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1 Executive Summary

Scorecard

The scorecard on page 4 is defined on pages 19-20. Areas outside limits are shown below.

In-hospital Deaths

In-hospital deaths of 113 exceeds target of 86 and also April 2014 with 70 deaths. A peak in
deaths around Easter is usually observed and whilst higher deaths in April 2015 is
associated with ongoing operational pressures this cannot be deemed causal. Both the
SHMI1 and RAMI are within limits this month.

Mortality Reviews

Mortality reviews increased from 44% in March to 58% in April which reflects minimal
progress within the DTTO2 and AMES divisions. The Chief of Patient Safety will ensure
remedial action is taken in DTTO and will meet with the AMES Division to explore the current
barriers to completion.

C Difficile

There was 1 case of C. difficile in April which is below the monthly limit of 1.4 cases on
average.

Pressure Ulcers (Per 1000 Bed days)

Pressure ulcers per 1000 bed days was static in April at 2.09 compared with 2.08 in March.
Whilst this exceeds target of 1.19 the ‘REACT to Red’ campaign appears to be having a
positive effect as there has been a marked reduction in stage 2 pressure ulcers with 16 this
month down from an average of 26 per month over the last 4 months.

WHO Surgical Safety Checklist Compliance

The WHO Surgical Safety Checklist compliance rate of 97.9% narrowly missed the target of
98%.

Stroke

Patients admitted to the stroke unit within 4 hours has dropped from an average of 53% last
year to 37% in April, well below target of 90%. As in previous months, lack of ring fenced
beds was the major contributing factor. The improvement plan involves adhering to the
Trust’s process for ring fenced beds which commenced in May.

Friends and Family Test (FFT) Satisfaction Score

New targets are set locally within Friends and Family scores and are based on the national
averages. Accident and Emergency recommended score improved slightly in April at 84.7%
but remains below the national average score of 87%. The emergency care pathway project
includes improvements which address patient experience including patient streaming,
modified assessment space and increased point of care testing. National figures are not yet
available but will be targeted from May.

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

2 DTTO: Diagnostics, Therapies, Trauma and Orthopaedics and MES: Acute Medicine and Emergency
Services
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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.

(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

3 Indicators are defined in Appendix 1.
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In-hospital Summary Hospital Level Mortality Indicator (SHMI)4

The April SHMI of 65 is below both 63 reported in March and the limit of 72.

Risk Adjusted Mortality Index (RAMI)

The April RAMI of 56 is below both 68 reported in March and the limit of 70.

In-hospital Deaths
In-hospital deaths of 113 exceeds the limit of 86 and also April 2014 with 70 deaths. A peak
in deaths around Easter is sometimes observed and whilst higher deaths in April 2015 is
associated with ongoing operational pressures this cannot be deemed causal. As above,
both the SHMI5 and RAMI are within limits this month.

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.
5 SHMI: Summary Hospital Level Mortality Indicator and RAMI: Risk Adjusted Mortality Index
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Mortality Reviews

Mortality reviews are reported one month in arrears, so April data pertains to the review of
March deaths. The proportion of mortality reviews increased from 44% in March to 58% in
April which remains below the target of 100%. The Theatres, Anaesthetics, Surgery and
Critical Care Division and the Women’s Health and Paediatrics Division both completed
100% of reviews, a performance level sustained consistently since December 2014.

In Acute Medicine and Emergency Services (AMES) 60% of reviews were completed which
whilst an improvement on 55% for the prior month needs to be further improved. The
Respiratory Team has introduced completion of reviews during board rounds and this has
raised performance in that specialty.

The DTTO Division has completed no reviews for the past 3 months. In this division reviews
are currently completed in the bi-monthly Morbidity and Mortality Meetings and this has
resulted in a backlog of reviews to be completed at the June meeting. Process for
completion of reviews is currently under review in order to improve timescales and therefore
learning.

Number of Cardiac Arrests in Non-Critical Care Areas

Cardiac arrests in non-critical care areas have increased from 5 in March to 8 in April. The
Treatment Escalation Plan (TEP) document, which includes resuscitation as part of a wider
planning of patient care levels on admission, has been discussed at the extraordinary
meeting of the Resuscitation Committee on 8 May 2015 and it has been decided to
implement the TEP document within the next 6 months. It is anticipated that the TEP
process will replace the current DNACPR6 form.

MRSA7

There were no MRSA cases in April.

C Difficile

There was 1 case of C. difficile in April which is below the average monthly limit of 1.4 cases.
The root cause analysis is pending. Owing to a delay in specimen taking this has been
attributed as a hospital acquired case. Staff education has been undertaken on specimen
taking and communication.

