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TITLE Quality Report 

 
EXECUTIVE 
SUMMARY 
 

 
The Quality Report is presented for February 2015. Please refer to 
the Executive Summary on page three. 
 

 
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. 
 

 
LINK TO STRATEGIC 
OBJECTIVE 
 

 
SO1: Best outcomes.  SO2: Excellent experience.  

 
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 and Social Care Act 2012 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. 
 
 

Submitted by: 

 
Dr David Fluck, Medical Director & Mrs Heather Caudle, Chief 
Nurse 
 

 
Date: 

 
26/03/2015 

 
Decision: 

 
For Assurance 
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1 Executive Summary 
 

  
In-hospital deaths (CQUIN) 
The number of in-hospital deaths in February remain above target at 105, however, this 
represents a significant decline compared to the previous months during the severe 
operational pressures (December 123, January 125) but is not yet a return to ‘pre-winter’ 
levels. 
 
Number of Cardiac Arrests not in Critical Care Area s 
The number of cardiac arrests in areas other than critical care, over the last six months, has 
risen. 
 
Mortality Reviews 
The proportion of deaths subject to mortality reviews at 58% shows a significant 
improvement by comparison to recent months (December 22%, January 29%) but remains 
well short of the Q4 target of 90%.   
 
C Difficile  
C. difficile root cause analyses are being undertaken and Q4 root cause analyses will be 
reviewed on 24 March 2015 with the CCG for any lapses in care.  Up to the end of Q3 we 
have had three lapses in care. 
 
MRSA  
One MRSA  isolate is unknown, possibly an area of cellulitis. The child was negative at birth. 
but subsequently developed a positive long line tip infection Treatment, decolonisation, 
screening clearance and post-infection review have been completed.  There were no 
breaches in practice. 
 
Falls 
Falls with harm from the Safety Thermometer represented 5 falls in total; of these, four were 
attributed to community falls. 
 
Pressure Ulcers 
The number of pressure ulcers per 1000 bed days increased to 2.32 in February 2015.  This 
is above the monthly target of 1.19.   
 
SIRIs 
There were 17 SIRIs in February 2015; of these three were due to falls and four were due to 
pressure ulcers 
 
Stroke 
The percentage of stroke patients admitted to a stroke unit within four hours has decreased 
from 67% last month to 59%, which remains below the Q4 target of 90%.  
 
Estimated Discharge Dates (EDD) within14 hours of a dmission 
Performance in setting Estimated Discharge Dates (EDD) within14 hours of admission in 
February was 81%.  This is below the Q4 target of 90% to be achieved during March 2015.  
 
WHO Surgical Safety Checklist Compliance 
The monthly WHO Surgical Safety Checklist Compliance rate was 97.5%, just below the 
monthly target of 98.0%.  
 
Safety Thermometer 
New hospital associated harms have increased to 2.27% in February 2015 from 1.91% last 
month, but are below the national average of 2.36%. 
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Readmissions within 30 days –emergency only 
The percentage of readmissions within 30 days was 13.7%, above the monthly target of 
12.5%.   
 
Safety Alerts 
The Acute Kidney Injury Alert has been resolved and there has been a role out of Clinisys. 
Three stage one warning alerts were received in February. 
 
Patient Experience 
In February 143 patients or families contacted PALS which is consistent for Q4 to date and 
lower compared to the Q3 average of 156.  There were 50 new formal complaints in 
February 2015, which is a small increase on previous months. 
 
Quality Report Draft Priorities for 2015/2016 
A consultation exercise has been undertaken with Governors, Healtwatch Surrey, Surrey 
County Council, North West Surrey Clinical Commissioning Group and other external 
representatives who attend our Quality Stakeholder Workshop, and also with staff, in order to 
obtain feedback on the draft Quality Report priorities for the upcoming year.    
 
Best Care Audit 
In February 2015, nine wards/areas were re-audited. All wards/areas maintained/improved 
accreditation levels apart from the Outpatient Department on the St Peters site and the 
Medical Short Stay Unit, reduced from level three to two. 

Care Quality Commission (CQC) Inspection Outcome Ma rch 2015 
The Trust was inspected by the CQC in December 2014 and has published the outcome and 
rated the Trust as Good  overall. 

2 Performance Monitoring 
 

In-hospital SHMI 
The Summary-Hospital Level Mortality Indicator (SHMI)  was 60 for February 2015, below 
the monthly target of 72. 
 
RAMI 
The Risk Adjusted Mortality Index (RAMI) is reported one month in arrears, so represents 
deaths in January 2015; the RAMI has decreased to 51 this month from 73 last month. 
 
The case mix adjusted mortality indices SHMI and RAMI continue to evidence good 
performance with reference to our internal targets and by comparison with our CHKS (Caspe 
Healthcare Knowledge Systems) peer groups as detailed in the table below. 
 

 

 
 
 
 
 
It should be noted that SHMI is reported as a 6 month rolling average, one month in arrears 
and that this means that the February data is based on the period August 14 to January 15. 
This explains the in month increase in SHMI and the expectation is that SHMI will remain 
high or continue to rise in March. 
 
 

 
 
 

 

 

 ASPH Peers 
In Hospital SHMI 57 66 
RAMI 59 88 
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Table 1: Total Deaths by week at ASPH 2014/15 
 

 
Number of Cardiac Arrests not in Critical Care Area s 
 

The number of cardiac arrests in areas other than critical care, over the last six months, has 
risen.  The patients were however in the right place and should not have been in a critical 
care area.  The Resuscitation Service now reviews, along with a Consultant Anaesthetist, the 
notes of all patients that have a cardiac arrest.  This team have found that up to 70% of those 
patients resuscitated should have had a Do Not Attempt CardioPulmonary Resuscitation 
(DNACPR) order in place and resuscitation not started.  The Resuscitation Service will be 
presenting case studies and good examples of DNACPR completion on a Medical Grand 
Round to inform and educate the medical teams. 

