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TRUST BOARD
30th January 2014

TITLE Quality Report

EXECUTIVE
SUMMARY

The Quality Report is presented for December 2013. Please refer
to the Executive Summary on page three.

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.

LINK TO STRATEGIC
OBJECTIVE

SO1: To achieve the highest possible quality of care and treatment
for our patients in terms of outcome, safety and experience.

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 and Social Care Act 2012 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.

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

Date:
24th January 2014

Decision: For Assurance
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1 Executive Summary

There were 38 new formal complaints in the month of December, in line with expectation for
the month. Whilst the number of formal complaints has dropped since the November 2013
level of 54, the year to date figure of 379 is above expected number.

The Trust is continuing to make sound progress against the CCG Complaints Action Plan.
Complaints performance against timescale has shown an encouraging improvement from
61% in November to 91% in December, which reflects demonstrable commitment from all
areas to achieve sustainable performance improvement. Divisional performance is shown in
section 5.1 and in Appendix 4.

The number of falls in December (72) is above what would be expected in a typical month
(58), and is showing a rising trend from November (50) and October (55). 562 for year-to-
date is above threshold. Review of severity of the December falls shows that 47 falls did not
result in harm or injury to the patient, and 1 of the falls resulted in severe harm. The Trust is
committed to focussing on reducing falls. The well received Stay Alert for Falls Event (SAFE)
Training Day occurred in January and the session emphasised practical techniques to reduce
falls.

There has been a worrying increase in Grade 3 and 4 Pressure Ulcers which has contributed
to the high number of SIRIs in December. Immediate actions to address findings of early
analyses of the Pressure Ulcers are complete and further action is planned.

The Friends and Family test score for November inpatients (72) remains above the Trust
target (70) for inpatient care. The A&E score of (51.6) continues to track below the target
(70) set at the start of the year but benchmarks with other EDs nationally.
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2 Performance Monitoring

2.1 Quality and Safety Balanced Scorecard and Commentary

Table 1: Quality Performance Dashboard

For indicator definitions see Appendix 1.

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

Delivering or exceeding Target Improvement Month on Month

Underachieving Target Month in Line with Last Month

Failing Target Deterioration Month on Month

Scorecard Commentary

The SHMI mortality rate for December was 55 which means the rolling twelve month position
is 59, against a limit of 72. The actual number of deaths in December was 100 which is
above the monthly limit of 86. The cumulative number of deaths year to date of 665 is,
however, well below the 775 limit.

There was 1 case of hospital-associated DVT/PE in December (compared with 5 in
November). The December case is unconfirmed (pending root cause analysis). Of the
November cases, 3 are confirmed and 2 are unconfirmed. The Trust continues to focus on
improving its identification process for hospital acquired thrombosis.

There were 38 new complaints in December. Complaints in December were lower than
November (54), October (45) and September (41). Year to date new formal complaints of
379 remains above the threshold of 337.

The Friends and Family Test score for November inpatients (72) favourably exceeds the
Trust target (70) for inpatient care and is in line with the year to date score of 72. The score
for A&E (51) whilst below the target (70) set at the beginning of the year is within the range
for the past quarter - November (54) and October (47) and benchmarks favourably with other
EDs nationally.
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There are 11 SIRIs for December which is 5 above the monthly threshold. There has been a
disproportionate increase in the number of Grade 3 and above Pressure Ulcers. Initial findings
of the immediate analysis that was carried out point to abnormally high levels of staff sickness
over the Christmas / New Year break and consequent temporary staff on the wards. Actions to
strengthen and improve risk assessments, body mapping during patients’ moves between
wards and awareness amongst nurses as well as doctors are already underway. A
comprehensive review of the Trust-wide Pressure Ulcer action plan is due to take place in
January 2014 and a deep dive into all the grade 3 and above Pressure Ulcers that occurred in
December will be part of this.

The number of falls in December (72) is in excess of both November (50) and October (55),
and above the monthly limit (58). 562 falls for year to date remains above threshold. Clinical
areas at the upper end of falls were Medical Short Stay Unit (7), Accident and Emergency (7),
and Swift Ward (6). In January the Stay Alert for Falls Event (SAFE), provided practical
strategies to reduce the likelihood of falls.

