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TRUST BOARD
25th April 2013

TITLE Quality Report

EXECUTIVE
SUMMARY

The Quality Report is presented for March 2013.

ASSURANCE (Risk) /
IMPLICATIONS

The Quality Report provides assurance that Quality indicators are
being monitored and assessed and that mitigating actions are
being put in place as required.

STAKEHOLDER /
PATIENT IMPACT
AND VIEWS /
STAFF VIEWS

Patients’ views are included via the reporting mechanisms for
quality. The clinical quality metrics indicate where poor care and
poor experience are occurring. Where appropriate staff views are
included.

EQUALITY AND
DIVERSITY ISSUES

All of our services give consideration to equality of access taking
into consideration disability and age. All matters are dealt with in a
fair and equitable way regardless of ethnicity or religion of patients.

LEGAL ISSUES Poor quality for patients can lead to potential litigation.
Poor quality care can lead to non-compliance with essential
standards of quality and safety. Compliance with these standards
is a legal requirement of the Health Act (2009) and failure to do so
could affect the Trust’s registration and Monitor licence.

The Trust Board is
asked to:

 Review the paper and discuss the contents seeking additional
assurance as necessary.

 Note an error within previous quality reports concerning the
Quality Account priority – emergency readmissions within 28
days. Figures for the year have been adjusted and are
presented within this report see Section 1.3.1, page 10 for
details.

 Discuss and Approve the Quality Account priorities and
suggested targets for 2013.

Submitted by: Dr David Fluck, Medical Director, Suzanne Rankin, Chief Nurse

Date: 18th April 2013

Decision: For Discussion and Approval
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1 Performance Monitoring

1.1 Quality and Safety Balanced Scorecard Indicator Definitions

Table 1 is made up of 6 main columns:

1. Description of Measure

1-01 The SHMI is the national hospital-level indicator used for reporting mortality across the
NHS. The SHMI is a ratio of the observed number of deaths to the expected number of deaths
for a provider. The observed number of deaths is the total number of patient admissions to the
hospital which resulted in a death either in-hospital or within 30 days post discharge from the
hospital. The expected number of deaths is calculated from a risk adjusted model with a
patient case-mix of age, gender, admission method, year index, Charleston Comorbidity Index
and diagnosis grouping.

CHKS has taken the SHMI model and applied it to our site and peer data to generate the
observed and expected deaths. It is important to consider that the expected deaths figure
shown has been calculated using data that includes both in-hospital deaths AND out-of-
hospital deaths within 30 days. The observed deaths figure includes in-hospital deaths only.
Therefore the expected deaths are over-predicted. Any index value will increase when out-of-
hospital deaths are included. An index below 100 does not necessarily mean that deaths are
lower than expected.

1-02 The CHKS RAMI includes all patients admitted to hospital and excludes palliative care
patients and does not adjust for deprivation.

1-03 Crude mortality is the total number of deaths against the total number of patients
discharged in the month. (A patient will only be counted once even if they have been admitted
more than once in the month). The actual number is in brackets.

1-05 Number of Hospital acquired MRSA.

1-06 Number of Hospital acquired C-Diff.

1-07 The number of patients with a VTE (Venous Thromboembolism) assessment who then
had a Pulmonary Embolism or Deep Vein Thrombosis (during their stay).

1-08 The total number of Serious Incidents requiring Investigation.

1-09 The proportion of Grade 2 incidents against the total number of Serious Incidents
Requiring Investigation (SIRI).

1-10 The total number of Falls.

1-11 The number of Falls that were Grade 3 and above of the total number of falls.

1-12 The percentage stroke patients who spent 90% of their stay on a stroke ward of their total
admission.

1-13 Average number of beds available (including escalation beds) in the month against the
average number of beds occupied taken at midnight from PAS

1-14 The percentage of patients who were transferred between wards, 3 or more times during
their admission.

1-15 The total number of formal complaints received.
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1-16 Proportion of formal complaints received (for inpatients only) against the number of
discharges.

2. Target (T*) - where possible a national (N) or local (L) strategic health authority target has
been used, but where this is not available, we have used a percentage improvement on the
2011/12 year end total.

3. Forecast - the calculation is as follows:
The forecast is calculated for individual targets using the performance to date, any foreseen
changes and then extrapolated over the year.

4. Actual - this is the actual achievement for the month.

5. Performance - Monthly Trend Indicator - The arrows represent one of three states,
improvement on the previous month, deterioration on the previous month, or the same. It
must be noted that this does not necessarily mean that higher numbers are represented by an
‘up’ arrow as higher numbers may be worse and thus will be represented by a ‘down’ arrow.

6. Year-to-Date (YTD) - The sum of the activity from the beginning of the financial year (April).

1.2 Quality and Safety Balanced Scorecard and Commentary

Table 1: Quality Performance Dashboard

(T*) Target Type N, National; L, Local

Delivering or
exceeding Target

Improvement Month on Month

Underachieving
Target

Month in Line with Last Month

Failing Target Deterioration Month on Month
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Scorecard Commentary

As with the previous month the Trust’s underlying internal objectives for 2012/13 remain as:

 Ensure the emergency pathway is improved to enable an efficient flow of patients and as a
result meets all national targets

 Ensure the financial plan is met.

The SHMI mortality rate for March was 68 bringing the year to date position to 60 a slight increase
from the previous month value of 59. The RAMI score for March was 83, which places the Trust
within the average range on CHKS. The scheme introduced as a three month pilot, to transfer
patients who were expected to die to the local hospice, has worked effectively with 28 patients
being involved over the three month period.

