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EXECUTIVE
SUMMARY
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BOARD ASSURANCE
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into consideration disability and age. All matters are dealt with in a
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LEGAL ISSUES Poor quality for patients can lead to potential litigation.
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failure to do so could affect the Trust’s registration and Monitor
licence.
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1 Executive Summary

Scorecard
The scorecard on page 3 is defined on pages 20-21. The scorecard has been refreshed to
reflect current improvement priorities and the rationale for the changes of measures is
outlined in Section 2.1 on page 5. Areas outside limits are shown below.

In-hospital Deaths
In-hospital deaths of 91 exceeds the limit of 86 but is an improvement against April 2015 with
113 deaths. Whilst higher deaths in both April and May 2015 are associated with ongoing
operational pressures this cannot be deemed causal. The SHMI1 is in line with limits.

Risk Adjusted Mortality Index (RAMI)
The significant rise in RAMI from 56 in April to 71 in May reflects both the rise in crude
mortality and the RAMI mortality subset. The April rise is fairly predictable and is also seen
in our peer comparator group.

Mortality Reviews
Divisions have been tasked with formulating improvement plans for the drop in mortality
reviews from 58% in April to 40% in May which is well below the required 90% level.

C Difficile
2 of the 3 C. difficile cases in May were unavoidable and 1 reflected lapse of care when
antibiotics were not in line with Trust policy and documentation was inadequate.

Falls Per 1000 Bed Days
The falls indicator rose from 2.98 in April to 3.11 in May and is above limit of
3. A 12 month deep dive identified the leading root cause as lack of
completion of the falls assessment tools. An improvement programme is
underway.

Pressure Ulcers Per 1000 Bed Days
The pressure ulcers indicator increased from 2.09 in April to 2.79 in May owing to a rise in
stage 2 pressure ulcers. An improvement and support plan is underway.

Emergency Readmissions Within 30 Days
30 day emergency readmissions has risen from 12.4% in April to 13.9% in May which
exceeds the year end target of 12.2%. A General Practitioner (GP) in our CCG intends to
share the LACE2 approach with local GPs to further aid readmission prevention.

Stroke
Direct admission to the stroke unit has improved from 37.5% in April to 51.2% in May.
Whilst the ring-fenced bed policy has had some effect further work is needed to address
patient flow to optimise and protect use of these beds.

Medication Errors (New)
Medication administration and prescribing errors were 2.48% in May which exceeds 2.04%
last year. A provisional target of 2% based on the 2014/15 outturn has been set pending
determination of a sector based benchmark. An improvement plan will be set in Q2.

Friends and Family Test (FFT) Satisfaction Score
The Accident and Emergency Department (A&E) satisfaction score of 85.4% is slightly below
national average of 87%. Patient Experience Stewards are being introduced to A&E through

1
SHMI: Summary Hospital Level Mortality Indicator and RAMI: Risk Adjusted Mortality Index

2 LACE score is an international tool which assesses the likelihood of an individual patient being readmitted
unexpectedly within 30 days of discharge.
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the volunteers program to help the department deliver a more enhanced patient experience
during busy times.

National Inpatient Survey 2014
The Trust has moved to a national position of 77th out of 154 Trusts this year which is an
improvement of 66 places upwards and a significant achievement. The Trust showed
unprecedented progress with 45 questions showing improvement and only 6 showing minor
deterioration.
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2 Performance Monitoring

2.1 Quality and Safety Balanced Scorecard3

Table 1: Quality Performance Dashboard

Measures outside limits have been summarised in Section 1 on page 3.

Rating table

Delivering or exceeding target Improvement month on month

Underachieving target In line with or just below last month

Failing target Below target

Scorecard Measures
The Chief Nurse and Deputy Medical Director have reviewed the scorecard composition and
the measures have been refreshed for the current year to reflect our new improvement
priorities. Falls is disclosed per 1000 bed days as a single measure which incorporates total
falls in the numerator. Falls per the Safety Thermometer measure will continue to be
presented in the graph in Section 6. Performance against the WHO surgical safety checklist
is marginally under the annual target, and this measure will now be monitored divisionally.
The number of serious incidents will continue to be monitored via the Closed Board reporting
process therefore this measure has been superceded with measures for the status of SIRI

3 Indicators are defined in Appendix 1.
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reports both those submitted to and overdue for our Clinical Commissioning Group (CCG).
Setting an estimated discharge date within 14 hours of admission was previously a CQUIN
and is now above target thus this has been removed as a scorecard measure.

In-hospital Summary Hospital Level Mortality Indicator (SHMI)4

Whilst the May SHMI of 67 is slightly up on 65 reported in April but both months remain
below the limit of 72.

Risk Adjusted Mortality Index (RAMI)
The RAMI has risen significantly from 56 in April to 71 in May, and is now narrowly in excess
of the limit of 70. RAMI is calculated using a case mix adjustment on a subset of the total
deaths and is reported 1 month in arrears. The figure reported here is for deaths occurring in
April 2015 and the rise reflects a rise in both the crude mortality from March to April (93 -
115) and the ‘RAMI mortality subset’ (57 – 75 deaths). The rise in RAMI in April is a fairly
predictable seasonal event and is also seen in our peer comparator group.

In-hospital Deaths

Table 2: Total Deaths by Week at ASPH 2014/15

4 Both the SHMI and the RAMI are reported on data 1 month in arrears.
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Mortality Reviews

The table below shows the percentage of mortality reviews completed by Division5, effective
at the date of each month’s scorecard cut-off date for Board reporting.

