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Executive Summary

The Trust remains committed to two of its core responsibilities: protect patients from hospital related
harm and support staff to continuously improve performance in quality and safety. The Board’s
attention is drawn to three key issues discussed in the paper:



1.1

Quality Account: Quarter 1 Report (page 5)
Publication of Surgical Outcomes Data (page 6)
Patient Transfers (page 9)
Quality Account Quarter 1 Report

The targets set for dementia screening and assessment and the response rates for the Friends and
Family test (FFT) are being met and exceeded. The promoter score for the Trust FFT is 62 for the
quarter; national benchmarking data will be available in July to enable initial comparisons.
There is sustained reduction in harm-free care and a reduction in CAUTI as measured in the Safety
Thermometer. The Trust also has seen a decrease in the number of hospital-acquired pressure
ulcers of stage two and above. However, patient falls remains an area of concern; a falls steering
group has been established and is investigating new packages of care. Hospital-associated VTE is
above the limit that was set; all cases are being fully investigated with support from the Trust VTE
Specialist Nurse and there is on-going training of all clinical staff.
Currently the Trust is discharging ~50% of patients before 15:00h against a target of 66%. The
discharge team is working closely with wards and with community partners to further develop the
pathway for frail, older patients. Complaints relating to discharge and formal complaints relating to
communication both fell in May and again in June, however, the Trust remains above the limits set for
the quarter.
The target for elective readmissions (2.7%) has been met but emergency readmissions (13.8%) were
above the target (12.6%). There are plans to pilot a readmission risk-predictor tool to identify and
provide additional support for patients at the highest risk of returning to the Trust.
1.2

Publication of Surgical Outcomes Data.

NHS England mandated the publication of outcomes data for ten surgical specialties by summer
2013. The information that has been made available for each type of surgical treatment varies, but in
all cases the number of procedures performed by each consultant within the specific timeframe is
shown. For all published outcomes to date ASPH consultants are within the expected ranges and no
consultant has refused consent for publication.
1.3

Patient Transfers

The Lead Clinical Site Nurse Practitioner reviewed data which identified patients with three or more
moves during May and June. For June, although 35 patients were identified as having three to four
ward moves the data incorrectly included maternity cases and babies. Of the 25 remaining patients
the moves included instances which should not be counted e.g. within A&E to CDU and to
Medihome. Fourteen patients were identified as having over four moves. Twelve of these were
complex cases including vascular patients, some with several admissions to ITU / Medical High
Dependency Unit and then step-down to a ward, one patient experienced 10 moves.
It became apparent that definition of a patient transfer must be clarified to provide a true picture and
enable targeting of areas where there are genuine issues. Whilst the majority of patient moves were
clinically appropriate, the Trust knows some patients and their families have a poor experience as a
result of multiple moves. A group of senior nurses are investigating excessive moves and are
currently looking at a policy to RAG rate each patient dependant on their condition, other areas of
focus are guidance to reduce and formalise all ward moves, communications with patients and
relatives and the provision of ‘ring-fenced’ beds.
3
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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
Failing Target

Month in Line with Last Month
Deterioration Month on Month

Scorecard Commentary
The balanced score card shows the Trust not meeting its targets in:
•
•
•

