national); and 99.6% for accident and
emergency care (99.6% national).

Information Governance Toolkit attainment levels
The Information Governance Toolkit was replaced with the Data and Security
Protection (DSP) Toolkit in 2018/19, therefore the Trust is pleased to report the
following information:
 The new Data Security and Protection (DSP) Toolkit was released for the
financial year 2020/21 in December 2020 and the Trust can confirm that it will
respond to all evidence items that are identified as mandatory (100 / 100) by
the compliance date of 30 June 2021. Our early draft is due for internal audit
during March 2021.
There was a delay in releasing this year’s assessment due to COVID-19 responses
taking priority.

Clinical Coding Accuracy Scores
Clinical coding is the translation of medical terminology that describes a patient’s
complaint, problem, diagnosis, treatment or other reason for seeking medical
attention into codes that can be easily tabulated, aggregated and sorted for statistical
analysis in an efficient and meaningful manner. Coded clinical data is a vital
component of several national data sets, including Hospital Episode Statistics.
A clinical coder is the health informatics professional that undertakes the translation
of the medical terminology in a patient’s medical record into classification codes. A
clinical coder will be accredited (or working towards accreditation) in this specialist
field to meet a minimum standard. Clinical coders use their skills, knowledge and
experience to assign codes accurately and consistently in accordance with the
classification and national coding standards. They provide classification expertise to
inform coder/clinician dialogue.
(Terminology and Classifications Delivery Service at NHS Digital 2020)

During the financial year 2020/21 no external audits were commissioned by approved
public bodies. However, the Trust, as part of the Quality Governance strategy and for
additional reassurance, plans to commission an external clinical coding audit in the
next financial year.
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Established procedures are in place for regular quality inspections of coded clinical
data using the NHS Digital Clinical Coding Audit Methodology to demonstrate
compliance with the clinical classifications OPCS-41 and ICD-102 and associated
standards maintained and developed by NHS Digital. The Trust is committed to
continual improvement of its coded data by conducting audits across all hospital sites
within NWAFT to comply with Data Security and Protection Toolkit (DSPT); Data
Security Standard 1. Documentary evidence exists to verify that NWAFT met the
mandatory percentage accuracy scores for data quality. The clinical coding audits
are undertaken by Clinical Classifications Service (CCS) approved clinical coding
auditors.
The DSPT audit results are based on 290 finished consultant episodes (FCEs)
performed throughout the year featuring peer reviews from a random selection of 120
FCEs and specialty audits focussed on breast surgery and obstetrics, 170 FCEs.
The CCS recommends the following percentage accuracy scores as targets:
The Terminology and Clinical Classifications Service recommended % accuracy scores
(target level)

Primary diagnosis
Secondary diagnosis
Primary procedure
Secondary procedure

Mandatory

Advisory

>= 90%
>= 80%
>= 90%
>= 80%

>= 95%
>= 90%
>= 95%
>= 90%

Percentage accuracy scores for audit 20/21are as follows:
The Terminology and Clinical Classifications Service recommended % accuracy scores
(target level)

Primary diagnosis
Secondary diagnosis
Primary procedure
Secondary procedure

Mandatory

Advisory

90.3%
93.6%

90.7%
90.4%

Trusts must meet or exceed the required percentage across all four areas in order to
meet the mandatory level of attainment. The percentage scores above demonstrate
that the Trust has achieved the mandatory level of attainment for this financial year.

Lessons Learnt
 Specific diagnostic codes (ICD-10) are available to classify the site of a malignant
neoplasm of breast. For example upper-inner quadrant, lower-outer quadrant
which is more meaningful than ‘unspecified’ site. Clinical Coders must not relate
1

Classification of Interventions and Procedures Version 4.9
World Health Organisation (WHO) International Statistical Classification of Diseases and Health Related
Problems 5th Edition 2016
2
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to earlier documentary evidence to assign a code to the greatest specificity. The
documentation from the current episode of care must be used to assign a code to
the site of involvement. If there is any doubt confirmation must be sought from
the responsible Consultant.
The audit identified inconsistency in recording the OPCS procedure code for
breast surgery reconstruction involving acellular dermal matrices (SurgiMend®
PRS Meshed). Although coded to the correct OPCS 4 category for reconstruction
of breast a different 4th character code should be assigned with a supplementary
code to describe the type of matrices used.
The audit identified inconsistencies in the recording of both spinal and epidural
anaesthetic administered during obstetric procedures.
Clinical Coders use the Coding report generated on the K2MS Athena™ Electronic and Personal Maternity Health Record to assign diagnostic codes in
ICD-10. The audit identified inconsistency in recording the stage at which blood
loss occurred. Blood loss is recorded under the heading ‘third stage’ of labour but
does not indicate if the blood loss occurs before or after expulsion of the placenta.
To ensure correct code assignment this must be clarified with the Consultant
teams.




Action taken
 Learning points from this audit have been shared with individuals and/or coding
teams across sites via team meetings.
 The findings and recommendations from the breast surgery audit have been
shared with the relevant Consultants together with information as to the specific
site codes available for classifying the site of breast neoplasms. Greater clarity of
information available to Clinical Coders will enable them to assign diagnostic
codes to the greatest specificity and improve accuracy of coding.
 Further guidance has been circulated to the Clinical Coders to ensure correct
code assignment for reconstructive breast surgery involving acellular dermal
matrices thus improving data quality.
 The Obstetric and Midwifery Leads have been contacted to confirm definitions for
post-partum haemorrhage and how this should be interpreted using the K2MS
Coding report. Further guidance will be issued to the Clinical Coding team when
concluded.
 Previous clinical coding guidance issued for the administration of spinal and
epidural anaesthesia during delivery has been withdrawn. Each method of
administration will be recorded separately using codes from OPCS-4 for
consistency of data.
Plans for 2021/22
 A robust plan of clinical coding audits is to be implemented to remain compliant in
line with DSPT.
 Actions from the ‘Get it Right First Time’ programme will continue to be followed
through jointly with all clinical specialties where appropriate.
 Greater collaboration with the Quality Governance team to inform on clinical
coding standards and how coding impacts on metrics and indicators across
multiple models (HSMR3, SHMI4).

3
4

HSMR: Hospital Standardised Mortality Ratio
SHMI: Summary Hospital-level Mortality Indicator
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Coded clinical data will continue to be validated with the responsible consultant or
through the collaborative work with the hospital Mortality Surveillance Committee.
A rolling programme of individual clinical coding reviews will take place to identify
training needs and support personal development.
In addition to the mandatory DSPT audit requirements for data quality assurance,
routine analysis of coded clinical data will continue to be reviewed by the Clinical
Coding Divisional Leads to identify potential inaccuracies in clinical coding.
Mandatory refresher training will be delivered during the next financial year
2021/22.
A Clinical Coding Data Standards Course will be scheduled on successful
application for newly appointed staff.

Data quality improvements
North West Anglia NHS Foundation Trust will be taking the following actions to
improve data quality:














Divisional Data Quality Leads continue to be responsible for the maintenance
and accuracy of information entered onto administrative and clinical systems.
This is enhanced further by a Divisional Data Guardian element encompassed
within the Business Manager Role for each Division
Trust-wide Patient Administration System is driving standardisation of data
collection and processes across all sites
All staff received training prior to access being issued to the PAS system
which provides the opportunity to train all staff using Medway and eTrack on
Data Quality standards within the Trust
The Data Quality Team continue to monitor a wide range of reports to identify
errors and omissions to maintain and improve the overall standard of the
Trust’s Data Quality
The Data Quality team regularly carry out ‘spot check’ audits to provide
assurance relating to the accuracy of service user data held on the Trust’s
systems
The Data Quality Policy sets out best practice Data Quality standards across
all Trust sites.
Alignment of Hospital Information Systems across Trust sites, enables ease of
monitoring and prompt correction of data quality errors
Ensure continued compliance with the new Data Security and Protection Tool
Kit Data Quality Standards
Ensure continued compliance with the Trust’s Data Quality Policy and
associated Standard Operating Procedures
Continue to improve Data Quality in relation to 18 week referral to treatment
time (RTT) through audit, validation and education of both clinical and
administrative teams
The IT service desk provides a single point of contact for staff to log any Data
Quality Issues
There is a yearly refresher training programme for all staff who input date on
patient Referral to Treatment Pathways.
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Learning from Deaths
Between April 2020 and March 2021, 2289 of North West Anglia NHS Foundation
Trust’s adult inpatients died. This comprised the following number of deaths which
occurred in each quarter of that reporting period: 573 in the first quarter; 439 in the
second quarter; 566 in the third quarter; 711 in the fourth quarter.
By the end of March 2021, 946 case record reviews and 11 investigations have been
carried out in relation to 954 of the deaths included above. In three cases, a death
was subjected to both a case record review and an investigation. The number of
deaths in each quarter for which a case record review or an investigation was carried
out was: 406 in the first quarter; 232 in the second quarter; 149 in the third quarter;
170 in the fourth quarter.
A total of 10 case record reviews, representing 0.4% 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 cases in the first quarter; 5 cases
representing less than 0.2% for the second quarter; 2 cases representing less than
0.08% for the third quarter; and 2 cases representing less than 0.08% for the fourth
quarter.
These numbers have been estimated using the Structured Judgement Review
methodology, whereby a full case note record review is undertaken and the avoid
ability of the death is considered.
A total of 20 case record reviews and 0 investigations were completed after 1 April
2020 which related to deaths which took place before the start of the reporting
period.
Two cases representing 0.08% of the 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.
Freedom to Speak Up Guardian
The role of the ‘Freedom to Speak Up’ (FTSU) Guardian was a recommendation in
the Francis report following Sir Robert Francis’ review of Mid Staffordshire Hospital.
His report identified that there were staff in the organisation who knew that there
were issues with patient safety but were too frightened to speak up. The
recommendation was that it was key for every acute NHS Trust to have a FTSU
Guardian who has responsibility for dealing with concerns raised and will work with
the Trust to ensure appropriate policies and processes are in place and embedded.
The Guardian also ensures that staff are listened to, supported appropriately and that
concerns are dealt with in a timely and professional way. There are now over 600
FTSU Guardians nationwide and there has been a Freedom to Speak Up Guardian
at NWAFT since 2017.
Since January 2020 there has been a full time Guardian in post and further
champions have been recruited to bring the current total to 15. The Champions are
based in all areas across the Trust and are from all grades and disciplines of staff.
Version dated 21/05/2021 – Page 83

