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Confidential NO

Suitable for public access YES

PLEASE DETAIL BELOW THE OTHER SUB-COMMITTEE(S), MEETINGS THIS PAPER HAS BEEN VIEWED

None

STRATEGIC OBJECTIVE(S):

Best outcomes 

Excellent experience 

Skilled & motivated teams  Safety is improved when teams actively engage with care quality improvement.

Top productivity  Performance is improved with effective pathways and safe care.

EXECUTIVE SUMMARY

This report summarises clinical quality data for December 2016
1.

The monthly dashboard is on Appendix 1 page 9.

144 in-hospital deaths is exceptional and this is under active investigation.

Mortality review rates have increased from 58% in November to 66% this month.

2.70 pressure ulcers per 1000 bed days exceeds limit of 1.98 with the higher areas
being 3 cases in each of ITU, Swan and Swift Wards.

Emergency readmissions of 14.8% exceeds Q4 target of 12.5%.

Stroke performance of 43% dropped significantly from 70% in November.

The FFT Inpatient recommended score of 93.8% is narrowly below monthly target of
95% with lower performing areas shown in Chart 3 on page 5.

FFT satisfaction score for ED is above target at 92% but response rate is low at 4.7%.

Maternity touchpoint 2 FFT score dropped significantly from 97.9% in November to
91.9% in December which may in part reflect response rate rising to 18.1%.

Outpatients FFT score of 95.6% remains steady.

1
Abbreviations used: Diagnostics, Therapies, Trauma & Orthopaedics (DTTO); Emergency Department

(ED); Medicine and Emergency Services (MES); Theatres, Anaesthetics, Surgery & Critical Care

(TASCC); Women’s Health and Paediatrics (WH&P), Intensive Care Unit (ICU). CHKS is explained on

page 5 in the footnote. Friends and Family Test (FFT). Summary Hospital-level Mortality Indicator

(SHMI). Risk Adjusted Mortality Index (RAMI). Care Quality Commission (CQC).
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Safety Thermometer new harms of 1.07% were favourably below national average of
2.12%.

As of 23 January 2017 there was no national safety thermometer data available for the
Maternity or Medications datasets, therefore no data can be reported for the December
month.

39 new complaints were received in December of which 10 complaints pertained to the

Emergency Department. There was no clear trend in complaint themes.

Of the 35 December complaints requiring a response 29 (83%) met the timescale

agreed with the complainant.

The quarterly dashboard is on Appendix 2, page 11. Please refer to the commentary

on Section 1.3, page 7 regarding red rated items.

RECOMMENDATION: Review the paper and seek additional assurance as necessary.

SPECIFIC ISSUES CHECKLIST:

Quality and safety Y

Patient impact Y

Employee Y

Other stakeholder Quality priorities are set following consultation with internal and external stakeholders.

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

Finance Not applicable.

Legal Poor quality care for patients can lead to potential litigation, non-compliance with the

Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 and could

affect the Care Quality Commission registration and NHS Improvement licences.

Link to BAF principal risk Vulnerable groups care is part of Board Assurance Framework (BAF) risk 2.2.

AUTHOR NAME/ROLE Dr Erica Heppleston, Assistant Director Regulation and Improvement

PRESENTED BY Dr David Fluck, Medical Director and Mrs Heather Caudle, Chief Nurse

DATE 26 January 2017

BOARD ACTION Assurance.
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1.0 Background and Scope

The Board receives assurance and information on key clinical quality and improvement
measures from the performance dashboard in Appendix 1, page 10. Results by exception by
either the ratings below or significance are summarised in Section 1.1.

Rating table

Delivering or exceeding target Improvement month on month

Underachieving target In line with or just below last month
Failing target Below target

1.1 Performance by exception – December clinical quality data

In-hospital deaths
144 December deaths is exceptional with a rise of 47 cases (48%) against 97 a year ago in
December 2015. 2 years ago in December 2014 a winter spike of 123 cases occurred and that
trend persisted into January 2015 with 125 deaths including the largest weekly total of 44 deaths
for the week commencing 4 January 2015. December 2016 deaths are under investigation.

