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i am proud to present the trust’s fourth set of quality accounts in what is my first year in charge 
of this organisation. though i have only been here a few months, i am already hugely impressed 
with the efforts made by staff at all levels to improve their part of the service we provide.

We have made progress in many key areas over the last 12 months, both in terms of our acute services 
and also in integration with community-based healthcare in keeping with the changes outlined in the 
Health and Social Care Bill. A new medical model has been introduced that improves patient flows 
into, within and outside our care. As part of the Barnet, Enfield and Haringey Clinical Strategy process 
we are moving rapidly towards the implementation of the SAFE (Sustainable and Financially Effective) 
standards across the organisation. Our partnerships with NHS Enfield have seen us working on setting 
up community-based pain and outreach cardiology clinics, both of which will be introduced early in 
2013/14.

Reports released by health authorities and the Care Quality Commission (CQC) over the course of the 
year have highlighted areas where we can improve but have also demonstrated the generally high quality 
of our services. The Health and Social Care Information Centre calculated figures using the new summary 
hospital-level mortality indicator (SHMI) from July 2010-June 2012 and found the Trust to have lower 
than expected mortality rates. We also scored very highly in the annual Patient Environment Action Team 
(PEAT) Assessments; Barnet Hospital scored a 5 (for ‘Excellent’) on both Environment and Food, whilst 
Chase Farm Hospital scored a 4 (for ‘Good’) and a 5 for these two areas respectively. Both hospitals 
scored a 4 on Privacy and Dignity. 

The Barnet, Enfield and Haringey Clinical Strategy, which is driven by the clinical imperative to improve 
and sustain our quality of care and patient outcomes, has now moved into its proposed implementation 
phase. We are ensuring that patient experience continues to improve during and after the changes 
planned for November 2013. Extra car parking spaces are being provided at Barnet Hospital to improve 
accessibility, and as the Accident and Emergency department becomes busier the clinical benefits of 
having services specialised in fewer locations will start to become evident. 

The Trust would like to thank the local community for their patience during the reconfiguration process. 
It has been a challenging journey over a number of years but as we near ‘going live’ we are confident of 
our ability to deliver substantial improvements in our levels of care to our patients and relatives.

It is a requirement of the quality account regulations that the Chief Executive takes personal responsibility 
that information within this document is accurate and I am happy to give you my reassurance that this is 
indeed the case.

introduCtion and stateMent on QuaLitY 

from the Chief executive

Dr Tim Peachey
Chief Executive
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our mission statement reads that: 

“Barnet and Chase farm Hospitals nHs trust will 
deliver excellent patient outcomes and care, of which 
patients, the public and staff can be proud.”  

our quality priorities for 2013/14

each year we set quality 
improvement priorities that 
are monitored by the trust 
Board. in deciding on our 
quality priorities for 2013/14, 
suggestions were invited 
from clinicians across the 
trust and opinions were 
sought from our patients 
and stakeholders via 
quality account workshops 
attended by our medical 
representatives, local LinKs 
and commissioning groups 
and council representatives. 

other factors taken into account included:

  The common thread of complaints around contacting the 
hospital

  Improvements that all NHS organisations are expected to make 
to improve patient care 

  Areas agreed with commissioners through Quality and Innovation 
payment framework

  Where we did not meet our objective – Care of the Dying – 
Liverpool Care Pathway

The Trust’s Quality and Safety Committee considered all suggestions 
and agreed the six priorities set out below, which following 
evaluation through the Local Scrutiny Committees, Clinical 
Commission Groups and LINKs will, be put forward to the Trust Board.

Below we set 
out the domains 
of quality that 
each priority 
relates to:

patient experience

Dementia service

Care of the dying

safety
National Safety Thermometer

Preventing pressure ulcers

effectiveness

Administration standards

Complaints to Trust Board 
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the trust dementia strategy was launched in april 2011. 
since then, the trust has piloted and implemented a range 
of practical steps to support patients with dementia. the 
launch of the strategy included the commencement of the 
dementia care pathway. 

Dementia remains a priority for us as I in 4 of our patients suffers 
from some form of dementia, including Alzheimer’s, when they 
are admitted to one of our hospitals. Patients with dementia 
often show signs of confusion and anxiety. They may eat and 
drink less, and wander from their ward, leading to higher risk of 
falls. Ensuring we get their care right will have a positive impact 
on patient management. We have already introduced dementia 
screening so we can identify all patients with dementia when they 
are admitted to our hospitals.

Training in dementia care remains a high priority and the Trust 
has implemented a range of training programmes. These include 
bespoke training provided by Middlesex University as well as an 
e-Learning training package. The Trust is also actively involved in 

priority one
dementia services
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the University College London Partners (UCLP) dementia training 
initiative.

The Trust has introduced distraction boxes for elderly patients 
and Tiptree tables on some wards at Barnet Hospital which are 
being supported by the current Mayor of Barnet, Councillor Brian 
Schama’s fundraising activity this year. The new “Tiptree Table” 
is being used to tackle both the mental and physical symptoms 
of a dementia patient during their stay on our wards. As a café-
style activity table, the Tiptree table includes distractions such as 
a photo album, dominoes, playing cards and pens. These help 
reduce anxiety, dehydration, malnutrition and wandering-related 
falls. Drinks and snacks will also be provided where appropriate. 
These benefits can be felt without the patient being confined to 
their bed or bedside.

As part of our commitment to supporting carers, the Trust has 
also implemented the Carers Badge Scheme. The purpose of this 
scheme is to ensure appropriate support and acknowledgement 
for carers while they support vulnerable people in hospital. Carers 
will be identified by the badge that they wear.

The use of the Carers Badge Scheme and also the Butterfly 
Scheme (the latter was detailed in last year’s Quality Account) 
will form part of our audit programme for the forthcoming year, 
further emphasising our commitment to this programme and in 
recognition of the vital role the community play in the care of 
these patients.

The Trust has also chosen to be part of the new Commissioning 
for Quality and Innovation (CQUIN) scheme to support carers in 
the community which will be launched shortly.

The monitoring and measurement against progress will be 
through the Dementia steering group which meets fortnightly. 
This steering group will report to the Quality and Safety 
Committee who meet bi-monthly.
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the nHs safety thermometer has been designed to be used 
by frontline healthcare professionals to measure a snapshot 
of avoidable harm once a month from pressure ulcers, falls, 
urinary infection in patients with catheters and treatment for 
venous thromboembolism. these four high volume patient 
safety issues represent the direction of the nHs outcomes 
framework to measure improvements against key outcomes. 

The Safety Thermometer CQUIN is a mandatory requirement for 
NHS organisations and seeks to enable Trusts to understand where 
the key avoidable harms are occurring in their patient population 
and how to address them by focused improvement. The Trust was 
among the original 10 trusts in London who participated in the 
national safety pilot and so gained a head start in the understanding 
of improvements needed for harm free care delivery.

We want to build on this work and therefore focus on the areas 
where we need to improve such as reducing the number of slips, 
trips and falls.

In 2012/13 our CQUIN goal was to achieve 100% measurement 
of all eligible patients each month so that a baseline could be 
established. In 2013/14, we will use the established baseline to 
endeavour to demonstrate a significant reduction in Hospital 
Acquired Pressure Ulcers (HAPUs). 

It should be noted however, that the NHS Safety Thermometer 
was designed to measure local improvement over time and should 
not be used to compare organisations, as there are differences in 
patient mix and data collection methods that can invalidate such 
comparisons. For example, this Trust has a high percentage of 
older patients who are likely to present with more harms. 

In order to achieve success, the Trust recognises the commitment 
to openness and transparency and more importantly has a real 
appetite for improvement. 

The data gained from the thermometer will be clearly documented 
on wards to help achieve this drive for improvement as well as 
being communicated across the organisation and to the Trust 
Board. This will allow us to identify areas of concern so that we 
can improve and move forward to harm free care. This will also be 
reported on at weekly Matrons and Senior Sisters meetings and 
then through the quality assurance process.

priority two
national safety thermometer
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avoidable hospital acquired pressure ulcers (often called 
pressure sores) remain a key indicator of the quality of 
nursing care. this is an area of concern for the whole 
health economy.

The Trust gives high priority to this and a zero tolerance approach 
to avoidable pressure ulcers has been implemented with ongoing 
focus being given to this area of care. We want to reduce the 
significant pain and discomfort pressure ulcers cause our patients.

Following our improvements we aim to have zero category 3 and 
4 avoidable ulcers. These improvements will continue and we will 
review the use of the SKIN Bundle - a nursing process designed to 
ensure that appropriate, preventative measures and monitoring is 
in place for all patients.

Moving forward, our tissue viability team remains committed 
to the delivery of education and continued improvement in 
prevention of hospital acquired pressure ulcers and has planned 
training, education and competency based assessments to 
improve staff knowledge and skills.

priority three
pressure ulcers

Measure sourCe of data freQuenCY of CoLLeCtion data CoLLeCted and reported 
BY

Number of patients who 
develop a category 2 hospital 
acquired pressure ulcer

DATIX (electronic database) Monthly (Reported Quarterly) Matrons as part of performance review
Deputy Director of Nursing

Number of patients who 
develop a category 3 hospital 
acquired pressure ulcer

DATIX Monthly (Reported Quarterly) Matrons as part of performance review
Deputy Director of Nursing

Number of patients who 
develop a category 4 hospital 
acquired pressure ulcer

DATIX Monthly (Reported Quarterly) Matrons as part of performance review
Deputy Director of Nursing

Prevalence of patients who 
develop a category 2 or 
above hospital acquired 
pressure ulcer

Safety Thermometer Monthly Ward Sisters
Head of Performance

Monitoring and Measurement of progress/Key performance indicators
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the trust has a particularly busy administrative department, 
the equivalent of over 600 full-time staff, sends over 220,000 
appointment letters a year, booking over 600,000 clinical 
attendances and 100,000 inpatient admissions annually. 

This service is very often the front door of the patient’s journey 
and experience, and it now needs to change for a number of 
reasons. The quality of service provided is inconsistent, with a 
quarter of complaints to the Patient Advice and Liaison Service 
(PALS) relating to basic clinical administration. 

Improving the patient experience in all aspects of our services 
means getting things right first time. This ensures consistent high 
quality service, freeing up clinicians to be able to treat patients 
and ensuring that the service develops and supports its staff. A 
first class administrative service therefore has a big role to play in 
creating a better patient experience and improved clinical care. 

priority four
administration standards
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We also aim to improve the availability of medical records. We 
are moving progressively onto an electronic platform to allow 
integrated and improved clinical record keeping and this in turn 
improves the patient experience and care.

One of the new technologies set to be introduced in 2013/14 
is the use of self check-in kiosks. These will enable patients to 
check in using touch screen and bar code technology as well 
as allowing doctors to call through to clinics. They will result in 
reduced crowding in waiting areas and improvement in patient 
confidentiality amongst other benefits. Staff and volunteers will 
be available to help use the machines and receptionists will still be 
there for anyone who prefers to check-in that way.

There will be new quantitative standards set for administrative 
work. We aim to reduce appointment re-bookings from 25% 
to less than 10% and shorten the clinic letter turnaround from 
up to four weeks to less than four days. The data gained will be 
monitored monthly at the Trust Hospital Management Board.

our plan for making these administrative improvements involves:

  reviewing how our clinical administrative teams are 
allocated as well as the policies and procedures they 
follow

  introducing new technology to help raise the standards 
of service we provide to our patients

  forming ‘clinical offices’ - single points of access for 
groups of specialties.



14

Q
u

a
lity

 a
cco

u
n

ts 2012-2013

end of life care can be a difficult issue for families and 
we need to ensure that we do our best to minimise the 
distress to patients and their families in a supportive 
manner.

The Trust aims to provide excellent end of life care to patients  
and encourages the use of the Liverpool Care Pathway (LCP) to 
support this. The LCP is an integrated care pathway aimed at 
improving the quality of care for patients in the last few hours 
or days of life. It is a multi-professional document that guides 
professionals to provide the best standards of care by transferring 
the hospice model of care into the acute setting, where currently 
58% of deaths occur. The LCP incorporates care before and 
after death, ensuring a dignified death and the provision of 
appropriate support to relatives and friends.  

It must however be applied appropriately and discussed with the 
patient and their families in order to ensure every confidence in 
its approach.

Based on our audit, we intend to use last year’s key performance 
indicators and the data gained will be monitored through the 
Clinical Governance and Quality and Safety Committees.

priority five
Liverpool Care pathway with 

an emphasis on dignity, respect 
and compassion
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organisational key performance indicators (Kpis):  

Kpi 1:  Access to information relating to death and dying

Kpi 2:   Access to support services for care in the last hours or 
days of life  

Kpi 3:   Care of the dying: continuing education, training and 
audit  

Kpi 4:   Clinical provision/protocols promoting patient privacy, 
dignity and respect, up to and including after the death of 
the patient

Clinical key performance indicators (Kpis)

Kpi 5:     Anticipatory prescribing for the main symptoms that may 
develop in the last hours or days of life

Kpi 6:  Communication with the relative and carer around the 
plan of care (LCP), to promote understanding  

Kpi 7:  Routine review and assessment of the patient and their 
relatives/carers  

Kpi 8: Compliance with completion of the LCP.

National Care of the Dying Audit Hospitals (NCDAH) 2011-2012

Marie Curie Palliative Care Institute Liverpool

Measure sourCe of data freQuenCY of CoLLeCtion data CoLLeCted and reported 
BY

Number of patients who die 
supported by LCP for the 
Dying

Bereavement office Monthly Matron for End of Life Care, as part of 
the performance review 

Anticipatory prescribing – all 
patients identified as dying 
have a prescription in place 
to treat commonly occurring 
symptoms

Patient Notes Drug Charts 3 monthly Matron for End of Life Care
Patient Experience Group
Reported by audit

Number of staff attending 
training   

Record of attendees 6 monthly Matron for End of Life Care
Reported by audit

As described in last year’s quality 
account we will continue to 
monitor performance through 
the following key performance 
indicators.



following the recent publication of the francis report, 
the trust is focused at all levels on ensuring that we are 
sensitive to any early warning signs indicative of failure in 
standards of care.  

It is clear that an important early indicator can be the nature of 
complaints received by the organisation. 

Because of this the Trust Board now hears about a complaint 
at each of its public board meetings and we are focused on 
understanding and improving the quality of complaint responses.

The Chief Executive reads and signs all responses. The Director of 
Nursing, and where appropriate the Medical Director, also reads 
complaint responses in order to ensure care issues are addressed 
throughout the Trust.

The Trust also has a comprehensive computerised incident 
reporting system (DATIX). All staff are encouraged actively to 
report incidents on the system. These are then categorised and 
investigated so that trends can be understood and appropriate 
actions taken.

priority six
Complaints to trust Board
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Any serious incidents undergo a formal root cause analysis and 
are reviewed by a panel of senior staff chaired by the Medical 
Director and Director of Nursing. The cases cannot be closed until 
evidence of the appropriate action has been given and, in the 
most serious cases, externally validated. Outcomes are fed back 
into the clinical directorates and across the Trust.