There were 50 complaints in March, which is within the seasonal range, bringing the yea- to-date
total to 485. Therefore the Trust did achieve the target of less than 500 complaints for the year.

There were two cases of C-difficile in March, bringing our full year total to fifteen which is five
below the target. There were no cases of MRSA in March, leaving the final year total at two
against a target of one.

The Trust achieved a reduction of 8.5% for total falls compared to our results for the previous year
2011/12, but did not meet the 10% reduction for falls resulting in harm that was set as a target.
Engaging doctors in the falls assessment process remains a priority alongside investment in
additional specialist nurse support and new equipment.

Whilst we have improved our performance in VTE risk assessments (now set at 95%), we have
not met the target for reduction of hospital associated VTE. No cases were identified in March,
leaving the year-to-date figure at 24, which is above the year-end target of 12. The difficulties in
identifying actual numbers of hospital associated VTE and the often clinically 'silent' nature of the
condition present a problem in identifying the source of the VTE. In discussions with other Trusts
we know that the level of hospital associated VTE / PE can be much higher than the levels we
have discovered thus rendering the reduction target, that we set at the beginning of the year,
unachievable. The Trust will continue to investigate all identified cases in detail as well as review
the process itself for identifying cases. The campaign to improve understanding and awareness of
VTE / PE amongst professionals within the Trust is proving very successful.

1.3 Quality Account

The Quality Account dashboard for 2012/13 is presented in Appendix 2. The table below
highlights progress made during the year and whether we intend to continue with these
priorities in 2013/14. Those priorities, where it has been recommended that we do not report
within the Account, will remain quality priorities for the Trust and monitored regularly.

Table 2: Summary of Quality Account Progress 2012/13

Experience Priorities Progress made

Providing safe, high quality
discharge for patients
To be continued

Partial achievement
We achieved reduction in discharge related complaints (10%) but
failed to achieve 25% of discharges by 12 noon (19%).

Improving all aspects of
communication with patients

To be continued

Underachieved
Audit results have shown some improvement with inpatient
communications, and our annual survey of inpatients shows that
we have improved on shared decision-making, however, we know
that we need further work to improve all aspects of communication
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with our patients and their relatives and carers.

Providing high quality
experience relating to nutrition
and hydration

Achieved
Our audits and patient surveys indicate good care. We will still
continue to monitor the situation.

Safety Priorities Progress made

Provide effective risk
assessment and prophylaxis
for VTE1

To be continued

Partial achievement

We have met the national targets for VTE risk assessment and
also established figures for patients developing hospital acquired
DVT2 / PE3.

Provide confidence and
assurance on infection control

Partial achievement
We missed the limit set for MRSA bacteraemia by having one
additional case (total of 2 cases). For Clostridium difficile we were
well within the limit of 20 cases with 15 cases reported.

Reducing patient falls

To be continued

Partial achievement
We did not meet our targets but have reduced the overall number
of patient falls (by 8.5% compared to figures for 2011/12).

Reducing hospital-acquired
pressure ulcers

To be continued

Not acheived
We identified that previous reporting for pressure ulcers needed to
be improved and have established more robust process on which
to base future improvement work.

Effectiveness Priorities Progress made

Reducing the hospital
emergency and elective re-
admission rate
To be continued

Not achieved
This remains a key priority area for improvement

Reduce mortality for patients
with heart failure and
pneumonia

Partial achievement
We are maintaining mortality rates below the national benchmark.
Our results for deaths within hospital show a reduction in 2012/13.
Work will continue reviewing mortality with the aim of further
reductions.

Reduce admissions for
patients with COPD4

Achieved
The levels remain relatively constant. We are working closely with
our community partners and stakeholders agree that this is more
for focus on care in the community.

1.3.1 Quality Account Priorities for 2013/14

Throughout the year the Trust has engaged with stakeholders to review progress with the Quality
Account priorities which has resulted in an improved process. In July this year we will hold a
workshop to review these priorities and targets.

1
VTE – venous thromboembolism

2
DVT – deep vein thrombosis

3
PE – pulmonary embolism

4
COPD – chronic obstructive pulmonary disease
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The details which follow provide an outline of improvement plans and targets for the Quality Account
priorities for 2013/14.

Improving patient experience

1. Dementia (NEW)

Improving the care of patients with dementia and supporting carers, improvement plans include:

 Assessment of patients for the presence of delirium and notification of dementia team.

 Flags / indicators in software systems to enable reports re dementia patients e.g. delayed
discharges, transfer rates, readmission rates, falls.

 Awareness and education of all clinical staff and roll-out of the “Butterfly Scheme”5.

 Provide appropriate information and advice to carers and asking for their feedback.

 Improve documentation re use of prescribed anti-psychotics and the reasons recorded.

Targets

1. 100% of emergency patients aged ≥ 75 screened on admission.

2. Increase to 100% the number of patients appropriately assessed

3. Increase % of staff training and education

4. Obtain feedback from carers; target - increase and maintenance of the dementia carers’ test
score (following baseline). This is a similar score to that within the NHS Friends & Family test.

5. Audit of documentation of anti-psychotics; target to meet and exceed the national targets.

2. Discharge (continues from 2012/13)

Improvement plans include:

 Discharge team expanded and work closely with ward staff re more complex cases and
weekend cover to facilitate weekend discharge

 Re-launch of the “Protocol of Choice” letter which sets out clear timeframes for complex
cases helping patients and families to understand the process.

