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assurance as necessary.

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

Date: 29/01/2015

Decision: For Assurance



2

Contents

1. Executive Summary 3 - 4

2. Performance Monitoring 5 -7

2.1 Quality and Safety Balanced Scorecard and Commentary

3. Safety 7 - 8

3.1 Safety Alerts
3.2 NHS Safety Thermometer (National CQUIN)

4. Patient Experience 8 - 10

4.1 Formal Complaints
4.1.1 Complaint Performance against Timescale
4.1.2 Parlimentary & Health service Ombudsman (PHSO) Cases
4.1.3 Independent Investigations

4.2 Patient Feedback
4.2.1 Friends & Family Test (FFT)

4.3 WOW awards
4.4 Best Care Audits

5. Charts

Charts 1 to 4 Safety Thermometer 11-12
Charts 5 to 9 Patient Experience 13 - 15

Appendices

Appendix 1 Quality and Safety Balanced Scorecard Indicator Definitions 16 - 17

Appendix 2 Quality Account Dashboard Information 18 - 19

Appendix 3 Quality Account Dashboard 20

Appendix 4 Patient Experience Dashboard 21

Appendix 5 Patient Experience Schedules 22 - 23

Appendix 6 Best Care Dashboard 24



3

1 Executive Summary

Scorecard
The Trust’s revised scorecard on page five is defined on pages 18-19. Measures outside limits
are shown below.

The Trust has been under considerable operational pressures in the month of December 2014
which was a result of a combination of a background of cumulative rise in demand and capacity
issues alongside delayed transfers of care and compounded by poor flow and capacity during
the Christmas and New Year period.

In December 2014 we saw:

 8,322 ED attendances (second highest month ever) with 2,113 admissions (highest
ever).

 A 7.1% increase (554 extra patients) in A&E attendances leading to a 15.7% (286)
increase in admissions (compared to 2013).

 A surprising 26.5% increase in our ‘over 75’ patients attending (373 extra) which also led
to a 26.8% (212) increase in admissions (compared to 2013) for this age group.

 An average of nine additional admissions per day with an average length of stay of 6.5
days.

This resulted in the Trust declaring a major incident on 3 January 2014.

Throughout this difficult operational period the Trust has been acutely aware of the impact on
both staff and patients, and acknowledges the risks to both patient safety and experience when
patients are cared for in locations where they ought not to be, such as escalation wards. It is
evident from the quality indicators within this report that despite the extraordinary input of staff
and external parties to mitigate against this risk, there have been areas where patient care is
below the level which we strive to provide. The Trust is continuing to actively work with external
stakeholders in order to enable patients to be cared for in the community where this is
practicable, and to ensure patients are seen in the most effective area of the hospital when they
do require admission.

RAMI
The Risk Adjusted Mortality Index (RAMI) is reported one month in arrears, so the most recent
monthly data reflects deaths which occurred in November 2014. The RAMI has increased from
63 last month to 81 for November patient deaths, exceeding the monthly target of 70. The Trust
has seen a rise in both crude and indexed mortality. A preliminary review led by the Chief of
Patient Safety is evaluating underlying mechanisms. The increase in deaths sits within the non-
elective pathway and is shared between over and under 75s. Accessible CHKS data shows a
similar rise within our comparator peer group of acute Trusts. In contrast, the SHMI is a rolling
average. The in-hospital SHMI for the eight months ending November 2014 is 56, which is a
slight increase on October cumulative data of 54. The underlying data also shows an
appreciable in-month rise.

In-Hospital Deaths
The number of in-hospital deaths in December was 123, above the monthly target of 86.

Mortality Reviews
Mortality review data is for deaths which occurred in the previous month. The proportion of
mortality reviews fell from 51% in November to 22% in December. The Trust needs to achieve
90% completion by the end of Q4. Mortality review percentages have been consistently low in
all divisions with 22% in Acute and Emergency Medicine and 30% in Theatres, Anaesthetics
Surgery and Critical Care. Results reflect lack of clinician capacity to perform the reviews in
December given operational pressures. The most efficient means of completing mortality
reviews is under consideration at divisional performance meetings. Diagnostics,Therapies,
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Trauma and Orthopaedics is instigating a new process to complete mortality documentation at
the time of completion of the death certificate.