Chart 1 - In-hospital deaths 2016/17

Mortality reviews
MES mortality review rates have increased to 66% in December from 58% in the previous
month. TASCC performance increased from 73% in November to 85% this month and MES
rates also increased to 67% in December from 58% the previous month. DTTO and WH&P have
completed no reviews in November or December. The 8 outstanding DTTO case reviews will be
reviewed in the January Quality and Safety Half Day. The Trust is aiming to complete 100%
review of December deaths.

Pressure ulcers
Pressure ulcers per 1000 bed days of 2.70 in December exceeds the limit of 1.98. Stage 2
pressure ulcers (PUs) was above the monthly limit of 18.2 with 22 in December down slightly
from 26 in November. Areas with higher levels were ITU, Swan and Swift with 3 each. ITU is
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considering alternative nasogastric tube adhesive and Swift is progressing its PU specific quality
improvement project. Aspen Ward is promoting correct positioning of non-invasive ventilation
masks.

Emergency 30-day readmissions
30 day readmissions of 14.8% remains above the Q4 target of 12.5%. The significant areas by
volume remain as General Medicine at 21.0%, Trauma and Orthopaedics at 17.3%, and
Accident and Emergency at 17.1%.

Chart 2 – 30 day emergency readmissions from June 2013 onwards

Direct stroke unit admission
Stroke performance has been predominantly within the range of 65% to 75% during the past

year. In December a rate of 43% is significantly lower than 70% in November and remains

below the target of 90% reflecting bed capacity and different presenting conditions.

Medication errors per 1000 bed days
The rate of reported medication errors of 2.3 for December is well below the year to date
average of 3.0 cases per 1000 bed days. It is impractical to distinguish if that is random
variation, a decrease in drug errors, or low reporting across the busy winter period.

FFT satisfaction score
The FFT Inpatient recommended score of 93.8% year to date is narrowly below monthly target of
95%. Q3 monthly scores were 94.7% for October, 95.9% for November, and 93.8% in
December.

Chart 3 below is an extract of the data forming part of the inpatient recommended score of
93.8%, showing the subset of wards with recommended scores below 95% which are priority
areas for improvement.
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Chart 3 – Wards with FFT satisfaction score below monthly target of 95%

Ward with
recommended
score less than
95% target

Eligible
Responses

Response
rate Promotors

Recommend
%

AECU 31 58% 10 56%

May Ward 54 26% 11 79%

Swan Ward 104 31% 28 88%

Kingfisher Ward 200 28% 50 89%

Heron Ward 70 70% 44 90%

Swift Ward 32 31% 9 90%

Falcon Ward 123 50% 57 92%

Aspen Ward 79 70% 51 93%

Acute Medical Unit 251 36% 84 93%

ASH Ward 264 17% 43 93%

Dickens Ward 111 29% 30 94%

FFT satisfaction score for ED has been steadily rising since August and in December this trend
has continued with a score of 92%. The year to date score of 85.8% is just below target of 87%.
Response rate has fluctuated across the quarter with 13.5% in October, 6.1% in November and
4.7% in December.

Maternity touchpoint 2 score for FFT dropped significantly from 97.9% in November to 91.9% in
December. The response rate of 18.1% is improving and this month rose above the target of
15%.

Outpatients FFT score of 95.6% remains steady and above target of 92%.

Sepsis screening and antibiotic treatment CQUIN2

Data to end Q2 was reported in the October report. Audits are undertaken quarterly, so the next

data will be reported for Q3 in the February report.

Dementia
It impractical to analyse the dementia case finding measure score of 9.0% for scorecard item
3.11a as recording is incomplete due to limited capacity to collect this data across the past 5
months. The last full dataset was July 2016 with performance of 90%.

Patient safety alerts
In December no new warning alerts were received and there are no overdue alerts.

2
Commissioning for Quality and Innovation (CQUIN) is an incentivised improvement scheme
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Safety thermometer
New harms of 1.07% were below national average of 2.12%. New pressure ulcers of 0.85% is
below national average of 0.93%. There were no new catheter associated urinary tract infections
(CAUTIs) or falls with harm on the spot day.

