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EXECUTIVE
SUMMARY

The Quality Report is presented for December 2012.

ASSURANCE (Risk) /
IMPLICATIONS

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

STAKEHOLDER /
PATIENT IMPACT
AND VIEWS

Patient views are included via the reporting mechanisms for
quality. The clinical quality metrics indicate where poor care and
poor experience are occurring.

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; discuss the contents seeking additional
assurance as necessary. Nominate two measures to be tested
from the mandated list to be reported within the forthcoming
Quality Report (Account).

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

Date: 24th January 2013

Decision: For Discussion
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1 Performance Monitoring

1.1 Quality and Safety Balanced Scorecard Indicator Definitions

Table 1 is made up of 6 main columns:

1. Description of Measure

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

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

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

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

1-05 Number of Hospital acquired MRSA.

1-06 Number of Hospital acquired C-Diff.

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

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

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

1-10 The total number of Falls.

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

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

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

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

1-15 The total number of formal complaints received.



Paper 5.3

4

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

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

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

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

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

6. Year-to-Date (YTD) - The sum of the activity from the beginning of the financial year (April).
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1.2 Quality and Safety Balanced Scorecard and Commentary

Table 1: Quality Performance Dashboard

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

Delivering or
exceeding Target

Improvement Month on Month

Underachieving
Target

Month in Line with Last Month

Failing Target Deterioration Month on Month

Scorecard Commentary

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

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

 Ensure the financial plan is met.

The SHMI mortality rate for December was 73 bringing the year-to-date position to 62; the RAMI
score for December was 89.2 and the year-to-date 66.

There were 27 complaints in December bringing the year to date total to 339. Therefore the Trust
is forecasting to achieve its target of receiving less than 500 complaints by year end.

With one case of C-difficile in December, our year-to-date total is at eleven. The forecast for the
year end is that the Trust will achieve the target. There were no cases of MRSA in December,
keeping the year-to-date total to two against a target of one. Due to the low target level, Monitor
does not reduce the governance rating until there are more than six cases in a year. The Trust
continues to have higher levels of falls than it would like. One of the falls in December resulted in
harm. The Trust is predicting that it will not achieve its own target. The falls reduction campaign
has started as planned with increasing awareness of the issue on the wards. There is a falls
conference planned for early February where detailed actions will be created to reduce the
incidence rate.
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Two patients had hospital acquired VTE in December. This brings the year to date figure to 19,
which is above the year-end target of 12. The Trust has appointed a VTE nurse whose primary
role will be working with the clinical teams to reduce the incidence of VTE within the hospital.

1.3 The Quality Report – Monitor Measures

Of the three nationally proposed indicators for testing within the Quality Report, the Board has to
select two from:

1) C. difficile;
2) Maximum waiting time of 62 days from urgent GP referral to first treatment for all cancers;
3) 28 day readmission rates.

One indicator that would benefit from being selected is the 28 day readmission rates. This would
be an opportunity for the Trust to obtain a robust audit of a process where there is currently room
for improvement.

The Trust is therefore asked to consider and accept the recommendation of the 28 day
readmission rate to be one of the indicators to be tested and to nominate one other from the
remaining two indicators.

1.4 The Quality Account Q1 to Q3

The Quality Account Dashboard (Appendix 3) provides a visual high level summary of the
Trust’s performance against the quality priorities set for the current year 2012/13 and also
monitor previous priorities from 2011/12.

At the end of quarter three (April to December) we are achieving targets / limits set for:

Reducing discharge related complaints
Reducing rates of Clostridium Difficile
Reducing the readmission rate for patients with COPD1

Reducing the readmission rate for elective patients

We are close to the targets / limits set for:

Nutrition and hydration
Risk assessment for venous thromboembolism, VTE2

Communication audit
Reducing the number of falls resulting in serious harm

We are failing to meet targets / limits set for:

1. Hospital acquired infection – MRSA. To date we have failed the limit set by one case of
MRSA; all efforts are being taken to maintain the current position.

