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We would like to open this Quality Account publication with a huge thank you to our staff 
and everyone who has supported them, and for their incredible efforts over 2021-2022.

We would like this report to give you an idea of what we have achieved over 
the last year and our priorities for the period ahead, including some of the 
activities that we believe will yield further improvements in the quality of care 
we offer going forward. 

Although we cannot cover every detail of our achievements in quality from 
the past year in this report, we hope this account gives a faithful impression 
of the journey we have travelled and the key next steps along the road to 
delivering excellence. 

STATEMENT ON QUALITY FROM  
THE CHIEF EXECUTIVE 

1.1

Achievements to highlight

Collaboration across the Royal Free London Group through operating at scale has been key to reducing 
unwarranted variation and waste in the organisation whilst coping with the unprecedented increase in 
demand after the pandemic which is discussed further in 1.2 below. Building on clinical partnerships and 
developing shared protocols across the group has also allowed us to provide more effective and personalised 
responses to population health needs across North Central London. This has been largely achieved through 
the introduction and use of digital systems across the group thereby releasing time for staff to focus on 
delivery of high quality patient care.

The Royal Free London Group is therefore making a difference to patients through evolving our clinical 
pathways and involving nearly 400 clinicians in the design of new pathways through the digitisation, 
implementation and embedding of Clinical Practice Groups which is covered in greater detail in subsequent 
sections of this account and is a key area of focus in the ‘delivery of high quality care’ in subsection 1.3 below. 
One of the benefits of this programme of improvement includes the ability to maximise the number of patients 
that we can safely treat to better tackle the national growth in waiting lists for diagnosis and treatment.

As an organisation we are also working with our partners in integrated health care provision to better deliver 
consolidated services across North Central London through implementing clinical networks and creating 
diagnostic hubs in order to reduce health inequalities and improve equity of access. The ability to develop 
good working relationships with our partners means that patients will benefit from improved outcomes and 
reduced variation in their patient experience of service provision between the most and least deprived wards 
in North Central London. 

In looking ahead to the future, it will be important for us to balance ongoing preparation for any future waves 
of the pandemic with the urgent and ongoing need to recover our clinical performance and re-focus on the 
delivery of all our services. 

We are therefore reminded of the trust’s governing objectives which are the means by which we hold ourselves 
to account for progress against our mission of world class expertise and local care. The objectives act as our 
primary decision-making criteria and have guided the development of our quality priorities for the coming year.
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Five year 
ambition

Year one Goal 
(2022/23)

EXCELLENT  
HEALTH  

OUTCOMES

Consistently deliver 
excellent and 
equitable care that 
provides access to 
research for all our 
patients

Improve health 
outcomes and patient 
safety, and define our 
approach to reducing 
health inequalities

OUTSTANDING 
EXPERIENCE  

OF CARE 

The experience 
that our patients 
and carers have is 
amongst the best in 
the country

We understand fully 
the experience of our 
patients from ward 
to board and have 
a clear strategy for 
improving patient 
experience

OUTSTANDING 
EXPERIENCE FOR  

OUR PEOPLE

Joy in work

Colleagues feel a 
strong connection 
to their work and 
organisation, and are 
enabled to deliver 
and to realise their 
potential

Resilience, health, 
and wellbeing

Colleagues value 
and access physical, 
mental and financial 
health & wellbeing 
interventions, and 
are part of a resilient 
team and organisation

BE A  
SUSTAINABLE 

ORGANISATION

Financial: contribute 
to the elimination of 
the NCL system deficit 
on a recurrent basis

Environmental: 
reduce carbon 
emissions towards net 
zero by 2040

Improve our 
environmental and 
financial sustainability

You will note in Part 2 of this report that each of the quality priorities identified for 2022/23 has been aligned to one of the 
relevant goals in the table above in order to support the delivery of the trust’s overall strategic framework.

Part 3 of this report describes performance against selected and key indicators and also gives examples of some of the 
improvement plans we have put in place across the trust.

Finally, it remains to say that I hope you find this Quality Account enlightening and interesting. I am confident that the information in this 
report accurately reflects the services we provide to our patients and the quality of care delivered by the Royal Free London Group.

Caroline Clarke, Group Chief Executive 
Royal Free London NHS Foundation Trust
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Two years on from the start of the pandemic, the NHS does feel different. We have learnt 
about how to work in systems across organisations. We have learnt about reimagining and 
reinventing many of our services. We have learnt how important we all are to each other – 
no matter what our role, or in which department we work. 

RECOVERY FROM THE PANDEMIC  
1.2

We know that staff who are cared for are better able to care for 
others, so there can be no NHS recovery without staff recovery. 
This is why we continue to highlight staff wellbeing in our 
quality account because of its direct impact on the quality of 
care we deliver. The wider theme of staff inclusion and wellbeing 
is also included in our governing objectives and the goals 
associated with achieving the aims of the trust’s people strategy. 

Whilst part of 2021/22 was dominated by the ongoing 
pandemic response, the focus had shifted to the recovery of 
planned (elective) care and accelerated recovery of services 
where possible as well as to treating the many patients 
who have been waiting longer for their care because of the 
pandemic. Some of our achievements in light of the pandemic 
and what we have done during 2021/22 include:

• Caring for over 7,400 patients with COVID-19. 

•  Setting up vaccination centres which have given over 
141,000 COVID-19 jabs to protect healthcare workers, 
patients, and members of the public.

This year’s Quality Account highlights the work done across the organisation to move on from the pandemic using the lessons 
learnt over the past year by staff at the Royal Free London.

•  Innovating at a scale and pace never seen before to care for 
patients in different ways.

•  Using technology to put loved ones in touch on screen, at a 
time when they could not do the simple things we take for 
granted, like share a hug or a moment of human contact.

•  Establishing vaccine and treatment trials that have changed 
the course of the pandemic so that we can live with 
COVID-19 rather than in fear of COVID-19.

•  Working with an incredible sense of common purpose to 
provide the best possible patient care, reorganising services 
often at the drop of a hat.

•  Using data and science to ensure that our patients are 
treated with the best possible regimes.

•  Forging incredible relationships with NHS partners and 
others, including the military, which will endure forever. 

•  Continuing to work across the health and social care 
system to make sure that we provide the best services for 
our local communities. 
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Further to the Chief Executive’s statement on quality in opening the 2021/22 quality 
account report, the three areas identified below represent a selection of improvement work 
undertaken in the trust over the last year to demonstrate that we are both safe and effective 
in our delivery of ongoing high quality care.

DELIVERING HIGH QUALITY CARE  
1.3

Clinical Practice Groups
This programme is based on reducing unwarranted variation to improve clinical outcomes by design pathways that are evidence 
based. Of the 54 Clinical Practice Group (CPG) pathways identified at the start of the programme, 38 have been digitised so far 
since 2018 using patient co-design and engaging with multi-disciplinary clinical teams. 

The pathway to digitisation involves multiple steps including understanding current pathways, reviewing the workforce model and 
designing a digital solution that can be tested and used to improve the service before going live. An example of this systematic approach 
to care re-design is the work completed by the CPG for the elective hip and knee pathway as explained in the below diagrams:

Pathway A: Before we redesigned...

Pathway B: Digitised pathway continues to be developed...

Pathway launched

Outpatients

Same day POA Joint school Surgery Mobilise 24hrs Home day 3

GP 
referral

Outpatient 
Appointment 

Centre

Triaged 
on choose 
and book

One-stop 
Clinic 

appointment 
(X-ray / MRI)

Pre- 
operative 

assessment

387 Hip 
544 Knees

Surgical 
procedure

Ward  
stay

Physio and 
surgical 

follow up

Joint school

Discharge

3. Variation in 
information 

provided at joint 
school

5. Variation in number 
of appointments, virtual 

versus F2F,  
wait for physio

6. Variation in LoS

Fit for 
surgery?

Can 
patient be 
optimised?

4. Variation in 
anaesthetic

2. Variation in information 
provided at POA

1. Variation in % conversion to 
surgery from OP

Y

N

N

Y

4.7 Emergency 
readmissions hip 
5.0 Emergency 

readmissions knees

Is patient 
suitable for 

surgery?

Y

N

4-5 day LOS



8 THE NEXT CHAPTER: IMPROVING QUALITY OF CARE 
QUALITY ACCOUNTS 2021/22

CONTENTS

The benefits from the first 20 pathways to be 
digitised include:

  30,800 fewer pathology tests

  2,944 fewer radiology exams

   18,800 fewer bed days used across 
the frailty and inpatient pathways

   10,900 fewer outpatient attendances 
and procedures

   17,600 more non face to face 
outpatient appointments

   Reduction in unit cost for 16 of the  
20 pathways

CPG activity now accounts for approximately 52-59% of all 
admitted activity in the trust and we are working in close 
partnership with our partners at North Middlesex University 
Hospital, West Herts and across the integrated care system. 

Research and Development
After the colossal clinical research year of 2020/21 which 
saw the Trust recruit its highest ever number of patients into 
the National Institute for Health and Care Research (NIHR) 
portfolio, including a spectacular contribution to COVID-19 
studies, 2021/22 has been the year of recovery, re-start and 
planning for an even more successful clinical research future 
post-pandemic. 

The challenge has been great, with the concurrent priorities 
of permanently un-pausing the many clinical research studies 
that were paused, restarted, and paused again; securing staff 
and patient safety amid the pandemic; ensuring that COVID-19 
research continued to flourish; enabling new non- COVID-19 
research to resume, and formulating the next 5-year clinical 
research and development strategy. 

The Quality Account priorities set for the past year were 
intentionally focussed on recovery and we are pleased to 
report being well on course to have delivered both priorities of 
‘reviewing 100% of paused studies and restarting 70% of those 
deemed eligible to restart’ and ‘achieving a 10% increase in the 
number of patients recruited into NIHR portfolio research’.  

Over 300 studies we paused in March 2020 because of the 
first COVID-19 surge. This was under the direction of the NIHR 
and necessary in order to preserve the safety of our patient 
research participants and research delivery staff, to grant our 
patients and staff access to participate in COVID-19 research 
and, for Research and Development (R&D) clinical staff to 
support colleagues in delivering front-line care. Overall, since 
April 2021, 67% of the entire paused portfolio has been 
granted permission to restart.

The need to persevere with important COVID-19 research has 
remained with us throughout the year and once again the R&D 
delivery teams and research investigators continued to make 
a vital contribution to this Global effort. The Trust opened its 
second COVID-19 vaccine trial recruiting 166 patients. Some 
of our investigators have made important strides towards 
understanding long-COVID whilst others continued to 
contribute to COVID-19 treatment trials. In total 1,809 patients 
were recruited into COVID-19 related research at the Trust in 
2021/22 (figure as of the 11th March 2022). 

The Royal Free Hospital Clinical Research Facility (CRF) opened 
its doors on 31st March 2021. It, for the first time, offers a 
dedicated clinical research space at the trust for researchers 
to undertake ground-breaking early-phase and experimental 
medicines research. This year, the CRF began to build its 
portfolio of studies and grow its operational capability. A full 
complement of staff as shown in the picture below is now in 
post and the CRF has already adopted around 50 studies. 

Moreover, the CRF has now been awarded £4.9 million in 
prestigious NIHR funding over the next 5 years which will 
allow the CRF to continue to drive forward innovation in 
experimental medicine and support the translation of exciting 
discoveries into new treatment for patients. 

The data that we can now collate from the digital pathways 
demonstrates how we are able to capture patient level data to 
understand the impact of the care we deliver. 

This has helped support the organisation’s case for Healthcare 
Information and Management Systems Society (HIMSS) 
Analytics Electronic Medical Record Adoption Model (EMRAM) 
Stage 7. This is an international benchmark for the use of 
advanced IT to improve patient care.
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This year also saw the formulation of the trust’s 5-year clinical 
R&D strategy. Between September and December 2021, 
the R&D team embarked on a project to develop and set up 
delivery of an equitable, patient-centred, and enduring clinical 
research strategy that enables the Trust to become an excellent 
clinical research hospital. Our approach was to embark on 
an extensive programme of stakeholder consultation by 
running a series of workshops, surveys and commissioning an 
independent external review of clinical research at the trust. 
Patients and members of the public were invited to contribute 
to both the surveys and workshops. 

This led to the development of an ambitious vision for the 
future of clinical research at RFL in that ‘By 2027, RFL will be a 
top 10 research hospital through all staff and patients having 
excellent access, experience, and outcomes by virtue of world 
class clinical research’. The strategy has been used to inform 
the 2022/23 quality priority for R&D. 

The last two years have underscored the importance of 
clinical research in improving patient outcomes. As we recover 
from the aftermath of the pandemic, the R&D department 
is committed to ensuring that clinical research remains an 
integral part of the delivery of care across the Royal Free 
London Group. 

We have made excellent ground in restarting research during 
2021/22 and the focus for this year will be to continue with 
recovering our clinical research activity and growing further.
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Maternity Services
Following the Section 29A warning notice issued by the CQC 
in November 2020, an un-announced CQC inspection was 
carried out in May and June 2021 of the maternity services at 
both the Royal Free Hospital and Barnet Hospital sites. This was 
to review the improvement actions undertaken by the trust 
since the notice and to provide assurance to the CQC that we 
had begun the process of addressing their specific concerns in 
the following areas:

•  access to information, communication and provision of leaflets

• access to better IT infrastructure

• improved governance and accountability structure

The CQC welcomed the improvements made across the trust’s 
maternity services including the provision of more inclusive 
information and better communication support and were re-
assured by the ongoing monitoring of the improvement plans 
by the maternity services senior management teams and the 
trust executive to whom they are accountable. 

Improving how the Trust engages with staff and patients has 
been vital to the improvement work carried out by the maternity 
service and accessibility of information via the service website 
has played an important role in ensuring we can offer the best 
care to women who chose to have their babies with us. 

Further details of the improvement work carried out to ensure 
that we embed the relevant changes and continue to monitor 
progress against the CQC’s recommendations are included in 
subsequent sections of this report.

In addition, the CPG pathway development has been influential 
in promoting the safety of mothers and babies in maternity and 
reducing the numbers of neonatal admissions to the neonatal 
unit by 24% (300 babies) in 2021/22. This has been done 
through engaging women and clinicians alike to co-design 
pathways and ensure that there is a clear governance structure 
in place to improve the quality of the service being delivered. 

For example, the ‘keeping mothers and babies together’ 
pathway developed a standardised risk assessment for 
all babies immediately following delivery. Those babies 
categorised as ‘at risk’ follow a standardised pathway; 
including timely observations and respiratory risk assessments. 

The ‘induction of labour’ pathway introduced a mechanical 
form of inducing labour through immediate irradiating 
hyper stimulation of the uterus and reducing the need for 
emergency transfer of patients to the labour ward. This has 
vastly improved user experience with women confirming that 
the procedure is less uncomfortable. Women can also return 
home until the next stage of the induction of labour which has 
led to an overall reduction in length of stay by approximately 
two days. The neonatal unit admission rate has in turn been 
reduced by 2% when compared with the pharmaceutical form 
of inducing labour.

The maternity services will continue to ensure that going 
forward into 2022/23 they have a clear, consistent and 
transparent approach to the provision of accessible, inclusive 
information to women including communication support for 
all women accessing maternity care in accordance with the 
accessible information standard.
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Every year all NHS hospitals are required to produce a quality account report for their 
stakeholders detailing the quality of their provision of care and outlining their priorities for 
the year ahead. 

The report allows us to be more accountable and helps us to drive improvement in how patients experience our services as well as 
support the overall strategic objectives of the Royal Free London Group by underpinning the quality goals with principles of safety 
and effectiveness.

Within this quality report we will review our performance over the previous year, identify areas for improvement and publish that 
information. These areas include the three key indicators of quality:

• Patient experience – meeting our patients’ emotional needs as well as their physical needs.

• Clinical effectiveness - providing the highest quality care with world-class outcomes whilst also being efficient and cost effective. 

•  Patient safety– having the right systems and staff in place to minimise the risk of harm to our patients, being open and 
honest, and learning from mistakes if things do go wrong.

This section describes the following:

• Progress made against our priorities during 2021/22

• Outlines our quality priorities chosen for 2022/23

• Provides feedback and assurance statements in relation to key quality measures 

Patient 
safety

Patient 
experience

Clinical 
effectiveness

QUALITY
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Improving Patient Experience: delivering excellent experiences

The following actions have been completed over the last year in relation to the Dementia Clinical 
Practice Group (CPG):

Delirium
•  A comprehensive delirium review was undertaken across both the Royal Free and Barnet Hospital sites 

in order to get an accurate post-COVID picture of the rate of delirium incidence, its prevalence and 
associated patient outcomes.

•  There was a roll-out of the ‘delirium bundle’ across the Trust with diagnostic protocols implemented in 
partnership with the Frailty CPG.

Distressed behaviour
•  A new behavioural intervention tool has been designed and tested across multiple care of the elderly sites at RFL.

•  A new education and awareness session was developed and delivered to promote the understanding of 
behavioural changes and the importance of de-escalation across RFL.

•  A de-escalation checklist produced in partnership with the Trust security services was produced to 
encourage a ward-based de-escalation approach and reduce unnecessary use of security resource in 
managing patient behaviour.

Assessment
•  The team took a care redesign approach to the existing tool “8 important things about me” in order to 

incorporate “what matters to you” principles and improve the way assessment is carried out in the Trust. 

•  There was a Trust launch of the updated tool with the associated protocols across both the Royal Free and 
Barnet Hospital sites.

• The team worked on embedding the new process and tool on all elderly care wards in the Trust.

•  Discussion has taken place around building in additional tools (4AT, Abbey Pain Scale, etc.) to further 
develop a more comprehensive multi-specialty dementia bundle.

Discharge
•  Data analysis of people with dementia experiencing high volume of readmissions has been carried out 

with a thematic review of the common causes of readmissions completed.

•  Opportunities for additional support/ signposting/ resource materials have been identified and offered to 
this patient group and their supporters.

•  A resource pack is currently in the co-design phase with active involvement from both carers and third 
sector stakeholders.

PRIORITY 1: Deliver Dementia Clinical Practice Group which consists of 5 focussed 
workstreams; Delirium, Distressed behaviour, Assessment, Discharge and Carers. 

What were our quality priorities for 2021/22 and how did we do? 

PRIORITIES FOR IMPROVEMENT  
2.1
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Carers
•  A cross-borough carer steering group (Camden and Barnet) has been set up and members have been 

appointed to the existing CPG leadership team.

• A carer story training package was developed, filmed and produced for use in staff training.

• There is an ongoing dissemination plan in place to ensure it reaches all those affected.

•  A carer’s resource pack to improve signposting and support is in the co-design phase and is being done in 
collaboration with our integrated care partners.

In completing the actions associated with this priority, the trust has committed to ensuring that patients over 
the age of 65 are screened for the possible need for conversations about the future (advance care planning) 
using the Clinical Frailty Scale. The clinical frailty score is a validated score for people over the age of 65 that 
assesses a person’s overall condition. It can provide a reference point for the introductions of conversations 
about what matters to the person, thinking through which treatments are clinically indicated, and making 
arrangements to meet psychological, social and spiritual needs. 

The importance of these conversations and thinking about how to live well until we die is that patients 
receive treatment in the most appropriate place, spend less of the last 90 days of their life in hospital, unless 
care needs cannot be met elsewhere, and those important to them are prepared as best they can for care at 
end of life and bereavement. 

From the National Audit of Care at the End of Life (2021) we can see that 25% of patients at Barnet Hospital 
(more than national average) and 5% of patient at the Royal Free Hospital (less than national average) had 
participated in advance care planning prior to their last admission to hospital, and 11% (Barnet Hospital) and 
15% (Royal Free Hospital) took part whilst they were in hospital. 

Working with our therapy partners, a trust intranet site has been developed to guide patients and families 
about the conversations they can expect and also to provide additional helpful resources https://www.
royalfree.nhs.uk/patients-visitors/advance-care-planning-and-end-of-life-care/ 

The advance care planning work also links to good patient and family communication, the care of the dying, 
and excellent discharge planning. In 2021-2022 we have provided seven, two day advance communications 
skills courses for nearly 80 senior clinicians. These courses have been well evaluated. On average, 88% 
clinicians have reported increased confidence in handling conversations, 87% have reported improved skills 
in conversations, 69% better patient experience, 66% more insight / self-awareness, 51% increased job 
satisfaction and 46% have insight into how health inequalities may affect communication.

We have updated the new electronic patient record to ensure there is clear and easy access to documentation 
for clinicians. We are utilising the London Urgent Care Record – Co-ordinate My Care (CMC) – to understand 
patient’s previously articulated wishes and to update them. (See graph below)

In November 2021 we held a half away day where we shared and celebrated the good practice occurring at 
Barnet Hospital in elderly care, and at the Royal Free Hospital in stroke and renal medicine and elderly care. 
The Barnet Hospital junior doctors won a pan-London quality improvement prize for the work they have done 
to increase access to Co-ordinate My Care.

Doctors, senior nurses and therapists have been surveyed to understand what they find challenging about 
advance care planning conversations and teaching has been provided to doctors about ensuring the outputs of 
such conversations are covered in discharge and clinic letters. All of this work will be continued in 2022-2023.

See graph below demonstrating the number of views per month of CMC by Barnet Hospital clinical teams.

PRIORITY 2: Patients who are recognised as being likely in the last year of life are 
offered a conversation recognising this. In this conversation their wishes and preferences 
will be assessed, there will be negotiation of treatment plans, and a comprehensive 
discharge summary will be written. 
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In achieving this priority, the team have produced CAPER which is a framework developed to support and 
up-skill staff working with patients experiencing dementia and provide support to carers. It stands for:

Collateral and Communication – getting the right information from the right people and using specialist 
communication techniques

Assessment – understanding behaviour as a form of communication and understanding reversible causes of 
distressed behaviour; pain and delirium

Partnership – working alongside patients, families and carers

Enablement – helping patients maintain the skills and function they came in with

Role-modelling – using your own skilled practice to inspire cultural change

Carers have been involved in the design of a resource bundle which includes a video detailing the ‘carer experience’ 
for use in staff training as well as for dissemination across dementia carer groups in North Central London.

PRIORITY 3: Establish a role for the hospital in supporting, educating and signposting 
for carers of people with dementia and the use of co-design as a model of support to 
enable the participation of carers in the hospital process. 

In order to meet the requirements of this priority, the Non-Clinical Practice Group (NCPG) Programme seeks to 
reduce waste and unwarranted variation in the patient administrative pathway, resulting in improved patient 
experience, quality of care, and staff satisfaction. As part of this programme, there are multiple workstreams 
which have been setup to improve patient appointment and referral communications including ensuring that 
the existing non-digital pathways are more reliable and remain accessible to those who need it. 

The development of digital appointment management in the trust means that as of February 2022, 174,000 
patients have signed up to My RFL Care to benefit from this service which enables patients to opt out of 
paper appointment letters and provides patients with digital access to other types of letters, including clinical 
letters and discharge summaries. 

