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Part 1: Statement on quality from the Chief Executive 
2019-20 
 
In our Quality Account we set out how Oxford University Hospitals (OUH) NHS 

Foundation Trust improves quality and safety. Improving our safety culture was one of 

our priorities this year, embedding best practice consistently in the care received by our 

patients so that no patients are adversely affected by avoidable harm. 

 

In order to achieve our objective of delivering compassionate excellence to our patients, 

we work with our health and social care partners to ensure that we work together to 

improve both patient pathways and the experience of our patients and if we fall short of 

meeting the standards which patients should expect, we learn from our mistakes, and 

work in collaboration to improve services in the future. 

 

Our staff are committed to delivering the highest quality care for our patients. This year 

we have celebrated their many successes some of which included the following: 

 

• The Translational Gastroenterology team and the Sepsis Working Group were 

both shortlisted for the British Medical Journal (BMJ) Awards. 

• The GDm-Health app for gestational diabetes was shortlisted for the Health 

Service Journal (HSJ) Partnership Awards. 

• Our local MPs nominated both the Horton General Hospital’s Hip Fracture Team 

and the Churchill Hospital’s PET-CT Team for the NHS Parliamentary Awards. 

• Karen Mitchell (Lead Cancer Nurse) and Courtney Hughes (Senior Nursing 

Assistant) were included in the Queen’s Birthday Honours; both were awarded 

with the British Empire Medal while three OUH clinicians were named in the New 

Year Honours – Professor Bee Wee received a CBE for Services to End of Life 

Care, Dr Tom Hughes received an OBE for his national leadership role in health 

technology, and Professor Karen Barker (Clinical Director, Trauma & 

Orthopaedics) also received an OBE. 

• The Enhanced Recovery Therapy Team, based at the Nuffield Orthopaedic 

Centre, won the Allied Health Professionals Quality Improvement category at the 

Chief Allied Health Professions Officer Awards for reducing patients’ length of 

stay in hospital after knee surgery. 

 

Key priorities this year were to improve performance against the Emergency 

Department 4-hour access standard, avoid patients waiting in excess of 52 weeks for 
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their planned treatment and maintain performance against access standards for patients 

with cancer. The teams made many improvements to the delivery of care, particularly as 

the demand for our services increased, and whilst these priorities were not fully 

achieved, we are pleased with the progress of a number of areas of quality 

improvement, for example the reduction of the length of stay for patients whose stay in 

the acute setting is over twenty one days.  

 

In 2019/20 83% of patients who came to our Emergency Departments at the John 

Radcliffe Hospital in Oxford and at the Horton General Hospital in Banbury were 

admitted, transferred or discharged within four hours of their arrival. The national 

standard is 90%. We recorded a 2.7% increase in Emergency Department attendances 

in 2019/20 compared to 2018/19. 

 

As of 31 March 2020, 25 patients were waiting over 52 weeks for first definitive 

treatment. This final position was adversely affected by the COVID-19 pandemic as we 

prepared to accept significant numbers of COVID-19 patients by postponing elective 

surgery from 17 March 2020. All patients waiting in excess of 52 weeks across the year 

are reviewed for psychosocial and clinical harm and these reviews are discussed in the 

monthly Harm Review Group (HRG). Since its inception in May 2018, 3.4% have 

yielded moderate harm with the remaining minor or no harm. The harm reviews have 

allowed services to expedite treatment of patients if feasible.  Where Moderate or above 

impact has been confirmed at HRG, a clinical incident is called and reviewed through 

the serious incident requiring investigation (SIRI) forum process to confirm an 

investigation approach; in 2 cases a SIRI investigation was launched and in one case a 

Divisional investigation was completed, exploring the reasons for the treatment delays, 

and identifying actions intended to reduce the chance of recurrence. 

 

Following an agreed protocol, any cancer patient waiting for over 104 days for treatment 

has a review conducted of potential for clinical harm from the delay. Details are reported 

to the Trust’s Harm Review Group and then reported to the Clinical Governance 

Committee.   

 

We have continued to work together to protect our patients from hospital-acquired 

infections. We finished 2019/20 at the assigned upper limit for the number of C. difficile 

infections but the zero level of MRSA infections deemed ‘avoidable’ was not met, with 

four cases apportioned to the Trust.  
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Following the introduction of MRSA screening, mandatory surveillance, post-infection 

root cause analyses and bundles of care to reduce MRSA transmission, and in line with 

national data, our MRSA bacteraemia rates have decreased by over 95% in the last 

decade.  We have introduced a targeted screening programme to optimise cost-

effectiveness, and continue to promote ‘aseptic no-touch technique’ (ANTT), together 

with an active programme of education and audit around hand hygiene.  

 

Performance against some national standards is included in this report, but is discussed 

in detail in the Annual Report. 

 

As a provider of care the Trust is registered and regulated by the Care Quality 

Commission (CQC). The Trust was inspected by the CQC in 2018-19 for core services, 

use of resources and the Well-Led domain.  

 

The CQC took enforcement action against the Trust during 2018-19. This was a Section 

31 enforcement notice in relation to theatres in the JR2 Theatre Complex. However, 

thanks to the hard work of many staff, this notice was lifted in November 2019 following 

an extensive refresh of the theatres, and a follow-up visit by a team from the CQC. 

 

In a series of reports published on 7 June 2019, the CQC rated OUH: 

 

• 'Good' for having Caring, Responsive and Effective services 

• 'Requires improvement' for having 'Well led' and 'Safe' services 

• Trust’s Use of Resources report: based on an assessment undertaken by NHS 

Improvement rated the Trust as ‘Requires Improvement’ for using its resources 

productively 

• 'Requires Improvement' overall 

 

An action plan to address the areas for improvement highlighted by the CQC is regularly 

updated to give assurance that we have delivered the required actions and this is 

reviewed by the Trust Board meeting. 

 

The following initiatives have been put in place to improve our patient safety culture: 

 

• Every week the Chief Medical Officer and the Chief Nursing Officer have sent a 

joint Safety Message email to all OUH staff in order to raise awareness of 

important patient safety issues 
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• A Patient Safety Response Team pilot started in late March 2019 on the John 

Radcliffe Hospital site reviews all moderate and above clinical harm incidents 

daily and, if required, visits  clinical areas to support patients, relatives and staff. 

The team has been rolled out Trust wide following the successful pilot at the 

John Radcliffe. 

• Reporting Excellence, which was launched in June 2016 by paediatricians Alison 

Shefler and Rhiannon Furr, encourages staff in their area to ‘report’ positive 

events and examples of best practice in order to improve patient care. This has 

grown organically and was developed further this year with support from the 

Chief Medical Officer who presents a monthly award. 

• The Quality Improvement (QI) Hub, led by Dr Mridula Rajwani (Consultant, Acute 

Medicine & Ambulatory Care) and Dr Sahana Rao (Consultant Paediatrician), a 

range of clinical and non-clinical colleagues, promotes a culture of QI, where 

everyone feels supported to improve patient and staff experience and to create 

an environment for excellence. 

• Beverley Greensitt (Specialist Physiotherapist, Ambulatory Assessment Unit), 

whose project focused on frail patients, and Dr Surabhi Ramsundar (Senior 

Clinical Fellow in the Emergency Department), whose project focused on 

improving standards of hand hygiene in ED both presented their projects at the 

Trust Board meeting in November 2019. 

• A special QI Hub showcase event at the John Radcliffe Hospital in December 

2019 brought together staff who have led projects to talk about their work and to 

share best practice. 

• The University of Texas Safety Attitudes Questionnaire (UTSAQ), used by the 

Oxford Simulation Teaching and Research centre (OxSTaR) for our human 

factors programme, has been distributed to multidisciplinary teams who have 

undergone training collectively as a result of Never Events in-year. Analysis of 

data from the UTSAQ will inform ongoing safety interventions and we will revisit 

these teams in the coming year using the UTSAQ to understand any change in 

culture as a result of these interventions. Future plans include broadening the 

use of this questionnaire across the OUH to support more teams in the delivery 

of effective safety interventions.  

 

The impacts of these actions, and progress made, to improve our safety culture are 

demonstrated in the results of the 2019 NHS Staff Survey: 
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• 79% of staff agree that care of patients is OUH's top priority 

5% up on 2018 Staff Survey. 

• 78% would be happy with the standard of care provided at OUH if a friend or 

relative needed treatment 

 4% up on 2018 Staff Survey. 

• 90% say that the Trust encourages reporting of errors/near misses/incidents  

3% up on 2018 Staff Survey. 

• 75% agree that OUH takes action to ensure errors/near misses/incidents are not 

repeated  

3% up on 2018 Staff Survey. 

• 94% of staff know how to report unsafe clinical practice  

1% up on 2018 Staff Survey. 

 

These encouraging results demonstrate progress in our aim to further develop and 

embed a culture in which we celebrate success, learn from areas for improvement in an 

atmosphere of ‘no blame’. 

 

Regrettably, during 2019-20 we reported seven clinical incidents classified as Never 

Events. This was a 36% reduction compared with 2018-19 and we continued to deploy 

our strategic Never Event Improvement Plan which completed in 2019.  

Any immediate actions needed were taken whilst these incidents were being fully 

investigated and the investigation report findings are presented to myself and to the 

Executive Directors.  

A Safety Summit was held in October 2019 which focused on the progress in the 

development of Local Safety Standards in Invasive Procedures (LocSSIPs) and the 

result of staff engagement with simplifying the generic WHO surgical safety checklist 

with the aim to improve completion compliance towards 100%.  

 

Our collaboration with the University of Oxford, Oxford Brookes University and the 

Academic Health Science Network underpins the quality of the care that is provided to 

patients, from the delivery of high quality research, bringing innovation from the 

laboratory bench to the bedside, to the delivery of high quality education and training of 

doctors, nurses and other health professionals. 

 

This Quality Account, as well as looking back on how we performed against our 

standards and priorities in 2019-20, also looks ahead to the priorities for 2020-21. This 

year, like last year, we gave patients, public, stakeholders and our staff a voice in 
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choosing our Quality Priorities. At our Quality Conversation public event in January 

2020 we asked the attendees to pick priorities to be maintained and suggest new 

priorities both from developing areas in the Trust and from their own ideas. These are 

very strongly represented in the choices of priorities for 2020-21. 

 

I am responsible for the preparation of this report and its contents. To the best of my 

knowledge, the information contained in this Quality Account is accurate and a fair 

representation of the quality of healthcare services provided by Oxford University 

Hospitals NHS Foundation Trust. 

 

Dr Bruno Holthof 
Chief Executive 
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Introduction 
 
A Quality Account is an annual report to the public from NHS providers about the quality 

of the services provided. The Quality Account aims to enhance a trusts accountability to 

the public for the quality of NHS services. The Quality Account for Oxford University 

Hospitals NHS Foundation Trust (OUH) sets out where the Trust is doing well, where 

improvements in quality can be made and the priorities for the coming year.  

 

Part 2: Priorities for future quality and statements of 
assurance from the Board 
Our Quality Priorities for 2020-21 

 

The ethos of the Trust and the NHS is a commitment to the delivery of compassionate 

and excellent patient care. Our quality of care has its foundation in the commitment of 

our staff to their patients and the focus on future excellence.  Contained within this 

account are commitments to Quality Priorities within the domains of patient safety, 

clinical effectiveness and patient experience. 

How we chose our priorities 
 
We involve our patients, public, stakeholders and our staff in choosing our Quality 

Priorities through our annual public Quality Conversation event. 

 

At our Quality Conversation event in January 2020 attendees chose priorities to be 

maintained and suggested new priorities both from those being developed by the Trust 

and their own suggestions which shaped our 2020/21 Quality Priorities. 

 

The event, organised by the Trust's Clinical Governance team, included a Dragons' Den 

style video in which staff 'pitched' projects from the Trust's Quality Priorities for 2019/20 

with 10 voted to continue as Quality Priorities for 2020/21. These presentations 

provided insight into why these were Trust priorities and updated on progress made 

during the year and were arranged under the themes of patient safety, clinical 

effectiveness and patient experience. 

Our Quality Priorities for 2020-21 
 
The table gives the name and description of each Quality Priority, states why we chose 
these as Quality Priorities and then gives a description of how success will be evaluated 
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over the course of the year. 

Patient Safety 
 
 Why we chose this 

Quality Priority 
How we will evaluate 
success 

NEWS2:  
In April 2018 NHS 
England mandated the 
implementation of 
NEWS2 across all acute 
hospital trusts and 
ambulance services.  
(Patient Safety Alert 
NHS/PSA/RE/2018/003). 

 

Improves the earlier 
identification of 
deteriorating patients and 
facilitates 
standardisation. 

We will implement NEWS2 
across OUH during 2020-21. 

 
Action 1: - Deliver trust wide 
communication for the launch 
of NEWS2 during 2020-21. 

 
Action 2: - Test and deliver 
the technical requirements 
for the deployment of 
NEWS2 within the System 
for Electronic Notification and 
Documentation (SEND) 
platform and the electronic 
patient record (EPR) during 
2020-21. 

Huddles: A safety 
huddle is a short 
multidisciplinary briefing, 
held at a predictable 
time and place, and 
focused on the patients 
most at risk. 

Effective safety huddles 
involve agreed actions, 
are informed by visual 
feedback of data and 
provide the opportunity to 
celebrate success in 
reducing harm). 

A standardised method to 
run and record safety 
huddles has been developed 
and implemented across the 
Trust. 
Action 1: assess 
effectiveness (we would 
expect to see an increase in 
the numbers of incidents 
reported with a lower 
proportion of high harm 
incidents). 
Action 2:  assess the safety 
culture across the 
organisation using a 
validated tool. 

Insulin safety: Insulin 
errors remain 
widespread around the 
country despite many 
local and national 
initiatives to improve 
insulin safety.  They can 
be potentially life-
threatening however, on 
many occasions the 
harm suffered is 
ameliorable or 
avoidable. 

One in six people in 
hospital have diabetes 
and this 
is increasing.  35% of 
people with diabetes in 
OUH are treated with 
insulin and will be treated 
in all areas of the Trust.   
 

By 31 March 2021 there will 
be a 20% reduction in two of 
the National Inpatient 
Diabetes Audit (NaDIA) 
harms: severe 
hypoglycaemia and hospital 
acquired diabetic 
ketoacidosis. 
Action 1: We are going to 
cleanse our data to ensure it 
provides an accurate 
representation of our case 
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 Why we chose this 
Quality Priority 

How we will evaluate 
success 

mix. 
Action 2: Where the NaDIA 
harm criteria has been met 
there will be an investigation 
of what happened in order to 
learn and improve care. 
Action 3: Investigation 
templates for each of the 
harms will be produced and 
adapted as required to fit the 
needs of the investigations. 
Action 4: A multidisciplinary 
insulin safety group will be 
set up to review the NaDIA 
harm reports, identify 
learning and actions to 
improve care. 
Action 5: People with 
diabetes will be represented 
on the Insulin Safety group. 

 

Clinical Effectiveness  
 
 Why we chose this 

Quality Priority 
How we will evaluate success 

To minimise the 
occurrence of 
Nosocomial COVID-19 
in the OUH. 

COVID-19, caused by 
SARS-CoV2, is a disease 
with high morbidity and 
mortality in the elderly 
and certain vulnerable 
groups.  It is spread by 
the respiratory route, and 
also likely to be spread by 
contact/infectious fomites.  
The potential for infection 
within hospitals is 
considerable, both 
between patients, 
patients and staff, and 
between staff. 

The aim of the project is 
to protect patients and 
staff by reducing the 
proportion of COVID-19 
cases likely to have 
been acquired in 
hospital to as low as 
possible, and below the 
average proportion for 
similar acute Trusts. 

The COVID-19 clinical 
information study (Co-
CIN) across multiple, 
acute Trusts in England 
identified the proportion 
of cases likely to have 
been acquired in 
hospital as 12% (defined 
as symptom onset within 
5 days of admission). 
(01/01/2020-

Action 1: set up a database to 
monitor the proportion of cases 
likely to be hospital acquired 
using the definitions* of HOIHA, 
HOPHA, HODHA, and to act 
swiftly to work with clinical areas 
where an increased number of 
cases is noted. To submit data 
on nosocomial infection rates 
nationally as required. 

Action 2: To complete a gap 
analysis against the NHSE/I 
Infection Prevention and Control 
Board Assurance Framework 
document 

Action 3: to work with all clinical 
areas to reduce opportunities for 
SARS-CoV2 transmission, 
considering both patients and 
staff (e.g. patient triage and 
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 Why we chose this 
Quality Priority 

How we will evaluate success 

13/04/2020).  The 
proportion of cases in 
the OUH using this 
definition was 13%.    

pathways, diagnostics, patient 
placement, social distancing, 
cleaning, communications, 
education). 

Action 4: to support widespread 
testing of both patients 
(emergency, elective, regular 
weekly testing) and staff. To 
monitor the uptake of patient 
and staff regular testing. 

Action 5: to ensure staff are 
supplied with and trained to use 
PPE appropriate for the clinical 
area for their own and patient 
protection.  

*Definitions: 
HOIHA – Hospital onset indeterminate healthcare associated – first positive specimen 
3-7 days after admission to the Trust 
HOPHA - Hospital onset probable healthcare associated – first positive specimen 8-14 
days after admission to the Trust 
HODHA - Hospital onset definite healthcare associated – first positive specimen 15 or 
more days after admission to the Trust. 
Staff health and 
wellbeing: Related to 
feedback from the Staff 
survey. 
 

This was one of the 
suggested priorities that 
stakeholders voted to 
include into 2020-21 at 
our Quality Conversation 
public event in January 
2020. 

The aim is to provide an 
effective, safe and healthy 
working environment which will 
be reflected by an improvement 
in the staff health and wellbeing 
scores in the 2020 OUH Staff 
Survey.  
Action 1: Using staff survey 
data, engage with staff to 
identify and prioritise initiatives 
for implementation by end 
March 2021 to improve people’s 
health and wellbeing 
Action 2: A newly revised policy 
and procedure for managing 
stress in the work place will be 
drafted ready for consultation by 
31st March 2021.  
Action 3: Ensure the use of a 
recognised Health & Wellbeing 
Framework to support our work 
is in place by 31st March 2021. 

Mental health: Improving 
the mental health care of 
patients in the whole 

Improving mental health 
care in the ED was one 
of the 2019-20 priorities. 

We aim to build on the already 
good level of ‘mental health’ 
care OUH offers its patients by 



12 
 

 Why we chose this 
Quality Priority 

How we will evaluate success 

Trust as well as in the 
Emergency Department. 
 

At our Quality 
Conversation public 
event in January 2020 
stakeholders asked that 
we develop this work to 
include all Trust 
inpatients. 

enhancing it in several areas as 
follows: 
 
Action 1. We will improve 
access to psychiatry for 
inpatients at the Horton general 
Hospital by implementing tele-
psychiatry for medical inpatients. 
 
Action 2. We will expand the 
provision of integrated 
psychiatry and psychology to 
cover more of the Trust’s high 
need areas such as 
haematology and 
gastroenterology. 
 
Action 3. We will work with our 
partners Oxford Health to 
ensure that we deliver the 
nationally required Core 24 
standard by ensuring that there 
is a rapid response to all 
emergency and urgent 
psychiatric referrals at nights 
and weekends as well as during 
weekdays. 
 

 
Patient experience  
 

 Why we chose this 
Quality Priority 

How we will evaluate success 

HART: Supporting 
service users to return to 
independent living 
following discharge. 
 

This was one of the 
2019-20 priorities that 
stakeholders voted to 
continue into 2020-21 at 
our Quality Conversation 
public event in January 
2020. As a Trust we 
recognise that hospital 
based care is the first 
part of the journey to 
recovery and that this 
journey continues at 
home.  

In 2018 and 2019, the 
proportion of patients returned 
to functional independence 
following hospital discharge 
reablement was 57% and 59% 
respectively. By 31 March 2021 
we aim to enable 50% of 
patients leaving any hospital 
bed base each month to not 
require any ongoing care and to 
further increase the percentage 
of all patients on the HART 
pathway who return to 
independent living to 63%. 



13 
 

 Why we chose this 
Quality Priority 

How we will evaluate success 

 Action 1: Continue to recruit to 
Therapy posts to support 
discharge to assess (D2A) 
across the whole county- 8 
whole time equivalents by 31st 
March 2021. 
Action 2: Train ‘exercise and 
mobility champions’ within the 
workforce to enhance 
reablement- 8 champions by 
31st March 2021. 
Action 3: Undertake an 
evaluation of at least three 
different types of assistive 
technology to support 
independent living by 31st March 
2021 

Reducing the number of 
patients with an 
extended length of stay 
(LOS): Ensuring patients 
reach the discharge 
destination that is right for 
them in a timely manner 
which will also help to 
improve flow through the 
Trust. 

This was one of the 
2019-20 priorities that 
stakeholders voted to 
continue into 2020-21 at 
our Quality Conversation 
public event in January 
2020. 

We will achieve a reduction in 
the number of patients with an 
extended Length of Stay (LOS) 
of over 21 days, to fewer than 
90 patients by 31 March 2021. 
Action 1: The Deputy Divisional 
Nurse will lead on this for each 
division. 
Action 2: A weekly discharge 
patient tracking list (DPTL) will 
be sent out every Thursday. 
Action 3: Each division will carry 
out a weekly review of this 
cohort of patients which will be 
documented on the patient’s 
electronic record.  
Action 4: Monday to Friday all 
delays will be reviewed at the 
12:00hrs huddle to resolve 
issues and reduce LOS. 

Patients who have their 
procedure cancelled: 
Gathering information to 
understand the impact of 
cancelled admissions and 
procedures on patients 
and their families. This 
will provide valuable 
insight for 
recommendations to 
enhance the patient 

This was one of the 
suggested priorities that 
stakeholders voted to 
include into 2020-21 at 
our Quality Conversation 
public event in January 
2020. 
National surveys carried 
out in 2018 and 2019 
found that the Trust was 
in the worst 20% of 

The aim is to improve the 
position of the Trust regarding 
cancelled procedures in national 
surveys to the middle quartile by 
31 March 2021. 
Action 1: We will ensure that all 
staff who are likely to be 
delivering this news are trained 
to do so appropriately. 
Action 2: We will explore the 
reasons for ‘patients declining 
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 Why we chose this 
Quality Priority 

How we will evaluate success 

experience. 
 

trusts where patients 
reported they had 
procedures cancelled. 
Feedback within the 
Trust found that if an 
operation is cancelled, 
patients would like an 
apology and explanation. 
During the period 
December 2018-19 there 
were a total of 75 
cancelled appointments 
due to ‘patient declining 
treatment on the day’, 
this is an average of 6 a 
month. 

treatment on the day’ and 
reduce the monthly average 
from 6 to 3 per month. 

 

Monitoring and reporting 
 

• Regular reports on all Quality Priorities go to the Trust level Clinical Governance 

Committee (CGC) and from there to the Integrated Assurance Committee and 

the Trust Board. 

Statements of assurance from the Board of Directors 
A review of our services 
 

During 2019-20 Oxford University Hospitals NHS Foundation Trust provided and sub-

contracted 138 relevant health services. 

 

Oxford University Hospitals NHS Foundation Trust has reviewed all the data available to 

them on the quality of care in 138 of these relevant health services.  

 

The income generated by the relevant health services reviewed in 2019-20 represents 

100% of the total income generated from the provision of relevant health services by 

Oxford University Hospitals NHS Foundation Trust for 2019-20.  
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Participation in clinical audits and National Confidential 
Enquiries 
Participation in national clinical audits 
 

Clinical audit is a process for reviewing clinical performance by measuring clinical 

practice against agreed standards and as result should lead to the refining of quality of 

clinical care. During 2019-20, 56 national mandatory clinical audits and 3 national 

confidential enquiries covered relevant health services provided by Oxford University 

Hospitals NHS Foundation Trust.  

 

During that period Oxford University Hospitals NHS Foundation Trust participated in 

98% of all the eligible national clinical audits as detailed within Table A and 100% of 

national confidential enquiries in which we were eligible to participate as presented 

within Table B of the report. OUH did not participate in the National Audit of Seizure 

Management in Hospitals (NASH3).  

 
The national clinical audits and confidential enquiries that Oxford University Hospitals 

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

during 2019-20, 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. 

Participation in national clinical audits during 2019-20 
(Table A) 
The table describes the national audit issue, who sponsored the audit, what the audit is 
about, whether the Trust participated in 2019-20 and if we did, the percentage of data 
completion achieved. 

National Audit 
issue 

Sponsor/Audit What is the Audit about? Trust 
participation 
in 2019/20 

Percentage Data 
completion 

Assessing 
Cognitive 
Impairment in 
Older People/Care 
in Emergency 
Departments 

Royal College 
of Emergency 
Medicine 

This Quality improvement 
programme identifies 
current performance in 
Emergency Departments 
against clinical standards 
and shows the results in 
comparison with 
performance nationally and 
in the ED’s country in order 
to facilitate quality 
improvement.   
 

Yes Data submission 
suspended due to 
the COVID-19 
pandemic. 
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BAUS Urology 
Audits -  
Radical 
Prostatectomy 
Audit 
 

British 
Association 
of Urological 
Surgeons 

The audit addresses open, 
keyhole or robotic removal 
of the prostate gland (± 
lymph nodes) for cancer. 

Yes  75% 

BAUS Urology 
Audits - 
Cystectomy 

British 
Association 
of Urological 
Surgeons 

The audit addresses open, 
keyhole or robotic-assisted 
removal of the bladder for 
cancer. 

Yes 100% 

BAUS Urology 
Audits - 
Nephrectomy 
audit 

British 
Association 
of Urological 
Surgeons 

The audit addresses partial 
or complete kidney 
removal 
(± the ureter) using open 
or 
"keyhole" techniques. 

Yes 100% 

BAUS Urology 
Audits - 
Percutaneous 
Nephrolithotomy 
(PCNL) 

British 
Association 
of Urological 
Surgeons 

The audit addresses 
percutaneous "keyhole" 
removal of stones from the 
kidney (or upper ureter). 

Yes 74% 

Care of Children in 
Emergency 
Departments 

Royal College 
of Emergency 
Medicine 

The Quality improvement 
programme identifies 
current performance in 
EDs against clinical 
standards and show the 
results in comparison with 
performance nationally and 
in the ED’s country in order 
to facilitate quality 
improvement.  

Yes Data submission 
suspended due to 
the COVID-19 
pandemic. 