Falls

Both total falls and falls per 1000 bed days were within limits this month. 2 falls were of
moderate harm and no falls resulted in severe harm. The largest falls counts occurred on
the Medical Short Stay Unit with 8 falls, and 6 falls occurred on each of Fielding and
Kingfisher Wards. On Medical Short Stay Unit there has been a combination of temporary
staff covering posts, redeployment of staff to escalation areas and 1 or 2 unfilled posts most
days. In Fielding Ward staff have been covering the Elliott Ward escalation area with backfill
arrangements. Whilst a triangulation has not been undertaken between staffing levels and
the root causes of individual falls it may be that during times of operational pressure there is
an impact on the ability of the organisation to deliver high standards of care.

6 DNACPR: Do Not Attempt Cardiopulmonary Resuscitation
7 MRSA: Methicillin-resistant Staphylococcus Aureus
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The Chief Nurse led a review into falls with harm that took place during the last financial

year, which identified there were 10 root causes. The most prevalent was found to be

compliance with the pre and post fall medical action tool.

Falls with harm of 0.19% per the Safety Thermometer measure were below the national
average of 0.64%.

Pressure Ulcers (Per 1000 Beddays)

Pressure ulcers per 1000 bed days was static in April 2015 at 2.09 compared with 2.08 in
March and whilst this exceeds target of 1.19 the ‘REACT to Red’ campaign appears to be
having a positive effect as, although the ulcers per bed days remains unchanged, the stages
at which ulcers are reported has improved. In April the Trust reported 16 stage 1 pressure
ulcers, 16 stage 2 pressure ulcers and 1 stage 3 pressure ulcer. This is a marked reduction
in stage 2 pressure ulcers from an average of 26 per month over the last 4 months.

Pressure ulcers of 0.77% per the Safety Thermometer measure were below the national
average of 1.03%.

Emergency Readmissions Within 30 days of Discharge

The 30-day emergency readmissions rate of 12.4% is marginally below the Q4 target of
12.5%. Overall this is an encouraging result as readmissions are below the 2014/15 annual
average of 12.6%. The pilot involving contacting patients after discharge to determine
whether this resulted in benefits has not yet been fully evaluated yet. Review of provisional
data indicates that whilst communicating with patients on the day after discharge may
contribute to a reduced readmission risk, the low response rate from the study limits the
statistical significance able to be attributed to this result.

WHO Surgical Safety Checklist Compliance

The WHO Surgical Safety Checklist compliance rate of 97.9% narrowly missed the target of
98%.

Stroke

Patients admitted to the stroke unit within 4 hours has dropped from an average of 53% last
year to 37% in April, well below target of 90%. As in previous months, lack of ring fenced
beds was the major contributing factor. The improvement plan involves adhering to the
Trust’s process for ring fenced beds which commenced in May. Use of the ring fenced bed
must be authorised by a Senior Manager and is being logged.

Estimated Discharge Date (EDD) Set Within 14 Hours of Admission

EDD set within 14 hours of admission of 91% exceeded the target of 90%. Following the
improvement work that occurred during 2014/15 to embed the setting of EDDs within 14
hours divisional teams can now use the EDD to monitor other discharge quality markers
going forward.

Serious Incidents Requiring Investigation (SIRI)

There were 14 SIRIs reported in April which included 4 falls, 1 stage 3 pressure ulcer, 2
delayed diagnoses, 2 suboptimal care of deteriorating patient, 3 other events and 1 surgical
never event.

Friends and Family Test (FFT) Satisfaction Score
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New targets are set locally within Friends and Family scores and are based on the national
averages. The Trust continues to perform above the national average in Inpatient wards.
The Maternity recommended score remains consistently high at 96.6% and will be measured
against the national average from May.

Accident and Emergency recommended score improved slightly in April at 84.7% but
remains below the national average score of 87%. The Outpatients’ percentage
recommended score has increased for the 3rd consecutive month to 92.2% in April. National
figures are not yet available but will be targeted from May.

Follow-up Complaints

Follow-up complaints have reduced from 4 in March to 2 in April and this favourable trend
reflects the succesful implementation of the complaints panel chaired by the Chief Nurse
which provides both guidance on complex complaints and quality checks upon responses.

Dementia Screening

The percentage of patients screened for dementia was 97.7% which continues to exceed the
monthly target of 90%.

Safety Thermometer

NHS Safety Thermometer is on track with all measures below the national average.

Safety Alerts

There were no new alerts this month. 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 going live with testing during May.

