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The quality report 
 

Part 1 - Introduction 
 

Statement from the chief executive  

2021/22 was a further year of significant challenges and extraordinary commitment 

and delivery for our hospitals as we continued our pandemic recovery while facing a 

further wave of Covid-19 due to the Omicron variant. 

 

In introducing this quality report, I would like to thank, on behalf of the CUH Board, 

every member of staff for their tremendous dedication to our patients during this 

incredibly demanding period.  I would like to thank partner organisations in our health 

and care system and across the Cambridge community, for their continued work to 

improve care for our patients.  And I would like to thank our patients and our local 

community for their understanding and support during such challenging times.       

 

Throughout the pandemic, our response has been driven by an unrelenting focus on 

providing safe, kind and excellent care for all of our patients.  We have continued to 

see good clinical outcomes across our services, and services have continued to learn, 

adapt and innovate to improve quality of care and patient experience.   

 

But at the same time, we must acknowledge the number of patients who are waiting 

for treatment due to the effects of the pandemic, and the impact on their quality of 

life.  While we are continuing to prioritise those requiring the most clinically-urgent 

care, and to reduce the number of very long waits, there are many thousands of 

patients awaiting treatment at CUH.  Through the additional capacity we are building 

and by constantly looking for ways to improve efficiency, we are committed to 

reducing these waiting lists as quickly as possible.   

 

As a Trust, we rely on every one of our 11,000 members of staff to play their part in 

delivering high quality, patient-centred care.  Staffing levels have remained a 

significant challenge in the past year and recruitment has been a key priority, as has 

expanding the range of support available to staff across the organisation.     

 

Alongside our immediate focus on improving patient care and supporting our staff, in 

line with our quality priorities set out in this report, we are also working hard to build 

for the future, to ensure that CUH and the wider system of which we are a part is best 

placed to deliver high quality care and reduce health inequalities for the generations to 

come.  

 

Our plans for a Cambridge Children’s Hospital and a Cambridge Cancer Research 

Hospital on the Biomedical Campus are moving forward rapidly; we are working 

closely with academic and industry partners across many fields of biomedical research 

to develop the treatments of the future and to ensure that these are available to our 

patients at the earliest opportunity; and we are continuing to develop plans for an 

Integrated Care Partnership in the south of the county, in collaboration with our 

partners in primary, community and social care.  
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Across all of these areas and activities, engaging and involving our patients and our 

local communities in shaping the care that we provide, and the way in which we 

provide it, will lie at the heart of our approach to quality improvement.      

 

I confirm that to the best of my knowledge the information in this document is 

accurate.  

  

 

Roland Sinker  

Chief Executive 
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2021/22 activity 

During 2021/22 we saw a substantial increase in overall activity compared to 2020/21. 

This was primarily due to the lower activity in 2020/21 caused by the first and second 

waves of COVID, which saw the largest fall across outpatients (-178,000) during the 

first and second waves of COVID. Compared to pre-COVID levels (2019/20) there was 

an increase for A&E attendances, outpatients, births and day cases. Over the same 

period, in-patient care reduced by up to 14%.  

Two particular issues should be noted in relation to this: 

 During 2019/20 we utilised ward EAU2 as a clinical decisions unit, which saw 

6,943 emergency admissions (which lasted for up to one day) during that period. 

In order to support social distancing in the department this area was converted 

into an emergency department area for children and was therefore unavailable 

for admissions in 2021/22. An increase in medical and surgical same-day 

emergency care activity helped to support these patients as an alternative to 

admission. This is likely to explain the significant fall in emergency admissions 

of 7,097 over the same period; and 

 Social distancing measures on wards and outpatient waiting areas remained in 

place for the majority of 2021/22. This continued to place pressure on the use 

of capacity across the Trust, reducing the ability of some services to operate at 

pre-COVID levels. Our focus was on mitigating these issues by improving patient 

flow through the Trust and implementing virtual outpatient appointments 

wherever possible. 

The following table sets out key activity numbers. 

 

Table: Activity Comparison April – March 2019/20, 2020/21 & 2021/22 
 

 

  

2019/20 2020/21 2021/22 Change 

19/20 to 21/22 

(%) 

April - 

Mar 

April - 

Mar 

April - 

Mar 

A&E attendances* (excluding MIU) 126,064 97,578 130,729 3.70% 

Visits to outpatients 853,763 675,715 868,889 1.77% 

Births 5,271 5,129 5,573 5.73% 

Day cases 130,732 105,352 131,796 0.81% 

Total inpatients 67,573 53,118 58,086 -14.04% 

− elective 14,486 8,817 11,866 -18.09% 

− emergency > 85 years old 6,889 5,831 6,059 -12.05% 

− emergency < 85 years old 39,616 32,050 33,349 -15.82% 

− maternity 6,582 6,420 6,812 3.49% 

Total  1,183,403 936,892 1,195,073 0.99% 

     

Total Admissions (IP / DC / 

Births) 
203,576 163,599 195,455 -3.99% 

 
*ED - Not including Minor Injury (MIU) attendances  
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Recovery from the COVID-19 Pandemic 

 

Context 

COVID levels at CUH started at a relatively low level in April 2021 but increased across 

the year, particularly during January-March 2022 as Omicron replaced Delta as the 

dominant variant. 

 

Figure 1: COVID patients in General and Acute (G&A) beds 2021/22 

 
 

This trend reflected the experience of other providers across the country and was driven 

by transmission levels in the wider community. In common with other providers, this 

placed a significant strain on our in-patient bed base, availability of staff and our elective 

recovery programme during a period in which emergency activity was also rising. 

 

Pressures from COVID were not limited to the number of positive patients for which the 

Trust needed to identify suitable capacity. Outbreaks across ‘green’ (non-COVID) wards 

resulted in the closure of a large number of beds, peaking at 216 beds in late January 

2022. 

 

Figure 2: Bed closed / empty due to infection control issues 2021/22 

 
 

 Staffing absences related to COVID also rose in line with the prevalence of the virus, 

peaking at 293 absences reported in late March 2022.  
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Figure 3: Staff absences relating to COVID 2021/22 

 

  
 

Taken as a whole, the pressures faced by the Trust during 2021/22 were 

 unprecedented in both their severity and duration. 

 

Actions to support recovery 

Our objectives over the course of the outbreak were to provide safe care to patients 

with and without COVID, who needed emergency, elective and specialist care, locally 

and across the country, whilst keeping our staff safe.  The operational strategy to deliver 

these objectives had five elements: 

1. Reconfiguration of CUH to minimise nosocomial transmission of COVID with a 

data-driven approach to designating, and then stepping down, COVID wards in 

line with demand 

2. Clinically-led allocation of all available capacity, on and off site, to treat as many 

patients as possible across all specialties in line with clinical priority and 

balancing clinical risk 

3. Managing staffed critical care beds with robust plans for regional surge 

(dependent on sufficient open beds being available) 

4. Optimising the use of all available capacity through a focus on patient flow 

(within / outside the hospital), theatre productivity, use of the independent 

sector and other off-site solutions, as well as virtual outpatient clinics 

5. Co-leading the integrated care system and working collaboratively with system 

partners, particularly with primary and community care, to deliver more 

integrated care models. 

 

Trust actions to support recovery during 2021/22 focused on our key points of 

 delivery (PODs). Taskforces chaired by senior staff, with the support of clinical 

 colleagues, were aligned to these PODs to drive and monitor performance. A 

 summary of these taskforces, along with their main actions, is set out below. 

 

Surgery Taskforce 

The Surgery taskforce was chaired by the Divisional Director for Division A and focused 

on maximising surgical activity as well as ensuring that patients were treated according 

to their clinical priority scoring. Its key actions included (overleaf): 
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 Introducing additional surgical lists at the weekend, including extra day case lists 

on Saturdays 

 Reducing the number of on-the-day cancellations through improvement to pre-

operative assessments 

 Expediting the start dates of newly appointed nurses, utilising shielding nurses 

and medical staff, and continuing recruitment for surgical services 

 Maintaining the productivity of of-site theatres in Ely with a focus on improving 

start times and theatre utilisation and focusing on high-volume low-cost work 

as well as 104-week waits 

 Converting in-patient activity to 23hr stays, including robotic prostatectomies. 

  

 In addition, modelling was undertaken with the support of the Operations 

 Directorate to ensure that theatre allocations were optimally aligned to those 

 specialties with the greatest clinical needs. 

 

Urgent and Emergency Care (UEC) Taskforce 

The UEC Taskforce was chaired by the Divisional Director for Division C and the 

 Director of Operations. Its focus was the decompression of the Emergency 

 Department and improvements to emergency pathways across the Trust. Its key 

 actions included: 

 Increasing levels of same day emergency care (SDEC) through the medical 

assessment areas, the Surgical Assessment Unit (SAU) and the newly-opened 

SDEC unit in Clinic 5 

 Working with the Joint Emergency Team to prevent admissions by increasing the 

number of patients who could be discharged from ED directly into the community 

 Implementing direct booking from NHS 111 to the Urgent Treatment Centre 

(UTC) to smooth emergency demand 

 Increasing the opening hours of the UTC to maximise streaming away from the 

department 

 Putting in place a dedicated transfer team to quickly move patients out of the 

department into in-patient beds. 

 

Outpatients Taskforce  

The Outpatients Taskforce was chaired by the Divisional Director for Division B. Its focus 

was to maximise outpatient activity by optimising use of clinic capacity and driving 

improving initiatives such as virtual appointments. Its key actions included: 

 

 Identifying any unused capacity across outpatients, driving maximum room 

utilisation and embedding a prioritisation process to ensure specialties who 

needed additional capacity received it, especially with high risk backlogs 

 Working with Estates to identify a long term solution for off-site phlebotomy 

provision 

 Monitoring and supporting services to increase the numbers of virtual 

consultations, PIFU orders and advice and guidance 

 Driving the risk stratification process and introducing risk prioritisation to ensure 

that those with the greatest need received appropriate capacity. 

 

Diagnostics Taskforce 

The Diagnostics Taskforce was chaired by the Divisional Director for Division B. Its focus 

was to maximise use of on- and off-site, permanent and temporary CUH diagnostic 

capacity to achieve recovery in line with planned trajectories. It key actions included: 

 Working with partners to increase diagnostics capacity, including the CCG-

funded regional MRI capacity hosted at NWAFT and Bronchoscopy at the Royal 

Papworth Trust 
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 Implementation of temporary capacity including the DEXA van in Doddington, 

on-site MRI capacity and the mobile CT van 

 Additional endoscopy capacity (two additional rooms) brought on line at 

weekends 

 Introduction of waiting list initiatives to increase capacity across weekends. 

 

COVID Secure Environment Taskforce 

The COVID Secure Environment Taskforce was led by the Director of Workforce and the 

Director of Capital, Estates and Facilities Management. Its focus was to ensure that 

infection control policies were implemented effectively and that changes in guidance 

were managed appropriately by the organisation. Its key actions included: 

 Updating the visiting policy as required in line with national and regional 

guidance 

 Ensure that COVID secure environment risk assessments had been completed 

by all areas, including outpatient clinics  

 Communicating with staff regarding changes to infection control guidelines 

 Advising on work from home rules for staff to minimise footfall on the hospital 

site. 

 

Testing Taskforce 

The Testing Taskforce was led by the Trust’s Medical Director and focused on ensuring 

effective testing protocols were in place for both staff and patients. Its key actions 

included: 

 Implementing and maintaining the staff asymptomatic testing programme 

 Offering timely tests for staff to reduce absences related to COVID 

 Ensuring sufficient testing capacity for patients at the different points of access, 

including the Emergency Department and for elective patients 

 Supporting the organisation to comply with national rules relating to the 

submission of patient samples to the regional laboratory for genotyping. 

 

Workforce Taskforce 

The Workforce Taskforce was led by the Trust’s Director of Workforce and focused on 

staff health and well-being, rapid deployment and redeployment of available staff, staff 

facilities and support, planning the workforce, and messaging and engagement. Its key 

issues included: 

 Development of Leadership Support Circles to help leaders to find solutions 

including ways to support staff 

 Expanding our psychological support for staff, including our employee assistance 

programme, Doctors for Doctors, Chaplaincy and a psychiatry-led service across 

Cambridgeshire and Peterborough 

 Rolling out practical forms of support for staff including reservation of the staff 

sanctuary with free hot drinks, along with free parking for all staff, across the 

pandemic 

 Staff have been shown appreciation through a letter from the Chair and CEO 

thanking them for their contribution, a payment of £100 and a celebration event 

where staff were awarded with a ‘Covid Star.’  

 

On-going recovery 

During 2022/23 the Trust will transition back into more business as usual ways of 

working in line with our accountability framework. Four key, clinically chaired 

programme boards will have accountability for delivering the national performance 

priorities, reporting regularly to Management Executive and the Board.  

 

Our operational strategy sets out the three objective the Trust will focus on delivering 

in 2022/23: 
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 Provide consistently safe urgent and emergency care 

 Tackle the diagnostic, admitted and outpatient elective backlogs 

 Build for the future for our patients and enabling all staff to give of their best  

 

These objectives will be rolled out across four delivery areas: 

 Ways of working – building on lessons learned from COVID 

 Keeping the hospital safe and effective – implementing dedicated site 

management, forward planning and strengthening escalation processes 

 Configure and maximise capacity for the benefit of patients – continuing 

to develop our infection prevention and control practices and delivering 

additional capacity through virtual wards and diagnostic hubs 

 Building the South Integrated Care Partnership and working across the 

ICS – working with system and regional partners to deliver care through acute 

provider collaborative and sharing best practice.  

It remains a core Trust priority to maximise our activity levels for our patients to ensure 

that they are seen and treated on a timely basis across all points of delivery. 

 

Data and terms used in this report 

Unless stated otherwise, the data presented in this report is the latest available at 31 

March 2022. 

For an explanation of terms and abbreviations please see the glossary set out in 

Appendix D. 
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Part 2 - Priorities for improvement and statements 

of assurance from the board 
 

Please note: Reviewing performance against 2021/22 priorities for improvement are 

given in detail in Part 3 of this document. 

 

CUH Vision, Strategy and Values 

 The Trust’s vision is to improve people’s quality of life through innovative and 

sustainable healthcare, underpinned by our values of Together – Safe, Kind and 

Excellent.  We seek to achieve this as a Trust, as a wider health and care system, 

as part of a dynamic biomedical campus and through our role regionally, nationally 

and internationally.  

 Our strategy is reviewed on an annual basis.  Last year, in response to the COVID-

19 pandemic, we undertook a rapid refresh of our strategy to ensure that we were 

focused on key areas of work to safeguard the delivery of care to our patients, both 

for those with and without COVID.   Throughout the course of this year, we have 

monitored delivery of this strategy and refined our key priorities through regular 

engagement with staff and workshops with our Board, Management Executive and 

Council of Governors Strategy Group, to reflect pressures resulting from the ongoing 

pandemic as well as ensuring we progressed development of new future capacity 

through our planned major project work.    

Our strategy throughout the year has focused on three key priorities: 

 Improving patient care 

Through safely restoring all the services we provide, both planned and emergency 

or integrated care, prioritising those patients with greatest clinical need, and 

working with our partners to maximise our capacity to treat patients in hospital 

and in the community, whilst reducing health inequalities and continually 

improving our services. 

 Supporting our staff  

By expanding our commitment to staff wellbeing and ensuring that we have 

sufficient resource with well-supported, skilled and trained staff who have the 

ambition to deliver our plans, with additional emphasis on achieving greater 

inclusion within the CUH family.  

 Building for the future 

Through progressing, as an innovative and sustainable healthcare provider, our 

major new build projects including Cambridge Children’s, Cambridge Cancer 

Research Hospital and Addenbrookes 3, alongside our work with partners on the 

Cambridge Biomedical Campus and the new Integrated Care System across 

Cambridgeshire and Peterborough. 

 

Under each of these priorities, we set out a range of objectives, each with a series of 

focus areas underway to deliver them.  We have worked across the organisation in a 

flexible way to ensure that we bring the right people together to address emerging 

issues at a rapid pace, including through a range of Taskforces to pursue work on cross-

cutting, goal-specific, time-limited pieces of work. 

Progress on delivering our objectives is overseen by our Management Executive, and 

we report regularly to the Board with a formal Strategy Update.  In addition, we 

undertake detailed horizon scanning alongside discussions at senior management and 

Board meetings on strategic, clinical and operational priorities.  These reviews consider 

the evolving health and care context and take account of the progress we have made 
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to date and the current challenges and opportunities we face.  The output of these are 

used to inform our strategy as we move forward and we are currently developing our 

new strategy and strategic priorities for 2022 and beyond.  

 

Supporting the Trust to deliver improvements in outcomes, 

experience and value 

Improvement is based on the premise that those who do the work know what the 

challenges are that they face and have the ideas about how to tackle those challenges. 

Establishing a culture of sustainable continuous improvement aims to put in place a way 

of doing things to support anyone who wants to improve their work to be able to do so. 

The improvement and transformation directorate supports a number of initiatives; this 

includes the strategic work under the banner of Improving Together, the Trust’s 

programme of work to develop a culture of sustainable continuous improvement. 

 

Improving Together 

We will always be patient focussed and responsive to their needs, placing quality at the 

heart of what we do. Our vision is to support and enable staff to deliver continuous 

improvement to all services, clinical and non-clinical. We will do this by creating a 

supportive and empowering leadership culture, providing training in improvement skills 

and coaching, enabling improvement to become part of what we do and how we work 

across all our services. We know that if we create the right conditions, this could make 

significant improvements for our patients, staff, organisation and wider health and care 

system. 

The remit of the improvement and transformation team is to co-create with our staff, 

patients and system partners a culture of sustainable continuous improvement 

throughout the Trust. 

The aim of the team is to enable everyone to continuously improve outcomes, 

experience and value for our patients, staff, hospital and community. We do this by 

using improvement skills and knowledge to support everyone with, or on how to test, 

sustain and spread their improvement ideas in a robust and systematic fashion. Whilst 

doing so, we help colleagues to use consistent improvement approaches, thereby 

enabling them to learn our agreed methodology (the Model for Improvement) that 

underpins successful continuous improvement. 

We have partnered with the Institute for Healthcare Improvement (IHI), to help us 

undertake a number of key enabling activities, including building improvement capability 

and capacity, which will allow over time all of our staff to develop and deliver 

improvements independently. This significant investment in our staff, will facilitate the 

use of a consistent improvement approach across the Trust and develop a cadre of 

improvement champions throughout clinical and corporate divisions; this will enable the 

central improvement and transformation team to support strategically agreed 

improvement priorities. 

The Board and Management Executive have prioritised improvement as key to 

supporting the delivery of our strategy and future sustainability. 
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Our ‘Improving Together’ programmes 

Work continues with the IHI to develop improvement capability and capacity across the 

organisation. Improvement champions will be embedded across all areas of the 

organisation, helping to coach, support and encourage other staff. Clinical and non-

clinical staff who have already led improvements will continue to support others to 

improve, thereby building and growing our improvement capability and capacity. 

Wave one of the improvement coach programme concluded in September 2021, with 

41 coaches completing the programme. Wave two of the programme is due to 

commence in June 2022, with an anticipated 45 coaches participating. 

Wave one of the improvement programme for teams concluded in May 2022, with a 

total of 18 teams (of between 3 – 6 multi-disciplinary team members attending) 

completing a series of workshops, along with coaching sessions delivered by the IHI, to 

help progress the teams’ improvement projects. Discussions are underway regarding 

wave two of the programme, with a focus on a number of strategic priority areas, for 

example staff wellbeing, urgent and emergency care and outpatients.  

In addition, 27 senior managers from across the Trust were enrolled in wave one of the 

leading for improvement programme to help create the appropriate culture, 

environment, knowledge and skills to support sustainable continuous improvement. 

Wave one of the programme concluded in April 2022 and discussions are underway 

regarding the planning for wave two of the programme. 

All of our Improving Together programmes will have intakes each year, thereby enabling 

us to build significant improvement capability and capacity across the organisation and 

wider system. Year two programmes will be delivered by the IHI and in year three the 

IHI will support Trust staff to deliver the programmes, so that we have a sustainable 

delivery model for the subsequent years.  

The improvement and transformation team continue to support colleagues to test and 

implement improvements aligned to the Trust’s agreed strategic priority areas, which 

offer the greatest opportunity from a productivity and efficiency perspective. These 

priority areas include virtual wards, urgent and emergency care, patient flow, high 

volume low complexity procedures, frailty, outpatients, diagnostics and digital 

transformation, alongside the IHI work programmes. 

We will regularly measure staff awareness of Improving Together to ensure that we are 

embedding a system of sustainable continuous improvement and that it is far reaching 

and understood by all. An analysis, monitoring and evaluation approach in relation to 

data for improvement is being established, to ensure sustainable benefits are realised. 