As of 23 January 2017 there was no national safety thermometer data available for the Maternity
or Medications datasets, therefore no data can be reported for the December month.

Best Care Audits
The Best Care Audit framework is under review currently alongside the concurrent refresh of the

QEWS Dashboard. No audit data is scheduled to be reported this month.

Learning from new complaints
39 new complaints were received in December of which 87% pertain to experiences at the Trust
in the past 3 months.

The timing of care/incident giving rise to the complaint was December 2016 – 18 cases (46%),
November 2016 14 cases (36%), and October 2016 – 2 cases (5%), and February to September
2016 - 5 cases (13%).

The highest specialties by volume were Emergency Department (ED) with 10 complaints and
Children’s Services with 5 complaints. There was no clear trend in complaints themes this
month.

1.2 Complaints performance

Performance against timescale agreed with complainant
Of the 35 December complaints requiring a response 29 (83%) met the timescale agreed with
the complainant, up from 69% in November.

Follow-up complaints
The follow-up complaint rate of 8.4%3 is below the 10% threshold. Year to date follow-up rate is
7.2% which is below 2015/16 overall rate of 8.1%.

PHSO4 cases
There were no new or closed cases from the PHSO in December.

Claims
Claims reported and intimated this month are consistent with the usual volumes received.

There were 3 new claims reported in December 2016 with 2 for TASCC and 1 for WH&P. 8
claims were intimated with 3 for DTTO, 3 for TASCC and 2 for MES.

1.3 Q3 Quality Account Priorities and Business Plan Dashboard (Appendix 2)

The Q3 dashboard is attached in Appendix 2, page 11 and key findings for red rated items are

highlighted below.

3
Denominator is rolling 12 month average new complaints per month

4
Parliamentary and Health Service Ombudsman
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Maternity Safety Thermometer
Measure 1.2 Maternity Safety Thermometer December data is not yet available. Q1 data dipped

below national average. In Q2 August data was significantly below national average thus this

measure is unlikely to meet target by year end, so is red rated at the end of Q3.

Sign up to Safety Plan
The Sign up to Safety Plan year 2 targets 1.4 and 1.5 to reduce falls by 20% and stage 2 and

above pressure ulcers by 15% compared to last year cannot be achieved by year end. This will

mean the year 3 targets are also most unlikely to deliver, owing to the inability in year 3 to

compensate in 12 months for the cumulative below trajectory performance across the first 2

years.

VTE
Internal Audit reviewed VTE5 data recently and the final report was received in January 2017.

Performance for quality Priority 1.6 risk assessing 97% of applicable adult inpatients on

admission may be overstated this year – including Q3 performance of October - 97.13%,

November - 98.24%, and December 96.29%. Whilst the data as reported meets target the

impact of data exceptions from audit sampling means this data may be overstated - hence the

amber rating.

Internal Audit found 2 out of 22 false positive sample testing exceptions for this measure

alongside gaps in the data collection methodology including lack of data validation. The sample

size was not large enough to derive an extrapolated error estimate. An action plan is being

progressed.

Measure 1.7 root cause analysis (RCA) of 100% of identified cases of hospital associated

thrombus (HAT) in 2 months will not be achieved this year. Diagnostic screening for Hospital

Associated Thrombosis (HATs) has not been timely this year owing to lack of capacity although

this has been rectified in January and 133 HATs have now been identified. The associated root

cause analyses (RCAs) have not yet been performed although a plan to undertake this has been

formulated working with Operational colleagues to implement the recommendations.

It is important that the above exemptions are promptly resolved as the Trust now has VTE
Exemplar Centre Status from NHS England.

Diabetes screening
Quality Priority 4.1 to screen 98% eligible inpatients for diabetes within 24 hours of admission as
measured by a spot audit fell slightly from 93.9% in Q2 to 93.5% in Q3, although the trend is
upwards since the start of the year. The reasons for the gaps in testing are being explored. This
is red rated as this measure cannot now achieve the target by year end.

Action plan for the Fix Dementia Care Report
The Fix Dementia Care Report action plan was not in place by the end of Q2 as planned for
Quality Priority 9 and it is planned to collect this data for the year end report.