There were no cases of hospital acquired MRSA this month. There was 1 case of C. difficile
in December, and this is in line with expectations.

3. Clinical Effectiveness

3.1 Quality Account Q3 Dashboard for April to December 2013

The Quality Account dashboard for April to December is presented in Appendix 3.

Dementia: The Trust is screening and assessing 98.5% of its eligible patients for dementia,
thus achieving and exceeding the target of 90%. The number of surveys returned by carers
of patients with dementia whilst improving, is still fairly low volume. This limits the
conclusions able to be made from the surveys returned so far.

Discharge: Currently the Trust is discharging approximately 46% of patients before 15:00h
against a target of 66%. Complaints relating to discharge remain low in September (3); there
were 44 over the nine month period which is just below the limit of 51. There has been
significant improvement in sending electronic discharge summaries to GPs within 24 hours;
daily reports indicate the Trust is consistently achieving over 90%, which whilst below target
of 95% is a considerable improvement on earlier months.

Communication: There has been a 21% response rate for the Friends & Family Test (FFT)
exceeding the 20% target. The overall Trust promoter score for FFT (62) whilst below the
target of 70 is well up on the score at end of Quarter 3 (51).

Harm-free Care: The Trust is achieving well in this area with hospital-associated new harms
of 2.24% year to date well below the limit of <6%. The significant reduction in CAUTI1 has
been sustained in quarter 3.

Nursing Care: Falls has been discussed in section 2.1, Scorecard Commentary. There has
been a reduction in hospital-associated pressure ulcers (97) over the nine months against a
limit of less than 104.

VTE2: The Trust continues to meet the target for VTE risk assessment. VTE cases have
been addressed in section 2.1, Scorecard Commentary.

1
CAUTI catheter-associated urinary tract infection measured within the Safety Thermometer one day census.

2
VTE venous thromboembolism



6

Improve the Safety Culture: Friends and Family Test, and Formal Complaints, are addressed
in section 5.2.

Diabetes: The trust has a target of assessing 100% of eligible patients for diabetes by the
end of the year. In December 91% of patients were assessed, and the trajectory is of
continuing improvement. A baseline is being established for length of stay.

Readmissions: Emergency readmissions of 13.0% are marginally above the limit of 12.6%,
and elective readmissions of 2.2% are below the limit of 2.7%. The Trust’s Readmission
Prevention Project Board is continuing to focus on reducing readmission through a range of
initiatives including a tool to predict readmissions based on risk profile.

Quarter three results will be shared with our stakeholders at our Quality Account workshop
on 3 February 2013.

3.2 Update on Tissue Donation and NICE Clinical Guideline 135

In this section a brief update is provided on Organ and Tissue Donation, which is a profile
area nationally. Between April and September 2013 the Trust has fully complied with NICE
guideline 135. The Organ Donation Committee has produced an education DVD and this is
additionally being shown at other Trusts in the South East Coast region. In 2014 one of the
main projects is the Commemorative Memory Tree to commemorate donors and this will be
delivered by July 2014.

4. Safety

4.1 National Patient Safety Agency (NPSA) Safety Alerts

There have been no new alerts reported by the NPSA since March 2012.

4.2 NHS Safety Thermometer (National CQUIN) (Charts 1 - 4)

The Safety Thermometer3 programme of work aims to achieve significant reductions in four
types of avoidable harm from which patients are at most risk during episodes of healthcare:
pressure ulcers, falls, catheter associated urinary tract infections (CAUTI) and venous
thromboembolism. Data is collected on all inpatients on one day per month, approximately
500 patients, to provide a ‘snapshot’ of harms.

The Trust’s Safety Thermometer performance is demonstrated in Charts 1 to 4 (page 10),
which show the following:

 The sustained decrease below the national average (2.54%) of ‘new’ (hospital associated)
harms continued in December (1.79%).

 The incidence of CAUTI (0.2%) remains below the national average (0.38%).

 Whilst in December new pressure ulcers increased to 1.0% (from 0.42% in November), the
prevalent trend for the past six months is for new pressure ulcers to be tracking below the
national average.

 There was a decrease in the percentage of patients who had experienced falls with harm on
the ‘spot test’ day in December to 0.6% (from 1.06% in November). The December figure is
below the national average.