C-difficile Cases
There were 2 cases of C-difficile in December and the year to date total is now 15, exceeding
the annual target of 9. One case has a complicated antibiotic history and will be reviewed by the
antibiotic pharmacist. The second case is currently still under review as an incident. The review
of October and November c-difficile cases confirms there were not lapses in care.

Pressure Ulcers (Per 1000 bed days)
The number of pressure ulcers per 1000 bed days has fallen from 2.10 in November to 1.56 in
December which remains above the monthly target of 1.19. Pressure ulcer data for quarter 3 is
undergoing data quality validation encompassing staging classification, recording and data
robustness. The current process is that whilst stage two and above ulcers are routinely
reviewed early indications are that overall numbers could be overstated particularly regarding
stage one ulcers. Local action plans for stage two and above are not yet fully implemented
owing to staff capacity and this is being actionned as priority. In light of using escalation areas
pressure ulcers by location is being reviewed and an encouraging preliminary finding is that in
December there were only two pressure ulcers occurring in an escalation area, both on the
same patient. Pressure ulcers on the safety thermometer spot day were below the national
average.

Stroke patients
The percentage of patients admitted to a stroke unit within 4 hours has fallen from 53.1% to
41.7%, below the monthly target of 80%. In December 15 out of 36 patients (42%) were
admitted directly to the stroke unit within 4 hours of hospital arrival, down from 53% in
November and below the monthly target of 80%. The main contributing factor was that owing to
bed state capacity issues no ring fenced beds were available in December on the stroke unit.
All patients were seen by a member of the stroke multidisciplinary team daily and received care
per the stroke protocol irrespective of which ward they were cared for on.

Friends and Family Test (FFT)
December shows an exception in Maternity Touchpoint three with a low response rate of 5.9%.
This is due to submission for this area missing the deadline and as such there is expected to be
an elevated response rate in January. Whilst there is not an external target that this effects, it is
noted that the system for collection will as priority be revised in order to prevent recurrence.

The Accident and Emergency department FFT score remains an area for improvement, an will
be impacted by the pressures on the department with high occupancy levels in December. The
response rate has dipped slightly to 14.5%, and there are plans to introduce a new method for
collection in the A&E department to increase this response rate inline with the 20% average
target for Q4.
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2 Performance Monitoring

2.1 Quality and Safety Balanced Scorecard and Commentary

Table 1: Quality Performance Dashboard

Measures outside limits have been summarised in the Executive Summary on page 3-4.

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

2.2 Falls

Total falls of 475 year to date and 49 this month are well below limits. The safety team is
currently performing a deep dive into falls exploring the interrelationship of the incident grade,
nature, intervention, and action including data triangulation across internal and external
sources. Results will be reported to Board in February.
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2.3 Readmissions

Thirty day emergency readmissions has improved from 13.1% in November to 12.4% in
December. It is also worth noting there was 191 increase in admissions in December compared
to November data. Readmissions were below the target level at 12.3% by the end of Q3, though
the Trust has been above target through the rest of Q2 and Q3. Reducing the number of
readmissions is a focus for the Trust. With the high level of emergency admissions in December
the new plan, to phone high risk discharges in cardiology has been delayed until January. From
February all high risk patients will be identified to the GP’s in the discharge summary. Further
validation activity is occurring to ensure that all readmissions are checked to ensure that they
are recorded correctly and the number is not overstated

2.4 WHO checklist

This month compliance with the WHO checklist reached the target of over 98%, with 98.2% of
cases complying. This encouraging result reflects the continued promotion of the checklist
within theatres.

2.5 Estimated Discharge Dates (EDDs)

Considerable progress has been made in embedding setting EDDs within 14 hours of
admission, which rose from 57% in November to 75% in December, thus achieving the Q3
target. This is a considerable achievement given the operational pressures this quarter.

