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TRUST BOARD
27th June 2013

TITLE Quality Report

EXECUTIVE
SUMMARY

The Quality Report is presented for May 2013.
Refer to 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 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.

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

Date: 20th June 2013

Decision: For Discussion
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1 Executive Summary

The Trust remains committed to what it sees as two of its core responsibilities: to protect patients
from hospital related harm and support staff through the unrelenting efforts to continuously improve
performance in quality and safety.

The Board’s attention is therefore drawn to three key issues discussed in the paper that relate to
safety, patient experience and staff experience:

1. The challenge of reducing hospital associated harm and protecting patients from such harms
2. The issues that contribute to complaints from patients and their relatives
3. Staff survey Friends and Family results

1. The challenge of reducing hospital associated harm and protecting patients from such
harm.

The balance score card shows the Trust not meeting its targets in:
 Crude mortality, actual deaths
 Hospital associated PE / DVT
 Serious Incidents
 Grade 3 Falls
 Pressure Ulcers, stage 2 and above

For Hospital associated PE / DVT, the Trust had committed to a target of improvement without there
being sufficient national benchmarking information and this was based on last year’s outturn was
used as opposed to a nationally verified figure. Work is taking place nationally as well as internal to
the Trust to not only raise awareness but strengthen the resources to carry out proper route-cause
analyses of the cases.

There were nine Serious Incidents Requiring Investigations (SIRIs) which is higher than the monthly
target of six with the year-to-date figure very slightly above trajectory. Other than pressure ulcers and
falls there were no other significant trends in harm. There were 2 falls resulting in significant injury
this year-to-date compared to last year which had no falls resulting in significant injury in quarter 1.

The general trend for all the quality indicators, apart from Falls, is that there is a steady and sustained
improvement despite failure to reach the target. Falls is a key area of concern for the Trust and
urgent action has already been taken to address this issue. There was a recent urgent debrief of the
recent falls that uncovered significant findings around nursing and medical practice, which
underpinned an improvement action plan.

2. The issues that contribute to complaints from patients and their relatives.

The two main categories that have received focus are:
 Discharge-related complaints which are not Trust-specific.
 Complaints from inpatients relating to clinical decision and communication

The discharge-related complaints have reduced this month in comparison to the last two months, but
they remain above the target. In previous reports the issue of patient transport related issues were
raised along with the intention to convene a health-economy meeting to look at the safety and quality
risks to patients. This meeting was conducted and, together further investigation into the matter,
improvement actions have led to significant improvements in this area.

Complaints related to clinical decision making and communication are issues the Trust is working on.
Valuing Frontline Feedback is a Trust-wide programme which is, not only monitoring the roll out of the
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Friends and Family Test project, but also seeks to utilise feedback from patients in order to underpin
improvements in care and treatment. This is a continuation of the Trust’s Living our Values
programme and is part of the NHS Institute of Innovation and Improvement’s National Patient
Experience Improvement Projects. The key deliverables in this project will aim to improve the
behaviours and practices of staff based on specific feedback from patients who use the service.

3. Staff Survey Friends and Family (F+F) results

It is well known that the Trust’s Staff Survey results 2012 were not as good as we had hoped for. Item
5.3 in the Quality report highlights the Trust performance in the Staff F+F question within the Staff
Survey.

Work that both responds to Francis 2 but also aims to transform the organisational culture is being
led by the CEO and previously has been described to the Board.

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 May was 63 bringing the rolling twelve month position to 83. The actual
number of deaths in May was 84 which is above the trajectory of 78. The number of actual deaths
has steadily come down over the last three months: March 121, April 97 and May, 84. This downward
trend is encouraging and, when triangulated with our SHMI of 63 shows that improvement is
happening. The Trust’s commitment to review every death that occurs in the hospital is intended to
provide relevant information as well as opportunities for clinical teams to reflect on potential human



Paper 5.2

5

and systems factors that can potentially be improved upon. Clinical staff continue to review deaths
where there is potential for learning at their monthly Quality Safety Half Days. Performance against
the mortality reviews targets is being monitored at monthly clinical specialty review meetings.

There were 40 complaints in May, which was slightly lower than April, though is slightly above the
target which was last year’s outturn level.

There were nine Serious Incidents Requiring Investigations (SIRIs) which is higher than the monthly
target of six with the year-to-date figure very slightly above trajectory. Despite this high level of
Pressure Ulcers (grade 2 and above) we continue to see a very slight downward trend when
compared to previous years. Of the nine SIRIs there are four pressure ulcers grade 2 and above and
there are two falls resulting in serious injury with the total number of falls remaining above the target
level.

Regarding Falls, there was an urgent meeting recently held to look at the route-causes of the falls
which cause serious harm. Significant findings were found pertinent to both nursing and medical
practice which then underpinned some urgent actions that have already started, due to be reviewed
mid-June. The Falls steering group is in the process of devising a Trust-wide action plan on falls to be
monitored in the same way the Trust pressure ulcer action plan is being managed. Progress on this
would be monitored by the Integrated and Governance Committee (IGAC).