Crude mortality, actual deaths
Falls
Friends and Family Test Scores in ED

The SHMI mortality rate for June was 63 bringing the year-to-date position to 63. The actual number
of deaths in June was 87 indicating that the Trust is above the monthly and quarterly trajectory.
However, the number of deaths has decreased during this quarter from the March figure of 121. The
Trust continues to review every death that occurs in the hospital and learning is shared across clinical
teams to drive improvements that could influence the outcome for patients. Performance against the
mortality reviews targets is being monitored at monthly clinical specialty review meetings.
The general trend for all the quality indicators, apart from falls, is that there is a steady and sustained
improvement despite failure to reach the target. Falls is a key area of concern for the Trust and
urgent action has already been taken to address this issue. NICE produced new guidance around
falling and falls prevention this month. A piece of work will be underway shortly to review our current
practice, this will involve looking at: the documentation-care pathway and the possibility of introducing
a falls bundle. The appointment of a new Lead Nurse for Falls Prevention will commence in the Trust
in early September. This work will be monitored by the LIPS project and Corporate Nursing. The
number of Grade 3 falls has shown a reduction this month but is still an area of concern. Root Cause
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Analysis will be completed for all and a working party will be initiated to look at what we can do
differently.
The Friends and Family Test score for ED was 45 in June compared with 51 in May. The possible
explanation for this decrease is that the reliability of the score is increasing as the response rate
increases. However, the Trust might not be an outlier; national benchmarking data will be published
soon and the Trust will analyse performance against this data and provide a report to the next Board
meeting.
2.2

Quality Account Quarter 1 Report

The Quality Account dashboard for April to June is presented in Appendix 3.
Dementia: The Trust is achieving and exceeding the targets set for screening and assessing patients
for dementia. The survey of dementia carers is due to start in July.
Discharge: Currently the Trust is discharging approximately 50% of patients before 15:00h against a
target of 66%. Complaints relating to discharge fell in May and again in June. There is ongoing work
to establish reliable figures for electronic discharge summaries being sent to GPs within 24 hours.
Communication: % response rates for the Friends & Family Test (FFT) continue to increase from April
to June and currently exceed the target. The overall Trust promoter score for FFT is 58 for June
giving 62 for the year, which is below the target of 70. Formal complaints relating to communication
continue to be higher than the target (monthly = 16).
Harm-free Care: The Trust is meeting the target set for reducing hospital-associated new harms;
there has been a reduction in CAUTI1 as measured within the Safety Thermometer one day census.
VTE2: The Trust met the target in quarter one for VTE risk assessment (June figures await further
validation). However, it is difficult to identify actual numbers of hospital-associated VTE due to the
often clinically silent nature of VTE and it is not possible to completely eradicate the risk to patients.
Improve the Safety Culture: As mentioned above the patient FFT is progressing; formal complaints
decreased in May and June but the Trust is still above the target. Work is also progressing with the
staff FFT and with the safety climate survey, which is due to be completed in September 2013.
Diabetes: All eligible patients are assessed for diabetes on admission. The pilot audit undertaken in
June indicated that we need further guidance for wards to capture the audit data correctly and
provide evidence that we are progressing towards the year-end target of 100%. We have also started
to establish a baseline for length of stay.
Readmissions: The Trust is meeting the limit set for elective readmissions (2.7%), however,
emergency readmissions are at 13.8% against a target of 12.6%.
Actions underway include:




We have employed an additional support nurse for pressure ulcers and recruited to the
vacancy for the lead nurse for falls. Our new specialist nurse for VTE has already made a
significant impact with regular training sessions for clinical staff and improved root cause
analysis3.
A recently established falls steering group is investigating new packages of care to reduce the
incidence of falls, including the recent NICE guidance4.

1

CAUTI catheter-associated urinary tract infection
VTE venous thromboembolism
3
Root Cause Analysis, RCA – is a method of problem solving that looks closely at the details of a problem to try
to identify the root causes of faults or problems and solve them.
4
NICE Clinical Guideline CG161 “The assessment and prevention of falls in older people”.
2
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The discharge team is working closely with wards to support safe discharge of patients and
with community partners to further develop the pathway for frail, older patients.
The Trust, internal staff FFT survey has been designed and will be released in July and then
repeated in March 2014.
There is a readmissions project chaired by the Chief Nurse. Plans to pilot a readmission riskpredictor tool have started.

Quarter one results will be shared with our stakeholders at our Quality Account workshop on 23 July.

3.

