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TRUST BOARD
28th March 2013

TITLE Quality Report

EXECUTIVE
SUMMARY

The Quality Report is presented for February 2013.

BOARD 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 /
STAFF VIEWS

Patients’ views are included via the reporting mechanisms for
quality. The clinical quality metrics indicate where poor care and
poor experience are occurring. Where appropriate staff views are
included.

EQUALITY AND
DIVERSITY ISSUES

All of our services give consideration to equality of access taking
into consideration disability and age. All matters are dealt with in a
fair and equitable way regardless of ethnicity or religion of patients.

LEGAL ISSUES Poor quality for patients can lead to potential litigation.
Poor quality care can lead to non-compliance with essential
standards of quality and safety. Compliance with these standards
is a legal requirement of the Health Act (2009) and failure to do so
could affect the Trust’s registration and Monitor licence.

The Trust Board is
asked to:

Review the paper and discuss the contents seeking additional
assurance as necessary. Consider and agree the Quality Account
priorities for 2013/14

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

Date: 20th March 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.
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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).

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.
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The SHMI mortality rate for January was 56 bringing the year-to-date position to 59, a reduction
from the previous month rate of 62. The RAMI score for January was 65 compared to 72. A new
scheme was introduced as a three month pilot in January; patients who are expected to die in
hospital are transferred to the local hospice. Before this pilot commenced, the Trust had in the
region of 100 in-hospital deaths per month; this has now reduced to approximately 90 per month.

There were 47 complaints in February, which is within the seasonal range, bringing the year-to-
date total to 435. Therefore the Trust is forecasting to achieve the target of receiving less than
500 complaints by year-end.

There were two cases of C-difficile in February; our year-to-date total is now thirteen which is
below the trajectory. The forecast for the year-end is that the Trust will achieve the target. There
were no cases of MRSA in February, leaving 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.

On review it became apparent that the annual targets set for total falls reduction and falls resulting
in serious harm were in error. These figures have been amended and show that the Trust is
achieving the 10% reduction in falls and serious falls (compared to 2011/12) that we planned.
However, two serious falls in February are of concern. This reflects the increasing number of
complex older patients and patients with challenging behaviour / dementia. The Trust is investing in
more equipment including ‘sensor alarms’ – often patients are unable to use call bells; and
recruiting to an additional nurse specialist post for falls to enable a more pro-active approach to our
actions around falls prevention.

Two patients had hospital acquired VTE in February. This brings the year-to-date figure to 24,
which is above the year-end target of 12. A new post of nurse specialist for VTE started in
January. The initial focus is on raising awareness and education of all clinical staff within staff
induction and other training programmes; an educational study day is being held in May.

1.3 Quality Account

The Trust invited stakeholders to a meeting on the 11th February to review progress with the
quality priorities for 2012/13 and consider priorities for 2013/14. Discussion considered the
reasons for not meeting targets / limits and there was consensus that some ‘stretch’ targets
should be revised to be more realistic and achievable. For areas where there is improvement:
nutrition, Chronic Obstructive Pulmonary Disease and infection rates, it was recommended that
these would not need focus within the Quality Account, whilst remain quality priorities for the
Trust. A brief report is available on request.

1.3.1 Quality Account Priorities 2013/14

The Health Scrutiny Committee of Surrey County Council has invited the Trust to submit their
emerging and probable priorities for 2013/14 see the tables below.

Table 2 Emerging Priority Areas

1. Actions relating to the Francis report recommendations (assessing and improving the
safety culture): cultural barometer, complaints, duty of candour

2. Communication including feedback from patients on their experience whilst in hospital
including the NHS Friends & Family test

3. Dementia – improving the experience of patients with dementia and their carers
4. Diabetes – improving the outcome for acutely unwell, diabetic patients
5. Discharge – improving the patient experience of discharge
6. Falls reduction
7. Improving harm-free care as measured within the Safety Thermometer
8. Improving compliance within EQ&R programme
9. Pressure ulcer prevention
10. Reduce the incidence of catheter-associated urinary tract infections



6

11. Reduce medication errors
12. Reduce mortality rates
13. Re-admissions – reducing both elective and emergency re-admissions
14. VTE prevention

Table 3 Probable Priorities for 2013/14

1. Actions relating to the Francis report recommendations (assessing and improving the
safety culture): cultural barometer, complaints, duty of candour

2. Dementia – improving the experience of patients with dementia and their carers
(including the carers’ survey)

3. Diabetes – improving the outcome for acutely unwell, diabetic patients (Think Glucose)
4. Discharge – improving the patient experience of discharge (including setting the baseline

re time for the hospital discharge summary to reach GPs)
5. Reduce the incidence of catheter-associated urinary tract infections and improve harm-

free care as measured within the Safety Thermometer

Table 4 2012/13 Priorities to be retained:

1. Communication
2. Falls reduction
3. Pressure ulcer prevention
4. Reduce re-admission rates
5. VTE prevention with a focus on intervention

Table 5 2012/13 Priorities not being retained in Quality Account but which remain Trust
quality priorities:

1. Providing assurance re infection control
2. Reducing admissions for patients with COPD (Chronic Obstructive Pulmonary Disease)
3. Reducing mortality
4. High quality care relating to nutrition and hydration

1.3.2 Board Action

The Board is asked to approve the priorities outlined above as those upon which the Quality
Account should be shaped.

1.3.3 Table 6 - Timeline for production of the Quality Account 2012/13

1. Stakeholder engagement 11 Feb 2013

2. Draft text produced and circulated for comments Feb - March

3. Probable priorities recommended for Trust Board to approve 28 March

4. Copy to be sent to appropriate bodies for review and scrutiny By 5 April

5. Review completed and statements returned By 5 May

6. Production of Quality Account May / June

7. Publication 30 June

1.3.4 Quality Account Dashboard

The Quality Account dashboard has been updated with results for February 2013 and is included at
Appendix 3.
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1. % Patients discharged by 12.00 noon has increased to 20%; discharge-related complaints saw an
increase in February but we remain below the limit set.

2. We continue to show good compliance to national targets for VTE risk assessment; hospital
acquired VTE remains low but above the aspirational limit set and an educational study day is
being held in May.