The Friends and Family results for May were above the expected level for inpatient care, but A&E
was significantly below the target level. This is related to the challenges we are experiencing with the
emergency care pathway. The action plan for improving this is being constantly monitored in addition
via the Emergency Care Pathway meeting chaired by the CEO.

There were no cases of C-difficile and MRSA in May leaving the year to date number of cases at one

and zero respectively.

This year’s end-of-year target for hospital acquired PE / DVT was based on last year’s end of year
figure rather than an evidence-based derivation. Evidence for what is expected of health care
organisations is at present lacking with no reliable data scores and ensuing benchmarking
information nationally. The national data base on hospital associated PE / DVT is now being piloted
and performance in this quality indicator would normally depend on the population demographics a
hospital serves as well as the procedures and interventions it carries out. In the light of these
intelligence gaps the setting of a target is more to measure our improvements rather than solely to
judge performance. The Board should seek assurance in the fact that the Trust continues to
strengthen its processes and resources for investigations of all identified cases alongside a campaign
of awareness, to improve understanding and VTE / PE amongst professionals.

3. Clinical Effectiveness

3.1 Enhancing Quality and Recovery (EQ&R)1 Programme (part of CQUIN2 Programme)

Benchmarking data distributed to all trusts confirmed that the Trust was the only acute Trust to
achieve success in all thirteen criteria. The dementia pathway is at an early phase and will benefit
from additional training to be rolled out in 2013.

The next phase of the programme will focus on the Trust’s ability to effectively implement care
bundles within pathways, with clinicians and allied health care professionals delivering holistic care in
a standardised way. Despite there being no specific CQUIN payments, the programme will continue
to be part of the Trust’s core clinical quality improvement work.

1
Enhancing Quality and Enhanced Recovery website: http://nww.enhancingqualitycollaborative.nhs.uk/

2
CQUIN – Commissioning for Quality and Innovation
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The Trust actively participates in the regional Enhancing Quality (EQ) Programme and awaits details
of the improvement targets for the year from January to December 2013.

4. Safety Update

4.1 National Patient Safety Agency (NPSA) Safety Alerts

There have been no new alerts reported by the NPSA since November 2012. The one overdue alert
concerns minimizing risks of mismatching spinal, epidural and regional devices with incompatible
connectors, the deadline for which was April 2012.

The Trust has considered the risks of this remaining unresolved and the outcome is that we will wait
for the International Standards Organisation to produce their specification for these devices.

4.2 NHS Safety Thermometer (National CQUIN) (Charts 1 and 2)

The Safety Thermometer3 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.

The continuing challenges with pressure ulcers and falls within the Trust have contributed to the Trust
being slightly above the national average, although not statistically significant. The Trust-wide
improvement work in pressure ulcer care and CAUTI harms is having a favourable impact on the
safety and quality of care as demonstrated in Chart 1 by the downward trend from January 2013 to
present. There are fluctiations in the Trust falls with low to severe harm as seen in Chart 2.

A good news story is the significant reduction in harm caused by new urinary tract infections
associated with the use of catheters (CAUTI) as demonstrated in Chart 3. Targeted improvement and
vigilance in this area is resulting in sustained significant improvement.

Chart 1 Percentage with new harms Chart 2 Falls with low, moderate, severe harm

3
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 3 Incidence of Catheter Associated UTI

5. Patient Experience

5.1 Complaints/Ombudsman Reports (Charts 4 – 6)

There were 40 complaints received compared with 53 in April and 50 in March.

The highest number of inpatient complaints received in May relate to episodes in April 2013 (six), with
five relating to episodes in May 2013 and five in March 2013. The main themes raised in inpatient
complaints regarding episodes in April 2013 relate to treatment and care, discharge and
communication. The highest number of outpatient complaints (seven) relate to episodes in May 2013.
The main themes raised in outpatient complaints regarding episodes in May 2013 relate to clinical
decisions and treatment and communication.

There were eight formal discharge related complaints in April against a monthly target of six,
compared with twelve in April and and twelve in March. The main issues related to concerns that
discharge was too early and arrangements unplanned. Efforts to address this are on-going. Whilst
factors such as patient transport are now under more scrutiny with actions in place to address and
monitor, there are other issues that are not Trust-specific. There was an in-depth discussion at the
May Clincial Quality Meeting, a monthly quality review meeting chaired by the Clinical Commissioning
Group, in which the CCG made a commitment to look into any systems-wide issues that they would
be able to influence and improve, to smooth and support patient flows out of the organisation.

5.2 Patient Feedback

Of the 40 complaints, 45% (18) related to Acute & Emergency Medicine, 35% (14) relate to Theatres,
Anaesthetics, Surgery and Critical Care.