2.6 Quality Account Q3 Dashboard Appendix 3

The next Quality Account Stakeholder Workshop is scheduled for the 3rd February 2015 and
this will include a review of performance for Q3 alongside a high level overview of emerging
quality priorities for the upcoming year. An update on progress against the annual indicators is
outlined below.

Dementia Care and Support

The Trust is consistently achieving the target of screening over 90% of applicable patients for
dementia, with 94.3% being screened in December. Progress has continued on delivering the
Dementia Training plan for staff during Quarter 3. This has included the Monthly Older Persons
Study Days, Mandatory Training - Mental Capacity and Safeguarding Training, HCA Induction
and Basic Dementia Awareness at Clinical and Non-Clinical Induction.

The questionnaire continues to be handed out to the carers that have been identified through
the Butterfly Scheme. 18 responses were received during Quarter 3. The Nurse Lead for
Dementia started work in the Trust this month. Meeting FAIR assessment requirements and the
Dementia Carers survey is being handed out and a report to the Board on the carers audit
ted in Q4

Quality of Discharge

Operational pressures mean that the Trust is continualy striving to discharge patients earlier in
the day, to promote flow through the hospital. Last quarter on average 2 wards per month were
discharging more than 50% of patients before 14:00 hours, and in Q3 on average 3 wards are
achieving the measure.

Communication with Patients
The Friends and Family test is our key indicator regarding patient experience including
communication. In December 2014 14.5% of patients in A&E responded to the survey, and the
Head of Patient Engagement and Experience has plans to introduce a new method for collection
in the A&E department to increase this response rate inline with the 20% average target for Q4.

Safety Culture
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The Manchester Patient Safety Framework (MAPSAF) assessment has been implemented, in
line with expectations for the end of Q3. There has been good progress with the MAPSAF
process in theatres, surgery and maternity and the two divisions will prepare a progress report
for the February board report.

The improvement action plan is due to be developed by the end of Q4 and in December
theTrust submitted its pledge to Sign-up-to-Safety. This campaign is being supported by the
National Health Service Litigation Authority with an aim to listen to patients and staff, learn from
when things go wrong and act to make care safer. It is an aspiring objective to save 6,000 lives,
halve avoidable harm and halve the costs of harm in the NHSLA over the next three years.

All health organisations were asked to develop safety improvement plans that describe what
they will do to reduce harm and save lives by working to reduce the causes of harm and take a
preventative approach. To that end the Acting Associate Director has submitted our Trusts plan
to the NHSLA to be considered for a maximum 10% reduction in our NHSLA/CNST premium
and also to be considered for financial support with our safety improvement plans.

Hospital Acquired Thrombus (HAT)
The Trust continues to risk assess the required 97% of patients for venous thromboembolism
on admission. Root cause analyses for HAT dipped to 91% in October, below the required
100%. Assessments run two months in arrears and November and December data is not yet
due for reporting.

Sepsis
The A&E Department has implemented the Sepsix Six bundle with a view to achieving 90%
compliance for severe sepsis by the end of Q4. By the end of Q3 performance was 80%.

Diabetes screening
The percentage of eligible patients screened for diabetes has shown an increasing trend across
Q3 and reached 97% in December, just below the requirement of 98%.

3. Safety

3.1 Safety Alerts

Update on AKI alert of 9 June 2014
The Trust is working with Surrey Pathology Services (SPSS) regarding the acute kidney injury
(AKI) safety alert which is due for resolution by 9 March 2015. The key aspect is to integrate
the NHS England AKI parameters into the pathology system. SPSS is a beta testing site which
means the laboratory is currently background testing that patients are accurately identified as
having acute kidney injury and that the systems have the capacity to manage the data. Future
steps include incorporating the live result in the system and sending results to the national
monitoring centre.