2. Patients being discharged by 12:00 noon, some improvement is occurring.

3. %Patients providing feedback – this survey ended in November as we implemented the
new NHS Friends & Family test in December. Although the final value for Apr-Nov = 49%
this represents an average response rate of ~320 patients per month. The new measure is
reported within the Patient Experience dashboard (Appendix 6).

4. Outpatient appointment letters revised with only nine specialties revised against the
annual target of 18, due to work to centralise the Appointment Centre; letters for a further
three specialties are in progress.

1
COPD – Chronic Obstructive Pulmonary Disease

2
VTE – Venous thromboembolism
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5. Hospital acquired VTE - all cases are investigated in detail by the relevant area to see
whether the VTE / PE3 was preventable and to learn and share lessons. A VTE nurse has
been recruited and started at the Trust in January; the primary role will be to work with
clinical teams to reduce the incidence of hospital acquired VTE.

6. Total falls – a number of factors explain the difficulty with meeting this target and the
range of improvement work was reported recently in the October quality report; a new
campaign is being launched to reduce the number of preventable falls.

7. Hospital acquired pressure ulcers stage two and above. A corporate action plan is in
place which includes: debrief and learning from the incidents in real time; work
progresses to improve the quality of the data collected.

8. Reducing the readmission rate of emergency patients; the Trust has engaged a part time
project manager to work with a dedicated clinical lead to review the surgical pathway.

Mortality rates for heart failure and pneumonia patients are not currently available. Trust-wide
rates of mortality (RAMI – risk adjusted mortality index) for the year-to-date indicate levels are
well-below the expected rate (100).

The range of improvement work across all quality priorities also includes improving the quality
of the data being used to measure progress and review of targets / limits where these have
been set locally.

Quality Account Workshop:

Invitations to the workshop have been sent out to stakeholders for 11 February 2013.

2 Clinical Effectiveness

2.1 Enhancing Quality and Recovery (EQ&R) Programme (part of CQUIN4 Programme)

The EQ&R Programme5 is part of a Kent, Surrey and Sussex improvement programme involving
all the acute Trusts of the SEC6. For Enhancing Quality (EQ), five pathways are being audited:

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

ASPH is also involved in pilot work for the Acute Kidney Injury (AKI) pathway.

For Quarter three the Trust continues to achieve the improvements across all pathways against
the CQUIN targets set. One main area of concern relates to the smoking cessation measure in
the Pneumonia pathway. This should improve with the introduction of new documentation to
capture whether the patient is a smoker and that advice has been given but will not impact
results until later in the year.

3
Pulmonary embolus;

4
CQUIN – Commissioning for Quality and Innovation

5
Enhancing Quality and Enhanced Recovery website: http://nww.enhancingqualitycollaborative.nhs.uk/

6
South East Coast region
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Enhanced Recovery (ER) Update

Enhanced recovery is a model of safe and effective care that creates fitter patients with reduced
complications who recover faster from major surgery. Both colorectal surgery and elective hips
and knees pathways are achieving the CQUIN targets. For gynaecological surgery changes have
been implemented to ensure patients receive the relevant ER information; the impact will be seen
later in the year.

3. Safety Update

3.1 National Patient Safety Agency (NPSA) Safety Alerts

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

Overdue Alerts

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

Table 2: Overdue Alerts

Description Deadline Lead

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

02-Apr-12
Divisional
Director

Michael Imrie
There is on-going work by the Deputy Medical Director to progress this alert. Further details
are contained in the July Quality Report to Trust Board.

3.2 NHS Safety Thermometer (National CQUIN)

The Safety Thermometer7 programme aims to reduce four types of avoidable harm during
episodes of health care: pressure ulcers, falls, catheter associated urinary tract infections (UTI)
and venous thromboembolism (VTE). Data is collected on all inpatients on one day per month to
provide a ‘snapshot’ of harms and enable comparisons with other Trusts.