Clinical Effectiveness

3.1 Publication of Surgical Outcomes Data
Formally established as the NHS Commissioning Board on 1 October 2012, NHS England is an
independent body at arm’s length to the Government, committed to making more information
available about how NHS services and professionals are performing. “Everyone Counts: Planning for
Patients 2013/14” outlines the incentives and levers to be used to improve services from April 2013.
“Offer 2: More Transparency, More Choice” describes the publication, by summer 2013, of consultant
level outcomes using data from national audits for ten surgical specialties. Links to the published data
can be found at:
http://www.nhs.uk/choiceintheNHS/Yourchoices/consultant-choice/Pages/consultant-data.aspx

The information that has been made available for each type of treatment varies, but in all cases the
number of procedures performed by each consultant within the specific timeframe is shown. For all
published outcomes to date ASPH consultants are within the expected ranges and no consultant has
refused consent for publication. The Table below summarises the Trust position.
Table 2: Surgical Outcomes
Specialty

Outcome

Adult cardiac surgery
Bariatric surgery (NBSR5)

N/A
Overall, there were no potential statistical outliers for mortality or length
of stay.

Colorectal surgery (NBOCAP6)

Publication delayed until end of September to give more time to ensure
reliable data.

Head and neck surgery
(DAHNO7)

Publication delayed until end of September to give more time to ensure
reliable data.
The 8th Annual Report will be available on 26th July.

Interventional cardiology
(BCIS8)
Orthopaedic surgery (NJR9)

Outcomes for all ASPH consultants are within the expected range.

Thyroid and endocrine surgery
Upper gastro-intestinal surgery
(NOGCA)10
Urological surgery (BAUS11)

N/A

Vascular surgery (VSQIP12)

Some surgeons work in more than one NHS trust. The figures for

For all ASPH consultants, 90 day risk-adjusted mortality rates for hip and
knee surgery lie within the expected range.
Publication delayed until end of September to give more time to ensure
reliable data.
The risk-adjusted morbidity, mortality, transfusion rate and length of stay
are all within the expected range for ASPH surgeons.
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NBSR National Bariatric Surgery Register
NBOCAP National Bowel Cancer Audit Programme
7
DAHNO National Head and Neck Cancer Audit
8
BCIS British Cardiovascular Intervention Society
9
NJR National Joint Registry
10
NOGCA National Oesophago-Gastric Cancer Audit
11
BAUS British Association of Urological Surgery
6
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surgeons were produced from all patients that they operated on, and
cover all hospitals in which they have worked.
All reported surgeon outcomes were within the expected range of these
differences.

Links to the published outcomes data will be available from the Trust website before the end of July
2013. Comments and explanations relating to the published outcomes will be included where
required. It will be recommended that patients should discuss any concerns relating to the results with
their GP and/or surgeon. To allow for comparisons across hospitals, publication of the surgical
outcomes data will be part of the NHS Standard Contract from 2014/15.
3.2 Enhancing Quality and Recovery (EQ&R)13 Programme (part of CQUIN14 Programme)
ASPH continues to participate fully in the South East Coast Regional EQ&R Programme, which have
been incorporated within the Kent, Surrey & Sussex Academic Health Science Network (AHSN) from
April 2013. In July 2013 the region issued the improvement targets for 2013/14. The current year’s
targets are considerably more challenging than prior years, now that care is to be evaluated in a
“bundle” for each patient. Each patient must receive all of the care measures in a bundle in order to
achieve the target. The Trust is in the process of implementing training programmes to guide our
service improvement.

4.