Case Mix 
Programme 
(CMP)- 
Intensive Care 
Audit 

Intensive Care 
National Audit 
Research 
Centre 

The Case Mix Programme 
(CMP) is an audit of 
patient outcomes from 
adult, general critical care 
units (intensive care and 
combined intensive 
care/high dependency 
units). This national audit 
benchmarks the risk-
adjusted mortality and 
selected indicators of 
quality delivered by the 
Trust’s four adult critical 
care units. 

Yes 100% 

Elective Surgery 
(National PROMs 
Programme)- 
Hips and Knees 

NHS Digital This audit looks at the 
change in patients’ self-
reported 
health status. 

Yes 106% 

Endocrine and 
Thyroid National 
Audit 
 

British 
Association of 
Endocrine and 
Thyroid 
Surgeons 

The Registry collects data 
on all patients undergoing 
thyroid surgery performed 
by any surgeon registered 
with the BAETS Audit.  No 
exclusions apply. 

Yes 70% 
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Fracture Liaison 
Service Database 

Royal College 
of Physicians 

Fracture Liaison Services 
(FLS) are the key 
secondary 
prevention service model 
to identify and prevent 
primary and secondary hip 
fractures. The audit has 
developed the Fracture 
Liaison Service Database 
to benchmark services and 
drive quality improvement. 

Yes 99% 

National Inpatient 
Falls 

Royal College 
of Physicians 

The audit provides the 
first comprehensive data 
sets on the quality of falls 
prevention practice in 
acute 
hospitals. 

Yes 100% 

National Hip 
Fracture Database 

Royal College 
of Physicians 

The audit measures quality 
of care for hip fracture 
patients, and has 
developed 
into a clinical governance 
and quality improvement 
platform. 

Yes 100% 

Inflammatory 
Bowel Disease 
(IBD) programme / 
IBD Registry 

Inflammatory 
Bowel Registry 

The IBD Registry biological 
therapies audit collected 
data on all patients of all 
ages diagnosed with the 
ICD-10 codes and 
receiving 
biological therapy at any 
time during the year. The 
data was requested at 
three time points: initiation, 
post-induction review and 
12-month review. 

National ethical approval for the 
IBD database does not require 
patient consent which conflicts 
with Oxford’s generic ethical 
consent for the 2500 patient IBD 
database. OUH will continue to 
maintain a local registry. However 
in light of the discrepancies and 
until the national audit produce e- 
consent; OUH will be unable to 
submit external data. 

Major Trauma: 
Trauma Audit 
& Research 
Network 

Trauma Audit 
Research 
Network 
(TARN) 

TARN is working towards 
improving 
emergency health care 
systems by 
collating and analysing 
trauma care 

Yes 100% 

Mandatory 
Surveillance of 
bloodstream 
infections and 
clostridium difficile 
infection 

Public Health 
England 

Mandatory Health Care 
Acquired Infection 
surveillance outputs are 
used to monitor progress 
on controlling key health 
care associated infections 
and for providing 
epidemiological evidence 
to inform action to 
reduce them. 

Yes Audit operates 
as a 
continuous 
data cycle 

Maternal, 
Newborn and 
Infant Clinical 

MBRRACE 
(Mothers 
and Babies, 

The aim is to identify 
avoidable illness and 
deaths 

Yes 100% 
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Outcome Review 
Programme  

Reducing 
Risk through 
Audits and 
Confidential 
Enquiries 
across the UK) 
-UK, National 
Perinatal 
Epidemiology 
Unit, University 
of Oxford 

so the lessons learned can 
be used to prevent similar 
cases in the future. All 
deaths of women who 
die during pregnancy or up 
to one year after the end of 
the pregnancy regardless 
of 
how the pregnancy ended 
or the cause of death. 

Mental Health - 
Care in 
Emergency 
Departments 

Royal College 
of Emergency 
Medicine 

 Yes Data 
submission 
suspended 
due to the 
COVID-19 
pandemic. 

National Asthma 
and Chronic 
Obstructive 
Pulmonary 
Disease (COPD) 
Audit Programme: 
Adult Asthma 
Secondary Care 

Royal College 
of Physicians 

This audit programme 
brings together primary 
care, secondary 
care, and pulmonary 
rehabilitation, along 
with patient experience 
and pilot linkage. Its 
partnership approach 
with multidisciplinary, 
collaborative working aims 
to drive improvements in 
COPD patient care. The 
audit programme supports 
the Department of Health 
(DH) aim to improve the 
quality of services for 
people with COPD by 
measuring and reporting 
the delivery of care as 
defined by standards 
embedded in guidance. 

Yes Continuous 
data 
collection 
April 2018 – 
March 2019 
 

National Chronic 
Obstructive 
Pulmonary 
Disease (COPD) 
Audit programme - 
Secondary Care 

Royal College 
of Physicians 

National Audit of 
Breast Cancer in 
Older People 
(NABCOP) 

Clinical 
Effectiveness 
Unit, The Royal 
College of 
Surgeons of 
England 

The audit will assess the 
processes of care and 
outcomes for women aged 
over 70 years. The 
National 
Audit of Breast Cancer in 
Older Patients (NABCOP) 
results will help NHS 
breast 
cancer services in England 
and Wales to benchmark 
and improve the care 
delivered to these women. 
NABCOP is a new project 
that began in April 2016. 
It is run by the Association 
of Breast Surgery and the 

Yes 86% 
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Clinical Effectiveness Unit 
at the Royal College of 
Surgeons of England. The 
clinical audit will focus on 
the patient pathway from 
diagnosis to the end of 
primary therapy, for 
women 
diagnosed with breast 
cancer from 2014 onwards 

National Audit of 
Cardiac 
Rehabilitation 
(NACR) 

University 
of York 

The audit aims to support 
cardiovascular prevention 
and rehabilitation services 
to achieve the best 
possible 
outcomes for patients with 
cardiovascular disease, 
irrespective of where they 
live. 

Yes Continuous 
data collection 

National Audit of 
Care at the End of 
Life (NACEL)  

Royal College 
of Physicians 

The audit has been 
designed to ensure that 
the priorities for care of 
the dying person outlined 
in the document One 
Chance to Get it Right are 
monitored at a national 
level. 

Yes 100% 

National Audit of 
Dementia 

Royal College 
of Psychiatrists 

The audit measures the 
performance of general 
hospitals against criteria 
relating to care delivery 
which are known to impact 
upon people with dementia 
while in hospital. 

 
Yes 
 

 
No data 
collection in 
2019/20 

National Audit of 
Pulmonary 
Hypertension 

NHS Digital The audit measures the 
quality of care provided 
to people referred to 
pulmonary hypertension 
services. 

Yes Continuous data 
collection and 
submitted by 
Royal Brompton 
hospital 

National Audit of 
Seizure 
Management in 
Hospitals 
(NASH3) 

 NASH (the National Audit 
of Seizure management in 
Hospitals) examines the 
facilities and care available 
to patients arriving in 
Emergency department 
with seizures in order that 
it will identify how best to 
change services to reduce 
the numbers presenting at 
hospital. 

No   OUH 
participated in 
NASH 1 and 
NASH 2. 

National Audit of 
Seizures and 
Epilepsies in 
Children and 
Young People 

Royal College 
of Paediatrics 
and Child 
Health 

The audit aims to address 
the care of children 
and young people with 
suspected epilepsy who 
receive a first paediatric 

Yes 100% 
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(Epilepsy12)  assessment from April 
2018 
within acute, community 
and tertiary paediatric 
services. 

National Bariatric 
Surgery Registry 
(NBSR) 

British Obesity 
and Metabolic 
Surgery Society 
(BOMSS) 

The National Bariatric 
Surgery Register is a 
comprehensive, 
prospective, nationwide 
analysis of outcomes from 
bariatric surgery in the 
United Kingdom and 
Ireland. It contains pooled 
national outcome data for 
bariatric and metabolic 
surgery in the United 
Kingdom. 

Yes 75% 

National Cardiac 
Arrest Audit 
(NCAA) 

Intensive Care 
National Audit 
& Research 
Centre 

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

Yes 100% 

Acute Coronary 
Syndrome or 
Acute Myocardial 
Infarction (MINAP) 

National 
Institute for 
Cardiovascular 
Outcomes 
Research 
(NICOR) 

The Myocardial Ischaemia 
National Audit Project 
(MINAP) was established 
in 1999 in response to the 
National Service 
Framework 
(NSF) for Coronary Heart 
Disease, to examine the 
quality of management of 
heart attacks (Myocardial 
Infarction) in hospitals in 
England and Wales. 

Yes 100% 

National Adult 
Cardiac Surgery 
Audit 
 

National 
Institute for 
Cardiovascular 
Outcomes 
Research 
(NICOR) 

This audit looks at heart 
operations. Details of 
who undertakes the 
operations, the general 
health of the patients, the 
nature and outcome of 
the operation, particularly 
mortality rates in relation to 
preoperative risk and 
major 
complications. 

Yes 100% 

National Audit of 
Cardiac Rhythm 
Management 
(CRM) 

National 
Institute for 
Cardiovascular 
Outcomes 
Research 
(NICOR) 

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

Yes 100% 

National Audit of 
Percutaneous 

National 
Institute for 

This project looks at 
percutaneous coronary 

Yes 100% 
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Coronary 
Interventions (PCI) 
(Coronary 
Angioplasty) 

Cardiovascular 
Outcomes 
Research 
(NICOR) 

intervention (PCI) 
procedures 
performed in the UK. The 
audit collects and analyses 
data on the nature and 
outcome of PCI 
procedures, 
who performs them and 
the 
general health of patients. 
The audit utilises the 
Central 
Cardiac Audit Database 
which has developed 
secure 
data collection, analysis 
and monitoring tools 
and provides a common 
infrastructure for all the 
coronary heart disease 
audits. 

National Heart 
Failure Audit 

National 
Institute for 
Cardiovascular 
Outcomes 
Research 

The aim of this project 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. 

Yes 75% 

National Diabetes 
Foot Care Audit 

NHS Digital National Diabetes Foot 
Care 
Audit 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. 

Yes Continuous data 
collection 

National Diabetes 
Inpatient Audit 
(NaDia) -reporting 
data on services 
in England and 
Wales 

NHS Digital The National Diabetes 
Inpatient Audit - Harms 
(NaDIA-Harms) is a 
continuous collection of 
four diabetic harms which 
can occur during 
an inpatient stay. 

Yes 100% 

National Core 
Diabetes Audit  

NHS Digital National Diabetes Audit 
collects information on 
people with diabetes and 
whether they have 
received their annual care 
checks and achieved their 
treatment targets as set 
out by NICE guidelines.    

Yes 100% 



22 
 

Eligibility criteria for the 
primary or secondary care 
organisation is an 
organisation that is 
responsible for ensuring 
people with diabetes have 
had their annual care 
checks (do not necessarily 
have to be responsible for 
all checks within the year), 
e.g. blood glucose 
monitoring, foot checks, 
BMI, blood pressure, 
cholesterol checks. 

National Early 
Inflammatory 
Arthritis Audit 
(NEIAA) 

British 
Society of 
Rheumatology 

The audit aims to improve 
the quality of care 
for people living with 
inflammatory arthritis. 

Yes 70% 

National 
Emergency 
Laparotomy Audit 
(NELA) 

Royal 
College of 
Anaesthetists 

The National Emergency 
Laparotomy Audit aims to 
look at structure, process 
and outcome measures for 
the quality of care received 
by patients undergoing 
emergency laparotomy. 

Yes 88% 

National Gastro-
intestinal Cancer 
Programme1,2,3 

National 
Oesophago-
gastric Cancer 
(NOGCA) 

NHS Digital The oesophago-gastric 
(stomach) cancer audit 
aims to examine the 
quality 
of care given to patients 
and thereby help services 
to improve. The audit 
evaluates the process of 
care and the outcomes 
of treatment for all O-G 
cancer patients, both 
curative and palliative. 

Yes 71-80% range 
dependent on field 
and source of 
information 

National Bowel 
Cancer Audit 
(NBOCA) 

Royal College 
of Surgeons 
of England 

Colorectal (large bowel) 
cancer is the most 
common 
cancer in non-smokers 
and second most common 
cause of death from 
cancer 
in England and Wales. 
Each 
year over 30,000 new 
cases 
are diagnosed, and bowel 
cancer is registered as the 
underlying cause of death 

Yes 50-100% 
range dependent on 
field and source of 
information 

National Joint 
Registry (NJR)-  
Knee replacement 

Healthcare 
Quality 
Improvement 

The audit covers clinical 
audit during the previous 
calendar year and 

Yes 95% 
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& Hip 
Replacement 

Partnership outcomes 
including survivorship, 
mortality and length of 
stay. 

National Lung 
Cancer Audit 
(NLCA) - Lung 
Cancer Clinical 
Outcomes 
Publication 

Royal College 
of Physicians 

Lung cancer has the 
highest 
mortality rate of all forms 
of cancer in the western 
world and there is 
evidence 
that the UK's survival rates 
compare poorly with those 
in the rest of Europe. 
There 
is also evidence that, in the 
UK, standards of care 
differ 
widely. The audit was set 
up in response to The NHS 
Cancer Plan, to monitor 
the 
introduction and 
effectiveness 
of cancer services. 

Yes 100% 

National Maternity 
and Perinatal 
Audit (NMPA) 

Royal 
College of 
Obstetricians 
and 
Gynaecologists 

The Audit (NMPA) is a new 
large scale audit of the 
NHS 
maternity services across 
England, Scotland and 
Wales. 

Yes 100% 

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

Royal College 
of Paediatrics 
and Child 
Health 

To assess whether babies 
requiring specialist 
neonatal 
care receive consistent 
high 
quality care and identify 
areas for improvement in 
relation to service delivery 
and the outcomes of care. 

Yes 100% 

National 
Ophthalmology 
Audit - Adult 
Cataract surgery 

The Royal 
College of 
Ophthalmologis
ts 

The project aims to 
prospectively collect, 
collate and analyse a 
standardised, nationally 
agreed cataract surgery 
dataset from all centres 
providing NHS cataract 
surgery in England & 
Wales 
to update benchmark 
standards of care and 
provide a powerful quality 
improvement tool. In 
addition to cataract 
surgery, 
electronic ophthalmology 

Yes 99% 
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feasibility audits will be 
undertaken for glaucoma, 
retinal detachment surgery 
and age-related macular 
degeneration. 

National 
Paediatric 
Diabetes Audit 
(NPDA)  

Royal College 
of Paediatrics 
and Child 
Health 

The audit covers 
registrations, 
complications, 
care process and 
treatment 
targets. 

Yes 100% 

National Prostate 
Cancer Audit 

Royal College 
of Surgeons of 
England 

This  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. 

Yes 37-88%  
range dependent on 
field and source of 
information 

National Smoking 
Cessation Audit 

British Thoracic 
Society 

This audit involves 
screening notes of 
inpatients – both smokers 
and non-smokers – to 
establish whether patients 
are being asked the 
fundamental question “do 
you smoke?” and if this is 
being appropriately 
recorded. 

Yes 100% 

National Vascular 
Registry 

Royal College 
of Surgeons of 
England 

The audit addresses the 
outcome of surgery for 
patients who underwent 
two types of vascular 
procedure. The first is an 
elective repair of an 
infrarenal 
abdominal aortic 
aneurysm. The second is a 
carotid endarterectomy. 

Yes 90% 

Neurosurgical 
National Audit 
Programme 

Society 
of British 
Neurological 
Surgeons 

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. 

Yes Continuous 
data 
collection 
April 2019 – 
March 2020 

Paediatric 
Intensive Care 
(PICANet) 

University of 
Leeds 

PICANet was established 
in 2002 and aims to 
continually support 

Yes 100% 
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the improvement of 
paediatric intensive care 
provision throughout the 
UK by providing detailed 
information on paediatric 
intensive care activity and 
outcomes. 

Perioperative 
Quality 
Improvement 
Programme 

Royal College 
of Anaesthetists 

The aim is to look at 
perioperative care of 
patients undergoing major 
non-cardiac surgery and 
measure complication 
rates, failure to rescue and 
patient reported outcomes 

Yes Continuous data 
collection 

Reducing the 
impact of serious 
infections 
(Antimicrobial 
Resistance and 
Sepsis) 

Public Health 
England 

This is currently part of the 
national Commissioning 
for Quality and Innovation 
(CQUIN) payment 
framework for NHS Acute 
Trusts in England. 

Yes 100% 

Sentinel Stroke 
National Audit 
programme 
(SSNAP) 

King's College 
London 
 
 
 

The audit collects a 
minimum dataset for stroke 
patients in England, Wales 
and Northern Ireland in 
every acute hospital, and 
follows the pathway 
through recovery, 
rehabilitation, and 
outcomes at the point of 6 
month assessment. It is 
the only national stroke 
register in the world to 
collect longitudinal data on 
the processes and 
outcomes of stroke care up 
to six months post stroke. 

Yes 100% 

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

Serious 
Hazards of 
Transfusion 

The scheme collects and 
analyses anonymised 
information on adverse 
events and reactions in 
blood transfusion from all 
healthcare organisations 
that are involved in the 
transfusion of blood and 
blood components in the 
United Kingdom. 

Yes 100% 

Society for Acute 
Medicine's 
Benchmarking 
Audit (SAMBA) - 
annual since 2012 

The Society for 
Acute Medicine 

The Society for Acute 
Medicine (SAM) 
Benchmark Audit (SAMBA) 
is a national benchmark 
audit of 
acute medical care. The 
aim of SAMBA19 is to 
describe the severity of 
illness of acute medical 

Yes 100% 

http://www.nejm.org/doi/full/10.1056/NEJMsa0903048#t=article


26 
 

 
An additional audit has been added to the list for inclusion in 2019/20 Quality account 

as it is relevant to services provided by the trust. 

 
• UK Renal Registry 

 
 
Table B - National Confidential Enquiries into Patient Outcome and 
Death (NCEPOD) 2019/20 

patients 
presenting to Acute 
Medicine, the speed of 
their assessment, their 
pathway and progress at 
seven 
days after admission and 
to provide a comparison 
for each participating unit 
with the national average 
(or ‘benchmark’). 

Surgical Site 
Infection 
Surveillance 
Service 

Public Health 
England 

The aim of the national 
surveillance program is 
to enhance the quality of 
patient care by 
encouraging 
hospitals to use data 
obtained 
from surveillance to 
compare 
their rates of SSI over time 
and against a national 
benchmark, and to use this 
information to review and 
guide clinical practice. 

Yes 100% 

UK Cystic Fibrosis 
Registry 

Cystic Fibrosis 
Trust 

The audit addresses the 
care of all patients with a 
diagnosis of Cystic 
Fibrosis. 

Yes 77% 

UK Parkinson’s 
Audit 

Parkinson's UK The UK Parkinson's Audit 
is the recognised quality 
improvement tool for 
Parkinson's services. It 
allows measurement of 
practice against evidence-
based standards and 
patient feedback in a 
continuous cycle of 
improvement. 

Yes 100% 

UK Renal Registry Renal 
Association 

This is a national registry 
of patients receiving renal 
replacement therapy for 
established renal failure. 

Yes 100% 
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The table shows the list of NCEPOD studies that we were eligible for in 2019-20, which 
hospital sites participated and the percentage of clinical questionnaires, case notes and 
organisational questionnaires returned. 
 

NCEPOD studies 
in 2017/18 

Sites 
participating 

Clinical 
Questionnaire 
returned 

Case notes 
returned 

Organisational 
questionnaire 
returned 

Dysphagia in 
Parkinsons  

John 
Radcliffe 
Churchill 
Hospital 
Horton 
Hospital 

100% 100% 100% 

Acute Bowel 
Obstruction 
ongoing 

John 
Radcliffe 
Churchill 
Hospital 
Horton 
Hospital 
 

100% 100% 100% 

Long Term 
Ventilation 
ongoing 

John 
Radcliffe 
Churchill 
Hospital 
Horton 
Hospital 
 

100% 95% 100% 

 
 
OUH has participated in 100% National Confidential Enquiries into Patient Outcome 
and Death (NCEPOD) 2019/20. NCEPOD's recommendations continue to improve the 

quality of care for patients as the service and professionals use them to implement 

change, assisting with local, regional and national quality improvement. The Trust will 

be taking the following action to continue with 100% participation in future NCEPOD 

studies. 

• The Clinical Governance team has introduced systems and processes to ensure 

progress against NCEPOD studies is monitored at weekly checkpoints and any 

lack of progress is identified swiftly and escalated appropriately.  

• The Trust Clinical Effectiveness Committee has responsibility for oversight, 

review and action of NCEPOD studies and is apprised of progress on a quarterly 

basis. 
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The reports of 45 national clinical audits were reviewed by the provider in 2019-20 and 

Oxford University Hospitals NHS Foundation Trust intends to take the following actions 

to improve the quality of healthcare provided. 

 

• In line with the Clinical Audit procedure, monitoring arrangements for national 

clinical audits are firmly embedded within the Trust.  The identified lead clinician 

reviews the report, undertakes a gap analysis and completes an action plan in 

liaison with other members of the multidisciplinary team and appropriate 

managers in the Divisions/Directorates.  

• A summary report of the gap analysis and action plan is presented and 

agreed/approved via clinical governance arrangements in Divisions/Directorates.  

• The Divisional Director, Clinical Director, Divisional Nurse and Directorate 

Clinical Audit Lead are responsible for ensuring action plans are implemented 

supported by the Clinical Governance & Risk Practitioners.   

• The implementation of an action plan against a National Clinical Audit report is 

monitored via Divisional/Directorate clinical governance arrangements, including 

any local barriers to change or organisational/resource constraints which 

preclude implementing change, and whether service improvements have 

resulted. The Clinical Effectiveness Committee receives update reports as 

appropriate. 

• Compliance with National confidential enquiries is reported to the Clinical 

Effectiveness Committee and Clinical Governance Committee and exceptions 

subject to detailed scrutiny and monitored accordingly. 

• Non-compliance with recommendations from National Clinical Audit and National 

Confidential Enquiries are considered in the Annual Business planning process. 

 

Table C - Actions taken and benefits for patient care following 
review of the National clinical audits 
 
The table shows a list of national audits together with a description of actions taken and 
benefits for patient care following their review. 
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Audit title   Summary 
UK Renal Registry The audit showed that the Oxford Kidney Unit (OKU) 

provides an economical renal service since more 
patients receive cost effective treatments such as renal 
transplantation and peritoneal dialysis. Outcomes for 
dialysis and transplant patients at the OKU are in line 
with the national average. Access to transplantation for 
OKU patients is good compared to the national average. 
Use of definitive haemodialysis access in Oxford is in 
line with the national average but less than UK Renal 
association standard. Development of electronic flow 
chart on Electronic Patient record (EPR) is underway 
and when completed will allow automated data 
extraction and improve data completeness. 

Summary of Lung Cancer Clinical 
Outcomes Publication 2018 (2016 
data) 

Oxford was a positive outlier for 30 day mortality with 
100% of patients alive. The 2019 (audit period 2017) 
lung cancer clinical outcome publication confirmed 
continuous increasing numbers of lung resections 
performed for lung cancer. Despite this increase in 
activity, survival rates at both 30 days and 1 year remain 
high. The service aim to continue to maintain practice 
and monitor survival rates through internal and national 
audit participation. 

National Ophthalmology Audit: Third 
Annual Report 

Oxford is at the national benchmark for posterior 
capsular rupture (PCR) rate, which is considered the 
most important indicator of peri-operative complication in 
routine cataract surgery. The overall rate is 1.2% 
nationally and also 1.2% for Oxford (adjusted for case 
complexity).  Oxford is 11th highest volume of NHS 
providers of cataract surgery (3717 procedures). Actions 
include continued and correct data entry to ensure 
correct recording of complications and correct risk 
adjustment. 

OUH Transfusion Safety Annual 
Report 
 

The Trust-wide implementation of an electronic 
transfusion process ensures the safety of transfusion 
and facilitates the documentation of errors. It provides a 
comprehensive audit trail of the complete transfusion 
pathway and links with Cerner EPR for blood ordering, 
decision support and analysis of the appropriate use of 
blood. The team is working on development of a pre-
transfusion transfusion-associated circulatory overload 
(TACO) risk assessment within the transfusion ordering 
system on EPR. 

National Early Inflammatory Arthritis 
Audit (NEIAA) 

The audit noted successful improvements have been 
made in ensuring that patients are referred and seen 
within the 3 week target from referral of GP. All patients 
will be offered /enrolled in patient education within a 
month of first appointment. 

Service review of Bariatric Surgery 
2019  
NBSR Surgeon Outcome Bariatric 
Surgery 2019 

The review of the Oxford Bariatric Surgery shows there 
are no deficiencies. The surgeons undertake surgery on 
less than 40 patients each per month. Actions include 
provision of psychologist to the service and developing a 
Tier 3 heavily linked to Oxford Bariatric (Tier 4). The 
team are already working with OCCG/OCDEM/LA.  
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Fracture Liaison Service Database 
(FLS-DB) Annual Report 2019 

Oxford remains the highest submitting FLS in England 
and Wales. Over the audit cycle it has improved on time 
to FLS assessment within 90 days (74 to 80%) and the 
number of falls assessments done from 57% to 91%. It 
has also improved the proportion of patients 
commencing anti-osteoporosis medication within 16 
weeks of fracture date from 46 to 54%.  Importantly, 
Oxford did not lose performance in any of the other 
indicators. Further work this year has included 
participation in the Royal College of Physician’s 
Breakthrough Collaborative series that focused on 
monitoring. Since Autumn 2019, the service has a 
patient who sits on their governance panel and co-
develops the QI programme. Recommendations include 
focus on improving identification of vertebral fractures 
and improving monitoring outcomes at 16 and 52 weeks. 

BAUS Urology Audits - Cystectomy Significant delay in 31 Day pathway for some patients 
(time between listing and surgery) was identified. This 
has been successfully addressed by commencing a 
weekly cystectomy scheduling meeting which is 
Consultant led. To address high wound dehiscence rate, 
post-operative wound closure in future will be Consultant 
supervised. 

BAUS Urology Audits - Percutaneous 
Nephrolithotomy (PCNL) 

The Churchill Urology Services serves patients with a 
higher risk profile than the national level, with a lower 
median length of stay. Actions include comparison of 
standardised infection ratios and develop strategies to 
reduce to peri-operative complications and sepsis. 

BAUS Urology Audits -  
Radical Prostatectomy Audit 

The report showed no clinical concerns and that there 
was non-significant variation between surgeons. 98 
radical prostatectomies were done 1 April 2016 – 31 
March 2017. 98 operations were completed with the 
robot, 4/98 done open (122 prostatectomies done 1st 
April 2015 – 31 March 2016). The service continues to 
maintain the good practice demonstrated by the unit. 