The Resuscitation Service is also reviewing implementation of a Universal Form of 
Treatment Options (UFTO).  This form will be completed for all patients and will contain 
decisions about which treatments are appropriate for that patient, whether the treatment plan 
is for ‘Optimal Supportive Care’ or ‘Active Treatment’.  A decision about whether CPR is 
appropriate for that patient is also recorded on the UFTO.  

The CQUIN set by the CCG surrounding DNACPR completion was achieved when they 
visited in November 2014.  There was an improvement to 81% of DNACPR form completion 
in November 2014 from 0% in June 2014. 

Mortality Reviews 
There is a strong case for the Trust ensuring that its promise to review all deaths is kept. The 
aim to achieve 100% remains challenging but should be achievable. There have been 
improvements in compliance this period. There are dedicated resources and monthly 
performance-monitoring processes to help clinicians meet this objective. The operational 
pressures over the winter period may have impacted on compliance in some areas. 
Governance teams are supporting the process in all divisions. 
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Pressure Ulcers 
The Tissue Viability Team continue to validate all stage 2 and above hospital acquired 
pressure ulcers and from February have validated the data to ensure accuracy.  In February 
there were two areas that were outliers for pressure ulcers development.  The Intensive Care 
Unit (ICU) had five hospital acquired stage 2 pressure ulcers which is an uncommon 
occurrence for this area.  ICU will therefore be monitored by the Tissue Viability Team. Swan 
Ward had seven hospital acquired stage 2 pressure ulcers as well as a stage 3 pressure 
ulcer. Swan ward will be undergoing an improvement summit.  Work will continue to embed 
the REACT TO RED campaign within the clinical areas.  
 

Stroke  
In February 20 out of 34 patients (59%) were admitted directly to the stroke unit within 4 
hours of hospital arrival. The main contributing factors were due to bed state capacity issues, 
there were no ring fenced beds for nine patients (26%). However, all stroke patients received 
full stroke team multidisciplinary input. 
 

Readmissions within 30 days –emergency only 
Reducing the number of readmissions is a high priority for the Trust, with two areas of focus: 
post-discharge telephone call within two days and automatic generation of a LACE score 
(Length of stay, Acuity of the admission, Co-morbidities, Emergency Department visits in the 
previous 6 months) which is a predictor of the rate of readmission or death within 30 days. 
 

2.1  Quality and Safety Balanced Scorecard  
 

Table 2: Quality Performance Dashboard. 

 

 
 
Measures outside limits have been summarised in section one on pages three and four. 
For indicator definitions see Appendix 1.   
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(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 

 
 

3 Safety  

3.1  Safety Alerts 
Update on Acute Kidney Injury alert of 9 June 2014 
For details of this alert, see previous Trust Board report of February 2015.  New functionality 
in the Clinisys Winpath System started on 26 January 2015 in the shared Frimley pathology 
system as previous versions of Clinisys did not have the required capability of detecting AKI.  
This was due to be resolved by 9 March 2015 with the embedding of the live phase rollout of 
the IT program; this has now occurred and rollout will demonstrate if there are any data 
problems in use, as there were concerns that the pathology system could be overloaded. 

 
Update on Low Molecular Weight Heparin alert of 19 January 2015 
Alert NHS/PSA/W/2015/001 regarding the risk of harm from using low molecular weight 
heparins when contraindicated was received (Stage 1 Warning) on 19 January 2015.  This 
alert was discussed at the thrombosis committee on 11th February 2015.  The committee 
reviewed the Trust VTE Risk Assessment Tool and concluded that the main 
contraindications to heparin were included on the tool.  This alert was closed on 27th 
February 2015. 
 
Update on Risk of Death from Asphyxiation by Accide ntal Ingestion of Fluid/Food 
Thickening Powder alert of 5 February 2015 
Alert NHS/PSA/W/2015/002 regarding the risk of death from asphyxiation by accidental 
ingestion of fluid/food thickening powder was received (Stage 1 Warning) on 5 February 
2015.  This alert was disseminated to all Ward Managers and a ward audit carried out by the 
Specialist Nutrition Support Nurse.  The risk was identified at ward level to nursing staff and 
thickening products removed from immediate patient access.  Thickening products are to be 
labelled prior to circulation.  This alert was closed on 27th February 2015. 
 
Update on Risk of Severe Harm and Death from Uninte ntional Interruption of Non-
Invasive Ventilation alert of 13 February 2015 
Alert NHS/PSA/W/2015/003 regarding the risk of severe harm and death from unintentional 
interruption of non-invasive ventilation was received (Stage 1 Warning) on 13 February 2015.  
This alert was circulated to divisional governance teams to co-ordinate an action plan for 
each division.  The deadline for closure of this alert is 27th March 2015. 
 
3.2 NHS Safety Thermometer: National CQUIN (Charts 1 - 4) 
The NHS Safety Thermometer1  programme of work aims to achieve significant reductions in 
four types of avoidable harm from which patients are at most risk during episodes of 
healthcare: Pressure Ulcers, Falls, Catheter Associated Urinary Tract Infections (CAUTI) and 
Venous Thromboembolism.  Data is collected on all inpatients on one day per month, 
(approximately 500 patients) to provide a ‘snapshot’ of harms.1 
 

                                                           
1  The NHS Safety Thermometer is a local improvement tool for measuring, monitoring and analysing patient harms and 'harm free' care 
see: http://www.hscic.gov.uk/thermometer)  http://www.ic.nhs.uk/services/nhs-safety-thermometer 
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The Trust’s Safety Thermometer performance is demonstrated in Charts 1 to 4 on pages 17 
& 18. 

 
New hospital associated harms have increased to 2.27% in February 2015 from 1.91% last 
month, but are below the national average of 2.36%. 