The Trust has seen a rise in complaints from 207 last year to 299 in 
2012/13. A key area of concern and complaint for patients during 
the year has been management of both outpatient and inpatient 
appointments. In response to this the Trust is making changes to 
its administrative processes to ensure that the issues highlighted 
by patients are addressed as outlined in priority four. We are also 
going to raise the profile of our ‘Message to Matron’ card to 
encourage more timely resolution of issues where possible.

The Trust has recently improved the timeliness of response (target 
is within 25 days) and will aim to build on this improvement. This 
will be monitored by the Patient Experience Strategy Steering 
Group. 

The Trust aims to resolve complaints through local resolution. 
When complainants are not satisfied their next recourse is the 
Ombudsman, therefore an indicator of the success of local 
resolution is the number of Ombudsman referrals which the Trust 
will monitor on quarterly basis.

We will also carry out a detailed quarterly review of the themes 
that arise from our complaints and implement the appropriate 
action. The data gained will be reported to our Quality and Safety 
Committee and the Trust Board.
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during 2012/13 the trust once again provided high quality clinical services. 

in this part of our quality accounts we review our performance against our 

key quality priorities for 2012/13 and provide examples that illustrate how 

individual services and specialties are focused on quality improvement. we 

also provide key data relating to our performance.

review of quality 

performance during 2012/13

performance against our 
key quality objectives

On the next pages, we outline how we performed against these objectives.

in the 2011/12 quality accounts, we set five key quality 
improvement objectives. these were:

prioritY one  improving stroke care – safety and patient experience

prioritY two  the Liverpool Care pathway (LCp) for the dying patient 
– patient experience

prioritY tHree  prevention and management of pressure ulcers – 
patient safety and patient experience

 prioritY four  access to services for people with learning disabilities 
- working in partnership with the acute Learning 
disability Liaison nurse and the local Community 
Learning disability teams to ensure improved 
outcomes for patients with a learning disability – 
patient experience

prioritY five  infection Control - maintaining standards – patient 
safety
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prioritY one

As part of our aim to maintain this level of care for these patients, 
the Trust is part of the national Accelerating Stroke Improvement 
(ASI) programme which highlights key areas of work including: 
direct admission to a Stroke Unit and time spent on a Stroke Unit, 
timely brain scan and psychological support.

our progress in these areas during 2012/13 has been as 
follows:

Our patients have immediate access to brain imaging 24 hours 
a day, seven days a week. We constantly audit our TIA clinic 
response times and this study identified that we are seeing more 
patients in this clinic. We are currently reviewing our staffing 
arrangements to ensure we can meet the extra demand on an 
ongoing basis.

We are reviewing psychological support as there is no 
neuropsychologist in our hospital, although many stroke units do 
employ one on a part time basis. Instead, we do routine mood 
assessments and treat when required.

We have set up weekly Multi Disciplinary Team meetings (MDT) 
and daily board rounds on the ward with the whole team present. 
The MDT are involved in all discharge decisions about the patients 
to ensure they go home with the appropriate care and community 
support if required. The chart below shows the number of 
patients spending 90% or more of their stay on a stroke unit. The 
red line shows the target of 80% and the blue line demonstrates 
that this was achieved every month throughout the year.

We achieved this priority.

improving stroke care
during 2011/12 our transient 
ischaemic attack (tia) service 
at Barnet Hospital was 
awarded Gold accreditation. 
this was presented by 
the Cardiovascular and 
stroke network and local 
commissioners in recognition 
of the team providing the 
highest quality of service to 
our patients. it also made us 
the first trust in the sector 
to be accredited with this 
standard. 
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The LCP incorporates care before and after death, ensuring a 
dignified process and the provision of appropriate support to 
relatives and friends. Government policy reinforces the need to 
prioritise the delivery of high quality care at the end of life.

We aimed to increase anticipatory prescribing for patients 
identified as dying (this means prescribing medications in advance 
which may be needed to treat pain or other symptoms, before 
they arise). An audit in 2012 showed that 81% of patients 
identified as dying had all the correct medications prescribed. This 
is an improvement on the previous figure of 67% but there is 
clearly room for further improvement.

Previous audits have highlighted that we were not always able to 
demonstrate the level of care that we provided. We have focused 
on reminding staff of the essential elements of end of life care. As 
a result, this will remain a priority for 2013/14.

We partially met this priority.

the Liverpool Care 
pathway (LCp) for the 

dying patient
this remains a priority for the 
trust (see priority five), as 
we aim to provide excellent 
end of life care to patients, 
and encourage the use of the 
Liverpool Care pathway to 
support this.  

Mr. X was an 85 year old man with heart failure and kidney failure. He was 
admitted to hospital with worsening breathlessness and oedema (swelling of 
the body with fluid) and was found to have end-stage heart and kidney failure. 
He had already recieved all possible treatment for the heart failure, despite 
which was getting worse. Mr. X and his family understood that he was going 
to die within a few days from the heart failure. He was breathless, nauseous, 
and anxious. He and his family agreed that he wanted the best end of life care, 
with his comfort as the main aim, and that to help achieve this, the LCp should 
be commenced. in agreement with Mr. X we stopped doing blood tests and 
measuring observations (e.g. temperature and blood pressure) to allow him to 
rest. He was given medication for the breathlessness, nausea and anxiety and 
became much more comfortable. He died peacefully a short time later. His family 
were pleased that he was able to be comfortable and dignified at the end of his 
life.

Case study 

prioritY two
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Staff training was focused on the classifications of pressure ulcers 
and ensuring they were able to categorize the level of damage 
appropriately.

Heels were a key area of risk and the Trust introduced repose 
booties and aderma skin protection.

Weekly reviews of patients with pressure ulcers were started in 
2011/12 and have continued to have a positive effect on the 
reduction of hospital Acquired Pressure Ulcers. In the last twelve 
months the Trust has seen a reduction in the level of pressure 
ulcers by 111 with only two of the most severe type of ulcer. The 
chart below demonstrates that the number of pressure ulcers in 
2012/13 is an improvement on both previous years.

We met this priority.

prevention and 
management of 

pressure ulcers
as mentioned in priority three 
for the coming year 2013-14, 
the trust gives high priority 
to this and a zero tolerance 
approach to avoidable pressure 
ulcers has been implemented 
with significant focus being 
given to this area of care.

prioritY tHree

Hospital acquired pressure ulcers by year
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A report by Sir Jonathon Michaels, entitled ‘Healthcare for All’ 
(2008), concluded that ‘people with learning disabilities have higher 
levels of unmet need and receive less effective treatment’. The ‘Six 
Lives Progress Report’ (2010) again emphasised the improvement 
required in acute hospitals to ensure that access to health services 
is equitable. More recently the updated Mencap report Death by 
Indifference - 74 and counting (2012) and the Confidential Inquiry 
into premature deaths of people with learning disabilities (2013) 
concluded that premature deaths could be avoided by improving 
the quality of the healthcare that they receive. The reports identified 
many shortcomings, the most significant being a failure to make 
reasonable adjustments to services in order to meet the individual 
needs of patients. They did, however, also identify examples of good 
practice and key recommendations for all of the agencies involved in 
caring for people with learning disabilities and their families.

Building on the findings and recommendations of the reports, the 
Trust has improved its partnership working with the local Community 
Learning Disability Teams and the Acute Liaison Nurse. This was 
positively demonstrated in a recent case with a patient who required 
an intensive chemotherapy regime. 

The Acute Liaison Nurse supported the clinicians to apply the Mental 
Capacity Act 2005 and assess the patient’s capacity to consent to the 
treatment. The Acute Liaison Nurse was able to organise meetings 
with the family and health and social care community professionals 
to ensure the gentleman’s best interests were considered at each 
stage of his treatment. The Acute Liaison Nurse worked with 
the ward staff regarding reasonable adjustments and how they 
could make small changes to the way they provided care, taking 
into consideration the patient’s learning disability. The reasonable 
adjustments included easy read information, ensuring consistency 
of staff, providing a quiet area away from the other patients and 
allowing the patient to bring in computer games and DVDs. The 
patient successfully accessed all of the investigations, procedures and 
treatments required and is currently in remission.

We met this priority.

access to services for people with learning disabilities 
- working in partnership with the acute Learning 
disability Liaison nurse and the local Community 

Learning disability teams to ensure improved 
outcomes for patients with a learning disability

over recent years there have 
been a number of hard hitting 
reports highlighting failures 
in the care and treatment 
of people with a learning 
disability within acute hospital 
settings. the first report ‘death 
by indifference’ (Mencap 
2007) documented the lives 
of six people with a learning 
disability who died in nHs care. 

prioritY four
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In 2012/13 our Intravenous Working Group focused on improving 
Intravenous line care, in particular central lines, which has resulted 
in the development of a bespoke central line insertion pack so 
that all these devices are put in using a standard approach. This 
has been supported by targeted education for all staff who insert 
and look after central lines. 

Our Matrons and Heads of Nursing have developed a Care Bundle 
to reduce the incidence of hospital acquired pneumonia and 
this will be launched in 2013/14. The Matrons also revised the 
daily ward and department cleanliness checklist which ward and 
department leaders use every day.

We launched our Olympic themed ‘Going for Gold’ campaign 
in April 2012, setting our local reduction targets (based on our 
national objectives) for both MRSA and Clostridium Difficile. 

Regrettably, we did not achieve our MRSA trajectory. Our goal 
was to have no more than four reported cases. We had seven 
reported cases. However, we continued to reduce incidents 
of Clostridium Difficile, seeing a 42% reduction in cases from 
2011/12 which is a further reduction from 2010/11. 

This reduction has been achieved by carrying out an 
in-depth investigation of all cases so that we can learn 
the lessons from each case and share these widely 
with our clinical teams. We have also focused on 
antibiotic prescribing; implementing ward rounds 
with a Consultant Microbiologist and pharmacist and 
developing an anti-microbial stewardship programme. 

Hand hygiene for all our staff remains a priority. 
We have gone back to basics with hand washing 
techniques, doing a series of road shows around the 
wards using observations of hand washing practice 
and talking to staff about how to take care of 
their hands using a special machine to test how 
contaminated the skin is. 

We partially met this priority.

infection prevention and 
Control - maintaining 

standards
infection prevention and 
Control continues to be a high 
priority for us and our patients. 

prioritY five
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this section contains eight statutory statements concerning the 

quality of services provided by Barnet and Chase farm Hospitals 

nHs trust. these are common to all trust quality accounts and 

therefore provide a basis for comparison between organisations. 

where appropriate, we have provided additional information 

that provides a local context to the information provided in the 

statutory statement. 

statements relating 

to the quality of nHs 

services provided by 

Barnet and Chase farm 

Hospitals nHs trust
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review of services
during 2012/13 Barnet and Chase farm Hospitals nHs trust provided 40 nHs services. Barnet 
and Chase farm Hospitals nHs trust has reviewed all the data available to it on the quality of 
care in all of these services. the income generated by the nHs services reviewed in 2012/13 
represents 100% of the total income generated from the provision of nHs services by Barnet 
and Chase farm Hospitals nHs trust for 2012/13.

stateMent one:

In this context we define each service as a distinct clinical directorate that is used to plan, 
monitor and report clinical activity and financial information – this is commonly known 
as service line reporting. Each individual service line can incorporate one or more clinical 
services. Clinical directorates routinely monitor demand and output data for all services and in 
aggregate this includes various quality measures. Few services are assessed in isolation. Some 
very specialised services are routinely reviewed as part of the national commissioning group’s 
processes. Each directorate is lead by a senior clinician reporting via the Trust’s management 
structure to the Trust Board.

The Integrated Performance Report is discussed at every Trust Board meeting. It includes 
information on clinical activity at directorate level ranging from activity data to contract metrics 
such as Consultant to Consultant referrals.

additional information

participation in clinical audit
during 2012/13, Barnet and Chase farm Hospitals nHs trust was eligible to participate 
in thirty seven national clinical audits and two national confidential enquiries. the trust 
participated in 92% of national clinical audits (34/37) and 100% of national confidential 
enquiries it was eligible to participate in.

139 local clinical audits were completed in 2012/13. These are reviewed by the directorate and any 
changes to practice/risks identified are managed locally, unless they impact on other areas or the Trust as 
a whole, in which case the appropriate action is taken in collaboration with the relevant groups. 

Directorates present their completed audits at their monthly audit half days and report on their audit 
activity and outcomes at the Clinical Governance Committee every six months. 

The national clinical audits and national confidential enquiries in which Barnet and Chase Farm Hospitals 
NHS Trust was eligible to participate during 2012/13 are listed in the table below, highlighting those that 
the Trust participated in during this period and the number of cases submitted to each audit or enquiry. 

stateMent two:
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national clinical audits for inclusion 
in quality accounts 2012/13

naMe of audit/ConfidentiaL 
enQuirY 

data 
CoLLeCtion 
2012/13

Barnet and CHase farM HospitaLs nHs trust partiCipation

Adult community acquired pneumonia 
(British Thoracic Society)

Yes The audit period is 1/12/2012 - 31/5/2013. To date Barnet Hospital 
has collected 47 cases for submission and Chase Farm Hospital has 
uploaded 27 cases. Further cases have been identified.

Adult critical care (Case Mix Programme – 
ICNARC CMP)

Yes The audit period is April 2012 – March 2013: BH: 395 were submitted. 
CFH: 476 were submitted.

Emergency Laparotomy

*Contract awarded to The Royal College 
of Anaesthetists (03.07.12)

No - see comments This is a new audit, awarded to RCoA in July 12. Data collection to 
commence in 2013/14.

Emergency use of oxygen (British Thoracic 
Society)

Yes BH: 6 cases submitted. CFH: 40 patients were audited - approximately 6 
cases were on oxygen at the time of the audit. 

National Joint Registry (NJR) Yes The Annual Report published does not breakdown data by Trusts, but 
collectively on prosthesis. 

Data from the SurgiCentre, Chase Farm Hospital:  
The total number uploaded to the NJR database = 384
for knee          215
for hip            157
for shoulder     11
for elbow         1
 
The total number consented for NJR = 226
A further 125 NJR forms are to be uploaded:
for Shoulder    15
for elbow        1
for knee          57
for hip             52

Non-invasive ventilation - adults (British 
Thoracic Society)

Yes - see comments This audit commenced on 1/2/13 and will close on 31/5/13. The Trust 
has commenced data collection for this audit.

Patient Outcome and Death (NCEPOD) 
 
(also known as Medical/Surgical Clinical 
Outcome Review Programme)

Yes 1) Subarachnoid Haemorrhage: Information submitted on identified 
patients.
2) Alcohol Related Liver Disease: Organisational Audit Complete
3) Bariatric Surgery - Not applicable to BCF.

Renal colic (College of Emergency 
Medicine)

Yes Both sites submitted 50 cases each (100%).

Severe trauma (Trauma Audit & Research 
Network)

Yes The Trust has been submitting data since April 2012. To date, 124 cases 
have been approved by TARN; 11 cases are awaiting approval by TARN 
and there are approximately 45 cases still to be entered onto TARN for 
Jan - March 2013 (awaiting notes and discharge of patient).