Safety Update

4.1 National Patient Safety Agency (NPSA) Safety Alerts
There have been no new alerts reported by the NPSA since November 2012.
4.2 NHS Safety Thermometer (National CQUIN) (Charts 1 and 2)
The Safety Thermometer15 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.
There is a sustained decrease in the percentage of patients with new harms, following the trend from
April and May. There was a minor increase in CAUTI with two patients (0.4%) experiencing infection
in June, however, the Trust is still well within the improvement target of 1.2%. There was a reduction
in new pressure ulcers and falls with harm in June; however, there was an increase in hospital
associated VTE (8 cases).
Chart 1 Percentage with new harms

Chart 2 Incidence of CAUTI

12

VSQIP Vascular Services Quality Improvement Programme
Enhancing Quality and Enhanced Recovery website: http://nww.enhancingqualitycollaborative.nhs.uk/
14
CQUIN – Commissioning for Quality and Innovation
15
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
13
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There are difficulties in identifying actual numbers of hospital-associated VTE e.g. for one patient
diagnosed the day before the data collection, this was later confirmed not to be a VTE by the Trust
VTE Prevention Specialist Nurse.
Further guidance is being given to ward managers before the next census in July and there will be
training of staff to understand the criteria for the data collected within the Safety thermometer tool. All
identified cases of hospital-associated VTE are reported to the VTE Prevention Specialist Nurse and
undergo full root cause analysis to investigate the reasons behind development of a VTE and to share
and learn with the clinical team.

5.

Patient Experience

5.1 Complaints/Ombudsman Reports (Charts 4 – 6)
There were 36 complaints received in June, representing a reduction of 7% compared with May (39)
and 33% compared with April (54).
There were five formal discharge related complaints in June 2013, compared with eight in May and
12 in April. The main issues related to concerns that discharge was too early and follow up
arrangements. Four of the complaints relate to discharges within the Acute & Emergency Medicine
Division. The Division continues to work to improve patient experience of discharge and have recently
recruited to the discharge team to ensure safe discharge and support the management of complex
discharges. The Division plan to ensure senior nurses attend handover and are involved in decision
making relating to discharge.
5.2 Patient Feedback
The Patient Experience dashboard is presented in Appendix 4.
Final responses were due for 33 complaints in June 2013. Overall performance against agreed
timescale for responding to formal complaints in June was 88% compared with 80% in May. Trauma,
Orthopaedics, Diagnostics & Therapeutics and Women’s Health & Paediatrics achieved a 100%
response rate. Acute & Emergency Medicine continued their trajectory of improvement in
performance against timescale and achieved 94%. Theatres, Anaesthetics, Surgery and Critical Care
achieved 70%, compared with 38% in May and continue to work to improve complaints handling.
Friends and Family Test
The Trust has met the CQUIN FFT returns target (15%) for quarter one 2013/14 and is on track to
meet the target of 20% returns for quarter four 2013/14.
The number of responses to the FFT questions received in June (1607) doubled in comparison to
May 2013 (775). A Trust response rate of 29% was achieved for representing 45% of inpatients and
22% of Emergency Department (ED) patients. There was a 77% increase in responses from patients
who had used ED, following implementation of the text messaging option. This is an improvement on
the response rate for April (11.7%). The FFT score for inpatients was 74, compared with 72 in May.
The score for ED was 45 compared with 51 in May. The possible explanation for this decrease is that
the reliability of the score is increasing as the response rate increases. The overall NPS for the Trust
was 58 compared with 69 in May. However, the Trust might not be an outlier; national benchmarking
data will be published soon and the Trust will analyse performance against this data and provide a
report to the next Board meeting.
A planning session has been arranged by ED to explore feedback from respondents and agree
actions aimed at improving patient experience and increasing the promoter score. All Divisions can
view the free text comments and work is on-going to use this feedback in a timely manner to improve
patient experience.
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Compliments
The Trust received 16 formal compliments during June compared with 22 in May and 12 in April. All
formal compliments received in the Executive Offices are responded to personally in writing.
NHS Choices Website Comment
This patient gave Cardiology at St Peter's Hospital a rating of 5 stars.
“A huge thank you to all involved with my recent treatment and care. An angiogram investigation
resulted in an immediate angioplasty procedure and throughout the process I was kept at ease and
comfortable. The procedure, results and options were clearly explained to me by each team - I felt I
was in extremely safe hands at every stage. I was transferred to CCU where once again my recovery
and comfort were attended to by very caring teams. Thank you again 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 June 2013.
Division