 Minimizing delays to discharge with escalation to senior management

Targets

1. Reduce formal complaints relating to discharge by 5% of the 2012/13 value.

2. Increase timely discharge of patients before 12:00 noon. Currently running at ~19%; aim to
improve this rate to 25% of patients before 12:00 noon.

3. Undertake a pilot looking at timely receipt of discharge summaries by GP practices to establish a
baseline. Preliminary data indicate that approximately 2% of electronic discharge summaries
reach GP practices within 24 hours. Target to achieve 10% of summaries to reach eligible
practices within 24 hours.

4. Improve patient experience of notice of discharge by 10% and communication about who to
contact if worried after discharge by 10% as measured within the national inpatient survey.

3. Communication (continues from 2012/13)

5 The Butterfly Scheme is for people with memory impairment (dementia, delirium or simply temporary
confusion). Patients are asked (either directly or via their carer or relative) if they would like to opt into the
scheme and if they do, a simple Butterfly symbol is placed just above their bed. This means staff can easily and
immediately identify patients who have asked to be cared for using the REACH response which is specifically
tailored to helping and caring for confused patients.
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Improvement plans include:

1. Ensure we meet the target of response rates for the NHS Friends and Family test and
gradually improve responses and include other areas of the Trust.

2. Monitor the results (promoter score6) from the Friends and Family test to establish a baseline
for improvement. All staff from the Trust Board to wards will have access to up-to-date
patient feedback to take immediate action to tackle areas of weak performance and build on
success.

3. Support for staff to utilise the feedback from the Friends and Family test and other surveys to
take action to improve the patient experience.

4. Improve the provision of information explaining how to raise concerns and complain and
increase opportunities for speedy handling and resolution of concerns.

5. Improve the involvement of patients in shared decision making about their care and
treatment.

Targets

1. NHS Friends and Family test - response rate of 15% for quarter one (April to June 2013)
rising to ≥ 20% monthly by end of March 2014.  

2. Increase the Friends and Family test score to ≥75% by end of March 2014.  

3. Improve patient awareness of how to complain by 30% as measured by the national inpatient
survey.

4. 7% Improvement to involvement of patients in decisions about their care and treatment, as
measured by the national inpatient survey.

5. Reduce formal complaints regarding communication by 10% of the value for 2012/13.

Safety

4. Safety Culture (NEW)

Improvement plans include:

 Meetings with all staff to share and learn from the findings within the Francis report,
engaging with staff via Quality Improvement Discussions7 to drive improvements in patient
care and to support development of a positive culture of safety

 Continue our nurse leadership programme and embed the new compassionate caring vision
for nurses and midwifes based around the six values: care, compassion, courage,
communication, competence and commitment.

 Continue work to reduce the harm we cause to patients whilst in hospital (see priority for the
Safety Thermometer).

Targets

1. Increase the promoter score from the Friends and Family test ≥75% by the end of March 2014. 

2. Increase the safety culture score / score for staff for the Friends and Family test (target to be set
following baseline)

3. Reduce rate of formal complaints (rate per discharge, inpatients only = 0.51% for 2012/13) by 5%.

5. Safety Thermometer (NEW)

Improvement plans include:

6
Score is calculated from the %patients who are ‘extremely likely’ to recommend the A&E department or ward

to family and friends
7

QIDS: All staff understand the role they play in improving patient safety and the quality of care provided
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 Build on improvement work for falls, pressure ulcers and VTE.

 Reduce the incidence of hospital acquired catheter associated UTI through staff training and
education.

 Review with teams via specialty performance and quality review meetings.

Targets

The Trust has been submitting data monthly to the Department of Health since April 2012 and has
established a baseline within the Safety Thermometer. Therefore, the targets are as follows:

 Reduce hospital acquired CAUTI by 20% of the results for 2012/13.
 Establish <6% incidence of new harms and work to maintain and improve on this target.

6. VTE (continues from 2012/13)

Improvement plans include:

1. Awareness and education of all clinical staff, assigning VTE ward champions and an educational
study day planned for 7 May.

2. Raising awareness amongst patients and updating our patient information leaflet

3. Re-launching the Trust Thrombosis Committee

4. Undertake regular audits of the appropriateness of prescribing following risk assessment and
take action to improve prophylaxis

5. Strengthening root cause analysis8 for all hospital acquired VTE with improvements to the
process to identify cases of hospital associated VTE.

Targets

 Meet and exceed the national benchmark for VTE risk assessment (currently 95%).
 Establish a baseline for the appropriateness of prescribing and then set an improvement of ~10%
 Root Cause Analysis of 100% of cases of VTE that are identified.

7. Pressure Ulcers and Falls (continue from 2012/13)

Pressure Ulcers, improvement plans include:

 Continuing training and education of staff and enforcing a ‘zero tolerance’ attitude to
development of hospital-acquired pressure ulcers

 Increasing wound nurse prevention resources by recruiting two more nurses to support the Trust
lead nurse and work with ward staff on a continuous basis.

Target: Reduce number of stage two and above hospital-acquired pressure ulcers by 10% of the
total figure for 12/13 (164).

Falls, improvement plans include:

 Investment in equipment including more ‘sensor alarms’ to alert staff when patients become
restless. About a third of our patients are unable to use a call bell.

 Recruit an additional nurse specialist to support a more pro-active approach to falls prevention.