3
The NHS Safety Thermometer is a local improvement tool for measuring, monitoring and analysing patient

harms and 'harm free' care see: http://www.hscic.gov.uk/thermometer)
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Although the overall trajectory is favourable regarding delivery of harm-free care in
accordance with the Safety Thermometer survey, there was a disturbing peak in Pressure
Ulcers and Falls Resulting in Harm during December. This conflicting picture of hospital
acuired harm in the Trust requires more understanding and this examination has already
begun.

5. Patient Experience

The Patient Feedback Dashboard in Appendix 4 provides an overview of key patient
experience metrics and these results are explored in further detail here:

5.1 Formal Complaints (Charts 5 – 7)

There were 38 new formal complaints received, representing a decrease of 30% compared
with November (54). The December level of complaints was also slightly below October (45)
and September (41).

Chart 5 shows a breakdown of complaints received by month and demonstrates an overall
pattern of seasonal variation in the number of complaints received, which December was
consistent with.

Complaints by Date of Episode

Chart 6 shows a breakdown of complaints by Service Area and the date of the episode
relating to each complaint.

The highest number of complaints received in December relate to inpatient episodes. The
majority of new complaints received in December pertain to care episodes involving
November and December.

Discharge Related PALS Concerns and Complaints

Chart 7 shows discharge related concerns and complaints.

Discharged related complaints and concerns are continuing to show a favourably downward
trajectory, which has been sustained across both quarter 2 and quarter 3.

Performance against Timescale

There was an overall Trust performance of 91% against the agreed timescale for responding
to complaints, a considerable improvement against both November (61%) and October
(84%). All areas have been committed to achieving sustainable performance improvement.

The Patient Experience Dashboard shows divisional performance against timescale.

The Trust has started monitoring the duration of response times to incoming initial
complaints. The following table shows the mean, median and mode response time by
division.

Table 1 Response Time Averages for Complaints in December 2013
Dec 13 AEM WHPAED TODT TASCC Facilities HR Trust
Mean 27 25 26 24 23 53 26
Median 25 24 24 27 23 - 25
Mode 16 - 27 27 - - 27

These figures show that, on average, the time it took the Trust to respond to a complaint in
December was 25 days, with half of complaints being responded to in less than 25 days. In
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addition, reponses were most frequently 27 days or less. These measures give assurance
that, in the absence of a time standard since 2009, the Trust’s practice of agreeing a time
with the complainant in which to respond has not led to complaints taking much longer than
25 days. The Trust will also be focusing on ways to monitor the quaility of responses and the
experience of the complainant.

The Trust will implement the recommendations that were published in the Anne Clwyd and
Tricia Hart Complaints review and monitor the impact of these improvement actions.

Parliamentary and Health Service Ombudsman (PHSO) cases

The table below provides a summary of cases that were active during December 2013.

Table 2 Summary of Active PHSO Cases – December 2013
Division Stage

FACILITIES Information requested and provided.

AEM Information requested and provided.

A complaint outstanding from Maternity was confirmed in October as not upheld by the
PHSO.

5.2 Patient Feedback

5.2.1 Friends and Family Test (FFT)4

Chart 8 shows the Trust has exceeded the target of 20% returns for the seventh consecutive
month in the response rate, with a combined Trust rate of 24.7% (November 21.9%).

Chart 9 shows that the Inpatient Net Promoter Score (NPS) of 72 (November 73) exceeds
the Trust target of 70. The NPS for the Emergency Department (ED) was 51, compared to
November (54) and October (47). The ED score continues to track below the target of 70 set
at the beginning of the year, although improvement is occurring.

The Trust commenced the implementation of the Friends and Family Test in Maternity
Services in October. The response rates were December 8.2%, November 3.8%, and
October 4.9%. The corresponding net promoter scores were December 64, November 68,
and October 77.

The complexity of the Maternity three-point FFT measure and its challenges in terms of data
capture are being addressed by the Women’s Health Division with the support of the
Information Services Department. With the resolving of these issues, the response rate is
expected to improve.

5.2.2 WOW Awards

For the first time in December 2013 the Trust is reporting WOW awards which are issued to
our staff as a result of positive feedback from patients or colleagues.