3. Hospital acquired infection is low with only two cases of C.Difficile in February.

4. On review it became apparent that the annual target set for total falls reduction and falls resulting
in serious harm were in error. These figures have been amended and show that we are achieving
the 10% reduction in falls and serious falls that we planned. However, two serious falls in
February are of concern and we will be increasing support for risk reduction strategies with
recruitment of an additional falls prevention nurse.

5. Hospital acquired pressure ulcers reached a peak in February – we are increasing our specialist
nurse resource for wound management and this will be a key area for quality improvement going
forward.

6. Readmission rates for both elective and emergency cases have fallen in February although the
Trust continues to struggle to reduce readmissions and our overall figures are high.

7. Our mortality rates as measured by CHKS, SHMI and RAMI continue to be well-within the
expected range

8. Admission rates for patients with COPD remain low.

2 Clinical Effectiveness

2.1 Enhancing Quality and Recovery (EQ&R) Programme (part of CQUIN1 Programme)

The EQ&R Programme2 is part of a Kent, Surrey and Sussex improvement programme involving all
the acute trusts of the SEC3. For Enhancing Quality (EQ), six pathways are being audited:

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

An area of concern is the Pneumonia pathway (without CURB score) which could fail to achieve even
the partial CQUIN. The most recent results for October year-to-date = 91.93%, versus the partial
target = 91.68%.

The patient experience surveys for Hip & Knee (pilot) and Heart Failure (full roll-out) both met
regional return rate targets for January 2013.

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.

Although 100% was achieved for December, the Gynaecology pathway is susceptible to extremely
low patient numbers which could have a material impact on the results.

Clinical and managerial teams are working closely to support achievement of the targets and
ultimately improve the outcomes and experience of patients treated within these pathways.

1
CQUIN – Commissioning for Quality and Innovation

2
Enhancing Quality and Enhanced Recovery website: http://nww.enhancingqualitycollaborative.nhs.uk/

3
South East Coast region
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2.2 Update Report from the Trust Organ Donation Committee

From 1st July 2012 the Trust implemented NICE Clinical Guideline 135 (Organ donation for
transplantation: improving donor identification and consent rates for deceased organ donation) in the
Intensive Care Unit and the Emergency Department.

The Vision of the Trust is to

“… see organ and tissue donation become a usual rather than unusual event as part of end of life
care across the Trust. Each individual should be given the choice and opportunity to offer their organs
and tissues for the purposes of transplantation after their death. This choice should not be denied by
the assumptions of NHS staff or a lack of education, facilities and infrastructure”

There is now a requirement for referral and consideration of donation for all patients when a decision
has been made to withdraw life sustaining treatment in ventilated patients or there is a plan to
perform brain stem death testing. The table below shows the Trust improvement in referral rates for
potential donors after circulatory death and compared to the national rate.

Table 7 Referral Rate Compliance

Period Referral Rate
April – Sept 2011 25%
April – Sept 2012 75%
National rate 62%

Actions

1. Implement the donation memorial in the form of a ‘Legacy of Life Tree’ to be delivered by the
end of summer 2013. This was granted following the annual presentation to the Trust Board in
October 2012.

2. Train of all staff is underway and includes a tissue donation promotional video.

3. Plan a follow up meeting to the one held in January 2013 between the Trust Clinical Lead for
Organ Donation and Specialist Nurse and Mr Richard Travers, Surrey Coroner.

4. Monthly reports to form part of the key indicators in the Intensive Care Unit and be reported
within a new Best Care Dashboard for the Emergency Department.

5. By the end of 2013/14 increase the level of referrals in order to achieve 100% referrals from
the Emergency Department and to implement collaborative requesting in all cases to increase
consent rates.

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 8 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.
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3.2 NHS Safety Thermometer (National CQUIN)

The Safety Thermometer4 programme aims to reduce four types of avoidable harm during episodes
of health care: pressure ulcers, falls, catheter associated urinary tract infections (CAUTI) and venous
thromboembolism (VTE). Data is collected on all inpatients on one day per month to provide a
‘snapshot’ of harms and enable comparisons with other trusts.

New harms decreased from Sept to Dec but there has been an increase in Jan and Feb reflecting the
huge increase in emergency admissions during this period. The Trust’s figures remain high compared
to national figures, which also show an increase in Feb, as with local trust 1; local trust 2 experienced
an increase in new harms in January.

Chart 1 Patients with new harms

For February 2013, the increase in new harms is due to an increase in pressure ulcers, falls and
CAUTI. There was a decrease in hospital acquired VTE.

Reducing the incidence of new harms is included within the new priorities for Quality Account 2013
and a range of improvement work is underway.

4
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

Apr May June July Aug Sept Oct Nov Dec Jan-13 Feb-13

National 4.58% 4.39% 4.28% 3.95% 3.89% 3.64% 3.48% 3.36% 3.28% 3.26% 3.34%

ASPH 6.62% 4.46% 6.08% 5.19% 6.13% 4.50% 4.56% 4.48% 4.69% 6.51% 6.04%

Trust 1 6.85% 4.55% 7.16% 4.69% 4.77% 8.54% 5.88% 4.94% 4.18% 3.73% 6.49%

Trust 2 1.86% 4.07% 2.28% 2.21% 2.21% 2.71% 1.50% 3.52% 1.37%
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3.3 Review of NHSLA Report Learning from 10 years of Maternity Claims October 2012

The NHS Litigation Authority (NHSLA) reviewed ten years of maternity claims. The primary level of
study involved analysis of the frequency of certain types of claims and the associated financial costs.
The second level of study involved more in-depth review of four key areas for claim.

Primary level of study findings

The three most frequent categories of maternity claim were:

 Management of labour including CTG interpretation
 Caesarean section
 Cerebral palsy (the cerebral palsy claims usually included 1 and/or 2 above)

ASPH actions required from primary level of study

1. Successful assessment at CNST5 level 3 in September 2013. CNST risk management
standard compliance addresses all three risks above.

2. Develop guidance and monitoring for areas of practice not covered by local guidance or by
CNST standards:

 Adjust guidance for caesarean section to include clear reference to the management of
complications of caesarean section

 Develop local guidance for pressure area care in maternity services

 Audit management of retained products of conception in 2013

 Consider developing ‘nursing care’ in labour guidance

 Continue to review all stillbirths and consultant obstetricians to consider the management of
reduced fetal movements alongside RCOG6 guidance and antenatal surveillance for intra
uterine growth retardation.