8
Root Cause Analysis (RCA) is a method of problem solving that looks closely at the details of a problem to try

to identify the root causes of faults or problems and solve them.
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Targets: Reduce the total number of falls and falls resulting in harm by 10% of the total figure for
12/13 (currently 766 and 18 respectively).

Clinical outcomes

8. Diabetes (NEW)

Improvement plans include:

Implement ‘Think Glucose9:

 Undertake an educational needs analysis of all clinical staff to draw up a diabetic educational
programme

 Develop an assessment form against which all patients with a secondary diagnosis of
diabetes will be assessed and when appropriate referral to the specialist team.

Targets

 Increase to 100% the number of patients appropriately assessed
 Increase % of staff training and education
 Establish a baseline for length of stay and then set a reduction target (5%).

9. Readmissions (continues from 2012/13)

An error has been discovered with the rate of emergency readmissions in 28 days reported within the
Quality Account dashboard throughout the year.

The calculation to provide the rate was incorrect with all readmissions as the numerator and number
of emergency readmissions as the denominator.

The corrected calculation is: number of emergency readmissions / number of emergency admissions.

Although the corrected figures are lower than we were reporting, we still remain above the national
average and have not achieved a reduction.

Improvement plans include:

 Better planning and preparation pre-surgery and promoting mobilization within 24 hours of
surgery to optimize patient care.

 Working closely with community partners to support post discharge care
 Examine variation in readmission rates and provide feedback to individual surgeons to focus on

areas for improvement

Target: Reduction in readmissions within 28 days by 10% for elective and emergency patients.

1.3.2 Board Action

The Board is asked to approve the priorities and the draft targets outlined above as those upon
which the Quality Account for 2013/14 should be shaped.

9
The ThinkGlucose programme provides a package of tried and tested products, learning and support to

improve awareness and remove the obstacles to the treatment of patients with diabetes as a secondary
diagnosis. Implementing a clinical pathway will improve the patient experience and the quality of their care.
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2 Clinical Effectiveness

2.1 Enhancing Quality and Recovery (EQ&R) Programme (part of CQUIN10 Programme)

The EQ&R Programme11 is part of a Kent, Surrey and Sussex improvement programme involving all
the acute trusts of the SEC12. For Enhancing Quality (EQ), six pathways are being audited:

1. Acute Myocardial Infarction
2. Heart Failure
3. Pneumonia
4. Dementia (no CQUIN target set)
5. Hip and Knee replacements.
6. Acute Kidney Injury (pilot)

Achievement will be evaluated fully following regional dataset closure and validation which is not
expected until June 2013. Our current performance indicates steady progress and success in
embedding and sustaining the programme.

Clinical and managerial teams are working closely to support achievement of the targets and
ultimately improve the outcomes and experience of patients treated within these pathways.

3. Safety Update

3.1 National Patient Safety Agency (NPSA) Safety Alerts

There have been no new alerts reported by the NPSA since the last board meeting in Nov 2012.

Overdue Alerts

An update has been provided on the one alert which is overdue. This is further support for our
current position not to implement one of these systems Trust wide. The Trust will wait for the
International Standards Organisation to produce their specification for such devices.

A corporate risk has been raised until all mitigating steps have been taken to ensure the actions
detailed in the alert have been closed. The alert is as follows:

Table 3 Overdue Alerts

Description Deadline Lead

Minimizing risks of mismatching spinal, epidural and regional devices
with incompatible connectors

02-Apr-
12

Divisional Director
Michael Imrie

10
CQUIN – Commissioning for Quality and Innovation

11
Enhancing Quality and Enhanced Recovery website: http://nww.enhancingqualitycollaborative.nhs.uk/

12
South East Coast region
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Press Release Non-Luer Position Statement, April 2013

“Smiths Medical is committed to offering a solution to the problem of tubing misconnections and
wrong route medication delivery. We support the objectives of the NHS Commissioning Board
(formerly NPSA) and other global organizations in the introduction of non-Luer connectors to
reduce the risk of wrong route errors and maximize patient safety.

The efforts of the International Standards Organization (ISO) committee (ISO TC210 JWG4) to
establish and implement a universal design specification for a non-Luer neuraxial connector
presents an opportunity for industry to re-evaluate their offerings and develop even safer and more
effective solutions for clinicians and their patients.

After considering the advantages of a harmonized non-Luer solution for our customers, Smiths
Medical has decided to redirect our efforts and resources to support the International Standards
Organization in refining and finalizing the standard, which will result in the release of non-Luer
Portex® Epidural & Spinal products and associated CADD® Infusion products which meet the ISO
non-Luer neuraxial connector standard.
Consequently, Smiths Medical has chosen not to market the epidural version of our CorrectInject™
Safety System. The CorrectInject™ Safety System for spinal procedures will continue to be
available for customers in the United Kingdom, Australia and New Zealand until the new ISO non-
Luer neuraxial connector product is released.

Smiths Medical will continue to work with our customers to ensure patient safety is maximized
during this transitional time”.

3.2 NHS Safety Thermometer (National CQUIN)

The Safety Thermometer13 programme aims to reduce avoidable harm during episodes of health
care: pressure ulcers, falls, catheter associated urinary tract infections (CAUTI) and venous
thromboembolism (VTE). Data is collected on all inpatients on one day per month to provide a
‘snapshot’ of harms and enable comparisons with other trusts.

New harms decreased from Sept to Dec but there has been an increase in Jan and Feb reflecting an
increase in emergency admissions during this period. For March our figures are decreasing again.