Percent of reviews
completed by Division

April (%) May (%)

Medicine and Emergency
Services

60 24

Diagnostics, Therapies,
Trauma and Orthopaedics

0 66

Womens’ Health and
Paediatrics

100 100

Theatres, Anaesthetics,
Surgery and Critical Care

100 100

Trust 58 40

Divisions have been tasked with formulating improvement plans to address performance.

The AMES6 Division has highlighted the importance of completing mortality reviews in
monthly specialty governance meetings and the continued low performance will be raised in
the Divisional Directorate’s Board Meeting. Efforts to improve performance have been
ongoing for some time and an effective solution is not yet operational.

The Women’s Health and Paediatrics Division mortality reviews have been completed but
until this month the results have not been consistently incorporated within the scorecard
summary results. Whilst the impact of this is minimal because a low proportion of overall
deaths is from that division, next month a validation exercise will be undertaken to restate
cumulative results from April 2015 forwards.

Trauma and Orthopaedics is considering completion of the assessments as part of daily
trauma meetings.

Number of Cardiac Arrests in Non-Critical Care Areas
The number of cardiac arrests in non-critical care areas has dropped from 8 in April to 2 in
May. The Trust is progressing the aim to reduce arrests in such areas through implementing
the Treatment Escalation Plan (TEP) in the next 6 months. The TEP addresses resuscitation
as part of wider planning of care levels from admission onwards.

MRSA7

There have been no hospital acquired MRSA cases this year.

C Difficile
2 of the 3 hospital acquired C. difficile cases in May were unavoidable. There was 1 case
with lapse of care due to antibiotics not being in line with Trust policy and inadequate
documentation of symptom timing.

Falls per 1000 Bed Days
Falls per 1000 bed days has risen from 2.98 in April to 3.11 in May which is above limit of 3.
Total falls has increased from 47 in April to 49 in May with 7 on Swan, 6 on Aspen and 6 on
Medical Short Stay Unit. A deep dive review into falls in the 12 months from April 2014 to
March 2015 was presented to IGAC in May 2015 and is summarised below. The detailed
report is in Appendix 6.

5 Mortality reviews are reported 1 month in arrears, so May data pertains to review of April deaths.
6

AMES: Acute Medicine and Emergency Services

7 MRSA: Methicillin-resistant Staphylococcus Aureus
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The deep dive data analysis evaluated total falls resulting in harm, root causes, training and
the association with black escalation operational status. The leading root cause was the lack
of completion of the Pre and Post Fall Medical Assessment Action Tools and there was an
association with lying and standing blood pressure. During times of operational pressures
there is an impact on the organisation’s ability to deliver high standards of care. The Falls
Specialist Nursing Team has a programme of improvements underway which is in line with
the Sign Up to Safety Improvement Plan.

Pressure Ulcers (Per 1000 Bed days)
Pressure ulcers per 1000 bed days has risen from 2.09 in April to 2.79 in May and this
reflects a rise in stage 2 pressure ulcers as there were no hospital acquired stage 3 or stage
4 pressure ulcers this month. Wards with the higher numbers of stage 2 pressure ulcers
were 4 in Swan and MSSU and 3 in ITU and Swift. Clinical areas have been provided with
flowcharts of their benchmarked monthly performance to encourage ward managers to
engage staff in further service improvement within their teams. The Tissue Viability Team
has also implemented targeted support at the frontline to teams with higher numbers of
harms.

Emergency Readmissions Within 30 days of Discharge
30 day emergency readmissions has risen from 12.4% in April to 13.9% in May which
exceeds the year end target of 12.2%. The results from the pilot of phoning patients after
discharge is under evaluation by the Medical Director regarding whether this will be
expanded. A General Practitioner in our CCG intends to share the LACE8 approach with
local GPs to further aid readmission prevention.

Stroke
3 hour admission to the stroke unit has improved from 37.5% in April to 51.2% in May.
Whilst the ring-fenced bed policy has had some effect further work is needed to address
patient flow to optimise and protect use of these beds.

Medication Errors
A new measure has been added to monitor medication administration and prescribing errors
which were 2.48% this month versus 2.04% last year. An indicative target of 2% based on
the 2014/15 outturn of 2.04%. The Chief Pharmacist is reviewing sector evidence to guide
the setting of a target going forward. An improvement action plan is being scoped for
reducing medication errors.

Serious Incidents Requiring Investigation (SIRI)
This month 7 SIRI reports were submitted to the Clinical Commissioning Group (CCG) for
clearance. There is no target for reports submitted to the CCG and this figure will vary each
month. At the end of May there were 36 SIRI reports past their closure due date. The Trust
is committed to improving the timeliness with which our SIRI reports are cleared with our
CCG. An action plan for recovery is in development and will be agreed with the CCG.

Friends and Family Test (FFT) Satisfaction Score
All satisfaction scores are above the national average where comparisons are available apart
from the Accident and Emergency Department which scored 85.4% which is marginally
national average of 87%. Patient Experience Stewards are being introduced to the Accident
and Emergency Department area through the volunteers program and we hope this will help
the delivery of a more enhanced patient experience during busy times.

8 LACE score is an international tool which assesses the likelihood of an individual patient being readmitted
unexpectedly within 30 days of discharge.
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Follow-up Complaints

There were 5 follow-up complaints reported in May which is a slight increase on previous
months and is a rate of 10.6% based on the yearly average number of formal complaints
received. This is marginally above the target of fewer than 10% follow-up complaints to be
received. Follow-up complaints are discussed in the weekly complaints panel to ensure the
Trust learns from these and can further improve. The Head of Patient Experience and
Involvement is reviewing each of the 5 follow-up complaints for reasons why the complainant
was dissatisfied and the analysis of this will be reported back.