In December 2012 the Trust’s safe care remained similar to that for November with 23 patients
having one new harm and no patients with more than one new harm. Chart 1 shows the
percentage of patients with new harms for ASPH from April to December compared to national
figures and results for two local Trusts. ASPH, local Trusts and national results show a general
decrease in % patients with new harms.

7
The NHS Safety Thermometer is a local improvement tool for measuring, monitoring and analysing patient

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

Chart 2 shows the types of new harm for patients at ASPH over the same period (sample size
range is 453 to 526 patients per month). There is a general decline in %patients with new
pressure ulcers and %patients with catheter associated UTI; there is no indication of
improvement for falls or incidence of hospital-acquired VTE / PE8.

Chart 2 – ASPH Patients with Types of New Harm

Improvement work includes the recruitment of a specialist nurse for VTE from January 2013 and
re-launch of the Trust Thrombosis Committee. Training of all clinical staff is essential for the
reduction in hospital-acquired VTE / PE and there will be a focus on working with clinical teams.
There is also on-going staff engagement and education to reduce the risk of falls and pressure
ulcers.

8
PE: pulmonary embolism - most commonly results from deep vein thrombosis (a blood clot in the deep

veins of the legs or pelvis) that breaks off and migrates to the lung, a process termed venous
thromboembolism (VTE).
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3.3. Feedback from Surrey Safeguarding Children Board (SSCB) Section 11 Audit
(submitted in July 2012).

This is an annual audit designed by SSCB to ensure that all organisations are compliant with
Section 11 of the Children Act 2004. Section 11 places a duty on key persons and bodies to
make arrangements to ensure that in discharging their functions they have due regard to the
need to safeguard and promote the welfare of children and that the services that they contract
out to others are also provided having regard to that need.

Feedback from SSCB in November 2012.

Overall the Trust received positive feedback.

 All key features were being met apart from an amber rating for ensuring all appropriate
staff are trained to Level 3 of the intercollegiate document. This was raised at the Trust
Safeguarding steering group and discussions are ongoing with the SSCB to enable
delivery of training in-house.

 The action plan submitted was satisfactory.

 No concerning themes were identified.

 Comparison data was circulated on all neighbouring health agencies. ASPH scores
appeared favourable in comparison. This is the first time any significant safeguarding
comparison data has been shared amongst neighbouring Trusts.

 Section 11 Audit will now only occur every two years as opposed to annually. In the
interim period SSCB will review the individual action plans and undertake spot checks of
evidence provided.

4. Patient Experience

4.1 Complaints/Ombudsman Reports

There were 27 complaints received compared with 44 in November and 46 in October.
Chart 3 shows a breakdown of complaints received by month.

Chart 3
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Chart 4 shows the date of the episode that complainants refer to in complaints received during
December.

Chart 4

Chart 5 shows a breakdown of complaints by service area.

Chart 5
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Chart 6 shows the number of discharge related complaints by month for 2012/13

Chart 6

Patient Feedback Dashboard

Appendix 6 provides an overview of patient feedback and complaints performance across the
Trust for the reporting period. The number of formal complaints was 27 compared to 44 in
November. Chart three indicates that this fits the tendency for a reduction in the number of
complaints received in the month of December. The number of complaints relating to discharge
dropped from 10 in November to three (Chart 6). There were 57 contacts to PALS, of these 43
(75%) were in relation to concerns and the conversion rate was 2% i.e.one in 43 concerns
became a complaint. Overall performance against agreed timescale for responding to formal
complaints was 89%, compared with 92% in November. Specialist Medicine & Specialist Surgery
and Trauma & Orthopaedics achieved 100%; Acute & Emergency Medicine achieved 95%.