New Alert: Ingestion of Potassium Permanganate
Alert NHS/PSA/W/2014/18 regarding the risk of death or serious harm from accidental ingestion
of potassium permanganate preparations (Stage 1 Warning) was received on the 22nd

December 2014. Pharmacy has identified that these types of preparation are used by the Trust
and have instigated an action plan which confirms that these preparations are not stocked on
wards. Pharmacy has amended the dispensing system labelling to reflect the risk and
published the alert on TrustNet. This alert is due for closure on 22 January 2015.

New Alert: Ingestion of Button Batteries
Alert NHS/PSA/W/2014/017 regarding the risk of death and serious harm from delays in
recognising and treating ingestion of button batteries was received on the 19th December 2014
(Stage 1 Warning). This alert has been disseminated to all Divisional Governance Teams and
guidance for this risk, already in place for paediatric A&E, is to be disseminated Trustwide. This
alert was closed on 19 January 2015.
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3.2 NHS Safety Thermometer (National CQUIN) (Charts 1 - 4)

The Safety Thermometer1 programme of work aims to achieve significant reductions in 4 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 (pages 11-12),
which show the following:

 New hospital associated harms have decreased from 2.46% last month to 1.41% in
December which is now below the national average.

 New CAUTIs have increased from nil last month to 0.4% this month which is slightly
above the national average of 0.3%.

 The percentage of new pressure ulcers has decreased from 0.95% to 0.6% this month
and is below the national average of 0.96%.

Whilst there were no falls with harm in December on the safety thermometer spot test day.
Hospital harms remains a priority area which is under active review by the safety team.

4. Patient Experience

Divisional Patient Experience metrics are shown in the Patient Experience Dashboard in
Appendix 4.

In December 133 patients or families contacted PALS, a slight dip from previous months. Of
the 133 concerns raised in December, communication remains the highest area for concern
with 49 contacts relating to this. Outpatients received 28 concerns which is below the expected
amount. There were 21 concerns raised pertaining to treatment and care which is an expected
level related to this area.

4.1 Formal Complaints

There were 41 new formal complaints in December, which is in line with previous months. The
two top subjects remain consistent with treatment and care with 22 complaints raised, and
communication with 11. There has been a further decline in complaints received pertaining to
staff attitude with 1 formal complaint being raised, compared to November which received 4,
and October which received 11 complaints related to the attitude of staff.

Each division has an action plan in order to ensure learning and changes are adopted following
complaint investigations. Complaints are also taken to Speciality Clinical Governance meetings
to ensure local specialties are aware and can support necessary learning and improvement.

Divisional results are shown in Appendix 4.

4.1.1 Complaint Performance against Timescale

The Patient Experience Dashboard in Appendix 4 shows divisional performance against
timescale.

Responding to complainants within agreed timescale has increased in December with it
currently taking the Trust an average of 38 days to respond. Complaint timelines are being

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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closely monitored and there will be a new process in place in January 2015 to allow for
complaints graded as a one or two to be signed by the appropriate Triumvirate member in each
division. This will allow for less complex complaints to be managed in a more timely manner.

Complaints graded as a three or above will go to a complaints panel chaired by the Chief Nurse
to ensure that the investigation will be thorough and cover all points necessary.

4.1.2 Parliamentary and Health Service Ombudsman (PHSO) Cases

There was one new request for information in December regarding a complaint in the EMED
division.

The status of all current Ombudsman cases is outlined in more detail in Appendix 5.

4.1.3 Independent Investigations

The status of active investigations is outlined in Appendix 5.

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
95.3% which is a very marginal dip from the previous month. The response rate has recovered
to 45.4% and has highlighted the fact that the submissions of FFT data have not been aligned
with monthly data. This has been corrected which should avoid such significant differences in
response rates in the future.

The Accident and Emergency FFT percentage recommended score is 81.9% which is a
marginal improvement on the previous month. The response rate has dipped slightly to 14.5%,
and there are plans to introduce a new method for collection in the A&E department to increase
this response rate inline with the 20% average target for Q4.