 
There were no new CAUTIs on the audit day in February. 
 
The percentage of falls with harm was 0.95%, which is comprised of five falls.  Of these, four 
were community acquired. 
 
The percentage of new pressure ulcers is 1.14% which is higher than the national average of 
1.02%. 
 
4 Patient Experience 
Divisional Patient Experience metrics are shown in the Patient Experience Dashboard in 
Appendix 2.  
 
In February 143 patients or families contacted PALS which is consistent for Q4 to date and 
lower compared to the Q3 average of 156.  Communication remains the highest area for 
concern with 52 contacts.  Outpatients received 30 concerns, and remains lower than the Q3 
average of 45 highlighting improvements in this area.  There were 16 concerns raised 
pertaining to treatment and care which is in line with recent months. 
 
The Head of Patient Experience and Involvement will be conducting focussed improvement 
work on communication issues in Q1 2015/2016.  There has also been a successful Trust 
communication study day in February with approximately 70 patient facing, frontline staff 
attending.   

 
4.1  Formal Complaints 
There were 50 new formal complaints in February 2015, which is a small increase on 
previous months.  There were 23 complaints relating to treatment and care which is an 
increase to the previous month.   There were 8 complaints pertaining to communication 
issues and 7 pertaining to attitude of staff which is inline with the previous month.   
 
Divisional results are shown in Appendix 2 
 
Complaint Improvement Project 
February is the second month the new complaints process has been running, which 
empowers divisional sign off and responsibility for grade 1 and grade 2 complaints.  Grade 3 
and 4 complaints are managed through the weekly complaints panel chaired by the Chief 
Nurse and attended by a panel of clinicians, managers and patient experience coordinators, 
relevant to the complaints being discussed.  This new process is proving to be extremely 
successful and is resulting in empowered divisions being able to respond to less complex 
complaints in a timely and appropriate manner, and complex complaints being discussed at 
early stages to ensure appropriate investigation and management is carried out.  Early 
indications are showing a reduction in the Trusts response time to complaints, and a 
reduction in follow up complaints due the improved quality of response.  

 
There are also plans to update the complaints and PALS database to Datix web, offering an 
opportunity for more tailored reporting. The planned go live date is the 13th April 2015. 
 
4.1.1 Complaint Performance against Timescale 
The Patient Experience dashboard in Appendix 2 shows divisional performance against 
timescale.  The average response time in February was 32 days and is the third consecutive 
reduction in timescale. 
 
4.1.2 Parliamentary and Health Service Ombudsman (P HSO) Cases  
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 There were no new requests for information in February 2015.  One case EMED August 
2014 #2 has not been upheld, the full report is to follow. 

 
4.1.3 Independent Investigations 
The status of active investigations is outlined in Appendix 3. 

 
4.2  Patient Feedback  
 
4.2.1 Friends and Family Test (FFT) 2  
The percentage of respondents that would recommend their experience of Inpatient services 
is 95.8%, a marginal decrease compared to January.  The new recommended scoring 
method is showing greater stability than the Net Promoter Score.  The response rate in 
February has dropped to below the normal rate at 32.2% but still exceeds the Q4 target of 
30%.  Wards are reminded of the importance of gathering this data. 

 
The Accident and Emergency FFT percentage recommended score has remained relatively 
stable with a very slight reduction to 87.2% compared to January which was 88.4%.  The 
response rate has improved significantly to 21.1% following the introduction of automated 
voice messages to patients.  Further improvement is needed on this response rate in March 
to achieve the average Q4 target of 20% but is expected to be achieved. 
 
Maternity FFT percentage recommended score has decreased in February to 92%.  Of the 
four touch points, one, and two scored 86% but it is noted they had very low response rates 
affecting the overall negative score. Touch points three and four however both scored 100% 
recommendations.  Response rates for maternity touch points are not accurate for February 
owing to late submission of feedback cards.  The process has encountered similar issues 
previously and is being further reviewed by the Head of Patient Experience and the Lead 
Midwife to ensure this process is robust for future months.  It is therefore expected that March 
will see an elevated response rate.    
 
The percentage recommended score in Outpatients has dropped to 85% in February 2015 
however,it is noted that there was a break in data being submitted which is rectified for March 
data, but has resulted in a much lower number of respondents than expected for February.   
 
Day cases remains stable and positive with 99% of patients recommending the service.  
Each area is reviewing their own feedback in order to improve standards where possible. The 
Outpatients and Day Case recommended score will be reported nationally from April 2015. 
 
4.2.2  National Inpatient Survey  
 The National Inpatient Survey sampled 850 patients in the month of August 2014.  Official 
national comparisons through CQC are to be published late April, however Picker Europe 
who provide the survey program to Ashford and St Peters Hospital Trust and 78 Trusts in 
total, have provided comparison data for Picker Trusts and comparison data for Ashford and 
St Peters, compared to the previous year. 

 
 
 
Highlights: 

 
• Of the 78 Trusts surveyed through Picker, ASPH was the second highest ranked Trust for 

the most improved Trust from the previous year. 
• The Trust performed significantly better on 10 questions 
• The Trust performed significantly worse on 0 questions 

                                                           
2
 
2  The FFT asks the following standardised question: “How likely are you to recommend our 

ward/A&E department to friends and family if they needed similar care or treatment? 
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• The Trust showed no significant difference on 50 questions 
 
The table below details three questions which performed significantly better than the “Picker 
Average” 
 

Your results were significantly better than the ‘Picker average’ for the following questions:  

 

 Trust  Average  

Hospital: patients using bath or shower area who shared it with opposite 
sex 

6 % 12 % 

Hospital: food was fair or poor 34 % 42 % 

Hospital: not offered a choice of food 15 % 21 % 
 
 
The table below details the questions that the Trust performed significantly worse than the “Picker 
Average” 
 
