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Quality Report 2020/21
Part 1: Statement on Quality from the Chief Executive of
South Warwickshire NHS Foundation Trust
Part 1: Statement of Quality
I am delighted to introduce South Warwickshire NHS Foundation Trust’s (SWFT) Quality Report for 2020/21.
Our report demonstrates another positive year of quality improvement across the Trust.
Within this report you will read the mandated sections of a quality report but also the report describes the
quality of care delivered at the Trust over the last year, demonstrating where we are performing well and
where we can make improvements.
As one of a very small number of Outstanding rated Trusts nationally we are determined to not ‘rest on our
laurels’ and continue to maintain very high standards of quality and patient focus. In 2020/21 the Trust
continued in our ambition to deliver this in all of our hospital and community settings. It is reassuring to see
this demonstrated in our achievements in performance against quality markers.
This report is presented following the most challenging year that the NHS has faced in recent times due to
the ongoing Coronavirus Pandemic. This has had significant impact on us and the wider NHS as a whole but
our staff responded in a truly remarkable fashion.
Despite this significant challenge our public should be assured by the various indicators set out in this report
that we will continue to deliver high quality care to the best of our ability.
A highlight of the year was the National Staff Survey which also showed fantastic results for another year
with staff reporting very high scores across a range of really important indicators which support the highest
quality of care.
Finally, our quality priority achievements indicate that we achieved the quality and service improvements we
set ourselves to achieve and we are committed to continue our improvement work across all areas of the
Trust.
I hereby state that to the best of my knowledge the information contained within the Quality Report is accurate.

Glen Burley, Chief Executive
Date: 16 June 2021
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Part 2: Priorities for improvement and statements of
assurance from the board
Our Quality Priorities for 2021/22
Each year the Trust sets annual objectives and within these objectives, a selection of quality priorities are
agreed. These are detailed below, and progress will be reported against these quality priorities in next year’s
Quality Report (2021/22).
Patient Safety Quality Priorities
a. Agree Place Clinical Strategy and liaise with University Hospitals Coventry and Warwickshire (UHCW) to
review and deliver tertiary services specification
b. Manage Clinical safety risks alongside treatment prioritisation
c. Oversee the Electronic Patient Records (EPR) mobilisation strategy
Patient Experience Quality Priorities
a. Continue to roll out A&E111 First, maximising non-conveyance opportunities
b. Improve the quality and patient experience of hospital discharge processes
c. Facilitate the delivery of productivity gains through training more staff in continuous improvement and
facilitating Group-wide sharing
Patient Outcomes Quality Priorities
a. Review Trust clinical policies to ensure inclusivity and a narrowing of health inequalities
b. Reduce the incidence of delayed or missed diagnosis
c. Ensure clinical engagement and ideas generation
How these priorities were decided and why they are our priorities
In 2020/21 a virtual Round Table event was held between the Board of Directors and Council of Governors.
During this session the key quality priorities and objectives for the Organisation were identified and discussed.
The views of patients, public and staff are also obtained through these types of events via our Governors,
who represent their members. Other sources of information that are used to help us identify and agree our
quality priorities include feedback from external sources, such as the Care Quality Commission and through
the work of our Patient Forum.
How we measure, monitor and report quality
Our Board of Directors receives a monthly integrated performance dashboard from the Executive Directors
which contains a broad range of performance measures including progress against the annual objectives and
the quality priorities. The Council of Governors receives a Status Update report from the Chief Executive on
progress against the Trust’s objectives on a quarterly basis. The Board Assurance Framework provides
assurance to the Board of delivery of all key objectives inclusive of our quality priorities. Each objective has
a lead director who is accountable for the delivery of that objective. Our management and governance
structures provide a mechanism for measuring and reporting progress against these priorities, implementing
change and assurance on risk.
As part of strengthening quality and visibility of the board at team, ward and department level, the ‘Board to
Ward’ initiatives have continued throughout the year. The Board of Directors visit wards and departments
across hospital and community settings on a regular basis to improve communication. Members of the
Executive Team also visit areas across the organisation on a regular basis outside of ‘Board to Ward’
activities, however this is not formally recorded.
As part of these visits, patient safety, incidents, complaints, and issues that impact on the quality of care are
discussed. As a result of these discussions, action is taken by either the Executive Team or by the ward and
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department managers to ensure the high quality of care. Where applicable performance against these priority
indicators will be discussed with system wide partners and commissioners.

High Level Committees
Organisational Structure High Level Committees

Organisational Structure Divisional Risk Groups
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Maternity Structure Risk Management Reporting

Our 2020/21 Priorities
Patient safety
•
•
•

Implement staff retention and recruitment plans to improve the Trust vacancy and turnover
Deliver a digital hub to test technology solutions
Establish timely and safe cancer pathways

Patient experience
•
•
•

Develop a compassionate end of life care strategy and public campaign with partners
Deliver additional car parking at Warwick hospital site
Develop a public and patient engagement strategy with partners

Patient outcomes
•
•
•

Review the community hospital and Discharge to Assess (D2A) pathways and capacity
Continue to reduce face to face follow up outpatient appointments by using technology
Implement a population health approach at primary care/ placed based team level

Details in relation to our achievements in these priority areas can be found on Part 3 of this document.
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Statement of Assurance from the Board
This section contains the statutory statements concerning the quality of services provided by South
Warwickshire NHS Foundation Trust. These are common to all quality accounts and can be used to compare
us with other organisations.
Review of our Services
During 2020/21 the Trust continued to provide and/or subcontracted the services offered in 2019/20
The Trust has reviewed all the data available to them on the quality of care in 100% of these relevant health
services.
Income provided to the Trust during 2020/21 was in line with the funding the Trust received in 2019/20 and
as such the services delivered will continue to account for 91% of the income generated.

Our Participation in Clinical Audits
During 2020/21, 31 national clinical audits (this figure does not include audits that were suspended due to
Covid) and 3 national confidential enquiries covered services that South Warwickshire NHS Foundation Trust
provides.
During that period South Warwickshire NHS Foundation Trust participated in 31 (100%) national clinical
audits and 2 (67%) national confidential enquiries of the national clinical audits and national confidential
enquiries which it was eligible to participate in.
The National Clinical Audits and National Confidential Enquiries that South Warwickshire NHS Foundation
Trust was eligible to participate in and did participate in, and for which data collection was completed during
2020/21, are listed below alongside the number of cases submitted to each audit or enquiry as a percentage
of the number of registered cases required by the terms of that audit or enquiry.
National Clinical Audits that
South Warwickshire
Foundation Trust is eligible to
participate in 2020/21

National Clinical Audits
that South Warwickshire
Foundation Trust were
eligible for and participated
in 2020/21

National Clinical Audits
that SWFT participated in
and for which data
collection completed, %
completion*

Acute Care
Cardiac Arrest (National Cardiac
Arrest Audit)

✓

100%

Case Mix Programme (CMP)

✓

100%

Society for Acute Medicine
Benchmarking Audit (SAMBA)

x

National audit data collection
suspended due to Covid

National Emergency Laparotomy
Audit (NELA)

✓

100%

x

National audit data collection
suspended due to Covid.

Anaesthetics
Perioperative Quality
Improvement Programme
Blood Transfusion
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National Clinical Audits that
South Warwickshire
Foundation Trust is eligible to
participate in 2020/21

National Clinical Audits
that South Warwickshire
Foundation Trust were
eligible for and participated
in 2020/21

National Clinical Audits
that SWFT participated in
and for which data
collection completed, %
completion*

National Comparative Audit of
Blood Transfusion programme –
2020

x

National audit data collection
suspended due to Covid.

✓

100%

Audit of the management of
perioperative paediatric anaemia
Cancer
Lung cancer (National Lung
cancer Audit)
National Gastro-Intestinal Cancer
Programme:
Bowel cancer

100%
✓

(National Bowel Cancer Audit)
Oesophago-gastric cancer
(National O-G Cancer Audit)

✓

100% (Initial diagnosis and
referral to UHCW)

National Prostate Cancer audit

✓

100%

National Audit of Breast Cancer in
Older Patients (NABCOP)

✓

100%

National Cardiac Audit
Programme

✓

100%

Acute Myocardial Infarction and
other Acute Coronary Syndrome
(ACS) (MINAP)

✓

100%

Cardiology

Heart Failure (Heart Failure Audit)
Cardiac arrhythmia (Cardiac
Rhythm Management Audit)
National Audit of Cardiac
Rehabilitation

✓

100%

✓

100%

Elective surgery (National Patient
Reported Outcome Measures
(PROM’s) Programme)

✓

100%

National Joint Registry

✓

100%

Elective Procedures

Emergency Department (ED)
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National Clinical Audits that
South Warwickshire
Foundation Trust is eligible to
participate in 2020/21

National Clinical Audits
that South Warwickshire
Foundation Trust were
eligible for and participated
in 2020/21

National Clinical Audits
that SWFT participated in
and for which data
collection completed, %
completion*

Emergency medicine QIP’s:
✓

Data collection in progress

Royal College of Emergency
Medicine Pain in Children

✓

Data collection in progress

Royal College of Emergency
Medicine Fracture Neck of Femur

✓

Data collection in progress

✓

100%

x

National audit data collection
suspended due to Covid. Due
to recommence 1st April
2021.

Mandatory Surveillance of HCAI

✓

100%

NHS provider interventions with
suspected / confirmed
carbapenemase producing Gram
negative colonisations /
infections.

x

National audit data collection
suspended due to Covid.

Surgical Site Infection
Surveillance Service

✓

100%

✓

100%

National Diabetes Core Audit

✓

100%

Insulin Pump Therapy in Adults

✓

100%

National Inpatient Audit

✓

100%

Diabetes in Pregnancy Audit

✓

100%

Diabetes Foot Care Audit

✓

100%

Royal College of Emergency
Medicine Infection Control

Endocrine
Endocrine and Thyroid National
Audit
End of Life
National Audit of Care at the End
of Life (NACEL)

Infection Prevention

Learning Disabilities
LeDeR - Learning from the deaths
of people with a learning disability
Long Term Conditions
National Diabetes Audit
Programme:
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National Clinical Audits that
South Warwickshire
Foundation Trust is eligible to
participate in 2020/21

National Clinical Audits
that South Warwickshire
Foundation Trust were
eligible for and participated
in 2020/21

National Audit of Dementia

National Clinical Audits
that SWFT participated in
and for which data
collection completed, %
completion*

x

National audit data collection
suspended due to Covid. A
Carer questionnaire has been
planned by the National
body. A start date is yet to be
announced.

✓

100%

Neonatal Intensive and Special
Care (NNAP)

✓

100%

National Audit of Seizures and
Epilepsies in Children and Young
People

✓

100%

Diabetes
(RCPH
National
Paediatric Diabetes Audit)

✓

100%

Maternal, Newborn and Infant
Clinical Outcome Review
Programme (MBRACE-UK)

✓

100%

National Maternity and Perinatal
Audit (NMPA)

✓

100%

Antenatal and newborn national
audit protocol 2019-2022

✓

100%

✓

100%

✓

100%

✓

100%

✓

100%

Inflammatory Bowel Disease
(National IBD Registry Audit)
Maternity and Paediatrics

Older People
Falls and Fragility Fractures
Programme:
National Hip Fracture Database
National Inpatient Falls audit

Sentinel Stroke National Audit
Programme (SSNAP)
Ophthalmology
National Ophthalmology
Database Audit
Rheumatology
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National Clinical Audits that
South Warwickshire
Foundation Trust is eligible to
participate in 2020/21

National Clinical Audits
that South Warwickshire
Foundation Trust were
eligible for and participated
in 2020/21

National Early Inflammatory
Arthritis Audit (NEIAA)

✓

National Clinical Audits
that SWFT participated in
and for which data
collection completed, %
completion*
100%

Respiratory
National Asthma and COPD Audit
Programme:

COPD

✓

COPD data collection
resumed in July 2020

Adult Asthma

✓

100%

Paediatric Asthma

✓

100%

Pulmonary Rehabilitation

✓

100%

✓

All required data submitted
directly

✓

100%

Serious Hazards of Transfusion (SHOT)
Serious Hazards of Transfusion
(SHOT); UK national
haemovigilance scheme
Urology
British Association of Urologists –
Bladder Outlet Obstruction Audit
(BOO)

*During the COVID pandemic National Audit Organisations/bodies were requested that Trusts submit what
data they could and organisations are not penalised if they didn’t submit what would previously have been
classed as a minimum permissible number; where SWFT submitted data this has been recorded as 100%
complete.
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National Confidential
Enquiries that South
Warwickshire Foundation
Trust is eligible to participate
in 2020/21

National Confidential
Enquiries that South
Warwickshire
Foundation Trust were
eligible for and
participated in 2020/21

National Confidential Enquiries
that SWFT participated in and
for which data collection
completed, % completion

Dysphagia in Parkinson’s
patients

x

No organisational questionnaire
submitted; 0/4 clinical
questionnaires returned

Out of Hospital Cardiac Arrest

✓

Organisational questionnaire
submitted; 1/2 clinical
questionnaires returned

Physical Health in Mental
Health Hospitals

✓

Questionnaires not yet circulated

The reports of 22 National Clinical Audits were reviewed by the provider in 2020/21 and South Warwickshire
NHS Foundation Trust is taking a number of actions to improve the quality of healthcare provided, some of
the key ones are listed below:
National Audit of Dementia (NAD) Round 4
•

Junior doctor education relating to dementia and the use of the cognitive assessment and delirium
screening tool on admission

National Audit of Seizures in Hospital (NASH) 3
•
•

Development of a discharge care bundle
Continuing the clear referral pathway between SWFT and UHCW for management of patients presenting
with first seizure

Royal College of Emergency Medicine Feverish Child
•

Using the Sepsis triage tool to stratify risk of sepsis for feverish children so that they receive appropriate
escalation and senior review

National Paediatric Diabetes Audit
•

Contacting regional eye screening centre and agree on a pathway to send results electronically or by
post to the team

National BTS Adult Non-Invasive Ventilation (NIV)
•

Reviewing and piloting of new NIV chart

National Parkinson’s Audit Speech and Language Therapy (SALT)
•
•

Developing an informal observation checklist of drooling in individuals with Parkinson’s
Revisiting Lee Silverman voice treatment (LSVT) as a treatment option

National Breast Cancer in Older People Audit
•

Clinical Frailty Scale and Abbreviated Mental Test Score for patients over 70 to be included at initial clinic
appointment and completed by the medical professional assessing the patient.

LeDeR - Learning from the deaths of people with a learning disability
•

The results of the audit are being forwarded to the learning disability team for any local learning and
knowledge and sending to the Trust Mortality Surveillance Committee
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National Cardiac Arrest Audit 2020 (NCAA)
•
•

Monitoring of peri-arrest and cardiac arrest calls in relation to days of week and out of hours needs to be
continued and benchmarked versus national data.
For the Resuscitation department to review NCAA reports quarterly to identify any concerning trends.

National Diabetes Core Audit (NDA) (2018/2019 Data)
•

Increase recording of BMI especially height for new patients

National Insulin Pump Therapy Audit (2018/2019 Data)
•

More people with Type 1 diabetes should be considered for pump treatment in line with NICE guidance.

National Diabetes in Pregnancy Audit (NDPA) 2018 data
•
•
•

Relaunch pre-conception education campaign to all diabetes clinic at SWFT, General Practitioners (GPs)
Maternity Hubs, breast feeding clinics
Targeted and improved patient education and support around contraception and pregnancy preparation
with a focus on identifying and supporting those at highest risk
Increased use of continuous glucose monitoring for women with Type 1 diabetes

National Neonatal Audit Programme (NNAP) 2018 data
•
•

Sharing data with maternity team to improve use of steroids and MgSO4
Taking part in PReCePT programme to increase use of MgSO4

Mothers and Babies: Reducing Risk through Audits and Confidential Enquiries (MBRRACE) 2019
•
•
•

Carrying out a risk assessment to determine where twins should be delivered.
Review cord prolapse guideline.
Increase the profile of Twins monitoring into annual CTG training.