National Audit of Breast Cancer in 
Older People (NABCOP) 

OUH has  shown 100% compliance in both age groups 
with the NICE Guidance which recommends that each 
patient is assigned a named breast clinical nurse 
specialist (CNS) to provide relevant information, and 
psychological support, and help guide the patient and 
her family through their diagnosis, treatment and follow-
up [NICE 2009a; 2009b]. OUH follows the trend 
nationally with the wait times (Time from diagnosis to 
first treatment with surgery or chemotherapy) for women 
aged 50-69 and women aged 70+. OUH waiting times 
are slightly less than the audit group median.  

National Gastro-intestinal Cancer 
Programme 

The service demonstrated good practice with low 
percentage of Emergency Surgery and high interest in 
screening programme. Majority of temporary stomas are 
being reversed which is high priority in National Bowel 
Cancer (NBOCA) report re Quality Of Life (QOL). This 
also reflects low rate of post op leaks. Excellent 
involvement of clinical nurse specialists (CNS) team was 
noted. The issue with Data capture is being addressed 
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with the Cancer Management Team and service lead. 

National Prostate Cancer Audit The Urology service carried out local investigation 
following the results of the audit and since then changed 
catheters used and modified the amount of traction used 
during the apical stages of the procedure and had a 
marked reduction in the stricture rate. From 2016, the 
stricture rate had fallen to 2%, and at recent audit of 
2017 data, we noted that this low stricture rate has fallen 
further to 1.6%. The Cancer Management team have 
continued to improve the Infoflex database and 
anticipate further upgrades to address data quality 
issues and improve data submission. 

2019 UK Parkinson’s Audit 
 
 

There have been marked improvements as compared to 
results in previous rounds of this audit. In all domains the 
OUH scored 93.8 – 100%, much better when compared 
to the national data. The audit predominantly covered 
documentation and discussions during treatment 
sessions. These measures were put in place which was 
reflected through improvements in metrics. Parkinson’s 
disease specialist nurse is now in post. 

National Maternity and Perinatal 
Audit (NMPA) 

OUH FT is above average for smoking cessation in 
pregnancy and breastfeeding initiation rates, and is 
fractionally below the national average for skin-to skin-
contact. The OUH FT Obstetric Anal Sphincter Injury 
(OASI) rate is monitored monthly at Intrapartum Group. 
OUH FT is an outlier for postpartum haemorrhage over 
500ml. An audit has already commenced working with 
the Academic Health Sciences Network examining 
‘minor, major and massive’ postpartum haemorrhage 
across the region. 

National Cardiac Arrest Audit 
(2018/19)  

There were fewer cardiac arrests per 1000 admissions 
than in 2017/18 and less than the available comparator. 
The percentage of patients with Return of Spontaneous 
Circulation (ROSC) for more than 20 minutes has fallen 
across all sites.  Overall ROSC and survival to hospital 
discharge (STHD) remain higher than nationally. 

National Audit of Cardiac Rhythm 
Management Devices and Ablations 
2016 

All OUH data appears to be within the national limits for 
device therapy and ablations. The Trust is in the top 10 
centres for ablation in the country. Data completeness 
has improved significantly compared to the previous 
report and is expected to be even better with next 
version. The re-intervention rates are benchmarked and 
4.7% for pacemakers in JR and the national rate is 
4.2%.  

QS9 Chronic Heart Failure National 
audit 

At the JR, input from the Heart Failure team was above 
the national average. Referral to cardiac rehabilitation, 
discharge planning and follow up with the heart failure 
team are all above the national average. Actions in place 
to improve daily access to echocardiography and service 
plans in place to improve recruitment and retention of 
Cardiac Physiologist. 
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National audit of dementia - Round 4  
 

High standards of (multifactorial) assessment, discharge 
planning, documentation and communication with carers 
were achieved. There were also an improved number of 
responses from the carer questionnaire (48 from 17) 
improving their validity and reassuringly 91.7% stated 
that the care their relative received was good/excellent.  
An area identified for further work was around staff 
training and staff support. 

National Paediatric Diabetes Audit 
(NPDA) 2017-18 

HbA1c outcomes are well above the national average 
making Oxford Children’s Diabetes (OCD) service a 
positive outlier, which means the OCD service achieves 
exceptional results within England and Wales. For 
individual patients this is expected to translate into fewer 
long-term complications, reduced morbidity and 
mortality, and in the long-term, savings to the NHS. 
Areas for future improvement include recording of the 7 
care processes and sick day rule teaching, which are 
reported as below national targets.  

National Diabetes Inpatient Audit 
(NaDIA) Hospital Characteristics 
(Cross divisional) 

OUH prevalence of diabetes is similar to elsewhere in 
the country (OUHFT: 17.0% in 2017; nationally 17.6%; 
Shelford Group 18.0%) (OUHFT: 15.6% in 2016, 15.5% 
in 2015, 13.4% in 2013 and 14.7% in 2012). Key actions 
include: 
Develop near real time inpatient trigger systems in 
response to abnormal glucose/ketone concentrations. 
Automated reporting of data from Orbit, broken down by 
clinical area; automated prompting of individual 
abnormal results to individual specialist clinician. 

National Diabetes Insulin Pump Audit 
2017-18 (England and Wales) 

The audit shows that 16.6% of people with Type 1 
diabetes seen in OUH adult diabetes clinics were treated 
with insulin pump therapy compared with 17.7% across 
all participating centres. People with Type 1 Diabetes 
have good access to insulin pump therapy within 
Oxfordshire. The results suggest that we have 
significantly improved the delivery and recording of key 
care processes over the last year within the OUH pump 
clinic and we continue to achieve better than the national 
average measures for clinically relevant diabetes 
outcomes. Further work is being done to improve both 
the % of people recorded as receiving their 8 key care 
processes and the % of people achieving their disease 
specific treatment targets. 

National Diabetes Audit, 2017-18. 
Report 1: Care Processes and 
Treatment Targets: 

OUH is above the average for specialist services in 
achievement of the treatment targets for people with 
Type 1 and 2 Diabetes. OUH is below the national 
average for completion of the 8 key care processes for 
people with Type 
1 and Type 2 Diabetes. Recommendations include the 
OCCG, OUH and local GPs need to work together to 
share patient level data and accountability for the people 
with Diabetes in Oxfordshire in order to significantly 
transform their care and treatment. 



33 
 

Adult Percutaneous Coronary 
Interventions (Angioplasty Audit) 

OUH performed above national average in the key 
metrics for this audit. In emergency patients presenting 
with ST-elevation myocardial infarction, the 
recommended door-to-balloon time (DTB) of less than 
90 minutes was met in 93% of cases (national average 
91%). In patients with non ST-elevation myocardial 
infarction, 88% of patients presenting direct to our trust 
waited less than 72 hours prior to treatment, with 77% of 
patients presenting initially to a different trust and then 
transferred for treatment at OUH waiting less than 72 
hours prior to treatment (national average 57%).  
OUH risk adjusted MACCE (major adverse 
cardiovascular and cerebrovascular event) rate was 
2.6% (against a predicted rate of 3.2%). 

National Lung Cancer Audit (NLCA) 
Annual Report 2018 

OUHFT continues to have one of the highest resection 
rates in the country (32.4 vs national average 18.4%) 
with low mortality. 1 Year Survival for OUHFT increased 
to 48.7% from 42.5% above national average (National 
average 37% )  
Improvements in data capture have demonstrated a high 
quality pathology service. Clinical Nurse Specialists 
(CNS) provision at OUHFT remains well below target for 
percentage of patients seen by CNS possibly because of 
difficulties capturing data. The service is working on data 
collection methods as data quality and completeness 
remains an on-going issue.  

NCEPOD report : Cancer in children, 
teens and young adults (TYA) report 

The report highlighted that formal transition policy; 
Ready, Steady, Go has been adopted by Trust recently. 
On-treatment patients complete therapy with Children’s 
services and then referrals are made to appropriate adult 
site specific MDT/service. Exemplar service is the 
Sarcoma service which runs multi-professional joint TYA 
clinic for treatment and transition from children’s to adult 
oncology 

NCEPOD report: “Highs and Lows: A 
review of the quality of care provided 
to patients over the age of 16 who 
had diabetes and underwent a 
surgical procedure” 

The primary recommendation of this report included the 
appointment of a clinical lead for peri-operative diabetes 
management. Nationally, the report concluded that good 
practice was seen in the clinical care of 34.8% of people 
who participated in the study. Organisational systems of 
care were deemed to require improvement in 9.2% of 
cases, and both clinical and organisational systems of 
care in 14.1% of cases. 

National End of Life Care Audit The overall picture shows that OUH summary scores for 
7 of 9 domains are better than the national average. 
OUH is providing better care at the end of life than is 
seen nationally. Governance was lower than the national 
comparator due to the lack of a care plan for end of life 
care. There has been a significant improvement in the 
documented care of the dying since 2016 .Documented 
recognition of dying continues to be quite late in the 
patient’s journey reducing the opportunity for patient 
involvement. The team continue to work on an electronic 
care plan and revisit end of life care education strategy 
with (EoLCSG) and Trust education team.  
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National Lung Cancer Audit: Clinical 
Outcome Publication Report 2018 

Oxford was a positive outlier for 30 day mortality with 
100% of patients alive. The audit confirmed continuous 
increasing numbers of lung resections performed for 
lung cancer. Despite this increase in activity, survival 
rates at both 30 and 90 days have demonstrated 
consistent improvements over the 5 last years. 

TARN Clinical Report I 2019: 
Thoracic and Abdominal 

The survival rate has continued to improve and is now 
+1.94 additional survivors per 100 patients (from +0.80 
previously), according to outcome at 30 days or 
discharge. The rate of survival puts the JRH Major 
Trauma Centre as one of the top performing in the 
country. Consultant presence within 5mins of arrival for 
the most severely injured patients (ISS>15) is currently 
at 57%, and remains below the national average of 72%. 

SSNAP Clinical Audit Report The John Radcliffe Hospital Stroke Service (JRH) was 
rated as Band “A” for Period 22 and Band “B” for Period 
23. In addition to the long-identified challenges to 
metrics that are time dependent during the winter 
months, the other reason for the deterioration in 
performance was due to issues around the delivery of 
Speech and Language therapy as the contracts were 
transferred across to OUHFT from Oxford Health NHS 
Foundation Trust. 

 
 
The reports of 124 local clinical audits were reviewed by Oxford University Hospitals 

NHS Foundation Trust in 2019-20 and Oxford University Hospitals NHS Foundation 

Trust intends to take the following actions to improve the quality of healthcare provided. 

 

• The local audit reports are monitored via clinical governance 

arrangements in Divisions/Directorates and presented at local clinical 

governance meetings. 

• The Trust will be using a new data management system from –

Quarter 2 2020-21 to register and record all actions for audits. This 

will facilitate reporting of local audits and allow divisional and central 

clinical governance team to have greater oversight into local audits. 

 

Table D: Actions taken and improvements made from local audits 
 
The table shows a list of local audits and then describes the actions taken 
and improvements that have been made as a result. 
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Paper Name Summary 
NICE Clinical Guideline 192 and 
Quality Standards 115 ( Mental 
Health in Maternity) 

100% women were screened for depression at 
booking using the NICE-recommended Whooley 
screening questions.97.5% women who 
screened positive for depression were referred 
for assessment, as per Trust guideline. EPR 
automated discharge procedure and a new 
template to include mental health is being 
implemented following the audit. 

Audit of Paediatric Endocrine 
Disorders of Sexual Development 
Clinic  (DSD) against BSPED Clinical 
Standards 

The Oxford Paediatric DSD service completely 
met 4 of these standards and partially met a 5th 
standard. The key action following this audit is 
to document formal involvement of the wider 
DSD MDT members where appropriate. The 
service plans to investigate the possibility of 
registering patients to the National DSD 
database assuming approval from 
patients/parents is obtained. 

CG71 Familial 
hypercholesterolaemia: 
identification and management 

-  
 

The audit shows that a representative sample of 
the OUHFT patients are well managed from a 
therapeutic perspective, but the service has 
shortcomings in supporting cascade testing. The 
implication of this is that detection of new 
patients requiring early Cardio Vascular Disease 
prevention is low. The division is supporting 
recruitment of a specialist nurse to run cascade 
testing for Familial hypercholesterolaemia. 

CG156 – Fertility Problems: 
Assessment and Treatment 
 

The audit demonstrated good compliance with 
this clinical guidance. Overall, the use of a 
prepopulated clinic template appears to have 
significantly assisted clinician in compliance with 
key information delivery for patients and GP’s. 
The variation from few current 
recommendations has been largely based on 
current emerging evidence which has been 
considered after careful and detailed discussion 
at the local Reproductive Medicine Clinic 
Multidisciplinary team. 

NICE QS64 Feverish Illness in 
Children under 5 years: 
 

Majority of the quality standards (where 
applicable) were met to a high level, with some 
improvements since last audit completed in 
2015.The Children’s Decision Unit admission 
documentation has since been updated to 
include a sepsis tool. An HGH sepsis tool will be 
included in admission proforma.  

Dementia (Cognitive) Screening The audit achieved 100% compliance for 
completing cognitive screening assessment and 
onward referral targets whilst monthly screening 
rates between Nov 2018-Oct 2019 have ranged 
from 73.75%-82.53% against a target of 90%. 
The team aim to move towards fully paperless 
patient assessment, having a Memory specialist 
nurse in post and new methods have been 
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developed to feedback outstanding cognitive 
screens. 

NICE Clinical Guideline NG 75 - 
Faltering growth: recognition and 
management of faltering growth in 
children 

An area of good practise was commended 
whereby 100% of patients received clinical 
assessment by a paediatrician. The audit 
showed that weight and length were measured 
and plotted in 100%. Feeds were regularly 
assessed in inpatients and breastfed infants 
were referred to the infant feeding team where 
feeding was observed.  Safe management 
plans were implemented together with the 
families. The audit highlighted lack of dietetic 
support and hence difficulty to fully comply with 
the guideline. No inpatient dietetic service in 
Children’s ward HGH is on risk register.  

NG96 Care and support of people 
growing older with learning 
disabilities - particularly the staffing 
section 

The audit demonstrated higher compliance for 
end of life care and in providing communication 
support for this group. Key actions are to 
increase Learning disability awareness training 
for all staff and increase Advanced Care 
Planning within hospital and in the community. 

NG27 Transition between inpatient 
hospital settings and community or 
care home settings for adults with 
social care needs 

Overall compliance for this NICE guidance was 
recorded at 100%. The audit showed that 
hospital-based multi-disciplinary teams were 
swiftly established and patient’s discharge plans 
were reviewed regularly. However a key theme 
for improvement centred on communication 
between secondary care and adult social care. 

QS158 Rehabilitation after critical 
illness in adults 

Overall, the multidisciplinary compliance with 
documentation of rehabilitation assessments 
and goals on Adult Intensive Care Unit remains 
high. The team aim to continue with educational 
programme to improve identification of risks for 
non-physical complications to 100% compliance 
(current 71%). 

QS168 Cystic Fibrosis and  
NG78 Cystic Fibrosis: diagnosis and 
management 

Outcomes at OUH for the key clinical outcomes 
of lung function (FEV1) and body mass index 
were within expected parameters (i.e. 
<1standard deviation from the national mean).  
Rates of chronic Pseudomonas aeruginosa 
infection at OUH were below the national mean 
(a favourable outcome) and rates of prescription 
of nebulised rhDNase were higher than the 
national average (again a favourable 
outcome).Key action include a business case to 
support staffing uplift and CF in-patient 
provision. 

NG 107 Renal replacement therapy 
and conservative management 

Oxford Kidney Unit (OKU) demonstrated 
compliance with majority of the guidance (43 out 
of the 46 recommendations) Key actions include 
restructure the Renal replacement therapy 
education pathway to allow ‘fast track access’ to 
Renal Replacement therapy (RRT) education for 
patients presenting late to OKU with End stage 
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Renal Disease (ESRD).  

NICE Quality Standard 146- Head & 
Neck Audit 

The audit showed that the Head and Neck 
Cancer standards related to staging are met. 
Oropharyngeal tumours are given the 
appropriate discussion re radiotherapy vs 
surgery.  

NICE guideline [NG94] :Emergency 
and acute medical care in over 16s: 
Service delivery and organisation 

The audit showed good compliance with the 
guidance. 
There is liaison between ED and psychological-
medicine team. The audit demonstrated 
excellent multidisciplinary working with 
discharge planning. 

Diabetes Foot MDT Results The audit demonstrated measurable outputs 
following the setup of the MDT. As well as an 
impact on the inpatient length of stay, there has 
been a reduction in the time a patient will wait 
before they have their first appointment in 
vascular surgery and orthopaedics. 

Trust-Wide Audit of VTE Prevention VTE prevention team’s action plan includes 
continuing developing additional ‘safety nets’, 
including EPR solutions, following root cause 
analysis of incidents and audits of practice. 

Validation audit against reported 
Hand Hygiene Compliance by all 
OUH NHS FT Inpatient wards 2018 – 
2019 

The increase in compliance was attributed to the 
introduction of the Hand Hygiene Action Plan 
Flowchart. This is implemented when areas 
score below 80%. The audit showed that areas 
which implemented the action plan and were re-
audited reached above 80%. 
Three areas achieved 100% compliance- the 
renal dialysis units at the Horton and Stoke 
Mandeville and Churchill Intensive Care Unit. 

HIV testing: increasing uptake 
amongst people who may have 
undiagnosed HIV (NG60) 

The audit showed that the HIV opts out 
programme on Ambulatory Assessment Unit 
has improved screening rates by 20% Key 
actions include further teaching sessions  to be 
offered to the staff, testing champions has been 
identified, modifications to EPR e.g. Popup to 
remind staff to test and medical staff to check 
testing has been offered.    

Standardising care of acute 
pancreatitis across the Thames 
Valley region 

Measures taken following the audit included 
Educational programme ;Outreach service; 
Multi-disciplinary team meetings ;Dedicated 
phone/email service ;‘Hot gallbladder’ operative 
pathway (minimised the deficit by approximately 
£200,000). 

Audit of Abiraterone monitoring, 
transaminases and hypokalaemia– 
‘real world` data comparison 

The audit showed that although monitoring was 
low, no cases of significant clinical toxicity were 
found. No patients discontinued treatment due 
to hepatic toxicity. The audit results will be used 
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to improve patient care, by informing 
practitioners and driving quality standards 
including: - Counselling new patients and 
agreeing a plan to monitor ALT/ASTs fortnightly 
for months 1-3, requesting GP support if 
required.   
Providing monitoring reminders to patients at 
clinic visits and with drug deliveries.  
Agreeing clinical governance responsibilities 
with home delivery companies to ensure drug is 
not delivered without recent ALT results 

 

Our participation in clinical research 
 

OUH is one of the United Kingdom’s leading university hospital trusts, committed to 

achieving excellence and innovation through clinical research. OUH and its research 

partners aim to find new ways to diagnose and treat our patients locally, and to 

contribute to healthcare advances nationally and internationally. This is underpinned by 

bringing together academic research expertise with our clinical teams to translate 

medical science into better healthcare treatments.  

 

OUH hosts the Oxford Academic Health Science Network (AHSN) and has been a 

partner in the Oxford Academic Health Science Centre (AHSC), along with Oxford 

Health NHS Foundation Trust, Oxford Brookes University and the University of Oxford, 

since 2014. These partners bid successfully in the recent competition for NIHR/NHSE/I 

Academic Health Science Centre designation, under a new name – the Oxford 

Academic Health Partners (OAHP). This designation comes into effect from 1 April 2020 

and is for an initial period of five years. 
 

In particular, OUH works in close partnership with the University of Oxford (OU) in 

clinical research, encompassing major programmes in all areas of medical sciences, 

including cardiovascular, stroke, dementia, cancer, infection, vaccines, surgery and 

imaging, as well as inter-disciplinary collaborations in digital health. 

 

The OUH-University of Oxford Biomedical Research Centre (NIHR Oxford BRC) had 

previously been awarded funding of £114 million for the period 2017-22, following a 

competitive bidding process. The OUH-OU BRC is working with the new Oxford Health 

NHS Foundation Trust (OH)-OU BRC in mental health (which has been awarded 

funding of £12.8 million) and with the Oxford AHSC (now OAHP), to develop 

innovations in areas such as working with ‘big data’, personalised medicine and tackling 
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the problems of multiple long-term conditions and dementia. The OUH-OU BRC is also 

supporting enhanced capabilities for working with industry, provision of clinical research 

facility (CRF) and good manufacturing practice (GMP) manufacturing capabilities, and 

for patient and public involvement. 

The BRC have jointly funded a new post of Director of Nursing and Midwifery Research, 

this key role has been appointed to and will: 

Establish works streams to support and develop staff currently on or exploring an 

academic research pathway. 
 

• Establish a Research centre within the Trust Academy for all nursing, midwifery 

and allied health professionals (NMAHPs) to foster and strengthen research 

support and collaborations. 

• Develop, implement and evaluate a Trust wide career pathway for clinical 

academic careers in collaboration with BRC, The Oxford Institute of Nursing, 

Midwifery and Allied Health Research (OxINMAHR), and OAHP. 

• Identify, engage and support all research nurses within the Trust with a robust 

pathway of continued professional and personal development. 

• Engage and empower staff to be innovators and evidence-based practitioners to 

ensure the highest quality of care and patient safety. 

• Strengthening our research culture through developing capability and capacity of 

all NMAHPS in the Trust. 

• Strengthen co-created research priorities with patient and carer representatives 

through partnerships and collaborations within the Trust and externally. 

• Develop a number of resources to support and develop skills and knowledge in 

research and innovation to support practice development. 

• Build on strong links with the Faculty of Health and Life Sciences, Oxford 

Brookes University to support pre-registration health care students to engage in 

clinical research. 

• Explore, develop and lead research and innovation opportunities across the 

Buckinghamshire, Oxfordshire and Berkshire West (BOB), Integrated Care 

System (ICS).  

• Build research collaborations within the Trust, OAHP, BRC, as well as national 

and international partnerships, to develop funding streams to ensure 

sustainability of the NMAHP research workforce. 
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In 2019-20, there have been more than 2,087 active clinical research studies hosted by 

OUH. During this time the Trust initiated 308 new studies and hosted 429 studies with 

commercial partners. There are 206 OUH staff who are directly supported by the 

National Institute for Health Research Biomedical Research Centre (NIHR BRC) funding 

and 243 staff supported by the National Institute for Health Research Clinical Research 

Network (NIHR CRN). 

 

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

Oxford University Hospitals NHS Foundation Trust in 2019-20 who were recruited 

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

was 25704 participants recruited to 505 studies which were CRN portfolio registered. 

 

In response to the COVID-19 pandemic, in late March 2020 OUH put in place measures 

to pause all routine clinical research activities, in order to prioritise studies directly 

related to COVID-19 and studies where the research protocol provided required 

treatment or intervention for patients. OUH is working intensively with key partners – 

most notably at OU – to set-up and/or support a wide variety of world-leading COVID-19 

research activities. These include developing new vaccines, antibody tests, and hosting 

a large number of trials mandated as Urgent Public Health Studies by the UK 

Government, many of which are led by Oxford researchers. 

 

For example, patients with COVID-19 at the John Radcliffe Hospital were the first to be 

recruited to the largest national clinical trial to test the effects of potential drug 

treatments for those with COVID-19. The Randomised Evaluation of COVID-19 therapy 

(RECOVERY) trial, which has been classed as an Urgent Public Health Study and is 

being led by researchers from the University of Oxford, will provide doctors and the 

health service with information they need to determine which treatments should be 

used. The treatments initially included in the study have been recommended by an 

expert panel that advises the Chief Medical Officer in England. These are Lopinavir-

Ritonavir, normally used to treat HIV, and the steroid dexamethasone, which is used in 

a wide range of conditions to reduce inflammation. The safety and side effects of both 

drugs are well known. In the future, the RECOVERY trial will be expanded to assess the 

impact of other potential treatments as they become available. 

 

Examples of the impact on patients of research published or announced during 2019-20 

include:  

https://www.nihr.ac.uk/covid-studies/


41 
 

• Researchers in Oxford carried out the world’s first gene therapy operation to 

tackle the root cause of age-related macular degeneration (AMD), the UK’s most 

common cause of sight loss. The procedure, carried out at the John Radcliffe 

Hospital by Prof Robert MacLaren, involves detaching the retina and injecting a 

solution containing a virus underneath. The virus contains a modified DNA 

sequence, which infects cells and corrects a genetic defect that causes AMD. 

The aim is to halt the progress of the condition and preserve what vision remains. 

If successful, it is hoped that gene therapy can be used on patients with early 

AMD and so halt the disease before their vision starts to deteriorate. Prof 

MacLaren has run similar ground-breaking gene therapy trials for rarer causes of 

blindness, choroideremia and X-linked retinitis pigmentosa.  

 

• A new test that predicts with almost 100 percent accuracy that a pregnant 

woman will not develop pre-eclampsia within the following seven days is being 

fast-tracked for use across the NHS, sparing thousands of women nationwide a 

stressful hospital admission. The test was successfully trialled by researchers 

and clinicians at the John Radcliffe Hospital's Women's Centre and Clinical 

Biochemistry team, and accepted as routine clinical practice at OUH in 2018. 

Before the introduction of the test at OUH, almost 70 percent of patients admitted 

did not subsequently develop pre-eclampsia. The additional cost to the NHS for 

treating pre-eclampsia is estimated at £9,000 per pregnancy.  

The blood test, developed by Roche Diagnostics and used in conjunction with 

standard clinical practice, measures the ratio of two placental factors - maternal 

serum soluble fms-like tyrosine kinase (sFlt-1) and placental growth factor (PlGF) 

- that are released into the mother's blood.  

Following its adoption at OUH, the Oxford Academic Health Science Network 

(AHSN) oversaw the introduction of the test into other hospitals in the Thames 

Valley region and beyond, through the AHSN Network. It was identified for rapid 

uptake nationally and has been supported by the Innovation Technology 

Payment scheme and Accelerated Access Collaborative, which identifies highly 

transformative innovations and introduces an accelerated pathway to market. 

 

• Three patients at OUH are among the first in the World to receive a pioneering 

experimental treatment for the devastating and currently incurable neurological 

condition, Huntington's disease. This international collaborative trial, sponsored 

by Roche pharmaceuticals, is the first gene therapy trial in Oxford for a 
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neurodegenerative disease of the central nervous system. Huntington's is 

generally considered to be a rare disease, but there are around 400 people 

affected in the Oxford area. If successful, the trial could have implications not just 

for Huntington's disease but also genetically similar conditions such as some of 

the spinocerebellar ataxias. 