The Trust will no longer report the Net Promoter Score and this has been replaced by the Friends
and Family Test (FFT) score. The FFT score for the Trust for December was 64.4%. This is
based on the percentage of patients who responded that they are “extremely likely” to
recommend the Trust to a family or friend. National guidance for reporting this score is awaited. A
project to deliver against the national guidance has been commenced and there will be a focus
on increasing the number of returns to enable reporting at divisional level.

Parliamentary and Health Service Ombudsman (PHSO) cases
The table below provides a summary of cases that were active with the PHSO in December
2012.

Issue Stage
Care and treatment relating to
bile duct dilation.

Investigation commenced February 2012, awaiting
outcome. OPEN

Relating to failure to diagnose
a liver abscess.

The PHSO have requested further information for initial
review, before deciding whether to investigate.

Care Quality Commission (CQC) Accident and Emergency (A&E) Department Survey
Report for 2012

This report, published in December 2012 compares the Trust’s performance in relation to patient
experience in A&E with 147 acute and specialist NHS trusts with a major A&E department. The
Trust scored about the same as other Trusts for the following overarching sections:

 Travel by ambulance

 Communication relating to tests
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 Hospital environment and facilities

 Overall views on experience.

The Trust scored about the same for the section on Reception and Waiting. However, was worse
than other Trusts on one question about being kept informed whilst waiting for an examination.
Within this section there was a significant decrease in performance for three questions compared
with our results from the survey in 2008:

 How long did you wait before you first spoke to a nurse or doctor?
 How long did you wait before being examined by a doctor or nurse?
 Overall, how long did your visit to the A&E Department last?

The Trust scored about the same for the section on Communication with Doctors and Nurses.
However, was worse than other Trusts for one question on feeling listened to by staff.

The Trust scored about the same for the section on Care and Treatment. However, was worse
than other Trusts for one question about receiving help when needed.

The Trust scored worse than other Trusts for the section relating to Leaving A&E. Specifically,
performance against three questions was worse than other Trusts, these relate to:

 explanations around medication side effects
 danger signals
 who to contact if worried about your condition or treatment

An action plan has been developed to ensure this feedback will be used to improve patient
experience in A&E and progress against this will be reviewed in January.

Compliments

The Trust received 9 formal compliments during December. All formal compliments received in
the Executive Offices are responded to personally in writing.

NHS Choices Website Comment regarding the Accident and Emergency Department:

“My husband became unwell on the evening of Thursday 20th December and I telephoned the
emergency services for help. From that time, until his discharge from A & E some eight hours
later, the treatment he received was excellent.

All the medical staff; 999 telephone operator, paramedics, nurse, phlebotomist, porter and doctor
exuded calm, efficient professionalism as they went about their work. This was very reassuring to
both of us. All the staff we encountered were polite and respectful, which we much appreciated.
My husband was told why the procedures and tests were being carried out and given a realistic
time scale for the results to be returned”.

4.3 Patient Transfers Review

A number of changes to wards occurred over the last few months including the relocation of the
acute medical, Maple Ward and the orthopaedic wards in July. It is expected that better
pathways of care will reduce the number of unnecessary bed moves that patients experience
whilst in our care. The data presented below show % patients having three or more moves. The
number of transfers does not differentiate between those which are clinically appropriate and
those which are not e.g. when a patient is moved to a lower dependency unit or a different
specialty.
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Chart 7

There has been a reduction in patient transfers for Maple Ward since August and an increase
for Aspen Ward in September (average Trust bed occupancy was 93.6% in Sept). Aspen Ward
will experience more patients’ moves than some clinical areas as it receives patients ‘stepping
down’ from the Medical High Dependency Unit and patients requiring respiratory support. A
marked improvement is seen for Aspen ward in December.

Chart 8

A higher percentage of surgical patients experience three or more ward moves (Chart 8).
Improvements are seen on Swan Ward (Orthopaedic) following the relocation of the ward in
July; levels on Kingfisher and Falcon Wards show some improvement with Heron Ward
improving in December. Patient transfers by ward are shown in the Best Care dashboard,
Appendix 4.