Quality Account 2020/21
Their role is to discuss concerns with the individual raising them and then to escalate
to the Guardian. The rationale for appointing Champions was to ensure accessibility
of FTSU and to also encourage staff to feel comfortable when Speaking Up. Some
staff may prefer to Speak Up to someone they know and trust.
A quarterly report is presented to the Trust Board by the Guardian at the public Board
meeting. October is Freedom to Speak Up month in the NHS. In 2020 a number of
Freedom to Speak Up promotional events took place albeit restricted somewhat by
COVID-19. Highlighters printed with the email address of the Guardian were
distributed, along with an A-Z of Speaking Up being promoted via the Trust Facebook
pages.
The increase in contacts to Freedom to Speak Up this year demonstrates that staff
are aware of the role of the FTSU Guardian and feel able to raise their concerns.
The Trust Board continues to utilise the self-review guide that accompanies the
Guidance for Boards on Freedom to Speak Up in NHS Trusts and NHS Foundation
Trusts, published in 2018 by NHS Improvement and the National Guardians Office.
This details the expectations of Trust Boards in relation to Freedom to Speak Up and
allows the Board to self-assess against these expectations in order to formulate an
improvement action plan.
The NHS National Staff survey contains four questions that are used by The National
Guardian’s office to calculate an index score for each Organisation that has a FTSU
Guardian. The four questions are:





Percentage of staff agreeing or strongly agreeing that their organisation treats
staff who are involved in an error, near miss or incident fairly
Percentage of staff agreeing or strongly agreeing that their organisation
encourages them to report errors, near misses or incidents
Percentage of staff agreeing or strongly agreeing that if they were concerned
about unsafe clinical practice they would know how to report it
Percentage of staff agreeing or strongly agreeing that they would feel secure
raising concerns about unsafe clinical practice

In 2020 the Trust’s index score was 79% (the national average is 78.7%).
The FTSUG meets monthly with the Chief Executive and the Non-Executive Director
responsible for Freedom to Speak Up. Quarterly meetings with the Chief Executive
and Chairman also take place. Collaborative working with the Divisional leadership
teams, Safeguarding lead and Guardian of Safe Working Hours has been
established to allow for information sharing and triangulating concerns. The Guardian
also sits on the Complaints, Litigation and Claims, Adverse Events and PALS group
(CLAEP) to allow for further triangulation of concerns with potential patient harm and
complaints.
Throughout the year concerns have been raised from Peterborough City Hospital
(PCH), Hinchingbrooke Hospital (HH) and Stamford Hospital by all disciplines and
grades of staff.
Concerns raised with Guardians tend to fall within the following categories:
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Potentially unsafe patient care
Poor communication
Bullying and poor staff behaviour
Poor leadership
Perceived lack of fairness in processes

There were a total of 184 concerns raised to the Guardian or champions during
2020/21 as follows:

There was an increase in the number of concerns raised this year, this is felt to be
due to having a full time Guardian in post and a difference in the way concerns are
recorded.
Ensuring lessons are learnt from concerns raised is an integral part of the Guardian’s
role. Learning is shared in a variety of ways; reports to the Board and meetings with
the Chief Executive Officer, through the Clinical Divisions and also through regular
contact with the Organisational Development team to ensure the themes are featured
in their development programmes. Future plans include presenting staff stories at
Board meetings and increasing communication with the wider Trust regarding
lessons learnt from concerns raised.
Speaking Up remains a priority for the Trust. The coming year will focus on raising
the profile of Freedom to Speak Up and encouraging staff to raise their concerns.
The National Guardians office is in the process of releasing training aimed at three
different levels of staff: all staff, managers and senior staff, titled Speak Up, Listen
Up, and Follow Up. This training will be embedded into the Organisation in the next
year.
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Seven Day Services Update
In March 2020, at the beginning of the COVID-19 pandemic, all actions regarding
national reporting of Seven Day Services were stepped down. More recently, the
Deputy Medical Director for Governance sought views on potential continuation of
the workstream both regionally and nationally, as no guidance had been received
from the central group. She was advised the entire Seven Day Services team had
been redeployed so no team physically exists at present to be able to provide an
opinion. At present the workstream continues to be suspended from a national
perspective therefore the Trust awaits guidance in the future regarding next steps.
Medical and Dental – rota gaps
As part of the Terms and Conditions of Service for NHS Doctors and Dentists in
Training (England) 2016, the Trust is required to report against medical rota gaps for
Junior Doctors and the associated plans for improvement to reduce those gaps.
During the financial year 2019/20, NWAFT completed a project to roll out the e-roster
‘Healthroster’ system to Junior Doctors, as it had successfully done so in previous
years for nursing and midwifery staff. The data from Healthroster is as follows:
Timeframe - 1/4/20– 31/3/21
Total gaps in rota
(no. of hours)

Average shift
length for all rota
gaps (hours)

Total gaps in rota
filled by bank or
agency (no. of
shifts)

Total gaps in rota
filled by bank or
agency (no. of
hours)

Average shift
length for unfilled
rota gaps (hours)

Total gaps in rota
left unfilled (no. of
shifts)

Total gaps in rota
left unfilled (no. of
hours)

Average shift
length for unfilled
rota gaps (hours)

Doctors Anaesthetics (PCH)
Doctors - E.N.T (PCH)

Total gaps in rota
(no. of shifts)

Unit

185

1,852

10

185

1,852

10

-

-

-

205

2,162

11

192

2,038

11

13

124

10

126

1,256

10

126

1,256

10

-

-

-

686

6,313

9

565

5,220

9

121

1,093

9

834

6,689

8

687

5,365

8

147

1,324

9

2,167

16,804

8

2,009

15,616

8

158

1,188

8

4,001

34,172

9

3,673

31,425

9

328

2,747

8

1,014

8,613

8

969

8,234

8

45

379

8

2,346

21,269

9

2,106

18,980

9

240

2,289

10

122

1,257

10

116

1,202

10

6

55

9

860

5,909

7

832

5,745

7

28

164

6

Doctors - E.N.T. (HH)
Doctors - ED (HH)
Doctors - ED (PCH)
Doctors - General
Medicine (HH)
Doctors - General
Medicine (PCH)
Doctors - General
Medicine Out of Hours
(HH)
Doctors - General
Medicine Out of Hours
(PCH)
Doctors - General
Surgery (HH)
Doctors - General
Surgery (PCH)
Doctors - Obstetrics &
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Gynaecology (HH)
Doctors - Obstetrics &
Gynaecology (PCH)
Doctors Ophthalmology (HH)
Doctors - Paediatrics
(HH)
Doctors - Paediatrics
(PCH)
Doctors - Trauma &
Orthopaedics (HH)
Doctors - Trauma &
Orthopaedics (PCH)
Doctors - Urology
(HH)
Doctors - Urology
(PCH)

156

1,608

10

146

1,521

10

10

87

9

42

475

11

39

451

12

3

24

8

1

4

4

1

4

4

-

-

-

117

1,081

9

117

1,081

9

-

-

-

119

1,250

11

111

1,164

10

8

86

11

359

3,463

10

354

3,420

10

5

43

9

525

3,942

8

505

3,823

8

20

120

6

100

815

8

99

807

8

1

8

8

255

2,119

8

252

2,091

8

3

29

10

The above data is based on the shifts within the Healthroster system that were sent
to bank and left un-filled, or filled by bank or agency. The staffing figures have been
severely impacted by the COVID-19 pandemic and the requirement for redeployment
to surge areas, so we are unable to provide a comparison to the previous year
(2019/20).
An ongoing programme of roster reviews will ensure accuracy of all baseline
information relating to rosters including funded establishment and shift patterns. In
the coming year, it is expected that medical rota gaps for junior doctors will be further
improved by robust recruitment, better utilisation of the existing junior doctors,
improved utilisation of the Healthroster and an active flexible staffing service to fill
gaps via bank and agency.
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Quality indicators
For the majority of the Quality indicators the data is made available to the NHS Foundation Trusts by the Health and Social Care Information
Centre for the reporting period 2020/21. The Health and Social Care Information Centre was accessed on 13 April 2021 with the most recent
data available at that time reported. This is a National reporting database which collates data for many different parameters. These are not
always the figures that the Trust uses to report data so figures may appear different in other reports.
Indicator

2020/21

Summary Hospital – Level
Mortality Indicator (SHMI)

Dec 19 – Nov 20
Value - 1.1397

National
Average

Highest
performer

Lowest
performer

1.0019

0.6951

1.1869

Band 1

NWAFT considers that this data is
as describes for the following
reasons…
Although the SHMI value is within
the expected range, it has
increased. A review is ongoing to
understand the impact on this of
clinical coding activity.