 

• The OUH’s Cancer and Haematology Centre at the Churchill Hospital and the 

Horton General Hospital in Banbury have introduced a genetic test that helps 

predict dangerous side-effects of chemotherapy, and could pave the way for a 

more personalised treatment for cancer patients. As a result of an agreement 

between Oxford University Hospitals and Oxford Cancer Biomarkers (OCB) Ltd, 

600 patients receiving chemotherapy each year for colon, breast, oesophagus 

and other cancers will have a blood test prior to treatment. The test predicts the 

side-effects of two commonly used chemotherapy drugs, and will allow the 

cancer teams to tailor the chemotherapy dose for each patient. OCB's ToxNav 

test looks at 19 different genetic changes (variants) of a gene called DPYD that 

indicate susceptibility to the toxicity of chemotherapy drugs capecitabine and 

5FU, and so better predict who is at risk. Between five and eight percent of the 

population are affected by these DPYD variants. 

 

• Cardiovascular Researchers at the John Radcliffe Hospital’s Heart Centre have 

developed a new biomarker – derived through artificial intelligence analysis of 

routine CT scans – that can identify people at high risk of a fatal heart attack at 

least five years before it strikes. The University of Oxford researchers, supported 

by the NIHR Oxford Biomedical Research Centre, developed the new fat 

radiomic profile (FRP) ‘fingerprint’, which detects biological ‘red flags’ in the fat 

tissue surrounding the coronary arteries, that supply blood to the heart. 

 

• Using a technique more commonly used in brain imaging, researchers in Oxford 

have identified the tell-tale signs of the potentially fatal heart condition 

hypertrophic cardiomyopathy (HCM), the leading cause of sudden cardiac death 

in young people. This study, supported by the Oxford BRC, is the first time these 

microscopic heart muscle abnormalities have been spotted in living patients. One 

in 500 people across the world has HCM, an inherited condition in which part of 

the heart muscle becomes much thicker. In some people the condition can lead 

to complications such as heart failure and stroke, while others have no symptoms 

and normal life expectancy. But even patients with no symptoms are still at risk of 
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dying suddenly. When seen under a microscope, their muscle fibres are 

arranged abnormally, and do not have the usual alignment that allows heartbeats 

to spread evenly across the heart’s muscle fibres. Until now this disarray in heart 

muscle fibres had only been detectable in a post-mortem. Identifying this disarray 

would allow doctors to intervene before a sudden cardiac arrest happened, by 

fitting an implantable cardioverter defibrillator, a small device that kick-start the 

heart into beating normally again when it detects life-threatening heart rhythms. 

 

• A study conducted at the University’s MRC-Weatherall Institute of Molecular 

Medicine, at the John Radcliffe Hospital, had discovered the specific gene 

mutations that cause the development of leukaemia in children with Down’s 

syndrome. Children with Down’s syndrome have a 150-fold increased risk of 

myeloid leukaemia, and while some of the genetic causes of this have been 

previously established, this is the first study to identify a wide range of mutations 

and how they functionally interact to lead to leukaemia. The British Society for 

Haematology has introduced new national guidelines recommending that all 

babies born with Down’s syndrome should have a new genetic test to detect 

signs of the preleukaemic condition, developed by the Oxford research team. 

 

• A second person has experienced sustained remission from HIV-1 after ceasing 

treatment, ten years after the first such case, known as the ‘Berlin Patient’. Like 

that first occasion, the second patient was treated with stem cell transplants from 

donors carrying a genetic mutation that prevents expression of the HIV receptor 

CCR5. The study involved Oxford researchers as part of the CHERUB 

collaboration, led by the Oxford and Imperial College NIHR Biomedical Research 

Centres. The Oxford team carried out assays in this trial to show there was no 

evidence of persisting virus. 

 

• The risks associated with shoulder replacement surgery for arthritic conditions 

are higher than previously estimated, according to a study by Oxford BRC-

supported University of Oxford researchers based at the Nuffield Orthopaedic 

Centre. The findings show that one in four men aged 55-59 years is at risk of 

needing further revision surgery, especially during the first five years after 

surgery, while the risks of serious adverse events (heart attacks, major blood 

clots and chest infections) within 90 days of surgery are much higher than 

previously estimated, particularly in those over 85 years. 
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• An online support programme to improve sleep has been offered free to people 

living in the Thames Valley. Sleepio, a web-based programme based on 

cognitive behavioural therapy (CBT), was the first ever NHS roll-out of direct-

access digital medicine. It was developed after the largest ever research trial into 

the impact of digital CBT on adults with insomnia demonstrated the link between 

better sleep and improved overall health. The trial was carried out by researchers 

from the University of Oxford’s Nuffield Department of Clinical Neurosciences, 

based at the John Radcliffe Hospital.  

 
Our education and training 
 
Education and training remains a core focus of activities within the Trust to enhance 

patient safety and service development.  

 

In 2019/2020 there were 489 clinical medical students spread across OUH and its LEPs 

(Local Education Providers). The COVID-19 pandemic has had a substantial impact on 

training, such that clinical placements were suspended on 13th March 2020 (reopened 

on 6th July 2020). During that time hundreds of students volunteered in a range of roles 

from Intensive Care to laboratory work, and benefitted hugely from the support, 

supervision and mentorship of their placement leads and staff. 140 final year students 

graduated early such that they could apply for interim Foundation Year jobs to support 

the Trust in crisis, and 98 were deployed across the Deanery, according to clinical need. 

  

External metrics remain very positive. General Medical Council progression reports 

indicate that Oxford graduates have the highest Postgraduate speciality exam pass 

rates of all medical schools in the UK, and 70% of graduates agree or strongly agree 

that their course prepared them for their Foundation Year, a figure which remains above 

the national average.  

  

New training and education initiatives for this year include an Medical Sciences 

Division-funded Educational Supervision program from all our clinical students, four 

Cancer Research UK-funded DPhils ring-fenced for medical students who choose to 

intercalate research either immediately before or during their clinical training, and the 

development of an MSc in Medical Education to improve our faculty development and 

educational research impact. These programs speak to the imaginative and 

interdisciplinary work across the Medical School, Trust and Division, and the close 

collaboration with clinical and academic departments, Oxford University Clinical 
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Academic Graduate School, Oxford University Medical Education Fellows and other 

Divisions within the University as a whole. 

 
In 2019-20 there were 833 trainee doctors working at OUH; of these 599 (72%) were 

tariff-funded by Health Education England (HEE).  There are 234 posts that are 

recognised for training by HEE, but are Trust-funded.  There are 70 posts partially 

funded on the NIHR scheme (41 Academic Clinical Fellows and 29 Clinical Lecturers). 

All these training posts are subject to quality management by the local office of HEE 

Thames Valley. 

  
Every trainee in an HEE-recognised post has a named Educational Supervisor (ES) 

who is appropriately trained to be responsible for the overall supervision and 

management of a trainee’s learning and educational progress during their placement. 

There are approximately 450 trained Educational Supervisors (ESs) at OUH who are all 

compliant with the General Medical Council (GMC) ‘Recognition of Trainers’ policy.  

Regular ES updates and faculty development sessions are offered by the Department of 

Postgraduate Medical Education.  

  
Training and learning environments are monitored by local review and feedback but we 

also take part in annual national surveys - the GMC Training Survey (for doctors only) 

and the National Education and Training (NETS) – for all learners. 

  
In the 2018 GMC trainee survey, the majority (78%) of trainees at OUH expressed 

‘Overall Satisfaction’ with their training experience in Oxford; this is unchanged from last 

year. There is detailed information available broken down by department and specialty 

available in the public domain on the GMC website.  

  
However some negative (red) outliers remain in Medical, Clinical Oncology and 

Palliative Medicine and Ophthalmology. These are in part linked to longstanding issues 

in the arrangement of services and out of hours cover at the Churchill Hospital. A 

detailed action plan is now in place to address these concerns and the required 

changes to rotas and training arrangements will be in place this year. The situation is 

being closely monitored.   

  
GMC Enhanced Monitoring continues in Neurosurgery for Foundation Level only. 

Previously both higher training and Foundation training were under enhanced 

monitoring but this was removed for higher training and remains in place for Foundation 

training only. Feedback in the 2019 Survey for neurosurgery was much improved after 

sustained effort and a detailed turnaround action plan, which was supported as a quality 
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improvement project (QIP) within the department. HEE are continuing to visit each new 

cohort of Foundation doctors in the posts (every 4 months) to see evidence that the 

improvements in the learning environment can be sustained.  

  
Some specialties are to be noted as exemplars, having had consistent positive trainee 

feedback and repeatedly been positive outliers. These are Clinical Genetics, 

Dermatology, Endocrine & Diabetes, Rehabilitation Medicine, Renal, Sports and 

Exercise Medicine. 

 
In general the direction of travel of our survey outcomes over the past 5 years is that of 

continuous improvement. Posts which have previously been red (negative) outliers in 

past years are no longer so, and indeed, after sustained interventions and positive 

action, have become positive (green) outliers e.g. cardiothoracic surgery, General 

Medicine, Geriatric Medicine, Haematology, Neurology and Neurosurgery.  

 
OUH actively promotes engagement with junior doctors and there are many active 

junior doctor forums supported by the Director of Medical Education (DME) and Tutors. 

There is an extensive range of in-house and funded courses for trainees and trainers 

and in 2019-20 DME has instituted a new a Faculty Development Programme for 

Educational Supervisors and Tutors. Trainees and trainers are engaged in Leadership 

and quality improvement (QI) programmes within the Trust. Formal and informal links 

with other healthcare educators are maintained. A recent event at OUH attended by 

over 200 people on ‘Civility Saves Lives’ was organised by the DME and the Freedom 

to Speak Up Guardian ( FTSUG). HEE is funding an initiative to support trainees in their 

Return to Training (SuppoRTT) and OUH have run 2 local events and appointed a Trust 

Supported Return to Training Champion.  

  
All departments have induction in place and doctors in training are required to record 

with their supervisor in their portfolios that this has taken place. For Foundation Year 1s  

(newly qualified and provisionally registered doctors) there is a comprehensive 

welcome, induction and shadowing week in July/ August which delivers an interactive 

introduction to clinical practice, required Statutory & Mandatory Training and includes a 

period of shadowing with the outgoing postholder.  

 
The Undergraduate Medical School remains a central focus of training for OUH and it 

continues to benefit from excellent working relations with the Trust, our GP practices 

and local District General Hospitals. The Director of Medical Education and Director of 

Clinical Studies meet regularly to identify areas for improvement and develop innovative 
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teaching practices. There is also close handover at the point of graduation for those 

entering Foundation Training at Oxford, to ensure smooth and successful transition into 

postgraduate training.  

  
 

This year saw significant investment in the Nurse Associate role with approximately 70 

staff enrolled onto the programme through the Oxford School of Nursing and Midwifery. 

These individuals are predominantly local people and existing staff who are highly likely 

to remain in our service following registration in two years’ time. Indications are that 

many of these staff will also seek to convert to nurse registration. In addition our 

overseas nurse recruitment programme remains successful with over 300 overseas 

nurses joining the Trust and successfully completing their objective structured clinical 

examination (OSCE) programme following attendance at our in-house preparation 

programme. 2019/20 has seen over 200 nurses pass in this year alone. 

 
In recognition of the work undertaken by the Practice Development and Education team 

the Trust was awarded the Skills for Health Quality Kite Mark for its excellence in 

education and training. The trust continues to invest in its in-house academic accredited 

programmes which reflects the significant level of both the clinical and education 

expertise of many of our staff. These developments reflect areas of need and offset the 

high cost of such programmes should we be required to commission from elsewhere. 

Our current provision consists of post graduate certificates in Leading Compassionate 

Excellence, (Nursing and Midwifery), Advanced Person Centred Ophthalmic Care, 

Renal and Urology Nursing (to include Developing Clinical Practice Through Work 

Based Learning and Advanced Patient Centred Care for the Acutely Unwell Adult), 

Critical Care, Advanced Neuroscience Care and Rehabilitation and Perioperative 

Practice. Work is currently progressing to develop Oncology and High dependency unit 

(HDU) programmes.  

 
The Trust remains at the forefront of healthcare education provision and for two years 

running has been nominated as the best large employer for apprenticeships in 

Oxfordshire. In addition our apprentices have continued to attract both local and 

national recognition. 

Focus on nurse retention 
 

Nurse retention has remained the key focus throughout the year with the Nursing and 

Midwifery Recruitment, Retention and Education Steering Group facilitating the delivery 
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of the nurse retention action plan. In January 2020, band 5 Registered Nurse turnover 

was at its lowest for 2 years at 18.4%, which is below the target initially set. This has led 

to the steering group expanding its membership to allied health professionals and 

scientists and is newly named the Clinical Workforce Recruitment Retention and 

Education Steering Group. 

Another key element of retention has been to ensure that the nurse vacancy rate does 

not increase. The Trust has focussed on: 

1. Aiming to attract at least 75% of nurse graduates from the Oxford School of 

Nursing and Midwifery by commencing career conversations early in their 

training programme.  

2. A target of 100 Nurse Associate Trainee positions.  

3. International Registered Nurse recruitment  

4. Apprenticeship pathways. 

Our peer review programme 2019-20 
 

Last year saw the development, piloting and launch of a bespoke themed peer review 

programme, the focus of which is adult safeguarding, the Mental Capacity Act and 

Deprivation of Liberty Standards. This involved the review of a number of practice areas 

across all four sites and was concluded in June 2019. The results of this work were 

used by the Safeguarding team as a source of information to inform the approach to 

safeguarding training. The tools were reviewed and refined and a second review of a 

number of practice sites was planned but put on hold as a result of the COVID-19 

pandemic. The Trust is an active member of the Performance, Information and Quality 

Assurance (PIQA) Group, who undertake peer review and support activities and report 

to Oxford Safeguarding Adults Board. The work of PIQA involves multiagency peer 

supported learning visits, extending our role as safeguarding partners beyond the 

confines of the Trust specialist safeguarding teams. Two PIQA visits took place in 2019-

20 and were to the Oxfordshire Fire Service and Thames valley Police. 

 

Development work to enable the pilot of phase three of our internal Peer Review 

process was undertaken during the year and it was agreed that the pilot of phase three 

would commence in Q3, when service pressures associated with CQC inspections and 

associated action plans in relation to the JR2 Theatre Refresh Project were concluded. 

The pilot work completed and the full roll-out of this phase of peer review was put on 

hold as a result of the COVID-19 pandemic. 
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A focussed period of communication and engagement with the Clinical Service Unit 

(CSU) leads was undertaken during Q1 and Q2. Phase three is designed to 

complement the planned activity around ward or practice area accreditation, now called 

the Oxford Scheme for Clinical Accreditation (OxSCA), which has been developed 

during 19/20 and will triangulate the internal Peer Review process.  

 

The aim of each peer review is to contribute to the continuous quality improvement of 

patient care.  Peer reviews provide: a way of further understanding how our services 

work; a tool to hear the voices of patients and staff; a method to identify what works well 

and what requires improving; a means of sharing good practice Trust wide and a means 

of supporting the delivery of compassionate excellence. 

External Peer Reviews 2019/20 
 
Public Health England- Screening Quality Assurance Visit- Oxfordshire Breast 

screening programme 11 June 2019 

 
The NHS Breast Screening Programme aims to reduce the mortality from breast cancer 

by finding signs of the disease at an early stage. The review team visited in June 2019. 

The report was published on 22nd July and found that the Oxfordshire Breast screening 

service meets or exceeds the majority of key performance indicators and provides a 

service of high clinical quality to the local population. The service was noted to have 

made significant improvement to the recall assessment rate for women screened for the 

first time and it was noted that there is a coherent screening team with good 

interdisciplinary and interprofessional communication. There were no immediate 

concerns raised and eight actions for prioritisation, which were mapped within an 

agreed action plan and reported to the Clinical Effectiveness Committee. The reviewing 

team highlighted nine specific opportunities of good practice worthy of dissemination as 

shared learning.  
 

NHSE Quality Surveillance Team - Congenital Heart Disease: Adult and Children 

18 July 2019. 

 
The Trust received notification of the assessment for consideration on 26 July 2019 and 

the final report was published in November 2019. The report into Children’s services 

specifically cited eight examples of good practice and significant improvement, no 

specific immediate concerns and two serious concerns, for which an immediate 



50 
 

response was supplied by the Trust regarding associated actions. The reviewers 

reported that the team were well led and cohesive, evidencing a definite sense of 

collaboration in activities. Follow up for bereft parents, the Young Children’ and People’s 

Group (YiPpEe) employment of a music therapist and aromatherapist and 

establishment of an academic group for paediatric cardiology were some other 

examples of good practice identified for sharing.  

 

The report into Adult services cited seven examples of good practice and significant 

improvement, no specific immediate concerns and two serious concerns, for which an 

immediate response was supplied by the Trust regarding associated actions. The 

reviewers reported that they identified a committed and cohesive team who 

communicated well and demonstrated effective multidisciplinary teamwork. It was felt 

the team were actively developing the service, with implementation of clinical guidelines 

aligned to international guidelines. There was evidence of staff going above and beyond 

for patients, with care provided close to home wherever possible. 

 
Public Health England - Thames Valley Screening Quality Visit – Abdominal Aortic 

Aneurysm Service 3 October 2019.  

 
The NHS Abdominal Aortic Aneurysm Screening programme is available for all men 

aged 65 and over in England, with an aim to reduce abdominal aortic aneurysm related 

mortality among men aged 65 and older. The visit took place in October 2019 and the 

Trust received notification of the final report in December 2019. The reviewers found 

that there had been substantial improvement in the quality of this service, noting that the 

service met 11 out of 12 of the national quality standards at the acceptable level. In 

addition, five standards were fully met at the achievable level. No immediate concerns 

were identified and two high priority findings relating were reported, recommendations 

for which are mapped within an agreed action plan and reported to the Clinical 

Effectiveness Committee. The reviewing team highlighted seven opportunities of good 

practice worthy of dissemination as shared learning, which include examples of highly 

effective and efficient failsafe processes, good processes around appointment sand 

reminder, follow up processes and local provision of consultant outpatient 

appointments. 
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NHSE Quality Surveillance Team and the UK Haemophilia Centre Doctors 

Association - Inherited and Acquired Bleeding Disorders (Adult and Children’s 

Services) 8 October 2019 

 
This peer review of the Oxfordshire Haemophilia Service reviewed compliance with the 

quality standards for Inherited and Acquired Bleeding Disorders. The report identifies 

that 44 out of the individual standards were met (92%) and specifically cites eleven 

items of good practice, no immediate risks and three overarching concerns. The review 

team praised the focus on promoting staff development and the 'clear vision for the 

future service'. It noted that several members of the Oxford team contributed to national 

work in the field of acquired and inherited bleeding disorders, and that the Oxfordshire 

Haemophilia Training Centre (OHTC) was one of a small number recognised as a World 

Federation of Haemophilia international training centre. 

 
Home Assessment Reablement Team (HART) Visits throughout October and 
November 2019. 
 
An external review by Oxfordshire County Council concluded in November 2019 and 

assessment documentation was submitted for consideration to the Service Lead and 

Clinical Director in January 2020.   Performance and quality were reviewed against five 

domains and fifteen standards. The outcome was an overarching rating of ‘good’, which 

was an improvement on the previous review, with ‘requires improvement’ noted as only 

applicable to one domain and three standards.  

 
NHS England (NHSE) Quality Surveillance Team - Haemoglobinopathies  

6 February 2020. 
 
The Trust took part in a NHSE Quality Surveillance Team review in February 2020. The 

report is currently being reviewed and validated by the external review team, therefore 

is currently not published.  

NHSE Quality Surveillance Team - Congenital gynaecology anomalies and complex 
gynaecology severe endometriosis March 2020 

 
The Trust received notification 20 March 2020 from NHSE of postponement of this 

review due to the current imperative to focus NHS resources on our response to the 

COVID-19 pandemic. NHSE advise that the Trust will receive a formal notification 

regarding the arrangements for NHS England and NHS Improvement quality 

surveillance during 2020/21 in due course. It is recognised that clinical teams invested 

significant time and effort in the preparation of these peer reviews and NHSE provide 



52 
 

reassurance that they will be reinstated at a later date. 

 

Our Human Factors training 
 
In 2019- 20 we ran over 15 courses with at least 170 attendees from the wide multi-

disciplinary team from all divisions in the Trust. The course is well established and has 

been running since 2012. The content of the course was redesigned this year, building 

on updates included last year and including more specific examples from serious 

incidents and near misses in the Trust. In addition the use of checklists and standard 

operating procedures (SOPs) including the new Local Safety Standards for Invasive 

Procedures (LocSSIPs) was embedded. The course is consistently positively evaluated. 

An electronic post course evaluation is sent out 3-4 months after completion of the 

course. The return response rate is 50% and confirms that over 80% of staff continue to 

use safety critical communication tools more than 4 months after training. This feedback 

also details how candidates are continuing to use tools explored in the course to 

increase patient safety. 

 

We have also continued to develop Human Factor Ambassadors, training 9 over the 

year. The aim of this programme is to enable bespoke training to occur within 

departments using our on line materials. 

  

We have provided proactive support to enhance safety in teams who are developing 

LocSSIPs for procedures in many clinical areas including Dermatology, Interventional 

radiology and Gynaecology. Novel approaches this year include:  

• The use of ethnography to study team culture in areas using surgical checklists. 

• The use of simulation to test the implementation of the electronic anaesthetic 

record. 

 
Most recently, in collaboration with our High Consequence Infectious Disease (HCID) 

team, we have filmed videos to support training for staff in the use of Personal 

Protective Equipment (PPE) and tested patient pathways to ensure the best care is 

delivered for anyone admitted with suspected COVID-19 infection. 
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OUH Quality Improvement Team 
 
Our Integrated Improvement Programme brings together, a set of critically related 

programmes which will ensure that more of our patients receive timely, safe, 

compassionate, quality care in the right setting for them, whilst at the same time 

providing value for money.   

 

The Team provides dedicated project management and service improvement support 

working closely with clinicians and other staff. This is achieved through; 

 

• Facilitating and supporting improvement projects including improvement 

knowledge  

• Providing project management, tracking progress, capturing risks and escalating 

issues to remove barriers. 

• Coaching, working with local leaders to work with improvement tools and 

Specific, Measurable, Attainable, Realistic, and have a Time-Frame (S.M.A.R.T) 

metrics to achieve lasting change. 

• Delivering the Quality Service Improvement and Redesign (QSIR) training; 

running bespoke seminars and providing coaching. Accredited QSIR trainers 

within the Improvement Team continue to work with colleagues across 

Oxfordshire, Buckinghamshire and West Berkshire to deliver the five-day QSIR 

Practitioner level course as well as a condensed one-day Fundamentals course. 

The aim of this course is to empower staff at a local level to make improvements 

to clinical services based on NIHR model for improvement.  

This ambitious program contains over 25 projects spanning urgent and 

emergency care, cancer services, theatres, outpatients and non-clinical 

efficiencies. These projects include HART (home assessment and re-enablement 

team) helping patients get home quicker by assessing needs at home; 28 day 

faster diagnosis for cancer; reduce waiting time to diagnosis by delivering 

imaging and reports within 7 days for patients on a 2 week wait pathway for 

suspected cancer; establishing a community gynaecology outpatient service; to 

improve productivity within operating theatres and reducing on the day 

cancellations of surgery for patients; to reduce the amount of money spent on 

agency staff. 
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Quality Improvement hub 
 
The OUH Quality Improvement (QI) hub is a Trust-wide, Clinician led, multi-professional 

QI programme which has been introduced to support individuals and teams to 

undertake QI in a structured way within a supported environment.  

 

The QI Hub delivers a central QI training and project support programme which is open 

to anyone in the organisation. The purpose is to develop QI capability within individuals 

and teams and empower and support individuals to deliver change. The 3-month 

programme consists of QI teaching sessions & workshops. The participants receive 

mentorship and support from the hub faculty and their local teams for their projects. In 

its first year, there have been two cohorts in the programme, which have supported 

approximately 40 quality improvement ideas & projects and provided training in quality 

improvement for almost 60 people.   

 

The Hub provides a central platform for discussion and sharing of improvement ideas. 

The hub aims to enable shared learning across the divisions within the Trust, thus 

avoiding duplication and waste. The QI Hub core faculty consists of representatives 

from different areas within OUH. They are QI experts and have been delivering 

improvement training and sustainable changes within their areas. They have expertise 

in teaching and training and are representative of multi-professional teams. The QI Hub 

is a model which people can opt into, and drive change in their local areas, creating a 

culture of improvement.  

 

The projects are aimed at improving patient care, safety, and experience and are 

aligned with the Trust’s overarching strategy. Patient involvement and feedback are 

actively encouraged within the projects. The projects cover a diverse range of topics, 

specialties and professional groups. They have included improving management of 

children presenting to ED; addressing frailty for elderly patients while in hospital; 

reduction in delays in time for investigations and medications; streamlined patient flow 

and improved multi-professional communication. In addition to improvements in key 

measures identified to evaluate impact, participants reported increased confidence in of 

use of QI tools in engagement of the whole team and feeling more valued by the 

organisation. 
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Getting it right first time (GIRFT) 
 
Getting It Right First Time (GIRFT) is a national programme designed to improve 

medical care within the NHS.  GIRFT teams work together with NHS providers to 

undertake specialty-based deep-dive reviews investigating data, identifying good 

practice, discussing challenges and developing action plans for improvement.  

 

 Over 20 specialties at OUH have been involved in a GIRFT deep-dive review to date 

and in 2019-20 GIRFT reviews took place in Acute General Medicine, Dermatology, 

Diabetes, Gastroenterology, Lung Cancer, Radiology, and Vascular.   

 

Once GIRFT Teams have conducted reviews with over 40 Healthcare providers, a 

national report into the specialty is produced.  In 2019, national reports relating to 

Ophthalmology, ear, nose and throat (ENT) and Spinal Surgery were published.  

 

 Good practice findings from the OUH GIRFT deep dive reviews in ENT and Spinal 

Surgery were included as exemplars within the national reports.  The creation of the GP 

Referral Unit in ENT which has improved decision making and diagnosis for emergency 

cases has reduced the number of patients needing to attend the Emergency 

Department. This has led to a decrease in the need for patient admission and was used 

as key case study.  

 

 Within Spinal Surgery, the routine practice of training Band 6 Radiographers in MRI to 

extend the provision of out-of-hours CT to include emergency MRI scanning, thus 

providing timely diagnostic treatment for patients without increasing costs, was also 

highlighted.  

 
Reporting excellence 
 
The OUH Reporting Excellence Program was launched in 2016 as a mechanism by 

which staff across the trust could recognise others for exceptional work in practice.  