Your results were significantly worse than the ‘Pic ker average’ for the following questions:  

 

 Trust  Average  

Hospital: bothered by noise at night from other patients 45 % 39 % 

Doctors: talked in front of patients as if they were not there 31 % 24 % 

Discharge: did not feel involved in decisions about discharge from hospital 52 % 45 % 

Discharge: Not given notice about when discharge would be 51 % 44 % 

Discharge: not fully told purpose of medications 31 % 24 % 

Discharge: not given completely clear written/printed information about medicines 35 % 27 % 

Discharge: not fully told of danger signals to look for 67 % 55 % 

Overall: not asked to give views on quality of care 74 % 68 % 
 

The table below details the ten questions where the Trust has made significant improvement 
compared to the previous year: 

 



11 

The Trust has improved significantly on the followi ng questions:  

 
 2013 2014 

Planned admission: should have been admitted sooner 29 % 18 % 

Hospital: not offered a choice of food 24 % 15 % 

Doctors: did not always get clear answers to questions 43 % 33 % 

Nurses: did not always get clear answers to questions 41 % 32 % 

Nurses: did not always have confidence and trust 27 % 20 % 

Nurses: sometimes, rarely or never enough on duty 49 % 35 % 

Care: wanted to be more involved in decisions 55 % 46 % 

Care: not always enough privacy when discussing condition or 
treatment 

32 % 25 % 

Surgery: results not explained in clear way 42 % 31 % 

Overall: not treated with respect or dignity 23 % 17 % 
 

The early indications of this feedback show the that Trust is improving its Inpatient 
Experience.  A detailed plan for further improvement and engagement with the Trust will be 
led by The Head of Patient Experience and Improvement. 
 
5     Quality Report Draft Priorities for 2015/2016 
 
The proposed Quality Report measures for 2015/16 are presented to the Board for approval.  
Once approved, these measures will be included in the year end Annual Report. 

Patient safety 

Priority 1 - Improving harm -free care  

The Trust will participate in the recently released Medication and Maternity Safety 
Thermometers and continue with the existing Safety Thermometer areas of hospital 
acquired falls, catheter associated urinary tract infection, pressure ulcers and new harms 
including venous thromboembolism (VTE). 

Medication Safety Thermometer and Maternity Safety Thermometer to be implemented by 
end of Q1 2015/16. 

The Trust aims to maintain Safety Thermometer performance better than (i.e., 
demonstrating a lower rate than) the national average. 

Other harm free care improvement work will include: 

• Set and agree with clinical divisions trajectories for falls and hospital acquired 
pressure ulcers by the end of Q1 2015/16 

• Risk assess 97% of adult inpatients for venous thromboembolism on admission 

• Undertake root cause analysis of 100% of identified cases hospital associated 
thrombosis 

• Audit the documentation of the prescription of appropriate chemical 
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thromboprophylaxis with the aim of achieving 85% 

• Achieve VTE Exemplar Centre Status by 31 March 2016 

Priority 2 - Embedding and measuring the safety culture to strengthen transpar ency 
through the duty of candour 

The duty of candour training programme will be incorporated in Trustwide induction by April 
2015.  Dissemination of a wider training programme to other staff groups will be fully rolled 
out by the end of Q2 2015/16. 
 
Compliance with the duty of candour requirements will be audited quarterly with exception 
reporting to Integrated Governance and Assurance Committee.   

Priority 3 - Preventing death and promoting successful re covery from an ill health 
episode through identification and management of pa tients with sepsis  

It is anticipated that sepsis will be a National CQUIN for 2015/16.  A sepsis measure will be 
formulated once the CQUIN programme is finalised in conjunction with our Commissioners. 

 

Harm-free care as measured with the Safety Thermometer was a priority in 2014/15 and this 
national focus area will continue to be a Trust priority this year.  The aim to risk assess 97% of 
inpatients for VTE is 2 percentage points above the national target of 95% and remains in line with 
2014/15.  The measure for root cause analysis for hospital associated thrombosis remains at 100%, 
as per 2014/15.  The measure for prescribing appropriate chemical thromboprophylaxis has been 
increased from 80% in 2014/15 to 85% this year, as a stretch target.  VTE Exemplar Centre Status 
is awarded by VTE Prevention England, which is a programme of NHS England.  Achievement of 
the above clinical care measures are anticipated to support our application for Exemplar Status. 

The statutory duty of candour forms part of the Trust’s registration with the Care Quality Commission 
(CQC) and requires staff to be open with patients when things go wrong. 

Clinical effectiveness 

Priority 4 – Work to improve diagno sis and treatment for patients with diabetes to 
improve efficiency of pathways and patient outcomes  

The population of eligible admitted patients to be screened for diabetes will continue to be 
audited on a spot day each month, with target performance to remain at 98% as per 
2014/15.  

The Trust will implement quarterly audits of the documentation of the prescription of insulin 
from Q2 2015/16 with an action plan to be rolled out by Q3 2015/16. 

By the end of Q3 2014/15 the Trust will undertake a review to identify an opportunity to work 
with external stakeholders to improve pathway working for patients with diabetes. The 
review will include setting a trajectory for implementation. 
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Priority 5 - Readmissions  

The readmissions project led by the Medical Director is to continue.   

Target 30 day emergency readmissions to be no greater than 12.2% by Q4 2015/16. 

The project will review the current pilot of contacting patients following discharge by the end 
of Q2 2015/16.  If analysis of the data demonstrates that the pilot resulted in benefits (of 
which one was reduction in readmissions) an action plan for expanding the post discharge 
contact of patients will be implemented by the end of Q2 2015/16. 

The Trust will contribute to the feedback process of the locality hub pilot project in Woking 
and continue dialogue with external partners as to a trajectory for potential system wide 
expansion. 