ASPH actions required from in depth review of key areas

1. Antenatal ultrasound: Ultrasound machines are considered outside their useable life after five
years. Three out of seven of the Trust’s machines are over five years old. A bid for
replacement of the machines in 2013 was declined; this has been recorded on the Trust Risk
Register and there are plans to take this proposal forward in 2014.

2. Failure to refer: Consultant presence on Labour Ward requires 60 hours to be prospectively
covered; we have a high birth rate of over 4000 per annum. Referral guidance is now in place
and consultant cover is being monitored.

3. Uterine rupture in Labour: There has been delayed recognition of rupture in Labour due to
absence of monitoring. The Trust policy is currently being updated.

Conclusion

This is a short summary of ASPH maternity services action required following benchmarking against
the main findings of the NHSLA maternity claims report. Actions will be taken forward in 2013.

5
CNST Clinical Negligence Scheme for Trusts handles all clinical negligence claims against member NHS

bodies.
6

RCOG Royal College of Obstetricians and Gynaecologists
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4. Patient Experience

4.1 Complaints / Ombudsman Reports

There were 47 complaints received compared with 49 in January and 27 in December.
Chart 3 shows a breakdown of complaints received by month.

Chart 2

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

Chart 3
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Chart 4 shows a breakdown of complaints by service area.

Chart 4

Chart 5 shows discharge related complaints by month for 2012/13

Chart 5

There were 11 formal discharge related complaints in February, compared with six in January. Six
issues were raised relating to discharge being too early, other issues related to arrangements on the
day and follow-up arrangements.

Parliamentary and Health Service Ombudsman (PHSO) cases

Table 9 below provides a summary of cases that were active with the PHSO in February 2013.

Issue Stage

Care and treatment relating to bile duct
dilation.

Investigation commenced February 2012, awaiting outcome.
OPEN

Relating to failure to diagnose a liver The PHSO have recommended further Local Resolution.

0

10

20

30

40

50

60

Complaints by Service Area

Maternity

A&E

Inpatient

Outpatient

4 4

5

6

3

1

7

10

3

6

11

0

2

4

6

8

10

12

Apr May June July Aug Sept Oct Nov Dec Jan Feb

Discharge related complaints 2012/13 to date



13

abscess.

Clinical decisions regarding treatment
(neurology)

Received January 2013. Awaiting outcome of initial review

Nursing care and communication The PHSO has requested information for initial review. The
patient has been offered a further meeting but has declined

Clinical decisions relating to surgery The PHSO has requested
information for initial review.

4.2 Patient Feedback

Chart 4 shows a breakdown of complaints by service area. Complaints relating to outpatients
constitute 34% of all complaints for February, compared with 44% in January, 40% in December and
37% in November. Of the 47 complaints, 48% relate to treatment and care, 17% relate to
communication / information and 9% relate to discharge.

Appendix 6 provides an overview of patient feedback and complaints performance across the Trust
for the reporting period. There were 21 formal complaints for Acute and Emergency Medicine
compared to 14 In January. There was increase in discharge related complaints for the second
consecutive month, with 11 complaints relating to discharge compared to six in January (Chart 5). Of
these 73% relate to Acute and Emergency Medicine.

There were 84 contacts to PALS, of these 60 (71%) were in relation to concerns. Of the 60 PALS
concerns two cases were handled as a formal complaint (a conversion rate of 3%).

Overall performance against agreed timescale for responding to formal complaints was 80%
compared with 86% in January. Two divisions (Specialist Medicine & Specialist Surgery and Trauma
& Orthopaedics) achieved 100% against agreed timescale. Overall divisions have improved in the
timeliness of submission for review and there is a plan to introduce further measures to improve the
timeliness of review.

Friends and Family Test (FFT) Readiness

As part of the national review of the readiness of Trusts to fully implement the FFT programme from
1 April 2013, the Trust was audited by Fr3dom Health for NHS South in February 2013. The findings
of this audit can be seen in the Test of Readiness Reports for the Wards and for A&E (available as
separate attachments). The audit shows that for both Wards and A&E, ASPH has 100% operational
and submission readiness with a predicted overall likelihood of success of 100%. For adherence the
Trust met four of the five criteria and this related to the framing question on the questionnaire to be
provided by iWGC (I Want Great Care), who will be processing the responses. This has been
addressed and ASPH now fully meets all implementation criteria and is in a strong position in relation
to Trusts within the NHS South region (Appendix 7).

To meet CQUIN targets the Trust is required to report 15% returns of FFT questionnaires in quarter
one and 20% for quarter four. The returns rate for the wards for February was 21%. For A&E the
returns rate was 0.9% and a plan is in place to increase the returns in this area.

Compliments

The Trust received 15 formal compliments during February. All formal compliments received in the
Executive Offices are responded to personally in writing.

NHS Choices Website Comment

Colorectal Surgery

“I could not have wished for any better treatment. I found that every single person involved in my care

was reassuring, professional, kind and caring. The kindness also extended to my family with the

surgeon ensuring that my wife was reassured while I was hospitalised.
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At times I felt rather vulnerable … I needn't have worried because all the nursing staff took everything

in their stride without any fuss and always with kindness and compassion.

Although there is obviously tremendous pressure on the NHS to deal with an ever increasing

volume of patients, I found that at St. Peters this was not allowed to reduce the level of care to

individual patients.

At various stages of my treatment I was cared for by people in all the following departments, and

each and every person gets 5 gold stars from me, with my gratitude”.
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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)

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 January 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. Number of Ward Transfers
% of patients transferred to another ward three or more times.
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APPENDIX 3 Quality Account Dashboard – February 2013
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APPENDIX 4 Best Care Dashboard – February 2013
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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.

Medicine & Emergency Services, Head of Nursing, Justine Hillier

Area Reported
underperformance

What is driving the
underperformance

Actions to improve performance

Birch CCU Patient Observations
Nutrition
Skin integrity

Ward manager not
challenging poor
performance.