PRIORITY 4: Improve our administrative support for patients through the non-clinical 
practice group by reviewing baseline data, scoping and improving the referral letter process 
to patients as part of their non-clinical interactions with the trust. This is a 5 year target. 
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In order to deliver a comprehensive Patient Experience strategy, a multi-faceted approach was taken to 
gathering information from our service users across all sites of the Royal Free London Group during 2021/22. 
Many of these tools have been embedded and will continue to be used to ensure we remain an engaged trust. 
They include:

•  The installation of a compliments and patient experience information board in main corridors to make the 
environment more welcoming and reassuring to visitors.

• Launching site specific twitter patient experience accounts to engage better with the public.

•  Introducing a patient experience walkabout programme whereby the team can speak to patients and/or 
their loved ones about their experience. Areas visited include inpatients, maternity, outpatients, and will 
soon rollout to paediatrics. 

•  A ward pledge poster was rolled out across inpatient areas to demonstrate staff commitment to patients. 
Each poster is co-signed by the ward manager and matron. 

•  An information and communication audit was conducted across the trust to obtain an understanding 
of where the trust is in terms of implementing the Accessible Information Standard and accessibility for 
patients and carers whose first language is not English. 

•  A survey was conducted on ‘My RFL Care’ patient portal to ascertain how accessible it has been for people 
with disabilities. The report highlighted areas for improvement and the trust will be addressing these next 
year to ensure we are meeting patient needs on all our digital portals. 

COVID-19 shone a very bright light on inequalities that already existed for many people including our 
staff. We have seen everyone continue to rise to the challenge and work towards decreasing the impact 
the pandemic has had on service delivery and health and wellbeing of our patients and our people. During 
2021/22 the trust held ‘what matters to you?’ events whereby we engaged with patients and carers to 
identify what matters to them and to address areas for improvement. 

Much of the feedback will inform the actions we take in 2022/23 to ensure we deliver on our promises to 
patients and staff alike.

PRIORITY 5: Ensure Royal Free London is a welcoming and supporting trust for patients, 
their carers’, families and friends and that kindness is at the centre of improving and 
sustaining their experience across the trust. 

Since the launch of My RFL Care, we have directly engaged patients through a 
number of channels, including Equal Access Groups, to get their input on how 
the introduction of new features can make positive difference to patients’ lives.

This has simplified patient interactions with the trust when cancelling or 
rescheduling appointments, and their updated letters are available automatically 
via the portal. Further benefits include patients having more control over their 
care and being able to manage their appointments around other commitments 
like work and childcare. 

In addition, services are able to recycle cancelled appointment slots enabling 
patients to reschedule their appointment to an earlier date should a slot become 
available and allowing us to reduce waste across the trust and improve efficiency. 
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Improving Clinical Effectiveness: delivering excellent outcomes 

In 2021/22, the Royal Free London quality improvement team set out four elements of purpose. A key one of 
these being provision of support for programmes that are of strategic importance. The quality improvement 
team has supported programmes under two of the Trust’s delivery priorities: 

• Reducing the number of patients facing long waits 

• Building an inclusive workforce whilst improving the wellbeing of our staff 

These improvement programmes, projects and activities are listed below:

•  Barnet Hospital Flow – a programme of work focussed on reducing length of stay and reducing four-
hour breaches in Barnet hospital’s emergency department.

•  Chase Farm Hospital theatre productivity – a programme to increase in session theatre utilisation and 
session utilisation in Chase Farm Hospital’s theatres.

•  Chase Farm UTC (Urgent Treatment Centre) triage times – improving time to initial assessment and 
administration of pain relief in Chase Farm Hospital’s Urgent Treatment Centre.

• Royal free Hospital site plan – enabling staff and patients to feel ‘Included’, ‘Safe’ and ‘Supported’.

• Royal Free Hospital – reducing violence and aggression in the Emergency Department.

•  Group-wide – Equitable Access programme – reducing inequalities in waiting times for elective care 
across all services.

•  Group-wide – Vanguard 2 programme, aimed at improving health and wellbeing of staff in [Agenda for 
Change] Bands 1 to 5.

PRIORITY 6: Deploy Quality Improvement (QI) methodology, projects and programmes 
towards at least two of RFL’s four delivery priorities. This will be evidenced by QI 
programmes, projects or methods being established in the overall work programme 
focused on [at least two of] those delivery priorities. 
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The QI Team has been actively involved in the following forums and programmes:

•  CQC Steering Group – triangulation of learning, identification of improvement opportunities and 
oversight of improvement activities.

• CQC Maternity Services Action Plan – support for improvements in maternity services.

•  Royal Free Hospital – improving MAST (Mandatory and Statutory Training) compliance – improvement 
work to support challenged areas in compliance with MAST.

•  Group-wide – improving shared learning following serious incidents – an improvement project to ensure 
more effective actions are developed following serious incident investigations and ensure that learning is 
shared across the Trust.

All active projects support the trust’s strategic priorities and comprise of delivering established business as 
usual programmes and the development of new programmes through the use of QI methodology. 

The QI team has built capability for QI at different levels in the organisation. QI capability can be defined as: 
“The organisational ability to intentionally and systematically use improvement approaches, methods and 
practices, to change processes and products/services to generate improved performance.” (Furnival et al., 2017)

In achieving this priority, the following diagram shows the number of individuals trained in the QI method. 
This priority will continue as part of the wider QI strategy in the Trust.

PRIORITY 7: Embed quality improvement expertise, methodology and approaches in 
RFL’s approach to achieving improved CQC ratings. This will be evidenced by QI team 
members being involved in the relevant governance forums for this work and also 
through QI methods being adopted in priority improvement areas. 

Q1 Coach - 54 people

Q1 Sponsor - 71 people

Q1 Export - 7 people

Q1 Practitioner - 313 people

Q1 Snapshot & Bite Size - 931 people

QI Capability dosing
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In doing so the immediate benefits of these pathways going live has been a reduction in unit cost and an 
improvement in the overall patient experience through a reduction in the number of attendances.

During 2021/22 all digitised pathways highlighted below were made live across all hospital sites, and the 
programme team have digitised a further 15 pathways in addition to the 14 completed in achieving this 
priority. The purpose of this was to reduce unwarranted variation in clinical practice.

PRIORITY 8: The CPG programme will develop and implement an additional 14 
digital pathways with particular focus on Trust priority areas in Cancer, Emergency and 
Ambulatory Medicine, Maternity and Surgery Clinical Practice Groups. 

WOMEN AND CHILDREN TRANSPLANT AND 
SPECIALIST SERVICES

SURGERY AND 
ASSOCIATED SERVICES

C
PG

PA
TH

W
A

Y

Cancer CPG

Ambulatory and emergency care CPG

Better birth Acute tonsillitus

Epistaxis COPD

PneumoniaRight upper quadrant pain

Induction of labour HBP cancer

Early pregnancy

Keeping mothers and  
babies togeather

Wheezing and difficulty 
breathing

CAMHs service review  
Acute presentation in ED

Gynaecology cancer

Prostate pathway

Haematuria part 1 and 2

Anaemia

Acute kidney injury

Inflammatory bowel disease

Dyspepsia

Renal cancer pathway

Renal cancer ERAS pathway

Diabetes

Ambulatory and  
emergency care CPG

Caesarean sections

Paediatric ED flow

Elective hip

Elective knee

Shoulder pathway

Virtual fracture pathway

Fractured femur

Hypertension

Kidney stones pathway Arthroscopy

Emergency laparotomy

Medical retina

Glaucoma

Cataracts

Breast cancer

Plastics breast: benign Headache

Atrial fibrillation

Acne pathway

Upper GI cancer (RFH)

Lower GI cancer

Dermatology – non-cancer

Upper GI (Barnet hospital)

Reginal diagnostic centre

POA (non-complex)

Skin cancer

Perioperative MDT process

Deep vein thrombosis

Heart failure

Lung cancer

Chest pain

Pulmonary embolism

Emergency department

Frailty

Inflammatory bowel disease

Dyspepsia

Dementia delirium

NIV/oxygen therapy

Acute lower limb

MEDICAL AND  
URGENT CARE

Digital design in progress

Design phases of CPG pathway

Digitised
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This CPG has been setup and is developing its agenda to improve the safety and quality of the management of 
diabetes care across the Trust. This has been included as an action to take forward in our 2022/23 priorities. 

In completing this priority, the trust started to use CPG methodology for integrated care pathways across the 
integrated care system (ICS) for Camden and Barnet in heart failure through introducing a new heart failure 
hub at the Royal Free Hospital. This was a great example of delivering care in a different way and will pave 
the way to improve patients’ experience and outcomes. 

The hub acts as a ‘one-stop-shop’ for cardiology patients to receive their results and treatment plan on the 
same day. It has also meant closer working with the local primary care network and community heart failure 
team to truly integrate patients’ care.

In 2022/23 the programme team will also be expanding their work on integrated pathways to include 
Wheezy Child, Frailty and Cancer.

The year 2021/22 saw the resumption of non-COVID research following the successful restart work of the 
R&D office which is particularly beneficial as patients can access new treatments sooner and staff can learn 
more about their specialisms. By mid-March 2022, the trust had recruited at total of 8,748 patients into NIHR 
portfolio research with almost 80% being into non-COVID research. 

The GRAIL (also known as SYMPLIFY) study for example, exploring the use of rapid blood testing to diagnose 
an array of cancers recruited 307 patients across all 3 RFL sites. In partnership with our local North Central 
London collaborators the Trust contributed to 20% of the national recruitment into this exciting study. 

Elsewhere, colleagues at Edgware exploring the use of novel 3D imaging technology to screen women for 
breast cancer have enrolled 1,384 patients. The Trust recruited the first patient globally into the PHYOX7 trial, 
exploring a new treatment for primary hyperoxaluria and the first patient in the UK into the ONWARDS trial, 
investigating a potential new treatment for osteoarthritis of the knee. 

Hundreds of other non-COVID research studies are also once again actively recruiting patients. All of this has 
meant that the trust was able to meet its priority of increasing patient recruitment into NIHR portfolio studies 
by 10% for the period 2021/22. 

PRIORITY 9: Develop and embed a clinical pathway group which aims to improve safety 
and quality of diabetes management both within hospital and in primary care. 

PRIORITY 10: We will establish a population based approach to improve outcomes for 
patients with heart failure by developing a fully integrated pathway with our partners 
in primary and community care. 

PRIORITY 11: Increase in patient recruitment to NIHR portfolio studies by 10%. 
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This priority has been met for the period 2021/22 with 100% of paused studies having been reviewed and 
89% of those eligible to restart having been restarted. The importance of re-starting these paused studies is 
to ensure that we continue to develop new treatments and knowledge for better health and care. 

Following a brief attempt to restart paused studies prior to the second major surge in January 2021, when 
studies had to go back into a state of hibernation, the R&D office team began the work of permanently 
reviewing and restarting 351 studies in April 2021. This has been an extensive exercise requiring careful 
prioritisation of research and balancing of demands. 

As of January 2022, the team had successfully reviewed all 351 studies and restarted 232 of the 262 studies 
that were deemed eligible to restart.

PRIORITY 12: Review 100% of studies paused as a result of Covid-19, restarting 70% of 
those deemed eligible for restart. 

Improving Patient Safety: delivering safe care

The first measure of success for this patient safety priority was to achieve zero never events by the end of 
March 2022. Never events are extremely serious and largely preventable patient safety incidents that should 
not occur if the relevant preventative measures have been put in place. 

Unfortunately, we reported one never event during 2021/22, this represented a significant improvement on 
five never events reported in 2020/21. All never events are investigated as serious incidents and reviewed at 
our Board level Clinical Standards and Innovations Committee (CSIC), chaired by one of our Non-Executive 
Directors where we triangulate serious incidents with incidents, complaints, PALS and litigation to identify 
themes which might require system-wide work.  

We publish a weekly summary of serious incidents as they are reported and share learning further general 
and speciality-specific newsletters online and by email. We also hold learning events, seminars and workshops 
in order to disseminate lessons learnt.

Never Event reported in 2021/22

StEIS Site Type Incident date Harm

2021/9173 BH Retained tampon 23/04/2021 None

The key actions taken to prevent recurrence include:

• Reviewed the perineal suturing packs in use across all sites to ensure consistency across all sites

•  All tampons and gauze swabs smaller than 45cm by 45cm removed from the perineal suturing packs and 
replaced with large swabs 45cm by 45cm.

•  Revision of the Maternity guideline and proforma: Perineal Trauma and Repair Including 3rd and 4th 
Degree Tears to reflect the agreed change in practice.

The second measure of success for this patient safety priority was to decrease our Avoidable Harm Score to 
49 by the end of the 2021/22 financial year. 

PRIORITY 13: As part of our Safety Strategy 2020-2025, have zero never events, 
decrease our Avoidable Harm Score to 49 by 2021/22, and become a zero harm 
organisation by 2025.
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Since June 2017 the Trust has used the Likert definitions of avoidability in order to assist in determining our 
level of response in the investigation of incidents. Taking a risk-based approach we have created the RFL 
Avoidable Harm Score (AHS) for each incident that is moderate harm or above and has a Likert score of 1-3: 

1) Definitely avoidable

2) Strong evidence of avoidability

3) Probably avoidable - more than 50:50

The total AHS for each month is then used as the indicator, with the median used as a baseline indicator. The 
trust recognises that the determination of level of harm and level of avoidability are subjective and so our 
decisions are based on the consensus opinion of the multi-disciplinary Safety Incident Review Panels (SIRP), 
chaired by the respective site Medical Directors.

The Trust’s average AHS for the financial year 2021/22 was 126 which means that we have not achieved our 
target of 49.

Whilst the avoidable harm score has proved useful when discussing the level of investigation, it has not 
proved an effective measure of the work done by the trust in safety learning. And the “NHS Patient Safety 
Strategy: Safer culture, safer systems, safer patients” published in July 2019, clarifies that for effective safety 
measurement the terms ‘avoidable’ and ‘unavoidable’ are unhelpful for patient safety. The trust will review 
the priority and how we measure patient safety going forward. 

The new Learn from Patient Safety Events (LFPSE) service is due to launch in 2022/23, it is a national service 
for recording and analysis of patient safety events that occur in healthcare and is expected to establish a 
standardised way for improving patient safety learning.

The measure of success for this patient safety priority was to reduce the number of inpatient falls resulting in 
moderate, severe harm or death by 5% by the end of the 2021/22 financial year. 

In the 2020/21 financial year, the average monthly number of moderate or greater harm inpatient falls was 
3.7. To achieve a 5% reduction the average monthly number for the 2021/22 financial year would need to be 
3.51 or less. 

As shown in the graph below, at the end of Q4 2021/22, the average monthly number of moderate plus 
inpatient falls was 3.8 for the 2021/22 financial year, which unfortunately represents a small increase and 
means that we have not achieved this target. 

The falls that result in moderate or more harm are reviewed regularly at our safety incident review panels, fall 
panels, Trust-wide nursing and midwifery committee and matron’s meetings. The patient falls steering group 
has introduced a new process following falls called a hot debrief which aims to:

•  Ensure the patient and those involved in the patient’s care are given an opportunity to provide their 
account of the fall.

• Improve record keeping relating to the fall.

•  Share the outcome of discussions more widely to allow others within the organisation to benefit from the 
insights.

• Identify patterns that might deem this to be an organisational priority for investigation.

PRIORITY 14: Decrease the number of falls incidents with moderate or more harm 
reported by 5% by March 2022. 
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The measure of success for this patient safety priority was to reduce the number of medication incidents 
resulting in moderate, severe harm or death by 5% by the end of the 2020/21 financial year. 

In the 2020/21 financial year, the average monthly number of moderate or greater harm medication incidents 
was 0.25 (there were 3 such incidents during that year). To achieve a 5% reduction the average monthly 
number for the 2021/22 financial year would need to be 0.2375.

As shown in the graph below, at the end of Q4 2021/22 the average monthly number of moderate plus 
medication incidents was 0.6 for the 2021/22 financial year, which means that we have not met the objective 
of a 5% reduction this financial year.

Work will continue at the Trust to reduce all medication incidents, with the introduction of EPR (Electronic 
Patient Records) across the Trust in 2021 allowing greater system controls to prevent harm.

PRIORITY 15: Decrease medication incidents with moderate or more harm reported by 
5% by March 2022. 
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During the period 2021/22 there have been 8 attributed cases of MRSA bacteraemia since April 2021, three 
of which were reported between January and March 2022. Following review it was confirmed that no lapses 
of care had been identified in all of the cases. Two hospital onset healthcare associated (HOHA) and one 
community onset healthcare associated (COHA) cases were reported in quarter 4 of 2021/22. 

PRIORITY 16: Achieve zero trust attributed meticillin-resistant Staphylococcus aureus 
bacteraemia (MRSA) cases. 

MRSA cases counts and 12-month rolling rates of hospital-onset,  
by reporting acute trust and month for Royal Free London  
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All MRSA bacteraemia infections have been subject to a post infection review (PIR). Outcome, learning and 
action plans are shared at monthly divisional leads meeting and monthly Clinical Performance and Patient 
Safety (CPPS) committee.

In order to develop and implement education and learning, the maternity MRSA standard operating protocol 
has been updated to ensure women are receiving early screening and prompt decolonisation before C-section 
delivery to reduce the risk of acquiring MRSA bloodstream infections. 
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The threshold for the trust for 2021/22 set by UKSHA was less than 79 attributable cases. During the period 
2021/22 a total of 84 cases have been reported since 1st April 2021, two of which were lapses in care due to 
delayed patient isolation and sending stool samples. This is a rise in the overall number of cases for the trust.

In order to better understand lapses in care, acute provider objectives are set using these two categories:

•  HOHA: hospital onset healthcare associated: cases that are detected in the hospital three or more days 
after admission

•  COHA: community onset healthcare associated: cases that occur in the community (or within two days of 
admission) when the patient has been an inpatient in the trust reporting the case in the previous four weeks.

For the two cases where lapses in care were identified, a full investigation was completed. All cases have 
a Root Cause Analysis (RCA), with learning fed back through the monthly IPC Divisional Leads group and 
monthly Clinical Performance and Patient Safety (CPPS) committee.

Following the two identified and confirmed lapses in care, the RCA process was completed and the learning 
shared suggested that early identification, timely isolation, and sampling being sent promptly to ensure early 
detection can be improved.

PRIORITY 17: Achieve zero trust attributable Clostridium difficile (C. diff.) infection 
cases with a lapse in care. 

RFLNHSFT 2021/22C. difficile cases and “lapses in care” 
versus Trust objective trajectory and 2021/20
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The Action Plan below has been developed following a rise in C. diff. cases in the first quarter at Royal Free 
hospital. An external review was requested by the director of IPC and the director of nursing for RFH site. It 
should be noted that some recommendations have already been previously identified as part of the Trust-wide 
on-going plan to reduce C. diff. infections:

• External review to get a fresh perspective on the environment and practice

• Audits on commodes, mattress and pillows 

• Audit C. diff knowledge and practice amongst staff 

• Revitalise the deep cleaning programme across all sites 

• Review of all cleaning audit reports at site divisional lead meetings 

• C. diff. road show 

• EPR – IT integration: stool chart/algorithm, antibiotic stewardship, patient tracking and isolation 

• Clinical audit programme – Tenable audit 

• Clinical team engagement in RCA process

Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22 Mar-22

          RFLNHSFT Cummul. “lapse in care” cases 1 1 2 2 2 2 2 2 2 2 2 2

          RFLNHSFT 2020/21 “lapse in care” cases 0 0 0 0 0 0 2 2 2 4 4 5

          RFLNHSFT 2021/22 cumulative cases 10 18 27 33 44 48 55 64 68 71 79 84

          RFLNHSFT 2021/22 cumulative objective 7 14 20 27 34 40 47 54 60 67 73 79

          RFLNHSFT 2020/21 cumulative cases 4 7 12 15 18 24 37 47 53 61 65 70
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COVID-19 was first identified in December 2019 in Wuhan China and resulted in a global health emergency, 
the effects of which are still being felt in 2022. The international response was led by the World Health 
Organisation (WHO) and The Royal Free London was one of five hospitals in the UK first designated to take 
people with suspected COVID-19.

The trust did not achieve this priority for the period 2021/22 and reported multiple outbreaks at both Barnet 
hospital and Royal Free hospital sites. Whilst no wards were closed during the last two quarters, the IPC team 
has been working closely with site bed management and clinical teams to manage these outbreaks. Owing to 
capacity issues, the IPC team have had to operationalise the extreme bed crisis management plan to support 
clinical needs and patient flow whilst maintaining patient safety at all times.

The learning shared following the various outbreaks include:

• timely introduction of patient and staff swabbing

• improved ventilation

• better hand hygiene compliance

• deep cleaning programme with ongoing monitoring of progress

• continuous teaching and training on wards involving Practice Educators to be embedded

Attribution: Gram negative blood stream infections due to E. coli, Klebsiella species, and Pseudomonas 
aeruginosa are assigned to the Trust when the specimen is taken on the third day of admission onwards (e.g. 
day 3 when day 1 equals day of admission) and classified as hospital-onset, healthcare-associated cases (HOHA).

The objective for E. coli for RFL for 2021/22 was 194 and the trust reported 128 cases which is well below 
the objective.

PRIORITY 18: Achieve zero hospital onset definite healthcare associated COVID-19 
infections.

PRIORITY 19: Reduce Gram negative bacteraemias in line with NHS Long Term Plan 
reduction objective of 50% by 2024/25. 

RFLNHST Infection control monthly performance-RFH rate of  
E.coli infection per 100,000 OBD
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The Klebsiella objective for RFL for 2021/22 was 75 and the trust reported 58 cases which again was below 
the objective.

RFLNHST Infection control monthly performance-RFH rate of  
Klebiella infection per 100,000 OBD

RFLNHST Infection control monthly performance-RFH rate of  
Klebiella infection per 100,000 OBD

50.0

40.0

30.0

20.0

10.0

0.0

-10.0

Mean
High or low point
Target

RFH
7 points above or below mean

Process limit
Rising or falling trend

01
/0

1/
20

18

01
/0

3/
20

18

01
/0

5/
20

18

01
/0

7/
20

18

01
/0

9/
20

18

01
/1

1/
20

18

01
/0

1/
20

19

01
/0

3/
20

19

01
/0

5/
20

19

01
/0

7/
20

19

01
/0

9/
20

19

01
/1

1/
20

19

01
/0

1/
20

20

01
/0

3/
20

20

01
/0

5/
20

20

01
/0

7/
20

20

01
/0

9/
20

20

01
/1

1/
20

20

01
/0

1/
20

21

01
/0

3/
20

21

01
/0

5/
20

21

01
/0

7/
20

21

01
/0

9/
20

21

01
/1

1/
20

21

01
/0

1/
20

22

01
/0

3/
20

22

The objective for pseudomonas for RFL for 2021/22 was 30 and the trust reported 34 cases. Whilst this is a slight 
increase, in comparison to the previous year there has been a significant reduction in pseudomonas cases overall.

Regular infection prevention and control (IPC) audits and teaching were undertaken throughout 
2021/22 to monitor IPC practice compliance, such as hand hygiene, line care management (insertion 
and on-going) and documentation. Post infection review (PIR) will be continued to be carried out where 
learning needs are identified from initial review.

