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TRUST BOARD
30th May 2013

TITLE Quality Report

EXECUTIVE
SUMMARY

The Quality Report is presented for April 2013.

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.

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

Date: 23rd May 2013

Decision: For Discussion
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1 Executive Summary

The Trust is mindful of the need to increase its efforts to improve quality performance, in particular its
in-hospital mortality and the experience of patients using its emergency services.

The Board’s attention is therefore drawn to three key issues discussed in the paper.

1. The challenge of reducing the amount of people who die in hospital; discussed in 1.1.

Mortality reviews are being carried out at Divisional level but not on 100% of deaths as per the Trust’s
aspiration. Therefore the performance of 97 deaths in hospital against a month’s target of 76 is
disappointing. However, at a more Trust-wide level, the Clinical Outcomes Steering Group continues
to provide in-depth analysis of the mortality data. There is more to be done to get all deaths reviewed
in a standardised way and this is being tracked by the Integrated Governance and Assurance
Committee

2. Managing the potential impact on patient experience of pressures on the emergency care
pathway.

The impact of managing the Accident and Emergency (A and E) 4 hour target on the experience
discharge by our patients; discussed under 4.1

Nationally there is recognised pressure on acute provider Trusts to both meet the complex demands
on health care services and adhere to the threshold of waiting times in its Accident and Emergency
Services. The Trust is concerned about this and continues to work on its Emergency Care
improvement action plan to deliver a safe and high quality service. The patient experience measure,
the Friends and Family Test (FFT), is reflecting the impact this is having on patient experience.
Therefore, the need to adequately capture the views of users of our Emergency Services is pressing.
Currently A and E response rate is 3.2%, which is a threat to the Trust-wide FFT performance and
the FFT score of 63.1. The Board can be assured that efforts to secure an effective solution to
increasing the FFT response rate are in train.

3. Another issue worthy of note is the increasing rate of discharge related complaints due to:-
1. Too early discharge.
2. Arrangements on the day.
3. And transport issues.

Key streams of work underway to address this are the Ready to Go project; the Discharge Task
Force and the Multi-Agency Risk Management Meetings.

The Poor quality of the Patient Transport Service is an external factor that is a threat to the Trust
meeting the A and E performance targets as well as responding to the needs of all our patients who
use our emergency service. The Board will note the steps taken by the Trust to escalate the problems
through raising safeguarding concerns and a Multi-Agency Risk Management Meeting is to be hosted
by the Surrey Safeguarding Adults Head.
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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.

Delivering or exceeding Target Improvement Month on Month (T*) Target Type:

Underachieving Target Month in Line with Last Month N, National

Failing Target Deterioration Month on Month L, Local

Scorecard Commentary

Actual deaths in the Trusts for April (97) exceeded the threshold of 78 in one month. Reviews and
reflection on the deaths that occur in hospital take place at a Trust and Divisional level. The Clinical
Outcome Steering Group continues to carry out in-depth reviews on deaths based on HRGs as well
as by diagnoses, for example UTI-associated deaths and deaths from Haematological Malignancies.
Standardised mortality reviews of all deaths are monitored and this performance is reported to the
Integrated Governance and Assurance Committee (IGAC).

2 Clinical Effectiveness

2.1 Enhancing Quality and Recovery (EQ&R)1 Programme (part of CQUIN2 Programme)

The Trust actively participates in the regional Enhancing Quality (EQ) Programme. The continued
upward trend within the majority of pathways against challenging improvement targets demonstrates
considerable progress this year, as evidenced by achieving well against our priority targets for the
2012/13 year.

The Trust was the only acute Trust to achieve success in all thirteen criteria (as above, one measure
was partial rather than full). The dementia pathway is at an early phase and will benefit from
additional training to be rolled out in 2013.