National Comparative Audit of Blood 
Transfusion - programme contains the 
following audits:
a) O neg blood use 
b) Medical use of blood 
c) Bedside transfusion 
d) Platelet use 

Yes The audit of the medical use of red cells was completed. 
Blood transfusion audits are undertaken regularly as part of the Trust’s 
Blood Transfusion Policy.

Potential donor audit (NHS Blood & 
Transplant)

Yes 106 patients were audited (April12 - Jan13). Updated data will be 
available from May.
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naMe of audit/ConfidentiaL 
enQuirY 

data 
CoLLeCtion 
2012/13

Barnet and CHase farM HospitaLs nHs trust partiCipation

Bowel cancer (NBOCAP) 
(Subscription funded from April 2012)

Yes The Trust has the highest number of patients in our Cancer Network. In 
the time period August 2011 to July 2012:

246 new tumour records were added (although the date of diagnosis 
may fall outside of the time period) 
332 new treatment records were added (although the data of treatment 
may fall outside of the time period) 

There were 202 patients with a diagnosis within the time period, 
although their records may have been added outside of the time period. 
 

Head and Neck oncology (DAHNO) 
(subscription funded from April 2012)

Yes The audit year runs from November to October. For the period 
November 2011 to October 2012: 119 patient cases were submitted. 
The Trust is awaiting verification by DAHNO.

Lung cancer (NLCA) 
(subscription funded from April 2012)

Yes 244 cases were submitted, which is the highest number in the network 
and possibly highest in London. 

Oesophago-gastric cancer (NAOGC) 
(subscription funded from April 2012)

Yes This audit relates to patients diagnosed between 1 April 2011 and 31 
March 2012. All upper GI cancer surgery is now performed in Specialist 
Centres (UCLH). 
BCF contributes to the audit from the Upper GI cancer MDT. 

Acute coronary syndrome or Acute 
myocardial infarction (MINAP)
(subscription funded from April 2012)

Yes 186 cases have been submitted to the NICOR database for BH and 45 
cases for CFH to date since April 2012.

Cardiac Rhythm Management (HRM) Yes This audit is formally known as the Cardiac Arrhythmia Audit. 345 
procedures for Jan-Dec 2012 and 312 for April 2012 – March 2013 
were entered for the Barnet site only.

Heart failure (HF) 
(subscription funded from April 2012)

Yes This is an audit of all patients (up to 20 cases per month) with an 
unscheduled admission to hospital with heart failure.

This Trust has actively contributed to the audit and will continue to do 
so. Approximately 240 cases were submitted during 2012-13.

Peripheral vascular surgery (VSGBI Vascular 
Surgery Database, NVD)

Yes This procedure is undertaken at Specialist units only. Data is provided via 
the MDT to the central unit at the Royal Free Hospital.

Adult asthma (British Thoracic Society) Yes The audit closed on 9/1/13. Approximately 10 cases were submitted to 
the audit. Final report to be published.

Asthma Deaths (NRAD) Yes 4 cases were identified, two for BH and two for CFH. The Trust has 
provided data on the cases as required. Asthma was not found to be 
the cause of death in any of these cases. 

Bronchiectasis (British Thoracic Society) Yes The audit closed on 4/2/13. The Trust did not identify any patients who 
met the audit criteria and therefore, did not submit data to this audit.

Diabetes (Adult) ND(A), includes National 
Diabetes Inpatient Audit (NADIA)

No The Trust did not participate in this audit, however following a software 
update we will participate in 2013-14.

Diabetes (Paediatric) (NPDA) Yes 160 cases were submitted to this audit.

Inflammatory bowel disease (IBD) 
Includes: Paediatric Inflammatory Bowel 
Disease Services.

Yes Data collection commenced in January 2013 and will close in December 
2013. BCF actively participates in this audit.

Fractured neck of femur (CEM) Yes BH submitted 36 cases (72%) and CFH submitted 50 cases (100%).

Hip fracture database (NHFD) Yes 202 patients were added to the NHFD database for CFH and 316 
patients for BH. 
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naMe of audit/ConfidentiaL 
enQuirY 

data 
CoLLeCtion 
2012/13

Barnet and CHase farM HospitaLs nHs trust partiCipation

National dementia audit (NAD) Yes 80 cases have been submitted. The final report was due Feb 2013.

Sentinel Stroke 
National Audit Programme (SSNAP) - 
programme combines the following audits: 
a) Sentinel stroke audit  
b) Stroke improvement national audit 
project 

Yes The audit commenced December 2012. To date, 41 cases for BH and 4 
cases for CFH have been submitted.

Elective surgery (National PROMs 
Programme)

Yes For the period Apr – Jun 2012:  224 Questionnaires of 280 eligible 
episodes were submitted (80% returns). Results for the period July – 
Sept 2012 and Oct - Dec 2012 data will be available in May.  

Child Health (CHR-UK) 
 
(Also known as the Child Health Clinical 
Outcome Review Programme)

No No BCF cases were identified by CHR-UK as meeting the audit inclusion 
criteria, therefore there were no submissions.

Epilepsy 12 audit (Childhood Epilepsy) Yes Data collection commenced 1st March 2013. 

Maternal infant and perinatal (MBRRACE-
UK)*  
 
(Also known as Maternal, Newborn 
and Infant Clinical Outcome Review 
Programme)  

Yes Cases to be audited are reported as they happen. No BCF cases were 
identified/selected by (MBRRACE-UK). 

Neonatal intensive and special care (NNAP) 
(subscription funded from April 2012)

Yes All NNU admissions were included in the audit dataset.

Paediatric asthma (British Thoracic Society) Yes 18 cases were submitted.

Paediatric fever (College of Emergency 
Medicine)

Yes BH submitted 48 cases (96%) and CFH submitted 50 cases (100%).

Paediatric pneumonia (British Thoracic 
Society)

Yes The audit period was from 01/11/12 – 01/01/13. 
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additional information

Barnet and Chase Farm Hospitals NHS Trust was not eligible to participate in the audits listed 
below in 2012-2013 as the Trust does not provide these services.

Intra-thoracic transplantation (NHSBT UK Transplant Registry) No

Congenital heart disease (Paediatric cardiac surgery) (CHD) No

Coronary angioplasty
(subscription funded from April 2012)

No

Adult cardiac surgery audit (ACS) No

Paediatric intensive care (PICANet) No

Renal replacement therapy (Renal Registry) No

Renal transplantation (NHSBT UK Transplant Registry) No

National audit of psychological therapies (NAPT) No

Prescribing in mental health services (POMH) No

Suicide and homicide in mental health (NCISH)
(also known as Mental Health Clinical Outcome Review Programme)

No

Carotid interventions audit (CIA) No

Pulmonary hypertension (Pulmonary Hypertension Audit) Yes

Parkinson’s disease (National Parkinson’s Audit) Yes

The Trust did not participate in this year’s national diabetes audit as the data held on our existing 
system is not adequate or specific to the audit. A new audit specific database has been agreed and 
we intend to submit data to the next audit round. 

In addition to national audits the Trust undertakes a local annual audit programme in response 
to its own perceived requirements. Results of local clinical audits are reviewed in detail within the 
directorates and lessons learned and/or changes to practice are highlighted at the Trust’s Clinical 
Governance Committee. Clinical audit has been discussed in detail at both the Audit Committee 
and Quality and Safety Committee.

The Trust has recently sponsored and designed a new clinical audit database to ensure we have 
consistency of approach, learn from and close the loops generated by our internal audit programme.
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the reports of the national clinical audits 2012/13 published to date were reviewed by the 
relevant clinical audit lead and service. recommendations have been considered and the 
following are examples of monitoring in practice that have been undertaken to improve the 
quality of healthcare provided:

national Joint registry audit
Barnet and Chase Farm Hospitals NHS Trust has been contributing 
regularly to the National Joint Registry, which is an ongoing 
nationally funded audit service, designed to monitor joint 
replacement surgery (mainly hips and knees) across the country.  
Barnet and Chase Farm Hospitals NHS Trust is pleased to report 
that its practices have been very much in keeping with national 
trends both in terms of technique as well as implants used. There 
have been no recent recommendations which would impact on 
the Trust’s existing practice. The Trust’s existing joint replacements 
are broadly functioning properly, with no excessive revision rates 
or complications, either in terms of surgeon, technique or implant.    
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national paediatric diabetes audit 
since the audit period, in order to meet the standards of the paediatric diabetes Best practice 
tariff, Barnet and Chase farm Hospitals nHs trust’s paediatric diabetes services have expanded 
and improved in several areas:

  A locum Consultant Paediatrician has 
been employed to double the number of 
paediatric diabetes clinics. A system has 
been set up to ensure each patient is 
offered four appointments per year plus 
eight additional contacts from the diabetes 
team

  A system has been set up to ensure 
annual reviews are done and recorded in 
the notes

  Training in diabetes foot checks has 
been undertaken and these are now 
performed as part of the annual review

  A more pro-active approach towards 
patients who do not attend their clinic 
appointments has been adopted

  Formal links with the retinal screening 
centres have been established so that 
copies of annual screening tests are 
now sent to the Trust as well as to 
the GP

  There has been an increase in the 
provision of structured education 
(for carbohydrate counting etc.)

  An adolescent clinic was set up at 
Chase Farm Hospital this year

  All our policies and guidelines 
have been written or updated

  A regular MDT and clinical 
meetings have been instigated
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participation in clinical research
the number of patients receiving nHs services provided or subcontracted by Barnet and Chase 
farm Hospitals nHs trust in 2012/13 that were recruited during that period to participate in 
research approved by a research ethics committee was 300.

stateMent tHree:

additional information
Barnet and Chase Farm Hospitals has been a research active trust for some years. In 2012/13 over 
500 patients took part in various types of research from cardiac to cancer studies, from paediatric 
to dermatology trial. More than 20 consultants are research active and the number of studies and 
investigators is increasing.

In our effort to make this a priority for the Trust, the board were approached and supported the 
appointment of a new post of Research and Development Director. Dr. Ameet Bakhai, consultant 
Cardiologist was appointed to the post in January 2013. In the last six months, we have become 
an active research partner to the UCLP organisation and have supported their bid to become an 
academic health science centre. 

This alliance will extend further the opportunities that are brought to us of both academic and 
commercial studies. In general, academic studies ask questions about the nature, progress 
and impact of disease, while commercial studies focus on novel investigational or therapeutic 
interventions, such as new drugs. Both are funded differently and are equally important. 
Commercial studies enable our patients and staff to have experience with new therapies at the 
earliest stages and are critical to the way we develop the way we treat patients and diseases in the 
future.

The number of patients in the Trust in research at any stage will vary from year to year 
depending on the trial design and the stage it has reached, e.g. screening stage, active recruiting 
stage, monitoring stage. The current situation is that the Trust is supporting in excess of 20 
Comprehensive Local Research Network (CLRN) studies across the organisation, recruiting over 200 
patients up to the end of March 2013. 

income
The income for 2012/13 from the Comprehensive Local Research Network to Barnet and Chase Farm 
Hospitals NHS Trust was £158k, based on recruitment activity to CLRN adopted studies the previous 
year and paid in quarterly installments. Until now, income has been assessed retrospectively from the 
previous year but, in future, new trials will be assessed for their costs and anticipated recruitment so 
that we will receive income in real time. Income from commercial sources totaling around £70k over the 
last year was also raised and is used to support the R&D staff, primarily in Cardiology and more recently 
Orthopaedics.
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For commercial research, we are 
one of the key partners supporting 
the pilot UCL Harmonisation 
project for commercial research 
and development (R&D). We are 
a very active, albeit small, partner 
of the Central and East London 
Comprehensive Local Research 
Network (CEL CLRN).

We are continually monitored by the CEL CLRN for our metrics of recruitment to NIHR studies and 
portfolios and have monthly returns and updates on our recruitment to studies.

The Trust has two specific service level agreements with regard to due diligence support for administrative, 
contractual and legal aspects of conducting R&D work at our location as well as innovation partnership, 
education and training needs for investigators. These are with the Joint Research office at UCLP and the 
R&D unit at Royal National Orthopaedic Hospital.

Our close links allow joint working and specialist advice as needed.

  Cancer

  Cardiovascular

  Child Health

  ent

  eyes and vision

  immunology and transplantation

  infectious diseases

  Liver and digestive Health

  Mental Health and wellbeing

  neuroscience

  women’s Health 

the trust is an active member of university College London partners (uCLp) which is one of 
five accredited academic health science systems in the uK. the trust will continue to work in 
collaboration with uCLp. 

There have been over 50 projects which have been launched to 
date. UCLP are currently involved with the following programmes:
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first director of research
in december 2012 the trust appointed ameet Bakhai, Consultant Cardiologist, as our first 
director of research to promote its key aspirations for harnessing research.

dr Bakhai’s appointment was in recognition of the trust’s ambitions to meet the 
following aspirations:

1.  to create a cultural shift in a busy hospital so that research is part and parcel of day 
to day clinical practice, with opportunities for self-development and early exposure 
to leading edge technologies. opportunities of access for patients to potential new 
treatments and a source of revenue for the nHs

2.  raise the profile of r&d within the trust and externally for our patients and 
partners

3. Build r&d partnerships with larger more active organisations to act as mentors

4.  Bring r&d into the trust board agenda as an innovation theme as part of the 
Quality, innovation, productivity and prevention (Qipp) programme

5.  to foster the enthusiasm of young consultants wanting to do research with 
sufficient start up resources and administrative support

6.  to build a team of research staff capable of harnessing our r&d potential and 
sustaining r&d growth.

this will allow us to:

  Enable patients to access the best new therapies in clinical trials

  Harness the funding opportunities of research into district 
general, non-academic hospitals in partnership with academic 
institutions

  Find, evaluate and promote clinically and cost effective new 
therapies to enhance NHS efficiency in providing care

  Enable local scientists, entrepreneurial clinicians and other 
designers to find, create and discover their latest breakthroughs 
in the NHS setting.

The Trust also has an intellectual property policy as well as 
processes to help initiate intellectual property projects through our 
prior collaboration with the NHS Innovations Team. 

The Trust has an IT system with electronic patient records which is 
of the highest standard nationally. The system has been in place 
and active since 2001 with continual and progressive updates. 
The system is both a repository for research and innovation 
and supports these on-going activities fully. It is also part of 
our aspiration to reduce the NHS Green footprint by becoming 
paperless.
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Case study 

improving quality in cancer through research
This year has been one of the best years for recruiting cancer patients into Randomised 
Controlled Trials (RCTs). There are now many more clinicians who are interested in running 
research trials. A number of clinicians with their research teams have demonstrated research 
success in achieving the following points:

MeasuraBLe
  19 studies currently opened to recruitment
  number of patients recruited april 2012 – March 2013 = 46
  number of patients recruited april 2011 – March 2012 = 33 
  in the last year we have seen 133 research patients for follow up visits  ranging 

from monthly to annual visits and completed relevant Crfs

KeY aCHieveMents
  nine new studies opened for recruitment in last year
  40% increase in patient recruitment
  excellent feedback from monitoring visits conducted by trial staff

GoinG forward
  staff - our new Ctp Heather Hughes has started
  our income this year will allow us to recruit a research nurse into the team
  Have been given money to recruit a band 5 data manager

opportunities are Great for CoMinG Year
  eight trials in set up
  increase recruitment in breast and lung studies from CfH
  More training in research methods / GCp to clinical support teams
  Greater income for research in next year if our recruitment increases, due to 

changes within the research network, funding streams and forming of the new 
CLrn 

  income from commercial studies - uCLH harmonisation project
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use of CQuin payment framework
Quality and innovation (CQuin) scheme targets 2012/13
the trust continues to improve its performance year on year in relation to the CQuin targets, 
and is working with commissioners to develop further quality targets.  