Priority 6 – Improve dissemination and learning from national au dits, National 
Institute for Health and Care Excellence (NICE) gui dance, and Technology Appraisals  

NICE Technology Appraisals to be implemented within the mandatory 3 month deadline 
(target: 100%). 

Implementation of relevant NICE Clinical Guidelines – monthly status report on progress 
including a gap analysis with reasons for non-compliance identified.3 

Monthly status report to be prepared identifying the introduction of new NICE Interventional 
Procedures4 to the Trust with clinical audit to evidence safe practice. 

 

Diabetes screening is not yet consistently achieving the inpatient target of 98% and this measure will 
be continued.  Insulin prescribing is a known improvement area, and because this impacts upon a 
significant number of patients, an audit of this area to guide formulation of an improvement action 
plan would be of Trustwide benefit.   

The Trust will continue our existing project to reduce readmissions with a specific focus on 
supporting patients after discharge from the emergency care pathway.  We will work with applicable 
external stakeholders in partnership with primary and community care, mental health services and 
ambulance services. 
 

Patient experience 

Priority 7 – Work to improve the experience of vulnerable groups ; those with 
dementia and their carers, those with a mental heal th issue and cancer  

Review of Mental Health Act policies and procedures by Q2 2015/16 to meet sector good 
practice.   Implement a process to ensure all applicable staff have had Mental Health Act 
training specific to their role by Q4 2015/16. 

Surrey Public Health’s 2015/16 suicide prevention training programme is to be released in 

                                                           
3 NICE Clinical Guidelines are not required to have 100% implementation.   
4 NICE Interventional Procedures are not required to be implemented. 
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2015/16.  The Trust will identify applicable frontline staff to attend and complete training by 
the end of Q4 2015/16. 

It is anticipated that dementia will be a National CQUIN for 2015/16.  A further quality 
account priority measure for dementia will be considered once the CQUIN programme is 
finalised with our Commissioners. 

To improve the engagement with and feedback from carers of people with dementia via: 

• the carer survey 

• establishment of a memory café within the trust by end of Q2 2015/16. 

To ensure that 50% of people with a dementia diagnosis who have significant memory 
impairment have a targeted document (either This Is Me or REACH) to improve staff 
awareness of their history and preferences by the end of Q3 2015/16. 

A review of an aspect of dementia friendliness of the physical environment in clinical areas 
will be undertaken by the end of Q2 2015/16 and an adaptation or modification of the 
environment will be impact assessed for potential wider rollout.5 

The Trust will demonstrate an improved dementia training programme for staff by the end of 
Q4 2015/16: 

• Implement a mandatory level 1 update for all staff 

• Develop and deliver level 2 training to staff who frequently work with people who 
may have dementia 

• Explore the need for level 3 training for specialist staff 

Priority 8 – Obtain patient feedback on outpatient experience in  conjunction with the 
Trustwide outpatient service improvement project 

Implement a system for communicating waiting time in Outpatients to patients attending 
clinics by end of Q3 2015/16.  
 
Head of Patient Involvement and Experience will implement a process for obtaining 
feedback from patients and other service users of their experience of the new 
communication process by end of Q4 2015/16.  
 

Priority 9 – Improve inpatient experience including discharge  

Prepare a business case for expanding the Orthopaedic Supported Discharge methodology 
to other divisions in order to implement this service more widely.  Business case to be 
developed by end of Q2 2015/16. 

Implement review of ward moves of patients during their inpatient stay including 
identification of a baseline, reasons for ward moves and an action plan for minimising 

                                                           
5 The aim of improving the physical environment for patients with dementia is to endeavour to reduce the 
potential agitation and distress of patients, especially those patients who experience an extended length of 
stay in hospital. 
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moves.  Trajectory for improvement against the baseline to be set by Q3 2015/16. 

By Q2 2015/16 implement a review of the process for discharge assessment of patients 
returning to care homes. 

Maintain follow-up complaints to fewer than 10% of complaints received, on average, across 
the year.  Where the limit is exceeded perform root cause analysis and implement action 
plan to improve. 

Continue design and implementation of end of life care outreach partnership working with 
hospices and other community organisations.  

 

A number of complaints have been received by the Patient Experience Team pertaining to waiting 
time in Outpatients, therefore implementing a consistent process for communicating waiting time to 
patients in outpatient clinics would demonstrate responsiveness to this concern. 

The dementia measures were proposed by the Professional Lead for Safeguarding following 
consultation with the Dementia Steering Group on 11 March 2015.  The This is Me tool is a booklet 
which people with dementia can use to inform staff about their needs, interests, likes and dislikes.6  
REACH is a special response plan for patients with dementia. 

Priority areas discontinued from 2014/15 

The below priority areas from 2014/15 are proposed to be discontinued. 

Priority 3, improving communication with patients, has focussed on the review of our complaints 
process and Friends and Family Test scores.  The complaints process review was a specific 
improvement measure for the current year.  The Friends and Family test has been a priority for 
several years, so this will be replaced with the new priorities above. 

Priority 4, improving the safety culture through implementing the Manchester Patient Safety 
Framework, is another specific improvement initiative for 2014/15 and this will not be reported on 
separately next year. 

Priority 5, elective readmission rate, will not be continued as the priority focus area is currently the 
emergency care pathway and acute readmissions. 

Summary 

The Board is asked to approve the Quality Report measures for 2015/16. 

 
6. Wow Awards 
Theatres, Anaesthetics, Surgery and Critical Care received five nominations for WOW 
awards and Medicine and Emergency Services received thirteen.  Women’s Health and 
Paediatrics had eight awards proposed and Diagnostics, Therapies, Trauma and 
Orthopaedics had five nominations.   