NWAFT intends to take/has taken
the following actions to improve this
proportional/score/rate/number, and
so the quality of its services by…
The Trust has a robust mortality
review process in line with the
national Learning from Deaths
framework ensuring that more than
half of all in hospital deaths are
subjected to a case note record
review, in addition to cases
discussed at specialty Mortality &
Morbidity meetings.

2018/19

2019/20

Oct 2017 –
Sept 2018

Sept 2018 –
August 2019

Value –
1.0460

Value – 1.118
Band 2

Band 2

The Medical Examiners programme
is partially implemented at
Peterborough City Hospital,
providing independent scrutiny
through review of the case notes
and discussions with family
members. The MEs refer cases in
to the Structured Judgement Review
process where appropriate or
signposts to other routes for
feedback such as PALS or
Complaints.
The Trust conducts monthly clinical
indicator checks on SHMI data
quality to ensure clinical coding
accurately identifies the admitting
diagnoses and comorbidities of our
patients.
Readmission within 28
days of discharge:
(i) Aged 0-15

6.0%
(Data source –
Trust systems)

Data not available from NHS Digital website

The Trust has robust Information
Technology procedure notes for this
process so is confident that the
data is accurate.
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A reduction has been reported in the
number of readmissions in the 0-15
age category, however noted a
slight increase in those patients
aged 16 and over.

13.99%

7.64%

(Data source –
Trust systems)

(Data source
– Trust
systems)
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Readmission within 28
days of discharge:
Aged 16 or over

14.4%

Data not available from NHS Digital website

Responsive to inpatients’
personal needs

2019/20

2019/20

2019/20

2019/20

67.4

67.1

84.2

59.5

Friends and Family Test –
Staff
% of staff recommending
the Trust to family or
friends

2020 survey

2020 survey

2020 survey

2020 survey

72%

73%

92%

50%

Undertaken annually within the
Trust as part of the annual national
staff survey.

Friends and Family Test –
Patient
[not statutory]
% of inpatients who would
recommend the Trust to
their family or friends

Feb 2020
(latest
available)

Feb 2020
(latest
available)

Feb 2020
(latest
available)

Feb 2020
(latest
available)

Undertaken independently and
reported monthly as a national
requirement

96%

96%

100%

73%

% risk assessed for VTE

VTE data collection and publication suspended to release capacity in providers and commissioners to manage the COVID-19 pandemic.

The improvement in the 0-15 years
category is felt to be related to the
streamlined pathways for paediatric
patients at Hinchingbrooke Hospital,
both through the hospital and out
into the wider community.

(Data source –
Trust systems)

Undertaken independently as part
of the annual national inpatient
survey.

We continue to use feedback from
surveys and complaints to address
areas of performance which fall
short of our standards.
As well as reviewing and acting
upon the results of the National Staff
Survey, the Trust continues to carry
out the internal ‘Have Your Say’
survey each quarter in order to
obtain feedback. The latest results
show that 79% of staff ‘would
recommend the organisation to
friends and family for care and
treatment’. The Organisational
Development team will continue to
monitor responses and work with
specific areas where issues are
reported.
Monitored monthly in the Trust’s
integrated performance report that is
submitted for the Trust Board and
Quality Assurance Committee.
Performance for the year has met
the national average.

13.35%

13.96%

(Data source –
Trust systems)

(Data source
– Trust
systems)

2017/18
66.6

2018/19
66.0

2018 survey

2019

74%

70%

Feb 2019
(latest
available)

Feb 2020
(latest
available)

94%

96%

Quarter 3
2018/19

Q3 2019/20
(latest
available)

96.76%
87.88%
Cases of C.difficile
infection per 100,000 bed
days

2019/20
65.1

2019/20
37.4

2019/20
0

2019/20
142.8

The Trust has in place robust
mechanisms to record cases of
C.difficile.

Version dated 21/05/2021 – Page 89

A number of wide-ranging actions
including monthly data capture
which is scrutinised prior to upload
to the national reporting system,
scrutiny panels for review of root
cause analysis tools of individual
incidents, robust governance
structure for reporting to committee
and Board level, thematic analysis

2017/18
47.6

2018/19
40.6

Quality Account 2020/21
undertaken in year due to increase
in cases and observations of care
and ward audit programme. Actions
identified are being addressed.
Patient Safety Incidents
(i) Number (patient safety
incidents reported)

Oct 2019 –
Mar 2020
9,323

(ii) Rate

(iii) Number and
percentage incidents
involving severe
harm/death

No
comparable
data
available

Oct 2019 –
Mar 2020

Oct 2019 –
Mar 2020

1,758

22,340

Data is submitted to the National
Reporting Learning System in
accordance with national reporting
requirements. Note: these figures
relate to incidents reported via the
Trust incident reporting system
which relies on the reporter
identifying that an incident has
occurred

The Trust has a positive reporting
culture. Reducing harm to patients
remains one of the key elements of
our Quality Account and Quality
Strategy.

Oct 17 – Mar
18

Oct 2018 –
Mar 2019 (6
months)

6854

Oct 2019 –
Mar 2020

Oct 2019 –
Mar 2020

Oct 2019 –
Mar 2020

Oct 17 – Mar
18

61.9
Oct 2019 –
Mar 2020

30.5
Oct 2019 –
Mar 2020

49.1
Oct 2019 –
Mar 2020

50.2
Oct 17 – Mar
18

0.44%

0.28%

0.39%

30
0.44%

N/A

N/A

8,477
incidents
reports
62.4

Number – 42
0.5%

Never Events

5

N/A

Full investigations were carried out
relating to four of the incidents, with
one investigation still taking place,
and subsequent reports were
submitted to the relevant CCGs.

Mixed Sex
Accommodation
breaches

National reporting requirement ceased during 2020/21 due to the COVID-19 pandemic.
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Lessons have been learnt following
both investigations and changes to
processes have been made as
required.

2

3

4 (one incident
– 1 female
and 3 male
patients)

0

Part 3 – Review of quality performance
Quality is measured and reported on a regular basis and challenged monthly by the
Quality Assurance Committee (QAC). This sub-Board committee is chaired by a
Non-Executive Director (NED), has key external stakeholders as members as well as
two further NEDs, a Public Governor, Cambridgeshire and Peterborough and South
Lincolnshire CCGs and Healthwatch representatives. The Committee seeks and
receives assurance on regularly-reported agenda items in line with the Quality
Governance Framework, as well as urgent issues escalated to the QAC via
Divisional reports. Internal challenge is provided by monthly Matrons’ Balanced
Score Card audits and peer review walkabouts carried out by the Matron group. The
audit results are scrutinised and challenged at the Matrons’ Quality Assurance Forum
Committee which is chaired by the Chief Nurse, and also at Performance meetings
that are attended by both the Executive and Divisional teams.

Good News Stories
The following section provides information on quality initiatives that have taken place
during the year, that are over and above the agreed quality priorities as reported in
section XX earlier in the document. This includes a selection from each Clinical
Division and hospital site to demonstrate the fantastic work our staff do to support all
of our patients, from frontline ward staff to those working in our pathology
laboratories and those in non-clinical roles.