The CQUIN Indicators for 2012/13 accounted for 2.5% additional income over and above the Acute 
Contract value. The Trust’s payments for the CQUIN Indicators were included as part of the agreed 
financial settlement for 2012/13 which was reached between the Trust and Commissioners. Therefore, 
performance for the CQUIN Indicators continued to be reported in line with the Acute Contract for 
2012/13 with no financial impact.

stateMent four:

tHe trust’s iMproveMent proGraMMe Consisted of:

nationaLLY Mandated

  Venous thromboembolic assessment 

 Venous thromboembolic audit - prophylaxis  

 Patient experience

 Dementia - dementia screening

 Dementia - risk assessment

 Dementia - referral for specialist diagnosis

 NHS Safety Thermometer

reGionaLLY aGreed

  Enhanced Recovery Programme (ERP) (improving the patient 
pathway for planned surgery)

  ERP- national database

  Enhanced Recovery - directed fluid therapy for colorectal 
surgery

  ERP - emergency laparotomy audit

  Enhanced Recovery - directed fluid therapy for emergency 
abdominal surgery

  Enhanced Recovery - reduction in length of stay

LoCaLLY aGreed

  Cancer staging  

  Smoking - supporting people who wish to stop smoking

  Alcohol - to identify assess and refer patients with alcohol 
issues

  Chronic Obstructive Pulmonary Disease bundle of care 

London speCiaLised CoMMissioninG Group

  Neo-natal Intensive Care (NICU)

  NICU - Neo-natal community nurse provision 

  NICU - appropriate admissions  

  Implementation of specialised services clinical dashboards

The Trust continues to improve 
its performance year on year in 
relation to the CQUIN targets, and 
is working with commissioners to 
develop further quality targets.
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CQuin performance 2012/13

CQuin General descriptor 2012/13 target  value % end of Year 
achievement 

1a VTE assessment end of year target 95% £166,984 94%

1b VTE audit - prophylaxis end of year target 95% £111,324 97%

4a Dementia - dementia 
screening 

90.00% £92,842 54%

4b Dementia - risk 
assessment

90.00% £92,624 39%

4c Dementia - referral for 
specialist diagnosis

90.00% £92,843 100%

5a ERP- national database 95% £254,268 99%

5c Enhanced recovery - 
directed fluid therapy for 
colo-rectal surgery 

80% £254,268 98%

6 Cancer staging  70% (Q4 Only) £1,271,884 “81% (full staging)”

9 COPD bundle of care 75% £1,271,339 84%

10a NICU  - neonatal 
community nurse 
provision 

£40,875 100%

10b NICU  - appropriate 
admissions  

£40,875 100%

10c Implementation of 
specialised services 
clincial dashboards 

£11,679 100%

annual CQuin

2 Patient Experience 68.88% £278,308 69.8%

totaL 

During 2012/13 the Trust was on a block contract with North Central London, now North East London.  
This commissioner covered all of our activity which in turn meant the Trust agreed a final payment 
inclusive of all audits including CQUINs.
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Case study 

(Copd) Chronic obstructive pulmonary 
disease, bundle of care
A COPD discharge bundle was agreed with commissioners, which consisted of five key 
indicators, including providing smoking cessation advice, information booklets given to 
patients and referral to pulmonary rehabilitation where appropriate.

example of the care bundle steps
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The overall CQUIN target aim is for 75% of all patients admitted with COPD to be discharged with a COPD 
care bundle by the end of Q4 2012/13. As shown in the chart below the Trust had reached 84% at the 
end of March.

This target was achieved by the team (mainly nurse specialist) presenting slides at Grand Round and team 
meetings to all of the Consultants and Junior Doctors to inform them on what needs to be done in regards 
to patients with COPD. This continues with each junior staff rotation. Clinicians were tasked with the 
following:

 Ensuring  all the elements of bundle are documented
  COPD patients at Barnet (registered with Barnet GP) should be sent directly to the community COPD 

service rather than having appointments booked at Barnet  
 All COPD patients are referred to respiratory team for review
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additional information

statements from the CQC
Barnet and Chase farm Hospitals nHs trust is required to register with the Care Quality 
Commission (CQC) and its current registration status is compliant without conditions at all 
locations. the CQC has not taken enforcement action against the trust as of 31 March 2013. 

the trust has participated in special reviews or 
investigations by the CQC relating to the following 
area between 1 april 2012 and 31 March 2013: the 
CQC national inspection programme for termination 
of pregnancy (clinical services reviews) relating to the 
abortion act 1967 during March 2012. the trust was 
found to be meeting all the essential standards of 
quality and safety inspected.

stateMent five:

In 2012, the Trust was subject to a number of unplanned inspections and was found to non-
compliant for the following CQC Essential Standards of Quality and Safety: 

Outcome 9 - Medicines Management (CQC inspection date 25/04/12)

Outcome 13 - Staffing and Outcome 21 - Records (CQC inspection date 20/08/12)

The Trust put together and implemented action plans relating to these outcomes. Improvement 
work was monitored by the Trust’s CQC compliance working group and overseen by the Quality 
and Safety Committee, which reports progress to the Trust Board. Following implementation of 
action plans agreed with the CQC, further unannounced inspections were undertaken as follows:

Outcome 9 - Medicines Management (CQC inspection date 26/09/12). The Trust was judged as 
meeting the standard and now compliant.

Outcome 13 - Staffing and Outcome 21 - Records (CQC inspection date 13/02/13). The scope of 
the inspection was extended across a number of wards and significant positive improvements were 
commented upon. 

Overall, the Trust was judged to now be meeting both outcomes and compliant therefore maintaining 
its current registration status which is compliant without conditions at all locations.
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Barnet Hospital maternity services 
are meeting all essential standards 
of quality and safety
A recently-published review by the Care Quality Commission found that Barnet Hospital’s maternity 
services are compliant with all essential standards of quality and safety. The review followed a visit to 
Victoria Ward, one of the Maternity Unit’s antenatal and postnatal wards in August 2012. The visit 
observed how people were being cared for, and inspectors spoke with both staff and service users. 
The 16 standards covered during the visit included whether patients were respected and involved 
in discussions about their care; whether environments were clean and protected from the risk of 
infection; whether staff were properly supervised and given the chance to develop their skills; and 
many more.

data quality
reliable and accurate data about the healthcare we provide is really important to us. for 
example clinical coding plays a vital role in many aspects of a patient’s diagnosis, treatment 
and management, which in turn ensures the trust gets paid correctly for the treatment our 
patients have received.

Barnet and Chase Farm Hospitals NHS Trust submitted records during 2012/13 (April-December) to 
the Secondary Uses Service (SUS) for inclusion in the hospital episodes statistics, which are included in 
the latest published data.

the percentage of records in the published data which included the patient’s valid nHs 
number was:

stateMent siX:

2010/11 2011/12 2012/13

96.3% for admitted patient care

96.5% for outpatient care

82.4% for Accident and Emergency 
care

97.8% for admitted patient care

98.2% for outpatient care

89.3% for Accident and  
Emergency care

98.2% for admitted patient care

98.9% for outpatient care

92.9% for Accident and Emergency 
care

2010/11 2011/12 2012/13

100% for admitted patient care

99.8% for outpatient care

100% for Accident and Emergency 
care

100% for admitted patient care

100% for outpatient care

100% for Accident and Emergency 
care

100% for admitted patient care

100% for outpatient care

100% for Accident and Emergency 
care

This represents an overall improvement on last year particularly in A&E in line with last year’s outcome.

the percentage of records in the published data which included the patient’s valid General 
Medical practice Code was:



42

Q
u

a
lity

 a
cco

u
n

ts 2012-2013

additional information

information Governance toolkit 
attainment levels
Barnet and Chase farm Hospitals nHs trust achieved Level 2 or higher for all 45 requirements 
which form part of the information Governance toolkit and therefore the assessment score for 
2012/13 is rated as satisfactory. the score of 86% for 2012/13 marks an improvement on the 
score for the previous year’s assessment of 84%.

stateMent seven:

Information Governance defines the good practice guidelines necessary to ensure that 
organisations and individuals deal with information legally, securely, efficiently and effectively 
in order to deliver the best possible care. Information Governance incorporates Confidentiality 
Practice, Data Protection, Freedom of Information (FOI), Information Security, Records 
Management, Information Quality and Good Practice IG Governance.

The Information Governance Toolkit (IGT), which was devised by the Department of Health, is 
a compulsory web-based tool designed to enable organisations to self assess their performance 
against law and central guidance and key aspects of information governance, including 
Data Protection, FOI and Common Law Confidentiality requirements. The overall aim is to 
demonstrate that the organisation can be trusted to maintain the confidentiality and security of 
personal information. In excess of 200,000 organisations now complete the IGT annually.

The Information Governance Committee reports to the Quality and Safety Committee which 
then reports to the Board.  Information Governance training is included in the Trust’s statutory 
and mandatory training programme; training levels are one of the Trust’s HR Key Performance 
Indicators which are monitored by the Board.
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the payment by results (pbr) data assurance framework 
supports the improvement of data quality which underpins 
payments and financial flows within the nHs. the assurance 
framework is carried out on behalf of the department of Health 
(dH) and is a key component of the pbr system.
Barnet and Chase farm Hospitals nHs trust was subject to the payment by results clinical 
coding audit during the reporting period by the audit Commission and the error rates 
reported in the latest published audit for that period for diagnoses and treatment coding 
(clinical coding) were:

10% primary diagnoses coded incorrectly 

17.1% secondary diagnoses coded incorrectly 

40% primary procedures coded incorrectly

18.2% secondary procedures coded incorrectly

stateMent eiGHt:

additional information

Clinical coding is the process by which medical terminology written by clinicians to describe 
a patient’s diagnosis, treatment and management is translated into standard, recognised 
codes in a computer system. It is important to note that the clinical coding error rate refers to 
the accuracy of this process of translation, and does not mean that the patient’s diagnosis or 
treatment was incorrect in the medical record. Furthermore, in the definition to determine the 
clinical coding error rate, ‘incorrect’ most commonly means that a condition or treatment was 
not coded as specifically as it could have been, rather than there was an error.

Data quality is monitored by the Hospital Management Board which receives a quarterly report 
containing progress against Key Performance Indictors.

Clinical coding error rate
This year’s audit focused on Pneumonia in Admitted Patient Care. As this was not a surgical specialty 
being audited; there were very few procedures in the sample audit. The number of primary procedures 
in this audit sample was 10. Out of the 10, four errors were identified - two non coder errors due to 
information not available at the time of coding/documentation issues and the remaining two were 
coders error, hence 40% incorrect primary procedures.

the trust has taken the following actions to improve data quality
Delivering training sessions to coders based on the findings of the audit mentioned above focusing on 
the following areas:

 indexing using lead terms (e.g. consolidation, basal) to arrive at the correct diagnosis;
 using the definitive diagnosis, not coding of associate symptoms as well;
 relevant and mandatory co-morbidities; and,
 the need to read all the relevant information when coding.

To ensure the investigation and treatment codes are  appropriately assigned at point of request or 
on receiving results in A&E coding has been incorporated into induction training for all new doctors 
(rotations every two to three months) and there are monthly internal random audit.
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we want to provide the highest quality service to our patients. as one 

of the largest healthcare providers in north London with a catchment 

population of 500,000 potential patients, we recognise the importance of 

conducting research and training the healthcare professionals of tomorrow. 

in this section, we provide some examples of how we have continually 

improved the quality of service we provide over the past year.

review of Quality 

and performance
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Quality Governance 
processes and structures

Quality governance is the combination of structures and 
processes which must be present at and below board level 
in order to lead trust-wide quality performance. 

In a hospital there are many aspects to quality and the challenge 
is to co-ordinate all the different strands to ensure that there is a 
consistently high quality service provided. To this end Barnet and 
Chase Farm Hospitals NHS Trust has developed structures and 
processes to ensure the provision of effective governance and 
high quality services for all our patients.

The Trust board is ultimately responsible for the quality of service 
provided by the Trust. It agrees the overall strategic direction for 
continuous quality improvement, sets a culture which promotes 
the delivery and development of high quality services and 
monitors how the Trust performs against its objectives. 

The Medical Director has overall accountability for the 
governance of clinical services and is responsible for clinical 
performance. The Medical Director also chairs the Clinical 
Governance Committee (CGC), a sub Committee of the 
Quality and Safety Committee. It meets bi-monthly and has the 
responsibility for setting the clinical governance objectives and 
standards for the Trust. These are based on the Trust’s Corporate 
Objectives and are in line with the CQC Essential Standards of 
Quality and Safety.

The CGC has the key responsibility of monitoring the 
performance management of the Clinical Directorates and the 
subordinate committees that report to the CGC against these 
objectives and standards via scheduled reporting of clinical 
governance and patient safety activities, clinical outcomes data 
and lessons learned/changes to practice relating to patient safety 
incidents, claims and complaints management. Exceptions to 
meeting objectives and standards are reported to the Quality 
and Safety Committee.

The CGC also ensures that appropriate evidence to support the 
annual declaration of compliance with CQC standards is noted 
and recorded.

The Clinical Governance Committee assures compliance with 
regulatory requirements, national clinical audits and best practice 
within the patient safety and quality improvement agenda. 
Additional review is undertaken by the Quality and Safety 
Committee.

Any guidance issued by the Secretary of State which relates to 
chapter 2 of the Health Act 2009 is identified through the Chief 
Executive Office and cascaded to the appropriate director and 
committees then up to the Trust Board if necessary.
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safe and effective 
patient care
ensuring the experience offered to patients is continuously improved is the trust’s core 
business and key objective. the trust implemented its patient experience strategy (pes) in 
2008 and since its inception it has been revised through feedback, internally and externally, 
to ensure we deliver the best care possible. the trust Board receives and discusses the pes 
dashboard at every meeting which contains key quality and safety indicators.

the pes campaigns are 

 patient feedback
 accident prevention and safeguarding
 treating you with respect and dignity
 infection prevention and keeping clean
 nutrition and hydration

For example, we have refreshed 
our Patient Experience Strategy 
in response to the Chief Nursing 
Officer strategy, Dignity for all, 
Death by Indifference and we are 
now undertaking a further review 
in light of the Francis Inquiry.
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Getting better with dignity
the Chief nurse for London, prof trish Morris thompson visited the trust during dignity week 
in october and staff showcased some of the initiatives that had been implemented within the 
trust to promote dignity for patients.

Safeguarding vulnerable patients as a means to promote dignity was the overarching theme for the day.

Matrons promoted use of red pegs (to keep bedside curtains closed during treatment or care) and the 
use of dignity gowns.