70.0

60.0

50.0

40.0

30.0

20.0

10.0

0.0

-10.0

-20.0

-30.0
Mean
High or low point
Target

RFH
7 points above or below mean

Process limit
Rising or falling trend

01
/0

1/
20

18

01
/0

3/
20

18

01
/0

5/
20

18

01
/0

7/
20

18

01
/0

9/
20

18

01
/1

1/
20

18

01
/0

1/
20

19

01
/0

3/
20

19

01
/0

5/
20

19

01
/0

7/
20

19

01
/0

9/
20

19

01
/1

1/
20

19

01
/0

1/
20

20

01
/0

3/
20

20

01
/0

5/
20

20

01
/0

7/
20

20

01
/0

9/
20

20

01
/1

1/
20

20

01
/0

1/
20

21

01
/0

3/
20

21

01
/0

5/
20

21

01
/0

7/
20

21

01
/0

9/
20

21

01
/1

1/
20

21

01
/0

1/
20

22

01
/0

3/
20

22



28 THE NEXT CHAPTER: IMPROVING QUALITY OF CARE 
QUALITY ACCOUNTS 2021/22

CONTENTS

Our priorities for improvement for 2022/23
The priorities chosen for 2022/23 remain within the quality domain and are drawn from the group leadership aims, local 
intelligence, previous CQC inspections and feedback following consultation with key stakeholders. This is done through hosting 
engagement events and collating survey responses in relation to the long list of priorities which is then further reviewed by the 
trust executive to shortlist an approved set of priorities for the year ahead. 

Progress in achieving these priorities will be monitored at our strategic committees and reported to the Trust Board, as illustrated in Figure 1.

Additionally, reports are sent to Trust Infection Prevention and Control Committee (chaired by the Director for Infection Prevention 
and Control) and the business unit level Clinical Performance and Patient Safety committees which are chaired by the respective 
medical directors.

Updates on progress will be sent to our commissioners via the Clinical Performance and Patient Safety Committees and the 
Clinical Standards and Innovation Committee.

TRUST BOARD

Group Executive 
Committee 

(GEMM)

Clinical Standards 
and Innovation 

Committee  
(CSIC)

Patient Safety 
and Clinical 

Effectiveness 
priorities

Patient  
Experience 
priorities

Figure 1: Strategic committees reporting to the trust board

Some of the priorities from 2021/22 have been carried over as proposed priorities for the new financial year 2022/23 as they form 
part of a longer plan or strategy within the Trust. Some have been adapted and reworded to make them more current to the 
teams committing to delivery of them. 

In addition, all the quality priorities have been linked to the trust’s governing objectives as described in Part 1 of this report so as 
to align our quality performance aims with the overall strategic ambitions of the trust.
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Establish shared principles for involving 
patients and carers in our services to 
better monitor their experiences and make 
relevant improvements

NEW

This priority supports delivery of our year five 
ambition to ensure that the relationships we 
have with our patients and carers are amongst 
the best in the country

Establish a world class dementia care 
service operating across inpatient settings 
Trust wide 

NEW

This priority supports delivery of our year one 
quality goal to understand and improve the 
experience for our patients and carers

We will build a framework to facilitate and 
embed high quality, diverse involvement work 
across the Trust.

We will work collaboratively with patients to 
identify and act on areas for improvement and 
better understand health inequalities through 
changes in service utilisation.

We will develop clear processes to better 
understand the experience of patients with learning 
disabilities and work with patients and carers in the 
co-production and design of our services.

We will Make Every Contact Count by supporting 
the prevention of poor health across the North 
Central London patch.

We will ensure we remain a ‘dementia friendly’ 
hospital through ongoing delivery of the Dementia 
Clinical Practice Group five workstreams: 

Delirium, Distressed behaviour, Assessment, 
Discharge and Carers.

We will measure the impact of the service on 
critical outcomes through collection of patient 
and carer feedback and use this to identify areas 
for improvement.

PATIENT EXPERIENCE

Our quality priorities and why we chose them: What success looks like:

PRIORITY 1

PRIORITY 2
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Patients who are recognised as likely to 
be in the last year of life will be offered a 
conversation about their personal preferences 
and priorities for their future care

Continue from 21/22, wording adapted  
in light of new national guidance

This priority supports delivery of our year one 
quality goal to understand and improve the 
experience for our patients and carers

Keep patients informed and regularly updated 
about waiting times in outpatient clinics 

NEW

This priority supports delivery of our year one 
quality goal to understand and improve the 
experience for our patients and carers

We will ensure that in these conversations 
patients’ wishes, preferences and priorities for 
their future care will be explored. These are 
likely to be a number of conversations and with 
whomever the person wishes to involve.

We will ensure that there will be agreement of 
treatment plans, and a comprehensive discharge/
clinic summary will be written so the person can 
review their own care plan.

We will identify the best methods to keep patients 
informed and updated of any delays.

We will monitor our progress using outpatient 
surveys to collect patient and carer feedback.

PRIORITY 3

PRIORITY 4

Implement a systematic approach to 
align the following activities at group 
and business unit levels: planning and 
prioritisation; progress and performance 
tracking; quality improvement activity

NEW

This priority supports delivery of our year one 
quality goal to improve health outcomes across 
the group 

This will be evidenced by:

•    The Annual Planning process identifying 
priority themes and areas for improvement; 

•    Performance data, implementation updates 
(e.g. CQC) and other sources of insight being 
used regularly to understand the extent to 
which progress is being made in key areas of 
improvement;

•    Quality Improvement projects and activities 
being aligned to the themes and areas of 
improvement identified from annual planning.

CLINICAL EFFECTIVENESS

Our quality priorities and why we chose them: What success looks like:

PRIORITY 5
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Systematically spread learning from Quality 
Improvement activity across teams, services 
and sites and, where appropriate, scale 
effective interventions across the RFL group

NEW

This priority supports delivery of our year one 
quality goal to improve health outcomes across 
the group

Over the next year the Clinical Practice Group 
(CPG) programme will embed a further 17 
pathways and develop a training package to 
increase knowledge, skills and capabilities 
across operational and clinical teams.

NEW

This priority supports delivery of our year one 
quality goal to improve health outcomes across 
the group

This will be evidenced by:

•    QI governance structures being updated to 
reflect this objective (e.g. in their Terms of 
Reference);

•    Broaden involvement of colleagues across the 
organisation in relevant QI governance forums;

•    A comprehensive set of processes and 
activities to spread learning being established.

We will have 54 CPG pathways completed, 44 of 
which will be built within our EPR. 

We will work on developing an end-to-end patient 
care pathway across the integrated care system 
which targets existing health care inequalities 
whilst making sure every contact counts.

We will give priority to improving emergency 
flow, elective recovery, cancer care and inpatient 
enhanced recovery pathways. 

We will monitor the safety and quality of diabetes 
care through the digital pathway for inpatient 
adult diabetes patients.

PRIORITY 6

PRIORITY 7
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Increase patient recruitment by a further 
10% into National Institute for Health 
Research portfolio to build on achievements 
of 2021/22 and increase RFL led research 

NEW

This priority supports delivery of our year five 
ambition to provide access to research for all our 
patients

*The measures for success detailed in the 
adjacent column are the strategic objectives of 
the 5-year Clinical Research and Development 
strategy and the intention is to achieve them 
all by 2027 and establish RFL as a top-10 NHS 
research hospital

We will provide rapid, responsive, cost effective 
and transparent clinical research support.

We will improve clinical research infrastructure 
to enable the best possible clinical research 
opportunities and experience to staff/ patients.

We will ensure all of our staff have the 
opportunity to be part of clinical research 
regardless of their role or site.

We will ensure optimal and equitable access to 
excellent clinical research to all patient groups 
across our local populations.

We will work with our partners to maximise the 
opportunities for clinical research for RFL patients 
and staff.

We will ensure that digitally enhanced and data 
driven clinical research is enabled throughout our 
clinical research endeavour.

PRIORITY 8

As part of the RFL Safety Strategy 2020-2025 
to make improvements and to keep patients 
and staff safe, we will aim to have zero 
never events this year and ensure that we 
learn from patient safety incidents

NEW

This priority supports delivery of our year one 
quality goal to improve health outcomes across 
the group

We will do this through implementation of the 
new national Patient Safety Incident Response 
Framework and ensuring smooth transition to 
the new processes across the organisation by 
June 2023.

We will embed a culture of learning from 
incidents through ensuring that 95% of Serious 
Incident actions are completed and evidenced by 
the deadline.

We will improve our completion rate of open 
incident investigations.

We will appoint a minimum of two ‘patient 
safety partners’ by July 2022 and ensure that 
they are fully trained by July 2023.

PATIENT SAFETY

Our quality priorities and why we chose them: What success looks like:

PRIORITY 9
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Improve medicines optimisation ensuring 
the right patient gets the right medicine at 
the right time 

NEW

This priority supports delivery of our year one 
quality goal to understand and improve the 
experience for our patients and carers

Improve the way in which we manage 
violence and aggression from patients

NEW

This priority supports delivery of our year one 
quality goal to support staff members’ mental 
health and wellbeing

Achieve zero trust attributed Methicillin-
resistant Staphylococcus aureus 
bacteraemia (MRSA) cases 

Continue from 21/22

This priority supports delivery of our year one 
quality goal to improve health outcomes and 
patient safety across the group

We will reduce medicines-related problems at 
transfer including admission to hospital, discharge 
from hospital and during internal transfer through 
improved use of EPR. 

The Medical Safety Board will nominate a few time 
critical medications to reduce the missed doses as 
a measure of success.

We will ensure staff who are in patient-facing roles 
receive conflict resolution training and are offered 
appropriate support following any incidents of 
violence and aggression.

We will ensure all staff who are involved in patient 
restraint roles have a complete understanding of 
safe restraint techniques, the legal frameworks 
and legislation that applies to its use.

We will do this through continuing to action 
recommendations from the Trust Infection Prevention 
and Control Committee (IPCC) including:

•   Post Infection Reviews (PIR) to be carried 
out to identify and act on key areas of 
improvement

•  Implementing an education and training plan 
to improve line care practice

PRIORITY 10

PRIORITY 11

PRIORITY 12
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Achieve zero trust attributable Clostridium 
difficile (C. diff.) infection cases with a 
lapse in care 

Continue from 21/22

This priority supports delivery of our year one 
quality goal to improve health outcomes and 
patient safety across the group

Reduce Gram negative bacteraemias in line 
with NHS Long Term Plan objective of 50% 
by 2024/25 

Continue from 21/22

This priority supports delivery of our year one 
quality goal to improve health outcomes and 
patient safety across the group

We will do this through continuing to action 
recommendations from the Trust IPCC including:

•  Audits on commodes, mattress and pillows

•   Audit C. diff. knowledge and practice amongst 
staff

•   Revitalise the deep cleaning programme across 
all sites

•   Review of all cleaning audit reports at site 
divisional lead meetings

•   Root cause analysis (RCA) to be carried out in 
order to identify what changes would prevent 
reoccurrence 

•   Develop robust and practical action plan with 
clinical team to reduce rates of C. diff. infection

We will do this through continuing to action 
recommendations from the Trust IPCC including:

•   Regular audits and teaching to monitor 
practice compliance 

•   PIR to be carried out to identify and act on key 
areas of improvement

•   Implementing education training plan to 
improve line care practice

PRIORITY 13

PRIORITY 14
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This section contains the statutory statements concerning the quality of services provided by 
Royal Free London NHS Foundation Trust. These are common to all quality accounts and can 
be used to compare us with other organisations.

A. Review of services 

STATEMENTS OF ASSURANCE 
FROM THE BOARD 

2.2

During 2021/22 the Royal Free London NHS Foundation Trust provided and/or subcontracted 42 relevant health services.

The Royal Free London NHS Foundation Trust has reviewed all the data available to them on the quality of care in 42 of 
these relevant health services.

The income generated by the relevant health services reviewed in 2021/22 represents 100% of the total income 
generated from the provision of relevant health services by the Royal Free London NHS Foundation Trust for 2021/22. The 
actual income from relevant health services is below plan due to the COVID pandemic, with fixed payments to ensure the 
Trust meets COVID patient demands and business as usual for the relevant services.

During 2021/22 54 national clinical audits and 5 national confidential enquiries covered relevant health services that the 
Royal Free London NHS Foundation Trust provides.

During that period, the Royal Free London NHS Foundation Trust participated in 97% national clinical audits and 100% 
national confidential enquiries for which it was eligible to.

The national clinical audits and national confidential enquiries that the Royal Free London NHS Foundation Trust was 
eligible to participate in during 2021/22 are detailed in Tables 1 & 2 below.

The national clinical audits and national confidential enquiries that the Royal Free London NHS Foundation Trust actually 
participated in during 2021/22 are also detailed in Tables 1 & 2 below.

The national clinical audits and national confidential enquiries that Royal Free London NHS Foundation Trust participated in, and for 
which data collection was completed during 2021/22, are listed in Tables 1 & 2 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.

B. Participation in clinical audits and national    
 confidential enquiries 

The trust continues to participate in clinical audit programmes and has integrated this with our quality improvement programme. 
We participate in ongoing review our clinical audit processes, ensuring that we have evidence of improvements made to practice.

Case ascertainment relates to the proportion of all eligible patients captured by the audit during the sampling period compared 
to the number expected according to other data sources, usually hospital episode statistics (HES) data. ‘HES’ is a data warehouse 
containing details of all admissions, out-patient appointments and A&E attendances at NHS hospitals in England.

Where 2021/22 data is not yet published, the previous year’s reported participation and ascertainment rates are recorded as an indicator.
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Table 1: Name of audit, eligibility and participation 

Key for Table 1 & 2 below:

* = Timeframe for data collection

RFH = Royal Free Hospital

BH = Barnet Hospital

CFH = Chase Farm Hospital

NAME OF AUDIT DATA 
COLLECTION 
COMPLETED IN 
2020/21

TRUST 
ELIGIBILITY 
TO 
PARTICIPATE

PARTICIPATION 2021/22 CASE ASCERTAINMENT

Transurethral REsection and Single 
instillation mitomycin C Evaluation 
in bladder Cancer Treatment

Yes Yes RFH RFH: N=33 

*2022 

Cancer: National bowel cancer 
audit (NBOCA)

Yes Yes Reported at trust level, data 
collected RFH and BH

RFL: N=271 (>80% of 
expected cases) 

*2019/20

Cancer: National lung cancer 
audit (NLCA)

Yes Yes Reported at trust level, data 
collected at RFH and BH 

CFH service not available

RFL: N =327

*2020/21 

N=74

Cancer: National oesophago-
gastric cancer audit (NOGCA)

Yes Yes Reported at trust level, data 
collected RFH and BH 

CFH service not available

RFL: 69% (61/88)

*2019/20

*2020/21 (awaiting HES 
data)

Cancer: National prostate cancer 
audit

Yes Yes RFH, BH and CFH RFL: N=687 

*Apr 21 to 16 Mar 22

Chronic obstructive pulmonary 
disease (COPD) audit programme: 
Secondary care

Yes Yes Reported at trust level, data 
collected RFH and BH 

CFH service not available

RFH: N=25

*Apr 21 to 16 Mar 22

BH: N=32 for 20/21

COPD audit programme - Adult 
Asthma

Yes Yes Reported at trust level, data 
collected RFH and BH 

CFH service not available

RFH: N=48

*Apr 21 to 16 Mar 22

BH: N=107 for 20/21

COPD audit programme 
-Paediatric asthma

Yes Yes BH

RFH and CFH service not 
available

No report was published 
in 2021/22.

Diabetes: National foot care in 
diabetes audit (NFCA)

Yes Yes RFH and BH

CFH service not available

No report was published 
in 2021/22.

Diabetes: National diabetes in-
patient audit (NaDIA)

N/A Yes Not undertaken N/A

Diabetes: NaDIA -Harm Yes Yes RFH, BH and CFH RFL: N=6

*2021/22 (up to 
16/03/21)

Diabetes: National pregnancy in 
diabetes audit (NPID) 

Yes Yes RFH and BH

CFH service not available

BH: N=100

RFH: N=50  

* Jan 2018-Dec. 2020
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NAME OF AUDIT DATA 
COLLECTION 
COMPLETED IN 
2020/21

TRUST 
ELIGIBILITY 
TO 
PARTICIPATE

PARTICIPATION 2021/22 CASE ASCERTAINMENT

Diabetes: National diabetes 
Core audit

Yes Yes RFH, BH and CFH N=1300 Type 1

*2019/20

N=935 Type 2

*2019/20

Diabetes: National paediatric 
diabetes audit (NPDA)

Yes Yes RFH, BH and CFH BH: N = 110

CFH: N = 62

RFH: N= 54

*2019/20

BAUS Cytoreductive Radical 
Nephrectomy Audit

Yes Yes N/A (audit complete) RFH: N= 2 

*2020/21

BAUS Management of 
the Lower Ureter in 
Nephroureterectomy Audit

Yes Yes RFH RFH: N=137

*2020/21

Elective surgery -National 
PROMs programme

No Yes RFH, BH and CFH No contracted PROMs 
provider in 2021/22. 
Quality Health is being 
approved as the new 
provider. 

Falls and fragility fractures audit 
programme (FFFAP): Fracture 
liaison service database (FL-SD)

Yes Yes BH

RFH and CFH service not 
available

BH: N= 486

*2020

FFFAP: Inpatient falls Yes Yes RFH and BH

Reported at trust level

RFL: N= 8

*2020/21 (up to 
31/10/2021)

FFFAP: National hip fracture 
database (NHFD)

Yes Yes RFH and BH

CFH service not available

BH - 88.7% 

RFH - 63.4%

*2020

Heart: Cardiac rhythm 
management (CRM)

Yes Yes BH 

RFH and CFH service not 
available

BH: N = 550

Heart: Myocardial infarction 
national audit project (MINAP)

Yes Yes RFH and BH 

CFH service not available

RFH: N=728

BH: N=185

Total N=913/943 
(96.82%) *2019/20

National audit of cardiac 
rehabilitation (NACR)

Yes Yes RFH and BH

CFH service not available

RFH: 1/7 KPIs submitted

BH: 5/7 KPIs submitted

*2020

Heart: National audit of 
percutaneous coronary 
interventions

Yes Yes RFH

BH / CFH not available

RFH: N= 1043 (Minimum 
required is 400)

*2019/20

Heart: National heart failure 
audit (NHFA)

Yes Yes RFH and BH

CFH service not available

RFH: N=93

BH: N=587**

Overall – 52.8%

*2019/20
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NAME OF AUDIT DATA 
COLLECTION 
COMPLETED IN 
2020/21

TRUST 
ELIGIBILITY 
TO 
PARTICIPATE

PARTICIPATION 2021/22 CASE ASCERTAINMENT

Intensive Care National Audit 
and Research Centre (ICNARC): 
Case mix programme (CMP)

Yes Yes RFH and BH

CFH service not available

RFH: N=1498

BH: N= 749

*2020/21

ICNARC: National cardiac 
arrest audit (NCAA) 

Yes Yes RFH and BH

CFH service not available

RFH: N=140

BH: N=49

*2020/21

Inflammatory bowel disease 
(IBD) registry: Biological 
therapies audits

Yes Yes RFH and BH

CFH service not available

RFH: N=57 (adult)

* up to Oct 2021

Children & Young People: 
RFH and BH non participation 
during 2021/2022

National audit of breast cancer 
in older people (NABCOP)

Yes Yes Reported at trust level, 
data collected RFH and BH

RFL: 50-69 years N=768

RFL: 70+years N=243

*2021/2022

National audit of dementia N/A Yes RFH and BH

CFH service not available

2020 Data collection 
suspended due to COVID 19

National audit of pulmonary 
hypertension audit (NAPH)

Yes Yes RFH 

BH and CFH service not 
available

RFH: N=815 – Minimum 
required is 300

*2020/21

National audit of seizures 
and epilepsies in children and 
young people (Epilepsy 12)

Yes Yes RFH and BH

CFH service not available

RFL: N = 26/50 (52%) 

*2020/21

National clinical audit of care 
at the end of life (NACEL)

N/A Yes RFH and BH

CFH service not available

Case note review

RFH: N=40

BH: N=38

Staff Survey

RFH: N=26

BH: N=24

National early inflammatory 
arthritis audit (NEIAA)

Yes Yes RFH, BH, CFH submission 
data available

National report only 
includes Trust level data

Number of patients 
recruited.

RFH: N=18

BH: N=5

CFH: N=63

*1 Mar 21 - 28 Feb 22

National emergency 
laparotomy audit (NELA) 

Yes Yes RFH and BH

CFH service not available

RFH: N=136 (94.45)

BH: N=25 (16%)

*1 Dec 2019 and 30 Nov 
2020
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NAME OF AUDIT DATA 
COLLECTION 
COMPLETED IN 
2020/21

TRUST 
ELIGIBILITY 
TO 
PARTICIPATE

PARTICIPATION 2021/22 CASE ASCERTAINMENT

National joint registry (NJR) Yes Yes RFH BH and CFH BH completed ops= 67 (NJR 
consent rate= 55%

CFH completed ops= 399 (NJR 
consent rate=83%

RFH completed ops= 26 (NJR 
consent rate= 88%

*2020

National maternity and 
perinatal audit (NMPA)

Yes Yes RFH and BH

CFH service not available

2021 is the first year the NMPA 
used MSDS (Maternity Services 
Dataset).No report was available 
for RFL. 

National neonatal audit 
programme (NNAP) 

Yes Yes RFH and BH

CFH service not available

RFH: N= 8 -100% 

BH: N= 80 -100%

*2020

National vascular registry 
(NVR)

Yes Yes RFH 

BH and CFH service not 
available

AAA N=30 *2019/2021

Carotid Endarterectomy N=19 
*2020

Lower Limb Angioplasty/Stent 
N=299 *2018/20

Lower Limb bypass N=126 
*2019/2020

Lower Limb Amputation N=54 
*2020

RCEM: Pain in children Yes Yes RFH and BH

CFH service not available

On-going: Data collection is 
from Oct 21 to Oct 22.

Sentinel stroke national 
audit programme (SSNAP) 

Yes Yes RFH and BH

CFH service not available

RFH: Clinical audit: 90%+ (Level A) 
BH: Clinical audit:98.8% (Level A) 

*2020/21

Trauma audit research 
network (TARN) –Major 
trauma audit

Yes Yes RFH and BH

CFH service not available

RFH: = 49% 

BH: 100%

*2021

Serious Hazards of Transfusion 
(SHOT): UK National 
haemovigilance scheme

Yes Yes RFH BH and CFH RFL: N=45 total reports

*2020

NCA of Blood Transfusion 
programme: 2021 Audit of 
Blood Transfusion against 
NICE Guidelines QS138

Yes Yes RFH and BH RFH and BH submitted the 
required data. 