Unstable team relationship

 Daily documentation checklist introduced
 Meeting with Ward manager and Head of nursing looking at reasons for poor

performance.
 Clear expectations for improvement given to Ward Manager.
 External mediation in process of being arranged to support team dynamics.
 Meeting arranged with Band 6s for Head of Nursing to discuss poor performance.
 Weekly spot check audits.

Cedar, Holly,
Maple, May

Manual handling/falls
assessments

Failure to complete
documentation

 Meeting with ward Managers and Head of Nursing to discuss poor documentation and
look at trends.

 Review of good practice on other wards – Fielding model demonstrates measurable
improvement.

 Matron to carry out weekly documentation spot checks.
 Ward Managers to meet with Falls nurse to discuss actions.
 Ward Managers to produce focused action plans with measurable short term goals.
 Staff repeatedly failing to meet required standards referred to Head of Nursing.
 Daily checking of documentation by Ward manager/senior nurse
 Head of Nursing to attend ward meetings to discuss accountability.

Cedar,Holly,
Maple, May

Patient observations Failure to complete
documentation

Ineffective system for
monitoring daily compliance

 Ward manager set clear objectives re checking documentation.
 Weekly spot check audits by matron focusing on areas of poor performance as normally

high achieving areas.
 Ward Managers to carry out RCA and action plan for targeted improvement.
 Head of nursing to monitor weekly compliance with action plan.

Area Achievement Explanation
Ashford WWW / Chaucer /Fielding Significant improvement in all areas Focused Matron support for Ashford medical wards. Clear action plan with weekly objectives.
Swift Maintaining improvements in all

areas
Working through improvement plan. Weekly Head of Nursing meetings for focused updates.
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Theatres, Anaesthetics, Surgery and Critical Care, Head of Nursing, Susan Sexton

Theatres & Day Surgery Unit, Ashford, Matron Jane Ryman

Area Reported underperformance What is driving the
underperformance

Actions to improve performance

DSU ASH
Theatres

Nutrition – time patient nil by mouth
/ given mouth care within 30
minutes of arrival in recovery

Lack of documentation that patients has
been offered and refused to drink water
or unsuitable to drink as still drowsy

Ensure recovery staff offer water to all patients within 30 minutes in
recovery and ensure documentation is robust i.e. even if refused when
offered to drink or when drowsy. Staff will be reminded during regular
team briefings

Consent form Review – patient
signature, name printed & date

Patients sometimes forget to print and
date their signature

Encourage and remind the patient to print and date when checking
consent before going to theatres. Staff to be reminded during regular
team briefings

DSU SPH Point 7, consent review. Clinicians
not signing, print or date. Score =
67%

Doctors are rushing to complete the
documentation and not taking time to
print names and include dates.

The team will make every effort to remind clinicians to complete ALL
required documentation. Prior to taking patients to theatre we can also
check that they have done this, if not ask them to amend.
This has worked with patients, as we remind/encourage them to sign,
print and date at admission, and our percentage has improved in that
area.

Theatres, SPH and Critical Care, Matron Denise Hallett

Area Reported
underperformance

What is driving the
underperformance

Actions to improve performance

Theatres SPH Skin Integrity Incomplete Waterlow recording Staff/team leaders aware of need to improve and working with
the rest of the team to do so.

POA documentation Surgeons not printing patient name Seeking DD input to improve when consent is obtained
MHDU
TWO pt’s assessed.

Patient Obs Pain assessment not done on adm-1
patient

Changes in Best care audit to identify shortcomings

MUST assessment Pt transferred from another ward that day This one pt has skewed the MHDU results as the pt was
transferred from another ward that day

a/a Care plans not complete as xfr that day
Medication assessment Height and weight not recorded Staff to be reminded regarding measurements

Area Achievement Explanation
ICU Lovely feedback from a patient’s family who are now recommending us for

the WOW award
High levels of care from all the team
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Surgery, Matron Dawn Gantley

Area Reported
underperformance

What is driving the underperformance Actions to improve performance

Falcon & SDU Privacy & dignity Staff need ongoing feedback Ward manager and Matron undertaking regular spot
checks and discussing learning from complaints and
PALS with team

Heron Patient observations Staff need ongoing feedback Ward manager undertaking regular spot checks and
discussing with team at briefings

Kingfisher & SAU Skin integrity Newly qualified nursing staff not completing
assessments correctly and not performing
reassessment in a timely manner.

Additional beds (6) opened on Kingfisher, hence
additional NHSP staff working on wards

 Additional support provided by CPE for highlighted
individuals

 Daily spot checks

Falcon, Heron & SAU VTE assessment Issues with correctly coding inpatient and
assessment patients for SAU.

 New codes for PAS are being created for inpatient
and assessment patients for SAU.

 Daily check of VTE compliance on the VTE T drive.
 End of shift check for VTE compliance on Real Time.

Kingfisher & SAU Nutrition Newly qualified nursing staff not completing
assessments correctly and not performing
reassessment in a timely manner.

Additional beds (6)opened on Kingfisher, hence
additional NHSP staff working on wards

 Additional support provided by CPE for highlighted
individuals

 Daily spot checks

Heron Nursing documentation Failure to complete documentation and recheck
documentation completed for patients from other
areas.

 Ward manager to discuss documentation with all
members of staff

 Ensure that all members of staff use name stamps

Area Achievement Explanation
Falcon Significant improvement in all areas New acting ward manager providing effective leadership. Support provided from Matron with

daily meetings with ward manager to discuss solutions to issues.
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Kate Eidens, Head of Nursing, Trauma & Orthopaedics

Trauma & Orthopaedics, Matron Romel Mendoza

Area Reported
underperformance

What is driving the
underperformance

Actions to improve performance

Swan Ward Nutrition
*(General) – December 2012
to February 2013 data showed
improvement from 88-92%

Food and fluid chart not being
completed
Food chart not being accurate scored
50%in December 2012 – 67% in
February 2013
Fluid balance chart not being completed
scored 60% December 2012 – 80% in
the recent audit.