Patient Experience
Letters to loved ones
Being in hospital can be difficult for patients,
especially when they are not able to see their loved
ones due to visiting restrictions. To help patients
and their relatives stay connected during the
pandemic, we introduced ‘Letters to Loved Ones’ –
an initiative that enables families to send messages
to loved ones in hospital.
Relatives can send get well messages and family
photos via a dedicated email address. These
messages are then printed and handed to patients
to read and keep. Some patients may not be in a position to read the letter
themselves and where this is the case, staff will sit and read the letter out loud to
them.
Maria Finch, Head of Patient Experience, looks after our Letters to Loved Ones
project. Over 3000 Letters to Loved Ones have been delivered by our volunteers
team and Maria has by proxy been kept up to date with pictures of people's
extensions being built, progress in gardens, dogs, babies and family parties and
grandchildren!
A thank you letter to all staff on the Critical Care Unit and Ward 10 at PCH came in
through Maria from someone who used the service a lot whilst her mum was in the
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hospital. This lady, Christine, was a big cat lover, and Maria felt that she knew
Christine's cats personally by the time she was discharged!
Twin hearts were gratefully received
The project of twin hearts 'You're Never Far From My Heart' was very successful with
over 250 twinned hearts being sent out with an accompanying card in June 2020.
Each patient who tested positive for COVID-19 on wards B6, B7, B12 and B14 and
Critical Care at Peterborough, Birch and Critical Care at Hinchingbrooke, and
palliative patients across sites, receive a hand-made heart in a clear plastic bag with
a small card explaining the scheme. The matching heart was then sent to the next of
kin in the post with a card from the
hospital.
One family who received the hearts of
hope and support contacted the Trust to
let us know that they found it very
comforting to have a link back to their
father and husband. They sent us a
picture of theirs which they had framed.
We also received an email from a
patient's wife, who said: "Thank you so
much for the beautiful card and red
heart, I have to say it brought a tear to
my eyes. Thank you also for looking
after my husband on Ward B14. You are
all Angels!"

Fourth consecutive year for Carers Quality Award accreditation for Trust
Once again the Trust has achieved quite an accolade which shows that we are
recognising and supporting carers within our organisation and working with them to
improve the quality of care for patients. We know that carers are the experts in a
patient’s personal care and we have shown that our staff are adopting a more
person-centred approach and that it’s not just all about the patient any more. Patients
and their carers go together, and in order to achieve the best outcome for patients
and to prevent failed discharges we need to work with the carers.
The award is given by the charity 'Every-one'. The Trust were first awarded it four
years ago and each year in order to be reaccredited by the charity, we must show
that we are still meeting the criteria in respect of recognising and supporting our
carers and a lot of evidence was submitted.
Julie Goy, Quality Development Lead at 'Every-one', said "There is so much excellent
work taking place [at the Trust] and certainly examples of exemplary practice. This
reaccreditation is so well deserved." Teresa Jude, Carers' Advisor at the Trust,
added: “I would personally like to thank our staff for their continued help in
recognising and supporting all our carers. Many of our staff have gone above and
beyond in showing how caring they are, especially with a kind listening ear for those
in crisis, and I know just how much this is appreciated by carers”.
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Capita LiveLink launched across the Trust
Being able to communicate with all our patients, some with additional needs due to
cultural and language difference, can be a challenge for our teams. To overcome
this challenge and provide additional tangible support for our patients the Trust has
access to an array of communication and language services provided by Capita
Interpreting.
Capita Interpreting provide 24/7 remote interpreting via
the telephone and or an App Live Link in over 180
languages as well as offering pre-booked face to face
interpreters. In April 2020, the Trust in partnership with
Capita launched the LiveLINK App which offers 24/7
audio and now video interpreting after a 6-week trial
carried out within PCH outpatients. The App proved to be
user friendly and available on demand. The App also
allowed the clinician to merge calls with the patient, family
members and interpreter ahead of the launch of the
Attend Anywhere platform.
As the success of the App and the services spread across the Trust, more and more
individual clinics and services requested the use of this valuable communication tool.
In response, the Patient Experience Team secured 42 additional communication
iPads from COVID-19 funding which now are in use with access to LiveLINK (24/7
language interpreting) and SignLIVE (24/7 BSL interpreting). In addition, the Apple
iPads also have a built in, live English dictation App (notes) which can be used when
communicating with patients who have limited hearing but can read written English
For these communication tools to be a success and to continue to bridge the
communication gap between our non-English speaking patients and clinicians, they
are reliant on Wi-Fi connectivity in service areas. It is hoped that as the Trust
continues to invest in new digital technology, the review of Wi-Fi accessibility and
connectivity is also considered to support these remote communication platforms.
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Family and Integrated Support Services Clinical Division
Paediatrics and Neonates
Rainbows add some colour to Amazon Ward
In April 2020, children and adults across the country
were putting pictures of rainbows in their windows as
part of a national rainbow hunt and on the Amazon
Ward at Peterborough City Hospital, we did the same.
Patients on our children's ward, like Niall Burton (age
7) tried to find the rainbows dotted around the ward as
part of the rainbow hunt. Zoe Wilkinson, Play team
leader, said: "This was a confusing time for
the children on the ward and we tried to create as
much distraction as we possibly could, especially
when they felt so unwell. The rainbow hunt went down
a storm and certainly added colour to our ward."
Criteria-led discharge pathways for paediatric patients
During the pandemic the Children’s and Young People’s service have embedded
cross-site nurse-led discharge pathways for Paediatrics. We have worked
collaboratively with the Emergency and Medicine Division to support the flow into the
Emergency Department and designed five pathways to improve the patient journey
and experience during an emergency attendance. Working together on this project
has also improved communication and collaborations between our two Divisions and
this has led to closer working relationship with the ED senior nursing team and
opened channels for sharing lessons that improve the care of a paediatric patient,
including:
 Viral-induced wheeze
 Gastroenteritis
 Intranasal diamorphine for manipulation of fractures
 Limping child
 Head Injury
Family-centred care - a fundamental part of the Neonatal Nursing
Family-centred care in a Neonatal Unit involves health professionals actively
considering how it feels for parents to have a premature or sick baby and working
within a policy framework to improve the family's experience (www.nna.org.uk,
14/04/2021).
We are proud to say that the Neonatal Intensive Care Unit (NICU) team have
recognised the difficulties that the pandemic has placed upon family-centred care
and addressed these concerns and where possible alleviate parental anxieties during
what is already an extremely traumatic time for a new parent.
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Below is a list of just a few of the new incentives that have been implemented on the
unit here at Peterborough City Hospital:
 Introduction of sibling packs – Sibling
involvement on the unit is an integral part
of a family’s experience. During the
current pandemic siblings have not been
allowed to visit the hospital. Marcia Foy
(staff nurse) has been liaising with
parents to find out siblings names, ages
and any particular interests and created
bespoke sibling packs. These contain
colouring books, story books and lots of
stickers and toys.
 Implementation of V create - V create is a Secure Video Messaging service
that allows clinical teams in Neonatal and Paediatric Units to send video
updates to parents for those times when they're unable to be with their child.
The NICU Nurses have demonstrated such creativity in uploading wonderful
photos and videos for parents from Christmas stories and a visit from Father
Christmas to the Easter bunny delivering eggs as well as capturing those
precious moments like being weighed or just being awake and alert.
 Implementation of telephone passwords - Maintaining patient confidentiality is
essential to nursing care. Parents are asked to provide a memorable
password. When a parent calls they are asked for their password before any
information is disclosed, ensuring appropriate information is provided.
 New parent information book created by one of our
Staff Nurses - The updated book is beautifully
illustrated and has enabled staff to provide more in
depth consistent information to parents about the unit
but also about caring for a premature/sick baby.
 Implementing parent lateral flow tests - Peterborough
City Hospital NICU was one of the first NICU’s in East
of England to implement parent lateral flow tests. This
enabled us to provide much needed reassurance to
both parents and staff.
 Implementation of parent journals – Capturing those wonderful firsts is so
important. A NICU journey is individualised and unique. Thanks to Give Back
Peterborough, we have been able to provide each baby with a NICU journal to
enable staff and parents to record their journey.
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Therapy Services
Sir Captain Tom funding helps Hinchingbrooke Therapy Department
The in-patient Therapy Team at Hinchingbrooke have
been successful in three bids. One is a new medimotion
MOTOmed therapy bike for the Therapy Services
rehabilitation department gym from the funds. Their
current bike was donated by the Friends of
Hinchingbrooke Hospital over 15 years ago, and is still
used multiple times a day by multiple patients (obviously
cleaned in between!).
Stroke patients as well as other neuro/medical rehab patients benefit hugely from use
of the lower limb motomed bike to improve lower limb strength, proprioceptive and
sensory feedback, attention to their affected side and overall exercise tolerance and
well-being. This new model has interactive games which make rehab more
interesting and motivates patients to use it.
Also granted is a standing frame,
which acts as a support structure
to help a patient with poor motor
control to stand up. This frame will
be easier to move around
between wards, and will also
allow functional assessments in
standing to be carried out
Emily Banks, Senior Physiotherapist at Hinchingbrooke said: “This new equipment
will help staff and patients. They will allow the patient to increase the amount of
therapy and rehabilitation, improve fitness, well-being, and the range of motion in
their joints."
The Therapy Team for Apple Tree Ward at Hinchingbrooke
also were granted an Action Research Arm Test and Box
and Block test to test upper limb movement, co-ordination
and dexterity. The patients are tested on admission and
discharge to record to what extent a patient’s upper limb
impairment and function has improved during their inpatient
stay. This equipment will not only help the patients
improving quality of patient care and rehabilitation, but it will improve our ability to
take part in case studies and action research.
Integrated Support Services
Covid Testing
In March 2020 the Microbiology department was asked to bring COVID-19 testing inhouse to support our staff and patients. The department and its staff worked tirelessly
to adapt existing technology in order to perform and report COVID-19 testing inhouse. Initially there was a limited number of PCR kits available due to international
shortages. Within two weeks the department had sourced and verified a kit that could
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be used on the exiting technology to perform 64 COVID tests in a day. Shortly after
the go-live date of this, another kit became commercially available that the
department could utilise in order to process 384 tests per day. One week after the kit
was made available to the Trust, the department had verified the test and prepared
its staff and was going live with the new system and its increased capacity. In
addition to the increased testing, the staff underwent a change to provide a 24/7
service meaning that the testing capacity of NWAFT microbiology had now increased
to 768 samples per day.
As part of the laboratories quality management system the department underwent a
UKAS inspection and addition to scope for the COVID-19 testing processes. All of
the required paperwork and processes were in place in record time and the
department was inspected by UKAS in June 2020. COVID testing at the Trust was
recommended and approved for accreditation following this inspection. The
department has more recently been verifying other processes and equipment inorder to increase its COVID-19 testing capacity and aid with the Rapid testing
processes that are being developed alongside whilst maintaining its high throughput
COVID testing and return to business as usual.
Digital Pathology
In April 2020, the Histopathology department at Peterborough City Hospital took
advantage of the slowdown in routine pathology work coming into the laboratory
during the first lockdown to install new digital slide scanning equipment. The new
equipment means that pathologists can now make cancer diagnoses with even more
reliability than ever before.
The department’s six consultant pathologists and the wider team report on
approximately 32,000 specimens each year, including analysing tumours and noncancerous diseases. With the advent of the Covid-19 pandemic, more cancer
meetings are being hosted remotely and from home, and pathologists are able to
access the digital system from anywhere that has a secure internet connection,
allowing them to work more effectively from home.
The new digital system is also more efficient than using glass slides, and pathologists
are able to report cases more quickly than previously.
The new equipment also means that cases can be shared remotely with pathologists
in other hospitals to obtain specialist second opinions for complex cases. This can be
done much more rapidly with digital imaging, which means that patients wait less
time to receive their results.
The department will shortly receive an award by Philips Electronics, the supplier of
the equipment, after becoming the first fully digitalised laboratory in the UK.

