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TRUST BOARD
27th March 2014

TITLE Quality Report

EXECUTIVE
SUMMARY

The Quality Report is presented for February 2014. 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: To achieve the highest possible quality of care and treatment
for our patients in terms of outcome, safety and 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 & Suzanne Rankin, Chief Nurse

Date:
19 March 2014

Decision: For Assurance
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1 Executive Summary

The Care Quality Commission published its second Intelligent Monitoring report on acute
trusts on 13 March 2014. The report reviews quality of care indicators including patient
safety, effectiveness, care outcomes, and patient and staff experience. The report reviewed
92 applicable indicators and the Trust is pleased to advise that it has maintained its band 6
‘lowest risk’ grouping. Some possible risks have been identified covering staff turnover,
support and supervision; plus a patient reported outcome measure regarding primary knee
replacement . Senior management are reviewing these risks and implementing improvement
plans.

An MRSA bacteraemia was reported in February. The Post Infection Review was held 19
February and attended by both the Chief Executive and the Chief Nurse. Learning points
were identified and the action plan will be monitored via the Control of Infection Committee.

There were 50 new formal complaints in the month of February, fourteen cases above
expectation for the month. The number of formal complaints has continued to track above
limit during the 2013/14 year (477 to date versus 412 anticipated). The Trust is continuing to
meet its improvement action of responding to complainants within agreed timescale. The
requirement is for 95% of complainants to receive responses within agreed timescale; the
February response rate was 98% (January 100%).

The number of falls was at an encouraging low in February down to 45, considerably below
peaks of 72 in December and 63 in January. In a typical month the Trust expects around 58
falls so it is hoped that the February low of 45 falls is an early indication that falls reduction
improvement initiatives are taking effect. Regarding falls severity in February, 24 falls did not
result in harm or injury to the patient, and 1 of the falls resulted in severe harm.

A high number of SIRIs reported can in large part be attributed to the continued high number
of pressure ulcers with 5 grade three pressure ulcers and 1 grade 4 pressure ulcer reported.
The spike in grade 3 and above pressure ulcers similarly occurred in December and January.
The corporate action plan for pressure ulcers is currently undergoing high level review steered
by both the Chief Nurse and Chief of Patient Safety. The review will continue into April 2014.

The Friends and Family test score for February inpatients (73) is in line with January (75) and
remains above the Trust target (70) for inpatient care. The A&E score of 42 is a dip from
January (50) and continues to track below the target (70) set at the start of the year. The
number of ‘detractors’ who did not recommend A&E was similar to January, however, there
was a drop in those patients attending A&E who ‘promoted’ the department in their survey
responses. The contributing factors identified by A&E for the reduced score have included
episodes of longer than usual waits to see clinicians, and periods of reduced patient flow
through departments. Improvement actions to address this have been the ‘Spring to Green’
initiative, Senior Nurse screening of A&E ‘minors’ patients and the ‘SIFT’ initiative (a
consultant providing senior input before triage).
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2 Performance Monitoring

2.1 Quality and Safety Balanced Scorecard and Commentary

Table 1: Quality Performance Dashboard

For indicator definitions see Appendix 1.

(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

Scorecard Commentary

The SHMI mortality rate for February was 59 up from 55 in January, however the Trust is
well below the monthly and annual limits of 72. The actual number of deaths in February was
79 which is below the monthly limit of 86. The cumulative number of deaths year to date of
945 is in line with the 947 limit.

There were 11 cases of hospital-associated DVT/PE in February of which 1 is confirmed, and
10 are unvalidated pending root cause analysis. Diagnostic identification of hospital acquired
thrombus commenced in January, and since that process commenced the Trust has been
envisaging an increase in identified cases. The increasing trend in DVT/PE is expected to
continue as new and better ways of identifying hospital thrombus are developed. Similar
organisations report around 13 cases per month, with peaks and troughs across months.
There were 5 cases in November, 1 in December, and in January 6 cases (2 confirmed, 4
unconfirmed). As the Trust continues its steps to improve its identification process for
hospital acquired thrombosis, the number of cases will be expected to rise.