Patient Experience

A key development this month was the implementation of the new Datix Web complaints
processing system which is anticipated to streamline the administration and performance
monitoring of complaints.

In April 137 patients or families contacted PALS which is in line with Q4 and 41 new
complaints were received, which is down from 54 in March. More time is needed to
determine whether the previous rising trend in complaints will stabilise.

Best Care Audits

4 wards were audited in April and all retained their previous accreditation levels namely 3 for
the Surgical Dependency Unit (SDU), 3 for the High Dependency Unit (HDU), 2 for Labour
Ward and 1 for the Surgical Admissions Unit (SAU).

3 Clinical Effectiveness

3.1 Enhanced Recovery Programme (ERP)

The Trust has made excellent progress with delivery of the ERP for colorectal surgery,
gynaecological surgery and hip and knee replacement surgery. The TASCC and DTTO
Divisions are undertaking actions to strengthen the clinical audit process with validation of
cases and training and support for new auditors. The audit results for the pathways show the
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Trust is achieving appropriate care scores for patients of around 90%. The KSS AHSN8 is
reviewing the regional pathways to determine whether it is necessary to continue auditing
every patient or if a six-monthly snapshot audit or another similar exercise would be more
appropriate. The Orthopaedic Team is planning implementation of the audit for the fractured
neck of femur pathway.

3.2 NICE Guidance

The Quality Account Priority 6 is designed to improve dissemination and learning from
national audits, National Institute for Health and Care Excellence (NICE) guidance, and
Technology Appraisals. Members of the Clinical Effectiveness and National Audit Review
Group agreed that individual divisional NICE guidance monitoring plans would strengthen
reporting of compliance. The target of 100% dissemination of guidance, implementation of
NICE Technology Appraisals within the mandatory 3 months from publication would be
faciltated and assurance for the introduction of new Interventional Procedures will improve.

3.3 Quality Priorities for 2015/16

The following measure has been added to the 2015/16 Quality Priorities which were
submitted to Trust Board in March 2015, as a continuation of last year’s improvement work:

An ongoing priority is continued rollout of the Manchester Patient Safety Framework
(MaPSaf). Completion of the specialty rollout will be achieved by the end of Q2 2015/16 with
feedback via Team Brief. Action plans for each area including a heatmap reflecting the
different stages of Patient Safety Culture across the organisation will be in place by the end
of Q3. Implementation of improvement work will progress in Q4.

4 Safety

4.1 Safety Alerts

Acute Kidney Injury (AKI)

This alert pertains to requirements placed on the laboratory (SPS) to report data in line with
national requirements. New functionality in Surrey Pathology Service’s Clinisys Winpath
System has been implemented to introduce the required capability to detect AKI as specified
by the new national algorithm. This was due to be resolved by 9 March 2015 with the
embedding of the live phase rollout of the new algorithm, however, information technology
complexities has led to this work remaining under development. The SPS laboratory is
scheduled to undertake live testing of the system modifications week commencing 18 May
2015.

Update on Managing Risks During the Transition Period to New ISO9 Connectors for
Medical Devices

Alert NHS/PSA/W/2015/004 regarding managing risks during the transition period to new
ISO connectors for medical devices was received on 27 March 2015. The Acute Dietetic
Lead has submitted an action plan for the implementation of enteral feeding tube connectors
as these will be the first devices to be implemented. This alert has now been closed.

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:

8 KSS AHSN: Kent, Surrey and Sussex Academic Health Science Network
9 ISO: International Organisation for Standardisation
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Pressure Ulcers, Falls, Catheter Associated Urinary Tract Infections (CAUTI) and Venous
Thromboembolism. Data is collected on all inpatients on 1 day per month.10 11

The Trust’s Safety Thermometer performance is demonstrated in Charts 1 to 4 on pages 14
and 15.

New hospital associated harms have decreased from 1.88% in March to 1.35% in April,
which is below the national average of 2.36%.

There were no new CAUTIs during April.

Although there was 1 hospital acquired fall with harm in April the rate remained below the
national average of 0.64%.

New pressure ulcers of 0.77% are tracking below the national average of 1.03%.

5 Patient Experience

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

In April 137 patients or families contacted PALS which is consistent with the previous
quarter’s average of 138. Communication remains the highest area for concern with 53
contacts. Outpatients received 37 concerns which is in line with the previous quarterly
average of 33. There continues to be improvement work in this area and concerns raised
are providing intelligence to the outpatient project improvement plan. There were 7 concerns
raised pertaining to treatment and care which shows a reduction when compared with the
previous quarterly average of 15.