Version dated 21/05/2021 – Page 97

Emergency and Medicine Clinical Division
Hinchingbrooke’s Endoscopy Team commended for work during pandemic

The Endoscopy Team at Hinchingbrooke Hospital was commended for their work
during the pandemic by the Joint Advisory Group, after receiving their reaccreditation. JAG sets the national standards for competence and quality in
Endoscopy Units nationally and is an absolute requirement for the undertaking of
bowel cancer screening service. They praised staff in the unit for demonstrating “how
you can rise above challenges with teamwork and a positive perspective to ensure
patients are put first.”
The team were proactive during the pandemic, using the reduction in the number of
patients to their advantage. They used the opportunity to restructure the Endoscopy
Unit, making significant changes to reception and waiting areas, as well as their staff
areas after receiving capital funding of £64,000.
The Endoscopy Manager said: “We are thrilled to receive such positive feedback
from the JAG. One of our biggest issues was the flow of patients coming into hospital
and to the unit. Now we have a separate admission and discharge area, as well as
new signage to avoid confusion. This allows some patients to be discharged straight
from the procedure room which improves the patients experience and patient flow
through the department. Teamwork has played a huge part in the success of the
project, not only within the Endoscopy Unit itself but with other departments as well.
We developed a good working relationship with Kier, who supported us in the
planning of the new patients flow, reception and waiting areas and safe and effective
storage within rooms. As part of the restructure, we also now have a dedicated
space for staff to enjoy their breaks which has made all the difference to staff
morale.”
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Respiratory team launched new drive-through clinic
The Respiratory Team launched a new drivethrough respiratory clinic, giving patients the
opportunity to have their lung function test
without even leaving their car. The Trust was
one of the first in the country to introduce the
drive-through spirometry clinic.
The service was introduced at Peterborough
City and Hinchingbrooke Hospitals in early
September and was put in place to reduce
the risk of COVID-19 to patients and staff,
while also helping to reduce waiting times.
The Head of Respiratory Investigations, said:
“We are thrilled to be able to offer patients
this new service. Patients will now be asked
to attend the drive-through clinic at a
specified time, where they will be given a
spirometer and asked to perform the test from
inside their car.
“A Spirometry is a lung function test used to diagnose and monitor certain lung
conditions. It’s important we continue to perform these tests to ensure patients are
diagnosed and treated in a timely manner. The new drive-through clinic allows us to
do this while keeping our patients, many of whom have been shielding during the
pandemic, safe. The clinic will also reduce current waiting times as more people can
be seen in shorter space of time.”
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Surgery Clinical Division
Critical Care
COVID-19 – relatives communication
One of the biggest and most difficult challenges faced during the COVID-19
pandemic has been the limitations which were in place regarding the visiting of
patients. As Intensive Care nurses, we have always prided ourselves for not only
being there for the patient whilst at their sickest, but also being able to support their
families during what is inevitably a difficult, emotional and stressful time. During the
pandemic, providing this support has become infinitely more challenging because
physically bringing patients, medical teams and families together in the same place
suddenly became impossible.
Initially, face to face contact was replaced with regular phone contact and although
this seemed to be very helpful, we regularly heard pleas from families that the “just
wanted to be able to see” their loved ones. Several weeks into the first wave we
introduced tablet computers whose use was exclusively dedicated to allowing
patients, families and clinical staff to have video calls. The tablets use “ATouchAway”
which is an app specifically designed for clinical use.
Although relatively unremarkable in comparison to other technologies we use on
Critical Care, this app made a massive difference to the way we could support
patients and their loved ones. We were able to facilitate people seeing their next of
kin whenever they wanted to, which allowed everyone to see and understand exactly
what was happening. Families reported that this gave them much reassurance, as
they had seen the news and had envisaged things to be very “chaotic” within the
hospitals and had been anxious about the level of care their relatives were receiving.
Alongside this, it allowed patients to have longer chats with family which not only
helped them to feel more connected, it also allowed staff to create a better rapport
with patients and their families. Families mentioned that they found comfort in the
upbeat attitudes of the nurses and waves (sadly no smiles because of PPE) and little
dances from staff made them feel it wasn’t all “doom and gloom”.
The other area in which the video called came into their own was when patients were
at the end of their life. ATouchAway allowed us to support families to see their
relatives in their final moment and gave them insight into how they were being
treated and cared for. On occasions families were able to have the tablets placed in
the patient’s bed space on video call for several hours, allowing extended time to
pray with their relative, which they reported was extremely important and helpful for
them to be able to do. Video calls were also used to allow patients to see
family/friends/loved ones for the last time before they passed way and once provided
an opportunity for a patient to meet their new grandchild before they were intubated.
The lack of visiting provided and continues to provide a heart wrenching challenge for
patients and staff during this pandemic, but the utilisation of video calling has allowed
us to open a window between clinical staff, patients and their families. It has made it
possible for patients have virtual visitors when physical ones were impossible and
kept people connected during these difficult times.
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Cancer Wellbeing cards
The Cancer Wellbeing in-house Art and Creative Therapist for the Trust supported
many clients to master new skills after cancer has turned their world upside down.
The self confidence that comes with this success really helps to improve quality of life
for cancer patients.
Some of their clients’ work has been made into cards and limited prints which were
made available for purchase through the Robert Horrell Centre on the PCH site.
Have a look at a few beautiful examples here.
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Maternity
My Pregnancy Notes launched at the Trust
Following collaboration with NHS Digital, K2 Maternity Systems and Maternity Voices
Partnership, the Trust is to launch a brand new look to maternity online notes.
My Pregnancy Notes aims to achieve the vision which has been set out by Better
Births, by fully embedding the personalised care plan, enabling women to access
their maternity notes and information through smart phones or other devices and
improving the overall maternity experience within the Trust. The service was
launched in December 2020.
There are a number of benefits such as:








More streamlined referral to our service
Ability to share information enabling the midwife to have a more personalised
initial conversations
Record and view appointments
Capture personalised care planning and support relevant to the stage of
pregnancy
Easier access to pregnancy records
Provide women with greater visibility, control and access to trusted information
The reduction or removal of barriers between women and healthcare
professionals enabling women to give access to their records to other
healthcare professionals outside of North West Anglia NHS Foundation Trust.
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Stamford and Rutland Hospital
Friends of Stamford Hospital help For the Love of Scrubs help us
Matron of Stamford Hospital, Caroline Wood, thanked the Friends of Stamford
Hospital (FoSH) for their help during the pandemic. The FoSH has raised money for
Stamford Hospital since its charity began in 1963, when the NHS was only 15 years
old and there were still many gaps in what was available to make the hospital more
comfortable for patients. The funds raised since then have been used for a wide
variety of purposes, including extra pieces of equipment to help further develop the
services offered at the hospital.
The Friends raise funds in a variety of ways, including fund raising events, donations
from other charities, personal donations, bequests and the sale of books and DVDs
in the outpatient department.
During the past year, FoSH have
donated £300 to For the Love of
Scrubs (FTLOS), the group that
was set up in response to the
pandemic to support local
hospitals by sewing items such
as scrubs and face masks.
FTLOS used these funds to
make masks and scrubs for the
staff and patients at Stamford
Hospital, and some of these
masks have in turn been sold at
the hospital thereby raising funds
for FoSH.
Matron Caroline said: “Both FOSH and FTLOS have been so generous in their
donations and I wanted to say thank you for such generosity. Individuals have gone
above and beyond to create such beautiful scrubs, ear protectors, uniform bags and
face coverings through FTLOS. The Friends of Stamford Hospital have been unable
to fund raise during the pandemic as we have had no visitors on site so being able to
donate back into their funds has really supported those who support us.”
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Our teams
Celebrating International Year of the Nurse and Midwife
A nurse from Peterborough City Hospital designed a commemorative badge to
celebrate International Year of the Nurse and Midwife. 2020 marked the
200th anniversary of Florence Nightingale’s birth and to celebrate her legacy, each
nurse and midwife was given a badge in recognition of the fantastic work they do.
Lauren Henson, a
Urology/Oncology Cancer Nurse
Specialist, came up with the idea
and design for the badge. She
said: “I wanted to create
something that nurses and
midwives could wear on their
uniforms with pride, and keep for
years to come. This year has
been exceptionally challenging,
but we have pulled together and
often stepped out of our comfort
zone to care for patients. I am
incredibly proud to be part of the nursing and midwifery profession. If anyone is
thinking about a career in nursing or midwifery, then I would encourage you to do it.”
Jo Bennis, Chief Nurse, said: “This year has been unprecedented and I am very
proud of the way nursing and midwifery colleagues have come together to support
our patients and each other. I wear my International Year of the Nurse and Midwife
badge with pride every day."

First Filipino nurses celebrate 20 years caring for Peterborough patients
November 10 marked a very special anniversary for a
group of nursing staff. It was the 20th anniversary of our
first cohort of Filipino nurses first arriving in
Peterborough to care for patients.
Back in November 2000, 36 nurses made the long haul
journey to the cold and frosty UK to start a new life.
Now, two decades later, 10 of that original group still
work at Peterborough City Hospital and are key
members of the local Filipino community, which has
since grown considerably as more nurses followed their
path in the years to come.
Angelo Cuenca, Macmillan Radiotherapy Nurse
Specialist at Peterborough City Hospital, was just 23
when he arrived in the city with his girlfriend (now wife)
who took up a post in Surrey.
He said: “Most of my family were taken with the
American dream and aspired to relocate there, but I was
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always attracted to the European culture. When nursing opportunities became
available in the UK it was an easy decision for us to make. It felt daunting, yet
exciting. I can remember my first few days like it was yesterday! There were a few
ups and downs and lots to adapt to, such as the food, the climate and finding our way
around. We had excellent support from the recruitment, management and nursing
team. We also had a separate welcome party from the core Filipino community living
in Peterborough and nearby.
“I started on Ward 3 at Edith Cavell Hospital, where I felt accepted, loved and cared
for. Any worries I had quickly disappeared thanks to the team, so I could concentrate
on doing what’s best for our patients.
“Peterborough feels like home now. My wife and I were married here, our children
were born here and as a family we are active in our local church, school and
community. The strength of the local Filipino community and the support of my work
colleagues has really made it feel like home.”
Jack Stevens, Deputy Chief Nurse, said: “We are hugely indebted to our Filipino
nursing recruits for the excellent care and support they have provided for our patients
since the year 2000. Thank you to all our staff from the Philippines for their
dedication to the NHS. It cannot be easy to leave family and friends thousands of
miles away to follow their professional dream. It’s an honour to know they call
Peterborough ‘home’ and have made their lives here.”

Version dated 21/05/2021 – Page 105

Statements from key stakeholders
The Trust external stakeholders are involved throughout the process of the
development of the Quality Account. From the early stages it is discussed at the
meetings with the CCGs, Non-Executive Directors and Governors who then review
and comment throughout the process. Draft copies are sent to the CCGs for their
statements. More complete drafts of the Quality Account are sent out for statements
and comments.
The following statements have been received from external stakeholders by the
Trust:-

4 May 2021 - NWAFT Council of Governors
The Council of Governors note the Quality Account report for 2020/2021.
By any measure, this reporting year has been very difficult for the Trust with the
Covid-19 pandemic throughout. The considerable level of care and isolation required
for COVID-19 patients has led to staff efforts, both in time and numbers, to be
concentrated understandably to support this cohort of patients.
This has meant that other areas of care have been affected because of the need for
isolation of high numbers of patients to protect other patients and indeed, staff.
However, despite the increased pressures on our Trust, we have been assured by
the Trust’s continuing initiatives incorporating our Trust values directed towards
quality, compassion, dignity, respect and person-centred care. We have been
particularly impressed by the tireless dedication of all the staff during these very
difficult circumstances and their willingness to be redeployed to other roles when that
has become essential.
As Governors we are able to focus on and highlight any issues of concern from the
community or throughout the Trust which affect the care quality and safety of people
using the service. This has been more difficult during 2020/21 as we have been
unable to visit our hospitals for meetings or observation in support of the papers we
receive. However, we have been impressed by the Trust’s alacrity in setting up online
meetings using Microsoft Teams for our Council of Governor meetings and to enable
Governors to observe sub-Board committees and Trust Board meetings. This has
enabled us to note and be reassured by the performance of our Board of Directors,
especially the Non-Executive Directors.

Due to the impact of the COVID-19 pandemic and the governance-lite structure
implemented by the Trust, the timeframe for the Well-Led review, which includes
discussions with external stakeholders as well as the Council of Governors, was
delayed by three months and was therefore completed by the end of Q3 (December
2020). The final report has been considered by the Trust Board and an improvement
plan has been developed in response to the recommendations made in the report.
This was presented to the Trust Board for approval in March 2021, including next
steps as the Trust moves into the new financial year 2021/22. Governors are pleased
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to note the dedication of the Trust and its staff and their commitment to implementing
this plan as well as the recommendations of the Care Quality Commission following
its inspection in 2019.
There have been a number of recent changes in our Non-Executive Director team
and the Council of Governors has had input into their appointments.
We are excited as we look to the future with plans for redevelopment of both the
Hinchingbrooke and Stamford sites which will assist in furthering improvements and
efficiency of care available to patients. We note too the transfer of the Urgent
Treatment Centre to Peterborough City Hospital which will extend the support offered
to our patients.
This Quality Account reflects the reassurance given to the Council of Governors, both
at its public and private meetings, and through observation of the Quality Assurance
Committee, of the dedication of the Trust to the delivery of quality of care and the
patient experience. It is transparent about where we need to improve and positively
reflects our achievements and innovations over what has been a very difficult and
challenging year. The Care Quality team in producing this Quality Account are to be
congratulated on producing such a high-quality document in very adverse conditions.

5 May 2021 – Health Scrutiny Committee for Lincolnshire
The Committee is grateful to North West Anglia NHS Foundation Trust for sharing its
draft Quality Account for 2020/21 and recognises the Trust's continued provision of
acute hospital services for residents in the south of Lincolnshire. For 2020/21, the
Committee is focusing on the detail of the quality accounts of two other NHS trusts.
The Health Scrutiny Committee for Lincolnshire would like to record its gratitude to all
the staff at the Trust for continuing to respond to the Covid-19 pandemic and at the
same time maintaining and restoring other health care services.
There has been engagement in previous years between the Committee and the
Trust, with managers from the Trust attending meetings of the Committee. Owing to
the Committee having other priorities in the last two years, as well as the impact of
the pandemic in the last year, it has not been possible to schedule any engagement
at meetings. However, the Committee would look forward to engagement at a future
date.