5
Venous thromboembolism (VTE) and Hospital Acquired Thrombus (HAT)
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Outpatient experience
Measure 12 was to refresh the 15 Steps Tool to capture outpatient experience by Q2 with an
action plan by Q3. This has not been achieved owing to lack of capacity.
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Appendix 1 - Quality Performance Dashboard December 2016

REF Quality Scorecard Measures Outturn

15/16

Monthly

Target /

Limit

Annual

Target /

Limit

Nov Dec 6 month

trend

YTD

16/17

Current month commentary

1.01 In-hospital SHMI 64 <72 <72 62 62 64 Mortality indices are 1 month in arrears - reflecting time needed for clinical coding of the current month's data.

1.02 RAMI 62 <70 <70 73 59 60 As above.

1.03 In-hospital deaths 1139 90 <1082 111 144 915 December 2016 in-hospital deaths of 144 rose 47 cases (48%) compared with 97 in December 2016. December deaths are under active

investigation.

1.04 Proportion of mortality reviews (data 1 month in arrears) 56% >90% >90% 58% 66% 64% Mortality review completion rates were 85% for TASCC, 67% for MES and 0% for DTTO and WH&P. The 8 outstanding DTTO case

reviews will be reviewed in the January Quality and Safety Half Day.

1.05 Number of cardiac arrests not in critical care areas 56 - - 7 2 33 Typically 3-4 cardiac arrests outside critical care areas occur per month so 2 events for December appears favourable. However, it is too

soon to know whether this month’s finding represents improvement or random variation.

1.06 Methicillin Resistant Staphlococcus Aureus (MRSA) - 0 0 0 0 0 0 No cases.

1.07 C. Difficile (hospital only) 15 1.4 17 3 0 13 No cases.

1.08 Falls (per 1000 beddays) 2.59 2.46 2.46 2.61 2.17 2.35 Falls rate remains below limit. Improvement actions have included meeting with the Primary Care Medication Optimisation Team to review

polypharmacy and prescribing of medications which could predispose to falls, and the pilot of patient assistance cards on Dickens, Maple,

Swan and Swift Wards.

1.09 Pressure ulcers (per 1000 beddays) 2.08 1.98 1.98 2.67 2.70 2.21 Stage 2 pressure ulcers (PUs) exceeded the monthly limit of 18.2 in December with 22 and November with 26. Areas with higher levels

were ITU, Swan and Swift with 3 each. ITU is considering alternative nasogastric tube adhesive and Swift is progressing its PU specific

quality improvement project. Aspen is promoting correct positioning of non-invasive ventilation masks.

1.10 Readmissions within 30 days - emergency only 13.1% 12.5% 12.5% by

Q4

13.9% 14.8% 14.0% 30 day readmissions of 14.8% remains above the Q4 target of 12.5%. The significant areas by volume remain similar to previously with

General Medicine at 21.0%, Trauma and Orthopaedics at 17.3%, and Accident and Emergency at 17.1%.

1.11 Stroke patients (% admitted to stroke unit within 4 hours) 65.0% 90% 90% 70.4% 43.0% 62.0% Breaches in stroke performance in December were mainly due to lack of ring fenced beds and different presenting complaints.

1.12 Medication errors (rate per 1000 beddays) 2.92 - - 2.67 2.3 3.03 The rate of reported medication errors of 2.3 for December is well below the year to date average of 3.0 cases per 1000 bed days. It is

impractical to distinguish if that is random variation, a decrease in drug errors, or low reporting across the busy winter period.

1.13 Sepsis screening audits - % of eligible patients that were

screened in ED

70.5% 90% 90% - - - Sepsis data is reported quarterly and results for Q3 will be available in February.

1.14 Sepsis - antibiotics administered on ED patients and day

3 antibiotic review performed

- - 80% Q2;

90% Q3

- - - As above.

1.15 Inpatient sepsis - % eligible patients screened for sepsis - - Dec 90%;

Q4 90%
- - - As above.

1.16 Inpatient sepsis - % eligible patients receiving timely

antibiotics and day 3 antibiotic review performed

- - Dec 90%;

Q4 90%
- - - As above.