National Smoking Cessation 
2021 Audit

Yes Yes RFH and BH BH = 90 

Society for Acute Medicine 
Benchmarking Audit 
(SAMBA) study

Yes Yes RFH and BH

CFH service not available

RFH: N=27

*17 June 2021

BH: N= 58

*2021

Chronic Kidney Disease 
registry

Yes Yes RFH BH and CFH RFL: N=264 (98% completeness)

RRT Patients

*2019
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NAME OF AUDIT DATA 
COLLECTION 
COMPLETED IN 
2020/21

TRUST 
ELIGIBILITY 
TO 
PARTICIPATE

PARTICIPATION 2021/22 CASE ASCERTAINMENT

LeDer: Learning disability 
review programme

N/A Yes RFH, BH and CFH No cases have been allocated 
in 2020/2021

MBRRACE-UK: Perinatal 
Mortality and Morbidity 
Confidential Enquiries

Yes Yes RFH and BH 

CFH service not available

100%

MBRRACE-UK: Perinatal 
Mortality Surveillance

Yes Yes RFH and BH 

CFH service not available

100%

MBRRACE-UK: Maternal 
Mortality surveillance and 
mortality confidential 
enquiries 

Yes Yes RFH and BH 

CFH service not available

100%

Perinatal Mortality Review 
Tool

Yes Yes RFH and BH 

CFH service not available

100%

National Child Mortality 
Database (NCMD)

Yes Yes RFH and BH 

CFH service not available

100%

NAME OF AUDIT DATA 
COLLECTION 
COMPLETED IN 
2020/21

TRUST 
ELIGIBILITY 
TO 
PARTICIPATE

PARTICIPATION 2021/22 CASE ASCERTAINMENT

Physical health in mental 
health hospitals

Yes Yes RFH and BH 

CFH service not available

The trust involvement with 
this study is submission of a 
data collection spreadsheet 
to identify patients who 
have been transferred from a 
mental health hospital to our 
services.

Transition from child to adult 
health services 

Underway Yes RFH and BH 

CFH service not available

Clinical questionnaire: In-
progress

Case notes: In-progress

Organisational questionnaire: 
1/1

Epilepsy Underway Yes RFH and BH 

CFH service not available

Clinical questionnaire: In-
progress

Case notes: 10/10

Organisational questionnaire: 
2/2

Crohn’s disease Underway Yes RFH and BH 

CFH service not available

Enquiry in development

Community Acquired 
Pneumonia

Not started Yes RFH and BH 

CFH service not available

Enquiry in development

Table 2: National confidential enquires: participation and case ascertainment
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The reports of 36 national clinical audits were reviewed by the provider in 2021/22 and the Royal Free London NHS 
Foundation Trust intends to take the following actions to improve the quality of healthcare provided: 

Actions to improve the quality of healthcare provided:

•  We will continue to scrutinise and share learning from national audit reports at our corporate committees (Clinical 
Performance and Patient Safety committee and Clinical Standards and Innovation Committee).

•  We will use outcomes from national clinical audits to help us prioritise pathway work in our Clinical Practice Groups 
across our group of hospitals.

•  We will continue to make improvements to our clinical processes where national clinical audits suggest care could be improved.

Some specific actions to improve quality are presented in the table below.

NATIONAL CLINICAL AUDIT ACTIONS TO IMPROVE QUALITY

National audit of care at 
the end of life (NACEL)

•  Continued use of the advance care planning CPG work (Early TEP / resus status / patient 
preference / family communication / good discharge communication and use of CMC / 
London urgent care plan)

• Use of the care of the dying iView band.

• Prescribing and using just in case drugs.

• Documenting and following through on nutrition and hydration plans to the end of life

•  Continued education plan and support re good communication with families and recording this.

National Prostate Cancer 
Audit (NPCA)

•  Rectal spacer program underway to reduce impact of radiotherapy to the prostate on adjacent 
bowel. Currently this scheme is funded via an NHS ITP but longer-term funding needs to be 
sought to continue it, pending further guidance from NICE.

Serious Hazards of 
Transfusion (SHOT): UK 
National haemovigilance 
scheme

• Complete EPMA build for Blood prescription for RFH to go live (BCF is already live)

• EPR forms for Blood Transfusion risk assessment pre-prescription

•  Awaiting GEMM approval and funding for the vein-to-vein business case. The proposal 
delivers electronic bedside safety checks for administration to prevent NHSE never events, on 
demand sample labelling and paperless for traceability.

National Diabetes Audit 
Core report 1: care 
processes and treatment 
targets (Royal Free)

•  Hba1c in T1 – use of Freestyle Libre will be impactful and hopefully as we have 350+ patients 
using the device it will result in an improvement of those in target.

•  Establishing a Renal diabetes MDT and advancing a business case for targeting resource to 
support this group with poor outcomes. 

National Audit of Cardiac 
Rehabilitation (NACR) 
(Royal Free)

•  Since the last published audit, 6 additional staff members have been employed or appointed 
to make the cardiac rehab team truly multi-disciplinary. The support service enables the 
smooth running of the service and data is being entered contemporaneously.

•  The programme has been redesigned so that there are more robust mechanisms for ensuring 
phase 1 patients are referred into the service. Highly specialised Cardiac Psychotherapist now 
in post across sites.

•  Formal telephone assessments have been restarted and face to face physical sub maximal 
exercise testing is due to start prior to the commencement of exercise classes. A “hybrid” 
service combining face to face and home based programmes is offered including a redesigned 
home based exercise programme.

• Accept and awaiting referrals of Heart Failure service patients.

• Virtual education programme and patient feedback form in development

Table 3: Specific actions undertaken to improve quality
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NATIONAL CLINICAL AUDIT ACTIONS TO IMPROVE QUALITY

Cardiac Rhythm 
Management (CRM) 
(Barnet) 

•  PACENET has now been fully deployed across sites and has improved the recording and 
follow-up of CRM activity.

•  Very few low volume operators have been advised to document compliance with annual 
requirements or cease implanting.

•  Most (if not all) device/pacemaker implants are identified, discussed and reviewed by a CRM 
implanting physician or have been through a MDT review process. 

• Surginet use is being adopted to facilitate IP listing of CRM devices

•  A new EP/Devices CRM colleague has joined the team and will strengthen the CRM cath 
lab cover and inpatient support across the 2 admitting sites in the Trust

•  Workforce review for CRM has identified need for additional 2 CRM nurses and an 
additional colleague to improve access, SDEC pathways, remote monitoring and diagnostics 
workload, CRM clinical cover and resilience.

National Audit of 
Percutaneous Coronary 
Intervention (PCI) & 
Myocardial Infarction (MINAP) 

•  RFH has performed well against national standards and averages and work to improve the 
referral to cardiac rehabilitation after STEMI is underway. Part of the explanation of the 
reduced referral rate is the change from initial inpatient contact by the cardiac rehab team, 
to outpatient referral to the rehab team from the ward.

Trauma Audit & Research 
Network (TARN) (Royal 
Free)

•  Divisional matrons to improve provision and uptake to Level 1 trauma nursing training and 
generate ‘in house training’ 

•  Return of care – Bed and site team to prioritise bed placement and clinical leads to 
advocate for seamless acceptance for returning patients under current repatriation policy.

• Ambulance off load areas in ED will help early assessment and decision to CT.

•  Hospital- wide patient flow improvements and bed allocation to reduce ambulance waits 
and ED congestion. 

National Cardiac Arrest 
Audit (NCAA) (Royal Free)

•  With advent of EPR, CmC links should help identify patient’s preferences 

•  Explore options for clinical dashboards to identify patients most at risk and prompt advance 
care planning.

National Gastrointestinal 
Cancer Programme: 
National Oesophago-gastric 
Cancer Audit (NOGCA)

•  The oncology service to carry out a retrospective audit of patients on non-curative pathways 
to determine why planned chemotherapy was not completed in a higher proportion of 
patients and discus lessons learned to Upper GI MDT

National Asthma and COPD 
Audit Programme (NACAP) - 
Adult Asthma (Royal Free)

•  RFL continues to provide a severe asthma service as part of the regional network, including 
provision of biologic medications on site and via Homecare, with rapid increase in 
Homecare provision in response to COVID pandemic allowing our patient cohort to safely 
continue their treatment. 

•  Business cases for additional CNS and pharmacy support have been submitted and 
temporary additional industry funding to mitigate current staffing problems has been 
applied for.

Sentinel Stroke National 
Audit Programme (SSNAP) 
- Clinical Audit and 
Organisational Audit (Royal 
Free)

•  Levels of therapy input have remained high throughout the year and transfers from the 
HASUs have continued in a prompt and timely fashion. 

•  This coming year we will aim the re-establish our outreach working and look to start up 
again our carers groups. 

•  We continue to work closely with our community team colleagues to further promote the 
best outcomes and on-going treatment pathways for our patients as they move from the 
acute setting onto the rehabilitation phase of their recovery.
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NATIONAL CLINICAL AUDIT ACTIONS TO IMPROVE QUALITY

Sentinel Stroke National 
Audit Programme 
(SSNAP) - Post Acute 
Organisational 
Audit (Neurological 
rehabilitation centre)

•  Increase access to research and patients being recruited to studies across NCL 

•  Training for nurses and rehab assistants – to access weekly MDT training from RFL 6S and to 
explore options for further stroke education at the NRC 

•  Re -establish NRC training programme to include stroke and establish medical training from 
consultant neurologist to MDT 

• Progress business case for neuro psychology workforce and for therapy workforce 

•  Liaison with stroke association for support / carer support across NCL and liaison with NCL 
CCG for access to SW for all NCL patients  

•  Equipment - to progress RFL charity application for balance training to support patients with 
complex needs 

National Emergency 
Laparotomy Audit (NELA) 
(Royal Free)

•  Maintain mortality rate below national levels

• High risk patients assess by consultant team (surgeon / Anaesthetic)

• Input by consultant care of elderly (dedicated surgical HSEP service) 

• Funding to NELA and ERAS programme, currently no nurse support

•  Discuss the need for dedicated emergency theatre in view of increase demand (not shared 
with transplant services)

• Dedicated time to present audit results, the current audit timetable is not sufficient.

National Vascular Registry •  There are plans to increase theatre access at the RFH site so that robust pathways can be 
adhered to for these patients.

RCEM Care of Children 

(Royal Free)

•  All self-discharged patients have their notes reviewed by the child safeguarding team on the 
next working day and we have introduced a tray where notes requiring review are placed for 
Registrars to review at the beginning or end of their shift.

•  We are exploring the possibility of triggering an automatic prompt for children aged 12-17 to 
consider a HEADSSS assessment to make use of the HEADSSS proforma available within the EPR.

RCEM Assessing Cognitive 
Impairment in Older 
People (Royal Free)

•  An assessment of cognition using AMT4 has been included in the AAU admission proforma. 

•  The AAU discharge form could be upgraded to include TREAT/HSEP style discharge points, including 
frailty score, cognitive assessment, and advanced care planning notification for all aged >65.

•  Cognitive impairment could be incorporated into the new EPR Cerner transformation as a 
mandatory component, and then relayed to GP.

RCEM Mental Health 
(Royal Free)

•  A new common clerking booklet for patients presenting with mental health problems has 
been introduced which incorporates all the audit standards in addition to multiple other key 
performance indicators. It brings together the physical with the mental health assessment, 
and thus supports the RCPsych’s ‘side by side’ working. 

NCEPOD: Hard to Swallow: 
Dysphagia in Parkinson’s 
Disease 

(Royal Free)

•  We are currently rolling out nurse swallow screen training and implementation in A&E. 
Patient’s with Parkinson’s disease is a condition on the screen that requires further screening.

•  To have a formal Trust oro-pharyngeal stage dysphagia policy to include risk feeding. We 
have an agreed risk feeding protocol and paperwork that ensures a capacity assessment is 
completed where appropriate and the entire MDT (including patient and carers) are involved 
in decision. 

NCEPOD: Hard to Swallow: 
Dysphagia in Parkinson’s 
Disease 

(Barnet Hospital)

•  Informal swallow screening in ED to be extended to patients with Parkinson disease. To link 
in with SLT. 

•  Suggest considering Parkinson Disease and / or Parkinsonian type features ‘Care Pathway’ to 
include factors 1- 5 and included on EPR as a flowchart.

•  Therapy team currently updating dysphagia policy for speech and language therapist which 
includes identification assessment and management of patients with swallow problem.

• Ratification of shared guidance with NCL team.



44 THE NEXT CHAPTER: IMPROVING QUALITY OF CARE 
QUALITY ACCOUNTS 2021/22

CONTENTS

NATIONAL CLINICAL AUDIT ACTIONS TO IMPROVE QUALITY

Falls and Fragility 
Fractures Audit 
programme (FFFAP): 
Inpatient falls

• Falls prevention initiatives that are ongoing at present include:

•  All patient falls with harm are discussed at a weekly ‘Stop the Pressure’ Falls prevention panel 
to identify areas of learning and put actions in place to prevent future falls with harm

• Falls Steering group & Frailty group work

• RCP falls audit relating to the recording of lying and standing blood pressure

• QIP programme to reduce in-patient falls across Barnet Hospital 

Society of acute medicine 
benchmarking audit 
(SAMBA)

•  A second medical registrar supporting the night time acute medical take to equal the current 
level of extended daytime registrar cover has been added so we will be able to measure any 
benefits at the next audit.

•  There is work to be done on timing of NEWS scores, report findings have been shared with 
ED, AAU and AEC, highlighting need for clinical observations on all patients to obtain NEWS 
score on arrival.

National Emergency 
Laparotomy Audit (NELA)-
Barnet Hospital

•  Job planning for a new Surgical NELA lead 

•  Case ascertainment to be increased via education and reminders of inclusion criteria 
displayed in theatres

•  Preoperative input by a consultant surgeon, intensivist and anaesthetist when documented 
risk of death >=5% as a local standard of care and documented 

•  Mean post-op length of stay in patients surviving to hospital discharge or alive in hospital 
at 60 days (days) - The emergency laparotomy CPG is working to include more frailty 
assessment and input from Medicine for the Elderly team

Epilepsy 12 •  Consider the use of screening tools in conjunction with the epilepsy clinical nursing team 
(when staffing is at capacity)

•  Team to review consistency of care plan for all patients once epilepsy clinical nurse specialist 
is at capacity. 

• Benchmarking exercise with NCL colleagues and other DGH teams · 

• Gather figures from other NCL hospitals

The reports of 61 local clinical audits* were reviewed by the provider in 2021/22 and the Royal Free London NHS 
Foundation Trust intends to take the following actions to improve the quality of healthcare provided. 

Actions to improve the quality of healthcare provided:

• To ensure that all local audits/quality improvement projects are monitored effectively throughout our clinical divisions 

• Increased focus on identifying the outcomes and embedding recommendations

* The local audits undertaken relate to the quality improvement projects previously described which demonstrated modest to significant 
improvement through successful ‘plan, do, study, act’ cycles.

Local clinical audit remains a key component of improving the quality and effectiveness of clinical care, ensuring that safe 
and effective clinical practice is based on nationally agreed standards of good practice and evidence-based care.
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LOCAL AUDIT ACTIONS TO IMPROVE QUALITY

Audit of the rectal spacer 
insertion pathway and 
complication rate 

•  A second urologist will be trained in the insertion procedure to increase clinic capacity.

•  An analysis of the radiation dose received by the rectum for rectal spacer vs. non-spacer 
patient will be undertaken.

•  Funding avenues for more rectal spacer kits are being explored to allow RFL to continue to 
offer this to prostate cancer patients.

Early extubation 
following orthotopic liver 
transplant

•  First study to reveal a significant association between fast-track extubation and reduced 
postoperative vasopressor requirement. 

•  Additionally, this was associated with a trend toward reduced renal replacement requirement 
after liver transplant. 

•  It suggests that early extubation may not just be a resource benefit to an institution but may convey a 
clinical benefit to patients through a reduction in organ failure and requirement for organ support.

Patient outcomes in 
lacrimal surgery

•  To perform more stringent checks of patients during pre-operative assessment with possible 
use of a nasoendoscope pre-operatively. This will aid in informing the decision to perform 
procedures, particularly in cases with a higher likelihood of failure.

•  Development and implementation of a pre-operative proforma to ensure stringent checks 
are carried out and findings are documented. A good outline of what should be checked has 
been provided by (Ullrich et al.)

•  Greater supervision of trainee cases. Although it is not shown on this form, there were several 
failures during trainee cases. This has led to the recommendation for greater supervision.

•  Greater education of patients on behaviours they should adopt post-procedure, such as avoiding 
touching the area around the medial canthus. This could be provided in the form of a leaflet. 

Basal cell carcinoma 
(BCC) and Squamous cell 
carcinoma (SCC) excision 
rates: a closed loop audit 

•  Encourage trainees to self-audit excision rates > improve rates overall

•  Mandatory teaching/ training for new trainees on how to complete EPS op notes to ensure 
accurate data

• Ensuring clearer operative records of margins 

• Further re-audit of departmental excision rates

Rates of flexor tendon 
ruptures following 
primary repair: a closed 
loop audit

•  Improve access to theatre, dedicated hand trauma list, not cancelling patients, prioritising 
patients that have waited longer 

Time from surgery to 
adjuvant radiotherapy in 
breast cancer patients

• Establish more efficient referral pathway between teams.

• Patients with poor healing to be referred into the plastics OP clinic 

• Surgical fellows to review the data to establish if any modifiable factors. 

Retrospective audit of 
all inpatient admissions 
that had cancer as their 
primary/ secondary 
diagnosis during COVID: 
Closed Loop

• Audit on-going regarding patient feedback to phone calls at day 5

• All Trust-wide SACT polices being updated

• Trust-3 year SACT strategy currently in progress

Central venous catheter 
safety

• Data to be presented at departmental audit meeting.

• Incoming doctors to be reminded of policy at induction.

• Ensure suitable suture material available on units.

Genetic testing in severe 
Haemophilia A and 
severe Haemophilia B 
patients

•  Highlight the registered individuals whose genetic testing are not yet done in order to be 
offered at the next MDT clinic.

•  It is good practice to perform secondary confirmation test and therefore to take samples when 
doing review blood. 

• Family trees need to be established and updated as patients come for the review.

•  For smooth accomplishment of these processes, it is advisable to go through the patient list 
preferably a week before next MDT clinic.

Table 4 Specific actions undertaken to improve quality



46 THE NEXT CHAPTER: IMPROVING QUALITY OF CARE 
QUALITY ACCOUNTS 2021/22

CONTENTS

LOCAL AUDIT ACTIONS TO IMPROVE QUALITY

Re-Audit of tracheal 
tube length and tip 
position in ventilated 
patients in the Intensive 
Care Unit (ICU) (RFH)

•  Further in depth identification of reasons why ETT depth is not being recorded every shift. This 
could include subjective/survey data from nursing staff. 

•  On-going education regarding importance of this target and reminders at morning nursing 
huddles.

BH ITU Nasogastric 
Placement and 
Monitoring Audit 2021

•  Clear and explicit documentation that the tube is safe to use or not

• Use of x-ray/pH to re-confirm NG tube position of cm markers show movement

•  Recording of CM marking at nose for all new NG tubes on initial conformation and at least 
daily thereafter

Metal-on-metal 
management

•  Compliance with MHRA guidance – Identify issues early; legal costs from complications

• Reduce unnecessary patient appointments – patient satisfaction

• Development of expertise in patient management across NCL.

• Local provision of blood tests and radiographs

• Plan --> seek patient views. Pilot virtual clinic and assess outcomes 

• Trust support secured through ‘The RFL Improvement Programme’.

An audit to assess current 
practice in requesting and 
interpreting of 12-Lead 
ECGs in patients admitted 
to Adult Assessment Unit

•  Root cause analysis exercise to be undertaken to identify how to improve.

•  Discussions with IT team to find out if ECGs can be electronically transferred to EPR, in line 
with other Trusts practices with EPR.

• Creation of poster to present findings and reminders to clinicians. Emails to clinical team

• Re-audit post-intervention to see if any improvement.

Improving compliance 
with Massive 
Haemorrhage protocol - 
audit of local protocol

•  A switchboard prompt and checklist can be easily introduced. The checklist is useful in 
auditing times of MH calls to allow assessment of time to product transfusion

•  Simple interventions can be used to address latent hazards and improve adherence to the MH 
protocol

• On-going measurement of KPIs required to ensure improvements are sustained

Concordance between IV 
fluid prescriptions and 
administration

• More prompt review of fluids after procedures and documentation

• Handover communication with ICU team should improve 

•  To continue IV fluids in IR department - non-essential infusions are currently stopped for 
procedures. Tackling this should also include endoscopic procedures

Closed Fracture Clinic 
in Plastic Surgery Hand 
Trauma 

•  Moving the closed fracture clinic to Tuesday and Friday mornings rather than afternoons to 
increase capacity

• Introduction of a paediatric closed fracture clinic.

•  Appointing a trauma coordinator with a hand therapy background to work closely with the 
doctors in addition to doing the closed fracture clinic.
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The Royal Free London NHS Foundation Trust is required to register with the Care Quality Commission and its current 
registration status is registered. The Royal Free London NHS Foundation Trust has no conditions on registration.

The Care Quality Commission has not taken enforcement action against Royal Free London NHS FT during 2021/2022 
reporting period.

The Royal Free London NHS Foundation Trust has not participated in any special reviews or investigations by the Care Quality 
Commission during 2021/22.

D. CQUIN payment framework

The Commissioning for Quality and Innovation (CQUIN) payment framework enables commissioners to reward excellence by linking 
a proportion of English healthcare providers’ income to the achievement of local quality improvement goals. Since the first CQUIN 
framework in 2009/10, many CQUIN schemes have been developed and agreed.

The CQUIN framework has been suspended for the past two years owing to the COVID-19 pandemic and therefore there is 
no reporting against CQUINs in this year’s report. CQUINs have returned for 2022/23 and the Trust will be able to report on its 
participation in next year’s quality account report.

E. Registration with the Care Quality Commission (CQC)

The Royal Free London NHS Foundation Trust was subject to a CQC un-announced follow up inspection in May and June 2021 
of the maternity services at both Royal Free Hospital and Barnet Hospital respectively. The inspection was to follow up on the 
improvements undertaken to our maternity services in order to assure the regulator that our improvement actions had addressed 
the concerns identified by the Section 29A warning notice issued in November 2020. 

The maternity service at the Royal Free Hospital site was given a rating of requires improvement for Safe and Well Led in August 
2021 as a result of the inspection in May. The service was previously rated as inadequate and issued a section 29A notice 
following the inspection in October 2020. Barnet Hospital maternity service has retained its ‘good’ rating following the CQC’s 
inspection in June 2021. 

The CQC welcomed the improvements in the Trust’s maternity services. The August inspection report made a total of fourteen 
recommendations that required action to be taken across both sites to ensure the areas requiring improvement were met. 

The on-going monitoring of the improvement plans by the maternity service senior management team report progress to Barnet 
Hospital Local Executive Committee. The Clinical Standards and Innovation Committee, who have delegated board oversight of 
the improvement actions performance and completion, receives a monthly update on the progress of the improvement actions 
from Barnet Hospital executive team. 