The Trust has undertaken over 100 local clinical audits during 2020/21, as well as the mandated national
audits listed above. A selection of actions from the local audits that will have a beneficial outcome on patient
care are described below:
•
•
•
•
•
•
•
•
•
•

Continued monitoring of the contents of the cardiac arrest trolley to ensure they correlate with the
standardised check list.
Radiologists to be made aware / educated about SEMAR software during Departmental meetings.
Reviewing bookings protocol for Elective Caesarean section, consider flexible booking strategy (e.g. give
mothers a date range rather than specific day)
Raising awareness of trust IV to oral switch guidelines e.g. screensaver, training cascade via email, formal
teaching on antimicrobial stewardship.
Creating section in surgical pathway for recording STOPBANG scores
Prescribing PR diclofenac on Electronic Prescribing and Medicines Administration (EPMA) for all patients
undergoing papillotomy.
Reviewing the local sepsis guideline and the badger sepsis pathway so that they are synchronous
Revising the Bulkamid patient information leaflet
Updating paediatric guideline on Urinary tract infections management.
Advising healthcare professionals on the different types of errors that can deem the allergy status as
being recorded incorrectly
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Our Participation in Clinical Research
The number of patients receiving relevant health services provided or sub-contracted by the Trust in
2020/2021 that were recruited during that period to participate in research approved by a research ethics
committee as part of the Health Research Authority was 1498.
Participation in clinical research demonstrates the Trust’s commitment to improving the quality of care we
offer and to making our contribution to wider health improvement.
The Rigby Research Nurse who commenced in May 2020, has helped to increase the participation in clinical
trials within cancer services.
The Trust was involved in conducting 72 clinical research studies during 2020/2021, 32 of the studies are
open to recruitment, the others are now in the follow up phase. Of these, 69 were supported by the National
Institute for Health Research (NIHR) through its research networks. The Trust aims to approve 100% of
studies within the 40-day benchmark set by the NIHR/Clinical Research Network West Midlands (CRNWM).
NIHR Portfolio Studies

Number of Studies

Total Numbers
of Patients
Recruited
COVID 19
12
1407
Cancers inc. Haematology
24
7
Musculoskeletal
6
18
Paediatrics
4
5
Gastroenterology & Hepatology
3
6
Reproduction
3
40
Diabetes
3
0
Anaesthetics /Pre-Op & Pain Management
2
1
Surgery
2
6
Cardiology & Respiratory
2
0
Ageing
1
0
Critical Care
1
4
Genetics & Congenital Disease
1
0
Eyes & Ear, Nose & Throat (ENT)
1
3
Health Services & Delivery Research
1
0
Infection
1
0
Neurological
1
0
Skin
1
1
Educational (PhD & MSc etc.)
3
n/a
The Trust continues to partake in multi-centred studies supporting high quality research for the benefit of our
patients. Our involvement in research has resulted in over 20 publications in the past three years, helping to
improve patient outcomes and experience across the NHS.
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Our Commissioning for Quality and Innovation (CQUINs) performance
(Goals Agreed with Commissioners)
Throughout 2020/21 the operation of CQUIN was suspended for all providers until 31 March 2021 due to the
Covid-19 Pandemic. Providers are not required to implement CQUIN requirements, carry out audits or submit
CQUIN performance data. An allowance for CQUIN has been included in the nationally set block payments.
Further details are available below:
https://www.england.nhs.uk/nhs-standard-contract/cquin/cquin-20-21/

Care Quality Commission
The Trust is required to register with the Care Quality Commission (CQC) and its current registration status
is “registered without conditions”.
The CQC has not taken enforcement action against the Trust during 2020/21.
The Trust has not participated in any special reviews or investigations by the CQC during the reporting period.
Registration confirms that the Trust meets all regulations and standards stipulated by the CQC. It also
confirms that the Trust is authorised to provide all registered services across all locations registered under
the Trust.
The Trust was last inspected by the CQC in August and September 2019 and we were delighted to be
awarded an overall rating of ‘Outstanding’ with no enforcement actions stipulated.
There were areas identified for minor improvement in parts of the Trust, for which the Trust has taken action
to improve. Progress is monitored internally through the Trust’s Divisional Audit and Operational Governance
Groups (AOGGs) and Clinical Governance Committee.
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Our Data Quality
The percentage of records in the published data which included the patient's valid
NHS Number was:
Trust Performance
National Average
Admitted patient care
99.9%
99.5%
Outpatient care
100%
99.7%
Accident and Emergency care
99.7%
98.6%
The percentage of records in the published data which included the patient's valid
General Practitioner Registration Code was:
Trust Performance
National Average
Admitted patient care
100%
99.8%
Outpatient care
100%
99.7%
Accident and emergency care
100%
99.6%
For NHS number compliance the Trust exceeded the previous year’s position for all categories and remained
above the national and regional average.
Clinical Coding
The Trust was not subject to the Payment by Results (PbR) clinical coding audit during 2020/2021 by NHS
Improvement. We did however undertake an annual coding audit in support of information governance
requirements during February 2021. There were 200 episodes of care audited which covered five specialties:
General Surgery, General Medicine, Cardiology, Respiratory and Paediatrics.
Audit Findings
There were fifteen Consultant Episodes where the Healthcare Resource Groups would have changed.
The overall financial value of the errors identified would have led to an increase in income to the Trust of
£6,569 from the sample size of £215,204.
Provider episodes tested in sample
% episodes changing HRG
Pre audit commissioner payment
Post audit commissioner payment
Net change in payment – undercharge
Net change in payment %

200
7.5%
£215,204
£221,773
£6,569
3.05%

The overall performance was good with the standards being met for the Data Security and Protection Toolkit
(DSPT).
Key Metrics
Primary Diagnosis
Secondary Diagnosis
Primary Procedure
Secondary Procedure

% correct 2020/2021
91.0%
95.17
91.30
97.56

% correct 2019/2020
94.0%
95.55%
93.0%
92.24%

Report Conclusions
The audit report was very positive considering the impact of the pandemic and the challenges arising from
this, including working from home and social distancing and the Trust was congratulated on a good overall
clinical coding result.
The coding of general surgery was excellent and achieved the ‘standards exceeded’ level.
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The accuracy of Primary diagnosis was slightly lower than 2019/20; this was due mainly to one recurring
error on seven episodes within two spells. Had these episodes been coded correctly primary diagnosis
accuracy would have increased to 94.50%.
The following were identified where improvement could be made:
• Feedback error episodes to the coding department in the form of internal training sessions. Coders should
be reminded to look for documented evidence of lower lobe consolidation for patients with lower
respiratory tract infections or pneumonia where the organism causing the infection has not been identified.
• The coding department should ensure COVID-19 testing is coded consistently. The auditors recommend
that tests performed in A&E should be recorded within the first episode of care of a patient’s hospital
spell. Subsequent COVID-19 tests should be coded on the episode the test was performed. The
department should also liaise with clinical staff when doubt persists over whether testing was routine or
for suspected COVID-19.
• The clinical coding management team should seek clinical clarification on urethral catheterisation
procedures. National coding standards states that urethral catheterisation should not be coded when the
procedures are routinely performed for comfort. The Trust is permitted to capture these procedures when
they are performed as part of the patient’s treatment (although not mandatory to capture unless for urinary
retention). However, clear documentation and clinical clarification will help the coding team capture the
procedures consistently and in compliance with national coding standards.
During this challenging year the coding department have continued to produce good quality coding. In May
2020 three new trainees started and their training commenced via Microsoft Teams which was a new
experience for all concerned, but this has been found to be extremely successful.
Out of Hospital Care Collaborative (OHCC)
Work continues with the OHCC to ensure that their data quality standards are met.
Regular data quality meetings are taking place and data quality issues continue to be identified and these
are being picked up with the appropriate teams.
Elective Division
Previously an Elective Costing and Data Assurance Group had been established within the division. Due to
the pandemic this has not progressed as we would have hoped and further work is required to re-establish
an appropriate group to ensure data quality across the division is monitored, covering all aspects that could
impact on income, quality of patient care and patient experience and therefore provide assurance to the Audit
Committee in relation to compliance with Costing and Data quality standards.
Emergency Division
The division continues to work through plans to improve the quality and completeness of the coding for
Emergency Department activity.
The plan is to establish a Costing and Data Assurance Group or as appropriate within the division using the
same model as the Elective Division.
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Women’s and Children’s Division
There continues to be improvements in the quality of the data recorded within the maternity system, ‘Badger’,
and on Lorenzo with data quality reports continuing to be provided where errors occur.
Data Quality and Assurance Framework
We established a Data Quality Assurance Programme for 2020/2021 which we continue to work on. This
included:
• Further develop the engagement of data quality assurance across the Divisions and Groups
• Monitor outcomes from the Divisional Costing and Data Assurance Groups
• Data Quality Strategy and Policy to be aligned across the Foundation Group
• Datix reporting. Liaise with Information Governance to ensure Data Quality (DQ) issues are captured and
reported on
• Increase awareness of the importance of data quality to all staff
• Widen the scope of DQ Assurance to other clinical systems
• Formal assurance mark such as STAR covering key performance indicators (KPIs) within the Trust
As with other departments this has been an extremely challenging year with various changes taking place to
accommodate the new processes and ways of working throughout the trust during the pandemic to ensure
the data is recorded to the highest standard.
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Information Governance (IG)
Information Governance (IG) is a legal framework for information that governs the use of personal confidential
data in a health and social care setting. The laws within the legal framework allows personal data to be shared
between those offering care directly to patients.
IG outlines the overarching approach to managing information, by implementing processes that the Trust and
its employees require to process and handle information in a secure, legal, and effective way to deliver
organisational information.
The IG framework covers all staff that create, store, share and dispose of information by incorporating all
related documentation, this improves and protects information security, quality, processing and the handling
of data, by providing a consistent and common-sense approach that brings together the guidance, standards
and best practice that apply to the handling of personal information.
•
•
•
•
•
•
•

Information Quality Assurance
The NHS Code of Confidentiality
Information Security Assurance and Protection
Compliance
General Data Protection Regulation 2018 (GDPR)
The Data Protection Act 2018 (DPA)18
Records Management

The standards and best practice allow organisations to implement the Department of Health and Social Care
(DHSC) and the Information Commissioners Office (ICO) advice and guidance which ensures compliance
with the legal framework.
The Data Security and Protection Standards for health and care were introduced on the 1st April 2018 by
NHS Digital under the National Data Guardians (NDG) review, clustered under three leadership obligations;
these Standards address people, process, and technology compliance.
The Trust must undertake a self-assessment to identify and evidence its current compliance against the 10
NDG data security standards.
The Data Security and Protection Toolkit (DSPT) is the online self-assessment toolkit that enables the Trust
to comply with the 10 NDG security standards. The assessment tool evidence requirements are updated
yearly by NHS Digital and are subject to ongoing development and changes; this is in line with Legislation,
Policy and developments to the Digital landscape.
The 2020/2021 Toolkit contains 111 mandatory evidence items; the evidence is divided into the categories
listed below:
• Personal confidential data
• Staff responsibilities
• Training
• Managing Data Access
• Process Reviews
• Responding to Incidents
• Continuity Planning
• Unsupported Systems
• IT Protection
• Accountable Suppliers
Due to the current COVID-19 pandemic, NHS Digital made the decision to move the final submission deadline
for the 2019/20 to September 2020; because of this deferred decision the 2020/21 Toolkit will be submitted
in June 2021.
Currently the Trust has completed 87% of the required evidence items.
18

As part of the developing framework, the 7 Caldicott Principles have been revised and an 8th Principle has
been introduced; this new principle focuses on ensuring that expectation of patients and service users are
considered and met when decisions about data sharing are made. Principle 8: Inform patients and service
users about how their confidential information is used.
Despite the enormous pressures that ICT mobilisation for Covid 19 has presented, the Trust ICT Service has
continued to improve both the strength and depth of our Cyber defences. This is through redesigned
processes to streamline the deployment of routine and urgent security patching; we continue to meet the 14day deadline for the mitigation of high severity or critical security vulnerabilities as defined by NHS Digital
CareCert. Central funding has also provided for new perimeter defence appliances and the implementation
of a Security Information and Event Management system.
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Our Hospital Mortality Rates
Mortality rates have been described as “a smoke alarm” which should always be checked even if the trigger
is thought to be already known. A variety of mortality indicators have been developed, which take into account
patient factors such as age, gender, whether an admission was emergency or elective, diagnosis when first
admitted to hospital, important co-morbidities, whether receiving palliative care, and any socioeconomic
deprivation in the area where the patient lived.
During April 2020 – March 21, 941 of the Trust’s patients died in hospital (as opposed to community patients
dying outside of hospital) of which 2 were people with learning disabilities and nil had a severe mental illness.
During this period there were no neonatal deaths and 5 still births.
This comprised the following number of deaths which occurred in each quarter of that reporting period:
•
•
•
•

231 in the first quarter (of which 1 was a person with learning disabilities). During this period there were
nil neonatal deaths and 2 still births.
159 in the second quarter (of which none were people with learning disabilities and nil had a severe
mental illness). During this period there were no neonatal deaths and 1 still birth.
255 in the third quarter (of which none were people with learning disabilities and nil had a severe mental
illness) During this period there were nil neonatal deaths and 1 still birth.
297 in the fourth quarter (of which 1 was a person with learning disabilities and nil had a severe mental
illness). During this period there was nil neonatal death and 1 still birth.

Before issuing a death certificate, deaths in hospital have a screening mortality review by the Medical
Examiners supported by the Medical Examiner Officer. Deaths for further in depth mortality reviews are
selected in line with the criteria specified in the National Guidance on Learning from Deaths:
https://www.england.nhs.uk/wp-content/uploads/2017/03/nqb-national-guidance-learning-from-deaths.pdf

By 31 March 2021, 190 case record reviews (mortality reviews) and 62 investigations (follow-up incidents,
discussed at Weekly Potential Significant Event Meeting and Serious Incident) had been carried out in
relation to the 941 deaths*.
* Not all deaths require a case record review - deaths for mortality reviews are selected in line with the criteria specified
in the National Guidance on Learning from Deaths

The number of deaths in each quarter for which a mortality review was carried out was:
•
•
•
•

89 in quarter 1
41 in quarter 2
44 in quarter 3 (so far – there is always a time lag between the date of death and date of review)
16 in quarter 4 (so far – there is always a time lag between the date of death and date of review)

One, representing 0.1% of the patient deaths during the reporting period are judged to more likely than not
to have been due to problems in the care provided to the patient. In relation to each quarter, this consisted
of: nil (representing 0%) for the first quarter; one (representing 0.1%) for the second quarter; nil (representing
0%) for the third quarter; and nil (representing 0%) for the fourth quarter.
These numbers have been estimated in line with the trusts Incident Management Policy including
management of Serious Incidents (SI).
What is a Standardised Mortality Ratio?
A simple count of deaths alone does not take in to account the difference in size of hospitals. Unadjusted
mortality is a calculation created by dividing the number of deaths by the number of patients treated in a given
hospital, for a given period, which generates a percentage rate of patients who die in that hospital. This is
perhaps the simplest way to judge hospital mortality performance.
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Unadjusted mortality has only a limited role in looking at deaths within hospitals. Apart from the obvious
differences in size between hospitals, it also depends on the seriousness of the conditions that patients are
admitted with, commonly referred to as case mix. This has led to the development of a number of models
which adjust for this to help understand an organisation’s comparative position. Collectively these models
produce a statistic known as a Hospital Standardised Mortality Ratio (HSMR). Another example of a hospital
standardised mortality ratio which is widely used is the Risk Adjusted Mortality Indicator (RAMI).
Standardised mortality ratios have been used for a long time in public health medicine, often to examine
regional variations in death for specific causes. They produce a figure by comparing the number of actual
deaths (often referred to as ‘observed deaths’) with the number of deaths that the statistical model would
predict after adjusting for the population characteristics (often referred to as ‘expected deaths’). Hospital
standardised mortality ratios adjust for a wider range of variables which take into account the patient factors
described in the first paragraph above. A trust’s standardised mortality ratios are often compared with those
of its peer group of similar trusts.
Using a Mortality Ratio:
HSMR & RAMI
The DHSC has said that, “A high HSMR is a trigger to ask hard questions. Good hospitals monitor their
HSMR data actively and seek to understand where performance may be falling short and action should not
stop until the clinical leaders and the Board at the hospital are satisfied that the issues have been effectively
dealt with.” The Trust monitors trends in mortality and discusses contributing factors at the monthly Mortality
Surveillance Committee (MSC). The MSC reports to the Trust’s Clinical Governance Committee (CGC) and
Board of Directors (BoD).
Over the 12-month period of this report, the Trust HSMR and RAMI have remained stable and have remained
below the Trust’s peer group. Of further positive note, the RAMI excluding COVID-19 deaths and the HSMR
(which partially excludes COVID-19 deaths) did not show the same increase as the peer in April 2020 during
the first wave of the pandemic.
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HSMR: SWFT vs Peer Group
12 Monthly rolling values:

KEY
SWFT = Blue
Peer = Green

RAMI: SWFT vs Peer Group
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Summary Hospital-Level Mortality Indicator (SHMI)
SHMI is the ratio between the actual number of patients who die following a treatment at the Trust and the
number that would be expected to die on the basis of average England figures, given the characteristics of
the patients treated there.
It covers all deaths reported of patients who were admitted to acute, non-specialist trusts and either die while
in hospital or within 30 days of discharge.
The data used to produce the SHMI is generated from data the Trust submits to the Secondary Uses Services
(SUS) linked with data from the Office for National Statistics (ONS) death registrations to enable capturing of
deaths which occur outside of hospitals. Additional contextual indicators are also published alongside the
SHMI to add some context to the interpretation of the SHMI.
The latest values for SHMI for SWFT from NHS Digital Clinical Indicator Previewer are:
•
•
•
•

October 2019 to September 2020
July 2019 to June 2020
April 2019 to March 2020
January 2019 to December 2019

0.94
0.97
0.97
0.98

(Lower 0.88, Upper 1.13)
(Lower 0.88, Upper 1.13)
(Lower 0.88, Upper 1.13)
(Lower 0.88, Upper 1.14)

The latest SHMI value for SWFT may be viewed as a funnel plot on page 3 at:
https://app.powerbi.com/view?r=eyJrIjoiOWU2ZWZlNTctOGZkZC00YzgzLWJhOTktOTM2YzdjOGY1ZTY4Ii
widCI6IjUwZjYwNzFmLWJiZmUtNDAxYS04ODAzLTY3Mzc0OGU2MjllMiIsImMiOjh9&pageName=ReportS
ection6
These figures are banded, “As expected” and show a stable SHMI.
NHS Digital has provided the following update: “COVID-19 activity is now excluded from the SHMI. The SHMI
is not designed for this type of pandemic activity and the statistical modelling used to calculate the SHMI may
not be as robust if such activity were included.”
How to use the SHMI
The SHMI requires careful interpretation and should not be taken in isolation as a headline figure of the
Trust’s performance. The SHMI is an indication of whether individual trusts are conforming to the national
baseline of hospital-related mortality. Mortality within a trust is described as being either “as expected”, “lower
than expected” or “higher than expected”. All trusts are encouraged to explore and understand the activity
which underlies their SHMI from their own data collection sources.
What the Trust has achieved
The Trust monitors trends in mortality and discusses contributing factors at the monthly MSC. The MSC
reports to the Trust’s CGC and BoD and in its latest quarterly report for February 2021 has provided
assurance that:
•
•
•

Mortality rates for all deaths remain stable with Hospital Standardised Mortality Ratio (HSMR) and Risk
Adjusted Mortality Indicators (RAMI) falling below the Trust’s peer group, and Summary Hospital-level
Mortality Indicator (SHMI) being, “As Expected”;
The MSC continues to monitor risk adjusted mortality at speciality and diagnosis level, and commissions
further detailed work when appropriate;
The current Mortality Scorecard is green for all indicators with the exception of:
o deaths with zero length of stay - assurance for this has been provided most recently in August
2019;
o deaths with COPD - to be monitored in view of this being a new finding, the relatively small
numbers, and the current pressures in the Trust.
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•
•
•

Resulting learning is shared - the single most common theme for learning emerging from not only local
but also regional and national mortality reviews, is that of appropriate Advanced Care Planning, and the
earlier identification of patients who are End of Life;
The Trust complies with the National Guidance on Learning from Deaths, and has worked to further
improve the mortality review process by developing the Medical Examiner Office;
Learning from Deaths (Focus on Medical Examiner function) has been audited by CW Audit (Internal
Audit) and the report presented to the Audit Committee in September 2020; significant progress has been
made with the Medical Examiner system and the recommendations from the audit report have been
progressed to near completion.

Mortality Reviews and Learning from Deaths
The Trust complies with the standards for mortality reviews set by the National Guidance on Learning from
Deaths and has further improved the mortality review process by developing the Medical Examiner Office.
Systems to support compliance with these standards have been introduced, as well as making participation
in mortality reviews part of Consultants’ job plans and an essential requirement for revalidation. This has
allowed Consultants the time to complete mortality reviews and participate in departmental morbidity/mortality
meetings, facilitating learning from deaths.
Any areas identified by these reviews where patient care may be improved are widely shared within the Trust
and actions taken. Oversight of mortality reviews through our AOGGs which report monthly to the MSC have
been strengthened, ensuring greater surveillance of deaths and the sharing of learning. The AOGGs and
MSC report to the CGC on a quarterly basis, which reports to the BoD. The BoD also receives a monthly
report of mortality figures in the integrated quality dashboard, and a quarterly mortality update.

Learning from Mortality Reviews
Root cause analyses (RCAs) of any deaths judged to be more likely than not to have been due to problems
in the care provided to the patient, identify learning.
The one such death during the period of this report, identified opportunities to improve communication
between primary and secondary care, and between hospital specialities, and learning around the
presentation of adults with a particular symptom.
The learning from mortality reviews has informed work to further improve the mortality review process by
developing the local Medical Examiner Office with the establishment of a stable team of Medical Examiners,
the appointment of a Medical Examiner Officer, and the development of remote working where possible
during the COVID-19 pandemic.
The mortality review process has facilitated working with primary care to jointly review deaths and share
learning. The Clinical Commissioning Group (CCG) Mortality Lead attends the MSC.
At the most recent meeting of the Coventry and Warwickshire System Wide Mortality Oversight Group, the
second LeDeR Annual Report for Coventry and Warwickshire was circulated with learning and an action plan
which was reviewed at the CGC meeting in February 2021.
The learning from mortality reviews is shared within the Trust via the AOGGs, grand rounds, multidisciplinary
mortality meetings, speciality department governance meetings, patient safety monthly reports, patient safety
newsletters and via internal communication channels.
Action plans from Initial Management Review (IMRs) and SI Root Cause Analysis (RCAs) are monitored by
the Patient Safety team and reported to the relevant AOGG, and CGC.
Learning from mortality reviews is shared more widely across the West Midlands through the West Midlands
Mortality Leads Meetings, and the Coventry and Warwickshire System Wide Mortality Oversight Group with
feedback through the MSC.
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Learning from the deaths of patients with a learning disability (LeDeR):
A review of the LeDeR process within the Trust has been undertaken with the CCG, to ensure this is being
implemented in a proportionate way in Trusts across the district. A member of the Trust’s Patient Safety
Team is now working with the CCG and is completing local LeDeR reviews.
At the meeting of the Coventry and Warwickshire System Wide Mortality Oversight Group on 30 September
2020, the second LeDeR Annual Report for Coventry and Warwickshire was circulated with learning. This
was presented by the CCG to the November 2020 meeting of the Clinical Governance Committee and was
discussed at the November 2020 meeting of the MSC. The Annual Report presented information about the
67 deaths of people with a learning disability aged 4 years and over notified to the programme from 1 April
2019 to 31 March 2020. The reviews identified that, on the whole, care for people with learning disabilities
was generally good. There was a variety of learning elicited from the reviews, but most commonly this was
in relation to:
•
•
•
•
•
•

Access to multidisciplinary services such as speech and language therapy (SALT), physiotherapy and
dietetics;
Communication with and involvement of family/relatives in care and/or treatment decisions;
Training for staff supporting people with learning disabilities in all areas;
End-of-life care;
Annual GP reviews required with referrals to specialist services;
Age appropriate health screening.”

Actions Proposed following the Reporting Period
•
•
•

To include themes identified from mortality learning in the Executive Safety Campaign (Board to Ward)
for the coming year e.g. End of life care/ Care of the deteriorating patient/ use of ReSPECT forms;
To work closely with the Primary Care Network (PCN) and at “Place” to highlight any recurring themes
from LeDeR;
To implement an overarching mortality IT database to be imported from Wye Valley NHS Trust, a member
of the Foundation Group. This will encompass the work of the Medical Examiner Office and mortality
review system.

25

2.3 Reporting against core indicators
Since 2012/13 NHS foundation trusts have been required to report performance against a core set of
indicators using data made available to the trust by NHS Digital.
Indicator
(a) The value and banding of
the summary hospitallevel mortality indicator
(‘SHMI’) for the trust for
the reporting period; and
(b) The percentage of patient
deaths with palliative care
coded at either diagnosis
or specialty level for the
trust for the reporting
period.

Performance of two reporting
periods
October 16 – September 17 – 1.03
October 17 – September 18 – 0.99
October 18 – September 19 – 1.0
October 19 – September 20 – 0.94

October 16 – September 17 – 20.5%
October 17 – September 18 – 16.55%
October 18 – September 19 – 27.79%
October 19 – September 20 – 29.4%

National average Highest score and
lowest score
1.0
1.0
1.0
1.0

Not traceable on
NHSI or NHSD

Not traceable on
NHSI or NHSD

Not traceable on
NHSI or NHSD

*This is the most recent data
The Trust considers that this data is as described for the following reasons:
The Trust acknowledges that these percentages are within the expected range.
The Trust has taken the following actions to improve these percentages,
and so the quality of its services by:
Before issuing a death certificate, deaths in hospital now have a screening
mortality review by the Medical Examiners supported by the Medical Examiner
Officer. Deaths for further in-depth mortality reviews are selected in line with the
criteria specified in the National Guidance on Learning from Deaths. Any areas
identified by mortality reviews where patient care may be improved will be widely
shared across the Trust. Oversight of mortality reviews through our AOGGs
which report monthly to the Mortality Surveillance Committee (MSC) will continue
and the process will be consistently reviewed for improvement. The MSC also
monitors risk adjusted mortality at speciality and diagnosis level, and
commissions further detailed work when appropriate. The AOGGs and the MSC
will report on a quarterly basis to the Clinical Governance Committee, which
reports to the Board of Directors of Directors. Mortality figures will continue to be
reported to Board of Directors on a monthly basis in the Integrated Quality
dashboard. The percentage of patients with palliative care being coded following
referral and interaction by the palliative care team has increased over the last 3
years; work is taking place to review nursing roles within the Specialist Palliative
Care team to ensure equitable access for patients in the last hours to days of life.
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The Trust’s patient reported
outcome measures (PROM)
scores for:
(i) groin hernia surgery
(ii)
varicose vein surgery
(iii)
hip replacement surgery
and
(iv)
knee replacement
surgery during the reporting
period.
*Note data shown is latest
released. It was decided
nationally that from Oct 2017,
PROMs data would no longer
be collected for Varicose Veins
and Groin Hernias

Procedure

Year

16/17

17/18
Hip
Replacement
18/19

19/20*

16/17

Knee
Replacement

England
Adjusted
Average
Health Gain

EQ-5D

0.442

0.437

EQ VAS

13.047

13.137

Oxford Hip

20.584

21.382

EQ-5D

0.444

0.458

EQ VAS

13.088

13.877

Oxford Hip

21.595

22.210

EQ-5D

0.444

0.457

EQ VAS

13.603

14.103

Oxford Hip

20.936

22.258

EQ-5D

0.459

0.460

EQ VAS

13.862

14.074

Oxford Hip

21.256

22.449

EQ-5D

0.290

0.323

EQ VAS

5.885

6.892

Oxford Hip

16.009

16.392

EQ-5D

0.346

0.337

EQ VAS

7.618

8.153

Oxford Knee

16.920

17.102

EQ-5D

0.341

0.337

EQ VAS

8.903

7.537

Oxford Knee

17.124

No data

EQ-5D

0.324

0.341

EQ VAS

8.417

7.916

Oxford Knee

16.78

17.340

16/17

EQ-5D
EQ VAS

0.101
1.099

0.086
-0.241

17/18

EQ-5D

17/18

18/19

19/20*

Groin Hernia

Measure

Trust –
Adjusted
Average
Health Gain

EQ VAS
18/19

**Not available

EQ-5D
EQ VAS

16/17

EQ-5D
EQ VAS
Aberdeen VV Qu

Varicose Vein

**

0.092
0.081
-8.248

EQ-5D
17/18

EQ VAS
Aberdeen VV Qu

18/19

**Not available

EQ-5D
EQ VAS
Aberdeen VV Qu

*The data for Hip Replacement and Knee Replacement 19-20 is still provisional
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The Trust considers that this data is as described for the following
reasons: Patients are asked to complete a feedback form post-operatively
following a nationally agreed protocol. Patient Reported Outcome Measures
(PROMs) measure health gain in patients undergoing hip replacement, knee
replacement and up to September 2017, varicose vein and groin hernia surgery
in England, based on responses to questionnaires before and after surgery.
The Trust has taken the following actions to improve these scores, and
so the quality of its services by: sharing feedback and liaising with the
relevant clinical area to ensure information about the questionnaire is given to
patients and patients are encouraged to participate.
The percentage of patients
aged:
(i)
0 to 15 and
(ii)
16 or over
Readmitted to a hospital which
forms part of the trust within 28
days of being discharged from
a hospital which forms part of
the trust during the reporting
period.

2017/18:
(i)
0-15 years
(ii)
16 years and over

4.5%
3.2%

2018/19:
(i)
0-15 years
(ii)
16 years and over

1.4%
3.6%

2019/20:
(i)
0-15 years
(ii)
16 years and over

2.2%
3.1%

2020/21:
(i)
0-15 years
(ii)
16 years and over

1.2%
3.6%

Not traceable on
NHSI or NHSD

Not traceable on
NHSI or NHSD

The Trust considers that this data is as described for the following
reasons:
Since the national published figures are not up to date, we have looked at our
recent data for the overall Trust average for all ages groups which is
comparable to our peer group of similar hospitals when using data analysis from
Capita - CHKS.
The Trust has taken the following actions to improve these scores, and so
the quality of its services by:
The Trust will continue to reduce readmissions by extending services to support
the frail and elderly, while further developing the integration of our acute teams
with Community and third sector partners as we develop the requirements of
Place and Population Health Management.
The Trust’s responsiveness to
the personal needs of its
patients during the reporting
period.

2016 – 6.1
2017 – 8.1 (not directly comparable to
previous years as question was
amended in 2017)
2018 – 8.1
2019 – 8.0

Not traceable on
NHSI or NHSD

Not traceable on
NHSI or NHSD

The latest published in-patient survey
CQC data relates to 2019
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The Trust considers that this data is as described for the following
reasons:
Performance is on-par with national data published and is within expected
range.
The Trust has taken the following actions to improve these scores, and so
the quality of its services by:
The survey identified some areas where patients were less satisfied. The trust
has compiled these into an action plan, and these will be monitored by the
Trust’s Patient Experience Group.
The percentage of staff
employed by, or under
contract to, the trust during the
reporting period who would
recommend the trust as a
provider of care to their family
or friends.

2017: 80.7%

70.7%

2018: 80.6%

71.0%

2019: 85.8%
2020: 83.5%

70.5%
74.3%

Best
89.4%,
Worst 46.4%
Best
90.4%,
Worst 39.7%
Best
90.5%,
Worst 39.8%
Best
91.7%,
Worst 49.7%

The Trust considers that this data is as described for the following
reasons: As part of the NHS Staff survey Staff are required to respond to the
FFT questions within the survey.
The Trust has taken the following actions to improve these scores, and so
the quality of its services by: The staff survey report for 2020 contains a
detailed breakdown of each of the key findings, which will allow us to produce
targeted action plans to address areas of concern; these will be incorporated
into the Trust’s Workforce Action Plan which includes a focus on staff wellbeing,
equality, diversity and inclusion, behaviour development and ensuring we focus
on developing leaders, teams and individuals to all contribute to the delivery of
great care in a Place based environment. These plans also have a clear focus
on supporting the recovery of our staff and subsequently our services following
the pandemic and working with our partners in the wider health and social care
system. Clearly the Trust will be focusing on its lower ranking scores, but also
will be focusing on improving the scores which relate to staff wellbeing which in
turn impacts on quality of care.
The percentage of patients
who were admitted to hospital
and who were risk assessed
for venous thromboembolism
during the reporting period.

2017/18 – 86.4%
2018/19 - 95.62%

Not traceable on
NHSI or NHSD

Not traceable on
NHSI or NHSD

2019/20 – 95.9%
2020/21 – 95.2%
The Trust considers that this data is as described for the following
reasons:
The Trust targeted the improvement of this indicator and has seen great
improvement as a result.
The Trust has taken the following actions to improve these scores, and so
the quality of its services by:
•
Continuing the educational sessions with each junior doctor intake
•
Continuing with a variety of promotional activities to staff and patients
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The rate per 100,000 bed days
of cases of C. Difficile infection
reported within the Trust
amongst patients aged 2 or
over during the reporting
period.