3.03 Serious Incidents Requiring Investigation (SIRI) reports

overdue to CCG

8 - - 4 10 10 Under progression by the Safety Team.

3.04 Serious Incidents Requiring Investigation (SIRI) reports

submitted to CCG

116 - - 14 4 75 Under progression by the Safety Team.

3.07 Friends and Family Satisfaction Score - Inpatients

including Daycase

96.2% 95% 95% 95.9% 93.8% 94.7% The FFT Inpatient recommended score of 93.8% year to date is narrowly below monthly target of 95%. Q3 monthly scores were 94.7% for

October, 95.9% for November, and 93.8% in December.

3.08 Friends and Family Satisfaction Score - Accident and

Emergency Department (ED) including Paediatrics

84.3% 87% 87% 91.4% 92.0% 85.8% FFT satisfaction score for ED has been steadily rising since August and in December this trend has continued with a score of 92%. The

year to date score of 85.8% is just below target of 87%. Response rate has fluctuated across the quarter with 13.5% in October, 6.1% in

November and 4.7% in December.

3.09 Friends and Family Satisfaction Score - Maternity Touch

Point 2

96.3% 97% 97% 97.9% 91.9% 96.2% Maternity touchpoint 2 score for FFT dropped significantly from 97.9% in November to 91.9% in December and the response rate of 18.1%

is improving and this month rose above the target of 15%.

3.09a Friends and Family Satisfaction Score - Outpatients 0.9 92% 92% 94.6% 95.6% 95.7% Outpatients FFT score of 95.6% remains steady and above target of 92%.

3.10 Follow-up complaints - complaint rate per rolling 12

month average

8.3% <10% <10% 11.5% 8.4% 7.2% In line with expectations.

3.11a Dementia case finding 96% >90% >90% 25% 9.0% 49.1% It impractical to analyse the dementia case finding measure score of 9.0% for scorecard item 3.11a as recording is incomplete due to

limited capacity to collect this data across the past 5 months. The last full dataset was July 2016 with performance of 90%.

3.11b Dementia diagnostic assessment 99% >90% >90% 100% 100% 100% In line with expectations.

3.11c Dementia referral 87% >90% >90% 100% 100% 95% In line with expectations.

Table 1: Quality Performance Dashboard 31 December 2016
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REF Reference items Nov Dec 6 month

trend

YTD

16/17

Current month commentary

1 Overdue safety alerts <1 0 0 No new safety alerts were received in December. Open alerts received in previous months are being actionned. The Pharmacy led

phenytoin high risk medication action plan is in place which met the criteria for closure of this alert in December. However, the

improvement action remains ongoing and will be reviewed as part of the serious incident requiring investigation action tracker which

reports to Quality and Performance Committee.

2.1 NHS Safety Thermometer - % of patients on spot day with

new harms

2.12% 0.40% 1.07% 1.20% New harms of 1.07% were below the national average of 2.12%.

2.2 NHS Safety Thermometer - % of patients on spot day with

new CAUTIs

0.29% 0.00% 0.00% 0.05% There were no new CAUTIs on the December audit spot test day.

2.3 NHS Safety Thermometer - % of patients on spot day with

new pressure ulcers

0.93% 0.00% 0.85% 0.56% New pressure ulcers at 0.85% were below the national average of 0.93%.

2.4 NHS Safety Thermometer - % of patients on spot day with

falls with harm

0.55% 0.40% 0.00% 0.43% There were no falls with harm on the December audit spot test day.

2.5 NHS Maternity Safety Thermometer - % of patients with

combined harm free care (physical harm and women's

perception of safety)

60.00% Data from national dataset not yet available as of 23 January 2017.

2.6 NHS Medications Safety Thermometer - % of patients with

reconciliation started within 24 hours of admission

80.00% Data from national dataset not yet available as of 23 January 2017.

2.7 NHS Medications Safety Thermometer - % of patients with

an omitted critical medicine in the last 24 hours

7.80% Data from national dataset not yet available as of 23 January 2017.

3 Best care audits undertaken this month - - - - Quarterly Best Care Audits are being reviewed this month.

4 WOW awards n/a 54 22 - WH&P received 7 WOW nominations, MES received 6 and DTTO, TASCC and QRMNM all received 2 proposals each. Estates & Facilities,

IT and Library Services were all nominated for 1 WOW award each.