Dementia Screening
98.9% of applicable patients were screened for dementia this month which is above the
target of 90%.

Safety Alerts
A new safety alert was received this month pertaining to the risk of inadvertent injection with
skin preparation solution and divisional governance teams are co-ordinating action plans.
The alert is due to close on 7 July 2015.

An acute kidney injury alert has been overdue since March 2015. Surrey Pathology Services
are live testing the new algorithm in suppressed mode. When testing is resolved it is
anticipated that monthly data will be generated for the Renal Registry to clear this alert.

Safety Thermometer

Whilst the NHS Safety Thermometer is on track this month with all measures below the
national average this is not reflected in the New Harms Chart 1 on page 15 because the data
submitted to the national database contained a significant error as one ward submitted that
all patients had sustained VTEs (as opposed to reporting that all patients received VTE
prophylaxis). Next month’s submission will rectify the position.

Safety Alerts

There was 1 new alert this month pertaining to inadvertent injection of a skin preparation
solution. The acute kidney injury alert remains overdue as a result of the need to test the
Clinisys upgrade to ensure it meets national requirements. This work is progressing and
Surrey Pathology Services is continuing live phase testing to resolve this as priority.

Patient Experience

A key achievement this month was the release of the 2014/15 National Inpatient Survey
which showed unprecedented improvement with 45 questions showing improvement and
only 6 showing minor deterioration. The Trust was one of the most improved Trusts
nationally and has moved to a national position of 77th out of 154 Trusts this year which is an
improvement of 66 places upwards and a significant achievement. Improved areas included
nursing and communication. The detailed results are shown in Appendix 5.

Best Care Audits

8 wards were audited in May with no overall trend in results as all levels were represented.
Swan Ward dropped from level 2 to level 0 which is associated with senior staff changes and
gaps since January.

3 Clinical Effectiveness

3.1 Enhanced Recovery Programme (ERP)
The Trust continues to actively participate in this programme with stable results.
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4 Safety

4.1 Safety Alerts

A new safety alert NHS/PSA/W/2015/005 was received this month pertaining to the risk of
inadvertent injection with skin preparation solution and divisional governance teams are co-
ordinating action plans. The alert is due to close on 7 July 2015.

An acute kidney injury alert has been overdue since March 2015. Surrey Pathology Services
are live testing the new algorithm currently and when testing is completed it is anticipated
that monthly data will be generated for the Renal Registry to clear this alert.

4.2 NHS Safety Thermometer (Charts 1 - 4)

The NHS Safety Thermometer 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 1 day per month.9 10

The Trust’s Safety Thermometer performance is demonstrated in Charts 1 to 4 on pages 15
and 16.

Chart 1 on page 15 is from the national database and reports that new hospital harms have
increased from 1.35% in April to 3.88% in May. The May data submitted to the national
centre was inaccurate and materially overstated the hospital harms as one ward incorrectly
reported that all patients had suffered venous thromboembolism (VTE) rather than having
received VTE prophylaxis. The figures will be amended in next month’s Safety Thermometer
submission alongside implementing more detailed data validation prior to submission.

There were no new CAUTIs in May.

Falls with harm were 0.39% compared to the national average of 0.6%.

New pressure ulcers of 0.39% which is below the national average of 0.99%.

5 Patient Experience

Divisional Patient Experience metrics are shown in the Patient Experience Dashboard in
Appendix 2.

In May 135 patients or families contacted PALS which is consistent with the previous
quarter’s average of 138. Communication had 49 contacts and remains the highest area for
concern. Outpatients received 25 concerns which is below the prior quarterly average of 33
and may reflect the ongoing outpatient improvement project work. Treatment and care
concerns remain constant at around 15 per month on average.

5.1 Formal Complaints

The 38 new formal complaints are in line with summer season levels. Complaints related to
treatment and care in 13 cases, communication in 12 instances, and 6 complaints

9
Approximately 500 patients

10 The NHS Safety Thermometer is a local improvement tool for measuring, monitoring and analysing patient
harms and 'harm free' care see: http://www.hscic.gov.uk/thermometer) http://www.ic.nhs.uk/services/nhs-
safety-thermometer
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mentionned staff attitudes. 3 complaints pertained to discharge issues and we are focussing
on strengthening links with third party organisations to improve patient and carer experience.

A slight rise in follow-up complaints to 5 cases will be progressed through the weekly
complaints panel to share learning against the original responses. The Head of Patient
Experience and Involvement is reviewing each of the 5 follow-up complaints for reasons why
the complainant was dissatisfied and the analysis of this will be reported back.

5.1.1 Complaint Performance Against Timescale

The Patient Experience Dashboard in Appendix 2 shows divisional performance against
timescale.

There are currently 2 reporting streams within the dashboard. Row 3 shows responses
against agreed timescale for complaints received on or before 31 March 2015. From April
2015 complaints had specific response targets by grade and this is shown in Rows 4 and 5 -
a complaint graded 1 or 2 should be responded to within 25 working days and a complaint
graded 3 or 4 has a response time set as 35 working days.

Monitoring of complaints response time by grade of complaint is showing a gradual
improvement in response time over the past 6 months as outlined in Section 5.1.1.

5.1.2 Parliamentary and Health Service Ombudsman (PHSO) Cases

There were no new requests for information in May 2015 and 1 case has been partially
upheld in the Theatres Anaesthetics Surgery and Critical Care Division as a result of the
need for greater service improvement regarding the processes within the breast care service.

5.1.3 Independent Investigations

The status of active investigations is outlined in Appendix 3.