  
7.  Best Care Audits         
 The Best Care Audit is an on-going accreditation scheme used to assess wards against 14 

                                                           
6 Refer to the This is Me section of alzheimers.org.uk 
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quality and safety indicators.  The frequency of Best Care Audits is aligned with performance. 
Wards may be reassessed every two, three, four or six months depending on achievement of 
accreditation levels of zero, one, two or three respectively.   

In February 2015, nine wards/areas were re-audited.  The accreditation levels achieved are 
shown below.  For detailed results refer to the Dashboard in Appendix 4. 

Four wards/areas achieved accreditation level two: ED, OPD SPH, MSSU and Swift. 

Holly, Maple, OPD ASH, Fielding and ITU all received accreditation level three.   

All wards/areas maintained/improved accreditation levels apart from OPD SPH and MSSU 
which reduced from level three to two. 

Table 3 Best Care Accreditation Levels February 201 5 
 

  Sep Oct  Nov Dec Jan Feb Re-
audit 

Medicine & 
Emergency 

Services 

Aspen  1   2  May 
CCU & Birch 3      Mar 

Cedar     2  May 
Holly  2    3 Aug 
May     3  Jul 
MAU   2    Mar 

MSSU      2 Jun 
Maple      3 Aug 

Fielding      3 Aug 
WWW/Chaucer 3      Mar 

Swift      2 Jun 
ED   1   2 Jun 

OPD ASH      3 Aug 
OPD SPH      2 Jun 

Theatres 
Anaesthetic
s Surgery & 
Critical Care 

Kingfisher 2    2  May 

Falcon     1   Mar 

SDU  3     Apr 

Heron   2    Mar 

SAU  1   1  Apr 

ITU      3 Aug 

HDU  3     Apr 

DSU ASH 2    3  Jul 

Theatres ASH 1   3   Jun 

Theatres SPH    3   Jun 

T & O Dickens 
SWAN 

  2    Mar 
    2  May 

Women's 
Health & 

Paediatrics 

Oak      2  May 

Ash   2    Mar 

NICU   0  2  May 

Paeds ED* 2    3  Jul 

Labour Ward    2   Apr 

Joan Booker 2    2  May 
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Safety Thermometer Charts  
Chart 1 Percentage of patients with new harms 
 

 
 
 
Chart 2  Incidence of new CAUTI  
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Chart 3 Incidence of new Pressure Ulcers   
 

 
 
 
 
Chart 4 Percentage of falls with harm 
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Patient Experience Charts 
 
Charts 5a and 5b: Complaints received by month  
 

 

 

Chart 5b: Follow up Complaint Received 

 

Follow up complaints have seen a consistent decrease in the second half of the year and are 
stabilising at approximately 10%. We anticipate that a contributing factor has been the work 
undertaken to improve the quality of the complaints responses issued.  
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Chart 6: February complaints: Service area by date of episode      
 

 

 
Chart 7: Concerns and Complaints about Discharge 
 

 
 
Complaints and PALS cases relating to discharge, with the exceptional peak in November excluded, 
remain at consistently low levels. Themes around discharge relate to timeliness and 
appropriateness of discharge, including delays. 
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Chart 8 : Friends and Family Test Response Rate 
 
 
 

 
 
 
 
Chart 9: Friends and Family Test Satisfaction 
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8  Care Quality Commission March 2015 Inspection Re port 
 

Inspection Rating 
The CQC inspection report of 10 March 2015 rated the Trust as good overall.  This is a considerable 
achievement against the sector benchmarked position for acute Trusts, whereby only 35% of acute 
Trusts have been rated as good recently with 65% rated as requires improvement or inadequate.7 

Each registered site receives its own rating and Ashford Hospital was rated as good and St Peter’s 
Hospital received requires improvement.   
Table 1 - CQC Rating of the Trust 

 
Table 2 – CQC Rating of Ashford Hospital 

 
 

Table 3 - CQC Rating of St Peter’s Hospital 

 
 

Priority Improvement Areas  
The inspection report outlines CQC compliance actions in 10 action areas for 2 of the Trust’s 7 
regulated activity areas (1) treatment of disease, disorder or injury and (2) diagnostic and screening 
procedures.  Compliance actions 9, 10, 20, and 22 pertain to both of the above regulated activity 
areas and compliance action 13 pertains solely to treatment of disease, disorder or injury. 
Regulation  Site  Core Area(s)  Action 

No. 
Action Category  

9 (1)(b)(ii) – Care and 
Welfare of Service Users 

ASH Outpatients and diagnostic 
imaging 

1 Deteriorating patient 

                                                           
7 Source: CQC NHS acute trust ratings data December 2013 to August 2014 as cited in page 18 of The State 
of Health Care and Adult Social Care in England 2013/14. 
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10 (1)(a),(b),(c),(e) – 
Assessing and 
Monitoring Quality of 
Service Provision 

SPH Critical care 2 Governance and risk management in 
critical care 

3 Patient experience – informing 
improvement of care quality 

22 - Staffing SPH Critical care, Surgery, 
Paediatrics 

4 Adequacy of staffing levels 

20(2)(a) - Records BOTH Trust wide 5 Security of record keeping 
Quality of documentation 
Privacy and dignity 

13 – Management of 
Medicines 

BOTH Trust wide 6 Safe use and storage of medicines: 
• Storage 
• Safe practice 

ASH Outpatients and diagnostic 
imaging 

7 Specific poor practice regarding 
intravenous medication 

ASH Surgery  8 Medication prescribing poor practice 
– reason for ‘as required’ medication 
to be documented on prescription 
charts 

ASH Medical Care  9 Safe and timely dispensing practice 
and procedures – delay in transit 

SPH Children and young people 10 Medicines management training out 
of date in paediatric nursing 

 