Version dated 21/05/2021 – Page 107

12 May 2021 – Healthwatch Cambridgeshire and Peterborough
Summary and comment on responsiveness
Healthwatch Cambridgeshire and Peterborough continues to enjoy a positive
relationship with the Trust, with contact this year through our lay member on the
Quality Assurance Committee and regularly directly involving CEO and Chief Nurse.
We also note the Trust’s consistent representation at the Peterborough and
Huntingdonshire health and care forum meetings, facilitated by Healthwatch.
Updates you provide are valued by those attending and enquiries raised are
responded to in a timely manner, with feedback from members of the public both
encouraged and welcomed.
We have found the Trust responsive to concerns raised and intelligence shared
during 2020/2021, with opportunities for this to continue as we provide feedback on
experiences during the COVID-19 crisis and through subsequent recovery. This has
been of particular importance to patients, families and carers during the COVID-19
pandemic where for many accessing health and care services, in particular where it
has been necessary to attend hospital sites, there is increased anxiety.
Care Quality Commission (CQC) Inspection
Following inspection visits to the Trust’s hospital sites in July 2018 and September
2019, the Trust was disappointed to receive the overall rating of ‘Requires
Improvement’.
Healthwatch Cambridgeshire and Peterborough is pleased to note continued
progress being made towards actions included in the Trust-wide action plan against
recommendations made in the CQC reports. With regard to actions to improve CQC
ratings within core services across core sites, we are reassured to note priority given
to the review and completion of all MUST recommendations relating to Key Lines of
Enquiry (KLOE) for Critical Care and Maternity core services. Whilst pleasing
progress has been made we are aware that work is ongoing particularly with regard
to Maternity, with major changes having been made in-year which will take time to
embed. We value attendance at the LMNS Operational delivery Group.
Performance
Healthwatch Cambridgeshire and Peterborough recognises great flexibility by the
Trust to adapt the way that services and care are delivered throughout the COVID-19
pandemic. We acknowledge that there has been a necessity to react to change at
short notice according to rates of infection and changes in legislation. We also
recognise with appreciation the extra efforts and dedication of staff who have had to
be redeployed to work in unfamiliar areas in line with need.
We recognise that the Trust has needed to make difficult decisions in restricting
patient visiting to hospital sites throughout most of 2020 -2021. We were pleased to
note a number of initiatives implemented by the Trust to help enable patients and
their loved ones to stay in touch, including providing iPads for video calling via
Skype, ‘Letter to Loved Ones’ and knitted twin hearts. These compassionate
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initiatives have been warmly welcomed by patients, families and carers during what
has been a difficult time and people have shared positive feedback with us about
these measures.
We have heard many positive experiences from people using services at the Trust
during the COVID-19 pandemic, including people expressing gratitude and wishing to
pass this on to staff. This was evidenced in our report, ‘Your Care During Covid’. We
gathered experiences from people using local health and care services by means of
a survey. The report, also the three briefings published throughout the duration of the
survey, was shared with the Trust and commissioners as well as being published on
our websites.
We are delighted that Co-production has been selected as a goal for 2021 – 2022.
The formation of the Patient and Public Voice Partnership (PPVP) is much welcomed
and offers the opportunity for members of the public to become involved in key
projects and offer an insight into patient experience. Healthwatch are represented at
these meetings, which meeting virtually has allowed members of the public local to
each of the main hospital sites to attend. We look forward to establishing a
relationship with the new Co-production Co-ordinator, particularly in relation to the
Adult Social Care Partnership Boards.
Actions from previous Quality Accounts
We notice that patient complaints continue to be responded to in a timely manner
and that the necessity of any delay in receiving a response is being effectively
communicated to patients. The Patient Advice and Liaison Service (PALS) has
remained responsive during the COVID-19 pandemic and has played a key part in
initiatives to keep patients in touch with family and other loved ones.
During 2020-2021 Healthwatch Cambridgeshire and Peterborough reported that
patients had been telling us that they were having issues around receiving confusing
communications from the Trust, mostly linked to appointment letters. This was linked
to the implementation of the Patient Administration System (PAS) and feedback
included patients receiving multiple letters containing conflicting information. This
situation seems to have largely been resolved, and we will continue to give feedback
where instances are reported to us.
Healthwatch Cambridgeshire and Peterborough continue to hear of the need for
improved communication to patients, family members and carers around discharge
from hospital. Whilst we understand the challenges of improving the discharge
experience which frequently relies on an effective multi agency approach, it is
important that the Trust recognises the importance of involving patients and their
carers, who are also providers of a patient’s ongoing care in all stages of discharge
planning. Patients and carers tell us they want good quality information at the right
time to enable them to make informed choices. This was evidenced in our report,
‘Leaving hospital during COVID-19’. In speaking to people recently discharged from
hospital things we heard included:
 Around one in five patients were not told they would get support from health or
social care after leaving hospital.
 Nearly two in three people were not given information about who to contact if
they needed health advice or support after leaving hospital.
 Only one in five people were given information about voluntary sector support
which could help them after they left hospital.
Version dated 21/05/2021 – Page 109

Anticipated challenges for the coming year
Cancelled services and procedures have led to uncertainty as to where people now
are on waiting lists and whether they need to be re-referred and this will need to be
effectively communicated with patients.
Implementing recommendations made in the Ockenden Report in delivering
Maternity Services will be an ongoing challenge, also continuing to work on the
recommendations around this service area highlighted in the CQC report.
The COVID-19 pandemic will continue to have an impact on services for some time.
It will be necessary for the Trust to work effectively with partners in order to reset
delivery. The considerable reduction of patients seen in 2020 -2021 from 2019-2020,
particularly in areas such as elective day cases or surgery and people being seen for
new or follow-up outpatient appointments will present a challenge alongside delays in
diagnosis and treatment.
Experiences patients have shared with us indicate that many of the changes in how
people access services have been positively received. The needs of all patients
matter, including digital exclusion which can have a profound impact upon their ability
to access services.

12 May 2021 – Healthwatch Lincolnshire
Healthwatch Lincolnshire acknowledges NWAFT as one of the major providers of
services to Lincolnshire people due to the significant number of patient referrals into
NWAFT services and particularly Peterborough City Hospital.
Healthwatch Lincolnshire fully support and agrees with the contents and submission
of this statement by our colleagues Healthwatch Cambridgeshire and Peterborough,
we would expect to see improvements in terms of NWAFT Maternity Services and to
further increase the number of women being reviewed within 30 minutes.
Healthwatch Lincolnshire welcomes the opportunity for better joint working and
integration across borders as we all move towards an Integrated Care System (ICS),
where the public and patients experience should be integral. Healthwatch
Lincolnshire would also appreciate the chance to engage with the NWAFT Patient
and Public Voice Partnership.
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13 May 2021 – Health Scrutiny Committee for Peterborough
The Health Scrutiny Committee has welcomed the opportunity to comment on the
Annual Quality Account 2020/2021 for the North West Anglia NHS Foundation Trust
(NWAFT).
The Chief Executive has attended several meetings of the Health Scrutiny
Committee over the past year to co-present reports on the Relocation of the Urgent
Treatment Centre and GP Out of Hours Service and progress of the Trusts Green
Travel Plan.
On each occasion the Committee have received detailed reports and were able to
challenge and question the Chief Executive, Caroline Walker alongside officers from
the Cambridgeshire and Peterborough Clinical Commissioning Group.
The Committee acknowledge that this year has been the most difficult the staff have
had to deal with, but they rose to the occasion, delivered the care, and changed their
working conditions when necessary.
Despite visiting being restricted the Trust put in place measures where families could
keep in touch with their loved ones.
The Trust continued to focus on their core provisions despite the increased activity
caused by the pandemic.
Progress against priorities has been difficult to achieve, although some goals have
been met it is understandable why others have not.
Over the year many people have volunteered to help and support the Trust and the
Health Scrutiny Committee wish to say a big thank you to them for their support. It
was good to note that 51 young volunteers had been recruited supported by a young
volunteer development programme.
The Peterborough Emergency department received a positive outcome from the
unannounced CQC inspection to review the Trust's response to winter pressures.
Well done on achieving this despite the increased activity due to the pandemic.
Throughout the report the Trust have had many positive outcomes despite the
pressures of the Covid-19 pandemic and the Health Scrutiny Committee would like to
say well done and congratulate everyone on achieving these.
As a stakeholder the Health Scrutiny Committee are committed to providing feedback
and working closely with NWAFT over the coming year to deliver their objectives and
improve the experience and quality of care for all our residents.
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17 May 2021 – Cambridgeshire and Peterborough Clinical Commissioning
Group
Cambridgeshire and Peterborough Clinical Commissioning Group (the CCG) has
reviewed the Quality Account produced by North West Anglia Foundation Trust
(NWAFT) for 2020/21.
The Trust are to be commended at publishing such a comprehensive document at a
time of significant challenge to the organisation, their staff and for the population of
Peterborough and Huntingdon due to the Covid19 pandemic.
The Quality Account is transparent to all and demonstrates the excellent work that
the organisation has carried out during a year of significant challenge.
The CCG and NWAFT have continued the commitment of close working together to
review performance against Nationally and Locally agreed quality indicators and
ensure that any concerns are addressed.
The CCG Chief Nurse and Deputy Chief Nurse have continued to the monthly
NWAFT sub-Board Quality Assurance Committee (QAC) which has representation
Accountable Officer, Chief Nurse and Medical Director. The Committee ensures that
NWAFT provides quality services and reports on any actions that require
consideration allowing commissioner oversight throughout the year. The CCG is
pleased to be part of this effective board, with excellent challenge primarily through
Non-Executive Director and patient membership engagement.
From a quality and patient safety perspective 2020/21 was the fourth year of the
merger of the two hospital sites, Peterborough City Hospital and Hinchingbrooke
Hospital. NWAFT continues to work through its Quality Improvement Plan, now
integrated with CQC Improvement Plan and have shown great commitment to
aligning processes and systems across the 2 sites to ensure consistency in patient
care delivery, promoting flexibility for patients and staff and maximise clinical
leadership.
Currently NWAFT have a CQC rating of Requires Improvement. They were re
inspected from July to September 2019 with the report being published in December
2019. The improvement plan progress has been impacted by Covid outbreak
however the Leadership team have demonstrated continued oversight and
commitment to improvements and actions throughout with progress and tracking
being transparent to the Board.
What is clear from presentations is the utilisation of feedback from both staff and
patients in the improvement of services. The CCG would like to commend NWAFT
on all of their success stories including the recruitment strategy for 50 young
volunteers, and the introduction of technology ‘ATouchAway’ to enable patients to be
in contact with loved ones whilst in hospital and the ‘Letters to loved ones’ initiative.
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The projects have demonstrated the care and compassion towards patients to
improve their hospital stay during the pandemic where visiting was restricted and has
enable the patient experience to be improved particularly in Critical Care or End of
Life.
Diagnostics and suboptimal care of deteriorating patient have been a challenge for
the Trust, particularly at times of pressure with the Covid outbreak which is reflected
in the Serious Incidents, due to the clinical presentation and cohort of patients being
managed.
The Trust have also placed a high level of priority and focus over Maternity Services
and Maternity safety of which they are progressing through agreed actions set in the
Ockenden Report. The plan has board oversight and investment which was
acknowledged in the newly appointed Director of Midwifery in January 2021. The
EPR (Electronic Patient Records) review following assessment of the national 4
Actions (relating to Covid and minority Ethnic groups) demonstrated an excellent
piece of collaboration. The Trust have taken the findings and developed and are
progressing on targeted actions.
The Trust reported 91 incidents in total in 2020/21 compared to 71 in 2019/20.
Despite the pressures faced NWAFT has continued to demonstrate a positive
reporting culture which reinforces the learning and has worked hard to ensure
reporting in relation to Serious Incidents meets the timescales required Nationally
and Locally by the CCG along with the Regional and National picture the
management of increasing demand in specific specialities, and the paucity of
available clinical expertise to recruit has led to concerns.
The CCG would like to thank all of the staff of NWAFT for the supreme efforts taken
on behalf of the NHS, and for patients during the Covid19 Pandemic and beyond.
The on-going challenges for NWAFT are recognised.
Overall Cambridgeshire and Peterborough CCG agree the NWAFT Quality Account
is a true representation of quality during 2020/21.