-Staff reminded of results during their morning handover
-A completed sample Fluid balance chart was displayed in the staff
room for reference (improvement noted)
-Continuous spot check of nursing documentation by Sister, CPE and
Matron
-Will propose to the staff a new way of resolving issues (Empowering) –
will create a timetable for deputies and senior staff nurses, designed for
opportunity to write an action plan for any issues identified by the best
care audit and present the plan to Matron and HoN. This was
discussed at the next ward meeting.

Swan Ward Medication Assessment Patient height and weight recording
30%

As above action plan.
Nurse in charge on every shift will remind all staff to check drug chart
before the drug rounds or during drug rounds. HCA helping trained
nurses to identify drug charts with no height and weight recorded and
ensure the details are completed.
Spot checks by Matron and Ward Sister.

Swan Ward Falls Assessment
*Scores 86% overall for
Manual Handling and Falls
assessment

Lying and standing blood pressure
Scored 0%

Will clarify with the auditor of the result.
To be resolved.

Swan Ward Nursing Documentation
*(General) - 845 in December
2012 and 83% in the recent
audit

Patient Signed Care Plan
44% in December 2012 – 50% in
February 2013
Timed Date and Signed
70%
Property Disclaimer Form
78%

Issue was discussed with identified staff.
- Matron will propose to the staff a new way of resolving issues
(Empowering) – will create a timetable for deputies and senior staff
nurses, designed for them to have an opportunity to write an action plan
for any issues identified by the best care audit and present the plan to
Matron and HoN. This was discussed at the next ward meeting. .
-Staff were informed of the result through their handover and result was
posted in the staff room.

Dickens Privacy and dignity 50% Patients’ preferred name Ward meeting to ensure when staff admit patients to the ward they
always ask the patient’s preferred name
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Area Achievement Explanation
Swan Ward Patient Observation - Overall score 97%

Skin Integrity
Overall score 97% from 95% in Dec 2012
Privacy and Dignity - 100%
Communication - 100%

 The issues were well communicated with the team (Ward Meeting)

 The Sister spoke to all staff of her expectations within her team.

 CPE on a rostered shift once a week for monitoring and assessment.

 Regular audit/spot check from the Matron.

 Regular spot checks by the shift leader on care plans.

 Matron had a one to one with staff with issues of underperformance.

 Informed the ward of the improvement they made and action plan agreed to sustain the level of
their achievements

Dickens 100% achievement on all other area’s  Staff ensure they are up to date with all documentation
 Daily checks on documentation

Maternity, Matron Alison Howker

Area Reported
underperformance

What is driving the underperformance Actions to improve performance

Joan Booker
Ward

Most care
indicators

Shortage of staff and ward manager supporting three
newly qualified midwives to familiarise themselves with
the paperwork. As we often turn over more than half of our
ward in twenty four hours this would have a significant
effect on record keeping on the day. This does not
therefore reflect the usual standard of record keeping.

 Most scores are worse than usual which is a concern and the
ward manager has been addressing record keeping with staff
when she reviews the notes on a daily basis.

 We are communicating what is expected on the staff bulletin
in maternity.

 We are also doing audits as part of our preparation for CNST
inspection.

Paediatrics, Head of Nursing Julie-Anne Dowie

Area Reported
underperformance

What is driving the
underperformance

Actions to improve performance

Fluid Balance
Charts

Allergy

Score = 50

Score = 70

Need for ongoing awareness
to staff

Reinforce to all staff need for accurate, appropriate fluid balance charts:
 Forthcoming ward meeting
 Tweetment
 Band 6 meeting
 Daily documentation audit

Pain Assessment Score = 70 Need for ongoing awareness
to staff

As above plus:
 Review pain score tool used
 New paediatric documentation (see below)
 Bonus Day 2

Nutrition Weight & height = 0
score = 0

No height machine in A&E As above plus: acquire machines for Ash Ward and Paed ED
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APPENDIX 6 Patient Experience Dashboard



Paper 5.4

27

APPENDIX 7 FFT State of Readiness Summary for the South – February 2013

* Adherence
Overall likelihood of

success
Operational
Readiness

Submission of readiness

1 5/5 73 100 33

2 5/5 69 100 0

3 5/5 87 78 100

4 5/5 85 78 100

5 5/5 87 78 100

6 5/5 85 78 100

7 1/5 87 78 100

8 3/5 85 78 100

9 4/5 100 100 100

10 4/5 100 100 100

11 3/5 100 100 100

12 3/5 100 100 100

13 5/5 87 78 100

14 5/5 85 78 100

15 4/5 87 100 67

16 4/5 85 78 100

17 5/5 85 78 100

18 4/5 100 100 100

19 4/5 100 100 100

20 4/5 47 56 33

21 4/5 69 78 50

22 4/5 100 100 100

23 4/5 100 100 100

24 A&E ASPH 5/5 100 100 100

25 Ward ASPH 5/5 100 100 100

25 5/5 100 100 100

27 5/5 100 100 100

28 5/5 100 100 100

29 5/5 100 100 100

30 5/5 100 100 100

31 5/5 100 100 100

32 5/5 100 100 100

33 5/5 100 100 100

34 5/5 100 100 100

*A&E and Ward data for Trusts in the NHS South Region are anonymised; results for ASPH are identified
above.
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comparable test which, when combined with

Midlands and East to listen to patients and

to all acute inpatient and A&E departments in

1st April 2013. Implementation has been

In February 2013, Fr3dom Health were

the readiness of Trusts to fully implement the

follow-up questions, provides a mechanism programme from 1st April 2013. This series of

to identify both good and bad performance visits has been designed to provide assurance

organisations and individuals are truly focused

England from 1st April 2013. Following the on the experiences of patients. Organisations

publication of Implementation Guidance in must ensure that information generated

outlined in the implementation guidance.