To date a significant amount of improvement work has been undertaken across those areas identified by the CQC and this will 
continue. We have shared the details of our action plan and its current completion status as part of Appendix A. In addition we have 
continued to focus on the historical improvement requirements as identified from our 2019 comprehensive CQC inspection report. 

Details of our on-going improvement outcomes can be found in Appendix B of these accounts. 

The number of patients receiving NHS services provided or sub-contracted by Royal Free London NHS Foundation Trust in 
2020/21 that were recruited during that period to participate in research approved by a research ethics committee was 11137.

C. Participating in clinical research 
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NHS number 2021/22

For admitted patient care 98.8%

For outpatient care 99.6%

For accident & emergency care 97.8%

General Medical Practice Code 2021/22

For admitted patient care 100.0%

For outpatient care 100.0%

For accident & emergency care 100.0%

F. Information on the quality of data
Good quality information ensures that the effective delivery of patient care and is essential for quality improvements to be made. 
Improving information on the quality of our data includes specific measures such as ethnicity and other equality data will improve 
patient care and increase value for money. This section refers to data that we submit nationally.

I. The patient’s NHS number
A patient’s NHS number is the key identifier for patient records. 
It is a unique 10- digit number which is given to everyone who is 
registered with the NHS and allows staff to find patient records 
and provide our patients with safer care. The percentage of 
records in the published data which included patient’s NHS for 
2021/22 is as follows:

II. General Medical Practice Code
The percentage of records in the published data which included the 
patient’s valid General Medical Practice Code for 2021/22 was: 

The Royal Free London NHS Foundation Trust will be taking the following actions to improve data quality: 

•  The Data Quality team will be working with underperforming teams to ensure agreed KPIs are being met. Action plans 
will be put in place to resolve issues and any issues will be escalated to divisional management if required. 

•  The data quality dashboard will continue to be monitored and new KPIs will be added to ensure that we detect early any 
issues with our internal and external submissions. 

• The Data Quality will support the data migration into our new PAS. 

•  Audits will take place to ensure data is being captured correctly and workflows will be provided to staff to help them get 
it right first time.

III. Information Governance (IG)
The Data Security and Protection Toolkit (DSPT) is an online self-assessment tool that allows organisations to measure their 
performance against the National Data Guardian’s 10 data security standards. It is a statutory requirement to comply with the 
DSPT as it is an information standard published under section 250 of the Health and Social Care Act 2012. All organisations that 
have access to NHS patient data and systems must use the DSPT to provide assurance that they are practising good data security 
and that personal information is handled correctly. The requirements of The Network & Information Systems (NIS) Regulations also 
align to DSPT standards. The DSPT is an annual assessment. As data security standards evolve, the requirements of the Toolkit are 
reviewed and updated to ensure they are aligned with current best practices. 

The 2019/20 DSPT incorporated additional requirements into the standards. This was to provide comparable assurance to that of 
Cyber Essential. NHS Digital’s strategy is to gradually raise standards across NHS trusts in regards to cyber security. 

The Royal Free London NHS Foundation Trust is working towards the 2021/22 DSPT submission deadline of June 2022 and 
is expected to reach a status of ‘approaching standards’. Where partial or non-compliance is identified, the trust will take 
appropriate measures. The trust has an action plan in place which it will continue to complete to ensure that ‘standards met’ is 
reached prior to NHS Digital’s remediation deadline of December 2022.



49 THE NEXT CHAPTER: IMPROVING QUALITY OF CARE 
QUALITY ACCOUNTS 2021/22

CONTENTS

REPORTING PERIOD NUMBER 
OF 
DEATHS 

NUMBER OF 
REVIEWS 
COMPLETED 

NUMBER 
OF SERIOUS 
INCIDENT 
INVESTIGATIONS

NUMBER OF THE 
PATIENT DEATHS 
CONSIDERED 
LIKELY TO BE 
AVOIDABLE 

PERCENTAGE 
OF THE PATIENT 
DEATHS 
CONSIDERED 
LIKELY TO BE 
AVOIDABLE 

Third 
quarter

October 2020 to 
December 2020

541 35 4 2 0.36%

Fourth 
quarter

January 2021 to 
March 2021

889 45 6 1 0.11%

Total 1430 80 10 3 0.21%

First 
quarter

April 2021 to June 
2021

434 29 7 3 0.92%

Second 
quarter

July 2021 to 
September 2021

484 34 1 0 0.00%

Total 918 63 8 3 0.33%

Third 
quarter

October 2021 to 
December 2021

515 19 4 0 0.00%

Fourth 
quarter

January 2022 to 
March 2022

548 6 6 0 0.00%

Total 1981 88 18 3 0.15%

The Royal Free London NHS Foundation Trust was not subject to the Payment by Results clinical coding audit during the 
reporting period 2021/22 by the Audit Commission.

H. Learning from deaths
Hundreds of patients come through our doors on a daily basis. Most patients receive treatment, get better and are able to return 
home or go to other care settings. Sadly, and inevitably, some patients will die here - this is approximately 1% of all admissions. 

Whilst most deaths are unavoidable and would be considered to be ‘expected’; there will be cases where sub-optimal care in hospital 
may have been a contributory factor. The trust is keen to take every opportunity to learn lessons to improve the quality of care for 
other patients and families.

During 2021/22, 1981 of the Royal Free London NHS Foundation Trust patients died. This comprised the following number of deaths 
which occurred in each quarter of that reporting period: 434 in the first quarter; 484 in the second quarter; 515 in the third quarter 
and 548 in the fourth quarter.

Due to differences in the reporting periods for Learning from deaths (LfD) reviews and the Quality Accounts, for completeness data is 
included here for 2020/21 quarters 3 and 4, as these were not included in last year’s Quality Accounts. 

Table Summary of Learning from deaths (LfD) reviews 

G. Payment by Results
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Reporting period 2020/21 (Q3 and Q4) 2021/22 (Q1 – Q4) –  
October 1st 2020 – March 31st 2022
By 31/03/22, 168 case record reviews and 28 serious incident investigations have been carried out in relation to 3411 of the 
deaths included in the information presented in the table. 

In 28 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 is shown in the table.

6 representing 0.15% of 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.

These numbers have been estimated using the Likert avoidability scales in line with the Learning from Deaths (LfD) policy and the 
Incident management policy. Scores of 1-3 indicate those deaths considered likely (i.e. over 50%) to be avoidable. These scores 
are determined by the Safety incident review panel (SIRP).

Likert avoidability Scale:

1 Definitely avoidable

2 Strong evidence of avoidability 

3 Probably avoidable, more than 50:50

4 Possibly avoidable, but not very likely, less than 50:50

5 Slight evidence of avoidability

6 Definitely not avoidable (unavoidable)

Summary of lessons learnt 
The themes of lessons learnt summarised below relate to all patient deaths which were reviewed as part of this process. We have 
included examples of good practice and areas for improvement. We share the learning from deaths, serious incidents and near 
misses throughout our organisation as part of our on-going efforts to improve the consistency and quality of the care provided to 
our patients.

GOOD PRACTICE AREAS FOR IMPROVEMENT

• Discussions with multi-disciplinary teams (MDT)

•  DNAR (Do Not Attempt Resuscitation) fully 
documented

•  Patients treatment ‘best interest’ led to swiftly 
provide excellent care

• Compassionate care and discussions with family

• Impartial learning from deaths reviews

•  Appropriate investigations ordered and reviewed 
in a timely manner

• Earlier recognition of dying

 o care planning 

 o management 

 o communication with patients and their families;

 o referral to palliative care

• Documentation, 

 o including outcomes from morbidity and mortality meetings

 o risk assessments

• backlog of learning from deaths to review
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INCIDENT FINANCIAL YEAR QUARTER LIKERT AVOIDABILITY

2020/21146 2020/21 Q3 4 Possibly avoidable but not very likely, less than 50/50
2021/3880 2020/21 Q3 4 Possibly avoidable but not very likely, less than 50/50
2020/23168 2020/21 Q3 6 Definitely not avoidable i.e. unavoidable
2021/362 2020/21 Q3 2 Strong evidence of avoidability
2021/2686 2020/21 Q4 4 Possibly avoidable but not very likely, less than 50/50
2021/3866 2020/21 Q4 4 Possibly avoidable but not very likely, less than 50/50
2021/4458 2020/21 Q4 5 Slight evidence of avoidability
2021/6305 2020/21 Q4 4 Possibly avoidable but not very likely, less than 50/50
2021/6738 2020/21 Q4 4 Possibly avoidable but not very likely, less than 50/50
2021/7290 2020/21 Q4 2 Strong evidence of avoidability
2021/15304 2021/22 Q1 3 Probably avoidable, more than 50/50
2021/11759 2021/22 Q1 2 Strong evidence of avoidability
2021/13287 2021/22 Q1 6 Definitely not avoidable i.e. unavoidable
2021/12188 2021/22 Q1 Healthcare Safety Investigation Branch (HSIB) Investigation
2021/13298 2021/22 Q1 1 Definitely avoidable
2021/14813 2021/22 Q1 3 Probably avoidable, more than 50/50
2021/14325 2021/22 Q1 4 Possibly avoidable but not very likely, less than 50/50
2021/17982 2021/22 Q2 3 Probably avoidable, more than 50/50
2021/22607 2021/22 Q3 3 Probably avoidable, more than 50/50
2021/25209 2021/22 Q3 3 Probably avoidable, more than 50/50
2021/22636 2021/22 Q3 5 Slight evidence of avoidability
2022/300 2021/22 Q3 Healthcare Safety Investigation Branch (HSIB) Investigation
2022/5040 2021/22 Q4 3 Probably avoidable, more than 50/50
2022/1373 2021/22 Q4 3 Probably avoidable, more than 50/50
2022/3965 2021/22 Q4 3 Probably avoidable, more than 50/50
2022/7068 2021/22 Q4 3 Probably avoidable, more than 50/50
2022/785 2021/22 Q4 4 Possibly avoidable but not very likely, less than 50/50
2022/5101 2021/22 Q4 3 Probably avoidable, more than 50/50

The 28 incidents below relate to those patient deaths which were considered likely to be avoidable were identified and reported 
as serious incidents:

Following investigation, each serious incident report contains a detailed action plan that is agreed with our commissioners and 
shared with the relatives. These actions are reviewed so that we have assurance that they are implemented.

These actions are logged in our Risk Management system (Datix) and are monitored by our hospital Clinical performance & 
patient safety committees and Clinical standards and innovations committee (CSIC) to ensure completion and compliance. 

In addition, a number of actions are also reviewed by our commissioners, providing external assurance of our processes. This 
ongoing external review has been completed to the satisfaction of our commissioners. 

I. Seven day hospital services
The seven-day services programme is designed to ensure patients that are admitted as an emergency, receive high quality consistent care no 
matter which day they enter hospital. Providers have been working to achieve all these standards, with a focus on four priority standards:

Standard 2 - Time to first consultant review

Standard 5 - Access to diagnostic services

Standard 6 - Access to consultant-led interventions

Standard 8 - Ongoing review by consultant daily for all patients admitted as an emergency

In November 2019, the Trust submitted its 2019/20 self-assessment to NHSE/I. This self-assessment described our compliance 
with the four priority standards. During the pandemic no self-assessments were carried therefore the Trust did not submit data in 
relation to seven day services in 2020/21 and has not collected any relevant audit data during 2021/22.

In February 2022 NHSE/I updated the guidance in recognition of the internal data collection burden placed on trusts and has 
moved away from clinical audit to measuring operational performance against the standards. This can now be measured using the 
Trust’s newly implemented EPR and will be reported on in next year’s account.
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This section of the report presents our performance against 8 core indicators, using data 
made available to the trust by NHS Digital. Indicators included in this report, shows the 
national average and the performance of the highest and lowest NHS trust.

REPORTING AGAINST CORE 
INDICATORS

2.3

Areas covered will include:

1. Summary hospital-level mortality (SHMI)

2. Patient reported outcome measures scores (PROMS)

3. Emergency readmissions within 28 days 

4. Responsiveness to the personal needs of our patients

5. Staff recommendation to friends and family

6. Venous thromboembolism (VTE)

7. C difficile 

8. Patient safety incidents

This information is based on the most recent data that we have access to from NHS Digital  
and the format is presented in line with our previous annual reports. 
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The percentage of patient deaths with palliative care coded at either diagnosis or specialty level is included as a contextual 
indicator to the SHMI indicator. This is on the basis that other methods of calculating the relative risk of mortality make allowances 
for palliative care whereas the SHMI does not take palliative care into account. 

The Royal Free London NHS Foundation Trust considers that this data is as described for the following reasons; the data has been 
sourced from NHS Digital. 

1) Summary hospital-level mortality Indicator (SHMI)

Royal Free 
Performance 

Oct 17 to  
Sep 18

Royal Free 
Performance 

Oct 18 to  
Sep 19

Royal Free 
Performance 

Oct 19 to  
Sep 20

Royal Free 
Performance 

Oct 20 to  
Sep 21

National 
Average 

Performance 
Oct 20 to  

Sep 21

Highest 
Performing 
NHS Trust 

Performance  
Oct 20 to Sep 21

Lowest 
Performing 
NHS Trust 

Performance  
Oct 20 to Sep 21

0.8270 
(lower than 
expected)

0.8207 
(lower than 
expected)

0.8501 
(lower than 
expected)

0.8192 
(lower than 
expected)

1.0 (as 
expected)

0.7132 (lower 
than expected)

1.1909 (higher 
than expected)

Royal Free 
Performance 

Oct 17 to  
Sep 18

Royal Free 
Performance 

Oct 18 to  
Sep 19

Royal Free 
Performance 

Oct 19 to  
Sep 20

Royal Free 
Performance 

Oct 20 to  
Sep 21

National 
Average 

Performance 
Oct 20 to  

Sep 21

Highest 
Performing 
NHS Trust 

Performance  
Oct 20 to Sep 21

Lowest 
Performing 
NHS Trust 

Performance  
Oct 20 to Sep 21

40.8% 35% 37% 40% 39% 63% 12%

(a) The value and banding of the summary hospital-level mortality indicator (‘SHMI’) for the trust for the reporting 
period.

SHMI (Summary Hospital Mortality Indicator) is a clinical performance measure which calculates the actual number of deaths 
following admission to hospital against those expected. 

The SHMI score published in this report has been calculated by NHS Digital and uses finalised HES data. 

The Royal Free London NHS Foundation Trust participates in the HSCIC NHS Choices / Clinical Indicator sign off programme 
whereby data quality is reviewed and assessed on a monthly and quarterly basis. No significant variance between the data held 
within Trust systems and data submitted externally has been observed.

The Royal Free London NHS Foundation Trust considers that this data is as described as it has been sourced from NHS Digital.

The latest data available covers the 12 months October 2020 to September 2021. During this period the Royal Free had a 
mortality risk score of 0.8192, which represents a risk of mortality lower than expected for our case mix. This represents a 
mortality risk statistically significantly below (better than) expected with the Royal Free ranked 7th out of 124 non-specialist acute 
trusts, an improvement of three places compared to the same position last year.

(b) The percentage of patient deaths with palliative care coded at either diagnosis or specialty level for the trust for 
the reporting period.
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2) Patient reported outcome measures scores (PROMS)

3) Emergency readmissions within 28 days 

The NHS asks patients about their health and quality of life before they have an operation, and about their health and the 
effectiveness of the operation afterwards. The difference between the two sets of responses is used to determine the outcome of 
the procedure as perceived by the patient. 

PROMS measure health gain in patients undergoing hip replacement, knee replacement and up to September 2017, varicose 
vein and groin hernia surgery in England, based on responses to questionnaires. Clinicians are required to regularly review 
scores at a service and Trust level to ensure that what we learn from patient feedback is incorporated into our quality 
improvement programmes.

The Trust is currently out to tender for a PROMS provider and has no data for 2021/22.

The percentage of patients readmitted to a hospital which forms part of the trust within 28 days of being discharged from a 
hospital which forms part of the Trust during the reporting period. Internally, the trust review its 30-day emergency readmission 
rates for elective patients as part of its board key performance indicators.

Royal Free 
Performance 

2017/18

Royal Free 
Performance 

2018/19

Royal Free 
Performance 

2019/20

Royal Free 
Performance 

2020/21

National 
Average 

Performance 
2020/21

Highest 
Performing 
NHS Trust 

Performance  
2020/21

Lowest 
Performing 
NHS Trust 

Performance  
2020/21

Patients aged 0 to 15 years old

10.5% 9.4% 9.1% 9.2% 11.9% 2.8% 64.4%

Patients aged 16 years old or over

12% 13.2% 13.9% 13.3% 15.9% 1.1% 112.9%

The Royal Free London NHS Foundation Trust considers that this data is as described for the following reasons; the data has been 
sourced from NHS Digital and compared to internal trust data.

The Royal Free carefully monitors the rate of emergency readmissions as a measure for quality of care and the appropriateness of 
discharge. A low, or reducing, rate of readmission is seen as evidence of good quality care. The table above demonstrates that 
the 28 day readmission rate at Royal Free London NHS Foundation Trust continues to perform strongly, with lower than average 
readmission rates in paediatric cohorts and for adult patients.

We also undertake detailed enquiries into patients classified as readmissions with our public health doctors, working with GP’s 
and identifying the underlying causes of readmissions. 
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4) Responsiveness to the personal needs of our patients

5) Staff recommendation to friends and family

The trust’s responsiveness to the personal needs of its patients during the below reporting period was the weighted average score 
of 5 questions relating to responsiveness to inpatient personal needs from the national inpatient survey (score out of 100).

The percentage of staff employed by, or under contract to, the trust during the reporting period who would recommend the trust 
as a provider of care to their family or friends is represented in the below table.

The Royal Free London NHS Foundation Trust considers that this data is as described for the following reasons; the data has been 
sourced from NHS Digital.

The NHS has prioritised, through its commissioning strategy, improvement in hospital responsiveness to the personal needs 
of its patients. Information is gathered through patient surveys. There were significant changes made to the adult inpatient 
questionnaire for 2020/21 including the way in which it is scored therefore no data is available for comparison to the previous 
years above.

The Royal Free London NHS Foundation Trust considers that these data are as described for the following reasons; the data have 
been sourced from the official NHS Staff Survey. 

Each year the NHS surveys its staff and one of the questions looks at whether or not staff would be happy with the standard of 
care provided by their organisation if they had a relative or friend who needed treatment. Trust performance is above the national 
average for acute trust providers on this measure. The Royal Free London NHS Foundation Trust performed marginally worse than 
in previous years and just below average compared to Acute NHS providers. 

Royal Free 
Performance 

2016/2017

Royal Free 
Performance

2017/18

Royal Free 
Performance 

2018/19

Royal Free 
Performance 

2019/20

National 
Average 

Performance 
2019/20

Highest 
Performing 
NHS Trust 

Performance  
2019/20

Lowest 
Performing 
NHS Trust 

Performance  
2019/20

68.3 67.1 64 66.7 67.1 84.2 59.5

Royal Free 
Performance 

2018

Royal Free 
Performance

2019

Royal Free 
Performance 

2020

Royal Free 
Performance 

2021

National 
Average 

Performance 
2021

Highest 
Performing 
NHS Trust 

Performance  
2021

Lowest 
Performing 
NHS Trust 

Performance  
2021

73% 71% 77% 71% 67% 90% 44%
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6) Venous thromboembolism (VTE)
The percentage of patients who were admitted to hospital and who were risk assessed for venous thromboembolism during the 
reporting period.

NHS Digital publishes the VTE rate in quarters and this is presented in the table below.

VTE is a significant international patient safety issue. Clinicians and pharmacists must assess all patients to identify their risk of 
VTE and bleeding as soon as possible after admission or by the time of the first consultant review. As part of the National VTE 
Prevention Programme, all Trusts should have a 95% compliance of VTE risk assessment on admission for all inpatients aged 16 
and over.

The VTE data collection and publication is currently suspended to release capacity in providers and commissioners to manage the 
COVID-19 pandemic. This was communicated via this letter on 28th March 2020.

Royal Free 
Performance

Oct 18 to  
Dec 18

Royal Free 
Performance

Oct 19 to  
Dec 19

Royal Free 
Performance

Oct 20 to  
Dec 20

Royal Free 
Performance

Oct 21 to  
Dec 21

National 
Average 

Performance

Oct 19 to  
Dec 19

Highest 
Performing 
NHS Trust 

Performance

Oct 19 to Dec 19

Lowest 
Performing 
NHS Trust 

Performance

Oct 19 to Dec 19

96.5% 96.9% N/A N/A 95.0% 100.0% 71.6%

7) Clostridium difficile (C. diff.)
The rate per 100,000 bed days of C. diff. infection cases that have occurred within the trust amongst patients aged 2 or over are 
demonstrated in the table below.

Royal Free 
Performance 

2017/18

Royal Free 
Performance 

2018/19

Royal Free 
Performance 

2019/20

Royal Free 
Performance 

2020/21

National 
Average 

Performance 
2020/21

Highest 
Performing 
NHS Trust 

Performance  
2020/21

Lowest 
Performing 
NHS Trust 

Performance  
2020/21

24.7 16 14.6 16.1 15.4 0 80

The Royal Free London NHS Foundation Trust considers that this data is as described for the following reasons; the data has been 
sourced from Public Health England and compared to internal trust data. 

C. diff. is an infection which can cause severe diarrhoea and vomiting and has been known to spread within hospitals, particularly 
during the winter months. Reducing the rate of C. diff. infections is a key government target. Royal Free London NHS Foundation 
Trust performance was better than the national average during 2020/21 and showed an improvement on 2019/20 rates. 

https://webarchive.nationalarchives.gov.uk/ukgwa/20200430182719/https:/www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2020/03/C0113-28-March-2020-Reducing-burden-and-releasing-capacity-at-NHS-providers-and-commissioners-to-manage-the-CO.pdf
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8) Patient safety incidents

(a) The number and rate of patient safety incidents that occurred within the trust during the reporting period and

(b) The number and percentage of such patient safety incidents that resulted in severe harm or death.

Every 12 months, NHS Improvement publishes official statistics on the incidents reported to the National Reporting and Learning 
System (NRLS). The reports are published in September, with the most recent data being for the year 2020/21.

These reports give NHS providers an easy-to-use summary of their current position on patient safety incidents reported to NRLS, 
in terms of patient safety incident reporting and the characteristics of their incidents. The information in these reports should be 
used alongside other local patient safety intelligence and expertise to support the NHS to deliver improvements in patient safety.

NHS Improvement regards the identification and reporting of incidents as a sign of good governance with organisations reporting 
more incidents potentially having a better and more effective safety culture. The trust reported a similar volume of incidents per 
1,000 bed days between April 2020 and March 2021 (47.6) as other organisations, improving our reporting from 37.6 in the 
previous year’s data.

The trust has taken the following actions to improve this percentage, and so the quality of its services, by launching our Safety 
Strategy (2020-2025) with six key drivers that are in line with the National Patient Safety Strategy published in July 2019.

We have robust processes in place to capture incidents and increase our reporting by an average of year on year. However, there 
are risks at every trust relating to the completeness of data collected for all incidents (regardless of their severity) as it relies on 
every incident being reported. Whilst we have provided training to staff and policies in place relating to incident reporting, this 
does not provide full assurance that all incidents are reported. We believe this is in line with all other trusts and the national 
patient safety strategy aims to improve this by raising awareness with all staff.