In addition to the compliance actions above, the CQC has raised a number of improvement areas 
which the Trust is required to correct as priority areas; the items for immediate action are prioritised 
by the CQC into 2 categories as ‘must’ and ‘should’ do areas.   
The Trust received 10 actions categorised as ‘must’8 and 53 as ‘should’9 in the inspection report, 
and there is some element of overlap with the compliance actions above.   An action plan to address 
these items along with the compliance actions is due to be provided to the CQC before 6 April 2015.  
The overriding finding was that the Trust needs to make improvements in the safety domain.  A key 
element of the safety rating is the need to ensure sufficient numbers of suitably qualified, skilled and 
experienced nursing staff and the Chief Nurse is currently leading a programme of work to address 
this.  Management of medicines is the other high priority action area within safety. 
The action plan has been commenced and monitoring of the plan will be through continuation of the 
fortnightly CQC Quality Review Group, with updates to be provided to IGAC10. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                           
8 Of the 10 must actions, 7 pertained to St Peter’s Hospital and 3 to Ashford Hospital. 
9 Of the 53 should actions, 40 pertained to St Peter’s Hospital and 13 to Ashford Hospital. 
10 Integrated Governance and Assurance Committee (IGAC) 
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9  APPENDICES 
 
APPENDIX 1 Quality and Safety Balanced Scorecard In dicator Definitions 2014/15 
   
1-01 The SHMI (Summary Hospital-Level Mortality Indicator) 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. A three year 
dataset is used to create the risk adjusted models. A one year dataset is used to score the 
indicator. The one year dataset used for scoring is a full 12 months up to, and including, the 
most recently available data. The three years used for creating the dataset is a full 36 months 
up to, and including, the most recently available data. 
 
1-02 The RAMI is the Risk Adjusted Mortality Index from CHKS. RAMI (Risk Adjusted Mortality 
Index) uses a method developed by CHKS to compute the risk of death for hospital patients on 
the basis of clinical and hospital characteristic data. The model calculates the expected 
probability of death for each patient based on the experience of the norm for patients with 
similar characteristics (age, sex, diagnoses, procedures, clinical grouping, and admission type) 
at similar hospitals (teaching status). After assigning the predicted probability of death for each 
patient, the patient-level data is aggregated. The data source is CHKS. The monthly figure and 
YTD are reported one month in arrears. 
1-03 In-Hospital deaths as per the CQUIN definition, with exclusions for age <18, maternity.  
The total number of in-hospital deaths (CQUINN definition, excludes age<18, maternity and 
ICD10 codes that relate to trauma - V01, X*, W*, Y*, O*). 
1-04 Proportion of deaths for which mortality reviews are completed.  Number of mortality 
reviews (numerator) divided by total number of deaths (denominator).  Unlike 1-03, the 
denominator has no exclusions, i.e. all deaths are counted. This measure is reported one 
month in arrears to account for the time lag to carry out and record the mortality review. 
1-05 Number of cardiac arrests which occurred other than in critical care areas, i.e. not in 
MAU, CCU, SDU, SAU, Endoscopy, Cardiac Catheter Laboratory, A&E, ICU, Theatres, 
MHDU, Paediatrics A&E. 
1-06 Number of Hospital acquired MRSA cases. 
1-07 Number of Hospital acquired C-Difficile cases. 
1-08 The total number of falls. 
1-09 The total number of falls per 1000 bed days. 
1-10 Falls with harm (spot-test) point prevalence as measured by the National Safety 
Thermometer measure. 
1-11 Pressure ulcers per 1000 bed days. 
1-12 Pressure Ulcers (spot-test) point prevalence as measured by the National Safety 
Thermometer measure. 
1-13 Readmissions within 30 days – Emergency only. 
1-14 Completion of the WHO Surgical Safety Checklist as reported on the Theatres dashboard 
(excluding Radiology and General Medicine as these specialties have a 2-part checklist). 
1-15 Percentage of stroke patients admitted to a stroke unit within 4 hours. 
1-16 Percentage of inpatients for whom EDD Estimated Discharge Date was set within 14 
hours of admission (CQUIN). 
 
3-03 The total number of Serious Incidents Requiring Investigation (SIRI). 
3-07 Friends and Family Test score for Inpatients 
(Test asks following standardised question: "how likely are you to recommend our ward to 
friends and family if they needed similar care or treatment?") 
3-08 Friends and Family Test score for A&E 
(Test asks following standardised question: "how likely are you to recommend our A&E 
department to friends and family if they needed similar care or treatment?") 
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3-09 Friends & Family test score - Maternity (Composite Score).  Maternity Composite Score 
calculated from the questions asked at 4 touch points - antenatal care, birth, labour ward and 
postnatal care. 
 
 
Note: Indicators 1-01 to 1-16 are from the Trust’s Best Outcomes dashboard and Indicators 3-
03, 3-07, 3-08, and 3-09 are from the Excellent Experience dashboard.  Only indicators 
applicable to the Quality Report are included. 
  
 
2. Target (T*)  - where possible a national (N) or local (L) target has been used; where not 
available, we have used a percentage improvement on the 2013/14 year end total. 
 
3. Outturn 12/13 – the overall results for 2013-14. 
 
4. YTD (Year-to-date) Target 14/15  – the sum of the monthly target from the beginning of the 
financial year (April). 
 
5. Monthly Target 14/15 – the target for each month. 
 
6. Annual Target 14/15  – the target for the entire year. 
 
7. Actual  - this is the actual achievement for the month. 
 
8. 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. 
 
9. YTD 14/15 - The sum of the actual activity from the beginning of the financial year (April)
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APPENDIX 2 Patient Experience Dashboard – February 2015  
 
   

 
 
 

 
 
**Friends and Family Test. Consolidate score of res ponse to the question "how likely are you to recomm end our Ward [A&E department] to 
friends and family if they needed similar care or t reatment?" For FFT results A&E is reported seperate ly - therefore EMED excludes A&E for 
this measure only. 
 