The following scorecard areas have been covered previously in the Executive Summary:
 Complaints
 Friends and Family Test Score
 Serious Incidents Requiring Investigation
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The number of falls was encouragingly low in February down to 45. This compares
favourably against recent months and the monthly expected limit of 58. There were 5 falls in
Aspen, 4 in Medical Assessment Unit and 4 in Medical Short Stay Unit (MSSU). MSSU has
considerably reduced falls from 8 in January to 4 in February. Similarly, May Ward has
reduced falls from 6 in January to 1 in February. Whilst the low falls this month is
encouraging, it is important that this improvement be demonstrated across the upcoming
quarter in order to provide assurance that recent interventions have had sustained benefit.

There was 1 case of hospital acquired MRSA and 1 case of C. difficile this month. The
number of C. difficile cases for the month is well within limit for the year-to-date. The Trust
had a limit of zero avoidable MRSA cases for the year, and has had 2 cases attributed to
date.

3. Clinical Effectiveness

3.1 Quality Accounts Stakeholder Workshop April 2014

The Trust held a Quality Account workshop on 3 February looking at progress with the
quality priorities for 2013/14. The event was well attended by stakeholders including
representatives from North West Surrey CCG and Trust Governors. The Trust is scheduled
to meet with stakeholders again in early April 2014 to focus on priority setting for 2014/15.
The first draft of the annual Trust Clinical Audit Programme for 2014/15 has been presented
to the Trust Clinical Effectiveness and National Audit Review Group.

3.2 Report on Audit of Carers of People with Dementia

An overview of the report is below, and the full report is provided as Appendix 6.

One of the CQUIN goals for 2013/2014 was “To incentivise the identification of patients with
dementia and other causes of cognitive impairment alongside their other medical conditions,
to prompt appropriate referral and follow up after they leave hospital and to ensure that
hospitals deliver high quality care to people with dementia and support their carers.”

In response to this, the Trust developed a short questionnaire which has been provided to
Dementia Carers identified through the Dementia CQUIN assessment process since July.
The audit was designed to assess whether carers felt adequately supported by the whole
healthcare system in the caring role which they undertake. The audit form is given to carers
of patients with a confirmed diagnosis of dementia.

Overall, the audit found that carers were satisfied with the care and treatment which their
relative received whilst in hospital and that the majority of carers were aware of how to
access support and information on dementia.

However, the audit has identified the following areas for improvement in the support provided
to carers and the specialist dementia care provided:

 identification and recognition of dementia – understanding the additional needs of
patients with dementia

 communication with relatives / carers
 carer support – provision of information and signposting to support
 initiating end of life discussions and care planning
 accessing specialist dementia care support in hospital.

An action plan to address the above issues is in development and will include the
development of information for carers, signposting to support and a staff training programme.
Delivery of the plan will be monitored through the Trust’s Dementia Steering Group, which
reports to the Quality Governance Committee.
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3.2 Enhancing Quality and Enhanced Recovery Programme

The new 2013/14 care bundle approach where all patients in the clinical pathway must
receive all measures continues to prove a challenge. In Enhanced Recovery surgical
pathways both Gynaecology and Colorectal areas are performing well and exceeding
regional limits. Orthopaedics performance dipped in Q3 when fewer patients than usual
received patient information.

In the Enhancing Quality medical pathways the latest month audited is November 2013
(regional reporting is routinely in arrears). Heart Failure improved significantly in November,
and comfortably exceeded expectation. Pneumonia continues to score below the
improvement level set by the region. Dementia is a single measure but performance is
below expectations. An effective improvement is proving complex with very few patients in
the pathway eligible for the medication review measure.

The Trust will continue to seek to improve through networking with other Trusts in the region
to establish best practice.

4. Safety

4.1 National Patient Safety Agency (NPSA) Safety Alerts

There have been no new alerts reported by the NPSA since March 2012.