On 25th May 2012, the Prime Minister

announced that the FFT would be rolled out The FFT is an opportunity to ensure that

Forward
The Friends and Family Test (FFT) is a simple, Department of Health, to undertake a review of

designed to support Trusts in the final stages

drive improvements in the experiences of of implementation and provides an assessment

patients since April 2012. of readiness in relation to the key deliverables

and encourage staff to make improvements for everyone including providers that we are

where services do not live up to expectations. approaching a sufficient state of readiness

The FFT has been used by all acute Trusts in both regionally and nationally. This report is

and thus will be informed and empowered to

further supported through publication of Unify take immediate action to tackle areas of weak

Reporting Guidance and Publication Guidance performance and build on success. In addition,

October 2012, Trusts have been progressively through the FFT can be quickly and effectively

implementing the FFT, in order to ensure that fed back to staff from “boards to wards” so that

they are fully ready for implementation from all have access to up-to-date patient feedback

while championing those who excel.

commissioned by the NHS Midlands and

East Strategic Projects Team, on behalf of the

(links available in the ‘further information’ patients will be able to use the information

section at the end of this document). to make decisions about their care and to

challenge their local Trusts to improve services

Prepared by the Audit Team, Fr3dom Health 
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the Trust representative(s) we spoke to on our conversations have influenced assessments of

visit(s). the readiness of the Trust as a whole, using a

simple likelihood scale to indicate our feelings

The purpose of the visit and this report is as to the potential success of the chosen

to try to assist Trusts in becoming ready for approaches. Conversations were and remain

the challenge of implementing FFT in their confidential and as such are not included in any

About your report
This report is based on the responses given by some of the challenges FFT brings. These

Trusts are wholly ready, as well as highlighting between operational and submission readiness.

where attention may be needed. For example a high score in submission

readiness indicates a strong grasp of the

environments. There is no “pass mark” as such

or operational readiness, then it may be

There are a series of questions to which the interpretation of the mandated guidance and

Trust responses have been recorded. These so on. However if this is not supported by

asked to supplement the data collected with please contact Fr3dom Health Audit Team

All the Fr3dom Health Audit Team have explained in detail to all the team and your

extensive backgrounds in health sector confidentiality will be observed at all times by

research, patient experience and market your auditor and Fr3dom Health. If there is

discussed approaches in general as well as

About your auditor

research in a wider context. They have been anything in your report you would like clarified

are presented in the table at the back of this an equally strong readiness in data capture,

held with the Trust representative on site. The have.

need to be confidential and candid has been

their own views formed from the conversations directly so we may clarify any queries you may

report.

and the intention is to present information that,

it is hoped, will provide comfort that many One key measure to look for is the balance

a broader conversation took place where we undermined.

The feedback has been processed in two ways. Unify response requirements as well as a clear

document. As well as asking these questions

Prepared by the Audit Team, Fr3dom Health 
Friends and Family Test Readiness Report 2013 



YES

NO

YES

YES

YES

Response options (layout and numbers are not mandated):

5

the delivery of FFT.  These are set out below 

assessment. Trusts should have been selecting copy of the survey to be used as requested in 

suppliers at the tail end of 2012 and seeking advance.  There is no penalty at this stage 

to test methodologies and tools over the first for not adhering to the published guidance, 

quarter of 2013. There are also a clear set of or producing the survey to be used, however 

properties that are meant to be in place for with the “Go Live” date fast approaching it

is felt that these elements should be in place.

Adherence
This section is a simple Yes/No adherence together with the Trust ability to provide a 

Was a specimen survey provided?

Was framing in line with guidance?

Was question wording in line with guidance?

Were response options in line with guidance?

Is the FFT question the first on the survey?

suggested, not mandatory):

Framing

affect. Then the following elements must also

So what should it be?
Firstly you should have by now designed your

always be the first one asked to avoid order

surveys (paper and electronic) and be able to

Question wording

provide an example. The FFT question should

be accurate (except for the framing which is 

For inpatients: ‘We would like you 
to think about your experience in 
the ward where you spent most time 
during this stay’ 

For A&E patients: ‘We would like 
you to think about your experience 
in the A&E department during this 
visit’ 

‘How likely are you to recommend our <ward / A&E department> to friends and  
family if they need similar care or treatment? 

Prepared by the Audit Team, Fr3dom Health 
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1 Extremely likely 4 Unlikely 

2 Likely 5 Extremely unlikely 

3 Neither likely nor unlikely 6 Don't know 
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two scores then it indicates a

potential imbalance between

= Overall likelihood expressed as a % of allThe overall score is an indication of how likely

consideration – how Trusts are going to be sure

Ideally the scores should be the

review of both areas particularly

the weaker would be advisable.

The relationship between

operational and submission

readiness is important. If there

we think it is that the current state of readiness relevant question responses. to be 

patients respond within 48hrs of discharge? (Highly likely + Quite likely) - Not likely

The overall likelihood of success is determined will satisfy the demands of the FFT roll out.

Overall likelihood of
success

the questions answered (see table) combined with scores (from relevant questions) of highly

positive responses to enquiries such as whether or quite likely (as a % of all) less the % of

test surveys have been run so far and a key responses graded unlikely.

by combining auditor likelihood ratings (coded

as highly likely, quite likely or not likely) against Overall scores are calculated by combining

100%

same, a variance of up to 10%

may present an acceptable risk,

any greater than that then a

is a difference between these

the ability to collect, collate

and submit the data accurately.

38% 

62% 

0% 

Highly likely Quite likely Not very likely

Overall likelihood of success 

100% 100% 

0%

20%

40%

60%

80%

100%

120%

Operational Readiness Submission Readiness

Prepared by the Audit Team, Fr3dom Health 
Friends and Family Test Readiness Report 2013 



Operational readiness explores the extent consideration based on our conversation and

to which we are confident that processes Trust responses to the specific questions that

and considerations are in place that will can be found in the table at the back of this

enable the collection the data in line with the document. Operational readiness of course

7

Operational readiness

Trust responses to the specific questions that and live date, this is how the picture looked in

can be found in the table at the back of this February 2013.

and considerations will enable compliant upon an assessment of responses and the

submissions to be made into Unify. It is a accompanying conversations. Submission

consideration based on our conversations and readiness of course may change between now

to which we are confident that processes delivering compliant submissions and is based

Submission readiness
Submission readiness explores the extent of our view of the likelihood of your processes

100%

national guidance and that will support the may change between now and live date, this is

filing of accurate submissions. Again it is a how the picture looked in February 2013.

document. The data below is representative

100%
50% 50% 

0% 

Highly likely Quite likely Not very likely

Submission Readiness 

33% 

67% 

0% 

Highly likely Quite likely Not very likely

Operational Readiness 
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Looking at the survey provided, does it adhere to the guidance in the following:

Framing

Question wording 

Response options

Is the FFT question the first on the survey?