1
Enhancing Quality and Enhanced Recovery website: http://nww.enhancingqualitycollaborative.nhs.uk/

2
CQUIN – Commissioning for Quality and Innovation
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3. Safety Update

3.1 National Patient Safety Agency (NPSA) Safety Alerts

There have been no new alerts reported by the NPSA since November 2012. There is one overdue
alert which is around minimizing risks of mismatching spinal, epidural and regional devices with
incompatible connectors, the deadline for which was April 2012.

The Trust will wait for the International Standards Organisation to produce their specification for these
devices. The ensuing risks, of this remaining unresolved, are actively managed through the Trust’s
risk management processes.

3.2 NHS Safety Thermometer (National CQUIN) (Charts 1 and 2)

The Safety Thermometer3 programme aims to reduce 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. For harm-free care and for VTE risk assessment, prophylaxis and new VTE (not
shown) we are better than the acute Trust average.

The Trust is within the average range for falls, falls resulting in harm and for pressure ulcers old and
new.

There is room for improvement with regards to Trust performance around catheterisation of patients
and for patients having either old UTI or new UTI. A recent review by the Infection Control team has
shown that continuing training and education of staff in catheter care is an effective intervention.

Chart 1 ASPH Harm-free care Chart 2 ASPH Patients with new CAUTI

4. Patient Experience

4.1 Complaints/Ombudsman Reports (Charts 3 – 6)

There were 56 complaints received compared with 49 in March and 48 in February.

The higher number of inpatient complaints received in April relate to 14 episodes that occurred in
March 2013 and 4 in February 2013. Inpatient complaints relate to treatment and care,
communication and discharge. Following a complaint raised in February, Medical Short Stay Unit
(MSSU) have worked to an improvement action plan and April saw a decrease in the number of
complaints with 4 compared to 13 in March. The number of inpatient complaints received was
equivalent to that for March.

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

harms and 'harm free' care. http://www.ic.nhs.uk/services/nhs-safety-thermometer
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Against a monthly threshold of less than six discharge-related complaints a month, there were twelve
in April, a similar performance to the previous two months. The main issues related to concerns that
discharge was ‘too early’ and ‘arrangements on the day’. The Ready to Go project is a recent
initiative designed to improve discharge with involvement from Executive to ward level staff. This is a
multidisciplinary approach to the assessment, review and resolution of potential and actual blockages
to patients’ discharge within real time.

Although only two complaints were related to issues about transport at discharge, the quality of
service from the contracted Patient Transport Service is of concern. Unreliability and timing issues for
transport have affected community care packages, medication to take out of hospital (TTOs) and
general arrangements in preparation for discharge. An in-depth review is being carried out on this
issue and, owing to the impact on the physical and mental well-being of, in particular, our elderly
patients, the Trust has raised this as a safeguarding issue and will call a risk summit to try and
effectively resolve the poor service.

4.2 Patient Feedback

Of the 56 complaints, 49% (27) related to Acute & Emergency Medicine. Final responses were due
for 46 complaints in April. Overall performance against agreed timescale for responding to formal
complaints was 89% compared with 79% in March.

Friends and Family Test
There is improvement overall in the Friends and Family Trust response from March (10.9%) to April
(11.7%), although we are not yet achieving the national target of 15%. A and E response rate was 3.2
% in April. Key interventions will focus on offering, instead of paper, an alternative media of giving
feedback. This would include text messaging as online responses using a tablet computer. A solution
is currently being explored in the form of using text messaging. Salford Royal has adopted this
medium and improved their performance in A and E from less than 5% to 25%.

Compliments
The Trust received 12 formal compliments during April. All formal compliments received in the
Executive Offices are responded to personally in writing.

NHS Choices Website Comment – Birch Ward
“I was admitted to CCU for 2 days and then spent a week on the main heart ward and was very
surprised to find that the care and service I received was of a very high standard. The ward was
clean. The nurses cared how I felt and looked after me with compassion. Even the food was good.
Well done St. Peter's”.