Professor Trish Morrison Thompson observed a QUIS audit (quality of interaction) with a Matron and the 
feedback to staff; she commented on the use of positive re-enforcement as a tool to encourage staff.

The Trust also showcased some of the initiatives that have been implemented in relation to dementia 
care, in particular the use of the Butterfly Scheme. This scheme identifies patients with dementia so 
that staff can focus their care around their specific needs, such as the use of green cups to prevent 
dehydration.

Meet the Matron sessions were held in the community to elicit feedback from patients and their families. 
Matrons also used a number of mechanisms to get feedback, including the CRT trackers as a way in 
which patients can give anonymous feedback. 

The Tissue Viability Team showcased some of the new products that the Trust had introduced to reduce 
the incidence of pressure ulcers, including the use of special slippers and creams on patients’ bony 
prominences.

The Continence Group have introduced new continence pads which allow staff to manage patients’ 
incontinence in a more dignified manner.

Below are examples of where we have made a difference to patient care 
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slips, trips and falls
A 20% reduction in the number of falls was reported in 2012/13. This is slightly short of the aim, 
however the chart below demonstrates year on year reductions in the number of falls since 2008/09.

inCidents BY inCident date (MontH and Year)

The actions we took to achieve this reduction were:

  Ward staff undertake two hourly checks, to ensure people are comfortable, whether they need to go 
to the toilet and whether they have everything they need including call bells

  Matron ward rounds monitor compliance with two hourly check

  Patients at most risk are kept in clear view of the nurses’ station

  Root cause analysis (investigation technique) of all falls resulting in serious harm is undertaken to 
understand causes and solve problems

  Falls are analysed in detail to understand the incidence and highest risk areas to prioritise resources

  Safety walkabouts and ‘measures of care’ audits monitor falls assessments

we are aiming for a further 10% reduction for 2013/14.
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the green cup and jug 
scheme 
The Trust has also implemented the green cup and green jug scheme which helps 
ensure that patients with dementia get enough to drink. 

the benefits of the green cup scheme:

  Patients - promotes hydration, fewer complications and facilitates discharges

  Relatives - Confidence in the care that their loved one would receive and 
feelings of assurance that patient will feel that they are on the right environment

  staff - feel more fulfilled that they give the best care for the patients with 
positive outcome

  tRust - short stay hospitalisation, reduced cost of hospitalisation, less complaints 
and better use of resources

We now have ‘protected mealtimes’ which are times set aside solely for patients to 
eat meals. There are specific times for breakfast, lunch and dinner, when all non-
urgent activities on the ward will stop. Protected mealtimes allow the ward staff 
and caterers to focus on making sure patients receive their meals quickly and that 
patients who need help to eat get it. They also allow staff to monitor a patient’s food 
intake to ensure they are eating and drinking the appropriate amounts of food and 
drink. This is particularly important for patients with dementia.
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the trust has been working with 
enfield LinKs to improve patients’ 
nutrition
Since Enfield Local Involvement Network (LINKs) highlighted to the Trust their concerns about patient 
nutrition a number of changes have been put in place, in particular alterations to meal times which have 
been implemented as part of the Releasing Time to Care project.

Nutritional risk assessments and care plans are reviewed weekly as part of nursing clinical indicators.

Ward sisters have taken personal responsibility for meal times, in particular the lunch time meal. Prior to 
meal service, a bell is rung to alert staff to prepare patients for their meal, all staff then assist in the meal 
time service and ensure patients are fed.

Quality care for incontinence 
patients
The bladder, bowel and hygiene group have taken a proactive approach to improving the patient 
experience and quality of care though effective continence management.

the group have;

  streamlined the range of continence products

  sourced more appropriate and discreet products

  secured additional training and support for Trust staff



51
Q

u
a

LitY
 a

CCo
u

n
ts 2012-2013



52

Q
u

a
lity

 a
cco

u
n

ts 2012-2013

Quality of interaction audits (Quis) 
The Trust uses QUIS audits to drive up the standards of communication.

The QUIS audits are based on the principle that appreciative feedback can encourage staff to 
communicate and interact with dignity.

The aim of the audit is to improve communication between teams and with patients and to aim for all 
interactions to be positive and beneficial to all parties.

there are four types of communication audited with the Quis audits. these are:

  ‘positively social interactions’ where staff engage in constructive and interactive conversations with 
patients and other staff

  ‘basic care interactions’ where staff engage in conversation about the task they are undertaking

  ‘neutral interactions’ where staff engage on a basic level with little conversation

  ‘negative interactions’ where staff engage in a negative manner

The QUIS audit process strengthens the view that it is everybody’s business to communicate and interact 
with dignity and for teams to become passionate and committed role models, who are proud to learn 
and share with others to enhance both patient and staff dignity.

treating you with respect and dignity

interactions positive social %

interactions Basic Care %

interactions negative %

interactions neutral %
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186 QUIS observations have been completed this year. The target is to undertake one per ward/
department per month, which would be 33 completed QUIS audits a month. 

Whilst the rate of positively social interactions has reduced, the rate of negative interactions has also 
reduced. There has been an increase in basic care interactions.

Members of our relatives group have also undertaken some QUIS audits, giving another perspective 
on the interaction between staff and patients.
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trust scores highly in annual peat 
assessments 
The Trust scored highly in the 2012 Patient Environment Action Team (PEAT) assessments. These examine 
the areas of environment, food, and privacy and dignity that all have an impact on a patient’s wellbeing 
during their treatment.

The results show that Barnet Hospital scored a 5 (for ‘Excellent’) on both Environment and Food, whilst 
Chase Farm Hospital scored a 4 (for ‘Good’) and a 5 for these two areas respectively. Both hospital sites 
scored a 4 on Privacy and Dignity. 

The PEAT assessments cover the whole of a hospital site, including both inpatient and outpatient 
areas. National publication of all hospitals’ PEAT scores will take place in July. This is the last year that 
the assessments will be made in their current form; they will be replaced in 2013 by a new patient-led 
inspection programme.

Carers Charter launched 
the trust launched the Carers Charter and the Carers support in Hospital guidelines, which 
aim to achieve the following: 

 Staff are sensitive to the needs of individuals considered to be vulnerable

 The knowledge of family, friends and carers is taken into account during the patient’s stay in hospital.

 Carers are respected as our ‘Partners in Care’

  Where a known carer wishes to stay with a patient, this is accommodated and exceptions made to 
‘visiting hours’

 Staff and carers are clear as to the remit of their individual responsibilities

  All family and friend carers are signposted towards public and voluntary agencies aimed at supporting 
them in their role

As part of the commitment to supporting carers the Trust has also implemented the carers badge 
scheme, whose purpose is to ensure appropriate support and acknowledgement for carers and to ensure 
that the carer is supported whilst in the hospital.
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francis report and improving the 
patient experience
The Trust is striving to achieve and maintain an increased response rate on our patient experience 
trackers, which are deployed throughout both our sites and will continue to work with its partners and 
stakeholders to ensure that any concerns that are raised are dealt with promptly and systematically. We 
will undertake a comprehensive analysis of complaints at an individual and aggregate level to ensure we 
are aware of specific issues, ‘hotspots’ and trends. Our ‘Meet the Matron’ meetings in the community 
continue at least quarterly and widely distribute patient and public feedback to the organisation. We 
have refreshed our patient experience strategy in response to the CNO strategy, Dignity for all, Death 
by Indifference and we are now undertaking a further review in light of the Francis Inquiry. We will 
increase the patient and relative representation on our Patient Experience Group. The Trust continues to 
encourage meetings with complainants and continue to give a full audio recording of these meetings 
to complainants – a successful initiative which has been well received by complainants and which has 
already resulted in a fall in follow up issues being raised. We have introduced patient stories at our Trust 
Board meetings and we are developing, publicising and promoting a ‘Tell us how you feel’ campaign to 
seek further feedback. All these activities will be reported to the Board.

Clinical effectiveness
We are committed to providing our patients with the best possible care in the safest possible 
environment. It is important that patients experience an improvement in their health as a result of their 
treatment in our hospitals and this section reviews the priorities that we identified in 2012 to enhance 
the effectiveness of the care we provide.
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our priorities for 2012/13 were as follows

increase the number of Consultants 
in our emergency department 
We did not achieve this goal but this will be resolved once the 
proposed implementation of the Barnet, Enfield and Haringey Clinical 
Strategy has taken place in November 2013.

introduce a sub-specialty 
gastrointestinal medical rota  
As part of the introduction of our new Medical Model, the Trust has 
now implemented a fully functioning 24/7 Consultant delivered GI 
Bleed rota. The outcomes from this will become part of our annual 
audit programme but we believe this is a major step forwards in the 
management of this critically sick group of patients cohort.

Continued improvements in 
Cardiology
We have moved our inpatient cardiology onto one site to consolidate 
the service and provide Consultant in-reach to wards on a 7/7 basis.

Create elective and emergency sites 
to improve the patient pathway
This will be achieved under the Barnet, Enfield and Haringey Clinical 
Strategy – Chase Farm Hospital will be responsible for the majority of 
planned surgical care and Barnet Hospital will deal with emergency 
cases.

Managing the deteriorating patients
The Trust has been working with University College London Partners 
on the rescue and care of the deteriorating patient project. This has 
facilitated a process in the Trust of dialogue and improved care in 
the management of our deteriorating patients. The introduction 
and pilot of the “treatment escalation plan” (TEP) concept and a 
new observation and graded response chart has been a success for 
the outreach team at Barnet as evidenced by increased calls and 
utilisation of the service. 

Indeed, the developing outreach service was specifically mentioned in 
the quality and safety programme audit of acute trusts. In particular, 
the audit team noted that the critical care outreach team was a 
proactive, seven day service to be commended as a “good practice”.
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effectiveness indicator set
The following indicator set gives an overview of some of our effectiveness indicators and changes over 
the last few years.

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

2010/11 2011/12 2012/13*

HSMR 87.7 88.8 86.7

Emergency re-admissions to hospital 
within 28 days of discharge

10.70% 9.70% 9.40%

% of patients spending 90% of hospital 
stay on a specialist stroke unit

86% 95% 91.80%

% patients with high risk TIA seen and 
scanned/treated within 24 hours

80% 74% 78%

% of patients assessed for Venous 
Thrombolism

 84.90% 93.30%

2010/11 ( finalised) 2011/12 (provisional) 2012/13 (provisional)*

BCfH nationaL BCfH nationaL BCfH nationaL

PROM: groin hernia surgery 0.065 0.085 0.076 0.087 0.051 0.09

PROM: varicose vein surgery N/A 0.091 0.107 0.094 N/A 0.089

PROM: hip replacement 0.4 0.405 0.448 0.416 0.401 0.429

PROM: knee replacement surgery 0.313 0.299 0.291 0.302 N/A 0.321

*Latest available data as at May 13

*Latest available data as at May 13
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summary hospital-level mortality indicator (sHMi) by provider

The data was collected over two years, from July 2010 to June 2012, by the Health and Social 
Care Information Centre. The new summary hospital-level mortality indicator (SHMI) rate has been 
calculated by comparing the number of patients who die at a trust’s hospitals - and for the first time 
including those who die within 30 days of discharge - with the number who would be expected to 
die, given the sort of population it serves. Important factors will include whether the population is 
especially elderly and whether the area is deprived and likely to have more people in poor health.

Case study 

new laser for the urology department
This is twice as powerful as the previous one and therefore allows surgeons to break urinary 
tract stones more effectively. It can be used with additional equipment (for which the 
department is currently raising funds) to treat benign obstructions of the prostate more safely 
and with less blood loss thereby reducing hospital stay and time to return to normal activities.

The Enfield League of Friends very generously donated £100,000 to purchase the new laser.

trust has better than expected mortality rates 
The Trust was pleased to receive a special mention in the Dr Foster Good Hospital Guide. This outcome 
has been identified as having better than expected mortality rates in comparison to other health 
providers. The Trust has shown better than expected outcomes for deaths in low risk groups associated 
with the Pneumonia severity index. Mortality rates at the Trust have now been successfully kept down 
for three years in a row. 

The Trust’s mortality rates were praised again later in 2012/13 by official Government figures showing 
Barnet and Chase Farm Hospitals to be amongst 11 trusts with fewer than expected death rates for their 
local population. 
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vte assessments

VTEs are blood clots and they are more likely to develop when someone is immobile for example after 
surgery. All adult inpatients should be assessed for their risk of getting a blood clot and then given the 
right preventative treatment if necessary.

The Trust has consistently met and exceeded the 90% national target throughout 2012/13 with the 
percentage of patients who were admitted to hospital and risk assessed for venous thromboembolism of 
standing at 95%.

Assessment Performance April 2012 to March 2013
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serious incident panel
All cases declared are presented to the Serious Incident panel. The 
panel is chaired by the Director of Nursing. Membership includes 
the Medical Director, Chief Operating Officer and Deputy Director 
of Clinical Governance & Risk. The panel is held weekly.

The Trust is committed to the reporting and investigation of all 
serious incidents. Serious incidents requiring investigation in 
healthcare are rare, but when they do occur, everyone must make 
sure that there are systematic measures in place to respond to 
them. These measures must protect patients and ensure that 
robust investigations are carried out, which result in organisations 
learning from serious incidents to minimise the risk of the incident 
happening again.

When an incident occurs it is reported to all relevant bodies. This 
is done via the National Reporting & Learning System, which is 
populated from the Trust Datix Web System on a weekly basis.

Managing serious incidents

Cumulative Totals by Type April 2012-2013
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The graph below depicts a cumulative total of all open Serious Incidents by type, April 2012-2013.

Cumulative totals by type april 2012 to March 2013

there were 59 new cases declared in 2012 - 2013, 
broken down as follows:
General Cases: 28
Hospital Acquired Pressure Ulcers:  15
Maternity Cases:  13
Healthcare Acquired Infections:  3
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never events
‘Never events’ are very serious, largely preventable patient safety incidents that should not occur if the 
relevant preventative measures have been put in place. The Department of Health has issued a list of 
25 types of incident considered to be ‘never events’. The Trust takes ‘never events’ very seriously and 
it is a matter of concern that we had five ‘never events’ during 2012/13. These included three retained 
swabs in the maternity service, medication administration errors and incorrect administration of a gas.

Every ‘never event’ is subject to a full investigation and root cause analysis with the outcome discussed 
at a Trust SI panel and the Non-Executive led Quality and Safety committee reporting to the full 
Trust Board. As a result, the Trust has already implemented changes with regard to swabs and gas 
administration and is working on a programme to deal with medication errors, until an electronic 
prescribing process is introduced, which is expected to be within the next eighteen months.