Maternity FFT percentage recommended score is 97.4% which is a slight improvement on the
previous month. Response rates continue to be low in community touchpoints one, and 4 with
8.1% and 9.1% respectively. Touchpoint twohas recovered in December to 15.9%. Touchpoint
three is showing an exception to its normal response rate at 5.9%. This is usually reported at
around 20%+. On investigation it has been identified that the responses were not submitted in
time by the Patient Experience Team and as such there will be an elevated response rate in
January. Whilst there is not an external target that this effects, it is noted that the system for
collection must be revised in order to ensure this does not happen again.

Outpatients have been gathering feedback through FFT since October. There is no response
rate measure for Outpatients. The percentage recommended score has improved to 94% in
December across the whole department. Individual areas are looking at their own scores and
comments in detail and actioning feedback accordingly. There is high engagement from
Outpatient areas and further work is being done with the electronic dashboard to ensure results
are easy to obtain for each speciality outpatient group.

The Outpatients recommended score will be reported on nationally from April 2015.

4.3 Wow Awards

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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Medicine and Emergency Services, Women’s Health and Paediatrics and Diagnostics,
Therapies, Trauma and Orthopaedics each had seven nominations proposed. Theatres,
Anaesthetics, Surgery and Critical Care received nine nominations and Health Informatics had
one award proposed. Friends of St. Peter’s Hospital and all staff also received one nomination
each.

4.4 Best Care Audits December

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 December four areas were re-audited. The accreditation levels achieved are shown below;
for detailed results refer to the dashboard in Appendix 6.

1. Falcon received an accreditation level of 1.

2. Labour Ward achieved an accreditation level of 2.

3. Theatres ASH and SPH both gained accreditation level 3.

NICU received an accreditation level of zero in the November 2014 Best Care Audit with
improvement areas including documentation in records, medicines management, consent and
capacity. An action plan was implemented by the Divisional Quality Lead including spot checks
on performance which have already shown an improvement. The area will be re-audited in
January 2015.

Table 4 Best Care Accreditation Levels, December

Jul Aug Sep Oct Nov Dec Re-
audit

Medicine &
Emergency

Services

Aspen 0 1 Jan

CCU & Birch 0 3 Mar

Cedar 3 Jan

Holly 2 Feb

May Jan

MAU 2 Mar

MSSU 3 Jan

Maple 3 Feb

Fielding 3 Jan

WWW/Chaucer 3 Mar

ED 1 1 Feb

OPD ASH 3 Feb

OPD SPH 3 Feb

Theatres
Anaesthetics

Surgery &
Critical Care

Kingfisher 2 Jan

Falcon 2 1 Mar

SDU 3 Apr

Heron 2 2 Mar

SAU 1 Jan

ITU 3 Feb
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HDU 3 Apr

DSU ASH 2 Jan

Theatres ASH 1 3 Jun

DSU SPH Jan

Theatres SPH 3 Jun

T & O
Dickens
SWAN

2 Mar

3 Jan

Women's
Health &

Paediatrics

Oak 3 Jan

Ash 1 2 Mar

NICU 2 0 Jan

Paeds ED* 2 Jan

Labour Ward 2 2 Apr

Joan Booker 2 Jan

Safety Thermometer Charts
Chart 1 Percentage of patients with new harms
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Chart 2 Incidence of new CAUTI

Chart 3 Incidence of new pressure ulcers
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Chart 4 Percentage of falls with harm

Patient Experience Charts

Charts 5a and 5b
Complaints Received by Month

Chart 5a shows formal complaints have increased slightly in 2014, however complaints remain
consistently aligned to activity levels at approximately 1.2%.
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Chart 5b

Follow up Complaint Received

Chart 5b displays annual follow up complaints. December is down in 2014 compared to 2013 however
year to year comparison cannot be made due to different systems in place for managing follow up
complaints in 2013. However the 2014 trend shows a downward trend in follow up complaints which is
attributed to the increasing quality in complaint response