Using a simple web-based link, the many examples of leadership, commitment, 

compassion and just ‘going the extra mile’ are highlighted, and the Trust’s appreciation 

is communicated directly back to the individual or team.  

 
The nominations originate from across the Trust’s varied staff and in turn recognise the 

many small successes, adaptations and moments of humanity that enable the system to 
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keep going even when under strain.  In the past year, nearly 1000 Excellence Reports 

have been submitted and each month, an outstanding nomination has been formally 

recognised and shared across the organisation by the Chief Medical Officer, Professor 

Meghana Pandit.  

 

In 2020, the Reporting Excellence scheme will be incorporated into the new Trust 

Ulysses Governance System.  Aligning the reporting of excellent practice alongside 

incident reporting and clinical improvement underscores an equal commitment to 

learning from positive events and actions.  To harness the enormous potential of 

understanding positive themes in practice, there are several initiatives across the Trust 

using Appreciative Inquiry as a basis for learning and quality improvement.  Three large 

projects are working in partnership with the national Learning from Excellence group, all 

aimed at augmenting safe and effective patient care by reinforcing positive initiatives.    

 

It is well known that nurturing positivity in individuals and teams is linked with improved 

resilience and the ability to deal with adversity.  This has been borne out in the 

incredible efforts all OUH staff have shown in dealing with the challenges presented by 

COVID-19.  Excellence Reports continue to pour in with many examples of cooperation 

and modifications to professional practice and communication that have enabled first 

class patient care to remain the top priority.   

 
Our staff: other examples of outstanding practice 

1. Endocrine Specialist Nurse Helen Loo won the Annette Louis Seal Award for her 

poster on how cortisol alert dogs might improve patient outcomes. 

2. Alessandro Mirto, a Divisional Informatics Manager and Mhammad Awais Abid, 

Ward Clerk at Sir Michael Sobell House have both been shortlisted in the 

prestigious NHS Unsung Hero Awards, the national awards for non-medical / 

non-clinical NHS staff and volunteers who go above and beyond the call of duty. 

3. A team of four at the Churchill Cancer Centre won the ‘Team of the Year Admin 

and Clerical’ at the national Unsung Hero Awards 2019 for developing a system 

to handle chemotherapy drugs more efficiently and free up nurses’ time for 

patients. 

4. Consultant Cardiologist Dr Eleanor Wicks was presented with the Ronald Raven 

Award for Clinical Excellence by charity Cardiomyopathy UK. 

5. Ariel Lanada (Divisional Lead for Practice Development & Education, 

NOTSSCaN) received a UK Filipino Leaders’ Award in recognition of his work 
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welcoming and helping Filipino people to settle in Oxford. 

6. The Horton Hip Fracture Team has been named among the best hospital teams 

in the country in the National Hip Fracture Audit 2019. 

7. Dr Nicola Curry and Dr Susie Shapiro were among the recipients of funding for 

their research as part of a new national scheme. The awards have given a 

significant boost to bleeding and clotting research in Oxford. 

8. Sophie Pomroy, an apprentice at Oxford University Hospitals (OUH), has won 

the Silver award in the Apprentice of the Year category of the Skills for Health, 

Our Health Heroes Awards 2019. 

9. OUH Adult Neurosurgery, Anaesthetic and Infection Teams, led by Dr George 

Hadjipavlou, Ms Jane Halliday, Ms Lisa Butcher and Dr Chris Kearns, have won 

a national award for their work on improving surgical site infection rates in 

Neurosurgery. 

10. Over four gardening sessions during the spring and summer of 2019, 

Physiotherapist Liz King and around 40 staff and their families volunteered to 

spend their free time planting, painting garden furniture and cutting back 

overgrown plants. Patients in the John Radcliffe Hospital Intensive Care Unit, 

and their families, can now enjoy a beautifully refurbished garden, to help them 

through what can be a very anxious time. 

11. Rory Collier a Specialist Nurse in Organ Donation was highly commended for his 

valued contribution to the Trust, and his achievement is part of the Trust’s new 

Reporting Excellence scheme which recognises staff members for their 

outstanding care.  

12. The Diabetes Team were nominated for the Healthcare Quality Improvement 

Partnership Clinical Audit Heroes Awards 2019 audit team of the year award for 

their work based on the NaDIA audit. 

13. Dr Alex Novak who is a Consultant in Emergency Medicine and Ambulatory Care 

at the John Radcliffe and Horton General hospitals, was named Principal 

Investigator of the Year at the research awards run jointly by the National 

Institute for Health Research (NIHR) Clinical Research Network and the Royal 

College of Emergency Medicine (RCEM). 

14. In September 2019, Consultant Vascular Surgeon Professor Ashok Handa 

received a Lifetime Achievement Award at the University of Oxford’s Medical 

Sciences Teaching Excellence Awards. The Awards recognise and reward 

excellence in teaching, supervision, organisation and development of teaching, 

and support for teaching and learning, within a research-intensive environment. 
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Guardian of Safe Working Hours 

Doctors in training: Safe working hours 

 
Nationally, ‘Doctors in Training’ represent 40% of the medical workforce. New terms and 

conditions of service (TCS) were introduced for this group in 2016 with a significant 

amendment in 2019. The 2016 TCS include governance processes that require 

partnership working between Doctors in Training and their employing Trusts to ensure 

safe hours’ working practices and to enable enhanced executive supervision of this 

group.  

The table shows the number of doctors in training broken down by quarter and the 

number of these who are on the 2016 terms and conditions. 

 

Number of doctors in training 2019 2020 
Apr-Jun Jul-Sep Oct-Dec Jan-Mar 

Total (approx.) 825 915 915 915 
On 2016 TCS (approx.) NA 895 895 895 

 
 
Oxford University Hospitals NHS Foundation Trust has taken the following actions to 

ensure compliance with the 2016 TCS, and so the quality of its services, by:  

• All Doctors in Training are provided with compliant ‘Work Schedules’ and an 

electronic process to report exceptions when there is variance to rostered hours.  

• The Board receives quarterly and annual reports from the Guardian of Safe 

Working Hours. The Guardian’s reports are informed by workforce data relating 

to the Doctors in Training as well as feedback from the Junior Doctors Forum. 

 

The table shows the number of exceptions reports, the number of doctors reporting, the 

number of specialities receiving reports, what the nature of the exception was and the 

additional hours worked per exception, broken down by quarter and then showing the 

total. 

 Exception Reporting 2019 2020 Total Apr-Jun Jul-Sep Oct-Dec Jan-Mar 
Number of exception reports 121 160 110 61 452 
Number of doctors reporting 30 58 45 34 125 
Specialties receiving reports 15 16 15 16 24 

Nature of Exception Education 3 18 22 14 57 
Hours & Rest 118 143 92 49 402 

Additional hours worked per exception report 2.8 1.9 2.6 3.0 2.5 
 
The table below does not contain information because the local level data are not 

reliably available. 
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Vacancies 
2019 2020 

Total Apr-
Jun Jul-Sep Oct-

Dec 
Jan-
Mar 

Unfilled training post Organisational level data not reliably 
available as managed at a service level via 
departmentally commissioned data tools. 

Other 
Total 
 
 
The table shows the number of locum shifts undertaken by bank and agency staff, 

broken down by quarter, and the reason for the locum shift. 

 

Locum Shifts 
2019 2020 

Total Apr-
Jun 

Jul-
Sep Oct-Dec Jan-Mar 

Total 4186 3347 2361 3273 13167 
Agency 2010 1711 1098 1201 6020 
Bank 2176 1636 1263 2072 7147 
Reason for locum 
shift 

Vacancy 3367 3006 1866 2285 10524 
Non-vacancy 819 341 495 988 2643 

 
Oxford University Hospitals NHS Foundation Trust has recognised that the following 

actions are required to promote safe hours’ working: 

• On implementing the 2019 TCS amendments, reassess and amend Doctors’ in 

Training rosters to ensure risks of unsafe hours’ working are mitigated against. 

This is especially pertinent to rosters containing ‘non-resident on call’ shifts. 

• The 2019 TCS amendments provide the scope to locally agree the review 

process for exception reports to ensure the principal goal of promoting safe hours 

working. Additionally this will improve the chances of remedial action by ensuring 

the responsible actioner is appropriate, with significant insight into issues raised, 

and be able to propose suitable resolutions. The responsible actioner is no 

longer required to be the Educational Supervisor. 

Freedom to speak up 
 

In its commitment to providing the highest standards of care and service for our patients 

and visitors, the Trust takes very seriously its responsibility for ensuring all members of 

staff feel confident and supported in being able to speak up when they believe these 

standards are being compromised, or could be compromised. We have clear processes 

to ensure that our staff feels able and safe to raise concerns, and have confidence they 

will be listened to and their concerns acted upon.  
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Where such issues are raised, they are generally addressed quickly and efficiently 

through our established processes detailed in the Trust’s Freedom to Speak up – 

Raising Concerns (Whistleblowing) Policy. Under the terms of the Policy our Freedom 

to Speak Up (FtSU) Lead Guardian has a guardianship role in support of any employee 

who wishes to raise an issue of concern. In the interests of continuous improvement 

and learning, speaking up should be something that everyone does and is encouraged 

to do. Our Trust Policy is frequently updated to ensure it fully supports this aim. A 

separate Freedom to Speak Up Annual Report is presented to the Trust Management 

Executive (TME) and the Trust Board. We have a nominated Non-Executive Director 

responsible for Freedom to Speak Up so that speaking up is represented independently 

at Trust Board level. In addition we have a nominated Executive Director lead for 

Freedom to Speak Up. 

The purpose of the FtSU role is to work with all staff to support the organisation in 

becoming a more open and transparent place to work and where staff are encouraged 

and enable to speak up safely.   

Ensuring staff do not suffer detriment 
  
Speaking up about any concern an employee has at work is really important.  In fact, it 

is vital because it will help the Trust to keep improving our services for all patients and 

the working environment for our staff.  Staff may feel worried about raising a concern, 

and the Trust understands this, but this should not deter individuals from raising their 

concerns.  In accordance with our duty of candour, our senior leaders and entire Board 

are committed to an open and honest culture.  We will look into what staff say and staff 

will always have access to the support they need.  

 

If a member of staff raises a concern under the Raising Concerns Policy, they will not 
be at risk of losing their job or suffering any form of reprisal as a result. 

 
The Trust does not tolerate the harassment or victimisation of anyone raising a concern.  
Any such behaviour is a breach of the Trust’s values and if upheld following 
investigation could result in disciplinary action. 

 
The Raising Concerns Policy states that ‘Provided a member of staff is acting honestly, 
it does not matter if they are mistaken or if there is an innocent explanation for their 
concerns’. 
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Our CQUIN performance 
 
A proportion of Oxford University Hospitals NHS Foundation Trust income in 2019-20 

was conditional on achieving quality improvement and innovation goals agreed between 

Oxford University Hospitals NHS Foundation Trust and any person or body they entered 

into a contract, agreement or arrangement with for the provision of relevant health 

services, through the Commissioning for Quality and Innovation (CQUIN) payment 

framework. Further details of the agreed goals for 2019-20 and for the following 12 

month period are available electronically by the link below: 
 

Agreed OUH NHS FT Commissioning for Quality and Innovation 
(CQUIN) goals for 2019/20 

 
 
The monetary total for Oxford University Hospitals NHS Foundation Trust income in 

2019-20 is conditional on achieving quality improvement and innovation goals will be 

known after 31 May 2020. 

 

The monetary total for the associated payment in 2018-19 is as follows: 

Actual £14.035 million 
 

Statement regarding how OUH is implementing the 
priority clinical standards for seven day hospital services 
 
Seven Day Hospital Services Board Assurance Framework 

  
OUH has consistently exceeded the 90% thresholds for weekends and weekdays for 

the core priority 7 Day Service standards that are considered to have the largest impact 

on patient mortality these are: a) patients receiving a review by a consultant within 14 

hours of arrival at hospital b) patients receiving a daily review on the wards and twice 

daily review in critical care areas, c) patients access to diagnostics and c) patient 

access to consultant directed interventions. 

 

NHS England /Improvement (NHSE/I) recognised the exemplary performance and also 

the breadth of information in the Board Assurance Framework “We felt that your 

submission was one of the strongest we received in both the evidence base used to 

support your position, and the narrative provided to explain it.”   Following this, OUH 

http://www.ouh.nhs.uk/about/publications/documents/cquins-2019-20.pdf
http://www.ouh.nhs.uk/about/publications/documents/cquins-2019-20.pdf
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were asked to lead a national webinar  with NHSE/I (October 2019) to explain how the 

Trust had collected and presented the evidence so as to support to other Trusts 

completing the self-assessment Board Assurance Framework. 

The first table shows the percentage of patients who were reviewed by a consultant 

within 14 hours of arrival at hospital on a weekday, at the weekend and overall and this 

is compared to performance six months previously. The second table shows the 

percentage of patients who received a once daily review and a twice daily review, again 

during the week, at the weekend and overall and this is also compared to six months 

previously. 

 
Standard 2 

  Standard 8 

 
Patients reviewed by a consultant 
within 14 hrs of arrival at hospital  

Patient receiving required once 
daily reviews 

Patients receiving 
required twice daily 

reviews 

 Weekday Weekend Overall  Weekday Weekend Overall Weekday Weekend 
Autumn 19 94% 97% 95%  96% 98% 97% 100% 100% 
Spring 19 95% 97% 96%  100% 93% 98% 100% 100% 

 
Statements from the Care Quality Commission (CQC) 
 
Oxford University Hospitals NHS Foundation Trust is required to register with the Care 

Quality Commission and its current registration status is without conditions.  

Oxford University Hospitals NHS Foundation Trust has not participated in any reviews 

by the Care Quality Commission during 2019/20.   

The CQC last carried out checks on services provided by the Trust during the 2018-19 

year and the results were published in June 2019. At 31 March 2020, the Trust had an 

overall rating of ‘Requires Improvement’ from the CQC and co-existing action plans in 

place to support progress towards a rating of good. 

During 2018/19 the visits from the CQC covered the following; 

• Core service reviews: on the Maternity, Gynaecology, Urgent Care and Surgery 

core services.  

• Use of resources review. 

• Well led Review. 
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Oxford University Hospitals NHS Foundation Trust intends to take the following action to 

address the conclusions or requirements reported by the CQC: 

The Trust uses every opportunity for feedback in a proactive and positive way whenever 

a report is received an action plan is developed with executive leadership to address the 

issues. Following inspection and during 2019-20 Oxford University Hospitals NHS 

Foundation Trust took the following actions as part of agreed action plans to address 

the conclusions or requirements reported by the CQC: 

• The inspection resulted in a Section 31 enforcement notice placed on the Trust in 

relation to JR2 Theatres. The work focused on refurbishing eight theatres, a procedure 

room and associated storage areas and was completed three weeks earlier than 

planned. CQC inspectors undertook a practice area visit as part of their planned 

quarterly engagement meeting activities on 5 November 2019. Following this visit, the 

Chief Executive Officer was informed on 13 November 2019 that the Section 31 

enforcement notice was lifted. CQC inspectors commented positively on the progress 

made during the theatre refresh. 

• The Trust delivered on plans to increase the size and improve the facilities of the 

ED at the JR.  The expansion created an extra nine bays for the immediate care of 

seriously ill patients, including a paediatric resuscitation room and an isolation room with 

an adjacent CT scanner and control room, as well as improved bereavement and 

relatives’ rooms. 

• In addition the CQC Well-Led inspection report highlighted the need for the Trust 

to ensure the right people with the right skills are in place at Board level. The Trust 

conducted a review of the Trust Board portfolios resulting in a consultation on changes 

to the make-up of the Board and certain associated direct reports. This led to the 

recruitment of new Board members to strengthen workforce, digital, human resources 

and estates expertise at Executive level. 

• To support the strengthening of these specialties, the Trust Board also reviewed 

how best to utilise the time and resource of the Board, which brought about a 

Committee restructure.  

• In addition a review was undertaken to reshape the culture and leadership of the 

organisation, empowering staff to share their views on how the Trust could provide 

effective leadership. The goal was to develop leaders who were able to understand and 

drive effective operational performance, staff satisfaction, risk management and a high 

quality patient experience. The review, driven by the Trust Board and supported by the 
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King’s Fund, NHS Leadership Academy and the Centre for Creative Leadership, 

incorporated elements of the NHS Improvement Well-Led Framework and consisted of 

interviews, surveys and conversations about culture and leadership.  

• The CQC reports also recommended the Trust engaged with the Council of 

Governors in identifying skill gaps in the Non-Executive Director portfolios. This exercise 

was completed and assisted the Council of Governors in the process of recruiting Non-

Executive Directors (NEDs). A skills assessment enabled the recruitment of NEDs with 

backgrounds in Human Resources, Real Estate, Property Management, Information 

Technology, as well as broad Clinical experience. 

• A range of actions were developed in relation to the implementation of the Trust's 

performance and accountability frameworks.  These included a review, redesign and 

development of the Trust's performance management and accountability framework, 

development and implementation of  the revised reporting of performance information 

from clinical directorate level to Board level and the appointment of a new Director of 

Performance and Accountability to lead and support the new performance management 

function. 

The majority of actions within these plans have been completed however there are a 

range of areas that will remain subjects of continuous review and focus, these include 

statutory and mandatory training, appraisal rates, medicines management and infection 

control for example, that relate to the current RI rating in the ‘safe’ category. In addition 

and linked to NHSI Undertakings the Trust has a specific programme of work to drive 

improvements in relation to the national waiting time standards, that relate to the current 

RI rating in the ‘responsive’ category.   

The completion of some agreed actions were temporarily suspended due to the COVID-

19 Pandemic and will be reported to the Clinical Governance Committee and the Trust 

Management Executive upon resumption of services during the pandemic recovery 

phase. 

CQC ratings grid as published in the June 2019 Report are provided below for the Trust 

overall and by site.   

Key: 
� Good 
� Requires improvement  

 

https://www.cqc.org.uk/provider/RTH/reports
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Our data quality 
 
A vital pre-requisite to robust governance and effective service delivery is the availability 

of high quality data across all areas of the organisation. This underpins the effective 

delivery of patient care and is essential to both improvements in the quality of care and 

for patient safety. The collection of data is vital to the decision-making process of any 

organisation and forms the basis for meaningful planning and helps to alert us to any 

unexpected trends that could affect the quality of our services. We are committed to 

pursuing a high standard of accuracy, timeliness, reliability and validity, within all 

aspects of data collection in accordance with NHS data standards and expect that every 

staff member seeks to achieve these standards of data quality.  
 

Oxford University Hospitals NHS Foundation Trust will be taking the following actions to 

improve data quality. 

• We ensure that the data that is reported goes through a process of sense checks 
and corrections in order to mitigate the risk of incorrect data being submitted. 

• Where system workflows do not support the data to output correctly and the 
services have opportunity to validate, we incorporate these changes so the 
reported information is an accurate reflection of the actions taken. 

• Following retirement of the Data Quality manager at the beginning of the year we 
have been considering how best to manage data quality in future in the context of 
other organisational changes to the digital programme being progressed. 

 
Oxford University Hospitals NHS Foundation Trust submitted records during 2019-20 to 

the Secondary Uses Service (SUS) for inclusion in the Hospital Episode Statistics which 

are included in the latest published data. The percentage of records in the published 

data shows: 
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SUS dashboards at month 12, 2019-20 
 
The table shows the information by inpatients, outpatients and A and E demonstrating 

the OUH compliance compared to the national average. 

 
Inpatients OUH National average 
Valid NHS number 99.3% 99.5% 
General Medical Practice 
Code 

100.0%                      99.7% 

   
Outpatients OUH National average 
Valid NHS number 99.8% 99.7% 
General Medical Practice 
Code 

100.0% 99.6% 

   
A&E OUH National average 
Valid NHS number 97.2% 97.7% 
General Medical Practice 
Code 

100.0% 97.9% 

 

Information Governance Toolkit 
 
Data Security and Protection Toolkit  

 
The Trust was rated as ‘standards met’ for its 2018/19 Data Security and Protection 

Toolkit (DSPT) following submission of a completed action plan to NHS Digital in 

October 2019. The DSPT submission for 2019/20 has been extended to October 2020 

due to the redirection of resources to treat Covid-19 patients. 

 
Clinical coding error rate 
 
Oxford University Hospitals NHS Foundation Trust was not subject to the Payment by 

Results clinical coding audit during 2019-20. The Trust continues to recognise the 

importance of Clinical Coding and has increased staffing dedicated to collecting and 

reviewing coded data. These staff are engaged in, but are not limited to, the following 

work streams: 

• Clinical Coding Audit. 

• Validation of coded data with clinical colleagues. 

• Assurance of coded data affecting the Payment by Results process. 

• Assessing the impact of coded data on the national GIRFT project 
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(Getting It Right First Time). 

• Improvements in clinical coding training. 

• Participation in the Mortality reporting process. 

 
This work demonstrates the OUH Trust’s commitment to the collection and reporting of 

high quality coded data. 
 

National core set of quality indicators 
Mortality - Preventing People from Dying Prematurely 
 
The Summary Hospital-level Mortality Indicator (SHMI) is the preferred hospital mortality 

indicator adopted by NHS England. The SHMI is the ratio between the reported number 

of patient deaths, during admission or within 30 days of their discharge, against the 

expected number of deaths based upon the characteristics of the patients treated.   

 

The SHMI, published on 13 February 2020, for the data period October 2018 to 

September 2019, is 0.93. This value is banded ‘as expected’ using NHS Digital 95% 

confidence intervals adjusted for over-dispersion. 
 

The Trust considers these data are as described for the following reasons. 

• The Trust has a process in place for collating data on hospital 

admissions, from which the SHMI is derived. 

• Data are collected internally and then submitted on a monthly basis 

to NHS Digital via the Secondary Uses Service (SUS).  The SHMI is 

then calculated by NHS Digital. 

• Data are compared to the national benchmark, and our own previous 

performance, as set out in the table below. 

• The Trust reviews the SHMI in conjunction with other published 

mortality measures and the information from our internal review of 

deaths. 

 

The Trust takes the following actions to improve the SHMI, and so the 

quality of its services, by continuing to review the SHMI at the Mortality 

Review Group.   

• The Trust Mortality Review Group meets monthly under the 

chairmanship of the Deputy Chief Medical Officer with responsibility 
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for learning from deaths. The Mortality Review Group has 

multidisciplinary and multi-professional membership with clinical 

representation from all four clinical Divisions. 

• If there is an increase in the SHMI, the Mortality Review Group will 

task Clinical Service Units to investigate the diagnoses groups 

contributing to the increase and review the findings from the 

investigations. If the investigation identifies any care quality 

concerns, actions will be implemented and monitored by the 

Mortality Review Group. 

 

The table shows the OUH SHMI value, the banding and compares this to the best and 
worst performing trusts by quarter. It also shows the percentage of deaths with palliative 
care coding by quarter. 

 

Source:                   
NHS Digital 

Jan 18 to 
Dec 18 

Apr 18 to 
Mar 19 

Jul 18 to 
Jun 19 

Oct 18 to 
Sept 19 

OUH SHMI value 0.92 0.92 0.92 0.93 

OUH SHMI 
banding 

2 - as 
expected 

2 - as 
expected 

2 - as 
expected 

2 - as 
expected 

SHMI best 
performing trust  0.70 0.71 0.70 0.70 

SHMI worst 
performing trust 1.23 1.21 1.19 1.19 

OUH % deaths 
with palliative 
care coding 

46.62 48.87 48.99 49.49 

 
The OUH SHMI for the most recent data period October 2018 to September 2019 is 

0.93. This value is banded ‘as expected.’  

 

Our Trust target is for 100% of patient deaths to be reviewed to ensure that any 

omissions or actions taken are identified and learnt from to improve care.  An analysis 

of the mortality reports for April 2019 to December 2019 indicate that 90% of deaths 

were reviewed within eight weeks.   The cases not reviewed within 8 weeks of the death 

occurring have since had a Level 1 screening review completed.  
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Implementation of Learning from Deaths guidance 
 
During 2019-20, 2580 OUH patients died. This comprised the following number of 

deaths which occurred in each quarter of that reporting period. 

 
 

 

 

 

 
By 31 March 2020, 898 case record reviews and 14 investigations had been carried out 

in relation to 1945 of the deaths included above.  

 

In 14 cases a death was subjected to both a case record review and an investigation.  
 
The table shows the number of case record reviews by quarter and the number of 
deaths judged more likely than not to have been due to problems in care. 
 
 

 
Quarter 4           
2018-19 

Quarter 1          
2019-20 

Quarter 2           
2019-20 

Quarter 3            
2019-20 

Number of case 
record reviews                          
(Level 2 
comprehensive 
mortality review 
or structured 
review) 

349 304 279 315 

Number of 
deaths judged 
more likely than 
not to have been 
due to problems 
in care 

1 1 0 0 

 

One death, representing 0.05% of 1945 of the patient deaths during the reporting 

period, was judged to be more likely than not to have been due to problems in the care 

provided to the patient. 

 

In relation to each quarter, this consisted of: 1 representing 0.1% 0f 666 for the first 

quarter; 0 representing 0% of 555 for the second quarter; 0 representing 0% of 724 for 

the third quarter. The reviews of deaths which occurred during the fourth quarter are 

underway and the summary will be included in the next Quality Account.  

 

Total number of 
deaths 2019-20 

Quarter 1          
2019-20 

Quarter 2 
2019-20 

Quarter 3 
2019-20 

Quarter 4 
2019-20 

2580 666 555 724 635 
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These numbers have been estimated using the quarterly Divisional mortality reports 

submitted to the Trust Mortality Review Group. 

 

The case from quarter one of 2019-20 judged more likely than not to have been due to 

problems in the care provided related to a patient with a ruptured aortic aneurysm.  

Following the structured mortality review, the Complex Aortic Surgery Multi-disciplinary 

Team (MDT) has agreed that complex aortic surgery should be offered within 18 weeks 

of referral.  Patients should expect to wait no more than 3 months for aneurysm surgery 

where the risk of rupture is high and once all investigations have been completed.  The 

complex aortic pathway will be coordinated and waiting times monitored by the Elective 

Access Surgery Coordinator.  
 

Summary of learning and impact of the actions from case record 
reviews and investigations 

 
New protocols and pathways 
 

• The John Radcliffe Hospital (JR) was identified as a national outlier for 30 day 

mortality in hip fracture patients. ‘Time to ward’ and ‘time to theatre’ were 

highlighted as areas of concern.  More recent data for 2019 depicts that there 

has been a significant improvement in ‘time to theatre’ and 30 day mortality 

approaching national averages. The following actions had been implemented to 

address the areas of concern: 

• The JR Emergency Department (JR-ED) pathway for patients with hip fractures 

has been modified and simplified. This includes criteria to identify the ‘Fast Track’ 

patient who is likely to be suitable for direct transfer to the operating theatre for 

early surgery. 