5.2 Patient Feedback

5.2.1 Friends and Family Test (FFT)11

Inpatients recommending the service is steady at 96.2% and exceeds the national target of
95% and the response rate of 38.8% is consistently above the NHS England target of 30%.

The Accident and Emergency Department recommended score has improved for the second
month in May at 85.4% but remains slightly below the national average score of 87%. There
are plans to introduce Patient Experience Stewards to the department through the volunteers
group which will help improve experience at busy period. The response rate remains stable
at 26.4% following the introduction of automated voice messages to patients.

The Maternity Department recommended score dipped slightly to 93.2% due to a low score of
80.6% regarding touch point 2 care at birth. Whilst 25 out of 31 respondents were highly to
recommend the Trust 5 patients responded that they did not know if they would recommend
the service and this lowered the score. The reason for the uncertainty is not known.

The Maternity Department’s response rate for touchpoint 1 is 9% and touchpoint 4 is 5.8%
which remains low, however, nationally no data is reported now for touchpoints 1, 3 and 4.
Touch point 2 for care at birth response rate of 9% is also low and requires further
exploration.

11 The FFT asks the following standardised question: “How likely are you to recommend our ward/A&E
department to friends and family if they needed similar care or treatment?
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The Outpatients department’s percentage recommended score12 is stable at 91.1%. The first
month for national submission is April 2015, however, latest data from NHS England is not
showing Outpatient scores and therefore we are currently unable to benchmark.

Day Surgery score remains both stable and positive with 98.1% of patients recommending
the service above target of 95%.

5.2.2 National Inpatient Survey 2014/15

The 2014/15 National Inpatient Survey, carried out by Picker Institute Europe on behalf of the
Trust, asked the views of adults who had stayed overnight as an inpatient in August 2014.
People were asked what they thought about different aspects of the care and treatment they
received at the Trust. The Trust has moved to a national position of 77th out of 154 Trusts
this year which is an improvement of 66 places upwards and a significant achievement.

The survey looks at areas such as admission to hospital, waiting lists and planned
admissions, the hospital ward, doctors and nurses, care and treatment, operations and
procedures, leaving hospital as well as the overall experience.

The survey shows unprecedented improvement with 45 of the questions asked showing
improvement and only 6 showing small deterioration.

Andrew McCulloch CEO Picker Institute Europe said “We are delighted to see the significant
improvements made in inpatient care at Ashford & St Peter’s NHS Foundation Trust over the
last year. These are especially impressive as many improvements are in those care areas
that matter most to patients, such as nursing, communication and involvement.” Regarding
involvement this was specifically with patient involvement in decision making and the
communication by doctors and nurses when explaining treatment to patients.

Appendix 6 details benchmarked information against the Trust’s extensive improvement over
the past year with national comparisons.

Focussed improvement work this year will be on the patient experience whilst being
discharged and increasing staff awareness of the need to minimise noise at night.

5.3 Wow Awards

The Trust demonstrated significant pride in its staff this month with 33 WOW award
nominations including 10 for Theatres, Anaesthetics, Surgery and Critical Care; Diagnostics
and Therapies, Trauma and Orthopaedics and Acute and Emergency Medicine both received
9 nominations. Women’s Health and Paediatrics were nominated for 2 awards. Quality,
Research, Nursing, Midwifery and Research and Development along with both Information
Technology and Project Management each had 1 nomination.

12 Outpatients is not yet nationally reported so there is no nationally set target. National average data is not
available currently.
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5. 4 Best Care Audits

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 is aligned with performance.
Wards may be reassessed every 2, 3, 4 or 6 months dependent upon achievement of
accreditation levels of 0, 1, 2 or 3 respectively.

In May 8 wards were re-audited. The accreditation levels are shown below with detailed
results in Appendix 4.

Swan ward dropped from level 2 in January 2015 to level 0.

Kingfisher and NICU dipped with accreditation levels of 1, both down from level 2.

Ash, Cedar and Aspen achieved level 2 accreditation; Ash increased from level 0 whilst
Aspen retained its rating.

Joan Booker and Oak both increased from level 2 in January to level 3 in May.

Since January 2015 Swan Ward has experienced changes in management and senior
Leadership and in May the team was without both a ward manager and clinical practice
educator (CPE). All of the red rated results for May were due to poor documentation. The
new ward manager is now in post and has initiated daily spot checks of nursing
documentation and questioning staff about the details of risk assessments. Both falls and
stage 2 pressure ulcers were also high compared to other wards this month. The CPE
will commence in post on 6 July and the team’s education plan will be designed and
implemented by the end of July.

Manual handling and falls was Kingfisher’s red rated indicator with compliance dropping
from 96% to 70%. Documentation for manual handling and falls is currently changing and
there was lack of clarity over which assessment tool and care plan should be used. All staff
have now been educated on the completion of the new forms and the ward aims to return to
a green rating in the next reporting period.

NICU had no red indicators but shifted from green to yellow in 4 indicators. All of these
indicators have been addressed in area specific training days.