Chart 6
December Complaints: Service Area by Date of Episode

Chart 6 shows the complaints received in the month of December across the service areas and the
month the complaint pertains to. This highlights that the majority of complaints are received within
three months of the event.
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0

2

4

6

8

10

12

14

16

18

A
xi

s
Ti

tl
e

Follow Up Complaints Received

2014
03

2014
05

2014
06

2014
08

2014
09

2014
10

2014
11

2014
12

Total

In-patient 1 0 0 1 2 3 2 6 16

Outpatient 0 1 1 0 0 5 3 9 20

A&E 0 0 0 0 1 0 0 2 4

0

5

10

15

20

25

Complaints By Service Area



15

Chart 7
Concerns and Complaints about Discharge

Chart 7 details complaints related to discharge. There is a reduction in December following a spike in
November. Further work needs to be undertaken to understand why there was such a high level of
complaints relating to discharge in November, however it is reassuring to see the level normalize in
December.

Chart 8
Friends and Family Test Response Rate

Chart 8 shows monthly FFT response rate compared to the year to date. It is noted that there has
been an exception in Maternity Question 3 due to the feedback not achieving the cut off date, and
therefore January is expected to show an elevated response rate.
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Chart 9
Friends and Family Test Satisfaction

Chart 9 details the FFT satisfaction scores showing that they remain in line with expectations or exceed
last months data. This is reflective of ongoing work to improve the patient experience.
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APPENDIX 1 Quality and Safety Balanced Scorecard Indicator 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, 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
and . 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 Pressue 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 touchpoints - 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 Quality Account Dashboard Information

Priority 1: To improve the care of patients with dementia and support 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.

Trust staff will be appropriately trained to care for patients with dementia. There requirement
is to evidence achievement of the training plan by year-end.

The Trust will ensure that carers of people with dementia feel adequately supported, and the
requirement is for the Trust to evidence a monthly survey of carers.

Priority 2: To provide safe, high quality discharge for patients

The Trust will increase the proportion of patients discharged before 14:00 hour.

The Trust will increase the timeliness of issuing outpatient letters to General Practitioners.

Priority 3: Improve all aspects of communication with patients

Patients are being asked a question in the Friends and Family Test 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 the safety culture

The Trust will implement the Manchester Patient Safety Framework (MaPSaF) which is a tool
to help NHS organisations assess their progress in developing a safety culture.

Priority 5: Improve harm free care as measured by the Safety Thermometer

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

The Trust will aim to perform better than the national average.

Priority 6: Provide effective risk assessment and prophylaxis for ‘hospital acquired thrombus’
(HAT)

'Venous thromboembolism' (VTE) is a collective term for both 'deep vein thrombosis' (DVT)
and 'pulmonary embolism' (PE).

The Trust will VTE risk assess patients on admission.
The Trust will perform root cause analyses on all identified cases of hospital associated
thrombosis.

The prescribing of appropriate chemical thromboprophylaxis will be monitored via monthly
audit.

Priority 7: Improve the quality of care and clinical outcomes of patients with sepsis

This new priority is focused around ensuring the Trust delivers timely and effective treatment
of sepsis. The ‘Sepsis Six’ bundle consists of three diagnostic and three therapeutic steps to
be delivered within one hour of the initial diagnosis of sepsis. The Trust has a new local
CQUIN that by Q4 the Trust must achieve the sepsis bundle for patients with severe sepsis.
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Priority 8: Improving the care of patients with diabetes and reducing their length of stay

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 re-admission rate

These are being measured as re-admissions within 30 days of discharge either following an
elective procedure.
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Quality Account 2014/15
Target /

Limit

Apr May June July Aug Sept Oct Nov Dec Jan Feb Mar YTD Trend

% Emergency admissions aged ≥75 screened (los > 72h; exclusions apply e.g. coma) 90% 88.8% 91.9% 93.4% 96.5% 96.3% 96.5% 97.9% 98.5% 94.3% 94.9%

Demonstrate staff are appropriately trained to care for patients with dementia by achieving the

training plan by year end.