4.2 NHS Safety Thermometer (National CQUIN) (Charts 1 - 4)

The 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.

The Trust’s Safety Thermometer performance is demonstrated in Charts 1 to 4 (page 10),
which show the following:

 new hospital associated harms have increased from 1.56% in January to 2.11% in

February but remain below the national average (2.76%)

 falls with harm have decreased since November. On Safety Thermometer day in January

0.19% of patients had experienced falls with harm, which further decreased to zero on

the February spot test day

 pressure ulcers have gradually tracked upwards from 0.42% in November to 1.73% in

February. This is above the national average of 1.11%. The pressure ulcers action plan

is outlined in the Executive Summary

 there were no new CAUTIs recorded in either January or February’s Safety Thermometer

Although the overall position is favourable regarding delivery of harm-free care in accordance
with the Safety Thermometer survey, the concerning peak in Pressure Ulcers which arose in
December 2013 will continue to be a priority improvement area.

5. Patient Experience

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)
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The Patient Feedback Dashboard in Appendix 4 provides an overview of key patient
experience metrics and these results are explored in further detail here:

5.1 Formal Complaints (Charts 5 – 7)

There were 50 new formal complaints received in February. Year-to-date 477 complaints
have been received which is an average of 43 per month compared with an expected level of
fewer than 37. Chart 5 shows the seasonal variation in new complaints volume, which
indicates higher volumes of complaints in the winter season, and lower in the summer.
Whilst the February level of complaints is in line with the seasonal pattern, the trajectory
based on 477 year-to-date for eleven months indicates that by March year-end 2013/14
complaints volume is likely to exceed 2012/13 (485).

Complaints by Date of Episode

Chart 6 shows a breakdown of complaints by Service Area and the date of the episode
relating to each complaint.

The highest number of complaints received in February relates to inpatient episodes. The
majority of new complaints received in February pertain to care episodes this month.

Discharge Related PALS Concerns and Complaints

Chart 7 shows discharge related concerns and complaints.

Discharge related complaints have risen in quarter 4. In February there were 5 discharge
related complaints, which is at the upper level for this indicator. Further time is needed to
see if this trend continues.

Discharge related PALS concerns have dropped this month from 7 cases in January to 4
cases in February.

Discharge related complaints pertained mainly to medical wards, whereas discharge related
PALS concerns were across several divisions.

Performance against Timescale

Complaints performance against timescale is 98% for February which is above target of
95%, reflecting sound performance in this area during 2014.

The Patient Experience Dashboard shows divisional performance against timescale.

The Trust has started monitoring the duration of response times to incoming initial
complaints. The following table shows the mean and median response time by division.
Mode was not reported as this was not meaningful given low numbers in each division.

Table 1 Response Time Averages for Complaints in February 2014

MEAN AEM WHPAED TODT TASCC Facilities Info/Fin Trust
Jan 14 29 37 33 44 44 28 36
Feb 14 25 35 24 34 19 22 27

MEDIAN AEM WHPAED TODT TASCC Facilities Info/Fin Trust
Jan 14 27 30 32 40 44 28 32
Feb 14 24 37 24 28 - - 25

This shows that, on average, a complaint despatched in February took the Trust 27 days to
respond to (January 36 days). The Trust’s response time reflects that a number of
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complaints are being extended beyond the Trust’s standard 25 day response time with
agreement of the complainant. The Trust is continuing to focus on improving communication
with complainants and improving the quality of complaints responses, which sometimes
extends the time required to complete the final response.

Parliamentary and Health Service Ombudsman (PHSO) cases

Table 2 below provides a summary of cases that were active during February 2014.

Division Complaint Ref Progress

Facilities OCT/2013 #1 Request for information fulfilled

EMEMED DEC-2013 #1 Information provided for investigation

EMEMED JAN-2014 #1 Request for information fulfilled

EMEMED JAN-2014 #2 Information provided for investigation

5.2 Patient Feedback

5.2.1 Friends and Family Test (FFT)2

Chart 8 shows the Trust’s response rate has improved from 19.9% in January to 22.3% in
February. The year-to-date response rate of 21.6% remains above the limit of 20%.