 
 
 

Feb-15

EMED YTD Fac &IS YTD HR  & 

Other

YTD TASCC YTD TODT YTD WH & 

Paeds

YTD A&E FFT Mat FFT Monthly 

Total

YTD YTD

target

Annual 

target

Complaints 

Rec'd 19 240 � 1 13 � 0 3 13 166 � 12 92 � 5 81 � 50 515

Discharge 

related 

complaints 4 29 � 0 0 0 3 0 5 0 1 4 34

% Response 

timescales met 100% 86% � 0% 89% 0% 100% 100% 83% � 100% 86% � 100% 74% � 100.0% 84.0% 95% >95%

PALS Concerns 50 599 � 8 114 � 4 34 � 40 392 � 29 446 � 12 133 � 143 1576

Inpatients YTD Mat Q1 YTD Mat Q2 YTD Mat Q3 YTD Mat Q4 YTD Maternity YTD A&E YTD

Trust Exc 

Mat YTD
Trust 

incl. Mat

YTD YTD

target

Annual 

target

FFT* returns 32.2% 36.8% � 2.1% 9.7% � 4.2% 11.8% � 4.2% 21.9% � 1.9% 8.7% � 3.1% 12.5% � 21.1% 16.5% � 24.2% 22.0% � 20.0% 20.2%

A&E 

15%; IP 

A&E 

20%; IP 

FFT* Score - 95.8% 93.6% � 86.0% 95.8% � 86.0% 94.7% � 100.0% 94.6% � 100.0% 97.8% 91.9% 95.5% � 87.2% 83.6% � 90.4% 88.1% � 93.0% 92.0%

Total YTD

EMED YTD Fac &IS YTD HR  & 

Other

YTD TASCC YTD TODT YTD WH & 

Paeds

YTD

Intimations of 

claims 0 22 � 0 0 0 18 � 3 20 � 0 18 � 3 81 �

Reported claims 2 13 � 0 0 3 16 � 1 11 � 1 9 � 7 49

�

�

Not appl i cable

Decreas e compared to previous  month

Increase compared to previous  month

Improvement compared to previous  month/100% target held

Same or no change

Deterioration compared to previous  month or ri sk to  target
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APPENDIX 3 Patient Experience Schedules – February 2015  
 

4.1.1 Complaint response time 

 
Mean response time to complaint 
MONTH AEM WHPAED TODT TASCC Facilities Info/Fin/HR Trust 
January  29 37 33 44 44 28 36 
February  25 35 24 34 19 22 27 
March  23 24 30 39 7 - 26 
April  23 22 21 26 22 18 23 
May 27 21 16 

 
31 21 - 25 

June 24 29 20 40 29 - 28 
July 25 26 19 50 16 61 33 
August 22 21 19 41 19 - 26 
September 33 35 36 32 14 28 33 
October 32 26 34 49 - - 39 
November 38 40 37 37 - - 36 
December 34 44 38 39 15 - 38 
January 41 31 29 32 - 31 35 
February 30 34 38 30 26 - 32 

 
 
Median response time to complaint 
MONTH AEM WHPAED TODT TASCC Facilities Info/Fin/HR Trust 
January  27 30 32 40 44 28 32 
February  24 37 24 28 - - 25 
March  18 23 26 29 7 - 20 
April  23 19 21 23 22 18 22 
May  26 28 19 28 21 - 24 
June  22 23 22 31 29 - 23 
July 23 25 21 49 18 61 24 
August 21 26 20 37 15 - 23 
September 32 39 28 36 14 28 32 
October 30 29 34 47 - - 35 
November 32 40 32 34 - - 33 
December 35 43 35 37 15  36 
January 37 32 29 31 - 31 32 
February 33 32 42 31 26 - 32 

 
 
4.1.2 Parliamentary and Health Service Ombudsman (P HSO) Cases 

 The table below shows the status of complaints active with the Ombudsman in 2014. 
  

Division  Complaint 
Ref 

Progress  

AEM JAN-2014 #1 Request for information fulfilled. 
AEM JAN-2014 #2 Information provided for investigation. Complaint not 

upheld. 
AEM MAR-2014#1 Still under consideration for local resolution. 
WHPAED APR-2014#1 Final report issued August 2014 – case not upheld. 
AEM APR-2014#2 Final report issued August 2014 – case not upheld. 
AEM APR-2014#3 Under consideration.  Documents sent in May 2014. 
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AEM APR-2014#4 Under consideration for possible local resolution, awaiting 
final response letter locally. 

AEM/HR APR-2014#5 Complainant has notified Trust of referral to PHSO – no 
contact from PHSO yet. 

TASCC APR-2014#6 Verbal contact from Ombudsman only, no documents 
requested yet.  Still at local resolution stage. 

DTTO&TASCC MAY-2014 
#1 

Still with local resolution. 

WHPAED MAY-2014 
#2 

Draft report issued September. Trust to response by 13th 
October. PHSO plan not to uphold complaint. 

WHPAED JUN-2014 #1 Documentation provided June 2014. 
EMED AUG-2014#1 Request for information fulfilled. Currently under 

consideration. 
EMED AUG-2014#2 Not upheld.  Awaiting full report. 
TASCC AUG-2014#3 Request for information fulfilled. Currently under 

consideration. 
EMED OCT-2014 

#1 
Request for information fulfilled. Currently under 
consideration. 

EMED DEC-2014 
#1 

Request for information fulfilled. Currently under 
consideration. 

EMED JAN-2015 #1 Confirmation of investigation received 12.01.2015. 
Currently under consideration. 

 
 

 
 4.1.3 Independent Investigations 

The Trust is required to report to Commissioners on independent investigations into 
complaints per contract clause CR11.  Active investigations are outlined below.   
 
Division  Complaint 

Ref 
Progress  

EMED REV#5 Independent Expert appointed to undertake an investigation 
report expected by end January 2015. 
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