Table 3 Best Care Accreditation Levels May 2015

Dec Jan Feb Mar Apr May Re-
audit

Medicine &
Emergency

Services

Aspen 2 2 Sept

CCU & Birch 1 Jun

Cedar 2 2 Sept

Holly 3 Aug

May 3 Jul

MAU 2 Jul

MSSU 2 Jun

Maple 3 Aug

Fielding 3 Aug

WWW/Chaucer 1 Jun

Swift 2 Jun

ED 2 Jun



14

OPD ASH 3 Aug

OPD SPH 2 Jun

Theatres
Anaesthetics

Surgery &
Critical Care

Kingfisher 2 1 Aug

Falcon 1 1 Jun

SDU 3 Oct

Heron 1 Jun

SAU 1 1 Jul

ITU 3 Aug

HDU 3 Oct

DSU ASH 3 Jul

Theatres ASH 3 Jun

Theatres SPH 3 Jun

T & O
Dickens
SWAN

1 Jun

2 0 July

Women's
Health &

Paediatrics

Oak 2 3 Nov

Ash 0 2 Sept

NICU 2 1 Aug

Paeds ED 3 Jul

Labour Ward 2 2 Aug

Joan Booker 2 3 May
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6 Charts

Safety Thermometer Charts

Chart 1 Percentage of patients with new harms

Charts 1 to 4 do not contain FPH data for the months of April and May. The Health and Social Care
Information Centre (HSCIC) has confirmed that this data is not currently available.

Chart 2 Incidence of new Catheter Associated Urinary Tract Infection (CAUTI)
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Chart 3 Incidence of new pressure ulcers

Chart 4 Percentage of falls with harm
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Patient Experience Charts

Chart 5a: Complaints received by month

Complaint numbers are showing a very slight reduction to date in 2015.

Chart 5b: Follow-up complaints received

Follow up complaints remain an important measure of the quality of complaint response. There has
been a minimal rise in May and all follow-up complaints are being discussed at the weekly
complaints panel to continue to improve the response quality and share learning.
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Chart 6: Concerns and complaints about discharge

Complaints and concerns pertaining to discharge is a multi-factorial and complex area and a
thematic review is currently underway to promote stronger links in communicating with both patients
and external agencies.

Chart 7: Friends and Family Test (FFT) response rate

The FFT remains a popular source for patients to give us feedback of their recent experience and
further focus going forward will be on improving the maternity response rate.
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Chart 8: Friends and Family Test satisfaction percent

FFT satisfaction scores in the Trust are a reliable indicator of the satisfaction levels of our patients.
The Trust is consistently above the national average in most areas and slightly below the national
average in the Accident and Emergency Department for which there is an improvement initiatve
underway.
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7 APPENDICES

APPENDIX 1 Quality and Safety Balanced Scorecard Indicator Definitions 2015/16

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 3 year dataset
is used to create the risk adjusted models. A 1 year dataset is used to score the indicator. The
1 year dataset used for scoring is a full 12 months up to, and including, the most recently
available data. The 3 years used for creating the dataset is a full 36 months up to, and
including, the most recently available data. The data source is CHKS. The monthly figure
shown is a rolling 6 month position, reported one month in arrears and the YTD figure shown is
a rolling 12 month position, reported one month in arrears.
1-02 The RAMI is the Risk Adjusted Mortality Index from CHKS. RAMI (Risk Adjusted Mortality
Index) uses a method developed by CHKS to compute the risk of death for hospital patients on
the basis of clinical and hospital characteristic data. The model calculates the expected
probability of death for each patient based on the experience of the norm for patients with
similar characteristics (age, sex, diagnoses, procedures, clinical grouping, and admission type)
at similar hospitals (teaching status). After assigning the predicted probability of death for each
patient, the patient-level data is aggregated. The data source is CHKS. The monthly figure and
YTD are reported 1 month in arrears.
1-03 In-Hospital deaths as per the former CQUIN definition, with exclusions for age <18,
maternity. The total number of in-hospital deaths (CQUIN 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 1
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 per 1000 bed days.

1-09 The total number of hospital acquired pressure ulcers per 1000 bed days.

1-10 Readmissions within 30 days of first admission where the first admission was an
emergency.

1-11 Percentage of stroke patients admitted to a stroke unit within 4 hours.

1-12 Medication errors relating to administration and prescribing per 1000 bed days.

1-13 A measure for sepsis audits undertaken will be formulated in Q3.

3-03A The total number of Serious Incident Requiring Investigation (SIRI) reports submitted to
the Clinical Commissioning Group (CCG) this month.

3-03B The total number of SIRI reports overdue for submission to the CCG.

3-07 Friends and Family Test Satisfaction: Percentage recommended 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?"). Includes Daycase and Paediatric
activity.

3-08 Friends and Family Test Satisfaction: Percentage recommended 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?"). Includes
Paediatric activity.
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3-09 Friends and Family Test Satisfaction: Percentage recommended score for Maternity
(Composite Score). Maternity Composite Score calculated from the questions asked at 4
touch points - antenatal care, birth, labour ward and postnatal care.
3-09a Friends and Family Test Satisfaction: Percentage recommended score for Outpatients
(Test asks following standardised question: "how likely are you to recommend our ward to
friends and family if they needed similar care or treatment?"). Includes Paediatric activity.
3-10 The number of follow-up complaints received.
3-11 Dementia screening (Composite Score based on the national return, combining the two
questions).

Note: Indicators 1-01 to 1-13 are from the Trust’s Best Outcomes dashboard and Indicators 3-
03 and 3-07 to 3-11 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 2014/15 year end total.