5.1 Formal Complaints

There were 41 new formal complaints in April 2015 which ended the recent rise in complaints
throughout Q4 last year which averaged 51 complaints. Whilst the reduction is in line with
seasonal expectations generally this is against a backdrop featuring an unusually high
complaints volume in April last year whereby 62 formal complaints were received.

Of the 41 new April complaints 17 related to treatment and care concerns, 10 were related to
communication issues and 4 mentionned staff attitude. 4 complaints were related to
discharge and further focus will be directed into improving the patient and carer experience
of discharge processes including strengthening links with third party organisations.

The weekly complaints panel continues to review all grade 3 and 4 complaints and this is
demonstrating the success of the improved quality of responses as only 2 follow-up
complaints were received in April.

5.1.1 Complaint Performance Against Timescale

The Patient Experience Dashboard in Appendix 2 shows divisional performance against
timescale. The average response time in April was 28 days and this has further reduced
from 32 during March.

10
Approximately 500 patients

11 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



11

5.1.2 Parliamentary and Health Service Ombudsman (PHSO) Cases

There were no new requests for information in April 2015 and 1 case has been partially
upheld in the Acute Medicine and Emergency Services (AMES) Division.

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)12

This section reports on performance against the new national scoring methodology rolled out
in October 2014.

Inpatient respondents recommending the service is at 96.7% which is in line with previous
months and above the national target of 95%. The April inpatient response rate remains
consistent at 40.7% and is above the previous years average of 37.1% and the NHS England
CQUIN response target of 30%.

The April Accident and Emergency Department recommended score has improved slightly in
at 84.7% but remains below the national average score of 87%. The emergency care
pathway project includes improvements which address patient experience including patient
streaming, modified assessment space and increased point of care testing. The response
rate has improved significantly to 28.5% following the introduction of automated voice
messages to patients.

In Maternity the recommended score has dipped slightly in April but still remains consistently
high at 96.6%. The response rate remains low at touch points 1 and 4 in the community.
Response rates are no longer recorded nationally across touch points 1,3 and 4. Internal
targets will be set across these touch points for the 2015/16 period in conjunction with the
WHPAED Division. Touch point 2 in the Labour Ward has a response rate of 14.2% which is
currently tracking below the national average response rate of 24.5%. Further focus will be
directed towards this touch point to explore increasing this feedback response rate.

The Outpatients Department’s percentage recommended score has increased for the 3rd
consecutive month to 92.2% in April. The first month for national submission is April 2015
and therefore the comparison to national recommended scores will be detailed in the next
report when data becomes available.

Day Surgery score remains both stable and positive with 96.4% of patients recommending
the service. April is the first month for national submission of data and is encompassed
within the Inpatient data. Therefore the target remains the same as the Inpatient target of
95%, which the Trust is above.

5.3 Wow Awards

AMES and DTTO received 12 nominations, with 8 for TASCC and 2 for WHPAED and
Estates and Facilities.

5. 4 Best Care Audits

12 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 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 April 4 wards were re-audited. The accreditation levels achieved are shown below with
detailed results outlined in Appendix 4.

Whilst SAU retained an accreditation level of 1 documentation of nutrition, manual handling,
falls and skin integrity was poor with these indicators scoring red. There were additionally
gaps in documentation of communication, nursing documentation and patient observatons.
A comprehensive action plan was presented at the Best Care Quality Surveillance Meeting
this month.

Labour Ward maintained an accreditation level of 2 although documentation of Waterlow
pressure ulcer and skin integrity was incomplete.

SDU and HDU both maintained an accreditation level of 3 which is the highest level.
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Table 3 Best Care Accreditation Levels April 2015

Nov Dec Jan Feb Mar Apr Re-
audit

Medicine &
Emergency

Services

Aspen 2 May

CCU & Birch 1 Jun

Cedar 2 May

Holly 3 Aug

May 3 Jul

MAU 2 2 Jul

MSSU 2 Jun

Maple 3 Aug

Fielding 3 Aug

WWW/Chaucer 1 Jun

Swift 2 Jun

ED 1 2 Jun

OPD ASH 3 Aug

OPD SPH 2 Jun

Theatres
Anaesthetics

Surgery &
Critical Care

Kingfisher 2 May

Falcon 1 1 Jun

SDU 3 Oct

Heron 2 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

2 1 Jun

2 May

Women's
Health &

Paediatrics

Oak 2 May

Ash 2 0 May

NICU 0 2 May

Paeds ED 3 Jul

Labour Ward 2 2 Aug

Joan Booker 2 May
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6 Charts

Safety Thermometer Charts

Chart 1 Percentage of patients with new harms

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

Formal complaints have reduced in April and this is in line with seasonal expectation. This is
against a backgrop of an elevated number of complaints received in April 2014 compared to the
same month in other years.