2017/18 – 9.69
2018/19 – 6.07

Not traceable on
NHSI or NHSD

Not traceable on
NHSI or NHSD

2019/20 – 12.73 (19 cases)
2020/21 – 24.01 (28 cases)
The Trust considers that this data is as described for the following
reasons:
Nationally, NHS organisations were not set targets in relation to Clostridium
Difficile (C.Diff) in 20/21, therefore, we set an ambition, to not exceed last year’s
position of 24 cases and 2 lapses in care. At the time of writing this report we
had had 28 cases but due to the pressures on the infection prevention and
control team during the pandemic, there has been a delay in investigating all of
these so we have not identified how many of these cases have been linked to
lapses in care. We will do this retrospectively as we come out of the second
wave of the COVID pandemic.
The Trust has taken the following actions to improve these scores, and so
the quality of its services by:
Continued to identify all cases of C.Diff and continue to investigate each case
collaboratively, taking an multidisciplinary approach. These investigations were
paused during the first and second wave of the COVID pandemic but are now
being completed in retrospect, so that root causes and organisational learning
can be identified and changes in practice implemented.

The number and, where
available, rate of patient
safety incidents reported
within the Trust during the
reporting period, and the
number and percentage of
such patient safety incidents
that resulted in severe harm
or death.

2018/19 A total of 8314 patient safety
incidents, of which 0.28% resulted in
either severe harm or death
2019/20 A total of 9553 patient safety
incidents, of which 0.16% resulted in
either severe harm or death
2020/21 - A total of 11828 patient safety
incidents, of which 0.25% resulted in
either severe harm or death

According
to
NHS
Improvement
(NHSI) recent
reporting
we
have
higher
reporting than
previous years,
and
our
reporting is well
above 50%

Not traceable
on NHSI or
NHSD

The Trust considers that this data is as described for the following
reasons:
• As organisations that report more incidents usually have a better and more
effective safety culture, the Trust is pleased to note it has higher than average
reporting rates for the reporting periods specified.
The Trust has taken the following actions to improve these scores, and so
the quality of its services by:
• Continual raising of awareness of what constitutes an incident and how to
report.
• Continual improvement of quality investigations and learning.
• Reviewing the severity coding of all incidents to ensure accuracy and
consistency of reporting. Please refer to the Patient safety section of the
Quality report for reporting rates and the initiatives taken to encourage
reporting.
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Part 3: Other information
This section provides an overview of quality of care offered based on 2020/21 performance and performance
against the relevant indicators and performance thresholds.
The Trust agreed 9 priorities for quality improvement for 2020/21 and in this section of the report we will
also review the performance of the Trust against these priorities. As an integrated Trust providing both acute
and community services, this report covers progress across the Trust, unless specifically identified as either
Acute or Out of Hospital.
Patient safety
•
•
•

Implement staff retention and recruitment plans to improve the Trust vacancy and turnover
Deliver a digital hub to test technology solutions
Establish timely and safe cancer pathways

Patient experience
•
•
•

Develop a compassionate end of life care strategy and public campaign with partners
Deliver additional car parking at Warwick hospital site
Develop a public and patient engagement strategy with partners

Patient outcomes
•
•
•

Review the community hospital and D2A pathways and capacity
Continue to reduce face to face follow up outpatient appointments by using technology
Implement a population health approach at primary care /placed based team level
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Patient Safety
Patient safety concerns everyone in the NHS, whether in a clinical or a non-clinical role. Every day more than
a million people are treated safely and successfully across the NHS, but the evidence tells us that in complex
healthcare systems things will and do go wrong, no matter how dedicated and professional the staff. When
things go wrong, patients are at risk of harm. The effects of harming a patient are widespread. There can be
devastating emotional and physical consequences for patients and their families. For the staff involved too,
incidents can be distressing, and members of clinical teams can become demoralised and disengaged.
Safety incidents also incur costs through litigation and extra treatment.
Patient safety incorporates broad ranges of areas from using the latest technology such as electronic
prescribing to washing hands correctly. Many of the features of patient safety do not involve financial
resources; they involve commitment from individuals to practise safely. Individual staff members can improve
patient safety by engaging with patients and their families, checking procedures, learning from errors, and
communicating effectively with the health care team.
Our Safety Culture
A safety culture is one where safety is embedded in all activities and where staff have a constant and active
awareness of the potential for failure. Staff are able to acknowledge their mistakes, learn from them and take
action to put things right.
The Trust recognises the importance of encouraging a climate of openness in which all employees and other
workers within the Trust can freely express their concerns without any fear of reprisal. This can contribute
constructively to the development and continuous improvement of the Trust’s services. As a result, if a
member of staff raises such a concern the matter will be dealt with positively, quickly, and reasonably. Staff
are supported to raise concerns through having ready access to the “Freedom to Speak Up” Guardian and
are able to raise questions anonymously through the Trust Rumour Mill bulletin board.
As part of open and transparent working, which is supported with the Being Open Policy, staff are encouraged
to report incidents on the Trust’s electronic system which permits an effective risk management mechanism.
There will be no adverse consequences for a member of staff who raises a concern in accordance with the
Being Open Policy unless the concern was raised with malicious intent. By following this Policy staff will be
eligible for the protection set out in The Public Interest Disclosure Act 1998.
Freedom to Speak Up
The Trust provides various ways in which staff can speak up and raise their concerns within the Trust.
These include:
• “Rumour Mill”; an electronic, internal application for asking anonymous questions and queries
• Datix / incident reporting
• Line management and team leader channels
• Directors and Chief Executive hold open door sessions
• Trade unions
• Human Resources (HR)
• Occupational health
• Chaplaincy
• Staff support
• Speak Up and Wellbeing Champions (who will offer signposting and general support)
They can also talk directly to the Freedom to Speak Up Guardian (FTSUG), Sue Pike who can be contacted
by emailing ftsug@swft.nhs.uk or by calling 07919226887.
When staff speak directly to the FTSUG, the Guardian keeps in touch with that individual to give feedback
on what is happening with the concern raised, including who the concern has been escalated to and what to
expect. The expectation is that the investigating officer or responsible manager gives direct feedback to the
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individual that raises a concern through the Whistleblowing Policy. However, if the concern has been raised
anonymously or confidentially with the FTSUG, then the Guardian will relay that feedback. The Dignity at
Work and Grievance policies are used if there are any issues with alleged bullying and harassment and the
individual is supported through this process by their trade union representative (if they are in a trade union).
The FTSUG keeps in touch with the individual who raised the concern and sends a follow up questionnaire
to the individual that asks if that individual feels as though they have suffered a detriment after speaking up.
If individuals perceive they have suffered a detriment after speaking up, the FTSUG raises this with a senior
member of the Board of Directors, usually the Director of HR, Chief Executive, Senior Independent Director
or Medical Director.
The quarterly FTSUG report highlights to the Board of Directors number of cases, any trends, whether any
cases involve perceived bullying and harassment, patient safety concerns or quality of care issues and if any
staff perceive a detriment.
Rota Gaps
Work continues to ensure medical rotas are both compliant and meet the educational and training
requirements set down by Health Education England.
The Trust has successfully implemented the most recent changes in junior doctors’ working arrangements.
This has resulted in reduction in the clinical cover at the junior level. The general managers were proactive
to recruit for the trust grade post to reduce the rota gaps, improve patient safety and reduce locum spend.
The Trust has a second on call ‘shadow’ rota in medicine, which allows a team member to step into a rota
slot at short notice. This significantly reduces the need for locum cover whilst maintaining service continuity
and good governance. The Trust has expanded the number of doctors available on rotas to reduce
onerousness and provide a positive work life balance. This is reflected in surveys and feedback.
Rotas in surgical specialties have been combined to create larger and more sustainable cover arrangements
whilst ensuring that the competencies required to maintain services are being met with additional support
from the middle and senior grade level staff.
Regular monitoring of rotas and engagement with junior doctors through a junior doctors’ forum creates the
opportunity to raise any concerns and take appropriate action if needed. A Guardian of Safe Working Annual
Report including rota gaps information is produced and presented to the Board of Directors incorporating
narrative to explain how we fill the gaps to minimise any impact on service delivery.
The Trust continues to experience high levels of vacancies in its junior doctor allocations from Health
Education England (West Midlands) due to training posts remaining unfilled. The effects of these vacancies
has been more keenly felt during the COVID 19 pandemic due to the consequential increase in COVID 19
related absence.
The Trust continued to recruit increased numbers of Clinical Fellows which has proven instrumental in
maintaining the medical on-call rota and supporting the Trust during winter pressures and the first wave of
COVID 19. Unfortunately, for the August 2020 intake we had great difficulty in recruiting sufficient numbers
of medical registrars which had an impact on that on-call rota.
Patient Safety Initiatives
Patient Safety Newsletter
The Patient Safety Team compiles a bi-monthly newsletter which is published electronically and made
available to all staff. It includes examples of good practice, lessons learnt and changes in practice that occur
as the result of an incident investigation. It contributes to the feedback that staff receive from incident reporting
and demonstrates that reporting incidents does result in changes in practice for the benefit of patients.
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Monitoring Patient Safety
To ensure patient safety is at the core of the Trust’s business, the following processes are in place:
• Data is triangulated to all appropriate committees or groups as part of the reporting structure
• National data regarding patient safety is validated by cross-checking against data released in the public
domain by any governing health body
• Board reports depict ward level performance and are required to facilitate data and performance
monitoring
• Ward to Board dashboards have been introduced across the organisation, which depict ward
performance against a range of quality and safety measures
• Dashboards comprise of validated data and are benchmarked against any national targets or Trust
agreed targets
Patient Safety Incidents
“A patient safety incident is any unintended or unexpected incident, which could have or did lead to harm for
one or more patients receiving NHS care.” Definition from the National Patient Safety Agency (NPSA).
The Trust monitors these incidents at the Patient Safety Surveillance Committee which has continued to meet
on a regular basis throughout 2020/21. This multi-disciplinary group co-ordinates, supports and monitors the
implementation of the associated patient safety work-streams. The group also monitors the implementation of
patient safety alerts and provides assurance to the Clinical Governance Committee through monthly quality
and safety reports.
Incident Reporting
The overall aim is to reduce incidents resulting in patient harm and increase incident reporting in a fair and
no blame culture. As per national requirements, NHS organisations should have a centralised system for
collecting data on patient safety incidents. This enables organisations to analyse the type, frequency, and
severity of the incidents and to use this information to improve systems and clinical care. For such systems to
be effective, organisations need to encourage and support staff to report patient safety incidents.
There are three types of incidents that should be reported:
• Incidents that have occurred
• Incidents that have been prevented (also known as near misses)
• Incidents that might happen (usually followed up via risk assessment)
Information from all these incidents and from risk assessments can identify potential problem areas and lead
to preventative strategies to protect patients. In line with national requirements to have a centralised system
for collecting data on patient safety incidents, the Trust’s electronic incident reporting system, ‘Datix’ is the
single reporting system across the organisation and has been continuously improved by the Trust since its
implementation in November 2012. This electronic system enables real-time monitoring of incidents and
prompt action to be taken.
Since the introduction of electronic incident reporting, incident reporting has been embedded across the Trust
with staff reporting incidents actively. This indicates that there is a strong patient safety culture across the
organisation and that being open and honest is at the heart of the Trust.
Monthly divisional patient safety reports are presented to each of the divisional AOGGs. A monthly Trust
wide patient safety report summarises the data collected and is presented to the Patient Safety Surveillance
Committee (PSSC) and Clinical Governance Committee (CGC).
Serious Incidents
A serious incident (SI) requiring investigation is defined as an incident that occurred in relation to NHS
services and care resulting in:
• The unexpected or avoidable death of one or more patient, staff member, visitor or member of the public
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•
•
•
•

Permanent harm to one or more patients, staff, visitors or members of the public or where the outcome
requires life-saving intervention or major surgical/medical intervention, or will shorten life expectancy (this
includes incidents graded under the NPSA definition of severe harm)
A scenario that prevents or threatens to prevent a provider organisation’s ability to continue to deliver
health care services, for example, actual or potential loss or damage to property, reputation, or the
environment
A person suffering from abuse
Adverse media coverage or public concern for the organisation or the wider NHS

SIs in healthcare are relatively uncommon, but when they do occur the NHS has a responsibility to ensure
that there are systemic measures in place for safeguarding of people, property, NHS resources and
reputation. This includes the responsibility to learn from these incidents in order to minimise the risk of them
happening again.
Following a thorough investigation of all SIs, it may be deemed that the cause of the incident is not as initially
recorded or reported; therefore, the incident is then downgraded. For example, an incident initially reported
as a pressure ulcer, may be downgraded from SI status if there is found to be a moisture lesion and not
pressure damage following investigation.
During 2020/21 there have been 26 serious incidents (SIs) reported; the table below shows 27 because it
covers 13 months rolling period. Following investigation,3 incidents were downgraded.
The table below illustrates the categories of reported incidents:

At the Trust, once the incident has been closed by the assuring committee (e.g. Clinical Governance
Committee), the lessons learnt are included in the patient safety report for each of the AOGGs. Themes are
then monitored by the Patient Safety Team.
The actions arising from SIs are monitored by the Patient Safety Team, and a monthly report is reviewed by
the Clinical Governance Committee to ensure that actions are completed, and RCAs are reviewed and
monitored for implementation of actions.
Duty of Candour
The Trust is required to demonstrate that a duty of candour has been applied to all incidents where a patient
suffered moderate actual harm or worse as a result of care reported from April 2013. The Trust reports against
the Duty of Candour for service users and their families and is part of our governance process and ‘Being
Open’ policy. Families should be informed by the Trust of any severe harm or death to a service user. This
information has been made mandatory for all patient safety incidents.
35

NB a number of investigations are ongoing, so these incidents are excluded at this time.
Compliance
Duty of Candour Requirement

Target

2020/21

Patient/ Next of kin/carers were informed

100%

100%

Statutory requirement to confirm discussion in
writing

100%

100%

Never Events
Never Events are serious, largely preventable patient safety incidents that should not occur if the available
preventative measures have been implemented. Once an incident is categorised as a Never Event, the Trust
follows a formal thorough investigation process to understand the root causes and to put actions in place to
prevent it happening again in the future. During 2020/21, the Trust reported two (2) Never Events, 1 wrong
site surgery in anaesthetics and 1 Wrong route medication error on Mary Ward. The Never Event incidents
were reported and investigated as Serious Incidents, with Duty of Candour principles being followed.
Learning was identified and embedded in practice.

36

Infection Prevention
2020/21 has been one of the most challenging years in the history of the NHS. The COVID-19 Pandemic has
led to unprecedented pressures on all Trusts and their staff. The types of patients we admitted were not
comparable to those admitted in previous years, for example, the majority of elective procedures were
cancelled, there was a marked reduction in non-COVID related emergency admissions and paediatric
admissions for infections reduced. In addition, the widespread use of Personal Protective Equipment (PPE)
by staff, social distancing by staff and patients, and a cessation in visiting are likely to have been responsible
for a reduction in some healthcare associated infections. However, we had a large influx of COVID
admissions, many of whom required antibiotics. This means that data from this year cannot be directly
compared to data from previous years, so this report should be interpreted with caution.
Due to the demands on all Trust staff, who were responding to the ever-changing pandemic situation, we
were unable to fully implement the Root Cause Analysis (RCA) processes used so robustly in previous years.
At the time of writing this report, the Consultant Microbiologist is continuing to undertake a table-top RCA in
all Trust-apportioned cases of Clostridium difficile.
Clostridium Difficile (C.diff)
Since 2014, the DHSC has recognised that as antibiotics and other interventions are required to treat certain
conditions, some patients may still develop or acquire C.diff infection. Therefore, we must ensure that any
care we deliver to our patients is appropriate, in line with policy, delivered in a safe and clean environment
and evidence based. In essence, we must identify if any “lapses in care” led to, or may have led to, the
development of this episode of C.diff.
Due to the pandemic, no infection-related objectives were set for Trusts this year, however, we set an
ambition, to not exceed last year’s position of 2 lapses in care. As stated above, this work remains in progress
at the time of writing this report, however it is worth noting that the total cases of C.diff identified as trustapportioned has increased this year, both here and in other Trusts.

MRSA bacteraemia
MRSA is a bacterium responsible for several difficult to treat infections in humans. The DHSC continues to
drive a Zero-tolerance approach to MRSA bacteraemia. This means that any avoidable MRSA bacteraemias
are deemed unacceptable.
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We are pleased to report that there were no Trust attributed MRSA bacteraemias identified in 2020/21.

Methicillin-Sensitive Staphylococcus Aureus (MSSA)
Surveillance and monitoring of MSSA bacteraemias shows that rates of these remain low when compared
nationally. A total of 3 Trust attributed MSSA bacteraemias were identified in 2020/21 compared to 12 in
2019/20. This marked reduction is likely related to the change in our patient population and additional
Infection Prevention measures referred to above.