3. Outturn 2014/15 – the overall results for 2014/15.

4. YTD (Year-to-date) 2015/16 – the sum of the indicator from the beginning of the financial
year (April).

5. Monthly Target 15/16 – the target for each month.

6. Annual Target 15/16 – the target for the 12 month period ending March 2016.

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

8. Performance - Monthly Trend Indicator - The arrows represent 1 of 3 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.
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APPENDIX 2 Patient Experience Dashboard – May 2015

May-15

AMES YTD Fac &IS YTD HR &

Other

YTD TASCC YTD TODT YTD WH &

Paeds

YTD A&E FFT Mat FFT Monthly

Total

YTD YTD

target

Annual

target

Complaints Rec'd 19 34  0 1  0 2  8 21  9 14  2 7  41 41

Discharge related

complaints 3 6 0 0 0 1  0 0 4 4

% Response timescales

met (pre April 15) 83.3% 93.1%  NA NA 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 67.0% 69.0% 84.0% 91.0% 95.00% >95%

Response to timescale

Grade 1&2 in 25 days) 80% 86% NA NA 100% 100% 100% 100% 100% 100% 0% 0% 87.0% 89.0% 95% 95%

Response to timescale

Grade 3&4 in 35 days) 100% 100% N/A N/A N/A N/A 100% 100% N/A N/A 100% 100% 100.0% 100.0% 95% 95%

PALS Concerns 56 107  6 12 5 5  36 63  32 67  9 16  135 272

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

Trust Exc

Mat YTD
Trust incl.

Mat

YTD YTD

target

Annual

target

FFT* returns 38.8% 38.1% 9.0% 5.9% 9.0% 11.4% 13.7% 19.6% 5.8% 5.3% 9.4% 9.4% 26.4% 27.3% 30.6% 31.3% 27.0% 27.2%

A&E

20%; IP

A&E

20%; IP

FFT* Score - 96.2% 96.4% 96.8% 95.1% 80.6% 92.5% 97.2% 95.1% 97.1% 98.1% 93.2% 95.0% 84.7% 85.1% 90.7% 90.7% 93.2% 95.0%

Total YTD

AMES YTD Fac &IS YTD HR &

Other

YTD TASCC YTD TODT YTD WH &

Paeds

YTD

Intimations of claims 1 4  0 0 0 0 0 3  1 4  3 6 12 12

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

IP 95%, A&E 87%,

Maternity TBC





Not appl icable

Decrease compared to previous month

Increase compared to previous month

Equal to or above target

Within 5% of target

+ 5% below target
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APPENDIX 3 Patient Experience Schedules – May 2015

5.1.1 Complaint response time

Mean response time to complaint
Month AMES WHPAED TODT TASCC Facilities Info/Fin/HR Trust
April 23 22 21 26 22 18 23
May 27 21 16 31 21 - 25
June 24 29 20 40 29 - 28
July 25 26 19 50 16 61 33
August 22 21 19 41 19 - 26
September 33 35 36 32 14 28 33
October 32 26 34 49 - - 39
November 38 40 37 37 - - 36
December 34 44 38 39 15 - 38
January 41 31 29 32 - 31 35
February 30 34 38 30 26 - 32
March 34 35 32 29 24 - 32
April 28 31 39 27 - - 28
May 31 32 37 23 - 28 32

Complaint response time by grade of complaint

Mean response time by grade
MONTH Grade 1&2 Grade 3&4 COMBINED
April 24 37 28
May 31 32 32

Complaint response time against target days

Percent response within timeframe for grade (complaints received after 01 April 2015)
MONTH Grade 1&2 within 25 working

days
Grade 3&4 within 25 working days

April N/A N/A
May 86% 100%

Of the 14 grade 1’s and 2’s closed in May 12 response times met the new reporting target of
25 days and for the 2 overdue complaints response times were 26 and 38 days.

The AMES grade 1 and 2 performance of 80% is due to a complaint which was responded to
1 day late on day 26 was due to slippage in the tracking of complaints moving to the new
system. In late May the complaints system was updated to automatically allocate a target
response date according to grade of complaint and this will improve tracking of due date
going forward.

The WHPAED performance of 0% is attributable to a single complaint which was 13 days
overdue on day 38 missed timescale in part contributed to by staff factors combined with
tracking complexities being one of the first complaints under the new response time, and
again this is mitigated now by the new monitoring system above. The complainant was
informed of the reasons for the prolonged response time for the case which took 38 days and
agreed to an extended timescale.

All 3 grade 3’s and 4’s received after 1 April have been responded to on time.
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5.1.2 Parliamentary and Health Service Ombudsman (PHSO) Cases

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

Division Complaint
Ref

Progress

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

upheld.
AMES MAR-2014#1 Still under consideration for local resolution.
AMES APR-2014#3 Under consideration. Documents sent in May 2014.
AMES APR-2014#4 Under consideration for possible local resolution, awaiting

final response letter locally.
AMES/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.
AMES AUG-2014#1 Request for information fulfilled. Currently under

consideration.
AMES AUG-2014#2 Not upheld. Awaiting full report.
TASCC AUG-2014#3 Partially Upheld
AMES OCT-2014

#1
Request for information fulfilled. Currently under
consideration.

AMES DEC-2014
#1

Request for information fulfilled. Currently under
consideration.

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

AMES MAR-2015#1 Request for information received for submittance by
13.04.2015.

5.1.3 Independent Investigations

The Trust is required to report to Commissioners on independent investigations into
complaints. Active investigations are outlined below.

Division Complaint
Ref

Progress

AMES REV#5 Independent Expert appointed to undertake an investigation -
awaiting report
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APPENDIX 4
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APPENDIX 5 National Inpatient Survey 2014

The 2014 National Inpatient Survey of the Care Quality Commission evaluated the experiences
of patients admitted to an NHS hospital in 2014. Outlined below is a summary of this Trust’s
performance.

1. Comparison between Trust performance in 2014 with Trust performance in 2013

Scores for 45 questions improved compared with 2013 of which 11 were significantly improved*.

Scores for 6 questions worsened compared with 2013 with no responses significantly worse*.

Scores for 8 questions remained the same.

2 questions were new to the questionnaire:

Q33. Confidence in the decisions made about your condition or treatment

Q67. Whether the patient felt well looked after by hospital staff

Table 1 Significantly better score than 2013

Question Question text Trust
Score
2014

Trust
Score
2013

Number of
respondents
2014

Q6 How do you feel about the length
of time you were on the waiting
list?