Stage

EMED case 1
EMED case 2
EMED case 3
TASCC case 1

The PHSO has recommended further local resolution
The Trust has provided further response and await decision
The PHSO has requested information for initial review.
Following recommendation a remedy payment has been made to the complainant and
an action plan has been shared with the PHSO
The Trust has provided further explanation and await decision
The Trust has provided further information and await decision

TASCC case 2
TODT case 1

5.3 Patient Transfers
Introduction
A brief report to the Board in January 2013 highlighted the number of moves experienced by
patients; this report is an update looking at the current picture across the Trust, some reasons
behind multiple patient transfers and actions to improve the patient experience.
Method
Data extracted from the patient administration system identified patients with three or more moves
during their hospital visit. The Lead Clinical Site Nurse Practitioner has reviewed a sample of the
data from May and June.
Results
For June, 35 patients were identified as having three to four ward moves. However, during review 10
cases were excluded as the intention is to focus on adult inpatients and two were babies and eight
were maternity patients with clinically appropriate moves. In addition, further review of individual
cases identified that some of the ‘moves’ should not be counted:





From the Clinical Decision Unit, within A&E, (5 patients)
Move to Medihome (3 patients)
Move to the cardiology day ward (1 patient)
Move to the interventional suite (1 patient).

Fourteen patients were identified as having over four moves. Twelve of these were complex cases
including vascular patients, some with several admissions to ITU / Medical High Dependency Unit
and then step-down to a ward, one patient experienced 10 moves. For May, 12 patients had more
than four moves. Of these, two were maternity cases and a further three had additional moves that
should not be included e.g. to Medihome.
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The remaining moves appear to be in the best, clinical interests of the patients. Some patients have
a very clear pathway e.g. one patient went from Swan ward (orthopaedic) to the Surgical
Dependency Unit (SDU), back to Swan and then to Fielding ward for rehabilitation. Moving to a
higher dependency area and then back to the original ward count as individual moves.
Conclusions and Actions
During this review it became apparent that the definition of a patient transfer must be clarified to
provide a true picture and enable targeting of areas where there are genuine issues. Whilst the
majority of patient moves were clinically appropriate, the Trust knows some patients and their
families have a poor experience as a result of multiple moves.
Senior nursing staff held a meeting to investigate excessive patient moves; actions include:








Collating information on criteria and reasons for moving patients in and out-of-hours;
Setting exclusion criteria and RAG rating patients who experience a high number of moves;
Provision and use of ‘ring-fenced’ beds;
Guidance to reduce and formalize all ward moves with the aim of zero tolerance for moving
patients between wards unless for clinical safety;
Guidance on the need for additional communication with patients and their relatives when
extra moves cannot be avoided;
Information and leaflets for patients and their relatives to help explain the need for patient
moves and influence their expectation during their hospital stay
Improving the Patient Outlier policy to strengthen alternatives and reduce patient moves.

5.4 Best Care Audits June
Following assessment in April, the wards flagging as Level 0 (RED) wards were re-audited in June by
the Head of Clinical Quality Improvement and the Associate Director of Nursing for the division; the
ward manager accompanied the auditors. Results are presented in Appendix 5.
Four areas were audited: Coronary Care Unit (CCU) / Birch, Cedar, the Emergency Department (ED),
Heron and Holly wards. All wards have improved and have been accredited as shown below. The
Trust currently does not have any Level 0 – RED wards.
Level 1 AMBER - ED, CCU/Birch
Main areas that need to be improved are falls/manual handling and pressure ulcers
Level 2 YELLOW - Heron
The focus for Heron ward is on falls prevention
Level 3 GREEN - Holly
The area which required the most improvement work was Holly ward. The ward has shown a whole
team approach with improvement now seen in all 14 indicators. The staff have worked hard to
implement new systems for checking nursing documentation and shift co-ordination using the
“Releasing Time to Care” project to ensure that best care was the driver for change.
The Best Care Quality Surveillance meeting will be looking at individual action plans.
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Paper 5.2
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.
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; 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.
12