E.coli bacteraemia
Unfortunately, E.coli bacteraemias are quite common, especially in the elderly, and usually associated with
infections of the urinary tract. Community acquired cases with no previous healthcare interventions represent
the largest percentage nationwide. 2017/18 marked the launch of the DHSC’s ambition to halve healthcareassociated E.coli bacteraemias by 2021.
A large national programme of work targeted at reducing cases as a health-economy commenced. This work
has proved successful and as a result the Trust has seen a significant reduction in the number of cases of
38

E.Coli bacteraemia since 2017. Only 9 Trust-attributed E.coli bacteraemias were identified in 2020/21,
compared to 19 cases in 2019/20. Again, this marked reduction is likely related to the change in our patient
population and additional Infection Prevention measures referred to above.

Sources of Healthcare associated E.coli bacteraemias 2020/21

South Warwickshire NHS Trust
E-coli Bacteraemia - Hospital Onset - 2020-21
5
4
4
3
2
2
1

1

Hepatobiliary

Unknown

1

1
0
Urinary tract

Urinary tract Gastrointestinal
with Cath

Pressure Ulcers
A pressure ulcer is localised damage to the skin and/or underlying tissue, usually over a bony prominence
(or related to a medical or other device), resulting from sustained pressure (including pressure associated
with shear). The damage can be present as intact skin or an open ulcer and may be painful”. (NHS
Improvement 2020)
Pressure ulcers are also known as bed sores or decubitus ulcers and occur when the skin and underlying
tissue is damaged by being put under pressure, usually from lying in bed or sitting in chairs for long periods
of time without moving. They can range in severity from areas of discoloured skin to very deep open wounds
that expose underlying bones or muscle and can be very painful, foul smelling and cause long term suffering
and in some cases death. All trust acquired Category 3, 4 (Suspected Deep Tissue Injury (SDTI) and
39

unstageable pressure ulcers have an RCA completed and are presented at the Pressure Ulcer Review Group
(PURG) monthly. Decisions are made jointly with commissioners following the NHSI guidance on definition
and measurement of pressure ulcers and reporting harm to patients that was published in 2019. The
guidance encompasses 30 recommendations and guidance around when to apply the SI framework
regarding PU’s; if harm is attributed to the Trust a duty of candour letter is sent to the patient.
Out of Hospital Care Collaborative (OHCC)
The following chart shows the total number of reported pressure ulcers by grade for the community division
over the last year (April 2020 - March 2021); these numbers should be considered alongside the Covid
pandemic which has seen fluctuations in caseloads over the year. Following a peak in figures in June 2020
(at the peak of the first pandemic wave) there has been a general trend downwards in reported pressure
ulcers which are now below pre pandemic levels. There have been no SI reportable pressure ulcers this year.
The graph below shows the OHCC categories of pressure ulcer with both omissions of care and nonomissions of care whereas the data below the graph only relates to omissions of care.

Category 2 with omissions=1
Category 3 with omissions=6
Category 3d with omissions =1
Category 4 with omissions=0
Unstageable with omissions=1
SDTI with omissions=2
There are 0 pressure ulcers from OHCC awaiting review at the Pressure Ulcer Review Group.
Actions identified following RCAs in OHCC:
•
•
•
•

Revisit Decision Against Advice (DAA) and ensure patients understand the implications of not following
advice or using equipment
Ensure RCA’s are fully completed, and all relevant information is included so that a complete and
informed decision can be made at PURG
Ensure Waterlow is updated and equipment is matched to risk when patients condition changes
Ensure all visits (including where double up are required) are scheduled correctly which would ensure
patient’s skin is checked appropriately
40

Acute
For year April 2020-March 2021
The graph below shows the Acute categories of pressure ulcer with both omissions of care and nonomissions of care whereas the data below the graph only relates to omissions of care.

Category 2 with omissions= 10
Category 3 with omissions=5
Category 4 with omissions=0
Unstageable with omissions=5
SDTI with omissions=5
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There are 4 pressure ulcers awaiting review at the PURG
Actions identified following RCAs in Acute
•
•
•
•
•
•
•
•

Ensure correct repositioning including side lying- many patients spend long periods either sitting in the
chair or in bed
Care plans must be completed
Offload heels that are at risk of pressure ulcers
Implement alternative plan of care if the equipment required is not available
Accurately document the type of mattress used
Patient education regarding pressure ulcer prevention must be given and documented
If a patient declining skin checks or to be repositioned, this must be documented
Ensure Waterlow risk assessment is correct

Trends
ITU have seen a significant increase in device related facial pressure ulcers, which is directly linked to the
length of time a patient is nursed in a prone position and the number of patients that have been critically ill.
The Tissue Viability (TV) team have collaborated with national TVN’s to improve understanding and the care
and equipment used in this group of patients.
Other challenges have been in recognising COVID skin changes, a new phenomenon and how it presents
as opposed to pressure damage.
Victoria ward had a significant increase in the number of pressure ulcers with omissions. They were initially
a COVID ward and had redeployed staff allocated to them and high levels of sickness. This trend continued
past COVID period, so the tissue viability team have undertaken intensive training with the trained staff. A
series of training videos are being developed for staff and as tissue viability training is not mandatory, ward
mangers are encouraged to ensure all their staff are aware of these.

Overview of achievements and initiatives by the Acute and OOHCC TV team 2020/21
•

•
•
•

Community wound care dressing evaluations helped to inform a rapid review of the community wound
care formulary in March 2020 prior to a new formulary being launched in April 2020 alongside a new
online prescribing ordering system (ONPOS). This helped to address concerns with supply and demand
and shortages of prescribers during the Covid-19 pandemic and released capacity for the teams of
approximately 5hrs per prescriber per week. Online triaging of wounds was carried out by the TV team
using a comprehensive referral form, EMIS notes, photographs and video calls.
Prophylactic antimicrobial pathway commenced for all leg wounds to increase healing rates and reduce
visits and referrals to clinics.
Joint working with podiatrists regarding foot wounds.
Roll out of skin tear boxes and training for residential homes continued remotely to the 79 residential
homes in Warwickshire; residential homes were taught to manage their residents’ skin tears and only
refer to the District Nurse (DN) for a scheduled visit if the wound was not progressing. Carers report
feeling more confident to deal with skin tears and administer first aid to residents whereas previously they
had felt they lacked the skills and knowledge and had to refer to paramedics or nurses. They
enthusiastically attended training and stronger links have been established between the residential
homes and DN teams; designated nurses have been attached to each of the homes to support them with
the residents. The patients receive the correct first aid and the correct wound dressing in the correct time
frame. This has reduced capacity for the Integrated Healthcare Teams (IHT) during the pandemic as prior
to this project nurses would have had to admit patients onto the caseload for wound care. Based on the
pilot figures a projected 11,100 district nurse hours or 1,480 district nurse days will have been saved as
well as paramedic call out time and any impact on A&E there might have been.
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•
•
•
•
•
•
•
•
•
•
•
•

•
•

•
•
•
•
•
•

Article on Skin tear project to be published in Journal of Wound Care June 2021.
Guidance for staff wearing PPE developed to protect and care for staff skin integrity.
Embedded pressure ulcer prevention guidelines in response to the pandemic.
Staff redeployed into Infection prevention, leg ulcer and ward teams during pandemic.
Self-care wound care pathways and care plans for patients have been developed and a process for staff
to step down nonessential wound care for use during the pandemic based on National guidance.
RCA document and flowchart for staff has been reviewed.
Professional leads/ward managers collate their own pressure ulcer incidents and learning from RCA’s in
collaboration with TV teams and present and share learning at quality meetings each month.
Introduction of new turning mattress in the community to address difficulties of repositioning for high risk
patients especially overnight.
Nursing homes in the North and Rugby now have access to TV. Patients are first assessed by IHT and if
further advise required referred on to TV team.
A further 25 Topical Negative Pressure (TNP) machines purchased to meet the increased demand from
hospitals for this advanced wound care therapy.
SWFT wound care management guidelines reviewed.
The TV team normally run two pressure ulcer awareness weeks in April and November each year. These
include educational study events, posters, and information in various formats. Each pressure ulcer
awareness week focuses on a different topic. In 2020/21 the team explored different ways of raising
awareness and sharing good practice as the pandemic meant large study events could not take place.
We supported World Stop the Pressure Day with social media coverage of the #TVN together educational
videos on various topics of wound care and a twitter campaign. Pressure ulcer free ‘no omissions’ clocks
were distributed, and pressure ulcer prevention boards were updated, photographed and shared.
Regular TV newsletters and emails continue to share good practice and highlight concerns, new
initiatives, training and raise awareness of wound care.
TV team explored new ways to deliver pressure ulcer prevention training to staff and extended health
care community including residential and nursing homes. This included socially distanced face to face
training for small numbers, Microsoft teams, Kahoot, online e-learning programmes and remote
equipment training.
All residential homes now have their own dedicated team of nurses that support the care staff in pressure
ulcer prevention and know when to contact the nurse teams.
Dedicated link nurse training for TV link nurses has continued remotely and a new leg ulcer link nurse
network has been set up by the leg ulcer team.
TV team attended the regional group remotely: West Midlands Tissue Viability Nurses Association.
All OHCC wound care documentation is now on the electronic EMIS system and is currently being
reviewed.
Joint working between vascular consultant, TV teams and leg ulcer clinics continues in an attempt to
address the inequalities of leg ulcer care across Warwickshire.
OHCC Wound Care Formulary and prophylactic antimicrobial pathway approved by Area Prescribing
Committee (APC) and now in use across community teams, GP practices and nursing homes.

Work planned for the year ahead:
•
•
•

Complete the roll out of skin tear project across 75 residential homes in Warwickshire.
Further development of leg ulcer care across Warwickshire.
Training for staff will continue once pressures from Covid-19 have eased. This will include: Essential,
wound and pressure ulcer prevention training for Band 4/5/6 staff; training days for extended health care
community including residential and nursing homes - face to face, online e-learning programme and
equipment days; essential Training for HCAs for pressure ulcer prevention and wound care and dedicated
link nurse training for TV link nurses including a Warwickshire link nurse day as well as bespoke training
sessions as required by wards/teams.
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•
•
•
•
•

TV team attend regional TV group for support and supervision.
Evaluation of new products and devices in partnership with industry to continue to advance wound healing
for patients.
Develop Haematoma pathway in collaboration with orthopaedic team to prevent delays to treatment,
reduce bed days and improve healing outcomes.
Multi-Disciplinary Team (MDT) working to develop footwear and heel casting to reduce inpatient stay and
facilitate safe discharge and improved healing outcomes.
Fungating wound pathway to be developed.
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Medicine Optimisation and Safety
The Trust Medicine Safety work plan continues to be supported by the Medication Safety Officer (MSO) and
Controlled Drugs Accountable Officer (CDAO) along with wider MDT.
Despite the challenges faced due to the pandemic, the medicine safety and optimisation continued to be well
driven and many of the planned strategic objectives for medicine safety remained on track and were
delivered.
Some of the key areas of review and improvements are noted below for 2020/21.
•

•
•

•

•
•
•
•

Controlled Drugs (CD) Audit. During to the “first wave” of the Covid 19 Pandemic Quarter 1 CD audits
were not performed to allow staff to be deployed to front line. The audit programme was re-established
as a priority in Quarter 2 and any themes identified were actioned as per usual processes and support
mechanisms.
Storage of medicines and safety Audits also continued through the pandemic and trends and action
plans were closely monitored as usual.
Electronic Prescribing and Medicines Administration (EPMA) rolled out to Theatres and Surgical
wards in December 2020. This means the Trust achieved its ambition to have Electronic Prescribing in
place this year. The Trust now has EPMA in most areas and the last few areas are planned to be complete
in 2021/22. This has reduced the number of errors caused by having a dual economy of paper and
electronic prescription charts within the Trust.
Stock shortages have been the main focus Nationally as well as at Trust level due to uncertainties of
Brexit as well as the issues created due to the pandemic for high usage drugs. There was however a
minimal impact on stock shortages at SWFT due to the diligence of the Pharmacy Medicine Procurement
team, Medication Safety officer and lead specialist pharmacists working closely with the wider MDT.
Medication Safety ratio of harm/no harm has stayed below the Trust internal target of 6%, which should
be acknowledged as being well below the average 10% reported nationally.
The Electronic Temperature Monitoring System was rolled out across the Trust in January 2021
which has added extra assurance and safety to monitoring of all drug storage across the Trust and
released staffing time from undertaking manual processes and time released back to care.
New Digilock Patient Medication Safety Lockers have started to be introduced with the plan to have
them by each patient’s bed on all wards. This will support the patients who are considered suitable and
would like to self-administer medication.
The focus on “do once” and system wide working has been key objective for Pharmacy in 20/21.
Examples of these initiatives include:
o SWFT MSO has actively led on development of a Warwickshire Wide Medication Safety Network
with pharmacy representatives from George Eliot Hospital NHS Trust (GEH), SWFT, University
Hospitals Coventry & Warwickshire (UHCW), Partnership Trust, Local Commissioning Groups and
the Local Pharmaceutical Committee with links into the PCN pharmacy teams. The aim of the group
will be to look at medication safety challenges as a system and to reduce silos. The Group has been
received positively so far and will be a key workstream for upcoming Pharmacy Integrated Care
System (ICS) plans.
o Merger of SWFT and GEH Drugs and Therapeutic Committee (DTC) to create one Warwickshire
DTC under do-once approach. Medication Safety discussions for SWFT are now under the remit of
Medication Safety and Optimisation Committee (MSOC).
o Shared Senior leadership across the group.
o Rationalisation of aseptic service provision across the ICS and Group.
o Joint workforce development by setting cross-sector training posts.
o Supporting our local PCN’s by providing clinical Pharmacy service - as the only Trust in the ICS
providing this service.
o Supporting development of ICS Pharmacy cell that will in the coming year focus on system medicine
optimisation and safety projects.

Some of the other noteworthy work included:
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•
•

•

•

Audit around documentation of patient’s allergy status, which has raised issues of compliance. Work
is currently being done alongside the EPMA team to alter training programmes and Standard Operating
Procedures (SOPs) around recording allergy status on EPMA to help to improve compliance.
To Take Out (TTO) service improvement project is on-going as a Multi-Disciplinary Team service
improvement project with Pharmacy, SWFT Clinical Services and the service improvement team. As a
result of this pharmacists and medicines management technicians have increased access to laptops
which has improved the efficiency of the team and TTO flow.
Transfer of Care and Medication (TCAM) project launched as a first in Sustainability and Transformation
Partnerships (STP). This financial year the Trust has so far sent 180 TCAM referrals to patient’s
nominated community pharmacies. The referrals have provided community pharmacies with the
discharge letters and an opportunity for them to intervene and improve the treatment management of
patients who have been identified as being at risk of avoidably being readmitted to hospital. The
improvements to patient safety have been estimated to be worth nearly £250,000 to our local health
economy.
Out of-hour access to palliative care medication was established in conjunction with our outpatient
partners (SWFT-CS) and GEH.
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Patient Care Indicators (PCI’s)
Monthly Patient Care Indicators remain an integral part of measuring the quality of patient care documentation
throughout all ward areas and teams within the trust. The last 12 months have been a challenge across many
fronts and as such compliance with documentation has not been as high as required. Over the past 12 months
trust overall performance has averaged at 92.1% for the year ranging from 87.3% to 95.7%. National and
Trust targets for compliance currently sit at 95%. This average is over the 8 months April to November 2020,
as a decision was made to pause collection of data for December 2020 to March 2021 due to clinical
pressures brought about by the COVID pandemic. The graph below shows the levels of compliance for each
of the individual divisions as well as the overall trust compliance.