8.9 7.8 136

Q8 Had the hospital specialist been
given all the necessary
information about
condition/illness from the person
who referred you?

9.3 8.7 134

Q18 How clean were the toilets and
bathrooms that you used in
hospital?

8.6 8.1 369

Q22 Were you offered a choice of
food?

9.0 8.5 381

Q24 When you had important
questions to ask a doctor, did you
get answers that you could
understand?

8.2 7.6 353

Q27 When you had important
questions to ask a nurse, did you
get answers that you could
understand?

8.3 7.7 344

Q28 Did you have confidence and
trust in the nurses treating you?

8.9 8.3 385

Q30 In your opinion, were there
enough nurses on duty to care for
you in hospital?

7.8 7.0 385

Q32 Were you involved as much as
you wanted to be in decisions
about your care and treatment?

7.3 6.8 385

Q37 Were you given enough privacy 8.5 7.8 387
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when discussing your condition or
treatment?

Q49 Afterwards, did a member of staff
explain how the operation or
procedure had gone?

8.1 7.2 245

*In 2013; 4 questions were significantly better and 1 question significantly worse compared with 2012.
In 2012; 5 questions were significantly better and none significantly worse compared with 2011.

The results of the recent Inpatient survey show impressive improvement and and the Trust is one
of the most improved Trusts nationally.

2. Trust Performance benchmarked against other Trusts

2.1. Section Scores

Out of the 11 Section Scores, there is no one section that is placed firmly within the worst
performing of the trusts.

Table 2 Section Scores
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2.2 Individual Question Scores

Out of the 60 individual questions, when benchmarked with other trusts, there was 1 question
that was in the worst performing trusts, the details of which are in Table 3. None of ASPH Trust
scores were placed within the top performing trusts in the country.

Table 3 Individual questions placed within the worst performing trusts

*In 2013; 5 questions were in the worst perfoming trusts and none were in the best performing trusts in the country.

The Head of Patient Experience and Involvement will lead a program of work focusing on
celebrating the excellent progress made and addressing areas that require further drive with staff
and patient engagement.

Question Question text Trust Score
2014

Lower
limit exp
range

Upper limit
exp range

Q60 Did a member of staff tell you about
any danger signals you should watch
for after you went home?

4.6 4.1 7.3
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APPENDIX 6 Falls Deep Dive Report

1. Introduction

IGAC at its April 2015 meeting requested a more in-depth analysis of the falls data especially where there had been harm to
the patient. Falls are graded according to the DatixWeb risk management system as follows: The analysis of the falls data is
for the reporting period April 2014 – March 2015.
Grade 1 None (No harm or injury) = 473
Grade 2 Low (Minor injury or illness) =167
Grade 3 Moderate (Moderate injury requiring professional intervention) = 18
Grade 4 Severe (Permanent or long term harm/damage) = 1
Grade 5 Death (Death caused by incident) = 2

2. Background

Each year around 282,000 patients fall in acute hospitals and are reported to the National Reporting and Learning System. A
significant number of these falls result in death, severe or moderate injury, including around 840 fractured hips, 550 other
types of fracture and 30 intracranial injuries.

The Trust is committed to reducing falls resulting in harm and have two Falls Specialist Nurses dedicated to the falls
prevention programme and the support and education of staff. Our pledge is to:

 Keeping all patients safe by minimising inpatient falls and consequential injuries

 Raise awareness in assessing potential multifactorial falls risk factors

 Implement interventions, but safeguard patient’s rights, freedom and ability to mobilise

 Ensure that all managers and other employees recognise that they have

responsibilities to co-operate with measures to reduce the risk and implement immediate post fall management.

 Investigate those falls resulting harm through root cause analysis and share findings and themes

 Provide equipment, protective devises and items to support interventions undertaken.
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Staff are trained to be SAFE (Stay Alert for Falls Event) link nurses act as a “falls champion” for their ward and support for their

team.

3. Numbers of Falls spit by Grade and Ward

Graphs 1, 2, 3, 4 and table 1 below depict the numbers of falls by location where there has been no harm to the patient
following a fall or there has been a minor injury sustained for example a bruise or laceration. Table 2 outlines the numbers of
falls where the patient has sustained an injury such as a Fractured Neck of Femur or where the patient sustained a severe
injury or died as the result of the fall. The three cases where the patient sustained severe injury or died were diagnosed with a
Subdural Haemorrhage and the location for these falls was on the Medical Short Stay Unit.

Graph 1 Graph 2 Graph 3
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Graph 4 Table 1

Table 2

%Wards recording < 5 cases of grade 2 falls

Cedar Ward 4

Surgical Assessment Unit 4

Surgical Dependency Unit (SDU) 3

Swan Ward 3

Departmental Block 2

A&E - Majors 1

Ambulatory Care Unit - A&E 1

Heron Ward 1

Heron Annex 1

Joan Booker - Ward 1

MRI 1

Walk-In Centre 1

Grade 3, 4 & 5 Falls with harm
% of Staff who have

received training trained

Grade 3 Grade 4 Grade 5

Medical Short Stay Unit (MSSU) 1 1 2 93%

May Ward 3 0 0 75%

Fielding Ward 2 0 0 41%

Maple Ward 2 0 0 33%

A&E 1 0 0 2%

Aspen Ward 1 0 0 48%

Cedar Ward 1 0 0 28%

Dickens Ward 1 0 0 63%

Falcon Ward 1 0 0 8%

Heron Ward 1 0 0 52%

Holly Ward 1 0 0 85%

Medical Assessment Unit 1 0 0 100%

Swan Ward 1 0 0 6%

Swift Ward 1 0 0 20%

Total 18 1 2
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4. Trust Wide Falls

The graphs below shows an increase in the frequency of falls resulting in harm during the periods of operational pressures this
winter. Graph 7 shows the total numbers of falls for 2014/15 and demonstrates peaks in incidences around the holiday season
at Easter and Xmas and at the start of the operational pressure back in October 2014. This may demonstrate that during times
of operational pressure there is an impact on the organisation to be able to deliver high standards of care.