Clinical practice changes as result of 
serious incidents investigations
  Curtains to remain open in cubicle when child is less than twelve months unless there are 

exceptional circumstances

  Blood gas machines to be networked to Electronic Patient Records to form part of patient 
electronic record and to raise earlier detection of deteriorating patients 

  Air flow meters removed from clinical areas or capped with warning device when not in use to 
avoid incorrect gas administration

  Treatment escalation plans now being used at Barnet Hospital to aid end of life care planning and 
reduce inappropriate resuscitation calls 

  Changes to practice of Caesarian Sections – midwives are supported by trained scrub nurses from 
main theatre following a serious incident in relation to a retained swab

  Discharge letter in Deep Vein Thrombosis Pathway has been amended to tighten up 
communication elements about responsibility for follow up of these patients
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Case study 

inappropriate trauma team Call and 
inadequate support to trauma team
LearninG: 
  staff members who put out the trauma call must make sure that at least one 

emergency department (ed) doctor and one nurse attend the patient
  the nurse-in-Charge, as the most senior nursing clinician  where possible 

should attend the trauma calls put out within the department and ensure 
there are sufficient nurses to support the trauma team as per trauma team 
guidelines

  the doctor who initiates the trauma call must stay with the patient and be 
part of the trauma team until primary survey has been completed

  all staff Grades must be atLs qualified

CHanGes Made to praCtiCe as a resuLt of tHe aBove:
  trust trauma team activation Criteria and trust trauma team guidelines 

discussed with a&e medical and nursing staff at meeting forums
  plan in place for all staff Grades to attend atLs Course

A Trauma education induction e-learning package is also being developed.

As a result of incidents reported in previous quarters new ED records were 
introduced in November, including an ED only Neurological observation/PAR chart 
and ED ‘graded response’.
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patient complaints in 2012/13
striving for quality through feedback

The number of complaints for investigation received by the Trust has increased this year to 299 from 207, 
and there had been an increase in contacts with the Patient Advice and Liaison Service (PALS), particularly 
in the last three months of the year.

The table below shows the monthly breakdown of complaints handled by sub-subject over the past 12 
months. There is clearly room for improvement in spite of the many positive comments that we also 
received (see patient quotes). The new Friends and Family Test, launched in April 2013 as a way of gauging 
how likely patients were to recommend the Trust to their loved ones, will provide valuable feedback on the 
overall experience patients have of our care.

the four most common reasons for concerns and complaints addressed by paLs are:

  Communication/information to patients

  Clinical treatment

  Attitude of staff

  Delay or cancellation of appointment both inpatient and outpatient

the most common reasons for complaints are:

  Communication, clinical treatment and admission, discharge and transfer arrangements

  A more detailed breakdown of complaints by sub-subject shows diagnosis and treatment as a major 
area and an increase in complaints where patients, family want to talk to medical team.

  Other key areas are nutrition and hydration which has increased patient safety concerns and end of 
life care complaints.

Complaints by sub-subject 2012/13
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actions taken to address the 
reasons why patients complain
Contacting departments
One key issue highlighted through PALS is difficulty in contacting various departments. Some areas have 
already addressed this such as fracture clinic who have made significant improvements. There have been 
recent changes to the management within the call centre to address the issues highlighted in relation to 
their service. Improvements in these areas form part of our ongoing administrative and clerical review 
process.

access management – outpatients and inpatients
Recent management changes have been implemented to address some of the issues highlighted 
within appointments and elective access. These require monitoring within the directorates governance 
meetings to ensure that they are having the desired impact in improving patient experience and reducing 
complaints.

falls
Falls is one of the key areas of harm to patients being monitored by the Trust and there has been a year 
on year reduction in the number of falls. There is a falls group delivering improvements in relation to falls 
prevention.

toileting
The Trust has a continence group which has introduced a number of improvements in relation 
to continence management. This group and the falls group have also identified the link between 
continence management and falls prevention and is addressing these two areas.

discharge management
There have been a number of complaints related to discharge management; changes have been made 
to the management of the site team which should address some of these issues. Some of the concerns 
related to discharge are in relation to the communication around discharge.

Medicines management
There have been a small number of complaints in relation to medicines management, however this is a 
key area of patient safety, and the themes within these complaints will be addressed within the medicine 
safety committee.

nutrition and hydration
The Trust has undertaken a number of improvements, particularly in relation to management of meals 
as part of the Releasing Time to Care project. The nutrition group have been asked to review the 
complaints in relation to nutrition and to address the themes within the complaints.

Changes in service
There have been some wards where there has been an increase in complaints following changes in service.  
The Trust will be undergoing a number of service changes this year and any increase in complaints will be 
monitored during this period and appropriate measures instigated to mitigate any risk.
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patient experience survey 
The response rate on the patient experience survey has started to increase with the purchase of 
additional CRT devices and the repair of broken ones. There were 955 responses in March 2013.

From April 2013, the Trust must ask all patients the Friends and Family Test, which is ‘how likely are 
you to recommend our ward to friends and family if they needed similar care or treatment?’ The Trust 
is required to get a 15% response rate to this question. In March there were 84 respondents for the 
friends and family inpatient survey, this was 3.9% of eligible patients. 81% stated that they were 
likely or extremely likely to recommend the Trust. There were 335 responses to the A&E friends and 
family survey; this was 4.6% of eligible patients. 56% stated that they were likely or extremely likely to 
recommend the Trust. These results differ from those above as they are being asked to patients being 
discharged, whereas the ‘recommend to family’ or friends question above is asked to all patients.

There has been a significant drop in patients being given information on their condition/treatment and 
decreases across a number of areas related to communicating with patients. These are areas of concern 
and are being highlighted across the organisation.

Patient View - Pod: Overview of Trust performance from patient experience feedback surveys

January February March

Performance 
indicator from 
current to 
previous month

Inpatient Outpatient Maternity

Quality 
Indicators

Involved in decisions about 
care and treatment

76% 74% 70% -4 74 85 87

Purpose of medicines 
explained

82% 84% 85% 1 86 91

Told of medication side 
effects 

61% 63% 70% 7 52 59

Given information on 
condition/treatment

88% 89% 59% -30 81 90

Privacy when discussing 
condition or treatment

83% 77% 79% 2 84 95

Member of staff to discuss 
worries/concerns

66% 77% 75% -2 64 69

Involved in decisions about 
discharge from hospital

74% 74% 80% 6 72

Patient 
Survey

Made to feel welcome 82% 77% 81% 4 -

Treated with respect and 
dignity

89% 84% 85% 1 90 95 83

Cleanliness 95% 94% 92% -2 90 89

Told who to contact if 
worried after leaving 
hospital

86% 88% 87% -1 81 70

Reputation

Overall rating of care 92 87 88 1 81 85 87

Recommend to family and 
friends

90 87 89 2 NHS Choices rating

Number of responses 574 534 955
(not shown as percentage) numbers 
in red have changed, black 
unchanged

patient satisfaCtion sCore
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national inpatient survey 
The 2012 national inpatient survey was published in April 2013. The Trust has deteriorated from last 
year on the category of waiting lists and planned admissions. Results in other categories are broadly the 
same.

The study surveyed patients who were discharged from hospital in June, July and August 2012 and had 
at least an overnight stay. The results were published by the Care Quality Commission (CQC) in April 
2013.

The national inpatient survey is now in its 10th year and involved 156 Trusts compared to 161 in 2011. 
The CQC received responses from over 64,500 patients compared to 70,000 in 2011. The survey 
excludes patients under 16 years of age and those admitted to maternity or psychiatric units. It is 
intended to highlight good practice and areas for improvement. The results are used by the Department 
of Health for performance assessment, improvement and regulatory purposes.

The table below shows the Trust’s overall position.

Areas where the Trust was found to have performed significantly worse than in 2011 was the waiting 
time from arrival at the hospital to getting a bed on a ward, cleanliness of the toilets and bathrooms 
used in the hospital, and whether the patient found someone on the hospital staff to talk to about their 
worries and fears. Six areas where the Trust was found to be worse than most other trusts included how 
inpatients felt about the length of time they were on the waiting list, whether their admission date was 
changed by the hospital, cleanliness of the toilets and bathrooms that were used in hospital, confidence 
and trust in the nurses providing treatment, whether hospital staff took their family or home situation 
into account when planning their discharge and whether staff discussed the possible need for any future 
health or social care in hospital with the inpatient. 

Category of 
Questions 

Highest  
Trust score 
achieved 

BCF

A&E & Emergency
Care

9.5 8.3

Waiting lists 
and planned 
admissions 

9.7 8.6

Waiting to get 
a bed 

9.6 6.8

The hospital & 
ward 

9 7.8

Doctors 9.4 8.4

Nurses 9.4 8

Care & treatment 8.8 7.4

Operations & 
procedures

9.1 8.3

Leaving hospital 8.7 7

Overall view 6.6 4.7

nationaL inpatient surveY
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Following this survey, the results have been discussed at the Trust Board and disseminated throughout 
the directorate governance structure and presented at clinical indicator meetings. 

improving care with the support of patients - 
patient and relatives advisory Group (praG)
the patient and relatives advisory Group (praG) gets information and briefings on key topics, 
such as

 how the Trust performs in national patient surveys

 quality reports - how the Trust is managing things like food and nutrition, dignity and respect

 continence care, and care for hospital patients who also have dementia 

 talks on topics of interest such as prevention and control of hospital acquired infection

praG members can also:

 get involved in observations of the quality of interactions between staff and patients (QUIS audits)

 talk to patients and get their views and feedback using electronic trackers

  take part in the annual PEAT (Patient Environment Action Team) programme, and from next year be 
involved in the new Patient-Led Inspection Programme

 help with staff education sessions by highlighting patient/carer experience

The PRAG will give its feedback and views to the Trust’s Patient Experience Strategy Steering Group and/
or the Quality and Safety Committee.

People (patients, relatives or carers) whose concerns or complaints have been resolved can get 
information about the PRAG from our PALS (Patient Advice and Liaison) team.

People who have experience of care at our hospitals and would like to get involved are welcome.

In 2013/14 the PRAG will be chaired by a relative.

patient feedback 
throughout 2012-13 has 
often been extremely 
encouraging, with the 
following quotes being 
taken from the nHs 
Choices website, feedback 
via the trust website 
or emails to our paLs 
department:
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Barnet Hospital
“My mother is 86 today and said all the staff were very kind to her throughout 
her visit, especially the doctors in the Observation Unit. I must admit when I 
eventually got to speak to my mother I thought she would say “I have had a 
really bad day”, but no, all the nurses and doctors were very kind, and as her 
son I thank you all for looking after her as well.”

“I was recently an inpatient in Beech Ward. I was in hospital for eight days, 
undergoing surgery for a foot injury. During the time I was on the ward I had 
plenty of time to experience the nursing staff at work. I met the Matron who 
was most helpful and very pleasant – she made time in her busy schedule to 
try to help me with a specific problem. The nurses seemed to go out of their 
way to ensure that I was comfortable and pain-free, and it was always done 
with a smile and a cheery word or two. It meant a lot to me.”

“A lovely patient came into the PALS office at Barnet Hospital this morning. 
She wanted to say how wonderful the receptionist in X-ray is. She said she 
was extremely helpful, very polite, professional, very cheerful and went out 
of her way to assist her. She said she couldn’t leave the hospital without 
expressing her praise to a wonderful member of the team.”

“I attended A&E on Saturday morning feeling very unwell, the responsiveness 
and quality of the immediate medical care was impressive to say the least. I 
was later transferred to CDU where I received top quality nursing and care of 
the highest standard. I was finally transferred late on Sunday night to Quince 
Ward where again the service was superb.”
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Chase farm Hospital and ‘site unknown‘
“During my three days stay, I didn’t meet one unfriendly employee. Everyone 
was so experienced, nice and helpful, which made the experience of giving 
birth less stressful.”

“I feel compelled to write expressing my gratitude for and appreciation of the 
excellent service provided to me over the past three days.”

“I have always been treated with kindness and respect at Chase Farm 
Hospital.”

“I would recommend Chase Farm Hospital to anyone.”

 “I am deeply appreciative of the medical and nursing care I received. It was 
excellent.”

“I have never received better treatment in any hospital, neither in National 
Health nor in private.”

“Consistent and professional care, delivered in a friendly way.”

“Professional, friendly, caring, calm and clean!”

“Every step of the treatment was explained. My opinion was asked and 
respected. I could not have received better treatment anywhere else.”

“Quality of care, sympathy and sensitivity demonstrated by everyone from the 
ward manager to the cleaners.”

“I came out smiling.”

“My experience was an example of excellent nursing care.”
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Case study 

Cancer services praised by patients
the publication of the national Cancer patient experience programme’s 2012 
report showed the trust’s cancer services to be of a very high standard, with 
notable progress made since last year’s report. the report also highlighted 
areas of improvement for staff to work on. 

The survey looked at adult patients (aged 16 and over) with a primary diagnosis of 
cancer who had been admitted to NHS hospitals as an inpatient or day case patient 
and discharged between 1 September 2011 and 30 November 2011. Of the 972 
of our patients who returned questionnaires for the survey, 89% rated their care as 
excellent or very good. This is the highest score across all NHS trusts in North Central 
London. Of the 55 questions that were comparable to questions in the previous year’s 
survey, the Trust showed improvement in 37 of them. We were also in the top 20% 
of surveyed trusts for 11 questions (up from four in the previous year) and in the 
bottom 20% for 15 questions (down from 23 in the previous year). 

Comments made by patients included: 

“aiways aware that the best professional care was 
being provided, it’s truly outstanding”, “the nurses and 
doctors at Chase farm were very supportive and kind”, 
and “all staff were polite, efficient and professional”.
Areas for improvement identified in the report included a decrease in the number 
of patients who felt they were able to get understandable answers to important 
questions (from 92% to 88%), only 20% of patients being asked about taking part 
in cancer research although 50% would have liked to, and only 31% of staff asking a 
patient what name they preferred to be called.
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over the past 12 months the trust has introduced a number of initiatives including the 
following;

  The Trust has introduced an “Employee Assistance Programme” which provides a wide range 
of counselling, welfare and health and wellbeing advice. This has been well received by staff as 
indicated by the usage rates in quarterly reports. 

  The Trust has set in place Staff Dignity Champions to help support staff at local levels to resolve 
workplace concerns. Dignity at Work Training sessions will be in place from April 2013 and more 
Mediators will be trained.

  The Trust’s Flexible Working Policy has had a positive impact on staff as it enables various working 
options to help their work life balance. Over 80% of flexible working applications made in 2012 
were accepted in line with service needs.  

  The Trust has put in place a Diploma in Health and Social Care Level 2/3 in partnership with West 
Hertfordshire College for newly appointed Health Care Support Workers to enhance their skills in 
providing high quality personal care to patients so that they are confident and competent to do 
their work in the hospital. Over 50 staff are currently enrolled on the course. 

  To ensure that staff are better equipped to respond to patients and communities needs, the Trust 
has commissioned training opportunities for clinical staff to support their continuous personal and 
professional development. 

  The Trust has provided secondment opportunities for 12 Healthcare Workers to undertake nurse 
training, working in collaboration with Middlesex and Hertfordshire Universities.

  The Trust has put in place mentor sessions delivered by Hertfordshire and Middlesex Universities to 
meet the needs of individual departments. Ward managers are able to access the interactive “live 
mentors” database to enable them to update changes in a timely fashion. The Trust also supports 
newly qualified staff nurses from being a student to becoming a competent practitioner, all of 
which supports their ability to care for patients.  