It is to be noted that Community Hospitals data is not included in August, September or October as there
were not enough patient records available to audit to make the data viable and further to this Ellen Badger
Day Hospital was closed during that period.
During the second wave of the COVID pandemic the trust took a risk-based approach to completing
documentation in order to release time to care; this followed a general principal proposed by NHSE to all
NHS organisations. The staffing levels and skill mix were difficult to maintain at the normal desired pre COVID
levels, so a level of professional judgement was encouraged in order to prioritise care and reduce the amount
of paperwork to complete.
The Compliance team, Heads of Nursing/Midwifery and Matrons continue to monitor performance and
discuss results regularly with the ward teams. Those areas that have a sustained drop in compliance were
being invited to attend the Patient Safety Surveillance Committee to provide assurance to the committee on
the actions being taken to improve; in some areas a table top review of data was undertaken to establish
where the short falls are and what action was required to facilitate improvement. The continued overall aim
is maintaining good quality and safe outcomes for our patients.
Example measures which have been put in place to restore compliance include; regular monthly matron ward
manager meetings to discuss compliance, matron walk round inspections and ward manager formulated
action plans for individual ward.
Now that the levels of COVID inpatients are reducing and staffing levels are beginning to stabilise the wards
and teams will resume their normal risk assessments and documentation; data collection will recommence
in April 2021. Moving forward into 2021/22 the aim will be to use the PCIs as part of a more rounded overview
of quality and safety alongside an integrated dashboard and ward accreditation system.
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Seven Day Service
Assess before admission
•

•
•
•
•
•

Given the effectiveness of a Frailty Assessment Area (FAA) patients can now be referred to the FAA by
Paramedics on scene via Consultant Connect. This provides an opportunity for advice and guidance on
scene, for the patient to remain in the community with support or to be conveyed to FAA for an
assessment in Hospital. Of the calls taken to date since the set up of the service 53% are conveyed direct
to FAA bypassing ED, 17% kept in the community for follow up care and 30% direct to ED due to acuity
of presentation helping to get the patient in the right place first time.
Frailty Service is available 7 days a week with the expansion of the Advanced Clinical Practitioner (ACP)
workforce.
An expansion of the ACP workforce in Acute medicine has enabled all GP referrals to be triaged by phone
and directed to ambulatory care where appropriate – this is now a 7-day service and has shown an
increase in numbers attending ambulatory pathways.
All advice and guidance Consultant Connect lines are open to paramedics to call from scene to help
stream the patient to the right place and admission avoid.
Booked slots are available in Same Day Emergency Care (SDEC) and ED via the 111 service as the
national initiative.
In the community we have changed the way we work and utilise volunteers to bring in blood samples to
the lab as soon as they are taken by the clinical practitioners in order to speed up a decision as well as
using the volunteers for collection of medications in order to bring forward the start of treatment time and
avoid admission .

Early Access to Senior Clinicians
•
•
•
•

We have emergency department consultant presence on site 7 days a week and provide on-call cover
24/7. Ambulance arrivals have risen by 11.5% this year evidencing an increase in acuity of patients
attending ED and out of area attends have risen by 10%.
We have a team of consultant acute physicians on site 7 days a week providing consultant led care for
all emergency patients.
There is on the day access to all our specialist teams on weekdays.
There is 7 day working in Respiratory and Cardiology for specialist reviews including device intervention
should it be required.

Standardised care process in hospital wards
•

•

•
•
•
•

•

We run weekly joint health and social care stranded patient meetings to ensure potential delays are
identified earlier in the patient journey to improve patient experience and reduce length of stay (LOS).
This model is now mirrored in the Community sites to ensure flow throughout the organisation. This
process has changed to use the criteria to reside methodology.
We undertake quarterly Multi Agency Discharge Events throughout the year to help to understand the
blocks in the systems and work with all health and social care colleagues to improve discharge. This has
resulted in a set-up of upper and lower limb pathways helping to get the patient in the right place for their
care in a non-acute setting.
We have undertaken a Perfect Week process over the Winter period, and this has shown a reduction in
LOS at 7, 14 and 21 days. It has also improved TTO turnround time by 2 hours.
We run a yearly Point Prevalence Audit to understand what our capacity should look like.
Biannual audits are carried out to help understand alternate pathways to be explored to support admission
prevention and early discharge. This year this has been backed up by a missed opportunities audit.
Red2Green processes have now included an extra escalation for hourly Red2Green to be instigated in
heightened escalation held throughout periods of intense demand and capacity pressures to support in
the identification and escalation of flow blocks and enable flow throughout the organisation to be restored.
Using a buddy system this also provides clinical staff with managerial support to raise concerns for delays.
All discharges and delays are reported on a central board for awareness and action at patient level
information.
In some Medical wards a progress chaser role is utilised to chase the delays, escalate and implement
actions to help improve the patient journey.
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•
•
•

•

•

•

Along with the Red2Green process we have embedded an agenda at site meetings held 8.00, 12.30 and
16.00 with an optional 18.00 catch up if required; this will enable complete situational awareness of both
Warwick and Stratford sites in order to help unblock delays and maintain flow in the organisation.
The Emergency Division has commenced a flow manager rota to support the site office from January –
March which has presence of a General Manager until 9pm and September - December until 7pm.
Senior Nursing staff are no longer undertaking an administrative role of holding the staffing bleep which
has returned nursing hours back to the ward areas for senior leadership; a new role has been introduced
to undertake this role which provided consistency of cover arrangements and governance around
temporary staffing allocation / requests.
A ‘frequent flyers’ workstream continues for patients who are attending the organisation a multitude of
times, to explore if there is scope to provide an intervention before the patient attends the emergency
department or if an alternative patient management programme needs to be developed to address
individual patient requirements, using a multiagency approach. This now has a dedicated manager to
liaise with all the stakeholders.
Criteria Led Discharge continues to be effective. This not only focuses the teams on discharge, resulting
in reduced LOS but also enables medical teams working at the weekend to focus on the less well patients,
expediting their progress/ improvement; Avon ward has become a nationally recognised area for best
practice in this process demonstrating an increase in discharges on average of 46% per month.
Admiral Nurses and an Activity Coordinator have been appointed to enhance care for patients with
Dementia throughout the Trust providing specialist advice for staff, patients and carers.
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Quality Priorities Achievements – Patient Safety
Patient Safety Quality Priority
Implement staff retention and recruitment plans to improve the Trust vacancy and turnover.
Fully Achieved
Achievements at a glance:
Voluntary turnover reduced from an average of 12.48% in 2019/20 to 8.49% in 2020/21. It is taken into account
that the Covid 19 pandemic will have affected turnover as less people were leaving.
Overall Trust vacancies (all roles) reduced from 10.79% in 2019/20 to 8.85% in 2020/21. Please note this
percentage includes all staff on Parental Leave and Long-Term Sick Leave as vacancies therefore not all roles
could be recruited into.

What we have achieved:
As stated above the overall vacancy and turnover position has improved. It is acknowledged that the Covid 19
pandemic did have an impact on this. Less people were leaving the Trust due to wanting to remain in post to
help in the response to the pandemic. In addition to this the private sector employment market was devastated
and less roles were available outside of the NHS. It is also acknowledged that less people retired from the
Trust during the last year.
More people also wanted to join the NHS to help in the response to the pandemic which helped the recruitment
position. The Trust also saw a huge increase in the number of people joining the staff bank which is not
reflected in the above data as it only concerns permanent roles.
The Trust introduced several new recruitment initiatives including:
• International Recruitment of Nurses from India in line with the NHS People Plan
• Recruitment to Degree Nurse Apprenticeship Roles
• Recruitment of more Nursing Associates, Student Nursing Associates and Assistant Practitioners to
support teams across the Trust
• Expansion of the Trust Apprenticeship Programme for all roles within the Careers Hub
The Health and Wellbeing programme for staff continued to expand with the Employee Assistance Programme
as well as other initiatives to support staff during the past year which has been incredibly challenging and
demanding.
Work planned for the year ahead:
The Trust will continue to monitor the Recruitment and Turnover data to ensure we are improving the position
and working to reduce voluntary turnover and vacancies.
The Trust is employing a Matron on a part time basis to help support Recruitment and Retention of nursing
roles. This post will work closely with the Employment Services Team.
The Trust Retention Strategy Group will re-commence to ensure retention strategies are maintained and new
initiatives are implemented.
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Patient Safety Quality Priority
Deliver a digital hub to test technology solutions.
Fully Achieved
Achievements at a glance:
The Digital Hub was designed and built in partnership with SCC at Stratford Hospital
The Digital Hub was publicly launched in October 2020
The Digital Hub has a work list of initiatives currently being developed
The Digital Hub has successfully delivered a pilot of the MySense system
A plan for the Hub for 2021/2 has been agreed by Digital Health Board

What we have achieved:
During 2020 we partnered with SCC to design, build and implement a Digital Hub in a void space on the top
floor of Stratford Hospital. The room is fully kitted out with advanced audio-visual equipment, provided by SCC.
It is intended as an environment to bring together Healthcare, Industry and Academic partners to explore new
uses of technology and digital tools. The room was launched across the Trusts and publicly in October 2020.
Through the hub the Trust has begun to explore a number of initiatives to enhance our use of technology. The
most advanced of these is the pilot of MySense sensor technology in the community. The pilot has shown
numerous benefits, including a reduction in ED admissions. The project is also a finalist for 3 Health Services
Journal (HSJ) Awards.
Several other initiatives are also currently being explored through the hub partnership and are at various stages
of development. These include:
• The use of technology to reduce falls in inpatient side-rooms
• The use of artificial intelligence and machine learning to support triage and diagnostics
• Augmented reality devices for learning and in theatres
• Wireless patient monitoring
Digital Health Board have approved a plan for use of the Hub in 2021/22 which includes continuing to explore
individual ideas as they arise, as well as hosting a number of events for staff members to pitch their ideas and
explore the use of technology across whole clinical pathways.

Work planned for the year ahead:
•
•

Implement the Digital Hub Plan for 2021/22
Develop and enhance relationships with academic institutions including Warwick Business School and
ensure that academic and research input is fundamental to the work of the hub.
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Patient Safety Quality Priority
Establish timely and safe cancer pathways.
Partially Achieved
Achievements at a glance:
This year cancer performance has been similar to the previous year. The numbers of patients waiting over 62
days has significantly fallen. Improvements have been seen in delivering the 28 day Faster Diagnosis Standard
What we have achieved:
Performance
Cancer Waiting Time Measure National
Standard
14 Day all Cancers
93%

Performance
2019/2020
87.6%

Performance
2020/2021
81.7%

28 Day FDS Two Week Wait
28 Day FDS Screening
62 Day all Cancers
62 Day Screening
31 Day First Treatment
31 Day Subsequent all Cancer
31 Day Subsequent Drugs
31 Day Subsequent Surgery
62 Consultant Upgrade

57.4%
39.5%
72.2%
66.2%
93.8%
95.6%
97.4%
92.0%
82.7%

54.9%
50.7%
62.8%
38.6%
93.6%
96.6%
100%
91.8%
81.6%

75%
75%
85%
90%
96%
96%
98%
94%
85%

Number of patients on the cancer waiting list for more than 62 days (not all confirmed cancers)
Days on waiting list
63 to 103 days
+104 days

31.03.2020
108
44

31.03.2021
67
27

Governance and Performance Management
•

•
•
•
•

Well established monthly Cancer Board which is attended by all clinical and operational leads from each
tumour site. The attendees also include representatives from the CCG and the Coventry and Warwickshire
Health Care Partnership. Chaired by the Director of Operations or the Deputy Director of Operations (ADO
Elective)
Weekly detailed waiting list meetings takes place for each tumour site (Chaired by the General Manager for
Cancer Services or the Deputy Cancer Services Manager)
Implementation of weekly cancer performance meetings. Chaired by the General Manager Cancer
Services.
Appointment of clinical lead for Cancer
Review and revised Trust Cancer Strategy

Redesign / Improvement
•
•
•
•
•

Pathway analysis against the 28 day faster diagnostic standard underway to identify areas of improvement
including diagnostic pathways for radiology, endoscopy and pathology.
Introduction of straight to test pathways for urology, lower and upper GI
Use of virtual dermatology consultations
Virtual MDT’s and the implementation of System based single Gynae MDT
Implementation of remote monitoring in line with the Living with and beyond cancer requirements.
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•
•

Introduction of care navigators to support patients throughout their cancer care.
Redesign of MDT administrative functions to support improvements in the collection and reporting of cancer
quality data.

Digital Transformation
•
•
•

Implementation of remote monitoring systems
Upgrade of Somerset Cancer Registry System
Implementation of virtual MDT

Work planned for the year ahead:
Governance and Performance Management
•

•
•
•
•

Develop harm review process further to include those incidents that do not result in a cancer waiting time
breach. To ensure process is compatible with the Trust governance and lessons are learnt across the
Organisation.
To invite patient representation to Cancer Board and to be part of change process
To continue to improve cancer quality data compliance to become lead in the region
To improve the performance delivery against the 28 day faster diagnosis standard and the 62 day all
cancer standard
To have robust sustainability plans for all tumour sites

Redesign / Improvement
•
•
•

To continue with the pathway analysis workstream and to support tumour sites develop robust delivery
plans against the 28 faster diagnosis standard and the 62 days all cancer standard.
Develop a Trust wide intranet site for cancer to include transparency of data and performance within the
Trust.
Review service delivery for oncology to support patient care outside the acute setting

Digital Transformation
•
•
•

Development and implementation of M-model dictation system to support the MDT process. Allowing
clinicians to dictate outcomes directly input the Somerset Cancer Registry
Continue to develop the patient portal to support self-management and Living with and Beyond Cancer
agenda.
Work with the West Midlands Cancer Alliance in the development and implementation of E-MDT which
will allow sharing of cancer information and movement of patients across the region. This will support the
national cancer recovery plan
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Patient Experience
Complaints, Patient Advice Liaison Service (PALS) and the Bereavement Service
The Patient Experience Team provides the Patient Advice Liaison Service (PALS) and the Bereavement
Service, as well as dealing with complaints received from our service users and gathering patient feedback
through our Friends and Family Test (IWantGreatCare) and NHS Choices.
This year during the pandemic the team successfully maintained the services at all time, ensuring patients
and bereaved relatives were able to contact the team by telephone and email.
Complaints
We accept that there will be occasions when people will be dissatisfied with the service they have received,
and they will wish to raise a formal complaint. A senior member of staff is appointed to lead the investigation
into a formal complaint and a copy of the investigation report is shared with the person raising the complaint
with a covering letter from the Managing Director.
The Trust’s active intervention when concerns and complaints are raised means the number of formal
complaints has remained low this year.
Complaints – 2020/21 year at a glance
135 formal
Complaints
recieved

14 Upheld by
SWFT

1 referred
to PHSO by
complainant

PHSO
Outcomes:
1 Not Upheld,

There were 135 formal complaints received in 2020/21, this compares to 151 received in 2019/20.
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Complaints data overview:
Number of Formal Complaints received
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Parliamentary and Health Service Ombudsman (PHSO)
The emphasis of the NHS complaints procedure is to make every effort to resolve complaints at a local level.
Despite all intervention, there are times when a complainant remains dissatisfied with the response from the
Trust and in such cases the complainant should contact the PHSO to request a review of their complaint.
The PHSO take an initial look at the complaint and will make a decision on if they should investigate the
complaint. When the PHSO complete an investigation into a complaint they write a final report to the Trust
advising us of the outcome and any recommendations they make.
There was 1 complaint referred to the PHSO during 2020/21. Following a review of the complaint the PHSO
decided no further action was required.
Patient Advice Liaison Service (PALS)
PALS provides ‘on the spot’ advice, support and information to patients, relatives, and visitors, including
personal concerns such as benefit applications. The PALS/Bereavement Officers liaise with staff involved in
patients’ care to ensure early intervention to resolve concerns regarding their treatment.
PALS received enquiries regarding a range of issues which are logged on the ‘Datix’ Risk Management
System in order to identify the subject, specialties and themes of enquiries received. PALS dealt with 848
recorded contacts for the year 2020/21, compared with 1132 for the previous year.
PALS data overview:
Number of PALS Contacts
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Top Subjects for PALS enquiries 2020-21
250
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Bereavement
The Trust’s Bereavement Service co-ordinates matters following the death of an inpatient and liaises with the
doctors to ensure the medical certificate of cause of death is completed within the designated timeframe. The
PALS/Bereavement Officers ensure the paperwork is available for the family and provide them with practical
support and information.
During 2020/21 the PALS/Bereavement Officers dealt with 989 Bereaved families. This was higher than
normal with a concentrated number of deaths at the peak times of the pandemic.
Response to the pandemic saw a change to guidance around the certification criteria and the Trust adhered
to this and implemented electronic transfer of documents to the Registration and Cremation Services. The
team changed their way of working and were able to adhere to the new guidance without any delay being
caused.
After a pause to help meet clinical commitments the Medical Examiners resumed work in July 2020. All
deaths at Warwick Hospital are now reviewed by a Medical Examiner before the Medical Certificate of Cause
of Death is released. This review provides greater safeguards for the public by ensuring proper scrutiny of all
non-coronial deaths
iWantGreatCare (our Friends and Family Test)
iWantGreatCare (IWGC) is a feedback tool that provides the opportunity for patients and their families / carers
to tell us ‘how we did’ and what we could do better. It is important to obtain feedback from our patients, so
we are aware of their impression of the services we deliver. The Trust’s ‘We Listen, We Care’ is our
commitment to continuously improve our patients’ experience of the care we deliver and to act on the issues
that are raised through feedback.
The summary of the survey response is received each month, and this enables the teams to see what patients
are saying about their care at that time. The data from the responses help generate the following monthly
reports:
• Trust level report: this includes a summary of feedback scores for each area by month, and helps identify
top performers and outliers.
• Ward level report: This shows comparative scores across wards. Ward reports include all free text
comments from patients.
• An alert online review: this is emailed to the co-ordinator for a response on any review that scores 2 or
less in any one question.
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In April 2020 there was pause in the survey reporting, however in September the Trust implemented the new
style questions set by NHS England and have encouraged our patients to complete the survey online. From
1 April 2020 to 31 March 2021, 5,987 patients completed the survey and provided feedback on their
experience. 95.8% of those patients would recommend the Trust with 2.07% patients stated they would be
unlikely to recommend.
Comments

Patient Surveys
The Trust took part in the National Surveys programme in 2020/21. Following receipt of reports these were
shared, reviewed and action plans created based on the results of the patient responses to the surveys.
The Trust also took part in the NHS Benchmarking exercise again in 2020/2021 against the national learning
disability improvement standards for NHS Trusts; results yet to be published.
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Single Sex Accommodation (SSA) Breaches
NHS England/Improvement updated their guidance regarding delivering same sex accommodation in
September 2019. It provides further clarity regarding definitions of what does and does not constitute a
mixed-sex accommodation breach and ensures alignment with any corresponding guidance published since
the original version in 2009.
During 2020/2021 there was 1 incident where a single sex accommodation breach occurred affecting 4
patients in total (compared to 4 incidences affecting 4 patients in 2019/2021) The breach occurred in the
Coronary Care Unit when a patient was deemed ready to move out of the enhanced care unit, but no
appropriate bed could be identified for them within the agreed timeframe.
The Trust carried out a full and extensive root cause analysis of the incident and ensured actions were taken.
Details have been summarised below.
Date of Breach
September 2020

Recommendations / Actions
• Remind the cardiology team of the actions required if
a same sex policy breach occurs.