In December 2013, 8 staff WOW awards have been listed. 4 awards were from Acute and
Emergency Medicine covering staff from clinical and administrative areas. Trauma,
Orthopaedics, Diagnostics and Therapies have 1 award for nursing. 2 housekeeping staff
have been nominated. There has been 1 additional award from a non-clinical area.

4
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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5.3 Best Care Audits December

The Best Care audit is an on-going accreditation scheme used to assess wards against 14
quality and safety indicators. The frequency of Best Care Audits from April 2013 onwards is
aligned with performance, based on the Salford Royal model. Wards may be reassessed
every two, three, four or six months depending on achievement of accreditation levels of
zero, one, two or three respectively. In order to reflect the results more accurately, trend
lines on the Best Care Dashboard TB December 2013 have been amended to reflect the
reassessment audits since April 2013.

In December three areas were re-audited. The accreditation levels achieved are shown
below; for detailed results refer to the dashboard in Appendix 5.

1. The Emergency Department (ED) received the lowest accreditation level (zero) and is to
be re-audited in February 2014.

2. Holly Ward maintained the highest level of three and Labour Ward maintained the
previous level of two.

3. Plans for improvement are received by the Best Care Surveillance Panel.

Table 4 Best Care Accreditation Levels, December 2013

July Aug Sep Oct Nov Dec Re-
audit

Acute
Medicine &
Emergency

Services

Aspen 0 2 Jan

CCU & Birch 2 Jan

Cedar 2 Jan

Holly 3 Jun

May 2 1 Feb

MAU 1 1 Jan

MSSU 1 3 Apr

Maple 3 Apr

Fielding 0 3 Mar

WWW/Chaucer 0 3 Mar

ED 1 0 Feb

Theatres
Anaesthetics

Surgery &
Critical Care

Kingfisher 1 3 May

Falcon & SDU 1 1 Jan

Heron 1 Jan

SAU 0 0 1 Feb

ITU 3 Feb

MHDU 3 Apr

DSU & Theatres ASH 1 3 May

DSU & Theatres SPH 3 Feb

T & O
Dickens 2 3 May

SWAN 2 2 Mar

Women's
Health &

Paediatrics

Oak 3 Jan

Ash 1 0 Dec

NICU 2 2 Mar

Pads ED* 2 Feb

Labour Ward 2 2 Apr

Joan Booker 2 2 Mar
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Charts 1 to 4 Safety Thermometer

Chart 1 Percentage patients with new harms Chart 2 Indicence of new CAUTI

Chart 3 Incidence of new pressure ulcers Chart 4 Percentage of falls with harm
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Chart 9 Friends & Family Test: net promoter score
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APPENDIX 1 Quality and Safety Balanced Scorecard Indicator Definitions

Table 1 is made up of 9 main columns:

1. Description of Measure
1-01 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. A three year dataset is used to create the risk adjusted models. A one year
dataset is used to score the indicator. The one year dataset used for scoring is a full 12 months
up to, and including, the most recently available data. The three years used for creating the
dataset is a full 36 months up to, and including, the most recently available data.

1-02 The total number of deaths in hospital.

1-03 Number of Hospital acquired MRSA

1-04 Number of Hospital acquired C-Difficile

1-05 The number of patients with a VTE (Venous Thromboembolism) assessment who then had
a Pulmonary Embolism or Deep Vein Thrombosis (during their stay)

1-06 The total number of Serious Incidents Requiring Investigation

1-07 Average number of beds available (including escalation beds) in the month against the
average number of beds occupied taken at midnight from PAS

1-08 The percentage of patients who were transferred between wards 3 or more times during
their admission.

1-09 The number of formal complaints

1-10 Friends and Family Test score for Inpatients
(Test asks following standardised question: "how likely are you to recommend our ward to
friends and family if they needed similar care or treatment?"

1-10a Friends and Family Test score for A&E
(Test asks following standardised question: "how likely are you to recommend our A&E
department to friends and family if they needed similar care or treatment?"

1-11 The total number of falls

1-12 The total number of falls resulting in significant injury grade 3 or above

1-13 The number of hospital-acquired pressure ulcers grade 2 or above
1-14 New Catheters and UTI's as a rate of total sampled patients

2. Target (T*) - where possible a national (N) or local (L) strategic health authority target has
been used; where not available, we have used a percentage improvement on the 2012/13 year
end total.