Conclusions

It is well known that multiple patient moves undermine the continuity of care and other issues
such as infection prevention and control.
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It is encouraging to see an overall decline in the numbers of patients being moved three or more
times but this needs to be sustained.

More important is the need to undertake detailed audit to determine the extent to which patient
moves are or are not clinically appropriate and link the findings to specific pathways of care and
clinical wards and areas.

Audits of this type have been commissioned for Aspen and Heron Wards and will be reported to
Board in due course.
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5.
APPENDIX 1 Quality Account Dashboard Definitions

Patient Experience

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

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

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

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

appropriate support is provided to patients at mealtimes

Priority 2: To improve all aspects of communication with patients

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

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

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

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

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

Maintaining High Safety Standards

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

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

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

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

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

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

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

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

pressure ulcers acquired in hospital of grade 2 and above
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Clinical Effectiveness

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

procedure within 28 days of discharge

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

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

20. SMR for Heart Failure
21. SMR for Pneumonia

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

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

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

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

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

22. Admission rate for Chronic Obstructive Pulmonary Disease (COPD): rates of
attendance and subsequent admission for patients with COPD.
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APPENDIX 2 Best Care Dashboard Definitions

1. Patient Observations
Documentation of patient observations includes: MEWS( Modified Early Warning Score), 24h
cumulative fluid balance, pain assessment on admission and referral /escalation for "at risk"
patients.

2. Cardiac arrest calls
This is being considered as an outcome measure related to the process of patient
observations since calls to the resuscitation team would not be expected if observations are
being undertaken at the appropriate frequency and escalation of the deteriorating patient is
happening according to Trust policy.

3. SIRI – Serious Incident Requiring Investigation
The number of serious incidents reported by ward.

4. Matron Environment Audit
Considers cleanliness of the area, storage of equipment and other items held on the ward,
whether any maintenance is required.

5. Hand Hygiene Compliance
Audits of members of staff cleaning/decontaminating their hands between procedures.

6. Saving Lives
The compliance measurements that indicate the use of HighImpact Interventions in key
clinical procedures with the aim of decreasing the risk of infection. Process measures include
insertion and continuing care relating to central venous catheters, peripheral intravenous
cannulae, care of ventilated patients, care to reduce healthcare associated infections.

Outcome measures are:

 Number of MRSA bacteraemia: MRSA isolated in a blood culture therefore present in the
patient’s blood stream

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

 Catheter Associated Urinary Tract Infections (CAUTI (ST p.p)): Ensures the insertion and
after care are undertaken in line with good practice to reduce urinary catheter related
infections – this figure is taken from the monthly Safety Thermometer census held on one
day on all inpatients i.e. this is a ‘point prevalence’ figure.

 Catheter >29 days after care (ST p.p): Ensures the insertion and after care are
undertaken in line with good practice to reduce catheter related bloodstream infections –
this figure is taken from the monthly Safety Thermometer census held on one day on all
inpatients i.e. this is a ‘point prevalence’ figure.

7. Skin Integrity
Waterlow risk assessment on admission and further reassessment with a care plan in place
for “at risk” patients; the care plan shows evidence of progression with interventions as
appropriate and the care rounding chart completed; where required there is referral to tissue
viability nurse.

8. Hospital Acquired Pressure Ulcer (PU) stage 2 and above. New pressure ulcers which
develop after 72 hours of the admission date.

9. VTE (Venous Thromboembolism) Assessment
Patient has been risk assessed for development of VTE (Deep vein thrombosis, pulmonary
embolism

10. VTE Mortality – outcome measure number of patients who have died following development
of a venous thromboembolism or pulmonary embolism related to their hospital stay.