Chart 5b: Follow-up complaints received

Follow up complaints have settled and are consistently below 10% of new complaints received in a
month. This is reflective of the new complaints process and implementation of the successful
complaints panel chaired by the Chief Nurse which provides guidance on complex complaints and
enables quality checks of responses.
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Chart 6: Concerns and complaints about discharge

Complaints and PALS cases relating to discharge appear consistently low, however, when such
complaints occur the impact on patients and carers is high. To improve learning in this area a
thematic review is underway to aim to improve the patient or carer experience when dealing with a
complex discharge.

Chart 7: Friends and Family Test response rate

The above chart shows the response rates across different settings. Outpatients does not record a
response rate and Day Surgery is encompassed within the Inpatient figure as are Paediatric
responses. These measures will also include the comparison to internal targets once the Maternity
response rate targets have been agreed.
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Chart 8: Friends and Family Test satisfaction percent

The above chart shows the response rates across different settings. These measures will also
include the comparison to internal targets once the maternity response rate targets have been
agreed.
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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.

1-09 The total number of falls per 1000 bed days.

1-10 Falls with harm (spot-test) point prevalence as measured by the National Safety
Thermometer measure.

1-11 Pressure ulcers per 1000 bed days.

1-12 Pressure Ulcers (spot-test) point prevalence as measured by the National Safety
Thermometer measure.

1-13 Readmissions within 30 days – Emergency only.

1-14 Completion of the WHO Surgical Safety Checklist as reported on the Theatres dashboard
(excluding Radiology and General Medicine as these specialties have a 2-part checklist).

1-15 Percentage of stroke patients admitted to a stroke unit within 4 hours.

1-16 Percentage of inpatients for whom EDD Estimated Discharge Date was set within 14
hours of admission.

3-03 The total number of Serious Incidents Requiring Investigation (SIRI).

3-07 Friends and Family Test Satisfaction (Recommend) 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?"). Now includes Daycase activity.

3-08 Friends and Family Test Satisfaction (Recommend) score for A&E
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(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?").
3-09 Friends & Family test Satisfaction (Recommend) score - 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 & Family test Satisfaction (Recommend) score – 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?").
3-10 Follow up complaints.
3-11 Dementia screening (Composite Score based on the national return, combining the two
questions).

Note: Indicators 1-01 to 1-16 are from the Trust’s Best Outcomes dashboard and Indicators 3-
03, 3-07, 3-08, and 3-09 are from the Excellent Experience dashboard. Only indicators
applicable to the Quality Report are included.

2. Target (T*) - where possible a national (N) or local (L) target has been used; where not
available, we have used a percentage improvement on the 2014/15 year end total.

3. Outturn 14/15 – the overall results for 2014/15.

4. YTD (Year-to-date) Target 15/16 – the sum of the monthly target 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 entire year.

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.

9. YTD 15/16 - The sum of the actual activity from the beginning of the financial year (April)
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APPENDIX 2 Patient Experience Dashboard – April 2015

Apr-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 15 15  1 1  2 2 13 13  5 5  5 5  41 41
Dis charge related

complaints 3 3  0 0 1 1 0 0  4 4

% Response

timescales met 95% 95% 100% 100% 100% 100% 100% 100% 100% 100% 71% 71% 94.0% 94.0% 95% >95%
PALS Concerns 51 51  6 6  0 0 36 36  35 35  7 7  137 137

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 40.7% 40.7% 2.9% 2.9% 14.2% 14.2% 25.6% 25.6% 3.3% 3.3% 9.4% 9.4% 28.5% 28.5% 32.0% 32.0% 27.6% 27.6%

A&E

20%; IP

A&E

20%; IP

FFT* Score - 96.6% 96.6% 90.0% 90.0% 100.0% 100.0% 94.0% 94.0% 100.0% 100.0% 96.6% 96.6% 84.7% 84.7% 90.0% 90.0% 90.4% 90.0%

Total YTD

AMES YTD Fac &IS YTD HR &

Other

YTD TASCC YTD TODT YTD WH &

Paeds

YTD

Intimations of

cla ims 3 3 0 0 0 0 3 3 3 3 3 3 12 12

Reported cla ims 0 0 0 0 0 0 0 0 1 1 0 0 1 1

IP 95%, A&E 87%,

Maternity TBC
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APPENDIX 3 Patient Experience Schedules – April 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

Complaint response time by grade of complaint

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

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.
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TASCC AUG-2014#3 Request for information fulfilled. Currently under
consideration.

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