Chart 9 shows that the Inpatient Net Promoter Score (NPS) of 73 (January 75) exceeds the
Trust target of 70. The NPS for the Emergency Department (ED) was 42, a dip compared to
January (50), December (51) and November (54). The ED score continues to track below
the target of 70 set at the beginning of the year.

The Trust commenced the implementation of the Friends and Family Test in Maternity
Services in October 2013. The response rates have been tracking upwards from 3.8% in
November to 9% in February. The corresponding net promoter scores were November 68
through to February 72. The challenges of the four-point FFT measure in terms of data
capture are continuing to be addressed.

5.2.2 WOW Awards

In February, 17 staff WOW award nominations have been received. Four awards were from
Acute and Emergency Medicine covering staff from clinical and administrative areas.
Trauma, Orthopaedics, Diagnostics and Therapies has 1 award. Surgery has nominated 2
colleagues. Women and Children have nominated 5 colleagues. Three Estates and
Facilities staff members have been nominated. There have been 2 additional awards from a
non-clinical area.

5.3 Best Care Audits January

The Best Care audit is an on-going accreditation scheme used to assess wards against 14
quality and safety indicators. The frequency of Best Care Audits from April 2013 onwards is
aligned with performance, based on the Salford Royal model. 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 seven areas were re-audited. The accreditation levels achieved are shown
below; for detailed results refer to the dashboard in Appendix 5.

1. Surgical Assessment Unit (SAU) received the lowest accreditation level zero and this
area will be re-audited in April 2014.

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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2. Emergency Department (ED) rose from zero in December to one in February.
3. Both May Ward and St Peters Day Surgery Unit / Theatres achieved level two.
4. Intensive Care Unit (ITU), Ash Ward and Paediatric Emergency Department achieved the

highest rating of three.
5. Plans for improvement are received by the Best Care Surveillance Panel.
6. A multi-disciplinary improvement summit to support Aspen Ward sustain and embed

improvement has been held and interventions are on-going. Frequent reviews of
progress will be undertaken and reported to the Best Care Surveillance Panel and the
Integrated Governance and Assurance Committee.

Table 4 Best Care Accreditation Levels, February 2014

Sep Oct Nov Dec Jan Feb Re-
audit

Acute
Medicine &
Emergency

Services

Aspen 2 0 Mar

CCU & Birch 2 0 Mar

Cedar 2 3 Jul

Holly 3 Jun

May 1 2 Jun

MAU 1 2 May

MSSU 3 Apr

Maple 3 Apr

Fielding 3 Mar

WWW/Chaucer 3 Mar

ED 1 0 1 May

Theatres
Anaesthetics

Surgery &
Critical Care

Kingfisher 3 May

Falcon 1 2 Jan

SDU 1 Jan

Heron 1 1 Apr

SAU 0 1 0 Apr

ITU 3 Aug

MHDU 3 Apr

DSU & Theatres ASH 3 May

DSU & Theatres SPH 2 Jun

T & O
Dickens 3 May

SWAN 2 Mar

Women's
Health &

Paediatrics

Oak 3 Jul

Ash 0 3 Aug

NICU 2 Mar

Paeds ED* 2 3 Aug

Labour Ward 2 Apr

Joan Booker 2 Mar
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Charts 1 to 4 Safety Thermometer

Chart 1 Percentage patients with new harms Chart 2 Indicence of new CAUTI

Chart 3 Incidence of new pressure ulcers Chart 4 Percentage of falls with harm
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Charts 5 to 9
Complaints and Patient Feedback
Chart 5 Complaints received by month Chart 6 December complaints: service area by date of episode

Chart 7 Concerns and Complaints received by month Chart 8 Friends & Family Test: response rates
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Chart 9 Friends & Family Test: net promoter score
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APPENDIX 1 Quality and Safety Balanced Scorecard Indicator Definitions

Table 1 is made up of 9 main columns:

1. Description of Measure
1-01 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. 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 total number of deaths in hospital.