• The JR-ED pathway has also simplified the guidance concerning early analgesia 

including local anaesthetic nerve block. 

• The provision of ring-fenced beds in JR Trauma wards for hip fracture 

admissions to be fast-tracked to the ward and prioritised for surgery.  

• The ‘time to theatre’ and outcomes of surgery are reported on a monthly 

dashboard to enable continuous monitoring by the Trauma team. 

• A Standard Operating Procedure (SOP) has been agreed with South Central 

Ambulance Service (SCAS) for hip fracture patients to be transported directly to 

HGH if they are from the north of the county, and for the transfer of patients from 

the JR-ED to HGH for surgery if there is no immediate capacity at the JR. 
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• The Maternity Unit are adapting the Antenatal Modified Early Obstetric Warning 

Score (MEOWs) chart to include colour of liquor so that any change is clearly 

and uniformly denoted.  

• The Adult Intensive Care Unit (AICU) and JR-ED have agreed that patients in 

the JR-ED Resuscitation Room will be under the ownership of JR-ED while AICU 

will expedite their admission and that the time from ‘decision to admit’ to 

admission should not exceed 60 minutes.   

 

Medication administration and prescribing 
 

• The neurosurgical team have implemented a practice of administering a dose of 

low molecular weight heparin (blood thinner) in the morning to patients who have 

had their planned surgery cancelled thereby ensuring that patients receive 

chemical venous thromboembolism (VTE) prophylaxis on every calendar day.   

• The Neonatal Unit have updated antibiotic guidelines following a case of 

Klebsiella (a type of bacteria) septicaemia.   

• The Trauma Unit have reminded the team that syringes should never be used to 

flush cannulas unless they have drawn up by the person administering the 

medication or they have checked with the person who has drawn up the 

medication. In addition, syringes should be appropriately labelled with stickers to 

indicate what they contain.   

• The Palliative Medicine senior medical team and Clinical Practice Educators 

have reviewed with ward staff the requirements for syringe driver prescriptions to 

be checked and confirmed that they have not changed before administering 

medications, anticipatory medication should always be prescribed and if a 

prescribed medication is not available out of hours then an alternative 

medication which is available should be prescribed. 

Equipment and facilities 
 

• The Respiratory Medicine team have identified that there are insufficient High 

Level Care/High Dependency Unit beds to accommodate the requirements for 

non-invasive ventilation (NIV) patients. This issue has been added to the 

Directorate’s Risk Register for review. 

New NIV machines are in use at the HGH-ED and Emergency Assessment Unit 

(EAU).   
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Training and education 
 

• The Haematology Unit are supporting all of the ward nursing staff to complete 

the ‘Recognising the Acutely Ill and Deteriorating Patient’ (RAID) training 

programme.  The RAID programme aims to ensure nursing staff caring for 

patients are competent in the monitoring, measurement and interpretation of vital 

signs and escalation of concerns. 

• All specialist registrars rotating through the Haematology Ward will be trained in 

using the ‘System for Electronic Notification and Documentation’ (SEND) for 

monitoring patients’ vital signs. 

   
Supporting patients 
 

• The Oncology and Haematology Directorate have acquired funding from the 

‘Enhanced Supportive Care’ project to offer a more holistic package of care to 

patients through collaboration between the Oncology and Palliative Care teams.  

This initiative stemmed from recognition of the benefits of removing barriers to 

the involvement of palliative care expertise earlier in the cancer pathway.  The 

benefits include access to a range of expertise: pain management, interventional 

radiology, complementary therapy, psycho-oncology and spiritual care, 

physiotherapy, dietetics and occupational therapy. This approach enables 

increased patient involvement in decision making about treatment and quality of 

life. 

• A review by the Renal Service of complaints relating to end of life care has led to 

work within the team to improve advanced care planning, symptom management 

(particularly agitation), communication and documentation of management plans 

and discussions with the patient’s family. 

Case record reviews and investigations from Quarter 4 of   2018-19 
 

349 case record reviews and three investigations were completed after 31 March 2019 

which related to deaths which took place in the fourth quarter of 2018-19, before the 

start of the reporting period.  One of the patient deaths representing 0.1% of 741 of the 

patient deaths reviewed from the fourth quarter of 2018-19 are judged to be more likely 

than not to have been due to problems in the care provided to the patient.  These 

numbers have been estimated using the quarterly Divisional mortality reports submitted 

to the Trust Mortality Review Group. 

 

The case from quarter four of 2018-19 judged more likely than not to have been due to 
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problems in the care provided related to a patient with learning disabilities for whom 

there was a delay in recognising complications following the insertion of a nasogastric 

(NG) tube (a tube passed through the nose and into the stomach).  The case was 

investigated as a Serious Incident Requiring Investigation (SIRI).  The learning points 

and actions from the structured mortality review and SIRI were to: 

• Improve staff awareness of the Deprivation of Liberty Safeguards (DoLS) 

process by presentation of the case at the Clinical Governance meetings and 

Senior Nurse’s meetings. 

• Improve staff understanding of complications of NG tube insertion by 

presentation of the case at Clinical Governance meetings and Sisters’ meeting.  

• The Horton Medicine Unit are offering medical and nursing staff additional 

training and support in the completion of electronic documentation.  Spot audits 

of documentation standards within the Unit are being completed to monitor 

compliance. 

• The Horton Medicine Unit have developed an electronic on- call patient 

handover list in the Electronic Patient Record (EPR) which all doctors have 

access to and review at handover meetings. 

 

There was one case reviewed from Quarter 1 of 2018-19 judged more likely than not to 

have been due to problems in the care provided.  A patient died after presenting with a 

stroke and developing a hyperosmolar hyperglycaemic state (a condition which occurs 

in people with Type 2 diabetes who experience very high blood glucose levels). This 

case was investigated as a Serious Incident Requiring Investigation (SIRI). The learning 

points and actions were as follows: 

• The need to pay attention to hypernatraemia (high sodium levels) when the 

patient was hyperglycaemic (high blood glucose levels) has been highlighted to 

teams.   

• Advice on fluid management is to be included in the Medicines Information 

Leaflet (MIL) for glycaemic management during enteral feeding for in patients 

with diabetes.   

 

Two representing  0.07% of 2674 patient deaths during 2018-19 are judged to be more 

likely than not to have been due to problems in the care provided to the patient. 
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Patient Reported Outcome Measures (PROMs) 
 
PROMs are used to ascertain the outcome following planned inpatient surgery for the 

procedures of hip and knee replacement. Patients are asked to complete a 

questionnaire before and after their surgery to self-assess improvements in health from 

the treatment, rather than using scoring systems or judgements made by the treating 

clinicians. 
 

The Trust considers that the PROMs data are as described for the following reasons. 

• The Trust has a process in place for collating data on patient reported outcomes. 

• Data are then sent to the approved external company on a monthly basis which 

collates the PROMs responses and sends these to NHS Digital. 

• Data are compared to peers, highest and lowest performers, and our own 

previous performance, as set out in the tables. 

 

The tables in this section show the improvement in health (adjusted health gain) 

perceived by patients following these two procedures.  Comparisons are shown with all 

health providers who carry out the same procedure in England.  The latest data 

publications available from NHS Digital are for the previous financial year 2018-19. The 

annual data publication for 2019-20 will be available later in 2020 and will be published 

in 2020-2021 Quality Account. 

 
Primary hip 
replacement  
–   average 
health gain 

2015-16 2016-17 2017-18 2018-19 

OUH 0.42 0.43 0.45 0.45 
National 
average 0.44 0.44 0.47 0.47 

Highest 0.51 0.54 0.57 0.56 

Lowest 0.32 0.31 0.38 0.35 

 
Patients are asked to complete a questionnaire before their hip replacement procedure, 

and again six months afterwards (to allow patients enough time to recover from the 

procedure). The difference between pre- and post-operative scores is the patient's self-

reported health gain or improvement in health. The average health gain for patients who 

had primary hip replacements during 2018-19 at OUH was slightly less than the national 

average.  The OUH value was 0.45 and the national average was 0.47.  
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Primary knee 
replacement 
– average 
health gain 

2015-16 2016-17 2017-18 2018-19 

OUH 0.26 0.31 0.36 0.36 
National 
average 0.32 0.32 0.34 0.34 

Highest 0.40 0.40 0.42 0.41 

Lowest 0.20 0.24 0.23 0.27 
 

The average health gain for primary knee replacements during 2018-19 was above the 

national average.  The OUH value was 0.36 and the national average was 0.34. 
 

The Trust takes the following actions to improve the PROMs, and so the quality of its 

services. 

• The Orthopaedic Unit reviews the PROMs responses and presents this to the 

Trust Clinical Effectiveness Committee. 

• If there are negative responses identified in the PROMs returns, these are 

reviewed by the Orthopaedics Unit to determine if actions are required.  

• The actions are monitored by the Directorate Clinical Governance 

Team. 
 

Emergency readmissions within 28 days of discharge from hospital 
 
The Trust routinely monitors emergency readmissions as one of the indicators of the 

efficacy of the provision of care and treatment.  In some cases, readmissions may be 

inevitable and appropriate.  The complete circumvention of emergency readmissions 

would likely be reflected by a prolonged length of stay and lead to an inappropriate 

degree of risk aversion.  As part of the Trust’s discharge support, patients are 

encouraged to seek support directly if they are experiencing symptoms of ill health 

following a treatment or procedure.  The method of contact by patients would usually be 

by telephone but patients may also attend at hospital.  Emergency departments are 

situated at the John Radcliffe and Horton General hospitals but patients known to the 

Trust’s services may also be admitted directly to the Churchill Hospital. 

 

The last readmissions data from NHS Digital is for 2017-18 and is for readmissions 
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within 30 days of discharge.  Therefore, Dr Foster has provided more recent data for 

readmissions within 28 days of discharge.   
 

The Trust considers these data are as described for the following reasons. 

• The Trust has a process in place for collating data on hospital admissions, from 

which the readmissions indicator is derived. 

• Data are collected internally and then submitted on a monthly basis to NHS 

Digital via the Secondary Uses Service (SUS).  The data is then used to 

calculate readmission rates. 

• NHS Digital develops the SUS data into Hospital Episode Statistics (HES). 

• Dr Foster takes an extract from HES data to provide benchmarked clinical 

outcome data. 

• Data are compared to peers, highest and lowest performers, and our own 

previous performance. 

 
The table shows OUH discharges and 28 day readmissions and compares them to the 

highest and lowest Trust values for three consecutive years. 
 

  2017-18   2018-19   
2019-20 
(Apr-19 

to 
Jun-19) 

 

 Under 
16 

16 and 
over Total Under 

16 
16 and 
over Total Under 

16 
16 and 
over Total 

OUH 
Discharges 28670 160944 189614 28838 165029 193867 7196 41434 48630 

OUH 28 day 
readmissions 2470 14823 17293 7196 16378 23574 729 4245 4974 

OUH 28 day 
readmissions 
rate 

8.6% 9.2% 9.1% 9.7% 9.9% 12.2% 10.1% 10.2% 10.2% 

National            
28 day 
readmissions 

t   

9.2% 8.3% 9.1% 9.6% 8.7% 8.8% 9.6% 9% 9% 

Highest NHS 
Trust value 16.5% 11.5% 11.4% 11.0% 10.6% 10.6% 10.8% 10.6% 10.5% 

Lowest NHS 
Trust value 3.3% 5.9% 5.8% 7.9% 8.9% 9.4% 9.4% 10% 10% 

 
For the most recent available data period of April 2019 to June 2019, the OUH 28 day 

readmission rate was above the national average.  The OUH 28 day readmission rate 

was 10.2% and the national average was 9%. 

 

Dr Foster analyses all hospital data and categorises a readmission as ‘any readmission 
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within 28 days to any specialty.’  The analysis does not differentiate between a 

readmission due to a complication or deficiency in the provision of care or an admission 

for a new medical issue.  The Trust has introduced care pathways whereby a patient is 

discharged with a scheduled readmission to an ambulatory unit as part of their plan of 

management. The analysis for readmissions does not exclude these planned 

readmissions. 

 
A red alert is triggered when the readmission rate for a procedure or condition is over 

the national average. These data represent an early warning system and the alerts are 

investigated by the respective clinical units to identify any learning or improvement 

areas. 
 
The Trust takes the following actions to improve this indicator and so the quality of its 
services. 

• Negative (higher than expected) readmission rates are investigated by the 
respective Division.   

• If the investigation identifies any care quality concerns, actions are implemented 

and monitored by the Divisional Clinical Governance team and reported to the 

Trust Clinical Governance Committee. 

 

Patient experience 
 
The Trust aims to make sure every patient’s experience is as good as it can be. We 

also want to ensure that their thoughts and observations about their care and treatment 

are heard. Understanding what matters for our patients and their families, carers and 

friends is therefore key in to order to achieve this aim. 
 

Compassionate Care 
 
The drive for continuous improvement in our services to our patients, their friends and 

family is underpinned by the Trust Values of Learning; Respect; Delivery; Excellence; 

Compassion; Improvement.  

 
The Trust takes part in the annual CQC national Inpatient Survey (1). The survey asks 

questions about patients’ hospital admission; which are framed around the 

responsiveness to inpatients’ personal needs (2).  The table below shows the Trust and 

national benchmarking answers to this. 
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The Trust’s responsiveness to the personal needs of its patients 
during the reporting period. 
 
 
 

Responsiveness to 
inpatients’ personal 
needs 

 

2016-17 

 

2017-18 

 

2018/19 

OUH  71 73 70 

National average 68 69 67 

Highest scoring trust 85 85 85 

Lowest scoring trust 60 60 59 

 
Source: National Statistics, NHS Digital website  
 
https://digital.nhs.uk/data-and-information/publications/clinical-indicators/nhs-outcomes-
framework/archive/nhs-outcomes-framework-indicators---august-2019-release - indicator 4.2. 
 
Note: 

1. The latest national inpatient survey requested the views of people who were 
inpatients in July 2019. The Trust has already received the embargoed reports of 
the 2019 Inpatient survey results in February 2020 and the results will be 
published by Care Quality Commission in late May or June 2020. The NHS 
Outcomes Framework Indicators for 2019-20 will be published in August 2020. 

2. This data set is part of NHS Outcomes Framework Indicators – the data are 

published once a year and patient experience is measured by scoring the results 

of a selection of questions from the National Inpatient Survey focusing on the 

responsiveness to personal needs. This creates a compound metric where a 

perfect score would be 100 - comparison is made above with National results. 

 
The results from the CQC national surveys and complaints were used to form the 

Patient experience Delivery Plan. This two year plan started in December 2018 and was 

designed to address issues which most concerned patients and their families. Progress 

against the plan has been presented at every Trust Board Meeting during this reporting 

period and the final report on the achievements and the changes in practice will be 

shared in January 2021.The topics included:  

• Delivering Same Sex Accommodation  
• Noise at Night 

https://digital.nhs.uk/data-and-information/publications/clinical-indicators/nhs-outcomes-framework/archive/nhs-outcomes-framework-indicators---august-2019-release%20-%20indicator%204.2
https://digital.nhs.uk/data-and-information/publications/clinical-indicators/nhs-outcomes-framework/archive/nhs-outcomes-framework-indicators---august-2019-release%20-%20indicator%204.2
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• Holistic Care plans for people with cancer 
• Emergency Department Waiting times 
• Delayed or cancelled operations or procedures 
• Discharge from hospital 
• Car parking on the hospital sites 
• Home First: HART (Home Reablement Team) 
• End of Life Care. 
• Patient Led Assessments of Care Environments (PLACE) 
 

Patient recommendation of our hospitals to family and friends 
 
The Friends and Family Test has been adopted nationally across all aspects of NHS 

health care. All Trusts use the recommend rate to gauge the patient satisfaction with 

their services. The Trust’s recommend rates with the number of responses for the 

2019/20 financial year are in the table below.  

The Trust is delighted that overall across the year 94% patients told us that were 

extremely likely or likely to recommend the Trust’s health care to their friends and 

family. The Friends and Family Test survey also asks patients to comment on their care 

and is shared with the wards and departments.  The comments are themed for the Trust 

Board and help the Board to understand a balanced view of patient experience 

alongside complaints, claims and compliments. 

Results from the OUH Friends and Family Test (FFT) survey- April 2019 to March 
2020 

FFT: inpatients and 
day cases  

96% of patients were extremely likely or likely to recommend their 
ward, based on 30,400 responses.  

FFT: emergency 
departments 

87% of patients were extremely likely or likely to recommend the 
care they received in the Emergency Department, based on 
16,830 responses. 

FFT: outpatients  94% of outpatients were extremely likely or likely to recommend 
the care they received, based on 73,577 responses. 

FFT: maternity  97% of women were extremely likely or likely to recommend the 
Trust’s maternity services (labour and birth only), based on 937 
responses.  
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The table below shows the Trust’s overall results from the FFT survey for this 12 month 

period.  

 

April 2019 
to March 
2020 

Extremely 
likely Likely 

Neither 
likely nor 
unlikely 

Unlikely Extremely 
unlikely 

Don’t 
know 

Number of 
responses 
overall  103,247 13,168 2,784 1,798 2,621 683 

Percentage 83% 11% 2% 1% 2% 1% 

 
Oxford University Hospitals NHS Foundation Trust considers that these data are as 

described for the following reasons. 

 

• The data and information generated by the Friends and Family Test is robustly 

scrutinised to check its accuracy before it is signed off and submitted to NHS 

digital as part of the national submissions programme.  

• The Patient Experience Team have introduced some significant 

improvements to enable the test to run more smoothly and to enable 

wards and departments to more easily access their feedback, to help 

them learn and improve their services.   

Oxford University Hospitals NHS Foundation Trust has taken the following actions to 

improve this indicator, and so the quality of our services as follows. 

 

• The FFT is sent via an automated text message across several services. In 

February-March 2020 a trial of text messages has been used in Children’s wards 

with the aim to roll this out across all children’s wards in 2020 – 21. 

• Volunteers have been introduced to work on the Children’s wards and are 

actively encouraging patients and their families to participate in giving feedback 

via the FFT. 

• A member of the Patient Experience Team attends the volunteers’ induction 

sessions to promote the FFT and explain to the new volunteers about how they 

can support patients to complete the FFT questionnaires and also support staff to 

gather feedback consistently. 

• All team leaders are encouraged to use the website where feedback is uploaded 

– Envoy Messenger. There are facilities on the site to create ‘You said, we did’ 

posters and to create action plans around any feedback that requires follow-up 
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and the training has shown staff how to use this tool. 

 

Staff recommendation of our hospitals to family and 
friends 

 
NHS Staff Survey results 

 
Recommendation of the organisation as a place to be treated: 

The two tables below show the OUH scores compared to the national average, highest 

and lowest scoring trusts over four consecutive years. 

 
 

OUH scores 2016-17 2017-18 2018-19      2019-20 

OUH  
79% 71% 74% 78% 

 

National average 
70% 71% 71% 71% 

 

Highest scoring trust 
85% 86% 87% 87%  

 

Lowest scoring trust 
49% 47% 40% 40% 

 
 
 
Recommendation of the organisation as a place to work: 
 

OUH scores 2016-17 2017-18 2018-19 2019-20 

OUH  
61% 57% 57% 

64% 
 

National average 
61% 61% 63% 

63% 
 

Highest scoring 
trust 

76% 77% 81% 
79% 

 

Lowest scoring trust 
41% 43% 39% 

36% 
 

 
The 2019 key findings from our NHS Staff Survey include: 

• Our highest response rate to date of 48% which is above the national average for 

all acute trusts of 47%. 

• From the 37 Picker acute trusts, we have achieved the 4th most significant 

improvement in our overall positive score change in 2019 (when compared to 

2018). 
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• 59 out of the 90 questions are significantly better than 2018; 30 questions are not 

significantly different; one is statistically worse concerning the people working 

additional paid hours over and above contracted hours. 

• From the 11 NHS Staff Survey themes in 2019, out of a score of 10, ‘safe 

environment – violence’ is our highest (9.5).  This is consistent with our 2018 

score and compares variably with the national scores of: 9.4 average, 9.6 best, 

and 9.2 worst. ‘Quality of appraisals’ is our lowest theme (5.6).  This has seen a 

positive rise from 5.3 in 2018.  We now reflect the national average score and are 

significantly higher than the worst score of 4.8 whilst still having opportunity for 

improvement when compared against the best score (6.6). 

• The main 3 themes showing significant improvement and in both our top five 

scores and top five most improved scores are: i) safety culture, ii) health and 

wellbeing and iii) employee engagement.   

• Our overall employee engagement score has seen a positive improvement from 

6.9 in 2018 to 7.1 out of 10 in 2019.  This is above the average of 7.0.  We have 

seen good improvements in our people advocating for the trust as both a place to 

work (64% - up from 57% in 2018; compared to 63% average) and to receive 

treatment (78% - up from 74% in 2018; compared to 71% average). 

 
Oxford University Hospitals NHS Foundation Trust is taking the following actions to 

improve the outcomes associated with these indicators, and therefore the quality of its 

services. 
 

Responding to the messages in the survey: 

 
• A staff survey engagement task and finish group has been set up by the Director 

of Culture and Leadership to explore how we will take forward a collaborative 

divisional and corporate approach that promotes meaningful conversation, the 

sharing of good practice and results in action that embeds change in real 

practice. 

• The actions arising from engagement events will be integrated into the 

overarching culture and leadership work programme with the staff survey forming 

part of our ongoing cultural barometer rather than being seen as an annual 

standalone initiative.  
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Infection prevention and control 
 
Oxford University Hospitals NHS Foundation Trust considers that these data are as 

described for the following reasons. 

• The Trust has a process in place for collating data on C difficile cases. 

• Data is collated internally and submitted on a daily basis to Public Health 

England. 

Oxford University Hospitals NHS Foundation Trust has taken the following actions to 

improve this indicator, and so the quality of our services. 

 
• A root cause analysis (RCA) of each C difficile case is normally presented at the 

monthly Health Economy meeting which includes representation from OUH, 

Oxford Health NHS Foundation Trust, Oxfordshire Clinical Commissioning Group 

(OCCG) and Public Health England.  

• The purpose of this meeting is to review all reported cases of C difficile to 

apportion responsibility, identify causality and trends, identify lapses in care and 

develop agreed action plans for quality improvement.  

• OUH has, with permission of the Oxfordshire Clinical Commissioning Group 

Infection Prevention and Control Lead, suspended routine RCAs during the 

COVID- 19 pandemic. However, we do still conduct RCAs if a concern has been 

raised.  

• Data is compared to peers, highest and lowest performers, and our own previous 

performance, as set out below. 

 
The table shows the number of C Difficile cases, the bed days, the rate and compares 
this to the national average, best and worst performing trusts. 
 

C Difficile 
rates per 
100,000 
bed days 

2016-17 2017-18 2018-19 2019-20 

OUH 
attributed 
(number) 

53 72 
 

51 89 

Total bed 
days 408,361 391,765 359,098* 356,490* 

Rate per 
100,000 
bed days 
(OUH 
attributed 
cases) 

13.0 18.1 14.2 
 

23.8 
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C Difficile 
rates per 
100,000 
bed days 

2016-17 2017-18 2018-19 2019-20 

National 
average 13.3 13.7 14.2 ٭ 

Best 
performing 
trust 

0.0 0.0 0 
 ٭
 

Worst 
performing 
trust 

82.7 91.0 79.7 
 ٭
 

 
*The Bed Days for 2018-19 and 2019-20 are calculated using UsedBedDays_GA&CC 
 
The C Difficile indicator was changed to ‘Number of avoidable incidences of C Difficile 

infection in patients that developed after 48 hours of admission’ (CLOD) in April 2019. It 

is not possible to obtain the National average, best performing trust and Worst 

performing trust data for CLOD until after June 2020. 

 
End of life care 
 
50% of patients who die each year in Oxfordshire die in Oxford University Hospitals. 

OUH considers care of these patients (and those important to the patient) to be of a 

high priority. 

 

Sobell Hospice Charity funded a project to improve end of life care across the hospitals 

(2016 – September 2019). OUH has approved a business case to continue this service 

improvement.    

 

Specific highlights are: 
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Direct patient care:  
• Referrals to the specialist palliative care team continue to grow; over 2300 

patients received input in 2018/19. 
• 50% of patients seen by the specialist palliative care team are discharged. 
• In 2016 the specialist palliative care team saw 29% of all dying patients in OUH, 

now it sees over 50%. 
• The 2018 National Audit of Care at the End of Life (NACEL) showed that In 7 of 

the 8 measured domains OUH is providing better care at the end of life than is 
seen nationally.  There has been a significant improvement in the documented 
care of the dying since the previous audit in 2016. 
 

Indirect support to improve care: 
• Some services have audited the care they provide to dying patients in order to 

identify any gaps and further improve care; including cystic fibrosis, renal, critical 

care and emergency department teams. 

• Education continues across all staff groups and in many settings. End of life care 

now forms a part of clinical and medical induction. The first ‘Grand Round’ for 

student nurses took place on end of life care. 

• A unique NHS study looking at outcome metrics and cost effectiveness of pro-

active palliative care for over 75 year old patients is underway with phase one – 

usual care – completing data collection. 

 
Policies and procedures, new or updated, to support care at the end of life and care 

after death have been completed. 

 
Culture change:  

• Staff in all areas are working hard to provide compassionate care to patients and 

those important to them, particularly for those who are dying. 

• The Trust’s End of Life Care Strategy Group thrives, with more staff groups 

represented, covering all ages and services across the Trust as well as Oxford 

Health and OCCG. 

• There are ongoing collaborative relationships with our local hospice charities - 

Sobell House Hospice Charity, Katharine House and Helen and Douglas House. 

They support clinical posts and provide expertise and resources to enable us to 

provide excellent palliative and bereavement care to children and adults dying in 

the Trust. 

• There has also been significant investment from Sobell House Hospice Charity 

and Ronald McDonald House Charity building new facilities for our patients and 
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their families. 

 

Patient safety incidents 
 

Trusts across England upload data relating to incidents reported locally to the National 

Reporting and Learning System (NRLS). The number of patient safety incidents and 

near misses reported at OUH via our electronic Datix system is a small increase on the 

previous financial year (2018/19 22,551; 2019/20 23,075). It should be noted that there 

was a reduction in incidents in the final two weeks of March 2020, as the Trust changed 

its clinical focus to concentrate on the COVID-19 pandemic which meant that from 17 

March elective surgery was cancelled. The Trust actively encourages staff to report 

clinical incidents and near misses so lessons can be learned in order to improve care. 