Plan by

y/e

Provide evidence of the monthly survey of dementia carers Evidence

Increase the number of wards who discharge 50% of patients before 14:00h. 2 2 2 2 3 2 3 4 4 3

Increase the timeliness of outpatient letters issued to General Practitioners TBC

By Q4 achieve Accident and Emergency response rate of ≥20% Q1 ≥15% 18% 15.2% 16.6% 17.7% 18.4% 13.8% 15.8% 16.0% 14.5% 16.2%

By Q4 achieve Inpatient response rate of ≥30% Q1 ≥25% 29% 42.6% 43.5% 31.5% 35.5% 37.6% 41.2% 26.0% 45.4% 36.9%

Inpatients promoter score for NHS Friends and Family test ˃73 ˃73 72 71 79 81 76 71 72 79 75 75

Maternity promoter score for NHS Friends and Family test ˃73 ˃73 73 80 83 82 74 80 79 74 82 79

Accident and Emergency promoter score for NHS Friends and Family test ˃55 ˃55 50 44 48 38 47 52 53 42 49 47

Complete the Manchester Patient Safety Framework assessment by end of Q3 Q3 n/a n/a n/a n/a n/a n/a n/a n/a n/a

Improvement action plan developed by end of Q4 <450/y n/a n/a n/a n/a n/a n/a n/a n/a n/a

% patients with new harms to be below the national average <nat av 1.41 2.59 1.43 1.58 2.44 2.37 1.13 2.46 1.41 1.87

Percentage of new CAUTI to be below the national average <nat av 0.2 0.2 0 0.2 0.22 0.2 0.38 0 0.4 0.2

Percentage of new pressure ulcers to be below the national average <nat av 1.0 2.0 0.61 0.2 1.55 1.18 0.75 0.95 0.6 0.98

Percentage of falls with harm to be below the national average <nat av 0.2 0.2 0.61 1.18 0.67 0.99 0 0.95 0 0.53

% patients risk assessed for venous thromboembolism (VTE) on admission ≥ 97% 98.2% 98.3% 98.3% 98.5% 97.0% 97.5% 97.5% 98.2% 97.9% 97.9%

Root cause analysis (RCA) for 100% identified cases of hospital associated thrombosis 100% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 91.0% * * 98.7%

Prescribing of appropriate thromboprophylaxis (chemical) monitored via monthly audit, with aim

of achieving 80%

80% 61.2% 53.0% 63.2% 82% 84% 82% 85% 87% 77% 74.9%

For information only - Prescribing of appropriate thromboprophylaxis (chemical) monitored via

monthly audit - with DSU and Adminissions lounge adjusted for

80% 78.8% 71.7% 81.5% 88% 87% 84% 86% 87% 83% 83%

Increase compliance with the sepsis bundle within 1 hour of diagnosis in A&E TBC

By Q4 achieve 90% compliance with the sepsis bundle for patients with severe sepsis 90% Q4

Increase the population of admitted patients who are screened for diabetes 98% 77% 86% 89% 83% 87% 91% 92% 95% 97% 89%

Improve emergency 30 day readmissions below 2013/14 performance 12.2%

Q4

13.3% 11.9% 13.8% 11.2% 13.3% 13.6% 12.9% 13.1% 13.0% 12.9%

* In progress - RCAs are due 2 months after the event.

Improving our Patient Experience

1. Improve the care of patients with dementia and support carers

2. Provide safe, high quality discharge for patients

3. Improve all aspects of communication with patients

Maintaining High Safety Standards

4. Improve the safety culture

Note that measures 2 and 9 were reported incorrectly as the Monitor figures (discharges before 15.00hrs and 28 day day readmissions) in the October Quality Report and not the Quality Account priorities.