We will actively celebrate improvements within and external to the Trust, holding regular 

celebration events, including our annual staff awards. We will be open and honest when 

things have not worked as predicted, by following the plan, do, study, act methodology 

and will use our collective learning to further improve the experience and outcomes for 

our patients and staff. We will actively capture lessons learnt and ensure that 

widespread dissemination of learning is in place. 
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Improving patient care and supporting our staff 

Seven day hospital services  

Between the dates November 2017 – March 2020 the Trust was mandated to complete 

twice-yearly audits against a set of clinical standards for seven day services: 

 A review by a consultant takes place within 14 hours of admission (Standard 2) 

 Diagnostic tests are available 24/7 (Standard 5) 

 Consultants are available 24/7 to direct patient care (Standard 6) 

 Patients receive daily reviews by a consultant following their admission (Standard 

8) 

In its last audit in November 2019 the Trust assessed itself as being compliant (>90%) 

against standards 5 and 6, but non-compliant against standards 2 (result = 83%) and 

8 (89%), primarily due to issues with documentation where consultants may have seen 

patients but not recorded their attendance on ward rounds in clinical notes. 

During the first wave of COVID in March 2020, these standards were relaxed by NHSE/I 

and have not been reinstituted since. However the Trust continues to monitor progress 

against related metrics including weekend discharges as part of our set of quality 

metrics, and non-elective mortality rates. 

Monitoring of the seven-day standards will resume, led by the Office of the Medical 

Director with support from the clinical audit function, when we are instructed to do so 

by the national team. 

 

Freedom to Speak up 

In line with the recommendations of the Freedom to Speak Up review undertaken by Sir 

Robert Francis, the Trust appointed a Freedom to Speak Up Guardian in December 

2016.  The Guardian reports to the Director of Corporate Affairs and is supported by a 

network of local listeners across the organisation.  There is a link Non-Executive Director 

for Freedom to Speak Up.  

The Freedom to Speak Up service offers a confidential service to all employees and 

workers to ensure their concerns are heard and acted upon. The Freedom to Speak Up 

Guardian works with staff and leaders across the Trust to ensure continued promotion 

and embedding of an open and listening organisational culture. 

In the financial year 2021/22, 90 colleagues raised concerns with the Freedom to Speak 

Up service.  This was around half the number of concerns raised in 2020/21, when there 

was a significant rise in contacts related to the onset of the Covid-19 pandemic.  

The main themes of concerns raised in 2021/22 related to behaviours and relationships 

(including bullying and harassment), staffing resources and workload, and safety and 

quality. The staff groups accounting for the greatest proportion of concerns raised were 

Nursing and Midwifery and Administrative and Clerical staff. Themes and trends in 

concerns raised continue to be monitored through the bi-annual reports to the Board of 

Directors. 

The 2021 National Staff Survey shows that the Trust remains significantly better than 

the national average in respect of the questions relating to raising concerns.  

Nevertheless, further work is required to address differences in the results across staff 

groups and protected characteristics.  

The Freedom to Speak Up Guardian continues to engage with national, regional and 

local networks in order to promote learning and development. The third and final e-

learning Freedom to Speak Up training package (‘Follow-up’) was recently published by 

NHS England and the National Guardian’s Office. This, along with the two previously 
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launched e-learning packages for all staff and managers, will continue to be promoted 

across the organisation. 

 

Improving rota gaps for NHS Doctors and Dentists in training 

In line with the requirements of the Terms and Conditions of Service for 

NHS Doctors and Dentists in Training (England) 2016, the Guardian of Safe Working 

provides both quarterly and annual reports to the Board of Directors.  These reports 

which are based on the national template, provide details of Exception Reports, Work 

Schedule Reviews, Vacancies and Locum Usage.  

The majority of vacancies at junior doctor level are in Clinical Fellow (non-training grade) 

posts rather than doctors in training (i.e. those employed on the 2016 contract). These 

post holders work alongside doctors in training on junior doctor rotas and such vacancies 

have the potential to negatively impact on the workload and access to training 

opportunities of doctors in training.  

There isn’t a consistent pattern in relation to grade and speciality of these non-training 

grade vacancies.  As such vacancies arise, the Medical Staffing team work with 

individual clinical teams to agree a timely recruitment process, changes to work 

schedules, and innovative ways to make such posts more attractive such as support for 

a PG Cert and other postgraduate qualifications.  

Many successful applicants for non-training grade vacancies are recruited from overseas 

however the impact of the EU exit and requirements for visas significantly increases the 

length of time it takes from recruitment to commencement and post Covid and the EU 

exit, number of applicants applying for posts from the EU and across the world have 

reduced. 

 

Priorities for quality improvement in 2022/23 
The priorities for improvement for 2022/23 were selected after consideration of different 

areas for improvement flagged through a review of incidents, complaints and existing 

trust and national priorities.   

The priorities have been agreed by the Trust’s Board of Directors and Council of 

Governors, and reflect areas for improvement that align to the delivery of high quality, 

effective, safe and patient centred care. The priorities are aligned to the five key 

questions posed by our regulator, the Care Quality Commission - namely Safe, Effective, 

Caring, Responsive and Well-Led. 

It is recognised that the Trust works within a wider healthcare system, but specific areas 

of care delivery can be positively influenced by the Trust within the context of patient 

pathways which continue outside of the hospital environment.  
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Objectives and measures for 2022/23 
 

    

Safe  

  

Our aim is to reduce avoidable harm to our 
patients by improving our safety culture, 

safety systems and how we learn from past 
harm.  

 

 

Patient Safety Improvement Plan 2022/23 

The Trusts Patient Safety Improvement Plan sets out the patient safety 

improvement priorities for the Trust, as part of its commitment to a culture of 

continuous improvement. 

The four improvement priorities for 2022-2023, designed to ensure that there 

remains a focus on key metrics to assure the organisation in relation to the 

reduction of patient harm are: 

Compliance with the National Early Warning Score (NEWS2) Escalation Protocol for 

adults is the Trusts first metric in the SAFE domain. This is a key process within the 

organisation as it ensures there is a robust process to escalate the deteriorating 

patient and ensure that correct care and management occurs. This metric also forms 

part of the deteriorating patient work stream.  

Secondly, the organisation remains committed to promoting harm free care, as the 

second, third, fourth, and fifth metrics in the ‘SAFE’ domain. These cover falls, 

hospital-acquired pressure ulcers, hospital-onset C difficile infections, and venous 

thromboembolism. This will support fundamentals of care, helping to prevent 

incidents of this nature.  

The final metric is to help improve the clinical response to sepsis across the 

organisation as a key area of safety.    

 

The measures we will use in 2022/23 will be: 

Measure Definitions Baseline Target Rationale 

Compliance with 

NEWS2 protocol for 

adults  

(2021-22 existing 

metric) 

Average % 

compliance with 

individual elements 

of NEWS2 escalation 

policy 

50% 85% Existing measure not 

reached target in 2021-

22. Key element of 

deteriorating patient 

work stream to ensure 

sustainability and 

effectiveness of 

escalation. 

Falls KPI; patients 

65 and over have a 

Lying and Standing 

Blood Pressure 

(LSBP) completed 

within 48hrs of 

admission 

% of patients over 

65 years of age who 

have a lying and 

standing blood 

pressure completed 

within 48 hours of 

admission. 

13.40% 50% Fundamental of 

care/harm free care 
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Measure Definitions Baseline Target Rationale 

VTE Risk 

Assessment 

Compliance 

 

% of patients who 

have a VTE risk 

assessment 

undertaken on 

admission 

93.7% 

 

95%  This is a core indicator in 

the national quality 

account indicator 

requirements, (although 

the Trust will monitor 

completion on 

admission). 

 

Sepsis Six Bundle - 

Blood Cultures 

within 60 minutes 

Average % 

compliance with 

blood cultures 

within 60 minutes of 

Sepsis diagnosis. 

70% 95% Key safety area, existing 

improvement work. 

 

 
    

Effective/Responsive  

  

Our aim is to consistently deliver high quality 

care that is effective, timely, patient centred 
and efficient. 

 
 

We recognise that provision of care in the community for some patients remains a 

challenge for everyone working in the healthcare system. In order for us to have a 

clear focus on ensuring that we will minimise delays to patients’ journeys, we will 

continue to focus on the following priorities to help us best understand where we 

have effective and responsive systems in place, and also to identify where we need 

to continue to improve. 

 

The measures we will use in 2022/23 will be: 

Measure Definitions Baseline Target Rationale 

Early discharges The percentage of 

patients who are 

discharged from the 

Trust between 7am-

12pm, as a proportion 

of all discharges.  

Excludes time spent in 

the discharge lounge 

and 0 LoS patients. 

 

Changes to previous 

metric 00:00 to 12;00 

pm 

15.3% 20.0% Existing metric has not 

reached target and A&E 

performance continues to 

be impacted. Early 

discharges are vital to 

deliver capacity early in 

the day. This metric 

supports outflow from the 

ED. 

Weekend  

discharges 

Percentage of in-

patient discharges on a 

Saturday and Sunday 

compared to the rest of 

the week (calculated as 

74% 80.0% 

(of 

weekday 

rate) 

Weekend discharges help 

to smooth capacity over 

the week and avoid 

bottlenecks on Mondays. 
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Measure Definitions Baseline Target Rationale 

the average daily 

discharges on Sat/Sun 

divided into the 

average daily 

discharges Mon-Fri). 

Excludes day cases. 

Changes to previous 

measures:  

• Limit to adults only 

(16+) 

• Limit to simple 

discharges 

• Limit to G&A wards 

• Exclude 0 LoS & 

exclude deaths 

 

 

 

 

 

Same day 

emergency care 

(SDEC) 

 

The percentage of 

urgent and emergency 

patients who are 

treated and 

discharged on the 

same day or within 12 

hours if the 

admissions is 

overnight. 

22% 30.0% Existing metric target 

not achieved. SDEC 

helps to reduce 

crowding in the 

Emergency Department 

and reduces the 

demand for in-patient 

capacity 

SSNAP Domain 

2:  % of 

patients 

admitted to a 

stroke unit 

within 4 hours of 

clock start time 

(Team centred) 

SNAP Domain 2: 

overall team-centred 

rating score for key 

stroke unit indicator 

Royal College of 

Physicians - Sentinel 

Stroke National Audit 

Programme (SSNAP) 

Quarterly data 

41.4% 55% Clinical Quarterly audit - 

(08 Jul 2020) worse than 

other Trusts (previous 

Mortality outlier rejected 

as coding issue 55% 

target to mirror national 

average. 
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Patient Experience/Caring  

  

Our aim is to further improve our delivery of 
patient care against our values in relation to 

compassion and communication. 
 

 

The measures we will use in 2022/23 will be: 

Measure Definitions Baseline Target Rationale 

Healthcare 

Inequality:  

Percentage of 

patients in calendar 

month where 

ethnicity data is not 

recorded on EPIC 

CheQs 

demographics 

report (Ethnicity 

Summary by 

Patient) 

14% 7%   Measure to support 

health inequalities 

strategy (to be finalised), 

and focus on better 

identifying inequalities by 

understanding of our own 

population. 

 

 

 

Publication of 

actions and 

improvements 

undertaken as a 

result of feedback 

received from 

patients and their 

representatives. 

We aim to publish 

at least one report 

per month. 

Performance is 

recorded as a 

cumulative 

percentage 

(maximum 

percentage possible 

to achieve per 

month is 1/12 = 

8.3%). 

0% (New 

measure) 
100% New measure, building 

on the development of 

the accessible CUH 

website since 2020 and 

relevant to the 2020 

report by Sir Robert 

Francis – ‘Shifting the 

Mind-set’. It is vital that 

the outcomes of feedback 

routes and engagement 

processes are available in 

the public domain in 

order to: restore 

confidence in services 

where there has been a 

shortfall identified; 

indicate that the Trust is 

willing to listen and take 

action as a result of 

feedback; and to 

encourage others to 

speak up or get involved. 
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Staff Experience/Well-led  

  
Our aim is to further improve our staff’s overall 

experience at work through strong 
engagement and feedback including through 

appraisal.  With our culture of quality 
improvement, leadership and engagement our 

staff become more confident in speaking up 
and our overall ability to retain staff improves.   

 

A measure that indicates how staff feel about the organisation is how well their 

appraisal helps them improve how well they do their job.  The focus on how the 

organisation treats staff who are involved in an error or near miss is measured 

through how secure they feel in raising concerns. Our staff experience and support 

is reflected in our ability to attract and retain qualified nurses all of which impact on 

our continual drive to deliver safe and high quality care.    

 

The measures we will use in 2022/23 will be: 

Measure Definitions Baseline Target Rationale 

I feel secure about 

raising concerns 

about unsafe 

clinical practice. 

 

 

National Staff 

Survey 2021 

Theme: Safety 

Culture. 

75% 78% Impact of pandemic/ 

well-led target not met. 

Retention of band 

5 nurses. 

Band 5 nursing 

retention rate. 

87% 88.5% Well-led /staffing 

challenges targets not 

met. 
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Statements of assurance from the board 

This section contains the statutory statements concerning the quality of services 

provided by CUH. These are common to the quality accounts provided by all NHS Trusts 

and can be used to compare us with other organisations. 

The Board of directors 

The priorities and targets in our quality account were identified following a process which 

included the Board of Directors, clinical directors and senior managers of the Trust, and 

have been incorporated into the key performance indicators reported regularly to the 

Board of Directors as part of the performance monitoring of the Trust’s corporate 

objectives, and which are produced within the Trust’s data quality policy, framework 

and standards. 

Scrutiny of the information contained within these indicators and its implication as 

regards patient safety, clinical outcomes and patient experience takes place at the 

Quality Committee. 

The Board of Directors reviews the Trust’s integrated quality, performance, finance and 

workforce reports each month. Reviews of data quality, and the accuracy, validity and 

completeness of Trust performance information, fall within the remit of the audit 

committee, which is informed by the reviews of internal and external audit and internal 

management assurances. 

Review of our services  

During 2021/2022 Cambridge University Hospitals NHS Foundation Trust provided 

and/or sub-contracted 108 relevant health services. 

The Cambridge University Hospitals NHS Foundation Trust has reviewed all the data 

available to them on the quality of care in all 108 of these relevant health services. 

The income generated by the relevant health services reviewed in 2021/22 represents 

98.97% of the total income generated from the provision of relevant health services by 

the Cambridge University Hospitals NHS Foundation Trust for 2021/22 

Participation in clinical research 

The number of patients receiving relevant health services provided or sub-contracted 

by Cambridge University Hospitals NHS Foundation Trust in 2021/22 that were recruited 

during that period to participate in research approved by a research ethics committee 

was 21,179. 

Participation in national clinical audits and national confidential 

enquiries 

During 2021/2022 57 national clinical audits and 3 national confidential enquiries 

covered relevant health services that Cambridge University Hospitals NHS Foundation 

Trust provides.  

During that period Cambridge University Hospitals NHS Foundation Trust participated in 

100% of national clinical audits and 100% of 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 Cambridge University 

Hospitals NHS Foundation Trust was eligible to participate in during 2021/22 are listed 

in Appendix B. 
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The national clinical audits and national confidential enquiries that Cambridge University 

Hospitals NHS Foundation Trust participated in, and for which data collection was 

completed during 2021/22, 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. 

 

Table: List of eligible and participated in national clinical audit programmes 

Audit Title What is the audit about? 

Case 

Participation 
% 

BURST Collaborative / British 

Urology Researchers in 
Surgical Training. 
Transurethral Resection and 

Single instillation mitomycin 
C Evaluation in bladder 
Cancer Treatment. 

The BURST Research Collaborative aims to produce 

high impact multi-centre audit and research with aims 
to improve patient care. 

100% 

Cardiac Rhythm Management 
(CRM). 

The audit aims to monitor the use of implantable 
devices and interventional procedures for 
management of cardiac rhythm disorders in UK 

hospitals.  

100% 

Case Mix Programme (CMP) – 
Intensive Care National Audit 
and Research Centre - 

(ICNARC). 

The aim of this audit is to improve resuscitation care 
and patient outcomes for the UK and Ireland. 

100% 

Chronic Kidney Disease 

Registry 

The Registry contains analyses of data submitted 

relating to direct clinical care and laboratory permit 
analysis with the purpose to improve the quality of 
care for renal patients.  

100% 

Cleft Registry and Audit 
Network Database (CRANE) 

A peer registry collecting data on all children born 
with a cleft lip or cleft pallet. 

100% 

East of England Ambulance 
Service Trust (EEAST) 
Cardiac Arrest Outcomes 
Data for patients who attend 
hospital with a Return of 
spontaneous circulation 

(ROSC).  

Integrated data reporting for patients who attend 
hospital with return of spontaneous circulation (ROSC) 
and are brought to hospital by the EEAST ambulance 
service. 100% 

Elective surgery (National 
Patient Reported Outcomes 
Measures Programme 
(PROMS)).  

The audit looks at the change in patients’ self-
reported health status for hip and knee replacement 
surgery – continuous data collection. CUH reviews 
Hips and Knees only. 

100% 

Epilepsy 12 - The national 
clinical audit of health care 

for children and young people 
with suspected epileptic 
seizures  

Epilepsy12 provides insight into the diagnosis and 
care of children and young people with epilepsy, and 

the organisation of paediatric epilepsy services in 
England and Wales. 

100% 

Falls and Fragility Fractures 
Audit Programme (FFFAP): 
Falls Audit & Hip Fracture 

Databases.  

The FFAP is a national audit run by the Royal College 
of Physicians designed to audit the care that patients 
with fragility fractures and inpatients falls receive in 

hospital and to facilitate quality improvement 

initiatives – continuous data collection. 

100% 

Learning Disability Mortality 
Review Programme  
(LeDeR Programme). 

The aim of this programme is to review deaths of 
people with learning disability and to use lessons 
learnt to make improvements to service provision. 

100% 
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Audit Title What is the audit about? 
Case 

Participation 
% 

Major Trauma: The Trauma 
Audit & Research Network 
(TARN). 

TARN is working towards improving emergency health 
care systems by collating and analysing trauma care – 
continuous data collection. 

100% 

Maternal, Newborn and Infant 
Clinical Outcome Review 

programme – MBRRACE-UK: 
-Perinatal Mortality 
Surveillance. 
-Perinatal mortality and 

morbidity confidential 
enquiries (term intrapartum 
related neonatal deaths). 

-Maternal morbidity and 
mortality confidential 
enquiries (cardiac (plus 
cardiac morbidity) early 
pregnancy deaths and pre-
eclampsia, plus psychiatric 
morbidity). 

-Maternal mortality 
surveillance. 

The aim of the MBRRACE-UK programme is to provide 
robust national information to support the delivery of 

safe, equitable, high quality, patient-centred 
maternal, new-born and infant health services – 
continuous data collection. 

100% 

National Asthma and Chronic 
Obstructive Pulmonary 

Disease (COPD) Audit 
Programme (NACAP) - 

Pulmonary Rehabilitation. 

This audit aims to collect information on all patients 
referred to and who receive pulmonary rehabilitation 

for COPD – continuous data collection. 100% 

National Asthma and Chronic 
Obstructive Pulmonary 
Disease (COPD) Audit 
Programme (NACAP) – Adult 
Asthma Secondary Care. 

This audit aims to collect information on all people 
admitted to hospital adult services with asthma 
attacks – continuous data collection. 100% 

National Asthma and Chronic 
Obstructive Pulmonary 
Disease (COPD) Audit 
Programme (NACAP) – 
Chronic Obstructive 

Pulmonary Disease (COPD) 

Secondary Care. 

This audit aims to collect information on all people 
admitted to hospital with COPD exacerbations – 
continuous data collection. 

100% 

National Audit of Breast 
Cancer in Older People 
(NABCOP) – Royal College of 
Surgeons (RCS). 

The audit was set up to look at whether or not older 
women with breast cancer have different outcomes 
than younger women, and if there are differences 
between breast cancer teams in the patterns of care 
delivered to older women. 

100% 

National Audit of Cardiac 
Rehabilitation (NACR) – 
University of York. 

This audit reviews quality of life, diagnostics and care 
of those involved in cardiovascular and rehabilitation 
services.  

100% 

National Audit of Care at the 
End of Life (NACEL) – NHS 
Benchmarking Network. 

The National Audit of Care at the End of Life 
(NACEL) focuses on the quality and outcomes of care 
experienced by those in their last admission in acute, 

community and mental health hospitals throughout 

England and Wales.  

100% 

National Audit of Dementia – 
Royal College of Psychiatrists 

The audit examines assessments, discharge planning 
and aspects of care received by people with dementia. 