All incidents resulting in severe harm or death undergo additional scrutiny at our weekly, site-based safety incident review panels. 
These multi-disciplinary panels are led by each hospital’s medical director and they review all moderate harm, or above, incidents 
to determine level of harm, level of avoidability and level of investigation required. They also provide scrutiny of the final reports to 
ensure that the actions address the root causes identified in the investigations.

Royal Free Performance 
1st April 2020 – 31st Mar 2021

National Average NHS 
Acute Hospitals Performance

Range across NHS Acute 
Hospitals

A 47.6 58 27.2 - 118.7

B 0.4% 0.49% 0 - 2.8%
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PART THREE 

OVERVIEW OF THE 
QUALITY OF CARE  
IN 2021/22
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This section of the quality report presents an overview of the quality of care offered by the 
Trust based on performance in 2021/22 against indicators and national priorities selected by 
the board in consultation with our stakeholders. 

The charts and commentary contained in this report represent the performance for all three of our main hospital sites. This approach 
has been taken to ensure consistency with the indicators the trust is required to report on by the NHS Improvement Single Oversight 
Framework and to show key performance indicators that are requested by the Royal Free London NHS FT Board. 

Where possible, performance is described within the context of comparative data which illustrates how the performance at the trust 
differs from that of our peer group of English teaching hospitals. The metrics reproduced in this section are a list of well-understood 
metrics that help measure clinical outcomes, operational efficiency, waiting times and patient safety. 

Quality performance indicators:

• Methicillin-resistant staphylococcus aureus (MRSA)

• C. difficile Infections

Quality performance indicators:

• Referral to treatment (RTT)

• A&E performance

• Cancer waits

• Average length of stay (elective and non-elective)

• 30-day emergency readmission rates for elective patients

Quality performance indicators:

• National surveys

• Friends and Family Test

• Volume of cancelled operations 

PATIENT SAFETY

CLINICAL EFFECTIVENESS

PATIENT EXPERIENCE

SECTION 

1 

SECTION 

2 

SECTION 

3 
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Definitions
The following table sets out the definition for each performance measure. These are, to the best of our knowledge, consistent with 
standard national NHS data definitions. The calculation for cancer 62 day performance has changed since April 2019 and the definition 
has been updated below. There has been no change in the basis for calculation for any other measures since 2015/16.

INDICATOR / 
METRIC

DESCRIPTION / METHODOLOGY SOURCE

MRSA The count of meticillin resistant Staphylococcus aureus (MRSA) bacteraemias 
attributed to the trust.

Datix system

C. Difficile 
infections

Number of Clostridium Difficile infections reported at the trust Datix system

C. Difficile lapses in 
care

Number of Clostridium Difficile infections due to lapses in patient care Datix system

RTT Incomplete 
Performance - % 
waiting less than 18 
weeks

Percentage of patients on the incomplete RTT patient tracking list waiting 18 weeks 
or less for treatment or discharge from referral.

Cerner system

Accident and 
Emergency – 4hr 
standard

Percentage of A&E attendances where the patient was admitted transferred or 
discharged within 4 hours of their arrival at an A&E department.

Cerner system

2 Week Wait - All 
Cancer

Percentage of patients referred urgently with suspected cancer by a GP waiting no 
more than two weeks for first outpatient appointment or diagnostic.

Infoflex system

2 Week Wait 
-symptomatic 
breast

Percentage of patients referred urgently with breast symptoms (where cancer was 
not initially suspected) waiting no more than two weeks for their first outpatient 
appointment.

Infoflex system

31 day wait 
diagnosis to 
treatment

Percentage of patients waiting no more than one month (31 days) from diagnosis to 
first definitive treatment for all cancers.

Infoflex system

62 day wait - from 
urgent GP referral

Percentage of patients waiting no more than two months (62 days) from urgent 
GP referral to first definitive treatment for cancer. There are new reallocation rules 
which have been in place since April 2019. These affect pathways which are shared 
between providers, and allocate breaches based primarily on:

a) whether the referring provider has sent the appropriate referral within 38 days and

b) whether the treating provider has started treatment within 24 days

Infoflex system

Average length of 
stay (non-elective 
and elective)

Mean length of stay for all inpatients based on whether their mode of admission was 
elective or non-elective. This includes patients with a 0-day length of stay.

Stethoscope

30-day re-admission 
rate following 
elective or non-
elective spell

Number of emergency re-admissions within 30 days of discharge as proportion of 
total discharges following an elective admission; and

Number of emergency re-admissions within 30 days of discharge as a proportion of 
number of discharges following an elective admission.

Stethoscope

Cancelled 
operations

Volume of last minute (on the day of surgery or following admission) cancellations for 
non-clinical reasons as a proportion of all elective inpatient and day-case operations.

Cerner system
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Notes on the charts
Performance over time is presented in a control chart with benchmarking presented as bar charts.

Control charts
The control chart is a graph used to study how a process changes over time. Data are plotted in time order. A control chart always 
has a central line for the average, an upper line for the upper control limit and a lower line for the lower control limit. These lines 
are determined from historical data. By comparing current data to these lines, you can draw conclusions about whether the process 
variation is consistent (in control) or is unpredictable (out of control, affected by special causes of variation).1 

Where there has been variation that signals a change in the underlying process, this is marked on the chart as:

• Outlier - data points either above the upper control limit or below the lower control limit

• Trend - 6 or more points either all ascending or all descending

• Shift - 8 or more points either all above or all below the average line

1http://asq.org/learn-about-quality/data-collection-analysis-tools/overview/control-chart.html
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Source: Royal Free London NHS FT 2015-2022

Source: https://www.gov.uk/government/statistics/mrsa-bacteraemia-monthly-data-by-location-of-onset

PERFORMANCE AGAINST 
NATIONALLY SELECTED INDICATORS

3.1

PATIENT SAFETY
SECTION 

1 

Methicillin-Resistant Staphylococcus Aureus (MRSA) 
MRSA is an antibiotic resistant infection associated with admission to hospital. The infection can cause an acute illness, 
particularly when a patient’s immune system may be compromised due to an underlying illness. Reducing the rate of 
MRSA infections is vital to ensure patient safety and is indicative of the degree to which our hospitals prevent the risk of 
infection by ensuring cleanliness of their facilities and good infection control compliance by their staff.   
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Source: Royal Free London NHS FT 2015-2022

Source: https://www.gov.uk/government/statistics/c-difficile-infection-monthly-data-by-prior-trust-exposure

Clostridium Difficile (C. diff) 
In relation to C. diff the trust saw stable performance throughout 2021-22. Over this time period, the Royal Free London 
reported 84 infections. 
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However, of the C. diff. volumes that can be attributed to “lapses in care” by the trust, the numbers are significantly 
lower. Against this measure of performance, the trust has seen 2 incidents in the 12 months prior to March 2022.
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Referral to treatment (RTT)

18-week waiting times 

The Royal Free London has the largest waiting list in North Central London (NCL), second largest in London and nineth 
largest nationally.

The trust returned to national reporting in April 2021 reporting on March 21 month end performance. This followed a two 
year absence from national reporting due to concerns over the quality of data on the trust’s Patient Tracking List (PTL). The 
trust returned to national reporting with the highest volume of patients waiting over 52 and 104 weeks for first definitive 
treatment. Throughout 2021/22 the trust has worked hard to balance the need of treating patients with the highest clinical 
priority and also reducing patients waiting the longest to commence treatment. Over the course of the past 12 months the 
trust has reduced the volume of long waits and no longer has the highest volume of either 52 or 104 week waits. 

Over the past 12 months the trust has seen a 12.5% increase in overall waiting list size. The waiting list size peaked in 
October 2021 and has been consistently reducing since. 

Key improvements made include:

•  A reduction in the volume of patients waiting 52+ weeks to start treatment from 14,962 in March 2021 to 6,085 in 
March 2022 – a reduction of 8,877.

•  A reduction in the volume of patients waiting 104+ weeks to start treatment from 402 in March 2021 to 121 in March 
2022 – a reduction of 281.

•  A reduction in the volume of patients waiting for a first outpatient appointment waiting on the Appointment Slot Issue 
(ASI) list from circa 26,000 at the beginning of 2021/22 to <10,000 at the end of March 2022.

•  Electronic Patient Record (EPR) upgrade undertaken in October 2021 providing a single electronic record of our patients 
across the organisation. This high-risk upgrade was delivered successfully without the need to pause national reporting. 

COVID-19 has continued to impacted waiting times throughout 2021/22 with intermittent starting / stopping of non-
urgent in-patient and out-patient face to face elective activity. Elective recovery plans are in development for the next 12 
months (2022/23) which will detail actions being taken to reduce waiting times and access to treatment for patients. 

RTT: % < 18 weeks wait to first treatment
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Accident and Emergency performance
The Accident and Emergency Department is often the patient’s point of arrival. The graph below summarises the Royal 
Free London’s performance in relation to meeting the 4-hour maximum wait time standard set against the performance of 
A&E departments. The national waiting time standard requires trusts to treat, transfer, admit or discharge 95% of patients 
within 4-hours of arrival. 

During the period Apr 2021 to Mar 2022, the Royal Free London NHS FT achieved an average monthly performance of 
74.5%, lower than 2020/21 which averaged at 85.8%. 

A&E: % of patients seen within 4 hours
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Benchmarking Chart: Mean performance against 4 hour  
A&E standard 21/22

Imperial

Chelsea & Westminster

Homerton

Epsom & St Tomas’

Guy’s & St Thomas’

UCLH

London North West

Croydon Health

St George’s

Lewisham

Kingston

Barts Health

Whittington

Hillingdon

Royal Free London

North Middlesex

King’s College

BHR

Performance

0%

87.3%

84.1%

84.0%

83.4%

82.7%

82.2%

81.4%

80.2%

79.5%

78.9%

79.3%

75.2%

75.2%

74.0%

69.2%

63.1%

25% 50% 75% 100%

The chart below shows the Royal Free London performance for April 21 – Feb 2022 benchmarked against 16 peer 
providers. This shows that our performance was 13th out of 16 peer providers. Two peer trusts, Imperial College and 
Chelsea & Westminster, ceased reporting in June 2019 due to participation in the waiting times standards review.



66 THE NEXT CHAPTER: IMPROVING QUALITY OF CARE 
QUALITY ACCOUNTS 2021/22

CONTENTS

Referral to treatment (RTT)

Cancer waits

Our focus this year has been to ensure the continuity of cancer services throughout the pandemic and through the 
transitional recovery period. We have worked with clinical teams to capture changes to pathways and document learning 
from new ways of working, facilitated the roll out of virtual cancer multi-disciplinary team meetings, developed infection 
prevention and control compliant procedures, helped to co-ordinate the transfer of cancer services across the trust in 
response to the pandemic and developed plans to cope with the impact of any surge in COVID-19. 

NHS England set three key performance indicators for cancer: 

• restoring 31-day first cancer treatment numbers to pre-pandemic volumes

•  reducing the backlog of patients waiting more than 62 days for cancer treatment following a GP Urgent referral for 
suspected cancer

•  the achievement of 75% of patients to be given either a diagnosis of cancer or the ruling out of cancer within 28 days 
of referral

Royal Free London is one of the largest providers of cancer care in the NHS, receiving the second highest suspected cancer 
referrals (two-week wait) in England. 

This year the trust has focused on repatriating cancer surgical services back to the trusts acute hospital sites from the 
independent sector. Systemic treatments (chemotherapy and immunotherapy) have re-commenced at Royal Free Hospital and 
Chase Farm Hospital although some continue to take place at Finchley Memorial Hospital. Diagnostic capacity that was heavily 
impacted during the pandemic is largely recovered with more capacity available for suspected and confirmed cancer patients. 

In 2021-22 the trust has received approximately 9,500 more suspected cancer referrals than in 2020/21, which is 
approximately 3000 more cancer referrals than the trust received in 2019/2020, returning the number of suspected cancer 
referrals back to pre-pandemic levels. 

The trust has also been successful in restoring 31-day treatment volumes not just to pre-pandemic levels but approximately 
7% higher than 2019/2020. Delivering this target has been very challenging due to the impact of infection prevention and 
control measures, including isolation period prior to admissions and the necessity to have up to a 7-week gap between 
recovery from COVID and admission. 

The new 28-day faster diagnosis standard (75%) that was introduced in 2021/2022, has been a challenging standard 
to deliver. Throughout 2021 the trust ranged between 66% - 73%, however the trust achieved compliance in February 
and March 2022. The trusts focus for 2022/23 is to improve access and turnaround times for diagnostic tests and to 
develop new digital pathways and further embed existing digital pathways to ensure the cancer pathways from referral to 
informing the patient of their diagnosis more efficient

All cancer 2 week waits 

Clinical evidence demonstrates that the sooner patients urgently referred with cancer symptoms are assessed diagnosed 
and treated the better the clinical outcomes and survival rates. National targets require 93% of patients urgently referred 
by their GP to be seen for an outpatient or diagnostic appointment within 2 weeks, 96% of patients to have begun first 
definitive treatment within 31 days of the decision to treat and 85% of patients to have begun first definitive treatment 
within 62 days of referral.

For 2021/22, the trust has failed to meet the standard to see at least 93% of patients within 2 weeks from GP referral, 
achieving an average performance of 77.6%.
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Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22 Mar-22
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Cancer: % < 14-day wait for first seen
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Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22 Mar-22

75.90% 72.66% 82.86% 73.68% 100.00% 89.90% 66.67% 71.83% 45.16% 58.62% 45.45% 68.97%
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Source: Royal Free London NHS FT 2017-2022

Breast urgent referral 2 week waits

In 2021/22 the trust saw 70.9% of patients on an urgent (symptomatic) breast referral pathway within 2 weeks, below the 
national standard.
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Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22 Mar-22

93.48% 98.75% 99.26% 97.53% 96.28% 91.64% 93.70% 94.88% 96.32% 91.41% 94.67% 94.39%

Cancer: % < 31-day wait from diagnosis to first treatment
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Source: Royal Free London NHS FT 2017-2022

First definitive treatment within 31 days

In 2021/22, the trust was below the standard to see 96% of patients within 31 days for their first definitive treatment for 
cancer, with an average of 95.2%.  
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Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22 Mar-22

75.19% 73.05% 74.55% 69.49% 73.57% 66.99% 67.95% 61.21% 61.69% 57.84% 50.92% 62.53%

Cancer: % < 62-day wait for first treatment - GP referral
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First definitive treatment within 62 days of an urgent GP referral

The trust did not meet the 62 day standard in 2021/22, with an average of 66.2% patients receiving first treatment 
within 62 days of a GP referral. 62-day performance has been challenged due to the trusts focus on working through the 
significant backlog of patients waiting longer than 62 days.

The backlog is reviewed weekly, and patients are being booked on clinical priority and highest risk basis. March saw an 8.4% 
increase in performance on February. Areas of focus have been at the front end of the pathways, the reductions in waits at the 
beginning of pathways can be seen in the increase in 28-day FDS performance and has aided the small improvement in 62-days. 
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Average length of stay: Non-elective mean length of stay

The trust average inpatient length of stay for patients admitted as non-elective from April 2020 to March 2022 shows that the 
trust average length of stay was 7.3 days per month. Variation has been much greater than previous years and is due to an 
unusual case-mix of COVID-19 patients mixed with the usual emergency cases we would admit throughout the year. 
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Emergency re-admissions within 30 days (Elective)

Emergency re-admissions within 30 days (Non-elective)
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Emergency re-admissions:

30 day emergency re-admissions following an elective admission

The chart below shows the proportion of patients re-admitted as an emergency following an elective admission in the 
previous 30 days between April 2017 and Feb 2022. We have seen very lower numbers than usual due to the pause in 
elective activity during COVID-19.

Benchmark information is not available for this measure
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PATIENT EXPERIENCE INDICATORS
SECTION 

3 

National surveys
In 2021/22 the results of four national surveys were published:

• Urgent and emergency care 2020 – September 2021

• In-patient 2020– October 2021

• Children and young people’s 2020– December 2021

• Maternity 2021 – February 2022

The results of these national surveys are standardised by the CQC and benchmarked reports are produced. These reports 
inform trusts, patients and other stakeholders whether each trust is performing ‘better than’, ‘worse than’ or ‘about the 
same’ as most other trusts. These results can be seen on the CQC website (www.cqc.org.uk).

This year saw the first iteration of the in-patient and the maternity survey using a mixed-mode methodology. This means that 
patients were offered the opportunity of completing the survey online before receiving a postal questionnaire. This change 
has seen an increase in the response rates for the trust in these surveys. 
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Urgent and emergency care survey
This survey consists of two separate questionnaires; one for patients attending a type one service (major A&E departments 
which are consultant led, have full resuscitation facilities and operate 24 hours a day, seven days a week) and another for 
those attending a type three service (urgent treatment centres which can be doctor or nurse led, treat at least minor injuries 
and illnesses and can be routinely accessed without an appointment). 

Type one report

Completed surveys were received from 259 patients out of the eligible patient sample of 916 (this excludes those that were 
undeliverable out of the initial 950). This gives the trust a response rate of 28.3% compared to the national response rate of 
30.5%.

The type one survey is split into nine sections all of which were scored ‘about the same’ as most other trusts. As well as 
scoring ‘about the same’ for each section, the trust also scored ‘about the same’ for each of the 38 scored questions. 

Type three report

Completed surveys were received from 126 out of the eligible patient sample of 414, giving a response rate of 30.4% 
compared to a national response rate of 30.8%. Only patient data from the Urgent Treatment Centre at Chase Farm Hospital 
was submitted for the type three survey.

The trust scored ‘about the same’ as most other trusts for all of the nine sections, but ‘better than’ most other trusts in three 
out of the 32 scored questions:

T14. Did the health professional listen to what 
you had to say?
RFL score = 9.7, range of scores across England = 8.5 – 9.7

T17. Did health professionals talk to each other 
about you as if you weren’t there?
RFL score = 9.8, range of scores across England = 7.5 – 9.8

T36. Did a member of staff discuss with you 
whether you may need further health or social care 
services after leaving the Urgent Treatment Centre?
RFL score = 9.5, range of scores across England = 6.3 – 9.7
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Adult in-patient survey
As well as the move to mix-mode methodology, there were significant changes made to the adult in-patient questionnaire for 
2020. These included question wording, response options and the order of questions as well as a reduction in the number of 
questions. The sampling month also changed from July (as was the case from 2014-19) to November. These changes mean that 
the results cannot be compared to previous years’. 

The banding of results has also changed from three bands to seven to provide more granular analysis.

SOMEWHAT 
BETTER

BETTER MUCH 
BETTER

ABOUT  
THE SAME

SOMEWHAT 
WORSE

WORSEMUCH 
WORSE

516 patients completed the in-patient survey, giving a response rate of 45% (up from 38% in 2019), compared to the national 
response rate of 46%. This increase is partly due to the mix-mode methodology described above. Nationally, 64% of surveys were 
completed online. 

The trust scored ‘about the same’ as most other trust for all sections of the survey (now 10 when previously it was 12) – the same 
as it has for each in-patient survey since 2014. 

The trust did not score better than most other trusts in any question, but scored ‘somewhat worse’ than expected compared to 
other trusts in three. 

Q8. How clean was the hospital room or ward that you were in?

Q18. When you asked nurses questions, did you get answers you could understand?

Q19. Did you have confidence and trust in the nurses treating you?

0.0 1.0 2.0 3.0 4.0 5.0 6.0 7.0 8.0 9.0 10.0
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Number of 
respondents 
(your trust)

Your 
trust 
score

Trust 
average 

score

Lowest 
score

Highest 
score

499 8.8 9.2 8.5 9.9

Number of 
respondents 
(your trust)

Your 
trust 
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Trust 
average 

score

Lowest 
score

Highest 
score

489 8.5 8.9 8.1 9.6

Number of 
respondents 
(your trust)

Your 
trust 
score

Trust 
average 

score

Lowest 
score

Highest 
score

510 8.8 9.1 8.6 9.7
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Children and young people’s patient experience survey
Three different questionnaires are used in this survey, depending on the age of the patient:

• 0-7 (for parents/carers to complete only)

• 8-11

• 12-15 

The 8-11 and 12-15 questionnaires include sections for both the patient and parent or carer to complete. 

A total of 29% responded to the survey, compared to the national response rate of 24%.

Unlike the other CQC national surveys no section scores are published. 

When compared to other trusts six questions were rated as better than expected, two as somewhat better than expected, three as 
somewhat worse and one as much worse. The remaining 53 were rated about the same.

PARENT/ PATIENT QUESTION RFL SCORE AVERAGE SCORE RANGE OF SCORES 

Better than expected

8-15 patient Did you like the hospital food? 7.7 6.8 4.6 – 8.8

12-15 patient Was the ward suitable for someone of your age? 9.2 8.3 7.3 – 9.7

8-15 patient When the hospital staff spoke with you, did you 
understand what they said?

9.0 8.4 7.1 – 9.5

8-15 patient Did you feel able to ask questions? 9.8 9.5 8.4 – 10.0

12-15 patient If you wanted, were you able to talk to a doctor or nurse 
without your parent or carer being there?

9.7 9.2 7.9 – 10.0

8-15 patient Before the operation or procedure, did hospital staff 
explain to you what would be done?

9.9 9.6 8.6 – 10.0

Somewhat better than expected

0-15 parents Before your child had any operations or procedures, did a 
member of staff explain to you what would be done?

9.8 9.6 9.0 – 10.0

8-15 patient Do you think the people looking after you were friendly 9.7 9.5 8.8 – 10.0

Somewhat worse than expected

0-7 parents Were there enough things for your child to do in hospital? 6.9 7.5 5.2 – 9.7

0-15 parents Did staff involve you in decisions about your child’s care 
and treatment?

8.2 8.6 7.7 – 9.4

0-15 parents Did a staff member give you advice about caring for your 
child after you went home?

8.4 8.8 8.0 – 9.7

Much worse than expected

0-7 parents Did a member of staff tell you who to talk to if you were 
worried about your child when you got home?

7.0 8.6 6.8 – 9.8

The trust scored statistically significantly better in 21 of the 55 scored questions when compared to the 2018 survey and 
significantly worse in one.
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Maternity survey
A total of 54% of women completed the 2021 maternity survey (up from 35%in 2019), compared to an average response rate of 
53%. As with the increase in the in-patient survey response rate, this is partly due to the move to the mix-mode methodology. 

Of the eight sections in the maternity survey, the trust scored somewhat worse than expected in two (during your pregnancy and 
care in hospital after the birth) and worse in a further two (feeding and care at home after the birth). 

14 questions were scored worse than expected and the results can be seen in the table below. 

QUESTION RFL SCORE AVERAGE 
SCORE

RANGE OF 
SCORES 

Somewhat worse than expected

B16. During your pregnancy did midwives provide relevant information about 
feeding your baby?

5.7 6.7 4.5 – 8.0

D6. Thinking about the care you received in hospital after the birth of your 
baby, were you treated with kindness and understanding?