3. Outturn 12/13 – the overall results for 2012-13.

4. YTD (Year-to-date) Target 13/14 – the sum of the monthly target from the beginning of the
financial year (April).

5. Monthly Target 13/14 – the target for each month

6. Annual Target 13/14 – the target for the entire year.

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

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

9. YTD 13/14 - The sum of the actual activity from the beginning of the financial year (April).
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APPENDIX 2 Quality Account Dashboard Information

Priority 1: Improving the care of patients with dementia and their carers

All emergency patients aged over 75 who have a length of stay longer than 72 hours should
be screened for dementia (exclusions apply e.g. patient in a coma); those patients identified
through the screening are then referred on to the team for full assessment.

Survey of dementia carers is due to start by the 1st July. There is no requirement around
response rates or scoring.

Priority 2: Providing safe, high quality discharge for patients

Electronic discharge summaries are created when patients are ready to leave hospital; these
can be printed and posted or sent electronically to GP practices.

Priority 3: Improve all aspects of communications with patients

From April 2013, all patients are being asked a simple question to identify if they would
recommend a particular A&E department or ward to their friends and family. For further details
see:
https://www.gov.uk/government/news/guidance-for-nhs-trusts-on-the-nhs-friends-and-family-
test

Priority 4: Improve harm-free care

Each month all inpatients are assessed on one day for four avoidable harms that patients
might experience whilst in hospital using an audit tool called the Safety Thermometer; results
can be compared with other trusts and nationally. For further details see:
http://www.ic.nhs.uk/services/nhs-safety-thermometer

Priority 5: Improve nursing care

The incidence of hospital acquired pressure ulcers and falls are considered to be good
indicators of the quality of nursing care. Although measured within the Safety Thermometer
this is the full data for these indicators for the month.

Priority 6: Provide effective risk assessment and prophylaxis for VTE

'Venous thromboembolism' (VTE) is a collective term for both 'deep vein thrombosis' (DVT)
and 'pulmonary embolism' (PE). VTE can be difficult to diagnose. Most hospital-associated
VTE occur after discharge; the average DVT after surgery is on day seven, the average PEs
on day 21.

Root Cause Analysis (RCA) is a method of problem solving that looks closely at the details of
a fault or problem to try to identify the root causes and solve them.

Priority 7: Improve the safety culture

Patient and staff feedback are being measured using the Friends & Family Test (FFT) see
Priority 3 above re patient FFT. More detailed feedback from staff is also being collated
relating to patient safety in their ward or department.

Priority 8: Improve the care of patients with diabetes

On admission to hospital, all appropriate, adult inpatients should be screened for diabetes.
Patients identified to be at risk will be referred on to the diabetes team for investigation.

Priority 9: Reduce emergency and elective re-admission rates

These are being measured as re-admissions within 28 days of discharge either following an
elective procedure of an emergency admission.
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APPENDIX 3 Quality Account Dashboard Quarter 3 (April to December 2013)

Quality Account 2013/14
Target /

Limit

Apr May June July Aug Sept Oct Nov Dec YTD Trend

% Emergency admissions aged ≥75 screened (los > 72h; exclusions apply e.g. coma) 90% 97% 98.5% 99.3% 99.4% 98.2% 99.3% 99.1% 100.0% 98.5% 98.8%

% Patients appropriately assessed 90% 97.0% 98.1% 100% 97.7% 100% 100% 100% 100% 98.3% 98.9%

Increase timely discharge of patients (before 15:00h). 66.0% 49.2% 50.0% 52.1% 48.2% 46.7% 47.5% 49.2% 48.1% 46.2% 48.6%

Reduce complaints relating to discharge by 5% of 12/13 value (= 72) 68/y 11 8 5 6 3 3 4 1 3 44

Increase electronic discharge summaries sent within 24 hours discharge 95% 22.6% 52.8% 79.3% 64.4% 89.7% 94.4% 95.1% 93.6% 84.0%

% Response rates for the NHS Friends and Family test (target = 20% by Q4) 20% 11.7% 14.1% 29% 23% 24% 26% 24% 21% 25% 21.7%