1-03 Number of Hospital acquired MRSA

1-04 Number of Hospital acquired C-Difficile

1-05 The number of patients with a VTE (Venous Thromboembolism) assessment who then had
a Pulmonary Embolism or Deep Vein Thrombosis (during their stay)

1-06 The total number of Serious Incidents Requiring Investigation

1-07 Average number of beds available (including escalation beds) in the month against the
average number of beds occupied taken at midnight from PAS

1-08 The percentage of patients who were transferred between wards 3 or more times during
their admission.

1-09 The number of formal complaints

1-10 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?"

1-10a 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?"

1-11 The total number of falls

1-12 The total number of falls resulting in significant injury grade 3 or above

1-13 The number of hospital-acquired pressure ulcers grade 2 or above
1-14 New Catheters and UTI's as a rate of total sampled patients

2. Target (T*) - where possible a national (N) or local (L) strategic health authority target has
been used; where not available, we have used a percentage improvement on the 2012/13 year
end total.

3. Outturn 12/13 – the overall results for 2012-13.

4. YTD (Year-to-date) Target 13/14 – the sum of the monthly target from the beginning of the
financial year (April).

5. Monthly Target 13/14 – the target for each month

6. Annual Target 13/14 – 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 13/14 - The sum of the actual activity from the beginning of the financial year (April).
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APPENDIX 2 Quality Account Dashboard Information

Priority 1: Improving the care of patients with dementia and their carers

All emergency patients aged over 75 who have a length of stay longer than 72 hours should
be screened for dementia (exclusions apply e.g. patient in a coma); those patients identified
through the screening are then referred on to the team for full assessment.

Survey of dementia carers is due to start by the 1st July. There is no requirement around
response rates or scoring.

Priority 2: Providing safe, high quality discharge for patients

Electronic discharge summaries are created when patients are ready to leave hospital; these
can be printed and posted or sent electronically to GP practices.

Priority 3: Improve all aspects of communications with patients

From April 2013, all patients are being asked a simple question to identify if they would
recommend a particular A&E department or ward to their friends and family. For further details
see:
https://www.gov.uk/government/news/guidance-for-nhs-trusts-on-the-nhs-friends-and-family-
test

Priority 4: Improve harm-free care

Each month all inpatients are assessed on one day for four avoidable harms that patients
might experience whilst in hospital using an audit tool called the Safety Thermometer; results
can be compared with other trusts and nationally. For further details see:
http://www.ic.nhs.uk/services/nhs-safety-thermometer

Priority 5: Improve nursing care

The incidence of hospital acquired pressure ulcers and falls are considered to be good
indicators of the quality of nursing care. Although measured within the Safety Thermometer
this is the full data for these indicators for the month.

Priority 6: Provide effective risk assessment and prophylaxis for VTE

'Venous thromboembolism' (VTE) is a collective term for both 'deep vein thrombosis' (DVT)
and 'pulmonary embolism' (PE). VTE can be difficult to diagnose. Most hospital-associated
VTE occur after discharge; the average DVT after surgery is on day seven, the average PEs
on day 21.

Root Cause Analysis (RCA) is a method of problem solving that looks closely at the details of
a fault or problem to try to identify the root causes and solve them.

Priority 7: Improve the safety culture

Patient and staff feedback are being measured using the Friends & Family Test (FFT) see
Priority 3 above re patient FFT. More detailed feedback from staff is also being collated
relating to patient safety in their ward or department.

Priority 8: Improve the care of patients with diabetes

On admission to hospital, all appropriate, adult inpatients should be screened for diabetes.
Patients identified to be at risk will be referred on to the diabetes team for investigation.