Parliamentary and Health Service Ombudsman (PHSO) cases

The table below provides a summary of cases that were active with the PHSO in April 2013.
Issue Stage

Care and treatment relating to bile
duct dilation.

The PHSO have partially upheld the complaint,
recommending remedy payment to the complainant
and an action plan.

Relating to failure to diagnose a liver
abscess.

The PHSO have recommended further Local
Resolution.

Clinical decisions regarding
treatment (neurology)

Received January 2013. The Trust have provided
further information and await decision.

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.
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4.3 Best Care Phase 2

The new Best Care audit comprises 14 indicators. These 14 indicators are based on current Best
Care audits, Infection Control audits and CQC audits.

These indicators have the outcome measurement indictors alongside the process indicators. Each
ward will have an assessment completed and will be accredited with one of four levels; (Level 0=red
level 1= amber, level 2= yellow, level 3= green). The outcome of April’s Best Care audit was: three
level 3 wards; three level 2 wards; 14 level 1 wards and seven level 0 wards, trust wide.

There were a number of issues identified, the most critical of which were: observation charts &
modified early warning score (MEWS); nursing documentation & care plans; skin integrity care and
nutrition. The actions are listed in the table below.

Item Number Action Agreed

Patient OBS
1.1

OBS chart will need to be reformatted to incorporate boxes that are easily
identifiable within the chart for countersigning.

1.2 Modified early warning Score (MEWS) scoring needs to be reviewed to check
that the Trust’s interpretation of the MEWS is compliant with national guidance.

Nutrition
2.1

Nil by Mouth (NBM) care plan to incorporate a mouth care record chart on the
back of the care plan.

Skin Integrity
3.1

Education of staff to ensure that the Skin Integrity care plan is followed.

Documentation
4.1.

Review of Adult Nursing Assessment (ANA) document re flow,
appropriateness- explore the IT solution for all risk assessments to be in one
place.

4.2. Review of core care plans to be within the ANA and then speciality specific
care plans to be separate.

4.3. Review the number of Care Plans- reduce some given e.g. Privacy and Dignity
due to being in Hospital.

4.4. One document for the patient to sign- currently two, property/care plan.



Paper 5.2

9

APPENDIX 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 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.

1-02 The total number of deaths.

1-03 Number of Hospital acquired MRSA

1-04 Number of Hospital acquired C-Diff

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, 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:
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The forecast is calculated for individual targets using the performance to date, any foreseen
changes and then extrapolated over the year.

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

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

6. Year-to-Date (YTD) - The sum of the activity from the beginning of the financial year (April).
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APPENDIX 2

Best Care Accreditation Levels

Best Care Results April 2013.
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APPENDIX 3 Patient Experience Dashboard – April 2013

Feb-13 EMED YTD

Fac
(per
month) YTD

TASCC
(per
month) YTD

TODT
(per
month) YTD

WH&P
(per
month) YTD

Trust
(per
month) YTD

YTD
target

Annual
target

Complaints Rec'd 27 27  0 0  9 9  9 9  9 9  55 55 <475

Discharge related complaints 11 11  0 0  1 1  0 0  0 0  12 12 <70

% Response timescales met 89% 89%  n/a  90% 90%  100% 100%  75% 75%  89% 89% 95% >95%

PALS Concerns 21 21  5 5  23 23  14 14  3 3  69 tba tba

FFT* returns 12% 11.7 20%

FFT Score 68% 68

Intimations of claims 2 2  0 0  4 4  4 4  2 2  tba tba

Reported claims 0  0 0  1 1  1 1  0 0  tba tba

No change from previous month 

Decrease compared to previous month 

Increase compared to previous month 
Improvement compared to previous month/100% target
held

Same or no change

Deterioration compared to previous month

Not applicable

*Friends and Family Test. % of patients responding "extremely
likely" response to the question "how likely are you to recommend
our Ward [A7E department] to friends and family if they needed
similar care or treatment?"