100% 

https://www.npeu.ox.ac.uk/mbrrace-uk/programme-of-work
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Audit Title What is the audit about? 
Case 

Participation 
% 

National Cardiac Arrest Audit 
(NCAA) – Intensive Care 
National Audit and Research 
Centre (ICNARC) / 
Resuscitation Council UK 

The purpose of this audit is to monitor the incidence 
of, and outcome from, in-hospital cardiac arrest in UK 
and Ireland. 100% 

National Cardiac Audit 
Programme (NCAP) - Acute 
Coronary Syndrome or Acute 
Myocardial Infarction 

(MINAP) 

This audit examines the quality of management of 
heart attacks (myocardial infarction) in hospitals in 
England and Wales.  100% 

National Cardiac Audit 

Programme (NCAP) - National 
Heart Failure Audit 

The aim of this audit is to improve the quality of care 

for patients with heart failure through continual audit 
and to support the implementation of the national 
service framework for coronary heart disease.  

100% 

National Child Mortality 
Database 

This audit gathers information on all children who die 
in England to improve and save children’s lives. 

100% 

National Diabetes Audit 

(NDA) 

The National Diabetes Audit is considered to be the 

largest annual clinical audit in the world, providing an 
infrastructure for the collation, analysis, 
benchmarking and feedback of local data across the 
NHS – continuous data collection. 

100% 

National Diabetes Foot care 
Audit (NDFA) 

The National Diabetes Foot care Audit (NDFA) enables 
all diabetes foot care services to measure their 

performance against NICE clinical guidelines and peer 
units, and to monitor adverse outcomes for people 
with diabetes who develop diabetic foot disease – 
continuous data collection. 

100% 

National Diabetes In 
Pregnancy - Adult (NDIP) 

The audit is a measurement system to support 
improvement in the quality of care for women with 

diabetes who are pregnant or planning pregnancy and 
seeks to address the three key questions:  
- Were women with diabetes adequately prepared for 
pregnancy? 
- Were adverse maternal outcomes during pregnancy 
minimised? 

- Were adverse foetal/infant outcomes minimised? - 

Continuous data collection. 

100% 

National Diabetes Inpatient 
Audit (NaDIA) 

The National Diabetes Inpatient Audit (NaDIA) is a 
snapshot audit of diabetes inpatient care in England 
and Wales – continuous data collection. 

100% 

National Diabetes Transition 
Audit (NDTA) 

The audit seeks to answer: 
1. Is the transition from paediatric to adult care 

associated with changes in care process completion 
rates? 
2. Is the transition from paediatric to adult care 
associated with a change in treatment target 
achievements (specifically HbA1c)? 
3. Is the transition from paediatric to adult care 

associated with changes in the frequency of diabetic 

ketoacidosis (DKA)? – Continuous data collection. 

100% 
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Audit Title What is the audit about? 
Case 

Participation 
% 

National Early Inflammatory 
Arthritis Audit (NEIAA) 

The overall aim of the audit is to improve the care 
quality of care provided by specialist rheumatology 
services in the management of early inflammatory 
arthritis - continuous data collection.  

100% 

National Emergency 

Laparotomy Audit (NELA) 

NELA aims to look at structure process and outcomes 

measures for the quality of care received by patients 
undergoing emergency laparotomy – continuous data 
collection. 

100% 

National Gastro-intestinal 
Cancer Programme: Bowel 
Cancer (NBOCAP) 

Colorectal (large bowel) cancer is the second most 
common cause of death from cancer in England and 
Wales.  

100% 

National Gastro-intestinal 
Cancer Programme: National 
Oesophago-gastric cancer 
(NOGCA) 

This audit provides us with the most up-to-date 
information on the care and outcomes of patients 
diagnosed with Oesophago-Gastric (OG) cancer or 
oesophageal high grade dysplasia. 

100% 

National Joint Registry (NJR) The clinical audit covers joint replacements during the 
previous calendar year and outcomes including 

survivorship, mortality and length of stay – 
continuous data collection. 

100% 

National Lung cancer (NLCA) This audit was set up in response to the NHS Cancer 
Plan to monitor the introduction and effectiveness of 

cancer services.  

100% 

National Maternity and 

Perinatal Audit (NMPA) 

The National Maternity and Perinatal Audit (NMPA) is a 

large scale audit of the NHS maternity services across 
England, Scotland and Wales. The audit aims to 
evaluate a range of care processes and outcomes in 
order to identify good practice and areas for 
improvement in the care of women and babies looked 
after by NHS maternity services. 

100% 

National Neonatal Audit 
Programme – Neonatal 
Intensive and Special Care 
(NNAP) 

This audit assesses whether babies admitted to 
neonatal units receive consistent, high quality care 
and identifies areas for quality improvement. 

100% 

National Neurosurgery Audit 
Programme (NNAP) 

The aim of this programme is to engage units in a 
comprehensive audit programme that reflects the full 

spectrum of elective and emergency neurosurgical 
activity, and to provide a consistent and meaningful 
approach to reporting on national clinical audit and 
outcomes data. 

100% 

National Ophthalmology Audit 
(NOD) 

The project aims to collect and analyse a standardized 
set of nationally agreed cataract surgery data set, 

from all centres providing this service. 

100% 

National Paediatric Diabetes 
Audit (NPDA) 

The sole aim is to provide information that leads to an 
improved quality of care for those children and young 
people affected by diabetes – rolling audit. 

100% 

National Prostate Cancer 
Audit (NPCA) 

The audit covers organisational elements of the 
service and whether key diagnostic, staging and 

therapeutic facilities are available on site for each 

provider of prostate cancer services.  

100% 
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Audit Title What is the audit about? 
Case 

Participation 
% 

National Vascular Registry 
(NVR) 

The audit addresses the outcome of surgery for 
patients who underwent two types of vascular 
procedures. The first is an elective repair of abdominal 
aortic aneurysms (AAA). The second is a carotid 
endarterectomies (CEA) – continuous data collection. 

100% 

NHSBT National Comparative 
Audit of Blood Transfusion 
programme 2021/22: 2021 
Audit of the perioperative 

management of anaemia in 
children undergoing elective 
surgery  

This audit is a programme of clinical audits which 
looks at the use and administration of blood and blood 
components. 

100% 

NHSBT National Comparative 
Audit of Blood Transfusion 
programme:  
2021 Audit of Patient Blood 
Management & NICE 
Guidelines  

This audit looks at the use and administration of blood 
and blood components. 

100% 

Paediatric Intensive Care 
(PICANet)  

PICANet aims to support the improvement of 
paediatric intensive care provision throughout the UK 
by providing detailed information on paediatric 
intensive care activity and outcomes.  

100% 

Royal College of Emergency 
Medicine (RCEM) Infection 

Prevention and Control (care 
in emergency departments) 

Aims to review infection prevention and control is a 
key element of high quality and safe care. 

100% 

RCEM Pain in children (care 
in emergency departments) 

Aims to improve patient care by reducing pain and 
suffering, in a timely and effective manner through 
sufficient measurement to track change but with a 
rigorous focus on action to improve. 

100% 

Sentinel Stroke National 
Audit Programme (SSNAP) 

The audit collects information about care provided to 
stroke patients in the first three days of hospital - 
continuous data collection. 

100% 

Serious Hazards of 
Transfusion (SHOT)  

SHOT collects and analyses data on adverse events 
and blood transfusion reactions. 

100% 

UK Cystic Fibrosis Registry  The audit aims to examine both life expectancy and 
quality of life for children and adults with Cystic 
Fibrosis – continuous data collection. 

100% 
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Table: Participation in national confidential enquiries  

National confidential enquiry title 
Participation 

(percentage) 

Alcohol-related Liver Disease Short Survey 2021/22: Follow up to 

Measuring the Units (2013) 
100% 

Epilepsy (Presentation to Resolution) 86% 

Transition from child to adult health services 

38% at time of 

report as study 

continues in 

2022/23 

Physical Health in Mental Health Hospitals 

CUH not 

required to 

participate 

 

Learning from audit 

 
National audits 

The reports of 12 national clinical audits (2 national reports, 1 NCEPOD and 9 registries) 

were reviewed by the provider in 2021/22 and Cambridge University Hospitals NHS 

Foundation Trust intends to take the following actions to improve the quality of 

healthcare provided (see Appendix B. for list of national clinical audit reports, outcomes 

and action plans). 

Local audits 

The reports of 177 local clinical audits were reviewed by the provider in 2021/22 and 

Cambridge University Hospitals NHS Foundation Trust intends to take the following 

actions to improve the quality of healthcare provided (see Appendix C. for examples of 

local clinical audit report outcomes and action plans). 

 

Use of the CQUIN payment framework 

The Commissioning for Quality and Innovation (CQUIN) programme is a national 

framework for locally agreed quality improvement schemes, and a proportion of a 

provider’s income is conditional upon the CQUIN programme being achieved. 

In 2021/22 the CQUINs programme was suspended due to Covid-19. 

Further information is available at trust.secretariat@addenbrookes.nhs.uk  

 

Care Quality Commission registration and compliance 

Cambridge University Hospitals NHS Foundation Trust (CUH) is required to register with 

the Care Quality Commission and is currently registered with no conditions attached.   

The Care Quality Commission has not taken enforcement action against CUH during 

2021/22. 

Cambridge University Hospitals NHS Foundation Trust has not participated in any special 

reviews or investigations by the CQC during the reporting period, although has 

voluntarily participated in the national ‘Independent Voice’ review of services for 

patients with learning disabilities and/or autism in March 2022 and anticipates a national 

report from the CQC in autumn 2022 to share good practice or learning identified 

nationally. 

mailto:trust.secretariat@addenbrookes.nhs.uk
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An inspection of Urgent and Emergency Care and Medical care was carried out March 

2022 by the Care Quality Commission, and a full inspection report is pending on 30th 

March 2022.  

The Trust’s CQC rating remains consistent with an overall rating of Good. The full table 

of ratings from the last inspection (October 2018) is available below: 

Data quality 

Data quality refers to assurance of the information about patients recorded by the Trust 

on computerised systems. 

The Trust follows national guidelines about how these data are collected and stored, and 

we undertake regular audits to make sure that data held on the system is accurate and 

that we are compliant with what is expected. 

CUH submits records to the secondary uses service (SUS) for inclusion in the hospital 

episode statistics (HES). We also share data with partners as appropriate, for example 

clinical commissioning groups (CCGs). These data are used to plan and review the 

healthcare needs of the area.  

Cambridge University Hospitals submitted 1,676,088 records during the reporting 

period, April 2021 – February 2022, to the Secondary Uses Service for inclusion in the 

Hospital Episode Statistics which are included in the latest published data.  

The percentage of records in the published data:  

  - Which included the patient’s valid NHS number was: 

99.8% for admitted patient care  

99.7% for outpatient care and  

98.8% for accident and emergency care.  

  - Which included the patient’s valid General Medical Practice Code was:  

100% for admitted patient care;  

100% for outpatient care; and  

97.5% for accident and emergency care. 
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Information governance toolkit attainment levels  

All NHS organisations are required to comply with the ‘Information Governance Toolkit’. 

This covers standards on data protection, confidentiality, information security, clinical 

information and corporate information.  

The Cambridge University Hospital Data Security & Protection Toolkit submission for 

2020/21 was ‘approaching standards’. The DSPT assessment for 2021/22 is not due 

until the end of June 2022. The Trust is currently working through the requirements and 

gathering evidence ready for the submission at the end of June. The Trust is aiming to 

meet all standards but, at the time of publishing the Quality Accounts, cannot confirm 

that all standards have been met. 
 

Clinical coding 

Cambridge University Hospitals was not subject to the Payment by Results clinical coding 

audit during 2021/22 by the Audit Commission. 

Cambridge University Hospitals undertake the following actions to improve data quality:  

 Develop data quality dashboards and provide missing/invalid item reports for many 

of the national returns so that front line staff may see where improvements are 

possible. 

 Timetable deep dives into Divisional mandated returns to validate and improve data 

quality. 

 Audit documented clinic outcomes against evidence within Epic to provide process 

assurance. 

 Administrative and Ward Clerk lunch and learn sessions held virtually throughout 

the period designed to highlight data issues and improve compliance. 

 E-Hospital Clinical Liaison team working across all inpatient areas to improve 

adherence to trust clinical workflows and ensure that the technology deployed is fit 

for purpose. 

 Continuous review / improvement of Epic workflows to enable staff to work 

efficiently and effectively thereby improving data quality. The RTT DQ team run bi-

annual review sessions in addition to a weekly focus on shared learning to ensure 

consistency in workflow  

 EPR / IT training strategy progressing well and all classroom session content and 

tip sheets reviewed. Post training at-the-elbow support now offered and a series of 

eLearning tutorials are available. 

 The Data Governance, Reporting and Stewardship Oversight Group reinforces 

processes relating to data collection, curation and storage across the Trust. The 

Group works with Divisional management and operational teams to ensure that data 

quality process are embedded to promote a culture of continuous improvement and 

improve the quality of our national returns. 

 The RTT forum runs as a quarterly event to reinforce the development and learning 

of front line staff. The forum focuses on education around new or enhanced Epic 

functionality, data analytics resulting from audit deep dives and examples of 

existing good practice.  

 The in-house course on Practical Data Analysis was suspended during COVID and 

we are working to get the content into an eLearning package. This course teaches 

practical skills to help staff better use the data available to them, encouraging data 

review and promoting good data quality. 
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 Personalisation discussions help clinicians set up their own preferences in Epic. This 

helps clinicians to navigate the system appropriately and understand the importance 

of data quality. 

 Workflows in Epic are built to guide the user to complete workflows appropriately. 

Errors or omissions are flagged with warning and stop signs used to aid correction. 

Learning from Deaths 

In March 2017, the National Quality Board introduced new guidance for NHS providers 

on how they should learn from the deaths of people in their care.  

CUH launched its new policy and procedures in October 2017 in line with NHSI 

timeframes. The Learning from deaths policy within CUH is supported by the Trust 

Learning from Deaths Oversight Committee and reports to the Quality Committee bi-

monthly via the Patient Safety Report and monthly to the Board via the Trust Integrated 

Report. 

The data shown below reflects the mandated KPIs for reporting via the Quality Account. 

These numbers have been estimated using the Structured Judgement Review tool 

methodology for the required case review process (as recommended by the Royal 

College of Physicians). 

 

(27.1)  The number of its patients who have died during the reporting period, 

including a quarterly breakdown of the annual figure.  

During April 2021 to March 2022 1534 of CUH patients died. This comprised the following 

number of deaths which occurred in each quarter of that reporting period: 331 in the 

first quarter; 358 in the second quarter; 441 in the third quarter; 404 in the fourth 

quarter.  

 

(27.2)  The number of deaths included in item 27.1 which the provider has 

subjected to a case record review or an investigation to determine what 

problems (if any) there were in the care provided to the patient, including a 

quarterly breakdown of the annual figure.  

By March 2022, 277 case record reviews and 9 Serious Incident investigations have 

been carried out in relation to 1534 of the deaths included in item 27.1.  

In 277 cases a death was subjected to both a case record review and/or an investigation. 

The number of deaths in each quarter for which a case record review or an investigation 

was carried out was: 68 in the first quarter; 70 in the second quarter; 82 in the third 

quarter; 57 in the fourth quarter. 

 

(27.3)   An estimate of the number of deaths during the reporting period 

included in item 27.2 for which a case record review or investigation has been 

carried out which the provider judges as a result of the review or investigation 

were more likely than not to have included problems in the care provided to 

the patient (including a quarterly breakdown), with an explanation of the 

methods used to assess this. 

61 deaths, representing 1.045% of the patient deaths during the reporting period, are 

judged to be more likely than not to have included problems in the care provided to the 

patient.  

In relation to each quarter, this consisted of: 6 representing 2% for the first quarter; 1 

representing 0% for the second quarter; 4 representing 1% for the third quarter; 5 

representing 1% for the fourth quarter. These numbers have been estimated using the 

Structured Judgement Review Tool.  
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(27.4/27.5)  A summary of what the provider has learnt from case record 

reviews and investigations conducted in relation to the deaths identified in 

item 27.3 (scores 1-3 in 2021/22) 

 

SJR Thematic Review: 

A thematic review of a sample of SJR’S within the last year revealed a number of 

common themes. These have often included aspects that highlight areas for 

development and good practice. 

End of Life Care (EOLC): 

Analysis of the data suggested that appropriate decisions were made in relation to the 

patient and EOLC. There was evidence of patient wishes being respected, appropriate 

ceilings of care being met and communication occurring with the affected families. 

However, there were occasions where documentation in relation to EOLC was poor, 

including the RESPECT form.  

Appropriate Planning and Organisation of Care:  

There was often mention to specialist, expert and multi-disciplinary discussion in the 

SJR review. Suggesting that patient’s often had access to specialist input that ensured 

their care was of a high quality, well organised and appropriately planned. The evidence 

from the SJR’s indicates that this impacted positively on their clinical care. Escalation of 

Care: 

Analysis of the SJR data suggested that there was on occasion delay in escalation of 

care of patients. This was particularly evident when patients were deteriorating. This 

area is the focus of a comprehensive improvement plan. However, there was evidence 

in the data to suggest that some patients did get adequate escalation as required.  

Complex Discharges 

Analysis of the SJR data suggested that in some cases, complex care planning 

contributed to poor clinical experiences. There was evidence of referral to appropriate 

teams, but clinical handover and information sharing being a theme for improvement. 

For the Serious Incident Investigations that have been undertaken, some key learning 

have included: 

  Initial assessment, triage and treatment should be standardised to include all 

relevant blood tests, ECG and appropriate radiology with early review by medical 

staff.  

 All pre-hospital observations, referral and triage information should be uploaded to 

EPIC on admission 

 Seven day service provision should be considered with continuity of Consultant team 

across the week 

There is no formal policy / criteria on the need for in-patient consultant reviews.  

 Staff using the PEWS scoring are reliant on EPIC software to produce PEWS scoring. 

Staff are being supported with training in PEWS and early recognition of SEPSIS 

As noted, many of the above learning points focus upon recognition and response to 

deteriorating patients. The quality improvement plan has been refreshed in 2021/22 to 

integrate learning with other sources of information [such as audit and compliance data, 

and serious incident learning] to support improving care.  

 

(27.6)  An assessment of the impact of the actions described in item 27.5 which 

were taken by the provider during the reporting period. 
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Currently, the clinical governance structures within CUH provide the correct structure to 

create actions and escalate concerns from learning from deaths. The QI plans that link 

directly to Sepsis and the Deteriorating patient are in progress and have been 

responsive to learning gathered through mortality, patient safety, and compliance.  

 

(27.7/27.8/27.9)  The number of case record reviews or investigations 

finished in the reporting period which related to deaths during the previous 

reporting period but were not included in item 27.2 in the relevant document 

for that previous reporting period. 

39 case record reviews and 0 investigations completed after 01 April 2021 which related 

to deaths which took place before the start of the reporting period, from the previous 

financial year.  

 

Duty of Candour 

When a patient has been involved in a ‘notifiable safety incident’, staff have a duty to 

inform the patient, relatives, and/or carers as appropriate. A ‘notifiable safety incident’ 

is defined as any incident that is unintended or unexpected; occurring during the 

provision of regulated care; and in the reasonable opinion of a healthcare professional, 

already has, or might, result in death, severe, or moderate harm to the person receiving 

care.  

This may fall under the Being Open process or the Duty of Candour (DOC) process, 

depending on the level of harm to the patient. Internally, CUH has a clear policy that 

outlines this process and ensures organisational compliance with this regulation. 

Compliance with Duty of Candour stage 1 requires that an appropriately senior clinician 

informs the patient about the incident, explains the impact and consequences for the 

patient, apologises, and informs the patient that the incident will be investigated, and 

finally, all these elements are captured in a formal letter from the clinical team to the 

patient (or relative/carer) within 10 working days. Stage 2 pertains to ensuring that 

once the investigation is completed the Trust will share the findings of their investigation 

with the patient/relative/carer (within 10 days of the report being finalised), should they 

so wish. 

Duty of candour is delivered by the relevant clinical teams and is recorded in the 

patient’s medical record and in Datix; compliance is monitored and reported from Datix 

by the corporate patient safety team. Compliance data is shared monthly with the Board 

via the Trust Integrated report, with Divisions via metrics in their Divisional board 

meetings, and with the Quality Committee via the Patient Safety Group’s bi-monthly 

Patient Safety Report. 

In 2021/22 our compliance with Duty of Candour stage one was 96% and stage two 

was 100%. This meant that for incidents where harm was rated as moderate or above, 

the appropriate apology and acknowledgment of an incident occurred.  
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Staff Survey Results 

What did we measure? 
How did we do? 

2019/20 2020/21 

KF27  % reporting most recent experience of 

harassment , bullying or abuse 

(Higher scores are better) 

46% 45.3% 

Relate to - Workforce Race Equality Standard: 

KF21 / Q15 (percentage believing that Trust 

provides equal opportunities for career 

progression or promotion)  

(Higher scores are better) 

59.4% 57.6% 

KF26 (percentage of staff experiencing 

harassment, bullying or abuse from staff in 

the last 12 months) (Q14b-c)  

(Lower scores are better) 

KF26 is made up of 2 questions as stated 13b-
c. In 2019 reporting changed and Key Findings 
have been phased out. From 2020 a series of 
Themes are used instead.  