Carol Anderson
Chief Nurse
Cambridgeshire and Peterborough CCG
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19 May 2021 - NHS Lincolnshire Clinical Commissioning Group
NHS Lincolnshire Clinical Commissioning Group (the commissioners) welcomes
the opportunity to review and comment on the North West Anglia NHS
Foundation Trust (the trust) Annual Quality Account 2020 – 21.
The Quality Account provides very comprehensive information on the quality
priorities that the Trust has focussed on during the year including targeted work
on Sepsis, Infection Control and Medicines Management. Unfortunately the Covid
pandemic has impacted on the trusts capacity to deliver on a number of the
quality priorities.
The commissioners are pleased that a number of these important priorities are
continuing into the coming year which will maintain the trusts focus on patient
safety and quality improvement, these include:





Continuing to deliver improvements in Sepsis, Infection Control and
Medicines Management
Clinical Risk and Patient Safety, the trust shall implement the principles of
the NHS Patient Safety Strategy Framework (PSIRF) to promote shared
learning
Pressure Ulcers, to promote quality of care and patient safety the trust shall
reduce Health Care Acquired pressure ulcers
Safeguarding, Liberty Protection Safeguarding has evolved and the new
Mental Capacity Act and Deprivation of Liberty guidance shall be
implemented

The Quality Account has numerous examples of the good work undertaken by the
organisation over the past year including comprehensive information relating to
clinical audit and research & development. A number of the research activities
related to the treatment of Covid which the commissioner is particularly pleased with
as the development of new clinical procedures ensures patients can be assured that
the most clinically relevant and timely treatments are being used.
The commissioner believes the work undertaken on developing and embedding
“CREWS” assessment process for the organisation is of particular note. The CREWS
(Caring, Responsive, Effective, Well-Led and Safe) is aligned to the five CQC lines of
enquiry and will greatly assist the organisation in preparing for the next CQC
Comprehensive Inspection by embedding good clinical practice into all areas of the
organisation.
The Trust has not been subject to a trust wide Comprehensive Care Quality
Commission inspection during the past year. The most recent comprehensive trust
wide inspection rated the organisation as “Requires Improvement”. Like the Trust, we
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are disappointed at this rating but we are committed to support and work with the
Trust to address the required improvements particularly in relation to Safeguarding.
The commissioners would like to thank North West Anglia NHS Foundation Trust
who have worked very hard with partners in the Lincolnshire Health System
during the COVID-19 pandemic to ensure patients’ needs are met in this
challenging time.
NHS Lincolnshire CCG looks forward to working with the Trust over the coming year
to further improve the quality of services available for our population in order to
deliver better outcomes, and the best possible patient experience.

Rebecca Neno
Deputy Director of Nursing and Quality
NHS Lincolnshire Clinical Commissioning Group

19 May 2021 – Healthwatch, Rutland
We thank the Trust for inviting comment from Healthwatch Rutland on the 2020-2021
Quality Account. The impact of the Covid-19 pandemic on all departments within the
Trust is apparent in the account, and we recognise the extraordinary challenges and
difficulties under which staff have operated over the year. We extend our thanks to all
Trust staff and volunteers for their hard work and dedication.
Last year we highlighted concerns about hospital acquired infections and urged the
Trust to pay particular attention to this. Whilst episodes of C. Difficile have reduced
slightly we hope that NWAFT will continue to focus on infection prevention and
control to improve further.
We note that the Trust is very aware of the difficulties patients face when in hospital
and unable to receive family visitors. However, we would urge the Trust to also
consider that anxious family members need a regular update on the patients'
condition. From feedback we have received, this is even more important when the
patient is unable to communicate with family members using digital means, for
example, if they are sedated and intubated. We also suggest that the Trust
considers introducing an information package to give to all families of Critical Care
patients on admission so they will know, for example, how frequently and the times at
which they can expect an update.
With significantly reduced activity levels throughout the period in elective surgery and
outpatients’ appointments due to COVID-19, the ongoing effects of the pandemic will
be far reaching on waiting lists. Long waits will make communication with patients
ever more important during the recovery period. Anxious patients will require clear
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and timely communication advising them of changes in the status of their referral and
the restarting of acute services. Clear, accessible patient communication around
waiting lists will forestall pressures on primary care services, were patients to seek
alternative ways of finding out what is happening with their treatment.
The emphasis on co-production in the domain of Patient Experience is very welcome,
and we hope the recruitment of the co-production co-ordinator will accelerate the
training programme that was suspended due to COVID-19 during 2020.
We wish the Trust every success in attaining its quality improvement goals for patient
safety, effectiveness of treatment, and patients’ experience of care, during the
recovery period.

19 May 2021 - Cambridgeshire Health Scrutiny Committee
The Cambridgeshire Health Scrutiny Committee have been unable to provide a
statement on the NWAFT Quality Account 2020/21 as constitutionally the Health
Committee was not in existence during the time period available for comment.
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APPENDIX 1: 2020/21 Statement of directors’ responsibilities in respect of the
quality report
The directors are required under the Health Act 2009 and the National Health Service
(Quality Accounts) Regulations 2010 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 2020/21 and supporting guidance



the content of the Quality Report is not inconsistent with internal and external sources
of information including:

o

board minutes and papers for the period April 2020 to March 2021

o

papers relating to Quality reported to the board over the period April 2020 to March
2021

o

feedback from the commissioners dated 17/05/2021 and 19/05/2021

o

feedback from governors dated 05/05/2021

o

feedback from local Healthwatch organisations dated 12/05/2021 and 19/05/2021

o

feedback from Overview and Scrutiny Committee dated 05/05/2021, 13/05/2021 and
19/05/2021

o

the Trust’s complaints report published under regulation 18 of the Local Authority
Social Services and NHS Complaints Regulations 2009, dated 09/06/2021

o

the 2019 national patient survey dated February 2020

o

the 2020 national staff survey dated 11 March 2021



Care Quality Commission inspection report dated December 2019



the Quality Report presents a balanced picture of the NHS Foundation 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



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;



and 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
NB: sign and date in any colour ink except black
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…........................Date.........................................Rob Hughes,
Chairman
…………………..Date...........................................Caroline Walker, Chief Executive
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