  The Trust now offers mentoring placements to all consultant appointantees.  

improving the staff experience
the trust believes that giving staff clear direction, good support and treating staff fairly and 
supportively, creates a culture of engagement, in which dedicated staff in turn can give their 
best in caring for patients.
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  Staff feeling satisfied with the quality of work and patient care they are able to deliver

  Staff agreeing that their role makes a difference to patients

  Fewer number of staff say they are working extra hours

  More staff are appraised in the last 12 months 

  More staff are receiving health and safety training 

 Fewer are saying that they suffer from work related stress

  More staff are saying they are able to contribute to improvement at work

  More staff are able to access equality and diversity training 

  Fewer staff are saying they experience work pressure 

  More staff say they believe the Trust has a fair and effective incident reporting procedures

  More staff are saying they feel motivated at work

staff attitude survey
the staff attitude survey is an annual study run since 2003. it is required by the Care Quality 
Commission (CQC) for all nHs trusts in england. these survey results are based on the 
analysis of the national nHs staff survey in the uK published by the department of Health. 

A random sample of 850 staff were mailed and 446 staff returned their completed questionnaire to 
the Picker Institute. This represented an overall response rate of 54.5% and placed the Trust in the 
top 20% of acute Trusts in England for staff response rate and the second highest in London for the 
second year in succession. The Trust has recorded a sustained improvement in response rates over 
the years and though it reduced in 2011 and it has reduced further, the Trust’s score is still however 
relatively high in comparison to other acute trust’s response rates.

on reviewing the 2012 staff survey results, the trust has improved when compared to other 
acute trusts in the following areas and has achieved better than average scores:

  81% of staff respondents said that they had received equality and diversity training in the last 12 
months, whilst the national average score for acute Trusts is 55% 

  12% of staff respondents said that they experienced physical violence from patients, relatives or 
the public in the last 12 months, whilst the national average score for acute Trusts is 15%

  83% of staff respondents said that they received health and safety training in the last 12 months, 
whilst the national average score for acute Trusts is 74%

  67% of staff respondents said that they worked extra hours, whilst the national average score for 
acute Trusts is 70%

  3.57 of staff respondents said that they experienced fairness and effectiveness of incident 
reporting procedures, whilst the national average score for acute Trusts is 3.50

the following five scores are areas where the trust has been recorded above the national 
average and in the top 20% of all acute trusts across the uK:
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  30% of staff respondents said that they were experiencing harassment, bullying or abuse from 
staff in the last 12 months. The national average for acute Trusts in 2012 is 24% 

  4% of staff respondents said that they experienced physical violence from staff in the last 12 
months. The national average for acute Trusts in 2012 is 3% 

  17% of staff respondents said that they experienced discrimination at work in the last 12 months. 
The national average for acute Trusts in 2012 is 11% 

  3.65 of staff respondents said that they did not have an effective team working environment at 
work in the last 12 months. The national average for acute Trusts in 2012 is 3.72

  52% of staff respondents said that hand washing materials were not always available in the last 12 
months. The national average for acute Trusts in 2012 is 60% 

the five key findings of the trust which compared most unfavorably with other acute trusts 
in england, and which are seen as a starting point for the trust’s action planning, were that:

The Trust has a Joint Task Force comprising General Managers, Business Managers, Matrons, lead 
managers and trade union representatives. The purpose of this partnership is to discuss results, share 
ideas and best practice for improvement of the scores, learn from other trusts and providing support 
between Directorates. The group has worked across all the Directorates to hold staff focus groups to 
understand the underlying reasons for staff concerns and these sessions have resulted in staff coming 
up with solutions for their areas.

Three key areas where staff experience improved the most over the last 12 months were the 
percentage of staff appraised in the last 12 months, the fairness and effectiveness of Incident 
Reporting and the percentage of staff having Equality and Diversity training. 

More staff reported that they were satisfied with their work in 2012 than in either 2011 or 2010; the 
2012 score was 3.57 (out of 5) whereas the two previous years had a both score 3.47. 

staff recommending the trust as a place to work or receive treatment – 2010 - 2012

 2012 2011 2010

 3.50 3.50 3.51

The Trust’s score of 3.50 is below the national average for acute Trusts (3.57). 

The Directorates have developed their action plans to address specific findings pertinent to each area. As 
is routine, the General Managers have been attending the Joint Staff Committee meeting on a monthly 
basis to present and discuss their action plans and provide updates on the progress they are making. 
The Joint Staff Committee is a joint management and staff side committee that provides scrutiny and 
assurance that appropriate actions are taken to address staff concerns.
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developing our staff
Continuous personal and 
professional development
the trust provides all staff with opportunities to support their continuing personal and 
professional development. the education team commissions a wide range of courses and 
projects from local universities and training organisations based on needs identified by ward 
managers and matrons and reflecting organisational objectives. all courses are applied for via 
a standard process that ensures that the trust is effectively utilising this valuable resource and 
that applicants are treated fairly and equally.  

new courses are developed as needs change and below are examples of projects that were 
commissioned in 2012/2013:

  dementia

  tissue viability

  Coaching skills for leading

  Coaching and action learning facilitation supervision

  action learning facilitation

The Trust will build on the programme of ‘Big Conversations’ with staff by developing a programme 
of quarterly focused conversations supported by an increased deployment of Executive and Non 
executive Directors safety walk-rounds on both sites and the implementation of the 15 step challenge. 
We will increase the use of the staff tracker system and we have extended this to include doctors. 

We continue to monitor the annual staff survey results and focus specific work on any areas where 
concerns have been identified. We will shortly introduce regular ‘Schwartz Centre Rounds’ to 
empower staff to share their experiences of delivering and improving patient care in the Trust. We 
have good evidence that our staff are both free and willing to use our whistle blowing policy and will 
review the policy in the light of the Francis report to ensure its ongoing fitness for purpose. All these 
activities will be reported to the Trust Board.
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aLwaYs
to embed the Chief nurse for england’s ‘6 C model of compassionate care’ within the 
organisation the trust will be launching ‘our promise to You’ on nurse’s day.  this is 
aligned to the compassionate model of care and states what we will ‘always’ do for 
our patients. this aligns to the trust’s patient experience strategy.

driving quality through 
performance
The Trust measures many aspects of its performance and this data is regularly reviewed throughout 
the organisation. For example, nursing staff collect data on key clinical indicators weekly. This is 
reviewed by the Director of Nursing with the Matrons. The data is presented as part of the PES to the 
Trust Board where the data is triangulated with incidents and patient feedback. 

At Trust Board level we review a dashboard each month that includes some of our key measurements 
(metrics) in the areas of patient safety, clinical effectiveness, patient experience and operational 
performance. This section contains a sample of the key metrics that the Trust Board currently reviews 
on a monthly basis.
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Key performance achievements 2012/13

* March 2013 Performance
** Feb 2012/13 YTD Performance

doMain HeaLtHCare tarGets doMains and indiCators 2010/11
perforManCe

2011/12
perforManCe

2012/13  
perforManCe

2012/2013 
tarGet

Quality

% urgent referrals seen within 14 days** 96.97% 95.37% 93.39% 93.00%

% urgent referrals seen within 14 days - Breast symptomatic** 96.03% 95.93% 94.01% 93.00%

% Cancers treated within 31 days of decision to treat** 98.58% 98.39% 98.41% 96.00%

% Cancers treated within 62 days of referral** 91.6% 89.45% 87.47% 85.00%

% Consultant upgrades treated within 62 days** 98.90% 99.36% 98.81% 90.00%

% screening services treated within 62 days** 99.62% 96.60% 96.37% 90.00%

% subsequent treatments treated within 31 days of dtt - 
drugs**

100% 100.00% 98.00%

% subsequent treatments treated within 31 days of dtt - 
surgery**

97.18% 97.73% 94.00%

total time in a&e - 95% of patients should be seen within 4hrs 98.2% 96% 94.95% 95%

patient impact: a&e: unplanned reattendance rate* 1.58% 1.83% <= 5%

patient impact: a&e: Left without being seen* 0.34% 2.34% < 5%

percentage of patients that have spent at least 90% of their time 
on the stroke unit

86% 95% 92% 80%

percentage of high risk tia patients who are treated within 24hrs 80% 74% 78% 60%

% delayed discharges 1.20% 0.20% 3% 3.50%

womens 
Health 

% Maternities Breastfeeding 86.2% 90% 85.72% 78.00%

% Maternities not smoking 92.2% 90% 93.00% 90.00%

access

% diag. tests. excl audiol. waiting > 6 weeks** 0.2% 0.35% 0.31% < = 1%

% audiology tests waiting > 6 weeks 0% 0% 0% < = 1%

rtt waiting times 95th percentile - incomplete* N/A 24.59 36 Weeks

rtt waiting times 95th percentile - admitted*
N/A 23.31

27.7 
Weeks

rtt waiting times 95th percentile - non-admitted*
N/A 15.31

18.3 
Weeks

rtt waiting times Median - incomplete* N/A 5.35 7.2 Weeks

rtt waiting times Median - admitted*
N/A 9.43

11.1 
Weeks

rtt waiting times Median - non-admitted* N/A 5.26 6.6 Weeks

18 weeks - admitted 90% target* N/A 90.3% 90%

18 weeks - non-admitted 95% target* N/A 98.5% 95%

patient 
experience

% ops. Canc. at last minute 0.57% 0.79% 0.67% 0.80%

% Canc.ops not re-admitted within 28 days 0.9% 0.57 0.00% 5.00%

number of Mixed sex Breaches 51 135 0

number of never events 1 5 0

safety
Clostridium difficile – meeting the Clostridium difficile objective 75 23 19 33

Mrsa – meeting the Mrsa objective 4 7 7 4

As can be seen from the table above, the Trust has continued to build upon positive performance 
from 2011/12, to perform well against national targets in 2012/13. In particular, the Trust met the 
A&E 4 Hour standard overall with performance of 94.95% in spite of a difficult winter. The Trust has 
maintained performance and met all cancer targets for 2012/13.
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a&e performance 
The A&E performance is that 95% of patients must been seen and/ or treated with 4hrs.

The graph below shows the Trusts performance against local peer groups benchmarked against peer 
Trusts within the locality SHA, using Dr Foster benchmarking.

Barnet and Chase Farm Hospitals are one of the busiest providers of emergency care in London. We see/
treat approximately 250 patients a day at Barnet Hospital and 200 patients at Chase Farm Hospital.

As part of the Barnet Enfield and Haringey Clinical Strategy we are building a building a brand new, 
state of the art Emergency Department at Barnet Hospital in preparation for the proposed changes in 
November.  Chase Farm Hospital will also have a completely modernised Urgent Care Centre with co-
located new children’s and older person’s assessment units.

The Trust continues to implement a series of initiatives based on ‘right place, right person, right time’ 
philosophy. This will help improve and sustain Emergency performance particularly at Barnet Hospital. 
We are developing redirection away for the department for less urgent cases, improving the Urgent 
Care Centre service, refreshing and re-launching the Clinical Decision Unit  to allow the medical take 
to go directly there and by-pass the Emergency Department altogether, introducing  a surgeon-of-the-
day model to support the surgical flow and employing Psychiatric Nurse Practitioners to speed up and 
improve psychiatric assessments.

Mixed sex 
Breaches 
The national guidance is 
that intensive care and high 
dependency units can be mixed 
sex areas but, once a patient is 
well enough to go to a general 
ward, any delay in transferring 
them will result in a breach of the 
mixed sex guidelines. This was 
the cause of all our mixed sex 
breaches during 2012/13 and we 
have now changed the way we 
manage the ‘step down’ from 
high dependency areas to general 
wards to reduce the number of 
breaches.

audit of our emergency services: 
An external independent review of our Emergency Service 
was undertaken following internal allegations of misreporting 
of the A&E waiting time target at Chase Farm Hospital. The 
Trust Board accepted all the recommendations from the 
report and implemented the following action immediately 
following receipt of the report.

  Ensuring the reporting and recording of the A&E waiting 
time targets is correct

  Closure of the observation unit at Chase Farm Hospital

  Developing and implementing a programme to improve 
record keeping and patient pathways and management

  Ensuring the correct implementation of trust policies on 
same sex accommodation and the use of the observation 
unit support the requirements of the emergency care 
pathway and good patient care.

A&E 4 Hour Performance
(Local SHA Peer Group) - April 2012 - Mar 2013
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Cancelled operations 
Cancelling operations on the day of, or following admission for, non-clinical reasons is distressing and 
inconvenient for patients and results in prolonged waiting times for treatment.

The graph below shows the Trust’s performance benchmarked against the local peer groups within the 
locality SHA, using Dr Foster benchmarking.

The Trust performance against cancelled operations for 2012/13 is below the threshold of 0.8% with 
performance of 0.67% of all elective admissions being cancelled. This is also a significant reduction 
from 2011/12 performance of 0.79%. The Trust will improve it’s performance by carefully planning our 
theatre operating schedules against out consultant job plans so that all available operating slots are 
fully used.

Quarter 4 2012/13 Cancelled Operations 
Performance (Local Peer Group)
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Non-Admitted patients 18Wk Performance 
(95% Target)
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admitted 18 week performance

The NHS constitution guarantees every patient the right to treatment within 18 weeks from the time of 
referral.

The graph above shows that for patients requiring admission to the hospital, the Trust has consistently 
exceeded the 90% national threshold for every month in 2012/13.

For patients requiring treatment as an outpatient (see graph below), the Trust also met and exceeded 
the national target of 95% for every month in 2012/13.

Admitted patients 18Wk Performance
 (90% Target)
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Patients with an incomplete pathway may be waiting longer for treatment than the Government’s 
18 week pathway. The Trust was performing above the national target for the first ¾ of the year but 
significant winter pressures had impacted upon the Trust elective programme, and contributed to an 
increase in the Trust backlog. Moving forward however the trust is negotiating with its commissioners to 
ensure that a decrease programme of accumulated backlog cases is undertaken during the course of the 
next 6 months. 

incomplete patient pathway

Incomplete patients 18Wk Performance 
(90% Target)

85.00%
86.00%
87.00%
88.00%
89.00%
90.00%
91.00%
92.00%
93.00%
94.00%
95.00%
96.00%

Apr-
12

May-
12

Jun-
12

Jul-
12

Aug-
12

Sep-
12

Oct-
12

Nov-
12

Dec-
12

Jan-
13

Feb-
13

Mar-
13



82

Q
u

a
lity

 a
cco

u
n

ts 2012-2013

National Cancer targets require 93% of patients urgently referred by their GP to be seen within two 
weeks; 96% of patients to be receiving their first treatment within 31 days of the decision to treat; and 
85% of patients to be receiving their first definitive treatment within 62 days of referral.

For 2012/13 The Trust performed better than the national targets on all of these measures. To ensure the 
Trust maintains it’s performance there will be an ongoing programme of monitoring the cancer waiting 
times targets, this includes weekly meetings where any issues are identified and resolved.