11. Falls / Manual Handling Assessment
Assessments carried out on admission with care plan in place for “at risk” patients; the care
plan shows evidence of progression; where appropriate the post fall protocol is implemented.
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12. Falls outcome measures
Total Falls: total number of falls
Falls – resulting in serious harm to the patient (grade 3 or above)

13. Nutrition
BMI / weight recorded on admission; MUST assessment on admission and reassessment
with a care plan in place for “at risk” patients; the care plan shows evidence of progression
and referral as appropriate to dietician.

14. Nutrition outcome measure – percentage of patients who were appropriately referred to a
dietician.

15. Nursing documentation
Bed side folders are up to date and tidy; there is clear, contemporaneous documentation
which is dated, printed and signed; property disclaimer and discharge sections are
completed.

16. Nursing documentation outcome measure – self-certification by ward managers that
documentation has been regularly reviewed and that quality is assured.

17. Medication assessment
Documentation is legible and completed appropriately, omission codes are utilized and
allergies identified.

18. Medication outcome measure – number of medicine administration errors

19. Harm-free Care
Outcome measure from the Safety Thermometer monthly census of patients on one day
identifying patients who do not have an harm – this includes both hospital and community
acquired harms; harms are: pressure ulcers, serious harm from falls, catheter associated
UTIs (urinary tract infection), VTE.

20. Hospital acquired harm
Outcome measure from the Safety Thermometer monthly census of patient on one day
identifying patients who have acquired two or more harms whilst in hospital; harms are:
pressure ulcers, serious harm from falls, catheter associated UTIs (urinary tract infection),
VTE.

21. Communication
Handover quality, co-ordinating care-plans are maintained; there is good interpersonal skills
of staff with medications being clearly explained and resources to aid communication being
used where appropriate; ward rounds commencing appropriately.

22. Complaints
Actual number of complaints registered to the clinical area in the reporting month.

23. Privacy & dignity and SSA breaches
There are strategies in place to prevent disturbing, personal boundaries are not
compromised; modesty is maintained within the ward and on patient transfer; there is
appropriate communication with patients; the white board maintains confidentiality and there
are no breeches of single sex accommodation (SSA).

24. Net Promoter Score (NPS) (Replaced by NHS Friends and Family Test from Dec 2012).

NPS is a business loyalty metric developed by Fred Reichheld and adapted to ask patients
within the Trust “Your Feedback” survey: “Would you recommend the Trust to family and
friends?” and provide a score between 0 and 10.

Respondents are classified as: 0-6 = “Detractors”; 7-8 = “Passives”; 9-10 = “Promoters”
NPS = % of Promoters – % of Detractors

25. Number of Ward Transfers
% of patients transferred to another ward three or more times.
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APPENDIX 3 Quality Account Dashboard – December 2012
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APPENDIX 4 Best Care Dashboard – December 2012
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APPENDIX 5 Best Care Actions and Achievements per Division

The Best Care Dashboard definitions are found at Appendix 2 and the Best Care Dashboard at Appendix 4. The following narrative is provided by the
Heads of Nursing (HON) / Matrons for the areas.

Acute Medicine, Divisional Head of Nursing, Justine Hillier

Area Reported
underperformance

What is driving the
underperformance

Actions to improve performance

Birch /CCU Patient Observation
Nutrition

Failure to complete
documentation.

Ward Manager not challenging
poor practice.

Increased staff sickness thus
high temporary staffing.

 New NAP (nursing assessment process) documentation now in use
 Ward Manager set clear objectives re her role in ensuring high standard of

documentation
 Weekly meetings with Ward Manager to monitor compliance
 Matron to spend daily focused time on Birch Ward checking and challenging poor

documentation
 Sickness monitoring /reporting to be discussed weekly with Head of Nursing
 Divisional CPE to give focused support to Birch re documentation
 Head of Nursing to attend Ward meeting to discuss poor documentation and

performance management
 Meeting with Head of nursing, ward manger and nutrition nurse to assess progress

and review outcomes.
 Commencement of performance management if no measurable improvement by next

month.
MSSU
(Medical
Short Stay
Unit)

Patient Observations
Skin integrity
Manual handling/falls
assessment

Failure to complete
documentation

High vacancy factor , thus
increased temporary staffing
(recruited not in post)

High number new staff

 Ward manager set clear objectives re role in ensuring documentation of an adequate
standard.