 

KF26 presented as 2 separate questions: 

(percentage of staff experiencing  

harassment, bullying or abuse from managers 

in last 12 months) (Q14b) 

 

(percentage of staff experiencing  harassment, 

bullying or abuse at work from other 

colleagues in last 12 months) (14c) 

 

12% 

 

 

 

        21% 

 

10% 

 

 

 

         18%      

Please note: KF21 Q. Trust provides equal opportunities for career progression or promotion. 
The methodology of calculation has been changed this year. So historic data (2020/21) has 

been adjusted accordingly. 
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KF27:  The process of reporting experience of harassment, bullying or abuse continues 

to be promoted and encouraged. This remains an issue across the NHS, including for 

CUH. The Trust’s approach to tackling bullying and harassment is under review and the 

existing action plan is being refreshed in close collaboration with stakeholders.  (Best 

score for acute trusts was 53.9%. National average for acute trusts was 46.5%).  

 

KF21: It is recognised that cultural and behavioural changes will take time to embed.  

Actions in place to address equal opportunities for career progression or promotion are 

within the WRES Action Plan including diverse interview panels for all recruitment to 

posts for band 8a and above, advertising of all secondment and acting up positions and 

working across ICS system (Cambridge & Peterborough).  The ICS EDI strategy has 

three areas of focus: leadership, talent management; antiracism and tackling 

harassment. Work is also ongoing to ensure training and development opportunities are 

accessible to all and widely communicated.  Cultural Intelligence for Inclusive Leadership 

masterclasses are being rolled out to equip leaders to better understand and respond 

to cultural differences. (Best score for acute trusts was 69.9%. National average for 

acute trusts was 55.7%). 

 

KF26:  Activities regarding bullying and harassment were paused during the COVID-19 

pandemic, and as the Trust’s approach to recovery has developed, the response to 

addressing bullying and harassment is under review along with a refresh of the existing 

action plan.  The revised action plan will adopt the principles of the Just & Learning 

Culture, making incremental steps to nudge behaviour and culture change.  (Q14b best 

score for acute 5.8%, worst score 17.9% and National average acute 11.9% and Q14c 

best score for acute 12.3%, worst score 27.2% and National average acute 12.3%) 

As stated, reporting for KF26 will change and subsequent reports can expect to see a 

table of results as illustrated below where scoring is out of ten.  

 

Harassment & Bullying theme 

 2017 2018 2019 2020 2021 

CUH 8.1 8.1 8.0 8.1 7.9 

Average Acute 

Trust 
8.0 7.9 7.9 8.1 7.7 

Best Acute Trust 8.4 8.5 8.5 8.7 8.1 

Worst Acute Trust 7.2 7.1 7.3 7.2 7.3 

NSS is aligned with people promises from year 2021 and there is no Harassment & Bulling 
Theme. But those questions come under “we are safe and healthy” - Negative Experiences 
(sub group). 

 

 Additional Information: 

It is important to reference the work undertaken to support staff during the Covid19 

pandemic. The Trust has continued to co-ordinate a well-being hub for staff to support 

physical and mental health with increased investment during the crisis. This comprises 

an integrated response from key stakeholders such as Occupational Health, Freedom to 

Speak Up, Psychologists, and Chaplaincy, to provide a variety of services for staff 

seeking support.  A system mental health service is now also in place for staff. Services 

provided include accommodation, access to child-care, counselling and coaching. On-

site a staff sanctuary has been created to provide refreshments as well as a space to 

reflect.  
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 Comparator Information 
Organisation 

2020 

Organisation 

2021 

Qn. Description n = 5884 n = 6493 

q14a 

Not experienced harassment, bullying or 

abuse from patients/service users, their 

relatives or members of the public 

76.2% 76.6% 

q14b 
Not experienced harassment, bullying or 

abuse from managers 
87.9% 90.1% 

q14c 
Not experienced harassment, bullying or 

abuse from other colleagues 
79.4% 81.8% 

q14d 
Last experience of harassment/bullying/abuse 

reported 
46.4% 45.3% 

q15 Organisation acts fairly: career progression 59.4% 57.6% 

 

 

Reporting against core indicators 

The Trust’s performance against the core indicators is described at Appendix A. 
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Part 3 - Other information 
 

Reviewing performance against 2021/22 priorities for improvement 
  

    

Safe  

  
Our aim is to reduce avoidable harm to our 

patients by improving our safety culture, 

safety systems and how we learn from past 
harm.  

 
 

What did we measure? Our target 
How did we do? 

2020/21 2021/22 

Compliance with National Early 

Warning Score Escalation Protocol for 

Adults.   

>85% 61% 53% 

 *Does not include data for March or April 2020 due to COVID-19 

Why was this a priority? 

This is a key element of deteriorating patient improvement work stream to ensure 

sustainability and effectiveness of escalation. Ensuring that patients are escalated 

appropriately when deterioration occurs is important to maintain patient safety. 

Nationally, the NEWS2 score is used to guide appropriate and effective escalation. 

Compliance with this is important to ensure escalation happens as required in a 

timely manner.  

What was our target?  

Target last year was that over 85% of the notes audited must meet the quality 

mark.  

How did we measure and monitor our performance?  

Retrospective audits, real time audits, remote review, and incident analysis were 

used to analyse instances of patients who had deteriorated within the organisation. 

A standardised audit proforma was updated this year to include more detailed 

information to guide improvement.  

How and where was progress reported? 

Progress was reported within corporate governance structures related to the 

deteriorating patient, patient safety assurance group, and as part of the integrated 

performance report.  

Did we achieve our intended target?  

The trust did not achieve the quality mark target of over 85% last year.  
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Our key achievements against this priority: 

During the year, there has been a gradual improvement towards the quality target. 

Improvements were also seen in individual metrics of the audit such as: escalation 

to a senior registrar, nurse in charge review, and referral to the rapid response 

team.  

 

What did we measure? Our target 
How did we do? 

2020/21 2021/22 

Compliance with National Standards 

for Invasive Procedures /Local 

standards for Invasive procedures. 

 

>90% N/A N/A* 

*Audits for National Standards for Invasive Procedures /Local standards for 

Invasive procedures were not undertaken and data was not collected.  

 

What did we measure? Our target 
How did we do? 

2020/21 2021/22 

Serious Incidents - Has evidence been 

uploaded to Datix in relation to the 

action? 

>75% 
New 

measure 
71% 

Serious Incidents - Is the evidence 

uploaded of good quality? 
>85% 

New 

measure 
56% 

Serious Incidents - Was the action 

completed within the original 

timeframe? 

>85% 
New 

Measure 
56% 

 

Why was this a priority?  

Ensuring that actions from Serious Incident investigations prevent the occurrence 

of further harm is essential to improve patient safety. The metrics are to help ensure 

high quality organisational follow-up of actions and learning from serious incidents, 

and also builds on the success of the previous measure in 2020/21 ‘Post Serious 

Incident Investigations compliance with developing SMART actions’. 

What was our target?  

Our target was not met.  

How did we measure and monitor our performance?  

An audit was undertaken monthly to identify compliance with this metric using 

incident reporting records.  

How and where was progress reported? 

Progress was reported to the Patient Safety Group and as part of the Integrated 

Performance Report.  

Did we achieve our intended target?  

The overall compliance for evidence upload, evidence quality, and action timeliness 

was 71%, 56%, and 56% respectively. Areas for development included making 

actions SMART [specific, relevant, achievable, relevant, and time-bound] and 

completing actions within the original timeframe. 
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Our key achievements against this priority: 

Overall, there was no baseline data to provide a starting point to set improvement 

targets. Completion of actions is monitored through the relevant divisional and 

corporate governance functions.  

 

    

Effective/Responsive  

  
Our aim is to consistently deliver high quality 

care that is effective, timely, patient centred 
and efficient. 

 
 

What did we measure? Our target 
How did we do? 

2020/21 2021/222 

Early discharges (00:00 – 12:00) 20.0% 14.6% 17.9% 

 

Why was this a priority? 

Earlier discharges create capacity in the morning when the organisation needs it. 

They support flow out of ED and provide capacity for elective patient placement to 

the appropriate specialty. 

What was our target?  

The target for 2021/22 was that 20% of in-patients should be discharged before 

12pm. This excludes zero length of stay patients and time spent in the discharge 

lounge. 

How did we measure and monitor our performance?  

Performance was monitored through quality performance meetings as well as at 

Operational Taskforce meetings chaired by the Trust’s Chief Operating Officer 

(COO). The COO also monitored and shared data at ward level with senior staff 

across divisions to identify areas of opportunity to increase early morning 

discharges. The Trust’s internal systems also allowed real-time reporting of 

progress.  

How and where was progress reported? 

Progress against early morning discharges was reported to the Operational 

Taskforce as noted above. It was also reported to the Trust’s Performance 

Committee and the Board on a monthly basis. 

Did we achieve our intended target?  

Despite a significant increase from 14.6% in 2020/21 to 17.9% during 2021/22 we 

did not achieve our intended target of 20%. 

Our key achievements against this priority: 

Given the very significant challenges of COVID and its impact on patient flow, it was 

a key achievement to see an increase in performance during 2021/22. Our 

performance also increased across the year, ending with our best performance of 
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19.8% in March 2022. Improvement work carried out to support this performance 

will be carried forward to 2021/22 to increase the discharge rate further. 

 

What did we measure? Our target 
How did we do? 

2020/21 2021/22 

Weekend discharges 

80.0% 

(of weekday 

rate) 

 

71.0 % 68.4% 

  

Why was this a priority?  

An increase in weekend discharges provides capacity to the Trust at the start of the 

week when non-elective demand is highest and our elective programme for the 

week commences. 

What was our target?  

The target for 2021/22 was 80%. This excludes 0 Length of Stay (LoS) and elective 

day case patients. 

How did we measure and monitor our performance?  

Weekend discharges were measured through quality performance meetings. As with 

early discharges, the Trust’s internal systems allowed real-time reporting of 

progress. 

How and where was progress reported? 

Progress was reported to quality performance meetings as noted above, and the 

Trust’s Performance Committee and the Board on a monthly basis. 

Did we achieve our intended target? 

The Trust achieved 68.4% against the target of 80%.  

Our key achievements against this priority: 

The Trust saw a decrease in discharges year-on-year from 71.0% in 2020/21 to 

68.4% in 2021/22. This fell below our expectations as an organisation and this 

metric will therefore remain a focus during 2021/22. Work will be required with the 

local system to ensure that, where possible, system partners support an 

improvement in complex discharges at the weekend to support this performance. 

 

What did we measure? Our target 
How did we do? 

2020/21 2021/22 

Same day emergency care (SDEC) 

 
30.0%     26.5% 21% 

 

Why was this a priority?  

Same Day Emergency Care (SDEC) aims to provide emergency patients with the 

right service on a timely basis. This improves patient experience and supports a 

reduction in crowding in the emergency department. 

What was our target?  
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Our target for 2021/22 was that 30% of patients who attend the emergency 

department would be seen in an SDEC area. This includes patients attending our 

medical and surgical assessment areas and emergency hot clinics. 

How did we measure and monitor our performance?  

SDEC performance was measured through the Urgent and Emergency Care 

Taskforce which was jointly chaired by the Director of Operations and the Divisional 

Director for Division C. 

How and where was progress reported? 

Progress was reported to the Urgent and Emergency Care Taskforce, as noted 

above, and the Trust’s Performance Committee and the Board on a monthly basis. 

Did we achieve our intended target?  

The Trust achieved 21.0% SDEC activity by the end of March 2022. This was a 

decrease compared to 26.5% in the prior year and short of the target of 30%. 

During 2021/22 outflow from SDEC areas has often been challenging, particular 

across medical and surgical areas, due to high capacity pressures in other areas of 

the Trust. 

Our key achievements against this priority: 

We opened an additional SDEC area on Clinic 5 which has been able to support a 

number of emergency pathways over the year. Clinic 5 recently expanded its 

opening hours to support further SDEC activity.  

   

 

     
     

Patient Experience/Caring  

  
Our aim is to further improve our delivery of 

patient care against our values in relation to 
compassion and communication. 

 
 

What did we measure? Our target 
How did we do? 

2020/21 2021/22 

Percentage of complaints responded to 

within initial fixed timeframe (30, 45, 

or 60 working days) or within 

extension agreed with complainant. 

90% 98% 94% 

 

Why was this a priority?  

Complainants should expect to receive a resolution to their complaint in a time 

period that is relevant to their particular complaint. Complaints should be addressed 

in a timely manner to help restore complainants’ confidence in the services provided 

by the Trust, and so that learning from complaints can be identified and 

disseminated as swiftly as possible, and the Trust wanted to ensure that high levels 

of responsiveness achieved in 20/21 were maintained. 

What was our target?  
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The Trust aims to respond to complaints within 30 working days, but more complex 

cases may take longer to investigate: in those cases the complaints case managers 

communicate with complainants in order to negotiate an extended timeframe for 

the response. We aim to respond to 90% of complaints within 30 working days or 

by the extended date agreed with the complainant. 

 

How did we measure and monitor our performance?  

The response time is measured by counting the number of working days from 

receipt of a complaint to sending the response. The dates of receipt of complaint 

and sending the response are recorded on the ‘QSIS’ database on a day to day 

basis, together with information about negotiated extensions to the timeframe for 

responding. Performance can therefore be monitored in real time using the 

reporting functionality of the QSIS system. 

How and where was progress reported? 

Performance against the 30 working day target and agreed extensions to the 

timeframe was reported monthly in the Integrated Quality Report and bi-monthly 

to the Patient Experience Group, and from there to the Quality Committee of the 

Board. 

Did we achieve our intended target?  

Despite the continuing difficulties caused by Covid-19, the target was met  

Our key achievements against this priority: 

Given the circumstances of the last 12 months and the clinical staff concentrating 

their efforts on providing frontline care and treatment to patients during the 

pandemic, this is a significant achievement.  

 

What did we measure? Our target 
How did we do? 

2020/21 2021/22 

Compliance with completing the 

actions by the agreed date for all 

complaints graded 3 or above. 

 

>90% 81% 93% 

 

Why was this a priority? 

This was a priority in order to ensure that learning from complaints takes place and 

is documented, and to ensure that staff are accountable for completing the actions 

within a reasonable time period.  

What was our target?  

Our target was to complete more than 90% of complaint actions relating to grade 

3, 4 and 5 complaints within the timeframe allocated or negotiated. For the last 

quarter of the year, we also started to incorporate actions from grade 1 and 2 

complaints too.  

How did we measure and monitor our performance?  

Our performance has been measured based on actions recorded on the QSIS 

database. Each action is allocated to an appropriate staff member and the database 

is updated by the responsible staff member or the Complaints Actions Lead when 

complete. A record is made of the date of completion, and evidence to show 

completion.  

 How and where was progress reported? 
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Progress has been reported in the monthly Trust quality report, to the Patient 

Experience Group and in the annual Patient Experience report. Reports have shown 

how many actions have been documented during each month period in relation to 

complaints closed during the previous month, together with the percentage of 

actions completed and whether they were completed within the allocated or 

negotiated timeframe.  

A small number of examples of actions were also included in each report for the 

Patient Experience Group to demonstrate the types of actions being taken within 

the Trust.  

Did we achieve our intended target?  

The target of 90% of actions completed within the agreed period was met with a 

total of 93% of actions either completed within the timescale set or have yet to be 

completed but are still within the allocated or negotiated timescale.  

Our key achievements against this priority: 

The Covid-19 pandemic over 2021/22 has continued to have an impact on frontline 

staff, however, despite this, have still been able to ensure that many actions are 

completed in good time or are on track to being completed. Therefore, an 

achievement of 93% is excellent.  

 

What did we measure? Our target 
How did we do? 

2020/21 2021/22 

The use of carer’s passports on wards 

in the Trust 
≥75% 

 

Not 

monitored 

 

41.5% 

 

Why was this a priority?  

 Improving patient journeys is one of the four programmes of work in CUH’s 

quality plan 2018-23.  

 To assess the baseline use of carers passports in the Trust since its launch 

and to support the identification of areas for improvement.  

 The ‘Carer’ passport allows the carer greater flexibility with respect to visiting 

times and indicates the recognition and value placed by the Trust on the role 

of the carer in providing support whilst improving the overall patient 

experience. 

 

What was our target?  

During the year a total of 41 wards were monitored. The ambitious target set was 

for at least 75% of these to have used a carer’s passport at least once. 

 

How did we measure and monitor our performance?  

We used a mixture of monthly self-reporting by ward staff and ad hoc checks by 

the Patient Feedback and Family Carer Co-ordinator of wards’ carer’s packs to 

assess wards’ use of carers passports. This data was recorded in an Excel tracking 

worksheet where a monthly cumulative running total of ward usage was maintained. 

 

How and where was progress reported? 
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Results will be included in the Annual Patient Experience report, which is reported 

to the Trust’s Patient Experience Group. 

 

 

 

Did we achieve our intended target?  

No, it was an ambitious target, particularly during a pandemic when some wards 

may have to restrict or remove visiting of any kind due to Covid. By the end of the 

year 17 out of 41 wards had used a carer’s passport at least once, which was 41.5%. 

 

Our key achievements against this priority: 

During the year the Patient Experience team delivered two carers champion training 

sessions for staff about the carers plan and the carer’s passports. 

Information for staff on Connect and for the public on the new website was 

created and updated and we have written a new Carers Handbook, funded by 

ACT, which will be distributed to wards and other areas. Finally, the carer’s 

passport system has also been implemented in Outpatients and discussions are 

ongoing about implementation in the Emergency Department 

 

 

Staff Experience/Well-led  

  
Our aim is to further improve the health and 

wellbeing of our staff to ensure we have a fit 
for purpose frontline workforce, leadership 

team, and organisational culture.  
 

 

What did we measure? Our target 
How did we do? 

2020/21 2021/22 

I feel secure about raising concerns re 

unsafe clinical practice within the 

organisation. 

78% 75% 76% 

Retention of band 5 nurses. 90% 

 

87% 

 

83% 

 

Why was this a priority?  

Reflects staff perception of the organisation including Just Culture and specifically 

that staff feel psychological safe enough to raise patient safety concerns. 

Reflects the level of staffing impacting directly on service safety and quality. 

What was our target?  



Quality report 2021/22 Cambridge University Hospitals NHS Foundation Trust 

  

 
44 

The target for the measure ‘I feel secure about raising concerns re unsafe clinical 

practice within the organisation’’ was increased to 78%, which was not achieved, 

however a small increase is a positive improvement. 

How did we measure and monitor our performance?  

Our performance is measured through staff survey responses. 

How and where was progress reported? 

The staff survey results are shared at divisional boards and corporate directorates 

and included in the CUH’s Integrated Reporting process. 

Did we achieve our intended target?  

The target of 78% was not met in relation to raising concerns regarding unsafe 

clinical practice however in the context of a global pandemic we are encouraged by 

the small increase in performance. 

Nurse retention has been significantly impacted by the global pandemic, frequent 

moves, and instability with cost of living increases and high employment. The 

Trust secured funding on pastoral support.  

Our key achievements against this priority:  

To support nurse retention, funding has been secured to enable pastoral and career 

support and retention has been identified as a workforce strategic priority, with a 

particular focus on 'good work'. To support this an additional 65 rooms have been 

secured for trust staff to rent. An oversight group focusing on retention to 

understand how we can better retain staff at CUH. We are also developing a Nursing, 

Midwifery and AHP steering group to focus on retention. A lead nurse for safer 

staffing will undertake work to understand if we can improve work/life balance 

through rostering in a different way. 