Priority 9: Reduce emergency and elective re-admission rates

These are being measured as re-admissions within 28 days of discharge either following an
elective procedure of an emergency admission.
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APPENDIX 4 Patient Experience Dashboard – February 2014

Feb-14

EMED YTD Fac

&IS

YTD HR TASCC YTD TODT YTD WH &

Paeds

YTD A&E

FFT

Inpt

FFT

Trust YTD YTD

target

Annual

target

Compla ints Rec'd 29 201  2 12  7 116  6 70  6 71   50 475 412 <450

Di scharge related compla ints 4 35  0 0 0 10 0 4 0 4  4 52 62 <68

% Response ti mescal es met 100% 91%  100% 100% 0% 93% 75%  100% 84%  100% 81%   98% 85% 95% >95%

PALS Concerns 42 416  22 62  48 354  45 256  10 65   167 1153 tba tba

FFT* returns 38% 42%  39% 36%  20% 25%  17% 36%   22.3% 21.6% 20% 20%

FFT* Score 76 73  65 69  92 80  42  73   56 59.2 70% 70%

Intimations of cl a ims 1 23  0 0 15 1 26  23  2 87 tba tba

Reported cla ims 3 14  0 0 0 12  2 12 7 5 45 tba tba





Decreas e compared to previous month

Increas e compared to previous month

Improvement compared to previous month/100% target

Same or no change

Deterioration compared to previous month or ri sk to ta rget

Not a ppl ica ble

**Friends and Family Tes t. Cons ol idate s core of res pons e to the ques tion "how l i kely are you to

recommend our Ward [A&E department] to fri ends and fami l y i f they needed s i mi la r care or

treatment?" For FFT res ults A&E is reported s eperately - therefore EMED excludes A&E for thi s

meas ure only.
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Quality Report
March 2014

Appendix 6

REPORT ON AUDIT OF CARERS OF PEOPLE WITH DEMENTIA

As part of the 2013/14 Dementia CQUIN requirements, the Trust must undertake a monthly
audit of carers of people with dementia to assess whether they feel supported, with findings
reported to the Board.

In response to this, the Trust developed a short questionnaire which has been provided to
dementia carers identified through the Dementia CQUIN assessment process since July.

There were a total of 45 returned surveys during Q3. It is recognised that this is a relatively
low response rate and part of the action plan in development will be to increase this
response rate in 2014/2015.

Identification of patients with dementia and ensuring that hospitals support their carers
remains a national CQUIN goal for 2014/15 and the requirement to undertake a monthly
dementia carers audit continues.

The full audit findings from Q3 responses are attached including the free text comments

given.
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Dementia Carers Audit Results Quarter 3 – October to December

Q1. In-hospital Information

The majority of carers/relatives were completely satisfied or satisfied with the care provided
in hospital – 70%.

Q2. Dignity in Care

The majority of carers/relatives were completely satisfied or satisfied that their relative/friend
was cared for with dignity – 83%.
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Q3. Dementia Information

The majority of carers/relatives know where to obtain information about dementia – 69%.
However, a third of respondents were not sure or did not know where to obtain information.

Q4. Dementia Navigators

A significant proportion of respondents did not know or were not sure how to contact the
Dementia Navigators.
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Q5. Emotional and Physical Support

The majority of carers/relatives did not know where to access support for the emotional and
physical aspects of their caring role.

Q6. Financial Aspects of Care

Half of respondents were aware of where to access support for the financial aspects of
caring.
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Q7. Carer’s Assessment

Almost 40% of respondents did not know who to contact for a carer’s assessment.

Q8. Trust Support

68% of respondents were either completely satisfied or satisfied with the overall support
offered by the Trust.



Paper 5.2

Q9. End of Life Care

For those to which this question was applicable (23), the majority of relatives/carers were not
aware of their relative having been offered choice in end of life planning.

Q10. Registered Carer

Only half of respondents are registered with their GP as a carer.
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Free Text Audit Results Summary

The audit also provided responders the opportunity to complete a free text section with any other comments they wanted to leave surrounding
the care of patient with dementia and the support available for carers. The responses have been categorised, with examples of responses.

Category / Theme Carers found that… Example Responses

Communication with
relatives and/or carers

Clinical teams need to talk to relatives/carers
directly, not through the patient, who often
cannot remember what they have been told.