9. YTD 13/14 - The sum of the actual activity from the beginning of the financial year (April).

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 PEis 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. The frequency of the
audit is to be confirmed. ? Will this be captured electronically – currently on a form?
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. The rate of re-admissions is calculated based on the number
of admissions.
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APPENDIX 3 Quality Account Dashboard Quarter 1 2013/14
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Paper 5.2
APPENDIX 4 Patient Experience Dashboard – June 2013
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Not a ppl i cabl e

**Friends and Family Test. Consolidate score of response to the question "how likely are you to recommend our Ward [A&E department] to friends and family if
they needed similar care or treatment?" For FFT results A&E is reported seperately - therefore EMED excludes A&E for this measure only.
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Appendix 5

Extract from Best Care Dashboard, June 2013

JUN

SEP

92%

0

77.2%

93%

100%

71%

3

JUN

DEC

88%

0

86.4% 100%

100%

100%

ED

1

JUN

SEP

100%

5

23%

92%

100%

100%

Heron

2

JUN

OCT

99%

0

38.2%

93%

100%

100%

Consent

Privacy & Dignity

Leadership

Family & Friends Test

1

Holly

Communication

Complaints

CCU & Birch

Reassessment Month

Month Assessed

Experience

Best Care Accreditation
Level

Accreditation

0

0

54%

1

98%

0

93%

100%

98%

100%

85%

100%

NA

100%

0

0

100%

2

100%

0

98%

100%

100%

100%

100%

100%

100%

ED

90%

8

92%

NS

38%

NA

NA

54%

0

98%

0

72%

88%

87%

100%

100%

100%

NA

Heron

89%

1

77%

NS

71%

0

0

70%

1

91%

1

80%

97%

100%

100%

100%

100%

NA

** The Patient Experience measures are calculated from the results of observational audits
Level

Reassment cycle

93%>

Green

3

6 Monthly

NS = Non - Submission

82%-92%

Yellow

2

5 Monthly

WN = Ward Not Open

71%-81%

Amber

1

3 Monthly

< 70%

Red

0

2 Monthly

Key:
NA = Not Applicable

* = Indicator Not Established

RAG Scores

Outcome:

Source:

MRSA

Infection Control

Description:
Number of Hospital aquired MRSA

C. Diff
Hospital Aquired PU
Number of Falls

Infection Control
Ward managers
Datix

Number of Hospital aquired C. Diff
Number of hospital aquired pressure ulcers
Number of falls

Number of Falls resulting in injury

Datix

Number of falls resulting in Injury

Appropriate referrals to Dietician

PAS

Percentage of patients who were appropriately referred to a dietician

No of Incidents of poor documentation

TBC

TBC

No of Administration Errors

Datix

Number of errors in drug administration

16

Process: Dementia Care

Process: Medication

Process: Nutrition

Outcome: Cardiac Arrest calls

The Sparkline incorporate the previous results looking at 4 audit cycles

Process: End of Life Care

Outcome: Saving Lives

100%

NS

Process: Safe Guarding

Outcome: Hand Hygiene Audits

Process: Environment & Infection
Contol

Outcome: Wards Self Assessment

Process: Nursing Documentation

NS

100%

Outcome: No of Administration
Errors

88%

2

Outcome: Number of Falls no
harm

2

100%

Process: Falls and Manual
Handling Assesments

Outcome: Hospital Acquired PU
stage >=2

77%

Holly

Process: Skin Integrity

CCU & Birch

Process: Patient Observations

Number of Pressure ulcers
inherited grade 2>

Outcome: Appropriate referrals
to Dietician

Qualiy & Safety