Compared to national results, the Trust figures for new harms remain high overall. The Health and
Social Care Information Centre which publishes the national data has not yet published March data
which was due on 11 April.

13
The NHS Safety Thermometer is a local improvement tool for measuring, monitoring and analysing patient

harms and 'harm free' care. http://www.ic.nhs.uk/services/nhs-safety-thermometer
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Chart 1 % Patients with new harms

Chart 2 shows a breakdown of the types of new harm at ASPH.

Chart 2 % ASPH patients with types of new harms

For March 2013, there is a decrease in new pressure ulcers and CAUTI; falls with harm remain
relatively high and there is a slight rise in hospital acquired VTE.

Reducing the incidence of new harms is included within our new priorities for Quality Account 2013
and a range of improvement work is underway.

3.3 CQC Performance Indicators relating to Learning Disabilities

This report reflects the fourth quarter assessment made against the CQC performance indicators
relating to Learning Disabilities. These indicators now form part of the Monitor Compliance
Framework.

The current Trust position is that it is compliant in meeting the six criteria. Criteria are scored
1 to 4 dependent upon the level of protocol and mechanism ratification and implementation.14

14
A score of 1 indicating that protocols and mechanisms are not in place and a score of 4 indicating that they

are fully implemented.
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The Trust has made a self-assessment that scores each criterion either 3 or 4. There has been great
progress which was recognised in the acute hospital peer review carried out in August 2012.

The approach to the self-assessment has been shared with other local Trusts and appears to be
consistent with their approach. The detailed self-assessment is at Appendix * together with an active
action plan for 2013/2014

Two years on from the development and introduction of the Acute Nurse Liaison service strong
progress has been made. This has included:

1. A new Acute Learning Disability Liaison Nurse started in the Trust in September 2012 Colette
Meredew-Lynch and is working alongside the Lead Nurse For Older People/Safeguarding - Carrie
James, who manages her from trust perspective

2. Real Time Flag for patients with a learning disability who have used the service or are known to
be about to use the service A&E included are now being asked to consent to the flag being added
The consent paperwork once completed should be returned to Lead Nurse for Older People

3. The intranet and internet need to be linked and completely updated as part of the annual plan to
ensure compliance if accessed externally. This work is ongoing at present

4. The Learning Disability Policy has been completed and has been circulated to the Adult
Safeguarding Steering Group for comments prior to going to TEC.

5. New Care passport has been sent to Comms to ask for quotes for printing from Arabis.

6. Further enhancing reasonable adjustments such as case conference prior to surgery to ensure
plan is robust and meets the individual’s special needs.

7. Accessible patient information and this being developed further

8. Patient experience feedback questionnaires now need to be given to all patients with LD

9. Acute Nursing Liaison service positive feedback received and an audit to take place later in
summer. Need to tie in with Holly and Lynn relating to work already taking place on audits

10. Staff training is ongoing via Older Person’s Study Day and specific doctors training, and on an ad
hoc basis.

11. Request made to Mick Imrie (mandatory training committee) to ask for Older Person’s Study Day
to be made mandatory

12. Peer review in June 2013

13. The Disability Action Group meeting was held recently, chaired by Julie Callin, Lead Nurse for
Older People and Learning Disability Liaison Nurse attended as part of this group.

14. To have a lunch for users to give them the opportunity to state what is done well etc in the trust.
To liaise with Lynn Robinson regarding this, and to invite Andrew and Eileen to this event

4. Patient Experience

4.1 Complaints/Ombudsman Reports

There were 49 complaints received in March compared with 47 in February and 49 in January.
Chart 3 shows a breakdown of complaints received by month.
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Chart 3

Chart 4 shows a breakdown of complaints by service area. There was an increase in the number of
inpatient complaints.

Chart 4
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Chart 5 shows that the highest number of inpatient complaints received in relate to episodes in
February 2013 (10), with six relating to episodes in March 2013. Inpatient complaints relate to
treatment and care, comunication and discharge.

Chart 5

Chart 6 shows discharge related complaints by month for 2012/13

Chart 6

There were twelve formal discharge related complaints in March, compared with eleven in February
and six in January. Five issues were raised relating to discharge planning, other issues related to
arrangements on the day and follow arrangements.

Patient Feedback

Of the 49 complaints, 46% relate to treatment and care, 18% relate to communication/information and
9% relate to discharge.
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A new patient feedback dashboard is under development to bring it in line with the new Divisional
Structure.

Overall performance against agreed timescale for responding to formal complaints was 79%
compared with 80% in February, achieving 80% for 2012/13.

Friends and Family Test (FFT) Readiness

The Friends and Family Test has been launched for inpatient areas and A&E, with supportive
communications materials provided for these areas. The Trust submitted returns for the Friends and
Family Test in readiness to go live with across the Trust on 1 April, in line with national guidance.
There has been a significant improvement in the rate of returns, with a return rate of 18.3%,
exceeding the CQUIN target of 15% for next quarter.

In order to understand opportunities for benchmarking our FFT performance going forward, advice
has been sought from Fr3dom Health Solutions, a leading provider of patient experience and
involvement solutions, who have worked with the DH on the Friends and Family Test Guidelines.

They have advised that Benchmarking ASPH against the East of England Trusts, who published FFT
scores last year, is likely to be unreliable and onerous.