 

Performance against indicators and performance thresholds 

The Trust’s performance against the required indicators (limited to those that were 

included in both the Risk Assessment Framework and the Single Oversight 

Framework for 2019/20) is described below: 

 

National targets – 2021/22 performance  

Indicator for disclosure  
Target 

2021/22 

CUH 

performance 
2021/22 

Referral To 

Treatment (RTT) 

Maximum time of 18 weeks 

from point of referral to 

treatment (RTT) in aggregate 

– patients on an incomplete 

pathway 

92% 62.8% 

A&E target  

Maximum waiting time of 

four hours from arrival to 

admission/ transfer/ 

discharge  

CUH suspended from reporting  

4hr standard whilst part of 

National pilot for new Access 

Standards  

 

All cancers - 62-

day wait for first 

treatment from: 

Urgent GP referral for 

suspected cancer  
85% 

With 

reallocations 

 
 

April-March 22 
74.5% 

 



Quality report 2021/22 Cambridge University Hospitals NHS Foundation Trust 

  

 
45 

Indicator for disclosure  
Target 

2021/22 

CUH 
performance 

2021/22 

NHS Cancer Screening 

Service referral 
90% 

With 

reallocations 
 

April-March 22 
61.9% 

 

Infection 

Prevention and 

Control 

Clostridium difficile – 

variance from plan 

99 cases 

(hospital onset 

and COHA: 

community 

onset 

healthcare 

associated) 

122 cases in 

total 

(93 hospital + 

29 COHA 

cases) 

 

23 cases over 

the target 

 

Summary 

Hospital-level 

Mortality 

Indicator (SHMI) 

See Appendix A 

Diagnostic 

waiting times 

Maximum 6-week wait for 

diagnostic procedures  
1% 

April-March 22 
52.21% 

Patient Safety   
Venous thromboembolism 

(VTE) risk assessment  
See Appendix A 

 

 

 

 

 

 

 

 

 

Feedback on the quality report and quality account 

If you would like further information on anything contained within this report, please write to: 

Director for Corporate Affairs 

PO Box 146, Cambridge University Hospitals NHS Foundation Trust,  

Cambridge Biomedical Campus, Hills Road, Cambridge, CB2 0QQ 

Or email: trust.secretariat@addenbrookes.nhs.uk  

This document is also available on request in other languages, large print and audio format – 

please phone 01223 274648. 

mailto:trust.secretariat@addenbrookes.nhs.uk
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Annex 1: Statement by stakeholders 
 

Governors’ statement on the quality account 2021/22 

 
At the start of the pandemic the Trust confirmed its intention to continue with its normal 

governance arrangements, conducted virtually. Governor observers continued to attend Board 

sub-committee meetings, where the impact of Covid on quality, performance and the workforce 

was discussed and actioned. Throughout the pandemic governors received regular briefings by 

the Chair and Chief Executive on the Trust’s response to Covid. 

Covid has continued to impact the Trust during this year. While fewer patients have required 

intensive care, the recovery of normal services to pre-Covid levels has been affected by the 

need to close beds for infection control or because of staff absences due to Covid. As a result, 

waiting lists for diagnosis and treatment have continued to grow and waiting times in the 

Emergency Department have been long. In an effort to manage patients as effectively and as 

safely as possible, the Trust is following national guidance on prioritising patients for treatment. 

Despite the challenges, the Trust has been responsive in taking actions to support the recovery 

from Covid and governors have been kept informed of the steps being taken.  

 

Performance and Quality Metrics 
Clearly impacted by the ongoing Covid challenges, the Trust did not achieve the defined targets 

for many of the 2021-22 national performance metrics, including waiting times to referral, 

diagnosis and treatment. As in recent years, attendance as observers at the Board Assurance 

(Performance, Quality, Workforce & Education and Audit) committees enables governors to 

listen to detailed discussion of the challenges and how these are being addressed. How the 

Trust is tackling the growing waiting lists (including the Emergency Department), the initiatives 

being introduced to optimise capacity and to maximise patient appointments and consultations, 

and staffing shortages are regular agenda items for scrutiny and discussion at these committee 

meetings. 

In terms of quality metrics, governors focus on key objectives relating to patient care and 

patient safety. Over the coming year we will be looking for progress on   

i) initiatives to improve NEWS2 (National Early Warning Score escalation protocol) compliance 

and associated escalation of deteriorating patients 

ii) metrics relating to the diagnosis and treatment of sepsis 

iii) metrics relating to the management of serious incidents 

iv) continued improvement on early discharges. This directly impacts flow through the hospital, 

capacity and waiting times, and has been an ongoing focus for governors. Recent initiatives 

have led to improved performance, so we hope to see the target achieved and maintained in 

2022-23. 

v) patient safety metrics on the incidence of falls. While the number of total and in-patient falls 

has been reasonably stable, protocol compliance targets relating to risk of falls are being 

missed. This is the subject of an improvement plan and is reviewed regularly by the Quality 

Committee.  

vi) improvement to maternity services in response to the Ockenden report 

In the coming year governors will continue to monitor all performance and quality metrics and 

raise questions or concerns at governor/NED or Council of Governor meetings, as appropriate. 

Regarding the welfare of staff, the annual staff survey provides information on progress in 

areas that have long been of concern to governors, including the incidence of bullying and 

harassment, and ensuring equal opportunities for all staff. Governors have recently reviewed 

results from the 2021 staff survey which, despite the pressure on staff during Covid, show 

slight improvements in some areas. We look forward to seeing further improvements during 
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the 2022-23 period. To assist this, the Trust’s partnership with the Institute of Health 

Improvement (IHI) continues to build a culture of continuous improvement, and the Improving 

Together initiative aims to build capacity and provide opportunities across the workforce. 

The Governor Strategy Group has been regularly consulted on the strategy refresh following 

Covid, where governors have provided views on the three broad strategic objectives (improving 

patient care; supporting our staff; and building for the future). As well as providing feedback 

on the strategy itself, governors emphasised the importance of its broad communication - it is 

important for staff, patients and the public to understand the strategic vision and the associated 

benefits such that they can contribute to its successful delivery.   

Finally, over the last year governors have appointed three new Non-Executive Directors (NEDs) 

to the Board. We are confident that their broad experience will benefit the Trust as it focuses 

on recovery from Covid, diversity, health inequalities, and that they will provide sound advice 

across the range of strategic priorities.  

 

Neil Stutchbury, Lead Governor CUH FT 

6th June 2022 
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Cambridgeshire & Peterborough Clinical Commissioning 
Group (CCG) statement for inclusion in the 2021/22 quality 
account 
 

Cambridgeshire and Peterborough Clinical Commissioning Group (the CCG) has reviewed 

the Quality Account produced by Cambridge University Hospital Foundation Trust (CUHFT) 

for 2021/22. 

 

It is noted that 2021/22 continued to be a difficult year with the unpredictability of the Covid- 

19 pandemic and the trust having to balance being responsive to further waves of covid 

whilst also trying to return to normal service delivery. 

 

CUH are commended and recognised for their quality priorities which have been established 

by learning from incidents and used as the focus for the trust quality improvement plan. 

Patient pathways continue outside the trust with positive influence within the community and 

assurance of patient safety. Learning and improvement cultures are seen within the trust 

with involvement in national audits/measures, staff surveys, use of data to measure 

performance and delivery of duty of candour. 

 

From a patient safety perspective, the increase in the number of incidents reported 

demonstrates the open and honest culture that the trust is striving for, it is encouraging to 

see that this will remain a focus for the trust to improve patient outcomes from incident 

learning. 

 

However, the trust continues to be significantly below their target of reporting and managing 

the serious incidents process from identification to action plan completion. This is part of the 

safe priorities measured and continues to be closely monitored with early learning from 

incidents shared within the trust whilst having dialogue with the CCG which includes the 

completion of quality assurance visits. 

 

It will be good to see the Trust achieve the targets in relation to the Patient Safety 

Improvement Plan. Particularly the compliance with NEWS protocol for adults; falls key 

performance indicators relating to the completion of lying and standing blood pressure; 

sepsis six bundle and admission of stroke patients to a stroke unit within 4 hours of arrival to 

hospital. These are all a good stretch against the baseline. 

 

Harm reviews have continued for patients whose treatment was delayed due to the 

suspension of services during the pandemic, which now include patients waiting longer than 

52 weeks for treatment. The reviews enable the Trust to detect deterioration and potential 

change to their prioritisation of treatment, as well as supporting and caring for patients whilst 

they are on those long waiting lists. 

 

The Trust should be congratulated on recovering the levels of activity during 2021/22 

following the outbreak of the COVID pandemic. Their staff have obviously worked incredibly 

hard to achieve this. However, the trust continues to underperform against Referral to 

Treatment (RTT) times, 62-day cancer and diagnostic national targets. Being unable to 

improve performance on early discharges and weekend discharges has impacted upon 

reducing backlogs of electives. However, the trust has implemented schemes to help 

discharge, for example, pharmacists within the trust can refer patients within 48 hours of 

their discharge tocommunity pharmacists to support in transfer. 

 

Regular oversight meetings continue between the CCG, the Trust and other stakeholders to 

ensure the quality of the Trust’s services are reviewed continuously with the commissioner 

throughout the year. The CCG maintains dialogue with the Trust by attending Clinical Focus 
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Friday walkabouts, quality meetings including their patient safety group. 

 

There has been significant work evidenced in relation to medicines management. The quality 

of phenytoin prescribing audit clearly demonstrates high level of care for patients. In 

response to the results from the Intravenous insulin infusion audit and concerns raised 

relating to potassium replacement therapy, the set of actions that have been put in place to 

address this, are extremely thorough. 

 

The Trust is commended on meeting complaint response times throughout the pandemic and 

improving compliance with times set for completion of actions arising from complaints 

investigations. 

 

CUH is a leading research institution worldwide. The significant number of people involved in 

research is extremely good and admirable given the pandemic and service pressures of the 

last year. It is clear, that audit and research work hand in glove which is impressive. There is 

also reference to Cambridge Cancer Research Hospital which will be a great asset to the 

region. 

 

The CCG would like to thank all the staff at CUHFT for their continued efforts and high quality 

care offered to patients during the second year of the Covid19 Pandemic. The impact on staff 

is recognised nationally, and locally, it is commended that CUHFT support the system wide 

mental health service that is available for staff. 

Overall Cambridgeshire and Peterborough CCG agree the CUHFT Quality Account is a true 

representation of quality during 2021/22. 

 

 

 

Carol Anderson  

Chief Nurse  

Cambridgeshire & Peterborough CCG 

June 2022 
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Cambridgeshire County Council Health Committee 
statement for inclusion in the 2021/22 quality account 
 

 
The draft Quality Account was provided by Cambridge University Hospital Foundation Trust 

(CUHFT) for 2021/22. No statement was received from the committee. 
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Healthwatch Cambridgeshire and Peterborough statement 
for inclusion in the 2021/22 quality account 

 

Summary and comment on responsiveness 
Healthwatch Cambridgeshire and Peterborough appreciates that the Trust has continued to 

experience significant challenges throughout 2021/22 and would like to thank all the staff for 

their hard work and dedication in caring for local people. The Trust has responded well to the 

unprecedented pressures on services; with the ongoing need to care for people who are very 

unwell with Covid, increased staff sickness, reduced space due to distancing requirements, as 

well starting to clear back logs that have accumulated during the pandemic.  

Against this backdrop we are pleased to have maintained a highly positive relationship the 

Trust and have found them responsive to concerns raised and intelligence shared during 

2021/2022. Healthwatch is pleased to take up opportunities to work with the Trust in a number 

of areas and workstreams, including urgent and emergency care, new hospital developments 

and communications.  

The Rosie Maternity and Neonate Voices Partnership continues to provide an effective voice of 

mothers and families. It is pleasing that the Trust engaging well this group and learns from 

their highly valuable insight.  

 

Performance  

During 2021/22 people have told us about many instances of excellent care and in particular 

have made reference to their experience with the professional, caring, hardworking, and 

friendly staff.  

 

The coronavirus pandemic and subsequent pressures on services has made cancellations and 

delays of appointments and treatments inevitable. Communication about this with patients is 

of the upmost important to help manage expectations and keep people informed about their 

care.  

In addition to this, a lack of communication between staff and patients has been a dominant 

theme in the feedback we have received over the past year. Instances of people not being 

informed of test results, untimely or contradictory letters from outpatient services, and 

difficulties or delays when leaving hospital for early or weekend discharge are some examples 

of this. We look forward to seeing improvements continue with good information and quality 

conversations between staff and patients, as well as between different departments and 

services. 

Although beneficial for some patients, we have had others express concern or frustration over 

being offered digital appointments via phone call or video. We would like to see patients being 

offered more choice in obtaining appointments in whichever medium works best for them. 

During the year Healthwatch Cambridgeshire and Peterborough has been pleased to support 

the Trust with promoting the Carer’s Passport. We hope that this will continue in the coming 

year, as this initiative presents real opportunities for shared decision making.  

We congratulate the Trust on exceeding the target for responding to complaints. It is 

disappointing however, to see that the Trust is significantly below the safe targets, with the 

actions arising from Serious Incidents also low. 
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Priorities 

Healthwatch Cambridgeshire and Peterborough welcomes the priorities identified by the Trust 

for the coming year. 

The publication of actions and improvements resulting from feedback from patients and carers 

will contribute to increasing transparency. People always want to know what changed as a 

result of their input and this will, therefore, drive greater community engagement.   

We welcome the commitment to better understand health inequalities and reach people who 

experience greater challenges in life. Understanding the barriers that people experience is a 

positive first step making access more equitable for all.  

 

The coming year 

Health provision will undoubtedly continue to be challenged in 2022/23, as the back logs for 

elective care are not likely to reduce for some years to come. We look forward to working with 

the Trust in 2022/23 to engage local people in developing new models of person-centred health 

and care services that promote patient empowerment and shared decision-making.  

 

Healthwatch Cambridgeshire and Peterborough is pleased to have been involved in the refresh 

of the Trust’s strategy and are particularly keen to work together to reduce health inequalities; 

bringing people’s voices closer to the heart of decision-making though the emerging Integrated 

Care System. 

 

Sandie Smith 

Chief Executive Officer 

Healthwatch Cambridgeshire and Peterborough 

June 2022 
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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 supporting 

guidance “Detailed requirements for quality reports 2020”. 

 the content of the quality report is not inconsistent with internal and external sources 

of information including:  

 board minutes and papers for the period April 2021 to March 2022 

 papers relating to quality reported to the board over the period April 2021 to 

March 2022  

 feedback from commissioners dated 30th of June 2022  

 feedback from governors dated 6th of June 2022 

 feedback from the local Healthwatch organisation dated 10th June 2022 

 feedback from overview and scrutiny committee (Management Executive) 

dated 9th of June 2022   

 the Trust’s complaints report published under regulation 18 of the Local Authority 

Social Services and NHS Complaints Regulations 2009, (pending publication).  

 the 2019/20 national patient survey (latest published – National inpatient 

survey) dated October 2021  

 the 2020/21 national staff survey March 2022  

 CQC inspection report dated 26th of February 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.  
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By order of the board 

 

 
 
 
Chairman 

29 June 2022 

 

 
 

Chief Executive 

29 June 2022 
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Appendix A: National Quality Indicators – 2021/22 performance 

Ref Indicator 

CUH 

performance 

2019/20 

CUH 

performance 

2020/21 

CUH 

performance 

2021/22 

National 

average 

Best 

performer 

among 

trusts 

Worst 

performer 

among 

trusts 

Trust statement 

12 

(a) The 

value and 

banding of 

the summary 

hospital-level 

mortality 

indicator 

(‘SHMI’) for 

the Trust for 

the reporting 

period;and  

Value 

0.842 

Band: 3 

(lower than 

expected) 

 

(Oct.19- 

Sep.20) 

 

 

SHMI –  

0.8781 / 

87.81 for Dec 

19 – Nov 20 

Banding 

unknown 

 

 

SHMI by 

provider (all 

non-specialist 

acute 

providers) for 

all admissions 

in Dec 2020 to 

Nov 2021 – 

0.9178 / 

91.78  

Band: 2  

 

Reported by NHS Digital 

CUH considers that this data is as 

described for the following 

reasons: 

o The Trust has a robust 

process for clinical coding and 

review of mortality data so is 

confident that the data is 

accurate 

CUH intends to continue /has 

taken  the following actions to 

improve this indicator, and so  

the quality of its services, by:  

o The Trust will continue 

working to improve the 

accuracy and depth of coding 

whilst also implementing the 

new national mortality 

programme so that we 

continue to learn and improve 

our services. 

o As of the July 2020 

publication, COVID-19 activity 

has been 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. Activity that is being 

coded as COVID-19, and 

https://digital.nhs.uk/data-and-information/publications/statistical/shmi/2022-03
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Ref Indicator 

CUH 

performance 

2019/20 

CUH 

performance 

2020/21 

CUH 

performance 

2021/22 

National 

average 

Best 

performer 

among 

trusts 

Worst 

performer 

among 

trusts 

Trust statement 

therefore excluded, is 

monitored in the contextual 

indicator 'Percentage of 

provider spells with COVID-19 

coding' which is part of the 

NHS Digital publication. 

(b) The 

percentage 

of patient 

deaths with 

palliative 

care coded 

at either 

diagnosis or 

specialty 

level for the 

Trust for the 

reporting 

period.  

45% 

(Apr 19-Mar 

20) 

46% 

(Apr 20-Mar 

21) 

 

 

 

Apr 21-Mar 22 

data pending 

publication 

Aug 2022 Reported by NHS Digital  

CUH intends to continue with the 

following actions to improve this 

indicator, and so the quality of its 

services , by:  

o The Trust will continue 

working to improve the 

accuracy and depth of coding 

so that we continue to learn 

and improve our services. 

 

18 

During the 

reporting 

period, the 

Trust’s 

patient 

reported 

outcome 

measures 

scores for:  

 

For hip and knee replacement surgery the Trusts usually reports on the Adjusted Average Health gain score, 

which is in the CUH performance column, however this does not have details of the highest and lowest 

performers readily available, so has also included the adjusted health gain score to enable a comparison, 

although these are not the figures normally published.  

PROMs data was collected on varicose vein and groin hernia procedures in England, however following on from 

the NHS England Consultation on PROMs, collection of these procedures ceased on 1 October 2017. Historical 

data will be unaffected. *National Best and Worst performer data is not available for these PROMs. 

(i) groin 

hernia 

surgery  

- - 

 

0.089  

(to Sep.17) 
* * 

Not measured - collection of data 

on this procedure ceased on 1 

October 2017 (see comments 

above). 

https://digital.nhs.uk/data-and-information/publications/statistical/shmi/2022-03/palliative-care-coding
https://www.england.nhs.uk/wp-content/uploads/2017/10/proms-provider-ending-collections-letter.pdf
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Ref Indicator 

CUH 

performance 

2019/20 

CUH 

performance 

2020/21 

CUH 

performance 

2021/22 

National 

average 

Best 

performer 

among 

trusts 

Worst 

performer 

among 

trusts 

Trust statement 

(ii) varicose 

vein surgery  
 

 

-8.45  

(to Sep.17) 
* * 

Not measured - collection of data 

on this procedure ceased on 1 

October 2017 (see comments 

above). 

(iii) hip 

replacement 

surgery and  

23.047 
 

(April 18- March 
19 data - 
published 

Feb.20) 

22.845 
(April 19- March 

20 data - 
published Feb 
21 - Primary) 

 

23.176 

(Total) 

 

No data 

available 

 

Casemix-
adjusted figures 
not calculated 

where there are 
fewer than 30 

modelled 

records. 

22.981 

(Primary) 

 

22.597 

(Total)  

 

25.702 

(Primary) 

 

26.294 

 (Total) 

 

The above 
reflects the 
adjusted 

average in the 
base data 

17.335 

(Primary) 

 

17.453 

 (Total) 

 

CUH considers that this data is as 

described for the following 

reasons: 

o Data is directly provided from 

the publication from NHS 

Digital. 

CUH intends to continue with the 

following actions to improve this 

indicator, and so the quality of its 

services , by:  

o Reviewing the  results at 

departmental NJR data review 

sessions.  

(iv) knee 

replacement 

surgery  

16.549 
 

(April 18- March 
19 data - 
published 

Feb.20) 

16.519 
(April 19- March 

20 data - 

published Feb 

21) 
 

16.520 
(Total) 

 

 

No data 

available 

Casemix-

adjusted figures 

not calculated 

where there are 

fewer than 30 

modelled 

records. 

16.886 

(Primary) 

 

16.714 

(Total) 

 

20.250 
(Primary) 

 
20.153 
(Total) 

 

11.916 

(Primary) 

 

11.793 

(Total) 

 

CUH considers that this data is as 

described for the following 

reasons: 

o Data is directly provided from 

the publication from NHS 

Digital. 

CUH intends to continue with the 

following actions to improve this 

indicator, and so  the quality of 

its services , by:  

o Reviewing the  results at 

departmental NJR data review 

sessions.  
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Ref Indicator 

CUH 

performance 

2019/20 

CUH 

performance 

2020/21 

CUH 

performance 

2021/22 

National 

average 

Best 

performer 

among 

trusts 

Worst 

performer 

among 

trusts 

Trust statement 

 

 

 

 

 

19 

The percentage of patients 

aged: 
re-admitted 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. 

NHS Digital has not published an 

update of this data since 2012; 

therefore we have not included 

this data in our 2020/21 Quality 

Account.  

 

The data provided is local data 

reflecting 30 day readmissions 

(the national standard has not 

been 28 days for some time). 

(i) 0 to 15 

and 

6.2% (Apr – 

Dec 19) 
6.5% 

6.4% (Apr 21-

Mar 22 

Comparison not 

provided nationally (ii) 16 or 

over  

13.8% (Apr – 

Dec 19) 
14.8% 

13.2% (Apr 

21-Mar 22) 

20 

The Trust’s 

responsivene

ss to the 

personal 

needs of its 

patients 

during the 

reporting 

period. 