5.1 Complaints % Responded to timescale as agreed with

complainant

>95% 69.0% 83.0% ** Estates and Facilities and DTTO scored 100%; MES and TASCC achieved 88% and WHPAED scored 40%.

5.2 Complaints % Responded to timescale (Grade 1 & 2 in 25

days)

No target 28.0% 36.0% ** Complaints responses are taking longer than the Trust has internally set as guidance and the average number of working days to respond

is outlined below.

5.3 Complaints % Responded to timescale (Grade 3 & 4 in 35

days)

No target 40.0% 40.0% ** Despite a longer 35 day timescale for higher graded complaints, there is little difference in meeting the internal guidance number of days

compared with less complex complaints.

5.4 Complaints mean response time in days: variance from 25

day target (Grade 1 & 2)

No target 9 15 - ** The 25 grades 1 and 2 complaints took on average 40 working days to respond to of which grades 1 took 47 days and grades 2 took 38

working days.

5.5 Complaints mean response time in days: variance from 35

day target (Grade 3 & 4)

No target 8 46 - ** There were 9 grade 3 complaints which took an average of 81 days to respond to. There were 2 significant outliers from WHPAED which

took 108 and 377 working days to respond to respectively.

5.6 PHSO (Ombudsman) cases open - total number No target 1 1 - -

5.7a PHSO (Ombudsman) cases closed but not upheld No target 0 0 -

5.7b PHSO (Ombudsman) cases closed and partially upheld No target 0 0 -

5.7c PHSO (Ombudsman) cases closed and upheld No target 0 0 -

5.8 PHSO (Ombudsman) new cases received No target 0 0 -

-

Target description & limit

<1 overdue

< National av.

< National av.

< National av.

< National av.

> National av.

> National av.

< National av.

Level 3 ward count

Response quality

Response quality

Response quality

Response quality

Timeliness

Timeliness

Timeliness

Responsiveness

Responsiveness

Response quality
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Appendix 2 – Q3 Quality Account and Business Plan Priorities

Quality Priority Dashboard Q3 2016-17

REF 2016/17 Quality Account Measure Q3 Quarter 3 Narrative

Safety - Improving harm free care

1.1 Medication Safety Thermometer data collected and

position against national position is baselined.

December data not yet available. Data is now being collected and baselined so this is green rated. Monthly

performance is outlined in the scorecard dashboard.

1.2 Maternity Safety Thermometer performance better

than national average.

December data not yet available. Q1 data dipped below national average. In Q2 August data was significantly

below national average. This measure is unlikely to meet target by year end, so is red rated at end Q3.

1.3 Classic Thermometer performance better than

national average.

In Q3, the Trust has achieved Safety Thermometer performance better than the national average apart from 1

month: falls with harm in October which related to 7 falls. Year to date performance by end of Q3 meets

requirements.

1.4 20% reduction in falls compared to last year. A 20% reduction on 2015/16 falls of 457 equates to a monthly falls limit of 30.5 per month (365 per year) or 91.5 per

quarter. 107 falls for Q3 exceeds target, as does 312 falls year to date – and the monthly average of 34.6 falls at end

Q3. This measure cannot achieve target by year end so is red rated. Falls prevention initiatives are summarised in

the monthly scorecard.

1.5 15% reduction in stage 2 and above hospital acquired

pressure ulcers compared to last year.

The Trust has a monthly target of 18.2 hospital acquired stage 2 pressure ulcers which has not been achieved in

Quarter 3, and will not meet target by year end. There was 1 hospital acquired stage 3 pressure ulcer in October but

none in November or December. Wards are now providing reports and action plans on a monthly basis. Analysis of

the data has shown that the majority of the pressure damage is occurring on the heels. The Tissue Viability Team

will be launching a Heel S.O.S (Strictly Off Surface) Campaign in the next quarter highlighting the need to elevate

heels from all surfaces including air mattresses in immobile patients.

1.6 Risk assess 97% of adult inpatients for VTE on

admission.