Measures used by NHS England and others to indicate a positive ‘safety culture’ within 

an organisation include the rate of incident reporting (the higher the better) and the 

proportion with significant patient harm (the lower the better).  

 
Oxford University Hospitals NHS Foundation Trust considers that these data are as 
described for the following reasons. 

• Data are compared to peers, highest and lowest performers, and our own 
previous performance, as the table below shows. 

• Data on patient safety incidents is collated on a Trust wide incident management 

system. 

 
The table below shows that, since April 2015 OUH has reported a consistent number of 

incidents per year, which is notably above the national average for acute non-

specialised trusts.  Source: NRLS, Organisation Patient Safety Incident reports which 

are published six months in arrears.  
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Patient safety incidents reported 
 

 
Oxford University Hospitals NHS Foundation Trust 

2015-16 2016-17 2017-18 2018-19 2019-20 
Apr - Sep 

Number of patient safety 
incidents 17,788 17,121 17,002 17,202 8,885 
National average 
(acute non-specialist trust) 9,465 7,661 10,714 11,338 6,276 

Highest reporting trust 24,078 27,991 31,007 45,740 21,685 
Lowest reporting trust 3,058 2,880 2,444 1,844 1,392 
Number of patient safety 
incidents that resulted in 
severe harm or death 

44 11 16 30 30 

National average 
(acute non-specialist trust) 39 38 37 37 19 

Highest reporting trust 183 190 220 159 95 
Lowest reporting trust 2 3 0 1 0 
Percentage of patient safety 
incidents that resulted in 
severe harm or death 

0.20% 0.06% 0.09% 0.17% 0.34% 

National average 
(acute non-specialist trust) 0.40% 0.40% 0.37% 0.36% 0.34% 

Highest reporting trust  2.00% 1.38% 1.76% 1.35% 1.44% 
Lowest reporting trust 0.00% 0.02% 0.00% 0.01% 0.00% 

 
 

In early 2019 the Trust amended its approach to impact grading for incidents, to fall in 

line with NRLS advice. This involved a transition from healthcare-related impact 

grading, where avoidability was considered, to a literal grading of the impact, where the 

impact on the patient is reflected regardless of whether the harm was avoidable or not. 

This has meant an increase in the number of incidents reported with ‘Death’ or ‘Severe’ 

harm as the impact. (The table above shows 30 such cases in the first 6 months of 

2019-20, which was the annual total for 2018-19); however, this is a change in 

categorisation only, there are no concerns that a greater number of death and severe 

harm incidents are occurring.  

 
Oxford University Hospitals NHS Foundation Trust has taken the following actions to 
improve this indicator, and so the quality of our services. 

 
Facilitating the Serious Incident Requiring Investigation (SIRI) Forum which is a weekly 

meeting where frontline staffs, executives and leads for specialist areas such as tissue 

viability, pharmacy, venous thromboembolism (VTE) and information governance attend 

as required. During 2019-20 there were 1,346 documented attendees compared to 

2018-19 where there were 1,486 documented attendees. This is a reduction of 140; 
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however, the final two meetings of the year were not held, because of the COVID-19 

pandemic, which would account for a predicted 56 of the variation, based on the 

average 2019-20 attendance. 

 
The Trust undertakes a Patient Safety Response meeting each weekday morning 

(excluding bank holidays).  The group, chaired by the Chief Medical Officer or a deputy, 

reviews all incidents reported with, or upgraded to, moderate or above impact since the 

last meeting.  In addition to identifying questions that should be addressed by Initial 

Summary Reports for incidents to be considered for discussion at the SIRI Forum, or 

downgrading the impact where necessary, the meeting may send a delegation to 

departments to ensure that there is suitable support for staff members and patients, 

should they remain on the unit. Following a pilot period and evaluation, the process was 

formally launched 17 September 2019. 

 
During 2019-20 77 SIRIs were declared on the Strategic Executive Information System 

(STEIS) with 6 being subsequently downgraded. This is a 35% decrease in reported 

SIRIs on 2018-19, in which 116 SIRIs were identified, with 7 downgrades.  

This table and graph below show the incident rate per 1000 bed days for organisations 

who report in to the NRLS.  The OUH rate is showing as 49.90 incidents/1000 bed days, 

which is the national average for this reporting period.   

Source: NRLS, Organisation Patient Safety Incident reports. 

 
Incidents per 1000 bed days 

 
Incident rates - acute non-specialist Trust 

  Oct 15  
Mar 16 

Apr 16  
Sep 16 

Oct 16  
Mar 17 

Apr 17  
Sept 17 

Oct 17  
Mar 18 

Apr 18 
Sep 18 

Oct 18 
Mar 19 

Apr 19 
Sep 19 

Incident rate (per 
1,000 bed days) 41 44 40 44 44 48 49 50 

National average 40 41 41 43 43 45 46 50 
Highest reporting 
rate 76 72 69 112 124 107 96 104 

Lowest reporting 
rate 15 21 23 23 24 13 17 26 
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Never Events 
 
A Never Event is described as a serious, largely preventable patient safety incident that 

should not occur if the available preventative measures have been implemented by 

healthcare providers.  There are 16 types of incidents categorised as such by NHS 

England, although one has been temporarily suspended (undetected oesophageal 

intubation), and one does not affect acute trusts such as OUH (failure to install 

collapsible shower or curtain rails). 

 

This graph shows that 7 Never Events were confirmed between April 2019 and March 

2020, inclusive.  There were 2 in June 2019 (wrong site surgery), 2 in August 2019 

(wrong site surgery, and misplaced naso-/orogastric tube), 1 in September (wrong site 

surgery), 1 in November 2019 (wrong site surgery), and 1 in January 2020 (retained 

foreign object post-procedure). 
 

 
 

In 2019-20 OUH reported 7 Never Events compared to 11 in 2018-19 and 9 in 2017-18. 

The Never Events in 2019-20 were as follows: 

• five wrong site surgery cases 
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• one retained foreign object post-procedure case 

• one misplaced naso- or orogastric tube case 

 
The learning and improvements stemming from these incidents, with a particular focus 
on the system changes made to reduce the probability of recurrence is as follows. 
 

• Creation of local safety standards for invasive procedures (LocSSIP) to cover 

computer tomography-guided ablation procedures, including the provision of 

scan dates and other pertinent details seen by the multi-disciplinary team in the 

referral. 

• Amendment of the interventional radiology variant of the World Health 

Organisation Surgical Safety Checklist (WHO checklist) to specify that the 

consent form and computerised radiology information system should be checked. 

• Creation of a standard operating procedure for the use of whiteboards to track 

data in interventional radiology procedures. 

• Creation of a LocSSIP for nerve blocks and joint injections undertaken in the 

Oxford Centre for Enablement, including the requirements of the ‘Stop Before 

You Block’ procedure.  These procedures will take place in a dedicated clinic 

room, rather than at the patients’ bedsides. 

• Supply of a one page summary of the policy on nasogastric feeding tube 

insertion in infants and children to every cot and bedside.  This policy will be 

expanded to specify that dislodged tubes should be replaced, not repositioned. 

• Operation booked on the Bluespier management software to include 

the exact site, including the bone to be addressed.   

• Where pre-operative imaging has been taken, the picture archiving and 

communication system is to be available in all theatres.  

• Amend the Stop Before You Block Local Safety Standard for Invasive 

Procedures (LocSSIP), relating to regional anaesthetic blocks and pain blocks, to 

make it explicit that the “stop” to confirm location should take place as close as 

possible before injection, and that this moment should be vocalised so that all 

present are aware. 

• Renal unit line insertion to take place in mini-theatres, wherever possible, and all 

to use the central venous catheter World Health organisation (WHO) checklist 

variation which includes a question to check guidewire removal post procedure. 
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How learning of never events has been shared at all levels in the 
organisation and externally 
 

Internally 
 

• The learning has been reported at committees within the Trust. This includes the 

Patient Safety and Clinical Risk Committee, Clinical Governance Committee and 

Quality Committee. 

• The Never Events reports have been discussed within departments, for example 

for Gynaecology morbidity and mortality meeting, Directorate and Divisional 

Governance meetings and departmental staff meetings. 

• In 2019, a new process was adopted, by which all Never Event investigations are 

presented to the CEO, Chief Medical Officer and Chief Nursing Officer following 

completion. The investigation team summarises the incident and main findings, 

and the Divisional and local management discusses progress against the action 

plan, and further learning. Clinicians involved in the Never Events also attend, 

and positive feedback concerning the process has been received from all sides. 

• Patient safety alerts have been placed on the front page of the 

intranet where appropriate. 

• Never Event root cause analysis reports are sent to governance staff in all 

Divisions, not just that in which the incident occurred, on completion, for 

immediate consideration regarding sharing learning. 

• All SIRI root cause analysis reports are uploaded to the Trust intranet on 

completion. 

• The Trust held a Safety Symposium in 2019-20, following on from the two held in 

2018-19 (see below). 

• Safety messages have been sent to all OUH email accounts and posted on the 

Trust intranet each week since February 2019. These messages are brief and 

can cover any patient safety issue, such as an introduction to a recent change in 

procedure locally or nationally, confirmation of best clinical practice, or a 

celebration of recent outstanding activity; they are often inspired by learning 

opportunities raised in incident investigations, and mandated in investigation 

action plans.  By the end of March 2020, 60 of these messages had been 

disseminated. 
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Externally 
 

• The CQC and NHS Improvement are informed of a Never Event when it occurs 

and a 72-hour report is sent to them for information. 

• Oxfordshire Clinical Commissioning Group (OCCG) and NHS 

England/Improvement review all completed root cause analysis reports, and they 

complete assurance visits once action plans are complete to ensure that learning 

has been sufficiently embedded, before closing the incident on STEIS. 

• Representatives from NHS Improvement contributed to the Safety Symposium 

(see below). 

 
In response to the high number of Never Events reported, the Trust created a Never 

Event Improvement Plan during 2018-19. This identified activity to deliver improvements 

in areas such as Never Event action monitoring, policy content, the National Safety 

Standards in Invasive Procedures (NatSSIPs) and Local Safety Standards in Invasive 

Procedures (LocSSIPs), and positive patient identification (PPID). The plan also 

included engagement with NHS Improvement and the National Patient Safety Team.  All 

elements of the plan were signed off as completed during 2019-20, including an audit of 

use of the WHO surgical safety checklist in 100% of cases, regular audit of PPID 

practice, and the creation of 25 new LocSSIPs. 

 
The Trust held a Never Event Risk Summit in August 2018. The success of the event 

was such that a second was held in January 2019, and the approach was adapted in 

2019-20, in which a Safety Symposium was held.  It was attended by 60 Trust 

employees, and included presentations on the National Patient Safety Strategy by NHS 

Improvement, as well as local learning from themes of Never Events and Serious 

Incidents, a  situation update on LocSSIPs and the development of the revised generic 

WHO surgical safety checklist. The organisers received positive feedback. 

 
An Internal Audit of SIRIs, and by extension all the Trust’s incident management 

processes including the communication of outcomes and learning, was completed in 

quarter 4 2019/20 by an external contractor.  A draft report has graded the Trust as 

demonstrating “Significant assurance with minor improvement opportunities”, and has 

many positive things to say about incident management processes. The auditors 

responded positively to the Trust’s Incident Reporting and Investigation Policy, and 

allied policies. Processes for the moderation and management of incidents and 

subsequent investigations were found to be “robust”, with the Patient Safety Response 

and SIRI Forum meetings well received, and liaison with commissioners during the 



95 
 

investigation process was also singled out.  The Trust will review the recommendations 

made, and identify actions to further improve processes. 

 
The results of the 2019 national NHS staff survey provide positive assurance regarding 

the Trust’s approach to incident reporting and management. Questions relating to the 

encouragement of staff to report errors, near misses or incidents, and fair treatment of 

staff in their subsequent investigation both showed a fourth annual increase in the 

satisfaction score, and are above the national benchmark for acute organisations. The 

survey also returned the highest results in 5 years relating to staff’s belief that the Trust 

would address any concerns raised about clinical practice, and again this exceeded the 

benchmark. 

Duty of Candour 
 
Duty of Candour is a national requirement that patients are contacted when they have 

been involved in a clinical incident which has resulted in Moderate or greater impact. As 

soon as reasonably practicable after becoming aware that a notifiable safety incident has 

occurred a registered person must notify the relevant person that the incident has 

occurred.  This discussion must be given in person, provide an account which is 

complete and accurate, advise on any further investigation into the incident which might 

be required, and include an apology.  This must be followed by a written notification to 

the relevant person. 

 
OUH Compliance with Duty of Candour in 2019-20. 
 
This table shows that Duty of Candour has been addressed in 470 of the 472 relevant 
incidents from the financial year. 
 

  Verbal Letter 
Q1 2019-20 98/98 98/98 
Q2 2019-20 124/124 124/124 
Q3 2019-20 120/120 120/120 
Q4 2019-20 123/125 124/125 

 
There can be complications relating to Duty of Candour, such as a patient’s contact 

details being out of date, which can delay the completion of one or both elements.  All 

cases requiring Duty of Candour are managed in the Trust’s weekly SIRI Forum and 

Divisional representatives supply updates on progress to confirm that these cases are 

being actively managed, and report when the obligations have finally been addressed. 

Completion of Duty of Candour and wherever possible a copy of the relevant 
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correspondence is recorded both in the Trust incident management system and in the 

patient’s notes. 

 

Venous thromboembolism (VTE) 
 
Venous thromboembolism (VTE) is the collective term for deep vein thrombosis (DVT) 

and pulmonary embolus (PE). A DVT is a blood clot which blocks the blood flow in one 

or more veins of the leg. A PE occurs when a blood clot breaks free from the DVT and 

travels to the lungs where it blocks the blood supply to part of the lung. 

 
The Trust has met and exceeded the 95% target for VTE risk assessment of patients for 

2019-20. 

Oxford University Hospitals NHS Foundation Trust considers that this data is as 
described for the following reasons. 

• The Trust has a robust process in place for collating data on venous 

thromboembolism assessments. 

• Data is collated internally and then submitted on a quarterly basis to the 

Department of Health. 

• Data is compared to peers, highest and lowest performers, and our own previous 

performance, as set out in the table below. 

 
 

 
 
 
 
 
 
 
 
 
 
 
Oxford University Hospitals NHS Foundation Trust has taken the following actions to 

improve this indicator, and so the quality of its services.  

 
• The VTE Prevention Team and obstetrics have worked closely with the 

Electronic Patient Record (EPR) team to improve safety with a direct link of the 

obstetric e-VTE risk assessment ‘recommended outcome’ to e-prescribing. This 

VTE 2016-
17 

2017-
18 2018-19 2019-20 

OUH VTE 
assessment rate 

 
96% 

 
98% 

 
98% 

 
98% 

National average 
 96% 95% 

 
96% 

 

 
96% 

 
Best performing 

Trust 
(All Acute Trusts) 

100% 100% 
 
100% 

 

 
100% 

 
Worst performing 

Trust 
(All Acute Trusts) 

79% 74% 
 

78% 
 

 
79% 
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was implemented in April 2018. This built on previous work linking medical and 

surgical e-VTE risk assessments to e-prescribing.  

 
• E-Learning VTE prevention and safe anticoagulation modules are regularly 

reviewed and are up to date.  A bespoke Maternity VTE learning package for 

midwives went live in January 2019. 

 
• Pharmacy support has enabled a robust independent Trust-wide audit of 

‘appropriate thromboprophylaxis’ since July 2016 and this has continued 

quarterly. The feedback of good quality data has helped drive improvements in 

patient safety.  

 
• All hospital associated thrombosis (HAT) incidents are reported. Potentially 

preventable HATs are discussed in the Serious Incident Requiring Investigation 

(SIRI) forum and learning outcomes are disseminated.  

  

• Improvements have been made in patient information about hospital acquired 

venous thromboembolism that is provided on discharge from hospital. In order to 

provide all patients with information on discharge, a statement on VTE risk on 

discharge has been included in electronic discharge summary since July 2017. 

 

• Implementation of new guidelines from the National Institute for Health and Care 

Excellence on ‘Venous thromboembolism in over 16s: reducing the risk of 

hospital-acquired deep vein thrombosis or pulmonary embolism’. 
 

Part 3: Other information 
Progress against priorities for 2019-20 

 
The table gives the name and description of each Quality Priority, states why we chose 

these as Quality Priorities and then gives a description of how success would be 

evaluated over the course of the year, followed by the evaluation. 

 
 Why we chose 

this Quality 
Priority 

How we will evaluate 
success 

Evaluation March 2020 

Reducing 
Never 
Events- 
particularly 

National Safety 
Standards for 
Invasive 
Procedures 

1. A minimum of ten 
LocSSIPs will be 
developed over the 
course of the year. 

1. Achieved: 16 
LocSSIPs had been 
produced by 31 
March 2020.  
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 Why we chose 
this Quality 
Priority 

How we will evaluate 
success 

Evaluation March 2020 

around safe 
surgery and 
procedures. 

(NatSSIPs) have 
been produced to 
address many of 
the underlying 
causes of Never 
Events (events 
that should be 
wholly avoidable 
due to the 
consistent 
application of 
specific safety 
checks e.g. WHO 
Surgical Safety 
Checklist).  
 
The aim is to 
produce more 
OUH Local Safety 
Standards for 
Invasive 
Procedures 
(LocSSIPs) and 
thereby reduce the 
incidence of 
avoidable adverse 
events. 
 
The OUH had 11 
Never Events in 
2018-19 and this 
Quality Priority 
was voted to 
continue from last 
year. 

2. Finalise the 
remaining 
overarching 
procedures and 
policies relating to 
Never Events in 
the next six 
months, to include: 
WHO Surgical 
Safety Checklist 
Policy. 
Prosthesis 
Verification Policy. 

3. Aim for 100% 
compliance with 
WHO Surgical 
Safety Checklist. 

4. Run an action 
planning workshop 
with input from 
NHSI, Patient 
Safety Academy 
and Clinical 
Governance to 
ensure robust 
actions are put in 
place to prevent 
recurrence of 
serious incidents / 
Never Events. 

5. Complete all 
actions from RCAs 
following NEs in 
2018-19. 

6. Demonstrate 
learning across all 
Divisions at 
Governance 
meetings. 

2. Achieved: The 
remaining policies 
have been 
approved, uploaded 
and communicated 
to staff. These were 
the WHO Surgical 
Safety Checklist 
Policy and the 
Prosthesis 
Verification Policy. 

3. 3 Partially achieved: 
WHO compliance for 
March 2020: 
documentation 
audits 99% 
(262/265) 100% 
(268/269) for 
observational WHO 
audits.  

4. Achieved: An action 
planning workshop 
took place on 
30/04/19 facilitated 
by NHS 
Improvement (NHSI) 
and the Patient 
Safety Academy. 

5. Achieved: To the 
end of March 2020: 
100% of Never 
Event actions for 
2018/19 for which 
the target date has 
passed have been 
completed 

6. Five OCCG/NHSE 
assurance visits 
have taken place 
since April 2019 
closing 20 Never 
Events and 
providing assurance 
that learning and 
actions have been 
demonstrated. 

7. A Safety 
Symposium focusing 
on WHO surgical 
safety checklist took 
place 8th October 
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 Why we chose 
this Quality 
Priority 

How we will evaluate 
success 

Evaluation March 2020 

2019. 
Fully achieved 

Launching 
the National 
Early 
Warning 
Score 
(NEWS 2). 

In April 2018 NHS 
England mandated 
the implementation 
of NEWS2 across 
all acute hospital 
trusts and 
ambulance 
services by March 
2019.  (Patient 
Safety Alert 
NHS/PSA/RE/201
8/003). 

Identify actions required 
to ensure, by 30 June 
2019, there is Trust-wide 
adoption of NEWS2; and 
share examples of local 
challenges and best 
practice with the NEWS2 
network on request. 

a) Define a process 
for the use of Scale 
1 (Standard chart). 

b) Define a process 
for the assessment 
and recording 
‘Acute Confusion.’ 

c) Produce revised 
escalation 
guidance. 

d) Define the process 
for use of scale 2 
(Chart for patients 
with Type 2 
Respiratory 
Failure). 

e) Design and deliver 
a training update 
for nurses and 
nursing assistants. 

f)  Design and deliver 
a communication 
strategy for the 
launch of NEWS2. 

g) Define and deliver 
the technical 
requirements for 
the deployment of 
NEWS2 within the 
System for 
Electronic 
Notification and 
Documentation 
(SEND) platform. 

Items (a-f) have been 
completed. 
Item (g) outstanding: 
The development of the 
SEND product software was 
completed at the end of 
October 2019. However, 
due to the COVID-19 
pandemic the final 
completion of this launch is 
now expected in 2020-21. 

   
Partially achieved. 

Patient 
Safety 
Response 
Teams. 

This award-
winning concept 
has been 
successfully 
introduced in 
another Trust. 

A Patient Safety 
Response (PSR) Team 
will be piloted for 8-12 
weeks in the JR and West 
Wing and evaluated 
before being considered 
for Trust-wide roll out. 

The pilot of the PSR began 
12 March 2019 and an 
evaluation took place at the 
end of July 2019, following 
which the process formally 
launched on 17 September 
2019, World Patient Safety 
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 Why we chose 
this Quality 
Priority 

How we will evaluate 
success 

Evaluation March 2020 

Day. 
• Between 1/4/19 and 

31/3/20 950 incidents 
were discussed, of 
which 160 incidents 
had their impact 
downgraded (17%) 
and 43 inspired 
department visits 
from a PSR 
delegation (5%). 

 
Fully achieved  

Reducing 
stillbirths. 

The NHS recently 
set out a national 
ambition to halve 
the rates of 
stillbirths by 2030, 
with a 20% 
reduction by 2020. 
‘Saving babies’ 
Lives’ care bundle 
Version 2 (2019). 
 
The impact on the 
families who lose a 
much-loved baby 
or mother or those 
caring for a child 
with a birth-related 
brain injury is 
devastating, 
especially when 
the outcome could 
have been 
prevented. 

Reduction in stillbirth rate 
by 20% by 31 March 
2020.   Reducing stillbirth 
rate from 5.2 per 1000 
births to 4.0 per 1000 
births by the introduction 
of the five elements 
recommended in the 
‘Saving Babies’ Lives’ 
Care Bundle: 
Element 1 – Reducing 
smoking in pregnancy. 
Element 2 – Risk 
assessment, prevention 
and surveillance of 
pregnancies at risk of 
fetal growth restriction. 
Element 3 – Raising 
awareness of reduced 
fetal movement. 
Element 4 – Effective fetal 
monitoring during labour. 
Element 5 – Reducing the 
number of preterm births. 

Element 1 – Carbon 
monoxide testing being 
offered together with 
referral to Stop Smoking 
service where appropriate. 

Element 2: OUH were one 
of the first Trusts in the 
country to introduce 
routine 36 week growth 
ultrasound scanning plus 
identification of women 
whose baby might 
struggle to grow properly, 
with an offer of an extra 
ultrasound scan at 28 
weeks. 

Element 3: All women are 
asked about how their 
baby is moving at every 
appointment. Language 
appropriate literature with 
information on self- 
referral should the baby 
not move is shared. 

Element 4: Standardisation 
across the region for 
monitoring during labour 
has taken place, together 
with competency based 
training for all doctors and 
midwives. 

Element 5: Our stillbirth rate 
per 1000 births continues 
to fluctuate (2019-20 
quarters so far: Q1 4.18, 
Q2 5.57, Q3 3.14). This 
represents an overall 
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 Why we chose 
this Quality 
Priority 

How we will evaluate 
success 

Evaluation March 2020 

reduction in the numbers 
of families who have not 
had to live through the 
devastation of stillbirth. To 
ensure sustained 
improvement in this 
project, we need to 
continue this work and 
become compliant with 
SBL v2. 

Fully achieved 
 

Clinical Effectiveness  
 

 Why we chose this Quality 
Priority 

How we will 
evaluate success 

Evaluation January 
2020 

Sepsis care 
– antibiotics 
within 1 
hour. 

Identifying deterioration 
early can allow prompt 
treatment to reduce the 
duration and severity of 
subsequent illness. This 
priority was one of the 2018-
19 priorities that 
stakeholders voted to 
continue into 2019-20 at our 
Quality Conversation public 
event in January 2019. 

1. Increase from 
74% to more 
than 90% the 
proportion of 
sepsis patients 
receiving 
antibiotics 
within an hour 
by 31 March 
2020. 

 
2. Undertake an 

audit of sepsis 
in which the 
first dose of 
antibiotics was 
delayed > 1h in 
order to 
identify and 
share learning 
by 31 March 
2020. 

 
3. Include 

‘Sepsis’ as a 
subject for 
learning on a 
‘Grand Round’ 
by 31 March 
2020. 

1. Proportion of patients who 
received antibiotics within 1hr 
of a sepsis alert 
• May 19 – 41/60 (68%) 
• Jun 19 – 44/56 (78%)  
• July 19 – 47/59 (78%)  
• Aug 19 – 40/50 (80%) 
• Sep 19 – 62/75 (83%) 
• Oct 19 – 57/70 (81%) 
• Nov 19 – 40/52 (77%) 
• Dec 19 – 60/81 (74%) 
• Jan 20 – 36/45 (80%) 
• Feb 20 – 32/44 (73%) 
• Mar 20 – 30/46 (65%)  
 
2. Audit  
Audit completed and report 
shared with the Sepsis Team. 
Formal presentation to the 
Sepsis working group 
deferred to next meeting due 
to Covid-19. Key findings 
included:  

• The OUH Sepsis 
Agent is an effective 
tool for identifying 
patients with sepsis.  
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 Why we chose this Quality 
Priority 

How we will 
evaluate success 

Evaluation January 
2020 

• 81% (177/218) of the 
patients with a sepsis 
alert had sepsis.  

• Among patients for 
whom there was a 
delay to antibiotics, 
median time from 
Sepsis Alert to 
antibiotics was 90 
mins. 

• Much of this delay is 
between antibiotic 
prescription and 
administration: among 
patients for whom 
there was a delay to 
antibiotics, median 
time from Prescription 
to antibiotics was 58 
mins. 

• There was limited 
documentation on 
other reasons for 
delays, but from the 
data we did have the 
main reason was 
difficulty in gaining IV 
access.  

 
3. Grand Round - Completed 
Sepsis Surgical & Medical 
Grand Rounds took place 
31/01/2020 & 20/02/2020. 
Regular sepsis slots are 
scheduled for student nurse 
grand round. 
 