70.8% 

 
Hospital stay: 
01/07/2018 to 
31/07/2018; 

Survey collected 
01/08/2018 to 

31/01/2019 

 

70.8% 

 
(Hospital stay: 
01/07/2019 to 
31/07/2019; 

Survey collected 
01/08/2019 to 
31/01/2020 

77.5% 

 
(Hospital stay: 
01/11/2020 to 
30/11/2020; 

Survey collected 
01/01/2021 to 

31/05/2021) 

74.5 % 

(published 

March 

2022) 

The Robert 

Jones and 

Agnes Hunt 

Orthopaedic 

Hospital NHS 

Foundation 

Trust 

(85.4%) 

Medway NHS 

Foundation 

Trust 

(67.3%) 

CUH considers that this data is as 

described for the following 

reasons: 

CUH scored higher than the 

national average for 4/5 indicator 

questions. 

Q23 Being involved in decisions 

about care & treatment: CUH 

scored 85%, (national average, 

82.5%;  

Q25 being able to find someone 

to talk to about worries and fears: 

CUH scored 94.7%, (national 

average, 91.4%);  

Q39 Given enough information 

about medicine at discharge: CUH 

score 92.3%, (national average, 

89%); 

Q41 Told who to contact if 

worried after discharge: CUH 



Quality report 2021/22 Cambridge University Hospitals NHS Foundation Trust

 
  

 
59 

 

Ref Indicator 

CUH 

performance 

2019/20 

CUH 

performance 

2020/21 

CUH 

performance 

2021/22 

National 

average 

Best 

performer 

among 

trusts 

Worst 

performer 

among 

trusts 

Trust statement 

score 85.3%, (national average, 

78.4%). 

CUH scored below the national 

average: Q26 Given enough 

privacy when discussing condition 

or treatment 80.9%, (national 

average, and 81.2%) 
 

As of the 2020-21 survey, 

changes have been made to the 

wording of the 5 questions, as 

well as the corresponding scoring 

regime, which underpin the 

indicator.  As a result, 2020-21 

results are not comparable with 

those of previous years. 

21 

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 

84.3% 85.7% 80.9% 66.9% 89.5% 43.6% 

CUH considers that this data is as 

described for the following 

reasons: 

o CUH performed in the top ten 

best performing non specialist 

trusts against this statement.  

o This is well above the national 

average.  

o Although the score has 

reduced, given the context in 

relation to the global 

pandemic, the score reflects 

the quality of staff that we 

recruit and develop, 

positive staff engagement 



Quality report 2021/22 Cambridge University Hospitals NHS Foundation Trust

 
  

 
60 

 

Ref Indicator 

CUH 

performance 

2019/20 

CUH 

performance 

2020/21 

CUH 

performance 

2021/22 

National 

average 

Best 

performer 

among 

trusts 

Worst 

performer 

among 

trusts 

Trust statement 

family or 

friends.  

and focus on quality and 

safety. 

CUH intends to continue with the 

following actions to improve this 

indicator, and so  the quality of 

its services, by:  

o Maintaining the focus on 

quality and safety, and the 

implementation of the Trust 

organisational development 

programme, which is intended 

to positively impact on staff 

engagement, 

inclusion, culture, leadership 

and staff wellbeing. 

23 

The 

percentage 

of patients 

who were 

admitted to 

hospital and 

who were 

risk assessed 

for venous 

thromboem-

bolism 

during the 

reporting 

period. 

Q1: 96.3% 

Q2: 96.1% 

Q3: 95.5% 

Q4: 96.1% 

 

 Q1: 94.9% 

 Q2: 95% 

Q3: 95.5% 

Q4: 93.1% 

 

 

 

 

 

 

 

  Q1: 94%     

Q2: 93.9% 

Q3: 93.2% 

Q4: 93.6% 

(Internal 

Data) 

The 

National 

VTE data 

collection 

and 

publication 

is 

suspended. 

 

  

CUH considers that this data is as 

described for the following 

reasons: 

o The Trust has a robust 

process for clinical coding and 

review of VTE data so is 

confident that the data is 

accurate. 

CUH intends to take the following 

actions to improve this 

percentage, and so the quality of 

its services:  

https://www.england.nhs.uk/statistics/statistical-work-areas/vte/
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Ref Indicator 

CUH 

performance 

2019/20 

CUH 

performance 

2020/21 

CUH 

performance 

2021/22 

National 

average 

Best 

performer 

among 

trusts 

Worst 

performer 

among 

trusts 

Trust statement 

o The Trust will continue 

working to improve the 

accuracy and depth of coding.  

o The Trust VTE safety and 

quality group will continue to 

monitor VTE risk assessment 

across the Trust and identify 

areas where improvement is 

required. 

24 

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. 

      19.5 
(April.18-
March.19) 

 

Total numbers 
of CDT was 66 

in 2018/19 

      21.9 
(April 19 – 
March 20) 

 

Total number of 
CDT was 73 in 

2019/20 

16.5       
(April 20 – 
March 21) 

 

Total number of 
CDT was 47 in 

2020/21 

15.8  0 80.6 

CUH considers that this data is as 

described for the following 

reasons: 
 

There were 56 cases of hospital 

onset C difficile in 2020/21 and 

only 7 cases are avoidable.  

 
Please note that 56 cases of hospital onset 
C difficile were reported in the financial 

year 2020 to 2021 by the Cambridge 
University NHS Trust. Only 47 cases are 
recorded from the above national annual 
dataset (this dataset covers annual data 
from 2007/2008 to 2020/21). The 
discrepancy was due to the change of 
criteria for hospital onset cases from April 
2019. In other words, 9 hospital onset 
cases in 2020/21 are not included by 
using the old criteria in the national 
dataset. 

25 

The number 

and, where 

available, 

rate of 

patient 

Number 

incidents 

reported: 

7,713 

 

Number 

incidents 

reported: 

8,684 

 

Number 

incidents 

reported: 

17,057 

 

Not 

available 

Available at 

NHS Digital 

Available at 

NHS Digital 

CUH considers that this data is as 

described for the following 

reasons: 

o There has been an increase of 

incident reporting within CUH 

https://digital.nhs.uk/data-and-information/publications/statistical/nhs-outcomes-framework/february-2021/domain-5-treating-and-caring-for-people-in-a-safe-environment-and-protecting-them-from-avoidable-harm-nof/5.6-patient-safety-incidents-reported-formerly-indicators-5a-5b-and-5.4
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-outcomes-framework/february-2021/domain-5-treating-and-caring-for-people-in-a-safe-environment-and-protecting-them-from-avoidable-harm-nof/5.6-patient-safety-incidents-reported-formerly-indicators-5a-5b-and-5.4
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-outcomes-framework/february-2021/domain-5-treating-and-caring-for-people-in-a-safe-environment-and-protecting-them-from-avoidable-harm-nof/5.6-patient-safety-incidents-reported-formerly-indicators-5a-5b-and-5.4
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-outcomes-framework/february-2021/domain-5-treating-and-caring-for-people-in-a-safe-environment-and-protecting-them-from-avoidable-harm-nof/5.6-patient-safety-incidents-reported-formerly-indicators-5a-5b-and-5.4
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Ref Indicator 

CUH 

performance 

2019/20 

CUH 

performance 

2020/21 

CUH 

performance 

2021/22 

National 

average 

Best 

performer 

among 

trusts 

Worst 

performer 

among 

trusts 

Trust statement 

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. 

Rate of 

reporting: 

45.54 

 

Rate resulted 

in severe 

harm or 

death: 0.15 

(25 incidents) 

 

based on 

NRLS data Oct 

18 to March 

2019 

Rate of 

reporting: 

52.76 

 

Rate resulted 

in severe 

harm or 

death: 0.22 

(37 incidents) 

 

based on 

NRLS data Oct 

19 to March 

2020 
 

Rate of 

reporting:  

60 

 

Rate resulted 

in severe 

harm or 

death: 0.47% 

(80 incidents) 

 

based on 

NRLS data Apr 

20 to March 

2021 
 

that are uploaded to NRLS in 

relation to patient safety 

incidents. This is due to seeing 

a statistically significant 

sustained increase of 

reporting. 

CUH intends to continue with the 

following actions to improve this 

indicator, and so  the quality of 

its services , by:  

o CUH continues to ensure that 

incident reporting within the 

organisation is a central part 

of the culture of safety. 

Organisational teams are 

encouraged to report incidents 

that cause harm and near 

misses to ensure the ability of 

risk assessment and learning 
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Appendix B: HQIP National Clinical Audits  
 

Audit Title  

BURST Collaborative / British Urology Researchers in Surgical Training. Transurethral Resection 

and Single instillation mitomycin C Evaluation in bladder Cancer Treatment -  

Cardiac Rhythm Management (CRM) 

Case Mix Programme (CMP) – Intensive Care National Audit and Research Centre - (ICNARC) 

Chronic Kidney Disease Registry 

Cleft Registry and Audit Network Database (CRANE) 

East of England Ambulance Service Trust (EEAST) Cardiac Arrest Outcomes Data for patients 

who attend hospital with a Return of spontaneous circulation (ROSC). 

Elective surgery (National Patient Reported Outcomes Measures Programme (PROMS)). 

Epilepsy 12 - The national clinical audit of health care for children and young people with 

suspected epileptic seizures  

Falls and Fragility Fractures Audit Programme (FFFAP): Falls Audit & Hip Fracture Databases. 

Learning Disability Mortality Review Programme  

(LeDeR Programme) 

Major Trauma: The Trauma Audit & Research Network (TARN) 

Maternal, New-born and Infant Clinical Outcome Review programme – MBRRACE-UK: 

-Perinatal Mortality Surveillance. 

-Perinatal mortality and morbidity confidential enquiries (term intrapartum related neonatal 

deaths). 

-Maternal morbidity and mortality confidential enquiries (cardiac (plus cardiac morbidity) early 

pregnancy deaths and pre-eclampsia, plus psychiatric morbidity). 

-Maternal mortality surveillance. 

National Asthma and Chronic Obstructive Pulmonary Disease (COPD) Audit Programme 

(NACAP) - Pulmonary Rehabilitation 

National Asthma and Chronic Obstructive Pulmonary Disease (COPD) Audit Programme 

(NACAP) – Adult Asthma Secondary Care 

National Asthma and Chronic Obstructive Pulmonary Disease (COPD) Audit Programme 

(NACAP) – Chronic Obstructive Pulmonary Disease (COPD) Secondary Care 

National Audit of Breast Cancer in Older People (NABCOP) – Royal College of Surgeons (RCS) 

National Audit of Cardiac Rehabilitation (NACR) – University of York 

National Audit of Care at the End of Life (NACEL) – NHS Benchmarking Network 

National Audit of Dementia – Royal College of Psychiatrists 

National Cardiac Arrest Audit (NCAA) – Intensive Care National Audit and Research Centre 

(ICNARC) / Resuscitation Council UK 

National Cardiac Audit Programme (NCAP) - Acute Coronary Syndrome or Acute Myocardial 

Infarction (MINAP) 

National Cardiac Audit Programme (NCAP) - National Heart Failure Audit 

National Child Mortality Database 

National Diabetes Audit (NDA) 

National Diabetes Foot care Audit (NDFA) 



Quality report 2021/22 Cambridge University Hospitals NHS Foundation Trust 
 
  
 

 

 
64 

 
 

 

Audit Title  

National Diabetes In Pregnancy - Adult (NDIP) 

National Diabetes Inpatient Audit (NaDIA) 

National Diabetes Transition Audit (NDTA) 

National Early Inflammatory Arthritis Audit (NEIAA) 

National Emergency Laparotomy Audit (NELA) 

National Gastro-intestinal Cancer Programme: Bowel Cancer (NBOCAP) 

National Gastro-intestinal Cancer Programme: National Oesophago-gastric cancer (NOGCA) 

National Joint Registry (NJR) 

National Lung cancer (NLCA) 

National Maternity and Perinatal Audit (NMPA) 

National Neonatal Audit Programme – Neonatal Intensive and Special Care (NNAP) 

National Neurosurgery Audit Programme (NNAP) 

National Ophthalmology Audit (NOD) 

National Paediatric Diabetes Audit (NPDA) 

National Prostate Cancer Audit (NPCA) 

National Vascular Registry (NVR) 

NHSBT National Comparative Audit of Blood Transfusion programme 2021/22: 2021 Audit of 

the perioperative management of anaemia in children undergoing elective surgery  

NHSBT National Comparative Audit of Blood Transfusion programme:  

2021 Audit of Patient Blood Management & NICE Guidelines  

Paediatric Intensive Care (PICANet). 

RCEM Infection Prevention and Control (care in emergency departments) 

RCEM Pain in children (care in emergency departments) 

Sentinel Stroke National Audit Programme (SSNAP) 

Serious Hazards of Transfusion (SHOT)  

UK Cystic Fibrosis Registry 

 

Title Outcome 

HQIP MBRRACE UK 2020/21 

Perinatal Mortality 

Surveillance (reports 

annually) 

MBRRACE (National Perinatal Mortality Surveillance) NPEU focuses on 
the surveillance and outcomes of perinatal deaths from 22+0 weeks 
gestational age (including fetal losses, stillbirths and neonatal deaths) 

of babies. 
 
Standard 1: Stabilised and risk-adjusted extended perinatal mortality 
rate (per 1,000 births). CUH Compliance - 5.64%. National Aggregate 
(as no national standard) - 6.1%. Previous cycle was 6.55% showing 
an improved decrease since the previous cycle (lower is better). 
 

Standard 2: Stabilised and risk-adjusted extended perinatal mortality 

rate, excluding congenital anomalies (per 1,000 births). CUH 
Compliance - 4.3%. National Aggregate (as no national standard) - 
4.5%. Previous cycle was 5.05% showing an improved decrease since 
the previous cycle (lower is better). 
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Title Outcome 

 
No concerns where identified. 
 
Actions: 
None identified. 

HQIP 2019 National 

Diabetes Audit - Adults - 

National Diabetes Inpatient 

Audit (NaDia) (2019/20) 

We continue to look after a higher than average proportion of T1 and 

T2 diabetes inpatients who are insulin treated which makes our case 
mix more complex and at higher risk. 
 

Increasing the staffing levels across this service has enabled patients to 
have increased and speedier access to specialist staff (visit by diabetes 
team member) but is also indicative of the complex needs of our 
patients. There have been significant gains in earlier MDT foot 

assessment within 24 hours of admission as a result of increased 
awareness and promotion of the in-patient podiatry service.  
 
There continue to be positive gains in error rates across all categories 
dropping below national average in most categories. 
 
Hypoglycaemia rates continue to stay low and below national average. 

 
No concerns where identified. 
 
Actions: 

1) Present results to all diabetes staff at Diabetes Service meeting. 
2) Continue to review VRIII use in hospital – via VRIII audit and 

recommendations. 
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Appendix C: Local audits  
 
Please note that in the below examples, standard has been abbreviated to std (i.e. std 1) and project registration 
number has been abbreviated to PRN. 
 

Audit Title Action/response 

Audit of Appropriate Use of 
Major Haemorrhage 
Protocol (MHP) Activation in 
Adults *MTC* 
PRN7782 

Key learning from this audit showed: 
Laboratory issue of MHP packs is extremely efficient and survival rates of 
patients is good: 
1. Usage of blood in ED/Theatres when MHP is activated is acceptable. 
2. In ED, the ratio of Red blood cells (RBC) to fresh frozen plasma (FFP) 
(Rbc:FFP) was 1.38:1.0, which is slightly higher than the recommended ratio 
for adult trauma of 1.0:1.0, although this is acceptable. 
In theatres, the ratio of Rbc:FFP was 1.68:1.0, which is slightly lower than the 
recommended ratio for adult major haemorrhage of 2.0:1.0, although this is 
acceptable. 
3. 72% of emergency O negative blood was prepared in 5 minutes or less, 
and 90% were available within 10 minutes of Major Haemorrhage Protocol 
(MHP) activation. 

 

 Laboratory turnaround times for the group and save samples needs 
improvement. 

 Doctors/Anaesthetists need to be more aware of patients who have valid 
samples/blood available before activating the MHP 

 Delivery unit activations appear excessive, and lead to wastage, particularly 
of FFP which is almost never used 

Actions: 
1. Action plan to be developed by Hospital Transfusion Committee or other 
nominated group. 
2. Laboratory to introduce system of identifying samples associated with a 
MHP more efficiently. 

Compliance with CUH VTE 
Guidance in Trauma and 
Orthopaedics 
PRN8291 

Key learning from this audit showed: 
Std 1. 98% of patients over the age of 16 admitted to the trauma and 
orthopaedic wards had their VTE risk assessment completed. 
Std 2. 95% of patients who received pre-operative prophylactic low molecular 
weight heparin were given these more than 12 hours prior to the surgery. 
Std 4. 100% of patients were prescribed the appropriate drug and dose. 
Std 6. 96% of discharges were clinically verified by a pharmacist. 
Std 7. 100% of discharges have the correct quantity of low molecular weight 
heparin injections supplied from Inpatient dispensary for the prescribed 
duration, excluding cases where to take out packs are used. 
Std 8. 85% of discharges had correct quantity of rivaroxaban tablets supplied 
from Inpatient dispensary for the prescribed duration. 
 
Std 3. 50% of patients have a post-op VTE prophylaxis plan including drug 
and duration documented in their operation notes. 
Std 5. 73% of patients were prescribed the appropriate drug, dose and 
duration at discharge for VTE prophylaxis as per the ‘Venous thromboembolic 
disease prophylaxis in orthopaedic patients’ or ‘Venous thromboembolic 
disease prophylaxis in pelvic and acetabular trauma’ Trust guidelines. 
Std 8a 81% of patients discharged with low molecular weight heparin 
injections were suitably trained to self-inject. 
Std 8b 50% of patients discharged with rivaroxaban tablets were counselled 
and provided a patient information leaflet. 
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Audit Title Action/response 

 
Actions: 
1. Present findings of audit in the next MSK Clinical governance meeting. 
2. Create and distribute a memo including summary of results and key 
findings of this audit. 
3. Liaise with trauma and orthopaedic consultants to amend smart texts used 
in operation notes to include clear plans for thromboprophylaxis post-op. 
4. Create a smart text forward pharmacists to use on dalteparin prescriptions 
on discharge and update the Pharmacy Trauma and Orthopaedics tip sheet. 

Appropriateness of 
antibiotics prescribing in 
suspected community-
acquired pneumonia (CAP) 
at Cambridge University 
Hospitals using an 
algorithmic approach 
PRN8541 

Key learning from this audit showed: 
Std 2. 97% had no previous or current diagnosis of underlying lung disease. 
Std 3. 91% of patients did not have a hospital admission or transfer from 
another hospital in the preceding 10 days. 
Std 4. 100% Penicillin allergy at the time of prescription was correctly 
categorised by the algorithm for each prescription. 
Std 5. 100% MRSA status at the time of prescription was categorised correctly 
by the algorithm for each prescription.  
Std 7. 96% CURB-65 scores were be correctly calculated by the algorithm. 
Std 8. 96% CURB-65 severity category (mild, moderate, severe) was be 
correctly calculated. 
Std 9. 100% Antibiotic prescriptions were correctly identified by the algorithm 
Std 10. 98% Appropriateness of antibiotic prescriptions were correctly 
categorised by the algorithm. 
 
Std 1. 62% of patients with an antibiotic indication of CAP fulfilled the 
diagnostic criteria. 
Std 6. 16% had a CURB-65 score documented in the clinical notes at the time 
of prescription. 
 
Actions: 
1. These findings were presented at the Antimicrobial Stewardship Group 
(ASG) meeting on 31/10/19, the Federation of Infection Societies (FIS) 
Conference 11-14th November 2019, and the CUCRS INSPIRE conference 
on 28/2/20. 
2. Automatic CURB65 scoring on EPIC. 

Appropriateness of 
Amphotericin B (liposomal) 
use at Cambridge University 
Hospitals NHS Foundation 
Trust (CUH) 
PRN8817 

Key learning from this audit showed: 
Std 1. 98% of indications for prescribing Amphotericin B (liposomal) were 
covered by a relevant CUH guideline. 
Std 2. 100% of patients prescribed Amphotericin B (liposomal) by 
Haematology/Oncology for prophylaxis met the “high risk” criteria. 
Std 3. 93% of patients prescribed Amphotericin B (liposomal) were prescribed 
in accordance with CUH guidelines. 
Std 4. 100% of patients prescribed Amphotericin B (liposomal) for treatment 
had the appropriate Microbiological investigations sent. 
Std 5. 93% of patients prescribed Amphotericin B (liposomal) for treatment 
had the appropriate Radiological investigations performed.   
 
Std 6. 74% of patients had regular monitoring of renal function, serum 
electrolytes (including potassium and magnesium) and hepatic function at 
least twice a week, for the first two weeks, following starting Amphotericin B 
(liposomal). 11 patients were deemed not to have been appropriately 
monitored, due to inadequate monitoring of serum magnesium levels. 
 