October - 97.13%, November - 98.24%, December 96.29%. Whilst the data, as reported, meets target data

exceptions from a recent Internal Audit review means this data may be overstated - hence the amber rating.

Internal Audit found 2 out of 22 false positive sample testing exceptions for this measure and gaps in the data

collection methodology including lack of data validation. Internal Audit concluded reported performance could

therefore be at risk of overstatement. The sample size was not large enough to derive an extrapolated error

estimate. An action plan is being progressed, however, capacity to implement the recommendations is uncertain.

1.7 Root cause analysis (RCA) of 100% of identified cases

of hospital associated thrombus (HAT) in 2 months.

Diagnostic screening for Hospital Associated Thrombosis (HATs) has not been timely this year owing to lack of

capacity although this has been rectified in January and 133 HATs have now been identified. The associated root

cause analyses (RCAs) have not yet been performed although a plan is pending clinical approval and will be

managed with operational as well as corporate colleagues.

1.8 Audited documentation of the prescription of

appropriate chemical thromboprophylaxis with the

aim of achieving 85%.

October - 78%, November - 64%, December - 94%. A review of the audit tool is still underway with internal auditors

having completed their assessment and the final draft report is awaiting approval. The audit tool is to be reviewed

to ensure data is not duplicated. It is important to note that this measure is looking at whether the prescription of

chemical thromboprophylaxis is appropriate according to the outcome of the risk assessment tool. It does not

measure whether patients have received thromboprophylaxis or whether thromboprophylaxis has been

prescribed in general.

1.9 Achieve VTE Exemplar Centre Status by 31 March

2017.

The Trust now has Exemplar Centre status which was awarded by NHS England on the 24th August 2016. It is

important therefore that the above exceptions are resolved to maintain our status in future.
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Safety - Embedding and measuring safety culture

2.1 Quarterly audits of duty of candour with exeception

reporting to QPC.

There continues to 100% compliance with Q3 reporting in relation to duty of Candour.

2.2 Review MaPSaF divisional action plans by Q3

ensuring evidence of action implementation.

Divisional plans were reviewed by Q3 and the Trust has refocussed Safety Culture Measurement using the

Teamwork and Safety Climate Survey Tool as adapted by the Improvement Academy from the Yorkshire and

Humber Academic Health Science Network. Our safety culture survey has been completed in 3 areas (Urgent Care

Center with Clinical Decision Unit, Aspen and Joan Booker Ward). Improvements are being delivered via Safety

Huddles. Re-measurement is scheduled for later in 2017.

2.3 Implement KSS AHSN safety culture and leadership

pilot programme by Q4.

In place as outlined above.

2.4 Implement National Standards for Invasive

Procedures by September 2016.

The alert pertained to identifying and implementing guidance by September 2016 to ensure appropriate safety

criteria are met when performing invasive procedures outside theatres (LOCSSIP) and inside theatres (NATSSIPS).

NATSSIPS required adjustment of the WHO Surgical Checklist to ensure appropriate checking of implants and

prosthesis and is implemented. There are a few invasive procedures outside theatres whereby a small residual

number of procedures are yet to be identified as LOCSSIPS and the applicable standard operating procedure

developed and tested. The next phase is evidencing that the policy or process is being adhered to. The provisional

amber rating reflects the minor element of slippage for the few remaining cases – which may turn green if these

procedures do not meet the LOCSSIP criteria.

Safety standards

3.1 NMC revalidation timescales met. Met as explained above.

3.2 Reducing Variation Programme progressed, including

national data collection exercise.

Refer to narrrative above.

Clinical Effectiveness - Diagnosis of diabetes

4.1 Screen 98% eligible inpatients for diabetes (spot

audit).

Patients tested within 24 hours of admissions fell slightly from 93.9% in Q2 to 93.5% in Q3, although the trend is

upwards since the start of the year. The reasons for the gaps in testing are being explored. This is red rated as this

measure cannot now achieve the target by year end.

Clinical effectiveness - Audits and NICE guidance

5.1 Implementation NICE Clinical Guidelines – monthly

status report and gap analysis.