7.6 8.3 7.1 – 9.2

D7. Thinking about your stay in hospital, if your partner or someone else close 
to you was involved in your care, were they able to stay with you as much as 
you wanted?*

1.8 3.5 0.9 – 9.8

E3. Did you feel that midwives and other health professionals gave you active 
support and encouragement about feeding your baby?*

6.9 7.6 6.3 – 8.5

Worse than expected

B10. During your antenatal check-ups, did your midwives ask you about your 
mental health?

6.6 8.0 6.5 – 9.4

B12. Were you given enough support for your mental health during your 
pregnancy?

7.4 8.4 6.3 – 9.6

D8. Thinking about your stay in hospital, how clean was the hospital room or 
ward you were in?

8.2 8.9 8.0 – 9.8

E2. Were your decisions about how you wanted to feed your baby respected by 
midwives?*

8.4 8.9 8.1 – 9.4

F2. When you were at home after the birth of your baby, did you have a phone 
number for a midwifery or health visiting team that you could contact?

9.0 9.5 8.5 – 10.0

F3. If you contacted a midwifery or health visiting team, were you given the 
help you needed?

7.7 8.5 7.1 – 9.6

F12. Did a midwife or health visitor ask you about your mental health?* 8.9 9.5 8.4 – 9.9

F16. In the six weeks after the birth of your baby did you receive help and 
advice from a midwife or health visitor about feeding your baby?*

6.0 7.1 5.1 – 8.3

F18. In the six weeks after the birth of your baby did you receive help and 
advice from health professionals about your baby’s health and progress?*

6.6 7.6 6.1 – 8.7

Much worse than expected

F17. If, during evenings, nights or weekends, you needed support or advice 
about feeding your baby, were you able to get this?

3.9 6.0 3.9 – 7.9 

Those questions marked with an asterisk also saw a statistically significant decrease in score in 2021. 
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National cancer patient experience survey
Although not part of the official national survey programme, the results of the 2020 national cancer patient experience survey 
were published in November 2021. The survey was run on a voluntary basis in 2020 due to the unprecedented pressure that the 
pandemic put on cancer services. 

55 trusts took part in this voluntary survey, compared to 141 trusts that participated in the 2019 survey. The trust response rate 
was 52% compared to the national response rate of 59%. 

The survey again comprised of 52 scored questions and comparability tables highlight five questions where significant year-on-
year improvement occurred:

QUESTION
SCORE 
2020

SCORE 
2019

Q.14 Patient felt that treatment options were completely explained 85% 79%

Q.33 Patient had confidence and trust in all ward nurses treating them 82% 63%

Q.34 Patient thought there were always or nearly always enough nurses on duty to care for them 75% 53%

Q. 37 Patient definitely found hospital staff to discuss worries or fears during their inpatient visit 58% 41%

Q.59 Patient felt length of time for attending clinics and appointments for cancer was about right 70% 63%

Friends and Family Test (FFT)
The FFT now asks patients to rate their overall experience from ‘very good’ to ‘very poor’; instead of asking how likely they are to 
recommend the service. The tables below show the results for the trust for 2021/22.

Patient experience feedback is collected using a combination of feedback kiosks, tablets and QR codes linked to online surveys. In 
the autumn, it was noted that the number of responses received via the QR code in the emergency departments was very low, so 

IN-PATIENT % PATIENTS REPORTING A GOOD 
/ VERY GOOD EXPERIENCE

NUMBER OF 
RESPONSES

Apr-21 72% 495

May-21 80% 418

Jun-21 78% 380

Jul-21 84% 364

Aug-21 79% 238

Sep-21 84% 342

Oct-21 79% 254

Nov-21 84% 369

Dec-21 82% 275

Jan-22 82% 277

Feb-22 85% 407

Mar-22 85% 401

OUT-PATIENT % PATIENTS REPORTING A GOOD 
/ VERY GOOD EXPERIENCE

NUMBER OF 
RESPONSES

Apr-21 84% 540

May-21 84% 436

Jun-21 86% 551

Jul-21 84% 574

Aug-21 89% 479

Sep-21 83% 499

Oct-21 86% 425

Nov-21 81% 483

Dec-21 83% 352

Jan-22 84% 416

Feb-22 84% 593

Mar-22 88% 620



79 THE NEXT CHAPTER: IMPROVING QUALITY OF CARE 
QUALITY ACCOUNTS 2021/22

CONTENTS

MATERNITY Q1 - ANTENATAL CARE Q2 - LABOUR AND BIRTH Q3 - POSTNATAL CARE Q4 - POSTNATAL 
COMMUNITY

% good/
very good 
exp.

Number of 
responses

% good/
very good 
exp.

Number of 
responses

% good/
very good 
exp.

Number of 
responses

% good/
very good 
exp.

Number of 
responses

Apr-21 47% 17 96% 105 94% 88 63% 8

May-21 50% 14 94% 79 92% 59 100% 1

Jun-21 33% 33 89% 102 93% 76 71% 7

Jul-21 40% 35 92% 111 90% 92 100% 5

Aug-21 57% 14 91% 110 89% 88 67% 6

Sep-21 47% 19 91% 115 89% 87 89% 9

Oct-21 58% 38 94% 155 92% 131 90% 10

Nov-21 70% 20 91% 143 89% 114 100% 3

Dec-21 47% 17 93% 99 89% 85 67% 9

Jan-22 58% 24 87% 100 82% 83 100% 6

Feb-22 56% 18 95% 131 87% 101 100% 5

Mar-22 55% 29 96% 144 96% 112 88% 8

EMERGENCY 
DEPARTMENT

% PATIENTS REPORTING A GOOD 
/ VERY GOOD EXPERIENCE

NUMBER OF 
RESPONSES

Apr-21 82% 85

May-21 82% 90

Jun-21 71% 113

Jul-21 79% 82

Aug-21 72% 79

Sep-21 78% 86

Oct-21 77% 96

Nov-21 77% 2,184

Dec-21 82% 2,697

Jan-22 81% 2,497

Feb-22 78% 2,791

Mar-22 74% 3,216

Learning Disability Improvement 
Standards Survey
Every year the trust participates in benchmarking itself 
against the NHSE/I improvement standards for people with 
learning disabilities. This includes 100 surveys for patients/
carers of children and adults with a learning disability and or 
autism to complete, a staff survey and an executive response 
as to how the trust is meeting the needs of people with a 
learning disability and or autism.

The topics explored throughout the survey include the ability 
of staff to identify what reasonable adjustments patients 
require, the involvement of patients and family carers in 
how care is delivered and whether staff have received the 
necessary training. The results for 2021/22 have not been 
published yet therefore the information below is based 
on the previous year’s performance against the NHSE/I 
improvement standards.
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The graph above shows the total number of safeguarding referrals concerning children, young people and adults with a learning 
disability or autism received in 2019/20.

The 2019/20 staff survey showed that 90% of staff agreed the trust had developed effective and new ways to support people 
with learning disabilities and or autism in recent years.

During the COVID-19 pandemic the trust ensured that reasonable adjustments were made for people with learning disabilities and 
or autism by ensuring that those who required visiting of carers/family while in hospital continued to receive this. If required carers 
and family members are permitted to stay overnight, patients with learning disability and autism are given longer appointment 
times and/or first or last appointments of the day. 

The trust is committed to continually improving and responding to the needs of patients with learning disability and or autism and 
will therefore focus on improving patient committees in the coming year to ensure these voices are heard.

The trust has developed easy read complaints information to make the process of feeding back any concerns or issues more 
accessible for people with a learning disability and or autism. The trust has also developed easy read DNACPR information as it is 
recognised this was an area of concern for people with learning disabilities, especially during the pandemic. 

Volume of cancelled operations
This is the volume of last minute (on the day of surgery or following admission) cancellations for non-clinical reasons. Over the course 
of 2020/21, we have seen fewer cancellations as elective activity has been paused for most of the financial year due to the COVID 
pandemic. 

The negative outlier is due to elective activity briefly restarting before having to be paused again due to the second wave. 
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OPERATIONAL PERFORMANCE

PATIENT SAFETY

KEY INDICATOR TARGET Q1 Q2 Q3 Q4 21/22

A&E: <4 hour wait from arrival to admission / transfer / discharge 95.00% 84.93% 76.93% 68.27% 68.70% 75.25%

Diagnostics: <6 week wait from request to diagnostic test 99.00% 91.95% NA NA NA 91.95%

Cancer: <2 week wait from referral to date first seen (all) 93.00% 90.50% 81.18% 66.85% 61.70% 77.73%

Cancer: <2 week wait from referral to date first seen for symptomatic breast patients 93.00% 77.14% 87.83% 61.22% 58.62% 73.72%

Cancer: <31 day wait from diagnosis to first treatment 96.00% 97.16% 95.15% 94.97% 91.41% 95.33%

Cancer: <31 day wait from diagnosis to subsequent treatment (surgery) 94.00% 94.19% 89.55% 93.88% 89.47% 92.23%

Cancer: <31 day wait from diagnosis to subsequent treatment (chemotherapy) 98.00% 98.89% 100.00% 100.00% 63.64% 96.03%

Cancer: <31 day wait from diagnosis to subsequent treatment (radiotherapy) 94.00% 93.71% 92.14% 93.68% 39.13% 87.77%

Cancer: <62 day wait from referral to first treatment 85.00% 74.26% 70.02% 63.62% 57.84% 68.15%

Cancer: <62 day wait from referral to first treatment for screening service referrals 90.00% 84.44% 84.29% 74.37% 61.76% 79.11%

KEY INDICATOR TARGET Q1 Q2 Q3 Q4 21/22

C. difficile infections 79 29 21 9 25 84

C. difficile infections attributable to lapses in care 0 0 0 2 0 2

MRSA infections 0 2 2 1 3 8

PERFORMANCE AGAINST KEY 
NATIONAL INDICATORS

The following indicators are reported in accordance with national indicator definitions:

3.2
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This section contains an overview of our plans with regard to the Care Quality Commission 
and also a selection of plans for improvement that we have delivered at each of our main 
hospital sites.

A. The Care Quality Commission

B. Quality Improvement plans from each of our main hospital sites

A. The Care Quality Commission
Following the Care Quality Commission’s unannounced Royal Free Hospital maternity services inspection in October 2020, the 
CQC undertook a follow-up, unannounced inspection of the maternity core service at the Royal Free Hospital in late May 2021 
and at Barnet Hospital in early June 2021The inspection reports were published on 27 August 2021.

As a result of the improvement actions undertaken, the maternity ratings for safe and well-led on the Royal Free Hospital site 
improved from ‘Inadequate’ to ‘Requires improvement’. At Barnet Hospital, the maternity ratings remained static for safe, effective, 
caring, responsive and well-led. Following these inspections, the CQC made further fourteen ‘should-do’ recommendations. The 
Trust has developed an action plan for improvement that the Barnet and Group Executive Committees monitor.

As a result, the site and Group ratings remain as:

BARNET  
HOSPITAL

CHASE FARM 
HOSPITAL

ROYAL FREE 
HOSPITAL

GROUP

Requires 
improvement

Good Good
Requires 

improvement
Good

Requires 
improvement

Requires 
improvement

Good Good Good Good Good

Requires 
improvement

Good Good
Requires 

improvement
Requires 

improvement
Requires 

improvement

Requires 
improvement

Good Good
Requires 

improvement
Good

Requires 
improvement

SAFE EFFECTIVE CARING RESPONSIVE WELL-LED OVERALL

ACTIONING OUR PLANS FOR 
IMPROVEMENT

3.2

All completed actions for improvement are being monitored or embedded as business-as usual. Actions requiring completion are 
highlighted in blue in the table below. The ‘should-do’ actions taken in response to the May/June 2021 CQC inspections by site 
are detailed below.
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1. ‘The trust should 
consider their population’s 
profile, health deprivation, 
disability and the broader 
needs of their culturally 
diverse communities when 
planning the service’

3. ‘The trust should make 
sure they initiate changes to 
services based on feedback 
received from women and 
implement the changes with 
the support of the MVP’

2. ‘The trust should 
ensure there is an active 
non-executive board-
level maternity safety 
champion’

TRUST UPDATE:

We have:

  Established a maternity equality and inclusion working group which includes staff, MVP 
and women from diverse backgrounds to develop a programme on wider EDI agenda.

  Created a population profile sourced from EPR and benchmarked using Health 
Intent Review of referrals to vulnerable teams.

We are:

  Working through the equality, diversity and inclusion in maternity working group 
in partnership with the MVP Conduct engagement activities with targeted groups 
of women representing different population groups.

 Exploring the equity of access for women from the nine protected characteristics.

We have:

 Service developments implemented through coproduction with the MVP and  
 diverse groups and individuals.

  Implemented suggestions raised by women as part of FFT, surveys and 
engagement activities.

  Ensured feedback is used to make informed decisions on service improvement  
or re-design.

We have:

 Identified a non-executive board-level maternity safety champion.

 A system in place to provide cover NED if any long absences occur.

THE CQC SAID:

Cross site inspection findings and actions
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We have:

  Established a working group to review the MDU pathway, medical staff cover and 
environment.

 Implemented regular waiting time audits.

  Reviewed the triage pathway due to interlines between triage and the maternity 
day unit as identified by the maternity NHSE/I improvement advisor.

We are:

 Monitoring the attendance at cross site huddles and explore the reasons for  
 consultants and coordinators not attending.

 Communicating to MDT members of stakeholder attendance requirements.

4. ‘The trust should ensure 
that managers make sure 
they monitor cleaning of all 
areas and the birthing pools 
all the time and complete 
weekly audits to ensure 
that women and babies are 
protected from infection’

6. ‘The trust should 
ensure that delivery suite 
consultants and midwifery 
shift co-ordinators should 
always attend daily cross-
site safety huddles’

5. ‘The trust should ensure 
that it routinely monitors 
wait times in the maternity 
day care unit (MDAU) and 
reviews the results and 
adjusts staffing levels to 
ensure women are seen in a 
timely way’

TRUST UPDATE:

We have:

 Developed a standard operating procedure in place setting out the cleaning standards.

  Set up weekly audits to demonstrate the birthing pools are cleaned correctly in 
accordance with the standard operating procedure.

THE CQC SAID:

Barnet Hospital inspection findings and actions
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We have:

  Maternity Voices Partner (MVP) work plan agreed for 2021/22 which includes 
staff representation.

We are:

  Following the external review of cultural issues raised in maternity in May 2021, a 
maternity transformation group was established, and the following work streams 
have been agreed:

 - fair and transparent leadership

 - continuity of carer model

 - culture and behaviours

 - staff wellbeing

  Providing protected time for staff to attend CPG meetings. Invitation for women 
and MVP to attend CPG meetings.

We are:

 Awaiting Local Maternity and Neonatal System (LMNS) planning and implementation.

7. ‘The service should ensure 
that midwifery staff have 
protected time to attend 
multidisciplinary training’

9. ‘The service should consider 
carrying our regular staff 
satisfaction and wellbeing 
surveys in order to regular 
measure changes in 
engagement and satisfaction 
levels and be able to address 
any issues or concerns in a 
timely manner’

8. ‘The trust should consider 
strategically embedding 
staff and women 
engagement into the 
service development and 
improvement plans’ 

10. ‘The trust should 
develop a standard 
operating procedure that 
identifies how women are 
referred into tertiary level 
maternal medicine centres. 
All policies and guidance 
need to be in line with 
the national guidance and 
evidence-based practice.’

TRUST UPDATE:

We have:

 Presented the CNST standard to board in July 2021 demonstrates that staff   
 attend multidisciplinary training.

  Ensured staff attendance at training is audited quarterly and presented to 
quarterly cross site maternity risk meeting and LMNS Board.

THE CQC SAID:

Royal Free Hospital inspection findings and actions
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We have:

  This has been added to the risk register, including issues relating to inadequate 
data quality which are on-going, and the risk level is reported as high. 

 Merged IT domains following RFH adoption of EPR.

 Pain relief audit to be added to the bi-monthly comprehensive audit.

We are:

  Working with Cerner to address missing data quality, continue to generate 
dashboard manually until this can be achieved. Cerner EPR v2 deployed 29 Sept 
2021. Should improve missing data

  Developing a business case for dedicated IT midwives to make data quality 
corrections in Cerner.

  Appointing two midwifery information officers to support the adoption and 
development of the EPR; and on-going training of maternity staff.

 Continuing training by IT midwives to reduce manual data corrections.

 Meeting with IM&T to resolve Data entry errors or omissions.

 MSDS version 2.0 update to be implemented by Jan 2022.

We have:

  Explored if RFL improvement advisor can offer targeted QI support for midwifery staff.

 The antenatal / postnatal ward coordinator to be supernumerary.

We are:

  Ward staff to be given time to attend QI training and CPG meetings. Example: 
postnatal pathway and breastfeeding support at night and in the community QI 
project in collaboration with MVP.

  Designed targeted QI support for midwifery staff in consultation with the staff group. 
This may involve bespoke training and support or signposting to existing resources.

12. ‘The service should 
carry out a regular and 
comprehensive audit related 
to pain relief’

14. ‘The service should ensure 
the ward coordinators are 
always supernumerary’

11. ‘The service should 
consider improving the 
maternity dashboard and 
regularly review it against 
local and national standard 
to improve the outcomes’ 

13. ‘The service should 
improve midwifery staff 
involvement in Quality 
Improvement projects’

The Trust continues to make progress towards completing these actions for improvement.

The section below outlines the progress made in response to CQC inspections undertaken between December 2018 and March 2021.

Unannounced CQC maternity core-service inspection at Royal Free Hospital 
(October 2020) 
The CQC issued a Section 29a warning notice to the Trust on 13/11/2020. The Trust made the necessary improvements within the 
section notice timeframes and the CQC lifted the Section 29a warning notice in January 2021. All actions for improvement are 
complete, with ongoing monitoring in place or embedded into business-as-usual.

Announced trust-wide CQC core-service inspection (December 2018) 
In response to the 11 must-do and 81 should-do improvement requirements, the Trust implemented a CQC improvement action 
plan. The actions were developed, agreed upon, and implemented across each business unit. Each business unit’s Local Executive 
Committee (LEC) and Clinical Performance & Patient Safety Committee (CPPSC) monitors progress. 

CQC must-do findings:

The Trust has completed all the must-do improvement actions in July 2021 identified in the inspection report published in April 2019. The 
completed actions are monitored to ensure ongoing compliance.
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Key areas of focus in the patient experience and involvement work plan for Barnet informed the site specific activities throughout 
the week. For example, the head of patient experience and involvement (HoPE) hosted a live demonstration of the ViewPoint 
survey dashboard to show staff how they can easily access their patient experience survey results.

In addition to the patient conversation tools, a compassionate visiting conversation tool was devised for managers and leaders to open 
up a conversation with their teams about how they are embedding compassionate visiting guidance in their areas. The director of 
nursing and other senior nurses visited teams to facilitate these conversations and encourage participation on WMTY day.

The PE team also announced a monthly patient and public involvement webinar series, in response to staff feedback for more 
support in how they can involve patients and their relatives in their own care and in the business of the trust.

CQC should do findings and actions:

•  During 2021-22, Barnet Hospital business has two actions remaining open around critical care guidelines and mandatory 
training compliance. These open actions are expected to be completed by the end of the year. 

•  The Royal Free Hospital also has two actions that remain open, relating to mandatory training compliance and appraisal rates. 
These open actions are expected to be completed by the end of the year. 

•  All should do actions for Chase Farm Hospital have been completed and are being monitored.

B. Quality Improvement Actions
Across the organisation, at team, service, site and group levels, there is much improvement work underway. In a report of this 
nature, it is not possible to cover everything – therefore we have highlighted some key projects, each led by one of our main 
hospital sites as well as one led by the group QI team:

a) Barnet Hospital – What Matters to You Day (2021)
International What Matters To You Day (WMTYD) began in Norway in 2014, with the goal of encouraging meaningful 
conversations between patients, carers, families and their health care providers. The idea behind the question is to switch from 
asking patients “what’s the matter with you?” to “what matters to you?” Asking this simple question helps to establish a 
relationship between people giving and receiving care, better understanding the person in the context of their own life and the 
things that are important to them. With this insight staff are in a much better position to work with the patient to find the best 
way forward for them and act on what is shared.

Barnet celebrated WMTYD with a variety of activities throughout the week. On the day itself, a WMTY stall was held in Barnet hospital 
where PE and QI teams engaged staff, encouraging them to have WMTY conversations with their patients using the resources on offer. 
The team also took the opportunity to ask staff what matters to them. Colleagues wrote their answers on a placard and a display was 
created on the second floor of the hospital.
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The Barnet patient experience Twitter account (@barnet_ptep) was launched to coincide with WMTY, which has established a new 
platform for the team to engage with staff and patients and vice versa.

Also in 2021, we opened a call for priority projects on the Barnet site, pairing staff with a local QI coach to support their work. 
Three of these projects which have made a particular impact across the trust include:

•  The ‘Metal on Metal’ hip replacement project was initiated based on an audit that revealed low compliance with the Medicines 
and Healthcare products Regulatory Agency’s (MHRA) guidelines. This project designed a new pathway that successfully 
improved compliance from a baseline of 38% to their target of 100%.

•  Based on feedback from our ‘Maternity Voices Partnership’, the maternity wards started their project to improve postnatal care 
for mothers who had a caesarean section. This team embedded patient involvement from the outset with listening events for 
recent mothers, and both staff and patient workshops to generate ideas.

•  A ‘Patient Safety Board’ designed in-house, which uses data from the trust’s Electronic Patient Record to give live information 
about key activities, such as nurse rounding, skin assessment and falls assessment, as well as patient risk was tested on two 
wards. The aim was to improve patient safety by reducing the number of Nurse Sensitive Outcome Indicators (sum of pressure 
ulcer incidence, falls incidence, complaints and medication errors). Results of the project showed marked improvements in 
assessments and activity with a view to scaling up across the trust.

b) Chase Farm Hospital – Learning Health System
We have been piloting a learning health system for 18 months at Chase Farm Hospital. This is a system of embedding continuous 
improvement across the hospital and putting what matters to our staff and patients at the centre of improvement

We are currently undergoing an evaluation of this, being led by UCLP. We will be using the outputs of this to further develop the system.

We plan to make our Learning Coordinators (who are currently employed on the bank) permanent in 2022/2023.
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Furthermore, in March 2022 Chase Farm Hospital was recognised as being one of the most digitally advanced hospitals in the 
UK, as it was awarded EMRAM Stage 7 from the Healthcare Information and Management Systems Society (HIMSS). HIMSS is an 
international benchmark for the use of advanced IT to improve patient care. This is the highest rating an organisation can achieve, 
and to date only three other NHS hospitals have achieved it. 

The criteria for Stage 7 demands that the hospital can clearly evidence how they have accessed and used data to drive 
improvements in patient outcomes and safety. Chase Farm Hospital did this through showcasing two recent Quality Improvement 
projects and one Clinical Practice Group project. 