 Poor practice highlighted to individual staff members and meeting with Ward manager,
repeat offenders meeting with Head of nursing.

 Head of Nursing to attend ward meeting re expectations and accountability ( 24
th

Jan)
 Focused CPE support for new starters.
 Document re expectations of new staff circulated and discussed.
 Experienced Deputy Sister moved into team to take lead as documentation champion

(starts end Jan)
 Focused support from Tissue viability Nurse and Falls nurse re initial assessments.
 Ward Manager to produce action plan to demonstrate planned improvement

programme
 Weekly meeting with HoN to discuss progress.

All medical
Wards

Medication
assessment

Poor recording of weight and
height on medication charts.

 Ward Mangers to take lead in ensuring this is being completed
 Ward Manager to present system to ensure compliance( weight and height recorded

effectively on assessment document but not transferred)
 Ward manager to lease with Ward Pharmacy assistant re the process.
 Spot checks by Matron/HoN.
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Area Achievement Explanation
Swift Significant improvement across all measures Working through detailed ward improvement plan. Weekly meetings with HoN to

discuss progress.

Chaucer, Fielding
WWW

Manual Handling / falls assessment Significant improvement in assessment compliance following focused work with Falls
nurse.

Theatres & Day Surgery Unit, Ashford, Matron Jane Ryman

Area Reported underperformance What is driving the
underperformance

Actions to improve performance

Safer Surgery Pre list Briefing Complete Non-compliance of pre-list
briefing forms

 Staff reminded to fill in the pre-list compliance form to utilise as
documentation

 Team leaders to check that forms are filled in and challenge members of
staff as required for non compliance.

 To do spot checks to ensure that this is compliant in theatres

Recovery/ Post-
Operative
Documentation

Clear Documentation date
sign print

Discharge/transfer section
legible date sign time

Non-compliance with the
legibility of documentation

 Staff are reminded to clearly print their names and ensure that this is dated
and signed.

 Team leaders to do spot checks to ensure that staff are compliant

Consent Form
Review

Patient – Signature, name
printed date

Non-compliance of patients
with printing their name and
dating them

Staff are to double check the consent before taking the patient to theatres and
asking them to print and sign before walking to anaesthetic rooms/ theatres.

Pre-operative
documentation

Clear documentation date
print sign

Non-compliance with the
legibility of documentation

 Staff reminded to ensure they print and sign their names legibly
 Team leaders to do spot checks to ensure that staff are compliant

Area Achievement Explanation
Day Surgery &
Theatres, ASH

VTE assessment 100% Day Surgery nurses ensure all patients have VTE assessment completed prior to going to Theatre
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Kate Eidens, Divisional Head of Anaesthetics, Critical Care and Theatres

Area Reported underperformance What is driving the
underperformance

Actions to improve performance

DSU SPH Nutrition 50% Dehydration, nil-by-mouth too
long

 Endeavour to seek clarity of patients’ position on the list.
 Seek clarity from anaesthetist to ask if oral fluids maybe offered, or

commence IV fluids

DSU SPH Discharge date/sign/time 63% achieved only Remind team to ensure this is always completed. Do “spot checks” to
see if a pattern is forming.

DSU SPH Legible consent 88% compliance only Get the team to check again prior to going to theatre.

DSU SPH Print/date on patient
signature

50% compliance Again recheck prior to leaving for theatre and remind doctors when
obtaining consent.

Area Achievement Explanation
Theatres SPH Increased improvement with capturing Waterlow score intra

operatively
Increased drive from staff and raised awareness

DSU SPH Improved communication. Matron continues to communicate with the team, also providing timely
reminders.