Actions: 
1. Dissemination of results to raise awareness. 
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Audit Title Action/response 

2. AFS team to highlight the need to monitor serum magnesium levels in 
patients on Amphotericin B (liposomal) in reference to std. 6 noncompliance). 

Audit of the current adult 
metabolic service practice at 
Addenbrooke’s for patients 
with Phenylketonuria (PKU), 
compared to the 
standards/recommendations 
in the European Consensus 
Guidelines for the 
Management of PKU 
published in January 2017 
PRN9277 

Key learning from this audit showed: 
Our key successes are that for the majority of our patients, we are carrying 
out the checks mentioned within the guidelines that are feasible within the UK. 
 Our patients who are pregnant and have Phenylketonuria (PKU), have all 
been compliant with the guidance, and have done blood spots at the required 
frequency, which have been consistently within the target levels for 
phenylalanine. This is key for a healthy pregnancy. 
 
For patients not meeting the standards for phenylalanine (phe) control it would 
be beneficial to provide additional support for those patients with fluctuating 
phenylalanine control who are following a PKU diet. This could be through our 
educator led metabolic clinic or additional telephone or email support. 
 
Actions: 
• As a result of this audit we plan to attempt further investigation into food 
diary provision and analysis across all the metabolic clinics including PKU 
patients. In collaboration with the MRC research team at Addenbrookes 
hospital we are planning to conduct a clinical survey proposal for reviewing 
the application of Intake24, an online food diary tool in metabolic patients. The 
outcome of acceptability of the online tool will be compared to the current 
paper hard copy or electronic copy of the routinely used food diary. 
• It may be beneficial to focus on encouraging more regular submission of 
dried blood spots for monitoring Phenylalanine levels in those who are on 
full/partial diet and not achieving target levels. These patients could then be 
targeted for additional more frequent support from the dietitians either over the 
phone or with additional review appointments in the new PKU educator led 
clinic for support. Our specialist nurse has produced a video about how to 
conduct dried blood spot testing which may be beneficial if any patients are 
not sending in levels due to technique concerns. 

Assessment of Bladder 
Injury Management and 
Outcome 
PRN9295 

Key learning from this audit showed: 
• Patients are generally treated appropriately for their bladder injury 
(intraperitoneal vs extra peritoneal) e.g. surgical repair, catheterisation. 
• Patients with a primary repaired bladder injury generally fared better. 
• Documentation requires improvement, particularly with hospital transfers and 
particularly following clinical examination and catheter insertion, though this is 
understandably difficult in the setting of major trauma. 
• In trauma, diagnosis of bladder injury tends to occur late and intra-
operatively, despite earlier signs e.g. haematuria on catheterisation. 
• Check cystograms were often delayed. 
 
Actions: 
To provide departmental teaching on the importance of examination of the 
perineum and genitalia as well as the rectum, and subsequent documentation 
of this, in high energy trauma patients in order to increase compliance  
To improve the pathway for booking cystograms, in order to increase 
compliance. Urology team to book cystogram on referral of bladder injury, if 
and when referred. Non urology teams  
 
• Discussed in an internal meeting 06/05/21. 
• For formal presentation at the monthly Urology governance meeting. 

A Re-Audit of the Safe Use 
of Variable Rate 

Key learning from this audit showed: 
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Audit Title Action/response 

Intravenous Insulin Infusion 
(VRIII) 
PRN9299 

Std 4. 86% of patients did not experience a hypoglycaemic event and 96% of 
patients did not go into ketosis. 
Std 5. 90% of patient insulin and anti-diabetic medication were correctly 
reconciled after stopping VRII. 
 
Std 1. of patients administered a VRIII: 
1a. 83% had appropriate glucose substrate co-administered  
1b. 41% had appropriate potassium replacement therapy co-administered. 
Std 2. 78% of pre-admission insulin/anti-diabetic medications were reconciled 
correctly. 
Std 3. 4.6% had Blood Glucose monitored hourly, or two hourly once 
stabilised. 
 
Actions: 
Discussed at Glycaemic control board meeting 06/05/21 - Recommendations 
& actions: 
1. Add potassium-containing high-concentration glucose to the order 
set/policy for use in fluid-restricted patients (potassium 40mmol/L in glucose 
10%). To discuss at GCB meeting May 2021 and take proposal to Epic.  
2. Add potassium 40mmol/L in glucose 5% onto order set as per policy 
(already raised with Epic previously). To discuss at GCB meeting May 2021 
and take proposal to Epic.  
3. Add serum potassium order into the VRIII order set/policy. To discuss at 
GCB meeting May 2021 and take proposal to Epic.  
4. Discuss with Epic - can we created a daily alert for the prescribing of 
substrate alongside VRIII (similar to the “warfarin prescribed” order)? To 
discuss at GCB meeting May 2021 and take proposal to Epic.  
5. Utilise new online insulin safety training to reinforce learning regarding: 
5a. Appropriate glucose monitoring  
5b. Stopping basal insulin in T2DM, keeping only basal insulin in T1DM 
To discuss dissemination strategy at GCB meeting - coincide with Insulin 
Safety Week 2021. 
6. Update the VRIII policy to include ketone monitoring requirements during 
VRIII. To discuss at GCB meeting May 2021 and update policy if agreed.  
7. Discuss with DOT - do they have capacity to review every patient on step 
down from VRIII? To discuss at GCB meeting May 2021 
8. Re-audit in 2 years: End of 2023. 

Audit on lidocaine 
prescribing at CUH 
PRN9324 

Key learning from this audit showed: 

 For 99/100 patients the administration dose was no more than maximum of 3 
patches/day as set by the policy. 

 25/100 patients were prescribed lidocaine patches for an unapproved and 
unlicensed indication. 5/100 patients were prescribed lidocaine patches for 
neuropathic pain. 

 Correct quantities of patches for the course were only supplied for 53/100 
patients. 

Actions: 
1. Re-audit the use of lidocaine patches following the implementation of EPIC 
2020. Ensure that the re-audit of the use of lidocaine patches is added to the 
pharmacy audit plan.  
2. Ensure nurses are trained how to accurately POD check lidocaine patches 
on the wards that are expected to have the highest use of them. Incorporate 
Lidocaine patches as a specific example into the nurse POD check training 
pack for surgery (to cover ward D8).  
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Audit Title Action/response 

3. Ensure nurses are trained how to accurately POD check lidocaine patches 
on the wards that are expected to have the highest use of them. Incorporate 
Lidocaine patches as a specific example into the nurse POD check training 
pack for DME. 
4. Release a pharmacist memo that includes the requirements that need to be 
met for a second course to be prescribed and about the importance of 
ordering the correct quantities. Release a pharmacist memo that includes the 
requirements that need to be met for a second course to be prescribed and 
about the importance of ordering the correct quantities. 
5. Hold a focus group to discuss the breadth of use of the rib fracture protocol. 
Hold a focus group to discuss the breadth of use of the rib fracture protocol 
6. Doctor education around the requirements for reviewing lidocaine patches’ 
efficacy and the appropriate circumstances for prescribing a second course. 
Include audit results in clinical governance update for DME.  
7. Scope out potentially expanding the list of appropriate prescribers of 
lidocaine patches. Discuss at DME clinical governance meeting 
8. Add prescribing information to EPIC orders of lidocaine patches which state 
lidocaine patches are a hospital only medication and cannot be continued in 
primary care as well as the requirements for a daily review and having a 24hr 
patch free period at the end of the 10 day course. Complete and submit a 
change request form to the pharmacy eHospital team which specifies these 
prescribing instructions. 
9. Hold a focus group for the pain team around the use of lidocaine patches 
as well as a refresher on the pathways for accessing non-formulary medicines 
at the Trust. Hold a focus group for the pain team around the use of lidocaine 
patches as well as a refresher on the pathways for accessing non-formulary 
medicines at the Trust. 

Assessment of 
postmenopausal cysts at 
Addenbrooke’s Hospital 
PRN9335 

Key learning from this audit showed: 
The project highlights that ovarian cancer is rare especially if patients are 
asymptomatic and have a normal CA125 blood test. 
 
The project should be repeated with more data to ensure a change in practice 
is safe and practical. 
 
Actions: 
Recommendations: 
-Increase awareness amongst reporting clinicians (radiologists and 
sonographers) to include recommendations for CA125 and ultrasound in new 
cases of incidental ovarian cysts ≥ 1 cm, as per the RCOG. 
-Repeat the project using data from another year to ensure reproducibility. 
-Discuss findings with the gynae-oncology team with a view to moving 
towards ACR guidelines. 
 
Presentation/discussion:  
The project has been presented at the local audit meeting on 24th Sept 2021. 
 
Dissemination of final report and key learning points: 
RCOG recommends further investigation and assessment with CA125 and 
ultrasound for incidental/asymptomatic ovarian cysts ≥ 1 cm in 
postmenopausal patients. 

External Annual audit of 
Baby Friendly Initiative (BFI) 
standards within the Rosie 
Hospital: National annual 
accreditation. 

Key learning from this audit showed: 
Std 1. 97% of staff understood the need for effective communication and  how 
to encourage a loving relationship. 
Std 2. Mothers reported: Held their baby in skin contact after the birth = 99%, 
Held their baby for at least one hour or as long as wished = 93%, Were 
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PRN9407 supported with breastfeeding at that time = 96%. 95% of staff understood skin 
to skin importance. 
Std 3. 89-97% of staff could describe importance of positioning, attachment, 
responsive feeding and could support hand expressing. 
86-97% Breastfeeding mothers were supported to position and attach, they 
knew how to recognise baby is getting enough breastmilk and were given 
information about help and support available. 
100% of neonatal mothers were encouraged to express and 95% up to 8 
times a day. 
100% of mothers had a conversation about safer sleep. 
73% of mothers were 'very happy' with their care and the remainder were 
'fairly happy'. 
 
75-77% of mothers had a conversation of comforting and caring, and feeding 
her baby. 67% gave the first feed skin to skin. 
Mothers surveyed knew; How babies attach to the breast 60% the signs of 
effective attachment 71% the signs a baby is receiving enough milk 79%. 
74% of breastfeeding mothers knew about responsive feeding. 
75% Had the opportunity for a discussion as early as possible about the value 
of breastmilk and 52% were given appropriate resources for support. 
4c. Information needed by mothers who use formula milk. 
4d. How to support a mother to bottle feed responsively. 
4e. Why it is important to avoid allowing advertising for formula milks. 
61-69% of staff knew information needed by mothers who use formula milk, 
how to support a mother to bottle feed responsively and why it is important to 
avoid allowing advertising for formula milks. 
 
Actions: 
1. Disseminate report. 
2. Staff education programme as part of ‘Keep your baby warm’ campaign 
(ATAIN). 
3. Cascade antenatal education via community/continuity team leaders at 
team leaders meeting. 

Clinical Audit of Tetanus 
Prophylaxis for Adult 
Trauma Patients with Open 
Fractures *MTC* 
PRN9418 

Key learning from this audit showed: 
Std 5. 100% with uncertain dose in previous 10 years received tetanus 
vaccine 
Std 8. 88.8% Tetanus Immunoglobulin (TIG) dose for within 24 hours (hrs) of 
injury were 250 IU. 
Standards 2, 3, and 4 >81 of patients received the tetanus vaccine. 
 
Std 1. 6.25% of conscious patients had documented discussion on tetanus 
status. 
Std 2. 30.33% of those born before 1961 received Vaccine and TIG. 
Std 3. 11% of unconscious patients received vaccine and TIG. 
Std 4. 66% of cases where uncertainty of priming course received vaccine 
and TIG. 
Std 6. 25% where surgery was delayed by more than 6 hrs were also 
administered TIG. 
Std 9. 77% TIG dose for cases beyond 24 hrs of injury were 500 IU. 
 
Actions: 
1. Raise awareness about tetanus infection, tetanus risk, wound risk status, 
and PHE guidelines  
2. Display diagrams, flow-sheets, and signs in the ED regarding tetanus and 
tetanus prophylaxis 
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3. Create an order-set on hospital electronic interface (EPIC) regarding Open 
Fracture management 
4. Involve the pharmacy in prescribing and checking tetanus prophylaxis to 
avoid unnecessary and/or inadequate dosing 
5. The data and results of the first cycle of this audit will be shared with the 
relevant departments and further steps taken to uphold and improve trust-
wide practices. 
6. Re-audit. 

A re-audit to review 
performance status (PS) 
documentation for breast 
cancer patients following a 
planned intervention: 
Completing the cycle 
PRN9421 

Key learning from this audit showed: 
Accurate performance status (PS) documentation is important as poor PS is a 
strong predictor of treatment-related toxicity and certain breast cancer 
treatments are not indicated for patients with a PS of 3 or greater. 
 
Std 1. 90% of Electronic clinic notes and/or letters reviewed contained a 
documented PS. This is an improvement from 83% in the previous audit. 
 
No concerns identified. 
 
Actions: 
1. Dissemination to the Cambridge Breast Unit and Cambridge Breast Cancer 
Research Unit. Discussion at the Metastatic breast cancer MDT meeting. 
2. Modify EPIC treatment plan prescribing to include a hard stop for PS on 
each cycle go ahead to treat. 

Clinical documentation of 
central venous catheter 
(CVC) insertions by 
members of the Renal 
department. 
PRN9424 

Key learning from this audit showed: 
Following recent clinical incidents relating to retained guide-wires following 
central venous catheter (CVC) insertions, the Renal Department has elected 
to review its current practice around CVC insertions to ensure compliance with 
local standards.  
 
Improvement in use of ‘note-writer’ template for documentation of line 
insertions, with associated improvement in documentation of pre-procedure 
checks and use of WHO checklist. 
 
Std 1. Compliance 93%: Pre-procedure checks 
Std 2. Compliance 79%: WHO Checklist 
Std 3. Compliance 100%: Local anaesthetic use 
Std 4. Compliance 86%: *including amount 
Std 5. Compliance 100%: Type / length of line 
Std 6. Compliance 100%: Guidewire removal  
Std 7. Compliance 93%: Witness. 
 
Clear deficiencies in documentation of local anaesthetic use and witness to 
guide-wire removal throughout audit period, albeit with good baseline 
compliance to documentation of guide-wire removal. 
 
Actions: 
1. Modification of ‘note-writer’ template to include location of line insertion and 
mandatory field for witness to guide-wire removal.  
2. CVC insertion documentation compliance audit to repeat in 6 months. 

Re-Audit of voriconazole 
therapeutic drug monitoring 
(TDM) over a one year 
period in a tertiary teaching 
hospital 

Key learning from this audit showed: 

 Improvements in timeliness of taking the sample were seen most likely due 
to the re-introduction of the AFS programme, who advised on sample timing 
and dose adjustment for out-of-range levels.  



Quality report 2021/22 Cambridge University Hospitals NHS Foundation Trust 
 
  
 

 

 
73 

 
 

 

Audit Title Action/response 

PRN9463  Changes implemented after previous audit to improve the turn-around-time 
(TAT) of levels being routinely sent to the Mycology Reference Lab in Bristol 
have been implemented and TAT has improved. 

 The current audit found that 45% of levels taken were reported within 72 
hours of being taken, compared to 7% in the previous audit, showing an 
improvement in voriconazole level turnaround time. 

 This audit showed that when initiating voriconazole microbiology approval is 
usually sought (98%) 

 Improvements still need to be made around the timing on the day itself. The 
proportion of levels being taken within 30 minutes of the dose due is low 
(38%). On average, voriconazole levels were taken over 2 hours (128 ± 29.1 
minutes) from their due time.  

 Only 58% of out-of-range voriconazole levels were acted on within 24 hours, 
33% of out-of-range levels were never acted on and 43% of levels taken 
were in range. The trust needs to improve on this standard. 

Actions: 

 The trust needs to ensure voriconazole levels are taken at the correct time in 
order to obtain accurate voriconazole level results. 

 Present re-audit to the Critical Care and Oncology Pharmacy Team with the 
aim of empowering pharmacists to address issues with their clinical 
multidisciplinary teams. 

 Present at Haem/Onc and Critical Care MDT Educational teaching Sessions. 

  Audit results will be presented at the Antimicrobial stewardship group 
committee. 

  Re-audit. 

Referrals of Distal Radius 
Fragility Fractures to the 
Fracture Liaison Service 
(FLS) – An Audit of Practice 
PRN9488 

Key learning from this audit showed: 
To audit an established Fracture Liaison Service's (FLS) current practice in 
identifying patients aged 50 or older with fragility Distal radius fractures 
(DRFs) against the current BOA Standards for Trauma (BOAST) guidelines 
(stating all patients should be identified), and compare it with the identification 
rate in an acute hospital in the same region without a dedicated FLS. 
 
Std 1. 89% compliance: 100% fragility DRFs identified. 
 
Importance of including all stakeholders early on in the project. 
Addenbrooke’s FLS is very successful at identifying DRFs. 
Clear benefit of an FLS in identifying patients with fragility fractures. 
 
There are still opportunities to further enhance FLS detection of fragility 
fracture patients, particularly those discharged from A&E without follow-up. 
 
Actions: 
The audit was presented at the Addenbrooke’s Trauma and Orthopaedics 
Patient Safety and Governance Meeting on 10th February 2021. 
 
1. Include an order for FLS referral on Epic. Include all patients with fragility 
fractures on the trauma handover list. Create a handover list on Epic. Educate 
Orthopaedics and Emergency Department. 

Eye care in ICU - Re-audit 
(3769) 
PRN9506 

Key learning from this audit showed: 
The aim of this audit and quality improvement project is to assess the 
compliance of eye care assessment and interventions in patients in 
neurocritical care unit in accordance to trust guidance and national policy. We 
aim to assess progress and identify gaps since last audit cycle. 
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There is clear improvement in studied quality parameters since inception of 
local protocol.  
 
Std 2. 100% compliance: 100% of patient should have protective actions 
instituted according to the grade of severity of lagophthalmos. 
Std 3. 78% compliance: Assessment of eyes for redness/stickiness or corneal 
haze should be performed for all ICU patients. 
Std 4. 100% compliance:Medical staff should be alerted and ophthalmology 
referral should be done if criteria met. 
 
We identified need for improvement in compliance and knowledge of Eye care 
protocol in accordance with national guidance. 
 
Std 1. 68% compliance: 100% of Assessments of eyelid closure should be 
done at the onset of the care plan in all ICU patients. 
 
Actions: 
Report will be disseminated to nursing staff in NCCU and JFICU. Whilst local 
eye care protocol has been implemented largely successfully there still 
remains gap in compliance and knowledge. 
 
1. Educating the ICU staff (both doctors and nurses) regarding the protocol 
and its utility. 
2. Modification of Head, Eyes, Ears, Nose, and Throat (HEENT) flowsheet for 
documentation of protective measure. 

Management of neutropenic 
fevers at 72 hours in 
haematology patients.  
Re-audit 
PRN9587 

Key learning from this audit showed: 
Neutropenic sepsis is a potentially life threatening complication of 
neutropenia. To ensure effective assessment and treatment of febrile 
neutropenic patients - all Haematology patients should be treated as per the 
Neutropenic sepsis protocol. Overall this audit, although limited in numbers 
compared to the first audit, showed some improvement in practice. 
 
Std 1. Compliance 82%: If ongoing pyrexia at 72 hours stop piperacillin-
tazobactam and amikacin and start meropenem (equivalent switches 
permitted if dictated by considerations such as allergies). 
Std 2. Compliance 100%: Add vancomycin if fulfils criteria. 
Std 3. Compliance 82%: Urgent chest CT. 
Std 4. Compliance 92%: If no evidence of invasive fungal infection on chest 
CT repeat blood cultures. 
Std 6. Compliance 100%: If probable or possible signs of invasive fungal 
infection on chest CT start AmBisome. 
Std 7. Compliance 100%: If probable or possible signs of invasive fungal 
infection on chest CT request BAL. 
 
Std 5: Compliance 3%: If no evidence of invasive fungal infection on chest CT 
send mycobacterial blood culture. 
 
Mycobacterial cultures need to be sent more frequently for patients with no 
evidence of invasive fungal infection on chest CT, guidelines to be amended 
to a consideration rather than mandatory requirement. 
 
Actions: 
The audit was presented at the audit clinical haematology meeting on 9/8/21. 
Agreed that the guidelines should be amended for consideration of 
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Mycobacterial cultures If no evidence of invasive fungal infection on chest CT 
rather than a mandatory requirement. 
1. At the next review of the neutropenic sepsis protocol to change “Send 
mycobacterial cultures” to “consider mycobacterial cultures”. 

Audit of medicines 
reconciliation and review on 
clinic visits for Metabolic 
patients (Re-audit of 
PRN9225) 
PRN9667 

Key learning from this audit showed: 
Medication list is being reviewed and documented systematically for the 
majority of patients on clinic visit to ensure medicine reconciliation and patient 
safety. This has improved compared to cycle 1. 
 