It is difficult to speak to members of staff
about the care of the patient.

They were not informed of the patient being
in hospital, despite being their next of kin.

Their concerns were not always addressed,
information provided was not documented,
and they had to repeat information when
patient moved wards.

They had difficulties reaching the clinical
team and finding out what was happening by
phone.

“I had to tell each team of this situation as this wasn’t passed on during
ward moves.”

“Although notifying everyone involved in my relative’s care of my
contact details, I was not contacted re the various moves, the
diagnosis or care.”

“In hospital I would like to have had more info re: my mother’s
treatments and investigations. It took a long time before the medical
staff understood that mum 1) did not understand or remember and 2)
therefore she did not / could not tell us anything.”

“I appreciate that everyone is very busy but telling my nan what is
going on is not sufficient as she doesn’t have a clue what is going on.”

“Obviously not read notes properly. Gave same information at least six
times to various members of staff and still not recorded properly – TTO
wrong!”



Paper 5.2

Dementia not
recognised / general
care of patients with
dementia

It was not always recognised that a patient
had dementia.

Teams did not always have an
understanding of dementia.

Teams did not always recognise the
additional care requirements of a patient with
dementia.

Their relative had multiple ward moves.

“I was never approached by any staff regarding my relatives
Alzheimers.”

“Whilst my husband was in St. Peter’s, even though it was in his notes
that he had dementia, the nurses had to be reminded constantly. There
was no consideration given, with the number of ward changes, which
disorientated him… I think there needs to be greater awareness of the
needs of dementia patients.”

“It took a long time before the medical staff understood that mum… did
not understand or remember… During her first two weeks she had a
UTI and was told to drink more. 1) She could not recognise a cup and
2) not reach it as it was 4ft away.”

Specialist dementia care There appeared to be limited provision of
specialist support in dementia care.

Teams were slow in offering help with the
dementia aspect of care.

“Nobody care to see me in hospital about dementia when my partner
went in after falling down and breaking her hip.”

“Sadly a pretty poor performance. General nursing and medical staff
are good, however dementia care and support is frankly invisible.”

“Dementia care at St Peter’s is non-existent. There is no management
in A&E, none in SAU or surgical wards – only in MAU and MSSU was
it recognised.”

Dementia Navigators They did not know who Dementia Navigators
were, what they do, or how to contact them.

“I only heard of ‘Dementia Navigators’ when I was handed this form.”
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End of Life End of life conversations and care planning
was not initiated.

It was difficult finding information on end of
life care.

They were not aware whether end of life
conversations had taken place.

“End of life care just not explained or raised – we are trying to sort this
out which is a bit of a ‘minefield’.”

“I found it difficult to obtain information about what was being done for
my wife as she came to the end of her life. I was kept waiting for
someone from the palliative care team to turn up to talk to me and they
didn’t turn up that day, after I waited over 3 hours.”

Positive feedback The overall care and treatment provided to
their relatives was of high quality.

“I was perfectly satisfied with my wife’s care and treatment whilst she
was in hospital. Thank you to all concerned.”

“As a Friend I have witnessed only the most excellent care given to all
the patients, with staff exhibiting astounding patience and kindness to
one now presenting very challenging behaviours. Similar kindness and
understanding had been shown to myself and other friends visiting the
ward. A huge thank you to all concerned.”

“Very professional hospital at dealing with patient that have two
conditions – dementia and one other.”

Out of Hospital Care, i.e.
Community Services,
Mental Health, and
Social Services

Co-ordination of care between agencies
could be improved.

“The actual hospital staff i.e. nurses and doctors are / have been
excellent (for illness etc.). And the care home my father is in. But the
support, information, social services assessment staff have been quiet
impersonal and leave family floundering to find out more. The mental
health unit (adult cedars) was perfunctory and went through motions. I
found the back-up, info, help, support etc. structurally very lacking.
/bad co-ordination as to my father’s situation etc. This is not aimed at
front line staff but community adult health and social care, social
services. They are more worried about money and funds than people!”