Graph 5 Graph 6 Graph 7

Table 6 below shows a breakdown of the total numbers of falls by category and there are some key target areas to be
considered for more priority improvements such as patients who are falling from their bed, chair and from the toilet and better
compliance with lying and standing blood pressure to prevent patients from falling whilst mobilising.

0

1

2

3

4

5

6

Falls with Harm April 14 -
March 15

Falls
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Table 6

5. Root Cause Analysis

A root cause analysis of the falls data for the period 2014 /15 where the patient has sustained harm, shows there are some
common themes such as outlined below.

Following a Root Cause Analysis of all 20 cases the following repeated issues occurred:
 Lying and Standing Blood Pressure not taken in seven cases

 Pre Medical Assessment Tool not completed in 8 cases

 Post Medical Assessment Tool not completed in 7 cases

 Drug regime not considered in 2 cases

 Falls Risk Assessment not completed in 4 cases

Faint
Fall during

transfer manouver
Fall from bed Fall from chair

Fall from
commode

Fall from toilet Fall in bathroom
Fall whilst
mobilising

Found on floor Slip / Trip Total

1 2 7 4 0 7 4 8 10 4 57

0 1 14 11 0 7 4 10 7 5 68

1 2 5 14 2 0 3 5 8 5 54

0 2 8 7 0 5 2 6 15 4 57

1 1 6 14 0 7 4 8 10 2 57

0 0 1 9 1 2 2 9 28 6 67

2 2 9 15 0 5 2 7 23 5 79

1 5 7 9 0 4 3 7 14 4 62

1 4 3 6 3 6 2 5 16 2 56

1 2 10 8 3 5 3 14 16 6 79

1 0 3 5 2 5 1 13 8 7 49

0 0 7 8 1 3 1 7 14 6 56

9 21 80 110 12 56 31 99 169 56 741
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 Falls prevention equipment not used in three cases

 Care plans not completed in five cases.

6. Training Records

 In order to understand if there are various touch points whereby the prevalence of falls can be explained a

triangulation of the data has included the percentage compliance with mandatory training for falls by ward, and where

the Trust has been on Black escalation leading to possible staffing shortages on some of the wards. Looking at the

data there are no common themes in the numbers of falls in relation to the ward location. MSSU has had 4 falls out of

the 20 recorded; however, conversely they have trained 93% of their staff. However, one of the key findings is the lack

of completion of the Pre- Assessment Medical Tool

 Where there has been low compliance on training the Specialist Falls Nurses will be targeting these areas.

Table 7 below is a snapshot of our escalation status in particular over the period where there was a marked increase in falls
especially during December 2014/January 2105.

Table 7

01/12/2014 Red Black Black Black

02/12/2014 Black Black Black

03/12/2014 Red Black Black Black

04/12/2014 Black Red

05/12/2014 Black Black Black

06/12/2014 Black Black

07/12/2014 Black Black

08/12/2014 Black Black Black

09/12/2014 Internal Incident Internal Incident Internal Incident

10/12/2014 Internal Incident Internal Incident Internal Incident Black

11/12/2014 Black Black Black

12/12/2014 Internal Incident Internal Incident Internal Incident Black

13/12/2014 Red Red

15/12/2014 Black
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16/12/2014 Black Black Black Black

17/12/2014 Business Continuity Business Continuity Business Continuity Business Continuity

18/12/2014 Internal Incident Internal Incident Internal Incident Internal Incident

19/12/2014 Black Black

20/12/2014 Red Red Red Red

21/12/2014 Red Red Red Red

22/12/2014 Black Black Black Black

28/12/2014 Black Black Black

29/12/2014 Black Black Black Black

30/12/2014 Business Continuity Business Continuity Black

31/12/2014 Red Red Red Red

01/01/2015 Red Red Red

02/01/2015 Black Black Black

03/01/2015 Black

04/01/2015 Black Black Black Major Incident

05/01/2015 Black Black Black Black

06/01/2015 Black Black Black Black

08/01/2015 Major Incident Major Incident Major Incident Major Incident

09/01/2015 Major Incident Major Incident Major Incident Business Continuity

10/01/2015 Business Continuity Business Continuity Business Continuity

11/01/2015 Business Continuity Business Continuity Business Continuity

12/01/2015 Business Continuity Business Continuity Business Continuity

13/01/2015 Business Continuity Business Continuity Business Continuity Business Continuity

14/01/2015 Business Continuity Business Continuity Business Continuity

15/01/2015 Black Black Black Red
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7. Conclusion

This data analysis has looked at the total numbers of falls for the reporting period, falls which resulted in harm being caused to
the patient, root causes, training and periods when the Trust has been on black escalation. Based upon the data the top root
cause was a lack of Pre and Post Fall Medical Assessment Action Tools being completed and non compliance with lying and
standing blood pressure. Another key finding is that during times of operational pressures there is an impact on the
organisation to be able to deliver high standards of care. The Trust Falls Specialist Nurse has a programme of improvements
underway which is in line with the Sign up to Safety Improvement Plan.