Status
Complete

4 Patients
•
Emergency Care
Division
Coronary Care Unit
•

Update Same Sex Breach Standard Operating Policy
to reflect boarding a patient awaiting discharge, if
they are able to be fully dressed and can sit on a
chair in a bay and are distanced 2 meters or more
from the patient in the next bed space.

Complete

Complete

Recirculate Same Sex Breach Standard Operating
Policy to the cardiology team
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Quality Priorities Achievements – Patient Experience
Patient Experience Quality Priority
Develop a compassionate end of life care strategy and public campaign with partners
Partially Achieved
Achievements at a glance:
- End of Life Care strategy in place
- Development of public campaign started with Healthwatch
What we have achieved:
The 5 year strategy for End of Life Care was written in 2019 and continues until 2024. The strategy was written
using the national documents ‘Ambitions for Palliative and End of Life Care’ and ‘One chance to get it right’.
The main priorities identified are:
1.
2.
3.
4.
5.

The provision of professional, compassionate, and holistic care
Education and training
Clear information about the options available
24/7 access
Communication between services

There has been an expansion of the specialist Palliative Care Clinical Nurse Specialist (CNS) workforce in both
the community and acute teams. In November 2020, two Palliative Medicine Consultants were recruited to
provide more support in the acute sector and to provide support for the South Warwickshire and Rugby
community teams. The removal of the Macmillan badge for the CNS team should allow a refocus on nonmalignant diagnoses over the coming years.
Education remains a focus for the team despite the challenges of COVID-19. A virtual programme has been
continuing and the SWFT team are part of a system-wide group providing education across Coventry and
Warwickshire. In August 2020, two clinical education fellows in Palliative Medicine joined the team and allowed
the return of Buckingham University medical students and development of their teaching programme. One
consultant provides educational supervisor support to a Buckingham University medical student and another
has taken on a role to develop Palliative Medicine education in Warwick University. Over the last year we have
had a specialty trainee in Rugby community team and in February 2021, we took on our first GP Vocational
Training Scheme trainees in each of the community teams.
Access to virtual consultations have been developed in response to COVID-19. We were an early adopter of
AccuRx (a digital system of securely having a virtual consultation). The daily conference call has also developed
further communication between teams and is now used to communicate the capacity of relevant teams as well
as to co-ordinate care for patients in North and South Warwickshire. COVID-19 has also increased integration
between the specialist palliative care teams and district nurses, with regular meetings to provide support and
co-ordinate care. The roll out of EMIS (digital system to access notes) has also improved communication as all
community notes and GP notes are available to healthcare professionals involved in a patients’ care.
As response to the COVID-19 pandemic, FastTrack discharges from the acute sector were co-ordinated by
Palliative care. In particular the acute CNS team liaised with a single point of access run by a local hospice to
organise care for patients being discharged home for end of life care.
Work has started with Healthwatch on a public campaign. This was planned to have a focus on advance care
planning. Initial research into other campaigns had been carried out and it was planned to start discussions
with stakeholders. With the 3rd lockdown and increase in COVID-19 cases in the Trust this has currently been
put on hold.
Work planned for the year ahead:
• Engage in National Audit of Care at the End of Life (NACEL) audit round 3
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•
•
•
•
•
•

Embed Outcome Assessment and Complexity Collaborative (OACC) outcomes in the specialist palliative
care teams to enable measurement of quality
Project of integration of Specialist Palliative Care services with George Elliot Hospital
Review of end of life care guidance
Review of holistic plan for the care of the dying person
End of Life Champions to be re-launched in Warwick Hospital
Heart failure MDT to be created with cardiology team
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Patient Experience Quality Priority
Deliver additional car parking at Warwick hospital site
Partially Achieved
Achievements at a glance:
- Planning permission has been granted to build a Multi Storey Car Park on the site of the former Pickerings
staff car park on Miller’s Road
What we have achieved:
•
•
•

•

•

Planning permission was granted in January 2021, to build a Multi Storey Car Park (MSCP) on the site of
the former Pickerings staff car park on Miller’s Road.
Contractor have been selected, and programme of works agreed with materials ordered.
The four-storey building planned will provide 469 parking spaces including 22 electric vehicle charging
spaces for staff who work at Warwick Hospital. The car park is intended to increase parking capacity for
patients and visitors on the main Hospital site by approximately 20%. The development will also enable
the Trust to use the site differently by presenting scope for further development opportunities - giving the
organisation more flexibility to improve services and increase clinical offerings, which will benefit patients.
The building is expected to take around seven months to construct with the MSCP anticipated to be
operational in late 2021.
To prepare the site for the building work to commence, the Pickerings car park was closed on Friday 19
March and will remain closed until the development work is finished. To mitigate the number of staff car
parking spaces being lost during this time, the Trust has created 99 car parking spaces on Millers Road. In
conjunction with the Trust’s continued commitment to agile and home working, these measures will ensure
the staff members who need to be on-site at Warwick Hospital to carry out their role will be able to easily
park their cars.
During the Pandemic, staff and patient car parking charges were suspended, and with many staff working
from home and less patients attending the hospital during this period car parking was less of an issue in the
short term.

Work planned for the year ahead:
•
•

Work to start on the new car park will commence in April 2021 with completion expected in November
2021.
Decant plan in place.

62

Patient Experience Quality Priority
Develop a public and patient engagement strategy with partners
Fully Achieved
Achievements at a glance:
- Collaboration and relationships with partners have been developed and built on to enable combined
approaches to public engagement.
- Engagement approaches been compared with partners and best practice shared.
- Sustainability targets and strategy progressed and reviewed.
What we have achieved:
•
•
•
•
•
•

Transitional Board is well established as a partnership board and have agreed a compact. Workshops
have been held to develop the partnership and agreed plans.
Anchor alliance commitments have been agreed across Coventry and Warwickshire. SWFT is a key
partner in this.
Warwickshire County Council (WCC) have agreed their approach for engagement across Warwickshire
and we are seeing if we can work with them rather than have two separate approaches.
Workshop held to gather Governor views moving to Place approach.
Sustainability Strategy review presented to November 2020 Board of Directors. Progress made against
targets and new ones adopted to reflect new policy.
Meeting with Warwick District Council to agree plans to work together.

Work planned for the year ahead:
We will develop a public involvement framework with partners to support ongoing involvement to be
coordinated and consistent across all partner at PLACE.
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Quality Priorities Achievements – Patient Outcomes
Patient Outcomes Quality Priority
Review the community hospital and Discharge to Assess pathways and capacity.
Partially Achieved
Achievements at a glance:
Agreed winter readiness plan across the county for Discharge to Assess pathways, and system isolation
beds for patients who have finished their treatment in a community or acute bed but are unable to go home
due to family members shielding or care home unable to accept.
National recommendations have been reviewed and the pathway has been remodelled taking these into
consideration.’
New Task and Finish Groups have been established to Community Hospital review, the workstreams include
criteria and infrastructure, data, finance, estates and communication.
What we have achieved:
Discharge to Assess Commissioning Review including review of Community Hospitals
A strategic review of all Discharge to Assess (D2A) pathways across Warwickshire is taking place. The review
is being led by Warwickshire County Council and South Warwickshire Foundation Trust and is supported by
all system partners. The main aim of the review is to understand the current delivery and future requirements
of all D2A pathways across the county and community hospital bedded provision within South place.
The system wide D2A review is split into 2 phases:
1. Phase 1: Winter readiness plan 2020/21 and agreement on required commissioned solutions to support
winter and COVID demand. This is complete and winter resilience recommendations are being
mobilised.
2. Phase 2: Wider review of all pathways including Pathway 1 and identification of the longer-term
commissioning model, commissioning intentions and system wide recommendations. Community
Hospital Options appraisal and review of other D2A pathways available by May 2021.
Current position and priorities:
Phase 1: Winter planning and second wave of COVID – as a system we have agreed a number of priorities
to ensure market capacity and resilience within D2A pathways, these are being delivered as follows:
•
•
•

•
•
•
•

D2A home based pilot in Warwickshire North; a collaboration of CERT therapy, social care and domiciliary
care providing up to 6 weeks support at home as an alternative to bedded pathway 2 facilities. This pilot
is for 6 months and will cease in June 2021.
Commissioning of Pathway 2 bedded facilities in Rugby. A bedded offer is now mobilised at a care home
in Rugby with good outcomes being reported so far.
System wide blue and exposed bedded pathways – ensuring that those patients who are medically
optimised but have COVID and 24 hour care needs are discharged to a safe isolation facility. Current
offer is at Ellen Badger Hospital (EBH) and a Warwickshire care home. We anticipate requiring this model
until at least the end of Quarter 1 2021.
Commissioning of additional Pathway 2 services to support impact of EBH offering blue bed capacity for
the system.
Review and make recommendations with regards to a South Pathway 3 offer.
Extension and re-definition of Restricted Limb pathway – pilot currently extended until July 2021.
Community Hospital bedded review project structure is set up and needs assessment is being undertaken
which will inform the options appraisal.
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Work planned for the year ahead:
Phase 2: Strategic review of all D2A pathways and review of community hospital bedded facilities:
Using a commissioning cycle approach (analyse, plan, do and review) to understand current utilisation of
community hospital bedded provision and D2A provision to make recommendations for future system
requirements as follows:
•
•
•
•
•
•

•

Community Hospital needs assessment and Options Appraisal by end of May 2021.
Review and future recommendations (including funding arrangements) for D2A home based and
Restricted Limb pathways by July 2021 (both pilot schemes are component parts of Warwickshire’s
Pathway 1 offer).
Review of Pathway 2 offer and Moving on beds countywide and recommended future model.
Deep dive of Pathway 1 immediate flows and volumes from each acute to each individual part of pathway
1 offer and recommendations for future work.
Delivery of a D2A system wide dashboard containing intelligence around utilisation of each pathway,
average length of stay, place-based variances and onward destination following D2A usage across the
county.
In the event that a Winter surge of Covid 19 patients which impacts on care homes ability to allow
admissions. We have agreed a forward plan for system wide provision and requirement for beds where
Covid positive patients who no longer require a community or acute bed can be discharged to for their
isolation period.
D2A services are re-commissioned or re-designed in line with revised commissioning intentions.
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Patient Outcomes Quality Priority
Continue to reduce face to face follow up outpatient appointments by using technology
Fully Achieved
Achievements at a glance:
- 38% of patients seen virtually in 2020/21
- Increase of 12% for patients seen virtually in comparison from April 2020 to March 2021
- Implementation of a digital in-house room booking system.
- Introduction of Virtual Consultations (telephone and video)
What we have achieved:
1. The Trust have agreed on AccuRx as their video consultation software and this is being used currently
by a number of specialties within the Trust.
2. Dermatology have introduced a system where patients send photos ahead of their virtual appointments
to negate the need for them to attend on site.
3. Triage systems are in place for specialties to decide on whether patients should be seen virtually or face
to face (F2F).
4. Work is underway on functionality in Lorenzo that allows a patient’s preference for virtual vs F2F vs Video
appointment to be entered and this will be visible in the patient’s Electronic Patient Record .
5. New functionality in ERS has been rolled out that will support the opening of bookable slots for
patients/GPs allowing them in theory to select virtual slots
6. F2F and virtual trend data is shown below and evidences a decrease in face to face appointments over
the course of the year:

7. Warwick Out Patient Department (OPD) Clinic rooms are managed by a digital room booking system
called ROMAN which has been developed by the Trust. ROMAN is a transparent, auditable and
accessible way of maximising clinic room capacity. This means that rooms are available to support virtual
clinics where office space is not available or working from home is not practical.
In addition to accommodating capacity for face-to-face patient appointments OPD are utilising clinical
room capacity for the following:
• 100% face-to-face Clinics.
• Mixed face-to-face & virtual Clinics.
• 100% Virtual Clinics.
• Short notice requests for urgent face to face (F2F) clinics.
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8. Webcams and headsets for all Virtual Clinics have been set up in all clinical rooms. This supports a mixed
model of outpatients, whereby templates can have a mix of face to face and virtual slots if required. In
addition, if consultants do not have their own office space, they can book a room in outpatients that
supports virtual clinics.
9. Telephones have been replaced by hands free handsets that have speaker units built in, to enable
students to participate in virtual consultations carried out in outpatient rooms.

Work planned for the year ahead:
•
•
•
•
•
•

Continue to drive virtual consultations where possible
Look to roll out more video consultations
Explore patient preference to virtual consultation to help drive the virtual agenda
Develop improved integration with primary care
ROMAN will be developed to provide functionality for reporting purposes to maximise clinic room capacity
and highlight inefficiencies across both sites and all specialities.
The Fracture Clinic to be relocated
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Patient Outcomes Quality Priority
Implement a population health approach at primary care /place-based team level.
Fully Achieved
Achievements at a glance:
- Pilot of a temporary Population Health Management (PHM) risk stratification tool to learn implementation
lessons.
- Product specifications developed for the procurement of a PHM system.
- Market engagement to identify potential suppliers of a PHM system
- Procurement process ongoing.
What we have achieved:
In Warwickshire North there are high levels of respiratory illness, as identified in local Joint Strategic Needs
Assessment (JSNA) reports. As a result, we are implementing a respiratory specialist nurse post to provide
specialist support and advice to Place Based Teams in the management of respiratory conditions, including
Chronic Obstructive Pulmonary Disease (COPD).
Warwickshire North has also identified their care home population as high priority. Place based teams have
been commissioned to lead on virtual ward rounds for care homes and offer direct access to an urgent response
service. This is now being supported by the implementation of Docobo telehealth system in all care homes,
where alerts to a deteriorating resident can prompt an intervention from their local Place Based Team.
In South Warwickshire a key area of concern from the JSNA place profiles is heart related illness. We have
recently implemented an expanded Heart Failure Nurse service, which works across Out of Hospital and acute
in reach services to better support this patient group with seamless care. Place based teams are able to access
advice and guidance via a telephone service and are also supported with the development of care plans.
In Rugby loneliness is a major concern for both patients and carers, and the local Place Based Teams are
working closely with ConnectWell, a social prescribing service to respond to this need. The ConnectWell team
join regular MDT meetings, led by the Place Based Team, to help ensure social as well as health needs are
responded to.
Across Warwickshire there are high levels of hospital admissions due to falls. Working in partnership with
Warwickshire County Council, a falls prevention project has been established, with Out of Hospital teams
providing a therapy led offer for those at medium to high risk of falling. This has been embedded into existing
Out of Hospital services, providing the opportunity to spread knowledge of falls prevention activity more widely.
In 2021/22 we will be redeveloping three key community sites as locality hubs. JSNA data has been used to
support the planning for this development. For example, a theme around mental health has led to the
development of requirements for mental health friendly spaces within the buildings and dementia friendly
signage.
All this work is supported by an ongoing focus within all teams on healthy lifestyle promotion, with staff trained
in Making Every Contact Count and engaging in training on key areas relevant to their local population.
In 2018 £120k was spent to support a temporary risk segmentation tool called IQVIA. This used a standard
Trust dataset to categorise patients based on the main reason for treatment during their care. A small number
of patients consume disproportionately high levels of resource and these patients are categorised as ‘Complex’.
IQVIA was implemented in 2019 and the pilot ran until March 2020 when the pandemic interrupted the pilot.
Lessons learnt include:
• Importance of timely data
• Outputs generated in a way usable by clinical teams
• Understanding of what an operational preventative response might look like.
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Funding from NHSE was used to begin the process for procurement of a PHM system that could be used
across the Integrated Care System. A specification for a Population Health Management system was developed
based on existing NHSE standards and further refinement and input from the Consultant in Public Health. The
health and care system were engaged about the specification through the Proactive and Preventative Group
as well as the Population Health Management subgroup that reports to Proactive and Prevention for more
detailed discussion.
The market engaged based on that specification to identify potential providers, and that procurement is
complete.
Further engagement with the rest of the health and social care system has taken place to ensure that the
procurement of the system is aligned with other Population Health Management activities.