Is the FFT question part of a longer survey?

Follow-up free text

Demographics

How will the FFT question be delivered?

8

Coded responses from
interviews

date on trust but needs to go on new one

Paper survey complete on site and Kiosk

Has a FFT questionnaire been prepared?

Yes

Can I please see a copy?

Yes

Yes

No

Approved

Approved

Approved

Needs a change

Yes

How will you know when the patient has visited A&E and allocate it  to the right Unify  return?

Other

Are you offering the following language options?

Prepared by the Audit Team, Fr3dom Health 
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Coded responses from
interviews

How will you ensure that that the question is asked within 48 hours of discharge?

What have you done to ensure you are as inclusive of your population as you can be?

How will you ensure that you receive responses from at least 15% of eligible patients?

How will you ensure that 100% of patients are given the opportunity to respond ?

Do you know who you should be including when asking for responses? [Need both for acute] (Adults that have 

attended A&E without being admitted to hospital or were transferred to MAU)

Have you started collecting responses from A&E?

Do you have any agreements with your Commissioners for reporting your results and follow-up actions, over and 

above the mandated process?

How will you ensure that you are able to make Unify returns every month?

Nurse, Clinician and Volunteer

Patient is left alone to complete the survey

comms boxes and pens

No

Have appointed Information Team responsible person

Yes

Yes

Asked on survey and will need date

Have included demographics in survey

Ongoing  reconciliation of patient footfall and returns and considering mystery shopping

How will you ensure that FFT is not delivered by somebody delivering treatment that can influence the patient?

Who will be responsible for distribution of FFT question in A&E?

Prepared by the Audit Team, Fr3dom Health 
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outsourced

Do you have a plan to validate responses?

Outsourced

How are you collating the responses?

Coded responses from
interviews

Prepared by the Audit Team, Fr3dom Health 
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3

comparable test which, when combined with

follow-up questions, provides a mechanism

to identify both good and bad performance

and encourage staff to make improvements

where services do not live up to expectations.

Forward
The Friends and Family Test (FFT) is a simple, Department of Health, to undertake a review of

the readiness of Trusts to fully implement the

programme from 1st April 2013. This series of

visits has been designed to provide assurance

for everyone including providers that we are

approaching a sufficient state of readiness

The FFT has been used by all acute Trusts in both regionally and nationally. This report is

Midlands and East to listen to patients and designed to support Trusts in the final stages

drive improvements in the experiences of of implementation and provides an assessment

patients since April 2012. of readiness in relation to the key deliverables

must ensure that information generated

October 2012, Trusts have been progressively through the FFT can be quickly and effectively

implementing the FFT, in order to ensure that fed back to staff from “boards to wards” so that

they are fully ready for implementation from all have access to up-to-date patient feedback

outlined in the implementation guidance.

On 25th May 2012, the Prime Minister

announced that the FFT would be rolled out The FFT is an opportunity to ensure that

to all acute inpatient and A&E departments in organisations and individuals are truly focused

England from 1st April 2013. Following the on the experiences of patients. Organisations

1st April 2013. Implementation has been and thus will be informed and empowered to

publication of Implementation Guidance in

take immediate action to tackle areas of weak

Reporting Guidance and Publication Guidance performance and build on success. In addition,

(links available in the ‘further information’ patients will be able to use the information

section at the end of this document). to make decisions about their care and to

challenge their local Trusts to improve services

further supported through publication of Unify

while championing those who excel.

commissioned by the NHS Midlands and

East Strategic Projects Team, on behalf of the

In February 2013, Fr3dom Health were
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held with the Trust representative on site. The have.

to try to assist Trusts in becoming ready for approaches. Conversations were and remain

need to be confidential and candid has been

their own views formed from the conversations directly so we may clarify any queries you may

research in a wider context. They have been anything in your report you would like clarified

asked to supplement the data collected with please contact Fr3dom Health Audit Team

All the Fr3dom Health Audit Team have explained in detail to all the team and your

extensive backgrounds in health sector confidentiality will be observed at all times by

research, patient experience and market your auditor and Fr3dom Health. If there is

are presented in the table at the back of this an equally strong readiness in data capture,

a broader conversation took place where we undermined.

discussed approaches in general as well as

About your auditor

Trusts are wholly ready, as well as highlighting between operational and submission readiness.

environments. There is no “pass mark” as such report.

and the intention is to present information that,

it is hoped, will provide comfort that many One key measure to look for is the balance

confidential and as such are not included in anythe challenge of implementing FFT in their

simple likelihood scale to indicate our feelings

About your report

the readiness of the Trust as a whole, using a

The feedback has been processed in two ways. Unify response requirements as well as a clear

There are a series of questions to which the interpretation of the mandated guidance and

Trust responses have been recorded. These so on. However if this is not supported by

document. As well as asking these questions or operational readiness, then it may be

where attention may be needed. For example a high score in submission

readiness indicates a strong grasp of the

This report is based on the responses given by some of the challenges FFT brings. These

The purpose of the visit and this report is as to the potential success of the chosen

the Trust representative(s) we spoke to on our conversations have influenced assessments of

visit(s).
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YES

NO

YES

YES

YES

Response options (layout and numbers are not mandated):

5

quarter of 2013. There are also a clear set of or producing the survey to be used, however 

properties that are meant to be in place for with the “Go Live” date fast approaching it

Question wording

suggested, not mandatory):provide an example. The FFT question should

be accurate (except for the framing which is 

Framing

affect. Then the following elements must also

the delivery of FFT.  These are set out below 

Was a specimen survey provided?

Was framing in line with guidance?

is felt that these elements should be in place.

Adherence
This section is a simple Yes/No adherence 

assessment. Trusts should have been selecting 

together with the Trust ability to provide a 

copy of the survey to be used as requested in 

suppliers at the tail end of 2012 and seeking advance.  There is no penalty at this stage 

to test methodologies and tools over the first for not adhering to the published guidance, 

Was question wording in line with guidance?

Were response options in line with guidance?

Is the FFT question the first on the survey?