Fr3dom recommend that from July we work to establish an internal baseline, using our existing Net
Promoter Score, NPS, data and the new FFT data. They also recommend that the Trust focus as
much on reducing the range of scoring over time, as increasing the score. Opportunities for working
with Fr3dom will be explored.

Parliamentary and Health Service Ombudsman (PHSO) cases

Table 4 provides a summary of cases that were active with the PHSO in March 2013.

Issue Stage

Care and treatment relating to bile

duct dilation.

Investigation commenced February 2012, awaiting outcome. The

Trust has responded to the PHSO’s draft recommendation.

Relating to failure to diagnose a liver

abscess.

The PHSO have recommended further Local Resolution.

Clinical decisions regarding

treatment (neurology)

Received January 2013. Awaiting outcome of initial review

Nursing care and communication The PHSO has requested information for initial review. The patient

has been offered a further meeting but has declined

Clinical decisions relating to surgery The PHSO has requested information for initial review.

Compliments

The Trust received 10 formal compliments during January. All formal compliments received in the
Executive Offices are responded to personally in writing.

NHS Choices Website Comment – Swan Ward

“I spent 4 nights on Swan Ward … from the moment I was admitted onto the ward until my discharge
on Sunday I was overwhelmed by the kindness, efficiency and care demonstrated by all the staff to
me and the other patients 24 hours a day… The ward had a strong 'team' feeling around it and
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without a doubt, the reassurance care and support had a definite impact on my feeling confident
enough to be discharged in order to 'recover at home”.

4.3 Best Care Next Steps

Looking at current nursing quality audit within the Trust there are a number of audits: Best care,
Essence of Care, Infection Control audits, CQC audit and essential spot checks. It is proposed that
there is one combined audit and at a maximum these are reassessed bi-monthly. The new Best Care
audit will comprise of 14 indicators. These 14 indicators have been based on current Best Care
audits, infection control audits and CQC audits. It is proposed that this audit will replace the three
audits currently being undertaken.

The Best Care Programme aims to achieve the following overarching outcome, which is, “to ensure
that all patients receive the very best care which is planned, delivered and evaluated in a
personalised way in order to best meet their particular needs”.

What’s new in phase 1 Best Care Next Steps?

 The previous audit comprised of 12 indicators, there are now 14. The existing 12 have been
amended to ensure they can be reflective of the CQC compliance in practice. The new
indicators are: Safeguarding, End of Life Care, Dementia and Leadership.

 Each indicator is given an overall RAYG rating score (see table 5) and all indicators are then
reflected upon and the ward/unit will be given an overall accreditation level.

 The accredited level will then influence the audit cycle (see table 6)

 Best care quality surveillance meetings. Ward managers together with the Matron and Heads
of Nursing present their actions to a panel. The panel then agrees the actions or will identify
an intensive support team to assist with improvement on the ward. This team will comprise of
a CPE specialist nurse in area identified as poor practice, matron and other.

Best Care is designed to support nurses in practice to understand how they deliver care, identify what
works well and where further improvements are needed.

Table 5:
Green: 93% - 100%
Yellow: 82% - 92%
Amber: 71% - 81%
Red: < 70%

Table 6:

An initial pilot of the new audit tool was undertaken in Surgery. This identified that the RAG rating
needed to be amended and as a result it was proposed that we would introduce a Yellow into the mix.
See table 5. Based on the new criteria and accreditation overall the pilot identified that:
documentation, observations, nutrition and falls needed to have a plan of improvement attached.

A pilot of the Best Care Quality Surveillance meeting also took place. The panel proposed will consist
of the Chief Nurse, Medical Director, and Head of Clinical Quality Improvement and, where
appropriate, the Divisional Director.

LEVEL
3

12-14
Green

Indicators

LEVEL
1

6-8 Green
indicators

in total

LEVEL
2

9-11
Green

Indicators

LEVEL
0

0-5 Green
Indicators

in total

Re-assess in
6 Months

Re-assess in
3 Months

Re-assess in
4 Months

Re-assess in
2 Months
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Results:

The Best care dashboard has been updated to reflect the new changes. The overall accreditations
will also appear on the new Quality, Experience, Workforce and Safety predictor Dashboard.

The pilot wards were accredited as:

 Kingfisher Level 2

 Heron Level 1

 Falcon & SDU Level 0

 SAU Level 0

Overall, the pilot meeting with Surgery was received very well. It was an opportunity to drill down and
triangulate Best Care indicators with any complaints received, looking to see if there was any
correlation between poor practice and any reflection of this within the complaints for that month. A
range of actions are underway including weekly reassessments of nutrition scores and nurses
checking compliance with documentation towards the end of shifts.

It was agreed that the new process would be rolled out across the Trust in April. Areas using the new
tool are all inpatient areas including Paediatrics, Neonates and Maternity. Outpatients and Radiology
are in the process of development.
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APPENDIX 1 Quality Account Dashboard Definitions

Patient Experience

Priority 1: To provide safe, high quality discharge for patients

1. Timely discharge of patients: before 12 noon
2. Number of patient concerns measured through formal complaints

Priority 2011/12: To provide high quality experience relating to nutrition and hydration

Six monthly Essence of Care audit:
3. Service to patients – patient survey of mealtimes
4. Patients nutritionally at risk – patients at risk are identified by the red tray system and

appropriate support is provided to patients at mealtimes

Priority 2: To improve all aspects of communication with patients

5. Response rates for patients completing “Your Feedback” surveys – note that this survey
has stopped and been replaced by the NHS Friends & Family Test (report within the
Patient Experience dashboard (Appendix 6)