Promoter score for the NHS Friends and Family test (target by end of year) 70 68 67 58 58 59.6 51 59 62 62 59.6

Reduce formal complaints re communication by 10% value 12/13 <196 yr 29 22 15 23 11 19 5 13 9 146

Improve harm-free care - Safety Thermometer by reducing new hospital-acquired harms. <6% 4.3% 3.9% 3.3% 2.4% 1.0% 1.9% 1.7% 1.7% 1.8% 2.24%

Reduce hospital acquired CAUTI (ST monthly measure) <1.2% 1.6% 0.2% 0.4% 0.4% 0.0% 0.4% 0.2% 0.2% 0.2% 0.41%

Reduce patient falls (total falls) <700 /yr 43 75 66 89 53 49 55 50 72 552

Reduce patient falls resulting in harm (grade 3 and above) <15 / yr 0 2 6 2 1 0 2 0 4 17

Reduce hospital-acquired pressure ulcers (≥stage 2) <139 /yr 10 16 9 10 7 10 9 15 11 97

Improve % patients risk-assessed for VTE

> 95% 95.1% 95.4% 95.1% 95.7% 95.7% 95.0% 96.7% 95.8%

unvalida

ted 95.4%

Reduce hospital associated VTE <24/yr 1 3 2 3 5 3 2 5 1 25

Promoter score for the NHS Friends and Family test (FFT) (target by end of year) 70 68 67 58 58 59.6 51 59 62 62 59.6

Reduce formal complaints <450/y 54 40 37 43 26 41 45 54 38 378

% Patients assessed for diabetes (100% by end of year) 100% 71% 72% 65% 78% 89% 83% 91% 78%

Reduce length of stay (establish a baseline) N/A 3.8 4.2 3.8 4.0

Reduce elective readmissions - 28 days 2.7% 2.2% 2.2% 2.3% 2.4% 2.4% 1.6% 2.2% 1.9% 2.5% 2.2%

Reduce emergency readmissions - 28 days 12.60% 12.6% 13.5% 12.8% 14.7% 13.5% 11.8% 13.8% 13.2% 11.2% 13.0%

*Note results for indicators w ith less frequency than quarterly are not included.

9. Reduce readmission rates

Improving our Patient Experience

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

2. Provide safe, high quality discharge for patients

3. Improve all aspects of communication with patients

Maintaining High Safety Standards

4. Improve harm-free care

5. Improve nursing care

6. Provide effective risk assessment & prophylaxis for VTE

7. Improve the safety culture

Achieving High Quality Clinical Care

8. Improve care of patients with diabetes
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APPENDIX 4 Patient Experience Dashboard – December 2013

Dec-13

EMED YTD Fac

&IS

YTD HR TASCC YTD TODT YTD WH &

Paeds

YTD A&E

FFT

Inpt

FFT

Trust YTD YTD

target

Annual

target

Compla ints Rec'd 11 149  0 9  11 101  8 54  8 60   38 378 337 <450

Dis charge related compla ints 0 29  0 0 2 10  0 4 1 4   3 46 51 <68

% Res ponse times ca les met 91% 88%  100% 100% 65%  100% 76%  80% 77%   91% 79% 95% >95%

PALS Concerns 23 333  5 37  18 268  16 188  5 48   67 874 tba tba

FFT* returns 43%  36%  27%  17% 46%   24.7% 20% 20%

FFT* Score 73  70  79.5  52  73 62 70% 70%

Intimations of cla ims 3 18  0 0 0 14 2 22  2 19 7 73 tba tba

Reported cla ims 3 11  0 0 0 12  2 8  2 7   7 38 tba tba





Decreas e compared to previous month

Increas e compared to previous month

Improvement compared to previous month/100% target

Same or no change

Deterioration compared to previous month or ri sk to ta rget

Not a ppl ica ble

**Friends and Family Tes t. Cons ol idate s core of res pons e to the ques tion "how l i kely are you to

recommend our Ward [A&E department] to fri ends and fami l y i f they needed s i mi la r care or

treatment?" For FFT res ults A&E is reported s eperately - therefore EMED excludes A&E for thi s

meas ure only.
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APPENDIX 5