John Rayner, HIMSS regional director for EMEA (Europe, the Middle East and Africa), fed back that “it was impressive to see 
how analytics were used to monitor and improve outcomes in triage in the Urgent Treatment Centre, to reduce waiting times for 
elective orthopaedic surgery and for the reduction of surgical site infections”. 

Assessors also commented on how clear it was that a digital culture was embedded in the hospital, through programmes such as 
Chase Farm’s ‘Digital Adoption and Innovation Group’.

c) Royal Free Hospital – Restarting Kidney Transplantation at the Royal Free
The catchment area for our transplant unit covers much of North Central London and extends up into Hertfordshire. Currently 
there are around 200 people on the active waiting list for a transplant. Prior to the pandemic, approximately 120 transplants were 
done each year, with over 1000 patients being cared for with a working kidney transplant. 

A kidney transplant is the best treatment for medically suitable patients with end stage kidney disease. This may be a transplant 
from a live donor who will usually be someone who is close to you or from a deceased donor where they or their family have 
wanted their organs to be used. 

During the pandemic, the number of transplants carried out was significantly reduced with London seeing a 57% reduction in the number 
of adult deceased donor transplants performed and a 74% reduction in the number of adult live donor kidney transplants performed.

In order to safely restart the programme, the renal team carried out an improvement exercise to re-evaluate the transplant 
programme and map out the pathway and protocols required to make it a more efficient and safe service upon re-start. Actions 
taken included the introduction of:

• Risk based listing

• COVID-19 secure admission pathway 

• Separate transplant inpatients 

• Separate staffing

• COVID-19 secure outpatients
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Through introduction of these measures the renal transplantation service has been able to increase delivery of kidney transplants and 
tackle the long waiting lists more effectively during 2021/22 and has helped improve the position across the entire London network.

d) Group Wide – Improving Shared Learning Following Serious Incidents
When incidents happen, it is critical that there is a robust investigation to understand the contributing factors and that this is followed 
up with the development of improvement actions. This keeps patients safe from harm, protects staff from being involved in repeated 
incidents, shifts cultures from blame to learning and promotes the development of safe ways of working.

This piece of work focusses on several priorities. Steps are being taken to ensure that improvement actions are ‘SMART’ (specific, 
measurable, achievable, relevant and time bound. Ways of involving front-line clinicians in the development of actions and ensuring 
that there is a shared understanding of the rational for change is also being considered. In using a quality improvement methodology 
to deliver this work it is possible to produce evidence of the impact of any changes made.

Several changes have been tested and are in the process of being scaled up and spread across the Trust. These include:

•  Using simulation to understand the contributing factors in serious incidents and test improvement actions to establish their feasibility.

•  Use of Learning in Action Meetings – development of a standard process to debrief, reflect and learn for those who have been 
directly involved in a serious incident.

•  Developing a standardised network of communication channels to ensure that learning is shared with all staff groups.

•  Developing statistical methods to quantify the impact factor of improvement actions. This involves grading how inclusive an action is 
(i.e. what proportion of the workforce is considered), how far the learning will spread (i.e. which specialities, systems and processes 
will be impacted by this action and how effective the controls arising from the action are likely to be (i.e. does the action focus on 
changing individuals and behaviours or on changing a system that promotes and enables the right actions and behaviours).
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ANNEX 1: STATEMENTS FROM LOCAL 
HEALTHWATCH ORGANISATIONS, 
OVERVIEW AND SCRUTINY 
COMMITTEES, COMMISSIONERS AND 
COUNCIL OF GOVERNORS

Statements from Commissioners:

Healthwatch Hertfordshire values the relationship with the Royal Free London NHS Foundation Trust and appreciated 
having the opportunity to be involved with their Quality Account priorities workshop this year. We support the quality 
priorities outlined in this Quality Account to improve services for patients.

 

Steve Palmer, Chair Healthwatch Hertfordshire, May 2022

Click here to share your stories and experiences, so we can use 
this feedback to improve services.

We’re your independent health and social care champion.

https://www.healthwatchhertfordshire.co.uk/share-your-views/
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Statements from Overview and Scrutiny Committees:

Comments from the Chair of the LB Camden Health and Adult Social Care Scrutiny Committee (24th May 2022) 

Disclaimer: The Health and Adult Social Care (HASC) Scrutiny Committee did not sit between the receipt of 
the draft quality report and the due date for comments. They could not therefore provide comments on 
the named quality report. The following statement was provided solely by the Chair of the HASC Scrutiny 
Committee, Cllr Larraine Revah, and they should not be understood as a response on behalf of the Committee.  

Firstly, I would like to congratulate the Trust for the incredible work it has undertaken in continuing to provide excellent 
care for Camden residents whilst faced with the continuing pressures of the Covid-19 pandemic. 

The report is well structured, and clearly sets out how the Trust performed against priorities in 2021/22. The accounts 
highlight success, acknowledge areas where targets have not been met, and set out plans to address areas of concern. 

The following observations were made in accordance with a set of core governance principles, which guide the scrutiny 
of health and social care in Camden.  

1) Putting patients at the centre of all you do. 
The report shows the Trust made significant progress in patient experience related priorities. The work undertaken to 
support patients with dementia is commendable, It would be helpful to see an evaluation of how patients and carers 
experiences have been improved by these changes, for example in the form of a survey or questionnaire.

I am particularly pleased to see the actions taken to support carers of patients with dementia, it is fantastic that carers 
have been involved in co-designing the resource bundle for use in staff training. 

The Trust also demonstrated its commitment to improve patient experience through the ‘what matters to you events’ 
where patients and carers were given the opportunity to discuss their experiences and identify areas of improvement. It 
is positive that this will inform the Trust’s priorities for the coming year.

In regard to patient safety, it is concerning to see a high Avoidable Harm Score of 107, which did not meet the target 
of 47. It would be helpful to see how the Trust plans on reducing avoidable harm, as I note the Trust have not included 
this as a priority for the coming year. The Trust also did not meet its target of zero never events, however having 
recorded one for 2021/22 is a significant improvement on the previous year (5). The trust also failed to meet it’s target 
on falls. It would have been helpful to include how the Trust plans to reduce the number of falls leading to moderate or 
more harm. 

2) Focussing on a common purpose, setting objectives, planning. 
The Friends and Family test results show the percentage of staff who would recommend the trust as a provider of care 
to their family or friends has slightly decreased over the past four years yet is still higher than the national average. 

The Accounts clearly set out the priorities for 2022/23 and explain how the progress against the priorities will be monitored. 

3) Working collaboratively. 
The accounts include several examples of collaborative working, including the cross-borough carer steering group and 
the heart failure hub, which has led to closer working with the local primary care network and community heart failure 
team to truly integrate patients’ care.

Although the ‘recovery from the pandemic’ section highlights that the Trust forged relationships with NHS partners and 
others, I would recommend including more detailed examples of some of the fantastic partnership working the Trust 
undertook with Camden Council and the voluntary sector.
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4) Acting in an open, transparent and accountable way - using inclusive 
language, understandable to all - in everything it does 
The accounts demonstrate the Trust has taken action to improve the accessibility of information, by carrying out an 
audit to understand progress of implementing the Accessible Information Standard and accessibility for patients and 
carers whose first language is not English. 

The accounts show the Trust have taken action to improve accessibility for people with learning disabilities, for example 
the trust developed easy read complaints information to make the process of feeding back any concerns or issues more 
accessible for people with a learning disability and or autism.

It is also positive to read that the Trust conducted a survey on how the ‘My RFL’ digital care portal has been for people 
with disabilities. The report notes the survey highlighted areas for improvement, I look forward to reading how this is 
addressed in next year’s accounts. 

Kind regards

Cllr Larraine Revah

Chair of Camden’s Health and Adult Social Care Scrutiny Committee  
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Barnet HOSC Comments on Royal Free London NHS Foundation Trust 
Quality Accounts 2020-21 (27.05.22)
•  The Committee congratulated the Trust on its continued recovery from the Covid-19 pandemic, including its successful 

research and development and Covid-19 vaccination programme, and for its continued support to the community 
during a very difficult time. 

•  The Committee was pleased to see the improvements in patient records meaning that records could easily be shared 
across all three sites in the Trust. 

•  The Patient Experience Strategy as part of priorities for improvement, 2020-21, was welcomed by the Committee, 
in particular additional tools in relation to dementia practice and the cross-Borough Carer Steering Group. The 
Committee was pleased that support was being provided for patients in understanding their care. The Committee 
would be interested to receive information on outcomes for patients. 

• The Committee welcomed the advanced care planning as part of End-of-Life Care. 

• The improvements in clinical effectiveness were noted.

•  The Committee welcomed the improvements in patient safety, with the reduction of never events down from five to one.

• It was noted by the Committee that the action taken to improve data quality was a positive step.

• The Committee complimented the Trust on reducing the 18-week waiting times.

• The Committee welcomed the progress on improving maternity services.

• The restart of kidney transplantation at the Royal Free Hospital was welcomed.

•  The Committee congratulated the Trust on reducing its cancer waiting times and referrals backlog caused by the 
pandemic. The speed of treatment being offered to patients is impressive.

•  The Committee was pleased to see that there was an improvement in the number of C. Diff cases since the report in 
2019-20 rates.

• It was noted that the Trust was given no ‘must do’s but has ‘should do’s’ which is an improvement. 

However:

•  It was noted that the avoidable harm targets had not been met and that the Trust had achieved less than it had 
hoped and was well below the score. The Committee would be interested to know whether the approach to this 
would be reviewed. 

•  The target to reduce inpatient falls had not been met and the Committee enquired what action could be taken to 
improve this as it is important for elderly, patients with dementia and with learning difficulties. 

• The Committee wondered what could be done to meet national cancer waiting times targets in relation to GP referrals. 

•  The Committee had been informed that patients still reported having difficulties contacting a hospital doctor even 
whilst on the wards. They reported leaving their contact details and then not being contacted and having to wait 
around to try to speak to a doctor. The Committee requested that this be fed back to the Trust. 

•  The Committee was concerned that mental health support in maternity services, antenatal check-ups and midwife and health 
visitor check-ups did not receive good feedback in the questionnaire and wondered what would be done to improve this. 

• The Committee was concerned that there had been three avoidable deaths over the past year. 

•  The Committee hoped that the Trust could improve its scoring on ‘recommendations to friends and family’ as this 
reflected the earlier comment on communication with doctors and information on patient care.

•  The Committee was disappointed that the Trust had only achieved the 62-day target for first definitive treatment for 
69.3% of patients, and this had been decreasing since April 2021.
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Statement from the Council of Governors:

1st June 2022

One of the key statutory duty of governors is to review and sing off quality accounts. Governors from the very start 
have ensured to feedback on the very initial draft and reviewed the draft quality accounts and have provided detail 
consolidated feedback on the progress of priorities for 2021/2022. Governors were involved in the initial briefing 
of the draft quality account and a follow up session to consolidate feedback.

Council of Governors responsibilities

The council of governors provides a way to directly link the Royal Free London to the communities it serves through 
the active involvement and participation of patients, public, staff and organisations in the council. The council is in 
place to ensure that the voice of the public, patients and staff is used to inform the trust’s decisions and improve 
medical care and patient experience.

To enable governors to carry out their statutory responsibilities, governors:

• attend council of governors’ meetings and provide challenge to the trust

• attend board sub-committees and observe non-executive directors who either chair or attend these meetings

•  ensuring the Royal Free board acts in accordance with the trust’s identified aims and fulfils the requirements of 
NHS England/Improvement

• act in an advisory capacity to contribute to the strategic direction of the trust

• working with the Royal Free board of directors to produce plans for the future development of the trust

Information included in the report has been shared with the council of governors during the year by:

• Regular provision of information on the trust’s performance in the quarterly council of governors meeting.

• Updates in the chief executive’s briefing to the council of governors

•  Committees and subcommittees that Council members attend and actively works with the non-executive directors 

Due to COVID-19, the communication with the Governors was online and efficiently covered all the focus areas including:

•  Patient safety – put safety first, maintain organisational learning, encourage honest transparency with patients, 
staff, and the public, be supportive when errors occur.

• Clinical effectiveness – What were the outcomes? How successful is the care provided?

• Patient experience – How was the experience for our patients using our services?

Governors on an on-going basis are working with the trust, with the aim of being closely involved in future priority 
setting and monitoring progress for the defined future priorities through the right committees and meetings and 
to be engaged from the start.

Sneha Bedi  
Lead Governor (on behalf of Council of Governors)
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ANNEX 2: STATEMENT OF 
DIRECTORS’ RESPONSIBILITIES FOR 
THE QUALITY REPORT 

The directors are required under the Health Act 2009 and the National Health Service  
(Quality Accounts) Regulations to prepare quality accounts for each financial year. 

NHS Improvement has issued guidance to NHS foundation trust boards on the form and content of annual quality reports (which 
incorporate the above legal requirements) and on the arrangements that NHS foundation trust boards should put in place to 
support the data quality for the preparation of the quality report. 

In preparing the Quality Report, directors are required to take steps to satisfy themselves that: 

•  the content of the Quality Report meets the requirements set out in the NHS foundation trust annual reporting manual 
2021/22 and supporting guidance: detailed requirements for quality reports 2021/22; 

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

 - Board minutes and papers for the period April 2021 to March 2022 

 - papers relating to quality reported to the board over the period April 2021 to March 2022

 - feedback from commissioners dated 24 May 2022 and 26 May 2022

 - feedback from governors dated 01 June 2022

 - feedback from local Healthwatch organisations dated May 2022 

 - feedback from Overview and Scrutiny Committees dated 24 May 2022 and 27 May 2022

 -  the trust’s complaints report published under regulation 18 of the Local Authority Social Services and NHS Complaints 
Regulations 2009 dated July 2021

 - the latest national patient survey dated July 2021

 - the latest national staff survey dated March 2022 

 - CQC inspection report dated June 2021

• the quality report presents a balanced picture of RFL’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 and is subject to appropriate scrutiny and review; and

•  the Quality Report has been prepared in accordance with Monitor’s annual reporting 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: 

Mark Lam, Chairman

Date: 20.06.2022

Caroline Clarke, Chief Executive

Date: 20.06.2022
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We have:

  Reviewed and amended the Trust incident policy in accordance with the section 
29a warning notice Clinical Governance and Learning action plan.

  Reviewed the Trust risk management policy in accordance with the section 29a 
warning notice.

 -  The review determined that a separate maternity risk management strategy 
was required, linking with the Trust’s response to immediate and essential 
action 1 of the Ockenden Report.

  Strengthened the dissemination of information relating to learning from 
maternity patient incidents in accordance with the section 29a warning notice 
Clinical Governance and Learning action plan.

  Updated the DATIX incident form in accordance with the section 29a warning 
notice Clinical Governance and Learning action plan.

  Amended the Serious Incident notification mailing list in accordance with the 
section 29a warning notice Clinical Governance and Learning action plan.

  Amended the Trust’s Inquest Policy to ensure clear guidance of the PFD 
notification and reporting processes in accordance with the section 29a warning 
notice Clinical Governance and Learning action plan.

APPENDIX A: RFL NHSFT CQC 
MATERNITY ACTION PLAN

Unannounced CQC maternity core-service inspection at Royal Free Hospital (October 2020) 

A maternal death and the subsequent coroner’s preventing future deaths notification received in August 2020 raised safety 
concerns and triggered the inspection.

Following the inspection in October 2020, the CQC contacted the Trust on 13/11/2020, expressing concern that they were not 
assured the Trust’s maternity services are learning from incidents and improving practice to keep our patients safe. The CQC 
issued a Section 29a warning notice to the Trust on 13/11/2020. The Trust made the necessary improvements within the section 
within the timeframes so that the CQC lifted the Section 29a warning notice in January 2021. All actions for improvement are 
complete, with ongoing monitoring in place or embedded into business-as-usual.

Royal Free Hospital inspection findings and actions:

The trust must ensure 
actions and lessons learned 
following a safety incident 
are implemented in a 
timely and effectively way. 
(Regulation 12)

TRUST UPDATE:THE CQC SAID:
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We have:

  Reviewed all HSIB actions and collated into a themed action plan in accordance 
with the section 29a warning notice Clinical Governance and Learning action plan.

  Undertaken an audit of all HSIB referred cases in January 2021 to ensure 
compliance with processes and timely implementation of recommendations.

  Reviewed and updated the format and content of the ‘SI Action Evidence 
Monitoring Report’ presented quarterly at CPPSC and CSIC to improve the 
effective monitoring of implementation of lessons learned.

  Completed an audit of MEOWS to ascertain if improved compliance has been 
embedded following a patient safety incident.

  Senior midwives have undertaken observational reviews of SBAR handovers and 
provided immediate feedback on any non-compliance with protocol.

We have:

  Developed a guide for staff on how to access non-written forms of 
communication for patients including how to access the language interpretation 
service (The Big Word).

  Worked with neighbouring maternity units to identify any gaps in essential 
maternity patient information leaflets.

  Identified the top 10 languages used by RFL maternity service users and produced 
translations of all clinical maternity patient leaflets into those languages.

  Signposted maternity service users to approved websites that enable a range of 
personalised choices of how information is received.

  Reviewed the Trust’s webpage to ensure non-English speaking women, contains 
clear information and has links to accessing the information in other languages.

  Implemented the Trust’s equality, diversity and inclusion action plan across 
maternity services.

We have:

 Developed a poster that outlines how to raise a concern including via the MVP.

  Undertaken daily checks that all necessary patient information leaflets, including 
PALS leaflets, are on display within clinical areas and any omissions documented 
at handover.

  Information on PALS and how to raise a concern is clearly accessible via the Trust 
website and within maternity hand-held records.

We have:

  Allocated staff to undertake resuscitation trolley checks as a standard agenda 
item at handover. All checks are documented daily including medications and 
perimortem caesarean section pack. 

  Raised awareness to staff to continuously check for expired medicines across all 
clinical areas and return any out of date medications to pharmacy.

The trust must ensure 
effective monitoring of 
compliance following 
the implementation of 
recommendations and lessons 
learned. (Regulation 17)

The trust must have patient 
safety information leaflets 
available in other languages. 
(Regulation 12)

The trust must ensure 
information explaining 
to patients how to raise 
concerns or make a 
complaint is easily available. 
(Regulation 16(2)

The trust must have an 
effective mechanism to 
manage resuscitation 
trolleys. (Regulation 12)
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We have:

  Undertaken a review and amended the Trust’s Duty of Candour policy in 
accordance with the section 29a warning notice Clinical Governance and Learning 
action plan.

  Reviewed and amended monthly SI Progress Reports SOP to include monthly audit 
of completed Duty of Candour letters to monitor compliance with the Trust’s 
amended Duty of Candour policy, including escalation and recommendations in the 
event of non-compliance.

 Scoped options for the reinstatement of regular Duty of Candour training.

We have:

  Completed a deep dive into maternity services to identify areas of practice where 
audit will help to improve standards of practice and support evidence of improved 
learning.

  Established a consistent and robust approach for the reporting of clinical 
effectiveness standards and outcomes and highlighting areas where the Trust is not 
fully compliant or is identified as an outlier.

  Recruited into vacant quality governance posts to enable quality governance 
processes, including internal audit, to function more effectively.

We have:

 Ordered and deployed new portable computer hardware.

 IT technical support available within clinical areas on weekdays.

 Educated staff on basic troubleshooting.

  Ordered and installed Cerner connectivity engines and installed trunking to 
secure cables.

 User guides and videos to support workflows.

 Reinstated electronic MEOWS.

 Purchased new scanners to enable administration of medication (e-prescribing).

 Trained super-users and staff.

 Midwifery information officers to embed workflows.

  Ensured decision making processes are made clear and that the rationale behind 
such changes are clearly articulated to frontline staff, maternity staff should be 
informed and able to explain the reasons for changing to paper MEOWs on the 
Royal Free Hospital site but maintaining use of EPR MEOWS at Barnet Hospital.

We have:

  Commissioned an independent review of the Trust’s quality governance processes in 
accordance with the section 29a warning notice Clinical Governance and Learning 
action plan.

The trust must ensure it 
complies with the Duty 
of Candour regulations. 
(Regulation 20)

The trust must ensure internal 
audit processes function 
well, are timely and have a 
positive impact on quality 
governance. (Regulation 17)

The service must ensure 
electronic and paper patient 
record systems are suitable 
and reliable. (Regulation 17)

The trust must ensure their 
governance arrangements 
have effective structures, 
processes and systems of 
accountability. (Regulation 17)
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APPENDIX B: PROGRESS AGAINST 
CQC INSPECTION FINDINGS

Announced trust-wide CQC core-service inspection (December 2018) 
In response to the 11 must-do and 81 should-do improvement requirements, the Trust implemented a CQC improvement action 
plan. The actions were developed, agreed upon, and implemented across each business unit. Each business unit’s local executive 
committee (LEC), clinical performance & patient safety committee (CPPSC) monitors progress. 

CQC must-do findings
The Trust has completed all the must-do improvement actions in July 2021 identified in the inspection report published in April 
2019. The completed actions are monitored to ensure ongoing compliance.

All completed actions for improvement are being monitored or embedded as business-as usual. Findings and actions in bold have 
been completed since the last quality accounts.

CQC should do findings and actions
During 2021-22, Barnet Hospital business has two actions remaining open around critical care guidelines and mandatory training 
compliance. These open actions are expected to be completed by the end of the year. 

At Royal Free Hospital, two actions also remain open, relating to mandatory training compliance and appraisal rates. These open 
actions are expected to be completed by the end of 2022/23. 

All should do actions for Chase Farm Hospital have been completed and are being monitored.
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APPENDIX C: CHANGES MADE TO 
THE QUALITY REPORT

The views of our stakeholders and partners are essential in developing our quality 
report. In addition to correcting the identified grammatical and formatting errors, our 
report has changed as follows in response to comments received from the distribution of 
the draft quality account:

STAKEHOLDER COMMENT RESPONSE

Barnet Health Overview 
and Scrutiny Committee

It was noted that the avoidable harm targets had 
not been met and that the Trust had achieved less 
than it had hoped and was well below the score. 
The Committee would be interested to know 
whether the approach to this would be reviewed.

The Patient Safety team have added 
further commentary to this section 
above including reference to the 
national ‘Learn from Patient Safety 
Events’ programme that should allow 
us to review how we measure incidents 
going forward.

Camden Health and 
Adult Social Care 
Scrutiny Committee

It would be helpful to see how the Trust plans on 
reducing avoidable harm, as I note the Trust have 
not included this as a priority for the coming year.

It would have been helpful to include how the 
Trust plans to reduce the number of falls leading 
to moderate or more harm.

As above, the trust is taking the 
opportunity to move towards a better 
measure for incidents in line with the 
upcoming new national guidance.

Further narrative has now been added 
to this section above to better explain 
the ongoing actions being taken to 
manage falls in the trust.

Herts Valley Clinical 
Commissioning Group

There is the opportunity to strengthen the 
priorities by identifying clear patient outcomes 
and indicators of success so that effectiveness and 
impact can be measured going forward.

The inclusion of a ‘what success looks 
like’ section to the quality priorities for 
2022/23 will allow us to reflect and 
better evidence our achievements in next 
year’s account as well as provide stronger 
more specific actions going forward. 
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