So what should it be?
Firstly you should have by now designed your

always be the first one asked to avoid order

surveys (paper and electronic) and be able to

For inpatients: ‘We would like you 
to think about your experience in 
the ward where you spent most time 
during this stay’ 

For A&E patients: ‘We would like 
you to think about your experience 
in the A&E department during this 
visit’   

‘How likely are you to recommend our <ward / A&E department> to friends and  
family if they need similar care or treatment? 

Prepared by the Audit Team, Fr3dom Health 
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6

Overall likelihood of
success

The overall likelihood of success is determined will satisfy the demands of the FFT roll out.

by combining auditor likelihood ratings (coded

as highly likely, quite likely or not likely) against Overall scores are calculated by combining

the questions answered (see table) combined with scores (from relevant questions) of highly

positive responses to enquiries such as whether or quite likely (as a % of all) less the % of

responses graded unlikely.

consideration – how Trusts are going to be sure

patients respond within 48hrs of discharge? (Highly likely + Quite likely) - Not likely

test surveys have been run so far and a key

The overall score is an indication of how likely = Overall likelihood expressed as a % of all

we think it is that the current state of readiness relevant question responses. to be 

100%
The relationship between

operational and submission

readiness is important. If there

is a difference between these

two scores then it indicates a

potential imbalance between

the ability to collect, collate

and submit the data accurately.

Ideally the scores should be the

same, a variance of up to 10%

may present an acceptable risk,

any greater than that then a

review of both areas particularly

the weaker would be advisable.

73% 

27% 

0% 

Highly likely Quite likely Not very likely

Overall likelihood of success 

100% 100% 

0%

20%

40%

60%

80%

100%

120%

Operational Readiness Submission Readiness
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Operational readiness explores the extent consideration based on our conversation and

to which we are confident that processes Trust responses to the specific questions that

and considerations are in place that will can be found in the table at the back of this

enable the collection the data in line with the document. Operational readiness of course

7

100%

Operational readiness

Trust responses to the specific questions that and live date, this is how the picture looked in

can be found in the table at the back of this February 2013.

and considerations will enable compliant upon an assessment of responses and the

submissions to be made into Unify. It is a accompanying conversations. Submission

consideration based on our conversations and readiness of course may change between now

filing of accurate submissions. Again it is a how the picture looked in February 2013.

national guidance and that will support the may change between now and live date, this is

100%

to which we are confident that processes delivering compliant submissions and is based

Submission readiness
Submission readiness explores the extent of our view of the likelihood of your processes

document. The data below is representative

83% 

17% 
0% 

Highly likely Quite likely Not very likely

Submission Readiness 

67% 

33% 

0% 

Highly likely Quite likely Not very likely

Operational Readiness 

Prepared by the Audit Team, Fr3dom Health 
Friends and Family Test Readiness Report 2013 



Looking at the survey provided, does it adhere to the guidance in the following:

Framing

Question wording 

Response options

Is the FFT question the first on the survey?

Is the FFT question part of a longer survey?

Follow-up free text

Demographics

8

How will the FFT question be delivered?

How will you ensure that the responses are attributed to the correct ward (ie where the patient spent the most time)?

How will you know when the patient was discharged, and allocate it  to the correct Unify return?

Has a FFT questionnaire been prepared?

Yes

Can I please see a copy?

Yes

Needs a change

Giving out postcards for self return and know they need to record date will ask iwantgreatcare

Information pre populated by staff

Yes

Yes

Coded responses from
interviews

Paper survey complete on site and web address and kiosks in future

No

Approved

Approved

Approved
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Who will be responsible for distribution of FFT question at Ward level?

Other

Have appointed Information Team responsible person and uploaded

How will you ensure that you are able to make Unify returns every month?

Yes

Have you started collecting responses already?

Yes

Do you know who you should be including when asking for responses? (Answer should be: Adult acute patients who 

have stayed at least one night in hospital)

Asked on survey and will need to ask on new survey

How will you ensure that that the question is asked within 48 hours of discharge?

Have included demographics in survey

What have you done to ensure you are as inclusive of your population as you can be?

Comparing the number of dischargers and returns ongoing

How will you ensure that you receive responses from at least 15% of eligible patients?

Everybody will be given the chance prior to discharge

How will you ensure that 100% of patients are given the opportunity to respond ?

Patient is left alone to complete the survey and team briefings

How will you ensure that FFT is not delivered by somebody delivering treatment that can influence the patient?

Nurse, Management, Ward support and Volunteer

Coded responses from
interviews

Are you offering the following language options?
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Outsourced

How are you collating the responses?

No

Do you have any agreements with your Commissioners for reporting your results and follow-up actions, over and 

above the mandated process?

Weekly review and outsource re validation

Coded responses from
interviews

Do you have a plan to validate responses?
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Further Information
Further information on the National Friends and Family Test programme, including FAQs, can be found at

http://www.strategicprojectseoe.co.uk/dh_f_f_t.php?id_sec=258.

Audits and reports undertaken by Fr3dom

Health Audit Team for and on behalf of the

NHS Strategic Projects team

Useful documents include:

Implementation Guidance
http://www.dh.gov.uk/health/2012/10/guidance-nhs-fft/

Publication Guidance
http://www.dh.gov.uk/health/2013/02/nhs-fft-guidance/

Unify Return Guidance
http://transparency.dh.gov.uk/2012/11/28/nhs-friends-and-family-test-information/

Should you have any questions on the programme or require further information please contact the relevant Strategic Health Authority:

NHS North NHS Midlands and East NHS London NHS South

Gill Harris Ruth May Caroline Alexander Liz Redfern
gill.harris@northwest.nhs.uk ruthmay@nhs.net caroline.alexander@london.nhs.uk liz.redfern@southwest.nhs.uk

Fr3dom Health Solutions Limited | Fr3dom House | 11 North Street | Portslade | E Sussex | BN41 1DH | www.fr3domhealth.co.uk

http://www.strategicprojectseoe.co.uk/dh_f_f_t.php?id_sec=258.
http://www.dh.gov.uk/health/2012/10/guidance-nhs-fft/
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mailto:gill.harris@northwest.nhs.uk
mailto:ruthmay@nhs.net
mailto:caroline.alexander@london.nhs.uk
mailto:liz.redfern@southwest.nhs.uk