Partially achieved 

Reducing 
the number 
of stranded 
patients. 

This was one of the 2018-19 
priorities that stakeholders 
voted to continue into 2019-
20 at our Quality 
Conversation public event in 
January 2019. 

We will achieve a 
16% reduction in the 
number of patients 
with an extended 
Length of Stay (LOS) 
of over 21 days, to 
fewer than 110 
patients by 31 March 
2020. 

Towards the end of the year, 
the Trust has sustained an 
average of 60-49 patients 
with an extended LOS over 
21 days.  
 
Fully achieved 

Digital – 
Roll-out of 

Adding SurgiNet and 
Anaesthesia modules to the 

1. By 30 June 
2019 the new 

Design is complete including 
reporting requirements from 
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 Why we chose this Quality 
Priority 

How we will 
evaluate success 

Evaluation January 
2020 

the 
SurgiNet 
module in 
Cerner 
Millennium 
to support 
best care 
for patients 
undergoing 
surgery and 
procedures. 

existing Electronic Patient 
Record (EPR). 

1. Reduces potential 
risk created by ‘paper 
gaps’ in clinical 
information used 
during the surgical 
pathway. 

2. Enables any 
problems identified at 
pre-assessment to 
flow into the EPR. 

3. Provides consistent 
documentation 
standards for 
anaesthetic records. 

4. Replaces older 
technical systems 
which are now difficult 
to support and are not 
properly integrated for 
scheduling of surgical 
procedures. 

modules will 
have been 
designed by 
OUH clinicians 
and 
administrative 
staff. 

 
2. By 30 

September 
2019 modules 
will have been 
built by our 
partner. 
 
 

3. By 28 February 
2020 modules 
will have been 
thoroughly 
tested by OUH 
clinicians and 
administrative 
and technical 
staff. 

 
4. By 31 March 

2020 clinical 
and 
administrative 
staff will have 
commenced 
training in the 
first suite of 
theatres to go 
live. 

the Trust Theatre 
Optimisation Programme.  
 
Build is complete except for 
reporting which now has had 
a dedicated project team 
established to recover 
timeline for a June 2020 go 
live. 
 
The most important 
deliverables for COVID 19 
response were pulled forward 
and are in live use: electronic 
Pre-Operative Assessments 
for standard Trust Workflow, 
Surgical Orders and Theatre 
Scheduling, and Theatres 
Reporting. 
 
COVID 19 priorities 
prevented clinical and 
administrative staff 
commencing training in May 
2020 for the first suite of 
theatres to go live. Training 
will now commence in August 
2020 
 
The first theatre suite will go 
live in September 2020. 
 
Partially achieved. 

 
Patient Experience  
 

 Why we chose this Quality 
Priority 

How we will 
evaluate success 

Evaluation January 2020 

Patient 
portal to 
support 
better 
interaction 
with 
hospital 
services. 

The Trust’s patient portal 
offers patients a new route 
to engage with our services. 
It went live in its first pilot 
department (Diabetes) in 
January 2019. Over the next 
year the portal will be 
deployed across other 
services with increasing 
functionality that better 

By 31 March 2020 the 
portal: 
- will be available to 
all services that are 
ready to deploy it. 
- will enable patient 
access to lab, 
radiology and 
pathology results with 
a short delay (that will 

The Patient Portal went live in 
Diabetes in February 2019.  
 
Work to make the Patient 
Portal applicable to any 
patient being cared for at 
OUH re-started in January 
2020, and has included 
obtaining feedback from not 
only key clinicians in services 
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 Why we chose this Quality 
Priority 

How we will 
evaluate success 

Evaluation January 2020 

meets users’ needs whilst 
enhancing the efficiency and 
efficacy of care. 

be determined in 
consultation with all 
users). 
- will enable patients 
to contribute 
information through 
‘clipboard’ surveys 
and secure 
messaging. 
- will be accessible 
through a smartphone 
application as well as 
a website. 

which wish to spearhead 
widespread adoption in the 
Trust, but also patients. 
 
 
In June 2020, Trust 
Management Executive 
(TME) approved the Trust 
wide rollout of the Cerner 
Patient Portal including clinic 
letters, general letters, 
inpatient discharge 
summaries, Emergency 
Department discharge 
summaries, Maternity 
booking and discharge 
summaries, haematology, 
biochemistry, immunology, 
and blood bank results. 
 
The Portal will also support 
completion of patient 
questionnaires and Patient 
Reported Outcome Measures 
(PROMs), allergy and home 
medications updates, and 
clinician-patient messaging.  
Partially achieved. 

Care of 
patients 
with mental 
health 
issues. 

National recommendation The child and 
adolescent mental 
health services 
(CAMHS) and 
emergency 
department 
psychiatric service 
(EDPS) see 100% of 
patients within an 
hour of referral by 31 
March 2020. 
 
The length of stay of 
patients with mental 
health issues in the 
emergency 
department will 
always be under 12 
hours by 31 March 
2020. 

All children with a mental 
health presentation are risk 
assessed with a 
management plan before 
admission. 
OUH have an agreed 
process for the escalation 
and management of young 
people in the children’s 
hospital. 
EDPS are now achieving 
good compliance with seeing 
patients within 1hr of referral. 
We have not had any 12hr 
breaches from decision of the 
approved mental health 
professional (AMHP) to the 
patient leaving the Trust in 
secure transport. 
Fully achieved. 

The Home 
Assessment 

This was one of the 2018-19 
priorities that stakeholders 

In 2017 and 2018, the 
proportion of patients The proportion of service 

users returning to 
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 Why we chose this Quality 
Priority 

How we will 
evaluate success 

Evaluation January 2020 

Reablement 
Team 
(HART) 
services. 

voted to continue into 2019-
20 at our Quality 
Conversation public event in 
January 2019. 

returned to functional 
independence 
following hospital 
discharge reablement 
was 51% and 57% 
respectively. By 31 
March 2020 we will 
aim to further 
increase the 
proportion of those 
returning to 
independent living to 
60%. 

independent living following 
discharge from the HART 
service was 56% for the year 
April 2019- Mar 2020. 
Mitigating actions to improve 
performance included 
improving productivity 
through the HART discharge 
to assess (D2A) service. The 
HART D2A service was key 
to trying to achieve the 
quality priority. To date this 
approach has reduced 
hospital length of stay and 
saved over a third of 
reablement hours when 
comparing actual reablement 
need to the reablement 
prescriptions made in the 
hospital setting. 
However although the 
planned improvement was to 
come through expanding the 
D2A service to all parts of 
Oxfordshire facilitated by a 
growth in therapy workforce, 
challenges with recruitment 
has sadly meant this was not 
fully possible. 
Not achieved. 

 
Summary of achievement 

Fully achieved Partially achieved Not achieved 

Reducing Never Events Launching NEWS 2 

Due to the decision to 
pause this work during the 
pandemic. 

The Home Assessment 
Reablement Team (HART) 
services. 

Due to recruitment issues 
the staffing numbers 
required to support the 
increase in patients 
achieving full 
independence was not 
achieved. 

Patient Safety Response 
Teams 

Sepsis care 

Target of 90% intravenous 
antibiotics not reached- 
80% was the highest. 

 

Reducing Stillbirths Surginet 

The most important 
deliverables for COVID 19 
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response were pulled 
forward and are in live use: 
electronic Pre-Operative 
Assessments for standard 
Trust Workflow, Surgical 
Orders and Theatre 
Scheduling, and Theatres 
Reporting.  

Patients with an extended 
length of stay 

Patient portal 

Further roll out of the 
system was paused mid 
year as the ability to 
reschedule appointments 
was identified as a high 
priority and options to 
better serve these needs 
had to be assessed. 

 

Care of patients with 
mental health issues 

  

 

 
Our 2019-20 performance against the relevant indicators and performance thresholds 

set out in the oversight documents issued by NHS Improvement January 2020. 

The table shows the performance of key indicators by quarter for the year and the sum 

total for the previous year. 

  Target 
2018-19 
Annual 

2019-20 
Q1 Q2 Q3 Q4 

Full 
year 

Rates of Clostridium 
difficile <89 2019/20* 51 21 26 19 23 89 

18 Week Incomplete  >92% 84% 83% 81% 79% 77% 80% 
4 hour Target >95% 87% 86% 85% 81% 81% 83% 

Maximum wait of 62 
days from urgent 

referral to treatment 
for all cancers 

>85% 72% 71% 68% 64% 70% 68% 

Extended 62-Day 
Cancer Treatment 
Targets (following 
detection via 
national screening 
programme of 
hospital specialist) >90% 79% 70% 61% 52% 57% 

 
 
 
 
 
 

60% 
Supporting 
measures: number 
of diagnostic waits 
<6 weeks - 
DiagWaits >99% 98% 98% 98% 97% 96% 

 
 
 
 

97% 
 
* Clostridium difficile Infections were measured using new criteria for apportioning cases in 2019/20. As a result the threshold increased 

compared to the previous financial year in line with the new reporting classification. The total cases reported in the table are also not 

directly comparable between financial years. 
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Emergency Department (ED) access: 95% ED patients 
wait fewer than four hours 

 
Oxford University Hospitals NHS Foundation Trust considers that these data are as 
described for the following reasons. 

• The Trust has a robust process in place for collating data on ED attendances and 

four hour breaches. 

• Data is collated internally and then submitted on a monthly basis to the 

Department of Health. 

• The Trust is regularly and independently audited to ensure accuracy of the 

figures. 

• Data is compared to peers, highest and lowest performers, and our own previous 

performance, as set out in the table below. 
 

Emergency 
Department 

2016-
17 

2017-
18 

2018-
19 

2019-20 
 

No. of four hour 
Breaches 21,046 26,673 20,588 27,939 

No. of 
attendances 151,073 155,352 160,714 165,011 

Performance 86% 83% 87% 83% 
Nat. average 89% 89% 88% 84% 
Best performing 
trust 100% 100% 100% 100% 

Worst 
performing 
trust 

72% 73% 62% 66% 

 

Oxford University Hospitals NHS Foundation Trust has taken the following actions to 

improve this indicator, and so the quality of its services. 

• Performance against the national standard for the percentage of patients on 

incomplete RTT pathways (yet to start treatment) waiting no more than 18 weeks 

from referral was 74% at the end of 2019/20, and  there were 25 patients waiting 

over 52 weeks for first definitive treatment. Whilst this exceeded the trajectory 

volume of zero patients waiting over 52 weeks, the final position was adversely 

affected by COVID-19.  

 
• The indicator measuring A & E attendances where the patient was admitted, 

transferred or discharged within 4 hours of their arrival at an A&E department 

was 83% at the end of 2019/20. OUH recorded a 2.7% increase in attendances 

in 2019/20 compared to the previous financial year. 
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• The indicators measuring 62 day cancer standards from GP referral and from 

screening programmes to treatment were 68% and 60%, respectively, at the end 

of 2019/20. Performance against the indicator measuring diagnostic wait times 

for tests within six weeks was 97% at the end of 2019/20.  
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Statements 
Annexe 1: Statements from commissioners, local 
Healthwatch organisation and Overview and Scrutiny 
Committees 
 

Statement from Oxfordshire Clinical Commissioning Group (OCCG) 

 
 
 
 

 
 Jubilee House 

5510 John Smith Drive 
Oxford Business Park South 
Cowley 
Oxford 
OX4 2LH 
1st September 2020 
 
Telephone: 01865 336795 
Email: oxon.gpc@nhs.net 

 
NHS Oxfordshire Clinical Commissioning Group (OCCG) has reviewed the Oxford University Hospitals 
Foundation Trust (OUHFT) Quality Account and believe that it is accurate; meeting the requirements of a 
Quality Account. OCCG recognises that OUHFT undertakes a vast range of services and that the Quality 
Account can reflect only a part of the work undertaken by the trust. 
Achievement against the Trust’s 2019/20 Quality Priorities is sent out in the Quality Account. A number 
of the 2019 20 priorities have not been achieved and, where this is the case, we would welcome a clear 
revised timetable for completion. We note that the priority for the Home Assessment Reablement Team 
(HART) has been carried forward to become a priority for 2020/21.  

OCCG has noted the Trust’s Quality Priorities for 2020/21. The safety interventions chosen align with 
national priorities and will benefit large numbers of patients. Minimising the incidence of nosocomial 
COVID-19 infections is a significant priority for the whole country 

Prior to COVID-19, OUHFT was not meeting national standard on some of the core national targets 
regarding patient waiting times and A&E performance. OUHFT has an assurance process in place to 
identify harm in patients who are waiting longer than expected by national standards. This process aims 
to identify harm and expedite treatment before patients come to harm. This process is necessary 
because of the Trust’s challenges with meeting waiting times targets. OCCG expects that this challenge 
will grow due to the impact of COVID-19. This will require the Trust to continue to adapt and innovate. 
OCCG encourages the Trust to maximise administrative efficiency and continue to implement digital 
solutions. This ambition would include the reduction of cancellations but go wider than this to eradicate 
errors and avoidable delays in the patient pathway. The challenge is large but significant improvement 
could be made through a focus on improving administrative processes.  

mailto:oxon.gpc@nhs.net
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OUHFT has demonstrated a valuable contribution to the national response and has achieved promising 
outcomes in the treatment of COVID019 so far, adapting quickly and innovating to bridge the gap in care 
this has created.  

OCCG notes that the Trust continues to perform very well in terms of hospital mortality measures.  The 
Trust has implemented the Learning From Deaths guidance. The CCG welcomes the more in depth 
understanding of mortality and or areas for improvement which this process brings.   

In 2019-20 has been a reduction in the number of Never Events at OUHFT. We hope this is an indicator 
of the success of the Trust’s actions in response to past incidents. OCCG supports the continuation of 
work strengthening the safety culture of the organisation and hopes this will lead to a further reduction 
in avoidable patient safety incidents.   

The Trust CQUIN performance was halted by COVID-19. OCCG has settled achievement of CQUINs with 
the Trust on the basis of performance up to the interruption of delivering the schemes for COVID-19.  

OCCG notes the excellent hip fracture performance at the Horton General Hospital. OCCG hopes that 
the Trust can build on this to ensure patient from across Oxfordshire receive the same high quality care.  

Following the CQC visit which resulted in an enforcement notice, OUHFT has made significant 
improvements to theatres and the emergency department. OCCG hopes to see the Trust action plan 
completed and for this to be reflected in improvements to the Trust CQC rating, particularly in the 
“Safe” and “Well-led” domains. 

The OUHFT Quality Account provides a clear picture of the Trust’s activity and the quality of its services. 
We recognise the unique and significant challenges that OUHFT faces in 2020/21 and welcome the 
opportunity to work together and provide quality care during difficult circumstances. 
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NHS England Specialised Commissioning statement on Oxford University Hospitals 

NHS Foundation Trust 2019-20 Quality Accounts  

  
 
 

                                                                                                                            
 
 
 
NHS England (South)  
Specialised Commissioning                                                                                                                                
60 Caversham Road 
Reading 
Berkshire 
RG1 7EB 
 
                                  
                                                                                                                   5th August 2020  
 
Janet Meek  
Regional Director of Commissioning (South East)  
 
Dear Bruno Re: 2019 – 2020 Oxford University Hospital Quality Account  
Thank you for sharing the Oxford University Hospitals NHS Foundation Trust (The Trust) 
2019/2020 Quality Account with NHS England and NHS Improvement as the commissioner of 
Specialised services from the Trust. NHSE/I South East Region have reviewed the Quality 
Account and believe it presents an accurate representation of the Trust’s performance during 
2019/20.  
The Quality Account clearly articulates the Trust’s achievements and challenges during the last 
year and the subsequent implications these challenges posed in relation to the organisational 
quality improvement plans. The declaration of a level 4 incident by NHS England and NHS 
Improvement on the 30th January 2020 in response to COVID19 triggered the first phase of the 
NHS pandemic response and the impact this incident had on providers of care is acknowledged 
by NHSE/I.  
It is noted the Care Quality Commission section 31 enforcement notice relating to theatres in the 
JR2 theatre complex was removed in November 2019 following works undertaken by the Trust.  
A key priority for the Trust during 2019/20 was improvement to the safety culture across the 
organisation. The Trust implemented several initiatives to achieve this objective with progress 
being evidenced within the NHS Staff Survey Results of 2019.  
The Quality Report highlights seven never events occurred during this year and whilst it is 
recognised this represents a 36% reduction from 2018/19 it is acknowledged the Trust held a 
safety summit in October 2019 with a focus on surgical safety checklist compliance in order to 
mitigate the risk of future never events taking place.  
Reducing the number of patients waiting in excess of 52 weeks for treatment was a key priority 
for the Trust during 2019/20. It is noted 25 patients were still waiting longer than this for their 
first definitive treatment as of 31st March 2020. These patients had been discussed at the 
monthly harm review group following the completion of a psychosocial and clinical harm review 
and NHSE/I is committed to supporting the Trust to ensure no patient waits in excess of 52 
weeks for treatment in the coming year.  
The Quality Account articulates the quality priorities for 2020 21 following engagement by the 
Trust with patients, members of the public and key stakeholders. The patient safety priorities for 
2020/21 include identification of deteriorating patients, safety huddles and insulin safety, with 
clinical  
effectiveness priorities focusing on minimising the occurrence of Nosocomial COVID 19, 
improving staff health and wellbeing and mental health care of patients across the organisation. 
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The patient experience priorities have been identified as needing to support patients to remain 
independent in their own homes, addressing long waiting lists and improving the understanding 
of the impact on cancelled appointments for patients. NHSE/I welcomes these as priority areas 
for 2020/21 and the anticipated improved outcomes for patients as a result of these priorities.  
In conclusion, NHSE/I endorse this Quality Account and we look forward to continuing to work 
collaboratively with the Trust in the coming year in order to support the quality improvements 
identified by the Trust.  
 
Yours sincerely  
 
Janet Meek Regional Director of Commissioning (South East) NHS England and NHS 
Improvement  
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Response from the Health Overview and Scrutiny Committee to Oxford University 

Hospitals NHS Foundation Trust Quality Accounts 

 
  

 
 
Oxfordshire Joint Health Overview and Scrutiny 
Committee   
County Hall 
New Road 
Oxford 
OX1 1ND 

      9th July 2020 
 

 
 
Re: OUHT Quality Account 2019/20  
 
Thank you for sharing the Oxford University Hospitals Foundation Trust (OUHFT) draft Quality 
Account with the Oxfordshire Joint Health Overview and Scrutiny Committee (HOSC) for 
comment. The committee were pleased to receive a presentation the progress against OUHFT’s 
2019/20 quality priorities and the emerging priorities for 2020/21 at its meeting on 25th June 
2020. 
With regards to the achievement of priorities for 2019/20, the committee is reassured to 
understand that where a priority was partially or not achieved, that work will continue to fully 
achieve the priorities that were set. The committee were previously concerned about the high 
number of ‘never events’ that occurred at OUHFT during 2018/19, as such it’s especially 
pleasing to see the considerable progress made in this area and the learning having been 
captured. 
HOSC is very supportive of the quality priorities identified for 2020/21; particularly the work to 
expand the priority of care of patients with mental health issues, further than just the 
Emergency Department. It is encouraging to see staff health and wellbeing as a quality priority 
for the year as well. It’s especially pertinent given the current COVID-19 pandemic and 
considerable demands that has put on health workers. 
HOSC are also encouraged by the breadth of attendees at the event to set the forthcoming 
priorities. It is important to listen to views of patients as well as staff working on the front lines 
to ensure real, achievable, improvements can be made. This Quality Account is a valuable tool 
in helping the public to understand the Trust’s performance and priorities for improving the 
quality of local services. The committee looks forward to seeing how the priorities identified 
through this process develop through the 2020/21 financial year and would welcome further 
discussion at a future HOSC meeting about the progress being made. 
Yours Sincerely 
 
 

 
 
Cllr Arash Fatemian  
Chairman Oxfordshire Joint Health Overview & Scrutiny Committee 



114 
 

 
 

Governor Response to Quality Account                                              25th August 2020 

 
The Council of Governors was pleased to read this impressive record of what the Trust has done and 
continues to do to ensure that service and care quality is maintained and improved. In light of the 
growing culture within the Trust to celebrate achievement, the Council of Governors wish to 
congratulate all staff on the work that has been done to bring about these improvements. 

All governors have had the opportunity to read and comment on the report, and the Council of 
Governors’ Patient Experience, Membership and Quality Committee has additionally met virtually to 
discuss key aspects of the Quality Account with relevant members of the Trust Board, including senior 
staff and non-executive directors. The document has been revised based on governor feedback where 
relevant. 

During the financial year 2019/20 the Council of Governors maintained its own scrutiny of service 
quality through the work of its Patient Experience, Membership and Quality Committee. Key quality 
information was monitored and the Committee had the opportunity to discuss this with relevant 
executive and non-executive members of the Board. 

The Council of Governors recognises that this is a comprehensive and open account of progress. There is 
clear evidence of positive clinical and organisational improvements across all areas of the Trust. 
Governors can be satisfied, and indeed proud, of the work that the employees of the Trust have 
undertaken, often under very challenging circumstances. 

Governors have noted the degree of transparency with which the Trust has acknowledged that the 
desired standards have not been achieved in all cases. The Council of Governors recognises that further 
work is necessary to ensure that the high standards that the Trust aspires to are achieved in all areas. 
Governors have seen that plans are in place to address these issues, and will be monitoring them 
closely. 

The Council of Governors also welcomed evidence that examples of good practice within the 
organisation were recognised and disseminated to support learning and improvement across the Trust. 

Overall, it was felt that the Quality Account demonstrated significant progress over the last year in spite 
of substantial challenges and governors wish to acknowledge their gratitude for the hard work that has 
delivered this improvement. 

Finally, the Council of Governors wished to take this opportunity to recognise the strength of the Trust’s 
response to the COVID-19 pandemic and how hard staff have worked to respond to this unprecedented 
challenge. It was acknowledged that this will have implications for the Trust’s activities in the coming 
year and an impact on the content of this report for the year to come. 

Cecilia Gould 

Lead Governor 

Sally-Jane Davidge 

Chair of the Patient Experience, Membership and Quality Committee 



115 
 

    
Dr Holthof  
CEO  
Oxford University Hospital NHS Foundation Trust  
By email  
11th August 2020 
 
Dear Dr Holthof,  
Thank you for letting Healthwatch Oxfordshire have sight of the Trust’s Quality Account 2019-
20 prior to publication.  
With regard to the 2020-21 Trust’s Priorities for future quality and quality statements of 
assurance to the Board (Part 2) we welcome the focus on patient experience priorities 
specifically to reduce the length of stay in hospital, and improving the experience of patients 
of ‘cancelled patients’ – there surely must be a better way of describing this priority?  
Healthwatch Oxfordshire has received 99 comments on our Feedback Centre during this 
period with an overall rating of 4 out of 5 stars. Whilst most people appreciate the care that 
they receive, the dominant negative sentiments are about access – parking, distance 
travelled, and administration. I am pleased that the Trust has recently begun to respond to 
the comments on our Feedback Centre and look forward to this continuing throughout this 
year.  
We welcome the Trust’s focus on staff safety and wellbeing during 2020-21. However, we 
would have expected a reference to Covid-19 and the impact this has had on all staff, 
particularly the wellbeing of BAME communities, and what the Trust is planning to do to 
support staff.  
Throughout the latter part of 2019-20 we heard how appreciative many patients were of the 
‘new ways’ of working and supportive of the hospital’s communications with them. Please 
pass on our thanks to staff at the Trust for their dedication during this difficult time.  
As the hospital returns to normal, we hope that the Trust will continue to take forward 
examples of good practice including, for some, remote consultations – you cannot get ‘a 
closer to home service’. I would ask that the Trust remembers that not all patients are not 
digitally connected, many cannot communicate via telephone or video, that some patients 
need language support, and that the preferred method of consultations might be face-to-
face.  
Kind regards,  
 
Rosalind Pearce  

Executive Director 
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Annexe 2: Statement of Directors’ responsibilities in 
respect of the Quality Report 
 
The Directors are required under the Health Act 2009 and the National Health Service 

(Quality Accounts) Regulations to prepare Quality Accounts for each financial year.  

NHS Improvement has issued guidance to NHS foundation trust boards on the form and 

content of annual Quality Reports (which incorporate the above legal requirements) and 

on the arrangements that NHS foundation trust boards should put in place to support 

the data quality for the preparation of the Quality Report.  

In preparing the Quality Report, Directors are required to take steps to satisfy 

themselves that:  

 
• The content of the Quality Report meets the requirements set out in the NHS 

Foundation Trust Annual Reporting Manual 2019-20 and supporting guidance 

detailed requirements for quality reports 2019-20. 

• 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 2019 to May 2020 

 papers relating to Quality reported to the Board over the period April 2019 

to May 2020  

 feedback from commissioners dated  1st September 2020 (Oxfordshire 

Clinical Commissioning Group), 5th August 2020 (NHS England 

Specialised Commissioning) 

 Feedback from governors dated 25th August 2020 

 Feedback from local Healthwatch organisations dated 11th August 2020 

 Feedback from Overview and Scrutiny Committee dated 9th July 2020 

 The Trust’s Complaints Report published under regulation 18 of the Local 

Authority Social Services and NHS Complaints Regulations 2009, dated 

July 2020. 

 The (latest) national and local patient survey dated June 2019 and March 

2020 respectively 

 The (latest) national and local staff survey September to November 2019 

 The Head of Internal Audit’s annual opinion over the Trust’s control 

environment dated 19th May 2020. 

 CQC inspection report dated June 2019. 
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• The Quality Report presents a balanced picture of the NHS foundation Trust’s 

performance over the period covered. 

• The performance information reported in the Quality Report is reliable and 

accurate 

• There are proper internal controls over the collection and reporting of the 

measures of performance included in the Quality Report, and these controls 

are subject to review to confirm that they are working effectively in practice 

• The data underpinning the measures of performance reported in the Quality 

Report is robust and reliable, conforms to specified data quality standards 

and prescribed definitions, is subject to appropriate scrutiny and review, and  

• The Quality Report has been prepared in accordance with NHS 

Improvement’s annual reporting manual and supporting guidance (which 

incorporates the Quality Accounts regulations) as well as the standards to 

support data quality for the preparation of the Quality Report.  

 

The Directors confirm to the best of their knowledge and belief they have complied with 

the above requirements in preparing the Quality Report.  

 

By order of the Board  

NB: sign and date in any colour ink except black  

   

Sir Jonathan Montgomery   Dr Bruno Holthof 

Chair     Chief Executive 

XXX 2020    XXX 2020 
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