6. Revision of the outpatient appointment letter templates for 18 specialties
7. Six monthly Essence of Care communication audit – the Best Care monthly audits have

been utilised to provide this measure (criteria include aspects of communication with
patients and between staff)

8. Six monthly audit of the quality of discharge letters against national standards.
9. % patients who know how to access PALS (Patient Advice & Liaison Service) / make a

formal complaint; this is an annual target
10. Annual target for shared decision-making against CQC benchmarked results

Maintaining High Safety Standards

Priority 3: To provide effective risk assessment and prophylaxis for VTE and reduce hospital
acquired VTE

11. % Patients risk assessed for venous thromboembolism
12. % Patients acquiring a venous thromboembolism related to their hospital stay

Priority 2011/12: To provide confidence and reassurance for patients on infection control and other
preventable infections

13. Number of C.Diff cases (Hospital post 72 hours): Clostridium Difficile toxin isolated from a
patients stool specimen following episodes of diarrhoea.

14. Number of MRSA bacteraemia (hospital acquired) isolated in a blood culture therefore
present in the patient’s blood stream

Priority 2011/12: To improve the quality of nursing care by setting and measuring a number of
nursing sensitive indicators

15. Total Falls: total number of falls
16. Falls – resulting in harm (grade 3 or above): number of falls resulting in serious harm to

the patient
17. Prevention of Pressure ulcers (hospital acquired grade 2 and above): number of pressure

ulcers acquired in hospital of grade 2 and above
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Clinical Effectiveness

Priority 4: To reduce the hospital emergency and elective re-admission rate
18. Readmission in 28 days – Elective: reduction in readmissions following an elective

procedure within 28 days of discharge

19. Readmission in 28 days – Emergency: reduction in readmissions following an emergency
admission within 28 days of discharge

Note an error within previous quality reports concerning emergency readmissions within 28 days.
Figures for the year have been adjusted and are presented within the dashboard see Section 1.3.1,
page 10 for details.

Priority 5: To improve effectiveness of care for those with conditions most commonly associated with
death in hospital: pneumonia and heart failure

20. SMR for Heart Failure
21. SMR for Pneumonia

The Standardised Mortality Ratio (SMR) compares the expected rate of death with the actual rate of
death taking into account patient demographics and severity of illness etc.

Note that different measures have been included in the January dashboard as SMRs for Heart
Failure and Pneumonia are unavailable currently.

 The SHMI is the national hospital-level indicator used for reporting mortality across the NHS.
An index below 100 does not necessarily mean that deaths are lower than expected.

 The RAMI includes all patients admitted to hospital and excludes palliative care patients and
does not adjust for deprivation. (Further details see p3 Balanced Scorecard definitions).

Priority 2011/12: To improve the experience and clinical outcomes for those with long term conditions

22. Admission rate for Chronic Obstructive Pulmonary Disease (COPD): rates of attendance
and subsequent admission for patients with COPD.
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APPENDIX 2 Quality Account Dashboard – March 2013
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APPENDIX 3 CQC Performance Indicators relating to Learning Disabilities - Self-Assessment and Action Plan

Scoring guide for all questions:

(1) Protocols / mechanisms are not in place

(2) Protocols / mechanisms are in place but have not yet been implemented

(3) Protocols / mechanisms are in place but only partially implemented

(4) Protocols / mechanisms are in place and are fully implemented

Indicators Score Quarter 4 progress to date

1. Does the trust have a mechanism in place
to identify and flag patients with learning
disabilities and protocols that ensure that
pathways of care are reasonably adjusted to
meet the health needs of these patients? (1-4)

3  There are mechanisms in place on real time to flag up patients who use our services with a learning
disability. Due to consent issues, this is still in work in progress as a information governance protocol is
being developed as well as a process map for ongoing ratification to ensure compliance with Data
protection and clinical governance are adhered to.

 Patients on admissions are being encouraged to complete the consent Fagging form to alert of Learning
disability and this is for addition for the real time flag.

 Real time is live and a symbol of the traffic light is being added to identify a patient with a learning
disability.

 A learning disability protocol/policy is in place alongside the learning disability hospital passport. Both are
in the process of being reviewed and the new versions to be uploaded to the trust intranet website by end
of April 2013

 The Acute learning disability Liaison service has now been in place for two years. This has proved to be
highly effective. A new experienced L.D Nurse Colette Meredew-lynch took up post in September 2012
for Surrey and Borders partnership foundation trust and has a honorary contract with Ashford and St
peters and is working very closely with Carrie James regular contact is maintained and a commitment to
enhance the patients experience with a learning disability accessing any trust clinic or ward is being
achieved.

 Reasonable adjustments can be demonstrated and evidence of good practise is in place such as first or
last appointments, pre-assessment MDT meeting prior to admission. (Maple Ward & Rowley Bristow unit
and Ashford eye clinic)
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2. In accordance with the Disability Equality
Duty of the Disability Discrimination Act
(2005), does the trust provide readily available
and comprehensible information (jointly
designed and agreed with people with learning
disabilities, representative local bodies and/or
local advocacy organisations) to patients with
learning disabilities about the following criteria:

 Treatment options (including health
promotion)

 Complaints procedures, and
 Appointments

Scoring:
1. Accessible information not provided
2. Accessible information provided for one of
the criteria
3. Accessible information provided for two of
the criteria
4. Accessible information provided for all three
of the criteria.