5. Improve harm-free care as measured with the Safety Thermometer

6. Provide effective risk assessment and prophylaxis for 'hospital acquired thrombus' (HAT)

Clinical Effectiveness

7. Improve the quality of care and clinical outcomes of patients with sepsis

8. Improving the care of patients with diabetes and reducing their length of stay

9. Reduce the hospital emergency and elective readmission rates

APPENDIX 3 Quality Account Dashboard
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APPENDIX 4 Patient Experience Dashboard – December 2014

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 or risk to
target

Not applicable

**Friends and Family Test. Consolidate score of response to the question "how likely are you to
recommend our Ward [A&E department] to friends and family if they needed similar care or treatment?"
For FFT results A&E is reported seperately - therefore EMED excludes A&E for this measure only.

Dec-14

EMED YTD Fac &IS YTD HR &

Other

YTD TASCC YTD TODT YTD WH &

Paeds

YTD A&E

FFT

Inpt

FFT

Mat

FFT

Monthly

Total

YTD YTD

target

Annual

target

Complaints Rec'd 15 200  0 12 1 3  13 137  8 75  11 67  45 465

Discharge related compla ints 3  0 0 0 0 5  0 1 3 25

% Response timescales met 89% 84%  0% 89%  0% 100% 85% 81%  78% 89%  75% 68%  84.0% 82.0% 95% >95%

PALS Concerns 50 490  7 100 3 28  29 323  31 385  13 107  133 1433

Inpatients YTD Mat Q1 YTD Mat Q2 YTD

Mat

Q3 YTD Mat Q4 YTD

Materni

ty YTD A&E YTD

Trust Exc

Mat YTD

Trust incl.

Mat

YTD YTD

target

Annual

target

FFT* returns 45.4% 36.9%  8.10% 10.6%  15.90% 12.40%  5.9% 22.6%  9.1% 8.8%  9.80% 13.1% 14.5% 16.20%  22.40% 21.70%  20.0% 20.1%

A&E 15%;

IP 25%

A&E 20%;

IP 30%

FFT* Score - 95.34% 95.92%  96.30% 96.07%  98.11% 99.06%  95.00% 93.15%  100.00% 100.00% 97.35% 96.52%  81.86% 81.45%  88.61% 88.69%  92.98% 92.03%

Total YTD

EMED YTD Fac &IS YTD HR &

Other

YTD TASCC YTD TODT YTD WH &

Paeds

YTD

Intima tions of cla ims 2 21  0 0 2 16  2 17  3 17  9 74 

Reported cla ims 0 10 0 0 0 9  1 10 0 6  1 35 
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APPENDIX 5 Patient Experience Schedules – December 2014

5.1 Complaint response time

Mean response time to complaint
MONTH AEM WHPAED TODT TASCC Facilities Info/Fin/HR Trust
Jan 29 37 33 44 44 28 36
Feb 25 35 24 34 19 22 27
Mar 23 24 30 39 7 - 26
Ap 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

Median response time to complaint
MONTH AEM WHPAED TODT TASCC Facilities Info/Fin/HR Trust
Jan 27 30 32 40 44 28 32
Feb 24 37 24 28 - - 25
Mar 18 23 26 29 7 - 20
Ap 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

5.2 Parliamentary and Health Service Ombudsman (PHSO) Cases

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

Division Complaint Ref Progress

Facilities OCT/2013 #1 Final report issued 2 July 2014 and case closed. Partially upheld,
no failings in clinical care.

AEM DEC-2013 #1 Final Report issued in August – will be upheld. Updates required
to PHSO, CQC and Monitor on actions.

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.

AEM APR-2014#4 Under consideration for possible local resolution, awaiting final
response letter locally.
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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 Request for information fulfilled. Currently under consideration.

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.

5.3 Independent Investigations

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

Division Complaint Ref Progress

EMED REV#1 Independent review report issued in May 2014.

EMED REV#2 On hold, pending results terms of reference liaison.

EMED REV#3 Report to be issued in August.

DTTO REV#4 Report has been issued to family and Trust. Recommendations for
consideration.

EMED REV#5 Independent Expert appointed to undertake an investigation report
expected by end January 2015.
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APPENDIX 6