Cancer referrals for two-week waits

Cancer 31Day First Treatment performance for London Trusts for 
2012/2013
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The Trust has consistently met and exceeded the national target of 90% for every month in 2012/13.  The 
Trust has also shown consistent improvement in performance through every quarter and has exceeded 
performance in comparison to national average of all acute providers for two months in quarter 4 of 2012/13.

vte risk assessment performance

BCfH Mortality palliative Care 
Coding rate vs. national average

VTE Risk Assesment Performance : BCFH NHS Trust vs NHS Acute Providers Average
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This graph displays the mortality coding rate for palliative care for the Trust over the last four years 
against the national average coding rate. This is a percentage of deaths in the Trust that are coded as 
having been seen by the specialist palliative care team. There is a difference of 0.3% against the national 
average. The palliative care team and coders will continue to work together in reviewing the clinical 
quality and coding accuracy of patient care.
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analysis of the reported degree 
of harm

deGree of HarM
inCidents aCross 
CLuster

% of inCidents 
aCross CLuster

inCidents 
froM Your 
orGanisation

% of inCidents 
froM Your 
orGanisation

No Harm 113,292 71.50% 2,089 68.20%

Low 35,445 22.40% 676 22.10%

Moderate 8,471 5.30% 282 9.20%

Severe 924 0.60% 6 0.20%

Death 213 0.10% 9 0.30%

Total 158,345 100.0% 3,062 100.0%

Source: patient safety incident reports successfully submitted to the NRLS where 
the incident occurred during the period 1 April 2012 to 30 September 2012.

Number of patient safety incidents resulting in severe harm or death at a trust reported through 
the National Reporting and Learning Service (NRLS), divided by the number of patient safety 
incidents reported at a trust reported through the NRLS. This represents 0.84% of patients coming 
into our hospitals suffering severe harm or death.

safety incidents involving severe 
harm or death
desCription: Patient safety incidents reported to the National Reporting and Learning Service (NRLS) 
where degree of harm is recorded as ‘severe harm’ or ‘death’ as a percentage of all patient safety 
incidents reported.

nuMerator: The number of patient safety incidents recorded as causing severe harm/death as 
described above.

The ‘degree of harm’ for patient safety incidents is defined as follows:

severe harm – the patient has been permanently harmed as a result of the patient safety incident.

death – the patient safety incident has resulted in the death of the patient.

denoMinator: the number of patient safety incidents reported to the National Reporting and 
Learning Service (NRLS).

indiCator forMat: standard percentage
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The Trust launched a new hand hygiene campaign - ‘I Can, You 
Can, We Can, make a difference for patients’ in May to inspire 
the fight against healthcare associated infections (HCAIs).

The campaign aims to remind staff of the benefits that good 
hand hygiene has on patient care.

It will feature a series of specially designed and visually striking 
banners and posters that can be seen throughout all our hospital 
sites, together with a number of handwashing-themed pictures 
drawn by younger patients at the Trust.

The campaign includes a music video based on Gangnam Style, 
‘Use This Hand Wash Style!’ The video features 300+ members 
of staff cleaning their hands whilst dancing to a specially-
amended version of the song, whose lyrics now remind staff of 
the seven stages of hand hygiene.

#usethishandwashstyle!      http://youtu.be/qXfJsz9lg-w

	  

The Trust has significantly reduced its Cdiff. target to just 19 cases in total and a rate per 1,000 bed days.

Number of Indicators Tested: 19

Reported as 100,000 bed days: 2.4758

C.difficile reported as per 100,000 
bed days

new hand hygiene 
campaign
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Looking forward
Barnet enfield and Haringey 
Clinical strategy
We are investing £35million to create two sites with complementary services. In the autumn, emergency 
care and consultant-led obstetric and neonatal services (doctor-led maternity and newborn babies) will 
be moving from Chase Farm Hospital to Barnet Hospital and North Middlesex Hospital. Chase Farm 
Hospital will continue to be a provider of planned, outpatient and diagnostic services and an Urgent 
Care Centre will replace the A&E Department. 

CHase farM
planned Care

  Outpatients

  Elective surgery services

  Day surgery

  Rehabilitation

  Urgent Care Centre
 –  Paediatric Assessment Unit
 –  Older Person’s Assessment Unit

  Post Operative Recovery Unit

The BEH Clinical Strategy Programme is planning changes to services and working towards 
implementation in November 2013. A final decision about the timing of the implementation will be 
taken by local Clinical Commissioning Groups in September 2013.

As part of the implementation of the Barnet Enfield and Haringey Clinical Strategy, a building and 
remodeling programme has been launched to make sure Barnet Hospital can accommodate the extra 
patients and visitors that will be going there and the additional staff working there.

Following a further review of car parking requirements, the Trust now intends to provide an extra 200 
car parking spaces at the front of the hospital. We are confident that this will be more than adequate, 
together with the existing parking spaces, to cope with the increase in patients, visitors and staff.

Barnet
emergency Care, Maternity & paediatrics

  A&E

  Emergency surgery

  Day surgery

  Maternity (including Midwife Led Unit)

  Paediatrics

  Outpatients

  ITU & HDU
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the views of our stakeholders
The views of our patients, local community and staff are essential in helping us maintain and develop 
high quality clinical services. In developing our quality accounts, we undertook a series of engagement 
exercises to ensure we fully engaged our various stakeholders and partners as much as possible in 
developing these accounts.

Healthwatch Hertfordshire’s response to 
Barnet and Chase farm Hospitals nHs 
trust (BCfH) Quality account 2013
Healthwatch Hertfordshire welcomes the opportunity to comment on the Quality Accounts from Barnet 
and Chase Farm Hospitals NHS Trust and the statement from the new Chief Executive. The account is 
well presented and easy to understand.

It is clear how the priorities were chosen and that they support improvements to patient experience 
in quality of care as well as in areas of administration (where a challenging target for clinic letter 
turnaround has been set). An overview of each priority gives an understanding of the starting point for 
action and where the Trust aspires to be at the end of March 2014.

We particularly welcome ‘Priority One: Dementia Services’ and the implementation of practical steps to 
support patients with dementia together with the appropriate support and acknowledgement of carers 
who play a vital role in the care of such vulnerable patients.

We note the CQC inspections resulting in the initial non-compliance for outcomes for Medicines 
Management, Staffing and Records and the subsequent actions taken to make positive improvements 
and achieve compliance.

In reviewing the performance of last year’s priorities, we did not have access to detailed data only 
headline figures. However the Trust should be commended for the Gold accreditation for their work in 
improving stroke care and for the 42% reduction in Clostridium Difficile incidents as well as the ‘better 
than expected mortality rates’.

The Liverpool Care Pathway priority is carried forward but we would also like to see evidence of what 
work has been done by the Trust to ensure that patients die in their place of choice (which is not 
necessarily in hospital).

It was disappointing to see the high number of ‘never events’ but encouraging that the Trust has taken 
immediate action.

With the many changes taking place in the NHS and the implementation of the BEH (Barnet Enfield 
Haringey) Clinical Strategy, there are concerns about poor staff morale due to uncertainty which could 
impact on the quality of service. Staff will need to be supported and listened to during the transition.

We are pleased to see the appointment of the first dedicated Director of Research, which could be a 
resource for people living in South Hertfordshire. We also welcome the focus on accessibility at Barnet 
hospital with extra car parking spaces and plans to look at transport options to and from hospital.

Healthwatch Hertfordshire looks forward to working with the Trust in the coming year as it moves 
forward to full implementation.

sarah wren MBe, Chairman Healthwatch Hertfordshire, May 2013
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response from enfield’s Health and 
wellbeing panel
The Panel members were pleased to receive the 12/13 Draft Quality Accounts.

The new priorities for 13/14 which focus on care, dignity and patient experience were well received. 

Maintaining continued focus on the 2012/13 priorities was welcomed.   This is significant with respect to 
the increase in MRSA cases. Infection prevention and control must continue to be a priority.

The Trust’s reduction in the incidence of pressure ulcers over the last 12 months, by education and skills 
training, is an indicator of good patient care. 

With regard to the noted quality highlights in 2012/13, the Trust’s performance in the Patient 
Environment Action Team (PEAT) Assessments, the Cancer Patient Experience survey and the better than 
expected mortality rates were welcomed.

The Panel is pleased that the Trust agreed to provide 200 more parking spaces at Barnet Hospital 
following discussions with the North Central London Joint Scrutiny Committee and the Scrutiny Panel.  
This will improve access for Enfield residents once services transfer to Barnet Hospital from Chase Farm 
Hospital

The Panel is concerned over the number of ‘never events’ in 2012-13 and acknowledges the Trust’s 
investigations and actions to ensure there is no repeat of these incidents.

The Panel would have liked to have seen details given on the audit of emergency services.  The Panel 
continues to have concerns over capacity issues in A&E and also in relation to maternity services 
proposals within the Barnet, Enfield and Haringey Clinical Strategy.

The Panel notes that the Trust is now compliant with CQC assessments following implementation of 
actions plans for improvements in medicine management and staffing. 

Cllr alev Cazimoglu

Chair enfield Health & wellbeing scrutiny panel
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response from Barnet overview and 
scrutiny Committee
the Committee scrutinised the Barnet and Chase farm Hospital nHs trust Quality account 
2012/13 and wishes to place on record the following comments:-

  The Committee welcomed the positive developments set out in the Quality Accounts and were 
encouraged by the Trust’s improved performance on Priority Three: Pressure Ulcers. 

  The Committee were pleased to note the improvements that had been made in respect of Priority 
Five: Liverpool Care Pathway and the emphasis on dignity, respect and compassion. 

  The Committee noted the Trust’s intention to improve record keeping.

  The Committee congratulated the Trust in relation to their work on Priority One: Dementia Services.

However, the Committee wished to express concern in relation to the following:-

  The Committee questioned why the Trust had not contributed to this year’s National Diabetes Audit 
and expressed concern that the data held on the Trust’s existing system was not adequate or specific 
to the audit.  The Committee were reassured to hear that the software required to contribute to this 
audit had been purchased and that the Trust intended to contribute to next year’s audit.

  The Committee noted the number of large scale projects on-going at the Trust (including the 
response to the Francis Report, the business case for the acquisition of the Trust by the Royal Free 
London NHS Foundation Trust and delivering the objectives set out in the Quality Accounts) and 
expressed concern at the ability of the Trust to manage and prioritise these projects.   The Committee 
noted that the Trust were aware of the risks in balancing a number of projects and received assurance 
that they would monitor Key Performance Indicators closely. 

  The Committee expressed concern at the Clinical Coding Error Rate and questioned what action 
would be taken to improve these figures. 

  The Committee raised concern over the performance for MRSA instances in 2012/13 and noted that 
the target of four cases had been breached, with seven MRSA cases occurring within the period.  
The committee noted that root cause analysis of the cases had shown that the cases had not been a 
result of cross-contamination. 

  The Committee raised concerns that five “never” events had taken place during 2012/13, and 
sought assurance that appropriate action would be taken. 

  The Committee expressed great concern that the target to see patients at Accident and Emergency 
within four hours had been breached in five months out of 12 during 2012/2013, especially in light 
of the changes due to be implemented in November 2013 as part of the Barnet, Enfield and Haringey 
Clinical Strategy.
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North and East London Commissioning Support Unit have coordinated the review of Barnet and Chase 
Farm Hospitals NHS Trust’s Quality Accounts on behalf of NHS Enfield Clinical Commissioning Group 
(CCG). The view contained within this statement summarises the discussions that have taken place with 
commissioners as part of the clinical quality review group. NHS Barnet Clinical Commissioning Group has 
also been part of these discussions.

The accounts provide a good summary of the work done by the Trust in 2012/13 to improve services 
for patients. The document states that the priority areas have been developed in consultation with local 
partners through a number of engagement activities.

The quality priorities for 2013/14 are locally and nationally meaningful and Enfield CCG recognise that 
the chosen areas are of importance to improving patient care within the trust. 

It is noteworthy that commissioners would have hoped to see priority improvement areas for 2013/14 
focused across more specific areas identified as requiring significant performance improvement and 
more closely aligned to all the domains of quality.

The focus on fewer priorities may have been more helpful to enable the trust to concentrate their efforts 
in areas that require strengthening compared with a greater number that include areas already being 
worked on as part of the national CQUIN priorities for 2013/14.

The reporting and monitoring arrangements for improvement priorities have been noted, however in 
year measurement of progress against each of these priorities is less clear and a more clearly described 
outcome for each of the improvement priority areas may assist with on-going monitoring.

It is very positive to see the trust outline their achievements in 2012/13 against internal priorities 
set for improvement, in addition to other achievements throughout the past year. Enfield Clinical 
Commissioning group recognise this good progress. It is also encouraging to see some priority areas 
build on the previous year’s work.

It is noted that the trust has met its target for clostridium difficile incidence, which is commendable 
given the recent changes to national reporting arrangements.

The trust has also performed well against many of the Commissioning for Quality and Innovation 
(CQUIN) schemes such as Venous Thromboembolism, COPD and cancer staging; however continued 
improvements are still needed in the achievement of other CQUIN schemes for the coming year.

It is disappointing to note that the MRSA trajectory has not been achieved and commissioners will 
continue to seek assurance around the management of healthcare associated infections.

Commissioners have raised concerns following the five Never Events which were reported by the trust 
during 2012/13. Three of these occurred in maternity services and all were related to retained foreign 
objects post-operation (retained swabs). At a recent Clinical Quality Review Group (CQRG) meeting, the 
trust informed commissioners that the appropriate remedial action has been taken and that a report 
is being presented to the Trust’s Serious Incident review panel for discussion in May, with a final report 
to follow. Commissioners will be discussing the outcome of this report and actions to date at the next 
CQRG meeting and will ensure that the trust is taking the appropriate action to avoid these serious 
events.

Following new guidance from the Department of Health, incorporating changes to the NHS (Quality 
Accounts) Regulations 2010, it appears that the core set of quality indicators are yet to be included and 
these should be reported. (Gateway ref 18690).

Enfield Clinical Commissioning Group looks forward to working with Barnet and Chase Farm Hospitals 
NHS Trust throughout the coming year 2013/14 through the Clinical Quality Review meetings to support 
and monitor the achievement of improvements in all areas of Clinical Quality.

nHs enfield Clinical Commissioning Group



93
Q

u
a

lity
 a

cco
u

n
ts 2012-2013

response to stakeholders
The views of our patients, local community and staff are essential in helping us maintain and develop 
high quality clinical services.

The Trust is grateful for the thoughtful and helpful responses it has received to its 2012/13 Quality 
Accounts.

The Trust is committed to working with all its key stakeholders internally and externally to drive forward 
the quality and safety of the services it provides paying particular attention to risk management in 
relation to ‘never events’ and infection control programmes and policies.

The Trust is also grateful for the positive commentary given to many areas of its services and is committed 
to ongoing development and monitoring of all aspects of the quality of all the services we provide.
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directors’ statement
in preparing the Quality account, directors are required to take steps to satisfy themselves 
that:

 the Quality Account presents a balanced picture of the Trust’s performance over the period covered

 the performance information reported in the Quality Account is reliable and accurate

  there are proper internal controls over the collection and reporting of the measures of performance 
included in the Quality Account, 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 Account is robust 
and reliable, conforms to specified data quality standards and prescribed definitions, is subject to 
appropriate scrutiny and review

  and the Quality Account has been prepared in accordance with Department of Health guidance.

The directors confirm to the best of their knowledge and belief they have complied with the above 
requirements in preparing the Quality Account.

By order of the Board

30 June 2012
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