Final responses were due for 54 complaints in May. Overall performance against agreed timescale
for responding to formal complaints was 81% compared with 89% in April.

The reduction in overall Trust performance was influenced by poor performance against timescale in
Theatres, Anaesthetics, Surgery and Critical Care, which was 38% compared with 90% in April 2013.
Issues relating to delays in responses from clinicians have been identified and the Division are
working to address this. Bespoke workshops were held in April and May for Acute & Emergency
Medicine and the Division has achieved 93%, a continued improvement compared with April 2013
(89%). Best practice from Acute and Emergency Medicine is being shared with Theatres,
Anaesthetics, Surgery and Critical Care.
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Friends and Family Test

A Trust response rate of 14.1% was achieved for May (total responses = 740), representing 40.3% of
inpatients and 4.7% of A&E patients. This is an improvement on the response rate for April (11.7%).
The FFT score for inpatients (72) has improved from April (69). The FFT score for A&E was 51
compared with 63 in April. The overall FFT score for the Trust was 67 compared with 68 in April.

The Valuing Frontline Feedback project will support teams to use the comments from respondents to
inform improvement activity and communications relating to this project will be launched in July.

The Trust continues to work to improve FFT returns and measures include the use of a text
messaging service for A&E patients, early indications are that this is a successful mechanism for
increasing the response rate of patients who use A&E. The potential for this to be rolled out across
the Trust in addition to the paper option is being explored at the time of reporting.

Compliments

The Trust received 22 formal compliments during May. All formal compliments received in the
Executive Offices are responded to personally in writing.

NHS Choices Website Comment – A&E

“My friend was sent to A&E on 25th May 2013. She was in severe pain. She found that the treatment
received was absolutely wonderful. It was carried out in a professional whilst caring manner. She had
x-rays, blood tests and ECG's all of which were striving to find a cause of her acute pain. She was
sent home later that day with medication and is still under the care of her GP and taking strong
medication. She wishes to thank everyone concerned for doing their utmost to make her feel better”.

Parliamentary and Health Service Ombudsman (PHSO) cases

The table below provides a summary of cases that were active with the PHSO in May 2013.

Issue Stage
Case 1 Following recommendation a remedy payment has been

made to the complainant and an action plan is under
development.

Case 2 The PHSO have recommended further Local Resolution.
Case 3 The Trust have provided further information and await

decision
Case 4 The PHSO has requested information for initial review. The

patient has been offered a further meeting but has declined
Case 5 The PHSO has requested

information for initial review.
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Chart 3 Chart 4

Chart 5 Chart 6
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5.3 Staff Survey Recommendation Results 2012 – Chart 6

The last staff survey conducted in 2012 included a “Friends and Family” test question:

“If a friend or relative needed treatment, I would be happy with the standard of care provided by this
organisation”.

The responses to that question were categorised as: strongly agreed, strongly disagreed, agreed,
disagreed or had no view.

Nationally, 63% of staff said they strongly agreed or agreed with the statement, 12% said they
disagreed or strongly disagreed and 25% did not express a preference. Chart 6 below shows the
results for % staff who strongly agreed and agreed for 161 individual trusts. There are two separate
groups depicting acute (142) and specialist trusts (19). Generally, the response from staff in specialist
trusts is much higher than for acute trusts. Our result is the highlighted red diamond and shows that,
with a value = 53.5%, we sit towards the bottom in the ranking.

Research points to a strong correlation between the staff experience and patient experience, and
understanding and improving staff experience is a priority for the Board. The Chief Executive is
leading review of our staff survey results working with the leadership teams of targeted specialties
and teams. We intend to build on existing organisational development programmes and develop a
clear executive led programme to continue to improve our working culture. We will strengthen
opportunities for staff to contribute to the design and improvement of the services that they deliver
and departmental teams will be supported to address identified issues. The impact of these
interventions will be monitored regularly.

Chart 7
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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.

1-03 Number of Hospital acquired MRSA

1-04 Number of Hospital acquired C-Diff

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 Patient Experience Dashboard – May 2013

Feb-13 EMED YTD

Fac
(per
month) YTD

TASCC
(per
month) YTD

TODT
(per
month) YTD

WH & P
(per
month) YTD

Trust
(per
month) YTD

YTD
target

Annual
target

Complaints Rec'd 18 44  0 0  14 23  3 12  5 13  40 93 <475

Discharge related complaints 4 15  0 0  2 3  1 1  1 1  8 20 <70

% Response timescales met 93% 91% n/a  38% 67%  80% 86%  89% 86%  81% 84% 95% >95%

PALS Concerns 39 60  5 10  39 62  27 41  9 12  121 193 tba tba

FFT* returns 14% 15% 20%

FFT Score 67% 70%

Intimations of claims 3 5  0 0  0 4  0 4  3 5  tba tba

Reported claims 0 0  0 0  1 2  1 1  1 1  tba tba

No change from previous month

Decrease 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

Not applicable

*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?"