Area Reported underperformance What is driving the underperformance Actions to improve performance
MHDU VTE Medical teams failure to initialise Continued reminders and nursing interventions
ICU Nutrition 2 patients had not been weighed within

24 hours
Reminders to team leaders and CPE to ensuer compliance

Paediatrics, Head of Nursing, Julie-Anne Dowie

Area Reported underperformance What is driving the underperformance Actions to improve performance
Oak Ward and
Paeds A&E

Hand hygiene Not high on the agenda within certain
staff groups in particular medical staff
although challenge has been made by
HON.

Continue to raise profile and encourage good practice hand
hygiene among all professions who visit clinical area. Discussed
with Clinical Lead to continue to raise the profile and importance
amongst all medical staff and junior doctors. Raised with
Divisional Director.

Ash Ward Documentation Absence of ward manager undertaking
daily documentation checks

To delegate daily documentation checks to band 6 sister to
improve documentation on clinical area.
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Maternity, Matron Alison Howker

Area Reported
underperformance

What is driving the underperformance Actions to improve performance

Joan Booker Ward Waterlow score 90% Women who come to the ward are
generally well and mobile but this should
be completed on admission.

Ward manager is regularly checking the notes and addressing
this with midwives. The compliance with this is improving.

Joan Booker Ward Manual handling 80% This sits with the Waterlow in the
maternity notes and should be completed
on admission. Staff who are asked are
aware it should be completed

The ward manager is doing daily note checks, and if anyone is
regularly not completing this the plan is for her to refer Midwives
to their Supervisor to discuss record keeping.

Surgery, Divisional Head of Nursing, Susan Sexton

Area Reported
underperformance

What is driving the underperformance Actions to improve performance

SAU
Falcon & SDU
Heron
Kingfisher

Nutrition  Nurses are not accurately completing and
reassessing risk assessments

 Nurses are not accurately completing fluid
and food charts

 High numbers of junior staff who are in
their first Registered Nurse post

 All staff to ensure that assessment documentation is checked and
updated on admission

 New Matron in post who is working clinically alongside staff
 Junior staff are working alongside the CPE to support and improve

practice
 Sister and Matron will complete spot checks

SAU Manual Handling/Falls
Assessments

 Nurses are not accurately completing and
reassessing risk assessments

 CPE post has been vacant and the ward
has high numbers of junior staff who are in
their first Registered Nurse post

CPE post has now been recruited to (Acting Position)

Increased spot checks in between monthly audits by Sister, Matron &
CPE

Area Achievement Explanation
Falcon Has seen an overall improvement in all scores for the

month, decreasing from 31 individual red scores to 12 in
month.

Increase in the number of substantive staff now in post

Vigilant monitoring by the Ward Sister and Matron. New acting Ward Sister in post
who is supported by the CPE and Matron
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Trauma & Orthopaedics, Divisional Head of Nursing, Susan Sexton

Area Reported underperformance What is driving the underperformance Actions to improve performance
Dickens Ward VTE Assessments Doctors are not completing the

assessments
Staff are checking the assessments on admission and
Sister is carrying out spot checks

Matron to complete spot check

Swan Ward Medication Assessment Nurses are not documenting patients
heights and weight correctly on drug
charts
Doctors are not prescribing medications
legibly and in capitals

Ward doctors have been spoken to by the Matron and
advised of prescribing protocols

Matron will continue to carry out spot checks

Area Achievement Explanation
Dickens Ward Dickens have seen an upward trend in their overall scores

with only one red score in month
Vigilant monitoring by the Wards Sister and Matron

Swan Ward Swan have seen an improvement in nursing documentation Nurses are more aware of their own accountability following individual
conversations with the Ward Sisters and Matrons when errors are found
on spot checking
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APPENDIX 6 Patient Experience Dashboard