There is ongoing work to disseminate all guidance to clinical teams and obtain feedback following review. For

December 2016 NICE issued 7 Technology Appraisals, 5 Quality Standards, 4 new Clinical Guidelines, updates to 5

Clinical Guidelines and 4 Interventional Procedures. Note that only Technology Appraisals are mandatory within 3

months. Divisional NICE Guidance plans were reviewed during CENARG meetings in November 2016 and January

2017; all divisions are making progress.

5.2 Gap analysis of NICE Guideline NG 31, Care in the Last

Days of Life: gap analysis and action plan by Q3.

An update on whether the gap analysis and action plan is in place is pending so this is amber rated. 8 Acute Medical

Wards are being supported with training, mentoring and surveys from the Supportive and Palliative Care Team.

Priorities teaching is embedded within professional development and medical training.

5.3 Participate in all applicable mandatory national

audits and implement action plans for key

recommendations from the national bodies.

There are 51 national audits in the current Trust programme and the precise participation rate is currently being

determined. Provisional estimates indicate that participation will be around 90-95% as some gaps are anticipated

which is multifactorial with factors including capacity and data submission complexities in a minority of studies.

This is provisionally amber rated.

Q3
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REF 2016/17 Quality Account Measure Q3 Quarter 3 Narrative
Patient experience - Vulnerable groups

6.1 Review the MHA training scheme by Q1, action plan

by Q2 to Mandatory Training Committee.

Training day occurred as planned in October 2016 and MHA training for doctors was discussed at the Psychiatric

Liaison meeting.

6.2 Introduction to MHA Training within Safeguarding

Training for Clinical Staff by Q2.

The training has now been embedded in the Trust in the Caring for Vulnerable People Training Day for all staff

including non-clinical.

6.3 Campaign covering patient records and privacy by Q2. The video promoting privacy and dignity of patient records is due to be completed soon.

6.4 Dementia clinical environment review by Q2, action

plan by Q3.

Work has started on reviewing the environment in TASCC and outpatients at Ashford.

6.5 Continue dementia carers’ local survey: implement

improvement actions, 6 monthly updates to Board.

Local feedback was obtained by surveying of 75 carers in the National Dementia Audit. Feedback was mixed with

attitude being described as excellent, whereas communication was described generally as poor. The Trust is

reviewing how further feedback on dementia care can be obtained going forward.

Patient Experience - Outpatients

7.1 Capture, publish and feedback clinician level data for

outpatients and inpatients by Q4.

This is progressing as part of the iWantGreatCare initiative.

Patient Experience - Inpatients

8.1 Communicate to inpatients potential for ward

transfers by Q2

Patient information leaflet had been reviewed and amended and will be in use in the division by the end of

January 2017.

8.2 Implement framework for using Always Events

toolkit, and have 3 Always Events by Q4.

By Q3 the Trust has implemented 1 very successful Always Event on patient experience and support in dementia

care which has been widely publicised and features on information given out by NHS England. However, as the

Trust is unlikely to have 2 further events rolled out by Q4 this is amber rated.

8.3 95% of patients in the UCC achieve the 4 hour wait 99% achieved for patients seen and discharged by the UCC.

8.4 Implement face-to-face feedback process at UCC

quarterly from Q2; set improvement actions.

Feedback in in Q2 included local dialogue with GPs. In Q3 sessions were postponed over the festive period,

however, another session is scheduled for the New Year. Topics covered have included referral process back to

GPs after UCC attendance.

Patient Experience - Research involvement

9.1 Research opportunities communication programme:

explore options by Q2; in place by Q3; feedback from

patients in Q4, feedback to Research Committee.

1) Information Sharing - the Research and Knowledge Hub is now updated in real time. The website currently

needs further update to reflect current staff members - we aim to review this 4 monthly. 2) Education and

Knowledge - we have been invited to present at the Members Monthly Session - 67 members have to date

requested to attend. Our R&D Open event is booked for Friday 2nd June 2017. 3) Targeted Awareness - this needs

further work to reach a wider audience. 4) Electronic data capture - this has proved to be a very successful piece of

work, with most members of the team now comfortable and conversant with the system. This has improved our

efficiency and also our safety, so that patients participaing in a clinical trial can be easily identified.