Work planned for the year ahead:
•
•

Implement the PHM system at pace by identifying a suitable use case and Primary Care Network to trial
the approach.
Enhance the impact of the use through the South Intelligence Cell.
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Trust wide Quality Performance Overview
Performance against the relevant indicators and performance thresholds set out below.
This section of our quality accounts provides information on our compliance with national standards and
targets and locally derived targets not covered elsewhere in the quality report.
2020/21 was a year that required us as an Organisation to support the collective National and Local response
to COVID-19 pandemic. Our response to COVID-19 impacted on our compliance with National standards,
targets and locally derived targets particularly during times of increased prevalence of COVID-19 in our
Community. As Covid-19 numbers have reduced, our capacity to recover and restore services has improved
so too has our performance, which is monitored by the Board of Directors.
Please note that the Cancer figures are based on April – February data, which is the latest data available.
All other waiting time figures are based on the aggregate Apr-March position & the out-patient booking
position is based on the position as at the end of March 2021.
Indicator

Threshold

Actual 2019/20

Actual 2020/21

Maximum time of 18 weeks from point
of referral to treatment (RTT) in
aggregate – patients on an incomplete
pathway

92%

92.1%

72.9%

A&E: maximum waiting time of four
hours from arrival to
admission/transfer/discharge

95%

89.1%

90.3%

- urgent GP referral for suspected
cancer
- NHS Cancer Screening Service
referral

85%

72.2%

62.8%

90%

69.5%

38.6%

Maximum 6-week wait for diagnostic
procedures

99%

98.0%

87.4%

93%

88.2%

81.7%

93%

76.3%

40.4%

C. difficile – meeting the C. difficile
objective – avoidable cases

6

2

0

Outpatients appointments booked 3
weeks in advance

80%

68.7%

66.2%

All cancers: 62-day wait for first
treatment from:

Cancer: two-week wait from referral to
date first seen, comprising:
- all urgent referrals (cancer suspected)
- for symptomatic breast patients
(cancer not initially suspected)
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List of Abbreviations
ACP

Advanced Clinical Practitioner

ACS

Acute Coronary Syndrome

AOGG

Audit and Operational Governance Groups

BoD

Board of Directors

BOO

Bladder Outlet Obstruction

C.diff

Clostridium Difficile

CCG

Clinical Commissioning Group

CDAO

Controlled Drugs Accountable Officer

CGC

Clinical Governance Committee

CMP

Case Mix Programme

CNS

Clinical Nurse Specialist

COPD

Chronic obstructive pulmonary disease

CQC

Care Quality Commission

CQUINs

Commissioning for Quality and Innovation

CRNWM

Clinical Research Network West Midlands

D2A

Discharge to Assess

DHSC
previously
DoH

Department of Health and Social Care previously; Department of
Health

DPA

Data Protection Act

DQ

Data Quality

DSPT

Data Security and Protection Toolkit

DTC

Drugs and Therapeutic Committee

EBH

Ellen Badger Hospital

E.Coli

Escheria Coli

ED

Emergency Department

EMIS

A digital clinical system to access patient notes

ENT

Ear, Nose, Throat

EPMA

Electronic Prescribing and Medicines Administration

EPR

Electronic Patient Records

FAA

Frailty Assessment Area

FTSUG

Freedom to Speak Up Guardian

GEH

George Eliot Hospital
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GP

General Practitioner

GDPR

General Data Protection Regulation

HCAI

Healthcare associated infections

HR

Human Resources

HSMR

Hospital Standardised Mortality Ratio

IBD

Inflammatory Bowel Disease

ICO

Information Commissioners Office

ICS

Integrated Care System

IMR

Initial Management Review

ITU

Intensive Treatment Unit

KPI

Key Performance Indicator

MDT

Multi-Disciplinary Team

MINAP

Myocardial Infarction National Audit Project

MRSA

Methicillin-Resistant Staphylococcus Aureus

MSc

Master of Science

MSC

Mortality Surveillance Committee

MSCP

Multi Storey Car Park

MSSA

Methicillin-Sensitive Staphylococcus Aureus

MSO

Medication Safety Officer

NABCOP

National Audit of Breast Cancer in Older Patients

NACEL

National Audit of Care at the End of Life

NAD

National Audit of Dementia

NASH

National Audit of Seizure Management in Hospital

NCAA

National Cardiac Arrest Audit

NDA

National Core Diabetes Audit

NDG

National Data Guardians

NELA

National Emergency Laparotomy Audit

NHS

National Health Service

NHSE

National Health Service England

NHSI

National Health Service Improvement

NICE

National Institute for Health and Care Excellence

NIHR

National Institute for Health Research

NIV

None invasive ventilation

NDPA

National Diabetes in Pregnancy Audit
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NMPA

National Maternity and Perinatal Audit

NNAP

National Neonatal Audit Programme

NPSA

National Patient Safety Agency

OHCC

Out of Hospital Care Collaborative (Community services)

PALS

Patient Advice Liaison Service

PCN

Primary Care Network

PHSO

Parliamentary Healthy Service Ombudsman

PPE

Personal protective equipment

PROM

Patient Reported Outcome Measures

PURG

Pressure Ulcer Review Group

QIP

Quality Improvement Project

RAMI

Risk Adjusted Mortality Indicator

RCA

Root Cause Analysis

RCPH

Royal College of Paediatrics and Child Health

RTT

Referral to Treatment Targets

SAMBA

Society for Acute Medicine Benchmarking Audit

SALT

Speech and Language Therapy

SDTI

Suspected Deep Tissue Injury

SHMI

Summary Hospital-Level Mortality Indicator

SHOT

Serious Hazards of Transfusion

SI

Serious Incident

SOP

Standard Operating Procedure

SSNAP

Sentinel Stroke National Audit Programme

STP

Sustainability and Transformation Partnerships

SWCCG

South Warwickshire Clinical Commissioning Group

SWFT

South Warwickshire NHS Foundation Trust

SUS

Secondary Uses Services

TCAM

Transfer of Care Around Medicines

TTO

To Take Out

TV

Tissue Viability

UHCW

University Hospitals Coventry and Warwickshire

WCC

Warwickshire County Council
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Annex 1: Statements from NHS England or relevant clinical
commissioning groups, local Healthwatch organisations, and
overview and scrutiny committees
Statement from NHS South Warwickshire Clinical Commissioning Group (mandatory)
Following our review of the draft version of the South Warwickshire NHS Foundation Trust Quality
Account we are pleased to state that this is representative of the work the Trust has undertaken to
further develop the quality of its services during 2020/21.
NHS South Warwickshire Clinical Commissioning Group (CCG) (as lead commissioner for the South
Warwickshire NHS Foundation Trust contract) continued to work in partnership with the Trust with the
overarching aim of ensuring that service users, carers and their families receive excellent quality of care
and treatment throughout their healthcare experience, whether this is in the acute sector or in community
services.
2020/21 was a challenging year for the NHS due to the ongoing Coronavirus pandemic, and the CCG
commend the Trust and their staff for the ongoing commitment to safe and quality care.
The Trust has not participated in any Quality Commission (CQC) reviews or inspections during the year. In
2019, the Trust was awarded an overall rating of “outstanding” with no enforcement actions stipulated.
As part of strengthening quality and visibility of the Trust board at team, ward and department level, the
‘Board to Ward’ initiatives have continued throughout the year. Members of the Executive team also visit
areas across the organisation on a regular basis to discuss patient safety, incidents, complaints and issues
that impact on the quality of care. As we move towards an integrated care system the CCG attends the
Trust’s Clinical Governance Committee and has been impressed and reassured by the committee’s scrutiny
of quality within the organisation, as well as the culture of openness and desire to improve within the clinical
teams.
Patient Safety is always a joint priority and the CCG is pleased to be an active member of the
Trust’s Serious Incident Review Group, supporting its role in assuring the quality of serious incident
investigations and dissemination of learning within the Trust. There were two ‘Never Events’ reported
during 202/21, and implementation of recommendations are monitored by the CCG until closed.
The Trust complies with the national guidance on Learning from Deaths, improved the mortality review
process by developing the Medical Examiner Office and added mortality reviews as part of Consultant job
plans. The local Learning Disability Mortality Review (LeDeR) programme is supported with a Trust
reviewer and attendance at governance groups. A CCG Governing Body GP attends the Trust’s Mortality
Surveillance Committee to both seek assurance and support partnership working.
2020/21 saw a large number of Covid-related admissions and the widespread use of Personal Protective
Equipment (PPE), social distancing and cessation of visiting are likely to be linked to the reduction of some
healthcare associated infections. The trajectory tolerance target of 24 CDI cases was 27 (3 over trajectory).
Root Cause Analysis to identify lapses in care are behind schedule due to Covid-19 pressures, however
there are plans to complete these in the first quarter of 2021/22. There was no Trust-attributed MRSA
bacteraemia identified, and there was a marked reduction in both MSSA and E-coli bacteraemia.
The overall staff vacancy and turnover position improved during the reporting period, with less staff leaving
the Trust and more people wanting to join the NHS due to the pandemic response.
The Health and Wellbeing programme for staff continued to expand to support staff during the demanding
Covid-19 response. The scores across a range of indicators in the National Staff Survey were very positive
and the Trust Workforce Action Plan has a continued focus on wellbeing, equality and diversity and
leadership development.
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The revised Friends and Family Test (FFT) guidance was implemented from 1 April 2020, however
submission of data was suspended early in the Covid-19 pandemic and resumed from December 2020.
Due to the increase in virtual appointments, teams have encouraged patients to complete the online survey
seeing increased submissions over time. The majority of patients report having a good service experience
and 95.8% would recommend the Trust.
The Patient Advice Liaison Service (PALS)/Bereavement team work closely with wards and teams across
the Trust to ensure early intervention to resolve patient concerns regarding their treatment. The
Bereavement Service has supported a higher number of inpatient deaths during the year, assisting with
electronic transfer of related certificates and providing support and information for relatives.
The CCG is pleased to note that Mixed Sex Accommodation Breaches have continued to reduce and have
remained at zero for the last quarter. There was one breach, affecting four patients, in the Coronary Care
Unit in September. The CCG staff are invited to review meetings in respect of breaches and the CCG
receives copies of relevant RCA reports.
Cancer waiting time performance was impacted during the Covid-19 pandemic, however the Trust has
waiting list management processes in place to restore services. Many cancer waiting time performance
measures were improving, however performance for the 62-day cancer wait target has been more variable.
This is a key cause for concern for the CCG and we have been working collaboratively with the Trust to
help rectify this. The number of patients on the cancer waiting list for more than 62 days at year-end has
significantly improved compared to 2019/20. The CCG acknowledges there has been an improvement in
timely completion of robust root cause analyses (RCAs) with independent reviewer input providing added
assurance at the Clinical Harm Reviews. Learning is disseminated internally and within both primary and
secondary care in order to support improvement in delivery.
The Trust has continued to develop a compassionate end-of-life strategy with system partners. There has
been an expansion of the specialist palliative care nurse workforce, and recruitment of two Palliative
Medicine Consultants to support both the acute sector and community teams. The Covid-19 response has
seen increased integration between the specialist palliative care teams and district nurses to provide
support and coordinate care.
SWFT’s maternity lead has provided assurance on the continuity of care model. The primary named
Midwife is contacting expectant mothers before and after birth via telephone and text. Social media has
been utilised successfully to offer support and advice for expectant mothers. The CCG congratulates the
SWFT maternity service as the winner of the Royal College of Midwives Midwifery Service of the Year
Award in May 2020.
To conclude, there is evidence that the vast majority of patients are happy with the services they receive
from the Trust, staff opinion of the Trust is high and patients feel able to raise issues of concern with the
Trust, if and when required. The Trust continues to deliver high quality, safe services and its quality
priorities for 2021/22 in the areas of patient outcomes, patient experience and patient safety are welcomed
and endorsed by the CCG.
We look forward to a further year of partnership, cooperation and continued improvement in the quality of
services for our local population.
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Zubair Khan

Chair - Clinical Quality and Governance Committee

Coventry & Warwickshire CCG

Date: 27/5/2021

Jo Galloway

Interim Chief Nursing Officer

Coventry & Warwickshire CCG

Date: 27/5/2021

Healthwatch Warwickshire’s Response –
Thank you for your Quality Accounts Report.
The Report indicates a year of solid progress in terms of Patient Experience, Patient Safety, and Quality of
Services. It is also indicative of an open and inclusive approach to engaging with Patients and the Public.
The Priorities for 2021 are welcome in terms of being focussed on the experiences of, and outcomes for, the
Patient. One issue that might usefully be incorporated into the priorities is the experiences of Patients with
Mental Illness, Autism or LD in the ED. Healthwatch Warwickshire have had a few incidences reported by
Patients with those conditions that they have found the ED environment exacerbates existing stresses. Some
thought could be given to further raising the awareness of staff about those conditions? Perhaps Estates
could look at whether small sanctuaries could be developed within a very busy Department. A tall order, but
one that is worth exploring.
Overall a year of good progress and we look forward to working with the Trust going forwards.

Chris Bain
Chief Executive & Company Secretary
Healthwatch Warwickshire CIC
Chair, Healthwatch in the West Midlands

Warwickshire County Council Overview and Scrutiny Committee’s Response:
The Overview and Scrutiny Committee were unable to comment on the report this year due to the limited
timeframe there was to fully consider its content.
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Annex 2. Statement of directors’ responsibilities for the
quality report
The directors are required under the Health Act 2009 and the National Health Service (Quality Accounts)
Regulations to prepare Quality Accounts for each financial year.
NHS Improvement has issued guidance to NHS foundation trust boards on the form and content of annual
quality reports (which incorporate the above legal requirements) and on the arrangements that NHS
foundation trust boards should put in place to support the data quality for the preparation of the quality report.
In preparing the quality report, directors are required to take steps to satisfy themselves that:
• the content of the quality report meets the requirements set out in the NHS foundation trust annual
reporting manual 2019/20 and supporting guidance Detailed requirements for quality reports 2019/20 (no
annual reporting manual or supporting guidance was provided for 2020/21)
• the content of the quality report is not inconsistent with internal and external sources of information
including:
• board minutes and papers for the period April 2020 to March 2021
• papers relating to quality reported to the board over the period April 2020 to March 2021
• feedback from commissioners dated 27.05.2021
• feedback from governors dated 13.05.2021
• feedback from local Healthwatch organisations dated 24.05.2021
• feedback from overview and scrutiny committee dated no feedback received for 2020/21
• the trust’s complaints report published under Regulation 18 of the Local Authority Social Services and
NHS Complaints Regulations 2009, dated 05.05.2021
• the 2019 national patient survey
• the 2020 national staff survey
• the Head of Internal Audit’s annual opinion of the trust’s control environment dated- not required for
2020/21
• CQC inspection report dated 04.12.2019
• the quality report presents a balanced picture of the NHS foundation trust’s performance over the period
covered
• the performance information reported in the quality report is reliable and accurate
• there are proper internal controls over the collection and reporting of the measures of performance
included in the quality report, and these controls are subject to review to confirm that they are working
effectively in practice
• the data underpinning the measures of performance reported in the quality report is robust and reliable,
conforms to specified data quality standards and prescribed definitions, is subject to appropriate scrutiny
and review
• the quality report has been prepared in accordance with NHS Improvement’s annual reporting manual
and supporting guidance (which incorporates the quality accounts regulations) as well as the standards
to support data quality for the preparation of the quality report.
The directors confirm to the best of their knowledge and belief they have complied with the above
requirements in preparing the quality report. By order of the board

Russell Hardy, Chairman

Date: - 16 June 2021

Glen Burley, Chief Executive

Date: - 16 June 2021
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