3  Disabilities Action Group continues to have a carer of a patient who had a learning disability following a
complaint. This is advantageous as the group ratifies information for patients with a learning disability.

 The Trust is waiting for standardised information for patients with a learning disability which is being
developed through the Learning Disability Sector.

 Easy read Cancer Books distributed to the cancer nurses and palliative care service.

 The Trust has links to accessible information on the intranet and access to the Surrey Health web site and
a bank of information on the shared drive and it is recommended this is added to the external website so
can be accessed by all members of the community.

 The existing Disability awareness group( DAG) is in reconfiguration and the Learning Disability Liaison
Nurse has attended this group this group alongside Carrie James.

 “Easy Read Patient Information” is in development and to be launched in march/ April and are designed
specifically for patients with a Learning Disability but can also be used for patients with dementia or
English as a second language.

 The getting ready easy read booklet series which is in the final stages will be available on the intranet and
trust external internet. These various booklets explain a patient’s hospital journey ie: Getting ready for
admission, getting ready for eye surgery.

 The Learning Disability nurse is to meet with head of appointments to discuss develop a way to identify
patients who DNA and consider use of more accessible easy read letters for appointments ie Pictorial.

3. Does the trust have protocols in place to
provide suitable support for family carers who
support patients with learning disabilities,
including the provision of information
regarding learning disabilities, relevant
legislation and carers' rights? (1-4)

3  The Trust has a Learning Disability protocol which includes guidance around carer’s roles and rights.

 The nursing team supports the carers and families of patients with a learning disability and this is further
supported by the Learning Disability Nurse

 The patient passport addresses any needs that are required by the patient.

 A carer sits on the Disability Action Group to represent carers of patients with a learning disability

 It is recognised that a protocol /policy is required to identify the role of paid carers who support individuals
while they are in hospital so there is a clear pathway of role and duties. There is already a carer’s charter.

 Expectations of the carers ./partnership working there was a planned Peer review in 2012 which will
included service users and carers in evaluating progress of partnership working todate.

 A protocol for paid carers supporting a patient while in hospital is being developed within the trust by
Carrie and Colette and will be shared with other acute trusts in surrey via the acute liaison steering group.
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4. Does the trust have protocols in place to
routinely include training on learning disability
awareness, relevant legislation, human rights,
communication techniques for working with
people with learning disabilities and person-
centered approaches in their staff
development and/or induction programmes for
all staff? (1-4)

4 The Trust provides training for staff who care for patients with a learning disability by:

 Learning Disability stands with users and carers at the learning disability awareness week will take place
in the main entrance during Learning disability week in June 2013.

 Learning disability nurse has and continues to attend various disciplines team meetings to raise profile
and to offer training specific to the need.

 Training on the older adults study day.

 L.D awareness training has been provided to f2 doctors in December 2012 and a more to be planned as
this needs to be embedded into routine practise.

 Recent review of safeguarding training now incorporates Learning Disabilities

5. Does the trust have protocols in place to
encourage representation of people with
learning disabilities and their family carer’s
within Trust Boards, local groups and other
relevant forums, which seek to incorporate
their views and interests in the planning and
development of health services? (1-4)

4  Learning Disability Carer on the Disability Action Group. This person was asked to be a member of the
group following a complaint.

 Learning Disability lead for Trust Carrie James attends the Acute hospital steering group who meet every
other month to share and develop good practise across surreys 5 acute hospital trusts and to attend
valuing people group when the theme is health and to this group take any new documents etc… for this
group to review and feedback on any

6. Does the trust have protocols in place to
regularly audit its practices for patients with
learning disabilities and to demonstrate the
findings in routine public reports? (1-4)

3  The Evaluation of a patients hospital experience questionnaires are complete and once communications
team have added picture of hospital all wards departments are to be encouraged to use as from End of
January 2013 when launched with other new or reviewed tools to monitor performance.

 A formal lunch to be organised to invite People with Learning Disabilities to give us feedback and meet
with key trust figures to identify where things can improve and develop further as well as learning from any
mistakes made in the past.

 Audit of Effectiveness of the Learning Disability Liaison nurses role to be carried out in all Departments
and a random patient sample in June 2013.

 Another peer review across the 5 acute Trusts in Surrey will be carried out between June and August
2013.

 NHS Learning Disability essence of care benchmark to be developed and implemented to monitor
performance and the implementation plan to be rolled out during 2013.
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Appendix 4 – Patient Experience Dashboard

Mar-13 EMED YTD TASCC

Estates &

Facilities YTD TODT YTD WHPAED

Trust

(per month) YTD

YTD

target

Annual

target

Compla ints Rec'd 29 14 0 4 2 49 484 <500

Di scharge rel ated compl ai nts 9 2 0 1 0 12 72 <73

% Response ti mes cales met 79% 80% 95% >95%

PALS Concerns 38 26 5 13 12 94 976 tba tba

FFT* 72% tbc tbc

Inti mations of cla ims 0 1 0 1 2 63 tba tba

Reported cla ims 2 2 38 tba tba







March 2013 - dashboard reflects new Divisional Structure and therefore does not allow for comparison with previous month

Not appl i cable

*Friends and Family Test. % of patients responding "extremely likely" response to the question "how likely are you to recommend our

Ward [A7E department] to friends and family if they needed similar care or treatment?"

No change from previous month

Decreas e compared to previous month

Increas e compared to previous month

Improvement compared to previous month/100% target held

Same or no change

Deterioration compared to previous month