Std 1. 231/287 (80.49%) of patients had their medication review documented 
on either medication review part of electronic system or documented in clinic 
note - up from 67.5% in previous cycle. 
Std 2: 107/124 (86.29%) of patients in face to face clinics had their medication 
review documented on either medication review part of electronic system or 
documented in clinic note - up from 44.83% in previous cycle. 
Std 3. 124/163 (71.35%) of patients in virtual (telephone/video) clinics had 
their medication review documented on either medication review part of 
electronic system or documented in clinic note - up from 71.35% in previous 
cycle. 
 
About 20% of patients have not had a medication review formally documented 
in the electronic system on clinic visits.   
 
Actions: 
1- Audit results to be discussed and presented in local LSD/Metabolic unit 
meetings. 
2- Clinicians to review and document medication list on clinic visits.  
3- Cycle 3 of clinical audit to ensure measurement of change in one year time. 
4- Specialist nurses to check if medication review has been properly. 
documented during clinic visit and let clinicians know if it has not been done to 
ensure it is being done before end of visit. 

Audit to determine the 
quality of Phenytoin 
prescribing in adults at 
CUH.  
PRN9745 

Key learning from this audit showed: 
Phenytoin is a well-known and widely studied anticonvulsant medication, used 
in the treatment of various conditions. This project was undertaken to 
determine the level of quality of the safety standards for prescribing injectable 
phenytoin in adult patients at Addenbrooke’s Hospital. 
 
Std 1. 100% compliance: 100% of all IV centrally administered loading and 
maintenance doses should be concentrated. 
Std 2. 100% compliance: 100% of all IV peripherally administered loading and 
maintenance doses should be diluted. 
Std 3. 97.5% compliance: 100% of loading doses should not exceed 20mg/kg 
or 2g. 
Std 4. 100% compliance: 100% of pre-existing phenytoin patients should have 
reduced loading doses i.e. less than 20mg/kg. 
Std 5. 80% compliance: 100% of 1st maintenance doses should be a 
minimum of 8-12 hours following loading doses. 
 
Overall, this demonstrated excellent compliance with administering IV 
phenytoin through a central line and when giving the loading dose based on 
weight. 
 
Std 6. 46% compliance: 100% of all loading doses should have ECG 
monitoring. Excluding critical care patients. 
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The Trust was less compliant in terms of having ECG monitoring during IV 
phenytoin administration in non-critical areas. Although the adherence to this 
has increased in the past year (71% currently, 46% in last year’s audit), 
further improvements are required.   
 
Actions: 
1. Liaise and discuss with the EPIC Pharmacy Design Authority, the different 
IV Phenytoin orders available on EPIC and consider remove the 
outdated/ambiguous ones.  
2. Liaise and discuss with the EPIC Pharmacy Design Authority, if it is 
possible for nurses to record the type of line they used for administration on 
the MAR (in the ‘route’ section).  
3. Identify the key locations where IV phenytoin is prescribed and issue a 
memo to nurses reminding the importance of documentation on the MAR for 
BCMA, TDM management and for seizure control. Suggest that nurses 
document the type of line used on the MAR. 
4. Identify key locations prescribing IV phenytoin and confirm ECG equipment 
available on the ward.  
5. Circulate findings of the audit within different pharmacy teams in order to 
highlight the phenytoin prescribing issues. 
6. Conduct a re-audit in 12 months. 
 

Compliance with the 
JVFICU and NCCU Enteral 
Nutrition Protocol – A Re-
Audit 
PRN9750 

Key learning from this audit showed: 
This project was to establish whether NCCU and JVF ICU are complying with 
the critical care enteral nutrition protocol. 
 
This audit has shown good compliance with certain aspects of the enteral 
feeding protocol:  
 
1. Overall compliance with the out of hour’s regime for feed type being used 
has improved from 76.1% to 91% in the last 5 years.  
2. Stability in compliance was seen between the audit in 2016 and this audit 
with regards to building of feed between 25mls/hr and 50mls/hr.  
3. The checking of aspirates also showed good compliance with 6 hourly 
checks at 87% and 97% across the two units. This was stable with the audit 
previously completed. 
From the action points in the previous audit in 2016 and the relevant training 
that was completed on these has proved beneficial. 
 
The audit has identified some areas for improvement in compliance with the 
protocol:  
1. Ensure that the nursing/medical team are aware of the gastric aspirate cut 
offs (2x 400mls) for when to start motility agents to help with absorption of the 
feed. This will help prevent medications being unnecessarily being prescribed, 
potentially reducing costs.  
2. Ensure nursing/medical teams increase rate, particularly when feed running 
at 50mls/hour for more than 6 hours if patient has not seen by dietitian by then 
in order to prevent unnecessary underfeeding. 
 
Actions: 
The audit will be discussed at the NCCU and JVFICU admin meetings for both 
NCCU and JVFICU with key findings highlighted. 
 
1. Increase awareness of the out of hour’s enteral feeding protocol. 
2. Increase awareness of the out of hour’s enteral feeding protocol. 
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3. Provide ongoing training with nursing and medical staff on the protocol. 
4. Increase awareness of the out of hour’s enteral feeding protocol. 
5. Re-audit compliance with the protocol. 

The incidence of contrast 
extravasation during the 
administration of contrast 
media: Cycle 3 
PRN9755 

Key learning from this audit showed: 
Extravasation of contrast medium is not uncommon, particularly with the use 
of high flow pump injection systems. Although extravasation of contrast 
medium is not uncommon, it rarely gives rise to long term complications.  If 
extravasation occurs, the patient should be given an appropriate explanation, 
receive reassurance and staff members should follow the Extravasation of 
contrast medium procedure. 
 
Overall throughout 2020, radiographers in CT are compliant with our 
departmental standards for competency in achieving IV access for the 
administration of contrast media. The average % for the year is 0.14% of 
those scans requiring contrast. 
 
As a department, we met the target rate of 0.5% every month and have had a 
much lower incidence of extravasations then previous years. Although this 
year has shown an increase in I/P extravasations compared to O/P 
extravasations. 
 
Unfortunately, when the recorded extravasations were checked from the 
folder, 27 patients had not had their contrast extravasation recorded as per 
protocol on EPIC. This equates to a 54% failure in the standard set. There 
was no set pattern of the same staff (both Neuro and Body Radiographers 
had failed to accurately record). This equated to 15 Outpatients, and 12 
Inpatients that had not been recorded as per the standard. 
 
Actions: 
1. Re-audit 12 months. 
2. Compare individual names from previous audits to ensure no patterns 
3. Discussion with any staff who consistently fail to record data correctly, 
consider extra training. 
4. E-mail all staff- To remind all staff of how to record extravasations 
accurately. 
5. Revise document- Add “Recorded on EPIC” to the paper record of 
extravasations, to visually remind staff to do so. 

Vitamin supplementation in 
pediatric Cystic Fibrosis 
patients 
PRN9806 

Key learning from this audit showed: 
The Paediatric respiratory department switched from using individual vitamin 
tablets to a single multivitamin: DEKAs for paediatric CF patients with 
paediatric CF patients with pancreatic insufficiency.  In the same time frame 
CFTR modulator therapies were introduced. This way to ensure transition 
from use of individual vitamins to DEKAs has not been detrimental and to see 
if concurrent introduction of CFTR modulators has made a difference in the 
response to DEKAs introduction. 
 
-Standards one was met. All patients are receiving some form of vitamin 
supplementation if they are identified as being pancreatic insufficient and 
requiring vitamin supplementation. 
-Standard two was met- the service has successfully transitioned all patients 
to DEKAs where appropriate. 
-In the year before Covid 99% of patients had their vitamin levels taken at an 
annual review. 
-Mean Vitamin D levels increased following the introduction of DEKAs across 
the service. 
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-In the year of the Covid pandemic the proportion of patients having their 
vitamin levels taken dropped to 76%.   
-Standard 4 was not met in either year.  100% of patients should have their 
levels reviewed by a dietician and a letter sent to the GP.  
-DEKAs contained significantly less Vitamin K than was routinely given when 
the service used individual vitamins.  As such it is not surprising that there 
was a significant decrease in Vitamin K levels and a concurrent increase in 
PIVKA II levels.   
 
Actions: 
1. Serial Vitamin K levels need to be analysed to see the long term effect of 
DEKAs on these levels. Another audit is to be conducted once another year of 
annual review vitamin levels have been collected. 
2. Serial Vitamin K levels in Children on CFTR modulators need to be 
compared to those not taking CFTR modulators Another audit is to be 
conducted once another year of annual review vitamin levels have been 
collected. 

Informed consent and 
women’s choices. 
PRN9900 

Key learning from this audit showed: 
Std 1.97% of in area women had evidence of giving informed consent for 
antenatal screening. 
Std 2. 89% of in area women had evidence of a birth plan discussion at the 36 
weeks. 
Std 4.100% had evidence within the ESR of their choices being respected. 
Std 5 95% answered yes to the question ‘I had an opportunity to talk about my 
birth plan’ in the antenatal survey. 
Std 6.100% gave a positive response to the question ‘I was given information 
about my care and treatment in a way I could understand’ in the birth survey 
Std 7. 98.5% gave a positive response to the question ‘I was involved in care 
decisions’ in the birth survey. 
Std 8. 99% gave a positive response to the question ‘I was supported in my 
chosen birth preferences’ in the birth survey. 
Std 9. 95.7% gave a positive response to the question ‘I was given information 
about my care and treatment in a way I could understand’ in the postnatal 
survey. 
Std 10. 97% felt supported in chosen method of feeding’ in the postnatal 
survey. 
 
Std 3. 82% of women who deliver in theatre had evidence of making informed 
consent for the procedure. 
 
Actions: 
1. Audit findings to be shared with midwives to ensure learning. 
2. Remind all staff of the importance of recording the birth plan discussion. 
3. Remind all staff of the need to send consent forms for scanning and adding 
to the electronic patient record, once theatre procedures are completed. 

Pharmacy Discharge 
Medicines Service (DMS) 
Data Audit 
PRN9854 

Key learning from this audit showed: 

 83% of Discharge Medicines Service (DMS) referrals had documented 
consent within the patient’s medical records on eHospital and within 
PharmOutcomes. 

 Implementation of the Discharge Medicines Service (DMS) at CUH allows 
Pharmacists to refer on to pharmacies within 48 hours of discharge (100%). 

 Std 4. 100% of DMS referrals have corresponding note within patient’s 
medical records on eHospital. 
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 PharmOutcomes provides data expected to allow audit of DMS process. 

 An accurate record of the document sent is kept within the electronic patient 
records. 

 Information may be sent out to community pharmacies which does not match 
the final discharge medicines list. 

 The essential referral criteria set out by NHS England is not being adhered 
to, and may not be deliverable. Interpretation of what constitutes adherence 
is unclear (0% compliance). 

 There is poor uptake (9%) of the DMS amongst pharmacists at CUH with 
only small number of eligible patients referred. 

 There is some confusion over the referral criteria which may be contributing 
to the poor compliance. 

 
Actions: 
(1) Redesign NoteWriter form to ensure mandatory consent is documented. 
(2) Discuss with LPC and CCG the requirements of DMS to meet criteria of 
“what the medicines are being taken for” and “reason for change”. 
(3) Redesign within eHospital. 
(a) Consider addition of DMS status within “the brain” of Epic 2020. 
(b) Investigate how to identify medicines changes since DMS paperwork 
processed. 
(c) Identify how to flag to relevant pharmacist within Epic. 
(4) Senior Management Team to review whether training can be made 
mandatory. Project lead to record pharmacists who have undergone training. 
(5) Re-audit at 3 months with shorter time scale encompassing entire hospital 
after discussion with Project Supervisor. Update project methodology for cycle 
2. 
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Appendix D: Glossary of terms and abbreviations used in this 
report  

BAME (BME) 
Black, asian and minority ethnic (used to refer to members of non-white communities 

in the UK). BAME may also be referred to as ‘BME’ - Black and minority ethnic. 

CBC (Cambridge Biomedical Campus) 
A long-term collaboration between Cambridge University Hospitals NHS Foundation 

Trust (CUH) and partners, the University of Cambridge, the Medical Research Council 

(MRC), Countryside Properties and Liberty Property Trust.  

CCG (Clinical Commissioning Group) 
CCGs are responsible for planning and buying local NHS services, such as the care 

people receive at hospital and in the community, as well as ensuring that providers 

deliver the best possible care and treatment for patients. Services at CUH are 

commissioned by Cambridgeshire and Peterborough CCG. 

C.difficile 
A clostridium difficile infection (CDI) is a type of bacterial infection that can affect the 

digestive system. It most commonly affects people who are staying in hospital. 

CQC (Care Quality Commission) 
The independent regulator of all health and social care services in England. The Care 

Quality Commission monitors, inspects and regulates hospitals, care homes, GP 

surgeries, dental practices and other care services to make sure they meet 

fundamental standards of quality and safety. 

CQUIN (Commissioning for Quality and Innovation) indicators 
The CQUIN payment framework enables commissioners to reward excellence, by 

linking a proportion of English healthcare providers' income to the achievement of 

local quality improvement goals.  

CUH 
Cambridge University Hospitals NHS Foundation Trust 

CUHP (Cambridge University Health Partners) 
An academic health science centre that brings together the University of 

Cambridge, Cambridge University Hospitals NHS Foundation Trust, Papworth 

Hospital NHS Foundation Trust and Cambridge and Peterborough NHS Foundation 

Trust. 

DTOC (Delayed transfer of care) 
Medically fit patients who cannot be discharged from hospital until there are 

arrangements in place for their continuing care and support.  

EPR – Epic 
Electronic patient record - The Epic software based system used for eHospital. 

FTSUG (Freedom to Speak Up Guardian) 
The Freedom to Speak Up Guardians are members of Trust staff appointed to help 

protect patient safety and the quality of care, improve the experience of workers and 

promote learning and improvement. 

  

https://en.wikipedia.org/wiki/Academic_health_science_centre
https://en.wikipedia.org/wiki/University_of_Cambridge
https://en.wikipedia.org/wiki/University_of_Cambridge
https://en.wikipedia.org/wiki/Cambridge_University_Hospitals_NHS_Foundation_Trust
https://en.wikipedia.org/wiki/Papworth_Hospital_NHS_Foundation_Trust
https://en.wikipedia.org/wiki/Papworth_Hospital_NHS_Foundation_Trust
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GDE (Global Digital Exemplar) 

A Global Digital Exemplar is an internationally recognised NHS provider delivering 

exceptional care, efficiently, through the use of world-class digital technology and 

information. Exemplars will share their learning and experiences to enable other 

trusts to follow in their footsteps as quickly and effectively as possible. 

HQIP 
The Healthcare Quality Improvement Partnership (HQIP) was established in April 

2008 to promote quality in healthcare, and in particular to increase the impact that 

clinical audit has on healthcare quality in England and Wales. 

Human Factors 
Human factors is the science which seeks to gain and apply knowledge of how people 

interact with each other and their environment, and how this affects behaviour, 

performance and wellbeing, particularly in the work setting. 

LocSSIPs (Local Safety Standards for Invasive Procedures) 
A set of locally implemented safety standards to support NHS hospitals provide safer 

surgical care. They aim to reduce the number of patient safety incidents related to 

invasive procedures in which surgical Never Events could occur. 

MBRRACE 
MBRRACE-UK is the collaboration appointed by the Healthcare Quality Improvement 

Partnership (HQIP) to continue the national programme of work investigating 

maternal deaths, stillbirths and infant deaths, including the Confidential Enquiry into 

Maternal Deaths (CEMD). The programme of work is now called the Maternal, 

Newborn and Infant Clinical Outcome Review Programme (MNI-CORP). 

The aim of the MBRRACE-UK programme is to provide robust information to support 

the delivery of safe, equitable, high quality, patient-centred maternal, newborn and 

infant health service.  

MDT (Multidisciplinary Team)  
A Multidisciplinary Team is a group of professionals from one or more clinical 

disciplines who together make decisions regarding recommended treatment of 

individual patients. Multidisciplinary Teams may specialise in certain conditions, such 

as Cancer. 

MRSA (Meticillin-Resistant Staphylococcus Aureus) 
MRSA is a type of bacterial infection that is resistant to a number of widely used 

antibiotics. This means it can be more difficult to treat than other bacterial infections.  

National Quality Indicators 
NHS England has mandated that all organisations providing NHS commissioned care 

are required to review their performance against a common set of measures across 

the new NHS Outcomes Framework. 

NatSSIPs (National Safety Standards for Invasive Procedures) 
A set of national safety standards to support NHS hospitals provide safer surgical 

care. They aim to reduce the number of patient safety incidents related to invasive 

procedures in which surgical Never Events could occur. 

NCEPOD (National Confidential Enquiry into Patient Outcome 

and Death)  
The National Confidential Enquiry into Patient Outcome and Death reviews clinical 

practice and identifies potentially remediable factors in practice. NCEPOD's purpose 

https://www.npeu.ox.ac.uk/mbrrace-uk/collaboration
https://www.npeu.ox.ac.uk/mbrrace-uk/funding
https://www.npeu.ox.ac.uk/mbrrace-uk/programme-of-work
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is to assist in maintaining and improving standards of care for adults and children for 

the benefit of the public by reviewing the management of patients, by undertaking 

confidential surveys and research, by maintaining and improving the quality of 

patient care and by publishing and generally making available the results of such 

activities. 

‘Never event’ 
A 'never event' is defined as serious, largely preventable incident that should never 

happen if the right measures are in place. A defined list of Never Events is published 

annually by the Department of Health. 

NHSBT (NHS Blood and Transplant) 
NHS Blood and Transplant is a Special Health Authority who manages blood and 

organ transplantation. 

NHSE (NHS England) 
NHS England responsible for overseeing the budget, planning, delivery and day-to-

day operation of the commissioning side of the NHS in England as set out in the 

Health and Social Care Act 2012. 

NHSI (NHS Improvement) 
NHS Improvement responsible for overseeing Foundation Trusts and NHS Trusts, as 

well as independent providers that provide NHS-funded care. 

NICE (National Institute for Health and Care Excellence) 
The National Institute for Health and Care Excellence (NICE) is an executive non-

departmental public body of the Department of Health in the United Kingdom, which 

publishes guidelines in four areas:  
 the use of health technologies within the NHS (such as the use of new and existing 

medicines, treatments and procedures) 

 clinical practice (guidance on the appropriate treatment and care of people with specific 

diseases and conditions) 

 guidance for public sector workers on health promotion and ill-health avoidance 

 guidance for social care services and users 

Palliative care/End of Life Care 
Palliative care focuses on the relief of pain and other symptoms and problems 

experienced in serious illness. The goal of palliative care is to improve quality of life, 

by increasing comfort, promoting dignity and providing a support system to the 

person who is ill and those close to them. 

PEWS 

Paediatric Early Warning Score 

PROMs (Patient reported outcome measures) 
These are nationally mandated and provide a patient perspective of the effectiveness 

of the care they received - in simple terms, the improvement gain or loss following 

the procedure.  

QSiS (Quality and Safety Information System) 
QSiS is a bespoke electronic risk management system, based on the Datix software 

& used by the majority of NHS Trusts in the UK. The system is made up of a number 

of modules, including safety incident reporting, risk register, complaints, claims, CQC 

compliance, and has excellence reporting features. 

  

https://en.wikipedia.org/wiki/Health_technology
https://en.wikipedia.org/wiki/Health_promotion
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RCA (Root cause analysis) 
A systematic process for identifying “root causes” of problems or events and an 

approach for responding to them.  

ReSPECT 
The Recommended Summary Plan for Emergency Care and Treatment (ReSPECT) is 

a process that creates personalised recommendations for a person’s clinical care in a 

future emergency in which they are unable to make or express choices. It provides 

health and care professionals responding to that emergency with a summary of 

recommendations to help them to make immediate decisions about that person’s 

care and treatment.  

RTT 

Referral to treatment 

STP (Sustainability and Transformation Partnership) 
STPs bring together NHS providers, CCGs, local authorities and other health and care 

services and are organised as 44 STP 'footprints'. A 'footprint' is the geographical 

area in which people and organisations are working together to develop plans to 

transform and sustain the delivery of health and care services. CUH is in the 

Cambridge and Peterborough STP. 

UFTO (Universal Form of Treatment Options) 
UFTO is an electronic form that records the treatment options that doctors discussed 

and agreed with a patient. This may include choices on End of Life care and 

resuscitation.  

WRES (NHS Workforce Race Equality Standard) 
The Workforce Race Equality Standard (WRES) is a requirement for NHS 

commissioners and NHS healthcare providers including independent organisations, 

through the NHS standard contract. NHS providers are expected to show progress 

against a number of indicators of workforce equality, including a specific indicator to 

address the low numbers of BME board members across the organisation. 

  

https://www.england.nhs.uk/nhs-standard-contract/
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